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COPE #  12499
This course will address dry eyes and other related ocular surface disease disorders that affect the status of the tear film.  It will cover the basic function, anatomy and physiology of the tear film and drainage systems.  We will also discuss the pathophysiology, assessment and diagnosis of the various forms of ocular surface disease including the dry eye conditions followed by a review and outline various treatment methodology.

Course Level:  Intermediate

Course Learning Objectives:

· To understand the new theory of tear film chemistry and the effects of inflammation of the ocular surface.

· To become familiar with the most advanced diagnostic equipment and techniques for evaluating dry eyes.

· To become familiar with treatment alternatives for dry eyes

· To become aware of future treatment alternatives.

Course Outline
I. The Basics

A. Prevalence of Symptomatic Patients

Remember that 2 out of 3 patients that are symptomatic for dry eye do not have any clinical signs.

B. The general function of the tear film
1. Initial refracting surface of the eye, Lubrication, Protective Barrier, Antibacterial/Immune Properties, Evaporation and Desiccation, Nutrition, Metabolic waste and debris removal

C. Dry Eye Definition:  A disorder of the tear film due to tear deficiency or alteration in production, integrity or drainage of any tear film component, including excessive tear evaporation which causes damage to the ocular surface and is associated with symptoms of ocular discomfort.
D. Tear Film Dynamics
1. We have to think about the tear film as it relates to dry eye in three parts:  Lids, the integrated Lacrimal gland/ocular surface (or more correctly the aqueous mucin-gel; and the surface lipid layer.   Lastly, we also need to keep the overall drainage system mechanism

E. The Healthy Tear Film is a very intricate balance of the components above that contains electrolytes (NA, Cl, CA, K), lysozyme, lactoferrin, albumin, various epithelial growth and neurotrophic growth factors and cytokines (protease, IgE, IgG, IL) and various types of mucin.
F. The Symptoms are variable but often precede any clinical signs so if a patient is symptomatic you need to consider treatment.
II. General Overview
A. Dry Eye Conditions can be divided into three sub-categories
1. Tear Deficient Dry Eyes
2. Evaporative Dry Eyes
3. Ocular Surface Disorders
B. Tear Deficient Dry Eyes
1. DES: An Immune-Mediated Inflammatory Disorder
a) Sjogrens
(1) Chronic inflammatory disorder of probable auto-immune nature characterized by infiltration and destruction of the exocrine glands throughout the body, esp. the salivary and lacrimal glands by lymphocytes and plasma cells
b) Non- Sjogrens is probably much more common
(1) Lacrimal Gland Disease can be a function of change or abnormality in the neurosceretory loop, changes in hormones and various systemic manifestations.  We can also have problems in secretion to the ocular surface whether it be stenosis or cicatricial changes in the secretory ductules
2. Healthy Tears vs. Chronic DE.  The constitution of the tear film changes resulting in an increase in tear film osmolarity as well as cytokines and proteases.
C. Evaporative Dry Eye may present as either Meibomian gland dysfunction or one of various lid disorders.
1. Meibomian Gland Dysfunction

2. Lid Related Disorders

D. Ocular Surface is affected by the various cytokines leading to poor tear film adherence, ocular surface inflammation and eventually cellular apoptosis.

E. Outflow Mechanism 
1. Changes in the outflow mechanism can also create various ocular surface problems.  Poor apposition or atresia of the punctum can lead to improper drainage and potentially increase inflammatory mediators on the surface.

III. Clinical Protocol
A. Get A Plan
1. Don’t overlook the symptoms since they are often the key to when to treat.
2. Signs of dry eye don’t necessarily match the symptoms. 
B. Case History
1. Standard History should include a Chief Complaint; HPI; ROS; Social, family and medical history; Meds/Allergies

2. Dry Eye Questionnaire is also a great idea.  There are many forms out there that ask specifics about their various symptoms as well as the environment.

C. Lids
1. The lids should be evaluated for apposition of the lid margin that includes the punctum and the Meibomian gland orifices.  Closure & Blink Rate should also be observed.  Remember that most patients are symptomatic of their TBUT is greater (more rapid) than their blink rate.  Aperture Size may give hints as to increased evaporation rate.  The lid margin should also be evaluated for bacterial for seborrheic blepharitis.  Lastly the palpebral conjunctiva should also be assessed for follicles, papillae, injection and other signs of inflammation.  
D. Ocular Surface consists of the Bulbar Conjunctiva, palpebral conjunctiva and the Cornea.  All these areas should be assessed during your examination.  Use both NaFl and lissamine green as they assess at different things. 
E. Tear Production can be assessed by subjective volume, an unanesthetized Schirmer or Zone Quick/ Phenol Red Thread
F. Tear Stability is a key measure of clinical symptoms as discussed earlier.

G. Drainage System

H. Meibomian Gland Evaluation
1. The Meibomian glands should be evaluated for #, Size, Congestion, and Atrophy.  They should also be expressed to assess the turbidity of the excretions.
IV. Dry Eye Management Classic Treatment
A. Keys to Successful Treatment
1. Patient Education

a) Seven Steps To Better Patient Education

(1) Explain How You’re Treating (English)

(2) Explain Why You Are Treating

(3) Give Written Instructions

(4) Have Patient Repeat Instructions 

(5) Have Family Member Present, if possible

(6) Make Them Commit

(7) Ask If They Have Questions

2. Treatment Protocol

a) Treat without Treatment

(1) Help the patients to identify and manage their environment to decrease tear evaporation and increase normal tear production.  

b) Treat Inflammation First

(1) Put simply if you don’t treat the inflammatory issues on the ocular surface first or at least coinciding with other forms of treatment then you are destined to fail.  Treat the inflammation both topically and orally.  Orally, consider DCN and/or omega-3’ to change the lipid profile of the Meibomian glands.  Topically, you may choose to use Restasis, NSAID’s, steroids, or anthistamines to control the ocular surface inflammation.  

c) Treat Evaporative Issues Next

(1) Lid Issues

(a) For closure issues consider taping, ointments or moisture goggles.  For apposition issues consider surgical repair.  

(b) Lid Margin—Treat seborrheic blepharitis with hot compresses, lid hygiene, lid scrubs and a liposome artificial tear supplement.  For infectious blepharitis treat with lid hygiene, hot compresses and antibiotic ointment.

(2) Meibomian Gland Dysfunction

(a) For MGD treat with Lid Massage & Hot Compresses, liposome based artificial tear supplement. And anti-inflammatory agents, if necessary.  

d) Treat Aqueous Issues Then

(1) Artificial Tears SUPPLEMENTS (they are just that, they are not replacements of our own natural tears) 

(2) Tear Mechanism Occlusion

(3) Immuno-modulation with agents as Restasis to restore normal tear film production in those individual with functioning tear prism

e) Treat what ocular surface problems are left with Muco-adhesive agents, bandage soft contact lenses, or Superficial Keratectomy

V. Practice Management

A. How to Build Your Dry Eye Niche

1. Practice Management Tips

a) You have to plan to succeed.  Set a goal for yourself to see one more patient a day and then communicate that goal with your staff.  Remember you will only succeed if they are actively involved and motivated to reach the same goal.  

b) Train your staff and yourself.  Designate each of your staff members a responsibility that will help the team reach your goal.  Develop scripts for your staff and yourself so your patients hear a consistent message.  

c) Market your niche to the public and your patients by being proactive and looking for the disease.  

2. Make Your Practice Profitable
a) Necessary Testing & Documentation
(1) Establish Medical Necessity by attaining a chief complain.  Obtain thorough history and Examination then document that you educated your patient regarding your findings, the diagnosis, and your planned treatment.  
b) Know Your Diagnosis Codes
(1) Here are some of the common diagnoses that you will use.  Always document all of your pertinent diagnoses. 

375.15 Tear Film Insufficiency

368.13  Asthenopia  


373.00 Blepharitis, Unspecified

368.8    Blurred Vision  


370.40
SPK

373.12  Meibomian Gland Infection
379.93 Eye Redness 

370.33  KCS, Not Sjogrens  

379.91 Pain around Eye

372.71  Hyperemic Conjunctiva

379.99 Itchy Eye 

375.21  Epiphora, Excess Lacrimation

375.22  Epiphora, Insufficient Drainage
710.2    Sjogrens Syndrome

c) Procedure vs. E/M Codes
(1) Procedure Code

68761 Punctal Closure by Implant

d) Supply Codes

(1) A4263 Permanent Plugs are no longer pertinent.  For most of the third party payors use 99070 Misc. Supply Code

e) Exam Codes:  Be sure to include all the necessary components including a comprehensive history, a thorough exam and documented diagnosis, treatment offered and medical decision making.
(1) New Pts (99201-99205)
(2) Established Pts (99211-99215)
(3) Confirmatory Consult (99271-99275)
f) Billing Modifiers - 68761 +
E1
Upper Lid, Left

E3
Upper Lid, Right

E2
Lower Lid, Left

E4
Lower Lid, Right

24
Unrelated Evaluation & Management Service During Post-op Period

25
Significant Separately Identifiable Evaluation or Service Performed on 
the same day of the procedure (Use with Exam, not procedure code)

50--Bilateral Procedure Code

51-Additional Procedure Code

VI. Billing Example
1. New Patient

a) Consult

99273

b) Week 6

92013

c) Week 12

68761-E2 (ED)

68761-50-E4 (ED)

99070

92012-25

d) Week 16-18
68761-E2 (Perm)

68761-50-E4 (Perm)

99070

92012-25

e) Week 24-30 (prn)
68761-E1 (ED or Perm)

68761-50-E2 (ED or Perm)

99070

92012-25
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