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Keeping a busy retina practice 
running smoothly is in itself a whirl-
wind of time-consuming demands. It can 
be difficult to tend to seemingly extrane-
ous tasks such as marketing and building a 
brand. However, these things are incredibly 

important aspects of running a practice. Finding the time to 
sit down and consider the ins and outs of practice brand-
ing can quickly fall to the bottom of the priority list. Easy as 
it may be to let that happen, remember that it can prove 
quite beneficial to make the time to conceptualize and cre-
ate a brand that best represents who you are and the kind 
of practice your patients can expect to encounter when they 
come in for a visit.

In the feature article of this issue of Business Matters, 
Crawford Ifland, founder and creative director of the medi-
cal marketing firm Messenger, outlines the key aspects of 
building a practice brand and explains why it’s so important 
to do so. The insights that he provides may help to jump-
start your journey in branding your practice or to fine-tune 
the brand that you have already created.

This fourth and final issue of 2018 also includes a deep 
dive into the options available to those searching for life 
and/or disability insurance, coding advice for testing ser-
vices, and tips for buying your first house. Business Matters 
will return with the March 2019 issue of Retina Today, with 
Alan J. Ruby, MD, taking my place as section editor. I will 
remain involved, though to a lesser degree, and I know 
that Alan will do fantastic job leading the direction of this 
special section.

Be well, my friends and colleagues.

GEORGE A. WILLIAMS, MD
 SECTION EDITOR 

MAKE TIME FOR 
YOUR FUTURE
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Diagnostic testing services 
are a crucial component of 
the diagnostic and medical 
decision-making processes. 
Testing options are constantly 

evolving, and their contribution to 
patient care is essential. Because 
coverage varies by payer, frustration 
can often occur with regard to 
insurance coverage variations in 
documentation requirements, per-
formance limits, and bundling edits.

The following tips and checklists 
are designed to curb that frustration.

 POLICIES PROVIDE GUIDANCE 
Medicare Administrative Carriers 

(MACs) publish Local Coverage 
Determinations (LCDs) and National 
Coverage Determinations (NCDs) for 
certain medical services. When the 
LCDs for retina diagnostic testing 
services are published, they provide 
guidance in areas such as these:

• Indications;
• Medical necessity;
• Limitations and frequency edits;
• Documentation requirements;
• Approved CPT and ICD-10 codes.

LCDs may vary by region, and they 
are revised periodically. To review 
and maintain a current copy of 
the LCDs published by your MAC, 
visit aao.org/lcds.

Commercial and Medicaid carri-
ers may also have policies related 
to diagnostic testing services. Some 
payers may have these policies avail-
able on their website or portal.

Important tip: Do not assume you 
can apply one payer’s rule or perceived 
rule to all payers.

Due to the variations in payer 
policies, the first step in billing for 
testing services is to find out who 
the payer is and check whether that 
payer has a published policy. Next, 
identify the unique requirements. 
For Medicare Part B, reviewing 
the active LCD is essential and will 
provide direction.

For a retina specialist practicing in 
Kentucky or Ohio, for example, the 
MAC, Cigna Government Services 
(CGS), has an active LCD for fluo-
rescein angiography (LCD L34175), 

effective October 1, 2016. This policy 
provides guidance for ordering 
fluorescein angiography (FA):

• Frequency: “Fluorescein angiog-
raphy is considered medically 
necessary no more than nine (9) 
times per eye in 365 days. Claims 
exceeding this frequency will 
be suspended and reviewed for 
medical necessity.”

• Medical necessity: “Fluorescein 
angiography with interpretation 
is medically necessary as an 
adjunct to the diagnosis of cho-
rioretinal vascular abnormalities 
especially relating to choroid 
neovascularization, noninfective 
vasculitis, and age-related macu-
lar degeneration. It may also 
be appropriate in evaluating 
intraocular tumors, visual loss in 
systemic disease, acute exudative 
inflammations such as toxoplas-
mosis and optic disc edema.

“Medical necessity for such 
angiography would generally 
be in the context of a changing 
clinical picture. FA may be 
useful in diabetic retinopathy 

VITAL INFORMATION TO KNOW  
ABOUT TESTING SERVICES

Curb your frustration over coverage variations using these helpful tips and checklists.

 BY JOY WOODKE, COE, OCS, OCSR 

CODINGADVISOR
A Collaboration Between Retina Today and 
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in identifying ischemia and 
neovascularization, locating 
microaneurysms, and defining 
macular edema.

“FA following treatment, for 
example, of choroidal neovas-
cularization (CNV) is necessary 
to monitor for recurrence or to 
detect additional treatable dis-
ease. Usually this is performed 
on the basis of a change in the 
clinical picture similar to the 
way it is employed prior to 

treatment. However, FA may be 
performed following treatment 
without clinical change in order 
to detect occult lesions. This will 
occur most often in CNV and 
very rarely in other diseases.”

• Screening: “Studies performed 
for screening will be denied 
by Medicare as not medically 
necessary.”

The policy also contains additional 
information, such as identifying 
CPT codes and ICD-10 codes that 

support and do not support medical 
necessity, and documentation that 
supports medical necessity.

 DOCUMENTATION REQUIREMENTS 
Insurance policies often provide 

documentation requirements. From 
these policies, an internal checklist 
can be created as a resource. The 
checklist on the following page 
provides guidance for the documen-
tation requirements for FA. Note, 

TABLE 1. NCCI EDITS FOR OCT AND FUNDUS PHOTOGRAPHY 
Column 1 Column 2 Date of Bundle Indicator

92133 92134 20110101 0

92134 92250 20110101 1

TABLE 2. QUICK REFERENCE FOR COMMON DIAGNOSTIC TESTS
Retina Diagnostic 
Services

FA
92235

ICG
92240

FA/ICG
92242

FP
92250

PS OCT
92134

Optic Nerve
OCT
92133

FA
92235

Mutually
Exclusive

Mutually
Exclusive

Billable
same day

Billable
same day

Billable
same day

ICG
92240

Mutually
Exclusive

Mutually
Exclusive

Bundled Billable
same day

Billable
same day

FA/ICG
92242

Mutually
Exclusive

Mutually
Exclusive

Bundled Billable
same day

Billable
same day

FP
92250

Billable
same day

Bundled Bundled Bundled Bundled

PS OCT
92134

Billable
same day

Billable
same day

Billable
same day

Bundled Mutually
Exclusive

Optic Nerve OCT
92133

Billable
same day

Billable
same day

Billable
same day

Bundled Mutually
Exclusive

Abbreviations: FA, fluorescein angiography; FP, fundus photography; ICG, indocyanine green angiography; PS, posterior segment

(Continued on page 18)
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CHECKLIST FOR FLUORESCEIN ANGIOGRAPHY DOCUMENTATION
  All tests that can be delegated require a written or electronic physician order, which includes the following:

  Which test
  Which eye(s)
  Chart note that reflects medical necessity for test

  Use insurance policies as a reference.  
Review the MAC LCD and NCD or other commercial insurance policies, as applicable. These policies provide guidance for insurance 
coverage and documentation requirements. 

  Include chart notes supporting medical necessity per insurance policies. 
A review of the patient’s medical records provides documentation of the medical necessity for the diagnostic test billed, including the 
pathology per eye, and reflects the context of a changing clinical picture. 

   Diagnostic testing performed for screening purposes would not be deemed medically necessary
 For insurance payer with no published policies, the AAO’s Coding Coach can be used as guideline for medically necessary diagnoses. 
According to the Coach, FA is used to identify leakage from damaged vessels, making it useful in the diagnosis of chorioretinal vascular 
disorders, especially relating to choroidal neovascularization, noninfective vasculitis and age-related macular degeneration. 

  Medical records should include the following:
   A copy of the photography for each diagnostic test (digital or photographic) maintained in the medical record
   Whether the pupil was dilated and what medication was used
   Relevant examination, history, and diagnostic testing related to medical necessity

  Interpretation and report required.
   An interpretation and report should be completed for each test performed and per eye. There are no published documentation 

requirements for the interpretation and report.  The required documentation could include diagnosis and findings and the 
impact on the treatment plan.

  Frequency
   The frequency of the medically necessary test should be billed based on the insurance policy’s guidelines. Some MACs have 

published LCDs with the following frequency requirements:
  • FA should not be billed more than 9 times per year (Palmetto L34426)
  •  FA billed within 30 days of billing for indocyanine green (ICG) angiography may be considered not medically 

necessary (Palmetto L34426)
  • The frequency for performing FA is based on indication
  •  FA is used to document recurrent leakage for patients with dry AMD every 6 to 12 months (First Coast L33997)

  Physician signature required. 
The physician signature must be legible on paper chart records, and a signature log must be created to provide during an audit. For 
electronic health records, the electronic physician signature must be secure. The practice must have an electronic signature policy and 
provide it in the event of an audit. 

 Chart notes must have the correct beneficiary name and date of birth.
  Abbreviation list 

The practice must have an approved abbreviation list for acronyms used as documentation in the medical record that is readily available 
for all audits. 
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Everywhere we go, we’re inundated by brands. With 
the rise of brands on social media, the prevalence of 
advertising, and the use of ads to monetize every-
thing we see online, traditional marketing is nearly 
impossible to escape. In an age when 89% of patients 

research their physicians online before scheduling an 
appointment or coming in for a visit, physicians need to 
take a hard, strategic look at their brands and think about 
how they can stand out from the crowd. 

 WHAT IS A BRAND? 
The American Marketing Association defines a brand 

as a “name, term, sign, symbol, or design, or a combina-
tion of them intended to identify the goods and services 

of one seller or group of sellers and to differentiate them 
from those of other sellers.”

But I like to go a little further. I define a brand as the 
sum total of every interaction or touchpoint people have 
with your business, regardless of their relationship with 
your business. By this definition, your logo is a part of 
your brand—as is your website, your name, your prac-
tice’s office, your staff, and even small factors such as the 
average time a patient has to wait before being seen for 
his or her appointment. Good branding isn’t about what 
colors your logo uses (Figure 1) or how flashy your web-
site is; it starts with patient experience.

How to Build a Practice Brand
Learn the ins and outs of designing a brand and why it’s important to do so.

 BY CRAWFORD IFLAND 

Figure 1. Some brands have great logos, like Nike or Apple, while others have logos that 
are jarring (top) or downright lazy (bottom).

KNOW THYSELF

Take time to assess how your practice is measuring up 
against brand benchmarks you’ve set.
• What are patients saying about your practice online?

• What feedback has your staff been receiving?

• Are there any points at which practice–patient 
communication breaks down?

• What do patients not understand about your practice, 
their surgery, or anything else?

• What are the most frequently asked questions your 
office staff has to answer about surgical procedures? 
About insurance? About appointments? 
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FEATURE STORY

 WHY PRACTICE BRANDING IS 
 IMPORTANT 

If we define your practice’s brand 
as the sum of all touchpoints that 
patients and potential patients have 
with you, a more comprehensive 
approach is necessary. In branding, 
the name of the game is consistency. 
If you want patients to have a good 
experience, your message and experi-
ence must be unwaveringly consistent 
across all touchpoints. There are sev-
eral steps to ensuring that your brand 
is exceeding patient expectations and 
delivering a consistent experience.

 KNOW YOUR AUDIENCE AND YOURSELF 
First, consider whom you’re serving. 

Keep in mind the needs and desires of 
your prospective patients when build-
ing your practice brand. What do they 
want a doctor’s office to look and feel 
like? Will they place a premium on 
human interaction over the ease of 
technology? How can you train your 
office staff to educate patients on their 
procedures, the risks, surgical out-
comes, and the like? 

We all know these aspects of run-
ning a practice are incredibly impor-
tant, but it’s not often that we sit 
down and assess how we’re actually 
doing. It is advisable to conduct a 
practice audit at least once a year 
(see the sidebar “Know Thyself”). 
By collecting real data about your 
practice and the unique challenges it 
faces, you’ll be able to see how you’re 
measuring up to the goals you’ve set 
to convey a consistent message and 
provide a consistent experience.

 WHY PERSONAL 
 BRANDING IS IMPORTANT 

Whether you’re the sole ophthal-
mologist at your own practice or one 
on a team of many, personal brand-
ing is another crucial factor that plays 
into practice branding. From day 1, 
you’re selling. Too many people don’t 
realize the impact that their actions, 
words, and lifestyle have on the 
places they work. The way you treat 

people (both in and out of your 
practice), how you communicate, the 
messages you tweet—all of these ele-
ments have an effect on how patients 
perceive you and, by extension, your 
practice. As the saying goes, “You 
never get a second chance to make 
a first impression.” This is especially 
true in personal and practice brand-
ing because you never know when 
someone is watching.

To make the most impact, every 
piece of a brand has to function cor-
rectly. Take some time to evaluate 
and audit your brand, identifying 
strengths and areas for improvement. 

 TAKE A THOUGHTFUL 
 APPROACH TO DESIGN 

Upon hearing the word design, 
many people think of architecture, 
graphic design, or the consumer prod-
ucts we use every day. But design is 
all around us. Nearly everything you 
come into contact with—from the 
newspaper you read in the morning 
with your cup of coffee, to the coffee 

cup itself, to the Keurig machine used 
to prepare it—has been designed. 

Design is not limited just to the 
products we use; it also applies to our 
experiences. Have you ever attended 
an incredible concert? Design, in part, 
was responsible. Have you ever had 
a terrible experience at the DMV? 
Design (or lack thereof) played a part.

Design helps us translate the world 
around us by making unfamiliar 
experiences easier to comprehend. 
This is especially important in the 
medical field, where the average per-
son may be confused about the med-
ical situation he or she is facing, the 
treatment options available, and 
what the process of care will look 
like. You must also factor unique 
circumstances into the design of your 
patient experience.

 TELL YOUR STORY 
Good branding is all about telling 

an authentic and consistent story. 
Applied to design, this means that 
every aspect of your practice must tell 

SMART WEB DESIGN
• Make sure your website is mobile-friendly

• Organize information so that it is easy to locate, both within the website and 
in the top navigation

• Ensure that visual elements and typography are organized in a clear visual 
hierarchy

• Ensure that all graphics, images, and other visual elements are consistent 
with your branding, including having a similar color scheme

• Implement clear calls to action so that the patient knows what to do next 
(ie, is it idiot-proof?)

• Make sure your website’s content easy to understand. If your homepage is 
filled with medical jargon, you may scare people away. Focus on the benefit 
to your patients, not on the complicated medical procedures you use to get 
them there.

1118RT_BusinessMatters_Feature.indd   9 11/29/18   10:32 AM
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FEATURE STORY

the same story. It is a well-understood principle in the design 
industry that the function of any given object should inform 
the design of that object. Applied to your practice, this 
can be done in many ways. If the goal of your website is to 
attract new leads through content generation, a blog would 
be an important component. If you want patients to spend a 
minimal amount of time in your waiting room, then focusing 
on staffing and patient wait time would be a vital piece of 
your practice design. Although many physicians don’t think 
of designing the experience of being in their office, many do 
consider the design of their website, their business cards, and 
their marketing. Let’s take a look at some of those elements.

 YOUR WEBSITE 
There are certainly best practices when it comes to design-

ing a website with your patients in mind (see the sidebar 
“Smart Web Design”). We have all visited websites that were 
hard to navigate, didn’t perform well on mobile devices, or 
didn’t seem to have the information we were looking for.

Remember that less is more. The simpler it is for patients 
to find what they are looking for, the better the experience 
they will have on your website and the more positive they 
will feel about your brand.

 YOUR MARKETING 
Your website is arguably the first and most integral 

component of your marketing. Chances are, it is the first 
place that many patients will go to find information about 
you. However, your marketing channels are a much more 
comprehensive picture of your practice. Below are some 
questions to ask when making a holistic assessment of 
your marketing.

• Are you taking advantage of the different platforms 
available, or are you marketing via only one channel?

• Is your messaging consistent across all platforms? 
• Are you considering the different audiences you are 

catering to on different platforms? Facebook and news-
paper advertisements may be effective media to reach 
older audiences, but are you attracting the younger 
crowd on Instagram?

• Is your branding visible and consistent across all 
marketing efforts?

• Is your advertising measurable? You cannot expect to 
just throw your marketing out there and hope some-
thing sticks. If the most aesthetically beautiful ad that 
has ever been made doesn’t drive sales, it’s not good 
marketing; you must have a way to measure the results 
and make adjustments if necessary.

 YOUR PRACTICE 
If you’ve been to one doctor’s office, you’ve been to 

them all. They’re filled with uncomfortable chairs that 
cram people together like sardines, old mangled issues 

of Newsweek and National Geographic on a coffee table, 
and more than a few patients silently praying that some-
one doesn’t take the seat next to them. That is the typical 
waiting room. It is not well thought out. There is no inten-
tion or personality. Your appointment is an obligation, 
not a delight. But it doesn’t have to be that way.

Design prompts the question, “Do I want my practice 
to feel like every other medical clinic out there? What can 
I do to make this experience unique and memorable?” 
What if you could make your patients’ visits the most 
enjoyable part of their day? Of the two waiting rooms 
shown in Figure 2, which would you rather sit in?

Not only is thoughtful design important when it 
comes to your website and marketing (digital and oth-
erwise), the design of your physical practice is just as 
important. As Swartz noted in the Canadian Medical 
Association Journal, “Poor design may cost you patients.”1 

Here are some elements of your physical practice to 
take into consideration.

• What is a patient’s experience from the moment he or 
she walks in the door? Do you have a policy in place 
that dictates how a patient is greeted, establishes 
what steps he or she must take before being seen for 
an appointment, and sets goals for average wait time?

• Are your business hours competitive?

Figure 2. The typical waiting room (A) versus one with a thoughtful design (B). 

A

B
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FEATURE STORY

• What is your office forms policy? 
Do patients have to fill them out 
in the office, or can they complete 
them online before their visit?

• Do you play music in your wait-
ing room? If so, what type?

• Do you have an option for 
patients to pay online?

• What is the furniture in your 
waiting room like? What maga-
zines are on the coffee tables? 

 THOUGHTFUL DESIGN MATTERS 
Thoughtful design takes into account 

the experience of a product and asks 
“Why?” to nearly every aspect of that 
interaction. It may seem silly to so care-
fully consider all the fine details; you 
may even be wondering, “Does this 
even matter?”

Yes, it does. Think of your last 
visit to the Apple Store. Every Apple 
Store is, more or less, exactly the 
same, from the overall layout down 
to the floor. Next time you visit the 
Genius Bar, look down: The flooring 
in all 450-plus Apple Stores world-
wide is identical. Not only is it blue 
sandstone; it all comes from a single 
family-owned quarry outside of 
Florence, Italy.

It is important to consider the fine 
details of your patient experience. If 

the surgeon down the road is over-
looking it, that is an opportunity for 
you to set yourself apart.

Although many physicians may 
only think of their logo or their web-
site when they think of design and 
branding, good, thoughtful experi-
ence design is much more than that. 
By taking a holistic approach to your 
practice design, both in the digital 
and physical realms, you will be able 
to provide patients with a more 
thoughtful, consistent, and authentic 
experience.

 ANATOMY OF A GOOD MARKETING 
 STRATEGY 

To use marketing to your advan-
tage, you must start by reframing 
your mindset about marketing. A 
basic marketing plan follows the 
framework below.

• Begin with an overarching story 
(your “why”).

• Develop a specific message about 
that story (“how” you do “what” 
you do).

• Analyze the following factors 
(the “what”): segmentation of 
your audience, differentiation of 
your product (price, service, or 
benefits); and communication of 
that message. The four primary 

ways to segment your audience 
are by geography (regions, states, 
cities); demographics (age, life-
cycle stage, gender, income); 
psychographics (social class, life-
style choices, personality); and 
behavior (occasions, benefits, 
user status, loyalty status).

The five main ways to differenti-
ate your offerings include product 
differentiation (different features, 
performance, or style and design); 
service differentiation (speedy, con-
venient, or careful delivery); channel 
differentiation (the channel’s cover-
age, expertise, and performance); 
people differentiation (hiring and 
training better people); and image 
differentiation (strong and distinctive 
image that conveys a product’s ben-
efits and positioning).

I hope I’ve given you some food for 
thought and that it helps you create or 
enhance your own practice brand. n

1. Swartz J. The doctor’s office: poor design may cost you patients. CMAJ. 
1989;140(3):320-321.

CRAWFORD IFLAND
n  Founder and Creative Director, Messenger: 

Marketing for the Modern Ophthalmologist 
n  crawford@messenger.md; Twitter @messengerMD
n  Financial disclosure: Employee (Messenger)
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YOUR MONEY

Flor most young doctors, given 
the substantial investment they 
have made to become practicing 
physicians, the most significant 
asset they have is the value of their 

future incomes. Physicians in all phases 
of their careers must take steps to pro-
tect this valuable asset.

Disability and life insurance are fun-
damental tools doctors can use to pro-
tect the value of their future incomes 
for themselves and those dependent 
upon them. Young doctors should 
secure these tools early in their careers, 
and established physicians should reg-
ularly review their existing insurance 
policies to ensure that they are main-
taining necessary levels of protection.

 ENSURING ADEQUATE DISABILITY 
 INSURANCE 

Disability of the family breadwinner 
can be more financially devastating to 
a family than premature death. With 
many disability cases, medical care 
alone can cost hundreds of dollars per 
day, causing expenses to significantly 
increase while income is reduced 
or eliminated.

If you are an employee of a univer-
sity or other large corporation, your 
employer may provide long-term dis-
ability coverage. Group disability often 
limits either the term of the coverage 
or the amount of benefits paid. For 
instance, benefits may last only a 
few years, or benefit payments may 
represent only a small part of your 

annual compensation. Because this 
is most commonly an employer-paid 
benefit, the money you receive during 
disability will be income taxable to 
you. Additionally, employer or group 
disability coverage can be terminated 
at any time and for any reason, poten-
tially leaving you without coverage.

Consider the questions below when 
evaluating a personal disability policy.

What is the benefit amount?
Most policies are capped at a benefit 

amount that equals 60% of income. 
You must ask yourself how much 
money your family would need if you 
were to become disabled.

What is the waiting period?
Also called the elimination period, 

this is the amount of time you must 
be disabled before the insurance com-
pany will pay you disability benefits. 

The longer the waiting period before 
benefits begin, the less your premium 
will be. Essentially, the waiting period 
serves as a deductible relative to time: 
You cover your expenses for the wait-
ing period, and the insurance com-
pany steps in from that point onward.

How long will coverage last?
It’s a good idea to get a benefit 

period of coverage that lasts until 
age 66 or 67, at which point Social 
Security payments begin. Unless 
you are so young that you haven’t 
yet had time to qualify for Social 
Security, a policy that provides lim-
ited benefits with costly premiums 
is generally not worth the added 
expense.

What is the definition of disability?
Definitions vary from insurance 

company to insurance company, 

ENSURING INSURANCE

What you need to know about term life, permanent life, and disability insurance.

 BY JASON M. O’DELL, MS, CWM; CAROLE C. FOOS, CPA; and MICHAEL LEWELLEN, CFP 

AT A GLANCE

s

  Young doctors should secure disability and life insurance early in their 
careers, and established physicians should regularly review their insurance 
policies to ensure that they are maintaining necessary levels of protection. 

s

  In considering life insurance policies, keep in mind what expenses would 
have to be covered in the event of your death. These might include 
a mortgage, education funding for children, income support for your 
spouse, car loans, and other debts.
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and even from policy to policy within the same company. 
The definition of disability used for a policy is of utmost 
importance. The main categories are own-occupation 
(pays benefits if you cannot continue your own occupa-
tion), any-occupation (pays benefits if you cannot work in 
another occupation suitable to your education and expe-
rience), and loss of income (pays benefits in the event of 
loss of income from disability). Own-occupation policies, 
which, for example, would pay a benefit if you can’t con-
tinue in your occupation as a surgeon, even if you could 
continue to work as a physician after the disability, are 
the most comprehensive.

Does the policy offer partial benefits?
If you can work only part-time instead of your previous 

full-time hours, will you receive benefits? Unless your 
policy states that you are entitled to partial benefits, you 
won’t receive anything unless you are totally unable to 
work. Also important is whether extended partial benefits 
will be paid if you go back to work but suffer a reduction 
in income because you cannot keep up the same rigorous 
schedule as you had before you became disabled.

Is business overhead expense covered? 
If you are a practice owner, whether you have $10,000 or 

$20,000 of monthly disability benefit, you likely don’t have 
enough to cover your lost income plus the costs of running 
the practice.

Is the policy noncancelable or guaranteed renewable?
The difference between these two terms is important. 

If a policy is noncancelable, you will pay a fixed premium 
throughout the contract term, and your premium will not 
go up for the term of the contract. If it is guaranteed renew-
able, the policy cannot be canceled, but your premiums 
could go up. Ideally, you want a policy that is both noncan-
celable and guaranteed renewable.

How financially stable is the insurance company?
Before buying a policy, check the financial soundness of 

your insurer.

 PROTECTING DEPENDENTS: LIFE INSURANCE 
For life insurance, like any insurance purchase, you first need 

to determine how much coverage you need. What expenses 
must be covered in the event of your death? A mortgage, edu-
cation funding for children, income support for your spouse, 
car loans, and other debts are just a few factors to consider.

Next, the physician must evaluate the pros and cons 
of term versus permanent (cash value) life insurance 
to choose the best type of policy to meet budget and 
coverage needs.

Term Life Insurance
A term life insurance policy pays a specific lump sum to 

your designated beneficiary upon your death. As such, it 
can play an important role in providing temporary income 

©
 istockphoto
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protection for your family—or your practice and your part-
ners as part of a buy-sell arrangement.

Given its affordability, term life insurance is the most 
common type of life insurance policy. The premium on 
a term policy is low compared with other types of life 
insurance policies because the term policy carries no cash 
value and provides protection for a limited period of time 
(referred to as a term; usually 5, 10, 15, or 20 years).

Permanent or Cash Value Life Insurance 
Whole life, universal life, variable life, index universal life, 

and private placement life insurance are all types of perma-
nent, or cash value, life insurance products. All types of per-
manent life insurance provide a death benefit to beneficia-
ries, accumulate cash value, and offer lifetime coverage that 
does not expire. The primary distinction between the various 
permanent life insurance products is that they accumulate 
cash value in different ways, such as dividends, fixed interest 
rates, and interest rates tied to major market indexes.

Permanent life insurance products can offer these 
additional benefits:

• Tax-deferred accumulation of cash value and tax-free 
distributions, if properly structured

• Potential asset protection for the cash value, depending 
on the state of residence

• Tax-efficient distribution of cash value via loans and 
withdrawals

 PROTECT YOUR MOST VALUABLE ASSET 
Because the value of future income is likely to be a physi-

cian’s most significant asset, young doctors are encouraged 

to secure disability and life insurance early in their careers 
to protect it. All physicians should review their disability 
and life insurance policies regularly throughout their 
careers to ensure that they are maintaining adequate cov-
erage and the most cost-effective premiums.

An experienced insurance advisor can assist you in 
evaluating your options and selecting policies that fit your 
needs and long-term financial goals. The authors welcome 
your questions. n

CAROLE C. FOOS, CPA
n  Principal, OJM Group, Cincinnati, Ohio
n  carole@ojmgroup.com
n  Financial disclosure: Employee (OJM Group) 

MICHAEL LEWELLEN, CFP
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Doctors Only: A Guide to Working Less and Building More
n  odell@ojmgroup.com
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To receive free print copies of For Doctors Only: A Guide to Working Less and 
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 P H Y S I C I A N ’ S  M O S T  S I G N I F I C A N T  A S S E T ,  Y O U N G  D O C T O R S 
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 I N S U R A N C E  E A R L Y  I N  T H E I R  C A R E E R S  T O  P R O T E C T  I T . ” 

1118RT_BusinessMatters_Your Money_O'Dell.indd   15 11/29/18   10:31 AM



16  RE TINA TODAY BUSINES S MAT TER S |  VOL . 1,  NO. 4

YOUR MONEY

Owning a home is a life goal for 
many people in the Western 
world. After my graduation as a 
vitreoretinal surgery fellow, my 
family and I decided to take the 

plunge ourselves.
For a first-timer, the house-buying 

experience is an odyssey. The nomen-
clature we encounter is not taught in 
medical school, and the process is not 
reviewed with an attending (although 
seeking advice from attendings is 
always a great idea). Understanding 
the nuance of tractional retinal 
detachment repair is no help at all. 
However, because of my naiveté, I had 
the opportunity to learn a great deal 
from this experience.

You won’t find any financial or 
personal advice in this article, but 
I will share some of the terms, tips, 
and tricks I gained from my first-time 
home-buying experience. This is in no 
way an all-encompassing list of point-
ers, but, as with initiating an internal 
limiting membrane flap, a grasp of 
small, key steps can help lead to 
procedural success.

 WHAT IS A PHYSICIAN LOAN? 
A physician mortgage loan is the 

scleral buckle of home buying for 
doctors. It takes time and effort up 
front, but you are rewarded with 
stability and long-term support. 
Physicians are incentivized to bor-
row money. On average, our salaries 
include expendable income, and 
we generally have high job security. 
However, we also typically leave our 
training in our 30s with no savings, 
massive debt, and little credit. Enter 
the physician loan.

The lending institution is betting on 
your future earning potential. Usually, 
a borrower must show previous tax 
returns and bank statements that 
exhibit an ability to cover the mort-
gage. A physician loan, by contrast, 
allows you to borrow based on your 
new contract with your practice or 
institution, rather than on your old 
financial statements, which are classi-
cally embarrassing given the financial 
conditions of training. Typically, the 
down payment can be 0% (though 
not always, and you can lower your 
monthly payment by putting money 
down). You are also usually exempt 
from mortgage insurance (insur-
ance you must pay to protect against 
defaulting on the loan). Lenders are 
counting on your job security!

The physician investment advice 
website White Coat Investor has 
posted an excellent breakdown and 
comparison of physician mortgage 
lenders on a national level.1 Also con-
sider dealing with a local bank, as we 

did. Hancock Bank was able to offer a 
competitive rate and personal atten-
tion. As a bonus, the conversations 
we had with our representative at the 
bank provided much of the informa-
tion for this article.

 TIMING 
As with setting up your OR or clinic 

schedule, planning ahead leads to an 
easier process. You typically cannot 
close on a physician loan more than 
59 days before your start date at your 
new practice or institution. (Bank of 
America offers 90 days, according to 
the White Coat Investor.1) The bank 
wants the security of knowing that 
you can pay your mortgage, and it 
also needs to know the amount of 
your new salary first. Fellows com-
monly take time off before starting 
their jobs as attendings, but consider 
this: If you are starting on August 
15 instead of on July 1, your earliest 
possible closing date will change from 
May 1 to June 16.

FIRST-TIME HOUSE-BUYING PEARLS 
Learn from a retina specialist who recently purchased his first home.

 BY NICHOLAS FARBER, MD 

AT A GLANCE

s

  A physician mortgage loan allows you to borrow money to purchase 
a house based on your new contract with your employer rather than 
previous financial statements.

s

  Each month, along with your mortgage payment, you must pay 
homeowner’s insurance and property taxes into an escrow account.

s

  All credit cards should be kept below 50% of the maximum allowed at  
all times.
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Sellers often do not like extending closing periods, as 
this puts the seller at risk if you back out. We made our 
initial deposit nonrefundable after we had inspections per-
formed, in order to secure an extended closing period and 
to assuage our seller’s fears. If you fall in love with a house in 
January but you cannot close until July because you have a 
September start date, the seller may not wait for you.

 JUMBO LOAN? 
A jumbo loan means you have crossed a predetermined 

threshold of borrowing. Your interest will jump exces-
sively if you are borrowing above this amount. When you 
research homes, find out what constitutes a jumbo loan 
for your location (higher-cost geographic areas such as 
California will have higher limits for jumbo loans). Making 
a larger down payment (money you are not borrowing) can 
lower your mortgage below the limit.

 WHAT IS ESCROW? 
Escrow is a holding account, and it should be 

approached as you would approach research during 
fellowship: Plan ahead, but don’t be surprised when you 
have to contribute regularly and find yourself wondering 
where things are really going. Each month, along with your 
mortgage payment, you will pay homeowner’s insurance 
and property taxes into an escrow account. Essentially, the 
bank doesn’t trust you to save this money for the lump 
sum needed at the end of each year, so it collects it monthly, 
places it in an escrow account, and pays the lump sum for 
you. You will likely need to pay 2 to 3 months’ worth of 
escrow at the beginning of your mortgage, so be prepared 
for a higher amount due initially.

 HOW MUCH DOES THIS REALLY COST? 
There can be hidden peripheral costs in home buying. 

Don’t just stare at the first large price tag (the price of 
the house). Keep in mind that you are responsible for all 
indirect and direct costs associated with buying a house. 
Indirectly, there’s the cost of taking off work (usually with 
precious few vacation days during fellowship), flying to 

your future location, staying in a hotel, and renting a car. 
Direct costs include inspections, appraisal, closing costs, 
and more. When you make an offer on a house, you also 
put down money that can be used for a down payment or 
closing costs ($5,000 in our case) and pay for inspections 
(eg, general inspection, pool inspection, wood-destroying 
organisms inspection) that can range from $100 to $500 
or more each. Plan ahead, and know where this money will 
come from.

 CREDIT SCORE CONTEMPLATIONS 
Your credibility as a retina surgeon has been built by 

giving lectures, sending letters to referring physicians, fixing 
a Friday night retinal detachment for a colleague, and being 
an overall good doctor and person. Unfortunately, none of 
this has built your credit score, which affects the interest 
rate the bank offers you. When you are newly out of train-
ing, you likely have not had enough time or made enough 
significant purchases to build good credit.

It is rare to have a credit score above 740 or 750 before 
age 35 because of a lack of borrowing history. Your lender 
knows this, but don’t damage your credit score further 
by not paying bills or credit cards. One pearl our lender 
gave us: Keep all credit cards below 50% of the maximum 
allowed at all times. If your card has a $10,000 limit and 
you’ve made $6,500 in purchases, your credit score will 
decrease—even if you pay it off at the end of that month.

 RETINA SPECIALISTS: A LENDER’S DREAM 
As retina specialists, we spend 8 years building an 

impressive amount of debt, then another 6 years making 
close to minimum wage on a per-hour basis. That’s 
14 years of accumulating negative or break-even income. 
On a baseball card, these stats would send you back to 
the minor leagues. Lenders, however, see us as having 
all-star potential.

Although our financial past has been unsatisfactory, we 
have gained knowledge and skills in a secure and stable 
field. We are ideal candidates to bet on. A physician 
mortgage loan may or may not be right for you. Buying 
a house may not even be your best option at this time. 
But you should know what to expect if you do decide to 
pursue this portion of the American dream. Happy house 
hunting! n

1. Physician mortgages—What’s available in 2018? The White Coat Investor. March 19, 2018. whitecoatinvestor.com/
physician-mortgages/. Accessed May 3, 2018.
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however, that it represents typical requirements and 
should be revised per individual payer policy.

 MULTIPLE TESTING SERVICES, SAME DAY 
Frequently, it is necessary to perform multiple diagnos-

tic testing services on the same day. When this occurs, it 
can be a challenge to determine the correct coding.

Medicare publishes quarterly National Correct Coding 
Initiative (NCCI) edits to identify CPT codes that are con-
sidered bundled, and therefore not separately payable, 
when performed on the same day. Link to these edits can 
be found at aao.org/coding and in the AAO’s Complete 
Guide to Retina Coding.

There are two types of bundled codes: mutually exclu-
sive and comprehensive.

• Mutually exclusive codes can never be unbundled 
and have an indicator of “0”.

• Comprehensive codes with an indicator of “1” may 
be paid separately under limited circumstances and 
must meet the definition of modifier -59 or per 
specific LCDs. 

Table 1 shows an example of NCCI edits for 92133 optic 
nerve OCT, 92134 posterior segment OCT, and 92134 
posterior segment OCT and fundus photography (FP).

Table 2 is a quick reference guide for some of the com-
mon diagnostic testing services performed in a retina 

practice. This resource can be expanded to include 
other tests or services to allow coders to identify NCCI 
edits promptly. n

JOY WOODKE COE, OCS, OCSR
n  AAO Practice Management Consultant
n  joywoodke@gmail.com
n  Financial disclosure: None
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Brief summary–please see the LUCENTIS® package
insert for full prescribing information.

1 INDICATIONS AND USAGE
LUCENTIS is indicated for the treatment of patients with:
1.1 Neovascular (Wet) Age-Related Macular Degeneration (AMD)
1.2 Macular Edema Following Retinal Vein Occlusion (RVO)
1.3 Diabetic Macular Edema (DME)
1.4 Diabetic Retinopathy (DR)
1.5 Myopic Choroidal Neovascularization (mCNV)
4 CONTRAINDICATIONS
4.1 Ocular or Periocular Infections
LUCENTIS is contraindicated in patients with ocular or periocular infections.
4.2 Hypersensitivity
LUCENTIS is contraindicated in patients with known hypersensitivity to
ranibizumab or any of the excipients in LUCENTIS. Hypersensitivity reactions
may manifest as severe intraocular inflammation.
5 WARNINGS AND PRECAUTIONS
5.1 Endophthalmitis and Retinal Detachments
Intravitreal injections, including those with LUCENTIS, have been associated
with endophthalmitis and retinal detachments. Proper aseptic injection
technique should always be used when administering LUCENTIS. In addition,
patients should be monitored following the injection to permit early treatment 
should an infection occur [see Dosage and Administration (2.6, 2.7(2.6, 2.7( ) in the full 2.6, 2.7) in the full 2.6, 2.7
prescribing information and Patient Counseling Information (17)].
5.2 Increases in Intraocular Pressure
Increases in intraocular pressure have been noted both pre-injection and post-
injection (at 60 minutes) while being treated with LUCENTIS. Monitor intraocular
pressure prior to and following intravitreal injection with LUCENTIS and manage 
appropriately [see Dosage and Administration (2.7 Administration (2.7 Administration ( in the full prescribing 
information)].
5.3 Thromboembolic Events
Although there was a low rate of arterial thromboembolic events (ATEs)
observed in the LUCENTIS clinical trials, there is a potential risk of ATEs
following intravitreal use of VEGF inhibitors.ATEs are defined as nonfatal stroke,
nonfatal myocardial infarction, or vascular death (including deaths of unknown
cause).
Neovascular (Wet) Neovascular (Wet) Neovascular (W Age-Related Macular Degeneration
The ATE rate in the three controlled neovascular AMD studies (AMD-1, AMD-2,
AMD-3) during the first year was 1.9% (17 of 874) in the combined group of
patients treated with 0.3 mg or 0.5 mg LUCENTIS compared with 1.1% (5 of
441) in patients from the control arms [see Clinical Studies (14.1 in the full
prescribing information)]. In the second year of Studies AMD-1 and AMD-2, the
ATE rate was 2.6% (19 of 721) in the combined group of LUCENTIS-treated
patients compared with 2.9% (10 of 344) in patients from the control arms.
In Study AMD-4, the ATE rates observed in the 0.5 mg arms during the first
and second year were similar to rates observed in Studies AMD-1, AMD-2, and
AMD-3.
In a pooled analysis of 2-year controlled studies (AMD-1, AMD-2, and a study of 
LUCENTIS used adjunctively with verteporfin photodynamic therapy), the stroke 
rate (including both ischemic and hemorrhagic stroke) was 2.7% (13 of 484) in 
patients treated with 0.5 mg LUCENTIS compared to 1.1% (5 of 435) in patients 
in the control arms (odds ratio 2.2 (95% confidence interval (0.8-7.1))).
Macular Edema Following Retinal Vein Occlusion
The ATE rate in the two controlled RVO studies during the first 6 months was
0.8% in both the LUCENTIS and control arms of the studies (4 of 525 in the
combined group of patients treated with 0.3 mg or 0.5 mg LUCENTIS and 2
of 260 in the control arms) [see Clinical Studies (14.2 in the full prescribing
information)]. The stroke rate was 0.2% (1 of 525) in the combined group of
LUCENTIS-treated patients compared to 0.4% (1 of 260) in the control arms.
Diabetic Macular Edema and Diabetic Retinopathy
Safety data are derived from studies D-1 and D-2. All enrolled patients had
DME and DR at baseline [see Clinical Studies (14.3,3,3 14.4 in the full prescribing4 in the full prescribing4
information)].
In a pooled analysis of Studies D-1 and D-2 [see Clinical Studies (14.3 in the 
full prescribing information)], the ATE rate at 2 years was 7.2% (18 of 250) with 
0.5 mg LUCENTIS, 5.6% (14 of 250) with 0.3 mg LUCENTIS, and 5.2% (13 of 
250) with control. The stroke rate at 2 years was 3.2% (8 of 250) with 0.5 mg
LUCENTIS, 1.2% (3 of 250) with 0.3 mg LUCENTIS, and 1.6% (4 of 250) with 
control. At 3 years, the ATE rate was 10.4% (26 of 249) with 0.5 mg LUCENTIS 
and 10.8% (27 of 250) with 0.3 mg LUCENTIS; the stroke rate was 4.8% (12 
of 249) with 0.5 mg LUCENTIS and 2.0% (5 of 250) with 0.3 mg LUCENTIS. 
5.4 Fatal Events in Patients with DME and DR at baseline
Diabetic Macular Edema and Diabetic Retinopathy
Safety data are derived from studies D-1 and D-2. All enrolled patients had
DME and DR at baseline [see Clinical Studies (14.3, 14.4 in the full prescribing
information)].
A pooled analysis of Studies D-1 and D-2 [see Clinical Studies (14.3 in the full 
prescribing information)], showed that fatalities in the first 2 years occurred in 
4.4% (11 of 250) of patients treated with 0.5 mg LUCENTIS, in 2.8% (7 of 250) 
of patients treated with 0.3 mg LUCENTIS, and in 1.2% (3 of 250) of control 
patients. Over 3 years, fatalities occurred in 6.4% (16 of 249) of patients treated 
with 0.5 mg LUCENTIS and in 4.4% (11 of 250) of patients treated with 0.3 
mg LUCENTIS. Although the rate of fatal events was low and included causes 
of death typical of patients with advanced diabetic complications, a potential 
relationship between these events and intravitreal use of VEGF inhibitors cannot 
be excluded.
6 ADVERSE REACTIONS
The following adverse reactions are discussed in greater detail in other sections
of the label:
•  Endophthalmitis and Retinal Detachments [see Warnings and Precautions

(5.1)]
• Increases in Intraocular Pressure [see Warnings and Precautions (5.2)]
• Thromboembolic Events [see Warnings and Precautions (5.3)]
•  Fatal Events in patients with DME and DR at baseline [see Warnings and

Precautions (5.4)]  
6.1 Injection Procedure
Serious adverse reactions related to the injection procedure have occurred 
in < 0.1% of intravitreal injections, including endophthalmitis [see Warnings 
and Precautions (5.1)], rhegmatogenous retinal detachment, and iatrogenic 
traumatic cataract.

6.2 Clinical Studies Experience
Because clinical trials are conducted under widely varying conditions, adverse 
reaction rates observed in one clinical trial of a drug cannot be directly 
compared with rates in the clinical trials of the same or another drug and may 
not reflect the rates observed in practice.
The data below reflect exposure to 0.5 mg LUCENTIS in 440 patients with 
neovascular AMD in Studies AMD-1, AMD-2, and AMD-3; in 259 patients 
with macular edema following RVO. The data also reflect exposure to 0.3 mg 
LUCENTIS in 250 patients with DME and DR at baseline [see Clinical Studies (14 
in the full prescribing information)].
Safety data observed in Study AMD-4, D-3, and in 224 patients with mCNV 
were consistent with these results. On average, the rates and types of adverse 
reactions in patients were not significantly affected by dosing regimen.
Ocular Reactions
Table 1 shows frequently reported ocular adverse reactions in LUCENTIS-
treated patients compared with the control group.

Table 1 Ocular Reactions in the DME and DR, AMD, and RVO Studies

DME and DR AMD AMD RVO
2-year 2-year 1-year 6-month

Adverse Reaction n=250 n=250 n=379 n=379 n=440 n=441 n=259 n=260
Conjunctival 
hemorrhage 47% 32% 74% 60% 64% 50% 48% 37%
Eye pain 17% 13% 35% 30% 26% 20% 17% 12%
Vitreous floaters 10% 4% 27% 8% 19% 5% 7% 2%
Intraocular 
pressure increased 18% 7% 24% 7% 17% 5% 7% 2%
Vitreous 
detachment 11% 15% 21% 19% 15% 15% 4% 2%
Intraocular 
inflammation 4% 3% 18% 8% 13% 7% 1% 3%
Cataract 28% 32% 17% 14% 11% 9% 2% 2%
Foreign body 
sensation in eyes 10% 5% 16% 14% 13% 10% 7% 5%
Eye irritation 8% 5% 15% 15% 13% 12% 7% 6%
Lacrimation 
increased 5% 4% 14% 12% 8% 8% 2% 3%
Blepharitis 3% 2% 12% 8% 8% 5% 0% 1%
Dry eye 5% 3% 12% 7% 7% 7% 3% 3%
Visual disturbance 
or vision blurred 8% 4% 18% 15% 13% 10% 5% 3%
Eye pruritus 4% 4% 12% 11% 9% 7% 1% 2%
Ocular hyperemia 9% 9% 11% 8% 7% 4% 5% 3%
Retinal disorder 2% 2% 10% 7% 8% 4% 2% 1%
Maculopathy 5% 7% 9% 9% 6% 6% 11% 7%
Retinal 
degeneration 1% 0% 8% 6% 5% 3% 1% 0%
Ocular discomfort 2% 1% 7% 4% 5% 2% 2% 2%
Conjunctival 
hyperemia 1% 2% 7% 6% 5% 4% 0% 0%
Posterior capsule 
opacification 4% 3% 7% 4% 2% 2% 0% 1%
Injection site 
hemorrhage 1% 0% 5% 2% 3% 1% 0% 0%

Non-Ocular Reactions
Non-ocular adverse reactions with an incidence of ≥ 5% in patients receiving 
LUCENTIS for DR, DME, AMD, and/or RVO and which occurred at a ≥ 1% higher 
frequency in patients treated with LUCENTIS compared to control are shown 
in Table 2. Though less common, wound healing complications were also 
observed in some studies.

Table 2 Non-Ocular Reactions in the DME and DR, AMD, and RVO Studies

DME and DR AMD AMD RVO
2-year 2-year 1-year 6-month

Adverse Reaction n=250 n=250 n=379 n=379 n=440 n=441 n=259 n=260
Nasopharyngitis 12% 6% 16% 13% 8% 9% 5% 4%
Anemia 11% 10% 8% 7% 4% 3% 1% 1%
Nausea 10% 9% 9% 6% 5% 5% 1% 2%
Cough 9% 4% 9% 8% 5% 4% 1% 2%
Constipation 8% 4% 5% 7% 3% 4% 0% 1%
Seasonal allergy 8% 4% 4% 4% 2% 2% 0% 2%
Hypercholesterolemia 7% 5% 5% 5% 3% 2% 1% 1%
Influenza 7% 3% 7% 5% 3% 2% 3% 2%
Renal failure 7% 6% 1% 1% 0% 0% 0% 0%
Upper respiratory 
tract infection 7% 7% 9% 8% 5% 5% 2% 2%
Gastroesophageal 
reflux disease 6% 4% 4% 6% 3% 4% 1% 0%
Headache 6% 8% 12% 9% 6% 5% 3% 3%
Edema peripheral 6% 4% 3% 5% 2% 3% 0% 1%
Renal failure chronic 6% 2% 0% 1% 0% 0% 0% 0%
Neuropathy 
peripheral 5% 3% 1% 1% 1% 0% 0% 0%
Sinusitis 5% 8% 8% 7% 5% 5% 3% 2%
Bronchitis 4% 4% 11% 9% 6% 5% 0% 2%
Atrial fibrillation 3% 3% 5% 4% 2% 2% 1% 0%
Arthralgia 3% 3% 11% 9% 5% 5% 2% 1%
Chronic obstructive 
pulmonary disease 1% 1% 6% 3% 3% 1% 0% 0%
Wound healing 
complications 1% 0% 1% 1% 1% 0% 0% 0%

6.3 Immunogenicity
As with all therapeutic proteins, there is the potential for an immune response 
in patients treated with LUCENTIS. The immunogenicity data reflect the 
percentage of patients whose test results were considered positive for 
antibodies to LUCENTIS in immunoassays and are highly dependent on the 
sensitivity and specificity of the assays.
The pre-treatment incidence of immunoreactivity to LUCENTIS was 0%-5% 
across treatment groups. After monthly dosing with LUCENTIS for 6 to 24 
months, antibodies to LUCENTIS were detected in approximately 1%-9% of 
patients.
The clinical significance of immunoreactivity to LUCENTIS is unclear at this time. 
Among neovascular AMD patients with the highest levels of immunoreactivity, 
some were noted to have iritis or vitritis. Intraocular inflammation was not 
observed in patients with DME and DR at baseline, or RVO patients with the 
highest levels of immunoreactivity.
6.4 Postmarketing Experience
The following adverse reaction has been identified during post-approval use 
of LUCENTIS. Because this reaction was reported voluntarily from a population 
of uncertain size, it is not always possible to reliably estimate the frequency or 
establish a causal relationship to drug exposure.
•  Ocular: Tear of retinal pigment epithelium among patients with

neovascular AMD
7 DRUG INTERACTIONS
Drug interaction studies have not been conducted with LUCENTIS.
LUCENTIS intravitreal injection has been used adjunctively with verteporfin 
photodynamic therapy (PDT). Twelve (12) of 105 (11%) patients with 
neovascular AMD developed serious intraocular inflammation; in 10 of the 12 
patients, this occurred when LUCENTIS was administered 7 days (± 2 days) 
after verteporfin PDT.
8 USE IN SPECIFIC POPULATIONS
8.1 Pregnancy
Risk SummaryRisk Summary
There are no adequate and well-controlled studies of LUCENTIS administration 
in pregnant women. 
Administration of ranibizumab to pregnant monkeys throughout the period 
of organogenesis resulted in a low incidence of skeletal abnormalities at 
intravitreal doses 13-times the predicted human exposure (based on maximal 
serum trough levels [Cmax]) after a single eye treatment at the recommended max]) after a single eye treatment at the recommended max

clinical dose. No skeletal abnormalities were observed at serum trough levels 
equivalent to the predicted human exposure after a single eye treatment at the 
recommended clinical dose [see Animal Data].
Animal reproduction studies are not always predictive of human response, 
and it is not known whether ranibizumab can cause fetal harm when 
administered to a pregnant woman. Based on the anti-VEGF mechanism of 
action for ranibizumab [see Clinical Pharmacology (12.1 in the full prescribing 
information)], treatment with LUCENTIS may pose a risk to human embryofetal 
development.
LUCENTIS should be given to a pregnant woman only if clearly needed.
Data
Animal Data
An embryo-fetal developmental toxicity study was performed on pregnant 
cynomolgus monkeys. Pregnant animals received intravitreal injections of 
ranibizumab every 14 days starting on Day 20 of gestation, until Day 62 at 
doses of 0, 0.125, and 1 mg/eye. Skeletal abnormalities including incomplete 
and/or irregular ossification of bones in the skull, vertebral column, and 
hindlimbs and shortened supernumerary ribs were seen at a low incidence 
in fetuses from animals treated with 1 mg/eye of ranibizumab. The 1 mg/eye 
dose resulted in trough serum ranibizumab levels up to 13 times higher 
than predicted Cmax levels with single eye treatment in humans. No skeletal max levels with single eye treatment in humans. No skeletal max

abnormalities were seen at the lower dose of 0.125 mg/eye, a dose which 
resulted in trough exposures equivalent to single eye treatment in humans. 
No effect on the weight or structure of the placenta, maternal toxicity, or 
embryotoxicity was observed.
8.2 Lactation 
Risk SummaryRisk Summary
There are no data available on the presence of ranibizumab in human milk, the 
effects of ranibizumab on the breastfed infant or the effects of ranibizumab on 
milk production/excretion. 
Because many drugs are excreted in human milk, and because the potential for 
absorption and harm to infant growth and development exists, caution should 
be exercised when LUCENTIS is administered to a nursing woman. 
The developmental and health benefits of breastfeeding should be considered 
along with the mother’s clinical need for LUCENTIS and any potential adverse 
effects on the breastfed child from ranibizumab.
8.3 Females and Males of Reproductive Potential
InfertilityInfertility
No studies on the effects of ranibizumab on fertility have been conducted. and it 
is not known whether ranibizumab can affect reproduction capacity. Based on 
the anti-VEGF mechanism of action for ranibizumab, treatment with LUCENTIS 
may pose a risk to reproductive capacity.
8.4 Pediatric Use
The safety and effectiveness of LUCENTIS in pediatric patients have not been 
established.
8.5 Geriatric Use
In the clinical studies, approximately 76% (2449 of 3227) of patients randomized 
to treatment with LUCENTIS were ≥ 65 years of age and approximately 51% 
(1644 of 3227) were ≥ 75 years of age [see Clinical Studies (14 in the full 
prescribing information)]. No notable differences in efficacy or safety were seen 
with increasing age in these studies. Age did not have a significant effect on 
systemic exposure.
10 OVERDOSAGE
More concentrated doses as high as 2 mg ranibizumab in 0.05 mL have been 
administered to patients. No additional unexpected adverse reactions were 
seen.
17 PATIENT COUNSELING INFORMATION
Advise patients that in the days following LUCENTIS administration, patients are 
at risk of developing endophthalmitis. If the eye becomes red, sensitive to light, 
painful, or develops a change in vision, advise the patient to seek immediate 
care from an ophthalmologist [see Warnings and Precautions (5.1)].
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INDICATIONS
LUCENTIS® (ranibizumab injection) is indicated for 
the treatment of patients with:
• Diabetic retinopathy (DR) 
• Diabetic macular edema (DME)

IMPORTANT SAFETY INFORMATION

CONTRAINDICATIONS
•  LUCENTIS is contraindicated in patients with ocular or 

periocular infections or known hypersensitivity to 
ranibizumab or any of the excipients in LUCENTIS. 
Hypersensitivity reactions may manifest as severe 
intraocular inflammation

WARNINGS AND PRECAUTIONS
•  Intravitreal injections, including those with LUCENTIS, have 

been associated with endophthalmitis, retinal detachment, 
and iatrogenic traumatic cataract. Proper aseptic injection 
technique should always be utilized when administering 
LUCENTIS. Patients should be monitored following the injection 
to permit early treatment, should an infection occur 

•  Increases in intraocular pressure (IOP) have been noted both
pre-injection and post-injection (at 60 minutes) with LUCENTIS. 
Monitor intraocular pressure prior to and following intravitreal 
injection with LUCENTIS and manage appropriately

•  Although there was a low rate of arterial thromboembolic events 
(ATEs) observed in the LUCENTIS clinical trials, there is a potential risk 
of ATEs following intravitreal use of VEGF inhibitors. ATEs are defi ned 
as nonfatal stroke, nonfatal myocardial infarction, or vascular death 
(including deaths of unknown cause)

•  In a pooled analysis of Studies DME-1 and DME-2, the ATE rate at 2 
years was 7.2% (18 of 250) with 0.5 mg LUCENTIS, 5.6% (14 of 250) 
with 0.3 mg LUCENTIS, and 5.2% (13 of 250) with control. The stroke 
rate at 2 years was 3.2% (8 of 250) with 0.5 mg LUCENTIS, 1.2% (3 of 
250) with 0.3 mg LUCENTIS, and 1.6% (4 of 250) with control. At 3 years, 
the ATE rate was 10.4% (26 of 249) with 0.5 mg LUCENTIS and 10.8% (27 
of 250) with 0.3 mg LUCENTIS; the stroke rate was 4.8% (12 of 249) with 
0.5 mg LUCENTIS and 2.0% (5 of 250) with 0.3 mg LUCENTIS

•  Fatal events occurred more frequently in patients with DME and DR at 
baseline treated monthly with LUCENTIS compared with control. A pooled 
analysis of Studies D-1 and D-2, showed that fatalities in the first 2 years 
occurred in 4.4% (11 of 250) of patients treated with 0.5 mg LUCENTIS, in 2.8% 
(7 of 250) of patients treated with 0.3 mg LUCENTIS, and in 1.2% (3 of 250) of 
control patients. Over 3 years, fatalities occurred in 6.4% (16 of 249) of patients 
treated with 0.5 mg LUCENTIS and in 4.4% (11 of 250) of patients treated with 
0.3 mg LUCENTIS. Although the rate of fatal events was low and included causes 
of death typical of patients with advanced diabetic complications, a potential 
relationship between these events and intravitreal use of VEGF inhibitors cannot 
be excluded

HELP PATIENTS TURN BACK TO AN EARLIER STAGE
OF DIABETIC RETINOPATHY (DR)1

0.3 MG LUCENTIS PREFILLED SYRINGE

REGRESSION DELIVERED1

≥2-STEP IMPROVEMENTS AT 2 YEARS1*

Confidence intervals (95%):  ≥2-step—RISE: 31% (21%, 40%); RIDE: 35% (26%, 44%). Protocol S
(DR with DME): 58.5% (43.5%, 73.6%); (DR without DME): 37.8% (30%, 45.7%). ≥3-step—RISE: 
9% (4%, 14%); RIDE: 15% (7%, 22%). Protocol S (DR with DME): 31.7% (17.5%, 46%); (DR 
without DME): 28.4% (21.1%, 35.6%).1

≥3-STEP IMPROVEMENTS AT 2 YEARS1:
RISE AND RIDE
•  LUCENTIS 0.3 mg: 9% (n=117)

and 17% (n=117), respectively
•  Sham arms: 0% (n=115) and 2%

(n=124), respectively

PROTOCOL S
•  Patients without DME:

28.4% (n=148)
•  Patients with DME: 31.7% (n=41)

* The following clinical trials were conducted for the DR & DME indications:
RISE & RIDE—Two methodologically identical, randomized, double-masked, 
sham injection–controlled, Phase III pivotal trials (N=759) that studied the 
efficacy and safety of LUCENTIS 0.3 mg and 0.5 mg administered monthly 
to patients with DR and DME at baseline. The primary outcome was the 
proportion of patients gaining ≥15 letters at 2 years. Protocol S—
A randomized, active-controlled study that evaluated LUCENTIS 0.5 mg vs 
panretinal photocoagulation in DR patients with and without DME. All eyes 
in the LUCENTIS group (n=191) received a baseline 0.5 mg intravitreal 
injection followed by 3 monthly injections. Further treatments were guided 
by prespecified retreatment criteria. FDA approval was based on an 
analysis of the LUCENTIS arm of Protocol S. The primary outcome 
was mean change in visual acuity from baseline to 2 years.2-3

LUCENTIS 0.3 mg is recommended to be administered by 
intravitreal injection once a month (approximately 28 days).1

DME, diabetic macular edema.

REFERENCES: 1. LUCENTIS [package insert]. South San 
Francisco, CA: Genentech, Inc; 2018. 2. Brown DM, et al; RISE and 
RIDE Research Group. Ophthalmology. 2013;120:2013-2022. 
3. Gross JG, et al; Writing Committee for the Diabetic Retinopathy 
Clinical Research Network. JAMA. 2015;314:2137-2146.

ADVERSE EVENTS
•  Serious adverse events related to the injection procedure that occurred in <0.1% 

of intravitreal injections included endophthalmitis, rhegmatogenous retinal 
detachment, and iatrogenic traumatic cataract

•  In the LUCENTIS Phase III clinical trials, the most common ocular side e� ects 
included conjunctival hemorrhage, eye pain, vitreous fl oaters, and increased 
intraocular pressure. The most common non-ocular side e� ects included 
nasopharyngitis, anemia, nausea, and cough

•  As with all therapeutic proteins, there is the potential for an immune 
response in patients treated with LUCENTIS. The clinical signifi cance
of immunoreactivity to LUCENTIS is unclear at this time

Please see Brief Summary of LUCENTIS full Prescribing 
Information on following page.  
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