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COPE Course Description 
Over the past several years, tremendous advances have been made in the detection 
and treatment of age-related macular degeneration (AMD). Numerous peer-
reviewed scientific papers are published every month, covering a broad range of 
topics ranging from epidemiology to treatment. Although the expanded knowledge 
is welcome news, the information overload has made it difficult for clinicians to 
keep up with the science, much less understand the implications for patient care. 
This program will address this need by outlining practical, evidence-based 
strategies that can be implemented in a medically-oriented practice. 
 
 
Learning Objectives: At the completion of this educational activity, attending 
optometrists will be better able to: 

1. Discuss unmet medical needs in AMD diagnosis and treatment. 
2. Explain AMD disease classification in terms of both structure and function.  
3. Describe ways to assess AMD risk and detect early or subclinical disease. 
4. Understand current standards and approaches to AMD management. 
5. Outline treatment goals for non-exudative AMD. 

 
 

Outline: 

I. Prevalence of leading causes of vision loss 

a) AMD 

1. AMD is three times more prevalent than glaucoma 

2. 9.2 million Americans are estimated to have AMD compared 

with 4.9 million people with diabetic retinopathy, and 2.7 

million people with glaucoma. 

3. 1 out of 8 adults over 60 years old are estimated to have AMD. 

b) Diabetic retinopathy 

c) Glaucoma 

d) Age-related impacts 

 

II. AMD Landscape: Large Unmet Need 

a. Up to 78% of AMD patients present with irreversible vision loss at 

first diagnosis. 

b. About 40% are legally blind in one eye when first diagnosed 



c. AMD is not adequately detected by current methods of slit lamp 

biomicroscopy performed during a routine eye examination 

d. Retina specialists see too many AMD patients who were diagnosed too 

late 

 

III. AMD diagnostic accuracy 

a) Symptom-based 

b) Dx by an ancillary test? 

c) Clinical finding-based 

d) How much AMD do you think you miss? 

 

IV. Prevalence of undiagnosed AMD 

a) Literature review 

b) AMD vision loss at time of Dx: 

Up to 78% of AMD patients have irreversible vision loss at  

first diagnosis, including 37% who are legally blind in at least one eye 

c) Outcomes 

 

V. Traditional structure-based classification of AMD 

a) Normal 

b) Early 

c) Intermediate 

d) Advanced 

 

VI. A Look at Structure and AMD Pathogenesis 

a) Cholesterol accumulation leads to panmacular deposits (BlinD and 

BlamD) 

b) Peaks in these deposits eventually become clinically visible drusen 

c) These extracellular cholesterol deposits affect photoreceptor health, 

causing inflammation and predisposing to CNV 

d) Impairment of normal transport, including that of vitamin A, across 

Bruch’s membrane. 

 

VII. Dark adaptation defined 

a. Dark adaptation is the process of adjusting from day vision to night 

vision 

b. It is a good proxy measurement of overall night vision function 

c. Dark adaptation is being studied at over 20 academic institutions 

d. Dark adaptation impairment is the first symptom of AMD 



e. Dark adaptation impairment has been shown in AMD patients in over 

20 peer-reviewed clinical studies conducted by multiple investigators 

around the world. 

f. AMD patients often give up driving at night and self-report difficulty 

with mobility in low illumination 

g. Studies have shown that night vision deficits proceed day vision 

deficits 

h. Night vision deteriorates with aging. Thus, it is difficult to know 

whether night vision complaints are due to aging or disease based 

upon interviewing the patient. Night vision should be measured. 

i. FDA cleared instrument to measure dark adaptation was designed for 

routine clinical use much like a perimeter for glaucoma 

j. Two testing modes: a rapid test to quickly determine whether dark 

adaptation is normal or not, and a tracking mode that can be used to 

track a patient’s deficit over time. 

k. Unlike ERGs, or scotopic microperimetry, no prior dark adaptation is 

required before testing.  

l. Low patient burden, most patients self-report that it is an easier exam 

than perimetry 

m. The device calculates dark adaptation speed and provides a metric for 

interpretation 

 

VIII. Novel structure + function-based disease classification 

a) AAO preferred practice pattern 

b) Risk assessment vs Dx testing 

c) Presence of disease 

d) Detecting functional impairment 

e) Literature review 

 

IX. Case report analysis  

a) Case 1: No AMD 

b) Case 2: Subclinical AMD 

c) Case 3: Early AMD 

d) Case 4: Intermediate AMD 

 

X. Treatment  

a) Goals of AMD Tx 

b) AMD patient treatment standard of care is described 

1. Examination – annual, semi-annual, or more frequent based 

upon disease severity 



2. Testing – diagnostic modalities used to follow patient 

3. Management – role of supplementation, light protection, 

counseling, and Amsler grid 

4. Referral – The appropriate time to refer patient to retina 

specialist 

c) Treatments for early to intermediate AMD 

1. Treatments are available to slow the progression of the disease 

and preserve vision 

2. AREDS & AREDS2 supplements lower risk of progression to 

late AMD by 25% 

3. Behavior modification lowers risk of progression. For example, 

cessation of smoking 

4. Anti-VEGF therapy preserves vision.  Prompt therapy can save 

an additional 5 or more lines of visual acuity compared with 

deferred treatment. 

d) Nonexudative AMD Tx 

1. Smoking cessation 

2. Nutritional supplementation 

3. Lifestyle modifications 

4. Systemic disease management 

5. Blue light / UVA / UVB protection 

 

XI. Discussing AMD with Patients 

a) Do you hate giving bad news? 

b) Do you have the responsibility of telling the full story? 

c) Your “spin” is critical 

1. Deliver a simple and objective message to your patients. 

2. No need to apologize. 

3. Help them understand why they may have trouble seeing or 

driving at night. 

4. Early diagnosis should be considered good news! 

 

XII. Impact of AMD on your practice 

a. Good for patients – prevent vision loss 

b. Good for practice – ROI similar to glaucoma 


