Ming Wang Publishes Textbook to
Address LASIK Complications
By SHARON H. FITZGERALD

When patients elect to have LASIK eye
surgery, they anticipate a future free of
glasses or contacts. What they don’t anticipate is irregular astigmatism, caused
by the surgery and resulting in symptoms
such as blurred or double vision, halos,
starbursts, glare and decreased night vision.
“In the LASIK-surgery complication
field, irregular astigmatism is the problem
most difficult to treat. Yet, it’s the most
common cause for post-LASIK, visualquality problems,” said Ming Wang, MD,
PhD, Nashville eye surgeon and founding
director of the Wang Vision Institute.
Recognizing that the ophthalmology
field lacked a comprehensive textbook
on the confounding complication, Wang
set out to remedy that lapse. In April, he
published a first-of-its-kind textbook,
“Irregular Astigmatism: Diagnosis and
Treatment.” The 31 chapters, edited by
Wang and collaborator Tracy Schroeder
Swartz, OD, cover the physiology of the
irregular cornea and “the second wave
of technology focusing on treating the
complications that the first wave of tech-

nology causes,” he
said.
Wang pulled
together an impressive collection of
experts worldwide
to author portions
of the book that he
and Swartz didn’t
write themselves.
“In today’s technology, it’s not one
researcher’s effort,”
he said. “Someone needs to play
a leadership role
to lead the research
effort in the field,
but also put a team
together to take advantage of the top
experts to share their knowledge and
experience.”
The audience for the textbook ranges
from medical students to practicing ophthalmologists, optometrists and LASIK
surgeons. “They need a place they can
go for a comprehensive, authoritative,
all-inclusive presentation of the scientific
principles and the guidelines for clini-

cal treatment for
these type of complications,” Wang
said. “We think
this textbook will
go a long way in
terms of helping
surgeons and doctors so we will be
able to truly live
up to the expectations and fulfill
the responsibility that we have
to our patients
— that is, do no
harm.”
More than
10 million LASIK
procedures have been performed, with
a complication rate of 1 to 2 percent,
since the surgery gained popularity in the
1990s. Wang said irregular astigmatism
is the result of an equipment or surgical
problem (including the surgeon’s lack of
experience), or a healing variation. “Not
everyone heals the same from the same
treatment,” he said. “If you and I take
the same medication, we won’t have the

same reaction because you and I are made
differently.”
Corrections for irregular astigmatism
are all laser-based and “all take into account the specific imaging of the cornea
after LASIK surgery,” Wang noted. “Every irregularity is different.” He added,
“No one can guarantee that a surgery will
be 100 percent successful, but certainly,
if I put myself in the shoes of patients, I
want to say, ‘Doc, do the best you can,
but I want you to have the expertise and
knowledge to be able to fix a complication or problem if it should occur.’ ”
Six years ago, Wang was the first
eye surgeon in Tennessee to introduce
bladeless LASIK surgery, and today he’s
leading efforts to bring iVIS technology,
already in use in Europe, to the United
States. Described in the new textbook,
high-resolution iVIS surgery is driven
by the cornea’s topography and was designed specifically to treat post-LASIK
complications. Earlier this year, Wang
traveled to Norway and studied iVIS
from Dr. Aleksandar Stojanovic, the
world’s No. 1 expert on this technology.
Thus, Wang hopes to lead a future FDA
Continued on page 22
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it’s almost October, continued from page 1
May noted that a major concern for
tertiary and quaternary facilities is that
these referral hospitals disproportionately
care for patients who are at higher risk
for infectious complications including
bearing a higher load of indigent care,
trauma patients and complex long term
care cases.
“While you can certainly reduce the number
of infections by implementing both complex
and simple maneuvers,
you cannot eliminate
them,” he noted.
Dr. Addison May
Still, May stressed, Vanderbilt University
that doesn’t mean you Medical Center
shouldn’t try.
The cost … both in terms of hard
dollars and human toll … is sobering. An
updated report by the Centers for Disease
Control and Prevention estimates 1.7
million patients annually contract nosocomial infections. Additionally, the CDC
now estimates healthcare-acquired infections (HAIs) account for 99,000 associated deaths each year … up from previous
estimates of 90,000 annual deaths.
“By not paying for infectious complications, you are creating a financial
incentive for hospitals to put energies

into reducing those complications,” May
said of the reasoning behind the CMS
reimbursement cuts.
“I suspect there will be a ‘give and
take’ over time … as with any big federal
program, it won’t be implemented correctly the first time” he added.
May noted that he believed CMS
would closely monitor the financial impact of the rules change. Improvement in
our national ability to capture data makes
it easier for the federal government to assess patient acuity. If the reimbursement
changes ultimately threaten the viability
of tertiary and quaternary hospitals serving the highest risk patients, reimbursements could potentially be tweaked to
offer a higher rate of return for caring
for critically ill patients. However, he said
that even if such a change occurred down
the line, there would still be a negative
impact for overlooking necessary steps
to avoid preventable conditions.
While clinicians have long touted
the advantages of using technology and
newer devices, such as antibiotic-coated
catheters, to help reduce infections and
avoid mistakes, the financial benefit hasn’t
always been immediately apparent to
those in charge of the bottom line.
“It is markedly more straightforward

ming Wang publishes textbook, continued from page 19
clinical trial on the road to iVIS approval
in the States.
Wang has an impressive perspective on laser surgery, considering that he
earned a doctorate in laser physics from
the Massachusetts Institute of Technology
prior to earning his medical degree from
Harvard University. “I feel very fortunate
to be in a position to combine the two, so
we can devise individualized, customized
treatment for each individual patient after
LASIK surgery. That gives our patients a
particular edge. I’m able to understand
both sides of the story, not just the medicine part, but also the laser that we use to
shape the vision,” he explained.

The Wang Vision Institute is “one
of the most active post-LASIK complication consultation clinics in the country.
There are others, but we are among the
most active, and we see patients every day
from other parts of the United States or
other countries,” Wang said. In fact, he
has treated patients from more than 40
states and 55 countries.
Wang’s textbook is published by the
professional book division of SLACK
Inc., known as the leading ophthalmic
textbook publishing house in the United
States. Wang’s first textbook, “Corneal
Topography in the Wavefront Era,” is
SLACK’s No. 2 bestseller.

refining rotator Cuff surgery, continued from page 17
any damage to the muscle.”
The subclavian and modified Neviaser portals are typically used for rotator
cuff repair. The newer posterolateral
portal, Nord explained, allows the surgeon to put anchors in at the six o’clock
position at the very inferior portion of
the glenoid.
“It’s a much safer spot than trying
to come from the front of the shoulder,”
Nord said.
Not content to rest on past achievements, Nord is continually questioning
the status quo.
“I have been working on different
techniques to repair damage to the bone
from shoulder dislocations and doing
that arthroscopically,” he said, adding
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that a major issue currently is that the
humeral head often gets dented or part of
the bone is sheared off from the bottom
front of the glenoid … both of which will
cause a shoulder to be much more likely
to dislocate again in the future.
Nord marveled at how far his field
has come over the past two decades
and how much more can be achieved
in the future.
“One of the quotes I like is ‘on the
shoulders of giants.’ We all learn and
benefit from those that went before us,”
he concluded.
It seems like a particularly apt
motto for this innovator who has spent
his career dedicated to improving the
function of damaged shoulders.

Conditions Impacted by CMS Reimbursement Change
Six conditions have been singled out for the Oct. 1, 2008 Medicare reimbursement rate
change. Beginning on that date, the Centers for Medicare and Medicaid Services (CMS)
will no longer provide any reimbursement over and above the typical IPPS rate for the
cost to provide care to battle these infections or conditions if they were not present
upon admission to the hospital.
The six conditions were identiﬁed in collaboration with the Centers for Disease
Control and Prevention, along with other national healthcare organizations, as being
high volume, high cost or both and “could reasonably have been prevented through
the application of evidence-based guidelines,” as mandated by Section 5001(c) of the
Deﬁcit Reduction Act.
The six selected conditions are:
• Serious preventable events such as an object left in during surgery, air embolism
or blood incompatibility;
• Catheter-associated urinary tract infection;
• Pressure ulcers;
• Vascular catheter-associated infection;
• Surgical site infection; and
• Falls or trauma including fractures, dislocations, intracranial injuries, crushing
injuries and burns.

now for someone who is in a business
position in the hospital (to see) how
spending money on devices that reduce
infectious complications is a financially
worthwhile endeavor,” May said.
Even with buy-in from everyone,
however, mistakes still happen … particularly in emergency situations where
decisions must be made quickly, and
patients are handed off between a number of caregivers from first responders to
paramedics to ER doctors to a variety of
nurses and physician specialists.
The best option for minimizing
preventable errors, May said, is to expend
energy and money to ensure the correct
processes are in place and are understood
by the full staff.
“Well-proven standards have been
out there in publication for at least 10
years,” he said of best practices to avoid
the most common preventable events
such as urinary tract infections, pneumonia, pressure ulcers, surgical site infections
and bloodstream infections.
For example, he continued, there are
well-documented precautions that should
be taken with the placement of a central
venous catheter or other device. May said
clinicians should take “full sterile-barrier
precautions” including following the
guidelines for the appropriate use of caps,
masks, sterile gowns and gloves; creating
a large area drape; and prepping the space
with chlorhexidine. Other documented
best practices include using antiseptic or
antibiotic-coated catheters in high-risk
patients and appropriately maintaining
intact dressings without fluid collection
underneath.
Similarly, May said there are known
precautions that should be taken for the
prevention of skin breakdown and pressure ulcers.
“It’s again a process where the
maneuvers are not necessarily difficult.
However, one has to have effective systems in place to recognize patients at risk,
apply appropriate preventive measures in
a very timely fashion, with a high rate of
performance compliance (among staff),
all in a very complex and labor intensive

setting” he said.
Further complicating the issue, May
added, is the realization that nosocomial
complications such as infection or early
skin breakdown may be present before
patient arrival to the hospital but not
readily detectable. He pointed out that
some infections might develop over
several days before a patient becomes
symptomatic, and culture results could
take several additional days to return. In
general, though, he said that hospitals
would “absolutely” be testing at least
high-risk patients as part of the routine
admission process. CMS will continue to
reimburse for care given to combat those
infections documented to be present
upon admission.
May said more hospitals would have
to rely on technology to help ensure a
consistently high level of compliance
with preventive measures. Multiple programs are now becoming available where
providers receive reminders about best
practices in real time.
“Care has become so complex that
it exceeds a human being’s ability to do
a process consistently without mistake,”
May pointed out. He added that the
costs for providing such programming
are becoming more affordable.
In the end, the majority of tools used
to reduce the risk of HAIs are typically
fairly low in cost but do require commitment from the top down. The most
effective facilities having a team in place
to ensure staff is adequately trained,
evidence-based guidelines are routinely
followed as exactly as possible, and outcomes are continually monitored.
“The takeaway for hospitals is that
many of the things that can be done to
reduce problems can be done inexpensively but cannot be done unless there is
an appropriate alignment of the hospital
systems and patient care providers,” May
stressed.
“Most hospitals should be able to
drop their rates to almost zero … but
never zero,” he concluded of a realistic
goal for minimizing HAIs and maximizing reimbursements.

