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gene therapy in Israel focused on a cure for LCA
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libraries and much more useful information

• Created an interactive MVRF community through
social media campaign

• 2012 grant applications are currently being reviewed and
MVRF looks forward to announcing the grant recipients
in the winter edition of SupportSightNEWSSM

• Holding 6 SupportSight
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LeTTeR FRoM eXeCUTiVe diReCToR

Dear Friends,
Our momentum continues to grow as we
make new strides in research, fundraising, and
awareness of retinal diseases, including macular
degeneration and congenital childhood blindness.
Our Executive Director, Keith, has put together a
great team whose energy and enthusiasm, along
with that of our International Scientific Advisory
Board, are moving MVRF into the national
spotlight with ground-breaking studies, social
media initiatives, and aggressive fundraising goals
which will allow MVRF to fund even more
research.
The success of the MVRF-funded Hadassah
study, which has restored sight to its three
participants who suffer from Leber’s Congenital
Amaurosis ((LCA) (RPE65)), has garnered international attention and has generated
other studies to further develop the science behind this success. We will be posting a
video on our website which includes interviews with the researchers who conducted the
study and the participants whose vision has been restored. We welcome you to watch it
and learn about the exciting strides we are making in our quest for a cure for retinal diseases.
You will soon be receiving a brand new, comprehensive MVRF brochure containing
information about who we are, research we’re funding, and new developments in the
field. We’ve also instituted MVRF Giving Societies to acknowledge the most generous
contributions and demonstrate our appreciation for their support.
MVRF is a 501(c)(3) organization and every donation is tax deductible. No amount
is too small and every donation makes an impact. We are hoping to exponentially
increase our research funding over the next five years. Our family foundation covers all
administrative and fundraising expenses, allowing every cent donated to go directly to
research.
Thank you for your support in 2011. We look forward to celebrating our continuing
success with you in the year to come.
Best wishes for a happy, healthy 2012,

Every day, I am reminded of what a great decision it was to
join the MVRF Team. During the past six months, I have been
privileged to get to know our founders and am continually
inspired by their commitment to finding a cure and their
generosity in support of research. Our distinguished International Scientific Advisory Board is on the forefront of the latest
research and advances in the field. To be in the company of such distinguished people
as our founders and International Scientific Advisory Board is humbling.
I have assumed the challenge of creating a national awareness campaign and
exponentially increasing research funding. During the last four months alone, through
our social media campaign, we have connected with thousands of people through
Facebook, Twitter, and LinkedIn.
Through these social networks, the MVRF community is creating a dialogue about
research, discussing new developments in the field, and sharing helpful tips to improve
the lives of those affected. If you haven’t already become a fan of MVRF on
Facebook, please join the nearly 4,000 fans that follow us. Through our Facebook page,
we are creating dialogue among our fans who share their stories, as well as
experiences, and tips. Have a question? Need some advice? Have helpful tips to share?
Become a fan of MVRF on Facebook and and join our interactive community.
While we are intensely focused on research for a cure, we continue to hold six large
SupportSightSM Seminars each year in major cities around the country to bring the latest
research news, treatment updates and other helpful information available to you. These
seminars are open to the public and free of charge. Our seminar in Cleveland was a great
success and we look forward to our upcoming Seminar in Phoenix, Arizona on
February 25, 2012, and in Austin, Texas on April 21, 2012. Please visit our website for
the full SupportSightSM Seminar calendar to find a seminar near you. If you can’t make
it to one of our Seminars, be sure to check out our video library—SupportSightSM Seminar
presentations are made available to everyone on our website.
I hope you enjoy this issue if SupportSightNewsSM. I invite your submissions for
upcoming issues of SupportSightNewsSM, so please send your articles, poems, and
personal stories.
I appreciate those of you who call me with candid comments, support, encouragement,
and creative ideas. Thank you for your continuing support and I look forward to sharing
many more successes with you in the coming year. Wishing you a joyful holiday season
and a happy, healthy new year.

Karen and herb Lotman
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ReseARCh UPdATe
LCA-CURing BLindness
In 2010 we told you about the first
gene therapy trial in Israel at HadassahHebrew University Medical Center in
Jerusalem. This clinical trial, solely
funded by MVRF, involved participants
who suffer from Leber’s Congenital
Amaurosis (LCA), a congenital eye
disease that causes blindness in those
affected. This condition, caused by a
defective RPE65 gene, was treated by
injecting a viral vector carrying an intact
and normal RPE65 gene under the retina
of these patients. The results: their vision
was greatly improved. We are moving
closer to a cure, one study at a
time. MVRF has produced a video
in collaboration with Hadassah Hospital
in Israel. The full video will be available
on our website.

AReds2 sTUdY
“The Age-Related Eye Disease Study
2 (AREDS2) is currently ongoing. It
is testing lutein/zeaxanthine and/or
omega3 fatty acids for the treatment of
age-related macular degeneration, as well
as cataracts. We will have the study
results in 2013. The benefits of these
supplements are not yet known. We
do know that the use of the AREDS
supplements from the first study
[AREDS1], consisting of vitamins C,E,
beta carotene and zinc are effective in
reducing the risk of developing advanced
AMD.”
—Emily Chew, MD; Deputy Director
of Epidemiology and Clinical Research,
NEI/NIH;
Speaker, 2011 MVRF International
Scientific Conference, New York, NY.

The MVRF TeAM

Keith A. Lampman
Executive Director
keith@mvrf.com
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Amy L. singer
Director of
Development
amy@mvrf.org

Julie sokoloff
Director of
Operations &
SupportSightSM
Coordinator
julie@mvrf.org

Robin davison
Director of
Communications
robin@mvrf.org
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FACT oR FiCTion:

FACT oR FiCTion:
eylea is better than Avastin and Lucentis for the
treatment of wet age-related macular degeneration (AMd)
by Philip J. Rosenfeld, M.d., Ph.d., Professor of
ophthalmology, Bascom Palmer eye institute
University of Miami Miller school of Medicine
Member, MVRF international scientific Advisory Board
So there’s a new drug coming to town,
and its name is Eylea, also know as VEGFTrap Eye or aflibercept. A company known
as Regeneron makes it. Outside the U.S.,
Regeneron’s partner Bayer Pharmaceuticals will distribute Eylea. There’s going to
be a lot of hype surrounding this drug, so
let’s cut through all the buzz and propaganda and deal with the facts. Eylea was
suppose to be approved by the FDA this
past August, but Regeneron announced
that the FDA has delayed approval for 3months because of unresolved questions
regarding the manufacturing of the drug.
The extension will give the FDA additional
time to review the information submitted by
Regeneron. Immediately, rumors started
flying that the FDA had issues with the
drug’s safety or efficacy, but this was incorrect. The deadline for final approval has
now been pushed forward to November 18,
2011.
So let’s assume Eylea is approved in
November and now patients and their clinicians have a choice between Eylea,
Avastin, and Lucentis for their wet AMD.
How does one decide between these
drugs? First and foremost, we want to know
which drug is the most effective and which
drug is the safest. We don’t have a single
study comparing all three drugs together,
but we know from other clinical studies that
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Eylea and Lucentis gave the same vision
improvement, and we know Lucentis and
Avastin gave the same vision improvement.
So, we must assume that that all three
drugs will give the same vision improvement if tested in one study. Now, let’s compare safety. From these same clinical trials,
we know that all three drugs appear equally
safe as well. So how are we going to decide
between drugs?
It turns out that all three drugs are only
the same if they’re given as an injection
every month, but who wants a needle stuck
in their eye every month? If that was the
only option, I’m sure everyone would be
willing to take the needle to save their vision, but when we start looking at less frequent dosing, that’s when we see
differences between the drugs. While we
don’t have all the results we need to make
an absolute statement, it would appear that
less frequent dosing with Eylea (every 2
months or longer) should give better results
than the same dosing schedule with Avastin
and Lucentis. How do we know this? First,
there’s a paper that we published showing
that Eylea lasts longer in the eye after an
injection, in fact more than twice as long
when compared with Lucentis and Avastin.
Second, Eylea was shown to give the same
excellent vision outcome when injected
every two months or every month. So why

Fall 2011

(continued)

would anyone want an injection every
month when they can get it every two
months?
Will everyone use Eylea because it can
be injected every 2 months and it gives the
same results as monthly injections with
Avastin and Lucentis? The answer is “probably not”, at least initially. It makes sense
that Eylea would be the obvious choice for
patients and clinicians, except for two important facts: first, we need to see for ourselves whether the study results are true in
real-world clinical practice, so we’ll start off
slowly by trying Eylea in patients who need
the injection every month. Second, we
don’t know the cost of therapy and how
quickly Medicare will agree to pay for the
drug. We hope that Medicare agrees to
cover the cost of Eylea shortly after approval, but our use of the drug will be delayed depending upon how quickly this
coverage is obtained. How much will Eylea

cost? We assume the cost will be greater
than Lucentis since the drug is used less
often. We can only speculate at this point,
but guesses range from $2000 per dose to
$3000 or more per dose. I doubt many patients would be willing to pay $3000 a dose
if they had to pay out of pocket for the treatment, so that’s why getting Medicare to
cover the cost will be a priority. Of course,
Avastin, at $50 a dose, will continue to be
used as the low cost alternative to both Lucentis and Eylea.
So as best we can tell, the facts support
Eylea to be better than Lucentis and
Avastin, but only with respect to requiring
fewer injections. Otherwise, we expect the
vision improvement to be the same and the
risks to be the same, but the cost will likely
be higher per injection. Only time will tell
whether these predictions will turn out to be
true, and you’ll be reading about it in Fact
or Fiction.

sM

supportsight seMinARs
SM

MVRF hosts SupportSight seminars in
cities across the nation so we can share the
latest research findings and low vision
techniques. At our seminars, you can expect
to hear from both retinal and low vision
experts and see demonstrations of low
vision techniques. For more information
please contact our SupportSight Coordinator,
Julie sokoloff, at 1-866-4MACULA
(1-866-462-2852).

Cleveland, ohio:
July 23, 2011
Ft. Lauderdale, Florida:
January 26, 2012
Phoenix, Arizona:
February 25, 2012

SM

SM

SupportSight Seminars are open to the
public. There is no charge to attend these
seminars, which are paid in full by the Karen
and Herb Lotman Foundation.

Austin, Texas:
April 21, 2012
Los Angeles, California:
June 30, 2012
Philadelphia, Pennsylvania:
november 17, 2012
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ARe YoU sTiLL Using A CoMPUTeR? iF noT, YoU CAn!
(continued)

by Betty Mathews, drPh
You will need magnification software to
magnify the letters you type so you can
read them on your screen and also to magnify instructions that appear on the screen
from time to time. Such software enables
you to print a shopping list with a font size
large enough for you to read in the store
when you shop.
It is important to
purchase magnification software before you
need 3x magnifications because it is easier
to learn to use it before you really need it to
read the screen. You can learn it later, but
sooner is easier. Such learning is important
because as you require increased magnification, the field of vision decreases dramatically. Thus, to find your bearings on the
internet you will need to reduce magnification, then on finding your place, to increase
it to where reading is comfortable. To maintain efficiency, one needs to practice quickly
increasing or decreasing magnification.
A dramatic improvement in magnification
software is Zoomtext produced by
AiSquared. Zoomtext is the most versatile
magnification program that I have found. It
magnifies from 2x to 16x, can enhance the
color and size of the mouse pointer, has a
document reader with a choice of a male or
female reading voice and a control for reading speed. The voice can be set to read
each letter as typed or each word as typed
and will read a complete sentence or paragraph as well as an entire document. There
are many more functions that enable a person, who is visually impaired, to use the
computer as efficiently as ever. The most
recent upgrade spreads the display across
dual desk top monitors. At this moment, I
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am enjoying a thirty-eight inch line of typewritten letters across two nineteen inch
monitors positioned side by side. However,
it is my understanding that Zoomtext is not
supported by Macintosh computers.
There are other software programs that
magnify such as VIP produced by J Bliss.
VIP magnifies well, provides a document
reader that will read both e-mail and documents. It is reported as satisfying by people
with low vision, easy to use and available
for less.
Telephone Books
Because macular degeneration contributes
to making telephone books more and more
difficult to see, it is helpful to create your
own
large
print
directory
with
frequently used numbers for friends, services and medical needs. This can be a
folder on your computer and also a large
print reference for your desk.
Recipe File
A computer file of favorite frequently used
recipes is especially useful as one can enlarge the type, print it and read it in the
kitchen. A more expensive way to read
recipes from your book or recipe cards is
the use of the Clear View Video Camera
connected to a small television or desk-top
computer monitor. An adapter is required
to convert the computer monitor. Both camera and adapter are available in most Low
Vision stores.
Finding the numbers on the Keyboard
Never able to incorporate the keyboard
numbers into touch-typing, I learned a neat
solution at the V.A. Blind Center. Velcro

was on numbers 1, 4, 7 and 0. This
tactile identification enables on to easily find
any number key by touch.
Computer Quick Reference Book
Often I cannot remember if I should go to
the tool bar or elsewhere to direct the computer to change a default setting. My question is always what are the steps?
I decided to create my own quick reference
book. For accuracy, I referred to the Maran
Graphic computer guides from IDG Books
World Wide, Inc. that offers simplified instructions for programs such as Microsoft
Windows, Microsoft Word and others.

Using this resource, I could check the accuracy of steps for each procedure that I
need. With a large font size, I typed the
steps for each procedure as a separate
page. Each page was organized in a three
ring binder that provide a useful desk reference book that can be added to as I have
new questions. It eliminates the need to
search through an index with small print
each time I have not used a procedure for
awhile and do not remember the steps. My
reference book has increased my efficiency
and decreased my frustration.

SM

MVRF welcomes your submissions to SupportSightNEWS .
Do you have an article, personal experience, or tip that you
think would benefit our readers? We invite you to send it to
Robin Davison, our Director of Communications, at
Robin@mvrf.org. If your submission is selected,
it will be included in our SupportSightNEWS publication
with a circulation of more than 20,000.
We look forward to hearing from you.
SM

Like us on
Facebook

Follow us on Twitter
@MVR_Foundation

Join our group
on Linkedin

www.MVRF.oRg
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MVRF giVing soCieTies
FoUndeRs giVing soCieTY
$1,000,000 +
Karen and Herb Lotman Foundation
VisionARY giVing soCieTY
$500,000 +
Estate of Lina Siwinna
FeARLess FUndeRs
giVing soCieTY
$250,000 +
Scot and Shelly Fisher
Annabelle Fishman and the
Fishman Family Foundation
PARTneR in ReseARCh
giVing soCieTY
$100,000 +
Anonymous
Albert B. Millett Memorial Fund
Beach Family Fund
Bob and Penny Fox
Genentech, A Member of
the Roche Group
Helen D. Groome Beatty Trust
Cammy and Terry Larsen
Jeff and Thérèse Lotman
Martha W. Rogers Charitable Trust
Michael W. and Lynn C. Haley
Alan and Jill Miller
Rae S. Uber Trust
Sara J. Risch In memory of
Marjorie S. Peters
Dr. Renata Sarno
Ed Snider
Wheeler Family Charitable Foundation
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MVRF giVing soCieTies (continued)
sAVing sighT giVing soCieTY
$50,000 +
Anonymous
Ira Brind and Stacey Spector
Catt Family Foundation
Joe and Mary Fenkel
Melva and Mel Herrin
Robert B. Kern
Paul Kramer & Selma and
Raymond Kramer Foundation
Joanne and Edward E. Miller, Sr.
Karyn and Charles Murray
John W. Rich, Sr.
Roxanna and E. Lorraine Schlimm
Jan and Paul Schrage
Sickles Charitable Fund
The Sidewater Family Foundation
Charles and Nancy Valluzzo
ReTinA giVing soCieTY
$25,000 +
Anonymous
Irma and Robert E. Blumenthal
Donna Calvert
Coca-Cola Company
Judi and Bruce Goodman
Francine and Steve Katz
The Laurel Foundation
The Liebowitz Foundation
Nicholas V. Martell
Mellon Financial Corporation
Philadelphia Fountain Society
Marcia and Ron Rubin
Harriet and Larry Weiss

MACULA giVing soCieTY
$10,000 +
Anonymous4
Andrew and Lillian A. Posey Foundation
Irene Bondy
Cagle’s Inc.
Ellen and Win Churchill
Janice Coats In memory of Hector
Coats
David A. Coquillard
Rena Rowan Damone and Vic Damone
Edith C. Blum Foundation, Inc.
Eleanor and Howard Morgan
Family Foundation
Estate of Erna Beyer
Estate of Sophia Levin
Eyetech Pharmaceuticals, Inc.
GFPT Public Company Limited
Willis Gillett

Lindsay Goldberg
Mr. and Mrs. Brent R. Granger
Eileen Leary
Nancy and Rudy Lee
Leon L. Levy & Associates
Joel A. Montgomery
NSM Insurance Group
Mr. and Mrs. Carl E. Ring, Jr.
Robert and Teresa Lindsay
Family Foundation
Roberta and Ernest Scheller, Jr.
Family Foundation
Rocky Mountain Express Corporation
Helen Ann and Seymore Rubin
Dr. Arlyne Taub Shockman
Space Tech and Research Foundation
The Honorable Marilyn Ware
Marlene Weinberg

We thank you.
Karen and Herb Lotman, members of the International
Scientific Advisory Board, and the staff of MVRF thank all
MVRF Giving Society members for their continuing support
and generosity in funding visionary research.
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new TeChnoLogY in The TReATMenT oF
MACULAR diseAses

new TeChnoLogY in The TReATMenT oF
MACULAR diseAses (continued)

By Jerome P. schartman, Md, Mid-Atlantic Retina Associates

encapsulated Cell Technology:
Also being developed is an implant that is
the size of a grain of rice that is implanted
in the eye. The implanted cells produce a
nerve growth factor, CNTF (ciliary neurotrophic factor), which provides nutrition
and enables the retinal neurons to survive
the drying process. The implant itself does
not negatively impact vision, but does help
nerve cells regenerate.
This implant, now in Phase 3 clinical trials,
has already been proven safe and probably
effective in Phase I, and Phase II clinical trials. Once phase 3 is complete, it will be a
matter of time before the FDA approves this
treatment.

Macular Degeneration is the leading
cause of vision loss in Americans over 60
years of age. It presents as a blurring of
central vision that progresses to form a
dense blind spot. There is no treatment for
Dry Age-related Macular Degeneration.
injections:
Wet macular degeneration can be treated
effectively with eye injections every month.
Every attempt is made to make this as painless as possible and numbing medication is
used so the patient does not feel the injection. Researchers are working to develop
new treatments that last longer. This year,
the FDA may approve a new medication
that will last twice as long, requiring injections every 2 months instead of every
month.
Radiation Treatment:
Researchers are also developing a surgical treatment using radiation to treat the
leaking blood vessels directly. This is promising in that the leaking blood vessels can
be dried without the need for multiple injections. The radiation is applied directly to the
leaking vessels to avoid damaging the rest
of the eye. The radiation targets abnormal
new vessels that cause retinal bleeding,
which are the source of the problem with
wet macular degeneration. The results of
this study are very encouraging, and, if approved, will be a dramatic breakthrough in
the treatment of wet macular degeneration.
This treatment could receive FDA approval
as early as 2012. Those treated in this way
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will keep the vision they have, and might
see an improvement in their vision, while requiring fewer treatments.
Telescopic implant:
For some people, though their vision may
have stabilized and though they may no
longer have active disease, they may be left
with significant visual impairment. Once the
retinal photoreceptors have been damaged
from the disease, they cannot regenerate.
The damage is irreversible. There is now a
telescopic implant that is placed in the eye
that enlarges the retinal image of the central
visual field. It provides the ability to recognize more detail and increase the ability to
recognize faces. This telescope cannot be
implanted in both eyes because it does
cause a loss of peripheral vision. Post-operative rehabilitation is required to acclimate to the difference in vision in each eye.
Patients participate in a structured visual rehabilitation program to train their eyes to
work together--one eye seeing peripheral
vision but not center vision, the other eye
seeing improved center vision but no peripheral vision. To be an appropriate candidate for this procedure, a patient’s
Macular Degeneration must be stable.
While this procedure is FDA approved, it is
not currently available as a treatment option
because of some difficulties applying this
technology in clinical practice. Medicare is
not yet paying for the treatment, which is
also an obstacle. The hope is to make it
available in 2012.

stem Cell Treatment:
In the future, we may be treating this
disease with stem cells. The theory is that
stem cells will regenerate, creating healthy,
functioning cells. This is not available in
clinical practice and is only available in
some clinical trials. It will take a while to develop and to fine tune this type of treatment
before it is clinically safe and effective.
Optimistically speaking, it may be available
within 5 years.
Computer Chip Retinal implant:
Researchers are also currently working on
computer chips to treat macular degeneration. Researchers at UCLA have designed
a computer chip, which is implanted in the
retina, that that functions as an artificial
retina. Attempting to create a retinal

implant is incredibly complicated. Neuronal
connections are very complicated. It is a
technically difficult project and is many
years away. About 22 patients in the country with retinitis pigmentosa, rare and
severe retinal disease, are participating in
this clinical trial and have seen an improvement. For these participants, they began
the study with no vision at all and can now
have vision that falls in the spectrum, able
to see facial features to some degree. This
disease is much more severe than macular
degeneration, in that people who suffer
from retinitis pigmentosa have no vision at
all. As we develop the technology, this may
become an effective treatment for macular
degeneration as well.
The retinal implant is placed behind the
eye with a wire that runs from the retina to
the implant. Wired through he wall of the
eye, it sits outside the eye and sends information wirelessly to a camera that is attached to a pair of glasses worn by the
patient. The camera sends information to
the implant, which is then sent to the retina.
The eye then takes over and sends this information to the optic nerve and on to the
brain. This technology may be available
down the road, possibly within the next 5
years.
There is a great deal of potential for
macular degeneration treatment, and with
continuing research, we expect to see
some dramatic changes in treatment
options in the next five years.
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The iMPoRTAnCe oF PRoPeR LighTing
by debbie Kogler
Eighty percent of our view of the world is
done through the sense of sight. The way
objects in our world are illuminated makes
a tremendous difference in how we perceive/see them.
As we age, the amount of light that enters the eye becomes less; which causes a
reduction in our visual perceptions, contrast
and color intensity. Therefore, we naturally
need more light as we age.
Though light is essential to seeing, it’s
the amount and type of light that matters.
Depending on age, eye conditions and environment one must choose the proper
lighting to see better.
Proper lighting is the number one “device” prescribed for the visually impaired
person.

halogen Lighting: Disperses a bright
white light. It is very useful in an area where
a lot of light is needed; however the heat intensity of the lamp is very hot and potential
fire hazard. They last twice as long as an
incandescent light bulb. Touching a halogen
bulb with bare hands can shorten the life of
a halogen bulb or blow it out immediately.
Use a sock or glove when changing a halogen bulb.

Compact fluorescent lamps (CFL): This
is the newest bulb on the shelves. It's the
squiggly one! CFL’s are designed to radiate
a steadier light, that is no flickering; however they can take several minutes to
become their fullest brightness. However,
many people with low vision still complain
about seeing a flickering light. Another
what are the most common types of problem with CFL's bulbs is that due to their
light?
design; they contain mercury which reFluorescent Lighting: Disperses a blue- quires a special disposal method.
white light evenly over a larger area than Full spectrum/daylight Lighting: Disany other type of light. It produces a lot of perses light closest to natural sunlight and
light without using too much electricity. This the most comfortable on any eye. There is
type is used in public/large places because little heat from the bulb and the power on
it is cheaper and covers a wider area. Typ- the bulb is usually a much lower wattage.
ically this is the worse type of lighting for the Full spectrum is the best lighting for reading
visually impaired. Mainly because they and up close work for the vision impaired
have a flicker to the bulb which is more no- person.
ticeable to a vision impaired person.
suggestions for Better Lighting:
incandescent Lighting: Disperses a yel- Place and aim the light source directly
•
lower light in a smaller area and is also where you need it.
more of a direct light. However, they tend to Using dimmer switches helps to control
•
cast shadows. It is most common in the or- the amount of light
dinary light bulb. This type of light is the least For very close tasks a Full Spectrum or
•
expensive to buy but costs the most to op- Incandescent light is the best
erate. Typically for a vision impaired person, To reduce the risk of fire and the amount
•
they must use a very high wattage bulb.
of heat a bulb produces, use an internal
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The iMPoRTAnCe oF PRoPeR LighTing (continued)
reflector shade. The heat is absorbed by
the reflector.
• When writing or using hands for task
work, place the lamp directly opposite
of the hand doing the work to prevent
shadows.
• Use clear incandescent bulbs when
possible.
The only way to truly know what type of
bulb will work the best is to try each type of

light. Using a goose neck type lamp, try
each type of bulb to “see” what works best
for your eyes.
If your eyes burn, feel strained or feel
dry, try changing the types of light source
you are using.
Another bright idea from
Magnifiers & More.

sUdoKU
Fill in the blank squares so
that each row, each column
and each 3-by-3 block
contain all of the digits
1 thru 9. If you use logic
you can solve the puzzle
without guesswork.
soLUTion on
BACK CoVeR

www.MVRF.oRg
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ReseARCh sTUdies we’Re CURRenTLY FUnding

ReseARCh sTUdies we’Re CURRenTLY FUnding (continued)

PAUL s. BeRnsTein, Md, Phd
MoRAn eYe CenTeR,
UniVeRsiTY oF UTAh
Study: Investigations on the Role of Very
Long Chain Polyunsaturated Fatty Acids in
Age-Related Macular Degeneration and
Other Macular Disorders

RodeRiCK MCinnes, Md, Phd
Jewish geneRAL hosPiTAL,
MonTReAL
Study: Apoptosis in Mutant
Photoreceptors

dAVid gAMM, Md, Phd
UniVeRsiTY oF wisConsin-MAdison
Study: Modeling Best Vitelliform
Macular Dystrophy
with Human IPS Cells

sTeVen K. FisheR, Phd
UniVeRsiTY CALiFoRniA,
sAnTA BARBARA
Study: The nm3342 Mouse, an animal
model for Central Serous Retinopathy

MAUReen neiTZ, Phd
UniVeRsiTY oF wAshingTon
sChooL oF MediCine
Study: Cone Opsin Risk Factors in AMD

RAndo ALLiKMeTs, Phd
CoLUMBiA UniVeRsiTY
Study: Determining the Genetic
Causes of Central
Serous Chorioretinopathy
Joe g. hoLLYFieLd, Phd
CoLe eYe insTiTUTe, The
CLeVeLAnd CLiniC
Study: Mechanisms of RPE Pathology
in an Animal Model for AMD
ALFRed s. Lewin, Phd
UniVeRsiTY oF FLoRidA
Study: Using a Mouse Model of
RPE Oxidative Stress
to Understand Atrophic AMD
RoBeRT MoLdAY, Phd
UniVeRsiTY oF BRiTish CoLUMBiA
Study: Mechanisms Responsible
for Macular Degeneration
CoLin BARnsTABLe, d. Phil.
PennsYLVAniA sTATe UniVeRsiTY
Study: Molecular Mechanisms or Retinal
Neuroprotection
wiLLiAM w. hAUswiRTh, Phd
UniVeRsiTY oF FLoRidA
Study: Gene Therapy for Retinal
and Choiridal Neovascular Diseases
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deAn BoK, Phd
UniVeRsiTY oF CALiFoRniA
Los AngeLes,
JULes sTein eYe insTiTUTe
Study: Gene profiling in a mouse model
of X-linked retinal degeneration and
characterization of retinal degeneration
in mice with a targeted disruption of the
Stra6 gene encoding the receptor for
retinol-binding protein
PhiLiP J. RosenFeLd, Md, Phd
BAsCoM PALMeR eYe insTiTUTe
Study: COMPLement Inhibition with
Eculizumab for the Treatment of
Non-exudative Age-Related Macular
Degeneration (COMPLETE) Study
MiChAeL A. dYeR, Phd
sT. JUde ChiLdRen’s ReseARCh
hosPiTAL
Study: Reprogramming Genetically
Engineered iPS cells to Produce Cone
Photoreceptors

ThoMAs A. Reh, Phd
UniVeRsiTY oF wAshingTon
sChooL oF MediCine
Study: Screening for Neuroprotectants
with iPSCderived Photoreceptors
JohAnnA seddon, Md
TUFTs UniVeRsiTY sChooL
oF MediCine
Study: Search for Additional Genes and
Gene-Environment Modifiers of Macular
Degeneration Risk

sAMUeL g. JACoBson, Md, Phd
And ARTUR V. CideCiYAn, Phd
sCheie eYe insTiTUTe
Study: Treatments for Inherited Macular
Degenerations, Specifically Blue Cone
Monochromacy
Bo ChAng, Phd
The JACKson LABoRAToRY
Study: Mouse Models that Share
Phenotypic Characteristics to Age
Related Macular Degeneration
eYAL BAnin, Md, Phd
hAdAssAh heBRew UniVeRsiTY
Study: AAV-RPE65 Gene Therapy
Trial for LCA due to RPE65 Mutations
For a complete listing of scientific
studies funded by MVRF, visit our
website at www.mvrf.org under
“Research.”

happy holidays!
All of us at Macula Vision Research Foundation
wish you, and yours, a happy holiday season
and best wishes for good health
and happiness in the coming year.
happy new Year!
The MVRF TeAM
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don’T sTAY Too Long AT The PiTY PARTY

ReCiPes

by Joan Moskalik

Many healthy foods contain vitamins that promote eye health. Foods rich in betacarotene
(vitamin A) have been shown to positively affect night vision and day-to-day eyesight and
help prevent macular degeneration. Other nutrients also support healthy vision. According
to the National Eye Institute, lutein may reduce eye problems, zinc (found in shellfish,
eggs, legumes, herring, liver and milk) may reduce the risk of advanced age-related
macular degeneration and vision loss, and fish (such as salmon and sardines) contains
omega-3 fatty acids that promote retina health. Try these delicious eye-healthy recipes.

I was just 40 years old when I went to a
routine eye exam and was told that I had
macular degeneration in both eyes. That
was 27 years ago. I worked a second job at
night taking care of a lovely 94-year-old
woman who had developed macular
degeneration at the age of 70, so I knew a
little about it. She was able to live quite
independently; she had even figured out a
way to watch her favorite TV shows by
angling her chair close to the television set.
Talking to her and watching her in action
gave me courage, and I realized that I could
get on with my life successfully.
I work very hard to maintain my home
and remain independent, just as she did for
so many years. It has taken an open mind,
a willingness to make adjustments, and the
ability to adapt to circumstance. Each day
presents new challenges, and it’s often difficult, but I press on with a smile on my face.
When I’m home alone, not facing the outside world, I admit, I give in to tears on occasion. I’m an upbeat person, but I don’t
think there’s anything wrong with throwing
yourself a good old-fashioned pity party
once in a while—as long as you only stay
at the party for a short time!
I realize I’m blessed to be able to support
myself and live independently. Sometimes
when I spritz hairspray in the toilet instead

of bowl cleaner or dump too much garlic
salt on my pizza by mistake, I’m tempted to
throw in the towel, but then I realize that
everyone, even those lucky enough to have
perfect vision, has those types of mishaps
from time to time. I can’t count the number
of times I went out with friends in one black
shoe and one brown shoe or a top that
clashed with my slacks. If anyone points it
out, I just tell them I’m starting a new fashion trend.
I look at each day as a gift. I remember
that God never gives us more than we can
handle, even if we seem overloaded at
times. Having macular degeneration has
shown me that I possess courage and
strength I never knew I had and helped me
develop intense compassion for other people. I have also learned to accept aid when
I need it. People help me read labels in
stores or navigate high curbs. You hear so
much about the negative aspects of society,
but I see the opposite. People are kind and
eager to help.
So don’t let having macular degeneration get you down. It’s not a death sentence. It’s just a small detour on the road of
your life. Enjoy each day and laugh at yourself - Just make sure to check your clothes
and shoes before you go out.

www.MVRF.oRg
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ViTAMin A sALAd

BAKed diJon sALMon

Makes 4 servings

Makes 4 servings

ingRedienTs
2
heads of Romaine lettuce
4
scallions, thinly sliced
2 cups
sweet bell peppers, diced
2 cups
cucumber, diced
2 cups
carrots, shredded
2 cups
tomatoes, diced
2
avocados
1-1/2 tsp. lime juice
salt & Pepper, to taste

ingRedienTs
1/4 cup
butter, melted
3 tbl.
dijon mustard
1 1/2 tbl honey
1/4 cup
dry bread crumbs
1/4 cup
finely chopped pecans
4 tsp
chopped fresh parsley
4 (4 oz.) fillets salmon
salt and pepper to taste
1 lemon, for garnish

diReCTions
1. Cut the ribs from the Romaine and
chop the leaves into pieces and place
them in a large salad bowl.
2. Wash and chop the scallions,
tomatoes, bell pepper and cucumber,
and remove the seeds from the bell
pepper and cucumber.
3. Scrub and shred the carrot.
4. Place all the above ingredients in the bowl.
5. Cut the avocados into 1/2-inch square
pieces and place them into a separate
bowl, covering it with a small amount of
lime juice to prevent discoloration.
Toss together until they’re coated and
then add the pieces to the salad bowl.
6. Add a small amount of low-fat dressing
and gently toss all the ingredients.

diReCTions
1. Preheat oven to 400 degrees F (200
degrees C).
2. In a small bowl, stir together butter,
mustard, and honey. Set aside. In
another bowl, mix together bread
crumbs, pecans, and parsley.
3. Brush each salmon fillet lightly with
honey mustard mixture, and sprinkle
the tops of the fillets with the bread
crumb mixture.
4. Bake salmon 12 to 15 minutes in the
preheated oven, or until it flakes easily
with a fork.
Season with salt and pepper, and garnish
with a wedge of lemon.
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