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Medical 
VolunteerisM 
abroad Volunteer-based missions 

offer ophthalmologists 
the chance to offer their 
skills to those in need.

By Rachel M. Renshaw, editor-in-Chief

Nevis (St. Kitts-Nevis), WI
The first time that George Bresnick, MD, MPA, and his 

wife, Geraldine Hendriksen, visited the Caribbean island-
nation of Nevis (St. Kitts-Nevis, West Indies) in 1994, they 
were on vacation. Nevis has been an exclusive tourist desti-
nation for many years that has remained largely untouched 
by overcommercialization. Although an independent nation, 
the vibe on Nevis is Caribbean with a heavy dose of British 
influence due to its long history as a British colony. Both of 
these features add to its appeal to those seeking a holiday off 
the beaten path. 

The residents of Nevis are fortunate in that they do have 
access to care, but at the time that Dr. Bresnick visited, there 
was no eye care on the island.

“People either had to go off-island to see an eye doctor or 
as was the case with the elderly, many of them did without,” 
Dr. Bresnick explained. Having recently finished a course in 
public health administration, Dr. Bresnick had a particular 
interest in this area. After a series of discussions with govern-
ment officials, he put together a proposal for a program that 
would provide comprehensive eye care to residents of Nevis..  
Dr. Bresnick said that the project moved forward in a swift 

manner, most likely because he was in the right place at the 
right time. 

“I went back to Nevis in August 1996, sent a proposal to 
the government in September that was approved 1 month 
later, and we came back in November,” he said. 

Initially, patients were brought into the 5 local community 
health centers spread around the island for eye examinations, 
at which time those who required surgical intervention were 
identified. After funds were raised to purchase more sophis-
ticated equipment, Dr. Bresnick and his team were able to 
begin performing cataract procedures. 

“I also knew that we needed a laser, because of the large 
numbers of patients with diabetes, and we were able to pro-
cure one from a private foundation in Wisconsin. So about 
a year after the program was initiated, we had a decent eye 
clinic and an OR set up,” he said. 

In order to raise public awareness about the program, Dr. 
Bresnick said that the local nurses and nurses’ aids were key. 
“They are the ones who know which patients are diabetic, 
and who is having trouble with vision. We asked the nurses 
and the nurses’ aids to encourage as many older people to 
visit the clinic as possible so that we could screen for diabetic 
eye disease, glaucoma, and cataracts.”
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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)

2 DOSAGE AND ADMINISTRATION
FOR OPHTHALMIC INTRAVITREAL INJECTION ONLY. 

2.2 Neovascular (wet) age-related macular degeneration (AMD)
LUCENTIS 0.5 mg (0.05 mL of 10 mg/mL LUCENTIS solution) is recommended to 
be administered by intravitreal injection once a month (approximately 28 days). 
Although less effective, treatment may be reduced to one injection every 3 months 
after the first four injections if monthly injections are not feasible. Compared to 
continued monthly dosing, dosing every 3 months will lead to an approximate 
5-letter (1-line) loss of visual acuity benefit, on average, over the following 
9 months. Patients should be treated regularly [see Clinical Studies (14.1) ].

2.3 Macular edema following retinal vein occlusion (RVO)
LUCENTIS 0.5 mg (0.05 mL of 10 mg/mL LUCENTIS solution) is recommended to 
be administered by intravitreal injection once a month (approximately 28 days). 
In Studies RVO-1 and RVO-2, patients received monthly injections of LUCENTIS 
for 6 months. In spite of being guided by optical coherence tomography and 
visual acuity re-treatment criteria, patients who were then not treated at Month 
6 experienced, on average, a loss of visual acuity at Month 7, whereas patients 
who were treated at Month 6 did not. Patients should be treated monthly [see 
Clinical Studies (14.2) ].

2.4 Diabetic macular edema (DME) 
LUCENTIS 0.3 mg (0.05 mL of 6 mg/mL LUCENTIS solution) is recommended to 
be administered by intravitreal injection once a month (approximately 28 days).

2.5 Preparation for administration
Using aseptic technique, all of the LUCENTIS vial contents are withdrawn through 
a 5-micron, 19-gauge filter needle attached to a 1-cc tuberculin syringe. The 
filter needle should be discarded after withdrawal of the vial contents and should not 
be used for intravitreal injection. The filter needle should be replaced with a sterile 
30-gauge × ½-inch needle for the intravitreal injection. The contents should 
be expelled until the plunger tip is aligned with the line that marks 0.05 mL 
on the syringe.

2.6 Administration
The intravitreal injection procedure should be carried out under controlled aseptic 
conditions, which include the use of sterile gloves, a sterile drape, and a sterile 
eyelid speculum (or equivalent). Adequate anesthesia and a broad-spectrum 
microbicide should be given prior to the injection.
Prior to and 30 minutes following the intravitreal injection, patients should be 
monitored for elevation in intraocular pressure using tonometry. Monitoring 
may also consist of a check for perfusion of the optic nerve head immediately 
after the injection [see Warnings and Precautions (5.2) ]. Patients should also 
be monitored for and instructed to report any symptoms suggestive of 
endophthalmitis without delay following the injection [see Warnings and 
Precautions (5.1) ].
Each vial should only be used for the treatment of a single eye. If the contralateral 
eye requires treatment, a new vial should be used and the sterile field, syringe, 
gloves, drapes, eyelid speculum, filter, and injection needles should be changed 
before LUCENTIS is administered to the other eye.
No special dosage modification is required for any of the populations that have 
been studied (e.g., gender, elderly).

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 (2.5, 2.6) 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 (2.6)].

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) age-related macular degeneration 
The ATE rate in the three controlled neovascular AMD studies 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 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 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 (14.1) ]. 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
In a pooled analysis of Studies DME-1 and DME-2 [see Clinical Studies (14.3)], 
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 DME patients
A pooled analysis of Studies DME-1 and DME-2 [see Clinical Studies (14.3)] 
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 the Warnings 
and Precautions (5) section of the label:
• Endophthalmitis and retinal detachments
• Increases in intraocular pressure
• Thromboembolic events
• Fatal events in DME patients

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.

Ocular reactions
Table 1 shows frequently reported ocular adverse reactions in LUCENTIS-treated 
patients compared with the control group.

Nonocular reactions
Nonocular adverse reactions with an incidence of ≥ 5% in patients receiving 
LUCENTIS for 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.

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%-8% 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 DME or RVO patients with the highest levels of immunoreactivity.

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 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
Pregnancy Category C. There are no studies of LUCENTIS in pregnant women. 
In a study of placental and embryo-fetal development in pregnant cynomolgus 
monkeys, skeletal abnormalities were seen in fetuses at the highest dose tested 
of 1 mg/eye which resulted in trough exposures up to 13 times higher than 
predicted Cmax levels with single eye treatment in humans [see Nonclinical 
Toxicology (13.2) ]. Skeletal abnormalities were not seen in monkeys at 
0.125 mg/eye, a dose which resulted in trough exposures equivalent to 
single eye treatment in humans. Animal reproduction studies are not always 
predictive of human response. It is also not known whether ranibizumab can 
cause fetal harm when administered to a pregnant woman or can affect 
reproduction capacity. Based on the anti-VEGF mechanism of action for 
ranibizumab [see Clinical Pharmacology (12.1) ], treatment with LUCENTIS 
may pose a risk to embryo-fetal development (including teratogenicity) and 
reproductive capacity. LUCENTIS should be given to a pregnant woman only if 
clearly needed.

8.3 Nursing mothers
It is not known whether ranibizumab is excreted in human milk. 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.

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 72% (1366 of 1908) of patients randomized 
to treatment with LUCENTIS were ≥ 65 years of age and approximately 43% (822 
of 1908) were ≥ 75 years of age [see Clinical Studies (14)]. 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 
Planned initial single doses of ranibizumab injection 1 mg were associated with 
clinically significant intraocular inflammation in 2 of 2 neovascular AMD patients 
injected. With an escalating regimen of doses beginning with initial doses of 
ranibizumab injection 0.3 mg, doses as high as 2 mg were tolerated in 15 of 20 
neovascular AMD patients.

17 PATIENT COUNSELING INFORMATION
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, the patient should seek immediate care from an ophthalmologist 
[see Warnings and Precautions (5.1)].

LUCENTIS® [ranibizumab injection]
Manufactured by:
Genentech, Inc.

A Member of the Roche Group
1 DNA Way
South San Francisco, CA
94080-4990

10133592
Initial US Approval: June 2006
Revision Date: LUC0001277301  2012
LUCENTIS® is a registered trademark 
of Genentech, Inc.
© 2012 Genentech, Inc.

Table 1. Ocular reactions in the DME, AMD, and RVO studies

Adverse reaction

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

LU
CE

NT
IS

0.
3 

m
g

Co
nt

ro
l

LU
CE

NT
IS

0.
5 

m
g

Co
nt

ro
l

LU
CE

NT
IS

0.
5 

m
g

Co
nt

ro
l

LU
CE

NT
IS

0.
5 

m
g

Co
nt

ro
l

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%

Table 2. Nonocular reactions in the DME, AMD and RVO studies

Adverse reaction

DME 2-year AMD 2-year AMD 1-year RVO 6-month
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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%
Hypercholesterol-
emia 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%

Table 2. Nonocular reactions in the DME, AMD and RVO studies

Adverse reaction

DME 2-year AMD 2-year AMD 1-year RVO 6-month
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n=250 n=250 n=379 n=379 n=440 n=441 n=259 n=260
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%

(continued)
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transition in Leadership
Dr. Bresnick and Ms. Hendriksen continued to run the Nevis 

Eye Care Program (NECP) for 12 years until they decided to 
step down because of other obligations including a diabetic eye 
care program in Mexico. The hope was that Nevis would be 
successful in recruiting a full-time ophthalmologist to run the 
clinic. Around that same time, however, a category-4 hurricane 
hit the island causing substantial damage. The largest hotel on 
the island was forced to shut down for several years, which had 
a significantly negative impact on the tourism economy. 

Raymond Hubbe, MD, an ophthalmologist from 
Massachusetts who had been part of the NECP program 
for several years, recognized that it was unlikely that Nevis 
would be able to devote the time and resources to recruit an 
ophthalmologist to come down permanently. To help save 
the Program, he decided to take over as Chair. 

“There is usually 1 ophthalmologist at any given time in St. 
Kitts from Cuba. Cuban ophthalmologists in St. Kitts typical-
ly practice on that island for 2 years at a time, and although 
they will see Nevisians, patients have to make the trip there,” 
said Dr. Hubbe. He was concerned that many of the older 
residents, who tended to have more severe vision problems 
would not travel to St. Kitts. 

Dr. Hubbe has been running the program for the past  
4 years, arranging at least 2 trips per year for volunteers. 

“I have a lot of volunteer doctors, several of whom are ret-
ina doctors, and there’s a cataract surgeon from Milwaukee 

who has been very involved since the program’s early days, 
Peter Foote, MD,” said Dr. Hubbe. “He brings a whole team 
with him: 2 OR techs, an anesthesiologist, and an optom-
etrist. They come down and do about 50 cataract surgeries 
in 1 week. They’ve done an amazing job in the 10 years that 
they have been visiting.”

All surgeries are performed at the Alexandra Hospital in 
Charlestown. The facilities are basic but they have the necessary 
equipment, said Dr. Hubbe. “There is an operating microscope 
and we even have a backup microscope. Dr. Foote’s team brings 
down phacoemulsification units, and Alcon Laboratories, Inc., 
donates most of the intraocular lenses.” 

There are 2 lasers in the clinic: a green argon laser for glau-
coma and retina procedures and a diode laser (both Iridex 
lasers). Dr. Hubbe said that on a recent trip a retina specialist 
from Brooklyn, NY, Robert Fieg, MD, brought an indirect 
ophthalmoscope attachment for the lasers, which widened 
the range of procedures that they were able to perform. 

Dr. Hubbe estimates that approximately 500 patients are 
seen in the clinic, although the number of patient visits are 
greater in the November session than in April because more 
cataract procedures are performed that require follow-up visits. 

All of the physicians who participate in the NECP are volun-
teers, said Dr. Hubbe. “The government provides the space to us 
and many of the businesses in Nevis help out with donations to 
fund equipment, and I have had private donations from people 
in the United States, as did Dr. Bresnick when he chaired the 

the island of Nevis. 

the eye clinic in Nevis. 

Fishing boats on Nevis. 

Ray Hubbe, MD, and clinic staff in Nevis. 
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program.” Several of the hotels on the island have helped by 
providing lodging for the project (see Getting Involved, page 23).

“We have been fortunate to have donations from some 
of the ophthalmic companies, most notably Alcon and 
Allergan,” said Dr. Hubbe. “They both provide huge numbers 
of glaucoma drops, antibiotics, and steroid drops, and this 
has made a big difference for the program.”

Challenges and Rewards
Although Dr. Hubbe said that there have been some 

challenges in getting patients to come in for the scheduled 
appointments, overall the compliance is good. 

“It’s better than I expected. This is due in part to the fact that 
Nevis has a good public health system for an island of that size,” 
he said. “They’ve put a lot of energy into their local health clinics. 
so there’s a lot of oversight into how people are doing.”

He said that strong family ties also play a role. “Family 
members really look after the older folks and have a good 
handle on what’s going on with their health.”

When asked what is the most rewarding aspect of volunteer-
ing in Nevis, Dr. Hubbe said, “It’s the people. They’re a joy to 
work with and they’re appreciative. It’s a place where I feel I can 
really make a difference. At home, we have plenty of ophthal-
mologists who can take care of patients, but if we weren’t there 
in Nevis, there would be no one. It does make a big difference.”

Dr. Bresnick agreed. “The number one reward for volun-
teering medical services to an underserved community is the 
satisfaction of being able to help people that need help,” he 
said. “Another benefit is the cultural experience of going to a 
place and getting to know people. When you participate in 
an ongoing mission, you get to really develop relationships 
with your patients and the local clinic staff.”

Haiti
Richard K. Lee, MD, PhD, an Associate 

Professor of Ophthalmology and a Glaucoma 
Specialist from the Bascom Palmer Eye Institute 
(BPEI), University of Miami Miller School of 
Medicine, has been involved with several 
humanitarian projects since his residency, also 
at BPEI. The Mitchell Wolfson Sr. Department of 
Community Service (DOCS) at the Miller School 
of Medicine holds many health fairs throughout 
South Florida, such as in Hialeah, South Dade, 
Little Haiti, and the Florida Keys, providing 
health care to underserved and/or economi-
cally disadvantaged patients. 

Stemming from Dr. Lee’s involvement with the 
DOCS program, he was tapped to become the 
Director of Community Ophthalmology for BPEI. 

Following the Jan. 12, 2010 7.0-magnitude 
earthquake that struck near Port-au-Prince, 
Haiti, BPEI teamed up with the Haitian 
Ophthalmology Society and the American 
Academy of Ophthalmology (AAO) to create 
an ongoing mission to provide ophthalmic care.   

“The University of Miami Miller School of 
Medicine has a long-standing presence in Haiti,” 
said Dr. Lee. “Two of our faculty members at 
the University of Miami—one in neurosurgery 
(Barth Green, MD) and another in family medi-
cine (Arthur Fournier, MD) started a nongov-
ernmental organization in 1994 that is based 
both in Port-au-Prince and in Miami named 
Project Medishare. Project Medishare provides 
care, mainly in the Central Plains of Haiti and 
now in Port-Au-Prince, since the earthquake.” 
BPEI joined the effort with volunteer BPEI 

the banner in front of the eye clinic at Hospital Bernard Mevs/Project 

Medishare.

Beatrice Valerius, MD, a Haitian ophthal-

mologist and Richard K. Lee, MD, PhD, at 

the Haiti eye Symposium held in Port-au-

Prince, Haiti, in april 2012. Dr. Valerius par-

ticipated in Project Medishare’s first mini-

fellowship for pediatric ophthalmology. 

Dr. Lee examines a patient with 

altered mental status after a car 

accident for papilledema second-

ary to raised intracranial pressure 

shortly after the earthquake at the 

Project Medishare tent hospital.
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ophthalmologists and ophthalmology residents to perform 
refractions, provide eyeglasses to patients, and perform cata-
ract and glaucoma surgeries in the Central Plains and Cap 
Haitien in northern Haiti prior to the catastrophic event. 

“When the earthquake happened, we were the first US 
ophthalmologists to arrive,” he said. “By now, in 2012, most 
of the other foreign missions have left Haiti, but because of 
our ongoing efforts, we are one of the few groups that are 
remaining and working on creating a sustainable footprint 
for eye care in Haiti.” 

Immediately following the earthquake, Project Medishare set 
up a 300-bed trauma and critical care field center at the airport, 
but has since moved its operations to Hospital Bernard Mevs. 
Dr. Lee is currently the Medical Director for Ophthalmology 
along with Michael Kelley, MBA (Vice Chair for Administration 
at the University of Miami Miller School of Medicine). 

Service and training
Dr. Lee said that the project has several goals, the main 2 

being service and training. “Only approximately 40 ophthal-
mologists practice in the entire country, and there are only 
about 6-9 residents at any given time, so we have set up a 
mini-fellowship program for subspecialty training. Many of 
the surgical procedures are performed by doctors in humani-
tarian organizations who fly down during the winter, do 
surgeries, and then leave. Although it’s great that they are 
providing a service like this, it has been a problem for many 
countries because the local physicians and health care work-
ers become disenfranchised.” 

In order to address the situation of not having enough 
trained surgeons in Haiti, BPEI, the AAO, and the Pan 
American Association of Ophthalmology (PAAO) are creat-
ing a training program for several specialties within ophthal-
mology. The first is in pediatric ophthalmology. A recent 
ophthalmology resident graduate from Haiti (Breatrice 
Valerius, MD) was flown to BPEI via a travel scholarship from 
the PAAO for 3 months to observe surgery (as a foreign 
doctor, she is not allowed to perform surgery in the United 
States). The plan is to arrange, through the AAO (with 
Michael Brennan, MD) and BPEI, to have a pediatric oph-
thalmologist travel to Haiti to directly train the resident with 
hands-on surgery, which would create a situation similar to a 
surgical fellowship. 

“We have similar plans for oculoplastics and retina in the 
near future,” said Dr. Lee. “There are a huge number of eye 
tumors and lid injuries that need to be repaired. The retina 
component is important because there is no full-time vitreo-
retinal surgeon in the entire country,” he said. “There is one 
ophthalmologist who performs core vitrectomies a few times 
a year at best with old equipment.”

Dr. Lee noted that Alcon Laboratories, Inc., has donated a 
new, still-in-the-box Accurus system to the project, in addition 
to phacoemulsification units, intraocular lenses, and medical 
supplies. Alcon has partnered with BPEI, the AAO, and the 

HSO to have all ophthalmic donations funneled and approved 
through the HSO for all medical missions in Haiti so that there 
is coordinated care provided in association with local ophthal-
mologists. As stated prior, although they are hoping to have 
retina surgeons join the mission in the near future, the goal is 
to install the oculoplastics program next since the technical 
and equipment requirements are less and the Mevs Hospital/
Project Medishare operates one of the few working CT scan-
ners in Haiti. 

The logistics of organizing a project of this size in an impov-
erished country that has the added burden of such devastation 
from the earthquake, Dr. Lee said, has been challenging. 

“It’s been 2 years since the earthquake, and things happen 
slowly, as the process of building a sustainable program is com-
plex and costly. We still have equipment that we’re trying to 
have sent down or acquire. This is becoming less of an issue due 
to our excellent relationship with the Haitian Government and 
working with organizations such as Alcon and Direct Relief,” he 
said. Additionally, because Project Medishare’s goal in Haiti is to 
achieve a skills transfer from volunteer surgeons to local physi-
cians, the process takes more steps and time. 

Despite the challenges, Dr. Lee has found these experiences 
to be personally fulfilling. “Ophthalmologists are fortunate 
to have transformative skills, with which we can prevent and 
treat eye disease and positively affect many lives in incalculable 
ways. For example, improving the vision of a wage earner can 
improve the quality of life for an entire family. When we apply 
our skills in the developing world, it is amazing that with some-
thing as simple as pair of glasses, we are able to transform lives.”

Dr. Lee gave an example of running a clinic in the central 
plains of Haiti. “In some cases we worked by penlight because 
patients had ridden all day on burros to arrive at 6 or 7 am just 
to get a pair of glasses, and we couldn’t turn them away even as 
the clinic ran from day to night without electricity,” he said. “It’s 
remarkably satisfying to realize the big difference one can make 
when we put our skill to work in an environment where people 
really need and appreciate our help.” n

George Bresnick, MD, MPH, is the Medical Director 
for Vision for All, Inc., a not-for-profit foundation to 
support health initiatives in ophthalmology in under-
served domestic regions and foreign countries. He may 
be reached at visionforall2020@gmail.com.

Raymond E. Hubbe, MD, is an ophthalmologist 
at Eye Physicians of Northampton in Florence, 
MA, and the Medical Director of the Nevis Eye 
Care Program in St. Kitts-Nevis, WI. He may be 
reached at rayhubbe@gmail.com.

Richard K. Lee, MD, PhD, is Associate Professor 
of Ophthalmology at the Bascom Palmer Eye 
Institute, Miami University Miller School of 
Medicine, and the Medical Director for ophthal-
mology with Project Medishare. Dr. Lee may be 
reached at RLee@med.miami.edu.
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Getting Involved

Nevis
 To obtain more information about volunteering for the Nevis Eyecare Program, contact Raymond 

E. Hubbe, MD at Eye Physicians of Northampton in Florence, MA; email: rayhubbe@gmail.com. 
Interested parties can also visit the Nevis Eye Care Program’s website: http://qrf.in/l8c9zg.

American Airlines and USAirways fly to St. Kitts, and from there volunteers can take a ferry or 
water taxi to Nevis. There are limited direct flights to Nevis. Although there are no formal housing arrangements 
for volunteers, several island resorts and plantation inns have donated to the NECP and have opened their doors to 
program volunteers including Oualie Beach Resort (www.oualiebeach.com); Hermitage Plantation Inn  
(www.hermitagenevis.com); Montpelier Plantation Inn (www.montpeliernevis.com); Nisbet Plantation Beach 
Club (www.nisbetplantation.com); and The Four Seasons Resort (www.fourseasons.com/nevis). 

Haiti 
For the Medishare program in Haiti, volunteer applicants are referred from the AAO but undergo a credentialing 

process. Once an applicant has been accepted, he or she is responsible for travel to Miami. Having arrived in Miami, 
Project Medishare will arrange airfare, ground transportation in 
Haiti, lodging, and meals for the length of the volunteer’s stay. 

Interested volunteers can go to the project’s 
website to obtain more detailed information 
and the complete the initial application form: 
http://qrf.in/l8c9sw.

Oualie Beach Resort. Guest cottages are scattered along the 

beach and have been constructed with an eye to traditional 

Caribbean architecture. 

Guest cottage at Hermitage Plantation inn, which is situated 

in the hills along the side of Mount Nevis. all of the private 

cottages are excellent examples of traditional Nevis  

architecture. 


