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AMD COFFEE CONNECTIONS – CALGARY
Speakers: Dr. Larissa Moniz; Morgan Ineson; Dr. Michael Balas; Sandra Niedermier; Charles Wehnes
If you have questions about your diagnosis or would like support finding resources, please contact the Fighting Blindness Canada Health Information Line at healthinfo@fightingblindness.ca or by phone. Our team is available to help you navigate your condition, find relevant clinical trials, and connect you with trusted information and support.
Part One: Expert Discussion
Overview and Disclaimer
Dr. Larissa Moniz: Today’s program will be in a few parts. We’ll start with an overview of AMD and current research with Dr. Michael Balas, then open up for questions. After a short break, we’ll hear from two community members — Sandra and Charles — about living with AMD.
Please note that the views shared by our speakers are their own and don’t necessarily reflect those of Fighting Blindness Canada. Mention of any products, treatments, or services does not constitute endorsement, and today’s discussion is for educational purposes and should not replace advice from your own healthcare provider.
Dr. Michael Balas is an ophthalmology resident at the University of Toronto with clinical and research interests in glaucoma, ophthalmic surgery, and innovation in eye care. He completed his medical degree at the University of Toronto and holds an Honours Bachelor of Health Sciences from McMaster University, with additional experience in ophthalmic research, data science, and physician leadership. Welcome, Dr. Balas.

What Is AMD? Dry vs. Wet
Dr. Larissa Moniz: Can you start with a level set — what is age-related macular degeneration, and what’s the difference between wet and dry?
Dr. Michael Balas: AMD affects one very specific part of the eye: the macula — a tiny area at the back of the retina, only a few millimeters across, that does an enormous amount of work. Reading, threading a needle, looking at a clock, recognizing a face — all of that happens in the macula. The rest of the retina handles peripheral vision. In AMD, over many years, the cells in the macula start to wear out. Underneath those cells is a thin support layer — think of it like the floor they sit on. Waste products accumulate under that floor over time. We call those deposits drusen, and they’re often the very first sign of AMD, sometimes appearing years before vision actually changes. As things progress, the buildup stresses the cells above it and the macula gradually loses function.
There are two forms. Dry AMD is by far the most common — about 85 to 90% of people with AMD have the dry form. It moves slowly, with cells gradually thinning over years. In the later stages, patches of cells die off completely, creating visible areas of damage we call geographic atrophy — the word geographic just means the patches look like continents on a map. People can live with early and intermediate dry AMD for a long time without dramatic vision changes.
Wet AMD is less common but more sudden. The eye grows abnormal blood vessels right underneath the macula — where they have no business being. These vessels are fragile, they leak fluid and sometimes blood, and that causes rapid, dramatic changes: vision that distorts over days or weeks, with straight lines that suddenly appear wavy or bent. The key thing to understand is that having dry AMD doesn’t protect you from developing wet AMD. Roughly 1 in 10 people with dry AMD will eventually develop the wet form. That’s why regular monitoring matters even when things seem stable.

How Is Dry AMD Detected Early?
Dr. Larissa Moniz: You mentioned drusen as an early sign. How do eye care providers detect these — does it require advanced equipment?
Dr. Michael Balas: We typically don’t need advanced imaging to see drusen. They appear as small yellow spots at the back of the eye that we can visualize directly during an exam. We can also see them through OCT — optical coherence tomography — a cross-section through the retina that shows deposits forming under that support layer. We can also photograph the back of the eye directly. Usually we can see drusen many years before any vision changes occur, which is why continued monitoring is so important.

The Amsler Grid
Dr. Larissa Moniz: You mentioned wavy lines as a warning sign. Can you explain the Amsler grid and how patients should use it?
Dr. Michael Balas: The Amsler grid is simply a square of graph paper, about the size of a postcard, with a small dot in the center. You hold it at reading distance, put on your reading glasses if you wear them, cover one eye, and look directly at the center dot. Without moving your eye off that dot, you take in the rest of the grid using peripheral awareness — then switch and do the other eye. In a healthy eye, all lines should appear straight and all squares should look uniform. In an eye developing wet AMD, lines near the center might start to bend or warp, the grid might appear to be pulled inward or outward, or patches might appear to be missing. If you notice any of those changes — especially if they’re new — that’s the sign to call your eye care provider right away.

Treatments for Wet AMD
Dr. Larissa Moniz: What treatments are available for wet AMD, and what is the situation for dry AMD?
Dr. Michael Balas: For wet AMD, we’re in a much better position than we were 25 or 30 years ago, when a wet AMD diagnosis often meant losing central vision with little we could do. Today, wet AMD is one of the biggest success stories in modern eye care. We use a group of medications called anti-VEGF drugs. VEGF is a chemical signal the eye produces that says ‘grow new blood vessels,’ and in wet AMD, that signal is being shouted far too loudly. Anti-VEGF medications act like a sponge that soaks up that signal and quiets it down. When the signal goes quiet, the abnormal vessels stop growing, the leaking stops, fluid clears, and the macula returns to its normal state — and in many cases, vision not only stops declining but actually improves.
These medications are delivered as an injection into the eye. I know that sounds frightening, but it is much less unpleasant than people imagine. The eye is numbed thoroughly beforehand, the needle is very fine, and the actual injection takes about a second. Most people tell me the buildup in their head was far worse than the reality. There are several anti-VEGF drugs available in Canada, and we can discuss those in more detail.
For dry AMD, the picture is more complicated. For early and intermediate dry AMD, the main evidence-based tool is the AREDS2 vitamin formulation, alongside lifestyle measures — healthy diet, quitting smoking, regular monitoring. For people whose dry AMD has progressed to geographic atrophy, things are changing rapidly worldwide but haven’t yet caught up in Canada. The FDA in the US has approved two medications — Syfovre and Izervay — that slow the progression of geographic atrophy by quieting a part of the immune system called the complement cascade, which appears to drive the cell loss. They don’t restore vision and don’t stop the disease entirely, but they do slow it. Unfortunately, neither is currently approved by Health Canada. Syfovre’s manufacturer withdrew its Canadian application before a decision was made, and Izervay is still under delayed review. If you’ve read about these drugs and wondered why they haven’t been offered to you, that’s why. A Special Access Program exists for exceptional individual cases, but it is not routine.

Q&A: MacuMira — What Is It and Does It Work?
Audience member (Neville): My optometrist has offered me MacuMira, but my retinal specialist thinks it’s a waste of money. What’s your view?
Dr. Michael Balas: MacuMira is a form of low-energy laser treatment aimed at the retina in people with intermediate dry AMD. The theory is that the laser stimulates the support cells underneath the macula to help clear out those waste products — the drusen — and in theory slow progression. The reason it’s available is because there was a clinical trial done in Australia called the LEAD study. That trial, unfortunately, didn’t show an overall benefit. Looking at all patients combined, it didn’t slow AMD progression compared to the sham control group. There was a possible benefit in one subgroup, but in another subgroup it appeared to make things slightly worse. The evidence is at best mixed, and doesn’t clearly show benefit — which is why most retinal specialists in Canada, and the Canadian Ophthalmological Society, don’t recommend it. Your retinal specialist was looking at that data and concluding the evidence isn’t strong enough.
That said, I understand it’s a frustrating position to be in. Dry AMD has very limited treatment options, and when something sounds biologically plausible and innovative, it’s hard to dismiss. The things we do have actual evidence for are the AREDS2 vitamins, dietary changes, UV protection, and stopping smoking. MacuMira is undergoing additional larger trials, and it will be important to see whether those trials identify specific patient groups who benefit. For now, the Canadian Ophthalmological Society’s position is that there isn’t enough evidence to support it.
Morgan Ineson: It’s also worth explaining why a device can be approved without the same level of evidence required for a drug. Devices have a different regulatory pathway — they need to demonstrate safety, but the bar for proving efficacy is lower than for pharmaceuticals. So being approved doesn’t automatically mean it’s been proven to work. That’s an important distinction to understand.

Q&A: Red Light Therapy and Photobiomodulation
Audience member: What’s the feedback on red light therapies for AMD?
Dr. Michael Balas: Red light therapy, also known as photobiomodulation, involves sitting in front of a device that delivers specific wavelengths of red and near-infrared light into the eye for a few minutes over a series of sessions. The theory is that these wavelengths penetrate the retina and give a boost to the energy-producing parts of the cells, helping stressed but still-living macula cells function better, survive longer, and delay disease progression. It’s painless — no needles, you simply sit with your eyes open while the light is delivered.
There was a clinical trial called LightSite that showed a modest improvement in vision in the treated group compared to the sham group, and that effect lasted about a year — which is actually a meaningful finding, because it’s one of the only things that have shown real vision improvement in dry AMD, rather than just slowing decline. The caveats are that the improvement was quite modest and the trial was fairly small. The treatment is also ongoing — typically about 3 sessions per week for 3 to 4 weeks per round, repeated 2 to 3 times a year to maintain benefit. The best-known device is the Valeda, made by Lumathera. It’s approved in Europe and the US, and I believe some private clinics in Canada are offering it, though I don’t know all the specifics of where.
My overall view: the evidence is real but early. If you have intermediate dry AMD, you want to try something proactive, you have access to a legitimate medical clinic offering this with a properly studied device, and you can afford it, it’s a reasonable thing to discuss with your retinal specialist. The most important thing is going in with realistic expectations — it’s not a cure, and you want to make sure you’re getting it from a genuine medical provider.

Q&A: Izervay — How Effective Is It?
Audience member (Sandra): Even though Izervay isn’t available in Canada, what’s your perspective on its clinical trial results?
Dr. Michael Balas: The trials behind Izervay are called the GATHER1 and GATHER2 trials. They studied people with geographic atrophy and asked a simple question: does a monthly injection of this drug slow the rate at which those atrophic patches grow? The answer in both trials was yes — Izervay reduced the rate of lesion growth by roughly 10 to 30%, depending on the trial and time point. That’s a real and statistically meaningful effect, and it’s why the FDA approved it in the US. It’s a genuine scientific milestone — the first time we’ve had evidence that geographic atrophy, which we’d thought was completely untreatable, can actually be slowed.
But the story is nuanced. The trials measured anatomical change — how fast the patches grew on imaging — but didn’t clearly show improvement in the things patients care most about: reading vision, driving vision, quality of life. Patients in the treatment group didn’t read more letters on the eye chart than patients in the sham group, at least not within the trial timeframe. The argument is that slowing the growth of these lesions should eventually translate into better vision, because eventually those lesions reach the central macula and that’s when vision really changes. Whether that plays out over 5 or 10 years of real-world use, we genuinely don’t know yet.
There are also practical considerations: it’s a monthly injection, which is a burden. And there’s a small but real increased risk of converting to wet AMD as a side effect, because the same part of the immune system the drug suppresses also plays a protective role against new blood vessel growth. My overall perspective: it’s a meaningful first step, but not the cure the marketing sometimes implies. If and when it becomes available in Canada, it will be a reasonable option for selected patients who understand both what it can and cannot do. And Izervay is just the beginning — the next generation of dry AMD drugs, with lessons learned from these trials, will be even better.

Q&A: New Treatments on the Horizon
Dr. Larissa Moniz: Can you talk about what’s coming in phase two and phase three trials, for both wet and dry AMD?
Dr. Michael Balas: For dry AMD, the next generation of complement-targeting drugs — the same mechanism as Syfovre and Izervay — are being designed to be more effective and less burdensome. Several companies are working on versions that need to be given every few months rather than monthly, targeting slightly different points in the complement pathway for a stronger effect with fewer side effects.
Gene therapy for geographic atrophy is also very exciting. The idea is a single, one-time treatment that gives the eye the instructions to produce its own complement-blocking protein continuously — so instead of monthly injections, the eye makes its own medication for years. A company called Janssen is working on this specifically for geographic atrophy and has reached fairly advanced trials. Early signals are encouraging, though phase three results haven’t been released yet. If it works, it could really change what living with dry AMD looks like.
There are also metabolic and neuroprotective drugs being studied — rather than targeting the immune system, these support the macula cells directly, helping them manage stress and survive longer. Some of these are being developed as pills rather than injections, which would be a significant improvement in convenience, though they’re quite early in development.
Cell replacement — growing new retinal cells in the lab and surgically placing them where cells have been lost — is also advancing. Several groups around the world are now in early human trials, with proof of concept being established. It may be part of our toolkit for treating dry AMD within 10 to 15 years.
For wet AMD, the main goal is reducing treatment burden. Gene therapies in advanced trials aim to replace ongoing injections with a single one-time treatment. There’s also an implantable port delivery system — a tiny refillable reservoir placed in the eye that slowly releases medication over many months. And newer anti-VEGF drugs can sometimes stretch the interval between injections to three or four months. AMD research is one of the most active areas in all of medicine right now. The treatments we have are dramatically better than 10 years ago, and they’ll be dramatically better again in another 10 years.

Q&A: Retinal Prostheses for Dry AMD
Morgan Ineson: Can you talk about retinal prostheses for dry AMD — the bionic eye approach?
Dr. Michael Balas: It’s a fascinating area at the intersection of medicine and engineering. A retinal prosthesis is essentially a bionic eye — a device surgically implanted into the eye to restore some vision to people who have lost their photoreceptors. If those natural light-sensing cells can’t do their job anymore, the idea is to have a tiny electronic chip do it for them. The chip is implanted at the back of the eye and works with a small camera mounted on a pair of glasses. The camera captures the visual scene, sends information to the chip, and the chip stimulates remaining retinal cells with small electrical pulses that the brain interprets as light and shapes.
The first devices were developed for retinitis pigmentosa — a device called the Argus, which was approved and implanted in patients. It gave people who had been blind for years the ability to perceive different lights, motion, and rough shapes. Not normal vision, but meaningful for people living in darkness.
For dry AMD specifically, the engineering challenge is different. Most prostheses were designed for photoreceptor loss across the entire retina, but in dry AMD, the loss is concentrated in the central macula — just those few millimeters — while peripheral vision is still working. You want to fill in that central blind spot without disturbing the surrounding vision. The most advanced device for this is called the Prima, made by a French company. It’s a tiny wireless chip surgically placed beneath the damaged central macula. The patient wears glasses with a built-in camera and projector that beams infrared light onto the chip, which converts it into electrical signals. Early trial results were encouraging — some patients regained the ability to read certain letters and short words that were previously lost, while maintaining their natural peripheral vision. A larger trial is now underway.
Beyond that, companies are exploring implants placed on top of the retina rather than underneath, and other approaches entirely. Even further out, research like Neuralink is looking at bypassing the eye altogether and stimulating the visual cortex of the brain directly — which would, in theory, work even for people whose entire eye is damaged. The resolution right now is limited — patients describe rough black-and-white outlines and shapes rather than color or detail. But the direction things are moving is genuinely encouraging. Within 10 to 15 years, retinal prostheses for advanced AMD could become a much more significant treatment option.

Q&A: Eye Drops for Drusen
Audience member: I heard there might be eye drops available in the US that can flush out drusen. Is that true?
Dr. Michael Balas: There are some eye drop treatments being researched for dry AMD, and some programs are looking at that approach. However, nothing currently available has shown real efficacy in clinical trials — no drop has demonstrated that it meaningfully slows vision loss or clears drusen in a well-powered study. These are still very early in development and not close to being a real treatment option yet.

Q&A: AMD and Alzheimer’s — Are They Connected?
Audience member: Since AMD involves accumulation of waste products under the macula, and Alzheimer’s involves accumulation of waste products in the brain, are there common comorbidities between the two diseases?
Dr. Michael Balas: It’s a great question, and actually one our team in Toronto looked at directly. We cross-matched MRI scans from patients with and without Alzheimer’s and mild cognitive impairment with OCT scans of people with and without drusen. What we found was there wasn’t a strong correlation between the amount or severity of drusen in the retina and the degree of neurodegeneration seen in Alzheimer’s. That said, the two conditions do share risk factors — cardiovascular health, blood pressure, smoking, diabetes, diet, physical activity. The same lifestyle measures that protect your vision — Mediterranean diet, exercise, blood pressure control, not smoking — are the same things being studied in dementia research. So there’s overlap in risk factors and in protective measures, even if AMD doesn’t directly cause or correlate with Alzheimer’s.
Dr. Larissa Moniz: And have there been attempts to use Alzheimer’s drugs to treat AMD, given some shared biology?
Dr. Michael Balas: Yes — and the results were disappointing. Drugs developed to clear amyloid beta, the waste product in Alzheimer’s, were also tested in AMD over 10 to 20 years of trials, and they didn’t show benefit in slowing AMD progression. That line of research has largely been set aside. But the broader strategy of borrowing from neurodegeneration research is still very much alive. The complement system being studied for geographic atrophy is also being studied as a contributor to Alzheimer’s. Research into autophagy — drugs that boost the cell’s own waste-clearance machinery — is being pursued for both AMD and Alzheimer’s simultaneously. And there’s a growing recognition that the retina is essentially an extension of the brain — it develops from the same embryonic tissue, has the same cell types and vulnerabilities. So treatments developed for neurodegeneration may turn out to be relevant for retinal disease and vice versa. Directly borrowing from Alzheimer’s drugs hasn’t worked yet, but the strategy of cross-pollinating between these fields is alive and well.

Q&A: AREDS2 Vitamins — Brand Differences
Audience member: Are there differences between the different brands of AREDS2 vitamins currently available?
Dr. Michael Balas: There can be, and it’s worth being careful about what you’re buying. AREDS2 refers to a very specific formulation — six ingredients at six specific doses: vitamin C, vitamin E, zinc, copper, lutein, and zeaxanthin. The genuine product should contain all six of those at the doses tested in the trials. The most well-known brands in Canada are PreserVision and Vitalux. The problem is that many supplements on the shelf use eye-related branding — words like ‘macular’ or ‘eye health’ — and they look like AREDS2 at a glance, but they aren’t. They may contain some ingredients but not all, or different doses, or additional unproven ingredients. A regular multivitamin is also not the AREDS2 formula.
My practical advice: when you’re at the pharmacy, look for the words AREDS2 right on the bottle — not just ‘eye health’ but specifically AREDS2. You can ask your pharmacist to confirm. If any of the six ingredients are missing, or the doses look different from the trial formula, it’s not the same product. When in doubt, take a photo of the bottle and bring it to your next appointment with your retinal specialist or pharmacist.

Closing — Expert Session
Dr. Larissa Moniz: Thank you so much to Dr. Balas for joining us and for answering all of your questions. We’re going to take a short break now — please help yourself to more food and feel free to come up and speak with Dr. Balas one-on-one if you have further questions.

Part Two: Lived Experience
Introductions
Dr. Larissa Moniz: Welcome back. We’re now going to hear from two community members who both live with age-related macular degeneration. They’re going to share their experience and some of the tools, tricks, and supports they’ve found useful. We’d also love to hear from the audience. Sandra Niedermier retired in 2002 as principal of the Calgary Board of Education’s first arts-centric school. After retirement she enjoyed extensive travel and a passion for the performing and visual arts. She’s now navigating the challenges of AMD and geographic atrophy, and is hopeful that continued research will spare others from the same experience. Charles Wehnes was born in 1943 and immigrated from the Netherlands to Canada with his wife Angelina and their three sons in 1982, settling in Calgary. Retired since 2008 after a long career as a ceramic tile contractor, he continues to enjoy bridge, walking, swimming, hiking, and decades of exploring Canada and the US by RV. Charles, we’ll start with you.

Charles’s Story
Charles Wehnes: My history with AMD is not that long — about three and a half years. I had cataract surgery in both eyes, and after the surgery I suddenly could see much better than I had with glasses for the previous 70 years. Then during the follow-up tests, they found it: I have wet AMD in my left eye and dry in my right. I was able to join a clinical trial and have been receiving injections every six or seven weeks for over two years. I understand the trial is ending, so I’m looking at what comes next.
As for how it’s affected my life: we love to travel, but long-distance driving is over for me. I still drive short distances, but I have to concentrate so hard that long drives are too tiring. We gave our RV to our older son. For overseas travel, we used to rent a car and go wherever we pleased. Now we look for places with good public transportation, or join organized tours — something I never did before. We’re also looking at downsizing to an apartment close to public transportation and shopping.
Hiking in the mountains is harder now, so we’ve moved to city walking. I use trekking poles, which means I don’t have to look down at the ground constantly and can see more of what’s in front of me. For TV, I put my set on wheels so I can roll it to within two meters. I use a 57-inch screen at that distance. For the computer, I bought a 32-inch curved monitor — the curve means I don’t have to move my head as much to take in the whole screen. I also use public transportation as much as possible.
I’ve also been researching bioptic telescopic lenses — small camera-like devices that attach to glasses and let you magnify what’s in front of you by looking up into a small screen on your lens. They’re allowed for driving in about 40 US states, Ontario, Quebec, and now I believe BC. Unfortunately they’re not yet allowed in Alberta, and I haven’t been able to find anywhere in Calgary to even look at them. Even if they can’t be used for driving, they could be useful for walking around and reading signs. I’ll be looking into this further.
Dr. Larissa Moniz: Thank you, Charles. Just to add — Dr. Sal Jiraj, a Calgary-based low vision optometrist who was with us yesterday, is a great resource for bioptic lenses and other low vision adaptations. His cards are at the back table. Vision Loss Rehabilitation Canada is also an excellent resource — they can come to your home and help you make practical adaptations to your living environment. Morgan will include their contact information in the follow-up email.
Charles Wehnes: I’ll also mention the Meta AI glasses. I’ve heard a lot about them. When you’re driving and you look up, it can read a sign and bring it forward for you. The technology is impressive. There’s also a lot of useful apps for the phone — Seeing AI and Be My Eyes can describe scenes, read labels, and identify things in your environment.

Sandra’s Story
Sandra Niedermier: My father had age-related macular degeneration, so when my eye doctor told me at age 50 that things weren’t looking good for the future, I started taking Vitalux right away. I switched to AREDS2 when it became available, and I’ve taken it religiously ever since. My father lived to 97 and started losing his vision significantly around age 80. I’m approaching 80 in June and finding the same thing is happening to me — which I suppose I can be philosophical about.
I was diagnosed with wet AMD in my right eye and dry in my left, following cataract surgery in 2019 and 2020. I began injections, but my first retinal specialist was not supportive or communicative — he actually said to me, ‘You’re going blind.’ That was not acceptable. I went back to my doctor and asked for a referral to someone else. I now see Dr. Karani, who is absolutely wonderful and always willing to talk with me about my condition. He also identified that I had geographic atrophy. Since then my vision has continued to decline in both eyes, though the injections are helping maintain things in my right eye.
Dr. Larissa Moniz: Was it difficult to accept the diagnosis and adapt?
Sandra Niedermier: It’s frustrating and disappointing, and you do feel sorry for yourself. But then you have to do some self-talk and say: I’m going to learn new things that will help me through this process, because it is a process, and it’s not going to reverse. I find the generosity of friends and family — especially my husband, who is very supportive — absolutely essential. Keep going to your social events. Don’t give those things up, whatever you do. That keeps your brain going and keeps you connected.

Adaptive Tools and Kitchen Organization
Dr. Larissa Moniz: Sandra, you’ve brought some show-and-tell. Can you walk us through the tools and strategies you’ve found most helpful?
Sandra Niedermier: I’ll focus on the kitchen, because that’s where a lot of the challenges are. The first thing is organizing your refrigerator. I use large clear containers — dollar store finds — to group related items together. One container holds everything I need for stir-fries: hoisin sauce, soy sauce, hot chili sauce. When I want to cook a stir-fry, I take out that one container and everything I need is right there. Another container holds condiments — mustard, relish, cocktail sauce, horseradish. I also use separate containers for beverages — my Coke, my husband’s Pepsi — so I’m not rooting around looking for things. And for produce leftovers, I use shaped food-saver containers for lemons, limes, onions, tomatoes, and peppers, so everything stays visible and accessible.
In cupboards, I use step-up organizers instead of lazy Susans — they layer things at different heights so you can see everything at once rather than things getting buried in the back. I organize my baking supplies, cooking items, and everyday items by category on different levels. I also decant items into glass containers, labelled with large black lettering, so I can see what’s inside and always know when I’m running out.
Knives now go in a drawer laid horizontally rather than in a countertop block — my bread knife is always on the left, so I always know where it is. Clear countertops help. Keep a large container or jug on the counter with your most-used utensils — the spatula, slotted spoon, wooden spoon — so they’re always within easy reach. And keep your coffee or tea station organized in one area, with everything together.
For cups, buy ones that are white on the inside so you can see when you’re pouring. CNIB also has a small clip-on device you put over the rim of a cup that beeps when the liquid reaches the top — very useful when your vision is more significantly affected.
For measuring, I use white measuring cups with large black lettering inside so I can read the increments, and coloured measuring spoons so I just remember which colour corresponds to which size. For timing, I use a large-button digital timer that I can actually see and read, or I just say ‘Siri, set a timer for one minute.’ For recipes, I take a photo with my iPad and enlarge it rather than trying to read a recipe book. For grocery shopping, I use a brightly coloured clipboard with a high-contrast pen — the kind with a white tip that doesn’t bleed through — to write my list. And I always shop at the same store so I know the layout. Delivery services like Instacart are also wonderful for big shops.
Lighting is enormously important. I use rechargeable magnetic under-cabinet lights throughout my kitchen and other areas where overhead lighting isn’t strong enough. They’re motion-activated, so you can wave your hand and they come on. They’ve been a godsend.
Audience member: My friend tried the Meta glasses and they’re truly amazing. She uses them at the grocery store. I’m planning to invest in them as soon as I upgrade my phone.
Sandra Niedermier: I tried my friend Barb’s Meta glasses and they are remarkable. I asked them to read what was on a shelf in the store and they described all the baby food varieties in detail. I asked where the kale was and it said, ‘That’s beyond my capabilities right now.’ But I will definitely be getting a pair. Barb uses Instacart for the big shops and then goes to the grocery store with the Meta glasses for anything specific she needs.

Support Systems
Dr. Larissa Moniz: What role have family, friends, and community played in helping you both adjust?
Charles Wehnes: My family and friends have been very supportive. Maintaining a social life is really important — bridge, walking, swimming, dancing. It keeps you mentally engaged. I’ll be honest: looking at the future feels a bit uncertain. I don’t know what to expect if things get worse. Becoming dependent is something I don’t want, but I can’t always control that. What I can do is maintain my lifestyle, stay active, and keep my mind going.
Sandra Niedermier: My husband is my Uber driver, my helper, and my biggest support. I lost him for a while — actually, I lost my first husband three years ago — and that was a profound loss. But I’ve rebuilt my network. I have wonderful friends who drive me where I need to go when the light is bad. I have a friend, Barb, who is legally blind, and we get together regularly to share tips and talk about our vision challenges. You learn so much from someone who is further along the same journey. Fighting Blindness Canada has also been a wonderful resource — the information, the events, staying connected to research.

Advice for the Newly Diagnosed
Dr. Larissa Moniz: If you had one piece of advice for someone newly diagnosed with AMD, what would it be?
Charles Wehnes: Go for your regular checkups. Stay active — keep swimming, walking, whatever you enjoy. And wear your sunglasses.
Sandra Niedermier: Don’t be afraid to ask questions, and don’t be afraid to ask for a different specialist if you’re not getting the communication and support you need. Make your home as safe and well-lit as possible. Ask for help — people are very generous. And keep advocating for research. My mother had AMD 25 years ago and there was no treatment. We have come a long way, and we have to keep supporting everything we can to make sure those advances continue.

Closing
Morgan Ineson: Thank you so much to Sandra and Charles — and to Dr. Balas for a wonderful expert discussion. If you have questions that weren’t answered today, you can reach our Health Information Line at healthinfo@fightingblindness.ca. Thank you all for being here.
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