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AMD Coffee Connections – Edmonton
Speakers: Morgan Ineson; Dr. Larissa Moniz; Dr. Dave Ehmann; Shelly Ewert-Johnson; Mary Fairhurst
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 have a few parts. We’ll start with a discussion about AMD and current treatments with Dr. Dave Ehmann, then open the floor to your questions. After a short break, Shelly and Mary will share their lived experience 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.

Treat and Extend: How Wet AMD Is Managed
Dr. Dave Ehmann: The goals of treatment are to maintain vision with as few injections as possible. We use what’s called a treat-and-extend protocol. When you’re first diagnosed with wet AMD, we typically do monthly injections until the macula is dry — meaning the scans show no fluid, no blood, no blisters. Once dry, we gradually extend the interval, usually by two weeks at a time. Best case, you go from monthly to six weeks, eight weeks, ten weeks, twelve weeks. If we see signs of failure — new fluid, new blood, or worsening vision — we tighten the leash and go back to more frequent treatment. That’s the treat-and-extend approach.

What’s Coming: Tyrosine Kinase Inhibitors, Home OCT, and Gene Therapy
Dr. Dave Ehmann: The most exciting near-term development is tyrosine kinase inhibitors, or TKIs. Two major companies are developing these and they’re in late phase three trials. These drugs are being studied dosed every six months — compared to every two months for current standard agents like Eylea. The model shifts from treat-and-extend to treat-and-maintain: a steady-state drug delivery that keeps the macula stable with far fewer appointments.
TKIs come as a small pellet injection — still an in-office procedure, similar to current injections in terms of patient experience. The pellet dissolves slowly in the eye, releasing drug over an extended period. Studies show patients may still occasionally need a breakthrough anti-VEGF injection, but the overall number of treatments drops dramatically. In a best-case scenario: two injections a year with monitoring in between. As with all new drugs, Canada will likely receive access later than the US, but it’s coming.
Home OCT monitoring is another exciting development. OCT is the retinal scan most patients have had in clinic. There are now devices being developed for home use — you scan yourself daily or weekly, the result uploads to your doctor’s office, and we can see in near-real time what your macula is doing. Combined with longer-lasting injections, this could eventually allow monitoring and treatment with much less clinic time.
Further down the road is gene therapy. A surgical procedure injects a viral vector beneath the retina, which delivers genetic material into the retinal cells. Those cells then produce the anti-VEGF drug themselves on an ongoing basis — essentially turning the eye into its own pharmaceutical factory. Early studies are underway with promising results. The challenge is that it requires an operating room and is very expensive, so how it gets rolled out involves difficult resource decisions. But longer-lasting in-office injections are the next near-term game changer.
Dr. Larissa Moniz: Just to follow up — would TKIs replace anti-VEGF injections entirely, or work alongside them?
Dr. Dave Ehmann: They work together. The phase three studies compare TKIs against Eylea dosed every two months. The thinking is that the TKI pellet provides steady-state baseline suppression, and anti-VEGF agents like Eylea, Vabysmo, or Avastin are used for any breakthrough leakage. The goal is that the TKI handles maintenance, and anti-VEGF is there if needed. Two injections a year rather than six or more would be a remarkable change for most patients.

Q&A: Does Having Glaucoma Increase AMD Risk?
Audience member (Ruth): I have both glaucoma and dry AMD. Does having glaucoma put me at higher risk of AMD progressing or converting to wet?
Dr. Dave Ehmann: No — your glaucoma does not increase your risk of AMD worsening or converting to wet. Glaucoma affects the optic nerve, working from the outside in. AMD affects the macula, working from the inside out. They are separate structures and separate disease processes. They share some risk factors — aging, genetics, diabetes, high blood pressure, high cholesterol, smoking — but the pathophysiology and progression are entirely independent. If your pressures are well controlled and your OCTs show a dry macula, you’re in good shape on both fronts.
Dr. Larissa Moniz: And the other direction — does having AMD increase glaucoma risk?
Dr. Dave Ehmann: No. They’re distinct diseases affecting different structures in the eye. Having one does not worsen or accelerate the other.

Q&A: Is Dry or Wet AMD More Serious?
Audience member (Sushila): Is dry AMD or wet AMD more serious? Does one lead to blindness more than the other?
Dr. Dave Ehmann: In general, we worry more about wet AMD because of the timeline. If you convert to wet, you can lose significant central vision within weeks or months. Dry AMD is typically slower and more gradual — always present, but not an acute threat to vision in the way wet can be. That said, the advanced form of dry AMD — geographic atrophy — can also cause significant vision loss, but it usually develops after many years of dry disease. The critical difference is speed: wet AMD can cause rapid, severe loss, which is why early diagnosis and aggressive treatment are so important. Once vision is lost from wet AMD, injections can sometimes recover a little, but most of the time treatment is about maintaining what’s left and preventing further loss.

Q&A: Early Detection and the Amsler Grid
Dr. Larissa Moniz: For most patients with wet AMD, had they previously been diagnosed with dry? And what do you recommend for home monitoring?
Dr. Dave Ehmann: Wet AMD doesn’t come out of the blue — there is always underlying dry AMD first, whether or not it was previously diagnosed. The key question is whether it was caught. On home monitoring: I recommend the Amsler grid to all my AMD patients. It’s a small grid with a dot in the center. You look at the dot with one eye at a time and check whether the lines are straight and evenly spaced. As AMD progresses, you might notice distortion — wavy or bent lines — or missing patches. That’s the sign to call your doctor immediately.
Consistency matters more than frequency. Put it on the fridge. Look at it with your morning coffee. You can also use anything in your home — a window frame, a clock, a picture on the wall — with one eye at a time. Does it look the same as yesterday? If yes, you’re probably fine. If you notice a new grey spot, new distortion, or something that wasn’t there before — call your clinic. Early pickup of wet AMD means better outcomes with treatment.

Q&A: Cataracts and AMD — How Do You Tell Which Is Causing Vision Changes?
Audience member (Barbara): I was diagnosed with dry AMD nine years ago. I also have cataracts at about 2%. I’m not sure which condition is causing my vision changes. How do you tell them apart?
Dr. Dave Ehmann: At 2%, that’s a very mild cataract, so any decline in vision is more likely related to the AMD. But you’re right that it can be difficult to separate the contributions of cataracts, AMD, dry eye, and glasses prescription. Sometimes the only way to know for certain is to go ahead with cataract surgery and see what’s revealed. Cataract surgery in Canada is safe, the lens technology is very good, and recovery is quick. I’ve been surprised in both directions — patients where removing a cataract we didn’t think was significant made a huge difference, and others where surgery went perfectly but vision didn’t improve much, because the AMD was the dominant factor. It can be tricky, but at 2%, I’d be pointing toward AMD as the more likely cause of any changes.

Q&A: Do Cataracts Come Back After Surgery?
Audience member: Can cataracts come back after cataract surgery?
Dr. Dave Ehmann: No — once the cataract is removed and the lens implant is in, it never comes back. That said, there is something called posterior capsular opacification, or PCO, which sometimes gets called a secondary cataract, causing confusion. Here’s what happens: during cataract surgery, we open the front of the capsular bag that holds your natural lens, remove the cataract, and place the lens implant inside that bag. Over months or sometimes years, the back wall of that bag can become slightly cloudy or wrinkly, creating a film that blurs vision — similar to the original cataract symptoms. Patients often describe it as a fog or film returning.
The good news is that PCO is very easy to fix. We have a laser in every ophthalmology practice — a one-minute procedure called a YAG capsulotomy that clears the membrane instantly. You’ll typically notice the improvement the same day. And once it’s done, it doesn’t come back. It’s one of the most satisfying procedures to do because the result is immediate and dramatic. If you’ve had cataract surgery and feel like your vision has slowly gotten worse again over months, mention it at your next appointment — it’s worth checking for.

Q&A: Transition Lenses and AMD
Audience member (Ed): I’ve been wearing transition lenses for several years and find my eyes have been quite stable. Is that likely helping? What’s your experience with them for AMD patients?
Dr. Dave Ehmann: Some people love them, some don’t. There’s no downside to trying them. The issue with AMD specifically is that it reduces contrast sensitivity — the ability to adjust from bright to dim environments. So if you’re outside in bright sunlight with transitions on and then step inside, there’s already a delay in your macula adjusting, and the transition lenses add another layer of that delay. For patients with mild AMD, transitions often work well. For patients with more advanced AMD and moderate to significant vision loss, they sometimes find clear glasses plus a separate pair of wraparound sunglasses for outdoors works better — you take them off the moment you go inside, and there’s no lens-transition delay on top of the AMD adjustment delay.
One other thing worth noting: after cataract surgery, once you’ve healed — usually about six weeks — your distance prescription essentially doesn’t change. The lens we put in is calibrated for your eye. AMD, glaucoma, and injections don’t change that number. So if you’ve been repeatedly told you need new glasses after cataract surgery, you can question whether the prescription itself has changed, or whether it’s something else affecting your vision.

Q&A: How Patients Can Help Speed Up Drug Approvals in Canada
Audience member (Shelly): What can we as patients and community members do to help speed up access to new treatments in Canada? How do we push for faster Health Canada approvals?
Dr. Larissa Moniz: This is something Fighting Blindness Canada does a lot of work on. We make submissions to the Canadian Drug Agency and Health Canada representing the patient perspective — what it’s like to live with the disease, what current treatments are like, and what a new treatment would mean for patients’ daily lives. When we send out surveys asking about your experience, filling those in genuinely helps — that data goes directly into our submissions. Writing to your MLA is also meaningful, particularly when a drug is approved at the federal level but not yet covered provincially. And staying engaged with organizations like FBC keeps you informed when advocacy opportunities arise.
Dr. Dave Ehmann: All of that is right. Being a squeaky wheel matters. Persistence and not getting discouraged are important, because the system is slow and political. I’ve served as President of both the Retina Society and the Eye Physicians and Surgeons Association of Alberta, and I’ve seen both wins and losses. We recently got several injectable medications covered in Alberta that weren’t before — that came from sustained advocacy. There are also real reasons why Canada gets drugs later: we’re a smaller market, companies prioritize the US and Europe, and Health Canada conducts its own independent review regardless of what the FDA has done. There are upsides to that — safety issues that emerged early elsewhere haven’t affected Canadians. But the gap is real, and the best thing you can do is stay engaged, write letters, and connect through FBC and your elected representatives.

Q&A: Macular Hole Surgery and AMD Risk
Audience member (Susan): I had surgery for a macular hole 15 years ago and have been told I have a degenerating macula but not AMD. What does that mean, and could it turn into AMD?
Dr. Dave Ehmann: Having a macular hole repaired does not increase your risk of developing AMD. After macular hole surgery, the OCT — the retinal scan — of that eye never looks perfectly normal compared to the other eye. A doctor looking at that and noting ‘some degeneration’ may simply be describing the post-surgical appearance, not diagnosing AMD. If they’ve confirmed you don’t have AMD, that’s good news. The degenerative changes in your other eye are worth understanding more specifically — there are several causes of macular degeneration that are not AMD. I’d encourage you to go to your next appointment with specific questions: Do I have AMD? If not, what exactly is causing the changes in my macula? You deserve a clear answer, and it shouldn’t be difficult to provide one. If you feel you’re not getting enough information in your appointments, asking for a second opinion is completely reasonable.

Q&A: What Can People with a Family History of AMD Do Now?
Audience member: I don’t have AMD, but it runs in my family — both wet and dry. Is there anything I can do now to prevent it? Should I start AREDS vitamins before I’m diagnosed?
Dr. Dave Ehmann: The honest answer is: healthy lifestyle is genuinely the best thing. Exercise, diet, not smoking. Smoking is the single biggest modifiable risk factor for AMD — it significantly reduces blood flow to the eye and accelerates degeneration. Beyond that, sunglasses and UV protection. As for AREDS2 vitamins — the evidence supports them for people with intermediate or advanced dry AMD, but not for preventing AMD in people who don’t have it yet. They’re unlikely to hurt you, but there’s no strong evidence they’ll prevent you from developing AMD. The most important thing for someone with a family history is regular eye exams so that if something develops, it’s caught early.
Morgan Ineson: Genetic testing for AMD is not currently covered or recommended, because AMD is multifactorial — many genes are involved, and having a genetic variant doesn’t reliably predict whether you’ll develop the condition. It’s very different from inherited retinal diseases in that regard.

Closing — Expert Session
Dr. Larissa Moniz: Thank you so much to Dr. Ehmann — that was a wonderful discussion. We’re going to take a short break, and then we’ll hear from Shelly and Mary about their experience living with AMD.

Part Two: Lived Experience
Introductions
Morgan Ineson: It’s my great pleasure to introduce our two lived experience speakers. Shelly Ewert-Johnson is a retired senior civil servant and former ICU cardiovascular nurse who is living with wet AMD and is a member of Roche’s Patient Co-creation Council. Mary Fairhurst was born in Montreal and retired after a career as a research chemist. She has lived in Alberta for over 50 years and was diagnosed with AMD several years ago. She continues to enjoy travelling, reading, and lifelong learning. Thank you both for being here. I’d like to start by asking you each to share a little about when you were first diagnosed.

Diagnosis and Early Reactions
Mary Fairhurst: I think I was diagnosed two or three years ago. I noticed a small distortion on lined paper — a little divot in the centre — and went to my ophthalmologist within a few days. He immediately referred me to a retina specialist, and I was seen within a few weeks. It was a very early diagnosis, which I’m fortunate for. I started injections right away, every four weeks. Not pleasant, but you get through them. I only have it in one eye at this point, and now I’m at ten or twelve weeks between injections, which is a big improvement. My vision actually improved slightly with the injections — usually it’s about maintaining, but even maintaining feels like a win.
Morgan Ineson: What about the emotional side of that initial diagnosis?
Mary Fairhurst: I adapted fairly quickly. I’d never had great vision — I’ve been very short-sighted my whole life — so it wasn’t a dramatic shift in how I saw myself. I researched it, found that there were treatments, and felt I could manage. I don’t think it had a huge emotional impact on me.
Shelly Ewert-Johnson: I was diagnosed about eleven years ago. I was in Phoenix, golfing with my husband, and I looked down at the golf ball and only saw half of it. I knew immediately something was very wrong. I saw an optometrist that day, then a specialist, and was diagnosed with wet AMD. Unlike Mary, I was not calm about it at all. Everything I loved — reading, landscape photography, golf, cycling, being outdoors — I thought would all be affected. I had my first injection in the States and came home and immediately called the retinal centre. I was seen quickly and treated straight away.
I was diagnosed in one eye, and about four years later it developed in the other eye as well. I now receive injections in both eyes and I’m currently at six to eight weeks. I’m very excited about the new drugs that are coming and hoping to discuss them at my next appointment. But I want to say — the support I found through Fighting Blindness Canada made an enormous difference. One of the first things I saw at the retinal centre was a poster for an FBC seminar. I went with my husband, met other patients and specialists, and felt much less alone. The specialists are so busy and overwhelmed that they don’t have hours to spend with each patient. Other support mechanisms become very important.

Adaptive Strategies and Technology
Morgan Ineson: Are there particular tools, technologies, or adaptations that have made the biggest difference in your daily life?
Shelly Ewert-Johnson: My large iPad has been essential — my friends tease me about the font size, but it saves me every day. I’ve also become very good friends with Siri. Siri sends my texts, makes my calls, and helps me with whatever I need. The camera on your phone is another underrated tool — I use it as a magnifier, and I can take a quick photo to check things like whether my eyeliner is where it should be when I can’t see up close. There are also dedicated magnifiers, large print materials, and an app called Seeing AI — it can read labels, identify colours, and describe what the camera sees. I’ve also learned to ask for help, which was a big step for someone who has been fiercely independent her whole life. I now have no hesitation telling people at customs or restaurants that I have a visual impairment and asking for assistance. People are consistently kind and helpful. Asking for help is what keeps me independent.
Mary Fairhurst: I haven’t had to make as many adaptations yet — I can still see reasonably well and still drive during the day. I do avoid driving at night. I’ve found over-the-glasses clip-on sunglasses very helpful — I can put them on and take them off instantly, which works better for me than transition lenses when going between bright and dim environments. The most important adaptation is keeping my injection appointments and rescheduling immediately if I can’t make a date, because the clinic is very busy. My husband drives me and waits nearby. I’m 79 and life is good.
Audience member: My daughter set up the Seeing AI app on my iPad. I can say ‘describe the scene’ and it tells me everything. It reads my spice jars, tells me colours, identifies things I can’t distinguish. It’s been wonderful.
Morgan Ineson: Seeing AI is a great one — S-E-E-I-N-G AI. It’s free and can read labels, prescription bottles, identify colours, and describe scenes in detail. Highly recommended.

Support Systems: Family, Community, and Organizations
Morgan Ineson: What role have family, friends, and community played in helping you adjust?
Mary Fairhurst: I have a very supportive husband who takes me to appointments and drives me where I need to go in the evening. I’ve been fortunate that the AMD hasn’t impacted me too severely yet, so I haven’t needed to lean heavily on support beyond FBC’s events and resources.
Shelly Ewert-Johnson: I lost my husband three years ago, which was a profound loss because he was my main support. I now live alone, but I have wonderful neighbours, incredible friends who drive me when I need it, and I keep very connected to community. Audio books have replaced reading for me — I’m an avid reader and that was the hardest thing to give up. Boards I sit on now send me audio files rather than documents. I’ve also found a practical tip that helps enormously: in restaurants, I always sit with my back to the window so the light comes over my shoulder toward the people I’m talking to. Facing a bright window makes it hard to see faces. My friends all know this now. And I’ve passed my driver’s test, which I was very proud of. That’s because of the injections maintaining my vision.
I also want to mention CNIB and Vision Loss Rehabilitation Canada. They are fantastic resources. CNIB does wonderful work emotionally and in terms of peer connection. Vision Loss Rehab is the organization that does in-home visits, helping you adapt your living environment — lighting, contrast, practical tips. I think we could benefit from stronger local support groups in Edmonton to share what’s working and what isn’t. But Fighting Blindness Canada has been a godsend in terms of information, podcasts, literature, and keeping me connected to research.
Audience member (Julianne): I’d just add — I got a referral to CNIB through my daughter who works at Alberta Retina Consultants. It took a while but they did respond, and they have a whole program that starts with tools like Seeing AI and Be My Eyes. Vision Loss Rehabilitation Canada also does in-home visits. A specialist came to my home with her guide dog and walked through my entire house with me — where to put lights, colour-contrasting cutting boards, a rubber band around the conditioner bottle so I can tell it from the shampoo. Simple things that make a huge difference. And it’s best to start accessing these resources before you feel you need them, so you’re already in the system when the time comes.
Morgan Ineson: That’s such important advice — getting into the system early. For referrals: Vision Loss Rehabilitation Canada is the organization for in-home support. CNIB focuses more on peer connection and emotional support. Historically they were the same organization, but they’ve since separated. Ask your ophthalmologist for a referral, or you can self-refer to Vision Loss Rehab Canada.

Advice for the Newly Diagnosed
Morgan Ineson: If you had one piece of advice for someone newly diagnosed with AMD, what would it be?
Mary Fairhurst: Go for your regular checkups, and if you notice any change, see your doctor right away. Don’t wait.
Shelly Ewert-Johnson: Don’t be afraid to ask questions. Don’t be embarrassed about your vision loss or about asking for help — people are very supportive. Make your home as safe and well-lit as possible. And keep advocating — we’ve come a long way. My mother had AMD 25 years ago and there was no treatment. We have to continue supporting research and each other, because all of us, or someone we love, will be touched by this disease.

Closing
Morgan Ineson: Thank you so much to Shelly and Mary — and to Dr. Ehmann for a wonderful expert discussion. Thank you all for being here.
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