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Abstract

 Purpose—The objective of this study was to compare the cost associated with surgical versus 

interferon (IFNα2b) treatment for ocular surface squamous neoplasia (OSSN).

 Design—A matched, case-control study.

 Participants—Ninety-eight patients with OSSN; 49 of whom were treated surgically and 49 

of whom were treated medically.

 Methods—Patients with OSSN treated with IFNα2b were matched to surgery patients based 

on age and date of treatment initiation. Financial cost to the patient was calculated using two 

different methods (hospital billing and Medicare allowable charges) and compared between the 

two groups. These fees included physician fees (clinic, pathology, anesthesia, and surgery), facility 

fees (clinic, pathology, and operating room), and medication costs. Time invested by patients was 

calculated in terms of number of visits to the hospital and compared between the two groups. 

Parking costs, transportation, caregiver wages, and lost wages were not considered in our analysis.

 Main outcome measures—Number of clinic visits and cost of therapy as represented by 

both hospital charges and Medicare allowable charges.

 Results—When considering cost in terms of time, the medical group had an average of 2 more 

actual and imputed number of visits over 1 year compared to the surgical group. Cost as 

represented by hospital charges was higher in the surgical group (mean $17,598, SD $7,624) when 

compared to the IFNα2b group (mean $4,986, SD $2,040). However, cost between the two groups 

was comparable when calculated based on Medicare allowable charges (surgical group: mean 

$3,528, SD $1,610; medical group: mean $2,831, SD $1,082; P = 1.00). The highest cost category 
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in the surgical group was the excisional biopsy (Hospital billing $17,598; Medicare allowable 

$3,528) while the highest cost in the medical group was interferon ($1,172 for drops, average 8.0 

bottles; $370 for injections, average 5.4 injections).

 Conclusion—Our data in this group of patients previously demonstrated equal efficacy of 

surgical versus medical treatment. Here, for the first time, we consider costs of therapy and found 

that medical treatment involved slightly more office visits whereas surgical treatment could be 

more or equally costly depending on insurance coverage.

 Introduction

Ocular surface squamous neoplasia (OSSN) is an umbrella term for a spectrum of epithelial 

dysplasia of the conjunctiva and cornea ranging from epithelial dysplasia to carcinoma in 

situ to invasive squamous cell carcinoma.1 The current mainstay of therapy is surgical 

excision with a “no-touch technique”2 and with cryotherapy to conjunctival margins.3 

However, surgical therapy can be associated with significant limbal stem cell deficiency, 

infection, induced astigmatism, diplopia, and symblepharon.

As such, given the potential side effects of surgical treatment and increasing evidence that 

topical therapies are effective in the treatment of OSSN, more providers4 are opting for the 

use of topical therapies. Advantages of topical therapy include the ability to treat the whole 

ocular surface and to avoid morbidity associated with large excisions. The most commonly 

used agents are interferon-alpha 2b,5–12 5-FU (5-fluorouracil)13–16, and mitomycin-C.17–22 

Our practice favors interferon alpha-2b eye drops, as the side effect profile is the mildest.14

While there is increasing evidence that interferon alpha-2b is an effective treatment for 

OSSN,5, 7, 23 there is a knowledge gap regarding the time and financial cost of a surgical 

approach compared to medical treatment. Our group recently published that a cohort of 

patients receiving surgical treatment and a cohort of patients receiving medical treatment 

had no significant differences in side effects, complications, or recurrences.23 We now take 

the analysis a step further in the same cohort of patients with OSSN (Table 1) to compare the 

cost associated with these two modalities.

 Methods

 Study population

This study was approved by the institutional review board of the University of Miami. The 

design was a retrospective, matched, case-control study. For the medical arm of the study, 

patients treated with IFNα2b were selected by a screening of the Bascom Palmer Eye 

Institute (BPEI) pharmacy database. OSSN patients were included if they were successfully 

treated with IFNα2b as the primary treatment.. Exclusion criteria for the medical arm of the 

study included patients treated with IFNα2b adjuvantly for positive margins after surgery or 

if they failed primary treatment. Of the 61 patients identified, 49 met the criteria for 

inclusion. Of the 12 excluded patients, 6 failed treatment with interferon or were lost to 

follow up prior to resolution, 3 used interferon for treatment of positive surgical margins, 2 

were unable to tolerate interferon and preferred excision, and 1 had been started on 

interferon by areferring ophthalmologist but with an unclear diagnosis. In order to select the 
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matched cases for the surgical arm of the study, the Florida Lions Eye Bank pathology 

database, which contains over 500 patients with excisional surgery as the primary treatment 

for OSSN was screened. Matches were created based on patient age (within 10 years) and 

date of surgical excision (within 10 years). Surgically matched patients were treated 

successfully with surgery only; patients treated with adjuvant medical therapy after their 

surgeries were not eligible for matching.

 Surgically treated group

Excisional biopsy was performed in the setting of the operating room at Bascom Palmer Eye 

Institute in Miami (n= 43), in the ambulatory surgical center at Bascom Palmer Eye Institute 

in Palm Beach Gardens (n=2), in the Minor Procedure Room at Bascom Palmer Eye 

Institute in Miami (n=2), or in the clinic at Bascom Palmer Eye Institute in Miami (n=2). 

Eleven providers performed the excisional biopsies. Surgical treatment consisted of lesion 

excision with up to 4 mm of tumor-free conjunctival margins excluding the limbal margin 

(mean 2.7mm for those with known margin width, n=34). Cryotherapy was applied to the 

limbus and conjunctival edges in a double freeze-thaw method in 41 of the excisions, intra-

operative mitomycin C was applied in one case, and sclerectomy was performed in six cases. 

Amniotic membrane was used to cover the area of excision in 14 cases, conjunctival 

autograft in one case, primary closure in ten cases, and the rest were left open with bare 

sclera. Pathology to identify the lesion as an OSSN was performed by one of two 

experienced ocular pathologists at the Bascom Palmer Eye Institute.

 Medically treated group

Patients were treated with IFNα2b in the form of drops (n =40), subconjunctival/perilesional 

injections (n=1) or combination drop and injection therapy (n=8). A dose of 1 million IU/mL 

(n=35) or 3 million IU/mL (n=11; n=2 for combination of doses) was used for topical 

therapy. A dose of 3 million international units (in 0.5 ml) was used for subconjunctival 

injections. Eye drops were administered with an initial dose of 4 times daily (with one 

exception of 3 times daily) until clinical resolution.. Patients were initially seen on a 

monthly basis to assess treatment response, with a gradual lengthening of follow up time to 

every 2 to 3 months. Duration of interferon therapy was based on treatment response.

 Main outcome measures

Our two main outcome measures were time considerations and financial cost incurred with 

each treatment modality. With regards to time, the number of visits was tallied from the 

initiation of interferon or surgery for one year thereafter. With respect to the financial cost, 

costs were calculated using two different methods (Table 1.) The first cost estimation was of 

hospital billing charges (at 2013 prices) while the second estimation was of the 

reimbursements based on Medicare allowable. Medicare allowables were calculated using 

the 2013 Medicare fee schedules acquired from the Centers for Medicare and Medicaid 

Services (CMS) specific to a hospital-based practice in the geographic area of Miami, FL, 

and also for an ASC in the same geographic area. More detailed information about financial 

costs is described below.
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 Hospital billing information

 Excisional biopsy—To determine the financial billing charges of an excisional biopsy 

in the operating room, full billing records were obtained in 40 patients detailing the itemized 

facility fee, the surgeon fee, and the anesthesia/nurse anesthetist fee for the procedure. 

Billing records included 3 costs: physician charge, facility fee, and anesthesia costs. Of 

those, physician and anesthesia costs were stable over the years. The facility fee included 

several itemized fees including all materials used during the procedure (including amniotic 

membrane, if used, as well as fees for the use of surgical and anesthesia equipment. Of 

those, the cost of most items remained stable over the study period with the exception of the 

charge for the use of the holding area, the charge for the hourly use of the operating room, 

the charge for the hourly use of anesthesia equipment, and the charge for the use of amniotic 

membrane. These prices were all adjusted to reflect 2013 itemized charges for these items at 

Bascom Palmer Eye Institute.

Two cases were performed in the minor operating room (OR). In these cases, charges were 

calculated based on 2013 charging schedules for use of the minor OR facility and physician 

fees for biopsy. An additional two patients had lesions small enough to be excised in the 

clinic. For these patients, 2013 prices for in office facility and physician fees were applied. 

In 5 patients, billing records were incomplete. In these cases, we did have complete surgical, 

nursing, and anesthesia notes from which we were able to calculate surgical time, anesthesia 

time, and the cost of materials. These records were used to impute the missing values, 

itemized facility fees, and confirm the CPT procedure code that was billed at the time of 

surgery. For the physician charges and fees, the costs were calculated based on the procedure 

codes used. For the anesthesia (anesthesiologist and/ornurse anesthetist) and facility costs, 

expenses were calculated by imputing values based on surgical time and procedure codes. 

The charges for pathology were calculated using 2013 charges.

 Incisional (in office) biopsy and pathology charges—The charges for in-office 

incisional biopsies (29 in the IFN group and 2 in the excisional group) were calculated using 

2013 charges for facility and physician fees. (Table 1) The charges for pathology were 

calculated using 2013 charges for facility and physician fees.

 Hospital visits—Visits for surgical patients were separated into visits within the first 3 

months (the global period for post-operative care) and visits within the first year. No global 

period was used for excisional biopsies performed in the clinic or minor operating room. To 

determine the financial costs of visits, it was assumed that initial visits were billed as Level 

3, new patients and that subsequent visits were billed as Level 3, established patients. 

Patients with less than 1 year of follow-up had visits imputed based on the routine follow-up 

schedule. In the surgical group, the day of surgery was counted as the first visit to the 

hospital. Then, patients were seen 4 times in the first three months after surgery (1 day, 1 

week, 1 month, 3 months) and then every 3 months for the remaining year. In this group, 

only visits that occurred after the 90 day global period were included in the cost analysis. 

For the medical group, patients were typically seen monthly until tumor resolution, after 

which follow-up was every 3 months in the first year.
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 Medications—The billing of medications was calculated using 2013 prices of 

medications at the Bascom Palmer pharmacy. (Table 2) Patient operative reports and clinical 

records were reviewed to determine the type and duration of medications used. Medications 

were included in our analysis if the reason for use was directly related to surgical or medical 

treatment. For example, in surgical patients on topical steroids during the postoperative 

period, glaucoma medications were used by providers if they developed an increase in 

intraocular pressure thought to be a steroid response. The duration of treatment was used to 

estimate how many bottles/tubes a patient would have purchased. For ointment, it was 

assumed that one 3.5 g tube of ointment would last approximately 3 weeks. For drops, it was 

assumed that there were 20 drops present in 1 mL and the number of bottles was estimated 

using information on frequency and duration of use. For example, a 3 mL bottle of interferon 

would have 60 drops present in the bottle, and with four times a day dosing would be 

estimated to last 15 days. A 3 mL bottle of interferon 1 million units per millimeter cost 

$130 and was estimated to last 15 days and a 3 mL bottle of interferon 3 million units per 

millimeter cost $180 per bottle and was estimated to last 15 days. Interferon injections of 3 

million units per 0.5 millimeters cost $68 per injection.

 Medicare allowable method

 Excisional biopsy

Physician reimbursements were calculated using 2013 Medicare fee schedules24 specific to a 

hospital-based practice in the geographic area of Miami, FL.25 In this fee schedule, 

physician work RVUs, or relative value units, are units based on the relative amount of time, 

technical skill, and effort required by a physician to provide a service. Each CPT (current 

procedural terminology) code has a relative value associated with it that is multiplied by a 

conversion factor and a geographical adjustment.26 The dollars per RVU (relative value unit) 

value used was $34.023, the established rate for 2013. When more than 1 CPT code was 

used, the highest valued procedure was calculated at 100% of the fee schedule and thereafter 

the physician fees were calculated at 50% of the fee schedule. Reimbursement for unlisted 

codes was estimated based on reimbursement data determined by Medicare adjusters for the 

year 2013 for similar surgeries.

Facility fee reimbursements were calculated similarly to the physician fee reimbursements 

using 2013 Medicare fee schedules27 specific to a hospital based practice in the geographic 

area of Miami, FL28 and an ambulatory surgical center in Palm Beach, FL for the cases done 

there.25

Anesthesia professional fees were calculated based on the sum of base units (determined by 

the type of surgical procedure) and time units (in units of 15 minutes), multiplied by the 

conversion factor 25.52, specific to a hospital-based practice in the geographic area of 

Miami, FL.29 CPT code 00140, anesthesia for conjunctival surgery is weighed as 5 base 

units. One time unit is 15 minutes and the cases were estimated as either 4 time units (1 

hour) or 6 time units (1.5 hours) based on anesthesia time recorded in hospital records. Thus, 

anesthesia professional fee reimbursements for surgeries were either $229.68 (1 hour) or 

$280.72 (1.5 hours).
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 Incisional (in office) biopsy and pathology costs

The reimbursements for in-office biopsies were calculated using the 2013 Medicare fee 

schedules acquired from the Centers for Medicare and Medicaid Services (CMS) specific to 

a hospital-based practice in the geographic area of Miami, FL. Reimbursements were 

calculated as equal between the surgical group and those in the medical group who received 

biopsies for pathology, which was calculated using the 2013 Medicare fee schedule.

 Clinic visits and medications

Reimbursements for clinic visits and medication costs were calculated using the same 

assumptions that were used to calculate costs in the hospital billing information above.

 Statistical analysis

Statistical analyses were performed using the SPSS 20.0 (SPSS Inc, Chicago, IL) statistical 

package. Frequencies and descriptive variables were calculated for each group. Categorical 

variables were compared using a Chi square analysis; continuous variables were compared 

using the Mann Whitney non parametric independent comparison of medians.

 Results

Demographic characteristics of the surgical group and medical group are shown in Table 3. 

As found in our previous study using the same group of patients,23 the surgical group had a 

statistically higher proportion of Hispanic patients but there was no statistical difference in 

gender, age, or race. Tumors in the surgical group were more often described as leukoplakic, 

nodular, and/or gelatinous (p<0.05) but no statisticaly significant differences were noted 

between the groups with respect to area or clinical AJCC stage. Pathology was available for 

all patients in the surgical group and 27 patients in the interferon group, all of which were 

consistent with OSSN.

With regards to time implications, the medical group had an average of 2 more actual and 

imputed number of visits during the course of 1 year compared to the surgical group (Table 

3).

When calculating cost using the method of hospital billing (Table 4), there was a statistically 

significant difference in the total cost for the surgical group versus the medical group 

(p<0.005). Patients undergoing surgery had an average actual $12,612 increased cost and an 

average imputed $12,725 increased cost compared to interferon treatment. There was no 

statistical difference found for non-interferon medication costs. The cost of office visits was 

found to be statistically higher in the medical group (p< 0.005), with the medical group 

having an average actual $1,842 increased cost and an average imputed $1,727 increased 

cost over the surgical group. This was due to the fact that 4 visits in the surgical group (visits 

at 1 day, 1 week, 1 month, and 3 months) were bundled in the global period and not billed to 

the insurer.

When calculating cost using the Medicare allowable method, however, there was no 

statistically significant difference between total costs in the surgical and medical groups (see 

Table 4). Interferon was calculated as being an out of pocket cost given Medicare does not 
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cover the cost of compounded medications. On average, the 48 patients who received drops 

used approximately 8 bottles of interferon (1 million units per millimeter, 3 milion units per 

millimeter, or both) and incurred a cost of $1,172 for their drops. For the 9 patients who 

received injections, they received an average of 5.44 treatments and incurred a cost of $370 

for their injections.

 Discussion

In a previous analysis by our group studying the same cohort of patients,23 and as found by 

other groups,9 patients treated with surgical excision versus interferon had similar treatment 

outcomes in terms of success and recurrences, suggesting that both treatments are effective 

in treating OSSN.

When deciding about treatment, financial costs and time considerations may play a larger 

role in decision making between the physician and the patient and there are several factors to 

be considered. Overall, we found that the medical group had an average of 2 more actual and 

imputed number of visits during the course of 1 year. Financially, cost as represented by 

hospital charges was higher in the surgical group, but cost between the two groups was not 

statistically different when calculated based on Medicare allowable charges

Financial cost can be identified differently depending on whose perspective is being 

considered-the patient, the health provider/hospital, or society. Insurance status and coverage 

plays a large role in determining the out of pocket costs to a patient.

We will first discuss this based on out of pocket costs to the patient. For uninsured patients, 

hospital billing serves as a close approximation as to what they will be asked to pay out of 

pocket for procedures and hospital visits. Hospital billing, although often higher than 

Medicare allowable reimbursements has a precedent for being used to calculate cost in the 

medical literature.30 Given that hospital billing charges for the surgery group (average cost 

$17,598; imputed average cost $17,944) were significantly higher than the hospital billing 

charges for the interferon group (average cost $4,986; imputed average cost $5,219), 

medical treatment is the more financially appealing option to uninsured patients.

For insured patients, each insurer may set a different reimbursement for the provider and 

facility, and patient costs. We chose to also evaluate costs in terms of Medicare allowable 

reimbursements as they remain the gold standard for setting the fee schedule for many 

insurance companies and more closely affect the experience of financial cost from the 

perspective of the insurance company, the patient, and society. Studies in prostate cancer,31 

lung cancer,32 macular degeneration,33 retinal detachment repair,34 and macular holes35 

have used Medicare allowable reimbursements to establish costs for comparative analysis 

and cost effectiveness. The out of pocket cost for treatment of OSSN to a Medicare patient 

would differ based on two factors—whether they had secondary insurance, and if they did, 

whether the cost of topical medications would be covered. Medicare patients without 

secondary insurance are responsible for 20% of the Medicare allowable charges, whereas 

Medicare patients with secondary insurance do not incur out of pocket costs for hospital 

charges. The only potential cost to a patient with Medicare and secondary insurance would 
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be the cost of compounded medications like interferon, not typically covered by Medicare 

but sometimes covered by secondary insurances.

In our analysis of Medicare allowable charges, the expense of interferon (average $1,172 for 

topical medication and $370 for injections in Table 4) was assumed to be an out of pocket 

expense in the medical group. Thus, for patients insured by Medicare with a secondary 

insurance that does not cover the cost of interferon, there is a large financial incentive to 

choose surgical over medical treatment, as there would be no out of pocket cost to the 

patient for surgery

Financial cost considerations are different if a patient has insurance that covers the cost of 

compounded medications. In our study, when using the Medicare allowable method and 

considering hospital costs (incurred by office visits and biopsy costs alone), we assumed the 

cost of interferon was out of pocket to the patient because Medicare does not cover the cost 

of compounded medications. However, if the cost of interferon was covered by insurance, 

the out of pocket cost of medical treatment would actually be lower than surgical treatment. 

Thus, for a non-Medicare patient or a Medicare patient with a secondary plan which covered 

interferon, medical treatment would be more financially appealing than surgery.

Similarly, cost considerations would also be different for a Medicare patient who did not 

have a secondary insurance, as they would be responsible for paying 20% of the Medicare 

allowable charges.

There is significant variability among insurance plans regarding the financial burden placed 

on the patient. The actual out of pocket costs to the privately insured patient would be 

determined by the percentage copay and deductible of their plan and thus may be different 

than those found in our Medicare allowable analysis. However, given that insurance 

companies base their charges on some proportion of Medicare allowable charges, the out of 

pocket cost to the patient of medical treatment would still be lower if the cost of 

compounded medications was covered. When interferon costs lower, this too would change 

the pendulum.

Thus, based on out of pocket costs for the patient, an uninsured patient would be most likely 

to choose interferon (average $4,986) over surgery (average $17,598). A patient with 

Medicare and no secondary insurance would have similar costs with either surgical (20% of 

the average Medicare allowable charges: $705.60) or medical treatment (20% of Medicare 

allowable charges: $566.20). There was no statistically significant difference between these 

costs. A patient with Medicare and secondary insurance covering the cost of interferon 

might choose either therapy given very low or no out of pocket costs with each therapy. A 

patient with Medicare and a secondary insurance not covering the cost of interferon would 

most likely choose surgery given the low out of pocket costs for surgery and high interferon 

costs ($1,172 average for topical treatment and $370 average for treatment with injections).

When considering cost from the perspective of providers, hospitals, and society at large, 

surgical versus medical treatments for OSSN would have different advantages. Hospital 

billing, as mentioned above, reflects the financial burden that would be incurred by 

uninsured patients. Our results showed that hospital billing in the surgical group was more 

Moon et al. Page 8

Ophthalmology. Author manuscript; available in PMC 2017 March 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



than 2 times higher than medical treatment. Hospital billing charges included charges for the 

use of the operating room/minor procedure room, microscope, cautery, sutures, irrigating 

solution, anesthesia, and amniotic membrane if used. Operating room charges varied based 

on the time spent by the surgeon. As reimbursements for surgical procedures change, this 

may determine how cost effective surgery is for hospitals and providers.

However, another factor to consider in the cost to providers, hospitals, and society at large is 

the 2 extra clinic visits found in the medical group. While modest in number, more visits 

translate to more time spent on the part of the provider, more days missed from a person’s 

job and more time invested in transportation to and from appointments by a patient and 

his/her caregivers. In the case of many elderly patients, there may be additional costs 

associated with needing to hire a driver or having a friend or one of their children miss work 

in order to bring them to their appointments. The nonmedical financial costs of parking, 

transportation, lodging expenses, caregiver wages, and lost wages from missed work were 

not considered. In addition, out of pocket costs based on different insurances were not 

considered. Furthermore, physician time in minutes for surgery and office visits was not 

tallied; only the number of hospital visits for each patient was calculated. All of these factors 

would be of interest in future studies. In more recent years, we have lengthened the time 

period between visits in medically treated patients. Currently, we follow patients every 6–8 

weeks for the first 4 months to ensure response to therapy, and then stretch the visits to every 

3 months thereafter. With this new protocol we estimate that, on average, a patient would 

need to be seen 5 times in the first year, which would be more comparable to the surgical 

group. A future study will better evaluate the cost significance of this protocol change.

To conclude, this study found that interferon treatment involved more time and a higher level 

of compliance over surgical treatment. Hospital billing charges were higher in the surgical 

group compared to the interferon group whereas Medicare allowable charges were 

comparable between the two groups. The out of pocket cost to the patient is dependent on 

the status and level of insurance coverage. Rather than allowing the bias of different payer 

mixes effect our comparison between the two treatments, we chose to examine the hospital 

billing and Medicare allowable charges in order to provide the reader with the true cost of 

each treatment. Given the clinical equivalency of surgical versus medical treatment, 

physicians treating patients with OSSN will have to weigh the financial and time costs of 

each treatment and tailor the treatment accordingly to their patients’ circumstances.

As the landscape of financial reimbursement in healthcare evolves and stabilizes, future 

studies will need to re-evaluate the analysis regarding the cost of each modality in terms of 

physician work effort, patient out of pocket costs, and the cost to our insurers.
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Table 1

Demographic and Clinical Features in Ocular Surface Squamous Neoplasia Treated Surgically versus 

Medically

Surgical Medical P-value

Number of eyes/patients 49 49

Age (years), mean [SD] 64 [14] 58 [24] 0.12

Gender, male n [%] 26 [53] 27 [55] 0.84

Race, white n [%] 41 [84] 33 [82.5]

 black n [%] 5 [10] 2 [5] 0.33

 other n [%] 3 [6] 5 [12.5]

Ethnicity, Hispanic n [%] 26 [54] 16 [33] 0.03

Area (mm2), mean (SD) 24 (30) 34 (36) 0.14

Clinical AJCC stage, n [%]

 T1 13 [27] 5 [10] 0.07

 T2 6 [12] 4 [8]

 T3 30 [61] 40 [82]

Appearance, n [%]

 Leukoplakia 21 [51] 14 [29] 0.03

 Papillomatous 9 [18] 10 [22] 0.64

 Nodular 28 [57] 15 [31] 0.008

 Gelatinous 22 [58] 16 [33] 0.02

n=number of individuals in group SD=standard deviation
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Table 2

Medication Costs at the Bascom Palmer Eye Institute in 2013

Antibiotics $ ml Potential duration

Polymyxin B and trimethoprim ophthalmic gtts (generic) 14.5 10 50 days

Dexamethasone, neomycin and polymyxin B gtts (generic) 16 5 25 days

Gentamicin gtt (generic) 8 5 25 days

Moxifloxacin gtts (brand) 104 3 15 days

Gatifloxacin gtts (brand) 90 5 25 days

Ofloxacin gtts (generic) 8 5 25 days

Tobramycin and dexamethasone gtts (brand) 30 2.5 12.5 days

Erythromycin ointment (generic) 22 3.5 21 days

Bacitracin ointment (generic) 64.5 3.5 21 days

Bacitracin zinc and polymixin B sulfate ointment (generic) 11.5 3.5 21 days

Anti-inflammatory agents

Nepafenac gtts (brand) 132 3 15 days

Ketorolac tromethamine gtts (generic) 15 5 25 days

Fluorometholone 0.1% gtts (generic) 15 5 25 days

Loteprednol etabonate gtts (brand) 127.5 5 25 days

Difluprednate gtts (brand) 126.5 5 25 days

Prednisolone acetate 1% gtts (generic) 10 5 25 days

Cyclosporine 0.05% gtts (brand) 132 30 30 days

Other

Brimonidine tartrate/timolol maleate (brand) 82.5 5 50 days

Timolol (generic) 8 5 1 mo

Diamox 250mg (generic) 8 7 pills 3 days

Atropine 1% gtts (generic) 17 5 50 days

Acetaminophen and oxycodone (generic) 8 30 pills 7 days

Anti-tumor drugs

Interferon drops 1 million units/ml 130 3 15 days

Interferon drops 3 million units/ml 180 3 15 days

Interferon injection 3 million units/0.5 ml 68 0.5 1 day

Gtts=drops
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