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President’s Report 
VA Optometry news. 

 
 
As we roll thru Fall on towards the holiday season, I wish all of you well.  This is the “high season” for NAVAO as 
we are planning our annual meeting and gala which will be held at the Academy Meeting in San Diego.   
 
Once again, Pharmacia is providing exclusive sponsorship for our gala.  This is allowing NAVAO to bring Dr. 
Linda Johnson in as our keynote speaker.  Dr. Johnson is the Acting Director, Associate Health Education Office 
in VA Central Office.  Dr. Johnson is the person making funding decisions on all optometry residencies in the VA 
so her perspective about the landscape for optometry training programs over the coming years will be critical 
information.  I am hoping we have an excellent turnout and as usual I will do my best to keep you informed and 
entertained and of course well fed!   
 
We will be awarding Dr. Charlie Mullen a Lifetime Achievement Award at our dinner.  Charlie has recently 
retired as president of ICO and has spent a long career as a visionary in optometry.  It was Charlie who had the 
foresight to recognize that optometrists will be primary eye care providers.  Those of us fortunate enough to train 
under him in the early 1970s were taught skills that did not become mainstream until 10-15 years later.  While in the 
VA, Charlie never lost sight of the fact that we as practitioners need to care for our patients with excellence and 
compassion.  At the same time, policies were being developed that protected veterans and VHA by ensuring that 
benchmarks were being met for credentialing and privileging, medical staff membership, and reporting relationships.  
Charlie left VACO Optometry Service in excellent shape!  As president of ICO, Charlie was able to take the helm of 
an institution with many liabilities and bring back excellence and academic achievement.  As my mentor, I am so 
happy to be president when Charlie is getting this award.  It will be indeed an honor to present it. 
 
There will be many other NAVAO awards and citations including the presentation of the award for the Pharmacia 
sponsored Glaucoma Challenge winner.  Be there! 
 
Finally, as I look out of my office window on a beautifully crisp autumn afternoon, I note the beautiful colors 
coming out on the hillside in direct view and marvel at how fortunate I am to see it!  This makes me realize (again) 
how precious vision is, and how blessed we are with being the gatekeepers of this most precious gift.  It helps me to 
remember this moment during rough periods at work so I can realize that my goal is to care for my patients in the 
preservation of vision.  Lets keep our eyes on the prize.  See you in San Diego! 
 
- Jerry  

Clinical Pearls 
Highlights from recent publications. 

 
RECURRENT TOXOPLASMIC RETINOCHOROIDITIS TREATMENT  
A total of 124 patients with a history of recurrent toxoplasmic retinochoroiditis were randomized to 
treatment with one tablet of trimethoprim (160 mg)/sulfamethoxazole (800 mg) every 3 days (61 patients) 
or to observation without treatment (63 patients) were followed monthly for up to 20 consecutive months 
for clinical signs of disease recurrence.  Recurrences developed in four (6.6%) treated patients and in 15 



(23.8%) controls.  The authors conclude that long-term intermittent treatment with 
trimethoprim/sulfamethoxazole can reduce the rate of recurrent toxoplasmic retinochoroiditis. 
 
Silveira C, et al.  AJO, July 2002; 134:  41-46.   
 
DIABETIC SCREENING:  DIGITAL PHOTOS VS OPHTHALMOSCOPY 
197 Patients with type I and type II diabetes mellitus were sequentially evaluated by single-field digital 
monochromatic nonmydriatic photography; dilated ophthalmoscopy by an ophthalmologist; and seven 
Early Treatment Diabetic Retinopathy Study (ETDRS) standardized 35-mm color stereoscopic mydriatic 
images.  There was highly significant agreement between the degree of retinopathy detected by a single 
nonmydriatic monochromatic digital photograph and that seen in seven standard 35-mm color 
stereoscopic mydriatic fields. The sensitivity of digital photography compared with color photography was 
78%, with a specificity of 86%. Agreement was poor between mydriatic ophthalmoscopy and the seven-
field standard 35-mm color photographs. Sensitivity of ophthalmoscopy compared with color photography 
was 34%, with a specificity of 100%.  The authors conclude that a single nonmydriatic monochromatic 
wide-field digital photograph of the disk and macula was more sensitive for diabetic retinopathy screening 
than mydriatic ophthalmoscopy, the currently accepted screening method.  
 
Lin DY, et al.  AJO, August 2002; 134:  204-213. 
 
THE FELLOW  EYE IN NAION 
Four hundred eighteen patients were enrolled; 258 randomized and 160 observed.  Follow-up data from 
the IONDT cohort provide evidence that the incidence of fellow eye NAION is lower than expected: new 
NAION was diagnosed in 14.7% of IONDT patients over approximately 5 years. Increased incidence is 
associated with poor baseline visual acuity in the study eye and diabetes, but not age, sex, smoking 
history, or aspirin use. 
 
Newman NJ, et al.  AJO, September 2002; 134:  317-328. 
 
SPONTANEOUS TRAUMATIC MACULAR HOLE CLOSURE 
Three patients who sustained unilateral blunt trauma to the eye and developed traumatic macular hole 
were followed with ophthalmic examination, fundus photography, fluorescein angiography, and optical 
coherence tomography (OCT). 
The authors conclude that macular hole can be a result of severe damage from ocular concussion or 
damage to the retina. For 6 months following injury, traumatic macular hole should probably be observed 
rather than surgically repaired, because of the possibility that the macular hole may close spontaneously. 
 
Yamada H, et al.  AJO, Sept 2002: 134:  340-347. 
 
WHEN TO INITIATE ORBITAL SURGERY FOR BLOW-OUT FRACTURE 
A literature review was performed for articles published from 1983 to the present using the key words, 
"orbital floor fracture, orbital trap-door fracture, and orbital blow-out fracture."  The author concludes that 
the timing and treatment indications for orbital floor fractures are evolving. Nonresolving oculocardiac 
reflex, the "white-eyed" blowout fracture, and early enophthalmos or hypoglobus are indications for 
immediate surgical repair. Surgery within 2 weeks is recommended in cases of symptomatic diplopia with 
positive forced ductions and evidence of orbital soft tissue entrapment on computed tomography 
examination or large orbital floor fractures that may cause latent enophthalmos or hypo-ophthalmos. 
 
Burnstine MA.  Ophthalmology, 2002; 109: 1207-1210 
 
 



DIABETIC RETINOPATHY AND VASCULAR RISK FACTORS 
Retinopathy was detected in 328/1600 (20.5%) of those with diabetes; 114/1724 (6.6%) had hard 
exudate, 28/1600 (1.8%) had proliferative diabetic retinopathy, and 27/1662 (1.6%) had macular edema. 
The prevalence of diabetic retinopathy was higher in blacks (27.7%) compared with whites (16.7%).  
Study data suggests that plasma lipids are associated with the presence of hard exudate and that carotid 
artery intima-media wall thickness is associated with retinopathy, but other manifestations of 
atherosclerosis and most of its risk factors are not associated with severity of diabetic retinopathy. 
 
Klein R, et al.  Ophthalmology, 2002; 109: 1225-1234 
 
ASYMMETRIC IOP FLUCTUATIONS  
50% of subjects without glaucoma exhibited an asymmetric IOP fluctuation between two consecutive 
visits compared with 63.2% of glaucoma patients. No differences in the magnitudes of the asymmetric 
IOP fluctuations were noted between groups. The authors conclude that spontaneous asymmetric 
fluctuations of intraocular pressure between fellow eyes occur commonly in normal subjects and 
glaucoma patients. The frequency and magnitude of observed spontaneous asymmetric IOP fluctuations 
between consecutive clinical visits in glaucoma patients are sufficiently large to potentially confound the 
interpretation of monocular therapeutic drug trials. 
 
Realini T, et al.  Ophthalmology 2002, 109: 1367-1371 
 
PDT FOR POHS 
Twenty-six patients with presumed ocular histoplasmosis (POHS) with subfoveal CNV lesions no larger 
than 5400 µm in greatest linear dimension with classic or occult CNV extending under the geometric 
center of the foveal avascular zone and best-corrected visual acuity letter score of approximate Snellen 
equivalent 20/40–20/200, received 1 or more veterporin treatments over 3 months. By the month 12 
examination, but excluding any retreatment at that visit, patients had received an average of 2.9 
treatments of a maximum of 4 possible treatments. At the month 12 examination, 14 (56%) patients 
gained 7 or more letters of visual acuity from baseline, whereas 4 (16%) patients lost 8 or more letters, of 
which 2 (8%) lost 15 or more letters. No serious systemic or ocular adverse events were reported.  
 
Saperstein DA, et al.  Ophthalmology 2002, 109: 1499-1505 
 
DIFFUSE IRIS MELANOMA  
Twenty-five consecutive patients with a mean patient age of 49 years with diffuse iris melanoma were 
evaluated.  The initial complaint was unilateral darker eye color in 13 cases (52%) and blurred vision in 6 
(24%). Six patients (24%) were symptom free. On presentation elsewhere, the initial diagnosis was iris 
melanoma or nevus in 11 cases (44%) and glaucoma in 14 (56%), 8 (32%) of whom had prior laser or 
surgical treatment for glaucoma. The mean intraocular pressure at referral was 36 mmHg, and the mean 
number of clock hours involved by tumor was 11. Heterochromia iridis was present in all 25 cases 
(100%), corectopia in 23 (92%), and ectropion iridis in 21 (84%).  The tumor was managed by enucleation 
in 22 cases (88%) and by plaque brachytherapy in 3 (12%).  All 22 enucleated cases were found to have 
tumor invasion in the trabecular meshwork. Tumor invasion of Schlemm’s canal was found in 18 (82%), 
minor pars plicata in 12 (55%), and episclera in 7 cases (28%). Of seven cases with episcleral invasion, 
four underwent surgical treatment for glaucoma. Liver metastasis developed in 3 cases (13%).  
 
Demirci H, et al.  Ophthalmology 2002, 109: 1553-1560 
 
PREDICTIVE FACTORS FOR GLAUCOMATOUS OPTIC NEUROPATHY 
The study included 394 eyes of 257 white patients with chronic open-angle glaucoma. Mean follow-up 
time was 31.8 months.  Progression of glaucomatous optic nerve changes was detected in 42 eyes 



(11%). At baseline of the study, neuroretinal rim area was significantly smaller, and ß zone of 
parapapillary atrophy was significantly larger in the progressive study group compared with the 
nonprogressive study group. Neither study group varied significantly in size and shape of the optic disc, 
optic cup depth,  zone of parapapillary atrophy, and diameter of the retinal arteries and veins.  Multiple 
Cox regression analysis revealed that the progression of glaucoma depended significantly on the area of 
the neuroretinal rim (temporal sector) and ß zone of parapapillary atrophy (temporal inferior sector).  
 
Jonas, JB, et al. Ophthalmology 2002, 109: 1561-1567 
 
IOP AFTER HYPEROPIC LASIK SURGERY 
One hundred eight eyes of 58 patients were enrolled in the study. Baseline intraocular pressure (IOP) was 
measured by Goldmann applanation tonometry. These readings were compared with readings obtained at 
least 6 months after surgery.  After H-LASIK, a decrease was observed in the measured IOP of treated 
eyes that could not be related to the degree of hyperopia treated or to the treatment zone diameter. A 
significant difference was observed between the IOP before and after surgery.  
 
Zadok D, et al.  Ophthalmology 2002 109: 1659-1661 
 
DIAMOX FOR CENTRAL SEROUS CHORIORETINOPATHY 
15 acetazolamide-treated and 7 untreated (control) CSR patients who completed at least 24 months of 
follow-up were included in the study.  Patients in the treatment group were given systemic acetazolamide 
according to a standard protocol.  Mean times to both subjective visual improvement and clinical 
resolution of the attack were shorter in the study group than in the control group. Recurrence rate did not 
differ between the study and control groups.  
 
Pikkel J, et al.  Ophthalmology 2002 109: 1723-1725 
 
LATANOPROST AND TIMOLOL COMBO VS MONOTHERAPY  
418 patients with primary or secondary open-angle glaucoma or ocular hypertension were enrolled in the 
study.  Diurnal intraocular pressure levels were similar at baseline, but at week 26, they were 19.9  mm 
Hg in the fixed combination therapy group, 20.8  mm Hg in latanoprost-treated patients, and 23.4  Hg in 
timolol-treated patients. The mean change from baseline was greater among patients receiving fixed 
combination therapy compared with each monotherapy group.  
 
Higginbotham EJ, et al.  Arch Ophthalmol, 2002; 120:  915-922 
 
OPEN-ANGLE GLAUCOMA AND BLOOD PRESSURE   
Two thousand nine hundred eighty-nine black participants with low perfusion pressure (where PP = BP – 
IOP) were evaluated. As baseline IOP increased, the risk of OAG substantially increased. In contrast, 
persons with systemic hypertension at baseline had half the relative risk, suggesting that hypertension 
does not increase (and may decrease) the 4-year risk of OAG. Lower perfusion pressure at baseline 
increased relative risk approximately 3-fold, a result consistent with the vascular hypothesis of OAG 
pathogenesis. 
 
Leske MC, et al.  Arch Ophthalmol 2002, 120:  954-959 
 
GLAUCOMATOUS DEFECTS:  FULL THRESHOLD VS SITA 
A prospective observational case series of 77 patients with glaucoma performed FT, SS, and SF 30-2 
white-on-white testing programs on the same day on 2 occasions for 1 month.  The mean deviations were 
slightly better using the SS or the SF algorithm compared with the FT algorithm. There were no significant 
differences in pattern standard deviations between SS and SF compared with FT, although the pattern 



standard deviation was higher in SS fields compared with SF fields.  Advanced Glaucoma Intervention 
Study scores were slightly better when the SS or SF algorithm was used compared with the FT algorithm.  
The sizes of glaucomatous defects were slightly larger using the SS algorithm compared with the FT 
algorithm but not the SF algorithm. The depth of defects measured by the SS and SF algorithms was 
significantly shallower compared with that measured by the FT algorithm.  There were no significant 
differences in Hodapp-Anderson-Parrish severity scores among algorithms.  The authors conclude 
that glaucomatous defects are measured significantly shallower using the new SITA algorithms but are 
approximately the same size and severity compared with FT measurements. Care should be taken when 
using threshold values to compare glaucomatous defects in a patient when converting from FT to SITA 
algorithms. 
 
Budenz DL, et al.  Arch Ophthalmol 2002, 120:  1136-1141 
 
SITA FAST VS GOLDMANN FOR NEURO PATIENTS 
Patients were separated into 2 groups, those with severe neurologic deficits (n = 50 eyes) and those with 
severe vision loss but mild neurologic dysfunction or none at all (n = 50 eyes). Overall, GVF and SITA 
Fast were equally reliable in 77% of eyes. Goldmann manual kinetic perimetry and SITA Fast showed 
similar visual field results in 75% of all eyes (70% of eyes of patients with severe neurologic deficits and 
80% of eyes with poor vision). Ninety-one percent of patients preferred GVF to SITA Fast.  Our results 
suggest that for the general ophthalmologist or neurologist, visual field testing with SITA Fast perimetry 
might even be preferable to GVF, especially if performed by a marginally trained technician, even in 
patients with severely decreased vision or who are neurologically disabled. 
 
Szatmáry G, et al.  Arch Ophthalmol 2002, 120:  1162-1173 
 

Case Report 
Submitted by : 

Ruby Bello, Optometry  Student, Illinois College of Optometry 
Dianne Kowing, OD, VA Outpatient Clinic, Daytona Beach, Florida 

 
In February of 2001, JB, a 73-year-old white male, first presented at the Daytona Beach VA Outpatient Eye Clinic 
for a complete eye exam.  His chief complaint was a pulling sensation OD, once or twice a month without pain but 
with noted occasional flashes and floaters.  His significant medical history included seborrheic keratosis, valvular 
heart disease, allergic rhinitis, hypertension, obesity, hypercholesterolemia, GERD, and degenerative arthritis.  His 
medications included Acetaminophen, Ascorbic Acid, Calcium Carbonate, Fexofenadine HCL, Flunisolide, 
Lansoprazole, Lisinopril, Nitroglycerine, Ranitidine HCL, Verapamil HCL and Vitamin E.    JB had no known 
medical allergies.  He denied any history of ocular disease or a family history of ocular disease. 
 Observation of the patient revealed pupils that were 4mm OU, with 4 reactivity OU, and no afferent pupillary 
defect.  Motility testing showed full ductions and versions. Confrontation fields were full- to- finger counting OU.  
A manifest refraction revealed mild hyperopia and presbyopia with vision correctable to 20/20 OD, 20/20 OS.  

Slit lamp examination revealed 1+ blepharitis of the lids and lashes, clear corneas, and anterior chambers that 
were deep and quiet OU.  The conjunctiva was white and quiet OS, however, a sentinel vessel on the sclera leading 
to a mass on the iris OD was observed. The iris OS was unremarkable.  A darkly pigmented elevated growth, 3mm x 
2mm in size, raised approximately 2mm, located at 5 o’clock was noted on the iris OD.  The growth extended into 
the angle. A peaked pupil and lens cortical spoking was noted at the area of the growth. When JB was questioned 
about the growth, he stated it was noted by an Optometrist 10 years ago and was monitored for 6 months with no 
change in size.  JB denied any history of cancer.   

IOP’s for JB were found to be 15 mmHg in each eye.  The dilated ophthalmoscopic findings showed normal 
appearing fundi, maculae, vitreous and retinal peripheries with a cup to disc ratio of 0.3 OU. 

 JB was consulted to the Gainesville VA Medical Center Ophthalmology Service to rule out iris melanoma 
OD.  The patient’s condition was assessed as a pigmented iris mass OD, appearing stable and highly suspicious for 



melanoma. A systemic work-up was performed including a MRI of the brain and orbits, a CT of the abdomen and 
pelvis, chest x-ray, CBC, liver functions tests, and B-scan. All of the tests were negative.  It was felt that no biopsy 
was indicated at the time due to a chance of seeding. 

Iris melanoma is a rare condition comprising approximately 4-5% of all uveal melanomas.1  It has been 
reported that after 10 years, only approximately 3-5% of these melanomas continue on to metastasize. 1   The natural 
history of iris melanomas is usually benign slow growth.  Clinically, they are often indistinguishable from iris naevi 
and so prolonged observation is often necessary to detect such growth.  Fluorescein angiography and 
ultrasonography are generally of little diagnostic value in these situations. 
 Identification of the clinical features of a true iris melanoma may be challenging.  Critical signs include a 
unilateral brown or translucent iris mass lesion, exhibiting slow growth occurring more commonly in the inferior 
half of the iris and in lighter skinned individuals. 2   Other clinical features include a base diameter >3mm and a mass 
depth >1mm, abnormal vasculature, pigment dispersion, satellite lesions and tumor related symptoms.  As well 
nonspecific signs may also occur including chamber angle involvement, sectoral cortical cataract and glaucoma, 
however these characteristics do not clearly distinguish reliably between naevi and melanomas. 

Iris melanomas usually grow locally into the anterior chamber or along the iris surface.  Commonly they may 
also invade the anterior chamber angle and ciliary body by local extension.  Once diagnosis is strongly suspected, 
iris melanoma management is generally done by iridectomy.  If the involvement of the ciliary body occurs, when the 
melanoma has extended into the angle, an iridocyclectomy is preformed.  With more aggressive behavior, such as 
when the diffuse iris melanoma produces secondary glaucoma, management of cases requires enucleation. 3   
Another method for iris melanoma management currently under investigation is plaque radiation therapy. 4   Here, a 
method to treat iris and ciliary body tumors without the risk associated with the intraocular surgery (retinal 
detachment, intraocular hemorrhage, infection) is offered.  In this situation a (71%) high incidence of secondary 
cataract has been found to occur. 4   

Since JB’s initial visit to the Daytona Beach VA in February 2001 and his consultation to the GVAMC, 
subsequent return visits every few months have revealed a stable pigmented iris mass OD with no evidence of 
growth.  JB’s last  exam was August 2002, where the findings again remained the same with no visual changes, a 
stable pigmented iris mass OD with no evidence of growth  and without ciliary body or retinal involvement.  
Currently no compelling evidence exists that prompt excision of small suspected iris melanomas improves the 
survival prognosis over that expected with observation alone.5  JB will again be followed up in three months time for 
reevaluation and close observation of this iris mass that is highly suspicious for iris melanoma.  
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Thoroughbreds 
Kudos to the lecturers / writers within the VA Optometry Service. 

Lectured: 
Joseph Hallak, International Congress of Ophthalmology, 04/02, The Role of Contact Lenses in Low 
Vision and From Ben to Bifocals – Optomimizing Bifocal Fitting Success 
 
Rita Hannum, American Association of Diabetic Educators, 08/02, Practical Prescription for Optical and 
Non-Optical Aides 
 

Published: 

Chen JS (1st co-author).  Parieto-occipital Arteriovenous Malformation.  Optometry. August 2002; 73 (8):  
477-491. 

Ficarra AP (1st co-author).  Assessment of Intraocular Pressure in Children By Digital Tension.  
Optometry. August 2002; 73 (8):  499-506. 

Maino JH.  Kansas City VAMC Optometry Residency Program:  A Survey of Residents Since 1975.  
Optometry and Vision Science.  July 2002; 79 (7):  410-415. 

Tierney JW (3rd co-author).  Glaucoma Medical Treatment-2002:  Does Yearly Cost Now Equal the 
Year?.  Optometry and Vision Science.  August 2002; 79 (7):  489-492. 

 

Calendar 
Important dates to remember. 

 
October 20-23, 2002 
 Academy of Ophthalmology, Orlando, FL,  http://www.aao.org/aaoweb1/Meetings/11360.cfm 
October 26-27, 2002 

VISN 8 CE Meeting, Ft. Lauderdale, Florida.  8 Hours of COPE and TQ.  All VA O.D.s are invited.  
Contact:  joseph.molinari@med.va.gov 

December 12-16, 2002 
 AAO Annual Meeting, San Diego, CA, http://www.aaopt.org/meetings/meeting3/index.asp 
December 13, 2002 
 NAVAO DINNER, San Diego, CA 

 



Internet Links 
Suggested web sites. 

JOURNALS 
Archives of Ophthalmology, http://archopht.ama-assn.org/ 

 American Journal of Ophthalmology, http://www.ajo.com/ 
British Journal of Ophthalmology, http://bjo.bmjjournals.com/contents-by-date.0.shtml 

 Clinical and Experimental Optometry, http://www.optometrists.asn.au/ceo/ceo.html 
 Ocular Surgery News, http://www.osnsupersite.com/ 
 Ophthalmology, http://www.aaojournal.org/ 

Primary Care Optometry News, http://www.slackinc.com/eye/pcon/pconhome.asp 
 Review of Optometry, http://www.revoptom.com/ 
 Review of Ophthalmology, http://www.revophth.com/ 
MISCELLANEOUS  

Medscape Ophthalmology, http://www.medscape.com/ophthalmologyhome  
Ophthoguide, http://www.ophthoguide.com/ophtho/ 
OphthoLinx, http://www.ophtholinx.com/ 

 
ORGANIZATIONS 

American Academy of Optometry (AAO), http://www.aaopt.org/ 
American Academy of Ophthalmology, http://www.aao.org/ 
American Optometric Association (AOA), http://www.aoanet.org/ 
National Association of VA Optometrists (NAVAO), http://www.navao.org/ 
National Board of  Examiners in Optometry (NBEO), http://www.optometry.org/ 
National Eye Institute (NEI), http://www.nei.nih.gov/  
Optometry Residency Matching Service (ORMS), http://www.optometryresident.org/ 
VA Optometry Service, http://www.va.gov/optsvc/index.htm 

EDUCATIONAL  
Bascom Palmer Eye Institute,  http://129.171.73.73/prod06.htm 
Massachussetts Eye and Ear Infirmary,  http://www.djo.harvard.edu/GRhome.html 
Optcom Grand Rounds, http://www.optcom.com/dgr.html 
Oxford University, http://www.mrcophth.com/oxfordpd.htm 
Wilmer Eye Institute,  http://www.wilmer.jhu.edu/training/profrounds/ROUNDS.HTM   
Common Cases and MCQs, http://www.mrcophth.com/commonshortcasesindex1.html 
Eye Atlas, http://www.eyeatlas.com/ 

 
Open Positions 

Positions available within the VA. 
 
Altoona, PA 1Position FT, James Andros 814-943-8164x7039 
Bakersfield, CA 1Position FT, Dr. David Bright 310-268-3332 
Beckley, WV 1Position FT, JC Crouch 304-255-2121x4460 
Chillichothe, OH 1Position FT, Nate Darden 740-773-1141x7069 
Columbia, SC 1 Position FT, Andrea Johnson 706-733-0188x2077 
Durham, NC 1 Position FT, Dr. Joseph Halabis 919-286-0411 
El-Paso, TX 1 Position FT, Susan Parks:  slparks@hotmail.com 
Fayetteville, NC 2 Positions FT, Jim Turner 910-822-7077 
Lebanon/Camp-Hill, PA 1 Position FT, Cynthia Shiner 717-272-6621x4059 
Loma Linda, CA 1 Position FT, Sharon Takayesu, 9089-825-7084x2438 
Oklahoma City, Oklahoma 2 Positions FT,  Jeff Disalvatore 405-270-5161 



Shreveport, LA 1 Position FT, Terence Whatley 318-841-4744 
White River Junction, VT 1 Position PT, Dr. Dorothy Hitchmoth 802-295-9363x5248 
Wichita, KS 2 Positions FT, Deborah Brodbeck 316-685-2221x3418 
 
For More Information, contact Valerie Jarrard at:  valerie.jarrard@med.va.gov 

 
Miscellaneous Information 

 
• OPEN INVITATION FROM THE ACADEMY’S PRESIDENT  
 

Dear NAVAO members, 
 

I would like to extend a special invitation for all of you to attend this year's annual meeting of the American 
Academy of Optometry (AAO). It will be held December 12-15 in beautiful San Diego, California.  The 
general theme for this year's meeting, which is "Caring for Patients with Diabetes", is especially appropriate 
for VA optometrists. For more information about the meeting, hotel, and city, please visit the Academy's 
website at www.aaopt.org  In addition to the traditionally-excellent educational courses, papers, posters, 
symposia, and section meetings, I also want to invite you to attend the annual NAVAO reception on Friday 
evening, December 13, which will be held this year in the Presidential Suite of the San Diego Marriott Hotel 
and Marina. As the current AAO President – and the first NAVAO President - it will be my pleasure to 
welcome you that evening to the Presidential Suite, and to thank you for all you do to help our nation's 
veterans.  

 
I hope to see you in San Diego.   
 
- Bob Newcomb, OD, AAO President 

 
• NAVAO Board Members 

President:  Gerald Selvin, O.D., gerald.selvin@med.va.gov 
Vice President:  Alyon Wasik, O.D., alyon.wasik@med.va.gov 
Secretary:  Michael White, O.D., michael.white5@med.va.gov 
Treasurer:  Thomas Golis, O.D., thomas.golis@med.va.gov 
Newsletter Editor: John Spalding, O.D., john.spalding@med.va.gov 
Membership:  Rebecca Sterner, O.D., rebecca.sterner@med.va.gov 

 
• VA Optometry Mentor Program 

If you are interested in being a mentor to a newly hired VA optometrist, 
please contact Dr. Rebecca Sterner:  rebecca.sterner@med.va.gov.  Each 
newly hired VA optometrist will be given a list of mentors and VISN 
Consultants to contact should the need arise.  
 

• NAVAO Membership 
As of 10/17/02, NAVAO membership has grown to a total of 179 people.  This 
is up from 123 members in 2001. Keep up the good work and spread the word.  
To see a list of active members, see the attachment in the October 2002 
Optimum VA e-mailing.  If you know of a colleague who may be interested in 
joining, please have them send $40 to NAVAO, Attention:  Barb Nahlik, 1034 
S. Brentwood Suite #300, St. Louis, MO 63117. 
 



• Estimated Newsletter Publication Dates  
January 15th 
April 15th 
July 15th 
October 15th 
 

• Content Submissions / Suggestions 
Cases/photos, publication/lecture info, meeting dates, news, etc.  
John M. Spalding, OD, FAAO 
E-mail:  john.spalding@med.va.gov 

 
 

PHOTO FLASHBACK 
 

2001 NAVAO DINNER 
 

 
 

 


