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 President’s Report 

VA Optometry news. 
 
Spring is here, our nation is at war, and its still snowing in Boston.  We live in trying times.  But its times like these 
that focus our commitment to our patients, including those future ones who are now laying their lives on the line so 
others could have their freedom.  The men and women who return from Iraq eventually will need us and we’ll be 
there for them.  And while we’re taking care of them, we will learn from them and teach trainees perhaps about a 
new triad of eye conditions or old ones that are exacerbated by things unforeseen.   
 
Our number 1 priority is and always has been top quality patient care.  But the mission of the VA has a strong focus 
towards the education of students and residents in all disciplines.  The opportunities of learning in our environment 
with our patient population of course are enormous.  But the challenges to attending optometrists are equally 
enormous.  How do we properly supervise the care these trainees are providing without compromising any quality?  
It’s an ongoing challenge but further testimony to the commitment towards patient care and education of so many 
VA optometrists.  After another long and difficult winter which included the usual frenetic review of residency 
applications, lets salute those who manage or participate in training programs in the VA.   
 
I have had the honor of serving on the Lectures and Workshops Committee of the American Academy of Optometry.  
I’ll be traveling to our course selection meeting in a few days and I am so proud of my colleagues in the VA.  Many 
of you have submitted outstanding course outlines!  Some of the outlines come from folks I know nothing about and 
I’m so very pleased to see the seeds that have been sown so long ago grow into the sturdy timber of today. 
 
Remember that this year is an election year.  We need candidates for all offices.  Please announce your intentions 
early.  There are many important issues that will require the attention of the outgoing as well as incoming officers.  
There are some changes in the way our profession will look at residency trained people which I believe are critical 
for the continued growth of VA Optometry.   
 
Be sure to look at our new website now under construction.  You should see the complete new look within the next 
month or so.  I thank Anthony Ficarra who has done most of the leg work in arranging for web design, web 
hosting, and costs.   
 
I’ve been told verbally and via email that Pharmacia, now Pfizer will once again be supporting NAVAO at this 
year’s annual dinner.  We should have another gala affair in Dallas.   We are also seeking sponsorship in some other 
areas.  The most important point is the fact that we have not had to change dues for many years.  Please, if you 
haven’t paid, tie a string around your finger and send the check.  Your organization is dedicated to making your 
professional life as rich as possible.  Enjoy the spring everyone! 
 
- Jerry 
 



Clinical Pearls 
Highlights from recent publications. 

 
EMGT:  RISK FACTORS FOR PROGRESSION  
Two hundred fifty-five open-angle glaucoma patients randomized to argon laser trabeculoplasty plus topical 
betaxolol or no immediate treatment (129 treated; 126 controls) and followed up every 3 months were included in 
the study.   The authors conclude that patients treated in the EMGT had half of the progression risk of control 
patients. The magnitude of initial IOP reduction was a major factor influencing outcome. Progression was also 
increased with higher baseline IOP, exfoliation, bilateral disease, worse mean deviation, and older age, as well as 
frequent disc hemorrhages during follow-up. Each higher (or lower) millimeter of mercury of IOP on follow-up was 
associated with an approximate 10% increased (or decreased) risk of progression.  
 
Leske C, Heijl A, Hussein M, Bengtsson B, et al.  Arch Ophthalmol January 2003:  48-56  
 
INTRAVITREAL STEROID INJECTION FOR DIABETIC MACULAR EDEMA 
26 eyes who received an intravitreal injection of 25 mg of triamcinolone acetonide for treatment of diffuse diabetic 
macular edema were included in the sutdy. Mean follow-up time was 6.64 months. The study group was compared 
with a control group of 16 patients who underwent macular grid laser coagulation. In the study group, visual acuity 
improved significantly. Seventeen (81%) of 21 eyes with a follow-up period of more than 1 month had improved 

visual acuity. In the control group, visual acuity did not change significantly. In the study group, intraocular pressure 
increased significantly, and decreased significantly at the study's end. The authors conclude that intravitreal injection 
of 25 mg of triamcinolone acetonide may be beneficial for improving visual acuity in patients with clinically 
significant diffuse diabetic macular edema.  
 
Jonas JB, Kreissig I, Sofker A, Degenring RF.  Arch Ophthalmol January 2003:  57-61 
 
DETECTION OF PROGRESSION WITH THE SCANNING LASER POLARIMETRY 
Automated perimetry and SLP were performed in 17 eyes identified prospectively with optic disc hemorrhage. 
Criteria for visual field progression were based on decreased sensitivity seen at 3 adjacent points on the total 

deviation plot. Progression on SLP images was defined as a 15% or more decrease in the average thickness of the 
affected quadrant (superior or inferior), a 25% or more reduction in the affected quadrant ratio, an increase in the 
nerve fiber analyzer number of 10 or more (GDx Nerve Fiber Analyzer; Laser Diagnostic Technologies), or any 
change on Serial Analysis of the SLP images.  The mean follow-up was 31 months.  59% had visual field 
progression. No significant change was seen on SLP images for either the  total group or the group with visual field 
progression. 29% showed progression on SLP images, 3 of which also showed visual field progression. Ten eyes 
showed progression on SLP images that was not confirmed on subsequent imaging.   The authors conclude that  in 
eyes with visual field progression after optic disc hemorrhage, a significant change in the SLP image was not seen. 
Fluctuation of SLP results in patients with glaucoma  necessitates confirmation of progression seen on SLP images.  

 
Boehm MD, Nedrud C, Greenfield DS, Chen PP.  Arch Ophthalmol February 2003:  189-194 
 
CORNEAL THICKNESS AND IOP:  THE BARBADOS EYE STUDY 
Among the 1142 consecutive participants with pachymetry measurements, the mean age was 64.3 years, and 58% 
were women. Black participants tended to have thinner corneas (mean thickness, 529.8 µm) than mixed (black and 
white) (537.8 µm) and white participants (545.2 µm), respectively. Among black participants, increasing values of 
CCT were significantly related to younger age, diabetes history, and refractive error; a marginally significant 
relationship (with thinner corneas) was found with a clinical diagnosis of glaucoma. Intraocular pressure was not 
associated with CCT in this population.  The authors conclude that although other studies have reported a positive 

correlation between CCT and IOP, such a relationship was not substantiated in the black BES population. Black 



participants tended to have thinner corneas than white participants, whereas younger individuals, as well as those 
with a history of diabetes and more positive refractive errors, had thicker corneas.  
Nemesure B, Wu S, Hennis A, Leske MC.  Arch Ophthalmol February 2003:  240-244 
 
BETA CAROTENE AND CATARACTS 
22,071 male US physicians aged 40 to 84 years were randomly assigned to receive either beta carotene (50 mg on 
alternate days) or placebo for 12 years.   There was no difference between the beta carotene and placebo groups in 
the overall incidence of cataract, relative risk or cataract extraction.  The authors conclude that in this study there is 
no overall benefit or harm of 12 years of beta carotene supplementation on cataract or cataract extraction.  However, 
among current smokers at baseline, beta carotene appeared to attenuate their excess risk of cataract by about one 
fourth.  
 
Christen WG, Manson JE, Glynn RJ, Gaziano JM, et al.  Arch Ophthalmol March 2003:  372-378  
 
HZV AND SYSTEMIC ANTIVIRALS 
A total of 202 patients had been treated with antivirals, and 121 had not. Neurotrophic keratitis was the only 
complication that was less likely in the treated. The probability of an adverse outcome  at 5 and 10 years was 8.9% 
among untreated patients and 2.1% among treated patients. Among patients who had been treated, the mean time 
from symptom onset to initiation of therapy was 4.8 days in those who developed stromal keratitis, corneal edema, 
scleritis, uveitis, or glaucoma compared with 3.8 days in those who did not.  The authors concluded that neurotrophic 
keratitis was less frequent among patients who received antiviral therapy. However, among treated patients, 
development of a serious inflammatory complication was associated with a delay in therapy. Most important, 
adverse outcomes were less probable in the treated group. These data may support the early and routine use of 
systemic antiviral therapy for acute herpes zoster ophthalmicus. 
 
Severson E,  Baratz KH, Hodge DO, Burke JP.  Arch Ophthalmol. March 2003:  386-390 
 
EPIRETINAL MEMBRANES:  THE BLUE MOUNTAINS EYE STUDY 
2335 of the original participants 49 years of age or older, living west of Sydney, Australia, were reexamined after 5 
years in 1997 to 1999.  Epiretinal membranes developed in the first eye of 108 of 2030 participants who had no sign 
of this condition in either eye at baseline.  New epiretinal membranes occurred in 9.1% who had undergone cataract 
surgery since the Blue Mountains Eye Study I.  This rate was significantly higher than the 4.9% in the nonsurgical 
group.  Existing epiretinal membranes progressed, regressed, or remained stable in 28.6%, 25.7%, and 38.8% of 
eyes, respectively.  
 
Fraser-Bell S, Guzowski M, Rochtchina E, Wang JJ et al.  Ophthalmology January 2003:  34-40. 
 
MACULAR PUCKER REMOVAL 
Twenty-four (55%) patients underwent pars plana vitrectomy without ILM peeling, and 20 patients (45%) underwent 
pars plana vitrectomy with ILM peeling. Visual acuity improved or was unchanged in 79% of operated eyes without 
ILM peeling and 100% of operated eyes with ILM peeling.  At the final visit, 21% of  eyes without ILM peeling at 
the initial surgery showed postoperative recurrent macular pucker or persistent contraction to the ILM, whereas none 
of the eyes with ILM peeling had evidence of this. 
 
Park DW, Dugel PU, Garda J, Sipperley JO, et al.  Ophthalmology January 2003:  62-64 
  
OPTIC NERVE BLOOD FLOW AFTER IOP REDUCTION 
Twenty patients with OAG and 20 patients with OHT with clinical indications for therapeutic IOP reduction were 
prospectively  enrolled. IOP reduction was achieved by medical, laser, or surgical therapy. All patients had IOP 
reductions more than 20% and a minimum of 4 weeks follow-up. Twenty patients with OAG had a mean IOP 
reduction of 37% after treatment. Twenty OHT patients had a mean IOP reduction of 33% after treatment.   The 



authors concluded that for a similar percentage of IOP reduction, OAG patients had a statistically significant 
improvement of blood flow in the neuroretinal rim of the ONH, whereas OHT patients did not demonstrate such a 
change.  In addition to indicating a response to therapy in OAG patients, the reported changes in rim perfusion 
suggest that ONH autoregulation may be defective in OAG while intact in OHT. 
 
Hafez AS, Bizzarro RLG, Rivard M, Lesk MR.  Ophthalmology January 2003:  201-210 
 
OCULAR COMPLICATIONS OF HEPATITIS C TREATMENT 
Forty-two patients (84 eyes) with chronic hepatitis C were evaluated for ocular changes while being treated with 
interferon alpha 2b and ribavirin. Patients were followed with sequential ocular examinations for 4 to 20 months. 
Twenty-seven patients developed retinopathy. The retinopathy consisted of single-to-multiple cotton-wool spots and 
retinal hemorrhage and was transient in all cases. An additional patient (age 46) presented with asymptomatic disc 
edema and hemorrhage. One other individual developed a symptomatic permanent monocular visual field defect. 
Therapy was discontinued in three patients because of severe posterior segment pathology. 
 
Schulman JA, Liang C, Kooragayala LM, King K.  Ophthalmology February 2003:  437-442 
 
GINKGO BILOBA AND NTG PATIENTS 
Twenty-seven patients with bilateral visual field damage resulting from NTG received 40 mg GBE, administered 
orally, three times daily for 4 weeks, followed by a wash-out period of 8 weeks, then 4 weeks of placebo treatment 
(identical capsules filled with 40 mg fructose). Other patients underwent the same regimen, but took the placebo first 
and the GBE last.  After GBE treatment, a significant improvement in visual fields indices was recorded.  No 
significant changes were found in intraocular pressure, blood pressure, or heart rate after placebo or GBE treatment. 
Any ocular and systemic side effects were recorded for the duration of the trial. 
 
Quaratan L, Bettelli S, Uva MG, Semeraro F, et al.  Ophthalmology February 2003:  359-62. 
 
TEMPORAL ARTERY BIOPSY  
Follow-up information was available for 88 of 102 subjects who had unilateral negative biopsy samples.   The 
authors conclude that: in this cohort of patients, unilateral TAB was associated with an extremely low frequency 
(1%) of subsequent positive contralateral TAB and was not associated with adverse visual or neurologic outcomes 
for any subject. We conclude that in the hands of experienced physicians, a unilateral TAB is sufficient to exclude a 
diagnosis of GCA in populations for which clinical suspicion is low. Jaw claudication, pale optic disc edema, 
particularly "chalky white" disc edema, fever, or any systemic symptom other than headache should raise suspicion 
for a diagnosis of GCA. 
 
Hall JK, Volpe NJ, Galetta SL, Liu GT, et al.  Ophthalmology March 2003:  543-48. 
 
LUMIGAN FOR XALATAN NONRESPONDERS 
The authors concluded that thirteen of 15 patients, who were nonresponders to latanoprost, 0.005%, were 
successfully treated with bimatoprost, 0.03%. Bimatoprost treatment was associated with a higher incidence of trace-
to-mild conjunctival hyperemia than latanoprost. 
 
Gandolfi SA, Cimino L.  Ophthalmology March 2003:  609-614 
 
DORZOLAMIDE/TIMOLOL COMBINATION VS BRIMONIDINE AND TIMOLOL 
Two hundred ninety-three patients with ocular hypertension or primary open-angle glaucoma participated.   The 
authors conclude that the efficacy of the dorzolamide/timolol combination and the concomitant administration of 
brimonidine and timolol were comparable. The incidence of drug-related adverse experiences and the incidence of 
discontinuations caused by drug-related adverse experiences were similar between groups. 
 



Sall, KN, Greff LJ, Johnson-Pratt LR, DeLucca PT, et a.  Ophthalmology March 2003:  615-24 
 
EARLY DETECTION OF GLAUCOMATOUS VISUAL FIELDS 
Fifty-two eyes were classified as glaucoma and 30 eyes as ocular hypertension. In the entire group, a significant 
correlation was found between the HFA (Humphrey Field Analyzer) indices and those of either HRP (High-Pass 
Resolution Perimetry) or FDT (Frequency-Doubling Technology Perimetry). A significant correlation was found 
between HRP-GD and FDT-MD as well as between HRP-LD and FDT-PSD. In 14% of the glaucomatous patients 
and in 33% of the subjects with ocular hypertension, FDT and HRP showed different clinical features. 
 
Iester M, Altieri M, Teano V.  AJO January 2003:  35-39 
 
GANCICYLOVIR RESISTANCE 
One hundred ninety-seven patients received ganciclovir therapy. Nineteen developed phenotypic resistance to 
ganciclovir, and 18 developed genotypic resistance. The detection of cytomegalovirus resistant to ganciclovir was 
associated with an increase in the odds of retinitis. Resistance was associated with a greater increase in retinal area 
involved by cytomegalovirus.  There was a suggestion that resistance was associated with a greater loss of visual 
acuity. Highly active antiretroviral therapy was associated with an approximate 50% reduction in the odds of retinitis 
progression, and the ganciclovir implant was associated with an approximate 60% reduction. 
 
Jabs DA, Martin BK, Forman MS, Hubbard L, et al.  AJO January 2003:  26-34 
 
CORNEAL THICKNESS  
24% of 68 patients with ocular hypertension demonstrated SWAP abnormalities, whereas 6%  showed a deficit on 
SAP. The mean central corneal thickness in ocular hypertension patients with abnormal SWAP results was 
significantly lower than the mean central corneal thickness in ocular hypertension patients with normal SWAP 
results (545 ± 25 m vs 572 ± 35 m).  The authors conclude that patients classified as having ocular hypertension 
but with visual field loss detected by SWAP had significantly lower central corneal thickness measurements than the 
ocular hypertension patients with normal visual field results. These results suggest that central corneal thickness 
should be taken into account when assessing risk for the development of glaucomatous damage among ocular 
hypertension patients. 
 
Medeiros FA, Sample PA, Weinreb RN.  AJO February 2003:  131-137 
 
DORZOLAMIDE/TIMOLOL COMBINATION VS UNOPR0STONE AND TIMOLOL 
Thirty-two patients completed this trial. For the fixed combination the treatment trough pressure was 20.8 ± 4.1 mm 
Hg and the diurnal curve was 19.6 ± 3.6 mm Hg, whereas timolol and unoprostone concomitant therapy showed a 
treatment trough pressure of 20.1 ± 4.5 mm Hg and a diurnal pressure of 19.8 ± 4.1 mm Hg. There was no 
significant difference between treatment groups at any time point, for the diurnal curve, or in the extended reduction 
from baseline. There was no difference between treatment groups regarding ocular and systemic unsolicited or 
solicited adverse events. Burning, stinging, and conjunctival hyperemia were the adverse events most noted.  
 
Day DG, Schacknow PN, Wand M, Sharpe ED, et al.  AJO February 2003:  138-143 
 
CLINICOPATHOLOGIC REPORT OF CNVMS AFTER PDT 
Retrospective review of eight eyes of eight patients who underwent submacular surgery for CNV after having 
previously received verteporfin ocular photodynamic therapy for POHS, AMD, pathologic myopia, punctate inner 
choroiditis, and idiopathic CNV. All cases had undergone ocular photodynamic therapy with verteporfin using 
standard protocols. Six of eight patients suffered a submacular hemorrhage after ocular photodynamic therapy, and 
two of eight patients refused further ocular photodynamic therapy. All patients subsequently had submacular surgery 
with removal of the CNV.   The authors conclude that Verteporfin ocular photodynamic therapy does not appear to 



lead to permanent and complete occlusion of the CNV. Thus, treatments that lead to permanent closure of CNV 
without damage to the retinal pigment epithelium and sensory retina are still needed. 
 
Moshfeghi DM, Kaiser PK, Grossniklaus HE, Sternberg P, et al.   AJO March 2003:  343-350 
 

Thoroughbreds 

Kudos to the lecturers / writers within the VA Optometry Service. 
 
Lectured: 
Dr. Murray Fingeret, SECO International, 03/03, 1.  Optic Nerve Head Analysis, 2.  Clinical Decision 
Making in Glaucoma 
Dr. Anthony Litwak, SECO International, 03/03, 1.  Our Most Interesting Cases:   Baltimore VAMC 
Residency Alumni Panel, 2.  Age-Related Macular Degeneration and 3.  Retinal Imaging 
Dr. Denise Pensyl, SECO International, 03/03, 1.  Eyeing Abuse:  Optometry’s Role in Domestic 
Violence, 2.  Ocular Manifestations of HIV/AIDS 
Dr. John Spalding, SECO International, 03/03, Our Most Interesting Cases:   Baltimore VAMC 
Residency Alumni Panel 
 
Published: 

Pewitt, Dawn and Kirby, Brooke.  Review of Systems Part III:  The Bowel, The Bones and the Eye.  
Review of Optometry.  March 2003. 

 
Calendar 

Important dates to remember. 
 
May 4-9, 2003 
 ARVO, Ft. Lauderdale, FL,  www.arvo.org/Meetings/meetgrid.asp 
June 7-14, 2003 

Bay Point Anterior Segment Symposium at Sea, Port Everglades, Ft.  
20 hours of COPE Approved and Transcript Quality CE   
All interested call 1 800 378-9467 and ask for Olga. 

June 18-23, 2003 
 AOA Congress, San Diego, CA,  www.aoa.org/corp/congress2003.asp 
July 16-20, 2003 
 Florida Optometric Association Annual Convention, West Palm Beach, FL, www.floridaeyes.org 
August 9-10, 2003 
 Glaucoma in the Gorge, Hood River, OR, www.oculartherapeutics.com 
 10 Hours of COPE Approved CE 
September 17-20, 2003 
 International Vision Expo, Las Vegas, NV, www.visionexpowest.com  
October 27-28, 2003 

Fourth Annual VISN 8 Continuing Education Conference, Ft. Lauderdale, FL 
 9 Hours of  COPE Approved and Transcript Quality CE.  Educational fee is waved for the first  

50 registrants before 7/1/03.  Contact Dr. Molinari:  joseph.molinari@med.va.gov 
November 15-18, 2003 
 American Academy of Ophthalmology, Anaheim, CA, www.aao.org/annual_meeting/ 
December 4-8, 2003 
 American Academy of Optometry, Dallas, TX, www.aaopt.org 



  
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://vaww.va.gov/optometry/  

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 as of April 9, 2003. 
 
Bakersfield, CA 1Position FT, Dr. David Bright 310-268-3332 
Durham, NC 1 Position FT, Dr. Joseph Halabis 919-286-0411 
Fargo, ND 1 Position FT, Judy Johnson 701-239-3700x3641 
Fayetteville, Arkansas 1 Position FT, Dr. Mary Jo Horn, 479-443-4301x5678 
Loma Linda, CA 1 Position FT, Sharon Takayesu, 9089-825-7084x2438 
Montgomery, AL 1 Position FT, Fancea Garrett, 843-577-5011 
Mount Vernon, MO 1 Position FT,  Dr. Mary Jo Horn, 479-443-4301x5678 
Oklahoma City, Oklahoma 3 Positions FT,  Jeff Disalvatore 405-270-5161 
Shreveport, LA 1 Position FT, Terence Whatley 318-841-4744 
San Diego, CA 1 Position FT, Dr. Brooke Kirby 828-552x8585x6753 
 



For More Information, contact Valerie Jarrard at:  valerie.jarrard@med.va.gov 

 
Miscellaneous Information 

 
• New Academy Diplomate 

Dr. Harold Bohlman, Diplomate in Primary Care, VAMC, Mountain Home, TN 
 
• Photography Exhibit 

Dr. Joseph Maino, Chief, VICTORS & staff doctor at the Kansas City VA 
Medical Center is Kansas City's newest fine art photographer.  He will have 
his first major show in April in the historic River City Market area of 
Kansas City. Then in May he will be the featured photographer at The 
American Heartland Theater, Crown Center in downtown Kansas City.  To see 
his latest work go to www.DarkPupilPhoto.photoreflect.com. 

 
• Open Letter to NAVAO 

03/10/03 
To the Officers and Members of NAVAO, 

I would like to express my sincere appreciation for the  
"Outstanding Achievement Award" you presented to me last year at  
the Annual Meeting of the American Academy of Optometry.  As I  
look at this beautiful plaque, which is now prominently displayed  
in my office at Ohio State, I am reminded of how far optometry has 
progressed within the Department of Veterans Affairs. When I  
began my VA career at the Birmingham VA in 1974, I had no idea  
that one day optometry would have over 250 staff doctors, 90 
residents, and hundreds of students providing direct patient care 
services to our nation's veterans. Indeed, the VA could not  
deliver the quantity or quality of required eye and vision care 
without the profession of optometry. I believe there are two major 
reasons for our phenomenal growth over the past twenty-nine years: 
1. From an epidemiological perspective, every veteran patient  
Needs our preventive, therapeutic, and/or rehabilitative services; 
and 2. Since John Townsend, and those Optometry Service Directors 
who preceeded him, cannot provide either the funding or the hiring 
authority to grow the number of optometrists, residents, and  

          students in the system, individual VA optometrists all over the 
country have demonstrated their value to local Chiefs of Staff and 
Medical Center Directors. For this, you all are to be complimented!  
Thank you again for this very special award; and keep up the good 
work in your service to America's veterans. 

 
  - Bob Newcomb  
• NAVAO Board Members 

President:  Gerald Selvin, O.D., gerald.selvin@med.va.gov 
Past-President:  Sharon Atkin, O.D., sharon.atkin@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 
Membership:   Rebecca Sterner, O.D., rebecca.sterner@med.va.gov 

 Newsletter Editor: John Spalding, O.D., john.spalding@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.  
 

• Annual NAVAO Membership 
If you know of a colleague who may be interested in joining NAVAO, 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, deadline for submission December 31st 
April 15th, deadline for submission March 31st 
July 15th, deadline for submission June 30th 
October 15th, deadline for submission September 30th 
 

• Original Work Guidelines 
-PHOTO ESSAYS 

History, Diagnosis, Treatment, Discussion, References 
100 word limit on discussion 

- CASE REPORTS 
Abstract, History, Diagnosis, Treatment, Follow-Up, Discussion, 
References 
500 word limit total 

- ORIGINAL ARTICLE 
Abstract, Introduction, Methods, Results, Discussion, References 
1000 word limit total 
 

• SUBMIT ALL NEWS/KUDOS/ARTICLES/CALENDAR DATES TO: 
John M. Spalding, OD, FAAO @ john.spalding@med.va.gov 

 
 

Original Articles 
CASE REPORTS 
#1 
Title: Sphenoid wing meningioma with cranial nerve VI palsy and bilateral disc edema. 
 
Authors: Sarah V. Pistulka, O.D., ocular disease resident and Briana Shelton, O.D., staff optometrist 

    VAMC, Huntington, WV 
 

Abstract:  A 53-year old male with a history of sphenoid wing meningioma presented to the clinic with acute onset 
left cranial nerve VI palsy and bilateral disc edema.  Pertinent exam findings, photos, clinical course, and 
management are presented 
.   
History:  A 53-year old white male was consulted to the eye clinic by neurology with the diagnosis of an inoperable 
4.2mm meningioma of the left sphenoid wing with invasion into the cavernous sinus.  He had completed 6 weeks of 
external beam radiation therapy 2 months prior to his eye appointment.  His past symptoms included seizures, 
currently controlled with Dilantin, and constant diffuse pulsatile frontal headaches.  In more recent weeks, he noted a 



decrease in visual acuity OU and occasional binocular horizontal and vertical diplopia.  He also reported an increase 
in the severity of his headaches.  
 
Diagnostic Data:  Examination revealed visual acuity of 20/25 OD, OS.  There was no relative afferent pupillary 
defect.  Extraocular muscle testing revealed a partial restriction of abduction OS.  Dilated fundus exam showed 
bilateral optic nerve head edema OS>OD. Humphrey visual field 30-2 sita standard showed no defects OD, OS.  
Imaging had been completed prior to the eye exam and MRI studies showed no increase in the size of the 
meningioma and MRA studies showed encasement of the left internal carotid artery with no restriction of blood 
flow. 
 
Diagnosis:  Sphenoid wing meningioma with an isolated incomplete cranial nerve VI palsy OS and bilateral optic 
nerve head edema. 

   
     

INITIAL PRESENTATION 
Treatment: The eye exam results were discussed with both the consulting neurologist and a neurosurgeon.  
Radiation therapy effect was suspected to be the cause of the new neurologic complications.  The neurology team 
initiated Decadron 4mg  QID. 
 
Follow-Up: Frequent follow-up visits showed a gradual increase in optic nerve head edema OU, and the onset and 
progression of a bilateral incongruent incomplete right superior visual field defect.  Visual acuity and extraocular 
motilites remained unchanged, and there was no afferent pupillary defect or proptosis.  The patient was started on 
Acetazolamide 500mg TID for increased intracranial hypertension.  The patient’s headaches worsened and became 
more debilitating with increased disequilibrium, confusion, and forgetfulness.  He was admitted to the hospital by 
neurology while awaiting transfer to another hospital’s neurosurgery department.  Serial MRI continued to show no 
increase in tumor size.  A combination of increased intracranial pressure and possible compressive effect of the 
meningioma have been considered the cause of the patient’s severe optic nerve head edema.  The patient is currently 
being followed by several neurosurgeons. He is now status-post ventriculo-peritoneal shunt placement and is being 
considered for a tumor debulking procedure. He will also continue to be monitored in the eye clinic.  
 
Discussion:  Meningiomas constitute 13 – 19 % of all brain tumors.  Approximately 20% of those meningiomas 
occur in the sphenoid wing.  This specific type of tumor can invade the cavernous sinus and/or orbital fissure 
causing compression of the optic nerve, surrounding vasculature, and cranial nerves III, IV, and VI.  Large sphenoid 
wing meningiomas can cause compression of the parietal and temporal lobes leading to increased intracranial 
pressure, seizures, and other neurologic dysfunction.  Management of meningiomas includes monitoring for 
progression with routine MRIs, and treating with total surgical resection, radiation therapy, or partial surgical 
resection followed by radiation therapy. 



   

 

 

 

 
 
     2 MONTHS LATER 
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PHOTO ESSAYS 

 #1 
Title: Partial Rhegmatogenous Retinal Detachment OS 
 
 Authors:  Michael Sirott, O.D., Optometry  Resident and Briana Shelton, O.D., Staff Optometrist  
      VAMC, Huntington, WV 
 
History:  62-year old male presented to the ER late one night complaining that he noticed a sudden onset of 
darkness resembling a crescent moon in his nasal field OS.  Denied flashes, floaters, and pain.  
 
Diagnostic Data:  VA:OS 20/200 PH NI , PERRL, -APD, Confrontation fields:  OD: normal, OS: nasal scotoma 
superior and inferior. Dilated exam OS:  Partial retinal detachment from 12:00 to 4:00, ora to posterior pole with 
prominent retinal folds approaching macula, serous fluid at macula, and snail tracking in superior peripheral retina. 
No retinal holes, tears, lattice degeneration, or other retinal pathology. B-scan OS: confirmed retinal detachment  
 
Diagnosis:  Partial rhegmatogenous retinal detachment OS 
 



    
 
  
Treatment:  Immediate referral to retinal specialist.  Scleral buckle surgery done the next day.  4 months post-op 
vision: 20/25-. 
 
Discussion:  Rhegmatogenous retinal detachment is the most common form of retinal detachment, occurring with a 
yearly incidence of 12/100,000 in the general population.  Reattachment methods can include scleral buckling, 
pneumatic retinopexy, vitrectomy, intraocular silicone oil tamponade, cryotherapy, or laser photocoagulation.  
Scleral buckling remains the primary treatment of choice for most retinal detachments.  Twenty year anatomic 
success rates after buckling are reported as high as 95%.  Visual prognosis depends on the status of the macula.  
Degeneration of macular photoreceptors is related directly to the both the duration of time the macula is off and the 
depth of the detachment.  Macula-off detachments tend to lend the worst visual prognosis and are less urgent than 
macula-on detachments, but should be referred to a retinal specialist within 24-48 hours.  Since visual prognosis is 
much better with macula-on detachments, these warrant an immediate referral to a retinal specialist for treatment.  
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#2 
Title:   Lipemia Retinalis 
 
Authors:  Joyce Adeleke, O.D. and Roger Cummings, O.D., F.A.A.O 

     W.G. "Bill" Hefner VAMC, Salisbury, NC 
 

History:  A 45-year-old male with a history of diabetes mellitus, multiple sclerosis and hyperlipidemia presented for 
an ocular health examination.   
Diagnostic Data:   Best-corrected visual acuity was 20/20 OU and all other findings were unremarkable.  
Funduscopic findings revealed creamy white blood vessels.  These ophthalmoscopic pictures (Figures A & B) 
revealing creamy white blood vessels only occur in extreme elevated serum triglyceride levels. 



On the same day as the eye exam, this patient was receiving blood laboratory testing prior to a scheduled primary 
care visit.  See Figure C for appearance of white blood plasma in right test tube (left test tube normal plasma 
appearance).   Pertinent laboratory findings included Glucose 210 mg/dL (70-110 mg/dL), cholesterol 870 mg/dL 
(140-200 mg/dL), and triglycerides (13,040 mg/dL).   
 
Diagnosis:  Lipemia retinalis 
 

  
 
  FIGURE A      FIGURE B 
 

  
 
  FIGURE C 
Test tubes showing normal serum (left) and lipemic serum (right) 
 
Treatment:  The patient was referred to his primary care physician for further evaluation.  Two days after the 
patient was seen, he was admitted to the hospital for acute pancreatitis, for which he is currently undergoing 
treatment. 
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#3 
Title:  High Scleral Buckle in Bilateral Recurrent Retinal Detachment 
 
Authors:  Debi Pian, O.D., F.A.A.O., Pauline Ilsen, O.D., F.A.A.O., Chang H. Kim, O.D., F.A.A.O. 

     Greater Los Angeles VA Healthcare System 



 
History:  A 65 year-old Caucasian male, visually impaired due to multiple recurrent retinal detachments OU and a 
full thickness macular hole OD, has been treated with scleral buckle (figure 1, 2) and cryotherapy (figure 3) OD. 
  
Diagnostic Data:  Visual acuity is 20/100 OD and light perception OS.  Ocular history also includes cataract 
extraction OU with significant capsular fibrosis OS obstructing posterior pole view. B-Scan ultrasound OS (figure 4) 
demonstrates retinal detachment in the posterior pole.  Visual field OD remains stable at 30-40 degrees (figure 5).   
 
Diagnosis:  S/P Scleral Buckle and Cryotherapy OD due to recurrent retinal detachments 
 
 

     
 
 

   Figure 1. Scleral buckle             Figure 2.  Scleral buckle in superior quadrant 
 
 

     
                                                                                                

Figure 3.  Cryotherapy scars           Figure 4.  B-scan ultrasound  
 
Treatment:  The patient is simply followed every six months at retina clinic and in low vision clinic annually. 
The prognosis for surgical improvement is poor. 
 
 
 
 
 



 
 
Discussion:  Rhegmatogenous retinal detachment occurs in 0.005-0.01 percent of the population, many of which are 
asymptomatic.1 Scleral buckling is indicated for multiple or extensive breaks, or failure of local procedures.2 Buckle 
height is partly determined by the orientation of fixation: circumferential fixation produces a higher indentation 
compared with radial fixation.3 Late failure can occur weeks to years after surgery, largely as a result of proliferative 
vitreoretinopathy (PVR)2,4-6 and vitreous base traction.7  Other predictors of unfavorable outcome include new 
breaks, reopening of large or multiple breaks, longer duration of detachment, and involvement of more than 3 
quadrants.2,4,5  Fortunately, long term follow up shows a 90-95% overall surgical success rate.8,9 
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OTHER ARTICLES: 
 
Title:  Digital Images in CPRS 
 
Author:  Lyman Norden, OD, Chief of Optometry 

   VAMC Birmingham, Alabama 
Discussion:  Figure 1 demonstrates how CPRS and digital photography can be brought together with Vista Imaging.  
If you’re not already familiar with Vista Imaging Display, try opening any CPRS chart and click on ‘Tools’ at the 
top. Click on ‘Vista Imaging Display’ and log in as you did to open CPRS. In the Vista Imaging Display window, 
click on ‘Options’ and checkmark the ‘Multiple Document Interface’ line. This should give you a screen (like Figure 
1) that lets you open and tile as many new image windows as you want. CPRS charts that have images attached will 
let you view those images in whatever configuration you want. An hour or less of experimentation should teach you 
how to use Vista Imaging Display but first you will need some images in a CPRS chart. 
 



 
FIGURE 1 

 
Getting digital images into CPRS requires either a special DICOM compliant interface (referred to by our IRM 
specialists as an HL-7 interface) or the Vista Imaging Capture utility, which your IRM Vista Imaging Manager 
should already have. Vista Imaging Capture has to be set up on a network computer, preferably the computer used 
for your digital photography. If your digital photography computer is not connected to the network, you would have 
to export images as JPEGs to a floppy disk and carry this to the Vista Imaging Capture computer--and this would be 
totally impractical. When your digital photography computer is connected to the network, the procedure is basically 
exporting JPEG image files from the camera’s imaging software to a specified storage location on the hard drive and 
then importing them into CPRS with Vista Imaging Capture. You probably already know how to export JPEGs from 
your camera’s imaging program and your Vista Imaging Manager can show you how import them into CPRS. 
 
To summarize if you want to start importing digital images into your CPRS records, you will need the following: 

1. Your digital photography computer connected to the CPRS network (DICOM compatibility is not needed for 
the Vista Imaging Capture utility), and 

2. The Vista Imaging Capture utility set up on your network computer. 
Your IRM Vista Imaging Manager should be able to get you started with initial setup and training, and your own 
experimentation with Vista Imaging Display will teach you how to use it effectively. If specific questions arise with 
your own application, please feel free to contact me at 205.933.8101 ext. 6118 or lyman,norden@med.va.gov. 
 
 


