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President’s Column
Brian Kawasaki, O.D., M.B.A.
Brian S. Kawasaki, O.D., M.B.A.
PRESIDENT
Dear NAVAO Members,
As we begin a new academic year, I would like to ask that you encourage your residents and
fellows to consider NAVAO membership. Resident and fellow dues are $25, which includes a
discounted registration fee for our annual dinner meeting. Member support is what sustains
our organization and we truly appreciate your continued commitment to NAVAO.
Residency supervisors are also encouraged to have their residents submit interesting cases
for the Resident Case Report section of our newsletter. Please email all submissions or ideas
to our Newsletter Editor, Dr. Dawn Tomasini, at dawn.tomasini@va.gov.
Please also encourage your incoming residents to take the Advanced Competence in Medical
Optometry (ACMO) examination offered by the NBEO each year in June. The ACMO was developed at the request of
NAVAO and first administered in 2005 as credible and independently certified process by which VA residents could
document advanced competence in medical optometry. Up until then, VA optometry residents did not have a
standardized examination which would enable them to demonstrate their advanced competence (unlike VA medical,
dental, and podiatric residents). The ACMO now provides an opportunity for residency-trained optometrists to achieve the
same formal recognition and status that other VA health care professionals receive following completion of their residency
programs. Eligibility is open to any optometrist who has completed, or is in the process of completing, ANY ACOE–
accredited residency program. The standard exam fee is $780; however, there is a special reduced fee of $480 for current
residents who sit for the test during the year in which they complete their residency. This year’s ACMO exam was
administered on June 3, 2011. The NBEO reports that 54 candidates took the exam and 44 passed the exam. The result
was a pass rate of 81.5%. Scores were released to candidates on Monday, July 18. The ACMO exam will be offered again
on Friday, June 1, 2012 from 8:30 AM – 1:00 PM. Please visit the NBEO website for more details about the exam and a
complete list of eligibility requirements: http://www.optometry.org/acmo_description.cfm. We also have an ACMO FAQ
sheet in the members area of our website: http://www.navao.org/members/FAQSheets.aspx.
Please also be sure to mark your calendars for this year’s NAVAO business meeting and dinner which we are planning to
hold in conjunction with American Academy of Optometry meeting in Boston, MA on Thursday evening, October 13, 2011.
More details will be announced as the date gets closer.
We always appreciate feedback from our members. Feel free to contact us at info@navao.org with any comments,
suggestions, or concerns.
Thank you and have a great summer!
Brian

From the Editor
Dawn N. Tomasini, O.D., F.A.A.O.

We do not think of summer as a season of change but within VA optometry, it is.
Summer always brings the sad goodbyes to the residents that we have enjoyed
watching grow for the past year as well as the new beginnings for the incoming class
of residents. This summer issue of Optimum VA highlights VA residency. We applaud
VA residency supervisors for their countless hours or hard work and dedication that is
required to run a residency program. They deal with many administrative demands
that most of us don’t even realize and also contend with personal issues that come
with any small group of people working closely together.
We encourage VA residents to optimize their VA experience by joining the NAVAO.
President, Brian Kawasaki has already encouraged their participation in the Advanced
Competency in Medical Optometry (ACMO) and resident case submission to our
newsletter. Optometry students and residents are the future of our profession. They become our colleagues
before we know it. Let’s help them strive to be the best that we know they can.
Also in this edition, we acknowledge the presidency of the American Optometric Association. We thank Dr
Randy Brooks, AOA Immediate Past President, for his support of the VA optometry, especially with the recent
Implementation Memo involving VA ophthalmology. We also congratulate the first woman president of the
AOA, Dr. Dori Carlson and highlight some of the challenges her presidency faces.
Another quarterly feature to always check on is our continuing education section routinely updated by Melissa
Walters of our newsletter committee.
Lastly, we encourage members to nominate yourself or a colleague for NAVAO office. All nominations must be
submitted by July 30, 2011. Elections will be held on-line and the winners will be announced at the NAVAO
annual meeting held in conjunction with the American Academy of Optometry Conference in October. Member
involvement is crucial to any organization. Volunteering for the NAVAO has been an incredibly rewarding
experience for me and I have met some truly wonderful colleagues. Please consider a nomination.
Enjoy this edition and the rest of your summer!

Updates from the Executive Board
David G. Storer, O.D.
VICE-PRESIDENT
Another quarter at NAVAO has seen the Board members blasting out of the gate
and crossing the finish line into the summer months. All of your NAVAO Board
Members are gearing up and laying the foundational plans for this fall’s business
meeting and the annual NAVAO dinner meeting that has been scheduled for
Thursday evening, October 13, in conjunction with the Academy 2011 Boston
meeting. There will be more details on the meeting that will be promulgated on
the NAVAO website and by email to the membership over the coming weeks and
months. The Board looks forward to seeing a large turn-out for this year’s dinner
and meeting.
As required by our Constitution, our President, Dr. Brian Kawasaki intends to call
this summer for nominations for this year’s election of Executive Committee Board
members. Nominations may come from any Member for him or herself or for another Member. Nominations
are closed thirty days after the call for nominations. The individuals receiving the most and second-most
number of nominations for each office will be contacted by the teller of ballots (an individual selected by the
Immediate Past President) and those who wish to run will be given an opportunity to submit a brief profile and
statement for publication prior to the election. An individual may run for only one office in an election. Balloting
will be performed electronically. Results shall be reported to the teller of ballots, votes will remain confidential.
Candidates receiving a plurality for each office will be declared the winner. Election results will be formally
announced at the annual meeting. In the event of tie, a runoff will take place at the annual meeting.
As most of our membership is now aware, we were all shocked and saddened to learn of the untimely passing of
Dr. Dave Simpson, AFOS Executive Director. Dr. Simpson was very supportive of NAVAO specifically, and of VA
optometry, in general. Dr. Simpson was a professional and a gentleman who will be sorely missed by many
within NAVAO as well as AFOS. NAVAO published a tribute to Dr. Simpson in the Spring 2011 edition of the
Optimum VA Newsletter.
On a personal note, I personally participated in a medical mission to Haiti in mid-May of this year. I found the
devastation in Haiti to be a sad commentary on the country’s leadership, as well as international leadership.
The people of Haiti are facing huge hurdles but even in this poverty stricken country, there are many who have
not given up and who are moving forward to make improvements in their personal lives, the lives of their
families and their communities. I was impressed by the dignity and the resolve of those patients whom I was
granted the opportunity to serve in our Jacmel clinic.
The entire Board sends its best wishes to the membership and we are all looking forward to an active and
productive summer, leading into the fall, for NAVAO. I would like to again issue a personal invitation to the
membership to please let us know if there is any area that you believe requires more attention from your Board.

Janel L. Chou, O.D.
SECRETARY
NAVAO hopes to keep its members informed about all VA optometry issues and events
throughout the year. Just like the ever changing weather, many changes have cropped
up including new directives on patient care, co-pays, and wait times. VA LMS has now
changed to the Talent Management System so be sure to familiarize yourself. There
has been quite a flurry of information that has been shared by the Optometric
Education Program Department and I want to congratulate them on such a great job
they are doing keeping us all up to date on the latest changes in residency programs
and requirements, trainee certifications and encouragement of the ACMO examination.
New committees have emerged including the Eye Clinic Electronic Heath Record
Committee and updates in the DoD/VA Vision Center of Excellence and Eye Injury
Registry. Kudos to the Low Vision committee for completing the continuing education online course work to
help train optometrists in low vision rehabilitation services. This is a major accomplishment and an important
step in the increasing demands of our geriatric patients and those with traumatic brain injuries. Also, this past
quarter, AFOS made a big change to move their annual business meeting to occur before the Academy meeting
so more VA optometrists could participate and have a voice. Remember – all these changes and improvements
would not have been possible without the dedication and passion of our members and those in the VA
optometric community! Thanks!
To keep all our members up to date with all these changes, we will continue to post the minutes to the monthly
optometry service call. This will be located in the members section of our website as soon as you log in. If you
have any questions or feedback about the current minutes, please contact me. Stay cool this summer!!

Makesha Sink, O.D.
TREASURER
As the weather heats up for the summer things are cool with NAVAO! We are
currently preparing for the annual meeting and dinner banquet in Boston this fall and
we hope to see you all there.
Everyone is staying within their budgeted expenses for their respective committees
and we are soon going to be planning our budget for 2012.
I want to thank the finance committee for their support this year so far. If there are
any suggestions or questions that you may have regarding the finances of NAVAO
please feel free to contact me and I hope you all had a wonderful July 4 th!

Gay K. Tokumaru, O.D.
IMMEDIATE PAST PRESIDENT

NO UPDATES AT THIS TIME

Katherine L. Wang, O.D.
MEMBERSHIP DIRECTOR
.
NO UPDATES AT THIS TIME

Minna Huang, O.D.
MEMBER-AT-LARGE (Director of Events)

NO UPDATES AT THIS TIME

Brett Zwolensky, O.D.
MEMBER-AT-LARGE (Director of Technology)

NO UPDATES AT THIS TIME

Another Successful Year for VA Optometry Residencies
Congratulations on another successful round of VA resident recruitment! The
Optometric Residency Matching Service applications were processed on
March 4th and once again all VA residency positions have been filled. The
Department of Veterans Affairs is the largest optometry clinical training
program in the United States. There are over 145 post graduate resident
positions available annually. Former VA residents are among the most
successful and nationally recognized individuals within the profession.
Residency training programs at VA medical centers offer outstanding
educational opportunities for graduate optometrists to obtain advanced
clinical competence. These programs are designed to enhance residents’ knowledge and experience in areas of
primary and secondary eye care, low vision, ocular and systemic disease and research.
The coordinators of these VA residency programs spend countless hours recruiting, interviewing and
coordinating the acquisition of new residents. Their efforts should be recognized and commended. As we
prepare to bid goodbye to our current residents who are moving on with their careers, we welcome the
opportunity to help the incoming residents advance their clinical skills.

NAVAO Awards Dr. Randy Brooks
The NAVAO presented an award to Dr. Randy Brooks, AOA Immediate Past President, during the recent House
of Delegates session on Friday, June 17th, 2011, at the AOA meeting in Salt Lake City, UT. Dr. Aly Wasik, the
AFOS-NAVAO liaison, made the presentation on behalf of the NAVAO. Dr. Brooks was instrumental in
addressing the Implementation Memo which surfaced last year.
A plaque was presented to Dr. Brooks and the following statement was presented to the House of Delegates:
“On behalf of the National Association of VA Optometrists, we would like to thank the American Optometric
Association for representing the interests of VA Optometry and for their dedicated support over the years. VA
Optometry faced a major challenge over this past year, which the AOA was instrumental in addressing. In
particular, we are most grateful to Dr. Randy Brooks for his outstanding leadership with this challenge and for
his support of our organization and for VA Optometry. It is with the deepest appreciation that the National
Association of VA Optometrists presents this plaque today to Dr. Randy Brooks.”

Former VA Resident Ascends to the AOA Presidency
The NAVAO would like to extend congratulations to the new President of the American Optometric Association, Dori
Carlson.

Dori M. Carlson, O.D., is the first woman to hold this position in the American
Optometric Association's 113 year history. She was first elected to the
American Optometric Association Board of Trustees in June 2004, re-elected
in 2006 and elected President-Elect at the 113th Annual AOA Congress and
40th Annual AOSA Conference: Optometry's Meeting® in June 2010.
Dr. Carlson is a 1989 graduate of the Pacific University College of Optometry.
She then completed a residency at the American Lake and Seattle VA
Hospitals. She moved to Park River, North Dakota in 1990 to open an
independent private practice with her husband, Mark Helgeson, O.D. In 1994,
she was honored as the North Dakota Young Optometrist of the Year and four
years later became the first woman president of the North Dakota Optometric
Association.
In April, Dr. Carlson participated in a 2 day AOA-led School Readiness Summit
in Washington D.C. Children's vision is a key issue which she will face during
her presidency. She is advocating for children's vision exams conducted by an
eye care professional, as opposed to a screening conducted in a pediatrician's
office, to become identified as an essential benefit to be included by every
state health insurance; thereby giving 11 million children access to eye care.
Dr. Carlson has also spent the better part of the last year visiting optometry schools. Known as the 20/20 Tour, she will be
visiting 20 optometry schools in the United States in 20 months. At each school, she has three meetings; the first with
administrators, the second with the faculty and third with the students to whom she encourages participation in local,
state and national optometric organizations. Updates from Dr. Dori Carlson can be found at dori20-20tour.org.

VisionSite and the NAVAO

VisionSite is honored to be partnering with NAVAO to maintain the association’s website at www.navao.org.
We have worked over this last year to make several key improvements to allow NAVAO to make updates to the
website. In the next few months there will be a number of new features added to the member system to help
the whole organization run more efficiently and communicate more effectively! Stay tuned!
About VisionSite
VisionSite was founded in 1999 with the mission of helping promote
the practice of optometry by helping doctors and associations
communicate effectively with their patients and the public. We work
with several state and regional optometric associations including
NAVAO.
VisionSite specializes in creating professional websites for optometrists and optometric organizations, and we
offer a variety of complementary communication tools and services. These include secure online patient forms,
graphic design (business cards, stationery, and brochures); search engine optimization services; practice-topatient eNewsletters; social media integrations; online reputation management; and more.
For more information about VisionSite, please visit our optometry website at www.visionsite.com/optometry,
or contact us at 866-525-9500 (toll-free) / info@visionsite.com.

NAVAO Call for Nominations
2011 NAVAO Call for Nominations
This is an election year for NAVAO officers (President, Vice-President, Secretary, and Treasurer). According to the NAVAO
Constitution, the President and Vice-President have a two term limit. The Secretary and Treasurer may serve an indefinite
number of terms. All incumbents are currently serving their first term in their respective offices.
Here is the Nomination and Election Process as per our By-Laws:
“The President will call for nominations three months before the annual business meeting of every odd-numbered year.
Nominations may come from any Member for him or herself or for another Member. Nominations are closed thirty days
after the call for nominations. The individuals receiving the most and second-most number of nominations for each office
will be contacted by the teller of ballots and those who wish to run will be given an opportunity to submit a brief profile
and statement for publication prior to the election. An individual may run for only one office in an election. Balloting will
be performed electronically. Results shall be reported to the teller of ballots, votes will remain confidential. Candidates
receiving a plurality for each office will be declared the winner. Election results will be formally announced at the annual
meeting. In the event of tie, a runoff will take place at the annual meeting.”
An email blast was sent to all active members on July 1 to announce the call for nominations. As detailed in that email
blast, please submit your nominations for President, Vice-President, Secretary, and Treasurer to our Teller of Ballots, Dr.
Gay Tokumaru, via email (gay.tokumaru@va.gov) no later than July 30, 2011. Nominations may come from any Member
for him or herself or for another Member and will be kept confidential by the Teller of Ballots. Once the nomination period
has closed, Dr. Tokumaru will contact the individuals receiving the most and second-most number of nominations for each
office and those who wish to run will be asked to submit a brief profile and statement for publication on our website prior
to the election. Elections will be held online and only members with active membership for 2011 will be able to vote
(resident and fellow members do not have voting privileges).
Thank you,
Brian Kawasaki
President, NAVAO

Resident Case Report
Idiopathic macular hole in a monocular patient
Kyle B. Hughes, O.D.
VA Southern Nevada Healthcare System, Southwest Clinic, Las Vegas, Nevada and the Southern California College of
Optometry, Fullerton, California

___________________________________________________________________________________
Abstract
BACKGROUND: Idiopathic macular holes are thought to originate due to oblique vitreofoveal traction at the fovea.
Changes in the vitreofoveal relationship causing focal shrinkage of the vitreous cortex at the macula lead to a progression
in the clinical appearance of the macular hole that follows predictable series of stages ranging from stage 1 to stage 4.
While early stage holes may be asymptomatic and can spontaneously resolve, later stage holes can cause severe visual
impairment and highlight the need for proper identification and treatment.
CAES REPORT: A 70-year-old monocular male patient who progressed from a symptomatic stage 1b macular hole to stage
3 macular hole over the course of four weeks is presented. He subsequently underwent trans pars plana vitrecomy with
gas-fluid exchange and was observed after surgery to have no retinal defect and an improvement in visual acuity.
CONCLUSION: The advancement of optical coherence tomography technology (OCT) has greatly improved the
understanding of idiopathic macular holes. This increased understanding has lead to earlier diagnosis and more successful
surgical outcomes as well as knowledge of the tendencies of the condition to become bilateral. Biomicroscopic
examination and use of OCT technology can help ensure that the proper diagnosis and treatment plan are given to the
patient to improve visual prognosis.
KEY WORDS: Macular Hole, Vitreofoveal traction, Cystoid, Optical Coherence Tomography
___________________________________________________________________________________
Introduction
Ogilvie used the term macular hole in 1900 to describe one possible outcome of concussive injury to the eye. 1
Since that time macular holes have been attributed to several different etiologies including the aforementioned ocular
trauma, cystoid macular edema, vitreomacular traction syndrome, epiretinal membrane, Best disease, rhegmatogenous
retinal detachment, proliferative diabetic retinopathy, hypertensive retinopathy, ruptured macroaneursyms, high myopia
with posterior staphyloma, exposure to laser energy and lightning strike injury.2-5 However, the majority of macular holes
are idiopathic in nature occurring in eyes with no history of previous ocular pathology. 6
Macular holes occur in patients with an average age of 65 and affect women 2:1 over men. There is a 10-20%
incidence of the condition eventually becoming bilateral, however it is rare for the patient to present with bilateral
macular holes. 6-8 In 1988 Gass developed, and in 1995 revised, a classification system for macular holes by stage and also
introduced the concept of tangential vitreous traction as the causative event in the development and progression of
macular holes. 6,9 The advancement of optical coherence tomography (OCT) technology and the success of vitreo-retinal
surgery on the visual outcome of patients with macular hole have added strength to the idea that the vitreous is the main
causative factor of idiopathic macular holes. 10-12

Case report
A 75 year old male presented to our clinic with a complaint of blur at distance and near that was slowly getting
worse over the past year. His medical history was significant for chronic obstructive pulmonary disease (COPD),
hypertension, peripheral vascular disease and osteoarthritis. His ocular history was significant for ocular trauma of the left
eye (O.S.) resulting in enucleation and subsequent fitting with an ocular prosthesis. Current medications included
amlodipine besylate and hydrochlorothiozide for blood pressure and simvastatin for cholesterol.
Best-corrected visual acuity of the right eye (O.D.) was 20/100 pin hole with no improvement (PHNI). O.D pupil
was round and reactive to light. Extra ocular motility of O.D. was full with out restrictions. Gross confrontation fields were
full O.D. Anterior segment biomicroscopy was significant for mild bilateral blepharitis. The ocular prosthesis of O.S. was in
place and clean. Intraocular ocular pressure with Goldmann applanation tonometry was 16mmHg O.D.
The crystalline lens of O.D. had grade 2 nuclear sclerotic and grade 2 cortical cataract formation. Dilated
funduscopic examination revealed a macular cyst involving the central and inferior fovea (see figure 1).

Subsequent optical coherence tomography (OCT) using fast macular scan of O.D. confirmed the funduscopic
finding of a macular cyst (see figure 2). The vitreous was clear and the retinal vasculature was normal, with an artery-tovein ratio of 2 to 3. The cup to disc ratio was .4 round O.D. with healthy neuroretinal rim tissue. The retinal periphery was
unremarkable for retinal breaks. The patient was started on voltaren 1 gtt O.D four times per day for macular edema, and
was asked to return in 1 month for a follow up visit with dilated fundus exam and OCT testing of O.D.

Upon returning for the follow up examination 1 month later visual acuity was reduced to 20/150 PHNI O.D. Dilated
funduscopic examination and OCT of O.D. revealed a stage 3 macular hole (see figure 3). Watzke-Allen testing of O.D. was
positive with the patient reporting a prominent break in the center of the beam of light. Same day consultation was done
with a board certified ophthalmologist, fellowship trained in vitreous and retina, who confirmed the diagnosis of stage 3
macular hole.

Trans pars plana vitrectomy (TPPV) with silicone oil (SO) tamponade was performed on O.D. The patient was seen
at our clinic 1 week after the procedure. Post operative ocular medications included prednisolone acetate, flurbiprofen,
vigamox and cyclopentolate all taken four times per day O.D. Visual acuity of O.D. was count fingers at five feet pin hole
20/200. Subsequent OCT scan showed a flat macula with no retinal defect (see figure 4). The patient was scheduled for SO
removal as well as cataract extraction (CE) surgery of OD in one month. The patient was asked to return for a follow up
visit following these procedures. The vigamox was discontinued and the prednisolone acetate was tapered. The patient
remained on flurbiprofen and cyclopentolate four times per day.

Discussion
Macular holes begin due to a focal and often abrupt shrinkage of the vitreous cortex at the macula resulting in
elevation of the retina. 13 Johnson and associates reported that a perifoveal vitreous detachment was the initial causative
event leading to macular hole formation. 14 However a more recent study by Green suggests that fluid movements,
which act on the cortical vitreous, are the cause of abnormal vitreous traction at the macula. As the eye moves there are
countermovements of the liquid vitreous. This causes tension, which is transmitted to the thinnest area of cortical
vitreous, which is at the fovea. Over time this low-grade tension or traction results in a focal detachment of retina at the
fovea. Green also noted that in nearly one quarter of the cases that cellular proliferation after the perifoveal vitreous
detachment was a secondary change contributing to the progression of the hole. 15
Patients often present with painless blur or distortion of central vision. However, if vision is normal in the fellow
eye, patients may be asymptomatic with the hole discovered on routine opthalmoscopic examination. Reduction in acuity
may be very mild in the beginning, but as the hole progresses acuity becomes worse ranging from 20/200 -20/800. Visual
acuity is also dependent on the size and location of the hole. Holes slightly eccentric from the macula, or very small holes,
may have very good acuity despite a full thickness retinal defect. 16
Idiopathic macular holes are classified by the stages proposed by Gass from stage 1 to stage 4. 9 Stage 1 holes are
often asymptomatic, as no true neural retinal defect yet exists. The photoreceptor layer is intact and no vitreofoveal
separation has taken place. Stage 1 holes can be subdivided in to 1a and 1b based on biomicroscopic and OCT appearance.
In stage 1a holes a small central yellow spot is seen on funduscopic examination. 9 On OCT scan a stage 1a hole appears as

a cystic foveal change in which the photoreceptor layer remains attached to the retinal pigmented epithelium (RPE). 10,11
A 2011 study by Takahashi et al using spectral domain OCT data proposed that the yellow spot seen on funduscopic
examination in stage 1a macular holes is the severed tips of the macular cone outer segments. 16 This contradicts the
accepted notion that the photoreceptor layer is still intact in early stage macular holes. In stage 1b holes a yellow ring may
be observed in place of the yellow spot and OCT scan shows a foveoaolar detachment which has not yet evolved to true
dehiscence.9,11,15, In stage 1 holes there is a 50% chance of spontaneous resolution.11 The worse the presenting visual
acuity, the less likely it is that the hole will resolve.
Stage 2 macular holes involve further shrinkage of the vitreous cortex at the macula and almost always progresses
to a stage three holes, with little chance of spontaneous resolution. This is the first stage in which a true, full thickness,
neural retinal defect occurs. On funduscopic examination and OCT a psuedooperculum, which represents condensed
vitreous, can be observed. Stage 2 holes are associated with a further reduction in visual acuity and observation of visual
symptoms by the patient. 9,10,14
Stage 3 macular holes occur from the continued vitreofoveal traction, which results in a full thickness neural
retinal defect 350-600um in size and a 360 degree ring of subretinal fluid surrounding the hole. Cystic changes in the rim
of the defect can be seen on OCT scan and yellow deposits are often visible in the base of the defect. At this point the
vitreous remains attached to the fovea and a pseudooperculum may or may not be observed. 9,10,11,14
Stage 4 macular holes are very similar in appearance to stage 3 macular holes with a full thickness neural retinal
defect present. However in stage 4 holes a complete posterior vitreous detachment (PVD) with separation of the vitreous
from the macula has occurred. A Weiss’ ring, representing the detachment of the annular vitreous around the optic nerve
head is often seen and is helpful in the differentiation of stage 3 and stage 4 holes. 9,10,11
In 2004 Chan and colleagues introduced the concept of stage 0 macular holes as a method of classification of
fellow eyes of patients with unilateral idiopathic macular holes. Due to the increased likelihood of bilateral hole
development in patients with previously diagnosed unilateral holes, this classification is helpful in early detection and
counseling of these patients. 8, 18 Stage 0 holes are only visible on OCT scan and not seen on funduscopic examination.
OCT shows oblique insertion of the posterior hyaloid fibers at the macula which appears as a minimally reflective band
inserting at one side of macula on the scan and is much more subtle than the band seen in vitreomacular traction
syndrome. 8 In stage 0 holes normal foveal thickness and foveal contour are seen. 8 Chan observed that patients showing
stage 0 changes in the fellow eye were 6 times more likely (43% vs 7.1%) to develop a macular hole than those patients
with out visible vitreous changes on OCT. 8
Kelly and Wendel were the first to present evidence that vitreous surgery was effective in returning some visual
acuity to patients with idiopathic macular holes. Prior to their study it was widely believed that no treatment was possible
for the condition. 12 Since that time numerous studies have been publish attesting to the success of vitreous surgery for
macular holes. 19-23 Stage 1 macular holes are often not treated due to the high incidence of spontaneous resolution
(50%). 11 However a study by Subramanian in 2005 showed surgery to be effective at preventing progression of stage 1
holes that remain symptomatic and fail to spontaneously resolve. 24 It is considered standard treatment to perform a
vitrectomy with fluid gas exchange on stage 2 holes and beyond due to very poor incidence of spontaneous resolution.
Treatment for macular holes involves trans pars plana vitrectomy (TPPV) removing the entire cortical and poster
hyaloid vitreous and internal limiting membrane (ILM) peel . If an epiretinal membrane (ERM) is present it is removed as
well. Next an air-fluid exchange is preformed using either sulfur hexafluoride (SF6) or perfluoropropane (C3F8) gas which is
designed to tamponade the retinal defect. In patients, such as the one presented in the case report, which must travel by
air after surgery, silicone oil (SO) is used in place of gas due to the tendency of gas bubbles to expand with changes in
altitude and cabin pressure.
After surgery the patient is instructed to lie face down (unless SO was used) to help ensure proper tamponade of
the retinal defect, however the duration of time this should be done remains controversial with studies suggesting any
where from 3 days to 3 months. 19-23 Also the amount of hours per day during this time frame in which the patient must
remain face down is debated with recommendations ranging from full time to a few hours per day. A 1997 study by
Tornambe and colleagues suggests that no face down positioning is necessary in idiopathic macular holes not associated
with high myopia. 25 Since then several studies have been published supporting this notion. 26-32 However, the standard
of care still includes some amount of face down positioning.

Several factors contribute to the successful visual outcome of patients being treated for macular holes. Stage 2
holes generally show a better visual outcome than do stage 3 and 4 holes. Size of the hole is also an important factor.
Holes less than 400 um in size tend to be associated with better visual outcome. Holes larger than 400um not only show a
lower degree of visual improvement but also show have been associated with late (>6 months after surgery) reopening,
holes smaller than 400um do not appear to reopen. 23 Length of time between the development of visual symptoms and
treatment also is an important factor. Those patients who are treated within 6 months of the development of visual
symptoms had better visual outcomes than those treated after 6 months. 22
Idiopathic macula holes can be confused with macular epiretinal membrane with pseudohole, central serous
retinopathy, choroidal neovascular membrane, cystoid macular edema, vitreomacular traction syndrome, solar
retinopathy. 16 A lamellar macular hole, which represents an aborted hole in which the vitreous traction was relieved
before a full thickness hole formed, can appear very similar to an idiopathic macular hole on funduscopic examination.
The use of OCT is very helpful in the diagnosis of macular holes because it is the only condition showing a full thickness
retinal defect on the OCT scan image. Performing the Watzke-Allen test is also useful if no OCT is available. This involves
using a thin slit beam shown directly over the fovea. In a positive Watzke-Allen sign the patient will report a
discontinuation of the beam if a true macular hole exists.
Conclusion
Early macular holes (stage 1) are often asymptomatic and do not require treatment however due to the
propensity of macular holes to progress from stage 2 to stage 3 and 4 holes it is important that proper biomicroscopic
examination, along with the use of OCT, is conducted to monitor these patients so that timely surgical treatment can be
performed to ensure the best possible visual prognosis. The use of OCT in the fellow eye of patients with unilateral
macular holes has led to the creation of another stage in the classification system. The diagnosis of stage 0 macular hole is
important in ensuring the proper observation and management of patients with unilateral holes. As OCT technology
advances a better understanding if the vitreoretinal relationship is gained leading to better management of these types of
patients.
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2011 Continuing Education
By Melissa Walters

June 2011
2011 Georgia Optometric Assoc. Annual Meeting: Hilton Head Island, SC. June 2-5
North Carolina State Optometric Society: Myrtle Beach, SC. June 3-5
New Paradigms in Retinal Disease: Forest Grove, Oregon. June 5
Virginia Optometric Assoc. 109th Annual Convention: Hot Springs, Virginia. June 10-12
AOA 2011: Salt Lake City, Utah; June 15-19
Maui 2011: Maui, Hawaii, June 23-26
CE in Belize: San Pedro, Ambergris Caye, Belize. June 27-July 1.

July 2011
Tropical CE 2011: Turks & Caicos. July 2-9
AEA Cruise Seminar: Alaska - Voyage of the Glaciers. July 2-9
Colorado Vision Summit 2011: Denver, Colorado; July 9-10
2011 Victoria Conference: Victoria, British Columbia. July 14-17
Bermuda 2011: Hamilton, Bermuda; July 14-17
Northern Rockies Optometric Conference: Jackson Hole, WY. July 21-23
Florida Optometric Assoc. 2011 Annual Convention: Walt Disney World, FL. July 21 - 24
MOA Summer Seminar: Thompsonville, Michigan. July 22-23
Oregon Optometric Physicians Assoc. Summer CE Event: Milwaukie, OR. July 22-23
National Optometric Assoc. Annual Convention: San Diego, CA. July 27-31
National Glaucoma Symposium: Cape Cod, Brewster, MA; July 23-25
25th Annual Tahoe Seminar, SVOS: Incline Village, Nevada. July 29-31
OEI Annual Summer Conference: Columbus, Ohio; July 29-31

August 2011
CE in Austin: Austin, Texas; Aug 6-7
Ocular Therapeutics Continuing Education: Hood River, Oregon; Aug 6-7
AEA Cruise Seminar: Grand Mediterranean; August 8-20
Southwest Florida Educational Retreat: Captiva Island, Fl; August 12-14
Primary Care Update: St Simon’s Island, Georgia; August 13-15
1st Annual Forum On Ocular Disease: Orlando, Florida; August 13-14
San Diego Optometric Society 2HR CE: San Diego, CA; August 18th

UAB Continuing Education & Alumni Retreat: UAB Campus, Birmingham, AL; Aug 19-21
South Carolina Optometric Physicians Association Annual Meeting/Golf Tounament:
Myrtle beach, SC; August 25-28

Idaho Optometric Physicians Annual Congress: Sun Valley, Idaho; Aug 24-28

September 2011
AEA Cruise Seminar: Provence & Spain River Cruise: Sept 3-10
Vermont Optometric Association Fall Convention: Stowe, VT; Sept 16-18
Envision Conference 2011: St. Louis, Missouri; Sept 21-24
Italy Conferences 2011: Florence & Tuscany, Italy; Sept 20-26
Seavision 2011: Celebrity Cruise Lines. Sept 17-29
Vision Expo& Conference West 2011: Las Vegas, Nevada; Sept 21-25
South Dakota Optometric Society: The Lodge at Deadwood, SD; Sept 22-23
Therapy by the Sea 2011: Atlantic City, New Jersey; Sept 23-25

October 2011
AEA Cruise Seminar: California Coastal; October 1-7
GWCO Congress 2011: Portland, Oregon; October 6-9
New Hampshire Optometric Association: Portsmouth, New Hampshire Oct 8-9
Academy Boston 2011: Boston, MA; October 12-15
East West Conference 2011: Cleveland, Ohio. October 20-23

NAVAO Committees
The Executive Committee is responsible for the management of the business of the NAVAO and advises the
President on all policy matters of the Association. The Executive Committee consists of the President, VicePresident, Secretary, Treasurer, and Immediate Past President.
Executive Committee Members:
Brian S. Kawasaki, O.D., M.B.A. (President and Chair)
David G. Storer, O.D. (Vice-President)
Janel L. Chou, O.D. (Secretary)
Makesha Sink, O.D. (Treasurer)
Gay K. Tokumaru, O.D. (Immediate Past President)

The Finance Committee monitors funds and assists the Treasurer in the collection and disbursements of funds.
The committee also projects future financial demands and sources for the Association.
Finance Committee Members:
Makesha Sink, O.D. (Treasurer and Chair)
Weon Jun, O.D.
Michael McGovern, O.D.
Glenn Saxon, O.D.

The Membership Committee recommends means for membership retention and growth and monitors
pertinent data about the membership.
Membership Committee Members:
Katherine L. Wang, O.D. (Membership Director and Chair)
Janel L. Chou, O.D. (Executive Committee Liaison)
Rachel Caywood, O.D.
Rebecca Czerwinki, O.D.
Joy Kerns, O.D.
Susie Lim, O.D.
David Lynne, O.D.
Heidi Mayer, O.D.

The Events Committee is responsible for planning and overseeing all NAVAO functions, including the annual
NAVAO Business Meeting, Reception, and Dinner.

Events Committee Members:
Minna Huang, O.D. (Director of Events and Chair)
David G. Storer, O.D. (Executive Committee Liaison)
Katherine L. Wang, O.D.
Nancy Wong, O.D., Ph.D.

The Newsletter Committee is responsible for maintaining a formal communications link with the membership
and assists the Newsletter Editor with publishing the quarterly NAVAO Newsletter.
Newsletter Committee:
Dawn N. Tomasini, O.D. (Newsletter Editor and Chair)
Brian S. Kawasaki, O.D., M.B.A. (Executive Committee Liaison)
Michael Dobos, O.D., M.S.
Joseph Pruitt, O.D.
Melissa Walters, O.D.

The Technology Committee is responsible for communicating with the membership via online technology. The
Committee will maintain the NAVAO website, make suggestions for its improvement or enhancement, and
conduct events requiring technological support as directed by the Executive Committee.
Brett Zwolensky, O.D. (Director of Technology and Chair
Brian S. Kawasaki, O.D., M.B.A. (Executive Committee Liaison)
Kevin Mercado, O.D.
Jason Powell, O.D.
Kelly Thompson, O.D.
Danielle Weiler, O.D.

Member News
Congratulations to newsletter committee member, Dr. Joseph Pruitt, for his
recently published article, Management Strategies for AION published in the
June edition of Review of Optometry.

Great Job Dr. Pruitt!

Congratulations to NAVAO Members, Dr. Lane Fujimoto and Dr. Paul Vejabul, and their co-authors from the VA Southern
Nevada Healthcare System for their recent publication in Optometry:
Lu E, Fujimoto L, Vejabul P, Jew R. Steroid-induced ocular hypertension with loteprednol etabonate 0.2%—A case report.
Optometry: Journal of the American Optometric Association July 2011; 82(7): 413-420.
Dr. Paul Vejabul

Dr. Lane Fujimoto

