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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,
Happy New Year! Many thanks to those of you who joined us for our annual dinner in
conjunction with the American Academy of Optometry (AAO) meeting in San
Francisco. Academy 2010 had a record number of attendees (over 5,800). Nearly one
hundred NAVAO members, residents, and invited guests attended the NAVAO dinner
meeting. Dr. Robert Jesse, VA Principal Deputy Under Secretary for Health, sent his
regrets that he was unable to attend due to official duties in Washington D.C.;
however, Dr. Rajiv Jain, Acting Chief Consultant for Specialty Care Services, graciously
attended on behalf of Dr. Jesse and gave an excellent keynote address about the
future of VA Specialty Care Services. Please be sure to read the summary of the
dinner meeting prepared by our Vice-President, Dr. David Storer, in this edition of the
newsletter for more details.
January is our annual membership drive month, so please be sure to visit our website and renew your
membership for 2011! Your all volunteer board and committee members have been working hard this past year
to provide you with value-added membership benefits:











NAVAO leadership worked closely with the American Optometric Association (AOA) and the Armed
Forces Optometric Society (AFOS) to address the Implementation Plan issue that surfaced earlier this
year.
Members were provided with updates about the Implementation Plan issue on our website.
Access to the minutes of the monthly VA Optometry Service conference calls, which are transcribed by
the NAVAO Secretary and provided to members as an exclusive benefit.
The Finance Committee ensured that our organization remained fiscally sound in 2010.
The Membership Committee held a month long membership certificate drive for those members who
did not receive a membership certificate in previous years.
The Events Committee organized another successful annual dinner meeting.
The Newsletter Committee diligently worked to expand the content of our quarterly newsletter and
covered topics such as board certification, promotion information, summaries of important VA
conferences, and interesting case reports.
The Technology Committee coordinated with our website host to implement several upgrades to our
website, including a News page, VA Optometry Service News page, New Member Info section, and the
ability to manage more of the website on our own which will result in long term cost savings. Please be
sure to visit our website to see our new features.
All FAQ sheets on topics of interest to VA optometrists have recently been reviewed and revised by
subject matter experts.

Please encourage any of your colleagues at your facility to join NAVAO if they have not done so already. There is
strength in numbers! We currently represent only about 50% of all VA optometrists.

Inside this issue of the Optimum VA, we introduce the members of our Technology Committee who have been
working on diligently to keep our website up to date. Also, please be sure to read our announcement about this
year’s Advanced Competence in Medical Optometry (ACMO) examination, as well as our Guest Column for an
article about “Spatial Disorientation in Traumatic Brain Injury” by Dr. Daniel Lack from Vision Therapy
International Consultants. We also congratulate those VA Optometrists who were recently awarded with their
Fellowship in the American Academy of Optometry!
Thank you for your continued support of our organization and best wishes for the New Year!
Brian

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

Hello NAVAO Members and Welcome to 2011! As we look back to 2010, we can see how far
our newsletter has come. The Newsletter Committee has been proud to show you the fruits
of our labor every few months as each edition of Optimum VA is published. Over the past
year, we have tried to enhance the newsletter for the benefit of our membership. With each
advancement, we believe that is has become a more valuable resource for VA optometrists.
The newsletter itself underwent a visual overhaul about a year ago when photos of members
were included, which we think brings us all a little closer. Although we all communicate via
email, we can now put a name to the face.
Each member of our committee has worked hard to bring you the final product that you read
today. Dr. Joseph Pruitt deserves special recognition for his representation of the newsletter
committee at our annual meeting at the Academy conference in San Francisco.
Congratulations are also in order for Dr. Pruitt for his Eagle Award from the American Optometric Association. (see our
"Keeping in Touch" section.) Dr. Michael Dobos introduced the resident case report section in our Fall 2010 edition of
Optimum VA and is working diligently with residency supervisors across the VA system to keep you abreast of interesting
cases. We feel that this is a great way of introducing residents to the NAVAO. Newsletter committee member, Dr.
Melissa Walters, is debuting a new section in this very newsletter on continuing education. She has spent numerous
hours researching to bring you a comprehensive list of small conferences in all regions of the United States. We are
hoping that, with member input, this listing of continuing education grows into an indispensible source.
So, please take the time to explore the new and improved "Optimum VA, the Official Newsletter of the National
Association of Veterans Affairs Optometrists." We look forward to hearing comments and/or suggestions from our
membership. Please feel free to email me at dawn.tomasini@va.gov at any time.

Updates from the Executive Board
David G. Storer, O.D.
VICE-PRESIDENT
Only a few weeks into winter of 2010 and it seems like it has been a decade since
we, the NAVAO Executive Committee, assumed our new offices last year. This has
been an exciting year for NAVAO that concluded with a spectacular annual dinner
at Academy. Dr. Minna Huang was again the cornerstone to the success of the
entire event. Dr. Brian Kawasaki’s last minute blitz to replace our keynote speaker
resulted in a class evening. Dr. Rajiv Jain, M.D., Acting Chief Consultant – Office of
Specialty Care Services, proved to be an engaging speaker who presented real-time
information to attendees on the current thinking at headquarters on the way
ahead for the VA and specifically VA optometry.
Led by our Director of Technology, Dr. Brett Zwolensky, and our President, Dr. Brian
Kawasaki, the Executive Committee has been actively involved in a significant
updating process with the NAVAO website. Dr. Kawasaki’s goal throughout the year has been to provide to our
membership a significant increase in the value of their membership and we are all proud of the progress that
has been made since last January when we changed to our new website provider. We anticipate continued
significant enhancement in the services that will be made available to our membership with the continued
improvements that are planned for the web site.
I cannot describe what an honor it has been to serve this past year with such dedicated VA optometrists on the
NAVAO Board. It is not possible to describe all the significant work that all of the individual quality volunteers
have contributed to NAVAO over the past year. Where you see continued progress by NAVAO, you can be sure
that there are committed Board members behind each action and activity. Each month, those of you who are
unable to participate in the monthly Optometry Service Conference call, have the ability to review on the
website an accurate summary of the minutes summarized and produced by our Secretary, Dr. Janel Chou who
devotes hours of her time to get it right for you. This year will be the first in a number of years, that NAVAO will
be in the black on our finances, due in large part to our dedicated Treasurer, Dr. Makesha Sink, who has
implemented numerous budgetary planning initiatives over the past year. Our Membership Director, Kathy
Wang, has been the single person responsible for the increase in our membership by over a third since last year,
which has given NAVAO leadership a more significant voice at Headquarters. Things that most of us in the field
take for granted, like this Newsletter, require long hours of dedicated work by many volunteers, led by capable
leaders like Dr. Dawn Tomasini, the Newsletter Editor. I am remiss in not being able to list everyone who is
involved in all that seems to be running in automatic to most of us in the field. They sure make my job a real
pleasure and I admire their deep dedication to VA optometry and would like to publically state my appreciation
and admiration for each of them.
We, on the NAVAO Executive Committee, look forward to serving all of VA optometry over the course of the
upcoming year. If there are any areas the any of you see that require our attention, please bring it to our
attention and we commit to you that we will do everything in our power to address it. We look forward to
inputs from the field to the Executive Committee and actively seek to increase the flow of communication from
our desks to yours.

Janel L. Chou, O.D.
SECRETARY
Hello NAVAO members! Happy holidays and hello winter! This year has been filled
with lots of new announcements with SOP’s, new information and new visions from
the Undersecretary for Health, and new changes to our websites. We had a wonderful
and succinct business meeting in San Francisco this year and I was so glad to get to
meet so many members at the dinner meeting during the academy meeting. It is from
all the support we get from our members that we gain knowledge and strength to
continue to improve patient care for our veterans and continue to practice at the
highest level in optometry.
I know everyone is so busy so please continue to keep up with all these changes by
logging onto the website. We will continue to post the minutes to the monthly optometry service call and, as
always, this will be located in the members section of our website as soon as you log in. We also post the
agenda as soon as we receive it and before the service call, in that same section, for your access. If you have
any questions or feedback about the current minutes, please contact me. On a more personal note, we have
had a record snow this year in Hampton Roads of 13 inches and while that may not be much up north, it has
been quite a fiasco in a beach town that does not normally get snow. I am excited about the upcoming year and
if you have any feedback, please contact me, I would love to hear it!

Makesha Sink, O.D.
TREASURER
Hello everyone and I hope you had a great 2010!
We are a fiscally sound organization with total assets equaling $37418.11
Checking: $2528.49
Savings: $34889.62
Our income this year was: $18878, of which 80% was from membership dues.
This is over $7800 more than our 2009 income thanks to Kathy Wang and the
membership committee’s membership drive of which they are to be commended!
Our expenses this year were approximately $19,500. Our dinner/banquet is still our
biggest expense, but our overall expenses this year compared with 2009 were higher mostly due to our website
modifications/updates of which our technology committee, led by Brett Zwolensky, and VisionSite, our
webmaster, have worked very hard to make our website great. Because these costs are expected to be less for
2011, our overall expenses will likely be less as well and we will not be in the red!

We are in the process of formulating a budget for 2011. We look forward to serving you all again next year and
please let me know if you have any questions or any financial recommendations for our organization. It has
been a pleasure serving you alongside a great executive board this year and I look forward to 2011!
Happy New Year!
Makesha

Gay K. Tokumaru, O.D.
IMMEDIATE PAST PRESIDENT
NO UPDATES AT THIS TIME

Katherine L. Wang, O.D.
MEMBERSHIP DIRECTOR
I would encourage all current NAVAO members to renew their membership through
the NAVAO website. Please make sure to look at the NAVAO website frequently as
many additional features have been made available to members. I would like to thank
the Membership Committee in their assistance in increasing the NAVAO membership
by at least 25% from the previous year. In addition, I would like to especially thank
Rachel Caywood for her assistance in compiling a list of commonly used VA
abbreviations to assist residents and new hires in understanding VA lingo. (This is
available also on the NAVAO website).
I would also like encourage current members to try to recruit their fellow VA optometrists as well as VA
residents so the NAVAO well-represents VA optometry. Thanks for your support of the NAVAO through your
membership and involvement.

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)
Over the course of the past year, the NAVAO Board has been working hard to
expand and improve the NAVAO website (www.navao.org). Our goal has always
been to provide up-to-date information that all of our members will find useful in
their day to day clinical and administrative duties. If you have looked at the website
recently, you have probably noticed that layout of the website has changed. We
have kept all of the features that the previous version had, plus we have added
several new sections that we hope you find useful. Some of the more recent
additions that you may have noticed were the creation of the “News” section as
well as the “VA Optometry Service News” section. The “News” section provides
information on topics such as upcoming meetings, educational opportunities,
recent advancements in our profession, updates on board certification, etc. This
information is always relevant to the VA optometric community although it may not be specific for VA
optometrists only. The “VA Optometry Service News” section provides recent updates that involve VA
optometrist directly. Because the NAVAO Board has the ability to edit these pages, we can post information in a
real-time fashion, so our goal is that you will find all of the topics completely up-to-date. For those of you who
may not have visited the above mentioned sections of the website, I highly encourage you to do so. As always,
any feedback would be greatly appreciated. If there is a topic that you feel would benefit our membership that
has not already been posted, please contact me directly at brett.zwolensky@navao.org. Finally, all of the
information that has been posted within these sections is archived, so if you can no longer find something that
had been previously posted, please let me know and I will make it available to you.

Throughout the past year we have also been working on updating all of the “FAQ Sheets” (i.e., Frequently Asked
Questions). I am happy to announce that we have now completed all of the updates. Under each heading, you
will find when the last update was completed. Since I have been involved with coordinating these efforts for
the “FAQ Sheets”, I have seen firsthand how much time and effort is involved with creating and updating each
section. I sincerely appreciate all of the generous contributions made by Dr. David Yang, Dr. Daniel R.
Eckermann, Dr. Angela Musick, Dr. William Denton, Dr. Dianne Kowing, Dr. Kevin J. Mercado, Dr. Minna Huang,
Joyce L. Urbeck, Jean Redd, Dr. Jason Powell, and Dr. Brian Kawasaki.
NAVAO would also like to thank Dr. Danille Weiler, Technology Committee Member, for her assistance with
compiling the list of commonly used VA abbreviations, which will be helpful for residents and new hires.
The NAVAO board would like to hear from you so if you have feedback for any section of the website or if you
have suggestions for additional features that you would like to see incorporated into the website, please don’t
hesitate to contact me.

2010 NAVAO Annual Meeting
This year’s annual NAVAO dinner again provided an opportunity for VA optometrists to meet socially and
professionally with, not only other VA field optometrists, but also many influential professionals within
optometry. Representatives from many of optometry’s key professional organizations were in attendance at
this year’s dinner. Speakers for the evening included, Dr. Rajiv Jain, M.D. (VA Acting Chief Consultant for
Specialty Care Services), Dr. Randy Brooks (Immediate Past President of the American Optometric Association),
and long-time friend of NAVAO, Dr. Norman Haffner.
Nearly a hundred VA optometrists and NAVAO’s invited, honored guests attended this year’s dinner. The
highlight of the evening for attendees was the dinner’s keynote speaker, Dr. Jain, who spoke on “Specialty Care
Update.” Dr. Jain is an exceptionally talented speaker and he was able to share with the dinner attendees,
detailed information on issues related to VA Optometry and changes each VA Optometrist should expect to see
implemented within VA medical facilities in the near future.
The evening’s dinner events were kicked off by NAVAO’s President, Dr. Brian Kawasaki. Dr. Kawasaki offered a
warm note of welcome to all of the members in attendance, and our guests, in his opening comments. He set
the tone for the evening, by mentioning that for the first time, VA Optometry had provided care to over one
million unique veterans nationwide in a single year. He thanked VA optometrists for all of the wonderful work
they do in serving our nation’s veterans and also acknowledged Dr. John Townsend, Director of the VA
Optometry Service, for his leadership as VA Optometry achieved this significant milestone. Dr. Kawasaki
introduced the other NAVAO Board Members who were in attendance at this year’s dinner, who were Dr. David
Storer (Vice-President), Dr. Janel Chou (Secretary), Dr. Makesha Sink (Treasurer), Dr. Gay Tokumaru
(Immediate Past President), Dr. Katherine Wang (Membership Director), Dr. Minna Huang (Director of Events),
and Dr. Brett Zwolensky (Director of Technology). He thanked all of the Board Members and also our Committee
Members for all of their outstanding service to the organization. Dr. Kawasaki proceeded with the events
agenda for the dinner by introducing each of the evening’s speakers to the dinner attendees. He first introduced

Dr. Brooks, welcomed the guests from the AOA, and thanked them for representing the interests of VA
Optometry, especially with recent issues, and expressed sincere appreciation for their continued support.

Dr. Randy Brooks, Immediate Past President of American Optometric
Association

Dr. Brooks’ comments were directed at VA Optometry, from the view of the Optometry profession, in general.
He stressed the significance of the VA’s emphasis on its new approach to VA Optometry’s delivery of care to our
nation’s veterans. He noted the level of competence demonstrated by VA Optometrists in the area of medical
optometry, which sets the pace for our profession in the areas of professional competence and practicing within
the full scope of individual state licensures. He also recognized the VA’s efforts in the areas of patient care,
through the VA’s emphasis on team-approach health care for our nation’s veterans.
Dr. Haffner then addressed the attendees, announcing that Dr. Jesse had accepted an appointment to the first
Patient-Centered Outcomes Research Institute’s Board of Governors. The Board identifies comparative
effectiveness research priorities and establishes a national research agenda. Dr. Haffner’s comments to the
attendees were, warmly received by the dinner attendees, as they always have been by past dinner attendees.
Dr. Jain, the evening’s Keynote Speaker, was also warmly received by all of the dinner’s attendees. Dr. Jain
directed his comments to the areas of increased demand by our nation’s veterans for eye care services from the
VA. He reviewed with attendees, his personal perspective, regarding the direction that leadership in
Washington has moved to effectively address the issue of increased demand by veterans for eye care services.
In this regard, he discussed the VA’s low vision rehabilitation program, the DoD/VA Vision Center of Excellence,
and the Specialty Care Transformation Initiative. Dr. Jain pointed out that the primary goal of VA leadership is
to transform the VA care system into a “veteran centric system” with the intent to encourage continued
collaboration by specialty care services with PACT (patient aligned care teams) implementation efforts
nationwide.
Dr. Kawasaki closed the evening’s events by presenting an NAVAO plaque to Dr. Jain recognizing his support of
VA Optometry and specifically thanking him for filling the role of this year’s Keynote Speaker for the 2010
Annual NAVAO dinner. Dr. Kawasaki also presented an award to Dr. Minna Huang, Director of NAVAO Events,
for her numerous years of dedicated service and coordination of the annual dinners. Dr. Kawasaki invited
attendees to remain as late as they desired. Most attendees remained afterwards to continue the evening’s
social and professional conversations and discussions that had begun before the dinner. Everyone in
attendance enjoyed the evening and all attendees expressed their anticipation for next year’s event in Boston.

Brian Kawasaki, O.D. (NAVAO President) and Rajiv Jain, M.D. (VA Acting Chief
Consultant for Specialty Care Services)

Meet Dr. Rajiv Jain, M.D. , Acting Chief Consultant – Office of Specialty
Care Services
The NAVAO was fortunate to have Dr. Rajiv Jain, M.D. as the keynote speaker at our annual meeting this past
November. Dr. Jain has been Chief of Staff of VA Pittsburgh Healthcare System since November 2000. He is
currently the Acting Chief Consultant of Specialty Care Services (SCS). SCS is composed of a number of
components that are designed to ensure that the best overall preventative, clinical, spiritual and religious, and
nutritional care is made available to the veteran patient. Optometry/Ophthalmology falls under Specialty Care
Services. Our national program director, Dr. John Townsend, reports directly to Dr. Rajiv Jain.
Dr. Jain received his Doctorate of Medicine from Saurashtra University in India. His graduate medical training
including a residency in medicine and then a fellowship in hematology/oncology were at the University of
Connecticut affiliated program in Hartford, Connecticut. He is a Diplomate of the American Board of Internal
Medicine, Hematology and Oncology Subspecialties. He served as the Chief of Staff of the VA Medical Center in
Salem, Virginia from 1993 until accepting the position of Chief of Staff of VA Pittsburgh Healthcare System in
November 2000.

Congratulations Fellow VA Optometrists!

The NAVAO would like to congratulate these current or former Department of Veterans Affairs Optometrists
that achieved fellowship in the American Academy of Optometry at this year's meeting.

Drew N. Aldrich

Imran A. Khan

Daniel R. Maxwell

Kenneth M. Rose

Mayur Bhavsar

Le B. Lam

David A. Meyer

Janet Boschert

Lauren E. Lanigan

Joseph M. Misera

Amber Reinhart
Scharnweber
Jennifer M. Tran

Rena J. Cappelli

Man Wai Charis Lau

Trisha M. Moore

Nathalie Trottier

Melanie Jade
Denton

Susie L. Lim

Joseph O'Brien

Jeannette Carbone
Varanelli

James Esposito

Deana Emiko Lum

Arraya Paksin-Hall

Erica J. Walker

Dax Alan Gay

Marla Plecha

Olga Whitman

Maricely Gonzalez

David Norman
Lynne
Katie Martindale

Maria A. Pribis

Heidi M.
Wilgenburg

Parres M. Wright

Eliza Yaghoubian

Kasey Zann

Advanced Competency in Medical Optometry (ACMO)

National Association of VA Optometrists
P.O. Box 752881
Las Vegas. NV 89136
www.navao.org

Dear NAVAO Members,
Have you taken the Advanced Competency in Medical Optometry (ACMO) examination? Did you know that the NAVAO
originally requested the creation of the ACMO? ACMO provides a number of benefits for VA Optometrists, and we feel
support of this exam is vital for the continued success of VA Optometrists and VA residency programs.
The purpose of ACMO is to assess advanced competence in medical optometry. Virtually all other medical professions
have standard examinations that document advanced competency after residency training and the NAVAO believes
optometry should have similar credentialing to support post-graduate advanced competency. This type of documentation
has become vital in an increasingly credential-sensitive health care environment. With the constantly changing and
potentially unpredictable health care landscape, this credential may also be beneficial in regards to licensure or Board
Certification, participation in health care settings or plans, and expectations of third party payers in the future.
There are also professional and personal rewards for taking ACMO. In terms of promotions for existing VA optometrists,
passing the exam can aid in obtaining special advancement and an increase in pay which can easily compensate for the
cost of taking the exam. To further encourage residents to take the examination, there is a reduced test fee for current
residents to take the exam, and the test results never expire.
The ACMO exam has received very positive feedback from candidates who have taken the exam. Candidates have felt
that the ACMO not only met its goal of testing advanced competence in medical optometry, but also that the exam was
clinically relevant to the systemic and ocular conditions typically encountered in a typical VA residency. The pass rate for
the ACMO in 2010 was 83%. Please refer to the attached FAQ sheet about the ACMO examination and consider signing
up to take the exam on Friday, June 3, 2011. The deadline to register is May 3, 2011.
Thank you for your time and your dedication to our nations’ veterans. If you have any questions, please contact us at
info@navao.org.
Sincerely,
The National Association of VA Optometrists (NAVAO)
www.navao.org

National Association of VA Optometrists
P.O. Box 752881
Las Vegas. NV 89136
www.navao.org
info@navao.org

Advanced Competence in Medical Optometry (ACMO)
Examination FAQ
Original Author: David Yang, OD
Email: david.yang@va.gov
Contributing Author: Brian Kawasaki, OD, MBA
Email: brian.kawasaki@va.gov

FAQ: Advanced Competence in Medical Optometry (ACMO) Examination
I. Logistics: Visit the NBEO website at http://www.optometry.org/acmo_description.cfm for additional
details.
1. When will the test be offered?
The test will be offered again on Friday, June 3, 2011 from 8:30 AM to 1:00 PM.
2. When is the deadline for registration?
The registration deadline for the 2011 ACMO administration is May 3, 2011.
3. Where do I take the test?
The National Board has contracted with Pearson VUE to administer the ACMO test. The ACMO test
may be taken at any of the Pearson Test Centers. For the location of a test center near you, please
click here to visit the Pearson VUE website.
4. How long is the test?
The test is 5 hours long, which includes 4 ½ hours for the test itself and 1/2 hour for administrative
details.
5. How often is the test administered?
The test is offered once a year.
6. How long after the test should I expect to receive the results?
The test results will be available at the end of July.
7. How do I register for the ACMO exam?
Registration is done online through the National Board of Examiners in Optometry (NBEO) website:
Click Here to Visit the NBEO website and Register for the ACMO
8. When registering for the ACMO, do I need to have the results reported to my state board(s)?
At this time, the state boards do not require ACMO for licensure.
II. Test Contents:
1. What is the testing format?
The ACMO is a computer-administered examination consisting of 40 simulated patient cases with 4
multiple-choice questions for each case. Thus, the 40 cases contain 160 test items. Some multiplechoice questions may have several answers to choose from (as many as 10), only one of which is
correct.

An ACMO tutorial is available on the ACMO page of the NBEO website:
http://www.optometry.org/acmo_description.cfm#

Sample cases are also available on the NBEO website:
http://www.optometry.org/pdf/contents/ACMO_Sample_Patients.pdf
2. What types of cases are covered on the test (i.e. does the test reflect other specialty areas such as
low vision, contact lenses, or binocular vision…..or is it ocular/systemic disease only?)
Since the NAVAO requested an examination that assesses advanced competence in medical
optometry, the exam focus is on ocular disease and associated systemic conditions. According to the
description of the examination from the NBEO website, "Overall, 25%-35% of the test items cover
systemic conditions, while 65%-75% cover ocular disease. Within ocular disease, there is a high
emphasis on glaucoma, anterior segment disease, and posterior segment disease. Trauma and postoperative conditions have a minimal emphasis, and neuro-ophthalmologic conditions have a moderate
emphasis."
3. Tell me more about the content of the ACMO exam.
The blend of ACMO exam content and difficulty is designed for the advanced level of competence that
VA residencies provide. Therefore, it is anticipated that VA residents will be fully familiar with the
nature of the examination content. The cases and case questions are generated by a Case Authors
committee composed of Residency Program Supervisors and past VA Residents. The cases undergo
an extensive review, and the final mix of items is determined by the ACMO Examination Council, which
is also composed of Residency Program Supervisors and/or past VA Residents.
III. What is ACMO?
1. Why was ACMO created?
More than six years ago, the NAVAO membership voted to authorize NAVAO leadership to create a
credible and independently certified process by which VA residents could document advanced
competence in medical optometry. Unlike VA medical, dental, and podiatric residents, until that time,
optometry residents did not have a standardized examination that would enable them to demonstrate
their advanced competence. Written examinations are required in all of the other more than 30 VA
post-graduate residency training programs sponsored by the Office of Academic Affairs and are also
commonly required following post-graduate training in nursing and other disciplines.
Dr. John Townsend, Director of the VA Optometry Service, strongly believed that optometry residents
should have an objective and quantifiable assessment to document advanced competence. Dr. Alden
Haffner, representative to the VA Central Office Special Medical Advisory Group, agreed that the lack
of formal recognition of residents’ advanced competence placed VA programs and residents at a
disadvantage in the increasingly credential-sensitive health care sector. Successful ACMO Candidates
receive a credential from the NBEO that acknowledges their advanced competence.
As a result, NAVAO leadership determined a post-residency examination, similar to those taken by
other VA medical residents, was the most appropriate way of providing this needed credential. A
series of consultations with NBEO over the past several years led to an agreement in 2004 that NBEO
would develop such an examination as requested by NAVAO, and that NAVAO would closely
cooperate with NBEO to ensure its clinical relevance. NAVAO selected NBEO to develop the

examination in view of the high quality of its other examinations, its reputation, and proven track record
for excellence. The first ACMO exam was administered in 2005.
2. Is there any benefit to residents taking the ACMO exam if they do not plan on working in the VA
system?
NAVAO strongly encourages all eligible individuals to sit for this important examination,
which has already gained stature as an important and valuable credential for VA
residency-trained Doctors of Optometry. Within the profession of optometry, as in other health care fields, it is
clearly beneficial to possess the maximal attainable credentials. With the constantly changing health care landscape, it is impossible to
predict what lies ahead with regard to licensure, credentials required for participation in health care settings or plans, expectations of third
party payers, etc. Since ACMO is targeted toward individuals who have just completed a VA residency program, it appears reasonable to
seek this credential at the time of completion of their training program.

3. Is there any benefit to residents taking the ACMO exam if they DO plan on working in the VA system
or are currently employed in the VA?
In terms of credentials, ACMO is the only optometric exam currently offered by an independent testing
authority that evaluates post-graduate advanced competence. The VA is becoming increasingly
sensitive to credentials; for example, in recent years the VA has required that all new physician hires
must be board-eligible or board-certified.
In terms of promotions and advancements for existing VA optometrists, successfully passing the
ACMO exam would greatly aid in obtaining Special Advancement, which may result in up to a threestep increase in the GS pay scale.
IV. Concerns about ACMO
1. Are there any negative consequences for taking the ACMO test and NOT passing?
Hypothetically, negative consequences could exist if a VA residency program required passage of
ACMO to complete the program or if a VA optometry service required passage of ACMO as a
credential for applying for a staff position. At this time, neither of these expectations exists, and
NAVAO is not aware of any intention for this to occur.
2. What happens to people who don’t pass? Can they retake and pass the test and earn the same
“beneficial effects” that people have/earn when they pass the test on the first try?
As with other NBEO examinations, candidates may retake the ACMO examination if they did not pass
initially. The examination is administered once a year.
3. Do the test results “expire"?
As with other NBEO examinations, the ACMO test results do not expire.

4. Can fees be adjusted for residents, since the cost may be prohibitive for some?
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.
5. I have completed (or will be completing) an ACOE-accredited residency program that does not
emphasize ocular/systemic disease. Will I still be able to take the ACMO exam?

Yes, you may complete ANY ACOE-accredited residency program to be eligible to take the exam.
While the ACMO emphasizes ocular disease and associated systemic conditions, an applicant is not
required to have completed an ocular disease residency to be eligible. Therefore, applicants with
ACOE-accredited residency training in contact lenses, low vision rehabilitation, binocular vision, or
other specialty areas may also take the exam.
6. Although I completed an ACOE-accredited residency and currently work in the VA, I did not
complete a VA Residency program. Am I eligible to take the test?
Yes, eligibility has been expanded to individuals who meet the following criteria:







Completed an ACOE-accredited VA residency program by June 30, 2011, or
Completed an ACOE-accredited residency program, or
Actively involved in the training and education of VA optometry residents, or
Clinically privileged to provide optometric patient care services to VA patients, and
Active licensure with therapeutic privileges as of March 04, 2011 (3 months prior to the test
administration), and
No licensure sanctions or active state board investigations.

V. ACMO Statistics
1. How many people took the test in 2010?
52 candidates took the test in 2010
2. What was the pass rate?
The pass rate for the 2010 ACMO was 83%.
3. Where can I find statistics for all previous administrations of the ACMO exam?
Visit the NBEO website at: http://www.optometry.org/stats.cfm
VI. ACMO Feedback
The ACMO has received very positive feedback from candidates who took the exam. In fact, the PostACMO Candidate Survey indicated that 100% of the candidates from 2006 – 2009 felt that ACMO met
its goal of testing advanced competence in medical optometry. In addition, survey results further
revealed that 100% of the exam-takers stipulated that the exam content closely corresponded to the
clinical conditions that are typically encountered in a VAMC residency.
Just a few of the positive comments from candidates regarding their ACMO exam experience
includes:
“It was a fair exam - Thanks.”
“I felt the test was fair and the contents were representative of patients I saw this year during my VA
residency.”

“I was overall impressed at how closely your exam material represented my average patient during my
VA residency! Tough, but accurate. Thanks.”
“This experienced ROCKED! I wish I could take it next week after reviewing what I missed … Thanks
again for all your hard work and I hope this helps solve the Advanced Certification issue. It was indeed
an honor and privilege to sit for this administration.”

Amended NAVAO By-Laws
The following changes to the NAVAO By-laws were approved at the annual meeting in San Francisco.

Article I
Section I:
Membership. To establish and maintain membership in good standing and to be entitled to all the benefits,
rights (including voting rights), privileges, and duties of the Association, annual dues are to be submitted to the
Treasurer or his/her designee by January 31 of each year for general members and by August 31 of each year
for optometric research fellows and optometric resident members. There will be a $5 late fee for dues received
after this date for general members. Dues will not be accepted for the current calendar year after August 31;
dues received after August 31 will be applied to the following calendar year. Dues will not be accepted at the
annual business meeting or banquet. Membership may be terminated by quorum majority vote of the Board for
failure to pay dues or by a two-thirds vote of a quorum of Members for just cause. The Treasurer or his/her
designee will ensure that a financial statement is sent to each Member. All newly hired VA optometrists will be
provided free membership in the Association for the calendar year in which their employment at the VA
commenced. Those hired in the last quarter (October, November, and December) of the calendar year, will
receive free membership for the following calendar year. All Members will receive a Membership Certificate
when they initially join the Association. There will be a $10 fee for replacement Membership Certificates. The
membership year of the Association will be January 1 through December 31. The membership year for
optometric research fellows and optometric residents will be July 1 through June 30.

Meet the Technology Committee

Kevin Mercado, O.D.
Cincinnati VA Medical Center
Kevin Mercado, OD received his Bachelor of Science in Biology at Eastern Illinois
University in 2000. He is a 2004 graduate of the Illinois College of Optometry and
in 2005, he completed a residency in ocular disease at the Huntington VA Medical
Center in Huntington, WV. Since 2007, Dr. Mercado has been working with the
Cincinnati, OH VA Medical Center and is now glad to be serving as a member of the
NAVAO Technology Committee.

Jason Powell, O.D.
Southeast Tucson CBOC
I was born in Eastern Idaho and raised in the small town of Rigby. After high
school I attended the University of Utah, where I earned a bachelor’s degree in
biology in 2000. I attended optometry school at Pacific University College of
Optometry and graduated in 2004 prior to completing a residency in Hospital
Based Optometry at the Fresno VAMC in 2005. I have had the privilege of being
employed at the Southern Arizona VA Healthcare System since finishing my
residency and I am currently working at the Southeast Tucson CBOC. My wife,
Judy, and I have been married for 12 years and have three sons.

Kelly Thompson, O.D.
Dayton, Ohio VAMC
Kelly Thompson OD, FAAO, received her bachelor of science in Bacteriology from
the University of Wisconsin in 2001 and doctorate in Optometry in 2005 from The
Illinois College of Optometry. In 2006, she completed her residency in primary
care at the Dayton VAMC in Ohio. Kelly currently works for the Cincinnati VAMC as
Assistant Chief and Residency Coordinator. She is auxiliary clinical faculty at The
OSU College of Optometry and volunteer faculty at the UC Medical CenterDepartment of Ophthalmology. Kelly is excited to serve as the current Zone
Governor for the Cincinnati area of the Ohio Optometric Association and is a COPE
Reviewer, ACOE Consultant, NBEO Examiner, and also volunteers for Realeyes. She
currently resides in Loveland, OH with her husband and their children Alexandria
(3), and newborn twins Jake and Kate.

Danielle Weiler, O.D.
Southern Arizona VA Health Care System
Danielle Weiler, OD, FAAO received her Bachelor of Arts degree in Biology from
Augustana College in Sioux Falls, SD prior to her Doctor of Optometry degree from
Indiana University in 2005. She completed residency training in ocular disease and
low vision rehabilitation with the Chicago VA Health Care System (Jesse Brown
VAMC and Hines VA Hospital). From 2006-08, she practiced primary care
optometry in a multi-location private practice in Illinois. She joined the staff of
Southern Arizona VA Health Care System as a Staff Optometrist at the Sierra Vista
CBOC in October 2008 where she oversees fourth-year optometry externs from
the Southern California College of Optometry.
Dr. Weiler and her husband, Tim, are the proud parents of Isaiah. She has enjoyed
serving NAVAO through the Technology Committee.

Guest Column
SPATIAL DISORIENTATION IN TRAUMATIC BRAIN
INJURY
By Daniel Lack OD, FCOVD, FAAO
The term “post-trauma vision syndrome” was defined in the study guide supplement to the Archives of
Physical Medicine and Rehabilitation in March 1998 (volume 79). It explained that the characteristics of posttrauma vision syndrome included, “ . . . exotropia or high exophoria, accommodative dysfunction, convergence
insufficiency, low blink rates, spatial disorientation, poor fixations and pursuits, and diplopia.”
Most
optometrists are proficient in performing the testing necessary to diagnose accommodative, binocular, and
oculomotor dysfunctions as well as dry eyes and visual field defects. However spatial disorientation is a vague
term with which patients and doctors have difficulty understanding.
Not all optic nerve fibers follow the retino-geniculate-occipital pathway. Some fibers branch off before
reaching the LGN and go to the hypothalamus (retino-hypothalmic pathway). Another bundle of fibers branches
off before the LGN to go to the superior colliculus (retino-superior collicular pathway). The hypothalamus and
the superior colliculus send information to the reticular formation which is involved in our attention,
equilibrium and posture.
These subcortical optic nerve fibers are involved in the ambient visual system. This subconscious system can
explain
the
phenomenon
of
blindsight.
If
you
go
to
http://www.npr.org/templates/story/story.php?storyId=98590831 or if you google “blind man sees with
subconscious eye + NPR” you can observe a video of a blind physician who suffered strokes to the occipital
cortex bilaterally and yet he was able to walk down a hallway while avoiding objects that had been randomly
placed on the floor. When he was asked how he did it, he was unaware that he had done anything unusual.
The ambient system functions with our vestibular system and our proprioceptive system to provide proper
posture, balance and a stable visual world. The ambient system can be damaged in traumatic brain injury,
creating symptoms of spatial disorientation that patients and doctors may not attribute to a vision disorder.
There is no test that the optometrist can do to measure a subconscious visual system. It is up to the optometrist
to observe the patient and to ask the proper questions to determine if there is a problem. Does the patient
walk down the middle of the hallway with equal weight bearing on each foot? Does the patient find it
overwhelming to walk down store aisles where the peripheral input is disorienting? Does the car drift to the
right or to the left if the patient drives?
And an interesting thing to consider is that the TBI patient’s accommodation, binocularity and oculomotor
skills may be inefficient because the patient’s faulty sense of proprioception of his body location leads to
inaccurate judgments of the locations of objects that he fixates.
The ambient system appears to be influenced by tints (generally blue), prisms (base in or yoked) and sector
occlusion (binasal) and the patient should be afforded the opportunity to determine if these techniques can
improve his activities of daily living.
www.vtisee.us

Resident Case Report

Clinical Findings and Management of Epidemic
Keratoconjunctivitis

Kristin McDougall, O.D.
Dayton VA Medical Center
4100 West Third Street
Dayton, OH
Kristin.McDougall@va.gov

Abstract
Epidemic keratoconjunctivitis (EKC) is a highly contagious external ocular infection caused by adenovirus. It is a
self-limiting disorder, with the patient usually recovering over a one month period. Due to the high prevalence
of EKC it is important that the clinician be familiar with its clinical presentation. This case report will discuss and
review the clinical findings and treatment options of EKC.

Key words: Epidemic Keratoconjunctivitis, pseudomembrane, symblepharon, adenovirus, subepithelial infiltrates

Introduction
Epidemic keratoconjunctivitis is an acute, highly contagious infective conjunctivitis caused by adenoviral types
8, 19 and 37.8,5 It is typically a bilateral infection that appears sporadically or in outbreaks from a common
source.8,3 EKC has unique clinical features that include sudden onset of acute follicular conjunctivitis with
watery discharge, conjunctival hyperemia and chemosis, photophobia and preauricular lymphadenopathy. 1,7
This infection is most common in adults and can affect all age groups and both sexes equally. Symptoms can
last up to two weeks or more and complications from subepithelial infiltrates may impair vision for up to a year
or longer.1

Case Report

A 67 year old African American male presented to the eye clinic complaining of red eyes with blood in his tears
OS. He was seen by his primary care provider 8 days prior with a red OS and was prescribed Ciloxan TID OS and
oral clindamycin. The patient admits to having a cold that started one week ago and denies any other
associations with onset to include illness, skin lesions or rash, fatigue, or unusual symptoms.
His ocular and familial histories were unremarkable. His medical history was remarkable for arthritis and
longstanding headaches. The patient was taking ibuprofen 600 mg tablet PO TID and is allergic to penicillin.
His entering acuities without correction were 20/30 OD and 20/40 OS with pinhole improvement to, 20/25 OU.
Pupils were equal, round and reactive to light with no afferent papillary defect. External ocular exam revealed
mild erythema and edema of the eyelids OU. Anterior segment evaluation revealed: severe palpebral and
bulbar hyperemia OU; moderate inferior palpebral conjunctival follicles OU; chemosis of the bulbar
conjunctiva OU; pseudomembrane inferior fornix OS; and what was believed to be a mild symblepharon inferior
OS; faint subepithelial infiltrates (SEI’s) inferior to visual axis OS; vertical corneal scar inferior cornea OD; large
tear lake with watery mucous discharge OS>OD; deep and clear anterior chambers without cell or flare; clear
lenses. Preauricular lymph nodes were not palpable but preauricular and submandibular tenderness was
reported by the patient.
Proparacaine and 2.5% phenylepherine were instilled OS and small portions of the pseudomembrane were
removed using sterile forceps. The patient was diagnosed with membranous/pseudomembranous
conjunctivitis OU likely secondary to EKC. He was prescribed 1% prednisolone acetate QID OU and 0.3%
ciprofloxacin QID OU and asked to return to clinic the next day. He was educated on the highly contagious
nature of EKC and advised to frequently and thoroughly wash his hands, especially after touching his eyes, and
to avoid sharing any personal items.
The differential diagnoses considered in this case include the following:
Acute hemorrhagic conjunctivitis
Allergic conjunctivitis
Bacterial conjunctivitis
Pharyngoconjunctival fever
Acute nonspecific follicular conjunctivitis


Acute hemorrhagic conjunctivitis is associated with a large subconjunctival hemorrhage.



Signs of allergic conjunctivitis include: pronounced itching, conjunctival papillae, usually a positive
history of allergies, new skin or eye medication.



A patient with bacterial conjunctivitis will generally have a purulent discharge, conjunctival papillae, and
no preauricular adenopathy.



Pharyngoconjunctival fever usually occurs in children. This is an acute and highly infectious illness
characterized by fever, pharyngitis, acute follicular conjunctivitis and tender, enlarged preauricular
adenopathy.2



The typical presentation of acute nonspecific follicular conjunctivitis is a diffuse bulbar conjunctivitis
along with chemosis, vascular injection, mild photophobia, incessant tearing, blurred vision, variable

follicular reaction, mild lid edema, and palpable non-tender lymph nodes.2 The condition is often
referred to as “pink eye”. The cornea is rarely involved.

Follow up # 1
The patient returned the next day. He noticed his eyelids were not as swollen and his vision seemed a little
better, but still complained of light sensitivity. He stated the pre-auricular and submandibular tenderness had
improved.
His vision without correction had improved slightly to 20/25-2 OD and 20/30-2 OS.
External ocular exam revealed mild erythema and edema of the eyelids OU, which appeared unchanged from
the previous visit. Anterior segment evaluation revealed: moderate palpebral hyperemia and follicular
response OU; moderate bulbar hyperemia OU; inferior pseudomembrane OS without symblepharon formation;
mild to moderate diffuse superficial punctate keratitis (SPK) OU; no SEI’s were seen but exam was difficult
secondary to photophobia; vertical corneal scar inferior cornea OD; large tear lake with watery mucous
discharge OS>OD; deep and clear anterior chambers without cell or flare; clear lenses. No palpable lymph
nodes but patient reported improved pre-auricular and submandibular tenderness.
Proparacaine and 2.5% phenylepherine were instilled OS. The pseudomembrane was peeled from the inferior
fornix OS using sterile forceps without incident. A small area of residual pseudomembrane remained centrally
OS.
The patient was advised to continue 1% prednisolone acetate and 0.3% ciprofloxacin QID OU. Dexamethasone
/neomycin/polymyxin B ointment was added QHS OU and the patient was scheduled to return the following
day.

Follow up # 2
The patient returned the next day. He complained of persistent light sensitivity OU and tenderness nasally OS.
His vision without correction improved slightly to 20/25 OD and 20/30 OS. The patient was compliant with his
ocular medications taking 1% prednisolone acetate and 0.3% ciprofloxacin QID OU.
Anterior segment exam findings remained unchanged from the previous visit except for new psedomembrane
formation of the inferior fornix OU. Proparacaine and 2.5% phenylepherine were instilled OU. The entire
pseudomembrane was peeled from the inferior fornix OD using sterile forceps without incident. The
pseudomembrane OS could only partially be removed.
The patient was instructed to stop 0.3% ciprofloxacin, continue 1% prednisolone acetate QID OU, and
dexamethasone/neomycin/polymyxin B ointment QHS OU. The patient was scheduled to return in 6 days.

Follow up # 3
The patient returned 6 days later. He reported his eyes felt much better but still had a watery discharge OU.
His visual acuity without correction was 20/40+2 OD and 20/50- OS and 20/25 OD and 20/30 OS with pinhole.
Anterior segment exam revealed: minimal erythema and edema of the eyelids OS>OD; minimal palpebral

hyperemia; mild to moderate diffuse SPK OU; no SEI’s were present; watery mucous discharge OS>OD.
The patient was instructed to taper his 1% prednisolone acetate weekly starting with TID OU for 1 week then
BID OU for 1 week then daily OU for 1 week then discontinue. Written instructions were given to the patient on
how to taper the prednisolone acetate. The patient was also told to discontinue the
dexamethasone/neomycin/polymyxin B ointment OU. The patient was scheduled to return in 2 weeks.

Follow up # 4
The patient returned to clinic two weeks later. He reported only a slight foreign body sensation OU and stated
that his eyes felt much better. The patient did not taper the prednisolone acetate as instructed and instead was
using it 2-3 times per day. He also continued using the dexamethasone/neomycin/polymyxin B ointment QHS
OU.
Visual acuity without correction was 20/20-2 OD and 20/40 OS with pinhole improvement to 20/20-1. Anterior
exam revealed: minimal palpebral hyperemia; a questionable area of conjunctival scarring of the inferior fornix
OS; vertical corneal scar OD. Intraocular pressures were 15 mm Hg OD and 13 mm Hg OS with Goldmann
applantation tonometry.
The membranous/pseudomembranous conjunctivitis was resolved OU. The patient was instructed to taper the
Pred Forte BID OU for four days then daily OU for four days then discontinue. He was also instructed to
discontinue the dexamethasone/neomycin/polymyxin B ointment and advised to return to clinic if symptoms
reoccurred.

Discussion
Clinically, adenoviral ocular infections have three basic modes of presentation: acute nonspecific follicular
conjunctivitis, pharyngoconjunctival fever (PCF), and epidemic keratoconjunctivitis. 2 The most extreme
presentation of adenoviral conjunctivitis is epidemic keratoconjunctivitis.
Adenoviral conjunctivitis is mainly caused by adenovirus serotypes 8, 19, and 37 and less frequently by
serotypes 2-5, 7, 9, 10, 11, 14, 16, 21, and 29.7, 10, 11, 14 More than 50 serotypes have been isolated, and at least
19 documented serotypes cause EKC. 2, 7, 13 Human adenovirus type 37 is a major cause of epidemic
keratoconjunctivitis and has recently been the largest causative agent of keratoconjunctivitis in Japan. 15
Because of low, natural immunity against adenovirus in the general population (e.g., adenovirus type 8
antibodies are found in <5% of the general population in the United States), every individual is considered
susceptible to infection. 7, 14
Adenoviruses are relatively resistant to physical and chemical influences. They can survive for long periods
outside of the body and consequently cause further spread of disease. 2 Adenoviral particles are shed for two
weeks after initial appearance of symptoms, so infected patients remain contagious for that time. 2 Their
inactivation by heat is very slow, which demonstrates the need for the proper selection of disinfectants for
ophthalmological tools and correct hand-disinfection 8, 9 The virus is also resistant to standard disinfectants,
such as 70% isopropyl alcohol and ammonia.6

After exposure to adenovirus, the incubation period is about 8 days and the patient may remain infectious for
10-14 days after symptoms develop.7, 13 The patient will experience unilateral, usually followed by bilateral
symptoms. These symptoms include: acute tearing, papillary and follicular reaction, significant diffuse
conjunctival hyperemia and chemosis, photophobia, diffuse epithelial punctuate keratitis, eyelid edema, and
tender preauricaular nodes. Ocular symptoms can be preceded by flulike symptoms, fever, malaise,
gastrointestional disturbances, and myalgia.
Symptoms tend to last for 7-21 days. The fellow eye tends to be involved in more than 50% of the cases within 7
days of onset.7 The signs and symptoms are typically less severe in the fellow eye.
Corneal involvement is one distinguishing feature of EKC. Corneal involvement ranges from diffuse, fine,
superficial keratitis to epithelial defects to subepithelial opacities.7 SEI’s are present in 20-50% of cases and
develop within the first three weeks of the disease and may persist for months. 2, 7 Corneal opacities may
decrease visual acuity and cause glare.
Hemorrhagic conjunctivitis, anterior uveitis, pseudomembrane or true membrane formation, and symblepharon
can also occur. In rare cases, membranous and pseudomembranous conjunctivitis can occur and lead to
conjunctival scarring and symblepharon.
EKC is a highly contagious disease and is primarily spread by direct contact with eye secretions from an infected
person followed by touching your own eyes. It is vital for the eye care provider to instruct patients on how to
reduce the risk of secondary transmission. The infected patient must avoid touching their eyes, wash hands
often and immediately after touching eyes, wash items in hot water that have touched the eyes, and do not
share towels, pillowcases, or makeup. Infected children should stay home from school until symptoms have
resolved.
Community-based outbreaks of EKC have been reported since the 1950s; however, over the past few decades
the epidemiology of the outbreaks has changed and nosocomial spread is now the most common factor. 1, 5
Risks for infection include contaminated ophthalmologic solutions, ocular instruments, inadequate disinfection
of the tonometer tip or diagnostic lenses applied directly to the eye, and inconsistent hand washing between
patients.1, 4
The diagnosis of EKC is usually made on the basis of slit lamp examination and patient symptoms. To confirm
the diagnosis, a viral culture may be done and are positive 82% of the time if taken in the early course of the
disease.2
EKC is a self-limiting disease. It tends to resolve spontaneously within 1 month without significant
complications. Treatment is mostly supportive using cool compresses and artificial tears. In more severe cases
of membranous conjunctivitis or when treating subepithelial opacities topical corticosteroids can be used.
Studies in the New Zealand white rabbit model have suggested that even a short course of relatively lowpotency corticosteroids without the addition of a suitable anti-viral agent can increase the duration of viral
shedding and prolong the time a patient is contagious.2, 16, 17
There are currently no FDA approved medications to treat adenovirus. A off- label use of 5% Betadine sterile
ophthalmic preparation (povidone/iodine, Alcon) followed by saline lavage has been shown to reduce the viral
residence time on the ocular surface leading to faster patient recovery and reducing further viral spread. 18

A recent pilot study was performed using a combination of 4% povidone-iodine and 0.1% dexamethasone
ophthalmic suspension in the treatment of adenoviral conjunctivitis. In eight out of nine eyes clinical resolution
was observed by day 4 and in six out of six eyes significant reduction in viral titer was seen by day 5.16 This
ophthalmic preparation will be the subject of future placebo-controlled phase II/III trials.16
Topical antiviral agents show some promise when it comes to treatment or prophylaxis against EKC.
Zirgan (ganciclovir 0.15% ophthalmic gel) was recently approved by the United States Food and Drug
Administration (FDA) to treat acute herpetic keratitis. Zirgan works by inhibiting the synthesis of viral DNA.
One day Zirgan may become a viable treatment option for EKC.
Cidofovir (Vistide), an antiviral drug used intravenously to treat cytomegalovirus retinitis, appears effective
against some types of adenoviral keratoconjunctivitis.2 Cidofovir may prove to be one of the most useful topical
antiviral agents in the treatment and prophylaxis of EKC.7 Cidofovir is awaiting approval by the Food and Drug
administration.
If surgery is necessary, it is mainly in the form of fornix reconstruction and entropion repair from cicatricial
conjunctivitis secondary to symblepharon. 7

Conclusion
Epidemic keratoconjunctivitis is an acute, highly contagious infective conjunctivitis. Proper and prompt
diagnosis combined with patient education is extremely important in reducing the spread of infection. With any
suspected case of viral conjunctivitis, the eye care provider must properly disinfect the equipment, instruments
and chair area to avoid contaminating other patients or staff.
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New Section: Local Continuing Education for 2011
By Melissa Walters, O.D.

January 2011
Bronstein 2011 Contact Lens & Cornea Conference; Scottsdale, AZ; Jan 14-16
The 2011 Island Eyes Conference Sheraton Maui Resort Jan 23-29
Global Specialty Lens Symposium; Paris Hotel & Casino, Las Vegas, NV; Jan 27-30

February 2011
21st Annual Killington Eye Care Conference; Killington, VT; Feb 11-13
50th Annual Contact Lens & Primary Care Congress; Kansas City, MO; Feb 11-13
Texas Optometric Association 111th Annual Convention; Austin, Texas; Feb 17-20
Ski Vision 2011, Aspen / Snowmass, Colorado; Feb 19-23
Annual Conference 2011, Alaska Optometric Association, Girdwood, AK, Feb 24-27
Western University of Health Sciences Conference on Neuro-Optometric Rehabilitation; Western University,
Pomona, CA; Feb 26-27
Eye Ski Utah; Park City Utah; February 27-March 4

March 2011
SECO 2011; Atlanta, Georgia; March 2-6
MOA Big Sky Ski Conference; Big Sky, Montana; March 3-5
Nevada Optometric Assoc 27th Annual See & Ski Tahoe; S. Lake Tahoe, NV; March 5-7
Ocular Therapeutics Continuing Education; Cancun, Mexico; March 9-13
The Southwest 2011 5 Star Meeting; Dallas, Texas; March 11-13
Vision Expo & Conference East 2011; New York, NY; March 16-20

April 2011
Optowest 2011; Indian Wells, California; April 7 -10
American Academy of Optometry: New Jersey Chapter, 8th Annual Educational Conference; Myrtle Beach,
South Carolina. April 27 - May 1

May 2011
ARVO 2011; Fort Lauderdale, Florida; May 1- 5

June 2011
AOA 2011; Salt Lake City, Utah; June 15-19
Maui 2011; Maui, Hawaii, June 23-26

July 2011
Colorado Vision Summit 2011; Denver, Colorado; July 9-10
Bermuda 2011; Hamilton, Bermuda; July 14-17
National Glaucoma Symposium; Cape Cod, Brewster, MA; July 23-25

August 2011
Primary Care Update; St Simon’s Island, Georgia; August 12-14

September 2011
Envision Conference 2011; St. Louis, Missouri; Sept 21-24
Vision Expo & Conference West 2011; Las Vegas, Nevada; Sept 21-24

October 2011
East West Conference 2011; Cleveland, Ohio; October 7-10
Academy Boston 2011; Boston, MA; October 12-15

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.

Keeping in Touch

Congratulations Drs. Pruitt and Ilsen on their Eagle Award!
We are pleased to announce that this year's American Optometric Association Eagle Award was presented to
Joseph Pruitt, O.D. and Pauline Ilsen, O.D. for their article in Optometry: Journal of the American Optometric
Association entitled On the frontline: What an optometrist needs to know about myasthenia gravis. Dr. Pruitt is
a Staff Optometrist with the Minneapolis VAMC and a member of the NAVAO. He is also a member of the
NAVAO Newsletter Committee. Dr. Ilsen is the Associate Chief of the Optometry Service at the West Los Angeles
VA Healthcare Center and also a member of the NAVAO.

The Eagle Award is presented annually to the VA Optometrist(s) who authors the most outstanding article for
Optometry: Journal of the American Optometric Association for that year as selected by its Editor-in-Chief, Dr.
Paul Freeman. The Eagle Award is traditionally presented by Dr. Freeman at the annual NAVAO Business
Meeting. This year's award was presented at our Business Meeting in San Francisco by Dr. David Storer, NAVAO
Vice-President, on behalf of Dr. Freeman, who was unable to attend the meeting this year. Congratulations to
Drs. Pruitt and Ilsen for their accomplishment!"

Salus University Announces Their New MPH Program

The University is proud to announce two new, completely distance education, accredited programs. Our Master
of Public Health (MPH) program offers students convenience and flexibility while providing an integrative,
interdisciplinary strategy to address population and health care needs through instruction, research and service.

Our Public Health certificate programs in Health Policy and Humanitarian Health Care offer the same
convenience and strategy while focusing on key dimensions of public health.
For more than 90 years Salus University has been a proud leader in the education of health care professionals.
Today Salus offers clinical degree programs in optometry, audiology, and physician assistant studies, along with
degrees in low vision rehabilitation and teaching. Our new public health programs are a fitting addition to the
University’s holistic approach to health care education.
Salus public health degree and certificate program students utilize the full resources of the University, including
the Cottet Library, technology support and access to faculty. Salus faculty - national and international experts in
a variety of public health disciplines – teach our students to apply their newfound knowledge and skills to real
world problems.
In addition to relevant problem solving and a student centered, cost effective program with the added
conveniences of online classes, projects and discussions, Salus MPH students also complete a capstone project.
With our network of collaborative partnerships around the world, our students not only complete these
projects in their communities, they work with organizations that provide practical experience relevant to their
careers – another Salus advantage.
Our MPH program is a 42 credit curriculum that includes core and elective courses plus a capstone project. Our
certificate programs offer a 14 to 15 credit curriculum, each with a focus on an essential element of public
health. We welcome veterans and are proud that our MPH program is approved as a 50 point value for the
American Board of Optometry’s requirements for initial board certification or maintenance of board
certification.
An MPH degree or Public Health certificate from Salus University affords opportunities for a variety of careers
within many national and international organizations. If you want to supplement a professional degree, gain
professional knowledge of key public health concepts, expand your formal public health training, or earn
applicable credits now towards an MPH degree later, Salus University offers a relevant, quality education that is
both cost effective and convenient. We invite you to join our students, alumni and faculty, whose daily
accomplishments in communities around the globe help to achieve the Salus mission to “advance the welfare of
the public worldwide.”
For more information on our Public Health programs, please visit www.salus.edu/publichealth or call our
Admissions office at 800.824.6262 (215.780.1301).

