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President’s Message 

Dear OCOS Members, 

Recap of Events 

OCOS Escape Room Social Event- March 25th 

OCOS members and optometry students joined together to solve puzzles at the 

Escape Room in Anaheim. We all escaped, even setting some record-breaking 

escape times in the process! Gotta say, we are a pretty clever bunch. 

Dinner CE Meeting- April 9th 

We had a delicious and educational meeting at True Food Kitchen. Thanks to Dr. Annie Lee and Dr. 

Andrew Vo for a great 2 hours of CE on specialty contact lenses. 

COA Legislative Day April 18th 

Thanks to our 10 OCOS members and numerous students for representing us in Sacramento. You 

made this a great event! Thanks also to our OCOS doctors for mentoring the students and showing 

them the ropes towards becoming our future leaders. 

Talking points this year included online vision tests, AB 3087 Health Care Price Fixing, SB 1386 

Branch Office Law, and AB 1802 Scope of Practice. Please feel free to contact COA if you have 

questions, comments, or concerns about these bills. 

Overall, legislators were receptive and interested in knowing more about what we do as 

optometrists.  Keep an eye open as we may be having some guests at our upcoming meetings! 

If you are interested in being more involved in local legislative events, please contact our OCOS 

board. 

Upcoming Events 

Save the date for our next OCOS Dinner CE Meeting on Tuesday, June 5th at Maggiano’s for 2 

hours of glaucoma CE with Dr. Edward Chu! 

We also have a very exciting speaker lineup for our 

Pathology Symposium Sun, August 19th at OC Mining 

Company. Speakers include Dr. David Sendrowski, Dr. 

Steven Ferrucci, Dr. George Comer, and more! 

Don’t miss out on the early bird registration 

special. 
     

Rachelle Lin, O.D. 
OCOS President 
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COA Legislative Day | April 18, 2018 
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Timothy You, MD 
Orange County Retina 

 
The Retina Perspective: Is Inflammation or 

Macular Pucker Causing Edema? 
 

ne of my favorite patients is a 74 year old retired nurse, whom I have 

gotten to know over the past two years. She had uncomplicated 

phacoemulsification with placement of a refractive intraocular lens. 

Initially, she had excellent postoperative vision of 20/25 distance one week after 

cataract surgery. She was treated with the usual postoperative regimen of 

Prednisolone 1% acetate 4x a day and a NSAID for 4 weeks. 
 

She was referred to me for consultation with symptoms of visual blurring in the right eye.  The visual 

acuity was 20/60 at 6 weeks post cataract surgery. The intraocular lens implant looked stable and 

centered. She had no obvious iritis or vitreous prolapse into the anterior chamber to account for the 

edema. Fundus examination showed a loss of the foveal depression and a mild epiretinal membrane. SD-

OCT confirmed the presence of cystoid macular edema and a mild epiretinal membrane (Figure 1), which 

was my clinical assessment. My initial approach is to treat the macular edema with medical therapy, 

including a branded topical Pred-Forte1% or Durezol 4x day along with a topical NSAID such as Ilevro, 

Prolensa or Bromsite.  I instructed her to use the medications, and had her return to the office in 3-4 

weeks to check on the response to therapy. 

 

 

 

 

 

Figure 1. Initial Presentation with Cystoid Macular Edema and Epiretinal Membrane; Vision was 20/60 
 

When she returned, she had improvement in her macular edema, but when I tapered her off the 

corticosteroid medication, her condition worsened 6 weeks later.  I performed an intravitreal injection of 

Triescence (nonpreserved triamcinolone). Anti-VEGFs are not typically administered in this setting of 

cystoid macular edema.  She had a dramatic improvement with the vision returning to 20/40 and 

resolution of the macular edema. She returned two months later with recurrent macular edema on her 

OCT (Figure 2) and the vision reduced to 20/80.  Given her frustration with the reduced vision and the 

lack of sustained response to medical therapy, I recommended a vitrectomy with a membrane peel.  

O 
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Figure 2. Prior to Vitrectomy with Chronic Cystoid Macular Edema and Epiretinal Membrane; Vision was 

20/80 
 

I performed a pars plana vitrectomy with a membrane peel and temporary air tamponade (Figure 3). She did 

well postoperatively with a gradual, progressive improvement in her vision to 20/25- eight months after her 

vitrectomy (Figure 4).   

 

 

 

 

 

 

Figure 3. Three Port Pars Plana Vitrectomy 

 

 

 

 

 

 

 

Figure 4. After Vitrectomy Surgery with Vision improved to 20/25- OD. OCT shows mild thickening, with some 

loss of retinal thickness temporally. 



 

The approach for pseudophakic cystoid macular edema is more straight-forward when there is no associated 

epiretinal membrane. In many cases, the usual combination of medical therapy along with an intravitreal 

injection or two of triamcinolone will effectively treat the condition. However, when an epiretinal membrane 

or macular pucker is present, the approach is not always so clear. In these settings, I will still treat the patient 

with medical therapy, but if there is a failure to respond to medical therapy or tapering the medication 

results in a recurrence, I will attribute a tractional component to the cystoid edema caused by the epiretinal 

membrane. This is an appropriate reason for surgical intervention. The vitrectomy was the right call, which 

resulted in curing her cystoid macular edema.  She is so happy that whenever she comes for her 

postoperative visit, she gives me a big hug. That is the best thanks that I could receive! 

 

 

Timothy T. You, MD  Sanford Chen, MD  Rajiv Rathod, MD, MBA  

Eugene Chang, MD, MBA  John Maggiano, MD  Millie Liu, OD    Margret Yu, OD  

orange county retina 

Diseases, Surgery and Research of the Macula, Retina and Vitreous 

Santa Ana : 1200 N Tustin Ave, Suite 140 / (714) 972-8432 

Newport Beach : 320 Superior Ave, Suite 160 / (949) 646-3242 

Laguna Hills : 24022 Calle de la Plata, Suite 475 / (949) 581-3618 

Fullerton : 333 W Bastanchury Rd, Suite 200 / (714) 451-0801 

San Juan Capistrano : 31451 Rancho Viejo Rd, Suite 101 / (949) 496-0611 

https://www.ocretina.net/ 

https://www.ocretina.net/
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Retina Unknown ?? 

 

Case: A 55 year old Asian male got tired of the damp weather in Seattle and moved to sunny Orange County. 

He was routinely check by retinal specialists in the past, but did not know why. His vision was 20/20 corrected 

right and 20/25 corrected left.  The fluorescein angiogram and SD-OCT are enclosed. SD-OCT shows an unusual 

pattern of focal abnormality in both eyes. Email: Dr. Timothy You, tyou@ocretina.net.  

Please send your guesses to my email. Good luck this month. I encourage all to try, even if you don’t know the 

answer, as you will learn when you commit to a diagnosis. 

Right 

Eye 

Findings 



 

 

                        LAST NEWSLETTER:  Congratulations to Dr. Raman Bhakrhri, Professor at Ketchum University,   
                                           who made the correct diagnosis of AZOOR.  
 

              Case: A 29 year old female presented symptoms of visual blurring especially in the right                  
eye over a 2 month duration. The visual acuity measured 20/20 in both eyes. The intraocular              
pressures and anterior segment were normal.  Fundus findings of flat macula and vessels were                            
evident.  The autofluorescence testing was abnormal in the right eye and visual field testing          
showed a scotoma. 

Answer: Acute Zonal Occult Outer Retinopathy:  The patient has Acute Zonal Occult Outer Retinopathy (AZOOR), 
which is a retinal condition affecting the outer retina layers.  The condition affects typically younger females in their 
30’s, and is thought to be an autoimmune disease. Patients often have “scintillating” lights i.e. photopsias, with the    
majority having bilateral involvement (74%). ERG testing shows abnormalities at the level of the retinal pigment 
epithelium-photoreceptor complex.  Although corticosteroids and other immunosuppressive drugs have been used to 
treat this condition, there is no proven therapy.  Fortunately, the patient has done well with stabilization of the 
scotoma and 20/20 vision. 

Left  

Eye 

Findings 
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The Stye That Stays George Salib, MD 

 

t is been a common occurrence lately in my office that a patient will come in 
complaining of pain in the eye and will end up with a stye. It may not be obvious 
at first, but we have to be vigilant in searching for them lest we end up with a 
stye that stays. 

 
Perhaps it is a coincidence, but I find that once allergy season revs up, people tend to come in 
with more styes. Perhaps it is because their baseline blepharitis is irritated even more by them 
rubbing their eyes when they are itchy, or perhaps of the generalized increased inflammation 
during this time period, but styes seem to be more common during this time. I have found that allergy drops are 
quite helpful, as these patients will often have a papillary reaction as well as itching that is causing them to touch 
their eyelids more. Either a prescription or over-the-counter option is good, and I caution the patient not to rub 
their eyes. 
 
I use the term stye here loosely, to encompass both chalazia as well as hordeola. As you know, a hordeolum is a 
more acute infection while a chalazion is a more chronic Inflammatory mass, but for the sake of ease of 
discussion, I will refer to them both as styes since our patients refer to them as such. In either case, my 
treatment is similar. 
 
Whenever a patient comes in complaining of eye pain, please make sure to have a look at their eyelids. They may 
have significant dermatochalasis and fat prolapse making it difficult to tell if there is a nodule along their lid 
margin, but using a good lamp on their eyelids along with palpating this area carefully can yield quite a few 
findings of styes. When I palpate them, I do not simply palpate in and out in distinct places with my fingers, but 
rather I slide my finger across the lid margin to see if I feel the area of induration and encounter tenderness on 
the patient’s part. It is also important to see if the eyelid has edema, erythema and warmth to signify the 
beginning of a preseptal cellulitis. 
 

If there is a preseptal cellulitis, I will usually treat with Keflex 500 mg PO QID for 10 days 
along with warm compresses and massage QID for at least 15 minutes each time. If they are 
allergic to cephalosporin, I would prescribe BactrimDS one PO BID for 10 days. You can also 
consider Augmentin, but realize that there is some cross reactivity between penicillins and 
cephalosporins, however slight. I will also usually prescribe Azasite QD or erythromycin BID in 
addition to the oral antibiotic, and I usually see them back within 2 to 3 days depending on 

the severity of the preseptal cellulitis. 
 
If it is a stye, I will usually first examine the patient, confirm that it is not a preseptal cellulitis, and then flip the 
eyelid so I can look underneath and confirm that I don’t see anything else. I have come across a few cases of 
pyogenic granulomas forming on the tarsal conjunctiva as a result of a stye that had drained and subsequently 
developed such an inflammatory mass. In this case, I would prescribe a steroid antibiotic combination such as 
Maxitrol ointment in order to help diminish the pyogenic granuloma. In addition, you want to make sure there is 
not a big brown mass or other worrisome mass on the tarsal conjunctiva. We always want to be sure that it is 
simply a stye. 
 
My treatment plan usually consist of warm compresses four times a day for at least 15 minutes each time. I 
advise my patients that it takes approximately 3 to 5 minutes for the oils within the stye to become softer with 
heat, and then they should actually massage the bump and apply some pressure on it as they do the massage in 

I 
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order to help it drain. I find this to be much more effective than simply 
warm compresses alone. This is the most common area of lost opportunity 
that I encounter when I am referred these styes. It is the massage along 
with the heat that makes a  
 
big difference. I advise that they can use a washcloth and wet it with warm 
water, but the heat dissipates quickly and they have to go back to the 
water source repeatedly. They can also heat a red potato and wrap the 

damp washcloth around it. A warm teabag or a clean sock filled with heated uncooked rice also works well in 
holding the heat. My preferred method is an eye mask with beads that you can place in the microwave – it is 
clean and easy, and can be bought over the counter. 
 
If the stye is pouting and appears to have a very thin membrane (or none at all) holding back pus/meibum, I may 
offer the patient to express a little bit of it in the office with some cotton tipped applicators. I warn them that it is 
uncomfortable, but that it will shorten the duration of the stye as well as relieve some pressure and pain. If they 
agree to this, I first anesthetize the eye with proparacaine and then place proparacaine on one of the Q-tips that I 
use on the conjunctival side of the lid and simply apply pressure on both sides of the eyelid in order to allow some 
of the contents to exit. 
 
In addition to the warm compresses and massage, I will suggest a topical antibiotic as above. Usually Azasite or 
erythromycin ointment do very well. You can always consider an antibiotic steroid combination such as Maxitrol 
or TobraDex, but I rarely find this to be necessary. They usually resolve with antibiotics, heat, and massage. 
 
Eyelid scrubs are also very helpful if they have anterior blepharitis with signs such as collarettes and scurf on the 
eyelashes. I like Ocusoft Plus lid scrubs, and there are also foam products that patients can use to clean their lids. 
I like the Platinum Lidscrub Plus foam from Ocusoft, as it is extra strength, you can leave it on the lids without 
having to rinse it off, and it has added anti-inflammatory properties. 
 
I usually then make an appointment to see them back in about 5 to 6 weeks to see how they are doing. Many 
patients are resistant to waiting this long or are rather insistent on having a stye surgically removed on the initial 
visit, but I feel it is important to give nonsurgical options a fair chance, and I do see approximately 90% of all styes 
resolve with conservative management. If they come back and the stye has improved, then I will ask them to 
continue the same treatment and follow up in another five to 6 weeks. If, however, the stye has not improved at 
all despite being compliant with the treatment, I will then consider injecting the stye with 0.1 mL of Kenalog 10 or 
offer a surgical excision of the stye. Another option is to consider placing them on doxycycline 50-100 mg once or 
twice daily for at least one month (I usually start with 50 mg po once daily). This is great for people who have 
acne or rosacea as well, as it clears their skin and their lids nicely. Be sure to warn them not to take doxycycline 
with dairy products and to protect themselves from the increased sensitivity to sun exposure. 
 
While styes can be rather frustrating and unsightly for the patient, with diligent and consistent treatment with a 
combination of topical/oral antibiotics, warm compresses along with massage, lid scrubs, and possibly anti-allergy 
drops, the vast majority of these will resolve within a couple of months. Of course, if surgery is necessary, then 
this is also a good option. However, we must warn our patients of potential complications and risks, and these 
can re-form after surgery if they do not perform warm compresses along with massage afterwards. 
 
In summary, make sure to examine the lids carefully to identify and treat the stye, or else we will soon have a stye 
that stays! Please feel free to contact me at george.salib@oceyeinstitute.com should you have any questions. 

mailto:george.salib@oceyeinstitute.com
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CNV response to Treatment Sponsor Article / Case Study 
 Provided by Optovue 
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CXL plus PRK—We Need It Now John Hovanesian, MD, FACS 
 TLC/Harvard Eye 

T 
               he U.S. approval of corneal collagen cross-linking for ectatic disorders has created                   
    hope for so many patients with keratoconus, but the real benefit of CXL is if it can be        
    combined with a refractive procedure to give spectacle freedom.   
 

Topographic-guided PRK ablation patterns, which are now approved on the Alcon WaveLight platform, have 

successfully corrected irregular astigmatism and higher-order aberrations already in many patients 

undergoing cross-linking, but our knowledge is far from complete. 
 

There is a debate relating to the timing of PRK: Should it be performed before cross-linking or after a few 

months of healing have occurred?  There are reasonable arguments to be made on both sides, but one thing 

is clear: Most ectatic corneas can be safely treated with laser (even LASIK in some cases) and will remain 

stable and free from further ectasia. 
 

Why is this important? Between 5% and 10% of patients presenting with 

interest in corneal refractive surgery are turned down because of 

evidence of ectasia or forme fruste keratoconus.  Many of these patients 

have irregular astigmatism and have failed with spherical and toric soft 

contact lenses and even gas permeable lenses; they want better vision 

through surgery. 
 

For some time, my colleagues in the CXLUSA study have performed a combination of collagen cross-linking 

with conductive keratoplasty, centering the CK treatment over or adjacent to the steepest area of the cone.  

This treatment would flatten the cone and give permanent improvement in irregular astigmatism once cross-

linking was performed.  Topographic-guided PRK offers an even more precise method of reshaping the 

cornea to lessen irregularity.   
 

Not all corneas can be completely corrected.  Some ectatic eyes are extremely myopic, and only so much 

tissue can be safely removed by PRK, even in a cross-linked cornea.  But debulking the irregularity and 

refractive area in these patients gives them a major advantage and enables them to consider soft or soft toric 

contact lens wear in the future.   
 

Another option that may offer hope is a small aperture IOL.  AcuFocus is developing and beginning U.S. 

clinical trials of a lens implant that has a pinhole aperture similar to the Kamra corneal inlay.  While its 

primary approval will be for correction of presbyopia, this technology clearly has off-label benefits for 

patients with irregular corneas, caused by ectasia or other disorders.  For some patients 

with keratoconus, cross-linking may be the first step followed by lens implantation.  Time 

and clinical experience will tell us how much irregularity the small aperture can correct. 
 

Meanwhile, many patients with keratoconus are ready and willing to undergo PRK 

treatment to improve their refractive error and irregular astigmatism.  The technology is 

available and approved, and a growing body of evidence supports its safe use.  I am one 

surgeon who is ready to get started.  
 

Reproduced with permission from the author  |  Disclosure: Hovanesian reports he is a consultant to Alcon. 
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Sponsor Article from VTI Vision 



 
 



 

 

Seeking PT Optometric Assistant Position 

SCCO Marshall Ketchum University,  

Class of 2021 student 
 

Front desk, Optical, and Back office experience 
 

Please contact me for resume: 

Kenneth Li 

(916) 753-8192 

kennethli92@gmail.com 

June 20-24 AOA Optometry's 

Meeting in Denver 

 

Aug 19 OCOS Pathology 

Symposium @ OC Mining Co 

 

Oct 23 OCOS 1 Hour CE TPA @ Dave & Buster’s  
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Welcome our 

Newest OCOS  

member! 
 

Robert Yacoub, 
OD 

Ocos Escape room 3/25 
od & student event  

June 9-10 @ CSU Long Beach 
 

Volunteer registration for Special Olympics Southern California’s 2018 Summer Games 
is now open. All are welcome! We need volunteers to help direct athletes to the vision 

screening, register athletes for the vision screening, and to help with the vision 
screening. The vision screening includes visual acuity, entrance tests, refraction, health 

assessment, and frame selection.  
 

Official registration deadline is June 8, 2018, however, 
please register by June 2 so that we can better plan for the 

event… there are a limited number of volunteer spots so sign up soon!  
 

To join our team as a Summer Games Healthy Athletes Opening Eyes volunteer, please 
follow the registration instructions below:  

 

Go to: https://2018-summergames-volunteer.my-trs.com/ 

1. Begin by clicking the purple “Register Now” button 

2. Locate the blue “Healthy Athletes” box and click “Select” 

3. In the “Access Code box”, enter code: Eyes and click “Unlock” 

4. Select your shift by clicking on the small light blue box to the right & click “Next” 

5. If you are new to the site, create an account on the left and click “Register.” If you 

already have an account with the site, login on the right. 

6. Fill out profile question & Click “Next” 

7. Agree to Terms & Conditions by initialing & click “Agree & Confirm” 

8. Review shift and Select “Confirm” 

  

A confirmation will automatically be emailed to you which contains general 
volunteer information, day-of instructions, driving and parking directions to 

each venue. We will e-mail you more specific volunteer information closer to 
the date. Please note that there may be instances where we may have to 

cancel your registration for this event as we have a certain number of spots 
designated for SCCO and WUCO students. Children under 14 are unable to 

register as a volunteer, but are welcome to cheer on the athletes. 

Thanks for helping our team make a difference in the lives of Special Olympics 
athletes!! 

 

Angela Chen, Kristine Huang, Eunice Myung Lee 

https://2018-summergames-volunteer.my-trs.com/

