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President’s Message
Dear OCOS Members,
It’s been such an eventful year and it’s only March!
COA House of Delegates (HOD)
We had a record number of OCOS delegates at the COA HOD meeting in San Diego
February 9-10. A big thank you to our 11 OCOS board and 9 non-board members who
volunteered their time to represent all of us at HOD.
One topic that was voted upon was whether California should join the 41 (and growing) other states who
have become state affiliates in the national Think About Your Eyes campaign. After discussion, this was
adopted by unanimous vote. Starting later this year you will have the additional COA member benefit of
posting your practice listing to the Think About Your Eyes website at a greatly reduced fee.
Congratulations to our board member Dr. Justin Kwan for winning Young OD of the Year! Also,
congratulations to our member Dr. George Comer for winning the Excellence in Optometric Education
Award!
OCOS CE Meeting and Board Installation
We had our February OCOS Meeting and Board Installation on Feb 26th, featuring excellent CE talks from
our speakers from Orange County Retina, Dr. Sanford Chen, Dr. Raj Rathod, and Dr. Tim You. Also, to
update us all on the provisions from AB 443 which took effect on Jan 1, 2018, Dr. Alex Elson presented an
informative update on optometry’s expanded scope of practice.
Upcoming Events
Don’t miss out on our fun Escape Room Event Sun, March 25th! Free for members. RSVP on our website:
www.ocos.org/events
Also, save the date for our next CE Meeting on Monday April 9th!
If you are interested in being more involved with the legislative
side of optometry, we welcome you to Legislative Day in
Sacramento April 18th. Feel free to contact COA Grassroots
Manager Julie Andrade for additional info.

Rachelle Lin, O.D.
OCOS President

Perceptions
Orange County Optometric Society
Editor: Ivy Lin, O.D.
(714) 234-6373
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above address by the 15th of the month prior to publication.
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2018-2019 BOARD OF TRUSTEES & COMMITTEE MEMBERS
President
Rachelle Lin, O.D.
President-Elect
Alex Elson, O.D.
Immediate Past-President
Rachelle Lin, O.D.
Secretary
Maggie Jan, O.D.
Treasurer
Belinda Kuo, O.D.
Education Chair
Cecilia Rivas, O.D.

Events and Sponsorship Chairs
Rebecca Ng, O.D.
Millie Liu, O.D.

Student Representative
SCCO: Christine Nguyen-Tran
WUCO: Kimberly Juntarashine

Membership Chairs
Fara Moin, O.D.
Annie Lee, O.D.

Advisory Committee
Dawn Miller, O.D.

Legislative Chair
Justin Kwan, O.D.

Editor
Ivy Lin, O.D.
andromeda313@yahoo.com

Public Relations Chairs
Danny Ngo, O.D.
Sarah Blackwelder, O.D.,
Webmaster/Communications
Thanh Mai, O.D.

THANK YOU TO OUR 2018-2019 SPONSORS:
GOLD

SILVER

Alcon
Megan Mozayeni
Megan.mozayeni@alcon.com

CalCoast Ophthalmic
Mike Schambs
mikes@calcoastophthalmic.com

Visionary Lens
Cindy Belliveau
visionarylens.com

NVISION
Daniel Lotz
Daniel.Lotz@nvisioncenters.com

Coastal Vision Medical Group Dan
Tran, MD
Mylene Soriano
mylenesoriano@danbtranmd.com

Visioneering Technologies, Inc.
Carol Baez
cbaez@vtivision.com

Orange County Eye Institute
George M. Salib, MD
oceyeinstitute.com
Orange County Retina
Timothy You, MD
ocretina.net
Shire
Matt Houar
mhouar0@shire.com

iCare
Paul DesForges
paul@scanquest.net
Optovue
Andy Millsom
andy_millsom@optovue.com
TLC/Harvard Eye
Isabell Choi, OD
isabell.choi@tlcvision.com
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COA HOD Meeting February 9-10
Thank you
to our
awesome
OCOS
Delegates:
Raman Bhakri, OD
Mark Bullimore, OD
Isabell Choi, OD
Alex Elson, OD
Maggie Jan, OD
Rebecca Kammer, OD
Justin Kwan, OD
Annie Lee, OD
Rachelle Lin, OD
Millie Liu, OD
Edeline Lu, OD
Thanh Mai, OD
Dawn Miller, OD
Danny Ngo, OD
Reena Patel, OD
Cecilia Rivas, OD
Julie Schornack, OD
David Wakabayashi,
OD
Matt Wang, OD
Steven Wang, OD

To our member, Dr. George Comer, for
winning the Excellence in Optometric
Education Award !!!
To our board member, Dr. Justin Kwan, for
winning Young OD of the Year !!!
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At the Orange County Eye Institute,
we are proud to be Gold sponsors of
the

Orange

County

Optometric

Society! We have enjoyed a great
relationship with local optometrists
for the past 5 years, and that is the
best way we can help serve our
patient population together.
We have no optical shop since we
closed it a few years ago in order to
focus more on medical and surgical
ophthalmology.

We will not keep your patients after
they are referred to us for surgery or
consultation nor will we sell them
glasses! This is our commitment to
you.

We specialize in cataract surgery.
Surgery

with

basic,

accommodative
Surgery

and

with

multifocal,
toric

or

IOLs.

without

femtosecond laser. We also offer
iStent.

We

di ffer

commitment
care

for

our selves
to

your

the

in

our

personalized

patients

and

our

expertise.

We are also proud to announce our
newest associate, Dr. Alyson Lin, a
recent Ketchum graduate!
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The Retina Perspective:
I Can Never Forget That Smell

I

Timothy You, MD
Orange County Retina

can never forget the smell..that strong, suffocating odor!
As a medical student in anatomy and later as a pathology resident, I had exposure to

formalin, a mixture of concentrated formaldehyde and water, used to preserve
human tissue. Needless-to-say, when Aldeyra Therapeutics, Inc (Lexington, MA), asked our
group’s interest in getting involved with using an aldeyhyde-based therapy to treat ocular
disease, I had second thoughts. When I investigated further, there seems to be good
science behind the rationale to treat patients with an aldehyde focused drug in the
treatment of patients with uveitis. I was not familiar with this approach as most people are not familiar
with this novel pathway as a part of the inflammatory cascade. The standard therapy is to treat patients
with corticosteroids with the anticipation that some patients will develop ocular side-effects of cataracts
and glaucoma.
Aldeyra Therapeutics has developed an anti-inflammatory eye drop, ADX102 for the treatment of ocular inflammation. The medication ADX-102
has already been studied in the treatment of dry eye disease and allergic
conjunctivitis. The small-molecule is a quinolone core that sequesters or
“traps” aldehydes via a two-step chemical reaction. The medication
irreversibly binds to pro-inflammatory and cytotoxic aldehydes. The clinical
trial is a 5 week period where patients with non-infectious anterior uveitis will receive treatment with
topical medication for treating their uveitis. The study is currently enrolling patients, and any patient
who has not been treated with any corticosteroids would be a candidate for this investigative trial.

orange county retina

Timothy T. You, MD
Sanford Chen, MD
Rajiv Rathod, MD, MBA
Eugene Chang, MD, MBA
John Maggiano, MD
Millie Liu, OD
Margret Yu, OD

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/

References:

O’Brien P.J., et al. Aldehyde sources, metabolism, molecular toxicity mechanisms, and possible effects on human
health. Crit Rev Toxicol.2005 35:609-62.
Smith J.R., et al. Basic pathologic mechanisms operating in experimental models of acute anterior uveitis. Immunol Cell
Biol. 1998 76:497-512.
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Retina Unknown ??

Fundus autofluorescence: OD & OS

SD-OCT: OD & OS

HVF showing scotoma extending from
blind spot, OD and unremarkable OS

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 right eye and visual field
testing showed a scotoma. Email: Dr. Timothy You, tyou@ocretina.net.
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.
LAST NEWSLETTER: Congratulations to Dr. Raman Bhakhri, who was the first doctor to make the correct
diagnosis of toxoplasma chorioretinitis. It is no coincidence that he is a professor at SCCO, teaching the next
generation of doctors.
Case: A 37 year old female presented with mild haze in the left eye. The visual acuity measured 20/20 right eye and 20/40 left eye.
No cells were seen in the anterior chamber, but she had 1+ vitreous cells in the left eye. Fundus examination showed two lesions,
one superior to the optic nerve and another inferonasal. What is the diagnosis and how would you treat the patient?

Answer: Toxoplasma Chorioretinitis: The patient has whitish lesions with ill-defined borders
measuring ¾ disc area located outside of the vascular arcades. The presence of vitreous cells and
these retinal findings are consistent with toxoplasma chorioretinitis. Her family had multiple cats
at home while she was growing up. Several therapeutic regimens are routinely used to
toxoplasmosis, including triple drug therapy of pyrimethamine, sulfadiazine and prednisone or
also clindamycin. Pyrimethamine is prescribed with folinic acid because of the hematologic risk.
Trimethoprim and sulfamethoxazole are also used. Other antibiotic regiments include
Azithoromycin and Atovaquone. Some cases of extramacular toxoplasmosis, however, do not

require antitoxoplasmic therapy.
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A Tale of Two PEDs

Sponsor Article / Case Study
Provided by Optovue
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Corneal Inlays Need a Boost
from Eye Care Providers

T

John Hovanesian, MD, FACS
TLC/Harvard Eye
Reproduced with permission from the author

he Raindrop corneal inlay from ReVision Optics and the AcuFocus
Kamra corneal inlay have been implanted in thousands of eyes.

Ninety-five percent of patients with these devices report being quite satisfied, according to
surveys, and virtually all implanting surgeons report they would recommend the procedures to
their colleagues.
Personally, I have implanted corneal inlays in two close friends. One
received the Raindrop about 3 years ago as part of the FDA study, and
the other received the Kamra more recently. I regularly hear from both
of them about how much they enjoy their freedom from glasses and
their ability to be the only one at the restaurant table to read the menu
without glasses.
This is an exciting time in keratorefractive surgery. We have a booming
generation of millenials who are interested in this type of procedure
and an even larger swelling population of presbyopic baby boomers who
need near vision correction. Both the SMILE procedure (Zeiss) and
these new inlays offer platforms for future development that will take
us beyond the capabilities of LASIK and PRK.
But it is not enough that companies develop these technologies. Surgeons have to learn to adopt
them, and optometrists must recommend them, for our science to move forward. This takes
effort and investment. Adding procedures to the ophthalmologist’s skill set takes us away from
our routine and tests our surgical skill, but these are very learnable procedures, building upon
skills learned in LASIK. The added equipment is minimal, and the excitement generated by
offering a new procedure is very good for our practices.
Most of all, these procedures are extremely gratifying. My faith in the technology that drove me
to offer them to personal friends has been rewarded, and I certainly hope every eye care provider
will give these new technologies a chance to improve the lives of their own patients.
John A. Hovanesian, MD, FACS, focuses his blog on real-world management
cases with valuable take-home messages. Dr. Hovanesian is a specialist in
cornea, external ocular disease and refractive and cataract surgery with
Harvard Eye Associates in Laguna Hills, Calif., a clinical instructor at UCLA
Jules Stein Eye Institute and a member of the “Primary Care Optometry News”
Editorial Board.
Disclosure: Hovanesian reports he is a consultant for Zeiss, ReVision Optics and AcuFocus.

Page 18

Comanaging for Success

M

George Salib, MD
Orange County Eye Institute

any of you may be involved in the comanagement of
cataract surgery patients. This is a very successful and needed aspect of

collaboration between ophthalmologists and optometrists in providing the necessary
care for patients as resources get strained. With the ever growing population of seniors in our
country, this has become a welcome and efficient way of doing cataract surgery and its pre-and post
operative care.
Let’s say you have a patient in your chair who has a visually significant cataract. What is the best way
of going about preparing this patient for surgery and for comanagement?
First, the fact that the cataract is visually significant must be documented clearly. As co-medical director of a large eye
insurance company, I come across many charts that are not properly documented in terms of how a cataract is
affecting a person’s life. We have to demonstrate that the activities of daily living of a patient are in fact affected by
the cataract and that we expect that cataract surgery will improve this. Once we have established this fact, the actual
visual acuity is not as important as long as it explains the patient’s symptoms.
The next step is to talk about cataract surgery. This is where the optometrist can truly shine.
Having known the patient for a longer period of time, it is important to start the conversation
about their expectations, their personality, their hobbies, and what they would like to achieve
with cataract surgery. Any information you can glean about the patient is very important in
the decision-making process as to which lens and type of surgery the patient will get.
For instance, if a patient is a perfectionist, I would be very careful about their expectations, what you say in terms of
expected results, and I would shy away from speaking about multifocal lenses. I would also mention that they may
need glasses some or all of the time after cataract surgery, and that there no guarantees in terms of the results. Why
would I shy away from speaking about multifocal IOL‘s? Besides needing a healthy macula and a generally healthy
ocular surface, the fact that these IOLs split light tend to decrease contrast sensitivity, and the fact that they have
rings in the IOL can cause halos around lights. A perfectionist may not be able to overcome these. Newer generation
multifocal IOL‘s can give sharper distance vision than previous generations with less effect on contrast because they
are now fully focused on distance in the central ring, but it still doesn’t take away the halos.
Extended depth of focus IOL’s are an improvement on multifocal‘s in terms of halos, but they still cause them to a
lesser degree. They certainly give good distance and intermediate vision, but in contrast to true multifocal IOL‘s, their
near vision is not quite as good. This is, however, a good alternative to an accommodating IOL and can give more
predictable refractive outcomes in patients with healthy maculas. They will, however, need reading glasses for the
smaller print in most cases.
Accommodating lenses are fantastic for patients of any personality type in that they have a clear optic like the basic
IOL, but its hinged haptics allow for some accommodative amplitude, usually in the range of +1.00 to +1.50 D. I tell
these patients that they will have a broader range of vision simulating the natural ability of the eye to focus. I show
them the 20/50 line on the near acuity chart and tell them that they will likely be able to
read this without always relying on glasses. I never promise that they will not need glasses,
and in fact I tell them that while the hinged haptics are great for a broader range of vision,
the fact that they are mobile means that the lens maybe slightly less predictable in its final
refractive outcome compared to an IOL that does not move. In some cases, as the capsule
contracts after surgery, the lens may sit more anteriorly causing a mild myopic shift. I follow
these patients very carefully every few weeks to determine whether a YAG capsulotomy is
necessary to prevent capsular contracture and a myopic shift.
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For perfectionists, the toric IOL is a slam-dunk, as it has predictable results and sharpens their vision. There are
toric versions of multifocals, extended depth of focus (EDOF), accommodative and monofocal IOL‘s. I would again
shy away from any multifocals in a person who would mind seeing halos, and I would think twice about offering
an EDOF IOL to these patients as well. For those interested, my usual spiel is “I see from your questionnaire that
you are a perfectionist, and I am as well. I have to be in my profession! However, we can’t expect perfection in
surgery. Even though we have the most advanced instruments and machines and perform the most perfect
surgery, everyone heals differently and may have a different result. I cannot guarantee any particular result, and
you may need glasses some or all of the time after surgery.”
As you can see, it is important to start the conversation with the patient about the different options. Don’t
commit to a particular lens since the ultimate decision rests with the surgeon and the patient, but definitely let
the patient know what you think may be the best option for them. This information would be very helpful in your
referral note to the surgeon, as they will then use this information to make their final recommendation.
Depending on their lifestyle, their macular health, and their personality, I will make the recommendation
especially tailored for that patient in order to give them the greatest satisfaction after surgery. Our preoperative
workup is extensive and includes a complete exam, glare testing, OCT of the macula, topography and Lenstar
optical biometry. If the results are inconsistent, I will have them lubricate their eyes more vigorously (since dry
eyes is the most common cause of such inconsistencies in measurements) and then repeat the tests. I have
repeated tests several times on the more difficult patients, but it is well worth it in order to choose the IOL power
most accurately. I always say, “Measure twice and cut once!”
Once surgery is completed, I will typically examine the patient on the first postoperative day and at one week. If
everything is stable and if it is not an accommodating IOL, I will usually turn the patient back over to the referring
optometrist for comanagement. Accommodative IOL’s require a little closer follow up, as the capsule can often
opacify and contract (this can happen with any IOL, but since it is silicone it tends to happen more often),
necessitating a YAG capsulotomy as previously mentioned. Definitely, if a patient is unhappy for any reason, I will
watch them for a longer period of time. I always want to send back a happy patient!
In your exams, one of the main things to do is to encourage the patient and
validate their decision to have surgery and which IOL they chose because they
often are looking for good news. Check for cells in the anterior chamber. If it is a
toric IOL, ascertain that the IOL is still at the intended axis. Make sure that the
patient is taking their eyedrops. I recommend a dilated examination at one month
and three months. If you notice that the capsule needs a capsulotomy, I would
send the patient back to the surgeon. It is also important to document all of your exam findings and send them to
the ophthalmologist for documentation purposes. You will need this if you plan on billing the insurance for the
postoperative portion of care that you performed and receiving a comanagement fee, and it helps complete the
comanagement loop with the surgeon.
It is this collaboration between ophthalmology and optometry that will become ever more important in providing
the best care for our patients. As the referring optometrist, you have a vital role in ensuring the success and
happiness of your patient. Of course, choosing the best surgeon for this patient is critical (ahem)—one that will
approach your patient in a personalized manner and has consistently excellent results. Of course, I am always
happy to help with any questions you may have about any of this, the indications for surgery, the types of lenses
involved, and the pre-and post operative care.
George M Salib, M.D.
George.Salib@OCEyeInstitute.com
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I

My Experience Fitting the
NaturalVue Multifocal

Brett O’Connor, OD
Sponsor Article from VTI Vision

n our busy practice, we constantly strive to maximize patient satisfaction by offering the newest and most
innovative technologies while maintaining a high level of efficiency and reducing excess chair time. Due to
its intuitive fitting process and the outstanding feedback I have received from patients, NaturalVue
(etafilcon A) Multifocal 1 Day Contact Lenses have quickly become my lens of choice for multifocal contact
lens fits.
One of the aspects I enjoy most about the NaturalVue Multifocal is its single, universal add power. Whereas
traditional multifocal designs consist of multiple add designations and often require the practitioner to push plus,
perform binocular over-refraction, and consult a unique fitting guide for optimization, the NaturalVue Multifocal
can be fit like a single-vision distance lens with a high level of success. Rather than pushing plus, simply selecting
the appropriate vertex-corrected distance power has provided outstanding vision at distance and near for most of
my patients on the very first lenses.
If a patient requires enhanced vision at distance or near, I perform a basic monocular distance over-refraction and
make the corresponding adjustment (remembering not to push plus unless it improves distance acuity). If no
over-refraction provides a definite improvement to distance vision, I simply adjust the dominant eye by –0.25 (for
distance enhancement) or the non-dominant eye by +0.25 (for near enhancement). An additional modification of
+/-0.25 can be made to the fellow eye if needed, although I have rarely had to do so. This simplified fitting
process is both intuitive and highly efficient, allowing me to streamline my multifocal fits, reducing chair time
while delivering outstanding patient satisfaction.
Due to its unique design, the NaturalVue Multifocal has allowed our practice to
establish a growing myopia control sub-clinic. With the increasing prevalence of
myopia in the U.S., this is an extremely important treatment option to offer our
patients. Unlike most other multifocals, the NaturalVue’s extended depth of focus
design features distance optics in the center of the lens. Whereas glasses and
traditional contact lenses yield peripheral hyperopic defocus (which has been
identified as a risk factor for myopia progression), distance-center multifocal lenses
counteract this phenomenon with the goal of slowing myopia progression. In my opinion, the combination of the
NaturalVue Multifocal’s large amount of relative plus power in the periphery and daily disposable modality create
an ideal myopia control solution for young patients.
Fitting myopic children in the NaturalVue Multifocal is very similar to fitting a single vision distance-lens — as with
fitting presbyopes. While some practitioners worry about children being able to adapt to the optics of a multifocal
lens, I have not found this to be an issue. Most children I fit in this lens notice their vision looks slightly different,
but it is important to remember these progressive myopes are generally coming into the office with distance
vision in the 20/30 to 20/50 range. Simply updating the child’s prescription seems to counteract much of the
distance vision push-back some practitioners expect.
In a short period of time, the NaturalVue Multifocal has allowed our practice to optimize multifocal contact lens
fittings in a way which maximizes patient satisfaction and enhances our efficiency. At the same time, it has
enabled us to offer a unique treatment modality to young myopes which differentiates us from other practices in
our area. This, combined with the outstanding support I’ve received from the crew at VTI Vision, have made the
NaturalVue Multifocal my go-to lens for symptomatic presbyopes and progressive myopes.
Visioneering Technologies, Inc. (VTI), located in Atlanta, Georgia, is an innovative company developing products that redefine
vision. The company uses creative and differentiated approaches to develop products that are designed to enhance
practitioner and patient experiences. VTI optical designs have been awarded a significant number of patents worldwide, with
more pending. Visit www.vtivision.com or call your local Account Manager Carol Baez 714-290-9725 for your free trial lens fit set.

To Register:
https://www.coastalvisionmedical.com/site/ces.htm
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March 25 Escape Room
June 5 OCOS 1 Hour CE TPG @
Maggiano’s
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

COA Legislative Day 2018
Join us on April 18 in Sacramento to:
1. Thank legislators for voting “aye” on AB 443
2. Educate lawmakers on: Children’s vision, Online refraction, Corporate optometry practice
3. Celebrate passage of AB 443 ! Invite legislators to
join you at COA’s reception immediately following
legislative visits.
To register:
https://www.votervoice.net/CAOA/Events/526/Register

Pics from our February Ocos meeting @ antonello’s | ce by OC retina

Welcome new members!
Marc Cepeda Justine durham
Ian gad annie lee
Andrew vo nikki nguyen
Amy pham le duong
Jannette hang Kelly tran

Seeking PT OD
For term of 4-6 months leading to possible
partnership in group practice
For info visit:
www.beachvisioncenter.org
Prestious / Professional Practice / Upscale
Facility
Great Area / Community
Large outstanding facility noted for one of
the most attractive offices in the SoCal area
Managed by full staff / 2 current ODs
Apply to: Beach Vision Center, Los
Alamitos, CA
Call for appt/interview 562.431.1301
Fax resume to 562.594.0624

