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President’s Message 

Dear OCOS members,  

 

These past few months have truly been unprecedented times.  I know this 

pandemic is extremely stressful and taxing.  Please don't hesitate to reach 

out to any of the OCOS board members to let us know how we can support 

you.  As you may have already known, AOA and COA waived dues for 2 

months.  If you need financial assistance or just more resources regarding 

COVID, please visit COA’s link: 

https://sites.google.com/coaboard.org/coa2020/covid-19 

 

Luckily with technology, we were able to continue providing CE through a 

webinar platform.  We appreciate your support for our first ever webinar CE in April which garnered 

150+ attendees!  We also had a general OCOS meeting which was Taco Tuesday on June 9th– it was a 

two hour webinar CE with Kimberly Friedman, OD, and virtual attendees even received a $20 Rubio’s 

giftcard! 

 

Legislative Day was able to be held virtually as well.  You can watch it here: 

https://sites.google.com/coaboard.org/coa-leg-day-2020  

Please reach out if you are able to meet virtually with legislators in your district.  

 

Please mark the upcoming date on your calendar: 

Pathology Symposium on August 16th- Six hours of CE! Look out for early bird registration specials. 

 

As we slowly return to normal, I hope you are all staying safe and healthy.  Thank you for your 

continued support of our society, COA and AOA! 

 

Best Wishes,  

Millie Liu OD, FAAO 
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Timothy You, MD 
Orange County Retina 

The Retina Perspective:  
 

What It’s Like To Practice  
During COVID-19 

 In 2000 after finishing my retinal fellowship, at the beginning of my career in medicine, I was 

asked by a job interviewer, ―What are you going to be doing in the year 2020?‖  I assumed that I 

would be practicing as a retinologist, a role that I had trained so hard for many years.  I had no idea 

that a virus would impact my ability to care for my patients. 

 In 2000, at the beginning of my career in medicine, we faced Y2K.  The world survived the 

computer ―viral‖ epidemic.  In the year 2000, we had the Motorola Startac. There was no IPhone. 

There was no Netflix. Instead we rented VHS tapes from Blockbuster and watched the Sydney 

Olympics on a big Sony Trinitron.  The crash of Air France Concorde and Solar Flare dominated the 

news.  AIDS had infected almost 800,000 people and killed over 400,000 in the United States.  In ophthalmology, 

phacoemulsification had just supplanted Extracapsular Cataract Surgery as the preferred operation for cataracts.  

Ocular photodynamic therapy with Visudyne was just being introduced for the treatment of neovascular age-related 

macular degeneration.  Rhu-Fab, an early VEGF, was an experiment in a scientist’s test tube. 

 Twenty years later, there are so many novel terms defining this unforgettable year. 

New vocabulary such as COVID19, Remdesivir, Personal Protective Equipment (PPE), Social Distancing, and Contact 

Tracing  fill Google search engines.  Air travel is reduced by 95%! 

 The COVID virus causes widespread damage throughout the body. We know corona virus are primarily 

damaging to the respiratory system.  It causes symptoms such as coughing, dyspnea, respiratory distress1 and fever.  

There are also other less common side effects related to the secondary cytokine storm, including anosomia, 

myocarditis2, cerebrovascular accidents3, renal damage, COVID toe and coagulopathy.   As an ophthalmologist, I was 

particularly interested to hear of the conjunctivitis4 which can accompany the many severe multi-organ effects. I was 

also interested in hearing about the severe inflammatory reaction mimicking Kawasaki-syndrome in children. 

 

 

 

  

 

 

 

  

As I write this, there have been 14.7 million world-wide infections and 610,000 deaths related to the COVID-19 virus.  

People are suffering psychologically and physically due to job loss and deteriorating health or even death.  The virus 

preferentially kills the elderly, the poor and those with comorbidities, but youth does not guarantee immunity. The 

economy has been depressed by government quarantines to limit the viral spread. We are beginning to cope with the 

virus, but have limited capacity to perform diagnostic PCR or antibody testing on everyone.  There is no effective 

vaccine for the virus. 

 During COVID19, I continued to provide care for urgent patients, at risk for loss of vision.  I continued to 

perform essential surgeries such as retinal detachment repairs at the hospitals or surgical centers. I visited the hospital 

ICUs where intubated, comatose patients gasped for breaths.  I have made a more conscious effort to maintain sterile 

technique.  For years, I had performed a 5 minute hand wash using either chlorohexidine or betadine scrub before my 

surgical cases. With the introduction of alcohol-based cleansers, I switched to using ―hospital grade‖ hand gel prior to 

operations. However, because of COVID-19 and studies showing the superiority of handwashing over hand gel, I have 

Graph of COVID 

infections in USA 
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reverted to washing my hands thoroughly but ALSO dosing my hands 

with surgical gel prior to operating on my patients.  After I get home 

from a day in the office or at the hospital, I ―decontaminate‖ by 

changing out of my scrubs, taking a disinfecting shower before 

greeting my family. 

 Since I was a medical student in the late 1980’s, I had 

routinely worn protective equipment. When I did pathology, I would 

put on a full-gown, face mask (primarily due to the smell of the corpses), but often would forgo the head shield as I 

habitually wear glasses.  I had trained in the AIDS era, and so I always wore two pairs of gloves, which I consider 

―cheap‖ life insurance. I have been stuck with a needle six times in my career.  By-the-way, when double gloving, one 

should wear the larger size glove under the smaller one so your fingers don’t go numb after a few hours.   

 In our offices, where we see patients for intravitreal injections, all counter and seating surfaces are wiped down 

between patients. We have plastic guards on all the slit lamps. Patients are timed so they can come into the office one 

at a time.  Patients may also wait in their automobiles, while dilating, until we text them to come in for an examination.  

Patients can no longer bring in their multiple family members. 

 COVID-19 has impacted on my perspective on life. It makes me deeply appreciate my ability to contribute to this 

community as a retinal physician.  The COVID-19 has taken a deep toll socially and economically, but I know it has 

brought many families together as they stay at home together.  I have enjoyed previously missed dinner conversations 

and early evenings doing jig-saw puzzles with my family.  As the infection curve flattened, I was excited once again to 

taking care of my patients.  However, I notice my conversations with my patients are a bit slower and deeper.  We can 

connect on a human level because of the intensity of the crisis we are facing. I am blessed to be a healthcare worker, 

who is making a difference to those who have vision problems.  Will these influences have a durable effect?  I’m 

convinced this year will positively impact on my practice of medicine.   

 Please do not ask me what I will be doing in the year 2040.  I do know that the world and the practice of 

medical care will be drastically different. I do not doubt that we will have overcome COVID-19.  Many of these strategies 

will permanently change how we care for our patients. Telehealth will change our discussions.  Perhaps, there will be a 

HIPAA compliant version of ZOOM Heath not subject to ―Zoombombing.‖ There will also be new vision saving treatments 

for diseases such as age-related macular degeneration and diabetic retinopathy.  Retinitis pigmentosa and macular 

dystrophies will be curable with new genetic therapies, which will be developed in the next few years.   

 When a future generation asks me ―what it was like to live through COVID-19?‖   In jest, I will respond, ―Isn’t 

that the year when there were no cars on the freeway?‖   I don’t think that anyone will believe me. 
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Timothy You, MD 
Orange County Retina 

Answers on page 24 
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ANSWER TO LAST ISSUE’S  

RETINA UNKNOWN 

Case: A 68 year old male presents with vision loss in the 

right eye. He reports progressively worsening vision in the 

right eye over the past three months despite updating his 

spectacle prescription. His past medical history is significant 

for essential hypertension and hypercholesterolemia. The 

visual acuity measured 20/100 right eye and 20/30- left 

eye. The intraocular pressures measured 21 mmHg in the 

right eye and 22 mHg in the left eye. 
 

Answer: Peripapillary Choroidal Neovascular 

Membrane  The patient has a diagnosis of a peripapillary 

choroidal neovascular membrane (CNVM) in the right eye.  

The fluorescein angiogram shows a choroidal neovascular 

membrane on the temporal aspect with extension into the 

central macula. Though some peripapillary CNVM  can be safely monitored, those which are at risk to extend into the 

fovea should be treatment.  Laser photoablation or ocular photodynamic therapy has been popular in the past, but more 

recently, antiVEGF therapy is used for treatment of peripapillary CNVM. The patient had treatment with Eylea with 

regression of the lesion. 

Timothy You, MD 
Orange County Retina 
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Theia Overcomes AMD  
Standard of Care Challenges 

 Reports indicate that a staggering 78 percent of patients are first diagnosed with age-

related macular degeneration (AMD) having already suffered irreversible vision loss, and nearly half 

of them are first diagnosed with an acuity of 20/200 or worse.1,2 This unacceptable and avoidable 

reality was a primary topic of discussion at the second annual meeting of AMD Ambassadors in 

Hershey, Pennsylvania. The group of nearly 30 optometrists is dedicated to elevating the standard 

of care in AMD to a level that reflects accessibility to modern disease-detection technology. 

 Many of the attendees first realized the need for more education following the release of a 

2017 study published in JAMA Ophthalmology, which revealed that both optometrists and 

ophthalmologists are missing AMD about 25 percent of the time.3 That’s a terrifying thought when you consider the 

prevalence of AMD; it is at least three times more common than glaucoma. 

 Our meeting focused on a discussion of how we diagnose, manage and treat AMD in our practices, followed by 

a deeper discussion of how the group can help communicate modern standards of care to a larger audience. However, 

Theia, an artificial intelligence-driven onboard technician, proved to be a real show-stopper. 

 This technology is built into the recently released AdaptDx Pro, a 

second-generation dark adaptometer from MacuLogix. The revolutionary 

new device includes all the functionality of the company’s tabletop dark 

adaptometer in a self-contained wearable headset that was custom-

designed and tested for patient comfort and requires no darkroom—so 

patients can take the test anywhere in the office, in any light. After the 

office technician selects the testing protocol and places the device on the 

patient, Theia takes over to facilitate a reliable, consistent test by using 

automated instructions and adaptive feedback spoken directly to the 

patient. 

 This makes it easier than ever to fit dark adaptation testing into 

any practice workflow. Not only is the entire experience improved for everyone involved, but the addition of Theia’s 

artificial intelligence helps ensure consistent, reliable testing results. The AdaptDx Pro is truly a revolutionary way to 

measure dark adaptation quickly and effectively in virtually any clinical setting, without eating up too much staff or 

doctor time. 

WE GO WAY BACK 

 Theia is cool and has a ―wow‖ factor that will help set your practice apart. I purchased the original AdaptDx a 

year ago. Today, I’m an even greater advocate because dark adaptation testing to detect and manage AMD is now 

much more practical for ODs in virtually any setting. 

 The original AdaptDx has been used by more than 1,000 eye care professionals to identify and monitor AMD in 

its earliest stages and has significantly lessened the profession’s reliance on risk assessment by delivering an objective 

output, such as rod intercept time (RI), that can lead to a definitive diagnosis with 90 percent accuracy. 

 In my practice, when a patient fails the test, we develop an individualized plan. One of the most important 

common aspects of our AMD management plans is closer monitoring for potential disease progression. In the past, we 

were often caught off guard by sudden vision loss. But now, we see the signs ahead of time because patients are 

coming back regularly. If someone’s RI gets longer and longer, we know that patient is headed for trouble, and we 

address it proactively. 

 This can be a life-changer, even for patients who reject supplements and any other treatments we propose. In 

short, incorporating dark adaptometry in all primary eye care settings will revolutionize how we detect and manage 

AMD. And the AdaptDx Pro with Theia makes this easier for both our patients and our practices.  

Article from Sponsor By Frances Bynum, OD   
Northwest Tennessee Eye Clinic, Martin, TN 
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Fish Oil Triglycerides vs. Ethyl Esters 

Omega-3s from fish oil, eicosapantaeonic acid (EPA) and docosahexaenoic acid 

(DHA) come to consumers in mostly one of two forms: triglycerides or ethyl 

esters. One of the most controversial and debated quality issues surrounding fish 

oil is which form of fish oil is best – Triglyceride (TG) or Ethyl Ester (EE)?  

What form are the long-chain omega-3 fatty acids (EPA and DHA) in when we 

absorb them from eating fish? The answer is triglyceride. Over 98% of all fats 

ingested are in triglyceride form. 

Cost vs. Absorption 

 Ethyl ester forms of omega-3 fatty acid supplements are becoming more prevalent in the market because of the 

cost: they are cheaper to produce than cleaned triglyceride forms. The industry created ethyl ester because they are a 

more malleable form than triglycerides. They have a much higher boiling point, and are easier to work with when 

processing for supplement distribution. 

 The main purpose of molecular distillation is to remove the industrial contaminants (eg heavy metals, dioxins, 

and PCBs) present in the commodity fish oils most supplement makers use, and concentrate the omega-3 molecules, 

EPA and DHA. In this model sterility overshadows efficacy.   

 Studies have shown that ethyl esters are the least bio-available forms of omega-3s compared to TG forms 

and/or whole fish1. Once purification is complete through the micro distillation process why would the manufacturer 

leave them in an EE form – COST. 

 The process to convert fish oil EEs back to TGs is costly. Bulk oil costs for TG concentrates are typically 30-40% 

higher than EE concentrates.  

Micro Distillation 

 Ethyl esters are produced by reacting crude fish oil in a free fatty acid form with ethanol (an industrial alcohol) 

to form a synthetic substrate. Under a vacuum, the mix is then heat distilled and the resulting condensate is a 

concentrated omega-3 ethyl ester solution. The concentration of the omega-3 fatty acids depends on the variables of 

the distillation process but normally results in a 50-70% omega-3 solution.2 

 The process of converting TGs to EEs is necessary from a technical standpoint in the production of fish oil 

concentrates to purify the oil. However, once this molecular distillation process is completed, there is an option to leave 

the fatty acids in free form, attached to an ethyl alcohol backbone, or to reattach them to a glycerol backbone (TG). 

Metabolism 

 While in the EE form, the glycerol backbone is missing. Therefore, the fatty acids will find an available TG 

backbone or take one from an existing molecule. If the latter occurs, the molecule missing the backbone will look for 

another backbone, and so on, creating a domino effect. The free fatty acids are taken up by the enterocytes (gut 

epithelium) and must be reconverted to TGs to be transported in the blood.3 Fats are stored and transported in the body 

in TG form. 

 Research shows that after ingestion of an omega-3 fatty acid molecule in TG form, the fatty acids are cut from 

the glycerol backbone, then the backbone and fatty acids are absorbed via the gut epithelial cells and immediately 

reattached to form the natural TG.4 

 This is supported by our own understanding of human physiology: when the ethyl esters are consumed, they are 

processed in the liver, where the ethanol is drawn off, and the body must then rebuild the resulting free fatty acids back 

into a TG. The EEs that get digested produce free fatty acids plus ethanol. This is certainly a less efficient absorption 

process compared with the direct intake of a natural form TG because the EE form must be reconverted in the body 

back to a TG form. The delay in TG re-synthesis suggests that transport to the blood is more efficient in natural TG fish 

oils in comparison to EE.5,6,7 Furthermore, this delay of TG re-synthesis in EE fish oils causes a release of ethyl alcohol 

and may subsequently produce oxidative stress by releasing free radicals in addition to releasing the ethanol.8 

Michael Gross, MD, Susan Klein, ND 
Article from Sponsor (reprinted with permission) 
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Just the Science 

 A bioavailability of different omega-3 formulations was reported by Dr. Jorn Dyerberg (the father of fish oil), 95 et 

al. Seventy-two healthy subjects were allocated to be given a reesterified TG, EE, free fatty acids, fish oil or cod liver oil 

preparation for two weeks. The concentration of EPA and DHA was highest in the re-esterified TG (rTG) group and lowest 

in the cod liver oil group.9 

 A similar study also concluded that only 20% of the omega-3s in the standard EE form were absorbed, unless they 

were taken with a high-fat meal, which raised the absorption level three-fold, to 60%.10 In contrast, the absorption of other 

fish derived omega-3s (EPA and DHA) in their natural TG form was substantially greater in either context (high or low fat): 

absorption of DHA was equally superior with either low-fat meals or high-fat meals, while participants’ absorption of EPA 

increased from an already-high 69% to 90% when taken with a high-fat meal.11 

 Evidence suggests that cleaned rTG fish oils are better absorbed in comparison to EEs. Natural TG fish oil results in 

50% more plasma EPA and DHA after absorption in comparison to EE oils, rTG forms of EPA and DHA were shown to be 

48% and 36% better absorbed than EE forms, EPA incorporation into plasma lipids was found to be considerably smaller 

and took longer when administered as an EE.12 

 Omega-3 fish oils in the form of EEs are much less stable than those in the cleaned TG form and readily oxidize. 

The oxidation kinetics of DHA as an EE or as a TG was assessed by measuring the concentration of oxygen found in the 

head space of a reaction vessel with both TG and EE forms.13 The EE form of DHA was more reactive, and quickly oxidized, 

demonstrating that EE fish oils are far less stable and more readily produce harmful oxidation products.14 Furthermore, the 

Side Effects: Ethyl Ester vs. Triglyceride 

Ethyl Ester Form: 

The ethanol in EE form MUST be filtered through the liver. 

Any form of alcohol filtering through the liver runs the risk of 

side effects. 

The most common side effects: burping (thus the need for 

enteric coating), infection, flu symptoms, upset stomach, a 

change in your sense of taste, back pain, and skin rash. In-

deed, the impact of ethanol release from EE forms of fish oil 

can be documented under the adverse events section in the 

prescribing information for Lovaza, the EE prescription form 

of fish oil. Some of these adverse events include body odor, 

vomiting, gastrointestinal disorder, pancreatitis, cardiac im-

pact and hypertriglyceridemia (which is paradoxically the 

clinical issue for which this drug is prescribed). All of these 

side effects are a result of the toxicity of the ethanol released 

from this highly concentrated EE form.  

 

 

 

 

 

 

 

Triglyceride Form: 

None. Almost all clinical evidence showing omega-3 benefits 

relate to fish consumption. Fish are in a TG form. There are 

NO ethyl ester fish in nature. Humans must consume fish oil 

in the same form as the fish to receive the maximum bene-

fits. EE have been in the human food chain approximately 20 

years. TG fatty acids have been eaten safely, and for great 

benefit, for an estimated 600 million years. 



 



 

 

Page 16 

Phase 2b/3 Study Results 

The safety and efficacy of CEQUATM (cyclosporine ophthalmic solution) 0.09% were initially evaluated in a Phase 2b/3 

multicenter, double-masked, dose-ranging trial in which 455 patients with keratoconjunctivitis sicca (dry eye) were randomized 

in a 1:1:1 ratio to receive either a 0.05% or 0.09% cyclosporine nanomicelle solution or its vehicle (the nanomicelle formulation 

without cyclosporine) for 12 weeks. The results were published in Clinical Ophthalmology in 2018, and are summarized below: 

· Both concentrations of cyclosporine nanomicelle formulation met the co-primary endpoint of statistically significant 

improvement in conjunctival staining after 12 weeks of treatment, compared to vehicle (p<0.01 for both concentrations). 

· All 3 treatment groups demonstrated improvements of approximately 30% in the global symptom score (the other co-

primary endpoint), though there were no statistically significant differences among groups. 

· Investigators observed nominally significant differences between the active drug arms and vehicle for improvement in 

corneal staining scores (p=0.0003 for the 0.09% group and p=0.024 for the 0.05% group) and improvement in Schirmer’s 

test scores (a measurement of tear production; p=0.0003 for the 0.09% group and p=0.007 for the 0.05% group). 

· In a post-hoc analysis of the change in Schirmer’s scores from baseline to Day 84 (Week 12), a higher proportion of 

patients in the 0.09% treatment group experienced an increase of ≥10 mm (17.9% vs. 7.6%; p=0.007), as compared to 

subjects in the vehicle group.  

o The post-hoc assessment also showed a higher proportion of patients in the 0.05% treatment group experiencing a 

≥10 mm increase, compared to the vehicle group (13.3% vs. 7.6%), although the difference was not statistically 

significant. 

· Most treatment-emergent adverse events (TEAEs) were mild in severity, and no serious ocular events were reported. 

o The most commonly reported ocular TEAE was instillation site pain, which occurred in 23 patients (15.1%) in the 

0.09% group, 20 patients (13.2%) in the 0.05% group, and 5 patients (3.3%) in the vehicle group. 

o Other common TEAEs included eye irritation and increased lacrimation (tear secretion). Each of these events 

occurred in three patients (2%) in the 0.09% group, in two patients (1.3%) in the 0.05% group, and in one patient 

(0.7%) treated with vehicle. 

· The 0.09% cyclosporine solution was selected for continued development, based on its notable impact on multiple signs of 

dry eye disease (relative to vehicle) and its favorable tolerability profile. 

 

Phase 3 Pivotal Study Results  

The CEQUATM (cyclosporine ophthalmic solution) 0.09% Phase 3 confirmatory study was a multicenter, randomized, double-

masked trial in which 744 patients with dry eye were treated either with CEQUA (one drop in each eye, twice daily) or its 

vehicle for 12 weeks. The results, which were published in the September 2019 issue of Ophthalmology, are summarized as 

follows: 

· After 12 weeks of treatment, CEQUA showed a statistically significant improvement in the primary endpoint, the percentage 

of patients with an increase of ≥10 mm in Schirmer’s score from baseline, compared to vehicle (16.6% vs. 9.2%; p<0.01). 

· CEQUA was associated with statistically significant improvements in the key secondary endpoints of corneal and 

conjunctival staining, compared to vehicle.  

o Improvement in total corneal staining was evident as early as 1 month following treatment, with 65% of eyes 

attaining a completely clear central cornea after 12 weeks (vs 56.9% for vehicle; p=0.0022). 

· Adverse events (AEs) were mostly mild in severity. The most commonly reported ocular AE was instillation site pain (24.2% 

in the CEQUA group, vs. 4.3% for vehicle). 

o Of the 24.2% of patients who reported instillation site pain in the CEQUA group, most of them reported the pain as 

being mild (20.7%), 3.0% reported it as moderate, and 0.5% reported it as severe. 

CEQUATM Clinical Trial Overview 
Article from Sponsor 
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Coastal Vision is a proud to announce the opening of our new LASIK suite in Irvine. Our new 

WaveLight® Refractive Suite, from Alcon, is the fastest refractive surgery platform available in the U.S. 
 

Coastal Vision refractive surgeons have years of experience performing LASIK, PRK, presbyopia correc-

tion, corneal transplant, cataract surgery, and glaucoma surgery. It’s why eye doctors all over Southern 

California recommend our surgeons every day. 
 

At Coastal Vision, we use only the latest surgical technologies to give all our patients the very best out-

comes. 
 

The WaveLight® EX500 Excimer Laser is the only excimer laser to operate at 500 Hz, with an average 

treatment time of approximately 1.4 seconds per diopter 

 The WaveLight® FS200 Femtosecond Laser is the fastest femtosecond laser available in the U.S., with 

a standard flap creation time of approximately 6 seconds 

 The swivel bed is designed to optimize time between the flap creation and laser procedures. 
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Is the Cornea Thick Enough for LASIK? 

 A 46 year old white male environmental services technician was referred to us for a refractive consultation. He 

desires to be spectacle and contact independent at distance and near. He currently wears contacts and likes his new 

blended vision fit. He leads an active lifestyle, enjoys exercising at the gym, time with family and rides a motorcycle. 

On exam, his uncorrected distance visual acuity is count fingers in his right and left eye. His uncorrected near visual 

acuity is J1+ at 3 inches, but he is J10 at 4 inches. His manifest refraction in his right eye was  -11.50 +2.25 x098 = 

20/20 and in his left eye was -10.75 +1.50 x080 = 20/20. His right eye was dominant. His ORBScans were normal, as 

was the remainder of his exam. Ultrasonic pachymetry confirmed his central corneal thickness (CCT) was 528u and 

517u in the right and left eye respectively. 

How much cornea is enough to proceed with LASIK 

in a high myope like this? And, what can we do to 

reach the patient’s goals if there is not enough 

tissue? 

 First, the topographies need to be normal. If the 

topographies are normal, as they are in this case, we can 

perform LASIK safely provided we leave a Residual 

Stromal Bed Thickness (RSBT) of at least 250u. RSBT is 

equal CCT, minus the flap thickness (usually ~110u), 

minus the planned ablation depth, which is 16u per 

diopter when using a 6.5mm Optical Zone. In this case, in 

the right eye with CCT of 528u, less 110u flap, less 184u 

ablation = RBST OD = 234u. In the left eye with a CCT of 

517u, less 110u flap, less 172u ablation = RBST = 235u. 

  

So does this mean the patient can’t get LASIK? 

 Absolutely not. The easiest way to leave more 

RSBT is to reduce the Optical Zone diameter from 6.5mm 

to 6.0mm. This reduces the ablation rate from 16u per 

diopter to 12u per diopter, ―saving‖ 4u per diopter. We 

can ―add back‖ 46u to the right eye and 43u to the left 

eye, and in this case, this change alone is enough to get 

the patient into a very safe zone with RSBT OD = 280u 

and RSBT OS = 278u. If needed, one could create a 

thinner flap, say 100u, and that can ―save‖ 10u more. 

Switching from LASIK to PRK can ―save‖ another 40u, the 

difference between flap thickness and epithelial thickness. 

Finally, in a blended vision case, the near vision eye will 

have ~16u less ablation. 

 What do we do if we do everything we can and there still is not enough tissue for laser vision 

correction? 

In younger patients, an ICL would typically be the best alternative, perhaps coupled with LASIK to treat astigmatism. In 

older patients a lens replacement surgery is the best option. These are also good options when there is enough corneal 

thickness, but the topographies are not perfectly normal.  
 

Rule of thumb: Normal topos, -10.00D, 500u: Good to go with normal settings. 

Paul Casey, MD 
NVISION Eye Centers 



 

NEW ACUVUE® OASYS with Transitions™ - 
Night Driving 

When the light gets too bright, these contact lenses 
can filter it. Ask us how you can 

#SquintlessSeeMore with NEW ACUVUE® OASYS 
with TransitionsTM 

 

These lenses are not a replacement for sunglasses. 
See Safety Info: https://www.acuvue.com/
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Three Ways To Be Kinder To Patients  

As We Reopen 
John Hovanesian, MD, FACS 

 Harvard Eye Associates 

Reproduced with permission from the author 

The coronavirus pandemic has tested our fabric as physicians, employers and 

businesspeople. We have faced forces that would have caused certain 

bankruptcy were it not for governmental programs. We have furloughed or 

laid off workers like we never imagined, and we have invented new ways of 

taking care of patients. We who endured should be proud. 

Wielding the authority of a physician must always be done with kindness — to 

our colleagues, to our employees and mostly to our patients. And some very 

inventive ways to show kindness have arisen through this pandemic. I’d like to 

share the three practical ideas that have impressed me most: 

 

1. A welcome back video. A video to welcome back patients not only heralds the practice’s availability, it 

gives a chance to ease patients’ fears by showing the calming presence of a doctor who expresses concern 

and imparts a sense of security by explaining the measures the practice is taking to protect patients from 

infection. I first saw this from Liz Yeu at Virginia Eye Consultants, who has incredible screen presence. 

Since then, many others, including us at Harvard Eye Associates, have done the same. A reopening video 

need not be professionally produced. Sometimes the more unfinished and organic the video, the more 

authentic it appears to patients. What it must do is express concern and kindness. 

 

2. Photos in addition to name tags. Dr. Greg Parkhurst (actually his wife, he tells me) deserves credit 

for this great idea. All of us are now wearing masks when we meet patients. While safe, this practice 

obscures our faces. At Greg’s practice, each member received a lanyard to hang a 5 × 7 printed picture of 

their full face. Some chose a picture with their dog, child or a silly pose expressing something personal. 

Whatever the picture, it shows a smiling face and nonverbally tells each patient, ―This is who I am. I’m a 

real person, and I care enough about you to wear this.‖ 

 

3. Blowing up the waiting room. I am borrowing this phrase from Shareef Mahdavi’s excellent new 

book, Beyond Bedside Manner. With reduced patient volume as we reopen and a need to minimize 

exposure in the office, we are implementing clever ways to streamline patient flow through the office. Gone 

is the clipboard in the waiting room. Instead, practices are using online systems to collect demographics 

and patient history before they arrive. This allows patients to come right back to a workup room. Practices 

are also moving patients directly from one place to another without staging areas in between. In the end, it 

means a more streamlined visit, less waiting and more personal attention. Making these changes requires 

examining every step, but it’s well worth the investment. 

 

I really hope elements of these ideas remain as we get back to full speed. Even before the 

coronavirus, people already felt so vulnerable in health care environments. There are surely 

even more simple ways like these of finding efficiency with a personal touch that can make 

all the difference. 
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OCOS Social Events  
During the COVID lockdown 

Hello, my name is Lilly Zarif. 

I am a recent graduate from Southern California College of 

Optometry at Marshall B. Ketchum University (MBKU). I 

received my BA from Cal State Fullerton in Business 

Finance and I am local to Orange County.  I am seeking a 

position at a local practice in Southern California. I am a 

patient-focused, compassionate, and efficient. I would like to 

use my current skills and experience in a challenging 

environment and continue to expand my optometric 

knowledge. 

During my time at SCCO, I took part in different leadership 

roles. These included Class Board Treasurer from 2016-2020 

as well as multiple volunteer roles with SVOSH and Lions. 

Through my in-house clinic experience and external rotation 

sites, I am trained in managing ocular diseases (anterior 

and posterior segment), specialty contact lens, pediatric 

patients, and vision therapy. 

Please feel free to contact me at (949) 350-0055 or email me 

at lillyzarif@gmail.com 

 

Christine J. Min received her Doctor of Optometry from 

Southern California College of Optometry with honors and 

received her Bachelor of Science degree at the University of 

California, Irvine. She enjoys working with a population of 

all ages, and has a passion for fitting contact lenses. One of 

her passions is she has been on several optometric mission 

trips to South America. In her free time she enjoys baking, 

running, going to the beach, and spending time with her 

husband Ted. She is excited to begin practicing in private 

practice around the Orange County area. She is available for 

full time or part-time hire and may be contacted at (626) 678 

-7248 or ChristineJiangMin.2020@ketchum.edu 

 

Hello! My name is Jared Koga. I am a 

recent alumnus of the Southern 

California College of Optometry and 

am currently finishing my residency in 

Ocular Disease with the VA Boston 

Healthcare System. After the 

program’s end on June 30th, I intend to 

head back to California to begin my 

career search. I am looking for full-

time positions primarily focused on medical/co- 

management/hospital settings, but am open to other great 

opportunities as well. If you have any questions or 

suggestions, feel free to reach me by email or 

phone;koga.jared@gmail.com, (805)427-5760. Thank you for 

your time! 

Photo left: Isabell Choi, OD  (OCOS Past President  & COA Young OD of the 

Year 2014) led an Insanity Live! workout via Zoom 

Photo above:  OCOS members enjoyed a virtual cocktail & appetizer class by 

HipCooks LA, followed by a happy hour 

mailto:lillyzarif@gmail.com
mailto:ChristineJiangMin.2020@ketchum.edu
mailto:koga.jared@gmail.com


 

Leslie Rabena, OD 

Christina Arakaki, OD 

Andrea Huyn, OD 

Dana Le, OD 

Xavier Ordonez, OD 

Jesus Merino, OD 

Belinda Moy, OD 

Alyson Lin, OD 

Keely Toma, OD 

Diane Tran, OD 

Shawn Yamamoto, OD 

Michael Tran, OD 

Bryant Vo, OD 

Monique Nguyen, OD 

Helen Tran, OD 

Lisa Van, OD 

Diana Ciobanu, OD 

Giap Le, OD 

James Yoo, OD 

Tram Ho, OD 

Brittany Reimers, OD 

Kauser Sharieff, OD 

My (Kate) Vo, OD 

Donna Heinrich, OD 

Tina Dao, OD 

Katherine Zhang, OD 

Allegra Burgher, OD 

Julie Tyler, OD 

Jennifer Coyle, OD 

Jacqueline Tran, OD 

Crystal Tom, OD 

Christine Yoo, OD 

Helen Kee, OD 

Tiffany Yanase, OD 

Ramy Saba, OD 

Cristina Ta, OD 

Azsa Manio, OD 

Ernie Nghia, OD 

Robert Torney, OD 

Elaine Oetomo, OD 

Tawnya Pham, OD 

Crystal Woo, OD 

Corinne Wong, OD 

Valerie Lim, OD 

Connie Woo, OD 

Mimia Wen, OD 

Natalie Osayande, OD 

Stephen Tester, OD 

Sabrina Cordell, OD 

Kathy Hoang, OD 

Kristi Germundsen, OD 

Evan Goldman, OD 

Leika Ilagan, OD 

Olivia Honda, OD 

Elaine Yu, OD 

Marvin Chi, OD 

Samantha Do, OD 

Trang Nguyen, OD 

Lillian Truong, OD 

Tammy Liu Na, OD 

Michael Lum, OD 

Justine Hsieh, OD 

Jessica Sun, OD 


