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PRESIDENT'S PODIUM I MOT DU PRESIDENT

BY/ PAR DR. PAUL GEN EAU, OD

Leading
up to assuming the presidency

in July, and in the subsequent months,
I have been asked numerous times what

my personal goal is to achieve during
my term. My style is to be a consensus

builder, and as leader of our team I want to
ensure that we are all pulling in the same
direction. As a profession, we are too small

a group to allow ourselves to be seriously
divided. That is why I am very pleased that
we have completed a strategic planning
process, observing the priorities expressed
by our members, and identifying goals
that will enable the CAO to best serve
our members. My goal is to facilitate the
CAO's ability to manifest our strategic
plan, through good governance, effective
financial and administrative management
and productive relationships, both internal
and extern a I to our profession.

We had a very strong response to our
members' survey from individual optom­
etrists as well as provincial associations. It

identified five highly consistent priorities:

1. Educate government
2. Educate the public
3. Unregulated internet sales
4. Sight testing
5. Children's vision

The participants in the strategic plan­

ning process kept those priorities in mind
in their deliberations. They identified five

goals to work towards over the next three

years:
1. To be the voice of doctors of optometry

on federal vision care issues.
2. To support doctors of optometry

nationwide in practicing successfully
through working in conjunction with
the provincial associations.

3. To facilitate dialogue about the future
of the profession.

4. To provide support for students as

they prepare to enter the workforce.
5. To manage an effective and efficient

organization that enables high
performance.

Like a budget, a strategic plan is a living

document, guiding our work, but not ty­

ing our hands. We will adapt and adjust as

needed as we go along.
For their contributions, I would like to

offer many thanks to our council mem­

bers, our new Executive Director Laurie

Clement, Marcel Brir from OSI, recently
graduated optometrists Drs. Justine Fung
and Vick Chan, student association presi­
dents Zoe Lacroix (University of Montreal)
and Raj Mistry (University of Waterloo),

president of NLAO D. Mark Smith, and
facilitator Dr. Jane Cooke-Lauder.

Au
cours

d~s ~ois q~i _ont
precede

mon arrivee a la presidence en

juillet et de ceux qui l'ont suivie, on m'a

demande a maintes reprises de preciser
mon objectif personnel au cours de mon
mandat. Mon style consiste a degager des
consensus et comme chef de file de notre

equipe, je vous garantis que nous pous­
sons tous dans la mere direction. Comme

profession, nous sommes beaucoup trop
peu nombreux pour nous preter a toute
scission grave. C'est pourquoi je suis tres
heureux que nous ayons termine un

exercice de planifcation strategique qui a

consiste a analyser les priorites exprimees
par nos membres et a defnir des buts qui

permettront a l'ACO de mieux les servir.

Mon but consiste a faciliter la capacite de
I'ACO a realiser notre plan strategique par
la bonne gouvernance, la gestion fnan­
ciere et administrative effcace, ainsi que
des relations productives tant a l'interieur
de la profession qu'a l'exterieur de celle-ci.

Notre sondage des membres a

suscite une reponse tres solide, au­
tant d'optometristes en particulier que
d'associations provinciales. Il a degage
cinq priorites tres constantes :

1. Informer le gouvernement
2. Informer le public
3. Ventes non reglementees sur

Internet
4. Examen de la vue
5. Vision des enfants

Les participants a l'exercice de

planifcation strategique ont songe a ces

priorites au cours de leurs deliberations. IIs

ont degage cina buts vers lesquels tendre
au cours des trois prochaines annees :

1. Etre la voix des docteurs en optome­
trie au sujet des enjeux federaux des
soins de la vue.

2. Aider les docteurs en optometrie
du Canada a pratiquer avec succes
en collaborant avec les associations

provinciales.
3. Faciliter le dialogue au sujet de l'avenir

de la profession.
4. Aider les etudiants qui se preparent a

entrer dans la population active.
5. Gerer une organisation effcace et

efficiente qui permet un rendement
eleve.

Comme un budget, un plan strate­

gique est un document vivant qui guide
notre travail sans toutefois nous menotter.
Nous nous adapterons et nous nous

ajusterons au besoin en cours de route.
Je remercie mil le fois de leurs contribu­

tions les membres de notre conseil,
notre nouvelle directrice generale,
Laurie Clement, Marcel Brin d'OSI, les

Drs Justine Fung et Vick Chan qui ont recu
recemment leur diplome d'optometriste,
les presidents des associations d'etudiants
Zoe Lacroix (Universite de Montreal) et

Raj Mistry (Universite de Waterloo), le

president de la NLAO, le Dr Mark Smith, et
la Dre Jane Cooke Lauder, animatrice.
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MEMBERS' NEWS I NOUVELLES POUR LES MEMBRES

Peer Review

The CJO editorial team are also very grateful to the fol rowing. who

have given freely of their time and talents to review the scientific

papers published in the CJO, over the past three years:

The Canadian Journal of Optometry and Council of the Canadian

Association of Optometrists would like to warmly thank both

Dr. Ralph Chou, Editor-in Chief, (SchoolofOptometryandVision

Science, University of Waterloo), and Dr. Claude Giasson, Academic

Editor, (Ecole d'optometrie, Universite de Montreal), for their

wonderful help editing, advising and coordinating to ensure

that the academic papers meet requirements for publication.

Dr. Claude Giasson, Academic Ed'torDr. Ralph Chou, Editor-in Chief

Berkeley Appointment of Dr. John Flanagan
The University of California, Berkeley, has announced the appoint­
ment of Professor John Flanagan as the 8th Dean of its School of

Optometry, beginning June 1, 2014. Dr. Flanagan, and his wife

Dr. Kathy Dumbleton, have been working at the University of

Waterloo, School of Optometry and Vision Science for over 25

years, and have given their skills and knowledge for the benefit

of our patients and students. Both have been very helpful as

advisers to CAO and lecturers at the CAO Biennial Congress.

Congratulations to Dr. Flanagan for this prestigious appointment.
Best of luck John and Kathy!

Nomination d'un professeur a Berkeley
('Universite de la Californie a Berke'ey a annonce la nomination
du Pr John Flanagan comme 8 doyen de son Ecole d'optometrie,
a compter du 1er juin 2014. Le Dr Flanagan et son epouse, la

Dre Kathy Dumbleton, travaillent a l'Ecole d'optometrie et des
sciences de la vision de l'Universite de Waterloo depuis plus de
25 ans et ont fait profiter les patients et les etudiants de leurs

connaissances generales et specialisees. Tous deux ont ete tres

utiles pour I'ACO et comme conferenciers au Congres biennal

de I'ACO. Nous felicitons le Dr Flanagan de cette nomination

prestigieuse. La meilleure des chances a John et Kathy!

APPOINTMENTS AND AWARDS

NOMINATIONS ET DISTINCTIONS

CJORCO

VIEW THE DIGITAL VERSION AT: OPTO.CA

SEND SUBMISSIONS AND ENQUIRIES

TO: CJ0@0PTO.CA

Etty Bitton, OD, MSc

Leo Breton, OD

Danielle de Guise, OD, MSc

Vasile Diaconu, PhD

Jean-Sebastien Dufour, OD, MSc

Mark Eltis, OD

Nicolas Fontaine, OD, MSc

Pierre Forcier, OD, MSc

Jacques Gresset, OD, PhD

Jean-Marie Hanssens, OD, MSc

Shelly L. Hook, OD

Julie Laurin, OD

Sarah Maciver, OD

Olga Overbury, PhD

Judith Renaud, OD, MSc

Yvon Rheaume, OD

Barbara E. Robinson, OD, PhD

Patrick Simard, OD, MSc

Benoit Tousignant, OD, MSc

Timothy H. Tsang, OD

Marie-Chantal Wanet, PhD
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MEMBERS' NEWS I NOUVELLES POUR LES MEMBRES

DOC Collateral

ls your office using the new print collateral
from the Doctors of Optometry Canada

campaign? Do you know that you may order
additional supplies from the DOC website?
Do you know that you may order a wall case
to display the DOC collateral? To inspire yo±
further, watch the youtube video posted by
Dr. Jeff Good hew, co-chair, National Public

Education Committee. Displaying your DOC

collateral takes no time at all!! Visit the DOC

website, login to the member section and
click on the collateral link.

Documents accessoires pour
la campagne DOC

Votre bureau utilise-t-il les nouveaux docu­
ments accessoires issus de la campagne
Docteurs en optometrie Canada? Savez-vous

que vous pouvez en commander des stocks

supplementaires a partir du site Web de la

campagne? Savez-vous que vous pouvez
commander un presentoir mural pour af­

fcher les documents accessoires? Pour vous

inspirer davantage, regardez la video youtube
affchee par le Dr Jeff Goodhew, co-president
du Comite national d'education publique.
L'affichage de vos documents accessoires de
la campagne DOC se fait rapidement!! Visitez

le site Web DOC, entrez dans la section mem­
bres et cliquez sur le lien vers le document.

Canada Anti-Spam Legislation

The Government of Canada passed its

Anti-Spam legislation in 2010 and it is

expected to come into force early in 2014
once the regulations have been finalized.
This new anti-spam law will impact every
business in Canada (including optometric
practices) that sends electronic messages
to promote products or services. The law is

designed to prohibit the sending of com­
mercial electronic messages (CEMs) (i.e.

messages sent via email, video, Facebook,
Twitter) to recipients who have not con­
sented to being sent such messages.

While there is likely to be a grandfather­
ing period (i.e. 2 years) to comply with

the new legislation, it is advisable that
businesses begin adjusting their practices
now aimed at obtaining the permission
necessary to send electronic messages
and simple opting out provisions. In some
instances, newsletter service providers will

provide the tools necessary to comply.
For further information, see www.

fightspam.gc.ca or contact your newsletter
service provider. Dana Cooper at the CAO

office dcooper@opto.ca will also assist you
in understanding the legislation.

Legislation anti-pourriel
du Canada

Le gouvernement du Canada a adopte
en 2010 sa legislation antipourriel qui
devrait entrer en vigueur au debut de
2014, lorsque le reglement sera termine.
Cette nouvelle mesure antipourriel aura
des repercussions sur toutes les entre­

prises du Canada (y c:ompris les cabinets

d'optometrie) qui envoient des mes-

sages electroniques pour promouvoir
des produits ou des services. La loi vise a

interdire l'envoi de messages electroniques
commerciaux (MEC) (c.ad. les messages
envoyes par courriel, video, Facebook ou

Twitter) a des destinataires qui n'ont pas
consenti a les recevoir.

ll y aura probablement une periode
de transition (c.ad. deux ans) pour se

conformer a la nouvelle mesure legislative,
mais il est recommande aux entreprises de
commencer a ajuster leurs pratiques qui
visent actuellement a obtenir l'autorisation
necessaire d'envoyer des messages
electroniques et de prevoir des mesures

simples de desengagement. Dans certains

cas, des fournisseurs de services de bul­
letin fourniront les ouzils necessaires a la

conformite.
Pour en savoir davantage, consultez

fig htspa m .gc.ca/eic/site/030.nsf/fra/accuei I

ou communiquez avec votre fournisseur
de services de bulletin. Dana Cooper au
bureau de I'ACO, dcooper@opto.ca, vous
aidera aussi a comprendre la loi.

Diabetes Committee -
Diabetes Reporting
In August, the Diabetes committee sent
out a questionnaire to members asking
about their method of reporting diabetic

eye exam information back to physicians
or their diabetes health team. Of those,
50% reported that they have their own

form, and 25% use the form on the CAO

web site. Often, we hope and assume that
the patient may be telling their physician
that they are receiving their diabetic eye
health care from our offices. However,
because patients with diabetes undergo
many appointments with various health

professionals, this questionnaire may
get lost in the sea of information. That is

why it is important for all doctors to have
some reporting system that involves the
team of professionals involved in the
diabetic's health care. Sometimes it is not
the physician involved alone, but nurse

practitioners, pharmacists, internal medi­
cine specialist, & dieticians. Whether it's

your own internal report form, or the form
available on the CAO website, by reporting
your exam results, you not only increase

your visibility in the community, but also
that of optometry's role as the primary
eye care provider. To obtain a Diabetes

Eye Examination Report Form, log in to
the members site at opto.ca and go to:

http://opto.ca/media/committees-admin/
cao-com m ittees/diabetes/pdfs/diabetic­

patie n t-eva I uation-i n te ractive. pdf

Comite du diabete­
Declaration du diabete
En aout, le Comite du diabete a envoye
aux membres un questionnaire pour
leur demander comment ils declarent
les renseignements reunis a la suite de
l'examen des yeux de personnes diabe­

tiques aux medecins ou a leur equipe de
sante du diabete. Cinquante pour cent des

repondants ont signale avoir leur propre
formula ire et 25 % utilisent celui qui se
trouve sur le site Web de I'ACO. Souvent,
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nous esperons et supposons que le patient
dit a son medecin qu'il recoit de nos bu­

reaux ses soins de sante oculovisuelle sur

le plan du diabete. Comme les patients qui
ont le diabete ont de nombreux rendez­
vous avec divers professionnels de la sante,
ii se peut toutefois que le questionnaire se

perde dans l'avalanche d'information. Voila

pourquoi il importe pour tousles docteurs
en optometrie d'avoir un systeme de
declaration qui met a contribution l'equipe
de professionnels participant aux soins de
sante de la personne diabetique. Parfois, ce

n'est pas seulement le medecin en cause:
il y a aussi des infirmieres praticiennes, des

pharmaciens, un specialiste en medecine
interne et des dietetistes. Qu'il s'agisse
de votre propre rapport interne ou du

formulaire affche sur le site Web de I'ACO,

en signalant vos resultats d'examen, vous

ne faites pas seulement acquerir davan­

tage de visibilite dans la communaute :

vous illustrez aussi le role de l'optometriste
comme principal fournisseur de soins

oculovisuels. Pour obtenir un formulaire de

rapport d'examen oculovisuel de personne
diabetique, rendez-vous au site des mem­
bres a opto.ca et a : http://opto.ca/media/
committees-admin/cao-committees/

diabetes/pdfs/evaluation-du-patient-
dia betique-interactif.pdf

OD Forum

The Canadian Optometry Group (COG)

is a free email-based and commercially­

independent forum restricted to Canadian

optometrists and optometric educators.
The COG instantly shares email posted
to subscribers by other subscribers. This

simple and effective resource currently
allows Canadian Doctors of Optometry
to communicate anything relevant to

optometric practice - clinical questions,

eye-care news, practice management
tips, etc. It is a forum for optometrists
organized and operated by two Canadian

optometrists. To join, please send a request
to: canadianoptometrygroup.@gmail.com

Forum des DO

Le Canadian Optometry Group (COG) est
un forum electronique et independant
sur le plan commercial qui est reserve
aux optometristes et aux educateurs en

optometrie. Le COG diffuse des messages
electroniques aux abonnes affches par
d'autres abonnes. Cette ressource simple
et effcace permet actuellement a des
docteurs en optometrie canadiens de
diffuser tout ce qui est important pour la

pratique de l'optometrie - questions cli­

niques, nouvelles sur les soins oculovisuels,
conseils sur la gestion d'un cabinet, etc. Ce

forum qui s'adresse aux optometristes est

organise et administre par deux optome­
tristes canadiens. Pour y adherer, veuillez

faire parvenir une demande a: canadianop­
tometrygroup@gmail.com

WCO Curriculum Support
Document Available to
Download

The World Council of Optometry (WCO)

has published its first ever curriculum sup­
port document which is now available on

the WCO website. The resource was pro­
duced by the WCO education committee
to help schools, colleges and universities

intending to start or upgrade an optom­
etry program and can be used as a basis

for designing their curriculum. Fifteen ele­

ments of practice are covered in the guide
including: the patient examination, patient
management, general health assessment,

specialized care, and professional responsi­
bilities. The promotion of high standards of
education and practice by optometrists is

one of the WO's objectives. The curricu­

lum document is available at:

www.worldoptometry.org/en/publica-
tion s/curricular-support-elements-for-an­
optometry-prog ram me.cfm

Document d'appui du cursus
du CMO pr@t a telecharger
Le Conseil mondial de l'optometrie (CMO)

a publie son premier document d'appui
du cursus qui est maintenant disponible
sur son site Web. Le comite de l'education
du CMO a produit la ressource pour aider

les ecoles, les colleges et les universites

qui ont l'intention de lancer ou de mettre
a niveau un programme d'optometrie.
Le document, qui peut servir de point
de depart pour la conception de leur

cursus, couvre 15 elements de la pratique,

y compris l'examen et la prise en charge
du patient, l'evaluation de l'etat de sante

general, les soins specialises et les respon­
sabilites professionnelles. La promotion
de normes rigoureuses d'education et de

pratique par les optometristes constitue
un des objectifs du CMO. Le document sur

le cursus est disponible a :

www.worldoptometry.org/en/publica­
tions/curricular-support-elements-for-an­
optometry-program me .cfm

NIHB Problems - Request
for Feedback

The Non Insured Health Benefits (NIHB)

program operated by Health Canada

provides coverage to Inuit and First Na­

tions peoples for health benefits that are

medically necessary and for which the
clients are not entitled through other plans
and programs. Because the NIHB is a payer
of'last resort: all benefits require prior ap­

proval by a NIHB regional office.

Recently CAO has received a number
of complaints regarding long waits to
obtain pre-approvals. Additionally, cen­
tralization of payment systems by Health

Canada has resulted in batch payments to

optometrists for services provided to NIHB

clients and pre-approved by NIHB. These

payments do not delineate the patient or

provide any information to help reconcile

payments with the invoices.
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CAO has discussed the problem with

members, particularly in Ontario. We want
to learn the scope of this problem and to
hear from others that have experienced
similar or other problems in dealings with
NIHB. Please contact Dana Cooper at

dcooper@opto.ca at the CAO office with

any information.

Problemes relatifs aux SSNA­
Oemande de commentaires

Les services de sante non assures (SSNA)

offerts par Sante Canada couvrent les

peuples inuits et des Premieres Nations en
leur garantissant des services de sante
medicalement necessaires et auxquels
les clients nont pas droit dans le cadre
d'autres regimes et programmes. Comme
les SSNA sont payeurs « de dernier

recours », les benefces doivent tous etre

approuves au prealable par un bureau

regional.
L'ACO a recu recemment des plaintes

au sujet de la longueur des periodes
pendant lesquelles l faut attendre pour
obtenir les approbations prealables. En

outre, la centralisation des systemes de

paiement par Sante Canada a produit des

paiements par lots aux optometristes pour
services fournis a des clients des SSNA et
approuves au prealable par le ministere.
Ces paiements ne defnissent pas le

patient et ne fournissent pas non plus de

renseignements pour aider a rapprocher
les paiements des factures.

L'ACO a discute du probleme avec
des membres, surtout en Ontario. Nous
voulons cerner l'envergure du probleme et
entendre d'autres membres qui ant connu
des problemes semblables ou autres face

aux SSNA. Veuillez faire parvenir tout ren­

seignement a Dana Cooper, a dcooper@
opto.ca, au bureau de I'ACO.

Veterans Affairs Canada
benefit grid changes
Veterans Affairs Canada (VAC) recently
revised the Benefit Grid for Program of
Choice (POC) 14- Vision (Eye) Care. The
revisions include a new benefit code,
dollar limit and prescriber changes effec­
tive October 1, 2013. It should be noted
that 'Optometrist' has been added to the

prescribers for several existing codes.
Providers will be reimbursed their usual
and customary charges up to a maximum
of the dollar limit indicated on the Benefit
Grid. Should you have any questions,

Prices are subject to change without prior notice and vary on prescription strength. Applicable on a procedure for both eyes only.Other conditions may apply.

Free laser
vision correction

for all optometrists
anc optometry

students!

• Latest proven technologies
• Over 99% patient satisfaction
• Personalized service

VI S ION
LASIKMD

• More than 30 locations across Canada
• Over 1 o years of experience
• Renowned surgeons with proven
expertise

Affordable prices for your patients
Starting at $490 per eye
Book a free consultation at
1-877-793-1515 0r lasikmd.com

comangement@lasikmd.com

Our co-management program offers many advantages:

CO-MANAGEMENT:
YOUR PATIENTS WILL BENEFIT!
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please contact your regional Blue Cross

office Provider Inquiry Line toll free at
1-888-261-4033.

Modifications du tableau
des avantages d'Anciens
Combattants Canada

Anciens Combattants Canada (ACC) a revi­

se recemment le tableau des avantages
du Programme de choix (PDCO), 14- Soins

de la vue (yeux). Les revisions compren­
nent un nouveau code d'avantages, un

plafond en dollars et des changements
des prescripteurs qui entrent en vigueur
le 1 er octobre 2013. II convient de signaler
que l'on a ajoute les « optometristes »

aux prescripteurs dans le cas de plusieurs
codes en vigueur. On remboursera aux

fournisseurs leurs frais habituels jusqu'a
concurrence du plafond en dollars indique
dans le tableau des avantages. Si vous avez

des questions, veuillez composer sans frais

le 18882614033, ligne reservee aux fournis­

seurs de votre region, Croix Bleue.

American Foundation for
the Blind (AFB)

AFB and VisionAware recently launched
a new initiative addressing the needs of
individuals with vision loss and are asking
for help to spread the news. The goal is

to underline the importance of eye care
services and to influence U.S. policymakers.
The tools for the public and providers are

found at: Help Us Strengthen Specialized
Services. Over 21.2 million Americans

report trouble seeing, and that number is

on the rise. For adults experiencing vision

loss for the first time, the diagnosis can feel

overwhelming and stressful. To provide
hope and help to handle the challenges of

vision loss, and to connect users with the
resources they need, VisionAware created
a Getting Started kit, available at vision­

aware.org/gettingstarted. Comprised of 10

"tip sheets," each sheet addresses practical
solutions to everyday tasks such as read­

ing, cooking, using computers, and more.

The tip sheets are available as accessible
PDFs that can easily be printed and shared.

American Foundation for
the Blind (AFB)

L'AFB et Vision/Aware ont lance recemment
une nouvelle initiative pour repondre aux

besoins des personnes en perte de vision

et appellent a l'aide pour faire passer le

message. Ces efforts visent a soulignet
l'importance des services de soins oculo­
visuels et a agir sur les responsables des

politiques aux Etats-Unis. Les outils qui

You understand
what it takes to
be an independent
eye care
professional.
We help you
succeed as a
business owner.

Only Vision Source® offers all the tools you
need to enter and succeed in private practice -
to not just survive, but to thrive. We do it with:

consultative member services program
• marketing tools
• practice support programs
• lowest cost of goods

All so you can provide the absolute best care.

We are single-mindedly committed to the
success of independent optometry - this
is why we are proud of our 98% member
retention rate since 1991.So discover what
5300 member colleagues have come to
enjoy - inquire about membership today.

"I find my Vision Source consultants
are supportive and provide the motivation
to help me excel."

Huyen Trinh, OD • Now accepting
me.mbershipinquiries at VStorYou.ca

#
V=vu5uPc-
SIGNATURE EYE CARE

Since 1991
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It's a superior way to see the world.
Get the tools to help you make a superior recommendation.
Order your Transitions" Signature" VII Launch Kit now at TransitionsSignature.com
Learn how Chromea7" breakthrough technology makes these new lenses more
responsive to UV in all real-life conditions, and all the reasons your patients will love them.

PREFERRED

21
to Transitions'

VI lenses

@nsnucs
ADAPTIVE LENSES

@tit#ii
8 out of 10 clear lens wearers prefer
Transitions Signature VII lenses to their clear lenses.

Let the latest technology help your patients
experience Life well lit™.

Available on January 7

Transitions and the swirl are registered trademarks and Chromea7, Transitions Signature and Life well lit are trademarks of Transitions Optical, Inc.
©2014 Transitions Optical, Inc. Photochromic performance is influenced by temperature, UV exposure and lens material.
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s'adressent au public et aux fournisseurs se

trouvent a : www.afb.org/section.aspx?Fol
derlD=3&SectionlD=3&Topic/D=553 (Help
Us Strengthen Specialized Services). Plus

de 21,2 millions d'Americains declarent
avoir des problemes de vision et leur nom­

bre augmente. Pour les adultes qui vivent
une perte de vision pour la premiere fois,

le diagnostic peut sembler ecrasant et
causer du stress. Afin de donner de l'espoir,
d'aider a relever les defis poses par une

perte de vision, et d'etablir des contacts
entre les utilisateurs et les ressources
dont ils ont besoin, Vision/Aware a cree
une trousse de demarrage disponib'e a

visionaware.org/gettingstarted. La trousse

comporte 10 « fches-conseils » dont
chacune presente des solutions pratiques
a des taches quotidiennes comme re,
faire la cuisine, utiliser l'ordinateur, notam­
ment. Les fiches-conseils sont disponibles
en documents PDF accessibles faciles a

imprimer et a echanger.

The CNIB Baker New
Researcher Fund- Call for

Applications
The CNIB Baker New Researcher Fund

provides one-year grants to encourage
new investigations that may lead to the

prevention of vision loss. It is intended to
benefit new investigators (within 5 years
after an academic appointment) by giving
them experience and results which can as­

sist them in further grant applications and

pilot investigations. For most information

on grant eligibility, deadline and applica­
tion form please visit http://www.cnib.ca/
en/research/funding/eabaker-researcher/
Pages/default.aspx

Fonds E. A. Baker de l'INCA
- Nouveaux chercheurs­
Appels a candidatures

Le Programme de subventions et de
bourses d'INCA offre des subventions
d'une annee visant a encourager de

nouvelles recherches pouvant mener a la

prevention de la perte de vision. Le Fonds

E.A. Baker a l'intention des nouveaux
chercheurs vise a apporter un soutien
aux nouveaux chercheurs en leur offrant

l'experience et les resultats pouvant les

aider dans leurs demandes de subven­
tion et leur recherche pilote. Un nouveau
chercheur est une personne affliee a un

etablissement de recherche, detenant un

poste de professeur et dans le domaine

depuis moins de cinq ans. Pour de plus

amples renseignements sur l'admissibilite,
veuillez visiter:

http://www.cnib.ca/fr/recherche/finance­
ment/eabaker-nouveaux-chercheurs/

pages/Default.aspx

Optocase Online CE- Free
DME Case (including: reading
OCT's for diabetic patients)

Optocase (Online CE for Optometrists)
currently has two sponsored CE cases at

www.optocase.com on Diabetic Macular

Edema (DME) and Dry Eye (with RVO

coming in Jan/Feb!). In these COPE­

approved, multimedia cases you will learn

how patients present with DME and Dry

Eye, how to diagnose these two condi­

tions, and the latest about how these two
conditions are treated. In the DME case

you will also learn the things that you
should be looking for when you read OCTs

take the
PLUNGE!

NIAGARA FALLS ONTARIO
2014

Ontario Association of Optometrists
Annual Symposium • April 25-27, 2014

on your diabetic patients. These will not

be available for free for much longer, so

please take advantage of the cases now.

Update: the Optocase site has been trans­

lated and is now available in French. Please

visit Optocase at www.optocase.com

Optocase- FC en ligne pour
les optometristes maintenant
disponible en francais!

Optocase est maintenant disponible en

francais! Optocase, FC pour optometristes,
offre maintenant huit cas de FC approuves
par le COPE, en francais a http://www.
optocase.com/fr/index.aspx. Les cas valent
normalement deux heures de FC ap­
prouvee par le COPE et sont valables pour
des credits de categorie A au Quebec. Il

y a actuellement deux cas commandites

que vous pouvez essayer gratuitement-
1) edeme maculaire diabetique (OMD) et
2) eil sec. Un nouveau cas commandite
sur l'OVR sera disponible en janvier et
fevrier! Ces cas multimediatiques vous

permettront d'apprendre comment les pa­
tients se presentent avec I'OMD et un oeil

sec, comment diagnostiquer ces deux pro­
blemes et les traitements les plus recents.
Dans le cas de l'OMD, vous apprendrez
aussi ce qu'il faut rechercher a la lecture
des TCO de vos patients diabetiques.
Veuillez visiter le site Optocase en francais
a http://www.optocase.com/fr/index.aspx

Join us for a great weekend
in Niagara Falls including:

e 1OO+ booths at the OAO InfoMart
e 20+ Hours of Continuing Education
• 2 Streams of Education plus interactive workshops
• 2 Days of Education for Optometric Staff

Plus all new...
• OAO InfoMart Learning Theatre
• EyeFoods Cooking Demonstrations with Celebrity

Chef Anna Olson
• Skills Camps for Optometric Staff

Visit www.oaosymposium.com to register
and learn more.
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1 BAG OF RELIEF GOODS CONTENT 2 CANS- LIGO SARDINES; 3 PCS - LUCKY ME NOODLES;
2 PCS - COFFEE NESCAFE 2SGRAMS; 2 PCS- SUGAR; HERMANO; 2 PCS - ARGENTINA MEAT

LOAF 250GRAMS; 5 KILOS- RICE SINANDOMENG; ESTIMATED AMOUNT 1 RELIEF BAG: 10$

NOTE: THE ABOVE CONTENT OF 1 RELIEF BAG IS ENOUGH TO FEED

5 MEMBER HOUSEHOLD FOR 3 DAYS.

International Outreach - Manila

CAO Past President, Dr. Pasq Marcantonio, continues to expand eye care services in Manila,

Philippines, with the support of a variety of individuals in Canada and the Philippines. In

what usually takes 2-4 years to achieve, this past year has seen the establishment of two

eye clinics, one a fully functioning Optometry clinic and the second, a cataract clinic, within
weeks of opening. For those interested in updates and trip reports, Dr. Marcantonio is happy
to add you to his email list. Contact him at: pasqualinomarcantonio@gmail.com.

Update: Dr. Marcantonio left the Philippines in advance of Typhoon Haiyan. Personnel at
the eye clinic in Manila is organizing a food parcel drive and will provide food baskets each

containing enough for a family of five for three days. A $100 donation will buy 30 parcels, as
shown. This is an effective way to help with efforts going directly to those in need. Donations

may be sent to Canadian Vision Care, 9018 Scurfield Dr. N.W., Calgary, AB, T3L 1 V4,
Attention: France Giroux, re: Manila Project. A tax receipt will be issued.

Activites a l'etranger - Manille

L'ancien president de I'ACO, le Dr Pasq Marcantonio, continue d'etendre des services de soins
oculovisuels a Manille, aux Philippines, avec l'aide de nombreuses personnes au Canada
et aux Philippines. Alors qu'il faut habituellement de deux a quatre ans pour y parvenir, on
a etabli au cours de l'annee ecoulee deux cliniques d'examen des yeux, la premiere, une
clinique d'optometrie entierement fonctionnelle et la deuxieme, une clinique de traitement
des cataractes, en quelques semaines seulement. Le Dr Marcantonio est heureux d'ajouter a

sa liste d'abonnes ceux que des mises a jour et des comptes rendus de voyage interessent.
II suffit de communiquer avec lui a : pasqualinomarcantonio@gmail.com.

Mise ajour : le Dr Marcantonio a quitte les Philippines avant le typhon Haiyan. Les membres
du personnel de la clinique des yeux de Manille organisent une collecte de col is d'aliments
et fourniront des paniers d'aliments dont chacun suffira pour nourrir une famille de cinq
personnes pendant trois jours. Un don de 100 $ permettra d'acheter 30 col is. C'est un moyen
efficace d'aider directement les personnes dans le besoin. On peut fae parvenir ces dons
a Canadian Vision Care, 9018, prom. Scurfield N.O., Calgary AB T3L 1 V4, a l'attention de :

France Giroux, objet : Projet Manille. Un recu aux fins de l'mpot sur le revenu sera etabli.
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In Memoriam

CAO was saddened to learn of the

death of Dr. Donald Reginald Price

(Sept. 8, 1929- Sept. 21, 2013). Follow­

ing graduation in Toronto in l 9S 1,

Dr. Prince practiced with Dr. Ken Barry

in North Bay before moving to

Gananoque in 1954 where he contin­

ued to practice until he retired in 1997.

Dr. Price served the profession well. In

1961, he was president of the Ontario

Association of Optometrists. He was

president of the Canadian Association

of Optometrists 1963-1965. For many

years, he served the College of

Optometrists of Ontario as a member

of the Optometry Review Committee.

He will be greatly missed by his

colleagues, family, friends, and

community.

L'ACO a ete desolee d'apprendre le

deces du Dr Donald Reginald Price

(8 septembre 1929-21 septembre 2013)

Apres avoir obtenu son diplome a

Toronto en 1951, le Dr Price a pratique
avec le Dr Ken Barry a North Bay avant

de demenager a Gananoque en 1954,

ou il a continue de pratiquer jusqu'a
son depart a la retraite en 1997.Le

Dr Price a bien servi la profession. En

1961, il a ete president de l'Association

des optometristes de l'Ontario. Il a

preside l'Association canadienne des

optometristes de 1963 a 1965. Pendant

des annees, il a siege au Comite

d'examen de l'optometrie de l'Ordre

des optometristes de l'Ontario. Il man­

quera enormement a ses collegues, sa

famille, ses amis et sa communaute.
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GUEST ARTICLE

Take Action to Ensure Client Loyalty

BY PAULINE BLACH FORD

Online eyewear retailers and mega­
businesses, such as Costcc and Walmart, are

gaining ground in the eye health industry.
While clients still prefer receiving eye exams
from optometrists, a recent Bain & Company
study cautions that "the fact that revenue
for optometrists has not declined- yet­
may be lulling doctors into a false sense of

security."
' Optometrists must be proactive in

order to retain their clients and grow their

patient database.

Having spent over 17 years speaking
directly with patients on behalf ofWhite Rock

Optometry and after consulting numerous

optometry practices, I have a unique
perspective on how to nurture and grow a

patient database. The opinions I formed from

my experience match the research findings on
this issue.

A recent South African study on optometry
practice management suggests that, in order
to compete against online eyewear retailers

and mega-businesses, optometrists should
focus on client loyalty. Loyal clients make more

purchases over time, are more willing to pay
premium prices, and often refer new clients
to the practice. In addition, it costs five times
more money to attract a new client than to

properly service an existing client.

Many optometrists believe they can
ensure client loyalty by providing an excellent

eye health exam. Unfortunately, research
shows it takes more than that. In fact, 85%

of clients who defect to other optometrists
were satisfied with the service they received

just prior to defecting. 'In order to ensure
client loyalty, optometrists must also establish

trusting relationships with their clients. 4

Marketing scholars have found that the
best way for companies to establish trust with

their clients is through "relational marketing"
The theory of relational marketing posits that

solidifying relationships with existing clients is

just as important as attracting new clients. s

The key to solidifying these relationships is

communication:"communication leads to trust
and trust to relational commitment" An ideal

time for optometry practices to communicate
with patients is while informing them they
are due for an eye exam. This "recalling" can be
done through postcards, letters, and emails.

But telephone recalling is the only means that

permits a two-way conversation.

Two-way communication is critical to

developing trusting relationships because
clients prefer "more personalized, closer

relationships with service providers."

Furthermore, being dealt with one-on-one
satisfies a client's basic human need to feel

important.8 For these reasons, when consulting
optometrists on increasing their revenue and

growing their practice, I always recommend

implementing a sophisticated and rigorous
telephone recalling strategy.

If done incorrectly, telephone recalling
is nothing more than a glorified postcard.
Therefore, a telephone recalling strategy must
include thorough coaching for the practice's
recallers. I coach telephone recallers to foster

trusting relationships with clients while also

growing the client database. This transforms
the recaller into an ambassador and revenue

generator for the clinic

Despite these benefits, some optometrists
do not use telephone recalling because of
cost concerns. While other forms of recalling
can be effective supplementary methods of

communicating, I encourage optometrists to
invest in telephone recalling for three reasons.

First, the "return on investment"of a properly
coached recaller will far out-weigh the cost.

When I was a recaller, I booked over thirty
appointments per day - not including call­

backs. I now coach recallers to have similar

results. The cost of the recaller's salary and

coaching is a fraction of the profits from these

appointments.
Second, the cost of mail-outs and emails

is often under calculated because we forget
to include the time it takes employees to
answer the client's response and schedule
the appointment. When this time is factored,
the cost of emails and mail-outs is similar to

recalling; yet the results are inferior. Third, given
the threat created by new competition in the

industry and the low cost of retaining clients

compared to attracting new ones, optometry
practices cannot afford to cut corners when it

comes to communicating with their clients.

Another common reason optometrists
hesitate to adopt telephone recalling is they
assume their patients will not like being called.

To the contrary, marketing surveys show
clients appreciate when companies keep in

touch, with 80% saying it was "important"

My experience is consistent with the research.

I almost never felt my calls were unwelcomed.
In fact, most clients, particularly the busy ones,

appreciated that I made it easy for them to
book an appointment.

Pauline consults optometrists on how to
nurture and grow their client database.
She has abundant experience in the

eye health industry, including 17 years

working in client relations for White Rock

Optometry. Pauline presents on topics
related to practice management and will

be speaking at the BCAO's Conference in

February. For more information, contact
Pauline at: info@paulineblachford.com

As the industry becomes increasingly
competitive, optometry practices will not
be successful if they remain passive in their

approach to building client loyalty. Investing
in an effective telephone recalling strategy
will help optometry clinics build the trusting
relationships necessary to keep their clients

coming back and their practices growing.
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built-in pachymeter)

Eastern Canada • 1-800-361-3515
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COETF REPORT

The COETF Annual Awards Program for 2013

Total Waterloo School of Optometry Applications 29 $ 142,095.68

Total Waterloo School of Optometry Awards 19 $ 34,000.00

Total Montreal Ecole d'Optometrie Applications 4 $ 16,615.00

Total Montreal Ecole d'Optometrie Awards 3 $ 7,000.00

Total Vision Institute Applications 1 $ 5,079.35

Total Vision Institute Awards 0

Total Independent Practitioner Applications 2 $ 5,445.00

Total Independent Practitioner Awards 2 $ 3,500.O0

Total Applications for 2013 36 $ 169,235.03

Total Awards for 2013 24 $ 44,500.00

The Canadian Optometric Education Fund

(COETF) received a total 36 applications
for awards in 2013. Of those 36 applica­

tions, 24 were granted at least partial

funding for projects or research. In most

cases, applicants are not given full funding
as the total amount of funding requested

greatly exceeds the money available for

granting. Awards funding is based on the

Trust Fund's interest earned over the

previous year.
All award recipients are required to

submit an interim report on their project
and a final report upon completion. In an

effort to recognize some of the projects
and research being done by COETF award

recipients the Awards Committee will pub­
lish project reports in the Canadian Journal

of Optometry (CJO) so that our members

across the county can learn more about

where COETF funding goes, as well as

highlighting exciting optometric research.

QUICK FACTS

The COETF was created in 1976 by the
members of the Canadian Association

of Optometrists to assist programs
in research, education and human
resources development in the vision

and eye care field in Canada.

Through its annual program of

Awards, the COETF has supported
faculty development, research and/
or specialized education programs
carried out by graduate students
and investigative projects conducted

by undergraduates and faculty at
Canada's schools of optometry, as well

as projects undertaken by indepen­
dent practitioners or members of

the public.

The COETF Annual Award

Recipients for 2013

SCHOOL OF OPTOMETRY,

UNIVERSITY OF WATERLOO

Mosaad Alhassan: MKH-Hasse charts of

binocular vision measurements: Repeatability
and validity ofassociated phoria and stereo

tests (Master's Degree Program)

Sarah Bishop: Comparison ofGoldmann

target sizes Ill, V and Vi for automated

perimetry in early glaucoma (Master's

Degree Program)

Steven Cheung: In vitro analysis of wet­

tability and anti-adhesive properties ofPRG4

on hydrogel contact lenses (Master's Degree

Program)

Stacey Chong: Identification of mitotic

cells in optic nerve sectioned eyes (Master's

Degree Program)

APPLICATIONS SUMMARY

Total Applications (since inception)

Total Awards

Jaya Dantam: Influence ofcontact lens

materials on bacterial binding (Post-Doc

Fellow)

Emma Dare: Identification ofessential com­

ponents for corneal epithelial wound healing

Tanya D'Cruz: Can adaptive properties

explain differences gradient and calculated

AIA ratios

Museum of Visual Science: Historical

Archive/Museum Exhibit

Alex Hui: In vitro antimicrobial activity of

model ciprofloxacin releasing silicone hydro­

gel contact lens materials (PhD Program)

Vivek Labhishetty: Calibration ofdynamic

photorefraction system (Master's Degree

Program)

Nicholas Lorentz: Investigation in vergence

adaptation (PhD Program)

Leslie McNeill: The temporal properties of

suppression in humans with amblyopia

$6,587,102.79

$1,821,013.00
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Alex Muntz: In vitro assessment of

Quantum Dot stability in conjunction with

commercial contact lens materials (Master's

Degree Program)

William Ngo: /maging meibomian glands
with OCT (Master's Degree Program)

Chau-Minh Phan: In vitro uptake and re­

lease ofnatamycin encapsulated in PLA-Dex

Nanoparticles from silicone hydrogel contact
lens materials (PhD Program)

Rajkumar Nallour Raveendran:

Eye movements in strabismus (Master's

Degree Program)

Hendrik Walther: The effect of lipid

oxidation on the tear film structure and its

influence in dry eye disease (Master's Degree

Program)

Witer Learning Resource Centre: Con­

tinuance of 'Library Information Resources &

Services for Canadian Optometrists' Program

Gah-Jone Won: The effects ofnon-muscle

inhibitors on the avian crystalline lens

(Master's Degree Program)

ECOLE D'OPTOMETRIE,

UNIVERSITE DE MONTREAL

Marie-Pier Dufour, Gabrielle Lapointe,
Caroline Faucher: Le test de concordance

de script (TCS) pour evaluer le raisonnement

clinique detudiants en optometrie: un

projet pilote

Helene Kergoat, Elizabeth lriving•
lnsuffisance de convergence et maladie de

Parkinson

My Tien Pham, Remy Marcotte: Volume

of tears in the inferior gaze: A comparative

study ofSchirmer

INDEPENDENT PRACTITIONER

Alissa Boroditsky: Oral History of

Optometry in Canada

Tim Maillet: lmmunomodulation effects of

0.05% cyclosporine ophthalmic emulsion on

tear pro-infammatory and anti-inflamma­

tory cytokines following intralase laser in situ

keratomileusis

COEFT Reports
In an effort to highlight some of the

projects and research by COETF award

recipients, the COETF Trustees and Awards

Committee have selected project reports
to be published in the Canadian Journal

of Optometry (CJO) Recognizing that

many recipients intend to publish their

work in cited journals, the reports are

not considered to be clinical articles. The

COETF reports are intended to provide
relevant information for the benefit of our
readers and to showcase the high calibre

of optometric research funded by COETE

Canadian optometry's charity.
Research and academic support are

vital to our profession.
To apply for a COETF award in 2014,

download a registration form: http://
opto.ca/wp-content/uploads/0/coetf_
application_2014-EN.pdf

Francais : http://opto.ca/wp-content/
uploads/0/COETF_Application_2014_

FR.pdf

COETF is our charity and needs our

contributions, now more than ever. Please

give generously and often. To donate
online or download a donation form,

visit: opto.ca/coetf
Lien francais : opto.ca/ffoce

[LEESE7TC7IL5ET

Grace a votre don de bienfaisance, vous favorisez la recherche, la croissance,
(' education et le developpement de la profession optometrique au Canada.

Faire un don de bienfaisance aujourd'hui.

opto.ca/ffoce

The Canadian Optometric Education Trust Fund ICOETFI advances growth,
research and education in Canada, This is our charity-a trust fund for the
profession, supported by the profession.

Invest in optometry's future. Make a charitable donation today.

opto.ca/coetf

FONDS DE FIDUCIE DES

OPTOMETRISTES CANADIENS
POUR LU'EDUCATION

CANADIAN ~OPTOMETRIC EDUCATION
TRUST FUND

ET7TT7EE7TTHTTTTT
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White Coat Ceremonies
School of Optometry and Vision Science, University of Waterloo - Class of 2017
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Class of 2017 reading the code of ethics at the White Coat Ceremony.
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Ceremonie du sarrau blanc
Ecole d'optometrie, Universite de Montreal - Class of 2017
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The MicroBlock® lens case has
been shown to kill Pseudomonas
aeruginosa, Staphylococcus au­
reus, Escherichia coli and Serratia
marcescens (figure 2).5

www.meniconamerica.ca

Safety boost
Good lens hygiene and the right
products play key roles in mini­

mizing the risks of corneal infec­
tion. Unfortunately, more than

50% of patients do not adhere to the
proper lens care regimens prescribed.@?
With its unique MicroBlock® lens case,
SOLOCARE AQUA provides an extra
measure of safety by locking out bac­
teria and minimizing biofilms. With more
than 8 years of clinical experience be­
hind it, SOLOCARE AQUA® is the only
system that offers an efficacious com­
bi nation of excellent comfort and extra
safety.

For starter kits, contact:
T - 877.728.7486
E - solocare@aurium.ca

• (1mtrolcase
ample

$MECSA

Antimicrobial silver ions
Often, the most forgotten part of
a good lens care regimen is the
lens case. Many microorganisms
secrete a protective membrane, a
biofilm, when they come in contact
with a surface. This biofilm renders the
microorganism resistant to disinfectants
in contact lens solutions.2

► Figure 2.

Various studies have shown that 20%
to 80% of lens cases are contaminated
with bacteria, fungi and other pathogen­
ic organisms, and their biofilms render
solutions ineffective against them. The
result is pathogenic transfer to the cor­
neal surface when lenses are applied.

SOLOCARE AQUA® breaks down this
barrier with its unique MicroBlock®case.
The case and cap are impregnated with
antimicrobial silver ions that reduce
bacterial contamination and develop­
ment of biofilms.3•4

Contact lens cases should be rinsed
with the multipurpose solution being
used, but, unfortunately, most patients
rinse their cases with tap water. The
bacteria in water is the primary source
of bacteria buildup in lens cases. The
MicroBlock case not only destroys
water-borne microorganisms but also
prevents the growth of new bacteria.

CFU/ml

Reference 1 Jones L, Christie C. Soft contact lens solutions review: part 2. Modern-generation care
system composition and clinical performance. Optometry in Practice. 2008,94362. 2. Dart IThe in­
side story: why contact lens cases be- come contaminated. Cont Lens Anterior Eye. 1997,20:13-118
3. Akiyama H, Yamasaki O, Kanzaki H, Tada J, Arata ) Ef- fects of sucrose and silver on Staphylococcus
aureus bioflms. J Antimicrob Chemother, 1998,42.629-634. 4. Hetrick EM, Schoenfisch MH. Reducing
implant re-lated infections: active release strategies. Chem Soc Rev, 2006;35:780-789. 5. Damntam J

Zhu H, Stapleton E. Biocidal efficacy of sil- ver-impregnated contact lens storage cases in vitra Invest

Ophthalmol Vis Sa., 2011,52:51-57. 6. Efron N. The truth about compliance. Cont Lens Ante- iur Eye.
1997,20:79-86. 7. Smith SK. Patient noncompliance with wearing and replacement schedule. of dis­
posable contact lenses. J Am Optom Assoc. 1996,672160-164.
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► Figure 1. Laboratory test with vifilcon A lenses (55% water
content) recreates a real-world dry-air environment similar to
an air-conditioned or heated office.

SOLOCARE AQUA contains two key
comfort ingredients. Provitamin B5 (dex­
panthenol) surrounds the lens and adds
moisture, and sorbitol absorbs and binds
moisture to the lens. Together, these
agents create the HydroLock" effect that
locks in moisture to improve hydration
for all-day comfort (figure 1) SOLOCARE
AQUA® is well accepted by patients,
who report high levels of comfort ac­
cording to studies by Amos in 2004 and
Miller and Dillehay in 2007.

Choosing the right lens and pairing it

with proper lens care is important. At
a minimum, a cleaning and disinfecting
system must be safe for the ocular sur­
face, effective at eliminating pathogenic
microorganisms, and it must enhance
lens comfort. The SOLOCARE AQUA®
Lens Care System provides an extra
safety component for added benefits for
patients.

Safety, efficacy and comfort
SOLOCARE AQUA® All-in-One So­
lution has a proven track record as
a safe and effective soft lens care
solution. Polyhexanide (0.0001%)
is the preservative and disinfectant
in this solution. Its unique chemical
structure selectively attacks the
cell walls of microorganisms. Poly­
hexanide binds to clearly exposed
phospholipids on the outer plasma
membranes of microorganisms.
The result is a safe ocular surface.1

By Shalu Pal, OD, FAAO
Toronto, Canada

ADVERTORIAL

SOLOCAR AQUA
Lens Protection And All-day Comfort
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Checklists for Optometry

What
can healthcare learn

from aviation? In a word;

checklists. Like a number of OD's,

I took up private aviation as a

hobby. And like all pilots I learned

to fly and not die by using check­

lists for every aspect of flight. How

does this apply to business? Well,

if you want to provide high quality care, it makes sense to learn

from the lessons of aviation. This article will provide the basics

of how to create checklists for your office and then USE THEM. A

book most OD's should read is "The Checklist Manifesto" by Atul

Gawande, M.D. It is a great book about how medicine is slowly

learning the value of using checklists to provide better clinical care

at better value for all involved. Follow the Checklist For Checklists,

to develop, draft & refine checklists for your office.

Other industries long ago learned to use checklists. Construc­

tion of any large building uses many experts so to ensure the

structure does not fail, and all parties communicate, checklists are

used extensively. In fact, checklists and automatic email are built

into high quality project management software. You have to ask

everyone on the team to talk to each other and take responsibility.
Does this happen on your team at the office? Many offices build in

system to cover up problems, not take responsibility for them.

There are three types of problems. Simple. Complicated. And

Complex. Simple problems are ones we can solve by following
a formula. Mixing and baking cookies is a simple problem, just
like running an auto-refractor. Follow the formula and you will

get consistent results. Checklists can help here but often are not

needed. Complicated problems are things like building a car to

grinding, coating and edging ophthalmic lenses or doirg an eye
exam. Usually you can break complicated problems into a number

of simple problems. While there is no simple recipe to complicated

problems, over time with trained, qualified and conscientious

people on teams with the proper expertise, using good timing
and co-ordination, complicated problems can be routinely solved.

Checklists work really well for various steps of complicated prob­
lems. Complex problems are things like raising a child, running
a healthcare system, or building an airline. The reason they are

complex is that the child, or pilot's environment, or technology in
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healthcare is always dynamic. Each child is different, one is celiac,

one is lactose intolerant so "follow the food guide" does not work!

Complex problems are solvable but they require knowing all the

various recipes to respond to the dynamic needs. They require

expertise with appropriate training. They require wisdom know­

ing when to use what recipe and, mcst vital, when to throw the
checklists out.

PROBLEM TYPE SIMPLE COMPLICATED COMPLEX

Succeed via: To do list Checklists Wisdom

Eyecare e.g.s. -1.00SV Rx filled Prag. Lens Rx'd Troubleshoot

prog Rx

In Malcolm Gladwell's book "Blink"the process of thin-slicing
to pay attention only to the key data to make correct decisions

is described in depth. The story related is about Chicago's Cook

County Hospital's ER and the way their MD's responded to patients

presenting with chest pain- a possible heart attack! Turns out
MD's had to be retrained to disregard 95% of the medical data and

only pay attention to three critical p eces of data: Is the angina
unstable? Is there fluia on the lungs? Is the systolic BP less than

100? A good checklist would have this information, but would not

have the flow chart of what to do with each possible permutation/
combination of possible results. Thar is where wisdom and exper­
tise come in. A well designed checklist would have the professional

pay attention to the right factors a: key times.

The process to create a valid, efficient checklist is to start with
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a clear concise objective. Each item on the checklist must be a

critical step, is not checked by another mechanism, is a clear ac­

tion with a response, can be read out loud and is a process that a

checklist can help. Make sure the checklist improves communica­

tion on the team, so involve them all ir. the creation and testing of

the checklist. Then draft your checklist using natural breakpoints

in the flow, use simple sentences with basic words, have a title in

BOLD and CAPITALIZED. A good checklist is simple, logical and fits

on one small page with a font sans serif that is easy to read, so no

need for fancy colours, just dark print on a light background. Avoid

more than 10 items between natural breakpoints. Finally mark the

date of creation and revision. The final step is to validate the check­

list by testing it, and getting feedback. At our office we used about

30 minutes in the first meeting (we split the staff up to do different

checklists based on their area of the office) and then about 10 min­

utes per checklist for revisions and feedback in the next three team

meetings. Email me if you want more samples developed both for

clients and our own office. Most vital, then insist you and your staff

to use the checklists by asking how the checklist improved the

quality of care which ultimately will increase your profitability.

Examples of proven checklists in Aviation and Eyecare of an

"Emergency Eye" call.

LANDING CHECKLIST FOR SMALL PHONE CALL CHECKLIST FOR "EYE

AIRCRAFT EMERGENCY"

GUBMPS OVIFDA

Gas - Fuel on fullest tank Onset

Undercarriage - wheels down & Vision impact
locked Intensity of the problem
Brakes - pumped to ensure ready Frequency; constant, unstable,
Mixture - Fuel mixture is as increasing
required Duration; how long has it lasted

Propellers - set pitch for landing Any other health issues at the
Seatbelts on - same time?

To check a checklist, ask if there is a clear, concise objective.

There is not checklist to fly a plane, but separate ones for most

steps of flying, from Preflight to Taxi, to Take Off, to Approach,

Landing and Shut down. Pick a small specific area you want to

make a sample checklist for use in your office. It is a team building

exercise and I can assure you it will make your office run better if

properly designed. As a reference to learn more, see http://gawa­

nde.com/the-checklist-manifesto

My blog is called EyeXperts Collaborate.
It can be found at: www.eyeXperts.net
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Les listes de controle
en optometrie

Qu'est-ce
que les soins de sante peuvent apprendre de

l'aeronautique? En quelques mots : les listes de controle.

Comme de nombreux DO, l'aviation privee est mon passe-temps.
Et comme tous les pilotes, j'ai appris a voler et a eviter de mourir er
utilisant des listes de controle portant sur tous les aspects du vol.

Comment ce principe s'applique-t-il aux affaires? Si vous voulez

fournir des soins de grande qualite, il est logique de tirer des

lecons du monde de l'aeronautique. Cet article decrit les aspects
fondamentaux de la facon de creer des listes pour votre bureau

et ensuite de LES UTILISER. La plupart des DO devraient lire « The

Checklist Manifesto », d'Atul Gawande, M.D. Cest un excellent

ouvrage qui decrit comment la medecine apprend lentement qu'il

vaut la peine d'utiliser des listes de controle pour fournir de meil­

leurs soins cliniques a une meilleure valear pour tous les interesses.

Suivez la liste de controle des listes afn de creer, de rediger et de

peaufiner de telles listes pour votre cabinet.

D'autres secteurs d'activite ont appris il y a longtemps a utiliser

les listes de controle. La construction de toute structure impor­

tante exige l'intervention de nombreux experts et pour eviter que
la structure s'effondre et veiller ace que toutes les parties com­

muniquent, on utilise a fond les listes de controle. Les logiciels de

gestion de projet de grande qualite comportent en fait des listes

de controle et des messages electroniques automatiques. Il faut

demander a chaque membre de l'equipe de se parler et d'assumer

ses responsabilites. Cela se fai-t-il dans votre equipe au bureau?

Beaucoup de bureaux etablissent des systemes pour cacher les

problemes et non pour en assumer la responsabilite.
ll y a trois types de problemes : simples, compliques et

complexes. Les problemes simples sont ceux qu'il est possible de

regler en suivant une formule. Melanger des biscuits et les faire

cuire, c'est un probleme simple, tout comme l'utilisation d'un

autorefracteur. On obtient des resultats uniformes en suivant la

formule. Les listes de controle peuvent aider en l'occurrence, mais

souvent, elles ne sont pas necessaires. Les problemes compliques

varient, par exemple, de la construction d'une automobile au

meulage de lentilles ophtalmiques ou a l'examen des yeux. II est

habituellement possible de subdiviser un probleme complique
en un certain nombre de problemes simples. Meme s'il n'y a pas

de recette simple a suivre pour regler les problemes compliques,
il est possible d'en regler de facon routiniere avec le temps et des

personnes consciencieuses, qualifiees, qui ont recu la forma-

tion necessaire et font partie d'equipes possedant le savoir-faire

necessaire et utilisant une bonne synchronisation et une bonne

coordination. Les listes de contrle donnent de vraiment bons
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resultats lorsqu'il s'agit de franchir diverses etapes de problemes
compliques. L'education d'un enfant, l'administration d'un systeme
de sante ou la mise sur pied d'une ligne aerienne, par exemple,
constituent des problemes complexes. Ils sont complexes parce
que l'enfant, l'environnement du pilote ou les technologies de
la sante sont toujours dynamiques. Chaque enfant est different :

un a la maladie celiaque, l'autre ne tolere pas le lactose : impos­
sible donc de « suivre le guide alimentaire »! Il est possible de

regler les problemes complexes, mais il faut connaitre toutes les

diverses recettes pour repondre aux besoins dynamiques. II faut
un savoir-faire qui decoule d'une formation appropriee, et savoir

quand utiliser judicieusement quelle recette, et quand jeter la liste

de controle.

TYPE DE SIMPLE COMPLIQUE COMPLEXE
PROBLEME

Succes via : Recette « liste Listes de Listes de
choses a faire » controle, controle,

experts sagesse

Sain des yeux Ordonnance de Ordonnance Patient et
moins 1,00 sv de lentilles lentilles
remplie progressives progressives

Dans son ouvrage intitule « Blink », Malcolm Gladwell decrit
en detail le processus d'emincage qui sert a faire attention aux

donnees principales seulement pour prendre les bonnes deci­

sions. L'anecdote porte sur le Service d'urgence de l'H6pital du

comte de Cook a Chicago et sur la facon dont ses medecins ont

reagi aux patients qui se presentaient en se plaignant de douleurs
a la poitrine- cas possible de crise cardiaque! II a fallu donner aux

medecins une nouvelle formation pour leur apprendre a laisser

tomber 95 % des donnees medicales et a se concentrer sur trois

elements de donnees critiques seulement : L'angine est-elle instable?

Le patient a-t-il du liquide dans les poumons? La TA systolique
est-elle inferieure a 100? Une bonne liste de controle contiendrait
ces renseignements, mais non l'organigramme de ce qu'il faut faire

avec chaque permutation/combinaison possible de resultats pos­
sibles. C'est la qu'interviennent la sagesse et le savoir-faire. Une liste

bien concue inciterait le professionnel a se concentrer sur les bons
facteurs a des moments cruciaux.

Une liste de controle valide et efficiente emane d'un objectif
clair et concis. Chaque element de la liste doit constituer une etape
critique, n'est pas verife par un autre moyen, constitue un acte
clair qui comporte une intervention, peut etre lu a haute voix et
constitue un processus qu'une liste de controle peut appuyer. Il

faut s'assurer que la liste de controle ameliore la communication a

l'interieur de l'equipe et c'est pourquoi il faut faire participer tous
ses membres a la creation de la liste et a son essai. Il faut ensuite

rediger votre liste en utilisant les pauses naturelles dans le
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cheminement, utiliser des phrases simples et des mots elemen­

taires, inscrire un titre en CARACTERES GRAS et en MAJUSCULES.

Une bonne liste de controle est simple, logique et tient sur une

petite page presentee dans une police de caracteres sans serif

facile a lire. Inutile donc d'utiliser des couleurs vives : des caracteres
fonces sur fond pale suffisent. Il faut eviter d'enumerer plus de
10 points entre les pauses naturelles. II faut enfin indiquer les dates
de creation et de revision. La derniere etape consiste a valider la

liste en la mettant a l'essai et en reunissant des commentaires.
A notre bureau, nous avons utilise une trentaine de minutes au

cours de la premiere reunion (nous avons reparti les membres du

personnel et leur avons demand de dresser des listes differentes
en fonction de leur secteur d'activite au bureau) et ensuite une
dizaine de minutes par liste pour les revisions et les commentaires
au cours des trois reunions suivantes de l'equipe. Si vous voulez

que l'on cree d'autres echantillons a la fois pour des clients et pour
votre propre bureau, faites-le moi savoir par courriel. Il est tres vital

d'insister ensuite pour que votre personnel et vous-m@me utilisiez

les listes en demandant comment la liste de controle a ameliore la

qualite des soins, ce qui ameliorera fnalement votre rentabilite.

Exemples de listes de controle qui ont fait leurs preuves en

aeronautique et en soins oculovisuels pour un appel « d'urgence
oculaire ».

LISTE DE CONTROLE POUR LISTE DE CONTRLE TELEPHONIQUE
L'ATTERRISSAGE D'UN PETIT POUR UNE « URGENCE OCULAIRE »

AERONEF

CTFMHC AEIFDA

Carburant - carburant dans le Apparition
reservoir le plus plein Effet sur la vision
Train - train sorti et verrouille Intensite du probleme
Freins - pompes pour s'assurer Frequence; constant, instable, de
qu'ils sont pr@ts plus en plus grave
Melange - melange de carburant Duree : depuis quand?
requis Autre probleme de sante
Helice - pas reglee pour simultane?
l'atterrissage
Ceintures de securite bouclees-

Pour verifier une liste de controle, il faut demander s'il y a un

objectif clair et concis. II n'y a pas de liste pour piloter un avion,
mais il existe des listes distinctes pour la plupart des etapes du

pilotage, depuis la verification avant le vol jusqu'a l'immobilisation
au retour, en passant par la circulation a la surface, le decollage,
l'approche et l'atterrissage. Choisissez un domaine precis et
restreint ou vous voulez dresser un exemple de liste de controle a

utiliser a votre bureau. C'est un exercice de creation d'equipe et je
vous garantis que votre bureau fonctionnera mieux si la liste est
bien concue. Pour en savoir davantage : http://gawande.com/the­
checklist-manifesto
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STUDENT REPORT

Teaming up for Humanity - Eyecare Mission in Peru

Marie-Pier Gascon, thirdyear optometry student at the University of Montreal, performing a

portable slit lamp examination

8Y ZOE LACROIX

Uncorrected
refractive error

is the leading cause of visual

impairment worldwide.1 In Peru

alone, the vision of over half a mil­

lion people could be restored with

prescription glasses.2To patients
living in developing countries, a

basic eye exam can be life changing;
it improves educational and employ­
ment opportunities, economic sta­

bility and quality of life. As a third

year optometry student, I had the

opportunity to witness this impact
during a humanitarian mission in.

Peru this summer.
Our team of forty-five volun­

teers, led by the Montreal-based
Santa Cruz chapter of the Volunteer

Optometric Services to Humanity
(VOSH), helped improve global
access to eye care by offering ser­

vices to the community of Casma.

Optometrists, opticians, volunteers,
and 27 students from both Cana­

dian optometry schools united to
examine nearly 4,500 patients over

the clinic's six-day duration.
Patient lineups were never-ending

and served as a fuel to perform effi­

cient and concise examinations. Being
limited to rudimentary equipment,

3 uI
uu E ma

we learnt to do more with less,

mastering fundamental optometry
skills using a lens bar and a trial lens

kit. Due to the tropical geographical
setting, we examined a broad range
of diseases uncommon in northern

developed countries such as

trachoma, toxoplasmosis, ptygerium,
advanced cataracts, end-stage
glaucoma, and untreated infections,
inflammation and trauma.These
missions present a great opportunity

for students and optometrists to

apply their skills and training while

offering direct eye care to patients.
After the examination, patients

proceeded to the dispensary, where

they could receive prescription
glasses. Each volunteer brought
hundreds of donated glasses, previ­

ously cleaned, measured, and sorted,
to provide patients with immediate
vision corrections. It is incredibly

rewarding to witness the lasting

"In North America, the things we getfrustrated or angry with for not having (the perfectpair ofglasses, contact

lenses, etc) are a luxury we take for granted. It was incredibly humbling seeing how something as simple as aqueous
tears or a pair of oldfashioned glasses could be completely life-changingfor a person. Their overwhelming gratitude
is something that I will neverforget."

- Rajan Mistry, third year optometry student, University of Waterloo
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The team of volunteers

impact these examinations and

glasses can have one someone's life.

In addition to exam and dis­

pensing abilities, patient relations

improved throughout the week. At
the beginning of the clinic, volun­

teers were faced with both language
and cultural challenges, with many
Spanish-speaking patients receiv­

ing their first eye-exam. Patience,

dedication, and a bit of improvisa­
tion allowed for improved com­

munication, stronger relations, and

increased confidence.
The small village of Casma was

quick to show its gratitude for the
services received. In addition to the

smiling faces, "muchas gracias!"

and hugs received, the community
planned events to thank the vol­

unteers in a traditional way: a town

square parade, flag ceremony, visit

to local ruins, and a Peruvian dance
showcase and reception.

After the clinic was completed,
volunteers enjoyed a week of travel­

ling to discover the beautiful won­
ders of Peru such as Lima, Cusco,
and Machu Picchu. The entire

team returned home with sense of

accomplishment and fulfillment.

Taking the time to participate in

a humanitarian mission is beyond
worthwhile for the enriching and
mind- opening experience.

My experience with VOSH
was unforgettable. I would encour­

age everyone to get involved in a

humanitarian mission, and there are

many opportunities throughout the

year! Anyone interested can find

additional information at: www.

vosh.org.
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An Overview of Provincial Health Coverage for Optometric Care in 2013

Province Eye Health Coverage

British Columbia The BC Medical Services Plan has limited coverage for optometrists' services, and optometrists may collect a reasonable
co-payment from their patients. Routine examinations are covered annually for patients under age 19 and over 64.
All patients are covered for clinically required services involving ocular disease, trauma or injury, systemic diseases
associated with significant risk to ocular health (e.g. diabetes), and for patients taking certain medications that are
associated with significant risk to ocular health.

Alberta Children under 19 yrs. and adults over 65 yrs. of age are covered for one complete eye exam, partial exam, and single
diagnostic procedure per benefit year (July 1-- June 30). Patients between the ages of 19-64 are covered for medically
necessary conditions which can include monitoring for diabetes issues, glaucoma and retinal disease, post-operative
optometric care for cataract patients, eye infections or injuries, and foreign objects in the eyes.

Saskatchewan Children and youth under 18 yrs. are covered for one eye exam per 12 months and for repeat and partial exams. For all

ages, coverage is provided for initial assessment and follow-up of ocular urgencies and emergencies. Also covered are:
supplementary health beneficiaries, Family Health Benefits (FHB) beneficiaries, and seniors (65+) receiving Saskatchewan
Income Plan (SIP) supplement.

Manitoba Children and youth under 19 yrs. and adults over 64 yrs. are insured for one exam every two-year calendar block. Patients
between 19 to 64 yrs. are no longer covered, except when medically necessary. Health coverage includes complete and
partial eye examinations; full threshold visual fields; tonometry and dilated fund us exam.

Ontario The Ontario Health Insurance Plan (OHIP) insures the periodic oculo-visual assessment annually for persons under
the age of 20 yrs. and over the age of 65 yrs. Pe-sons between the ages of 19 and 65 are eligible for an insured major
eye examination either through a requisition from a physician or when presenting with an eye disease or disorder
that has been designated as meeting the criteria for an insured service. Insured persons are eligible for insured partial
assessments when clinically necessary. An automated visual field test is an insured service for OHIP patient when
clinically indicated.

Quebec Coverage is provided for ages 0-17 yrs. and 65 yrs. and over and includes: eye exam, tonometry / biomicroscopy, visual
field test, contact lens exam in some circumstances, etc. Dilation of a diabetic patient, or myopic patient of 5.00D and
over is covered. Ocular emergency diagnosis is covered for all ages, but treatment is not.

New Brunswick Healthy Smiles, Clear Vision is a new social development program implemented by the New Brunswick government in

September of 2012, to assist children 18 years and under of low income families. This is a three year contract that covers
eye examination fees, lenses and glasses. Coverage is also provided to patients of all ages on social assistance. Yearly
comprehensive eye examinations are covered for patients with diabetes. There are no other types of provincial health
coverage.

Nova Scotia A Comprehensive Eye Examination (CEE) for routine care is payable once in a two-year period for children under age 1 O

and those 65 yrs. and older. ACEE is payable once per year for all ages in cases of clinical need, e.g. patients with health
conditions (such as diabetes), or on medications, that present a risk to ocular health. Partial examinations are covered
up to six times per year for the diagnosis and treatment of ocular infection, allergy or inflammation and the removal of
foreign bodies from the eye. Additional coverage exists for keratoconus, low vision assessments, punctual plug insertions
and lacrimal dilation and irrigation.

Prince Edward Island Never insured.

Newfoundland & Coverage was fully de-insured in 1991.
Labrador

For detailed information about provincial coverage and referral protocol, visit opto.ca and click the "Links" button for provincial
optometric association contact information.
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OPTOMETRY SCHOOL REPORT

Reaching New Heights at the AAO in Seattle, WA

NeAAO Fellowsfrom Waterloo Drs. Norris Lam, Willian Ngo andJill Woods

BY DR. ETTY BITTON & DR. KRISTINE DALTON

Once
again the annual AAO meeting surpassed itself by

breaking all records. The largest meeting on record with 6006

attendees descended onto Seattle, birthplace of the Starbucks

empire and the infamous vibrant Pike Market. Amongst the
numerous attendees were 326 from Canada. Student at­

tendance also broke new ground with a record breaking
805 participants. An active participation from both

students and faculty of both Canadian schools was

evident once again at this year's annual meeting.
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STUDENTS

One of the highlights of this year's program, was the vast increase

in participation in the student fellowship program. Only two

years old, this program offers students a chance to accumulate

points by attending different aspects of the AAO program (ie.

courses, papers, posters, symposiums, awards ceremo­

nies, volunteering, etc). This allows the student to get
an overview of what the AAO has to offer. Nearly
400 students registered for this program, many first

timers to the meeting. Students can complete the

requirements all in one meeting (most do), or over
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Zoe Lacroix, Montreal 3rdyr student, presents herposter on Double
Punctum to a group of students

several meetings during the course of their optometric studies.

Students completing all requirements receive a certificate and a

lapel pin, distinguishing them amongst their peers. Take the time

to congratulate them on this accomplishment when you see them

wear their pin proudly in the clinic!

Many activities are designed specifically for students. One

of these is the student networking luncheon, whereby several

student travel scholarships were awarded and where students
can receive information on, residencies and graduate programs at

different institutions. The luncheon attracted close to 800 studens
this year.

OPTOMETRISTS

As the AAO grows, the cho ce fo attendees continue to expand

exponentially. Company sponsored breakfast courses were offered

to highlight products, and over 250 continuing education (CE)

courses were available. Topic-specific symposia were scattered

throughout the program and a robust scientific program with oral

presentations (paper sessions), and poster sessions presenting the

latest in research and/ or clinical case reports were available to all.

A variety of workshops anc leadership courses were also available

for attendees. Nearly all of these events offer CE credits.

FELLOW OF THE AAO

The annual meeting is also when clinicians and researchers can sit

for their oral examination to become fellows of the AAO (FAAO).

The candidates that have s.uccessfu ly completed the registration

process and submitted all the written requirements were invited

for a peer-review interview process at the annual meeting. Those

that successfully completed this las; step obtained their fellowship

Vo75]No4 2013

and were inducted at the Fellow's banquet (previously called the

President's banquet). This year, 244 new Fellows were inducted­
another new record for the AAO with individuals from eight countries.

Amongst those were 12 Canadians (Table 1), including four from

the Waterloo School of Optometry (Drs. Norris Lam, William

Ngo, Jill Woods, and Shamroze Khan) and three from the Ecole

d'Optometrie, Universite de Montreal (Drs Claudine Courey,
Nicolas Fontaine, and Alexandra Fraser). Congratulations to all!

MAINTENANCE OF FELLOWSHIP

Since 2010, the AAO has introduced a new resolution for the main­

tenance of the fellowship. In an effort to encourage new FAAO to

remain active and continue to be at the forefront of the latest infor­

mation, a Maintenance of Fellowship (MOF) program was initiated.

The MOF program includes elements such as attendance at the

annual meeting, presentation of a paper or poster, giving a course,

publication of an article in a peer-reviewed journal and more. Each

of these elements gives you a point towards the 15 points that are

required every 10 years. Practitioners and researchers that have

obtained their FAAO prior to 2010 do not need to participate in

this program, however all fellows can track their MOF status on the

AAO website under "My MOF".

FACULTY

Faculty from both Canadian schools continue to make an impres­
sive contribution at the annual meeting including leadership roles,

course presentations, paper and poster presentations representing
both clinical and basic vision research as well as receiving

recognition for their contributions to the profession. A summary
of presentations from each school is included in Table 2 and 3.

Particular mention this year goes to Dr. Kathy Dumbleton,

president of the American Optometric Foundation (AOF), who's

tireless efforts with FAAO alumni and industry has secured a signif­
cant endowment fund that offers over $300,000 a year in scholar­

ships to optometry students, residents and graduate students to

attend the AAO meeting and help support their education and

research. Over the past year alone, 26 individuals or couples have

joined the AOF's President's Circle with a commitment of $1000/

year for the next 10 years, and a further 10 made a pledge to do

so at the meeting in Seattle. The meeting resulted in over

$150,000 in generous donations and new pledges. Approximately
260 supporters attended the Foundation's Celebration Luncheon

and the silent auction resulting in over $20,000 in donations. It is

this type of dedication and pride towards the AAO and the AOF

that will continue to provide opportunities for so many others.
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NeAAO Fellowsfrom Montreal; Drs Nicolas Fontaine, Claudine

Courey and Alexandra Fraser

Dr. Etty Bitton, chair of the Faculty-Student Liaison Committee

welcomed the students at the student fellowship orientation

breakfast, the student networking luncheon and presided over the

faculty-student liaison meeting. This directinteraction with both

faculty and student liaisons from each school has allowed for some

new initiatives to continue to improve the faculty and student

experience prior to and during the annual meeting as well as to

mentor them tnrough the fellowship process.
Contributors to the CE program included Drs Etty Bitton and

Langis Michaud (Montreal) and Drs John Flanagan, Lyndon

Jones, Susan Leat, Thomas Freddo, Sarah Maciver and Kristine

Dalton (Waterloo).

Table 1: New Fellows from Canada

Name Region
Claudine Courey Montreal, QC

Candace DeCock Killarney, BC

Marian Elder Guelph, ON

Nicolas Fontaire Montreal. QC

Alexandra Fraser Montreal, QC

Shamroze Khan St. Catherines, ON

Norris Lam Scarborough, ON

Olena Moiseiykina Toronto, ON

William Ngo Waterloo, ON

Michael S. Petri Mission, BC

Lakshmi Thondikulam Easwaran Camrose, AB

Jill Woods Waterloo, ON

CANADIAN JOURNAL OF OPTOMETRY
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AWARDS AND SPECIAL RECOGNITION

Several student travel awards continue to be available to partially
alleviate some of the costs involved to attend the AAO. These travel

awards are often competitive in nature and some require that the
student present at the meeting to be eligible. Industry sponsors
and the AOF are to be congratulated in their continued efforts

to provide travel grants for optometry students, residents and

graduate students. Award rec pients are detailed below.

Essilor Student Travel Fellowship
Zoe Lacroix and Tania Nguyen (Montreal)

Claudia Lee and Jessica Steen (Waterloo)

Student Travel Fellowship
Dr. Alex Hui - (Frank W. Weymouth StudentTravel Fellowship;

Waterloo)

Section on Cornea, Contact Lenses & Refractive

Technologies-Resident Travel Fellowships
Dr. Anne-Josee Gauthier (Montreal)

Dr. Debby Yeung (Waterloo)

Jill and George Mertz Contact Lens Residency Fellowship
Dr. Claudine Courey (Montreal)

The AAO also honours people who have made significant contri­

butions to optometry. Amongst this year's distinguished honou­

rees were Dr. Lyndon Jones (Waterloo) who was awarded the Max

Schapero Award from the Cornea and Contact Lens Section for

his significant contributions to the advancement of contact lens

knowledge. As Director of the Center for Contact Lens Research

(CCLR), Dr. Jones continues to lead a team of dedicated researchers

and graduate students to expand our understanding of contact
lenses and their interactions on the eye.

For his contribution to international optometry, Dr. George
Woo (previous faculty member at Waterloo and presently Visiting

Chair Professor of Optometry and Emeritus Professor at the Hong

Kong Polytechnic School of Optometry) was awarded the Essilor

Award for Outstanding International Contributions to Optometry
for his dedication and leadership in establishing Hong Kong's only

optometry program, and for his contributions to the development
and expansion of optometry in China and the Pacific Rim and for

promoting optometry throughout the world. While at Waterloo,
Dr. Woo was the founding director of the Centre for Sight Enhance­

ment and involved in the development of the Low Vision program
at the school. Dr Woo's research interests include vision rehabilita­

tion, psychophysics of vision, myopia, contrast sensitivity function,
visual optics, vision of the aged and photometry.

We congratulate both honourees for their prestigious awards!
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Dr. Doug Benoit (left)

along with Dr. Tin

Edrington (right)

present the Max; Schapero
Awardfrom the Cornea

and Contact Lens

Section of the AAO to

Dr. Lyndon Jones.
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Dr. Anthony Cullen, Distinguished Professor Emeritus (Waterloo)

was awarded an American Academy of Optometry Life Fellow­

ship Award for his significant contributions to the Academy and in

recognition of his years of dedicated service. Congratulations or
this honour!

Dr. Maud Gorbet (Waterloo) and Dr. Mark Willcox (UNSW,

Australia) were this year's recipients of the prestigious American

Academy of Optometry Vistakon Research Grant, which was

awarded at the AOF celebration luncheon. This year, only one

award was given despite a number of excellent applications.

Congratulations on this achievement!

Dr. Patrick Simard (Montreal) received honorable mention for

the 2013 Ocular Photography Contest for his photo on a haemcr­

rhagic retinal detachment, 24 rrs after head trauma against a shelf.

There were 128 image submissions this year. Congratulations on

this recognition!
In addition to the awards presented at the American Academy

meeting, Dr. John Flanagan (Waterloo) was awarded the Op­

tometric Glaucoma Society Distinguished Service award at this

year's Optometric Glaucoma Society meeting held just before the

Academy. Dr. Marlee Spafford (Water'oo) was also recognised with

the Dr. Lester Janoff Award for Writing Excellence for the follow-

ing paper: Spafford, M.M., Iley, M.D., Schultz, A.S.H. & Kennedy, R.D.

(2010). Tobacco dependence ecucation in optometry: A Ca radian

pilot study assessing practices and opportunities.

MERI«
ofop,,'w0MET«E-

Dr. Bernie Dolan (president of the AO) Awards Dr. George Woo

for his contribution to international optometry

Next year's meeting is scheduled far Nov 12-15, 2014 in the mile

high city ofDenver, Colorado. fv1ark your calendar so that we can

break new records once more!
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Dr. Anthony Cullen,

(left) was awarded an

American Academy

of Optometry Life

Fellowship Award.

(Dr. Bernie Dolan, right)

Etty Bitton, OD, MSe, FAAO,

FBCLA

AAO Faculty-Student Liaison
for Montreal and Committee
Chair

Kristine Dalton, OD, PhD

AAO Faculty-Student Liaison

for Waterloo

Table 2 : Ecole d'optometrie, Universite de Montreal participation at the AAO annual meeting, Seattle, 2013

Faculty - -
Author (s) Title of presentation Type of presentation

Bitton, E, Karpecli P Not a dry eye in the house CE Conference

Brule J, Marcotte S, Moreau MC Smoking and the eye: what do Quebec teenagers know and fear? Poster

Brule J, Tousignant B, chang JP Prevalence of visual impairment and eye disease in Labrousse, Haiti Poster

Giasson C. Diaconu V Comparative measurements of contact lens transmittance and signal/ Poster
noise wih and without an integrating sphere

Chriqui 5, Law C, Irving EL, Kergoat MJ, Prevalence of visual symptoms linked with convergence insufficiency Poster
Leclerc BS, Panisset M, Chouinard S, in Parkinson's disease.
Postuma R, Kergoat H.

Michaud, L How to help a patient who sees too well CE Conference
A cae of refractive adaptation (Case Report - Grand Rounds)

Michaud L, Sindt C How small should a big contact lens be- A debate CE Conference

Optometry Students - -
Author(s) Title Type of presentation

Lacroix Zoe, Bitton Etty Supernumerary punctum: An unusual case of seeing double Poster

Graduate Students - -
Author(s) Title Type of presentation
Gauthier AJ, Rivard MM, Michaud L Comparative Study on the visua and optical performance of a Poster

disposable soft lenses
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Table 3 : University of Waterloo, School of Optometry and Vision Science 2013 participation at the AAO annual meeting

32

AUTHORS TITLE OF PRESENTATION

FACULTY

Christian LW, Maclver 5 -valuation of Interprofessional
collaboration and Education In

Optometry (poster)

Chou BR, Dain SJ, Cheng BB Effect of UV Exposure on Impact
Resistance of Ophthalmic Lenses

{poster)

Chou BR, Rosli SA, Hovis JK Impact resistance of ophthalmic lenses
at low temperatures (poster)

Dalton K Contact lens fitting for sports vision

patients (lecture)

Dalton K, Gui I lon M, Naroo, S The vision strategy of golf putting
(paper)

Dalton K, Guillon M, Naroo, S The role of ocular dominance in

successful golf putting (poster)

Dumbleton K, Richter D, Jones LW, Eye examination frequency and
Fann D contact lens purchase patterns (poster)

Dumbleton K, R chter D, Woods C, Wearing and replacement patterns of

Morgan P, Aakre BM, Jones LW patients using daily disposable contact
lenses (poster)

Flanagan JG, Gaddie IB Ogs/aao joint symposium: new

approaches to the clinical examination
in glaucoma (symposium chair)

Flanagan JG, Losberry B The optic nerve in glaucoma (lecture)

Flanagan JG Aao/arvo symposium: retinal

hemodynamcs in macular
edema (paper)

Freddo T Ezell fellows symposium: glaucoma
(lecture)

Irving E Ovs presents: myopia - clinical

advances from research (lecture)

Estefania C, Law C, Irving E, Kergoat Prevalence of visual symptoms linked

MJ, Leclerc BS, Panisset M, Chouinard S, with convergence insufficiency in

Postuma R, Kergoat H parkinson's disease (poster)

Jones LW But i always hated chemsitry .. (max

schapero memorial lecture)

Jones LW Update on contact lens drug delivery
(lecture)

Adams AJ, Bullimore MA, Cotter SA, Ovs workshop: fundamentals for

Jones LW, Carney LG, Manny RE, Mutti authors and reviewers (workshop)
DO, Alexan::ler U, Twa MD, Zadnik K

Labreche T, Christian LW, Hrynchak P Student satisfaction with experiential
learning in external clinics (poster)

Leat SJ, Krishnamoorthy A, Carbonara Improving the legibility of prescription
A, Rojas-Fernandez C, Gold S medication labels for older adults and

adults with visual impairment (poster)

Leat SJ The low down on falls in older adults
and the optometrist's role (lecture)

Leat SJ Vision in aging sig symposium, co-

sponsored with the public health
& environmental vision section:

"maintaining independence through
technology" (symposium chair)
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Maciver S Ellerbrook presents grand rounds
ii: clinical utility of sd-oct in solitary
choroidal granulomas (lecture)

Maclver S, Lee J, Sherman S Ultra-widefield aurofiuorescence

imaging reveals subretinal
autofluorescence flecks within a

rhegmatogenous retinal detachment
(poster)

Murphy PJ A platform to harness the evolving
nature of european optometry and

optics research and practice (poster)

Zhang J, Situ P, Begley C, Simpson T The association between ocular
surface sensory responses and tea ftm

instability (paper)

Siyu P, Simpson T, Begley C, Chalmers Using current symptoms questionnaire
R,WuZ to evaluate changes in symptoms

induced by different experimental
conditions (poster)

Lam D, Richdale K, Chalmers RL, Repeatability of the contact lens risk

Mitchell GL, Kinoshita BT, Jansen ME, survey (poster)
Sorbara L, Wagner H

Srinivasan S, Keech A, Keir N, Jones LW Self vs. Examiner-guided
administration of ocular surface
disease index (osdi) (paper)

Subbaraman L, Martell E, Heynen M, Kinetic activity of lysozyme when

Ng A, Jones LW exposed to two differing contact lens
care systems (paper)

Woods J, Woods , Fonn D, Jones LW Potential acceptance of a daily

disposable silicone hydrogel multifocal
lens in emmetropic presbyooes
(poster)- ~

STUDENTS al
Las by A, Maclver S, Prokopich CL Thickening of external limiting

membrane in central macula: A

biomarker for early detection of

stargardts retinal dystrophy (poster)

GRADUATE STUDENTS- -
Alhassan M, Chou BR, Hovis J Comparison of associated phoria

tests: mkh-haase charts of binocular
vision measurements and other

commercially available tests (poster)

Althomali MM, Lear SJ Visual correlates of balance, mobility
and fear of falling in older adults

(poster)

Cheung S, Lorentz H, Drolle E, Contact lens solution efficacy at
Leonenko Z, Jones LW removing in vitro tear film constituents

from silicone hydrogel contact lenses:
an atomic force microscopy study
(poster)

Hui A, Willcox MDP, Jones LW In vitro evaluation of antimicrobial

activity of novel ciprofloxacin releasing
silicone hydrogels (paper)

Otchere H, Sorbara L, Jones LW Fitting semi-scleral contact lenses

using corneal sagittal depth
measurements and evaluation of visual

acuity and comfort ratings (poster)

RESIDENTS

Yeung D, Haines L, Sorbara L Case report: management af aphakia
for a toddler population (poster)
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SPECIAL FEATURE - VISION INSTITUTE OF CANADA

Visual Status of First Nations Children:
The Sagamok First Nation Vision Care Project

BY CATHERINE A CHIARELLI, OD, FAAO*

& A. PAUL CHRIS, 00
"

Introduction

It
is a commonly held principle

that health status and outcomes
are tied to various socio-economic
factors. These factors, referred to as

social determinants of health, such as

poverty, unemployment, housing, and
level of education, play a significant
role in understanding the health issues

facing Aboriginal peoples in Canada.

First Nations children living on
reserve often receive a lower level of
health and medical care than non­

Aboriginal children. They have fewer

doctor visits, a 20%lower immuniza­

tion rate and poorer nutritional status,

ABSTRACT Dr. Catherine Chiarellifrom the ision Institute of Canada examines ayoung student

from the Sagamok First Nation elementary school.

Comprehensive eye examinations
were provided to the students of
the Sagamok First Nation Biidaaban

Kinoomaagamik Elementary School
in October 2012. Refractive findings
indicated a high prevalence of with-the­
rule astigmatism which decreased with

age and a low prevalence of hyperopia
in all age groups. The prevalence of

myopia increased with age. Higher
rates of amblyopia and strabismus
than previously reported in studies
of Canadian Aboriginal children were
found. Vision correction was provided to
all children, where required. A low rate
of compliance with spectacle wear was
found at follow-up, seven months later.

which increases the risk for upper
respiratory tract infections, ear infec­

tions, chronic health conditions and

obesity.1 First Nations children suffer

higher rates of secondary hearing
loss (up to 20%) and are at risk for
associated reduced development of

language skills, leading to learning and

attention deficits.'
Access to eye care services also is

lower for First Nations children. This
often is attributed to the unavailabiliry
of eye care providers. However, it also

is due to a lack of knowledge
about the types of vision disorders
in Aboriginal children and about the

important role of vision in general
development and learning.2

Prior studies reporting on the

prevalence of vision problems in
Canadian Aboriginal populations
were conducted several decades ago
in remote communities and may

Director of Clinical Services, Vision Institute

of Canada

Executive Director, Iision Institute of Canada
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Age 2-5 Age 6-10 Age 11-13 Total

Concern regarding Learn- 3 (7%) 16 (27%) 15 (34%9) 34 (23%)

ing Difficulties

Allergies 11(26%) 8(14%6) 6(14%) 25 (17%)

Asthma 1 (2%) 2(5%) 3 (2%)

Premature Birth 12%6) 7(12%) 2 (5%) 10(7%)

Heart Problems 3(7%6) 1 (2%) 4(3%)

Eczema 12%) 1(1%96)

Developmental Delay 1 (2%) 1(1%6)

ADHD 1 (2%) 1 (2%) 2(1%)

Thyroid Dysfunction 1 (2%) 1 (1%)

Hemangioma 1 (2%) 1 (1%)

Lazy Eye 2 (3%) 1 (2%) 3 (2%)

Table 1: Age Range of the Children Examined

Table 2: Health History Profile

not be representative of current

Aboriginal peoples. The refractive
status of Indians and Eskimos '

of the Yukon and Northwest

Territories", Sioux Lookout', Moose

Factory Zone" and Belcher Island"

has been studied. The prevalence of
strabismus and strabismic amblyopia
in random population samples in
the Canadian North also has been

reported.7
This study reports on results of

the Sagamok First Nation Vision
Care Project, a study examining the

prevalence of refractive error and
other eye/vision conditions in chil­

dren attending the Sagamok First
Nation Biidaaban Kinoomaagamik
Elementary School and Day Care.

Students were given a compre­
hensive eye examination, provided

i) The terms Indian and Eskimo were the

commonly used names at the time of this

1970s research. Today, the term "Indian" has

mostly been replaced by First Nations people
and "Eskimo" has been replaced by the name

Inuit. The term Aboriginal refers to all First

Nations, Metis and Inuit peoples.

Subjects:
All 178 children attending Sagamok:
Biidaaban Kinoomaagamik Elemen­

tary School and Day Care were
invited to participate in the study.
Consent forms and information

packages about the program were

given to all the families and 163

consent forms were returned. Due
to absences and limitations in clinic

scheduling, a total of 146 (73 male,
73 female) children were examined.

(Table 1)

Parents completed a health

history questionnaire in advance of
the examinations. (Table 2)

Sixty-one percent (61%) of the
children who participated had never

undergone a previous eye exami­

nation, and 84% of preschoolers
had no previous eye examination.
Ten percent (10%) of the children

already wore glasses.

. .

Immersion program.

Nation reserves in Ontario with
an on-reserve elementary school.
The Sagamok Biidaaban Ki­

noomaagamik Elementary School
is also one of a small number of
on-reserve elementary schools that
have a native language (Ojibway)

11-13

4459

6-10

Methods
The Sagamok First Nation is one of
133 First Nation reserves in Ontario
and is located on the north shore
of Lake Huron between Sudbury
and Sault Ste. Marie, Ontario. The
nearest optometrists are in the town
of Espanola, 40 kilometers to the
east. Sagamok is one of 79 First

with corrective glasses as needed,
and later revisited in follow up to
determine the level of compliance
with using the prescribed glasses.
The results of the study are dis­

cussed and then compared against
other vision studies involving both

Aboriginal children and children
from other ethnic groups across
North America.

43

2-5Age (years)

Number of Children
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Procedure:
A comprehensive eye examination
was provided to all children. Mon­
ocular and binocular visual acuity
was measured (unaided or with the
child's current spectacles) at dis­

tance and at near. Age-appropriate
visual acuity tests were used: Kay
Pictures, Lea Symbols, HOTV tests
for preschoolers and Snellen (Nidek
SC-1700P LCD Acuity Chart) for
older children. Unilateral and alter­

nating cover tests were performed
at distance and at near. Ocular motility
was assessed with the Broad H test
Stereo acuity was assessed with
the Titmus Stereo Fly test. Colour
vision was assessed in boys with the
HRR Pseudo-isochromatic Plates.

Pupil reflexes were assessed. Pupil­
lary dilation and cycloplegia was

achieved through instillation of a

cycloplegic spray (0.5% Cyclopen­
tolate/Tropicamide) or eyedrops

Table 3: Refractive Error

(1 drop 1% Cyclopentolate and
1 drop 1% Tropicamide). Refrac­
tion was determined by cycloplegic

retinoscopy (after a minimum of
20-25 minutes). Ocular health was

assessed through biomicroscopy,
fundus biomicroscopy and binocu­
lar indirect ophthalmoscopy.

A full examination lane was set

up in the community health center

adjacent to the school. Examina­
tions were completed during the
school day, under the supervision
of school and community health
center staff A written report of the

findings was completed for each

child. In most cases, parents were
not present during the examination,
but had the opportunity to attend
an evening information session to
ask any questions about the exami­

nation or results. Spectacles were

dispensed at the same community
health center, two weeks following

the examinations. Corporate
supporters of the Vision Institute
of Canada provided the glasses at
no cost.

Results
Refractive Error:

The refractive findings of all

children are reported in Table 3.

Binocular Status:
The binocular status of all children
is reported in Table 4.

Ocular Health Status:
The ocular health status of all

children is reported in Table 5.

Follow-up:
A follow-up visit was made to

Sagamok Biidaaban Kinoomaagamik
Elementary School seven months

later, to review the impact of vision

t

Age 2-5 years Age 6-10 years Age 11-13 years Total

Number of Children 43 59 44 146

Myopia (>-1.00D in each principal meridian) in either 1 (2%) 4(7%) 7(16%) 12 (8%6)

eye

Hyperopia (> +2.00 in each principal meridian) in 0 2(3%) 0 2(1%)
either eye

Astigmatism (>1.00D) in either eye 20 (47%) 14(24%) 7(16%6) 41 (28%)

WR 20 13 6

(180± 30° (150° to 30°)

AR 0 1 0

(90°± 30° (60° to 120°)

Oblique 0 0 1

(121°to 149°, 31°to 59°)

Anisometropia (> 1.00D difference in refractive error 4(9%) 5 (8%) 2(5%6) 11 (8%)
in principal meridian between two eyes)

Emmetropia (both eyes) 22 (51%) 38 {64%) 30 (68%) 90 (62%6)

(any refractive error not classified as myopia,
hyperopia or astigmatism)

Spectacles prescribed 8(19%) 17 (29%) 17 (39%) 42 29%6)
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Age 2-5 Age 6-10 Age 11-13 Total

years years years
Number of children 43 59 44 146

Ocular Health Anomaly: 1 (2%) 6(10%) 5(11%) 12(8%)

Ptosis 1

Trichiasis 1

Lid papilloma (squamous cell) 1

Eyelid nevus 1

Corneal scar 1

Pterygium 1

Allergic conjunctivitis 1

Glaucoma suspect 2 1

Chorioretinal scar 1

Peripheral retinal tear 1

Colour Vision Deficiency (boys) 2 (9%6) 1 (3%) 1(4%6) 4(5%)

Age 2-5 Age 6-10 Age 11-13 Total

years years years
Number of children 43 59 44 146

Amblyopia 2 (5%) 6(10%) 12%) 9(6%)
(BCVA 20/30 or worse)

Anisometropic 2 4 0 6(4%)

Anisometropic/Strabismic 1 1 (0.7%)

lsometropic (bilateral) 2 2(0.4)

Strabismus 1 (2%) 1(2%6) 4 (9%6) 6(4%)
(any manifest misalignment of the
eyes- constant or intermittent)

Esotropia 1

Exotropia 1 1 3

Phoria 0 1 (2%) 2(5%6) 3 (2%)
(latent misalignment of the eyes)

Esophoria (> 10 pd)

Exophoria (> 10 pd) 1 1

Hyperphoria (> 10 pd) 1

Table 4: Binocular Status

Table 5: Ocular Health Status

correction on these children. Only
one-third of the children for whom

glasses were prescribed and dis­

pensed reported using the glasses

on a regular basis. These children

reported that glasses allowed them
to see better in the classroom and at
home. Greatest compliance (100%)

was amongst Senior Kindergarten
children. Amongst the children
not wearing their glasses, common
reasons included poor fit, forgot
glasses at home, able to see fine

without glasses.

Discussion
The results indicate that the refrac­

tive, binocular and ocular health
status of our population of First
Nation children differs from that

reported in other studies involving
Aboriginal children and children
from other ethnic groups across
North America.

Refractive Findings:
With-the-rule (WTR) astigmatism
was the most prevalent refractive
error in this population of children.
The prevalence was highest in pre­
schoolers (47%) and decreased with

age (24% in 6-10 year-olds, 16%
in 11-13 year-olds). A low preva­
lence of hyperopia (1%) was found
across all ages. The prevalence of

myopia was found to increase with

age (1% in 2-5 year-olds, 7% in 6-10

year-olds, 16%in 11-13 year-olds).
These findings are compared to
those of prior studies reporting on
the refractive status of Canadian

Aboriginal children.
The Indian children of the Sioux

Lookout Zone of Northwestern
Ontario demonstrated a higher
prevalence of astigmatism, which
also was observed to decrease with

age (43% in 0-9 year-olds; 33% in
10-19 year-olds).4 The Indian and
Eskimo children of the Yukon and
Northwest Territories demonstrated

differing prevalence of astigmatism:
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The children at the elementary school were delightful and cooperativepatients and were excited to

have their eyes examined.

¢
f

38.4% in Eskimos and 74.5% in

Indians across all age ranges. The
axis of astigmatism was not speci­
fied. A genetic or environmental
factor influencing the development
of astigmatism in Indians was sug­

gested, to explain this finc:ling.3 The
Belcher Island Eskimo children
demonstrated a low prevalence of

(mostly WTR) astigmatism (8-9%).°
A low prevalence of hyperopia

(1%) was reported in the Sioux

Lookout Zone Indian children,'
similar to our findings. In contrast to

our findings, however, prior studies

have reported myopia to be the most

prevalent refractive error in Canadian

Aboriginal children. The Sioux Look­
out Zone study found myopia in 37%
of the Indian children (0-19 years

old).4 The Yukon/Northwest Ter­

ritories study found myopia in 20%

of the Indian and Eskimo children at

age 10 years.' Recently, Sharma et al.

also presented data indicating a higher

incidence of myopia in First Nations
and Metis children (median age 6.48

years) compared to non-Aboriginal
children (median age 6.69 years)." The
Belcher Island Eskimo children, how­

ever, demonstrated a lower prevalence
of myopia (7%o) across all ages."

The refractive status of America's

Native Indians has been studied

extensively.
A high prevalence of WTR

astigmatism (42-78%) has been

reported in Tohono O'odham and

Navajo American Indian children. 9

on12131This is much higher than

reported in our First Nations popu­
lation. A higher degree of Native
American Indian ancestry has been
identified as a risk factor for WTR

astigmatism." Maples et al. reported
the prevalence of astigmatism to

decrease with age (as in our popula­
tion), leveling off after age 10 years.
This is thought to be related to a

flattening of the vertical corneal

meridian." Other studies, however,
have shown no relation between age
and astigmatism in this population."

?
Increasing myopia between 6

and 18 years of age also is reported
in Navajo Indian children."

Comparisons also can be made
with the Baltimore Pediatric Eye
Disease Study (BPEDS), Multi­

Ethnic Pediatric Eye Disease Study

(MEPEDS) and Collaborative

Longitudinal Evaluation of Ethnic­

ity and Refractive Error (CLEERE)
Study, which have established nor­
mative refractive data for children of
different ethnicities, 16,17,18•19 hile
these studies used slightly different

age groupings and limits to define

hyperopia, myopia and astigmatism,
their results serve a useful compari­
son to our population.

Higher rates of astigmatism
were reported in Hispanic children

(13% in 2-6 year olds; 37% in 5-17

year olds) and Asian children (33%
of 5-17 year olds). Lower rates

of astigmatism were reported in

African American and Caucasian
children (10-13% of 2-6 year olds;
20-26% of 5-17 year olds). WTR

astigmatism orientation was more
common in all children.16171819 Our

population demonstrated a higher
prevalence of astigmatism in the

preschool age group than has been

reported in these other ethnicities.
The rate decreases with age, and
is similar to that of Caucasian and

African American children in the
older age groups. This is in contrast
to Hispanic children, who have a

higher prevalence of astigmatism
(greater than our First Nations

children) in the older age groups.
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Caucasian and Hispanic children
demonstrate a higher prevalence of

hyperopia (25-33% in 2-6 year olds;
12-19%in 5-17 year olds) than do
African American children (15-24%
in 2-6 year olds; 6%o in 5-17 year
olds) and Asian children (6% in

5-17 year olds)I6
1 119Our finding

of a very low prevalence of hypero­
pia may partially reflect the level at

which the criterion for hyperopia
was set (greater than or equal to two

diopters in each principal meridian).
Caucasian children demonstrate a

low prevalence of myopia (less than
2% in 2-6 year olds, 4% in 5-17 year

olds). African American children
also demonstrate a low prevalence
of myopia (approximately 6%) that
is consistent at all ages. Older His­

panic and Asian children demon­
strate a higher prevalence of myopia
(13-18%in 5-17 year olds).11181
The rate of myopia in the older

subgroups of our First Nations
children approaches these higher
levels.

BPEDS reported a rate of

anisometropia of 8-10%(equal in
Caucasian and African American

children)," which is equal to the rate
found in our population.

Binocular Status:
The overall prevalence of amblyo­

pia in our population of First
Nations children was 6% (4% aniso­

metropic, 1.4% mixed strabismic/

anisometropic and 0.7% isome­

tropic/bilateral). This is greater than
the 1% prevalence rate previously
reported in Canadian Aboriginal
children.'7

Our finding indicates a much
lower prevalence of amblyopia than
has been reported in astigmatic
Tohono O'odham American Indian
children. In children under 10

years of age, 43-58% of those with

hyperopic astigmatism and 67-74%
of those with mixed/myopic
astigmatism demonstrated best-cor­
rected acuity of 20/40 or worse."

MEPEDS reported an interocu­
lar acuity difference in approxi­
mately 3% of Caucasian and

African American children and in
6.7% of Hispanic children (2-6

years old). A bilateral decrease in

acuity was found in less than 1 %
of Caucasian children and in 1.5%
of African American and Hispanic
Children.21 The amblyopia found
in our population would appear
to be most consistent with that of

Hispanic children.
The overall prevalence of

strabismus was 4% in the children
we examined. This is consistent
with that reported in the children
of Sioux Lookout Zone.' Exotro­

pia (3%) was more common than

esotropia (0.7%) in our popula­
tion. Wyatt and Boyd also reported
a greater prevalence of exotropia
than esotropia in older children,
however they found a lower overall

prevalence of strabismus (2-2.5%)
in northern Canadian Eskimo and
Indian children.7

MEPEDS and BPEDS reported
strabismus rates of less than 2%
each for esotropia and exotropia,
in children 2-6 years of age. This
was similar amongst ethnic groups,
including Caucasian, African American

and Hispanic children.22 The results

for the younger children we exam­
ined are consistent with this finding.

Ocular Health:
The overall prevalence of ocular

health anomalies was low in our

population. Most anomalies were

benign and did not require treatment.

Three children were identified as

glaucoma suspects due to large optic
nerve cupping, and were scheduled

for appropriate follow-up and moni­

toring with local optometrists. One
child was referred to an ophthalmolo­
gist on an urgent basis, for treatment
of a peripheral retinal tear.

Previous studies of Canadian

Aboriginal peoples have reported
on ocular health anomalies in adults,
but not children. Prevalence range
from 10-21% is reported. The most
common conditions reported were

pinguecula, pterygium, cataract,

blepharitis, retinal disease, corneal

scarring,
""

Today's First Nations people are
identified as being at high risk for
diabetes and other chronic health
diseases. Ocular manifestations of
such diseases were not observed in

the children we examined.

Follow-Up:
Most of the children were non­

compliant with wearing glasses as

prescribed. We predict that compli­
ance could be improved through
greater parent involvement at the
time of the examination and/or

spectacle dispensing. A greater
understanding by parents as to the
nature of their child's vision prob­
lem and the importance of vision
correction likely would improve
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motivation to follow-through with
the recommended treatment.

Compliance also could be

improved by assigning a school
staff member to monitor the
children's compliance with spectacle
wear. This person could assist with

developing strategies such as keep­
ing the glasses at school so that they
are always available for use in the

classroom, verifying spectacle wear

on a daily basis (in a manner similar

to taking attendance), establishing
rewards for consistent spectacle
wear and/or consequences for

lapses in compliance. The high rate

of spectacle compliance observed
with the Senior Kindergarten
class can be attributed to the class

teacher who was actively involved

in encouraging the children to wear
their glasses.

Conclusions
This clinical study of First Nations
school children showed a high

prevalence of WTR astigmatism
that decreased across the three age

groups studied. The prevalence of

myopia increased with age. A low

prevalence of hyperopia was seen

at all age levels. Overall, 29% of the
children required spectacle cor­

rection. We found higher rates of

amblyopia and strabismus than have

been reported in previous studies

of Canadian Aboriginal children.

The prevalence of amblyopia in

our population also was higher
than that reported in Caucasian and

African American preschoolers. Poor

compliance with spectacle wear and

follow-up visits was observed.
These results highlight the

importance of comprehensive eye
examinations for First Nations
children. Education programs
directed towards Aboriginal peoples
regarding vision problems and

eye care are needed. Community
supports to improve compliance
with treatment regimens must be

developed.
One strength of our study is

that it involves a community vs.

clinic-based population. Over 80%
of children in the Sagamok Biidaa­

ban Kinoomaagamik Elementary
School were examined, includ-

ing many who had no presenting
concerns or complaints. The use of

cycloplegic retinoscopy is another

strength, since this allowed stable,

objective assessment of refraction
in all children. A further strength of
this study was to involve the nearest

optometrists in order to improve
follow-up care and to establish on­

going relationships with the com­

munity health team.

The limitations of our study
include its small sample size and the

fact that it was not a longitudinal
study. As a result, the significance
of a decrease in prevalence of

astigmatism with age is difficult to

determine.
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Children and Their Vision - What Parents and Teachers Need to Know

A child's visual milestones

How well does your baby see? Ir is difficult to know how well a child
sees early in life. Because infants and young children can't tell us about
seeing difficulties, parents must watch a child's behaviour for early
signs of vision problems. Reaching the following visual milestones on
time is very important to a child's general development and school
readiness, and to their life-long vision skills.
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The Vision Institute of Canada, in partnership with the National Collaborating Centre for Aboriginal Health, has created a 16 page
booklet titled: "Children and Their Vision - What parents and teachers need to know." This culturally relevant booklet will be made
available to Aboriginal (First Nations and Inuit) schools, community health centres and other Aboriginal health care organizations.
This is an excerpt on "A child's visual milestones" from that booklet. The complete booklet can be viewed and downloaded from the
Vision Institute at: http://www.visioninstitute.optometry.net
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aIIIGI STUDY

Va Isa Iva Retinopathy in the Third Trimester of Pregnancy

BY DEREK MACDONALD, OD, FAAO

Case Details

7 D,a24-year old female of
IlAican descent, presented
upon urgent referral from her

family physician with an 18-hour

history of a single central Boater
in her left eye not accompanied by

pain or photopsia. A vague occipital
headache was reported. There was

no history of trauma. Her general
health was good, and no systemic
medications were being taken.

However, MD was in her third

trimester of pregnancy, and

reported an episode of violent

vomiting immediately preceding
the onset of symptoms.

Entering unaided visual acuities
were 6/7.5+ in the right, 6/7.5- in

the left. Ocular motility was full.

Confrontation visual field assess­
ment was full to finger counting
in both right and left. Pupil reac­
tions were normal with no afferent
defect. Anterior segment evalua­

tion was unremarkable; there was

no neovascularization. Intraocular

pressures were 12 and 13, right and
left respectively, at 10:00 a.m.

Dilated retinal examination of
the pole and periphery (using

Figure 1- healthyposteriorpole, right eye

ABSTRACT
[
RESUME

my standard protocol of 0.5%

tropicamide followed by 60 seconds
of gentle eyelid closure) was unre­
markable in the right eye (Figure 1).

In the left, a predominantly inferior­
central vitreous hemorrhage (VH)
with several superior 'streamers'
was noted (Figure 2). There was
no obvious neovascular process,
or macular or peripheral retinal

anomaly.

Figure 2 - alalva retinopathy, left eye

MD, a 24-year old female of African descent in her third trimester of

pregnancy, presented upon referral from her family physician with

an 18-hour history of dark floating spot in her left eye. Her history
was significant for violent vomiting immediately preceding the
onset of visual symptoms. General and ocular health history was

otherwise unremarkable. Clinical examination showed central vitreous

hemorrhaging in the absence of any other ophthalmic anomaly,
consistent with a diagnosis of Va Isa Iva retinopathy. Over the subsequent
several months, which included the uncomplicated birth of her healthy
child, the hemorrhaging resolved without sequelae.

Keywords: Valsalva maneuver, Valsalva retinopathy, hyaloidotomy,
Terson's syndrome, Purtscher retinopathy
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MD, femme de 24 ans de descendance africaine qui en est au

troisieme trimestre de sa grossesse, se presente recommandee par
son medecin de famille en se plaignant d'avoir un point flottant noir

depuis 18 heures dans l'eil gauche. Comme antecedents importants,
elle a vomi violemment juste avant l'apparition des symptomes
visuels. Ses antecedents relatifs a la sante generale et oculovisuelle ne

presentent autrement rien de remarquable. L'examen clinique revele une

hemorragie au centre du vitre et aucune autre anomalie ophtalmique,
ce qui concorde avec un diagnostic de retinopathie de Valsalva. Au cours

des mois qui suivent, qui ont incl us la naissance sans complication de
son enfant en bonne sante, I'hemorragie s'est resorbee sans laisser de

sequelles.

Mots cles : Manoeuvre de Valsalva, retinopathie de Valsalva, hyaloidotomie,

syndrome de Terson, retinopathie de Purtscher
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Given that the patient had been
examined by her family physician
earlier the same day, systemic blood

pressure was not reassessed. In
the absence of posterior vitreous
detachment (PVD) and contributing
systemic and/or ophthalmic disease
a working diagnosis of Valsalva reti­

nopathy was established. A report
was forwarded to the family physi­
cian suggesting further investigation
for systemic vasculopathies includ­

ing bypertension and blood dyscra­
sias. No reply was received.

At follow-up in two weeks MD
noted a smaller more peripheral
spot in the left eye not accompa­
nied by pain or photopsia. Unaided
acuities were 6/6 in the right, 6/6-
in the left. Confrontation visual
field assessment remained full; pupil
reflexes remained normal with no
afferent defect.

Dilated retinal examination
revealed significant resolution of
the VH, with some 'greying' of
the remaining blood (Figure 3).
The macula and peripheral retina
remained unremarkable.

As the patient was approaching
her due date, further follow-up was

scheduled for three months, and an

update was forwarded to the family

physician.
Four months following the

onset of her symptoms, MD

reported a small persistent floater
in the left eye. No exacerbation
of her symptoms had occurred

during the uncomplicated vaginal
birth of her healthy child 9 weeks
earlier. Unaided acuities remained

6/6 in the right, 6/ 6- in the left.

Confrontation visual field assess­
ment remained full; pupil reflexes

Figure 3 mo weekspost-presentation,
alsaha retinopathy, left eye

Figure 5- healthy posterior pole, right eye

remained normal with no afferent
defect.

Dilated retinal examination
revealed essentially complete reso­
lution of the VH in the left eye

(Figure 4). The macula and periph­
eral retina remained unremarkable.
An update was forwarded to the

family physician.
Thirteen months following onset

of her symptoms, MD noted no

floater, eye pain, or photopsia in

either eye, but slight near strain and
occasional headache. Best-corrected
acuities were 6/6 in both right
and left (O.D. +1.25-0.25x180:
O.S. +1.00-0.25x180). Binocular
vision assessment indicated a 4\

Figure 4 four monthspost-presentation,
alsalva retinopathy, left eye

Figure 6 13 monthspost-presentation,
Ialsalva retinopathy, left eye

near exophoria. Motility was full.

Confrontation visual field assess­
ment remained full; pupil reflexes
remained normal with no afferent
defect. Anterior segment examina­
tion was unremarkable. Intraocular

pressures were 11 and 13, right and
left respectively, at 4:40 p.m.

Dilated retinal examination
revealed no anomalies of the

pole or periphery of the right eye

(Figure 5). The left pole and periph­
eral retina were unremarkable, while
the inferior vitreous showed trace

hazing consistent with resorbed VH

Figure 6).
Annual comprehensive examina­

tions were recommended.
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Discussion
The Valsalva maneuver, named
for the Italian anatomist who first

investigated it in the 17th century, is

defined as forcible exhalation effort

against a closed glottis causing a

sudden and significant increase in

intrathoracic pressure.1 The result­

ing compression of the thoracic
vena cava causes an increase in

intravenous pressure that interferes
with venous return to the heart.'
Given that veins above (rostral to)
the heart have no valves, relying

primarily upon gravity for venous

return, this elevated pressure is

readily transferred to the ophthal­
mic venous system. Intravenous

pressure, if elevated to a level of
100 mmHg or more, can damage
ophthalmic capillaries, causing hem­

orrhaging," A history of recent
Valsalva maneuver is helpful in

establishing a diagnosis: vigorous
sexual activity, heavy lifting, consti­

pation, roller-coaster riding, child­

birth, sneezing, exercise, dancing,

gastroenteroscopy, pneumoenceph­
alography, trauma, cardiopulmonary
resuscitation, oratorical contests,

riding a motorcycle, bungee jump­
ing, and inflating balloons are

among a host of interesting and

diverse causes." I%

Hemorrhages can be unilateral
or bilateral, single or multiple, of

varying shape, and in a number
of ocular structures, including the

periocular skin, subconjunctival
and suprachoroidal spaces, and

perifoveal retina."" The precise
location of a retinal hemorrhage
(sub-internal limiting membrane

(ILM) versus subhyaloid) can be

difficult to determine through
ophthalmoscopy, although sub­
ILM hemorrhages tend to be more
immobile. In the presence of a

posterior vitreous detachment

(PVD), the initial hemorrhage typi­
cally occupies the sub-ILM space,
given that there is no attached

hyaloid membrane to confine the
blood. Hemorrhaging initially

occupying the sub-ILM space may

pass through ILM breaches into
the subhyaloid space, and sub­

sequently through the posterior
hyaloid face to involve the vitreous
itself232 Intravenous fluorescein

angiography (IVFA) will show
blocked fluorescence in the area of
the hemorrhage. Optical coherence

tomography (OCT) allows more

precise localization of intraocular

hemorrhaging, and has revealed the

potential for preretinal membrane

(PRM) formation. PRM are histo­

logically similar to the glial tissue of

epiretinal membranes (ERM), but
contain blood degradation products
and are not adherent to the underly­

ing retinal surface."

Symptoms depend upon both the

severity and location of the hem­

orrhaging. When the visual axis is

involved, vision can be significantly

impaired.27 Given that small extrafo­

veal hemorrhages may be minimally

symptomatic, Valsalva retinopathy
is likely under-reported. Fortunately,
most cases resolve spontaneously over

several weeks to months of observa­

tion, with vision often improving to

normal or near normal, as was the

case with patient MD.

Permanent visual impairment
may result from macular pigmen­
tary alterations, fibrotic ERM/

PRM formation, or toxic retinal

damage secondary to prolonged
exposure to blood, hemoglobin,
and/or iron, in increasing order
of toxicity.28•29 Large sub-ILM
or subhyaloid hemorrhages not

resolving spontaneously may be
evacuated into the vitreous space
by performing a posterior vitreous

hyaloidotomy using the Nd:YAG
laser"3 This treatment allows

clearing of persistent hemorrhage
and commensurate improvement
in acuity within 14 to 28 days in up
to 90% of cases, versus a mean of

nearly 50 days for patients simply
observed.3 Given that patients
with Valsalva retinopathy are often

healthy young adults who respond
particularly well to this treatment

providing that the blood has not
started to clot, a speedy visual

recovery is certainly desirable,"
That being said, hyaloidotomy is

not without potential iatrogenic
complications including peripheral
retinal break, macular hole, ILM

wrinkling, and ERM formation."
It is, however, less invasive than

vitrectomy, and greatly reduces the
risk of potentially devastating infec­
tious complications. Subsequently
or alternatively, vitrectomy may still

be necessary in cases of severe or

slowly resolving vitreous hemor­

rhage (VH). Following vitrectomy,
residual sub-ILM hemorrhage may
be released through ILM peel, or
laser membranotomy.37 Subsequent
histological evaluation has shown
excised ILM to be convoluted and

anomalous, containing atypical cel­

lular and blood degradation compo­
nents. An element of inflammatory
'proliferative vitreoretinopathy-like'
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damage may be responsible for
some cases of poor post-event
vision, supporting earlier and more

aggressive intervention.

Pregnancy has been identified
as a predisposing factor in the

development of Valsalva retinopa­
th," Pregnancy-induced hor­

monal, immunologic, metabolic,
and hematologic changes including
thrombocytopenia can increase
the likelihood of both Valsalva
maneuver and retinopathy. Consti­

pation and nausea, known triggers
of Valsalva maneuver, frequently
accompany pregnancy. Elevation of
intra-abdominal pressure secondary
to uterine expansion can signifi­
cantly increase 'baseline' intravenous

pressure, exacerbating any further
increase occurring during labor and

delivery. There are, however, no

reports detailing recurrent Val-

salva retinopathy following vaginal
delivery, making additional accom­
modation unnecessary. Retina]

hemorrhaging has been reported
in association with both epidural
anesthesia, typically required for
elective Caesarean section, and

general anesthesia. Both trigger an
increase in venous pressure, and the
latter may induce Valsalva maneuver

during extubation."
Intraocular hemorrhaging in

newborns was first described
in 1861, only eleven years after
the introduction of the ophthal­
moscope, and has subsequently
been reported in up to 40% of

vaginal, but only a small fraction
of Caesarean deliveries.41•42 Trauma

during and following delivery is an

important consideration: it has been

argued that infants are unable to

self-generate the increase in intra­
thoracic pressure required to trigger
Valsalva retinopath." Consequently
and unfortunately, abusive head
trauma (AHT, 'shaken baby syn­

drome') must be included in the
differential diagnosis for infants
and young children presenting with
intraocular hemorrhaging, particu­
larly when hemorrhaging is bilateral
and involves multiple retinal layers

through the entirety of the fundus,

suggesting repetitive acceleration/
deceleration injury."

While Duane originally pos­
tulated that faulty retinal capillar­
ies were responsible for Valsalva

retinopathy, the prevalence of this

condition in healthy young adults
would suggest otherwise.45 In fact,
the debate as to whether ruptured
capillaries are abnormal or healthy
has largely been resolved in favor
of the latter, with most arguing that,

by definition, Valsalva retinopathy
occurs in the absence of concur­
rent ocular or systemic disease.

However, it can be exacerbated by
retinal vascular anomalies, systemic
medications, hemorrhagic fevers,
and blood dyscrasias."

"
Coagu­

lability is a particularly important
consideration: pertinent to this case,
some maintain that any patient of
African descent who presents with
intraocular bleeding has sickle-cell
disease until proven otherwise.

Systemic hypertension, retinal vein

occlusion, and diabetes, particularly
proliferative disease, are important
considerations in the differential

diagnosis. Severe anemia, leukemia,
and chronic alcoholism have also
been implicated as risk factors
for intraocular hemorrhage.

Particular care must be taken to con­
sider potentially life-threatening diag­
noses, including Terson's syndrome
and Purtscher retinopath."5l

First reported in 1900, Terson's

syndrome is characterized by the pres­
ence of subhyaloid and/or vitreous

hemorrhage secondary to intracranial

subarachnoid hemorrhage (SAH).°
This condition is found more fre­

quently in women, consistent with the

gender difference in prevalence of

aneurysmal SAH. lntraocular hemor­

rhaging is bilateral in approximately
50% of cases, but often asymmetric.
While intracranial hemorrhage itself
can be life threatening, the presence
of concurrent VH, found in up
to 40% of cases but likely under­

diagnosed, is associated with a 4.8x
increased mortality risk and more

guarded outcome should the patient
survive. It was originally hypothesized
that the intraocular blood was sub­
arachnoid blood transmitted through
the optic nerve sheath. However,
it is now believed that VH results
from venous stasis and subsequent
intraocular vessel rupture caused by
acutely elevated intracranial pres-
sure (ICP)." Ocular complications
may include macular hole and retinal

detachment, although the progno-
sis for visual recovery in surviving
patients is surprisingly good.54 Patients
with Terson's syndrome frequently

complain of 'thunderclap headache'
and subsequently present to the emer­

gency room comatose secondary to

dramatically elevated ICP.55

Purtscher retinopathy, initially
described in 1910, is an occlusive

microvasculopathy (traumatic retinal

angiopathy) characterized by cotton
wool spots, multiple retinal hemor-
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rhages, and Purtscher flecken.56 The

latter, polygonal areas of inner-layer
retinal whitening thought to be

capillary bed infarcts between arte­

rioles and venules surrounded by an

adjacent clear zone, are pathogno­
monic but not universal.57 Retinal

lesions are localized to the posterior
pole following compressive inju-
ries to the trunk and/or long bone
fracture or crush, and are bilateral
in up to 60% of cases.58 'Purtscher­
like' (non-traumatic) retinopathy has
been reported secondary to acute

pancreatitis, orthopedic surgery,
renal failure, and childbirth." I all

etiologies, the pathogenesis is felt to
be microembolism of fat, air, fibrin

clots, and/or amniotic materials, or

complement-mediated leukocyte

aggregation. The peripapillary

capillary network has relatively few

arteriolar feeds, making it uniquely

susceptible to embolic obstruction.

Presenting visual acuity may be

6/60 or less with central scotoma;
visual symptoms are delayed up to
48 hours post-illness or -trauma."

Spontaneous visual recovery to
the level of 6/12 or better occurs
within weeks to several months
in the majority of cases, although
dramatically reduced presenting
acuity due to involvement of the
macular arteriolar network is a

poor prognostic indicator. There
is no proven treatment: the use of

systemic steroidal and non-steroidal

anti-inflammatory agents is vari­

ably effective in improving ultimate
visual recovery.62

From a biomechanical perspec­
tive, the causative force in Purtscher

retinopathy is centrifugal (anterior/
posterior), whereas that in Valsalva

retinopathy is centripetal (superior/
inferior)." As such, concurrent
Purtscher and Valsalva retinopa-
thy is rare, although possible in
instances of severe chest trauma.
In neither condition is direct ocular
trauma an etiologic factor.

Conclusion
Valsalva retinopathy may be precipi­
tated by a number of very diverse

causes, including pregnancy. Fortu­

nately, spontaneous resolution with

recovery of normal or near normal
vision is the rule in the majority
of cases. Unequivocal evidence
of antecedent Valsalva maneuver
is helpful in establishing the diag­
nosis. In its absence, differential

diagnosis is critical, particularly in

light of the potentially devastating
consequences of other etiologies of
intraocular hemorrhage. Ophthal­
mic considerations include but are

not limited to Terson's syndrome,
Purtscher retinopathy, and prolifera­
tive diabetic retinopathy; contribut­

ing systemic vasculopathies include
but are not limited to anemia and
leukemia. If concurrent retinal

pathology is suspected, or more

rapid clearing of the visual axis is

necessary, laser hyaloidotomy and/
or vitrectomy may be considered.
Once Valsalva retinopathy has

resolved, given its unique etiology
and self-limiting course, follow-up
is typically through regular compre­
hensive eye examinations.
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