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6:00 p.m.

Light Buffet
Hosted by Hoya Vision Care
RSVP no later than August 7

Bnahlik8544@charter.net
Phone: 314 725-2020

7:00 p.m.

Business Meeting

7:30 p.m.

Hoya presentation
“Blue Light exposure & protection”
Carl Klein

7:45 p.m.

Blair Lonsberry, O.D., M.S. Med
“New Concepts in Ocular Surface
Disease”
One Hour C.E.
Funded by an Education Grant
from Alcon
#####

DR. LONSBERRY RETURNS TO SLOS
Dr. Lonsberry, currently Clinical Director and
Professor of Optometry at Pacific University
College of Optometry, last visited the St. Louis in
May, 2012. Then he discussed “Ocular
Manifestations in Autoimmune Disease. On
August 12 he will present one hour C.E. “New
Concepts in Ocular Surface Disease.
Please RSVP by Thursday, August 7,
bnahlik8544@charter.net or314 725-2020
#####

Dr Julie Hutchinson was thanked by President, Dr. Kim Layfield
for presenting the continuing education at the July meeting

FROM THE JULY MEETING…
“Unusual Cases of Ocular Hypertension”
Dr. Julie Hutchinson presented the continuing
education for the July SLOS meeting. Dr. Hutchison is
an Assistant Clinical Professor at the University of
Missouri-St. Louis College of Optometry. The title of
this presentation was “Unusual Cases of Ocular
Hypertension”.
Not everyone with high eye pressure develops
glaucoma, and patients with low eye pressure are not
necessarily safe from developing glaucoma. Elevated
intraocular pressure contributes to the mechanical
theory of glaucoma. It is believed, elevated intraocular
pressure causes compression to the optic nerve fibers
at the level of the lamina cribrosa. This directly affects
the axons, leading to axonal death and damage to the
optic nerve. This in turn leads to functional vision loss.
When discussing glaucoma and why intraocular
pressure becomes elevated, the outflow mechanism is
usually the focus for the underlying cause. Very rarely is
the cause an increase in aqueous production. Typically
the cause is going to be from some blockage in the eye’s
outflow mechanism. Not all cases of ocular
hypertension result in frank glaucoma.
The first case presented was a 40 year old white
male, who reported a red right eye with subsequent
blurred vision and a dull ache in the right eye. He
stated his symptoms were ongoing for approximately
one month. The patient had an ocular history of open
angle glaucoma in both eyes, and he had been
medicated with Travatan nightly in both eyes.
Continued on next page Ocular Hypertension
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• Laser cataract surgery
• ReSTOR ® Tecnis Multifocal™ Crystalens®
implants
• Fellowship trained glaucoma consultation
• Wavefront optimized implant lenses
• Consultative Optometry
• Co-management of your Cataract, LASIK
and Multifocal implant patients
• Glaucoma consultation, OCT, LTP and surgery
for your co-managed glaucoma patients
(314) 633-8575
7331 Watson Road, St. Louis, MO 63119
www.drgalanis.com

Ocular Hypertension continued
The patient reported neither recent trauma nor
significant change to cause the altered appearance and
pain in the eye. The other associated clinical findings
included bulbar injection, corneal edema, an open
anterior chamber angle, cells present in the anterior
chamber, and an intraocular pressure in the right eye of
46mm Hg. This patient also had pigment in the anterior

chamber and the vitreous, which is atypical in a patient
with acute pressure spikes. This patient was dilated and
found to have a giant retinal dialysis in the far
peripheral retina. A retinal dialysis is a circumferencial
break at the ora serrata. The classification of “giant” is
diagnosed when the break is three or more clock hours
in size. Treating the underlying retinal dialysis is the
only way to fully treat the increased pressure.
Retinal dialysis is typically secondary to trauma,
so patients will typically enter with reports of recent
blunt trauma. However, some patients may be
congenitally more apt to have these types of retinal
breaks. Retinal dialysis after blunt trauma to the front
of the eye, induces forces called coo and counter coo
forces. The trauma causes expansion of the globe
laterally and then anteriorly and posteriorly which in
turn causes the break. Dialysis from blunt trauma is
typically superior and nasal, but retinal dialysis from
developmental anomalies it is more typically inferior
and temporally as in this patient.
The patient’s pressure spike was due to
pigment liberation from under the retinal break that
migrated into the vitreous, and thus clogged the
trabecular meshwork. Another less common condition,
Schwartz Syndome, can also occur after a retinal break.
In Schwartz Syndrome, outer segments of
photoreceptors become lodged in the angle and block
aqueous access to Schlemm’s canal. This patient was
eventually treated with scleral buckle and cryotherapy,
and at later follow-up the patient’s intraocular pressure
had returned to normal at 16mmHg.
The second case presented was a 60 year old
white male, who reported a red eye for two months.
The patient reported no pain and no change in vision,
but he did note he had sneezed two months prior and
the eye became red the next day. Slit lamp exam
showed tortuous, injected episcleral vessels, and angles
were open and without cell and flare. His intraocular
pressure was 44mm Hg. Dilated examination had mildly
tortuous retinal vessels. This patient was determined to
have a low flow carotid cavernous fistula caused by the
aforementioned sneeze.
There are two types of fistulas, low flow carotid
cavernous fistulas and high flow carotid cavernous
fistulas. High flow fistulas almost always are predated
by an episode of significant trauma. High flow fistulas
are classified for the triad of symptoms of pulsatile
proptosis, chemosis, and ocular bruit. High flow fistulas
will almost always have an ocular bruit which can be
heard as a “whooshing” sound when listening through a
stethoscope with the bell of the stethoscope placed on
the globe of the eye or at the patient’s temple.
Continued on page 4….Ocular Hypertension
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During gonioscopy, one may see blood regurgitated in
Schlemm’s canal. Many of these patients will have in
increased ocular pulse and asymmetrical intraocular
pressure. When looking at the mires during Goldmann
tonometry, one will notice an obvious increase in
fluctuation to the mires.
The cavernous sinus is one of the only places in
the body where you have venous blood flow penetrated
by arterial blood flow, specifically the carotid artery.
Several cranial nerves line the edges of the cavernous
sinus, with the exception of Cranial Nerve IV. Therefore,
it is common to find an abduction deficit in a patient
with a fistula. A high flow fistula occurs when there is
compromise in the wall of the carotid artery
somewhere within the cavernous sinus. High blood
flow from the carotid artery is introduced to the slow
blood flow of the venous system in that area. This
causes retrograde venous blood flow. In a low flow
fistula, compromise will occur in branches of the
internal or external carotid arteries. There is still
retrograde blood flow, but the ocular signs will be more
subtle. Low flow fistulas are more common in patients
with vascular disease and middle-aged or older women.
The patient’s increased intracranial pressure
was caused by the retrograde venous blood flow back
to the ocular structures, which in turn increased the
episcleral venous pressure at the angle. Increased
episcleral venous pressure causes aqueous drainage to
be difficult out of the eye. Topical hypotensive
medication was used to treat this patient’s acute
intraocular pressure. Angiogram imaging was used to
visualize the vessels affected by the fistula, and at
times, angiogram can sometimes fix a low grade fistula.
MRI could also be used to image and diagnose a fistula
by highlighting the superior ophthalmic vein, where the
retrograde blood flow is occurring. High flow fistulas
need to be treated by either balloons or coils to the
affected vessels. When treating patients with a carotid
cavernous fistula, patients can be consulted with neuro
ophthalmologists.
The third case presented was a 64 year old
black female reported for a routine exam. The patient
had a history of hyperthyroidism. Intraocular pressure
was fluctuating from 26 mmHg to 20 mmHg and then to
28mm Hg. The patient was diagnosed with thyroid eye
disease. The patient had proptosis from orbital
congestion and compression. Orbital congestion occurs
when extraocular muscles and orbital fat become
infiltrated by lymphocytes and edema. Extraocular
muscles become swollen in the belly of the muscle and
not at the insertion sites of the muscles.
Continued on page 5 Ocular Hypertension
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Increased intraocular pressure, in this case, is caused by
a dual mechanism. First, the thick, large volume
muscles press against the orbit, which is a closed, fluidfilled volume; and second, increased episcleral venous
pressure from the congested orbit inhibits outflow.
Normal episcleral venous pressure typically runs
between 5 and12mm Hg. The increased intraocular
pressure is transient and typically noted when patient is
in looking in upgaze. Thyroid eye disease can cause an
optic neuropathy due to a compressive mechanism,
unlike glaucoma which causes pallor usually only in later
stage disease.
The fourth case presented was a 64 year old
white male, who presented for glaucoma evaluation.
Visual fields from three months prior showed a reliable
field with no defect in either eye. The nerves were well
perfused in each eye, but cupping asymmetry was
present. A visual field was repeated and showed nasal
field defect in the right eye and inferior field defect
respecting the vertical midline in the left eye. Dilated
examination revealed a large elevated lesion nasal to
the optic nerve in the left eye. The patient was later
diagnosed with a choroidal metastasis. Choroidal
metastases are characterized by “leopard spots”, or
mottled irregular pigment. The patient had developed a
visual field defect from a neurological etiology as well as
a choroidal metastasis. The patient had prostate
cancer, and after consulting with the patient’s
oncologist, it was thought the patient’s visual field
defects were caused by some type of neurological
metastasis.
It is always important to find the underlying
cause of elevated intraocular pressure. If you are not
finding the underlying cause for the elevated pressure
and only treat the elevated pressure, then you will not
be able to treat patients fully.
#####

Dr. Mulqueeny and Matt Montgomery

THANKS TO ALCON, HOST OF THE JULY MEETING
Dr. Sean Mulqueeny gave a presentation about the
growing need and demand for multifocal soft lens
options. He outlined the fitting procedures of the Alcon
Daily Aqua Comfort Plus Multifocal. One of the biggest
threats to contact lens practices is patient dropout. This
dropout rate is even more significant in patients over 40
years of age. He cited the growing population of Baby
Boomers and Generation Xers who are looking for
superior presbyopic lens performance.
Sean also discussed the growing demand for dailies.
This has created a new opportunity to recapture many
of those who have become frustrated with unsuccessful
previous lens options and are looking for improved
vision and convenience. The Alcon Multifocals are an
excellent solution to meet these needs.
#####

OPTOMETRIST NEEDED
Full time or Part time – Dr. Denise Harvey
Liincoln & Pike Counties Missouri
573 470-1615

Fill in OD needed at small practice in Saint Peters,
Missouri. 2-3 Saturdays per month. Competitive
salary and professional liability insurance included.
Great part time opportunity. Call David Smith
at 314-276-2217 for more information.

Oct. 2-5

2015
Jan. 11 & 12

MOA UPDATE
MOA Annual Convention
Springfield, MO
University Plaza Hotel &
Conference Center
“Bet on Optometry”
Legislative Conference
Jefferson City, MO
####

Missouri State Board Report

Kurt Finklang, O.D.

Good news. The two new changes to
the State Optometric Law became
effective as of May 31, 2014.
The first change concerns when new
graduates need to start to obtain
continuing education (C.E.). In the past,
the date a recent graduate passed Part
III of the National Board of Examiners in
Optometry was the reference point for
when they needed to start to obtain C.E.
Now the reference date has been
changed to the date they actually
receive their license. The new law
reads as follows: “Individuals who
obtain a license by examination shall be
considered to have satisfied the
continuing education requirement for
the first renewal after their initial license
date.” What this means is recent
graduates who receive their license in
2013 or 2014 have already satisfied
their C.E. requirement when they renew
their license November 1, 2014. The
first C.E. they will require will be the 32
hours they will need to renew their
license November 1, 2016.
The other change concerns the 16
hours an optometrist can bank during a
2-year reporting period after they have
obtained the minimum of 32 hours of
approved C.E. The new language reads
as follows: “Any hours acquired beyond
the required number may be carried
forward into the next renewal period,
not to exceed 16 hours.”
Hopefully these changes will make it easier
for optometrists to fulfill their C.E.
requirements for licensure.

#####

Last year’s New Grads are back again

CONTACT LENS REPORT
Jordan Jones, O.D.
Cooper Companies to Acquire Sauflon
Pharmaceuticals
According to the company release, this acquisition gives
CooperVision the world’s most comprehensive portfolio
of daily disposable lenses. CooperVision will now be
able to offer a multi-tier daily strategy that includes a
full suite of silicone hydrogel and hydrogel lenses,
including options within all categories -- spheres, torics
and multifocals. The daily segment is the fastest
growing segment of the soft contact lens market
Additional details concerning the acquisition,
including a transcript of a conference call and
webcast, can be found on the Investor Relations
section of Cooper’s website
at http://investor.coopercos.com under the
presentation titled “Acquisition of Sauflon
Pharmaceuticals Ltd.”
Alcon Debuts Air Optix Colors
Alcon has launched Air Optix Colors prescription contact
lenses, a new colorcontact lens that encapsulates
Alcon’s 3-in-1 Color Technology in a silicone hydrogel
lens. Available in nine colors ranging from subtle to
vibrant, Air Optix Colors are the first monthlyreplacement, daily-wear color lenses available in the
U.S. on a silicone hydrogel platform, allowing up to six
times more oxygen through the contact lens compared
to the leading color contact lens. The color is contained
within the lens material, so that the only thing touching
the wearer’s eyes is the ultra-smooth permanent
plasma surface of Air Optix brand contact lenses
More “Contact Lens Report”

9th Annual Summer Seminar
Two hours C. E.
Mason Bias, M.D.
Wednesday, August 27
6:00 p.m. to 9:00 p.m.
Mike Duffy’s/Kirkwood
Food, drink & C.E.!
RSVP to Christen by August 20
314 983-9800
cziereberg@visionarysight.com
Contact Lens Report continued
.J&J Adds Acuvue Oasys Six-Month Supply Pack and
Plans to Discontinue Acuvue Advance Brand in U.S.
Johnson & Johnson Vision Care, Inc. announced that
Acuvue Oasys Brand Contact Lenses is now available in
a new six-month supply pack (12 lensesper box). The
new six-month Supply Pack will replace all three-month
supply packs (6 lenses per box), which will be
discontinued effective July 1, 2014
The company also announced that effective March 31,
2015, Acuvue Advance Brand Contact Lenses, Acuvue
Advance Brand for Astigmatism, and Acuvue Advance
Plus Brand will be discontinued and revenue lenses will
no longer be available for sale from the company. All
remaining parameters of Acuvue Brand Contact Lenses,
the initial product introduced in 1987, also will be
discontinued on March 31, 2015.
Diagnostic lenses for Acuvue Advance Brand and
Acuvue Advance Brand for Astigmatism had previously
been discontinued, and diagnostic lenses for Acuvue
Advance Plus will be discontinued effective August 1,
2014.
To ease the transition, Johnson & Johnson Vision Care is
offering a Fitting Fee Reimbursement of up to $100
toward patients’ fitting fees when Acuvue Advance
Brand Family or Acuvue Brand wearers are prescribed
an annual supply of any product in the Acuvue Oasys
Brand Family, 1-Day Acuvue Moist Brand Family, or 1Day Acuvue TruEye Brand Contact Lenses. # # #

CALENDAR
Aug. 12

SLOS Meeting

Hoya Vision, Hosts

Blair Lonsberry, O.D.
Aug. 17

Annual Optometry Academe
Retina II – 8 hrs. CEE/COPE
UMSL – College of Optometry

Info: Lis 314 516-5615

Aug. 27

9th Annual Summer Seminar

Mason Bias, M.D.

Duffy’s in Kirkwood
See ad
Sept. 9

SLOS Meeting
SureVision, Hosts

Lawrence Gans, M.D.

Oct. 2-5

MOA Annual Convention
Springfield, MO
University Plaza Hotel &
Conference Center
“Bet on Optometry”

Oct. 14

SLOS Meeting
John Galanis, M.D.

2015
Legislative Conference
Jan. 11 & 12 Jefferson City, MO
####

UMSL Student Liaisons for 2014-2015
Nick Castellano and Paul Luong

