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PRESIDENT'S PODIUM  MOT DU PRESIDENT

Centennial Celebrations Célébrations du centenaire

by /par LEN KOLTUN, OD, PRESIDENT CAO/ PRESIDENT DE L'ACO

et the celebrations begin! 2009 marks the 100th
I anniversary of the proclamation of optom-
etry’s first Canadian legislative recognition for
three provinces — Manitoba, Quebec and Ontario. I've
had the honor and privilege of attending the Gala cel-
ebrations in Ontario and Manitoba earlier this year (see
President's Travels) and both venues presented a festive
atmosphere with upbeat speeches, presentations and
grand banquet, all providing an excellent celebration
and tribute to their history. This is just the beginning!
But, just how did this all begin? What possessed
certain individuals to embark on this new frontier of
vision care and spectacles 100 years ago? To help us
understand, I was able to uncover this portion of Sas-
katchewan history:

“In the city of Regina, there smolders a mind seized with
the vision of a new breed of men, men who wonld devote
their full energy to the exclusive sale of spectacles. This
visionary even allows himself to be carried farther away
and foresees — perhaps even less than 50 years abead — men
who would completely excpel the concept of commercialism
and recognize that spectacles themselves have no materialis-
tic value; that a prescription lens is nothing more than that
which, in the opinion of the optometrist, corrects the vision
problem: of bis patient; and that the frame is sinply the
vehicle which carries the lenses in correct alignment before
the patient’s eyes. Finally, the smoldering burst into flame
and the vision became a crusade, as be surrounded himself
with men who saw the wisdom of bis prophecy, and held
them on a course of unfaltering determination. That man,
whose memory is held in a reverent place in the hearts of
all who knew him, the father of organized Optometry in
Saskatchewan, is the late Herbert § McClung”.

We must conclude that the ‘minds of many other
men’ across Canada were also smoldering with a simi-
lar vision and prophecy as this new movement gained
prominence, recognition and ultimately, legislative
status. Another meeting of the minds occurred in
1948 as the Canadian Association of Optometrists was
formed, with McClung becoming the first CAO President.

What seemed a far reaching concept 100 years ago
is overshadowed today by the reality that optometry
is a very important and respected provider in the eye
and health care delivery system right across Canada.
We are fortunate indeed to have benefited from the
‘vision’, hard work and dedication of these pioneers,
who never even dreamed of where we stand today. We
are today at the threshold of a NEW optometry — one
that is integrated into the health care system, respected
by other health care professionals and the public. We
have turned the corner on criticisms of selling glasses
unnecessarily, selling our services at fair grounds, caus-
ing harm with contact lenses and being mere trades-
men. We have two university integrated schools, both
recently renovated; we have pan-Canadian legislatively
approved TPAs and soon an MRA; we are participating
in a pan-Canadian study on Vision Care of Canadians;
and we, by far, provide the majority of routine eye
examinations in Canada. We are achieving brand rec-
ognition as the ‘go to’ ‘eye guys’ promoting preventive
and comprehensive eye health care.

What’s next? Well, who, a hundred years ago would
have dreamed of computerized auto refractors and
lensometers, refractive surgery, laser scanning ophthal-
moscopes, cell phones, faxes, jet planes, satellites, men
on the moon or space stations? Consider those catlier
prophecies, optometry’s challenges, optometry’s growth
in size and stature and begin dreaming of an even more
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Interior of optometrist's oX ce, 1933.

WE ARE FORTUNATE INDEED TO HAVE BENEFITED FROM THE "VISION; HARD WORK AND
DEDICATION OF THESE PIONEERS, WHO NEVER EVEN DREAMED OF WHERE WE STAND TODAY.

all encompassing and technologically advanced future.  some. Our greatest strength is the minds of you onr colleagues so
We can draw strength and inspiration from our prede-  wow, it’s our turn to ‘dream on and lead on’! Raise your glasses
cessors and our past but optometry is ‘a work in progress’  high and toast to our glorious past and dare to dream about the

and we must challenge onrselves to be the best we can be, and then — next 100 years!!
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ue les célébrations commencent! I’année
2009 marque le 100° anniversaire de la
proclamation de la premicre loi canadienne
reconnafssant optométrie dans trois provinces, en
Poccurrence le Manitoba, le Québec et I’Ontario. J’ai
eu Phonneur et le privilege d’assister aux célébrations
de gala en Ontario et au Manitoba plus tot cette année
(voir les déplacements du président). Dans les deux cas,
Patmospheére de féte a été agrémentée de conférences et
de présentations enlevées ainsi que d’un banquet gran-
diose qui ont tous permis aux provinces de célébrer
magnifiquement leur histoire. Et ce n’est que le début!
Mais comment tout cela a-t-il commencé? Comment
certaines personnes ont-elles été amenées a se lancer
dans cette nouvelle aventure des soins de la vue et des
lunettes il y a 100 ans? Pour nous aider a comprendre,
voici une partie de histoire de la Saskatchewan que j’ai
pu découvrir :

« Dans la ville de Regina se tronve un esprit dans lequel
bouillonne la vision d’une nouvelle race d’hommes, des
hommes qui consacreraient toute leur énergie a la senle vente
de lunettes. Ce visionnaire se permet méme d aller plus loin
encore et de prévoir — pent-étre dans moins de 50 ans —
des hommes quii s affranchiraient completement du
mercantilisime pour reconnaitre que les lunettes en elles-miémes
n'ont ancune valeur matérialiste; gu’une lentille de prescrip-
tion n’est rien de plus que ce qui, de ['avis de l'optomeétriste,
corrige le probleme de vision de son patient; et gue la mon-
ture n'est simplement que le véhicule gui aligne parfaite-
ment la lentille avec ['wil de son patient. Pour terminer, ce
bouillonnement s'est enflammié et la vision est devenue une
croisade lorsqu’il s'est entouré d’hommes qui ont reconnu la
sagesse de sa prophétie et qu'il les a dirigés avec une déter-
mination infaillible. Cet homme, dont la mémoire tient une
Pplace de choix dans le conr de tous cenx: qui I'ont conna,

le pere de 'optométrie organisée en Saskatchewan, est feu
Herbert § McClung ».

Nous devons conclure que « Iesprit de beaucoup
d’autres hommes » au Canada bouillonnait aussi d’une
prophétie et d’une vision similaires a mesure que ce
nouveau mouvement a pris de "ampleur et a été reconnu
en fin de compte par un acte législatif. Une autre entente

profonde est survenue en 1948 lors de la création de
I’Association canadienne des optométristes dont McClung
a été le premier président.

Ce qui semblait il y a 100 ans un concept lointain
s’éclipse aujourd’hui devant la réalité que l'optométrie
est un fournisseur tres important et respecté dans le
systetme de soins oculo-visuels et dans le systéme de
santé au Canada. Nous sommes effectivement fortunés
davoir pu bénéficier de la « vision », du travail acharné
et du dévouement de ces pionniers qui n‘ont méme
jamais imaginé ce que nous sommes devenus aujourd’hui.
Nous nous trouvons aujourd’hui au seuil d’'une NOU-
VELLE optométrie, une optométrie qui s’integre dans
le systeme des soins de santé et qui est respectée par les
autres professionnels de la santé et le public. Nous avons
aujourd’hui dépassé le moment ou 'on nous critiquait
de vendre inutilement des lunettes, de colporter nos set-
vices dans les foires, d’ajuster des verres de contact dom-
mageables et d’étre de simples commergants. Nous avons
deux écoles universitaires qui ont toutes deux été récem-
ment rénovées; nous avons une législation pancanadienne
pour les APT et, bientot, une ERM; nous participons
a une ¢étude pancanadienne sur les soins de la vue des
Canadiens; et nous dispensons de loin la plus grande partie
des examens de la vue réguliers au Canada. Notre marque
de commerce nous présente comme les spécialistes de I'ceil
qui s’occupent de promouvoir la prévention et d’offrir des
soins de santé¢ oculo-visuels complets.

Et apres? Qui, il y a cent ans, aurait révé d’auto-
réfracteurs informatisés et de lensomeétres, de chirurgie
réfractive, d’ophtalmoscopes laser a balayage, de
téléphones cellulaires, de télécopieurs, d’avions a
réaction, de satellites, d’hommes sur la lune ou de sta-
tions spatiales? Songez a ces premieres prophéties, aux
défis de 'optométrie, a la croissance et a 'envergure de
Poptométrie, et commencez a réver d’'un futur encore
plus englobant et technologiquement avancé. Nous
pouvons puiser la force et 'inspiration de nos prédéces-
seurs et de notre passé, mais 'optométrie est un travail
en évolution et nous devons nous stimuler a faire de
notre mieux et plus encore. Notre plus grande force,
C’est vous, nos collegues. Il est maintenant temps de
réver et de prendre la téte ». Levons haut nos verres et
portons un toast a notre glorieux passé et osons réver
aux 100 prochaines années!
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PRESIDENT'S TRAVELS

The entrance to the new expansion at the
UW School. Architectural subtleties are
worth noting — the operculum at the top
and the acuity letters on the entrance wall.

OAO AGM and Gala
April 1 —4 2009, Toronts, ON

he OAO is in the midst of some

exciting and historic times. Be-
sides the 100th anniversary celebra-
tions, they are anxiously awaiting
enabling TPA regulations (especially
since the positive HPRAC recom-
mendations in Jan 2009); the official
opening of the addition to the School
at UW; preparing a future strategic
plan and celebrating increases to
their OHIP reimbursement sched-
ule. Their AGM highlighted reports
from the School; Dr. Paul Chris on
a new diabetes project; Dr. Derek
McDonald on NPEC, as well as
member feedback on some future pri-
ority questions (which was very effi-
ciently and confidentially determined
though remote voting recording de-
vices). Ontario has been focusing on

LES DEPLACEMENTS DU PRESIDENT

CAO's past presidents, left to right; Dr. Doug Cote, Dr. Margaret Hansen-Desgroselliers,
Dr. Len Koltun (current CAO President), Dr. Rolland DesGroselliers, Dr. Dorrie Morrow.

forging a stronger future for optom-
etry in Ontario. The CAO council
was invited to the awards luncheon
where Dr. Jake Sivak, Dr. Derek
MacDonald and Dr. Chris Nichol
were recognized for outstanding con-
tributions to the profession in On-
tario. The UW School of Optometry
also hosted a reception Thursday eve-
ning where Dr. Thom Freddo pre-
sented an update on the expansion.

The CE Symposium was timely
and featured many quality speakers at
breakfasts and throughout the weekend
presenting on IOLs, AMD, marketing,
new contact lens technologies; and our
own CAO Past President Dr. Alphonse
Carew who spoke on practice manage-
ment. The Info-Mart was huge and
CAO’s booth (provided n/c — thank
you OAO) looked excellent, featuring a
very large vase with some super gigan-
tic oranges. (Good wotk Doug)

optometry Act. The scene was the
Sheraton Centre,
ronto and the venue was first class.
A spectacular ‘100th’ ice sculpture
graced the entrance to the elegantly
decorated ballroom. Master of cer-
emonies, Dr. Joe Chan, welcomed

downtown To-

everyone, provided a brief history
of the OAO and introduced the
guest speaker, the Ontario Minister
of Health. The Minister spoke very
highly of Ontario optometrists’ con-
tributions to the eye health care of its
citizens. He was also optimistic that
the TPA regulations, including glau-
coma management, would be passed
soon. The evening continued with
a delicious meal (entré of roast (Al-
berta) beef) and live band to round
out the evening, The entire event was
thoughtfully and tastefully presented.
Congratulations to the OAO and the
organizing committee for arranging

their ACE Strategy (Advocacy, Com- Ontario is the first province to  this wonderful weekend!!
munity and Education) with much celebrate this year the 100th an-
success and is clearly looking towards ~ iversary of the passing of their
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MAO AGM and Gala
April 17 — 19, 2009, Winnipeg, MB

he MAO went all out to provide

a busy weekend of CE, associa-
tion meetings, trade show and a won-
derful memorable 100th Anniversary
celebration!! The CE featured infor-
mative lectures on glaucoma (very
timely since this may be one of the
next treatment modalities in ON and
hopefully MBI), SH lenses, gonios-
copy, anterior segment conditions as
well as an update on the UW school
expansion. Football legend Milt Stiegel
was the celebrity guest at one of the
trade show booths and, being the gen-
tleman that he is, graciously provided
autographs — including for us Rider
fans! There was great excitement and
anticipation as many door ptizes were
given away at both the trade show and
Gala. Conveniently, several of the lec-
turers from the UW School were also
members of the Lost Faculties band
which rocked the house at the Gala
on Saturday night!!

Turnout at the AGM was high and
discussion was lengthy in provid-
ing direction to both, the Manitoba
Health (for fee payment schedules)
and TPA negotiating committees.
Members also received an update
on their pending omnibus RHPA
legislation (Regulated Health Pro-
fession’s Act), which will hope-
fully be passed soon. The Congress
Committee presented a draft Pow-
erPoint presentation promoting the
2011 Congress in Winnipeg, I in-
formed them that their presentation
would be taking place at the Presi-
dent’s Ball. The hospitality room
was very lively and continued well

o . Fo -
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Past CAO Presidents from Manitoba, left to right; Dr. Roy Brown, Woody Spearman, Len Koltun
(current President — not from Manitoba), Bruce Rozner, Scott Mundle.

into the wee hours, talking about
optometry (of coursel) and celebrating
Dr. Michelle Georgi’s election as the
new MAO President.

The Gala delivered an excellent
program featuring a brief history of
the association supplemented with a
continuously running slide show of
classic memories in the background.
The dance floor was crowded, with
many guests, including the President
of the COS, Dr. Lorne Bellan (we
have since exchanged emails, includ-
ing photos). The evening featured
the presentation of many plaques
and speeches. Iwas pleased and felt
very honoured to be asked to partic-
ipate in some of the presentations,
particularly recognizing honorary

life members, Dr Roy Brown, Dr.
Woody Spearman and Dr. Oakley
(Dr. Neil McCaughey was unable
to attend). I also enjoyed reminisc-
ing with these gentlemen and many
others about optometry’s history in
Manitoba including the fact that the
MAO has provided CAO with five
National Presidents.

It is with great pride that I extend
sincere congratulations to the MAO
for your outstanding contribution
to the profession and tribute to your
history. Well donel!

Respectfully reported,
Dr. Len Koltun, President CAO,
April 2009
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PRACTICE MANAGEMENT PRATIQUE ET GESTION

Future of the Optometry Practice
Lavenir de la pratique optométrique

by /par ALPHONSE CAREW, 0D

ecently I had an opportunity to consult with one

of our national banks who were secking informa-

tion on how to provide enhanced services for in-
dependent professionals like optometrists. One question
they asked was, what I felt the optometric practice would
look like in 10 to 20 years from now. It was an interesting
question that started me thinking about how the profes-
sion has changed in my more than 20 years of practice
and how it will change in the next 20 years.

Some of the trends, like the expansion of our scope of
practice to provide more therapeutic services will con-
tinue, but likely it will be simply tinkering at the edges of
what most provinces allow now. I don’t see major changes
into surgical procedures or hospital based care being per-
formed by optometrists to any significant extent. The in-
dependent, stand alone practitioner with the help of new,
non-invasive, technology will however be able to diagnose
and treat some of the common vision ailments we only
deal with to a small extent today, like glaucoma and AMD.

Demographic changes with an aging population ensure
that the need for our services will continue to be strong
in the coming decades. It is estimated that in Canada the
ophthalmologist-to-patient ratio will continue to fall in
the foreseeable future, just as the population ages with
increased incidence of eye diseases. Ophthalmology will
be forced to concentrate on very specialized care leav-
ing even more of their medical management to optom-
etrists. Even now, government health care agencies and
ophthalmologists are starting to recognize and support
the importance of optometrists in the primary and sec-
ondary care of Canadians. Terms of reference for this
care and the cooperation between the groups are being
negotiated. This trend will continue resulting in more co-
operative roles and more demand for optometric services
over time.

Technology will allow relatively untrained assistants to
capture patient information providing highly sensitive

diagnosis by optometrists. Digital retinal imaging, the use
of Optomaps, OCT’s and HRT’s have already greatly ad-
vanced our diagnostic power and we will see even greater
enhancement of this in the future. The ophthalmic prod-
ucts we use in eye glasses and contact lenses will also
steadily advance allowing for more options in perfect-
ing vision. Considering the advancement in contact lens
materials in recent years, one can envision a contact lens
so biologically safe and acceptable for most eyes that the
need for laser corrective surgery would be in doubt.

The optometric practice will likely trend towards more
group settings as the most financially successful offices
are those with three or more doctors. Also due to strong
competitive forces that will only increase with time, I
believe groups of practices (either city-wide, province-
wide or nation-wide) will consolidate under one banner,
or trade name. Ownership of these optometric focused
chains will either be held by optometrists themselves or
by other business partners as restrictions on association
between doctors and corporations becomes more per-
missible or tested under freedom of association laws.
To the public the distinction between corporate optical
chains and optometric chains could become blurred as
the physical set-up and marketing programs of both enti-
ties over time will appear similar. Both chains will learn
the “best practices” of the other and will utilize highly
trained staff with optometrists and opticians working
together providing one-stop care from the eye exam to
spectacles, contact lenses and laser surgery consultation
with well-funded marketing programs. The consumer will
be hard-pressed to tell the difference between the “chain”
owned and operated by a business entity over one con-
trolled by optometry. Whether this is good or bad for op-
tometry depends on the penetration of optometry owned
chains over corporate owned chains and how true they
stay to the assumed superiority of an optometric based
chain as a valid marketing position.
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In general, the financial health of the optometrist (es-
pecially those who are owners of a practice) will improve
over time. High quality health care and products will
always be desired by Canadians and will continue to be
financed, either fully or partially, by provincial health care
or third party insurance providers.

Without a doubt things will change greatly over the com-
ing 20 years, as they have over the past 20 years. Some will
be welcomed and some will be forced on the optometric
practice. Progress will likely be at a slow pace as optom-
etrists are conservative by nature, but rest assured it will
come and it would be wise for optometrists to act pro-
actively to take best advantage of these changes for their
practices.

ne de nos banques nationales nous a récemment

consultés sur la facon de fournir des services

améliorés a des professionnels indépendants
comme les optométristes. L'une des questions qu’on m’a
posées portait sur 'aspect que prendra, a mon avis, la
pratique optométrique dans 10 ou 20 ans. Cette question
intéressante m’a fait réfléchir a la facon dont la profes-
sion a évolué depuis que j’ai commencé a pratiquer il y a
plus de 20 ans, et a la facon dont elle changera dans les
20 prochaines années.

Certaines tendances, comme Pexpansion de notre do-
maine de pratique pour fournir davantage de services
thérapeutiques, se poursuivront, mais ce seront vraisem-
blablement de simples retouches a la frontiere de ce que
la plupart des provinces autorisent a I’heure actuelle. Je

The successful applicant will also serve as Optometrist-in-
Chief of the UW Optometry Clinic system and will report to the
Director of the School of Optometry. The University of Waterloo
Clinic system operates two major clinical facilities, one within
the School of Optometry and the other (currently under
construction) will be operated in conjunction with the Family
Medicine Clinic affiliated with McMaster University’s DeGroote
School of Medicine, on the new UW Health Sciences Campus
in Kitchener, Ontario.

The School of Optometry, the only English language School
of Optometry in Canada, is in the midst of completing a
40,000 sq ft addition that will allow for renovation of the UW
School of Optometry Clinic and expansion of the TLC Laser
Centre already on-site. UW also operates an extensive clinical
outreach program, providing services to over 25 sites in the
local Kitchener-Waterloo region. In addition to these UW
clinical sites, the successful candidate will also oversee a
large system of external placements, both in Canada and in
the U.S., for 90 students per year.

education and training opportunities for both interns and
residents. Previous administrative experience running an

THE SCHOOL OF OPTOMETRY AT THE UNIVERSITY OF WATERLOO IS SEEKING QUALIFIED
OPTOMETRISTS FOR THE POSITION OF ASSOCIATE DIRECTOR FOR CLINICAL AFFAIRS.

N2L 3G1
Applicants are expected to have a distinguished record of
teaching and patient care. Experience in patient-based
research is desirable but is not essential. This person will
oversee the operations of the entire UW Optometry clinic UNWERSITY 0 to m etr
system and will be responsible for enhancing clinical OF WATERLOO

academic clinic is preferred. Experience at the interface
between academic optometry and academic medicine

is essential. A license to practice optometry in Ontario

is desirable but is not required. The appointment to UW

will be as a regular faculty member at an academic rank
commensurate with the successful candidate’s qualifications
and experience. The scope of academic duties will be
determined at that time.

Applications should include a detailed curriculum vitae,
three confidential letters of reference, and a statement of
capabilities and qualifications. Salary will be commensurate
with experience. Send applications to:

Thomas F. Freddo, 0.D., Ph.D., F.A.A.O.
Professor and Director

School of Optometry

University of Waterloo

200 University Ave., West

Waterloo, Ontario, CANADA
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n’entrevois pas de grands changements dans les interven-
tions chirurgicales ni dans les soins hospitaliers dispensés
par les optométristes. Le praticien autonome et indépen-
dant, avec I'aide d’une nouvelle technologie non invasive,
sera cependant en mesure de diagnostiquer et de traiter
une partie des troubles courants de la vision dont nous
nous occupons que tres peu aujourd’hui, comme le glau-
come et la DMLA.

Lévolution démographique vers une population vieillis-
sante garantit que nos services continueront d’étre forte-
ment demandés dans les décennies a venir. On prévoit
que le rapport ophtalmologistes : patients au Canada
continuera de régresser dans un avenir prévisible, tout
comme la population vieillit en présentant une incidence
accrue de maladies oculaires. L’ophtalmologie sera forcée
de se concentrer sur des soins treés spécialisés, laissant
encore plus aux optométristes une partie des affections
qu’ils prennent en charge. Méme a I’heure actuelle, les or-
ganismes de soins de santé publics et les ophtalmologistes
commencent a reconnaitre et a appuyer I'importance des
optométristes dans les soins de santé primaires et secon-
daires des Canadiens. Le mandat de ces soins et la col-
laboration entre les groupes font actuellement 'objet de
négociations. Cette tendance se poursuivra et donnera
naissance a une plus grande collaboration et a une de-
mande accrue de services optométriques au fil du temps.

La technologie permettra a des adjoints relativement
peu expérimentés de recueillir de I'information sur les
patients afin que les optométristes puissent offrir des
diagnostics tres avancés. L'imagerie rétinienne numé-
rique, I’Optomap, la TCO et la HRT ont déja accru
énormément notre capacité de diagnostic, et des pet-
fectionnements encore plus avancés s’annoncent a cet
égard. Les produits ophtalmiques que nous utilisons
dans les verres et dans les lentilles cornéennes ne cessent
de se raffiner et de perfectionner la vision. Compte tenu
des progres dans les matériaux des lentilles cornéennes
depuis quelques années, on peut envisager une lentille
cornéenne biologiquement stre et acceptable pour la
plupart des yeux a un point que la chirurgie corrective au
laser risque d’étre délaissée.

La pratique optométrique semble s’acheminer vers
des regroupements encore plus nombreux puisque les
cabinets les plus prospéres sont ceux qui comptent trois
optométristes ou plus. Vu également que la concurrence

ne cessera de s’accroitre avec le temps, je crois que des
groupes de cabinets (urbains, provinciaux ou nationaux)
fusionneront sous une banniere ou sous une appella-
tion commerciale. Ces chaines a vocation optométrique
appartiendront soit a des optométristes, soit a d’autres
partenaires commerciaux a mesure que les restrictions
imposées aux associations entre les médecins et les so-
ciétés seront davantage levées ou mises a 'épreuve aux
termes de diverses lois sur la liberté d’association. Pour
le public, la distinction entre les chaines optiques et les
chaines optométriques pourrait devenir plus floue étant
donné que la configuration matérielle et les programmes
de commercialisation de ces deux entités prendront au
fil des ans une apparence similaire. Ces deux types de
chaines adopteront les pratiques exemplaires de l'autre
et leur personnel hautement qualifié travaillera de con-
cert avec des optométristes et des opticiens a offrir un
guichet unique pour les examens de la vue, les lunettes,
les lentilles cornéennes et la chirurgie au laser, assortis de
programmes de commercialisation bien nantis. Le con-
sommateur aura bien du mal a faire la différence entre
la « chaine » possédée et exploitée par une entité com-
merciale et une autre controlée par Poptométrie. Que
cela soit bon ou non pour 'optométrie dépendra de deux
choses : la pénétration des chaines appartenant a des op-
tométristes par rapport aux chaines appartenant a des
sociétés, et 'importance qu’elles continueront d’accorder
a la fausse supériorité d’une chaine optométrique sur le
marché.

En général, la santé financiere de 'optométriste (sut-
tout celui qui sera propriétaire d’un cabinet) s’améliorera
avec le temps. Les produits et les soins de santé de haute
qualité seront toujours au haut de la liste des Canadiens
et continueront d’étre financés en totalité ou en partie par
un régime provincial ou par des assureurs tiers.

Il ne fait pas de doute que la situation évoluera beau-
coup au cours des 20 prochaines années, tout comme
elle I'a fait depuis 20 ans. Certaines choses seront bien
accueillies et d’autres seront imposées a la pratique opto-
métrique. Les progres seront sans doute lents, car les op-
tométristes ont une nature prudente, mais soyez certains
qu’ils surviendront. 11 serait sage que les optométristes
agissent proactivement afin de profiter au maximum de
ces changements dans leur pratique.
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HIGH DEFINITION REFRACTIONS
Provide Your Patients With More.

The NIDEK OPD Scanll Aberrometer, RT-5100 Automated Refractor
and SC-2000 LCD acuity systemn combine to take refractions to
the next level. The OPD Scan Il measures the patient’s refraction
in different zones and identifies significant variations and optical
irregularities. This identification is used to customize the patient’s
refraction for dayfime and nightime environments.

Candidates are identified and the dual refractions are
automatically fransferred to the RT-5100 automated refractor
for refinement in an illuminated or darkened room with the
SC-2000. The benefit of the High Definition Refraction is easily
demonstrated to the patient — tailoring their corrections more
accurately to their needs.
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GUEST ARTICLE

Third Party / Mangaged Care — An objective analysis

BY KIRSTEN NORTH, 0D, CAO PRESIDENT ELECT

n an environment of de-listed optometric

services, the role of third party insurance pro-

viders has, and will likely, become increasingly
important. Third party/managed care companies may
see Canada as an attractive and lucrative market now
that essentially half Canada’s population (predomi-
nantly those of working age) is de-listed from provin-
cial coverage.

Freed from the constraints of provincial health
programs, CAO members should be aware of the ‘double-
edged sword’ of third party insurance providers. Gen-
erally, ‘for-profit’ companies may be more difficult to
deal with, and dictate lower fees, than provincial insur-
ance plans ever did.

CAO has been contacted by representatives of U.S.
managed care providers seeking information about the
Canadian marketplace. In some cases, these companies
feel they have opportunities with Canadian subsidiaries
of American clients. A tremendous cost-savings for
such a corporation may be realized by extending an es-
tablished program into another jurisdiction, as opposed
to ‘starting from scratch’.

While many American providers have a strong
national presence, their representation in zndividual states
is not equal across the United States. Solidarity is essen-
tial to the success these jurisdictions achieved.

Member education is critical in pointing out that
something that seems too good to be true, likely
is. Agreeing to discounts in professional fees in ex-
change for a possible increase in patient volumes may
initially seem attractive, but could prove to have a sig-
nificant negative impact upon the ‘bottom line’. Clinical
decision-making may also be taken out of the hands of

the practitioner, but full liability for those decisions is

retained.

Following are some scenarios that practitioners may
find interesting:

m DPatients are typically directed to specific optometric
practices through ‘preferred provider’ lists.

®m Most managed care providers will set the examina-
tion fee, and there is no option for the practitioner
to ‘balance bill’ to reach their customary fee.

m The procedures required for each patient encounter
may be dictated, removing clinical judgment (but
not liability) from the equation.

m There is no option to ‘limit’ the number of
‘managed care patients’ examined.

m  The ophthalmic products utilized, and their
pricing, may also be dictated.

®  An internal ‘quality assurance’ committee may
review records to ensure that all required proce-
dures have been performed — financial claw backs
may apply should any ‘deficiency’ be identified.

m Contracts are typically of two to three years
duration, at which time re-negotiation, with
competition, may drive fees lower.

m  Should an employee choose to attend a non-affiliated
practitioner, their benefits may be significantly
curtailed.

It becomes increasingly apparent that such arrange-
ments are primarily designed to help the managed care
provider be competitive; gaining market share by 1) reduc-
ing or restricting services to patients, and 2) reducing
the fee payment to the provider (optometrist).

CAO members are encouraged to closely analyze and
be aware of the realities of managed care.
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EDITORIAL INVITE

Soins gérés/assurance de responsabilité civile -

Une analyse objective

PAR KIRSTEN NORTH, OD, PRESIDENT DESIGNE DE 'ACO

ompte tenu de la désinscription de services op-

tométriques, le role d’assureur de responsabilité

civile prend de plus en plus d’importance et
la tendance se poursuivra sans doute. Les sociétés de
soins gérés / responsabilité civile considerent le Canada
comme un marché attrayant et lucratif maintenant que
sensiblement la moitié de la population du Canada (sur-
tout les personnes en age de travailler) n’est plus inscrite
a lassurance maladie provinciale.

Libérés des contraintes des programmes d’assurance
maladie provinciaux, les membres de PACO devraient
prendre conscience de 'arme a double tranchant que
représentent les assureurs de responsabilité civile. En
général, les sociétés a but lucratif sont sans doute plus
difficiles d’approche, et imposent des honoraires moins
élevés, que ne 'ont jamais été les régimes d’assurance
des provinces.

Des fournisseurs de soins sous gestion aux Etats-Unis
ont communiqué avec PACO pour se renseigner sur
le marché canadien. Certaines de ces sociétés estiment
étre en mesure de faire des affaires avec des filiales
canadiennes de clients américains. Ces sociétés peu-
vent réaliser des économies de cott tres importantes en
étendant a un autre territoire un programme déja établi
plutot que de partir de zéro.

Méme si beaucoup d’assureurs américains ont une
forte présence nationale, leur représentation dans les
Btats individuels west pas uniforme aux Ftats-Unis. La
solidarité est essentielle au succes que ces secteurs de
compétence ont obtenu.

I est critique de souligner aux membres qu’une of-
fre trop belle pour étre vraie 'est sans doute. Il peut
sembler au départ attrayant de diminuer les honoraires
professionnels en échange d’une augmentation possible
du volume de patients, mais cela pourrait avoir un ef-
fet négatif important sur le résultat final. Le praticien
pourrait aussi perdre son pouvoir de décision clinique

tout en demeurant pleinement responsable des déci-

sions qui sont prises.

Voici quelques scénarios susceptibles d’intéresser les
praticiens :

m Les patients sont typiquement dirigés vers un cabinet
optométrique au moyen de listes de « fournisseurs
privilégiés ».

m La plupart des fournisseurs de soins gérés établissent
les honoraires des examens sans que le praticien ait
la possibilité « d’équilibrer la facture » pour toucher
ses honoraires habituels.

m Des procédures a suivre pour chaque client risquent
d’étre imposées, supprimant ainsi le jugement
clinique (mais non la responsabilité) de ’équation.

m Il n’y a aucune option pour « limiter » le nombre
de « patients en gestion des soins » examinés.

m Les produits ophtalmiques utilisés, et leur prix,
risquent aussi d’étre imposés.

m Un comité interne « d’assurance de la qualité » pour-
rait examiner les dossiers pour s’assurer que toutes
les procédures exigées ont été accomplies — une
retenue pécuniaire risque de s’appliquer si des
«lacunes » ressortent.

m Les contrats sont typiquement d’une durée de deux
a trois ans et leur reconduction, face 2 une concut-
rence, risque de faire diminuer les honoraires.

= Si un employé décide d’aller vers un praticien non
affilié, ses avantages risquent d’étre substantielle-
ment amputés.

11 est de plus en plus apparent que ces modalités ont
principalement pour but de rendre le fournisseur de
soins gérés plus concurrentiel et d’accroitre sa part du
marché 1) en réduisant ou en restreignant les services
aux patients et 2) en réduisant les honoraires versés aux
fournisseurs (optométristes).

Nous incitons fortement les membres de PACO a
analyser attentivement les réalités des soins gérés.
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CROSS-TALK™ FOR HEALTH CARE PROVIDERS PART ONE OF A SERIES

Nutrition and Behavior as it Applies
to Systemic and Ocular Disease """

BY LARRY J. ALEXANDER, OD, FAAO

Introduction and the
Importance of Diet

fter several years in the
practice of health care and
watching an increase in

immune-complex disorders, inflam-
matory disorders and degenerative
diseases, I believe it is time for the
health care community to initiate
Cross-Talk. One recent study reports
a healthy lifestyle combining not
smoking, a healthy weight, a healthful
diet including moderate alcohol con-
sumption, and daily exercise reduced
ischemic strokes by approximately
half in both men and women.! The
transfer of this critical information
to all health care providers is impot-
tant to the long-term health of all.
This represents the essence of the
Cross-Talk.

Most specialties and sub-specialties
are publishing discoveries within
their own journals without commu-
nicating those findings to other dis-
ciplines in spite of the fact that the
results may have direct impact on
the management of a different body
system. As an example, how many
health care practitioners who treat
herpes zoster have read:

"Herpes zoster. The treatment and
prevention of neuralgia with adenos-
ine monophosphate. 2

Thirty-two adults were enrolled in
a randomized, placebo-controlled
double-blind trial of intramuscular

injections of gel-sustained adenosine
monophosphate (AMP) given three
times a week for up to four weeks
for acute herpes zoster. Adenosine
mono phosphate moderately re-
duced the pain soon after the start of
treatment, decreased desquamation
time, and promoted faster healing of
the skin than placebo treatment. Ad-
enosine monophosphate treatment
reduced virus shedding and cleared
the virus faster than in placebo-treated
subjects. At the end of the initial
four-week treatment period, 88%
of AMP-treated patients were pain
free, as opposed to only 43% in the
placebo group. After four weeks, all
patients who had not recovered from
pain started receiving AMP treat-
ment without breaking the code. All
these patients recovered from pain
within three weeks after initiation of
treatment. No recurrence of pain or
lesions was experienced from three
to 18 months after the end of treat-
ment. Adenosine monophosphate, a
natural cellular metabolite, showed
no side effects or toxicity during and
after the treatment."

The eye provides an excellent
model to illustrate the impact of one
discipline on another. Cardiologists
are well aware of the potential of
some nutritional supplements in the
management of vascular disorders.
Vascular alteration to the eye results
in a number of disorders includ-
ing glaucoma and macular degen-
eration. Why then would an eye care

professional not want to realize the
ongoing thought process in cardiol-
ogy. Dermatology realizes that Co-
enzyme Q10 (CoQ10) levels reflect
the likelihood for the progression
of malignant melanoma, one of the
morte dreaded ocular conditions.

Of particular interest is the be-
havior of our society in the creation
of nutritional deficiencies. Poverty,
drug side effects, drug abuse, al-
coholism, gastric bypass (bariatric
surgery), fad diets, and just igno-
rance may be opening a door to the
genesis of an entirely new set of
nutritionally-based diseases and dis-
orders. A question that we all must
ask in relation to the work-up of any
ocular disease patient must include
nutritionally-related issues. > The
decreased survival of AREDS par-
ticipants with Age-Related Macular
Degeneration (AMD) and cataracts
suggests that these conditions may
reflect systemic rather than only lo-
cal processes.* Vitamin A deficiency
at the least may become an issue as-
sociated with fat mal-absorption as-
sociated with bariatric surgery’ which
will then impact directly on the gen-
esis of dysfunctional tear syndrome.
Vitamin B12 and folate deficiency is
also related to mal-absorption and
is well known to create ocular side
effects with a strong relationship to
hyperhomocysteinemia which repre-
sents a major cardiovascular threat.
In spite of a purportedly healthy diet
in the US 10%-14% of Americans
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have a vitamin C deficiency, '’ and up
to 15% of adults over 60 years of age
have laboratory evidence of B12 de-
ficiency.® Treatment of the majority
patients with these readily obtainable
nutrients involves basic diet good
sense or supplementation as well as
exercise and general modification
of behavior including cessation of
smoking and minimizing the use of
alcohol. It continues to amaze that
patients believe in the magic bullet.
A recent study points out that despite
eating a diet rich in omega-3 fatty
acids, Alaskan Hskimo patients are
developing subclinical atherosclero-
sis at an eatly age, likely due in large
part to heavy smoking."" The thrust
of the message in this discussion is
that synergism is key rather than an
isolated monotherapy approach in
the management of most chronic,
neurodegenerative, and inflamma-
tory disorders. Modulation (balance)
is the critical watchword in the ap-
proach to the management of health
in most individuals while minimizing
risk. Radical behavior or unbalanced
therapy can and will create far more
harm than good. Exercise potenti-
ates effects and combinant therapies
represent the theme of recent “eu-
rekas.” Regular exercise and consum-
ing long-chain n-3 fatty acids (FAs)
from fish or fish oil can independent-
ly improve cardiovascular and meta-
bolic health, but combining these
lifestyle modifications may be more
effective than cither treatment alone.
(Am ] Clin Nutr 2007,85:1267) There
is no magic pill, but rather a mental
set and lifestyle that set the tone for
maximizing health. While we should
expect everyone to modulate their
behavior to maximize their health

arm ourselves to become “personal
health advisors” to our patients. A
recent review study corroborates this
stating that healthy lifestyle habits in-
clude not smoking, maintenance of
optimal BMI, moderate alcohol con-
sumption, and daily exercise. In men
and women, maintenance of healthy
lifestyle habits is associated with an
80% reduction in the risk for stroke.'

Another critical issue regarding
supplementation is that the health
care provider is often unaware of the
patient’s use of non-pharmaceutical
products. Vitamin E and Gingko bi-
loba may not be reported in patients
using blood thinners. Prothrombin
times (PT) will definitely be affected
by the utilization of many supple-
ments leading to the possibility of
increased bleedability. In a survey con-
ducted in 1999, about 49% of adult
Americans were estimated to have
used herbal products during the previ-
ous year. It has been documented that
as many as 31% of the patients who
use herbal supplements do so in con-
junction with prescribed drugs and
about 70% of these patients do not
regulatly report the use of these prod-
ucts to their health care providers. **?

Another enlightening report speaks
to the use of complementary medi-
cine use in cancer survivors. It is
reported that prayer and spiritual
practice were the most prevalent
methods, reported by 61.4% of
survivors. This was followed by re-
laxation (44.3%), faith and spiritual
healing (42.4%), nutritional supple-
ments and vitamins (40.1%), medi-
tation (15%), religious counseling
(11.3%), massage (11.2%), and sup-
port groups (9.7%). Hypnosis was
least likely to be used (0.4%), and

acupuncture/acupressure (1.2%) were
used only slightly more often."

One critical issue to address is the
validity of claims that evolve from
scientific studies. This discussion is
intended to be scientifically-based
to provide the reader with an under-
standing of the potential of behav-
ioral issues as they relate to the gen-
esis of ocular and systemic disorders.
With that in mind be cognizant of
the fact that numerous claims by a
plethora of studies have yet to be sub-
stantiated. The difficulty in develop-
ing incontrovertible evidence stems
from the complexity of human trials.
Extrapolation of some of the con-
cepts of basic research to clinical ap-
plication is possible, but guarded op-
timism is the watchword until clinical
trials support results. Any analysis of
published reports must be tempered
by the structure of the study. Peter
McDonnell in a recent editorial in
Ophthalmology Times February 15,
2000, discusses “Are you skeptical of
the latest peer-reviewed results?” Dr.
McDonnell cites an article by loan-
nidis regarding the fact that loanni-
dis reviewed 49 “important” research
articles published in top medical
journals between 1990 and 2003 and
subsequently cited 1000 times. Over
33% of these articles were found to
be wrong” 7 Critical review of
new ideas prior to translation of the
information to the general health
care delivery team is critical in the
evolution of any educational model.
Increased fraud in publication of tri-
als also seems to be on the increase
with printed retractions occurring
far after the potential impact of the
1819 as well as an excess of ap-
patently significant clinical findings.”

results

it just will not happen so we must biofeedback therapy (1.0%) and One Canadian study provided an
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interesting commentary on industry-
sponsored research on prostaglandin
medications. They found that indus-
try-funded studies were significantly
mote likely (19/27 studies = 70%)
to have abstract conclusions that did
not match the actual reported main
outcomes of the study than were
non-industry-funded investigations
(2/12 =17%, P = .002). Conclusions
of the abstracts in industry-funded
studies were supportive of the com-
pany’s drug 89% of the time.”'

With the caveat of guarded op-
timism the investigation of the lit-
erature regarding cross-talk may be
initiated.

Diet That Supports Anti-
InKammation, Neuropro-
tection and Overall Ocular
Health

The eyes are truly the window to both
the soul and functioning of the body.
All aspects of health are ultimately
reflected in the health of the eye but
the direct cause-effect relationship is
evasive because of the cumulative ef-
fect of one’s actions. Diet and diets
both affect the health of the eyes.
An abusive diet, drug interactions,
and toxicities create health issues
within the cardiovascular, endocrine
and neurological systems that reflect
in ocular function. Likewise radical
diets and bariatric surgery rob the
body of essential nutrients to pro-
mote proper function. This discus-
sion will but touch the high points
of diet, behavioral modification and
supplementation but will speak to
the importance of a coordinated ef-
fort in preventing and managing sys-
temic and thus ocular disorders.
Excessive weight and obesity in

concert with an inappropriate diet
loom as a constant threat to both sys-
temic and ocular health. ** Morbid-
ity and mortality are both affected by
diet with a prudent approach being to
maintain your weight at a reasonable
level while concurrently consuming
health-sustaining nutrients. There
are studies linking obesity to macular
degeneration.” In one report over-
all and abdominal obesity increased
the risk for progression to advanced
AMD, and more physical activity
tended to decrease risk. **
there is also increased risk should
the patient be too thin implying the
influence of malnourishment.”” An-

Ironically

other recent report suggests that in
Latinos cardiovascular risk factors
may play a role in advanced AMD. *
This should be of no surprise since
Richer’s original work demonstrated
that cardiovascular risk factors in-
cluding serum Fe levels contributed
to the progression of AMD. **" The
other risk factors often associated
with heart disease such as smoking
and altered blood composition are
also modifiable in our patient base.
195 Reports also attest to the fact
that obesity is actually related to a de-
crease in macular pigment levels that
may be attributable to an inherent
competition with adipose tissue. ****
Serum levels of lutein and zeaxan-
thin are the true measures of efficacy
of the protective effects of diet and
both levels are measured lower with
obesity and diabetes.”® All of these
studies still do not absolutely indi-
cate the need for diet control from
a scientific standpoint, but studies
point to the necessity for cessation
of smoking in minimizing the risk
for AMD. ¥

From the standpoint of cataract

development there has been much
discussion regarding diet. While very
specific, some studies show a link of
metabolic syndrome with the genesis
of cataracts.*”*! It appears that there
is a link between oxidative stress and
cataract formation with smoking
again being implicated.”” In general it
also appears that obesity is a positive
marker for the increased likelihood
of cataract formation but a bit un-
predictable based on the type of cat-
aract.”* With a higher Body Mass
Index (BMI), abdominal obesity, and
diabetes, patients develop a higher
incidence of cortical and posterior
sub-capsular cataracts.**’

The link to diabetes and obesity
(most specifically the metabolic syn-
drome) is incontrovertible.***! Meta-
bolic syndrome denotes a common
cluster of naturally connected risk
factors including obesity, elevated
blood pressure, insulin resistance,
dyslipidemia, proinflammatory state
and prothrombotic state. This sce-
nario (the metabolic syndrome) has
the potential to lead to multiple reti-
nal vascular flow issues within the
eye. * The link to diabetic retinopa-
thy is more circumspect but studies
have linked retinal microvasculopathy
to metabolic syndrome.*-** Inhibition
of inflammatory mediators is likewise
implicated in minimizing diabetes
risks ** and can be achieved by dietary
modification. A diet designed to ad-
dress the metabolic syndrome may
be the direction to go to minimize
the risk of diabetic retinopathy, but
clinical trials must corroborate this
conclusion. Additionally one must
address other situations that may in-
crease oxidative stress and decrease
oxygenated blood supply to the eye
such as smoking and sleep apnea.
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There also exists an association of
weight issues to glaucoma. There
is certainly a suggestion that there
is an association of insulin resis-
tance and the metabolic syndrome
to increased intraocular pressure.”
Body Mass Index appears to have
an association with elevated intra-
ocular pressure.” Certainly initial
reaction to this fact among clini-
cians would be to point to neck size
and positive pressure as a related
factor with sleep apnea falling into
the picture.”" The relationship of
cerebrospinal fluid pressure eleva-
tion, Idiopathic Intracranial Hyper-
tension, serum cortisol, and sleep
apnea also create an interesting
scenario for elevated intraocular
pressure.””  While further analysis
from a scientific standpoint is criti-
cal, it does appear, quite logically,
that obesity has a link to glaucoma
if from no other standpoint than
physical restriction of flow.

Cordain contends that our West-
ern diet has evolved in a disparate
manner from our basic biological
needs.” The contention is that we
still have cave-man genes (geno-
type) requiring the Paleolithic diet
that are not being propetly nour-
ished by our current diet. This ab-
errant diet then creates an oxidative
stress that impacts on the inflam-
matory reaction as well as the im-
mune system. Oxidative stress in
glaucoma leads to alterations in
Retinal Ganglion Cells that precipi-
tate damage. Similar results could
be expected in other ocular disor-
ders. Without proper conversion
of these radicals the stress creates
a poison to the system.”* Phyto-
chemicals such as green or black

65-67 6

tea
69

8 dark chocolate
70-71

, coffee
, and red wine contain poly-
phenolic compounds that act as
free radical scavengers.”” A recent
paper looking at a subset of black
women attests to the fact that con-
suming three or more servings of
fruit each day was associated with
a 79% decrease in glaucoma risk
compared with eating less than one
serving per day.” Likewise as one
would expect, in another study re-
garding African American Women,
a higher intake of soft drinks and
fruit drinks was associated with
an increased incidence of Type 2
Diabetes.” Balance (MODULA-
TION) is the watchword in any
issue of diet, supplementation and
behavioral modification.
Additionally a recent study of-
fers the following recommenda-
tions for an anti-inflammatory diet
to improve the overall health and
most specifically the cardiovascular
system which has strong implica-
tions in all ocular disorders with
carry over to neurodegenerative
diseases. C-reactive protein levels
are a very good indicator of the
presence of systemic inflamma-
tion and have been shown to be
elevated in many ocular disorders.
Any disease with elevated C-reac-
tive proteins will potentially benefit
from an anti-inflammatory diet.
“This
should be considered for the pri-
mary and secondary prevention of

coronary artery disease and diabe-
95 75

anti-inflammatory  diet

tes
m The glycemic index of a food
is defined as the incremental
increase in the area under the
postprandial glucose curve after

ingestion of 50 g of a specific
amount of food versus that
associated with 50 g of oral glu-
cose. Ideal carbohydrates with

a low glycemic index include
green leafy vegetables such as
broccoli and spinach and fruits
such as grapefruits and cherries.
Select high-fiber carbohydrates
with low glycemic index, includ-
ing vegetables, fruits, whole
grains, legumes, and nuts.
Excess intake of processed
carbohydrates leads to a

vicious cycle of transient spikes
in blood glucose levels, increased
insulin production, and reac-
tive hypoglycemia. Avoid highly
processed foods and beverages,
particularly those containing
sugar, high-fructose corn syrup,
white flour, or trans fats.
Berries, dark chocolate, red
wine, tea, and pomegranates re-
duce postprandial oxidant stress
and inflammation. Cacao beans
contain a subclass of flavonoids
which have been reported to
augment eNOS and thereby
NO. This improves endotheli-
um-dependent vaso-relaxation.”
One study showed that one
square of dark chocolate was
6.3 g and represented only 30
keal per day but previous studies
have shown that 100 g of dark
chocolate lowers BP by 12/8
mm Hg but with the risk of
increased caloric intake.”
Coffee contains antioxidants
and can improve insulin sensi-
tivity. Consumption of black tea
reduces platelet activation and
plasma levels of C-reactive pro-
tein. However, previous research
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has not demonstrated a consistent
reduction in the risk for stroke
associated with coffee or tea
consumption. One study suggests
that higher levels of coffee and
tea consumption can reduce the
risk for cerebral infarction among
male smokers but not risk rates of
intracranial hemorrhage.

When paired with a high-glyce-
mic-index meal, cinnamon slows
gastric emptying and reduces
postprandial glucose excursion.
Nuts also slow gastric emptying
and can reduce the impact of
high-glycemic-index carbohy-
drates by as much as half. Nuts
also reduce postprandial oxidative
protein damage, and consumption
of nuts at least 5 times weekly can
reduced the risks for coronary
artery disease and diabetes by
20% to 50%. Eat approximately

1 handful of nuts daily (using

a closed fist), consumed with
vegetables, grains, berries, or other
fruits.

Vinegar can reduce postprandial
glycemia and promotes satiety.
Eat salad daily, consisting of leafy
greens with dressing of vinegar
and virgin olive oil.

Lean protein reduces postprandial
glucose excursion and improves
satiety. Such protein includes egg
whites, game meat, skinless poul-
try breast meat, and whey protein
or other nonfat dairy protein. At
all 3 meals, consume lean protein.
Drinking 0.5 to 1 alcoholic drink
per day for women and 1 to 2
alcoholic drinks per day for men
can reduce cardiovascular risk, and
1 to 2 drinks before a meal can
reduce postprandial glucose and

insulin levels. However, higher
levels of drinking can impair glu-
cose metabolism.

m Exercise acutely lowers glucose
and triglyceride levels in a dose-
dependent fashion.Perform
physical activity for at least 30
minutes or more daily, of at least
moderate intensity.

m Maintain normal weight and
avoid overweight or obesity. Waist
circumference should be less than
one half of height in inches.

It has been demonstrated that a
low glycemic index diet is benefi-
cial for both weight loss and lipid
profiles.” Additionally women in
the highest quintile of consump-
tion of a high-fat, low-fiber diet
had an increase in the relative risk
of developing colon cancer of 1.46
compared with those in the lowest
quintile. However, consumption of
a high-fiber and healthy protein diet
was associated with a trend toward
reduced rates of colon cancer. Diet
did not significantly affect the risk
for rectal cancer.®

In a perfect world where we all ate
the Paleolithic diet, exercised, main-
tained the proper weight and did not
consume any substances with poten-
tial toxicity, supplementation would
be totally unnecessary. However, the
world is less than perfect and even
the most well-meaning are faced with
less than optimal lifestyles, therefore
there must be some attention paid to
reminders and supplementation. It
is also critical that with any of these
considerations, potential toxicities
and interactions must be addressed.

CHARACTERISTICS OF THE
METABOLIC SYNDROME

1. Abdominal obesity
2. Atherogenic dyslipidemia
3. Elevated Blood Pressure
4_High insulin levels-over 10
a. Raises fats into cells
b. Promotes fat storage
¢. Stimulates arterial smooth muscle
cells
d. Promotes production of bad types
of eicosanoid (EC) -intracellular
hormones
e. Series one ECs are good and may be
inhibited hy too much flaxseed
. Series two ECs are bad-glucagon is
a strong inhibitor of EC 2 pathway
5. Promotes retention of fluids by kidneys
Glucagon is the anti-insulin and
is increased by high proteins low
carbohydrates
6. High levels of inflammatory mediators
as measured by C-Reactive Protein
levels

Part two of this series will start to
address the reported benefits of
specific nutrients and supplements.

Dr. Alexcander receives no reimbursement
[from any nutritional supply company.

He serves as an adyisor on the Biosyntrx
board for no remuneration. He is the
Director of Clinical Education for
Optovue, Inc, a digital imaging company,
which produces the RTV ue.
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ANALYSE CROSSKTALKMC A L'INTENTION DES FOURNISSEURS DE SOINS DE SANTE

1RE PARTIE

Incidence du régime alimentaire et du mode
o . /. . 2008
de vie sur les affections systémiques et oculaires

PAR LARRY J ALEXANDER, OD, FAAO

Introduction générale et
importance du régime
alimentaire

ort d’'une pratique de plu-

sieurs années dans les soins

de santé, apres avoir constaté
une augmentation des maladies des
complexes immuns, des troubles in-
flammatoires et des affections dégé-
nératives, j’estime qu’il est temps que
le milieu des soins de santé amorce une
analyse interactive — Cross-Talk™".
Drapres une étude récente, un mode
vie sain combinant I'abandon de la
cigarette, le maintien d’un poids san-
té, un régime équilibré, la consom-
mation modérée d’alcool et 'exercice
quotidien  réduirait les accidents
ischémiques cérébraux de pres de
moitié chez les hommes comme chez
les femmes'. La communication de
cette information essentielle aupres
de tous les fournisseurs de soins de
santé est importante pour assurer la
santé a long terme de la population.
L’initiative  Cross-Talk™®  s’inscrit
dans cet ordre d’idées.

La plupart des spécialisations et des
sous-spécialisations ont leurs revues
dans lesquelles sont publiées leurs
découvertes sans que les conclusions
ne soient communiquées aux autres
branches de la médecine, et ce, méme
si elles pouvaient avoir une incidence
directe sur la gestion d’autres sys-
temes et appareils de l'organisme.
A titre d’exemple, combien de

praticiens traitant les cas de zona ont
lu Particle suivant?

Herpes zoster. The treatment and
prevention of neuralgia with adeno-
sine monophosphate.”

(Zona : le traitement et la préven-
tion de la névralgie par I'adénosine
monophosphate)

[Traduction] Trente-deux adultes
ont pris part a un essal aléatoire a
double insu, avec groupe témoin, qui
consistait en des injections intramus-
culaires d’adénosine monophosphate
(AMP) en gel, trois fois par semaine
pendant quatre semaines, pour traiter
le zona. I”AMP a entrainé une dimi-
nution modérée de la douleur peu
apres le début du traitement, en plus
de réduire la période de desquama-
tion et de favoriser une guérison plus
rapide de la peau que dans le groupe
témoin. Le traitement a ’AMP a
réduit ’excrétion du virus et éliminé
le virus plus rapidement que dans
le groupe témoin. Au terme de la
premiére période de traitement de
quatre semaines, 88 % des patients
traités a TAMP n’éprouvaient plus de
douleur, par opposition a seulement
43 % de ceux du groupe témoin.
Aprés quatre semaines, tous les pa-
tients éprouvant encore de la dou-
leur ont commencé a recevoir un
traitement 2 PAMP sans infraction
au code. Aucun ne ressentait encore
de la douleur dans les trois semaines
suivant le début du traitement. Ils
n’ont connu aucune récurrence de la

douleur ou des lésions pendant trois
a dix-huit mois apres la fin du traite-
ment. Ni effet secondaire ni phé-
nomene de toxicité n’ont été associés
a PAMP, un métabolite cellulaire na-
turel, durant et apres le traitement.

L’ceil est tout désigné pour illus-
trer 'incidence que peut exercer une
spécialisation sur une autre. Ainsi, les
cardiologues sont bien conscients du
role possible de certains suppléments
nutritifs dans la gestion des troubles
vasculaires. Une modification oculaire
d’origine vasculaire peut entrainer un
certain nombre de troubles, comme
le glaucome et la dégénérescence
maculaire. I1 y a donc lieu de se de-
mander pourquoi les professionnels
des soins oculaires ne font pas une
incursion du coté de la cardiologie
dans leur réflexion. En dermatologie,
on s’est apercu que les niveaux de co-
enzyme Q10 (CoQ10) indiquaient la
probabilité d’'une progression éven-
tuelle du mélanome malin, 'une des
affections les plus redoutées pour la
santé des yeux.

Il est particulicrement intéressant
de s’arréter a influence du contexte
social sur le plan comportemen-
tal en ce qui a trait a Papparition de
déficiences nutritionnelles. La pau-
vreté, les effets secondaires des mé-
dicaments, I’abus de médicaments,
Ialcoolisme, le pontage gastrique
(chirurgie bariatrique), une alimen-
tation riche en maticres grasses et
la simple ignorance peuvent ouvrir
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la voie a une foule de maladies et de
troubles. Aussi devons-nous intégrer
les problémes d’origine alimentaire a
notre réflexion sur le développement
des maladies oculaires.” La diminution
de la survie des participants a 'étude
AREDS (Age-Related Eye Disease
Study) qui étaient atteints d’une dé-
générescence maculaire liée a 'age
(DMA) et de cataractes permet de
penser que ces affections reflétaient
davantage un état systémique que des
processus uniquement locaux.* La
carence en vitamine A peut a tout le
moins étre associée a une malabsorp-
tion de maticéres grasses, elle-méme
peut-étre liée a une chirurgie bari-
atrique’ qui influera ensuite directe-
ment sur la genése du syndrome de
Pceil sec. La carence en vitamine B12
et en acide folique est également as-
sociée a un probléme de malabsorp-
tion, en plus d’étre connue pour ses
effets secondaires oculaires forte-
ment liés a Phyperhomocystéinémie,
qui représente une importante me-
nace cardiovasculaire.”” En dépit
d’un régime prétendument sain, de
10 % a 14 % des Américains ac-
cusent une carence en vitamine C',
et une carence en vitamine B12 a été
prouvée en laboratoire chez jusqu’a
15 % des adultes agés de plus de 60
ans’. Le traitement de la majorité
des patients au moyen de ces nutri-
ments aisément accessibles suppose
de bons choix alimentaires ou la
consommation de suppléments ainsi
que de lexercice et une modifica-
tion générale des comportements,
notamment I'abandon de la cigarette
et la réduction de la consommation
d’alcool. 1l est toujours étonnant de
voir que les patients croient encore
a Pexistence d’une cure miracle. Une
récente étude montre que, malgré
une alimentation riche en acides

gras oméga-3, les patients inuits de
I’Alaska sont aux prises avec une
athérosclérose infraclinique a un
jeune age, probablement imputable,
en grande partie, 4 un usage exces-
sif du tabac'. L’idée centrale tient a
I'importance de la synergie, plus va-
lable qu’une approche axée sur une
monothérapie, pour la gestion de la
plupart des affections chroniques,
neurodégénératives et inflamma-
toires. La « modulation » (équilibre)
est le maitre mot pour améliorer
Iétat de santé et réduire les risques.
Rappelons que les changements com-
portementaux radicaux et les théra-
pies déséquilibrées peuvent créer
plus de tort que de bien. La combi-
naison de l'exercice et de thérapies
est a origine de récents « eurékas ».
De fait, si 'exercice régulier et la con-
sommation d’acides gras oméga-3 a
longue chaine, tirés du poisson ou
de Thuile de poisson, peuvent a eux
seuls améliorer la santé cardiovascu-
laire et métabolique, leur combinai-
son s’avere plus efficace (American
Journal of Clinical Nutrition, 2007, vol.
85, p. 1267). 1l n’existe pas de cure
miracle, mais une attitude et un style
de vie propices a 'amélioration de
la santé s’imposent. Bien que nous
nous attendions a ce que chaque
patient modifie ses comportements
pour augmenter ses chances de con-
naitre une meilleure santé, nous de-
vons savoir que cela ne se produira
pas facilement et que nous serons ap-
pelés a devenir des « conseillers per-
sonnels » auprés d’eux en matiére de
santé. Une récente étude corrobore
cette conclusion, mentionnant que
les modes de vie sains comprennent
I'abandon de la cigarette, le main-
tien d’'un bon IMC, une consomma-
tion d’alcool modérée et Iexercice
quotidien. Chez les hommes et les

femmes, 'adoption de modes de vie
sains est associée a une réduction de
80 % du risque d’accident vasculaire
cérébral’.

Le fait qu'un fournisseur de soins
de santé ignore souvent la mesure
dans laquelle son patient utilise des
produits non pharmaceutiques pose
une autre question importante au
sujet de la consommation de supplé-
ments. 1l arrive que des patients uti-
lisant des anticoagulants ne déclarent
pas leur consommation de vitamine
E et de gingko biloba. La consom-
mation de nombreux suppléments
aura une incidence certaine sur les
temps de prothrombine, entrainant
méme une capacité accrue de saigner.
Drapres une enquéte réalisée en 1999,
pres de 49 % des Américains adultes
auraient utilisé des produits a base
d’herbes médicinales au cours de
Pannée précédente. Or, il a été prouvé
que jusqua 31 % des patients qui
utilisent ces produits les combinent
avec des médicaments d’ordonnance,
et qu’environ 70 % de ces derniers
patients ne déclarent pas de facon
réguliere la consommation de tels
produits a leurs fournisseurs de soins
de santé.'* "

Un autre rapport instructif fait état
du recours des personnes atteintes
de cancer aux médecines douces et
autres approches thérapeutiques. La
priere et d’autres pratiques spiritu-
elles seraient les approches les plus
fréquentes, déclarées par 61,4 % des
survivants. Viendraient ensuite la re-
laxation (44,3 %), la guérison par la
foi (42,4 %), la consommation de
suppléments nutritifs et de vitamines
(40,1 %), la méditation (15 %), la
consultation religieuse (11,3 %), les
massages (11,2 %) et la fréquenta-
tion de groupes de soutien (9,7 %).
L’hypnose était une méthode moins
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susceptible d’étre utilisée (0,4 %), un
peu moins souvent que la thérapie
par rétroaction biologique (1,0 %) et
Pacupuncture ou Tacupressure (1,2
0/0)‘14

La wvalidité des déclarations issues
d’études  scientifiques
aussi une question importante. La
présente analyse vise a fournir au
lecteur des éléments scientifiques

constitue

pour mieux comprendre les effets
possibles des problemes comporte-
mentaux sur la genese des affections
systémiques et oculaires. Aussi faut-il
garder a Pesprit que de nombreuses
déclarations prenant appui sur une
foule d’études n’ont pas encore été
prouvées. Notons qu’il est toute-
fois difficile d’établir des preuves
incontestables en raison de la com-
plexité des essais menés sur des
sujets humains. L’extrapolation de
certains des concepts otientantune re-
cherche de base pour une éventu-
elle application clinique est possible,
mais un optimisme prudent est de
mise jusqu’a I'obtention de résultats
découlant d’essais cliniques. Toute
analyse relative a des rapports publiés
doit tenir compte de la conception
de Pétude en soi. A cet égard, dans
un récent éditorial publié dans Oph-
thalmology Times, le 15 tévrier 2000,
Peter McDonnell souléve une ques-
tion : doit-on croire les plus récents
résultats examinés par des pairs? 11
fait référence a un article rédigé par
loannidis, dans lequel celui-ci in-
dique quil a examiné 49 articles de
recherche « importants », publiés
dans les principales revues médicales
entre 1990 et 2003 et par la suite ci-
tés un millier de fois, pour constater
que plus de 33 % d’entre eux étaient

15-17

finalement dans lerreut. Pour

faire avancer tout modele éducation-

nel, il est essentiel de procéder a un
examen critique des idées nouvelles
avant de transmettre linformation
sous-jacente aux équipes de presta-
tion de soins de santé généraux. Par
ailleurs, nous semblons assister 2
une augmentation des cas de fraude
a I’étape de la publication des essais,
et les rétractations écrites n’ont lieu
que longtemps apres la constatation

des résultats en découlant'®',

sans
compter le nombre excessif de con-
clusions cliniques apparemment im-
portantes®. A ce chapitre, les auteurs
d’une étude canadienne formulaient
des propos intéressants au sujet de
la recherche parrainée par 'industrie
sur la prostaglandine. Ils se sont
apercus que les études financées
par lindustrie étaient considérable-
ment plus susceptibles (19 études
sur 27 = 70 %) de déboucher sur
des conclusions abstraites, qui ne
correspondaient pas aux principaux
résultats d’études non financées par
Iindustrie (2 études sur 12 — 17 %,
P = .002). Dans 89 % des cas, les
conclusions des résumés des études
financées par I'industrie étaient favo-
rables au médicament produit par la
compagnie pharmaceutique.

Cette mise en garde ayant été
faite pour encourager un optimisme
prudent, 'examen de la littérature
relative a l'interaction des spécialisa-
tions médicales (Cross-TalkM®) peut
commencer.

Régime alimentaire propice aux ef-
fets anti-inflammatoires, a la neuro-
protection et a "amélioration globale
de la santé oculaire

Si le regard est le miroir de I'ame,
il en dit aussi beaucoup sur le fonc-
tionnement du corps. A terme, la san-
té oculaire est révélatrice de tous les
aspects de la santé, bien que la relation

causale directe ne tombe pas sous le
sens en raison des effets cumulatifs
des comportements d’une personne.
La qualité du régime alimentaire et le
fait de se mettre a la diete ont tous
deux un effet sur la santé des yeux.
Un régime alimentaire déséquilibré,
Iinteraction médicamenteuse et les
phénomenes de toxicité créent des
problemes de santé a I'intérieur des
systemes cardiovasculaire, endocri-
nien et neurologique, qui se réper-
cuteront sur la fonction oculaire.
En outre, les dietes radicales et la
chirurgie bariatrique déroberont au
corps les nutriments essentiels a son
fonctionnement. La présente analyse
abordera quelques faits saillants rela-
tivement au régime alimentaire, a la
modification des comportements et
a la consommation de suppléments,
mais son but consiste surtout a faire
valoir 'importance de la coordina-
tion des efforts de prévention et de
gestion des affections systémiques et
oculaires.

L’exces de poids ou I'obésité ainsi
quun régime alimentaire déséquili-
bré apparaissent comme des menaces
constantes a la santé systémique et
oculaire.”** Le régime alimentaire
influe a la fois sur la morbidité et
la mortalité, et la prudence incite a
maintenir un poids normal et a con-
sommer des nutriments sains. Cer-
taines ¢études établissent des liens
entre I'obésité et la dégénérescence
maculaire.”* Il est notamment men-
tionné que l'obésité en général, plus
particulierement abdominale, accroit
le risque de progtression d'une DMA
avancée, alors que laugmentation
de lactivité physique tend a le faire
#2611 est ironique de cons-
tater quun patient trop mince chez
lequel on soupconne une malnutri-

baisset.
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tion s’expose également a un risque
accru.”” Un autre rapport récent in-
dique que les facteurs de risque de
maladie cardiovasculaire chez les La-
tino-Américains peuvent influer sur
la DMA avancée.”® Il n’y a pas lieu
de s’en étonner depuis les premiers
travaux de Richer, qui ont démontré
que les facteurs de risque de mala-
die cardiovasculaire, y compris les
niveaux de fer sérique, contribuaient
a la progression de la DMA.*" Les
autres facteurs de risque souvent as-
sociés aux maladies du cceur, comme
le tabagisme et les changements a la
composition du sang, peuvent aussi
étre modifiés dans notre base de
patients.”’”  Des études
également du fait que 'obésité est ac-

attestent

tuellement liée a une dégénérescence
pigmentaire de la macula, qui pour-
rait étre attribuable a la concurrence
inhérente du tissu adipeux.”®*® Les
taux sériques de lutéine et de zéax-
anthine sont les véritables mesures
de lefficacité des effets de protec-
tion du régime alimentaire, et ces
deux taux sont inférieurs lorsqu’il y
a obésité et diabete. Si toutes ces
études ne concluent pas de facon
absolue au besoin dune diete d’un
point de vue scientifique, elles souli
gnent 'importance de I'abandon de
la cigarette pour réduire le risque de
DMA.*

Beaucoup d’analyses ont porté sur
le régime alimentaire par rapport au
développement des cataractes. Bien
qu’elles soient tres ciblées, certaines
ont établi un lien entre le syndrome
métabolique et la genese des cata-
ractes.*”*" Tout indique qu’il existe
un lien entre le stress oxydatif et la
formation de cataractes si, encore
une fois, un probleme de tabagisme
est en cause.”” En général, il s’avere

aussi que I'obésité indique une pro-
babilité accrue de développer une
cataracte, bien que ce marqueur soit
légérement imprévisible en fonction
du type de cataracte.**  Si l'indice
de masse corporelle (IMC), 'obésité
abdominale et le diabete sont plus
élevés, lincidence d’une cataracte
corticale et d’une cataracte sous-cap-
sulaire postérieure 'est aussi.***’

Le lien entre le diabete et obésité
(plus particulicrement le syndrome
métabolique) est incontestable.*!
Le syndrome métabolique dénote
Pexistence d’une série de facteurs de
risque naturellement reliés, notam-
ment 'obésité, une pression artérielle
élevée, une résistance a linsuline, la
dyslipidémie, un état proinflamma-
toire et un état prothrombotique.
Ce scénario (syndrome métabolique)
peut entrainer plusieurs problemes de
flux vasculaite rétinien dans Pceil. >
Le lien avec la rétinopathie diabé-
tique fait objet d’une plus grande
circonspection, mais des études ont
associé la microvasculopathie réti-
nienne au syndrome métabolique.*" **
L’inhibition des médiateurs inflam-
matoires intervient aussi dans la ré-
duction des risques de diabeéte™, et
des changements au régime alimen-
taire peuvent la favoriser. Une dicte
axée sur le syndrome métabolique
peut constituer la solution a explorer
pour réduire le risque de rétinopathie
diabétique, mais les essais cliniques
doivent corroborer cette conclusion.
De plus, il importe de se pencher
sur d’autres facteurs qui peuvent ac-
croitre le stress oxydatif et diminuer
Papprovisionnement de I'ceil en sang
oxygéné, comme le tabagisme et
I'apnée du sommeil.

Il y a également une association a
faire entre les problemes de poids

et le glaucome. 1l ressort sans équi-
voque de certaines études qu’un lien
existe entre, d’une part, la résistance a
I'insuline et le syndrome métabolique
et, d’autre part, la pression intraocu-
laire.”” L’indice de masse corporelle
semble lié a une pression intraocu-

laire élevée. >

1l va sans dire que
la premiere réaction des cliniciens
face a un tel fait serait d’examiner
la taille du cou ainsi que la pression
positive pour conclure qu’il s’agit de
facteurs associés a I'apnée du som-
meil, qui correspondent a cette ana-

6061 Ta relation entre I’élévation

lyse.
de la pression du liquide céphalora-
chidien, I’hypertension intracranienne
idiopathique, les concentrations séri-
ques de cortisol et'apnée du sommeil
forme un scénario digne d’intérét en
ce qui concerne la pression intra-
oculaire élevée.”” Bien qu’une ana-
lyse approfondie d’un point de vue
scientifique s’impose, il semble, assez
logiquement, que obésité ait un lien
avec le glaucome, si celui-ci n’est pas
imputable a un autre état physique
restreint.

Cordain soutient que le régime
alimentaire occidental a évolué d’une
facon qui ne répond pas a nos be-
soins biologiques de base.”” Cette
affirmation s’appuie sur I'idée que
nous possédons encore les genes de
’homme des cavernes (génotype),
lesquels exigent une alimentation de
type paléolithique qui ne correspond
pas a notre régime alimentaire ac-
tuel. Celui-ci, jugé aberrant, créerait
un stress oxydatif qui influerait a la
fois sur les réactions inflammatoires
et le systeme immunitaire. Dans le
cas d’'un glaucome, le stress oxyda-
tif mene a des modifications aux
cellules ganglionnaires de la rétine,
qui précipitent la progression des
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dommages. I’obtention de résultats
similaires est vraisemblable pour
d’autres troubles oculaires. Sans
une conversion appropriée de ces
radicaux, le stress empoisonnerait
le systeme.** Les produits phytochi-
miques, tels le thé vert ou noir®*,
le café®® le chocolat noir® et le vin
rouge”!, contiennent des composés
polyphénoliques qui agissent comme
des phagocytes de radicaux libres.”
Selon un récent article axé sur un
sous-groupe de femmes noires, la
consommation de trois portions ou
plus de fruits par jour entralnerait
une diminution de 79 % du risque
de glaucome, par comparaison a
celles en consommant moins d’une
pat jour.” Une autre étude portant
sur des femmes afro-américaines
conclut, comme on pouvait s’y at-
tendre, a ’existence d’un lien entre,
d’une part, une consommation plus
élevée de boissons gazeuses et de
boissons aux fruits et, d’autre part,
une incidence accrue de diabéte de
type 2.*  L’équilibre (MODULA-
TION) est le mot d’ordre en ce qui a
trait a 'alimentation en général, a la
consommation de suppléments et a
la modification des comportements.

Par ailleurs, une récente étude
présente les recommandations suiv-
antes pour adopter un régime anti-
inflammatoire susceptible d’améliorer
Iétat de santé général et, de facon
plus particuliere, le systéme cardio-
vasculaire, dont l'incidence sur les
troubles oculaires n’est plus a dé-
montrer, ni le risque de développer
des maladies neurodégénératives qui
en découle. Trés bons indicateurs
de la présence d’une inflammation
systémique, les niveaux de proté-
ines C réactives seraient élevés dans

Un régime anti-inflammatoire peut
s’avérer profitable a toute personne
souffrant d’une affection accompa-
gnée d’'un nombre élevé de protéines
C réactives.

« Ce régime anti-inflammatoire
doit étre considéré comme le moyen
de prévention principal ou secon-
daire de la coronaropathie et du
diabéte.” »

L’indice glycémique d’un aliment
est défini comme la surface incré-
mentielle se trouvant sous la courbe
de glucose postprandial associée
a lingestion d’une portion de 50 g
d’un aliment particulier, patr opposi-
tion a celle de 50 g de glucose par
voie orale. Les glucides idéaux, c’est-
a-dire ceux dont I'indice glycémique
est faible, comprennent les légumes
a feuilles vertes, comme le brocoli et
I’épinard, et les fruits, tels le pample-
mousse et les cerises. Optez pour
des glucides a haute teneur en fibres
et dont l'indice glycémique est faible
— légumes, fruits, grains entiers, 1é-
gumineuses et NOix.

Une consommation excessive de
glucides transformés provoque un
cycle vicieux de pics transitoires
dans les niveaux de glycémie, en
plus d’entralner une augmentation
de la production d’insuline et de
Phypoglycémie réactive. Evitez les
aliments et les boissons tres trans-
formés, plus particuliecrement ceux
contenant du sucre, du sirop de glu-
cose a haute teneur en fructose, de la
farine blanche ou des gras trans.

Les petits fruits, le chocolat noir,
le vin rouge, le thé et les grenades
réduisent le stress oxydant post-
prandial ainsi que linflammation.
Les feves de cacao contiennent
une sous-catégorie de flavonoides

menter la quantité d’eNOS et, par le
fait méme, de NO. Cette propriété
améliore la vasorelaxation d’origine
endothéliale.”® D’aprés une étude,
un carré de chocolat noir comporte
6,3 g et ne représente que 30 kcal
par jour, et des études antérieures
ont montré que 100 g de chocolat
noir abaissent la pression artéri-
elle de 12/9 mm Hg, mais risquent
d’accroitre apport calorique.”

Le café contient des antioxydants
et peut améliorer la sensibilité a
Iinsuline. I.a consommation de thé
noir réduit Pactivation plaquettaire
et la concentration plasmique de
protéines C réactives. Cependant,
une recherche antérieure n’a pas
conclu a une réduction constante du
risque d’accident vasculaire cérébral
associ¢ a la consommation de café
ou de thé. Une étude tend a indiquer
qu'une consommation plus élevée
de café et de thé peut réduire le
risque d’infarctus cérébral chez les
hommes qui fument, mais pas celui
d’hémorragie intracranienne.”

Ajoutée a un repas dont lindice
glycémique est élevé, la cannelle ra-
lentit la vidange gastrique et réduit
I'excursion de glucose postprandial.

Les noix ralentissent également la
vidange gastrique et peuvent réduire
de moitié leffet des glucides dont
lindice glycémique est élevé. Elles
diminuent également les dommages
imputables aux protéines oxydatives
postprandiales. L.a consommation de
noix au moins cing fois par semaine
peut faire baisser les risques de coro-
naropathie et le diabete dans une
proportion de 20 % a 50 %. Mangez
environ une poignée de noix chaque
jour (un poing fermé), et accompa-
gnez-les de légumes, de grains, de

de nombreux troubles oculaires.  dont on a prouvé la capacité a aug-  petits fruits ou d’autres fruits.
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Le vinaigre peut réduire la glycémie
postprandiale, en plus d’accroitre la
satiété. Mangez chaque jour de la sa-
lade de feuilles vertes, relevée d’une
vinaigrette composée de vinaigre et
d’huile d’olive.

Les protéines maigres réduisent
Pexcursion du glucose postprandial
et améliorent la satiété. Ces protéines
se trouvent dans les blancs d’ceuf, la
viande de gibier, la poitrine de volaille
sans la peau et les protéines de lacto-
sérum ou toute source de protéines
laiticres non grasses. Consommez
des protéines maigres au cours des
trois repas de la journée.

Le fait de consommer une boisson
alcoolisée (0,5 % a 1 %) par jour chez
les femmes et d’une a deux boissons
alcoolisées par jour chez les hommes
peut réduire le risque de maladie
cardiovasculaire. La consommation
d’une a deux boissons avant un repas
peut réduire les taux de glucose post-
prandial et d’insuline. Cependant,
des quantités plus élevées peuvent
nuire au métabolisme du glucose.

Selon le niveau d’intensité,
Pexercice abaisse les taux de glu-
cose et de triglycérides. Faites de
Pactivité physique au moins 30
minutes par jour, 2 une intensité au
moins modérée.

Maintenez un poids normal et
évitez de vous trouver en surpoids
ou dans un état d’obésité. La circon-
térence de la taille ne devrait jamais
dépasser la moitié de la grandeur
d’une personne.

I a été prouvé qu’un régime
composé d’aliments a faible in-
dice glycémique était propice a la
perte de poids et a Pamélioration
du profil lipidique.” De plus, les
femmes du quintile le plus élevé d’un
groupe dont le régime était composé
d’aliments a forte teneur en lipides et
a faible teneur en fibres s’exposaient
a un risque relativement plus élevé
de développer un cancer du colon
(1,46), comparativement a celles du
quintile inférieur. En revanche, la
consommation d’aliments a haute te-
neur en fibres et de protéines saines

CARACTERISTIQUES DU SYNDROME METABOLIQUE :

1. Obésité abdominale;

2. Dyslipidémie athérogene;

3. Pression artérielle élevée;

4.Taux d'insuline élevés — plus de 10
a. Augmentation des matieres grasses
dans les cellules;
b. Accroissement du stockage de gras;
¢. Stimulation des cellules des muscles
lisses de la paroi vasculaire;
d. Hausse de la production de mauvais
types d*éicosanoides (EC) — hormones
intracellulaires;
e. Les ECde type 1, bons, risquent

d'étre inhibés par une trop grande
quantité de graines de lin;

f. Les EC de type 2, de mauvais gluca-
gons, sont dimportants inhibiteurs;

5. Rétention rénale des liquides
Le glucagon agit comme anti-insuline,
et les aliments a haute teneur en
protéines et a faible teneur en glucides
le stimulent.

6. Production d'une quantité élevée de
médiateurs inflammatoires, mesurée
en fonction des taux de protéines
réactives C.

est associée a une réduction des taux
de cancer du colon. Le régime ali-
mentaire n’aurait pas une forte inci-
dence sur le risque de cancer rectal®.

Idéalement, nous serions tous des
adeptes du régime paléolithique et
de DPexercice, nous maintiendrions
un poids sain et nous ne consom-
merions pas de substances poten-
tiellement toxiques. L’utilisation de
suppléments serait alors totalement
futile. Cependant, il y a loin de la
coupe aux levres, et méme les per-
sonnes les plus exemplaires som-
brent parfois dans un mode de vie
qui laisse a désirer, d’ou I'importance
des rappels, notamment pour la con-
sommation de suppléments. I est
également essentiel, par rapport a
toutes ces considérations, que nous
tenions compte des toxicités et des
interactions éventuelles.

La deuxieme partie de cet article
portera sur les avantages déclarés de
certains nutriments et suppléments.

Le D" Alexander ne tonche ancune
compensation anpres d'entreprises spe-
clalisées dans les suppléments nutritifs. 1/
agit comme conseiller non rémunéré aupres
de Biosyntrx. 1/ dirige une entreprise
d'imagerie numeérique, Clinical Education

Sfor Optovue Inc., qui produit le RT'V ue.
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Enhanced spherical aberration control to reduce the appearance of blurriness,
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Slow release packaging solution works with tears to
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CLINICAL RESEARCH

A comparative study of the efficiency of chart versus
computer-generated contrast sensitivity testing
in glaucoma patients and controls.

BY SALLY CHETRIT, OD; MELISSA GAUDET, OD; WALTER WITTICH, MA;
IAN L. BAILEY, OD, MS, FCOPTOM, FAAO; OLGA OVERBURY, PHD

s an integral part of a pa-
tient’s primary care team,
the optometrist plays a key
role in the diagnosis and co-man-
agement of glaucoma. In Canada
alone, one in 100 individuals over
the age of 40 will develop glaucoma,
a leading cause of blindness." Vision

loss caused by this ocular disease is
preventable, thus emphasizing the
importance of early diagnosis and
treatment.

Glaucoma is a condition which,
in most cases, is accompanied by an
elevation of the intra-ocular pres-
sure (IOP). This increase in IOP is

ABREGE

Objectif : Le but de la présente étude tait
d'évaluer I'efficacité de tests de sensibilité au
contraste imprimés ou générés par ordinateur
chez des patients atteints de glaucome ou
ayant une bonne vision. Méthode: Nous avons
mesuré a sensibilité au contraste d’un groupe
de 64 individus composé de 30 jeunes et 18
ainés (groupe controle) ainsi que 16 patients
atteints de glaucome. Dans un premier temps,
nous avons utilisé deux tests pour déterminer
la sensibilité au contraste (SC). Le premier

est 'échelle de MARS et le second, un test de
Bailey informatisé comprenant une tache de
recherche de nombres. La deuxieme étape con-
sistait a déterminer la sensibilité au contraste
spatial (SCS) pour des cibles de différentes
fréquences spatiales. Pour ce faire, nous avons
utilisé échelle Vistech ainsi qu'une tache infor-
matisée mise au point par Faubert. Résultats:
Les résultats obtenus aux tests de SC démon-
trent un déclin chez les patients atteints de
glaucome comparativement aux deux groupes
controles (p < 0.001). Le test mesurant le

SCS démontre un déclin de sensibilité chez les
participants ainés (p < 0.001) ainsi que chez
les patients atteints de glaucome (p < 0.001).
Conclusion. Les données obtenues indiquent
que le SCS semble supérieur pour différencier
les trois groupes étudiés. Le test de Faubert
ainsi que le Vistech mesurant la sensibilité au
contraste a diverses fréquences spatiales dé-
montrent un déclin statistiquement significatif
dans la mesure de SC, particulierement dans

le spectre médian des fréquences spatiales.
Comme ces différences sont importantes,

elles deviennent plus faciles a détecter méme
lorsque le matériel informatique n'est pas
calibré. De plus, ces téches sont plus facilement
exécutées. Ces résultats soulignent Iimportance
des différentes fréquences spatiales dans la
détection et le dépistage du glaucome. D'autre
part, le test informatique n‘apporte pas plus de
bénéfices que la version imprimée.

Mots clés : glaucome, sensibilité au contraste,
sensibilité au contraste spatial, dge, procédures
de test

a consequence of increased resis-
tance in the eye’s trabecular mesh-
work which, as a result, slows down
the filtration of the aqueous humor.
The elevated IOP causes mechanical
damage and a decrease in blood per-
fusion at the level of retinal ganglion
cells, and there is progressive optic
nerve atrophy and visual damage.”
The disease mechanism, however,
is different for normal tension glau-
coma.

While glaucoma may affect many
visual functions, the ones of interest
in this study were contrast sensitivity
and spatial contrast sensitivity. Both
these aspects of spatial vision can
be very strong predictors of every-
day performance and may provide
insight into a patient’s quality of life.
Contrast sensitivity (CS) is defined as
the measure of an individual’s ability
to detect a difference in luminance
between two distinctly defined areas,
whereas spatial contrast sensitiv-
ity (SCS) also considers the size of
a target’s spatial components’, for
example by using sinusoidal gratings
with different spatial frequencies as
the test targets.

The standard clinical evaluation
of CS and SCS is executed by means
of printed test charts. Even though
contrast and spatial configurations
are controlled very precisely, these
tests require an external light source,
which often makes it difficult to
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ABSTRACT

ABSTRACT: Purpose. The goal of this study was
t0 assess the efficiency of chart vs. computer-
generated contrast sensitivity tests in glaucoma
patients and controls. Methods. A total of

64 individuals (30 young controls, 18 older
controls, 16 glaucoma patients) were tested
for contrast sensitivity using 4 different tests.
Two tests determined contrast sensitivity (CS)
for detecting large targets with sharp borders.
One of these was the MARS printed chart, and
the other a computerized number search test
by Bailey. The second assessment determined
spatial contrast sensitivity (SCS) for sinusoidal
grating targets at several spatial frequencies.
One of these was the printed Vistech chart,

the other a computerized test by Faubert.
Results. Both CS tests showed a decrease in the
glaucoma group versus bath the control groups
(p < 0.001). The tests for SCS demonstrated

a decrease in sensitivity both with age (p <
0.001) and in the presence of glaucoma (p <
0.001) across all spatial frequencies. Conclu-
sion. The data indicated that SCS was superior
in separating the three study groups. Neither
of the computer-generated tests was more
sensitive than its printed counterpart.

Key Words: glaucoma, contrast sensitivity,
spatial contrast sensitivity, age, testing
procedures.

achieve adequate and uniform il-
lumination across the chart. This
problem can be overcome with the
use of computer monitors to display
CS and SCS stimuli. The quality of
computer displays has improved in
the last decade, making the standard
PC capable of generating high-reso-
lution images suitable for presenting
test stimuli.*

was to compare the efficiency of chart
vs. computer-generated CS and SCS
tests. Specifically, it was hypothesized
that the computer-generated tests
would prove to be more sensitive to
visual defects caused by glaucoma.

Methods

Both the Health Sciences Research
Ethics Committee at Université de
Montréal and the Sir Mortimer B.
Davis Jewish General Hospital In-
stitutional Review Board approved
the study protocol as adhering to the
Tenets of the Declaration of Hel-
sinki for research conducted with
humans.

Participants

Sixty-four individuals participated
in this study and were divided into
3 categories: Group 1 consisted of
30 young controls (mean age = 23
years, range 21-28), Group 2 con-
sisted of 18 older controls (mean
age = 060 years, range 50-80) and
Group 3 consisted of 16 primary
open-angle glaucoma patients (mean
age = 71 years, range 51-85). Partici-
pants from Group 1 with normal or
corrected-to-normal vision were re-
cruited primarily from the student
body of the Université de Montréal,
FEcole d'Optomiétrie. Group 2, recruited
trom the Clinigue Universitaire de la
Vision, consisted of patients with vi-
sual acuity better than 20/40 (6/12)
and no identified ocular disorders.
Group 3 was recruited from the
patient population of the Ophthal-
mology Department at the SMBD
Jewish General Hospital. These
patients had received a diagnosis
of primary open-angle glaucoma

purpose of the present study, a pa-
tient diagnosed with glaucoma was
defined as one having an IOP great-
er than 21lmmHg on at least two oc-
casions, as well as a diagnostic visual
field defect or pathological cup-to-
disc ratio. Informed written consent
was obtained from each subject be-
fore testing.

Materials & Procedure

The evaluation of CS and SCS was
accomplished by using four differ-
ent tests: the Faubert test (Montréal,
Québec), the Vistech chart (Day-
ton, Ohio), the MARS chart (Chap-
paqua, NY), as well as the Bailey test
(Berkeley, California). Every testing
session began with an evaluation of
the visual acuity using the ETDRS
visual acuity chart (Lighthouse, NY),
placed at a distance of 4 meters. All
participants had visual acuity of
20/40 or better. For each partici-
pant, only one eye was tested. For
Groups 1 and 2, the eye to be tested
was chosen randomly. For Group
3, the tested eye was one diagnosed
with glaucoma.

Evaluation of CS, using each of
the four tests previously mentioned,
followed visual acuity testing. The
test order was randomized for each
participant to avoid order effects
from fatigue, variations in concen-
tration and practice. For each test,
the measurements were taken mon-
ocularly with the observer wearing
the appropriate refractive correction.

The Faubert test is a computer-
generated SCS test composed of
sinusoidal gratings, varying in both
spatial frequency (1.5, 3, 6, 12, and
18 cpd) and in contrast, whereby

The objective of the present study by a glaucoma specialist. For the increments were adjusted using the
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QUEST procedure.” The observ-
er’s eye was 50 centimeters from a
calibrated computer screen (mean
luminance 55 cd/m?. Each test
target was presented for 750 milli-
seconds, after which the observers
were asked to indicate the direction
in which the gratings were oriented:
vertically or horizontally. The ob-
servers were required to respond
to each trial and they were obliged
to guess when they were uncertain,
even if the screen was perceived as
uniformly grey (2-alternative forced-
choice paradigm).

The Vistech chart, used to evalu-
ate SCS, is composed of circular
sine wave gratings, placed in five
rows and nine columns. The five
rows vary in spatial frequency (1.5,
3,6, 12, and 18 cpd), while the 9 col-
umns vary in contrast. This test was
performed at a distance of 3 meters
with the chart uniformly illuminated
by an external light source (mean lu-
minance 55 cd/m?). Observers were
instructed to begin with the top row,
identifying the last patch in which
gratings could be discerned and then
determining the direction in which
the gratings were tilted: left, right or
up. Even if no direction could be
perceived, the participant was asked
to guess (3-alternative forced-choice
paradigm). This procedure is known
to provide improved accuracy. ¢

The MARS chart is a CS test con-
sisting of 48 letters of equal size
arranged in eight rows of six let-
ters each. Contrast varies from 91%
(-0.04 log units) to 1.2% (-1.92 log
units) with the contrast of each let-
ter decreasing by a factor of 0.04
log units. The chart was placed on
a reading stand 50 centimeters from
the patient (mean luminance 88 cd/

MARS Contrast Sensitivity Score (log)

Figure 1: Mean contrast sensitivity scores on the MARS chart across three subject groups.
Error bars represent 95% confidence intervals. Glaucoma patients had
statistically significantly lower scores compared to both control groups.

m?, spatial frequency of 1.83 cpd).
Subjects were instructed to read all
the letters on the chart, beginning
with the highest contrast letter. Test-
ing ended when two consecutive let-
ters were missed. ’

The Bailey test is a computer-gen-
erated CS test that is in a prototype
stage but is routinely used within
the optometry clinics of the Uni-
versity of California at Berkeley for
both clinical and research purposes.
This is a test in which targets are the
numbers 1 through 8 distributed in
randomly assigned locations over
the screen. These large (40 mm)
numbers vary systematically in the
degree of contrast, with 1 being at
maximum contrast and 8 being at the
minimum with a 0.3 log-unit differ-
ence from one contrast to the next.
The test is designed with a standard
sequence of 6 display screens, each

presented for 20 seconds, so that
there are two presentations each
at 24 contrast levels (0.0 to 2.3 log
units). The stimuli were displayed
on a calibrated computer screen at
a viewing distance of 50 centimeters
(spatial frequency of 1.83 cpd). The
task for the patient was to locate the
numbers in sequence. (The Bailey
test was added to the protocol in
order to provide a computer-gen-
erated way of testing CS; however,
due to methodological problems,
the calibration of the actual contrast
levels was not accurate. As a con-
sequence the numerical values do
not indicate the actual contrasts, but
they do, nevertheless, reliably reflect
the order of the contrast levels. The
resulting shift in CS results will be
addressed in the discussion section
in more detail.)
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Results

A partial Latin-square was used in
the randomization of the testing
sequence. The data collected from
the MARS and Bailey tests were
analyzed using a one-way analysis of
variance (ANOVA). Figures 1 and 2
display the mean CS scores for both
the MARS and the Bailey tests for
all groups. Using the MARS test, a
statistically significant main effect of
group was detected, (2, 61) = 20.83,
p < .001, y* = .41, whereby mean
CS scores did not differ between
the two groups of healthy younger
and older observers; however, both
groups differed significantly from
the glaucoma group, p < .001, re-
spectively (Tukey correction). Using
the Bailey test, the same main effect
was detected, F(2, 61) = 22.06, p <
001, 0’ = .42. Again, both younger
and older normals could not be dis-
tinguished but both groups differed
from the glaucoma participants, p
< .001, respectively (Tukey correc-
tion).

A two-way factorial ANOVA (5
spatial frequencies x 3 test groups)
was used for both the Vistech and
the Faubert test in order to consider
a second variable, spatial frequency.
Mean values are displayed in Fig-
ures 3 and 4. Note that the units for
the Vistech analysis were not trans-
formed into log units. The conver-
sion was not possible since some of
the glaucoma patients scored 0 on
some of the spatial frequencies (they
were unable to detect any gratings
at the lower frequencies). For the
Faubert test, the analysis revealed a
statistically significant interaction ef-
fect, F(8, 244) = 4.28, p < .001, 0’ =
.12, whereby all three groups dem-

Figure 2: Mean contrast sensitivity scores on the Bailey test across three subject groups.
Error bars represent 95% confidence intervals. Glaucoma patients
had statistically significantly lower scores compared to both control groups.

onstrated a decrease in CS as spa-
tial frequency increased. Given that
showed better
CS, this decrease was steeper when
compared to the change in the glau-
coma group. For the Vistech test,
the analysis revealed an equivalent
interaction effect, F(8, 244) = 4.80,
p <.001, v’ = .14, with a similar pat-
tern of change in the group scores
across spatial frequencies.

normal observers

Discussion

The present results indicated that the
MARS and the Bailey tests, measur-
ing CS, did not find any significant
difference between the younger and
older control groups. The failure to
detect an age effect may be explained
by the fact that both the MARS and
Bailey tests assess the processing of
only low spatial frequencies ¥ which
are known to remain unaffected by

age.”'? In comparison, the Faubert
and Vistech tests, measuring contrast
sensitivity over a range of spatial fre-
quencies, demonstrated a statistically
significant decrease in CS, notably in
the middle spatial-frequency range.
Since these differences were con-
siderably larger, they become easier
to detect, even without calibrated
computer displays, and ate more
casily assessed, thereby emphasizing
the importance of these frequencies
in the detection of glaucoma. This
decline may result from a combina-
tion of age-related optical and neu-
ral changes. Optical changes, such
as age-related miosis, increased len-
ticular light scatter and ocular aber-
rations, may lead to reduced retinal
illuminance and reduced contrast in
the optical image that decrease CS,
particularly at high spatial frequen-
cies."”” Neural changes with aging are
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attributed to neuronal loss occut-
ring at various levels along the visual
pathway between the retina and the
cortex. It has been shown that these
neural changes are responsible for
the reduced CS at middle spatial fre-
quencies.”

When assessing the effect of glau-
comatous damage on CS, all four
tests demonstrated a statistically
significant loss of CS in the glau-
coma group compared to the healthy
control groups, across the range of
spatial frequencies. This is expected
from the diffuse ganglion cell dam-
age occurring in glaucoma patients.
Previous studies have found evidence
of damage to both the magnocellular
and parvocellular pathways in glau-

Figure 3: Mean contrast sensitivity scores across 5 spatial frequencies on the Vistech chart coma, resulting in loss of visual in-
, . SRET! :

Sor three subject groups. Error bars represent 95% confidence intervals. Scores formation.™ A decrease of CS in the

differed among all three groups across all spatial frequencies. lower spatial frequencies has been

attributed to magnocellular ganglion
cell damage, while a decline in high
spatial frequency CS has been asso-
ciated with parvocellular ganglionic
cell damage ™.

When comparing the efficiency of
printed chart tests to that of com-
puter-generated CS tests, there was
no difference in the ability of detect-
ing glaucomatous change. All four
tests were able to distinguish be-
tween the CS values for the healthy
and the glaucomatous groups. Closer
examination of the CS scores on the
Bailey test (see Figure 2) as com-
pared to the MARS test (see Figure
1) shows the CS values were system-
atically lower across all participants
on the computer-generated task.
This discrepancy suggested a sig-

- _ ) nificant difference in the calibration
Figure 4: Mean contrast sensitivity scores across 5 spatial frequencies on the Faubert test

Jor three subject groups. Error bars represent 95% confidence intervals. Scores
differed among all three groups across all spatial frequencies.

of the contrast levels; however, this
problem was detected too late to be
addressed during the study period.
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Therefore, the absolute contrast
values on the Bailey test should be
treated as suspect. Still, we believe
that a systematic relationship exists
between the nominal and the real CS
values on the Bailey test, indicating
that the interpretation of the results
with regard to separating the glau-
coma group from normal observers
still holds.

In order to minimize the effect of
other common eye disorders such
as cataracts, age-related macular de-
generation and diabetic retinopathy,
only eyes with best corrected visual
acuities of 20/40 (6/12) or better
were included in this study. While
it is possible to have cataracts, for
example, and still have such acuities,
our assumption was that the influ-
ence of cataracts is minimal in these
cases.

CS tests provide a comprehensive
assessment of visual function across
a wide range of contrasts and spa-
tial frequencies that accurately re-
flect vision in everyday settings. CS
testing holds promise as a means to
measure functional changes non-
invasively in glaucoma patients who
maintain adequate visual acuity.

While technology
seems to be the new trend in the di-

automated

agnosis of a wide variety of pathol-
ogies, at least in the case of contrast
sensitivity, the computer-generated
tests used in this study failed to de-
liver the superiority and precision
expected. As a result, the use of
printed contrast sensitivity charts
may, with good reason, remain the
method of choice in the evaluation
of this aspect of visual functioning,
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GUEST ARTICLE

Where in the world is Olongapo?

BY PASQ MARCANTONIO, 0D

Dr. Pasq Marcantonio, performimg trial lens
vision testing the old fashioned way.

hat was the question I asked

myself when I received an e-

mail from my provincial op-
tometric association asking for ODs
interested in participating in an op-
tometric mission to the Philippines.

I’'ve been in practice 33 years and
optometry has been very good to my
family and me.

Lately, I felt a strong urge to give
back something for all the good that
I was so fortunate to receive. I took
the plunge and submitted my name.
It was the best and most rewarding
thing I have done in a very long time.

Let me tell you about the experi-
ence. First, you have to know that it
really is a labour of love. You have
to understand that you not just lose
time from your work but you person-
ally pay for all your own expenses in-
cluding the flight, the food, and the
accommodations. In my case, that
was about $2700. Much of that can

be considered a charitable/ promo-
tional expense, just ask your accoun-
tant.

TWECS takes care of all the logis-
tics including booking flights, accom-
modations, and local contacts and
transportation and dealing with the
local officials.

They have organized over 16 safe
and well administered projects from
East Africa to Vietham and from
Peru to Cambodia, geared to help the
poorest of the poor.

The projects are self-contained and
complete from the moment the pa-
tient walks in to the time they leave
with a pair of glasses, it costs them
nothing. And we require nothing ex-
cept an area in which to work.

The planning for each project
starts a year in advance but as a vol-
unteer you begin to get updates and
information about three months be-
fore the trip.

The trips are usually planned for
the late Fall of the year. I first applied
in late August and I finally left Monc-
ton for Manila on November 5. Since
Moncton is the furthest possible dis-
tance from the Philippines, it took
me two days of flying to get there.

Olongapo City has a population of
about 100,000 and is located three
hours north of Manila near a decom-
missioned US naval base called Subic
Bay. The city is re-emerging from
the economic blow received when
Subic bay naval based closed in the

TWECS is a 100% volunteer
registered Canadian charity that
began in 1995. TWECS collects and
distributes old, used eyeglasses
and provides eye exams in devel-
oping countries where primary eye
care is unavailable.

Generous support from the
optical industry and volunteers
has allowed the Society to provide
restored vision to over 55,000
underprivileged people in the
Third World.

1990s. On the surface, you would be
unaware that the city had been hurt
by the closure of the naval base. The
streets were clean, vibrant and alive
and people were everywhere, bely-
ing the fact that the average family
income is $6 a day.

There secemed to be a concerted
campaign in town bent on raising the
sprit and pride of the citizens. An
abundance of slogans, posters and
songs extolling the citizens to ‘Aim
High Olongapo’ and ‘Fight for Ex-
cellence’ were everywhere.

The project in Olongapo lasted
nine clinic days divided into two sec-
tions. One full day was dedicated to
treating the residents of an indig-
enous tribal group of Aetas who
were resettled near Olongapo from
the area around Mount Pinatubo fol-
lowing the eruption of that volcano
which destroyed their villages.
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Patients who require glasses lining up at the dispensary station. This is the usual sight at the dispensary at around 4 pm. We usually run out of
chairs so the rest are standing up. The examination station is a covered multipurpose basketball court and civic stage. Open sides provide poor

light control but you don't get wet when it rains!

We examined, treated and dis-
pensed 500 patients that day. How
can you possibly do that you may
ask? The secret is organization and
delegation. Let me describe a typical
clinic day.

You get up at 6 am. and have
breakfast and are on the bus by 7
a.m. When you arrive at the clinic
site, which happens to be the local
sports arena in the centre of the city,
there are already 550 people inside
the arena some of whom have been
waiting for you since 4 a.m. Along
with another 100 outside who arrived
late but are hoping that someone will
leave so they can take their place.

As you walk in, they all stand up
and clap and give you a standing ova-
tion! When was the last time a patient
showed you that much appreciation?

The patients came from every age
group. From infants to seniors. The
only requirement was that they be
self-assesed as poor, and needy of
the service. 1 was amazed at the pa-
tience they showed by waiting quietly
for many hours while sitting on con-

crete seats and shuffeling along as we
proceeded with the exams.

The volunteer team was composed
of many walks of life. There were
four young university students, a 64
year old retired office worker, a sales
rep for a contact lens company, a 74
year old British ex-pat businessman
with wonderful wit and eloquence,
an optometric assistant and long
time TWECS administrator, one as-
sistant in an ophthalmology office, a
retired biologist turned piano tuner, a
statistician / amateur photographer,
two opticians and four optometrists
ranging from under 30 to a spry 57
year old (that would be mel). Some
had been on projects before but
most of us were first timers.

All had a role to play. Some worked
the registration desk, others did vi-
sual acuity, one did auto-refraction,
one did triage. The optometrists did
refractions, ophthalmoscopy, slit
lamp and disease treatments when
appropriate. The opticians dispensed
and did exit visual acuities and finally
the statistician kept track of it all.

Someone took responsibility to keep
everyone supplied with everything
from bottled water to clipboards to
fans to snacks. We had excellent local
support with local nurses who acted
as interpreters for us.

Altogether, we gelled into a well-
oiled and efficient machine. How
efficient you might ask? Well, not to
brag, but in nine days the team ex-
amined over 5,000 people, and dis-
pensed 4,000 pairs of glasses. (No
kidding, just ask the statistician.) All
free of charge.

Personally, 1 cannot remember a
more rewarding professional experi-
ence except perhaps the passing of
TPA legislation in New Brunswick.
For two weeks, you meet and live
with people who have given up as
much as you have to be here and it
is so refreshing to discover that there
are people in this materialistic world
who are prepared to give of them-
selves with no expectation of reward
except a heartfelt thank you.

Photos by: Damon Rand, TWECS Director
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SHE COULD NOT SEE TO THREAD HER NEEDLE TO SEW THE BAGS TOGETHER AND
COULD NO LONGER EARN A LIVING. JUST A SIMPLE PAIR OF READING GLASSES
WAS ALL SHE NEEDED TO KEEP ON WORKING.

Interesting cases, here is just a per-
sonal sampling:

How about the high school boy
who needed —22.00 D glasses but
we only had glasses up to —17.00 so
we gave him two pairs one —17 and
one —5.00 to use one over the other.
Don’t ask me how he managed to get
through school before this.

Or the old lady who came in with
shopping bags made of recycled My-
lar juice bags.

She could not see to thread her
needle to sew the bags together and
could no longer earn a living. Just a
simple pair of reading glasses was all
she needed to keep on working,

Then there was the little 8 year old
girl with the turned-in eye that re-
quired a + 8.00 Rx and the eye just
seemed to straighten right out almost
immediately.

The three year-old boy with an
acute purulent, bacterial eye infection
who just needed a topical antibiotic.

Sometimes you just felt like a mir-
acle worker.

Heartbreaks, yes, there were some:

The impotence felt when facing
someone with dense cataracts be-
yond our help but with the frustrat-
ing knowledge that a free, twenty
minute operation would give him
back his sight... if only he lived in
Canada.

The frustration of seeing a patient
with obvious glaucomatous discs
who could be controlled with medi-
cation. Instead he was destined to go
blind just because he could not af-
ford the cost of eye drops.

Dr Marina Roma-March performing ophthal-
moscopy on young patients.

The heart-rending cases of tod-
dlers with congenital cataracts who
were destined to a dark world just
because cataract surgery was beyond
there reach.

Could we do more? .
we could. Did we do some good?
... You bet we did. Was it appreci-
ated? Well, consider that on our last
day, besides the 550 people already
inside the clinic, there were at least
another 500 outside standing in line
all around the arena just waiting and
hoping for a small miracle.

If you want to make a difference,
and if you want to give back and
show your gratitude for the good
fortune you have received, consider
joining a TWECS project.

As my team demonstrates, all types
of people and backgrounds can par-
ticipate productively

You do not have to be an optical
professional or involved in eye care.

You just need the willingness to
be part of a group that wants to do
some good.

.. Of course

You don’t have to actually go on a
mission to help out.

You can be a big help:

Just by having a used eye glasses
collection box in your office.

Email twecs@shaw.ca and ask for
a TWECS collection box.

If you want to go on a mission,
just call (604) 874-2733, ask for Dr.
Marina Roma-March and ask her for
all the particulars.

I hope to see you on my next

TWECS project,
Sincerely,

Pasq Marcantonio, O.D.

TWECS LATEST PROJECT

Zanzibar Tanzania
Sustainable Eye Clinic

Zanzibar, has a million people with
only two optometrists and one eye
clinic. In February of this year, TWECS
met with the Ministry of Health in
Zanzibar to draft a Memorandum of
Understanding and a five year plan
which would include raising enough
funds to train two more optometrists
and to build a permanent clinic site
in Kwamtipura. Kwamtipura has six
communities with 250,000 people
living in houses, essentially squatters
made with corrugated metal. The
clinic will be on the top floor of a
community triage clinic.
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i PUISSANCES SPHERIQUES +20,00 & -20,00
i PUISSANCES CYLINDRIQUES JUSQU'A -5,75

PROCLEAR® MULTIFOCAL XR
SPHERE POWERS +20.00 to -20.00 :
PROCLEAR™ MULTIFOCAL XR

PUISSANCES SPHERIQUES
+20,00 & -20,00

CONTACT YOUR COOPERVISION REPRESENTATIVE
TODAY TO ARRANGE YOUR MULTIFOCAL FIT DAY

COMMUNIQUEZ AVEC VOTRE REPRESENTANT CHEZ

COOPERVISION DES AUJOURD’HUI POUR ORGANISER VOTRE
JOURNEE D’AJUSTEMENT DE LENTILLES MULTIFOCALES

SEE BEYOND THE ORDINARY®
VOYEZ AU-DELA DE L'ORDINAIRE™
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OPTIX"AQUA

A New Level of & On Contact

COMFORT -2z,

Introducing the AQUA Moisture System

T =
A new, unique moisture agent for
* E comfort on contact
Fo \ VIR
f A patented lens material to help I~
] / maintain moisture* for comfort all day _;I P T I x.‘

An ultra-smooth surface with superior '—Mt
wettabilitys* and excellent deposit [

resistance* for comfort every day %

Call your CIBA VISION representative or visit mycibavision.com.

References: 1. CIBA VISION, data on file, 2007. 2. CIBA VISION, data on file, 2004. 3. CIBA VISION, data on file, 2007.

4. CIBAVISION, data on file, 2007.

Compared with 020TIX®. * AIR OPTIX AQUA: Dk/t 138@ -3.00D. Other factors may impact eye health. ACUVUE is a registered trademark and ADVANCE and OASYS are trademarks of Johnson & Johnson Vision Care, Inc. Biofinity is a
#Based on in vitro measurements compared with high-water content (>50%) hydrogel lenses. registered trademark of CooperVision, Inc. PureVision is a registered trademark of Bausch & Lomb, Inc.

§1n vitro measurement compared with ACUVUE® OASYS™, ACUVUE® ADVANCE™, Biofinity®, and PureVision®. © 2008 CIBA VISION Corporation





