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EDITOR’S NOTE

What the Heck  
Are You Doing?

Ernie Bowling, OD, MS, FAAO, FNAP

I recently attended my second 
meeting of this year. More on that in a later issue. At my 
first, SECO in Atlanta, the EnergEyes Board of Directors 
rolled out the premiere issue of this journal. It was well-
received, and I’m really proud of the look and feel of 
the journal. Yet I had a few colleagues whom I consider 
close friends and mentors take me by the arm, lead me 
aside and ask, “what the heck are you doing?” 

It’s a fair question. I had a great gig with one of 
the top publications in our profession, working with 
someone I greatly admire and with whom I had a 
great working relationship. Why on earth would I 
give that up? It really was a tough decision, but I have 
several well thought-out reasons:

•	 I	like	the	people	in	the	Energeyes	organization.	I’ve	
gotten to know many of them over the years and I 
know they are passionate about corporate optometry. 
They see corporate optometry as the future of our 
profession, and I agree with their vision.

•	 I’ve	been	impressed	with	the	Energeyes	Association.	
While	all	professional	organizations	provide	
benefits to their members, it is my opinion the 
Energeyes association provides their membership 
with some of the best benefits an OD can derive 
from	membership	in	a	professional	organization.	
You’re holding one of them now. I’ll not take the 
space here to list them all; just give their executive 
director a call, or talk to an Energeyes member. 
They’ll tell ya.

•	 I’m	personally	committed	to	their	vision	for	this	
publication. I believe in the mission of this journal, 
as do the members of the Editorial Review Board. 
While this journal is just getting started, we foresee 
many avenues to provide you the Association 
membership with ideas and information to help 
you in your practice. The first will be the Journal’s 
website, which will be online soon!

It is our desire to make this journal a valued resource 
for you. To accomplish that desire we will need your 
help. Your input is invaluable as we grow this journal 
into a publication you value. Please feel free to contact 
me anytime: erniebowling@icloud.com.

JOURNAL
ElectrıfEye
The Journal of Energeyes, The Association of Corporate-Affiliated Optometrists

May 2018
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PUBLISHER’S NOTE

Chad Overman, OD

July already???
This	is	ElectrifEye’s	third	issue	already	and	I	love	the	buzz	I	
hear about it when I travel. It is a really big deal for Corporate 
Optometry to have such an impressive voice and it will only get 
better and better. Keep sending us your ideas and thoughts on 
what you are interested in seeing in your Journal and absolutely 
keep writing about the fascinating patients you are seeing.

It excites me when new vendors come to me because they saw 
ElectrifEye and want to know how they can become a partner 
with both ElectrifEye and Energeyes. In the next few months, 
Energeyes members are going to be seeing more and more 
benefits from these vendors as it is becoming widely known 
Energeyes members are progressive, forward thinkers who are 
interested in the newest technology available.

I’ll highlight some of these benefits from our new vendor 
partners in the upcoming issues of ElectrifEye, in order to keep 
you abreast of the newest technologies which are coming to our 
Industry. One of the first ones will be a 4G internet solution 
for those of you in rural areas who are having trouble finding 
fast enough internet to run your EMR. If you are already an 
Energeyes member, you will hear about this one before our 
September issue and be able to get a jump on back to school. 
Another good reason to join Energeyes.

Thank you for all you do!

Professionally yours,
Dr Chad
SCO ‘95
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The Great Masquerader:  
A Case Report of Decreased Vision 
Secondary to Neurosyphilis

Abstract
Introduction. Syphilis is an infectious disease 
caused by the gram-negative spirochete bacterium 
Treponema pallidum. It is most commonly 
transmitted sexually through an abrasion of skin 
or mucous membrane and less commonly through 
transplacental infection. If left untreated, the 
organism is capable of causing morbidity in almost 
any organ in the body. 

Case Report. A 55 year old Caucasian male 
presented with blurry central vision OS. His initial 
BCVA was 20/40 OS, and slit lamp and dilated 
fundus exam findings were both within normal 
limits. A retinal specialist attributed the decreased 
vision to dry eye. Three months later, after signs and 
symptoms progressed, BCVA was 20/400 OS. IVFA 
was performed, which was remarkable for macular 
edema, disc hyperfluorescence, and periphlebitis. 
Systemic workup for infectious and inflammatory 
etiologies along with clinical presentation of 
mild vitritis led to the diagnosis of neurosyphilis. 
The patient was treated with aqueous crystalline 
penicillin IV q4h for 10-14 days, followed by 
benzathine	penicillin	IM	weekly	for	3	weeks.	BCVA	
was improved to 20/20 OS within a few months.

Discussion. Syphilis can manifest as various 
systemic signs and ocular symptoms. Potential long-
term ocular complications include those secondary 
to syphilitic uveitis, Jarisch-Herxheimer reaction, and 
chorioretinal scarring.

Conclusion.	This	case	emphasizes	the	
importance of a full work-up and thorough social, 
medical, and case history of patients with decreased 
vision to assess for occult conditions.

Keywords: neurosyphilis, ocular syphilis, 
intermediate uveitis, unilateral decreased vision

Introduction
Syphilis is an infectious disease caused by the 
gram-negative spirochete bacterium Treponema 

Lauren Grainger, OD

pallidum. It is most commonly transmitted sexually 
through an abrasion of skin or mucous membrane, 
and less commonly through kissing, blood transfusion, 
percutaneous injury, and transplacental infection.1,2 
According to the Center for Disease Control and 
Prevention, the United States had a reported rate of 7.5 
cases per 100,000 population in 2015, which represents 
a 19.0% increase compared with 2014, and a 66.7% 
increase compared with 2011.3 Clinical manifestations 
may be minimal or absent, and many patients who 
present with ocular signs of syphilis do not have systemic 
signs of the disease. Ocular manifestations often occur up 
to six months after initial infection, when most systemic 
manifestations have resolved.1 Untreated syphilis can 
remain latent throughout, although overt disease may 
develop at any time. If left untreated, the organism is 
capable of infecting and causing morbidity in almost any 
organ in the body, including the eyes.4 

Case Report
A 55 year old Caucasian male presented to the Lake City 
VA Medical Center eye clinic for urgent care. He was a 
long-term patient, and had been regularly seen for many 
years. At this visit, his chief complaint was blurry central 
vision OS that began three weeks ago. He reported it did 
not clear up with blinking and that he saw an outside 
optometrist recently who suggested diabetic changes. He 
also reported he thought a similar event happened to OD 
three months ago, which resolved after a few weeks. His 
ocular history included cataracts OU, corneal scar OD, 
pterygium OS, small CHRPE OS, dry eye syndrome OU, 
and refractive error/presbyopia OU. Medical conditions 
included non-insulin dependent diabetes mellitus type 
II where he reported he was going through changes in 
medications with blood sugar ranging from 100-250 
and an HbA1c equal to 8.1%. He also had hypertension 
controlled with medication. Eye medications only 
included artificial tears OU. Upon exam findings, best-
corrected visual acuity was 20/20- OD and 20/40 PHNI 
OS. Pupils were equal, round and reactive to light with 

Lauren Grainger, 
OD

ElectrifEye Peer-Reviewed Manuscript
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no afferent pupillary defect present. Amsler Grid was 
normal OD but revealed a distortion in ring around 
fixation point OS. Goldmann applanation tonometry 
measured 22 mmHg OD, OS. Slit lamp biomicroscopy 
along with dilated fundus exam were both within normal 
limits at this time. Macula OCT revealed normal foveal 
contour,	generalized	thickening	around	fovea,	no	fluid	
present, and center thickness of 281. The patient was 
referred to a retinal specialist and was directed to return 
in two months for a follow up.

Follow up #1
The patient returned for follow up and reported better 
vision OS. He saw the outside retinal specialist about 
six weeks prior, and was diagnosed with dry eye OS. 
However, no intravenous fluorescein angiography 
(IVFA) was done per patient or report. The patient was 
educated to see retina as needed. At this time, best-
corrected	visual	acuity	was	20/20	OD	and	20/30-2	OS.	
Slit lamp biomicroscopy along with dilated fundus 
exam were both stable and within normal limits. Macula 
OCT was stable OD, but showed increased thickening 
compared to previous OS with a center thickness of 
294. In the assessment and plan, the decreased vision 
was attributed to diabetes and dry eye, and the patient 
was instructed to follow up in four months for an 
annual exam and macula OCT. 

Follow up #2
Three weeks later, the patient returned with a chief 
complaint of progressive decline in vision OS over the 
past	two	weeks.	Vision	was	hazy	and	gray	without	detail	
of objects. Best-corrected visual acuity was 20/20-2 OD, 
and 20/400 PHNI OS. Super pinhole was a slow 20/40 
OS. Red cap desaturation revealed a dimmer view and 
duller red OS compared to OD. Slit lamp biomicroscopy 
was again within normal limits. Macula OCT revealed a 
subfoveal RPE clump with break in IS/OS junction but 
no intra-retinal or subretinal fluid OS. The assessment 
and plan was reduced vision OS, and a consult was 
placed with a VA retinal specialist, requesting an IVFA.

Follow up #3
The patient saw VA ophthalmology with a chief complaint 
of decreased vision OS for the past four to five months. 
Best-corrected	visual	acuity	was	20/30-2	slow,	dim	OS.	
Slit lamp biomicroscopy was within normal limits but 
upon dilated fundus exam, vitreous showed 1-2+ cells 
OU. Macula OCT revealed diffuse thickening with a 
small amount of nasal cystic intraretinal fluid OS only. 
See Figure 1. The IVFA showed late macular leakage 
with cystoid macular edema, late peripheral leakage, disc 
leakage, and phlebitis OU. See Figure 2. The assessment 
at this time was Intermediate Uveitis OU. The patient’s 
review of systems was positive for: gout, arthritis, cat 
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owner, homosexual relationships, anemia, cold sores, 
ulcers, chills, easily fatigued, rashes, stomach ulcers, muscle 
aches, h/o prostatitis, and Viagra usage. A systemic workup 
for infectious and inflammatory etiologies including 
Syphilis bioplex, Quantiferon gold, chest X-ray, ACE, 
lysozyme,	lyme	antibody,	HIV,	Hepatitis	B,	Hepatitis	C,	
ESR, CRP, Uric acid, Bartonella antibody, Toxo antibody, 
ANA, and pANCA was ordered. In addition, an MRI was 
ordered to assess for any lesions or demyelination.

Labs revealed an etiology of syphilis with reactive 
RPR, titers >1:128, and reactive syphilis IgG.

TABLE 1.  
Systemic workup 
for infectious and 
inflammatory 
etiologies.

Test Result/Status Test Result/Status

VDRL, CSF Reactive HIV Nonreactive

RPR Screen Reactive Hepatitis B Negative

RPR Titer >1:128 (high) Hepatitis C Negative

Syphilis IgG Bioplex Reactive ANA Negative

Treponema Pallidum AB Reactive ESR 28 mm/hr (high) 0-15

Quantiferon Gold Negative CRP 0.6 mg/dL (high) 0.1-0.4

Bartonella AB Negative Uric Acid 6.9 mg/dL (WNL) 3.5-8.5

Lyme AB Negative Lysozyme 8.6 mcg/mL (WNL) 5-11

Toxoplasma AB Negative ACE 7 U/L (low) 9-67

Figure 2. IVFA: Late macular leakage with CME, late 
peripheral leakage, disc leakage, and phlebitis OU.  
Shown OD, OS, peripheral OS respectively.

Figure 1. Diffuse thickening, small amount of nasal cystic intraretinal fluid OS. In the U.S., patients suspected of having syphilis 
are initially tested using nontreponemal tests (VDRL 
or RPR) to diagnose primary infection and treponemal 
tests (FTA-ABS or TP-PA) to confirm a positive result 
and/or prove past infections.2 The treatments vary 
depending on which type of syphilis the patient has. 
Neurosyphilis is classified as a positive FTA-ABS in 
the serum and either cell count >5 WBC, protein >45 
mg/dL, or positive CSF VDRL on lumbar puncture.2 
Neurosyphilis is treated with aqueous crystalline 
penicillin G 2 to 4 million U IV q4h for 10-14 days, 
followed	by	benzathine	penicillin	2.4	million	U	IM	
weekly	for	3	weeks.	Syphilis	with	abnormal	ocular	
but	normal	CSF	findings	is	treated	with	benzathine	
penicillin	2.4	million	U	IM	weekly	for	3	weeks.	
Some experts believe that any retinal or optic nerve 
involvement be considered as neurosyphilis.2 This 
patient was diagnosed with neurosyphilis, which 
was discussed with Infectious Disease and treated 
accordingly. See Table 1 for lab results.

Follow up #4
The patient returned with a chief complaint of decreased 
vision secondary to neurosyphilis. Best-corrected visual 
acuity	was	20/30-1	OS.	Slit	lamp	biomicroscopy	and	
dilated fundus exam was within normal limits. Macula 
OCT showed diffuse thickening and no fluid OU, and 
IVFA revealed improved foveal leakage in the late frames. 
MRI also came back within normal limits.

Follow up #5
About ten months after initial presentation, the patient 
reported that vision seemed improved and back to 
normal OS. His best-corrected visual acuity was back to 
20/20 OS. Slit lamp biomicroscopy, dilated fundus exam, 
macula OCT, and HVF 24-2 were all within normal 
limits OU.
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Discussion
Syphilis can manifest as various systemic and ocular 
signs and symptoms. Systemic syphilis includes primary 
syphilis where there is an incubation period of two-four 
weeks.1 During that time, patients develop a painless, 
non-purulent chancre at the site of inoculation, which 
usually resolves spontaneously without treatment up to 
one month after initial presentation. In as many as 60% 
of patients, the chancre goes unnoticed.1 Secondary 
syphilis occurs four-ten weeks following the appearance 
of the chancre, and nearly all develop this stage.1,5 A 
diffuse maculopapular rash, most prominent on palms 
of hands and soles of feet, occurs in greater than 70% 
of patients, and can also resolve spontaneously without 
treatment.1,5 Latent syphilis, which can last from 
months to a lifetime, is an asymptomatic period from 
the disappearance of secondary manifestations until a 
therapeutic cure or development of tertiary syphilis.1,5 
Tertiary syphilis occurs in about 40% of untreated 
cases, which comprises of cardiovascular disease, 
neurosyphilis, or gummatous infiltration of the bone and 
viscera.1 When the cardiovascular system is affected, it 
can lead to aortitis with aneurysm formation and aortic 
regurgitation. Neurosyphilis can include tabes dorsalis 
(slow degeneration of neural tracts primarily in the 

dorsal columns of the spinal cord), Charcot joints (loss 
of sensation), and general paresis of the insane (cerebral 
atrophy).1 Gummatous infiltration (soft growth) into the 
tongue can lead to carcinoma.5,6

Ocular syphilis includes primary, where a chancre 
can form on the eyelid or conjunctiva.1 Secondary 
includes uveitis, optic neuritis, active chorioretinitis, 
retinitis, retinal vasculitis, conjunctivitis, dacryoadenitis, 
dacryocystitis, episcleritis, scleritis, and monocular 
interstitial keratitis.1,2 With secondary syphilis, eyes are 
affected in about 10% of cases.1 Tertiary includes optic 
atrophy, old chorioretinitis, interstitial keratitis, chronic 
iritis, and Argyll Robertson pupil.1 

Treponemes are spirochetes, which are thin, delicate, 
helically	coiled,	and	5-20	µm	in	size.7 They are destroyed 
by soap and water, drying, or temperatures higher than 
42°C (107.6°F).7 They cause endarteritis of terminal 
arterioles with resultant inflammatory and necrotic 
changes, and an active inflammatory reaction at the 
level of the choriocapillaris-RPE-retinal photoreceptor 
complex.7 Typical patterns of syphilis include retinal and 
capillary leakage, vascular staining, disc hyperfluorescence, 
and macular edema on IVFA, “persistent dark dots” on 
indocyanine green angiography (ICGA), and loss of the IS/
OS, followed by subretinal fluid and cystoid macular edma 
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on SD-OCT.8 Potential long-term ocular complications 
include those secondary to syphilitic uveitis, Jarisch-
Herxheimer reaction, and chorioretinal scarring.9,10

Conclusion
This	case	emphasizes	the	importance	of	a	full	work-up	
and thorough social, medical, and case history of patients 
with decreased vision to assess for occult conditions. 
Clinical pearls to take away from this case are to not 
underestimate decreased vision if there are no clinical 
signs on initial visit, a review of systems can be a good 
place to start, lab tests are useful to rule out or confirm 
infectious and inflammatory etiologies, and to refer for 
IVFA to confirm leakage when warranted. 

Dr. Lauren Grainger earned her undergraduate degree from 
the University of Georgia and graduated from Illinois College 
of Optometry in 2017. After optometry school, she completed 
her residency at Lake City VA Medical Center in Lake City, 
Florida, where she worked in primary care and low vision 
clinics and also managed many binocular vision and ocular 
disease cases.
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To Lease or Not to Lease? 
That is the Question

By Mark Uhler, ODCorporate Perspectives

W ith homage to one of Shakespeare’s greatest 
soliloquies that is still befitting today, we 
struggle with decisions. Unlike Hamlet, 

however, we don’t have to dig that deep to question our 
existence, just whether it is nobler in the minds of men 
to open multiple locations for our optometric practice. 
I shall leave to the critics the subtle twists and turns of 
William Shakespeare’s language; my objective here is to 
examine at which point expansion of our optometric 
practice can be justified and whether it is a viable 
business strategy.

Background History
I started leasing next to a Walmart Vision Center 
back in October 1996 at the Pittsburgh, PA location 
(Store	#2300).	At	that	time,	Walmart	Vision	Centers	
were in their infancy and expanding at an exponential 
rate. Competition for the Pittsburgh location was 
considerable amongst 12 Doctors in the area. After much 
perseverance, I was offered the lease. 

In July 2007 another lease opportunity became 
available	in	Carnegie,	PA	(Store	#5040).	The	Carnegie	
location is approximately 11 miles from the Pittsburgh 
location. My decision to obtain a second location at that 
time stemmed from my aspiration to expand my practice 
as well as to brand my name to a wider patient base as a 
trusted eye care provider in the community.

In November 2016, Wal-Mart decided to open 
yet another new location in Moon Township, PA (Store 
#4644).	The	Moon	Twp.	location	is	only	5.5 miles away 
from the Pittsburgh location. Needless to say, here is 
where my quandary began and I questioned whether to 
lease or not to lease another location. 

On the one hand, the proximity of 5.5 miles is 
really close to my existing location of 22 years; I did not 
want	another	location	that	would	simply	cannibalize	my	
existing patient base and have long time patients move 
to the new location. This situation certainly would not 
end in a net gain for my business. On the other hand, 
competing against a different optometrist in a Walmart 
Vision Center so close could also result in a net loss of 
both existing and potential new patients. So what to do?

By Mark Uhler, OD

I decided to take the lease! Continue reading to the 
end for how this venture worked out for me… 

Thinking of opening other offices within 
or next to your corporate partner? 
Mentalities surrounding growth models differ amongst 
optometrists; there is no wrong decision when deciding 
whether to run one practice or to expand with multiple 
leases for your practice. The ultimate criterion rests in 
the hands of the optometrist making the decision and the 
skills to succeed at the business model.

All pictures 
of Uhler 

Vision Care 
at the Moon 

Twp., PA 
location next 
to a Walmart 

Vision Center. 
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Here’s a short list of what you need to 
consider when making that decision.
You need to consider a few helpful points to execute a 
growth model built around the creation or acquisition of 
multiple optometric offices.

First of all, consider the population and the 
projected growth trends. While the relationship between 
an optometrist and patient is one built on trust, the 
majority of patients will live within a certain mile radius 
of your office. It’s essential to study the population 
demographics and growth prospects for that area. The 
average time that a consumer is willing to travel to a 
local business is 17 minutes and this has little change 
depending on age groups.1

Next, consider your competition. While it is true 
competition is everywhere, it has been my experience 
a new office does not necessarily mean business will be 
split equally. Instead, the market share can grow and to 
the extent to which the office implements a marketing 
plan to keep its name before existing patients will help 

guard against loss of market share to competitors. 
The third and perhaps the most essential part of our 

short check list are getting the right associates to work 
with you. When operating multiple corporate leases, you 
as the optometrist will practice less (sometimes you don’t 
have the time to practice full time), or you will have to 
delegate the operational tasks of running the individual 
practices to others. You cannot be in more than one place 
at a time. Consider having computers at all the locations 
that can be networked to each other thus allowing you 
to stay current with each location even when you cannot 
physically be present. Finding associate optometrists for 
each office who have a vested interest in the success of 
the office can be challenging. You’ll have to find doctors 
who can work independently and practice well with 
patients and staff alike. Such associates probably have 
aspirations to eventually own their own practices (or 
lease in their own name) so you would be wise to provide 
compensation packages that outweigh the thought of 
them leaving you.
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This is an abbreviated list of the criteria you should 
consider if you are considering opening multiple 
corporate leases. Overall, optometrists transitioning to 
a multiple practice model need to change their thinking 
from being the only optometrist to being one of many 
optometrists in addition to the business owner. 

The old adage of systems run businesses, and 
people run systems has some merit. Managing multiple 
locations is a matter of having a system in place so as to 
standardize	the	quality	of	your	communications,	testing	
and results when you are not there. Great value exists 
in the way a successful practice functions. It is a smart 
business strategy to transition your successful model to 
any new location to insure continuity of patient care. 
This is the basis for most franchises and you can do the 
same thing within your own business. You already know 
how to hire and train staff, schedule appointments, bill 
insurance plans, recall patients, and so on. Doing it again 
someplace else has a strong likelihood for success.

1.5 Years Later…
It’s about one and a half years later since 
starting the Moon Twp. location. Although 
the Pittsburgh and Carnegie locations 
continue to be profitable, I grapple with 
my decision in acquiring the Moon Twp. 
location. I want to take this occasion to share 
a few thoughts I learned about my journey.

I always felt strongly it was a mistake 
for Walmart to put a Vision Center so close 
to my existing Pittsburgh location. I should 
have stuck to my initial instincts and passed 
over the Moon Twp. opportunity. The first 
red flag was the residents in Moon Twp. 
opposed building this Walmart Superstore 
as early as 2007 (9 years before the actual 
opening date). Activists with Moon First, 
a group formed around opposition to the 
148,000-square-foot store, filed an appeal 
against the Moon Board of Supervisors. 
Next, opening this office cost me 
$42,950.00 in equipment and furnishings 
plus first year’s period of general operating 
expenses. While generally you can expect a 
good return on this investment over time, 
that is never assured and there is always 
some risk. It may easily take two to three 
years	before	a	significant	profit	is	realized.	

In retrospect, there are things I would 
have done differently to insure at minimum 
a marginal profit in a shorter period of time. 
For example, I would have negotiated the 
contract terms for the leased days of doctor 
coverage differently. Rather than the initial 4 
days coverage mandated per week, I would 
have insisted on a two day lease to launch 
off the location. In addition, I would have 
lessened my administrative and op-tech 
support in my lease. This would have 
minimized	losses	I	experienced	in	the	first	
year of operation. 

Co-Founder and Past-President of the Energeyes 
Association, Dr. Mark Uhler feels most 
accomplished these days working as Associate 
Publisher for the ElectrifEye Journal.
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By Vincent Facchiano, OD, FAAOThe Business of Corporate Optometry

E ver wonder how some practitioners manage 
to consistently receive higher exceptional 
experience ratings, achieve a higher average 

dollar revenue per encounter and create more loyal 
patients? When all optometrists professionally 
prescribe to the needs of their patients using the 
same time for diagnostics tests performed in a 
wonderfully equipped corporate setting, yet one is 
rated better. So, what’s the difference? 

We get a little insight from author, motivational 
speaker and marketing consultant Simon Sinek. 
In his book, “Starting with Why”, he describes the 
“Golden Circle”, which aims to inspire the reader to 
achieve more. Effective communication that explains 
“why” is a driver that builds patient trust and 
ultimately great experiences.

We know when patients perceive high value and 
have great experiences they are significantly more 
likely to accept your advice, five times more likely 
to purchase ophthalmic products and can drive 
referrals. This is especially true when you improve 
outcomes employing new technologies in their care. 
When we think of “new technology” we are often 
drawn to consider some expensive equipment. Yet 
new technology can also involve integrating a new 
contact lens material, a new treatment or even just 
the use of a digital device and an educational app to 
enhance patient education. Yet even well-intentioned 
doctors may still scribble their case presentation on 
a post-it from time to time. Patients expect a better 
visual presentation in this digital age.

So next time you explain the “why “consider the 
use of a digital device with a digital illustration app. 
The goal is to make sure our patient has the best 
opportunity to understand what we did, how often 
we should do it and the all-important “why”. Using 
your cell phone or a dedicated I Pad, along with an 
ever-growing list of relevant apps, can efficiently 
help provide exceptional visual support and 
improve understanding. After all, a picture is worth 
a thousand words. Then back that education up in 
written form using professional appearing literature 
and	personalized	case	summaries.	

As an example, let’s explain to a patient that our 
findings indicate they are a glaucoma suspect and we 
need	more	specialized	testing.	In	a	few	minutes,	you	
can alleviate their fear by using a patient education 
app that explains glaucoma and can compare their 
fundus image with the diagrams indicating why special 
tests are required. One of these apps is “Essential Eye 
“which can be used on an iPad or mobile device. It is 
fast and easy to deliver the news on what you plan to 
do next and how often. Taking the time to make sure 
the message is genuine, clear and properly supported 
by	careful	personalized	communication,	visual	aids	
and professional support literature will build trust. 
Then knowing it’s best if you partner with the patient 
on the options they have, discuss next steps with an 
emphasis that you accept major medical insurance 
to reduce financial barriers to compliance. Quality 
digital demonstrations and fundus pictures can really 
enhance understanding, but patients will not remember 
everything you say. To be comprehensive, you can 
dispense the free downloadable “Glaucoma Research” 
booklet and make sure to notate in their record that 

Start With Why
Vincent Facchiano, 
OD, FAAO
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you thoroughly explained the disease, diagnosis and 
treatment options and you scheduled those additional 
required tests.

Consider digital visual aids whenever possible 
on readily available devices when explaining why 
you prescribe new technology. These technologies 
may include new contact lens materials, dry eye tests 
and treatments, discussing cataracts, surgical options, 
macular disease and its prevention with ophthalmic 
lens prescriptions and nutrition. A little planning 
and a commitment to use technology in your case 
explanations, along with some prior practice will make 
you feel comfortable with the app you might use. 

In Atul Gawande’s book, “Better: A Surgeon’s Notes 
on Performance “, he describes the critical elements of 
getting better often will not require some new expensive 
device. He illustrated how medical care historically 
improved when diligence was applied to proven 
successful techniques and ingenuity was applied to 
what’s at hand to enhance outcomes and decisions were 
always made in the best interest of the patient

Communication enhanced with digital visual 
aids incorporates technology the patient expects and 

improves our patients’ understanding on why new 
approaches and treatments will keep their eyes healthy 
and vision clear. This enhances the patients’ experience 
and will gain you higher satisfaction scores, greater 
compliance and builds your practice. 

Dr. Facchiano O.D., F.A.A.O, is a respected, recognized and 

experienced optometrist. Current owner of multiple sublease 

locations and Pearle Vision franchises, specializing in primary 

eye care and contact lenses. Since graduating Illinois College of 

Optometry, he has performed clinical studies for the FDA, lectured, 

authored practice management articles and is a national optometry 

franchise & business advisor. A member and leader in several 

Optometry Associations, Lions, Kiwanis, Lifeline Pilots, OneSight. 

www.4GreatVision.com
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Doll’s Head Maneuver 
Confirms Early Diagnosis of 
Progressive Supranuclear Palsy

Abstract
Purpose. A good history combined with good 
physical diagnostic skills chairside is still important 
when providing patient care. Combined, prompt 
diagnosis may sometimes be achieved sooner 
without expensive or additional testing associated 
with additional morbidities or mortality.

Case report. A 67yo white male was referred 
for neuro-ophthalmic evaluation by the neurology 
department. For several months he complained of 
increasing difficulty reading or moving his eyes. 
He was unable to look down. One year prior he 
suffered an ischemic stroke that also left him with 
mild cognitive defects, as well as ongoing balance 
issues and speech impairment which required 
therapy. His newer motility deficits prompted 
a differential diagnosis of progressive external 
ophthalmoplegia vs. progressive supranuclear palsy 
by the neurology service.

Conclusions. Limited versions and saccades 
were noted OU, with a total lack of voluntary inferior 
gaze	OU	(inferior	gaze	palsy).	However,	Doll’s	head	
maneuver, commonly known as the vestibular 
ocular reflex or oculocephalic reflex, demonstrated 

George T. Banyas, OD, FAAO 
Department of Ophthalmology, 
Allegheny General Hospital, 
Pittsburgh, PA

marked	improvement	in	down	gaze	as	well	as	gaze	in	
all	directions.	Improved	gaze	with	Doll’s	head	maneuver	
confirms a supranuclear cause and rules out immediately 
any reduction in motility as a result of a myopathy or 
lower motor neuron disorder.

Key words: progressive supranuclear palsy, progressive 
external ophthalmoplegia, conjugate gaze, conjugate 
gaze palsy, vertical gaze palsy, Doll’s head maneuver, 
dementia, mitochondrial disease, lower motor neuron.

Introduction
Five types of conjugate eye movements and one 
disconjugate eye movement are controlled at a 
supranuclear level. Saccades, pursuits, quick phases 
of nystagmus, vestibular slow phase, and optokinetic 
slow phase comprise the five conjugate eye movements, 
while vergence represents the one disconjugate eye 
movement. Saccade and pursuit-type movements 
are complex in nature and require cortical (frontal, 
parietal, and temporal), cerebellar, as well as brainstem 
(thalamic, midbrain, pontine and medullary) 
cooperation.1-3 Saccade and pursuit testing are 
routinely performed during most comprehensive eye 
examinations, while evaluation of vestibular influence 

George T. Banyas,  
OD, FAAO

ElectrifEye Peer-Reviewed Manuscript

Figure 1. Downgaze. Figure 2. Downgaze and left.
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on eye muscle control (maintenance of fixation with 
head movement) and optokinetic influence on eye 
muscle control (tracking full-field image motion) 
are usually reserved for suspected neurologic/neuro-
ophthalmic disease. Convergence ability is also 
routinely checked because of a number of physiologic 
issues that restrict convergence and require common 
optometric interventions. Pathologic conditions 
affecting the dorsal midbrain in general or the superior 
colliculus may also restrict convergence.4

Cortical disease less commonly results in 
gaze	palsies.	Saccadic	or	pursuit	efficiency	is	more	
commonly affected.5-9	Gaze	palsies	may	occur	with	acute	
hemispheric injury or demyelinating disorders affecting 
primarily the frontal eye fields and less commonly 
unilateral parietal disease.10-11 Bilateral parietal-
occipital disease may result in oculomotor apraxia.12,13 
Widespread, as opposed to focal cortical disease, will 
likely include other neurologic deficits and this should 
always be looked for with the history and evaluation. 
The differentials for cortical disease are many and 
meticulous	history	is	essential.	Otherwise,	horizontal	
gaze	palsy	occurs	at	the	level	of	pons.	The	final	common	
pathway of conjugate lateral eye movements begins in 
the abducens nucleus, which contains two intermingled 
populations of neurons: 1) the motor neurons of the 
sixth nerve controlling abduction and 2) the internuclear 
neurons ensuring conjugate adduction via the MLF and 
oculomotor neuron (III). Unilateral or bilateral damage 
here	will	result	in	unilateral	or	bilateral	horizontal	
gaze	palsy,	respectively.14 In addition, damage to the 
paramedian pontine reticular formation (PPRF) may 
selectively eliminate voluntary saccades ipsilaterally, 
including quick phases of jerk nystagmus.15	Horizontal	
versions and the VOR are typically left intact, but not 
necessarily. The very rare occurrence of bilateral PPRF 

injury	may	result	in	total	horizontal	gaze	palsy	with	
slowing of vertical saccades.16

Vertical	gaze	palsies	are	less	common	than	
horizontal	gaze	palsies	and	selectively	tend	to	affect	
saccades	most	frequently.	Inferior	gaze	palsy	is	less	
common	than	superior	gaze	palsy.17	Vertical	gaze	is	more	
likely to decrease with age; however, the most common 
cause	of	vertical	gaze	palsy	is	damage	to	the	top	part	of	
the brainstem (midbrain), usually by stroke or tumor. 
Vertical	gaze	movements	are	under	bilateral	cerebral	
and brainstem control and as is typical in the neurologic 
literature,	the	pathogenesis	regarding	vertical	gaze	
palsies varies according to different authors much as it 
does	for	horizontal	gaze	palsies.	One	author	states	that	
vertical	gaze	palsies	are	never	caused	by	cerebral	disease	
in	contrast	to	horizontal	gaze	palsies,	yet	other	articles	
present evidence that is contradictory.18 Regardless, three 
key	structures	are	involved	in	the	control	of	vertical	gaze;	
the rostral interstitial nucleus of the medial longitudinal 
fasciculus (riMLF), the interstitial nucleus of Cajal (INC), 
and the posterior commissure. The riMLF and INC are 
located in the midbrain and the posterior commissure is 
at the level of the midbrain/diencephalon. The riMLF is 
concerned with saccades and the INC versions, thus one 
type of motility deficit may be disabled while the other is 
left intact.19 The neurons for upward saccades are lateral 
to	those	for	downgaze,	which	may	explain	why	upgaze	
may be spared with bilateral medial riMLF lesions.19 In 
addition, the projections from the riMLF and the INC 
for	upgaze	also	differ	from	those	for	downgaze.	Those	
for upward saccades, pursuits, and the indirect VOR first 
decussate in the posterior commissure, while projections 
for	downgaze	from	either	the	INC	or	riMLF	descend	to	
III and IV nuclei via less well-defined pathways. Thus, 
lesions at the level of the posterior commissure typically 
effect	upgaze,20 though eventually all forms of vertical 

Figure 3. Gaze right. Figure 4. Gaze left.
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gaze	are	affected.	Pathology	at	the	level	
of the posterior commissure is typically 
accompanied by light-near dissociation 
pupil. 40 % may possess Collier’s lid 
retraction sign and skew deviation. 
Vertical primary position nystagmus and 
impaired convergence occur in less than 
25%.21 Bilateral dorsomedial lesions of 
the	riMLF	may	result	in	downgaze	or	
upgaze	palsy.	The	slightest	extension	
laterally	also	impairs	upgaze,	thus	
selective	downgaze	palsy	must	require	a	
small and specific lesion, accounting for 
its rarity.22 Unilateral lesions of the riMLF 
may result in a mild defect in vertical 
saccades	or	an	actual	gaze	palsy,	typically	
upgaze	palsy.23,24 Bilateral lesions of the 
INC	may	also	result	in	combined	upgaze	
and	downgaze	palsy.	Unilateral	lesions	
of the INC are more likely to impair 
gaze-holding	in	the	vertical	plane.25 
Additionally,	downgaze	may	be	affected	
by akinetic movement disorders, most 
typically progressive supranuclear palsy 
or parkinsonian disorders.26 

Masquerader’s	of	true	gaze	palsies	
include restrictive myopathies (Grave’s), 
muscle weakness (myasthenia or 
mitochondrial disorders), however 
asymmetry in motility or fluctuation 
in deficits is more likely and should be 
looked for as a differential as well as other 
associated systemic signs. A meticulous 

review of systems is important to help 
with differentiation.

Case presentation 
A 67yo white male and longtime patient 
presented for a routine eye exam with 
the complaint of difficulty moving his 
eyes, particularly looking down. He 
was no longer able to read and recently 
abandoned driving. A report from the 
neurology service suggests a tentative 
diagnosis of progressive supranuclear 
palsy (PSP) vs. progressive external 
ophthalmoplegia. A stroke one year 

earlier left him with multiple neurologic 
deficits: ataxia, dysarthria, balance issues, 
as well as relatively flat affect. He notably 
possessed little facial animation. Three 
years ago, he also suffered an acute MI. 
Current medications included Lipitor, 
ASA,	Prinzide,	and	Remeron.	Ocular	
evaluation	revealed	visual	acuity	of	20/30	
OD, OS with mild hyperopic correction 
OU. Pupils were normal and reactive 
to light and accommodation. Motility 
revealed	normal	horizontal	gaze,	however	
significant	vertical	gaze	palsy	was	noted	
inferior > superior. Discs, vessels, macula 

Figure 5. Primary gaze.

Figure 6. Upgaze.
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and periphery were normal and IOP was 15mm OU. 
Grade 1 cortical cataracts were noted OU and were 
responsible	for	the	20/30	vision.	Oculocephalic	testing	
revealed a remarkable improvement in both superior and 
vertical	gaze,	ruling	out	CPEO	as	a	diagnosis,	and	likely	
confirming progressive supranuclear palsy. The patient 
was referred to vision rehabilitation to assist him with his 
ADL’s and back to the neurology service for continued 
care. It was suggested he discontinue driving. 

Discussion
Acquired	gaze	palsies	are	typically	a	component	of	a	
larger diagnosis and should not be thought of as an 
isolated finding. A meticulous review of systems may 
include other associated neurologic deficits as well. Most 
importantly, a supranuclear or nuclear/infra-nuclear 
etiology must be differentiated. Infranuclear causes 
(dysthyroid, myasthenic, MS, or mitochondrial) may 
result	in	gaze	palsy,	but	with	close	testing	some	degree	
of asymmetry is noted regarding motility deficit between 
the two eyes. Supranuclear/nuclear causes are more often 
ischemic or neurologic.

Our patient had numerous neurologic deficits 
as well as a flat affect since his previous stroke which 
may also be observed with PSP or to some extent 
mitochondrial disorders. Dysarthria and balance 

issues had required speech and physical therapy. 
Progressive supranuclear palsy (PSP) is an idiopathic 
neurodegenerative disease consisting of parkinsonian 
features, subcortical dementia, and supranuclear 
gaze	disorder.	Early	on,	a	non-specific	gait	disorder	is	
noted, followed by increased axial tone, bradykinesia, 
dysarthria and dysphagia. Tremor may or may not be 
present however ocular motor deficits will eventually 
become evident.

Prominent slowing of saccadic velocity is a sensitive 
sign. Pursuits become saccadic. Vergence movements 
cause an exodeviation at distance and an esodeviation 
at near. Fixation may also be impaired because of macro 
square wave jerks. The blink rate is typically reduced and 
some patients will acquire blepharospasm and/or apraxia 
of eyelid opening.27 There is no definitive test to confirm 

Figure 7. Upgaze and right.

Acquired glaze palsies are typically  
        a component of a larger diagnosis  
    and should not be thought of  
            as an isolated finding.
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a diagnosis of PSP, however the consistent motility 
findings are helpful as well as several characteristic MRI 
changes (thinning of dorsal midbrain, dilation of the 
posterior IIIrd ventricle, and atrophy of the anterior 
temporal lobes).28 

On the one hand, his previous stroke masked 
some of the somatic and neurologic difficulties that 
may have assisted with a tentative diagnosis of, or 
ruling out of, newly acquired PSP or progressive 
external ophthalmoplegia (CPEO). CPEO is typically 
a component of a much larger body of mitochondrial 
disorders that could also result in some of the 
neurologic difficulties this patient had. However, the 
supranuclear	cause	of	the	gaze	palsy	is	unique	to	PSP	
whereas CPEO is genuinely a muscular palsy secondary 
to reduced ATP production.

Because two separate supranuclear pathways 
(cerebral	and	vestibular)	contribute	to	gaze	control,	
the involuntary vestibular pathway is often unaffected 
in the early stages with supranuclear disorders such as 
progressive supranuclear palsy. This important detail 
will help to differentiate supranuclear from nuclear 
or infranuclear causes. Persons with CPEO will not 
experience an increase in the range of eye movements 
with reflex testing. In addition, persons with CPEO 
are likely to develop ptosis during adolescence 
before other signs/symptoms are apparent. Because 
they may have already had corrective surgery, it is 
important to ask. Persons that had ptosis correction 
25 or more years ago may forget this important detail. 
Suspicion of CPEO requires muscle biopsy to confirm 
a mitochondrial cause.

Voluntary motility testing is an important part 
of any ophthalmic workup. In cases where voluntary 
deficits are noted, one should remember the utility of 
involuntary	motility	tests	to	help	localize	deficits	and	
assist with diagnosis. 
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By Eric Botts, ODCoding & Billing

Eric Botts, OD

What is the difference between a medical 
exam and a routine exam? This may be 
better explained by answering the question: 

what are the similarities between a medical and routine 
exam? The next question is: how to explain it to your 
patient? But the conversation really begins with both 
the doctor and staff understanding the differences and/
or similarities of a medical and routine exam. This piece 
of	the	puzzle	is	critical	because	all	communication	with	
the patient needs to be consistent within your practice; 
therefore, all doctors and staff need to completely 
understand the difference between a medical/routine 
exam and be able to convey one consistent message to all 
patients. You may wish to use an intake form (diagram 
1) to allow your patients to read and better understand 
the difference between a medical and routine exam. 
However, don’t be lulled into thinking once a patient 
reads the intake form they won’t be calling later on 
asking why they are receiving a bill from your office for 
a balance due after insurance has paid. This will still 
occur and your staff will need to be able to explain why. 
Fortunately one explanation is typically all it takes and 
may include throwing the insurance company under the 
bus since many times you are following the insurance 

carrier’s policies in deciding whether to submit to the 
medical carrier or vision plan.

All exams may be broken down into several 
components including chief complaint/history, exam 
elements, decision-making and diagnosis. Whether 
you are performing a medical or routine exam, the 
exam should include all of these components to some 
degree. There are more similarities between medical 
and routine exams then differences so let’s compare 
them here. Beginning with the chief complaint which 
regardless of the type of exam you are coding needs 
to drive the exam. The chief complaint as defined by 
the 1997 Documentation Guidelines for Evaluation 
and Management Services reads as follows: The chief 
complaint [CC] is a concise statement describing the 
symptom, problem, condition, diagnosis, physician 
recommended return, or other factor that is the 

Medical Versus Routine: 
How to Tell the Difference
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Diagram 1:
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reason for the encounter, usually stated in the 
patient’s own words. Another term that may describe 
the CC is Reason for Visit. The reason for visit is 
typically found in the treatment plan associated with a 
previous visit that explains why you want the patient to 
return for a follow up visit.

For Example:
Diagnosis: POAG OU

Plan: Begin Latanoprost HS OU, RTC 1 month for 
IOP check

In this case the reason for the visit or CC would be RTC 
1 month for IOP check. It is not required for the CC 
to	always	be	verbalized	by	the	patient	as	it	can	also	be	
determined by the doctor providing on-going treatment. 
A reason for visit would suggest that a medical visit is 
going to be performed since the CC must correlate with a 
medical diagnosis code. So can the CC always determine 
whether the exam is medical or routine? Definitely not, 
as the CC for a medical exam is often impossible to 
differentiate from a routine exam. For example, if the 
CC is “blurry vision” you cannot determine from the CC 
alone whether it is a medical or routine exam because the 
blurry vision could be caused by an increase in myopia 
only(routine exam) or the cause of that myopic change 
could be the result of a cataract(medical exam). Other 
medical CC’s are a little more obvious such as “monitor 
cataract”, “monitor for diabetic ocular disease” and 
“follow up on dry eye disease”.

The history you perform may vary dependent 
on the problem the patient presents with however I 
normally perform a comprehensive history on a new 
patient. When a new patient presents it is prudent 
to obtain as much history as possible to understand 
everything about the patient you can. The history for a 
new patient is essentially the same regardless if a medical 
or routine exam is being performed. However, for an 
established patient, the history may vary depending on 
what the patient’s complaints involve. A yearly follow 
up on a previously diagnosed condition may include 
a detailed or comprehensive history. A follow up at a 
day, week or month out may consist of an expanded 
problem-focused or detailed history. 

The elements of an exam may be very similar 
between a medical and routine exam however they 
differ in how you decide which exam elements you will 
perform. For routine exams many doctors will perform 
the same tests in the same order on every patient but 
a medical exam requires the doctor to perform only 
those tests necessary to diagnose and treat the medical 
condition. For example, a dry eye patient would require 

different tests than a patient presenting with a posterior 
vitreous detachment. 

The medical decision-making easily differentiates 
a medical exam from a routine exam because a medical 
exam will require some level of medical decision-making 
whether it be low, moderate or high. A routine exam 
may have no or minimal medical decision-making if it is 
refractive focused with no medical diagnosis.

Finally, identifying the primary diagnosis for the 
exam being performed is the easiest way to differentiate 
a medical exam from a routine exam. In many cases the 
diagnosis will determine the type of exam. Most often it is 
as simple as deciding whether the primary diagnosis for 
the visit is a refractive diagnosis for myopia, hyperopia or 
presbyopia or a medical diagnosis for cataract, blepharitis 
or glaucoma. For most routine vision plans if a medical 
diagnosis code is the primary diagnosis and is submitted 
to the vision plan, it will likely deny the claim for an 
inappropriate diagnosis code. Almost all medical plans 
will deny a claim for service if the primary diagnosis is a 
refractive diagnosis code. I find this to be a simple way to 
explain to the patient why you will be submitting to their 
medical insurance or routine vision plan.

To	summarize,	the	difference	between	a	medical	and	
routine exam is most easily determined by looking at 
the medical decision-making and the primary diagnosis 
codes. A medical diagnosis code results in a medical 
exam and a refractive diagnosis results in a routine exam. 
The chief complaint, history and elements of the exam 
may be identical in a medical and routine exam and 
may not allow you to distinguish what type of exam you 
are performing. Ultimately there are many similarities 
between the two but enough differences to easily 
differentiate a medical exam from a routine exam. 

Eric Botts is owner of InnovativEyes Clinic located in 
Walmart Vision Center in Macomb, IL.
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In part I of, “Is Ocular Coherence 
Tomography Becoming the 
Standard of Care for Retinal 
Disease?”, a summary of the 

beneficial aspects of OCT were 
discussed. In part II, the raw data the 
instrument provides and the reports 
they produce will be examined. 

Several of the OCT instruments 
commercially available have specific wellness protocols 
that can be used in a comprehensive eye health 

examination, however, any of the instruments can be 
used for screening purposes. The decision of what scans 
to obtain for screening purposes may very depending 
on what any particular doctor decides is important to 
him/her. 

Most doctors will desire to have a B scan through 
the macula and a retinal nerve fiber layer measurement 
(RNFL) around the optic nerve. The most common 
retinal conditions can be evaluated with these two 
measurements. Macular degeneration, diabetic 
maculopathy, and glaucoma are going to be the largest 

Is Ocular Coherence Tomography Becoming the 
Standard of Care for Retinal Disease? (Part II)
Offer the Best Care for Your Retinal Patients

By Travis Johnson, OD, FAAORetina / Posterior Segment

Travis Johnson,  
OD, FAAO

Figure 1. Spectral Domain OCT instruments typically have the elements of a retinal image, B-scan tomogram,  
macular thickness (EDTRS) analysis, ganglion cell complex analysis, and retinal nerve fiber layer analysis.
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Figure 3. The full thickness retinal map is most often centered over the macular area to correspond with the ETDRS retinal averages.

Figure 2. The B-scan tomogram is the magic an SD-OCT provides from which all measurements derive their variables.  
The full retinal thickness of the macula, the surface layers of the ganglion cell complex, and the retinal nerve fiber layers 
measurements are all taken from the B-scan.
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disease categories screened for in routine OCT scans. 
It is very common to hear reports from doctors 

with OCT technology, as to how they pick up retinal 
disease that was previously unknown to the patient. 
These findings can be interesting and relevant to monitor 
diseases that require routine followup, or these findings 
can be urgent retinal disease problems that require 
referral to the retinal specialist. 

It is common for optometrists with a good 
relationship with his/her retinal specialist, to have the 
retinal specialist’s phone number and text message screen 
shots of B-scan tomograms of the patients retina, with a 
short history, for quick consultation. 

Spectral Domain OCT instruments typically have the 
elements of a retinal image, macular thickness (EDTRS) 
analysis, ganglion cell complex analysis, and retinal nerve 
fiber layer analysis. 

The retinal image is often the product of a scanning 
laser ophthalmoscope or a retinal photo. The retinal 

image is important for providing location reference of 
the B-scan tomograms the SD-OCT instruments are 
measuring. This is quite important for determining the 
severity of the retinal condition in question. For example, 
this allows the physician to measure how far from the 
fovea cystic changes, and/or retinal thickening is in a 
diabetic patient. 

The B-scan tomogram is magic a SD-OCT provides 
from which all measurements derive their variable. The 
full retinal thickness of the macula, the surface layers of the 
ganglion cell complex, and the retinal nerve fiber layers 
measurements are all taken from the B-scan tomogram. 
The proprietary software of each SD-OCT manufacturer 
use unique programs specific to each company. These 
programs are constantly updated and improved as further 
research and development are pioneered. 

The full thickness retinal map is most often centered 
over the macular area to correspond with the ETDRS 
retinal averages. This is especially important in screening 

Figure 4. Ganglion Cell Analysis.
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for retinal thickening in diabetic patients, where 
cystic changes and hard exudates may go unnoticed 
by traditional ophthalmoscopy techniques. 

The ganglion cell complex is a measurement 
included in several of the SD-OCT instruments. This 
area has become a hot area of interest for glaucoma 
research and diabetic retinopathy research. Some 
SD-OCT manufacturers will include the nerve fiber 
layer, the ganglion cell layer, and the inner plexiform 
layer in the ganglion cell complex. Other have 
determined the nerve fiber layer may be to variable 
between individuals and should not be included 
in the ganglion cell complex measurement, thus 
only including the ganglion cell layer and the inner 
plexiform layer. 

The nerve fiber layer has been an exciting 
area of interest since the late 1990s when the GDX 
became commercially available. It added valuable a 
measurement to the gestalt of tests for evaluation of 

glaucoma suspects, and protocol for active glaucoma 
patients treatment strategy. SD-OCT has since 
improved upon that earlier technology and brought 
updated normative data bases and software analysis 
which most would agree, are extremely valuable in 
managing glaucoma patients. 

The SD-OCT is only one of the tools we 
use in the entire armamentarium we have when 
treating our retinal patients. As this technology has 
developed and continues to develop, it advances 
the notion that SD-OCT is a must have technology 
to give the best care to your retinal patients. 

Travis Johnson OD, FAAO 

Music City Eyecare LLC 

Murfreesboro, TN 

email: austyndj@msn.com 

cell: 651-230-3554 

financial disclosure: none

Figure 5. The retinal nerve fiber layer analysis and corresponding TSNIT database comparison is one of the key markers  
in recognizing and managing glaucoma and other optic neuropathies.
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By Trenton Cleghern, OD, FAAO, Staff Optometrist, 
VisionAmerica of Birmingham, Birmingham, AL

Case Study

An 81 year-old Caucasian female 
was referred to our office for 
an evaluation right before 

the Christmas weekend. The patient 
noticed a “red spot” in her right eye that 
morning. She also experienced some 
mild blurry vision that cleared when 
she tilted her head back. The patient 
also reported that her right eye did not 
feel normal. Her past medical history 
was positive for breast cancer, heart 
disease, atrial fibrillation with a leaky 
mitral valve, and hypertension. Her 
current medications included aspirin, 
hydrochlorothiazide,	losartan,	and	
metoprolol. The patient’s ocular history 
was positive for cataracts OU and dry 
eye syndrome. 

Her corrected visual acuities 
were 20/25-1 OD, and 20/25+1 OS. 
Extraocular motilities were full and 
smooth OU. Pupils were equal, reactive, 
with no afferent pupillary defect in 
either eye. Confrontation visual fields 
were full OU. Her intraocular pressure 
by Goldmann applanation was 57 mmHg OD, and 21 
mmHg OS. Anterior segment evaluation of the right eye 
revealed a blood clot at the inferior pupil margin. See 
Figure 1. The patient also had a corresponding layered 
hyphema of about five percent. All other findings in the 
right and left eye were unremarkable except for mild 
nuclear sclerosis OU.

The diagnosis was acute hyphema with ocular 
hypertension of the right eye. When questioned, the 
patient reported a vigorous coughing episode the previous 
night. This coupled with her aspirin use was the most 
likely etiology of her hyphema. The patient was given 
two	tablets	of	250	mg	of	acetazolamide	orally	in	office.	
One	drop	of	apraclonidine,	Simbrinza,	and	Combigan	
were also instilled in the right eye. After a short period 
of	time,	the	intraocular	pressure	measured	33	mgHg	

OD. The patient was given samples of Combigan to be 
used BID OD. She was also prescribed 250 mg tablets 
of	acetazolamide	to	be	taken	orally	BID.	She	was	also	
advised to keep her head elevated even while sleeping, 
not to bend over or engage in any rigorous activity, or take 
any additional blood thinners. Stopping her aspirin was 
considered, but the risk of cardiac complications cannot 
be taken lightly. It is always best to consult with the 
prescribing physician. Unfortunately, in this case, that was 
not possible in the late afternoon right before the holiday 
weekend. That presented another issue, as our office 
would not be open until Wednesday. The patient was 
scheduled to return to clinic on the following Wednesday, 
but educated thoroughly should she notice any decrease 
in vision, pain, headache, or new ocular symptoms to call 
our on-call service immediately.

Case Report: 
A Bloody Christmas Present

Figure 1. Anterior segment camera image OD showing blood clot at pupil 
margin and hyphema inferior.

Trenton Cleghorn, 
OD, FAAO
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Upon follow-up examination five days later, 
the patient reported no symptoms and that she 
noticed the blood spot had cleared when she 
looked in the mirror. Her intraocular pressures 
were 12 mmHg OD, and 15 mmHg OS. Anterior 
segment evaluation revealed the hyphema had 
completely resolved in the right eye. Since there 
was no sign of any residual blood, all of the 
glaucoma medications were discontinued. She 
was advised to resume normal positioning and 
to follow up with her regular optometrist for 
an IOP check in three weeks. A rare late stage 
complication of hyphema is ghost cell glaucoma. 
In this scenario, it appears the hyphema has 
resolved, but actually the red blood cells have 
lost their pigment. These depigmented cells 
can restrict the outflow in the angle and lead to 
intraocular pressure elevation. This was unlikely 
due to the rapid resolution of the hyphema, but 
it was thought prudent to measure the IOP after 
stopping all of the medications.

Managing patients with hyphema usually 
focuses on two key points: controlling IOP and 
determining the etiology of the bleeding. It can 
be obvious, as in this case, with the patient 
taking a blood thinner and coughing vigorously. 
Trauma is also major cause of hyphema, in which 
a thorough dilated fundus examination should 
always be performed if possible. In cases where 
the hyphema is obscuring the fundus view, 
B-scan ultrasonography is very helpful. When 
there is no obvious cause, an investigation for a 
coagulopathy, such as sickle cell anemia, should 
be initiated. If there is significant inflammation, 
steroids can employed, but one must be cautious 
with potential IOP spikes. Systemic aminocaproic 
acid was used previously in hospital settings to 
stabilize	bleeding,	but	is	rarely	used	now.	(1)	
Another important point is to advise the patient 
to keep their head elevated to allow the blood to 
settle inferiorly. Surgical intervention is reserved 
for severe cases when IOP cannot be managed 
medically, the hyphema is severe and not 
resolving, or corneal blood staining is present. 
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By Scott Sikes, ODGuest Commentary

R ecall your last experience at any doctor’s office. 
Think	about	how	you	analyzed	their	patient	
flow and how it compared to your practice. I bet 

at some point you thought, “I wonder why they don’t 
do it this way?” No? Well, maybe that’s just me. In my 
extensive optometric career which has included optical 
lab technician during high school in a private practice, 
an ophthalmic tech, and an optical lab technician for a 
corporate optometric office I have learned quite a bit. Of 
course, all of that experience landed me in the position 
where I currently find myself, a private optometric 

practice owner. I tell you all this so that you know I 
have done a little bit of everything which may make my 
perspective a little bit unique.

I’ve been the optician the patients get mad at when 
their frame breaks during an adjustment. Never mind 
the fact the frame looks like it was featured in the latest 
Avenger’s movie as the “post-fight scene” prop. I’ve also 
been the tech the doctor is looking at wondering why 
it’s taking so long to get the patients worked up. Now 
that I find myself on the other side of the equation I can 
empathize	with	these	situations	a	little	easier.

Scott Sikes, OD

No Tech, No White Coat, No Problem
One OD’s thoughts on patient care,  
use of technicians, scheduling,  
and insurance considerations
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I am in private practice where it is myself and one 
other doctor who currently works part-time. Our office is 
also a little bit unique in the way we schedule and handle 
patient	care.	We	typically	schedule	patients	every	30	
minutes with some patients every hour when warranted. 
We, as the Doctors, also go start to finish with our 
patients. Yes, you read that correctly. No dedicated techs 
or scribes. I’ll pause here to let that register.

Where I worked previously I had an army of 
technicians who worked up all patients and would 
handle special testing and other duties. This was fantastic 
from an efficiency standpoint. I could see patients every 
ten to fifteen minutes. However, at the end of my day, I 
could barely recall any particulars of the day, much less 
individual patients. All that I knew was the total number 
of patients I had seen. Now, there’s nothing wrong with 
this model of practice, however, when I had the chance 
to do things differently in my private practice, I did.

Currently, I go to the lobby and call the patient 
back, exchange pleasantries as we walk to the pretest 
room, get an autorefraction and Optos, then proceed 
on to the exam lane to finish the complete exam. I do 
it all: case history, acuities, stereo, color testing, pupils, 
muscle testing, confrontation fields, and any other test I 
feel necessary. Basically, think back to when you were a 
fourth year in optometry school and how your exam flow 
went, eliminate some potentially unnecessary testing, put 
the playback at 10X and you’re close. 

What I have found is that I learn WAY more about 
each patient this way. I just about have my case history 
done while I’m talking to them during pretesting which 
leaves more time in the exam room to talk about life in 
general. Hobbies, family, anything of interest. I know 
what you’re thinking. You’re thinking, “That’s such a 
waste of time. Technicians increase efficiency.” To that 
point, I don’t disagree. When I had a lot of technicians, 

I was faster, but not as much as I thought I would be. I 
see about half of the patients now that I used to see, but I 
personally feel better about the end result.

Imagine if you went to your primary care physician 
and they walked you through each step of your visit 
instead of what most people consider an encounter 
that was much too brief with the doctor. How would 
that make you feel about your visit? Would you be 
more inclined to return to that office because of that 
experience? So far it’s been working for us.

Let’s discuss the other elephant in the room. 
Insurance. Insurance is difficult to deal with, confusing, 
patients get frustrated about their policies, and it 
basically makes everything harder. However, it is the 
world we live in and therefore a necessary evil. To some 
extent. Through the years we have had to adjust what 
insurances we accept due to changes in our patient 
population, but we try to keep it to a minimum. We try 
to focus on building a relationship with patients and 
hope that this connection will trump some insurance 
concerns. Does it work 100% of the time? No, nothing 
does. If we opened our office to all the insurance options 
available would we potentially have more patients 
walking through the door? Probably, but I’ve tried that 
option and it wasn’t for me.

However, this doesn’t mean that with pending 
insurance changes in the future I won’t have to adjust 
my current strategy. As with anything, it’s in a state 
of constant flux and evaluation. As I type this, I am 
considering becoming a provider for a new vision plan 
due to changes in our patient population.

I don’t tell you these facts to attempt to persuade 
you change how you practice optometry. I also don’t 
pretend to have it all figured out either. I am a relatively 
young OD with a lot still to learn. No matter how you 
practice optometry, corporate or private, one patient per 
day or one every 10 minutes. Practice to the fullest extent 
of your training, get to know your patients, and provide 
the absolute best care possible! 

Scott Sikes, OD 
Private practice Optometrist in Chapel 
Hill, NC. Education Trustee for the NC 
Optometric Society.

Disclosures: None

The views expressed here are those of the 
author and do not represent those of the Energeyes Association 
nor ElectrifEye Journal. Any questions or comments should be 
directed to the author at j.scottsikes@gmail.com.
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Getting Rid of the Red

By Ernie Bowling, OD, MS, FAAO, FNAPAnterior Segment

Ernie Bowling,  
OD, MS, FAAO, FNAP

ocular hypertension.5	A	brimonidine	tartrate	0.33%	
gel (Mirvaso, Galderma) is marketed for the treatment 
of persistent facial erythema secondary to rosacea in 
adults.6

Lumify is the only OTC redness reliever that 
selectively constricts the veins in the eye, while 
maintaining availability of oxygen to the surrounding 
tissues. Other OTC redness relievers are alpha-1 
or mixed alpha1/alpha2-adrenergic receptor (AR) 
agonists	containing	phenylephrine	and	naphazoline,	
tetrahydrozoline	or	oxymetazoline	and	act	through	
vasoconstriction on the arteriole, decreasing blood 
and oxygen flow to the surrounding tissue. They are 
commonly associated with rebound redness when their 
use is stopped.2 Lumify with low-dose brimonidine, 
a selective alpha2-AR agonist, produced virtually no 
rebound redness in clinical trials.7

LUMIFY eye drops demonstrated 95% 
improvement at one minute and 79% of subjects 
maintained significant redness reduction at eight hours 
in clinical trials.7 Results from an in-home-use-study 
with	over	300	participants	also	resulted	in	a	95%	
satisfaction rating with Lumify.8 In total, six clinical 
studies were performed in over 600 patient to evaluate 

A 
common symptom I hear from my patients 
is non-specific ocular redness. I feel certain 
we all hear that complaint routinely in our 

practices. Eye redness is a common, non-specific 
issue that affects millions of people. Ocular redness is 
commonly due to conjunctival inflammation resulting 
in conjunctival blood vessel vasodilation, with a 
myriad of possible causes including allergy, infection, 
dryness or fatigue, prolonged visual tasking, trauma, 
ocular foreign body, and contact lens wear.1 For 
many of our patients suffering from chronic redness, 
their symptoms are a result of a combination of their 
personal ocular makeup and environment. Hours of 
computer use, dry environments, working around dyes 
or chemicals, air travel, or prolonged driving with the 
air conditioner vents blowing into their eyes can lead 
to red eyes without a true pathological cause. Once all 
those pathological causes of redness mentioned earlier 
have been ruled out, conjunctival vasoconstriction 
can be of great benefit to our patients by providing 
temporary decongestion.

Yet I am hesitant in recommending many over the 
counter (OTC) eyedrops touted for “redness relief.” Many 
of these redness relievers are commonly associated with 
the potential side effects of rebound redness when the 
drop is stopped and loss of effectiveness over time.2 

On May 7th, Bausch + Lomb announced the launch 
of LUMIFY™ (brimonidine tartrate ophthalmic solution 
0.025%), “the first and only over-the-counter (OTC) 

eye drop developed with 
low-dose brimonidine 
tartrate for the treatment 
of ocular redness due to 
minor eye irritations.”3 
FDA approval of the 
medication was granted 
in December 2017.4 
Brimonidine tartrate 
is a selective alpha2-
adrenergic receptor agonist 
currently available as a 
0.1 to 0.2% ophthalmic 
solution for treating of 



40  |   E l e c t r i f E y e  J o u r n a l  •  JULY 2018

its safety and efficacy. A low risk of allergic 
reactions were observed in all patient groups.

Dosing of Lumify in adults and children 
five years of age and older is one drop in the 
affected eye(s) every six to eight hours, not 
to be used more than four times daily. Patient 
should remove contact lenses before use.3 
The brimonidine tartrate ophthalmic solution 
0.025% product was licensed by Eye Therapies, 
Inc. to Bausch & Lomb Incorporated or its 
affiliates. LUMIFY is available for purchase at 
major retailers nationwide, including Walgreens, 
CVS,	Rite	Aid,	Walmart,	Target	and	Amazon.	
The bottles, available in 2.5 mL and 7.5 mL 
sizes,	have	suggested	retail	prices	of	$14.99	and	
$25.99, respectively.

This new product is welcome news for our 
patients desiring relief from their chronically red 
eyes for which no obvious pathology is noted. 
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Vehicles and Strategies to Help You
Reach Financial Independence

By Adam Cmejla, CFP®ElectrifEye Your Finances

Adam Cmejla, CFP®

Being self-employed and running your own 
practice certainly comes with its set of 
challenges and opportunities. The ability to plan 

and save for one’s retirement presents both challenges 
and opportunities to the corporate-affiliated optometrist 
on both the personal and professional side. This first 
of two articles will discuss the personal retirement 
planning vehicles to consider and at which age they 
should be evaluated. Let’s take a look at not only the 
various types of retirement plans that OD’s should 
consider but also at what stages of their careers these 
plans can be most beneficial. As a reminder, none of 
the following information should be taken as individual 
financial or tax advice and I recommend you discuss all 
options with your tax advisor and financial professional 
before implementing any of the following strategies.

Introduction. In last month’s column we discussed the 
importance of proper risk management and protecting 
your greatest wealth building tool: your income. With 
protection in place, let’s take a look at the various 
vehicles and strategies that can be used to help you 
reach financial independence and the benefits (both 

current and future) that are relevant for each strategy. 
Spend any time reading or searching personal 

finance websites or articles and you’ll come across the 
IRA (Individual Retirement Account). There are two 
different types of IRA’s: Traditional and Roth. Where 
you’re at in your career can be an important factor as to 
which IRA will serve you best.

Roth IRA. If you are in the beginning stages of your 
career, a Roth IRA will likely be a great option. The 
ability to contribute to a Roth IRA is only subject to (a) 
you have earned income (from working) and (b) being 
under the income limitations. If you are above the 
income limitations, it’s important to know it still may 
be possible to contribute to a Roth IRA. The process 
on doing that is beyond the scope of this article but 
know it may still be possible. Consult a qualified CFP® 
professional for details. 

The benefit of a Roth IRA is that the earnings inside 
your Roth grow tax-free, which means, at retirement, 
you	could	potentially	have	a	sizable	amount	of	assets	
that will be income tax free. The impact of having 
tax free income in retirement is beneficial in multiple 
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ways—not just because you don’t have to pay taxes. Roth 
IRA distributions are not counted in your AGI (Adjusted 
Gross Income), which means the ability to have tax-free 
income in retirement has more of a ripple effect than one 
might think. Your AGI influences a variety of factors, 
including the taxable amount of your Social Security 
benefits, Medicare Part B and D costs, the amount of 
deductible	medical	expenses	(if	you	itemize),	Medicare	
surtaxes, net investment income tax, and a number of 
other items. 

Traditional IRA. Towards the latter part of your working 
career, you may find it more beneficial to contribute to a 
Traditional IRA. This is especially true if you haven’t spent 
much time contributing to a Roth IRA and therefore do  
not	have	a	sizeable	chuck	of	tax-free	assets	to	draw	on	 
in retirement.

When it comes to retirement planning and wealth 
building, time is either our greatest ally or enemy. A Roth 
IRA can be a significant benefit if one has the time to let 
those dollars grow tax free. If, however, you’re late to the 
retirement planning party, getting the tax deduction up 
front by making your contribution to a Traditional IRA 
will likely serve you well. Unlike a Roth IRA, the earnings 
on Traditional IRA assets grow tax-deferred, which means 
you’ll pay taxes on those funds in retirement as you draw 
them out of your accounts. However, contributions to a 
Traditional IRA are deductible in the year you make the 
contribution (subject to income limitations). Typically, 
your income and the taxes you pay go down in retirement 
as compared to when you are working. Therefore, if you 
are in close proximity to your retirement and are looking 
for the most effective vehicle to benefit you both now and 
later, look to the Traditional IRA.

HSA.	The	HSA	is	one	of	the	most	underutilized	accounts	
available to families that qualify. If you have an HSA-
qualified health care plan (commonly called a HDHP, or 
high deductible healthcare plan), maxing out your annual 
contributions to your HSA has many benefits. Dollars in 
an HSA are sometimes referred to as a “triple tax threat”: an 
“above the line” tax deduction going in (which reduces your 
AGI), tax-deferred growth while in the HSA, and (for qualified 
medical expenses) tax free distributions coming out. 

In addition, unlike IRA’s, HSA’s do not have any income 
limitations, so you don’t have to worry about getting phased 
out of being able to contribute. Different from a Flex 
Spending Account, contributions to an HSA can stay in the 
HSA year after year—they don’t have to be spent by year 
end. Even if you change your healthcare plan to a non-
HDHP down the road, you can still keep a balance in the 
plan. You just can’t contribute any new dollars to the plan 
until you are covered by a HDHP. 

You also have the ability to invest the dollars you have in 
your HSA. Each HSA custodian is different and will require 
a certain dollar amount to be kept in cash, but most HSA 
providers are tied to or have a relationship with a brokerage 
platform like TD Ameritrade will allow you to invest funds 
just as you would your IRA’s. This can be a critical planning 
piece when deciding where to set up your HSA account. 
Make sure the provider allows you to put your money to 
work in funds other than cash instruments like money 
market funds.

It’s estimated that the average cost of healthcare for a 
retired couple age 65 will total approximately $275,000.1 
Having ample funds in retirement that can be used tax-free 
for medical expenses can be a keystone piece of retirement 
planning.

Conclusion
It’s important to understand there are many different 
vehicles	to	utilize	when	planning	for	retirement.	Different	
vehicles will be used for different individuals and different 
practice structures and at different stages in their personal 
and professional lives. Retirement planning is not too 
different from vacation planning: you need some sort of 
vehicle to get you from the start to your destination. So 
is true with retirement planning: done correctly, the right 
retirement planning strategy and vehicles can help you not 
only	minimize	your	taxes	today	and	allow	you	to	shelter	
wealth for the future but can also provide you the financial 
resources that you’ll need to depend on once you transition 
from a life of practicing optometry to a life of retirement. 
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A t a recent meeting an optometric colleague 
informed me an OD of some renown 
had decided to sell his practice. While 

practice sales happen all the time, rather than 
selling to another OD, this OD sold to a Venture 
Capital-backed group consolidating their holdings 
and creating an eyecare group. I couldn’t help but 
think this doctor, who I would never have called 
corporate-affiliated at any point, was now one of 
us, and I would say many of his peers, who would 
never have considered themselves “retail guys” may 
at this point be more retail than am I. Around the 
same time this transaction occurred, our editorial 
review board was discussing the term “corporate 
optometry.” The question was asked, “Well, what 
does corporate-affiliated even mean at this point?” 

There are two biases which need to be 
dispelled concerning corporate practice. The first 
is that “corporate-affiliated” practice is somehow 
substandard care (i.e. hanging glasses and selling 
contacts with no medical eyecare provided). The 
second bias is it is “pure optometry” as all of the 
decisions made are in the best interests of the 
patient and not to sell a product. Once we put 
those two biases aside (and the strong feelings 
generated from both of those arguments), we are 
ready to discuss the various forms of corporate-
affiliated practice..

First, let’s tackle the easy one: big box retailers 
and lease-holding space. A doctor who rents space 
inside a Costco or Walmart (or other large retailer) 
has their practice inside that space, and while 
they are independent (whether it is a one-door or 
two-door establishment) they simply pay rent for 
the location, garner the traffic from that location’s 
marketing (as well as their own), but they make no 
money on products sold. These ODs do practice 
“full scope optometry”, but any lenses, drops, 
vitamins, frames, or other products are sold outside 

their four walls to profit someone else. This would 
be the quintessential “corporate affiliation” and the 
measuring stick on one side of the spectrum as it 
were. Not all optometrists in these settings are lease 
holders, but we will address that later.

Now, let’s cloud the waters a little bit: Once 
we start selling product, does that change the 
definition? Some Lenscrafters and Visionworks 
doctors sell and stock their contact lens inventory 
and while they still do not sell glasses, they do sell 
contacts, devices, and sometimes vitamins and other 
“non-eyewear” products to their patients. They are 
still corporate-affiliated, because of the name on 
the door, but we are moving away from the “service 
only” concept that most people associate with a 
retail affiliation. I have one doctor nearby who has 
this setup with a local optical. He is side-by-side but 
he does not own the optical (two different doors, 
both paying rent to a landlord in a strip mall), 
but he sells contacts and vitamins. Is he private or 
corporate-affiliated at this point? 

A little further: Pearle Vision. Pearle is a 
franchise setup where a percentage is paid to the 
“branded corporation,” the doctor keeps all exam 
revenue, but pays a “franchise percentage” on 
materials for branding and marketing purposes. 
How does that differ at this point from the second 
largest optical retailer1, Vision Source? Vision Source 
(VS) sees their doctors paying a percentage of gross 
to be part of this large “retailer” who has regional 
administrators, a corporate headquarters, and 
vendor relations people in every facet of the eye care 
experience. The vendors themselves, whether they 
be lens or pharmaceutical companies, equipment 
suppliers, or insurance providers treat them like a 
big retailer, no different than those mentioned above. 
The doctors have VS branded meetings and people 
throughout	their	organization	whose	role	is	to	keep	
the member doctors productive and inside VS. Most 

The Blurring of the Lines: 
Aren’t We All Becoming Retail  
Affiliated/Corporate Optometrists?

By Steven J. Lowinger, ODGuest Editorial

Steven J. Lowinger, OD

“Well, 
what does 
corporate-
affiliated 

even mean at 
this point?” 
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of these people are optometrists, but their model is much 
like the Pearle model, except they are in every facet 
of practice, not just eyewear. Now I understand some 
VS doctors just read this and have a load of responses 
on how they are different, but these are variations on 
a theme. If you believe you are independent because 
you have ultimate decision making on what brands you 
promote, what lenses you fit, or how you choose to see 
the patient, well, we all do that regardless of location. 
If it is because you chose what product to stock, which 
lenses to buy, or what lab to use, well, so does Pearle. 
That’s the whole point. Perhaps the only main difference 
is the practice may have already existed before the doctor 
transitioned it into a VS location, but again, that is the 
initial question this discussion is trying to answer.

Finally let us look at my initial example: The 
employed model. Many practices are being bought out 
by various groups which are working to “incorporate” 
or rebrand the purchased locations into an eyecare 
group, usually employing the selling doctor afterwards. 
We already have this model in other retail forms, most 
notably National Vision (NVI), which started out as a 
go-between to employ doctors inside of WalMart, but 
over time was acquired by venture capital (Berkshire 
Partners). This group subsequently bought America’s Best 
and Eyeglass World, and now (by their data) have over 
900 locations employing ODs. I would further stipulate 
all of us have ODs we have employed as associates or fill 
in doctors, and most of those don’t see a huge difference 

in location because at the end of the day, the patient 
care is exactly the same. So if you are employed, seeing 
patients in a primary care setting, and getting a salary 
for your optometric decision making, does it matter 
what the name is on the door? Should that name matter? 
Moreover, if some days you go through a door with one 
name, and another day you go through a door with a 
different name, does it change who you are that day? By 
the same token, if you started your career in a Walmart 
and are now Vision Source, or if you started in private 
practice and are now employed by EyeCare Partners or 
NVI, does it change who you are in your practice?

In starting this Journal, we wrestled with the 
concept of “who can contribute?” My answer would 
be all of us have considered ourselves to be “private-
practitioners” because our clinical decision making is the 
same, but the locations where we practice are becoming 
more “retail-affiliated” than they were ten or twenty years 
ago. It seems in this case industry and venture capital are 
doing more to unite optometry than optometrists have 
been able to do on their own. 
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20k in just bonus plus all the benefits of a 
FT job. Benefits package has CE, Malpractice 
Insurance, PTO flex days, sick days, major 
holidays off, etc. Email: hidefeyecare@gmail.
com or call 904-502-6075.

Join one of Austin’s most highly 
rated optometry practices!
Excellent opportunity available in North 
Austin and Pflugerville at our expanding 
practices located adjacent to Costco. Patient 
care and satisfaction is our top priority. We 
are looking for a friendly and energetic 
doctor to deliver efficient and professional 

care to help grow our practice. Our office is 
high-tech with new iMacs, Optos Daytona, 
and Marco automated refraction systems. 
We offer an upbeat, collaborative work 
environment with friendly, well-trained staff. 

Competitive base salary with production 
incentive, paid health insurance, state 
license and CE reimbursements are just 
a few of the great things about being 
an associate at our practice. New and 
recent grads welcome! Please e-mail CV to 
eyedoctoraustin@gmail.com or call  
512-934-4444.

Professional Insurance Plans
We have been serving the insurance needs 
for the optometric profession since 1987, 
currently providing coverages for over 
3000 OD’s nationwide. Although located in 
Lexington Kentucky, we’re licensed to write 
insurance nationwide. It does not matter 
where you work (private practice, Walmart/
Sam’s, Lenscrafters, America’s Best, etc.), 
we can assist you with all the coverages 
necessary to you and your practice. Our  
plan is “optometric specific”, providing 
benefits usually not included in your local 
“generic” policies. 

We offer:

•	 Professional	(Malpractice)	Insurance

•	 Business	Personal	Property	and	Building

•	 General	Liability

•	 Workers	Compensation

•	 Disability	Income	Protection

•	 Business	Overhead	Expense	(BOE)

•	 Life	Insurance	(Buy/Sell,	Term,	 
Whole Life)

Feel free to contact us below for an absolute 
no-obligation comparison to your  
current plan.

Greg Bellamy Administrator 
Professional Insurance Plans 
1795 Alysheba Way, Suite 4201 
Lexington, KY 40509
PH: 859.543.8955
TF: 800.783.7086 
F: 859.559.0019
E: greg@professionalplans.com
www.professionalplans.com

Professional Services

OCT III 3000 Tomographer  
and Table
Brand: Carl Zeiss Stratus
Re-manufactured with a new computer  
in 2014.
Price $4000
Shipping $500 using shipper  
“Team Worldwide”

For more information email  
minaiuseini@gmail.com

OCT for Sale

Optos Daytona
Silver/black, 1.5y old, $44k includes 1yr 
warranty, plus shipping (about $600). 
Includes computer, monitor, touch pad,  
large floor sign. Works fine, closed 2nd office. 
In Oregon. 

Email ksmodllc@msn.com

Optos for Sale

Scrounging and consolidating I’ve found 
surplus	equipment.	Heine	Hand-Held	
tonometer; D-15 color Vision Tests (2); 
Ishihara Color Vision Tests; Volk Superfield 
NC, Super 66, Super Vitreo-Fundus, Pan-
Retinal 2.2, 90D and G4 gonio lenses; 
Tearlab Osmolarity Unit; Zeiss 710 FDT; 
Oculus EZ Field unit; iCare Tonometer.

If interested in any product please contact 
erniebowling@icloud.com.

Miscellaneous  
Equipment for Sale
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A Conversation with  
Dr. Steven Lowinger

Dr. Lowinger, thanks for 
speaking with us today. 
First, tell us a bit about your 
practice: Where you went 
to optometry school, where 
you are, how long have you 
been there? How have you 
found corporate practice to 
be for you personally?

I’m a native Floridian who went 

to the University of Florida, and 

then to Nova Southeastern for 

Optometry School. My parents are 

both Opticians (now retired), so 

that is kind of how I fell into being 

an	Optometrist.	I	have	3	Costco	

Locations, North Miami (22 Years), 

Miami Lakes (5 years), and the new 

Miami Location (1 year). I really 

went into this with no expectations, 

and I have to say, I have really 

enjoyed being a corporate OD. I 

have the autotomy I would have as 

if I had a private practice, but with 

less of the concerns and a guiding 

“corporate culture” in how I handle 

patients. To be honest, South Florida 

is a bit of “musical chairs” and I 

could easily be doing a private 

practice interview if things fell a 

certain way, but the Costco mindset 

and my patient care mindset seem 

to work well together. Likely the 

best part is when I close my door 

at the end of the day, theft, fire, and 

security are really not my issue.

The Electrifeye Interview

What led you to join 
Energeyes? How has the 
Energeyes Association 
helped you in your practice?

A fellow OD down here in Miami 

turned me on to Energeyes, and at 

first, I was a little skeptical. I, like 

many of my other corporate affiliated 

colleagues, tilted at windmills trying 

to get the State and National groups 

to understand the concerns we had, 

and it left me a little jaded. Finding 

this group of dedicated ODs who are 

out to practice “superior patient care” 

out of our locations really turned on a 

light for me. I’ve added 2 OCTs to my 

locations, and have a fully working 

dry eye clinic with a keratograph, 

Tear Lab, etc. My Costco in North 

Miami has more equipment in it that 

most Ophthalmology practices, not 

to mention Optometry.

We know you are also a 
member of The Energeyes 
Board of Directors as well 
as serving on the ElectrifEye 
Editorial Review Board. A 
busy man ! Tell us briefly 
about your experiences with 
these two organizations.

I’m a big fan of good ideas, and what 

both of these things have in common 

are good ideas. Energeyes’ mission, 

to expand our scope, to show that 

medical eye care is not difficult to do 

in a corporate setting, and that here 

are the tools to do it (through CE, 

seminars, web casts, etc.) is a great 

thing. Electifeye is an extension of that. 

For optometry as a whole not to have 

a peer reviewed journal seemed a little 

off. Having one that shows what we see 

in corporate practice is a game changer.

Finally, tell us a little about 
yourself? What do you enjoy 
in your time away from  
the office? 

Well, as you can see by my “many 

hats,” engaging in optometry is a full 

time thing for me. Truth be told, when I 

am away from Optometry, I am usually 

in the water, at the gym, or at a poker 

table. Living in South Florida, most of 

the time my home feels like I am on 

vacation. I’ve been doing Crossfit for 

the past 8 years and enjoy it. Finally, 

the poker room is my relaxation. It is 

pure decision making and math with 

no consequences other than money. 

We make decisions all the time that 

impact our patients lives, so I enjoy 

disconnecting and making decisions 

that are still tough, but not as important 

in the grand scheme of things. 

Steven J. Lowinger, OD
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AngioVue® Essential      

now with Wellness

An OCT for Every Practice Setting

Choose the OCT that fits your needs
• AngioVue OCT Angiography Non-invasive vascular imaging + structural OCT -- 

available in Comprehensive and Essential configurations  

• iVue Comprehensive OCT made affordable

• iFusion iVue OCT + fundus camera

• iScan The OCT that practically runs itself

  
Contact your Optovue Representative Today

Joe Myers
joe_myers@optovue.com  (770) 595-9209
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Bausch + Lomb ULTRA® for Astigmatism

PROVIDES ALL-DAY COMFORT, 
STABILITY, AND CONSISTENTLY 
CLEAR VISION1

Helps maintain 95% 
of lens moisture for 

a full 16 hours2

For stability to promote 
a successful fi rst fi t1

•  ECPs reported rotation at 
dispensing of 5 degrees 
or less for 94% of patients1 

•  Spherical aberration control 
optimized in both axes helps 
reduce halos and glare1,2 

•  ECPs reported rotation at 
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