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EDITOR’S NOTE

Walking 
the Walk

What can be described as “old age” 
brings with it many changes. I don’t complete tasks with the 
same speed I once did. Where as a younger man I went to bed at 
three am and woke at ten, now I go to bed at ten pm and wake 
at three. My hair, well, what I have when it grows long enough 
to tell, is a silver gray. I’m moving a little slower. My mind is still 
sharp – thankfully – although I’m sure my wife would happily offer 
instances to disprove that notion. 

I’ve also made changes in my professional situation. I unloaded 
my private practice and am now practicing three days a week at a 
Wal-Mart Vision Center.

Change is hard, especially when you’ve been in a practice for 
some time. The idea of change gave me more than a few sleepless 
nights. Yet looking back now several months after the fact, I wonder 
why I did not make the transition earlier. The vision center is only 
five minutes from my home (as opposed to the one-hour commute 
each way to my previous office), the staff has a very positive attitude 
and I have a wonderful relationship with the vision center manager 
and the district manager.

So you can bet I’m taking the advice of the four successful 
corporate optometrists in the article beginning on page 26 of 
this issue to heart. These gentlemen have years of experience in 
commercial settings and it would be ill-advised to not put their 
recommendations to work. After all, no sense in re-inventing the 
wheel. Use their knowledge to ease your own path.

Several years ago, while serving in a similar role elsewhere I 
penned an editorial in support of corporate optometry. In the 
piece I said it doesn’t matter where you practice, but how you 
practice. Dr. Facchiano echoed that statement once again in this 
article. So while talk may be cheap, I am now walking the walk.  
I strive to provide the exact same clinical care in my new 
corporate-affiliated practice as I did in my private practice. 
“Private practice.” I’m not convinced that is an apt term in 
this day and age. After all, while I lease space in a corporate 
location it is still my “private practice.” I think the term oughta 
be “independent practice” or “non-affiliated practice.” Or no 
qualifiers at all. I think I’ll save this idea for a later editorial. 

People often ask me why I’m working only three days a week. I 
jokingly tell them because I can’t pay my bills on two days a week! 
When the fact is I’m working harder than I ever have, just not in 
clinic. Yet I may have to rethink this schedule. My wife has waited 
years for me to cut back, and the “honey-do” list is incredibly long. 
I may have to spend more time in clinic to get some rest!

Ernie Bowling, OD, MS, FAAO, FNAP
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PUBLISHER’S NOTE

Chad Overman, OD

Telemedicine has existed for years 
in other aspects of medicine, yet it is new to Optometry. Many 
differences of opinion exist when you open up the topic of 
telehealth to ODs. Most seem to be fearful of the idea and that 
got me thinking we should dive into the topic further.

Telehealth is coming to our industry and we can either ignore 
that fact or do something to be a part of it. New technology can 
be great for our practices and for our patients. Think of what it 
would be like to not have an auto-refractor, NCT, retinal camera 
or OCT. These and other technologies have been accepted by 
Optometry and many more are on the way.

We should have a seat at the table and help grow this new 
technology, so it is beneficial to our patients and to our practices. 
From what I have heard from many associations and governing 
bodies, over-regulating is not going to occur and I believe that is 
a good thing.

If a telehealth exam meets the criteria of a good 
comprehensive eye exam and increases the accessibility for our 
patients to have eye exams, we should find a way to implement 
it in our practices.

It is impossible to be all-encompassing on this topic within 
this one page, so Ernie and I will do our due diligence over the 
next two months and report our findings in September’s issue  
of ElectrifEye.

Stay tuned, but please give us your feedback and thoughts  
on Telehealth.

TeleHealth
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P artnerships between complimentary non-profit 
associations and other organizations, when 
executed successfully, can add value to both 

groups. These symbiotic collaborations can offer many 
benefits— engaging with new audiences, broadening 
awareness, expanding product offerings, strengthening 
advocacy coalitions, and leveraging small staff and 
volunteer leadership teams. 

SECO and AACO
SECO - One of the leading sources for world-class 
optometric education in the United States, and 
Energeyes: AACO, a voice advancing the public and 
inter-professional image of the corporate optometrists 
and a resource for Optometry practice management, 

formed its first partnership a few years ago in to continue 
to provide the best possible education to eye care 
professionals. A strategic affiliation—offering a yearly 
Energeyes: AACO special Sunday co-located education 
event during the SECO conference. Today, we’re pleased 
to announce that the partnership with SECO will continue 
into SECO’s conference in Atlanta, GA, March 2020.

Due to the strength and success of this 
partnership, we are adding a second partnership 
using a similar model. 

GWCO and AACO
Energeyes:AACO will join the Great Western Council 
of Optometry (GWCO), for a special event on Sunday, 
October 13, 2019, in Portland, OR. This event will 

Forging Strategic Partnerships
Adding Value to Energeyes: AACO MembershipTiffany A. 

Jackson, CAE

To learn more details, please contact Energeyes at: membership@energeyesassociation.org or 1-414-380-3010 *FREE and discounted offers are only available to Energeyes members, to join, visit: www.energeyesassociation.org
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FREE DESIGN & HOSTING OPTION, DISCOUNTED UPGRADES

FREE CUSTOMIZED WEBSITE DESIGN, $100/PER MO.HOSTING 
OR $50/PER MO. HOSTING PLAN WITH $500 WEBSITE DESIGN

$50.00 PER MONTH HOSTING, $100 CUSTOM DESIGN 

By Tiffany A. Jackson, CAE Executive Director’s Note
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be held at the 
DoubleTree Hotel 
and will feature a full 
day of CE sessions 
and networking for 
ODs practicing in 
a corporate retail 
setting. 

The GWCO 
Congress was 
developed to provide an educational 
venue for optometric professionals in 
the Western states. GWCO is a non-
profit association, formed in 1991, with 
a mission that includes providing a 
collective voice for their members within 
organized optometry and enhancing 

professional development. 
The synergy between 

Energeyes: AACO and 
GWCO is profound. 
As another non-profit 
association supporting the 
voice of ODs and providing 
relevant education, adding 
a specialty-event focused 
on ODs practicing in the 

unique setting of corporate retail, offers yet 
another valuable opportunity for related 
training and networking. 

When considering partnerships 
with other organizations, Energeyes: 
AACO looks for groups in alignment 
with its core values. SECO and GWCO 

fit the bill, sharing their commitment 
to providing quality education for ODs. 
Both groups also align with Energeyes: 
AACO by demonstrating a passion for 
serving their members by delivering 
essential networking opportunities. 
While the focus of each organization is 
advancing members within a defined 
geography, Energeyes: AACO adds 
a distinct element of focus on ODs 
practicing in the unique setting of 
corporate retail – this allows all of us to 
provide more opportunities and reach a 
broader scope of ODs. 

Join us for these special programs, 
in addition to our flagship event, 
the AACO 2019 National Annual 
Conference, being held October 19-21, 
2019 at the Westin Hotel, in Old Town, 
Alexandria, VA. For details, visit www.
energeyesassociation.org. 

Energeyes: AACO will continue 
to seek partnerships with non-profit 
associations—adding value to AACO 
membership, supporting the OD 
community, and advancing our strategic 
direction. As always, your feedback 
about the Association is vital to us. 
Please share your comments, questions, 
and suggestions by sending an email to 
membership@energeyesassociation.org. 
You can also contact me directly by phone 
at 414-380-3010. 

Tiffany A. Jackson joined Eneregeyes: 
AACO as the Executive Director and CEO 
in November 2017. She is the Association’s 
first Certified Association Executive 
(CAE) and is helping the organization 
realize its potential as a unique 501 c (6) 
association and community of choice for 
optometrists practicing in a corporate retail 
setting. Previously Tiffany worked as a 
Director of Chapter Development and as a 
Membership Director for the DC-based WTS 
International and the Global Subsidiary 
of the American Society for Quality (ASQ 
Global). She has years of experience working 
with volunteers driven organizations 
throughout the US and Internationally. 
Tiffany places a high value on what can be 
accomplished by volunteer leaders coming 
together to realize their vision.

When considering 
partnerships with 

other organizations, 
Energeyes: AACO 

looks for groups in 
alignment with its  

core values. 
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By George T. Banyas, OD, FAAOJournal Abstracts

Cataract surgery patients report 
better post-op outcomes with 
branded NSAID treatment.

Hovanesian J, et al. J Cataract Ref Surg. 
2018;doi:10.1016/j.jcrs.2018.08.039

Cataract surgery patients treated with 
branded nepafenac topical eye drops 
reported better objective and subjective 
outcomes compared with patients treated 
with generic ketorolac. 91 eyes in the 
nepafenac group and 90 eyes in the 
ketorolac group were treated 3 days pre-
operatively and 28 days post-operatively. 
All objective measurements had a 
statistically significant difference favoring 
nepafenac compared with ketorolac.

Statins associated with lower 
retinopathy in patients with 
diabetes.

Hwang Y, et al. JAMA 
Ophthalmol. 2019:doi:10.1001/
jamaophthalmol.2018.6339.

Prevalence of diabetic retinopathy was 
lower in a population of patients with 
type II diabetes and dyslipidemia who 
were on statin therapy than in those who 

were not. Of 37,894 patients between Jan. 
1, 1998 and Dec. 1, 2013, 18,947 were 
allocated to the statin group and 18,947 
the non-statin group. 
Diabetic retinopathy was diagnosed in 
fewer of the statin group vs. the non-
statin group (10.6% vs. 12%). 

Kamra inlay improves near 
monocular vision and  
binocular vision.

Vukich JA, et al. J Cataract and Refract Surg. 
2018; doi:10.1016/j.jcrs.2018.02.023.

The Kamra small-aperture intracorneal 
inlay improved near vision both 
monocularly and binocularly in patients 
with emmetropic presbyopia. The 
prospective trial included 507 patients 
with emmetropic presbyopia who 
underwent intracorneal implantation of 
the inlay of the non-dominant eye. Kamra 
inlay has shown safety and effectivity at 3 
years. 391 patients (93.8%) had 20/40 or 
better binocular uncorrected near visual 
acuity and 363 patients (87.1%) had 
20/40 or better monocular uncorrected 
near visual acuity. 

AAO reports superior results of 
DMEK vs. DSEK.

Deng, SX, et al. Ophthalmology. 2017; 
doi:10.1016/j.ophtha.2017.08.015

A total of 1,085 articles in the English 
language were reviewed, of which 47 
were relevant to the safety and efficacy 
of Descemet’s membrane endothelial 
keratoplasty (DMEK) vs. Descemet’s 
stripping endothelial keratoplasty (DSEK). 
The follow up ranged from between 5.3 
and 68 months. A better visual recovery 

Current Abstract  
Reviews George T. Banyas, 

OD, FAAO

was shown after DMEK. Only 6% of the 
eyes after DSEK achieved 20/25, whereas 
50% of DMEK eyes achieved that level in 
one study. A lower rate of rejection was 
noted after DMEK, likely due to lesser 
amount of tissue transplanted. 

More physical activity may  
lead to slower visual field loss  
in glaucoma.

Lee MJ, et al. Ophthalmology. 
2018;doi:10/1016/j.optha.2018.10.012.

Older adults with suspect or manifest 
glaucoma experienced slower rates of 
field loss if they engaged in more walking 
and more time spent doing moderate to 
vigorous physical activity compared to 
patients that had a sedentary lifestyle. 
The longitudinal study included 141 
patients with glaucoma between the ages 
of 60 and 80 years. A faster decline in 
sensitivity was found with older age, non-
white race, history of cataract surgery, 
history of glaucoma surgery and worse 
baseline severity.
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Oral steroids for non-arteritic 
ischemic optic neuropathy  
did not significantly improve 
visual acuity.

Saxena R, et al. Ophthalmology. 
2018;doi.10.1016j/ophtha.2018.03.032.

Researchers evaluated the role of oral 
steroids in the treatment of non-diabetic 
acute non-arteritic ischemic optic 
neuropathy in 38 patients. 19 received 
steroids and 19 served as controls. 
Both groups demonstrated improved 
visual acuity, visual evoked response 
latency, and resolution of disc edema 
at 6 months compared with baseline 
OCT parameters. However, there was 
no statistically significant difference in 
visual acuity between the steroid group 
and the control group.

Visual recovery possible after 
eye injuries from hand-held  
laser pointers.

Mtanes K, et al. J Ped Ophthalmol and 
Strabismus. 2018;doi:10.3928/01913913-
20180405-01

This study included 8 eyes of 7 patients 
who reported injuries after exposure 
to laser pointers. Five of the injuries 
were accidentally self-inflicted while 
playing with the device. High dose 
oral prednisone was used to treat all of 
the patients. Follow up ranged from 
2 months to 12 months, with eyes 
experiencing visual acuity improvement 
to 6/8 and 6/6 in all cases but one, which 
remained count fingers @ 2 meters.

Smartphone photo screening 
app for amblyopia consistent 
with screening technology.

Arnold RW, et al. J Pediatric and Ophthalmol 
Strabismus. 2018;doi:10.3928/01913913-
20180710-01

Smartphone photo screening for 
amblyopia in pediatric patients using 
GoCheck Kids application had positive 
predictive value compared with other 
commercial objective screeners. 10 
pediatricians completed 6,310 screenings, 
resulting in a referral rate of 5%. 25% 
were referred for high anisometropia, 
31% for hyperopia, and 15% for myopia. 
Of the 332 patients that did not pass 
the screening, 217 (65%) were followed 
up by the study authors. The positive 
predictive value of GoCheck Kids is 
favorably compared Plusoptix, SPOT, and 
iScreen devices. 

Relative risk for Alzheimer 
disease based on complete 
family history.

Cannon-Albright LA, et al. Neurology. 
2019;92:e1745-e1753 (April 9, 2019)

This population-based estimation of 
relative risks for Alzheimer’s based on 
family history suggests that inherited 
genetic factors have a broad influence, 
extending beyond immediate relatives. 
Providers should consider the full 
constellation of family history when 
counseling patient and families about 
their risk of Alzheimer’s disease.

Low serum retinoic acid level for 
prediction of higher risk of mor-
tality in ischemic stroke.

Wen-Jun T, et al. Neurology. 
2019;92:e1678-e1687 (April 9, 2019)

Low circulating levels of retinoic acid were 
associated with increased risk of all-cause 
and cardiovascular disease (CVD) mortality 
in a cohort of patients with first-incidence 
acute ischemic stroke. Retinoic acid levels 
could be an independent predictor of 
established conventional risk for acute 
ischemic stroke amongst other risk factors. 

Trends in sedentary behavior 
among the US population,  
2001-2016.

Yang L, et al. JAMA. 2019; Vol 321: No 16. 
1543-1642

In this nationally representative survey 
of the US population from 2001-2016, 
the estimated prevalence of sitting 
watching television or videos for at least 
2 hours per day generally remained high 
and steady. The estimated prevalence 
of computer users during leisure time 
increased among all age groups, and the 
estimated total sitting time increased 
among adolescents and adults. Prolonged 
sitting has been associated with increased 
risk of mortality and multiple diseases.

The beneficial effects of Medi-
terranean diet over low-fat diet 
may be mediated by decreasing 
hepatic fat content.

Gepner Y, et al. J Hepatol. 2019 May 7. Pii: 
SO168-8287(19)30274-0. Doi: 10.1016/j.
jhep2019.04.013.

High hepatic fat content is associated with 
metabolic syndrome, type II diabetes, 
and coronary heart disease. In this 
CENTRAL 18-month intervention trial, 
Mediterranean /low-carbohydrate diet 
induced a greater decrease in hepatic fat 
content than low-fat diet. The beneficial 
effects were beyond the favorable effects 
of visceral fat loss. MRI was used to 
determine and monitor visceral and 
hepatic fat content during the study. 
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By Vincent Facchiano, OD, FAAOThe Business of Corporate Optometry

Most doctors will approach dry eye treatment 
with traditional approaches, yet often avoid 
higher order levels of ocular surface disease 

(OSD) treatment when blepharitis is a contributing 
factor and OSD symptoms are significant. Those 
doctors who find such treatments indicated and 
go on to prescribe them really change the way the 
patients recover from their symptoms. 86% of patients 
diagnosed with dry eye have symptoms associated with 
an unstable tear film due to compromised meibomian 
gland function1 and can be treated far more effectively 
than it has been given the technology available to 
practitioners today. 

I went to speak with Dr. Anthony Tsiftilis, a 
Lenscrafters practitioner, who was excited to share his 
passion for dry eye disease. Dr. Tsiftillis accomplishes 
a rapid diagnosis of dry eye and sorts between 
aqueous and evaporative etiologies with a relatively 
low-tech approach. Using a speed questionnaire, slit 
lamp evaluation that includes both lissamine green 
and fluorescein vital stains and a transilluminator, he 
ascertains tear film quality, quantity, notes glandular 
obstruction or drop off by everting the lids and 
transilluminates the glands. Applying slight lid 
margin pressure, he provokes lid glands expression to 
assess glandular secretion with abnormal supporting 
evaporative dry eye . He uses lissamine green to look 
for a lid wiper epitheliopathy stain called the Line of 
Marx, a marker of meibomian eye disease (MGD). All 
that happens in a few fluid movements and then Dr. 
Tsiftilis insists on imaging the lid margins showing 
obvious disease.

He also gets results because he is not afraid to 
go beyond lid scrubs, supplements and weak, less 
effective home-based therapy. He prescribes glandular 
expressing treatments and performs lid debridement 
when evaporative dry eye is indicated. Dr. Tsiftillis uses 
BlephEx and I wanted to learn what his approach was.

Making the correct diagnosis of underlying causes 
of ocular surface disease and showing the patient their 
actual lid condition is a best practice. (See Figures one 
and two) Dr. Tsiftilis uses EyePhotoDoc (http://www.
eyephotodoc.com/eyephotodoc.html) and BlephEx 
also offers a Lash Cam, a hand held video capture 

device using an iPhone app. “I see something that 
concerns me,” Dr. Tsiftilis reports to the patient as he 
shows their lid images and explains the consequences 
of non-treatment. Symptomatic patients who see 
their lid margin disease come to understand why lid 
debridement and gland expression treatment is ordered 
and are more compliant with therapy.

Patient education needs to be available. Dr. Tsiftilis 
explains to his patients all of us have normal flora living 
on our lids and eyelashes. Trouble begins when there is 
an overgrowth of the normal flora, which accumulates 
to form a biofilm Dr. Tsiftillis likens to plaque on one’s 
teeth. He explains no one ever washes their lid margins 
and over time lid margins become keratinized, which is 
analogous to damaging dental plaque forming on teeth. 
The keratinization builds up over time and supports 
the growth of the biofilm, eventually becoming a source 
of inflammation, contributing to a variety of symptoms 
including dryness, irritation, injection and tear gland 
damage. The unwanted biofilm, he goes on to explain, 
has been known to be a nutrient source for unwanted 
Demodex mites on the eye lashes. 

Patients come to understand blepharitis is a very 
common eye condition and often is undertreated by 

Why Offer Blepharoexfoliation?
Vincent Facchiano, 
OD, FAAO

Dr. Anthony  
Tsiftilis
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traditional less effective home-based treatments 
of warm compress and lid wipes. With these 
therapies few patients are compliant and seldom 
is there enough sustained heat to the lid margins 
to be effective. Patients then suffer from dry, itchy 
eyes or a foreign body sensation in their eyes due 
to lack of or under treatment of their blepharitis 
and lose hope. Dry eye disease and meibomian 
gland disease can complicate cataract and LASIK 
treatments, lead to contact lens intolerance, and tear 
gland damage. Those are good reasons not to ignore 
blepharoexfoliation and gland expression treatment 
when indicated. 

Dr. Tsiftilis explains effectively removing 
keratinization with some frequency will help 
stop inflammation and promotes tear producing 
lid glandular health. If he believes the patient 
needs a step further after lid debridement, he will 
prescribe a LipiFlow treatment, partnering with a 
local ophthalmologist. Dr. Tsiftilis will perform the 
BlephEx treatments initially and follows up with 
another treatment in 1- 3 months. Then treatments 
every 4-6 months afterwards will keep the lids 

inflammation free and restore normal tear function. 
He notes medical billing does not apply for the 
procedure. Medical plans often cover exams when 
there is a dry eye diagnosis. 

BlephEx is very easy to perform and he notes 
the company has several links on line to enhance 
patient education and explain treatment. Dr Tsiftilis 
uses a topical anesthetic, either proparacaine or 
lidocaine on the lid margins, however it is not 
mandatory. He uses the informed consent BlephEx 
provides and adds he preps the patient to expect 
some discomfort for that day post procedure. 
BlephEx recommends a new sponge tip soaked in a 
scrubbing solution for each lower lid being treated. 
He also adds a post treatment recommendation, 
ordering Azasite prophylaxis. 

Figure 1.

Figure 2.
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Developing a dry eye practice requires continual 
education by the doctor and staff. Apply consistent 
approaches to discover ocular surface disease and 
symptoms. Provide office demonstrations and patient 
education materials. Sophisticated equipment is nice 
but not required in the treatment of OSD; so promote 
OSD treatment in all your marketing materials. 
Evaluate the lids and glandular secretion with each 
OSD encounter and when evaporative dry eye disease 
is indicated, prescribe lid belpharoexfolication and 
glandular expression treatments. 

REFERENCE:
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Abstract
Introduction: Radial keratotomy (RK) is a procedure 
that involves using a blade to make partial-thickness 
radial incisions in the paracentral and peripheral 
cornea as a means of treating refractive error. Visual 
dissatisfaction with RK has many etiologies, including 
corneal scarring, irregular astigmatism, hyperopic shift, 
and increasing width of radial incisions over time with 
resultant visual fluctuations. 

Case Report: A 64 year-old Caucasian veteran male 
presented to the RHJ Charleston VA Medical Center 
optometry eye clinic for refraction following an ocular 
health examination. The patient previously had RK 
to correct for myopia and presented with a chief 
complaint of reduced and fluctuating vision with a 
secondary complaint of dry eye. 

Discussion: Switching the patient from glasses as his 
primary means of correction to scleral contact lenses 
has improved his vision, eliminated his symptoms of 
diurnal fluctuation, and reduced symptoms of dry eye 
subjectively as well as objectively, demonstrated by 
measurable improvement in visual acuity and Ocular 
Surface Disease Index questionnaire results.

Key words: Radial keratotomy, scleral contact lenses, 
dry eye syndrome

Introduction
Myopia is a vision condition in which incoming light 
rays are refracted by the cornea and lens of the eye to a 
focal point anterior to the retina. Consequently, those 
with myopia are able to view close objects clearly while 
objects farther away appear blurred. Myopia often 
develops in childhood as a result of the eye growing 
too long or the corneal curvature being too steep. 
Global refractive errors have been estimated to affect 
800 million to 2.3 billion people.1 The prevalence of 
myopia in Asia is as high as 70-90% of the population, 
in Europe and America 30-40% of the population, and 
in Africa 10-20% of the population.1 While correction 
of refractive error can be achieved with spectacles 
or contact lenses, many patients prefer to not be 
dependent on such devices for improved vision.

Radial keratotomy (RK) was first described by 
European ophthalmologists in the late 1800s and 
developed in Japan in the 1940s and 50s as a means to 
treat refractive error. RK evolved into its modern form 
in Russia in the 1960s and ‘70s, and was first done in 
the United States in 1978.2 RK became the most widely 
used refractive surgical procedure to correct myopia from 
1978 to 1994 with approximately 250,000 RK operations 
performed annually in the United States during that 
time.2 RK has also been used less commonly to treat 
hyperopia. The procedure involves using a blade, initially 
made of stainless steel and later of diamond, to make 
partial-thickness radial incisions in the paracentral and 
peripheral cornea.2

Under-correction and over-correction in RK is 
common. It has been well-documented that the radial 
incisions made in the cornea cause gradual hyperopic 
shifts.3 The causes of such hyperopic shifts after RK are 
not well known, but these shifts have been speculated to 
be due to peripheral corneal bulging and compensatory 
central corneal flattening.3 Such incisional alterations 
cause biomechanical instability of the cornea, leading to 
unpredictable long-term results.3 Diurnal (morning to 
evening) fluctuations in visual acuity after RK have also 
been well-documented. Such changes may occur in up 
to 60% of patients and have been noted to persist for as 
long as 11 years and beyond after surgery.4 In particular, 
diurnal fluctuations in corneal curvature, manifest 
refraction, uncorrected visual acuity, and average central 
keratometric power have been reported.4 The diurnal 
change in manifest refraction tends to be a myopic shift 
of approximately 0.5 diopters on average, although 
some patients have shown a hyperopic shift.4 Visual 
disturbances, hyperopia, and astigmatism are common in 
post-RK patients with visual dissatisfaction arising most 
commonly from corneal scarring, irregular astigmatism, 
hyperopic shift, and increasing width of radial incisions 
over time with resultant visual fluctuations.2

Case Report
Patient TC was previously seen by the ophthalmology 
clinic for ocular health examination and glaucoma 
work-up based on previous patient records of being a 
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4, 7, and 10 o’clock OD, OS; irises were blue and without 
defect OD, OS; anterior chamber appeared deep and 
clear without cells or flare and the estimate of the anterior 
chamber angles were 4/4 by Von Herrick. Dilation was 
deferred having just been done in ophthalmology clinic. 
During examination it became evident that the patient 
was very photophobic and confirmed this at the end of 
the appointment visit.

The patient’s ocular surgery history, examination 
findings of RK corneal scars and SPK, and symptoms of 
photophobia with gradual/intermittent blur throughout 
the day lead to the diagnosis of visual disturbance 
secondary to the RK scars and dry eye syndrome. The 
best solution for treating both diagnoses, agreed upon by 
the patient, was decided to be fitting the patient for scleral 
contact lenses (ScCLs).

Scleral Contact Lens Fitting
The patient returned for a ScCL fitting of both eyes. His 
visual acuity remained stable with corrected acuities 
of 20/20- OD, OS. Clinical observation and slit-lamp 
examination revealed no changes from the patient’s initial 
visit 10 days prior. Keratometry was not done prior to 
ScCL fitting because it is not mandatory for fitting ScCLs. 
In addition, corneal topography was not done because the 
necessary equipment was not available at the RHJ VAMC 
and is also not necessary for fitting ScCLs. ScCL fitting 
was done by trial and error with the initial lens selected 
based on clinical observation and the author’s experience.

The trial lenses were inserted OD,OS with use of a 
fluorescein sodium (NaFl) strip, coloring the preservative-
free 0.9% sodium chloride (NaCl) inhalation solution 
(used off label), and allowed to settle for approximately 
20 minutes. The patient was instantly impressed with 
both the comfort and the visual acuity once the over-
refraction was determined. The same lens was used for 
OD and OS with similar over refractions found. The 
lenses were ordered as listed below.

OD: Custom Stable (Valley Contax, Springfield, OR)
Diameter:  15.8mm
Sagittal Depth:  4.04mm 
Base Curve:  8.65mm
Power:  +2.00D
Over-refraction:  +0.25D 20/20 with NaFl in vault
Resultant Power:  +2.25D
Assessment:

* No bubbles with clearance centrally of ~350um, no 
peripheral touch

* Well-centered
* No blanching or vessel impingement peripherally

Subjective: Good vision; good comfort

glaucoma suspect secondary to physiological cupping 
of the optic nerve heads (ONH). Testing from that 
visit revealed pachymetry readings of 581um right eye 
(OD) and 557um left eye (OS). Intra-ocular pressure 
was measured to be 19mmHg OD, OS with Tono-Pen. 
Previous ocular coherence tomography of the ONH 
revealed non-glaucomatous thinning OD, OS and a prior 
Humphrey visual field revealed global depression OD,OS 
without apparent glaucomatous defects secondary to 
cataract OD,OS. Posterior pole examination revealed 2+ 
nuclear sclerosis of the lenses and optically clear vitreous 
OD, OS. Fundus assessment revealed optic nerves with 
a cup-to-disc ratio of 0.7 vertical by 0.7 horizontal OD 
and OS. The neuro-retinal rims were healthy and intact 
with distinct margins and no pallor OD, OS. Retinal 
vessels appeared healthy with an arterial-venous ratio of 
2/3 noted OD, OS. The macula of each eye was clear of 
abnormalities each positive for a foveal light reflex. The 
peripheral retina was flat and intact with no pathology 
360° OD, OS. Given that there was also no family 
ocular history of glaucoma, ophthalmology decided to 
continue having the patient watched on a 6-month basis 
to monitor for changes to ocular health. The patient was 
then referred to optometry for refraction as he was having 
difficulty with his current glasses prescription.

TC, a calm 64-year-old white male, presented to 
the optometry eye clinic two weeks later with corrective 
lenses. His primary complaint was of reduced vision in 
both eyes at all distances, which fluctuates throughout the 
day. The patient also had a secondary complaint of dry 
eyes that were being treated with lubricating ointment 
at night and artificial tears (ATs) which he was using 2-3 
times per day. TC had a history of radial keratotomy (RK) 
done in 1994 on both eyes. The patient’s other medical 
history consisted of type II diabetes, hypertension, and 
hyperlipidemia controlled with glipizide and metformin, 
lisinopril, and pravastatin, respectively. Patient reports 
being allergic to penicillin. He was oriented to time, place, 
and person. 

The patient’s best corrected visual acuity (BCVA) was 
20/20- at distance OD, OS. BCVA was produced with a 
manifest refraction of +3.00-1.00 x 007 OD and +1.00 
sphere OS. Pupils were equally round and reactive to 
light; no afferent pupil defect was noted for OD and OS. 
Confrontation fields were full to finger count OD, OS. 
Extra-ocular muscles were full and smooth in all gazes. 
Anterior segment evaluation by external observation and 
slit lamp examination revealed dermatochalasis OD, OS; a 
quiet bulbar and palpebral conjunctiva OD, OS with very 
early pterygium nasally OD and pinguecula nasally OS; 
corneas had scattered superficial punctate keratitis (SPK) 
greatest inferiorly with four radial RK stromal scars at 2, 
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OS: Custom Stable (Valley Contax, Springfield, OR)
Diameter:  15.8mm
Sagittal Depth:  4.04mm 
Base Curve:  8.65mm
Power:  +2.00D
Over-refraction:  +0.50D 20/20 with NaFl in vault
Resultant Power:  +2.50D
Assessment:

* No bubbles with clearance centrally of ~350um, no 
peripheral touch 

* Well-centered
* No blanching or vessel impingement peripherally

Subjective: Good vision; good comfort

While waiting for lenses to settle, the patient’s dry eye 
issues discovered at the first appointment were assessed 
by means of the Ocular Surface Disease Index (OSDI) 
questionnaire. OSDI serves to quantify the severity of dry 
eye disease and its effect on vision-related function. TC 
completed the OSDI questionnaire with a score of 43.75. 
This score represents an assessment of moderate dryness. 
The patient reported discomfort/difficulty with tasks 
associated with light sensitivity, computer work, and 
areas of low humidity “all of the time.” Otherwise, most 
other responses to the questionnaire included “some of 
the time” to difficulty with vision-related function and 
ocular discomfort.

The patient was also educated on and instructed 
to use a hydrogen peroxide-based cleaning system for 
daily cleaning of the ScCLs. TC was instructed to only 
use preservative-free 0.9% NaCl inhalation solution (off 
label) for insertion of the lenses. Both solutions were 
ordered and mailed to the patient’s home address. The 
patient was also trained to insert and remove the trial 
lenses, given that the same parameters were to be ordered 
for the patient. TC proved to be quick at learning the 
correct technique and proficient at the task of insertion 
and removal of ScCLs by the time he left the clinic. 
Having been a previous contact lens wearer, the patient 
was already comfortable handling and caring for contact 
lenses. The patient was enthusiastic about moving from 
glasses back into contact lenses.

Follow up #1
At the follow-up appointment three weeks later, the 
ordered lenses were inserted with use of a NaFl strip, 
coloring the NaCl solution, and allowed to settle for 
approximately 20 minutes.

OD: Custom Stable (Valley Contax, Springfield, OR)
Material: Boston XO® with plasma surface treatment
Diameter: 15.8mm

Sagittal Depth:  4.04mm 
Base Curve:  8.65mm
Power:  +2.25D 20/20-2
Over-refraction:  +0.25D 20/20 with NaFl in vault
Assessment:

* No bubbles with clearance centrally of ~300um, no 
peripheral touch

* Well-centered
* No blanching or vessel impingement peripherally

Subjective: Good vision; good comfort

OS: Custom Stable (Valley Contax, Springfield, OR)
Material:  Boston XO® with plasma surface treatment
Diameter:  15.8mm
Sagittal Depth:  4.04mm 
Base Curve:  .65mm
Power:  +2.50D 20/20-3
Over-refraction:  +0.50D 20/20 with NaFl in vault
Assessment:

* No bubbles with clearance centrally of ~300um,  
no peripheral touch 

* Well-centered
* No blanching or vessel impingement peripherally

Subjective: Good vision; good comfort

Insertion and removal was reviewed again with the patient, 
who still proved to be comfortable and proficient with the tasks. 
At the visit, progressive spectacles were ordered for wear over the 
top of the ScCLs for comfortable and clear near activities. The 
contact lenses were released to the patient for home wear with the 
intention to reorder the ScCLs with the above over-refraction (OR) 
implemented. The previous ScCLs would then serve as a backup 
pair when the power-adjusted contact lenses would arrive.

Follow up #2
The patient returned to the RHJ VAMC eye clinic on 23 April 2015 
for a final contact lens evaluation for the newly ordered ScCLs with 
adjusted powers. The ordered lenses were inserted with use of a 
NaFl strip, coloring the NaCl solution, and allowed to settle for 
approximately 45 minutes (Figures 1-6).

OD: Custom Stable (Valley Contax, Springfield, OR)
Material:  Boston XO® with plasma surface treatment
Diameter:  15.8mm
Sagittal Depth:  4.04mm 
Base Curve:  8.65mm
Power:  +2.50D 20/20
Over-refraction:   Plano 20/20 with NaFl in vault
Assessment:

* No bubbles with clearance centrally of ~200um, no 
peripheral touch

* Well-centered
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* No blanching or vessel impingement peripherally
Subjective: Good vision; good comfort

OS: Custom Stable (Valley Contax, Springfield, OR)
Material:  Boston XO® with plasma surface  

 treatment
Diameter:  15.8mm
Sagittal Depth:  4.04mm 
Base Curve:  .65mm
Power:  +3.00D 20/20
Over-refraction:  Plano 20/20 with NaFl in vault
Assessment:

* No bubbles with clearance centrally of ~200um, no 
peripheral touch 

* Well-centered
* No blanching or vessel impingement peripherally

Subjective: Good vision; good comfort

Fit of the ScCLs were also assessed by means of 
anterior segment ocular coherence tomography (OCT) 
(CIRRUS HD-OCT 500 by ZEIS) The OCT images found 
in Figures 7-10 show the central vault of the ScCL over 
the cornea, as well as where the ScCLs landed on the 
bulbar conjunctiva/sclera of the OD and OS.

A post-fitting OSDI questionnaire was also 
completed during the visit to determine how much, if 
any, improvement the ScCLs had on dry eye syndrome, 
and more specifically, vision-related function and 
ocular comfort. TC scored 11.4 while wearing ScCLs, a 
significant improvement in vision-related function and 
ocular comfort and a classification of normal on the OSDI 
grading scale. The patient’s questionnaire responses were 
largely changed from “all of the time” and “some of the 
time” to “none of the time” with the lone exception being 
sensitivity to light which remained “all of the time.” The 
patient also reported using the ATs less frequently and 
discontinued use of the ointment at night due to the 
improvement of his symptoms.

FIGURES 1-3: OD

FIGURES 4-6: OS

Follow up #3
The patient was reached by phone for a 3-month contact 
lens progress evaluation. During the phone conversation, 
the patient reported that he was “thrilled” with his vision 
and the comfort of the ScCLs. TC reported wearing the 
lenses at least 6 hours a day, but likes to take them out for 
evening events like computer, TV, pool, and showering. 
Patient was unable to explain why he preferred to do 
these activities without the lenses. TC stated that he had 
no instances of pain, redness, or changes to vision at any 
time while wearing the ScCLs. He also mentioned that he 
loves the ScCLs for when he is “out in his workshop and 
out in the elements”. Additionally, TC reported having 
no issues with handling or care of the lenses. The patient 
was then scheduled for a 1-year contact lens progress 
evaluation from his initial visit.

FIGURES 7-8

FIGURES 9-10
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Discussion
Current theory suggests that RK causes weakening 
of the peripheral cornea and flattening of the central 
cornea to result in reduction of myopia.5 However, 
the cause of the biomechanical behavior of the cornea 
continues to be debated. Through videotopography, 
Schanzlin et al. and Santos et al demonstrated that 
diurnal fluctuation after RK is due to steepening in 
corneal curvature during the day.6,7 The studies also 
found no meaningful changes in central corneal 
thickness or IOP that could explain the diurnal 
changes in refraction.6,7 Another study comparing 
videotopographic data chose to evaluate diurnal 
changes in corneal curvature in untreated and surgically 
treated eyes. Of eleven patients who had unilateral RK, 
both corneas presented a diurnal corneal steepening, 
significantly more pronounced in the treated eye.8 
There seems to be a consensus that diurnal fluctuation 
is related to corneal steepening, but the cause is still not 
well understood.6,7,8

Wound healing is delayed and there is no 
fibrotic repair across RK incisions. As a result, 
permanent biomechanical disturbances are present 
in those patients who have undergone RK.9 One 
can speculate that the effect of extraocular muscles 
during accommodation, the pressure of the eyelids, 
and orbicularis action act more strongly on a 
biomechanically disturbed cornea, which may explain 

some of the signs and symptoms experienced by those 
with previous RK treatment. Few methods for treating 
or alleviating the problem of diurnal fluctuation in the 
literature were found, although some approaches have 
been suggested. Laser assisted in situ keratomileusis 
(LASIK) has been used in some cases of poor refractive 
outcome post-RK, but results are suboptimal in patients 
with astigmatism and long-term results are not as stable 
or as predictable as in corneas not previously treated by 
RK.10 LASIK would also not accommodate for diurnal 
fluctuation. An option that specifically addresses the 
problems of diurnal fluctuation associated with RK 
include using intra corneal ring segments (ICRS). ICRS 
is a surgical procedure where one or two polymethyl 
methacrylate semi-circle segments are implanted into 
the corneal stroma to provide a more regular shape 
to the cornea.9 With ICRS in the inferior cornea, in 
addition to RK incision sutures, Koppen et al. achieved 
stabilization of diurnal fluctuation.9 However, there 
are few documented cases of ICRS use for previous RK 
treatment and no long-term studies have been done.

Corneal collagen cross-linking with riboflavin 
and ultraviolet A (CXL) has been proven to increase 
corneal rigidity and biomechanical stability in general 
and is already a viable treatment for corneal ectasias. 
CXL could serve as another potential option for 
surgically treating post-RK visual disturbances. The 
procedure works to develop covalent bonds between 
collagen fibrils in the corneal stroma and is minimally 
invasive.11 In RK eyes, the residual stress-bearing 
stroma is 5%–10% of the posterior most stroma below 
the incisions and it fails through interlamellar and 
subsequent interfibrillar slippages.11 However, it is 
not understood how CXL works since 300–340 mm 
is the confocally documented depth of the effect of 
treatment of CXL and the effect is unlikely to reach 
the pathological area.11 Nevertheless, Fuentes-Páez et 
al. presented a study where a short-term follow-up 
of RK patients treated with CXL showed clinical and 
statistically significant improvement in visual acuity 
(VA) and corneal stability.12 However, the study goes 
on to state that whether VA improvement and corneal 
stability will last, to achieve long-term stability remains 
to be evaluated.12

Contact lenses (CLs) are an alternative to surgical 
intervention for treating post-RK irregular stigmatism, 
refractive shift, and diurnal fluctuation. There are 
several different CL modalities, which include: soft, 
ridged gas-permeable (RGP), piggy back, hybrid, 
and scleral. Soft CLs may be sufficient for residual 
myopic or hyperopic refractive error, but the irregular 
astigmatism and diurnal fluctuations would make soft 



electrifeyejournal.org  |   E l e c t r i f E y e  J o u r n a l   |   21

Conclusion
Switching the patient from glasses as his primary means 
of correction to scleral contact lenses improved his vision, 
eliminated his symptoms of diurnal fluctuation, and 
reduced symptoms of dry eye subjectively and objectively, 
demonstrated by measurable improvement in visual acuity 
and Ocular Surface Disease Index questionnaire results. 
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CLs a less-than-ideal solution. RGPs are the most 
common CL type used when trying to compensate 
for high levels of irregular astigmatism.13 Custom-
designed RGP CLs have been used to correct for 
patients’ residual refractive error because they mask 
corneal irregularity and perhaps some degree of 
diurnal corneal curvature changes.14 However, whereas 
a RGP lens has at least some mechanical dynamic with 
the cornea, a ScCL vaults completely over. Therefore, 
it would reason that ScCLs would be a better and 
more stable treatment option as it would completely 
correct for any corneal induced astigmatism while also 
compensating for diurnal fluctuation. Based on the 
author’s experience, hybrid lenses allow for increased 
comfort compared to RGP lenses, but suffer from the 
same mechanical dynamic and at a much higher cost 
to the patient. Piggy back systems, fitting a RGP on 
top of a soft lens, works in much the same way as 
the hybrid but allows for less oxygen transmissibility 
to the cornea. ScCLs provide even better comfort, 
as the lens vaults over the cornea and lands on the 
sclera. This allows for greater ocular health, masking 
of irregular astigmatism, compensating for diurnal 
fluctuation of the cornea, and providing excellent 
visual acuity and stability.

An added benefit for treatment with ScCLs is their 
ability to simultaneously manage dry eye symptoms. 
ScCLs have been shown to be effective in mitigating 
symptoms and resurfacing corneal erosions in moderate 
and severe ocular surface disorders. The fluid-filled 
reservoir shields the cornea from blink trauma, noxious 
environmental stimuli, and inflammatory mediators 
in the tears. The body-temperature saline reservoir 
prevents corneal cooling and nerve firing that occurs 
during inter-blink intervals.15 Takahide et al produced 
a retrospective study of 9 patients fitted with ScCLs 
prompted by debilitating ocular discomfort, visual 
impairment, or keratopathy. Some of the patients were 
using artificial tears, cyclosporine ophthalmic emulsion, 
punctal plugs, autologous serum tears, and moisture 
chamber eye wear. All patients reported improvement 
of ocular symptoms, reduced topical lubricants, and 
improved OSDI.16

The OSDI questionnaire revealed a significant 
improvement of dry eye symptoms after being fit 
with ScCLs. TC reported a significant improvement 
in vision-related function and ocular comfort and a 
classification of normal on the OSDI grading scale while 
wearing ScCLs. The patient also reported using the ATs 
less frequently and discontinued use of the ointment 
at night due to the improvement of his symptoms – a 
testament to the dry eye alleviating properties of ScCLs.
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Building Corporate-Affiliated 
Value Networks

By Mark Uhler, ODCorporate Perspectives

Here’s a novel idea…  
A Corporate-Affiliated  
Value Network.

I’m sure you may have heard the 
term “value network” before, but let’s dis-
sect its meaning and begin to understand 
the true value it can give to both you, and 
more importantly, your patients.

Definition of Value Network
“A value network is a set of connections 
between organizations and/or individuals 
interacting with each other to benefit 
the entire group. A value network allows 
members to buy and sell products as well 
as share information. These networks 
can be visualized with a simple mapping 
tool showing nodes (members) and 
connectors (relationships)”.1

Value Networks come in all shapes 
and sizes, both virtual and tangible. As 
optometrists, we think of the American 
Optometric Association (AOA) as the 
mother ship of our profession. If I’m 
being totally honest in reflecting on 
my 31 contiguous dues paying years of 
membership with the AOA, I have felt at 
times a stowaway on that ship.

I think my first true recollection 
within our profession is the Walmart 
Advisory Board of which I participated 
in as far back as 2008. I remember well 
when the Walmart Advisory Board met 
for the first time. I looked around the 
boardroom in admiration of all the faces 
of my colleagues. We gathered from the 
four corners of this great country with one 
goal in mind, “How do we collectively 
improve our situation practicing in 
a Walmart”? Essentially, the Walmart 
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Advisory Board commenced a Corporate-
Affiliated Value Network.

I remember being asked why I 
wanted to join the Walmart Advisory 
Board. My answer was simply to engage 
in the corporate complexities at all levels 
that interact with Independent Doctors 
of Optometry. I felt that if I could grasp 
the concepts of these interdependencies, 
I would be at my best in not only helping 
myself succeed, but working with other 
doctors to ensure our mutual success. 
Talk about a true Value Network if you 
get my drift here. 

As was often the case back in the 
early days, all too often I was told things 
from my Vision Center Managers or 
even the Market Directors which did not 
always drive the relationship between 
doctor and corporation forward. Being 
on the Walmart Advisory Board afforded 
me the connections to get information 
“straight from the horse’s mouth”. I felt 
doctors who were not participating in 
this value network (Walmart Advisory 
Board) were not as well informed as 
those of us on the Board. Often times I 
would get phone calls from frustrated or 
angry doctors in need of assistance. So 
on a secondary level, I feel being on the 

Advisory Board allowed me to act as a 
liaison for these less connected doctors.

Certain components comprise a value 
network. I would like to start with the 
most important component – patients. 
Patients are a key component to a value 
network. Depending on the care received 
by patients who see a doctor in one 
Corporate-Affiliated setting, these patients 
are influenced to seek out (or not seek 
out) additional services in that setting 
based on their experiences. Weakness in 
one node (corporate brand) can affect the 
entire network.

The Birth of Energeyes
So now we come to the crescendo of 
my article. Energeyes was born to help 
institute and support programs that allow 
Corporate-Affiliated Optometrists to 
continue to practice at their highest level. 

While the relationship management 
in a value network typically focuses on 
managing information about members 
and vendors; a value network approach 
considers relationships as a two-way 
street. This means the focus is creating 
value as well as providing value. One 
hand washes the other. This of course is a 
fluid system and the dynamics ultimately 
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and connection to take on a new 
value, which can be more intense. The 
importance of finding people that do what 
you do, and not only understand your 
career, practice model, and daily life -but 
actually experience it, is the highest value 
an organization can offer its members. 

You have worked for several  
non-profit organizations before,  
what do you find is most unique 
about Energeyes and what it offers 
the members? 
Ms. Jackson: As far as I can tell, Energeyes 
is the only non-profit organization focusing 
specifically on optometrists practicing 
in a corporate retail setting. So in this 
association, there is a very strong niche to 
reach a large audience of members and 
potential members that are currently not 
being served by other organizations. This is 
really important because the association is 
very attentive to understanding individual 
needs of this practice model. As a non-
profit association, Energeyes is able to take 
a holistic approach to serving members not 
only as a practitioner, but also as a person. 

From what I understand (from talking 
to the members) in some cases being a 
corporate affiliated leaseholder is like being 
a solo practitioner, and that can feel a little 
isolating. Building a strong network of 
other corporate-affiliated optometrists can 
be a strong asset, because it enables you 
to have others to connect with at anytime. 
Connection and community are extremely 
important to members at every level and 
across all age groups. 

Energeyes has a strong mission and 
purpose, but experiences low awareness 
among many corporate-affiliated ODs. 
Once members and potential members 
(or “not-members-yet” as I like to call 
them) find the association, they are both 
amazed and delighted to learn about all of 
the benefits of membership, in addition to 
invaluable connections. 

What do you see as coming trends 
and the short-term future for 
Energeyes?
Ms. Jackson: Energeyes is still a very 
young organization and in the formation 

move to improve relationships and roles 
with membership and create value where 
none existed.

Since Corporate-Affiliated Optom-
etrists have long been individual islands 
with very little support from organized 
optometry; Energeyes is determined to 
advance our practice modality despite 
the bias of some colleagues in traditional 
private practice settings.

A true value network will share a 
common goal with members developing 
strong ties to promote and advance 
their common interests. I called on the 
new Executive Director and CEO for 
Energeyes, Tiffany A. Jackson, CAE, CQIA, 
to clarify some common goals, show us 
the value of your membership, share the 
knowledge and benefits including strategic 
information, planning knowledge, process 
knowledge, collaborative design and 
policy development which support a value 
network with Energeyes. 

Tiffany has been a Certified 
Association Executive (CAE) for over two 
decades. She has served in executive roles 
with associations of medical researchers, 
lawyers, transportation company CEO’s 
and medical professionals. She has 
frequently conducted board training and 
strategic planning with organizations of 
all sizes in various stages of development. 
She graciously agreed to answer some 
questions for me.

As an experienced association 
professional, what do you see as the 
most important member proposition 
value in joining organizations such  
as Energeyes?
Ms. Jackson: One word: Community. 
Over the past few years, we are seeing 
some dramatic generational changes in 
professionals and their opinions about 
association memberships. This of course, 
has a lot to do with technology and the 
digital age. Member’s values (personally 
and professionally), what they are 
currently experiencing, and their over all 
expectations have fundamentally shifted 
in the last 10+ years. While technology is 
everywhere, making things much faster 
paced, this has also allowed membership 

stages. The founders did an excellent 
job of identifying an important need 
and purpose. The next steps are to hear 
directly from the current members and 
set goals around their needs. It is very 
important to make sure that the board 
and staff understands their experiences, 
career stages, and professional 
development paths, as well as their wants 
and needs. This will help to make sure 
their member experience is as valuable to 
them as we think it is. 

We are also looking for ways to 
raise awareness and offer more member 
community engagement experiences, 
such as joining committees, creating 
practice need specific task forces and 
developing a higher level of social  
media experiences. 

How would you summarize the 
strength of the current membership 
attitudes about the association  
as a whole?
Ms. Jackson: The members, volunteer 
leaders, and board are fiercely loyal to this 
association. Their dedication is demon-
strated through the important initiatives 
they continue to take on, such as this peer-
reviewed journal. It is amazing to me such 
a young organization can produce a jour-
nal that is at the level of much older, longer 
established, and larger organizations I have 
worked for before. Also, the past-presi-
dents, both you and Dr. Eric Botts, and the 
other founders are still involved with the 
association at a very engaged level. This 
shows that members are involved because 
they want to be. A loyalty at this high level 
is rarely found in young organizations. 
This shows me the future for this associa-
tion is very bright as Energeyes continues 
to converge experience-driven culture to 
drive meaningful community connections. 
With so much loyalty and important initia-
tives accomplished in such a short time, 
I am excited for what the future of the 
association holds! 

REFERENCE:

1. Investopedia. (Updated Dec 28, 2017). Value 
network. Retrieved January 22, 2019 from https://
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Retinal Imaging in Corporate 
Optometric Practice

BY ERNIE BOWLING, OD, MS, FAAO, FNAP

A D V E R T O R I A L

Introduction
Retinal imaging solutions are quickly gaining popularity in the 
optometric community. This rapidly evolving technology has 
led to improved image quality and enhanced ocular disease 
detection and management. Its ease-of-use is perfectly suited 
for the corporate practice, improving both patient care and 
patient flow. Three corporate-affiliated optometrists shared their 
experiences using ZEISS instruments in their practices.
•	 Christopher Envani, OD is a 1993 

graduate of the Illinois College 
of Optometry. After completing a 
pediatric residency at the institution, 
he joined Wal-Mart. He currently 
has the sub-leases on two Wal-Mart 
Vision Centers in the Dallas-Ft. 
Worth, TX area. 

•	 Eddie Kwan, OD is a 1976 graduate of 
Pacific University College of Optometry. 
He has been associated with the 
Wal-Mart Vision Center in Lynnwood 
Washington for over 24 years. 

•	 Daniel Box, OD is the lease holding 
optometrist at the Wal-Mart Vision 
Center in Tuscaloosa, Alabama, where 
he has been in practice since 2002. 

Embracing the Medical Model
All doctors noted the uptick in medical eye 
care once incorporating ZEISS technologies 
in their practices. “I initially did not invest in 
any medical equipment due to cost. I did basic anterior segment 
office visits, but nothing more,” said Dr. Envani. “I took over both 
my practices about four years ago and neither of the previous 
doctors had any up-to-date medical devices. So subsequently I 
did not perform any medical visits. With ZEISS technologies, we 
are currently about eighty percent routine visits, twenty percent 
medical, and are increasing our medical visits on a yearly basis.” 
Dr. Kwan has seen similarly improvements in the medical side of 
his practice. “We are currently at eighty-five percent routine vision, 
fifteen percent medical. With ZEISS instrumentation, we now detect 

different medical issues and have increased the number of our 
medical office visits.”

“From the start, I began preaching medical eye care,” adds 
Dr. Box. “My practice is roughly 50% routine vision, 50% 
medical at this point. My practice has grown exponentially 
since the first day I incorporated medical into my practice. Over 
63 thousand patients in seventeen years, and I average seeing 
over forty patents a day.”

Investing in Technology
The decision to commit capital to medical technology is a 
difficult decision for any OD. However these doctors have all 
recognized the benefits to their patients and practices outweigh 
the costs. “Medical technology is up and coming,” offers Dr. 
Kwan. “I purchased my first Zeiss fundus camera twelve years 
ago. I upgraded to a camera/OCT combo three years ago.” 

“I have a ZEISS OCT in my office,” adds Dr. Envani. 
“I wanted to be able to provide full-scope treatment and 
management to my patients.” 

“If someone is going to practice full-scope optometry, 
there is no other option than investing in medical technology,” 
advises Dr. Box. “My desire has always been to give the best 
possible care I can as an optometrist, including the absolute 
latest eye care technology available.”

Dr. Box used the analogy that you wouldn’t buy an 
iPhone that is ten years old, instead you’d buy the latest 
technology. He believes this is just as true for eye care 
equipment. He feels having the best technology enables him 
to provide the best possible care to his patients. “You get what 
you pay for…if you want to provide the best patient care you 
have to have the best technology.”

ZEISS Equipment for Every Practice
ZEISS has imaging instrumentation to improve quality of care 
and patient flow ideal for any corporate practice. The CLARUS 
500 (Figure 1) is the next-generation ultra-widefield fundus 
imaging system from ZEISS that provides true-color and 
high-resolution across an ultra-wide image. The instrument 
yields high-quality images of the posterior pole and peripheral 
retina The ZEISS CLARUS 500 can obtain 133° true-color 

Insights from ODs utilizing ZEISS Instrumentation in their Practices
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image with one capture or 200° images 
with the auto-merge feature to aid in 
both macular and posterior pole disease 
such as glaucoma and peripheral retinal 
disease such as retinal tears and lattice 
degeneration.°.

One particular benefit Dr. Box sees 
with the CLARUS 500 is the ability to see 
pathology in the retinal periphery. “There 
is a lot of pathology that shows up in the 
periphery with the CLARUS than you catch 
with a traditional fundus camera.” 

The CIRRUS HD-OCT 5000/500 
(Figure 2) enables eye care practices to 
stay ahead of current and future challenges 
without compromise. CIRRUS delivers 
a carefully constructed set of highly 
refined clinical functions which build 
one upon another to address rapidly 
unfolding demands for diagnosis and 
disease management in retina, glaucoma 
and anterior segment populations. Dr. 
Box considers the OCT to be the most 
important instrument in his practice. “OCT 
provides more diagnostic information 
that other device, whether it be retina 
or glaucoma,” he emphasizes. “For the 
retina specifically, it truly allows you to see 
what is going on structurally, otherwise, unless you’re a retina 
specialist, you’re kind of grasping at straws.” Dr. Box decided 
to also invest in the angiography aspect of OCT. “It has been 
extremely helpful with diabetic patients, as it allows you to 
see hemorrhaging you might not be able to see otherwise with 
direct examination. It also shows retinal atrophy really well.” 
Even though he cannot bill for the angiography screening, he 
still sees it as a critical component of comprehensive optometry, 
and he feels the medical benefits to his patient outweighs the 
cost. He also feels it is critical in when referring patients to 
retinal specialists.

The ZEISS Retina Workplace is a fully interactive 
multimodality software solution that combines data from your 
OCT and fundus camera across three visits on one screen. With 
the click of a button, it offers visualization of macular pathology 
across multiple visits in a synchronized view, and brings you 
certainty and efficiency in assessing and tracking change. From 
the challenges of retina disease diagnosis and management, 
to a new standard of care, Retina Workplace from ZEISS is an 
efficient and effective pathway to support your work flow.

What ZEISS Technology Brings  
to Your Practice
These optometrists recognize the positive 
impact ZEISS retinal instrumentation 
has brought to their practices, and 
especially emphasize patient appreciation. 
“Incorporating ZEISS retinal imaging into 
my practice has not only aided patient 
retention, but also the respect I am 
receiving from my patients and medical 
doctors in the community,” observes Dr. 
Envani. “We have been able to refer a lot 
of patients for hypertensive and diabetic 
evaluations as a result of suspicious 
anatomy detected in the fundus photos.” 
For Dr. Box, he was applauded by a 
local retina specialists for finding more 
pathology than any other OD the 
specialist works with. Dr. Box attributes 
the compliment to the technology that 
allows him to see more. 

Why Choose Zeiss?
Why did our optometrists choose ZEISS 
over other instrumentation and what does 
ZEISS offer that others do not? “Customer 
service, price, ease of use, staff training and 
versatility,” lists Dr. Envani. It’s like having 

several pieces of equipment in one.” 
“ I believe ZEISS has the absolute best technology available 

on the market today,” emphasizes Dr. Box. “Sales, service and 
continued support have always been above and beyond.”

For Dr. Kwan, it was much simpler.” ZEISS is the leader in 
this space.”

Conclusion
Managing posterior pole and peripheral retinal disease has 
evolved from simple observation to incorporating state of the 
art technology to asses ocular structure and function. As these 
doctors shared, medical eye care continues 
to grow and add value to their patients and 
their practices. 

“The technology is always cutting edge, 
and the ability to bring it all together with 
FORUM” is a big reason why Dr. Box loves 
his Zeiss equipment. “Permanent vision 
loss can be saved with this technology – my 
patients are trusting me with their vision.”

A D V E R T O R I A L

Figure 1. ZEISS CLARUS 500.

Figure 2. ZEISS CIRRUS  
HD-OCT 5000/500.

Ernie Bowling,  
OD, MS, FAAO, FNAP
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From Private to 
Corporate Practice

By Ernie Bowling, OD, MS, FAAO, FNAPCorporate Optometry Feature

T he optometric profession has undergone many 
changes in the last generation. One of the larg-
est and most significant is the development of 

corporate practice. Data from the 2017 AOA Survey of 
Optometric Practice showed twenty-three percent of 
ODs indicated their primary practice was a corporate 
location.1 Corporate practice is often touted as a “first 
step,” stop-gap measure for newly-minted optometrists 
after graduation, allowing the young doctor to gain ex-
perience with a positive cash flow so important to retire 
massive education debt. The thinking then goes, once 
the optometrist is financially secure, they will transition 
into their own “private practice,” which has tradition-
ally been held out as the eventual and desired career 
path of all optometrists. There are also many ODs who 
“moonlight” at corporate locations while developing 
their private practice. 

What about the optometrist who chooses to 
take the reverse route? ODs who have had their own 
“private practice” but chose to leave the traditional 
private-practice model and transition into a corporate-
affiliated practice. What do they have to say about their 
choice and what advice would the give to other ODs 
considering a purely corporate-affiliated practice. I spoke 
with four seasoned ODs who have made just such a 
move and asked them to share their insights. 

The Doctors
•	 Dr. Bill Baldwin was in a solo private practice in 

Griffin, Georgia from 1978 until 1991, when he 
assumed the Wal-Mart Vision Center in Griffin. He 
was the 2017 recipient of the Energeyes President’s 
Council Award. 

•	 Dr. Vince Facchiano practiced with his optometrist 
mother and in a medical clinic prior to assuming a 
LensCrafters. He has a LensCrafters lease and three 
Pearle Vision Franchises. He serves as the current 
treasurer of the Energeyes association. 

Ernie Bowling,  
OD, MS, FAAO, FNAP

•	 Dr. David Harshberger was in private practice 
for twenty-two years in New Martinsville, West 
Virginia and has been practicing at the New 
Martinsville Wal-Mart Vision Center for the last 
sixteen years. 

•	 Dr. Travis Johnson was in private practice in 
the Minneapolis/St. Paul area for fourteen years 
before assuming a Wal-Mart Vision Center in 
Nashville, Tennessee. 

Why the move to corporate practice?
We’ve all heard the reason for entering corporate 
practice: the low overhead and immediate patient 
volume are the most commonly cited examples. Yet 
the experienced practitioners offered other reasons 
which spurred them into corporate practice new 
graduates might not readily appreciate.

“I was tired of spending so much time dealing 
with insurance, staff and other ancillary duties,” 
said Dr. Harshberger. “Administration is not my 
strong suit, and it was distracting from patient time 
and care.” Dr. Baldwin notes, “In addition to the 
irritation of dealing with insurance panels and plans, 
I disliked dealing with optical problems such as lab 
errors and remakes, lab bills, and keeping current on 
frame styles and getting and retaining good optical 
staff. It was also difficult to take time off and obtain 
doctor coverage.” 

Dr. Facchiano had lofty goals. “I needed to have 
a more vibrant practice and reach a larger patient 
population, which in turn would easily support a 
full-scope primary care practice. I was handicapped 
in the slower private practice. My income and 
growth seemed limited and there were marketing 
challenges I disliked.” Dr. Johnson summed it up in 
one sentence: “When considering our move from 
Minnesota to Nashville, the most promising career 
option was a corporate-affiliated practice,” 

Insights from four ODs who made the successful transition

Dr. Bill Baldwin
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Dr. David Harshberger

Dr. Travis Johnson



electrifeyejournal.org  |   E l e c t r i f E y e  J o u r n a l   |   27

Transition challenges
While any life transition can be stressful, 
Drs. Johnson and Harshberger found the 
challenges of transitioning to corporate 
practice to be minor. “ I really didn’t 
have any,” Dr. Johnson offers. “We had a 
Wal-Mart lease along with our Minnesota 
private practices and already knew the 
ropes.” Dr. Harshberger concurs. “ I did 
not have any major transition challenges. 
The vision center had opened four and 
a half years earlier and the leaseholder 
doctor decided to move south. I had 
occasionally filled in for him and just 
stepped into an existing practice. Having 
an established patient base sure helped as 
I was immediately busy.”

Dr. Facchiano’s transition challenge 
was one many of us would envy. “My first 
challenge was I went from five patients 
a day to a practice that was consistently 
thirty-five patients a day. My day was 
ten am to nine pm six days a week and 
slightly less on Sundays. The volume was 
both a blessing and a curse. The second 
challenge was finding like-minded family-
oriented optometrists who were confident 
enough in their skills to practice in a 
high-volume setting.”

Advantages (and 
disadvantages) of  
corporate-affiliated practice
Such a seasoned group of corporate-
affiliated optometrists are uniquely suited 
to voice an opinion on the advantages and 
disadvantages of this mode of practice. 
All cited the ability to focus on patient 
care as a definite advantage of corporate-
affiliated practice. “Having extra time to 
devote to patient care has been a very 
real benefit,” says Dr. Johnson. “Private 
practice ODs are great doctors, but they 
are often spread so thin with business 
ownership. Time and energy are limited 
and they do the best they can, just as 
I used to do! I now have more time to 
concentrate on patient-centered care and 
embrace new and upcoming technologies 
to enhance patient care.” Dr. Harshberger 
adds, “I get to concentrate on patient 
care. I don’t have to worry about frame 

inventory, contacts and supplies, and 
other concerns. I have good staff and an 
excellent vision center manager and we 
work well together.”

“The corporate practice was both 
diverse and high-volume,” offers Dr. 
Facchiano. “I could offer full-scope 
primary eye care and have the revenue 
and patient volume to support all the 
possible primary care instrumentation  
I could envision.” 

Corporate-affiliated practice is not 
without its disadvantages, and these 
doctors have been in the arena long 
enough to also recognize those. “Losing 
revenue from retail sales in my private 
practice was a loss to our profit centers,” 
notes Dr. Johnson. “There is some loss of 
identity in a corporate-affiliated practice,” 
adds Dr. Baldwin. “A perception of 
being ‘commercial.’ There is some loss of 
decision making regarding practice hours 
and insurances you must accept. The 
optical staff may not be what you would 
desire. And there is always the specter of 
losing the contract.”

Dr. Facchiano also voiced 
disadvantages. “The down side is the lease 
required the doctor/owner to supply seven 
doctor days of coverage every week. I 
found it hard to find full-time optometric 
help. I likened it to an agricultural 
milking operation. You could never leave 
because it was always in operation! And 
as it is in all practices, there is down 
pressure on net income due to declining 
third party revenues, increased cost of 
doing business and a change in delivery 
channels. Large corporations often have 
internal competition not only from brand 
saturation but also from internet-based 
commerce channels.”

Recommendations
So what recommendations would these 
doctors offer a young OD just starting 
out in corporate-affiliated practice or 
considering a change from traditional 
private practice to a corporate-affiliated 
practice? There was no shortage of advice.

“Make sure you live in an location 
you want to live,” advises Dr. Facchiano. 

“Have your practice in alignment with 
your personal and professional ideal. You 
will be happier if you’re in alignment 
with your ideal practice philosophy.”

“I have four recommendations,” 
offers Dr. Baldwin. “First, have pride 
in yourself and your practice. Second, 
be a doctor. Practice to your highest 
level. Make use of available technologies 
to monitor and treat. Third, exceed 
expectations. You are in a commercial 
setting and patients are impressed if 
you look like a doctor and offer a first-
rate experience. And finally, find your 
niche. Whether it be expanded hours, 
enhanced medical eye care, or specialty 
contact lenses for example. Offer 
something unique to your area.” 

“Yet don’t allow yourself to be 
overly influenced by corporate on 
how to run your practice,” advises Dr. 
Harshberger. “Make sure it is still your 
practice, even if it is in their building.”

“Seek out those in corporate 
practice whom are successful and learn 
from them,” counsels Dr. Johnson. “ 
Have them mentor you and implement 
the things they teach you to be 
successful. Consider joining a doctor’s 
network or professional organization 
or association in order to network with 
other like-minded optometrists and 
learn from each other. Push each other 
to be better.”

“Market yourself because you are 
the brand,” recommends Dr. Facchiano. 
“A corporate-affiliated brand will 
only do so much for you. Identify 
where your passionate interests lie, 
then nurture each of those areas. The 
affiliated corporate brand markets to 
bring in patient volume, but it is your 
job to develop the practice into your 
own. A corporate-affiliated practice is 
what you make of it. It’s not where you 
practice but how you practice.” 

REFERENCE:
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By Eric Botts, ODCoding & Billing

Eric Botts, OD

A s doctors, we are trained to 
diagnose and treat patients and 
typically follow evidence-based 

clinical practice guidelines to appropriately 
provide care for our patients. Individual 
states have laws governing the practice 
of optometry and many states have a law 
indicating what examination elements are 
required to perform the minimum eye 
examination. As a legislated profession we 
are required to practice optometry within 
the confines of our state laws. 

Federal Laws Applying to 
Optometrists
As health care professionals we are also 
required to follow a number of federal 
laws applying to all doctors including 
optometrists. These laws include the 
following:
•	 False	Claims	Act	
•	 Anti-Kickback	Statute
•	 Physician	Self-Referral	Law
•	 Exclusion	Statute
•	 Civil	Monetary	Penalties	law
•	 Health	Insurance	Portability	and	

Accountability Act

It is important to note the majority of OD’s 
practice well within the requirements of all 
of these laws and most doctors convicted 
of violations of these laws are intentionally 
violating the law and may receive 
monetary fines and/or imprisonment.

The False Claims Act (FCA) was 
enacted in 1863 because Congress was 
concerned suppliers of goods to the 
Union Army during the Civil War were 
defrauding the Army. It has been updated 
a number of times since and currently 

allows for fines of $5500-$11,000 per 
occurrence. The False Claims Act only 
applies to claims submitted to government 
insurance carriers including Medicare and 
Medicaid but not commercial insurance 
carriers such as BCBS, AETNA and 
UnitedHealthcare. 

To be clear, a person does not violate 
the FCA by submitting an incorrect 
claim to the government. To violate the 
FCA a person must intentionally have 
submitted, or caused the submission 
of, the false claim knowing the claim 
is fraudulent. Knowledge of false 
information is defined as being (1) actual 
knowledge, (2) deliberate ignorance of 
the truth or falsity of the information, 
or (3) reckless disregard of the truth or 
falsity of the information. In other words, 
submitting incorrect claims accidentally 
with incorrect codes or improper 
documentation because of ignorance of 
documentation and coding guidelines may 
not result in a violation of the False Claims 
Act. Only purposeful submission of 
incorrect claims will result in conviction. 
I emphasize this because it is important to 
note if you are documenting your exam 
and coding your claim to the best of your 
ability and it is under-coded, over-coded 
or improperly documented; you may be 
audited and receive monetary penalties 
including paying back incorrect claims 
with interest as well as reprimand and 
direction on how to correct your errors, 
but it is not a violation of the False Claims 
Act. This should allow all doctors to 
breath a little easier since most of us do 
the best we can when it comes to claim 
submission. Recent headlines impacting 

What Every OD Should Know 
About Third Party Laws, Rules  
and Guidelines

the profession of optometry include an 
optometry practice that agreed to pay the 
U.S. Government $800,000 to settle civil 
allegations it billed federal health care 
programs for medically unnecessary eye 
examinations provided to nursing home 
residents over the course of several years. 
Some violations of the FCA has led to 
changes in the way doctors interact with 
pharmaceutical reps as pharmaceutical 
companies can be offenders of False 
Claims Act violations. A perfect example 
is a sales rep offering incentives to doctors 
such as kickbacks and gifts in exchange 
for prescribing the company’s drugs. 
Kickbacks can include elaborate vacations 
and other perks. As you have likely 
experienced, current interactions between 
doctors and reps has changed significantly 
to prevent violations from occurring. The 
Sunshine Act was implemented by The 
Centers for Medicare & Medicaid Services 
CMS to address this concern. This rule 
requires manufacturers of drugs, devices 
or medical supplies to report annually 
to the Secretary of Health and Human 
Services (HHS) certain payments or 
other transfers of value to optometrists. 
This report is published annually and is 
available for the public to review.

The Anti-Kickback Statute (AKS) 
is a criminal law prohibiting physician 
self-referral, specifically a referral by a 
physician of a Medicare or Medicaid 
patient to an entity providing designated 
health services if the physician or an 
immediate family member has a financial 
relationship with that entity. This law also 
prohibits medical providers from paying 
or receiving kickbacks, remuneration, or 
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anything of value in exchange for referrals 
of patients who will receive treatment paid 
for by government healthcare programs 
such as Medicare and Medicaid. The 
reason you want to have and follow a co-
management agreement between yourself 
and your cataract surgeon is to avoid any 
violation of the Anti-kickback Statute. 
This is also why your corporate retail 
partner asks their staff to not refer patients 
exclusively to the contracted doctor but 
instead offer choices of multiple local 
doctors in addition to the contracted 
doctor and let the patient choose. Other 
AKS violations specific to corporate 
practice may include a contracted doctor 
who pays for a certain number of support 
help hours and/or days of rented office 
space but actually receives more support 
hours or days of rented office space than 
what is paid for would result in a benefit 
to the doctor. Another violation of the 
Anti-Kickback Statute applies to patient 
referrals. If Medicare or Medicaid requires 
a co-pay be collected from the patient and 
it is routinely waived by the doctor and 
you advertise that you will waive co-pays 
then you are violating the AKS. However, 
you are within your legal rights to waive 
the co-pay on a case by case basis if you 
determine the patient cannot afford the 
co-pay. The penalty for violating the AKS 
includes fines, imprisonment, exclusion 
from being a provider for Medicare 
and Medicaid as well as penalties up to 
$50,000 per occurrence.

The Physician Self-Referral Law 
(also known as the Stark law) disallows 
doctors from referring Medicare and 
Medicaid patients to receive health 
care services from entities the referring 

doctor or referring doctor’s immediate 
family members are an owner or investor 
receiving compensation from such entity. 
An example would be a doctor referring 
a patient to an independent laboratory 
facility for lab tests and the same referring 
doctor owns the laboratory, therefore 
receiving profit from self-referrals. 
Penalties for violations of the Stark law 
include fines and exclusion from being a 
Medicare/Medicaid provider.

The Office of Inspector General 
(OIG) imposes exclusions under the 
authority of sections 1128 and 1156 of the 
Social Security Act (Act). The Exclusion 
Statute requires the OIG to exclude 
convicted doctors from participation in 
all Federal health care programs. This 
exclusion is enforced for individuals and 
entities convicted of the following types of 
criminal offenses: Medicare or Medicaid 
fraud, as well as any other offenses related 
to the delivery of items or services under 
Medicare, Medicaid, SCHIP, or other state 
health care programs: patient abuse or 
neglect; felony convictions for other health 
care-related fraud, theft, or other financial 
misconduct; and felony convictions 
relating to unlawful manufacture, 
distribution, prescription, or dispensing of 
controlled substances.

The OIG has discretion to exclude 
individuals and entities on a number of 
grounds, including but not limited to: 
misdemeanor convictions related to health 
care fraud other than Medicare or a State 
health program, fraud in a non-health care 
program funded by any Federal, State or 
local government agency; misdemeanor 
convictions relating to the unlawful 
manufacture, distribution, prescription, 

or dispensing of controlled substances. 
In addition, exclusion also applies to 
an individual receiving any suspension, 
revocation, or surrender of a license to 
provide health care for reasons bearing 
on professional competence, professional 
performance, or financial integrity; 
provision of unnecessary or substandard 
services; submission of false or fraudulent 
claims to a Federal health care program. 
Exclusion may also be applied to any 
individual engaging in unlawful kickback 
arrangements; defaulting on health 
education loan or scholarship obligations; 
and controlling a sanctioned entity as an 
owner, officer, or managing employee.

Finally, the Civil Monetary Penalties 
Law (CMPL) states the OIG may seek 
civil monetary penalties and sometimes 
exclusion from participating on Medicare 
and Medicaid panels for a wide variety of 
conduct and is authorized to seek different 
amounts of penalties and assessments 
based on the type of violation. Penalties 
currently range from $10,000 to $50,000 
per violation and were updated in 2016 
to account for inflation. Some examples of 
CMPL violations include: 
•	 presenting	a	claim	the	person	knows	or	

should know is for an item or service 
not provided as claimed or is false  
or fraudulent

•	 presenting	a	claim	the	person	knows	or	
should know is for an item or service 
for which payment may not be made 

•	 violating	the	Anti-Kickback	Statute
•	 violating	Medicare	assignment	

provisions 
•	 violating	the	Medicare	physician	

agreement 
•	 providing	false	or	misleading	

information expected to influence a 
decision to discharge 

•	 making	false	statements	or	
misrepresentations on applications or 
contracts to participate in the Federal 
health care programs

Next issue we will discuss the Health 
insurance Portability and Accountability 
Act and a few other rules and guidelines 
we need to follow. 



Avoid transcription errors. GO DIGITAL.

Pencils Down

Easily output all data to your EMR/EHR  
with the touch of a button—no transcription 
necessary. Complete connectivity allows 
data to be sent automatically to every 
CV-5000S System throughout your 
office and populated automatically into 
your EMR system. Save time and make 
paperless refraction a reality. For more 
information, visit topconmedical.com or 
contact Dawna Owens at 201-937-8807  
or dowens@topcon.com.

ServiceMax  
2017 Customer  
Impact Award

The  CV-5000S with KB-50S  
One Dial Controller featuring a  

10.4-inch LCD Touch Screen

©2018 Topcon Medical Systems, Inc. 

17263_CV-5000S Electroeye Ad 0108.indd   1 1/8/18   4:13 PM



electrifeyejournal.org  |   E l e c t r i f E y e  J o u r n a l   |   31

Tiffany A. 
Jackson, CAE

2019 Region South 
Conference—a Success!

By Tiffany A. Jackson, CAE News

A 
new event was held this year in Atlanta, GA—
 Energeyes: AACO 2019 Region South 
Conference. The purpose of this regional event 

is to bring together local ODs for training and education, 
with a focus on regional issues with local speakers, and to 
provide a convenient environment for attendees to grow 
their regional network.

The event began with an informative session on 
“Anterior Segment Coding” by Eric Botts, OD, based in 
Illinois and Immediate Past President of Energeyes: AACO. 
Attendees of this session received a copy of the Medical 
ICD -10 coding book. Additional session topics included:
•	 “The	Patient	Journey:	How	Leases	Benefit	by	

Understanding Patients” by Ali Koshnevis, OD  
from Florida

•	 “Amniotic	Membrane	and	Corneal	Wound	Healing”	by	
Travis Johnson, OD, Energeyes: AACO Board Member 
from Tennessee

•	 “I	Had	Cataract	Surgery,	and	my	Vision	is	Still	Blurry”	by	
Sagar Patel, MD of Georgia 

•	 “Ultra-Widefield	Retinal	Imaging	in	the	Optometric	
Practice” and “Macular Health & Nutrition” by Maurice 
Wilson, OD, Energeyes: AACO Incoming President, 
based in Texas.

Ernie Bowling, OD, ElectrifEye Editor-in-Chief, attended 
the event and talked about ElectrifEye, the flagship 
publication of Energeyes: AACO, concluding with an 
invitation to submit technical articles for publication. 
Attendees had a fulfilling morning and afternoon, ending 
with a session on “Georgia Jurisprudence” by Larry Brown, 
OD a member of the Georgia Board of Optometry. 

Energeyes: AACO—Eyeing  
Regional Events
This event set the stage for how Energeyes: AACO will 
begin to engage with members on a regional level— 
focusing on relevant education and networking events 
for ODs practicing in a corporate setting. The next 
major event for Energeyes: AACO will be on October 
13, 2019, in Portland, Oregon (in partnership with 
GWCO) followed by the 2019 AACO National 
Annual Conference to be held October 19-21, 
2019 in Old Town Alexandria, VA (please visit 
www.energeyesassociation.org for more details on 
upcoming events). 

Using the successful template of the Energeyes: 
AACO 2019 Region South Conference, there will 
be more regional events soon. By providing quality 
professional development and networking experiences 
for local ODs practicing in a corporate setting, the 
mission of Energeyes: AACO is well supported. 

Program Chair, Dr. Naheed Ahmad, Energeyes: AACO 
President, would like to thank the attendees, speakers, 
sponsors, and volunteers who made the conference 
a success. A special acknowledgment goes to Alcon, 
conference title sponsor. For information about how 
to get involved in Energeyes: AACO, please contact 
our main office by email: info@energeyesassociation.
org, or by phone: 414-323-6354. 
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C ataract is the single leading cause of blindness 
worldwide. In the United States alone, it 
is estimated that 400,000 persons a year 

develop cataracts.2 Cataracts affect the clarity of the 
crystalline lens of the eye. The transparency of the 
lens is disturbed to an extent where vision is impaired. 
The etiology of cataracts cannot be traced to a single 
precipitating event. There are many types of cataracts. 
The metabolism of the crystalline lens can be disrupted 
by factors such as cardiovascular disease, diabetes, 
cigarette smoking, systemic drugs, and topical drugs.2 
Clinical evaluation of cataracts can lead to a broad range 
of cataract descriptions. Mostly notably are cortical 
cataract, brunescent cataract, anterior subcapsular 
cataract, posterior subcapsular cataract, and nuclear 
cataract. With respect to posterior subcapsular cataracts, 
the use of corticosteroids has been identified as a risk 
for developing this type of cataract. The risk of posterior 
subcapsular cataract as a result of corticosteroid use is 
present from oral steroids, nasal steroids, topical steroids, 
or a combination of these.3 Ethnic susceptibility may also 
exist. Posterior subcapsular cataracts are observed more 
frequently in Hispanics. Diabetics are another cohort of 
individuals more likely to develop posterior subcapsular 
cataracts when they use topical steroids for treatment of 
ocular conditions.4 

A 78 year old caucasian male came in to the Walmart 
Vision Center to get his eye glasses adjusted. He was 
having difficulty seeing after a cataract surgery which 
had occurred in both eyes some two months prior. The 
patient was new to our clinic and was walked over to 
our office by the Walmart Vision Center staff. Our office 
worked the patient in as a walk in medical evaluation. 
The patient stated he was not seeing any better after the 
cataract surgery than prior to the cataract surgery in either 
eye. The patient also reported he was not aware of any 
drops he was supposed to use after his cataract surgeries. 
He was unhappy with the results of the surgery and was 
seeking a second opinion as to how to see better. 

The patient’s medical history was positive for thyroid 
disease, hypertension, high cholesterol, and seasonal 

allergy. The patient was currently taking synthroid, atenolol, 
lipitor, claratin, flonase (fluticasone furoate), and patanol. The 
patient’s family history was positive for cataracts, diabetes, 
heart disease, high blood pressure, and thyroid disease. The 
patient did not report any allergies to medication. 

He was wearing glasses for myopia, astigmatism, and 
pseudophakia OD and OS. His best corrected visual acuity 
OD was 20/60 at distance and OS 20/80 at distance. He 
pinholed to 20/40 OD and 20/60 OS. With a manifest 
refraction of + 1.25-0.75x 165 OD his visual acuity 
was 20/60- at distance. His manifest refraction OS was 
+. 75-1.00X 010 with best visual acuity of 20/80 distance. 
Horizontal phorias were 5 exophoric at distance and 8 
exophoric at near. Vertical phoria were .5 base down OS at 
distance and .25 base down OS at near. Ocular motilities 
were full in all diagnostic action fields OD and OS. Pupils 
were round and reactive to light with no afferent pupillary 
defect. Humphrey Matrix 24-2-5 visual fields screening 
showed mild reduction in sensitivity around the line of sight 
OD and OS. Tonopen revealed pressures of 17 mmHg OD, 
OS. Biomicroscopy revealed lid and lashes to be normal 
OD and OS. Conjunctiva was quiet on the palpebral and 
bulbar regions OD and OS. The cornea was clear centrally 
OD and OS, with clear corneal incisions well placed and 

By Travis Johnson, OD, FAAORetina / Posterior Segment

Travis Johnson,  
OD, FAAO

Retinal Complications  
of Cataract Surgery
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Pseudophakic CME. (See Figures 1 and Figure 2)
Cataract surgery is the most common refractive 

procedure performed in the United States and Canada. 
With improving technology, more patients are learning of 
the benefits of cataract surgery earlier. As word spreads 
in local communities from patients experiencing good 
results from these newer technologies, doctors are 
finding that patients are coming in sooner with higher 
expectations for their surgical outcomes. A survey of 
patients from 1994 to 2003 showed an increase of self-
reporting of cataracts from 14% to 20%.1 Many of these 
patients will have cataract development in one eye with 
the fellow eye sometimes developing a visually significant 
cataract up to several years later. 

Cystoid macular edema occurs in the outerplexiform 
layer and is a result of the hyperpermeability of 
abnormal perifoveal capillaries. Irvine-Gass Syndrome or 
Pseudophakic CME is a very real post-operative cataract 
surgery complication. Ophthalmology has worked 
tirelessly over the last thirty years to improve the post-
operative cataract surgery procedural methodology and 
eye drop regimens to combat this very real complication 
which can plague the expectations of both the doctor and 
the patient. Many of the world’s top cataract surgeons 
will have slightly different post-operative cataract surgery 
regimens based on experience and preference. This 
type of CME occurs most often at six to ten weeks post 
operatively. Twenty percent of post op cataract extractions 
show some CME, but only one precent have significant 
visual impairment.5

Many cataract surgeons are embracing a no-drop 
post-operative cataract surgery. For patients like our 
patient in this column, it may be a very necessary 
option when dementia and poor compliance is a 
real concern.6 Our patient is still undergoing steroid 
injections and anti VEGF injections to manage this 
difficult postoperative complication. 
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healed from cataract surgery 2 months prior. The tear film showed 
normal volume with a strong tear meniscus and lacrimal lake OD 
and OS. Anterior chamber was open and rated as a 4 OD, OS with 
regard to the Van Herrick method. Irises were hazel OD and OS 
with no rubeosis and no transillumination. The patient was dilated 
with clinically available Paramyd OD,OS. The posterior segment was 
evaluated with the slit lamp and a 90D lens and also by a binocular 
indirect ophthalmoscope. The intraocular lenses were well centered 
in the posterior capsule OD and OS. The fundus assessment revealed 
a cup to disc ratio of .2/.2 OD and OS with a well perfused nerve 
fiber layer OU and a type 3 cup slope regarding Elsnig type. The 
foveal reflex was absent OD and OS with cystic disruption in and 
around the maculas. The A/V ratio was ¾ OD and OS and the ALR 
was ¼ OD and OS. The peripheral retinal did not show any holes 
or tears OU. He was diagnosed with Irvine-Gass Syndrome or 

The horizontal B scan and the verticle B scan next to the retinal photo show cystic 
spaces inside the retina’s outerplexiform layer instead of the normal foveal depression 
that is typical in a normal macula.

FIGURE 1

FIGURE 2

OCT retinal analysis of the patients OD shows significant thickening in the full thickness 
analysis shown on the top right of the OCT summary. The purple coloring puts the 
patients finding way above the expected values of thickness for the macular region 
measuring from the inner limiting membrane to the retinal pigment epithelium.
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Abstract
Purpose: Convergence spasm, also known as spasm 
of the near reflex, is characterized by intermittent 
episodes of convergence, miosis, and accommodation 
associated with disconjugate gaze frequently 
mimicking abducens palsy. The purpose of this case 
report is to assist the eye care provider in accurate 
diagnosis, treatment, and management.

Case report. This case illustrates a complex 
presentation of convergence spasm secondary to 
conversion disorder, tilted disc syndrome, and 
functional motor disorder. 

Discussion. The ophthalmic examination is 
often misinterpreted by physicians and frequently 
misdiagnosed. Miosis is not an associated finding 
in cranial neuropathies but is a critical finding in 
convergence spasm; it can be helpful in diagnosis. 

Conclusion. Convergence spasm and motor 
conversion disorder frequently co-exist. Early 
recognition is valuable to prevent extensive and  
costly medical tests. 

Key Words: convergence spasm, near reflex spasm, 
optic atrophy, conversion disorder

Introduction
Convergence spasm, also known as spasm of the near 
reflex, is characterized by intermittent episodes of 
convergence, miosis, and accommodation associated 
with disconjugate gaze1. Clinical presentation may 
mimic abducens palsy. It is frequently associated with 
psychogenic disorders and commonly referred to 
as a functional, hysterical, conversion, or medically 
unexplained disorder2. Physicians including neurologists 
and neuro-ophthalmologists frequently misinterpret 
the signs leading to extensive and expensive medical 
tests. Organic causes of convergence spasm include 
Arnold-Chiari malformation, aromatic L-amino acid 
decarboxylase deficiency, cerebral palsy, encephalitis, 
head trauma, myotonic dystrophy, multiple sclerosis, 
post-myelography, tabes dorsalis, thyroid disease, 
neoplasm, vestibulopathy, vertebrobasilar ischemia, 
and Wernicke encephalopathy1. Conversion disorder, a 
diagnosis of exclusion, is a common cause.

Convergence spasm secondary to conversion 
disorder affects children and adults. Females are 
approximately seven to nine times more likely to 
present with the condition than men2,3. There is no 
race predilection. Incidence is not clearly defined in 
the medical literature. Risk factors for convergence 
spasm secondary to conversion disorder include a 
history of physical or sexual abuse, pre-existing mental 
illness, and recent life stressors4,5. 

The most common symptoms include blur, 
diplopia, dizziness, headaches, abnormal eye 
movements, nausea, and emesis6. Ophthalmic 
examination reveals disconjugate or convergent eye 
movement with associated miosis during which time 
accommodation is impaired.

Differential diagnosis includes myasthenia 
gravis, divergence insufficiency, abducens palsy, 
and strabismus.

Treatment of convergence spasm remains difficult 
and controversial; it should be determined based on 
underlying etiology. For convergence spasm secondary 
to conversion disorder, multiple therapies have 
been trialed to address emotional wellness including 
cognitive behavioral therapy, in-patient and out-patient 
psychiatric treatments, oral medications, hypnosis, 
transcranial magnetic stimulation, and amytal 
abreaction7. Convergence spasm has been treated with 
observation, cycloplegic eye drops, plus lenses, prism 
spectacles, botulinum toxin A, and extraocular muscle 
surgery8. Prognosis is guarded.

This case report illustrates a complex clinical 
presentation of three neurologic entities with an 
extensive differential diagnosis. The purpose of the 
report is to assist the clinician in accurately diagnosing 
convergence spasm secondary to conversion disorder 
with a discussion of the signs, symptoms, work-up and 
treatment options.

Case Report
A 52-year-old disabled Caucasian female nurse was 
referred to the author by her optometrist on October 
18, 2013 for a neuro-ophthalmic consultation 
with the chief complaint of acquired, intermittent, 
binocular, horizontal diplopia for approximately ten 
seconds duration that was described as worsening 
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York, NY) causing severe dyspnea. She 
was a former 13 pack year smoker and 
denied the use of alcohol or recreational 
substance abuse. She was oriented to 
person, place, and time; her mood was 
anxious with frustration. She was recently 
divorced. She denied recent travel.

Best-corrected visual acuity (BCVA) 
was 20/20 right eye (OD) and 20/20 
left eye (OS) at distance and near. Blood 
pressure was 108/65 right arm sitting. 
Pupils were equal, round, responsive to 
light and accommodation without relative 
afferent pupillary defect. Confrontation 
visual fields were full OD, OS. Ductions 
showed full range of movement OU. 
Versions were abnormal with variable 
speed and evident pupillary constriction; 
horizontal diplopia and nausea was 
alleviated by closing the eyes or blinking. 
Bilateral upper eyelid retraction was 
positive; there was no evidence of 
nystagmus, saccadic intrusions, or 
globe retraction. Vestibulo-ocular reflex, 
oculocephalic response, and optokinetic 
nystagmus was normal and intact 
bilaterally. Distance cover test was 8 prism 
diopters esophoria; near cover test was 
20 prism diopters esophoria. Hardy Rand 
and Rittler color vision testing was 6/6 
OD, OS. Physical exam was negative for 
head or neck lymphadenopathy. Cranial 
nerve exam revealed orbicularis weakness 
bilaterally. Finger-to-nose (FTN) and 
heel-to-shin (HTS) coordination testing 
was ataxic and dysmetric. Romberg 

and increasing in frequency. The diplopia 
began in June 2012. She reported it 
was worse at near and admitted to the 
inability to read for longer than thirty 
minutes because of the doubling. She 
frequently had to blink, rest, and close 
her eyes to alleviate the symptoms. 
Associated symptoms included dizziness, 
nausea, lightheadedness, poor balance, 
and ataxia. She denied dysarthria, 
dysphagia, headache, or vertigo. Review 
of systems was positive for nausea, 
ataxia, and poor balance at presentation. 
Ocular history included compound 
myopic astigmatism with presbyopia 
in both eyes (OU); she began wearing 
glasses at age seven. Medical history was 
positive for anxiety, atrial flutter, benign 
paroxysmal positional vertigo, cervical 
cancer status post cervical conization 
and total abdominal hysterectomy 
with bilateral salpingo-oophorectomy, 
chronic kidney disease stage III, 
chronic obstructive pulmonary disease, 
degenerative disc disease with cervical 
and lumbar radiculopathy, depression, 
dyslipidemia, gastroesophageal reflux 
disease, herpes zoster, irritable bowel 
syndrome, migraine with aura, mitral 
valve prolapse status post porcine valve 
replacement and pacemaker placement 
with acute blood loss anemia and 
pleural effusion (12/30/11), status post 
cardioversion (1/24/12), lumbar disc 
disease status post spinal fusion, lumbar 
stenosis, obstructive sleep apnea with 
continuous positive airway pressure, 
osteoarthritis, peripheral neuropathy, 
primary hypothyroidism, and vitamin 
D deficiency. Family medical and ocular 
history was unknown; she was adopted. 
Medications included levothyroxine 
(Synthroid®, Abbott Laboratories, 
Chicago, IL), meclizine hydrochloride 
(Dramamine®, Prestige Brand Holdings, 
Greenburgh, NY), naproxen (Aleve®, 
Bayer, Leverkusen, Germany), Neurontin 
(Gabapentin®, Pfizer, New York, NY), 
tramadol (Ultram®, Beerse, Belgium), 
and ergocalciferol / vitamin D2 (Drisdol®, 
Sanofi, Paris, France). Allergies included 
meperidine (Demerol®, Pfizer, New 

testing was negative, but swaying was 
noted. Gait was ataxic; she was unable 
to perform tandem gait. Biomicroscopy 
revealed normal lids and lashes OD, 
OS. The bulbar conjunctiva was normal 
OD, OS. The cornea was clear OD, OS. 
The anterior chamber was deep and 
quiet OD, OS. Goldmann applanation 
tonometry was 12 mmHg OD, OS at 3:00 
p.m. Dilated fundoscopy showed trace 
nuclear sclerosis, clear vitreous, normal 
macula, normal vasculature and flat 
periphery without breaks OD, OS. Optic 
nerves were 0.50 x 0.50 OD and 0.45 
x 0.45 OS; both nerves were tilted with 
1+ temporal pallor. Fundus photographs 
are shown in Figure 1. Spectralis optical 
coherence tomography (OCT) of the 
retinal nerve fiber layer (RNFL) and 
Octopus Goldmann kinetic perimetry 
(GKP) studies are reported in Figures 2 
and 3, respectively.

The assessment at this time was 
acquired diplopia, bilateral optic atrophy, 
and abnormal gait of unknown etiology. 
She was a glaucoma suspect based on 
optic nerve head cupping and bilateral 
retinal nerve fiber layer thinning. She was 
advised to provide all former ocular and 
medical records for review including all 
serology, neuroimaging, and other testing. 
Computed tomography of the brain and 
orbits with and without contrast per 
neuroradiologist’s discretion using  
2 millimeter slices and bone windowing 
with attention to the optic nerves, 

Figure 1. Nidek colored fundus photography illustrating tilted optic nerve 
heads with temporal pallor OD (left image), OS (right image).
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brainstem, and cerebellum was ordered 
STAT. A neurology consult was requested. 
She was advised to wear sunglasses for 
the prevention of cataract growth; no new 
spectacle prescription was released. 

Review of neurology records from 
July 2012 revealed a normal CT spine; 
she was referred to neuro-ophthalmology 
for “esophoria” evaluation. Neuro-
ophthalmology consultation was 
completed in September 2012 which 
noted 20/20 BCVA OD, OS, abnormal 
eye movements, and optic nerve cup-
to-disc ratios of 0.30 x 0.30 OD, OS; 
no pallor was evident. There was a 
question of a visual field defect, but the 

Figure 2. Spectralis OCT RNFL OD (top left image); OS (top right image) showing borderline thinning of the superior-
temporal and inferior-nasal quadrants; OS (bottom image) abnormal thinning in the inferior-nasal and borderline 
thinning in the inferior-temporal quadrants.

patient did not return for formal testing. 
Abnormal gait was documented and a 
CT brain revealed cortical atrophy. She 
was referred to a movement disorder 
specialist and completed consultation 
in April 2013. Table 1 lists all of the 
serologic studies and tests the patient 
completed prior to and at the time of 
presentation to the author; all results 
were normal or negative.

The patient presented for follow-
up after medical record review on 
November 21, 2013; there was no 
change in her ocular or medical status. 
Clinical findings were stable. She was 
diagnosed with convergence spasm and 

Figure 3. Octopus GKP demonstrated mild generalized contracture with poor 
reliability OD (right image), OS (left image). 

pseudo-optic atrophy secondary to tilted 
disc syndrome. Neurology consultation 
revealed motor conversion disorder. She 
was reassured that episodes of diplopia 
and gait difficulties would resolve slowly 
over time with significant lifestyle 
modifications including attention to 
diet/nutrition, exercise, stress reduction, 
emotional well-being, toxic relationships, 
and sleep hygiene. She declined neuro-
psychiatric consultation, but did agree 
to follow-up with neurology. Valium was 
later prescribed by Neurology to help 
anxiety; she trialed a placebo therapy of 
cyclopentolate 1% ophthalmic solution, 
1 gtt b.i.d. OU with punctal occlusion 
for one month with some success. She 
was advised to continue annual eye 
exams with her primary care optometrist. 
Phone conversation with the patient 
approximately one year after initial 
presentation noted improvement in 
visual symptoms with some reliance on 
prism spectacles.

Discussion
This case illustrates a combination of 
three neurologic entities with a wide 
range of differential diagnoses. The 
clinician is challenged to determine if 
Occam’s razor (one disease per customer) 
or Hickam’s dictum (patients can have 
as many disease as they damn well 
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muscle testing, miosis, and accommodation. Episodes 
can be terminated by verbal suggestion and distraction 
in those with conversion disorder. Of note, the author 
noticed normal versions in the described patient 
during binocular indirect ophthalmoscopy. Abnormal 
eye movements were specifically noted when called 
to attention during extraocular muscle testing. The 
ophthalmic exam is often misinterpreted by physicians 
and frequently misdiagnosed as cranial nerve VI 
palsy11,12. Miosis is not an associated finding in cranial 
neuropathies but is a critical finding in convergence 
spasm. Normal lateral rectus function can also be 
confirmed using horizontal optokinetic nystagmus tape 
or the vestibulo-ocular reflex maneuver13. 

Theoretically, any condition that irritates the 
pathway of the near reflex could induce a convergence 
spasm with miosis14. Organic causes of convergence 
spasm must be ruled out including Arnold-Chiari 
malformation, aromatic L-amino acid decarboxylase 
deficiency, cerebral palsy, encephalitis, head trauma, 
myotonic dystrophy, multiple sclerosis, post-
myelography, tabes dorsalis, thyroid disease, neoplasm, 

please) will prevail. In this case, the latter was victorious 
albeit not without extensive medical testing, office 
visits, and financial burden to the patient. Treatment 
of convergence spasm secondary to conversion 
disorder remains difficult and controversial; prognosis 
is guarded. Therapies include cycloplegic eye drops, 
vision therapy, extraocular muscle surgery, spectacle 
correction including bifocals, plus lenses, and prism, 
botulinum toxin, hypnosis, physiotherapy, transcranial 
magnetic stimulation, amytal abreaction, and in-patient 
or out-patient cognitive based therapy (CBT)1,7-10. This 
case was managed conservatively with attention to 
healthy lifestyle modifications, anxiety reduction, and 
cycloplegic eye drops; she later reported the greatest 
diplopia relief from low powered prism spectacles. 

Clinicians must attain a high index of suspicion for 
convergence spasm in patients reporting intermittent 
episodes of diplopia. The differential diagnosis for 
acquired diplopia is highlighted in Table 2. Other 
symptoms may include blurred vision, headache, eye 
pain, dizziness, nausea, and emesis1. Clinical findings 
include convergence or disconjugate gaze on extraocular 

Table 1. All serology and testing 
completed; results were all normal 
or negative. ACE=angiotensin 
converting enzyme, albumin SPE= 
serum protein electrophoresis, 
ANA=antinuclear antibody, 
ANCA= antineutrophil cytoplasmic 
antibodies, Abs=antibodies, 
Ig=immunoglobulin, MuSK-MG= 
muscle-specific tyrosine kinase-
associated myasthenia gravis, CBC 
w/ diff=complete blood count with 
platelet differential, CMP=complete 
metabolic panel, CRP=C-
reactive protein, CT=computer 
tomography, EMG=electromyogram, 
ENA=extractable nuclear antigen, 
ESR=erythrocyte sedimentation rate, 
GAD65=glutamic acid decarboxylase, 
HbA1c=hemoglobin A1c, HIV 
ELISA=human immunodeficiency 
virus enzyme-linked immunosorbent 
assay, HLA=human leukocyte antigen, 
HTLV-1= human T-cell lymphotropic 
virus, CSF=cerebrospinal fluid, 
NCV=nerve conduction velocity, 
PET-CT=positron emission 
tomography-computed tomography, 
PTH=parathyroid hormone, 
Rf=rheumatoid factor, RPR=rapid 
plasma reagin, SPEP=serum protein 
electrophoresis, TPO=thyroid 
peroxidase, PCR=polymerase chain 
reaction, TSH=thyroid stimulating 
hormone, UPEP=urine protein 
electrophoresis, VNG=video 
nystagmography

α-1 globulin HIV ELISA
α-2 globulin HLA-B27
ACE HTLV-1
Acetylcholine antibodies (binding/blocking/modulating) Immunofixation electrophoresis
Albumin SPE κ-light chain, free
ANA λ-light chain, free
ANCA panel Lumbar puncture w/ CSF analysis
Anticardiolipin Abs IgG & IgM Lyme ELISA
Antigliadin Abs IgA & IgG NCV
Anti-MuSK-MG ab Paraneoplastic panel (anti-Hu, Yo, Ri)
β-2 glycoprotein PET-CT, chest / abdomen / pelvis
β-globulin PTH
Carotid ultrasound Quantiferon-gold
CBC w/ diff Reticulin Ab IgA
CMP Rf
CRP RPR
CT brain & orbits w/ & w/o contrast SPEP
CT myelogram  T3
EMG T4
ENA Ab panel TPO Ab
Endomysial Ab IgA Tropheryma whippelii PCR
ESR TSH
Folate UPEP
GAD65 Ab Vitamins B1, B6, B12
γ-globulin Vitamin D
Glucose Vitamin E
HbA1c VNG
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Central disorder Ischemia
Convergence spasm Giant cell arteritis
Cyclic esotropia Vertebrobasilar insufficiency
Divergence insufficiency
Divergence paralysis
Hemifield slide phenomenon
Multiple system atrophy
Periodic alternating esotropia
Thalamic esotropia
Vitamin E deficiency

Decompensated phoria Neuromuscular junction
 Myasthenia gravis

Hereditary disorders Radiation
Fragile X-associated tremor/ataxia syndrome Neuromyotonia
Spinocerebellar ataxia 

Intermittent phenomenon Trauma
Elevated intracranial pressure
Migraine
Multiple sclerosis
Skew deviation
Superior oblique myokymia

Table 2. The differential diagnosis of acquired diplopia
vestibulopathy, vertebrobasilar ischemia, 
and Wernicke encephalopathy1,15-18. 
The coexistence of other oculomotor 
signs such as nystagmus or saccadic 
pursuit in conjunction with convergence 
spasm point toward a structural brain 
pathology19. Conversion disorder 
is best evaluated and treated by 
neuropsychologists or neuropsychiatrists; 
it is often a diagnosis of exclusion 
although this is debatable20.

The pathogenesis of convergence 
spasm in humans in unknown. 
Electrical stimulation of the preoccipital 
cortex in Brodmann area 19 and 22 
results in convergence, miosis, and 
accommodation in macaque monkeys21. 
Jampel and Mindel postulate that cortical 
transmission is modified at the pretectal 
and tectal midbrain and is ultimately 
transmitted to the ciliary body, medical 
rectus muscles, and iris sphincter via 
a discrete cell mass within the Edinger 
Westphal nucleus; a similar pathway may 
exist in humans22. The complexity and 
length of these pathways makes them 
susceptible to disruption by a multitude 
of disorders.

Psychogenic movement disorders 
are common in neurologic practice; 
the neurologist frequently encounters 
tremor, dystonia, gait changes, and 
paralysis. Clinical observations include 
inconsistency, distractibility, and false 
neurological signs. Convergence spasm is 
commonly associated with psychogenic 
movement disorders2.

The clinical presentation of tilted 
disc syndrome, a neurodevelopmental 
coloboma disorder presenting as thinning 
of the inferonasal optic disc tissue with 
bilateral superior-temporal visual field 
loss, made the diagnosis in this case 
more challenging. Review of old eye and 
medical records, neuroimaging, and test 
results in the absence of other neuro-
ophthalmic signs like abnormal pupil 
response, dyschromatopsia, and reduced 
visual acuity lead the author to conclude 
the clinical suspicion of optic atrophy 
was in fact a pseudo-optic atrophy 
due to tilted discs. The differential 

Compressive Optic neuritis
Neoplasm Multiple sclerosis
Orbital pseudotumor Neuromyelitis optica
Thyroid eye disease Sjögren syndrome

Infiltrative / infectious Pseudo-optic atrophy
Bechet disease Tilted disc syndrome
Cancer
Granulomatosis with polyangiitis
Infection (HIV, Lyme, syphilis, tuberculosis)
Paraneoplastic
Sarcoidosis
Systemic lupus erythematosus

Ischemic Radiation
Anterior ischemic optic neuropathy
Antiphospholipid antibody syndrome
Non-arteritic anterior ischemic optic neuropathy
Posterior ischemic optic neuropathy

Hereditary
Dominant optic atrophy
Leber hereditary optic neuropathy
Spinocerebellar ataxia

Nutritional Toxic
Tobacco-alcohol amblyopia
Vitamin B1, B6, B12 deficiency

Table 3. Differential diagnosis of optic atrophy considered in this case
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diagnosis considered is included in Table 3. Given 
the appearance of cupping, the patient is a low risk 
glaucoma suspect. 

Conversion disorder is a term used to describe 
physical function loss or variation that cannot be 
explained by a general medical or neurological 
condition and that substitutes for a psychological 
need or conflict23. It presents as a dysfunction of the 
neural system in the motor areas, sensory areas, or less 
commonly, the areas involved with consciousness24. 
It is the result of an unresolved psychological conflict 
being brought to the level of consciousness through 
a functional loss of an organ that is associated 
with the dynamics of the conflict25-27. Conversion 
disorder comorbidity with any psychiatric disorder 
is a common occurrence with a high level of major 
depression or depression symptoms. The majority 
of patients report a stress factor prior to the first 
conversion attack; it has been reported that stress 
factors underlie up to 60% of cases28. The patient in 
this case reported a recent divorce and a history of 
anxiety and depression; she also reported significant 
financial constraints due to unemployment and her 
general health. It is estimated that 90% of patients 
suffering from conversion disorder are female29-30. 
Higher rates of childhood trauma, physical abuse, and 
sexual abuse have also been reported31-32.

Conclusion
Early recognition of convergence spasm and motor 
disorders secondary to conversion disorder is essential 
for timely diagnosis. Eye care providers play an 
integral role in the evaluation of convergence spasm 
where attention to the pupils is critical when assessing 
extraocular motility. Organic etiologies of convergence 
spasm should be considered in the presence of 
nystagmus or saccadic dysfunction. Abnormal 
gait should prompt the examiner to also look for 
a convergence spasm as they frequently co-exist. 
Referral to neurology, neuro-ophthalmology, and/or 
neuropsychiatry is also appropriate. General lifestyle 
choices focused on stress reduction and management 
of co-morbid psychiatric disease is valuable. Further 
research is warranted to understand the physiologic 
mechanism and best treatment modality for 
conversion disorder. 
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Performing a Mid-year Checkup: 
Review These 5 Financial Items

By Adam Cmejla, CFP®ElectrifEye Your Finances

Adam Cmejla, CFP®

You’ll often hear me talk about how important 
it is to pause and take time to work on your 
practice (in addition to the work that you do 

in your practice). 
One of my favorite practice (business) management 

quotes was said by the infamous Peter Drucker: “If you 
can’t measure it, you can’t manage it.” Though he wasn’t 
talking about a corporate affiliated optometry practice, 
the theory still stands true.

I love looking at the numbers of a practice. It’s 
because the numbers of the practice take all emotion 
and bias out of the equation and show the results of 
the efforts that are being invested into the practice 
by the doctor and their team. Math doesn’t lie, is a 
universal language, and can give you incredible insight 
on your practice and should influence decisions that 
you make going forward. In looking at a corporate 
affiliated practice, you’re not going to have to worry 
about measuring some of the typical financial metrics 
of a traditional private practice, but that doesn’t mean 
there aren’t other metrics to evaluate. Here are 5 items 
to evaluate.

Gross Revenue. This is an obvious one, but most 
practices want to see the gross number (compared year 
over year) rising, albeit at different rate for different 
practices based on the life stage of the business. Don’t 
just analyze the YTD gross revenue, though. Break it up 
on a monthly basis and determine where you had your 
strongest months and reflect back on that time. What 
caused the increase in revenue? Did you increase the 
number of days that you were in the practice? Did you 
extend your hours? What was the root cause of your 

growth? Do everything you can to connect the dots on 
the “cause” of your revenue growth. 

Doctor Hours Worked. One of my favorite quotes 
goes something like this: “With more time, I can make 
more money. But with more money, I cannot make 
more time.”

How does this apply to a CA-practice? Since your 
affiliation with your lessor (Walmart, Costco, etc.) most 
likely means they keep the revenue generated from the 
sale of goods (frames, lenses, etc.), knowing what your 
RoT (return on time) is as a clinician is amplified. 

An easy, back-of-the-cocktail-napkin way to do 
this is to do the following: take the total gross revenue 
earned during that time period divided by (a) number of 
hours you were in the office and/or (b) number of exams 
performed. The results will give you your gross hourly 
wage and average revenue per exam, both of which are 
valuable when thinking about the return on time that 
you’re getting in your practice.

Total operating expenses. This is important as 
it relates to the relationship to gross revenue. I had a 
client in the office the other week who was proud that 
their YOY (year over year) revenue was up 18%. On 
the surface, that was admirable…until we realized that 
his expenses had grown by 20% during the same time 
period. If your expenses are growing faster than you 
revenue, you can’t make up profits in volume.

Debt Service. A general rule of thumb that I have 
for practices is that your total monthly debt service 
payments should not exceed 1.3% of outstanding debt. 
Ideally, I’d like this number to be closer to 1%. For 
example, if we have a practice that recently invested in 
a couple of new pieces of equipment and financed the 
bulk of those purchases with $100,000 in debt, I’d want 
the monthly payment to be no more than $1,300 per 
month, ideally closer to $1,000 per month. If it’s higher 
than this, you run the risk of your debt service eating 
into the free cash flow (FCF) of the practice.

Net Income. At the end of the day, you should be 
not only be paid fair compensation as the OD in the 
practice, but also a return on the risk that you took in 
owning the practice by realizing a profit on your practice. 

How that income shows up on your personal tax 
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return is a deeper conversation between you, your CFP®, 
and your tax advisors because the implications affect a 
number of personal and professional planning strategies. 
For those of you that are operating as a Sole Proprietorship 
and filing a Schedule C, you have no choice but to realize 
the profits on your personal return and thus paying full 
Social Security and Medicare wages on 100% of your 
profits (up to the Social Security wage base limit of 
$132,900 for 2019). This equates to a 15.3% tax. 

However, it may behoove ODs to look at 
restructuring their practice as an S-corporation. Based 

on your practice, the number of locations and other 
employees you have, your household income, and other 
factors, restructuring may be beneficial. Doing this would 
allow them to limit the amount of earnings subject to 
SS and Medicare wages and have the difference flow 
through their personal return as pass-through income 
from their corporation. Keep in mind that Section 199A 
of the Tax Cuts and Jobs Act (TCJA), passed in late 
2017, introduced a very robust and impactful deduction 
that should be analyzed before making any corporate 
restructuring, as the deduction only applies to Qualified 

Business Income (QBI), which has its 
own set of rules. Because making this 
change has far-reaching implications, 
make sure you consult your professional 
team of advisors for advice before 
making any changes—you should not 
act solely on the advice of this column 
for this or other suggestions mentioned 
above as each OD’s situation and 
circumstances are different. For more 
information on the 199A deduction, 
please read my column from the January 
2019 issue of Electrifeye.

After reviewing the items listed 
above, make sure you understand what 
action items you’ll take based on your 
findings. Knowing the data is one thing. 
Real change happens when you tie the 
awareness of your numbers to SMART 
(specific, measurable, achievable, 
relevant, and timely) goals inside your 
practice and then systematically review 
your progress on those goals while also 
understanding how the ascertainment 
of those goals impact your personal 
financial plan. 

Adam Cmejla, CFP® is a CERTIFIED 
FINANCIAL PLANNER™ Practitioner and 
Founder of Integrated Planning & Wealth 
Management, LLC, an independent financial 
planning & investment management firm 
focused on working with optometrists to help 
them reach their full potential and achieve 
clarity and confidence in all aspects of life. 
For a number of free resources, visit https://
integratedpwm.com/ebooks/ and check out 
the “20/20 Money Podcast” wherever you 
find your favorite podcasts to get more tips on 
making educated and informed financial and 
business decisions.
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By Melissa Viker, OD and Britt Gustafson, ODPractice Spotlight

The Route to Eden Prairie
Dr. Viker: When I graduated from Pacific 
University College of Optometry, I knew 
I wanted to return home to the Midwest. 
I practiced in South Dakota with an 
ophthalmologist, which was a great 
experience to see primary care patients and 
medical patients. After two and a half years 
I wanted to move from rural South Dakota 
to the Minneapolis area. There was a Wal-
Mart Vision Center looking for a doctor in 
Eden Prairie, which is a second-ring suburb 
of Minneapolis.

In the early 1990’s corporate optometry 
was a different entity than it is now; it 
was not as familiar to people and it was 
something of a new idea for patients to 
seek healthcare within a retail space. I liked 
the business model that Wal-Mart offered; 
I could focus on caring for my patients 
and have a corporate partner provide the 
staff support and optical services. I began 
practicing at store #1855 in February 1993.

Dr. Gustafson: I met Dr. Viker while I 
was a fourth-year student intern in the 
Minneapolis area. We coincidentally sat 
next to each other at a CIBA Vision Focus 

Progressives dinner – which tells you 
how long ago it was as that lens is no 
longer produced! At the time, I envisioned 
going in to private practice in my home 
state of Oregon upon graduation from 
Pacific University. In talking with Melissa 
about her practice, I started to reconsider 
corporate practice as she was enjoying 
it and it sounded quite ideal to me. I 
remember thinking “wow, this is a person 
with whom I would love to practice.” 
Fortunately for me, Melissa was hiring 
for a part-time optometrist as I was 
completing my OD degree. I moved to 
Minnesota in the summer of 2001.

Practice Accessibility a Key
Dr. Viker: When I started practicing next 
to the WalMart Vision Center my goal was 
to provide high quality eye care in a more 
casual environment. I think a more relaxed 
environment can lower apprehension in 
patients who may get stressed visiting 
health care providers. I felt if patients were 
more comfortable they would be more 
likely to come in for exams as directed 
and seek me out if they had questions or 
concerns. Practicing within a retail setting 
gives our patients a great opportunity to 
stop in and say hello or ask questions of 
the doc or the optical staff during a regular 
trip to the store.

Dr. Gustafson: This was one of the 
things I noticed immediately when I 
joined the practice; patients stopped in 
just to say hello or to ask a question. 
After working in a few larger, more 
formal clinics this was surprising at 
first but I quickly saw the value in our 
office being so accessible to patients. 

Partners in The Star 
of the North Melissa Viker, OD and  

Britt Gustafson, OD

Two ODs have a thriving practice in Minnesota

Our location in WalMart is so convenient 
patients can stop in with a question while 
they are doing their shopping. I think this 
accessibility is an excellent way to gain 
loyalty and trust from patients. 

Technicians Streamline  
the Practice 
Dr. Viker: Our patients want high quality 
care provided in an efficient manner so I 
have always looked for ways to streamline 
the experience in the office. After I had 
been practicing for about 5 years, I made 
the move to hire technicians. Initially, the 
WalMart opticians would prescreen the 
patient by performing an autorefraction 
and NCT and the rest of the testing was in 
my hands. At first, the overhead of paying 
a technician and potential challenges of 
managing a staff was a concern for me, 
which was quickly allayed by the increase 
in productivity.

Dr. Gustafson: When I joined the 
practice, I was working in other WalMart 
locations without dedicated technicians. By 
working in different settings, the value of 
technicians became very apparent. Our staff 
is invaluable in handling patient questions 

Figure 1. Optos Daytona.

Waiting area and office logo.
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regarding their insurance, triaging phone 
calls, and performing pre-screening tests. 
This allows me to spend more time with 
each patient and has given us the flexibility 
to absorb patient emergencies without 
derailing the schedule.

Dr. Viker: The technicians have been 
instrumental in enabling us to move our 
practice toward more medical optometry. 
Medical optometry is currently about 15% 
of our practice and was not initially a part 
of the practice. Technicians can help triage 
patient phone calls regarding urgent eye 
concerns and determine when the patient 
should be seen and where to best work 
them in to the schedule. As we are open 
evenings and weekends, our accessibility 
is one of the best ways to introduce new 
patients to our practice and remind existing 
patients why they stay with our office for 
their eye care needs. An urgent add on 
patient can have a ripple effect on a busy 
schedule and the technicians help keep the 
disruption to a minimum.

Technology Raises  
the Standard
Dr. Viker: While I wanted to keep the clinic 
casual, I definitely wanted to offer excellent 
technology in patient care. I incorporated 
electronic medical records to the practice 
in 1999. At the time there were not the 
variety of options we have now, so I had 

a computer engineer design a basic 
charting program. With paper charts 
there were times the staff had misplaced 
or incorrectly filed a patient chart. These 
are easy oversights to make but affect the 
patient perception and take up valuable 
staff and doctor time to correct. Although 
the conversion from paper charts to EMR 
had its challenges, it was a worthwhile 
investment.

Dr. Gustafson: I loved the ease of the 
initial EMR system, and it definitely went 
to the next level when we migrated to a 
new system in 2008. Once we could print 
out the patient’s spectacle prescription 
rather than handwriting them, it saved 
time and reduced confusion for the 
opticians and patients in trying to read 
a hand written prescription. Our office 
has a large proportion of contact lens 
patients – about 45% of our patients are 
contact lens wearers, so the ability to print 
prescriptions is a huge time saver. 

Dr. Gustafson: The technicians have been 
invaluable in introducing our patients to 
new technology in our office. In 2013, we 
added an Optos Daytona (Figure 1) to our 
clinic and now I can’t imagine practicing 
without it. The technicians discuss the 
Optos with patients and perform the test 
before one of us sees the patient. 

We all know how much patients 
loathe having their pupils dilated, so the 
Optomap has given us a tool to screen for 
retinal changes without the side effects of 
dilating drops. People are so busy today 
that many of our patients couldn’t fit in a 
dilation so the Optomap helps fill in that 
gap. It is an incredible patient education 
tool – particularly when showing a patient 
asymptomatic pathology such as a small 
retinal tear or choroidal nevus. 

Dr. Viker: I love new technology and 
feel that having something new on 
hand elevates patient care and patient 
perception of the practice. The investment 
in new technology can be intimidating on 
the outset, but has proven to be more than 
worth it in our office. We recently added 
an Optovue OCT (Figure 2) to the office 
and the patient reception has exceeded 

my expectations. We both got to the point 
where we were sending a number of our 
patients out for OCT testing and realized 
the opportunity to provide another service 
in house for our patients and collect the 
revenue from that testing.

Dr. Gustafson: I saw a patient last 
week for his comprehensive exam and 
he sheepishly admitted to me he hadn’t 
followed through on my referral to 
another office for an OCT. When I let 
him know we could perform the test 
at our office and save him the separate 
appointment he was thrilled. Those kinds 
of conveniences coupled, with the more 
thorough care is what compels many of 
our patients to return to our office year 
after year.

Another way we have realized the 
benefit of having dedicated technicians, is 
having them introduce the Optomap and 
screening OCT to patients. When we began 
offering these services, we gave patients a 
form explaining the available options and 
patients would decide if they wanted to 
add retinal imaging to their examination. 
This was a miss on our part as the patients 
frequently didn’t fully understand the 
benefits of advanced imaging. Recently, we 
made the change to having the technicians 
explain the imaging to patients and why 
it is a benefit to them and have seen our 
acceptance rate grow rapidly. At this point 
about 45% of our patients undergo the 
Optomap or OCT, and most typically both.

Setting The Office Apart
Dr. Viker: We work in a suburban area that 
is served by many great eye care providers, 
so it can be challenging to set our office 
apart in the mind of the patient. The 
investment in diagnostic technology has 
been one way we work to earn our patients’ 
trust and repeat business. Another avenue is 
recommending premium contact lens and 
spectacle technologies to give the patient the 
best wearing experience possible. At the end 
of the day the patient’s visual quality and 
comfort is our calling card and has to be 
nothing short of excellent.

Figure 2. iVue OCT. Continued on page 48
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Ads are free to Energeyes members

Classified Ads

Classified Advertising Rates
Classified Ads are free of charge for current 
Energeyes members. Charge for non-members is 
$150 per ad per issue. 150-word limit.

Payment: Prepaid by personal check, Visa, 
Mastercard or American Express. Ads must be 
submitted in writing via e-mail  
to drerniebowling@gmail.com.

Deadline for classified advertising:

Issue Month Published Ad Deadline
 5 November  9/15/19
 6 January 2020 11/15/19
 7 March 2020 1/15/20 
 8 May 2020 3/15/20

Reserve space today for your ads promoting: 
•	 Professional	/	Technical	Help	Wanted
•	 Professional	/	Business	Opportunities/	Services	

for Sale
•	 Equipment	/	Products	/	Software	for	Sale
•	 Wanting	to	Purchase	

FT / PT positions

Associate Wanted
California, MD – Full-time Position (1.5 hours from 
DC) Established interesting non monotonous 
disease based practice with lots of Red eye / dry 
eye treatment, Diabetics, GLC suspects, HTN, 
Cats, Punctal plugs etc. The right candidate 
should enjoy full scope care, not just refract and 
refer everything out. Office is well equipped with 
all the toys such as latest EMR, Eidon Widefield 
Fundus Camera, VF, Marco TRS 5100 Auto 
phoropter, and Maestro OCT. 4 office locations 
allows for a flexible schedule and vacation 
coverage. Familiarity with billing and coding is 
a plus. This is a long term well-paying position 
with a great W2 base of 130k and the potential 
of easily making 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.

Associate Wanted
Exciting Opportunity – Rockport, Texas (Corpus 
Christi). Rockport Vision Care is expanding 
and in search for an associate OD to practice 
progressive, full-scope medical optometry. The 
office is fully equipped to diagnose and manage 
POAG, ARMD and diabetic patients. Candidate 
must be motivated, friendly and wants to be part 
of the community. Rockport is a gorgeous costal, 
gulf city with loads of fishing piers, rich birdlife, 
museums, mansions and a world-class art 
community. Lucrative compensation consists of 
a minimum base, plus production model bonus. 
For more information, please email: mitch.wess@
yahoo.com. All inquiries are confidential.

Help Wanted
Optometrist needed for part-time work. 
Currently have availability on Fridays and Some 
Saturdays. Location is in Windsor Heights, 
Iowa at the Vision Center inside WalMart. 
Interested candidates would be responsible for 
credentialing for insurance. Electronic charting 
used. Equipment on site for glaucoma testing 
and macular disease. Please send in information 
to: elainern@mchsi.com.

Rockport Vision Care 
Awesome Practice in Rockport, Texas  
(Corpus Christi)

If you REALLY want a GREAT practice this is it!! This 
is full-scope medical optometry…really! We have 
a very large senior and winter Texan population 
who possess a significant amount of glaucoma, 
AMD, cataracts, diabetes, etc. Thus, OCT-A, Zeiss 
Visucam w/ AF, anterior seg photography, etc. 
are on board. 90% of billing is medical. We are on 
all major medical insurance plans. You must be 
motivated, friendly (this is a friendly community) 
and enjoy working with seniors.

Rockport is a gorgeous coastal gulf community 
with great bay/deep water fishing, rich with 
birdlife, museums, mansions and is a world-class 
art colony…it’s a great place to live! For more 
information on purchasing this practice, please 
email: mitch.wess@yahoo.com. All inquiries  
are confidential.

Practice for Sale

Dr Facchiano & Associates PC 
(www.4GreatVision.com ) is offering his medical 
model, turn key standard Lenscrafter sublease, 
located in Cherry Valley , IL (Northern Illinois) 
for transfer sale. This means an optometrist can 
own the practice for no money down and 36 
payments over a minimum three-year sublease 
term. Gross over $700G on the average with 
greater than 35% net to owner/operator after 
expenses when serving five days a week. Staff 
and part time doctors are in place for the 7 day a 
week practice. The new owner will enjoy a very 
high tech office with every possible diagnostic 
instrumentation and lab testing a primary care 
provider could utilize. Complete professional 
autonomy, prescribing, specialty contacts, full 
scope medical care and offering a wide range 
of treatments. Established on many vision and 
medical plans, the practice has a consistent and 
diverse patient flow. This is the only sublease of 
its type in northern Illinois . Original sublease 
doctor for 34 years is retiring and identifying 
candidates this year for a practice transfer. Do 
not wait. Pass this along to a colleague. Doctor 
sublease owners can earn up to triple the 
average OD income with minimal investment. 
Original owner will assist in transition as long as 
needed and assures satisfaction. New graduates 
are welcome. Send resume and contact: 
DrVFacchiano@4GreatVision.com or text  
815-218-7777.

Professional  
Opportunities Available

OCT III 3000 Tomographer  
and Table
OCT III 3000 Tomographer and Table  
Carl Zeiss Stratus 
Remanufactured with a new computer in 2014. 
Price $4000 plus shipping.

Interested buyers please contact our office  
817-491-4994 or minaiuseini@gmail.com.

Retiring at end of April
Want to sell personal equipment. Contact Dr. 
Allen Herren at hisjerico@hotmail.com.

Equipment 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
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The Electrifeye InterviewThe Electrifeye Interview

Nikil Patel, OD

A Conversation with  
Dr. Nikil Patel
Dr. Patel, thanks for speaking with us today. 
What led you to join Energeyes?

Hello Ernie, it’s a pleasure to speak with you. When I first 
heard of Energeyes, I was intrigued by an association formed 
to meet the needs of corporate ODs. I had earlier in that 
year went to a meeting in Jacksonville that was just Costco 
ODs and felt I learned a lot about practice management. It 
was great to share ideas with other doctors who practice in a 
similar setting. Then, I learned of Energeyes, an association 
of corporate-affiliated doctors, I knew I had to join.

How have you found corporate practice to be 
for you personally? How has the Energeyes 
Association helped you in your practice?

I have loved practicing inside my Costco location and it’s 
a great feeling being a practice owner. It’s been rewarding 
financially and socially for me. My practice is in the 
community I live in so it’s nice to see patients outside 
of my office. I meet a lot of other small business owners 
in the community and love to support them as they do 
me. Corporate optometry allows me to focus on eye care 
without worrying about the nuances of owning an optical or 
managing a large staff. It’s been great for work-life balance for 
me, it’s rare that I take “work” home with me. Since I decide 
my work hours, I’m able to make them flexible so I may 
attend my children’s activities. 

Energeyes has helped in many ways with my practice 
growth. At the top of the list is the networking and sharing 

of ideas between like-minded colleagues. The education 
at local and national meetings has been phenomenal, as 
well as different programs such as the dry eye initiative 
have made me a more efficient doctor. Through Energeyes 
national and local meetings, I have been able to develop 
meaningful vendor relationships, that wasn’t happening 
when I went to other large conferences. Vendor discounts 
have helped bring new equipment into my office. On that 
note, it’s been wonderful to ask how other corporate docs 
have integrated new equipment into their offices, gives an 
added confidence that I am making a good decision.

Finally, tell us a little about yourself. Where 
you went to school, about your practice, 
and what you enjoy doing in your time away 
from the office? 

I grew up in Indianapolis and am a big Indy sports fan. 
I went to Indiana University for undergraduate and 
Optometry school. After school, I moved to Atlanta to 
be in a warmer climate and a bigger city. I met my wife 
Shivani here in Atlanta and we have two children, Ishan 
who is 9 and Zara who is 6. We enjoy traveling, playing/
watching sports, and the outdoors. 

Dr. Gustafson: That is one of the 
many valuable lessons I learned 
from you when I joined the practice: 
don’t let the price of a contact lens or 
spectacle lens option dissuade you from 
recommending it. 

When I was a new practitioner it 
was tempting to assume patients coming 
in to a Walmart only want inexpensive 
options and I saw very quickly this is 
not the case. Patients in any practice 
setting want value for their money, 
which doesn’t necessarily mean they 

are unwilling to invest in their eye care, 
spectacle lenses, and contact lenses. I 
never want to miss an opportunity to 
introduce patients to a product which 
could improve their quality of life.

Dr. Viker: There are so many chances to 
make a positive impression on patients 
and give them a WOW factor producing 
a long-lasting impact. By providing new 
technologies, premium products and 
medical care, we are letting patients know 
we are their first stop for any eyecare needs.

Dr. Gustafson: It is fun to look back on the 
evolution of our practice over many years; 
from primarily comprehensive exams and 
contact lens services to now providing post-op 
cataract co-management and medical eye care.

Dr. Viker: I am looking forward to seeing 
what changes and growth occur in 
optometry and in our practice in the years  
to come. 

Dr. Melissa Viker and Dr. Britt Gustafson  
have a Wal-Mart affiliated practice in  
Eden Prairie, Minnesota.

Continued from page 45



Harmony Data Management System
Reduce Costs
Connect multitude of devices, even from other manufacturers, 
and centrally view them on a single screen

Minimize Errors
Integrated workflow sends patient data from an EMR through 
Harmony to the device and back, reducing human errors 
and duplicate patients

Triton & Maestro Unlimited
  Unlimited instrument connections

  Fully-featured OCTs with Premium Fundus Imaging

Reimbursement Info for Participating Providers1

  National Average 
Code Description Reimbursement
92250 Fundus Photography $79.49/patient
92132 Anterior Segment OCT $35.08/patient
92133 Computerized Imaging, Optic Nerve $44.40/patient
92134 Computerized Imaging, Retina $45.47/patient
92285 Anterior Segment Photography $21.24/patient

Corneal Topography & 
Meibomian Gland Imaging

Discover Harmony 
Data management, simplified

Improve Practice Efficiency  
and the Patient Experience
Topcon’s Hardware and Software Solutions

CA-800 Corneal Topographer
  Accurately evaluate the anterior corneal surface

 Analyzes over 100,000 data points

 Meibomian gland imaging

Reimbursement Info for Participating Providers1

  National Average 
Code Description Reimbursement
92025 Computerized Corneal Topography  $38.40/patient

Multimodal SS-OCT Robotic SD-OCT

For more information, contact:

Joel Kozlowski
201-956-1430
jkozlowski@topcon.com

Brett Julian
858-245-9997 
bjulian@topcon.com

1.  The above coding information is intended to be representative only. Healthcare providers are  
responsible for all coding and reimbursement decisions. The above is not a guarantee of coverage. 
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An innovative multifocal toric lens
available soon as a standard offering


