
A
s director of optometry at a surgical 

center where almost all of our patients 

are referred by their ODs, high-level co-

management is part of what I do every 

day. My colleagues and I think this is the future 

of health care: ophthalmologists focus their skills 

and experience in the operating room while op-

tometrists fulfill the full scope of their abilities to 

comanage diseases as patients’ primary eyecare 

practitioners. When these two specialists work 

together, each doing what they’re best 

trained to do, patients benefit.

One of the most common surgeries we comanage 

with referring ODs is cataract surgery. We work 

with referring ODs so they are aware of the latest 

options for this ever-evolving procedure, which 

helps them refer patients at the right time, having 

educated patients about their options. 

At that point, our office takes over preopera-

tive care, education, decision-making, and finally 

surgery. Postoperatively, patients return to their 

optometrists for follow-up care. In comanaging 

patient care after cataract surgery, we all help en-

sure that patients have the best possible outcomes.
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Today’s global cosmetics market 

is worth an estimated $532 bil-

lion with projections for it to reach 

$863 billion by 2024.1 The false 

eyelashes industry—just one seg-

ment of the marketplace—is ex-

pected to reach over $1.7 million 

in the next four years.2

Consumers around the globe 

have adopted the eyelashes trend in 

the last decade as part of a popular 

South Korean skincare movement 

called “K-beauty,”3 says Bridgitte 

Shen Lee, OD, during a lecture at 

SECO 2019 in New Orleans.

This category of aesthetics in-

cludes four eyelash trends: exten-

Pros, cons 
of private equity 
buyouts
By Chris Wroten, OD

In my previous article, “How to 

overcome barriers when buying 

or selling a practice,” (December 

2018), I discussed a colleague who 

wrestled with a retirement deci-

sion before eventually concluding 

it was finally time.  

This practice owner approached 

his associates about his plans and 

to offer them a fair market purchase 

price—based on well-established 

practice valuation methods—for 

his shares in the practice.  

He was shocked when his asso-

ciates declined the offer and told 
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Mild but visually signifi cant posterior capsular 
fi brosis on a multifocal IOL. We ask our optomet-
ric referral network to send these patients back 
for YAG laser capsulotomy much earlier than 
standard lenses because even small amounts of 
fi brosis can be very visually signifi cant.
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Interest growing in virtual CE

Earlier this year, I was chatting with col-

leagues at a committee meeting when the 

topic of continuing education came up. 

It’s always interesting to compare notes: how 

much do you have to get in your state, when 

does your CE cycle start over, and the like. 

A subtopic of CE came up during that 

same conversation, and I hear it mentioned 

more and more often: virtual or online CE. 

That’s right, learning about the human 

eye in the comfort of your own bedroom 

slippers (yes, even the fluffy beer can ones 

your spouse won’t let you take the trash 

out wearing).

Maybe I’m an old soul, but I have seldom 

left a live meeting without having gained 

something from the in-person experience. 

There is just something about having dis-

course in real life that the Internet can not 

palpate. Maybe it goes back to just being a 

human being.

Lecture vs. basketball
However, in the spirit of being open-minded, 

I will share with you a story that happened 

to me a few years ago. I was lecturing to a 

group of ODs (I won’t say whom, where, or 

when in order to protect the guilty) when I 

noticed a group of people in the back shar-

ing a laptop. Were they following along with 

my riveting lecture on meibomian gland 

dysfunction by simultaneously reading e-

copies of my slides? No. They were not. 

They were checking the score of a bas-

ketball game.

Now, to their defense, I was in 

the same state as the team they 

were watching, and I suppose they 

could have just as easily (or more 

easily) stayed home in their bath-

robes and minimized the screen of a virtual 

course in order to watch the game. 

However, I recently had to take an on-

line course unrelated to optometry during 

which a timer stopped when I minimized 

the window (which, of course, I would have 

never tried to do—wink, wink). I was also 

open-book quizzed afterward. 

On a similar note, I recently learned of cer-

tain surgical procedures recently approved 

in the U.S. which are taught via webinar.

Captivating audience
Admittedly, I haven’t yet discovered how to 

make meibomian gland dysfunction more 

exciting than basketball, and I think the 

bottom line is the fact that CE requirements 

exist and must be fulfilled—and with good 

reason. However, whether live or virtual, 

captivating an audience can be tricky, and 

you need more than a catchy title to do so.

I am interested to hear how your state 

association handles CE. How many 

hours are allowed online, and how 

many must be in a live format? What 

are your thoughts on my preferred 

format of in-person CE or CE with 

the cat on your lap?

I have seldom left 
a live meeting 
without having 
gained something

Find 
out more 

on managing 
crosslinking. 

Turn to
page 16.

By Benjamin P. Casella, 
OD, FAAO
Chief Optometric Editor
Practices in Augusta, GA, with his father in his 
grandfather’s practice 
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TOO MANY COOKS IN THE KITCHEN

How to calculate your compensation as a practice owner
New blogger Dr. Mick Kling explores the common financial traps ODs fall in when operating 
their practice and how practice owners can determine how much to pay themselves. 
OptometryTimes.com/Blog/CalculateComp

New blogs written by and for eyecare professionals are featured each week on Optometry Times. Check 
out some of the latest content below and head over to OptometryTimes.com/topic/blog for more articles.
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nflammation is the hallmark symptom of all 

ocular surface disease, including dry eye dis-

ease (DED). Uncontrolled inflammation leads 

to chronic pain and irritation as well as delayed 

healing, tissue damage, and vision-threatening 

complications such as scarring and haze.1

Ef fect ive control of inf lammation is 

an important strategy to promote healing, and 

it is fundamental to my treatment par-

adigm of dry eye disease. 

I have a thriving DED practice within a cor-

nea practice, and every day I see at least one 

patient seeking dry eye relief despite compli-

ant use of various palliative measures.

Like many other eyecare practitioners, I have 

embraced the use of amniotic membrane (AM) 

tissue to control inflammation and rehabilitate 

the ocular surface for select DED patients as 

well as those patients who have keratitis, con-

junctivitis, and blepharitis. 
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Keep an eye 

on link between 

glaucoma and 

blood pressure

By Benjamin P. Casella, OD, FAAO

While not a systemic disease itself, 

glaucoma is widely understood to have 

systemic risk factors.1 Much of the 

relationship between glaucoma and 

the human system has to do with the 

vasculature of the optic nerve itself.

The 1 million or so ganglion cells that 

converge to make up the optic nerve 

are similar to other cells in that they 

must do two things to survive: eat and 

breathe. 

While that is an oversimplification 

of the two processes, it is essentially 

accurate. 

The cells of the optic nerve depend 

on the circulatory system for respiration 

and supply of glucose to make adenos-

ine triphosphate (ATP) and have energy. 

So, by definition, anything that nega-

EDUCATE, DON’T 

SELL TO PATIENTS

By Scott Sikes, OD

ODs must sell from the exam chair. Ev-

eryone has heard it, a lot of us have tried 

it, but how well does it actually work? 

Do we as ODs have time to go through 

all lens options, discuss what makes 

a particular progressive lens better or 

worse, and delve into different anti-

reflective options? Don’t even get me 

started on the multiple levels of blue 

light protection. It’s overwhelming, time 

consuming, and cumbersome

So, what’s the solution? 

Recently, I have tried to educate pa-

tients in my discussions rather than 

mention specific brands, designs, or 

features. 
Educate patients on page 24

Glaucoma & blood pressure on page 12

Amniotic graft on page 18

Cryopreserved and dehydrated membranes 

offer more therapeutic options

By Walter O. Whitley, OD, FAAO, MBA

Amniotic membrane helps

ocular surface disease

BLUE LIGHT: Why it matters page 28

Quality-of-life metrics improve glaucoma staging page 22

an important
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FIGURE 1

Cryopreserved 

amniotic membrane 

(CAM) was utilized 

to rehabilitate and 

restore the ocular 

surface of a patient 

who had a long 

history of keratitis 

and unsuccess-

ful use of multiple 

therapies. 

The photos show 

the patient’s right 

eye with A and 

without B sodium 

fl uorescein (NaFl) 

stain one week 

after CAM removal. 
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sions, falsies, lifts/tints, and growth serums. 

But with each category of enhancements 

comes possible ocular surface complications, 

Dr. Shen Lee says.

For ODs with patients who use fake eye-

lash products, education is key. Knowledge 

of each option, the potential side effects, 

and proper treatment for such manifesta-

tions can ensure optimal results. 

Eyelash extensions
Eyelash extensions involve gluing a cluster 

of false lashes onto human eyelashes—a 

process typically taking three to four hours. 

An initial session can cost as much as $400, 

Dr. Shen Lee says. 

Customers should ideally return for a re-

fill every two weeks, costing $50 per visit.  

Common ocular surface complications 

found extension users include:4

– Dermatitis

– Conjuctivitis

– Blepharitis 

– Demodex (eyelash mites)

– Dry eye symptoms (burning, watery, 

itchy, irritated eyes)

– Meibomian gland dysfunction (MGD)

– Madarosis (natural eyelash loss)

Women who develop such complications 

likely do not clean their eyelashes and lid 

margin and wear makeup over the exten-

sions, according to Dr. Shen Lee. 

“They often do not want to pay $50 to 

get a refill [of eyelashes] more often when 

they should,” she says. 

If these patients continue to practice un-

healthy eyelash management, their worst 

case scenario is developing madarosis and 

severe dry eye or ocular surface disease. 

The goal, Dr. Shen Lee says, is to catch 

patients at the beginning of their extension 

sessions to teach them proper management.

Eyelash falsies
Falsies are a cluster or whole strip glued onto 

the eyelid margin, going over the lashes. 

Nowadays, eyelashes are often glued under 

the natural eyelashes to create more of a 

“lifting” effect, Dr. Shen Lee says. 

One of the safer procedures with falsies 

uses a magnetic eyelash to avoid side ef-

fects similar to those of eyelash extensions. 

This involves placing two strips of eyelashes 

with tiny magnets at the top and bottom on 

either side of a human eyelash.4

However, the glue used to attach falsies 

onto human lashes are made with cyano-

acrylate (as an adhesive) and formaldehyde 

or formaldehyde derivatives. 

The chemicals are major culprits behind 

ocular side effects—similarily seen with ex-

tensions—on the skin and eyes. 

Additional side effects can include corneal 

abrasions, keratitis (from chemical contact), 

and compensating incomplete blinks (from 

weight of lashes).

Lift and tint
Patients with naturally long eyelashes and 

fairer skin interested in lash enhancement 

are recommended to receive eyelash lifts 

(also referred to a permanent waves) or tints. 

Lifts involve using alkali chemicals like 

ammonium thioglycolate to semi-perma-

nently curl or “lift” lashes on cylindrical rod. 

Tinting involves dyeing lashes using 

para-phenylenediamine (PPD)5—part of a 

chemical class called aromatic amines—

commonly found in permanent hair dyes. 

An alternative form of eyelash lift is known 

as “Japanese lash perm,” in which a speed 

bump-like device is used to lift the lashes 

up from the base.4

Unlike extensions, these processes are 

typically repeated every two to three months 

as opposed to bi-weekly. 

Recommend patients to use a reputable 

beauty salon and seek care with their OD (not 

urgent care) if they develop ocular irritation.

Growth serums
Dr. Shen Lee noted several growth serums 

currently on the market: Latisse (Allergan, 

Rx-required prostaglandin), popular over-

the-counter (OTC) lash enhancers (non-Rx), 

and Boost Lash Intensifying Serum (OCu-

Soft, non-Rx).4

Latisse is made with prostaglandin, a main 

ingredient in some glaucoma medications. 

Potential side effects associated with use 

of prostaglandin include:

– Conjunctival and eyelid hyperemia

– Burning or irritation 

– Prostaglandin periorbitopathy 

– Loss of periorbital fat

– Eye color change 

A 2016 study on the association of prosta-

glandin use with MGD found that patients 

who had prolonged use of prostaglandin 

had a higher prevelance of MGD.6

“A lot of patients using growth serums 

with prostaglandin are in this category,” 

Dr. Shen Lee says.“If these patients have 

dry symptoms and you have meibography, 

take a baseline photo the first time you see 

them and track their meibomian glands over 

the years.”

Over a dozen OTC lash enhancers are 

available in the current market, according 

to Dr. Shen Lee. 

These feature synthetic prostaglandin (iso-

propyl cloprostenate) as a main ingredient 

with similar potential side effects associated 

with that of the prostaglandin-made Latisse.

Boost Lash Intensifying Serum by Ocu-

Soft includes a patented polypeptide as a 

main ingredient. No long-term prostaglan-

din side effects have been reported by users, 

Dr. Shen Lee says. 

“For women who use eyelash serum, it’s 

important for them to continue to use it — 

just like skincare products; you can’t just 

use one bottle and then stop,” she says. 

Most eyelash serums work within a few 

weeks, Dr. Shen Lee says. 

Educate patients on eyelash enhancements
Continued from page 1

If patients continue to practice unhealthy 
eyelash management, their worst case 
scenario is developing madarosis—natural 
eyelash loss

Projected worth of global false
eyelashes industry by 2023

$1.7million

Worth of today’s global
cosmetics market

$532billion

See Eyelashes on page 8
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It’s important for women who use lash 

serums to understand potential ocular sur-

face side effects and stop using them as 

soon as they notice the symptoms. For ODs, 

it’s helpful to obtain baseline meibography, 

slit lamp photos, and ocular surface exam 

findings to track changes over time. These 

office visits are billed as medical exams.

Side effects treatment
Depending on the ocular complication a pa-

tient develops, Rx and non-Rx medications 

are available, Dr. Shen Lee says.

Conjunctivitis/red eye
– Lumify (brimonidine, Bausch + Lomb): 

it’s important to treat initial underlying oc-

ular surface disease (OSD)symptoms first

– Rx steroid drops: Alrex or Lotemax 

(Bausch + Lomb)

– Rx combination drops: Zylet (Bausch 

+ Lomb); Tobradex (Alcon)

– Overall OSD/dry eye management

Dermatitis
– Lotemax ointment (Bausch + Lomb; Rx) 

– TobraDex ointment (Alcon; Rx)

Keep the lids and lashes clean can help 

with treating blepharitis and demodex, Dr. 

Shen Lee says. She recommends using scrubs 

and foam wash products such as:

– OCuSoft

– Cliradex (Bio-Tissue)

– We Love Eyes

– Oasis

– Zocular

– Blephex

Hypochlorous acid
Dr. Shen Lee advises  adding hyperchlo-

rous acid to the lids/lashes cleaning rou-

tine to help reduce biofilm. These products 

are available:

– Avenova (NovaBay; Rx) 

– Acuicyn (Sonoma Pharma; Rx)

– Hypochlor (Ocusoft)

– OcuBliss

– Zenoptiq (Focus Laboratories)

Rx eye drops (dry eye disease)
– Restasis (0.05% cyclosporin, Allergan)

– Xiidra (5% lifitigrast, Shire)

– Cequa (0.09% cyclosporin, Sun 

Pharmaceuticals)

– Genesis (amniotic membrane drops, 

Ocular Science)

– Generic 0.05% cyclosporine 

MGD
– LipiFlow (TearScience, Johnson & John-

son Vision)

– Mibo Thermoflow 

– Intense pulsed light (IPL, Lumenis) 

– iLux (Alcon)

– TearCare (Sight Sciences)

– ThermiEyes (Thermi)

In-office treatment
For patients who present signs of OSD or 

MGD, Dr. Shen Lee says education, commu-

nication and effective treatment optionsare 

key in providing care.  
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BRIDGEWATER, NJ—Bausch +Lomb has begun sup-

plying its Lotemax SM (loteprednol etabonate 

ophthalmic gel) 0.38% to U.S. pharmaceu-

tical distributors. 

The company received final approval 

by the U.S. Food and Drug Administration 

(FDA) on Feb. 22, 2019. 

According to the company, Lotemax SM 

is a new gel drop formulation of lotepred-

nol etabonate, which was designed with 

novel SubMicron (SM) technology for effi-

cient penetration to key ocular tissues at a 

low preservative (BAK) level and a pH close 

to human tears.

Lotemax SM is indicated for the treat-

ment of postoperative inflammation and 

pain following ocular surgery.

“Lotemax SM is the culmination of our 

clinical experience with the loteprednol 

etabonate compound for more than two 

decades,” says Joe Gordon, U.S. president, 

Bausch + Lomb. 

“We are extremely proud to make this 

new treatment option available, our most 

advanced loteprednol etabonate formulation 

to date, to help our customers address the 

needs of their patients undergoing ocular 

surgery who experience postoperative in-

flammation and pain,” he says.

According to the company, Lotemax SM 

delivers a submicron particle size and pro-

vides two times greater penetration to the 

aqueous humor as compared to Lotemax 

Gel (loteprednol etabonate ophthalmic gel) 

0.5%.2 

In addition, Lotemax SM was formulated 

with:

– Moisturizing ingredients

– pH close to that of human tears

– Low BAK preservative percentage (same 

percentage as Lotemax Gel [0.003% percent])

“I am excited to now offer my postopera-

tive patients who experience pain and in-

flammation Lotemax SM,” says Marguerite 

McDonald, MD, FACS, ophthalmologist and 

clinical professor of ophthalmology, New 

York University (NYU) School of Medicine. 

“In addition to the improved dosing com-

pared to Lotemax Gel and the established 

efficacy,” Dr. McDonald says, “Lotemax SM 

offers a tolerability profile that I have come 

to rely on from the loteprednol etabonate 

molecule.”

IN BRIEF

B+L launches 
Lotemax SM

Eyelashes
Continued from page 6
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Vitamin D deficiency (VDD) and 

insufficiency (VDI) are increas-

ing on a global level. VDD is 

associated with an increased 

risk of chronic diseases such 

as bone metabolic disorders, tu-

mors, cardiovascular diseases, 

and diabetes.1

Study finds 
A retrospective study demon-

strated the increasing prevalence 

of VDD (28.9 percent) and VDI 

(41.4 percent) from 2001 to 2010. 

Study participants who were 

black, less educated, poor, obese, 

current smokers, physically inactive, and 

infrequent milk consumers had a higher 

prevalence of VDD.2

In the dry eye space, a 2018 study in 

Cornea investigated the efficacy of topical 

carbomer-based lipid-containing artificial 

tears (CLAT) and hyaluronate (HU) in pa-

tients with dry eye disease (DED) based 

on serum 25-hydroxyvitamin D (25HD) 

levels and cholecalciferol supplementation. 

Data suggested the effect of topical 

CLAT and HU was dependent on serum 

25HD levels. The authors concluded that 

cholecalciferol supplementation enhanced 

the efficacy of topical treatment and may 

be a useful adjuvant therapy for patients 

with DED refractory to topical lubricants.3

Epidemiological studies have linked 

VDD with other ocular diseases, such as 

myopia, age-related macular degenera-

tion (AMD), diabetic retinopathy, glau-

coma, retinoblastoma, and uveitis. How-

ever, the underlying mechanism is not 

yet fully understood.

Case report
Parts of the human eye—including the 

epithelium of the cornea, lens, 

ciliary body, and retinal pigment 

epithelium, as well as the cor-

neal endothelium, ganglion cell 

layer, and retinal photorecep-

tors—contain vitamin D recep-

tors (VDR). Intramuscular in-

jections of vitamin D improved 

tear hyperosmolarity.4

The recently discovered anti-

angiogenic, anti-inflammatory, 

and anti-neoplastic properties of 

calcitriol (the hormonally active 

metabolite of vitamin D) have 

shed some light on vitamin D’s  

role in the pathogenesis of ocu-

lar diseases.5

Interestingly, there has been an isolated, 

VDD-related case report of a 40-year-old 

patient with persistent bilateral ocular 

pain for two years for whom conventional 

management of dry eye had failed. 

Detailed ocular examination, meibog-

raphy, and tear film evaluation were sug-

gestive of bilateral meibomian gland dys-

function (MGD) and evaporative dry eye. 

Topical medication failed to alleviate the 

patient’s symptoms. 

Conventional management having 

failed, LipiFlow (Johnson & Johnson Vi-

sion) was performed, and topical therapy 

with cyclosporine 0.05%, steroids, and 

lubricating eye drops was initiated with 

incomplete symptomatic relief. 

To identify the cause of pain, imaging 

was performed with in vivo confocal mi-

croscopy and anterior segment spectral 

domain optical coherence tomography 

(OCT). Evaluation revealed severe VDD. 

With parenteral therapy for VDD, there 

was a dramatic improvement in this pa-

tient’s symptoms. The authors suggested 

that inflammation aggravated by VDD 

resulted in an altered epithelial profile, 

Bowman’s layer damage, recruitment of 

dendritic cells, and an altered subbasal 

nerve plexus features in this patient with 

chronic DED.6

Future for dry eye disease
Should vitamin D serum testing be part of 

ODs’ DED work-up? Is vitamin D supple-

mentation prophylactic for DED? Conflict-

ing data exists to support this notion.7,8

Awareness of the high prevalence of 

VDD and VDI among U.S. adults and re-

lated predictors could inform behavioral 

and dietary strategies for preventing VDD, 

monitoring VDI, and perhaps modulate 

its impact on/contribution to DED. 

Eyecare practitioners hope that with 

more data they can answer these ques-

tions and have yet another avenue of ther-

apy for ocular surface disease patients.
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Know the connection between vitamin D 
and dry eye disease
Research looks at prevalence of deficiency, insufficiency in dry eye patients
I am fortunate to practice in a setting where my patient’s 

full medical and drug therapy is readily available. I have 

noticed that many patients (including myself) have been 

prescribed oral vitamin D supplements (cholecalciferol) 

to boost serum levels of vitamin D.

BY KATHERINE M. 
MASTROTA, MS, 
OD, FAAO, DIPL 
ABO Director of 
Optometry, New York 
Hotel Trades Council, 
Hotel Association of 
New York City, Health 
Center, Inc
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The patient’s medical history 

was significant for diabetes of 

an undetermined duration for 

which she was under the care 

of another physician. Medica-

tion for this condition, as well 

as for her diagnosis of systemic 

hypertension, was not revealed.  

Visual acuity at the scheduled 

visit was 20/200 (20/80 EV) OD, 

and 20/25 OS. Fundus image of 

the right eye is seen in Figure 1.

Clinical assessment
On clinical evaluation, it was evident that 

full-thickness macular hole was present 

even absent the previous diagnosis and 

visual acuity.

Despite a duration of the diagnosis, 

however, there was no clinical evidence 

of a fluid surround—meaning that the 

full-thickness hole was limited to what 

was visualized.

Optic cube obtained from optical co-

herence tomography (OCT) is shown in 

Figure 2.

Note that while clinical evaluation may 

allow observation of the hyaloid of the vit-

reous, the relationship between 

the vitreous and retina is em-

phasized in the optic-cube data.

This is a reminder of the pres-

ence of the mass of vitreous in 

relation to its remaining focal at-

tachment at the macular surface. 

When interpreting optical co-

herence data, it may be tempting 

to analyze cross-sectional scans 

alone. While this can be useful, 

it could require interpolation to 

determine actual horizontal and 

vertical extent of a lesion. 

The optic cube allows an overview 

that—when combined with the cross-

sectional data—gives a more complete 

perspective.  

Of further note is the remaining at-

tachment between the detached vitreous 

and paramacular area of the right eye. 

This OCT finding corresponds with 

the white dot indicated in the fundus 

photograph. 

The macular hole is full in thickness and 

lacks a fluid surround. This correlation 

can be seen comparing the fundus image 

and the cross-sectional OCT (Figure 3).  

The patient was seen in consultation 

with a retina specialist at this visit and 

offered a surgical option, which she ac-

cepted. The procedure consisted of par-

splana vitrectomy with the placement of 

a gas bubble.  

With just 48 hours of face-down po-

sitioning instead of the usual two-week 

interval, the patient tolerated the proce-

dure well. 

This new type of protocol is being tried 

by some retinal surgeons. The patient in 

this case is one of the first to use the pro-

tocol. It has proven to be useful for mini-

mizing post-operative complications as well 

as producing positive surgical outcomes.  

Postop
At the first postoperative visit two weeks 

later, visual acuity had not improved. How-

ever, anatomical closure of the macular 

hole had been achieved (see Figure 4). 

At a follow-up visit three months post-

surgery, visual acuity improved to 20/40.  

Case analysis
Two significant items are present in this 

case. First is the outside limit—fewer than 

12 months—being favorable for surgi-

cal success due to the presence of the 

macular hole. 

Case: New protocol for macular hole treatment
Example tracks patient’s positive postop recovery from pars plana vitrectomy

BY LEO SEMES, 
OD, FAAO Professor 
of optometry at 
the University 
of Alabama-
Birmingham

A 55-year-old female had been followed for several months 

for a macular hole in the right eye. She returned for a 

scheduled visit and reported no change in visual acuity— 

the left eye had been and remained uninvolved. 

3

Figure 3. Cross-sectional OCT of the right eye showing 
full-thickness macular hole.  Note the absence of underlying fluid, 
presence of cystic spaces in both the horizontal and vertical 
images as well as the relationship between the vitreous and retina. 
See text. 

1 2

Figure 1. Fundus photograph of the right eye. Note the macular hole and absence of fluid surround. The arrow indicates tissue elevation above 
the retinal surface seen at stereoscopic evaluation. 

Figure 2. Volumetric representation of the OCT showing the relationship between the detached vitreous (above) and retina (below).

https://www.optometrytimes.com/
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While this has been reported for bilateral 

presentations, the results can be extrapo-

lated to the monocular situation.1  

Second is that on careful observation of 

the postoperative OCT, the external limit-

ing membrane had been re-established.2 See 

Figure 4.  

This is significant for a good prognosis 

of visual acuity improvement that occurred 

in the case. As is consistent with the im-

proved visual acuity, the photoreceptor layer 

repopulated.  

Interestingly, the fellow eye showed the 

presence of vitreomacular adherence (vit-

reomacular attachment without disruption 

of retinal anatomy).3 

Vitreomacular traction (adherence between 

vitreous and retina with anatomical tissue 

disruption) places the patient at a 30 per-

cent risk of macular hole formation in the 

following five years.4

Vitreomacular adherence carries a much 

lower risk of macular hole formation.4,5
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Vitreomacular 
traction places 
the patient at a 
30 percent risk 
of macular hole 
formation in the 
following five years

Figure 4. Two-week postoperative cross-sectional OCT of 
the right eye. There is normal macular contour and thickness. Note 
the absence of photoreceptors (short arrow) but the presence of an 
intact external limiting membrane (red arrow). 
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him they weren’t interested in owning 

the practice because they didn’t see any 

value in it.

Industry-wide dilemma
Unfortunately, one of the most important 

but overlooked aspects of practice man-

agement is managing a practice sale on 

the back end of a career. 

While each situation is different, many 

ODs are struggling with some form of the 

same question: “How do I transition out 

of my practice?”  

Some ODs are simply walking away and 

receiving nothing in return for their prac-

tices. This scenario is unfolding more fre-

quently in medicine and other healthcare 

professions as well, which forces us to ask: 

Is the traditional sale of a private practice 

to a new owner in danger of extinction? 

On the other side of the coin, some ODs 

are asking, “How do I transition into prac-

tice ownership?” but face difficulty with 

making it happen.  

While there’s no right or wrong posi-

tion, both situations make for a challeng-

ing landscape for sellers.  

Let’s discuss one option for those under-

going a practice transition as well as the 

accompanying challenges faced by sell-

ers—a decision my colleague ultimately 

chose: private equity.  

Private equity
Private equity firms are limited partner-

ships that utilize capital not publicly listed 

or traded to buy, streamline/restructure, 

and resell private companies for profit.1,2  

Several years ago, a number of these 

companies held a surplus of investable 

funds and were looking for new, high-

return investment opportunities.  

Eye care was identified as one possibil-

ity due to the aging U.S. population and its 

associated needs; the potential for cash-

based, premium eyecare service offerings; 

and an isolated business landscape that 

lent itself to consolidation.3

Perhaps the first such transaction in the 

ophthalmic space occurred in 2014 when 

Varsity Healthcare Partners recapitalized 

Katzen Eye Group to form EyeCare Ser-

vice Partners before Varsity Healthcare 

Partners profitably exited the entity three 

years later in a transaction with Harvest 

Partners.4

Following that success, Friedman 

Fleischer & Lowe (FFL) Partners recapi-

talized Clarkson Eyecare and created Eye-

Care Partners in 2015.3 Several other firms 

since then have also been actively acquir-

ing ophthalmic practices, including My-

EyeDr., Total Eye Care Partners (via Impe-

rial Capital and HW Holdings), and Acu-

ity Eyecare Group (Riata Capital Group).  

Interest in these options continues to 

increase in ophthalmology as well. I re-

cently attended a session at the American 

Society of Cataract and Refractive Sur-

geons at which a jam-packed audience 

assembled in a large ballroom to learn 

more about private equity transactions.  

While several different companies have 

been mentioned, it is difficult to find a 

comprehensive listing of all private eq-

uity firms currently acquiring ophthalmic 

practices. But just to provide a measure 

of the activity, one list published in 2018 

includes 31 firms.5

It should also be noted that not all 

private equity firms are created equal, 

nor do they operate the same. Some are 

looking to partner with ODs and have 

them stay on indefinitely, while others 

are willing to assist with a doctor’s exit 

plan. Individual strategies and differ-

ences abound, but there are generally 

two main models of operation: central-

ized and decentralized.  

Centralized model
In this model, the acquiring company 

assumes all administrative and manage-

ment functions, including billing, collec-

tions, optical, equipment purchasing, and  

acquisition.  

All practices acquired by the firm em-

ploy this centralized management model 

and even utilize the same electronic health 

record (EHR) system, seeking to increase 

efficiency, control, and cost savings.

As more practices are acquired, the goal 

is usually to maximize short- to medium-

term profits in order to make the future 

consolidated sale of the acquired entities 

as attractive as possible within a three- to 

seven-year timespan.6

Decentralized model
This model utilizes less centralized man-

agement, resulting in a smaller corporate 

structure.  

The acquired practice has more free-

dom to continue operating the way it was 

prior to the acquisition, with incentives to 

grow internally and via additional local 

acquisitions.  

A previous owner may retain more con-

trol of the practice’s day-to-day decisions 

and may receive money and stock in the 

purchasing entity. This is also an option 

with some centralized models.5

Exclusions
A variant of these two models employs 

a much longer term perspective to grow 

both internally and externally, thereby 

increasing practice profitability.  

As additional practices are acquired and 

incentivized to maximize individual prac-

tice profits, the entire purchasing entity 

grows organically. With this model, ODs 

invest only in their own practice with no 

plans of a future sale—similar to a ven-

ture capital investment.5

For ODs looking to exit a practice, this 

model and the decentralized model may 

not be as applicable.

Pros and cons of private equity buyouts
Continued from page 1

An alarming 
number of ODs 
are simply 
walking away and 
receiving nothing 
in return for their 
practices

One of the most important but 
overlooked aspects of practice 
management is managing the sale on the 
back end of a career
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DOSAGE AND ADMINISTRATION 
Instill one drop of Xiidra twice daily (approximately 12 hours 
CRCTV��KPVQ�GCEJ�G[G�WUKPI�C�UKPING�WUG�EQPVCKPGT��&KUECTF�
VJG�UKPING�WUG�EQPVCKPGT�KOOGFKCVGN[�CHVGT�WUKPI�KP�GCEJ�G[G��
Contact lenses should be removed prior to the administration 
QH�:KKFTC�CPF�OC[�DG�TGKPUGTVGF����OKPWVGU�HQNNQYKPI�
administration.

CONTRAINDICATIONS 
Xiidra is contraindicated in patients with known hypersensitivity 
VQ�NKƂVGITCUV�QT�VQ�CP[�QH�VJG�QVJGT�KPITGFKGPVU�KP�VJG�
formulation.

ADVERSE REACTIONS 
Clinical Trials Experience 
Because clinical studies are conducted under widely varying 
conditions, adverse reaction rates observed in clinical studies 
of a drug cannot be directly compared to rates in the clinical 
VTKCNU�QH�CPQVJGT�FTWI�CPF�OC[�PQV�TGƃGEV�VJG�TCVGU�QDUGTXGF�
KP�RTCEVKEG��+P�ƂXG�ENKPKECN�UVWFKGU�QH�FT[�G[G�FKUGCUG�EQPFWEVGF�
YKVJ�NKƂVGITCUV�QRJVJCNOKE�UQNWVKQP�������RCVKGPVU�TGEGKXGF�CV�
NGCUV���FQUG�QH�NKƂVGITCUV�
�����QH�YJKEJ�TGEGKXGF�NKƂVGITCUV������
6JG�OCLQTKV[�QH�RCVKGPVU�
�����JCF�Ű��OQPVJU�QH�VTGCVOGPV�
GZRQUWTG������RCVKGPVU�YGTG�GZRQUGF�VQ�NKƂVGITCUV�HQT�
approximately 12 months. The majority of the treated patients 
YGTG�HGOCNG�
������6JG�OQUV�EQOOQP�CFXGTUG�TGCEVKQPU�
TGRQTVGF�KP��������QH�RCVKGPVU�YGTG�KPUVKNNCVKQP�UKVG�KTTKVCVKQP��
dysgeusia and reduced visual acuity. Other adverse reactions 
TGRQTVGF�KP����VQ����QH�VJG�RCVKGPVU�YGTG�DNWTTGF�XKUKQP��
conjunctival hyperemia, eye irritation, headache, increased 
lacrimation, eye discharge, eye discomfort, eye pruritus and 
sinusitis. 
Postmarketing Experience 
6JG�HQNNQYKPI�CFXGTUG�TGCEVKQPU�JCXG�DGGP�KFGPVKƂGF�FWTKPI�
postapproval use of Xiidra. Because these reactions are 
reported voluntarily from a population of uncertain size, it is not 
always possible to reliably estimate their frequency or establish 
a causal relationship to drug exposure.

Rare cases of hypersensitivity, including anaphylactic reaction, 
bronchospasm, respiratory distress, pharyngeal edema, swollen 
tongue, and urticaria have been reported. Eye swelling and 
rash have been reported.

USE IN SPECIFIC POPULATIONS 
Pregnancy 
There are no available data on Xiidra use in pregnant women to 
KPHQTO�CP[�FTWI�CUUQEKCVGF�TKUMU��+PVTCXGPQWU�
+8��CFOKPKUVTCVKQP�
QH�NKƂVGITCUV�VQ�RTGIPCPV�TCVU��HTQO�RTG�OCVKPI�VJTQWIJ�
IGUVCVKQP�FC[�����FKF�PQV�RTQFWEG�VGTCVQIGPKEKV[�CV�ENKPKECNN[�
relevant systemic exposures. Intravenous administration of 
NKƂVGITCUV�VQ�RTGIPCPV�TCDDKVU�FWTKPI�QTICPQIGPGUKU�RTQFWEGF�
an increased incidence of omphalocele at the lowest dose 

VGUVGF����OI�MI�FC[�
����HQNF�VJG�JWOCP�RNCUOC�GZRQUWTG�CV�
the recommended human ophthalmic dose [RHOD], based on 
VJG�CTGC�WPFGT�VJG�EWTXG�=#7%?�NGXGN���5KPEG�JWOCP�U[UVGOKE�
GZRQUWTG�VQ�NKƂVGITCUV�HQNNQYKPI�QEWNCT�CFOKPKUVTCVKQP�QH�:KKFTC�
CV�VJG�4*1&�KU�NQY��VJG�CRRNKECDKNKV[�QH�CPKOCN�ƂPFKPIU�VQ�VJG�
risk of Xiidra use in humans during pregnancy is unclear.

Animal Data 
.KƂVGITCUV�CFOKPKUVGTGF�FCKN[�D[�KPVTCXGPQWU�
+8��KPLGEVKQP�
VQ�TCVU��HTQO�RTG�OCVKPI�VJTQWIJ�IGUVCVKQP�FC[�����ECWUGF�
an increase in mean preimplantation loss and an increased 
KPEKFGPEG�QH�UGXGTCN�OKPQT�UMGNGVCN�CPQOCNKGU�CV����OI��MI��
FC[��TGRTGUGPVKPI�������HQNF�VJG�JWOCP�RNCUOC�GZRQUWTG�CV� 
the RHOD of Xiidra, based on AUC. No teratogenicity was 
QDUGTXGF�KP�VJG�TCV�CV����OI��MI��FC[�
����HQNF�VJG�JWOCP�
RNCUOC�GZRQUWTG�CV�VJG�4*1&��DCUGF�QP�#7%����+P�VJG�TCDDKV��
an increased incidence of omphalocele was observed at the 
NQYGUV�FQUG�VGUVGF����OI��MI��FC[�
����HQNF�VJG�JWOCP�RNCUOC�
GZRQUWTG�CV�VJG�4*1&��DCUGF�QP�#7%���YJGP�CFOKPKUVGTGF�D[�
+8�KPLGEVKQP�FCKN[�HTQO�IGUVCVKQP�FC[U���VJTQWIJ�����#�HGVCN�0Q�
1DUGTXGF�#FXGTUG�'HHGEV�.GXGN�
01#'.��YCU�PQV�KFGPVKƂGF�KP�
the rabbit.

Lactation 
6JGTG�CTG�PQ�FCVC�QP�VJG�RTGUGPEG�QH�NKƂVGITCUV�KP�JWOCP�
milk, the effects on the breastfed infant, or the effects on milk 
RTQFWEVKQP��*QYGXGT��U[UVGOKE�GZRQUWTG�VQ�NKƂVGITCUV�HTQO�
ocular administration is low. The developmental and health 
DGPGƂVU�QH�DTGCUVHGGFKPI�UJQWNF�DG�EQPUKFGTGF��CNQPI�YKVJ�
the mother’s clinical need for Xiidra and any potential adverse 
effects on the breastfed child from Xiidra.

Pediatric Use 
5CHGV[�CPF�GHƂECE[�KP�RGFKCVTKE�RCVKGPVU�DGNQY�VJG�CIG�QH����
years have not been established. 

Geriatric Use 
No overall differences in safety or effectiveness have been 
observed between elderly and younger adult patients.

NONCLINICAL TOXICOLOGY 
Carcinogenesis, Mutagenesis, Impairment of Fertility 
Carcinogenesis: Animal studies have not been conducted  
VQ�FGVGTOKPG�VJG�ECTEKPQIGPKE�RQVGPVKCN�QH�NKƂVGITCUV� 
Mutagenesis: .KƂVGITCUV�YCU�PQV�OWVCIGPKE�KP�VJG�in vitro  
#OGU�CUUC[��.KƂVGITCUV�YCU�PQV�ENCUVQIGPKE�KP�VJG�in vivo  
mouse micronucleus assay. In an in vitro chromosomal 
aberration assay using mammalian cells (Chinese  
JCOUVGT�QXCT[�EGNNU���NKƂVGITCUV�YCU�RQUKVKXG�CV�VJG�JKIJGUV�
concentration tested, without metabolic activation.  
Impairment of fertility: .KƂVGITCUV�CFOKPKUVGTGF�CV� 
KPVTCXGPQWU�
+8��FQUGU�QH�WR�VQ����OI�MI�FC[� 

�����HQNF�VJG�JWOCP�RNCUOC�GZRQUWTG�CV�VJG� 
TGEQOOGPFGF�JWOCP�QRJVJCNOKE�FQUG�
4*1&��QH� 
NKƂVGITCUV�QRJVJCNOKE�UQNWVKQP������JCF�PQ�GHHGEV�QP� 
fertility and reproductive performance in male and  
female treated rats. 
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.KOKVGF�QT�KVU�CHƂNKCVGU�
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Overall
Regardless of the model, these transactions 

yield a lump sum of cash for the selling 

OD up front in exchange for reduced fu-

ture income. The lump sum is taxed as 

capital gains, based on current practice 

profits—earnings before interest, taxes, 

depreciation and amortization (EBITDA). 

Additionally, the selling doctor(s) may re-

ceive stock in the new entity.6

So, what are the pros and cons of a pri-

vate equity practice transition?

Pros
Private equity transactions may occur more 

quickly than a traditional sale.  

After speaking with colleagues who have 

gone through both, the traditional prac-

tice sale to another OD may take three 

to five years from start to finish, while a 

private equity transaction may be fully 

completed in one to two years—not in-

cluding additional time the owner may 

be required to stay on staff.  

Additionally, private equity groups seem 

to be offering more for practices than tra-

ditional practice valuation models would 

suggest, resulting in larger up-front cash 

payouts. 

Specific transaction terms vary and can 

be negotiated. 

However, after the deal is completed 

in the centralized model, the seller no 

longer needs to address the day-to-day 

challenges of running a practice and man-

age merit-based incentive payment system 

(MIPS), Health Insurance Portability and 

Accountability Act (HIPAA), cyber-liabil-

ity, human resources management, bill-

paying, and other administrative tasks 

associated with owning a practice.  

The practice itself may achieve added 

savings on purchases of contact lenses, 

frames, spectacles, equipment, and office 

supplies, by leveraging the collective buy-

ing power of all the practices in the pri-

vate equity firm’s group.  

Efficiencies may also be gained in bill-

ing and collections, purchasing decisions, 

employee policies and procedures, and 

other areas of practice management.

Cons
Most transactions require the seller to stay 

on as an employee of the new entity for a 

specified amount of time (which can be 

negotiated as a condition of sale). During 

this period, the former owner becomes sub-

ject to the decisions of the new ownership.  

Those decisions may include longer and/

or later office hours, opening on weekends, 

more limited vacation time for the seller, 

and no longer acting as the primary de-

cision maker for purchases, policies, and 

procedures—although some of these may 

be retained in a decentralized model.  

The practice may take on a more corpo-

rate feel and/or eventually be sold again 

to another entity over which the original 

owner has no control.  

I spoke to one OD off the record after a 

private equity transaction. He shared that 

he had numerous patients in the commu-

nity tell him, after decades of building a 

reputation of patient care and trust, they 

thought the clinic’s new direction was no-

ticeably less patient-centric and more fo-

cused on accelerated profits. 

For models more focused on maximiz-

ing short- to medium-term profits, long-

term planning and investment into the 

practice may become less of a priority. 

Profession impact
This begs the question: Is private equity 

good for the profession?  

It’s impossible to blame an OD for sell-

ing to a private equity firm, especially if 

he was unable to find a buyer, offered 

more than what his practice would have 

traditionally been valued, or if the rigors 

of ownership had lost its luster.  

However, it remains to be seen what 

the long-term impact on the profession 

will be, and this will largely depend on 

the private equity firm’s strategy. 

The optometric profession has histori-

cally been led by those with a keen focus 

on patient care and who are most vested 

in their profession.

But some private equity transactions 

may have the potential to de-emphasize 

patient care and create a more corporate 

workplace, possibly reducing those ODs’ 

commitment to their profession’s success. 

Private equity transactions also create 

a potentially tenuous situation in which 

only large corporate entities may be in po-

sition to purchase consolidated practices 

from private equity firms when they re-

sell them in the future.

Additionally, private equity takes healthy, 

viable practices off the market, potentially 

making it harder for younger buyers to 

transition into ownership.  

Lastly, if a seller miscalculates his time-

line and finalizes a private equity transac-

tion too soon in his career (>5 to 10 years 

before he is ready and/or financially able 

to retire), he could end up on the wrong 

end of the financial equation when the 

loss of future earnings and the foregoing 

of additional equity built into his practice 

are taken into consideration.  

Wrapping up
Perhaps these private equity ventures 

will ultimately strengthen the optomet-

ric profession—allowing practices to le-

verage buying power as well as take ad-

vantage of economies of scale and best 

business practices

Or perhaps these ventures will fail, cre-

ating an opportunity for former owners 

and new buyers to purchase practices for 

less than their original prices. 

Regardless, there’s much to consider 

when it comes to any practice transition. 

The first thing to do is to plan an exit 

strategy now by examining all options 

and making an informed decision.

REFERENCES
1. Chen J. Private equity. Investopedia. Available 
at: https://www.investopedia.com/terms/p/
privateequity.asp. Accessed 2/4/19. 

2. Segal T. What is private equity? Investopedia. 
Available at: https://www.investopedia.com/
articles/financial-careers/09/private-equity.asp. 
Accessed 3/4/19.

3. Grassa S, Patel, A. How to look at private equity 
investment in physician groups: Eye care. Ocular 

Surgery News. Available at: https://www.healio.
com/ophthalmology/practice-management/
news/online/%7B9b34c9ce-c20e-46e0-80ff-
bd0f6e807097%7D/how-to-look-at-private-equity-
investment-in-physician-groups-eye-care. Accessed 
3/4/19. 

4. Harvest Partners. Varsity Healthcare Partners 
and Harvest Partners announce recapitalization of 
Eyecare Services Partners. Available at: http://www.
harvestpartners.com/varsity-healthcare-partners-
and-harvest-partners-announce-recapitalization-of-
eyecare-services-partners. Accessed 3/14/19.  

5. Harbin TS, Markowitz G. Private equity buyouts of 
ophthalmology practices - Update 2018. Available 
at:  https://www.aao.org/senior-ophthalmologists/
scope/article/private-equity-buyouts-of-
ophthalmology-practices-2. Accessed 3/4/19. 

6. Tosh M. Panel explores private equity’s evolving 
role in vision care. Vision Monday. Available at: 
http://www.visionmonday.com/business/article/
panel-explores-private-equitys-evolving-role-in-
vision-care/. Accessed 3/4/19. 

Not all private 
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do they operate 
the same
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W
e practice a few blocks from each 

other in a tertiary-care surgical 

practice and a primary-

care optometry practice, 

respectively. Although we coman-

age different types of surgical cases, 

one of the most rewarding recent 

developments has been the oppor-

tunity to jointly care for patients 

with keratoconus.

New technology has disrupted the 

way we approach these patients. In 

the past, optometrists have mostly 

watched and waited, trying to keep 

keratoconus patients seeing well for 

as long as possible in contact lenses.

Historically, as many as 1 in 5 

patients with progressive keratoco-

nus have required a corneal trans-

plant, with more than half of those 

needing multiple transplants within 

20 years.1,2

Corneal crosslinking
With the approval in 2016 of cor-

neal collagen cross-linking (CXL) 

using the Avedro cross-linking suite 

(Photrexa Viscous, Photrexa, and 

the KXL System), the paradigm has shifted 

to one of intervening as early as possible 

with keratoconus patients. Multiple studies 

have shown that CXL may slow or halt the 

progression of keratoconus, providing better 

visual acuity and decreased corneal bulg-

ing up to 10 years post-treatment.3-6

The procedure uses Photrexa Viscous (Ri-

boflavin-5’-phosphate) drops applied to the 

corneal stroma; the drops are acti-

vated by ultraviolet A (UVA) light 

over the course of approximately 30 

minutes, resulting in new chemical 

bonds that stiffen collagen strands 

in the cornea.7,8

The CXL procedure approved in 

the United States requires removal 

of the epithelium; a Phase 3 clini-

cal trial of an Avedro epi-on tech-

nique is underway.

Collaboration opportunity
In many ways, keratoconus is an 

ideal condition for collaboration 

among optometrists and ophthal-

mologists because it presents three 

distinct challenges that can best be 

addressed by multiple profession-

als working together. 

The first challenge is detecting 

keratoconus early before the cor-

nea is irreparably damaged. These 

patients typically don’t know they 

have keratoconus and are unlikely 

to present to a practice that performs 

CXL; rather, they will visit their primary-

care optometrist in the hopes of improving 

their refractive corrections. That gives the 

optometrist the opportunity to diagnose and 

refer the patient for a full corneal evaluation.

Once keratoconus has been diagnosed, 

the second challenge is to prevent further 

corneal changes that may otherwise lead 

to a corneal transplant. We strongly believe 

that it is important to recommend CXL as 

soon as there is evidence of progression 

because it is the only therapy shown to be 

effective in slowing these changes.9

Finally, the third challenge is helping pa-

tients to see better, wherever they are in 

the stages of keratoconus progression. More 

vision correction tools are available to us 

when keratoconus is stabilized earlier in 

the course of the disease. 

A patient who is treated early may be able 

to continue to wear soft contact lenses or 

glasses for the rest of his life. Others may 

need rigid gas permeable (RGP), scleral, or 

hybrid contact lenses to obtain their best 

acuity. Their primary-care optometrists are 

best positioned to prescribe the vision cor-

rection that will work best for the patient.

Although patients may expeirence some 

improvement in visual acuity with CXL, im-

proved visual acuity is not the goal of the 

procedure. It is important for patients to 

understand that stopping progression and 

improving vision are two different steps in 

their journeys.

Best practices for comanaging 
crosslinking patients 
CXL provides opportunities for ODs to collaborate on surgical care

MITCH IBACH, OD, 
FAAO, is in practice 
at Vance Thompson 
Vision in Sioux 
Falls, SD

JEFFERY A. 
SAYLER, OD, is in 
private practice at 
Sioux Falls Family 
Vision in Sioux 
Falls, SD

TAKE-HOME MESSAGE Keratoconus is 
an ideal condition for collaboration because 
it presents three challenges that can be ad-
dressed with multiple professionals working 
together: early diagnosis, preventing further 
corneal changes which may necessitate a 
penetrating keratoplasty, and helping patients 
see better.

As many as 1 in 5 patients with 
progressive keratoconus have required a 
corneal transplant, with more than half of 
those needing multiple transplants within 
20 years

See Crosslinking on page 18

By Mitch Ibach, OD, FAAO, and Jeffery A. Sayler, OD

of commercially insured 
patients now have 
coverage for CXL96%+
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Early detection case
Optometrists who accept broad-based vi-

sion and/or medical insurance plans will be 

best positioned to attract a broad range of 

patients to their practices, including those 

in the demographic in which keratoconus 

first develops: teens and young adults. 

A patient who recently returned for his 

two-year follow-up visit after CXL illus-

trates the benefits of early detection. This 

a 27-year-old male found his contact lens 

prescription was changing more rapidly in 

his right eye than his left. Uncorrected vi-

sual acuities were 20/40- OD and 20/20 OS. 

He demonstrated aggressive eye-rubbing in 

the exam chair. 

While he did correct to 20/20- with +0.75-

3.00 x 070 in the right eye, there was mild 

anterior bowing to his inferior cornea in 

the right eye and sub-clinical findings on 

his left eye. All other slit lamp exam find-

ings were normal. 

Baseline Pentacam (Oculus) tomographies 

contributed to the diagnosis of progressive 

keratoconus OD (Figure 1) and forme fruste 

keratoconus OS (Figure 2). 

CXL was performed in the right eye, with 

planned close monitoring of the left eye. 

We saw improvements in the cornea and 

best-corrected visual acuity to 20/20- at six 

months (Figure 3). 

Now, at two years post-CXL OD, the patient 

continues to be correctible to 20/20 OD and 

OS with greatly improved corneal tomog-

Crosslinking
Continued from page 16

raphy (Figure 4). He is able to wear glasses 

and soft contact lenses and has ceased eye 

rubbing. The patient’s corneal scans in the 

left eye have continued to be stable. 

Diagnosing keratoconus
In working to identify early keratoconic 

changes and risk factors for keratoconus, 

we have learned is that simply raising the 

index of suspicion is important, independent 

of any specific diagnostic tools. 

Watch for these red flags:

– Inability to correct an otherwise healthy 

young eye to 20/20

– A large change in refraction over the 

course of a year

 – 0.50 D myopic change 

 – 1.00 D cylinder change

– Habitual eye rubbing, particularly in 

combination with any of the above

Traditional diagnostic tools such as manual 

keratometry, autorefractor autokeratometry, 

slit-lamp exam, and retinoscopy are impor-

tant first steps. However, accurately track-

ing changes in corneal curvature over time 

requires access to advanced topography/to-

mography technologies such as Pentacam 

or Orbscan (Bausch + Lomb) that aren’t 

LOOK FOR A KERATOCONUS 
COMANAGEMENT PARTNER 
WHO:
–  Uses FDA-approved cross-linking 

technology 
–  Provides education for referring optom-

etrists on CXL 
–  Takes your calls and contacts you per-

sonally to share results
–  Works with your patient on insurance 

coverage and/or financing for CXL
–  Will return the patient to you for follow-

up care and refractive correction

Comanagement 
partnership 
qualities

Figure 1. Pentacam tomography with 4-maps refractive scans. Axial curvature (top left) shows inferior asymmetry to corneal curvature 
(keratometry readings) and shape. The healthy bow-tie shape is not seen but rather an elevated island or cone. The bottom right pachymetry 
map shows a thin cornea with thinnest pachymetry decentered inferior-temporal. Finally, there is significant anterior bowing/bulging to the 
posterior corneal curvature. 

1

Figure 2. Pentacam tomography with 4-maps refractive scans. Irregularity to corneal shape and abnormal bow tie. Mildly thin corneal 
pachymetry that is again decentered. Finally, back elevation scan (bottom right) depicting posterior corneal bulging. 

2
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available to all primary-care optometrists. 

We recommend that primary-care optom-

etrists seek out and partner with ophthal-

mic practices that do have these devices. 

Technicians at the surgical practice can pro-

vide imaging services at the request of the 

primary-care optometrist. This allows the 

referring optometrist to make a more in-

formed decision about whether a CXL con-

sult is needed, which can often be done 

quickly and with less hassle for the patient. 

We also recommend erring on the side 

of caution and making a referral for further 

diagnostic evaluation whenever there is a 

reasonable suspicion of keratoconus. 

Sharing the care
Once a referral for evaluation has been made, 

there are a number of steps in the process 

(see “Logistics of collaborative care for ker-

atoconus”). Patients need to be educated 

about keratoconus, crosslinking, and the 

ongoing need for refractive correction. 

More than 90 percent of commercially in-

sured patients now have coverage for CXL, 

but practices often need to seek pre-autho-

See Crosslinking on page 20

CONSULT/PREOP VISIT(S)
SURGICAL PRACTICE
– Diagnostic workup

–  Meet with optometrist and/or ophthal-
mologist in the surgical practice

– Diagnose progressive keratoconus
– Educate patient about the condition 
– Explain what to expect from CXL

– Meet with surgical coordinator
–  Obtain insurance preauthorization 

and/or coverage decision
– Discuss costs and financing if not covered
– Schedule CXL procedure

DAY OF SURGERY
SURGICAL PRACTICE
–  Procedure takes about an hour; 
patient may be in the practice 
for several hours in total

–  Photrexa drops and ultraviolet (UV) light 
applied to the corneal stroma

– Bandage contact lens applied 

FOLLOW-UP VISITS
–  1 WEEK (Surgical or primary-care practice)

– Consider removing bandage contact lens (BCL)
– Evaluate cornea
– Discuss pain management
– Address short-term management of visual acuity 

–  1 MONTH (Primary-care practice)
– Evaluate ongoing healing and vision changes

–  3 MONTHS (Primary-care practice)
– Prescribe longer term vision correction

–  6-12 MONTHS (Surgical practice)
– Repeat topography/tomography to ensure stability

Logistics of 
collaborative 
care for 
keratoconus 
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rization and review coverage, co-insurance 

amounts, and financing with patients.

Comanagement partners can’t overcom-

municate in caring for keratoconus patients. 

It is very important for the surgical practice 

to understand the areas of concern and the 

reason for the referral. Surgical partners 

should, in turn, communicate their diag-

nosis and treatment plan, as well as the 

desired postoperative care regimen. Optom 

etrists should visit the cross-linking prac-

tice, seek out more information about the 

procedure, and be confident in their rela-

tionships with the doctors who will perform 

the crosslinking (see “Comanagement part-

nership qualities”). 

Most surgical practices will send the pa-

tient back to the referring optometrist for 

the first (~one week) or second (one month) 

postop visit. They may want to see the pa-

tient back at six or 12 months to repeat im-

aging and confirm stability. 

It is important to know that doctors can 

be reimbursed by insurance for these fol-

low-up visits. Unlike cataract surgery, there 

is currently no global period for crosslink-

ing, so follow-up appointments should be 

billed as office visits.

Collaborating to provide care for patients 

with keratoconus is very rewarding for all 

involved. Not only are there interesting clin-

ical challenges in managing patients un-

dergoing corneal collagen crosslinking, but 

CXL offers a fantastic opportunity for ODs 

to improve patients’ long-term visual acu-

ity and corneal health outcomes.
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Dr. Ibach is a cornea, glaucoma, cataract, and refractive 
surgery specialist. His practice was a clinical trial site for the 
FDA trial leading to approval of epi-off CXL and ongoing studies 
of epi-on CXL. He is a consultant for Avedro. Dr. Ibach enjoys 
spending as many days as possible at the lake with his family. 

 mitch.ibach@vancethompsonvision.com.
Dr. Sayler is an avid golfer and enjoys spending time on his 
hobby farm. He does not have any relevant financial interests to 
disclose.  jsayler@siouxfallsfamilyvision.com.

Figure 4. Pentacam tomography two years post-CXL OD. Kmax is decreased, as is K1 and K2. Both K1 and K2 are flattened by over 1.00 D 
and the pachymetry has stabilized. 

4

Figure 3. Pentacam tomography 6 months post-CXL OD. Both corneal curvature 1 and 2 (K1 and K2) are flatter than preop scans. The 
Kmax (max corneal curvature) is mildly increased, which is not uncommon in the early postoperative period. The corneal pachymetry is 
decreased at the corneal apex and thinnest spot, which again is not uncommon in the early postop period post-CXL. 

3

mailto:mitch.ibach@vancethompsonvision.com
mailto:jsayler@siouxfallsfamilyvision.com
https://www.optometrytimes.com/


21
S P E C I A L  S E C T I O N

 | PRACTICAL CHAIRSIDE ADVICE

Comanagement

Transfers after surgery
In our practice model, referring op-

tometrists are in the loop every step of 

the way of their patients’ journeys—

from patient referral and our prac-

tice’s initial evaluation, to preopera-

tive care such as treatment in our dry 

eye clinic, to surgical decisions and 

the procedure itself, we continually 

inform and confer with each other. 

Referring ODs’ ongoing involvement 

with their patients makes the postop-

erative transition quite smooth. 

The handoff point depends on the 

optometrist’s comfort level and surgical suc-

cess; however, many referring ODs immedi-

ately assume care by seeing patients for the 

one-day visit after cataract surgery. Primary 

care ODs continue to see patients for one-week 

and one-month examinations to ensure that 

patients are achieving the desired visual out-

comes on schedule without compli-

cations or discomfort. 

Modern cataract surgery has be-

come so advanced that it is very rou-

tine and reliable with low risk for 

complications. Our surgeons feel 

confident in sending patients back 

to their optometrists, knowing that 

ODs excel at identifying and manag-

ing potential complications. 

In addition, referring ODs continue 

the open communication among their 

offices and ours, sending a mutually 

agreed-upon report on every patient. 

Anytime a patient experiences a minor com-

plication, a patients feels dissatisfied about 

any aspect of the experience, or something 

unusual happens, our surgeons want to know 

about it and the referring ODs keep our of-

fice updated. 

Postoperative medications
Evaluating patients for complications is an 

essential part of the referring ODs’ responsi-

bility, and one of the most effective ways to 

prevent complications is to ensure patients 

are compliant with postoperative medications.  

Traditionally, post-cataract patients are placed 

on a corticosteroid like prednisolone (Pred 

Forte, Allergan), a non-steroidal anti-inflam-

matory drug (NSAID) such as bromfenac (Pro-

lensa, Bausch + Lomb) or nepafenac (Ilevro, 

Novartis), and antibiotics such as moxifloxa-

cin (Vigamox, Alcon) and besifloaxin (Besiv-

ance, Bausch + Lomb). 

The antibiotic is prescribed for about one 

week, while the corticosteroid and the NSAID 

are used for one month. If a patient is con-

sidered high risk for cystoid macular edema 

(CME), we might prescribe the NSAID for two 

months. 

In our experience, we have found that it 

is best not to allow generic substitutions for 

any of these drugs. We understand that cost 

is always a concern, but the small savings is 

not worth the risk. We find that generics are 

not as reliable and are more likely to induce 

ocular surface problems or CME. 

When we explain these risks, patients rarely 

choose generics. If they do, we have them sign 

a waiver attesting that they were warned of the 

Cataract surgery guidance from the other side
Continued from page 1

TAKE-HOME MESSAGE An optometrist 
working in a surgical center explains how 
comanagement with referring ODs occurs at his 
center. Center doctors educate referring ODs on 
surgical techniques, IOL options, and treatment 
as well as consistent patient messaging. Treating 
ocular surface disease prior to measurements and 
surgery helps ensure better outcomes.

DEREK N. 
CUNNINGHAM, OD, 
FAAO, is director 
of optometry at Dell 
Laser Consultants in 
Austin, TX

See Cataract surgery on page 22

In our practice model, referring optometrists 
are in the loop every step of the way of their 
patients’ journeys

Figure 3. Postoperative corneal edema seen at postoperative Day 1. Effective topical steroids will help this condition resolve 
quickly. Steroids may be increased in frequency for a short period to speed up resolution and improve vision.
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additional risk and accept responsibility. If the 

patient cannot truly afford medicine, we will 

utilize other treatment options. 

With the same goals in mind of efficacy 

and compliance, we follow new medications 

for cataract patients. 

Finding anti-inflammatory therapies that 

require a lower dosage is one of our primary 

interests. Patients get frustrated with the num-

ber of drops they need to use after surgery, 

and we have found that when we are able to 

decrease the dosing frequency of a medica-

tion, we increase compliance. 

For post-cataract pain and inflammation, we 

are excited about loteprednol etabonate sus-

pension 1% (Inveltys , Kala Pharmaceuticals). 

The drug penetrates the tear film mucins, de-

livering more than 3.75 times of loteprednol 

etabonate to target ocular tissues compared 

to traditional suspension formulations in a 

preclinical study.1 It is the first corticosteroid 

approved for twice-a-day (bid) dosing follow-

ing ocular surgery.1

The best patient experience
How does this process play out from the pa-

tient’s perspective? The patient’s optometrist 

refers him for cataract surgery, then the pa-

tient has multiple visits to our practice and, 

potentially, several weeks of treatment for oc-

ular surface disease. He has the surgery, then 

returns to his optometrist for a month of fol-

low-up care.

We work hard to ensure that throughout 

this process, the patient’s practitioners are on 

the same page and each doctor or staff mem-

ber delivers the same message to patients at 

every step. That consistency is an important 

part of education within our center and with 

our referring ODs. 

Of course, no patient has a good experi-

ence if the visual results are poor, and we do 

everything we can to ensure that measure-

ments are accurate and surgery is a success. 

Another potential reason for dissatisfaction 

is discomfort during the healing process. 

One way we prevent poor visual results and 

healing discomfort is aggressively treating dry 

eye before surgery with prescription medica-

tions like cyclosporine (Restasis, Allergan) or 

lifitegrast (Xiidra, Takeda) and possibly ther-

mal pulsation therapy (LipiFlow, Johnson & 

Johnson Vision). This ensures accurate biom-

etry and reduces ocular surface discomfort 

after surgery. 

Almost 80 percent of our patients opt for pre-

mium intraocular lenses (IOLs) such as Alcon 

IQ ReSTOR, Tecnis Multifocal, and Bausch 

+ Lomb Crystalens—even minor amounts of 

ocular surface disease during biometry can 

skew visual results. 

In addition, we need to make sure to pre-

Consistency is an 
important part of 
education within 
our center and with 
our referring ODs

Cataract surgery
Continued from page 21

Figures 4 and 5. Microcystic corneal edema at postoperative Day 1 with normal light (Figure 4) and cobalt blue light 
with fluorescein staining (Figure 5). The use of efficient postoperative topical steroids will help hasten recovery of this 
corneal edema.
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scribe medications that adequately control pain 

and inflammation after surgery, and then, of 

course, make sure patients are complying with 

the drops. 

Our patients tell us that they have received 

an exceptional level of care. They appreci-

ate that we make group decisions with their 

optometrists, and they like that we take more 

time before surgery to take multiple measure-

ments and discuss their needs to produce bet-

ter results. 

We have learned that when patients see re-

ferring and comanagaing doctors taking their 

roles in cataract care seriously, they put more 

effort into their own role, complying with pre- 

and postoperative care. Their help and their 

satisfaction help the comanagement process 

succeed.
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PINELLAS PARK, FL—Transitions Optical will launch 

the next generation of its Transitions Signa-

ture lenses—Transitions Signature Gen 8. 

According to the company, the lenses are 

engineered with new proprietary technol-

ogy, that delivers the best  overall photo-

chromic lens performance.

Transitions Signature Gen 8 lenses will 

launch in the U.S. in July 2019 and in the 

fall in Canada.

The next generation of Transitions Signa-

ture lenses comes six years after the launch 

of the company’s Transitions Signature VII 

lenses. 

The performance of photochromic lenses 

is linked to two components: the matrix in 

which the dyes reside and the photochro-

mic dyes themselves. The Transitions Sig-

nature Gen 8 lens technology incorporates 

a reinvented matrix and new photochro-

mic dyes, which has not been done since 

the launch of the company’s Transitions V 

lenses in 2005. 

Transitions Signature Gen 8 lenses were 

developed using technology that combines 

a disruptive nanocomposite matrix and a 

new generation of ultra-agile photochromic 

dyes, according to the company. 

The nano-composite matrix in Transitions 

Signature Gen 8 lenses is a nano-structured 

material which mimics a semi crystalline 

structure. This matrix creates free zones 

for improved dye mobility. The dye moves 

more freely, and it is also more stable and 

consistent in its performance.

Not only are Transitions Signature Gen 

8 lenses faster in activation and fadeback, 

they are even darker than previous genera-

tions, says Transitions Optical. The lenses 

block 100 percent UV and help protect from 

harmful blue light indoors and out. 

“Our mission is to provide better vision 

and protection to everyone,” says Chrystel 

Barranger, president of Essilor Photochro-

mics and Transitions Optical. 

“We are proud to introduce a new tech-

nology, bringing a new level of performance, 

based on consumer’s needs,” she says. “With 

Transitions Signature Gen 8, we are confi-

dent that we will recruit new wearers and 

grow the category.”

IN BRIEF

Transitions 
debuts 
Signature Gen 8

Dr. Cunningham is director of the Dell Eye Institute for Dry 
Eye Research. He has a special interest in sports vision and 
performance and provides vision training services to several 
college and professional sports teams. He is the co-founder of 
SportsVisionPros.com and spends some of his free time in the 
broadcast booth helping announce for the University of Texas 
Longhorns football games. Dr. Cunningham serves a consultant 
to Kala Pharmaceuticals, Valeant, Alcon, Shire, and Eyevance 
Pharmaceutical Companies. He is also a consultant to Johnson & 
Johnson Vision, TearLab, BVI, and Nike.

 derek.n.cunningham@gmail.com

Our practice spends more 
than 20 hours a year educat-
ing our optometrist referral 
network. We bring ODs up 
to speed on new technology 
and new concepts. 

Perhaps the most impor-
tant thing we discuss is 
consistent messaging for 
patients. When patients re-
ceive different or conflicting 
information from their ODs 
or surgeons, it erodes their 
confidence in either or both 
doctors. Conversely, when 
both doctors use the same 
message, it gives the patient 
confirmation, validation, and 
confidence in the plan and 
long-term goals. 

We want to make sure that 
patients hear a consistent 
message and language from 
the optometrist, the ophthal-
mologist, and our respective 
staffs, including these impor-
tant points:

– Cataract surgery is a 
significant, valuable step. 
Although cataract surgery 

has been commoditized, as 
well as reduced to about 10 
minutes, it is not a cookie-
cutter procedure. It is a sig-
nificant surgery that requires 
preparation. In addition, it can 
be customized to meet pa-
tients’ individual visual needs. 
The optometrist and surgeon 
partner with patients to agree 
on the best treatment. 

– Preparation for surgery 
may take time. In this pa-
tient demographic, almost all 
patients exhibit some type 
of significant ocular surface 
disease. Doctors will evalu-
ate and treat the problem to 
produce better vision and 
maintain healthier eyes. Our 
optometrist network tells us 
we get far better results than 
our competitors, and a large 
part of that is a result of tak-
ing the time and effort to treat 
ocular surface disease before 
surgery and manage it long 
term.

– Patients have a lot of 
choices. We want patients 

to know that multiple vision 
options are available for most 
patients, but we won’t know 
the best option until the sur-
geon completes a full evalua-
tion. Patients also should un-
derstand that whatever option 
they choose, they are likely 
to be very happy. The sur-
geon won’t offer any “wrong” 
choices—it is a matter of their 
preferences in terms of ac-
tivities and desired freedom 
from glasses.

– Patients are part of the 
eyecare team. Eyecare 
practitioners rely on patients 
to tell them about vision and 
comfort. When it comes to 
cataract surgery, not only will 
patients need to consider the 
aforementioned choices, but 
they will also need to attend 
appointments and comply 
with pre- and postoperative 
medications and instructions. 
Including follow-up visits, the 
whole process will be over in 
a matter of a few months, and 
their effort will pay off.

Deliver a consistent message 

80 percent of our 
patients opt for 
premium IOLs—
even minor OSD  
during biometry 
skews visual results

mailto:derek.n.cunningham@gmail.com


APRIL 2019 | Primary care24

By Randall Fuerst, OD, FAAO

I am part of a large, full-scope 

optometry group practice with 

access to a wide range of di-

agnostic and treatment technolo-

gies. Eye tracking is a technology 

that our practice has been explor-

ing recently—and I believe it has 

great potential to help patients and 

practices of all sizes.

We initially added eye tracking 

as a way to quantify the impact of 

vision therapy, which has been of-

fered in our practice since the late 1960s. 

However, after seeing many other applications 

beyond vision therapy, we are now offering 

eye tracking as part of specialized exams 

for reading evaluations, sports vision, and 

concussion care (generally on referral) and 

as an add-on to regular eye exams, based 

on patient complaints or interests. 

I am considering whether to inte-

grate eye tracking more broadly into 

my vision exams for all patients. 

Increasingly, it makes sense for 

ODs to go beyond visual acuity 

to assess functional vision more 

comprehensively. That would in-

clude not just how well the eyes 

focus (acuity) but binocular vi-

sion, whether the two eyes work 

together adequately, and how well 

the brain processes visual inputs. 

Our practice uses the eye tracking sys-

tem from RightEye. It is a portable system 

that tracks eye movements and correlates 

them to functional vision concerns, and it 

provides a wide range of applications. 

Although all optometrists are taught to 

evaluate pursuits, saccades, and conver-

gence, our normal methods of doing this 

are rudimentary, time consuming, and sub-

jective. We have found that the RightEye 

system gives us the ability for the first time 

to test these functions in a quick, compre-

hensive, and objective way. It includes the 

RightEye EyeQ tests, reports, and training 

TAKE-HOME MESSAGE ODs are able 
to assess functional vision to evaluate kids 
and reading, sports vision, concussions and 
brain health, and vision training and therapy 
via technology. Data from eye tracking testing 
aids in specialized exams and can drive treat-
ment plans.

4 ways to use eye tracking in your practice
Go beyond vision therapy by incorporating functional vision testing

RANDALL FUERST, 
OD, FAAO, is 
in practice in 
Sacramento, CA

1A

2A

1B

2B

Figure 1. Patient H, an autistic young man who has always struggled with reading, underwent vision therapy and showed significant improvement in his RightEye test results, with 
circular pursuits (1A) and vertical tracking (1B) shown here. He has begun reading for pleasure, which he has never done before.

Figure 2. Patient M is a 13-year-old, right-eye amblyope. He plays baseball year-round and has had improvements in both hitting the ball and reading following his visual 
improvements. Shown here are circular pursuits (2A) and horizontal speed and tracking (2B).

https://www.optometrytimes.com/
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tools. The reports from each specific test 

(reading, sports vision, functional vision, 

and brain health) have been key for our 

practice because they make it very easy 

to demonstrate areas for improvement to 

patients, parents, and other professionals. 

Kids and reading
Our most common utilization of eye tracking 

is in evaluating reading and vision-related 

learning difficulties in children. 

With the Reading EyeQ test, we are able 

to record eye movements as a child reads 

an age-appropriate passage of text. This is 

extremely helpful in showing parents that 

even though their child has 20/20 vision, 

there may still be functional vision prob-

lems. The child may not be processing vi-

sual information efficiently and productively. 

For example, he may comprehend the pas-

sage reasonably well, but he may correctly 

track only six of the 10 lines of text. Even 

a lay person can easily see from the report 

that the eyes are darting around, taxing ac-

curacy and taking longer to read. 

Or, we may see how the two eyes start 

to diverge as the child scans a paragraph. 

The evaluation helps us determine the prob-

lem and identify a path forward to improve 

reading efficiency. 

Sports vision
In a sports vision evaluation, we use eye 

tracking to test aspects of an athlete’s visual 

function relevant to performance, such as 

dynamic visual focus, eye movement speed, 

reaction times, visual concentration, and pe-

ripheral awareness. The Sports Vision EyeQ 

test compares their performance to others 

and identifies strengths and weaknesses 

that can be added to a training program. 

Recently, there has been a proliferation 

of new technologies for sports vision prac-

tices. Two that we have incorporated are Dy-

navision D2 (Axtion Fitness Tech) for testing 

and training athletes on reaction time, vi-

sual awareness, and hand-eye coordination; 

and the Vivid Vision virtual reality system. 

These are complementary to eye tracking, 

which will continue to be the centerpiece of 

our sports vision evaluation. Concussions 

and brain health

Concussions and brain health
The opportunity to look at brain health in pa-

tients who have had concussions is exciting 

because ODs can make such a difference in 

patients’ recovery process. Concussion and 

other traumatic brain injuries commonly have 

associated visual and vestibular symptoms.

There are now at least three systems that 

have been cleared by the U.S. Food & Drug 

Administration (FDA)  for use in evaluating 

eye tracking and that have applications in 

concussion care, including RightEye, Eye-

Box (Oculogica), and Eye-Sync (SyncThink). 

Visual symptoms post-concussion may be 

ignored by other healthcare professionals, 

but eye tracking can illuminate the deficits. 

I recently saw a patient who had been hit in 

the right eye with a snowball. We could see 

a clear difference between the right and left 

eyes on her eye tracking exam. 

I am also beginning to use RightEye Brain 

Health EyeQ testing to help me counsel el-

derly patients and their families on driving 

fitness. As seniors age, determining when 

they should stop driving is difficult, espe-

cially if ODs try to make a determination 

based on visual acuity alone. 

With eye-tracking data, I can include other 

aspects of visual function that contribute to 

the ability to drive safely, such as periph-

eral awareness and reaction time. I recently 

tested an 83-year-old gentleman whose brain 

health assessment score was 27. Given that 

the functional range is 60+, I was confident 

in recommending he stop driving. 

I believe that in many cases, tests of visual 

function such as eye tracking and visual-

evoked potential are more effective ways to 

assess brain health than magnetic resonance 

imaging (MRI). Relative to expensive im-

aging procedures like MRI, these are cost-

effective tests that can be administered ef-

ficiently without going to a hospital, and 

they provide ODs with data to understand 

how brain processing may be altered. 

Vision training and therapy
We also offer patients the opportunity to 

click on a link in their eye tracking report 

to EyeQ Trainer exercises. Although our 

practice offers vision therapy, these self-

directed training exercises have proven to 

be an excellent first step. 

For busy patients with mild deficits due 

to a concussion, for example, the linked 

training program may be all they need. For 

others, it can be a precursor to more com-

prehensive vision therapy or a quick way 

to measure the progress of vision therapy. 

For providers who don’t offer vision ther-

apy, training tools that work on functional 

vision skills lower the barrier to entry and 

make it easier for patients to do something, 

even if it isn’t a full course of vision therapy. 

Elevating optometry
I see optometry filling a void and participat-

ing in evaluating the visual system and its 

role in brain health. With new tools like eye 

tracking, ODs can truly be part of the team, 

along with sports vision physicians, neurol-

ogists, physical therapists, and others who 

treat patients with traumatic brain injury.

I suspect that integration of eye tracking 

will be similar to that of retinal imaging, 

which began as a novelty device in one 

office in our practice and is now offered 

to every patient because of the compelling 

information it provides and its ease of use 

and appeal to patients. 

Prescribing glasses and contact lenses will 

remain at the core of optometric practice. 

However, the ability to use technology to 

evaluate functional vision presents oppor-

tunities for elevating optometry to provide 

care that goes beyond vision correction.

Dr. Fuerst is a partner at EYEcenter Optometric, with 5 
locations in and around Sacramento, CA. He does not have a 
financial relationship with the companies mentioned. 

 rfuerst@gmail.com

Our most common 
utilization of eye 
tracking is in 
evaluating reading 
and vision-related 
learning difficulties 
in children

In a sports vision evaluation, we use eye 
tracking to test aspects of an athlete’s 
visual function relevant to sports 
performance, such as dynamic visual 
focus, eye movement speed, reaction times, 
visual concentration, and peripheral 
awareness
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By Alex Delaney-Gesing
Associate Editor

Most ODs are not seeing as many pa-

tients per day as they think they 

are, says Peter Cass, OD, at SECO 

2019 in New Orleans. 

At the end of the month, when an OD cal-

cuates the number of comprehensive exams 

by how many hours he was in the office, 

the number of patients seen is often much 

lower than was expected.  

ODs today are seeing approximately 1.2 

patients per hour.1 With the average income 

per patient visit around $300—eye exams 

being the biggest revenue generator—adding 

just two more patients per day can increase 

an OD’s monthly gross to $12,000, and lead 

to an average net of $3,600 each month. 

Dr. Cass sees an estimated 50 patients 

per day. 

This high number is largely due to one 

key component he and his staff have imple-

mented at his practice: efficiency. 

Efficiency is just one necessary adjust-

ment Dr. Cass has had to make in order to 

keep up with the constant changing land-

cape taking over the optometric profession 

and more traditional form of office visits.

Technological advancements
Services such as at-home vision testing—

particularly in the large metro areas—and 

self-service healthcare stations are offering 

alternative options for patients outside of 

traditional in-office visits. 

Kiosk service stations have popped up out-

side of local pharmacies using Food & Drug 

Administration (FDA)-cleared and Health 

Insurance Portability and Accountability 

Act (HIPPA)-compliant medical devices, re-

ceiving funding from major healthcare or-

ganizations like Novartis and the National 

Institutes of Health (NIH). Smartphone ap-

plications have even developed retina im-

aging and visual acuity tests. 

These advancements lead to one question, 

Dr. Cass says: Why is health care chang-

ing so much?

Changing landscape
A few significant factors come into play, 

such as:

– Rising cost of conducting business

– Increase in state, federal, and profes-

sional compliance concerns

– Increase in payor system complexity

– Decline in reimbursement

Along with these changes comes a need 

for adaptation.

 “There are still opportunities in well-

ness care,” Dr. Cass says. 

As the nation’s population continues to 

grow, there are fewer doctors graduating 

frome optometry school and more insured 

patients, and there is a gap, he says. 

Thirty percent of children ages 6 to 16 

have been reported as not having an eye 

exam in the last 24 months.2 By 2050, the 

number of people with visual impairment 

or blindness in the U.S. is expected to dou-

ble by more than 8 million.3

“There is a huge rural OD manpower short-

age,” Dr. Cass says. “In my (rural) town, 

it’s pretty hard to find somebody.There are 

about 400,00 people—so it’s not tiny, but it’s 

also not a big area. That’s where everyone 

should want to be. There are tons of oppor-

tunies in the rural area there.”

Online threats are real for ODs, but only 

a percentage of patients choose to buy on-

line. “There are those patients who still 

want that personal touch, that experience 

of going in and trying on frames in-person. 

And there are a lot who are going to favor 

a private practice doctor.” 

Some patients will always opt for lower-

priced products and services, while others 

know they get what they pay for.

“We don’t put cheap frames in our office, 

and we don’t use cheap lenses because they 

are not the best,” Dr. Cass says. “I want to 

provide the best eye care—hire the best 

staff and personnel—and provide the best 

service.”

There is more medical care needed and 

opportunities to service discerning patients. 

Capture that, Dr. Cass says. Offer compre-

hensive and individualized care to these 

individuals. 

Manage—do not refer, Dr. Cass advises.

“There is so much stuff in optometry that 

gets referred out when it shouldn’t be. Man-

age it and keep it in-house,” Dr. Cass says. 

Practice efficiency 
Be creative and aggressive in the ophthal-

mic product options you offer, Dr. Cass says. 

He emphasized four key points that have 

allowed him to increase the number of pa-

tients he sees per day, and operate his prac-

There are those patients who still want that 
personal touch, that experience of going 
in and trying frames in person. And there 
are a lot who are going to favor a private 
practice doctor

How to see 50 patients a day 
at your practice
Adapt to a changing profession by implementing efficient, time-saving tricks 

See 50 patients on page 28

30%
Number of children ages 6
to 16 who have been reported
as not having an eye exam 
in the last two years
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tice with optimum efficiency:

– Manage the schedule

– Hire staff with great personalities 

– Leverage technology 

– Optomize workflow

– Fully delegate tasks

An alternative advantage of increasing pa-

tient volume per day: freeing up an extra half-

day or full day to use at the OD’s discretion. 

A few key areas are crucial to increasing 

efficiency at your practice, Dr. Cass says.

Scheduling 
Electronic health records (EHR) help the 

most with efficiency, according to Dr. Cass. 

Most EHR programs have templates with 

color coding that enables an OD to block 

out certain times of day. Train staff to han-

dle this, Dr. Cass says. 

Even with an average jam-packed sched-

ule, Dr. Cass says he is able to leave the 

practice each day within 30 minutes of of-

fice hours closing. 

“It’s pretty rare for me to be there later 

than that,” he says. 

It’s all about having a good staff, putting 

procedures in place, and making better use 

of your time, he says. To handle a busier 

patient schedule, Dr. Cass recommends hir-

ing additional staff members. 

While more staff means more costs, bring-

ing in just one or two more patients a day 

can cover expenses and still result in higher 

profits, according to Dr. Cass. 

No-show patients are common at any prac-

tice—data reports as high as 25 percent 

in optometry.4 Well-controlled, it’s hard to 

get that number below 5 percent, he says.

Dr. Cass suggests minimizing the profit 

loss from no-shows by double-booking cer-

tain appointment slots.

“You know you’re going to have some 

no-shows happen,” he says.

Appointments
“Patients tend to get antsy if they have to 

wait,” Dr. Cass says. 

A typical wait time is 10 to 15 minutes at 

his practice. Patients are required to complete 

medical history forms prior online prior to 

arriving for their appointments.

“It is more thorough and saves us a ton 

of time,” he says. 

Dr. Cass typically allots five minutes for 

patient check-in and five minutes until his 

staff brings a patient to the first exam room. 

As the practice has gotten busier, he says, 

he has designated one assistant to take a 

patient to the pre-test room, address the 

chief complaint, perform pre-testing, and 

then escort the individual to a second wait-

ing room. From there, a second technician 

handles the remaining tests.

He and his technicians can usually com-

plete both pieces in less than 10 minutes—

often even less than that, especially on an 

established patient, Dr. Cass says. 

Exam time slots are set to no more than 

15 minutes, although they typically take 

less than that, according to Dr. Cass. 

“I can routinely see patients in five min-

utes or so, without being rushed,” he says.

Optical exams are timed at 15 minutes 

as well, with an entire patient visit lasting 

no more than one hour. 

“That’s our goal,” Dr. Cass says. “People 

don’t want to be there forever.”

Staff 
For a practice to be efficient, an OD needs 

a solid staff.

The most important thing to look at is 

personality, Dr. Cass says. 

“Hire for personality and train everything 

else,” he says.

Dr. Cass uses the American Optometric 

Association (AOA) training program for his 

staff. He  offers his staff a monthly bonus 

if they are certified. 

“You want everybody in your office to 

be certified,” he says.

Delegating certain tasks to staff allows for 

quick and efficient patient visits, Dr. Cass 

says. The types of duties staff can handle 

depends on state regulations. 

For example. Dr. Cass’s staff handles the 

following areas (admissible under Texas law):

– Medical history

– Binocular vision

– Pupils

– Cover test

– Visual fields

– Color vision

– Stereo vision

– Mental status 

– Review of systems (ROS)

– Height/weight

– Blood pressure

– Dilation

– Astigmatic keratotomy (AK)/anti-reflec-

tive coating (AR)

Technology
Up-to-date equipment can speed up patient 

visits and effiency. 

A solid auto refractor and auto keratomet-

ric machine is the best way to speed up re-

fraction, Dr. Cass says. If you have an auto 

refractor that is not accurate, get rid of it—a 

faulty machine is a time waster.

“If you have an idea what the prescription 

should be before a patient gets in the chair, 

that is going to make life easier,” he says. 

Dr. Cass uses a customized workflow in 

his practice’s EHR with tabs like “chief com-

plaint” and “medical history.”

Hiring a scribe if an OD is unable to do 

this will save time and impress patients, 

Dr. Cass says. 

Auto-prompting and auto-fill saves time 

when working in EHRs and often works 

without complications, he says. 

“Nine times out of 10 I don’t have to change 

anything,” he says. 

Dr. Cass recommends integrating all tech-

nology in the practice. He uses the Zeiss 

Forum ophthalmology software to network 

all images and data stored on the server. 

Retinal imaging and optical coherence 

tomography (OCT) machines Dr. Cass uses 

include viewing software that allows him 

to map and access patient data from any 

exam room. 

Quick efficiency tips
Predilating

Predilating patients has been found to have 

minimal effect on accomodation readings, 

with phenylephrine often used for quick 

results.5 If this is not enough, have staff 

dilate a patient and attend to another pa-

tient in the meantime before coming back, 

Dr. Cass says. 

“Patients are going to dilate fast and good 

because they are already pre-dilated,” he says. 

Cyclopentolate

Dr. Cass’s protocol for pediatric patients 

who have never worn glasses but measure 

+2.00 -1.00 and +3.00 -4.00, he will not at-

tempt to refract. Instead, staff will apply cy-

50 patients
Continued from page 26

While more staff means more costs, 
bringing in just one or two more patients a 
day can cover expenses and still result in 
higher profits
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clopentolate (Cyclogyl, Alcon) and 

record the autorefraction, making 

for a faster exam. 

Office flow

Use two rooms that have identical 

full lanes, Dr. Cass says, as well as 

one room for special procedures and 

testing (OCT, visual fields, optic 

nerve fiber analysis, pachymetery, 

specular microscopy).

Office flow plays a key role in 

keeping patients happy. Dr. Cass 

has found that two waiting rooms 

has been helpful in keeping pa-

tients moving and less impatient 

(one for pre-exams and another for 

after exams). 

Routing slips

Dr. Cass says his staff treat rout-

ing slips like work orders.

When a patient calls to make an 

appointment, a staff member inserts 

the information in their program 

software. Information for insurance 

and certification is then completed. 

After printing, a technician can 

grab the slip, input the work-up, and 

make the slip available for Dr. Cass 

to pick up and view with the pa-

tient. When a technician brings the 

patient up to the front for frames or 

contact lenses, his notes are view-

able for which type of frames or 

lenses he recommends.

Room prep

Have your staff prep exam rooms 

for you, Dr. Cass says. Assistants 

can save time by having a charts 

open, patient’s visual acuity chart 

set, and the potential prescription 

ready to view in the refractor.

By the time Dr. Cass meets with 

the patient, he needs only to re-

view the patient’s history, conduct 

a refraction and health exam, and 

discuss next steps before paging a 

staff member to conclude the visit. 

Staff delegation
Employing and training a solid staff 

enables an OD to pass off tasks 

such as:

– Patient education

– Supplying samples

– Contact lenses handoff (apply, 

fit, adjust)

– Soft contact lenses fit (pull 

lenses, troubleshoot soft fits, order 

trials)

– Rigid gas permable (RGP) lenses 

(pull/prep, clean/store, document, 

order)

– Spectacles handoff

– Special testing (external/in-

ternal photos, topography, intra-

ocular pressure [IOPs], specular 

microscopy)

– Referral letters (write and print, 

send to OD to review and sign)

– Patient forms (fill out, send to 

OD to review and sign)

– Pharmacy calls 

– Prior authorizations

– Patient calls

Conclusion 
Change won’t happen overnight. 

Dr. Cass advises ODs to think about 

what adjustements will work for 

their practices, then change just 

one or two things at a time.

“You don’t have to sacrifice 

service” he says. “You need to get 

smarter about it and be more ef-

ficient.”
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Unsure of where to start? Follow 

these five tips to get the market-

ing ball rolling at your practice.

1 Signage and point-of-
purchase materials

 Cost: Free to $25

Quality over quantity is always 

best. 

Be mindful of signage on dis-

play at the practice—this will 

avoid cluttering the reception 

desk and overwhelming patients.

A good rule of thumb is to always have 

point-of-purchase (POP) material that is 

current. 

Do not display a faded counter card or 

a picture of a frame that has been dis-

continued since 2015.

What is better than POP? Customized 

signage for the office. 

Personalize signage and ensure it looks 

professional. Online resources for do-it-

yourself (DIY) signage are Canva, Avery, 

and Vistaprint.

All websites are easy to navigate and 

allows the use of practice’s logos and im-

ages, as well as integrating with social 

media accounts. 

Vistaprint1 offers promotional items such 

as wall posters, counter cards, and flyers.

Canva2 and Avery3 enable users to print 

from their computers. 

However, I personally opt for having 

the company print for me because I think 

it looks more professional. 

When looking for inspiration 

on how to design signage, try 

making a sign with the practice’s 

top frame style and include a call 

to action (CTA) like, “Schedule 

an eye exam today for your en-

tire family.”

Or feature a picture of your 

own family members wearing 

sunglasses with the question, 

“How do you protect your fam-

ily’s eyes from harmful ultravi-

olet (UV) rays? Inquire today about pre-

scription sunglasses for everyday use.”

2 Design a custom brochure for 
your practice

 Cost: $40 for 100

This may be the best opportunity for ODs 

to showcase what they do best as eyec-

are professionals. 

What unusual services do they provide 

patients; do they offer visual therapy or 

treat dry eye? 

Do they specialize in prescribing hard-

to-fit contact lenses; do they have an in-

house lab and can make glasses in the 

same day? 

Mention these services in the prac-

tice brochure. 

Do they carry distinctive elite eyewear? 

Add pictures in your practice brochures to 

help patients visualize a practice’s style. 

Any specialized services an OD offers 

patients should be mentioned. 

When a patient takes this informational 

brochure home, an OD has the opportu-

nity to reach other members of his family. 

A CTA should be included in the bro-

chure. Something as simple as, “Do you 

know someone with dry eye? Give us 

a call for a consultation (insert phone 

number here).” 

An OD can include a picture of herself, 

her associates, and her staff. This makes 

the brochure more relatable for patients 

when they see it again in their homes.

 It might be surprising how many times 

we have asked new patients, “How did 

you find us?” and they mention seeing 

our brochure in the backseat of a car or 

at a friend’s house.

3 Join CareCredit
Cost: Free

CareCredit is a credit card for healthcare 

payments. It can be used to help patients 

pay for their treatments, follow-ups, and 

eyewear.

CareCredit also encourages patients to 

purchase multiple pairs of frames—of-

fering them a no-interest payment plan 

if they qualify—and even emails a list of 

local ODs in the area the potential patient 

can call for an appointment.4

As a CareCredit provider, a practice 

will be viewable by all the company’s 

credit card holders to see. When they 

are ready to find an eye doctor or pur-

chase glasses, they will find a practice 

or OD on the list.

CareCredit emails its cardholders and 

encourages them to use their credit for 

annual exams, including eye health. 

Many patients new to our practice have 

found us on the list of providers accept-

ing CareCredit and bring their family 

with them.  

This is one counter card ODs may want 

to display in their offices, saying, “We 

accept Care credit” or “Apply for Care-

Credit today.”

4 Social media
 Cost: Free

ODs know that online retailers do an 

excellent job bombarding patients on a 

regular basis via social media platforms, 

5 marketing tips to grow a practice 
without breaking the bank
Grow your brand and set your practice up for success with these suggested tips

BY DIANA CANTO-
SIMS, OD, is in 
practice with her 
husband in Chicago

Marketing is an important part of any business. ODs who 

use this process to build their practice’s brand awareness 

can motivate patients to refer new patients, increase sales, 

grow their business, and engage with new patients.

Because we usually see our patients 
only once a year, it is essential to have a 
social media presence to stay in contact 
and in their view all year long

https://www.optometrytimes.com/
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television, and even those annoy-

ing retargeting ads that pop up on 

computers’ sidebars. 

Because ODs usually see patients 

only once a year, it is essential to 

have a social media presence to stay 

in contact and in view all year long. 

It is also essential to have a pres-

ence on social media. Display ap-

propriate signage in the office to 

encourage patients to connect with 

the practice.  

Not sure where to start? Pick two 

social media platforms and focus 

on those for now. Do not get over-

whelmed. Ask ideal patients which 

social media platform they prefer. 

If they are mostly on Facebook 

REGISTER NOW AT 
OPTOMETRYSMEETING.ORG

ST. LOUIS, MO
JUNE 19-23, 2019

optometrysmeeting.org

MEET US IN 
ST. LOUIS!
HOME OF THE AOA

and Twitter, post there. If they hang out on Instagram 

and Twitter, then focus on those two.

5  Promotional products
 Cost: $0.10 to $25 each

People like free things. What better way to market your 

practice than by providing meaningful, useful gifts 

with a practice’s logo? These do not have to be expen-

CAMILA exhibits an octagonal 
shape in a crystal and bright acetate 
combination.

XOSE displays a rectangular shape 
with a combination of crystal and 
colors along the frame front.

MOLINS includes a rounded shape 
made with thick metal.

ENEA features an octagonal shape 
with a metal block model in satin 
colors. 

Xavier Garcia 
launches 
acetate, metal 
collections
Xavier Garcia launched its latest 2019 
collection of acetate and metal frame 
models.

See 5 marketing tips on page 33

https://www.optometrysmeeting.org/
https://www.optometrysmeeting.org/
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Sophia Loren 1564 features a lightweight TR-90 ther-
moplex frame in a full-rim, geometric shape. Three color 
options are available: black, tan fade, and red. All colors 
feature metal temples offset with a textured finish and 
crystal décor in a mix of shiny yellow gold and satin gold. 

Sophia Loren M300 exhibits a full-rim metal frame with a square silhou-
ette. This comes in two colors: burgundy, with a shiny finish on the front, 
mauve pearl horn temple tips and a pearl accent on the temple; and co-
gnac, which features a shiny gold base on the front with brushed finish on 
the endpiece and temple and a transparent cognac over gold pearl horn 
on the zyl temple tips. Both colors feature a pressed starburst design on 
the wrapping metal endpiece and temple with an oversized pearl in cream 
and crystal décor. 

Stetson XL 37 features a full-rim metal available in 
gold and gunmetal. Both colors display a shiny metal 
front with a defining top bar and mix of shiny and 
matte finishes on the temple. 

Via Spiga Altea exhibits a full-rim zyl with a modified square. These frames 
are available in black/crystal, tortoise/crystal, and red/crystal. Comfort fit 
features include spring hinges for easy adjustments and the ability to ac-
commodate progressive lenses.

Via Spiga Valeda displays a full-rimmed combination frame in a rectan-
gular silhouette. These frames are available in two colors: black and navy. 
The black frame layers black acetate over white stripe and beige horn and 
repeats the pattern on the elongated temple tips. Navy frames also incorpo-
rate stacked acetate but in a combination of opaque blue over white stripe 
and tan horn, repeating on the elongated temple tips. A metal design with 
raised arrows wraps from the metal endpiece to temple. 

Via Spiga Tiziana features a cat-eye frame, slop-
ing browline, and full-rim style available in black and 
natural. Zyl temples in confetti patterns contrast a 
solid metal front.

Zyloware Eyewear is releasing a new May 2019 collection: Sophia Loren, Stetson, Daisy Fuentes, Via Spiga, and Shaquille O’Neal Squad. 

Zyloware launches five styles for May

Stetson Zylo-Flex 722 displays a full-rim metal and 
rectangular-shaped frame. This style is offered in two 
colors: gunmetal, with a dark gunmetal finish and black 
temple tips; and brown, with a matte finish and tortoise 
temple tips.

https://www.optometrytimes.com/
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Shaquille O’Neal Squad 514M features a full-rim, 
round metal frame with a lightweight metal bridge. Two 
colors are available: black/blue and black/red. Black/
blue includes a shiny matte front with black, navy, and 
crystal zyl temples, while black/red has a shiny front and 
black, white and red layered zyl temples.

Shaquille O’Neal Squad 515M exhibits full-rim metal frames in a rectan-
gle shape. This style comes in two colors: black/red and matte black. 

Daisy Fuentes Zanita displays full-rim metal frames with a rectangle sil-
houette. These frames are available in purple and brown. Purple features 
a matte dark purple base with raised areas in shiny violet. Brown pairs a 
dark brown base with light shiny brown raised areas. Both colors have a 
wrapping metal endpiece with animal print cut-outs over the temple with 
a row of crystal accents separating the zyl tips. 

sive; everyone needs a pen or a keychain. 

PopSockets5—customizable grips and 

mounts for smartphones—seem to be pop-

ular these days with the younger generation. 

Place a practice’s logo on a PopSocket, 

and it will be featured on younger patients’ 

phones everywhere they go. 

At my practice, we gift a branded folder to 

patients’ households and tell them to use it 

for their vision information and paperwork.

This folder is a walking billboard, and we 

receive multiple calls a week for appoint-

ments because someone noticed it. 

These promotional items can range in cost 

from pennies to $25—if an OD decides to 

gift a high-end product like a Yeti thermos 

for her top referring patients. 

Sheena Taff from Optician About Town 

gives her patients an eyeglass-shaped bottle 

opener key chain. 

This gift is a mindful and useful item 

that will cause patients to remember her 

services every time they open a bottle or 

grab their keys. 

Sheena can be followed online for inspi-

ration on all things eyewear and optical 

fashion on her blog www.OpticianAbout-

Town.com and on Instagram at Optician.

about.town.

Bonus 
M&S Technologies Smart System
Cost: Over $1,000 

If the marketing budget is larger than av-

erage, consider investing in technology to 

impress patients. No one likes to be kept 

waiting and staring at a blank wall or bor-

ing eyechart. 

M&S Technologies Smart System comput-

erized vision testing systems is a high-tech, 

alternative to chart projectors.6 

Its computerized vision testing systems 

are optimized with a variety of randomiz-

able charts, contrast sensitivity protocols, 

and multimedia functions to deliver com-

prehensive and accurate vision testing.6

My favorite aspect of this projected eye 

chart is the ability to play customized vid-

eos while the patient is waiting in the exam 

room.

This system is compatible with soft-

ware like Rendia, previously known as 

Eyemaginations.

Informative videos about vision as well 

as videos customized to the practice can 

be played. 

One of the best things my practice began 

doing was uploading our Facebook Live vid-

eos to the M&S system. Facebook allows 

users to download live videos from a busi-

ness page. 

However, this is accessible only if a practice 

has a business page—not a personal page. 

When patients see a Facebook Live video 

of ours in the exam room, they often en-

gage and follow us. 

Additional marketing strategies include 

posting outside signage and creating busi-

ness cards.

All practice marketing materials should 

be designed with a CTA to make an ap-

pointment as well as branded to reflect a 

practice’s style.

Conclusion
Not all ODs have a juicy budget to hire a 

public relations and marketing agency to 

handle their marketing. These marketing 

ideas can be implemented by ODs them-

selves to grow their practices. 

Most patients see ODs once a year. Others 

come in more frequently or bring in fam-

ily and friends. 

Regardless of the frequency, ODs need to 

make a phenomenal impression. 

Use this time to maximize marketing and 

inspire patients to use word of mouth to 

refer more patients and grow the practice.
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Ocean Ridge 300 (top) and 301 (bottom) feature co-injected 
bio-resin nylon material with a matte black frame front and colored 
temple sleeves in Hydrolite rubber. The styles are available in three 
colors: blackout, matte black with blue rubber, and matte black with 
gray rubber.

Pacific Rise 300 (top) and 301 (bottom) exhibit a stainless-steel 
chassis with an injected bio-resin nylon frame front. These rec-
tangular frames are available in matte translucent dark gray, matte 
translucent gray, and matte translucent dark brown. 

Ocean Ridge 310 (top) and 311 (bottom) are designed in a 
rectangular shape with wire core temples, Hydrolite nosepads, 
and temple sleeves. The frames are available in matte black with 
blue rubber as well as matte black with gray rubber.

Costa announced new additions to its optical frame collection with Ocean Ridge 300 series and Pacific Rise 200 series. Of note, the Pacific 
Rise collection debuts a line of stainless steel metals accented with the brand’s topographical temple tip pattern, wire core temples, and 
Hydrolite rubber.

Costa debuts performance ophthalmic frames

Pacific Rise 210 exhibits a round, full-frame stainless steel 
construction. Available colors include shiny brushed light gun-
metal and shiny brushed pale gold.

Pacific Rise 310 feature a cat-eye shape with Hydrolite rubber tem-
ple sleeves. This style is available three colors: shiny taupe crystal, 
shiny translucent dark plum, and shiny translucent pale blue.

Pacific Rise 200 (top) and 201 (bottom) feature full-frame, stain-
less steel frames in a rectangular shape. Thin and lightweight, this 
style includes Hydrolite nosepads and temple tip sleeves. Both 
frames are available in matte black, matte brushed dark gunmetal, 
and matte brushed warm gunmetal. 

https://www.optometrytimes.com/
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Costa launches new core 
performance styles 

As a large frame with a sculpted large wrap, Broadbill features a broadbill swordfish 
frame that is available in matte black, matte midnight blue, matte gray, and matte reef.

Spearo features a lightweight and sturdy frame available in blackout, matte black 
+ shiny tortoise, matte tortoise, and matte reef.

Waterwoman exhibits a medium frame with angled temples. The thick-rimmed tem-
ples feature hand-painted sketches. Available colors include matte shadow tortoise, 
shiny palm tortoise, shiny wahoo, and shiny blond crystal. 

Costa has added on to its sunwear collection with four new frames: Spearo, 
Waterwoman, Broadbill, and Tico.
These new styles feature bio-based nylon material, integral hinges with 
locking CAM system, slip-resistant Hydrolite over-injected temple pads, and 
inset nose pads, as well as a colored keeper hole. 

Tico exhibits wide, chiseled temples. These frames are available in matte black, 
matte midnight blue, matte gray, and matte wetlands.
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on education, and I have the 

ability to do something with 

that education. Lots of peo-

ple don’t have those oppor-

tunities. Every time I have 

helped someone, become in-

volved with an organization, 

or raised money, it has paid 

me back in some way. Not 

immediately and not my ex-

pectation, but looking back, 

I’m glad I became involved 

in that or that I met this per-

son who I wouldn’t have met 

if I hadn’t stepped out. 

How should optome-
try move forward? We 

have no choice. We have this 

aging population who’s get-

ting sicker. There is a lack 

of primary care doctors. We 

need to provide better pri-

mary- and secondary-care 

advice and to take pre-

vention and wellness 

seriously. ODs inter-

face with 200 million 

people a year in the 

U.S., and 90 per-

cent of the Medi-

care population 

lives within 15 

minutes of an 

OD. There are 

communities 

where ODs are 

the only doc or 

there is just us and 

primary care. We 

better be telling pa-

tients don’t smoke, 

eat your fruits and 

veggies, and see 

your primary-care doctor. 

We need to screen patients 

for conditions in a way that 

can easily be uncovered in 

the OD office. Tak-

ing blood pres-

sure, taking 

It was a simple de-
cision. We were a 
45-second walk from 
each other’s offices in 
a high rent area. I said, 
“Why don’t we put ev-
erything under one 
roof, reduce costs, and 
merge equipment?” 
That took one or two 
sips of bad, brown li-
quor, and the deal was 
done. [Laughs] We 
still have a partnership, 
and I’ll be shameless 
to say we need help up 
here. It is difficult to re-
cruit young doctors to 
rural areas. We would 
love to have a partner 
or two.

Q
Why did you 

choose to share 
space with 

another OD for 
your second 

location?

 Why private practice 
now? The real story 

is that I’m crazy. [Laughs] I 

was at the VA for 22 years, 

it was a labor of love for me. 

I’ve had a private practice 

and been full time at the VA 

for that entire tenure. About 

halfway through my time 

at the VA, I started consult-

ing work. I am also a bit of 

a fighter and became in-

volved in organized optom-

etry. I’m a past state presi-

dent and have been involved 

with the AOA for 25 years. 

I love seeing patients! I get 

to visit with interesting peo-

ple everyday. In a rural area, 

there’s a real need. I have a 

lot of elderly patients with 

complex eye diseases.

How do you educate pa-
tients that overall health 

affects ocular health? The 

conversations I have with 

patients are simple. Don’t 

smoke. Eat your fruits and 

veggies. Little bit of wine 

is OK, not too much. Drink 

water. Go outside. It’s that 

simple. [Laughs] Even if you 

get dealt a bad hand, eating 

fruits and vegetables every-

day in a good quantity can 

slow these diseases down 

and prevent devastating vi-

sual effects.

Has working for indus-
try has changed your ap-

proach to patient care? I work 

for Zeiss Meditec; it is the 

primary business that I con-

sult for right now. When 

I opened my new office, I 

wanted the latest technol-

ogy for my patients. I opened 

what I’m terming the Zeiss 

Center of Excellence. Work-

Sharing space, the front line of primary care, & Motorcycle Weekend

Dorothy L. Hitchmoth, OD, ABO, ABCMO, FAAO  
Owner of two private practice locations and senior business consultant for Zeiss Meditech Global
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blood sugar, doing robust 

family histories. I see us tak-

ing a serious role on the pri-

mary care frontline. 

What’s the crazi-
est thing you’ve ever 

done? Motorcycle Weekend 

is a big bike rally. I was in 

New Hampshire for only a 

few weeks when this rally 

took place. It was literally in 

front of my house. I’m like, 

“Oh my God, this is New 

Hampshire? This is pretty 

cool!” I’m not sure that all 

my clothes stayed on for 

those rallies in my twenties! 

[Laughs] I’m glad there were 

no [camera] cell phones at 

the time! [Laughs]

—Vernon Trollinger

To hear the 
full interview with 

Dr. Hitchmoth 
listen online:

optometrytimes.com/
DorothyHitchmoth

ing for industry has influ-

enced the decision-making 

process: Should I buy this 

equipment, should I wait, if 

that costs too much money 

can I make it worth it. 

Why are you passion-
ate about charitable or-

ganizations? To whom much is 

given, much is expected. I try 

to live my life by that state-

ment. It’s been a privilege that 

I accidentally got to live all 

over the world, I had a step up 

https://www.optometrytimes.com/
https://www.optometrytimes.com/DorothyHitchmoth


OCuSOFT® Clean ‘n Spray™ Kit

When extreme conditions are present, you 

may need a little extra antibacterial activity. 

Hypochlorous acid can provide that. However, 

surfactant activity (OCuSOFT® LId Scrub®) is 

necessary to remove oils, a primary growth 

medium for bacteria. Hypochlorous acid alone 

cannot do that.

Hypochlorous Acid & 

Surfactant Lid Scrubs

Understanding

the Difference

OCuSOFT® Lid Scrub® PLUS  

Eyelid Cleanser 

The root cause of anterior blepharitis is the 

over-production of oils. Mild surfactants in 

OCuSOFT® Lid Scrub® PLUS Eyelid Cleanser 

act to dissolve and remove oil, debris, and 

desquamated skin PLUS it’s effective against 

7 bacterial strains common to eyelids1. This 

patented formula also includes a moisturizer  

to calm irritated eyelids. 

© 2019 OCuSOFT Inc., Rosenberg, TX 77471

1 Data on File.

For more information and to order, call (800) 233-5469.

http://www.ocusoft.com/
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These lenses are so comfortable, patients forget they’re wearing them.1

FEELS LIKE NOTHING SO YOUR PATIENTS CAN 
EXPERIENCE EVERYTHING.1

https://www.alcon.com/
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