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There are many things to consider when purchasing your workers’ compensation 
protection each year. Certainly the rate you pay is one of the most important.

But there are a number of additional benefi ts for California Optometric Association 
(COA) members who participate in the sponsored workers’ compensation program:

 Members have been rewarded with a reduction in rates from last year, thanks to 
positive program loss experience.

 They were protected during the past workers’ compensation crisis when 
rates exploded and insurers were few and far between.

 Members have not been penalized or cancelled by the insurer simply for 
having a claim.

Shouldn’t you be with COA?

COA and Mercer work together to provide members with competitive rates and a 
program that is stable over the long term. Contact Mercer now to see how your policy 
compares to the COA Sponsored Workers’ Compensation program. Call 800-775-2020 

Are your premiums going up? 
Check with us for savings!



MAY / JUNE 2014
VOL. 41  NO. 3

C A L I F O R N I A

O P T O M E T RY

Executive Director
Bill Howe

Editor-In-Chief
Julie A. Schornack, OD, MEd, FAAO

Managing Editor
Rachael Van Cleave

Editorial Board
Lee Dodge, OD 
Michael Mayer, OD
Anne Mika Moy, OD, FAAO
Jasmine Yumori, OD, FAAO
Palmer Lee, OD
Cindy Wang, OD, FAAO
Ellin Wu, OD
Meredith Whiteside, OD, FAAO

Production and Design
Grace Design Studio

Contact California Optometry with  your ideas or comments by 
sending an email to contact@coavision.org, or for more 
information visit us online at www.coavision.org.

California Optometry magazine (ISSN0273-804X) is published bi-
monthly by the California Optometric Association at 2415 K St., 
Sacramento, CA 95816. 

Subscription: Six issues at $50.00 per year. Periodicals postage 
paid at Sacramento, CA. Copyright © 2014 by the California 
Optometric Association. All rights reserved. No part of this 
periodical may be reproduced without written consent of 
California Optometry magazine. Send subscription orders and 
undeliverable copies to the address below. Membership and 
subscription information: Write to address below or call 
800-877-5738. Postmaster: Send address changes to California 
Optometry magazine, 2415 K St., Sacramento, CA 95816.

Views and opinions expressed in columns, letters, articles and 
advertisements are the authors’ only and are not to be attributed 
to COA, its members, directors, officers or staff unless expressly 
so stated. Publication does not imply an endorsement by COA of 
the views expressed by the author. Authors are responsible for 
the content of their writings and the legal right to use copied or 
quoted material. COA disclaims any responsibility for actions or 
statements of an author which infringe the rights of a third party. 

Contributions of Scientific and Original Articles: California 
Optometry is formatted by and published under the supervision 
of the editor. The opinions expressed or implied in this publication 
are strictly those of the authors and do not necessarily reflect the 
opinion, position or official policies of the California Optometric 
Association. The author is responsible for the content. The 
Association reserves the rights to illustrate, reduce, revise or 
reject any manuscript or advertisement submitted. Articles are 
considered for publication on condition that they are contributed 
solely to California Optometry. 

COA Champion Supporters:

Content
4		  LEADERSHIP CORNER

6		  COA BOARD HIGHLIGHTS

8		  EDITOR’S NOTE

10		  EYE OPENERS

12		  MEMBERSHIP MATTERS

16		  PRODUCT & SERVICES

18		  GOVERNMENT AFFAIRS

22		  MEMBER SERVICES

24		  ALL EYES ON YOU

28		  OPTOMETRY IN FOCUS

32		  HEALTH NEWS & VIEWS

38		  CE@HOME

44		  MARKET PLACE

46		  WHEN & WHERE

A comprehensive view of 
professional optometry in 

California today.



4 california optometry

It’s with a real sense of humility, gratitude and excitement that I’m off to my start as president 
of our California Optometric Association. For it is with much humility that I think of the 
privilege and responsibility of holding this office, with much gratitude for our membership 
and the many leaders who have gone before us, and with much excitement as I look to the 
future of our profession.

Leadership is often referred to as a relay race, with one leader handing off the baton to the 
next. The baton I’ve been given by Dr. Fred Dubick, our immediate past president, was firmly 
placed and I am ready to run. Dr. Dubick has led our association with excellence, with passion 
for our profession and a great commitment to our association. Thank you, Dr. Dubick!

I’m also very pleased and excited about our upcoming leaders. I am so very impressed and 
thankful for each of our COA board members who have served together well and have consis-
tently moved our profession forward.

I’ve had wonderful opportunities this past year to have personal contact and interaction with so 
many of our members. It is truly our membership that makes everything possible - without our 
members, we would not exist! Each of your efforts to invite a non-member to a local society 
meeting, or to have lunch with a non-member colleague, have been so valuable. Our COA 
Membership Committee has greatly increased our membership recruitment activities and we 
have seen results! Our COA staff Membership Development Manager, Jodi Haas, has been 
exceptional in this area and is a wonderful resource for each of us in our efforts.

Optometry in California is a legislated profession and we must never let down our guard. While 
the state Legislature is in session, we live or die as a profession by the decisions that are made 
“under the dome.” We must always be vigilant and be actively involved to protect our profes-
sion and our patients. 

Some of my most satisfying experiences as a COA leader have been meeting with our legisla-
tors, helping to educate and inform them of our position on various issues. I remember very 
well, not so long ago, how I made that first trip to Sacramento for our COA Legislative Day, and 
how it all seemed so mysterious. As we walked into our legislator’s office, there was nervous-
ness on my part and a great appreciation for those with me who had done this before. Upon my 
return a year later, it was now with great comfort and excitement as I again entered their 
legislative homes to continue to educate and inform. My confidence had increased and I 
understood that I was meeting with a friend who was really not that much different from myself. 
I encourage you to get started! 

If you are unable to attend COA Legislative Day in Sacramento on May 13, there are still plenty 
of ways you can be involved with the legislative effort for optometry. Contact our staff in 
Sacramento to learn how! Our focus will be on our efforts to move ahead with Senate Bill 492, 
which will redefine our profession and expand our treatment options and procedures. For the 
purpose of this legislation, many of you attended our COA Local Legislative Days by meeting 
with your legislator and their staff in their district offices. Thank you! It is truly your involvement 
and the power of our grassroots efforts that allows us to move forward. 

Thanks so much for this opportunity to serve you and our profession. You are the important 
ones; as members, you make it happen! I’m very much looking forward to working with each 
and every one of you as we continue to move ahead during this next year.

Leadership Corner

John Rosten, OD
President

Leading the charge
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COA Board Highlights

COA Board of Trustees
meeting highlights

On January 6, 2014, the COA Board of Trustees (BOT) met at the COA Office in Sacramento. 
The BOT discussed a number of issues and topics that included the following items and ap-
proved motions:
•	 Motion: To confirm approval of: 1) COA White Paper on Children’s Vision Relative to SB 430 

and 2) the 2015-2020 COA House of Delegates (HOD) dates, locations and hotels.
•	 Motion: To approve a policy resolution that provided for a monthly stipend for select COA 

volunteers which was revised to carry into 2014.
•	 Motion: To accept the November 2013 year-to-date COA financial statements as presented. 
•	 Motion: To accept the recommendation of the COA Sponsored Services Committee that COA 

enter into a renewed agreement with Mercer Health & Benefits to broker all lines of COA-
sponsored insurance products with the exception of personal lines of insurance, directing 
COA staff to enter into an agreement with Warren G. Bender Company to broker those 
products beginning March, 2014. 

•	 Motion: To discontinue the print copy of California Optometry magazine and substitute it with 
a digital publication not later than January, 2015. 

•	 Motion: To forward the proposed COA Student Section bylaws as presented to the 2014 COA 
HOD with the recommendation to approve. 

•	 Motion: To forward the proposed COA Articles of Incorporation and COA bylaw amendments, 
relating to COA BOT composition and the COA secretary-treasurer term of office, as amended, 
to the 2014 COA HOD with the recommendation to approve. 

•	 Motion: To approve the proposed policy “COA Officer and Trustee Participation in COA-
Conducted Raffles and Other Like Activities,” which would make stated persons ineligible to 
receive prizes, as presented.

•	 Motion: To authorize the COA Low Vision Rehabilitation Section to enter into an agreement 
with Optelec for the provision of a professional starter kit for winners of low vision rehabilita-
tion essay contests by third year students at California schools and colleges of optometry.

 
The COA BOT met February 18, 2014, at the COA office in Sacramento, as well as April 3 and 
April 6, 2014, in conjunction with the joint COA House of Delegates meeting and OptoWest in 
Indian Wells. Minutes from those meetings are pending approval by the BOT and will be released 
in the next edition of California Optometry. The next meeting is June 5, 2014, in Sacramento.

MISSION STATEMENT 

The mission of the California Optometric Association  
is to assure quality health care for the public by advancing  

all modes of optometry and by providing members with the 
resources and support to practice at the highest levels  

of ethics and professionalism.
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Julie Schornack, OD, MEd

Editor’s Note

You want it until you get it

We have been through an interesting time of reflection at the university. In the last few 
months, we have participated in a careful review of our medical records in the University Eye 
Centers at Fullerton and Los Angeles, we have gone through a site visit by the Accreditation 
Council of Optometric Education (ACOE) for the optometry program, we have done mid-year 
reviews on our employees, we have ongoing patient satisfaction survey results that we 
examine and as an administrator at the university, I am going through a 360-degree review 
addressing my strengths and areas of concern as viewed by my peers and employees. None of 
these experiences are easy to navigate through. No matter how good your records, employ-
ees, patient care, customer service or personal management style are, someone, somewhere, 
will be willing to weigh in and point out where you need to improve and make things better. 
You have to mentally prepare yourself to initiate these efforts because the results are often 
not for the faint hearted.

However, after being at the receiving end of most these initiatives (the 360-degree review is 
not complete at this time), I can say that the value that they provide is limitless. An external 
review of your operations allows a view through unbiased eyes and illuminates the shady and 
dark corners that you may have overlooked intentionally or unintentionally. It brings perspec-
tives concerning your patient care operation from a variety of vantage points and allows you 
to examine those different perspectives. Sometimes you will not agree with the findings, but 
it is important to remember that if one person holds that perspective, others may as well. 

I am reminded of a proven adage about providing feedback to students that applies to this 
idea. Our optometry students always claim that what they want more in clinical education is 
more feedback. We find that they want more feedback until they get it and then they don’t 
want it anymore. The unspoken message is what they want is feedback that highlights their 
strengths and does not focus on the areas that require improvement. I understand that 
perspective. No one wants to get beat up every time you get feedback. Our human resources 
vice president is a big supporter of delivering feedback via the “sandwich method.” This 
refers to starting feedback with a positive element, then the placement of an area of 
concern in the middle, topped off with another positive observation to complete the 
feedback sandwich. I am not sure those that you ask for feedback will be as sensitive as this. 
Be prepared. 

At the end of the day, I am here to advocate that you pointedly ask for feedback from your 
constituents. Ask your employees, ask your vendors, and most of all, ask your patients how 
you are doing. Place yourself in the right frame of mind to constructively receive the feedback. 
You will hear things that you are overjoyed to hear and things that will rock you back on your 
heels. Hopefully, the feedback will cause reflection, growth and improvement for you person-
ally and for your practice.

... I am going through a 360-degree review addressing 
my strengths and areas of concern as viewed by my 
peers and employees.



We think 
more is 
more

eyemedinfocus.com/more
866.339.3633



10 california optometry

Eye Openers

The Eye Openers 
section gives 
a quick look 
at the latest 
headlines and 
news surrounding 
optometry and  
eye care. 

AOA responds to online eye tests

You may have seen articles in the ophthalmic press about a company offering online eye 
“exams.” AOA has recently released a statement to alert consumers about misleading 
information in claims about “online eye tests.” The statement warns that these “tests” put the 
patient at significant risk of misdiagnosis and improper treatment for potentially life threaten-
ing diseases.

“The claims of those who market online eye testing should be thoroughly scrutinized and 
evaluated as to how they may harm patients and hinder care needed to diagnose important 
underlying, and often asymptomatic, health problems. Every day, in patients seen for “routine” 
asymptomatic eye examinations, doctors of optometry diagnose and manage diabetes, 
hypertension, glaucoma, macular degeneration and cataracts. Any delay in intervention will 
result in progressive damage to vision, and more costly and intensive treatments later in life.”

You can access the full statement here:  
http://goo.gl/90oLgx.

ICD-10 conversion mandate delayed 

The October 2014 deadline to transition from ICD-9 codes to ICD-10 has been pushed back 
one year by Congress to October 2015. The delay was part of legislation signed recently by 
President Barack Obama that halted an impending massive Medicare pay cut for doctors of 
optometry and other physicians. At this writing it is unclear if CMS will allow providers who 
have spent money preparing for a 2014 change to make the switch to ICD-10 voluntarily. AOA 
and COA will keep members apprised of developments.

Regardless of the delay, doctors and their staff need to prepare for the inevitable transition to 
ICD-10. Better to start now than to wait. To help member doctors of optometry and their staff 
prepare for this transition, the below resources are available:
•	 AOA has a members-only summary, http://goo.gl/2q4fmY (member login required), of the 

growing list of ICD-10 and other coding resources. Many of the coding resources are compli-
mentary or included with an AOA membership, though other products are available for 
purchase through the AOA Marketplace, http://goo.gl/Bf9anP, with substantial member 
discounts. Members are encouraged to check the medical records and coding page on the 
AOA website regularly for updates.

•	 Use the AOA “Ask the Coding Experts” e-service for medical records and coding questions; 
send your question by email at askthecodingexperts@aoa.org or submit it on the online form 
and a coding expert will respond.

•	 CMS recently released a MLN Matters® Special Edition article, “Testing for ICD-10,” which 
you can find on their website. Among other things, in the article is a useful section titled 
“Provider-Initiated Beta Testing Tools” that contains links to a variety of free testing tools 
available to determine the readiness of your software system for ICD-10. 

•	 Visit the CMS ICD-10 website for the latest news and resources at www.cms.gov/Medicare/
Coding/ICD10/index.html?redirect=/icd10. 

Return on Dues Investment. Use of these resources by doctors and their staff members 
returns multiple dividends on your annual dues investment by saving time researching answers, 
avoiding costly coding missteps and obtaining receipt of proper reimbursement. 

®
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All Eyes on YouEye Openers

New diabetes guideline 
supports ODs’ care decisions

Doctors of optometry can tell a great deal about someone’s 
health, especially when it comes to diabetes, according to a 
recent American Optometric Association (AOA) press 
release. That’s why AOA is happy to announce the release of 
its first evidence-based clinical practice guideline for patients 
with diabetes.

In the announcement, AOA states that as many as 40 percent 
of the nation’s 27 million people with diabetes are unaware of 
their condition, and many times ODs are the first practitioners 
to detect the tell-tale signs of the disease. 

The guideline, “Eye Care of the Patient with Diabetes 
Mellitus,” offers evidence-based guidance to assist in 
patient care decisions. The guideline came together after 
two and a half years of research and cites more than 230 
academic articles. 

AOA’s Evidence-Based Optometry Committee created the 
document in hopes it would become a model of care among 
doctors and other practitioners involved on the patient’s 
diabetes care team.

Visit AOA’s website to find out how the diabetes guideline 
can aid in the detection and routine screening of people 
with diabetes.

®

CONNECT WITH COA!

“LIKE” US ON FACEBOOK AT:  
www.facebook.com/CaliforniaOptometric

“FOLLOW” US ON TWITTER:   
@COA_Vision

Why should you connect with COA? Because we are 
the source for everything optometry-related in the 
State of California! We have informational and 
entertaining videos, tweets, posts and more!

California Vision Foundation, COA’s charitable foundation, needs your help. If you 

would like to become involved in the California Vision Project and provide free eye 

exams to eligible low-income families, or contribute financially to the Foundation, 

please contact Amanda Winans, California Vision Foundation administrator, at 

800-877-5738 and choose option six, via email at awinans@coavision.org, or mail 

checks payable to the “California Vision Foundation,”  

2415 K Street, Sacramento, CA 95816. To find out  

more, visit our website at californiavision.org.  

We want to thank Modern Optical for donating frames to  

help those in need.

CVF SPOTLIGHT

Get involved!
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Membership Matters

What can COA and AOA 
do for me?  

At the most basic level, your membership is about ensuring your ability to 
practice optometry. You have made a significant financial investment in 
making optometry your profession and livelihood, and the one most 
valuable benefit of membership — regardless of your mode of practice 
— is the ongoing effort to protect your license to practice and advocacy 
for your ability to practice to the full extent of your education and training.

Because optometry is a legislated profession, many issues at the federal and state level can 
potentially affect how, when, where and what you practice. The profession you have chosen was 
not always this way. Through the efforts of organized optometrists just like you, doctors of 
optometry have gained the right to dilate their patients’ eyes, treat many ocular disease condi-
tions and treat patients with Medicare insurance. All of these expansions of the optometric 
profession happened because individual optometrists were members of COA and AOA and were 
willing to give their time and effort to see their profession grow. Unfortunately, these laws can 
change at any moment. New laws can benefit optometry — such as the ability to treat glaucoma 
— or new laws may limit or take away some of your practice rights and the ways you make a 
living. Therefore, the work is never done.

Beyond protecting and expanding your profession, membership offers many additional benefits, 
services and resources to the practicing optometrist. COA is a conduit of information on all 
things pertaining to the profession of optometry, distributed through its website, e-newsletters, 
social media and the award-winning California Optometry magazine — so that you know what’s 
going on with optometric issues. COA also offers cutting-edge continuing education to its 
members through the premier West Coast conference, Monterey Symposium, regional confer-
ences and local society education programs.

As a member of COA, AOA and your local society, you are entitled to many resources  
and benefits:
•	 Three memberships in one. Tripartite membership providing you with local, state and 

national representation and resources to grow your practice.
•	 Protecting and promoting your profession. Legislative and regulatory advocacy at the state 

and national levels dedicated to maximizing patient access and advancing scope of practice.
•	 Resources to grow your practice.

º	 COA: Online “Find An Eye Doc” locator service, online resources and expert assistance on 
all facets of the business and practice of optometry through COA Member Resource Center, 
practice fact sheets, COA Member Media Center.

º	 AOA: Online “Doctor Locator Search” directory, business and career success webinars, 
customizable kits for practice promotion, practice-branded marketing materials, patient 
education materials. 

•	 Information on your association and the optometric profession.

º	 COA: California Optometry magazine, e-COA Member News and e-Government Affairs 
Weekly, local society meetings; optional membership in Low Vision Rehabilitation Section.

Jodi Haas,
Membership 
Development 
Manager

COA is a conduit of information on all things pertaining 
to the profession of optometry...
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Membership Matters

º	 AOA: AOA Focus magazine, e-AOA 
Focus newsletter, daily e-AOA First 
Look; optional membership in Contact 
Lens & Cornea, Sports Vision and 
Vision Rehabilitation sections; 
AOAConnect online OD Q&A commu-
nity, online resources for coding and 
documentation questions. 

•	 Cutting-edge knowledge and skills.

º	 COA: Member-only registration discounts 
for COA and local society education 
seminars and conferences.

º	 AOA: Member-only registration discounts 
for AOA education seminars and annual 
Optometry’s Meeting®; 24/7 access to 
EyeLearn™ online learning resource. 

 
Visit the COA website, www.coavision.org, 
for a full listing of all member benefits, 
services and resources. For a full listing of 
AOA membership benefits and services, visit 
the AOA website at www.aoa.org and 
AOAExcel at www.excelod.com.

WELCOME!  
New COA Members 

Alameda/Contra Costa 
Counties Optometric 
Society

Charlie Ngo
Heather Trafon
	    

Cahuilla Optometric 
Society

Ramsey Katan
Stefie Ribeiro

Inland Empire  
Optometric Society

Michael Lee
Micah Pan
Giovanni Venittelli

Los Angeles County 
Optometric Society

Angela Lehane

Mohave Desert  
Optometric Society

Tara Shields
Dawn Vu

Orange County  
Optometric Society

Sheldon Marshall

Rio Hondo  
Optometric Society

Diana De Dios
Joseph Lao
Thuy Pham

Sacramento Valley  
Optometric Society

Diana Holcomb
Linda Rappa
Brian Tracy

San Diego County  
Optometric Society 

Heather Jonasson
David Park

San Fernando Valley  
Optometric Society

Janet Roth

San Jose  
Optometric Society

Jeffrey Lee
Chinh Nguyen

Santa Clara County 
Optometric Society 

Minh Nhat Le
Annie Low
Ashley Tang

South Bay  
Optometric Society

Gregory Faldowski

Tulare Kings  
Optometric Society

Darrell Eugene 
Kirby

Your savings federally insured to at least $250,000
and backed by the full faith and credit of the United States Government

National Credit Union Administration, a U.S. Government Agency

NCUA

It Finally Feels  
Like Spring This Year... Remodel and Equipment Loans  

at Historically Low Rates

Let us help you grow...

Call us today! 

Non-profit

www.visionone.org  •  (800) 327-2628

Practices are Growing!
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•	 According to socialmediaexaminer.com, you can use Vine to 
entertain, educate and inform your audience as well as use it 
for contests.
	 A practice could create videos about eye care tips for 

patients or potential patients.
•	 The site also suggests encouraging your customers to create 

vines for your brand.
	 A practice could encourage customers to do short 

testimonials.
•	 Vine is a mobile-only app, so those without smart 

phones won’t be using it, which will typically include 
older demographics.
	 If your practice is targeting younger patients, this could be 

a good platform to use.

How to use Vine for your practice
A social media analyst in an About.com article about Vine 
warns that the app is still new and will probably change and 
mature over time. It might be worth waiting a bit to see how 
it changes and if it will have a longer shelf life than a couple 
of years.

We will provide you with more stats on some other growing 
social media platforms in upcoming editions of California 
Optometry magazine. Then you can decide if it will work for 
your business plan.

Membership Matters

Technology and your practice
The growing world of social media —Vine

In the ongoing series of articles included in California Optometry addressing the fascinating world of 
technology, this column addresses a video-centric platform/application (app) called Vine. It has only 
been around for a year, basically in its infancy, but has skyrocketed in popularity with companies as well 
as the public. In fact, Vine grew 403 percent between the first and third quarters of 2013, according to 
statistic gathering sites Mashable, Statista and GlobalWebIndex. The following addresses the platform’s 
strengths and weaknesses as well as some quick facts, including the demographics, benefits and 
business uses. 

Rachael Van Cleave, 
Communications 
& Social Media 
Manager

Vine is where you 
can creatively post 
educational or 
entertaining video 
tidbits of personal 
or promotional 
content.

What is Vine?
•	 Vine is a social media platform owned by Twitter that 

features short looping videos called “vines” that have a 
maximum length of six seconds.

•	 Vine is solely a mobile app, used on smart phones  
and tablets.

•	 You can share these videos with other app users as well as 
other platforms like Facebook and Twitter.

•	 Vine offers an “explore” tab where you can see videos by 
categories like “comedy,” “art” or “science & technology.”

•	 There is an “activity” tab (not unlike your Facebook feed) 
that shows who follows you, who “likes” your video and who 
has commented on it.

What makes Vine different?
Whereas Facebook is about chatting with friends, family 
and businesses, and Twitter is where you get your short bits 
of world news, Vine is where you can creatively post 
educational or entertaining video tidbits of personal or 
promotional content.

Who’s on Vine?
•	 According to neomoble.com, Vine has more than 40 

million users.
•	 According to GlobalWebIndex, 3 percent of mobile 

Internet users use Vine (that’s compared to 45 percent  
who use Facebook).

•	 According to bikeleague.org, there is little demographic 
data on Vine, however, early statistics seem to be leaning 
toward a female base with a young average age of 20.

Should I use Vine for my practice?
Here are some facts for you to consider:
•	 Vine is still new and doesn’t yet have some features that 

other platforms have. 
	 Vine can’t import Facebook contacts, so you can’t connect 

with your Facebook friends who are already using Vine. 
You have to find them for yourself.
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READY FOR THE GET STARTED? GO TO:

pen.eyecomplyexpress.com

WHAT’S INCLUDED?

3 CS EYE Online Compliance Manual (Always up to date!)
Medicare and the Office of Inspector General require a compliance 
manual, a compliance officer and a formal program. Designed for 
Optometry solo or group practices and easy to use.

3  Healthcare Entity Risk Assessment Tool
Review your PHI risks ASAP. If not done and you are audited it 
may result in “willful neglect” fine of $10,000.

3  Self-audit Form and Training
Evaluate where you stand and uncover compliance red flags 
you need to address.

3 Fraud, Waste & Abuse Training  
Online training module on identifying and preventing fraud, waste 
and abuse in your practice

3 Business Associates Agreement (BAA) and Usage Checklist

3 HHS 2013 Audit Protocol (170 Questions) 
Vision Care Plans are receiving outsource agreements to provide 
routine vision for Medicaid and Medicare Advantage Plans. These 
agreements call for mandatory compliance verification audits. Learn 
the questions they will ask.

3 HIPAA Security Rule Toolkit 
Meet the current statutes and regulations and learn the questions 
being asked in current HIPAA audits.

EYE•COMPLY EXPRESS
WHAT IS EYE•COMPLY EXPRESS?
EYE•COMPLY EXPRESS is designed to protect your practice by meeting 
Medicare and the Office of Inspector General’s required compliance minimums 
as documented in the CMS Compliance Program Guidelines in the Medicare 
Managed Care Manuals. We make compliance affordable and easy to implement.

Compliance Specialists, Inc.

3025 Harbor Lane #218, Plymouth, MN 55447  

P:  (763) 551-0232  |  Fx: (763) 551-0233  |  E: rob@cseye.biz  | www.cseye.biz

EXCLUSIVE  
PEN PRICING:

$650!

Last updated on 09/17/13

RETAIL PRICING $995.00

Primar y
Eyecare
Network

Not a PEN Member? 
Call us (800-444-9230) to find out how to gain access to these solutions.

• Compliance Tools
• Audit Protection
• Medical Claims  
 Submission
• Fraud & Abuse  
 Training

PEN Partners with CS EYE  
to Bring You Solutions for:

In the last edition of California Optometry this column reviewed Pinterest as a 
potential social media platform for your practice. Update: In February, the 
author, R. Van Cleave, visited Pinterest headquarters. During the tour, an 
employee reported that Pinterest expects to nearly double their staff by 
2015. This is a platform to take seriously! (Note: this is not an endorsement by 
the article author or COA.)

Membership Matters

Lego wall within 
Pinterest headquarters 
for staff to express 
creative ideas.

COA’S Communications & Social Media 
Manager Rachael Van Cleave (right) 
with husband and sister-in-law at 
Pinterest headquarters.
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Product & Services

877-274-9300
info@framedisplays.com
www.framedisplays.com

Frame Displays  
•	 2000+ Optical Displays & Furniture Products
•	 Complimentary Dispensary Design in 3D
•	 Quickest Delivery in the Industry
•	 Easy Installation
•	 Custom Cabinetry Available!
•	 Basic Dispensary starting at $2995

Vision West 
For 25 years, the Vision West Optical Buying Group has 
been committed to being “Your Comprehensive Practice 
Management Resource for Independent Practice.”

This means Vision West provides assistance to you every 
step of the way to ensure your practice is profitable 
throughout your career. We pride ourselves in offering:

•	Competitive Product Discounts, no hidden fees

•	Live Customer Service

•	24/7 Online Account Access and Practice  
Management Tools

•	Continuing Education Resources

•	“No Fee” Early Credit Service

•	Discounted Pharmaceuticals and Supplies

Plus many more exceptional services, programs  
and promotions. 

800-640-9485 
www.vweye.com

VSP   
As a VSP Global company, VSP Vision Care has provided high-quality, 
cost-effective eyecare benefits, designed to support and grow optometry 
since 1955.  As the largest not-for-profit vision benefits company in the 
United States, VSP partners with a network of 30,000 doctors and 60 
million members, connecting members to independent doctors and 
creating opportunities for them to prosper.   
 
 
www.vspglobal.com

EyeMed   
EyeMed Vision Care, the fastest-growing vision benefits company 
nationwide, has 36 million members and a network comprised of both 
independent and retail vision care providers.  

4000 Luxottica Place, Mason, Ohio 45040
888-581-3648 (Toll)   513-492-4999 (Fax)
www.eyemed.com



Now, Get UNLIMITED EXCHANGES on all Metro Optics 
Soft Lens Designs for 90 days with no cancellation 
charges.  This new policy frees the practitioner from 
cancellation fees and exchange fees, allowing you to 
focus on the patient fit with no risk.  

It Fits or It’s Free applies to the full line of our lens 
designs including all Definitive SiHy, Hioxifilcon and 
Polymcon lens materials.

Metro Optics soft lens designs come in virtually 
unlimited parameters which include: Spheres (Clear, 
Handling Tint and Eye Enhancing Tints of Blue, Green 
and Aqua), Torics, Multifocals, Multifocal Torics and a 
FDA Cleared Post Refractive Surgery Lens.

Ask your Metro Optics Representative for more 
information on this exclusive fit guarantee.

It Fits
It’s Free!or

m u lt i f o c a l  s o ft  l e n s

m u lt i f o c a l  s o ft  l e n s

Silicone Hydrogel Material

Featuring

Extended Parameters
               for Custom Lenses

It Fits Flyer - 2013.indd   1 11/19/2013   1:50:12 PM
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Legislation update 

COA has identified several bills that are moving through the 
Legislature that impact doctors of optometry and the care they 
provide patients. Here are COA’s Legislation-Regulation 
Committee’s official positions on these key bills:

AB 1805 by Assembly Member Nancy Skinner would 
reverse a 10 percent cut to reimbursements to health care 
providers who treat Medi-Cal patients. 
COA position: Support.

AB 2015 by Assembly Member Ed Chau would prohibit a 
health plan from discriminating against any health care provider 
who is acting within the scope of that provider’s license.
COA position: Support. 

AB 2400 by Assembly Member Sebastian Ridley-Thomas 
would prohibit a health plan from requiring a physician to 
participate in any product that provides different rates, 
methods of payment or lines of business unless negotiated 
and agreed to by the physician. 
COA position: Support if amended to apply to all health  
care providers.

AB 2418 by Assembly Member Susan Bonilla would allow 
patients who run out of prescription eye medications due to 
accidental spillage or who use more than 70 percent of their 
eye drops to be eligible for an early refill.
COA position: Support. 

Government Affairs

The latest news for optometry-related legislative and advocacy issues in California.

CMS proposes review of provider networks in 
federal exchange 
Health plans offered through the federal exchange may 
need to expand their provider networks starting in 2015. 
The Centers for Medicare and Medicaid Services (CMS) 
recently notified health plans that if they intend to partici-
pate on the federal exchange in 2015, CMS will begin 
reviewing in-network provider lists prospectively to ensure 
that there is “reasonable access” to health care. CMS will be 
focusing on areas where there have been access problems in 
the past, including hospital systems, mental health provid-
ers, oncology providers and primary care providers. CMS 
also announced it is considering a requirement for federally 
qualified health plans to include more federally funded 

health clinics, safety-net hospitals and other medical 
providers used by low-income people. 

This proposed policy change is in response to provider 
complaints that they are being left out of the new, narrow 
provider networks — California regulators need to hear from 
doctors of optometry and their patients too! If you are being 
excluded from a provider network offering coverage within 
Covered California, California’s health insurance exchange, 
please contact Kara Corches at kcorches@coavision.org. She 
can help you and/or your patient file a complaint with the 
appropriate regulatory agency.
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For weekly information on COA’s government and external affairs activities, watch 
your e-mail inbox each Wednesday for the Government Affairs Weekly Update. 
Archives are available on COA’s website (in the Members Only section, click 
Government Affairs, then Weekly Updates). 

Stay connected to 
government affairs!

Government Affairs

Glaucoma certification 

COA strongly recommends that all doctors of optometry complete the glaucoma certification requirements as soon as 
possible. Although it’s not required by major health plans now, COA is aware of provider networks that are currently being 
formed that require participating doctors to be glaucoma certified. Health care is changing rapidly and doctors should start 
the certification process now to take advantage of opportunities that can develop quickly.

To become glaucoma certified, there are four  
basic requirements:
•	 The doctor must have an active license in good standing 

with the State Board of Optometry (SBO).
•	 The doctor must be TPA certified.
•	 The doctor must take the 24-hour didactic course in the 

treatment and management of glaucoma. Licensees who 
graduated after May 1, 2000, are exempt from the didactic 
course. If you have already completed the didactic course, 
you are not required to retake it.

•	 The doctor must prospectively treat 25 individual patients 
for a minimum of 12 consecutive months. There are three 
options to obtain the 25-patient requirement:
1) A 16-hour Case Management Course 
2) Grand Rounds Program 
3) Preceptorship Program

Glaucoma Certification Courses
•	 The 24-hour didactic online course is available at UC 

Berkeley (required for those graduating prior to 2000).
•	 The 16-hour Glaucoma Case Management Course  

(15 patient credits toward 25 patient requirement)  
is available online at UC Berkeley.

•	 May 4 - 5 — Glaucoma Grand Rounds (15 patient 
credits toward 25 patient requirement) at Ketchum 
University.

•	 May 30 - 31 — Glaucoma Grand Rounds (15 patient 
credits toward 25 patient requirement) at UC Berkeley.

•	 August 14 - 15 — Glaucoma Grand Rounds (15 patient 
credits toward 25 patient requirement) at UC Berkeley.

Here is a link to the form you need to fill out with SBO:  
http://goo.gl/zp31J3.

VSP sponsors legislation to allow supplemental 
adult vision through Covered California 

VSP has sponsored Assembly Bill 1877 introduced by Assem-
bly Member Ken Cooley, D-Rancho Cordova, which would 
provide a mechanism for stand-alone vision plans to offer 
supplemental adult vision care benefits in conjunction with the 
Covered California purchasing experience, by:

1.	Establishing a separate state council overseen by a 
governing board with the job of creating a state 
marketplace to give California consumers the 
opportunity to choose vision care coverage in addition 
to their other health care choices by linking with the 
state Exchange.

2.	The new Vision Care Access Council would be funded 
entirely voluntarily by participating California vision health 
care plans. Operations would only get underway when a 

minimum funding threshold has been provided by those 
plans which intend to participate.

3.	Participating carriers would be required to meet a minimum 
net asset threshold, have and continuously maintain an 
established website, be able to demonstrate adequate 
vision care coverage networks sufficient to ensure conve-
nient geographic access to vision care in California and meet 
the needs of California’s diverse populations.

COA has historically supported the inclusion of stand-alone 
vision plans in Covered California and is in the process of 
analyzing this bill language and its impact on optometry in 
California. If you have any comments, please contact Kristine 
Shultz, COA director of governmental and external affairs, at 
kshultz@coavision.org. 
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Government Affairs

Local Legislative Days Review 

Local Legislative Days 2014 was a huge success by all measures. COA hosted its inaugural Local Legisla-
tive Days in July 2013 with 100 participants. That number was exceeded with 150 doctors and students 
participating in Local Legislative Days 2014, increasing turnout by 50 percent from the previous year!

Teams of doctors and students visited with 60 legislators and legislative staff members, from both the 
Assembly and Senate, in district offices across the state. The Local Legislative Days participants had the 
opportunity to take part in a webinar before their meeting to review talking points with COA leaders, 
lobbyists and staff. Doctors and students lobbied their lawmakers in support of SB 492.

Kara Corches, 
Grassroots and 
Fundraising Manager

Students from SCCO, WesternU and UC 
Berkeley participated in this event. COA hosted 
meetings at all three optometry college 
campuses before Local Legislative Days to 
review bill specifics and talking points with 
students and faculty.

Thank you to all who took part in Local Legisla-
tive Days, making this event a huge success! You 
educated the state lawmakers and their staff on 
SB 492 and made a difference for the optomet-
ric profession! These efforts make COA’s 
grassroots efforts successful, and you, our Key 
Persons, truly effective. Senate Republican Leader Bob Huff (center) with Dr. Dobies and students at a Local 

Legislative Days meeting in Brea.

(L-R) Dr. Greg Hom, Dr. Phil Smith, Assembly Speaker-Elect Toni Atkins, 
and SCCO student Samuel Levin pictured at a Local Legislative Days 
meeting in San Diego.

Senator Jean Fuller (center) pictured with Dr. Ranjeet Bajwa (left) 
and Dr. Joseph Figazolo at a meeting in Bakersfield.

Assembly Member Brian Jones (left) pictured with Dr. Robert Meisel 
at a Local Legislative Days meeting in Santee.

Assembly Member Nancy Skinner (center) pictured with Dr. 
Page Yarwood (right) and students at a meeting in Oakland.



This Complete EHR certifi cation is 2014 Edition compliant and has been certifi ed by an ONC-ACB in accordance with the applicable certifi cation criteria adopted by the Secretary of the U.S. Department of 
Health and Human Services. This certifi cation does not represent an endorsement by the U.S. Department of Health and Human Services or guarantee the receipt of incentive payments. Drummond Group 
is accredited by ANSI and approved by ONC for the ONC HIT Certifi cation Program to certify: Complete EHR, EHR Module (all), and Certifi cation of other types of HIT for which the Secretary has adopted 
certifi cation criteria under Subpart C of 45 CFR.

VisionWeb (Uprise version 1.2). 1/23/2014. Certifi cation ID # 10032013-2243-8.  Criteria Certifi ed:  170.314(a)(1-15); 170.314(b)(1-5, 7); 170.314(c)(1-3); 170.314(d)(1-8); 170.314(e)(1-3); 170.314(f)(1-3); 
170.314(g)(2, 3, 4). Clinical Quality Measures tested: CMS050v2; CMS068v3; CMS069v2; CMS122v2; CMS131v2; CMS138v2; CMS155v2; CMS165v2; CMS167v2. Additional software used: NewCropRx, Eyemagi-
nations, Secure Exchange Solutions.

©2014 VisionWeb, Inc. All rights reserved. Uprise Practice Management and EHR by VisionWeb is a service mark of VisionWeb.

Surprisingly Simple.
So Much More Than Practice 
Management & EHR.

StartYourUprise.com

Surprisingly Simple.
So Much More Than Practice 
Management & EHR.
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COA-sponsored insurance programs
MERCER  — Commercial 
  800-775-2020 
  coa.insurance.service@mercer.com 
  COAMemberInsurance.com

WARREN G. BENDER COMPANY  — Personal 
  916-380-5300 or 800-479-8558  
  coa@wgbender.com
  wgbender.com

COA’s preferred eyecare  
business group
Vision West Inc.   
  800-640-9485 
  vweye.com

Debt collection services
I.C. System   
  800-279-3511
  icsystem.com/associations/coa.htm

Discounted credit card & payroll 
processing services
Heartland Payment Systems   
  heartlandpaymentsystems.com

Email & social media services
Constant Contact   
  constantcontact.com/index.jsp?pn=coavision

Employment law posters   
  800-866-5737 ext. 237 
  coavision.org/i4a/pages/index.           
  cfm?pageID=3597

Classified ads
California Optometry Magazine 
  800-866-5737 ext. 237 
  awinans@coavision.org 

Continuing education 
COA’s CE@Home   
  800-877-5738
  education@coavision.org 
  coavision.org

Member Services

Take advantage of special  
pricing or services offered to COA 
members. For more information on  

these member services, visit the Member  
Resources section of COA’s website  

at www.coavision.org.

Are there gaps in your 
professional liability 
coverage?  

While many employers provide Professional Liability coverage 
for their employees, chances are that coverage may have some 
serious gaps, including:
•	 Policy limits may not be high enough to protect you and all 

your co-workers. 
•	 You may not be provided with coverage for lost wage reim-

bursement, licensing board hearing reimbursement and 
defense costs. 

•	 You may not be covered outside of the workplace, such as 
when you engage in volunteer or part-time work. 

•	 You may not be covered for suits filed after you have termi-
nated your employment. 

Patients count on you for expert advice and professional 
services. But no matter how well-trained or careful you or your 
employees are, mistakes can and do happen — sometimes 
resulting in a lawsuit. 

Professional Liability Insurance protects you against claims 
arising from real or alleged errors or omissions, negligence, 
breach of duty and misleading statements in the course of 
conducting your professional duties. 

Most professional liability policies provide coverage limits of up 
to $2,000,000 per incident and up to a maximum of $4,000,000 
in aggregate in any policy year. Many policies also include legal 
fees and court costs paid for covered claims, lost wages if you 
are required to appear in court due to a claim filed against you 
and your performance of services as a member of a professional 
board or organization.

To request a free, no-obligation quote, call Mercer Health & 
Benefits Insurance Services LLC at 1-800-775-2020 and speak 
with a Mercer Client Advisor. 

Mercer Health & Benefits Insurance Services LLC • CA Ins. Lic. #0G39709
65445 (5/14) Copyright 2014 Mercer LLC. All rights reserved.  
777 South Figueroa Street, Los Angeles, CA 90017
800-775-2020 • COA.Insurance.service@mercer.com 
www.COAMemberInsurance.com
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Six Steps for understanding card  
processing statements  

Today, most businesses accept electronic forms of payments (credit/debit cards) to offer added convenience for their 
customers and to boost profits by taking in more income. However, when it comes to the cost of credit and debit card 
transactions, many business owners are often confused about what they are actually paying for.

As you examine your statements, keep these guidelines in mind:

1.	What types of cards are being used? Many processors list Visa or MasterCard in the card type column, designating 
the card company but not the card type. Visa, MasterCard and their bank issuers offer literally hundreds of different 
card types with varying interchange fee rates. Interchange fees also vary according to time to settlement, type of 
business/organization, type of transaction (online versus swiped, etc.), and many other variables. By not identifying 
the card type, many processors charge you more for transactions that actually cost them less. Also, debit card 
transactions, for example, usually cost less to process than credit card transactions. Without the identification of card 
type, it is hard to decipher exact costs.

2.	“Total card fees” don’t represent your total costs. Don’t rely only on the “total card fees” line item to determine 
your total cost. If your statement lists this amount, you will have to do a little math to find out the total you are really 
paying. Add the “less discount paid” (the fee you pay your processor) to the “total card fees” (the interchange you 
pay) to arrive at your real bottom-line costs. 

3.	“Discount rates” are misleading. “Discount rate” is an industry-accepted term for the fee your processor charges. 
However, many processors quote you a low “in-the-door” discount rate without disclosing that most transactions do not 
qualify for it. Look at your statement carefully and you will likely see many transactions charged at much higher rates.

4.	Beware of bill-backs and other surcharges. Many processors hide arbitrary fees, often classified as “bill-backs” and 
“surcharges,” without disclosing them to you. They charge a low discount rate on all your transactions, and then add 
extra surcharges to them. Some are billed the month the transaction occurs and others the following month making 
reconciling charges and figuring out your total monthly costs even more difficult.

5.	Take note of additional fees. There may be even more fees — from PCI security and per-transaction fees to batch-
ing, authorization, annual charges and more. Understand what they are and why you’re paying for them. It’s possible 
some are just randomly included and bring you no value.

6.	Don’t do it alone. Reviewing monthly statements can be overwhelming. Until you know what to look for and how to 
find “red flags” indicating hidden fees, consider contacting your payments processor to help you navigate your 
statement. Or consider having your accountant or even another processor take a look. At no cost to you, some 
competitor processors will walk you through your statement to help uncover hidden fees and show you where you can 
save money.

By learning the facts about payments processing practices and the right questions to ask, you can ensure you are 
eliminating hidden fees and reducing your out-of-pocket expense on every transaction — and put these savings toward 
more important things … like operating your business.

To learn more about how to protect your business from deceptive pricing practices, go to HeartlandPaymentSystems.com. 

Note: Heartland Payment Systems provides exclusively to COA members 
secure, cost-effective credit card processing and payroll service solutions at 
a member-only discount. Contact Dana LeBlanc of Heartland today at 916-
599-8689 or visit the COA page at http://www.heartlandpaymentsystems.
com/Associations/California-Optometric-Association/Home.
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All Eyes on You

All Eyes on You 
features the latest 
news about COA 
members.

Tommy Lim, OD

COA Optometrist of the Year

COA is proud to recognize Tommy Lim, OD, as COA’s 2014 
Optometrist of the Year. Dr. Lim is an exemplary leader, contrib-
uting to the welfare of the public, his local community and being 
an advocate for optometry in California and the nation.

Dr. Lim grew up in Napa and San Francisco, graduated from 
the Illinois College of Optometry (ICO) in 1977 and opened his 
first practice in 1982. He believes some of his most profound 
contributions to public service were through his faith-inspired 
actions. From a young age he volunteered with his church. 
Since then, he has helped establish a new church in San Jose, 
and did multiple missions trips to Thailand. Dr. Lim also serves 
on the board of directors of the Chinatown Community 
Development Center (CCDC) in San Francisco which helps the 
elderly and the poor of the Chinatown community survive.

It’s Dr. Lim’s passion for helping others that 
has led to his significant contributions to the 
visual welfare of the public. Through a 
program called Project Homeless Connect 
(PHC), Dr. Lim has performed thousands of 
vision exams for the homeless since 2009. 

In addition to serving his community and his 
church, Dr. Lim has also made an impact on 
optometry for his local, state and national 
optometric organizations. He has volunteered 
for fundraising activities for both AOA and 
COA and has travelled to Sacramento and DC 
for legislative conferences and visits to 
legislators. Dr. Lim volunteered his time and 
fundraising skills as a member of the finance 
team for Dr. Jennifer Ong’s 2012 Assembly 
campaign. He is also involved in supporting 
his godson, Evan Low, in his race for Assembly 
District 28 for 2014. (Low is the son of another 
active COA member, Dr. Art Low.)

Tommy Lim and his family are avid sports fans. In 
2010 they packed up and travelled to Vancouver 
for the Olympic games, sporting USA pride.

“You passionately care for 
everything you are involved 
with — family, friends, church, 
optometry and sports. You 
make life fun, cool and 
meaningful! Congratulations 
on your award, California 
Optometrist of the Year! How 
cool is that?!” 

—Bonnie Lim, Dr. Lim’s wife

“I am a very lucky man, being in a profession 
that I absolutely love. Something that I didn’t 
expect back when I graduated from ICO in 
1977 was the level of involvement I would have 
in professional optometry. It is that involvement 
that has made optometry so special in my life, 
giving fulfillment to my career,” said Dr. Lim.

Throughout his career, Dr. Lim has been a part 
of major legislative movements for optometry, 
including as a leader in the enactment of the 
legislation that permitted doctors of optom-
etry to diagnose conditions and use therapeu-
tic pharmaceutical agents in their treatment. 
He also played a role in promoting two laws 
that opened the door for expanded OD ability 
to treat glaucoma.

Over the last 30 years, Dr. Lim has stayed on 
the cutting edge of technology and research. 
He has been quoted in both state and 
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COA Key Persons are the backbone of COA’s political pro-
gram. As we work to increase the power of our grassroots 
program, it is important to highlight the outstanding work 
COA Key Persons are doing. 

Dr. Paul Dobies is an assistant professor at Western University 
of Health Sciences College of Optometry (WUCO). Dr. Dobies 
has continuously led WUCO’s involvement in COA legislative 
efforts by helping coordinate advocacy meetings on campus, 
taking students with him to legislative meetings and promoting 
the importance of organized optometry to all of his students. 
Thank you, Dr. Dobies, for all that you do for optometry as a 
COA Key Person!

Q: Why did you choose optometry as a profession? 

PD: “Being blessed with a wide diversity of interests, I wanted 
a profession that would allow me to utilize my scientific 
interests with a ‘people’ focus during the day and also allow 
me the opportunity to pursue musical interests during nights 
and weekends. Optometry was perfect! My numerous life 
experiences are always put to use daily as an optometrist. 
Some of these life experiences include: being on the JPL Team 
that built the soil-analyzer experiment on the original Mars 
Lander, teaching high school math, obtaining a degree and 
other certifications in psychology, performing with many 
well-known 1960s recording artists, and caring for medical 
ophthalmology patients for 30 years. As I said before, optom-
etry was, and continues to be, perfect for me.” 

Q: Why is it important for you to be involved in advocating 
for your profession as a Key Person for optometry?

PD: “As I emphasize to students, optometry is a legislated 
profession. That means that legislators ultimately define what 

Key Person spotlight
A multi-faceted advocate:
Doctor, professor, musician, 
scientist, Key Person

Dr. Paul Dobies 
(right) pictured 
with Congressman 
Ed Royce (left).

the scope of practice for what optometry currently is and will 
be. Bottom line, if you’re not at the legislative table, you’re on 
the legislative menu! At the very least, being a dues paying 
member of AOA/COA is ‘insurance’ that optometry exists and 
continues to exist.” 

Q: Were you intimidated the first time you met with  
your legislator?

PD: “I didn’t feel intimidated the first time I met with a legislator 
for two reasons. First, I was shadowing along with an experienced 
Key Person in Sacramento during my first legislative meeting 
which allowed me to learn the ropes from my colleague. Second, I 
was born in a run-down area outside of Jersey City where we 
dealt with tough things and were not easily intimidated.” 

Q: How do you emphasize to your students, the next genera-
tion of ODs, the importance of advocating for optometry?

PD: “It may sound somewhat ordinary, but imagine putting 
your hand into a pool of water. That pool of water is health care 
legislation and that hand is political optometry. How long 
would it take for the water to fill in the space occupied by that 
hand if that hand was not in that pool of water? That was the 
image given to me when I was student. I pass it on to others in 
hopes that they will not only pass it forward themselves but, 
more importantly, dedicate themselves to putting their hands 
into the political arena for our patients. Those who put their 
hands into the work of political optometry provide the greatest 
benefits for all optometrists. Those hands are also the strongest 
‘insurance’ for all of us to hopefully continue to enjoy the 
benefits of being a successful optometrist for many decades.”

national optometric publications, including California 
Optometry and Review of Optometric Business. The Review 
also named him on the 2013 Optometric Innovators List for 
Digital Media. 

Dr. Lim is respected by friends and family alike. “From optom-
etry he so deeply cares for, to his endless work with AOA and 
COA PACs — to see them grow, to his volunteering and 
Facebooking — he does it all, and he still spends lots of his 

time with family. Our dad truly amazes us every single day and 
we couldn’t be more proud,” said his son, Aaron, and daugh-
ter, Kelly.

The profession of optometry in the State of California and the 
nation has benefitted from Dr. Tommy Lim’s involvement. The 
2014 COA House of Delegates and COA Board of Trustees 
congratulate this great doctor of optometry — and thank him 
for his outstanding service and contributions!
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Key Person corner
	 Senator Ellen Corbett 
(second from far right) 
pictured with doctors of 
optometry from the Alameda 
Contra Costa Counties 
Optometric Society 
(ACCCOS) at a CE meeting in 
March in Berkeley.

	Assembly Speaker John Perez (left) pictured 
with COA Executive Director Bill Howe at an 
event in Sacramento.

	 Pictured at reception in 
Piedmont (L-R): COA 
Executive Director Bill Howe, 
Kristine Shultz, Jazzi Junge, 
Assembly Member  
Nancy Skinner, Dr. Page 
Yarwood, Dr. Mika Moy,  
Dr. Kristine Eng.

	Pictured at a meeting in Berkeley (L-R): COA President Dr. John Rosten, 
ACCCOS Past President Dr. Sara Chiu, COA Past President Dr. Page 
Yarwood, Assembly District 28 Candidate Evan Low, and Santa Clara 
County Optometric Society Key Person Coordinator Dr. Arthur Low.
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In a semi-annual vision screening this March, San Diego County Optometric Society 
(SDCOS) volunteers performed vision screenings on 212 students at the Monarch 
School, a K-12 institution that caters to homeless students. The screenings 
consisted of case history, visual acuity, retinoscopy, ophthalmoscopy, stereopsis, 
color and near testing. This is the sixth consecutive year for SDCOS volunteers to 
assist this unique school.

Four Veteran’s Administration optometric residents and Dr. Bob Meisel, SDCOS public 
awareness chairman, provided the professional expertise at the screening. Of the 212 
students examined, 91 were referred for further 
testing and potential glasses. 

Each referral was evaluated by Rosemary  
Jaworski, RN, for a consultation with a parent. If 
no insurance coverage was available, VSP vouch-
ers are provided for an examination and eyewear. 
Most of these children would not have the means 
for glasses without this invaluable service.

The next screening is scheduled for  
September, 2014. 

All Eyes on YouAll Eyes on You

COA San Diego County Optometry Society continues 
vision screenings for homeless children

Dr. Eva Wu and Dr. Jennifer Gee 
screening 6th grade students in the 
Monarch School health center.

Drs. Jennifer Gee, Bob Meisel, Denise 
Wong, Eva Wu and Andrew Ngo.

Dr. Denise Wong performing near 
testing and Dr. Andrew Ngo evaluating 
visual acuity with 4th grade students.

COA San Diego County Optometric Society 
members offer vision care to hundreds

In March, San Diego County Optometric Society (SDCOS) members treated nearly 
500 people seeking eye care at Chula Vista High School. The effort was organized by 
Lions In Sight, an organization of volunteers that stages approximately 25 free vision 
fairs a year in Southern California and Mexico. After automated refraction and 
non-contact tonometry were performed, the patients were seen by volunteer doctors 
of optometry to review vision and health complaints and history before patients were 
provided with recycled glasses. Patients were examined for potential cataracts, 
diabetic retinopathy, glaucoma and macular degeneration and if detected, informed 
they required additional treatment and needed to seek further care. 

SDCOS Secretary Dr. Ketan Bakriwala and Dr. Bob Meisel, SDCOS public aware-
ness chairman, along with Dr. Brian Van Dusen from the Calimesa Lions Club, 
participated in this well-organized event. Together with many dedicated volun-
teers, the team was able to assist 497 patients: 460 receiving recycled glasses, 20 
needing unique prescriptions to be fabricated and 16 needing further care for 
various medical conditions. 

For more information about Lions In Sight visit the website at:  
www.californialionsfriendsinsight.org. 

Drs. Ketan Bakriwala, Bob Meisel and 
Brian Van Dusen (L - R) with part of 
the 15,000 recycled glasses inventory 
in the background.

Dr. Bob Meisel performing biomicro-
scopy on a patient with cataracts.
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Wendy Lam, OD

After graduating from the UC 
Berkeley School of 
Optometry, Dr. Wendy Lam 
completed her residency in 
primary care and contact 
lenses. She currently works in 
private practice in the Bay 
Area, as well as acting as a 
clinical instructor and 
conducting diabetic research 
at UC Berkeley. She is also 
the president of the Alameda 
- Contra Costa Counties 
Optometric Society. 

In 2010, there were an estimated 28.6 million soft contact lens wearers in the United States, a 
$2.1 billion market.1,2 Worldwide, the soft contact lens market is estimated to be $6.1 billion. 
More than ever, doctors are reaching first for silicone hydrogel lenses as their go-to in soft lens 
fittings. Of the reported new fits and refits in 2010 in the United States, 66% of patients were fit 
into silicone hydrogel soft contact lenses, compared to 25% into hydrogels and this trend is 
expected to continue.1

As more and more patients are fit into soft contact lenses, practitioners must be more aware of 
the various complications that can arise, both common and rare. Some common complications 
of soft contact lens wear include giant papillary conjunctivitis, bacterial keratitis, toxic keratitis 
and inflammatory keratitis. A more rare condition, contact lens-related limbal stem cell deficien-
cy, is often overlooked, partially due to its subtle early signs and symptoms. Though rare, it is a 
potentially sight-threatening condition, and should be included in the differential diagnosis for 
contact lens-wearers presenting with blurred vision or punctate keratitis. 

The normal corneal epithelium is replenished by the limbal stem cells, which reside in limbal 
epithelial crypts within the palisades of Vogt. Schofield proposed that the limbal stem cells 
reside in an environment called the “stem cell niche” that is maintained by extrinsic factors like 
signaling molecules from adjacent cells, as well as by the physiology of the limbal basement 
membrane.3 The limbus provides a unique environment with a readily available blood supply, 
and both mechanical and ultraviolet protection.3-7

Limbal stem cell deficiency (LSCD) occurs when there is an insufficient population of limbal stem 
cells. Primary LSCD occurs in conditions such as aniridia, congenital erythrokerato-dermia, 
neurotrophic keratopathy and chronic limbitis where the stromal environment cannot support 
the limbal stem cells. More commonly, LSCD is acquired secondary to external factors, such as 
in chemical or thermal injuries, and contact lens wear.3,5,8 It is thought that various factors in 
contact lens wear contribute to damaging the limbal stem cells: mechanical trauma, chemical 
toxicity from contact lens solutions and corneal hypoxia. 

A definitive diagnosis requires impression cytology, either by identifying the presence of goblet 
cells on the corneal epithelium or by using cytokine specific dyes. Goblet cells are not normally 
found on the corneal surface as the limbal stem cells act as a barrier to conjunctivalization. 
Cytokine dyes are used as diagnostic tools because the cornea and conjunctiva express differ-
ent keratins; cytokeratin 3 is found only in the cornea while cytokeratin 19 is expressed only in 
the conjunctiva.3,8

LCSD can also be diagnosed clinically. Early signs and symptoms of LCSD are subtle, and can 
easily be confused with other more common contact lens complications. The earliest sign of 
LCSD is punctate fluorescein staining, which is due to the loss of tight junctions in the corneal 
epithelium, causing the basement membrane to stain. The most common location is the 

Contact lens-related limbal 
stem cell deficiency

It is thought that various factors in contact lens 
wear contribute to damaging the limbal stem 
cells: mechanical trauma, chemical toxicity from 
contact lens solutions and corneal hypoxia.
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superior cornea, possibly due to lens and lid mechanical 
interactions, though it can occur anywhere. This can initially 
look very similar to contact lens solution toxicity, and so should 
be on the differential diagnosis any time that patients present 
with punctate keratitis. Early on, patients may be symptomatic 
of blurred vision and photophobia. As LCSD progresses, the 
staining may show a whorl or vortex-like pattern which is due 
to the centripetal migration pattern of the epithelial cells. 
Other later clinical signs include recurrent corneal erosions, 
corneal haze, and conjunctivalization where the conjunctiva 
begins to grow over the cornea. Eventually, the cornea 
becomes opacified and vascularized, leading to loss of vision.10

Currently, there is no standard of care for the treatment and 
management of contact lens-related LCSD. It is thought that 
LCSD is a continuum, ranging from dysfunctional epithelial 
cells to the complete loss of limbal stem cells.11 In mild cases, 
discontinuation of contact lens wear along with non-pre-

served artificial tears has been effective; however, the 
resolution is slow and can take up to 24 months. Steroid 
treatment has been shown to hasten the improvement, 
suggesting an inflammatory component in etiology.2 In more 
severe cases, surgical requirement is required, such as limbal 
stem cell grafts or amniotic membrane transplantation. 
Limbal stem cell autografts have the highest success rate, but 
are risky in bilateral cases which are common in contact-lens 
related cases.2,7,12

But who is really at risk for developing this rarely seen 
condition? In two studies reviewed, the clinical features of 
patients with cytology confirmed diagnoses of limbal stem 
cell deficiency and a history of contact lens wear and found 
that the common factors were soft contact lens modality and 
increased wear time, both in mean duration of years as well 
as hours of daily wear. The mean number of years of contact 
lens wear was over 10 years, and that the average time worn 
daily was over ten hours. They also found that women were 
more likely to be diagnosed with LSCD, although there may 
be gender bias due to a greater number of female contact 
lens wearers.2,10 

What are the options for a contact lens wearer after resolution 
LSCD? After all, the first question patients ask when we 
diagnose any contact-lens related problem that requires them 
to stay out of their lenses for any length of time is, “When can 

Limbal stem cell autografts 
have the highest success 
rate, but are risky in 
bilateral cases, which are 
common in contact-lens 
related cases.
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I wear my lenses again?” Although full-time spectacle wear 
would eliminate all proposed causes for contact lens-related 
LSCD, many of these patients may have worn contact lenses 
for over a decade and would likely be unhappy facing a 
lifetime in their glasses. Opinions vary depending on the 
proposed etiology for LSCD. Contact lens options include 
refitting to daily soft-contact lenses to avoid contact lens 
solution toxicity, or refitting to rigid gas-permeable lenses to 
avoid mechanical trauma. One study showed no recurrence of 
LSCD with high Dk Menicon lenses over a year.13 Another 
option is fitting scleral lenses and completely vaulting over the 
limbus to completely avoid any further damage.11 Although not 
common, there are also a few case reports where LASIK has 
been performed with good results as the LASIK flaps are well 
within the limbal area.2

Although LCSD is a rare contact lens disorder, as the old 
saying goes, “it’s not rare if it’s in your chair.” LCSD should be 
a differential when punctate staining is seen in patients with a 
long-term history of soft contact lens. With early detection 
and treatment, visual prognosis is generally good and most 
patients will be able to stay in contact lenses.
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After all, the first question 
patients ask when we 
diagnose any contact-
lens related problem that 
requires them to stay out of 
their lenses for any length 
of time is, “When can I 
wear my lenses again?” 



Great Western Council of Optometry • PO Box 2, Marylhurst, OR 97036 • Phone: 503-654-1062
Great Western Council 

of Optometry

Congress HigHligHts
• Host Hotel

GWCO is going to “take over” the Crowne Plaza Hotel

• OCC Location
GWCO will be held front and center at the Oregon 
Convention Center right off Martin Luther King Blvd

• Continuing Education Credits
• 58 hours of OD CE with 26 hours possible
• 39+ hours of AOP CE including Paraoptometric 

Certification Exam Review Course with 24 hours possible

• Exhibit Hall of Fame
Take the stage with the rock n’ roll inspired exhibit hall to see 
and purchase cutting edge ophthalmic products and services.

• Faculty
Charles Brownlow, OD, FAAO
Cheryl Bruce, CPOT, ABOC, NCLC
Graham Erickson, OD, FAAO, FCOVD
Ian Ben Gaddie, OD, FAAO
Joy Gibb, ABOC
Kris Kerestan Garbig, OD
Jay Haynie, OD, FAAO
Jimmy Jackson, OD
David Kading, OD, FAAO, FCLSA

John Lahr, OD, FAAO
Thomas Lenart, MD, PhD
Blair Lonsberry, OD, MEd, FAAO 
Robert Prouty, OD, FAAO
Eric Schmidt, OD, FAAO
Louise Sclafani, OD, FAAO
David Sendrowski, OD, FAAO 
Diana Shechtman, OD, FAAO
Nancy Torgerson, OD, FCOVD

www.gwco.org

great

congress

western council 
of 

optometryROCK

2014

the

Save the Date!
Registration opens May 2014!



32 california optometry

Health News & Views

The latest health care issues that affect doctors of optometry.

This year is destined to go down as 
an epic year for California optometry. 
Not only is the profession changing 
direction with proposed new scope 
legislation (SB 492, Hernandez), but 
our practices are going to have to 
adjust to the increased demands of 

the new governmental health mandates that are going into 
effect later this year (PPACA). To top things off is the change-
over of the ICD-9 codes to the ICD-10 codes on October 1, 
2015 — a new date compliance extension but nonetheless a 
formidable change that requires advanced preparation.

At this point, the key for a smooth implementation and 
transition into the ICD-10 codes will be the practitioner’s 
preparation and organization. By now, the optometrist should 
have purchased the ICD-10 codebooks and downloaded the 
GEMs mapping tool from Medicare. In addition, the 
optometrist and pertinent staff should have attended some 
ICD-10 courses, participated in webinars along with reviewing 
printed journal information. Furthermore, the practitioner 
should be continually evaluating their impact assessments as 
to how the new codes will be affecting each workstation, and 
then making necessary adjustments. 

Since there is not a one-to-one translation from the ICD-9 to 
the ICD-10 diagnostic codes, the codes relevant to optom-
etry will greatly increase. In most cases, the ICD-10 diagnos-
tic codes will be accounting for laterality designated by right 

Secrets of coding
2014 – A big year for California optometry

William Rogoway, 
OD, DABFE

eye, left eye or both eyes. Such as myopia where code 367.1 in 
ICD-9 converts in ICD-10 to:

Right eye	 H52.11
Left eye	 H52.12
Bilateral	 H52.13

In the case of lids, the ICD-10 diagnostic codes also reference 
upper and lower lids.

Hordeolum externum (stye) code 373.11 in ICD-9 converts in 
ICD-10 to:

Right upper eyelid	 H00.011
Lower eyelid		  H00.012
Left upper eyelid	 H00.014
Lower eyelid		  H00.015

In glaucoma, and other complex conditions, most ICD-10 
codes will be required to account for severity. 

Glaucoma suspect - open angle with borderline findings; code 
365.01 in ICD-9 converts in ICD-10 to:

Low risk
Right eye	 H40.011
Left eye	 H40.012
Bilateral	 H40.013

High risk
Right eye	 H40.021
Left eye	 H40.022
Bilateral	 H40.023
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When first using the ICD-10 diagnostic codes, due to the initial 
ineptness of the practitioner combined with the sheer volume 
of the new codes, some experts expect a 15 percent increase 
in coding time per case in the exam room. In order to offset 
the loss of productivity, experts are recommending that the 
practitioner develop their own database of the codes that they 
can quickly reference. 

This can easily be done by identifying your 10 most commonly 
used ICD-9 codes. Once you have converted the first set of 
ICD-10 codes, then continue on to the next 10, then 10 more. 
The conversion can be accomplished by using The GEMs 
Mapping Tool and the ICD-10 Coding Book to determine their 
ICD-10 equivalents. There is, however, some commercial 
ICD-10 translated coding lists beginning to show up that will 
make for easier reference. Check with your EMR suppliers, 
insurance billing vendors and practice management consul-
tants to see if they are available to you. 

By the practitioner compiling and translating their own list of 
their 30 most used codes, exam room time for finding the 
correct code will become manageable and less cumbersome 
than sifting through a 10-page document containing hundreds 
of codes. With a little maintenance over the ensuing months, a 
two-page database can be developed to ease the burden of 
dealing with the ICD-10 codes.

Good luck and keep on coding.

Health News & Views
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Medi-Cal update
Donny Shiu, OD, Medi-Cal Vision Care program consultant

We are all creatures of habit. We do tasks the way we know 
how, and continue to do them that way – until our way doesn’t 
work anymore. Hopefully, we can be one step ahead by 
preparing for changes that would otherwise disrupt our 
practices. The following are a couple of Medi-Cal billing items 
you need to know for 2014:

New CMS-1500 Claim Form: As of April 1, 2014, only claims 
submitted on the 02/12 version will be accepted and pro-
cessed by Medi-Cal. Although the form is revised to accom-
modate an ICD-10 indicator, providers are cautioned not to 
use ICD-10 codes on claims before October 1, 2015, to avoid 
claim denials. Side-by-side comparisons of the current and 
new claim fields are available in the New CMS-1500 Medi-Cal 
Guide available at:

http://files.medi-cal.ca.gov/pubsdoco/Claims/downloads/
NewCMSguide_21966.pdf

Refer to CMS-1500 Completion for Vision Care manual section 
for instructions on completing each claim field.

On October 1, 2015, the International Classification of Diseas-
es (ICD) medical coding in US health care settings will change 
from ICD-9 code sets to ICD-10 code sets. All claim transac-
tions, whether paper or electronic, will be required to be 
submitted using ICD-10 codes. Without ICD-10 codes, provid-
ers will experience delayed payments, non-payments and an 
increase in rejected, denied or pending claims.

Below are providers’ questions for you to review.

DEAR DR. SHIU: A patient broke his eyeglasses at 
school. Is it possible to order a replacement? If so, how 

do I do that?
—Jennifer from Chico

DEAR JENNIFER: Although the eyeglasses benefit is once 
every 24 months, lost, stolen, broken or significantly 

damaged eye appliances may be replaced. To do so requires 
the recipient or recipient’s representative to supply the provider 
with a signed statement. The statement must certify that the 
loss, breakage or damage was beyond the recipient’s control 
and must include the circumstances of the loss or destruction 
and, if applicable, the steps taken to recover the lost item.

A recipient’s signed statement about the circumstances of 
replacement must be retained in the recipient’s file for at least 
three years. Providers will not be held responsible for inaccu-
rate statements by recipients. Providers may certify that 

specific items require replacement due to normal wear and 
tear or aging and that no abuse is evident.

This replacement order can be placed through the CalPIA 
optical website. On your order, please select a replacement 
reason from the menu of choices in the Replacement 
Reason field.

There are situations where the patient has exceeded the 
number of allowable replacements in a 24-month period. In 
these cases, you will get a message as you input the order via 
the CalPIA optical website. You will be asked if the order is a 
biofocals non-adapt or prescription change. Since your order 
is not, please select <No> or <Cancel> to proceed to the prior 
authorization request screen where you will then be asked if 
you want to submit your request to be forwarded along with 
justifications to Medi-Cal for review. You will receive an 
electronic response in a timely manner from Medi-Cal.

FYI: The CalPIA optical website features are optimized for 
Microsoft Internet Explorer.

DEAR DR. SHIU: We often bill polycarbonate lenses  
to vision insurance plans, but why are my polycarbon-

ate lens (code V2784) claims denied by Medi-Cal? When 
does it apply?

—Jane from Fresno

DEAR JANE: Providers often confuse the lens codes with 
the billable services of dispensing/fitting of spectacles, 

codes 92340, 92341, or 92342. Lenses are not billable when 
the lenses are manufactured by CalPIA laboratory. Only lens 
dispensing is reimbursable in these cases. Because the lenses 
are provided for and manufactured by CalPIA at no cost to the 
providers and beneficiaries, you cannot bill for them. For the 
same reason, please do not submit Treatment Authorization 
Requests (TAR) for lens codes, such as V2784.

A TAR is appropriate when the order exceeds the CalPIA lab 
manufacturing parameters. Since an order cannot be fulfilled 
by CalPIA, you may request a TAR approval from Medi-Cal 
Vision Services Branch for this order to be made by an outside 
optical private lab of your choice and be reimbursed for 
fee-for-service recipients.

To obtain non-CalPIA lens prior authorization for Medi-Cal 
Managed Care recipients, please contact the Plan.

I hope you find this information useful.
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Ocular telemedicine: enhancing compliance and 
providing access 

Diabetes mellitus has become an epidemic in the United 
States currently affecting over 20 million American adults.1, 2 
Diabetic retinopathy (DR) is the leading cause of blindness 
among US adults and is the most common microvascular 
complication seen with diabetes.5 Early detection of DR can 
preserve vision by identifying those that need close monitor-
ing and/or treatment. Diagnosed diabetes currently has an 
annual economic cost estimated to be around $245 billion, of 
which $69 billion is spent on indirect costs (disability, work 
loss, premature mortality, etc.).3 Given the coming tidal wave 
of diabetes, new and innovative methods must be developed 
and introduced to lower costs associated with identifying 
patients in need. 

Annual eye exams to screen for diabetic retinopathy via 
conventional methods of referral at the request of a primary 
care physician (PCP) are at an estimated compliance rate of 
30-60% of the diabetic population.4,9,12 Amongst the uninsured, 
which are at highest risk for diabetes-related vision loss, the 
compliance rate drops to 10-20%.1 This disparity in screening 
rates attained by diabetic patients exposes an immense gap in 
our health care system, leaving many of these patients vulner-
able to developing sight-threatening DR that will go unchecked 
until it is too late for treatment to be effective.

Teleretinopathy screening in a primary care setting using 
digital imaging is a cost-effective way to improve compliance 
and capture, and also directly links the eye care provider (who 
provides the remote consult) with the PCP, who is responsible 
for managing all systemic manifestations and complications 
that diabetes presents. EyePACS is a license-free, web-based 
program that utilizes non-mydriatic retinal cameras to capture 

If you have suggestions, 
comments or would like to 
submit questions to COA 
Medi-Cal update, please 
use the following address:

color fundus images, encrypted data transfer and credentialed 
consultants for review of the images.12 With the implementa-
tion of teleretinopathy screenings into these primary care 
settings, many of the patients not receiving any form of eye 
care can receive much needed access to retinal screening.

The American Diabetes Association (ADA) recommends that 
patients with diabetes receive an initial dilated examination 
and annual exams moving forward. Patients who have one or 
more normal examinations may be considered for less frequent 
examinations (every 2-3 years) depending on exam findings.16 
Since 2012, the ADA has also acknowledged that diabetic 
screening can be performed using high quality fundus images.

It may prove effective to use fundus images in conjunction with 
dilated retinal examinations to monitor for DR. The recommen-
dation to utilize retinal photos via telemedicine to monitor DR 
should be considered in many primary care settings as this will 
substantially lower the cost and increase compliance of 
monitoring DR. 

Ocular telemedicine is not only a valuable tool in monitoring 
for diabetic retinopathy, but can be utilized to screen for other 
ocular conditions such as: cataracts, glaucoma, macular 
degeneration, retinal emboli, epiretinal membranes and 
hypertensive retinopathy. Around 40% of diabetic patients 
have at least one non-diabetic retinopathy finding identified 
with retinal screenings utilizing fundus photography.17

Note: This is a teaser for our April CE@Home Online article. 
You may view the references in the full article on our website 
at coavision.org. Click on the CE@Home Online logo.
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Low Vision Rehabilitation Section —  
The view ahead

COA’s Low Vision Rehabilitation Section (LVRS)  
works to improve the quality of low vision rehabilitation 

services provided to the public and to promote the professional 
development of COA member optometrists, thereby furthering 
the mission of the Association. For more information on LVRS 
and how to join, visit coavision.org and under the membership 

tab click on Low Vision Rehabilitation Section.

Membership growth, new low vision video, 
highlight COA LVRS accomplishments 
Gary Asano, OD

Now in its fifth year, COA’s Low Vision Rehabilitation Section (LVRS) has surged this year to nearly 150 members. The following is 
an update on what the section has accomplished in the past six months.

Two events took place on September 25. First, COA Communications and Social Media Manager Rachael Van Cleave filmed a 
low vision (LV) video at the UC Berkeley School of Optometry clinic (you can find the video “What is Low Vision?” by going to 
coavision.org and clicking on the optometry video’s link on the home page). The video features a faculty member as a “patient” 
and two of the LVRS officers demonstrating LV aids being utilized during the course of an exam. Then, in the evening,  
50 optometric students attended a presentation given by Drs. Jennifer Che and Gary Asano. Topics included low vision in 
private practice, LV residencies and encouraging student membership. The presentation was so inspiring it moved 33 students to 
join LVRS, increasing student membership by 600 percent!

In November, seventeen LVRS members attended presenta-
tions by several assistive technology and low vision product 
companies in Chatsworth.

At the end of 2013, LVRS established a student award to foster 
interest in low vision early in a student’s academic career. It will 
be given to two third-year students: one at Marshall B. 
Ketchum University’s Southern California College of Optom-
etry and one at Western University of Health Sciences College 
of Optometry (WUCO). The award is a low vision diagnostic 
starter kit from Optelec. 

On February 26, Drs. Che and Asano took their “show” to 
WUCO, where 98 students attended the presentation and at 
least 52 completed membership applications. Combining OD 
and student/resident members, LVRS total membership is fast 
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AUTHOR
A graduate of the Southern California College of 
Optometry, Dr. Gary Asano has been a low vision 
rehabilitation optometrist at the Center for the Partially 
Sighted (CPS) since 1981. He is an assistant professor at 
SCCO, has been an outreach clinical coordinator at CPS, 
and coordinator of low vision at the Optometric Center 
of Los Angeles (SCCO Outreach). He is the founding 
chair of the Low Vision Rehabilitation Section of COA. 
He is also a staff optometrist specializing in low vision 
rehabilitation at Kaiser Permanente, Los Angeles Metro 
Medical Center. He has authored several articles in 
California Optometry and contributes to the AOA Vision 
Rehabilitation Section newsletter.

approaching 150. LVRS has one more college presentation 
planned for spring.

On March 3, there was a two-part event. First, 23 LVRS 
members attended a presentation by Optelec on their newest 
products. This was followed up with a“brainstorming session” 
with topics centering on the development of novel low vision 
diagnostic techniques and low vision aids that address the 
specific needs of our patients. This shows that innovative 
companies with a wide range of products want to know what 
patients’ actual needs and goals are, and their desire to make 
the leap “outside of the box.”

Carl Garbus, OD, FAAO, COA Low Vision Rehabilitation 
Section vice chair.
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Anne Tasaki
Yue Liu

Christine Wildsoet

Dr. Tasaki is the current Pediatric and Primary Care Resident 
at the University of California Berkeley School of Optometry. 
She is originally from Honolulu, Hawaii. She received her 
bachelor of science from the University of California at Los 
Angeles and her optometry degree from the University of 
California Berkeley School of Optometry. She hopes to 
incorporate her experience with myopia control techniques 
into her care of pediatric patients in her future practice.

Dr. Liu is a Chinese-trained Ophthalmologist and American-
trained Optometrist.She first became involved in myopia 
research with her PhD and MPH training at UC Berkeley and 
started serving as a faculty member of the School of 
Optometry, UC Berkeley in 2012. The optical influence of 
myopia development and its utilization on myopia control 
have remained the main focus of her research as well as 
clinical practice. On the research side, she focuses on 
understanding the fundamental mechanisms of how complex 
optical environment affects emmetropization and ocular 
growth; and on the clinical side, she uses novel contact lenses 
such as multifocal soft contact lenses and orthokeratology 
lenses as anti-myopia treatments to help slow down the 
progression of clinical myopia.

Professor Wildsoet is a full professor in the School of 
Optometry/Vision Science Program at the University of 
California. She is a fellow of both the American Academy of 
Optometry and ARVO, a long-term member of the IOVS 
editorial board and a regular reviewer for many granting 
bodies, including the National Eye Institute of national 
Institutes of Health and a variety of other journals.

Myopia is a common condition that has traditionally been 
regarded as benign, although it has long been known that high 
myopia, generally classified as greater than -6D, carries a 
significant risk for sight-threatening pathology. Common 
complications associated with high myopia include early onset 
cataract, glaucoma, retinal detachment, myopic maculopathy 
and choroidal neovascularization, etc.1,2 However, a recent study 
of risk factors reinforced the fact that all myopes carry an 
increased risk of such complications, with the risk increasing 
with the magnitude of myopia.3 The prevalence of myopia is 
increasing worldwide, especially in developed east and south-
east Asian countries such as Singapore, Taiwan, China, Japan 
and Korea. Urban areas of these countries are impacted most, 
with studies reporting prevalence figures as high as 80-90% in 
high school children, 10-20% of whom have high myopia.4 In the 
US, the prevalence of myopia has also shown a dramatic 
increase from 24% in 1986 to over 40% in 2010, affecting 
approximately 18 million people, according to the National Eye 
Institute.5 By 2030, that number is expected to increase to 
more than 30 million people. The incidence of high myopia in 
the US has also risen significantly, further increasing the number 
of people at risk of potential irreversible vision loss. All these 
numbers add up to make myopia one of the leading causes of 
blindness worldwide as well as a major economic burden. As 
eye care practitioners, it is important to keep up to date with 
current research and treatment options available for our 
patients at risk of developing myopia, especially high myopia.

Risk factors for rapid myopia progression
Numerous ongoing studies are attempting to identify the 
factors contributing to the development and progression of 
myopia. What is clear so far is that multiple factors are involved. 
Genetics are likely to play a role, as suggested by studies 
reporting that children with either one or two myopic parents 
are more likely to develop myopia compared to children 
without myopic parents.6,7 Nonetheless, it is also plausible that 
the behavioral traits that caused myopia in the parents are 
passed on to their children. Specifically, since children are likely 
exposed to similar lifestyles and environments to their parents, 
it is difficult to separate environmental and genetic influences. 
As a result, caution needs to be exercised in interpreting the 
results of genetic studies. Genome-wide association studies 
represent a more direct approach for identifying the genetic 
contribution to myopia, with more than 20 loci linked to 
refractive error development in recent studies.8 However, these 
loci collectively explain less than 5% of the variation seen in 
refractive errors within populations, suggesting extremely low 
penetrance of identified genes. These results also imply that 
complex genetic-environmental interactions play a critical role 
in the development and progression of myopia. 

Clinical management 
of progressive myopia 
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Although there is little doubt that myopia has a strong genetic 
component, there is overwhelming epidemiological evidence 
demonstrating the critical influence of environmental factors on 
emmetropization and myopia development. Similar results from 
various population studies involving different ethnicities point 
to outdoor activities serving as a strong and independent 
protective factor.9,10,11 Children who spend more time outdoors 
are less likely to become myopic than children who spend less 
time outdoors, after adjusting for the amount of time spent 
indoors. However, the nature of this protective effect is not well 
understood; the intensity and/or the specific spectral distribu-
tion of outdoor lighting, hormonal changes associated with 
outdoor activities, and optical defocus factors are those under 
consideration as the source of this protective effect.12,13,14 

It has been speculated that increased encounters of hyperopic 
defocus in close-up (indoor) environments3 contribute to 
myopia progression. Despite evidence from animal models 
suggesting a causal link between hyperopic imposed defocus 
and myopia development, clinical epidemiological studies 
investigating the role of near work on myopia progression have 
not consistently shown a strong association.15,16 Nonetheless, 
one study reported that although myopia was not significantly 
associated with the total amount of time spent with near work, 
close reading distance (<30 cm) and continuous reading (>30 
min) were independently associated with greater odds of 
having myopia.17 This suggests that the intensity of near work 
rather than its total duration may be a more important contrib-
uting factor in the development of myopia. It should also be 
noted that most studies to-date have relied on questionnaires 
for such data, which may not accurately capture the key 
environmental factors. 

In summary, it is evident that the development and progres-
sion of myopia is significantly influenced by genetic predisposi-
tion as well as environmental factors, and that the interactions 
between these factors are extremely complex. Unlike cases 
such as congenital color blindness where the individual’s genes 
directly lead to the manifestation of the condition, in most 
cases of myopia, genetic abnormalities likely only increase 
one’s susceptibility to developing myopia when exposed to 
provocative environmental risk factors. 

Treatment options for progressive myopia 
In managing myopia, the goal is to not only provide patients 
with clear vision, but to also slow the rate of axial length 
elongation in still progressing myopes. In doing so, one is 
minimizing the risk of subsequent ocular complications, which 
may lead to permanent vision loss. 

Topical atropine as an anti-myopia drug therapy: Topical 
atropine has demonstrated the greatest efficacy among all 
anti-myopia treatments investigated in clinical trials. For 

example, one two-year study observed a 77% reduction in 
mean progression of myopia compared to placebo treatment 
with 1% atropine eye drops applied daily.18 However, the 
adoption of this atropine treatment protocol has not been 
wide-spread due to a high incidence of ocular side effects. 
Common side effects of 1% topical atropine include mild to 
moderate discomfort, as well as glare and blurred near vision 
associated with atropine’s mydriatic and cycloplegic actions; 
long-term use also carries a risk of allergic reactions. Perhaps 
of greater concern is the finding of a significant rebound effect 
after cessation of treatment with 1% topical atropine, i.e., 
increased myopia progression relative to eyes previously 
receiving the placebo treatment. Nonetheless, the absolute 
myopia progression after three years was still significantly 
lower in the group receiving the atropine treatment compared 
with the placebo group. Also, the effect of the atropine 
treatment on accommodation was not permanent; after 
cessation of the atropine treatment, amplitudes of accommo-
dation and near visual acuity returned to pretreatment levels.19

Follow-up clinical trials using much lower concentrations of 
topical atropine, down to 0.01%, reported slowing of myopia 
progression, albeit less than with 1% atropine, but with signifi-
cantly reduced ocular side effects. Importantly, 0.01% atropine 
showed no rebound effect after the cessation of the treat-
ment.20 Note, however, that topical atropine is only commer-
cially available as a 1% formulation in the US; lower concentra-
tions require special formulation. Although the pharmacological 
mechanism and site of action underlying this anti-myopia effect 
of atropine is still not well understood, topical atropine remains 
the only viable drug option for treating progressive myopia, 
and deserves serious consideration, especially in cases of 
rapidly progressing myopia for which alternative optical 
treatments fail to provide effective control. 

Orthokeratology as an anti-myopia optical therapy: One opti-
cal treatment showing great promise as a myopia control 
therapy is Orthokeratology (OrthoK). OrthoK makes use of a 
reverse-geometry gas-permeable lens that is specially de-
signed to reshape the cornea with overnight wear to allow clear 
vision throughout the day without the need for spectacle or 
contact lens corrections.21 For this reason, it is traditionally 

In managing myopia, 
the goal is to not only 
provide patients with 
clear vision, but to also 
slow the rate of axial 
length elongation in still 
progressing myopes.
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prescribed to low to moderate myopes. However, based on 
promising findings from a number of small-scale studies, first in 
East Asian countries, OrthoK is increasingly being used for the 
purpose of myopia control. Converging evidence from clinical 
trials based in Asia, Europe and in the US suggest that the rate 
of progression can be reduced by approximately 50% as 
measured by axial length changes with OrthoK compared to 
progression in those wearing single vision soft lenses and/or 
spectacles.22,23,24 As an explanation for this myopia treatment 
effect, it has been hypothesized that the reshaping of the 
central and paracentral corneal regions by OrthoK creates 
relative myopic defocus on peripheral retinal regions, thereby 
slowing eye elongation. While OrthoK lens wear reduces 
on-axis myopia by flattening the central cornea, the paracentral 
cornea steepens, producing a relative myopic shift off-axis.25,26 
Consistent with these corneal effects, in myopic children, 
off-axis (peripheral) refractive errors are reported to be more 
hyperopic relative to on-axis refractive errors. Simulation of 
such effects in animal studies using lenses designed to impose 
peripheral myopic defocus, a known “stop signal” to axial 
elongation, also slows progression of myopia.27,28 

Multifocal soft contact lenses as an alternative anti-myopia 
optical therapy: Distance center multifocal soft contact lens 
(MFSCL) designs, like OrthoK lenses, also appear to slow 
myopia progression. Clinical trials investigating their myopia-
controlling effects were fewer in number and generally smaller 
in scale than those involving OrthoK lenses, likely contributing 
to the much greater variability in published outcomes. None-
theless, the overall anti-myopia effects from MFSCL appear to 
be similar to those reported for OrthoK treatment,29,30 which 
may not be surprising given that both designs produce similar 
(myopic) shifts in peripheral defocus.31 Interestingly, MFSCL 
with center near designs also appear to be effective in 
controlling myopia (unpublished data), perhaps reflecting 
interactions between lens and ocular aberrations, which are 
known to influence the optimal state of focus of the eye.32

Although it has been consistently demonstrated in various 
animal models that myopic defocus, imposed with positive 
lenses, prevents the development and progression of myopia, 
clinical trials investigating the effects of bifocal (BF) and 
progressive addition (PAL) spectacles lenses on myopia 
progression have generally yielded disappointing, typically 
clinically insignificant results.33,34,35 Poor compliance with BF 
and/or PAL treatments may be one contributing factor, given 
that most children have little incentive to look down through 
the near add during near work. However, other optical 
differences between the various multifocal spectacle lens 
designs and MFSCL and OrthoK designs may be more impor-
tant in explaining their relatively poor treatment efficacy. 
Specifically, the total area of the positive defocus imposed by 
BF and PAL spectacle lenses is relatively limited and also 
gaze-dependent in both cases. Neither is true for OrthoK and 

MFSCL lenses. Evidence supporting this interpretation comes 
from a study using high set executive BF lenses, which also 
reported improved efficacy compared to typical multifocal 
spectacle lens studies.36

A common clinical practice, especially in Asia, is to undercor-
rect myopia when prescribing single vision spectacles in the 
hope of slowing down myopia progression. A handful of small 
retrospective and prospective studies on this topic have 
reported mixed results. However, the most recent of these 
studies, a 2-year prospective randomized controlled trial, found 
that undercorrection produced more rapid myopia progression 
and axial elongation compared to full correction.37 Nonethe-
less, the results of this study are difficult to interpret due to the 
use of variable amounts of undercorrection; the prescription of 
each subject was undercorrected by the amount which allowed 
them to maintain 20/40 visual acuity in each eye, which aver-
aged +0.75 D overall. Just how such treatments affect the 
retinal defocus experience during near work is also yet to be 
investigated but possibly relevant. Potentially valuable insights 
will be provided by the Full Correction and Undercorrection of 
Myopia Evaluation Trial (FUMET), a larger randomized, double-
blind, controlled trial that is currently underway in China. 
FUMET is designed to determine the efficacy of spectacle 
undercorrection by +0.50 D as a myopia control treatment 
option.38 However, pending the results of FUMET, undercorrec-
tion of myopia is not advised as a myopia control strategy.

Vision therapy for myopia control: Finally, vision therapy 
primarily focused on improving accuracy and/or facility of 
accommodation has also been used empirically as an anti-myo-
pia treatment. However, results of clinical studies investigating 
such effects have been equivocal.39 

Clinical Recommendations
Based on currently available evidence, OrthoK and MFSCL 
treatments are the most clinically viable options for myopia 
control, considering their significant efficacy and minimal 
long-term ocular side effects. Neither carry a greater risk of 
infection/adverse events than other daily wear or extended 
wear contact lenses,40,41 and furthermore, both options can 
easily be integrated into clinical practice. Children to consider 
fitting with these lenses are those who have progressed in their 
myopia by a diopter or more in one year and are mature 
enough to handle the insertion, removal, and care of their 
lenses independently or with very little parental help. Other 
factors to consider are age and level of myopia, and patient 
and parent motivation. Ideally, patients should adhere to 
anti-myopia treatment until stabilization of their myopia, which 
can take several years, even extending into early adulthood 
depending on their life choices.

In a practice setting, very few extra supplies and equipment 
are needed to provide these contact lens treatment options. 
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OrthoK requires a trial fitting set and a topographer is also 
essential to the fitting and follow-up process. Once the cornea 
has undergone reshaping, eyes are left with minimal refractive 
error, making it nearly impossible to detect mild myopic 
progression. Thus, in order to monitor progression, an IOL-
master or LENSTAR, which allow noncontact monitoring of 
axial length changes with high precision, is absolutely critical. 
For success in OrthoK fitting, completion of a certificate 
training process is also recommended. MFSCL require less 
investment. The Biofinity multifocal contact lens is a good 
option for children because of its center distance design; it 
offers better distance vision than near center designs, and has 
high oxygen permeability. It also comes with a few add 
options. Considerations in the initial add power selection 
include the current rate of progression, ocular posture at near 
(in the CONTROL study, near fixation disparities were neutral-
ized), as well as best correctable distance acuity, etc. Although 
changes in refractive error offer a more valid measure of 
progression in MFSCL than in the case of OrthoK, the pur-
chase of an IOLmaster or LENSTAR is strongly recommended 
to obtain axial length data as an independent measure of 
myopia control; this data also represents a valuable teaching 
tool for patients.

The appropriate selection for individual patients of OrthoK 
versus MFSCL is a multifactorial decision, based on the 
severity of baseline myopia, corneal curvature and asphericity, 
daily activities of the patients and financial and time invest-
ment, etc. OrthoK requires frequent follow-ups, especially 
during the fitting process, which may extend over a couple of 
months. There is also an upper limit to the amount of myopia 
that can be corrected with OrthoK, of around -6 D, with 
substantial individual variations. In general, with higher levels 
of baseline myopia, i.e., greater than -4 D, corneal reshaping 
effects also tend to decrease more quickly over the course of 
the day, increasing the likelihood of fluctuating vision and 
slight distance blur at night. On the other hand, fitting MFSCL 
is relatively straightforward and is less limited by the severity 
of myopia. However, many parents may be uncomfortable 
letting their children wear such contact lenses away from their 
guidance and monitoring during the day at school. Regardless 
of the modality selected, providing contact lens treatments to 
children for myopia control requires a comprehensive under-
standing of the treatment – its potential benefits, risks and 
limitations, with thorough patient/parent education being of 
paramount importance. 

The long-term potential beneficial effects of OrthoK and 
MFSCL on myopia progression strongly outweigh the potential 
risks associated with contact lens wear. Both treatments can 
be expected to reduce myopia progression by 50% on average 
compared to single vision correction options. Importantly, the 
anti-myopia effects from both modalities appeared to be 
without significant rebound progression should the treatment 

be discontinued before myopia has stabilized, in contrast to 
the case of topical 1% atropine treatment. 

What role does topical atropine have in the clinical manage-
ment of myopia? Because of the adverse ocular side effects 
and rebound effects reported for 1% topical atropine, its use 
is not advised. However, 0.02% topical atropine has recently 
been shown to be without significant effects on accommoda-
tion and pupil function;42 given the latter observation and 
findings of significant control effects with doses as low as 
0.01%, it seems reasonable to consider the off-label use of 
topical low dose atropine (0.01-0.02%) in rapidly progressing 
myopes and/or those for whom contact lenses treatments are 
not a viable option. Nightly instillation, just before bed, will 
also ensure that any effects on pupil and accommodation are 
minimized during the day. The services of a formulation 
pharmacy will be required to obtain a suitable product. 

Although further research needs to be done to obtain better 
understanding of the causes of myopia progression, the above 
treatment options for controlling progression warrant more 
wide-spread use in clinical practice. With early intervention, 
eye care practitioners can have a positive impact on the future 
of patients’ vision, minimizing their risk of pathological 
complications and permanent vision loss. 
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CE Questions
1.	 Children with which of the following are most likely to 

develop myopia:
a.	 No parents with myopia
b.	 One parent with myopia
c.	 Two parents with myopia
d.	 A family history of myopia does not affect the 

likelihood the child will develop myopia

2.	 The two methods most supported by clinical studies to 
control myopia progression are: 
a.	 Orthokeratology and soft multifocal contact lenses
b.	 Progressive addition lenses and soft multifocal  

contact lenses
c.	 Orthokeratology lenses and spectacle undercorrection
d.	 Progressive addition lenses and spectacle 

undercorrection

3.	 According to a National Eye Institute study, the prevalence 
of myopia in persons aged 12 to 54 years in the US from 
1999-2004 is:
a.	 25.0%
b.	 41.6%
c.	 64.2%
d.	 80.0%

4.	 Which of the following has NOT been shown to be effective 
in reducing myopia progression?
a.	 Topical atropine
b.	 Orthokeratology lenses
c.	 Soft multifocal lenses
d.	 Vision therapy

5.	 High myopia is associated with an increased risk of:
a.	 Retinal detachment
b.	 Cataract
c.	 Glaucoma
d.	 All of the above

6.	 What factors likely contribute to the progression of myopia?
a.	 Environmental factors only
b.	 Genetic factors only
c.	 A complex interaction of both environmental and 

genetic factors 
d.	 Neither environmental nor genetic factors play a role in 

the progression of myopia

7.	 Orthokeratology and soft multifocal contact lenses have 
been shown to slow down the rate of myopia progression 
by approximately what percent?
a.	 15%
b.	 25%
c.	 50%
d.	 75%

8.	 Why is atropine not a first-line treatment for myopia control?
a.	 0.01% topical atropine is not commercially available in 

the US
b.	 The long-term effects of daily topical atropine use are 

not yet known
c.	 Studies have shown a small rebound effect after 

cessation of treatment
d.	 All of the above

9.	 How does near work affect myopia progression?
a.	 Near work does not affect myopia progression
b.	 The duration of near work affects myopia progression
c.	 The intensity of near work affects myopia progression
d.	 Both duration and intensity of near work affect myopia 

progression

10.	  Which of the following prescriptions would be a good 
candidate for orthokeratology contact lenses?
a.	 -8.00 DS OU
b.	 -4.50 -3.00 x 180 OU
c.	 -1.00 -0.50 x 180 OU
d.	 None of the above

Name:

License Number:

Email Address:
Transcripts will be available online the Saturday after submission.

COA Members: No charge   Non-Members: $30

One hour CE credit. The deadline for receipt of 
answers is July 15, 2014. 	
	 Mail: 	COA — Education Coordinator 
			  2415 K Street, Sacramento, CA 95816
	 Fax: 		 916-448-1423    
	 Email:	education@coavision.org 

For more information visit  
www.coavision.org/i4a/pages/index.cfm?pageID=3330. 

CE@Home: May/June 2014 issue

Need more CE? Then come online!
COA’s continuing education offerings can also be found 
online! CE@HomeOnline features six high-quality, 
one-hour CE articles, in addition to the CE@Home articles 
in the magazine. Just visit coavision.org to access them!

The member price for each article is $15.  
Articles are posted at the beginning of February, April, 
June, August, October and December. For more 
information and to view articles, visit coavision.org. 

Good news! You can now submit your CE@Home 
answers online! Just click on the CE@Home Online logo 
at the bottom of our home 
page at www.coavision.org.

CE@Home
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Market Place

offering this winning combination 
of business and practice expertise. 
We’re in practice to advance  
your practice. 

•	 Nationwide practice sales
•	 Extensive business  

management expertise
•	 Advanced marketing strategies
•	 National database of  

qualified buyers
•	 Doctor owned
•	 Agents located nationwide

1101 Dove St., Ste. 225
Newport Beach, CA 92660
T: 877-778-2020  F: 949-390-2987

www.practiceconcepts.com 

Please see our display ad for  
current listings.
____________________________

Excellent optometric practice 
available for complete buy-out. 
Located in Turlock, CA. The 
practice is a modern, state-of-
the art, turn-key opportunity. No 
capital improvements needed 
to practice medical optometry, 
including Topcon DC 3 external 
imaging system, and Topcon 3D 
2000 OCT. Excellent net to gross 
ratios with ample free cash flows 
available after debt service, plus 
future opportunity to purchase the 
2400 sq. ft. office bldg. on a prime 
medical/dental corner. This is not a 
partnership, but an opportunity for 
complete sale. Owner doctor will 
remain as an employee 2 -3 days 
per week and assist with the transi-
tion over the following 1 – 3 years, 
as needed. Financing available. 
Please serious inquires, only, to  
rjohns@drrobertjohns.com
____________________________

Practice Consultants
A proven record of client satisfac-
tion. We have brokered more than 
$35 million in optometric practice 
transactions. Visit our website to 
learn more about the practices 
listed below, and to read what our 
clients say about us.

800-576-6935
www.PracticeConsultants.com 

Gary W. Ware, MBA, CBB, IEBBP
President
gary@PracticeConsultants.com

Alturas, CA:  
SOLD.   
Practice Consultants.

Hayward, CA:  
Gross $1.2 million. Mall location.  
Practice Consultants.

Marin County, CA: 
Outstanding optical shop with 
room for an exam lane.  
Gross $478,000. 
Practice Consultants.

Merced, CA: 
Gross $350k, lots of upside  
opportunity. 
Practice Consultants.

Santa Barbara, CA: 
Gross $374k with half-time OD; 
very profitable. 
Practice Consultants.
	
Santa Barbara County, CA: 
Gross $295k with half-time OD. 
Practice Consultants.

Susanville, CA: 
Revenue $310k on 20 OD hours. 
2 lanes and a lab. 
Practice Consultants.

We also have practices available 
in CT, FL, GA, HI, ID, LA, ME, MA, 
MI, NV, NJ, NY, OK, and OR; see 
www.PracticeConsultants.com for 
more information.
____________________________

Optometry Practice for Sale
Bonners Ferry in North Idaho

Only eye care provider in the 
county. Well-established 37yr. solo 
practice. Ready for Retirement.

255 K gross on 4 – day week
Great Opportunity for Growth

Call or email for information
208-267-2020
Markbarker2020@aol.com
208-267-8813 (fax)
208-267-9595 (home)

Help wanted

Ophthalmology medical office 
looking to add an Optometrist 
who will perform comprehensive 
eye health and vision examina-
tions. Diagnose disease and vision 
disorders. Detect general health 
concerns. Post op follow ups. Fit 
contact lenses and refractions. 
New graduates welcome to apply. 
Bilingual a plus but not required. 
Salary depending on experience.
 
Fax all resumes to: 760-775-8844 
or email to:  
tillym02171976@live.com.
Name of company:
Dr Clifford O. Brown M.D., Inc.
82-013 Dr Carreon Blvd. # H  
Indio, CA 92201
Phone 760-200-9909
____________________________

Permanent Full-time OD Position
Busy progressive two clinic private 
practice located on beautiful 
Whidbey Island in northern 
Washington State is seeking 
a career oriented long-term 
associate to join our team of three 
optometric physicians. Candidates 
must be dedicated to providing 
full scope medical care, have good 
communication skills, working 
knowledge of electronic health 
records systems and willingness to 
work in a team environment.  We 
have state of the art equipment 
and a dynamic team as well as a 
generous benefits package.  

Contact information:
Whidbey Vision Care, Inc. P.S.
Linda Waldrop
PO Box 1048
Freeland, WA 98249
eyes@whidbey.net
360-331-8424
www.whidbeyvisioncare.com 
____________________________

Experienced Optometrist needed 
for 2 days per week in a profession-
al, well equipped family vision care 
practice in Bakersfield, CA. Must 
have TPA and glaucoma certifica-
tion. E-mail cover letter, references 
and resume to  
gary@williamsod.com
____________________________

Part-time optometry help needed 
in Palm Springs CA. Our practice 
provides full scope optometry care.  
Email: drkatanod@verizon.net
Fax: 760-202-7556 
Tel: 760-202-7070
contact: Dr Katan
____________________________

Busy progressive two clinic private 
practice located on beautiful Whid-
bey Island in northern Washington 
State is seeking a career oriented 
long-term associate to join our team 
of three optometric physicians. 
Candidates must be dedicated to 
providing full scope medical care, 
have good communication skills, 
working knowledge of electronic 
health records systems and willing-
ness to work in a team environment. 
We have state of the art equipment 
and a dynamic team as well as a 
generous benefits package. 

Contact information:
Whidbey Vision Care, Inc. P.S.
Linda Waldrop
PO Box 1048
Freeland, WA 98249
eyes@whidbey.net
360-331-8424
www.whidbeyvisioncare.com
____________________________

Equipment for sale

Optical displays, shelves, and 
dispensing tables (originally 
from Fashion Optical) for sale: 
Total of 14 matching pieces, 
good condition. Please email 
garyfreestoneod@aol.com for 
photos or more information
____________________________

Phoroptor, NCT, slat walls:  
drvallin@sbcglobal.net to buy.

Practices for sale

Practice For Sale: 34 year-old 
practice established by current 
owner. Located in a small town in 
Sierra foothills between Sacra-
mento and Lake Tahoe. Only 
O.D. in town. Full scope practice 
with emphasis on medical eye 
care. Must be licensed to treat 
glaucoma in California. Lots of 
recreational opportunities nearby; 
nice place to live and raise a fam-
ily. Easy transition for new owner. 
Interested parties send brief 
note and contact information to 
divideeyedoc@yahoo.com.
____________________________

Practice Concepts offers a better 
approach to buying and selling 
practices. Alissa Wald, OD, a suc-
cessful practice owner, with her 
husband, Scott Daniels, and their 
national team of agents bring over 
75 years combined experience in 
management, financing and the 
hands-on skills of building a large 
private practice. Practice Concepts 
is the only west coast company 



Buying? 
      Growing?
  Selling?

Whether you are ready to buy, grow or sell a  
professional business, Practice Concepts practical 
approach, experience and straight-forward thinking 
provides the support you need and proven results  
that you can always rely on for success!

Practices For sale • Buyer services • aPPraisals 
Partner Buy-ins • coacHinG

Call for a FREE & Confidential Market Evaluation!     

877.778.2020
For more information go to: PracticeConcepts.com      

JUST REDUCED! RETAIL OPTICAL STORE FOR SALE:  Los Angeles, CA 
This well-established optical boutique is located in the high end area of Brentwood in Los Angeles 
where the tight knit community loves to support local businesses. Annual gross revenue is over 
$185K with tons of potential. (ID#76501)

OPTOMETRY PRACTICE FOR SALE:  Central CA  
This busy practice is located in a residential / industrial area in the agriculturally-rich, San Joaquin 
Valley. This is a turnkey practice with great cashflow, plus the real estate is also available for sale. 
This is a tremendous opportunity. (ID#76505)

NEW! OPTOMETRY PRACTICE FOR SALE W/ 2 LOCATIONS:  Central Coast, CA  
This well established practice has 2 locations in close proximity to one another near the beach 
off the central coast of CA. Both are less than a 90 minute drive south of San Francisco. Annual 
combined gross revenue is almost $1.6 million with stable revenue the last 3 years. (ID# 76520)

OPTOMETRY PRACTICE FOR SALE:  Coachella Valley, CA
Boasting about $200K adjusted net, this practice is located in the sunny Coachella Valley of 
California in a free standing building.  The space includes one exam lane, a large dispensary and a 
lab. Annual gross revenue is over $425K on weekday hours only. (ID#76504)

OPTOMETRY PRACTICE FOR SALE:  Coastal LA County, CA  
This well-established practice is situated 3 miles from the Pacific Ocean and 3 miles from LAX on 
a busy street with excellent visibility and rear parking. Annual gross revenue was over $630K in 
2012, and has great growth potential. (ID#76508)

OPTOMETRY PRACTICE FOR SALE:  San Diego County, CA
Location, location, location! This well-established practice is located in a highly-desirable, trendy 
neighborhood in San Diego surrounded by shops and restaurants. Annual gross revenue was 
almost $400K in 2012, with tons of room for growth potential. (ID#76511)

BOUTIQUE OPTOMETRY PRACTICE FOR SALE:  West Hollywood, CA  
Location, location, location! This boutique style practice is located in one of the most desirable 
cities in California -- West Hollywood. Annual gross revenue was over $395K in 2012 and is 
currently on the rise. (ID#76506)

OPTOMETRY PRACTICE FOR SALE:  Western Colorado  
This well-established practice is located in Western Colorado on a main street in a picturesque 
downtown neighborhood. Annual gross revenue is over $400K, with plenty of room for growth. This 
one won’t last. (ID#76518)

OPTOMETRY PRACTICE FOR SALE:  Near Atlanta, GA  
This great, 10-year-old practice is located on the first floor of a new medical building that is 
adjacent to the regional hospital. Annual gross revenue jumped to over $750K in 2013, from just 
over $500K in 2012. (ID#76500)

OPTOMETRY PRACTICE FOR SALE:  Near St. Louis, MO  
This great practice has 2 spacious locations situated near the St. Louis metro area.  The main 
practice is open 5 days per week and the satellite practice is open 2 days per week - both have 
room for potential and increased office/doctor hours. Combined annual gross revenue is over 
$880K. This turnkey practice is an excellent opportunity.  (ID#76509)

OPTOMETRY PRACTICE FOR SALE:  Near Akron, OH  
This great practice is located 10 minutes from Akron in a free-standing building that is situated 
directly across the street from a brand new medical center.  Annual gross revenue is over $440K on 
weekday hours only. Priced to sell. (ID#76495)

OPTOMETRY PRACTICE FOR SALE:  Western Ohio  
Located just north of Dayton, this well established practice features equipment upgrades, a 
spacious 5,000 square foot office and a very strong net profit. Annual gross revenue is over $850K.  
The area features quaint coffee shops, restaurants and boutique stores. (ID#76523)

OPTOMETRY PRACTICE FOR SALE:  Northern Idaho
This great practice is located in northern Idaho, situated along the Washington/Idaho border. 
Annual gross revenue is over $545K on 4 doctor days per week and weekday office hours only - 
lots of room for potential growth. (ID#76512)

OPTOMETRY PRACTICE FOR SALE:  Upstate NY  
This practice was started cold since 1939, and has been family owned since. This office is situated 
in a historic area with high visibility and high foot traffic. Over $275K gross in 2013. (ID#71028)

OPTICAL FRANCHISE FOR SALE:  Upstate NY
Location, location, location! This well-established optical franchise is located in Upstate New York 
in a high traffic area on a corner lot. Annual gross revenue is over $1 million. (ID#76507)

OPTOMETRY PRACTICE FOR SALE:  Monmouth County, NJ  
This 37 year old practice is located in an upscale, suburban area near the New Jersey shore. The 
office is situated in a condo unit on a main highway. Annual gross revenue is over $425K on 3 1/2 
doctor days per week. (ID#76503)

OPTOMETRY PRACTICE FOR SALE:  Vermont  
Location, location, location! This great, 40 year old practice is located near the state capitol in a 
professional building surrounded by breathtaking views. Annual gross revenue is over $550K with 
plenty of room for growth. (ID#76491)

COMING SOON! OPTOMETRY PRACTICE W/ 2 LOCATIONS:  Southwest Nebraska  
Over $1.1 million combined annual gross revenue! More details coming soon. 
(ID#76525)

PracticeConcepts.com      

PC_COA_TreeClassified_Ad_March-2014.indd   2 3/18/14   11:05 AM



46 california optometry

When & Where

May
13

COA Legislative Day
916-441-3990
jfacile@coavision.org 
www.coavision.org

18
SDCOS Contact Lens Symposium
619-663-8439
nancy-jo@sdcos.org 
www.sdcos.org

20
SVOS CE Meeting (2 Hours CE Credit)
    Cal Expo Courtyard Marriott, Sacramento, CA  
916-447-0270
jerrysue@svos.info
www.svos.info

June
2-5

SCCO CE programs (30 Hours CE Credit)  
714-449-7495
ce@scco.edu
www.scco.edu/ce

19
SDCOS Advancements in Glaucoma Procedures
619-663-8439
nancy-jo@sdcos.org 
www.sdcos.org 

25-29
AOA Optometry’s Meeting® 
    Philadelphia, PA  
www.optometrysmeeting.org

July
20

SDCOS Golf Tournament
619-663-8439
nancy-jo@sdcos.org 
www.sdcos.org 

24-26
SVOS Tahoe Summit (12 Hours CE Credit)
    Hyatt Regency, Incline Village, NV  
916-447-0270
jerrysue@svos.info
www.svos.info 

If you have an event you would 

like to promote, please send your 

listing to Rachael Van Cleave at 

rvancleave@coavision.org.  

View more upcoming events at: 

www.coavision.org. 

May 13, 2014
COA Legislative Day

Sheraton Grand Hotel in Sacramento 

November 7-9, 2014
Monterey Symposium

Monterey Marriott

C
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Get listed in 
California Optometry 
If you have events you would 
like printed in our When & 
Where section, please email 
Rachael Van Cleave at 
rvancleave@coavision.org with 
your event, the date and a 
contact number, email/website.



www.montereysymposium.com

NOVEMBER 7–9

You’re glaucoma certified — Now what?
Monterey Symposium’s glaucoma courses 
will help you navigate issues with coding, 
getting paid and other barriers to utilizing 
your hard-earned glaucoma certification.

2014

How will you:

Monterey Symposium will give you all of 
the tools you need to do this and more!

– Grow your practice?
– Prepare for health care reform?
– Make sure you get paid?



Give us a try FREE!
And help support the  
California Optometric Association!

   Vision West is the preferred eyecare 
business group of the California  
Optometric Association (COA).

   To date Vision West has given the  
COA over $7 Million back in support!

   No membership fee and no minimum 
purchase or volume requirements

   Competitive discounts on the largest 
selection of optical, lab and business 
service vendors in the industry.

   Premium Customer Service and 24/7 
online account access and Practice 
Management tools

   No hassle, no fee early  
credit service

www.vweye.com

GIVE US A 3 MONTH TRIAL
 You have nothing to lose and everything to gain —  
no administrative fee charges for 3 months!

For more information and to join today, just call  
a Customer Service Specialist at 800.640.9485.


