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Abstract
The concept of a private practice residency in optometric vision therapy and
rehabilitation was ﬁrst advocated by Dr. W.C. Maples in an editorial in the
Journal of Behavioral Optometry.1 Dr. Maples noted that although optometric residencies in this area of care have been available since the 1970s, a variety of factors have constrained accessibility to behavioral vision care in private
practice. The principal focus of this paper is on the challenges faced by a private
practice residency program and the goals of the program relative to the outcome
for the resident, the residency site and delivery of vision therapy and rehabilitation services. Our perspective is that private practice residencies can beneﬁt
from the track record of institutional residencies, but present a unique set of
attributes and considerations. Our primary purpose in presenting this information is to increase awareness in the academic and clinical communities about a
new Southern College of Optometry-aﬃliated residency in vision therapy and
rehabilitation as an option for post-graduates.
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here is signiﬁcant need for
optometric services with regard to vision and learning.
As reviewed by Garzia, approximately 5% of the total school
enrollment receives special educational
services, with reading disability representing 80% of this population.2 At
least 20% of individuals with learning
disabilities are thought to have a prominent visual information processing deﬁcit, with another 15% to 20% having
problems with visual eﬃciency.3
Similar epidemiologic need arises in
the population of patients with traumatic brain injury (TBI). Because the
majority of patients with TBI manifest
oculomotor abnormalities, it is not surprising that diﬃculty with reading is a
common and unmet need in individuals with traumatic brain injury.4 It is
diﬃcult to ascertain the precise number of doctors providing vision therapy
and rehabilitation services, or the number of optometric oﬃce visits per year
dedicated to these services. However,
surveys estimate that there are 2 million
visits per year for services related to vision therapy and rehabilitation, which
includes elements of sports vision and
low vision, representing approximately
4% of all visits.5
Another way of assessing need is by the
frequency of diagnostic procedures conducted. A survey of optometrists by the
National Board of Examiners in Optometry shows that behavioral vision/
sensorimotor evaluations were done at
a frequency of 3.7% of all diagnostic
procedures.6 However, the same survey
shows that convergence insuﬃciency
was listed as a diagnosis in only 0.36%
of the cases. Given that the prevalence
of this condition is much higher in the
population, and that this condition is
readily amenable to vision therapy, this
suggests that vision therapy conditions
are underdiagnosed and undertreated.
The demand for vision therapy services
is projected to steadily increase. We
anticipate this is due to the success of
two major research initiatives, the Convergence Insuﬃciency Treatment Trial
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t 3FTJEFOUT JO JOTUJUVUJPOBM QSBDUJDF
obtain valuable experiences, but
these experiences are often fragmented. A private practice residency would better position the individual to integrate knowledge and
experience within the framework
of primary care practice.
t /FX HSBEVBUFT BSF TPNFUJNFT EJTcouraged when other professionals
in the community oﬀer baseless
criticism of vision therapy. An institutional resident is more shielded
from these issues by the reputation
of the college or university at large,
whereas the private practitioner
The demand for post-graduate edumust learn to deal with these issues
cation in vision therapy may also be
more directly.
linked to increased interest in board
certiﬁcation in optometry. Fellowship t &YUFSOTIJQT JO QSJWBUF QSBDUJDFT
in the College of Optometrists in Vithat excel in delivery of vision thersion Development (COVD) is recogapy and rehabilitation services have
nized as providing a level of competency
been oﬀered through most Assotoward generalized board certiﬁcation.
ciation of Schools and Colleges of
In addition, a vision therapy residency
Optometry (ASCO) institutions,
is recognized by COVD as partial fuland have served the profession
ﬁllment of the requisite patient care
well. Students who have particihours required to sit for its certiﬁcation
pated in these elective rotations re9
examination. Over the past 10 years,
port positive experiences in gaining
the number of doctors and therapists
appreciation of the value of vision
presenting for COVD certiﬁcation has
therapy services to the public and
been steadily increasing.
to the practice.
Issues in Clinical Education t 0QUPNFUSJTUT XIP TVQFSWJTF UIFTF
externships increasingly look forin Private Practice vs.
ward to their roles as teachers/menInstitutional Practice
tors and appreciate the recognition
The basic issues that Dr. Maples prethe optometric institution aﬀords
sented,1 and our elaborations, are as
them. Being an eﬀective precepfollows:
tor requires a signiﬁcant degree of
commitment to education. Some
t 3FJNCVSTFNFOU GPS QBUJFOU DBSF
sites have either provided housing
services through institutional resior a stipend toward housing for the
dencies are often predicated on
student.
third-party reimbursement, which
is not the predominant mode of t &YUFSOTIJQT DVSSFOUMZ SFRVJSF B
private optometric practice in this
dual reporting mechanism, with
ﬁeld. New graduates are therefore
the optometrist communicating
unprepared for generating income
the student’s progress, and the stuthrough vision therapy services in
dent communicating the quality of
the manner in which private practhe educational program. Private
tices succeed in this area of service.
practice residencies would extend
this mutual commitment.
t ɨF TPDJPFDPOPNJD QSPmMF PG QBtients being seen in institutional t "QSJWBUFQSBDUJDFSFTJEFODZTFFLJOH
practice can be considerably diﬀeraccreditation from the Accreditaent than those seen in private optotion Council on Optometric Edumetric practice. For vision therapy
cation (ACOE) has many of the
and rehabilitation, this has signiﬁsame elements required to become
cant impact on compliance, travel
an extern site, but entails far more
and other logistics that inﬂuence
rigorous ongoing procedures. Nevpatient care outcomes.
ertheless, it has been accomplished
(CITT) and the Amblyopia Treatment
Study (ATS). The CITT results suggest
that the outcome for treatment of CI,
the most prevalent type of binocular
dysfunction, is considerably better with
in-oﬃce therapy.7 This can be expected
to increase the demand for optometrists
with the skills necessary to provide inoﬃce treatment services. The ATS results to date suggest that the window for
treating amblyopia is at least through
age 17.8 This eﬀectively increases the
number of treatable patients, thereby
increasing the demand for doctors able
to guide their treatment.

Optometric Education

88

in other areas of practice.
t ɨF SFTJEFOU XPVME DPOUSBDUVBMMZ
agree to meet the stated mission,
goals and objectives of the program. The ﬁnancial arrangements,
beyond salary, would be developed
by the oﬃce and educational institution according to the ACOE
requirement. A key feature is that
student loans are deferred during
the period of the residency.
t ɨFTQPOTPSJOHPQUPNFUSJTUXPVME
be required to periodically meet
with the resident and teach the intricacies of conducting and administering a vision therapy practice. A
major goal of the residency would
be to develop a practitioner who,
upon completion of the program,
has the ability to successfully start
and develop a practice or enhance
an existing practice with an emphasis on the provision of vision
therapy and rehabilitation services.
t ɨF CFOFmU UP UIF PQUPNFUSJD PGﬁce would be that for that year, it
would have a highly trained optometrist working in the oﬃce and
generating income. The greater
beneﬁt, however, would be to the
behavioral optometric community
and to society in general.
t "U UIF FOE PG UIF ZFBS  UIF SFTJdent would be encouraged to go
to another geographic area and set
up his/her own practice that has a
signiﬁcant segment devoted to the
provision of behavioral optometry.
Certainly, if the practice and the
resident ﬁnd they are compatible, a
more permanent associate or partner relationship may develop. In
both instances, the ability to provide behavioral optometric care to
the public would be increased.
In structuring a private practice residency, the sponsoring optometrist can
build upon successful elements of institutionally based residencies in vision
therapy. Private practice residencies
should be viewed by educational institutions as providing the applicant with
alternative rather than competing interests to an institution’s in-house programs. As reviewed by Rouse and Appelbaum, a typical residency program is
10% didactic, 60% patient care, 10%
teaching, 10% research, 5% thesis or
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research paper, and 5% self-study.10 The
sponsoring optometrist should be an
individual with either an extensive personal library or internet-based resources
through which didactic and self-study
modules can be guided. This encourages the resident to develop good habits
toward a life-long independent pursuit
of learning. Teaching can be accomplished in several ways. If the practice
is an externship site, the resident can
take an active role in assisting with the
preceptor’s function as a clinical educator. Vision therapy practices often utilize therapists, and a teaching role can
be structured around case-review and
various in-service presentations. Research and other scholarly activity can
be engaged through the sponsoring optometrist’s aﬃliation with a college of
optometry or other aﬃliations. Active
involvement in organizational optometry, including attendance at key specialty meetings in vision therapy and
rehabilitation, should be encouraged.

Private Practice Residency
Sites in Vision Therapy and
Rehabilitation
There are currently 10 recommended
titles for ASCO residencies:
t 'BNJMZ1SBDUJDF0QUPNFUSZ
t 1SJNBSZ&ZF$BSF
t $PSOFBBOE$POUBDU-FOTFT
t (FSJBUSJD0QUPNFUSZ
t 1FEJBUSJD0QUPNFUSZ
t -PX7JTJPO3FIBCJMJUBUJPO
t 7JTJPOɨFSBQZBOE3FIBCJMJUBUJPO
t 0DVMBS%JTFBTF
t 3FGSBDUJWFBOE0DVMBS4VSHFSZ
t $PNNVOJUZ)FBMUI0QUPNFUSZ
The ASCO description of a residency
in optometric vision therapy and rehabilitation indicates that the majority
of the didactic and clinical curricula
will be devoted to topics and practice
relevant to dysfunctions of eye movement, accommodative, binocular and
perceptual systems, reduced visual acuity and compromised visual ﬁelds.11
The title of each residency reﬂects the
primary focus of the clinical subject
area and indicates advanced clinical
education in that subject area. Some
Optometric Education

programs choose to focus on two of the
10 areas.12 Private practice optometric
residencies in vision therapy and rehabilitation inevitably include a focus on
pediatric optometry as well.
The ﬁrst private practice residency
program in vision therapy and rehabilitation was established by Dr. Stanley Appelbaum in 2008 in aﬃliation
with Southern College of Optometry
(SCO) under the guidance of Dr. Bart
Campbell, Director of Residencies, and
subsequently Dr. Cheryl Ervin.13 Four
similar programs followed, each having
the principal optometrist in the practice serving as the residency supervisor.14 The supervisor reports directly
to the SCO director of residency programs, who in turn reports directly to
the SCO Vice President for Academic
Aﬀairs. The current private practice
residency programs are:
t Site 1: Vision Therapy/Rehabilitative Optometry, Appelbaum Eye
Care Associates, PC, Bethesda and
Annapolis, Md.
Residency Supervisor - Dr. Stanley
Appelbaum
t Site 2: Vision Therapy Group, Sensory Learning Center, Flint, Mich.
Residency Supervisor - Dr. Bradley
Habermehl
t Site 3: Pediatric Optometry/Vision
Therapy & Rehabilitation, Child &
Family Optometry, Wichita, Kan.
Residency Supervisor - Dr. Patrick
Pirotte
t Site 4: Vision Therapy, EyeCare
Professionals, P.C., Hamilton
Square, NJ.
Residency Supervisor - Dr. Barry
Tannen
t Site 5: Vision Therapy and Rehabilitation, The Vision and Learning
Center at Family Eyecare Associates, P.C., Fair Lawn, NJ.
Residency Supervisor - Dr. Leonard Press.
In each of these sites aﬃliated with
SCO, the resident is deﬁned as an employee of the practice, and the residency
stipend is paid by the practice. The stipend is in the range of $31,000 for the
year. Professional liability protection
is provided by the site. Residents are
89

required to present credentials according to the SCO policy for credentialing
of residents. The ﬁnancial package for
the resident is oﬀset by revenues that
the resident generates for the practice
through patient care. The residents
must be licensed in the state in which
the practice is located, and participation in third-party care is subject to the
policies of the practice for its Doctors
of Optometry. Applicants must complete the SCO application forms, but
need not be students at SCO to apply.
The sites utilize the Optometric Residency Matching Service (ORMS) and
are accredited or in the process of being
accredited by the ACOE.

Residency Accreditation
It is policy at SCO that each of its residency programs be fully accredited by
the ACOE. Accreditation veriﬁes that
educational institutions and residency
programs aﬃliated with these institutions have attained an optimal level of
educational eﬀectiveness, integrity and
quality. In eﬀect, the process of attaining accreditation is a determinant of
educational quality. In addition, many
formal actions, such as governmental
funding and state licensing boards, are
based on accreditation status.
The accreditation process requires educational institutions and programs to
conduct a self study to determine if
their mission and goals are achieved, to
evaluate recommendations made by an
impartial site visit team, and to execute
internal actions to address those recommendations. A program is evaluated
during the ﬁrst year in which a resident
is enrolled in a program and every seven
years thereafter. This periodic review requires that programs continually monitor their program and conduct assessments of the outcomes.
Once a program and educational institution form an oﬃcial aﬃliation and
enroll their ﬁrst resident, a program site
visit is arranged with the ACOE. Ideally, this site visit would occur several
months into the residency to ensure
that there is enough measurable data
to analyze. Subsequently, the site visit
team formulates and submits a report
to the ACOE based on its ﬁndings.
The ACOE then fully accredits a program or makes recommendations that
Volume 36, Number 2 / Winter/Spring 2011

if implemented could result in full accreditation. The program is given a
speciﬁed amount of time in which to
submit a progress report to the ACOE.
The entire process typically takes several months; however, once accreditation
status is obtained it is retroactive to the
date of the initial site visit. As a result,
even though residents enrolling in a
new residency program will enter an
unaccredited program, they should have
conﬁdence that they will graduate from
a fully accredited optometry residency
program. The process of obtaining accreditation can be time-consuming for
a new residency supervisor; however,
full support and assistance should be
expected from the aﬃliated institution’s
director of residency programs.
To assist with the residency accreditation and review process, the resident
maintains an activity log to document
the number and types of clinical encounters. This helps ensure a broad
exposure in line with the goals of the
program description. The general categories of activity are:
t Patient encounters in any aspect
of patient care: This would include participating in or conducting parent conferences, evaluation
or progress evaluation. It would
also include observation or secondary or principal participation or
practice management.
t Scholarly activities in any aspect
of reading and/or presenting
scholarly material: This would
include articles, books, internet
searches on a topic, case conferences, lunch seminars, COVD meeting activities or help in preparing
articles for publication.
t Teaching of externs or therapists
related to either A or B: This
would include assistance in orienting on case programming, demonstration of procedures, and role
playing of administering preliminary testing, vision therapy tests
and vision therapy procedures.
SCO requires that both its residency
supervisors and the residents complete
quarterly online evaluations. The evaluation by the resident remains conﬁdential so that the resident is encouraged to
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critique the supervisor and the program
constructively. Conversely, the online
evaluation by the supervisor must be
signed oﬀ on electronically by the resident to document awareness of incremental progress and areas identiﬁed for
improvement in meeting the program’s
goals.

Conclusion
In this paper we have identiﬁed basic issues and challenges that both the
residents and program supervisors face
in maximizing success. As modeled by
ASCO, the most successful graduates of
residency programs are self-motivated,
enthusiastic and hard-working. These
are individuals who recognize early that
what one gets out of the program is
determined by what one puts into the
program. Dedication, discipline, commitment and enthusiasm are required
throughout the year of training. Not
surprisingly, these are the qualities that
characterize the practitioners who are
at the vanguard of supervising the ﬁrst
wave of private practice residencies in
vision therapy and rehabilitation.
It would be premature to encourage
more practitioners to apply as site providers at this juncture. To date, only
one resident has completed the process,
so we do not as yet have data to support the success of the program. For
the 2009 program, two of the three
sites did not have a viable applicant
and the program went unﬁlled at those
sites. However, the application pool for
the 2010 private practice vision therapy
SCO residency programs had increased
to an average of ﬁve applicants per site.
Each of the ﬁve programs reportedly
was working with an excellent resident,
with several of the residents having
been ranked at the top of their respective graduating classes. Our projection
is that as the ﬁve current sites produce
highly trained and successful residents,
the applicant pool will continue to expand, thereby warranting additional
sites.
It should be clear that the program is
not in direct competition with institutional residencies in vision therapy
and rehabilitation. Rather, it poses a
viable and complementary alternative
to institutional residencies. Applicants
who envision a career predominantly in
clinical academia or research are better
90

served by applying to institutional residencies. Conversely, applicants leaning
toward a career predominantly in private practice should be encouraged to
apply to private practice residencies.
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