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Larry Frohman, MD
• Professor of Ophthalmology and 

Neurosciences
• Rutgers-New Jersey Medical School
• Executive Vice President, NANOS
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I had the pleasure of introducing Mark two years ago when he gave the Hoyt Lecture.  Thank you for that wonderful introduction, Mark.  (Payback is indeed a bitch.)



DISCLAIMERS
1. The opinions herein are solely my own, and do 

not necessarily represent  those of NANOS or of 
any other organization/institution I am associated 
with.

2. Of course I have a financial interest in the 
economics of neuro-ophthalmic practice

3. But no economic or other factors  are creating 
any conflict of interest with what I say.
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In our field, we all owe a debt of gratitude to this great man who just reached his 90th birthday.  If we were not trained by him, many of us were trained by his academic children, grandchildren, and by now, probably great grandchildren And this impact has most certainly not been limited to the United states





An Interview with William F. Hoyt, MD
              
Kline, Lanning B.
Journal of Neuro-Ophthalmology. 22(1):40-50, March 2002.
doi: 




PAST HOYT LECTURERS

• 2001 Tom Carlow
• 2002 H Stanley Thompson 
• 2003 Simmons Lessell 
• 2004 Creig Hoyt
• 2005 Neil Miller
• 2007 Joel Glaser
• 2008 Peter Savino

• 2009   Norman Schatz
• 2010   Jonathan Trobe
• 2011   Steven A. Newman
• 2012   Alfredo A. Sadun
• 2013   Nancy J. Newman
• 2014   Mark Kupersmith
• 2015   Anthony Arnold
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.
Here is the list of the giants whose shoes I am walking in today.  

Somehow, when it came to me, I think the selection committee forgot how to measure feet.


I am honored to have been selected to give this talk and become a Hoyt lecturer.  I go back to one of my guiding lights to summarize how I really feel
(NEXT PICTURE)



• “I don't want to 
belong to any club 
that will accept me 
as a member.”

6

Presenter
Presentation Notes









http://theendlessfurther.com/wp-content/uploads/2011/03/Professor-Groucho-Marx2.jpg





HOYT LECTURE
“Stop Pouring, Start Casting”

J. Campbell
University of Birmingham, UK

• Copyright c 2012 American Foundry Society

• Editor’s Note: The Charles Edgar Hoyt Memorial Lecture is 
presented each year during the American Foundry Society’s 
Metalcasting Congress to provide an opportunity for leading 
metalcasting experts to express their thoughts on a topic of 
their choosing. 
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To prepare for this Lecture, I googled prior Hoyt Lectures, and I came across this beauty that I thought could be a model for my talk.  But yesterday, I noticed that  it was a Hoyt lecture given annually not at the AAO, but at the American Foundry Society.  Oh, well.  (throw papers in the air)



• So, now, for 
something perhaps 
not completely 
different, I will talk 
about something I 
know nothing about
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Can A Unique Little Specialty Show Us 
Some Pervasive Issues With The Old 

and New Models Of Healthcare 
Delivery?
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WHO I AM NOT
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https://www.youtube.com/watch?v=zxuPJfXhLHg

https://www.youtube.com/watch?v=zxuPJfXhLHg




AUDIENCE

SPEAKER
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I apparently was chosen because I can predict the future.  Here is what the room will look like in 20 minutes

I speak not just from the perspective of being EVP of NANOS, but I have also been president of my medical school’s practice plan for much of the last 25 years, so I have absorbed a bit about health care delivery.

I am up here to deliver the message that we need to do 
some things differently if we wish to insure a future supply
of not just Neuro-ophthalmologists, but also of several subspecialties who diagnose and care for complex patients.  



AGENDA

• The Problem
• How The Problem Is Changing
• What We Can Learn From Our 

Foreign Colleagues
• How We Can Alleviate The Problem
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Here is our agenda. 



CURRENT LANDSCAPE/PROBLEM:
THE DISCONNECT

• Neuro-ophthalmologists (N-O) are all busy
• WSJ 2008 N-O earn 2/3 of comprehensive 

ophthalmologist 
• Getting worse 
• Pure consultative neuro-ophthalmologists who are 

taking on the most complex cases are getting too 
financially squeezed to continue to do so.
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Currently, most N-O are as busy as they want to be, with waits for visits common.  Yet, N-O earn much less than a comprehensive ophth, let alone other subspecialties.  This disconnect between supply and demand appears to be getting worse, and many pure consultative neuro-ophthalmologists are getting too financially squeezed to continue to take lengthy complex cases.



Suspension of Economic Laws
• Shortage of N-O 

• Typically about 1/6 medical schools are recruiting
• Often for long periods of time

• Potentiated as many are struggling to sustain practice after 
a distressing sequence of events

• Not targeting N-O
• Innocent bystanders sustaining collateral damage 
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About 1/6 medical schools are recruiting, often chronically.  N-O is looking less attractive to residents largely due to a strange series of events that were really not targeting us.



SOME INCITING FACTORS
• REVENUE FACTORS

• Elimination of consults codes
• Pressure to code lower than reality- audits
• Not comparing audit data to a true peer group
• Down-valuation of specialty services to fund primary care efforts

• PRODUCTIVITY FACTORS
• Time for Clearance of imaging studies and specialty drugs
• Impact of scans on discs prolonging time for review
• Time to use EMR in a field where one EMR does not fit all specialties

• EXPENSE FACTORS- OVERHEAD
• Departments using blended overhead structure, such that lean 

neuro-ophthalmology practices tithed as if they were a specialty 
that utilized more resources
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As you see here, N-O have been hit on the revenue side, the productivity side, as well as by practice expenses.



CONSULT STORY- INCOME SIDE

• N-O did a lot of consults- nature of practice
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Consult codes are a good example of collateral damage on the revenue side. Consult codes were eliminated because CMS felt they were being used inappropriately by many.  CMS claimed their action would only cause a very small financial impact.

But this disproportionately hurt specialties who did lots of true consults.  As many Neuro-ophthalmologists only accept patients on referral, you see why this was a blunderbuss solution applied indelicately to our specialty.

 https://images.search.yahoo.com/yhs/search;_ylt=AwrB8pdx6.9XHlsAEQcunIlQ?p=blunderbuss&fr=yhs-mozilla-004&hsimp=yhs-004&hspart=mozilla&imgl=fsu&fr2=p%3As%2Cv%3Ai#id=0&iurl=http%3A%2F%2F4.bp.blogspot.com%2F-YW0RBAB78oo%2FUPSWSYtdlTI%2FAAAAAAAAa0o%2Fo5fQlUm7SjM%2Fs1600%2Fblunderbuss.jpg&action=click





CONSULT STORY- PRODUCTIVITY
• In same practice, 99245 became 99215

• 45% reduction in payment
• WITHIN SAME PRACTICE: 

• 99245 is now 5.37 total RVUs
• 99215 is now 3.13 RVUS
• Reduction of 42% of RVU’s for same work!!

• OUTSIDE PRACTICE WORK RVUS
• 99204 vs 99244

• 2.3 v 3.02 (24% reduction)
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But, if, as is the case for most N-O- you are in an academic or large group practice, this hit was beyond just the loss of the consult RVU’s and dollars. Previously, if a member of your group requested a consult, it could be reimbursed as such.  With consults gone, when your group asks you to see a patient, in many practices, you have to bill a follow-up visit.

We explained to CMS wonks some years back that what they said was a small reduction was actually a 45% loss from billing a 99215 instead of a 99245.

And if your productivity is determined by bean-counting RVU’s, overnight, despite doing the same work, suddenly, one was seen as being less productive, when it was nothing more than an artifact of coding regulations.






“SAME SPECIALTY CODING PROFILE 
AUDITS”

• Coding at too high a level
• Ordering too many scans

• Doing too many procedures
• Not so if use proper peer group! 
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Many of our members are beginning to hear from carriers that they feel we are either coding at too high a level, or ordering too many scans or procedures. The problem is our coding profile is being compared to ophthalmology as a whole, not to peers. 
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But here is reality- we are really not that different if one looks at peer data. 

We have analyzed every single claim submitted nationally to CMS in 2013. We found that neurologists code new visits at level 4 or 5 about 90% of the time.

Our Neurology trained members, who have to consider 2 organ systems are at about 92%. Ophthalmology as a whole billed new level 4 and 5 codes about 79% of the time, and ophthalmic NANOS members were about 84%.  

We are not very different than our closest peer groups.

By comparison, you see the data for two groups of primary caregivers
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In follow-ups, neurologists coded level 4 or 5 codes 66% of the time.  NANOS Neurology trained members were at 71%.  Ophthalmologists used these codes 34% of the time, and the ophthalmic NANOS members used them 44% of the time.  Certainly not a high number, especially when you see that internists were at 50% and family medicine at 48%.

 OK, so that is the environment we have been seeing patients in.  What has happened more recently and what is coming up?




21

Primary Care 
Physicians (Fish)

Surgeons & 
Proceduralists 
(Fowl)

Cognitive 
Physicians

Presenter
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As available health care dollars have contracted, we evolved into a tug of war between physician groups over a shrinking pie.  This is largely perceived by government as between two groups.

The primary care physicians, here on the left, or, “the fish”, who did no surgery, and the surgeons and Proceduralists, or fowl, on the right, who did so.

In the middle, we find those specialists, often called cognitive specialists, who are neither PCP’s nor surgeons, trying to hold on while navigating  the great divide http://peel.library.ualberta.ca/pcimages/PC/007/web/PC007874.jpg

https://commons.wikimedia.org/wiki/File:Smallmouth_bass.png
http://publicdomainpictures.net/view-image.php?image=6757&large=1


http://www.firstconcepts.com/the-assumptions-that-tanked-our-economy/comment-page-1/




THE LION’S SHARE
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PCP’s

Surgeons & 
Proceduralists

Presenter
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The undervaluation of financial reward was perceived as a causative factor for the shortage of primary care physicians

https://www.pexels.com/photo/animal-africa-zoo-lion-33045/

http://108namesconstitution.wikispaces.com/Justice
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This is MGMA data showing that the gap has been widening.   CMS and  Congress began to take notice.  They got the health care wonks involved. Having used the term wonks twice now, I guess need to give my definition.



HEALTHCARE WONK, def

• One who knows damn well that 
he /she better not get really sick in    
the health care system that they 
are designing.



GOVERNMENT AND CMS AT WORK
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PCP’s
Surgeons & 
Proceduralists
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They decided it was best to play Robin Hood, transferring allocations that were traditionally given to surgeons and Proceduralists, and gave them to primary care physicians, assuming it would make these disciplines more attractive to medical students.  




https://openclipart.org/detail/244044/brass-scales-of-justice



Merritt  Hawkins Compensation Report-2016
SPECIALTY AVERAGE SALARY % INCREASE OVER PRIOR YEAR

Family Medicine 225,000 13.6

Psychiatry 250,000 10.6

Internal Medicine 237,000 14.5

Hospitalist 249,000 7.3

Nurse Practitioner 117,000 9.3
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It worked for those practice’s bottom lines- we have recently seen huge one year increases in average salaries for these primary caregivers.  So the health care wonks thought all was right with the world.





Cognitive Specialists: 
Neither Fish nor Fowl

• Rheumatology
• Endocrinology
• Infectious Disease
• Neurology
• Neuro-ophthalmology
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But they forgot about the cognitive specialists, who were neither fish nor fowl.  This includes Rheumatology, endocrinology, Infectious disease, neurology, and of course neuro-ophthalmology.

Does anyone know a rheumatologist or endocrinologist who is waiting around with nothing to do hoping someone will send them a patient?  

These undercompensated disciplines are in short supply and are finding it difficult to recruit people to train.

http://anniemachon.ch/annie_machon/2012/06/what-whistleblowers-want.html/neither_fish_nor_fowl_2-2

IF NEED, REF 

http://www.the-rheumatologist.org/article/attracting-more-medical-students-to-rheumatology/    
  http://www.healio.com/endocrinology/diabetes/news/print/endocrine-today/%7B511d7427-678b-42e0-9b7b-4e374fabc62a%7D/us-endocrinologist-shortage-affects-access-to-care-physician-satisfaction
http://journals.lww.com/infectdis/Citation/2015/07000/Infectious_Disease_Manpower__A_Looming_Crisis.15.aspx



Here is what CMS and Congress 
Forgot
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In the eyes of CMS, you were either a PCP, or not.  The income transfer to assist PCP’s forgot about cognitive specialists, who since they were not PCP’s, were, despite already being underfunded and harmed by the loss of consults,  getting taxed  just like orthopedic surgeons, to better reimburse primary care physicians.  This has just made the situation worse for these disciplines.

http://keenermath2.wikispaces.com/Chapter+1



Bottom Dwellers from Medscape 
Compensation Survey

• PCP’s
• Internal Medicine, Family Medicine, Pediatrics

• Neurology 
• Rheumatology
• Psychiatry
• Endocrinology
• Infectious Diseases

• Look familiar?
29
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Medscape released a survey a few months ago on specialty compensation

Here are the bottom dwellers. (POINT)  




In The Old Days, Ophthalmology 
Departments Had The Resources To 

Subsidize If Necessary
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Complicating the reimbursement issue is that about ¾ of our neuro-ophthalmologists reside in academic medical centers, bearing the responsibility  for training the next generation.

Even sympathetic chairs are finding it hard to locate dollars to support their N-O. 

As control of practices moves from the department level to the centralized practice plan, the people reviewing productivity are further removed from the realities of neuro-ophthalmic practice and cannot be bothered by attending to the vagaries of unusual specialties.  So we are erroneously labeled as less productive. And similarly, if a chair recognized an inequity on the expense side and alleviated it to support the neuro-ophthalmologist, the central practice plan rarely sees the value of doing so.
http://redsarmy.com/wp-content/uploads/2013/07/EMPTY-POCKETS-FEATURED.jpg





Getting hit from all sides in academic practices…
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In short, N-O and cognitive specialists are getting hit from all sides



https://images.search.yahoo.com/yhs/search;_ylt=AwrB8qAe.e9XUE0ADFEunIlQ;_ylu=X3oDMTBsZ29xY3ZzBHNlYwNzZWFyY2gEc2xrA2J1dHRvbg--;_ylc=X1MDMTM1MTE5NTY5NARfcgMyBGJjawM5bHRlYmt0YnE1Yjk2JTI2YiUzRDMlMjZzJTNEMmgEZnIDeWhzLW1vemlsbGEtMDAyBGdwcmlkA2FJQnUzMU1KVDBpLnNsWG4zVHNTQ0EEbXRlc3RpZANudWxsBG5fc3VnZwM2BG9yaWdpbgNpbWFnZXMuc2VhcmNoLnlhaG9vLmNvbQRwb3MDMARwcXN0cgMEcHFzdHJsAwRxc3RybAMxOARxdWVyeQNtdWx0aXBsZSBjYXIgY3Jhc2gEdF9zdG1wAzE0NzUzNDQ2OTMEdnRlc3RpZANudWxs?gprid=aIBu31MJT0i.slXn3TsSCA&pvid=lQlLeDY5LjGa9cunV6KtJghhMjQuOQAAAABy_eXy&p=multiple+car+crash&fr=yhs-mozilla-002&fr2=sb-top-images.search.yahoo.com&ei=UTF-8&n=60&x=wrt&imgl=fsu&hsimp=yhs-002&hspart=mozilla#id=3&iurl=http%3A%2F%2Fwww.ezee.ca%2Fhighway-crash-multi-car-pile-up-multiple-vehicle-collision.jpg&action=click




PAST & FUTURE EXTINCT SPECIES?
(Which is the dodo?)
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***And this is what we are trying to avoid



https://upload.wikimedia.org/wikipedia/commons/thumb/a/ae/Dronte_dodo_Raphus_cucullatus.jpg/150px-Dronte_dodo_Raphus_cucullatus.jpg

https://commons.wikimedia.org/wiki/File:Triceratops_BW.jpg



Peter McDonnell Ophthalmology 
Times 2004

• “Not having a neuro-
ophthalmologist would be quite a 
blow to the teaching and patient 

care functions of most
departments.”
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With all of these convergent factors, about 20% of academic departments are chronically looking for a N-O.  Again, demand for N-O, both clinically and as teachers, exceeds supply.  

We certainly agree with Dr. McDonnell’s statement (POINT)




OLDSPEAK ADVICE- Ophthalmology, 
2005

How to support /retain neuro-
ophthalmologists in academic depts.

8. Promote multitasking/dual training
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Some years back, we listed what ophthalmology depts could do to alleviate the situation.  The last point was to promote dual discipline training

We will examine this last one, which I have recently come to believe is a mistake.



AGENDA

• The Problem
• How The Problem Is Changing
• What We Can Learn From Our 

Foreign Colleagues
• How We Can Alleviate The Problem
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RIGHT NOW, NEURO-OPHTHALMOLOGY IS A 
NASTY LITTLE HABIT

It is getting so that one has to do something else to be 
able to afford this addiction

36
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RIGHT NOW, NEURO-OPHTHALMOLOGY IS A NASTY LITTLE HABIT  It is getting so that one has to do something else to be able to afford this addiction



https://www.boundless.com/psychology/textbooks/boundless-psychology-textbook/psychological-disorders-18/substance-related-and-addictive-disorders-422/substance-related-and-addictive-disorders-368-12903/

https://fwtc.files.wordpress.com/2011/12/beer-bottles.jpg




NANOS ADVICE TO MEDICAL STUDENTS, 
RESIDENT, FELLOWS CIRCA 2008-2016
• If you want to do neuro-ophthalmology [and eat] you 

should train in a second area that reimburses better
• Behold- the creation of the:

• Neuro-Glaucoma Specialist
• Neuro-Pediatric Specialist
• Neuro-Plastics Specialist
• Neuro-Residency Director

37

Presenter
Presentation Notes
Advice offered by several senior NANOS members, including me, was that if you want to do neuro-ophthalmology [and eat] you should train in a second area that reimburses better

So, people dually trained and were marketed as filling two needs.  

As I have thought more about this, it may be good for the individual practitioner, but on a population level, it is not ideal for delivering efficient and appropriate care

Mea culpa!   



MANPOWER: FTE EQUIVALENTS IN N-O
• Probably about 250 FT N-O in US
• One full time clinical neuro-ophthalmologist = 

Five people doing 20% CFTE
• You now need to train five to match the one person in the past
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250 FTE=250@ 100%

250 FTE= 1250@ 20%

Presenter
Presentation Notes

We probably have about 250 FT clinical equivalents in the US- about 0.8 per million.  

You can achieve this with 250 people doing only clinical N-O, or with 500 who do clinical neuro-ophthalmology half time and teach N-O the rest of the time.  

But if you double train, as other specialties compensate better than does N-O, no matter how much you love N-O, as time passes, it seems like one gradually diminishes time spent in N-O, perhaps to 20% of one’s effort.  Now,  to fill those 250 clinical FTE,  you need to have 1250 people working!





Achieving 250 Clinical FTE’s in N-O:
Problems with all Three Options

• If you wanted to have 1250 people each doing N-O 20% of 
their time…
• Where would you find 1250 interested people?
• If you had them, how could you train so many using experienced 

people?
• ?What economic model would allow supporting the smaller 

number of  exclusive N-O involved in training???
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If you wanted to have 1250 people each doing N-O 20% of their time…
 Where would you find 1250 interested people?

If you had them, how could you train so many?

?What economic model would allow supporting the smaller number only practicing and training neuro-ophthalmology???


This latter point is really the crux of the whole matter



The Death Spiral of N-O That Must Be Avoided
(Or Is It Dante’s Portal of Hell?)

Train in 2nd

Surgical 
Specialty To 

Earn A 
Living

Do less N-O as time progresses
due to financial/

productivity pressures

Less time to 
do clinical

N-O
Less time to 
teach N-O

Less comfort 
with clinical 

N-O
Less comfort 
teaching N-O

Do Less N-O
No One To Train Next 

Generation
No One To See Next 

Generation

Love N-O!
Teach N-O!

ENTER HERE

Lasciate ogne 
speranza, voi 
ch'intrate*

*  Abandon all hope ye who 
enter here
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So here is my first mention of Dante and my fear- that we enter a death spiral.  

Point and read  

This says translates to “Abandon all hope ye who enter here”



If inadequate supply of N-O?

• Fewer experienced caregivers for N-O problems
• Note same issues for

• Rheumatology
• Infectious Disease
• Endocrinology
• Neurology,…
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This will impact access for patients with complex visual problems, lead to delay in diagnosis and therapy, with cost increases as inappropriate or unnecessary testing is ordered, and the consequences of missing therapeutic windows are borne.

Note I could say exactly the same thing about the supply of several other specialties.



IMPACT OVERSEAS

• Many N-O who practice in other nations trained in 
the United States

• If no one to train them here, then shortages in 
other countries will soon develop.
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As Many N-O who practice in other nations trained in the United States, If there are no trainers left here, then shortages in other countries will soon develop.





BRAVE NEW WORLD

• MACRA
• MIPS

• APM’S
• ACO’S
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The new world order seems to rely upon BIG DATA and evidence based medicine to develop protocols of care for most conditions and most patients. 

But,  this does not work for the small and short supply specialties who see patients with unusual problems where there are no therapeutic guidelines.  



INCREASED ROLE OF PHYSICIAN 
ASSISTANTS AND NURSE 

PRACTITIONERS AS PRIMARY CARE 
GIVERS
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With a shortage of PCP’s the front lines are being increasingly manned by NP’s and PAs.  This is fine for blood pressure checks and sore throats.

But what happens with the rarer or more severe cases where, if not handled expediently by someone experienced, can yield  severe morbidity, and even mortality, let alone vastly increased cost of care?







EXAMPLE ONE:
IDEAL ASSESSMENT OF THIRD 

NERVE PALSY
• Goal is rapid access to neuro-ophthalmologist for 

only medically necessary testing based upon 
history, exam, and experience

• Ideally, initial caregiver plugs patient directly into 
neuro-ophthalmologist who sees patient ASAP 
and only works up those who need it
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In an ideal world, the first person making contact with a third nerve palsy will rapidly get the patient into the hands of a neuro-ophthalmologist to allow experienced assessment as to whether the patient needs nothing or needs to urgently be on the angiogram table.
This improves outcomes and saves resources.



Not a new idea

• Dillon EC, Sergott RC, Savino PJ, Bosley TM. Diagnostic 
management by gatekeepers is not cost effective for neuro-
ophthalmology.  Ophthalmology 1994 Sep;101(9):1627-30.
• Optic neuropathy
• Diplopia
• Ptosis

• Between 16% and 26% of patients in the first three 
diagnostic categories were subjected to overtesting, 
resulting in $57,900 of excessive costs, a 724% overcharge
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This is not a new concept.  In 1994, when global capitated care was looming, and the gatekeeper concept was being pushed, the Wills N-O group published this masterpiece.

Analyzing cases of optic  neuropathy, diplopia, and ptosis, they demonstrated huge cost overruns when the patient was not first sent to a N-O.

And this is true for the more common neuro-ophthalmic situations.  But when we deal with more unusual neuro-ophthalmic presentations, there often are no evidenced base protocols of care for the non-neuro-ophthalmologist to rely upon. 



ANISOCORIA
• Two inpatient consults last 

month on same day
• Huge outpt workups 

before sent in & I was 
consulted

• Angio, MRI,…
• $$$$$

• Both had pharmacologic 
dilatation of the pupil!
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Another example is anisocoria.  Last month, on the same day, I saw two patients who had undergone huge workups for isolated pupillary dilatation, which for about 15 cents, I proved was pharmacologic.

With many hospitals not having expedient access to an ophthalmologist on call, will every pseudopapilledema patient get scanned and tapped?



http://opinion-forum.com/index/2011/07/how-do-you-solve-a-problem-like-the-national-debt/





AGENDA

• The Problem
• How The Problem Is Changing
• What We Can Learn From Our 

Foreign Colleagues
• How We Can Alleviate The Problem
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I wrote to NANOS members in many 
countries, and asked:

• How is N-O care handled elsewhere?
• Who makes the referrals?
• Who has to authorize a referral?
• How does one get approval to order 

imaging?
• How are people supported financially?
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Maybe we don’t have to reinvent the world.  This spring I wrote to NANOS members practicing in other countries to learn more about how Neuro-ophthalmology is practiced elsewhere.  



RESPONSES FROM:

• Australia
• Brazil
• Canada
• Chile
• Denmark
• France
• Hong Kong

• Israel
• Japan
• Singapore
• Republic of Korea
• Switzerland
• Turkey
• United Kingdom
• India
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For most questions, I got answers from 15 countries.  I want to thank my colleagues who took the time to respond to this long questionnaire.  





GENERALITIES
• Most train in Ophthalmology (2/3 in US)
• Israel & Switzerland : Exclusively practice N-O
• Most people who do mostly N-O are in academics

• Exceptions- % who do largely N-O who are in academics
• UK 4%
• Turkey 11%
• Rep of Korea 20%
• Australia 50%
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Almost uniformly, the vast majority of neuro-ophthalmologists train as ophthalmologists.  Whereas here, about half (and probably dropping)  exclusively  practice neuro-ophthalmology, only in Israel and Switzerland are most exclusively practicing N-O.  And almost everywhere, those who do mostly N-O are in academic positions, with the exceptions seen here.  
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US ~0.8

Presenter
Presentation Notes
What you see here is the # of people who practice a significant amount of N-O per million people.  We are at about  0.8, India is low at 0.08, and Israel and Switzerland, at 3.1 and 2.65, are on the high end .  




IS THERE ADEQUATE ACCESS TO 
NEURO-OPHTHALMOLOGY?

Yes, Shortage, or Severe Shortage?

UK NO!!!! Severe REP KOREA NO
CHILE NO!!!! Severe TURKEY NO
HONG KONG NO AUSTRALIA NO
FRANCE NO SINGAPORE NO
SWITZERLAND YES CANADA NO
ISRAEL YES BRAZIL NO
DENMARK NO JAPAN NO

INDIA NO

Presenter
Presentation Notes
Not a surprise, these were the only two countries reporting adequate N-O access The two countries self-reporting the most acute shortage of N-O are the UK and Chile, both of whom have just short of 0.8 N-O per million.



WHERE DID THOSE WHO DO A LOT OF N-O TRAIN?
THE HEAD BASKET OF THE WORLD?

NATION AT HOME IN US NATION AT HOME IN US

UK >95 <5 REP KOREA 50 45

CHILE 80 0 TURKEY 51 20

HONG KONG 16 50 AUSTRALIA 30 40

FRANCE 70 20 SINGAPORE 10 50

SWITZERLAND 0 59 CANADA 40* 70*

ISRAEL 5 95 BRAZIL 60 35

DENMARK 100 0 JAPAN 80 10

INDIA 90 5

*= Two Fellowships in two nations

Presenter
Presentation Notes
Until the recent past, the US was known as the breadbasket of the world.   Yet, regarding neuro-ophthalmic training, it appears that we are the head basket of the world.  Nations in red have at least 40% of their N-O trained in the US.  Israel , Switzerland and Canada  have the vast majority train here.  So if we do  not insure our supply of trainers, the impact will be worldwide.



HOW ARE ACADEMIC N-O PAID?
NATION SALARY 

ONLY
SALARY + 
PROD

NATION SALARY 
ONLY

SALARY + 
PROD

UK X REP KOREA X

CHILE X TURKEY X

HONG KONG X AUSTRALIA X

FRANCE X SINGAPORE X

SWITZERLAND X CANADA X X

ISRAEL X BRAZIL X*

DENMARK X JAPAN X

INDIA X

* Note in Brazil,  straight salary for academic time, but no one is FT academic

Presenter
Presentation Notes
In academia, no nation pays solely based upon productivity.  Far and away, the prevailing model is straight salary.  



HOW ARE PRIVATE PRACTICE N-O PAID?
NATION SALARY 

ONLY
SALARY 
+ PROD

PROD 
ONLY

NATION SALARY 
ONLY

SALARY 
+ PROD

PROD 
ONLY

UK X REP
KOREA

X

CHILE X TURKEY X

HONG 
KONG

X AUSTRAL X

FRANCE X SINGAP ? ? ?

SWISS X CANADA X X

ISRAEL X BRAZIL X

DENMARK X JAPAN X

INDIA X

* Data for Singapore not known to respondent

Presenter
Presentation Notes
In PRIVATE PRACTICE, THE PREVAILING MODEL IS PRODUCTIVITY BASED.
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Presenter
Presentation Notes
We asked about the compensation of N-O compared to other ophthalmic specialties.  This slide expresses what N-O receive as compared to the others, the horizontal line being what N-O get.  .  The red arrows are the UK, Denmark, and Japan, where all ophthalmologists are paid the same.. You notice that there is no nation where N-O are paid more than anyone




ARE  REFERRALS & APPROVALS REQUIRED TO 
SEE A NEURO-OPHTHALMOLOGIST?

NATION YES/NO NATION YES/NO

UK NO REP KOREA NO

CHILE NO TURKEY NO

HONG KONG YES/NO AUSTRALIA NO

FRANCE NO SINGAPORE NO

SWITZERLAND NO CANADA NO

ISRAEL NO BRAZIL NO

DENMARK NO JAPAN NO

INDIA NO

Presenter
Presentation Notes
In no country was a referral from a gatekeeper required.  In Hong Kong, in the public hospitals, you must see a neurologist or ophthalmologist first before getting to see a N-O.



IF A NEURO-OPHTHALMOLOGIST ORDERS A CT OR 
MRI SCAN, IS PREAUTHORIZATION REQUIRED?

NATION YES/NO COMMENT

UK NO

CHILE YES ONLY FROM HEAD OF DEPT OF N-O

HONG KONG NO

FRANCE NO

SWITZERLAND NO

ISRAEL YES/NO SELF PAY NO  HMO-YES

DENMARK NO

Presenter
Presentation Notes
I asked about requiring authorization for neuro-imaging.  This time intense activity  is almost unique to our broken system.  In Chile, the chief of N-O has to sign off on the scan request.  



IF A NEURO-OPHTHALMOLOGIST ORDERS A CT OR 
MRI SCAN, IS PREAUTHORIZATION REQUIRED?
NATION YES/NO COMMENT

REP KOREA NO

TURKEY NO

AUSTRALIA NO

SINGAPORE NO

CANADA NO IF NEED EXPEDITED, NEURORADIOLOGY APPROVES

BRAZIL NO NO IF HAS INSURANCE

JAPAN NO

INDIA NO

Presenter
Presentation Notes
In Canada, you need get approval from a neuroradiologist only if your scan needs be expedited, not if it is routine.  



Are there characteristics of the practice 
of neuro-ophthalmology in your nation 
that you think are an advantage to what 
you know of the practice of your United 

States colleagues? 

Presenter
Presentation Notes
I asked what made it easier to practice in their country than in the US.  Here are a couple of responses



AUSTRALIA

• “The autonomy to order tests and 
investigations that we feel to be 
appropriate without needing authority.”

8



SWITZERLAND #1

• “10 Years ago, a sophisticated 
reimbursement system was 
implemented that is quite unique.  It is 
not technical procedures, but rather 
time that physicians spend with their 
patients.  For neuro-ophthalmologists, 
this represents a major advantage.”

9

Presenter
Presentation Notes
From Switzerland, “10 Years ago, a sophisticated reimbursement system was implemented that is quite unique.  It is not technical procedures, but rather time that physicians spend with their patients.  For neuro-ophthalmologists, this represents a major advantage.”



So Switzerland has figured out what I have thought would help our discipline for decades.   I have said that I would be happy to be paid hourly, as long as I was paid for all the time I spent in N-O, and was paid the same rate my plumber charges me.



SWITZERLAND #2

• “ It is a paradise to practice neuro-
ophthalmology.  Hence I moved 
here…”

10

Presenter
Presentation Notes
You see the results of this wisdom in the quote here about from another Swiss colleague.  Their compensation scheme is a major reason why Neuro-ophthalmic supply and access is not an issue in Switzerland!



Are There Impediments To Practicing 
Neuro-ophthalmology In Your 

Country That You Think Are Not Seen 
By Physicians In The United States?

• Chair of Ophthalmology at major European 
University who trained here:

• No, the problems of neuro-
ophthalmologists in the US are a 

nightmare!”
11

Presenter
Presentation Notes
The Chair of a major European Ophth dept who did her training here said that she recognized that the problems of neuro-ophthalmologists in the US are a nightmare.



So What Did We Learn?
• Why referrals?
• Why approval of scans?
• Would it not make sense for at least certain ICD-10 

codes be exempt from referrals to certain 
specialties?
• (Optic Neuritis/Neuro-Ophthalmologist)

• Would it not make sense to exempt certain 
specialists from need for approvals for certain 
scans 
• (Neurosurgeon /MRI brain) 

12

Presenter
Presentation Notes
What did we learn?
We learned that elsewhere:
No one requires authorization to see a N-O
It is rare to need preauth for neuro-imaging when requested by a Neuro-ophthalmologist

For the US, wouldn’t it seem reasonable to at least always allow neurologists, ophthalmologists, and neurosurgeons to refer to a 
N-O without obtaining any prior approvals?  

Wouldn’t it make sense to exempt N-O from preauth when ordering head and optic nerve/orbit scans?






WHAT DID WE LEARN-II

• Maybe there are other models by which 
to compensate some types of 

physicians?

13

Presenter
Presentation Notes
And, perhaps Neuro-ophthalmologists are an example of physicians who should be compensated by an alternate model?



• The ACO Train is not derailment 
or rerouting proof

•Change can and will occur

14

Presenter
Presentation Notes

The reason I make this point is that although it has been gaining steam, there has been sufficient experience for questions to be raised…  



https://i.ytimg.com/vi/99nRYidCng0/mqdefault.jpg



JAMA 8/16/16
• Kevin Schulman, MD and Barak Richman JD, PhD -

Duke University
Reassessing ACO’s and Health Care Reform

• “Based on 3 published evaluations of the ACO 
program, the experiment so far has failed to produce 
needed efficiencies.”

• “Given the uncertain benefits and the definite costs of 
the ACO strategy, these studies suggest that it is time 
for Medicare to reject the ACO hypothesis and end its 
interest in hospital-led strategies in health care.”

15

Presenter
Presentation Notes
This article appeared in JAMA 2 months ago. Here are two quotes:
“Based on 3 published evaluations of the ACO program, the experiment so far has failed to produce needed efficiencies.”
AND
“Given the uncertain benefits and the definite costs of the ACO strategy, these studies suggest that it is time for Medicare to reject the ACO hypothesis and end its interest in hospital-led strategies in health care.”

And recently, Dartmouth, the place that gave birth to the ACO concept, has decided to shut theirs down.

We can expect that Congress will become more interested in what CMS is doing.  And the election next month will certainly impact upon the direction that US Health care delivery takes.



AGENDA

• The Problem
• How The Problem Is Changing
• What We Can Learn From Our 

Foreign Colleagues
• How We Can Alleviate The Problem

16

Presenter
Presentation Notes
PAUSE



PROBLEM

• Adequate recruitment & retention
• Identifying those patients who are the 5% 

and getting them into the right hands early 
enough to alter the outcome and cost of their 
care

17

Presenter
Presentation Notes
So our two goals are to alleviate an anticipated shortage of trainers and trainees, and to identify and steer the few percent who need care from a different model  fast enough to make a difference.




RAPID ACCESS 
TO THE DMV

18

Presenter
Presentation Notes

***You will see that rapid access to the DMV is the key to the solution.



Case:
System Failure in Targeting Right Clinician

• 21 yo girl 
• Headaches (classic migraines)
• 3 episodes in 3 years of visual dimming for 

seconds while taking a hot shower
• No visual complaints
• No tinnitus

19

Presenter
Presentation Notes
***Here is a case I saw few months ago that illustrates what can happen when appropriate and rapid referral is not achieved.

21 yo girl 
Classic migraines

3 episodes in 3 years of visual dimming for seconds while taking a hot shower

No visual complaints

No tinnitus






21 yo girl

• Sent by PCP to optometrist
• Field: some mild arcuate changes in one eye
• OCT: diffuse thinning OU
• Optometrist looks in, sees “papilledema”
• Tells PCP to send girl for MRI and spinal tap

20

Presenter
Presentation Notes
Sent by PCP to optometrist

Field: some mild arcuate changes in one eye

OCT: diffuse thinning OU

Optometrist looks in, sees “papilledema”

Tells PCP to send girl for MRI and spinal tap
 



21 yo girl

• MRI negative except for “mild Chiari 
malformation”

• Optometrist sends patient to neurologist
• Spinal tap done in wrong position for measuring 

ICP
• LP not necessarily benign if Chiari
• Opening pressure normal at 15 cm

21

Presenter
Presentation Notes
MRI negative except for “mild Chiari malformation”

Optometrist sends patient to neurologist

Despite the Chiari, a spinal tap was done, and the opening pressure was normal at 15 cm




21 yo girl

• Optometrist starts her on one gram daily of 
acetazolamide

• He follows her with serial fields, fundus exams, 
and OCTs

• She does not improve
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Case:21 yo girl

• He refers her to a neurosurgeon for surgical 
treatment

• Neurosurgeon thankfully experiences cognitive 
dissonance and insists she see a neuro-
ophthalmologist

23



Our final diagnosis

• Bilateral Optic disc hypoplasia with colobomas
and migraines

• No evidence of disc edema or raised ICP
• All avoided if expedient referral from 

PCP to N-O made (if PCP knew to whom 
and how to send patient).

24

Presenter
Presentation Notes
Our diagnosis was 



As the new health care model 
permeates…

• Initial contacting caregiver

•PCP NP or PA

• Delay in diagnosis/Increased cost
• Missing clinical windows

25

Presenter
Presentation Notes
Even worse, the initial contacting caregiver will likely evolve from being a PCP  into  be someone with less training such as a NP or PA. Their knowledge about conditions that N-O and other cognitive specialists see will be less than the PCP’s.  The reflex will be to order more tests or to refer to an “intermediate provider”.  They will not know the “right provider”
Again, delayed diagnosis, Increased cost, and missed critical clinical windows




And anyway…

• Isn’t the increasing public awareness 
and access to disease-specific 
information going to increase their 
demand for timely access to the right 
subspecialist?  

26
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Presentation Notes
How is this idea of initial evaluations by someone with LESS training than a PCP going to jibe with the expansion of public knowledge about their conditions and their desire to see who they perceive is the right person?

Will John Q Public, experiencing what they believe is their first symptom of MS, accept seeing a NP or PA in lieu of a neurologist? Won’t they get to the point where they may be asking for not just the neurologist or even the MS specialist,  but rather for the NMO specialist?





THE POINT

• The sickest need their care from the 
best trained for their specific 
problem.

27
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Presentation Notes
PAUSE



• “Midway upon the 
journey of our life, I 
found myself within a 
forest dark, for the 
straightforward pathway 
had been lost.” 

• Dante Aligheri, The 
Divine Comedy

28

Presenter
Presentation Notes

Are we lost in the forest? We need to both be able to get  the patient to a specialist, but also to have such a specialist available.  What to do?

https://openclipart.org/detail/224299/the-thinker





WHAT TO DO???

29

• Certainly need to at least treat shortage 
specialties/cognitive specialists like primary 
care physicians, or at least, stop taxing them 
to further support PCP’s

Presenter
Presentation Notes
Well, an obvious first step is that with the patchwork remedies that have been implemented, we Certainly need to at least treat shortage specialties/cognitive specialists like primary care physicians, or at least, stop taxing them to further support PCP’s




Problem:
RECRUITMENT/RETENTION

• Models most used to  pay and allocate expenses 
in academia* makes no sense for some specialties

• Blended overhead models may exacerbate 
problem.

• PRINCIPLE IS YOU MAY NEED A DIFFERENT 
MODEL FOR SHORT SUPPLY SPECIALITIES

• *And in some private group practices as well
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Presentation Notes
We need to come up with reimbursement/productivity models that are more realistic and different from other groups of physicians. 

This cannot be one size fits all

This likely goes for all the specialties I have mentioned.





OTHER COMPENSATION MODELS

• Capitate N-O?

31

Presenter
Presentation Notes
For reasons beyond the scope of this talk, I do not think capitation is the answer if carriers and not a central body were establishing panels and rates 



If you need a million people to keep a FT N-O busy, the capitation per person would be very small.
Many provider groups would not have the requisite # of patients to keep a N-O busy
Patients shifts between provider groups and carriers would make for unstable reimbursement models unattractive to providers)

 



OTHER POTENTIAL COMPENSATION 
MODELS

• Hourly compensation
• Perfectly valid
• Complex to administer

32

Presenter
Presentation Notes
Hourly compensation would work if the time accrued  included  reviewing scans, writing consults, and taking phone consults from ER’s

An objection is its complexity to administer and monitor; I have offered to have a GPS chip put in my ear…




OTHER POTENTIAL COMPENSATION 
MODELS

• Simplest solution is a fair, post-practice 
expense straight salary model which is 
the prevailing model in other nations
• Can adjust to cost of living 
• Can have productivity adjustment +/-
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Presentation Notes
But most nations just pay Neuro-Ophthalmologists a straight salary- why not here?   
Do you really think N-O won’t be motivated to work hard?  

Are you really worried that we nerds would slack off?  

As long as compensation was fair and reflective of market supply and demand, so that it was adequate to recruit, and retain, so that young trainees would not be tempted to do mostly glaucoma or retina, it could work.  This is especially important in a period where the prevailing productivity measure, the RVU, is such a poor yardstick of neuro-ophthalmic work.



WOULD IT NOT MAKE SENSE?

• Have CMS or other federal agency delineate short 
supply specialties?
• Grant federal support 
• Administered as a grant to a university or health care 

delivery system solely for this purpose
• States could have complementary programs for 

specialties with regional shortages

34
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CMS could periodically delineate short supply specialties, and establish a separate funding mechanism to recruit and retain.  For areas in regional and not national shortage, states could have similar programs.





OK, assume we solved the first problem
The specialists we need are out there

• We now anticipate being able to 
compensate rheumatologists, 
endocrinologists, infectious disease, and 
even neuro-ophthalmologists in a way 
that permits us to recruit and retain …
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OK, we have figured out how to pay the short supply specialists so that they are out there.



SECOND PART OF PROBLEM

• How do we get the patients who need 
them into their hands fast enough to 
impact outcomes and costs?

36
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Presentation Notes
How do we get the patients there in a timely enough manner to make a difference?



ANSWER

•A new specialty, 
•THE REFERRALIST

37
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I think the answer is that the complexity of current and future health care requires a new physician specialty, the referralist.



The Referralist

• Almost all health care is delivered locally
• Need a panel of senior, experienced local doctors 

who have been around and know their area and its 
providers, and their individual expertise and 
interests. 
• Some Referralists will be PCP, some specialists

• They will function as a team/panel to best improve 
care
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Referralists would be senior experienced local doctors who knew their community and its providers.  Some would be PCP’s, some would be specialists.  They would function as a panel.

Their only job would be to help patients access the right doctor, using artificial intelligence to help match the symptom complex to the right doctor's experience and interests.

A general referralist might ask his ophthalmic referralist colleague what to do in a case of visual loss




The Referralist

• Experienced referralist will be able to steer the 
patient to the people who are likely the right 
providers and will be keyed in to arranging 
emergent consultation when necessary
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An experienced referralist will be able to steer the patient to the people who are likely the right providers and will be keyed in to arranging emergent consultation when necessary




The Referralist

• Isn’t this a perfect job for a senior physician who 
wants to wind it down at the end of their practice 
years?

• They know local environment.
• Trick is to support them with AI
• This lets them send patient to the right DMV

40
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Isn’t this a perfect job for a senior physician who wants to wind it down at the end of their practice years?

They know local environment.

Trick is to support them with AI

This lets them send patient to the right DMV




DMV=DISEASE MAVEN

41
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What on earth has the DMV to do with this?  This is my shorthand for the Disease MaVen.

To some extent, we already informally use this role.  The trick is to make the process easy and more accurate and universal, so that PCPs, NPs and PA’s can engage in it.



DELINEATION OF PANEL OF CERTIFIED SPECIALISTS 
(DISEASE MAVENS) FOR EACH DIAGNOSIS

• PCP DOES NOT NEED 
REFERRALIST 

• Examples from the 95%
• Lupus- Rheumatologist
• Duodenal ulcer- GI 

person-
• Macular Degeneration-

Retina Specialist
• Gradual visual loss-

Comp. Ophthalmologist

• PCP NEEDS REFERRALIST
• Examples from the 5%/DMV
• Rheumatologist interested 

in Cogan’s syndrome
• GI person experienced in 

Whipple’s Disease
• Retina specialist interested 

in retinal vasculitis
• Acute visual loss with pain 

moving the eye- N-Ophth
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On the left, we have illnesses from the 95%.  These are common enough that a PCP would know where to send the patient without a referralist.

For the 5% who do not fit the usual model for care, the goal is to get as specific as you can on their presumptive diagnosis, and to get them into the appropriate disease maven as fast as you can.  These are largely subspecialists who avow interest and or expertise in a group of diseases

On the right, we have diseases requiring a Referralist to help with finding the right person for these 5%. 

With the proper database and AI, the referralist can be very disease specific in selecting the right DMV
Some Examples are 
Targeting not just an MS person but an NMO person
Targeting not just a retina person, but an expert in retinal vasculitis

Rarer conditions may have but a handful of DMV nationally




• Disease MaVens will know that the 
Referralist has reliably steered them  
cases who need help quickly and will 
therefore expedite visit

• NO APPROVALS / PRECERTS SHOULD 
BE REQUIRED!
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Disease MaVens will know that the Referralist has reliably steered them  cases who need help quickly and will therefore expedite the visit
NO  PRECERTS SHOULD BE REQUIRED FOR THIS PROCESS!




CHRONIC CARE OF SLE PATIENT ON 
PLAQUENIL

• EXISTING MODEL
• NP or PA
• PCP IF PROBLEM
• RHEUMATOLOGY IF 

CRISIS OR DECISION 
POINT

• OPHTHALMOLOGY 
AFTER VISUAL LOSS

• REFERRALIST-DMV MODEL
• RHEUMATOLOGY AS 

DMV FOR THIS DISEASE
• OPHTHALMOLOGY DMV:

SURVEILLANCE 
BEFORE

VISUAL LOSS

44

Presenter
Presentation Notes
Disease mavens may be used for managing chronic serious disease.  The rheumatologist with patients on plaquenil will comanage with the disease maven expert in monitoring for ocular toxicity



65 yo diabetic with complete pupil 
sparing third nerve palsy

• Referralist contacted
• Urgent consult with N-O arranged

• N-O Determines no workup required.
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With the complete pupil sparing third nerve palsy, the referralist steers the patient for urgent consultation with the N-O,  who determines no workup is needed.

This is not a health system telling a patient who they cannot see, it is a system telling them who they should see and making it happen.



Disease MaVen seeing a patient with 
a disease that they are certified for 

needs no preauthorization:

• To call consults 
• To order labs and imaging
• To prescribe meds in their expertise 
• To do list of standard procedures for their field
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Disease mavens will not need any precertification to call consults, order labs or imaging, to prescribe meds in their expertise, or to do standard procedures. 

With all the money we save on not having people on the carrier side telling us if a scan is ok, or if a med is OK, etc., we can pay for the Referralists.



Model Evolves into

• Patient has at least one Disease MaVen for each 
serious/unusual illness

• PCP (or Extender) for all other medical issues

47
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The model evolves into the patient having one primary caregiver and a disease maven for each serious or complex illness.



Maybe 95% of patients will not need 
to be “covered” by this model

• But those with unknown, rare, or chronic serious 
illness should be

48
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Maybe 95% of patients will not need this model of care, but those with unknown, rare, or chronic serious illness should be covered by this model.



ANOTHER POINT

• Are we forcing Academic Medical 
Centers to abandon or defocus on their 

core missions?

49
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A last point to ponder is that the core business of medical schools is to train and create new knowledge.  It is not to be the cheapest one managing a healthy pregnancy or a cold.   The currently evolving delivery model is making schools abandon their core missions, for fear of being last one into a pool that they should never try to get into.  I just hope that this is not an irreversible path.




CONCLUSION

• The US health care delivery system seems to have 
functional blindness,  or at least, a disconnection 
from reality, when it comes to several in-demand 
specialties, one example of which is N-O,  and 
needs take action to allow for patient access.

Presenter
Presentation Notes
POINT

If we do not take action, this poorly thought out evolution of healthcare could leave our children facing a shortage of disease specific experts to care for them if, heaven forbid, they need something out of ordinary expertise.



MY HOPE 

• “From a little spark may burst 
a flame.”

Dante Alighieri, The Divine Comedy
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My hope is that this movement by the cognitive specialties will lead to some better awareness of the problem and that “from a little spark may burst a flame”



Thank You AAO and NANOS

• Thank the Hoyt Selection Committee
• Professional thank yous to:

• Peter Savino
• Norm Schatz
• Sue Benes
• Roger Turbin
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I thank the AAO and NANOS, especially the Hoyt selection Committee for allowing me to speak.  I need to thank the professionals who got me here.  First, Peter Savino, Norm Schatz and their then fellow Sue Benes, who allowed a know-nothing medical student at Penn to spend several months with them.

To Roger Turbin for being a great associate for almost two decades, …
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and especially to Mark Kupersmith.  I actually chose my residency , not just my fellowship, to have the opportunity to work with Mark.  He has been unbelievably supportive of me since we first met when I was a senior medical student.
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This day makes me very proud…it may be #2 on my list.  It is only beaten out by a day a couple of years ago when both of my sons got their doctorates on the same day.  I thank  my parents, my wife Judy who is here, and my two sons who are not, for putting up with me all these years.

What you just heard were my personal opinions- remember where they came from…





Q:DO YOU BELIEVE IN GOD?

"I am an intelligeological existential atheist. I believe 
that there is intelligence in the universe with the 
exception of certain parts of 
New Jersey“

• WOODY ALLEN, SLEEPER

Presenter
Presentation Notes
When Woody Allen, was asked if he believed in God, he said “I believe that there is intelligence in the universe with the exception of certain parts of New Jersey.”

You see he was right about NJ 

Thank you. 
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