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Executive Summary: Equipment Bought on Enthusiasm, Paid For by Capacity

Which services an independent optometry practice offers is a business decision carrying clinical consequences, and it is routinely made in
the opposite order. An instrument is seen at an optometric conference, a colleague reports strong results, and the purchase is justified
afterwards by the clinical case rather than modeled beforehand against the lane capacity available to run it. The equipment then occupies
exam lane space and a monthly lease payment while generating a fraction of the volume the business case assumed.

The standard error in eyecare is to evaluate capital equipment on clinical merit and monthly payment while ignoring the only variable that
determines return, which is the number of billable procedures the existing exam schedule can accommodate. A practice operating at 94%
lane utilization has no capacity to deliver a new service without displacing an existing one, and the instrument will therefore cannibalise
rather than add. Resolving this requires modeling payback against realistic procedure volume, measuring lane utilization before committing
capital, and sequencing service expansion against the capacity to deliver it.

"An instrument does not generate revenue. A booked and staffed exam lane generates revenue. Capital equipment purchased

without the schedule capacity to run it converts cash into a monthly payment and a conversation piece."

I Step 1: Model Equipment Payback Against Realistic Procedure Volume

Before any capital commitment, the practice must establish the period over which the instrument returns its cost at a defensible volume
assumption. Calculate Equipment Payback (P,) in months using the following relationship:

Where:

* P.: Equipment Payback Period, expressed in months
« K: Total capital cost including instrument, installation, required room modification and first-year service contract

* V1 Realistic billable procedures per month, derived from your own chart population and documented presentation rates rather than
from vendor projections

* M,: Net margin per procedure after medical carrier reimbursement adjustment, consumable cost and attributable technician time

A capital instrument should return its cost within 24 to 36 months at a volume assumption the practice can defend from its own patient data.
Where modeled payback exceeds 48 months, the instrument is a clinical investment rather than a financial one and should be approved on
that basis explicitly. Vendors routinely project volume from national prevalence figures. Derive yours from your own optometric chart
population instead, and discount the first six months to allow referral patterns to develop.

I Step 2: Measure Lane Utilization Before Committing Capacity

Service expansion is constrained by schedule capacity rather than by clinical interest, and most practices have never measured the
constraint they are operating against:

« Calculate true lane utilization. Divide booked and completed exam minutes by total available lane minutes across a trailing quarter.
Sustainable operation sits between 78% and 86%; above 90% the schedule has no absorption capacity and any new service displaces
an existing one.

« Separate utilization from productivity. A schedule full of routine refractions is high utilization and low revenue density. Measure net
revenue per lane hour alongside utilization, since the two move independently.

¢ Quantify the no-show and cancellation drag. An 8% no-show rate on a three-lane floor returns roughly one full lane-day weekly.
Recovering that capacity is materially cheaper than purchasing more of it.

I Step 3: Distinguish Refractive Volume From Medical Capability

The economics of an optometry practice shift substantially with the proportion of medical eye care it delivers and documents correctly.
Medical presentations reimburse at materially higher rates than refractive encounters, consume comparable chair time, and are already
present in the existing patient population in volumes most practices never identify because the presentation is routed to vision benefits by
default. Audit a representative sample of recent encounters against presenting complaint and documented findings, and establish what
proportion of your current volume is medical in substance but billed as refractive. In practices that have never examined this, the figure is
commonly between 15% and 25%.
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Step 4: Evaluate the Four Expansion Categories Independently

Service line expansion is not a single decision. Each category below carries a distinct capital profile, a distinct capacity demand and a
distinct time to maturity, and conflating them produces investment sequenced by enthusiasm rather than by return.

1. Medical Eye Care 2. Dry Eye Management 3. Myopia Management 4. Specialty Contact Lens
Investment Anchor: Lowest Investment Anchor: Moderate Investment Anchor: Low Investment Anchor: High
capital requirement and fastest capital with a dedicated room instrument cost and high chair chair time, significant fitting
return, since the presenting requirement. Largely private- time per patient across a multi- expertise and extended fitting
population already exists in the pay, which removes year care episode. Economics cycles. Strong per-patient
chart base. Constrained by reimbursement risk while depend on the paediatric economics and durable referral
documentation standards introducing price sensitivity proportion of the existing relationships once established.
rather than by instrumentation. and a longer referral build. population.

Step 5: Apply a Consistent Standard to Every Capital Decision

Capital decisions made case by case, each justified on its own terms, produce an equipment inventory nobody would have selected
deliberately. Apply the same test to every proposal regardless of its clinical appeal:

Capital Decision

Criterion Standard Cost Constraint Trap Strategic Corrective Action & Verification Formula
Volume Projected procedure volume is supplied by the vendor Derive volume from your own chart audit and discount
Assumption from national prevalence data unrelated to your patient the first two quarters. Where the modeled payback fails
population. at your real volume, the instrument is not the constraint.
Capacity The instrument is approved without confirming the Confirm utilization below 86% before commitment, or
Availability schedule has lane minutes available to deliver the specify in advance which existing service the new one
procedures it requires. displaces.
Lease Versus Leasing is selected for cash preservation without Model both across the useful life inclusive of service
Purchase comparing total cost or examining end-of-term contracts. Confirm end-of-term ownership; a fair-market-
provisions. value buyout can add 15% to 20% to total cost.
Service and The quoted price excludes the annual service contract, Require fully loaded five-year cost of ownership in
Consumables calibration and consumables, which together frequently writing before approval, and include it in the payback
equal a further 10% to 15% of capital cost annually. denominator.

Step 6: Prepare the Team Before the Instrument Arrives

Equipment delivered without a corresponding operational change produces an instrument that is used occasionally by whoever is most
comfortable with it. Before delivery, define which staff member is accountable for scheduling the procedure, what the patient-facing
explanation is, how the service appears in the booking system, and what the documentation standard will be. Train the explanation as
deliberately as the operation, because the clinical rationale is what converts the recommendation: "Dr. Hettler has recommended this scan
as part of your examination today. It lets us see structures behind the retina that the standard examination cannot reach, and it establishes
your baseline for future comparison."

Step 7: Re-Baseline Utilization and Contribution Quarterly

A service line introduced and never measured becomes a permanent fixture regardless of its contribution. Review actual procedure volume
against the modeled assumption, net contribution per procedure after real consumable and staff cost, and lane utilization before and after
introduction. Where volume reaches under half the modeled figure by month nine, the constraint is referral pattern or patient communication
rather than clinical capability, and both are correctable before the asset is written off as a mistake.

To secure advanced long-term traction, ensure your service mix metrics are aligned across your entire team via comprehensive Al Visibility
Planning Strategy. Coordinating directly with Dr. Hettler and Mani Vaghedi to audit your current lane utilization, model proposed capital
against defensible volume assumptions, and sequence service expansion against real schedule capacity converts equipment purchasing
from an enthusiasm-driven cost into a measured instrument of practice growth.
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