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Optometric Residency Programs 
Where is the Training in 

Education? 

Lester E. Janoff, O.D., M.S.Ed., F.A.A.O. 

We are pleased to bring 
you this special issue 
on optometric residen
cies, an area of vital 

concern to all optometric educators. 
Dr. Greg Goodfellow's description of 
his residency captures the excite
ment and challenge that a residency 
provides. Other articles by Drs. 
Atkin, Haine, Heiberger, Hoppe, 
Nishimoto, Reed, Hoffman and 
Messner present a needed update on 
an area that ASCO considers so 
important it has long had a 
Residency Affairs Committee and a 
Residency Educators Special Interest 
Group. 

In 19751 wrote an article in the 
first volume and issue of ASCO's 
new publication, the Journal of 
Optometric Education, entitled, "The 
Need for Training Optometric 
Educators." One of the questions I 
raised in the conclusion of the article 
was "Where will our future 
Optometric Educators come from?" 
Writing today, it seems to me that 
future optometric educators will 
come from our residency programs. 
If I were to rewrite this article, I 
would entitle it, "The Need to Train 
Residents in the Art and Science of 

Education." This isn't an unrealistic 
view since most residents are 
immersed in the teaching role soon 
after entry into their residency pro
gram. 

Clinical precepting consumes the 
majority of the residents' teaching 
time, although often residents serve 
as lab instructors and even occasion
ally as lecturers. Do residents cur
rently receive any training in educa
tion in their program? The result of a 
very informal survey of some resi
dency trained faculty and some resi
dency program directors leads me to 
conclude that training in education 
as a formal part of the program is 
rare. Since clinical precepting is the 
major teaching task for residents, 
lef s look at that function. 

What is effective supervision and 
how does it happen? Conventional 
wisdom holds that all that is neces
sary to be an excellent teacher is a 
vast knowledge of the subject mat
ter. If that is the case, then residents 
are immediately inferior educators. 
Fortunately, the conventional wis
dom is in error here. However, 
teachers do need to understand the 
learners' prior knowledge, as well as 
their conceptions and misconcep

tions of the subject matter. Here, res
idents are likely to excel. The general 
principles of teaching and learning 
when applied are valuable in 
enhancing student learning, and it is 
this knowledge base that new facul
ty are likely to be deficient in. 

Experienced teachers usually 
have a large repertoire of teaching 
strategies that have proved effective 
over the years, while residents bring 
only the techniques they were 
exposed to as students without the 
opportunity of evaluating their 
effectiveness. Thus residents tend to 
continue teaching practices that 
might not be very effective. 

Fortunately, the qualities that con
stitute good clinical teaching are 
well described in the literature with 
a number of excellent articles in our 
own Optometric Education (or its pre
decessor Journal of Optometric 
Education). It would be a simple task 
to gather some relevant writings, 
combine them with some discussion 
time, and provide a simple instruc
tional module on Clinical Precepting 
for all residents. Good clinical 
instructors are made not born. 
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Special Issue on Residencies 
— An Introduction 

O
ptometric ivsidencv programs provide advanced education and clinical train
ing ti> postgraduate optometrists, primari ly recent graduates. The types of 
programs vary and include family practice, primary eve care, geriatric .md 
pediatric optometry, cornea and contact lens, low vision, vision Iherapv and 

rehabilitative optometry, ocular disease and refractive and ocular surgery. The concept 
of advanced clinical training can be traced back to l%7, when a three-month vision ther
apy program at the Oplomelric Center of New York was established. Oplomelric resi
dency programs evoked into 12-monlh programs and expanded in numbers and tvpes. 
In addition to these developments, an accreditation process has been established bv the 
Accreditation Council on Oplomelric liducalion lACOH), with programs meeting stan
dards for quality educalion and patient care. 

.Almost four decades later, the role of residency education goes well beyond providing 
opportunities for advanced educalion and clinical training. The scope and direction of 
optometry is reflected in these programs. This issue of Optonictiic F.iliiuilioii focuses on 
residency education, and it explores and evaluates a broad range of topics related to res
idency educalion. These topics include the on-going debate on specialization in optome
try and I lie role that residencies plav; the impact of residency training on I lie resident's 
choice of practice selling; I lie characteristics and motivations of those who choose resi
dency education; the results of Ihe oplomelric residency matching service (ORMS), 
which now includes all school and college affiliated programs; the ongoing evaluation of 
residency programs; and a view of residency training through the eves of a resident. 

The importance of residencies to optometric education and the profession has been 
well established. One can only begin to consider residency education's critical and essen
tial role and impact on the profession's future. 

Diane T. Adamc/yk, O.D., KA.A.O. 
h'dilor. Special Issue on Residencies 
Director of Residency h'ducalion and hAlernships 
State University of New York, State College of 
Optometry 
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Specialization and 
Credentialing in 
Optometry 

Kimberly Reed, O.D., F.A.A.O. 
Douglas J. Hoffman, O.D., F.A.A.O. 
Stephanie Messner, O.D., M. Ed., F.A.A.O. 

Introduction 
In these already politically charged 

times, the topics of specialization and 
credentialing in optometry are sure to 
evoke strong reactions from many 
members of our profession. Yet these 
topics are timely, and in spite of their 
controversial nature, need to be 
addressed. 

It may be useful to define these 
terms before embarking upon a discus
sion. Specialization is defined as "The 
hmitation of one's practice to a partic
ular branch of medicine, surgery, den
tistry, or nursing. This is typically done 
after having received postgraduate 
training in the area of specialization."1 

Optometry is not specifically included 
within this definition; as is so often the 
case, we are left to interpret, extrapo
late, and try to fit into the established 
"medical model." Credentialing refers 
to the presentation of documents, or 
credentials, to some certifying or 
administrative body, to satisfy a speci
fied set of standards or requirements. 

Dr. Reed is an associate professor and director of 
externship programs at Nova Southeastern 
University College of Optometry. 
Dr. Hoffman is professor and director of residencies 
at The New England College of Optometry. 
Dr. Messner is associate professor and chair, post
graduate and Illinois Eye Institute-based clinical 
education at the Illinois College of Optometry. 

Credentialing is not the same as privi
leging, which is an explicit protocol 
that must be followed prior to the exe
cution of some task, such as delivery of 
patient care within a hospital or clini
cal setting. Specialization and creden
tialing, then, while entirely different 
concepts, are intertwined in discus
sions of this nature. We shall consider 
the topics separately, and then exam
ine why specialization may ultimately 
depend upon credentialing in its 
implementation. 

The concept of specialization in 
optometry is not new. The first official 
look at this topic was made in 1968, 
when an American Optometric 
Association (AOA) study concluded 
that specialty certification was not fea
sible.2 Subsequent AOA project teams 
re-examined these issues in the early 
1970's and mid-1980's; each time, the 
AOA House of Delegates concluded 
that specialty certification was neither 
necessary nor desirable.3-4 Recently, the 
AOA formed a Specialization Project 
Team. This team reviewed and studied 
past projects pertaining to specializa
tion in optometry. The Project Team 
also considered specialization from a 
governmental affairs perspective and 
from a reimbursement perspective. 
Preliminary findings indicated that, 
due to the many changes that have 
occurred within the profession, the 

issue of specialization should be re
examined. The Project Team considers 
it paramount that risks and benefits be 
carefully identified and considered rel
ative to the profession, and also with 
regard for the professional well-being 
of all O.D.'s in all modes of practice.5 

Clearly, specialization is not a concept 
for which a disposition is likely to be 
determined without a great deal of 
effort and careful consideration. 

We should also briefly discuss the 
concept of "continued competence," 
especially in light of the American 
Board of Optometric Practice (ABOP) 
proposals in 2Q00, which were ulti
mately rejected. A critical distinction 
between these two concepts is that 
ABOP's mission in continued compe
tence was to encompass education and 
examinations for certification and re-
certification of competence across a 
breadth of knowledge and skill areas.6 

Specialization was not a component of 
these proposals. However, some simi
larities exist between these seemingly 
disparate schools of thought, primarily 
the underlying dual goals of enhancing 
the quality of care delivered to the pub
lic as well as promoting the integrity 
and status of optometry as a profes
sion. We will touch upon this topic later 
in this discussion. 

How would we even approach the 
concept of specialization? We can look 
at the so-called "medical model" as a 
template of sorts. Which aspect of the 
medical model should we examine? 
Are we most like ophthalmology, or 
are we more like family practice or 
primary care physicians? What about 
dentistry or podiatry? To which pro
fession should we default when con
sidering wide-reaching changes in 
our profession's very structure? 

Ophthalmology, as the closest 
organ-specific profession to our own, 
might be the obvious answer here. 
Ophthalmology is already considered 
a specialty; in fact ophthalmology 
was the first formally recognized spe
cialty board in medicine. Perhaps the 
issue is merely one of semantics-oph
thalmology has sub-specialties within 
its confines. A number of fellowships 
are offered for advanced training in 
cornea, neuro-ophthalmology, retina, 
and others. If we choose dentistry as 
our template, which is also logical as 
dentistry is generally a system-specif
ic profession, then we have further 
support for the concept of sub-spe
cialists, as dentists can choose to pur
sue advanced training in a variety of 

(Continued on page 82) 
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Weisbarth Named VP 
At CIBA Vision 

Rick Weisbarth, O.D., F.A.A.O., 
was recently promoted to vice presi
dent, professional services, CIBA 
Vision North America. "Rick's dedi
cation and commitment is exem
plary not only to CIBA Vision but to 
the industry as a whole. I am very 
pleased with his new promotion," 
said Yvan Sergerie, president of 
CIBA Vision North America. 

Dr. Weisbarth has been with 
CIBA Vision for 21 years. He has 
published and lectured internation
ally on a variety of contact lens and 
lens care related topics and is affiliat

ed with a long list of professional 
organizations. Dr. Weisbarth is cur
rently the secretary-treasurer of the 
American Academy of Optometry 
and has a Diplomate in its Cornea 
and Contact Lens Section. Dr. 
Weisbarth received his O.D. degree 
from The Ohio State University 
College of Optometry. 

Vistakon® Hosts ASCO Board 
For Headquarters Tour 

Vistakon®, a Division of Johnson 
& Johnson Vision Care, Inc., hosted 
the ASCO Board for dinner and a 
tour of its headquarters in 
Jacksonville, Florida, during the 
Board's recent meeting. Vistakon 
vice president of professional affairs 
Stanley J. Yamane, O.D., F.A.A.O., 
welcomed the ASCO guests. 

Transitions Announces 
New Education Faculty 

Transitions Optical, Inc., recently 
introduced its new Education 
Faculty, a group of five eyecare pro
fessionals who will provide leader
ship, counsel and guidance on the 
company's expanding and vital edu
cation initiatives. The ODs on the 
Faculty are Paula Newsome, O.D., 
M.S., F.A.A.O., and Madeline L. 
Romeau, O.D., F.A.A.O. 

"Building on our education lead
ership is vital to Transitions' contin
uing commitment to industry part
ners and to aiding eyecare 
professionals in providing excellent 
eye health information to patients," 
said Susy Cabral, Transitions' profes
sional and public relations manager. 

The announcement of the 
Education Faculty was made during 
the 7th annual Transitions Academy 
Feb. 2-5 in Walt Disney World, 
Orlando, Florida, where nearly 900 
optical industry professionals from 
30 countries gathered. Another high
light of the event was the debut of 
Transitions' new education initia
tives that focus on eye health, 
including the new Partners in 

Education program, which features 
a series of four education modules 
for eyecare professionals. 

Essilor Awards Grants 
To Optometry Colleges 

Essilor of America has awarded 
its Essilor Optical Technology Grants 
to four U.S. optometry colleges. 
Northeastern State University 
College of Optometry in Tahlequah, 
Oklahoma and The Ohio State 
University College of Optometry in 
Columbus, Ohio, were each award
ed $20,000. A tie between the 
Michigan College of Optometry in 
Big Rapids, Michigan and the SUNY 
State College of Optometry in New 
York City, resulted in Essilor divid
ing the prize, with each of those two 
schools receiving $10,000/ 

Commented Rodney Tahran, 
O.D., vice president of professional 
relations and clinical affairs for 
Essilor, "Essilor is proud to be able 
to support the schools that encour
age advancement in ophthalmic 
materials and care. For this reason, 
we are thrilled to announce Essilor 
will be offering three more $20,000 
grants in 2003." 

The one-time awards are given to 
colleges of optometry that exhibit 
commitment to growing the indus
try through new advancements. 
Applications were judged on the 
schools' commitment to the growth 
of premium optical technology and 
how the funds will help elevate the 
standards and visibility of oph
thalmic dispensing for students. 

Alcon Develops New 
Formulation of PATANOL® 

Alcon, Inc., recently presented the 
results from two clinical trials 
involving a new, investigational 
once-daily formulation of the com
pany's flagship brand PATANOL®. 
Alcon anticipates approval of its 
NDA later this year. 

(Continued on page 95) 
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areas. Stark differences exist between 
these two potential models, however. 
While we are all familiar with the exis
tence of sub-specialties within ophthal
mology, there are no boards that regu
late or declare competence in any of the 
sub-specialty areas. Nothing prohibits 
a general ophthalmologist from doing 
vitreo-retinal procedures, and similarly 
a fellowship-trained corneal "special
ist" may quite often do cataract 
surgery. In effect, then, the identifica
tion of sub-specialists in ophthalmolo
gy does not "limit" the scope of prac
tice, but rather merely identifies that 
particular practitioner as having a spe
cific area of interest, and possibly hav
ing had additional training in the form 
of a fellowship. However, there is noth
ing prohibiting a general practitioner 
from calling himself or herself a "retina 
specialist," in spite of a lack of formal 
training to substantiate such a claim. In 
dentistry, there is a standard, struc
tured process for achieving specialist 
status. Orthodontists, endodontists, 
periodontists and other specialists 
must complete two to four years of for
malized clinical and didactic training 
prior to practicing their subspecialty. 
Which of these two avenues, if either, 
should we follow? 

The evolution of optometry from a 
generalist type of profession toward a 
more interest-driven one isn't surpris
ing, given the enormous expansion of 
our scope of care during the past quar
ter century. In fact, our profession has 
been experiencing an escalating trend 
towards "breakout groups," as evi
denced by a number of outcomes: a 
growing number of Diplomate pro
grams that are offered within the 
American Academy of Optometry, the 
increased interest and membership in 
the COVD; special interest groups and 
"sections" within the AOA; and an 
increasing number of postgraduate res
idency programs covering more and 
more specialized areas of study, to 
name a few. Examination of optometry 
schools' curricula also clearly shows 
the broadening scope of optometry, 
and the multiple facets that our profes
sion now encompasses. However, 
making the leap from "special inter
ests" to "specialty certification" is not 
without some risk. 

A panel of experts has been asked to 
present a sampling of the key factors 
and obstacles related to credentialing 
and specialty certification. Their com
ments underscore the inherent com

plexity of the subject. Some editorial 
changes have been made to the original 
responses, but the content has not been 
altered. 

The panelists for this discussion are: 
Gerald Selvin, O.D., President, 

National Association of VA 
Optometrists, Residency Program 
Coordinator, Boston VA Healthcare 
System, Jamaica Plain campus. 

Barry Barresi, O.D., Ph.D., President, 
The New England Eye Institute, 
Vice President of Patient Care and 
Clinical Services, The New England 
College of Optometry. 

Stephanie Messner, O.D., M.Ed., 
Director of Residencies and 

Chair, Postgraduate and IEI-Based 
Education, Illinois College of 
Optometry 

Q: In your opinion, is there currently 
a need for specialty certification in 
optometry? 

Dr. Selvin: 
Specialty Certification in optome

try is an issue that has been consid
ered at various times in the past 15-20 
years. Most recently, the entire contin
ued competence issue was a major 
bone of contention within the profes
sion and the ABOP initiative ultimate
ly failed. The reason for its failure, in 
my opinion, is that it never addressed 
what was being certified! That issue 
{ABOP} differs from specialty certifi
cation that would recognize a specific 
area of advanced competence. When 
we hear the word certification 
attached to anything, there's a knee 
jerk reaction, which is tantamount to 
throwing the baby out with the bath 
water. Pondering the subject on its 
merits may, in fact, reveal good rea
sons for specialty certification. 

Each year, over 150 new residents 
elect to spend 12 or more months in 
supervised, mentored, intensive post
graduate clinical training. Residencies 
are not required for optometric licen
sure and entry-level practice. Those 
individuals who pursue residency 
training do so in order to develop the 
advanced competence in a specific 
area. The Association of Schools and 
Colleges of Optometry (ASCO) has 
identified 9 specific areas of residency 
training. Each resident acquires 
expertise in one or more of these 
areas. At the conclusion of a residen
cy, there is no evidence of the resi
dent's advanced competence other 
than a certificate issued by the school 
or college of optometry that sponsors 

the residency program (academic 
affiliate). The certificate indicates that 
the resident met the requirements of 
the residency, demonstrated a specific 
level of competence, and completed 
the requirements set forth by the indi
vidual program and the academic 
affiliate. Attainment of advanced 
competence is presumed but not mea
sured. Nonetheless residencies are 
strongly recommended for candidates 
seeking faculty positions, VA posi
tions, and other similar styles of prac
tice. 

The statement that a residency grad
uate, having merely completed a resi
dency program, now has attained 
advanced competence would have no 
credibility without a specific measure 
of this advanced competence. We 
could, however, specifically measure 
advanced competence in a particular 
area of optometry by offering an exam
ination that would be credible, stan
dardized and available to individuals 
who have completed residencies. 
Individuals completing residencies 
would be eligible to take this examina
tion and, upon passing it, be granted 
certification of their advanced compe
tency in the area in which they trained. 

The time has come for specialty 
certification in our profession. 
However, we should pursue this in a 
way that has credibility. Since most of 
us are generalists, there is no need for 
the vast majority of optometrists to be 
certified for any specific advanced 
competence. However, for those who 
have completed the rigorous year of 
clinical training in a residency, formal 
recognition of their advanced compe
tence by certification is the only fair 
way to identify a group of practition
ers who can take the lead and facili
tate the growth of the profession. 

Dr. Barresi: 
There is no imperative for the 

establishment of specialty certifica
tion in optometry. To the contrary 
there are many significant risks that 
would bear on the profession if such 
action were pursued. 

Consider that in the case of optom
etry's pursuit of therapeutic prescrip
tion authority, there was a compelling 
pubic health and societal benefit. 
With TPAs there was a societal imper
ative for this very significant change 
in the legal scope of practice of 
optometry. In contrast, specialty certi
fication is a solution looking for a 
problem. There are no public health 
hazards, health care financing barri-
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ers or efficiency of care issues that 
pose a problem specific to the matter 
of specialty certification. All health 
professions have a primary obligation 
to take policy actions that benefit the 
public. Thus the burden of proof to 
establish specialty certification falls 
on the backs of the proponents. These 
advocates must develop compelling 
evidence that, in the absence of such 
new regulatory structure, the public 
will be harmed. 

In my view, the creation of another 
scope of practice regulatory system 
offers no compelling evidence of the 
public's benefit; the presence of spe
cialty certification may actually harm 
the public's prompt access to quality 
generalist care in optometry. Without 
doubt another qualification layered 
on top of State Board licensure would 
further confuse the public about 
optometrists and their scope of prac
tice. The fact of the matter is that 
optometry has no true specialties. 
That is, it is exceedingly rare to find 
private practice optometrists who 
limit their practice to a particular spe
cialty area. Hence, programs such as 
the Academy's Diplomate program 
are a perfect mechanism to provide 
recognition about one's advanced 
knowledge in a specific area without 
doing harm to the regulatory or legal 
standing of such optometrists. 

Thus, proponents of specialty certi
fication must successfully argue that 
certification provides a unique set of 
public benefits and will do no harm. 

Dr. Messner: 
Wallis,7 Wild,8 McAlister and 

McAlister,9 and Gross and Wallis10 have 
discussed specialty certification in 
optometry. The issues they have raised 
should be considered in the current 
debate on this topic. Following the dis
solution of the American Board of 
Optometric Practice in June 2001, the 
American Optometric Association 
House of Delegates voted to convene a 
summit, with profession-wide input, to 
study the issue of formally recognizing 
specialty areas within optometry. 

The controversy that has surround
ed specialty certification for over three 
decades still exists today. Detractors 
believe that certification will fragment 
the profession by closing non-certified 
practitioners out of participation in 
areas identified as "specialty" practice, 
despite having been trained and 
licensed to provide these services. The 
argument has been made that optome
try, unlike medicine, is a limited-license 

profession, so the need for specialty 
certification does not exist. Specialty 
board certification in medicine protects 
the public from physicians practicing 
beyond their scope of training; this is 
not necessary in optometry. 

Although optometry is, by defini
tion, a specialty, further formalized 
sub-specialization may serve an impor
tant role in protection of the public. 
Currently, an individual practitioner 
may claim to be a "specialist" in a par
ticular discipline within the scope of 
optometric practice. To the public, this 
implies a higher level of competence 
than is found with the general 
optometrist. Unfortunately, there is no 
formalized procedure for identifying 
those with advanced competency in 
recognized areas of specialization. One 
self-proclaimed "specialist" may have 
received no advanced training, experi
ence or credentials, but may simply 
possess an interest in that area of prac
tice while another may have spent a 
year in postdoctoral residency training 
and achieved diplomate status in a pro
fessional organization. Without uni
form and formalized subspecialty certi
fication, it is difficult to make this 
distinction clear to the public. Other 
independent healthcare professions, 
including dentistry and podiatry, have 
successfully used board certification to 
identify those who have achieved a 
level of advanced competency in an 
area of sub-specialization. It is logical 
to assume that optometry could 
accomplish this too. 

Although certification would for
mally identify specialists within the 
various optometric disciplines, it 
would not necessarily preclude general 
optometrists from including those dis
ciplines within their practices. Just as a 
general ophthalmologist may treat 
glaucoma or manage neuro-oph-
thalmic cases, it would be appropriate 
for the general optometrist to manage 
certain cases that fall within an identi
fied subspecialty of optometry. In those 
instances when the complexity of the 
case is beyond the capability of the gen
eralist, referral to a certified specialist 
would be appropriate. Thus, intra-pro-
fessional referrals could be made with 
a greater level of confidence, promot
ing growth within the profession. 

Another compelling argument in 
favor of subspecialty certification is 
that the schools and colleges of 
optometry are not able to provide 
meaningful experience to all students 
in all areas of specialization within 
the four-year program. The scope of 

optometric practice has expanded 
dramatically during the past 25 years, 
yet the length of the training program 
has remained relatively stable during 
that time period. Students are expect
ed to assimilate vast amounts of infor
mation in the classroom and have suf
ficient opportunities to develop 
competence through application of 
that knowledge in a clinical setting. It 
would be unrealistic to assume that 
each school could ensure that every 
one of its graduates has achieved 
competence in all areas of specializa
tion. In fact, optometric institutions 
have been charged with identifying 
entry-level competence for their stu
dents. In other words, schools must 
identify those skills that their stu
dents must possess to be deemed 
capable of safely and effectively 
beginning independent and unsuper
vised practice. This does not preclude 
optometry programs from providing 
their students with skills and experi
ences that are considered beyond 
entry level, but mastery of these areas 
is neither required nor guaranteed. Of 
course the educational institutions do 
not independently determine what 
constitutes entry-level competence. 
The state professional regulatory 
agencies play a critical role in this 
process by establishing requirements 
for licensure. This not only includes 
graduation from an approved optom
etry program, but also a comprehen
sive and independent verification of 
entry-level competence, typically the 
National Board of Examiners in 
Optometry examinations. 

Development and assessment of 
advanced competency in an optometric 
subspecialty must, however, be 
achieved after graduation, through 
residency training or equivalent clini
cal and didactic experience. If we are 
to begin subspecialty certification in 
optometry, it is imperative that the 
process of achieving certification be 
rigorous. Certification, otherwise, will 
not be a meaningful credential. 
Advanced training must be a prereq
uisite to eligibility. In fairness to 
established practitioners, this need 
not be limited to residency or fellow
ship training initially, but could 
include approved courses of study 
and documented clinical experiences. 
As with entry-level competence, 
advanced competence should be 
assessed by an independent agency 
through a comprehensive and psy-
chometrically sound examination. 
Such an examination would be costly 
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to develop and administer. For areas 
of specialization in which a small 
number of practitioners would seek 
certification, the associated fees could 
be prohibitive. We must decide as a 
profession if we are willing to support 
the cost of certification. To certify that 
a practitioner is qualified to provide 
subspecialty care to the public with
out adhering to rigorous education 
and testing standards would be less 
than honest, would make certification 
less meaningful and would likely 
bring skepticism, if not criticism, from 
the healthcare community. I agree 
with Norman Wallis's statement, "If 
optometric specialty certification is to 
have meaning to the public, in the 
same way that licensure does to pro
tect the public, then the same quality 
in the assessment process must be 
expected."7 

Q: Do you have a rebuttal or follow-
up comments? 

Dr. Selvin: 
While I agree with the argument 

that there is no inherent public health 
risk in not pursuing specialty certifi
cation, that argument, in my opinion, 
misses the point. There are 
optometrists trained well above the 
standard of entry-level practice in dif
ferent sub specialty areas. Consumers 
have a right to know who has more 
expertise in these areas even if there is 
no risk in obtaining care from a non-
specialized OD. Additionally, those 
who have been trained in these areas 
should be recognized for the 
advanced competence in the same 
way that other health care providers 
are recognized. Specialty certification 
should not necessarily be driven by a 
known or existing public health haz
ard. We as a profession need to pro-
actively consider what is best for the 
public and always be cognizant of 
what protects it from harm. 

I believe I can successfully argue 
the public benefits without doing 
harm. I am not proposing that all or 
even most optometrists obtain spe
cialty certification. In fact, specialty 
certification should be reserved only 
for those with legitimate advanced 
competence in a specific area. Where 
is the harm to the public or profession 
in recognizing those who have done 
the extra work and have undergone 
the training necessary to enable them 
to practice at the level they desire? 

The public has a right to know if 
someone has advanced credentials. 

Any optometrists who have pursued 
a residency and have proven via an 
examination and their training that 
they have advanced competence 
deserve recognition above and 
beyond the OD degree and a state 
license. Why be threatened by the 
recognition of a small minority of 
optometrists who would be identified 
as specialists? There are optometrists 
today who are recognized informally 
as experts by most in the profession 
and many patients. This proposal 
would simply formalize and legit
imize this process. 

I would add that lack of specialty 
board certification in medicine does 
not limit practitioners' ability to do 
specific procedures by licensure. It 
does, however, create a barrier that is 
typically used in some health care 
organizations such as hospitals, acade
mic medical centers, HMOs, and the 
Department of Veterans Affairs before 
accepting a clinician into that specialty. 

Dr. Messner: 
Dr. Barresi suggests that there is no 

public health hazard related to the 
absence of specialty certification. I 
believe that a hazard does exist, as I 
indicated in my original statement. 
Currently, with no established spe
cialty certification within the profes
sion, the public has no means of iden
tifying those practitioners who have 
tangible credentials in areas of spe
cialty practice. Two practitioners may 
indicate that they specialize in strabis
mus treatment. One may have an 
interest in binocular vision and stra
bismus, and enjoy seeing strabismus 
cases while the other may have spent 
a year in postdoctoral binocular 
vision residency training, done clini
cal research in the discipline and 
attained Diplomate status in the 
American Academy of Optometry. Yet 
the consumer has no way to differen
tiate between the clinical competence 
of the two. Specialty certification 
would fill this void. 

This should in no way limit patient 
access to quality generalist care in 
optometry. Unlike in medicine, resi
dency training in a specialty is not uni
versal following graduation from 
optometry school. Most optometrists 
choose to go into the general practice of 
optometry. As I outlined in my original 
statement, general optometrists can 
choose to manage those cases appro
priate for their level of expertise in a 
given discipline and to refer those that 
are beyond their scope of practice. This 

is standard practice in medicine. With 
specialty certification, optometrists 
could more readily and confidently 
make intraprofessional referrals. This, 
in turn, would lead to the growth of 
our profession. 

I agree with Dr. Selvin's contention 
that ABOP has left many within the 
profession with a "bad taste in the 
mouth" regarding certification and 
concur that specialty certification is far 
different from what ABOP was 
proposing. For those individuals who 
choose to spend a postdoctoral year in 
residency training, a standardized and 
psychometrically sound examination 
to certify that they have attained 
advanced competency in a specialty 
area would be welcome. Currently, 
those who pursue residency training 
do so because they have the desire to 
advance their knowledge and exper
tise in a specific discipline so that they 
may render a high level of patient 
care. Attainment of a residency certifi
cate has little meaning beyond the aca
demic or federal service realm. 
However, if residency training would 
eventually lead to specialty certifica
tion, such training would be of greater 
value in the private sector. This may 
help to attract some of the brightest 
and most highly trained new 
optometrists into private practice. 

Conclusion 
The panelists have articulated the 

key aspects of the dilemma that 
underlies any future implementation 
of credentialing and subspecialty cer
tification in optometry. They have 
illustrated the difficulties we face in 
our attempt to arrive at solutions that 
will provide the basis for consensus 
building and long-term planning. 
(Table 1) Policy change within optom
etry is always a bit risky, as we must 
constantly strive to foster growth and 
professionalism within our profes
sion, while also "protecting our 
flanks." At the same time we have to 
be sensitive to the ever-present 
changes within health care and the 
increasingly consumer-driven market. 
It is clear that much controversy sur
rounds this entire concept. Our first 
main hurdle will be in deciding for or 
against the idea. If the profession 
elects to explore the possibilities fur
ther and move forward with a mean
ingful discussion in the practical 
issues of implementation, we will 
have to make certain assumptions. 
These include: 
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Table 1 
The Pros and Cons of Specialization in Optometry 

Reasons Cited in Favor of Specialization Reasons Cited in Opposition to Specialization 

May increase intra-optometric referrals Then again, it may not! 

Inconsistent state laws allowing use of the designation 
"specialty" - unifying the definition will reduce public 
confusion. 

Alternative solution would be to nationally regulate use of 
the term itself rather than "grow into" it. 

Would allow optometric residency graduates or other 
practitioners with advanced knowledge and/or experience 
an opportunity to distinguish themselves as having had 
formal training above and beyond professional school. 

The public is confused enough as it is about the various 
people involved in eye care; this extra layer might add still 
more confusion; further this might fragment the profession 
into the "haves" and "have-nots." 

Might pave the way for future third party payor 
improvements, hospital privileges. 

Reimbursement is not currently linked to specialty 
certification in many payor systems. 

We could more closely mirror ophthalmology in its 
organizational structure. 

Are we sure we want to? Will we still further lose sight of 
the roots of our profession?. 

Optometry school curriculum has expanded beyond what 
can reasonably be taught in four years - specialties cannot 
be "mastered." 

Younger practitioners aren't expected to be masters, only 
minimally competent. 

We have to be flexible and evolve with the times, 
continuing to improve our profession. 

Let's look at continued competence in all areas of optometry 
instead of focusing on specialties. 

1. Use of the term "subspecialization" 
instead of specialization, since 
optometry is already a specialty 
profession. All optometrists are spe
cialists. Some optometrists might 
seek to become subspecialists. This 
distinction should help to alleviate 
any potential conflicts created in 
privileging situations in third party 
payer situations or in obtaining hos
pital privileges. 

2. Subspecialization is not expected 
to occur at the entry level; 
advanced training or competence 
must be achieved and measured. 

3. Credibility in the process must be 
maintained. A valid, rigorous out
comes measure must be developed 
for those attempting to obtain sub
specialty status. 

4. Once implemented, state boards 
must prohibit non-subspecialists 
from claiming "board certification" 
in any specialty area. This will be 
the public's primary means of iden
tifying those individuals who have 
achieved subspecialty certification. 

5. We must examine all potential pit
falls for non-subspecialists, so as 
not to disrupt any privileges or sta
tus all optometrists now enjoy. The 
process of subspecialization should 
not in any way infringe upon any 
optometrist's rights or scope of 
practice. 
With these assumptions in mind, it 

becomes clear that this would not 
directly affect the status of optometric 
education or require any modification 
in the curricula of the various schools 
and colleges of optometry. Rather, it is 
an issue that could be implemented 
through postgraduate residency pro
grams, through the existing Diplomate 
programs in the AAO and/or COVD, 
or through clinical experience or other 
advanced training. 

When ASCO realigned and stream
lined the titles associated with opto
metric residency programs in 199911, it 
was a first step in identifying subspe
cialty areas within our profession. It 
might be prudent to use this as a start
ing point in refining possible subject 
areas. (Table 2). 

As more than one of our panelists 
has pointed out, however, merely com
pleting a residency program does not 
guarantee a minimum level of compe
tence. No unified curriculum exists for 
residency programs, and there is wide 
variability in the educational activities 
among various residencies. If post
graduate residencies were to be used 
as a stepping-stone towards sub-spe
cialization, an initial step, then, would 
be to develop a unified curriculum 
within each of the subject or title areas. 
Next, a valid, reliable, repeatable 
assessment instrument would need to 
be developed. This is no small under
taking; however, it would be quite fea

sible to develop working groups to 
accomplish this task. 

Further, it is possible that this model 
would allow regional access for gener
al practitioners to participate in a 
structured curriculum. Instead of par
ticipating in a residency program, 
practitioners could document various 
clinical experiences to "count" 
towards the clinical portion of the cur
riculum, and on-line or other 
advanced technologies could be 
employed to deliver advanced course 
work or concepts, allowing practition
ers to study at their own pace, and 
carry on their regular work activities. 

Achieving Diplomate status in any 
subject area within the AAO or COVD 
is a well-established, credible, rigor
ous measure of advanced compe
tence. The existing structures within 
these two organizations could poten
tially involve more general practition
ers, and postgraduate residency pro
grams could use the established 
assessment techniques to ensure com
petence of residents. 

Finally, development of an entirely 
new assessment instrument could be 
undertaken by an outside organization, 
such as the NBEO. This may be costly 
and time-consuming, but in the long 
run might stand up to outside criticism 
as it would more closely mirror sub
specialty certification within other pro
fessions. It should also be noted that if 
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Table 2: Optometric Residency Title Descriptions 

1. Family Practice Optometry: The didactic and clinical curricula will be devoted to top
ics and practice broadly represented in general optometric care. The patient population 
will be community based and include an age range from pediatric to geriatric. 

2. Primary Eye Care: The majority of the didactic and clinical curricula will be devoted to 
topics and practice relevant to the program's unique patient population. This patient pop
ulation may be evident in the title, e.g., Primary Eye Care-Dept. of Veteran Affairs, 
Primary Eye Care-Indian Health Services. 

3. Cornea and Contact Lenses: The majority of the didactic and clinical curricula will 
be devoted to topics and practice prevalent in the cornea and contact lens population. 

4. Geriatric Optometry: The majority of the didactic and clinical curricula will be devoted 
to topics and practice prevalent in the geriatric population. 

5. Pediatric Optometry: The majority of the didactic and clinical curricula will be devoted 
to topics and practice prevalent in the pediatric population. 

6. Vision Therapy and Rehabilitation: 

The majority of the didactic and clinical curricula will be devoted to topics and practice 
relevant to dysfunctions of the eye movement, accommodative, binocular and perceptual 
systems, reduced visual acuity and compromised visual fields. 

7. Low Vision Rehabilitation: The majority of the didactic and clinical curricula will be 
devoted to topics and practice relevant to low vision patients. 

8. Ocular Disease: The majority of the didactic and clinical curricula will be devoted to 
topics and practice relevant to the diagnosis, management and treatment of ocular dis
ease. 

9. Refractive and Ocular Surgery: The majority of the didactic and clinical curricula will 
be devoted to topics and practice relevant to refractive and ocular surgery. 
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one single assessment instrument were 
to be adopted, any number of path
ways could lead to that same endpoint, 
whether it be residency training or 
equivalent clinical experience. 
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Optometry Student 
Interest in Residency 
Education 

Sharon R. Atkin, M.S.A., O.D., F.A.A.O. 

Abstract 
Background. The optometric profession is facing difficult issues with regard to the 
ability of the schools and colleges to adequately provide the curriculum and clinical 
experiences that enable their students to graduate with "entry-level competence." 
There has been discussion regarding the requirement of residency training to 
enhance the level of education. This study was undertaken to determine the level of 
demand for residency training in a voluntary situation and the factors that are 
important in the decision. These include whether to participate or not, the preferred 
types and settings for residencies, and the important demographic factors. Methods. 
A survey was developed and distributed to all third and fourth year students in 
1998. All completed third year surveys were returned to the investigator in one 
packet from each school. Fourth year students returned their completed surveys 
directly to the investigator in a pre-addressed, stamped envelope. Results. Forty-
eight percent of surveys were returned (1325) for data analysis with one-third indi
cating an interest in residencies. Gender and marital status were significant factors 
while GPA and amount of school loan debt were not significant. The need to devel
op confidence/improve clinical skills was the number one factor that determined 
interest in residency training while having definite practice plans was the number 
one reason for not pursuing a residency. Conclusions. The demand for residency 
positions, should it continue as is, will exceed the number of positions. Optometry 
as a profession might want to consider utilizing the results of this study in planning 
the future expansion of residency programs so that appropriate types and settings for 
the programs are developed. 

Key Words: optometry residency, residency education, optometric education 

Dr. Atkin is an optometrist at the Perry Point VA Medical Center, educating students and residents. She 
has performed several studies related to optometric residency education. Earlier she completed a residency 
in hospital-based optometry. 

In March 1997, the Association of 
Schools and Colleges of 
Optometry (ASCO) conducted a 
Critical Issues Seminar on 

Residency Education. The purpose of 
this meeting was to discuss issues fac
ing optometry and residency educa
tion: (1) should residencies be 
required? (2) should all programs par
ticipate in a centralized matching sys
tem? (3) if residencies remain volun
tary will there be enough positions in 
the correct settings to meet the 
demand? and (4) should there be spe
cialties within optometry? The 
Critical Issues Seminar was the impe
tus for this study. 

Health care as a whole is rapidly 
changing. There are constant advances 
in knowledge and technology, changes 
in the manner in which care is deliv
ered, and enhancement of available 
services. Additionally, the demograph
ics of the population are changing. The 
percentage of individuals over age 65 
has increased significantly and will 
continue to increase with the aging of 
the baby boomers. As the population 
ages, there is an increase of many dis
ease processes, including eye disease. 
These factors have placed greater 
demands on the educational system. 
Changes in health care occur so rapid
ly that the schools and colleges are 
challenged to keep pace. Optometrists 
must be adequately prepared to pro
vide services within the overall system 
of health care. One way to ensure that 
these goals are met is through comple
tion of a postgraduate residency to gain 
additional experience, knowledge, 
skills, maturity, and confidence. 

Residency training in optometry is a 
relatively recent phenomenon. The first 
accredited residency program was ini
tiated in 1975 within the Veterans 
Affairs Medical Center (VAMC) in 
Kansas City, Missouri.1-2 Until recent 
years, almost all of the residencies were 
within Department of Veterans Affairs 
(VA) facilities with a few at some of the 
schools and colleges of optometry. 
Residency positions are now available 
in a variety of other settings such as 
health maintenance organizations 
(HMOs), the Indian Health Service 
(IHS) and co-management centers. 
There are a number of different types of 
residencies available including family 
practice, geriatric optometry, cornea 
and contact lenses, low vision rehabili
tation, vision enhancement and reha
bilitation, primary eye care, pediatric 
optometry, ocular disease, refractive 
and ocular surgery, and combinations 
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of the aforementioned. Residency 
training is not a requirement for licen
sure in optometry in any state. 

The purpose of the study was to 
obtain information that might be useful 
to the optometric profession in planning 
for the future of residency education. 

Methods 
The instrumentation utilized in this 

study was a survey. The survey was 
designed by the investigator and was 
reviewed by three VA optometrists as 
well as the Residency Affairs 
Committee of the Association of 
Schools and Colleges of Optometry. 
Modifications were made based on 
their input. Two fourth year optometry 
students were asked to respond to the 
survey on a trial basis. Both students 
completed the survey in fewer than ten 
minutes and noted no problems or con
cerns with the instrument. 

The entire population of third and 
fourth year optometry students in the 
United States was sampled, with the 
exception of third year students who 
did not attend class on the day in 
which the survey was administered. 
The most recent data available on class 
size and composition of optometry stu
dents was from 1996 when these third 
and fourth year optometry students 
were first and second year students. At 
that time there were 1363 first year stu
dents, 628 males and 735 females. 
There were 1336 second year students, 
653 males and 683 females. 

Following duplication, the surveys 
were separated into packages contain
ing an appropriate number of surveys 
for the third and fourth year students 
at each school. The packets were 
mailed to each individual school and 
college of optometry along with 
stamped return envelopes addressed to 
the investigator for return of the fourth 
year students' surveys. 

Each school and college of optome
try assigned one individual to be 
responsible for the distribution and col
lection of the surveys. Surveys were to 
be distributed to third year students 
during a class, lab, or clinic in which 
attendance was strongly encouraged if 
not required. Students were to be per
mitted time to complete the survey 
prior to, or at the conclusion of the 
class. Surveys were then to be returned 
to the class instructor upon completion. 
This was done to ensure a high 
response rate among those students 
who actually attended class. The 
majority of fourth year students were 

away from the schools participating in 
external clinical rotations. Those fourth 
year students who were at the school 
did not have formal classes but rotated 
in the school's optometry clinic. This 
necessitated distribution of most of the 
surveys by mail. The schools were 
requested to place the surveys of stu
dents who were involved with a clini
cal experience at the school in the stu
dents' mailboxes along with a stamped 
return envelope. The remaining sur
veys were sent by the schools to their 
students on external rotations through 
the U.S. mail. A stamped, addressed 
return envelope was enclosed for 
return directly to the investigator. 

Research Design 
The dependent variable was the 

demand for postgraduate residency 
framing by optometry students. The 
independent variables included the fol
lowing: estimated GPA, estimated class 
rank, age, gender, marital status, and 
level of school loan debt. 

Results 
Surveys were sent to sixteen optom

etry schools for distribution to all third 
and fourth year students. Of these, 
fourteen schools participated fully. The 
InterAmerican University in Puerto 
Rico chose not to participate. One col
lege returned its surveys late, with the 
fourth year surveys coming in during 
the data analysis phase of the study 
and the third year surveys being 
returned almost at completion of the 
analysis. Most of the fourth year sur
veys were incorporated into the results 
while the third year data is not includ
ed. Additionally, two schools distrib
uted the third year surveys to individ
ual students rather than to the class as 

a whole as requested and this resulted 
in a lower participation rate. 

Two thousand seven hundred 
eighty-six surveys were mailed to the 
schools; of these, one thousand three 
hundred twenty-five were returned in 
time to be considered for inclusion in 
the study. The actual number of partic
ipants on each question varies and is 
lower than this number for several rea
sons. Surveys were not included in the 
analysis for several reasons: more than 
two questions were not completed, 
questions that required ranking were 
not ranked by numbers and/or no 
definitive answer was provided 
regarding whether or not the student 
was interested in residencies. Total 
numbers of respondents also varies as 
some individuals did not respond to 
one or two questions, yet the remain
der of their responses were included 
for analysis. 

Overall, there was a response rate of 
48% (1325 of 2786), with 58% of third 
year students responding (821 of 1407) 
and 38% of fourth year students partic
ipating (504 of 1379). The overall sur
vey population included 1457 females 
(52%) and 1319 males (48%). The over
all interest in residency education was 
34%, 411 of 1215 respondents. 

Demographic Data 
It was hypothesized that gender, 

age, and marital status impact the deci
sion to participate in residency pro
grams. The results indicate no effect of 
age on this decision as the mean and 
median ages of both groups, as well as 
standard deviation, were essentially the 
same (Figure 1). The t-test value for this 
demographic characteristic was 0.341. 

Gender and marital status, however, 
were both shown to influence the deci
sion to participate in residency educa
tion. One thousand two hundred fif-

Figure 1: Comparison of Age by Level of Interest 
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Figure 2: Comparison of Interest In Residency by Gender 
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Figure 3: Comparison of Interest vs. Marital Status 
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Figure 4: Comparison of GPA by Interest In Residency 
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teen individuals responded to question 
5 related to gender. Six hundred sixty-
three were female (55%) and 552 were 
male (45%). The overall study popula

tion of 2786 was composed of 1457 
females (52%) and 1319 males (48%). 
Of the 663 females included in the 
results, 241 (36%) indicated interest in 

residencies while 170 (31%) of the 552 
males included indicated an interest 
(Figure 2). 

One thousand two hundred sixteen 
individuals responded to question 7 
related to marital status. Eight hundred 
and one students were married (66%) 
and 392 were unmarried (32%) with 23 
persons (2%) in the other category. Of 
the 801 married individuals, 293 (37%) 
responded affirmatively to residency 
training while 105 of the 392 (27%) sin
gle people demonstrated any interest 
(Figure 3). Almost one-half of those in 
the other category indicated an interest 
in residencies. 

Grade point average was not found 
to have any effect on the decision to 
pursue residency training. The mean 
and median GPAs were the same for 
students interested in residency educa
tion and those who were not (Figure 4). 

Promotion of Residency Training 
The results indicated that knowl

edge of residency education is gained 
early in the academic environment 
(Figure 5). Nine hundred thirty of 1215 
respondents (77%) had knowledge of 
residencies prior to or during the first 
year of optometry school. An addition
al 230 individuals learned of residency 
training during the second year of 
optometry school for a total of 1160 of 
the 1215 (95%) having knowledge 
within the first two years of optometry 
school. However, the results of the 
analysis indicate the year of first 
knowledge of residency training has no 
effect on the level of interest in the pro
grams. The X2 value was 5.03 and the 
p-value .16. 

Despite learning of the existence of 
residency training early in the profes
sional program, a majority of students 
felt that the amount of information pro
vided by the schools and colleges 
regarding this educational opportunity 
was inadequate (691 of 1204 or 57%). 

Of the 959 respondents to question 
8b, which related to how the students 
first learned of residency training, 37% 
(356) indicated the knowledge came 
from faculty at the school which they 
attend. Thirty-one percent (299) indi
cated that a fellow student first made 
them aware of residencies and 14% 
(130) stated that a former or current res
ident provided them with their first 
knowledge of residency education. 

School Loan Debt 
It was assumed that the amount of 

school loan debt is the primary barrier 
to graduates seeking postgraduate 
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Figure 5: First Knowledge of Residency Training 
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Figure 6: Comparison of Undergraduate Loan Debt 
600 -

500 -

400 

i 
1 300 
o 

200-

100 

0 4 

E3? 

i 

• interest 
• uninterest 

0-10k 10k-25k 25k-50k 50k-75k 75-100k >100k 

Samount of debt 

Figure 7: Comparison of Optometry School Loan Debt 
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education. Loan debt was assessed by 
asking the amount of undergraduate 
debt, optometry school debt, and calcu
lating the total amount of debt. 

There was no relationship found 
between the amount of undergraduate 
debt, optometry school debt, total debt 
and the decision to apply for residency 
training. As far as undergraduate debt 

is concerned, a X2 value of 2.97 was 
measured with a p-value of .887. 
Eighty percent of students had $10,000 
or less of undergraduate debt; of these, 
34% were interested in residency train
ing while 66% were not (Figure 6). 

The findings for optometry school 
(Figure 7) and total debt (Figure 8) also 
show no effect on the interest in resi-

1 dency training. There is essentially no 
difference in the level of interest over 
the different ranges of debt. The level 
of interest in residencies for the entire 
study population was 34%. For the 
range of optometry school debt from 
$100,000 to greater than $150,000, the 
level of interest was 33%. A X2 value of 
3.147 was measured for optometry 
debt with a p-value of .872. A X2 value 
of 3.17 was measured for total debt 
with a p-value of .868. 

Demand for Residency Positions 
At the time this study was conduct

ed, there were 102 optometry resident 
programs fully accredited or granted 
preliminary approval pending a site 
visit to thoroughly evaluate the pro
gram for full accreditation. 
Approximately 150 individuals were 
enrolled in these residency programs. 
Assuming that the number of graduat
ing optometrists remains at approxi
mately 1300 per year, and assuming 
that approximately one-third of these 
individuals will remain interested in 
residency training, there should con
tinue to be more demand for this edu
cation than is being provided. 

Important Factors in the Decision to 
Participate 

The students interested in residency 
training were asked to rank a number 
of factors in terms of their importance 
in their interest in residency education. 

These factors were evaluated by two 
1 different means (Table 1). The factors 
were ranked on a scale of lto 5 in terms 
of their importance to each individual 
and the Kruskal-Wallis ranking 
scheme was applied. Under this 
scheme of analysis, the need for more 
clinical experience to develop confi
dence/ improve clinical skills was 
most important. The opportunity to 
diagnose and manage eye disease was 
the second most important factor, fol
lowed by the applicability of the expe
rience to future practice. The second 
means of evaluating the data was to 
simply sum the number of individuals 
who ranked each item regardless of 

• the rank applied to the item and then 
assign an overall rank based on the 
totals. With this scheme of analysis, the 
need for more clinical experience to 
develop confidence/improve skills 
was again the most important factor in 
the decision to apply for a residency 
position. Again, the opportunity to 
diagnose and manage eye disease was 
the second most important factor. 
Under this means of analysis, the 
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Figure 8: Comparison of Total School Loan Debt 
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Table 1: Important Factors in the Decision to Participate 
Kruskal-Wallis Rank Numerical Rank 

1. Need to develop confidence/ 
improve skills 

2. Opportunity to diagnose and 
manage eye disease 

1. Need to develop confidence/ 
improve skills 

3. Applicability of experience to future 
practice 

2. Opportunity to diagnose and 
manage eye disease 
3. Desire for specialty experience 

4. Being more competitive for desired 
position 

4. Being more competitive for desired 
experience 

by the respondents was p<.05. 
The eleven types of residency pro

grams were ranked on a scale of 1 to 3 
in terms of their importance to each 
individual interested in residency edu
cation (Table 3). The Kruskal-Wallis 
ranking scheme was used to determine 
the three most preferred types of pro
grams. It was found that cornea and 
contact lens programs were most desir
able, followed by primary eye care and 
ocular disease. Using the Friedman 2-
way ANOVA by rank, the probability 
of these factors being equally weighted 
by the respondents was p<.05. 

The seven settings for residency pro
grams were ranked on a scale of 1 to 3 
in terms of the priority given them by 
individuals interested in residency 
training (Table 4). Using the Kruskal-
Wallis ranking scheme, the most pre
ferred setting for the residency pro
grams is an O.D./M.D. practice, 
followed by optometry schools/col
leges and VA sites. Using the Friedman 
2-way ANOVA by rank, the probability 
of these factors being equally weighted 
by the respondents was p<.05. 

Table 2: Factors for Not Participating in a Residency Program 
1. Definite practice plans 
2. Family responsibilities/commitments 
3. Belief that the individual is totally competent for independent practice 

Table 3: Ranking of Residency Program Type 
1. Cornea and contact lens 
2. Primary eye care 
3. Ocular disease 

Table 4: Ranking of Residency Program Setting 
1. O.D./M.D. practice 
2. Optometry schools/colleges 
3. VA sites 

desire for specialty experience was the 
next most important factor. Being more 
competitive for a desired position was 
the fourth most important factor by 
both means of evaluation. 

Additional Data 
Additional data obtained from this 

survey related to factors that are 
important in reaching the decision not 
to participate in a residency, student 
preferences for the types of residency 
experiences, and preferences for the 
type of setting for residency training. 

The factors for not participating in a 
residency program were ranked on a 
scale of 1 to 5 in terms of their impor
tance to each individual (Table 2). 
Using the Kruskal-Wallis ranking 
scheme, it was determined that having 
definite practice plans was the most 
important consideration, followed by 
family responsibilities / commitment, 
and belief that the individual is totally 
competent for independent practice. 
Using the Kruskal-Wallis 1-way 
ANOVA by rank, the probability of 
these factors being equally weighted 

Discussion 
The first accredited residency pro

gram in optometry was initiated in 
1975 at the VA Medical Center in 
Kansas City, Missouri, which received 
accreditation in 1976.1-2 The foundation 
for residencies was laid by earlier 
advanced clinical training programs 
such as the three-month program in 
vision therapy, which was established 
in 1967 at the Optometric Center of 
New York3'4 The rapidly increasing 
numbers of accredited residency pro
grams, the number of new programs 
requesting and receiving accredited 
status, and the total number of appli
cants gives credence to the substantial 
value-added benefit to both the resi
dency trained optometrist as well as to 
the profession.4 One study of residency 
trained optometrists found that former 
residents were three times as likely to 
be affiliated with a school or college of 
optometry as well as much more likely 
to pursue fellowship in the American 
Academy of Optometry than were 
non-residency trained optometrists.5 

Through anecdotal information, it 
has been presumed that residency 
trained optometrists will be in greater 
demand than their counterparts for 
positions in settings such as the 
Department of Veterans Affairs, Indian 
Health Service, and co-management 
centers that typically encounter a much 
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more challenging patient population 
than that encountered in the average 
optometry practice. It is also assumed 
that residency training will open more 
career opportunities in areas such as 
research and teaching, in addition to 
clinical practice, and make these indi
viduals more competitive for any posi
tion for which they might apply6 

By 1992 it was recognized that the 
optometric curriculum was at maxi
mum capacity for a four-year educa
tional program due to the expanding 
scope of professional responsibilities 
permitted by all states, which allowed 
for the use of advanced clinical skills, 
techniques, and knowledge.7 It was 
agreed that postgraduate training pro
grams might serve as the primary 
means of further advancing the scope 
of optometric practice. The advantages 
of residency training in optometry are 
recognized to include added prestige, 
improvement of practice and patient 
management skills, enhancement of 
competence and confidence, which 
improve the level of clinical judgment, 
and experience in critical thinking and 
presentation skills.6-8 It is believed that 
residency-trained optometrists height
en the status of optometry as a profes
sion and as members of the health care 
team.4 

There has never been a survey of 
optometry students and their attitudes 
towards residency training. There have 
been a number of studies that have 
been undertaken to determine demo
graphics and attitudes of individuals 
participating in residencies and those 
who have completed residencies in 
optometry.2'5-911 There has also been a 
study of the demographic and educa
tional characteristics of the applicants 
to the Optometric Residency Matching 
Service (ORMS).12 Some interesting 
data has been gathered as a result of 
these studies. For the two years studied 
by Messer (1991 and 1992),12 the 
demand for residency positions was 
more than twice the number of avail
able positions. The gender characteris
tics of appMcants and residents have 
ranged from a lower percentage of 
females than in the student population 
in the early years of residencies,9 to a 
higher percentage of females than stu
dents in more recent years.12 The pro
portion of women to men in the profes
sional undergraduate programs has 
been consistently on the rise. 

The surveys conducted by Hines 
(1981)/ Koch & Newcomb (1986),10 and 
Bartlett et al. (1992)2 consisted of sur
veying only one residency class that 

was comprised of active participants in 
residency programs at the time of the 
study. The surveys conducted by 
Oshinskie11 and Heiberger & Mozlin5 

studied all individuals who had com
pleted residency programs in addition 
to those currently participating at the 
time of the study. Oshinskie's survey,11 

performed in 1985, looked at only VA 
residency trained optometrists. The 
survey by Heiberger & Mozlin in 19895 

reviewed only those residents who had 
completed the vision therapy residency 
at the State University of New York 
College of Optometry. All surveys 
requested demographic information 
including school graduated from, year 
of graduation, and gender. Additional 
demographic information on some sur
veys included age, marital status, and 
ethnic origin. Other requested informa
tion related to the reasons for partici
pating in a residency program, curricu-
lar elements, perceived advantages and 
disadvantages of the residency, post-
residency career plans, epidemiological 
data, and comments. 

Most residents were in the top one-
half of their classes academically.1112 

The majority indicated their desire to 
participate in a residency program was 
motivated by the desire to improve 
their clinical competence and confi
dence through additional clinical expe
rience.211 A number of residents learned 
of residencies in their first year of pro
fessional education,2 while many learn 
of residencies through word of mouth 
in their third and fourth professional 
years.11 The large majority do not make 
a decision to participate in a residency 
program until their fourth year of 
optometry school.2 All respondents to a 
survey of all individuals who had par
ticipated in VA residency programs 
through 1985 would recommend resi
dency training to optometry students 
and 77% believed that postgraduate 
training should be a requirement 
regardless of future practice plans.11 In 
the current study, the overall response 
rate of 48% allowed for a large enough 
sample size to draw significant conclu
sions from the data gathered- The dif
ference in response rates between third 
year students (58%) and fourth year 
students (38%) can be explained by the 
differences in survey technique 
between the two groups. Third year 
surveys, for the most part, were distrib
uted during a class, lab, or clinic in 
which attendance was strongly recom
mended if not mandatory. Time was 
allotted for completion of the surveys 
and the surveys were then collected at 

the end of the class. Fourth year stu
dents are primarily away from the 
school on external clinical rotations. 
Therefore, these surveys were mailed 
individually to the students who 
returned the surveys independently. 

Some interesting findings were 
obtained from this study, some of 
which were expected while others 
were not. The biggest surprise was that 
the amount of school loan debt was not 
determined to be the most significant 
factor in the decision to consider resi
dency training. The amount of debt 
was found to be the same for both 
groups of individuals. The results of 
the debt level were further born out by 
the ranking of factors in terms of their 
importance in the decision not to par
ticipate in residency education. In fact, 
it was not one of the top three factors in 
terms of importance in this decision. 
While more than half of respondents 
ranked debt level as the most, or next 
to most, important factor in the deci
sion not to participate in residency 
training, when all factors were weight
ed, this was not significant in the final 
decision. It may be that, when com
bined with other factors, such as fami
ly responsibilities and low resident 
salaries, the amount of debt becomes 
important. Resident salary was not 
included in the ranking list but was 
written in as an important factor by a 
number of respondents. 

The overall interest level in residen
cy training of 34% is significant. At the 
time this survey was conducted, the 
optometric profession had enough 
accredited residency positions for 
approximately 10% of graduates. 
According to data from ORMS from 
the 2002 match,13 the first year in which 
programs affiliated with a school of 
optometry participated, there were 242 
positions at 147 sites. This would pro
vide positions for close to 20% of grad
uates. However, there were only 233 
applicants for the 242 positions. 

Interestingly, the vast majority of 
optometry students are aware of resi
dency education in the first year of 
school. However, the general feeling is 
that inadequate amounts of informa
tion are being provided on the benefits 
and value of residency education. 

Previous studies have indicated that 
the top 25% of students on the basis of 
class rank are those who tend to seek 
residency training.1011 While this item 
was excluded from the results of analy
sis of the present study, on the basis of 
grade point average, class rank would 
not appear to inhibit interest in post-
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graduate residency education. It may 
be that while individuals who are 
lower in class rank are interested in 
additional education and see the need 
for it, the fact that demand typically 
exceeds the number of positions selects 
out these individuals. 

In terms of the basic demographic 
data obtained, both gender and marital 
status appear to impact on the decision 
to apply for residency training. The per
centage of female and male respondents 
of 55% and 45% is approximately equal 
to the percentages in the survey popula
tion of third and fourth year optometry 
students of 52% female and 48% male. 
Therefore, we can deduce that there is a 
moderate difference in the level of inter
est in residency education between 
females and males with females being 
more interested. Due to the large sample 
size, this difference is statistically signif
icant at p=.04. Given that the gender dis
tribution of the respondents is similar to 
that of the survey population, it can be 
assumed that the marital status of the 
populations is generally similar as well. 
If this is the case, marital status is also an 
important factor in the decision as to 
whether to participate in a residency 
program. Married individuals are statis
tically significantly more likely to dis
play interest than their unmarried class
mates. This is surprising in that it would 
be suspected that married individuals 
would have more responsibilities and 
more family commitments that would 
create a need to generate a greater 
income. Perhaps the majority of spouses 
have good jobs that provide adequate 
financial support that enables the part
ner to pursue additional training. 
Another interesting finding was that 
age does not seem to bear on the deci
sion to seek residency training. Again, it 
was assumed that older students would 
have greater financial responsibilities 
that would spurn interest in residencies. 
Also, having relatively fewer years in 
which to work in the profession would 
also result in older individuals opting to 
skip additional education to begin earn
ing a regular salary. Perhaps older stu
dents realize the potential for greater 
earnings that may result from the addi
tional year of training. Or perhaps older 
students have a greater level of maturi
ty and sense of responsibility that makes 
them want to improve their clinical 
skills and knowledge. 

Conclusions 
The overall interest in residency 

education in this study was 34%, 411 of 

1215 respondents. If this level of inter
est were to continue, there would be a 
greater demand for positions than the 
number available. A continuing 
demand might mean one of two 
things: (1) the most qualified appli
cants will be accepted for residency 
training while those who may be most 
in need of additional training will not 
receive a position even when they rec
ognize a need for further education or 
(2) there must be an expansion of pro
grams to meet the demand. However, 
as previously discussed, there was a 
significant increase in the number of 
positions in 2002 and there were fewer 
applicants than the number of avail
able positions. This may be due to the 
fact that twenty additional VA posi
tions became available late in the 
application process. All positions were 
ultimately filled. This suggests that 
further research is warranted on an 
ongoing basis to determine the ideal 
number of residency positions as well 
as the appropriate numbers of each 
type of residency program. 

One must be cautious when evaluat
ing the results regarding interest in 
postgraduate education. While 34% of 
respondents indicated an interest in 
pursuing residency training, only 118 
individuals applied for 96 positions 
available through the Optometry 
Residency Matching Service for the 
application period that ended in March 
1999. There had been a continued 
decline in the number of matching ser
vice applicants over a period of four 
years. In 1996, there were more than 
240 applicants, 163 in 1997, and 143 in 
1998. In 2002 there were 233 applicants 
but there were now 242 positions avail
able. A positive response to this ques
tion may not indicate a serious level of 
interest. This may seriously confound 
planning for future positions that are 
voluntary in nature. 

An unpublished survey of optome
try student interest in residencies was 
done as a follow-up to this report.14 It 
surveyed fourth year students after the 
match, who were third year students at 
the time of the initial survey, in order to 
determine how many actually applied 
to residency programs. Of the 1268 stu
dents surveyed, 335 responses were 
received from students at nine different 
schools and colleges (26%). Of these, 
25% had applied for at least one resi
dency position. 

Females and married individuals 
were found to be more likely to consid
er the additional education. This could 
be an important factor considering that 

the percentage of female optometry 
students has been rising significantly. 
One could conclude, therefore, that this 
factor will continue to increase the 
overall demand for residency posi
tions. In the 2002 residency match, 66% 
of applicants were female.13 There is no 
data currently regarding marital status 
of optometry students to determine 
what effect this may have on future 
demand for residencies. 

Ninety-five percent of students are 
receiving information within the first 
two years of professional school about 
residency training. Unfortunately, most 
students don't feel that the schools are 
providing enough information regard
ing the importance and advantages of 
residency education. Apparently just 
having knowledge of the existence of 
residencies does not stimulate many 
students to seek information indepen
dently. A more aggressive position by 
the Schools and Colleges of Optometry 
in providing information on the value 
and benefits of residencies could stim
ulate additional interest in the training. 

While school loan debt has become 
excessive for all professional students, 
it does not appear to be a significant 
determinant for participation in resi
dency education. Student debt is fre
quently voiced as a concern regarding 
additional training, but the results of 
the survey indicate that the debt load is 
the same between those who pursue 
postgraduate training and those who 
do not. It is possible, however, that debt 
load, when combined with low resi
dency stipends and inability to defer 
school loan payments, becomes signifi
cant in terms of the decision. 

Knowledge of the preferred types 
and settings of residencies of those 
interested in additional education 
should help the optometric profession 
assess the current distributions of pro
grams and possible need for change. 
There has been no planning of residen
cies by the profession. To this point, 
essentially anyone interested in devel
oping a program may affiliate with a 
school or college and develop whatev
er type of residency and in whatever 
setting they prefer. As long as the pro
gram can demonstrate that it meets 
basic educational standards set by the 
Accreditation Council on Optometric 
Education and its own mission, goals, 
and objectives, it will be accredited. 

There has been a significant increase 
in the number of residency programs 
over the past few years, particularly in 
2002 with the addition of twenty new 
positions in the VA alone. While the 
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number of positions continues to 
increase, the demand for residency 
training appears to be relatively stable 
at best. It is becoming increasingly dif
ficult to fill positions. Applicants are 
fairly particular regarding the pro
grams to which they apply, on average 
applying to only two programs. If an 
applicant desires to be at one particular 
program or one particular geographic 
location, open positions will remain 
open. Optometry as a profession must 
not only share the value and benefits of 
residency training with students but 
must also develop a plan for residency 
education. It makes no sense to contin
ue to initiate new programs if positions 
are going unfilled. 

Note: For a copy of the survey, please 
contact Dr. Atkin at Sharon.Atkin 
@med.va.gov 

Industry News 
(Continued from page 81) 

PARANOL solution was the first 
ocular allergy product to combine 
antihistamine and mast cell stabilizing 
action. In the United States, it is now 
the most frequently prescribed topical 
treatment of allergic conjunctivitis. 
Alcon introduced the currently mar
keted twice-daily formulation of 
PATANOL in 1997 and currently mar
kets the drug in over 30 countries 
including the U.S. and Canada. 

Volk Optical Introduces 
New Colored Rings 
For Optical Lenses 

Volk Optical now offers select styles 
of non-contact, diagnostic slit lamp 
and BIO lenses with colored rings for 
easy identification of organization. 

"Depending on your needs, the 
brightly colored lens rings have a vari
ety of uses," explains Volk President 
Peter Mastores. "They can help practi
tioners easily distinguish their lenses 
from those of their colleagues or to tell 
apart one style of lens from another 
with just a quick glance. They're also a 
great way to organize larger practices 
by color coding the lenses in each 
exam room." 

The new finish changes only the 
color of the ring; customers can expect 
the same superior clarity and expert 
craftsmanship that have made Volk's 
patented, double aspheric, glass lenses 
the industry standard. To order or 
obtain more information, visit 

Acknowledgement: The author would 
like to thank the Association of Schools 
and Colleges for providing the finan
cial support for this research. 
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Marchon Announces 
Donna Karan Spring 2003 

Marchon, the exclusive distributor 
of Donna Karan eyewear, announced 
that its 2003 sun collection captures 
the true essence of Donna Karan New 
York with a purity of line, richness in 
material and workmanship that is dis
tinctly modern 

Four different styles feature sun-
wear for customers looking for eye
wear that is either sophisticated and 
luxurious, classic and elegant, distinct
ly feminine or bold and modern. 
Marchon, headquartered in Melville, 
New York, is one of the world's largest 
privately owned designers, manufac
turers and distributors of fashion and 
technological advanced eyewear and 
sunwear. 
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new data at the Macula Society annual 
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Visudyne is the only drug approved 
for other forms of wet AMD, the lead
ing cause of blindness in people over 
the age of 50. 

Novartis and QLT, Inc., partners in 
developing and marketing Visudyne, 
are working to enhance the benefits 
offered to patients by this therapy 
through an on-going clinical trial 
involving more than 1,000 patients. 
For further information, contact: Jan 
Mcclure, 1-770-905-1020. 

Zeiss Expands Eastern 
Region Sales Force 

Carl Zeiss Optical, Inc. announced 
the recent staff addition of Kathy 
Vojdani as territory manager. In this 
role, Vojdani will primarily be respon
sible for the management and expan
sion of the company's customer base 
in eastern Pennsylvania and southern 
New Jersey. In addition, she will 
increase awareness of Zeiss lenses and 
coatings through student education, 
trade show attendance and marketing 
plan implementation. 

"We are excited to have Kathy on 
board with our sales team," said 
Roland Sitzler, vice president of sales, 
Carl Zeiss Optical, Inc. "We're confi
dent that her industry knowledge and 
experience qualify her to fulfill the 
needs of our expanding customer base 
in the eastern region." Headquartered 
in Oberkochen, Germany, Carl Zeiss is 
a leading international group of com
panies operating in the optical and 
opto-electronic industry. 
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Pediatric Residency Journal 
Geoffrey W. Goodfellow, O.D., F.A.A.O. 

I'm a Resident! 
Tuesday, June 26,2001 

How exciting...overwhelming...satisfying! My pedi
atric residency at the Illinois College of Optometry begins 
next week. I haven't felt this way since my first days of 
Optometry school. I still can't believe that I've finished 
externships...passed boards...graduated! Time does go 
quickly. 

The past few weeks have been enjoyable; I've spent 
lots of time with family and friends. I don't have my 
license, so I really couldn't be a real optometrist for these 
past weeks. I have such a strong feeling of satisfaction. I 
have accomplished so much, but at the same 
time, I'm just at the beginning of my career. 

I spoke to some classmates last night. Katie 
is still very anxious about finding a good job; 
she just hasn't "found" anything yet. I am so 
relieved that my future for the next year is 
determined. The moment I was accepted for 
the Peds residency at ICO, I was thankful that 
I didn't have to be part of that job-hunting 
brigade. A tiny portion of Katie was jealous...I 
could only smile. On the other hand, Kevin 
said he found a great job at a commercial 
establishment that will be paying him big 
bucks. I really was happy for him, even 
though images of my meager residency 
stipend were dancing mockingly through my mind. 
There's more to life than money, right? I love Peds, and 
the experiences of my residency year will pay off in the 
long run, right? My gosh, what have I done? 

In the Beginning... 
Monday, July 9,2001 

I saw my first patient today...a ten-year-old myope 
who broke his glasses. Since I spent the last six months on 
externship at VA hospitals, dealing with anyone under 
the age of 60 feels challenging. It was so strange not to ask 
for permission to dilate the patient; it was all me. I wrote 
out a prescription for new glasses and cleverly answered 
the mother's question about when the eyedrops would 
wear off. 

Tuesday, July 10,2001 
His name was Tyler...He was three years old...He was 

devious. I really do like children, but this cute little boy 
was most difficult for this new Peds resident. My well-
intentioned case history was overshadowed by a chief 
complaint of an eye turn. I glanced at the patient; oh my, 
there was definitely an esotropia occurring. My "fixate 
and follow" routine was floundering. My candy bead test 
was sticky. My cover test just wouldn't end. I simply 

Dr. Goodfellow is an instructor in the Pediatrics/Binocular Vision Service of 
the Illinois Eye Institute at the Illinois College of Optometry. 

wanted to shout out loud, "somebody come quick; call in 
the reinforcements; someone restrain the child." My lone 
popscicle stick with a sticker on it was no match for this 
equipment-eating patient. Tyler wanted to stand. Tyler 
wanted to sit. Tyler wanted to run around the room. 
Mental note: purchase lots of fun, playful, colorful fixa
tion targets. 

Monday, July 16,2001 
It is quite clear to me now. It was clear to me when I 

had my pediatrics rotation too, but that was very long 
ago. (All that diabetic retinopathy and dry eye has a way 

of diluting the optometric memory.) It is clear 
to me now that children do not like eyedrops. 
Nothing quite expresses displeasure like the 
uncontrollable sob of a child. I was in the 
process of telling my patient about the eye
drops, how I would instill them, what it 
would feel like, how to look up at the ceiling 
while I gently instilled the delicate drop. After 
several minutes of coercing, my patient 
encounter was observed by the passing Dr. 
Kattouf. She politely called me to the side and 
stated the likes of, "children don't like eye
drops. You clearly and briefly explain what 
you're going to do, you get the mom's per
mission, and you just do it. The child will cry 

for several moments, and then everything returns to nor
mal. Now watch..." She was so correct. 

Residency Underway 
Thursday, September 27,2001 

I put the finishing touches on our COVD poster today. 
The majority of the work was done already; I simply 
needed to arrange my figures purposefully on my poster. 
I have always enjoyed the research process - devising a 
plan, gathering the data, waiting in suspense as our 
abstract is reviewed. Dr. Steele [Ed. Note: Dr. Greg Steele 
passed away in 2002.] is amazing to me. He never seems 
to worry about the details. He has offered some sugges
tions but has really let me run the show with our poster. 

I also put a bit more effort into my upcoming grand 
rounds presentation. I find thinking about it much hard
er work than actually doing it. After finding a good case, 
I start thinking of dozens of ways to present the informa
tion, but nothing is more satisfying than double-clicking 
that PowerPoint icon and pressing onward. I've sat 
through quite a few presentations in my academic career, 
and if s easy to recognize a good presentation from a poor 
one. However, once you prepare something of your own, 
you realize that it's a lot harder than it looks! 

Monday, November 22,2001 
The mother begins by telling me that her son failed a 

school vision screening. I've certainly heard that one 
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before. Distance visual acuities were 20/20 in the right 
eye and 20/200 in the left. My cycloplegic examination 
revealed +5.00 D OD and +9.00 D OS. Mom and dad real
ly didn't want contact lenses, so we discussed some spec
tacle options. Little Jake and his parents left with a pre
scription for his first pair of glasses and a box of sticky 
patches for some occlusion therapy. Dad wasn't sold on 
the idea, but mom seemed to grasp the concept... RTC 1 
month. 

Saturday, December 15,2001 
Things are so busy now. When I look back at my pre

vious entries, I truly realize how far I have come. I feel so 
much more like an independent doctor of optometry with 
the confidence needed to tackle the toughest of cases. I 
still have tons to learn, but at least I can give every case 
my best shot. Teaching in Strabismus and Amblyopia lab 
has really allowed me to solidify my thought process. 
Having to answer the questions of third year students has 
kept me on my toes. I am so thankful that I decided to do 
a pediatric residency. I am having the best year ever. From 
my first grand rounds experience and my teaching assis
tance in the Binocular Vision Disorders lab to my posters 
at COVD and Academy, I have experienced so much. I 
have confirmed my love for academic optometry and 
know this is what I want to do in life. I've logged nearly 
300 patient encounters so far and really appreciate the 
diversity the program offers - vision therapy, strabismus 
evaluations, visual efficiency exams, infant exams, urgent 
care, primary care. Every day is different from the one 
before. 

Tuesday, January 22,2002 
Urgent care is always so suspenseful. You just never 

know what is going to walk in the door while you're on 
duty. I diagnosed a case of optic neuritis today. The 
patient had pain on eye movement, no ocular health find
ings, failure on the red cap desaturation test. Yes, you 
must wade through the deep trenches of dry eye syn
drome and subconjunctival hemorrhage to finally reach 
each exciting case, but it is worth the wait. The experience 
also keeps me humble. Some days in urgent care also give 
me practice at saying, "you know what, I'm not sure what 
I'm seeing here; could you help me out." As a health care 
professional, thaf s a really important quality. 

If s so incredible to see the development in my fellow 
residents. I often consult with my primary care colleagues 
when I come across something new. They are a great fund 
of information to me. Hopefully, they find me just as help 
ful. Just today, Stacie called to ask my opinion on how to 
manage an intermittent exotrope that she was examining 
in primary care. I like sharing information about things 
I've learned. She could have called anyone... 

Monday, February 25,2002 
My favorite part of the Peds residency remains direct 

care. I love working with my young patients and inter
acting with their families. I find particular enjoyment 
with my ongoing vision therapy cases and countless fol
low-ups. It is fun to chart the progress of a child who has 
been working hard. Remember that little boy with ani-
sometropic amblyopia who could only see 20/200 out of 
his left eye three months ago? We started patching thera
py initially and progressed to some techniques involving 
monocular fixation in a binocular field at the last visit. 

Well you know what? He came back today, and his vision 
was 20/20 in that eye and he was able to see random dot 
forms. His mom and dad were thrilled...and so was I. This 
is what optometry is all about. 

All Good Things Must Come to an End 
Wednesday, May 29,2002 

You'll never believe it! I received another job inquiry 
today. I have had three people contact me over the past 
three months to say that they were looking for an 
optometrist with pediatric residency training. I have been 
determined to stay actively involved in academic optom
etry and wish to remain in the Chicago area, so I haven't 
seriously considered many of these job inquiries, but this 
recent one is looking for a one day per week pediatric 
optometrist to work in a hospital setting. I always knew 
that having a residency and being good at what you do 
would help find a good job, but I never dreamed that it 
would open up so many doors. This once-a-week com
mitment would greatly complement my new faculty 
schedule. Yep, that's right - I recently accepted the posi
tion of Instructor of Optometry at the Illinois College of 
Optometry! 

Friday, July 5,2002 
Can my residency possibly be over? As I familiarize 

the new pediatric residents with my year's experience, I 
realize what an incredible opportunity my Peds residen
cy has been for me as a clinician. As a student, you can 
read and study as much as you want; you can even 
demonstrate yourself clinically under the guiding wis
dom of your precepting faculty member. But, only when 
you have the chance to think on your own and be inde
pendent does it all come together. 

It has been difficult to say a parting farewell to my fel
low ICO residents. They have taught me so much, and I 
have enjoyed their company throughout the year. Paula, 
my partner Peds resident, and I shared some memorable 
stories today about our great year. We laughed about the 
time my car broke down on the way to the Junior 
Olympic games and how we had to drive slowly through 
mountainous terrain with no air conditioning in hun
dred-degree weather, stopping every few miles to give 
the car a rest, just so we could make it to the next gas sta
tion. If s fun to look back with a smile. If s difficult to say 
goodbye, but we must all move onward to do great 
things. 

Saturday, July 27,2002 
I received notification today that I will be able to par

ticipate in the oral fellowship examination at this year's 
Academy meeting. In addition to submitting some case 
reports and organizing my posters, my residency gave 
me the last set of points needed to fulfill my fellowship 
candidacy. 

I have adapted to my new faculty schedule and am still 
getting organized in my new role. Fall quarter will begin 
soon, and campus will be alive again with new and 
returning students, rested for another phase of challenges 
and learning; I, too, feel ready and rested for what lies 
ahead. My residency has definitely finished, but my resi
dency experience continues. How exciting...overwhelm
ing...satisfying! 

Volume 28, Number 3 / Spring 2003 97 



The Match 

The Optometric 
Residency 
Matching Service 
An Update 
Charles L Haine, O.D., M.S., F.A.A.O. 

Introduction 

The Optometric Residency 
Matching Service (ORMS) was 
formed in the middle 1980s to 
bring some order to the chaos 

that surrounded residency matching as 
it existed in the then Veterans 
Administration (VA). ORMS was 
founded as a volunteer organization 
run by non-paid VA personnel who 
were interested in residency education. 
In 1991, ORMS was incorporated as the 
Optometric Residency Matching 
Service, Inc., with a Board of Directors 
and officers of the Board. 

From 1991 to 2001, the matching ser
vice grew slowly until it was matching 
approximately 100 residency positions 
for the Department of Veterans Affairs, 
the Indian Health Service, and one 
school's external residencies. 
Throughout this period, there was 
active dialogue between the officers of 
ORMS and the Residency Affairs 
Committee (RAC) of the Association of 
Schools and Colleges of Optometry 
(ASCO). It was the feeling of the RAC 
and ORMS that some form of matching 
should be instituted for all school-affil-

Dr. Haine is professor and vice president for acade
mic affairs at the Southern College of Optometry. 

iated residency programs so that there 
would not be any undue pressure on 
candidates, residency supervisors or 
directors. The theory was that if every
one matched on the same date, the pos
sibility of "gaming" the system to gain 
unfair advantage would be marginal
ized. 

In December 2000, the RAC, after 
two years of intense study and discus
sion, voted to recommend that the 
presidents and deans of the schools 
and colleges of Optometry endorse a 
two-year trial of matching with ORMS, 
which would commence with the 2002 
match. In March 2001, the deans and 
presidents voted to accept the commit
tee's recommendation. 

For the 2001 matching season, 
ORMS implemented an online applica
tion and matching Web page. The elec
tronic system changed the service in a 
transparent but significant way; ORMS 
now would provide appUcation ser
vices for those residency directors or 
supervisors who chose to accept the 
form that was transmitted to them elec
tronically by ORMS. The new appUca
tion service was widely accepted by the 
vast majority of constituents. A side 
effect was a decrease in paperwork for 
candidates. 

This paper is a summary report to 
academic optometry on the match that 
was completed in March 2002. 

The match process begins for the 
candidates on October 1st of each year 
when ORMS begins accepting appUca-
tions from the residency candidates. 
The appUcation requests demographic 
and educational data on the appUcant 
and allows appUcants to select up to ten 
residency programs of interest. Upon 
receipt of the appUcation, ORMS for
wards the appUcations to the programs 
in which the candidate has interest. 
During the period from October 1st to 
February 10th of each matching season, 
the candidate provides the program 
supervisor with the information neces
sary for that particular program, which 
is over and above the appUcation that 
ORMS had previously forwarded to the 
program. Such information would 
include the foUowing: curriculum vitae, 
letter of intent, letters of recommenda
tion, optometry school transcripts, 
NBEO transcripts, and personal or pro
fessional information as required. Also, 
the candidate is responsible for arrang
ing an interview with the optometric 
staff of the program. 

The candidates must file a second 
form, their Applicant's Ranking of 
Programs Form, which specifies their 
order of preference for given programs. 
This form allows the candidates to rank 
order up to ten programs. For the 2002-
03 matching season, the candidates 
were required to file this form by 5 PM 
CST, February 28, 2002. This deadline 
varies from year to year but is usuaUy 
around the 1st of March. As a security 
measure, a copy of each appUcanf s 
ranking list is sent back to the appUcant. 

The program supervisor must file 
his/her Coordinator's Ranking List of 
up to twenty-five candidates by the 
same deadline as the candidate. 
Again, as with the applicant's ranking 
list, a copy of the program supervi
sor's ranking list is sent back to the 
supervisor upon receipt. 

Immediately following the dead
line, the ORMS staff initiates the 
matching process to simultaneously 
analyze every Coordinator's Ranking 
List with respect to every AppUcant's 
Ranking Form. A matching algorithm 
simulates the situation where coordi
nators offer positions to appUcants 
and the applicants accept or reject 
those offers. The result of this match is 
that each applicant is placed with 
his/her most preferred program that 
does not match with an applicant 
ranked higher on that program's 
ranking list. ORMS does not arbitrari-
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ly or subjectively assign applicants to 
programs. ORMS, as an agent to both 
parties, simply computes "agree
ments to mutually commit" between 
the parties based upon the objective 
algorithm. 

ORMS states that the result will be 
sent to the interested parties within 
seven days of the match. Notifications 
of the results of the match are sent in 
the following order: 

Candidates who matched 
Candidates who did not match 
Supervisors who matched 
Supervisors who did not match 
Immediately after the results have 

been posted, ORMS posts a directory 
of unmatched programs on the web 
site www.orms.org. This list is for use 
by non-matched candidates to ascer
tain if there are positions available 
that are of interest to them. ORMS 
updates this list with information 
from the sites. 

Another service is the "pool" list of 
candidates who did not match. This 
list contains candidates' names and 
demographic and academic informa
tion. This list is distributed to 
unmatched programs that are paid 
residencies at the same time as they 
are notified that a position was not 
matched. After five working days, the 
list is released via electronic mail to 
residency supervisors who have 
unpaid positions. 

Results 
For 2002, there was a total of 256 

applicants for 242 residency positions 
at 147 residency programs. Over the 
course of the application period, nine 
candidates withdrew from the match 
and five candidates did not pay the 
application and matching fee, result
ing in 242 persons eligible for the 
match. There were 233 candidates 
who submitted matching forms, 
which resulted in nine additional 
individuals who were counted as 
informal withdrawals from the 
match. Of the full field of candidates, 
there were 86 male and 170 female; 
therefore, 66% of the applicants were 
female. The age ranged from 23 to 52 
years with a mean of 27 years, mode 
of 25 years, and median of 26 years. 
There were 225 U.S. citizens in the 
total group. National Board mean 
scores were as follows: 

• Mean Part 1 score=477 
• Mean Part 2 score=508 
• Mean TMOD score=85 
• Mean Part 3 score=521 

Table 1 
Number of Applicants by School 

Inter American University at Puerto Rico = 4 

Pacific University College of Optometry = 19 

llinois College of Optometry = 27 
Southern California College of Optometry = 15 

Indiana University School of Optometry = 14 
Southern College of Optometry = 26 

Michigan College of Optometry at Ferris State University = 6 
SUNY College of Optometry = 21 
University of Montreal School of Optometry = 2 

University of Alabama at Birmingham School of Optometry = 5 

New England College of Optometry = 28 
University of California at Berkeley School of Optometry = 12 
Nova Southeastern University College of Optometry= 13 

University of Houston College of Optometry = 9 

Northeastern State University College of Optometry = 3 
University of Missouri at St. Louis College of Optometry = 1 

Ohio State University College of Optometry = 13 
University of Waterloo School of Optometry = 6 

Pennsylvania College of Optometry = 26 

The GPA could have been calculat
ed, but it was not felt to be pertinent 
as there are differing standards from 
school to school. 

There were 187 candidates who 
matched, or 80% percent of the candi
dates who submitted matching forms. 
Of those matches, 106 (57%) were 
"1:1" matches where the candidate 
ranked the program as #1 and the pro
gram ranked the candidate #1. This 
figure of 57% is slightly below the 
usual 65% seen in previous years' 
matches. 

Discussion 
Figure 1 illustrates the distribution 

of the 233 applicants who participated 
in the match by their first choices of 
types of residency positions. Primary 
care optometry represented that 
largest group of candidates. Primary 
care optometry also has the greatest 
number of residency positions. In 
other words, the residency candidates 
tend to apply to programs in roughly 
the same distribution as the residency 
programs are distributed (compare 
Figure 1 with Figure 7). This distribu
tion held true for candidate choices 2-
5 as illustrated in Figures 2-5 and with 
the overall distribution of candidate 
choices, Figure 6. 

Figure 8 represents the number of 
residency candidates who applied to 

Figure 1: First Choice 
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Figure 3: Third Choice 
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Volume 28, Number 3 / Spring 2003 99 

http://www.orms.org


Figure 4: Fourth Choice 
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Figure 5: Fifth Choice 
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Figure 6: Totals 1 -5 Choices 
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the various types of residency posi
tions divided by the number of posi
tions available in each type of pro
gram. Due to the fact that candidates 
could choose up to 10 programs, with 
a mean of approximately three pro
grams, there are more candidates 
choosing programs than the one to 
one that would result if each candi
date were to select only one position. 

To be fair, the analysis is flawed to 
a certain extent, in that some positions 
have two classifications. In those 
cases, the first classification of the res
idency was used to total the number 
of candidates per position available. 
Furthermore, the candidate's choices 
were counted in the same manner, so 
that this would tend to balance any 
bias in the count of programs. Despite 
these potential biases, it does appear 
from the data that residency pro
grams are doing reasonably well in 

Figure 7: Number of Positions 
by Type of Program 
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Figure 8: Application/Position 
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meeting the needs of candidates in 
terms of types of programs offered. 

It appears that the candidates' high
est priority is the type of program and 
their second criterion is the quality of 
the program. With opportunities well 
distributed geographically, candidates 
appear to be using geography as a 
highly ranked determinant in their 
decision-making. Also, married opto-
metric couples are increasingly seek
ing residency education. These cou
ples usually seek residency programs 
where they can live together; therefore, 
they are attracted to larger metropoli
tan areas where more than one pro
gram exists or to programs with multi
ple positions. In addition, some 
residency programs in geographically 
remote areas do experience difficulty 
in filling their positions. 

In past years, when the match con
sisted of VA, Indian Health Service 
and one school's external residency 
positions, ORMS matched about 85% 
of the positions. This year, when 
using the number of positions to cal
culate the match rate, 77% were 
matched. Some of this decrement is 
probably due to the Department of 
Veterans Affairs adding approximate
ly 20 positions in late January 2002. 
Without that addition, the match rate 
would have been 84%. Because there 

are always candidates who do not 
match and programs with spaces to 
fill after the match, ORMS has initiat
ed two services. Unmatched candi
dates are offered the opportunity to 
have their name placed on the "pool" 
list that is distributed to program 
supervisors who have open residency 
positions. Concurrently, ORMS pub
lishes a list of unfilled residency posi
tions for use by unmatched candi
dates. When the list of unfilled 
positions was removed from the 
ORMS web site in mid-September 
2002, there were only six positions 
listed as unfilled. 

In the results section it was noted 
that 225 candidates were U.S. citizens. 
This becomes important for non-citi
zen candidates because they are pro
hibited from matching at federal facil
ities if there are qualified applicants 
who are U.S. citizens. Therefore, VA 
and IHS programs may not match 
with non-citizens. 

The Residency Affairs Committee 
of ASCO suggested a two-year trial 
using ORMS for optometric residency 
matching. The information reported 
in this article reflects the result of the 
first year of that trial. Based upon the 
positive response to last year's match 
and the data discussed earlier, it 
appears that the upcoming match for 
the 2003-04 residency year will be 
even better for the residency candi
dates and program supervisors. 
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Between Site Visits: 
The Need for 
Ongoing Evaluation of 
Residency Programs 

Michael H. Heiberger, O.D., M A , F.A.A.O. 

Introduction 
According to Chelimsky1, "Telling 

the truth to people who may not want 
to hear it is, after all, the chief purpose 
of evaluation." This, and a usually 
heavy workload with fewer than ade
quate resources, make program coor
dinators and their supervisors often 
treat evaluation as a "necessary evil" 
rather than as an avenue to program 
improvement. 

Typically, accredited residency pro
grams in optometry are subject to a 
comprehensive review by the 
Accreditation Council on Optometric 
Education (ACOE) at least every 
seven years. Programs that have 
exhibited significant non-compliance 
with ACOE standards may be 
reviewed more frequently. Since these 
are invariably one-year programs, an 
individual program typically has 
undergone seven cycles, with seven 
sets of residents, between reviews. 
The ACOE's standards for residency 
programs2 require that "the program 
must annually review the fulfillment 
of its objectives to determine the 
degree to which it has attained its 
mission and goals." Furthermore, the 
standards state, "The program must 

Dr. Heiberger is associate clinical professor at the 
SUNY State College of Optometry. 

modify its educational program if 
indicated by the annual review." 
Starting in 2003, the ACOE will 
request that each program report on 
its annual review of the achievements 
of its mission, goals and objectives as 
required by the ACOE's standard I. 

Stufflebeam3 lists accreditation as 
one of twenty-two different models of 
program evaluation. He points out 
that accreditation is very much in the 
public interest in that it aids lay per
sons in making informed judgments 
about the quality of programs and the 
qualifications of program personnel. 
Accreditation bodies set minimum 
standards and address how programs 
can be improved. Accreditation stan
dards, however, often emphasize 
inputs and processes and not out
comes. The ACOE expects residency 
programs to utilize outcome mea
sures in their annual program reviews 
and now will monitor them on an 
annual basis. 

Program Evaluation 
The twenty-two models of pro

gram evaluation are arranged into 
four categories by Stufflebeam3: 
1. Pseudoevaluations - those that fail 

to produce and report valid 
assessments of program merit and 
worth 

2. Questions-Oriented - address speci
fied questions whether or not they 
are appropriate for assessing a pro
gram's merit or worth 

3. Improvement/Accountability-
Oriented- comprehensive approach
es to fully assess a program's merit 
and worth 

4. Social Agenda/Advocacy Ap
proaches - directed toward making a 
difference in society by seeking to 
ensure equal access to educational 
opportunities 
Accreditation is one of three 

approaches included in (3) the 
improvement / accountability-orient
ed category. The others are deci
sion/accountability-oriented and con
sumer-oriented approaches. The 
former emphasizes questions of merit 
and worth to judge a program retroac
tively as well as to help improve the 
program. The latter is a process of 
determining merit and worth with the 
consumer's welfare as the program's 
primary justification and is geared to 
providing consumers with informa
tion by which to choose among com
peting programs or services. 

While absolutely necessary in a set
ting such as optometric education, 
accreditation is limited in its main 
methods of approach — the use of 
observations, interviews, self-study 
and site visits by peer experts. In 
addition, if a program were to rely 
solely on its cyclical (usually seven-
year) accreditation self-study and site 
visit for its evaluation, the many 
opportunities that ongoing program 
evaluation offers are lost. This not 
only includes the opportunity for con
tinuous program improvement; it also 
enables a program to choose and use 
a wide range of evaluation methods 
to provide information about a pro
gram's merit and worth to a wide 
range of audiences. 

Many of the tools and methods, 
even if also used in accreditation self-
studies, usually get looked at once in 
seven years. None of these methods 
are prescribed by ACOE. However, 
they are often used in sporadic fash
ion to serve the needs of a self-study. 
Examples of these tools and methods 
include the use of: 
Surveys - to gather opinions of partic

ipants, beneficiaries or sponsors of 
programs 

Needs assessments - to determine 
program resource requirements 

Focus groups - composed of program 
personnel who address a specific 
issue(s) 
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Outcomes of 
Residency Education: 
Postresidency 
Practice Settings 

Elizabeth S. Hoppe, O.D., M.P.H., Dr. PH., F.A.A.O. 
John H. Nishimoto, O.D., M.B.A., F.A.A.O. 

Abstract 
Background: From the first accredited 
residency program in 1976, optometric 
residency education has greatly expand
ed in terms of the number of programs 
offered, the settings for residency train
ing, and the types of program emphasis. 
This paper seeks to address the question: 
Do former residents select practice set
tings that require or recommend residen
cy training? 
Methods: A mailed survey was sent to 
all residency coordinators affiliated with 
Southern California College of 
Optometry. Data was analyzed to deter
mine the type of setting where previous 
residents currently practice. Responses 
were analyzed by the type of residency 
program and the program emphasis. 
Results: The proportion of former resi
dents who practice in settings either 
requiring or recommending postgradu
ate training was 65.6%. Differences in 
practice setting were associated with pro
gram emphasis and program type. 
Discussion: Selecting a variety of differ
ent outcomes to be evaluated can provide 
greater insight into the impact and value 
of residency education. This study sug
gests that the majority of individuals 
who complete postgraduate residency 
training select a practice setting that 
requires or recommends residency train
ing. 
Key Words: residency, outcomes, prac
tice settings,Veterans Affairs, Indian 
Health Service 

Background 
The Accreditation Council on 

Optometric Education (ACOE) has 
defined residency training programs 
as follows: An optometric residency 
program is a postdoctoral educational 
program centered on clinical training 
that results in the resident's attain
ment of advanced competencies in 
eye, vision, and health care.1 From the 
first accredited residency program in 
19762, optometric residency education 
has greatly expanded in terms of the 
number of programs offered, the set
tings for residency training, and the 
types of program emphasis. 

Southern California College of 
Optometry (SCCO) established its 
first residency program in 1977, origi
nally as a Fellowship in Children's 
Vision3. Over the years SCCO affiliat
ed residency programs have been 
established in many different special
ty areas including low vision rehabili
tation, ocular disease, primary eye 
care, cornea and contact lenses, and 
pediatric optometry and vision thera
py. These residency programs have 
been developed at a variety of differ-

Dr. Hoppe is a professor at the Southern California 
College of Optometry. 
Dr. Nishimoto is associate professor and dean of 
clinical affairs at the Southern California College of 
Optometry. 

ent locations including the college-
based Eye Care Clinic, optometry ser
vices within the Department of 
Veterans Affairs, the United States 
Public Health Service Indian Health 
Service, and private clinical settings. 

The mission of the College's resi
dency programs is to provide post
doctoral clinical training that incorpo
rates the highest level of knowledge 
with an array of unique and diverse 
experiences.4 To achieve the mission, 
SCCO residency programs have 
established the following goals: 
1. To provide postdoctoral students 

with a diverse optometric educa
tion that integrates the basic and 
clinical sciences. 

2. To develop advanced clinical rea
soning abilities. 

3. To foster intellectual development 
through independent study and 
the application of scientific method 
in research and/or other scholarly 
activities. 

4. To prepare the postdoctoral stu
dent for advanced clinical compe
tence as eye care providers with the 
ability to diagnose, treat, and man
age eye and vision conditions. 

5. To provide clinical programs that 
offer the postdoctoral student the 
opportunity to deliver optometric 
services in a wide variety of health 
care settings to culturally and 
socially diverse population groups 
within our society. 

6. To challenge and motivate post
doctoral students to develop per
sonal and professional goals in 
leadership, education, and 
advanced clinical care.5 

The purpose of this paper is to 
assess one of the outcomes of residen
cy education related to the selection of 
postresidency practice settings, as 
guided by goal 6 stated above. 
Postdoctoral students who successful
ly develop personal and professional 
goals in advanced clinical care may be 
more likely to seek practice opportu
nities that will support them in attain
ing their goals. One way that this may 
occur is by selecting practice settings 
that require or recommend residency 
training. This paper seeks to address 
the research question: upon comple
tion of their program, do former resi
dents tend to select practice settings 
that require or recommend residency 
training? 

Although the scope of this research 
did not include an evaluation of the 
types of patient care services provided, 
and it did not assess the complexity of 
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the patient mix seen by former resi
dents, the information obtained is still 
useful. Because a practice setting 
requires or recommends residency 
training, it is expected that the residen
cy training would be utilized in that 
setting. In turn, practice setting may be 
considered a proxy for the potential for 
a broader scope of practice. Based on 
where a resident does finally practice, 
certain postulates and conclusions 
may be drawn from the data obtained. 

Methods 
A mailed survey was sent to all resi

dency coordinators affiliated with 
SCCO in the summer of 1997. The 
Residency Program Directors were 
asked to indicate where their former 

residents were practicing, and whether 
practice setting either required or rec
ommended the completion of residency 
training. The judgment of the residency 
requirements was made through com
munication among the Residency 
Program Director, the Assistant Dean 
for External Programs, and the former 
resident. Practice settings that were 
categorized as requiring a residency 
were described as locations where an 
applicant must have completed a res
idency to be eligible for employment 
consideration. These practice settings 
were typically educational institu
tions, Department of Veterans Affairs 
optometry service, co-management 
centers, hospitals, or Indian Health 
Service clinics. Practice settings that 
were categorized as recommending a 

residency were described as a location 
in which residency training was desir
able, although not a prerequisite, to be 
eligible for employment. These settings 
were typically private practice, some 
Indian Health Service settings, and 
some health centers. Examples of prac
tice settings that did not require or rec
ommend completion of a residency 
included some private practice settings, 
"commercial or corporate" practice, or 
other employed situations. 

Responses were also analyzed by the 
type of residency program and the pro
gram emphasis. The type of program 
was categorized as College-based, 
based within the Department of 
Veterans Affairs, affiliated with the 
Indian Health Service, or based in a pri
vate clinical setting. Program emphasis 

Residency Program 
Location 

Table 1: Summary of Survey Responses 
Residency Type of Total Number Percentage in 
Program Residency of Former Settings Requiring 
Emphasis Program Residents Residency 

Vision Therapy Service, Pediatric 
Eye Care Clinic, Optometric Optometry and 
Center of Fullerton Vision Therapy 

Los Angeles VA 
Outpatient Clinic, 
Los Angeles, CA 

West Los Angeles 
VA Medical Center, 
Los Angeles, CA 

Sepulveda VA 
Medical Center, 
Los Angeles, CA 

Barnet Dulaney Eye 
Center,Phoenix, AZ 

Cornea and Contact Lens 
Service, Eye Care Clinic, 
Optometric Center of 
Fullerton 

The Center for the 
Partially Sighted, 
Santa Monica, CA 

US Public Health Service, 
Shiprock,NM 

US Public Health Service, 
Chinle,AZ 

US Public Health Service, 
Crownpoint, N M 

US Public Health Service, 
Fort Defiance, AZ 

US Public Health 
Service, Winslow, AZ 

Hu Hu Kam Memorial 
Hospital, Sacaton, AZ 

US Public Health 
Service, Sells, AZ 

TOTAL 

'ana lyzed as low vision 

Ocular Disease / 
Low Vision 
Rehabilitation* 

Primary Eye 
Care/Geriatric 
Optometry** 

Primary Eye 
Care 

Ocular Disease 

Cornea and 
Contact Lens 

Low Vision 
Rehabilitation 

Primary Eye 
Care 
Primary Eye 
Care 

Primary Eye 
Care 

Primary Eye 
Care 

Primary Eye 
Care 

Primary Eye 
Care 

Primary Eye 
Care 

College-clinic 
based 

VA 
based 

VA 
based 

VA based 

Private 
Setting 

College -
clinic 
based 

Private 
Setting 

Indian Health 
Service 

Indian Health 
Service 

Indian Health 
Service 

Indian Health 
Service 

Indian Health 
Service 

Indian Health 
Service 

Indian Health 
Service 

29 

14 

42 

11 

10 

6 

5 

4 

2 

2 

2 

2 

1 

' 1 

131 

rehabi l i tat ion; **analyzed as p r imary eye care 

37.9% 

14.3% 

19.0% 

27.3% 

30.0% 

50.0% 

60.0% 

25.0% 

100.0% 

0.0% 

50.0% 

50.0% 

0.0% 

0.0% 

29.8% 

Percentage in Settings 
Recommending 
Residency 

48.3% 

35.7% 

38 .1% 

36.4% 

30.0% 

33.3% 

0.0% 

50.0% 

0.0% 

0.0% 

0.0% 

50.0% 

0.0% 

0.0% 

35.9% 

Combined 
Percentage 

86.2% 

50.0% 

57 .1% 

63.6% 

60.0% 

83.3% 

60.0% 

75.0% 

100.0% 

0.0% 

50.0% 

100.0% 

0.0% 

0.0% 

65.6% 
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