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Abstract

As the demographics of the veteran population shift over time, it is our responsibility as optometrists to
adapt to the different needs of our patients through trauma-informed care and cultural competence. We
highlight aspects of caring for this specific population along with considerations and actions to take in an
optometric setting to optimize outcomes and improve trust in us as healthcare providers.
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Background

In 1976, the Veterans Health Administration (VHA) integrated optometry into its healthcare system to
provide important eyecare services to veterans alongside ophthalmology. Since then, the VHA
Optometry service has grown significantly and now provides most of the primary eye care and low vision
rehabilitation services for the nation’s 22.6 million veterans.1-2 More than 950 staff optometrists, 1,300
optometry students and 215 residents work and learn at more than 350 VHA facilities throughout the
country.1 Almost 70% of graduates from the accredited optometry schools in the United States have
completed a rotation at a VHA medical facility.2 Optometrists in the private sector may also deliver care
to this population, as approximately 58% of veterans do not use VHA healthcare services.3 These
veterans may opt to receive eye care outside the VA system and pay for their care using private health
insurance, Medicare, Medicaid, the military healthcare program (TRICARE), the VHA Community Care
program, or other means.3-4

Over the past 20 years, the demographics of the veteran population have dramatically shifted.
Historically, the average veteran patient was older than 58, Caucasian and male.5 However, as with
trends in the U.S. population overall, the demographic profile of veterans has changed and is expected
to continue changing over the next 20 years.6 Projections indicate that the veteran population will be
younger and more racially and ethnically diverse, with an increase in the number of female veterans from
6% (in 2001)5 to 18% in 2046.7-10 While data is limited, 6.1% of the current military population is
estimated to be LGBTQ (lesbian, gay, bisexual, transgender, and queer).11-12

With this shift in demographics comes an expanding scope of medical and socio-political concerns that
healthcare providers should be aware of and equipped to address. Among these concerns are those
more unique to the veteran population, including being mentally and physically affected by trauma and
increased comorbidities. Providing culturally competent care means being cognizant of the many issues
relevant to veterans including, but not limited to, race, gender identity and sexual orientation. In addition,
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healthcare disparities in both access and quality of care have been shown to vary by sex, race, sexual
orientation, age, socioeconomic status and other factors.13-18 As optometrists, we ought to be prepared to
recognize these challenges, consider contextual information from a patient’s background, and improve
our ability to care through awareness, understanding and inclusion.

Considerations in the Care of the Veteran Patient

Trauma-informed care

Trauma affects the lives and health of many veterans before, during and after military service. Be aware
of how to approach veterans with mental health conditions, including post-traumatic stress disorder
(PTSD) and military sexual trauma (MST). Veterans have higher rates of mental health conditions
including anxiety, depression and frequent mental distress compared with their civilian counterparts.19-24

These rates are even greater among veteran women than among veteran men.19,21,23-24 These mental
challenges may also be exacerbated by MST; approximately 1 in 3 veteran women and 1 in 50 men
have experienced MST.23-24 Veterans affected by trauma may be overwhelmed by negative feelings and
be prone to irritability and anxiousness.19-24 Therefore, clinicians should proactively adopt a trauma-
informed approach with all patients:

Avoid possible triggers and escalating negative behaviors. Each veteran may have personal PTSD
triggers that may cause disturbing thoughts, intense emotions or flashbacks.19-24 Common triggers
include certain conversation topics, confrontation, crowded areas, loud noises or unexpected
physical touching.19-24

Prioritize consent and avoid any physical contact without permission. Explain an action, such as
holding eyelids during tonometry and binocular indirect ophthalmoscopy, before performing it.
Evaluate the clinic from the patient’s perspective. Enter the office and go through the motions of an
exam from the viewpoint of a patient. How are patients greeted? What do they see or hear in the
waiting or exam room?

Unfortunately, some veterans have had negative provider interactions, which may influence subsequent
healthcare experiences. Build trust by being dependable, caring and genuine. To facilitate a better exam
experience:

Acknowledge patient complaints and concerns. Answer all questions that may be asked without
seeming dismissive or rushing the exam.
Be transparent and flexible with regard to treatment options to help the patient make informed
decisions. Incorporate the patient’s view of the diagnosed condition, and tailor management plans
to be realistic to the patient’s lifestyle. For example, if a patient has erratic bedtimes, consider
prescribing latanoprost to be used in the morning alongside other medications.
Avoid confrontational language and tone when discussing non-compliance to avoid seeming
accusatory or condescending. Instead of “You are going to go blind if you always miss your drops,”
say “I understand it’s difficult for you to consistently use your drops because [you’re really busy or
you have other health concerns]. Let’s try to figure out a game plan to get you back on track
because it is really important for you to take them.”
If a patient becomes agitated or distressed, carefully try to determine what is causing this state.
Respond in a calm manner: “Let’s slow down and focus on helping you to feel safe. What can I do
to help?”

Traumatic brain injuries

Traumatic brain injuries (TBIs) are unfortunately not uncommon in the veteran population. Exposure to
blasts is one of the most frequent injuries suffered by those who served in Iraq and Afghanistan during
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Operation Enduring Freedom (OEF; 2001-2014) and Operation Iraqi Freedom (OIF; 2003-2010).25-28

From 2000 to 2021, the Department of Defense reported that more than 453,919 cases of TBI were
diagnosed among U.S. forces.25 It is estimated that 22% of all casualties from the OEF/OIF conflicts
resulted from brain injuries. In contrast, 12% of Vietnam War-related casualties resulted from brain
injuries.25,28-29 Other common causes of TBIs in the military include motor vehicle accidents, gunshot
wounds and head injuries during training exercises.25-29

Issues resulting from TBIs can include headaches, photosensitivity, eyestrain, sleep and mood
disorders, memory problems and slower thinking.25,27-28,30-31 These conditions can lead to long-term
physical and mental health problems. To address eye-related concerns:

Perform a comprehensive eye examination, including assessing visual acuity, pupillary response,
intraocular pressure, and confrontation visual fields as well as examining the anterior and posterior
segments.
Assess for any possible oculomotor dysfunctions or visual discomfort for veterans who may have a
history of TBI. This includes a more in-depth assessment of versional eye movements, vergence
eye movements, accommodation, cover testing and photosensitivity. Patients may benefit from
prisms, additional correction for near work, tinted lens coating and/or vision therapy to alleviate
headaches and eyestrain.
For veterans who are sensitive to bright and flashing lights, maximize visual comfort by using
dimmer lighting when possible.
Consider dilation with a lower-concentration mydriatic drop such as 0.5% tropicamide (or excluding
2.5% phenylephrine if using 1.0% tropicamide) when possible to lessen patient discomfort and
improve tolerability. Be sure to educate the patient as to why dilation is important and on the
possible side effects such as temporary blurry vision, photosensitivity, etc.

Comorbidities among veterans

Veterans have been shown to have a higher rate of comorbidities than the general population.32-33 This
results in complex medical histories, which may involve physical, psychological and substance abuse
that requires sensitivity. Consider:

Being aware of the language used. An illness does not define a patient. Referring to a patient as
“someone with diabetes” instead of “a diabetic” can go a long way.
Being cognizant of the medical conditions associated with period of service in which the patient
has served, as certain environmental exposures can lead to a higher risk for certain diagnoses.
For example, veterans deployed to Vietnam between 1962 and 1975 and near the Korean
Demilitarized Zone from 1967 to 1971 were potentially exposed to the toxic herbicide Agent
Orange, which has been shown to cause cancers, diabetes, ischemic heart disease, Parkinson’s
Disease and other illnesses.32-34 Veterans involved in the Gulf War (1991) and OEF/OIF have
higher rates of photosensitivity and dry eye syndrome from the desert environment.27-28,31,35

Having an interdisciplinary approach with other specialties and referring veterans who also need to
be seen by neurology, endocrinology, therapists and psychiatrists, audiologists, physical medicine
and rehabilitation, etc.

Influences of military culture

Many aspects of military culture can impact a veteran’s beliefs, values, traditions and behaviors. The
military ethos emphasizes the importance of group over self and respect of the hierarchical “chain of
command” organizational structure.36-38 These values are carried throughout the rest of a veteran’s life.
As a result, some patients:



Optometric Education: Volume 47 Number 3 (Summer 2022)

4

May have a seemingly low priority on self-care.
May have mixed feelings about receiving health care.
May have concerns about perceptions and consequences from seeking care, especially mental
health care (e.g., harming a career or being viewed as “weak” by peers).
May feel that their symptoms and conditions are not as critical and may feel guilt (i.e., “someone
else may need these resources more than I do”).36-38

Be mindful of these factors when examining a veteran patient and:

Be considerate of any stigma as a barrier to truthful reporting of symptoms.
Avoid making assumptions about experiences.
Listen to the patient and avoid being condescending. Convey genuine concern and empathy
through eye contact and body language. For example, avoid typing on the computer if the patient
is discussing symptoms and concerns.

Diversity competence

Be cognizant of different racial and ethnic values among veterans that may impact how they approach
suggestions for decision-making and treatment plans from healthcare providers. There is a history of
racism in medicine towards people of color.13 Black and indigenous people in particular tend to receive
lower-quality healthcare. This leads to worse medical outcomes and increased morbidity and mortality
compared to that of their White counterparts.13-17 Cultural competence is crucial to closing the gap in the
quality of health care.39-41 Make sure your patients feel listened to and confirm that you have met their
needs during the exam by:

Using inclusive language when speaking and on health intake forms.39 Note a patient’s pronouns
in the chart, so you do not have to ask repeatedly over multiple visits.
Being mindful of how you refer to a patient’s race and ethnicity. Do not make assumptions about
the patient’s race and ethnicity, sexual orientation, gender identity, beliefs or concerns based on
physical characteristics such as appearance, clothing, tone of voice or perceived masculinity or
femininity.
Asking open questions such as “How may I help you today?” (instead of including sir, ma’am”) and
“What pronouns do you use?” Always use general wording such as “partner” rather than “husband”
or “wife,” or “parents/guardians” rather than “mother” and “father.”39

Asking patients how they feel about their diagnoses and treatment recommendations. Some
patients may have difficulty establishing trust toward their medical provider. If patients express
resistance or an alternative solution against your recommendations, don’t immediately correct
them. Instead, acknowledge their perspectives: “I understand you are concerned about your
health. I want to make sure that we take the route that will be the most effective and convenient for
you, and I hope that you will be open to considering these options with me.”42

As a general rule, if there is any doubt or uncertainty as to a patient’s preferences, ask for guidance in a
respectful manner. If it does not jeopardize the eye health plan, try to integrate one or more of the
patient’s alternative solutions. The goal is to create a safe atmosphere for our patients, and these actions
can be a small but meaningful step in establishing trust and improving their experience during an eye
exam.

The importance of cultural humility

Cultural competence is essential to building diversity awareness and preventing errors due to lack of
cultural understanding. With the ever-evolving complexities of multiculturalism, healthcare providers
must view it as a dynamic process, one that begins with an awareness of their own culture and beliefs.
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Tervalon and Murray-Garcia introduced the term cultural humility, which encourages personal reflection
and growth around culture in addition to being culturally competent.43

To effectively connect with those from other cultures, we must mitigate our implicit biases ? unconscious
stereotypes and perceptions towards certain ideas or groups that can influence our behaviors and
actions.44-45 To create a non-judgmental environment for patients:

Do not let personal beliefs and prejudices affect your care; this includes racial, religious and
cultural stereotypes.
Recognize any implicit biases you may have, reflect on the social interactions that you have had,
and learn from others who are socially dissimilar.42,44-46

Use local and online resources to gain personal and organization perspective on cultural
competence and help you to find personal ways to improve.42 The U.S. Department of Health &
Human Services Office of Minority Health offers a self-directed practical guide for culturally
competent care for physicians.46 For those who practice institutional optometry, your institution
may offer training in cultural competence. For those who work or rotate through a VHA clinic, the
VHA Talent Management System offers several courses on cultural competence.

Conclusion

The face of the VHA patient population will continue to change, and this increasingly diverse community
of people all have different experiences, preferences, beliefs and values. We bear the responsibility to
improve our own cultural competence to meet the needs of our patients. Patients’ overall identity is a
culmination of many factors ? gender identity, race, ethnicity, religion, socioeconomic status, sexual
orientation ? which shape their perceptions of health care and potential barriers to care. Improving our
cultural competence leads to better patient communication, increases compliance with treatment and
follow-up care, and improves patient trust in healthcare providers. Ultimately, this will maximize health
outcomes. Optometry, just as other healthcare professions, needs to shift its focus and priorities as our
patient populations continue to evolve. Recognizing these challenges and adapting to each patient’s
needs may mean the difference between average and excellent care. This aligns with the VHA’s core
values of integrity, commitment, advocacy, respect and excellence.
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