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Students7 Rights — 
Do They Have Any? 

Roger Wilson, O.D. 

Iam fairly confident that we talk 
a great deal about students' 
responsibilities, but when was 
the last time you thought about 

your students' rights? As consumers 
of our professional optometric edu
cation programs, students receive 
numerous communiques describing 
professional responsibilities, policies 
and procedures. They are expected 
to read and comply with them all. 
Yet somewhere, buried in the back 
of a school's catalog, orientation 
materials, and/or clinic manuals 
there might exist a single document 
about their "rights." Many of us are 
quick to criticize student perfor
mance, behavior, attitude, and their 
lack of responsibility. But, as we are 
imposing our collective institutional 
wills upon them, I'll bet that we vio
late some of their rights.* So get out 
your score cards — lef s take a 
glance at some of the basic rights 
that students have and examine how 
well we are meeting our responsibil
ities as educators. (This is by no 
means an exhaustive list or discus
sion of students' rights, but at least 
it's a start.) 

Orientation 
Students have a right to an 

appropriate orientation to any new 
situation, including their new pro
fessional program, their classrooms 
and clinical settings. Orientation 

* Adapted from The New England College of 
Optometry's Office of Clinical Education docu
ment, "Students'Rights and Responsibilities," 
November 2000. 

should include a statement of dates, 
responsibilities, goals, objectives, 
assessment instruments, and out
comes. As part of that orientation 
students are entitled to receive 
proper training with respect to any 
activities they may be required to 
perform, including risk manage
ment procedures, and how to 
respond to emergencies. 

Educational Support 
Every student ought to have 

access to educational services, coun
seling and other forms of support. 
As stake-holders in the results of a 
professional degree program, stu
dents should know with confidence 
that they are entitled to a thorough 
understanding of the resources 
available to help them reach their 
goals. Furthermore, optometry 
schools should ensure that there are 
sufficient institutional resources 
dedicated to helping students 
achieve success. 

Assessment 
Performance standards and other 

professional expectations should be 
reviewed and discussed with stu
dents on a periodic and timely basis. 
Written and/or verbal feedback 
should be a normal and regular 
aspect in a professional learning 
environment. Discussion alone, 
especially of something that is 
deemed substantive, is not a suffi
cient fulfillment of a student's right 
to assessment. If it isn't written, it 
didn't happen. 

Respect 
Students have a right to be 

respected by peers, instructors and 
administrators. An awareness of 
individual differences, differences in 
communication skills, the need to 
accept and support students with 
unique learning styles, and an 
understanding of cultural norms is 
considered a part of respecting stu
dents. Students should also expect 
equal and fair treatment relative to 
their peer group. 

Every student should feel safe 
and assured that they will learn in 
an environment that is free from dis
crimination, intimidation, inappro
priate judgement, harassment, and 
unsafe environments. 

Privacy 
While a school or college has a 

responsibility to assess students and 
to discuss student progress, students 
also have a right to privacy. Students 
should be able to trust a school's 
administration, instructors, and stu
dent support services. Confidential 
and/or private information about a 
student should only be shared with 
individuals who need to know that 
information. Students should be 
advised of their privacy rights, and 
what constitutes a situation whereby 
someone at their school might be 
entitled to have access to their pri
vate information. 

Conflict Resolution 
The schools and colleges also 

have an obligation to advise and 
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inform students of grievance policies 
and procedures, and how to handle 
any conflicts. Students should feel 
confident that the institution is sup
portive of their right to acknowledge 
conflicts, and be assured that conflict 
resolution policies are designed to 
resolve problems with a high degree 
of integrity and confidentiality, and 
in a professional and non-judgmen
tal manner. 

So lef s look at our score card for 
compliance with students' rights. 
Having dealt with students and stu
dent issues for a number of years, I 
can tell you with reasonable certain

ty that many students complain that 
their rights are continually violated. 
Even after we go 'the extra mile' in 
explaining policies both verbally 
and in writing, there are some stu
dents who feel that something unfair 
has happened to them. I am won
dering if, when students say that 
their rights are being overlooked or 
violated, it is more likely attributed 
to communication void. Perhaps 
information was not effectively or 
completely delivered. Perhaps the 
information was not perceived or 
interpreted as intended. Maybe we 
just plain forgot to tell our students 

something that we viewed as very 
important. Sometimes, since we are 
human and prone to error, we just 
slip up and say or do something that 
is simply not right. These actions, 
gone unresolved, are fuel for rights' 
violations, not to mention bad feel
ings. Memories of rights not respect
ed tend to simmer and seem to take 
on a life of their own. While an old 
adage states "it takes two to tango," 
let us be ever mindful that if one 
leads by example, the dance can still 
be fun. 

Vistakon Grant Supports 
ASCO's Career Promotion Campaign 
ASCO's career promotion 

campaign - "The Eyes Have 
It!" - which is aimed directly 
at students, alumni and health 
professions career counselors, 
has been launched through a 
grant from Vistakon, a 
Division of Johnson & Johnson 
Vision Care, Inc. 

The grant, the first install
ment of a three-year commit
ment by Vistakon, will fund a 
number of specific program 
activities including the devel
opment of new "underrepre-
sented minority group" mar
keting materials, publication 
of a new "Career Guide," 
development of a web-based 
career promotion video clip 
for use on ASCO's website, 
communication through alum
ni offices and an expanded 
communication with pre-
health advisors on campuses 
nationwide. 

ASCO, through its career 
promotion efforts, hopes to 
reverse the decline in the 
number of students applying 
to optometry schools over the 
last few years. The number of 
applications to the schools and 
colleges of optometry has 
dropped 37.14% over the last 
three years and the number of 

Dr. George Mertz, Vistakon's director of academic 
affairs, visits ASCO's new career promotion exhibit 
at the SECO meeting in Atlanta. 

( VISTAKON8) 
DIVISION OF 

'mt Vision Care, Inc. 

students taking the 
Optometry Admission Test 
over the last three years has 
dropped 35%. The decline, 
part of a trend that all the 
health professions are experi
encing, threatens the ability of 
optometry schools to be selec
tive in the admissions process 
or even fill their classes 
In announcing the new grant, 
ASCO's president, Dr. David 
Loshin, said, "We greatly 
appreciate Vistakon's very 
generous support of ASCO's 
career promotion campaign 
and we look forward to work
ing with Vistakon to reverse 
the downward trend in appli
cants. Vistakon, its vice presi
dent for professional affairs, 
Dr. Stan Yamane, and its 
director of academic affairs, 
Dr. George Mertz, have long 
supported ASCO's efforts." 
In the 1990s, Vistakon sup
ported the Georgetown 
Summit Series on Optometric 
Education. It also funded 
numerous past ASCO projects 
including career videos and 
brochures. Vistakon, a 
Division of Johnson & 
Johnson Vision Care, Inc., is 
headquartered in Jacksonville, 
Florida. 
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SCHOOL NEWS 
The Ohio State University 

(TOSU) announced the funding of 
an NEI grant to Dr. Jason J. Nichols, 
senior research associate at the 
College of Optometry and College of 
Medicine and Public Health. Dr. 
Nichols received a five-year, 
Mentored Patient-Oriented Research 
Career Award from the National Eye 
Institute, a division of the National 
Institutes of Health. The project is 
entitled the "Contact Lens and Dry 
Eye Study" and is funded at a cost 
of nearly $600,000. Contact Dr. 
Nichols at (614) 292-4979 or at 
Nichols. 142@osu.edu. 

TOSU was also awarded an NEI 
post-doctoral training grant to pro
vide financial support for two 
advanced graduate students in the 
Ph.D. program in Vision Science. 
"The training grant was awarded 
through a competitive application 
process and marks the first time the 
College of Optometry has received 
such an award," explained Dr. Ron 
Jones, chairman of the graduate 
studies program in vision science 
and the training program director. 
The initial award is for a period of 
five years in the amount of approxi
mately $500,000. 

Dr. George Foster, dean of the 
Northeastern State University 
College of Optometry (NSUCO), 
received the Vision Service Award 
from the Heart of America Contact 
Lens Society during their annual 
congress in Kansas City. It is the 
highest award given by the society. 
The mission of the Heart of America 
Contact Lens Society is to provide 
education in primary care optometry 
and contact lenses. 

Southern College of Optometry 
(SCO) announced the appointment 
of Joe Hauser as Dean of Students/ 
Director of Records and Admissions, 
following the retirement of long
time Dean of Students, Scott 
AndreasTMsrHauserMlLoversee 

three activities: financial aid, dean of 
students and records and admis
sions. Mr. Hauser has served ASCO 
as a member of the Student Affairs 
Committee, the Recruitment 
Materials Task Force and the Debt 
Management Task Force. Currently, 
he is chair for the June National 
Association of Health Professions 
Advisors' conference. 

Dr. Anthony F. DiStefano, vice 
president and dean of academic 
affairs at the Pennsylvania College 
of Optometry (PCO), was the guest 
speaker at The Third Annual Alden 
N. Haffner Lecture in Public Health 
at The State College of Optometry, 
State University of New York 
(SUNY). Dr. DiStefano's presenta
tion was on the "Optometric 
Workforce: Challenges and 
Opportunities for the 21st Century." 

Dr. Anastas F. Pass, an associate 
professor at the University of 
Houston College of Optometry 
(UHCO), has been named Chief 
Privacy Officer, Director of HIPAA 
Compliance and Oversight at 
UHCO. The Health Insurance 
Portability and Accountability Act of 
1996 (Public Law 104-1911) or 
HIPAA, is a federal regulation that 
will drastically change the business 
and practice of health care in the 
United States, according to Dr. Pass. 
Health care providers, such as the 
colleges of optometry, must be com
pliant with HIPAA electronic trans
action standards by October 16, 2003 
(provided an extension has been 
applied for through HHS), and also 
must be compliant with HIPAA pri
vacy standards by April 14, 2003. Dr. 
Pass will coordinate and oversee the 
implementation of the HIPAA regu
lations as they affect direct patient 
care, billing, staffing issues, security 
(electronic and physical), interaction 
with business associates and clinical 
research. 

Dr. Tony Carnevali was named 
Distinguished Alumni of the Year by 
the Alumni Association of the 
Southern California College of 
Optometry (SCCO). Dr. Carnevali is 
a 1975 alumnus of SCCO, and is an 
assistant professor and director of 
SCCO's Optometric Center of Los 
Angeles. The award was presented 
for Dr. Carnevali's years of service to 
the profession, community and to 
SCCO. 

Dr. Dominick M. Maino, profes
sor, Pediatric /Binocular Vision 
Service, at the Illinois College of 
Optometry, presented six hours of 
continuing education lectures at the 
recent Heart of America meeting in 
Kansas City. Topics included the 
diagnosis and management of spe
cial populations, pre-school exami
nations, vision therapy and comput
er applications. More than 930 
doctors and 300 para-optometrics 
attended the meeting from around 
the Midwest. 

The Ohio State University 
College of Optometry (TOSU) 
Glenn A. Fry Medal in Physiological 
Optics was presented to Dr. Merton 
Flom by Dean John P. Schoessler, 
recognizing Flom's achievements in 
vision science research. The medal 
was established by grants from 
Optometric Educators, Inc. The cele
bration included a gathering of 
friends and family for "Flomfest." 

The Association of Regulatory 
Boards (ARBO) invites applica
tions for the position of executive 
director. Information on ARBO is 
found at www.arbo.org. ARBO is 
willing to consider relocating to 
accommodate its new ED. 
Contact: Dr. James Hartzell, chair, 
Executive Director Search 
Committee, 2628 Beaver Avenue, 
Des Moines, IA 50310-3997; (515) 
274-4144 fax. 
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OPHTHALMIC 

INDUSTRY NEWS 
ASCO Corporate 

Contributors* 
Patrons 
Vistakon, Division of Johnson & 

Johnson Vision Care, Inc. 

Benefactors 
CIBA Vision Corporation/ 

Novartis Ophthalmics 

Supporters 
Transitions Optical, Inc. 
Essilor Lenses/Varilux 
Bausch & Lomb, Inc. 

Friends 
AO.Sola 
Alcon Laboratories 
Santen, Inc. 
Biocompatibles 

Contributors 
Carl Zeiss Optical, Inc. 
Luxottica Group 
Marchon Eyewear 
Paragon Optical 
Safilo Group 
Volk Optical 

* ASCO Corporate Contributors 
support national programs and 
activities benefiting the schools 
and colleges of optometry. For 
more information on the program, 
contact porourke@opted.org 

Vistakon Launches Education 
Campaign on Eye Health 

In an effort to address eye health 
issues with the nation's largest and 
fastest growing minority group, 
VISTAKON®, Division of Johnson & 
Johnson Vision Care, Inc., has 
launched Viviendo Con Ojos 
Saludables, a national campaign 
designed to educate Hispanics on 
the importance of vision care, a 
health issue that is often neglected 
by this community. "Research 
shows that Hispanics are more like
ly to suffer from eye disease than 
other ethnic groups, partly due to a 
lack of eye health information in 
their language," said Carlos 

Navarro, product director. "Through 
this campaign, we want to raise 
awareness of the causes and effects 
of eye disease, and underscore the 
importance of regular eye exams." 
As part of the campaign, a network 
of Hispanic Eye Care Professionals 
from across the country has been 
created to help deliver Spanish-lan
guage eye health information at the 
community level. Vistakon® is spon
soring three of the United States' most 
highly regarded Hispanic festivals 
in Miami, Los Angeles and New 
York. It is also launching a first-of-
its-kind Spanish-language website, 
www.acuvue.com/espanol and 
establishing a toll-free number (866-
538-1734) for Hispanic consumers. 

CIBA Funds Research On 
Silicone Hydrogel Lenses 

CIBA Vision will fund more than 
$100,000 worth of research on sili
cone hydrogel contact lenses 
through research grants. Grant win
ners will present their preliminary 
findings at CIBA Vision's educators 
meeting to be held April 18-21 in 
Carlsbad, California. 

CIBA Vision called for proposals 
from all 19 schools and colleges of 
optometry in the United States, 
Puerto Rico and Canada as part of 
the launch of its Focus® NIGHT & 
DAY silicone hydrogel lens. Twenty-
five applications were received and 
nine research projects were selected 
for funding. 

"We were delighted with the 
response from researchers," said Dr. 
Richard E. Weisbarth, CIBA Vision's 
executive director of professional 
services for North America. "The 
enthusiasm confirms that our 
NIGHT & DAY lens is a true break
through. These research projects will 
add to the building body of knowl
edge on silicone hydrogel materials 
and NIGHT & DAY lenses." 

CIBA Vision is the eye care unit of 
Novartis AG. With headquarters in 
Atlanta, CIBA Vision is a global 
leader in research, development and 
manufacturing of optical and oph

thalmic products and services, 
including contact lenses, lens care 
products and ophthalmic surgical 
products. CIBA Vision products are 
available in more than 70 countries. 
For more information, visit the CIBA 
Vision website at 
www.cibavision.com 

Transitions Introduces New 
Tools for Eyecare Professionals 

New point-of-sale tools available 
from Transitions Optical, Inc. are 
designed to help eyecare profession
als educate patients about 
Transitions® lenses and demonstrate 
how the lenses perform. Eyecare 
professionals can use the new tools 
to help explain to patients how 
Transitions will help them see better 
— more comfortably and with UV 
protection — in varying light condi
tions. The tools use UV light and 
comparative photos to demonstrate 
the benefits of Transitions lenses 
over regular, clear lenses. 

"These interactive tools allow the 
patient to see firsthand why Next 
Generation Transitions are the smart 
choice for everyday lenses," said 
Vanessa Johns, marketing director, 
North America, Transitions Optical. 
Point-of-sale tools from Transitions 
include: patient brochure with pho-
tochromic film, dispensing mat, two-
sided poster, demonstration wheel, 
display wheel/brochure holder, light 
demonstration kit and use and care 
guide. For a free copy of 
Transitions' 2002 Point-of-Sale 
Catalog, contact Transitions 
Customer Service at (800) 848-1506 
(United States) or (877) 254-2590 
(Canada). 

Paragon Receives 
Recommendation For 
Approval of Contact Lens 
Corneal Refractive Therapy 

At a recent meeting of the 
Ophthalmic Devices Panel, a public 
advisory committee of the Food and 

(Continued on -page 74) 
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Industry News 
(Continued from page 73) 

Drug Administration (FDA), in 
Washington, DC, Paragon Vision 
Sciences received a recommendation 
for approval for its Corneal 
Refractive Therapy contact lenses, 
Paragon CRT, for overnight wear for 
the temporary reduction of myopia 
and myopia with astigmatism. The 
FDA is expected to issue its final 
clearance after Paragon completes a 
few appropriate revisions to product 
labeling and supplies some addi
tional requested information. This is 
the first and only recommendation 
for approval for the corneal reshap
ing overnight wear indication and 
the only one granted thus far. 

"This is an incredibly exciting 
time for Paragon and the entire oph
thalmic community," declared Joe 
Sicari, president and CEO of 
Paragon Vision Sciences. "We are 
pleased with the outcome and unan
imous vote and appreciate the thor
ough and thoughtful review by the 
panel. Paragon will quickly comply 
with their requests and supply any 
other information the FDA may 
require." Tim Koch, Paragon's 
director of professional services, 
added that "Paragon CRT is a com
plete approach to contact lens 
corneal reshaping including a diag
nostic prescribing system, which can 
be integrated with corneal topogra
phy for even greater efficiency, state-
of-the-art manufacturing resulting in 
micron level accuracy, professional 
education and consultation utilizing 
the latest interactive multimedia, 
and soon a complete package to 
assist the practitioner in effectively 
presenting the option of corneal 
refractive therapy to patients." 

For more information on Paragon 
products, contact them at 1-800-528-
8279 (United States) or 1-480-892-
7602 from other countries. 
Information can also be obtained on 
the company's web page at 
www.paragonvision.com 

Vistakon CD Will Educate 
Eye Care Professionals on 
ACUVUE® 2 COLOURS 

Vistakon®, Division of Johnson & 
Johnson Vision Care, Inc., recently 
unveiled a new CD-ROM to help 
educate eye care professionals on 

prescribing, fitting and treating 
patients with new ACUVUE® 2 
COLOURS Brand Contact Lenses. 

"The best way for our company 
to help eye care professionals make 
sure patients are comfortable with 
their contact lenses is to provide 
them with comprehensive tools like 
the 'Peer to Peer' Review CD-ROMS 
so they can provide their patients 
with accurate, detailed informa
tion," said Phil Keefer, president, 
VISTAKON® Americas. 

Howard Purcell, O.D., F.A.A.O., 
director, professional affairs, serves 
as the CD-ROM's interactive ques
tion and answer spokesperson. 
Some of the topics addressed for eye 
care professionals via the CD-ROM 
include: identifying the best candi
dates for ACUVUE® 2 COLOURS, 
differentiating the various 
ACUYUE® Brand Family of 
Products; responding to clinical 
issues that could arise when diag
nosing patients; recommending lens 
care and cleaning methods; and how 
to optimize color selection but mini
mize chair time. 

New Zeiss Polarized Lens 
Available Soon 

Carl Zeiss Optical, Inc. announced 
that it is again expanding its lens 
product line with Gradal® Top 1.59 
Poly Polarized, a new premium sun-
wear progressive lens with superior 
outdoor vision and outstanding safe
ty advantages, according to Grady 
Culbreth, Zeiss' director of public 
and professional relations. The com
fortable polarization effect is 
achieved by placing a thin sheet of a 
85% gray polarized film in the poly
carbonate material. The result for the 
wearer is a reduction in annoying 
and sometimes dangerous glare from 
streets, cars, windshields, snow and 
water as well as increased depth and 
color perception. 

Headquartered in Oberkochen, 
Germany, Carl Zeiss is a leading 
international group of companies 
operating in the optical and opto
electronic industry. The company is 
directly represented in more than 30 
countries and runs production cen
ters on four continents. Further 
information is available at 
www.zeisslenses.com 

AO.SOLA Hires New 
Marketing VP 

AO.SOLA announced that it has 
named Darrell Zoromski as vice 
president of marketing for North 
America. In this role Zoromski will 
oversee the development and imple
mentation of a marketing strategy to 
drive demand for premium 
AO.SOLA products at the dispenser 
level. Zoromski has an extensive 
background in consumer product 
marketing, most recently as director 
of the Breakfast Foods Division at 
Pillsbury. 

Mark Ashcroft, AO.SOLA's presi
dent of the Americas, said that a dis
penser-focused strategy is vital for 
the company at this time. "With our 
AO and SOLA product lines, we 
have innovative and highly reliable 
lenses and lens treatments to meet 
virtually every patient need and dis
penser situation," he said. "The key 
is to communicate the full value of 
our product lines to the eye care pro
fessional." AO.SOLA is a division of 
SOLA International. A leading spec
tacle lens manufacturer, SOLA 
places special emphasis on premium 
lenses that provide a close fit with 
the usage and lifestyle requirements 
of individual wearers. 

Transitions Academy '02 
Celebrates Partnerships 

Twenty-nine countries were rep
resented by the 603 industry part
ners from North America and Latin 
America who joined together at 
Transitions Academy in Walt Disney 
World, Orlando, Florida. The sixth 
annual event, the largest ever, 
focused on Transitions Optical, Inc.'s 
commitment to education, partner
ships and support to grow the opti
cal market profitably. 

"Our industry partners have 
demonstrated time and again their 
dedication to Transitions and build
ing the photochromic category," 
said Dave Cole, general manager of 
the Americas for Transitions Optical, 
Inc. If s the motivation of all our 
partners combined with the educa
tion and tools they receive at 
Transitions Academy and on an 
ongoing basis that will enable us to 
lead substantial change in the 
industry in 2002 with Next 
Generation Transitions." 
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Comparison of 
Optometric and 
Dental Curricula 
J. Kyle Smith, O.D. 
Michael Dinh, B.A. 
Michael G. Harris, O.D., J.D., M.S., F.A.A.O. 

Abstract 
Optometry was once a profession devoted 

exclusively to examining eyes and prescribing 
glasses and contact lenses. Now, optometry has 
expanded its scope of practice to include the 
diagnosis, management, and treatment of ocu
lar disease. Recently, a bill was signed into law 
that grants California optometrists the legal 
right to perform additional diagnostic and 
treatment procedures with regard to ocular 
disease, including expanding their right to use 
and prescribe diagnostic and therapeutic 
agents. At the heart of the debate over the bill 
was the question of whether California 
optometrists are adequately educated and 
trained to justify granting the expanded scope 
of practice that they seek. 

Dentistry is a health care profession that 
has seemingly similar educational require
ments to optometry yet seems to enjoy a much 
broader scope of practice within its specialty. 
Our study compared the medically relevant 
educational requirements of the University of 
California, Berkeley School of Optometry 
(UCB) to that of the University of California, 
San Francisco School of Dentistry (UCSF). 
Specifically, we compared the basic medical 
categories and profession-specific medical cate
gories in the two schools. UCB and UCSF 
were nearly identical in the total number of 
classroom hours (TCH) devoted to Basic 
Medical Courses: 500 TCH for UCB compared 
to 495 TCH for UCSF. In Profession-specific 
Medical Courses, UCSF taught 290 TCH to 
UCB with 269.5 TCH. The optometry cur
riculum was found to be generally equivalent 
to dentistry. We believe this supports the argu
ment for an expanded scope of optometric prac
tice. 

Keywords: curriculum, optometry, 
dentistry, total classroom hours (TCH), 
scope of practice, California 

Introduction 

Optometry, once a profession 
devoted exclusively to pre
scribing glasses and contact 
lenses, has increased its 

scope of practice and now includes 
the diagnosis, management, and 
treatment of ocular disease. Currently, 
all fifty states allow optometrists to 
use drugs to diagnose or treat various 
eye conditions.1 By expanding their 
legal scope of practice, optometrists 
can better meet the needs of their 
patients and establish their role as pri
mary eye care providers in the same 
way that dentists are recognized as 
being primary oral health providers1. 

An expansion of scope of practice 
has many benefits for society. As 
optometrists gain the right to pre
scribe medications and perform proce
dures that were once exclusively 
reserved for medicine, patient fees 
will be reduced. Numerous studies 
show that patients pay less when an 
optometrist rather than an ophthal
mologist provides the same service2. 
Optometrists licensed to treat ocular 

Dr. Harris is associate dean and clinical professor 
at the University of California School of 
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Michael Dinh is currently a student at the Inter-
American University of Puerto Rico School of 
Optometry. 

disease are also more evenly distrib
uted throughout the country than 
ophthalmologists, making eye care 
more accessible to patient popula
tions3. Finally, many ophthalmologists 
devote much of their time to perform
ing surgical procedures or subspecial-
ize in a specific area of the eye, instead 
of providing comprehensive general 
eye care2. Therefore, optometrists with 
an expanded scope of practice are well 
suited to fill the void in comprehen
sive general eye care. 

Recently, California Senate Bill 
#929 (SB929) was enacted. This bill 
calls for a major expansion of 
optometrists' scope of practice in 
California. Optometrists will be able 
to use all topical and many oral drugs 
needed for eyecare procedures 
(Schedule I and II controlled sub
stances would be excluded). The new 
bill also allows optometrists to order 
laboratory tests, perform punctal 
occlusion, remove imbedded foreign 
bodies, perform epilation procedures, 
and lacrimal irrigation. Additionally, 
therapeutic treatment of preseptal cel
lulitis, primary open angle glaucoma, 
allergies, trichiasis, infectious dis
eases, inflammations and disorders of 
the eye and appendages will be 
allowed by the bill.4 

The concern of some policy makers 
is whether California optometrists 
have adequate knowledge and train
ing to safely prescribe the medications 
and perform the procedures outlined 
in SB929. Opponents of an expanded 
scope of practice have argued that 
California optometrists are inade
quately trained in their didactic and 
clinical education to institute such 
reforms. Michael Brennan, M.D., sec
retariat for state affairs for the 
American Academy of 
Ophthalmology (AAO), has gone so 
far as accusing optometry of trying to 
blur in the public mind " the vast edu
cational differences between physi
cians and non-physicians1." 

While the American Academy of 
Ophthalmology (AAO) is correct in 
stating that other medical-related pro
fessions such as optometry have less 
overall medical education than med
ical doctors do, it seems to overlook 
dentistry. In fact, the law does not 
deny medical, diagnostic, or surgical 
procedures to dentistry. The American 
Medical Association (AMA) does not 
challenge dentistry's right to use all 
necessary procedures to maintain 
periodontal health. This may be due to 
the fact that dentistry has very little 

Volume 27, Number 3 I Spring 2002 75 



overlap with clinical medicine, while 
optometry has significant overlap 
with clinical medicine. 

Nonetheless, if dentistry enjoys the 
same legal standing as medicine in 
treating diseases of the mouth, should 
optometry have the same legal stand
ing as medicine in treating diseases of 
the eye? The answer to this question 
may be found by comparing the edu
cational requirements and scope of 
practice of optometry with that of 
dentistry. 

An overview of the course catalogs 
of the University of California, 
Berkeley School of Optometry (UCB), 
and the University of California, San 
Francisco School of Dentistry (UCSF) 
seems to indicate that the two schools 
have similar educational require
ments. In fact, all optometry and den
tal schools in the United States require 
entering students to have Bachelor's 
degrees and/or extensive basic science 
prerequisites. Both schools are four 
years in length with the first two years 
being primarily academic, the third 
year being a transition year into clinic, 
and the fourth year being primarily 
clinical.5-6 Despite seemingly similar 
educational requirements and pro
grams, the scope of practice of den
tistry in California appears unhin
dered by law while optometrists are 
told in very exacting detail what they 
can and cannot do legally. Indeed, the 
California scope of practice laws for 
dentistry clearly establish dentistry as 
a medical profession with a broad 
range of medical privileges: "Dentistry 
is the diagnosis or treatment, by 
surgery or other method, of diseases 
and lesions and the correction of mal
positions of the human teeth, alveolar 
process, gums, jaws, or associated 
structures; and such diagnosis or 
treatment may include all necessary 
related procedures as well as the use 
of drugs, anesthetic agents, and phys
ical evaluation."7 

By contrast, the scope of practice 
laws for California optometrists are 
much more restrictive, even after the 
enactment of the new bill. The basic 
provisions of the California Business 
and Professions Code hold that the 
practice of optometry is the doing of 
any or all of the following: (1) the 
examination of the human eye or 
eyes, OT its or their appendages, and 
the analysis of the human vision sys-
fam,jather subjectivelyorobjectively, 
(2) the determination of the powers or 
range of human vision and the 
accommodative and refractive states 

of the human eye or eyes, including 
the scope of its or their functions and 
general condition, (3) the prescribing 
or directing the use of, or using, any 
optical device in connection with ocu
lar exercises, visual training, vision 
training, or orthoptics, (4) the pre
scribing of contact and spectacle lens
es for, or the fitting or adaptation of 
contact and spectacle lenses to, the 
human eye, including lenses which 
may be classified as drugs by any law 
of the United States or of this state, (5) 
the use of topical pharmaceutical 
agents for the sole purpose of the 
examination of the human eye or eyes 
for any disease or pathological condi
tion. The topical pharmaceutical 
agents shall include mydriatics, cyclo-
plegics, anesthetics, and agents for the 
reversal of mydriasis."4 

Further, optometrists in California 
can gain the right to diagnose and use 
certain therapeutic agents if they pass 
an exam for therapeutic certification 
pursuant to Section 3041.3 of the 
Business and Professions Code. 
Under the newly enacted bill, 
optometrists who are certified to use 
therapeutic pharmaceutical agents 
pursuant to Section 3041.3 are legally 
allowed to use the following: topical 
lubricants, antiallergy agents, anti
inflammatories (including steroids), 
antibiotic agents, hyperosmotics, 
antiglaucoma agents, and antiviral 
agents. They are also allowed to use 
these oral medications: antihista
mines, nonsteroidal anti-inflammato-
ries, acyclovir, analgesics, codeine, 
hydrocondone, and selected antibi
otics under certain circumstances.4 

These optometrists are certified to 
use the above mentioned therapeutic 
agents for the following conditions: 
infections of the anterior segment and 
adnexa, excluding the lacrimal system, 
the sclera or anyone with AIDS, ocular 
allergies of the anterior segment and 
adnexa, ocular inflammation, (nonsur
gical in cause, limited to inflammation 
resulting from traumatic iritis, periph
eral corneal inflammatory keratitis, 
episcleritis, and unilateral nonrecur
rent nongranulomatous idiopathic iri
tis in patients over the age of 18), trau
matic or recurrent conjunctival or 
corneal abrasions and erosions, 
corneal surface disease, dry eyes, ocu
lar pain (not related to surgery), and 
primary open angle glaucoma in 
patients over the age of 18. The newly 
enacted bill requires that an ophthal
mologist be consulted if the condition 
fails to improve rapidly. 

"An optometrist who is certified to 
use therapeutic pharmaceutical 
agents pursuant to Section 3041.3 may 
also perform all of the following: 
mechanical epilation, ordering of 
smears, cultures, sensitivities, com
plete blood count, mycobacterial cul
ture, acid fast stain, and urinalysis, 
punctal plugs insertion and removal, 
therapeutic contact lenses, removal of 
nonperforating foreign bodies of the 
cornea, eyelid, and conjunctiva and 
lacrimal irrigation and dilation for 
patients over 12. " Unlike dentists, 
however, optometrists in California 
are not allowed to perform surgery, 
which is defined as "any procedure in 
which human tissue is cut, altered, or 
otherwise infiltrated by mechanical or 
laser means." 

We evaluated the biomedical cur
riculum of UCB and UCSF to deter
mine if the required "medical" educa
tion for optometry is comparable to 
that of dentistry in California. We 
chose to study UCB and UCSF 
because both schools are part of the 
same University of California system. 
Both schools are also recognized as 
premier institutions in their respec
tive disciplines according to rankings 
designated by The Gourman Reports.8 

Because of their similarities, we 
believe UCB and UCSF represent a 
fair comparison between optometric 
and dental education in California. If 
the study finds that the biomedical 
education at UCB is comparable to 
that of UCSF, this will lend support to 
the argument that optometrists in 
California are entitled to a wider 
scope of practice. If UCB's biomedical 
curriculum is found lacking com
pared to UCSF, this may shed light 
into how UCB and perhaps other 
optometry schools can improve their 
medical education. 

Methods 

Collecting the Data 
UCSF was contacted and asked to 

supply documentation detailing the 
curriculum for its DDS program. A 
copy of the 1998 Accreditation Self-
Study of the School, compiled by 
Hilary K. Pritchard (Principal 
Analyst, Academic Affairs, UCSF 
School of Dentistry), was sent. This 
document contained a syllabus and 
detailed description for each course in 
the dental curriculum. In addition, 
the UCSF general catalog for 1998-99 
was obtained which contained the 

76 Optometric Education 



Table 1 
Comparison of General Medical Courses 

Category 

General 
Anatomy 

Histology 

Biochemistry 

Microbiology 

Immunology 

Neurology 

General 
Physiology 

Pharmacology 
and Systemic 
Disease 

Basic 
Medical 
Emergencies 

Total 

UCSF 
Courses 

Gross & Head 
and Neck 
(2 courses) 

General 
Histology 

Biochemistry 
(2 courses) 

V2 of Micro / 
Immunology 
course 
]A of Micro / 
Immunology 
course 

Neuroscience 

Physiology / 
Nutrition 

General 
Pathology & 
Pharmacology 
(4 courses) 

CPR & Medical 
Emergencies 

UCSF 
QHU 

8 

4.5 

8 

3 

3 

4 

6 

14 

1 

51.5 

UCSF 
TCH 

80 

45 

80 

30 

30 

40 

60 

140 

10 

515 

UCSF TCH 
Adjusted 

80 

45 

60 

30 

30 

40 

60 

140 

10 

495 

UCB 
Courses 

Prerequisite 
IB 131 &131L 

None 

Prerequisite 
MCB102 

Prerequisite 
MCB 112 

Part of VS106 
Specific Anat 
/Phys 

VS117 
Neurology 

Prerequisite 
IB132&132L 

Basic Pharm and 
Systemic Disease 
(2 courses) 

CPR & BME 

UCB 
SHU 

5 

0 

4 

4 

0 

2 

5 

10 

0 

30 

UCB 
TCH 

75 

0 

60 

60 

0 

30 

75 

150 

0 

450 

UCB TCH 
Adjusted 

75 

0 

60 

60 

45 

30 

75 

150 

5 

500 

Difference 
in TCH 

-5 

-45 

0 

+30 

+15 

-10 

+15 

+10 

-5 

+5 

IB = Integrative Biology 
MCB = Molecular ancf Cell Biology 
QHU = Quarter hour units 
SHU = Semester hour units 
TCH = Total classroom hours 

quarter-hour units for each course. 
Likewise, a copy of the UCB general 
catalog for 1998-99 was obtained as 
well as individual course syllabi for 
each course required for its OD 
degree. 

Compiling the Data 
The prerequisites for admission and 

courses taught for the two schools 
were compared. Only medically rele
vant prerequisites and courses were 
evaluated in the study. A prerequisite 
or course was considered medically 
relevant to the study if it contained a 
discrete and quantifiable amount of 
material that related to one of the fol
lowing categories: General Anatomy, 
Histology, Biochemistry, Microbiology, 
Immunology, Neurology, Physi
ology, General Pharmacology/ 

Systemic Disease, Profession-specific 
Anatomy / Physiology, Profession-spe
cific Embryology, Profession-specific 
Pharmacology/Disease, Profession-spe-
cific Surgical Techniques, Radiology, 
Injections, and Basic Medical 
Emergencies. These were evaluated 
further and separated into the major 
categories of General Medical Courses 
(Table 1) and Profession-specific 
Medical Courses (Table 2). We chose 
these categories for comparison 
because they represent the medical 
foundation necessary for practice in 
both optometry and dentistry. 

Because courses at UCSF are listed 
in quarter hour units (QHU) and 
courses at UCB are listed in semester 
hour units (SHU), credit hours for the 
two schools were standardized into 
Total Classroom Hours (TCH) by 

using the following standard defini
tions. A one SHU course is considered 
to be a course meeting for one hour 
per week for the entire 15-week 
semester or 15 TCH. A course that is 
credited with one QHU is a course 
meeting for one hour per week for the 
entire 10-week quarter or 10 TCH. 

Data Analysis 
A course from the UCB or UCSF 

curriculum was placed in a medical 
category if it contained at least 5 TCH 
of material that pertained to that cate
gory. When one school had such a 
course, any comparable course-work 
from the other school was included 
regardless of amount. For the majori
ty of the courses, the course descrip
tions found in its syllabus allowed us 
to easily determine their general med-
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Table 2 
Comparison of Profession-specific Medical Courses 

Category 

Specific 
Anatomy and 
Physiology 

Specific 
Embryology 

Specific 
Pathology and 
Pharmacology 

Surgery 
Techniques 

Radiology 

Injections 

Total Profession 
Specific TCH 

Total Medically 
Relevant TCH 

UCSF 
Courses 

Oral Biology / 
Physiology 
(5 courses) 

Craniofacial 
development & 
Function 
(2 courses) 

Oral 
Pharmacology 
and Pathology 
(6 courses) 

Surgical 
dentistry 

(7 courses) 

Oral X-rays 
Other Imaging 

Local Anesthesia 

UCSF 
QHU 

6 

2 

11 

6.5 

2 
1 

0.5 

29 

80.5 

UCSF 
TCH 

60 

20 

110 

65 

20 
10 

5 

290 

805 

UCSF TCH 
Adjusted 

60 

20 

110 

65 

10 
20 

5 

290 

785 

UCB 
Courses 
VS 106 Ocular 
Anatomy and 
Physiology 
(2 courses) 

Visual 
development 

Ocular disease 
and Pharmacology 
(2 courses) 

Opt 499 two 
2nourlabs 

Ocular imaging 
taught in 106/136 

Opt 499 1 lecture 
and 2 hour lab 

UCB 
SHU 

8.5 

5 

2 

8 

0 

0 

0 

18.5 

48.5 

UCB 
TCH 

112.5 

30 

120 

0 

0 

0 

269.5 

719.5 

UCB TCH 
Adjusted 

112.5 

30 

120 

4 

0 

3 

269.5 

769.5 

Difference 
in TCH 

+52 

+10 

+10 

-61 

-30 

-2 

-20.5 

-15.5 

ical category. Courses that could be 
put into two or more general cate
gories were further analyzed and 
placed into the most appropriate cate
gory. 

Clinical courses for both programs 
were excluded from the study for two 
reasons, First, clinical procedures per
formed by optometry and dentistry 
are vastly different which makes com
parison of hours spent in the areas 
quite difficult if not impossible. 
Second, clinical education was not the 
primary focus of our study. 

Prerequisites for admission that fit 
into the appointed medical categories 
were also included in the study 
because the National Board of 
Examiners in both dentistry and 
optometry test students as if these 
prerequisites are actually taught in 
the professional school curricula. For 
example, the UCB courses that fulfill 
the General Anatomy prerequisite for 
entrance into optometry school are 
Integrative Biology 131 (3 SHU) and 
131L (2 SHU).6 Since these courses 
represent a total of 5 SHU (75 TCH) of 

General Anatomy, UCB was credited 
as having 75 TCH of General 
Anatomy in its curriculum. 

During analysis of the information, 
if a course was found to contain less 
or more material than indicated by 
the SHU or QHU noted in the course 
catalogs of UCB or UCSF, the number 
of TCH credited to that program for 
that course was adjusted accordingly. 
Adjustments were made in six of the 
fifteen categories: Biochemistry, 
Immunology, Basic Medical Emer
gencies, Specific Anatomy/Physi
ology, Surgical Techniques, and 
Injections. 

Twenty TCH were deducted from 
UCSF in the category of Biochemistry 
because their Biochemistry courses 
set aside 20 classroom hours strictly 
for review of previous material. UCB 
gained 45 TCH in Immunology due to 
the use of a problem-based learning 
(PBL) sequence within its specific 
Anatomy and Physiology course. 
While this sequence only totaled one 
SHU (15 TCH), it was designed to be 
equivalent to a normal 3 SHU (45 

TCH) course, and the 45 TCH were 
therefore ascribed to UCB.9 Because 
the PBL sequence took the place of 
lecture hours in UCB's Specific 
Anatomy /Physiology course, the 
third adjustment was a loss of 15 TCH 
in that area. 

While not making Basic Medical 
Emergencies a formal part of its cur
riculum, UCB also gained 5 TCH in 
this area by requiring all its students 
to be CPR certified and by sponsoring 
a CPR/Basic Medical Emergencies 
course from an outside vendor. The 
final two adjustments are found in 
Surgical Techniques and Injections. 
While UCB did not have courses in 
these areas, the program did require 
students to take an Advanced Clinical 
Procedures course. This course includ
ed 4 TCH of Surgical Techniques and 3 
TCH of local injection instruction, 
which were allotted to UCB in the 
appropriate categories. 

The TCH of the two programs were 
compared for each individual category, 
the two major categories of Basic 
Medical Courses and Profession-spe-
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cific Medical Courses, and overall for 
the two programs. Any differences in 
individual categories indicated or in 
the program as a whole were ana
lyzed. If UCB had more TCH than 
UCSF, the difference was positive, 
while the difference was negative if 
UCSF had more TCH. 

Results 
The results are found in Table 1 and 

Table 2. Table 1 shows the comparison 
of Basic Medical Courses taught at 
UCB and UCSF. After adjustments, 
UCB had a total of 500 TCH in its 
General Medical Courses while UCSF 
totaled 495 TCH. The two schools 
were fairly similar in the number of 
TCH devoted to General Anatomy, 
Biochemistry, Neurology, General 
Pharmacology /Systemic Disease, and 
Basic Medical Emergencies. UCB and 
UCSF each have 60 TCH in 
Biochemistry. UCSF taught 40 TCH of 
Neurology compared to 30 TCH at 
UCB. General Pharmacology/ 
Systemic Disease differed by 10 TCH, 
with UCB having 150 TCH compared 
to UCSF with 140 TCH. Finally, UCB 
taught 5 TCH of Basic Medical 
Emergencies material while UCSF 
taught 10 TCH. 

The greatest difference occurred 
in the categories of Histology, 
Microbiology, Immunology, and 
General Physiology. UCSF devoted 45 
TCH to Histology while UCB did not 
spend any classroom hours teaching 
the subject. UCB required 60 TCH of 
Microbiology compared to UCSF with 
30 TCH. UCB required 45 TCH in 
Immunology (when taking into 
account its PBL sequence) while 
UCSF required 30 TCH. UCB required 
75 TCH of General Physiology and 
UCSF required 60 TCH. 

Table 2 is a comparison of the 
courses taught at the two schools that 
are specific to each profession. After 
adjustments, UCSF devoted 290 TCH 
to Profession-specific Medical 
Courses while UCB required 269.5 
TCH. UCB and UCSF were similar in 
the number of classroom hours spent 
on the categories of Specific 
Embryology and Specific Pathology / 
Pharmacology with UCB teaching 10 
TCH more than UCSF. Both schools 
spent few classroom hours on 
Injections; UCSF devoting 5 TCH 
while UCB spent 3 TCH. 

The two schools differed more 
in Profession-specific Anatomy/ 
Physiology, Profession-specific Surgical 

Techniques, and Radiology. In Profes
sion-specific Anatomy / Physiology, 
UCB taught 112.5 TCH compared to 
UCSF's 60 TCH. In Profession-specific 
Surgical Techniques and Radiology, 
UCSF devoted 67.5 and 30 TCH respec
tively, while UCB devoted only 4 TCH 
to the former and no quantifiable hours 
to Radiology. 

Discussion 
The results of the study indicate that 

of the individual categories studied, 
the two schools were similar in eight of 
the fifteen: General Anatomy, 
Biochemistry, Neurology, General 
Pharmacology / Systemic Disease, 
Basic Medical Emergencies, Profes
sion-specific Embryology, Profession-
specific Pathology/Pharmacology, 
and Injections. Each of these cate
gories had differences of no more than 
10 TCH. The two schools varied sub
stantially in the amount of time allot
ted to the remaining seven categories. 

The variation in hours between the 
two programs is explained in one of 
three ways. Some categories con
tained few TCH for either school. 
These categories were included in the 
study because UCSF teaches them as 
independent courses in their curricu
lum and they could not be lumped 
together with any other category. 
Local injections, totaling 5 TCH for 
UCSF and 3 TCH for UCB, and Basic 
Medical Emergencies, with 10 TCH at 
UCSF and 5 TCH at UCB, fall into this 
group. 

Alternatively, the variat ion 
noted in some categories is a direct 
reflection of what is legally within 
the scope of practice of the profes
sion. General Histology, Surgical 
Techniques, and Radiology fall into 
this group. Because radiographic 
imaging is performed daily in den
tistry but almost never in optometry, 
there is a large disparity between the 
two educational programs in this cat
egory. UCSF requires 30 TCH while 
UCB does not offer an independent 
course. Likewise, dentistry, which is 
allowed to perform surgical excision 
of teeth among other things, needs to 
have more Histology and surgical 
technique in its education.10 If optom
etry were allowed surgical privileges, 
more TCH would have to be spent in 
this area. 

The final explanation for the large 
variation of TCH within individual 
categories is that while both programs 
feel the area is important, there is a 

finite amount of TCH within the pro
gram and this must be prioritized to 
ensure that students are competent 
within their scope of practice. This 
requires sacrificing the thoroughness 
of some course-work to make room 
for other courses. Profession-specific 
Anatomy / Physiology, Profession-
specific Embryology, Microbiology, 
Immunology, and General Physiology 
all fall into this group. Substantially 
more TCH are taught at UCB in each 
of these areas because UCB students 
do not need much in Radiology, 
Surgical Techniques, and Histology. 
UCSF reduces its students' basic med
ical education in order to better edu
cate them in specific medical skills of 
the profession. 

Although the difference between 
the two programs is variable in each 
category, the overall amount of time 
spent on basic medically relevant 
material in the two programs is 
almost the same. Analyzing the 
results of the study indicates that 
UCB teaches a total of 500 TCH in this 
group while UCSF teaches 495 TCH. 
This is a 5 TCH difference between 
the two curricula in Basic Medical 
Course-work. In Profession-specific 
Medical Courses, a 20.5 TCH differ
ence was found with UCSF devoting 
slightly more classroom time; 290 
TCH as compared to 269.5 TCH at 
UCB. When the entire didactic med
ical education is compared, 785 TCH 
were spent on medically relevant 
didactic material at UCSF while 769.5 
TCH were spent in the same areas at 
UCB (Table 2). This 15.5 TCH repre
sents a 2% difference in total didactic 
medical education at the two institu
tions. 

Since this study addressed the cur
ricula at UCB and UCSF in an effort to 
support an expanded scope of prac
tice for optometry, special importance 
should be placed on how the two 
institutions train their students in 1) 
General Pharmacology/Systemic 
Disease and 2) Profession-specific 
Disease and Pharmacology. While 
similar in TCH, UCB has 10 TCH 
more in each of the two categories; 
150 TCH and 120 TCH respectively at 
UCB as compared to 140 TCH and 110 
TCH at UCSF. 

In summary, of the fifteen general 
and specific medical categories com
pared, UCSF and UCB are similar in 
eight categories: General Anatomy, 
Biochemistry, Neurology, General 
Pharmacology /Systemic Disease, Basic 
Medical Emergencies, Profession-spe-
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cific Embryology, Profession-specific 
Pharmacology/Disease, and Injections. 
Of the remaining seven categories, 
Histology, Profession-specific Surgical 
Techniques, and Radiology may repre
sent areas that are necessary for the 
dental profession while not currently 
necessary for optometry. Dentistry 
does enjoy a much greater scope of 
practice than optometry and these 
three categories reflect areas currently 
unavailable to optometry. These cate
gories may also represent areas that 
need to be incorporated into the opto-
metric curriculum and areas where the 
scope of practice of optometry needs to 
be expanded to facilitate their addition. 
Other areas where UCB should incor
porate specific requirements are Local 
Injections and Immunology, which 
were found within other courses, and 
Basic Medical Emergencies, required as 
an extracurricular course. In the 
remaining course work categories, 
UCB has more TCH than UCSF, which 
indicates that the training in these areas 
is comparable. 

Are the advancements in the didac
tic and clinical education of 
optometrists in California enough to 
justify an expanded scope of practice? 
Although optometry and dentistry 
are professions with different specific 
requirements needed to deliver quali
ty patient care, their basic medical 
tenants are the same. The results of 

this study indicate that the UCB cur
riculum is comparable to the UCSF 
curriculum in medically relevant 
didactic training. 

With optometry being granted the 
right to prescribe diagnostic and thera
peutic agents in the last two decades, 
optometry schools have significantly 
increased the number of hours spent 
on pharmacology and pathology11 It 
can be expected that optometry schools 
will continue to enhance their curricula 
to meet the demands of optometry's 
expanding scope of practice. It is clear 
that although the curricula of UCB and 
UCSF are generally equivalent in the 
basic medical subjects, dentists in 
California enjoy a much greater scope 
of practice than optometrists in the 
state. We believe our findings support 
the argument for an expanded scope of 
optometric practice. 
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President's Message 

In 1996, the leadership of the AOA and ASCO joined as partners in a new and creative venture to ensure 
the future viability of optometric education. Conceived from the historic 1992-1994 "Georgetown 
Summit: A Critical Assessment of Optometric Education," the Partnership Foundation for Optometric 
Education was established to provide the necessary long-term financial support for professional optom
etry programs (O.D.) and the related special needs of the profession. 

Agreements with schools/colleges and state, regional and national entities providing continuing educa
tion are our key funding mechanisms. These Contributing Partners agree to add $1.00 per registrant for 
each credit hour of continuing education provided and contribute the sum to the Partnership. At the 
same time, the Partnership began accepting corporate contributions, including sizable contributions from 
CIBA and an on-going generous investment from Biocompatibles that we are extremely grateful to 
receive. 

In 2001, we were pleased to welcome the College of Optometrists in Vision Development (COVD) as a 
Contributing Partner. We also saw our first regional association and state society become Partners, thus, 
reaching a major milestone in our development and taking a major step in becoming a true partnership. 
I'm proud that the Southwest Council of Optometry and the Louisiana State Association of Optometrists 
demonstrated their commitment to the future of the profession during my term as President. I'm confi
dent that these ground-breaking precedents will open the door to more regional and state associations 
joining in the years ahead. 

With all seventeen schools and colleges now Contributing Partners and thanks to the AOA, the Academy, 
and virtually all other major national optometric organizations (see "Contributing Partners 2001"), the 
Partnership surpassed the $1 million dollar threshold in the year 2001 despite the economic downturn. 

We are proud of our early success but have a long road to travel before reaching our ultimate goal of $1 
billion by the year 2020. However, we have only just begun to forge the alliances with organizations and 
corporations that will result in a strong future for the optometric educational enterprise and the profes
sion. 

Thanks to all of our Contributing Partners from the profession, education and industry for investing in 
the future of optometry. 

Sincerely, 

John A. McCall, O.D., President 
February 2002 



Partnership Questions & Answers 

What is the Partnership Foundation? 

The Partnership Foundation for Optometric Education is a not-for-profit 501(c)(3) organization estab
lished in 1996 by the Association of Schools and Colleges of Optometry (ASCO) and the American 
Optometric Association (AOA). It is separately incorporated to control its own activities, including 
finances. 

The Partnership was conceived as a direct result of the 1992-1994 Georgetown Summit: A Critical 
Assessment of Optometric Education, which concluded that with government funding virtually nonex
istent and capital needs then estimated to be $1.6 billion, a new funding vehicle was critical to ensure the 
future viability of the optometric education enterprise and recommended that: 

"All state, regional and national entities, along with the schools and colleges of optom
etry, should be strongly urged to contribute an add-on sum of $1 per registrant to an 
educational trust for each credit hour of continuing education provided." 

What is the Partnership's purpose? 

The Partnership's purpose is to provide financial support for the advancement of optometric education 
and related special needs of the profession. The underlying financial objective is to grow the Partnership 
to $1 billion by the year 2020, while distributing some funds annually. Distributions may begin once the 
fund reaches $25 million. 

Who will be the primary beneficiaries of the Partnership? 

The next generation of practitioners will be the primary beneficiaries through financial support of the 
professional optometry degree programs (O.D.) and related special needs of the profession. 

How will Partnership funds be used? 

Funds will be distributed to the schools/colleges and other organizations ("Contributing Partners") 
through a fair share capitation approach. Funds will be distributed according to the following three cat
egories: Capitation (i.e., 20-30% of funds available for distribution to assist all institutions); Index of 
Participation (i.e., 50% of funds available for distribution to reward large contributing institutions); and 
Special Projects (i.e., 20-30% of funds available for distribution to meet related special needs of the pro
fession). 

Contributing institutions will determine the specific uses of their fair share distribution. Examples are 
rehabilitation and modernization of physical plants, including teaching laboratories; equipment to 
enhance the learning environment and enhance patient care; acquisition and integration of advanced 
technologies into clinical teaching programs; and development of teaching materials for both student and 
practitioner lifelong learning. 



How will Partnership funds be invested? 

At least seventy-five percent of the earned income will be reinvested in the Partnership until the $1 bil
lion goal is met, and at least twenty-five percent will be reinvested afterwards in order to grow the 
Partnership. The Board of Directors has adopted a long-term investment policy designed to maximize 
returns without exposure to undo risk. A professional investment advisor chosen by the Board of 
Directors is managing the Partnership's long-term investments. 

What organizations are eligible to become "Contributing Partners"? 

Participation is open to all institutions and organizations providing continuing optometric education and 
to organizations that support the mission and purposes of the Partnership. This includes the schools and 
colleges of optometry (all seventeen are "Contributing Partners"), the AOA and its state affiliates and 
regional councils, and other optometric organizations and corporations. "Contributing Partners" agree 
to add $1 per hour per registrant for each hour of paid continuing education provided. "Contributing 
Partners" are eligible for positions on the Board of Directors, which will determine specific policies gov
erning the future disbursement of funds. 

What organizations and corporations are already "Contributing Partners"? 

In addition to the AOA, Co-Founding Partner with ASCO, national, regional and state organizational 
"Contributing Partners" include the: American Academy of Optometry, American Optometric Student 
Association, Association of Regulatory Boards in Optometry, College of Optometrists in Vision 
Development, National Board of Examiners in Optometry, the Optometric Admissions Testing Program 
(OAT), Southwest Council of Optometry and the Louisiana State Association of Optometrists. 

"Corporate Contributing Partners" include Biocompatibles, which contributes two percent of AOA mem
bers' purchases of Biocompatibles Proclear lenses and CIBA Vision Corporation. 

How can other entities become "Contributing Partners"? 

The Partnership is exploring other mechanisms that will allow entities that do not provide continuing 
education but have a strong commitment to the future of optometric education to become "Contributing 
Partners." The Partnership welcomes and encourages industry support. 

What is the governance structure of the Partnership? 

A Board of Directors governs the Partnership. The officers and directors for 2001 appear on the back 
cover of this report. Additional directors will be elected as new partners are added. The Executive 
Director is Martin A. Wall. 



Contributing Partners 2001 

Schools and Colleges of Optometry 

Illinois College of Optometry 
Indiana University, School of Optometry 
Inter American University of Puerto Rico 
Michigan College of Optometry at Ferris State University 
New England College of Optometry 
Northeastern State University, College of Optometry 
Nova Southeastern University, College of Optometry 
Pacific University, College of Optometry 
Pennsylvania College of Optometry 
Southern California College of Optometry 
Southern College of Optometry 
State University of New York, State College of Optometry 
The Ohio State University, College of Optometry 
University of Alabama at Birmingham, School of Optometry 
University of California at Berkeley, School of Optometry 
University of Houston, College of Optometry 
University of Missouri at St. Louis, School of Optometry 

National Organizations 

American Optometric Association (Co-Founding Partner) 
American Academy of Optometry 
American Optometric Student Association 
Association of Regulatory Boards in Optometry 
Association of Schools and Colleges of Optometry (Co-Founding Partner) 
College of Optometrists in Vision Development 
National Board of Examiners in Optometry 
Optometric Admissions Testing Program (OAT) 

Regional Organizations 

Southwest Council of Optometry 

State Associations 

Louisiana State Association of Optometrists 

Industry 

Biocompatibles 
CIBA Vision Corporation 
Review of Optometry/Jobson Publishing, L.L.C. (In-Kind Contributor) 
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Illinois College of Optometry 
Indiana University, School of Optometry 
Inter American University of Puerto Rico 
Michigan College of Optometry 
New England College of Optometry 
Northeastern State University, College of Opt. 
Nova Southeastern University, College of Opt. 
Pacific University, College of Optometry 
Pennsylvania College of Optometry 
Southern California College of Optometry 
Southern College of Optometry 
State University of NY, State College of Opt. 
The Ohio State University, College of Opt. 
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OTHER ORGANIZATIONS 

Biocompatibles 
CIBA Vision Corp. 
COVD 
Louisiana State Assn. of Optometrists 
Optometric Admissions Testing Program 
ARBO 
NBEO 
AAO 
AOA 
AOSA 

Total 
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IN-KIND CONTRIBUTIONS 

ASCO $ 92,913.00 
Review of Optometry/ $ 6,965.00 

Jobson Publishing, L.L.C. 
University of Houston, College Of Optometry $ 2,876.00 

SIGNED AGREEMENT/NOT YET CONTRIBUTING 
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2,987.45 
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$1,162,781.46 

Southwest Council of Optometry 
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Analysis of an 
Optometry School's 
Patient Population 
Martha E. McKay, O.D., F.A.A.O 
Christopher E. Woodruff, O.D. 
Jay M. Rumsey, O.D., F.A.A.O. 

Abstract 
To assess whether changes to the 

scope of optometric practice have 
changed the patient population 
examined, a survey was conducted 
using 158 patient encounters at the 
Nova Southeastern University 
College of Optometry Primary Care 
Clinic. Patient encounters were 
classified into various categories. 
These data were compared to the 
traditional optometric patient popu
lation and the prevalence of vision 
disorders. Our patient population 
mirrors a traditional optometric 
practice except for a higher preva
lence of accommodative dysfunction 
and a lower prevalence of strabis
mus. This analysis confirms that 
optometry continues to engage pri
marily in the correction of refractive 
and binocular vision disorders. 

Key Words: scope of practice, 
vision disorders. 

Drs. McKay Woodruff and Rumsey are at the 
Nova Southeastern University College of 
Optometry. Dr. McKay is a professor; Dr. 
Woodruff is an assistant professor; and Dr. 
Rumsey is an associate professor. 

Introduction 

Optometry has experienced 
substantial changes in the 
past 30 years. As with any 
change, both supporters 

and detractors will find ways to 
advance their viewpoint. The rapid 
changes wrought by technological, 
legislative, political, professional and 
economic forces have caused a grow
ing number of practitioners to exam
ine the impact of these changes on our 
survival as a profession.15 The 
Association of Schools and Colleges 
of Optometry (ASCO) initiated a 
strategic / long range planning 
process in 1985 that continues today. 
This process was devised to ade
quately prepare optometry students 
to meet expected changes in optome
try.6 The optometric curriculum has 
been scrutinized to evaluate the 
impact of these changes on preparing 
students for the challenges they face 
upon graduation. The basic premise 
of these changes was optometry's role 
in expanding its scope of practice 
from managing the ocular and visual 
needs of healthy patients to managing 
these same needs of ill patients. 

In order to meet this previously lit
tle emphasized aspect of optometry, 
the optometric curriculum was great
ly expanded in the areas necessary to 
support it.711 Approximately thirty 

years have passed since the first law 
was enacted in Rhode Island allowing 
optometrists to utilize diagnostic 
pharmaceutical agents. Thirty years 
would appear to be adequate time to 
evaluate the ways in which these pro
found changes have affected the 
everyday practice of optometry. In 
order to explore this change, a study 
was undertaken to analyze the types 
of patients seen in a suburban clinic 
that is part of Nova Southeastern 
University College of Optometry. It 
was assumed that the patient popula
tion seen in this environment would 
mirror a typical optometric practice 
or, at most, a specialized optometric 
practice in that patients would be 
drawn to a university clinical setting 
with the expectation of more 
advanced care. These data were com
pared to the available data on the inci
dence and prevalence of visual condi
tions. The purpose of this study was 
twofold: (1) to ascertain whether a 
university clinic would attract a 
greater number of patients with other 
than routine refractive problems tra
ditionally managed by optometry; 
and (2) to explore whether the reasons 
patients seek optometric care is differ
ent from that in published reports. 

Methods 
Three experienced instructors clas

sified 158 random records of patients 
examined from May 1999 to August 
1999 in the Primary Care Clinic. An 
estimated 1300 patients were seen in 
the Primary Care Clinic during this 
period. One hundred fifty eight repre
sents the total number of patients 
examined by the three investigators 
during the study period. Only 
patients examined by the three inves
tigators were included to ensure uni
formity of the patient classifications. 

The NSU College of Optometry 
also has three other on-site clinics: the 
Pediatric/Binocular Vision Clinic in 
which all patients younger than 10 
years are examined and adults with 
binocular vision problems are 
referred from the Primary Care Clinic 
and the community; the Cornea and 
Contact Lens Clinic to which patients 
are referred after being examined in 
the Primary Care Clinic; and the 
Vision Rehabilitation and Geriatric 
Clinic that accepts referrals for low 
vision services from the University-
based clinics and the community. The 
Primary Care Clinic was founded in 
1996 and serves a suburban popula-
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tion. Eyecare services are provided by 
third-year students under the super
vision of licensed optometric faculty. 

The three instructors participated 
and supervised these patient examina
tions and also completed the patient 
records including diagnosis and treat
ment. The categories used for classifi
cation were age, chief complaint, 
refractive status, binocular and accom
modative status, ocular and systemic 
health and treatment plan. The condi
tions under refractive status were 
defined as any spherical minus, plus 
and cylindrical corrections found on 
manifest refraction for myopia, hyper
opia and astigmatism, respectively. 
Emmetropia was defined as piano 
manifest refraction. Presbyopia was 
denned as a requirement for a plus 
prescription at near due to age-related 
changes in accommodation. The con
ditions under binocular status of con
vergence / divergence excess / insuffi
ciency were denned as an inability to 
meet Sheard's criterion (the fusional 
vergence reserve should be at least 
twice the demand). High heterophoria 
was defined as an inability to meet 
Morgan's norms. Strabismus was 
defined as any manifest deviation. The 
conditions under accommodative sta
tus were defined as infacility if there 
was an inability to clear (binocularly) 
+ / - 2.00D lenses for a period of 10 
cycles per minute, and insufficiency if 
the accommodative amplitude was 
below the lower limits of the expected 
age levels. n 

Children younger than 10 years are 
scheduled for the Pediatric/Binocular 
Vision Clinic and, consequently, 
excluded from this study. All other 
patients are scheduled for examina
tion in the Primary Care Clinic, thus 
ensuring representation of all other 
age and patient types. The data col
lected were compared to available 
data on the types of patients tradi
tionally seen by optometrists, as well 
as the prevalence data of visual disor
ders. The research protocol was sub
mitted and approved by the 
Institutional Review Board of Nova 
Southeastern University. 

Table 1 
Frequency Distribution of Patients by Age 

Age (years) 

10-19 
20-29 
30-39 
40-49 
50-59 
60-69 
>70 
Total 

22 
15 
21 
47 
30 
13 
10 

158 

13.9% 
9.5% 
13.3% 
29.7% 
19.0% 
8.2% 
6.3% 
100% 

Percent o 

Table 2 
Frequency Distribution of Reasons for Eye Examination 

Chief Complaint Number Percent of Total 

Distance Blur 

Near Blur 

Itching, tearing, burning 

Headache 

LostRx 

Want Contact Lenses 

Flashes/Floaters 

Asthenopia 

Other (e.g. dryness, 
eye twitch, lid swelling, 
stye, injection) 

Total 

59 

71 

22 

22 

10 

13 

6 

6 

21 

230 

25.6% 

30.9% 

9.6% 

9.6% 

4.3% 

5.7% 

2.6% 

2.6% 

9.1% 

100% 

Table 3 
Frequency Distribution of Refractive Status 

Refractive Status 

Hyperopia 

Emmetropia 

Myopia 

Astigmatism 

Other (unable to •efract) 

Number per 
158 Patients 

63 

19 

73 

98 

3 

Percent per 
158 Patients 

39.9% 

12.0% 

46.2% 

62.0% 

1.9% 

Results 
One hundred fifty-eight (158) patient 

records were reviewed. An estimated 
1300 patients were seen in the Primary 
Care Clinic during this period. The mean 
age for the group was 36 years. Table 1 
presents the age distribution data. Table 
2 represents the presenting reason for 

the patient seeking an eye examination. 
Approximately 26% of the patients 
expressed difficulty with distance vision 
while 31% complained of near blur. This 
latter value can be explained on the basis 
that 63% of the patients were 40 years of 
age or older and presbyopic. 

Table 3 shows the patients' refrac
tive status with 40% hyperopes, 46% 
myopes, 62% astigmats, 12% 
emmetropes. Table 4 indicates the per
cent of presbyopes to be 63%, which is 
identical to those patients age 40 or 
older. 
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Table 4 
Frequency Distribution of Refractive Status (Presbyopia) 

Refractive Status 

Non-Presbyopic 

Presbyopic 

Number per 
158 Patients 

58 

100 

Percent per 
158 Patients 

36.7% 

63.3% 

Table 5 
Frequency Distribution of Binocular Status (excludes amblyopia) 

Binocular Status 

Convergence/Divergence 
Excess/Insufficiency 

High Heterophoria 

Strabismus 

Normal 

Number per 
153 Patients 

12 

21 

1 

119 

Percent per 
153 Patients 

7.8% 

13.7% 

0.7% 

77.8% 

Table 6 
Frequency Distribution of Accommodative Status 

Accommodative 
Status 

Normal 

Infacility 

Insufficiency 

Number per 
58 Patients 

44 

5 

9 

Percent per 
58 Patients 

75.9% 

8.6% 

15.5% 

Table 7 
Frequency Distribution of Ocular Health 

Condition or Ocular 
Structure Affected 

Number per 
158 Patients 

Percent per 
158 Patients 

Adnexa 

Anterior Chamber 

Conjunctiva/Sclera 

Cornea 

Glaucoma Suspect 

Glaucoma 

Good Ocular Health 

Lens 

Macula 

Optic Nerve Head 

Retina 

Vitreous 

13 

8 

20 

14 

11 

4 

100 

9 

2 

7 

21 

9 

8.3% 

5.1% 

12.7% 

8.9% 

2.5% 

2.5% 

63.3% 

5.7% 

1.3% 

4.4% 

13.3% 

5.7% 

Table 5 indicates that 78% of the 
patients were deemed to have normal 
binocular vision; 22% of the patients 
were diagnosed with some type of 
binocular dysfunction (high eso-, 
exophoria, convergence / divergence 
insufficiency/excess) and less than 1% 
were strabismic. Amblyopia was diag
nosed in 5 patients, which represents 
3% of the patient population. Table 6 
shows that, with the exclusion of the 
presbyopic patients, 76% of the 
patients had normal accommodative 
function, while 24% had a certain 
degree of accommodative dysfunction 
(insufficiency / infacility). 

Table 7 enumerates the ocular condi
tions found in these patients; 100 of 
these 158 patients were assessed to 
have good ocular health, which repre
sents 63% of the patient population. 
The next two largest sub-categories 
were conjunctiva/sclera (e.g. Pinguec
ula, pterygia) with 13% prevalence and 
retina (e.g. macular degeneration, 
pavingstone degeneration, lattice 
degeneration, RPE hypertrophy) with 
13% prevalence. The prevalence of 
patients with glaucoma was found to 
be 2.5%. 

Table 8 details the patients' general 
health as elicited during the case histo
ry. Thus, self-reported general health 
status showed 78% with good overall 
health, 5% diagnosed as diabetics, 15% 
hypertensives, 2% suffering from asth
ma and 16% with other health condi
tions (e.g. allergies, anemia, arthritis, 
high cholesterol, thyroid conditions, 
vertigo). 

Table 9 identifies the treatment pre
scribed for these patients. Twelve per
cent (12%) of the patients required no 
change in their eyeglass prescription 
while 57% did necessitate a change; 9% 
of the patients were asked to return for 
a visual field evaluation, 4% were 
referred for a binocular vision evalua
tion and 11% were referred for a con
tact lens evaluation. Four percent (4%) 
were prescribed medication and 3% 
were referred for a medical consulta
tion. 

Discussion 
The population sample reviewed 

in this study showed similar trends to 
those found in evaluating the typical 
optometric patient population. The 
majority of patients seen in the 
Primary Care Clinic sought eye care 
due to an inability to see well or a 
desire for new vision correction 
(glasses or contact lenses). The per-
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Table 8 
Frequency Distribution of General Health Status 

Health Status 

Good Health 

Diabetes 

High Blood Pressure 

Asthma 

Other (e.g. allergies, anemia, 
arthritis, high cholesterol, 
thyroid conditions, vertigo) 

Number per 
158 Patients 

123 

8 

23 

3 

25 

Percent per 
158 Patients 

77.8% 

5.1% 

14.6% 

1.9% 

15.8% 

Table 9 
Frequency Distribution of Treatment 

Treatment 

No Change in Rx 

Change Rx 

Visual Fields 

Binocular Vision Evaluation 

Medical Therapy 

MD Referral 

Contact Lens Referral 

Total 

Number 

26 

120 

18 

8 

8 

7 

24 

211 

Percent of Total 

12.3% 

56.9% 

8.5% 

3.8% 

3.8% 

3.3% 

11.4% 

100% 

centage of patients who fall within 
this category is nearly 70%. This find
ing is similar to surveys conducted by 
the American Optometric Association 
and others that indicate that the pri
mary reason cited by patients for 
obtaining their last eye examination 
was routine eye care, vision difficul
ties or a desire for new eyewear or 
contact lenses (80% to 97%).1317 

The majority of patients seen were 
those 40 years and older (63%) with 
the greatest single age range being 40-
49 years (30%). This finding is similar 
to reports that the majority of patients 
seek eye care with the onset of pres
byopia (84% and 69%).17-18 

The prevalence of refractive condi
tions is comparable to published 
reports for clinical populations. The 
myopia and hyperopia rates in the 
current study were 46% and 40% 
respectively. Previous studies have 
shown rates of myopia varying from 
24% to 54%12-19-23 and rates of hyper
opia varying from 11% to 57%.12<20'23 

Analysis of published data regarding 
the prevalence and distribution of 
refractive conditions shows variation 
with age such that school-aged chil
dren and young adults are myopic in 
greater numbers than presbyopes 
who demonstrate more hyperopia. 
Our sample, which included ages 10 
and over, would be expected to show 
approximately the same number of 
hyperopes and myopes since the data 
for all ages was included. Even 
though our study shows only 12% of 
the sample was emmetropic, this is 
consistent with published reports 
when a strict definition of 
emmetropia is used, i.e., piano refrac
tion. Published reports that show 
emmetropia comprising a larger per
centage (15% to 55%) of the popula
tion have used a definition of 
emmetropia that includes small 
degrees of myopia and hyperopia 
(e.g. -0.25D to +0.75D).12'20 As pub
lished, our sample showed that astig
matism was the single most prevalent 

refractive anomaly (62%), and is simi
lar to reported rates of 53% to 
71%12'19-21'23 The number of presbyopes 
parallels the number of patients 
examined who were over 40 years of 
age. 

The population sample included in 
this study showed an overall general 
binocular dysfunction prevalence rate 
of 22%, similar to previously pub
lished estimates that 21% of optomet
ric patients suffer from binocular 
vision problems.18 However, the ver-
gence dysfunction prevalence rate of 
0.7% strabismus was lower than the 
previously reported population preva
lence of 6%. A corresponding higher 
prevalence of other vergence dysfunc
tion (convergence insufficiency/excess 
of 7.8% and high eso/exophoria of 
13.7%) was also found. The prevalence 
rate of amblyopia was found to be con
sistent with previously reported 
prevalence rates of 2.5% to 3%. Among 
non-presbyopes, accommodative dys
function was the most prevalent condi
tion with a 24% occurrence rate. This is 
higher than the previously reported 
prevalence rate of 15%.24 

The ocular health status of the sam
ple indicated that the majority (100 
out of 158), that is 63%, were deter
mined to have good ocular health. 
This finding reflects an absence of any 
abnormal ocular health findings, 
without differentiation for the severi
ty of abnormality. In other words, 
patients who had an innocuous con
dition such as pinguecula would have 
been counted as having "abnormal" 
conjunctiva. Therefore, the number of 
patients with good ocular health is 
likely higher than reflected by this 
percentage. The percent of glaucoma 
patients was found to be 2.5% and is 
consistent with previously published 
studies.25 

The population sample showed 
that the majority (123 out of 158), that 
is 78%, were in good general health, 
as elicited during the case history. The 
next two largest categories were 
patients who had been diagnosed 
with diabetes (5%) and hypertension 
(15%). The prevalence of these two 
conditions in the sample parallels 
those found in the general popula
tion.2529 This suggests that the sample 
is broadly representative of the gener
al population. 

For 84% of the sample, the treat
ment prescribed involved refractive, 
binocular vision assessment or con
tact lenses; 9% needed a visual field 
assessment, 4% were given medica-
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tion and 3% were referred for medical 
intervention. This outcome shows 
rates similar to other studies that indi
cate that patients seen in optometric 
practice seek eye care for non-refrac
tive reasons in less than 10% of the 
cases.131516 It is estimated that only 5% 
to 10% of the total population need 
annual ophthalmological services, 
including surgery and treatment,1730 

and reflects estimates that ophthal
mologists devote the majority of their 
time to primary eye care.31 

However, the American Optometric 
Association has shown an interesting 
change in its report, "Caring for the 
Eyes of America," which has detailed 
the percent of patients who seek opto
metric care for "eye infection, disease 
or injury." The 1998 report indicated 
that 4.3% of patients indicated this as 
their primary reason for seeking care; 
the 2000 report, however, indicated 
that 8.6% of the sample gave this as 
their primary reason. Even though the 
AOA reports for the years 1991 and 
1992 do not specifically detail the 
response to this question, the percent
ages that state refractive reasons for 
seeking eye care increased with each 
report except for the 2000 report (80% 
in 1991, 92% in 1992, 97% in 1998, 90% 
in 2000).1316 

Despite the fact that the change in 
those seeking care for disease or 
injury represents a significant 
increase, it is nevertheless a minority 
of patients who seek optometric care 
for other than refractive reasons. It is 
also evident that only a minority of 
patients need ophthalmological ser
vices, which has resulted in an over-
supply of ophthalmologists. In light 
of this and the declining reimburse
ment for its services, ophthalmology 
is undergoing a process of reexamina
tion as to its role in the current and 
future health care environment. As 
such, ophthalmology has responded 
by decreasing the number of medical 
residencies by 15.6% between 1993 
and 1998,32 proposing separate train
ing for "medical (non-surgical) oph
thalmology" and "surgical ophthal
mology"33 and the inclusion of the 
dispensing of eyewear in its prac
tices.13'16-17 

The goal of clinical care, which it 
shares with public health, is to pro
tect, conserve and restore the health 
status of patients. In order to do this 
specifically in the area of vision care, 
efforts can range from providing opti
mal visual function to the treatment 
and rehabilitation of blindness or total 

loss of visual function. This is an 
important health concern due to the 
significant costs that are incurred in 
the United States by blindness and 
visual impairment,7 that is, 3.4% 
prevalence and estimated economic 
costs of $4 billion annually.34 Not only 
is this a public health concern, but it is 
also a concern of individuals who as 
health consumers are better educated 
and have assumed a more proactive 
role in making informed decisions 
about their own health care. 
Consumer satisfaction monitoring in 
total quality management (TQM) pro
grams has revealed that patients per
ceive their eye care needs to be refrac
tive and eyewear-based. Some view 
this as an undesirable outcome for 
optometry because it defines the pro
fession within narrow terms.35 It is 
possible to view this development 
less as a narrow definition of the pro
fession than as the public's desire to 
have a basic need met and their per
ception of the profession best educat
ed to do it.36 

Nevertheless, studies conducted to 
determine patients' perceptions about 
eyecare providers in settings that 
include all three (ophthalmologists, 
optometrists and opticians) demon
strate that the vast majority of 
patients require correction of refrac
tive error and that there is a general 
inability to differentiate the services 
provided by each professional.1737 As 
is demonstrated by current and past 
studies, there is a far greater need in 
the population for routine and pre
ventive care, and a far greater impact 
to individuals and society from pro
viding these, than for specialized care. 
In order to best and most broadly 
serve the public, clinical eye care must 
address the totality of vision impair
ment, which includes not only visual 
acuity and diseases of the eye, but 
also functional impairment (binocu-
larity, accommodative disorders, 
computer-related difficulties). Despite 
the fact that uncorrected refractive 
error is the most common cause of 
vision impairment in the United 
States, its importance is underestimat
ed and undervalued. However, the 
benefits to patients and the general 
public are indisputable.34 Optometry's 
role in treating visual anomalies and 
rehabilitation provides a service to a 
greater number of the public than our 
role in treating eye disease processes. 
For optometry, the rush to embrace 
the more recently legislatively 
acquired and non-traditional aspects 

of the profession appears to neglect 
the importance of this service to indi
viduals' quality of life and productiv
ity, as well as the attendant benefit to 
society at large. Dissenting opinions 
to this trend have focused on the eco
nomic impact to optometrists' liveli
hood that traditional optometric 
aspects of the profession make versus 
the newer therapeutic aspects of 
optometry.3-30-38"40 This emphasis 
ignores the far more important public 
health service provided by traditional 
optometry in improving individuals' 
lives in their functional performance 
at work and home.1-34 Even those who 
purport to speak to optometry's role 
in helping the nation meet its public 
health needs focus mostly (and nar
rowly) on the disease aspects of pub
lic health,41 even though it has been 
shown that most of the improvement 
in the public's health has been due to 
preventive measures (hygiene, nutri
tion, reproductive behavior) rather 
than medical care.42 

The results of this study indicate 
that even within a university clinical 
site that might be perceived as more 
specialized, the vast majority of 
patients present with routine refrac
tive problems that have been tradi
tionally managed by optometry. The 
study also demonstrates that there 
appears to be little difference in 
patient types or proportion (refractive 
versus non-refractive) as a result of 
the changes that have occurred in 
optometry over the past 30 years. 
Whether this is a result of faulty pub
lic perception of the expanded scope 
of optometric practice or the public's 
desire to seek out those who can best 
meet one of their basic needs is a 
worthwhile focus for further study. 
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Dr. Janoff Chosen as Journal Editor 

*&*». 
Lester E. Janoff, O.D., M.S.Ed., F.A.A.O., professor of optometry at 

Nova Southeastern University College of Optometry, was chosen by 
ASCO's Board to be the new editor of Optometric Education, effective July 1, 
2002, following the completion of Dr. Roger Wilson's term as editor. Dr. 
Janoff will serve as editor from July 1, 2002 - June 30, 2005. 

Dr. Janoff has served for many years as a member of Optometric 
Education's review board. He has written for numerous optometric publi
cations and is well connected in the optometric education community. 

Before coming to Nova Southeastern, Dr. Janoff was on the faculty at 
The New England College of Optometry (1983 - 1990), and the 
Pennsylvania College of Optometry (1964 - 1978). 
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Eyeing Abuse: 
Preparing Optometry 
Students for their Role 
in Domestic Violence 
Intervention 
Elizabeth Hoppe, O.D., M.P.H., Dr.P.H., F.A.A.O. 
C. Denise Pensyl, O.D., M.S., F.A.A.O. 

Abstract 
Introduction: Domestic violence 

is a serious concern in the United 
States. Physicians, nurses and den
tists have developed curricula on the 
topic for their students, but the pro
fession of optometry has not. 

Methods: Current literature and 
examples of successful domestic vio
lence education programs were 
reviewed. The types of situations 
and injuries that an optometrist is 
likely to observe were evaluated. A 
videotaped curriculum and instruc
tor's manual were developed. 

Results: The videotape was 
shown to 179 optometry students. 
Scores on the pre-test ranged from 2 
to 9 correct answers with a mean of 
5.7. Scores on the post-test ranged 
from 6 to 10 correct answers with a 
mean of 9.3. Apaired t-test showed a 
significant difference (p<0.0001). 

Conclusion: This curriculum is 
effective in increasing optometry 
students' knowledge related to 
domestic violence. 

Key Words: curriculum, public 
health, domestic violence, ocular 
injuries 

Introduction 

Domestic violence is a serious 
medical and public health 
concern in the United States 
with over 4 million cases 

estimated each year12. Among these 
cases, it is estimated that annually 1.5 
million women in the U.S. experience 
physical assault by an intimate part
ner3. Forty-three percent of battered 
women seek medical services as their 
primary source of help, indicating 
that entry into the health care system 
is an important avenue for victim 
identification and assistance. Many 
health professions, including physi
cians, nurses and dentists, have 
developed educational campaigns for 
their members and students in train
ing.415 

One profession that has yet to 
establish a standardized educational 
program about domestic violence is 
optometry. Domestic violence victims 
not only present to emergency depart
ments, but also seek attention from 

Dr. Hoppe is a faculty member at the Southern 
California College of Optometry and recently 
completed a term as the Chair of the Vision 
Care Section of the American Public Health 
Association. Dr. Pensyl is a clinical associate 
professor at The Ohio State University College 
of Optometry and is associated with the Louis 
Stokes Cleveland VA Medical Center. 

primary care providers in dispropor
tionate numbers; ten to thirty percent 
of women routinely seeking primary 
care report a history of domestic 
abuse1617. Because many of the types of 
injuries in domestic violence occur to 
the eyes, face, skull, and neck18, with 
5% causing permanent disfigurement, 
hearing loss or visual impairment19, 
optometrists are ideally suited to play 
a crucial role in victim identification 
and directing suspected victims 
towards appropriate assistance. 

Support for the involvement of 
doctors of optometry can be found in 
resolutions adopted by both the 
American Optometric Association 
(AOA) and the American Public 
Health Association (APHA). In 1996 
the AOA House of Delegates passed a 
resolution on "Abuse Against 
Individuals Unable to Protect 
Themselves," which maintains that 
optometrists have an ethical and soci
etal responsibility to be advocates for 
those suffering abuse. The resolution 
also calls for state optometric associa
tions to educate their members on 
abuse issues and for practitioners to 
report abuse cases as required by state 
law.20 Similarly, in 1999 the American 
Public Health Association passed a 
resolution that included a call for 
optometric educators to expand eye 
health curricula to include domestic 
violence prevention and intervention 
strategies21. 

The American Medical Association 
guidelines state that domestic vio
lence and its medical sequelae are suf
ficiently prevalent to justify routine 
screenings of patients in various 
health care settings, including prima
ry care settings. As primary care 
providers, optometrists have an oblig
ation to screen for, and provide 
options to, domestic abuse victims. 
Optometric institutions therefore 
have an obligation to provide educa
tion and training on identification and 
intervention. 

The purpose of this paper is to 
describe a curriculum that has been 
developed to provide standardized 
education and a training tool for 
domestic violence intervention appro
priate to the optometric educational 
setting. This project builds on past 
and current efforts of other health 
care professionals to increase aware
ness of domestic violence. By devel
oping a videotape seminar specifical
ly for optometrists with appropriate 
guidelines for intervention, a previ
ously untapped segment of the health 
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Table 1 
Major Topical Areas Covered in 

Videotape 

• Introduction with definition of 
violence 

• Tactics of Abuse 
• The Facts: Victims and Effects 
• Cycle of Violence 
• Barriers Against Leaving 
• Health Care Role 
• Screening and Identification 
• Ocular Injuries 
• Other Physical Injuries 
• Related Medical Findings , 
• Behavioral Symptoms 
• Documentation 
• Intervention 
• Summary 

care delivery team will be enrolled in 
domestic violence prevention. 

Curriculum Development Process 
In order to manage domestic vio

lence situations and resulting injuries, 
optometrists need to know more 
about how to diagnose and treat 
problems associated with domestic 
violence. Currently, the training tools 
for increasing awareness are limited 
and not specific to optometry or eye 
care. As primary care providers, 
optometrists need to know how to 
communicate with empathy and com
passion, while carrying out the appro
priate intervention steps. Because 
domestic violence is a complex issue 
involving social, cultural, and person
al beliefs, a standardized educational 
intervention is the best means of 
increasing optometrists' awareness 
and ability to care for victims. 

This curriculum strove to meet 
these goals by designing, creating, 
disseminating and evaluating a 
videotape seminar targeted towards 
optometrists and optometry students. 
The videotape format was selected to 
ensure the presentation of a standard
ized curriculum and to allow for flex
ibility in the mode of delivering the 
information. For example, the video
tape could be shown in a public 
health class, patient communications 
course, systemic pathology course, or 
an ocular pathology course. The 
videotape could also be used as a 
homework assignment or reserve 
library material. The videotape for

mat was also preferred to ensure that 
the material was presented with the 
highest quality possible. 

A successful educational interven
tion will improve optometrists' public 
health practices and ultimately 
impact victims of domestic violence 
and populations at high risk for vio
lence. Five specific goals were articu
lated at the start of the curriculum 
development. The goals of this project 
were to: 
• Raise optometry students' aware

ness of domestic violence as a pub
lic health problem 

• Enroll optometry students to prac
tice routine screening, support and 
advocacy for abuse victims 

• Develop skills for clinical practice 
necessary to routinely screen, sup
port, document, and assess the 
safety of suspected victims 

• Inform optometry students how to 
refer victims to sources of assis
tance 

• Improve care of the total patient 
including emotional and psycho
logical ramifications 
In developing the videotape semi

nar, the current literature and exam
ples of successful domestic violence 
education programs such as 
Philadelphia Physicians for Social 
Responsibility's RADAR Domestic 
Violence Intervention Training 
Project, "TrustTalk - Ohio Physicians' 
Domestic Violence Project" from the 
Ohio State Medical Association and 
Department of Human Services, and 
the Massachusetts Medical Society 
Seminar Series on Domestic Violence 
were reviewed. The project director 
and co-director evaluated examples 
specific to the types of situations and 
the types of injuries that an 
optometrist is likely to observe, as 
well as information on the back
ground and dynamics of domestic 
violence. Pre- and post- test assess
ment tools were developed to evalu
ate the effectiveness of the education
al intervention on the students' 
knowledge base. 

Curriculum 
The curriculum developed consists 

of a 45-minute videotape program 
and an accompanying instructor's 
manual. The major topical areas cov
ered in the videotape are listed in 
Table 1. The format for the videotape 
presentation includes dissemination 
of information by a narrator, victim 
testimonials, role-playing scenarios, 

examples of documentation, color 
photographs of injuries resulting 
from violence, bullet points, graphics, 
and clinical scenario vignettes. 

The instructor's manual consists of 
an introduction, learning objectives, 
bibliography resources, course out
line, sample safety plan, consent to 
photograph form, sample body map, 
internet resources, pre-test assess
ment quiz, post-test assessment quiz, 
answers to the assessment quizzes, 
discussion questions, class exercises, 
and out-of-class activities. Examples 
from the different sections are shown 
in Tables 2 - 5. 

Results 
The expected short-term benefits of 

this program are: 1) better prepara
tion of students to handle patients 
who are victims of domestic violence 
and 2) an optometric educational cur
ricula that includes training to meet 
the diverse requirements of today's 
primary eye care professionals. Long-
term benefits include improved 
patient care with a reduction in the 
mortality and morbidity of domestic 
violence from early intervention. 

A standardized evaluation of the 
videotape seminar and resulting 
changes in the knowledge base was 
completed by optometry students 
participating in the assessment phase 
of this project. Pre- and post- inter
vention assessment tools were admin
istered to measure changes in knowl
edge about: 1) the magnitude of the 
problem of domestic violence, 2) signs 
and symptoms of domestic violence, 
3) elements of intervention, 4) barriers 
to identifying abuse, 5) interviewing 
and documentation techniques, 6) 
reporting requirements, and 7) refer
ral resources. The pre-test was admin
istered just prior to viewing the 
videotape, with the subsequent post-
test immediately following the video
tape and class discussion. 

The videotape was shown to a total 
of 179 students at the Southern 
California College of Optometry. The 
program was administered to 84 first 
year students in the fall quarter public 
health class and 95 third year students 
in the spring quarter public health 
class. Pre- and post- tests consisting of 
ten questions (see Figure 1) were 
administered and the data was ana
lyzed for mean scores and statistically 
significant differences in test perfor
mance before and after the material 
was presented. 
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Scores on the pre-test ranged from 
2 questions to 9 questions answered 
correctly. The mean score on the pre
test was 5.7, with a standard devia
tion of 1.4. Scores on the post-test 
ranged from 6 questions to 10 ques

tions answered correctly. The mean 
score on the post-test was 9.3, with a 
standard deviation of 0.86. The distri
bution of scores is shown in Figure 2. 
The mean difference in scores was 3.6 
(95% confidence interval 3.4, 3.9). A 

paired t-test showed a statistically sig
nificant difference in the test scores 
(p< 0.0001). 

Students participating in the pro
gram were also encouraged to further 
explore the issues raised by complet
ing optional out-of-class assignments. 
Several students researched pub
lished literature for more information 
on the topic or reviewed and cri
tiqued Internet web sites. One student 
took the opportunity to present infor
mation learned in class, and through 
additional articles, to a group of 
young women in an informal discus
sion setting. This demonstrates that 
students who participated in the 
course were motivated enough by the 
course to share the information they 
had learned, a positive unexpected 
outcome of the curriculum. 

Discussion 
The long-term benefits of the edu

cational curriculum developed 
remain unknown. Researchers evalu
ating the long-term effectiveness and 
retention of domestic violence educa
tion in a medical school class found 
that some improvement in domestic 
violence awareness was still present 
two years after the instruction took 
place. However, some information 
was not retained. The authors of this 
research suggest that domestic vio
lence instruction should be reempha-
sized throughout the entire medical 
school curriculum22. 

Issues related to domestic violence 
play an important role in the delivery 
of health care and in the practice of 
public health prevention and inter
vention. Marshall23 emphasizes that 
the discipline of public health pro
vides the framework for making 
rational decisions about the complex
ities of health care. As such, optomet-
ric educators have a responsibility to 
educate students in the principles, 
concepts, and practice of public 
health. 

The curriculum developed in this 
project has demonstrated its effective
ness in increasing optometry stu
dents' awareness and in increasing 
the knowledge of issues related to 
domestic violence. The curriculum 
has also served as a starting point for 
students to pursue additional infor
mation on the topic or to participate 
in related activities. 

Marshall offers the sage advice that 
advancement of the public health phi
losophy within the venue of optomet-

Table 2 
Learning Objectives 

After viewing this videotape, students should be able to: 

1. Discuss the eye care provider's role in screening, diagnosing, managing, docu
menting, reporting and referring adult domestic violence. 

2. Describe the prevalence of and risk factors for domestic violence in the general 
population. 

3. List and explain the barriers to identification of domestic violence. 

4. Identify common "myths" regarding domestic violence and the facts that refute 
them. 

5. List examples of screening questions for all female patients, and for patients who 
present with possible signs of domestic violence. 

6. Be able to describe the appropriate steps for documentation in the patient's med
ical record and for photography of injuries. 

7. Discuss the acronym "RADAR" and give specific examples for each step. 

Table 3 
Discussion Questions 

1. How does domestic violence differ from child abuse or elder abuse? 

2. What are the reporting requirements for domestic violence in this state? What 
about the state where you plan to practice? 

3. What are the barriers that you think might potentially keep you from asking a 
patient about domestic violence? 

4. Have you ever seen a patient whom you suspected might be a victim of a domes
tic violence situation? What were the indicators of the problem? 

5. Are you aware of any community resources in our area where you might refer 
a patient? 

6. What do you think are the reasons that a victim of domestic violence might not 
leave the relationship? 

7. What are some systemic effects of domestic violence that might be reported to 
you in your case history systems review? 

Table 4 
Class Exercises 

1. Role Playing: one student assumes the role of eye care provider; the other is a 
patient coming in for routine care. Role model the appropriate screening histo
ry questions cibout domestic violence that you might ask of any patient. 

2. Role Playing: one student assumes the role of eye care provider, the other is a 
patient who has signs of trauma that lead you to suspect a domestic violence sit
uation. Role model the appropriate questions you would ask of a patient whom 
you suspect may be the victim of abuse. 

3. Role Playing: one student assumes the role of eye care provider; the other is a 
patient who has just confessed to being in an abusive relationship. Role model 
the appropriate steps for an intervention. 
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Table 5 
Out-of-Class Activities 

1. Evaluate a web site: Find a web site that deals with the topic of domestic violence. Critique the site's content, design, and 
format. Is the content accurate, easy to understand, written in appropriate language? Is the site easy to navigate? What 
do you like / dislike about the site? What do you think could be done to improve the site? How could you use this site in 
your future practice? 

2. Read more about it: Find an article that deals with the topic of domestic violence. The article may be in a scientific jour
nal, a professional journal, or the popular press. What did you learn from the article? Critique the content. Is the infor
mation presented accurate, easy to understand, written in appropriate language? Does it come from a reliable source? If 
it is a research article was the methodology and sampling carried out according to valid scientific methods? How could 
you use this information in your future practice? 

3. Tell someone else: Share the information you have learned about domestic violence with someone else who was not in the 
class. The person you choose to talk with might be another health care professional or a health professions student. What 
role does his / her profession play in the detection of domestic violence? What are some signs and symptoms that he or 
she would be likely to notice in that health profession? The person you choose to talk with might be someone in another 
profession who might be aware of domestic violence situations, such as a teacher, clergy member, day care worker, hair 
stylist. What are some signs and symptoms that he or she would be likely to notice in that type of profession? The person 
you choose to talk with might be at risk for being involved personally in a domestic violence situation. What would you 
say to him or her? 

lure 1 
assessment Quiz Questions 

Post- Assessment Quiz 
Pre-test and Post- test A 

Pre- Assessment Quiz 

1. Women who are married are at 
greatest risk of domestic violence (F). 

2. Women who are of lower income 
or minority groups are more likely to 
be abused (F). 
3. A woman who leaves her home 
may be more likely to die as a result of 
abuse (T). 
4. Domestic violence between intimate 
partners rarely involves children (F). 

5. While all states require reporting 
of child abuse, only some require 
reporting of domestic violence (T). 
6. In your role as a primary care 
proviaer, you should only ask about 
domestic violence if there are visible 
injuries to the head, face or neck (F). 
7. There are many types of abuse, 
some of which do not leave physical 
marks (T). 
8. It is best to discuss the accusations 
with the alleged abuser, to get his side 
of the story (F). 
9. You should make sure your patients 
at risk take home plenty or brochures 
about domestic violence (F). 

10. Good record keeping minimizes 
the likelihood that you would ever have 
to testify in a domestic violence court 

case (T). 

1. Women who are single, separated, 
or divorced are at greatest risk of 
domestic violence (T). 
2. Domestic violence cuts across all 
racial, ethnic, social, and economic 
backgrounds (T). 
3. Women who stay in the relationship 
and don't leave are more likely to be 
killed than those who leave (F). 
4. Children who live in violent homes 
are often victims of physical or 
emotional abuse (T). 
5. All 50 states have reporting laws 
requiring the reporting of domestic 
violence (F). 
6. It is best to ask all female patients 
about their risk of domestic violence as 
a part of the normal case history (T). 

7. Once you are aware, you can 
always tell who is a victim of abuse by 
her symptoms (F). 
8. It is best to question the victim of 
domestic abuse alone, away from her 
partner and children (T). 
9. Patients may be placed at greater 
risk of an abusive episode if an 
intimate partner finds brochures about 
domestic violence or phone numbers 
for hot lines or shelters (T). 
10. A simple notation in the patient's 
chart describing your clinical findings is 
all that is required when caring for a 
victim of domestic violence (F). 

ric education should be the responsi
bility of all faculty, not just those 
members of the faculty who have 
direct responsibility for the public 
health curriculum.23 Toward this goal, 
perhaps all optometric faculty should 
undergo continuing education about 
domestic violence to encourage inte
gration across the various elements of 
optometric curricula. Issues relating 
to domestic violence could potentially 
be incorporated within a variety of 
courses and topics such as courses in 
ocular disease and trauma, ethics, pri
mary care, and patient-oriented com
munications courses. 
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Figure 2 
Number of Correct Responses by Pre-and Post-Tests 

50.00% 

45.00% 

40.00% 

0.00% 
5 6 7 

number of correct responses 
I pretest 

Iposttest 

References 
1 Bachman R. Violence against women: a 

national crime victimization survey report. 
Washington, DC. US Department of Justice, 
1994. 

2 Flitcraft AH, Hadley SM, Hendricks-
Matthews MK, McLeer SV, Warshaw C. 
Diagnostic and treatment guidelines on 
domestic violence. Chicago: American 
Medical Association. 1992. 

3 Tjaden P, Thoennes N. Prevalence, inci
dence, and consequences of violence against 
women: Findings from the National 
Violence Against Women Survey. US 
Department of Justice, Office of Justice 
Programs, National Institute of Justice, 
research in brief. Nov 1998. 

4 Weiss LB, Kripke EN, Coonse HL, O'Brien 
MK. Integrating a domestic violence educa
tion program into a medical school curricu
lum: challenges and strategies. Teach Learn 
Med 2000 Summer; 12(3):133-40. 

5 Jonassen JA, Burwick TN, Pugnaire MP. An 
interdisciplinary course on domestic and 
family violence. Acad Med 1996 May; 
71(5):548. 

6 Wielichowski L, Knuteson C, Ambuel B, 
Lahti J. A model for collaborative nursing 
and medical education within the context of 
family violence. J Nurs Educ 1999 Jan; 
38(l):13-6. 

7 Alpert EJ, Tonkin AE, Seeherman AM, Holtz 
HA. Family violence curricula in U.S. med
ical schools. Am J Prev Med 1998 May; 
14(4):273-82. 

8 Brandt EN. Curricular principles for health 
professions education about family vio
lence. Acad Med 1997 Jan; (1 Suppl):S51-8. 

9 Warshaw C. Intimate partner abuse: devel
oping a framework for change in medical 
education. Acad Med 1997 Jan; (1 
Suppl):S26-37. 

10 Paluzzi P, Gaffikin L, Nanda J. The 
American College of Nurse-Midwives' 
domestic violence education project: evalu
ation and results. J Midwifery Womens 
Health 2000 Sep-Oct; 45 

11 Woodtli MA. Domestic violence and the 
nursing curriculum: tuning in and tuning 
up. J Nurs Educ 2000 Apr; 39(4):173-82. 

12 Schroeder M, Weber JR. Promoting domes
tic violence education for nurses. Nurs 
Forum 1998 Oct-Dec; 33(4):13-21. 

13 Ross MM, Hoff LA, Coutu-Wakulczyk G. 
Nursing curricula and violence issues. J 
Nurs Educ 1998 Feb;37(2):53-60. 

14 Jessee SA. Child abuse and neglect curricu
la in North American dental schools. J Dent 
Educ 1995 Aug;59(8):841-3. 

15 Carlin SA, Polk KK. Teaching the detection 
of child abuse in dental schools. J Dent Educ 
1985 Sep; 49(9):651-2. 

16 Borum M, El-Bayoumi J. The prevalence of 
physical and sexual abuse in women evalu
ated in an urban university ambulatory care 
center. Clin Res 1993; 41:567. 

17 Freund KM, Blackhall LS. Detection of 
domestic violence in a primary care setting. 
Clin Res 1990; 38:738. 

18 Ochs HA, Neuenschwander MC, Dodson 
TB. Are head, neck and facial injuries mark

ers of domestic violence? 1996; JADA 
127:757-760. 

19 Health Education Alliance, Why does 
daddy hit mommy, 1994. 

20 American Optometric Association News. 
"ODs Urged to Intervene in Domestic 
Abuse Cases". June 1,1999:1. 

21 American Public Health Association Joint 
Policy Resolution number 9925: Domestic 
Violence Screening, Identification, and 
Referral by Dental Health and Eye Care 
Professionals 

22 Ernst AA, Houry D, Weiss SJ, Szerlip H. 
Domestic violence awareness in a medical 
school class: 2-year follow-up. South Med J 
2000 Aug; 93(8):772-6. 

23 Marshall EC. The optometric educators' role 
in public health issues. Optom Vis Sci 1993 
Aug; 70(8):644-9. 

Volume 27, Number 3 I Spring 2002 91 



Format and Characteristics 

Assessing Clinical 
Reasoning: 
Design and Performance 
Characteristics of the 
NBEO PAM Examination* 
Leon J. Gross, Ph.D., F.A.A.O. 
David W. Davidson, O.D., M.S., F.A.A.O. 

Abstract 
The National Board has imple

mented a new Patient Assessment 
and Management (PAM) test to 
replace the VRICS and PMP writ
ten tests of the Part III (Patient 
Care) exam. The intent was to have 
one test that retained all of the 
important attributes of the two tests 
it was replacing, but that could be 
administered in a shorter period of 
time, and be more amenable to com
puter-based delivery. The test need
ed to be rich in visuals, and assess 
clinical problem solving skills, as 
well as knowledge of relevant sub
ject matter. 

PAM was administered for the 
first time in April 2000. This paper 
describes the structure of this test 
and provides a performance analysis 
of the first test administration. 

Key Words: PAM, clinical 
assessment, National Board exami
nations 

In 2000, the National Board of 
Examiners in Optometry (NBEO) 
changed its Part III - Patient Care 
examination significantly. The 

two written sections, Visual 
Recognition and Interpretation of 
Clinical Signs (VRICS) and Patient 
Management (consisting of Patient 
Management Problems or PMPs), 
were replaced by a single written sec
tion, Patient Assessment and 
Management (PAM). This consolida
tion was intended to provide a more 
efficient assessment, while more 
broadly sampling clinical conditions, 
and thus, elevating content validity. 
In addition, the consolidation 
increased the quantity and clinical 
relevance of the visual assessment 
component. 

In essence, PAM was designed to 
retain and extend the most com
pelling features of its predecessors: 
more photographs than VRICS, and 
more patient encounters than PMPs. 
PAM also rendered the written com
ponent of Part III more amenable to 
computerization by simplifying the 
format and reducine the assessment 

Drs. Gross and Davidson are on staff at the 
National Board of Examiners in Optometry in 
Bethesda, Maryland. Dr. Gross is director of psy-
chometrics and research. Dr. Davidson is director 
of information systems and associate director of 
psychometrics and research. 

from two sessions lasting 6 1/4 
hours, to a single 4-hour session. This 
paper describes the format and char
acteristics of the PAM examination, 
as well as its initial performance 
analysis. 

In order to optimize its length and 
ease of conversion to computerized 
administration, PAM was designed as 
a single 4-hour assessment session. A 
single session is preferred for comput
erization, given current and probable 
future usage patterns and limitations 
among computerized testing services 
providers. Four hours is the maximum 
session length that candidates can be 
expected to work at optimal levels on a 
challenging credentialing examination. 

Consistent with the case-oriented 
format of its PMP predecessor, PAM 
was structured around patient pre
sentations. Unlike the complexity and 
length of PMPs that limited the sam
pling of clinical conditions that could 
be tested, the PAM case presentations 
were considerably shorter, which 
allowed for more cases (40 vs. 5 for 
PMPs) and conditions to be assessed, 
which elevates content validity. 

PAM items are organized as abbre
viated patient encounters, and pre
sented in the form of item clusters. 
Each cluster consists of three multi
ple-choice items that are linked to a 
patient scenario. 

This structure of several questions 
referencing a common array of clini
cal data in an abridged problem-solv
ing format has several variations in 
credentialing tests in medicine15. 
However, the objective that these 
novel formats share with PAM is to 
measure clinical thinking and deci
sion making with broad content sam
pling and psychometric efficiency. 

Each PAM scenario contains demo
graphic data, and personal, family, 
ocular, and overall health data — the 
critical mass of a typical case history 
— plus relevant clinical findings. For 
most scenarios, two or more of the 
clinical findings are presented in visu
al form, simulating their appearance 
in a live patient encounter; for some 
clusters, visuals are presented within 
the response options. For example, an 
item might ask which clinical presen
tation of a resolving bacterial corneal 
ulcer would be most probable follow
ing one week of appropriate antibiot
ic treatment. The use of visuals was 
an enhancement over the PMP struc
ture in which all findings were pre
sented as textual descriptions, and an 
enhancement over the VRICS struc
ture that usually limited each presen
tation to one visual, with no follow-
up questions that would add depth to 
the assessment. 
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The PAM items are in multiple-
choice format. However, the items can 
be considered to be in an extended 
multiple-choice format due to two 
characteristics. First, each item can 
contain as many as ten options, rather 
than being limited to five, as is typical 
of most multiple-choice tests, includ
ing the other National Board written 
examinations. Second, the items with
in a cluster are interrelated, rather 
than being independent. 

The items within a cluster focus on 
either a diagnosis or treatment issue. 
The first item in a cluster is the most 
critical, querying the candidate regard
ing either m^ "correct diagnosis or the 
correct treatment. The two subsequent 
items measure any of a number of relat
ed or follow-up clinical issues. 
Although the items are related, the scor
ing protocol allows a candidate who 
selects an incorrect response for the first 
item to select the correct response to 
either or both of the follow-up items. 

The PAM items are differentially 
weighted for scoring (i.e., one or two 
points), rather than having the same 
scoring weight (i.e., one point only), 
as traditional multiple-choice items. 
The first item in each cluster, as the 
most critical, is worth two points if 
answered correctly. Each of the two 
follow-up items is worth one point. 

Each item cluster has a performance 
standard. The standard is based on 
allowing only one error per cluster, so 
long as the error is on one of the fol
low-up items. As each cluster contains 
four points, the allowance of one non-
critical error yields a performance 
standard of 75% (three of four points) 
for each cluster. However, unlike in the 
prior PMP scoring in which missing 
the most critical item would result in 
no points being received for any relat
ed items for the patient's condition, 
PAM scoring allows candidates to 
receive credit for correct follow-up 
responses despite selecting a wrong 
answer to the initial items. 

The pass-fail cutoff score for PAM is 
determined in a manner similar to that 
of other National Board written exam
inations. For each written test, a pass-
fail cutoff score is the average of a test's 
item performance standards. Since the 
item performance standard for each 
cluster is 75%, the pass-fail cutoff score 
on PAM is 75%. However, by National 
Board criteria, candidates do not pass 
or fail individual sections; passing is 
based exclusively on the overall Part 
III performance. Therefore, the PAM 
cutoff score of 75% is added to the cut

off score for the Clinical Skills 
Examination (CSE) and then weighted 
such that the PAM cutoff accounts for 
35% of the overall Part III pass-fail cut
off score. Candidates at or above this 
overall cutoff score pass Part III, 
regardless of their profile of section 
scores or subscores. 

Results of First Administration 
The first PAM administration was 

on April 3, 2000. The test was admin
istered at 26 sites to 1368 candidates. 

Scoring was conducted as it is for 
other National Board written tests. An 
initial test and item analysis was 
reviewed and annotated by the staff 
psychometrician for potentially 
flawed and /or miskeyed items. This 
analysis was accompanied by a print
out of all transcribed item critiques 
written by candidates on a designated 
form during the test, and a copy of the 
test booklet. 

These materials were sent to each 
member of the Board's Part III 
Examination Council for review via 
telephone conference call. The Council 
identified items that were miskeyed to 
be rekeyed; items that were identified 
as otherwise flawed (e.g., ambiguous) 
were to be deleted from scoring. 
Subsequent to this conference call, the 
final section scoring was conducted 
based on the Council's directives. 

This process resulted in 13 items 
totaling 14 points being deleted from 
the final scoring. The final statistics 
were therefore based on 107 items total
ing 146 points. The 146 points were con

verted to a reporting scale with a maxi
mum of 471 points. This 471-point 
weighting, when combined with the 
maximum value of 875 points on CSE, 
produced a section weight for PAM of 
35% of the overall Part III score. 

A histogram displaying the distribu
tion of PAM scores is presented in 
Figure 1. As this figure indicates, the 
vast majority (nearly 90%) of the candi
dates scored above the section cutoff 
score of 75%. Table 1 displays the PAM 
summary statistics. The PAM scores 
ranged from 49% to 98%, with a mean 
score of 82.9%. This level of perfor
mance was more similar to that of prior 
VRICS examinations than prior PMP 
examinations, as shown in Figure 2. 

PAM was expected to be more sim
ilar in performance to VRICS because 
of the multiple-choice format, and the 
independence of individual items in 
scoring, unlike the PMP test with a 
highly complex format and item link
ages within scoring. The anticipated 
similarity in performance between 
PAM and VRICS is reflected by the 
similarity in their respective recom
mended minimum passing scores. 
The historic range for VRICS cutoff 
scores was 75-80%; in contrast, the 
historic cutoff score range for PMPs 
was 52-65%. 

The replacement of VRICS and 
PMPs by PAM had little effect on the 
overall Part III candidate perfor
mance, based on comparisons with 
prior "targeted" administrations (i.e., 
the administration that hosts the full 
student cohort). The Part mean score 
of 87.6% with rounding, was equal to 

Figure 1 
Distribution of PAM Percentage Scores 
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Table 1 
Examination Summary Statistics 

Descriptive Data 

Part III Scoring Weight 
Number of Points 
Number of Candidates 
Range" 
Mean" 
Median" 
Standard Deviation" 

Pass-Fail Datct 
Pass-Fail Score" 
Percent Passing" 
Percent Failing" 

CSE 

65 
875 
1377 
68-99 
90.2 
91.0 
4.84 

83.0 
92.1 
7.9 

PAM 

35 
471 
1368 

49-98 
82.9 
83.6 
6.98 

74.7 
89.7 
10.3 

Overall 
Part III 

1346 
1368 
67-97 
87.6 
88.3 
4.58 

80.0 
93.6 
6.4 

' All statistics are percentages, with the range rounded to the nearest integer, the mean, median, and 
pass-fail data rounded to the nearest tenth, and the standard deviation rounded to the nearest hun
dredth. Performance statistics are based on the number of candidates who participated in the entire 
Part III examination. 

b Based on National Board criteria, candidates pass or fail the Part only, not component sections. 

Figure 2 
Comparative Longitudinal Data, Part III Written Examinations 
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the highest Part III mean score in its 8-
year history. However, this record is 
attributable to candidate performance 
on the CSE section, which, with 
rounding, equaled a record mean 
score of 90%. The Part III pass rate of 
93.6% was in the middle of its historic 
range of 90-96%. 

Future Directions 
Significant changes are planned for 

the 2002 administration and beyond. 
For 2002, the test will be lengthened by 
five items. An analysis of candidate uti
lization of testing time in the 2000 
administration indicated that candi

dates had more than sufficient time to 
complete the test. These data afforded 
the Board the option of shortening the 
time limit for the same number of 
items, or retaining the same time limit 
for a larger number of items. 

The Board elected to increase the 
number of items, as increased test 
length enhances the sampling of opto-
metric content that comprises the test, 
and therefore elevates content validity. 
Additional items also enhance the reli
ability of the assessment. Although 
the number of item clusters will 
remain at 40, five of the clusters will 
contain a fourth item. The 4-item clus
ters will allow further probing of can

didate knowledge in patient assess
ment, and will likely contain both a 
diagnosis and a treatment item, each 
worth two points. The computation of 
the PAM cutoff score will remain 
based on limiting the amount of toler
able error per cluster. A second signif
icant change, one more gradual and 
ongoing, will be to increase the num
ber of visuals per cluster. Finally, it is 
inevitable that the examination will be 
administered on computer, although it 
remains difficult to project a specific 
date for this conversion. 

Summary 
In 2000, the National Board 

replaced the VRICS and PMP sections 
of Part III with the PAM section. This 
new section was designed to retain the 
most important content characteristics 
of its predecessors. Candidate perfor
mance data suggest that the Board 
was successful in attaining this objec
tive, and that psychometrically, PAM 
was the equivalent of the two sections 
that it replaced. Furthermore, PAM 
provides a shorter, less complex, more 
efficient assessment of clinical deci
sion making, and is amenable to com
puterized administration. The latter 
forms a long-term objective that the 
Board is pursuing. 

Footnotes 
* An abbreviated version of this paper 
was presented within the Section on 
Optometric Education at the Annual 
Meeting of the American Academy of 
Optometry, Orlando, December 2000. 

References 
1. Bordage G. Elaborated knowledge: a key to 

successful diagnostic thinking. Acad Med 
1994; 69: 883-885. 

2. Case SM, Swanson DB, Stillman PL. 
Evaluating diagnostic pattern recognition: 
the psychometric characteristics of a new 
item format. Paper presented at the annual 
meeting of the Association of American 
Medical Colleges, Chicago, 1988. 

3. Norcini JJ, Swanson DB, Webster GD. 
Reliability, validity and efficiency of various 
item formats in assessment of physician 
competence. Paper presented at the annual 
meeting of the Association of American 
Medical Colleges, Washington, 1983. 

4. Page G, Bordage G. The Medical Council of 
Canada's key features project: a more valid 
written examination of clinical decision
making skills. Acad Med 1995; 70: 104-110. 

5. Ripkey DR, Case SM, Swanson DB. A "new" 
item format for assessing aspects of clinical 
competence. Paper presented at the annual 
meeting of the Association of American 
Medical Colleges, San Francisco, 1996. 

94 Optometric Education 



Resources 

IN REVIEW 
Glaucoma Handbook. Anthony B. 
Litwak. Butterworth-Heinemann, 
Boston, MA, 2001, 364 pp., $85.00. 

This new glaucoma text provides 
a good basic clinical reference with 
easy-to-read coverage of the topic. 
The material is presented in 18 chap
ters including the introduction. There 
are 14 contributing optometrist 
authors who provide chapters in 
their areas of expertise. The authors 
generally reference lots of current lit
erature when appropriate. There are 
numerous enriching clinical "pearls" 
offered throughout the book, though 
sometimes not prominently dis
played. 

This is intended to be a clinical ref
erence and "not intended to replace 
the classic academic textbooks of 
glaucoma; it is designed to give prac
tical clinical information and guide
lines." While I think that the text 
holds true to this objective in the 
most traditional clinical context, I 
would like to have seen more explo
ration into the wealth of contempo
rary information on non-traditional 
clinical testing. Though many new 
instruments and tests are unproven 
in diagnostic value, they hold 
promise and insight for the future 
management of the disease. At the 
pace of research and discovery for 
glaucoma, that future may come 
quickly. Holding true to the intent of 
the book, the reader will not find 
much discussion on current theory in 
the pathophysiology of the disease. 

The areas that I think this book 
covers particularly well relative to 
other available texts are epidemiolo
gy, risk factors, clinical examination, 
visual retinal nerve fiber layer analy
sis and visual field evaluation. The 
subject of clinical chairside examina
tion is exhaustive and includes pupil 
testing, contrast sensitivity, color 
vision, and corneal thickness mea
surement. I would like to have seen 

some coverage on pachometry 
instrumentation and technique. I 
believe that this is a valuable instru
ment in glaucoma management 
today. There is a very comprehensive 
section on nerve fiber layer analysis, 
which leaves little mention of scan
ning laser polarimetry, optical coher
ence, tomography and other new 
technology. 

Probably the best section is the 
automated perimetry chapter, which 
provides many examples and gives 
an appropriately detailed guide to 
visual field testing and interpretation. 
Here, also, it would have been nice to 
see some discussion on cutting edge 
techniques that currently enjoy pri
marily research application, such as 
motion automated perimetry and 
high pass resolution perimetry. 

The text provides numerous fig
ures, tables, black and white photos 
and, particularly, lots of visual fields 
correlating with specific optic nerve 
damage. There is a short color plate 
section. I think it would be helpful in 
the next edition to include more cov
erage on glaucomatous optic nerve 
changes and color photos since the 
optic nerve and ganglion fiber layer 
are the primary objective guides to 
glaucoma diagnosis and manage
ment. 

One of the best sections is the final 
chapter. The author presents an 
analysis of eight case studies. They 
are all interesting and well selected 
for their informative value. The stu
dent of glaucoma (that would 
include each of us) will find this sec
tion a useful aid in helping to put all 
the thinking that goes into glaucoma 
management together. 

Guest Reviewer: Dr. David Cale 
Assistant Professor 
Southern College of Optometry 

Eyecare Business Marketing and 
Strategy. Gary L. Moss, Peter Shaw-
McMinn: Butterworth-Heinemann, 
2001, 339 pp., $45.00. 

This is a one-of-a-kind business 
text that is designed to assist the eye 
care practitioner in developing the 
knowledge and skill set needed to 
succeed in today's marketplace. By 
utilizing tried and true marketing 
principles and applying them to the 
specifics of eye care services and 
products, the authors have created a 
one-stop resource for the eye care 
practitioner. The topics covered in the 
11 chapters include creating your 
practice identity, marketing goals and 
objectives, analyzing market oppor
tunities, identifying and targeting 
patients, building long-term relation
ships, managing the marketing mix, 
understanding patient satisfaction, 
formulating your marketing and 
business strategy, implementing and 
controlling your plan, new marketing 
technology and marketing and valu
ing the eye care practice for sale. 

Each chapter takes the reader 
through a business strategy and the 
how-to's of applying the strategy to 
the eye care practice. This is done 
through the use of self-assessment 
exams, applicable case studies, and 
clinical examples. The most useful 
aspect is the Action Plan for Eye Care 
Practitioners at the end of the chap
ter. The authors provide a step-by-
step approach to apply the principles 
involved and help effect positive 
change for the practice. 

I found this text to be a valuable 
reference for the practitioner and I 
believe the student will find the 
information and format to be quite 
useful. 

Guest Reviewer: Dr. Greg Luce 
Murrayhill Eye Care 
Pacific University College of 
Optometry 
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