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New 2nd Edition/ COMPREHENSIVE REVIEW OF ORTHOP-
TICS AND OCULAR MOTILITY: Theory, Therapy, and
Surgery. By Jane Hurlt, R.N., A A., C.O.; Antonia Rasicovici,
B.A., C.O.; and Charles E. Windsor, M.D. This important new
edition reviews significant factors involved in diagnosing and
managing diseases of ocular motility. it includes new informa-
tion on the use of miotics, prism therapy, the Faden operation,
the nystagmus blockage syndrome, and penalization therapy.
The popular guestion and answer format has been retained to
provide students with a practical method of obtaining both
general and specific information on all subjects discussed.
November, 1977. Approx. 272 pp., 75 illus. About $21.50.

A New Book! FITTING GUIDE FOR HARD AND SOFT CON-
TACT LENSES: A Practical Approach. By Harold E. Stein,
M.D., M.Sc.(Ophth.), F.R.C.S.(C). Designed in a convenient
atlas-type format, this new guide graphically depicts and ex-
plains every step in fitting and using both hard and soft contact
lenses. Extremely practical, it tells students “how to do it” with-
out spending an inordinate length of time on such topics as:
history, philosophy, physics, biochemistry, optics, and corneal
physiology. The authors draw from their own considerable ex-
perience with contact lenses to offer personal suggestions on
problem areas, and they try to anticipate areas of possible
frustration. October, 1977. Approx. 384 pp., 461 illus. About
$13.50.

VISUAL OPTICS AND REFRACTION: A Clinical Approach.
By David D. Michaels, M.D. This unigue text approaches optics
from a clinical, ratherthan a mathematical viewpoint, and accu-
rately describes the principles and techniques of refraction.
Presented in an interesting, easily understood manner, topics
include: the nature of light; basic optics; lens optics; cylindrical
lenses; practical ophthalmic optics; physiologic optics; princi-
ples of refraction; cycloplegics; and much more! 1975, 528 pp.,
391 illus. Price, $29.50.

2nd Edition/ OCULAR EXAMINATION: Basis and Technique.
By Arthur H. Keeney, M.D., D.Sc.; with 5 contributors. This book
describes specific examinations which can help your students
diagnose special problems, and discusses basic examination
techniques for effective initial patient workups. Dr. Keeney in-
corporates the latest information in chapters on: exophthal-
mometry; ophthalmodynamometry and the diagnosis of carotid
artery insufficiency; nystagmography; light sensitivity and dark
adaptometry; and other important subjects. He also includes
new discussions on clinical ultrasound, -applanation
dynamometry, electroretinography, and dyslexic evaluations.
1976, 346 pp., 200 illus. Price, $21.50.

4th Edition! THE VISUAL FIELDS: A Textbook and Atlas of
Clinical Perimetry. By David O. Harrington, A.B., M.D.,
F.A.C.S. This 4th edition reflects the gradual refinement and
improvement in existing perimetric examination methods and
equipment to keep students completely up-to-date with ad-
vances in the field. Noteworthy topics include the Goldman
perimeter, static perimetry, and optic nerve hydoplasia. Dis-
cussions first explore the visual pathway, normal visual field,
instruments and special perimetric techniques, and the vascu-
lar supply of the visual pathway. Part Il examines perimetry as
an important tool in diagnosis, prognosis, and treatment of
ocular and cerebral disease, particularly glaucoma. 1976, 431
pp., 424 illus. Price, $25.00.

MOSBY

TIMES MIRROR

THE C. V. MOSBY COMPANY
11830 WESTLINE INDUSTRIAL ORIVE
ST. LOUIS, MISSOURI 63141




Official Publication of the Association of Schools & Colleges of Optometry

TABLE OF CONTENTS

Volume 3, Number 2 Fall, 1977

This issue of the Journal focuses on primary care and the aspects for optometry’s involvement in the total health care system.

Association Activities and Board Briefs

A synopsis of actions and recommendations of ASCO’s most recent Annual Meeting.

Future Directions for Public and Community Health Curricula in Optometry
by Larry R. Clausen, O.D., M.P.H.

Areprint of Dr. Clausen’s keynote address presented at the Public Health Information Forum
in Houston, Texas on March 26, 1977.

University Involvement in Community Health
by Harold A. Nelson, Ph.D.

The Director of the Fourth Ward Clinic in Houston, Texas, says there is no issue in university involvement
in community health. Universities must simply take the initiative to become involved.

10

Bates v. State Bar of Arizona
by Burt Kraft

The recent Supreme Court decision affecting price advertising and its implications for optometry are explored.

State Advertising Prohibitions for Optometrists

A breakdown of state advertising restrictions as published by the Bureau of Consumer Protection in January, 1976.

14

Health Manpower in Relation to Urban Health Care
by G. Gayle Stephens, M.D.

The Dean of the School of Primary Medical Care at the University of Alabama, Huntsville, discusses the paradox
of modern medicine and presents his requirements for health manpower in the urban setting.

16

Education for Primary Care — A Student’s View
by Ronald E. Monacell, O.D.

A recent graduate compares his educational experience with a primary care externship
atthe Joseph C. Wilson Health Center in Rochester, New York.

19

An Analysis of Education in the Health Professions
by John G. Classe ~

Optometric educational statistics are compared with those of the other health care professions.

22

Building for the Future
by Sheila P. Worthington

A profile of the State University of New York, State College of Optometry, as it completes a long-awaited move
to new facilities in midtown Manhattan.

25

Front cover design by Valerie McGhee

The JOURNAL OF OPTOMETRIC EDUCATION is published by the Association of Schools and Colleges of Op-
tometry (ASCO). Managing Editor: Harriet E. Long. Art Director: Roger Kranz. Business and editorial offices are
located at 1730 M Street, N.-W., Suite 210, Washington, D.C. 20036. Subscriptions: JOE is published quarterly and
distributed at no.charge to dues-paying members of ASCO.. Individual subscriptions are available at $10.00 per year.
$15.00 per year to foreign subscribers. Postage paid for a non-profit, tax-exempt organization at Washington, D.C.
Copyright ©1977 by The Association of Schools and Colleges of Optometry. Advertising rates are available upon request.




The Association of Schools and Col-
leges of Optometry held its annual
meeting in Toronto, Canada, July 1-
3, 1977. Some of the highlights of
that meeting are abstracted here be-
cause of their importance to optomet-
ric education and the profession.

Board of Directors Meeting
Waterloo, Ontario, Canada
July 1, 1977

The Board was invited to meet on
the campus of the University of Water-
loo, Waterloo, Ontario, Canada. A
final report on the 1976-77 OCAT
was given by the Council on Student
Affairs. By consensus, the Board
agreed that correlation between OCAT
test scores and National Board test
scores needed further analysis, al-
though no formal action was recom-
mended.

The Council on Academic Affairs
reported that the teachers manual
would be completed and distributed to
the schools within six months.

The final report of the optometry
curriculum model was presented to
the Board for their consideration. Sev-
eral issues relating to the curriculum
" model were debated, as well as the
theory behind producing “curricular
elements.” It was noted that the study
contains curricular elements which can
be tailored to a curriculum at any
school.

The Council on Academic Affairs
recommended that further study be
done in the areas of the pharmacology
curriculum and the behavioral sciences
curriculum during the ensuing year.

Considerable discussion surrounding
the definition of an optometrist was
held. While most of the members felt
such a definition would be useful,
many were concerned about the use
to which such a definition would be
put. A task force between ASCO and
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AOA was proposed to seek a more
comprehensive, acceptable definition.

The Council on Institutional Affairs
reported on plans for new institutions
in various states and the extent to
which the plans have progressed.

Objection was raised about the use
of the terms “patient” vs. “patient
visits” in the health manpower short-
age area designations being developed
by HEW. It was pointed out that the
busy practitionier has nearly four times
as many patient visits as he has pa-
tients. The Board resolved to notify
the Director of the Bureau of Health
Manpower that a factor of four should
be used to upgrade “patients” to
“patient visits” in the optometry sec-
tion of the health manpower shortage
area designations.

Efforts surrounding optometry’s in-
put into the new VA legislation and to
establish qualifications standards were
discussed. It was reported that an op-
tometric advisory committee had been
appointed by Dr. Ken Myers, Director
of Optometry Services for the VA,

UCB reported disappointment in
efforts to obtain a VA rotation in a
San Francisco hospital.

SCCO reported that it had received
funding to establish a clinic under VA
law 92-541 manpower grants. It was
noted that guidelines had been devel-
oped for these grants and that a draft
letter would be distributed when the
new rounds of applications were to be
opened. A priority example in the ap-
plication materials was for low vision
rehabilitation.

The Executive Committee was
asked to look at the issue of payment
of state funds to private institutions.

Annual Session
Toronto, Ontario, Canada
July 2, 1977

A joint meeting with the National
Board of Examiners in Optometry was

held. The Board adopted a resolution
urging the NBEO to rename and re-
structure examination section 8
(SLEEPA) to become Public Health,
Community Optometry and Opto-
metric Jurisprudence.

A broadly based task force was sug-
gested to study the content and cover-
age of the NBEO in light of changing
curricula at the schools and colleges.
The Board subsequently voted to
create a joint task force between
ASCO and the NBEO to reexamine
and make recommendations to the
National Board on the objectives and
format of the National Boards exam-
ination.

A joint meeting with the Council on
Optometric Education was also held.
Changes in the annual survey of op-
tometric institutions were discussed,
and it was suggested that the COE ask
clinic directors about the reporting
mechanisms they might need to
develop data for the survey.

A resolution thanking the American
Optometric Association and its Presi-
dent, Dr. Ron Fair, for the convening
of Think Tank IIl was unanimously
approved.

AOSA-NBEO student representa-
tives met with the annual session rep-
resentatives to discuss confidentiality in
the use of NBEO scores. The student
representatives explained that students
were being accosted by faculty mem-
bers critical of their performance on
the NBEO even before the student
knew his own scores. A recommenda-
tion had been made to NBEO that an
independent auditor screen names and
submit the scores to schools with num-
bered identifiers for correlation and
validity studies.

It was pointed out that the Council
on Student Affairs needed the scores
for correlation studies and that some
schools used the scores for inde-
pendent academic evaluation.

A resolution was subsequently
passed at a joint meeting among
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ASCO, IAB, NBEO, AOSA and COE
representatives-requiring a written re-
quest assuring confidentiality from a
responsible administrator of each
school before release of the scores
could be made.

Representatives from the Indian
Health Service briefed the annual
meeting representatives on [HS ac-
tivities. The IHS representatives issued
an open invitation to set up coordina-
tive programs between schools and
Indian facilities. A two-way informa-
tion flow was urged between the IHS
and the schools concerning availability
of service area contracts.

The annual session representatives
also met with representatives from the
International Association of Boards of
Examiners in Optometry where
various questions relating to state
boards and education were raised and
answered in a general and informative
discussion.

A motion to amend the Bylaws by
adding a Chapter 8 permitting amend-
ment of said Bylaws only after notice
was approved.

A resolution was unanimously
adopted endorsing the creation of the
Professor Anna Berliner Memorial
Lecture to further scholarly contribu-
tion in the field of visual and op-
tometric science in honor of the late
Anna Berliner, Ph.D., Professor Emer-
itus of Psychology, Pacific University.

Resolutions were also passed thank-
ing Dr. and Mrs. Emerson Woodruff
of the University of Waterloo for their
gracious hospitality and Dr. and Mrs.
B. C. Matthews of the University of
Waterloo for exemplary leadership in
the advancement of higher and profes-
sional education.

In addition, resolutions commending
Drs. Norman Wallis, Chester Pheiffer
and Jerald Strickland for their service
and contributions to the Association
were passed.

The slate of officers submitted by
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the Nominating Committee was adopt-
ed, and the new officers were elected.
They are: Dr. Alden Haffner, Presi-
dent; Dr. Alfred Rosenbloom, Vice-
President; and Dr. Frederick Hebbard,
Secretary-Treasurer.

Board of Directors Meeting
Toronto, Ontarie, Canada
July 3, 1977

The Board met with guests from the
American Optometric Foundation.
AOF fund raising activities for the
present year were discussed which in-
cluded a membership drive and soft
lens conferences.

ASCO representatives to the AOF
Board of Directors stressed the need
for executive committee planning,
continuity of leadership and outside
professional help on the part of the
AOF.

AOF officers urged another year of
activity before reevaluating the associ-
ation and offered to hold two board
meetings a year for the purpose of
keeping ASCO Board members in-
formed of AOF activities. In addition,
copies of minutes of the AOF’s Execu-
tive Committee meetings would be cir-
culated to all of ASCO’s Board
members.

A joint meeting was held with the
Commission on Continuing Education.
The National College on Continuing
Education was discussed briefly, as
well as the new academic facilities task
force consulting service.

The Board moved to adopt the bud-
get for the 1977-78 academic year as
presented by the Executive Director
and the Executive Committee. A
motion was also passed requiring all
future ASCO budgets be presented for
one year in advance together with
historical information.

Mandates were identified for the
new administration to follow on a
number of issues. These included the
definition of an optometrist which

1le .

ASCO will take to the Council on
Optometric Education and the AOA in
pursuit of a common definition, and
new school programs developed under
adopted guidelines for which ASCO
will provide consultants.

Implications in the last health man-
power legislation for VOPP and par-
ticularly how it would relate to op-
tometry were discussed.

A Constitution and Bylaws Committee
was formed to look at the mechanism
of the annual meeting and the possi-
bility of creating a post of president-
elect.

A committee was named to explore
the possibility of adding public mem-
bers to the Board, and an Interprofes-
sional Relations Committee was ap-
pointed.

Finally, recognizing that the identity
of optometry has been merged into a
vague concept of “eye” care and the
term “eye” is extremely limited and
does not convey the true role and
scope of optometry, the Board
adopted a resolution calling for the use
of the term “optometry” in every
possible context when naming or re-
ferring to institutions or services con-
cerned with optometry and that when-
ever the term “optometry” cannot be
used, that the term “eye” not be used
in isolation but always in conjunction
with the term “vision” as “eye/vision.”

In addition, recognizing that the
Doctor of Optometry degree is a ter-
minal professional degree and has
been established and accorded recog-
nition by regional and national ac-
crediting agencies, the Board passed a
resolution affirming that the Doctor of
Optometry degree is a terminal degree
for professional and clinical practice,
that academic advanced degrees are
not to include the term “optometry” as
in Master of Optometry or Ph.D. in
Optometry and that recognition of the
completion of clinical specialties be
recognized through the mechanism of
the certification process. @
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Larry R. Clausen, O.D., M.P.H., is Region-
al Program Consultant for HEW in Seattle,
Washington.
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The Public Health Information Forum was planned and
organized to provide for the exchange of ideas about Opto-
metric public and community health and to make recom-
mendations for improving the basic public health curriculum
within the schools and colleges. The forum was sponsored
by the Public Health Committee of the American Opto-
metric Association and was attended by more than 45 prac-
titioners, educators and AOSA student representatives.

Presented at the Public Health Information Forum, March 26, 1977, Houston, Texas.

Introduction

This is indeed a historic meeting, for
today we have gathered for the first time
that select group of educators and ad-
ministrators who are committed to and
involved in optometric public health
education. Hopefully this will be but a
beginning of a continuous effort to
develop a strong curriculum model for
optometric public and community
health. I appreciate being able to share
some opinions concerning health pro-
fessions education and community
health from the perspective of an ad-
ministrator of federal programs impact-
ing on health professions education.

General Educational Trends

There are many trends developing
in health professions education insti-
tutions across the country. Three trends
will be briefly mentioned. These are in-
creasing emphasis on educational re-
search, increasing utilization of educa-
tional objectives, and improving or initi-
ating faculty development programs.
Obviously, there are others that might
be employed to improve optometric
education.

The first of these, educational re-
search, is an area that must be ad-
dressed by all institutions. Optometric
academia has contributed little to the
body of research directed at improving
teaching methodologies. The con-
ceptual and physical methods used in
professional education for measuring
cognitive ability and achievement and
for transferring knowledge and skills
to students are subject to constant re-
finement. Thousands of research stud-
ies -on teaching methods have been
completed, but most optometric insti-
tutions fail to adequately assess what is
available. This body of research must
first be analyzed and integrated into
optometric education, and, second, the
schools must implement their own re-

search for improved methods of attain-
ing their educational objectives.

The second area, utilization of educa-
tional objectives, is also one that should
be addressed. By no means have all
institutions or professions accomplished
this task, but a survey of the literature
will reveal attempts by most profes-
sions to do so. Curriculum guides,
books and monographs in the profes-
sional literature of medicine, dentistry,
veterinary medicine and podiatry re-
veal carefully prepared course and pro-
fessional objectives for public health.
In addition, the literature of these dis-
ciplines contains numerous articles on
the development of educational objec-
tives for the health professions. A re-
view of such publications reveals that
educational objectives are necessary to
comparatively assess proposed curricu-
lum changes for evaluative purposes.

While the employment of improved
educational methodologies and the
utilization of clearly defined course ob-
jectives can improve the quality of in-
struction, they will only be successful
in an environment marked by quality
faculty. The faculty for public health
programs must not only possess the
training and background to achieve
stated educational objectives, they
must also practice the principles em-
bodied in public and community health
concepts. To ensure quality faculty, it
is necessary to provide for ongoing fac-
ulty development programs so that
existing faculty can improve their
knowledge base, become more effec-
tive educators and remain current with
optometry’s expanding health role. It
is unlikely that institutions can marked-
ly improve their educational programs
without such a structured faculty devel-
opment program.

It is important to consider these items
when curricular changes are discussed;
the focus must not be only on course
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content. While content needs to be
described, one must also consider the
teaching methods for delivering that
content, the instruments for measuring
student performance and course effec-
tiveness, and the means for develop-
ing and maintaining faculty competen-
cies with respect to that content.

During the 1960’s, public health
courses crept into the optometry cur-
riculum. More recently, they have been
augmented by community health pro-
grams. For this discussion, public health
education is defined as the study of or-
ganized efforts both public and private
to promote and maintain the health of
selected individuals or communities.
Community health is defined as the
broader study of the relationships of
health resources to health problems of
a community and the relationship of
those problems to other sociological,
economic and political factors. My own
bias is that public health education can
be didactic in nature, but community
health education should be clinical in
nature. In a sense, community health
is the practica for the public health
didactic courses. Obviously, these terms
deserve a better definition, but the
above does provide a weak operational
definition.

Responses By Other Disciplines

Within nursing education, the teach-
ing of public health principles has been
a longstanding component. The nursing
student receives instruction in illness
prevention, health maintenance, hu-
man nutrition, and principles of public
and community health with an overall
emphasis in the area of health promo-
tion. The nursing profession has had a
longstanding history and commitment
to the principles of community health.
Nursing public health evolved out of
programs in health departments and
visiting nurse agencies dating back to
the 19th century. Nursing students
today can pursue graduate health pro-
grams in community health nursing
which has been defined as “a synthesis
of nursing practice and public health
practice applied to promoting and pre-
serving the health of populations. The
nature of this practice is general and
comprehensive, not limited to a par-
ticular age or diagnostic group and is
continuing, not episodic. The dominant
responsibility is to the population as a
whole.”!

A community nurse practitioner
training program at the School of Pub-
lic Health, University of Texas, Hous-
ton, has combined the core public

health didactic course work with clinical
training in the community setting. Stu-
dents in this program define a specific
community population, identify its
health problems and plan for alleviating
those problems. The community nurse
practitioner functions as a facilitator and
collaborator to resolve such problems
as low immunization rates, poor nutri-
tion and drug abuse. It cannot be over-
emphasized that this program trains
the nurse to be an active participant in
resolving community health problems.
This program and other nurse prac-
titioner programs require additional
clinical or community training to devel-
op competent primary care practition-
ers, practitioners that are trained to
respond to unmet community health
needs.?

The profession of podiatry has also
incorporated public health education
into its curriculum and is developing
community podiatry educational pro-
grams. The didactic course work is gen-
erally designed to train students to un-
derstand health problems and needs of
the community, to be familiar with com-
munity resources and to understand the
manner in which health care is organ-
ized, delivered and financed. Related
clinical programs are developed to pro-
vide interaction with medicine and other
professions, to provide the students
with an understanding of health prob-
lems as related to social, cultural and
economic factors, to develop an atti-
tude of viewing the individual and fam-
ily in relation to their environment, and
to understand the role of podiatry as
part of the health care system. These
programs have moved podiatry from
relative isolation into community ori-
ented, multidisciplinary delivery
models.**

The response in medical schools
has varied but is evident in well estab-
lished educational approaches such as
preceptorship training in primary care .
settings, increased emphasis on family
medicine and ambulatory care, clerk-
ship rotations in rural areas, combined
MD/MPH programs, utilization of
problem oriented medical records, in-
creased emphasis on human nutrition,
and exposure to social impact of medi-
cine. It should be noted that many of
these require modification in clinical
training. Such changes require major
alterations in the curriculum and are
indicative of an institutional commit-
ment to resolving community health
problems. Admittedly, not all medical
schools are responding, but there are
those institutions whose graduates will
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have had a heavy exposure to family
medicine, community health and pri-
mary care.®

Within dental schools we now see a
greater emphasis on public health and
community dentistry. This change is
due, in part, to a commitment to make
dental care available to all segments of
a population. Schools are developing
special programs for services to the
handicapped, the aged, the poor, low
income families, migrants and other
special population groups. A second
effort is aimed toward making the den-
tist more efficient by increasing his use
of auxiliary workers. Special federal
grant programs now support this effort
through TEAM training and continuing
education grants. The emphasis in these
programs is the concept of four-handed
dentistry and the delegation of duties to
trained auxiliaries.

The dental profession has delegated
traditional duties in a greater quantity
to auxiliaries than any other profession
as one approach to meeting the de-
mands of the community. One study
has shown that 43 percent of the oper-
ating time of the dentist was assumed by
expanded-duty auxiliaries.®

Other program elements in com-
munity dentistry include the training in
preventive measures relating to com-
munity water fluoridation, dental hy-
giene and nutrition. Also, some schools
have implemented special courses in
human behavior designed to improve
the student’s patient communication
skills, to increase understanding of
health education and health behavior
modification and to increase sensitivity
to patient problems. In addition, stu-
dents normally participate in dental
screening and dental health education
projects.

Clinical training has moved away
from the dental schools into a variety
of delivery system models. Also, the
clinical emphasis is moving away from
specialization toward the area of general
dentistry. Again, we see that the re-
sponse to teaching public health and
community health involves a combina-
tion of didactic and clinical training.

In brief, other professions are ad-
dressing many recognized community
health problems. While optometric in-
stitutions have realized the need to in-
fuse community health principles into
their educational programs, no program
has been developed to the point of
satisfaction. This latter point is under-
scored by the recent Milbank report,
“Higher Education for Public Health.””
Much of what optometry can and
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should do will not be innovative, but it
is necessary. Obviously educational
programs developed by other profes-
sions cannot serve as an exact para-
digm for optometry, nor should op-
tometry strive to produce a symmetrical
copy of other disciplines’ community
health training programs. However,
there is much to learn from these dis-
ciplines, and it is logical to utilize the
available resources of other community
health training programs.

The Role of Community Health
in Optometric Education

It is this author’s belief that optometric
public and community health must be a
major component of optometric educa-
tion. It should not only be a part of the
curriculum, however: it should be the
essence of the curriculum. This requires
a teaching sequence that impacts on all
professional years; early and continu-
ous exposure is essential. More im-
portantly, a student must receive clin-
ical training in community oriented
settings and must be exposed to a fac-
ulty and administration that demon-
strates the principles of community pub-
lic health.

While the teaching of public health
principles can be accomplished in a
classroom setting, the application of
these to a community situation must
be taught in the community itself. If
optometry schools are to train com-
munity health practitioners, optometry
students must receive clinical training
in community health centers, become
involved with community health agen-
cies, and be given the opportunity to
demonstrate an understanding of com-
munity health principles. The optome-
trist’s uniqueness will be his ability to
understand and resolve the vision care
needs of the community. These
needs cannot be defined as isolated
health problems, but rather must be
viewed in their proper context as they
relate to other individual, family and
community health and social problems.
Optometric education has traditionally
trained the isolated eye specialist; the
institutions must now train a community
health generalist. No profession is an
island; each and every one is part of
the mainstream of health care.

The education model for optometric
public and community health curricula
should not only be designed to infuse
students with knowledge and concepts
relative to public health but should im-
bue the student with a philosophy and
attitude that will motivate him/her
to assume a role as a health profession-
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al, sensitive to the public health needs
of society. This model must contain
both a didactic sequence and a clinical
segment. Both are essential elements,
even for what might be considered a
minimum program.

With respect to the didactic sequence,
a series of courses should be outlined
that will address the following:
¢ Public and community health prin-
ciples;
® Health care delivery, financing and
planning;
¢ Health manpower and other health
resources;
¢ Epidemiology and demography;
¢ Principles of human behavior;
¢ Environmental vision;
¢ Principles of health education and
health prevention, and
® Quality assurance.

With respect to the clinical training
component, models must be developed
that will provide the students with the
following:
¢ Clinical training in multi-disciplinary
settings;
¢ Clinical training in a variety of com-
munity delivery systems;
® Training which responds to the
unique needs of special population
groups;
® Practice that necessitates interaction
with public and private health, educa-
tion and welfare agencies;
® Experience that requires the devel-
opment of interprofessional skills;
¢ Experience in developing and utiliz-
ing general health screening and referral
skills, and
® Experience in health education and
preventive techniques.

These community clinical programs
should be the rule rather than the ex-
ception.

Some optometry schools have devel-
oped objectives for didactic training,
but educational objectives for clinical
training seem to remain largely undevel-
oped. These objectives must be de-
fined. At a minimum, I believe that the
objectives of the clinical training seg-
ment should be:

1) To provide the student with an
understanding of community resources,
health care delivery and the role of
optomeiry to the community;

2) To expose the student to the pa-
tient’s complex health environment and
the patient’s relationship to other com-
munity health resources;

3) To provide skills in general health
and social assessment, and patient re-
ferral;

4) To provide training in the use of

paraprofessional personnel,

5) To recognize the need, advantages
and disadvantages of different delivery
models;

6) To recognize the importance and
necessity of all disciplines and under-
stand their relationship to optometry;

7) To develop interprofessional rela-
tionships; and

8) To demonstrate optometry’s role as
a social discipline.

Obviously, one can add and improve
upon this list, but it is essential that we
develop educational objectives, both
for didactic and clinical programs.

The profession has been remiss in
defining educational objectives for pub-
lic and community health or, for that
matter, in defining optometric public
and community health. One can pull
off the library shelves textbooks entitled,
“Principles of Public Health,” “Prin-
ciples of Dental Public Health,” “Com-
munity Health Nursing,” “Pharmacy
and Public Health,” and “Community
Medicine;” but when one looks at the
text entitled, “Principles of Optometric
Public Health,” there is a striking differ-
ence—the pages of this book are blank.

We have yet to define, to write for
our profession, for other disciplines and
for consumers our principles of public
health. This forum will be a beginning.
It was Albert Einstein who said, “To
raise new questions, new possibilities,
to regard old problems from a new
angle, requires creative imagination.”
The burden of being creative is upon
your shoulders, and I hope that we can
begin to define common solutions to
old problems to improve optometry’s
response to the society which it serves.:
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For some thirteen years I was a uni-
versity professor. During that time, my
conviction grew that while I did know
some things, [ knew very little which
was of direct relevance to the solution
of human problems; even on the most
_micro of levels. Thus, I left university
teaching, returned to school and then
went away from universities for a while.
Now, marginally, I am back. Hence,
on this day, [ am a sociologist, a visiting
professor and the director of a health
clinic invited to speak on a subject which
is of considerable concern to me but one
upon which I continue to shed more,
possibly irrational, heat than light.

At any rate, | proceed with the under-
standing that [ will have little or nothing
to say about issues beyond the delivery
of primary health care. What | have to
say on the subject will be drawn largely
from two personal experiences, one as
coordinator of the Poor People’s Health
Council in Rossville, Tennessee, and
the other as Director of the Fourth Ward
Clinic in Houston, Texas. In Rossville,
[ was involved in primary health care
in a rural area, one of the very poorest
of the United States—a place where,
for the majority of the non-white popu-
lation, the median family income was
$2,712 per vyear; non-white infant
mortality rates indicated that one of 20
babies born alive would die before the
first year of life; and a host of other in-

Harold A. Nelson, Ph.D., is Professor of
Sociology, University of Houston, and
Director of the Fourth Ward Clinic, Hous-
ton. Texas.
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dicators revealed what one expects to
find in desperately poor rural areas.

The medical problems, too, were
what one might expect in such a setting
—malnutrition, hypertension, diabetes,
arthritis, dental disease, and so forth.
Here, let me describe the Poor People’s
Health Council so that I may comment
on university involvement there and
compare it with such involvement in
the Fourth Ward Clinic.

The health clinic in Rossville was put

together by a coalition of poor people,
‘of the area plus the Catholic Diocese

of Memphis, and other church groups,
the Tennessee Valley Authority and
an organization of medical students
from Vanderbilt University and Mehar-
ry Medical College. The Health Center
offered primary medical care, physi-
cians, nurses, laboratory, pharmacy
and so forth. In addition, an extensive
well water testing program was con-
ducted, and paralegal and social service
programs were offered.

University involvement included the
University of Tennessee’s School of
Pharmacy providing the services of twoe
part-time clinical pharmacists who
established the Health Center pharmacy
and monitored chronic health cases.
This we received from them for $7,000
a year. A chemistry professor at Van-
derbilt University trained high school
students in the use of our well water
testing equipment. Law students from
Vanderbilt University trained local resi-
dents in welfare law so that they might
act as community advocates for other
residents of the Rossville area. Hence,

in summary, university involvement
consisted of one chemistry professor,
pharmacy professors, law students,
and medical students. The overriding
impression of university involvement
was simply that medical, nursing, and
legal students became involved, but not
their mentors.

Now to the situation in Houston.
While the Fourth Ward Clinic is avail-
able to all, its primary focus is upon the
population which resides in the Fourth
Ward and surrounding areas—a pop-
ulation which lacks reasonable access
to primary health care services. Of the
approximately 20,000 persons in the
clinic’s catchment area, approximately
8,700 are located in the Fourth Ward.
Some three-fourths of these residents
are black and perhaps 15% are Mex-
ican American. The population is de-
scribed by census data as follows: medi-
an family income is $3,383; 25% of
all families have incomes below $2,000;
and slightly more than 60% have in-
comes below $4,000. Fifty-percent of
all families have incomes which fall
below officially designated poverty
levels.

The median education level for per-
sons 25 years and older is 8.0 years and
only 16% of the population hold high
school diplomas. Of those in the labor
force, 39% are employed as semi-
skilled and unskilled workers and 41%
are employed as service or private
household workers.  Approximately
40% of the population are 14 years or
younger and some 15% are 65 or
older. Thus, 55% of the population
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either are in or have a high degree of
probability of entering a status of de-
pendency upon others.

In an area where the most likely
family physician for many of the resi-
dents is the Emergency Ward at Ben
Taub Hospital, 73% of the population
do not have access to an automobile.
Finally, some 90% of the dwelling units
in the area were built more than a
quarter of a century ago and 55% were
built before 1940. In short, the Fourth
Ward is one of the oldest sections of
Houston and is its poorest. It is, in fact,
the poorest area of Harris County and
one of the four poorest of the Houston

Standard Metropolitan Statistical Area.

For some six years the clinic operated
in various places in the Fourth Ward
and its environs. Last September, the
religious group which had established
the non-profit corporation closed the
doors of the clinic and stated that that
group’s mission lay elsewhere. They
closed the doors of a clinic which had,
at times, served at least 110 patients
per day. From September 1976 to Feb-
ruary of this year, a group of private
citizens debated whether it would as-
sume the corporation’s directorship
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and, not unimportantly, its $26,000
debt. Last February, this group of lay
persons did assume control of the cor-
poration, and on April 27 of this year,
the clinic reopened.

During this time, the University of
Houston’s School of Social Work has
signed an agreement to provide the
services of social work students at the
clinic. The University of Houston Col-
lege of Optometry has offered a con-
tract for the establishment of a vision
clinic at the site. The University of
Houston supported the production of
fund-raising brochures which the clinic
has sent to persons in an effort to raise
the money needed to sustain itself. The
University’s College of Social Sciences,
through its Dean, has awarded $500 to
the clinic in the form of an award to two
faculty members for community service
to the clinic.

The University of Houston then, to
date, has evinced some interest in the
Fourth Ward Clinic. But neither it nor
other health related institutions have
rushed to the Fourth Ward Clinic to
join with it in its efforts to serve a seg-
ment of the poor people of Houston,
and this is not, [ think, surprising. In

fact, it may be more surprising that there
is any involvement at all. I say this be-
cause universities are notoriously con-
servative institutions. They do not take
risks. In this, they are not unlike other
organizations wherein the personnel
involved, career oriented as they are,
do not wish to take chances with their
careers on ventures which are perhaps
more likely to fail than to succeed.
There are a good many different ways
of saying this, but in fact, universities
do not risk. They are conservative in-
stitutions and, other than services they
provide the powerful of society and of
their local communities, they tend to
shy away from what could be called
community involvement. Certainly,
Robert Hutchins’ old statement, “A
University which is not at war with the
community that surrounds it is not
doing its job,” is an aphorism not noted
for its presence on administrator’s walls.

Let me not be misunderstood how-
ever. This issue transcends the role of
administrators and goes directly to the
heart of the faculty. Faculty members
themselves are not noted for their wish
to go beyond the walls of the university
unless they are carried in the vehicle of
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a large research grant thereby guar-
anteeing that their only involvement
with persons in the outside world is
protected by some abstract research
condom. In most instances, in fact, the
academic who wishes to be involved in
some sort of “community activity”
faces, if not censure from colleagues, at
least their disapproving stares. Perhaps
the most frequently cited criticism in
my own discipline is that to become
“involved in the community” threatens
to destroy the needed objectivity of the
scientist if his role is to be properly
played. Far from interfering with that
role, I believe that it is enhanced con-
siderably by such involvement.

Social scientists supposedly are ex-
perts in the dynamics of social arrange-
ments. Further, they enjoy the pro-
tected leisure time to contemplate these
arrangements. Such a setting would
appear conducive to developing some
coherent ideas about injustices, anomal-
ies, problems and solutions to problems
attendant to the delivery of such serv-
ices. Still further, given the protections
of tenure, one might expect that they
are in an ideal position to venture out
into the tricky waters of human reality
to try out some of their conclusions. In
short, one might well expect to find
academics in the forefront of efforts to
redress grievances. Not only is this not
true (academics go to great pains to in-
sist that such activity must not be ex-
pected of them); this is absurd.

I firmly believe that what lies deepest
in human beings is not their reason but
what they want to accomplish with it.
| also believe that the world of the aca-
demic is a difficult one, at least initially,
because this feeling is placed in an or-
ganizational context in which the entire
emphasis is upon not taking risks, not
taking chances, isolating oneself from
risks, isolating oneself from chances—
simply put, turning a university into
some sort of intellectual convent. The
question is not, hypothetically, whether
universities have anything to contribute
to community health. Obviously, again
hypothetically, they do. It is not how
much they should contribute. This is a
detail problem. [t is whether universities
and their personnel have the courage
to take the risks which are necessary to
learn and to do.

This would demand, in my estima-
tion, a degree of political and personal
courage which is not often - evident
within universities. At a minimum, the
insistent and overriding question, “But
what if the project fails?” must be put
aside. There must finally be an under-
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standing that projects do fail, that indi-
viduals do make mistakes and that it
is no cardinal sin either to make mis-
takes and to make them publicly or to
fail and to fail publicly. The cardinal sin
for universities is not active but passive
failure—the failure to make use of the
knowledge they have. If active failure
attends, so be it. This is understandable.
What I find morally nonunderstandable
is the absolute, paralyzing fear of many
academics to risk their knowledge in
an environment they do not control.
Because this fear to be tested by the
world is so pervasive, those times when
university personnel do involve their
knowledge with human problems are
all the more impressive. Yet, one of
the most impressive examples involves
not academics but their students. The
Center for Health Services at Vander-
bilt University, which involves Vander-
bilt and Meharry medical, nursing and
Vanderbilt law students, has taken the
lead in statewide concern.about rural
health issues. Not only have these stu-

dents provided the human power for
summer health fairs, they have gone
out and helped establish community
health clinics—not their mentors, not
social scientists, not medical professors,
but heaith students. They are guided
by the belief that “the transfer of re-
sources from the academic setting to
community action can be a dynamic
educational experience or a disastrous
exploitative one.” Perhaps the key to
averting exploitation in the name of
community service lies in insuring that
the educational exchange involved in
the transfer is a mutual process in-
cluding community people, students
and professionals.

The Center for Health Services is
committed to this pattern of education
as a broad experience in incorporating
academic expertise and skills but ex-
panding that to include education not
available in the classroom, that is,
through community involvement for
both local people and students. The
educational experience often begins
with academic research, but extends to
develop that research into action. The
center's commitment to communities
thus involves facilitating the interplay of
skills traditionally developed in univer-
sity settings with health related concerns
of communities historically excluded
from access to those skills. In this proc-
ess, community people benefit from the
expertise of professionals and the en-
thusiastic work of students, and the
people from the university benefit from
exposure to rural communities’ health
care needs and from interaction with
people from these areas.

Understand, this is entirely different
from faculty members or students
wandering out into communities ‘as ad-
visors, consultants, and so forth. Ad-
visors and consultants too frequently
bear no effective responsibility for their
actions. Students at the Center for
Health Services assume responsibility
for success or failure of a project. They
put themselves “on the line.” So do the
Vanderbilt law students who have gone
throughout the state training paralegals,
training community advocates, who
themselves created a remarkable book
in Tennessee called the Rights and
Benefits Handbook—a “cookbook”, if
you will, of benefits programs, written
in lay language so that persons of less
than a high school education could
understand benefits programs, how to
apply for them, and how to know when
they were being denied illegally. This
book and the law students who wrote
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it have gone throughout the state train-
ing local community residents to under-
stand welfare law and to act on behalf
of their neighbors.

Finally, a non-university organiza-
tion such as the East Tennessee Re-
search Group provides ample training
for students in the legislative process
and in lobbying for health legislation
beneficial to the people of that region of
the country. In shortest possible form,
the activities of the Center for Health
Services, the East Tennessee Research
Group, and the law student program at
Vanderbilt University, direct the atten-
tion of students to the community, in-
volve students in the community, bene-
fit members of the community and pro-
vide valuable training for the students
themselves. There is no reason why
faculty members could not be involved
as well.

[ have, at times, outlined to univer-
sity persons in various states, programs
such as [ have described here and have
not told them they were in operation.
Almost uniformly I am advised that they
cannot work in universities. I begin to
feel that they may not be able to work
in universities if professors and/or ad-
ministrators are the major foci of the
programs. They do work if students
are the major foci, because they have
worked. Please understand that [ am
not saying that no faculty members or
no administrators have been involved
in community oriented activities. Indeed
they have. At this university there are
several persons who have spent con-
siderable time in community projects,
who, in fact, have taken the university
to the community.

I am saying, however, that at the very
least, involvement in communities is
not regarded “as a mission of univer-
sities.” Understand, for me, involve-
ment means acceptance of respon-
sibility, hence involvement of univer-
sities in eommunity health means ac-
ceptance of responsibility for something
involving the health of the community.
But, in accepting responsibility for
something, the academic should have
some knowledge of the subject. More
than anything else, social scientists re-
quire experience with the consequences
of actual social intervention in social
processes. (And to gain such experi-
ence in intervention they must accept
responsibility for such efforts at inter-
vention.) What faculty and students

alike must have is greater field experi--

ence in actually applying solutions to
living situations which can then be fed
back into learning situations.
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This is precisely what the Fourth
Ward Clinic can provide to faculty and
students alike, to the University of
Houston in general, and to other edu-
cational institutions within the city of
Houston. This we can offer: a research
and training laboratory for students
and other health related professionals.
It can be, in fact, a part of a broader
and more impressive training and re-
search effort. Intended or not, the
Fourth Ward Clinic and clinics like it
throughout the nation exist as a political
statement, as an indictment of the health
delivery system of the United States.
The people of the Fourth Ward area of
Houston are unimportant to the city,
to the county and to the state. So it was
in Rossville, Fayette County, Tennes-
see, one of the poorest counties in the
nation. The 23,000 people who lived
in that county were unimportant to the
United States of America. If this nation
could have come to terms with geno-
cide, the people of Fayette County and
the people of the Fourth Ward of Hous-

ton, Texas, would have been anni-
hilated as economically unuseful.

By establishing a clinic in the Fourth
Ward area of Houston, private citizens,
non-radical private citizens, and organ-
izations of Houston took up the failure
of the health system in this country and
attempted to remedy one of its defects.
There can be no more conservative
action imaginable than to help out the
health delivery system of this country
by attempting to cover for its failures
rather than damning it for those failures.
The task, or the goal, in short, of the
Fourth Ward Clinic is sufficiently con-
servative to interest universities and to
form a basis for seeking universities to
risk with it.

I submit, then, that the University
of Houston, on its own or in concert
with other health related institutions,
should establish a coherent mechanism
whereby students and faculty as part of
their normal training are allowed to be
part of actual implementation of alter-
native solutions to aspects of health
care delivery. There is no reason why
this university and others, if they will,
cannot utilize such organizations as the
Fourth Ward Clinic, as part of their
commitment to the City of Houston, to
improve the life of its citizens, to ex-
amine conditions under which social
change occurs and succeeds or fails,
and so forth.

Students operating in such settings
would have the responsibility, along
with their mentors, of carrying out an
organized effort to achieve some change
in the health status of the community
and provide some good in the com-
munity. At the same time they gained
experience in the delivery of services,
they would have the opportunity to
evaluate such efforts and to judge their
worth. 1 believe that there is an extra-
ordinary need in the Social Sciences
for professionals to be trained induc-
tively in the field and for theory and re-
search to be based on this kind of clin-
ical experience. 1 believe that social
science professionals, faculty and stu-
dents might learn at least as much by
participating in field activities as they
doin their classes.

Actually, [ believe they would learn a
great deal more. We have attempted to
give this belief substance in the health
Master’s program offered by the Depart-
ment of Sociology at the University of
Houston. The program is predicated
upon the belief that our students, stu-
dents in health sociology, cannot be
well trained in that discipline unless they

Continued on page 28
Journal of Optometric Education / 13



By a narrow margin of five to four,
the Supreme Court of the United States,
on June 27, 1977, ruled favorably on
the right of lawyers to advertise their fee
for “routine” legal services. This deci-
sion came on an appeal from the Ari-
zona Supreme Court in the case of
Bates v. State Bar of Arizona.*

Two Arizona state licensed attorneys,
John R. Bates and Van-QO’Steen, in
order to stimulate the public’s aware-
ness of their “legal services at very
reasonable fees” placed an advertise-
ment in the Arizona Republic, a daily
newspaper of general circulation in the
Phoenix metropolitan area. The adver-
tisement in addition to listing the loca-
tion of their “legal clinic” also indicated
their fees for certain services. The two
attorneys conceded that the advertise-
ment was in clear violation of the state
bar association’s disciplinary rule which
states that a lawyer shall not publicize

*Bates v. State Bar of Arizona, U.s.

_,97S5.Ct. 2691 (1977).
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himself or have anyone else publicize
his services in the newspaper or any
other media.

On appeal to the U.S. Supreme
Court, however, it was held that the
disciplinary rule violated the lawyers’
First Amendment rights. Advertise-
ments of “routine legal services” were
protected by the First Amendment,
the court decided, and on this issue
alone, overturned the Arizona court’s
decision. “In short, . . . [commercial]
speech serves individual and societal
interests in assuring informed and reli-
able decision-making,” the court noted.

The Inherently Misleading
Nature of Advertising

For their part, the State Bar of Ari-
zona argued that advertising would be
misleading to the public because “(a)
such services are so individualized with
regard to content and quality as to pre-
vent informed comparison on the basis
of an advertisement, (b} the consumer
of legal services is unable to determine
in advance just what services he needs,
and (c) advertising by attorneys will

highlight irrelevant factors and fail to
show the relevant factor of skill.”

In regard to the first so-called “mis-
leading” arguments, the court agreed
that many services which are performed
by lawyers are unique and therefore
doubtful that any attorney could affix
a price to this type of service. However,
the court demonstrated that simple
services of a routine nature—uncon-
tested divorces, the simple adoption,
the uncontested personal bankruptcy,
the name change, and the like—could
be advertised at fixed prices because of
the apparent standardization of these
services.

This situation in reference to op-
tometry is of a different nature. All
services performed by an optometrist
are unique and specific for the indi-
vidual patient involved. There is no
common agreement of a precise defini-
tion for a “routine eye examination”
because of the uniqueness of each pa-
tient and his response to varying test
procedures. It is because of these
unique services that optometrists would
have great difficulty in advertising fixed
prices. Therefore, in contrast to the
legal profession, optometric advertis-
ing could be misleading because of
primitive efforts at standardization in
optometric services. Lists of services
and fees are maintained by third party
payers, but even these vary widely and
are complicated by degree of difficulty
involved.

The second “misleading” argument
states that advertising ignores the diag-
nostic role. This is of great importance
to optometry. When most patients seek
out an optometrist it is for the purpose
of determining whether the patient has
a clean bill of optometric health or to
diagnose and treat a specific symptom.
Due to the specialized training and
knowledge, the optometrist is the one
who determines what tests or proce-
dures are necessary to perform. The
patient who lacks this knowledge would
have no idea what services he required,
and it is because of this reasoning that
advertising would simply confuse the
patient and delay the process of his
seeking help.

This, however, was found to be quite
different for the legal profession. The
court determined that most people do
not go to an attorney to determine if

Burt Kraft is a third-year professional stu-
dent at Southern College of Optometry. He
investigated the Supreme Court decision
during his recent summer internship with
ASCO.
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they have a “clean bill of legal health.”
Instead, attorneys are likely to be con-
sulted to perform specific tasks. “Al-
though the client may not know the de-
tail involved in performing the task,
he no doubt is able to identify the serv-
ice he desires at the level of generality
to which advertising lends itself,” the
court reasoned. Therefore, advertis-
ing would not confuse the client, but
rather be of some use in determining
what services he would require and
what these services would cost.

The third “misleading” argument is
also of great importance: advertising
does not provide a satisfactory founda-
tion on which to choose an attorney.
Underlying this argument is the assump-
tion that the public is not sophisticated
enough to understand the limitations
of advertising, the court noted. So it is
believed that “the public is better kept
in ignorance than trusted with correct
but incomplete information.” It is this
assumption which should lend adver-

tising to more disclosure rather than
less, the court concluded. “If the naivete
of the public will cause advertising to
be misleading, then it is the bar’s role to
assure that the public is sufficiently in-
formed as to enable it to place adver-
tising in its proper perspective.” Like-
wise, it should be the role of the respec-
tive professional organizations to en-
sure the public is sufficiently informed.

The Implications for Optometry

With respect to the issues which have
been presented, it would appear that
advertising in optometry would not be
detrimental to either the public or the
optometrist except in two regards:

1. The services which are performed
by an optometrist are “unique” and
would be difficult to price; and

2. That advertising would serve to

confuse the patient because of his in--

ability to determine what services he
would require.
To hold to the belief that all optoret-

In January, 1976, the Bureau of Consumer Protection published in.an
appendix of their staff report to the Federal Trade Commission a break-
down of state advertising prohibitions for optometrists. * The Bureau classi-
fied price advertising prohibitions into three divisions: state statutes, state
board regulations, and the professional associations’ codes of ethics.
Roughly half of the states utilized two or more of these classifications in

prohibiting price advertising.

State statutes prohibited advertising in forty-two states of which North
Carolina was one. The North Carolina statute orders a complete ban on
advertising of any kind that “urges the public to seek the services of any
specific professional person or group of persons engaged in the field of
refractions and visual care.” It also gives Board authority for reprimand,
suspension, or licensure revocation for solicitation by means of news-
paper, radio, TV or any other type or form of advertising.

Eighteen states prohibited price advertising by state board regulations
of which Georgia was one. The Georgia State Board of Examiners pro-
hibited as unprofessional conduct: solicitation directly or indirectly through
the use of media or any means whatsoever, except by uniform cards or

telephone listing.

The District of Columbia and seventeen other states by use of profes-
sional code of ethics prohibited price advertising. In the Rules of Practice
portion of the D.C. Optometric Association’s Code of Ethics price adver-

tising was explicitly prohibited.

Since the publication of this report, various states have omitted any
advertising restrictions and some states are in the process of making this
change. Until a more recent survey is performed, however, the breakdown
as published by the Bureau of Consumer Protection is the only available
information which gives an idea of the current state of affairs in regard to
state advertising prohibitions for optometrists.

— Burt Kraft

*See Advertising of Ophthalmic Goods and Serbices, Statt Report to the Fed-
eral Trade Commission and Proposed Trade Regulation Rule, published by the
Bureau of Consumer Protection, January, 1976.
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ric services are “unique and therefore
exempt from comparative pricing”
may be an exaggeration of the reality.
Even though there may be varied defini-
tions of the term “eye examination,”
it may well be argued that prices can be
affixed to this service. With proper
regulations on advertising and with ade-
quate information displayed in the ad,
the public hopefully will not be misled
and in most cases, be further educated
in vision care.

It might be required that a list of per-
formed tests be included in the adver-
tisement when “routine” or “complete”
eye examinations are advertised. The
more information available to the con-
sumer, the more informed and better
equipped he will be to make an intelli-
gent decision. Thus, false or deceptive
advertising may be restricted, but it
should not be suppressed by closing the
mouth of the speaker.

The argument that the patient is un-
able to determine what service he re-
quires may fare little better. Even
though the automobile owner may not
know exactly what is wrong with his
car, he may be able to describe the
trouble to the mechanic and in return
receive an estimate. In the same man-

ner, lawyers offer prospective clients

the benefit of consultation for the pur-
pose of determining what services, if
any, the client may require.

In this respect, it may be entirely
possible for the layman to seek out pro-
fessional optometric help and through
consultation determine what services
he needs performed. In addition, it is
through consultation that the patient
may acquire the second and third opin-
ion which serves in his best interests.

It may appear, due to the recent deci-
sion of the Supreme Court, that laws
prohibiting other professions from ad-
vertising may be found to be in viola-
tion of the First Amendment. However,
this ruling does not necessarily mean
there will be a mass movement toward
professional advertising. What it does
hold is that professional advertising can
be of use to both consumer and profes-
sional, and cannot be prohibited by pro-
fessional ethics or state law.

With the present trend toward con-
sumerism in this country, it seems in-
evitable that some professional adver-
tising will take its place among the mer-
chants in the marketplace. So long as
these ads are fairly regulated to protect
the public from false and misleading
advertisements, there should be no
harm to either consumer or profes-
sional. g
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Answers to the manpower questions,
more than any others, reveal one’s
fundamental assumptions about the
nature of human sickness and what
can or ought to be done about it. The
questions are particularly modern, hav-
ing originated mainly in this century,
but the answers reflect a broad sweep
of human experience, both old and
new.

One can fantasize how such ques-
tions might have been answered in for-
mer times—say the 13th or 16th cen-
turies. If we had shared the mytho-
logical and superstitious world views of
our ancestors, we would have had to
provide manpower for the care of
witches, the prevention of demon
possession and the treatment of bad
humours. There would have been a
flourishing trade in relics of the saints
and an agribusiness for the production
of medicinal herbs.

Today, however, we are so much
more certain of the true nature of
disease, and our methods of treatment
are so much more rational that it is
much easier to plan a health care sys-
tem and to appropriate the necessary
resources to it. We know that what is
wrong with us is heart disease, cancer,
strokes and accidents, and that what we
need are hospitals, operations, ma-
chines and synthetic drugs.

If some of us are so unfortunate as
to be isolated from these beneficences
we need access via transportation, com-
munications and proper placement of
paraprofessionals.

Lest someone conclude too soon that
[ am a cynical iconoclast of the genre
of lllich, let me acknowledge that my

G. Gayle Stephens. M.D., is Dean of the
School of Primary Medical Care at the Uni-
versity of Alabama. Huntsuville.
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roots are less revolutionary than reform-
ist and that my intellectual debts are
owed to those who represent a gentler
perspective.

[ am persuaded, however, that mod-
ern medicine and much of modern
society are captive to a point of view
about the nature of disease and cure
that is hardly less erroneous in some
respects than that of our medieval an-
cestors. Simply stated, it is the view that
the basic nature of our medical illnesses
is protoplasmic and that cure will be
found in molecular manipulation. The
whole superstructure of our medical
education and medical care systems is
based on this reductionistic metaphysic
—a truth that has been observed and
amplified by much more astute thinkers
than1.

In trying to escape the undisciplined
empiricism and outright quackery of
most of the 19th century, in seeking to
purify the profession and to establish
an orthodoxy based on the natural sci-
ences, and in committing itself to an
unquestioning faith in reductionistic
hypothesis about the human organism,
modern medicine has travelled the well-
known primrose path to seduction by
a charming and fascinating but dis-
honorable lover, namely, a mechan-
istic and flawed concept of disease.
Since the days of Virchow, medicine
has committed its whole heart to the
belief that diseases are fundamentally
protoplasmic in nature and that if we
could only understand the molecule
we could not only conquer disease,
but even death itself. Like a garishly
glittering and fascinating, but increasing-
ly obscene sideshow, medicine has be-
come obsessed with its technological
legerdemain in the past century. We do
our tricks automatically and passion-
lessly without noticing that the faces

in the crowd show less astonishment
than fear, less amazement than disgust,
and less pleasure than anger.

Along the way there have been some
brilliant and gratifying successes using
the man-as-a-machine ‘'model of re-
search. But now we are finding that our
single-minded commitment to this
ideology has produced a monster—a
monster that has at least as much power
to harm as to help and that threatens
to bankrupt us if we continue to worship
it.

Medicine has not noticed that the
tides of its intellectual fortune have gone
out in the past 75 years. Now we are
grounded on a shoal and we are alone,
because in the euphoria of our halcyon
days we were guilty of overweening
pride—what the theologians call hubris.
Modern medicine has no philosophy of
science or mind, no anthropology, no
concept of history, no ethics—only
power.

In comparison with physics we are in
a pre-Einsteinian phase of existence.
We still worship Newton. Physics was
forced to deal with the dilemmas of
determinism 60 years ago. In medicine
it is not discussable even today. Physics
also had to deal with the demonic as-
pects of its technology and power at
the time of Hiroshima. Medicine still
worships the power itself.

What is peculiarly modern are our
attempts to solve the problems resulting
from this metaphysic by attaching an
industrial model of medical care to it.
Our language gives us away—we speak
of the health care industry, of providers
and consumers, of services and prod-
ucts, of output and cost-effectiveness.
We relate it to the gross national prod-
uct and to employment. All that re-
mains, we think, is to take the next
logical step and manipulate this in-
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dustrial model politically and we will
surely reach the utopia of health and
well-being for all.

I am suggesting that this may well not
turn out to be the case and that we need
to take a critical look at what we are
distributing, as well as the means by
which we distribute it and how we pay
for it. Do we really think that what we
need in our cities is more and better
health technology of the type we have
already? Do we really think that better
organization and management of this
technology will make an important
difference and that changing the meth-
ods of payment will somehow result
in cost control?

To all who think so, I refer to the dis-
mal example of public education in this
country which in the years from 1910
to 1929 was subjected to the forced
transplantation of the industrial model
onto the educational administration in
a massive way. The whole tragic story
was recounted in detail by Raymond
Callahan in 1962 in his book, Education
and the Cult of Efficiency.’

During this period public school ad-
ministrators and graduate schools of
education were induced to adopt an
alien philosophy, the concept of “sci-
entific management,” in the misguided
hope that it would solve the problems
of education. “Efficiency” and “cost-
per-pupil”’ became the passwords as
principals and superintendents attempt-
ed to respond to the economic de-
mands of their local constituents with
the methods of the business world.

The whole movement was symbol-
ized by the president of the Chicago
School Board who told his principals
in 1927,

“You educators must understand that
teaching is a business. You are sales-
men. Your commodity is education.
You must satisfy your customers, the
taxpayers.”?

Callahan summarized the conse-
quences of this ideology for education:

“It seems in retrospect that, regardless
of the motivation, the consequences
for American education and American
society were tragic. And when all of the
strands in the story are woven together,
it is clear that the essence of the tragedy
was in adopting values and practices
indiscriminately and applying them
with little or no consideration of educa-
tional values or purposes. It was not
that some of the ideas from the busi-
ness world might not have been used
to advantage in educational adminis-
tration, but that the wholesale adoption
of the basic values, as well as the tech-
niques of the business-industrial world,
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was a serious mistake in an institution
whose primary purpose was the educa-
tion of children. Perhaps the tragedy
was not inherent in the borrowing from
business and industry, but only in the
application. It is possible that if educa-
tors had sought ‘the finest product at
the lowest cost'—a dictum which is
sometimes claimed to be a basic prem-
ise in American manufacturing—the
results would not have been unfor-
tunate. But the record shows that the
emphasis was not at all on ‘producing
the finest product’ but on the ‘lowest
cost’. In all of the efforts which were
made to demonstrate efficiency, it was
not evidence of the excellence of the
‘product’ which was presented, but
data on per-pupil costs. This was so
partly because of the difficulty of
judging excellence but mostly because
when school boards {(and the American
people generally) demanded efficiency,
they meant ‘lower costs.” This fact more
than any other was responsible for the
course of events in educational admin-
istration between 1910 and 1929.”

Those who know the history of pub-
lic education best must surely experi-
ence a “deja vu” phenomenon when
they read such books as Senator Ribi-
coff’'s The American Medical Machine,
or almost any document on health and
medicine that emanates from con-
gressional committees.?

What are the fundamental elements
of the business-industrial model in med-
ical care? As in doctrinaire Calvinistic
theology, once the assumption of the
absolute sovereignty of God is accept-
ed, everything else follows in airtight
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logical progression; so in medicine,
once the assumptions that disease is
protoplasmic and medical care is a
product are accepted, the rest is self-
evident:

1. There s diversity of tasks,

2. These can be arranged hierarchical-
ly according to complexity and risk
(open heart surgery at the top and triage
at the bottom);

3. Tasks can be delegated to co-pro-
fessionals, technicians and assistants,
and

4. Cost-effectiveness and efficiency
can be measured and controlled.

There is no doubt that this model
has been adapted successfully in certain
settings. Military medicine is an obvious
example. Disasters, mass casualties and
volume services to a young and basic-
ally healthy population can be managed
this way. Hospitals with a commitment
to high levels of technology are other
settings. But is this the best model for
general medical care to an entire pop-
ulation containing all age groups and a
wide range of social and economic
groups?

David Rutstein was among the first
to describe what he called “the paradox
of modern medicine” —the fact that we
have reached a point of diminishing
returns in the unrestrained application
of technology to medicine. More and
better technology does not necessarily
result in a proportionate increase in the
health and well-being of the population
as a whole as measured by life ex-
pectancy, mortality rates and morbidity
from chronic diseases.*
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In the past decade many observers
have identified the lack of primary med-
ical care as one of the most important
factors in humanizing medical care and
in controlling the costs. The problem is
that most of these observers have as-
sumed that primary care can be made
technological too and that an extension
of the business model into primary care
is also appropriate and desirable. There
is a tendency to see primary care as
merely adjunctive to the real work of
medicine which is performed in hos-
pitals. This belies a low view of primary
care which has made it unattractive to
generations of physicians.

There are a number of character-
istics of primary medical care that are
problematic for the business-industrial
model:

1. It is more service than product
oriented. This means that the family
physician deals in services more than
products. He/she is more concerned
with management than with treatment,
with caring more than curing. There is
less use of technology and on the whole
less operative intervention. One of the
tasks of the family physician is to protect
the patient from tests, procedures or
treatments which are not necessary.
Decisions about necessity involve esti-
mates of risk, cost and degree of ur-
gency in relation to the patient’s per-
sonality traits and social situation.

2. The tasks are more undifferentiated
and overlapping, being fundamentally
communicative in nature.

3. The level of uncertainty is inherent-
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ly higher (as opposed to ignorance).

4. Itis more affective and relational.

5. Patients exhibit a higher degree of
autonomy in the primary care setting.
They are mobile, less depersonalized,
less dependent, less compliant and set
more limits as to what they will allow.

6. Accountability is more focused and
identifiable. It cannot be so easily dif-
fused as in the hospital.

What does all this imply for medical
manpower and for the education and
training of the health professionals who
provide primary medical care? First, it
requires that a higher value be placed
on the generalist role. The sine qua non
of primary care is that it aims at the
provision of medical services to un-

selected patients with unselected prob-

lems. This clearly requires a greater
breadth of education and skills for those
who function at the first contact level.

Second, it requires that the common-
est problems be managed definitively
at the technologically least complex
level that is appropriate—which usually
means the ambulatory or non-institu-
tional setting.

Third, it places a premium on the en-
richment of social and personal services
such as counseling, patient education,
patient advocacy and ‘mental health
services.

Fourth, it requires a critical knowl-
edge of all consultive and referral re-
sources, so they can be utilized with
discrimination. As a matter of fact, it
places a higher value on consultation
than on referral. One of the very im-

portant requirements for primary care
is that it always receives the patients
back —especially those who have been
processed by the technologies of
secondary or tertiary care and who still
have incompletely resolved medical
problems.

Finally, primary care requires of its
practitioners the clinical skills of main-
taining therapeutic relationships with
many patients over extended periods
of time, not only for the chronically ill,
but for care of multiple episodes of ill-
ness and for health maintenance. This
implies a perspective on illness that is
multi-disciplinary and including per-
sonal, social and cultural variables, as
well as biological variables. ’

Now to the question with which I
began. What are the health manpower
requirements for urban settings? In my
view, the foundation of medical care is
enough physicians who are educated
and committed to primary medical care.
They are true generalists with highly
developed communicative skills and a
broad array of manual skills. They are
based in the communities they serve
and are integrally involved in the social
and political life of the community.
They work in settings, either solo or in
groups, that provide easy access to
clinical laboratories, diagnostic x-ray
services, pathologists and radiologists.
They are supported by clerks, secre-
taries and assistants, and they have
access to nurses, social workers, di-
eticians and technicians—all of whom
do not need to be directly employed by
the physician.

Groups of physicians may employ
such co-professionals, but even the solo
practitioner can develop working ar-
randements with health departments,
hospitals, schools and other institutions
where they are available. This sounds
very much like a team, b}lt the team
need not be formally constituted or
physically present in the same building.

Finally, the primary physician needs
access to the whole array of M.D. con-
sultants with whom he/she also devel-
ops ongoing working relationships.
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A Student’s View

While in his fourth professional year
at Pennsylvania College of Optometry,
Dr. Monacell participated in a three-
month clinical externship in primary
care at the Joseph C. Wilson Health
Center in Rochester, New York. During
this experience, Dr. Monacell felt the
need to express the disparity he en-
countered between his educational ex-
perience and the clinical experience at
the heaith center. This paper presents
his suggestions and recommendations
for improving optometric education
from the standpoint of a recent grad-
uate.

It is the purpose of this paper to ex-
plain the concept of primary care from
within optometry and to stimulate the
optometric educational community to
gear their educational institutions
toward the goal of primary care op-
tometry. This paper is written from
one’s personal position both as a recent
graduate and as a new primary care
practitioner.

It is imperative, at this strategic point
in national health care evaluation, that
students in optometric colleges realize
their options to pursue the primary care
specialty. Truly, the acceptance of pri-
mary care responsibility will place them

Ronald E. Monacell, O.D., is a private prac-
titioner in Rochester, New York.
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and their patients within the most ef-
ficient framework of health care offered
to date.

For three months, this author partici-
pated in an externship program at the
Joseph C. Wilson Health Center in
Rochester, New York. This facility pro-
vides primary care via the combination
of a multidisciplinary provider group,
Medical Group of the Genessee Valley
Group Health Association; an adminis-
trative body, Genessee Valley Group
Health Association (a subsidiary cor-
poration of Blue Cross-Blue Shield of
Rochester) and a central facility, the
Joseph C. Wilson Health Center. The
philosophy of eye care existing in the
Eye Sciences department revolves
around the central themes of avail-
ability,  responsibility, coordination,
and comprehensiveness of care.

As primary care providers in eye
care, students participate in the respon-
sibility and accountability for each mem-
ber visiting Eye Services. Adequate
management and treatment of a wide
variety of disease states is an integral
part of the total eye care scheme, al-
though management of disease is only
a part of the full scope of primary care.
This is an important point for the op-
tometric community to realize, because,
more often than not, pathological ex-
posure and treatment are equated with
primary eye care. This assumption is
incorrect and indicates a misunder-
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standing of primary care optometry.

As a consequence of the above ex-
ternship, | believe the educational re-
sponsibilities of optometry must be re-
viewed and readjusted. When one al-
ludes to the type of eye care at the Wil-
son Center, it becomes evident that
optometry, as it exists today, :is in an
optimum position to function in health
care delivery systems as a primary care
specialty. Just as specialties develop in
pediatrics, existing as full-time child
health care providers, primary care op-
tometry provides the potential for
growth into a comprehensive eye care.
This type of care could filter down into
the private practice mode, but initially,
multidisciplinary, group settings are the
most fertile areas in which to initiate pri-
mary care optometry. Education of stu-
dents toward this goal is essential.

It is also important that primary care
optometry exist as a specialty because
of the disparity that exists within the
profession between the new generation
optometrist’s abilities and interests ver-
sus the practice methods of the more
" traditional optometric community.

Primary care optometry is best initi-
ated in the multidisciplinary setting,
where exposure to large numbers of
patients with many various needs and
demands is possible. These greater de-
mands can be met through technology
and methodology of the multidisciplin-
ary practice. This ability to be able to
answer to many various eye care needs
thrusts optometry into an operational

mode which bases itself distinctly upon

the tenets of primary care.

This multidisciplinary approach, to- |
gether with an educational response |,
toward high primary care optometrist |

production, will aid in expanding pri-
mary care into the private practice
mode of health care delivery. Although
some primary care parameters can
never truly be followed within a private
setting because of their logistical nature,
an attempt can and should be made
to come close to true primary care
methods and modes.

This attempt can be accomplished by -

pursuing full responsibility, coordina-
tion, and comprehensiveness of care
in the private sector of optometric vision
care. These goals can be attained by
continuous management of a suspect
patient with an ever expanding battery
of tests which monitors the patient’s
condition, while the primary care op-
tometrist professionally judges when
and if a treatment course of action
should be incorporated into the man-
agementregime.
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At that time, if the indicated course
of treatment requires secondary level
skills, such as optometric, medical,
psychological or sociological, then
specialist-consultant services in private
practice or a community hospital setting
can be pursued. A specialist is consulted
and requested to move toward the
management of the patient and to initi-
ate a course of action which will allevi-
ate the sight-threatening condition.
By this method, both primary and
secondary levels of eye care have now
functioned at their highest efficiency
and have served the patient’s needs
most thoroughly.

A reversion back to primary levels
of care will then insure continued moni-
toring and evaluation of the controlled
patient. This primary method of care
can be repeated numerous times
throughout the population under care,
with no disruption to patient or system.
This above scheme should, in fact, be
the operational mode for any primary
care optometric practice and is feasible
with the acceptance of full responsibility
by the provider.

An important factor that must be real-
ized at this time is that the actual imple-
mentation of functioning primary care
optometrists must precede, for reasons
of credibility, the financial funding of
primary care programs. This point be-
comes strategically important because
much money can be pumped into a
solidly based program, but without
people in the field actually practicing
primary care optometry, there exists
the - distinct possibility of primary care
optometric approaches continually re-
surfacing without any solid proof of its
potential for sound health services or
cost effectivity.

It is rather easy to point out the short-
comings ‘of any system, but, without
constructive recommendations for im-
provements, such an analysis would be
without merit.

As we look at optometric educa-
tion, it is essential that improvements
be build upon the already solid frame-
work of the educational curriculum
existing today. With a primary op-
tometric goal always in mind, an exten-
sive clinical, pharmacological course
foundation is required. This means a
working, treatment-oriented course
dealing with all phases of ocular path-
ology. In addition to this, pathology
should be taught not as an informational
course where the observation and diag-
nosis of each ocular pathology are ends
rather than means. The observation
and diagnosis of each sight-threatening
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condition are best taught along with the
treatment, suggested course of man-
agement, and recommendation phases
towards the patient’s chief complaint.

In order for primary care concepts to
exist in the optometric educational cur-
riculum, an optometrically responsive
approach, i.e., management of the
pathology itself, should be included in
the curriculum. This entails complete
responsibility for the patient, not neces-
sarilly for sophisticated therapeutic
courses, but a working knowledge of
when referral to secondary levels be-
comes necessary with complete com-
fort in definitive and differential diag-
nosis. Legally, optometry holds no
responsibility for such situations today,
but this is not to say that this recognized
inconsistency in efficient eye care
delivery will continue.

A second recommendation is stimu-
lation of students by optometric faculty
toward primary care optometry. This
adaptations will arrive in due time, but
there should exist the availability of
guidance from optometric clinic faculty
especially toward excellence in patient
handling and responsibility. Students
currently, after spending four years in
optometry school, go out into practice
with little feeling for the patient. “What
do | have to do for the patient?” seems
more important than, “What does the
patient need?” Data gathering, which
is in fact no more than a technical skill,
seems to decrease the direction toward
alleviation of the patient’s problems. A
true fulfillment of each patient’s needs
should be the endpoint of each op-
tometric encounter.

A third area in need of improvement

_is in the realm of the “clinical model.”
By this, I refer to a clinical rotation by
the student with clinic faculty, studying
each patient, arriving at diagnosis and
treatment, and accomplishing all of this
under the guidance of a competent, ex-
citing, interested instructor who is will-
ing to spend time with each student,
challenging their thoughts and ideas.
In retrospect, it would have been the
greatest experience if we had started
in our first year of optometric study, a
program whereby each ten students
were assigned to one clinician who
would be responsible for producing, at
the end of the second professional year,
a proficient technical optometrist, who
now could be honed into a capable
optometric clinician. As the system
stands presently, students are exposed
to dedicated clinic staff but never re-
ceive the criticism, challenge and atti-
tudinal drive that are so important to
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the production of an excellent clinical
scientist.

Evaluation of clinical expertise is an
area which needs revision. The stu-
dent’s clinical experience consists of a
series of patient encounters serving as
a weak teaching tool devoid of any sub-
stantial challenge for the student clin-
ician. It is essential that each patient
encounter be approached from the
patient’'s need standpoint, rather than
a mechanical, functional approach. It
is clear that testing a patient for data’s
sake rather than for the patient’s sake
is unfair, inefficient and furthest from
the primary care approach. Number of
patients means nothing, relative to a
full experience with each patient.

It is the essence of the best primary
care practitioner to zero in immediately
onto the patient’s chief complaint and
needs, to perform only those tests nec-
essary for a complete evaluation geared
toward the patient’s needs and to follow
up with a management approach which
alleviates the problem or moves the care
to a secondary level. Utilizing this meth-
od in teaching clinics ‘may yield one
examination of fifteen minutes’ duration
and another examination taking an
hour. It has to be instilled in the clinician
that each patient is a person with a spe-
cific need and not a set of findings.

I am sure that this argument, if you
will, is nothing extravagantly new and
startling to the practicing optometrist.
This is the point: teaching clinics should
be the foundation of the patient-cen-
tered approach, not the new practition-
er’s office.

Therefore, with the above thoughts
in mind, | would recommend: strict
supervision and testing to be carried on
in the clinic experience of the student,
both in front of the patient and in sub-
sequent discussion; on the spot case
analysis arriving at a definitive diag-
nosis, along with an ability in differential
diagnosis; ongoing evaluation every
four weeks, in private session with the
major clinic chief, reevaluating all of
the student clinician’s strengths and
weaknesses; and exposure to various
types of patients, delineated by age,
sex, race and background from the
social standpoint, and various eye care
types from the primary optometric
standpoint.

These four very important methods
in optometric clinic teaching cost
nothing to initiate but can produce a
more “people oriented” provider with
a sound basis upon which to build more
sophisticated technical skills essential
to the primary care optometrist. .
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In comparing optometric education
statistics with the other health care pro-
fessions, many favorable similarities—
as well as predictable differences—are
apparent, as the accompanying chart
indicates.’ Some of the key points de-
serve further analysis which should be
the subject of further research.

Optometry remains the profession
most devoted to general practice, with
95% of its practitioners so rated. Con-
trast this with medicine, which identi-
fies a meager 33% in general practice,
and it is easy to understand why con-
temporary health legislation (such as
the Health Manpower Act of 1975%)
stresses the need for primary care physi-
cians. Actually, in this comparison,
medicine is the only health care profes-
sion not composed primarily of general
practitioners.

Optometry trails only medicine and
dentistry in the number of schools grad-
uating students, and, along with osteo-
pathy, is expanding rapidly. The num-
ber of colleges of osteopathic medicine
has virtually doubled since 1970,* and
optometry has added its first new col-
leges since the mid-fifties, including one
located in an academic health center.?
Optometry also ranks third behind med-
icine and dentistry in number of grad-
uates, but many more must be pro-
duced in forthcoming years (over the
current 865 graduated annually) to
satisfy the increasing health manpower
needs of the 1980s.

The number of applicants to op-

John G. Classe is a fourth-year professional
student at the University of Alabama Col-
lege of Optometry, Birmingham. This analy-
sis was written during a 1976 summer in-
ternship with ASCO.
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tometry schools compares favorably
with that of the other health professions,
with the average for all five professions
being three applicants for each entering
student. This means that each year
there are between fifty and sixty thou-
sand students that are denied an oppor-
tunity to enroll in a doctoral degree pro-
gram in a health profession, a stagger-
ing statistic. On the other hand, the five
health professions are currently pro-
ducing approximately 18,000 to 19,000
graduates annually, with the total ex-
pected to rise yearly due to the expan-
sion in size of entering classes.

One area in which optometry lags
behind the other health professions is
in the years of preprofessional educa-
tion required of its entering students. All
other professions report that well over
80% of their entering students have at
least four years of undergraduate edu-
cation, whereas, in 1975, only 59% of
first-year optometry students had had
four years of undergraduate work.> It
is also interesting to note that all of the
health professions now require their
applicants to take a standardized apti-
tude examination as part of the admis-
sions process.

Examining the curricula of the various
professional schools reveals that em-
phasis on the basic sciences phase of
training. has increased in schools of
optometry, osteopathic medicine, and
podiatry. Optometry also shares, with
dentistry, credit for the innovative trans-
fer of the clinical phase of training—
from the third and fourth years exclu-
sively—into the earlier years of the
curriculum. And optometry shares with
its sister health professions the desire
to have increasingly greater portions of
clinical training conducted at locations

remote from the school itself.
Underlying these changes is the belief
of the health professions that inter-
disciplinary education will receive great-
er and greater emphasis in the future.
Educating all the professional students
together will enable them to be better
prepared to practice together in the
interdisciplinary settings of tomorrow.
One interesting aspect of professional
education that is not often discussed is
accreditation. Since the average period
between accrediting inspections is five
to six years, there are approximately

=, one-fifth to one-sixth of all the health

profession schools being accredited in
any given year, a practice which surely
involves a large annual investment of
money and manpower.

Indeed, money is the overwhelming
concern of all the professions, for each
of them shares the need for an increas-
ingly larger and increasingly more stable
financial base upon which to develop
and sustain future programs.® And the
future promises a health care delivery
system that is ever more complicated,
as federal laws and state practice acts
become more complex and more per-
vasive.

Finally, it is satisfying to note that
optometry leads all professions in
putting its graduates “into the field”
immediately upon completion of the
four-year professional course of studies.
This fact, plus the acknowledged su-
periority in geographical distribution of
0O.D’s outside large urban areas,
demonstrates why optometrists are
considered by many health care plan-
ners to be the primary entry point for
eye care service in the United States. @

References

1. Synopsis of Education for the Health
Professions. The Association for Academic
Health Centers, 1976.
2. H.R.5546.
3. Information for Applicants to Schools
and Colleges of Optometry. Association of
Schools and Colleges of Optometry, 1976.
4. University of Alabama in Birmingham,
opened in 1969. See The School! of Op-
tometry Bulletin, 1976-77 ed., University
Station, Birmingham, Alabama 35294.
5. Op. Cit., Synopsis.
6. Op. Cit., Synopsis.

Also used in reference:
Blanch, Lloyd E., The Podiatry Curriculum.
American Association of Colleges of Podi-
atric Medicine, 1970. .
Admission Requirements of U.S. and
Canadian Dental Schools. American As-
sociation of Dental Schools, 1974.
Medical School Admission Requirements
1976-77. Association of American Medical
Colleges, 1975.

Fall, 1977



HEALTH PROFESSIONS AND THEIR EDUCATIONAL PROGRAMS

Professional Profile
A. Number of active professionals
B. Percent in general practice

Profile of Educational Institutions

A. Number of schools

Number of public schools

Number of private schools

Schools developing

Lone standing schools

Number of applicants

Number of entering students

Total graduates

Number of applicants per entering
student ‘

aJuluietel=

. Admission Requirements
A. Percentof students with 4 years
of college work
B. Standardized Aptitude Exam
required of all students

. Characteristics of the Curriculum
A. Number of years of schooling
B. Number of summers of schooling
C. Percent of curriculum in the

basic sciences
1st year
2nd year
3rd year
4th year
D. Percent of curriculum in the
pre-clinical phase
1st year
2nd year
3rd year
4th year
E. Percent of curriculum in the
clinical phase
1st year
2nd year
3rd year
4th year

Accreditation
A. Frequency in years

. Decisions of Graduates:
Percent Entering
Specialty training
Internship
Private practice
Military
Other

1= 1975-1976
¢ = 1974-1975
¥ =1973-1974

Blanks indicate information not available.

112,020

Dentistry Medicine

Optometry

Osteopathic

Medicine Podiatry

330,000

89% 33%

59 114

35 65

24 49

1 5

0 14
14,9707 42,051"
5,5565% 15,295!
4,969? 11,6133

2.6 2.7

149 weeks

80-100%

50- 60%
0
0

0- 20%
40- 60%
0
0

0
10- 20%
60-100%
60-100%

1-7

19,271°

95%

15,000
75%

7,120

Limited
Limited
80-90%

10%
5%

Source: Adapted from Synopsis of Education for the Health Professions, The Association for Academic Health Centers, 1976.
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Several weeks ago, several dozen
optometrists, psychologists, physiolo-
gists, pharmacologists and biologists
convened on the 15th floor of 100 East
24th Street in New York City and, col-
lectively, removed their hard hats. The
Department of Basic Sciences was in-
stalled and quite literally, the move was
over. For the first time since its founding
in 1971, the State University of New
York’s State College of Optometry was
housed under one roof. Symbolically,
the end of the move signaled the emer-
gence of a new era for optometry in
the “empire State,” as New York is
known.

Over the past several years, there has
been growing agreement that the col-
lege is the future of the profession in
the state. Now, for the first time, with
the move to the new facilities com-
pleted, the college is finally able to
respond fully to that challenge. The ex-
citement today lies in determining how
best to utilize the tremendous new re-
sources which have become available.

To illustrate the dimensions of the ex-
pansion that has taken place, consider
the fact that the college’s new modifi-
cation laboratory on the fifth floor of
the new building is larger than its entire
former contact lens clinic. Where before
everyone seemed always to be working
in each other’s hip pocket, today there
is room to explore and grow, room for
faculty, staff and students alike to initi-
ate and investigate. At the present time,
the college occupies ten floors of a 20
story building in midtown Manhattan.
Reconstruction of an additional three
floors is expected by April, 1978. To-
day, the college’s physical plant, which
contains 150,000 gross feet of internal
space, features over 60 primary care
and contact lens examination rooms,

Sheila P. Worthington is Assistant to the
President for College Relations at the State
College of Optometry, SUNY.

eila P Worthington

a comprehensive visual science labora-
tory and learning resources center,
over a dozen specialized research lab-
oratories and a floor devoted entirely
to ocular pathology and special testing.
When completed, the new quarters will
offer some of the most advanced facili-
ties in the country for the education and
training of the modern optometrist as a
clinician scientist. To those who fought,
and won, the hard fight to establish the
college, these are gratifying days.

Looking back, the drive to establish
SUNY’s State College of Optometry
actually started a generation ago, in
1956, when Columbia = University
closed down its optometry program.
In an effort to provide and maintain an
academic and clinical resource for the
profession in the metropolitan area,
a handful of Columbia educated op-
tometrists joined together to form the
Optometric Center of New York. Short-
ly thereafter, the center Board hired a
young Brooklyn-born  optometrist,
newly out of the army, to direct its
operations. His name was Alden N.
Haffner. The rest, as they say, is history.

From a walk-up loft in the garment
district, the center grew and eventually
merged its programs into the college in
1975. Today, the clinical operations of
the University Optometric Center, as
it is now known, are second to none.
Averaging 100,000 patient visits a year,
it is the largest non-profit vision care
clinic in the country. With its enormous
resources and diversified patient pop-
ulation, the center provides a remark-
able training ground for the students at
the college. Under close clinical super-
vision, the students, beginning in their
second year, provide visual care to a
patient roster that ranges from male
prison inmates to Chinese school chil-
dren. Dr. D. Leonard Werner, Chair-
man of the Department of Clinical
Optometric Sciences, noted that “by
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the end of the fourth professional year,
our students have completed more than
1400 hours of clinical exposure at a
student/faculty ratio of 3:1.”

The college, through its clinical facili-
ty, supervises seven satellite clinic oper-
ations in the disadvantaged sections of
the city and provides compréhensive
vision services for 37 nursing homes
throughout New York. As an adjunct to
its own clinical teaching program, the
college, each summer, sponsors an
eight-week clinical internship program
for selected fourth-year students from
other schools and colleges of optometry
in the northeast. ,

Allied with this excellence in clinical
education is the center’s administrative
structure, which, from its earliest days,
was primarily concerned - with the
proper delivery of patient care. From
the beginning, the college and center
professional staff have been imbued
with a very real, tangible social concern
for the patient population they serve.

Interestingly, this regard for the pa-
tient and his rights has had a significant
influence on the development of the
academic structure of the institution.
It is quickly apparent after even a cur-
sory skimming of the college catalogue
that, in addition to the expected scien-
tific basics, public service as well as
humanistic and behavioral endeavors
in the health care disciplines are promi-
nent in the present thrusts of the aca-
demic program.

At the present time, SUNY’s State
College of Optometry has the most
comprehensive public health curriculum
component of any school of optometry
in the United States or Canada. Its pub-
lic and community health courses ex-
ceed in number those offered at any of
the four colleges of medicine main-
tained by the state. Of greater im-
portance, however, is the caliber of
education offered by the institution.
For the past ten years, optometric edu-
cation has been in a state of evolution.
Nowhere has this been more evident
than in the teaching of the basic sci-
ences. As the profession, in general,
has moved in the direction of the use
of diagnostic and possibly, therapeutic,
drugs, the colleges have been increas-
ingly called upon to prepare their stu-
dents in the use and effect of drugs
upon the ocular system.

At SUNY, this has led to an almost
constant, some say chronic, curriculum
review in the Basic Sciences. Perhaps
no other area of the college has seen
such change over the past six years.
The department has been substantially
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restructured, and there is, today, a
recognized full-time commitment to the
study of the non-visual human system
both in terms of personnel and re-
sources.

QOverall, the end result has been to
divide the department into what is
lightly called the “basic, basic sciences”
and the “basics.” First-year biochem-
istry, physiology and anatomy have all
been broadened and strengthened in
order to give the student an exception-
ally solid scientific foundation. It is felt
this groundwork is essential if today’s
student is to be expected to master the
demands placed upon him by path-
ology and pharmacology. Dr. Jerry
Rapp, Chairman of the Department of
Basic Sciences, unequivocably states

that his department’s course work is--

easily equivalent to that taught in any
of the nation’s better medical schools.

Less obvious, but of equal import,
are the advances that have been made
in recent years in the study of basic
optometric sciences. Unquestionably,
this field is the intellectual structure
upon which the entire profession is
predicated. And as such, its basics, the
teaching of the acquisition and process-
ing of visual information, remain rela-
tively constant. However, here too,
the impact of constantly increasing new
knowledge has led to significant changes
in teaching. It is a fact that “what is true
today may not be true tomorrow,”
and as a consequence, textbooks today
can’'t keep up with the surge of new
knowledge that has emerged. To cope,
the faculty relies heavily upon the
library’s extensive acquisition program
and, increasingly, transmits information
through regular distribution of original
papers. Here, perhaps more than in
any other department of the college,
the faculty has evolved a flexible and
fluid style of teaching that seems likely
to remain the mode.

Flexibility and academic fluidity are
important, too, in the work of the col-
lege’s Department of Behavioral Sci-
ence and Public Health. Here, the op-
tometric student body is rigorously ex-
posed to a comprehensive analysis of
social, economic and political influences
on health care as provided by both the
voluntary and proprietary sectors. By
his fourth and final professional year,
the optometric student is urged, indeed
expected, to question the status quo,
the social, legal, ethical, professional
and scientific obligations of optometry
as a licensed discipline.

It is a matter of pride at the college
that the students are exposed to the

most rigorous program in Behavioral
Science offered at any school or college
of optometry in the country. Dr. Michael
Heiberger, Director of Student Affairs
and Services, considers this academic
emphasis on behavioral and vision
development a very real plus in dis-
cussing the college with prospective
applicants. It makes SUNY unique. It
also gives entering students the oppor-
tunity to branch out into new areas of
scientific interest and to broaden their
intellectual and psychological aware-
ness. As Dr. Lowell E. Bellin, New
York’s distinguished former Commis-
sioner of Health noted in his com-
mencement address last June, “The
optometrist of the future will be called
upon to deal with the whole person, not
just a set of visual organs.”

In line with this thinking, it is also a
tenet of the college’s educational thrust
that the optometrist of the future will
increasingly be called upon to interact
and develop adequate communication
skills with other members of the profes-
sional health team. As an example of
the interdisciplinary approach which
is encouraged within the clinic insti-
tution, students are exposed to the serv-
ices and efforts of the clinic’s Depart-
ment of Social Services. Special sem-
inars and sessions are offered in which
optometry students work with graduate
social work students (from New York
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University Graduate School of Social
Work}, in coordinating patient care
among participating disciplines, as well
as external providers (e.g., hospital,
health centers, private practitioners).
In addition, a Learning Disabilities Unit
has been developed within the clinic’s
Vision Training Department to provide
an interdisciplinary approach to learn-
ing problems. Three doctoral candi-
dates from New York University’s clini-
cal psychology program are participating
in this project. Besides contributing to
subject content matter, it is believed that
the students will greatly benefit from this
exposure and training in interdisciplin-
ary communication and cooperation.
As Dr. Werner observed some time
back, “There is no question but that as
examinations and equipment become
automated and grow increasingly so-
phisticated in design, the optometrist is
going to be called upon to interpret the
findings to an entire community of
health care providers: neurologists,
psychologists, physiologists, ophthal-
mologists and educators.”

In recent months, there have been
discussions and plans at the college to
begin interdisciplinary clinical programs
within the framework of other clinical
care programs. The administration an-
ticipates cooperative arrangements with
the New York University College of
Dentistry, New York College of Podiat-
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ric Medicine, and one of the medical
schools in the city. These courses will
emphasize the necessary integration of
various disciplines in the provision of
eye care services and will help estab-
lish the optometrist as an effective mem-
ber of the primary care health team.

Dr. Robert Rosenberg, Chairman of
the Department of Basic Optometric
Sciences, comments, “Increasingly,
the optometrist is the person who
knows the kind of information that is
needed in order to make a diagnosis,
and where necessary, an appropriate
referral. He also knows enough to be-
come an intelligent recipient of inter-
disciplinary referral.”

As a practical matter, the truth of
these separate but concurring observa-
tions is reflected in the increasing atten-
tion being paid to the college’s graduate
program and to the special residencies
in vision training and ocular pathology
and special testing. For several years,
the college has offered a program in
visual science leading to the master of
science (M.S.) degree. More recently,
the need for graduates, combined with
the special educational strengths of the
college, led to the proposal and devel-
opment of a program in vision science
leading to the degree of doctor of phil-
osophy (Ph.D.}.

To date, there are only five Ph.D.

programs in vision science in the
country. The college’s new program will
offer the first such degree at a college
of optometry in the eastern United
States. As such, it represents the latest
in a series of educational innovations
designed to fulfill the challenges of
optometric education in the 1970s and
'80s. As such, too, it represents the
latest manifestation of the college’s
philosophy: “The professional cur-
riculum at the State College of Optome-
try is designed to provide high quality
didactic laboratory and clinical pro-
grams from which the modern optome-
trist can gain the knowledge and skills
necessary to improve and enhance
visual performance. The challenges of
health care delivery in the immediate
future will demand that newly gradu-
ating health professionals be able to
utilize thoroughly the latest advances in
scientific knowledge and technology
and in modes of delivery in order to
reach an increasing number of people
with the best possible care.”

In short, the challenge ahead will
be to understand, to interpret, to com-
municate and to participate. As Dr.
Alden N. Haffner, President of the in-
stitution, expresses it, “The main thrust
of the College is, and will continue to
be, to produce optometrists who go out
into the community and serve.” ]
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Nelson
Continued from page 13

have done field work. That field work is
not simply observing but acting in the
employ, unpaid if you will, but the
employ of a health related institution.

The Fourth Ward Clinic has served
as one of these institutions. Students
have come to the clinic, have func-
tioned in specific jobs with specific re-
sponsibilities in that clinic, have learned
how the clinic operates, have witnessed
its day-to-day operation, have wit-
nessed the successes of the clinic and
have witnessed its failures—the mis-
takes of the clinic. I cannot emphasize
this enough. They have witnessed the
mistakes that have been made in that
clinic. I am the Director of the Fourth
Ward Clinic. Many of these students
are mine. Many .of the mistakes that
have been made are mine; that is, I
expose students to my own mistakes.

I must emphasize that students are
an unforgiving lot—they fail to see why

ANNOUNCEMENT

A Unique Post-Doctoral Program
Designed to Relate Psychophysics of
Vision and Physiological Optics to Clin-
ical Ophthalmic Science.

A limited number of two- and three-
year National Eye Institute sponsored
post doctoral fellowships are offered for
interested parties to serve part of their
training period in this laboratory, and
part of their time in other research cen-
ters in order to receive breadth of train-
ing in an effort to further advance re-
search relating modern visual science to
clinical application. Programs will be
tailored to the interests of individuals
accepted into the program and to the
perceived requirements of the ophthal-
mic research community. It is hoped that
this training will be especially useful in
advancing knowledge of visual perform-
ance in a number of disease categories
including diabetic retinopathy, senile
macular degenerations, retinitis pig-
mentosa, and glaucomas, nerve conduc-
tion anomalies, and functional prob-
lems including amblyopia, anomalies of
binocular vision, and vision through
partially opaque or translucent media.

Individuals completing Ph.D. training,
residency and/or first Post-Doctoral
programs are invited to apply. Please
send CV and a statement of interest
and career goals to: Jay M. Enoch,
Ph.D., Program Director, Department
of Ophthalmology, U. Florida College
of Medicine, Box J. 284, JHMHC,
Gainesville, Florida 32610. Affirmative
Action/Equal Opportunity Employer.
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mistakes can happen. Part of teaching,
then, is to try to explain how such gross
errors could have been made. None of
this is calculated to maintain the aura
of invincibility, of intellectual acuity
which professors are fond of parading
in front of their students. If one is to go
into the field as an academic, he must
be prepared to look the fool. He will be
at times. He will be the subject of criti-
cism at times. He will be the precipita-
tor of public failure at times. Unless he
can stand this image of himself known
by his students and others, then he is
not strong enough for this business and
should stay out of it. In the field we have
no place for those who first and fore-
most must guard their egos.

Simply put, the social science prac-
titioner must somehow find the courage
to do—not the courage to succeed,
but to risk, to try, to fail, to be wrong,
to be embarrassed or embarrassing, to
cause problems for himself, herself and
others, to have the wisdom to develop
action-oriented knowledge and the
courage to accept responsibility for its
application by being part of that process.
Understand, what- is not being sug-
gested is the model where the person
of knowledge feeds the person of ac-
tion; what is urged is the fusion of the
two. That there may be few sociolo-
gists, social scientists or others sufficient-
ly adept to fulfill this role does not
negate the principle. Few are there who
are first-rate library scholars yet we
maintain the ideal and seek to train
students to approximate it.

This is, then, no clarion call for the
overthrow of the conventional academic
role. It is simply an effort to seek ex-
pansion of that role so that academics
will feel themselves free to practice their
craft in this manner. For academics to
do so, they must be encouraged. Few
are there who will go forth without the
encouragement of their host institu-
tions. Universities, | then submit, must
now encourage those who have been
active in this world, who have sought
to understand by doing and analyzing
what has been done by them—univer-
sities must now encourage these per-
sons to do more and must speak to the
timid among us and say, “You, too,
may go out into the world and analyze
what is.” Universities themselves must
finally make the commitment to act in
their own communities, be they cities,
counties or states; universities must
accept responsibility for actions in the
community to remedy change.

There is, finally, no reason why the
University of Houston or other health

related institutions in this city should
support the Fourth Ward Clinic—there
is no mandate to do so. Neither, [ sub-
mit, is there justifiable reason why these
institutions have not supported the
Fourth Ward Clinic. We sit in the poor-
est section of Harris County, the fourth
poorest in the ‘Houston SMSA. All
through educational institutions, pover-
ty is a favorite subject. We have it cap-
tive in our clinic, day after day. The
poor come, the fairly poor, the very
poor, and the desperately poor. The
young come, the old come, the hurt
come, the psychological casualties
come—all of them poor. We have med-
ical problems, we have health prob-
lems, we have social problems.

There is no reason why that striving
institution, the University of Houston,
should not be involved in that clinic.
There is no reason why that vast prin-
cipality, the University of Texas Health
Sciences Center, should not be in-
volved in the Fourth Ward Clinic, in-
volved in every phase of that Clinic.
There is, finally, no reason why the
health related institutions did not them-
selves place that clinic there, did not
themselves enter into the health delivery
system of Houston. It remained for pri-
vate individuals, many of them from the
wealthier churches of this city, to do so.
And it remained, at the University of
Houston, for the School of Social Work
to take the lead in joining with the
Fourth Ward Health Clinic in serving
its clients.

Day after day we may not approving-
ly at the canard that the child with a
bad heart who has to walk up three
flights of stairs is, in fact, beset by two
health problems—and that a good
health clinic, a sensible health clinic,
a reasonable health clinic will attack
these problems. We may nod, we may
find it reasonable, and yet, the health
institutions of this city who knew its
truth before it was ever said, first, failed
to attack the problem and, second,
showed little concern with supporting
the agency which did attack it.

There is no issue in “university in-
volvement in community health.” Who
among the faculty knows about com-
munity health? Then they should be in-
volved in it—in its propogation, in its
realization. They should be there, and
this University should be providing all
mechanisms necessary to facilitate the
use of their knowledge in this way.

That universities still see as problems
what should be seen as opportunities
well indicates how far we have yet to
go. @
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