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LETTERS 

D e a r D r . Haf fner: 

I recently received a copy of the 
Journal of Optometric Education 
(JOE) and was most pleased and 
gratified to learn of its existence. My 
subscription application is enclosed. 

Some years ago Dr. Joseph Gelsi 
of Dobbs Ferry, New York, and I 
conducted a study to determine the 
most significant factors influencing 
the professional outlook of students 
attending the colleges and schools of 
optometry. By far the most signifi­
cant factor was the inculcation of 
standards advanced by the institu­
tions themselves. This finding adds 
another dimension to the impor­
tance of ASCO in the future of 
optometry. 

Let us hope that the Journal re­
ceives wide readership, support and 
feedback from the clinicians through­
out the country, which in turn will 
strengthen ASCO and broaden the 
scope of its goals and aspirations. 

D o n a l d Ian G o t t e h r e r , O . D . 
4 4 4 1 Nor th 7 5 t h S t r e e t 
S c o t t s d a l e , A Z 8 5 2 5 1 

For the 
best texts, 
call us — free! 

Mosby books 
build a solid 

foundation in 
optometry... New 4th Edition. OPHTHALMOLOGY: Principles and 

Concepts. By Frank W. Newell. M.D., M.Sc. (Ophth.). 
Concise yet comprehensive, this text is an excellent introduction to contemporary ophthal­
mology. Dr. Newell carefully integrates the basic disciplines — anatomy, pharmacology, 
physiology and clinical examination methods — with lucid discussions of ocular disorders 
and the ocular manifestations of systemic disease. Reflecting the latest advances, this 
edition incorporates new material on intraocular lenses, photocoagulation, cytologic 
methods, glaucoma management and other topics. November, 1978.638 pp., 448 illus. 
Price,.$29.50. 

A New Book. MICROSURGERY OF THE GLAUCOMAS. By Mikhail M. Krasnov, M.D. 
Translated from the Russian by MikhailM. Krasnov and V. S. Akopian. Give your students 
practical guidelines for differential diagnosis with this new volume from a respected Russian 
authority. This timely reference presents methods for the differential diagnosis of 
pathogenetic forms of eye hypertension and the latest microsurgical techniques. 
Informative discussions detail treatment, antiglaucoma procedures, and microsurgical 
equipment. April, 1979.198 pp., 92 illus. plus 3 color plates. Price, $35.00. 

2nd Edition. COMPREHENSIVE REVIEW OF ORTHOPTICS AND OCULAR MOTILITY: 
Theory, Therapy and Surgery. By Jane Hurtt, R.N., A.A., CO.; Antonia Rasicovici, B.A., 
CO.; and Charles E. Windsor, M.D. This edition — in convenient question-and-answer 
format — again offers a solid, general introduction to orthoptics and adds many new 
highlights. Discussions cover the Bruckner transillumination test, Faden operation, 
nystagmus blockage syndrome, penalization. Fresnell press-on prisms, accommodative 
effort syndrome and TNO test. The authors also describe the latest techniques in prism 
therapy and miotics. Special features include a glossary and a new appendix containing a 
history of orthoptics. 1977.268 pp., 52 illus. Price, $26.50. 

Phone toll-free (800) 325-4177, ext. 10. Call collect in Missouri— 
(314) 872-8370 ext. 10 during regular I W I Q C p v 
business hours. A90754 IVI^J J O T 
Prices subject to change. TIMES MIRROR 

THE C. V MOSBY COMPANY 
11B30 WESTLINE INDUSTRIAL DRIVE 

ST LOUIS, MISSOURI 63141 

CLASSIFIED 
ILLINOIS COLLEGE OF OPTOMETRY 

Clinical Faculty Pos i t ions 

Applications are invited for full-time clinic faculty positions open for Septem­
ber 1979. Qualifications: Doctor of Optometry degree; patient care experience 
of at least one year; and teaching experience desirable. Responsibilities include 
individual instruction of interns in appropriate management of vision problems; 
and lecture and laboratory instruction determined from credentials and interests. 

Rank and salary commensurate with qualifications. Fringe benefits included. 
Submit resumes to Dr. Derrald G. Taylor, Executive Director of Clinics, Illi­

nois College of Optometry, 3241 South Michigan Avenue, Chicago, Illinois 
60616. An Equal Opportunity/Affirmative Action Employer. 
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Criterion-Referenced Scoring of 
the National Board Examination 

1 here are at least two important questions that one 
might ask concerning the National Board Examina­
tion: (1) What does the exam measure? and (2) 
How are the results used? The National Board Ex­
amination is a norm-referenced examination and 
thus measures where an individual ranks in ability 
with respect to some group of individuals, most like­
ly those who have or who are taking the examina­
tion. With respect to the second question, I would 
suspect that the intended use of the results is to de­
cide whether or not an individual has achieved some 
minimum level of competency required for the prac­
tice of optometry. If this is indeed how the examina­
tion results were intended to be used, then would it 
not be better to construct the test and score it ac­
cording to its intended use? 

A criterion-referenced examination is one in 
which a prior passing level of performance is estab­
lished and is particularly well suited for assessing 
whether or not a person has achieved a minimum 
level of competence. Based on the belief that there is 
a certain body of knowledge that could be consid­
ered as indispensable for an optometrist to function 
with a minimum degree of competence, a criterion-
referenced examination would appear more appro­
priate for the purpose of the National Board Exami­
nation than a norm-referenced examination. How­
ever, before a criterion-referenced examination 
could be constructed, the performance criteria 
would have to be established. This would un­
doubtedly be very difficult and there would be prob­
lems in standardizing the examination from year to 
year. There is a first step that is not so difficult to 
accomplish, and hence I would like to propose that 
the scoring of the examination be changed from 
norm-referenced to criterion-referenced. 

Nedelsky1 has developed a procedure for estab­
lishing absolute grading standards which is the es­
sence of the proposal which I wish to convey, not 
only to the National Board of Examiners in Optome­
try (NBEO), but also to any instructor who uses mul­
tiple choice examinations to evaluate student per­
formance on an absolute basis. The procedure for 
criterion-referenced scoring is also likely to improve 
the quality of construction of multiple choice tests. 

Criterion-referenced scoring is achieved by estab­
lishing the minimum passing score (MPS) prior to 
the administration of the examination. The proce­
dure for obtaining the MPS is to decide which dis-
tractors in a multiple choice examination ought to be 
identified as wrong by the student having a mini­
mum passing knowledge of the subject matter. For 
each question, the number of such distractors meet­
ing this criterion of being clearly resectable is sub-

EDITORIAL 

tracted from the total number of choices for that 
question. The reciprocal of the difference establishes 
the MPS for that question which is, in fact, the 
probability for a student to randomly select one of 
the other choices. The sum of the MPSs for all of "the 
questions comprising the examination establishes 
the MPS for the entire examination. For example, a 
question having four choices, two of which are 
clearly resectable as wrong would have an MPS of 
0.5. For a 100-item test in which each question had 
an MPS of 0.5, a raw score of 50 would be the MPS 
for the entire examination. 

Establishing which distractors should clearly be 
identified as wrong by the student who is supposed 
to have minimum passing knowledge could be 
achieved by concurrence among perhaps three to 
five consultants who are asked to work indepen­
dently. As it would be likely for the consultants to 
disagree, a certain concurrence ratio (e.g., 4 out of 
5, or 2 out of 3) could be predetermined before a 
question is to be used in the examination. Questions 
for which there is less than the requisite amount of 
concurrence for identifying the choices that are 
clearly resectable should be appropriately modified 
or discarded. 

The feasibility of scoring tests with the MPS proce­
dure has already been shown123 in other areas 
(physics and pathology) and would undoubtedly im­
prove the quality of the National Board Examina­
tion. I would encourage those agreeing with my sug­
gestion or having other suggestions for improving 
the quality of the National Board Examination to 
write to the NBEO. Criterion-referenced scoring ap­
pears to me to be a reasonable first step toward the 
development of a criterion-referenced examination; 
however, criterion-referenced scoring could be 
applied to any multiple choice test regardless of the 
basis on which the test was designed. • 

PaulL. Pease, O.D., Ph.D. 
Director of Vision Sciences 

The New England College of Optometry 
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A Clinical Guide to Soft Contact 
L e n s e s . By M.R. Spinell, O.D., 
F.A.A.O. Radnor, PA: Chilton, 212 
pp., illustrated soft-bound with wide 
margins. 

This informative text is a valuable re­
source for the busy optometrist and 
optometric educator who must cope 
with the rapid changes occurring in the 
soft contact lens industry. 

Continudus research and develop­
ment with soft lenses has resulted in a 
dramatic increase in the number of lens 
types and materials which are available. 
Presently there are some 15 lenses 
available on the market with more on 
the drawing board. The constant state 
of flux in the soft lens arena makes it 
difficult for the optometrist to stay 
abreast of the lenses available, their 
physical characteristics and their fitting 
techniques. 

This problem is particularly important 
for the clinical educator who must deal 
with a broader selection of lenses to en­
sure a wide ranging experience for the 
optometry student. 

Dr. Spinell's text would double well 
as a laboratory manual and clinical 
handbook. As a lab manual, it covers 
the general principles of corneal physi­
ology, measuring lens parameters, 
evaluation of lens fit, patient training 
and post-fit care in a logically se­
quenced outline format with concise yet 
informative explanations. As a clinical 
handbook one section of the text con­
tains valuable information concerning 
specific physical parameters, as well as 
lens selection and evaluation for most of 
the lenses currently available. This last 
feature, of course, is a strong point for 
buying the book now, but will become 
outdated in a year or two. It is hoped 

that the author will continue to revise 
the contents of the text on a regular 
basis. 

A Guide to Education for the 
Health Profess ions . By The Com­
mittee of Presidents of the Health Pro­
fessions Educational Association, Asso­
ciation for Academic Health Centers. 
Washington, D.C.: Acropolis Books, 
1979, 139 pp., $4.95. 

This valuable resource book provides 
the health educator with quick reference 
information on major health care 
professions. Allied health, dentistry, 
health services administration, medi­
cine, nursing, optometry, osteopathic 
medicine, pharmacy, podiatric medi­
cine, public health and veterinary medi­
cine are explained through a brief series 
of outlines and short descriptions. 

Each profession is profiled over eight 
to ten pages as to the numbers of practi­
tioners and their licensure require­
ments. The educational institutions 
serving the profession are listed along 
with basic admission requirements, cur­
riculum contents and accreditation pro­
cedures, as well as other interesting 
statistics. These outline profiles are fol­
lowed by brief descriptions formulated 
by the leaders of each profession con­
cerning the education of the profession, 
past changes in education, current 
trends and future challenges to that pro­
fession and its educational system. 

With its concise presentation, the 
Guide to Education serves the health 
educator as a realistic resource in devel­
oping curricular and training programs 
involving interdisciplinary interaction. 
Not only are basic facts and figures 
available but a sense of how each pro­
fession views itself and its future can be 
obtained for a few moments' investment 
of time. 

A Framework for Student Affairs 
at S c h o o l s and Col leges of Op­
tometry. By H. Heiberger, J. Crozier, 
D.W. Davidson and B. Shoener. Wash­
ington, DC: Association of Schools and 
Colleges of Optometry, 1979, 45 pp. 

Prepared by the Council on Student 
Affairs of the Association of Schools 
and Colleges of Optometry (ASCO), 
this manual provides a framework for 
services and activities in a variety of 
areas concerned with optometric stu­
dents. 

Admissions, records, financial aid 
and counseling are but a few of the 
areas that are included in this important 
text. Under each topical heading, the 
principal goal is stated, followed by an 

outline of objectives, services, staffing 
and evaluation. 

The student affairs administrators will 
find this brief text a valuable resource for 
evaluating policies and services pro­
vided locally as well as in initiating the 
planning process for new ones. 

M i c r o s u r g e r y Of T h e Glau­
comas . By Mikhail M. Krasnov (trans­
lated from the Russian by Mikhail M. 
Krasnov and V.S. Akopian). St. Louis: 
C.V. Mosby Co., 1979, 184 pages, 92 
illustrations, $35.00. 

This is a most interesting book, to an 
American, because many of the con­
cepts and procedures in the surgical 
treatment of the glaucomas are not 
commonly accepted in America. This is 
perhaps best stated by the author in the 
preface to the American edition where 
he states: "The general sum of informa­
tion available in our countries concern­
ing the existing methods of diagnosis 
and treatment of the disease is more or 
less equal. But the procedures adopted 
in everyday clinical practice are not the 
same. Each of the countries has chosen 
those procedures most suitable for its 
own specific ends. This was influenced 
by a number of factors, among them 
their respective historical backgrounds 
and the fundamental differences in their 
social systems. Some methods de­
scribed and even the manner and style 
of their descriptions may probably seem 
unusual to an American ophthalmolo­
gist." 

The most significant primary differ­
ence in the surgical management of the 
glaucomas by the author and that usu­
ally followed in America is the desire, of 
the author, to not have a filtration bleb. 
In the Americas, at least in the open 
angle glaucomas, there is the desire to 
form a filtering bleb, but under control. 
When reading this book it is necessary 
for one to have an in-depth understand­
ing of the descriptions and surgery, as 
used in the Americas, if one is to avoid 
significant confusion. It is important for 
the optometrist to recognize these 
fundamental differences in descriptions 
and surgery of the glaucomas, if serious 
errors in the interpretations of articles, 
correspondence, and the surgical 
management of the patient with glau­
coma is to be avoided when relating the 
American experience with those of the 
Russians as described in this book. 

Guest Reviewer, Albert N. Lemoine, M.D. 
Chairman, Department of Ophthalmology 

University of Kansas Medical Center 
Kansas City, KS 
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Analysis off Optometric 
Students, Academic Year 

1975-1976 
Douglas W. Redmond and Joan R. Allen, M.A. 

t\n analysis of first through fourth 
year students enrolled in the schools 
and colleges of optometry in 1975-
1976 was conducted by the Optometric 
Manpower Resources Project, Ameri­
can Optometric Association, between 
September 6, 1977. and September 
29, 1978. A final report was presented 
to the Division of Associated Health 
Professions, Department of Health, 
Education and Welfare, as required 
under contract number HRA 231-77-
0045. This article represents the find­
ings of that analysis. The content of this 
publication does not necessarily reflect 
the views or policies of the Department 
of Health, Education and Welfare. 

Douglas W. Redmond is Director of the 
Optometric Manpower Resources Project, 
American Optometric Association, and was 
principal investigator for the study. Joan R. 
Allen, M.A., was statistical consultant. 
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Introduction 

For some time prior to 1975 the op­
tometric community felt the need for 
detailed information about students 
enrolled in schools and colleges of 
optometry, particularly with respect to 
their financial resources for supporting 
their professional education. Some in­
formation was available on an individual 
school basis, but the lack of compara­
bility of available data, both in content 
and format, among schools and col­
leges precluded the possibility of pool­
ing and analyzing these data. 

In the Spring of 1975, the representa­
tives of the American Optometric Asso­
ciation (AOA), the Association of 
Schools and Colleges of Optometry 
(ASCO), and the Optometric Man­
power Resources Project (OMRP) met 
to discuss the development and imple­
mentation of a survey of all students en­

rolled in the thirteen schools and, col­
leges of optometry. Continuing discus­
sions culminated in the design of a 
questionnaire to elicit the data felt 
necessary for describing the optometric 
student population. This questionnaire 
was to be distributed to all students dur­
ing the registration periods for the fall 
1975 term with the assistance of repre­
sentatives of the American Optometric 
Student Association (AOSA). Two 
follow-up attempts were made during 
the academic year to elicit additional 
responses. The survey period ended in 
May, 1976. Unfortunately, repeated at­
tempts- to secure the cooperation of the 
University of California, Berkeley, 
School of Optometry failed, and no 
questionnaires were returned. 

A limited amount of data was later 
obtained through the administration of 
the school. This presented some prob­
lems for data presentation and analysis 



which are discussed in greater detail in 
the Methodology. All completed ques­
tionnaires were directed to the offices of 
the OMRP and locked in a private file 
room to insure confidentiality. 
Response rates by school and class were 
computed and adjusted as question­
naires were received. The overall re­
sponse rate was approximately 70 per­
cent of all first through fourth year stu­
dents enrolled in the twelve participat­
ing schools and colleges of optometry 
for the academic year 1975-76. Due to 
lack of funds, further processing and 
analysis of these data were postponed 
until the award of this contract in 
September, 1977. 

This report describes demographic, 
socioeconomic and financial resource 
characteristics of optometric students for 
1975-76. Wherever comparable data 
were available from the 1970-71 survey 
of how health professions students 
finance their education, the data from 
the two survey periods were compared 
for time trends. The number of variables 
for which there was comparability was 
small, and thus, the analysis for trends 
was more limited in scope than desired. 
The body of the report presents analysis 
and discussion of findings. 

Summary 

Students at the thirteen schools and 
colleges of optometry were surveyed for 
demographic, socioeconomic and 
financial characteristics in 1975-76. 
Twelve of the thirteen schools partici­
pated in the survey and submitted stu­
dent questionnaires. The Western cen­
sus region was found to have the high­
est ratio of students to population. 
Overall, students indicated that they in­
tended to practice in communities simi­
lar to those of their permanent resi­
dence. 

Optometry students were, in large 
measure, white males. The median re­
ported parents' income was approxi­
mately $17,000. There was no relation­
ship between students' year of study 
and median parents' income. There was 
also no apparent relationship between 
parents' income and school control 
(public or private). There was a weak 
association between father's highest 
level of education and student's year of 
study. The median available assets for 
financing optometric education were 
$766.00 and were clearly related to 
class, with first year students reporting 
the greatest amounts. The median ex­
pected cost among survey respondents 
was $25,781 for four years, and this 
also was clearly related to class, with 

TABLEA 

Ratio<1.6 Ratio < 1.6 
per 100,000 per 100,000 TOTAL 

Number of States with 1 or more schools 
Number of States with no schools 
Total Number of States 

3 

25 

28 

9 

14 

23 

12 

39 

51 

TABLE B 

Students Attending a School 

Census Region 

Northeast 

North Central 

South 

West 

TOTAL 

Within Region 
of Res idence 

749 

877 

811 

615 

3052 

Outside Region 
of Res idence 

129 

198 

211 

74 

612 

TOTAL 

878 

1075 

1022 

689 

3664 

first year students anticipating the high­
est costs. 

This finding was in direct opposition 
tothe findings reported for a 1970-711 

survey, where fourth year students indi­
cated the greatest costs. Eighty-two per­
cent of the students anticipated being in 
debt for their optometric education, and 
the median amount was $10,585. Par­
ents and spouses provided the greatest 
average percent support among the 
seventeen sources listed on the ques­
tionnaire. Scholarships, on the average, 
provided very little support. Federal 
programs varied from 31.6 percent to 
14.1 percent in the average percent of 
support provided. Overall, students 
drew on a wide variety of sources for 
financing their optometric education. 

Geographic Distribution 

State of permanent residence was re­
quested of students as an indicator of 
where optometry students come from 
geographically and of the mobility of 
students in seeking optometric educa­
tion, as well as the influence of school 
location on the ratio of optometry stu­
dents to the resident population. The 
overall ratio of students who gave a 
state of permanent residence to the 
U.S. resident population was 1.8 stu­
dents per 100,000 resident population. 
This ratio was highest in the West (2.1 
per 100,000) and lowest in the South 
(1.5 per 100,000). The ratios in the 
Northeast and North Central regions 
were equal (1.9 per 100,000). On a re­
gional basis, the number of schools was 
not a significant factor since each region 

had three schools, with the exception of 
the North Central region which had 
four. This fourth school, however, had 
just opened and had only twenty-one 
first year students at the time of the sur­
vey. On an individual state basis, the 
ratio of students to population varied 
from 0.0 for the District of Columbia 
(implying only that there were no re­
spondents from the District of Colum­
bia) to 5.3 for Wyoming. The median 
ratio for the fifty states was approxi­
mately 1.6 students per 100,000 resi­
dent population. Using this median ratio 
as a dividing point, Table A shows the 
number of states with and without op­
tometry schools with ratios of more and 
less than 1.6 students per 100,000 resi­
dent population. 

The chi-square test for independence 
applied to this contingency table of ratio 
and presence of school yielded a statis­
tic which was significant at the 5 percent 
confidence level (X2 = 6.09; X2

0 5 1 = 
3.84). The inference that can be made 
is that indeed the presence of an op­
tometry school in a state influences the 
number of state residents who pursue 
an optometric education. 

The mobility of students in seeking 
optometric education is somewhat re­
flected by the diversity of the location of 
schools attended by the students from 
within a state or region. Table B gives 
the numbers of students from each re­
gion and how many were attending 
schools within their region. 

As would be expected, there was a 
very strong association between the re­
gion of residence and the location of the 
school attended (X2 = 33.85; X2

 053 = 
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APPENDIX TABLE 2A 

Number of Optometry Students by State of Permanent Residence and School Attended: 1975-1976 
(All Students) 

S c h o o l / College of Optometry 

' »S "3 
• » 1 "-a & • u - £> 

Location Total M o o < u. B B J Z O O O a. a. «) U 0 r| 

Total 3900 236 103 107 21 268 571 280 285 217 303 552 364 592 
U.S. Total 3663 126 94 105 21 257 568 263 245 213 289 538 354 590 
Non-U.S. 23 0 3 1 0 5 0 4 2 0 5 2 1 0 

REGIONS 
Northeast 878 6 93 1 0 0 48 15 225 4 11 431 23 21 
North Central 1075 5 1 1 21 29 440 217 7 199 39 7 40 69 
South 1022 2 0 102 0 220 42 24 10 5 9 99 20 489 
West 689 113 0 0 0 8 37 7 3 5 231 2 271 12 
DIVISIONS 
New England 241 2 0 1 0 0 4 1 168 0 8 45 7 6 
Mid Atlantic 636 4 93 0 0 0 45 14 57 4 3 386 16 15 
East North Central 807 4 1 0 21 3 316 204 7 199 9 7 21 15 
West North Central 268 1 0 1 0 25 124 13 0 0 30 0 20 54 
South Atlantic 459 2 0 25 0 13 36 17 9 4 6 97 14 237 
East South Central 229 0 0 75 0 11 5 5 0 1 0 2 0 129 
West South Central 334 0 0 2 0 197 1 1 2 0 3 0 6 123 
Mountain 149 4 0 0 0 6 18 2 2 4 54 2 53 4 
Pacific 540 109 0 0 0 2 19 4 2 1 176 0 218 8 
STATES 
Alabama 66 0 0 64 0 0 0 0 0 0 0 0 0 2 
Alaska 4 0 0 0 0 0 0 1 0 0 3 0 0 0 
Arizona 26 1 0 0 0 2 3 0 . 0 0 8 2 9 2 
Arkansas 55 0 0 0 0 2 0 0 2 0 0 0 0 52 
California 346 108 0 0 0 2 11 2 2 0 14 0 201 6 
Colorado 24 0 0 0 0 2 6 0 0 0 6 0 10 0 
Connecticut 49 0 0 1 0 0 3 1 24 0 0 16 2 2 
Delaware 11 0 0 0 0 0 0 0 0 1 0 7 1 2 
District of Columbia 0 0 0 0 0 0 0 0 0 0 0 0 0 0 
Florida 128 1 0 7 0 11 15 5 2 0 6 10 8 62 
Georgia - 48 0 0 4 0 0 1 2 0 0 0 0 1 40 
Hawaii 23 1 0 0 0 0 4 1 0 1 8 0 6 2 
Idaho 12 0 0 0 0 0 0 0 0 3 6 0 3 0 
Illinois 190 0 0 0 0 0 176 12 0 0 0 0 2 0 
Indiana 182 0 0 0 0 0 4 172 0 0 0 0 5 2 
Iowa 70 0 0 0 0 0 48 3 0 0 6 0 3 8 
Kansas 47 0 0 1 0 14 5 0 0 0 2 0 5 21 
Kentucky 40 0 0 8 0 10 3 2 0 1 0 2 0 15 
Louisiana 46 0 0 2 0 11 0 0 0 0 0 0 1 31 
Maine 28 1 0 0 0 0 0 0 16 0 2 7 1 2 
Maryland 71 0 0 1 0 0 8 1 5 1 0 38 2 15 
Massachusetts 132 1 0 0 0 0 1 0 107 0 5 16 2 . 0 
Michigan 133 1 1 0 21 2 74 7 2 5 3 5 7 6 
Minnesota 43 1 0 0 0 0 26 3 0 0 11 0 2 0 
Mississippi 37 0 0 1 0 2 0 3 0 0 0 0 0 31 
Missouri 37 0 0 0 0 3 19 5 0 0 0 0 1 - 8 
Montana 27 1 0 0 0 0 6 0 0 0 17 0 3 0 
Nebraska 40 0 0 0 0 5 9 0 0 0 6 0 6 15 
Nevada 9 0 0 0 0 0 0 0 2 0 3 0 5 0 
New Hampshire 10 0 0 0 0 0 0 0 7 0 2 2 0 0 
New Jersey 77 0 5 0 0 0 1 3 3 0 0 59 2 2 
New Mexico 16 2 0 0 0 3 0 0 0 1 3 0 7 0 
New York 300 4 87 0 0 0 28 7 48 0 3 100 13 10 
North Carolina 78 1 0 5 0 2 0 3 0 0 0 17 0 50 
North Dakota 17 0 0 0 0 0 10 0 0 0 5 0 2 0 
Ohio 225 0 0 0 0 0 11 5 5 191 3 2 3 4 
Oklahoma 66 0 0 0 0 19 1 0 0 0 3 0 3 40 
Oregon 115 0 0 0 0 0 0 0 0 0 113 0 2 0 
Pennsylvania 260 0 1 0 0 0 15 4 5 4 0 227 1 2 
Rhode Island 15 0 0 0 0 0 0 0 10 0 0 3 1 0 
South Carolina 33 0 0 4 0 0 1 1 0 0 0 0 0 27 
South Dakota 14 0 0 0 0 3 6 1 0 0 2 0 0 2 
Tennessee 86 0 0 2 0 0 3 0 0 0 0 0 0 81 
Texas 167 0 0 0 0 165 0 1 0 0 0 .0 1 0 
Utah 14 0 0 0 0 0 3 0 0 0 0 0 9 2 
Vermont 7 0 0 0 0 0 0 0 3 0 0 2 0 2 
Virginia 54 0 0 5 0 0 5 3 2 0 0 17 1 21 
Washington 52 0 0 0 0 0 4 0 0 0 39 0 9 0 
WestVirginia 35 0 0 0 0 0 5 1 0 1 0 7 0 21 
Wisconsin 75 3 0 0 0 2 51 9 0 3 3 0 3 2 
Wyoming 20 0 0 0 0 0 0 2 0 0 12 0 6 0 
UNKNOWN 214 110 6 1 0 6 3 13 38 4 9 12 9 2 
SOURCE: Data—Survey of Students Enrolled in Schools/Colleges of Optometry, 1975-19?6. aUninflated data—administratively obtained information only. Volume 5, Number 2./Fall 1979 9 



7.815). One would expect that the pri­
vate schools would have students from 
a greater variety of regions, since resi­
dency would not have any effect on tui­
tion. However, although six of the thir­
teen schools were privately controlled, 
there was little student mobility on a re­
gional basis. The same was generally 
true on a state by state basis, with stu­
dents showing a pronounced proclivity 
for attending the optometry school or 
schools closest to their states of resi­
dence. Students from Michigan were 
distributed over the greatest number of 
schools (12) and students from Ala­
bama, Alaska, and Oregon, the fewest 
(2 each). 

Another indicator of mobility is 
whether or not students intend to prac­
tice in a community similar to that of 
their permanent residence. Each stu­
dent was asked to classify his commu­
nity of permanent residence as rural, 
suburban or urban. He was also asked 
to indicate the type of community in 
which he intended to practice upon 
completion of his optometric training. 

The percentages on the diagonal in 
Table C show that students from subur­
ban and rural communities generally 
intended to practice in similar cqm-
munities with very little shift to urban 
areas. Students from urban communi­
ties, however, seemed to have demon­
strated more of an interest in shifting to 
less urban aras, particularly to suburban 
communities. Analagous data for each 
of the four classes indicated that the 
same inclinations were reported by stu­
dents in each individual class as were 
evidenced overall. 

Racial/Ethnic Background 
and Sex Distribution 

Overall, 88 percent of optometry stu­
dents were male and 12 percent female. 
Ninety-two percent of students were 
white, 7 percent were black, Asian or 
other, and 1 percent did not specify a 
racial/ethnic category. The proportion 
of minority students did differ by sex, as 
shown in Table D, with a noticeably 
greater proportion of female students 
who were other than white. 

Among the thirteen schools, only 
Berkeley and the Southern California 
College of Optometry had less than 90 
percent of male students who were 
white, with these concentrated in the 
Asian category. Berkeley and the State 
University of New York, State College 
of Optometry, both had almost one-half 
of their female students indicate that 
they were non-white. 

Although it was intended to present 

Type of 
Community 
of Intended 
Practice 

TOTAL 

Rural 

Suburban 

Urban 

Rural 

321 (100.0%) 

525 ( 64.0%) 

240 ( 29.0%) 

56 ( 7.0%) 

TABLE C 

Suburban 

1248 (100.0%) 

158 ( 13.0%) 

979 ( 78.0%) 

111 ( 9.0%) 

Urban 

947 (100.0%) 

137 ( 15.0%) 

363 ( 38.0%) 

447 ( 47.0%) 

TOTAL 

3016(100.0%) 

820 ( 27.0%) 

1582 ( 53.0%) 

614 ( 20.0%) 

TABLE D 
Percentage Distribution by Racial/ Ethnic Category and Sex 

TOTAL 

White 

Non-White 

Unknown 

TOTAL 

100.0 

92.0 

7.0 

1.0 

Male 

100.0 

94.0 

5.0 

1.0 

Female 

100.0 

80.0 

19.0 

1.0 

data for all students by racial/ethnic 
background and sex by class, the differ­
ential response rates by class interacted 
with the by-school inflation factors in 
such a way as to produce distorted class 
figures. Thus, this discussion is based on 
data from respondents only. Figure 1 
shows the total numbers of students by 
sex in each class and the percentage of 
those who were non-white. The 
number of male students who re­
sponded was twice as great for the first 
year class as for the fourth year class 
and the number of female students was 
three times as great for the first year 
class as for the fourth year class. This 
may be due to the much lower response 
rate among fourth year students than 
for other classes. Nevertheless, the per­
centage of non-white males differed 
only minimally from class to class. The 
proportion of non-white female stu­
dents, however, had a curious distribu­
tion. The proportion of non-white fe­
males was approximately 20 percent in 
the first and fourth years and only 10 
percent in the second and third years. 
The reason for such a distribution is un­
clear. 

Looking at the census division of per­
manent residence by racial/ethnic back­
ground, it was found that, as expected, 
the largest number of Asian students 
came from the Pacific division. The 
greatest proportions of black students 
came from the Mid-Atlantic and East 
North Central divisions. Although the 
Mid-Atlantic division accounted for 29 
percent of black students, black students 
only comprised 3 percent of students 
from this division. 

Soc ioeconomic Characteristics 
of Students ' Parents 

Students were asked to estimate their 
parents' combined annual income. 
Recognizing that this was a sensitive 
item, categories for "Prefer not to re­
spond" and "Don't know" were pro­
vided to minimize the impact on the sur­
vey response rate. Approximately one-
fifth of the students availed themselves 
of these response categories. Based on 
the responses of the students who speci­
fied an income category (N = 1946), 
the median parental income was 
approximately $17,000 in 1975-76. 
The median parental income for op­
tometry students reported in 1970-71 
was approximately $10,200. Allowing 
for income inflation at 5 percent per 
year yielded a 1970-71 adjusted 
median income of $13,000 which was 
still quite a bit below the reported 1975-
76 median income. However, allowing 
for higher rates of inflation quickly 
eroded the difference, until at an in­
come inflation rate of 10 percent per 
year for the five-year interim period, the 
1970-71 adjusted median income 
became $16,400; only slightly less than 
the 1975-76 median figure. Even 
though inflation may have accounted 
for the apparent shift in the lower in­
come categories, the proportion of stu­
dents reporting parental incomes great­
er than $20,000 appeared considerably 
larger for 1975-76 than for 1970-71. 

Another approach to investigating 
trends in parental income, over time, is 
to compare the median parental in­
comes for each class year in 1975-76. 
Comparable data was not available for 
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the 1970-71 survey. 
There was no apparent relationship 

between class and median parental in­
come, and also there was no shift in 
socioeconomic status of optometry stu­
dents, as measured by income, from 
1971 to 1975, the entering years of 
these students. 

A question often asked about 
optometry schools is whether or not 
they differ with respect to socioecono­
mic status. Table E shows the median 
incomes for each school. The schools 
are divided into two categories—state 
and private. 

There was some apparent variation of 
median income, notably between the 
State University of New York and the 
Pennsylvania College of Optometry. 
However, using the overall median in­
come as a dividing point, there was no 
significant difference between private 
and state schools with respect to median 
parental income. 

Data for one additional socioecono­
mic indicator were collected from opto-
metric students. Each student was 

TABLE E 

N Median Parental Income 

1. State Schools8 

SUNY 
Alabama 
Ferris 
Houston 
Indiana 
Ohio 

2. Private Schools 
Illinois 
New England 
Pacific 
Pennsylvania 

scco 
Southern 

73 
76 
18 

114 
208 
133 

342 
119 
163 
233 
243 
228 

$14,100 
14,500 
17,500 
17,800 
17,300 
16,700 

17,500 
15,600 
14,900 
18,000 
17,600 
17,300 

aBerkeley excluded; no responses available. 

asked to indicate the highest educa­
tional levels of his father and mother. A 
combined variable of parents' education 
was generated from these responses. 
For 45 percent of the optometry stu­
dents who responded to this item, the 
highest level of education was the same 

for both parents. For 20 percent of the 
students, both parents had at least some 
college education. Only 6 percent of 
students reported that neither parent 
had completed high school. The cate­
gories used in the 1970-71 health pro­
fessions' student survey1 dealt with 

25 

20 

15 
c 
0) 

-a 
3 

-t—i 

c 
0) 

o 

(X 

10 

2.5 

Female 
(104) 

Black 

Asian 

Female 
(34) 

Other 

( ) Total Number of-
Students in Class 
Including Whites 

1st Year 2nd Year 3rd Year 
Class 

4th Year 

Figure 1 . PERCENT OF NON-WHITE STUDENTS BY C L A S S A N D RACE 
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father's educational level only, but were 
similar enough to generate Table F for 
comparison. 

There did seem to have been a shift in 
the highest educational level of fathers 
of optometry students. Although a 
slightly greater proportion of optometry 
students surveyed in 1975-76 reported 
that their fathers had not completed 
high school, 57 percent reported post 
high school education for their fathers in 
1975-76 as opposed to 46 percent in 
1970-71. This was particularly interest­
ing in light of the fact that the compari­
son of parents' median income for the 
two survey years did not indicate an in­
crease over time, once inflation was 
taken into account. 

Another way to approach this ques­
tion is to look at parents' education by 
student's class for the 1975-76 survey 
data alone. Table G was used to test for 
association of father's educational level 
with student's class. Chi-square for this 
table was significant at the 10 percent 
level, but not at the 5 percent level indi­
cating a weak association between 
father's education and student's class. 

It is interesting that over all schools, 
the parents' educational level reported 
most frequently was "both parents com­
pleted high school" (Table H) and that 
the categories in the other two columns 
of the table were not reported more fre­
quently. It is somewhat surprising that 
there was noticeable variation among 
the schools and that the students from 
only two schools most frequently re­
ported father's education as graduate or 
professional and mother's education as 

TABLE F 

Father's Highest Education Level 1970-71 1975-76 

TOTAL 

Not High School Graduate 

High School Graduate or Vocational Training 
Attended and/or Completed College 
Graduate or Professional Training 

100.0% 100.0% 
10.0% 13.6% 

34.0% 28.7% 

24.0% 32.7% 
22.0% 24.1% 

TABLE G 

Father's Education 
1st 

Total Year 
2nd 
Year 

3rd 4th 
Year Year 

TOTAL 

Not High School Graduate 

High School/Vocational 

College 

Graduate/Professional Training 

2446 

336 

708 

808 

594 

822 

109 

220 

291 

202 

642 

83 

195 

207 

157 

566 

88 

167 

194 

117 

416 

56 

126 

116 

118 

college. The reason that this is of note is 
that it had been commonly believed 
within the profession that optometry 
students come in large measure from 
professional families which often have 
one parent who is an optometrist. The 
data in Table H were in opposition to 
this. Another point of interest is that in 
the schools whose students most fre­
quently reported high school comple­
tion as the highest level of education for 
both parents, the proportions of those 
students were considerably greater than 
the proportions of students who re­
ported either "Father College, Mother 
High School" or "Father Graduate or 

Professional, Mother .College" as 
highest levels of parents' education. 

the 

Financing Optometric Education 

Students were asked to estimate their 
current total dollar assets available for 
financing the remainder of their educa­
tion, excluding loans, scholarships and 
anticipated earnings. Fully 28 percent of 
the students who gave an estimate re­
ported assets of less than $200 and only 
17 percent reported assets of more than 
$3,000. The median for available assets 
was approximately $766. The median 
assets reported for each class are given 
in Table I. 

TABLEH 

School 

Educational Level 
Reported by Greatest 
Proportion of Students Proportion 

Father 
College, 

Mother HSa 

Father GPb 

Mother 
College 

Overall 

SUNY 

Ferris 

Alabama 

Houston 

Illinois 

Indiana 

New England 

Ohio 

Pacific 

Pennsylvania 

SCCO 

Southern 

Both High School 

Both High School 

Father College, Mother HS 

Both College 

Father GP, Mother College 

Father GP, Mother College 

Both High School 

Both High School 

Both High School 

Both High School 

Both High School 

Both College 

Both College 

19.3 

23.9 

25.0 

15.4 

17.8 

16.2 

24.2 

21.1 

24.8 

22.6 

24.6 

20.5 

16.4 

13.5 

13.0 

25.0 

14.3 

8.9 

14.1 

12.7 

11.8 

18.8 

10.3 

15,5 

14.0 

12.8 

12.2 

5.4 

0.0 

13.2 

17.8 

16.2 

10.3 

10.6 

8.5 

11.8 

8.7 

14.0. 

12.5 

aHS = High School. GP = Graduate or Professional Training. 
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C l a s s 

All Classes 
First Year 
Second Year 
Third Year 
Fourth Year 

TABLE I 

M e d i a n A s s e t s 

$ 766 
1147 

710 
671 
477 

There was clearly a relationship be­
tween class and assets, and indeed the 
chi-square for association was signifi­
cant at the 1 percent level. It is not sur­
prising that students' assets dwindle dur­
ing their optometric education since few 
optometric professional programs 
provide the flexibility of schedule neces­
sary for appreciable amounts of money 
to be earned. 

The next question was whether or not 
the amount of available assets differed 
by school. There was no relationship 
between school control (private or state) 
and median student assets. The median 
available assets for each school are 
given in Table J in rank order. 

TABLEJ 

Schoo l Median A s s e t s 

SUNY 
Ohio 
Ferris 
Illinois 
Southern 
SCCO 
Pacific 
Houston 
Pennsylvania 
New England 
Alabama 
Indiana 

$1235 
1031 
999 
883 
844 
803 
786 
780 
722 
526 
499 
414 

pense of $5,251, but it was not clear 
whether this was a mean or median fig­
ure. The mean expected cost for the 
1975-76 survey respondents was 
$26,008 or $6,502 per annum (with 
standard deviations of $7,876 and 
$1,969, respectively). If the 1970-71 
figure was a mean, comparison with the 
1975-76 mean annual expected cost 
yields a 24 percent increase. Table K 
shows the median and mean total and 
annual costs for 1975-76 and the "aver­
age" annual costs for 1970-71 by class. 

There was an apparent relationship 
between expected costs and class. For 
the 1975-76 survey data, chi-square for 
association was significant at the 5 per­
cent level (X2 = 30.09; X 0 5 1 8 = 
28.87). The trend indicated by these 
data, that first year students expected 
their costs to be higher than fourth year 
students, is consistent with the econo­
mics of the period. It is of note that the 
1970-71 data exhibited a trend in the 
opposite direction. Although the two 
questionnaire items differed somewhat, 

this would not account for the trend re­
versal. 

The median expected four year and 
annual costs were also examined for 
variation among the twelve schools for 
which data were available. In Table L, 
the schools are listed in rank order with 
respect to median four year expected 
cost. 

This table shows considerable varia­
tion in students' expected costs for their 
optometric educations at the various 
schools. It should be noted here that all 
of the schools with median expected 
costs greater than the overall median 
($25,781) are privately controlled and 
all of the schools with median expected 
costs less than the overall median are 
state-controlled. 

Future financial burden on the stu­
dent was sought by asking each student 
to estimate his total indebtedness at 
graduation. Overall, for 82 percent of 
students responding, expected 
indebtedness was greater than zero, 
with a median of $10,585. Table M 

TABLE K 

Class 

TOTAL 

First Year 

Second Year 

Third Year 

Fourth Year 

Median 
4 Year 
Cost 

$25,781 

26,311 

25,875 

25,559 

24,615 

1 9 7 5 - 1 9 7 6 

Median* Mean 
Annual 4 Year 

Cost Cost 

6,445 26,008 

6,578 26,268 

6,469 26,245 

6,390 25,848 

6,154 25,347 

Meanb 

Annual 
Cost 

6,502 

6,567 

6,561 

6,462 

6,337 

1 9 7 0 - 1 9 7 1 

"Average" 
Annual 

Cost 

5,251 

4,668 

5,171 

5,669 

5,764 

aMedian annual cost = 1/4 x median four year cost. 

Mean annual cost = 1/4 x mean four year cost. 

The school whose students had the 
highest median was SUNY, and this 
was about three times the median for In­
diana students. This considerable varia­
tion was not related to school control 
nor was it related to the census region in 
which the school was located. There 
was also no apparent correlation with 
school rank by parents' median income. 
There were no comparable data avail­
able from the 1970-71 survey with 
which to make a comparison. 

Students were also asked to approxi­
mate their expected costs for financing 
their four years of optometric educa­
tion, including living expenses, tuition, 
supplies, etc. The median expected cost 
among survey respondents was 
$25,781 for four years or a median an­
nual cost of $6,445. The 1970-71 sur­
vey reported an average annual ex-

TABLE L 

Rank School 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Southern 

New England 

Pennsylvania 

SCCO 

Illinois 

Pacific 

Alabama 

SUNY 

Indiana 

Houston 

Ferris 

Ohio 

Median Expected 
Four Year Cost 

$31,726 

28,667 

27,315 

27,235 

27,122 

. 27,083 

24,500 

20,714 

20,541 

19,375 

18,545 

17,474 

Median Expected 
Annual Cost 

$7,932 

7,167 

6,829 

6,809 

6,781 

6,771 

6,125 

5,179 

5,135 

4,844 

4,636 

4,368 
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shows the proportion of each class who 
expected to be in debt and their median 
expected amount of indebtedness. 

Not only did a greater proportion of 
the first through third year students ex­
pect to be in debt at graduation, but also 
they anticipated larger debts. This find­
ing was consistent with the greater 
anticipated costs for the first through 
third year students. The questionnaire 
item on the 1970-71 survey relating to 
indebtedness was sufficiently different to 
preclude any comparison on this point. 

The proportion of students with anti­
cipated indebtedness and the median 
expected amount were also analyzed by 
school. Table N lists the schools in rank 
order by the proportion of students anti­
cipating debts. The median expected in­
debtedness and the rank for that 
amount are also given. 

It should be noted that Ferris had only 
a first year class at the time of this survey 
and a large proportion of these students 
responded that they did not know what 
their indebtedness would be. It is inter­
esting that the median amount of ex­
pected indebtedness at a school did not 
vary consistently with the proportion of 
students at the school who anticipated 
any indebtedness. It is also of note that 
fewer than two-thirds of the students at 
Houston reported any expected indebt­
edness at all and for those that did, the 
median was the second smallest among 
schools. 

Information about the sources avail­
able to optometry students for financing 
their education was a motivating factor 
in conducting this survey. Students 
were asked to indicate their sources and 
the percent of support provided by each 
source. 

The seventeen possible sources listed 
in the questionnaire item, ranked by the 
average percent support provided by 
each source, the number of students 
contributing to the average, and the 
average percent support are shown in 
Table O. 

As would be expected, parents and 
spouses provided the greatest amount 
of support for students who indicated 
them as a source. Scholarships con­
tributed only a small percentage of 
support to the students who had indi­
cated them as a source. It is interesting 
that summer employment was the most 
frequently reported source of support, 
but that the average percent support 
thus provided was only 17.5 percent. 
Clearly optometric students finance 
their educations from a variety of 
sources of which no single source, on 
the average, provides more than 50 
percent support. 

TABLE M 

Class 

Overall 

First Year 

Second Year 

Third Year 

Fourth Year 

Rank 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

Schoo l 

Ferris 

Alabama 

Illinois 

scco 
SUNY 

Pacific 

New England 

Pennsylvania 

Southern 

Indiana 

Ohio 

Houston 

Percent of Students 
With Expected Indebtedness 

82.0 

83.8 

83.9 

82.5 

75.5 

TABLE N 

Percent of 
Students 

93.8 

87.8 

86.0 

85.4 

84.5 

84.1 

83.4 

83.2 

82.1 

80.3 

70.5 

64.4 

Median Debt 

6,500 

9,999 

11,486 

11,302 

8,778 . 

9,500 

10,606 

>12,000 a 

>12,000 a 

7,999 

5,500 

6,267 

Median 
Amount 

$10,585 

11,500 

10,716 

10,048 

8,773 

Rank 

10 

6 

3 

4 

8 

7 

5 

1.5 

1.5 

9 

12 

11 

aMedian not computable; amount in open-ended category. 

TABLE O 

Source 

Parents 

Spouse 

Military 

Federal Guaranteed Student Loan 

Other Loan 

Other 

Health Professions Student Loan 

Self (not work study) 

Summer Employment 

State Scholarship 

Health Professions Scholarship Program 

Fellowship 

Other Scholarship 

Self (work study) 

Private Industry Scholarship 

School Scholarship 

Optometric Society Scholarship 

Rank 

1 

2 

3 

4 

5 

6 

7 

8 

9 

10 

11 

12 

13 

14 

15 

16 

17 

Average 
Percent 
Support 

46.8 

43.6 

37.0 

31.6 

26.2 

26.0 

20.7 

18.5 

17.5 

15.8 

14.1 

13.8 

12.9 

12.1 

10.1 

8.8 

8.6 

Number of 
Students 

1542 

896 

269 

986 

264 

210 

793 

860 

1575 

238 

263 

22 

86 

451 

19 

81 

41 
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The rank order distributions of finan­
cial sources for each individual class 
year were very similar. The only notable 
class differences were that the average 
percent support provided by the mili­
tary was lower for the first year class 
(28.5%) than for the other classes (sec­
ond year, 43.4%; third year 42.8%; 
fourth year, 35.1%) and that the aver­
age percent support provided by fellow­
ships was much lower for the fourth 
year class (9.8%) than for the other 
classes for which it was about 20 per­
cent. The data presented on sources of 
income from the 1970-71 survey was 
not comparable with the 1975-76 data. 

Pre-Optometric Education and 
Expected Activity of Students 

It was hoped that students would pro­
vide adequate responses to the ques­
tionnaire item which asked that they list 
all post high school education, major 
field and degrees, if any, received. 
From this information, highest degree 
received and field in which awarded 
would be determined. However, only 
62 percent of students provided usable 
data for this item. Based on the data 
provided by these students alone, the 
following are made as comments only. 
Approximately 85 percent of these stu­
dents reported at least bachelor's level 
pre-optometric education. There were 9 
percent with associate level degrees and 
6 percent with master's level degrees. 
Only three students reported complet­
ing a doctoral level degree prior to en­
tering optometry school. Among those 
students who responded to this item, 52 
percent majored in the biological sci­
ences. The next most frequently re­
ported major field was the social sci­
ences. None of the remaining major 
field categories was reported by 10 per­
cent or more of the students. The pro­
portion of students responding to this 
item by school varied drastically and, 
therefore, no analysis of these data was 
done. 

As an attempt to get a feel for what 
students intend to do after completing 
their optometric educations, each was 
asked to indicate his initial and ultimate 
expected activity after graduation. 
Eighty-six percent of the respondents 
did complete this item. Although few 
students responded that they did not 
know what they would do (2.0% initial, 
1.5% ultimate), a fair number checked 
more than one category (12.2% initial, 
7.5% ultimate). A much larger number 
of activities was checked for initial rather 
than ultimate intended activity. Table P 
lists the most frequently reported activi­
ties and the percentages of students 
who so indicated for initial and ultimate 
activity. The six categories accounted 
for most of the students, as seen by the 
total percentages. It is of note that al­
though approximately 24 percent of 
students expected to work for another 
optometrist initially, only 0.5 percent 
expected to be so engaged ultimately. 

Looking at these same six categories 
of activity by class year, where they also 
account for most students, there were 
some interesting class differences. The 
percentage of students who expected to 
set up practice increased with increasing 
class year as an initial intended activity 
(11.8% to 19.4%), but decreased with 
increasing class year as an ultimate acti­
vity (55.4% to 39.6%). Conversely, 
the percentage of students who ex­
pected to enter a partnership decreased 
with increasing class year as an initial in­
tended activity (23.4% to 18.3%) but 
increased with increasing class year as 
an ultimate activity (12.1% to 21.3%). 
The same pattern held for the percen­
tages of students expecting to enter an 
optometric group. The proportion de­
creased with class year as an initial activity 
(6.9% to 3.0%) but increased with class 
year as an ultimate activity (5.0% to 
7.3%). These reversals of intention may 
have been indicative of fourth year stu­
dents being more familiar with and more 
realistic about optometric practice. • 

TABLE P 

Activity 

Percent of Students 

Initial 

Set up Practice 

Enter Partnership 

Multidisciplinary Group 

Enter Optometric Group 

Work for Optometrist 

Enter Military 

TOTAL 

13.2 

21.7 

2.6 

4.9 

24.3 

6.0 

72.7 

Ultimate 

49.3 

15.5 

6.9 

5.9 

0.5 

0.2 

78.3 
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dents by Parents' Income, School and 
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The Need for Relevant 
Practice Management in the 

Optometric Curriculum 
JohnG.CIasse'.O.D., J.D. 

S c e n e O n e : A Young O.D.'s Living Room 
Young OD: "He promised me that I could buy into the practice, and since I had known him for a long time and 
trusted him. we just shook hands on it. Now it's been three years and all I've done is build up his practice. I still don't 
own any of the practice and he won't talk about a contract. I don't know what to do. " 

His wife: "Why didn't you get a contract in writing to start with?" 

S c e n e T w o : In a Lawyer's Office 
Young OD: "Are you telling me that since the equipment company gave a security interest to the bank, now the 
bank can take my stand and instruments if the equipment company goes bankrupt? But I've already paid for it! How 
is that possible: 

Lawyer: "It's possible, because you didn't take the proper precautions to prevent such an eventuality when you 
bought your instruments. If you had just come to me then . . . " 

S c e n e T h r e e : The Local Watering Hole 
Young OD: "I was so gung-ho that I went out my first year and grossed over $90.000. but I didn't understand all the 
tax ramifications of what I was doing. I figured I would learn from experience. Boy. did I. I found at the end of the 
year that I owed IRS over $ 10.000 that I had already spent. I'm still paying it back. " 

Bartender: "The drink will be two-fifty. In cash. " 



Horror tales? Or fairy tales? 
If these stories sound more like fairy 

tales, welcome to the real world. These 
are true experiences, unhappy accounts 
of optometry students' indoctrination 
into private practice. I suspect that simi­
lar stories are repeated many times by 
young optometrists disenchanted with 
their baptism into the brave new world 
of professional practice. The question 
that they inevitably ask is. "Why did it 
have to happen to me?" I have an an 
swer to their lament, and my answer is 
simple: at my school, as at all others, we 
do not adequately instruct our students 
in how to conduct their business affairs. 
We give it lip service by scheduling a 
few hours of instruction, but if we taught 
contact lenses or clinical refraction the 
way we teach practice management, we 
would rapidly lose our patients to other 
eye care providers because we would 
not be competent. 

The Commercial Alternative 

I am constantly amazed at the willing­
ness of our graduates to take the plunge 
into the high finance of ethical practice, 
notwithstanding the rather substantial 
pecuniary remuneration and low risk 
that commercial practice offers. Most 
optometry school graduates are already 
in debt from four years of professional 
education, and the thousands of dollars 
of extra indebtedness thai a commit­
ment to private practice represents has 
to become somewhat burdensome. 
Nevertheless, it is the rare graduate that 
yields to the allure of quickie examina­
tions and easy money. 1 attribute this 
rather remarkable willingness to bear 
the cross of professionalism to the 
thorough indoctrination that optometry 
students receive during their course of 
studies in optometry school. The virtues 
of ethical practice are constantly ex­
tolled and private practitioners who 
have "made it" are held up as sterling 
examples of the epitome of the art. But 
how can educators not feel a twinge of 
shame at their willingness to produce 
highly skilled graduates who may know 
how lo provide health care but who do 
not know how to make a livelihood out 
of it? 

I find this attitude which I perceive 
to be pervasive throughout all the 
schools and colleges of optometry- to 

John G. Clause". Oil. J.D.. is a faculty 
member at the School of Optometry The 
Medical (.'enter. I'-nirersity of Alabama in 
Hirmin.ijham. unci instructs the fourth vear 
professionr.il students in legal, ethical and 
business aspects of practice. 

be self defeating. A student who is 
enthusiastic about ethical practice, and 
who is ill-equipped to manage the busi­
ness aspects of that practice, will make 
many serious mistakes, the cumulative 
effect of which is to leave a bad taste in 
his mouth, perhaps permanently. The 
result is a potential recruit for commer­
cial practice. 

Many times those in commercial 
practice are passed off by saying. "Well, 
he was the kind to go commercial any­
way." I suspect that this form of state­
ment is incorrect many more times than 
it is correct. Many of our brethren who 
are not in ethical practice have begun 
their careers in an ethical environment 
that met with financial failure and have 
turned to commercialism because it was 
the way out of poverty. Today, the 

. . — — 

Many of our brethren . . . 
have begun their careers in an 
ethical environment that met 
with financial failure and have 
turned to commercialism 
because it was the way out of 
poverty. Today, the large 
corporations that control the 
ophthalmic market can make 
highly attractive offers to 
struggling graduates. And once 
caught in the system, it can be 
quite difficult to escape. 

W 
large corporations that control the oph­
thalmic market can make highly attrac 
live offers to struggling graduates. And 
once caught in the system, it can be 
quite difficult to escape. 

How to Adequately Educate 
Our Students? 

How can young people in their twen­
ties who have done nothing but study 
science be adequately acquainted with 
the realities of law. finance, accounting 
and sound business management? For­
tunately, today's optometry students 
are intelligent, motivated and under 
standing of iheir deficiencies. So. there 
is a willing audience. The problem be 

comes one of instruction, therefore, 
finding the proper personnel to teach a 
sequence of courses that illustrates the 
skills necessary to manage the complex 
world of the private practitioner. Re­
member: over 90 percent of optometry 
graduates go into private practice today, 
even though the cost of doing so is 
rising astronomically. 

If this premise is accepted, then the 
first step is to create a professional 
curriculum that incorporates a thor­
ough, systematic review of the many 
skills required to become an effective 
business manager. As pari of this pro­
gram, students must be senl into mod 
em private practices in order to observe 
and to learn business techniques (and 
not clinical skills). And. most important­
ly, students musl be constantly encour­
aged to obtain competent advice when­
ever they contemplate making a major 
decision about entering practice. Many 
students do not understand that a few-
hundred dollars spent for competent 
legal or business advice is well spent. In­
deed, it is a small investment compared 
lo the many thousands required to 
plunge into solo practice. 

The majority of students just don't 
know how to go about finding someone 
to render this advice. Too often, 
friends, newly graduated optometrists 
or academicians are asked lo provide 
words of wisdom and lo direct ihe stu­
dent. The usual result of this form of ad 
vice is the perpetuation of the mistakes 
of others. How many limes are older 
practitioners—who truly should know 
belter—relied upon, or given in to. with 
poor results? Gray hair does not auto 
matically impart financial expertise, nor 
does the appearance of prosperity. 
Only the individual practice itself can re 
veal the skill of its director, and I his re 
quires a visit to the practice to see with 
one's own eyes how efficiently it i.-> run. 

Frankly. I have been disappointed in 
the business knowledge of even the 
well-established members of the profes­
sion in the private sector, and I feel that 
this deficiency is in some part attribu­
table to educational shortcomings. Why 
are continuing education courses in­
volving "practice management" denied 
credit? Quality courses that emphasise 
proven professional management tech­
niques are badly needed. Surely the 
committees selecting continuing 
education lecturers can weed out the 
courses that are not worthwhile and can 
grant credit for those that are accepted 
for presentation. Financial success 
benefits one's family, one's community, 
even one's profession. In order lo 
achieve that success, optometry gradu 
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ates cannot afford the luxury of mis 
takes. Our sister professionals who are 
beijinning careers in medicine or den­
tistry have a system of yuaranteed in 
come (residencies) and yuaranteed 
patient flow (through referrals) to bul­
wark the beginning physician or dentist 
against financial incompetence. Why 
optometrists do not refer to one another 
is a mystery, but that is another matter. 

Gratefully, residencies are beginning 
to surface in optometry. But the point of 
all this is that private practice is becom 
ing quite costly, with today's optometry 
graduate usually having to borrow 
twenty to fifty thousand dollars in order 
to get established. This lypical graduate 
will never be so ill-prepared to handle 
this amount of money again in his life­
time. Iiducators in schools of optometry 
realize that the price tag attached to pri­
vate practice has reached a critical level. 

and yet the educational system perpetu 
ates ignorance in fiscal matters. It does 
not adequately instruct students while 
they are in school, nor does il provide 
incentive for graduates already in pri­
vate practice. This is a major shortcom­
ing of the opiometric curriculum and 
optometric continuing education pro­
grams. 

Successful Private 
Practitioners Necessary 

The success of this profession hinges 
on the success of the private practi-
tionet. the solo or two or three man 
practice that can be. found in communi­
ties, large or small, across America 
the practitioners who truly permit op 
tometry lo tout itself as the primaly 
health care provider. Their success is 
the profession's success. It doesn't make 
sense to handicap them, to discourage 

them from this end. to turn them away 
from the very purpose that would make 
the profession strong. And the longer 
the need for adequate education in 
business management is not recog­
nized, [he easier it is for opiomelry's 
graduates to succumb to commercialism 
or other undesirable forms of practice. 
Our students want to be professionals 
and they want lo be successful. The 
educational system has done a good job 
of instilling a professional attitude in 
them. Now ii needs to face up to its 
responsibility and realize thai a high 
sense of ethics is aided by competent 
business ability. 

Optometry's biggest rival today is not 
ophthalmology. Rather, it is commer­
cialism and corporate control of health 
care. And the educational institutions 
are supplying its unwilling employees. Il 
is time we did something about it. . 

Professional Development 
and Administration 

Report of the ASCO Project Team on 
Professional Development Curriculum 

In In the development of the optome­
try; curriculum model, one of the areas 
selected was professional development 
and administration. The recent Federal 

11 Trade Commission hearings and the 
various articles and discussions about 
ethical and commercial concepts of 
practice have focused considerable 
attention on how the curricula in the 
schools and colleges of optometry were 
preparing students for this aspect of 
optometry. A subcommittee of the 
Council on Academic Affairs of the 
Association of Schools and Colleges of 
Optometry (ASCO) was selected to pre­
pare a practice development and 
administration curriculum model. The 
committee was composed of Dr. Clar-
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ence McEachern, private practitioner, 
Columbia, South Carolina; Dr. Carroll 
Martus, private practitioner and part-
time faculty member, The New England 
College of Optometry; Dr. Jack Run-
ninger, private practitioner, Rome, 
Georgia; Dr. Morton Sarver, private 
practitioner and faculty member, Uni­
versity of California, Berkeley, School 
of Optometry; and was chaired by Dr. 
James Gregg, faculty member, South­
ern California College of Optometry. 

The material in the subject area of 
professional development and adminis­
tration is directed at developing an 
understanding of the feelings, issues, 
concepts, and social values related to 
the successful performance of the opto­

metrist in the profession, as well as his 
or her interrelationships with the entire 
social and health care delivery system. It 
explores and exposes the vital issues of 
needs, morals, ethics, law and profes­
sionalism. It is designed to develop or­
ganizational, communicative and man­
agement skills so that the optometrist 
can become knowledgeable and suc­
cessful in the development and adminis­
tration of a professional practice. 

Following is the report of the commit­
tee presented to the ASCO Board of 
Directors at the Annual Meeting in Ana­
heim, California, on June 17, 1979. 
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PROFESSIONAL DEVELOPMENT 
CURRICULUM OUTLINE 

Introduction 

The introduction to any and all 
courses in the area of professional de­
velopment should begin with a well-
designed presentation concerning the 
importance of the course material. 
Since the subject matter often depends 
upon the enthusiasm of the person who 
teaches the course, and indeed upon 
the enthusiasm of the practitioner when 
he or she applies some of the principles 
covered in the subject, it is especially 
important that the students be "sold" on 
the great importance of the material it­
self. It is essential that this be stressed in 
each segment of the course and that the 
material be related to practical applica­
tions for the student so that it is easy to 
determine how relative the information 
will be in future practice. The instructor 
should emphasize the importance of the 
material as one of the keys to each 
graduate's future success. 

An effective introduction to the 
course may be enhanced by the use of 
outside speakers, three recent gradu­
ates, for example, who have been suc­
cessful, a practitioner who has been in 
the community for a number of years 
and is aware of the kinds of changes 
that have occurred in practice develop­
ment material, or individuals giving tes­
timonials as to the importance of the 
course. It might be helpful to have an in­
dividual from some other profession 
who either teaches practice manage­
ment to students of that profession or is 
simply a specialist in the material 
covered in this particular subject lecture 
to the class. 

It should be emphasized that many 
studies have shown that success in deal­
ing with people, and in practice of a 
profession such as optometry in which 
people as patients are motivated by the 
practitioner, depends more on human 
relations than it does on knowledge 
about the technical details involved. 

The introduction should also include 
listing of goals and objectives of the 
course. These should be precise and 
significant and be handed to the stu­
dents in a written form. This could be 
easily done by the use of an audiovisual 
presentation which might serve to help 
students remember the importance of 
the course and impress upon them how 
significant it will be to their future suc­
cess. 

The class should be asked to think 
about the goals and objectives, and at 
the same time be requested to provide 
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some input as to what they think they 
should get out of the course and what 
topics particularly interest them. This 
could include the use of a questionnaire 
which each member of the class com­
pletes to indicate topics of major inter­
est. It would seem wise each year to 
change emphasis, and perhaps the se­
quence of presentation of the material, 
in order to meet the needs of the class 
and changing times. It should not be im­
plied that the course material is the 
same information taught year after year 
and can be learned from previous 
notes, tape recordings or even a text­
book alone. 

Questions and class discussion should 
be encouraged. This is essential with 
material that involves opinion and judg­
ment. The subject of communications 
particularly cannot be learned as readily 
from reading notes as from being pres­
ent to hear the presentation. This 
should be stressed with the class. Prob­
lems should be presented to the class for 
discussion or to serve as projects requir­
ing written solutions. Videotape presen­
tations illustrating the communication 
process should be utilized. 

1. History of the Optometric 
Profess ion 

This should include a brief overview 
of the development of optometry and 
some of the significant events in its his­
tory. Included should be a brief discus­
sion of various basic sciences upon 
which the profession was founded, as 
well as the development of the clinical 
application of the knowledge about 
visual science and the organizational 
history of the profession. 

References: 
Cox, Optometry, The Profession. 
Gregg, History of the AOA. 
Gregg, Story of Optometry. 
Hirsch & Wick, The Optometric Pro­

fession, chaps. 5, 6, 7. 
Levene, Clinical Refraction and Visu­

al Science. 

2 . Optometric Education 

A brief history of development of 
optometric education, various accredit­
ing agencies that evaluate optometric 
education today, how a curriculum is 
developed in an optometric institution, 
increasing length of curriculum over the 
years, a brief description of each of the 
optometric institutions and their history. 
Included also should be a summary of 
the nature of optometric education. 

References: 
Elmstrom, Advanced Management 

for Optometrists, chaps. 1 and 2. 

Gregg, History of the AOA. 
Havighurst, Optometric Education. 
Hirsch & Wick, chap. 7. 

3 . Optometric Organizations 
and Soc ie t i e s 

The role of optometric organizations 
as they relate to the optometric student 
and a new practitioner. History and 
development of various optometric or­
ganizations. An analysis of the signifi­
cance of the various organizations on 
the growth of the profession. Member-, 
ship requirements for different organiza­
tions and societies. 

References: 
AOA Directory — Allied Organizations 

Roster. 
AOA, Optometry Today. 
AOA, Scope and Function. 
Elmstrom, pp. 31, 35. 
Gregg, History of the AOA. 
Gregg, Story of Optometry, chap. 

14. 
Professional journals and publica­

tions. 

4. Profess ional Ethics 

Analysis of the history and develop­
ment of ethics in the health professions. 
History of ethics in the optometric pro­
fession. Brief description of the codes of 
ethics of the American Optometric 
Association and various other optome­
tric organizations. 

References: 
AOA, Information Kit-"Code of 

Ethics" and "Standards of Conduct." 
AOA, Office Policy/Procedure 

Manual. 
Elmstrom, pp. 88, 89. 
Gregg, History of the AOA. 
Hirsch & Wick, chap. 7; pp. 335, 

336. 

5. Legal Aspec t s of 
Optometric Practice 

Certain introductory topics relating to 
legal aspects should be presented at this 
point in the student's training. Topics 
might be: how optometry is regulated 
by law and regulation, state board func­
tions and powers, major court decisions 
concerning practice of optometry, the 
lawmaking process, FTC and FDA 
rules, the licensing process, reciprocity, 
and causes for revocation of licenses. 
However, in-depth study of legal as­
pects relating to the practice itself and 
patient relationships including malprac­
tice is also recommended. This material 
might fit more appropriately after the 
student has more training in practice 
administration. A more detailed outline 
of the entire subject is attached at the 
end of this outline. 
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References: 
Annas, Rights of Hospital Patients, 

chaps. 3, 6, 7 ,8 , 10, 11,12. 
Coblens, Optometry and the Law. 
Elmstrom, pp. 120-122, 141-144, 

385-400,417,466. 
Elmstrom & Kohn, Synopsis of Legal 

Aspects. 
Simmons, Synopsis of Jurispru­

dence. 

6. The S c o p e of 
Optometric Practice 

Analysis of the broad scope of 
optometric practice and a description of 
the specialty areas. Definition of the 
term optometry as per COIT and 
COPT. Analysis of primary, secondary, 
and tertiary health care. Statutory defi­
nitions of optometry and the legal scope 
of the practice. Relationship of the 
scope of practice to the future of the 
profession in third party health care 
plans. 

References: 
AOA, Current Optometric Informa­

tion and Terminology. 
AOA, Current Optometric Procedure 

and Terminology. 
AOA, Office Policy/Procedure 

Manual. 
The Blue Book of Optometrists (sec­

tions on state laws). 
Coblens, Optometry and the Law. 
Copies of individual state laws. 

7. Types of Practice 

A. Sole Proprietorship. This 
should include an analysis of the advan­
tages and disadvantages of practicing as 
a solo practitioner and describe practi­
tioners involved in office sharing prac­
tices, interprofessional practice (i.e., 
practicing with members of other pro­
fessions) and interprofessional practice 
in which more than one member of the 
profession is involved in the office shar­
ing plan. 

References-. 
Coblens, chap. 7. 
Gregg, Business of Optometric Prac­

tice, chaps. 1, 4 and 7. 

B. Partnership Practice. Descrip­
tion of advantages and disadvantages of 
practicing with a partner including vari­
ous kinds of partnership agreements 
and how they are determined. 

References: 
Elmstrom, chap. 7. 
Gregg, Business of Optometric Prac­

tice, chaps. 3, 4, 5. 
Lane, chap. 1. 
Milkie, Partnerships, pp. 1-86, 121-

139, 
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C. Professional Corporations. A 
description of the advantages of profes­
sional corporations and their limitations. 
The legal aspects involved and how to 
set up a corporation. 

References: 
Gregg, Business of Optometric Prac­

tice, chap. 28. 
Lane, chaps. 3 and 4. 
Milkie, Partnerships, pp. 141-182. 
Ray, pp. 29-53. 

D. The Optometric Employee. 
1. Working for optometrists and 

ophthalmologists. 
2. Independent contractor— 

optometric practice, industry, 
schools, screening, teaching, com­
munity health centers, corporate 
business employee. 

References: 
Elmstrom, Appendix. 
Milkie, Partnerships, Appendix. 

E. Health Maintenance Organiza­
tions and Clinics. The optometrist's role 
in such groups. A description of guide­
lines an optometrist should use in deter­
mining working conditions in such em­
ployment. 

References: 
AOA, Manual on Optometry and 

HMO's. 
Elmstrom, pp. 79-83. 

F. Military, Civil Service, Veterans 
Administration, Public Health Service, 
Indian Health Service, etc. An analysis 
of the present situation concerning 
optometric employment in various gov­
ernment agencies. 

G. Research and Teaching. An 
analysis of the pros and cons and op­
portunities for teaching and research in 
optometry. What qualifications the indi­
vidual should have and where to seek 
opportunities. 

8. Practice Evaluation 

How to determine the value of a 
practice and how to develop buy and 
sell agreements. A description of the 
legal details involved and methods for 
obtaining outside consultations. 

References: 
Elmstrom, chap. 6 
Gregg, Business of Optometric Prac­

tice, chap. 6. 
Milkie, Partnerships, pp. 87, 119. 

9. Financing Establishment or 
Purchase of a Practice 

A description of various methods for 
financing a practice and the obtaining of 
loans and preparing a proposal to a 
lending institution. 

References: 
Elmstrom, chap. 6. 
Gregg, Business of Optometric Prac­

tice, chap. 8. 
Lane, chap. 9. 

10 . Guidel ines for Establishing 
and Deve loping the 
Beginning Practice 

The amount of space needed, costs 
involved, tax considerations, employ­
ment of assistance, getting known in the 
community, purchasing of equipment 
and materials, etc. 

References: 
Gregg, Business of Optometric Prac­

tice, chaps. 13, 17, 19. 

1 1 . Practice Location 

Personal factors involved in selecting 
a practice location. Opportunity factors 
in terms of size of the area, economic 
factors, analysis of the community, and 
the specific factors which relate to the 
area within the community such as so­
cial, economic and the need for opto­
metric service. Demographic studies, 
statistics and sources of information for 
making decisions concerning location. 

References: 
AOA, "Opinion Poll—Economic Sur­

vey" (1978, available from the AOA 
-office but not published). 

Archives of Ophthalmology, Vol. 92, 
November 1974. 

The Blue Book of Optometrists. 
Elmstrom, chap. 5. 
Gregg, Business of Optometric Prac­

tice, chap. 2. 
U.S. DHEW, Licensed Optometrists 

in the United States. 
U.S. Dept. of Commerce, Current 

Population Reports. 

1 2 . Office Des ign 

The layout of an office and its func­
tional qualities to be taken into consid­
eration. Matters of decoration and 
decor and sources of information. 
Analyzing the office in terms of its effi­
ciency. 

References: 
"AOA Office Slide Series," 1974. 
Elmstrom, chap. 14. 
Gregg, Business of Optometric Prac­

tice, chap. 10. 

1 3 . Taxes 

A. Federal Taxes. Your Federal In­
come Tax, IRS Publication #17. Tax 
Guide for Small Business, IRS Publica­
tion #33A. Employer's Tax Guide, IRS 
Publication #15, circular E. Kamoroff, 
B. Small Time Operator. 

Journal of Optometric Education 



B. State Taxes. Employer's Tax 
Guide for Withholding Payment and 
Reporting of State Income Tax. 

C. County Taxes. 
D. City Business and Professional 

Code Taxes. 

14 . Standard Office Pol ic ies 
and Procedures 

The development and use of an office 
policy procedure manual. Recall sys­
tems, making appointments, public re­
lations, record keeping systems, policies 
that relate to employees, staff meeting, 
and other details relating to office proce­
dures. 

/?e/erences: 
AOA, Office Policy /Procedure Man­

ual. 
Elmstrom, chap. 10. 
Gregg, Business of Optometric Prac­

tice, chap. 15. 

1 5 . Paraoptometric Personnel 

Utilization of paraoptometric person­
nel and assignment of duties, develop­
ment of office policies relating to per­
sonnel, the employment of paraopto­
metric personnel, managing the opto­
metric office in regard to personnel. 

References: 
Bates, The Optometric Assistant. 
Elmstrom, chap. 8. 
Frederick & Kuhn, The Office Assis­

tant in Medical Practice. 
Gregg, Business of Optometric Prac­

tice, chap. 17. 
Kuhn, DearJudi. 
Shore & Shore, How to Hire for the 

Professional Office. 
Stein & Slatt, The Ophthalmic Assis­

tant. 

1 6 . I n s u r a n c e 

Personal, office, professional liability, 
and various kinds of insurance needed 
by the optometrist. A listing of priority of 
purchase of insurance. Various practice 
policies such as: 

a. Professional liability (malpractice 
insurance) 

b. Public liability and property dam­
age 

c. Fire 
d. Burglary 
e. Vandalism 
f. Overhead insurance 
g. Workmen's compensation 
h. Package policies 

Personal Policies: 
a. Disability income, also termed 

health and accident insurance 
b. Partnership life insurance 
c. Health insurance 

d. Major medical 
e. Life insurance 

References: 
AOA portfolio of insurance cover­

ages. 
Elmstrom, pp. 419, 424. 
Gregg, Business of Optometric Prac­

tice, chap. 26. 
Milkie, Partnerships, chap. 15. 

17. Bookkeeping and Accounting 

I. Introduction 
A. Requirements and time schedule 
B. Text and course construction 

II. Accounting Concepts 
A. Four principles of accounting 

1. Reasons and interaction 
2. End results—net income 

and financial position 
3. Accounting entities 
4. Cash vs. accrual 

B. Evolution of Accounting Sys­
tems 
1. Single Entry 

a. Examples 
b. Reasons 

2. Double Entry 
a. Equities and ownership 
b. Assets 
c. Basic equation 

1) Construction 
2) Interaction 

3. Pegboard systems 
C. Recording Transactions 

1. Methods 
2. Equation reactions 

D. Summaries 
1. "T" Accounts 
2. End of period 

E. Financial Statements 
1. Income and expense state­

ment 
2. Balance sheet 

F. Management Information 

Re/erences: 
Carlson et al., Accounting Essentials. 
Control-O-Fax Pegboard Accounting 

Kit. 
Elmstrom, pp. 214-217. 
Gregg, Business of Optometric Prac­

tice, chap.11. 
Histacount literature. 
Professional Budget Plan literature. 
Tax Guide for Small Business, IRS 

Publication #334. 

1 8 . Optometric Fees 

1. Historical development 
2. Factors used to determine fees 
3. Fee systems 
4. Presentation of fees 
5. Third party vision care programs 
6. Assignment of benefits, recourse, 

etc. 

References: 
AOA, Manual on Third Party Vision 

Care Benefits Programs. 
Elmstrom, chap. 9. 
Gregg, Business of Optometric Prac­

tice, chap.18. 
Levoy, $100,000 Practice, chaps. 10 

and 11. 

19 . Optometric Income 

1. Income in various types of opto­
metric practice such as solo partnership 
and third party systems. 

2. Optometric income as an employ­
ee. 

3. Specialty optometric practices. 
4. What the statistics show concern­

ing choosing a location and type of 
practice. 

References: 
AOA, "Opinion Poll—Economic Sur­

vey." 
Elmstrom, pp. 36-39. 
Gregg, Business of Optometric Prac­

tice, chap. 5. 

2 0 . Collection of Fees 

1. Criteria for granting,credit. 
2. Credit policies of the office. 
3. Collection systems and use of col­

lection agencies. 
4. Legal implications of granting 

credit including the truth in lending law. 

References: 
Elmstrom, pp. 404-417. 
Gregg, Business of Optometric Prac­

tice, chap. 24. 

2 1 . Patient Relations and 
Communications 

It is suggested that the material in this 
topic area might be presented as a 
separate course in the optometric cur­
riculum. It might be taught by someone 
with expertise in this area, or by the use 
of a number of guest speakers. It could 
be titled: A Course in Human Relations 
and Patient Communications. Among 
the topics to be covered should be the 
following: 

• Communicating with patients by 
telephone. 

• Greeting patients in the office. 
• How to talk to patients in the case 

history taking process, and during the 
office procedures. 

• Demonstrating the visual problems 
the patient has. 

• Answering patient's questions be­
fore they are asked. 

• Use of videotapes in class to 
demonstrate proper patient handling 
techniques. 
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• Explaining to the patient how his 
visual problem will be corrected. 

• The use of certain communications 
formula such as: 

1. Say it simply. 
2. Prove it. 
3. Answer the unasked question, 

"What is in it for me?" 
4. Repeat that answer. 

• Techniques recommended for 
health professional in relating to pa­
tients. Five questions should be an­
swered whether asked or not. 

1. What's wrong? 
2. What caused it? 
3. What are you going to do about 

it? 
4. How much does it cost? 
5. How long does it take? 

• Importance of communicating in 
simple language. 

• Importance of communicating in 
terms of the patient's interests, not the 
optometrist's. 

• The importance of patient's relation 
with third parties. 

• Emphasize the fact that surveys 
show 15 percent of success depends 
upon technical skill and 85 percent on 
human engineering skills. 

• Patients do not care how much you 
know until they know how much you 
care. 

• Communicating with special kinds 
of patients: 

1. Communicating with mentally 
retarded. 

2. Communicating with deaf and 
hard of hearing. 

3. Communicating with very 
young patients 

4. Communicating with patients 
who have psychosis and neuro­
sis. 

5. Professional use of hypnosis. 

References: 
Carnegie, How to Win Friends. 
Gregg, Business of Optometric Prac­

tice, chap. 19. 
Gregg, How to Communicate. 
Levoy, $100,000Practice. 

2 2 . Professional Public Relations 

A. Internal Public Relations 
1. Use of vision service reports 

to patients. 
2. Various pamphlets and pub­

lished material such as from 
the AOA Bulletinboard. 

3. Office grooming. 
4. Patient education. 
5. Audiovisual systems. 
6. Flowers in the office, etc. 
7. Newsletters. 
8. Office decor and demeanor. 

B. External Public Relations 
1. Professional advertising. 
2. Mailing materials to patients or 

community groups. 
3. Joining clubs. 
4. Buying in the community. 
5. Taking part in community acti­

vities, such as fund raising. 
6. Having other people speak for 

you such as the school teach­
ers and representatives of 
third party systems. 

C. Intra and Interprofessional Rela­
tions 
1. Guidelines 
2. Letter writing. 
3. Personal contacts. 

References: 
AOA audiovisual aids. 
AOA film, "Your Vision, Your Life." 
AOA package libraries. 
AOA pamphlets. 
AOA, Consumer Advice on Vision 

Care. 
AOA, Contact Lens News Back­

grounder. 
AOA, Guidelines for Improving Rela­

tions Between Optometry and Ophthal­
mology. 

AOA, Speaker's Service Guidebook. 
Elmstrom, pp. 43-67. 
Gregg, How to Communicate. 
Levoy, $100,000 Practice. 
Advisory Enterprises publishes pa­

tient education materials in the form of 
booklets, patient reports and news­
letters. 

2 3 . Third Party Vision Care Plans 

Vision service corporations. 
Social Security, Titles 18 and 19. 
Federal programs which include 

optometry. 
Industrial vision plans. 
Insurance, commercial and private, 

including vision care. 

References: 
AOA, Manual on Third Party Vision 

Care Benefits Programs. 
AOA, Optometry in Federal Pro­

grams. 

2 4 . Retirement Plans 

Keogh & IRA (Individual retirement* 
account). 

Professional corporations. 
Investments, etc. 

Package libraries available from 
AOA library—Practice 
Administration Series: 

200 Starting a Practice 
201 Office Location, Design and Facili­

ties 
202 Remodeling Your Office 

203 Buying or Selling an Optometric 
Practice 

204 Associate, Partnership and Group 
Practice 

205 Paraoptometric Personnel 
206 Optometric Assistants (Secretarial 

and Clerical) 
207 Patient Recall Systems 
208 Office Instruments and Equipment 
209 Referral Relationships—To and 

From Other Health Care Providers 
210 Public Relations and Patient Com­

munications 
211 Doctor-Patient Relationship 
212 Office Management Systems 
213 Financial and Estate Planning 
214 Practice Succession—What the 

Widow Needs to Know 
215 Billing and Collecting 

Also see related package 
libraries: 

85 Computers in Vision Care 
128 Problem Oriented Optometric Rec­

ords (P.O.O.R.) • 

Legal and Organizational 
Aspects of Optometry 

1. Consumer Rights and Privileges 
Z-Law 
Freedom of choice 
Privileged information, confiden­

tiality 
Freedom of information/privacy 

act 
Equal employment opportunity 
Credit bureau disclosure 
School, insurance, employment 

records 
Medical information 
Criminal records 
Use of the social security number 

2. Patient's Records 
Ownership and access 
Dropball testing data 
Z-Law 
Statute of limitations on specific 

sectors of patients 
Statute of limitations on collec­

tion 

3. Contracts and Leases 
Employment agreements 
Association agreements 
Partnership agreements 
Corporation buy-sell agreements 
Leasing-equipment, property 

4. Malpractice Philosophy and Insur­
ance 

5. Common Causes to Instigate Mal­
practice 
Abandonment 
Failure to refer 
Failure to abide with standard pro­

cedures 
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Failure to give or provide proper 
instructions 

Failure to keep adequate records 
Dispensing solutions 
Improper use and maintenance of 

instruments. 
Failure to provide regular recalls 

and/ or progress evaluations 
Product liability 
Respondent superior 

6. Defense to Malpractice 
Statute of limitations (latent, dis­

covery rule, last treatment) 
Non-success 
Assumed risk 
Contributory negligence 

7. Accepted Principles for Malprac­
tice 
Standard of care (forbids, neg­

lects) 
Negligence 

8. Seventeen Ways to Avoid Mal­
practice 
Attitude 
Delegation 
Checking equipment 
Statute of limitation 
Legal duties 
Good principles of practice 
Accurate history and comprehen­

sive examination 
Making statements to the patient 
Over-optimistic prognosis 
Criticism of professionals 
Complete and thorough profes­

sional care 
Confidential matters 
Abandonment 
Undue familiarity 
Fees 
Proper selection of contact lens 

patients 
Professional liability insurance 

9. Concept of res ipsa loquitor 

10. Common Law 
Doctor-patient relationship 
Acceptance of new patients 
Dismissing patients 
Service with no compensation 
Patients who move away requir­

ing care 
Standards of care 
Legal duties of a specialist 
Substitute professional care 
Risks involved in therapy 
Side effects of drugs 
Patients who are not of legal age 
Termination of the doctor/patient 

relationship 
Withdrawal from professional care 
Temporary leave of absence 
Recognized and acceptable treat­

ment 

Failure to consult with previous 
practitioners 

Failure to refer to a specialist in the 
profession 

Communicable diseases 
Incorrect diagnosis 
Disclosure of other doctors' harm 

to the patient 
Causing an adverse effect upon 

the patient 

11. Court Decisions and the Profes­
sion 
Federal Trade Commission—fair 

trade practice (U.S. Sup Ct) 
Bates vs. Arizona (U.S. Sup Ct) 
Gibson Berry hill (U.S. Sup Ct) 
Helling Carey (Wa.) 
Tempchin Sampson (Md.) 
Texas Decision (U.S. Sup Ct), 

Friedman vs. Rogers 

12. The Optometrist in Court 
How to prepare for the courtroom 
Small claims court 
Ordinary witness 
Expert witness 

13. Collections 
Statute of limitations 
Guidelines to collection 
Credit bureau and the collection 

agencies 
Legal credit criteria 
Small claims court 

14. Optometric Licensure and State 
Boards of Optometry 
Components (monopoly, qualifi­

cations, grandfather clause, 
suspension, revocation) 

Unprofessional conduct 
Protection of the public 
Consumer complaints and hear­

ings 
Independent, semi-autonomous, 

integrated boards 

15. AOA Code of Ethics 

16. AOA Standards of Conduct 

17. Federal Programs including Op­
tometry 

18. Federal Trade Regulations 

19. Federal Drug Administration — 
Impact Resistant Lenses 

20. American National Standards In­
stitute 

21. Policy on Vision Care Benefit Pro­
gram 

22. Guidelines for Vision Care Bene­
fit Program 

23. Guidelines on Optometric Con­
sultants 

24. Peer Review Guidelines 

25. Health Systems Agencies 

26. Taxes —Depreciation 

27. Review of the State Law of Op­
tometry 
Review the regulations and 

amendments 
Mandatory reporting of the legally 

blind 
Identifying and reporting condi­

tions of child abuse 

28. Professional Responsibilities 
Proper use of the word "diagno­

sis" 
Advice to patients and recording 

data 
Recording all complaints and 

complete history 
Use of photography and/or 

drawing conditions 
Full explanations with printed 

material 
Use of friends or relatives to 

explain conditions 
Explaining the urgency of a re­

ferral 
Referral procedures 
Follow-up and collaborating 

with the other health care 
provider and patient 

Health education 
Record keeping and altering the 

records 
Maintaining the continuing educa­

tion records for future needs so 
as to prove one's level of com­
petence in regard to the stan­
dards of the profession 

Updating equipment and proce­
dures 

Maintaining and updating office 
policy 

Delegating and monitoring the as­
sistants and technicians 

Summary of Recommendat ions 

1. Text in professional development 
be written for optometry students. 

2. AOA develop a plan to supply 
information to instructors in pro­
fessional development. 

3. ASCO develop a plan to supply 
information to instructors in pro­
fessional development. 

4. Material on optometric history and 
orientation be taught in the first 
year. 

5. Information concerning analysis of 
community and practice location 
be taught no later than the end of 
the third year. 

6. A separate course be taught con­
cerning human relations and com­
municative skills. 
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7. Outside speakers with expertise in 
specialized areas of business and 
law be utilized. 

8. A conference be held to develop 
guidelines concerning the teach­
ing of certain "commercial" as­
pects, consumerism, and probable 
fundamental changes in the na­
ture of future optometric practice. 

9. Field trips to practitioner's offices 
be included as part of the profes­
sional development curriculum. 

10. All topics in the curriculum outline 
should be covered in as much 
depth as possible. 

11. One person at each school be 
designated as liaison for contacts 
and materials on professional de­
velopment. 
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"Htold Fast to Owemmm ® • 
Pholugraphy by -lack I) Go!cllx5rg 

I 

Editor's note: Throughout the four 
years of professional education in op­
tometry, students undoubtedly are 
shaping impressions of how they want 
to practice. Sometimes these ideas may 
be formulated before they enter school: 
sometimes they may even be the rea­
sons for entering school. Like the poem 
"Dreams," we must retain our idealistic 
goals to strive for what seems the unat­
tainable and eventually attain that which 
we can live with. 

This story was originally going to be 
about one young O.D.'s plight to estab­

lish a practice in a large metropolitan 
upper middle class suburb. Dr. Fred 
Goldberg's goal was to establish a prac­
tice as a family doctor of optometry in 
McLean, Virginia. In retrospect, how­
ever, it is also an account of a very per­
sonal learning experience. This type of 
practice setting may not be the easiest 
way to begin a professional career in 
optometry. But, the end product, which 
has been for many years the foundation 
of the profession, is that he achieved 
something which is solely his own-, he 
has joined the ranks of the profes­
sionals. 

J O E : Dr. Goldberg, what are you 
presently doing with your doctor of op­
tometry degree? 

G O L D B E R G : I'm presently work­
ing in two solo private practices of my 
own. half a week in each practice. One 
is in the community of McLean, Vir 
ginia. and the other one is in the very 
rural community of Middleburg. Vir­
ginia. Both practices are set up as gen­
eral or family practice, and they're strict 
ly on an appointment basis. I also work 
as an associate in another established 
practice to supplement the income of 
both solo practices. 

J O E : How long have your practices 
been established? 

G O L D B E R G : My McLean practice 
has been established for a year and a 
half; my Middleburg practice has just 
opened. 

"Hold fast to dreams 
For if dreams die 
Life is a broken-winged bird 
That cannot fly." 

— Langston Hughes 
("Dream*." in The World Tomorrow. l(523'i 

J O E : What else have you been 
doing since you graduated from op­
tometry school? 

G O L D B E R G : When 1 first grad­
uated, of course, 1 had to get my li­
censes in the states in which I wanted to 
practice. I chose the Washington. D.C., 
area, and when I obtained my license in 
the District of Columbia. 1 applied for a 
position as an associate. At the time 
there was not a great deal of response to 
that, so I began working as an optician 
until I obtained licenses in Maryland and 
Virginia. When I obtained my Virginia 
license I began establishing my practice 
in McLean almost immediately. During 
the time that practice was developing. I 
worked as an employee of the Ameri­
can Optometric Association Washing­
ton Office staff, doing work on grants 
and eventually moving into a consultant 
position which was handled from my 
office. After that, I started working as an 
associate in another practice in Virginia. 
I'm still working in that position. 
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JOE: How long has it been since you 
graduated? 

GOLDBERG: Two and a half 
years. 

JOE: Are you satisfied with your 
present practice situation? 

GOLDBERG: I'm satisfied now that 
my practices are viable and that they are 
growing at the rate they should be. 
However, I wasn't always so optimistic. 
At the start, I had anticipated a much 
quicker growth. My McLean practice 
was set up originally so that I could get 
referrals from opticians, and I antici­
pated a larger source for referrals than 
just word-of-mouth. That seemed to 
work out fine until I started realizing that 
the opticians in the area were so 
oriented toward ophthalmology. Those 
I dealt with didn't understand how to 
communicate with optometrists. They 
were very skeptical as to the optome­
trist's ability to provide a good prescrip­
tion, and their biases were too strong. 
The referrals lasted for a short time, but 
mostly they had to maintain their rap­
port with the ophthalmologist they had 
worked with all along. 

After 1 started dispensing in my 
McLean practice, it didn't affect the 
amount of referrals I received from opti­
cians. As long as I referred the patients 
back, they were satisfied. They weren't 
going to refer any more patients be­
cause I was or wasn't dispensing 
glasses. That made a big difference in 
my attitude towards practice. 

If you are going to set up private prac­
tice, it has to be a totally independent 
enterprise. As a professional you must 
be in direct control of the care of your 
patient. You should reserve the option 
to perform full-range vision care, includ­
ing dispensing, in your practice. Some 
opticians in Virginia felt that certain 
examination procedures, such as fol­
low-up contact lens examinations, were 
within their realm. If you allowed one to 
"get a foot in," they wanted to take con­
trol of your practice, your patients and 
eventually your professional responsi­
bilities. When one put his foot in, I 
closed the door on his referrals. It may 
have cost me some patients, but the in­
dependence and control of patient care 
was worth it. 

JOE: What change did you decide to 
make in your practice situation? 

GOLDBERG: There is a time when 
you have to assess how your practice is 
doing, and whether it's holding its own. 
At a certain point, I realized that my 
practice was not paying for itself. I took 
a position as an associate, which pro­
vided me with enough income to pay 

"There is a time when you 
have to assess how your 
practice is doing and 
whether it's holding its own. 

for the cost of the practice, plus a little 
bit more. Once my practice is paying for 
itself and giving me a substantial in­
come, I won't do that any more. 

I'm concerned that new graduates 
realize before they open an office most 
of the money they make is going to go 
for paying the expenses of that office, 
the rent, the equipment, the utilities and 
personnel which are the biggest ex­
penses. If they don't make enough sup­
plemental income, they will not have 
enough revenue to keep that practice 
going. 

I evaluated my practice in terms of 
how much I had to make as an associate 
to meet the expenses of my McLean of­
fice, on top of what the office brought 
in. I found that about half my week was 
spent as an associate. Now that I've 
opened my Middleburg office. I expect 
that I will make more because Middle­
burg is a completely different situation 
as far as patient population is con­
cerned. In McLean, I am not well 
known, but in Middleburg I'm very well 
known, and that will help bring patients 
to the office. 

JOE: How did you choose your 
practice location? 

GOLDBERG: When I moved to the 
D.C. area, I saw that the population in 
Fairfax County was 500,000 and the 
ratio of optometrists to population was 
well above 10,000 to 1. However, the 
county is very large, and that 10,000 is 
spread out. All the doctors, especially 
the eye care personnel, including oph­
thalmologists, are concentrated mostly 
in McLean. I opened up, of course, 
where all the other concentration was. 
This created a situation where I was in 
direct competition with a lot of other 
doctors in the area. However, I knew 
that the population in McLean is very 
transient, and a new doctor would build 
up a population of patients very quickly, 
which would last for a number of years 
and then change again. 

The population of Fairfax County 
was also projected to increase to 
750,000 within five years of the time I 
opened my practice. All these new peo­
ple would be looking for eye care pro­
fessionals. As a young doctor, I had a 
unique opportunity to be in contact with 
this young population who was looking 
for somebody abreast of the latest 
developments in the eye care field. I 
was lucky in that respect. This premise 
has now started to prove correct be­
cause my practice is showing the proper 
income and patient flow that I had 
anticipated. 

Now that I'm getting well into my sec­
ond year, -I'm starting to see my first-
year patients returning. However, they 
do not all return every year, as one 
would expect. You need a large patient 
population, probably on the order of 
10,000 per doctor or more to get you 
through the first few years. 

JOE: What kind of problems did you 
experience when you were first setting 
up your practice? 

GOLDBERG: First of' all, I had to 
obtain a loan for the office. When I 
graduated from optometry school, I had 
the impression that banks would be very 
anxious to give new doctors a personal 
loan. Well, actually, that's not the case. 
You can't just walk into a bank and say, 
''I'm a doctor now, I'm worth a lot of 
money potentially, and I want a loan." 
You can get an endorsed, unsecured 
loan. Endorsement means that you can 
get someone who has equity, as much 
as what you're asking for or more, to 
cosign for your loan; but you need a co­
signer. If you don't have someone, 
either parents or friends who has 
equity, then you won't get a loan. Un­
secured means that the bank doesn't 
hold any physical security to back that 
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loan; they're using your signature and 
somebody else's as security. That's the 
only value of your degree in getting a 
loan. 

On the other hand, when I applied 
for the loan on my .Middleburg practice, 
1 had a one year old practice in McLean 
to back my signature. 

The second problem was not really 
being aware of how many business ap­
plications, licenses, prerequisite forms, 
and other legal matters you have to 
know in order to open a practice, al­
though in school you are told that these 
things exist. Specifically, you have to 
start investigating these things. It's 
important to find a good accountant 
and business manager who handles 
small businesses to tell you exactly 
where to go and what to get. such as an 
occupancy license, etc. There is a sep­
arate professional license required for 
each county that you practice in. You 
need zoning clearance also; you may 
not be zoned to practice in a certain 
area. All of these things are prerequi­
sites for owning and starting a practice, 
and a lot of it is high level business 
management. 

You also have to decide how you are 
going to set up your office, as far as 
physical layout is concerned, and how 
much personnel you are going to need, 
or whether you are going to start with 
personnel right away. If you're not there 
all the time, you have to find some way 
of making yourself appear to be there. 
Usually, an answering service which will 
book appointments is helpful. You also 
have to find out exactly how to make 
yourself known in the community. If 
you are going to do it on a referral basis, 
check out the tenor of the doctors in the 
area. 

As far as equipment is concerned, I 
did buy brand new equipment. I realize 
now that the expense of that equipment 
was probably two to three times what I 
should have invested in the beginning. 
However, if a doctor starts out with old 
equipment, the tendency is to stay with 
that equipment for many more years 
than is necessary, and the cost of new 
equipment goes up so quickly that the 
chances of buying new equipment get 
put off until, eventually, the cost is as 
much, or usually, many times more 
than you would have paid in the begin-
n i n 3 -

I'm not saying that every new doctor 
should buy expensive equipment in the 
beginning. I didn't do that for my Mid­
dleburg office. But, when I see how effi­
ciently my McLean office works with the 
new equipment and how much I enjoy 
spending time there, I know that al­

though my Middleburg practice is a nice 
practice, I will enjoy the McLean prac­
tice more because of the type of equip­
ment I work with. I'm used to it, it's 
what I learned on in school, and that 
makes a big difference in how efficiently 
I practice. On the other hand, when you 
work with old equipment, you can work 
with anything. 

JOE: How do you view the problems 
you experienced in setting up a practice 
now? 

GOLDBERG: The first thing that I 
can say is. I've always been idealistic; I 
think a large percentage of students are. 
We can't lose track of that idealism, and 
I don't want to belittle it. But we also 
have to have a certain realistic point of 
reference. When I look at my practice, I 
have to say that I'm glad I did this and 
went through the hard times of setting 
up a practice while I am young, because 
I don't think I would have been able to 
do it if 1 had been a lot older. I think that 
it might have been better if I had pur­
chased another doctor's practice. How­
ever, you have to be very careful when 

"The first thing that I can say 
is, I've always been idealistic; 
I think a large percentage of 
students are. We can't lose 
track of that idealism . . . " 

you purchase another practice that 
you're not just falling right back into the 
same problem of trying to build a new 
practice. That practice may be dying, 
and you may have to rebuild it just like 
you are building a new practice. 

I do think that if I had investigated a 
little bit more, I probably would have 
waited at least until I had acquired 
enough personal income, and really 
anticipated the difficulties in setting up a 
practice, so that I could have paid for a 
portion of my business expenses and 
living expenses and gotten some of the 
basic things that 1 needed to live com­
fortably before starting to set up a prac­
tice. 

You also have to realize what you 
want to do in your professional life. I 
wanted to own a family practice which 
was all mine and over which I would 
have complete control. No doctor was 
going to tell me how to manage my pa­
tients or schedule them, or how much 
time to spend with them. As a result, I 
now am in control of my situation. 

The hardest part about it is, "Can you 
bear it?" and not everybody can. If you 
are at all unwilling to fight in a competi­
tive business world, let someone else 
open up a practice for you. Don't be 
"penny-wise and pound-foolish." You'll 
end up providing less than optimum 
patient care. And get every bit of pre-
practice exposure you can, so that by 
the time you open, you are well known 
and financially stable. 

JOE: How do you feel your educa­
tion could have prepared you better for 
this experience? 

GOLDBERG: Well, first of all. edu­
cation in optometry school is based 
upon every aspect of practice being 
available to you. When you go into a 
community, you have to realize that 
you are going in as a businessman, not 
just as an optometrist. There are other 
optometrists in the area who are not 
aware of how much a new optometrist 
knows about the profession and don't 
want that optometrist there. They feel 
that optometrist is a threat. Well, if that 
established optometrist had had some 
experience, either through reading 
about students or having an extern, 
then he would be better prepared to 
accept a new doctor into his com­
munity, be it as an associate or as ano­
ther doctor in private practice. When 
you establish a practice, you have to sell 
yourself to the optometric community. 
That's something we are not totally pre­
pared for. You are told how to go about 
assessing another doctor's practice and 
talking to him about it. but you are not 
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taught how to approach thai docior and 
-ay. "I ley. listen to me . " 

I think llicit .is far c»s the educational 
system is concerned, it would be good if 
doctors ulili/cd extern? more. One of 
the important things for new graduates 
is to spend al least one or two or even 
three week;- in every facet of an estab­
lished practice, talking with the doctor 
about how Ihe office runs and how it 
really is being in competition with the 
commercial establishments, including 
advertising. These things affect doctors 

the way Ihey think and the way they 
react to vou and I don't think that we 
are totally prepared for that You have 
to hear that doctor s.iy to you. in a week 
of being with hiin. "Hey. you know. I'm 
just not getting any patients this week 
because they heard about ihis ad for 
some kind of special deal. 

You can't run a practice on good will 
You have to have people coming into 
your offke. If would help if students 
could «ee how the changing times are 
affecting the private practitioner and be 
belter prepared lo cope with it when 
they go inio practice. 

J O E : Do you have anv specific sug 
gallons as fo how the {'.durational insti­
tutions can improve preparation in this, 
area? 

G O L D B E R G : First of all. in discuss­
ing externships. 1 think that many doc­
tor.- can benefit from having a young 
student doctor in their olfice helping out 
with examinations just the same way 
they use a technician. At the same time, 
tlie student can benefit from experience 
in the practice, learning how the bus: 
ness aspect runs. Not every practice 
mav meet the criterion for a tola! teach 
ing facility. However, the mere experi 
ence of working in an optometric office 
c:.s a business and not solely as clinical 
practice, is more important at some 
poini. because you are starting to learn 
things that you cannot pick up from just 
turning dials and using lights. 

Also. [ itv.nk that, as I mentioned be 
fore, courses should include invesiiga 
live knowledge of how consumer 
groups and consumer populations are 
reading to '.he problem of recession and 
changes 1:1 our sen iety We live in a so­
ciety where people are more educated 
find more inquisitive lhan ever befoie 
The doctor :s no longer on a pedestal iri 
any field, and people are going to -hop 
around You have to realize that al 
though a doctor builds up a reputation 
over (! long period, of lime, people are 
going lo go where :hev can get the most 
economical care Although we can't 
leach how much 10 charge, a student 

"J eventually want my 
patients to come to me 
because it is Dr. Goldberg— 
not Vr. Goldberg, Ltd.,' or 
some practice that is 
commercialized. . ." 

has lo be prepared to assess the tenor of 
the population That may require 
courses in social psychology. 

J O E : Dr Goldberg, how do vou Jeel 
about ethical practice now that you 
hare experienced these difficulties? 

G O L D B E R G : Well, we no longer 
have a set of rules as 10 how flamboyant 
we can make ourselves in our profes­
sion. I'm referring to price advertising. 
We have lost a lot ol our ability lo con 
trol ethical practice, so we no longer 
look ai our practices from the viewpoint 
of. "Is this docior making himself too 
known th.it he looks like he i- groping 
for palientsV" 1 think that ethical mean.-
to try. at some point, to make yourself 
look good so thai people will come to 
you because you are specla. and very 
good. You don't have to solicit people 
in come to you. But vou do have to 
bring people in so ihey can go out and 
Sell other people that you're a very good 
doctor. 

I fee! that I will continue lo remain 
ethical in the sense that I will practice for 
the betterment of the paiient. and not 
for the betterment of my pockelhook 

throughout the rest of my practice 
career. Rut. I may have lo change how I 
get those patients to my oflice as far as 
how much media I use to make myself 
known. 

When I refer to media. I'm talking 
about some kind of public information 
announcement which says thai. "Most 
children do not express I he way ihey 
see because they have noi had experi­
ence seeing any belter." or "A parent 
should bring a child in before they reach 
their primary school years so that Ihey 
can have their vision examined and 
diagnosed before they are using their 
vision in gieat detail." These types of 
announcements bring exposure to you 
arid ihey are not unethical— they are 
not advertising price, hut ihey are. in a 
sense, promoting you as an individual 
providing a service. 

J O E : Why do you feel you will con­
tinue in professional practice? 

G O L D B E R G : Somewhere in ihe 
years you practice it may be five or ten 
or twenty yeais every doctor reaches 
a level in ihe way in which he is viewed 
in the community, in ihe slate, and in 
the country. I eventually warn my pa 
lienls 10 come to me because it is Dr 
Goldberg, not "Dr. Goldberg. Ltd.." or 
some practice that is commercialized, 
but Dr. Go/d/iery —that doctor who is in 
control of my vi.-ion care, who provides 
care, the way I as a patient like ii. 

After a while. I may build a name as a 
specialist in a certain aspect of my field. 
It may be in how I practice optometry, it 
may be in how I fit contact lenses who 
knows? But. somewhere along the line. 
I am going to have something thai sets 
me aside a- a Doctor of Optometry, and 
that will make my practice something 
that people, will want to come to. whe 
[her they come five or fifty miles. That is 
where professional practice really stands 
out from something that is sold on the 
basis of a product. I am selling myself. I 
am selling my particular kind of care, 
and I want to be Dr. Goldberg, some 
one whom people will come to for 
proper vision care and will coniinue to 
return 

The road to professional practice is 
not tin easy one - it may be beset with 
manv difficulties. However, in addition 
to the impmvement which may be 
needed in our practice management 
programs, a certain underlying desire 
and basic system of human values 
essentia! to accepting responsibility as a 
health professional is still a necessary in 
gradient m fry/in; to achieve that which 
may constitute our "Dreams. " 
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This paper was developed for the 
Interprofessional Forum sponsored by 
the American Optometric Association, 
Anaheim, California, June 19, 1979. 

1 have been asked to explore the 
subject of health policy and its influence 
on patients and providers—all in the 
context of the mutual professional con­
cerns of an interprofessional audience. 
There is a vast literature related to this 
subject and many conferences have 
been held to address the various issues 
involved. As immediate past President 
of the National Health Council and 
Dean of the School of Optometry/The 
Medical Center, University of Alabama 
in Birmingham, I will attempt to share 
with you some of my perceptions, 
gleaned from my experiences through 
the programs of the National Health 
Council, and to describe the changes 
that optometric education has made, 

Henry B. Peters, O.D., is Dean of the 
School of Optometry/The Medical Center at 
the University of Alabama in Birmingham. 

and must continue to make, to meet the 
challenges of changing health policy. 

The National Health Council has held 
three national forums on health policy 
and health regulation. It is clear from 
these discussions of national leaders 
that there is not a single comprehensive 
statement of health policy for the nation 
—in spite of the efforts of President 
Carter and former Secretary Califano. 
P.L. 93-641 specifically calls for such a 
statement; but now, four years later, we 
still do not have such a statement. We 
may look with envy at our northern 
neighbor in this regard. But, if policy 
means legislative and governmental ad­
ministrative actions, it is conspicuous 
that this nation has been spawning 
health policies at a proliferating and be­
wildering rate ever since World War II. 

Regulatory Reform 
There are currently some ninety fed­

eral agencies, issuing about 7,000 new 
rules and regulations each year. The 
Department of Health, Education and 
Welfare alone has amassed over 6,000 

pages of existing regulations in the code 
of federal regulations through 300 legal 
authorities. No one pretends to know 
the true costs of compliance with all fed­
eral regulations but current estimates 
range from $20 billion to $130 billion a 
year. Regulatory reform has become a 
key issue in the Congress and is itself a 
major policy issue, with business and in­
dustry lining up on one side, and labor 
and public interest groups on the other. 
It is noteworthy that health groups have 
apparently not been involved to date. 
Perhaps they are frightened, since at the 
very time there is a major effort at de­
regulation in many sectors, health 
policy is looking at increasing regulation 
(cost-containment, home health care 
regulation, nursing homes, manpower, 
etc.). 

But the federal government, in re­
sponse to political pressures, continues 
to expand its involvement and expendi­
tures in the health care field. These gi­
gantic expenditures for facilities, ser­
vices, manpower and research ap­
proach $150 billion per year, and an in-
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creasing share of the gross national 
product (now almost 9 percent). Such 
expenditures represent choices: educa­
tion, transportation, defense, 
energy, welfare, housing and a host of 
other competing priorities. 

Now, there is no doubt that health 
services have been made more acces­
sible to more people, quality has been 
improved and much new knowledge 
has been developed through these pro­
grams. It is true, too, that many new 
facilities have been provided for both 
services and education. The profes­
sionals themselves have benefitted 
greatly in terms of personal income and 
their social position in society. 

But it is equally true that there are still 
great gaps in the availability of services, 
that there are substantial segments of 
our society that are underserved for 
economic, social or geographic reasons. 
And little attention has been paid to the 
social and behavioral factors, the non­
medical factors, relating to health. 

All of this achievement, and it is sub­
stantial, has been at great cost; and, in a 
time of financial restraint, the policy 
makers are asking if it is too much. 
Clearly there have been abuses and 
these are held up to challenge further 
investment in health. 

The bottom line for us is how to 
achieve public accountability for the 
huge federal expenditures for health. 
Each regulation attempts to spell out the 
implementation of a law, created in the 
political process of resolving the conflict­
ing interests of special interest groups. It 
is no wonder that each regulation, even 
the legislation, may be subject to differ­
ent interpretations at the administrative 
level. Almost surely each restriction im­
posed on one activity provides a new 
opportunity for exploitation by another. 
In fact the whole process has spawned a 
new industry of consulting groups in 
Washington familiarly known as the 
"beltway bandits." 

The health care providers have taken 
a particularly narrow view of this pro­
cess, one characterized by self-interest. 
This has led to particularly debilitating 
interprofessional conflicts before the 
Congress and before the regulatory 
hearings. This has resulted too in the 
development of regulations that are 
specifically designed in subtle ways to 
benefit small segments of society. Regu­
lation is frequently coopted by the most 
powerful. In health care usually the 
strongest and best organized are the 
providers. The public is beginning to 
recognize this and the result is increas­
ingly restrictive regulation. 

Health Policy Issues 
What then are the major health policy 

issues? And which of those are most 
important to us? 

All would agree that the major one of 
current interest is cost containment. The 
rapid inflation of health care costs, the 
pressure of other national priotities (i.e., 
energy) have made this a highly visible 
national issue. Most other issues, once 
viewed as ends in themselves, are now 
related to cost containment. Access to 
health services of high quality for all citi­
zens has been a continuing concern that 
has led to financing programs (Medicare 
and Medicaid), facilities programs (Hill-
Burton), quality assurance programs 
(PSRO), service programs (emergency 
medical services, community health 
centers, rural health initiatives) and sys­
tem restructuring (health maintenance 
organizations). The perceived problems 
of specialty and geographic maldistribu­
tion have resulted in changes in empha­
sis in manpower programs, while the 
public concern for costs have led to 
charges ot medical monopoly and the 
efforts of the Federal Trade Commis­
sion to treat health care as any other 
business enterprise. 

There is an increasing cognizance that 
a society that concentrates its resources 
on the sick will never be a healthy 
society. The National Health Council, in 
partnership with the National Center for 
Health Education and the U.S. 
(DHEW) Office of Health Information 
and Health Promotion, is currently in­
volved in a national program of forums 
related to health education, health pro­
motion, risk-reduction and personal 
responsibility for health and wellness. It 
is remarkable that there is relatively little 
involvement in this major national 
movement by the traditional health care 
providers. 

But how has optometric education 
responded to these many challenges? In 
the last decade, while sharing in the fed­
eral largesse for facilities, special pro­
jects and manpower development, 
optometric education has moved steadi­
ly toward a position of a public health 
oriented profession in a family of health 
caring professions. All schools of 
optometry have increased their basic 
health science preparation toward that 
of medicine and dentistry; all have in­
creased significantly their curriculum 
content in public health and epidemio­
logy; all have increased their content in 
the behavioral and social science as­
pects of health care. 

Equally important, they have in­

creased their curriculum content to 
allow their graduates to discharge their 
public responsibilities as primary pro­
viders of eye and health care. They 
have expanded their service programs 
with clinics providing care to under-
served populations in inner cities, rural 
outreach and the institutionalized. They 
have developed successful interprofes­
sional educational and clinical pro­
grams. They have developed a rational­
ized manpower program including 
optometric technicians and residency 
programs. Through basic vision science 
research, clinical research and research 
on the delivery system they have con­
tributed new knowledge of great value 
to the public. 

The Need for 
Interprofessional Concern 

What then can I contribute to this 
gathering? First I would like to impress 
everyone with the need for shifting our 
priorities from self-interest to one of 
concern for our constituency—our pa­
tients or potential patients (those in 
need of our services). This means we 
must rationalize our differences in the 
interests of this constituency, we must 
act together in the interests of this con­
stituency and we must represent this 
constituency to the decision-makers and 
resource allocators (our elected offi­
cials) . We must become their advocates 
because only by that means will we be 
able to preserve our capacity to serve 
them. 

We know a good deal about these 
problems. We even know some of the 
directions toward potential solutions. 
We are familiar with the machinery of 
government and the techniques of in­
fluence. We are generally more aware 
of the social forces and the potential 
options for change. 

I believe that a truly interprofessional 
consortium, devoted to representing the 
consumer constituency, could marshall 
the support necessary to improve the 
health of the nation. I, for one, stand 
ready, even eager, to participate in the 
effort. 

It would require heightened sensitivi­
ty to the needs of this constituency; 
developing plans to provide for the 
underserved; understanding the social 
and behavioral/cultural problems in­
volved; and, putting self-interest aside, 
creating innovative ways of serving all 
the people. This is worthy of a major 
effort by each profession and, more par­
ticularly, all of us together. • 

30 Journal of Optometric Education 



Notice to 
Contributing Authors: 

the Journal of Optometric Education (JOE) publishes scholarly papers, descriptive and 
timely reports, continuing information and findings in the field of optometric and profes­
sional health education, as well as news of the member institutions of the Association of 
Schools and Colleges of Optometry (ASCO). Manuscripts are accepted for review with the 
understanding that they are to be published exclusively in JOE, unless other arrangements 
have been made in advance. 

Preparation of manuscripts: 
Submit original manuscripts and two copies to: 

Journal of Optometric Education, 
1730 M Street, N.W., Suite 210 
Washington, D.C. 20036 

Manuscripts should be typed double-spaced on 8V2" x 11" paper, with one-inch margins 
on all edges. No length requirements exist, with the content of each paper determining 
length. It is noted, however, that the average length for most full-fledged professional 
papers runs 3000 words, or approximately fifteen double-spaced typewritten pages. 

References and Illustrations: 
References should conform to standard manuals of style and should be keyed to the 

text in numerical order. For journal references, give the author's name, article title, journal 
name (or standard abbreviation), volume number, first page of article and complete date. 
For books, give the author's name, book title, location and name of publisher, and year of 
publication. Exact page numbers are required for direct quotations from books. Limit refer­
ences to those specifically referred to in the text, with all references listed on a separate 
page at the end of the manuscript. 

Tables or charts should be typed on a separate page, numbered, titled and cited in the 
text. Tables should be numbered consecutively and tailored to fit within column width or 
page width. Line and halftone illustrations should be of high quality for satisfactory 
reproduction and should be submitted in duplicate if possible. Illustrations must be num­
bered and cited in the text. Please do not bend, fold or use paper clips on photographs. 

Special charges to the author may be made whenever special composition costs ex­
ceed standard costs. 

Proofing and Editing: 
The author should proof his copy both for content and mechanics. Manuscripts should 

be well-edited by the author before being submitted to JOE. The JOE editorial staff re­
serves the right to edit manuscripts to fit articles within space available and to ensure con­
ciseness, clarity and stylistic consistency. Authors will be notified upon receipt of manu­
scripts and advised of any proposed significant editorial changes prior to publication. 

Identification and Reprints: 
Authors must be identified by academic rank and institution, with brief biographical 

notes included on a separate page. Reprints of all articles are available upon request. 



«p , < . * • 

§& 

T n e Journal of Optometric Education (JOE) keeps you up to date on a myriad of topics 
like the impact of federal programs on health care delivery, new concepts in the scope of optometric 
education, changes evolving in curriculum and student enrollment, primary care and optometry's 
role as provider, and profiles of optometric institutions around the country. 

Don't let your schooling interfere with your education! Join the growing ranks of professionals 
who subscribe to JOE. A subscription to JOE is not only a show of support for optometric education, 
but a way of furthering your own education now that you are out of school. 

Please enter my 
subscription to the 
Journal of Optometric Education 

4 issues/year —$10.00 
Foreign subscription — $15.00 
Make checks payable to ASCO 

Association of Schools & Colleges 
of Optometry 

1730 M Street, N.W., Suite 210 
Washington, D.C. 20036 

Name 

Address 

City 

_ 

Title/Position 

State Zip 

ASSOCIATION OF SCHOOLS 
AND COLLEGES OF OPTOMETRY 
1730 M Street, N.W., Suite 210 
Washington, D.C. 20036 

Non-Profit Org. 
U.S. POSTAGE PAID 

at Wash., D.C. 
Permit No. 46070 


	LETTERS
	CLASSIFIED
	Editorial: "Criterion-Referenced Scoring of the National Board Examination"
	Resource Reviews
	Analysis of Optometric Students, Academic Year 1975-1976
	The Need for Relevant Practice Management in the Optometric Curriculum
	Professional Development and Administration: Report of the ASCO Project Team on Professional Development Curriculum
	"Hold Fast to Dreams..."
	Health Policy, Optometric Education and Interprofessional Relations

