OUTCOMES OF THE APPLICATION OF THE
OPTOMETRISTS ROLE AS PRIMARY HEALTH CARE

Abstract

By education, training, and in
many jursidctions by statutory provi-
sion, optometrists play a comprehen-
sive role as primary health care
providers. The widespread distribu-
tion of optometrists in North Amer-
ica and other highly developed coun-
tries contribute to their ability to
apply this role. Experience within
service programs of the School of
Optometry of the University of Wa-
terloo show the role is also applicable
to such diverse remote and under-
developed regions as the Canadian
North and various Caribbean and
African countries. The high preva-
lence of visual anomalies among
those who are healthy and an in-
creased prevalence of such anoma-
lies as well as impaired visual func-
tion among those in ill health result in
optometrical practices being primary
points of entry ot the health system.
The optometrist thus has considera-
ble opportunity for health education,
health surveillance, health mainte-
nance, as well as the application of
specific optometrical therapies.

Documentation of optometrical
activities in various service programs
of the School of Optometry directed
toward general and specific segments
of the Canadian population demon-
strate the effectiveness of this role in
both rural and urban settings.

The paper cites the results of the
application of the Primary Health
Care role with data drawn from gen-
eral populations in Canada and such
specific underserviced populations as
the institutionalized aged, the men-
tally retarded, preschool children,
Canadian Eskimo, as well as small
isolated Northern Ontario
Communities.
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L’éducation, la formation profes-
sionnelle et dans certaines jurisdic-
tions une provison Statutaire, équip-
pent I'optométriste pour la tache de
pratitien de premiere lighe. La dis-
tribution des optométristes au Can-
ada, aux Etats-Unis et ailleurs dans
les pays développés renforce ce role
de I'optométriste.

L’expérience acquise par I’école
d’optométrie de Waterloo dans ses
cliniques externes démontre que ce
role est possible dans les régions
éloignées du nord Canadien et les
pays de la Caraibe et de I'Afrique.

La haute fréquence des anomalies
visuelles parmi la population bien
portante et une augmentation de cette
fréquence aussi bien qu’une diminu-
tion de la fonction visuelle chez la
population en mauvaise santé amene
la population a consulter ['op-
tométriste confirmant ainsi son role
comme praticien de premiere ligne.

Cette situation permet a ['op-
tométriste de faire de I'éduation pop-
ulaire et de surveiller et maintenir la
santé de ses patients sans omettre la
pratique de sa profession vis a vis de
ces mémes gens.

Les résultats des différents projets
des services de clinique externe de
I’école démontrent bien 'application
effective de ce role de I'optométriste a
Uendroit de populations spécifiques
candiennes tant urbaines que rurales.

Ce travail présente les résultats de
Papplication du role de [l'op-
tométriste comme praticien de pre-
mieére ligne a I’endroit de divers
groupes de notre population: popula-
tion générale, les personnes agrées,
les handicappés mentaux, les enfants
d’age préscolaire, les Inuits, et quel-
ques petits villages isolés du nord de
I’Ontario.

When definitions of primary
health care are compiled,' a number
of elements common to many of the
definitions can be abstracted.
Among the more common elements
are the following:

1. Itis the first health service contact

for the person with health needs.

2. The patient is usually
ambulatory.

3. The problems for which primary
health care is sought usually have
broad distribution among the
populace and most of the condi-
tions can be cared for by the pro-
fessional providing the first con-
tact, that is, it is comprehensive.

4. The health care provider is
accessible.

S. The service is coordinated with
other health services and has con-
tinuity and accountability.

A majority of definitions recog-
nize that a spectrum of health care
providers are active in rendering pri-
mary care, for example, Tonkin
says,’

Primary health care is a complex
process involving a basic level of ser-
vices with a broad orientation and
provided by a variety of health pro-
fessionals who offer some form of
continuity of care. Differentiation of
health problems is a key element in
the process and requires that primary
health care providers perform three
essential functions—as guardian,
gatekeeper and chronicler.

Optometry is identified as one of
the professions providing primary
health care in many professional and
governmental documents.*** In this
paper I wish to examine optometry’s
activities in Tonkin’s three essential
functions.

The curriculum of optometrical
education provides the basis for the
activities of the profession in prim-
ary vision and health care.
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Students in Optometry enter a
four year professional program after
from two to four years of prepara-
tion in the sciences basic to health
education, i.e. biology. physics,
mathematics, chemistry and psy-
chology. Each of these science
streams are expanded in advanced
courses during the professional
program.

Optometry programs include in
depth study of embryology, anat-
omy, neuro-anatomy, physiology,
both normal, abnormal and ocular,
general and ocular pathology,
organic and biochemistry, geometri-
cal and physical optics and phys-
iological optics as the more impor-
tant core subjects. Clinical sciences
and clinical care of patients plus so-
cial, legal and administrative func-
tions form the balance of the
curriculum.

The primary vision and health
care role which this educational pro-
cess fits a graduate to fulfill has been
extensively described.® The role en-
compasses guardianship, gatekeep-
ing and chronicling and encom-
passes primary, secondary and terti-
ary levels of prevention.

What does Tonkin mean by
guardianship, gatekeeping and
chronicling? Guardianship means
accepting responsibility for an indi-
vidual’s care, performing specific
caring function, and in the caring
process, establishing an ongoing re-
lationship. Gatekeeping describes a
health provider who is aware of the
available health resources and who
knows how to facilitate entry to
these resources for the client. The
chronicler’s role consists of originat-
ing, maintaining health records and
communicating with patients and
other health providers on those facts
in the record which are important to
the client’s health maintenance.

Are these functions part of
optometric training?

Optometrical clinical training and
education programs take place
within clinics at the University as
well as many community locations
remote to it where these functions
are practiced by faculty and stu-
dents. These internal and external
clinics are becoming increasingly in-
tegrated into the organized health
care system. Today’s optometry
graduates by the time of graduation
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are prepared and competent to meet
most situations that are found in day
to day practice and to communicate
with patients and other health work-
ers. The optometrist is prepared to
diagnose and manage approx-
imately 95% of the most prevalent
anomalies that trouble human vi-
sion. The optometrist is also compe-
tent to detect and recognize both
general and ocular disease, the side
effects of medication, provide spec-
tacles, contact lenses, orthoptics
and vision training and to counsel
and advise the patient on ocular
problems and to refer the patient
when the problem lies outside his
scope of practice or level of compe-
tence. The optometrist is also pre-
pared to accept the responsibility of
supporting the health activities of
other workers within the health care
field and to maintain records sup-
portive of such responsibility.

Most ocular problems and many
general health problems manifest
themselves in altered visual function
or some change in ocular structure.
Thus, many people use the op-
tometrical practice as an initial point
of entry to the health care system.
They generally enter an optometri-
cal practice with minimal anxiety re-
garding their vision or health. They
develop strong personal relation-
ships with their optometrist. Most
optometric patients are also am-
bulatory. Few population centers of
2000 or over population are without
optometrical services either full or
part time and thus optometrical ser-
vices are readily accessible to a ma-
jority of the population.

Of the health problems which be-
set mankind, vision and ocular
anomalies are second in prevalence
only to dental caries.

Optometrists are fully capable of
providing care for the majority of
the public with vision and ocular
anomalies. Even in the presence of a
broad spectrum of physician’s ser-
vices, optometrists continue to
provide the majority of eye care ser-
vices. For example, Catania’ has
shown that in a large group health
practice 70.5% of the vision and eye
problems were managed by op-
tometrists, 28.0% by physicians and
ophthalmologists and 1.5% by
ophthalmic technicians.

Thus by education, training and
practice, otpometrists fulfill the

functions of guardianship,
gatekeeping and chronicling. Op-
tometric practice in Canada is gen-
erally carried out by individuals or
groups of two or more optometrists
in private offices and as a result op-
tometrical activities and the exten-
sive interchange between optometr-
ists, physicians, ophthalmologists,
dentists, nurses, social workers and
other members of the health care
team have not been widely docu-
mented or reported. Neither is the
value and extensive use of op-
tometric health records generally
appreciated. The outcomes of op-
tometric work remain unknown ex-
cept to the individual who benefits.

To remedy this situation the vari-
ous vision care programs of the
School of Optometry, University of
Waterloo have been extensively
documented in the process of epi-
demiological studies and thus
provide an excellent source of the
material for the examination of the
outcome of the optometrist’s role in
primary care.

The programs examined range
from pediatric to geriatric popula-
tions and they encompass both com-
munity and institutionalized sam-
ples and include ethnic minorities
such as Amerind and Eskimo peo-
ples. They also include groups iden-
tified by handicaps, such as the men-
tally retarded and by geographic
location such as the unorganized
municipalities of Northern Ontario.
Collectively these populations are
representative of Canadian society.
It is thus likely that the outcomes
reported are representative of op-
tometric practice in Canada.
Service to Small Isolated
Northern Ontario Communities®

In Northern Ontario a Mobile
Optometric Clinic housed in a 35
foot specially designed and equip-
ped trailer visited 23 small commu-
nities with populations between 100
and 750 persons between May and
August, 1976. Table 1 shows the out-
come of 1181 primary care contacts
with the optometry team. Table 2
shows the prevalence of vision
anomalies among this population.

While table 2 provides percen-
tages of the population with various
vision anomalies, a number of per-
sons had multiple problems. The
total requirement for optometric vi-
sion care services exceeded 48% of
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all those who attended the clinic.
This population ranged in age from
one to over 80 years of age. There
were 47 persons (4%), all of whom
were ambulatory, identified as re-
quiring a physician’s assessment. In
addition to the foregoing 47 per-
sons, the specified need for health
education and counselling in regard
to compliance with health treat-
ments, and assessment for drug side
effects can be estimated by consider-
ing that 312 persons either had a
health problem or a familial history
of health problems. The continuing
need for oculo-visual assessment
services is evident in both the high
prevalence of visual anomalies as
shown in table 2 and in the fact that
363 ocular health problems were

also present.

Service to Institutionalized and
Community Based Mentally
Retarded Persons’"

From September 1974 to August
1975 the Optometry Clinic at the
Huronia Regional Centre for the
Mentally Retarded examined 1242
residents. The age of this population
ranged from six to 83 years, 74% of
these were less than 29 years old. Of
this population, 54% were found to
have one or more ocular pathology
conditions. Table 3 shows the inter-
professional activity related to ocu-
lar pathology within the hospital
unit over one year’s time. Due to the
fact that the residents are under the
constant care of physicians there is
less likelihood of detecting un-

diagnosis

Table 1

PREVALENCE OF OcuULAR AND SYSTEMIC HEALTH PROBLEMS DETECTED AMONG RESIDENTS OF
SMALL ISOLATED NORTHERN ONTARIO COMMUNITIES BY AN OPTOMETRIC TEAM

No. %
Optometric Oculo-Visual Assessments 1181
Referred to Physician with previously undiagnosed health problem 13 1.1
Referred to ophthalmologist with previously undiagnosed ocular 18 1.5
health problem
Eyes with elevated intraocular pressure referred to ophthalmology 16 1.4
Referred to nurse for counselling with health problems 1 0.1
General health problems with diagnosis or treatment reported in 201 17.0
case history
Family health history of hypertension and diabetes 111 9.4
*Total ocular health problems present with or without medical 363

* A number of persons showed multiple ocular health problems thus no percentage of the
population is shown since such a percentage is not meaningful.

ONTARIO COMMUNITIES

Vision Anomaly

Myopia

Hypermetropia

Astigmatism

Anisometropia

Presbyopia

Amblyopia and muscular anomalies
Low vision

Table 2

PREVALENCE OF VISION ANOMALIES AMONG PERSONS IN SMALL ISOLATED NORTHERN

% of
Population

1o N~ =

functions for ocular side effects of drugs

Table 3

NUMER OF INTERPROFESSIONAL REFERRALS BETWEEN OpTOMETRISTS, FAMILY PRACTICE
PHYSICIANS AND OPHTHALMOLOGICAL CONSULTANTS AT THE HURONIA REGIONAL CENTRE
FOR THE MENTALLY RETARDED OVER A ONE YEAR PERIOD

No. Yo
Referred to ophthalmology by physicians 53 4.3
— Requiring treatment 28 —
— Requiring no treatment 25 —
Referred to optometrists by physicians 70 5.6
— Treated in infirmary by physicians post referral 53 —_
— Treated by ophthalmologists after referral 13 —
— No treatment 4 —
Number of residents with one or more ocular pathology present 669 54.0
Number of residents requiring review of ocular tissues and visual 781 62.9
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discovered systemic pathology.
There is frequent consultation be-
tween physicians and optometrists
on systemic health of residents, par-
ticularly in regard to ocular side
effects of systemic medication.
Thus, the optometrist to physician
referrals were not recorded except
where referral was for an ocular pa-
thology. Periodic review of all pre-
viously diagnosed ocular patholog-
ical states occurs on a planned
schedule.

A sample of 168 mentally retarded
in the schools of the Waterloo Re-
gion was also assessed by optometr-
ists from the University of Water-
loo. Table 4 shows the extent of
physician-optometrist consultations
regarding the persons in this sample.
In all 168 there was interaction be-
tween optometrist-nurse-teacher-
psychologist either verbally or in
writing. In Table 5 the visual condi-
tions requiring optometrical diag-
nosis and therapy are contrasted for
these institutional and community
based mentally retarded popula-
tions. While approximately 50% of
the retarded persons living in the
community require optometrical
therapies, the need within the in-
stitution increased to over 66%.

As 62.9% of the institutionalized
population were taking prescribed
medication, a compilation of the
possible side effect of these drugs
was made and the residents were
examined for such effects in the Op-
tometry Clinic. A number of side
effects have been found and this has
resulted in the origination of a spe-
cific protocol of examination for
such side effects at each oculo-visual
examination. This activity has re-
quired a considerable increase in
consultations between optometrists
and physicians. Among the retar-
dates residing in the community,
only 20.0% are on prescribed medi-
cation. No ocular side effects of
drugs was found during the oculo-
visual assessment of this group.

Within both institutional and
community primary care settings for
the retarded, optometrists confer
with nurses, psychologists, social
workers, teachers and ward aids on
almost all patients. The optometrist
is also a regular participant in the
health and rehabilitation con-
ferences held for all residents and
new admissions to the institution.
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This results in the visual capabilities
and ocular problems being taken
into account in planning health, ed-
ucation and rehabilitation training
programs which are established for
each individual. Ward aids are also
coached on the necessity for the con-
tinuous use of optical appliances and
are trained to encourage their
proper use and wear. Controlled
studies" have indicated that correc-
tion of vision anomalies has salutory
effects on a wide spectrum of be-
havior among mentally retarded
popultions.

Vision Care Requirements of
Belcher Island Eskimos”

A group of 138 persons who con-
stituted 76.6% of the Belcher Island
Eskimo population were examined
in 1971 by an optometrical team
from the School of Optometry, Uni-
versity of Waterloo. An ophthal-
mological resident was also present
during the working visit along with a
family practice physician. He as-
sessed all ocular pathologies de-
tected and referred by the optometr-
ists. A total of 10.1% of the popula-
tion required referral to his service
for ocular pathology assessment.
The optometric team found 25.4%
of the population required op-
tometric therapy. Table 6 shows the
number of pathologies detected and
the number of persons requiring
medical treatment. Of the treatable
ocular conditions, only one case re-
quired one specialized judgement of
an ophthalmologist. The balance
could have been managed by a fam-
ily physician. Table 7 shows the
numbers and kind of visual anoma-
lies detected by the optometrists.

The Insiitutionalized Aged in
Ontario Residential and Nursing
Homes"

In a comprehensive survey of 43
residential and nursing homes, the
institutionalized aged have been
shown' to have a high prevalence of
ocular and visual anomalies. Acting
as primary health care practitioners
within these institutional settings,
optometrists and optometrical inter-
nes of the School of Optometry ex-
amined 1112 individuals and re-
corded the data shown in Tables 8
and 9. When it is considered that this
population is monitored by both
physicians and nurses, the data
shows the added value of a third
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Table 4

NUMBER OF OPTOMETRY REFERRALS AND CONSULTATIONS WITH PHYSICIANS AND
OPHTHALMOLOGISTS REGARDING OcULAR CONDITIONS AMONG A COMMUNITY SAMPLE OF
MENTALLY RETARDED CHILDREN

No. %
Referred to ophthalmologists for undiagnosed ocular health 7 4.3
problem
Detected ocular health problem with prior physician’s diagnosis 20 12.4
Children evaluated for ocular side effects of drugs 35 21.6

Optometrists conferred with the family physicians in all cases where the child was on
medication

Table 5

PREVALENCE OF VISUAL PROBLEMS OF MENTALLY RETARDED POPULATIONS IN INSTITUTIONAL
AND COMMUNITY SETTINGS

% %

Institution Community
Visual Problem Population Population
Myopia 17.9 17.5
Hypermetropia 35.4 23.3
Astigmatism 28.9* 1957
Anisometropia 113 19.1
Presbyopia 9.5 0.0
Amblyopia and muscular anomalies 24.2 24.7
Low vision 92, 3.7

*While 57.3% of the population require spectacle correction only 4.0% require correction for
astigmatism only.

Table 6
PREVALENCE OF OCULAR PATHOLOGIES AMONG A POPULATION OF BELCHER ISLAND EskimMos
No. %
Total ocular pathologies detected and referred 52 —
Total ocular pathologies requiring treatment 14 10.1
Table 7
PREVALENCE OF VISUAL ANOMALIES AMONG A POPULATION OF BELCHER ISLAND EsKiMOSs
Visual Problem %
Myopia 6.9
Hypermetropia 6.9
Astigmatism 12.0
Anisometropia Not
Recorded
Presbyopia 4.2
Amblyopia & muscular anomalies 6.5
Low vision 0.0
Table 8

ENUMERATION OF OPTOMETRICAL REFERRALS FOR OCULAR AND SYSTEMIC DISEASE AMONG
1112 REeSIDENTS OF NURSING AND RESIDENTIAL HOMES FOR THE AGED

N % of N
Persons with ocular anomaly detected and referred to 58 5.2
ophthalmology
Persons with an undiagnosed systemic health problem detected and 72 6.5
referred to a physician
Discussions with nurses and ward aids were held on all patients 1112 100.0
Referred to ophthalmological evaluation of suspected glaucoma 45 4.0

Table 9

VisuAL ProBLEMS OF THE ELDERLY IN 43 RESIDENTIAL AND NURSING HOMES

Visual Problem No. %
Myopia 30.1
Hypermetropia 58.6
Astigmatism 20.5
Presbyopia All except the blind
Amblyopia and muscular anomales Not compiled
Low vision (best corrected acuity 20/70 or worse) 262 23.6
Number requiring immediate vision examination to improve vision

(represents unmet need for refractive eye care) 216 19.4
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primary care practitioner, the op-
tometrist within geriatric care
institutions.

While the items documented
among these specific populations
are extensive, they do not relate the
complete story of optometrical diag-
nostic and therapeutic services and
the counselling, health education
and other optometrist’s activities
which integrate with and support the
role of other health workers. Many
aspects of the primary care activities
do integrate with and support the
role of other health workers.
However, many aspects of the prim-
ary care activities of optometrists
still need to be fully explored and
documented.

The addition of electrodiagnostic

leaves little doubt that optometrists
play an extensive and effective role
in primary care. The full potential of
optometrists as guardians,
gatekeepers and chroniclers must be
exploited to provide the quantity
and quality of vision care, eye care
and health care needed by
Canadians.
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