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INTRODUCTION 

Demographers estimate that in the United States alone there 

are 30 million persons 65 years of age and older. By the year 

2000 this number is expected to increase to 36 million . 1 No 

longer can this segment of the population be regarded as 

passively resting outside of society's mainstream. This group 

is politically as well as socially act ive. Currently t he 

elderly account for the consumption of 33% of the nation ' s total 

health care, 25% of medications and 40% of acute hospital ad

missions.2 Of this population 92% require visual correction 

and all of them will require appropriate vision care . 3 

The shifting age of the population and the increasing 

re l iance on the medical community mandates that health care pro-

viders become more aware of the needs of the elderly . In fact, 

in 1981 a White House Conference i n AgiDg~recommended that all 

pe r sonnel involved i n health service delivery be required to 

. . . ~ have some gerontolog~cal tra~n~ng . -

Indeed it must be recongized that the elder l y have dis-

tinct probl ems and needs that al l health care providers must 

acknowl edge . Providers should be aware that in many cases 

the elderly present with multifactorial health problems t h at 

may further be compounded by psychological and socia l prob-

lems . In terms of vision care, Skuza 4 reported that "in 

many cases geriatric patients labeled as senile, reclusive, 

bothersome or irritabl e actually have vision problems which 

affect their behavior . Once the problems are corrected with 

proper vision car e, the patient ' s behavior often changes re -
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markably for the better." Collectively persons over 65 report 

that vision impairments are the third highest chronic con

dition as revealed by the National Center for Health 

Statistics.5 Vision problems and the hlgb incidence of 

injuries among the elderly are also strongly related. The U.S. 

Department of Health, Education and Welfare survey6 revealed 

that 85 % of injuries sustained by persons 65 and older are 

caused by falls and of these, 25% are due to uncorrected 

visual problems. Many of the se elderly individuals live in 

nursing homes and yet, less than 18% of nursing homes have 

regular ophthalmic care. Addressing the visual needs of the 

elderly by optometrists perhaps became even more to the fore

front with the passage of the Budget Reconciliation Act of 

1986 (HR5300) which provides optometric coverage under Medicare. 

However, despite overwhelming demographic information and 

the government's acknowledgment of the increasing health care 

demands of the elderly, the area of geriatric training'still 

remains one of the least emphasized d isciplines in optometry 

as well as many medical schools. Geriatrics is often incor

porated with other areas of study such as low vision and path

ology wi t hout a great deal of distinction . Without such 

distinction, the area of geriatrics may not be regarded as an 

important entity by student clinicians nor may they be guided 

to consider geriatrics as a part of their career track in a 

manner they may view pediatrics or contact lenses . The 

Committee on Ls adership for Academic Geriatric Medicine~cites the 
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fact that "persuading academic leaders to recognize geriatrics 

as a valid area of expertise, to support its research, and to 

encourage the training of good people is one of the main 

stumbling blocks in meeting manpower needs." It is not im-

portant to recognize geriatrics as a specialty but it is 

imperative to implement courses that specifically address 

geriatric care in existing curriculums . In The Journal of 

Optometric Education?, Dr. John Potter editorialized "Because 

there is a positive correlation between knowledge and attitudes 

optometric faculty should consider early in the professional 

school curriculums definite educational strategies to impart 

knowledge about the aging process and about the health care 

and social problems of the elderly . " 

The blueprint for the development of these courses can be 

derived from the mode l s established by other health care 

discipl ines which have gradually incorporated geriatrics int o 

the didactic and clinical training of their students . These 

models include three important factors6 : 

1 . Modification of established c l inical 
techniques . 

2. Development of multi- or interdisciplinary 
care strategies . 

3 . Incorporating the new body of Jcnmvledge in 
geriatrics into clinical management 
s trategies. 

The topics that need to be addressed should fall into the following 

'~ categories: 
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1. Normal and abnormal biological, social 
and psychological changes that are part 
of the aging process 

2. Effective communicati on techniques to 
establish a good doctor-patient relation
ship 

3. Understanding the current health care la1'lS 
and the workings of social agencies that 
assist the elderly in order to effectively 
manage the problems of the older patient. 

With respect to these factors, this author will lay out an outline for 

the development of a geriatrics optometry curriculum that would allow 

for uniform instruction at the schools of optometry. 

THE CURRENT STATE OF GERIATRIC OPTOMETRY 

There are three noteworthy studies by Verma (1982)~ 

Rosenbloom (1985)10 and Aston et al. (1988)1 that have 

explored by survey the current state of geriatric education 

in optometry schools. The findings and the changing face 

of geriatric education over a six year period is presented 

in the following sections . 

The information obtained is presented with regards to 

the survey question and the number of schools that responded 

out of all of the schools queried at that time. 
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I. Formal and/or Separ ate Optometric Gerontology Coursework 

A. Verma: 9/11 (combined with other course material) 
1/11 (separate course) 

B. Rosenbloom: 3/15 (combined with other courses) 
10/15 (separate course) 

c. Aston et.al: 1/16 (required course with low vision) 
8/16 (required separate course) 
2/16 (elective separate course) 

In the 1982 survey geriatric instruction was often incorporated with 

other areas of study such as low vision, primary care optometry 

and rehabilitative optometry. Of the schools that participated 

at that time only two respondents strongly agreed t hat a sepa-

rate course in geriatric optometry was needed. By the 1988 

study the number of schools that offered separate course had 

increased. However, the courses varied in structure ranging from 

4 to 2 hours per week, 10 to 12 weeks in duration and none had 

structured laboratory sessions . 

II . In what year in the curriculum is the course offered 

A. Verma: Unspecified 

B. Rosenbloom : 5/15 3rd yr. 3/15 4th year 

c. Aston et al: Unspecified 

~lacBment of a course in the geriatric curriculum structure 

may be more important than the placement of most other courses· 

In the Rosenbloom study, the majority of respondents felt that 

the best method of providing geriatric instruction was with 

a single course in the third professional year. However, 

early classroom and clinical exposure to caring for the elderly 

may make a positive impression on the student's attitude to-
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ward caring for the geriatric patient. 

A study by the University of CalifornialO revealed that 

in the four years of the medical school program, the attitude 

of the students toward the elderly worsened. This shift in 

attitude was attributed to the heightened awareness and fear 

of one's own mortality. The suppression of this fear leads 

to an unconscious adversion toward the elderly patient. A 

more probable explanation is offered by Beck, Ettinger and 

tl 
Jakobsen who cite four reasons which may explain clinicians' 

reluctance to work with the elderly patient: 

1 . CUI tural biases tmvard the elderly 
2 . Lack of knowledge and experience in treating 

the elderly 
3. Lack of experience in treating patients outside 

the private office setting 
4. Lack of financial incentive 

What the cited reasons indicate is a lack of understanding 

not only of the patient but of the skill necessary to care for 

them. This knowledge base must be interworven throughout 

the four year curriculum and cannot be totally effective in 

a single semester's course of lecture. Early instruction 

geared toward psychological and biological aging, the clini-

cal aspects of caring for their distinct visual problems, 

and the most effective means of working with social agencies 

the deal with the elderly. 

The incorporation of geriatrics into the existing c ore 

curriculum will benefit the student clinician by making them 
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aware that treating the elderly patient is not the downsi de of the 

practice but an integra l part of it that they are prepared to 

handle. 

III. Geriatric Clinical Programs = On C~mpus 

A. Verma: 10/11 Students receive clinical 
exposure to geriatric patients 

B. Rosenbloom: 3/15 Special Provisions for 
elderly patients 

1. - trH: Geriatric/Adult Care Module 
patients over 40 

for 

2. SCO: Geriatric clinic for patients 
over 65 

3. UAB: Low Vision/Geriatric clinic 

c. Aston et al.: 3/16 Required Geriatrics 
specialty clinic 

IV. Ge r i at r ic Clinical c ~rograms ~ -off Campus 

A. Verma: Unspecified 

B . Rosenbloom: Unspecified 

C. Aston et al.: 3/16 Elective off-campus rotation 
12/16 Required off-campus rotation 

The rotation sites varied from school to school. Most 

of the activit i es and rotations included nursing homes, VA 

hospitals, general hospitals and communi t y health clinics. 

AS with the geriatric course offerings, the majority of the 

clinical rotations are offered during the 4th year . 

V. Research 

A. Verma: Unspecified 

B. Rosenbloom: 4/15 one or more projects 
2/15 submission of grant appli

cations 
1/15 plans to build research 

program 
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Besides offering valuable i nformation, res earch in and of 

itself can offer credibility and a strong foundation to a 

developing area of study. A report by the Committee on 

Leadership for Academic Geria tric Medicine drew parallels 

in the development of pediatrics, oncology and clinical pharma-

co logy Z.. As research in these ares became more prevalent 

and information reached not only those in the health care fields 

but also, to some extent, the public courses in these areas 

started to gain wider acceptance at the professional schools . 

In each case, the establishment of these areas as a well-defined 

field of study was slow but with early emphasis on reasearch 

these topics were gradually brought to the forefront of 

academia and clinical training. Thus, if research in geriatric 

optometry is encouraged, history would dictate, given adequate 

financial backing, that is acceptance into current curriculum 

structures would have a heightened chance of succeeding. 

VI . Faculty Tra ining 

A. Verma: Unspecified 

B. Rosenbloom : Unspecified 

c. Aston et al.: 6/16 had primary contact faculty 
with some degree of training in 
the area of geri a trics and of 
these 1/6 had a faculty member 
with a formal degree in geriatrics 

The development of geriatri cs as a distinct area of study 

will lead to a larger pool of clinicians trained in gerontology 

and of these, newly tra ined clinicians may choose to become 

academic gerontologists thereby strengthening geriatric 
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programs. 

Presently private practitioners and faculty members may 

enhance their skills through continuing education programs. 

Several schools offer Continuing Education programs geared 

toward the treatment of the elderly. 1~ 

The HHS is composed of 20 university based centers. These 

centers are set up to help health profession faculty from all 

areas of the health care field to further develop their 

schools' geriatric programs through a six day course . The 

centers at UAB and PCO have trained more than 40 optometry 

faculty members from around the country. In 1988, PCO 

received a federal grant to provide continuing geriatric 

education to optometrists and long term care personnel in 

the state of Pennsylvania~~· 

The American Optometric Association also offers C.E. 

courses for its members. In 1988, in conjunction with the 

ASCO Optometric Gerontology Curriculum DEvelopment Committee, 

designed a draft manual, Optometric Gerontology: A Manual 

for Educators, to be used in comprehensive optometric 
. 

gerontology courses and model clinical modules.1~ 

C.E . courses in gerontology are extremely beneficial 

since many practitioners who have graduated priorto 1985 may 

have had very little formal training in geriatrics. However, 

these courses are far and few between . 
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Further skills can be obtained through residency programs. 

These are usually VA Hospital based residencies . The goals 

of these · programs are : 13 

1. To optfmize the eye and vision examination of 
patients with complications related to aging 

2. To perform an interdiscipl inary geriatric 
assessment screening 

3. To learn how to identify, gain access to, and 
participate in the various local networks of 
geriatric health care and social support 

The information obtained and skills developed through 

these mediums help in traiing faculty members and i n the 

development of future geriatrics curriculum by serving as 

a pool of i nformation from which to draw. 

WORKING MODELS 

The Bureau of Health Professions of the Health Resources 

and Ser vices Administration in the 1979-90 Fiscal Year offered 

curriculum development grants to 152 profess ional schools. Of 

these two were offered to optometry schools for the purpose of 

enhancing geriatric education and training . These schools 

were the Southern California College of Optometry and the 

Penssylvania College of Optometry.3 However, there are 

several other schools that have designed geriatric curriculums. 

This section will explore the structure of these working models.
14 
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Pennsylvania College of Optometry 
Director: Satya Verma, O.D. 
Structure : 

2nd year: (second semester) two hour lecture 

3rd year: 1. Rotation through the Community Eye 
Care Services Program 

2 . Elective course "Optometrist and the 
Elderly" ( also offered in 4th year) 
which explores normal and abnormal 
biologi cal, social, psychological and 
visual changes in the elderly. 

3. Rotation through the Eye Institute 
(also in the 4th year). The patient 
load is 20% patients 65 years old and 
older. 

University of Alabama at Birmingham School of Optometry 
Director: Gary Mancil, O.D. 
Structure: 

3rd year: Lecture series in Geriatrics 
The goal of this series is to help students 
re-evaluate their perceptions of the elderly, 
explore age-related visual problems and 
explore the over-all care of the elderly 
patient via lectures from other health care 
professionals. 

4th year: Required rotation thro ugh 
1 . Low Vision/Geriatric Clinic 
2. Screening Rotation 
3. Community Health SErvices Clinic 

Rotation (HMO setting) 
4. Birmingham VA MEdical Center Rotation 

* the duration of these rotations was not specified 

University of Houston 
Director : Randall Jose, O.D. 
Structure: 

Three uni t lecture series combined with a clinical 
rotation in the Geriatric Module 

3rd year: Rehabilitative Optometry I: Basic in
formation regarding geriatric eye care 

4th year: Rehabilitative Optometry II: Development 
of exa mination techniques 
Re habilitative Optometry III: Basic 
information reqarding the aging process 
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These curriculum models have combined didactic and clinical 

programs that are primarily geared toward geontology. How-

ever, eve n in these models the presentation and structure 

of the curriculum isn~ t uniform. The fact that at most six 

schools have a separate geriatrics curriculum leaves a great 

many other student clinicians with a great loss. A basic 

framework is needed that can be incorporated at all of the 

optometry schools. 

GERONTOLOGY CURRICULUM: 
SUGGESTIONS FOR A MODEL COURSE 

The Rosenbloom survey revealed eleven topics~~h±ch::racu1ty 

members consider important for adequate coverage of geriatric 

optometry.10 These topics are: 

1. Demographics of the aging population 
2. Role transitions in later life 
3. Biology and psychol ogy -of aging 
4. Health problems of the elderly 
5. Normal age related vision changes 
6. Common systemic and ocular diseases among the 

elderly 
7. Drug utilization in a geriatric practice 
8. Modification in examination techniques and 

procatldres 
9. Aphakic refraction and corr ection 

10 . Prescribing for and management of the elderly 
patient 

11. The aging network 

In addition to academic knowledge and clinical skills a 

geriatrics curriculum should manifest in each clinician a 

positive attitude toward patients that may invariably make 

up a large portion of their patient pool. , How this can be 

achieved is best described by Reichel.) · 
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The information offered in the courses and clinical rotations 

should generate : 

1. Compassion and humanity 
2 . Understanding of the importance 

of the continuity of care 
3 . The need for bolstering families 

and horne life 
4. Communication skills and building 

a good doctor-patient relationship 
5 . Intelligent treatment or management 

skills 

The purpose of the following section is to present a 

model curriculum outline that will allow for the development of 

a uniform organized curriculum t hat incorporates those topics 

and idealogies that are deemed important in all areas of 

health care. 

COURSE DESIGN 

I . Introduction to Gerontology: Impressions of and social 
attitudes toward the elderly 

A. Demographics 
B. Misconceptions attributed to aging 
C. Role of the elderly in the community 
D. Simulation Modul es : 

These modules can be used to reinforce information 
received in lecture. The objectives of the 
modules are to increase a wareness of the studests 
to the realistic psychological and physical 
problems of the elderly as well as provide 
a means whereby stduetsn can better understand 
how the patient and health care provider can 
best communicate. Curr ent simu lation programs 
are:lS, I~ 

1 . The Aging Game by Hoffman and Reif 
(currently being used at Duke University 
Medical School) 

2. The Road of Life by Menks 
3. Geratrix by Hoffman, Brand, Beatty and Hamill 

II. Psychosocial Aspects 

A. Life-style 
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B. Economic resources and security 
c . Family structure and support network 

III. Psychological Aspects of Aging 

A. Cognitive functioning 
B. Depression 
C. Coping with the aging process and life 

transitions 

IV . Physical Changes 17 

A. Biological aspect of aging 
B. Theories of aging . 

1 . Organ Theory 
2. Physiological Theories 

a. Free Radical 
b . Cross Linkage 
c. Waste Production Accumulation 

C. Physiological changes : different i ating betwe e n 
normal and abnormal changes 
1 . Cellular morphology 
2 . Musculoskeletal 
3 . Hematology 
4. Nervous system 
5 . Gastrointestinal function 
6 . Renal function 
7. Sensory perception 

V. Age- related Visual Changes a, JS, 19 

A. Anatomical and physiological changes of ocular 
structures 

B. Psychophysical changes 
1. Contrast sensitivity function 
2. Refractive changes 
3 . Visual field changes 
4. Color vision changes 
5. Ocular motili ty 

C. Low vision with regards to the elderly patient 

VI. Pharmacological Considerations : Z0 

A. Pharmacoki netics 
B. Increased utilization of drugs 
c. Ocular disease and drug reactions 
D. Commonly used s ystemic and ocular prescription 

agents 
E. Patient compliance 

1. Patient unders t anding of instructions 

- ... ~. 
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2. Patient ability to use medications 
in the prescr ibed manner 

F. Side effects of systemic and ocular agents 

VII. Examination of the geriatric patient 2.! - ZS 

A. Modification of examination techniques and 
procedu r es ·· 

B. Development of effective communication skills 
c. Problem solving and management skills 
D. Effective patient education 
E. Effective networking techniques 

1. Working of Medicare and M~dicaide 
2. Public policy 

F . Assessment of patient's cognitive ability 
1. Mental Status Questionnaire (MSQ) 

G. Assessment of day to day needs of the patient 
1. Activities of daily living (ADLs) 
2. Instrumental activities of daily living (IADLs) 

Several of these topics can be interwoven into t h e 

existing courses in the optometric curriculum. However, 

courses that specifically are directed toward the geriatric 

patient must be established to address the uniques 

changes that accompany aging and which are affected by 

specific environmental and social situations. It simply is 

not possible to extrapolate from information presented in 

pediatric courses or from that of general courses aimed at 

the management of patients age 20 to 45. 

Gerontology courses introduced early in the curriculum 

and reinforced by a continuing series of courses may be the 

best approach. An introductory course in the first year; 

a basic information c ourse wi th regards to biological and 

physiological changes and clinical exposure in the secon d 

year ; ph~rmacology a nd examina tion techniques in the third 

year; and clinical rotations in Geriatric- specific settings 
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during the fourth year. Care that is so multidimensional 

should not be compartmentalized into a one semester or 

quarter course or in a single two hour lecture embedded in 

a n other primary course. 

Topics can further be enhance by guest lecturers from 

other health care related fields such as general family 

medicine, dentistry, cardiology, neurology and psychology. 

The purpose of these lectures would be to provide a multi-

sided picture of Gerontology. To be able to provide the 

best possible care for the patient, a multidie iplinary 

approach should be employed. The type of presentation 

would also show ho all areas of health care are moving in 

the same direction in terms of emphasis on Gerontology and 

serves to highlight the great need for optometric services 

in this area. 

CONCLUSION 

A 1987 study, "Personnel for Health Needs of the 

. 2'-
Elderly Through the Year 2020", summerized the basi c 

requirements for the development of geriatr ic c urriculums . 

These requirements are: 

1 . Priority must be given to expanding the 
number of faculty members and other leaders 
who are adequately prepared to plan and 
guide education and training programs in 
aging and geriatrics 

2 . All health and huma n services pers onnel 
should receive training in the special 
conditions and needs of older persons . 
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3. Training programs should involve the entire 
spectrum of caregivers 

4. All educational programs should focug on 
home and community based care 

5. Training programs must be flexible because 
of the specific nature and scope of future 
personnel requirements cannot be determined 
many years in advance 

The shift toward including more topics which address 

the needs of the elderly in optometric programs will be 

a gradual one. However, if administrators could accept 

a basic framework for a geriatrics curriculm that adhered 

to these five requirements it would be beneficial to the 

scope of optometry in the future. 

The purpose of this paper was to design such a frame-

work based upon current research and the structures of 

exist ing working models in both optometry and medical 

schools. 

There is a very real need for structured training in 

geriatric optometry given the increase in the number of 

elderly individuals in our society. Our learning institu-

tions must take the necessary steps to provide such training. 
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