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STANDARD OF CARE
EDITORIAL

Behavioral optometrists have long 
been advocates for the functional 

and developmental concepts set forth, 
notably by the Optometric Extension 
Program Foundation and by the College 
of Optometrists in Vision Development.  
Other organizations such as the Austral-
asian College of Behavioural Optometrists 
along the Pacific Rim and the British As-
sociation of Behavioural Optometrists in 
the United Kingdom have carried the mes-
sage of functional optometric care around 
the world. The Mexican optometric com-
munity is very active. There is also in-
creasing interest in behavioral optometry 
by practitioners in Asia, continental Eu-
rope, Central and South America. Times 
are truly exciting for the profession. But, 
with the geographic expansion and of the 
scope of practice of optometry we must 
not lose fact of our need to follow ac-
cepted guidelines. We need to insure that 
we are practicing by what is considered 
an ethical, legal and therefore appropriate 
standard of care for all our patients. The 
standard of care is ultimately governed 
by the scope of practice in ones particular 
state or nation.
It appears that the standard of care, in 
the United States, is encompassed by the 
American Optometric Association (AOA) 
Clinical Practice Guidelines. Indeed, those 
can be viewed as a minimal examination 
sequence or standard of care.1 The adult 
optometric examination should include: a 
history of family, systemic, ocular health; 
a statement of the presenting problem; 
medications and vocational/recreational 
requirements. These minimal tests begin 
with far/near visual acuity and preliminary 
tests of near point of convergence, pupil-
lary responses, ocular motilities, cover 
test, accommodative amplitude, stereop-
sis and color vision. Of course, refraction 

is performed. In addition, binocular vi-
sion and accommodative functions should 
be measured.  Other supplemental test-
ing should be considered and performed 
where indicated. 
It is always necessary to assess the health 
of the eyes and perform a systemic health 
screening. An explanation of the examina-
tion process is, “Pharmacologic dilation 
of the pupil is generally required for thor-
ough evaluation of the ocular media and 
posterior segment….initial examination 
may indicate the appropriate timing for 
subsequent pupillary dilation.”1(p7) Fur-
ther, the AOA recommends that adults up 
to age 40 need only to be examined every 
2 to 3 years unless they are at risk. Over 
40, the recommendations change for the 
nonrisk patient to every two years, until 
60 years. The at-risk adult patient is how-
ever recommended to be seen every 1 to 2 
years until 61. From 61 years upward, one 
should be evaluated annually.
The pediatric examination is much the 
same.2 It is clear that the AOA considers 
the standard optometric examination to be 
a serious and comprehensive evaluation of 
the structure and function of the eye and 
the vision system.  Anything less would 
appear not to be following the standard of 
care set forth by the AOA and dictated by 
the ethical standards of the profession.
Without following a minimal examina-
tion, it is impossible to adequately di-
agnose many of the conditions that are 
incumbent upon the optometrist to diag-
nose and treat.  I suspect the optometrist 
or the ophthalmologist who states, “I just 
do not see that many convergence insuf-
ficiencies,” may indeed not be performing 
the minimum number of tests to detect 
convergence insufficiency (CI) or other 
binocular conditions.  If indeed, you find 
yourself in this situation of not diagnos-

ing many binocular conditions, you may 
want to ask yourself if you are performing 
the minimum tests necessary for today’s 
standard of care. 
Recent papers3,4 list a number of clini-
cal findings that are necessary to rule out 
CI.  These minimal procedures include a 
complete case history with a quality of 
life survey to document symptoms. In 
addition, a near point of convergence, 
distance and near phorias and near point 
vergences are necessary to adequately di-
agnose CI. This diagnosis is important for 
your patients, since it has been shown that 
these conditions are related inversely to 
one’s quality of life and to ones academic 
achievement.5-7

If a diagnosis of CI has been made, then 
optometry’s standard of care requires that 
the condition be addressed. For the as-
ymptomatic CI, one may consider educa-
tion of the patient/parent as to the signs 
and symptoms of the condition. Visual 
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hygiene recommendations to negate the 
potential impact of CI on the patient’s 
overall quality of life should also be con-
sidered.  If, however, the symptoms are 
significant [16 and higher for the Con-
vergence Insufficiency Treatment Trial 
(CITT) for children; or 20 and higher for 
the CITT in adults or 20, or higher for the 
College of Optometrists in Vision Devel-
opment-Quality of Life (COVD-QOL)], 
then treatment should be offered as a 
minimal standard of care. 
As shown by the CI Treatment Trial,3,4 the 
most effective therapy for CI is in office 
optometric vision therapy (VT). VT was 
the only significantly effective therapy of 
those investigated in the study. If you do 
not offer VT in your clinic/office, then the 
reasonable course of action is to consult 
with or refer to an optometric colleague 
who does offer this service.  This is the 
minimal standard of care demanded. If, 
however, you have considered VT in the 
past and for some reason have not fol-
lowed through on this area of optometric 
care, may I encourage you to do consider 
offering VT in your office?
There are a number of good practice con-
sultants who are available to assist you 
in beginning a VT practice, for example, 
Toni Bristol or Thomas LeCoq. There are 
also excellent postgraduate educational 
programs to assist you to reacquaint your-
self to VT. With proper training of the op-

tometric office in the use of staff and the 
effective delivery of VT, your office can 
begin to serve this largely neglected as-
pect of optometric practice.  In offering 
VT in your office you will also be insur-
ing that you are practicing the minimum 
standard of care.
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EDITORIAL continuedthe slight amount needed for close work. 
Because the eyes do not converge, print 
will be out of focus or may appear to jump 
around on the page.
One exercise used to treat convergence 
insufficiency is the “pencil pushup.” Two 
pencils are held together at a distance. One 
pencil is brought closer and closer to the 
face, and the patient must maintain focus 
on that pencil. If both eyes are working 
together, the pencil closest to the face will 
look single, but the far pencil will appear 
to be double.
Other checks for using both eyes may 
involve red and green “3-D” glasses and 
transparent strips. If a vinyl sheet is laid 
over a sheet of reading materials, a read-
er using both eyes will be able to read 
through all the stripes. But if the reader 
is using only one eye, one of the colored 
stripes will appear black.
Referrals for screening by a developmen-
tal optometrist come from reading special-
ists, occupational therapists, psychologists 
and other doctors of optometry not trained 
in this specialty.
The screening includes a thorough eye 
exam (is vision 20/20 or correctable to that 
with glasses, and are the eyes healthy?) 
and then tests for binocular vision, depth 
perception, smoothness of eye movements 
and other functional tests not usually per-
formed in a routine eye exam.
Joanne Curran is a reading specialist in 
the Ladue school system. About 18 years 
ago, she was working with a third-grade 
student reading at the first grade level. “It 
was clear to me that her eyes were jump-
ing around as she was reading.” She sug-
gested to the parents that they look into 
developmental optometry, and after about 
four months of office treatment and home 
exercises, the child was reading two years 
above grade level.
Since then she has looked for vision prob-
lems as one component of reading diffi-
culties and has found that many students 
have problems with the eyes. Some just 
need glasses or a new prescription. Others, 
though, may have difficulty in moving the 
eyes smoothly across the page from left 
to right or eyes that jiggle vertically while 
reading a line of type. In her testing, she 
looks for certain types of errors like omis-
sions of parts of words, a mistake that 
may indicate difficulty of maintaining 
focus. She is also careful to ask students 
whether reading gives them headaches, 
whether it is harder to read the longer they 
read, whether print words seem wiggly to 
them, and other questions that might indi-

cate difficulty with convergence or other 
eye muscle problems.
Alyson Aviv, a neuropsychologist, also 
mentioned visual spatial deficits such as 
difficulty judging directionality (identify-
ing which two arrows are pointing at the 
same target from an array of arrows) and 
being able to match pictures and rotations 
of complex shapes on standardized tests 
as a reason she might refer to a vision 
therapy office.
Kay McCarthy, an occupational therapist 
who treats children with sensory prob-
lems, also looks for discrepancies in eye-
hand coordination. Suppose a child has 
age-appropriate hand skills but can’t use 
those skills in an exercise that requires 
hand-eye coordination. A 3-year-old, for 
example, may have normal pincer grasp, 
and the ability to pick up and use a pencil, 
but may not be able to push the shoelace 
through the holes in a lacing card. She will 
start looking for other evidence that eye 
function gives trouble, such as a cocked 
head when watching television.

Not only children go to vision therapists. 
Greg Heille, a 63-year-old priest, had 
amblyopia (often called lazy eye) since 
birth, and considered himself blind in his 
right eye. Although as a child his parents 
had taken him for treatment, patching the 
strong eye to strengthen the weak one did 
not help him.
When his ophthalmologist suggested 
plastic surgery on his “blind” right eye 
to correct a droopy eyelid and excessive 
tearing, he hesitated. Upon a friend’s rec-
ommendation he went to see Lisa Dibler, 
the other developmental optometrist in pri-
vate practice in St. Louis. Dibler showed 
him that he did have some sight in the 
right eye, and he began working with her. 
“Almost immediately, the eyelid stopped 
drooping, and the eye stopped tearing.” 
After two years he has full stereoscopic 
peripheral vision in both eyes and reports 
that he was able to see the movie “Avatar” 
in 3-D. Central vision in his right eye is 
still impaired.


