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A second opinion
ith the recent Florida
health care issue of
quality of life being
highlighted in the news, the concept of advance directives (a.k.a.
"living wills") has taken center
stage. According to the Pennsylvania Advance Directive for
Health Care Act, a document
written by an individual can be
invoked in that individual's future
medical care in the event that
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"the application of some procedures to an individual suffering a difficult and
uncomfortable process of
dying may cause loss of
patient dignity and secure
only continuation of a precarious and burdensome prolongation of life."

The declarant must be competent
and of age to give such an advance
directive to refuse specific future
life-sustaining treatment under
certain circumstances. However,
Pennsylvania law requires that
before such an advance directive
is put into effect,
"an attending physician shall,
without delay after the diagnosis that the declarant is in a
terminal condition or in a
state of permanent unconsciousness, certify in writing
that the declarant is in a terminal condition or in a state of
permanent unconsciousness
and arrange for the physical
examination and confirmation of the terminal condition
or state of permanent unconsciousness of the declarant by
a second physician."

Pennsylvania law requires a
"Second Opinion." I applaud the
right of an individual to make

those decisions and directives;
in fact, both my wife and I have
such directives in place. I would
like to propose an analogous
Second Opinion Concept that
would pertain to individuals
who are diagnosed by an eye
care practitioner with "uncorrectable" sight.
ven today, many visually
impaired patients who
cannot be helped with
conventional eyeglasses, contact lenses, or medical or surgical intervention, are still told by
some eye care practitioners that
nothing more can be done to
enhance their ability to see.
Some patients are not even
given that option, because
information about low vision
rehabilitative eye care services
is withheld (for whatever reason). Using this analogy, what
those eye care practitioners
seem to be missing is the concept of a "Second Opinion," by
which a doctor who emphasizes
low vision rehabilitative care
would examine the patient to
determine if something positive
could be done to help the
patient. In fact, many of these
uninformed patients can be
helped to improve the quality of
their lives through low vision
rehabilitation, thus mitigating
loss of dignity and, in fact, eliminating what can be paraphrased
as the "continuation of a precarious and burdensome prolongation of life without
improved eyesight." However,
because this Second Opinion
analogy to advance directives is
not widely recognized in vision

E

Paul a. rreeman, O.D.

care, many visually impaired
individuals are not even given
the opportunity to decide how
best to resolve a decrease in
visual functioning.
I recently read an article describing a self-management program
for patients with age-related
macular degeneration (ARMD).
The six-week self-management
program involved small groups
of participants, meeting weekly
for a 2-hour session. The sessions included a presentation by
an experienced professional, followed by group problem-solving.
The conclusion drawn after this
12-hour self-management program was that it was an effective
intervention, resulting in
"improvement in mood and
function in depressed patients
with ARMD and increased confidence in coping abilities among
both depressed and nondepressed patients with ARMD."l
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These results are not surprising
to doctors who provide low
vision rehabilitation to visually
impaired patients who experience the visual ravages of
ARMD or any other debilitating
eye health condition that causes
a loss in either central or
peripheral vision. However, in
the follow-up article on this
study, which demonstrated the
sustained positive effect at the
six-month followup to the original self-management program,
the authors point out that
"despite the prevalence of this
disease and its devastating
impact, patients are often left to
cope with their disability on
their own."2 Indeed, the
National Eye Institute's National
Eye Health Education Program
(NEHEP) identified one of the
barriers to low vision care as a
lack of awareness o f services.
Therefore, it is imperative that

we-as a profession, and as individual optometrists-support
and emphasize the need for
vision rehabilitation services and
devices as promulgated in this
month's National Eye Institute's focus on objective 28-10
(28-10a. Increase the use of
vision rehabilitation services
by people with visual impairments; 28-lob. Increase the
use of adaptive devices by people with visual impairments) of
the public health initiative
Healthy People 2010.
ptometry is uniquely
qualified to help many
visually
impaired
patients regain some of the
quality of life that can be diminished due to a vision loss that is
not correctable by "conventional" means. Optometry has
the leadership in the structure of
the AOA, with input from the
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NO MATTER HOW YOU LOOK AT IT, A
$30,000 BONUS IS A GOOD THING.
How many part-time jobs will pay you a
$30,000 bonus? That's exactly what you'll
receive as an optometrist in the Army
Resene. But the benefits don't stop there.
For starters, you'll join as a commissioned
officer with the respect you deserve plus
a second income and generous benefits.
In addition, your cases will be as diverse
as they are challenging. And whether you
undertake advanced training or pursue roles in aeromedical visual science research
or vision conservation and readiness, you'll have a high level of autonomy. Just
consider some of what you'll receive while you enhance your civilian career:
Leadership training
Opportunities for worldwide travel
Networking opportunities
Low-cost life and dental insurance
Generous non-contributory retirement benefits
at age 60 with 20 years of qualifying service
Paid continuing education
To find o u t more, or to speak to a n Army Reserve
Health Care Recruiter, c a l l 800-206-0466or visit

heaIthcare.goarmy.com/hct/48
02003.Paid for by the Unaed States Army. All rights r e ~ e ~ e d .
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Low Vision Rehabilitation Section Executive Council, to help
direct and position optometrists
in the health care arena as integral players for this ever-increasing population. Now is the time
for optometry-especially those
optometrists who have not done
so in the past-to promote the
dissemination of educational
information about low vision
rehabilitation services to our
patients and colleagues, and the
health care community at large.
A colleague of mine, Dr. Rodney
W. Nowakowski, a professor of
optometry at the University of
Alabama at Birmingham, School
of Optometry, succinctly put this
concept in perspective in his
book Primary Low Vision Care
when he wrote,
"Everyone has the right to be
fully informed about his or her
health and medical care, and
it is the responsibility of health
care providers to be sure that
patients have all the appropriate factual information to
allow them to understand
their condition and make
informed decisions about how
they will deal with it."3
Visually impaired individuals
must be given the opportunity
to get a Second Opinion to be
able to make informed decisions
about their vision. I hope you
will all Second my Opinion.
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