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FOREWORD

This study was prepared in response to House Concurrent Resolution No. 378, House
Draft 1 (1994). That Concurrent Resolution directed the Legisiative Reference Bureau 1o
study the feasibility of expanding state requlatory practice to allow optometrists io use
therapeutic pharmaceutical agents.

The Bureau wishes to extend s apprecialion o all those who assisted in the study,
including the boards and organizations in other states that responded to the Bursau's
inquiries, and hie American Optometric Asscciation and the American Academy of
Ophthaimology. The Bureau extends special thanks to the Hawaii Optometric Association
and the Hawaii Ophthaimological Society for their cooperation and assistance.

Samuet B, K. Chang
Diractor

November 1994
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Chapter 1
INTRODUCTION

Mature of the Study

Tha Ssvanisenth Legislature of the Stale of Hawail, Ragular Sessicn of 1984, adopted
House Concurrent Resolution Mo, 378, H.D. 1, sniitied, "Reguesting the Lsgisiative
Fefersnce Bureau to Bitudy the Fsasibility of Expanding State Hegulatory Practices (o
Authorize Optometrists 1o Use Therapeutic Pharmaceulical Agents” A copy of the
Concurrent Resoplution is contained in Appendix A, The insurance Commissioner, the Boarg
of Medical Examiners, and the Board of Examiners in Optomstry were also requested to
#5881 in this study.

Objective of the Study
M.C.R. Np. 378 reguested the Bursau 10 daterming:

{1 The uss of therapeutic pharmaceutical agents (TPAs) In the sye care industry,
which TPAs are used by optometrists in cther states, and the number and

T A

percentage of optometrists in TRA stales who use TPAS;
{2} Whether patient safety is compromised by TPA usags;

i The effoct of TRA usage on compelilion Detween oplomseirisis and
ophthalmologists and on coneumer Cosls, including consideration of Medicad
and Medicars rate schedules;

{4) Studies and other reviews raguired by TPA states;

{5} Avallability and accessibility of optometrists and ophthalmelogists in TRPA siates
as comparad o Hawaill, including hours of avelability for urgent and routine
conditions, geographic distribution, and any complaints of lack of access to
Mawsall optometrists and ophihaimoiogisis; and

{6} The impact of TPA usage on the cost of eye cars 1o the public, insurance
carriers, and state and federal governments.

The Bureau was specifically reguested 1o inquire into the experiences of Pennsylvania,
Maryiand, South Carolina, and Wisconsin.
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The Insurance Commissionser was requssted 1o supply the Bursau with the foliowing
information:

(1) All claims filed against optometrists licensed to practice in Mawaii;

{2} Potential increases in optometrists’ liability and malpractice insurance if TPA
usage were permitted; and

(3) A comparison of complaints and insurance rates in other states before and
after TRPA legislation.

The Board of Medical Examiners was requested 1o supply the Bureau with data on
training requirements, internships, and continuing education requirements, and data on
quantities of eye medication prescribed, for ophthalmologists, general practice physicians,
family practice physicians, internists, and pediatricians.

The Board of Examiners in Optometry was requested to supply the Bureau with data
on training requirements, internships, and continuing education requirements, and data on the
guantity of eye medications prescribed by oplometrists.

The Bureau was requested to submit the draft study to the Hawalii Ophthaimological
Society and the Hawaii Optomstric Association for external review prior to submission to the
Legislature. This was done.

Organization of the Study

This study is organized into eight chapters. The first chapler is this introduction.
Chapter 2 reviews the history of optometry, defings the term “therapsutic pharmaceutical
agents" {TPAs), and discusses the reasons that optometrists want (o use TPAs. Chapter 3
discusses the other sitaies’ experiences with TPAs. Chapter 4 iocks at the issue of patient
safety. Chapter 5 analyzes the issue of cost savings, if any, through TPA usage. Chapter €
considers other issues raised by the Concurrent Resoiution. Chapter 7 detalls the arguments
on TPA usage by the main Hawali proponent, the Hawaii Optometric Association, and the
main opponent, the Hawaii Ophthalmoiogical Scciety. Chapter 8 contains the findings and
recommendations.



Chapler 2
THERAPEUTIC PHA

TACEUTICAL AGENTS?

AT Al

Therapeutic pharmaceutical agenis, or (TPAg), ars drugs that are used 1o treat eys
disease or injury. The TPAs™ complementary category of drugs are the diagnostic
pharmaceutical agents, or DPAs, which are usad 1o heip diagnose eye disease. A prief
history of the fields of ophthaimology and optomelry will reveal the rationals beghind the desirs
of doctors of oplometry 1o use DPAS and TPAs,

History of Eve Cars

In the ‘ate 1800s, persons who spscialized it evs cars were cabed  sither
opmhalmoiogists,  formally trainad at a2 medical school, or coulists, if eve cars was isamsd
through experience without the Denelit of formal trai ;’zsngg in addition, two classes of
opticians specigliized in supplving customers with plasses. Dispensing opticians mersly filled
the patients’ prescriptions, and today are Xnown simply as ogzeczaﬂs. Refracting opticians, on
the other hand, made thelr own determinations concerning the strength of g '
the prescription as well as dispensing the glasses. COver tme, this typ

P

became known 28 an f{%;@?ﬁ@?iﬂﬁ?

B
e

in 1807, Minnesola Decams the first stale o formally recognize the practics of

optometry, and all the stales and the District of Columbia had passed oplomstry laws Dy
1924, Optometrisis struggled o preofessionalize their practices, while facing opposition by
cphthalmolpgists, opticians, and "grandfathered” optometrisis who did nol want 0 see he
figid chanoe. To avoid coming under the supsrvision of ophthalmoiogisis, oplometrisiz fought
inooourt 0 prove thal they constig f ¥ al

Diagnostic Thergpeutic Agenis

[

However, as seve care technology evoived - particularly ths development of contact
lenses and tonometers? . oplomelrists Dscame more health-oriented, rather than f i
strictly on the fitting of lenses. In particular, the fitting and grescribing of contact lsnses gavs
optomsinists g reason 0 be concemned about eve nealth and chemical and mechanical

irritation of the eve.

Another breakthrough in the 19503 and 1960s was ihe discovery of topical mydriatic
drugs that could dilate the ave for short periods of time without undus complications. Dilation
of the evs 8 generally rf}ﬁs'dermé a prerequisite 1o a full inspection of the interior of the eys.
Optometrisis sought io expand the scope of their practice by using these drugs o enabie



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWA!

periormance of 2 more complele eye examination and 1o help delect and diagnose sys
problems, which would than have to be referred 1o an ophthalmoliogist for treatment.

in 1971, Rhede island became the first state to permit the use of topical diagnostic
therapeutic agents (DPAs) by optometrists. While the exact type and dosage of these drugs
varies from state o state, drugs in these classifications basically consist of mydriatics and
cycloplegics, which dilate the eye, and mictics, which contract the pupil and whose general
use is 10 prevent the sudden onset of narrow angle glaucoma caused Dy use of mydriatics and
cyclopiegics.3

While the term "diagnostic” is in standard use 1o describe these drugs, it is a
misnomer. Drugs of this type, as ophthalmolegists are fond of pointing out, do not diagnose.
They are not like home pregnancy tests, for example, which reveal the condition of the patient
without the need for interpretation by a professional. What DPAs do is to make it easier for
abnormalities to be detected. The interpreiation of the findings - the diagnosis - could be
made correctly by a competent, well-trainsd oplemstrist, or missed by an incompetent one.
However, withou! the added abilily o treat, misdiagnosis - with or without the use of DPAs -
was net as critical as it might otharwise have heen, for once the patient was referred 10 an
ophthalmaologist for ireatment, the ophthalmologist would perform his or her own tests and
rediagnose the condition,

There is a danger in missed diagnoses, of course: untreaied glaucoma or diabetes
can blind, and unireated cancers ¢of the ave can kil The danger s exacerbated by the fact
that some progressive eve diseases, such as glaucoma, cause no pain that would alert the
patient 10 regquest a second opinion, and alse by the respect some patients have for anyone
with the title “doctor,” which can lead them io disregard sympioms if a doctor of optometry
assures them that nothing is wrong.  Yet therg is a qualitative difference between
misdiagnosis and mistreatment that was and is a barrier preventing states from automatically
sxiending the privilegs of using DPAs to Inglude using TPAs.

(nher states gradusily fotlowed Rhode lsland’s lead: 8 more DPA states in the next
five years, ancther 19 the next 10 years, ancther 20 within the ensuing five-year period, with
the rest soon following. The last, Maryland, adopted its DPA law in 1683.4 Hawail was onsg of
the last states 1o adopt its DPA law in 1985, '

The profession of ophthalmelogy did not readily accept the use of DPAs by
optometrists. Testimony submitted during the course of Hawaii's ultimately successful DPA
iegislation is a represeniative sample.® In an informational book distributed to the state
legisiature, the Hawaii Medical Association stated that, in trying to reach an agreement on a
1979 bill that would have allowed optometrists 10 use drugs, that "Optomeiry refused: They
refused every single reasonable request presented at the task force. They refused to maks
any compromise of their 'professionalism' for the public welfare. The Hawaii Medicai
Association cannot ethically aliow this breech [sic] of the public intergst.”®



WHAT ARE THERAPEUTIC PHARMACELTICAL AGENTS?

Therapsutic Pharmaceutical Agenis

As optometrists conlinued their evolution from trade 10 health care profession, it was
inevitable that, having the abiiity o detect probiems with the eys, optomstrists then wanted ic
be gbie 1o treat the more simple, sasily managsed conditions. This was a more ambitious lsap
than was the abiiity to use DPAs. The worst that could happen when optomelrisis ussd
DPAs, aside from allergies that would resull no matter who administerad them, would be that
the optomstrist would overlook or misdiagnose 2 significant wﬂs;ma such as glaucoma or g
tumor, that would deteriorate over time. This worst-case result would basically be the same
as if the optometrist had not seen the patient or not attempied g d%agn@szs ai all. Mothing that
the optomsiriat did would cause the condition or Ingrease s severity. A compstent
optometrist, if ha or she delscied abnormalities or merely was unceriain, would refer the
patient to an ophthalmologist, and it would not really matier i the op amezfsé:ss initial
diagnosis was accurate or not. After the referral, the patient would be the responsibility of the
ophihalmologist, who would do an independent examination and make his or her own
diagnosis and be responsible for traatment.

But when oplometrisis sought the ai};ééty 1o treal, ine accuracy of their diagnoses

becama of critica! immﬁam"e In this situgtion, ng medical doctor would review their
d%&g%r éi% Qerf;:zfm furthar tasts. Qg:s ometriats had to accuralely disgnose everyvthing within

thair legisiatively-limited abliity 1o reatl, and decids which of the more compiicated cases had
o e gzaageﬁ on %ﬁiﬁ an Q@%%ﬁ%m{}zi}g%s

The Increased complexity of using TPAS a8 ooposed to DPAg proved a stumbiing
block to siate acceptance at first, True, the first state 10 permit the use c? T West
Yirginia, did g0 in 1976, at the samsa time i authorized DPAs. By Wast Virginia had sparss
popuialion ceniers and args geographic distances, isaving a large part of the Q@;;u%aii%@ﬁ —
of easy reach of ophthalmoiogists.” it appears 10 have b Y
cphthaimologists that sparked the acceptance of TPAathor

g
aa H

o
nihe g@@ﬂ*aa‘“ icatl isoiation from

Zad ontometrists

i

Only one other state, North Carplina, adopted TPA lawe in the 1870s, and only one
additional state, Oklahoma, az:i@p;ed a TPA law in the first half of the 1980s. Optometrists in
other states continuad 1o introducse and ighby for DFA laws and finally warg rewarded in the
latter half of the 1880s as 21 states added TPA laws. In the 1880s, 16 additional siates have
adoptad TPA laws, for a 1ozl of 40 as of Juns 1894, including Vermont and Delaware, whose
legisiation was enacted in Juns 1994 8

The remaining ten states have bDeen the targels of repeated legisiation aimed af
esiablishing a TPA law. BRespondents 1o igtiers from the Bureau indicate that TPA bills will
again be submittad 1o thess legisiatures,
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For the purposes of easy reference in this study, states with TPA laws will be referred
to as TPA giates, while states that do not have such laws will be referrad 1o as DPA siates, 2
shorthand way to refer 10 DPA-only siates,

Five types of drugs are primarily considered appropriate treatment drugs for
optomelrists. Those classes are germ-killers, which can inciude antibiotics, anti-infactivas,
anti-microbials,  anti-fungals,  anti-wirals, and  sulfonamides;  antiallergy  drugs, ths
antihistamines and decongestanis; topical anesthetics; anti-glaucoma agents; and sterpids.
As will be discussed in detall in the next chapter, the states vary as 10 which TPAs they
authorize their optometrists {o use.

Endnoies

1. The information in this sectipn s taken from Classe. John G, "Opiometry: a Legal History," in Joumal of the
American Optometric Assoclation, vol. 52, no. 8 {August 1968} at 641-49.

2. Alonomster aliows oplomelnisis 1o
k¥

st oitraocular pretsure withoul the use ¢of anasthetic avediops. There
arg two basic types: the Macks .

te
Marg tnometer, which touches the eve. and the non-contac! lonpmeter

winch does ot

A

5 ; the fight over Massachuselt's DPA law, referred 1o the "11 nasty years” i
?{zi}% a nass that b ihe two sides “stll acouss each oiher {}? dirty fighling.” " Thay Sure Don't Ses
Zye o Eve” Bosion nday. March 26, 1908, a1 29,

& Hawai Medical Association, "Ontometric Drugs Laws: A Possible Solution.” (undated) at 47,

7. Memorandum, "Besponse 1o the Hawall Onlomelric Association's Publication, "Vision in the 80°s".)" by the

Hawai Ophthaimological Society 1o rasearcher, dated July 12, 1994, at 4.

8  Those siates aré:  Alaska. Arizona. Arkansas, Colorado, Connecticwt, Delawars, Florida, Georgia, idaho,
Indiana, iowa, Kansas, Kentucky, Louisiana, Maine, Minnesola, Mississipni, Missouri, Montana, Nebraska,
New Hampshire. New Jersey, New Meaxico, Morth Carolina, North Dakata, Ohio, Okiahoma, Oregon, Rhode
island, South Caroiina, South Bakota, Tennsssas, Texas, Utah, Vermont, Virginia, Washington, Wast Virginia,
Wisconsin, and Wyoming.



Chapier 3
USE OF TPAS: OTHER STATES’ EXPERIENCES

Scope of TPAs

A significant variance exists between the forty TPA-authorizing states as 1o the
conditions optomstrists can Wreat and the drugs they can use. A specific listing for each state
foflows, and the full text of the relsvant laws is contained in Appendix B. Note that in somes
states, diagnostic drugs, such as mictics and cycioplegics, are included in the category of
TPAs, or are included in the general category of drugs available for uss by oplometrists,
Unless they are spscified by statute or rule for diagnostic purposes only, they have Deen
included below, aven though as & practical matter they are not usad therapeutically.

Alaska
The statute in Alaska allows the use of ali togicallv-appliad drugs @
Arizona

frizona permits the use of "topical pharmaceutical agenis” 1o treat any visual,
muyscular, neurciogical, or anatomical anomalies of the avs

catenoriss) =S g;:r ,f;z? antikizgtlaminic,  decongsstant,
cyoiopt nigtics, dyes, anaigesics, ang anssthet
Bl Blaning 0% eaction, prescription oral
prescription drugs.® By administrative wa& the @@f‘m";

: : ; é?»%;‘.}f . antinio ?ﬁﬂi’;ufzéﬁ &1 . -1 i
tant,  griificial  ieay paralions amumfamm f_w; gﬂ%‘s»m’?’a &%i};gﬁ;m
gmmaissyfaﬁ%@a@z@réai dscon g atants, decongesianis/asiringents, demulce
emoliiants, hvperosmoiic  agents, rigation  sciution,  lubricants, mydriatics
mydriatic/cyclopiegics, and vasoconstrictors,  Glaucoma patients may be gga@s& a’?%@*
consuliation with an ophthalmologist.®

Colorado

olorado, for ifreatment, approves the use of topical and oral antimicrobials (excent
oral antiviral and oral antifungal agents), topical and oral antihistamines, topical ant-
inflammatory agenis, and no more than .6 grams of codeine when used with ons or more
nonnarcotic analgesics.®
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USE OF TPAS: OTHER STATES' EXPERIENCES

idaho

The ldaho code permits the therapeutic use of pharmaceutical agents for the
improvement of any function of human vision.’2 The code reguires the state board of
optometry to approve a st of drugs. Apparently no such list has been made a! the time the
American Optometry Association compiled s information.

Indiana

Certitied optometrists can administer, dispense, or prescribe topically applied drugs,
oral antihistamine drugs, ora!l decongestan: drugs, oral antimicrobial drugs. oral non-stercidal
anti-inflammatory drugs, and oral antiglaucoma drugs.13

lowa

Therapeutically certified optometrists may employ topical pharmaceutical agents, oral
antimicrobial agents, oral antihistamines, oral antiglaucoma agents, and oral analgesic
agents. 4

Kansas

The drugs availabie for use are anesthetics, mydriatics, cycloplegios, anti-infectives,
and anti-inflammatory agents if administered topically for a period of up to fourteen days.
Kansas specifically prohibits the management and treatment of glaucoma. '

Kentucky

Kentucky allows optometrists who have gualified for the use of DPAs 0 use and
prescribe topical therapeutic agents for the treatment of any condition of the eyes or its
appendages.’®

{ouisiana

Louisiana has a broad authorization, allowing the use of any chemical in solution
suspension, emuision, or ointment base, other than a narcotic, when apelied topicaily, to
prevent, treal, Or miligate abnormal conditions and pathology of the human sye and its
adnexa (adjunct area). The use of oral antibiotics and oral antihistamines for treatment of
disorders or diseases of ths eve or adnexa is also sllowed 77



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAI

Maine

Maine allows pharmaceutical agents required to prevent, manage, or treat abnormal
ocular conditions or diseases, excluding glaucoma. Controlled substances, drugs by
injection, and drugs used for systemic diseases are also excluded. 18

Minnesota

Minnesota aliows board-certifisd optometrigts to  administer topical  legend
{prescription) drugs 1o aid in the cure, mitigation, preveniion, treatment, or management of
disease, deficiency, deformity, or abnormatity of the eye and adnexa.’®

Mississippi

Mississippi allows the use of "topical pharmaceutical agenis” and over-the-counter
medications.20

Missouri

The ciass of therapsutic pharmaceutical agents approved by Missouri are topical and
oral anti-micrebial agenis and antinistaminic agents, tepical anti-inflammatory agenis, and
oral analgesic agents (pain-kiliers).21 The rules of the state board of optometry provide further
limits on the use of oral analgesics, including limitation on the peried of the time and the
conditions under which a controlled substance can be used for pain relief. 22

Montana

Montana by statute permits the use of the oral analgesics codeine, propoxyphene,
hydrocodone, and dinydrocodeine. 2 Treatment of glaucoma is specifically exciuded.
Pursuant to administrative rule, therapeutically certified optometrists can uss the foliowing
classes of topical drugs: antibictics, anti-viral agents, anti-fungal agents, anti-inflammatory
agents, and antihistamines, as well as over-the-counter drugs.?4

Mebraska

Nebraska excludes drugs used to treat glaucoma but permits the use of topical
ophthalmic pharmaceutical agents that treat eye infection, inflammation, and superficial
abrasions; oral analgesics; oral pharmaceutical agents necessary for the freatment of
infections of the eyes; and oral anti-inflammatory agents to ireat conditions of the eye,
excluding steroids and immunosuppressive agents. 29

10
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New Hampshirg

Mew Hampshire permits the use of over-the-counter drugs; topical mydriatic and
cycloplegic agenis; approved mictic agents; approved topical or oral antibiotics and
suffonomides when used 10 ireat or alleviaie the sffecis of disease or apnormal conditions of
the eye, adnexa, and lids, but excluding the lacrimal drainage system, the lacrimai gland, and
siructures posterior 10 the iris; topical antihistamines, dscongesiants, and mast-cell
stabilizers; topical anesthstics and dyes, topical ocular lubricants and hypsrionic agents;
certain oral analgesic agents; non-stercidsl ant-inflammatory agents; and dighanhydramineg,
epinephrine, or the eguivalent 1o counter anaphylaxis (allergic reaction).?8  Specificaily
prohibited is the treatment of glaucoma. the prescribing or use of corticosteroids, the use of
intravenous drugs, or use of category | or il controlled substances. 7

Mew Jersey

Mew Jersey orohibits the use of controllsd dangerous substances, and oral or
injectable prescription medication {there i3 an exceplion for injections used to counter
anaphyiactic reaction). Aside from thoss restrictions, the statuts is guite broad, parmitting the
use of agents for the purposes of treating deliciencies, deformitiss, diseases, or anomalies of

tne eye, including the removal or superficial foreign bodiss from the sye or adnexase 28
MNew Mexico

This state permits the use of fopical ocular pharmaceutical agents to corract, relieve,
or refer visual dafects or abnormal conditions of the human eve. Surgery, injections. and
controiied substances are forbidden 22

Morth Cargling

North Carolina permits the uss of pharmaceutical agenis 1o correct, relieve, or real
detfects or abnormal conditions of the human eve and adnexa. 30 Topical agenis may be usad
at the optometrist’s discretion, and other types of drugs {i.e., oral or injectabis) shall be done
in communication and collaboration with a ghysician 31

MNorth Dakola

This siate defines TPAs as iopically adminislered and prescribed pharmaceutical
agents for the treatment of ocular-related disorders or disease, locally administered
pvharmaceutical agsnis for primary eye care procedures, oral anti-infective agents, oral
antihistaminic agents, and oral analgesics.32 Dispensing of TPAs is not ailowed, and neither
is laser therapy, glaucoma treatment, oral corticosteroids, or invasive surgery, aithough
superficiai foreign bodies may be removed,33

11
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Ohio

Ohio defines TPAs gavailable for use as specified topical ccular pharmaceutical
(diagnostic) agents and the following drugs when used to prevent or treat disease, injury, or
abnormal condition of the eys: antimicrobials, anti-aliergy, anti-giaucoma, topical anti-
inflammatory, cycloplegics, anaigesics, topical ophthalmic preparation, and oral doses of the
following drugs: acetazolamide, astemizole, dichiorphenamide, diphenhydramine, glycerin,
isosorbide, methazolamide, over the counter analgesics, terfenadine, ampicillin, cefaclor,
cephalexin, dicloxacillin, doxycycling, erythromycin, peniciilin VK, tetracycline, and other cral
drugs listed in rule adopted by the state board of optometry. 3% Dapiprazole hydrochloride is
approved for use to reverse mydriasis (dilation of the eye) caused by use of the drugs
phenytephrine and tropicamide. 30

Oklahoma

Oklahoma permits the use of pharmaceutical agents, including dangerous drugs and
controiled substances except for Schedule | and H drugs. Optometrisis may not dispense
drugs but may offer professional samples to patients 36

Cregon

Oregon permits certified optometrists 1o use the following topical pharmacedutical
agents: ocular lubricants, artificial tears, and irrigating solutions; mydriatics; cycloplegics;
anesthetics; dyes; miotics; astringents and antiseptics; antihistamines and decongestants;
anti-louss agents; hyperosmotics; anti-infectives (antibictics, antivirals, anti-fungals);, anti-
glaucoma and ocular hypotensives; anti-inflammateries; combinations of these drugs; and
other agents approved by the board. S’ Restrictions and conditions are placed on the use of
anti-virals, anti-fungals, anti-glaucoma agents, and steroids.

Oregon prohibits optometrists from performing invasive or laser surgery, using or
orescribing injactable or oral drugs, o use other than topical ocular drugs, or to uss Schedule
P or 1l conirolled subsiances. Oregon also restricts treatment by optomelrists of glaucoma
until after the ontometrist has consulted with an ophthalmologist, medical doctor, or doctor of
osteopathy. 98 :

Phode island

Rhode isiand broadly states that gualified optometrists may use and prescribe topical
pharmaceutical agents in the treatmeant of ocular conditions or the eye and its appendages.3°
Some examples listed by the board of optometlry as acceptable drugs are mast cell inhibitors
or stabilizers, lubricants, decongestants, mucoiytics, antibiotics, and specified steroids,
although consultation of an ophthalmologist is required for steroid treatment beyond fourteen
days.%0
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South Carolina

Therapeutically certified optometrists may use and prescribe pharmaceutical agents,
other than Schedule ] and 1l controlled substances, with the following caveats: oral
medications are limited to antihistamines, antimicrobials, antiglaucoma drugs, over-the-
counter drugs, and analgesics, which are limited to a seven-day supply. Topical steroids are
limited by requiring communication and collaboration with an ophthalmologist if the
medication 18 requirad for over ten days of treatment, and referral to an ophthalmologist if the
medication is still necessary after twenty-one days; beta blockers used 1o treat glaucoma
require a consultation or referral to a medica! doctor; and no medication may be given by
injection or intravenously 4

South Dakota

Optometrists may use topical pharmaceutical agents and oral analgesics, and a
certified optometrist can use topical agents 1o treat glaucoma or ocular hypertension 42

Tennessee

This state permiis the administration and prescribing of “pharmaceutical agents
rational to the diagnesis and treatment of conditions or diseases” of the eye or evalid.
Additionally, the use of benadryl, spinephring, or their equivalent is approved 10 counter
anaphylaxis {allergic reaction). 43

Texas

Therzpeulic oplomeirisis are permitted o utiize {};; cal drugs, with the excsption of
anti-glaucomsa and antiviral 2gents. The administrative rules list these ciasses of permissable
drigs:  antialiergy {antihistamines, mmﬂ%}f&% stabilizery: as%sf ingal (imidazoles, polyanes)
anti-infectives  {aminoglycoside, anti-call membrane, ant-cell wall synthesis, anti-DNA

synthesis, anti-protein synihesis m}{:;zwﬁi:z chioramphenicol), anti-ACHase, cephalosporin,
agents affecting infermediary metabolism); ant-inflammatory (nonsteroidal anti-ing famma*@{g
drugs, steroids),  antiseplics; chelating agent; chemical cautery;  cvcloplegic
parasympatholvlic; hyperosmotic; mictic (ant-ACHase, parasympathomimstic); ‘*m{:@s“*sﬂ
mydriatic: sympathomimetic {Alpha 1 agonists only); and vasoconstrictors: sympathomimetic
{Alpha | agonists only).%*  Use of steroids is limited and in specified circumstances an
ophthaimelogist must be consulted. 45
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Litah

The Utah Administrative Code requires the optometrists licensing board's written
utilization plan to include "a definitive statement” concerning the use of the foilowing
categories of FDA-approved topical ophthalmic drugs: over-the-counter preparations,
ophthalmic medications, antihistamines, antibiotics, antiviral agents, steroids, nonsteroidal
anti-inflammatory agents, and locally-acting and systemic glaucoma medications. 46

Vermont

TPA-certitied optometrists may prescribe topical anti-infective, anti-inflammatory, and
dgilation reversal drugs. Stercid drug use in some cases requires consultation or referral.
Anti-glaucoma drugs are prohibited.

Virginia

Certified optometrists may adminisier and prescribe specified tepical drugs in the
categories of antibacterial agents, ophthaimic decongestant/antihistamine combinations, and
a few miscellaneous drugs. The administrative rules specily the drugs in detail: tetracycline,
erythromycin, bacitracin, polymyxin B/Bacitracin, chlortetracycline, sodium sulfacetamide -
10% and 30%, sulfisoxazoie - 4%, sulfacstamide - 15%/phenylephrine - 0.125%, cromolyn
sodium - 4%, naphazoline HC! - 0.1%, ghenylephrine HCI - 0.1258%/pheniramine malsate -
0.5%, phenylephrine HCI - 0.12%/phyrilamine maleate - 0.1%/antipyring - 0.1%, naphazoiine
HCI - 0.025%/pheniramine maleate - 0.3%, naphazoling HCI - 0.05%/antazoling phosphate -
0.5%, hydroxypropyl celiuicse ophthalmic insart, polytrim cphthaimic solution, neomycin, and
intra-muscular epinephrine for emergency cases of anaphylactic shock. Some treaiment is
prohibited in children younger than six.4/

Virginia's formulary is unigue in that # is selected by the Board of Medicine, not the
Board of Optometry.

Washington

The following list of iopical drugs may be used from diagnostic and treatment
purposes: mydriatics, cycloplegics, miotics, anesthetics, anti-infectives, antihistamines and
decongesiants, ocular lubricants, antiglaucoma and ccular hypotensives, anti-inflammatories,
hyperosmotics, and other topical drugs approved for ocular use by the FDA 48

West Virginia

West Virginia permits the use of drugs "prescribable for the human eye” for
therapeutic purposes by topical application only.49
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Wisconsin

Wisconsin defines therapeutic pharmaceutical agent to include, but not be limited 1o,
the following classes of drugs (the number in parenthesis after the category is the number of
specific types of those drugs listed in the rules): oral analgesics (6), topical decongestant
agents and decongestant combinations (7}, antiallergy agents: two classss - topical and oral
antinistamine agents (7) and cromolyn sodium (a mast cell stabilizing agent), artificial tear
solutions, ophthaimic frrigants, and ocular lubricants; hypertonic sedium chioride, a topical
nyperosmotic agent: yellow mercuric chiorids; topical anesthetics (4}, antibictics: four classes
- topical {13}, oral (2}, topical antiviral agents {4), and acyclovir {oral antiviral agenty, anti-
inflammatory agents: three classes - oral NSAIDs (4), topical corticostercids (7), and
diciofenac scdium, topical anticholinergic agents (7), antiglaucomatous agents: five classes -
sympathomimstics {2}, direct-acting mictics (3}, cholingsigrase-inhibiting miotics {4}, topical
betg-adrenergic blocking agents (5), and oral carbonic anhydrase inhibitors (33 Also
permitted are ophthalmic therapsutic drugs that are either the subject of an approved new
drugs application by the FDA, drugs generally exempt from the new drug application approval
requirement in the federal Food, Drug, and Cosmetic Act, and drugs certifisd by the FDA
under the FDC Act or exempt from certification under the Act.50 The optometry examining
board places restrictions or conditions on the use of beta blockers, carbonic anhydrase
inhibitors, and oral antivirals ¥’

Wyoming

This state aliows optometrists to administer and prescribe topical pharmaceutical
agents.5?2

Summary of TPA Statutes

For the purposes of this study, pharmaceutical agents can be divided into three
categories:  topical, which are put dirsctly into the eys; oral, which are swallowed: and
injectable, which are administered by hypodermic injection. This last category is not very
important to this study: few states ailow optometrists tc use any injectabies at all, and the
cnes that do merely permit the use of medication to treat patients who are experiencing a
severe allergic reaction {anaphylaxis) thai needs immediate attention. The categories can be
further subdivided into two types of effects: local, which affects only the eye, and systemic,
which affects other parts of the body as well.

All of the TPA states allow the use of at least some kinds of topical medication. About
half give blanket permission to use any appropriate topical pharmaceutical agent. The others
specify the types that may be used. These formularies (lists of drugs) vary, from rather
minimal formularies such as that of Kansas, which permits only anesthetics, anti-infactives,
and restricted use of anti-inflammatory agents; and New Hampshire, which permits only
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wwopical antibiotics and sulfonamides, antihistamines, decongestants, and anssthetics; 1o
‘avish formularies that embrace all topical agents, which would include those plus other anti-
nfectives  (anthvirals,  anti-fungals, anti-micrebials), steroids, and  anti-glaucoma
medications.53 Some states specify the classes of drugs that can be used, as Washington
ces, while a few list specific drugs, as Virginia does.

Lok

Among the states that specify the topical drugs rather than granting bianket
permission, the types of drugs most commoniy permitted are topical anesthstics; lopical
antihistamines; topical anti-inflammatories, inciyding steroids; topical antibiotics; iopical
decongestants; and topical anti-infectives. Other permitted types are cother germ-fighters,
"germ” being used here in its broadest, non-technical sense (anti-microbials, antiwirals, anti-
fungals, antiseptics, and sulfonamide), anaigesics, and anti-glaucoma drugs.

it should be noted that anti-glaucoma drugs are quite controversial: thirteen of the
TPA states absolutely prohibit TPA-certified optometrists fro treating glaucoma, and nine
place some type of restriction on their use of those drugs.54 The chart set forth on pages 17
and 18 from the American Academy of Ophthalmoiogy, which does not include information for
the states that adopted TPA taws this year, provides more deiail on this topic.

Use of steroids is aisc controversial (see Appendix ). Somse states give specific
permission to use them, some impose time restrictions and require referral to an
ophthalmologist, and others prohibit their use.

The use of oral drugs is another area of contention. Approximately half of the TPA
states do not aliow the prescription or administration of any oral medication whatscever. The
remainder do, but again this varies widely. A few states limit oral medications 1o analgesics
{pain-relievers) only, such as South Dakota, while others grant the right to use a variety of
drugs, including oral anaigesics, oral antihisiamines, oral antibictics, oral anti-virals, oral non-
sterpidal anti-inflammatory agents, and oral anti-glaucoma medications, as does Wisconsin.

A few states go even further than this, and apparently allow their optometrists 10 use
any class of relevant drugs, such as ldaho, which permits the "therapeutic use of
pharmacseutical agenis™; New Jersey, which aliows the use of topical "agents for the purposes
of treating” the eye; and Tennessee, which permits the administration of "pharmaceutical
agenis rational to the ... treatment” of the eye. There is no language fimiting the kind of
drugs that can be used.
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A4
February 6, 1994

In the 50 United States, the District of Columbia and Puerto Rico, optomeitric statutes include

the following provisions related to the use of glaucoma drugs:

Number of states PROHIBITING optometric
treatment of glaucoma.

Diagnostic States
Therapeutic States

Total Number PROHIBITING States
STATES WITH GLAUCOMA PROVISIONS

Number of states requiring PHYSICIAN CONSULTATION for
optometric treatment of glaucoma.

Number of states that permits but REQUIRES other prohibitions
Mumber of states with 2 SILENT STATUTE’

Number of states SPECIFICALLY AUTHORIZING optometric
treatment of glaucoma

Total Number PERMITTING States

5o

SUMMARY EXPLANATION OF CATEGORIES
» Al diagnostic states prohibit the treatment of glaucoma by optometrists:

15 Alabama, California, Delaware, District of Columbia, Hawaii, Iilinois, Maryland,

Massachusetts, Michigan, Mississippi, Nevada, New York, Pennsylvania, Puerto Rico

{non-diagnostic state) and Vermont

! Permits use of topical drugs, but does not specifically permit treatment of

glaucoma.
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Therapeutic” states prohibiting the tregtment of glaucoma by oplometrists:
: _ g

13 Colorado, Connecticut, Georgia, Kansas, Maine, Montana, Nebraska,
Mew Hampshire, Morth Dakota, Rbode Island, South Dakota, Texas, Virginis’

“Therapeutic® states restricting treatment of glaucoma by mandating consultation or
collaboration with a pbysician:

& Arl Mew Mexico, Oregon, South Caroling”, Utah, Wisconsin

"Therapeutic” states that could permit in ip_silent specifically concerning treatment
of glaucoma:

13 Alaska, Arizona, idaho, Kenmcky, Louisiana, Minnesota, Missouri, New Jjersey,
{his, Oklzhoma, Teunssses, West Virginia, Wyoming

“Therapeutic” state that parmits byl imposes oiber restrictions on wreatment of glaucoma:

2 Florids®, Indiang®, Mosth Caroling®

"Therapeutic” states specifically asthorizing uienendent oplometric weatment of
glaveoma:

fowa, Washingion

rlegrid-dglouc.omg
? Glancome iz not listed in aliowed diseases and conditions.
: Use of beta-blockers requires consult or referral.  Also requires documentation

in patients” chart when prescribing oral pharmaceutical agants.

. Optometrist must advise patient of serious nemurs of glaucomna.
2 Optornetrist is encouraged to notify the patient’s physician of the use of legend
drugs.

s (ther than topical agents require consultation.
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Who Creates the Formulary?

The foregoing information Hlustrates the fack of unanimilty among the TPA stales. If
the Hawaii stats legislature decides to authorize TPAs, the naxt decision would have to be
who wouid select the drugs. Thers arg three options: 1o list the drugs in the statutes; to
permit the board of optometry t0 sstablish a drug formulary, with or without stgtutory
guidelines; or 10 requirs the board of medical examiners to esiablish the formulary, again with
or without stalulgry guidelines.

The advantage fo listing the drugs in the statutes is that there would be an opportunity
for debate between and input from the ophthalmologists and the optometrists on which drugs
would De appropriate, and that as statutory amendmenis can only be proposed once a year,
during the legisiative session, thers could be no hasty changes made without such input. Ths
disadvaniage would be the necessity of coming to the legisiature every time an additional
drug is sought to be includec.

The advantage of having the board of opiometry establish the formuiary is that it could
be done expeditiously and would be done by the board that licenses optometrisis and
presumably has the most Up-to-date information on the educational background and ability of
optomstrists 1o prescribe.  The disadvantage is that the input from the ophthaimelogisis
might be limited, or, 10 the extent that the friction between oplometrists and ophthalmoiogists
on this issue remaing, De ignored.

The advantage of having tne formulary esiablished by the board of medical sxaminers
is that the iist would be established by the group most highly trained o handle eye care and
eyg health issues, and who are most familiar with drugs as a whole and their impacts on other
parts of the body, in addition 1o the eye. For sxample, beta blockers can be used 1o treat
glaucoma, but they can alsc cause congestive haart failure. 5 Madical dociors would be more
awgre of the side-effacts involving nol only tha eves byt the rest of the body. The
disadvantage is, from the optometrisis’ point of view, that such a formulary might be more
limited.

Licensure

An additional issue is which optometrists would have the right to prescribe TPAs.
Some states build in pharmacological training into their optomstry exam, ensuring that each
optometrist who passes the exam will be trained in the use of TPAs.5® Others require a
separate exam or licensure procedure.S7 These states have twe or three ciasses of
optometrists whose scope of practice depends on the type of certification passed. For
exampie, Ohio has three classes of optometrists: primary licensure holder (no drug use
authorized), topical ocular certificate holder {(can use diagnostic drugs), and therapeutic
certificate holder (can use diagnostic and therapsutic drugs).58
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in Delaware, the classes of optlomstrists are non-diagnostically certified optometrist,
diagnostically certified optometrist, and therapeutically certified optometrist. 58 Ancthar option
is to base the need for additional training on when the optometrist was licensed, as
Connecticut does: optometrists licensed before January 1, 1991 must take classes and a
clinical to use TPAS: those licensed after that date do not.

The ralionale for regquiring additional raining befors an optometrist can use TPAs
probably arises from the fact that the ability 10 use TPAs has been grantsed only within the
past sighteen years, with most of the states permitting it only since the mid-1980s.
Optometry schoois, until relatively recently, did not have substantial training in TPAs because,
untit states permitted their use, there was no nsed for such training. While the curriculum
and training for recent optometry graduates has improved, as is discussed in more detail in
chapter 4, older optomelrists in particular are in need of in-depth therapeutic pharmacology
fraining that was not available when they wers in school.

Many states also have continuing education reguirements for TPA-certified
optometrists 9 This requirement is recommended. While optomestry is trying to position itseif
as a primary heaith care profession, there are many optometrists whose experience will
primarily be with pecple seeking glasses or contact tenses, and who will treat diseass as a
sidaline, If at all. Mandatory continuing education will heip snsure that their skills remain at a
professional levei and would alsc inform them of updates in the field of ocular pharmacology.

Consuitation and Supervision

While eighteen states allow optometrists to use their professional judgment in
administering TPAs, under some circumsiances itwenty-two other states require them to
consult with, provide drugs under the supervision of, or refer patients to, an ophthaimologist.
Nine states have a consultation requirement, eight have a referral requirement, and four have
other requirements.b' Most of the consultation and referral requirements revolve around the
treatment of glaucoma and use of steroids. BSome also require referrai if the patient's
condition does not improve, or if the diagnosis indicates a problem outside the optometrist’s
ability to treat.62 A copy of the American Academy of Ophthalmology chart on this topic is
contained in Appendix D.

Comparison to Military Privileges

As a point of interest, comparison to military TPA privileges may be instructive.
According to one article, the Army allows its optometrists to apply for the privilege of
prescribing and using particular TPAs, with no guidelines or restraints on their potential
capabilities. The Air Force specifies the conditions that may be treated, while the Navy
specifies the categories of drugs that may be used. For the Navy, unrestricted use of topica!
antibiotics, antihistamines and decongestants, non-stercidal anti-inflammatory agents
(NSAIlAs), and anesthetics. Consultation is required prior to prescribing steroids, anti-virals,
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and mictics 53 For all service areas, the drugs most likely 10 De approved for full privileges
were topical antihistaming/decongssianis, {opical anti-bacterials, and NSAlAs.  Pruilages
were most frequently limited for steroids, glaucoma medications, and systemic medications. 54
Opposition by ophthalmologisis ware the primary reason cited for these limitations. A more
detailed description of TPAs and military optometrists is found in chapter 7.

Summary

With the advent of contact lenses and easier to use diagnostic drugs, ost@metrésts
nave sought to changse thair profession from prescribing and selling glasses 1o & full-fledged
heaith care profession.  Lengthy battles in state lsgisiatures during the 1870s a;’zd 18803
gained optomelrisis the abliity to use so-calisd diagnostic tharapeutical agents {DPAsg) in all
fifty states. The next step optometrists scught and ares still segking is the privilege of using
drugs for treatment, the therapsutic pharmaceutical agents {TPAs)

Al the time this study was oreparaed. forty stalss permiited thelr oplometrisis to use

soma Kind of TPAs. Most of the stafes have placed a variety of rastrictions and c&ﬂzr@m g

tha use of TFPAs, Some limit which topical TPAs can be used, & Oihe i

permission, Approximately half the siates do not permit oral drugs to be usad, while othars
8 g H

.m-v «

do, usually specifically imil ﬂg which drugs or classes of drugs are avallable, lse of ant
glaucoma agenis is partioularly controversial,

Siates vary a3 1o v i (gt of permissable drugs). They can
De eslablished by the lsgisl e of Q;:a ;m%i’ or the state boars of madicing
In most of these states, optomalrisis have 1o maks a special study of ccular pharmacoiogy,
sometimeas ncluding clin @i certification 10 be able o orescribs

Cvar halt the sigtes r 4
giaucoma ireatmerd, steroid use, or for conditions L%z f%c» nol improve Or arg
ihe ostometrist’s abl

Endnotes

1. Maost of this information 5 taken from g pubi ca’f on submitied by the American Oplomeric Association o
researcher, daled Seplember 23, 19584, entitied, "TPA Slates Only; Pharmaceutical Agenis by Name or Type
That State Law or Regulations Permit Optometrisis 1o Use”

2. Alaska Statutes, Tile 8 section 08.72.272

A

Arizona Pevised Statutes Annolaled, Tile 32, §32-1701.

4. Arkansas Code Annotated, §17-8%-101, -403,
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Arkansas State Board of Optometry, Rules and Raguiations Governing the Use of Therapeutic Drugs for

Optometric Care, Article 1, Sections t ang 2,
West's Colorado Revised Statutes Annotated. §12-40-102.

Connecticut General Statutes Annotated, §20-127.

Delaware Code §2101, as amended by House Bill No. 475, effective June 30, 1984,

Florida Administrative Code Anntiated, Rule 214-18.002.

State Affairs Department, Amerlcan Acaderny of Ophthalmology, "State Legisiative Issues: Summary of State

Optometric Statutes,” January 1994, at 5 (hereafter Summary).
Code of Gsorgia, §43-30-1.

ldahe Code, §54-1501.

West's Annotated Indiana Code, §25-26-15-19, and Indiana Administrative Code, §857 IAC 2-3-16.

fowa Code Annotated, §154.1

Kansas Slatutes Annotated, §65-1501.

Kentucky Revised Statutes Annotated, §320.240.

Louisiana Statutes Annotated, Titte 37, Chapter 12, §1041.

Maine Revised Statutes Annotated. Title 32, §2411.

Minnesota Statutes, §148.571, 148.576.

Mississippi Code Annotated, §73-19- (comipiete citation not available at this time).
Vernon's Annotated Missouri States, §336.220.

Missouri State Board of Optometry, 4 CSR 210-2.080.

Montana Code Annotaied, §37-10-101.

Montana Board of Optometrists, chapter 36, subchapter 8, §§8.3é.801 and .804.
Nebraska Revised Statutes, §§71-1,133 and 71-1,135.01.

New Hampshire Statutes Annotated, §327:1

id.

New Jersey Statutes Annotated, §45:12-1,

New Mexico Statutes Annotated, §61.2-2.
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General Stattes of Morth Caroiina, §80-114.

id.

North Dakota Century Code, §43-13-01.

id.

Page’s Ohio Revised Code Annotated, §4725.01.

id. at §4725-16-01.

Oklahoma Statutes Annotated, §581.

Oregon Administrative Rules, §852-80-005,

Oregon Revised Statutes, §683 010,

General Laws of Bhode Isiand Annotated, §5-35-1.1.

State of Rhode Island Board of Optometry Bules and Reguiations, §10.1.2
Code of Laws of Scouth Carolina Anngtated, §40-37-105.

Sauth Dakola Codified Laws, §37-7-1, -1.1.

Tennessee Code Annotated, §63-8-102

Official Texas Administrative Code, 82805

Yermon's Texas Siates and Codes Annolated, art. 4552-1 03 §1 .04
Uiah Administrative Code, Bule 18618514,

Yirginia Board of Medicine VR485-03-01, Pri IV, 5543, 44
Washingion Board of Oplomelry Administrative Code, §246-851-410.
West Virginia Code, §30-8-2.

Wisconsin Adminisirative Code, RL 14,01,

Wiseonsin Administrative Code, BL 1002

Wyoming Siatutes, §35-23-102.

Such as the siatutes of Alaska and West Virginia implicitly authorize by thelr general languags,
Summary, supra nole 10, at A4,

See leher rom Dr. David 4 Randell, M0 1o the House Committee on Consumer Protection, on Mousse B
Mo, 2458, February 12, 1984
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Such ag West Virginia. Summary, supra nota 10, at 28

Such as Kentucky and South Carolina. id 2t 3§, 21,

id. at 18

See note & supra.

Such as South Caroling, Tennesses, and Wisconsin, Summary. supra note 10, a2l 21, 23, and 27
W at A

id. at A8, pages 1-3.

Jorm W, Tierngy et al.. "Therapeulic pharmageulical wilization by miltary optometrists,” Journal of the
American Opiometric Associalion, vol 82, no. § Liung 1880 a1 483

Usuaily, the restriction on stersid use was a prior consullation with a phiysician; for glaucoma treatment, relilis
only; and for systemics, dmited sslection of drugs {usually over the counter antihistamines/decongssiants and
anal(esios).
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Chapter 4
OPTOMETRIC EDUCATION AND PATIENT SAFETY

The most heated and controversial companent of the TPA issue is the guestion of
patient safety. Can optometrists administer and prescribe TPAs properly, safely, and
responsibly? Opiometrists take the position that thay can; that their education in the medical
treaiment of eve disease i comparable 1o that of ophthalmologiste and superior to other
groups of professionals who prescribe drugs; and that statistics in TPA states back up their
claims.  Ophthalmologists taxe the opposite visw: thal oplomstrists may have lextbook
aducation but not the necessary clinical experience, and tha! many systemic diseazes
manifest themseives in the aye and that oplomelrists are not trained 1o diagnose them. The
WG sides are in vehement opposition.

This chapter will examine two factors in this dabate: opiomstrist educalion, and
patient safety reporis and statistics

Education

the first stats 1o aéécsw optometrists to use TPAS was West Virginia, on March 4, 1876,
Ten years afler West Virginia, only six other siates had followsd sult, most of them in 1985

o -s<
m

angl early E%fz%”:}( The i;:;sﬁm in TPA laws started iust afiar the ten-vear mark, when four 0??‘;{%?
states adopied TPA laws, and peaked in 1887, with sight siates approving these laws, for g
total of ninetesn.

Prior to these years, z%wfe was not a greal nesd to igach therapeutic drugs at
opiometry schools. guimémmi i; ne need bacams apparent and opiomslry schools began
am j i icat fact must be kept in mind when
raviewing itergturs comgarnd ﬂg i@%’f‘ém 8t education to ophthalmologists’. Oider articles may
& i t state of the ari: sducation today, The fagt that sdusational requiramenis
have besn ggﬁg?aé d gver tims can aiso be deduced from the licensure provisions of some
which permit more recent optomelry graduaies to have TPA privileges as long as
2 ﬁaiéer&ai axamination that includss TRAs i3 passsd, bul reguires sarlier gradusiss 1o
undergo additional training as well as to pass the examination.’

g

The Legislature raguesied the state Board of Msedical Examiners and the Board of
Examiners in Oplometry to supply the Bursau with information on the current curriculums of
optometrists, ophthalmologisis, genseral practice physicians, family praciice physicians,
internists, and pediatricians for comparison purposes. i is believed that the information was
reguasted from the non-gphthaimologist medical doctors because they are permifled Dy
icensure 10 prescribe all drugs, including TPAs.
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a. Optometrists

Current studies by optometric proponents indicate that, on the averags, opiometry
students are required to take more courses in pharmacciogy than are medical students. See
the attached chart. Optometrists also emphasize that their courses are geared much more 10
pharmacoiogy as it affects the sye, while medical student courses cover drugs and the whole
body.? Optometrists do not, in general, claim any expertise in surgical management of the
sye.d The state board of optomelry responded to the Legisiature's request for information on
optometric education Dy transmitling copies of testimony presented 1o the Legislaturs during
the 1994 session. The materials included speciic information from two of the oplometry
schools that accept Hawail WICHE students,

The Souwthern Calfornia College of Uptomelry stales ?f‘?ai its curriculum currenly
provides studenis with 5§§ class contact hours of aducation in classes related 1o the
reatment of ocular disease ®  In addition, there are 2 series ¢ f fourth yaar seminars ang
grand rounds {(patient observation) emphasizing treatment and management of ocular
disease. There are a folal of 1330 patient contact hours devoisd o diagnosis and freatment
of coular disease. In terms of clinical education, each studant is required 10 provide sen fsces
to 2 mirimum of 1180 patients, a "high percentage” of which present signs or symploms ¢
goular dissass of the ooulsr mam%siais&ﬁ of sysiemic dlsease. In their fourin vear, an
"extensive series” of off-campus clinicals is offered at sighty-four sites in twenty-four states .S
At laagt thirty-seven siles offar studemis diveqt hands-on axperisnce In the rsatment of eys
dispase, and an additional five offer the opportunity to participale in co-manages ireaiment,
All students will have had acty :cfz experisnce at ong or more of these forty-two sites in which
ihey will manage or co-manage eye diseass,
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The Dean of the School of Optometry at the University of California at Berkeley (UCB)
described its curriculum as "integrated-layered,” in which materiais are introduced in the first
year, reiterated in depth in the second and third years, and extensively reviewed with clinica!
demonstrations in the fourth year.6 UCB students take over 200 clock hours of lectures and
laboratories in systemic disease and ocular manifestations of systemic disease, close to 300
hours in ocular disease, and more than sixty hours in general and ocular pharmacoiogy. It is
estimated that between 325 and 450 hours of third and fourth year clinical work is devoted to
digease problems. One recent UCE student’s coursework and clinical sxperience 8
presented in more detail in chapter seven.

The Hawaii Optometric Association (HOA) submitted testimony that states that during
their four-year program, optomsetry students average more than 100 lecture hours in
pharmacology, over 500 hours in classroom and laboratory study of eye disease diagnosis,
treatment, and management, and more than 1000 hours in clinical, hands-on training.”

Several letters of support were submitted from medical docters, one who is a board
certified ophthalmologist and on the faculty of the Pennsylvania College of Optometry, who
states that "[wlithout a doubt, optometrists are prepared through their knowledge, skills, and
clinical experience to diagnose all eye diseases and to treat diseases of the eye consistent
with the limitations...being considered in New Jersey."® Ancther was fram a school of
medicine that states that since 1985, the school has "included training under the supervision
of optometrists from our medical residents. Their experience has confirmed our own with
regard to the excellent standards of care existing in optometry.”?

b. Medical Doctors

The Board of Medical Examiners inciuded a course catalog from the John A. Burns
Schoo! of Medicing of the University of Hawail in its materials. Unfortunately, the coursse
catalog does not readily yield information on pharmacology hours, as the School of Medicine
does not utilize the traditional medical schoo! curriculum of compartmentalized classes on
single topics. Rather, the School uses a "problem-based learning curricuium™ in which the
basic sciences are learned in the context of solving clinical problems. The researcher spoke
with Dr. Christian Guibrandsen, Dean of the School of Medicine, 1% who confirmed that, given
the holistic approach used in this curriculum, it would be impossible to estimate the number
of hours of pharmacotogical training.

One source often cited by ophthaimologists for their hours of experience with
pharmaceuticals is a staff paper prepared by the Health Program of the Office of Technology
Assessment of the United States Congress, dated October 1988 (the OTA study).’* The
focus of the OTA study was appropriate pre- and post-operative care of cataract patients. The
study included a comparison between the education of ocphthalmologisis and optometrists,
based on iiterature and direct observations at one optometry school and one cphthalmology
residency program.
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The report found that ophthaimoiogisis:

. Undergo eight total years of training: four years of medical school, cne year
post-graduate clinical training in a hospital-based program, and three years of
training in a hespital-based ophinalmology residency program.

. In the first two years of medical school, a medical student typically gels
between 1500 and 2000 hours of coursework.

® The last two years of medical school emphasizes clinical rotations in hospitals
and other settings, spending about 3200 hours doing clinical rofations.

s The mnternship years involvas a minimum of 1040 hours of experience in direct
patient care. '

* The residency program includes a minimum of 360 hours of instruction in basic
and clinical science, 288 hours of clinical conferences, and 50 hours of ocular
nathology {disease).

s The residency program invelves at least 3000 outpatient visit, with major
managemsnt responsibility for at lsast 2000 of those visits and consuliation
experience for a minimum of 150 patients covering a wide spectrum of eye
disease and manifestations in the eye of systemic (widespread) diseases.

The report contrasis this expsrience with the more limiled experience provided 10 an
optometry student at that time.'? However, It is apparent from the materials submitted by
UCB ang Southern California described above that the information in the OTA study as it
reinies 1o oplometric education is daled. B appears thal since the dale of this report, schools
of optomelry have ingreased their pharmacoiogy course oad, with some studies showing that
they actually have more in-class hours than medical students’® and that this number
indicates a more indepth exposure than medical students, as optometry siudenis study
orimariiy drugs that affect the aye, while medical students cover the whole body. As
discussed above, some schools have added classroom hours in systemic diseases, at least
insofar as they manifest themselives in the eye. Neither HOA nor the Board of Examiners in
Optometry provided the Bureau with specific information regarding the scope of optometric
education in this respect, 5o no generalizations can be made.

Yet ophthaimologists still insist that (1) the guality of the education is less,’¥ and (2)
the clinical experience of ophthalmologists is vastly supericr, as optometry students generally
see healthy eyes and have far less experience with eye disease,’® and of those patients with
eyea disease, many are seen in demonstralions, as opposed to ophthalmologists, who, when
they see patients during their residency, are already fully-licensed physicians who assume
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major responsibility for patient care for extended periods of time '® The Hawall
Ophthaimological Society's ciaims are based on the premiss, presented in more detail in
chapter 7, that mere ciassroom hours do not fully educate a student in dingnosis and use of
TPAs. Lectures are maerely a beginning. Hands-on, clinical experience sxamining thousands
ot patients, experience that ophthalmology students have but optometry students do not, is
the oniy way 1o truly learn how to diagnose and prescribe.

The Bursau is not in a posilion {0 evaluate thess positions for accuracy. While it is
svident that ophthalmologists do experience many more clinical hours, whaether the more
Hrnited clinica!l experience of optomelry studsenis suffices 10 permit them to administer soms
or ail TPAg is beyond our expertise 10 determing,

As far as the education of other medical doctors, it is true that they are able 1o
prescribe and administer drugs for the eys aithough they may have had little or no clinical
experiencs in dealing with patienis with eve disaass {although they would, of course, hava the
same pharmacciogy courses during medical schooll. Some optometrists have decriad the
purportad ineguity of having a general practitioner or family doctor able o fully prescribs
medication while optometrists, whose entire four years are focused on the eye, cannot.

Howsever, that argument seems 1o confuse the possible with the likely. A family docior
can presoribe glavcoma medication, for exampie, and an ophthaimeiogist can prescribe uicer
medication. A medical docior's ability to prescribe is not imited by specialty. But thess other
doctors do not fes! in competition with ophthaimologists, and while they may treal a simple
case of conjunctivitia, thay do not hesitate 1o refer 2 palient 10 an sve spacialist. In contrast,
as discussed in chapter 7, there is considerable compsetition between ophthaimologists and
optometrists 10 provide the same services 10 ihe same patients. There is much less incentive
for optometrists to refer patients 10 an ophthalmologist than thare would be for g pediatrician
{spacizlist in children) of internist (specialist in internal medicine}.

Additionally, while these other types of dociors may not have the intensive background
in eye disease per se that ophthalmoicgists have, as medical doctors they share the same
sxpertise in diagnosing whole-body dissases that are reflecied in the eve, such as diabsies.
That is half the concern over approprigie eye care iréaiment: not only shouid the eve
condition itself be accurately diagnosed and successfully treated, but conditions that appear
to be eye diseass but are actuaily caused by another condition should be diagnosed and
treated.

Patient Safety Complaints
in a debale fraught with hotly-contested issues, no point is as Hammabie as the

question of patient safety. Ophthaimologists cite horror stories of permanent vision loss,
blindness, and gven death; optomsirisis cite their impressive stalistics demonstrating
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thousands of satisfied patiemts. Objective data are scant. This section will review the maior
contentions and literature available on the subject.

a. American Academy of Ophthalmology Paper

The American Academy of Ophthalmology put fogether a summary of optometric
malpractice cases from information reportad in Medical Malpractice Verdicts, Settlements &
Experts; Jury Verdict Research; and an attorney. The Summary lists twenty-iwo malpractice
cases, sevenieen of which occurred in DPA states. The fact that the majority of cases
occurred in DPA states should be noted. Half the cases concerned glaucoma and nine
percent involved tumors. Of the twenty-two cases, two patients became blind, and one
included brain damage. Of all patients, forty-five percent were partially blind or likely to be
blind. In TPA states, failure to diagnose or diagnostic error occurred in all cases. In DPA
siates, those errors made up ninsty percent of the cases; the rast arosse from negligent or
improper treatment. The full text of the summary is contained in Appendix E.

b. The Wisconsin Experience

Wisconsin is one of the four states specifically requested for review by the
Legislature.'’ Wisconsin is an apparent success story in the TPA fieid. Its TPA law passed
in August of 1989, and included a provision requiring optometrisis to file g report for each
administration or prescription of a TPA from January 1981 through Aprit 1994, Two sets of
reports were compiled by the Wisconsin Department of Regulation and Licensing, one for
1991 and one for 1992

Three reports were sent for 1991 a detailed report of sach disease, drug, and
summary of results,'® a textual report,'9 and a numeric breakdown.?® The breakdown
indicated that out of 12,702 administrations, the eye condition had been resolved in 8419
cases (860, successfully treated in 2024 cases {16%), stabilized in 821 cases {6%), the risk
minimized in 1175 cases {10%), the case referred to another health care provider in 180
cases (1%, and no benefit reported in 103 cases (.8%).

Of these approximately 12,000 applications, only nine adverse reactions were
reported.  Of these nins, eight were allergic reactions thal were resoived upon the
discontinuation of the medication. The remaining patient had the medication changed and
was referred 10 2 medical specialist.

The Wisconsin Acadamy of Ophthaimology (WAQ) reviewed these reports, and found a
number of problems.2? Their chief concern was whether diseases were in fact treated with
the appropriate medication. Many reports indicated that inappropriate medications were
administered, and yet a resolution of the condition was reported. One exampie is the use of
benoxinate, an anesthetic drop containing flucrescein, which was cited as a successful
treatment for diseases as diverse as conjunctivitis, vicers, and glaucoma.
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WAQ alse noted a serious exampie of inappropriate treatment, the failure in half of the
cases of narrow angle glaucoma to treat it correctly with pilocarpine. Another problem was
cited with respect to treatment for orbital cellulitis, a potentiaily severe soft tissue infection
that can be life-threatening; in only one of the nine cases was the patient appropriately
referred to another health care provider, and that patient was first inappropriately treated with
steroids. Other concerns in this vein are iterated, and a copy of the letter can be found in
Appendix F.

WAOQO found that while 12,000 usages sounds impressive, when broken down by the
number of optometrisis in the state, the actual average administration is only 3.2
administrations per optometrist per month. Such a low rate of usage, WAO suggests, does
not support the conclusion that the initial use or further expansion of TPAs is warranted.

The reports for 199222 indicates approximately 17,600 administrations, with the
following breakdowns: condition resolved, 11,833 (679%), successiully treated, 3218 (18%),
stabilized, 1468 (8%), risk minimized, 832 (5%), referred, 206 {194}, and no benefit reported,
18 (< 1%). The textual report,?3 states that of the nearly 17,800 TPA administrations, only
forty-three had the code for "problems encountered.” Of these forty-three, fifteen ware
allergic reactions and eighteen were due to poor patient compliance. In three instances there
were cardiac or pulmonary side effects that were treated by referral to another health care
provider. The remaining seven were also referred 1o others or reporied other side-gffects.

The report notes that there may be areas where "possible errors or misinterpratations
may lead to unnecessary concerns.” These grounds include: misinterpretation of the codes
by the optometrists {use of "rescived” for glaucoma, which is never resoived, only stabilized),
overzealous reporting {reporting DPA usage), and confusion when a patient presents multipls
conditions and is treated with multipie medications.

The Legisiature was apparently satisfied by the reporting results, because they
removed the reporting requirement. The Wisconsin Department of Regulation and Licensing
stated that, as of June 7, 1884, no optometrist had been disciplined for, or had a pending
complaint related o, problems encountered in the TPA area.

¢. North Carolina

It Wisconsin is optometry’s apparent success story, North Caroiina is ophthalmology's
response.  North Carolina ophthalmologists have alleged for years that patients were
experiencing harm, including blinding and dsath, from optometric use of TPAs. The Hawal
Ophthalmology Scciety enclosed & video, "Putting our Citizens' Eyes at Risk,” that was
presented to the California Assembly on January 3, 1994, that featured a North Carolina
cphthaimologist discussing specific instances of malpractice that he had observed, and
featuring some of the patients.
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The president-elect of the North Carcling Socisty of Ophthalmology, inc., sent the
Bureay a letter stating that "Norih Caroiing has veary well-documented casebooks of lterally
hundreds of patisnts injured or even totally biinded by optometric mismanagement, and failure
1o rafer "24 No other documents were included with the letier. The letler also alleges that
optometrisis rarely prescribe more than a few TPAs each monih, and that the real force
behind the drive for a TPA law was 10 permit oplomstrisis o provide post-operative care for
cataract patients. This referral network enriches a small number of eve surgeons and 2 large
number of optomatrists, who handle the post-operalive care s0 that the ophthalmoicgist can
do more of the more jucrative surgeries. This referral nefwork schems, it is alleged, s the
single largest factor in every state with a TPA law.

North Carolina optometrists vigorcusily contest these allegations. One oplemetrist
says that while ophthaimoicgisis claim there have been documented instances of harm, the
Board of Examiners in Optometry held %z%&ﬁs?% hearings on this topic, including issuing a
subgoena ior thess hundreds of cases, the board "was never furnished with credible evidance
of mismanagement or inappropriate carel 178 “%”%‘s@ board of sxamingrs reported 10 the Bureay
that they have recelved oniy sevenisen compiainis in sevenisan yvears arising from allegations
of improper use of pharmaceuticals or involving guestions relating 1o the practice of medicine
or sg:»mm@zf; Twelve of %m Qi}""*;ﬁa?ﬁ%ﬁ resylied in a guilty finding by the board, and the other

five were dismissed for lack of probable causs 26

S
i
3t

{

. The Maing bxperience

The Maine law reguired oversight of TPA usage from Seplember 1, 1987 o
é&m&f} 30, 199027 The Tharapeutic Monitoring Pansl's report found that, over the twenty-
ning month raporting period, there werg approximately 30,000 TPA adminisirations, and that
zﬁ@ committes received no reports of adverse effects from  gither oplometrisis or
ophthaimologists, except for localized allergic reaciions.

. Thher Sigte Hesponses

The Bureau sent out 4 ieltsr 0 sach state board of optometry and board of medical
examinars {0 determine the extent to which thers have been complainis registered with either
board. The poards of medical sxaminers {or thelr equivalent) who responded generally
indicated that they would not expect {0 sither hear or act on those type of complaints. Ths
hoards of optomstry generally indicated that there were no TPA-related complaints 28

{. "Catch Up” Provisions
One article on the New Jersey TRA law criticized the "catch-up" provision that would

allow current optometrisls in New Jersey to administer TPAs. This provision would require
only a one hundred hour training course, over a twelve-day period. The author poinis cut that
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the New Jersey law would make these tweive days of leclures the squivalent to “four years of
medical school, a year's internship, and three years of residency.”® This is not guite a fair
assgssment, of course, as it dees not consider the four years of optometric school, but i does
highlight the fact that, while optometric schools see the need for more hands-on, practical
clinical experience, the "calch-up” provisions in many staies require little or no clinical
fraining.

The article also lsts six case sxamples whers patients who suffered damage,
inciuding blindness, from misdiagnoses by optometrists. These casas are not particulariy on
point on the TPA issue, howsever, as four of them occurred in states prior to their adoption of
TPA laws, s0 that they were not dus 1o a failure in the TPA law, and of the two in stales with
TPA laws at the time, both cases weare for falure 10 perform a2 routine tyoe of exam (ons for
glaucoma, ong iust o dilate the aeye), both of wh%{sh iypes of tests are currently permiltad for
Hawaii optomatrisis.

Summary

While the classroom education in oharmacsulicals ssems similar in lenglh for bolh
optometry and ophthalmology atudents, the lafler receive a much more 9%‘;‘9?@5%?% clinical
sducation in the use of pharmacsutics! Crpiometry schools are attemptling 10 close thi
difference by offering more clinicals, but {1 it s unclear as to now many :3? ié"s@ ootometry
studients’ patients have eye dissase, as opposad o baing seen for vision correction, and ia:;
optometry studenis’ hours, while increasing over the vears, ars still less than those
cphthaimology students. Whether this dilisrence is significant is a source of intense dabate
between the two professions.

Patient safety data are relatively scant. In a society as visually oriented as ours, the
concept of vision loss is ¥rightening and the cases cited by HOSB are distwrbing. Yeat this
information is preseniad in an anecdotal rather than siatisiical way. Thers are no conirolisdg
studies comparing optometry malpractice to ophthalmology malpractice, for example. Soms
of the cases citad by opnthalmologists come from DPA states, errors that cannol be attnibuled
o0 TRA laws.

ne Wisconsin and Maine reporis appear reassuring until it is realized that the psople
reporting are the optometrists, the group with the vestsd interest in the positive outcoms of
the reports. The letter from the Wisconsin ophihaimolegist noting the problems with the 1921
Wisconsin report raises guestions about the accuracy of such reporting. The raports are not
made by a neutral, disintsrested party,

it is aiso disturbing to note that while the newer optometrists’ education more closely
approximates that of ophthaimology students, the more esiablished optometrisis may have
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had little or no formal training in this area, and ths cateh-up provisions that would allow them
to uge TPAs provides an exceedingly limited amount of practical fraining.

Overali, patient safely seems 10 he less threatened Dy oplometrisis’ usse of TPAs than

ophthaimologists allege. Yet i iz apparent that optomelric mismanagement of TPAs does
cecur, angd that the consequsnces can be vary grave. The Legislaiure, in making is decision
in this area, will have 10 decide whether ¥ wanis 1o grr on the side of prudence, rather than
convenience, in protecting the oublic.

12,
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for eye disease.

By graduation, one example was given, students have seen about 1200 patients and foliowed
pre-and post-operative care for between 8 and 60 patignts.

Some graduates participate in a one-year hospilal-based or gther optometric residency program.

The report found three areas of potential significance Detween these two types of education that might have
an sflect on the ability of optometrists 1o care for cataract patients before and after surgery.

{1 Ophthalmologists get three years of clinical training in the evaluation and treatment of patients
with medical protiems. In comparison. "at no point” in an optometrist's raining is comparable
chinical raining in the gvaluation and reatment of systemic diseass given.

{2} Ophthalmologists get three additional years of clinical training in the evaluation and treatment of
patients with serious eye problems. An optometrist "gets significantly less experience in” making
such gvaiuations.

{3) Cptometry students get significantly less exposure to patients who have undergone eye surgery.

The report recommends that only an ophthalmologist perform preoperative care. and notes that aliowing
optometrists a role in post-operative care would be a "significant departure from the traditional model” and
that "a more prudent approach” would be to allow cautious alierations and then evaluate the otigcts.

While this study is limited 1o making 3 recommendation on pre- and post-operative cataract ireatment, ceriain
parallels have been made between its findings and the competency of optometrists 1o prescribe TPAsS,

Hawal Optometric Association, "Vision inthe '30s,” voi. 4, no. 1 (Fall 1993}, bay chanl at 3.

Haroid A Heims, M.0., Ph.D., a representative of the University of Alabama Department of Ophthalmology
has stated that, after talking 1o his colleagues, the consensus is that coursas they 1each 1o optomelry students
ware taught "at a significantly lower level” than medical students and that this training "does not gualily a
person o praclice medicine”  Letter to Dr. David Bowden from Harold A Heims, M.D., PhD. dated
February 10, 1993, The AAQ put together a paper, found in Appendix G, detalling similar claims.

Hawail Ophthaimological Society, Legislator Information Kit, "For Continuing Quality Eve Care in Hawali”
{undated. unpaginated).

See letter from Hawail Ophthalmological Soclety to Samuel B K. Chang in Appendix B.

The other four are Pennsylvania and Maryland, DPA states. and Souwth Carglina, a TPA state. The response
from South Carolina was a statement from their board of medical examiners that they have received no TPA
complainis, and a letter from thelr board of examiners in optometry stating that, in the brief ime their TPA law
has been in effect, that there have been np reported problems. The only response from Pennsylvania was a
letter from their Academy of Ophthaimology opposing past and future TPA legislation. The only response
from Maryland was a letter from their board of examiners in gptometry supporting TPA legislation.

Correspondence/memorandum rom Pat McCormack, Deputy Secrétary, to Secretary Marlene Cummings.
entitied "Updated Report on the Prescribing of TPAs by Optometrists,” dated May 5, 1992,

Correspondence/Memorandum  from Ramona Weakland Warden, Director, Bureay of Health Service
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Professions. 10 Mariene Cummings. Secretary, Depanyment of Reguigtion and Licensing, entitled "Final
Summary of 1991 Use of Therapeutic Pharmaceulical Agents by Optometrists in Wisconsin,” dated July 14,
1892

Correspondence/memorandum from Magie Dabe 1o Ramona Weakland Warden, entitled "Combined TPA
Report and Addendum,” dated May 18, 1892

Latter wom Peter J. McCanna, M.D. 1o Marene Cummings, Secrgiary, Department of Begulation and
Licensing, dated August 11, 1992,

Correspondence/memorandum from Alison Leach to Ramona Weakland Warden, antitied "TPA Report”
dated June 18, 1993,

Correspondence/mermorandum  from Ramona Weakland Warden, Director, Bureau of Heshh Services
Professions, to Marlene Cummings. Secretary, Department of Regulation and Licensing, dated June 28
1993.

Letter from Walter L. Wright to Samuel B.K. Chang, July 6, 1984,

Letter from James B. Black. 0.0, Representative 1o the Morth Carcling General Assembiy, 1o David Work,
Executive Director. North Carolina Board of Pharmacy, March 26, 1981,

Letier from ihe Morth Cargling Board of Examiners in Oplometry, 1o "To whom it May Concern” re
“Experience 4f the North Carolina State Board of Exgrminers in Optometry over a period of seventeen years in
the regulation of practitioners in the practice of optometry whergin the licensees have prescriptive authority
tor both chagnostic and therapeutic pharmaceuticals agenis N the treatment of diseases and conditions of the
aye,” datad July 12, 1994,

Lafigr from the Therapeutic Monitoring Pane! 1o the Honorable John R MceKernan, Governor, State of Maine,
gated Junsg 15, 1890,

The Wyoming board noted that they received one complaint that was handled without hearing or litigation.
Letter from David J. Malsey, President, Wyoming State Board of Examiners in Optomelry, to Samuel B.K.
Chang, dated June 17,1884,

Jordan D Burke, "The Optometric Drug Bill:  The Risk Factors,” Trigl Lawyer (March 1893) at 37
"Qonthalmologisis are required to graduate an approved tour-year medical school, 10 meet the requirements
for becoming a doctor of medicine, and then to serve an AMaA-approved residency program in
ophihalmology....ophthaimologists are. first and foremoest, medical doctors, educated and trained to integrate
their general medical background with an ophthalmology specialty.... In sharp contrast, optometrists will
receive training in ocular pharmacology of approximately 100 hours in durgtion. Under this new [New Jersey]
legistation, optometrists will only be required 10 complete a six-weekend fraining course - a total of 12 days -
and to pass a pharmacclogy exam.”
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Chapter 5
COST

The second-most hotly contested issue in the TPA area is the cost of allowing
optometrists to use them. The information in this chapter is based on professional articles
and state responses 10 letters sent out by the Bureau. As reported in more detail in chapter
4, the Bureay received responses from twenty-one optometry boards, twenty-four medical
boards, seventeen optometry associations, and sixieen ophthaimology associations.  Eight
states sent in no responses at all.!

Almost as much controversy surrounds the topic of costs as surrounds the patient
safety issue. One of the factors that makes this area confusing is that there are three classes
of payors to consider: patients, health insurers, and state and federal programs such as
Medicaid and Medicare. Changes that reduce or increase the cost to one of the classes
might have no, or the opposite. effect on another,

A lot of guesswork and simplistic thinking clouds this area. For exampie, some of the
optometry groups thal responded stated that cos!s would be reduced with optometrist TPA
usage as optometrists charge less for eye exams than ophthalmologists do. This facie
statement ignores al ieast three facts. First, once optomeirists receive full TPA privilegaes,
there is nothing to stop them from charging the sams fees as ophthaimologists for treatment.
Sscond, in many states Medicaid/Medicara and private health carrier reimbursements are
based on treaiment performed, not the provider. Opiometrists will be reimbursed at the same
rata enjoved by ophthaimologisis, an incentive (o raise their rates t¢ these limilg. Third, this
alieged decrease focusses oniy on the patient’s expenses. The rasull, as discussed below,
could conceivably be guite different for state programs and particularly for private health
insurers.

Patient Costs

When optometrists discuss cost savings, they focus on the impact on the patisnt’s
waliet. Alleged cost savings in this category ars based on two factors: lower faes charged by
optometrists, and savings resulting from "one-stop shopping” - not having to refer the patient
to a second doctor for treatmeant.

Few of the state respondenis were able to give estimated savings dus to optometrists’
use of TPAs. The respondent for the Wisconsin Optometric Association, for exampie, said
that "I peiieve that costs have decreased because fewer visits are required.... Savings would
also logically occur also as the services are provided by primary care providers rather than
surgeons” but that the "data really have not yet been gathered in Wisconsin.” (Emphasis
added)?
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The ldaho Board of Optometry said that 2 1987 survey lound that their oplomstrists
wrote about 13,000 prescription per year, which they interprel as a cosi-savings that "could
easily be in excess of $200,000.79 Mo data were given 1o support thal conclusion or that
figurs, and doubis may be cast on ifs applicability. These data are alieged to come from a
study done in 1987, the same year that its TPA law passed. 1t is therefore impossiole that the
study could have been based on a full year's agsessmant of the situation, and it is unclear on
whal it was based. Even if the figure was accurate at the time it was made, however, it may
be that, in recognition of their expanded capabilities, idaho optomelrigts have sincs raised
thair fges, reducing any purporisd savings.

The Mew Jorsey Dptometric Asscociation {(New Jersoy adopted s TPA faw in 1982,
states that cost of eye care has been dramaticaily reducsd because duplication of services
and refarrals are gliiminated, and estimated 2 savings of 14 million in the eighteen monihs
tha law has besn in affect.® However, this number is undocumented, and since the TPA law
has bean in affect for a relatively short time, it iz difficult 10 predict whether these cost savings
would continue,

The Ohio State Board of Optometry stated that no specific information on cosis is kept
but that thay would appear 1o be lower since the referrals ¢ost are gliminated in many cases
and optomelry costs are usually lower S The Ohic Optometric Asscciation agresd with that
logic, and ciizd a SUNY Center for Vigion Care policy study performed iast year that found no
statistically ~ignificant difference in fee rends Detweaen TPA-lcensed and non-TFRA lgensed
optometrisis. & However, Ohic has only had its TRA law since July 1982, and the siudy was
performed in 1293, which may not be sufficient time for optomstric fees to feel the full impact
of TRPA-licensure. This seems to be the position of the Ohio Ophthalmoiogical Society, which
gtaled that "7 is still reiatively early in the Ohio gxperience o assess the definitive cost or
impact of the TPA legisiation.””

The Arizona Optometric Association stales that managed care programs are hiring
more oplomelrisis as orimary carg providers, and that Uit s clear thal consumer ©osis are
lowered by virtue of the insurer being able 1o charge lower premiums for coverage.”d
Howsver, again, Anzona's TRA law has only besan in effact since Aprdl 1993, and the price of
optomelrisis’ services may not have reachsed thelr level

Three other states, Colorado, Utah, and Wyoming, make the blanket statement that
optometrists’ fegs are generaily less than those of ophthalmoiogists, and imply a cost savings
on that basis alone.

The Virginia Optometric Association states that its optometrists’ fees generally remain

about thirty percent under those of ophthalmologists and are seen as a "stabilizing seffect” on
ophthalmologists’ fees.? However, Virginia has one of the most restrictive TPA laws, as its
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formulary is selected by the Board of Medical Examinsrs, not the Board of Optometrists, and
it also has one of the lowest reported rates of TPA-licensed optometrists, thirty percent.t0

Tnere is a trend among optometrists in states with the more recent TPA faws to report
cost savings due to reduced optometrists’ fees, while ophthalmelogists in states who have
had TPA laws longer iterate the opposite, that both groups' charges are similar. For example,
the Kentucky Academy of Eve Physicians and Surgeons said that in their state, which has
had TPA laws since 1986, that optometrists charge the same amounts as cphthalmologists. 1
The respondent from the Nebraska Academy of Ophthalmology, which also has had a TPA
law gince 1986, said that optometrists in his community charge the same fees that he does,
and sees patients much more frequently. ™ The Texas Optometry Board, which has had iis
TPA law since 1991, says that optometrists and ophthalmologists are paid for services on the
same fee schedule for Medicare and Medicaid as ophthaimologists.'? Perhaps this indicates
that, over time, as they become more comfortable and familiar with the TPA laws,
optometrists’ fees tend to rise. However, too little data are provided to make this a definitive
statement.

There is a substantiai amount of discrepancy between the states as to whether
optometrists’ rates are the same or less than those of gphthalmologisis, and the impact that
that factor has on consumer costs.  However, focusing solely on optometrisis’ fees is
misleading as it is only one part of the total cost picture. Competence is a big factor in
determining costs. Ophthaimologists argue thal consumer Costs increase when oplometrists
attempt to treat patients with inappropriate medications, as the patient will have to pay for that
treatment as wall as the services of the ophthalmologist eventually called in (o treal a more
entrenched or exacerbated disease. f an optometrist charges only iwo-thirds of an
ophthaimologist's fee, but takes two visits to cure a condition where the ophthalmologist
would take only one, at a total charge of cne and a half times the ophthaimologist's fee, a
cost increase rather than a cost savings would resuit,

Unfortunately, data on this potential effect do not exist, but can be deduced elliptically
from information such as the Wisconsin TPA report menticned in chapler 4, in which the
ophthalmologist who reviewed the report noted that some optometrists "cured” conditions
with the medications generally deemed totally ineffective for those conditions. One can
assume that those patients either had to come back for an additional, effective treatment or
went elsewhere for the real treatment.

Another factor that the ophthaimology associations cite is the "bundiing” of services by
optometrists, in which one service may be charged at a lower fee but additional services are
urged t0 be used or tacked on that lead to a higher price. Ophthalmologists use standard
glaucoma testing as an example. According to a newsietter from the California Association of
Ophthalmology, the American Academy of Ophthalmology's preferred practice pattern
recommends two Visits per year, a gonioscopic exam, and a yearly visual field test, at an
approximate cost of $172, based on Medicare payment levels. The optometric publication

fag
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Optometry Review recommends $ix visils per yedr, two separate gonioscopic exams {one eya
at a time), for a minimum cost of $272.14

The gist of this argument is that a straight fee comparison cannot be used as the only
indicator of cost or cost savings; rather, the entire package of services charged must be
gxamined.

However, this comparison is only valid if the same examination or the sames ireatment
is being provided. The Minnesota Academy of Ophthaimoiogy (MAQ) uses a purported
Minnesota Biue Cross/Blue Shield study in its literature™ to support the proposition that
optometrists do not provide economical treatment. The "excellent study” is claimed to
support  the proposition that, for Minnesota's top nine volume providers (three
ophthalmologists and six optometrisis), optometrisis had a higher average number of visits
per patient and a higher average cost per service and per patient, showing that
"ophthalmelogists are more efficient in providing the studied services.” What the studied
services were is not stated. The California Association of Ophthalmelogy also used this
information in its May 1294 CAD News newslatter.

Unfortunately, this “study” does nct axist as such. The researcher contacted the
Minnesota Blue Cross/Blue Shield'® (BC/BS) for a copy of the study and was informed that
there is no such study and that this information came from "raw data” from their Medicaid
files. Biue Cross/Blue Shield stated that the reason the optometrists billed more highly is that
they were cffering orthopics (vision therapy), which ophthaimologists do not offer, and that
that -- not "more efficient” work by ophthalmologists -- is the reason for the cost difference.
The ressarcher giso contacted the MAQ for a copy of the study and received in response a
two page lsiter on Biue (ross/Blue Shield's revised medical policy for vision therapy
reimbursement along with an uninterpreted chart - scarcely a study.

Eve Examination Studies

Both sides use studies based on aye exams o boister their claims that they offer
cheaper services. Optometrists cite a Center for Vision Care Policy, of the State Colisge of
Optometry, State University of New York, study in 1989 comparing routine examination fees
nationwide between optometrists and ophthalmologists. 7 The study found that
ophthalmologisis’ fees averaged $61 while the optometrists’s averaged $42. The study
design did not determine what actual tests and procedures were included, and admits that,
while all ophthalmologists are licensed to dilate the eye for examination purposes, some
optometrists may not be so certified, and that "there could be some [cost] differences in this
regard."”18
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A study funded by the Chio Oplomelric Assooiation in May 1988 alsc found that
cphthaimeologists’ fees were more expensive, an average of $56 versus $38.52 for
oniometrisis 79
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it s also important 1o note thal these studies are based on examination izes and
routing care, including lens prescriptions. They do not focus on freatment, YWheths
ophthaimoiogsis charged more for a straight exam, or ::}Q?ﬂm trists prescribe more glasses,
ars not factors thatl necessarily influencs the cost of zr&aiﬁ

Patient Cost Summary

Unforiunately, none of the cost siatementis - from  elther optometrists  of
cohthaimologisis - were presented with recent hard data. It may well be that consumsr cost
savings doses vary widely betwesn the stales, given the fact that the drug formularies, as
discussed i chapter three, range in scope from use of all relevant iopical and oral
medications 1o the use of just a few specific topical drugs. An additional facter that might
affect optomstrists’ cosis is the training and continuing education requirements of their
states. The more the opiometrisis’ gualifications and ability 10 treat approach parity with the
cphthalmeiogists’, the more justifiable it would seem that optometrists should be paid on an
equal basis
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However, with Hawaii's near universal health care coverage, the savings 1o the
individual patient is far from the whole story. The issue of potential cost savings to the health
insurers is discussed next.

Heaith Insurers Cost

The information available on the effect of TPAs on health carrier costs indicates that in
many instances, when TPAS are allowed, health carrier costs wiil rise.

The Nevada Ophthaimological Society included a quote from the California
Department of Mealth Services stating that: '

In this Department's experience, addition of new provider types or
expansion of coverage by an existing provider group has not
decreased overall health care costs even when the apparent effect
would be to reduce the cost per patient encounter.??

The Caiifornia Association of Ophithalmology also states that "studies show that increasing
the number of providers raises the cost of medical care,” aithough no citations are given 23
The Kentucky Academy of Eye Physicians and Surgeons stated that "the empowerment of a
new group of providers always raises the cost of services and does not necessarily improve
the quality. "4

in testimony opposing a 1994 TPA bill, the Massachusetts Society of Eye Physicians
and Surgeons guoted a letter from the President of Central Benefits Mutual?s stating that:

...contrary to the usual free market impact of increasing the
supply or availability of a service or commodity, increasing the
supply or availability of health care services does not reduce the
overall total costs of that serviece., Typically... the overall
number of services performed increases substantially.

The executive director of the MNebraska Academy of Ophthalmology states that
optometrists in his community charge the same but see patients more frequentiy2® The
Nevada Ophthalmological Society says that total payout for carriers is greater with
optometrists as they generate almost iwice the number of lens prescriptions as
ophthaimologists.2”

Pennsylvania says that there is no economic benefit to carriers as optometrists are
reimbursed equally by private insurers.28 Additicnally, the Pennsylvania Sunset Report on the
Board of Optometry stated that "there is some evidence to suggest that health care fees tend
to increase when the scope of practice of allied heaith care professionais is broadened.
Academic health care policy research professionals... indicated that this phenomena is
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generally borne out in the health policy research” but ihe report was not aware of specific
studies related 1o TPAs.22

While a few optometry associations, such as Colorado's, stated that cosis decreased
for health insurers, these commaents contained no discussion and did not ssem (o fake into
account the impact of having more providers in the system.

This congern gver greater health carrier costs due 0 the expansion of the number of
practitioners is alse fsit by Hawall health camiers. The Bursau sent lstiers o the Hawall
Medical Association (HMBA), HDS Medical, Straub, Isiand Cars, Kaiser-Permanents, and
Hawail Management Alllance Association (HMAA) for their opinions on how TPA licensurs
would affect the cost of eye care in Hawail.3 Rssponses wars received from HMSBA and
island Cars.

Both isiand Care and HMBA ook the position that permitting optometrists to use TPAs
would increass costs. Island Cared' stated that its fee schedule pays ophthalmologisis and
optometrists the same rate for covered services, and that if oplometrisis were allowed 1o use
TPAg, "thers would e absolutely no cost savings 10 be passed on 1o consumers.”  in
addition, Island Care would expect cosis io increase because "the nistory of madical services
appears 1o be that overall costs are determined more Dy the number of providers {increasing

costs) as opposed o any other particular factors,”
HMSAZE stated that

It has been our experience, and the experience of healih carriers
across the country, Dhat the addition of providers to mediegl
plans not previously covered under those plans generally resulis
in increased costs Lo plan members and respective ewmplovers. This
ig especially frue in situations whersg fhers 15 an oversbundance
of providers seeking to build individual practices and where a
strong possibility of duplication of services exists.

it must be ncted that no statistics or raw data were cited or submitted for thig proposition. If
the Legislature procesds on a TPA Dill, it may be possible for Hawall health carriers (o back
up this claim and provide estimatses for potential increases, which would in part depsend on the
scope of the formulary and the training of the optometrisis.

Medicare, Medicaid, and Other Government Health Care Programs Cost

The positions taken on the impact of TPA legisiation on state and federal haalth care
programs echo those received on private insurers.  Ophthalmology associations taxks the
position that costs will increase while optometry associations take the opposite view., While
some states say, as Arkansas does, that Medicaid and Medicare costs are "significantly lower
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compared 1o M.D.'s across the board, "3 states such as California and nine others note that
"optometrisis do not sven provide cheaper care. Medicare now reimburses opiometrists at
the same leve! as ophthalmoiogists."34

The only respondent who sent in 3 study was the Montana Optomstric Association,
and that was a study of Medicare/Medicaid costs from data recsived by the Health Cars
Financing Administration of the federal Department of Heaith and Human Services.3® The
study was done in 1988 with data from 1886 and 1887. The study found that
ophthalmologists charged more in svery category except two. However, it appears that the
study focused on examinations of varicus types, not treatment. It would be difficult to
extrapoiate its findings to the treatment area, more than seven years later.

Mailpractice Insurance Pales

Cne ophthaimology group claims that optometrists’ charges will increase once they
gain TPA privileges as their malpractice rates will rise and the increased cost will be passed
on o their patients. This does not appear 10 be true. This topic was not addressed by many
of the respondents, but four TPA states3® reporied that their medical malpractice insurance
rates did not change,

The orimary melpractice insurance broker in the field is Poe & Brown, and their
Optometric Protector Plan program adminisirator has stated that in fifteen years, as of
September 17, 1983, they have never sxperisnced a maipractice claim diractly related to
TPAs, and have ngver had a rale increase based on optometrists’ use of TPAsS The
researcher recently spoke with a marketing exscutive at Poe & Brown38 who stated that their
carrier, CNA, promotes the use of TPAS and that Mawsaill optomelrists would probably not ses
an ingurance rate rise should Hawail adopt 2 TPA law. He did say that the previous insurer,
Great Western, withdrew Decause of "some 1058 experience.” However, as discussed balow,
the response from Greal Western indicated very little claim activity from TPA usage, so their
085 experience does not seem 10 have been in that area.

Materials from the California Ophthalmology Associglion allege that insurers such as
Chubb and Astna withdrew from the oplomelrist insurance fields due to an increased
malpractice risk with TPAS.3% The information regarding Chubb’s withdrawal is contradictory.
A 1882 lstter from Robert Ragolia, ¥ the Chubb Stats Administrator for New Jerssy and New
York, indicated that the malpractice ioss in the twg siates with TPA laws is "extremely
favorable," and that Chubb did not anticipate a malpractice rate increase or an adverse claim
situation. However, the MOS submiited a 1997 letfter from Mr. Hagolia in which hea stated that
Chubb perscnns! told him that the reason Chubb withdrew in 1985 from the optomelric
professional liability market was unaccepiably high loss ratio. Yet when the researcher
contacted Chubb's Los Angeles office, the researcher was told that this was not the case and
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that Chubb dropped all its malpractice plans the sams year as they wers generally not
profitable. 4!

The Bureau contacted Aetna to determine its position on this issue, but Aetna did not
respond.

In addition, pursuant to the concurrent resolution authorizing this study, the insurance
Division of the Department of Commerce and Consumer Affairs surveyed all Hawaii iicensed
insurance carriers in the State on the sxtent to which they insure optomstrists and what
impact, if any, would resuit if a TPA law were 10 be adopted. According to the department,
the "vast majority” of licensed insurers indicated that they do not insure optomstrists 42 The
rest indicated limited past or current exposure. Of this group, only two indicaled a potential
negative result should a TPA law be snacted: Kemper National Insurance Companiss
indicated that, while no studies have been done, it would conciude that rates would be raised
to reflect their increased area of liability 43 and State Farm Insurance Companies indicated
that they would not continue to provide coverage should a TPA law be adopted.*? However,
State Farm only has two policies extant in Hawaii,

Supporting the nationwide sxperience, the lstter from Great American insurance
Companies, which used 1o De the endorsed carrier for the American Optometric Association,
stated that they had "very little claim activity regarding use of TPAs and, as a result, did not
differentiate our rates according to whather a state allowed optometrists ¢ use them.”45

Given the foregoing. there is liitle support for the argument thal optomeirisis’ cosis
would rise dug 1o increased malpractice cosis.

Summary

While soms of the cost arguments sirike a logical note, they are difficult to reconcile
as the parties involved ara so polarized and little or no hard data are presented. Common
sense supporis both the proposition that for some opatients, ©osis are reduced i an
optometrist can diagnose and treat without the nesd for a referral, and that for other patienis,
costs are ingreased i the optometrist misdiagnoses or misprescribes, requiring more visits
and additional treatment and/or referral 10 an ophthalmoiogist until the condition is resoived,
Common sense also supports the observations that, to the extent that optometrists are given
authority to treat certain diseases on the same basis as ophthaimoiogists, that the
eptometrists will fzel entitled to receive the same fee as an ophthalmologist, especially when
the private insurer or government reimbursement rate is the same.

How do these and other competing gonsiderations balance out? it is unclear. It does

seem fair to note that if Hawaii adopts a TPA law, Hawaii might be able to make more cost-
efficient choices by (1) requiring a high level of training for optometrists, to ensure that
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diagnoses are made promptly and accurately, (2) by enacting a limited formulary that may,
like Virginia's, heip keep optomstrists’ fees from rising; and (3) by placing a lower
reimbursement lid on optomelry reimbursements, although the propriety of that last
reguirement would be subject to questioning if the same treatment is being provided.

10,

11,

12,

i3

i4.

15.

16,

17,

Endnotes

As of August 29, 1994, Two iate-arriving letlers that foliow the general trend are found in Appendix H.

Letter from Charles B. Browniow, 0.D., exscutive vice president, Wisconsin Optometric Association, to
Samuet B.K, Chang, July 7, 1824,

Latter from Bandolph D. Lee, 0.8., Chair, ldahe Board of Optometry, to Samue! B.K, Chang, June 14, 1984
Letter from Larry Wallis, 0.D., Director of Governmeantal Relations, to Samuel B K. Chang, July 11, 1994,

Letter from Robert D. Carson, Executive Secretary, Ohip State Board of Optometry, to Samusi B X, Chang.
June 719494

Letter from Earl K. Green, Executive Director, Ohio Optometric Association, 10 Samuei B K. Thang, July 8,
1994

Letter from Anitra Metheny, administrative director, 10 Samusi B.K. Chang, June 21, 1994,
Letter from Alvin Levin, 0.D., Executive Director, Arizona Optometric Association, June 9, 1994,

Letier from Bruce B, Keeney, Executive Director, Virginia Cplometric Association, to Samuel 8.¥. Chang,
July 7, 1984,

Yirgimia aist siaes that aithough all malor healih nsurers lump oplomelrists and ophthalmoiogisis wgether in
satting their fee capsg, that oplometrigis generally remain under the caps. but does not stale whether
opithaimologists do as well

Letter from Richard A. Eiterman, M.D., President, to Samuel B.K. Chang, June 23, 1884,

Facsimile response from James Puigh, Bxecutive Director. Nebraska Academy of (Gphthaimology, on
June 21, 1894,

Letter from Lois Ewaid, Executive Director, 10 Samuel B.K. Chang. Jung 16, 1994,
"[3ata Show Ophthatmologists Are More Cost-Effective,” CAQ News (May 1984) at 2.

Brochure, "Ophthalmology: Providing Access, Accountability and Affordability,” prepared by the Minnesota
Academy of Ophthaimology {undated).

Telephone interview with Barb Veast, Minnescta Blue Cross/Blue Shield, on July 21, 1984

Mordachai Soroka, "Comparison of Examination Fees and Availabilily of Routine Vision Care by Optometrists
and Ophthalmologists,” Public Health Reports, Vol 106. No. 4 (July-August 1921) at 455,

46



18

18.

20,

21

22.

23.

24,

25.

26.

27.

28,

29.

30.

31

32.

33.

35.

36.

COsT

il 3t 458,
Clark Jones, Inc., "Ohio Eye Examination Costs: Survey Resulis, May 198397

Abt Associates, Inc., "A Comparison of the Cost of Entry-Level Eye Care Provided by Ophthalmoiogists and
Optometrists, performed for the American Academy of Ophthalmotogy, March 1384

id.. executive summary, page not numbered,

Materials from Thomas Komadina, M .. Nevada Ophthaimological Socisty, to Samuel B.K. Chang, July 13,
19384,

Testimony, "Why Ophthaimology Opposes AB 2020; Expansion of the Scope of Practice for Optometrists,”
from the California Association of Ophthalmology {(March 1893} #third page, not numberad) (hereafler AB
2020;.

See Eiferman letter, supra note 11
Testimony in opposition to S462/H3937 by the Massachusetts Society of Eye Physicians and Surgeons
{undated). The quotation is from Floyd W. Scrase, President and CCO, Central Benefits Mutual. 1o the

Honorable Patrick A. Sweeney, Ohio House of Representatives, November 27, 1991, cited on page 2 of the
testimony {not numberad).

See Ruigh letter, supra note 12,

Packet, "Legisiators Kit for Continwing Quality Eve Care in Nevada ' prepared by the Nevada State
Ophthalmologicat Society (not dated), insert entitied "is Eye Care by Non-physicians Less Costiy?”

Letter from Mark H. Riecher president, Pennsyivania Academy of Ophthaimelogy, to Samuel B K. Chang,
July 13,1994,

Pannsylvania, Legisiative Budget and Finance Committee, Sunse! Performance Audit.  State Board of
Opiometry (February 1991},

HMAA responded, saying that its claims were handled by HDS-Medical, and HDS-Medical declined to
participate in this report. Straub and Kaiser-Permanente did not respond.

Letter from George D. Bussey, M.D. Medical Director, Istand Care, to Samuel B.K, Chang, Director,
Legisiative Reference Bureau, dated June 27, 1994,

Letter from Bernard A.K.S. Ho, Senior Vice President. HMSA, to Dr. Calvin Miura, dated February 16, 1984,

Letter from Betty Valachovic, Executive Secretary, Arkansas Optometric Association, to Samuet B.X. Chang,
July 12,1994

See AB 2020, supra note 23, at 4 {not numbered}.

Center for Vision Care Policy, SUNY . State College of Optometry, "A Comparison of Charges by Optometrists
and Ophthalmologists under the Medicare Program,” (April 1982}

i¢aho, New Jersey, North Carolina, and Utah.

47



37

38

39

40,

41.

42.

43,

44,

FEASIBIUTY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAL

Letter from Wayne H Carter, §il. Program Manager, Oplometric Protector Plan, National Administrator Pos &
Brown, 1o Jim Comerford, Legisiative Council, Medical Association of Georgia (September 17, 1983,
fransmitled to the Bureau by the Georgla Optometric Association.

Telephonsg interview with David Gough, marketing program director, Pos & Brown inc., on July 20, 1994,

See AR 2020, supra note 23, at page 4 (not numbered),

My, Ragolia's etters are containaed In Appendix b

Telephons interview with Kathy Williams, Chubb Insurance Company, July 27, 1994

Memorandum from Lawrence M. Reifurth, Insurance Commissioner, o ressarcher, re House Concurrent
Resalution 378, H.D. 1. dated August 10, 19584,

Letter from D.G. Dennehy, Manager. CLG 3ervices {administration). tp Rate and Policy Analysis Branch,
Insurance Division, DCCA. dated June 17, 1994

Letter from Leila K. Tamashiro. Claim Superintendent, 1o Shelly Santo, Bate and Policy Analysis Branch,
fnsurance Division, DCCA, dated June 28, 19894,

Lattar from Dean M. Kosster, Product Manager, Commersial Division, 1o Rate and Policy Analysis Branch,
insurance Divisions. DCCA, dated Jung 28, 1884

48



Chapter 6
ADDITIONAL AREAS OF CONCERN

in addition to the issues of patient safety, optomstrist education, and cost, discussad
in eartier chapters, the Hawaii legisiature alse reguested information on:

{1 The sffect of expandsd regulalory practice on  competition betwssn
optometrists and ophthaimoiogists;

{2} rudies and ather reviews required by TPA stales;

1)) Availability and accessibility of optometrists and cphthalmologists; and

3

(4} The number and percentage of optometrists using TPAs in the TPA states.

1. Competition Between Optometrists and Ophthalmologists

Many raspondants did not directly comment on this area, aithough the competition
between ophthaimologist and optometrists has been characterized as "the most intanss
professional rivalry in health care.”! It does appear clear that, in TPA states, optometrists are
poised to take over gphthaimology's position as primary eye care provider. A number of
ocptometric association responses - and sven state boards of optometry -- label or position
optometry as the “"primary eye care provider” and ophthaimologisis as “"secondary or
tertiary.”® Some respondenis also noted an increase in the use of optometrists in managsd
care programs o serve as gatekeepars Or primary eys care providers.

The comments from optometrisls on this lopic were generally posilive:  thay
characterized their role as an egual partner in rouling care, fresing ophthalmologisis o
concentraie on surgical speciaities. Howsver, the source needs 10 be considerad, it is easier
to be gracious about splitting a pie with another if it is the other person’s pie 10 begin with. In
contrast, many ophthalmological associations expressed bitterness about the pasgsage of TPA
laws for safety reasons but did not specifically comment on competition. Two ophthaimoicgy
sources expressad nagative opinions about cataract co-management but couched it more in
terms of patient safety rather than economic competition. The sources and the comments are
detailed below.

Arizona: The Arizona Optometric Association siates that "there is ingreased
competition between optometrists and ophthalmologists, most often an advantage to the
patient.”
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Arkansas: The Arkansas Optometric Association, Inc. states that "C.O/MD. co-
management is at an ali-time high"” in the stale.

Nevada: Nevada is a DPA state which had declined for the past three years 10 enact
a TPA bill. The Nevada Optometric Association states that a TPA bilt will be introduced in the
next legislative session which begins January 18953 The respondent from the Nevada
Ophthaimologica! Society had practiced in Florida, a TPA state, and commented that once the
TPA bill there passed, networks of opiomstrisis formed {o refer calaract patients to
ophthalmoicgists who agreed 10 et the optometrists perform post-operative cataract care.
The letter writer stated thal he hoped that physicians will ngt be forcsd out of the eye care
system by legisiative fiat that will reward the hucksters.

New Jersey: The New Jersey Academy of Ophthalmology says that there is very little
impact on ophthaimology at present, but expects future fights on the use of laser and hospital
privileges. The letter states "Organized Optometry wants 1o be able to practice eye care the
same as an Ophthalmologist.”

North Carolina: it is prebably not going too far to indicate that a certain amount of il
will exists between the ophthalmologisis and optometrists of North Carolina.  Dr. Walter
Wright of the North Carolina Society of Ophthaimology, Inc. (NC8Q) claims that it has "very
well-documented casebooks of literally hundreds of patients injured or even totally blinded by
optometric mismanagement, and failure to refer.”*  The North Carolina State Board of
Examiners in Optometry transmitted materials ® including a letter from Representative James
B. Biack, G.D., stating that a "smali number of ophthalmologists from North Carolina” have
made allegations of harm to TPA patients, and that a case book containing 232 cases of
alleged optometric mismanagement was presented 10 a fegisiative committes in Nebraska
with a cover letter from the NCSO. The Board of Examiners conducted extensive hearings
and tried to subpoena the 232 cases, but the Board "was never furnished with any credible
evidence of mismanagement or inappropriate carel.]” The letter mentions Dr. Wright by
name as one of the ophthatimologists making the unsubstantiated ailegations.

Dr. Wright also alleges that the TPA law was established to allow for the post-operative
care of cataract patients by optometrists, "the single largest factor in every state that has a
TPA[]" The TPA law allows optometrists 10 examine and care for cataract patients after
surgery, rather than requiring ophthaimologists to do so. Thus, referral networks that "greatly
enrich a small number of surgeons, and a large number of ocptometrists,” are created, which
"have done a great deal to destroy local care of cataract patients.” Dr. Wright states that by
1985 (North Carolina adopted its TPA law in 1977), nearly half of all cataract surgeries were
done by just four surgical groups, and that often patients were referred for follow-up care to
optometrists more than one hundred miles from the surgeons.

To add to the bitter feelings in North Carolina, in late 1993, the Board of Examiners in
Optometry identified additionai Medicaid codes within the scope of optometric practice, and
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that the state Division of Medical Assistance, which administers North Caroling's Medicaid
orogram, approved them. However, the North Carclina Board of Medical Examiners issued a
deciaratory ruling that 50 out of the 154 optometric codes appear 1o ke beyond the scope of
optometry (the medical codes). According to one newspaper raport, these additional codes
included feta! monitoring, diagnostic uitrasound, and laser surgery © The Board of Medical
Examiners resisted this inferpretation. A preliminary injunction reguestsed by the Board of
Medical Examiners, the NCSO, and cthers, prohibiting the MNorth Cargling State Board of
Examiners in Optometry, the North Carpling State Optometric Association, and others from
parforming, or encouraging the performance of, these medical codes, was granted in
February 1994,

Morth Dakota: The Board of Opiemetry staied that TPA lsgisiation has "had no effect”
on competition and that "i has promoted many 0.0 /M. D office seftings across the stale.

?

Ohio:  The Board of Optometry reports that “[glenerally the relationship between
optometrists  and  ophthalmologists remains  very positive in nature.” The Oh
{Ophthalmeiogical Socisty did not comment on competition, but did note "?“a' tne Docisty
opposed the legisiation throughout #8 lengthy consideration and that it s relz ;
Ohio's experience 10 855888 (he practice impact of the TPA z@gasiazsa&

Ef'}

Wyoming: The Board of Examiners in a,.,s;fswm rry said that thers s little competition
hecause of the rural naturs of the population. P oy
ophthaimolegists in the state and sixty-elght optometrisis,

2. Situdies and Reviews Reguired by Other Siales

Arkansas: (Criginally the law established ihe Optometrist Therapsutic Commities 10
overses the usa of TPAs, bul it was dissolved by the legisiaturs for fack of work.

Ohic:  Feguires opiomstrists to report drug-induced side effects 1o the oplomelry
board, which published the report annually. The legislature also established a "Scope of
Optometric Practice Study Committee” to examine the positive and negative effects of the
TPA law. The commities is in effect for five years and then will report to the legisiative and
gxecutive branches.

Wisconsin: Used to require all optometrists to report the diagnosis, TPA used, and
result of treatment. After two years, this reguirement has since Dbeen dropped and
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optomelrists are now just reguired to report, within ten days, any adverse patient reachon
from administration of TPAs,

3. Availability and Accessibility

For the purposes of this section, "available” will mean the gase or difficulty of making
an appointment, while “accessible”™ wili indicate geographical proximity.  Accurately
evaluating this category is difficuit. Oplometrists cite studies that show a shorter amount of
time is needed 10 make an appointment with them for routine care and that more of them
work weekends.”

Crne national survey of ophthaimoiogists and optometrists found that the average wait
for a routine eye examination performed by an optometrist is five days, and the average wait
for one performed by an ophthalmologist was twenty days.8 Ophthalmologists claim that they
are on call 24 hours and thus are available sooner for an emergency.?

One factor that dogs not sgem to be disputed is that states have more optometrists
than ophthalmologists, and that ophthalmologists, perhaps because many of them need to
use a hospital setting, are generally clustered in urban settings while optometrists are more
widespread. Responses by state follow.

Arizona: it has been stated that optomstrists are more available and accessible ...
[tihere are more optometrists ... and they practice in more remote areas, often in communities
where there is no ophthaimologist."'0 Yet thers have not been complaints of lack of access,
and it is noted that a symbigtic relationship can occur, with ophthalmologists hiring
optometrists to do primary care in their offices, while optometrisis hire ophthalmologists to
provide specialty care on a part-time basis in remole areas.

Arkansas: The TPA law has greatly increased access to rural patients. !

California: There are 2000 ophthalmologists in the state and "most people” are easily
within reach of one.'?2

Colorado: "The geographic distribution of optometrists is generally better than
surgeons who tend to practice in large urban areas.”13

ldaho: A 1987 study showecd that ophthalmoiogists served only 14 of idaho's 44
counties, while optometrists served 32.14

Indiana: Says their TPA iaw has helped address both the shortage of primary care
providers and their distribution in the state. 13
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Maryiand: The Board of Examiners in Optomstry encios %z:ﬁ a copy of their 1921 Sunssl
Haview, which siates that "in the states that nave authorized the use of theraosutic drugs by
optometrisis, the lack of accessibility fo ophthaimoiocgists ms been & malor facior in the
decision "' The report notes that in TPA states, the ratio of ophthaimologists to the genera
population is 1 1o 20,000, and in Maryland the ratio is 1:21,000. The f@yi}f? also notaes th
ocphthalmologists practice in 54 towns and cities in the siales while optomelrists practice in
105.

o 8
=4
B
i

Minnesota: Reports that ninety-five percent of the popuiation lives within one hour of
an ophthaimologist’s office. V7

Missourl: Oplometrists are more widaly located in the smaller communities of the
state.1®

Montana:  While 41 ophthalmologists provide servics o 17 communiiss, 145
optometrisis provide service 1o 81 communities 19

Mevada: More than 95% of citizens live within ons hour of an ophinalmolegist, "R s
misigading to claim that {ophthaimologist ms'v%ms] i35 not avallable in csw?%w where ne
ophthaimologist's office is located. People routinsly Cross county lines for services, espscially
in rural areas 20

Mew Yorike  Opiomeirisis are well disiributed in all arsas of the siate while
ophthalmologists tend to be concentrated in urban areas <

Horth Carolina:  Siatistics received indicate that there are gphthaimologists in 28
metropolitan areas and 30 non-metropolitan areas, and optometrists in 338 meiropolilan areas
and 52 non-metropotitan areas .22

Morth Dakotar The TPA law has made emergsncy care more accessible dus o the
more widaspread distributions of optomstrists 23

Ohio: Greater geographical distribution of optometrists, with at isast one TPA licensad
opiomelrist in sach a,,mz‘zity. Optometrists are generally available seven davs per wesk and
those with TPA licensaes are usuaily on call twenty-lour howrs per day. The respondant says
i:;:efe wWere c@mp?&m s about accessibilily before the TPA law, espacially in terms of iong wails
for appeintments, especially in the rural areas.?4

itah: As one of the states that has a large rural popuiation, the TPA law has
increased access and decreased travel time 25
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Washington:  Although parts of the state are sparsely populated, the Board of
Optometry has not recesived complaing re lack of access to either opilometrisis or
ophthalmologists2®

Wyoming: A number of hospitals have 0.D.s on staff, so that they are on call twenty-
four hours. In many cases, 0.Ds have extended evening and weekend hours, and in
emergencies, many people will seek out their O.D, at home 27

4. Mumber and Percentage of Oplometrists Using TPAs

{Of the forty TPA states, only thinty-fwo responded to the Bureau's letters, and of those
thirty-two, only thirteen (40%) responded 10 this gquestion (although it must be remembered
that three states adepted TPA lagisiation in 1894 {(Mississippi in April, Vermont and Delaware
in Junse), and those three siates would have had no meaningful statistics to transmit at the
time this rgport was prepared). The Amesrican Academy of Ophihalmologists contributed a
1861 list of TPA-cortifiad optomelrists which was more extensive, listing twenty-three slates
and their percentages, but that information is outdated and is not accurate for the states that
responded to our letters in 1984, Since the data for the states that responded are generally
not accurate, the Buyreau assumed that they are also inaccurale for the siates that did not
respond, and 3o will base this discussion only on the most recent daia transmitted by the
states themseives.

For these thirteen siates, the percentage of TPA-licensed optometrisis is:

Total Numbers

tate Pergentage {TPA-Certified/All 0.D.s8)
North Carolina g29 790/852
North Dakota almost 90% #
Wyoming &4 100/119
Indiana 824 85471032
Arikansas a17 2607320
Arizona approx. 77% 350+/450
Missouri T5+% ¥ /6504
Texas approx. 70% 1263/1800
Wiscongin¥*# 682 47G/706
Idaho 7% 102/152
Washington 67% 762/ 1174
New Jersey 52% SBT7/*
Virginia 30% 339/1156

¥ Number not provided.

#% The initial

information received

from the Wisconsin

Optometry Exzamining Board indicated a TPA percentage of
30%. However, a later contact indicated the figures given
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ere Telephons

b . interview by resegrcher with Pam
Mickelson, Board Secreta

H
tary, on November 1, 1884,

While the range betwean the siales is substantial, i should be noted that the majority
of respondents have two-thirds or more of their optometrisis TPA-certified. The ressargher
examined four areas that might have an impact on the numbear of TPA-cartified optomairists In
a state: the length of time since the TPA law was adopted, the qualifications required for TRPA
certification, the rural versus urban guality of a state, and the sxtent of the TPA drug
formulary, 10 ses if those faclors might affact these figures.

a. Year of Adoption

in order by year of adoption, the states and their percentage of TPA-certified
optomeatrists are:

¥North Carclina 92% (1877,
Indiang 829 {1586)
Missouri 75+% {1986
Wyoming 847 (1987)
Lrkansas 817 {1987
Idaho 674 {1987
North Daketa almost 90% {19873
Virginia 307 (1988)
Yashington 57% (1589}
Wisconsin 687 (1989}
Tezas approx. 0% 116913}
New Jersey 52% {1992}
frizona approx. 7% {1993

These figures zlone do not show a greal corrglation, byt combined with the next arsa of
ngulry, they belp show g reng,

b. Certification Heguirgmenis

The second area examined was the reguirements for TPAlicensure, on the theory that
a significant difference In requiraments might encourage or discourags oplomstrists from
obtaining licensure. The information thal foliows is limited io the reguirsments that an
optometrist must satisfy to become TPA-certified; it does not include the requiremenis
nacessary 10 becomse an optomelrist in that state, uniess the state requires all s oplomsirists
10 become TRPA-certified. The abbreviations in this section are: National Board of Examiners
in Optometry (NBEO) and the National Board's Treatment and Management of Ocular
Dissase (TMOD). The information is provided in order by staie with the highest percentage of
TPA-ticensure {0 the least.
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North Caroling {92%, 1977y All new admitiges (since 4/78) rmust pass a writlen and
clinical exam that witl atlow them to usse TPAs.98

North Dakota (almost 90%, 1987): All new admittees are automatically TRPA certified if
they pass all of the NBEO exam, including the TMOD. Optomstrists admitted before 1987
must taks 76 hours of didactic instruction and 24 hours clinical instruction and pass the
TMOD.

Wyorming (84%, 1987) All new admitiess are automatically TPA certified if they pass
the requirements tp practice in ihe state {must have completed 100 hours in school of ocular
therapeutics, pass parts | and Il of the NBEQ exam, pass the TMOD, and pass Wyoming's
clinicat exam). Optometrists practicing before this date must take a 100 hour post-graduate
course and pass the TMQOD.

Indiana {82%, 1986). Either provide proof of education in ocular pharmacology from
an approved schoo! and pass the TMOD, or obtain twenty hours of continuing education in
ocular pharmacology in a course approved by the indiana Optometric Legend Drug
Prescription Advisory Committes.  (Note; for many vears, opiometrisis argued that the
authority to presgribe drugs was given {o them in 1935, while some ophthalmologists and
pharmacists objected.?® During the 1991 legislative session, legiglation was enacted to
address this issue. This may be the reason for the extremely light continuing education
raquiremant;.

Arkansas (81%, 1987) Since 1987, opicmetrists must pass all parts of the NBEO
exam {which inciudes the TMOD). To become TPA certified, an optometrisis must also pass
a board exam and undsergo 3 100 hour ciinical internship.

Arizona {77%, 1993% One hundred twenty hours of studies, including a clinical, for
axisting optometrists. All new graduatss are gualified if they pass national board sxams.

Missouri {75%, 1886): The law was recently changed to require all new optometrists
o 1ake the TMOD, show 98 classroom hours and 100 hours of supervised clinical training,
and become sither DPA- or TPA-Certitied.

Texas (70%, 1991} All currently licensed optometrists may use DPAs. To become
therapeutically licensed, need 90 classrcom hours of board-approved pesi-graduate
coursework and clinical training, with 20 hours in applied skills. Also must pass the TMOD.

Wisconsin (68%, 19839): To become TPA-certified, must become DFPA-certified
(complete a course of study in pharmacoiogy, pass the NBEQO pharmacciogy exam with a 75
or better or, after Aprit 1, 1894, pass parts | and H of the NBEO exam or an exam prepared by
the state optometry board), compisted 100 hours of approved study in the use of TPAs and
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FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETREISTS IN HAWAI

¢. Rural or Urban Nature of the State

The next area examinad was the urban versus rural character of the state. it has been
alleged that TPA laws were developsed and first used in states with a large rural population
undersarved by ophthalmologists, who tendeg o be based in urban settings. it may be the
case that optometrisis in the mors rural siales are those more likely 1o pursus TPA
certification as their services are more in need, and that optomstrists in the more urban stalses
have no such incanlive as ophthalmologists are in close proximity 1o anvons who desires their
services,

The data in the first table are based on United States Census definitions of
metropelitan and non-metropolitan areas.3’ For ease in comparison, the information will be
presented in a percentage computed by dividing the population of the metropolitan area of the
state by the non-metropolitan area, so that in a state with an even number in both categories,
the number will be one, while in a state with a more metropolitan population, the number will
be greater than one, and in a more rural state, the number will be less than one.

State TPh-Percentage Urban/Rural Percentage
North Carolina 92% 1.3
Herth Dakota 0% 0.67
Wyoming 8h% 0.4z
Indiana 32% 2.17
briansas 81% 0,65
Arizona T7% 3.64
Missouri T5+% 1.85
Texas 707 4,45
Wisconsin 682 2.06
Idzaho 67% 0.25
Washington £7% 3 us5
New Jersey 52% all#
Virginia 30% 2.6

*¥Total population is deemed metropolitan.

The data in the second table are population density per square mile ranking as of
1990.32
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tate TPA Percentage Denzity Banking
North Carolina 92% 18
North Dakota 30% 48
Wyoming 84 50
Indiana B2% 17
Arkansas 811 35
Arizona 77% 38
Mizsouri T5+% 28
Texas 707 20
Wiseonsin £37 £5
idaho 57% 45
Washington 577 27
Mew Jer 2y ’52% Z
Virginia 30 16

{_13

Hawail's urban popuialion gs a perceniage of rural, In comparison, s 8.0 and
population density ranking is fourtesnth. Thess figures, while not all subject 1o pel
categorized, show 4 trend that in general, the lgss :
gtates have more TPA-certibed optomstrists, and
populated staies have fewer. For exampie, Tabie
the saven stales with the lowest metropolitan percen
he respondenis that was deemed 10 De all metrooolitan,

=

@

o

varcentianse, TPA-carified optometrisls,

hE f:ﬁ%%széiy rankings, in comparson, provig

da lgss connection o TRA-certificaton
Winile two ; in the nation, Wyoming and hNorth Dakotg, are at the 100
of the T?M ::aaf*s? ings, the top four placss aise include two relatively dense siates

Morth Carpling and iﬂa‘?eaﬁa.

it may be instructive 10 compare Hawali's figures fo the tables. Comparsd to the
respondents, Hawail is highly metropoiitan and guite dense in terms of popuiation. |
metropolitan character 18 a rue indicater of the hikelihood of TRA-icensure, i may be the case
that Hawall would follow the trend of other maore metropolitan siates and have a lowsr than
average perceniage of TPA-certified opiometriss.

d. Formularies

The exient of the formulary was also sxamined. The formularies deemed mors
extonsive were formularies that (1) includsd oral drugs; {2) had generous classes of ’z{}p%cai
drugs thal could be prascribed; (33 allowad treatment with siergids, and [4) aliowed realms
for glaucoma. However, this catsgorization, 33 with one exception, did not shed light on zhe
issue, as the varisty of drugs availabie is s0 vast that "ranking” states becomes g futile tagk
For sxample, Neorih Dakota aliows all tepical drugs, cral anti-infectives, oral anti-histamines,
and oral analgasics, but does not allow glaucoma freatment. g this formulary more or igss
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axtensive than that of Washingion, which does allow glaucoma iraatment, g generous numbar
of topical drugs, but allows no oral drugs?

The only state for which this categorization was useful was Virginia. Its formulary is
axtremely limited, much more so than that of the cther ten respondenis, and it is tied for last
place, with only thirty percent of its optometrists TPA-certified.

{in order from greatest number of TPA-certified optometrisis to least)

North Carolina (92%); Glaucoma. yes, topical only, stercids: vyes, topical only; ora
drugs: ves, with communication and collaboration of 2 medical doctor; topical drugs: all.

North Dakota (almost 90%): Glaucoma: no; steroids: topical only; oral drugs: yes,
some; topical drugs: all.

Wyoming (84%): Glaucoma: statute implicitly permits; steroids: implies use of
topicaily, oral drugs: no; topical: ail.

Indiana (82%): Glaucoma: vyes, topical and oral; steroids: yes, topical only; oral
drugs: yes, some; topical drugs: all.

Arkansas (81%): Glaucema: yes, with consultation and approval of an
ophthalmoingist; steroids: yes; oral drugs: OTC only: topical drugs: generous.

Arizona {about 77%}). Glaucoma: statute implies use; steroids: statute implies use;
oral drugs: no; fopicals: afl

Missouri (75 +%): Glaucoma: siatute implies use; steroids: topical; oral drugs. yes,
some; topicals: limited.

Texas (about 70%): Glaucoma: no; stercids: yes but iimited; oral drugs: OTC only;
topical drugs: yes, gensrous.

Wisconsin (68%): Giaucoma: yes, including oral, with physician consultation in some
cases; steroids: yes, topical only; oral drugs: yes, some; topical drugs: generous.

Idaho (67%): Unclear: statute authorizes "pharmaceutical agents”; state board of
optometry is to provide a list.

Washington (67%): Glaucoma: vyes; steroids: yes, topical only, oral drugs: no,
topical: generous
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New Joersey (52%) Glaucoma: stalute implictly sermits; steroide)  statute impic

permits; oral drugs: no; topical drugs: all.

Virginia (308 Glaucoma: no; slercids: no; oral drugs: no; topical, very limited.

a is an exception, bul ancther factor discussed above may havs‘:& affected Morth
sreentage:. Morth Carolina was the second state o adent TRA laws, about fon

yoars belore the other resoonasnis; i may be that m«*‘gm of time that THA 5&%’5 ars

has a sironger impact on TPA-certdication than any other factor,

Hrndnoies

1. TCooperative inlegrabon’ of optomelry, ophthalimoclogy needsed, Leadingham savs” American Oplomsiic

MNews, Vol 32 Ne 10 Nov. 15, 1883 a1 1, citing the American Medical Association News,

2. EBaze eg lefier vom Charles B Brownlow, Wisconsin Optometric Association, 1o Samus! B.K. Chang. dated
July 71984 Drochure, Texas Optomelry Board, "Optemeatry: The Primary BEve Caors Profossi {
ietter from Larry Wallis, 0.0, Director of Governmental Relations, New Jersey Optomelrls Association,
Samuet 8K Chang, dated July 11, 1834; Testimony in Support of Missouwrtt HB. 1322 by Or Jerry Long,
President, Miszowrl Siats Board of Optometry; lefier Fom Douglas € Morrow, uﬁ Diractor, ae;}aﬁmem ot
tegal Alalrs, indiana OUptometric Society, 1o Samuel B K. Chang, dated Augus! 2, 1994, and lstter from
Ceorgianne Bearden, Execulive Director, Georgia Optomestric Associztion. o Samust B.K. Chang, dated
July 18,1884

3 Lelter from Fred Hillerby, Executive Director, to Samuel B K. Chang. dated Jduly 11, 1984,
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Letter from Walter L. Wright, President-Eisct, 10 Samuel B X, Chang, dated July &, 1884,
Letter from John D. Robinson, 0.0, Executive Director, to Samuel B K. Chang. dated July 12, 1994,

Brian McCormick, "N.C. Optometrists widen their scope of practice.” American Medical News [January 10,
1994 a1 1.

See, eq., Feritio & Associates, A Study of Certain Factors Regardiag Optometrists and Health Care in South
Caroling,” {undated, apparently 1393), commissioned by the South Carolina Optometrists Association. which
indicated that forty-two percent of optometrisis in that state could schedule an appoiniment the same of the
foliowing day. while a pluraiity of ophthalmologists could do so within ong week, The study also siated that on
the whole optometrists in South Carolinag workad longer office hours and on more days of the wesk,

Mordachal Soroka, Ph.D., "Comparison of Examination Fees and Availabilty of Routing Vision Care by
Optometrists and Ophthalmologists,” Public Health Reports (July-August 1891) at 458

See lefter from Dr. David J. Randell, M.D., to the House Committes on Consumer Protaction, on House Bil
No. 2458, February 12, 1924

Letter from Alvin Levin. Executive Director, Arizona Optometric Association. 1o Samusl B K. Chang. dated
June 8, 1994,

Letter from Betty Valachovic, Executive Secretary, Arkansas Optometric Association, Inc., to Samuel B.K,
Chang, dated July 12, 1994,

Testimony, "Why Ophthalmology Opposes AB 2020 Expansion of the Scope of Practice for Optomelrists,”
trorn the California Association of Ophthalmology (March 1983) at 5.

tetter from Gwenne Hume, Executive Director, Colorado Optometric Association, to Samuel B.K. Chang,
dated July 22, 1994.

{etter from Fandoiph D Les, Chairman, idaho Board of Optometry. 1o Samuel B.K. Chang. dated June 14,
1984,

Letter from Douglas Morrow, Director, Departrment of Legal Affars, indiana Optometric Assoclation, 1o
Samuel B.X. Chang, dated August 2, 1984,

Maryland. Department of Fiscal Services, "Sunset Review: States Board of Examiners in Optometry”
{Annapolis, MD. Cctober 1981}

Brochure, "Ophthalmology: Providing Access, Accountability and Affordability,” prepared by the Minnesota
Academy of Ophthalmoiogy (undated).

Testimony ot Dr. Jerry Long. in support of Missouri House Bill No. 1322 (undated), attached to letter from
Sharlene Rimiller, Executive Director, Board of Optometry, 1o Samuet B.K. Chang, dated June 7, 1994

Montana COptometric Association, Testimony on Montana House Bill 315, March 26, 1993,

Nevada State Ophthalmological Society, Legisiators’ Kit for Continuing Quaiity Eye Care in Nevada {page not
numbered).

Letter from Peter Ferguson, Education Assistant |, The State Education Department, The University of the
State of New York, to Samuel B.K. Chang, dated June 14, 1994,
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Fax ansmigsion Fom Dr. John Fobinson, State Board of Examingrs in Optometry, 10 Samue! B K. Chang, on
Judy 13, 1984,

Letter from Alan 3 King, Secretary, North Dakota State Board of Dptomelry, 1o Samusl B K, Chang, dated
June 3, 1954

Letter from Reobert Carson. Executive Setretary, Ohio Stale Board of Optometry, 10 Samusl B K. Chang,
dated June 7, 1994,

Letter rom DL Lee Tanner, Executive Vice President of e Utah Oplometric Association 1o Samuel B
Chang. dated July 18, 1834,

Letter from Judy Haenke, Program Manager, Washington State Beard of Optometry, to Samuet B K. Chang,
dated June 13, 1994

Letter from Uavid J. Haisey President, Wyoming State Board of Examiners in Optomstry, (0 Samuet B.K.
Chang, tated June 17, 1994

Specifically, the written exam gualficalions are broken into thres time periods: {1} 478 - B/86 passing scores
on parts [, A, and 1B of the NBEQ exam, with scores of at least 75 of section 7 {pathologyy and section 9
{pharmacotogy of part HB, plus & score of at 1east 75 on the TMOD, (&) 487 - 8/92) passing scores on 1he
Basic Science and Clinical Science NBED axams. with scoras of at least 75 on the ocudar diseasetrauma and
chnical pharmacology section, plus a scare ol at e8! 75 on the T8AOD: and (3} after 493 passing scofe on
the Basic Sclence and Clinical Science exams, with 2 score of al least 75 on the coular dispasefirauma
camponent and on either 1he TMOD component within the clinigal science exam or the squivaient stand-glone
TMOD gxam. Thers shall also be a2 clincal practicurn exam which must e passed with at 1845t 2 75 and on
ag part of which an applicant can scors less than 606

Letter fraen Timothy J. Nation, Director, Board of Pharmacy, ¢ Sarmmue! 8 K. Chang, June 1, 198394,

Letter from Bruce B. Keenay, Executive Director. 10 Samuel B.K, Thanyg, July 7, 1984,

Edih 8. Hornor, ed., Almanac of the 50 Biates: Basic Dala Profiles with Comparative Tables finformation
Publications. 1994 Edition). This source slates that a metropoiitan area (MA) "is defined by the Bursay of

Census Dy fairly complicated criteria, but basicaily consigts of a farge population nucisus, ingether with
adjacent communities which have a high degree of economic and social integration with that nucieus.” at ix.

Victoria Yan Son, CO's Siate Fact Findar (Congressional Duarterly: Washington, $.C., 1983 at 219,

The information in this Section has been supplemented by information from the American Academy of
Ophthaimology. See Stale Affairs Oepariment, American Academy of Ophinaimology, "State Legislative
issues. Summary of Stale Optometric Statules,” January 1994
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Chapter 7

POINT/COUNTERPOINT: THE VIEW FROM HAWAIPI'S OPTOMETRISTS
AND OPHTHALMOLOGISTS

The Hawaii Optometric Association (HOA) and the Hawaii Ophthalmoiogical Society
(HOS) transmitted voluminous amounts of material consisting of testimony, letters, articies, a
videotape each, and other data on their positions. This chapter will report in detall on the
specific claims made by each side. Letters from HOS and HOA on the draft of this study are
contained in Appendix J.

The competition between optometrists and ophthalmologists in general has been
generally referenced in previocus chapters. Optometrists see ophthalmologists’ resistance as
turf protection spurred by economic protectionism, denying them the right to fully serve their
patients, while ophthaimologists see cptometrists' ingistence as a dangerous overconfidence
fusled by economic benefit.

Optometrists are already starting to position themselves to take patients from
ophthalmoiogists here by biiling themselves as primary eye health care providers, despite the
fact that they cannot treat eye conditions.! Optometrists proffer the olive branch of
"cooperative integration”? while ophthalmologists rumble ominously about patients blinded by
optometric mismanagement.

Public confusion between the training and the rotes of sach professional probably fusl
this rivairy. A 1989 national Gallup poll found that iess than haif of the respondents could
correctly identify an ophthalmologist as either a surgeon, medical doctor specializing in the
aye, or specialist in eye disease. Thirty-six parcent stated that they just did not know. When
askaed wha! an optometrist was, again less than half could correctly identify what an
optometrist did, five percent were wrong, and thirty-seven percent did not know.3 To the
extent that the public has no idea of the differences in education and training betwsen the two
professions, whoever offers what appears to be the "better dea!” -- i.e., the cheaper deal -
will tend to attract more patients.

One cphthaimologic publication sponsored a survey of ophthaimologists in TPA states
and found that about half of the respondents reported a decrsase in referrals from
optometrists, who will now treat those patients themselves.4 One frequent writer in this area
documented a continuing trend for obtaining routine care from optometrists rather than
ophthalmologists in the Medicare market, especially in TPA states.5

Fortunately, the debate in this State, while spirited, has not been acrimonious, and the
materiais submitted to the Bureau and presented in this chapter are sincere attempts by HOA
and HOS to inform the Legislature and the public of their concerns.



POINT/COUNTERPOINT: THE VIEW FROM HAWAI'S OPTOMETRISTS AND OPHTHALMOLOGISTS

it s nof aiways easy 1o provids a pointio-point comparison etween the alisgations of
both sides, as not every point is directly addresssed by sach side. For example, on the issus
of patient safety, HOA cites positive experiences in other states, while HOS turns this issue
inic the question of proper training. A brief statement of sach side’s key positions will be
given, and then each main topic will be addressed by each side, with a commentary tc follow.
The commentary will attempt to clarify issues but not necessarily resolve them; as a
layperson, it is not always possible to resolve issues as deeply invoived with medical expertise
as these are. Last, two articles cited often by both sides are examinad.

The Hawaii Ophthalmological Society (HOS)

The positions of the HOS representatives are straightforward. They ¢laim that there is
no demonstrated need for a TPA bill:  Hawaii residents are betwsen twenty to forty-five
minutes from ophthalmological care, and all medical problems (as opposed to routine visits)
can be seen immediately. They claim that there is no cost benefit to a TPA law, as under the
current health care system, payment is made according 1o the service, not the provider (ie.,
insurance payments to optomstrists are the same as those for ophthalmologists for the same
service), and that costs will actually increase due to additional visits for unresolved problems
and for ophthalmologist visiis necessary to correctly treat optometrists’ misdiagnosed or
improperly treated patients. They alleges that patient safety would be compromised under a
TPA law. Last, they claim that optometrists’ training is insufficient.®

The Hawaii Optometric Association {HOA)

HOA takes the position that optometric education has evolved s¢ that it provides
sufficient classroom and clinical hours to make optometrists fully qualified to prescribe TPAs.
HOA points to the fact that forty other states permit some type of TPA usage as an indication
that cptomelrists are qualified 1o do 50, and cite several examples of slales with excelien!
TPA usage track records. HOA notes that maipractice insurance rates have not risen in TRPA
states, another indication that problems with TPA usage are few.

In short, as the HOA president testified, "The TPA law is sverything the consumer is
looking for. It cuts cost. It saves time. It delivers guality eye care."’
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1. Salaty
a. Hawail Optomelric Association

HOA cltes the positive asxperience with TPAs in several siaies, such as Oklahoma,
which has éf«é@ﬁ a TRA :::ﬁ:&;_%:@ since 1981 [sic; 1984], and in which sighty-f &uf g;&?;fam of ?heif
ghit f id
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The 1estimony alse notgs that there have been no malpractice suits, license
Sié?zi}%:’is{}%% or licensg ravocaltions in Wast Virginia based on TPA use, and that Wast

Virginia has authorized THA use singe 1978,

2 success siory.  That siate reguired reporfing of THA
nel in one year there were 17,800 adrinistrations of TFAs,
n of thess were allergic reactions, sighisen
tha remaining ten were referrad or had other
ihe reporting reguirement, presumabdly on

For another look & the same picture, HOA clles the experience of Poe & Associales, a
jong-time rance broker in the opiomstric insurance figld, HOA zites (o a statement from
Pos & As ”am% that they found no evidence of a correlaton betwsen TPA usage and

{}né Fonoiuuy optomelrist notes that there have bDeen n0 complainis fed against
Hawail eplometrisis for misuse of DPAs, and that optomelrisis will exercise sgual diligence
with ?3&;, HOA alzo notes that malpractice ccours among ophihaimoelogists as well

b, Hawall Ophthalmological Soclety

HOS in general s skeptical about the purported low rate of complications in TPA
states. One source izkes the position that ophiha zmﬁsagfsm arg cu fb ing the apparent
optometry malpractice rate, as whan an optomelry patient is improperly fregted, the palient
It go to an ophihaimologist 1o be curad, i would be then be uniikely that a law sult against
“zh@ optometrist would be filed, as the patient, being cured, would have little or no damagss.

HGOS cites the Battelie study® for the proposition that optometrists in the study failed to
detact forty percent of post-operative compications following calaract surgery,

HOB counters the Wisconsin success story by oiting an gvaluation of the reports by a

Wisconsin ophihatmologist who found that in one report, out of 728 applications, 85 of these
involved mappropriate use of TRAs:
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? Use of glavcoma medication 1o treal conjunclivilis

s Use of tranguilizers 10 reat conjunclivilis and episcleritis {ave inflammalion)
® Use of antibiotics to treat glaucoma (an eye disease relaled 10 high pressure)
% Use of antibiotics to freat iridocyeiitis {non-infectious inflammation;}

Antibiotics 10 treal g bruise of the gyeid

&

Other reports also showed errors, such as inappropriate therapy in halt or more of the cases
of narrow-angle glaucoma and interstitial keratitis. These allegations are discussad in more
detail in chapler 4.

HOS also inciuded a fetter from an opfo try patient on Kaual whoss eve condiion
was misdi ag*‘@smﬁ ang becams much worss, 1o the point where her gyes hurt 50 much that
onsulted an ophihalmologist, who di agm&aﬁ her with papiflary conjunctivitis that needed

s, aniibi t:s, and anti-inflammatories 1o be treated successiyily,

HOS also included a vidsolape taken from a California hearing on a TRPA bill, featuring
the testimony of an ophthaimologist from North Caroling on mal ;;;acs»ce by optomatrisis of
which he has had personal experience, as well as several patlent mterviews who weare victims
of improper diagnosis and treatment by optomelrisis.

¢. Commeniary

otometrists counter HOS's rebuttal of the Wisconsin success story Dy faking the
positions that some patients were being treated for more than one condition, and “regretiully,

i osomatimes made 8 appsar as though ihe wrong medication was orescribed for the
condition."?

As far as the Batielle study that purported 10 show that oplomsairisis fallsd to diagnose
forty percent of post-cataract complications, i1 is important 1o note that, according o ong
sditorial, "The study design ... does not enabis ons 10 determing whether these oulcomes are
better or worge than the would have been had the same patients had ‘-i?zs;r cost-cperative cars
managed exciusively by ophthalmoiogists."!C The editorial notes that the study, funded in
part by the American Gpécmethc Association, was undariaken in the hope of allaying quality
of care concerns but is more iikely to fuel than calm the coniroversy about co-managed
care."?? This is truse.
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2. Cost
a. Hawaii Optometric Association

HOA cites a recent study in Henclulu that found that the average cost for a routine eye
exam performed by an optometrists was $63.27, and for an ophthaimologist, $109.54.12 Their
tastimony refers to but does not cite a study by "Interstudy” that purportediy conciudes that a
thirty-six percent cost savings could be achieved if optometrists were used to the full extent of
their training. The key element is ingreased productivity at the time of first contact,
gliminating the expense of an additional visit 10 an ophthaimolegist. Vision Service Plan, a
company that provides vision coverage for sixteen percent of Mawail's people, testified’S in
favor of a TFA law, on the grounds that it can improve acesessibility and provide substantial
savings 1o consumers without jeopardy 16 public health and safety.

On the issue of malpractice insurance rates, optometrists state that, contrary to the
expectations of ophthalmotogists, malpractice insurance rates for optometrists in TPA states
have not increased. Poe & Associates comprehensively reviewed seven years of underwriting
results for optometrists, from 1988 10 1892, and found no increase in TPA states’ premiums.
"'[Blecause claims and premiums are so closely related to incidents of harm and iniury to
patients, we do not have evidence at this time that there is a correlation between the use of
therapeutic drugs by optometrists and malpractice claims.™”

That statement had been borne out by information supplied from malipractice carriers
(see chapter 5) and by a letter supplied from State Farm Fire and Casualty Company'4
explaining that State Farm dropped its optometrist coverage because it did not possess the
necessary experience to continue writing it.15

in terms of anecdcotal evidence, one optometrist cited the case of a patient whom he
diagnosed as having "red eye.” {conjunctivitis}. He told her what medication would cure it,
but had to refer her to an ophthalmologist for reatment. The ophthalmologist did and said
the same things and gave the patient the prascription, at a cost of $75, almost three times
what the optometrist had charged.

b. Hawaii Ophthalmoiogical Socisty

HOS testimony takes the position thai, as all Mawall ophthalmologists participate with
HMBA and the majority participaie with Medicare, and that reimbursement rates are set by
these companies per service, not according to category of provider, no cost savings will be
achisvaed as oplomelrists will be sntilled 1o the same reimbursement that ophthaimologisis
are. This implies that optometrisis I given the ability 1o raise their rates, will in fact do s0.
HOS states that misdiagnosis will also ingrease costs, as corrective therapy will be needed o
compensate for delayed diagnosis and improper treaiment.
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HOS states that the Chubb insurance company dropped optometric coverage due 10
increased risk. Testimony from Chubb is in conflict on this point {see chapter 5).

HOS cites the Abt study, reported on in more detail in chapter 5, for the proposition
that eye care "episodes”, not iust routine exams, should be considered. The Abt study found
that when three month "episodes"” are calculated, costs are $14 to $17 greater for
optometrists than for ophthaimoiogists, due to increased claims for glasses and contacts by
oplometry palients.

HOS cites the Minnesota Academy of Ophthaimology report, as discussed in chapter
5, which states that recommended glaucoma maintenance treatment by ophthalmologisis
would cost $172 per year, while recommended t{reatment for the same condition by
optometrists would cost $272, $100 more.

HOS aiso included the letter from HMSA, referenced in chapter 5, which states that
the addition of providers to medical plans generally results in an increased cost to pian
members and providers,

c. Commentary

It seems to be the case that in Hawaii, at this time, ophthalmologists charge more for a
routine exam than do optometrists. Whethar that price differential would remain for treatment
costs is implied, but not proven, by HOA. Whether the costs would be differsnt for employers
and governmental programs is not clear. f it is true, as implied in the HMSA lstter, that mora
providers in a field lead to more services being provided, the overall cost could be greater.
No firm figures for this proposition exist.

it seems clear that malpractice insurance rates have not increased for TPA.
administering optometrists in other states. HOS' positions are less supportable: while they
say that "It is reasonable to assume” that optometric malpractice premiums will increase, in
fact they have not done so. While it may be the case that optometrists administer lesser
amounts of TPAs than do ophthaimologists, insurance companies are notoriously
conservative when it comes to their own risks, and it is more significant that they have not
seized upon the possibiity of optometric arror 10 raise rates.

3. Need
a. Hawaii Optometric Association
While not addressing the issue of the need for a TPA bill per se, HOA brings up a

number of issues that would fall into this category. The first is the ability 10 provide
immediate services 10 thosae who may not want to or be able 10 pursue a referral. The Dean of
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the School of Optometry at the University of California at Berkeley stated that it s "well-
known ameng health care providers thal patlen! compliance 8 relatively poor” and that
patients for whom a referral to an ophthaimologist is made may not go, especially if the
condition is pain-free (such as glaucoma). I immediate care is available through an
optomaetrist, patient compliance could increass,

Ancther is the issue of accessibility and availability. Ore local study indicated that a
routing gxamination appointmant ¢an be schaduled in 3.62 days with an optomstrist and 7.08
Jays with an ophthalmologist. #1s8 3%3?5%%3?@@ thal optomelnists’ hours are more conveniant
tor patients. One optometnst in %’aneam testified that he works "considerably fater” than the
ophthaimologisis in Kaneohs, who will not see patients later in the day anc% fs?e{ them 1o
emergancy rooms. This ?Qs’ses the patient 10 make a minimum of thres visits, including one
S8MBIGENCY r00m VIS,

A Waianae Coast oplometrist notes that there are about 40,000 people there, and only
one ophthaimologist, who works three davs 2 week. "Many times” he has had to refer peopls
0 the Waanas Coast Comprehensive Health Center or have them wail unfil the
cphthalmologist returned.

A letter was also received from an optomeirist in Kailua-Kona, who says that fo
referrals he has 1o send §@og}§9 to the emergency room or 1o Waimea, fifty miles away.

Over 100 people sigred a petition in favor of last year's TPA bills from the Big Island,
over 100 from Oahu, and over 50 from Maui

Latters from three patienis were included who needed a referral for pink eve
diagnosed by their opiometrists, whoe had 10 wait 1o get an ophthalmelogy appointment for the
sams diagnosis and treatment,

A resolution of the American Public Health Asscciation, a national organization of
seventy-seven healih professions and 32,000 members, was also cited.  This gsoiuzior
encouraged siale isgislators to grant therapeutic privileges 10 optometrists,

Oneg iast argument under this heading is the argumen! that if Hawall continuas 1o resist
a TPA law, the brighter optomelrisis wil refuse o return to Hawall but wiil remain on ths
Mainiand in a TPA state where they can exarcise thelr full training. The implication is that
only those who could not cope with the demands of TPA practice will eng up in Hawail

b. Hawaii Ophthalmological Society
Testimony was received from Mawal ophthalmeiogisis stating that before a TPA

statute is implemented, opiomelrists are obliged to prove that there is a need for the changs
and that the change will not present any greater risk to the public reiative to current
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standards. They allege that a few days exira wail for a rouline appoiniment doas not equal
iack of access to gquainy care, and that ophthalmoiogists are available tweniy-Tour hows,
sgven days a week for emergenciss. in addition, hundreds of physicians all over the Siate
are capabie of providing basic sve freatment - family praciitioners, general practitioners,
internists, and pediatricians - i an ophthalmoiogist is not available. HOS aiso stated that
ophthalmologists have open practices in Walanae and Kajlua-Kona, the two sites mentionsd in
zarlier testimony 28 being undersarved areas.

One dector lisied some examples of how systemic diseases can masausrade as ave
problams: 8 tred glaucoma patient whose lack of sleep s dus 10 heart 18ilure Caused Dy his
sye medicalicn; 2 diabstic patient who mentions hg has put on weight, when the cause i
water retention due to diabstic kidney failure; a supposed stye that is really cancer of the
gyehd; and simple "pink eye” in a rewborn that is actually a bacterial eye infection caused
during birth.  The testimony inlimatses that optometrists lack the ability to diagnose these
hidden ailments.

HOS submitted the 1987 sunset audit of the Pennsyivania board of optomeatry!®
merformed by the Legisiative Budget and Finance Commities. Pennsylvania is a DPA glats
whose ophihalmologists have ied the effort 1o defeat several TPA proposals. The gudd
reviewsd the issue of TPA certification and rejecied i, Ciing past opposition by the Sacretary
of Health and current opposition by the Secretary of Aging.  The audit noted that
FPennsyivania nad a relatively high percentage of ophtnalmoiogists, roughly 1 1o every 15 800
residents, who are relatively widaspread, [in comparison, the ratio of Hawaii's sighty or so
civilian ophthalmologists 1o the 1otal population of residents, excluding military membersg and
their depandents, is approximately 1 1o 13,2007 1 The audit staffers found little indication
that accessibility was a problem.  In terms of cost-sflectivensss, while optometrists did ol at
a lower rale, the audit found that cosis would probably risse If 2 TPA bill ware 10 be adopted.
Training and iesting was another issue:  the audil siaff was presented with conflicting
gvidence between Pennsyivania oplometrisis and ophthaimologists, and the audit staff
conciuded that they were unable the independently determing whether the training was
sufficient.

Attached as Appendix B to the report was a summary of the 1985 Sunset Review
Conclusions of the Pennsvlvania House Commities on Consumer Affalrs on a TRPA B The
committes found that (1) it was not preseniad with evidence that the current situation in any
way impaired the visual health of #1s residents, (2} there i3 no substantial need for a3 TPA il
and (3) there was a lack of proof that an any increased public benefit wouid be obtained. In
the Committes’s opinion "many lHcensed optomsatlrisis are not in any way qualifisd 10 use
therapeutic drugs in the course of their practice, nor that sven recent optometry gradusaies
received sufficient education to use TPAs independentiy.”
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. Commentary

It seems that a TPA bill would promots a certain degree of convenience, but whether
this constitutes a genuine need needs to be determined by the legislature. The issue is more
one of convenience and accessibility. Patients in Honolulu have more options in this regard,
while the more rural and neighbor island areas have restricted services.

4. Optometrist Training
a. Hawaii Optometric Association

HOA testimony states that there are sixteen schools of optometry in the United States,
ail of whom are ranked as "distinguished” (the highest level) in the Gourman Report.  All of
the optometry schools are nationally accredited and provide a four year graduate lsvel
program. The three schools in the western region receive WICHE (Western Interstate
Commission for Higher Education) funding for qualified studenis from Hawail. According to
HOA, nearly ninety percent of entering optometry studenis have a bachelor’s degree, and
their average college grade peoint average is similar to studenis entering medical and dental
schoaol.

In terms of pharmacsutical irairing, optometry students average more than one
hundred lecturs hours in pharmacology, covering both systemic drugs and those that are
specific to the eye. HOA notes that this is at least equivalent to the number of lecture hours
in pharmacology received by medical and dental students. Optometry students receive
significantly greater training in diagnosis and treatment of sye disease than do non-
ophthalmologist physicians: general practitioners, family practitioners, and pediatricians. The
average optometry curriculum includes gvar five hundred hours in classroom and iaboratory
study of eye disease differential [sic] diagnosis, treatment, and management, Exiensive
lscturas on systemic disease and ocular manifestations of systemic disease are included,

In terms of clinical training, according to HOA, today's optometry students average
maore than one thousand hours in clinical, hands-on training specific 1o eye disease diagnoesis,
rreatment, and managemen:. The training is ciosaly supervised by ophthaimoelogists and
TPA-certified optometrists. All fourth year students perform clinical intern training where they
individually examine, diagnose, and make treatment decisions. HOA notes that expansion of
the optomeiry curricuium in this area has evolved over the past five 10 ten years.

HOA nctes that, to be licensed in most states, inciuding Hawaii, the National Board of
Examiners in Optometry exams must be passed, which includes the National Board exam on
the Treatment and Management of Ocular Disease (TMOD), which many states require for
TPA credentialling.
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Az far as sducation for oider licensed oplometrisis, HOA states thar their TPA
certification will necessarily involve significant continuing education lectures as well as
additional hands-on clinical training.

To summarize, HOA takes the position that today's optometrists are well gquaiified to
be a primary cars sye health provider, enhancing efficient, guality, and effective aye care
delivery.

HOA supplied letlers and testimony from optometry schocls, optomsiry professors,
and recent optometry graduates to boister their position.

Testimony was inciuded from the three WICHE schools that train many Hawail
optometrists.

The dean at the University of California at Berkeley optometry school (UCB) says that
their curriculum is "rich in biological and medical sgiences, involving extensive patient
encounters for both eye disease and eye complications of systemic disorders.”'8 The UCB
curriculum provides an education "comparable 10 that provided to family practitioners,
dentists, and podiatrists.”

UCB students spend over 200 clock hours in legctures and laboratories in systemic
dissasa and ocular manifestation of systemic disease, "close 10" 300 hours in ocular diseass,
and more than sixty hours in ganeral and ocular pharmagolegy. Their estimate is that there is
an additional 325 to 450 clock hours of third and fourth year clinical work devoted to clinical
demonstrations and discussions of ocular and systemic disease dsetection, evaluation,
therapy, and management. UCB also speaks with pride of its faculty.

The President of the Southern California College of Optometry stales that they have
the most extensive clinical program in the nation, with sighty-four clinics in twenty-four states,
including sach branch of the military, U.S. Public Heaith Service, the Veteran's Administration
{now known as the Department of Veterans' Affairs), hospitals, and others, with patients with
a much higher incidence of heaith and eys problems than found in the general papulation.
The curricuium includes 290 didactic hours and over 1200 hours of clinical training.1?

The Dean of the College of Optometry at Pacific University stated that medical school
traditionally prepares students in general medical and surgical areas, and the eye is not
emphasized in this curricuium. In a small personal survey of non-ophthaimologist MDs, he
found that they had had one 1o three weeks of medical school devoted 10 the eye, while in
comparison, the entire four-year curriculum at optometry schools is devoted 1o the eye. In his
personal experience with TPAs, he has seen very few significant side-effects from the drugs,
maostly just mild allergic reactions 20
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HOA also cites a letter?® fom a medical doctor on the siaff of the Pennsylvania
Collegs of Optomstry since 18970, which states that "lwiithout a doubt”, optometrisis are
prepared 1o diagnose and ireal.

An associate professor of medicine at the University of Connecticut Health Center
siates that their residents are trained under the supervision of opiometrists due to their
excellent standards of care, practical knowledge to be gained, and proper use of specific
medications. 22

A 1993 optometry graduate from the University of California at Berkseley listed his
lacture course:  ocular anatomy, general and ocular pharmacology; systemic dissase,;
fundamentals of ocular dissase diagnosis, ocular manifestations of systemic disease; and
basis, recognition, and management of ocular disease.?? These courses were thirty percent
of the lecture course regquiremaeants for graduation.

He lists his clinical training: in his third year, he completed 800 hours of work at the
Primary Eyecare Clinic on the Berkeley campus. The patients consisted mestly of those
seeking basic vision care, such as coniact lenses, glasses, and vision therapy. Some cases
included eve disease.

in his fourth year, this doctor completed about 1400 hours of work in four clinical
rotations:

{1 Sixteen weeks in clinics in and around the Berkeley campus, such as the
Primary Eye Care Ciinic, Low Vision Clinic, Contact Lens Clinic, Binocular
Disease Clinic, and the Ocular Disease <¢linic. The docior siates thal these
rotations did include the detection, diagnosis, and treatment of eye diseass,
although the extent to which the last was possible is unclear, as California is a
DPA siate.

(2) Eight weeks ai Qax Kncil Naval Hospital in Oakland, California, with patients
presenting a wide spectrum of primary eye care conditions. Since this is a
naval facility, the doctor was allowed to ireat as well as diagnose.

{3 Eight weeks at the Wastern Center for the Hehabilitation of the Blind.

(4 Ten weeks at the Omni Eye Specialist in Denver Colorade. {Colorado s 2 TPA
state). This center did not provide general eys examinations or glasses; rather,
it provides all levels of sye care to patients referred by optometrists,
ophthaimologists, and physicians.  His responsibility was to see all patients
initially, 1o examine, diagnose, and formulate a treatment plan. Ninety percent
of the patienis he sxamined had eye disease which he he treated under the
guidance of an optometrist
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HOA also inciuded some rather out of date articles that show parity in classroom
pharmacology hours for medical and optometric students.24

A 1883 articie comparing pharmacology courses for optometry and medical students at
Indiana University2S The article found that the faculties were both drawn from medical
schools, and that the number of lectures hours was the same. In siX areas, the students had
the same lecturer and lectures. The article concluded that two-thirds of the training is the
same, and the differences ars that optometry students concentrate on areas the affect the
eye, while medical students have more breadth of training.

An undated, unsigned "article” purports to compare pharmacology courses for
optometry, dental, and medical students at the University of Alabama at Birmingham (UAB).
Medical students take 96 hours of pharmacciogy lectures and twenty hours of clinical
pharmacoiogy lectures. Optometry and dental students take a combined course consisting of
58 hours of lectures, and the the optometry students take an additional 13 hours of clinical
lectures and the dental students take eight hours. The optometry students also take 39 hours
in ocular pharmacology in their third and fourth years. the lecture courses are taught by
faculty from the Department of Pharmacology at UAB, and the clinical courses are taught by
taculty members from their respective schools. The conclusion arrived at is that while
medical students receive a broader systemic background, they receive little information on
ocular pharmaceuticals. A 1993 ietter from the Dean of the Schooi of Optometry states that
optometry and medical students take the same class in physiclogy and neuroscience, and
that the deans of the scheools are mesting in an attempt to consolidate other basic science
courses.26

There is an undated, unidentified piece of testimony entitied "The Spin Doctor” that is
apparently a rebuttal to testimony against an Alabama TPA law. The author states that in
Alabama, eighty-six percent of all optometry studenis have their undergraduate degree, while
only eighty-two percent of medical students do. The previous testifier stated that medical
school provides 520C “"contact hours" of training, but less than ten hours of lecture on the
gye. In comparison, UAB students receive over 1000 hours of lectures on the eye. He
aftacks the fong hours of medical interns as making them prone to errors, and of medical
residents as cheap labor for medical clinics, which is why they have such long hours of
clinical work and such few classroom hours.

b. Hawaii Ophthalmological Society
HOS does not dispute the fact that optometric education contains a significant number
of classroom hours devoted tc pharmaceuticals. Instead, they take the position that

classroom hours are only the beginning of knowledge, and that a true and comprehensive
knowledge of how to use TPAs comes from thousands of hours of evaluating, diagnosing, and
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administering TPAs under closely-supervised instruction.  They claim that optomstric
education is deficient in this latter aspect.

One gphthalmologist framed the issue as a matter of developing ciinical iudgement,
which is the ability to weigh the symptoms, signs, and history of a diseass, 10 synthesize the
data and decide which of a myriad of diseases the patient has, and then to choose a
therapeutic regime. Clinical judgment is formed from years of constantly supervised care of
sick palients; years that optometry students do not have,

HOS submitted a letler from Warren S. Chernick, professor and chairman of the
department of pharmacclogy at Hahnemann University in Philadelphia, in which Dr. Chernick
states that while his depariment gives "an excellent course” in introductory pharmacology to
the students at the Pennsylvania Collage of Optometry, the course "does not compare” with
the course given to medical students at Hahnemann University.27 The latter course involves
smail conferencaes, workshops, and highly intensive student interactions, while the former
consist just of lectures. In addition, Or. Chernick states that therapsutics, the applied aspect
of pharmacology, 8 a step-by-step process that merely begins with course work, The
essential education occurs in clinical tfraining throughout the residency program. Dr. Chernick
concludes that “it would be undesirable to allow optometrists to dispense drugs under the
present circumstances.” 1t should be noted that the date of this letter is August of 1990.

HOS also submitted a copy of testimony from Dr. Donald Schwartz, who is both an
M.D. and an O.D., before the Washington State Legislature in 1989.28 Dr. Schwartz received
his O.D. and practiced optometry for six years before returning the medical school and
becoming a board-certified ophthalmologist. Dr. Schwartz has experience teaching both
ophthaimology and optometry students. He stated that at first he did not want 1o go to
medical schooi as he felt that training would be radundant, but that he was wrong and that
ophthalmoiogists are in possession of a vast body of knowledge unavailable to optometrists.
According to Dr. Schwartz, "the coptometrist simply dees not know how much he dees not
know." Dr. Schwartz adced that, while training optometry studenis in 1983 and 1984, he saw
at least one misdiagnosis by optomeiry students at forty-two percent of his teaching sessions,
and of that percentage, sixty-four parcent were vary significant misdiagnoses that could have
led 1o serious loss of vision. He notes that the majerity of students saw only bstween 300 and
398 patients in a clinical seiting, and that very few of these patients had eye disease (it
appears that most wers seen for vision correction).  Dr. Schwartz contrasis this expsrience
with that of a first year cphthalmology resident, who sees 847 patients in the first six months,
ninety percent of whom have eys disease diagnosed and freated by the resident. Throughout
the three year residency pericd, residents examing, diagnoss, and ireat an average of 3786
patients, with some programs going up 1o 7000-8000, or aven up 1o 15,000, Dr. Schwariz
adds that a "bare minimum” of 2700 patients with eye disease should have 1o be sesn by
optometry students in order 1o have parity with ophthaimoiogy residents,
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HOS cites the Office of ?eﬂnf‘ziiggg‘yf Assessment {a stall agency of the United Siat
Congress) report discussed in chapier 4, and compares the sducational requirements {s
Appendix ¥ for text). Emphasis is ?{zmgeﬁ on patient contact, of which the Qi}%‘ﬁa molog
resdent atl Wills bye Hospital had the lion's share, sesing a minimum of 15,000 patients wit
eve disease, while the Pennsyivania College of Optometry requires only 1200 patien
contacts, and only soms of these have eye diseass.
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Dr. ing, chairman of the Ophthaimology Department at the John A, Burns School of
Medicine staled that an ophthaimologist {:@m;}éga% 3000 hours of seeing patiants In medical
schoo! and adds another 2500 hours as an inlern. As g resident, the ophthalmologist must
have contact with at least 3000 patients wilth eve dissase in ordsr for that program (0 be
acoradited. Therse is no minimum required for program accreditation in optometry. Dro in

cites the case of a two-vear old whoss eve problem was disgnosed as drifting eve - angd no E
referred - Dy an oplomsirist. By the Hme the mother brought the girl o see an
ophtnalimologist, she was Biind, boeth eves filled with potentially iathal aye tumors.
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raspondad Dy incregasing heir ciés"s%f:a% nours, ar’;e:::i by making arrangements for iher amsm 5
' in state or at g military or other facility where they would gain TPA
gxparience. it seems ciear that optomeiry studenis’ hours do not approach that of
ophthalmology residents, and never could, as ophthalmologists are in training for an
additional four vears {four years of medical schoo! plus rof internship pius three years
of residancy). However, as opiomelry continues 'ﬁ gonvergs on ephthalmology's oriter
becomeas maors difficult %Q claim thal they are entirsly iacking in the skiliz o administer a1 least
some TPAS for some conditions.  This is a difficult area for a laypsrson 10 evaluats.

5. Miitary and Other Federal Agengy Lsage
a. Hawail Optomstric Association

Or. Marvin Baum a retired military oplometrist with the United States Alr Force,
testified that during his tims in the military, which included seven years stationed at Hickam
Air Force Base, he was credentialed to use TPAs independently and without supervision #8
Dr. Baum is now 2 civilian optometrist, and states that in his eight 10 nine menth practics as
such he saw "a great many patients” that he had to refer to an ophthalmologist that he would
have routinely treated in the military.
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Or. Bagm expiaing the military twe-ltier system of aye care in Mawail, Five oullying
medical facilities {Mickam AFB, Schofield Barracks, Barbers Point NAS, Kansohe MCAS.and
Peari Harbor) provide primary medical care. TPA-certified optometrists are stationed here,
and military ophthalmologists are stationed at Tripler and are available for referrals to provide
secondary (serious eye problems) and tertiary (surgery) eye care.

Dr. Baum states that initiaily ophthalmologists and other physicians supervised and
counter-signed optometrists’ work. There was a transition pericd during which optometrists
kept logbocks of their work and agreed to peer and medical reviews, but at present, TRA-
certified military optometrists are credentigled (¢ independently examine, diagnose, treat, and
manage eye disease and conditions within the scope of their credentiais.

Testimony was aiso submitted from Col. Lawrence D. Hampton, U.S. Army, Chief,
Optomatry Service, Tripler Army Medical Center.30 Col. Hampton states that optometry
clinics are primary care clinics, and that optometrists are allowsd to treat patients if the
freatment 1© within the scope of their credentials. He notes that TPA powsrs under combat
situations are greater than those in fixed-facility hospitals. He supports TPAs, stating that any
patient who can be treated at the primary level saves the cost of a referral.  Credentialed
providers undergo periodic reevaluation and must request renewal of their privileges as a
guality control mechanism.

& memorandum from a federal oivil service optomstrist at Psar! Harbor was also
received. He is cradentialled 1o prescribe numerous topical drugs, including antibiotics and
anti-nistamines, and zlso some oral drugs, notably antibictics.  He siates that he works
independently, without the supervision of an ophthalmologist, and that non-ophthalmologist
physicians refer patients tc him for treatment. The benefits of this system are immediate
access to care, decreassd time-off for the patients, a significant decrease in workers'
compensation costs, and cost-effective quality care. 3!

The staff optometrist with tha Veterans' Administration Medical and Regional Office
supported a TPA bill, noting that he has independent prascrining and treating privileges. His
aiso the understanding of the Bursau that TPA usage is aliowed for optometrisis in the United
States Public Health Service and the Indian Health Service 2

h. Hawaii Ophthaimological Society

HOS testimony takas the position that milltary usage of TPAs is done for expediency’s
sake: 10 assure adequate eys care despite manpower shoriages, budget cuts, or naticnal
emergencies. The testimony adds thal, in the civillan secior, where there is no demonsiraiad
need to lower the standards of medical care, a medical degree should be the minimum
quaiification to practice medicine.
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A letter from Anthony P. Marivak, M.D. former Chisf of Ophthaimology at Tripler Army
Medical Center for fourtesn ysars, siates that, contrary io optomsiric claims, miltary
optometrists do not cperate independently, but function under the supervision of medical
doctors, either primary care ohysicians or ophthaimologists. Dr. Martyak siates that he and
his colleagues experienced delay in diagnosis, misdiagnosis, and misireatment by military
optometrists 33

¢c. Commentary

One comprehensive article noted that the Army was the first service branch to parmit
the use of TPAs in 1983.2% Army medical treatment facility commanders can credential
qualified optometrisis to write TPA prascriptions and treat eye disease. The only limitation is
the prohibition on controlied substances. Each reguest must be reviewed and approved Dy
the physician in charge of the clinic, the hospitat’s Therapeutics Agenis Board and
Credentials Committge, and the hospital commander. There are no minimum educaticn or
training requirements.

The Air Force and Navy regulations are somewhat different.  They define the
gualifications an optometrist must have before becoming credentialed. The reguiations
specify the types of conditions that may be treated. The Air Force and the Navy differ on two
noints: the Navy requires an additional step 1o become qualified, and the Navy specifies the
category of topical TPAs the may be prescribed without physician consultation, and those that
may be prescribed after physician consultation.

Therapeutic credentialling in the military is not an absolute: an optometrists’ request
for privilege to use a particular drug can be denied, granted in full, or granted but limited in
some manner 3 The article polied all military optomatrists, and found that in the Army in
particular, onposition from ophthalmelogists was the primary reason that the gptometrist was
not credentialied,

The testimony is contradictory as io whether optometrists in the military use TPAs
independently. The Bursau contacted the current Chief of Ophthaimology at Tripler fo
ascertain whether or not optometrists are supservised, as alleged by Dr. Martyak, or function
indepandently, as alleged by Dr. Baum. The Bureau was informed that the respondent did
not helieve that he was authorized 1o speak officially on this topic, and referred the Bureau o
Col. Frank Lapiana, consultant to the Surgeon General. Colons! LaPiana stated that he was
not free to comment on this issue uniess permission was granted by his superior officer. The
Bureau applied for such permission but had received no response at the time this report was
finalized,
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Articles

Two publications by optometrisis have raised a huge amount of debate. The firstis a
HOA newslietter entitled "Vision in the 90s,” and the second is an article by Barresi and
Soroka on cost control in the optometric newsletter Policy Insight.

a. "Vision in the 90s”

"Vision in the '90s,” a newsietter of the Hawaii Optometric Asscciation (HOA) was
inciuded in the materials sent by the HOA % and its focus was on TRPAs. The newsletter
alleged that TPA legisiation will help Hawaii residents by providing {1) gquality care, including
timely diagnosis and treatment by certified optometrists; (2) cost savings, based on lower
charges by optomeirists, no duplication of exams, Medicald and Medicare savings, and lower
gmergency room costs; (3) tima savings, as there will be a shorier wait for routine sxams with
optometrists; (4) safety in the form of extensive hands-on clinical drug training; (5) sasy
access; and (B) overall efficiency.

The newslettar contained a chart showing that the average cost of a routineg exam in
Hawail is $63.27 for optometrisis and $108.54 for ophthalmologists, and that the eariiest
routine appointment was 3.62 days for optometrists and 7.08 days for ophthaimoicgists .37

The newsletter also included an article on military optometrists, who are permitted to
handle all primary eye care at mifitary bases in Hawail, inciuding TFA administration.

The Hawaii Ophthalmological Society (HOS) sent the researcher a seven-page
memorandum attacking the publication on ssveral grounds.3® HOS states that the term
"quality of care” is not definad by HOA, and that true quality of care -- safety -- is determinad
by education. HOS states that an optometrist ¢can start unsupervised solo practice in as little
as six years and that in comparison, an ophithaimologist takss twelve years to reash the same
noint.  In addition, forty parcent of aft ophthalmologists go on 0 complete a fellowship,
ancther ong or two years of clinical training.

HOS alleges that the residency referred to in optometrist education is not a reguired
part of optometric training, that oniy five percent of all graduating opiometrists actualiv do a
regsidency, and that this one year of cptomelric regidency s not comparabis (o the thres year
residency required of ophthalmologists.

HOS says that the charts in the newsletier showing that total class hours in
pharmacology in optomelry schogls is 100.78 hours, while the same figure for medical
schools s 83 and dental schools, 85,29, is not the key determinant of compstancy in that
area. Rather, a pharmacology course i a "rudimentary skelston” 1o lgarn about medications,
which is expanded on in "countless hours” on hospital wards as medical stugents, intarns,

80



POINT/COUNTERPOINT: THE VIEW FROM HAWAINS OPTOMETRISTS AND OPHTHALMOLOGISTS

and residenis, Pharmacisis, HOS pomnis cut, 8 the group with the greatest numper of
classroom hours on drugs, yet ;:f"faff?“a_,m 5 do nol sesk prescription privileges.

HOB claims that optometrisis miss oul on iraining for systemic diseases, such as
congestive heart fa;;z re, which can be precipitated by a commonly orescribed evedrop for
giaucoma.  As  medical doctors, ophthalmoelogists would know what steps 1o take if this
occurs, but since oplometrists lack this training, the warning signs may go unrscognized and
untraated.

HOS giso gtiacks 1 educalion have
givan them an squl vai%‘s i N‘i that prior 1o
1980, thirtean of the sixisen ss%‘t@@%g of optomsiry were logaiad in non-TRPA siatss, and that
today, nine of the sixizen are iocalted in non-TPA sfales. HGS cortends that "the vast
maiority of optometrists today, who orimarily exist in independent private o '
ftle i any d reﬂ: responsibility for giving drugs to y&gi‘}ﬁ?ﬁ wa;.?‘; hes’s@uﬁ diseanss.
attacks a reporl that military optometrists have treated Qaizams indgpendently with no
significant problems, oyt the d “emfs{:@ of cpinions hisre may be based on samantics and not

t HOA i3 looking at irre
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HOS also points out that other medical dociors are available throughout the State who
can perform primary medical eye care. HOS is aware of no written complaints documenting
lack of access in either routing or emergency siuations,

HOS attacks HOA's siatement that as optometrists’ fees are about twenty 1o thirty
percent less than those of conthalmologists, costs for eyve care will be decreased with a TPA
bill, HOZ (1) cites the Abt report {dsscgswé in more deiail in chapter %Es; which found that,
over a three-month period, optomstrist claims were greater than those of ophthalmologists; (2)
cites official cphthalmologic and optomstric publications on the elemenis of appropriate
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glaucoma maintenance, in which the totai cost is $100 more for the proposed optometric
treatment; (3) points to an increases in Medicare payments for oplometrisis instsad of the
optomaetrists’ predicted decrease;, and {4) attempts o refute a study on alieged high
gmergency room ¢osts in Massachusaits, 2 DPA siate. HOS aiso cites the HMSBA letter
discussed in more detall in chapter &, i~ which a senior vice president states that the addition
of providers generally rasuils in increas 1 plan costs to members and their employers, for the
proposition that a TPA law will increas:  2sis 10 patients and their employers.

HOS's last peoint is that the TPA law is being requested by optometrists, not mambers
of the public.

b. Barrest Anlicie

A 1883 article, "Cost Contro! Benefit of Therapeutic Drug Authority for Optometrists,”
by DUrs. Barry Barresi and Mort Soroka, frequent contributors to the field, states seven bases
by which TPAs contribute to lower cosis.#? Their first point is that optometrists are the most
accessible primary eye care provider: more than two-thirds of primary sye care services in
the United States are provided by doctors of optometry. Optemetrisis are more widespread
throughout the country, especiaily in rural, areas. They cile to studies showing that waiting
time for a primary care appoiriment for an optometrist averages 18ss than one week, while the
same wail for an ophthalmelogic appointment i more than three weeks. Morsover, three-
fourthe of eptometrists offer primary eye cars services on weekands or evenings, while one
cne-fourth of ophthalmologists do.

They state that optomelrists and ophthalmologists are "market equivalents” in eye
care. By this, they apparenily mean that TPA optometrists provide the same services as
ophthalmologists and can heip shiff eye care services from emergency rooms and hospital-
pased physicians 10 optometrisis. They sigie nat this condition culs into the demand for
oghthaimoiogy services.

Ancther ground cited favorably ia that treatment upon first contact with a patient with
aya disease reduces costly duplication. Fatients do not have to be referrad to a generally
more sxpensive pphihaimoiogist but can be treated cheaply and immediately. The article
cites the Wisconsin experience in which 12,702 administrations of TPAs by optometrisis were
made and only ons percent of the cases needed raeferral to ophihalmologisis. Prior (o TPA
taws, all of these casss would have raquired referrals, The report also claims thal an analysis
of Medicare claims data shows a prefersnce for optometric services over ophthaimologic
sarvices,

Another point  asserted was  that optomelrists charge lower fges than do
ophthalmologists and emergency rooms. One 1988 study showed thal ophthaimology fees
were forty-five percent higher than those of ophthalmoicgists,  The article alleges that
oaymenis to ophthalmologists under governmental programs such as Medicaid far exceed the
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fean schedules for optometrists. and tha! oplomelrisls charge 2 lower fee for the same
procadure cods. The articls refutes (he notion that a TPA aw will encourage opiometrisis o
raise their fpes. Another study by the authors @mwagﬁ no statistically significant differences in
fes trends for TPA as opposed 0 non-TPA licensed optomstrists.  The article looked al
SMBIGENCY 1O0m %s@a‘?mm- in Massachusetts, a non-TPA siats, and found that three percent
of visits for superficial eyve problems would have been irsafabls by oplometrisis in a TPA
siata.

The article notes that prompt treatment often lowsrs the otal cost of wreating an
iness, and, especially in the cases of inflammatory and infectious disease, the sconer th
medicing 3 administered, the lowsr the risk of complications,

]

Another poird raised was that TPA use lowers the patient’s oul of pockst sxpenses,
inciuding savings on travel time The articls states that on 1881 Oregon report found that
saventy percant of ail optometrisis accepted Medicaid pavement, a5 oppossd 1o sleven
oercent of ophthalmologists.

The article’s 1ast point was thal managed care system recognize optomsatrists as cost-
gffective. The ariicie aiso reiterates the policy of the American Public Health Association
{APHAY which adopted a resclution ﬁgéﬂg state lagislatures 10 ailow the use of TPAz,

HOS8 vigorousily attacks nearly every point made in this artic HOB counters the
Wisconsin experignce w;i?& a raview of that report by a Wisconsin ﬁg}héha;meéﬁgéai indicating
number of cases were "trealed” with drugs that are inefiactive Tor that particular condition,

The ophthaimeologist also mm@ irat the reported adverss reaction rale was less than one
parcant, wnich raizes, ac o them, guastions about the accuracy of the reports as the
reported rate of adverse reactions for thosa medications are at least seversl timas higher {Ihe
implication bel ;’eg the oplometrisis are missing, and thus not treatin
ragctions: It is gis0 mentioned that glaucoms s never "resolved™ it is i .
that can be siabllized, not made 10 disappsar. The fast that thirtv-ning of the glaucoma cases
wera listed as "resolved” indicates either a lack of understanding about what glaucoma is o
naccuracy in reporting,
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The rebuital attacks the lower cost argument by stating that the optometrists use
unsgual price comparisong, and ioad up thelr rouling sxams with routing visua! fislds
gxaminations way above the baseiine established by ophthaln o!og'sfs by a 4 to 1 ratio, and
that they perform color vision testing, fundus photography, visual field testing, and color
vigion testing at much higher rates than ophthalmclogists.

The rebuttal also alleges that #t 18 an incorrect assumption that lowser optomstric fees

il persist once optometrists are given TPA privileges. as they will be entitled 1o the same
a?e under Medicare as will ophthalmeologists. The ra@uﬁai takes the position that since they
wiil be entitled to the same reimbursement rate, they will raise their rates to that jevel. The
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rebuttal aiso alleges that higher billings by ophthalmgiogists "probably refiected” diagnosis
and treatment of eye diseass, so "there is a good reason” 1o "question the assumption that
optometrists have provided similar services for less cost in the past.” Lasi, they state that
optometrists will have to increase their overhead 1o obtain equipment necessary to diagnose
and treat eye disease, which will put more pressure on them to raise their rates.

The rebuttal states that questionable diagnoses and treatment are more frequent than
indicated in the Policy article, and the cost of the "rework™ 10 correctly treat the paltient will
add 1o the overall cost.

On the issue of access and availability, the reputtal takes the position that the
statistics were based on the time for a routine eye exam, with nc apparent problems, and the
fact that more time is needed to make an appointment with an cphthalmoiogist does not pose
significant health access problems. On the issue of fewer evening and weekend hours, the
rebuttal merely states that thsir data "are over four years old and not reflective of current
practices.” The rebutlal then takes the offansive and states that the fact that there is such a
short walting time 10 see an optometrist indicates an excessive number that may tend to
increase the leve! of services and increase health care costs by supplying unnecessary and
inappropriate services.

Continuing in the area of availability, the rebuttal takes the position that the sheer
number of optometrists as cpposed to ophthaimologists should not be decisive; rather, access
should be determined by the percentage of patients within thirty to sixty minutes of an
ophthalmologist. However, the rebuttai statas that there is "no data available” on that figure.

The rebuttal denigrates the American Public Health Association resolution on the
grounds that & was pushed through Dy the vision care section, composed maostly of
optometrisis, in the face of indifference by tha other sections.

The rebutial also attacks the references cited in the Barresi article on the grounds that

over half are personal opinions, in preparation, or non-reviswed statements, and that the
remainder are flawed for various reasons.

Summary

The official positions of the HOS and HOA are sharply divided on the TPA issue. Al
present, No compromise seems in the offing.

Endnotes

1. The HOA publication "Vision in the 80s” guotes the American Optometric Association as defining optometrists
as indepengent primary care heaith care providers, A Kalser optomnetrist on Maui stated that she and other
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neighbor island Kalser practifioners have been providing "full scope optometric care.” ingluging screenming ior
ocular complications of sysiemic disease, and writing prescriptions {co-signed by an MDD On the other
hand, HOS submits lestimony showing that primary ey care Dy oplometrisls i3 nol currently scourring in
Hawail The lestimony includes a letier rom the chisf of the ophithaimology division at Kaiser that stales tha
at present, the role of optomelrists at Maiser has been 1o detarmine eyagiass presoriptions, it comtact lenses,
ang periorm basic eye axamination for health maintenance. The chiel's opinion is that. i 3 TPA bl were 1o
be passed, neither cyrrent aptomely raining, continuing education cowses. nor the passing of an optometry
therapeutic board exam would be sufficient (o ensure that all oplomelrists would he compelent 1o eal. A
"oraceptorship” similar 1o 9cse that Kaiser uses in TPA regions, which invoives an extansive process of siil
varification and refinement. would have o be institined.

An ophthalmologist at Straub submitisd testimony stating that, contrary 19 optometrisis's clams, oplomelrisis
2t Straub  perform an inltial interview and wvision exam, bul that an ophihaimolagist will se2 the patient for
additional medical history and diagnostic medical exam. The doctor states that "all primary care s provided
by an aphthalimologist.”

“Couperative integration’ of optomeiry, ophthaimology needed, Leadingham says,” American Optomsiric
Association News, Vol 32, No. 10 (Movember 15, 1993 a1 1.

Galiup Poil, condusted for the American Society of Cataract andg Refractive Surgery, January 1980,

4

"0 Legisiation May Pesult in Fewer Heferrals " Ophthalmology Times, Gctober 11281 al 1

“How Will Health Care Reform Affact Ophthaimology?: Whatever reforms play. you'l pay - ong way or 1hg
other” Ophthalmology Times, November 1, 1882 at 89

we

Ses, eg. HOS's Legistator information Kig, "For Continuing Cuality £ye Care In Hawail” which reiterates
thelr main polvis: patlent access o ophthalmolcgic care s readily accessibie (although ne Hawal information

w olted); 2 TPA siptule will increase cosis 10 averyone. patients, nsurance carniers, and the governmeni
optometrisis do not receive sufficient medical education or clinical fraining 10 diagnoss and reat eva disease,

aplometric post-oparative care i problematic in calaract cases) and that thero is a potantial risk 1o the public.

Testimony by O Mark S. Teruva, 0.0, President, Hawaii Optomelric Association, ¢ Hep. Robert Bunda,
Houze Commitiee on Consumer Prolection, on M3 2456 {1824)

Dennis Revicki et al, "Patient Cuicomes with Co-Managsd Postoperative Carg ARigr Cataract Surgery)”
Journal of Clinical Epidemisiogy. Vol 48, No. 1 (1883 at 5, referred 1o in the lterature a5 the Battelie study
as it was done at the Battelle Madical Tachnology Assessment ang Policy Fesearch Center in Washington,
0.C.

Testimony of Dr. Kevin K. Lul, Hawall Optometric Association, 1o the House Commitiee on Consumer
Protection, on House B No. 2450 (undaled a1 4.5,

Bditorigl, Eart P, Siginberg, "Do Optometrists Ses What Ophthalmologisis See When They Look You in The
Eya?" Journal of Clinical Epidemiology, Vol 46, No. 1. at 3, 4. {1993;.

Ll

Survey Report, "4 Comnparison Study of Hawail Optomatrists and Ophthalmologist,” by Joyee Torrey of Joyes
Torrey Public Relations, conducted on behalf of the HOA, dated October 18, 1883
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Testimony of Danise Albse, Regional Manager, Yision Service Plan, addressed o the Speaker of the House
of Raepresentatives, dated February 8, 1984

Letter from John Robertson, Director - Underwriting, State Farm Fire and Casualty Company, 1o a Colorado
optometrist, dated November 17 1987

Specifically, the tefter states that State Farm is in general a personal lines insurer, and historicafly has written
policies with a very low exposure 16 1oss. "When the increase in exposwre occurs as a result of legislation, we
sometimes conclude. as we have here, thal we just do not possess the necessary experience to continge
writing certain ines. While there may not always be substantial actuarial justification for this decision, our
own business judgment is that we shouild not operate in lines where we do not have adequate experience.”
id.

Pennsylvania, Legislative Budge! and Finance Commitiee Sunset Performance Audit, State Board of
COptometry {February 1991}

The exact number of ophthalmologists in Hawall fluctuates, according to Dr. Jon Portis, President of the
Hawaii Ophthalmological Society. Figures presented to the Legisiature in the HOS' 1934 testimony indicated
aither eighty-three or seventy-eight ophthalmelogists in the Siate. When contacted on September 21, 1594,
Ur. Portis stated that the lower figure was probably the figure for all civilian ophthakmologists and the higher
Hgure included military ophthalmologists. He stated that since the time of the testimony, another three or four
new ophthalmologisis have probably come to Hawall, but that there may have been some older
ophthaimologists who have retired. Therefore. for the purposes of this chapter. it is assumed that there are
approximately eighty civilian ophthaimologists in the State at the time this report was preparsd.  The
population figure. taken from the State Data Book, was 1,056,800 non-military, non-milifary depandent as of
July 1, 1993

Lefter from Anthony J. Adams, Dean, University of California at Berkeley Uptometry Schodl, 1o the Speaker of
the House of Representatives and the President of the Senate. State of Hawaii, February 7, 1994

Letter from Richard | Hopping, Frasident. Southern Califarnia College of Optometry, to Phillip isenberg,
California State Assembly, January 12, 1833 Lefter from Bichard L. Hopping, President, Southern Caiifornia
College of Optometry, 1o Speaker of the House of Representatives, Hawali Siate Legisiature. February 1,
1994,

Testimony, Lesley L. Walis. Dgan, Paciic Univarsity, College of Optometry, to the House Committee on
Consumer Protection, February 23, 1824

Letter from Joseph Toland, 8.0, to Joseph . Roberts, Jr.. New Jersey Assembly, November 5, 1390,

Letter from Peter Manu, M.D. Associale Profassor of Medicing, The School of Madicing of the University of
Conngcticut Health Center, 10 Senator Matthews &t al, Connecticut Legislature, dated February 27, 1891,

Tastimony of Dr. Charles Heoll, 1o the House Committes on Consumer Protection, on House Bill No. 2456,
February 21, 1984,

A 1885 article by Mart and Alex Walgandl, "An Analysis of Pharmacoiogy Training in Schoois of Oplometry,
Medicing, and Dentistry.” Journal of Optometric Education, Vol 10, No. 3 (Winter 1385) at 20, analvzed data
in the fourteen stales thal contained schools of optomelry and comparsd B o data from medical ang demal
schools in those states.  The authors found that in the areas of drug effects on the nervous system,
cardiovascular agents, and poisons, medical schools had significantly more houwrs: in the area of couler
pharmacology, optometrists had significantly more hours. and in the remaining eight categories, there wers
no significant differences betwean medicine and optometry.
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Sally HMegeman, f 15, Toomnarison of Phamgﬁgéz‘:@g owrses iy Ontometry and Medical Sludents, indiana
pogtion. Vol 8, Mg

il gg}fggnf:

Lefter from Bragdiord W Wild, Dean, UADB School of Optomalry, In James M. Vaught, 0.0 February 1, 1883,
Lafler from Warren 5 Chernick to Marshail 5 Klein, Dxecutive Dheclor. Mew Jersey Academy of
Opmhaimology and Ololaryngology, August 24, 1880

Testimony of Donald N Schwartz, 8.0 belore the Washinglon Siste Legisiature, House Health Committes:
March 15, 1988, on 5.8 5193,

Testimany of Dr. Marvin Baum, to the House Commities on Consymer Profection on House Bi
Febriary 23, 1894,

2
i

Mo 245

&

Memorandum from Col. Lawrence D) Hampton, Chiset, Optometry Sarvice, Tripier Army Medica: Center (0 the

Hawall Siate Legisiature, dated February 1834

Memorangum from ALK Matsushima, COhal Service Optometrist, o the House COmmities on Consumsy
Pratection, oo House Bill Mo, 2458 (undataed).

Laetter from Jon. M. Sakuda o the Houss Committes on Consumer Protection on House Bl Np, 2458
{untatedh

Latter from Anthony B, Marlyak, M D | {6 the House Commilles on Conswmer Protection. on House 8 No.
2456, February 22, 1884

John W Tierney e al, "Therapeutic pharmaceutical yillization by military oplometrisiz” Journal of e
American Optomelric Association, Vol 82, No. € {June 18980 at 483

Such as requiring pripr physiclan gonsuliation, restricting the number or types of drugs, o permiiting
prescription ranswal only.

Hawall Qpiometric Assegiation, "Vigion in the "80s,7 Vol 3, Mo 1 [(Fall 1383

urvey Aageort, A Comparison Study of Hawall Optomelrists and Optthalmologists.” by Joyes Torrey of
sc son Torrey Public Relations, candusted on behall of the MOA dated Ccicber 18, 1933

Uﬁ

Memorandum ¢ Susan Jaworowskd, Bsg., fom Hawai Ophthalmoiogical Society, "Hasponsa o the Hawal
Optometric Association’s Publication "Vision in the 808" Luly 525 ;ﬁ 4.

HOS attacks a guole by Cob David Simpsen, the former chiel of optometry for the United Siatas Al c8, i1
which he states thalt "875 millary oplometrisls have treated over ning million patients with no ssgﬁ#;«caﬂ?
morthiiity or adverse reactions.”  HOS maintaing thal, according 1o the Joint Camméss ipn on Hospital
Acoreditation, there is a two percent rate of adverse reaction for drug use, and HOS 1akes the position that
the only conclusion o be drawn from this guole s that miltary oplometrists Izlled o racognize the
complications, or recognized them and failed to report them, However, this does not a@géz;—zf to e g straight-
forward deduction. The sentence structure 15 such that the adisctive “significant” may e intandsd 1o modify
the phrase "adverse reéactions.” and # may be that Cob Simpson was discounting the small percaniage of
expected drug reactions as a nonsignificant - an expecied - adverse reaction. Without more information, the
HMOS point is not persuasive.

Harry Barrest ang Mot Soroka, "Cost Control Banefit of Therapeutic Drug Authorily for Oplometrists,” Policy
¥ : th) ¥ Foncy
Insight {Center for Vision Care Policy, State University of New York College of Optometry}, Aprit 5. 1983,
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1.

Chapter 8

FINDINGS AND CONCLUSIONS/RECOMMENDATIONS

Therapeutic pharmaceutical agents {TPAS} are topical or systemic drugs that are
used 10 treat eye diseases and conditions of the eys.

All fifty states aliow their optometrists o use diagnostic pharmaceutical agents
{DPAs), which are a limited category of drugs that are used io enable a more
thorough aye examination.

There is a qualitative difference between diagnostic and therapeutic drugs. The most
serious efror that can occur with DPAS is that an optometrist will fait to detect a
disaasg or condition. That diseass or condition wili then take s coursse without help
or hindrance from the optometrist. The most serious error that can occur with TPAs
is that the condition can be misdiagnosed and improper {reatment applied, which can
exacerbate the condition or disease and hasten its course, resulting in blindness or
even daeath.

Forty states allow their oplometrists to use TPAs. West Virginia, the first state to do
$o, permitted TPA usage in 1976. However, most of the other states did not adopt
TPA laws until the latier part of the 1980s and the 1990s.

The main categories of TPAs are: germ-killers, which include antibiotics, anti-
infectives, anti-microbials, anti-fungals, anti-virals, and sulfonamides; anti-allergy
drugs, the anti-histamines and decongestants; topical anesthetics; anti-giaucoma
agents; and steroids,

A significant variance exisis between the TPA states as to the conditions
optometrists can treat and the TPAs they can use. One state apparently permits any
type of TPA usage, cral or topical; some states permit any type of topical TPA, some
states permit selected topical drugs and selecied oral medications; ang other states
permit selected topical drugs only. Some states list the general classes of TPAs that
may be used, while others name the spacific TPAs,

Uss of oral TPAs, anti.glaucoma drugs, and siersids are the most controversial, with
many states limiting or forbidding their use.

The states also differ on the body that establishes the list of permissible TPAs: in

most states it is established by the board of optometry, but it can be established by
the legislature or, as in Virginia, by the board of medical examiners.
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FINDINGS AND CONCLUSIONS/RECOMMENDATIONS

TPA siates differ on the degree of competence they axpect of their opiometlrigis,
Some states have instiiuted a twe-tier system, ragquiring all optometrisis 1o becoms
DPA certified and allowing thosse who meet the guslifications to bscome TPA
certified. Some use a three-tier system. which also allows some optomaetrisis 1o
practice without the use of any drugs. Other states require all their incoming
optometrists (o becoma TPA certified.

Over half the TPA staies have a consuliation or referral requirement W an
ophthalmologist for glaucoma treatment, for steroid uss, or for conditions that do not
improve or are beyond the scope of the optometrist's ability to treat.

The first state o allow TPA ysagse was West Virginig in 1878, Most of tha current
TPA states only adopled their laws since the late 1880s and the 1990s. Early
eotometric education did not emphasize pharmacoiogy, diagnosis, or freatment,
gince that type of practice was not availgbie o opiomeirisis. Over the couwrse of the
past fifigen years, as the number of TPA siates grew, optomelry schools have been
devoting more of their curriculum fo classes in pharmacoiogy and in ciinical
orograms that give actual practice in detecling the treating eye problems.

A minimum optometric education fakes four yaars, while a minimum opnhthalimeiogic
gducation takes eighl years: lour years of medical school, one year r:;f mmmmi;{;?
and three years of residency. Even with the improvementis in ontomstric education,
while the classroom hours in pharmacgiogy may be equivalent o ihose ¢
ophthalmelogy students, the clinical time and responsibilitiss are much greater for
aphthalmology studants

e

o
H

&

ke Bureau s not in 3 position o evaluate the curriculum of optometry schools ©
determine whether the level of education dogs or does not prepare an oplomsatry
student sufficiently to diggnose and treat sye probiems.

Morn-ophthaimologist physicians have [2ss clinical sxperience in detscting sye
disgase than do ontomelry students but these physicians have the ability to diagnose
ang trsal sye ffz’is%s& hoawever, in g@&eraéi there is less compstition betwoen
opnthalmoelogists and non-ophthaimologist physicians {pediatricians, internists, family
oractice, and gensral oractice physicians; '%*a-ﬂ helwsan amnzha!f@mg sis and TRA-
certitied optometrists, who are both dirscted toward treating the same patienis for the
sama conditions

Current, raliable studies on patient safety in relation to TPAs s scant. The American
Academy of Ophihalmology has put 1ogether anecdotes on optomelrists’ emrors, byt
most of these occurred in DPA, not TPA, states. Ophthalmologists in North Carcling

Y]
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FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAL

alsg state thal many instances of oplometric malpractices have ocourred in thelr stats,
out that statement 18 challengead by North Cargling optometrisis,

Responsss to the Bureau's questionnaires sent 1o all the state beards of optomstry
indicated virtually none of the twenty-one respondents had any TPA-related
complainis,

After adopting its TPA law, Wisconsin reguired ils optometrists 1o report sach

agcmimstration of a TPA.  The reports made by the participating optomelrigts
indicated a very low rate of problems, although the first report was chalienged by the
Wisconsin  Acadermy of Ophthalmology, on the grounds that many purporied
reaiments were inappropriatg for the sialed condition.  Nevertheless, after two
years, Wisconsin dropped 8 reporting requirement.

Maine required oversight of TPA usage from September 1, 1987 1o January 30, 1890,
Owver that twenty-ning month reporting period, there were aporoximataly 30,000 TPA
adminisirations, with no raport Dy the administering oplometrisis of adverss reactions
Giher than logalized allergic reactions.

more recent opiomelry studenis in TPA states have had the benefil of the

training, the requirements for the older cptometrials (o becom
PA- ly include just classroom hours, or classroom hours plus a
mited amount of clinical sxpsrience. These "catph-up” provisions ganerally requirs
much fewsr classroom nours and clinical howrs than current optometry studsanis 2
TeCeiving,
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The issus of potential cost ;av%ngs derived from optometrisis’ THA ysage ha
componenis o Considern  mDact on cost for patients, impact on cost for health
insurers, and impact on cost for government programs.

] a8 %u@ E"m- ophthaimolcgists charge maore for 2 routine
el ?‘&iéﬁf‘? than @ggzﬁmazﬁ'gﬁza do, it is too simpiistic to equate this cost differential as
an indicaion ¢ & ent, Bl ;{:i 83 ﬁr%%med on cost savings by
oplometrisis in TPA sioies , = done in 3tales ?h&
have only rece s:zik and whose e::;:é: met fgs%;s ?ﬁ nave not had the
epportunity 10 rise to 5 & imporiant congideration as soms
hesalth care progr . ingiuging Maedica nd Medicaid, pay by the servics, not the
provider,  Unde ncentive for optometrists” faes o
rise o the same eg G roviging the same servics.

There is a trend In states with more recent TPA laws to report cost savings from
lower optometsisis’ fees, whils there s an opposite trend inn siates with oider TPA
laws 10 report that costs arg the sams.
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FINDINGS AND CONCLUSIONS/RECOMMENDATIONS

Ophthaimologists claim that their fees are lower when the total eye care episcde is
considered. However, the cited studies are not eguating equivaient services.

Ophthaimologists argue that as Medicaid and Medicars and private health insurance
pay according to the service and not the provider, optometrists who use TPAs can
and will inevitably raise their rates to the same schedule as pphthalmologists.

Optometrists claim they save patients money as they can treat them right in their
offices during their initial visit, thereby saving the cost of a referral.

Ophthalmologists argue that costs of optometric care are greater because i an
optometrist misses a diagnosis, there is an additional charge for the patient 1o return
to the optometrist or to seek out an ophthaimologist to correct the problem, which
may have deteriorated due to delay or improper treatment,

it may well be that cost savings vary from state to state, and may be dependent on
the extent of the drug formulary and the licensing requirements of each state.

As far as cost savings to heaith care providers, there was testimony that thers is
either no savings or an increased cost to health care providers under TPA laws. Of
the two local heaith insurance companies who responded 1o the Bureau's gueries,
one stated that there would be absolutely no cost savings to be passed on to
consumers and that it would expect costs to increase if a TPA law were passed, and
the other stated that it has been that company's expsrience that adding providers (o
medical plans generally results in increased costs o plan members and their
employers.

As far as the cost impact on governmental programs, such as Medicaid and
Medicare, the positicns taken on the impact of TPA legisiation echo that received
from private insurers: ophthalmologists take the position that costs are the same or
more, and optometrists take the position that cost savings will occur. The only study
cited dealt with old data and concerned examination ¢osts and not treatment.

The primary malpractice insurance breoker in the figld has stated that in fifteen years
they have never experienced an opicmetric malpractice claim directly related to

TPas. and have never had a rate increase based on optometrisis’ use of TPAS,

While some of the cost argumenis for each side ssem logical, they are difficuit 1o rely
upcn since little or no hard data are presented 10 support them.

There is considerable competition between ophthalimologists and optometrists for the
provision of primary aye care.
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The TPA laws in other states require little i any studies or reviews. A few states
initially required reporting of each administration of TPAs, but after a few years
dropped this requirement.

All states that reported indicate that they have more optometrists than
ophthalmologists, and that the optometrists are distributed more evenly throughout
the state. In general, optometrists appear to be both more accessible and more
available than ophthalmologists.

For the thirteen TPA staies that {imely responded to the Bureau's query, percentages
of TPA-licensed cptometrists ranged from a high of ninety-two percent to a low of
thirty percent.  The majority of respondenis had two-thirds or more of their
optometrists so Hcensed. The major factor in determining which states have a higher
number of TPA-licensed optomelrists is whether the state requires all incoming
optometrists to become TPA licensed. This ensures that all new optometrists are so
qualified and alsc gives an incentive to the existing optometrists to obtain TPA
licensure or be increasingly less competitive,

The Hawaii Optometric Association (HOA) and the Hawail Ophthalmological Society
(HOS) are in opposition on the issue ¢of a TPA law and track the positions of their
mainiand counterparts, with the optometrists favoring & TPA law and the
ophthalmologists coposed 1o it

HOA takes the position that current optometric education is sufficient preparation to
diagnose and treat eye conditions, and that TPA usage will cut consumer costs and
save time while still delivering quality eye care.

HOS contends that there is no demonstrated need for a TPA bill, that there are no
cost savings associated with a TPA law, that optometrisis’ training is insufficient, and
that patient safely would be compromised under g TPA law.

The two areas ¢ited as underserved in prior testimony, Waianae and Kailua-Kona,
have since had ophthaimologists open practices there.

Testimony on military usage of TPAs and the competence of optometrisis to do s0 is
in conflict.

Conclusions/Recommendations

Pl

i

The Legislature asked whether it was feasible to expand siate reguiatory practices to
include optometrisis’ use of TPAs. Yes. Forty other siates allow their pptomatrists
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FINDINGS AND CONCLUSIONS/RECOMMENDATIONS

to use some type of TPAS, with in general no serious proven sige effects. is therg 2
compsling need 10 adopt a TPA law in Hawail? Mo, While there appsars to be 2
certain amount of intersst, commercial and otherwise, in a TPA law, the level of
compelling need demonstrated. in terms of lack of or delayed treatment by
ophthaimologists that has led to significant patient impairment, has been minimal.
Tha Legislature's decision on this issue will depend on the wsight that it gives 1o
testimony on patient safety and the impact on costs.

One of the most difficult aspects of this study has been the lack of relevant hard data
from Hawail on tha issues, particularly with regpect to the need, i any, for a TFA law,
it iz ciear that both optometrisis and ophthaimologisis have a greal deal of
professional pride and see the issue very differently. If the Legislature wanis
create g pool of relevant data on the issue of need, the Legislature shouk
Board of Examingrs in @i}ii}meié‘? to collect reports of gl instances of "‘saf

racords should be stai’éfiﬁ with ths Board of Meadical Examiners for roview
comment. On an annual or biennial 5asis, the boards would report
inciuding the total number of patient visila each year for sach profession, along with
their interpretations of the data.

if a TPA jaw is adopied, opiometrisis should be heid to the same standards of care
and ligbility as are ophthalmologists.

I cost is a significant issue, the Lagislature might wani 1o think twice aboul adopting
2 TRPA law. The tentative indicalion is that while consumers may axperience a direct
cost aavwgs initially, these savings may disappear over time as optometrisis adiust
their rates upward, Local healin care insurance respondents indicals that a TRPA law
will not save money for consumers and their employers, and may in fact cost mora,
However, it does appear [0 be trug thal f oplomstric rates wers 1o risg, the inoreass
would not be caused by a0 increass in malpractics nsurance rales.

i |

it would be more convenient for Hawatl residents if a TPA law were 10 be adopied, a5
that would alimost irinle the number of providers avaiabie 10 handis simole eys he

problems. However, Hawail 8 in gég?a ral a smalisr and more urban glate than many
TPA states and the issus of accessibilily may be ong of conveniencs more than ragl
need. To the extent that it i3 the former, other cons s:ief‘*?ff*‘?s of safely and cost may

be more critical to the Legisiature’s decision-making.

into consideration the prior a_,%,assm i and olinio

a

ﬁ;};@ﬁet ¥ 3 L@@ms receive. | possible o structure this requirement 10 1ake
{

optometry graduates. This reqguirement i3 g logical o
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FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAI

the newer opiometry curriculum belfer prepares oplomealry students 1o diagnose and
treal than the egriler curricuiums.  The mere hundred hour classroom gourse that
some states require for current optomelrists is insufficient to protect the public
safety.

It the Legislature decides against enacting a TPA law at this time, and California,
where many Hawall oplometrists are trained, adopts 2 TPA law, the Board of
Examiners in Optometry should be required to report to the Legislature any changes
it discerns in the caliber of candidates for licensure. The report is necessary
because the Detler Hawaji optometrisis may choose 10 remain in California where
they can exercise their iraining 1o the fullest, whils those with less aptitude would
return 10 Hawaii,

A TPA statute could te crafted sither broadly or with varying degrees of narrowness,
depending on the Lagisiature’s decision on the issue. Given the number of questions
still surrounding this issue, a wide-cpen statute s not recommended as an initial
step. If a TPA statute is found to be warranted, 4 could be narrowed in a number of
ways, such as having the formulary designed by the Board of Medical Examiners
rather than the Board of Examiners in Optomelry, limiting the formulary, rastricting
the types of conditions that can be treated, instituting patient referral requiramaents,
andior requiring extensive raporting.

Although Hawail optometrists and ophthaimologists are opposed on whsther to enact
a TPRA statute, if ons is found 10 be warranted, the Legislature shouid reguest the
ophthaimcicgists, in the interests of public health and safety, 10 assist in the drafting
of such a stabite.
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Appendix A

378
HOUSE OF REPRESENTATIVES H . C . R . N O . H:TD_ 1

SEVENTEENTH LEGISLATURE, 1994
STATE OF HAWAI

HOUSE CONCURRENT
RESOLUTION

REQUESTING THE LEGISLATIVE REFERENCE BUREAU TO STUDY THE
FEASIRILITY QOF EXPANDING STATE REGULATORY PRACTICES TO
AUTHORIZE OPTOMETRISTS TQ USE THERAPEUTIC PHARMACEUTICAL
AGENTS,

WHEREAS, in 1985, Hawail joined other states in allowing
optometrists to use diagnostic pharmaceutical agents {(DPAs); and

WHEREAS, as a condition of this change, Hawail required all
optometrists licensed to use DPAs to report any and all adverse
effects for a two-year period, and no adverse effects were
reported; and

WHEREAS, all fifty states, the District of Columbia, and the
Territory of Guam authorize optometrisis to utilize DPAS; and

WHEREAS, thirty-seven states alsc authorize optometrists to
utilize therapeutic pharmaceutical agents (TPAs) as well as DPAs;
and

WHEREAS, optometrists in some of these thirty-seven states
are able to provide therapeutic services to patients in many
geographic areas not served by ophthalmologists, although that
may not be so in Hawali; and

WHEREAS, the Hawali Legislature has gone on record in the
past as encouraging competition in the marketplace when it may
result in a broader offering of services and lower prices for
consumers; and

WHEREAS, Hawaii has had difficulty in developing reciprocity
agreements for optometric licensing since most states allowing
reciprocity require comparable licensing standards and also
require optometrists to be licensed to use TPAs in their home
states; and

WHEREAS, the experience of the thirty-seven states that
currently authorize optometrists to use TPAs provides a database
that may help Hawaii to determine whether or not it should
authorize optometrists to use TPAs; now, therefore,
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reee H.C.R.NO. i&:

BE IT RESCLVED by the House of Representatives of the
Seventeenth Legislature of the State of Hawail, Regular Sessicon
of 19%4, the Senate concurring, that the Legislative Reference
Bureau is requested to study the feasibility of expanding state
regulatory practices to allow optometrists to use therapeutic
pharmaceutical agents, including but not limited to a
& comprehensive review of conditions in Hawall and the studies and
9 regulatory practices of other states regarding the following:

10

w1 U e (0 b

il {1} The use of TPAs in the eye care industry, which TPAs
iz are allowed to be used by optometrists in other states,
13 and the number and percentage of optometrists availing
i4 themselves of the opportunity to use these TPAs;

15

1s {2y Patient safety;

17

18 {3) The effect of expanded regulatory practices on

19 competlition between optometrists and ophthalmologists
20 and consumer ¢osts, incliuding consideration of Medicalid
21 and Medicare rate schedules;

2%

23 14y Studies and other reviews reguired by the states which
24 currently allow optometrists to use TPAs;

25

26 {5y Avallability and accessibllity of optometrists and

27 ophthalmologists in those states that allow the use of
28 TPAs in comparison tco Hawail, including but not limited
29 to:

30

31 {a) The hours of availability for routine and urgent
32 conditions;:

33

34 {b} The geographic distribution of Hawall's

35 optometrists and ophthalmologists: and

36

37 {cy The number of complaints of lack of access with
38 respect to Hawail's optomeirists and

39 ophthalmelogists;

40

41 and

42

43 {6y The impact that expanding the scope of optometric

44 practices may have on the cost of eye care not only to
45 the public, but also insurance carriers, and state and
46 federal governments;
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Page 3 H.C.R.NO. ¥,

and

BE IT FURTHER RESCOLVED that the Hawall Ophthalmological
Society and the Hawail Optometric Association are requested to
designate representatives authorized to speak on behalf of the
organization who may be consulted by the Bureau with respect to
issues in this study: and

BE IT PURTHER RESCLVED that the Bureau iz further resguested
to review expsriences and studies in Hawaii and other states,
including but not limited to Pennsvivania, Maryland, South
Carciina, and Wisconszsin, that may or may not have passed

legisliation allowing the use of TPAs by optometrists, including
problems relating to misdlagnosis and treatment of patlients as 2
result of allowing optometrists to prescribe varicus medications;
and
BE I7T FURTHER RESCLVED that the Insurance Commissioner is
reguested to obtaln data from and views of insurers authorized to
do business in this State regarding the following areas:
g
{1y All claims filed against optometrists who are licensed
to practice in this State:
{2} Potential increases in coptometrists’ liability and
malpractice insurance 1f allowed £o use TPAs; and
{3y Comparison of complaints and insurance rates in other
states before and after legislation allowing
optometrists to utilize TPAs;
and
BE IT FURTHER RESOLVED that the Board of Medical Examiners
is requested to obtain data on fraining requirements,

internships, and continuing education reguirements, including but
not limited to pharmacological and experiential reguirements, and
data on the guantity of eye medications prescribed, for each of
the following licensed physicians {medical doctorsj):

(1} Ophthalmologists:

(2) General practice physicians;

(3) Family practice physicians;
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{4) Internists; and
{5) Pediatricians;
and

BE 1T FPURTHER RESOLVED that the Board of Examiners in
Optometry is requested to obtain data on training reqguirements,
internships, and continuing education requirements, including but
not limited to pharmacological and experiential requirements, and
data on the guantity of eye medications prescribed by
optometrists; and

BE IT PURTHER RESOLVED that the Insurance Commissioner, the
Board of Medical Examiners, and the Board of Examiners in
Optometry are reguested to transmit their data and findings to
the Legizlative Reference Bureau not later than August 1, 1994 in
order tc gilve the Bureau adeguate time fo organize and analyze
the data and findings; and

BE IT PURTHER RESQLVED that the Legizlative Reference Bureau
is reguested to submit drafts of the study to the Hawaili
Ophthalmological Soclety and the Hawail Optometric Association
for external review for accuracy prior to submission to the
Legislature; and

BE IT FURTHER RESQLVED thaet the Legislative Reference Bureau
is requested to submit a report of the findings and
recommendations to the Legislature at least twenty days prior to
the convening of the Regular Session of 1995; and

BE IT FURTHER RESOLVED that certified copiles of this
Concurrent Resolution be transmitted to the Director of the
Legislative Reference Bureau, the Director of Commerce and
Ceonsumer Affairs, the Insurance Commissioner, the Chairperson of
the Beard of Examiners in Optometry, the Chairperson of the Board
of Medical Examiners, and the chief executive officers of the
Hawaii Ophthalmological Society and the Hawaii Optometric
Association.
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1252c(0200c) Seprember 23, 1994

_ ALASKA STATUTES

Title 8. Business and Professions.
Chapter 72. Optometry Law.
Ariicie 3. Untawfyl Acts.

Sec. 08.72.272. Use of pharmaceutical agents.

{a) A licensee may prescribe and wse 2 pharmaceutical agent §n the practice
of optometry if

{1) the pharmaceutical agent 13 a drug topically applied to the human eve and
its appendages; ang’

12} the person holds & icense endorsement issved by the board avthorizing
the prescription and use of pharmaceutical agents.

(b)Y A Ticensee may not purchase, possess, prescribe, or use 2 pharmaceytical
agent unless the licensee has obtained 2 license endorsement under AS 0B.72.175.

ALASKA BOARD OF EXAMINERS IN OPTOMLTRY
CHAPTER 48,
ARTICLE 1.
APPLICATION REQUIREMENTS.

12 AAC 48.027. PHARMACEUTICAL AGENT USE ENDORSEMENT.
{c) A Yicensee with an endorsement Yssued under this section may vse &
pharmaceytical agent in the practice of optometry 1f the pharmaceutical agent is
topically applied to the human eye and %ts appendages and 15 a drug
(1) ysed for examination purposes only, within the categories of
(A} toplically appiied anesthetics;
18} cycloplegics; or
{0 mydriatics; or
{2) within the category of miotics used, after consuyltation with an
ophthaimelogist or an optometrist who holds a pharmacsutical agent prescription
and use endorsement, for treatment of inadvertentiy induced angle zlpsure.

ABIZONA
ARIZOMA REVISED DTATUTES ANRQTATID

TITLE 32. PROFESSIONS AKD OCCUPATIONS
{HAPTER 5. OPTOMETRY
ARTICLE 7. GEMERAL PROVISIONS

5 32-1707. Definitions

In this chapter, uniess the context otherwise razauirss:

3. "Practice of the profession of optomelry” means the examination or
refraction of the human eyve and i11s 2ppendages and the smpiovment of any
ohisctive or sublertive means or methods other than surgery for the purpose of
diaznosing or trzating with fopical pharmazeutical azgents any visual, muscular,
spurciogical or anatomical znomalies of 1he eve, the use of any instrumsnt or
device o traln the visual system or correct any sbnormel condition of the zve
oy gyes and the presoribing, Ti9ting or empiovesnt of any lens, prism, Trame or

99



mountings for the correction or relief of or ald to the visual function,
provided that suyperficial foreign bodies may be removed from the eye and its
appendages. Optometrists may use toplcal pharmaceutical agents only after
first satisfactorily completing a course in ciinical pharmacology as reguived

in s 32-1722.

AREANSAS
ARKANSAS CODE ANNOTATED

TITLE 17. PROFESSIONS, OCCUPATIONS, AND BUSINESSES
SUBTITLE 3. MEDICAL PROFESSIONS
CHAPTER 89. OPTOMETRISTS
SUBCHAPTER 1. GENERAL PROVISIONS

17-89-101., Definition -- Applicability.

{a) The "practice of optometry”™ means.... The practice of optometry does not
include laser surgery or the administration of any drug by injection, the use of
prescription oral drugs, the use of controlled drugs, and the sale of
prescription drugs, with the exgeptiion of tontact lenses.

SUBCHAPTER 4. OPTOMETRIC DRUGS

17-83-403. Authority 10 possess, administer, and prescribe.

One who s engaged in the practice of optometry as a profession, as defined
in s 17-89-101¢(1), and who has the educaticon and professional competence, as
determined by the Arkansas State Board of Optometry, and who has satisfied the
educational reguirements established by the Arkansas State Board of Optometry
in general and ocular pharmacology...1s authorized to possess, administer, and
prescribe topically applied pharmaceutical agents limited to the general
categories of antimicrobial, antihistaminic, decongestants, anti-inflammatory,
antifungal, cycloplegics, mydriatics, miotics, dyes, analgesics, and
anesthetics.

ARKANSAS STATE BOARD OF DPTOMETRY
RULES AND REGULATIONS GOVERNING THE EDUCATIONAL QUALIFICATIONS FOR
OPTOMETRISTS WHO POSSESS, ADMINISTER, AND PRESCRIBE PHARMACEUTICAL AGENTS

ARTICLE VII - Diagnostic Pharmaceutical Agents Certification

Section -
For those optometrists holding only a DPA certificate, the following rules

and regulations shall apply.

Section Z-~
The following general categories of pharmaceytical agents are hereby

approved for use as diagnostic agents: Topical Anesthetics, Mydriatics,
Cyciopiegics, and Dyes.

ARKANSAS STATE BOARD OF OPTOMETRY
RULES AND REGULATIONS GOVERMING THE USE OF
THERAPEUTIC DRUGS FOR OPTOMETRIC CARE
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ARTICLE I ~ Use of Therapeutic Drugs

Section 1--
The following pharmaceutical agents are avthorized fo be possessed,

administered, and prescribed by a board-certified optomeirist. The
following agents are to be applied topically to the eye: anesthetics,
anti-allergy, antibacterial/antiseptic, antiblotic, antifungal,
angi-glavcoma, antihistimine/decongestant, artificial tear preparation,
anti-inflammatory, anti-inflammatory/antibiotic,
anti-inflammatory/antibacterial, decongestants, decongestants/astringent,
demuicents, dyes, emoilients, hyperosmotic agents, irrigation solution,
tubricants, mydriatics, miotics, mydriatic/oycioplegics, and
vasoconstrictors. The strengih and manper in which thess agents may be
possessed, agministered, and prescribed shail be in sccordance with the
reasonable standard of care accepted in the community in which the certifisg

optometrist practices.

Section 2--
Frior to beginning ths treatment of patients for glaucome, a certifies

optometrist shall consull with an opnthalmologist and deveiop 2 written
protocol.

#EST'S COLORADO REVISED STATUTES AMNOTATLD
TITLE 32. PROFESSIONT ARD DUCUPATIONS
HEALTH (ARL
ARTICLE 40. OPTOMETRISTS

g }2-40-102. Practice of optometry defined

{4} The classes of pharmaceutical agents approved for optometric use for
gxamination purposes under this section are topicaily azpplied mydriatics,
mictics, cyclopiegics, and anesthetics.

{5) The ¢lasses of pharmaceutical agenis and the procedures approved Tor
optometric use For treatment of the anterior segment of the ey, Including
prescription, by ceriified thervapevtic oplometrists For treatment purposss
ynder this section are a5 follows: Topical and oral antimicrobials {sxcept
oral antiviral and oral antifungal agenis), topical and oral antihistamines,
topical anitinflamsatory agents, and n0 more than .6 grams of codeing per ons
hundred mi11it1ters or ot more than thirty mililgrams per dosage unit, with
ong or wore active, nomnarcolic analgestc agredients in recognized therapeuile

amounts; ...,

COMBECTIOUT GENERAL STATUTES AMNOTATID
TITLE 20. DAAMINING BOARDE AND PROFESSIONAL LICENSES
CHAPTER 380. OPTOMETRY

5 20-127. Definition.
{a) For the purposes of this chapter:
(2> The “"practice of optometry® means any one or more of the following

practices and procedures:
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{B) the use of tests, instruments, devices, ocular agents-D, ocular
agents.T and ....

(3> “opcular agents-D" mean:

(A topically administered agenis used for the purpose of diagnosing visual
defects, abnormal conditions or the diseases of the human eye and eyelid
known generally as cycloplegics not to exceed one {17 per cent, mydriatics
other than phenylephrine hydrochioride ten {10} per cent, and topical
anesthetics, which are administered topically for the examination of the
human eye and the analysizs of orular functions,

(LY fluorescein and similar dyes used in fitting contact lenses.

The drugs deseribed in subparagraph & of this subdivision may be acguired
and ussed only for diagnostic purposes. HNothing in this subdivision shali be
constryed fo allow an optomeirist o acquire or use z conirciled substance
listed under section 21a-243.

{4 "ocuylar agentz-T" mean:

{A} topically administzred opthalmic agents used for the purpose of
treating or allevialting the effects of diseasss or abnormal conditions of
the human eye or eyelid sxciuding the lacrimal drainage system, lacrimal
giand and struciures posterior to the iris, but including fhe treatment of
iritis, excluding allergsns, alpha adrensrgic agonists, antiparasitics,
gntifungal agents, antimeiaboiites, antineoplasiics, beta adrenergic
bigcking agent, carbonis anhydrase iphibitors, collagen corpeal shieids,
eningphrine preparations, miotics used for the treatment of glaucoma,
temporary c¢oliagen implants, and succus cineraris maritima;

{B} orzlly administered antibictics, antihistamines and antiviral agents
ysed for the purpose of treating or alleviating the effects of dissases or
abnormal conditions of ithe human eve or evelid excluding the lacrimsi
dratnage system, Jaorimal gland and s$tructures posterior 1o the iris, hub
inciuding the {reatment of iritis; ang

€y oraily administered anzligesic agents used for the purpose of
alleviating pain caused by diseases or abnormal conditions of the human eye
or eyelid excluding the lacrimal dralnage system, lacrimal gland and
structures postericr to the iris, but including the treatment or iritis,
Ocular agent-T7 does not include any controlied substance or drug
administered by injection.

DELAKARE CODE AMNOTATED
TITLE 24. PROFESSIONS AND OCCUPATIONS
CHAPTER 21. OPTOMETRY

5 2107, Definition of practice of optometry,

{a) ... the use of prescription of pharmaceutical agents for the diagnosis
and treatment of ocular diseass; ... provided that the Ypractice of ocoftometry”
does not include surgery or the use of narcofics, or therapsutie lasers.

(b} For purpose of this Chapter, the classifications of the practice of
optometry shall be defined as:

(2} Dlagnostically certified optometrisis shall be permitted to perform the
duties of a non-diagnostically certified optometrist. In addition, he/she may
use the following drug groups:
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i. Topical anesthetics,
1. Mydriatics,
11, Cycloplegics.
iv. Hiptics.
{3} Therapeulically certifled optometrists 3hall be permitted to perform the

duties of &

diagnostically gertified oplometrist. In addition, 2

therapeutically ceriified optometrist may use and/or prescribe the foliowing
pharmaceutical agents for the treatment of ocular dissases and conditions:
. Topical® and oral administration;

{al
(ks

{5}

e
.

o )
kAT P 4 4,

oy
it

BORDA

R

Bule

A
i

Antiblistamine: and decongestants.

Antiglaucoma.

Anaigesics (non-controlleds

Antibiotics,

gl agministration only

Avtonomics.

Anesinetics.

Anti-infertives, ingiuding antivirals and antiparasitics
Anti-inflammatoriss

FLORIDA ADHINISTRATIVE CODE ANNOTATID
TITLE Y. DEPARTHMENT OF PROFERSIORAL REGUIATICH
SUBTITLE 210, DOARD OF opT0HETaY
CHAPTER 290-18. TOPICAL OUULAR PRARMACEUTICAL AGERTS

T0-18.002 Formulary of Topleal Doulsr Pharmacsulicsl Agents.

The topical ocular pharmaceutical FTormulary consists of pharmacsutical agents

which 2
praciize

certified ontometrist 15 gualified 4o administer and prescribe in the

of optometry pursvant to Section 483.0058{(4:(3), Florida Statutes. as

gcreated by Ssction 6, Chapler 80-289, Laws of Florlda. The following topigal
orelar pharmaceylical apents are inciuded in the formulary:

{12
{a:
{b}
()
{d:
{g}
(¥
(gl
{22
(a2
{h
3
{a
{b>
{c}
(4
{a)
(b}
{c)
(d)

CYCLOPLEGIC AND MYDRIATICY

Atropine Sulfate - 0.5%, 1.0%

Scopciamine HEr - 0.25%

Homatropine HBr - 2.0%, 5%

Tropicamide - £.5%, 1.0%

Phenylephrine HC1 -~ 2.5%

Cyclopentolate HOY - 0,52, V.04, 2.00
Hydroxyamphetaming HBr - 1.0%

HYDRIATIC COMBINATIONS

Cyclopentolate HCY - §.2%/Phenylephring HCY - 1.0%
Hydroxyamphetamine HBr -~ 1.0%/Tropicamide -~ 0.25%
LOCAL ANESTHETICS

Tetracaine - 0.5%

Proparacaine HCY - 0.5%

Benoxinate HCY1 - 0.4%/ Fluorescein Sodiem 0.25%
DIAGNOSTIC PRODUCTS

Fluorescein Sodium - 2.0%

Fluorexon - 0.35%

Rose Bengal - 1.0%

Glycerin
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(%) DPHTHALMIC DECONGESTANTS/ ANTIHISTAMINE COMBINATICNS

(a) Epinephrine HCI1 - O.1%

{b) Naphazoiine HC] - Q.012%, 0.02%, 0.025%, 0.03%, 0.05%, 0.1%

(¢} Anatpzoline Phosphate - 0.05%

(&) COMBINATIONS

(a) Phenylephrine HCY - (.125%/ Pheniramine Maleate - 0.5%

(b) Phenylephrine HCT -~ 0.12%/ Pyrilamine Maleate 0.1%/ Antipyrine 0.1%

{¢) Naphazoline HCY - 0.025%/ Pheniramine Maleate 0.3%

{d) Maphazoline HC1 - 0.05%/ Antazoline Phosphate 0,05

(7> ANTIBIQTICS

{3) Tetracycline

{b) Erythromycin

{¢) Bacitracin

{d) Polymyxin B./Bacitracin

(e} Polymyxin B. Neomycin, Gramicidin

{f) Chiortetracycliine

{g) Gentamicin

{h) Tobramycin, commercially available, 0.3% or less

{i) Norfloxacin MSD ~ 0.3%

{3) Polymyxin B. Sulfate/Neomycin Sulfate

(k) Polymyxin B. Sulfate/Oxytetracyciine HCI

{1; Polymyxin B. Sulfate/Neomycin/Bacitracin Iinc

{m) Ciprofloxacin HCI - G.3%

(B SULFONAMIDE

{a} Sodium Sulfacetamide - 107, 15%, 30%

(p) Suifisoxazole - 4.0%

(c) Sylfacetamide - 15.0%/ Phenylephrine - D.125%

(%) STEROIDS

{a} Medrysone ~ 1.0%

{b) Prednisolone Arcetate - 0.12%, 0.125%% and 1.0%

{0} Predniszolone Sodium Phosphate - 0.125%, 0.25%7, 0.5% and 1.0%

{d) Fluorometholone - 0.1% and 0.25%

{e) 0.25%, 0.05% Dexamethasone Sodium Phosphats

(f3 0.1% Dexamethasone Phosphate

{g) 0.V% Dexamethascne

Ch) Fluorometholone Acetate - 0.1%

(10> STEROID /ANTIBIOTIC COMBINATIONS

{a) Prednisolone Acefate ~ 0.20%, 0.25% and 0.5%/ Sodium Sulfacetamide

¢h} Predniscolone Sodium Phosphate - 0.29%% and 0.5%/ Sodium Suilfacetamide 10%

{c} 1.5% Hydrocortisone Acetate/0 5% QOaytetracycitne {as HCI)

{(d) 1.5% Hydrocortlsone Acetate/0.5% Heomycin Sulfate

{e) 0.5% Hydrocortiscne Acetate/0.5% Neomycin Sulfate

{f) 1.0% Hydrocortisone Acetate/0.5% Neomycin Sulfate/ 14,000 Units Polymyxin
B Sulfate/ml

{g) 0.25% Prednisolong Acetate/0.5% Neomycin Suifate

(h) 1.0% Hydrocortisone/ Q.50 Heomycin Sulfate/ 400 Units Bacitracin Zinc/ gm
10,000 Units Polymyxin B Sulfate/m!

{1) 0.25% Prednisolone Acetate/ 0.5% Neomycin Suylfate

(3> 1.0% Prednisoione/0.3% Gentamicin Base

(k) 0.3% Tobramycin/0.1% Dexamethasone

{1) Prednisoione Acetate - O.5%/Neomycin Suifate 0.5%/10,000 Units Polymyxin
B Sulfate/m!

{m} Dexamethasone Phosphate -~ O.1%/Neomycin Sulfate 0.5%

(n) Dexamethasone - 0.1%/Neomycin Sulfate - 0.5% and 10,000 Units (Polymyxinm)

B Sulfate/m)
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{0} Dexamethasone Phosphate - 0.08%/Neomycin Sulfate eguivalent fo 0.35%
Neomycin base

(p) Polymyxin B Sulfate 10,000 Units/ml Trimethroprim 1 mg/ml

{q) Flyoromethplone -~ O0.1%/Sodium Sylfacetamide 10%

{11} NON-STERCIDAL ANTI-INFLAMMATORY AGENTS

(a) Diclofenac Sodium - 0.1%

(12) ANTIVIBAL AGENTS

{a) Idoxuridine - 0.1%, 0.5%

{b) Vidarabine - 3.0%

{¢) Trifluridine - 1.0%

(13> ANTI-GLAUCOMA AGENTS

{a) Beta Blockers

1. Betaxolol HCY - 0.25%, 0.3%

2. Levobunolol HCY - 0.25%, D.5%

3. Metipranolol HCI - 0.3%

4. Timolol Maleate - 0.25%, 0.5%

8. Carteolsl HCY - 1.0%

{(b) Sympathomimetics

1. Dipivefrin - 0.1%

{c) Miotics, Direct-acting

}. Carbachol 0.75% - 3.0%

2. Pilocarpine HOY 0.25% - 6.0%

3. Pilocarpine gel 4.0%

4. Ocylar Therapeutic System 20 mcg Pllocarpine/hr for one week
. Dcular Therapeutic System 40 mecg Pilocarpine/hr for one week
{14) STEROID/CYCLOPLEGIC COMBINATIONS
{a) Prednisolone Acetate - 0.25%/Atropine Sulfate 1.0%

{15) MISCELLANECQUS

{2} Hydroxypropyl Celiulose Ophth Insert
{b) Sodlum Chioride, Hypertonic - 5.0%
(¢} Cromolyn Sodium - 4.0%

{d> Ophthalmic Irrigation Soluticn

{e} Dapiprozols

w

GEORGIA
CODE OF GEORGIA

TITLE 43. PROFESSIONS AND BUSIRESSES
CHAPTER 30. OPTOMETRISTS

43-30-1. Definitions.
As used in this chapter, the term:

(23 (A) "Qptometry” means .... Nothing in this chapter shall prohibit the
use, administration, or prescription of pharmaceutical agents for diagnostic
purposes and Ireatment of ocular disease in the practice of optometry ....

(B} The board shall establish by rule a 11st, which may be modified from

time to time, of pharmaceutical agents which optometrists shall be aliowed to

use for treatment purposes.

{C) A doctor of optometry shall not administer any pharmaceutical agent by

injection.

(D) Pharmaceutical agents which are used by a doctor of optometry for

treatment purposes and administered orally may only be:
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{1y Schedule II1 or Schedule IV rontroiled substances #hich are oral
analgesicsy;

{113 Used for ocular pain: and

{111) Used for ne more than 72 hours without consultation with the
patient’s physician.

{E) Pharmaceutical agents which are used by a doctor of oplometry for
treatment purposes and administersd toplcally thall be subject to the
foliowing condlitions only when ysed for the treatment of glaucoma:

€4y If the pharmaceutical agent i3 2 beta blorker, an optomefrist cerfified
Fo use pharmaceutical agents For treatment purposss must take a complete
% ?§f&$?} and ﬁg%%?%éag %h%?%%? the patient has had a physical
ear. IF *%g @ﬁ%%%ﬁ% hat not Bad such a

323
)
L]
j,‘}&"
b
[
.m :

i

b
i
o, 6 v 4
Y
ty

IO

-
pok

L R N s OF
A

o,

M oop o

s

430-10-.03
guents may be used For treatment purposes,
of optomstry wno has heen certifisd _

to use pharmeteuileal agents For freatment

{13 Ths
in wwioding ozula i, by ¢
pursuant to 0.C.5.A. 43-30-1(23 (A
CUTDO%ES!:

{83 Aceiaminouhen;
{b) Antazoline;

{23 Atropine;

{4} Aproclonidens;
{g) Aspiring

{F}) Baclitracin - 1n ophihainic compounds;
{g} Betaxoloi;

thy Caffeineg;

{1y Carbochol;

{3} Carteolol;

{3y Chiortetracyliineg;
(1) Ciprofioxacing
{m) Codelne;

{n) Cromolyn sodium;
(o) Cyclopentolate;
{p) Dapiprazols;

{q) Demecarium;

{r) Dexamethasone;
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t5) Diclofenac;

(t) Dihydrocodeine;

{y) Dipipvefrin;

(v} Echothicphate;

{w) Epinephrine;

{x) Epinephry! Borate;

{y) Erythromycing

{z) Fluorometholone;

{aa) Gentamicin,

(bbb} Gramiciding

(o) Homatroping;

{dd} Hydrotodons,

{eg} Hydrocortisons - in ophthalmic compounds;
() Mydroxuropyl methyicelluiose;
{gg) Idoxuridine;

{hhy Isoflurophate;

{91} Hetorniar Tromethaming,
{31) Leyohunoicl;

(ki Levorabasting H(CY,

(11} Lodoxamide:

{mm} Medrysone;

{nny ¥elipranolol;

(oo} Maloupne;

{pp’ Maphazoline;

{ggq) Matamycin;

{rry Heomvein,

{ss) Horfioxacin;

{+t) OFloxacins;

{94) Qxytetracyciing:

{vy) Pentazoting;

{ww} Pheniramine - in ophthalimic compounds:
{xx2 Physostigmineg;

{yy) Piligcarpineg;

(zz? Polymyxin B;

{aaa} Prednisolone;

{(bbb) Propoxyphene;

{ccey Pyrilamine - ophthalmic compounds;
{ddd} Sodium chioride;

teee) Sulfacetamide sodium;
(FFf) Sulfisoxazole diolaming;
{ggy’r Suprofen,

{hhh) Tetracycline;

{114 Timolol:

334 Tobramycing

{kkky Trifluriding;

{111} Trimethoprim;

{mmm) Yidarabine;

{nnn} Vitamin A

{2) An optometrist certified to use therapeutic agents pursuant to 0.C.G.A.
43-30-1(2)(4), shall only use those agents as authorized under 0.C.G.A.
43-30-1023(DI(EX{F), A doctor of optometry shall not administer any
pharmaceutical agent by injection.
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(3) Any of the therapeutic agents listed in subparagraph (1) above io be
used as an oral analgesic for ogcuiar pajn shail be limited to Schedyle 111 or

Schedule IV.

IDAHO
IDAHC CODE

TITLE 54, PROFESSIONS, VOCATIONS, ARD BUSIHESSES
CHAPTER 15. OPTOMETRISTS

541807, Practice of opiometry defined.

3. EZmploy in the sxamination, dlagnosis, or itreatment of ancther. any means,
inciuding the use of diagnostic pharmacteutical agents and pharmaceutical agents
for therapeytic wse, for the measuyrement, improvement, or development of any or
211 functions of human vision or the assistance of the powers of range of human
viston or the determination of the accommodative or refractive status of human
vision or the scope of tis functions Ip general. The state board of optomeiry
may, pursuant to regulations adopted by 1%, issue a certificate to oplometrisis
ticensed in this state avthorizing the optometrist fto prescribe, administer and
dizpense such therapeutic pharmaceutical agents for the ireatment of conditions
of the eye and/or eyelid, as aporoved by the board of optometry and as
igentified In rules and reguiations adopied by the board of optometry,

RIKES OF IDAHD STATE BUARD OF OPTOMETRY

7. BOARD CERTIFICATION OF (PTOMETRIST AUTHORIZLD TO OBTAIN AND USE TOPICALLY
APPLIED PHARMACILTICAL AGENTS {Referance - Sectlons 54-1501, 34-1308(7) and

34615080163, idaho Code)l

a2, Optometrists who have obtained a certificate from the Board of Optomeiry
agthorizing them fo prescribe, administer and cdispense therapeutic
pharmaceutical agents shall obtain, from pharmacists licensad by the State of
Idaho, or from any other source, and use only those agents tisied below:

I A1 topical ophthalmic products having documented optomelric use In ihs
human eve or eye 1id. A1Y oral medications having documsnted use in the
treament of the human eys and/or aye 17d excluding Schedule T and 11 marcofics.

WEST'S AMMOTATED INDIAHA CODE
TITLE 25. PROFESSIONS AND DCCUPATIONS
AATICLE 26. PHARMACISTS, PHARMATIES, DRUG STORES
CHAPTER 15. IHDIAHA OPTOMETRIC LEGEHD DRUG PRESCRIPTION ADVISORY COMMITIEE.

25-26-15-19 Administration of legend drugs

Sec. 1%, {(a) Optometrisis may administer topical diagnostic Jegend drugs
limited %o

{1} miotics;

(23 mydriatics;

{3} anesthetics; and

{4) cyclopiegics;
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without holding a certificate issued under this chapter. These pharmaceutical
agents may be applied in diagnostic procedures only as a part of an examination
of the eye.

(b) The board may authorize optometrists hoiding a certificate issued under
this chapter to:

(1) administer for therapeutic use;

(2 dispense; or

{3) prescribe;

legend drugs that are included in the formulary established by the committee
under section 13 of this chapter, in the treatment Of any condition of the eyve
or the associated structures of the eye.

INDIANA ADMINISTRATIVE CODE
TITLE 857. INDIANA OPTOMETRIC LEGEND DRUG PRESCRIPTION ADVISORY COMMITTEE
ARTICLE 2. FORMULARY OF LEGEND DRUGS
RULE 7. GENERAL PROVISIONS

857 IAC 2-1-1. APPLICABILITY

Sec. 1. This article establishes a formulary of legend drugs that may be
prescribed, dispensed, or administered by an optometrist licensed in Indiana
and certified under IC 25-26-15 and this title.

857 JAC 2-1-2. LEGEND DRUGS NOT LISTED IN THE FORMULARY

Sec. 2. AlY Yegend drugs which do not fall into the categortes 1isted in the
formulary as found in 857 JAC 2-3 are specifically excluded from use by an
optometrist except for topical diagnostic legend drugs which an optometrist
may administer under IC 25-26-15-1%9(aJ.

857 IAC 2~-1-5. INJECTABLE PROHIBITION

Sec. 5. Optometrists shall not prescribe, dispense, or administer injectables
by any means.

IRDIANA ADMINISTRATIVE CODE
TITLE 857. INDIANA OPTOMETRIC LEGEND DRUG PRESCRIPTION ADVISORY COMMITTEE
ARTICLE 2. FORMULARY OF LEGEND DRUGS
RULE 3. FORMULARY

857 IAC 2-3-16. FORMULARY OF LEGEND DRUGS LISTED BY CATEGORY

Sec. 16. {(a) Legend drugs which fall into the following categories are
independed for treating the eye or associated structures of the eye:

{1) Topically applied drugs.

(2) Oral antihistamine drugs.

{3) Orai decongenstant drugs.

(4} Oral antimicrobial drugs.

(5 Oral nonsterpidal anti-inflammatory drugs (NSAIDs).

{6) Oral antiglaucoma drugs.

{(b) Controlied substances as defined in IC 35-48-1 are prohibited from use by

an optometrist,
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IOWA
I0MA CODE ANNOTATED
TITLE VIII. THE PRACTICE OF CERTAIN PROFESSIONS AFFECTING THE PUBLIC HEALTH
CHAPTER 154. QPTOMETRY

154.1. Optometry--certified licensed optometrists-~therapeutically certified
cptometrists

Certified 1icensed optometrists may employ cyclopiegics, mydriatics and
topical anesthetics as diagnostic agents topically applied to defermine the
condition of the human eye for proper opfometric practice or referral for
treatment to 2 person licensed under chapter 148 or 150A. ..

Therapeutically certified optometirists may employ the faé?owﬁag
pharmaceuticals; topical) pharmaceutical agents, oral antimicroblal agents, oral
antihistamines, oral antiglaucoma agents, oral analgesic agents, and
notwithstanding section 147.147, may without charge supply any of the above
ltgted pharmaceuticals to commence a course of therapy.

EANSAS
KANSAS STATUTES ANKOTATED

CHAPTER 65. PUBLIC HEALTH
ARTICLE 15. REGULATION OF OPTOMETRISTS

£5-1501. Practice of optometry defined; standard of care 1n use of topical
pharmaceutical drugs,
{a) The practice of optomeiry means:
{b) The practlice of optometry shall not include: (1) The managemeni and
treatment of glaucoms;

65-1501a. Definitions.

For the purposes of this act the following terms shall have the meanings
respectively ascribed to them unless the contest requires otherwise:

thy “Topical pharmaceutical (rugs” means drugs Known generically as
anesthetics, mydriatics, cycloplegics, anti-infectives and anti-inflammatory
agents, which anti-inflammatory agents shall be limited to a fourteen-day
supply, administered topically and not by other means for the examination,
diagnosis and treatment of the human sye and i1ts adnexas.

KERTUCKY REVISED STATUTES ANNOTATED
TITLE 0V, CUCUPATIONS ARD PROFLSSIONS
CHAPTER 32C. OFTOMETRISTS

g 320.240. Beard's meetings, officers, powsrs, and dubies.

{13 The board may zuthorize persons engaging in the practice of optometry
undar the provisions of this chapter 1o administer diagnostic pharmageutical
agents limited o miotics for emergency uss only, mvdriatics, cyclioplegics, and
anesthetics applied topically only, but exciuding any drug ¢lassified as &
tontroiled substance pursuant o ¥RS Chaoter 278A. These pharmacsutical agents
shall be applisd in dizgnostic procedures only as part of an eye sxaminalion.

110



{14} The board may authorize only those persons who have gualified for use of
diagnostic pharmaceutical agents as set out in subsection (13) of this section
to utitize and prescribe topical therapeutic .pharmaceutical agents in the
examination or treatment of any condition of the eye or 1ts appendages. ....

(15) Any optometrist authorized by the board to utilize diagnostic
pharmaceutical agents shall be permitted to purchase for use in the practice of
optometry diagnostic pharmaceutical agents 1imited to miotics for emergency use
only, mydriatics, cycloplegics, and anesthetics to he applied fopically only.
Any optometrist authorized by the board to utilize topical therapsutic
pharmaceutical agents shall be permitted to prescribe in the practice of
optometry toplical therapeutic pharmaceutical agents.

LOUISIANA STATUTES ANNOTATED
REVISED STATUTES
TITLE 37. PROFESSIONS AHD OCCUPATIONS
CHAPTER 12. OPTOMETRY

s 1041, Definitions

As used in this Chapter, the following terms have the meaning ascribed fo them

in this Section, uniess the context clearly indicates otherwise:

(4} "Diagnostic and therapesutic pharmaceutical agent” means any chemical in
solution, suspension, emulsion, or ointment base other than a narcotic, when
applied topically that has the property of assisting in the diagnosis,
prevention, treatment, or mitigation of abnormal conditions and pathology of the
human eye and 1ts adnexa, or those which may be used for such purposes, or oral
antibiotice, and oral antihistamines only when used in treatment of disorders or
diseases of the eye and its adnexa.

MAINE
MAINE REVISED STATUTES ANNOTATED

TITLE 32. PROFESSIONS AND OCCUPATIONS
CHAPTER 34-A. OPTOMETRISTS
SUBCHAPTER 1. GENERAL PROVISIONS

s 2411, Definitions

1. Practice of optometry. The practice of optometry is defined as any one or
any combination of the following practices:

3. Pharmaceutical agents. "Pharmaceutical agents” means fopical medicinal
diagnostic and therapeutical! substances for use in the diagnosis, cure,
treatment or prevention of ocular disease.

4, Diagnostic pharmaceuticals. "Diagnostic pharmacevticals” means those
pharmaceutical agents required to detect and diagnose an abnormal condition or

eye disease,

5. Therapeutic pharmaceuticals. “Therapeutic pharmaceuticais™ means those
pharmaceutical agents required to prevent, manage or treat abnormal ocular
conditions or diseases, excluding glaucoma.
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Nothing in this section may be construed fto permit the optomelric use of
pharmaceutical agents which are:

A. Controlled substances as described in the United States Code, Title 21,
Section Bi2;

B. Any pharmaceutical agent administered by subdermal injection,
intramuscular injection, intravenous injection, subzutanecus injection or
retrobulbar injections; and

C. any pharmaceutical agent for the specific treatment of a systemic diseass.

Hotwithstanding any other provision of this Act, an oplomeirist may dispense,
prescribe and administer nonlegend agents,

HAINE BOARD OF OPTOMETRY
BULES OF BRACTICE

AUTHORIZED DIAGRDSTIC PHARMACZUTICAL AGENTS
Topical Apssthetics:
Froparacaine hydrochloride (5% {Ophihaine)
Benocinate hydrochlioride 4% (Dorsacaine’
Mydriatics:
Hydroxyamphatamine hydrobromide 1.00% {(Paradrinsgl
Prhenylephrine hydrochioride 2.5% (Heo-synephrine)

HINBESOTA STATUTES
HEALTH
CHAPTER 143, PUBLIC HEALTH OUCUPATIONS, LICENSING
CPTOMETRIETS

148 571 USE OF TOPICAL OCULAR DRUGS.

Subd. 2. Urugs specified. For purposes of sections 148.57, subdivision 3,
and 148.571 to 148.574, "topical ocular drugs” means:

{1) commercially prepared topical anesthetics as follows: proparacaine H{Y
0.5 percent, tetracaine H(Y 0.5 percent, and benoxinate HCY 0.4 percent:

{2} commercially prepared mydriatics as follows: phenylephrine HCY in
strength not greater than 2.5 percent and hydroxyamphetamine HBr in strength
not greater than 1 percent; and

(3} commercially prepared cycioplegics/mydriatics sz follows: tropicamide in
strength not greater than 1 percent and cyciopeniciate in strength not grester
than 1 percent.

148.575 USE OF TOPICAL LEGEND DRUGS; LIMITATIONS; REPORTS.

Subd. 1. Authority to prescribe or administer. A licensed optometrist who {s
hoard certified under section 148.57% may prescribe or adeinister ifopica’ legend
drugs to aid 1n the diagnosis, cure, mitigation, prevention, treatment, or
management of disease, deficiency, deformity, or abnormality of the human eye
and adnexa.
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MISSISSIPPI CODE ANNOTATED
TITLE 73. PROFESSIONS AND YOCATIONS
CHAPTER 19. OPTOMETRY AND OPTOMETRISTS
USE OF DIAGNOSTIC PHARMACEUTICAL AGENTS

5 73-19-103. Duties of state boards of optometry, medical licensure and
pharmacy; retords,

€2} .... The auythorized use of such diggnostic pharmaceutical agents shall
be specifically limited to those pharmaceytical agents which, when appiied
topicaily to the eye, are ytiiized in a prescribed manner 10 assess pcular
conditions for the purposse ¢f referring any deviation from the normal fo 3
physician for treatment. The pharmaceutical agents so authorized shall be
Timited to the following classes: anesthetics, mydriatics, cycloplegics, dyes
ang over-the-gounter drugs.

s 73-18- . fciation # not available at this time]

{2} The therapeutic pharmaceutical agents that may be prescribed and used by
an optometrist certified under Sections 3 through & or this act shall be limited
to the following:

{a) Topical pharmaceutical agents; and
{8} Over-the counter medications.

MISSOURI
VERNON'S ANNOTATED MISSOURI STATUTES

TITLE XXII. OCCUPATIONS AND PROFESSIONS
CHAPTER 336. DPTOMETRISTS

336.220. Pharmaceuticals, certification for administering--types which may be
administered defined--removal of superficial foreign bodies--referral to
physician reguired, when

1. The state board of optomeiry may adopt reascnable rules and regulations
providing for the sxamination and certification of registered optometrisis who
appiy to the board for authority to administer pharmaceutical agents in the
practice of optometry. Such pharmaceutical agents may be "fopically appiied
diagnostic pharmaceutical agents® or "therapeutic pharmaceutical agents™, As
used in this section, the ferm “topically applied diagnostic pharmaceutical
agents” means anesthetics, mydriatics, and cycloplegics, and the term
“therapeutic pharmaceutical agents” means topical and oral anti-microbial
agents, anti-histaminic agents, topical anti-inflammatory agents and oral
analgesic agents.

MISSOURI STATE BOARD OF OPTOMETRY
4 SR 210-2.080 Certification of Opiometrists 1o use Pharmaceutical Agents.

(4) Use of oral analgesic agents shall be limited to those specific uses as
follows:
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(A) Prior to the administration of oral analgesic therapy, 2 complete and
careful history of current medications and past drug allergies and sensitivities
must be documented in the record, with particular attention to interaction of
analgesics with other systemic medications. Optometrists using these agents
must be thoroughly familiar with the interactions of these drugs with other
systemic medications;

{B) Prescription strength oral analgesic agents and particulariy controlled
substances are rarely required for the reifef of pain in ocular conditions.
Therefore, they may be used only for pain of which the etiology can be clearly
demonstrated and in which, in the judgment of the optometrist, sufficlent relief
would not be obtained with noncontrolied sybstances;

(€} Gcular pain may not be treated with controlled substances over
forty-gight (48) hours without referral or consultation with a physician skitled
in the treatment of the eye uniess marked improvement in the underlying
condition can bhe demonstrated;

{0) Mhen prescribing oral analgesic agents which are ¢categorized as
controiled substances, only schedule III, IV, and V oral agent: that have besn
shown to be effective for ocylar pain may be prescribed;

(£ Prescriptions for tontrolled substances may not exceed in number the
recommended analgesic dosage for the duration of the prescription;

{F} Prescriptions for controlled substances may not be refiilad without
further examination and follow-up care; and

(G} Optometrists may not maintain inventories of controlled substances for

dispensing or administering.

MONTANA
MONTANA CODE ANNOTATED

TITLE 37. PROFESSIONS AND OCCUPATIONS
CHAPTER 10. OPTOMETRY
PART 1. GENERAL

37-10-101. Definitions —- practice of optometry.

{1) The practice of optometry is the profession constituting the art and
science of visual care and is hereby defined to be any one of the foliowing
acts:

(b} the employment of any optometric means, excluding the use of surgery, for
the purpose of detecting any condition of the process of vision that may have
any significance in 2 complete optometric eve and vision examination, inciuding
the employment and administration of drugs topically applied for examination
purposes, tTimited to cycloplegics, mydriatics, topical anesthetics, dyes such
as fluorescein, and for emergency use oniy, miotics;

{d) the administration, dispensation, and prescripiion of the oral analgesics
todeine, propoxyphene, hydrocodone, and dihydrocodeine, alone or in combination
with nonscheduled or nonregulated drugs; and

() the administration, dispensation, and prescription of those topical
drugs approved by the board for use in ocular treatment Vimited to the anterior
segment of the eye and adnexa. Glaucoma may not be treated.

MONTANA BOARD OF OPTOMETRISTS
CHAPYER 36
SUBCHAPTER 7
DIAGNOSTIC PHARMACEUTICAL AGENTS
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13 Upon Yicensure or certification, the

perm%ssz%%e ﬁrugs are as fei}ows
{a) Mydriatics
(1)  Phenylephrine Hydrochloride
£i1)  Hydroxyamphetamine Hydrobromide
(b Cycloplegies(i?
1) Tropicamide
{11) Cyclopentolate
{941} Homatropine Hydrobromide
(iv) Atropine Sulfate
(¢} Topical Anesthetics
{1}  Proparacalne Hydrochlorids
{11) Benoxinate Hydrochloride
{1431} Piperocaine Hydrochiloride
{4y Miotic, only in the evern? of an emergency and after gonsulfation with
physician
{1} pliocarpine hydrochioride

SUBCHAPTER B
THERAPEUTIC PHARMACEUTICAL AGENTS

{5 Gn%y the +G§%:a§ pharﬂacedt cal ageﬂts gescribed in ARM B.36.804 can be
administered, dispensed or prescribed by Montana certified optometrists,

icy ALl Yicensed and therapeutically certified optometrists must obtain ang
use a DEA number on 211 prescrictions.

{1y Topical Drugs:

{3} Anti-biotic Agentis

{by Anti-viral Agents

{¢) Anti-Fungal Agents

{d} Anti-inflammatory Agents

{e} Anti-histamines

(2) Oral drugs:

{a) Oral Analgesics

(i) Codeine

{11} Propoxyphene

{111 Hydrocodone

{ivy Dihydrocodeing

{b) The above may be administersd alone or in combination with
non-scheduled or non-regulated drugs.
{e) Over the counter.

EEBRASKA REVISED STATUTES
CHAPTER 77. PUBLIC REALTY AND WEIFARE
ARTICLE 3. LICEMSES; PROFESSIOHAL AND OUOIPATIONAL
(P} PREACTICE OF OPTOMETRY

s 71-1,133. Practice of optometry, defined.
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For purposes of the Uniform Licensing Law, the practice of opiometry is
defiped as being one or & combination of the following, without the use of
surgery:

{22 The empioyment of instruments, devices, pharmaceutical agents, sxgiuding
anti-giaucoma agents, ....

5 71-1,135.01. Pharmaceutical agents, defines.

For purposes of the Uniform Licensing Law, unless the context otherwise
reguires:

€1} Pharmaceutical agents, For diagnostic purposes, shall mean anesthatics,
cycloptegics, and mydriatics; and

(27 Pharmaceutical agents, for therapeulic purposes, zhall mean topigal
ophthalmic pharmaceutical agents which treal eye infection, Inflammation, and
superficial abrasions, or oral analgesicy, including oral anaigesics enumerated
tn Schedules 111 and IV of ssctlon 28-405F nscessary to treat conditions of the
gyve and visual system, or oral pharmacsulical zgents for the irzatment of
tnfections of the eve and viseal system, or ora? anti-inflammatory agsnis io
treat gonditions of the eyve and visual syetem excliuding steroids and
immunosuppressive agants.

HEH HAMPSHIRE STATUTES ANMDTATED
TITLE XR¥. OCOUPATIONS AHD PROFESSIONS
CHAPTER 327. OPTOMETRY

327:1. Definitions

In this chapter:
111, "Pharmaceutical agents” means the followlng pharmaceutical products:

{3} Hon-legengd, over the counter, agents.

(hy Mydriatiz and cyoioplagic agents which zre tosically applisd.

{£} Hiotic agents approved by the Joint sharmazeutical formuiary board and
iagiuded in the formulary.

{d} Aniibiotics, zulfonomidey, and combination: tharsof, which ars
topically applied or oraily adminisisred to ifreat or alleviate the effects of
giseaze or abnormal conditiont of the human sye, adnexa, and eyelids, exciuding
treatment of the lacrimal drainzage system, the Yacrimal gland, or structures
potterior fo the iris, approved by The Joint pharmaceutical formulary Duard and
inciuded in the formulary.

{43 Antihistamines, cdecongsstanis and masi-cell stabilizers which are
tonically appliied,

$¥r Anssthetics and dyes which are fopically appiisd.

{gy Ocular tubricanis and bypertosic agents which are topically applisd

By Orally adepinistered analgesic agen’ used for the purposs of
atieviating pain caused by & diserse or abnormal conditlon of the human eve or

gyelid, sxciuding freatment of {he lacrimal drainage systiem, z&% izcrimal gland,
or strustures posterior to the irds. This may inciode class 1I1 and IV
contratied substances approved by the lolnt sharmaceudical formulary hoard and

included in the formulary.

{13 Other pharmaceutical agents, any solely diagnostic agents, and
dlagnostic agents combined with pharmassutical agents as defined in this
ggyagra;h and a3 approved by the Jolint pharmagsutical formulary board.
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{3} MNon-stercidal anti-inflammatory agentis approved by the joint
pharmaceutical formulary board and included in the formulary.

111. *"Practice of optometry” means ....

"practice of optometry” shall not inciude and nothing in this chapter shall
authorize or allow the treatment of glaucoma or other intraccular pressure
elevation, or the prescribing, administering, or dispensing of corticosteroids
in any form.

327:6-a Requirements; Authorization.

..IV. Nothing in this section shall be tonstrued to permit an optometrist to
administer any pharmaceutical product by intravenous injection; or to
administer, prescribe or dispense any pharmaceutical product designated as a
category I or II controlled substance defined by the United States Controlled
Substances Act of 1970, as amended; or to administer, prescribe or dispensze any
pharmaceutical product except for the diagnosis or treatment of disease or
tonditions of the human eye, adnexa or eyelids.

V. Notwithstanding any other provision of law, an optometrist who is
certified to use pharmaceutical agents in the practice of optometry shall be
permitted to agminister diphenhydramine, epinephrine or an equivalent medication
to counter anaphylaxis or anaphylactic reaction.

NEW JERSEY
NEW JERSEY STATUTES ANNOTATED

TITLE 45. PROFESSIONS AND OCCUPATIONS
SUBTITLE 1. PROFESSIONS AND OCCUPATIONS REGULATED BY STATE BOARDS OF
REGISTRATION AND EXAMINATION
CHAPTER 12. OPTOMETRY

45:12-1. Optometry declared a profession; definition

Optometry is...the use and prescription of pharmaceuticai agents, exciuding
controlled dangerous substances as provided in sections 5,6,7, and B of P.L.
1870, ¢. 225 (C. 24:21-5 through C. 24:12-8) and section 4 of P.L. 1971 ¢. 3 (C,
24:21-8.1) and excluding those prescription medications taken oraliy or by
injection, except for injections to counter anaphylactic reaction, for the
purposes of treating deficiencies deformities, diseases or anomalles of the
hgman eye including the removal of superficial foreign bodlies from the eye and
adnexae.

NEW MEXICO
MEM MEXICO STATUTES, ANNOTATED

CHAPTER 81. Professicnal and Occupational Licenses
ARTICLE 2. Optometry
f1-2-2. Definitions.

As used in the Optometry Act [this articie]:
. “practice of optomeiry” means:
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(1) the emplioyment of any subjsctive or oblective means or methods,
including the prescription or administration of topiral ocular pharmaceutical
agents, for the purpose of determining the visual defects or abnormal
conditions of the human eye and its adnexa; and

(2> the employing, adapting or prescribing of lenses, prisms, contact or
corneal lenses or other optical appliances and prescribing or administering of
topical ocular pharmaceutical agents for the correction, relief or referral of
visual defects or ghnormal conditions of the human eye and its adnexa.

The “"practice of optometry® shall not include the use of surgery, injections
or any controlled substances in the treatment of eye diseases. .

NORTH CAROLINA
GENERAL STATUTES OF NORTH CAROLINA

CHAPTER 90. MEDICINE AND ALLIED OCCUPATIONS.
ARTICLE 6. OPTOMETRY.

s 90-114. Optometry defined.

Any one or any combination of the following practices shall constitute the
practice of optometry:

{2) The employment of instruments, devices, pharmaceutical agents and
procedures, other than surgery, intended for the purposes of
fnvestigating, examining, treating, diagnosing or correcting visual
defects or abnormal conditions of the human eye or ity adnexa; or

{3) The prescribing and appliication of lenses, devices containing Tenses,
prisms, contact Tenses, orthopitcs, vision training, pharmaceutical
agents, and prosthetic devices to correct, reiieve, or treat defects or
abnormal conditions of the human eye or 1ts adnexa.

Provided, however, in using or prescribing pharmaceutical agents, other than
topical pharmaceutical agents within the definition hereinabove set out which
are used for the purpose of examining the eye, the optometrist so using or
prescribing shall communicate and collaborate with a physician duly licensed to
practice medicine in North Carolina designated or agreed to by the patient.

NORTH DAKOTA
NORTH DAXOTA CENTURY CODE

TITLE 43. OCCUPATIONS AND PROFESSIONS
CHAPTER 43-13. OPTOMETRISTS

43-13-C1. Definitions.

In this chapter, uniess the context or sublect matter otherwlse requires:

3. "Diagnosis and treatment” means the determination, interpretation, and
treatment of any visual, muscular, neurclogical, or anatomical anomaly of the
eye which may be aided. velisved, or correctsd through visual training
procedures or through the use of lenses, prisms, filters, ophthalmic
instruments, pharmaceutical azgents, or combinations thereof, held either in
contact with the eye, or in frames or mountings, as further authorized by
this chapter. Laser therapy and the use of invasive surgery are not permitted
undar this chapter, except zuperficial foreign bodies may be removed and
primary care procedures may be performed. The treatment of glaucoma is not

permitied under this chapter.
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4. "Pharmaceutical agent” means diagnostic pharmacsulical agents or
theraneutic pharmaceuticzal agenits. The term does not inglude pharmaceulical
agents that have no documented use in the treatment of orular-related
disorders or diseases, oral cortico-steroids, and controlled substances, as
defined in chapter 19-03.1. As used in this subsection:

a. "DMagnostic pharmaceutical agents” means pharmaceutical agents
administered Tor ths eveluation and diagnosis of disorders of the human
eye inciuding snesthetics, mydriatics, myotics, cyoloplegics, diagnostic
dyes, diagnostic stains, and pharmeceutical agents fo evaluate abnormal
pupil responses.

b. “Therapeutic phermaceutizal agents” means topically administered and
prescribed pharmaceytical agents for treatment of ocular-related disorders
or disease, Iocally administersd sharmaceutical agents for primary eve
pare procedures, oral anti-infective sgents, oral antihistaminic agenis,
ard oral anaigesics for the treatment of oculav-related disorders or
dizeases. The dispenting of Therapeutic pharmacsuticel agents is not
permitied under this chaoter.

PAGL'S OHIO REVISED CODE AMNOTATED
TITLE &7: OCCUPATIONS-—PROFESSIONS
CHAPTER 4725 COPTOMETRISTS, DISPENIING OPTICIANS

§ 4725.01 Definitions.

As used In this chapter:

{8} "Topical ocular pharmaceuiical agents® means:

(i3 Proparacaine hydrochioride in a2 potency not sxcesding five-tenths of ons
per rent ophthalimic solution:

{2) Benpxinate hydrochioride in 2 potency not exceeding Tour-tenths of one per
cent ophthaimic sclution;

(3) Phenyiephrine hydrochloride in a potency not exceeding two and five-tenths
per cent ophthalimic solution;

{4; Hydroxyamphetaming hydrobromide in 2 potency not excesding one per cent
oohthalmic solution:

(5) Tropicamide in a potency not exceeding one per rent ophthaleic solution;

{87 Cyciopentoiate in 2 potency not excesding one per cent ophithalmic
soiution;

{73 Any other topica) ocular pharmaceutical agents iF the primary indications
for thelr use are consistent with the purposes set Forth in division {(AYL1) of
this section, thelr new drug application ts approved by and the potency in
which thay wmay be used For syaluative puvposss has been estabiizhed by the
federa?! food and drug administration afier January 1, 1983, ang Their yse for
the purpeses 3ot Forth in dlvision (AXOY) of this section has been approved by
ryle of the state board of opiomeiry.

{0y "Therapsutlc pharmaceuticel agent™ means & topical ocular pharmaceutica!?
sgent or any of tha folliowlng drugs or dangerous drugs, as definsd in section
472,02 of The Reviszed Code, that iz used For examination, invertigation,
dlagnosis, or prevention of disease, injury, or other abnormal condition of the
visual system or for treatment oOv cure of dissase, inlury, or other abnormal
condition of the anterior segment of the human eve and 15 an anti-microbial,
anti-zllergy, anti-glaucoma, ftopical anti-inflammatory, or cyclopelisgic agent
or an anaigesic:
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{1 & topical ophthalmic preparation;
(23 oral dosage of any of the Following drugs:
(a) acetazolamide;
{b) astemizole;
{¢? dichlorphenamide;
(d) diphenhydramine;
{e) glycerin in a Fifty per cent solution;
(f} isosorbide in a forty-five per cent soiution:
{g; methazolamide;
thy analgesics that may be legally soid without prescription;
{1} terfenadine;
(3 ampiciilin in a two hundred Fifty milligram or five hundred mitiigram
dosage;
(k3 cefaclor in 2 two hundred Fifty miiligram of Five hundrad miillgram dosage;
£1) cephaiexin in a two hundred Ti7%y milligram or five hundred miiligram
dosage;
(my dicloxactillin in 2 two hundred Fifty milligram or five hundred milligram
dotage;
{n} doxyeycline inoa fifty milligram or one hundred millleram dosage;
{0} erythromycin in a two hundre¢ Fifty militgram, three huyndred and
thirty-thres miiligram, or Five hundred miliigram dosage;
{p; peniciilin VE in 2 tws hundred Fifey milligram or five hundred miliigram
dosage:
(g tetracycline in a two hupdred Fifty milligram of five hundrad miiligram
dosage.
£3) Any other oral dosage oF 2 drug or dangerous drug that is listed by ruie
adopied by the state board of optomeiry under sectlon 4725.04 of the Revised
Lode .

3 4725-16-01 Additicnal Topical Ocular Pharmaceuiical Agent,

Dapiprazols Hydrochioride in 2 pofsncy nol sxceeding Tive~tenths of one per
cent ophthaimic soluytion is approved as 2 topical ocular pharmaceutical agent
and may be administered by 2 licensed optomeirist who has passed fhe general
and ccutar pharmacciogy examination prescribed in section 4725.08 of the
Revised Code and has fulfilied the other reguivements of Chapter 4725, of the
Ohio Reviszed Code. The use of Dapiprazoie i3 approved for reversing the
dizgnostic mydriasts inguced by Phenylephrine and Tropicamide which ars
approved topical ocular sharmaceytical agents,

Thts agent and its potency, atso known as “ReveEves®, were approved by the
Federal Food and Drog Administration on December 37, 1990 and i3 uyse i3
consisient with the purposes set forth in the definition of the "practics of

optompiryy.

GELANCME STATUTES ANRDTATED
TITLE 5%, PROFESSIONS AND DOTUPATIONS
CHAPTER 13, 0PT0ETRY

5 BB, Fractice of optometry--Definition

The practice of opltometry 1t defined 10 be ... the use of pharmageutical
agents .... The practice of cptometry shall also include the prescribing of
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dangerous drugs and confrolled dangerous substances for all schedules specified
in the Uniform Controlled Dangerous Substances Act except Schedules I and 11
for the purpose of diagnosis and treatment of ocular abnormalities. Provided,
however, the practice of optometry shall not include the dispensing of drugs.
This shall not preclude the dispensing of professional samples to patients.

OREGON
OREGON REVISED STATUTES
TITLE 52. OCCUPATIONS AND PROFESSIONS
CHAPTER 683. OPTOMETRISTS
GENERAL PROVISIONS

683.010. DBefinitions.

As used in this chapter, unless the context reguires otherwise:

{3> "Practice of optometry"” means the employment of any means other than the
use of drugs, except toplcally applied pharmaceutical agenis for diagnosis and
treatment in the human eye....

683.270. (2) Nothing in this section is intended to permit a doctor of
optometry to perform invasive or laser surgery, to use or prescribe injectable
or oral pharmaceutical agents, to use pharmacevtical agents other than topical
ocular pharmaceutical agents or to use Schedule I and II controlled substances.

{4) Prior to instituting treatment with antiglaucoma medication, optometrists
shall consult with an ophthalmologist or other Doctor of Medicine or Doctor of
Osteopathy Ticensed under QRS chapter 677.

OREGON ADMINISTRATIVE RULES
CHAPTER 852, DIVISION 80 —— BOARD OF OPTOMETRY
PHARMACEUTICAL AGENTS

Designation of Formulary

852-80-005 Pursuant to ORS 683.270(}), doctors of optometry are gualified to
use, administer, and prescribe ftopical pharmaceutical agents as designated by
the Cregon Board of Optometry. The following formulary of pharmaceutical agents
for topical use in the practice of optometry are designated, subject to the
conditions in 852-B0O-008:

Categery 1 - Ocular lubricants, artificlal tears, and {rrigating solutions
Category 2 - Mydriatics

Category 3 - Cycloplegics

Category 4 - Anesthetics

Category 5 - Dyes

Category & - Miotics

Category 7 - Astringents and Antiseptics

Category 8 - Antihistamines and decongestants

Category % - Anti-louse agents

Category 10 — Hyperosmotics

Category 11 - Anti-infeciives {Antibiotics, Anti-wirals, Anti-fungals)
Category 12 - Anti-glaucoma and Ocular hypotensives

Category 13 - Anti-inflammatories

121



{ategory 14 - Any combination of the above agents
Category 15 - Other agents 43 approved by the Board

Conditions of Formulary Application
882-80-008 The following conditions apply to the designated formulary of
pharmaceutlical agents:

1) Dlagnostic Pharmaceutical Agents (DPFA} and Therapeutic Pharmaceutical
Agents (TPA} certified doctors of optomeiry way use, administer, and prescribe
any and ail over-the-counter pharmazeutical agents.

{23 Doctors of optometry certified for UPA use only, may use and administer
pharmaceutical agents in Catsgories 2 through 5 for diagnostic purposes only.
They may use Mictics (Category &) for emergencies onty.

{33 Doctors of optometry certifled For TRPA use may use, administer and
prescribe topical agenis in Categories 115,

(4) Treaiment with Anti-virals (Category 11) for more than 14 day's raguires
consultation with an ophthaimoliogist,

(5} Treatment with Anti-Ffungals {Category 11y requirves consuffation with an
pphthalmologist prior to inttiating ifreaiment.

{8} Treatment with Anti-glaucoma agents ({ategory 12} requires:

€a) & diltated internal eve heaith sxamination before freatment s inltlated,

{p) measurement of Intraccular pressure by appianation, and

{¢3) tnitial and annual consultztion with an ophthalmoiogist, dorior of
medicine, or doctor of osteopathy.

{7 Treatment with steroids reguires:

{3y & dilated interna! eye health examination before treatment i3 intilated
for Intraocuiar iInflammation,

(b} measurement of intraocular pressure by applanation, and
(£} vonsuttation with an ophthalmologist for more than 14 days treatment,
ylegs the condition i3 improving steadily and Ireatment i3 belng tapersd.

GEHCRAL LANS OF RBODE ISLARD ANROTATED
TITLE 5. BUIGINERELS AHD PROFESSIONS
CHAPTER 35, OPTOMETRIETS

8351, "Optometry” and Yoptician® defined.

Optometry s defined 23 ... and the Toplics? application of drugs 1o the eye,
to wit, mydriatics, miotics, and the use of topical anesthstics, ... shall be
nermitted to apply drugs topically fo the eye for the purpose of detecting any
dizeazed or pathologios} condition of the eve, or the effecis of any disease or
pathological condition of the eve.

5-35.1.1. Use and prescription of topical pharmaceutical agents for ocular
condition: - Technical advisory panel - Tratning and certification.

Hotwithstanding the provisions of this chapier, cuallifisd angd duly licensed
optometrists of this state may usz and prescribe fopical pharmaceutical agents
in the treatment of coular congitions of the human sye ang iis appendages,
without the use of surgery or other invasive technigues.
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STATE OF RHODE ISLAND BOARD OF OPTOMETRY
RULES AND REGULATIONS

Section 10.0 Practice of Optomefry
10.1.2 Scope of Medications:

The medications which may be used include topical medication (mast cell
inhibitors or stabilizers), lubricants, decongestants, mucolytics,
antibiotics, and steroids with a clinical potency not exceeding 1/4%
methyiprednisolone or eguivalent.

Topical steroid treatment required beyond fourteen (14) days may be
continued only in consultation with an ophthalmelogist.

SQUTH CAROLINA
CODE OF LAKWS OF SOUTH CAROLINA ANNOTATED

TITLE 40. PROFESSIONS AND OCCUPATIONS
CHAPTER 37. OPTOMETRISTS

s 40-37-105. Topical application of pharmaceutical agents; use of miotics,
certification.

A. Notwithstanding any other provision of law a diagnostically certified
optometrist may purchase, possess, and administer pharmaceutical agents,
including pharmaceutical agents for topical application, other than controlied
substances as defined in 3 44-33-110 for diagnostic purposes in the practice of
optometry. For the purposes of this section,

“pharmaceutical agent” means: anesthetics, mydriatics, cycloplegics,
miotics,dyves, and over-the-counter drugs. Miotics may be used only pursuant to
the following restrictions:

(1) miotics may not be used for treatment purposes;

(2) miotics may be used only for emergency purposes invelving the bulldup of
pressure within the eyeball and immediately upon this emergency use the
optometrist shall refer the patient to an ophthalmologist and file with the
South Carolina Board of Examiners in Cptometry a written report of the incident
in the manner prescribed by the board by regutation; and

{3) the South Carolina Board of Examiners in Optometry shall ensure that the
guality and guantity of miotics possessed by a diagnostically certified
optometrist is consistent with the use of miotics only for emergency purposses
invelving the buildup of pressure within the eyeball.

B. Hotwithstanding any other provision of law, a therapeutically certified
optometrist may purchase, possess, admintster, supply, and prescribe
pharmacevtical agents, other than Schedule I and IT controlied substances as
defined in Ssction 44-53-110, for diagnostic and therapeutic purposes in the
practice of optometry except thal:

{13 when prescribing oral medications 2 therapeutically certified
optometrist i3 Vimited {0 these oral pharmaceutical agents: antihistamineg,
antimicrobial, antiglaucoma, over-the-counter drugs, and analgesics and may only
prescribe these pharmaceutical agents for the treatment of ocular and ocular
adnexal sye disease;
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{2y when prescriblng oral pharmaceutical agents, documentation must be mads
in the patlent’'s chart;

{3) when prescribing analgesics, prescription must be 1imited 0 2 zeven-day
supply:

{43 when prescribing topical steroids, 17 afier fen days of freatment 1% s
ngcessary to continue this medication, the optometrist shall communicate and
collaborate with an ophthaimologist, and ¥F after i{wentv-ong davs ifrszatment '
is necessary to continue this medication, the opfometrist must refer ¢he patient
to an ophthaimoiogist,

{8} when treating glaucoma using beta Blocking pharmaceutical agents, 2
therapeutically certified optomelrist must consull personaily with or refer o a
family practitioner, general practitioner, internist, or other appropriate
physician;

{%) no medications may be glven by injection or intravencusiy.

SCUTH DAKOTA CODIFIED LAWS
TITLE 36, PROFESSIGHS AND OCCUPATIONS
CHAPTER 35-7. OPTOMETRISTS

3%5-7-1. Scope of practics defined,

38-7-1. The practics of optometry is declared to be ... and the prescribing
or smpioyment of ... topical pharmaceutical agents and oral analgesic agents for
diagnostic and treaitment purposes,

38.7-1.1 Restrictions on scope of praciice.

3E.7-1.7. Hotwithitanding anviRing in this chapter 2o the conirary, an
optometrist, except an optometrist ceviified for diagnostic and therapeutic
agents as provided by 33 36-7-1%5.1 1o 38-7-15.3, inclusive, and as orovided in
section 7 of this Act, may not treati glaucome or ooular hypsriension.

356-7 be amended by adding thereio a NEW SECTION [no citmion # available a1 this
ume] o read as foliows;

Ho oral therapsutic agent may be prescribsd Dy an ontomeirist therapeutically
certifisd under this chapter for glaycoms or ortular hyperiension.

TEMHESSEE CODE AMNOTATED
TITLE 63 FPROFESSIONS OF THE HEALIRG ARTS
CHAPTER B OPTOMETRISTS

£3-8-102. Definitions.

When used in this chapter:
{12y "Practice of optometry as a profession” means:

{EX One who 15 engaged In the practice of optometry as 2 profession, as
hersinabove defirmed, and who has sufficlent education and professional
competence, as determined by the board, is auvthorized to examine, diagnose,
manage and treat conditions and diseases of the eye and eyelid including:
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{1) The administration and prescribing of pharmaceutical agents rational to
the diagnosis and treatment of conditions or diseases of the eye or eyelid.

{iv) Additicnaily, the authority to administer benadryl, epinephrine or
equivalent medication to counteract anaphylaxis or anaphylactic reaction,

TEXAS
VERNON'S TEXAS STATUTES AND CODES ANNCTATED

CIVIL STATUTES
TITLE 71--HEALTH—PUBLIC
CHAPTER TEN--OPTOMETRY
ARTICLE 1. GENERAL PROVISIONS

Art. 4552-1.03. Therapeutic optometrists

Sec. 1.03.

(b) A therapeutic optomeirist may administer and prescribe ophthaimic devices,
over-the-counter oral medications, and topical ccular pharmaceutlical agents,
other than antiviral agents and antiglaucoma agents, for the purpose of
diagnosing and freating visyal defects, abnormal conditions, and diseases of
the human eye and adnexa and may remove superficial forelgn matter and
gyelashes from the external eye or adnexa. IFf a therapeutic optomeirist
utitizes topical sterolds of & strength of one percent concentration to treat a
conditton angd the condition has not substantially improved within seven days of
the inttial topical steroid application, the therapeutic optomeirist shall
consult with an ophthalmologist and the ophthalmologist shall then estabiish
the treatment regimen. If a2 therapeutic optometrist utilizes topical steroids
of a strength of less than one percent concentration to treat 2 condition and
the condition has not substantially improved within 14 days of the initial
topical steroid appiication, the therapesutic optometrist shall consult with an
ophthalmologist and the ophthalmologist shail then estabiish the treatment
regimen. This subsection does not authorize an opiometrist to treat glaucoms
in a manner that was not permitted by law on August 31, 1891,

OFFICIAL TEXAS ADMINISTRATIVE CODE
TITLE 22. EXAMINING BOARDS
PART XIV. TEXAS OPTOMETRY BOARD
CHAPTER 280G, THERAPEUTIC OPTOMETRY

280.5 Prescriptions Written for Pharmaceutical Agents by the Therapeutic
Optometrists

{g) A therapeutic optometrist may prescribe all:
(1) ophthalmic devices;
{2} over-the~counter oral medications; and
{3) topical pharmaceutical agents used for treating visual defects, abnormal
conditions, and diseases of the human eye and adnexa, which are Ingcluded in
the following classifications or are combinations of agenis in the
ciassifications. Mo drug falling within one of the foliowing categoriss may be
used for the treatment of glaucoma in a manner that was not permitted by law
on August 31, 1897, Antiviral drugs fallipg within the anti-inTective
classification are not inciuded in the formulary:
(A) anti-allergy:
{1 antihistamine;
{11} membrane stabilizer;
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{B) anti-fungal:
{17 imidazoiey;
{11} polyedss;
({3 anti~infactive:
{1 aminogiveosids;
1%y anti-cell membrang;
{1543 anti-rell wall synthesis;
{iv) anti-DHA synthesis:
{v) anti-protein synthests {sxciuding chloramphenicoll;
{vi) anti-AlHase;
{vit) cephalosporing
(vi1i}) ggents affecting intermediary metabolism;
{0y anti-inflammatory:
{1} nonsterpidal anti-infiammatory drug (HSAID):
{14) sterotd;
{8} antizeptic,
{¥} chelating agent,
(G: chemical cautery;
{8y cyoloplegic: parasympatholytic,
(I3 hyperosmotic;
{3 miotic:
{1} anti-ACHasze;
{11} parasympathomimelic,
(XY mucotyticg
(L) mydriatic: sympathomimetic {(Alpha T agonists onlyl;
(M) vasocenstrictor: dympathomimetic {Alpha 1 agonists oniysl.

{p) The following are those drugs which are ¢lassified as antiglaucoms drugs
and may not be used in 2 manner that was not permitted by Yaw on August 31,
1591

{13 Pilocarpine 1.0%.10%;

{77 Carbachel 0.75L-2.0%;

{33 Carteoiol;

{4} Epinephrine 4.75%-2.0%;
{3} Bipivefrin 0.1%;

{82 Betaxolel 0.3%;

{73 Levobunolol §.5%;

{8} Metipranciol 4.3%;

(8 Timplol 0.25%-0.5%:

(103 Physostigmine 0.252-0.5%;
{1ty Demecariom 0.125%L-0.25%;
{12} Echothiophate ©.03%-0.25%;
{132 Isoflurcophate 0.25%.

{1y This formulary specifically 1ists the types of drugs which may Dbe
prescribed by 3 therapeutic ootometrist, Sublect o the antiglautoms ang
antiviral limitations described in subsections (g} and (h) of this section, a
therapautic optometrist may possess and administer any topical ocular
pharmaceutical agent which has z fegifimate diagnostic or therapsutic use.

Urag
UTAH# CODE

TITLE 5B. OCCUPATIONS AND PROFESSIDNS
CHAPTER 16a. UTAH OPTOMETRY PRACTICE ACT
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ER-16a-102. Definttions.

As used in this part:

{6} "Pharmaceutical agents” means those drugs state law veguires to be
dispensed by prescription and the division, in consultation with the board,
allows optometrists to use for diagnostic and therapeutic purposes in
accordance with this part.

UTAK ADMINISTRATIVE CODE
Commerce
RI56. Occupational and Professional Licensing
Risg-16a. Rules of the Optometrist Licensing Board,

Ri56-16a~-14. Utilization Plan.

{i) The written utilization plan shall contain a definitive statement with
respect o the diagnosis and treatment of eye disease and Injury and the use of
the following over-the-counter and prescription medications in a form provided
by the givision:

(a) dlagnosis and freatment of eye disease and injury without the use of
medication;

(b) diagnosis and treatment of eye disease and injury with FDA approved
toptcally applied over-the-counter ophthalmic medications;

{¢; diagnosis and treatment of eye disease and injury with other FDA
approved topical ophthaimic medications;

() diagnosis and treatment of eye disease and injury with FOA approved
topically appiied ophthalmic antihistamines;

(e} diagnosis and treatment of eye disease and injury with FDA approved
topically applied ophthalmic antibiotics;

(f} dizgnosis and treatment of eys disease and injury with FDA approved
topically apptied ophthalmic antiviral agents;

(g) diagnosis and treatment of eye disgase and Injury with FDA approved
topically applied ophthaimic steroids and topically applied ophthaimic
non-steroidal anti-inflammatory drugs:

{h} removal of a foreign body including rust rings Trom the eye and the
adnexa;

(i) prescribing and administering of FDA approved locally acting topical
glaucoma medications; and

{3} prescribing and administering of FDA approved systemic effecting Zopical
glaucoma medications.

' YERMONT STATUTES AMNOTATED
TITLE THEETY.SIX. PROFESSIONS AND OCCUPATIONS
CHAPTER 20, DPTOMETRY
SUBCHAPTER 5. DIAGHOSTIC PHARMACEUTICAL AGENTS

s 1723, ise of digonostic pharmaceutical agsnis

Hotwithstanding any prohibition on the use of drygs in section 1703 of this
title, an optometrist Vicensed under this chapter, and pursuant to the Turther
Yimitations of this subchapter may procyre and use certain drugs fopicaily
apptied o the eye and known as mydriatics, syclopleglics, and topical
anasthetics. Such use shall be for detection purposes only, and nothing in
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thic subchapter zhall be construed to permit the administering of drugs For the
medical or therapeutic treatment of any disease or the performing of surgery.

z 1724, Specific drugs; comcentrations

After 30 days notice to and consultation with an ophthalwmologist designated
by the head of ophthalmoliogy at the University of Vermont, the beard shaill
define the zpscific drugs and ihe concenirations thereof which oplometrisis
shall De allowsd to use pursuant to this subchapter and subchapter 6 and shall
notify the state board of pharmacy of the board’s actions,

SUBCHAPTIR 6. THERAPEUTIC PHARMACTUTICAL AGENTS
5 1728. Use of Therapsubis Fharmaceutical Agents

{2} Hotwithstanding the provisions of sections 1703 and 1723 of this fitle 1o
the contrary, an optometriet Vicensed under ¢his chapler who possessss the
sndorsement required under section 172% of thiz title, may:

{312 presoribe anti-infective, anti-inTiammatory and diiation reversal drugs,
provided that those drugs are prescribed ondy for fopical appiicalion o the
sye. Hhen sterolds arez prescribed under this saction, the cptometrist shall:

(A} consuil with an ophthaimologist 1F the patlent’s condition has not
improved within seven days after inffiation of freatment; ang

(B} refer the patient 10 an ophthaimoiopist if fhe sfterpid i3 to be used for
?ﬁﬁ ten days.

ke construed G permit ... the treatment of

; roved oy optomnenic we. The defiplion of

The Inllowing disgnostic drigs are a
the Board of Optometry has not been made a2 this

herapentic dougs Tor optometic use

m:ﬂ

YERMONT DEPARTHEHT OF HEALTH
PART 111, CHAPTER 2

Diaonnztic Or Pormitiad For lse by CGotometriszts

U, Optomeirists quallfed pursuant Lo Title 28 VEA, Chapler 30, may foplcally

zpniy the following pharmaceutical agents to the sve Tor defsciion purposss:

Angsthetiics
. Proparacaing Hoi 0.5%
Z. Fluress (Fiuyorescein sodium §, 2

benoxinate %?ﬁrﬁzﬁEG“%ég 0.

a3

By  Hydriatics
1. Phenylephring Hgl Z2.5%
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¢ Lycioplegics

1. Tropicamide 0.5%

2. Tropicamide 1.0%

3. Cyclopentolate Hel 0.5%

4. Cyclopentolate Hel 1.0%
YIRGDNIA

COBE OF VIRGINIA
TITLE 54.1. PROFESSIONS AND OCCUPATIONS.
SUBTITLE III. PROFESSIONS AND OCCUPATIONS REGULATED BY BOARDS WITHIN THE
DEPARTMENT OF HEALTH PROFESSIONS.
CHAPTER 32. OPTOMETRY.
ARTICLE 4. CERTIFICATION FOR ADMINISTRATION OF DIAGNOSTIC PHARMACEUTICAL
AGENTS.

s 54.1-3221. "Dlagnostic pharmaceutical agents” defined; utilization;
acguisition.

A, Certified optomeirists may administer diagnostic pharmaceutical agents
only by topical application to the human eye. "Diagnostic pharmaceutical
agents” shall be defined as the following drugs in strengths not to exceed
those stated:

1. Mydriafics and cycloplegics known as tropicamide in a 1.0 percent
selution, phenylephrine hydrochioride in a 2.5 percent solution and
cyclopentolate hydrochloride in a 1.0 percent solution to be used only on
persons three years of age or older;

2. Anesthetic agents known as proparacaine hydrochloride in a 0.5 percent

solution, tetracaine in a 0.5 percent solution and benoxinate hydrochloride in

a 0.4 percent solution; and
3. The miotic known as pilocarpine in a 1.0 percent solution.
4. Dapiprazole hydrochloride in a 0.5 percent solution.

CODE OF VIRGINIA
TITLE 54.1. PROFESSIONS AND OCCUPATIONS.
SUBTITLE III. PROFESSIONS AND OCCUPATIONS REGULATED BY BOARDS WITHIN THE
DEPARTMENT OF HEALTH PROFESSIONS.
CHAPTER 29. MEDICINE AND OTHER HEALING ARTS.
ARTICLE 1. GENERAL PROVISIONS. RELEVANT SECTIONS RELATING TO THERAPEUTIC
PHARMACEUTICAL AGERTS.

Section 54-1.2900. Definitions.
*Certified optometrist™ means an optometrist who is Yicensed under Chapter

32 of this title and who has successfully completed the reguirements of
certification established by the Board of Medicine. Such certification shalil

snzble an optometrist to treat certaln diseases, Including abnormal conditions,

of the human eve and its adnmexa, as specified by the Board of Hedicine, with

certaln therapeutlc pharmaceutical agents specified by the Board. However such

certification shall not permit itreaiment through surgery or other invasive
modalitiss,
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VIRGINIA BOARD OF MEDICINE
YR455-69-01 :

CERTIFICATION OF QPTOMETRISTS TO PRESCRIBE FOH AND TREAT
CERTAIN DISEASES, INCLUDING ADBNORMAL CONDITIONS, OF THE HUMAH LYE
AND ITS ADHEXA WITH CERTAIN THERAPEUTIC PHARMACEUTICAL AGENTS
PART 1V
SCOPE OF PRACTICE FOR AN OPTOMETRISY CERTIFIED TO USE THERAPEUTIC DRUGS

SECTION 4.3, -~ Therapeutic pharmaceytical agents which 3 certified optometrist
may administer and prescribe are all topical and are as foliows:

Tetracycline

Erythromycin

Bacitracin

Polymyxin B/Bacitracin

Chlortetracycitne

Sodium Sulifacetamide - 10%

Sodium Sulfacetamide - 30%

Sulfisoxazole ~ 4.0%

sulfacetamide ~ 15% / Phenylephrine - 0.125%

Cromoiyn Sodium - 4.0%

Naphazoline HCY1 - 0.1%

Phenylephrine HC1 - 0.125% / Pheniramine Maleate - 0.%%
Fhenylephrine HCY1 - §.12% / Phyriiamine Maleate - 0.¥1 / Antipyrine - 012
Haphazoline HCY - §.025% / Pheniramine Maleate - 0.3%
#Haphazoline HCY - 0.05% / Antazoline Phosphate - £.35%
Hydroxypropy! Cellulose Ophthalmic Insert

Polytrim Ophthalmic Sclution

¥eomycin

1
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SECTION 4.4, Standards of Practice:

C. The 113t in section 4.3. does not preclude optometrists itreating
emergency cases of anaphylactic shock with intra-muscular epinephiine,
such as obtained from 3 beesting kit

D.  The treatment of certaln diseases, including abnormal conditions, of
the human sye and 1%s adnexa with the administration of certain
therapeutic pharmaceutical agents by certified optometrists i3
prohibited in children Tive years of age or younger.

WASHINGTON BOARD OF QPTOMETRY
ADMINISTRATIVE CODE

MAC 246-851-410 Drug Fformulary. Pursuant fo RCH 18.33.010(3) the optometry
board adopts the following drug formulary of topically applied drugs for
diagnostic and treatment purposes.

(1) Drugs for diagnostic or therapeutlc purposes.

{a) Mydriatics

{b> Cycloplegics

{¢) Miotics
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{4} Anesthetics

(27 Drugs for therapeutic purposes only.
{a} Anti-infectives

(b)Y Antthistamines and decongestantis

{c) Ocular lubricants

(d) Antiglaucoma and ocular hypotensives
{e) Anti-inflammatories

{(f) Hyperosmotics
{gy Other topical drugs approved for ocular use by the FDA

WEST VIRGINIA
NEST VIRGINIA CODE

CHAPTER 30. PROFESSIONS AND OCCUPATIONS.
ARTICLE B. OPTOMETRISTS.

s 30-8-2. Practice of optometry defined.

Any one or any combination of the following practices shall constitute the
practice of optometry:

(a) The examination of the human eye, with or without the use of drugs
prescribable for the human eye, which drugs may be used for diagnostic or
therapeutic purposes for topicel appiication to the anterior segment of the
human eye only, and, by any method other than surgery, to diagnose, to treat or
to refer for consultation or treatment any abnormal condition of the human eye
or its appendages;

{b} The employment without the uyse of surgery of any instrument, device,
method or diagnostic or therapeutic drug for topical application to the
anterior segment of the human eye intended for the purpose of Investigating,
examining, treating, diagnosing, improving or correcting any visual defect or
abnormal condition of the human eye or its appendages;

{¢) The prescribing and application or the replacement or duplication of
Tenses, prisms, contact lenses, orthoptics, vision training, vision
rehabilitation, diagnostic or therapeutic drugs for topical application fo the
anterior segment of the human eye, or the furnishing or providing of any
prosthetic device, or any other method cther than surgery necessary 1o torrect
or relieve any defects or abnormal conditions of the human eye or its
appendages.

Nothing in this section shall be construed to permit an optometrist o
pnerform surgery, use drugs by injection or 1o use or prescribe any drug for
other than the specific purposes authorized by this ssction.

WISCONSIN
DEPARTMENT OF REGULATION AND LICENSING

HISCONSIN ADMINISTRATIVE CODE
CHAPTER RL 10
USE OF PHARMACEUTICAL AGENTS BY LICENSED OPTOMETRISTS

RL 106.0% Definitions. As used in the rules in this chapler:
{8y *Diagnostic pharmaceutical agent” meant any topical ocular diagnostic

pharmaceutical agent which i3 an oplfometric means used to determine the visual
efficiency of the human visual system, inciuding refractive and functional
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abilities, or to dizgnese The pressnce of soular disease ov ooular
manifestations of systemic dicease and other departures from normal,
"Dlagnestic pharmacentical agents™ include but are mot iimifed io

{a) Mydriatics

i, FPhenylephring 2.5%
Hydrosvamphetamineg 11

Cycioplegics

Tropicamide 11

Cyciopentolate 1%

Topical Anesthetics

Banoxinate 0.43%

Proparacaine 0.5%

Tetracaine 0.51

Benoxinats 0.4% ~ Flugrsiceln 0.25% Zombination

Dves

Fluorescein 0.2%% - Benowinate 0.4% Combination”

Migtics.

Dapiprazole HOY

Flolcarpine .125%

f?} Any éfgg which 15 used For an ophthalimic diagnostic purposs and which

i3 the subject of & new dryg appiication approved by the food and drug

gdminisiration under 5. 5305{g3{1} of the federal food. drug and cosmetic

act, 21 US0 5. 385, as amendsed.

{g2 Any drug which i3 used for an ophthalmic dizgnostic purpose and which

it generally exsmpt from the new drug application approval reguirement

containgd in 3. 508 of the federal food, drug and cosmetis act, 21 USC 5.

355, as amended.
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: "Therapeutic pharmaceutics’ &§&s?“ %ﬁgﬁ§ z drug which 1t prescribed or
tered for aag%a? therapeutic purposes. Thevapeutis pharmaceutical agents
de byt are not Himiisd fo

{a) Oral a&a?gs%éisq

Acetaminonhen

Szpivin

Sajicvlate

Scheduyle IT1, IV and ¥ narcolic anaigesics

7 Topical deconuesiant %g&nts and gacon ggs%aat combinations,

Eninephrine HC

Hysroxvamphetaming HEr

Hanhazoline HOI

Ouymetazoling HOY

Fhenylephrine HCI

Tetrahydrozeling HOY

Combinations of the above agents with antihistamines or gzing sulfate
antiallergy agents.

Topical and oral antihistamine agents in the Tollowing drug cafegories.
Alkyamines

Ethanoiamings

Ethvienediamines

Phenothiazines

Piperazines

Piperidines

Terfenadines
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. Cromolyn sodium, a mast cell stabilizing agent
(d) Artificial tear solutions, ophthalmic frrigants and ocular lubricants.
(e} Hypertonic sodium chloride, a topical hyperosmotic agent.
(f) Yellow mercuric oxide, a miscellanepus preparation and product.
{g) Topical anesthetics.

1. Benoxinate HCY

2. Benoxinate HC! and sodium fluorescein

3. Proparacaine HCI

4. Tetracaine HC)

¢h) Antibiotics.

Topical antibiotics

Aminogiycosides

Bacitracin

Cephalosporinsg

Ciprofioxacin HCI

Erythromycin

Gramicidin

. Norfloxacin

Penicillins

Polymyxin B

Sulfonamides

Tetracyclines

Trimethoprim

Zinc sulfate

Oral antibiotics

Erythromycin

Tetracycline

Topical antiviral agents

Acyclovir

Idoxuridine

Trifluridine

Vidarabine

Acyclovir, an oral antiviral agent
Anti-inflammatory agents

Oral non-steroidal anti-inflammatory agents
Fenoprofen

Ibuprofen

Ketoprofen

Naproxen

Topical corticosteroid agents

Dexamethasone

Fiuoromethalone

Hedrysone

Prednisolone

Prednisolone and atropine combinations

Topical corticosteroid and antiblotic combinations
Topical corticosteroid and mydriatic combinations
Topical non-steroidal agent, diclofenac sodium
Topical anticholinerglc agents.

Atroping

Atropine sulfate

Cyciopentolate

Homatropine

. . .
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Homatropine hydrogen bromide

Scopolamine

Tropicamide

Antiglaucomatous agents

Sympathomimetics

Dipivefrin

Epinephrine

Migtics, direct acting

Acetylcholine

Carbachol

Pilocarpine

Migtics, chollnesterase inhibitors

Demecarium bromide

Echothiophate

Isoflurophate

Physostigmine

Topical beta-adrenergic blocking agents

Betaxoiol

Carteolol HCI

Levobunclol

Metipranolo HCI

Timotol

Oral carbonic anhydrase inhibitors

Acetazolamide

Dichlorphenam!de

¢. Methazolamide

(1) Any drug which s used for an ophthalmic therapeuttic purpose and which
is the sublect of a new drug application approved by the food and drug
administration under 5. 505(c)(1) of the federal food, drug and cosmetic
act, 21 USC s. 355, as amended.

(m) Any drug which 1s used for an ophthalmic therapeutic purpose and which
is generally exempt from the new drug application approval requirement
contained in 5. 505 of the federal food, drug and cosmetic act, 21 USC s,
255, as amended.

{n) Any drug which !5 used for an ophthalmic therapeutic purpose and which
is certified by the food and drug administration pursuant to 5. 507(a) of
the federal food, drug and cosmetic act, 21 USC s. 357, or is exempt from
certification under s. 507(r) of the act, as amended.
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NOTE: Section 161.39, Stats., contains certain limitations relating to the
prescribing and administering of controlled substances by optometrists certified

under s. 449.18, Stats.

WISCONSIN ADMINISTRATIVE CODE
OPTOMETRY EXAMINING BOARD
CHAPTER RL 10
USE OF PHARMACEUTICA)L
AGENTS BY LICENSED OPTOMETRISTS

RL 10.02 Restrictions and reports. (1){b) PRESCRIBING. Therapeutic
pharmaceutical agents may be prescribed or administered by an optometrist
holding a current TPA certificate only for the ocular therapeutic purposes for
which the drugs are intended. These drugs shall be prescribed or administered
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in accordance with minimum standards and procedures established in the
optometric profession. An optomeirist shall not prescribe or administer 3
therapeutic pharmaceutical agent which 15 not allowed under s. RL 10,01 {10},
Approved agents may be used in combination only with other approved agents when
appropriate. Prior to prescribing beta blockers or carbonic anhydrase
inhibitors for the treatment of glaucoma, or any oral antiviral, or any other
therapeutic pharmaceutical agent, as may be identified and designated in the
futyre by the optometry examining board, which might prove to have significant
systemic adverse reactions, the optometrist shall inform the patient's primary
physictan of his/her treatment plans and documeni that contact on the patieni’s
chart. If the patient does not identify a primary physician, the patient shall
be referred o 2 physician to determine the presence or absence of any systemic
contraindications to the Intended therapeutic agent. Following that assessment,
and prior to prescribing, the prescribing optometrist shall contact the
examining physician, documenting that contact on the patient's chart.
Closed-angle glaucoma shall be considered an emergency in which the treating
optometrist shall make immediate referral directly o a physician who
specializes in the treatment of diseases of the eye and shall institute such
emergency procedures as are divected by that physician.

WYOMING
WYOMING STATUTES

TITLE 33. Professions and Occupations
CHAPTER 23. Optometrists

s 33-23-102. Optometristi's use of certain drugs; Timitation.

An optometrist licensed according to the statutes of the state of Hyoming
shall be allowed to administer and prescribe pharmaceutical agents which are

topically applied.
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Appendix

USE OF STEROIDS BY OPTOMETRISTS

A-3
February 6, 1994

In the 50 United States, the District of Columbia and Puerto Rico optometric statutes include

the following provisions related to the use of steroids:

STEROIDS PROHIBITED
States prohibiting the use of steroids by optometrists:
. Diagnostic States
e Therapeutic States
TOTAL number PROHIBITING States

fod. j—
o lu Th

STEROIDS RESTRICTED
MNumber of states that impose time restrictions for steroids
and require referral to an ophthalmologist

Number of states allowing topical pharmaceuticals that do not
specify steroids but impose time restrictions and require
referral to an ophthalmologist

Number of states that impose time restrictions for topical steroids
TOTAIL number LIMITING States

O jr-a

STEROIDS PERMITTED
Mumber of states that specify topical steroids

Number of states that permit the use of topical pharmaceuticals,
or pharmaceuticals, but do not specify steroids

Number of states that permit and specify use of steroids
TOTAL number PERMITTING States

18

o
& o

SUMMARY EXPLANATION OF CATEGORIES
All diagnostic states prohibit the treatment of steroids by optometrists:

15 Alabama, California, Delaware, District of Columbia, Hawaii, Illinois, Maryland,

Massachusetts, Michigan, Mississippi, Nevada, New York, Pennsylvania, Puerto Rico

{non-diagnostic), Vermont
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Therapeutic states that prohibit the use of sterpids:
3 Nebraska, New Hampshire, North Dakota’

States that allow topical steroids and impose time restrictions and require referral to an
ophthalmologist:

4 Rhode Island 14 days - required referral
South Carolina 10 days - collaboration; 21 days - referral
South Dakota 07 days - from onset of treatment
Texas 07 or 14 days - depending on concentration of steroid

States that allow topical pharmaceuticals that do not specify steroids but impose time
restrictions and require referral to an ophthalmologist:

3 Arizona Referral
Oregon Refer after 72 hours - if patient fails to show improvement
Virginia Refer after 72 hours - if patient fails to show improvement

States imposing time restrictions for topical steroids:

i Kansas 14 days

States that specify topical steroids only:

6 Colorado, Missouri, Ohio, Utah?, Washington, Wisconsin

States that permit topical pharmaceuticals, or pharmaceuticals, but do not specify steroids:

18 Alaska, Connecticut, Florida, Georgia, Idaho®, Towa, Kentucky, Louisiana, Maine,
Minnesota, Montana, New Jersey, New Mexico, North Carolina, Oklahoma,
Tennessee*, West Virginia, Wyoming

States that permit and gpecify the use of steroids:

2 Arkansas, Indiana’

*  Specifically prohibits oral corticosteroids

*  Based on utilization plan agreed on by ophthalmologist and optometrist
> Aliows pharmaceuticals

Allows pharmaceuticals

*  Allows oral non-steroidal anti-inflammatory drugs.
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ise of Steroids by Optometrisis in the 37 States with Therspeuiic Laws

Sterohds are generally interpreted 2¢ both anti-dnBlammstories 2nd corlicostersids in the exsting datuley
of the siates listed below.

Alasln — Topical pharmaceuticals allowed — per formulary ondy, may include anti-inflammatories,

Arizons ~ Topieal shammaceutcsls aliowed — per formylary only, may include anti-inflaminatories; requires
referral to physician if treaument is opteide scope of practics,

Arkansas — Specifically sllows use of anti-inflanuuatories,
Colorade —~ Limits anti-inflammatories o topical use.

Conpecticw? - Topically administered oplibalmic agents allowed — por formadary only, may include ant-
inflammatories.

Flgrida -- Limited to topical ocular phammacenticals — per formulary only, may include anti-inflammartories,
Georgia — Topicsl pharmaceuticals are aliowsd — per formuiary only, may include and-inflammatories,
Idgho — Allows phammaceutical agents.

Indiana - Aliows oral nop-steroidal anti-inflammatory drugs - epcouraged to notify the patient’s physician of

use of lepend drugs.

fows — Allows pharmaceutics] ggents

Hancee ~ Allows use of topical anti-inflammatories for 2 14-day supply ogly.

Eentucky - Allows wpical oculer phamaaceuticals — per formulary only, may include anti-inflammatories.
Louisiana - Allows topical ocular pharmaceaticals — per formulary only, may include aoti-inflammatories.
Mialpe — Allows use of topical pharmaceutical agents — per formavlary only, may lnclnde anti-inflamznatories.

Minnesola - Allows use of topical pharmacentical agents — per foronddary only, may inchude anii-

Missowr] — Limits use to fopical ant-inflammatories.

Mpntana - Allows use of topical phamnacenticals — per formulary only, may include anti-inflammatories,
Mebrasks -- Prohibits use of sterolds of immunomppressive agents.

Mew Hampehire - Prohibits corticosteroids in any form, allows use of nopn-steroidal anti-inflarumatories,

MNew Jersey -- Allows use of topical pharmacenticals — per formulary only, may inclsde anti-inflammatories.
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Mew Mexico — Allows vse of topical conlar phanscenticals — per formiary only, may include anti-
inflammatories,

MNorth Carslina — Topical phanmacenticals aliowed — per formulary only, may include anti-inflammatories.
sage of pon-topical agents only after communication and collaboration with a physician.

Morth Dakots ~ Topical pharmacentical agents allowed, specifically prohibits the use of oral corticostercids.
Ohio — Topical anti-inflammatories are allowed.

Oklaboma — Allows use of ocular topical phanmacenticals — per formulary only, may inchude anti-
inflamznatories.

Qregon - Topical pharmacenticals allowed — per formulary ooly, way inclede axt-inflamsnatories, refer afiey
72 bours, if patient fails to show improvement,

Runde Isiand - Allows use of steroids of 4 % strength — refersal reguired after 14 days,

Seuth Caroling - Allows use of topical steroids — after 10 days collaboration and after 14 days referml
reguired.

South Dakota — May prescribe topical steroids for not more than 7 calendar days from onset of ureatment.
Thereafier, steroid use only afier consultation with an ophthalmologist.

Tennessee — Phannaceutical agents allowsd.

Texas -- Topical steroids ave permitted: sirength of ope percent concentration must show Improvement in
condition within 7 days; less than one percent must show substantial improvement in 14 days. With ne
improveraent, an ophthalmologist must be consuited who will establish treatment.

{itah -~ Permits fopical steroids only when utilization plan agreed on by ophthalmolegist and optometrist.

Yirginia - Topical therapeutic pharmaceuticals allowed — per formmudary only, may include anii-inflammatories.
Referral 10 an ophthalmologist if patient fails 1o improve within 72 hours.

Washington - Allows use of topical ocular anti-inflammatories.

West Virginia -- Allows use of topical diagnostic and therapeutic sgents — per fonmulary only, may include
anti-inflammatories,

Wisconsin - Allows use of topical anti-inflaromatories.

Wyoming - Topical pharmacenticals allowed — per formulary only, may include anti-inflanmmatories.

END OF REPORT
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Appendix D

A-6
February 6, 1994

PHYSICIAN CONSULTATION & REFERRAL REQUIREMENTS

In the 37 states with optometric therapeutic laws, the statutes include the following provisions
for consultation and referral by optometrists to ophthalmologists or other physicians:

THERAPEUTIC STATES WITH REFERRAL PROVISIONS

Consultation Requirements 9
Referral Requirements 8
Other Reguirements 4
TOTAL therapeutic states WITH referral provisions 21
Therapeutic states WITHOUT referral provisions 16
TOTAL therapeutic states 37

SUMMARY EXPLANATION OF CATEGORIES
Consultation Requirements — §

ARKANSAS: treatment of glaucoma with prior consultation and approval of a treatment
course by an ophthalmologist

NEW MEXICO: upon diagnosis of glaucoma or iritis optometrist shall consult with
physician eve specialist, and then shall prescribe ongoing treatment plan (1986 amendment)

NORTH CAROLINA: other than topical pharmaceutical agents prescribed with
collaboration of physician of patient’s choice

NORTH DAKOTA: when any diseased or pathological conditions of eye do not respond to
treatment, optometrist shall consuolt with a physician

OREGON: weatment of glaucoma requires consultation with physician or doctor of
osteopathy. Also, when using topical therapeutics, if no improvement within the first 72
hours, other appropriate care must be initiated

SOUTH DAKOTA: may prescribe topical steroids for not more than 7 calendar days from
onset of treatment. Thereafter, steroid use only after consultation with an ophthalmologist
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TEXAS: use of topical steroids is permitted as follows: strength of one percent
concentration must show substantial improvement in condition within seven days; less than
one percent concentration must show substantial improvement in 14 days. With no
improvement, therapeutic optometrist must consult with an ophthalmologist, who shall
establish the treatment regimen. This does not authorize an optometrist to treat glaucoma in
a manner that was not permitted by iaw on August 31, 1991

UTAH: the division of licensing, in consultation with the board shall establish by rule the
scope of optometry practice to include: 1. a protocol jointly developed by the supervising
physician and the optometrist that permits the optometrist to treat eye disease and injury; 2.
requirement for direct supervision of an optometrist by an ophthalmologist. An
ophthalmologist is limited to supervising six optometrists, and "direct voice contact” between
them for consultation is mandated; and 3. a utilization plan describing the details of the
scope of practice, and permitted prescribing authorization for an optometrist

Referral Requirements — 9

ARIZONA: requires referral of patients to a physician when an optometrist finds an
indication of the presence of a disease or condition of the eye requiring treatment outside of
his/her scope of practice

COLORADQO: prohibits post-operative care management without referral from a
ophthalmelogist within 90 days of surgery; physician may extend post-op period if medically
necessary; or patient is released by physician. (Note: this clause basically allows post-op
management if the surgeon agrees to it.)

CONNECTICUT: examination of the human eye and the eyelid for the purpose of
diagnosis, treatment, or referral for consultation, or where appropriate to an ophthalmologist
(referral of iritis or corneal ulcer not later than 72 hours after initial treatment, if no noted
improvement)

FLORIDA: an optometrist who believes a patient may have glaucoma shall promptly advise
the patient of the serious nature of glaucoma and note in the patient record that this advice
was given. An optometrist shall refer to physician/medical specialist patients diagnosed with:
1y infectious corneal disease which has not responded to standard methods of treatment;
2} sudden onset of spots or "floaters;”

33 adverse drug reactions {when appropriate)

MISSOURI: shall refer patient to physician for further medical diagnosis or treatment

RHODE ISLAND: allows anti-virals and steroids of % %, with referral after 14 days
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SOUTH CAROLINA: glaucoma treatment with beia blockers requires consultation
personally with or refer wo a family practitioner, general practitioner, infernist or other
appropriate physician. Must sirive to achieve a stable range of mfraocular pressures, If no
progress is achieved in realizing the selected range of pressures within 60 days, patient 1o be
referred 10 an ophthalmologist.  Acute angle closure glavcoma requires optomelrist to initiate
treatment and refer (o ophthalmologist. Therapeutic optometrists must refer 2 patient to an
appropriate medical or osteopathic doctor, including, but not lmited to, corneal, glaucoma,
or retinal ophthalmological specialists when additional evaluation or treatment is necessary.
Non-therapeutic oplometrisis may refer to a therapeutically certified optometrist for
additional necessary evaluation or treatment, or to a medical doctor

VIRGINIA: referral to an ophtbalmologist required under the following conditions: after
diagnosing and treating a patient for a disease (listed in the statute) that fails to improve,
usually within 72 hours; and, treatment of 2 patient with a superficial corneal abrasion that
fails to significantly improve within 24 hours. An optometrist shall establish a written
protocol for the management of patient emergencies and referrals {o physicians

WISCONSIN: prior to prescribing beta blockery or carbonic anhydrase inhibitors for
glaucoma reatment, or oral antivirals, the optometrist must inform the patient’s primary
physician of treatment plans and document the contact. If there 15 no primary physician, the
patient shall be referred to a physician for determination of any systemic contraindications o
the TPA. Prior to prescribing, the optometrist shall contact the examining physician and
note this on the patient’s chart. Closed-angle glaucoma requires immediate referral 1o an
ophthalmologist. Optometrist shall institute emergency procedures directed by that physician

Other Statute Reguirements — 4
INDIANA: optometrist is encouraged to notify patient’s physician of use of legend drugs

KANSAS: treat with anti-inflammatory agents, administered topically, for up fo 14 days
{implied referval or consuliation)}

MINNESOTA: optometrists are reguired to advise patient 1o seek evaluation by an
appropriate licensed physician for diagnosis and treatment and not to weat such condition by
the use of drugs or any other means, if a patient shows signs or symptoms which may be
evidence of disease that requires treatment that is beyond the practice of optometry permitted
by law

WEST VIRGINIA: examination of the buman eve with topical pharmaceuticals of the

anterior segment of the human eye, to diagnose, to reat or fo refer for consultation or
treatment any abnormal condition
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Therapeutic States Without Consultation or Referral Requirements — 16

ALASKA, GEORGIA, IDAHO, IOWA, KENTUCKY, LOUISIANA, MAINE,
MONTANA, NEBRASKA, NEW HAMPSHIRE, NEW JERSEY, OHIQ, OKLAHOMA
TENNESSEER, WASHINGTON and WYOMING.

END OF REPORT
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Appendix E

December 21, 1993
SUMMARY of OPTOMETRIC MALPRACTICE CASES

» Of the 22 listed optometric malpractice cases, 17 occurred in diagnostic states.

» Disease or Disorder — Patients with glancoma comprised 50% of cases; tumors were involved in
9% of cases. Patients” diseases or disorders were:

Cataract, Postop Care o1 case
Contact lens use 01 case
Contact lens/corneal disease 01 case
Corpeal ulcer 01 case
Diabetic retinopathy 01 case
Glaucoma 11 cases
Retinal tear or detachment 02 cases
Systemic disorder 01 case
Tumor, brain 01 case
Tumor, lacrimal i case
Vision loss, binocular 0 case

» Patient Qutecomes — Of the 22 cases, two cases (or 9%) resulted in total blindness. One of these
patients suffered brain damage. Of all patients, 45% were partially blind or likely to be blind.
Over half of the cases resulted in diminished vision. One case specifically resulted in preventable
surgery. Patient outcomes were:

Blindness 01 case
Blind/brain damage 01 case
Blind in one eye 05 cases
Blindness to 90% 01 case
Blindness projected a2 cases
Diminished vision il cases
Surgery 01 case

» Type of Violation -~ Failure to diagnose occurred in 77% of all cases. In therapeutic states
failure to diagnose or diagnostic error occurred in 100% of cases. Failure to diagnose or
diagnostic error occurred in 90% of all cases. Negligent or improper treatment occurred in 13%
of cases. Type of violation:

State Status: Diagnaostic Therapeutic  Unknown
Failure to Diagnose 11 2 1

Failure to diagnose and refer 2

Misdiagnosis 2

Delayed diagnosis 1

Negligent treatment, failure to refer 1

Improper treatment 1

Improper treatment, failure to diagnose 1

The cases were reported from Medical Malpractice Verdicts, Settlements & Experts, Jury Verdict
Research, and an attorney.
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OPTOMETRIC MALPRACTICE CASES

In response to requests by state legislators concerning potential problems when optometric
licensure laws are expanded, the American Academy of Ophthalmology has compiled the
attached list of malpractice cases.

The summaries note the following information about each case: the state; whether the state
permitted diagnostic or therapeutic drug usage at the time of occurrence; the year of
occurrence; type of violation; disease or disorder; amount of settlement; source of
publication and date; short title; and a case description. In the interest of space constraints,
repetitive or extensive legal terminology in the text from joumals has been edited.

* o0

The American Academy of Ophthalmology does not claim to have first hand knowledge of any
of the cases included in this listing. Further, we draw no conclusions as 1o the quality of
care rendered by any individual, The information contained in this index is reliable as
reported. This list was prepared in response to requests by state legislators and is intended
Jfor use solely within the legislative process.

cleariodcases.J-3 \malcase. cov
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Updated: February 18, 1993

Optometric Malpractice
Case Summaries

State: AL

Year occurred: 1988

0D law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Brain tumor

Settlement amount: $2,000,000

Optometrist Found Liable for Failing to Diagnose Symptoms of Brain Tumer in Child - Brain
Damage and Blindness - $2 Million Post-Trial Settlement Reached Following $6.5 Million
Alabama VYerdict

The plaintiffs claimed that the defendants, an optometrist, Darlene Forsyth Harris, OD and 2
pediatrician, Gerald Woodruff, Jr., MD failed to diagnose a rare brain tumor in their son, age 11,
despite headaches and failing vision. The child is now blind, brain damaged and requires twenty-four
hour care, A jury returned a verdict against the optometrist for $6.5 million in mid-April 1991 but
found in favor of the pediatrician. According to published accounts a $2 million post-trial setﬂemem
was reach@é in %&ay 1991. Eashua Medders, a minor, by Carl T, Medders v, {Gerald W,

irle _ { { in ity {AL) Circult Court, Case No, CV—88*364
Damd {i‘ames Gadsden AL fo: the plamtszs Msgéaei Worel, Mobile, AL for Dr, Woodruff,
William A, Mudd, Birmingham, AL for Dr. Harris. {Note: This is one of the longest medical
malpractice verdicts in Alabama history.)

Source/date; 09/91 - Medical Malpractice Verdicts, Settlements & Experts

State: cT

Year occurred: 1987

QD law status: DPA

Type of violation: Failure to diagnose; failure to refer
Disease/disorder: Retinal tear

Settiement amount: $275,000

Plaintiff Suffered Haze in One Eye - Defendant Optometrist Failed to Diagnose Retinal Tear and
Failed to Refer the Plaintiff to an Ophthalmelegist - Plaintiff Was Left with 20/400 Vision in His
Eye - $275,000 Settlement in Connecticut.

The plaintiff, a 42-year-old man, visited the defendant optometrist because of a complaint of haze in
one of his eyes. He was told that it was floaters and not to worry but to come back in ten days if the
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floaters increased. The plaintiff returned with the complaint that the haze or spot had moved. He
was referred to an ophthalmologist who diagnosed the haze or spot a5 & result of 3 retinal tear in his
eye. The aliegations of negligence against the defendant were failure 0 detect a retinal tear and
failure to promptly refer the plaintiff to an ophthalmeologist. According to the published accounts, the

parties negotiated a $275,000 Settlement. Joseph W, Si r. V. New England Vision Associat
P.C.. 8/b/a Optivision Evecare Center, el at,, Superior Court, Hartford/New Britain Judicial

District, Case No. CV-87-03334035. Leo Rosen of Poliner, Poliner and Rosen, P.C., Hartford, CT,
for the plaintiff.

Source/date: Malpractice Yerdicts., Se erty - 03/90
* * E S x *

State: FL

Year occurred: 1581

OD law status; DPA/ Currently TPA

Type of violation: Misdiagnosis

Disease/disorder: Glaucoma

Seitlement amount: $200,000
Optometrist Malpractice: Professional Negligence: Eye Condition

An B2-year-old hotel maid suffered an acute attack of glaucoma after she underwent an examination
by the defendant optometrist. The plaintiff presented herself to the defendant because she wanted
stronger lenses for her glasses, Under the assumption that the plaintiff desired a complete eye exam,
the defendant placed drops of neosynephrin into the plaintiffs eyes. She suffered the attack later that
day. The plaintiff alleged that the defendant failed o properly examine her eyss before placing the
drops and that he never informed her of the potential risk accompanying the use of the drops. The
defendant claimed that he properly examined the plaintiff’s eyes prior to adding the drops and that the
odds of complications accompanying the use of the drops were very slim. Finally, the plaintiff
alleged that as a result of the initial injury, she was forced to undergo cataract extractions and
iridectomiss in both eves and sustained a complication which diminished her vision, corrected and
uncorrected, greatly. The defendant countered that the plaintiff’s vision went unchanged. LeBlanc v,
Brenpan; State Farm Fire & Casualty Company. Compensatory Damages: $200,000; Trial/Settiement
date 8603; IV Number 7731; Court Docket 82-9382; State/County FL/Broward. Milton §. Blaut for
the plaintiff, Young 7. Tindali for the defendant.

Source/date: Jury Verdicr Research/1991 Data Search
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pressure, The plaintiff was finally diagnosed as hydrocephalus and a ventricular shunt was
performed, but the procedure did not save the claimant’s vision and he is legally blind. The thrust of
the claim was failure to refer. The incident occurred in 1981. Michael Placek v, Loy Hudson, OD,
Allen County (IN) Circuit No. CC84-1070. Jack E. Morris for plaintiff,

Source/date: Medical Malpractice Verdicts, Settlements & Experts - 11/85

State: AZ
Year occurred: Unknown
OD law status: DPA/TPA State, 1993

Type of violation: Failure to diagnose
Disease/disorder: Cataract-Postop Care
Seitiement amount:  $110,500

Retired Colorado Man Undergoes Cataract Surgery - Subsequent Infection in Eye Results in
Laess of Sight - Infection Missed by Optometrist at Ophthalmologist’s Office - Plaintiff Argues
Use of Optometrist Was Negligent

A seventy-two year old retired man underwent cataract surgery by the defendant ophthalmologist.
Thirty hours post-surgery, the plaintiff experienced extreme pain in the eye, and contacted the
defendant, who instructed him to go to the defendant’s clinic for examination. The plaintiff’s eye was
examined, but other than a slightly elevated intraocular pressure, everything appeared to be normal.
Six hours later, a second examination was performed, which revealed an intraocular infection.
Despite aggressive antibiotic therapy, the plaintiff lost all vision in the eye. During the second
examination, the plaintiff learned that the party who initially examined him was an optometrist, not an
ophthalmologist. He argued that this was a breach of the applicable standard of care, and that the
optometrist’s failure to diagnose the infection resulted in an increased risk of loss, due to the
fulminating nature of the infection, According to The Trial Reporter of Southern Arizona, the parties
settled before trial for $110,500. Plaintiff’s Expert: Denis M. O’Day, MD, ophthalmology,
Nashville, TN. Defendant’s Experts: Lynden Lothaire, MD, ophthalmology, Herbert S. Woldoff,
MD, ophthalmology, Phoenix, AZ. Bennett v. Katz, MD, County Superior Court, Case No.

CV 283213.

Source/date: Medical Malpractice Verdicts, Settlements & Experts April, 1993

149



State: NI

Year occurred: 1981

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $2060,000
Failure To Perform Test For Rare Form of Glaucoma - Permanent Blindness in One Eye

This was an optometry malpractice action iz which the 37-year-old plaintiff contended that the
defendant optometrist deviated in failing to conduct an ophthalmoscope test and a siit lamp test 1o
determine if the plaintiff was suffering from closed angle glaucoma, resulting in total blindness in one
eye. The plaintifi’s expert related that the slit lamp test advanced by the plaintiff is the only means of
discovering the rare form of glaucoma, It was undisputed that the defendant was aware that the
plaintiff was far sighted, The plaintiff's expert contended that in view of the greater risk of far
sighted patients developing closed angle glancoms and the absence of alternative means of discovering
the insidious condition, an optometrist is obligated 0 perform this slit lamp test on every far gighted
patient examined or refer the patient to ap ophthalmclogist. The plaintiff argued that based upon the
statute which authorizes an optometrist to conduct internal examinations of the eye, the optometrist
would De reguired 1o conduct 3 thorough examination. This case was complicated by the fact that the
plaintiff sufiered from reduced mental capacities 2nd emotional conditions, These conditions Hmited
the plaintifi"s ability to communicate. The plaintiff had been utilizing the defendant’s services for 10
years and ihal sympioms were probably prasent for at least 2 vears prios to the blindness. The jury
found for the pizintff and awarded 5200,000. Interest in the amount of 365 000 was then sdded.
The award zeilected the fact that the plaintiff suffered an especially serious injury when the joss of
vision in one eve was added to his mental Himitations. Plaintiff's Expert: George Spasth, MD, Wills
Eye Hospital, ophthalmologist. Defendant’s Expert: Lewis Cating, Philadelphia College, Optometrist,
Docket #1.-67673-8 1; Judge Richard Hyland, 4-17-85. Arthur Ballen and Boseann 8. Oliver for the
plaintiff. James Mullen, Jr, for the defendant,

Seurce/date; Jury Yerdict Review/Verdict Trak - 12/9] data search

LI S

State: NI

Year occurred: 1988

O law status: DPA

Type of viciation: Failure 10 diagnoge
Disease/disorder: Glancoma

Bettlement amount: $1,038,276
Glaucoms Not Diagnosed, Resulting in Loss of Vision - 1,038,276 New Jersey Default Judgment
According to published accounts the plaintiff, a dentist, claimed that the defendant, an optometrist,

failed 1o detect glaucoma, resulting in the loss of vision in her right eye. The plaintiff began
complaining of vision problems in 1988 and various prescriptions were given, without success. The

150



plaintiff has been forced to cut back on her practice due to the vision impairment. A $1,038,276
judgment was awarded by Superior Court Judge Robert A. Longhi in October, 1990 when he ruled
that the defendant defaulted in the case by failing to appear in court or respond to the allegations
against her. Etta Wilson v, Sandra Robbins, Middlesex County (NJ) Superior Court, Case No.
1.-1292-90G. George Hendricks, New Brunswick, NJ for the Plaintiff. The firm of Hoagland, Longo
& Oropoilo, New Brunswick, NJ for the defendant.

Source/date: Medical Malpractice Verdicts, Settlements & Experts - 03/91

State: NY

Year occurred: 1988

OD law status: DPA

Type of violation: Failure to diagnose; failure to refer
Disease/disorder: Glaucoma

Settlement amount: $450,000
90% Visual Field Loss In Both Eyes

Malpractice action by a 48-year-old pharmacist, loss of consortium for the wife. The plaintiff, a
pharmacist, has four minor children, the oldest is 10 years of age. Plaintiff alleged that the defendant
optometrists had failed to refer him to an ophthalmologist upon noting "deep cups,” had failed to
perform a visual field test, had failed to schedule a follow up visit, had failed to perform a necessary
additional examination and glaucoma work-up. The plaintiff developed an open angle glaucoma.
Plaintiff has lost 90% of his visual field in both eyes. Plaintiff’s Experts: Steven Perrone, MD
ophthalmologist, Professor George Obssuth, Professor Paul L. Owens, SUNY, Dr. Thomas
Fitzgerald, Economist. Defendant’s Expert: Joseph C. Rosenbluth, MD, ophthalmologist. Akbar
Lakhaney and Nusrat T akhaney v. Jamica Avenue Opticians, Inc., and Martin Grossman, GD,
Supreme Court of the State of New York, County of Queens, Index #1927 - 88, Calendar # M342.
Laura Wein and Michael Furst of Furst, Wein & Taryan, Manhattan for the plaintiffs., Brian W.
McElhenny of Curtis, Zaklukiewicz, Vasile & Devine for the defendants.

Source/date: Michael L. Furst, ID - 07/89
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State: OH

Year occurred: July, 1991

OD law status: DPA

Type of violation: Negligent treatment; failure to refer
Disease/disorder: Loss of Binocular Vision

Settlement amount: $36,000
Negligent Treatment of "Crossed" Eye in Two Year Old — Loss of Binocular Vision

The plaintiff developed a "crossed” eye. He was examined by an ophthalmologist and the defendant
optometrist, Dr. John Zettel. The defendant treated the plaintiff for sixteen to eighteen months with
an unsupported "nasal” patch on his eyeglasses. The plaintiff nearly lost his vision before his parents
had him examined by an ophthalmologist. The plaintiff’s vision was restored, but he lost the
opportunity for binocular vision. The plaintiff alleged that the defendant was negligent in using totally
inadequate and untested treatment techniques, in failing to disclose the limits of his treatment options,
in misrepresenting his credentials and in failing to refer him to an ophthalmologist. The defendant
contended that he used ordinary care in treating the plaintiff and that any negligence on his part was
not the causative element in the loss of the plaintiff’s binocular vision because most children must be
treated by age two to achieve binocular vision. Plaintiff’s Expert: Laurence Baker, M.D.,
ophthalmology, Lexington, KY. Defendant’s Expert: Merrill Allen, M.D., ophthalmology,
Bloomington, IN. Steve and Debra Brandt, as parents of Douglas Brandt v, John Zettel, O.D.,
Hamilton County (OH) District Court, Case No. A-8603897. Michael Boylan, Cincinnati, OH for
the plaintiffs. Bruce McIntosh, Middletown, OH for the defense.

Source/date: Medical Malpractice Verdi rilements & erts - 05/92

* ¥ * x %

State; PA

Year occurred: 1985

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $80,000

Women Claims Glaucoma Was Not Diagnosed During Examination-Loses Partial Vision Due to
Two Year Delay in Diagnosis-Defendant Denies Negligence but $80,000 Settlement Is Reached in
Pennsylvania

The plaintiff consulted the defendant, an optometrist, for an eye examination in July 1985. The
plaintiff, age 53 at the time, reported problems seeing at a distance and close up; she also had blurred
vision in her right eye. The examination performed at the time included evaluation and testing to
detect the presence of glaucoma. In July 1987 the plaintiff went to an ophthalmologist for evaluation.
At this time the plaintiff was experiencing increased vision loss, inability to see distances, headaches
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and blurred vision. The plaintiff was diagnosed with an end stage glaucomatous optic disc in her
right eye and a mild glaucomatous optic disc in her left eye. The glaucoma condition stabilized with
eye drop medication taken daily. The plaintiff alleged that the defendant failed to properly perform
the glaucoma testing and advise the plaintiff of the findings of his testing, failed to advise her of the
possible dangers if her complaints persisted, and did not obtain a consultation from another physician.
She contended that the defendant’s negligence had caused her to lose substantial vision in her right
eye and some vision in her left eye. An $80,000 settlement was reached on May 1, 1990. Plaintiff’s
Experts: David 8. C. Pao, MD., ophthalmology, Levittown, PA. Kenneth R. Fox, MD
ophthalmology, McLean, VA. Defendant’s Experts: Richard P. Wilson, MD, Philadelphia, PA.
Robert Kirscher, MD Mae v, John McEwan, Jr.. OD, Bucks County (PA) Court of Common
Pleas, Case No. 88-7614-1-288. Robert J. Mellon of Mellon, Webster & Mellon, Doylestown, PA
for the plaintiff. Jobn F. McDevitt, Jr. of McDevitt & Cobb, Bala Cynwyd, PA for the defendant.

Source/date: Medical Malpractice Verdicts, Settlements & Experts - 08/90

* %X % ¥ %

State: PA

Year occurred: 1986

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $750,000

Glaucoma Not Diagnosed Due to Lack of Screening by Optometrist - Irreversible When
Diagnosed

The plaintiff was under the care of a Jocal optometrist since March 1974 for his eye care. He was
evaluated by the optometrist for his need of corrective lenses, and was given a prescription for
glasses. His intraocular pressures were not measured or recorded by the local optometrist. On his
last visit to the Jocal optometrist in November 1986 the plaintiff advised the optometrist that his left
eye was slightly blurry, even with his prescription. Tt was noted by the optometrist that the plaintiff
had temporal pallor of the disc of the left eye. During a routine physical examination with his family
physician the plaintiff complained of having some problems with his vision. His family physician
referred him to another optometrist, who diagnosed him as having advanced glancoma in both eyes,
which had been present for many years. Because of the failure to diagnose earlier, irreversible
damage has occurred and the plaintiff is fosing vision in his eyes and will eventually be blind. The
defendant admitted liability and a $750,000 settlement was reached prior to trial. Doe v. Anonymous
Optometrist, Pennsylvania Venue and Docket Number not provided. Clifford A. Rieders of Rieders,

- Travis, Mussina, et al., Williamsport, PA for the plaintiff.

Source/date: Medical Malpractice Verdicts, Settlements & Experts, - 1/93

* % ¥ x X
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State: SC

Year occurred: 1983

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder; Glaucoma

Settlement amount: $200,000

Failure of Optometrist to Diagnose Open-Angle Glaucoma Results in Advancement of Condition
With Blindness Anticipated - $200,000 South Carolina Settlement

The plaintiff alleged that in Jupe 1983, he went to optometrist Dr. William C. Oliver’s office to have
his eves examined. He complained of blurred vision, reduced vision, turning out of the left eye and
increased eye pressure and sensitivity to sunlight., The defendant Oliver examined him and prescribed
stronger glasses. Approximately one vear later, in June 1984, the plaintiff’s problems worsened and
he agzain returned to Dr. Oliver’s office. Dr. Oliver again examined the plaintiff’s eyes and again
prescribed stronger glasses. In February 1983, the plaintiff consulted an ophthalmologist who
diagnosed far advanced open angle glaucoma. The plaintiff was a factory worker making $5.65 an
hour and was 45 vears old 2t the time he first saw Dr. Oliver. The plaintiff contended that the
defendant was negligent in failing o test the eve pressure, failing w diagnose glavcoma, and in failing
to refer the plaintiff to an ophthalmologist. The patient was treated by an ophthalmologist, and
aithough be had not vet lost 2l of his vision in his 1ef eve, it was anticipated that at some point in the
not too distant future, he would be blind, He was already blind in his other eye from prior accident
having ziothing to do with this defendant. The plaintiff has had to guit his job and is recelving Socid
Security disability benefits. The case was settled in early May 1987 for a $200,000 lump sum
payment. Plaintiff’s experts: Michael Laughlin, MD, ophthalmologist (treating physician); Dr. John
Hartsfield, optometrist {retired), Birmingham, AL, John W. Hefney v. William C, Qliver, Court of
Common Pleas, York County, 8C, Civil Action No, 86-CP46-139, Seth H. Langson of Karro,
Sellers & Langson, Charlotte, NC and Jim Fewster, Rock Hill, SC for the plaintiff. James W.
Alford of Barnes, Alford, Stork & Johnson, Columbia, SC for the defense,

Source/date: Medical Malpractice Verdicts, Settlements erts - 09/88

* x * % *
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State: SD

Year occurred: Unknown
OD law status: Unknown
Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $201,001

Failure to Diagnose Glaucoma-Loss of Vision-$201,001 South Dakota Verdict Against
Optometrist

Published accounts indicate that a federal jury has awarded Ardis Hayslip, 30, of Midland, Texas
$201,001 after finding a Rapid City, South Dakota optometrist, James W. King, negligent in failing
to test the man for the eye disease glaucoma. The jury award included $150,000 for loss of
enjoyment of life, $20,000 for future mental anguish, $10,000 for past medical care, $16,000 for past
lost wages but nothing for future lost wages, $5,000 for future psychological treatment, but only $1
for vision loss. The suit alleged that the optometrist was negligent in failing to test for glascoma
during a routine $34.00 check up. Plaintiff’s attorneys argued that an eye pressure test should have
been administered. The defense maintained that Hayslip already suffered from glaucoma prior to the
examination and that the optometrist had conducted a reasonable examination and had referred
Hayslip to an Albugquerque optometrist, the patient’s place of residence at the time. Arlis Hayslip v,
James W, Kin metrist, U.S. District Court, Rapid City, SD No.___. Gregory A. Eiseland,
Rapid City, SD for the plaintiff. William Porter, Rapid City, SD, for the defendant.

Source/date: Medical Malpractice Verdicts, Settlements & Experts - 04/87

x *x ¥ *x =%

State: TN

Year eccurred: Unknown (before TPA law)
OD law status: DPA

Type of violation: Misdiagnosis
Disease/disorder: Tumor - lacrimal

Settlement amount: $18,000

Optometrist "Diagnoses” Eye Infection and (Through His Physician Wife) "Prescribes"”
Medication - Suit Alleges Failure to Refer to Ophthalmologist - Benign Tumor Discovered - Suit
Settles for $18,000 in Tennessee - Was There a Physician-Patient Relationship with the Physician
Wife? - Trial Court Says that PlaintifCs Part Payment of Medical Insurance Premium Means He
Can Claim All Expenses, That Is, Cellateral Source Rule Not Abolished

This case of alleged optometric malpractice is unique as the optometrist’s wife, a physician, actually

called in the plaintiff’s medication. The case has been settled for $18,000. The plaintiff, a 33-year-
old security guard, went to the defendant optometrist complaining of tearing and pain as if something
were in his eye. The defendant, Phillip Patterson, OD said there was nothing in his eye, said it was
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an ailergic reaction, and told the plaintiff that he would "call in a prescription.” (Mote: This episode
happened before the statute was changed that allowed optometrists to write certain prescriptions. )
When the condition did not improve, the plaintiff went 10 2 Tullahoma optometrist, Dr Edward Hoge,
who diagnosed the condition as conjunctivitis and said that it would go away. Facing no
improvement, the plaintiff finally saw an opbthalmelogist, Clark Woodfin, MDD who immediately sent
the plaintiff 1o ophthalmic plastic surgeon Ralph Wesley, MD whe diagnosed and removed 2 tumor in
the right lacrimal area, The tumor was benign, but the plaintiff's suit claime he has been left with 2
weaker and more light sensitive eve. An interesting side issue arose regarding whether there was 2
cause of action against Teresita Patterson, MD, the defendant’s wife, The theory offered was
something akin 1o conspiracy 1o aid someone in the practice of medicine who was not licensed, as
well as aiding in ber husband’s malpractice. Anticipating 2 defense argument of "no Hability” during
the interrogatory, the plaintiff’s attorney substantiated his theory that Dr. Teresita Patterson did, by
her own admission, make 3 diagnosis of the plaintiffs condition, chose a medication, had gz desired
purpose in mind for the medication and made an evaluation based on her hushand’s findings. Wayne
Mines v, Phillip L, Patterson, O, Teresita Patterson, M and Edward R, Hopge, 0D, Coffes
County (TN} Circuit Court, Case No. 22,430, Larry B, Williams, Nashville, TN for the plaintiff,

Sourceidote: Medical Malpractice Verdicts, Settlements & Experts - G7/91

& ® X # 0 0x

Siate: ur

Year scourres: 1987

20 law status: DPA

Type of visiation: Mistreatment
Disease/disorder: Contact lens; cornesl dizease

Settlement amouni: 330,000

Negligent Preseriplion of Conlact Lenses-Seratched and roded Cornea-530,000 Settlement in
Vtah

According 1o the Utah Tort News Reporter, the plaintiff, 2 32-vear-0ld male, consnlied with the
defendant in the summer of 1987 regarding the advisability of wesring contact lenses. The plaingff
informed the defendant that he had 3 history since early childhood of corneal ulcers caused by herpes
simplex keratitis, He had been treated conservatively from time 1o time for minor flare-ups of this
condition and reported he had experienced no flare-ups for three vears. The defendant prescribed and
sold to the plaintiff gas permeable daily wear contact lenses, The plaintiff and the defendant entered
into a contract for follow-up visits, eye exams, etc. The plaintiff began to have problems shortly

after he purchased the contacts and repeatedly advised the defendant of the problems he was having.
The plaintiff uitimately had a severe episode of pain, irritation, etc., in his left eye, to the point where
he was unable to wear his lenses. An exgmination revealed that the cornea in his left eye had been
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scratch or eroded seriously, His vision was damaged so seriously that he was required to undergo a
corpeal transplant. Although after surgery his vision was restored to normal, there is a slight risk that
he may lose sight in the damaged eye again. The case was settled for $30,000. Plaintiff’s Expert:
Darrel Carter, optometry, Berkeley, CA. v, America’s Best Con Ing, Salt Lake
County (UT) District Court, Case No, 900901724, Colin P! King for the plaintiff. David W. Slage
for the defendant.

Source/date: Medical Malpractice Verdi ettlements ris - 06/91

State: VA

Year occurred: 1980

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $25,000
Failure of Optometrist to Diagnose Open Angle Glaucoma Results in $25,000 Virginia Settlement

On February 7, 1980, the plaintiff, Tad Jones, sought the services of the defendant, Q.0O. Sutphin,
OD. The complaint alleges that the defendant failed to diagnose the condition of open angle
glaucoma. The plaintiff accepted a $25,000 settlement which had been offered by the insurance
carrier after the plaintiff’s extensive discovery. The case was settled in December 1985. Tad Jones
v, 0.0, Sutphin, OD, U.S. District Court, Western District of Virginia, Roanoke Division, Civil
Action No. 82-0312-R. Raymond R. Robrecht, Salem, VA for the plaintiff, Carroll D. Rea of
Hazelgrove, Dickinson, Rea, Smeltzer & Brown, Roanoke, VA for the defendant. MEDMAL case
No. 002751

Source/date: Medical Malpractice Verdict ments & erts - 07/87
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Staie: Wi

Year occurred: 1984

GD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Diabetic retinopathy

Bettlement smount: $1506,000

Failure of Wisconsin Optometrist to Dizgnose Diabetic Retinopathy Resulfs in Loss of Vision in
Right Eye and $150,000 Seitlement

In July 1984, Claudine Ostrowski, a 43-year-old housewife, had an eye examination at Sterling
Optical 25 a result of recent changes in vision and some intermitient flashing. She knew that the
Sterling outlet bad a "doctor™ on the premises, Mrs, Ustrowskd, was unaware of the differences
betwesn an optometrist and ophthalmologist. She had been 2 diabetic for approximately 12 vears with
oral medication for eight years. She informed the optometrist of these facts and that it had been eight
years since her last eye examination. The optometrist examined her eyes without dilating the pupils,
found pothing amiss in his fundus examination, and prescribed corrective glasses. The best correction
he was able to obtain in her right eve was 20/50 although he was able o correct the left eve w 20/30.
Mrs, Ostrowski said the doctor told her o come back in about two years, and at o time referred her
to an ophthalmoiogist, Diabetics are at high risk for blood vessel changes in the retina, but disbetic
retinopathy is susceptible to treatment i caught early. Optometrists, under Wisconsin law, are limited
in the type of tests which they can perform o detect retinopathy, but 2 long history of diabetes, with
an inability 1o oblain 3 good correction, strongly suggested the presence of 2 systemic disease, Six
months later, in January 1985, Mrs, Ostrowski experienced a sudden loss of vision in the right eye.
The plaintiff’s expert retinalogist testified that a prompt referral may have saved most of the sight in
the right eve. Plaintiff"s left sve remaing Intact and has responded well o laser treatment. An
interpist, a third party defendant, who had been caring Tor Mre. Ostowski’s diabetic condition for
several vears, was also obligated 1o refer his patient to an ophthalmologist, Wisconsin statutes
licensing and governing optometrists requires them fo make referrals 10 medical specialists when their
examination revesls a suspicion of systemic disesse. The case was sattled for $150,000 in September
i987. The sentlement contribution was egually divided betwean Sterling Optical and the insurance
company for the internist. Claudine Ostrowskl, et al. v, IPCO Corporation (Sterling Optical Group)
et al,, Milwaukee County Circuit Court, Case No. 706-081. Gerald ]. Bloch of Warshafsky, Rotter,
Tarnoff, Gesler, Reiphardt & Bloch, 5. €., Milwaukee, W1 for the plaintiff,

Sourceldate: Medical Malpractice Verdicts, Settlements & Experts - 11/87

* % * ¥ &
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State: Wi

Year occurred: Unknown

OD law status: TPA, 1989

Type of violation: Improper treatment, failure to diagnose
Disease/disorder: Contact lens use

Settlement amount: $159,000

Woman Claims Instructions to Use Distilled Water Instead of Sterilized Water to Clean Contacts
Caused Infection - Infection Not Treated Properly Early, Causing Loss of Vision in Eye

The plaintiff, in her mid-thirties, went to the defendant optometrist for soft contact lenses. The
defendant allegedly told her that cleaning the lenses with distilled water would be okay despite the
fact that the package for the salt tablets which are also used in cleaning these lenses is said to have
specifically called for the use of sterilized water. According to the plaintiff, the bad advice given to
her resulted in bacteria, specifically acanthamoeba keratitis, which developed on one of the lenses
which then infected her eye. As a result of the infection the plaintiff entirely lost the use of one of
her eyes, despite undergoing numerous surgeries on the eye. She now wears a large cosmetic contact
lens over her useless eye which disguises its deteriorated condition. In addition to the claim that the
defendant gave improper advice concerning cleaning the contacts, the plaintiff claimed that once she
started complaining of pain in her eye the defendant failed to promptly diagnose the problem,
allegedly losing the ability to remedy it in its early stages. K.L., et al v. St. Paul Fire and Marine
Ins, Co., et al, Milwaukee County (WI) Circuit Courts, Case No 89-CV-03685. Timothy Aiken of
Aiken and Scoptur, Milwaukee, WI and Joseph Doherty of Bunk, Doherty and Griffin, West Bend,
WI for the plaintiff. Scott Ritter of Hogan Law Offices, Milwaukee, WI for the defendant.

Source/date: Medical Malpractice Verdicts, Settlements & Experts, - 1/93
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State: Wi

Year occurred: Unknown

OD law status: DPA

Type of violation: Failure to diagnose
Disease/disorder: Glaucoma

Settlement amount: $50,000
Optometrist Fails to Diagnose Glaucoma - $90,000 Settlement in Wisconsin

The plaintiff was a welding supervisor in his forties. He went to the defendant optometrist for a
driver’s license check-up. The defendant failed to advise the plaintiff of elevated intraocular pressure,
a sign of glaucoma, from which the plaintiff was unknowingly suffering, and which went undiagnosed
and untreated for another year. Subsequently, the plaintiff underwent multiple laser surgeries and
suffered a constriction in his field of vision. The defense contended that the surgeries would have
been necessary and the constriction inevitable, even if the condition had been spotted a year earlier by
the defendant. According to Verdicts and Settlements in Wisconsin Circuit Courts, the plaintiff
contended that he would eventually be unabie to perform his present supervisory job, and so he
claimed future Jost income as well as medical special damages. The parties reached a settlement of
$90,000. Richard et al.. v, ABC Insurance Co,, et al., Milwaukee County (WI) Circuit Court Case
No. 737422, Susan Rosenberg of Aiken & Mawicke, Milwaukee, W1 for the plaintiffs. Kathleen
Bonville of Gutgiass, Erickson & Bonville, Milwaukee, WI for the defendants.

Source/date: Medical Malpractice Verdicts, Settiements & Fxperty - 05/91

* x ¥ % X

State: W1

Year ocourred: Unknown

O law status: DFPA/Currently TPA
Type of violation: Failure to diagnose
Disease/disorder: Corneal Ulcer

Settlement amount: $75.000
Docter and Hospital Malpractice: Lack of Informed Censent - Visual Impairment

A 29-year-old female suffered from a corneal ulcer after being treated by the defendant optometrist.
The plaintiff had been wearing daily-wear contact lenses for several years and was being examined by
the defendant to be fitted for extended-wear contact lenses. Shortly after her release from the clinical
program, the plaintiff developed soreness and redness in one eye and was diagnosed with a corneal
ulcer. The plaintiff contended that the optometrist and optical clinic failed to obtain informed consent
and provide adequate follow up care. Wagner v. D.O.C, Optical. Trial/settlement date: 8805, JV
number 37984, Court Docket: Circuit/745-163, State/County: WI/Milwaukee, Plaintiff Attorney:
Melita M. Biese, Milwaukee, WI. VRIC ED.

Source/date; Jury Verdict Reséarciz - 1991 Data Search

x ® ¥ * %
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State: LAY

Year occurred: 1984
OD law status: TPA
Type of violation: Failure to diagnose
Disease/disorder: Retinal detachment

Settlement amount: $75,000

Optometrist Fails to Perform Dilated Examination and Retinal Detachment Not Diagnosed-
Vision Reduced in One Eye-$75,000 Settlement in West Virginia

Annette Carter, a 27-year-old telephone company employee, went to the defendant optometrist for
new contact lenses. A dilated examination of the plaintiff’s eyes was not performed despite the fact
that the plaintiff complained of having blurry vision. The defendant optometrist assumed that this was
caused by contact lens solution. The plaintiff continued to complain of blurry vision, but no dilated
examination was performed. The defendant’s records did not indicate that the complaints had been
made. The plaintiff was seen by the defendant from January to March 1984. In May 1984 the
plaintiff went to an ophthaimologist, who immediately diagnosed retinal detachment. At this time the
detachment reached the macula. The plaintiff’s vision was reduced from 20/20 corrected to 20/40
corrected in the left eye. The plaintiff alleged that the demarcation lines seen at the time the
diagnosis of retinal detachment was made indicated that the detachment was present at the time the
defendant was treating her. In addition, if a dilated examination had been performed, the defendant
would have noted the detachment and appropriate action could have been taken to reattach the retina.
The retina was reattached, but there was some vision loss. A $75,000 settlement was reached in
March 1989. Annette Lynne Carter v. Ross G. Childress, Kanawha County (WV) Circuit Court,
Case No. 86-C-1856. William Druckman, Hunt & Wilson, Charleston, WV, for plaintiff. Steve
Annand, Charleston, WV for defendant.

Source/date: Medical Malpractice Verdicts, Settlements & Experts - 07/89
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Appendix F

August 11, 1992

Secretary Marlene Cummings
pepartment of Regulation & Licensing
1400 E. Washington Avenue

P.0. Box 8835

Madison, WI 53708

Dear Secretary Cummings:

Thank you for forwarding a summary of the 1991 Use of Therapeutic
Pharmacoagents by Optometrists in Wisconsin. After reviewing this document,
1 felt the need to respond to the summary and the conclusions drawn from the
data compiled.

One chief concern regarding this data is whether a disease entity was treated
with the appropriate pharmaceutical agent. Reviewing the different diagnoses
and treatments reveal many cases where inappropriate medications were
prescribed for the stated disease and yet a resolution of the condition was
observed. This either means the diagnosis of the condition was inappropriate
or the condition would have resolved on its own without medication., Numerous
instances of these are apparent in the summary, and a lengthy addendum to
this letter 1ists some of the treatments {n question. One of the more common
discrepancies indicates the use of benoxinate, a drop containing an
anesthetic with fluorescein; this is a diaghestic agent, not a therapeutic
agent. Somehow, this drop cured cases of biepharitis, blepharoconjunctivitis,
conjunctivitis, both chronic and acute, corneal abrasion, corneal foreign
bodies, corneal ulcers, narrow angle glaucoma, superficial keratitis, and
trichiasis.

The most serious example of inappropriate treatment is that of narrow angle
glaucoma. Only half of these cases were correctly treated. A miotic, f{.e.
pilocarpine, is the appropriate initial therapy. If this is inadequate, a
surgical, iridotomy can cure this condition. The summary indicates
pilocarpine was not used in almost half the cases and that in some cases the
glaucoma was cured with an anesthetic drop.

The summary shows interstitial keratitis as successfully treated with
antibiotics. The two most common causes of interstitial keratitis are
syphilis and herpes, and the appropriate topical treatment would either be a
steroid drop or an anti-viral medication. Over half of these cases were
inappropriately treated.
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Secretary Marlene Cummings
August 11, 1992
Page 2

Orbital cellulitis is a potentially severe soft tissue infection that can be
1ife threatening, yet only one of the nine cases was referred to another
health care provider, and this case was inappropriately treated with
steroids.

Other discrepancies are documented in the addendum to this letter.

Regarding the classifications 1ist for treatment, many conditions which are
listed as the disease entity are, in fact, not a diagnosis but a clinical
finding. It does not indicate whether, for example, conjunctivitis is
infectious, allergic, or immune, and so one cannot discern whether the
appropriate medication was given in any of these cases. Diagnoses such as
conjunctival edema, chemosis, acute conjunctivitis, chronic conjunctivitis,
dermatitis, eyelid infiammation, hyperemia, keratitis, superficial keratitis,
keratoconjunctivitis, pain in the eye, and swelling of the eye are all
descriptions which do not specify any cause. Therefore, in all of these
conditions, one cannot say whether the treatment was appropriate for the
condition cited. I would suggest that more definitive etiologic diagnoses be
used when collecting this data..

It is interesting that the Optometry Board did not address some of these
diagnostic and treatment probiems when reviewing the summary, and I cannot
believe this summary can give any support to expanding the use of
therapeutics by optometrists or that it was received positively by the
Department of Regulation & Licensing. Prior to expanding the Therapeutic
Drug Bi1l it would be worthwhile to discuss the summary with you and members
of the Optometry and Pharmacy Boards. It is apparent that some continuing
medical education should be required of optometrists using therapeutics, as
it is required of other health care providers.

Though 12,000 uses of therapeutics sounds impressive, the total
administration of therapeutic agents prescribed by 312 optometrists during
all of 1991 averages only 38 prescriptions per optometrist or only 3.2
administrations per month for each optometrist. This does not seem to
support the contention that initial or further the expansion of therapeutics
to optometry is warranted.
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Secretary Marlene Cummings
August 11, 1992
Page 3

I look forward to discussing the results of this survey with you.

Sincerely,

Peter J. McCanna, M.D.
PIM/s1
Enc: Addendum

CC: Medical Examining Board
1400 E. Washington Avenue
P.0O. Box 8935
Madiscn, WI 53708

Optometry Examining Board
1400 E. Washington Avenus
£.0. Box 8935

Madison, WI 53708

Pharmacy Examining Board
1400 E. Washington Avenue
P.0. Box 883t

Madison, WI 53708

Assembly Public Heaith Reguiations Committee
State Capitol
Madison, WI 52708



ADDENDUM to Dr. McCanna's letter of August 11, 1992

Blepharitis is an inflammation of the eyelids and benoxinate, an anesthetic,
would not be expected to improve this condition, yet was prescribed in 21
cases, all of which resolved.

Biepharoconjunctivitis is an infiammation of the eyelid and eye for which
benoxinate, an anesthetic, was prescribed 36 times, all of which cases
resoived.

Burns of the eyelids may require prophylactic antibiotic freatment, but
naphazoline, an anti-histamine, was prescribed.

Chalazion is an inflammatory condition which may or may not be infectious,
yet naphazoline, an anti-histamine, was prescribed.

Chemosis is a swelliing of the conjunctiva and is most often due to aliergies.
This is a diagnostic finding and does not designate an etjology as to the
cause of the chemosis, whether it is infectious or inflammatory. whether the
appropriate treatment was given cannot be ascertained.

Concretions of the conjunctiva most often are asymptomatic and must be
removed mechanically and would not be effectively treated with either anti~
biotics or stercids which were prescribed.

Coniunctival Cysts are asymptomatic and are not infectious nor inflammatory,
so neither antibiotics nor steroids would be indicated in this condition, vet
were prescribed,

Conjunctival edema 1s the same as chemosis, and neither of these conditions
designate whether the etiology is infectious, either hacterial or viral, or
whether 1t is allergic or inflammatory, reguiring a steroid medication.

Conjunctivitis both acute or chronic is not an etiologic diagnosis, and this
might better be separated into infectious, allergic, or traumatic causes. In
this category. a benoxinate is again used in 6 cases, causing a resolution of
symptoms? In addition, epinephrine and phenylephrine are aiso used
inappropriately. Acute conjunctivitis again was treated with benoxinate with
resolytion of symptoms. Homatropine and hydroxamphetamine are also
inappropriately used. Allergic conjunctivitis, by description is altergic,
and one would use either an anti-inflammatory medication, but rather
immunoglycosides and Polymyxin antibiotics were prescribed. Chronic
canjunctivitis was again treated with benoxinate, an anesthetic, with
resoiution of symptoms. Hydroxyamphetamine, a dilating agent, was also
prescribed, but would be of no benefit in conjunctivitis.

Corneal abrasions were treated in over 13 cases with benoxinate
inappropriately.

Corneal foreign bodies are inappropriately treated with benoxinate in 20
cases,

Corneal ulcers are inappropriately treated with aspirin in 1 case and
benoxinate in 6 cases.
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ADDENDUM, continged... P.2

Ecchymoses of the conjunctiva, eye, and eyelids are non-inflammatory, non-
infectious, hemorrhagic conditions and they were unnecessarily treated in 36
cases using antibiotics, antihistamines, benoxinate, and topical steroids.

Epiphora 1s tearing of the eyes and does not indicate whether this is an
Tnfectious, allergic, or mechanical probiem, sc one cannot assess whether
these cases were appropriately treated,

Episcleritis is an immunologic inflammation of the eye for which steroids are
indicated, yet 21 cases are treated with antibiotics, antihistamines, or
hydroxyamphetamine.

Evelid inflammation is a non-specific diagnosis, the cause being either
infectious, allergic, or immunologic is not stated.

Foreign body of the coniunctiva was successfully treated somehow with
benoxinate on 3 occasions and with dipivefrin, a glaucoma agent, yet this
condition successfully rescived.

Narrow angle glaucoma which s a spacific diagnosis for which the initial
Treatment is a miotic and for which the ultimate treatment is surgery. This
was inappropriately treated with benoxinate in 6 cases and glaucoma
medications sther than piiocarpine in 18 cases.

Open angle glaucoma was inappropriately freated with an antibiotic in 1 case
and benoxinate in b cases. Other cases wers treated with homatropine, a
dilating drop, and prednisone, 2 steroid, and these conditions were reported
to successfully have resolved.

Hordeolum is an infection of the eyelid, yet 3 cases were treated with
dipivefrin and 1 case with levobutanol, both glaucoma medications, each of
which resolved the condition.

Hyperemia of the conjunctiva 1s a description of an inflamed conjunctiva and
does not denote any specitic etiology, so one cannot ascertain the
appropriateness of these ireaimentis.

Hyneremia of the svelids - sae hyperemia of the coniunctiva.

Inflammation of the esve - ses hyperemia of the conjunctiva.

inflammation of the eyelid - see hyperemia of the conjunctiva.

Iridocyclitis 1s a non-bacterial inflammation of the eye, yet antibiotics
were inappropriately prescribed. These include immunoglycosides, gramacidin,
Bacitracin, and tetracycline. In addition, Pilocarpine and Proparazine were
inappropriately prescribed. Timolol, a glaucoma agent, was also
inappropriately prescribed, unless there was an associated glaucoma.

Keratitis is a change seen in the cornea for which there may be many causes.
Benoxinate was again inappropriately used to treat this condition on two
occasions, Dendritic or herpetic keratitis was inappropriately treated with
penoxinate, yet this condition resolved.

by
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ADDENDUM, continued... P.3

Interstitial keratitis is an {nflammation of the cornea most often caused by
syphiilis or nerpes, Other causes are rare, yet this condition was treated
with immunoglycosides, Bacitracin, erythromycin, sulfa, and trimethoprim,
none of which would improve an interstitial keratitis, yet these conditions
were noted either to stabilize or resoive.

Punctate keratitis was treated with benoxinate, a non-therapeutic drug.

Keratoconjunctivitis is a descriptive term not a etiologic diagnosis. Again,
no indication of infection, efther viral or bacterial, allergy or immunologic
etiology 15 mentioned. Four cases of this were *successfully® treated with
benoxinate, an anesthetic.

Lagophthaimos s incomplete closure of the eyelid and would not benefit from
the use of timolol, a glaucoma agent, which was prescribed.

Orbital cellulitis 1s a potentiaily severe infection of the tissues around
the eye. Only 1 of 9 cases was referred to another health care provider, and
this was inappropriateiy treated with fluoromethalone, a steroid.

Pain around the eye is a descriptive term and does not designate any
etiology, therefore whether treatment was appropriate cannot be ascertained.

Photophobia 1s also a descriptive turn and may be caused by iritis, but would
not be appropriately treated with aminoglycosides (antibiotics) which were
prescribed.

Pinguecula is a non-infectious growth on the conjunctiva, and this was
inappropiately treated with benoxinate, aminogiycosides, and Polymyxin.

Pre~glaucoma might more appropriately be called ocular hypertension. One of
these cases was treated with an antibiotic, Bacitracin, rather than a
glaucoma drop, and yet this condition was noted to resolve.

Pterygium is a non-infectious growth on the eye and 3 cases were
inappropriately treated with immunogiycosides.

Swelling of the eye is a descriptive term and does not define any etiology.
Whether the treatments were appropriate cannot be determined.

Trichiasis of the eyelid are lashes rubbing on the cornea and, in 2 cases,
this was inappropriately treated with benoxinate.

Verrucae of the eyelids are warts of the eyelid which are not responsive to
medical therapy and were inappropriately treated with fluoromethylone, a
steroid.

Xanthelasma of the eyelids are non-inflammatory fatty deposits on the skin,
are not responsive to medical therapy, and which were inappropriately treated
with steroids.
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Appendix

Optomestric Education:
An Analysis of the Current Status, and

A Comparison of Differences between
Ophthalmology and Oplomelry

Mote: Charts and fooinptes have bean omified.

American Academy of Ophthalmology
Health Services Research Department
Draft 4/26/94
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COMPARISON OF DIFFERENCES IN EDUCATION AND TRAINING
BETWEEN OPHTHALMOLOGY AND OPTOMETRY

Degree

School accreditation

Admission requirements

Curriculum requirements:
Didactic

Ophthalmologist
M.D.

Medical programs are accredited
by the Liaison Comumittee on
Medical Education, a joint
committee of the Association of
American Medical Colleges and
the American Medical
Association.

The LCME is empowered to
accredit by the Council on
Postsecondary Accreditation.

The LCME has determined
minimum cempliance outcomies
and siandards.

d-year undergraduate degree
Completion of premedical program

Medical school: didactic course
work {first two years): 2.000 hours
in class, at least 1,250 hours of basic
and clirucal sciences, according to
minimum accreditation standards.

Ophthalmology residency: 360
hours in basic and clinical sciences
for eve care. plus 30 hours in
pathology. according to minimum
accreditation standards.

169

Optometrist

0D

Optometry programs are accredited by
the American Optometric Association's
Council on Optometric Education,

Optometry schools are also accredited by
regional college and university
accrediting agencies.

Accreditations above are recognized by
the Council on Postsecondary
Accreditation.

The COE has no minimum compliance
oulcomes or standards.

3 years of undergraduate courses
{most complete 4 year degree prograins)
Completion of preoptometry program

Optometry school: didactic course work
(first three vears) 1,700 hours ip ¢lass:
includes 380 hours of basic and clinical
sciences,

and

300 hours of basic and clinical sciences
for eye care (no accreditation standard
nuninums)

and

1,000 hours of optometry (optics, lenses,
visual science).
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Curriculum requircments;
Clinical

Medical school: climical training
{second two vears). Clinical
rotations in hospital and other health
care settings. 2,000 hours in basic
medical specialty services and an
additional 1.200 hours in elective
rotations, according 10 munimum
accreditation standards.

Past-graduate hospital internship:
Required 50 week service, 80 hour a
week limit (60 hours week average =
3,600 hours)

Residency in ophthalmology:
Required 36 month service (80 hour
week maximum, Accredilation
minimom patient contacs
requirements: 3,000 outpatien! visits
{including 1.500 refractions. and
2.000 primary management), 130
consultations involving disease. 25
cataract / 10 strabismus surgeries,
and 288 hours of clinical
conferences.

Residency programs are aceredited

by the Accreditation Council for
Graduate Medical Education.

Optometry school: no minimum
fequirements: Average is 2,000 hours.
Most 4th year students train full-time
in the on-campus eye clinic; most
schools encourage an additional
external placement to a VA health
chnic, private practice clinic, or
communmity salelliie clinic. to increase
exposure o patients with disease, On-
campus optometry clinics atiract few
patients with health or eye problems
other than refractive error, and
opportunities to learn disease
detection is limied {less than 10%).

Postgraduate internships: None
required.

Post-graduate residencies: Optional.
Residencies offer additional in-clinic
training for one year. and are
unrelated 10 professional credentials or
fonmal specialties. These positions are
very low in supply or demand (less
than 10% of graduates pursue an
optomeltry residency. usually ing VA
clinic or on-campus clinic).

Accredited by COE.



Optometry Education:
An Analysis of Educational Goals,
Processes, Programs and Potentials

The purpose of this paper is to summarize the status quo and recent changes in optometric
education in the United States, The report is based on a review of recent literature, and an
analysis of the most recent optometry school catalogues of schools and colleges of optometry.
This report will describe the average optometric curriculum, and evaluate the credentials
related to the education and licensing of the practicing optometrist.

Main Issues:

Traditional optometric training has been compressed to make room for content required
for the expanded scope of practice.

Optometry students spend an average of 2000 hours in optometry clinics seeing patienis.

Optometric training programs have difficulty providing students encugh patient contacts,
especially for pathological conditions.

VA training has greatly expanded the access of optomelric training in hospital and
primary health care settings for both optometry students and opiometry “residents”.

Ophthalmologists play a small, but increasing, role in optometric training, primarily as
preceptors for students in placements,

Faced with dropping applications, training programs have sacrificed the quality of the
students accepted for admission to preserve quantify {income).

Optometric training programs face financial straing, hampenng development needed 1o
support the expanded scope of practice.

Fifth year posigraduate residencies, while strongly advocaled as a way 10 overcome
inadeguacies of clinical training, are low in supply and demand {voluntary, less than 10%
of graduates take them).

The National Board of Examiners in Optometry (NBEOj prepares and administers national
proficiency tests that serve as the main written tests required for licensure in most states.
The tests measure entry-level knowledge in basic science, clinical science, and currently
patient management problems.

The International Association of Boards of Examiners in Optometry (IAB) promotes an
examination titled "Treatment and Management of Ocular Disease”, now used as an
additional written test for licensure in states with a therapeutic scope of practice
{administered by the NBEO).

The national groups (NBEQ, 1AB) are making serious efforts to define, promote and
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measure training and entry-level competence better, seeking 1o add validity to the claims
justifying the expanded scope of optometric practice. Point-by-point comparisons may be
necessary to understand the differences in competence. -

® Accreditation of optometric education is recognized by traditional accreditation authorities.

® The Council on Education (COE) of the American Optometric Association (the accrediting
body) determines basic standards for accreditation, and recently raised requirements for
pre-optometry admissions {goal: match pre-medical requirements by appearance).

® The Council on Education (COE) of the American Optometric Association determines
basic standards, and recently clarified accreditation requirements without eliminating
program "flexibility” (no uniform minimum standards).

ational Reform Is

In 1992, 85 representatives from the Association of Schools and Colleges of Optometry, the
American Optometric Association, and other groups gathered to conduct the "Georgetown
Conference - Summit on Optometric Education”. The purpose of the summit was to begin to
determine the present and future educational needs of optometry, and reconstruct the future
curriculum. The summit, and the reactions that have followed, more clearly identify the
issues that must be faced in the future. The two quotes below illustrate the goals for change
in the education and practice of optomeltry:

Definition of an Optometrist: "Doctors of optometry are independent primary health care
providers who specialize in the examination, diagnosis, treatment and management of
diseases and disorders of the visual system, the eye and associated structures as well as the
diagnosis of related systemic conditions™ {American Optometric Association, 1993)

The Mission of Optometric Education: “the education of doctors of optometry who are able
to practice the fullest scope of optometry consistent with the laws of the state in which they
plan to practice.” (Northeastern State University Coliege of Optometry 1993 catalogue)

The Georgetown summit pointed out how optometric education has undergone significant
change in the last 30 years, having established the adoption of the Doctor of Optometry as
the required professional degree and basing it on a four year plan that includes clinic
instruction. Optometric education exploded after World War II, with support from the G.I.
Bill, and surged again in the mid 1960’s with support from the Health Professions
"Educational Assistance Act, which provided funds for construction of facilities and funds for
optometry student scholarships and loans,

The summit pointed out that last 20 years has seen the expansion of the optometric scope of
practice, and with three fifths of the states licensing optometrists to treat some ocular
disease. Of primary concern is that the demands on the educational system have been
strong, and have not been easy to meet. In general, the expanded scope of practice came
first legislatively, then educationally. The curriculum for the expanded scope of practice had
to be developed as a result of the legislation. Traditionally, optometry has been founded
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with a strong base in the optical and classic vision sciences, emphasizing the management of
refractive error and binocular vision anomalies, requiring four years of training in optics and
management of anomalies. The expansion of the curriculum to include subjects of anatomy,
physiology, pharmacology and pathology, and clinical courses into an already crowded
curriculum has not been easy. Vision sciences have been condensed 1o make room, and
pressure continues to cut more from this area.

nalysi urrent Curmiculum Content of Optomet

How has the traditional four-year training program in optometry been affected by the
legislative redefinitions of the scope of optometric scope of practice? What are the main
curricular components of these programs, and do they vary? How do the latest changes in
optometry curriculum compare to a medical education and the preparation of an
ophthalmologist?

While colleges and schools of optometry differ by type of credit system (either quarter or
semester), the following general format can be routinely observed: The first year of training
focuses on basic and clinical sciences, and the second year introduces optometric theory and
methods and vision science, with laboratory training to learn the technical skills of optometry
and ophthalmic dispensing.

The third year generally completes optometric training, including focused areas of practice
(i.e., low vision rehabilitation of the elderly, pediatric visual training, contact lens
management). Some programs introduce students to part-time training and patient interaction
under supervision of optometric faculty in the school-based optometry clinic part-time in the
third year. The fourth year is typically devoted to full-time training in the school-based
optometry clinic with placements in the clinic's primary and special services. External
placements are usually offered as well, in VA clinics and in private optometry practices.
Brief curriculum descriptions for each optometry programs are attached.

Credit Hour Analysis:

Fourteen of the 15 optometry programs listed their required courses in their admissions
catalogues, with descriptions and assigned credit hours. The following analysis is based on a
compilation of courses by type and credit hour. Semester credits were converted to quarter
credits for purposes of comparison. On average, the typical optometry program consumes
242 quarter credits, or approximately 20 quarter credits per term for 12 quarters. Minimum
credits hours for graduation vary between schools, from a minimum of 222 to a maximum of
272. Schools with more credit hour requirements usually require summer session attendance
in the third or fourth year, or both. The extra summer sessions are usually devoted to clinic
training. The total curriculum by credit hour can be categorized as follows:

42% of credit hours relate to traditional optometry subjects,

29% of credit hours relate to supervised clinic training with students seeing patients,
28% of credit hours relate to subjects of basic science, disease, health care and
pharmacology-subjects relevant to the expanded scope of practice.
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Given that optometry programs have remained four years in length, the traditional study of
optics, refractive assessment, vision processes and assessment of visual anomalies has been
reduced (estimated to be 60% of the previous total) to make way for courses related to an
expanded scope of practice. The curricular content areas are broken down by credit hours,
averaged over 14 schools, as follows:

Credit Content Area (and sub-groups)

102.1 Traditional Optometry:

39.0 optics

33.8 visual processes, rehabilitation, vision training
17.5 optometric assessment procedures

11.8 practice management, other

70.9 Practical Clinic Training:
Primarily in the fourth year, full-time in on-campus clinic, with external placements
in private optometry practices and VA clinics (some third year, part-time). Students
serve an average of 2,000 patient total contact hours in clinics. No program lists a
minimum number of individual patient contacts. All programs claim to encourage
diversity in patient exposure, without mentioning any specific, required minimums.

38.2 Basic and Clinical Sciences (General):

19.8 human gross anatomy, physiology, microbioclogy, immunology, microchemistry,
neuroanatomy

8.6 general pathology, systemic disease, health assessment

5.0 public health & epidemiology

4.8 general pharmacology

30.3 Basic and Clinical Sciences (Gcular):

9.6 ocular anatomy, physioiogy, microbiology, neuro-ophthalmology
15.9 ocular pathology, disease, assessment

4,8 ocular pharmacology & pharmaceutical therapeutics

idactic distribution:

102.1 (60%) Traditional Optometry

38.2 (22%) Basic and Clinical Sciences (General)

30.3 (18%) Basic and Clinical Sciences (Ocular)
-170.6 Total didactic training

The goal of the didactic curriculum is to prepare optomeiry students for the 4th year of
supervised clinic practice, equipped with the necessary knowledge to begin the practice of
optometric assessment and rehabilitation, including, to some degree, the diagnosis of ocular
and some systemic conditions. The learning of therapeutic skills may be more limited, given
the setting of the clinic, and the state laws governing the therapeutic scope of practice.



Draft 4/26/94

Do 102 credits (5 quarters} of didactic study in visual sciences and optometric methods
prepare a student to begin conducting routine vision exams, and fitting patients with glasses
or contact lenses? Even though the curriculum in this category has been significantly
condensed, the answer is probably yes. But the scientific rationale for the reduction of the
original traditional! curriculum has not been addressed. It is possible that the overall guality
of the traditional curriculum is declining. Do 68 credits (3 quarters) of didactic study in
fundamental basic and clinical science subjects (including an average of only 5 credits of
general pharmacology and 5 credits of ocular pharmacology) prepare a student to begin
diagnosing ocular and other health conditions, and within the limits of therapeutic laws,
correctly managing ocular therapeutics? It does not appear so, if it 1s compared to medicine
or ophthalmology.

The above analysis is a fresh look at the average optometry curriculum of the 1990's. How
does optometry compare 1o medical school and residency training in ophthalmology?
Medical school training in general and ophthalmology training in particular have been
summarized before, and the basic findings will be outlined here for comparison. This
comparison does not inciude the most recent advancements or changes in medical or
ophthalmologic training. Didactic training {classroom hours):

Content Optometry Medical Crphthalmology
Schoo! School Residency

Basic and Clinical

Sciences-General 382 hrs 2,000 brs >

Basic and Clinical

Sciences-Ocular 303 hrs * 360-BCSC

50-Pathology
Optometry 1,021 hrs * i
* some genera! medical education covers lopics in oplometry and eye care

il 8% of the Academy’s 12 volume, 3,000 page Basic and Clinic Science Course
(BCSL) covers an update on 2eneral medicing, and 11% covers optics, refraction, and
contact lenses. Optometric assessment methods are covered in various sections of the
BCSC, The BCSC is only an outline for the didactic curriculum:  sach residency
program determines additional required readings and scholarship for content areas.

Clinic Education:

If the curriculum of optometry is as congested as described, it must be difficult to provide
students with enough clinic training, especially with a sufficient volume of patient care
experiences and the necéssary diversity of pathologic conditions to develop diagnostic and
therapeutic skills. On-campus eye clinics offering services to the public by schools and
colleges of optometry have traditionally been the major source of supervised patient contact
for students. Admittedly the typical optometry eye clinic patients do not present with the
pathological conditions frequently enough needed for training. Previous estimates of patient
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visits 1o optometry students that involve eye health issues other than routine eye exams,
fitting of glasses or contact lenses have been only between 4% to 10%.

In response, several schools have attempted to increase student placements into settings
("externships”, "outreach” sites) that can "broaden and supplement their experience in
evaluating, diagnosing and treating conditions of the eye and visual system”. Most external
placements are in private optometry practices (some boasting of co-management experience),
but some placements can be found in community health clinics, the Indian Health Service and
in Military health clinics. Some programs within universities with hospilals have established
placements in clinical areas, and some school-based clinics are broadening their services to
inciude physicians offering medical and ophthalmology services. The Veterans
Administration provides approximately 500 12-week, full-ime iraining placemenis for 4th
year optometry students at B2 academically affiliated facilities nationwide, and is the primary
source for placements in health clinic settings.

Colleges and schools of optometry been expanding and promoting their eye clinics locally
and establishing satellite clinics, in order to increase the volume of patient visits and the
types of disease conditons presented. Such expansion can also enhance much needed
revenues, but requires 2 huge start-up investment in facilities and staff, and threaten o take
patients away from angered local optometrists in private praclice.

Number of contacts with natients durine (3 13 trainine:

Upon examination of the literature and catalogue course descriptions of 14 fully aceredited
schools and colleges of optometry in the US, siudents spend an average of 2000 hours in
clinics seeing patienis under supervised conditions, The range of clinic hours varies widely,
from a high of 2500 hours 1o 2 low of 13580, Fourth vear studenis are assigned 10 intemnal
rotations, for several weeks each, through the specialty services of the school optometry
clinic. Several programs reguire an external roiation for 2 term 1o 2 VA hospital or
community heaith clinic as well. The degree of exposure and experience of students in the
clinics is highly variable, depending on the services provided, the patient mix, the strengths
of the faculty of the school, and the available exiernal resources.

The number of cases and the diversity of case mix seen by each student is difficult 0
deiermine from the catalogue descriptions.  For example, the ilincis College of Optometry’s
Hlinois Eye Institute reports over 70,000 visits per year. The LEI offers the following
services: primary care {refractions, prescriptions, screenings), binccular vision/pediatric, low
vision, cornea and contact lens, sports vision, and the center for advanced ophthalmic care.
ICO has a large student body and approximately 130 fourth year students. Assuming that
most services are provided by the students, and that one-quarter of the students are gone on
an external placement during any guarter, there are approximately 100 students available 1o
the clinic to handle the 1300 average weekly visits at the IEI (13 visits per student per week).
External placements ‘may require more clinic hours and offer more patient exposures per
week.

Given the average of 2,000 clinic hours per graduate, it is unlikely that any optometry
student will participate in more than 2,000 patient visits {I patient per hour) altogether.
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Given the variation in individual school requirements, assignments, required hours and clinic
traffic, it is more likely to be half that many, on average. Historically, on-campus optometry
clinics have attracted cases with refractive error only, in need of glasses or contact lenses,
Less than 10% of the cases presented with other significant eye or health conditions, It is
likely that 20% + of the patients oplomelry studenis see will be healthy {(other than refractive
error), giving them little opporiunity 1o develop diagnostic or clinical skills.

Clinic Hour Comparison_ o Medicine and Ophthalmolopy

Clinic training in oplomelry is significantly less than found in medicine and ophthalmology.
The last two years of medical school emphasize clinic rotations in hospital and clinic
services. On average, medical students spend 30 weeks (2,000 hours) in basic medical
specialties, with an additional 30 weeks (1,200} in elective rotations. One-year, post-
graduale primary care internships are required in hospitals in preparation for becoming a
Hicensed physician (60 10 80 hours 2 week for 50 weeks = 3,000-4,000 hours), Internships
provide intensive exposure 1o unheaithy patients.

Ophthalmology residencies must meet national accreditation standards that specify minimum
patient contacts and surgical procedures. They must last at least 36 months (duty hours must
be limited o B0 hours per week/150 weeks maximum: an average of 60 hours 2 week for
150 weeks equals approximately 3,000 clinic hours). Ophthalmology residents must conduct
at feast 3,000 patient examinations (with at least 1,500 refractions), and perform 2 minimum
number of surgical procedures. Many ophthalmology programs are reported io exceed these
minimums.

Analysis of Listed Facull

Optometric educational authonties admit that there is a shortage of faculty trained and
experienced to mest the neads of the new optomeinic education. A review of 15 recent
catalogs and bulleting of acoredited optomelry programs in the Uniited States was conducted
to determine the mix of the listed fzculty. In general, the full-time academic faculty of
optomeiric educational institutions are dominated by Doctors of Optometry (86%). The
0.D.s are supported primarily by Ph.D. faculty from specific scientific disciplines (13%),
with little or no involvement by Doctors of Medicine on the full-time staff {only 2%-which
includes no ophthalmelogists).

Most of the part-time clinic, adjunct or consulting faculty are O.D.s as well {85%). Non-
ophthalmologist M.D.s make up 3%, while 2 growing number of ophthalmologists make up
7%. 1In 1991, 40 Ophthalmologists were identified in 12 of 15 programs. Today, 64
ophthalmologists were identified in 15 programs, an increase of 60% in the past two years.
For example, the State University of New York increased from 9 ophthaimologists listed to
25. The Hahnemann University Department of Ophthalmology is affiliated with the
Pennsylvania College of Optometry and the PCO Eye Institute, and lists 9 ophthalmologists.

Students:

The drop in numbers of college graduates in general is related to the decreasing number of
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18 year olds in the population. The number of 18 year-olds in the population is bottoming
out now and will increase in the future (the babies of the baby boomers). But fewer
undergraduates now continues to mean fewer professional school applications. Colleges and
schools of optometry experienced large drops in admission applications throughout the late
80’s. In order to keep enroliments from dropping, schools accepted less talented applicants
for admission. Educational authorities in optometry admit that in many cases, students of
lesser ability have been admitted to maintain student enrollment, because fewer students
meant fewer dollars. Yet the accrediting body for optometry, the AOA Council on
Education (COE), responding to the basic science needs of optometric education under the
expanded scope of practice, has recently increased the admission requirements for accredited
programs by adding more prerequisite courses in basic sciences. Given these higher
standards, programs worry about their ability to attract talented applicants with the proper
background, especially minority applicants.

Finance:

Schools and colleges of optometry are experiencing financial strains. Older schools are
completely private, and are supported primarily by tuition and fees. Newer programs are
affiliated with state-supported universities, and are subsidized by the university and state (for
students meeting residency requirements).

Optometric training is expensive, and students graduating from schools and colleges of
optometry face high levels of indebtedness. Four years of tuition and fees average $66,000
for private schools, and $56,000 (non-resident) / 325,000 (resident) students at a state
university. Optometry as 2 profession is said to pay well, but entry-level salaries are not
high and debts are not quickly paid off ($41,000 first year, $53,000 by fifth year, $66,000
by eighth year). In addition, it costs between $75,000-100,000 to start-up a private practice.

On the revenue side of optometry training programs, subsidies for state university programs
have been affected by state and federal cutbacks, causing painful tuition increases. On the
expense side, the expanded scope of practice has forced programs to hire more staff, expand
facilities and purchase new equipment. Colleges and schools of optometry were in a position
to benefit numerically (thus financially) from the influx of the "Baby Boom" generation, but
have had difficulties adjusting the post baby boom "bust” that followed.

Yy ini

The following discussion amplifies the opportunities created by the Veterans Health
~ Administration for the entrance of optometry in primary care settings.

The Veterans Health Administration (VHA) is mandated and funded by the US Congress to
provide medical care for the nation’s veterans, to provide education for the health
professions, and to enhance patient outcomes through clinic research. The VHA administers
the world’s largest comprehensive health care system for the nation’s 27 million veterans.
Operating 172 medical centers and 700 outpatient clinics and health care facilities on a
budget of over $13 billion, the VHA treats 1.1 million inpatients and records over 23 million
outpatient visits annually.
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Prior to 1974, virtually all vision care in the VA was provided through the ophthalmology
service by staff ophthalmologists and residents-in-training. In 1974, only 8 optometrists were
employed in the entire VA system. The growing health care needs of the aging WWII
generation of veterans led to the expansion of the VA medical services, including optometry,
A VA Director of Optometry was established in 1974, and a separate Optometry Service was
estabished in 1976. Resistance by ophthalmology services and low civil service pay scales
limited the growth of the optometry service. Expansion was encouraged by the General
Accounting Office in 1978, and combined with a reclassification of the pay scale, the number
of optometrists in the VA system jumped to 70 by 1980.

Straining under the decline of federal funds throughout the 1980s, the increasing patient
loads, and the costs of providing eye care by physicians alone, the VA apparently looked to
optometry as the means to stretch the federal dollar. Currently the VA employs 220 (151
FTEE) optometrists.

In a VA medical center, the Chief of Optometry reports to the Chief of Surgery, on an level
gqual to Ophthalmology Section Chief. The result of this structure is that the optometry
service does not report to the ophthalmology service; they have a common non-
ophthalmologist physician supervisor. Surgery chiefs hold greater authority and therefore
have been uitimately responsibie for promoting the model ‘'of co-management and cooperation
between ophthalmologists and optometrists.

The VA as a federal system authorizes clinic privileges governed solely on individual
credentials, not state law or prior constraints. Once credentialed, an optometrist practices
under the watchful eyes of the local quality assurance committee, not the ophthalmology
service. The VA system provides staff optometrists with access to the entire health care
team, patient medical history and medical records, laboratory and pharmacy services.

Educationally, the VA provides 3-month, full-time rotations for 500 4th year optometry
students, and 53 one-year optometry resident positions (from 34 residency programs) at 82
academically affiliated facilities. The VA system provides for about half of all student and
resident training in optometry nationwide.

Post- Residenci

Post-graduate clinic training in optometry, or "residencies” are few in number, but have been
growing slowly since 1975. Optometric "residencies™ have evolved to continue educationally
. approved, supervised clinic training. Some critics within optometry say that O.D. graduates
are not as prepared as they should be for the expanded scope of practice under the current
educational system, and fear that students are not being trained well enough for "expanded™
practice, while, at the same time, getting less training in the traditional vision sciences. To
meet the need for more training, a fifth year of postgraduate residency training has been
encouraged for all graduates.

But the marketplace for optometric residencies seems to suffer from both a lack of supply

and demand. Residencies are expensive to provide, low-paying, voluntary, and involve only
between 5% and 10% of graduates. On average, there are appproximately 1,000 graduating

179



Draft 4/26/94

0.D.s each year, but only approximately 85 residency positions in 56 locations. An
optometric resident receives a small stipend (approx. $20,000) for a year’s services in an
clinic under an accredited supervisor. The AQA Council on Education accredits residency
programs separately from the O.D. program. The residency must meet certain COE
requirements, and programs must make a considerable investment to provide for just a few
positions.

An optometry residency is not a requirement for any type of practice; optometry has no
formal specializations, and an optometry residency can be creatively designed for one of
many purposes, Of the optometric residencies described in the optometric literature, the
most frequently described were:

39% hospital-based (all VA)

13% "ocular disease” oriented

16% traditional optometry (vision therapy, rehabilitative optometry, contaci lens care)

32% “specialty” areas {(a combination family-practice, primary care, geriatric and pediatric)

Residencies are primarily found in the VA {approx 50%) followed by school-based clinics
(40%), with the remainder found in private optometry clinics and 2 few "co-management”
sites. Without the expansion of clinic training for optometry by the VA in the previous
decade, the growth of residency programs would have been much slower.

There are three classifications of residency training programs within the VA: Hospital-
based, rehabilitative, and geriatric. Most of the residency training programs are hospilal-
based (70%). In 1986, it was reported that residents spend 86% of their time in direct
patient care and conduct an average of 41 examinations a week in a YA program. At that
rate, a typical VA optometry resident would examine a maximum of approximately 2,000
patients during the one-year residency period.

A Required Post-Graduate Residency?

Some leaders in optometry feel that a fifth year of clinic trzining is needed for all graduates,
would raise the competence level of the profession, and would mimic the approach o
graduate medical education. A fifth year could allow optometry schools to expand the
curriculum in the basic and clinical science areas.

Other leaders in optometric education prevailed at the Georgetown summit, which concluded
“that, while a residency would improve the competency of the graduate, they should remain
voluntary, and that the "four year optometric education is definitely adequate for entry-level
competence”, and that the schools, colleges and state boards should NOT require residencies
for entry-level optometrists. They feel that the addition of a fifth year residency would delay
the professional start and-increase the already high indebtedness level, and discourage
admission in the first place. The cultivation of several hundred more supervised positions
(from 85 to 1,000!) would be very difficult to achieve. Additionally, leaders in optometry
fear that residencies will increase specialized practice interests leading to a push for
therapeutic "specializations” in optometry. This would diminish the profession’s self-image
as primary health providers.
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t i i nd Licensure:

Optometry is a limited-license profession, regulated by state faws. In order to practice,
optometrists must be licensed by the state in which they wish to practice. States establish
Boards of Optometry to determine licensing requirements, which can vary by state according
to differences in laws and board rules. Al state boards require candidates to be graduates of
an accredited optometric degree program, and (o pass examinations developed by the board,
written and/or practical.

Most state boards have ceased developing their own proficiency tests, and instead use the
nationally administered examinations of the National Board of Examiners in Optometry
(NBEQ), an independent organization. The NBEQ is dedicated to the development of
competency evaluation, the administration of an objective written 3!, and the determination
of minimum "passing” score for candidates (8). The National Board first developed a
national examination system in 1951, in cooperation with the optometry schools and colleges.

Because the National Board’s tests are used by most states, they are the main tests used to
regulate entry into the profession, and must be rigorous enough to withstand legal challenge.
The NBEO has statistically established the reliability and validity of the National Board tests.
State boards who choose to accept the resuits of NBEQ tests are relieved of that difficult and
expensive responsibility. The national board tests are based on broad consensus {within
optometry) conceming descriptions and expectations of 2 minimum "entry level competence”
level, "Entry-level competence™ is 2 dynamic, changing concept, but in the opinion of the
NBEO, i is best defined and measured by their tests.

While the NBEQ does not regulate optometry education, the content outline used by the
National Board suggests a templaie for and ideal optometry curriculum. The National Board
test is said by the NBEO to be based on the annual work of hundrads of practitioners and
academics, who reach a consensus on the appropriate knowiedge and skilis needed to enter
info practice. Each exam is based on a curriculum content developed by commitizes of the
National Board. The conient is based on the expected “sntry-level” knowledge and skills,
and guestions are developed 10 assess the "minimum achievement” needed for entry-level
practice. Since 1981, NBED has used 3 "criterion-referenced” technique for determining the
passing Score, using teams of experts grouped together on committees for the various
subjects to determine minimal competency {or passing) levels for the exam (9).

Comprehensive exams for basic science and clinical science were developed in 1987,
replacing a testing system which previously consisted of nine smaller section exams. The
exam is taken by practitioners who have not already passed in the second and third
professional years. The exam is administered twice each year at schools and colleges of
optometry during the student’s academic career, usually beginning at the end of the second
year of training. Ten of fifteen schools surveyed require completion of the Nationa! Board
test for graduation (10). The scope of the basic and clinic sciences exams has increased.
Below is shown the and distributions of questions in [987-1992 and 1993:

181



Draft 4/26/94

Part 1, Basic Science: 87/92 1993
Human biology 70 195
Ocular/visual biology 84 %0
Theoretical, ophthalmic & physiological optics 125 125
Psychology 21 25
Total: 300 435

Part 11, Clinical Science:

Systemic conditions 32 70
Ocular disease/trauma 114 165
Refractive/oculomotor/sensory integrative conditions 125 125
Perceptual conditions 27 33
Public health 15 15
Clinicolegal issues 12 12
Total: 325 420

Both of the above tests are lengthy, appear to be very broad in scope, and probably take two
days to complete. Today the testing consists of three parts: Part I "Basic Science”, Part II
*Clinical Science” and Part III "Patient Care”.

The emphasis has clearly changed for 1993: In the basic science test, the human biology
section has been greatly increased, with everything else remaining the same. In the clinical
science test, the number of questions about systemic conditions and ocular disease/trauma
have greatly increased, with everything else remaining the same. Also beginning in 1993
was Part 111, Patient care examination, aimed at assessing the skills of examinees on Patient
Management Problems (test data not revealed).

The National Board test is offered twice each year at schools and colieges of optometry
during the student’s academic career, usually beginning at the end of the second year of
training. In April 1991, 1,056 students and candidates took the basic science exam, and 929
took the clinic science exam. 37.8% of the examinees failed the basic science exam, and
9.4% failed the clinic science exam. The items, grouped and ranked, are distributed as
follows:

320 (37%)  Traditional optometry (Refractive/oculomotor/sensory integrative conditions,
Theoretical, ophthalmic & physiological optics, Perceptual conditions,
Psychology, Clinicolegal issues)

280 (33%)  Basic and Clinical Sciences-General (Human biology, Syétemic conditions,
Public health)

255 (30%)  Basic and Clinical Sciences-Eye Care (Ocular/visual biology, Ocular
disease/trauma)
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Didactic course content credits from optometry school curriculum are grouped and ranked as
follows:

102 (60%)  Traditional Optometry credits
38 (22%)  General Basic Sciences credits
30 (18%)  Eye Care Basic Sciences credits
170 Total didactic training credits

Comparing the two lists above, the National Board test aims two-thirds of the items at
content areas related to the basic sciences supporting the expanded scope of practice, while
only 40% of the credit hours in the didactic curriculum covers the same general content.
The NBEQ, through its selection of items, may be attempting to "pull” the curricula toward
the subjects related to the expanded scope of practice, especially because the state Boards of
Optometry require the passing of the National Board test as a condition of lcensure.

The Mational Board test, especially the basic scignces section, has been difficult for students
to pass. The Review of Optometry has published articles and letters in recent years about
the controversial high failure rate (approx. 50%) of students, usually first-time test takers,
especially on the basi¢ sciences part, and a high variation of failure between schools, Most
optometry education programs require taking and passing the National Boards as a graduation
requirement,

As deseribed above, most giates use the NBEO Nationa! Board tests for part or 2ll of the
writien test requirements.  Most siates that regulate and allow the use of therapeutic
oharmaceuticals, as well as some non-therapeutic states, require successful completion of an
examination entitled, "Treatment and Management of Ocular Disease (TMOD}", The
TMOD was deveioped by the NBEQ for the International Association of Boards of
Examiners in Optometry (1AB), an independent, non-profil organization established for te
purpose of improvement of the standards of the profession and improvement in the services
of state regulatory licensing agencies (7). State boards cooperate and support one another
through membership in the JAB. This exam is purporied 1o measure entry-level competence
of optometrisis in the use of pharmaceuticals. In April 1993, 899 USA candidaies ook the
TMOD, with a failure rate of 15%. Each state reserves the right to examine candidates on
the practical and/or clinical aspects of the profession.

With the support of the IAB and NBEOQ, state boards are able to further develop
practical/clinical skills examinations as a part of the licensing process as well. A practical
exam is used in many states, The IAB has developed a model examination distributed in the
Manual for the Assessment of Eniry-Level Clinic Skills in Optometry. 1 includes 2 seriss of
35 tests and 2 procedure to follow in order 10 set the "criticality™ {expecied passing) levels
for each objective,

The efforts toward opiometry competency assessment, as described, suggest a considerable
investment in competency testing. The general problems related to psychometric testing,
passing scores, criterion-referencing, etc., which apply 10 all certifying groups, appear to
have been sericusly addressed by oplometry stale boards, NBEO, IAB, etc. Neither the test
statistics, item analysis statistics, nor the history of the development of the test have been
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published, and the true merits of the testing process are unknown. For security reasons that
could compromise the test itself, and assurances of confidentiality, specifics of such
examinations are not usually availabie for scrutiny.

reditation:

In the United States, public authority in education is constitutionally reserved to the states.
The system of voluntary non-governmental evaluation, called accreditation, has evolved to
promote both regional and national approaches to determination of educational quality.
Accrediting bodies have come to be viewed as quasi-public entities with broad responsibilities
10 the many constituencies of the educational community. The Council On Postsecondary
Accreditation (COPA), was formed to be the national coordinating organization designed to
foster and facilitate accrediting organizations in the United States. COPA states that itis a
"non-governmental, non-profit association established to review, evaluate and publicly
designate, through a recognition process, reputable and responsible accrediting bodies, to
ceordinate their accrediting activities, and to re-evaluate the bodies periodically to help insure
that they maintain acceptable levels of performance”™ (2).

The COPA plays a national leadership role in accreditation, and controls how accreditation is
condugted. An institution, or a specialized program, seeking accreditation from the COPA
recognized accrediting body must provide 2 writien self-study report that measures progress
according to previously accepted objectives. The objectives must be the stated objectives of
the institution or program. Accrediting bodies may establish standards which must be
addressed in the objectives and outcomes of the applicant. The self-study is followed by an
evaluation site visit from representatives (chosen expenis) of the accrediting body who
evaluate the institution or program and prepare 2 site visit evaluation report. The
institution OT Program prepares a writien response 1o the site-visit, and all reports are
reviewed by an accredilation commission for action.

The COPA ??ﬁ%%ﬁﬁs two types of acoreditation recognition: institutional and sﬁ%i@i%%@é The
COPA recognizes institutional g§€“%§%ig§%g bodies who collectively serve most chaners
licensed institutions of higher learning in the United Siates. These groups acoredil totad
operating units only. The COPA also recognizes specialized accrediting bodies of
professional and occupational groups set up by national professional organizations in such
fields as business, dentistry, enginesring, law, and numerous health care groups. The
Commission on Insitutions of Higher Education, offers institutional accreditation through
one of its COPA recognized regional "Association of Colleges and Secondary Schools®, 1o
assure the public of high quality institutional support for educational degree programs and
educational administration {la, b, lo).

The American Optometric Association’s {A0A) Council on Optometric Education {CQOE) is
recognized by the COPA as the accrediting body for specialized programs of optometry.
Schools and colleges of optometry can therefore hold both institutional accreditation (from
the regional "Association of Colleges and Secondary Schools™), and specialized accreditation
(from COE). In addition, COE accredits postgraduate residency programs of the schools and
colleges of optometry.
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The COE (like most other accrediting bodies) is also recognized by the United States
Department of Education (USDE), Office of Postsecondary Educational Accreditation, in
connection with its statutory duty to determine institutional eligibility for federal funds (3a,
3b). The USDE has been verifying institutions since the establishment of the GI Bill, and
evaluates, recognizes and reviews accrediting bodies to ensure that they are reliable
indicators of the quality of programs offered by the accredited institutions. In general,
Department of Education recognition of COE makes accredited optometry programs eligible
for federal funds, such as federal college work study, federal student financial aid, research
funds, funds for equipment and facilities (if available), etc.

Optometry schools can secure program or curriculum “approval™ from other sources, such as
the Department of Education of the home state of the program or institutions (which may be
necessary for state support) (4). Also, the Office of Private Postsecondary Education for the
United States Veterans Administration and/or various state Department of Veteran Affairs,
approve programs of veterans' education and eligibility for VA education benefits (5).

Optometry schools are also recognized by the Association of Schools and Colleges of
Optometry (ASCO) as members. The mission of the ASCO is io assist member institutions
in the promotion of optometric education and preparation of students for the practice of
optometry. Among other activities, the ASCO runs the Optometric Admission Testing
Program (OAT), a standardized normative test designed to measure knowledge required for
admission. The OAT exam measures knowledge of:

biology (40 items),

general chemistry (30 items),

organic chemistry (30 items),

physics (40 items),

reading comprehension (3 passages, 50 itemns), and
quantitative reasoning {no item count given).

QAT scores are used, among other criteria, for determining admission to optometry
programs (6). The raw OAT scores are converted into a distribution ranging from 200 to
400, with 2 mean of 300 and a standard deviation of 80. The average OAT score of the
entering optometry class across schools is 324, meaning that most students selected are above
average for all applicants taking the OAT exam (5b).

In optometry, COE "entry-level competence™ has been the expected goal for the accredited
programs, but each program was free to uniquely define the outcomes and curriculum it
provided. In 1992, the COE adopted apparently "clearer” standards for accreditation,
requiring programs to be more explicit concerning intentions, processes and outcomes. The
accreditation review now more clearly addresses COE standards, but COE admits that “the
standards are still broad enough that they shouldn™t stifle academic innovation” {6b).

In 1991 the COE strengthened the pre-optometry admission requirements, requiring a
minimum of three years of undergraduate study in disciplines and subjects that, according to
James Boucher OD, chair of COE, is "almost identical to pre-medical students”. The three
year requirement {previously two years minimum) was designed so that optometry schools
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could compete with medical schools recruiting top undergraduates who complete pre-med
requirements in their first three years (6b). The typical undergraduate pre-optometry
admission course requirements include:

First year:  general chemistry, algebra, trigonometry, biology;
Second year: organic chemistry, microbiology/bacteriology, physics, psychology, calculus;
Third year:  physics, biochemistry, anatomy.

The subjects required are general, and nowhere is it stated that they must be taken in a "pre-
medical” track of undergraduate preparation. Any claim to pre-medical equivalency is on the
basis of general subject headings, not specific course content. Departments of chemistry,
biology, etc., typically offer pre-med sections of courses designed to meet the needs of
medical training, and optometry candidates are not required to qualify or enroll in the pre-
medical track.

Summary and Implications:

Optometric programs have expanded their curricular offerings to address the needs of the
expanded scope of practice. Additional didactic course work in basic and clinical science
subjects, both general and ocular-oriented, have been added in recent years in all programs.
Sixty percent of the didactic training on average remains traditional, without a scientific
rationale for the reduction,

The clinic training has not been significantly expanded (one year), and primarily trains
optometry students for refractive and visual assessment, dispensing and visual training
therapies. On-campus optometry clinics typically atiract patients in need of vision care, and
who do not present with many disease conditions important for clinical training for
diagnostics or therapeutics. In response, various programs reguire off-campus, exiemal
placements in health care seitings, especially in the VA,

The continuing efforts of to expand the scope of practice could be leopardized by the
legisiation’s forging optometric education into fiscal orisis that prevents expansion of
training. s it possible for the system of optometric education to adeguately meet the
requirements of the optomstric scope of work as defined by legisiation?

Opiometric organizations continue to make the investment to improve the credentials that
they present o the public, narrowing the gap the public may perceive between ophthalmology
and optometry, and reinforce their scope of practice positions in state legislatures. The COE
‘has raised pre-optometry admission requirements 1o move closer in appearances o pre-
medical requirements. The previous educational accreditation standards and expected
outcomes of the COE were admittedly unclear, and they have been strengthened (but remain
"flexible™). The NBEQ, through its criterion-referenced testing technique, is defining and
measuring the attributes of entry-level competence "nationally”, and the testing has grown in
basic science, clinic science and now patient care management. The 1AB is further
promoting the testing of therapeutic skills (the TMOD exam}, which can bolster the
confidence of state boards of optometry to claim that they can assess skilis and regulate the
expanded scope of practice.
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These national groups (in particular COE, NBEO, IAB) are making serious efforts to better
define, promote and measure training and entry-level competence, seeking to add validity to
the claims justifying the expanded scope of practice. Point-by-point comparisons may be
necessary to expose the differences in competence and counter these claims.

Optometry programs attempt to assure the public that their COPA approved accreditation for
training is comparable to many other accredited professional programs and institutions, even
medical schools. The COE is free, as are all accrediting bodies, to establish and impose
nationa! minimums and standards for educational outcomes, but they have not done so.
Programs that are accredited are judged to deliver the education they say they will deliver.
The COPA policies encourage freedom for accrediting bodies and applicant programs to

- accomplish their missions in their own way, according to their self-defined needs of the
profession. Minimum national standards and outcomes might be difficult for many of the
schools to achieve, but the public deserves to know that graduates of accredited schools have
acheived educational outcomes.

The expanding scope of practice in optometry has been likened by some to a "big bang"--
ever increasing. However, the educational programs are a collection of various sized
"balloons”, stretched, finite, limited in resources. Legislation for practice does not
automatically or necessarily expand education. Other forces control the educational process,
and if education cannot expand, neither can the scope of practice, however legislated.

There is a great need to evaluate the content and quality of the curriculum and training of
optometry more rigorously, especially the training related to the expanded scope of practice.
Additionally, the need exists to evaluate the competence of nonphysician providers by means
other than their own examining groups. The examining groups are advancing the scope of
practice based on their ability to define competence, measure it, and establish the licensure
requirements of their own profession.
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September 8, 1994

Samue! B.K. Chang, Director
Legislative Reference Bureau
State of Hawaii

State Capitol

Honolulu, Hawaii 96813

Dear Mr, Chang:

I am sorry for the long delay in responding o your request. Between vacation and
meetings, 1 haven’t had an opportunity o respond sooner 1o your guestions.

QUESTION | - The ¥ansas Optometric Association is an advocate for legisiation
authorizing optometrists to use TPAs, TPA usage is consistent with the training and
education received by opiomeirists. It is also necessary o provide complete primary
2ye care.

QUESTION 2 - Singe 1987, Kansas citizens have experienced 2 positive experience
with TPA usage by ODs. Prior to 1987, 1 had visited with recent graduates of
optometry school who were frustrated that state law prevented them from practicing io
the full extent of thelr training. It was hard to explain why when they wanied to enter
private practice they couldn't use the same wope of practice they had experienced on a
military base. TPA usage by oplometrists has become the standard of care 1o assure the
public they are receiving guality vision care. In fact, dentists were impressed that
opiometrists had more hours of training in pharmacology than dennsts received. Yet
Kansas dentists were able to administer and wtilize 3 broad mange of drugs.

QUESTION 3 - It has allowsd us to compele more sifectively with off
graduates from opiometry school. We are still at 5 disad e with 8
treatment of glaucoma and use of oral drugs by optomettists. It has allowsd
optemetrists to treat a wide variety of routine vision problems without having to refer
t¢ another practiioner.

QUESTION 4 - TPA legislation has had a positive impact on controlling the cost of eye
cars for Kansas citizens, Atiached is an article published in our Journal entitied, “The
Impact of the Use by Kansas Optometrisis of Therapeutic Pharmacentical Agents.”
While the actual number of dollars saved by Kansas citizens was much greater than the
study indicates, it iflustrates the cost benefits to the public. 'We believe the impact in
metro argas may have been dramatic as well but it was difficuit 1o document.
Generally, Kansas ODs will charge between $40 to $80 to remove a foreign body from
the eye depending on the amount of tme required. The average cost of an emergency
room visit in 1987 was $100-150 0 even waik in the door plus the cost of services.
We heard of patients whe had seen their family physician to remove a foreign body,
then went to the emergency room without success, but at an expense of over $300. As
a last resort, they saw their optometrist who completed removing the foreign body. In

American Optometric Association
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Samuel B.K. Chang, Director
September 8, 1994
Page Two

addition to the discomfort, the cost was exhorbitant for a procedure which should have
cost $50-75 initially. While the time required to travel long distances doesn't occur in
metro areas, the amount of time lost from work to wait in an emergency room or the
subsequent referral to a specialist is still significant. The cost to see a specialist is
significantly more. The optometrist is also in a unique situation to refer a patient with
a specific injury or need to the appropriate sub-specialist which emergency room MDs
may not be able to do.

‘We have heard positive comments from BC/BS about the benefits of ODs handling
primary eye care. National studies have shown that ODs are more cost-effective in

providing services (o Medicare patients.
QUESTION 5 - Since the passage of our law, the Kansas State Board of Examiners in

Optometry hasn't received a consumer complaint about the misuse of TPAs by an
optometrist. The only other statistical data is contained in the survey referenced above.

Thank you for the opportunity to share our thoughts on this issue.

GLR/DAC

Enclosures
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The Impact Of The Use By Kansas
Optometrists Of Therapeutic

Pharmaceutical Agents

By Stacy Fitch, O.D.

ABSTRACT: From July 15, 1987 through December 31,
1988, the Kansas Optometric Association collected infor-
mation from Kansas optometrists regarding the number
of diagnostic cases seen, their respective therapies, and
the number of miles saved. This paper attempts to show
the impact of the Kansas therapeutics law on optometrists
and their patients.
INTRODUCTION

April 17, 1987 was just a typical day for most of us.
But, for Kansas optometrists, it was a milestone. On that
day, Kansas became the 17th state to pass a therapeutic
law, which has greatly expanded the practice of optometry
in Kansas.

The Kansas Optometric Association (KOA) conducted
a study for the first year and a half afier implementation
of this law which asked KOA members t0 voluntarily keep
track of all diagnoses made, therapies, the number of
therapeutic encounters, the miles saved, and the referrals
made to other doctors. This information was retumned 10
the Kansas Optometric Association.

The Kansas therapeutics law for optometry includes the
administering and dispensing of tepical pharmaceutical
drugs, as well as, the removal of superficial foreign bodies
from the corea and conjunctiva. Any anti-inflammatory
agents administered are limited to a 14-day supply and
may only be used iopically.

RESULTS

Forty-three offices representing 47 optometrists respond-
ed to the study. This represents 23% of the 203 op-
tometrists initially centified at SBEO 1o use therapeutics.
Therefore, the resuits of this study will significantly
understate the actual impact. Overall, the total mileage
saved by the patients treated by optometrists during the
1% year period is over 122,000 miles. This represents
a major savings of time and vut-of-pocket travel expenses
for patients.

In Table 1, 23 major diagnoses are listed, with the
number of cases of each per month, dating from July 1987
through December 1988. The cases that were referred 1o
another doctor are not included in the table. Two cases
of scleritis treated by rural optometrists are not included
in the table, A case of scleral melt secondary to cataract
surgery is not listed in the table, ‘but is included in the
study. This case was co-managed by an optometrist and
a surgeon. This case alone saved the patient 1600 miles,
encompassing all trips made to the optometrist.

‘The percentage of cases seen by optometrists practic-
ing in cities versus those practicing in rural areas is con-
sidered in Table 2.

Table 3 shows the percentage of cases per month.

4

1890

DISCUSSION

In Table 2, the greatest percentage of cases were seen
by rural optometrists. It would seem that patients are wrn-
ing to optometrists for their primary eye care in rural areas
because of greater convenience. However, it is difficult
to draw concrete conclusions in this regard because the
majority of optometrists responding to this study are op-
tometrists practicing in rural areas. It may be reasonable
to assume that urban optometrists didn’t respond because
the miles saved would not be great. However, a higher
urban ODs response would have reflected significant cost
savings over emergency room visits,

In Table 3, the greatest percentage of cases seen per
month occurs approximately one year after the implemen-
tation of the therapeutics law. There could be several
reasons for this. The patients may be more aware of what
optometrists can treat now than when the law first pass-
sd. Cptometrists may also be more confident in treating
more sophisticated ocular maladies. Also, as found in the
study, optometrists are receiving more referrals from
hospitais and general physicians.

CONCLUSION

Prior to April 17, 1987, none of the cases in this study
would have been handled by optometrists because the Kan-
sas optometry laws did not allow it.

The mileage saved by the patients became very impor-
tan? in rural areas, which have an optometrist available,
but not an ophthalmologist. Since Kansas is largely a rural
state, patients are benefiting from the revised optometry
iaws in 1ime saved, money saved, elimination of un-
necessary referrals, as well a8 improved heaith care.

ACKNOWLEDGEMENTS
Thanks to Michael P. Malone, O.D. for his assistance
in the study and for the use of his optometric office to com-
pile the information, the KOA for supplying the material
to write this paper, and the riany optometrists who par-
ticipated in this study.
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Tuable 2: Percentage of Cuses
City vs. Rural

Bacterial
Conjunctivitis 7.5 92.5
Allergic/Vernal
Conlunctivitis 7.2 9.8
Foreign Body
Removal 2.3 97.7
Blepharitis/
Methomitis 215 78.5
Hordeolum/
Chalazion 19.3 80.7 Table 3: Percentage of Cases per Month
GPC i3.6 864
7187 0.9
Dry Eye 38.7 51.3 8/87 32
Virsl" 9/87 4.4
Conjunctivitis 25 75 10787 6.5
Contact 187
Dermatitis 16.7 83.3 e =
7 7.
p ; 1278 3
Therma! Burn 54 94.6 1/88 6.3
Subconjunctival 2/38 4.5
Hemorrhage 6.2 93.8 /88 5.6
EMBD/Corneal
Dystrophy 1.1 83.9 4188 6.7
Nasolpcrimal 5/88 8.6
Duct Blockage Q 100 £/88 7.9
Abrasion 13 87 7/88 3.6
8/88 83
Erosion 10 90 9/88 41
Blunt Trauma 20 80 10/88 3.9
11788 4.6
Uveitis 7.1 92.9 12/88 3.2
Herpes
Simplex g 100
Herpes
Zoster G 100
Keratitis 18.2 . 81.8
Episcleritis 16 84
Trichiasis 23.8 76.2
hcer 6.7 913
- NOVEMBER.DECEMBER, 1949
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WASHINGTON ASSOCIATION OF OPTOMETRIC PHYSICIANS

| ”“l Affiliated with o
American Optometric Association

V.

September 26, 19294

Samuel B.K. Chang, Director
Legislative Reference Bureau
State of Hawaii

State Capitol

Honolulu, HI 96813

Dear Mr. Chang:

This letter is in response to your letter to Ms. Judy Balzer,
Administrative Director, Washington Assoclation of QOptometric
Physicians (WAOP}. The WAOP strongly supports the use of Thera-
peutic Pharmaceutical Agents (TPA's) by duly trained and licensed
optometric physicians. Patients are offered a higher level of
service than had been previcusly available in a cost-effective
manner.

It has been the experience of this associaticn that the use of
TPA's has been instrumental in allowing access to care for those
in our state who live some distance away from other treatment
facilities. We also have seen a shift toward co-management with
ophthalmology, conditions such as cataract, glaucoma and retinal
abnormalities. With optometric services provided at the level
currently taught in all optometry schoeols, patients receive
vision and eye health services from their family eye doctor with
whom a relationship and level of comfort have already been estab-
lished.

The cost of eyecare in Washington has increased below the rate
of inflation. We believe this is in part due to the Iincreased
access to eyecare professionals resulting in increased competi-
tion in the marketplace.

Qur associlation's Peer Review Committee and Legal Committee have
not been reguired to address a single case of misuse of TPA's by
a member doctor in the five years since the passage of enabling
legislation in 19893, Neotably, the use of TPA's by optometric
physicians has had no effect on malpractice claims in our state.
Malpractice premiums in our state have actually remained stable
since 1989 (Scurce: State Farm Insurance).

5535 116th Avenue NE, Suite 166 {206} 455-0874
Bellevue, Washington 980045274 FAX 646-9646
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Samuel Chang
September 26, 1994
Page 2

In summary, our membership of approximately 450 doctors of optom-
etry has a proven track record of safe and cost effective use of
TPA's for over five years. We encourage the legislature in
Hawali to allow optometric physicians to practice as they have
been trained and allow the gitizens of Hawail access to these
benefits. If we can provide additional information or further
assistance, please contact our Administrative Director, Judy
Balzer, at {206) 455-0874.

Sincerely,

Tttt Bberrart 5.7
/AZ

Milt Herman, 0.D.

President
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Appendix I

RAGOLIA & COMPANY

nsurance BfOl(CFS

(i::?évééber 24 ﬁ%ﬁff:::::>

Honorable Ceorge J. Otlowski
Asseicbly Corrections, Health & Human
Services Committee

c/o Mr. John D. Kohler,

Comittes Aid

Stité House

Trentor; NJ 08625

bear Assemblyman Otlowski:

in response to your questions about Professiontl
Optometry éntering into thé fisld of therapeutic drigs
thust ‘impacting the doctors’ malpricticé issurince; the
following i8 Chubb's position on this matter.

Chubbis loss éxperience with optométry on A
hationkl basis has béen very favorabls., In the two
sthtes where optometry is uaipg thérapeutic drugs,
the malpractice lose experisnce his Also been
éxtremaly favorable. Chubd does not fésl that
optometrists using thearapeutic drugs ¥i1) Adversaly
Affect Ate loss experiénce. Thay do bot aAnticipate
milpracticéd rate ipcraases rasulting from tharapsu-
tie¢ drighk bor do they axpact &n Adversé claim
’1tu‘t10né

Obviously, Bo ons can predict the future, but
ths Abova ia Chubb's position baaed on the atudy
of pist eéxpérlénce and future probabilitiss. OChudbd
applaudA professionsl optometriss' efforts in the
sred of continuing education And enhanced profeasional

Achisvement.
Sinceraly,
i
bk /g
Robért Hagolia .
CHUBB'S STATE ADMINIBTRATOR
Ne# Jersey and New York
facnd

ee: N£, David Knowlton, Executive Dirsctor
Rew Jerddy Optometrit Aasoointion

25 South Main Street, P.O. Box 269, Pennington, NJ 08534 (609) 737-3333
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MeNees, WALLACE & NURICK
ATTORNEYS AT Liw
00 PINE STRELT
PO BOX ndd

HARRISBURG, PA 1H0OB8-HEE

T eenonet (17} 232-8000
Fax (N7} 236-266%

Dani STEVENS ScapUTO
Dingcr Diali (17} 207-3281

March 25. 1991

Mr. Robert Ragolia

Ragolia Development Corporation

65 South Main Street TELECOPY
P. 0. Box 269

Pennington; NJ 0(0B534

Dear Bob:

Pleasa be advised that this law firm has been retained to
rapresent the interests of the Pepnsylvania Academy of
Ophthalmoloay {"PAOYY. On 2pril 4., 1991; a2 hearing will be hald
bafosre the Pennsylvania House of Representatives, Professional
Licensurs Committes; to determine whether optomstrists should be
permitted to orescribe and dispense therapeutic medications in
the Commonwealth of Pennsylvania. At tha time of the hearing,
the American Optomeiric Association will be introducing a letter
authorad bv vou in Hovember, 1982 to support ibs peosibion that
ite membership should be given the privileges which it iz
seeking. A cooy of that correspondence is enclosed for your
review, The PAD has veason bto belisve that cerbain fackts and
conditions discussed in your lekter are ho longer accurate, Hy
client is concerned about the impact relving on stzle information
may have on ths declision the Professliconzl Licensure Commibbee iz
being asked to msks. We have further reason te believe that vou
are ih & position fo correct these misconceptions and that vou
have the knowledoe nacessary to rebubl the asserbions of vour
earlier lekter,

In order to avoid the necessiiv for costlv and timelv
investigation into the background of this situation; which would
result in inconvenience and imposition to both you and PAQ; PRO
is# reauesting that vou voluntarily answer the following
guestionsg?

1. Please state your backaround in the insurance industry,
including vour sxvarience as an insurance agent and/or broker, as
it cohcarnsg the provision of optometric malpractice coverage.
flaase include the years of your lnvolvement.
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McNEEs, WALLACE & NURIcK

Mr: Robert Ragolia
Mareh 235, 1949t
Padge 2

2: ts chubb Insurance Group still underwriting ootometric
malpractice?

3,  Why did Chubb withdraw from the optometric malpractice
market?

4. when did chubb withdraw from the optomettic malpractice
market?

L Did personnel from Chubb ever express concern to vou
about the possible adverse impact of allowing optometrists to
prescribe therapeutic drugs as a reason for withdrawing from the
optometric malpractice market?

63 Are vou aware of anv other insurance companies that
have withdrawn from the optometric malpractice market within the
last 10 vears? If so, which companies? When did each withdraw
from the market?

Enclosed with this letter. please find a Verification for
execution by you; which indicates that vou are oroviding answers
to these guastions based upon personal knoWledge and that said
intormation is true and accurate to the best of your information
and belief,

1t is our sincere hope that if vou choose to cooverate ang
provide the information rewuested; the need for further
inconvenience to all concerned will be alleviated:.

We thank you in advance for your anticivated cooperation.
Verv kruly vours,

McNEES, WALLACE & NURICK

Dana Stevens Scaduto

0S8 /mre
Enclosures
cet  Mry John Milliron {(Telecopv)
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March 27, 1%91

bana Stevéns Scaduto, Esquire
McNees; Wallace & Nurick

100 Pine Strest

P.0, Box 1iese

Harrisburg, PA 17108-1166

Deatr Mg, Scadutbo:

in order to avold a potentially timely and costly investigation
into the facts surrounding my letter of November 24, 1982 to
Mr, otlowsgkl, I offer the following anhswers to the guestions
Atkéd ih your letter of March 25, 1¢91,

1; I have bgen a licensed insurance agent from 1969 to the
present, I bécame involved with cptometric professional
liability insurance Iin 1974 and contihued to be invelved with
that type of coverage until 1388,

2. Hos

3. The reasons for withdrawing from the optomebric
professional liabillty mwarket oited to me by personnel
representing Chubb related primsrily to the Unacceptably high
losz rabtiosz and chubb’s concern that those lossg ratios wouls
continue to dateriorste. A losz ratio compares the dollars
paid out in claime against the doliars received in premiums or
octhér revenues, In the cgase of Chubb’s swxperisnce with
optometric coverage, 2 high loss ratio indicates more woney was
being pald out in claims that was being received in revenuesg,

44 Approximately 19885.
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March 27, 1991
Page 2

5. Yes, personnel employed by Chubbk, as well ag agents and
independent contractors of Chubb, expressed concern to me
related to the possible adverse impact allowing optometrists to
prescribe therapeutic drugs might have on professional
liability protection.

€, Yes, Aetna withdrew from the optometric professional
liability market on a national basis in approximately 1983,

I trust that this information is sufficient to clear up any
ambiguities related to the continued reliance on my 1982
correspondence. Of course, because I have not been actively
involved with optometric professional liability coverage since
1988, the information I am providing is accurate only to the
extent of the knowledge and information available to me during

that time.

Al At

Robert Ragol
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THE HAWAI OPHTHALMOLOGICAL SOCIETY

October 24, 1994

Samuel B.K. Chang

Director

Legislative Reference Bureau
State of Hawaii

State Capitel

Honolulu, HI 96813

Dear Mr. Chang:

Thank you for transmitting a draft copy of your study concerning
the feasibility of prescriptive privileges for optometrists,
The Hawail Ophthalmogical Society commends the staff of the
legislative Refersnce Bureau for its comprehensive report on
this very difficult issue. Hopefully, your exhaustive research
will help the legislature to reach a decision in this area.

We appreclate the opportunity to review chapters twe through
seven and offer some factual corrections as noted below:

CHAPTER 4, PAGE 1, PARAGRAPH 1

Optometrists take the position that thelr education is comparable
only in the mnedical treatment of eve diseases. They do not
claim education or expertise in surgical management. Another
concern is the eguivalency of clinical training as discussed by
optometrists. A large portion of cgtometrists exposure to
medical eye problems in Optometry schosl is cbservational or
involves demonstrations. They do not assume maljor r s

for patient care for extended pericsds of time comparzible o
ophthalmologists during their residency. It should be note& that
when optometrists receive thelilr training they are students,
while ophthalmologists have already finished medical school and
an internship, and are fully licensed physicians during their
rezidency. This permits significantly greater clinical

responsibilities.

CHAPTER B, PAGE 16, PALZRAGRAPH 2

It is in  fagct true that Chubb withdrew from optometrist
malpractice insurance because of "high loss ratios and Chubb's
concern that those loss ratios would continue to deteriorate® if
eptometrists were allowed fTo prescribe therapeutic drugs.
Optometrists often guote a 1982 letter from Robert Ragelia, Chubb
administrator supporting therapeuntics. However Mr. Ragolia

F

rebuts these assertions in a 19291 lsitter {copies snclosed}.




THE HAWAI OPHTHALMOLOCGICAL SOCIETY

CHAPTER 6, PAGE 4, PARAGRAPH 3
The OPTOMETRY Board of Examiners Dbroadened the scope of
optometyric practice, not to be confused with the Board of Medical

Examiners.

CHARPTER 7, PAGE 14, PARAGRAPH 2

The HOS is in fact corrvect in stating that Chubk insurance
company dropped optometric coverage due to increased risk (See
Chaptay 5, Page 16 noltes above and enclosurs).

PRGE 12, PARAGRAPH 3

o B R 3 Ay = T ey P RS 3
again for the copportunity 9 review the stugdy draft and
chaptars  ©Wo  Lhrough  savan. We appreciats tne
: 5 N
: 2

swer any guestions.

G
Ao p ST
J€n M. Portis, H.D.
Fresident
Hawall Ophthalnmclogy Soclely

*

1360 5. Beretania 5t. 2nd Flr., Honolulu, Hawaii 96814, Telephone (808) 536-7702
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HAWAI &
OPTOMETRIC v
ASSOCIATION .

October 27, 19%4

Samuel B. K. Chang
Director, Legislative Reference Bureau
State Capitcl, State of Hawail

Dear Mr. Chang,

Qguality evecare is available to evervone in Hawaill, but in many
instances is not guickly or readily available. The guality of
health care delivery can be improved by certifyving doctors of
optometyy to treat conditicons of the eve for which they are fully
trained, This will result in efficient and expedient eyecare by
reducing the time needed by many patients to obtain proper care
and relief of their problems. This will also help to curb rising
health care costs.

Doctors of optometry are highly trained primary health care
professionals who routinely evaluate vision and eye related
complaints, make diagnoses, treat many of these problems, and make
referrals to othery appropriste health care providers vhen
indicated. In Hawall, optomeitrists are not vet parpitted to treat
any sye condition with medication, and must refer these patients
to 2 medical dootor {ophthalmclogist, family practice, or
emergancy room) .

Az of this date, fority statss and all federal/miliitary health
sgrvices regognize the level of education and training of today’s
optometrist by certifving then to uss medications To treat many
eve conditieons. The record by other state and federal TPA
certified optometrists iz ong of safety and guality care. Other
state legislatures are expanding the scope of privileges for
optometry as optomstry’s cleims are being substantiated, and
initial concerns for safety and educaitlion ers satisfied.
Incidence of optometric malpractice bas remained low in thes
states, and are gensrally not related Lo the use of th peuhic
medications.

A review of the initial draft of the study by the Legisliativs
Reference Bureau on this topic indicates a general validation of
optometry’s statements on edugation, safely, and cost benefils.
However, numercus gats inaccuracies were noted, and a detalled
list of corrections is attached. It is my hope that the final
dosument will contain the correct data.

Gocd vision 1s a precious necessity in today’s world. The ability
of Bawalil’s citizens and visitors to efficiently obtain proper
eyecare enhances our island economy and guality of life.

Updating our laws to permit properly trained optometrists to
safely provide guality evecare to the extent of their training
will help teo achieve this end.
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HAWAIL OPTOMETRIC ASSOCIATION

Review of Initial Draft
Hawaiil State ;agi$lative Reference Bureau’s

Study on the Feasibility of Optometric Use of TPAs

CHAPTER 2 -~ WHAT ARE THERAPEUTIC PHARMACFUTICAL AGENTE?

Page

Page

Page

Page

1

3

4

7

First sentence should conclude, Pare drugs that are used
o treat disease and/or indurv.®

211 optomelry schools presently train their students to
properly diagnose eve disease, and panifeststations of
svestenic disease in the eye. (See Chapter 4} The use of
DPAs enhances diagnostic skills.

It should be noted that missed diagnoses, improper
trzatment and management have also oocurred witnin
ophthalmelogy (See summary of 1391-92 medical malpractice
cages). The dangers in missed diagnoses that have gaused
blindness and death have ccourred vithin ophthelpoology.

Third paragraph discusses "82ix tvpes of drugs® vet enly
iists five. 7Ths sixth class should probably be
analgesicse.

= OEE OF Tpap: OTHER STATEE’ EIPFRITHCOES

CHRPTER 3

Page

Pages

Fage

Page

Page

2

154}

is

17

First yar&ﬁxmﬁﬁ¢ *topical anesthetics® is no longsy
dafined in the 2Zrizona law.

The number of antibiotics on the Florida formulasry should
2 T ¥
= o5 F

Idaho: the Idaho cods does not regulire that a "1is%t? be
approved by the board. 7The Board has apprﬁvaﬁ Wﬁi%
%ﬁyiwﬁﬁ opnthalmic products having documented optometric
uge in the human eve or eve &?d;.*§aﬁﬂj &3; oral
medications having documented use in the treatment of the
buman eve and/or eyelid excluding Schedule I and IT
narcotics.

Yermont: TPA certifisd optometrists may prescribes anzi-~
infective, anti~inflammatory, and dilation reversal
drugs, including stercoids, put prohibits anti-glaucoma
medications.

Wisconsin: oral analgesics availablie are 4, not 5;
topical antibiotics are 13, not 11; 3 classes of
oral NSAIDs, not 2; last category should be topical
nonsteroidal agents such as diclofenac sodium, and 5
topical beta-adrenergic blocking agents, not 3.

Last paragraph regarding anti-glaucoma drugs: it should
be noted that 27 states, or greater than 2/3 of the TPA
states, permit treatment of glaucoma. Does this justify
the use of the word "controversial®?
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Page 18

Page 1%

Page 1%

Page 20

First paragraph: 25, not 28, prohibit treatment of
glaucona; it should be noted that this includes the 10
DPA~only states, D.C., and Puerto Rico, i.e. only 13 TPA
states prohibit the use of ant;—qlauocma medications. 14,
not 11 states have glauconma prov1szcns, Of those, 4 not &
require consultation with 2 physlclan, 5 not 2 have other
prohibkitions. Regardzng the remaining 13 states “that are
silent on the topic, delete the word “presumably” since
TPA certified optometrists can independently use topical
and/or oral anti-glaucoma drugs in those states {See
summary on therapeutic treatment of glaucoma, date
9/14/94).

First paragraph: regarding New Jersey, it should read
"which allows the use of fopical agents...”

Whoe creztes the formulary? There is only ONE primary
Q?tlﬁﬁ’ in 38 of the 40 TPA states, the drug formulary is
estaklished by Optomebtry Board regulation under the
&ut%cxahy granted it by state statute. In only one state,
CShic, is the drug formulary specifically established in
the statute. In only onz state, Virginia, is the drug
formulary established by the Board of Medicine, as part
of 3 “supevaaardﬁ zegula?cry pechanisn. Therefore, Ohio
and Virginia should be considered secondary mechanisms by
which a formulary is established.

&anrézﬁg the Ohio methed, the primary éigadvantage in
legisiating the fgxagiary is that never, safer, more
effective drugs with less gide effects are not available
for better pazlam* care in a timely manner. There is
pobential d&mgmw in limiting treatment to drugs which
becone less effective against reskstant bacterial
strains. Syﬂa%z 1w the for mQ;EV? raguzres ieglslatlon,
which is much mors lenghhy » than by administrative board
rulemaking.

Regarding the Virginia method, it appears o be |
author’s opinion that the medical board is “%& :
trained to handle eye care and eye health 193wuw;
are most familiar with drugs as a whole and their ;m@actﬁ
on other parts of the body, in addition to the eye. An
opposing vzawga£mt is that optometrists are probably more
hig%;y trained on eye care and sye health issues than
H.D.2 wno would make up the medical board, except for
ophthalnoclogy. The author states that ”medxcal doctors
would be more aware of side—-sffects involving not only
the eyes but the rest of the boéy." Gptometrlc education
ingliudes extensive study of systemic interaction and side
effects, including beta blockers and other potent
medacatlons used in eye treatment. It should be noted
that in Florida, Idaho, and Oregon, TPA laws at first
included MD/ophthalmology participation in establlshlng
the formulary, but was later removed due to bad faith
efforts to restrict optometry from providing adequate
patient care. The establishment of an optometric drug
formulary by a medical beoard would be analagous to the
establishment of a dental drug formulary by medicine.

204



Hawaii Optometric Association
Review of LRB Draft on TPA Use, Page 3

Page 21

Page 22

Page 24

Last paragraph: Optometry schools have long had TPA
tralning, but clinical TPA training was not emphasized
until the mid 1980's.

Consultation and Supervision: the numbers 16 states and
21 states don’t add up to 40 TPA states. Check data.
Most TPA states have a requirement to refer when
appropriate, as a stipulation in the "Unprofessmonal
conduct" section of the optometry statute. Szmllary,
M.D.s would also refer when indicated, as regquired under
thelrt"Unprofessxonal conduct® sectlon of the medical
statute,

"Use of anti-glaucoma agents is particularly
controversial." Does the fact that more than 2/3 of the
TPA states permit glaucoma treatment by optometrists
justify the term "controversial"? Last paragraph: In
only 8 of the 27 states that authorize glaucoma treatment
is there consultation or referral 1anguage, not "over
half the states”. Only 5 states have similar language
regarding use of stercids. O©Only a few states have
language regarding referral/consultation if conditions
don’t improve.

CHAPTER 4 - OPTOMETRIC EDUCATION AND PATIENT SBAFETY

Page

Page

Page

Page

Page

4
2]

HOA is the acronym for the Hawall Optometric Association.

First paragraph: the "board certified optometrist¥
faculty member of the Pennsylvania College of Cptometry
should be "board certified ophthalmologist™,

There is no debate over the length of time spent in
residency. 1t is not not optometry’s contention that
optometric education is eguivalent to ophthalmology,
becausse much of the ophthalmology residency is spent on
surgical management. Third paragraph: all schools, not
some, have classroom hours in system1¢ disease and theiy
mainfestations in the aye. czzn*cal judgment in managing
patients with systemic disease is developed throughout
the optometry student‘s training.

The statement that hands~on clinical training is an
"experience that ophthalmology students have but
optometry students do not" is absolutely false.
Optometry students receive over 1000 hours of clinical
training involving the diagnosis, treatment, and
management of eye disease at the primary care level.
Ophthalmology clinical tralnlng is understandably
lengthier, as it involves primary, secondary, and
tertiary eyecare, including eye surgery.

Regarding the general practitioners who prescribe eye
medications: who is better trained on eye care and eve
disease, and is better eguipped to make the proper
differential dlagnosls of a red eye, the TPA optometrlst
or the family practice MD? Of course the family practice
MD would not treat glaucoma, when not even properly
equipped to diagnose and manage it. Regarding the
incidence of referral from optometry to ophthalmology, it
readily occurs, because patient care is the goal of both
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Page 10

Page 1

Page 1
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professions, and not limited only to the medical

gzofa$$1cn, R@gaxd&ng the involvement of systemlc

conditions that manifest in the eye, the optometrist is

already regquired to diagnose these conditions and refer

these patients to the internist. Heither the 0§tsme%rzst

2&? cphthalmologist would treat the underlying systemic
isease.

Eye malpractice cases: Malpractice cases are attributed
to ophthalmology as well, resulting in permanent visual
ioss, loss of the saye, and even death {Ses summary of
ophthalmology malpractice cases 1991-19%92, abstracts from
Medical ﬁ&;practzce} It is a false asaumptacn that all
patlents under ophthalmological care recsive the proper
diagnesis, treatment, and managenment. Thera are
documented cases whﬂr@ misdzagnoses by ¥MDs were
subsemuently properly diagnosed by optometrists.

The alleged casss of a§%§%atric mismanagenent in NWorth
Carelina continue to be used by ophthalmology. Yet, the
North Carolina Soclety of ﬂphtﬁaimalcgzsts have failed to
reguest litigation or formal investigation, and have
never produced evidence to answer a State subpoena upheld
by the North Carolina Court of Appeals. Without the
subm;ﬁggﬁﬁ of &?iﬁﬁﬁﬁ% for an investigation, these
allegations continue to be libslous unsubstantiated
atatensnts,

Az indicated sariier, optometric education well eguips
the optometric grmﬁm&%e with the proper clinical skillis
o use ??&s in §ravzg;?§ §?zmarv sYygCare, Whereas
uma%?amm logical education 1s directed at
yzzmary;g&a@ﬁwarggtaz?zavy @?@ﬁaxe including  surgery.
The two professions natural lv overlap, but will never be
the same. RegaVﬁiﬁg mam%?aﬁzzaa cases, certainly the
concept of blindness is fr:@hzaﬁzngg and there are many
dooumanied gasa% of unfortunate loss attributed to
ophthalmological care,

The nore established optometrists in Hawall have been
geaing hundreds to thousands of patients with eye disease
and eve signs of systemic disease, and participais in
their management and care by making the proper referrals,
and observe the course of the disesase as it is being
treated by ophthalaclogy or other medical 5§esiaityﬁ

It would b& erronecus to disregard this ongoing clinical
training in everyday oractice. Again it would be
erronesus to imply that only optometric mismanagenent
occurs, 2s many court cases have been settled against
apﬁ*halmo;sgzsbs for injury and death for failure to
properly dlagnose 0r manadge.

5 = Q0BT

Page &

The argument is based on the false premise that all
Qpﬁthalmszcgists will make the proper diagnogils on 2ach
patient encounter, that thhaimclogastﬁ are always
correct, and that optonetric managensnt of an
“@nﬁreﬁanmﬁﬁ disease causes a longer duration of
rreatment. It is concelvable that a problenm pot be
properly diagnosed and treated by an Qp&thazmezag;st
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Page 17

Page 18

forcing the patient to seek care by another
ophthalmologist or optometrist, who then makes the
appropriate diagnosis and treatment. This does occur,
resulting in overall costly care. Ophthalmologists are
not infallible.

Summary: same comment. Ophthalmologist are not
infallible. Cases of misdiagnoses or misprescribing can
be found in ophthalmology, resulting in higher health
care costs.

Recommendations:

(1) High level of training: today‘’s graduate already is
highly trained to make proper diagnoses. TPA
certification of practicing optometrists will certainly
require additional continuing education to complement
their clinical experience. Such accredited certification
courses already exist, which have been used in many other
states to certify practicing optometrists.

(2) Enacting a limited formulary like Virginia doesn’t
necessarily help keep optometry fees from rising. It
does result in inadeguate patient care when only limited
treatment options are available to the TPA optometrist,
who then must refer to the MD. It doesn’t capitalize on
the full capabilities of today’s optometrist.

{3) Open market competition, managed care, and capitated
paynment plans are more effective methods of curbing the

rising cost of health care, rather than an arbitrary 1lid
on optometry or ophthalmeclogy reimbursements.

CEAPTER 6 -~ ADDITIONAL AREAS OF CONERN

Page 5

Page 11

Page 19

The newspaper report on the fetal monitoring insurance
code as an optometric reimbursable procedure is
misguided. The code is the same as that used for
ultrasound procedure on the eye. One would no more
expect that an ophthalmologist would perform fetal
monitoring wvia ultrasound, but the insurance code would
be the sane.

The number of TPA-certified ODs in Wisconsin is listeg
incorrectly. Pam Mickelson, Board Secretary, Wisconsin
Optometry Examining Board, confirmed on 10/24/94 that 708
active licensees were living and practicing in-state, and
that 432 of these are TPA certified, for a €7.5%, NQT

30% as stated. This correction then needs to be made on
Pages 12, 15, 17, 18, 21. Conclusions based on the
incorrect data of 30% would alsc need to be addressed.

Hawaii’s metropolitan urban density is limited to
primarily the island of Oahu. The other islands are
generally more rural. The author’s logic that YHawaii
would follow the trend of other more metropelitan states
and have a lower than average of TPA-certified
optometrists” is a supposition. About 2/3 of the active
practicing "older" optometrists have already indicated
their commitment to improved patient care by completing a
lengthy and costly accredited TPA certification course
conducted in Honolulu from 9/93 to 3/94, and taking the
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CHAPTER

Page 25

Page 29

Page 30

National Board certification exam on TPAs. Other older
practicing ODs have taken the necessary certification
courses and exam on the Mainland already. Additional TPA
certified optometrists would come from recent optometry
graduates who receive TPA coursework and take the
National Board certifying exam as a normal part of the
current optometric curriculum. An estlmate of the
percentage of TPA certified optometrists in Hawaiil under
a TPA law would be a conservative 80%.

7 ~ POINT/COUNTERPOINT

Dr. Deonald Schwartz, who presented testimony in 1989 in
Washington that he observed regarding misdiagnosis by
optometry students in 1983 and 1984, does not state at
what point in the optometry student curriculum he made
those observations. It is likely that errors in
dilagnosis occur during the learning process of students
in optometry as well as medicine.

HCS is 1mp§y$§g that military eyecare is substandard for
expediency’s sake. In reality the military health care
delivery system has long been noted as a model for
guality health care, utilizing TPA certified
optometrists.

Dr. Hartvak’s testimony of his experience is dated to the
early years of TPA credent alliag in the Army. If the
utilization of TPA optometrists resulted in such poor
health care delivery, why has the Army and other military
seyvices expanded thelr scope of privileges? In the
mzl;tazy a1l health cars professionals come under some
sayarv1sx@a, even the Chief of Ophthaimelogy and the
Hospital Commander, 7TPA certifisd optometrists currently
are credentislled to inﬁayendenily sxanine, diagnose,
treat, and manage eve diseases within the scope of their
trazn;ng, and co-panage or refar to eyh%haimgiaglﬁts when
the ?ﬁqg;reé treatment is beyaﬁé the scops of
training amd credentialling. Mi iltazy TFA Jﬁwvmwﬁgaahg
have and will continue to be monitored by guality control
and pRer reviews.
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Appendix K

Education and Clinical Training of Ophthalmologists and Optometrists
In the absence of scientific evaluations of data comparing the cutcomes of care for cataract
surgery patients treated in the perioperative period by opﬁthalmoiogists and optometrists, a
question that arises is whether differences in the education and training of the two types of

professionals might affect their ability to provide good quality perioperative care 34

There are no standardized tests or board exams taken by both ophthalmologists and optometrists,
so the most plausible method of comparing the knowledge base of the two professions is to
assess their educational and training programs. To compare the education and clinical training
of ophthalmoelogists and optometrists, OTA reviewed literature pertaining to professional
standards, literature from :hé professional organizations of both pphthalmologists and
optometrists, angd lizerature from several institutions that provide education and clinical training
in sither ophthalmology or optometry. In addition, OTA staff made direct observations at two
institutions-~at the ophthalmology residency program at Wills Eye Hospital in Philadelphia and

at the Pennsylvaniz College of Optometry in Philadelphia.

QOphthalmology Education and Training

Ophthalmology is a surgical specialty of medicine and is regulated by State laws that govern

medical practice. Ophthalmoiogist: ¢.2 lice~:ad . medical doctors by State boards of medical

34A recent OTA report on indicator  ng Quun. medical care found that physicians
practicing in the area of their train; g m .. ... iy 10 provide good quality care than
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examiners, There is no specific licensure of ophthalmologists (Stokes, 1988). Individuals who
have 1) successfully completed specified medical, postgraduate clinical, and ophthalmologic
residency training (see below), 2) received a valid and unrestricted license to practice medicine
in the United States; and 3) passed written and oral examinations can be certified as diplomates
bv the American Board of Ophthalmology (American Board of Ophthalmology, 1987). That
board is recognized by the American Board of Medical Specialties, which assists its members in
the evaluation and certification of physician specialists {(Council on Graduate Medical
Education, 1988). The vast majority {90 percent) of ophthalmologists are board certified (Root,

Sept. 29, 1988).

In order to be certif ied_ by the American Board of Ophthalmology, an ophthalmologist must
undergo an §-year education and training program after college that includes training in
systemic Gisease and experience with patients in a variety of settings, as well as specific
classroom, c¢linical, and surgical training for the treatment of eye disease (American Board of
Ophthalmoelogy, 1987). The 8-year program involves three stages:

o 4 years of medical school,

o | vear of postgraduate clinical training in a hospital-based program,

0 3 years of training in a hospital-based ophthalmology residency program.

Medical schools in the United States, Canada,>® and Puerto Rico are accredited by the Liaison
Committee on Medical Education, a joint committee of the American Association of Medical
Colleges and the American Medical Association (Carlson, 1988). VYoluntary accreditation

standards for graduate medical education and for residency training in the United States are set

physicians pracucing in other areas (U.S. Congress, OTA, 1988).
35Mc dical schools ip Canada are coaccredited by the Liaison Committee and the Committee on
the Accreditation of Canadian Medical Schools {Carlsen, 1988).
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by the Accreditation Council for Graduate Medical Education. That organization is sponsored
jointly by the American Board of Medical Specialties, the American Hospital Association, the
American Medical Association, and the Council of Medical Specialty Societies (Council on

Graduate Medical Education, 1988).

Prior to admission to medical school, a student is usually expected to complete 2 4-year
undergraduate degree, including specific courses in chemistry and other sciences, and must meet
high scholastic and medical school entrance examination standards (Stokes, 1988). Abeut 15
percent of medical schools allow students to enter after the third vear of college (Association of

American Medical Colleges, 1987).

Conventionally, the first 2 vears at an accredited medical schog! emphasize coursework {lectures
and laboratories) in sciences basic to medicine. In the first 2 vears of medical school, 2 medical
student typically gets between 1,500 and 2,000 hours of coursework., About 1,250 hours of this
is coursework in basic medical sciences such 35 anslomy, pathology, physiolegy, microbiclogy,
biochemistry, pharmacology, neuroscience, behavioral science, preventive medicine, and genetics
{Assoc, of Amer. Medical Colleges, 1987). The rest is coursework in various topics related 1o

medical practice.

The last 2 years of medical school emphasize clinical rotations in hospitals and other settings.
During clinical rotations, a medical student gets an opportunity, under the direct supervision of
faculty and resident physicians, to develop skills in examining and evaluating patients; during
clinical rotations, a medical student has "limited opportunities to assume personal responsibility

for patient care and sencrally dofes) not participate in the care of individual patients for an
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extended period of time" (American Medical Association, 1987). On average, a medical student
spends about 80 weeks or, assuming a 40-hour week®, 3,200 hours doing clinical rotations
(Assoc. of Amer. Medical Colleges, 1987). On average, at least 50 of the weeks, or 2,000 hours,
are spent doing rotations in basic medical specialties such as internal medicine, surgery,
pediatrics, family/community medicine, and psychiatry); the remaining 30 or so weeks {1,200

hours) are spent doing rotations in various electives (Assoc. of Amer. Medical Colleges, 1987).

In preparation for becoming a licensed physician, a medical school graduate does a I-year
internship at a hospital in a field such as internal medicine, pediatrics, surgery, family practice,
or emergency medicine. Traditionally, an intern is the first person "on call” to examine and
admit patients to the hospital and is "on cail” every third or fourth night to cover various
activities in the hospital. In many cases, therefore, an intern works as many as 80 to 100
regular and on-call hours a week {Glickman, 1988; McCall, 1988). An intern who works an
80-hour week (e.g., 45 regular hours and 35 on-call hours) for 50 weeks would get a total of
4,000 hours caring for patients with 2 variety of medical problems. The certification
requirements of the American Board of Ophthalmology specify that at least 6 months of an
ophthalmologist’s 1-year internship must be "broad experience in direct patient care” (American
Board of Ophthalmology, -198?). An intern who works 40 regular hours a week for 26 weeks (6
months) gets 1,040 hours of clinical experience in the evaluation and treatment of patients with
3 variety of medical conditions, This figure--1,040 hours of experience in direct patient care~~

does not include any on-call hours and is therefore an absolute minimum,

To receive specialized hospital-based training in ophthalmology, & physician must enter a 3-vear

ophthalmology residency program. In order to be accredited, an ophthalmology residency

36A 40-hour week does not include "on call” hours,
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program must include 360 hours of didactic instruction in basic and clinical sciences relevant to
ophthalmology; 288 hours of clinical conferences attended by faculty and other resident
physicians; and lectures, conferences, and a minimum of 50 hours in ocular pathology
{American Medical Association, 1987). At some ophthalmology residency programs, these
minimums are significantly exceeded. At the residency program at Wills Eye Hospital in
Philadelphia, for example, students get 822 hours of didactic instruction in basic and clinical

sciences, 504 hours of clinical conferences, and 210 hours of ocular pathology (Jeffers, 1988).

The core of an ophthalmology residency program, more important in some respects than didactic
instruction, is clinical experience in managing patients with eye problems and in performing eye
surgery. An accredited residency program offers a resident

i) at least 3,000 outpatient visits distributed through a broad range of ophthalmic
disease, with "major management responsibility under [faculty} supervision” in at
least 2,000 visits,

2) surgical experience in performing and assisting at ophthalmic surgery of various
types, including a minimum of 25 cataract procedures and 10 strabismus
procedures,

3) consultation experience involving a minimum of 150 patients and covering a wide
spectrum of ophthalmic diseases and ophthalmic manifestations of systemic

diseases {American Medical Association, 1987).

Some ophthalmology residency programs offer clinical ex_perience that far exceeds these
accreditation minimums. At the residency program at Wills Eye Hospital in Philadelphia, for
examplie, a resident manages, under supervision, about 15,000 patients with eye disease
(Jeffers, 1988). A resident at Wills is involved in over 600 cases of eye surgery; in 350 to 400

of these {including 90 to 95 cataract surgeries), the resident is the primary surgeon and provides

the paticuis’ fvliowup care; in the other cases, the resident assists during surgery (Jeffers, 1988),
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