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Nature of the Study 

The Seventeenth Legislature of the State of Hawaii. Reguiai Session of !9%, adopred 
House Concurrent Aesolu?ion No. 378, H,D, 7 ,  entitled, "Requesting the Legislative 
Reference Bgreau to Study the Feasibility of Expanding State Regulatory Practices to 
Authorize Optomeirisis to Use Therapautic Pl?armaoeuticai Agents." A copy of ihe 
Concurrent Resolution is coniained in Appendix A. The Insurance Commissioner, the Board 
of Medical Examiners, and the Board of Examiners in Optometry were  SO requested to 
assist in this study. 

Objective of the Study 

M.C.R. No. 373 requested the Bureau to determine: 

(1) The use of ?he:ape~?io phaimaceuticai agents (TPAs) in the eye care inacsl i~.  
which TPAe are used by opicmerrisls in other states, and the number and 
percentage of optornclrists in TPA slates who use TPAs; 

(21 'Viiheiher 2aTi9n; safety is compromised by TPA usage: 

(3) The effect of TPA usage on comps:~t:or; betwean op:ometiisis 2nd 
ophthaii-ologisis and on colisume~ COSIS, including cci-sideration of Medicad 
and Medicare rate schedules; 

($1 Studies and other reviews re~uired by TPA slates: 

(5) Availabi!ily and accessibility of optometrists and ophthalrnoiogists in TPA states 
as compared lo Hawaii, inciudirg hours of availabiiily for urgent and routine 
conditions, geographic dislribulion, and any complaints of lack of access to 
Hawaii optometrists and ophlhainoiogists; and 

(6j The impact of TPA usage on the cost of eye care to the public, insurance 
carriers, a ~ e l  s:ale and federal governmenis. 

The Bureau was specificaiiy requested to inquire into the experiences of Pennsylvania, 
Maryland, South Carolina, and Wisconsin. 
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The Insurance Commissioner vvas requested to supply the Bureau with the foliowing 
information: 

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

(2) Potenria! increases in optometrists' iiability and malpractice insurance if TPA 
usage were permitted; and 

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

The Board of Medical Examiners was requested to suppiy the Bureau with data on 
training requirements, internships, end continuing education requirements. and data on 
quantities of eye medication prescribed, for ophthalmologists, generai practice physicians, 
famiiy practice physicians, internists, and pediatricians. 

The Board of Examirers in Optometry was requested l o  suppiy the Bureau with data 
on training requirements, internships, and continuing education requirements, and data on the 
quantity of eye medications prescribed by opiome;rists. 

The Bureau was requested to submit the draft study to ?he Hawaii Ophthaimologicai 
Society and the Hawaii Optomeiric Association for external review prior to submission to the 
Legislature. This was done, 

Organization of the Study 

This study is organized into eigh? chapters. The firs: chapter is this introduction. 
Chapter 2 reviews i?e history of optometry, defines the term *therapeutic pharmaceutical 
agents" (TFAs), and discusses the reasons that optometrists wan1 to use TPks. Chapter 3 
discusses the ether states' experiences with TPAs. Chapter 4 looks at the issue of patient 
safety. Chapter 5 analyzes the issue of cost savings. it any, through TPA usage. Chapter 6 
considers o;her issues raised by the Concurrent Resolution. Chapter 7 details the arguments 
on TPA usage by the main Hawaii proponent, the Hawaii Optornetric Association, and the 
main opponent, the Hawaii Ophthalmological Society. Chapter 8 contains the findings and 
recommendations. 



Therapeutic pharmaceutical agents, or (TPAsj, are drugs that are used to tieat eye 
disease or injury. The IPAs' compiemenlary category a? drugs are the diagnostic 
pharmaceutical agents, or CPAs, which are used i O  help diagnose eye disease. A brief 
history of r"r  fields of ophthairnolagy and optometry will reveal the rationale behind the desire 
of doctors of optometry to Lse DPAs avd TPks, 

History of Eye Care 

in the late IEOOs, persons who specia!ized in eye caie ware calied either 
ophfhalmologis:s. if farrnaiiy trained at a medical school, of ccuiisis, if eye caie was ieainr? 
through experience wi;nout ihs Senefir of lercai training.' in .addition; two classes G: 
opticians sp?cja:ized in sc;ppik'lng cu.;iomgis with glasses, Dispensing opticians rnersiy iillt?d 

c;atienns' giascriprions. and today are knotw- simply as opticiins. Refracting oplicians, on 
;he other hand, made their determinations concerning the strengthof glassas, mak:ng 
fhs  prescrlptior as weii as dispens:ns rhe ggiasses, Over ! !me. this type of p?ac;i!io.?~: 
became as a- ~~"3merii"3 ' .  

t+owa;gr, 33 eye rech-;o!ngy ev3lved - panicuiariy Ire dsvelapme~; of ConaaCl 
lenses and i9nome?ers2. -p?cme&rrsij became more keal"-orie~ted, rather t h a n  focusing 
strictly or; ;he fitting of lenses. Inppartic~~iar; the iiPting ard  prescribing ~f Col??act lenses Cave ., 
opiarngirisrs a reasor: to be concerrisd about eye heal" am chemlca: ard mechatlicai 
irritation of the eye. 

Another bieakthrougn in :he 1950s and 1960s was t he  discovery 0f topica' mydiiatic: 
drugs ihaf csujd dilate the eye !or short periods of lime wi?houl undue c:mpli~a?ic;ns. Dilation 
of the eye is generally considered a prereq~isite to a full inspeciron of the  einteficir of the eye. 
optomerrisls :o ax~a?:: Ihe s o o p ~  01 their prac:ice b y  using these drugs to enable 
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performance of a more complete eye examination and to help detect and diagnose eye 
problems, which would then have to be referred to an ophthalmologist for treatment. 

In 1971, Rhode 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 to state, drugs in these classifications basically consist of mydriatics and 
cycioplegics, which dilate the eye, and rniotics, which contract the pupii and whose general 
use is to prevent the sudden onset of narrow angle glaucoma caused by use of mydriatics and 
cyclopiegics.3 

While the term "diagnostic" is in standard use to describe these drugs, it is a 
misnomer. Drugs of this type, as ophthalmoiogists are fond of pointing out, do not diagnose. 
They are not like home pregnancy iests, for example, which reveai the condiiion 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 interpretation of the findings - the diagnosis - could be 
made correctly by a competent, weti-trained optometrist, or missed by an incompetent one, 
tiowever, without the added ability to treat, misdiagnosis - with or without the use of DPAs - 
was not as critical as it night oihewise have been, for once the patient was referred to an 
oph!hairno!ogist for irea:ment, the ophthaimologist would perform his or her own tests and 
rediagnose the condition 

There is a dan~er  in missed diagnoses, of course: untreated glaucoma or diabetes 
can blind, and untreated cancers of the eye can kili. The danger is exacerbated by the fact 
;hat some progiessive eye diseases, such as g!aucoma, cause no pain that would alert the 
patient i c  request a second opinion, and also by the respect some patients have for anyone 
with the title *'doctor," which can lead then to disregard symptoms if a doctor of oplomDIry 

i~.a!ive difference between assures them that nothing is wrong. Ye: there is a qua!'t 
misdiagnosis an3 mistreatment !ha: was and is a barrier preventing states from automaiical!y 
e!en&i^g !he privilege of using DPAs lo include Lisrng P A S .  

Other sates graduaiiy ioiiclwed Riiiide island's lead: 8 more DPA states in the next 
five years, another I 9  !be nexi 10 years, another 20 within the ensuing five-year period, with 
the rest soon foilording. The last, PJiaiylandi adopted its DPA law in 1989.4 Hawaii was one of 
the last s:ates to  ado^: its DPA law in 1985. 

The profession of ophthalmology did not readily accept the use of DPAs by 
optometrists. Testimony submitted during the course of Hawaii's ultimately successful DPA 
legislation is a representative sample.5 In an informational book distributed to the state 
legislature. the Hawaii Medical Association stated that, in trying to reach an agreement on a 
1979 bill that would have allowed optometrists to use drugs, that "Optometry refused: They 
refused every single reasonabie request presented at the task force. They refused to make 
any compromise of their 'professionalism' for the public welfare. The Hawaii Medical 
Association cannot ethically allow this breech [sic] of the public i n te re~ t . "~  
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Therapeutic Pharmaceutical Agents 

As optometrists continued ?heir evoiution from trade lo health care profession, it was 
inevitable :ha?, having the ability ?a derecl piobiems wi?h the eye, optometrists then wanted lo 
be able lo treat the more simple, easily managed conditions. This was a more arnbitioiis leap 
than was ?he abiliiy to use BPAs. The worst that could haopen when op?omeirisls used 
DPAs, aside from allergies that would result no matter who administered them, wouid be lhai 
The optometrist would overlook or misdiagnose a significant condition, such as glaiicoma or a 
tumor, that would deteriorate over time. This worst-case resiii! wouid basicaiiy be the same 
as i f  the opiorneliis? had not seen :he patient or not atranpled a diagnosis at ail. Nothjng that 
the optometrist did wouid cause the condition or increase its severity. A competent 
optometrist, if he or she detected abnorma!itres 0: rnereiy was uncertain. wmld the 
patient lo an ophihalmologist, and it wouid not really rnat?er if the op?onetiz.t's initia: 
diagnosis was accurate or not. After the referral. the patient would be the responsibility of the 
ophtia!rnoiogisi, who would do an independent examination and make his  or her cwn 
diacjnosis an3 be responsible for traatrnenr. 

But when optometrists song% the ability ?c treat, the accuracy of their diagnoses 
becave of r;,:icai imporupce. In bncs situation, no medic& d o ~ w j  would r e ' j i ~ ~ " ~  their 

diagnosis 0: perfarm f ~ r t h e r  lasts. Opiomeiris:s had !c accurale'y diagnsse eva;yPnirg v f i i i l -  
theif le~i~letivb)iy-limiied abiiiiy to i:eai; and decide .r."?.ci; of the more comp'ica;ed "sfis :?ad 
to be passed 17" ;0 an ophi%airnoi3",sl. 

The increased comglexity of using TPAs as o2pcsed ?a OPAs pqvei: a s?~in?blins 
block to stare acceptance at f i rs .  True, In. first state per:vli :h" sf TpAs, Yes: 
Vir.siiiia, did so in :976, a: :he same time I ta i i l l~~;c lsc:  "PAS.  West 1jj:gifiia h a  spars* 
popuia?i.cn c5nres  31;:" iar3(: ge0graph:c d ls ta ies i  ;ee;i;g 3 large par1 cf it?c pcpiJiariol - 
of easy reach of opht"rairnoiogists.' I !  appears :D bgen the ge~gm~ci ica l  i~c!31;0~ iron 
aphihaimoiogi~is that sparked the aeoeptaqce of TPA-ajthorized osiome?ris:j. 

Only one other state. North Saraiina. adopted TPA laws in the 197%s and oniy one 
additional state, Oklahoma, adopted a TPA law in the firs: half of the 1380s. Optometrists or 
other states continued to in?roduce acd lobby ior DPA laws and finally were rewarded in tb9 
latter "?If of the ?98& as 21 stales added TPA iaws. In the 1 9 9 0 ~ ~  16 addilionai states have 
adopted TPA laws, for a total of 40 as of June 1394; including Vermont and Delaware, whose 
legislation was enacted in June 1394.8 

The remaining ten slates have been the targets of repeated iegisialion aimed at 
establishing a TPA law. Respondents lo letters from the Bureau indicate that TPA bills will 
again be submitted lo these legisiatures, 
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For :he purposes 01 easy refe:acce in l i ! s  study; states with IPA iaws wiii be referred 
13 as TPA slates, while states that do no? have such laws will be reierrsd to as DPA s?ales, a 
shorthand way to refer to DPA-only stales, 

Five types of drugs are primarily considered appropria?e treatment drugs ior 
optometrists. Those classes are germ-killers, which can include antibiotics, anti-infec?ives, 
anti-rnicrobiais, anti-iungais, anti-virals, and suifonarnides; anti-allergy drugs, the 
antihistamines and decongestants; topical anesthetics: anli-gianeoma agents; and steroids. 
As will be discussed in detail in the next chapter. the stales vary as to which TPAs :hey 
authorize their opiorne?i;s?s to use. 

Endnotes 

i h o  in 111s jeci:aa .s iake;? !;om Ciasue. Jonn G . '~(Opicme!::: a Legal Hist~iy." 411 Jonroai 3: rhe 
~mer~ca.: CD;r,me?:rc Associaiion vo! 59. 810. 8 { A l i g ~ S i  1988) at 641-49 

i Lonomi.:er al im~s oclirrerrrsis :a lest tnii.aocuiai piessk;ie 'tdi:hajr !he use of i;nrsthsiic ~ ; c d ~ ~ ~ ~  ~h~~ 
ale ivia basin: types ihr ?lackd-:l:rz , - ri:r,,-r??.er ,,~kich !cuc"s :he eye, apd nen.ccl:ac: ranome:er 
which aaes to!. 

F~~ ex3cq;;e, an ani:%. ;rcgl;.;t,ng 1'5 ::gbr over %jassachusen's LlP.4 law. referred lo tne " i  1 nas!; jeirs'' i? 

toon ;a pass that brli 2::; k@*d -ire rvc 5ig.s "sr:il accuse eac3 ofhe: 01 alrty fighting,- "They Sure Don't See - =qe ia E j e "  B0s:~a.i Gobe Mn-i-iay idarch 26. 1990. at 29 

Hawail biedical Associattlion, "Cptomeiric Drugs Laws A Possible Soidlion.' ;nndaIe@ at 47 

?v:erno:andum, "Response to the Hawaii Onlameiiic Assoaration's Pubiicaicn. 'Visan in the ~ U ' S ' , "  by the 
Hawaii Ophthaimologrcai Society to researcher, dated Juiy 12. 1994, at 4. 

Those stales are: Alaska. Ar~zona, Arkansas. Colorado. Connecticut. Deiaware, Florida, Georgia. Idaho. 
ind:ana, Iowa Kansas, Kentucky Louisiana, Maine, Minnesota. Mississippi. Fdisseuri. Montana. Nebraska. 
New Hampshire, New Jersey. New Mexico. Noiin Caiolina, North Dakota. Ohio, Ok!ahoma. Oregon, Rhade 
Island. South Carolina. South Dakota, Tennessee. Texas. Utah. Vermont, Virginia. 'Nashington, West Virginia. 
Wisconsin, and Wyoming. 



USE OF WAS: R STATES" EXPERaENCES 

A significant variance exists between the forty TPA-authorizing states as tc the 
conditions opiornslris?s can treat and the drugs they can use. A specific listing for each Stat9 
ioiiows. and the lull text ottihe reiexiznt iaws is contained in Appendix £3.' Note that in some 
states. diagn3eTic drugs, such as rniot~cs and cyciopiegics, are included in ihe category of 
?PAS, 3r are inciuded in the generai category of drugs available for USE! by ~ ~ t ~ m e t r i s t s .  
Unless they are spszifed by statute 0: rule for diagnostic purposes only, they have bee!; 
included below, even though as a praciinal matier they are not used therapeuiica!iy. 

Alaska 

The statute in Alaska a;iaws 1" use of ail iopicaiiy-applied drugs," 

Arizona ije:r;its the  ~f "?opi~a; pharnacei~ticai agents" to treat any visdz!. 
"j~cliiar, neu*uiogicaij 3- anatsmrcal anomalies of :he eye.3 

&{ s:aij;e. .o~:ome!iis's are 3erqitte(", :.s i)"(?ifc:ibe P~pi.cai agents ti-e foirovj !r~ ~. 
ca@sl;oriss: an?ini~:oo;al, , m i ,  de::~nge$;ani, snii-in"!a~i.atory, an?;ig?$&, 
-jicropIegics. mydrlai;cs. mir;?irs, dyes. ana'gss:cs, and anesthetics. They ara . ~ r n h : ~ v e ~  . ti *r s.6?c 

. ,  . &r.i&?si.;g drags bj r;jecri.;rs ;?le~~~;j>; ioc 51~1 d u g s ,  ---+rr-lj-d ,ul ,I *- 4, ug-, .-c a ~ d  0;her 

prescription drugs." By adm!ois?iati\!o : ~ ; e ,  ?.ha per,qli:~id ~ a t e ~ ~ r i e s  .are. a.nesrhei:cs, ant;. 
aiiergy, an"ibac;ei,ai!zn:isep:i~~ anPibio:ic, an:ifur,gai. a~ii-giauccfla, alfl-his?a~l?e!~a::~ges- 
fantl ariificiai tear p$ei;aiations, anri-infiammatory, anli-inliaomaloryja:)~ibii3~icC anti- 
inilamma:9ryiantiibacttiiia~, decanyes:ar??s, deccngesran?siasiiinge~^ts, demulcenls, dyes, 
~rnoll ients~ hyperosmotic agents, :rrioa?ian - sol~tion. iubricants. mydriaties, miotics, 
myCriciicicyclop~egics. and ~assconstriciors. Giaucoma patients may be treated af?er 
consullation with an oph:halr?oiogr~t." 

Colorado 

Colorado, for treatment, approves the use of topical and oral antirniorobiais (except 
oral antiviral and oral antifungal agents), topical and oral antihistamines, topical anti- 
inflammaiory agenls, and no more than .6 grams of codeine when used with one or more 
nonnarcotic analgesics.6 
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Connecticut 

Connecticut ailows oplometiisls to use topical opthaimic agents except ?nose in the 
;lisgoiies: allergens, alpha adrenergic agonisls, antiparasitics, antifungal agents, * 

tnr I ~ ; o ! , ~ ~ s ,  antineop!as:ics, beta adrenergic blocking agent, carbonic anhydrase 

::c:S ".?is, xi lagan cornea! shields, epinephrine pie~arations, mictics used for the treatment 
2; Gla~cclma, :ar?pDrary collagen !rnp:ants, and succuc cineraria rnariiirna. in addition, 
: ;~T:-J~C?ICU~ 9ei:nits the use sf the folioi?;ing ~ r a l  qedications: antibiotics, ~?niihislarnines. 
i3-t8,4'.r3; agerls, and analgesics.' 

Delaware 

Deiawarc's newly-enacted iatv permits !heia,peg?icaliy certified optorreiris" so use 
fo j j c~ (7g  iopjcaj drugs: a.-.l,-:c(a--‘.~- yyLlye~ .  anti-!nf!am:malcfies; anes""scs, a j tycmics ;  and :r;e 
toilowing iooica! asd oral c r ~ g s :  ani~nislamiies acd cecangeslanis. aHi-gaucoma agents. 
antibiotics, and non-ficon!roi:& a~algesccs.~ 

Florida 

Gc;i;-gi; 2;rr-r -: t > ~  ~ c : c ~ . I  tse of s;xVy-siy, <rugs. .bitl~:i are : 1 ~ : 6 ~  :" Acoend l~  3. 
TIlcwo z; :nar:r;, . . - O w  1 -* :ne '-sa"xe:q; 31 gjaucj,qa d saljs-?s wi'i: dinck.rs, 

, ' , , 

qcludj.qg : :he 3atlen! ~ ( ; B s  -;y -3j[i~;d - ~ h b ? n  ~ ~ y , i y  days tile 0alle-l 
"I; ,,.- :Si , h- ,e referred :c an o~h?.?ai"?c;agrsi.'! 
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Idaho 

The Idaho code permits the therapeutic use of pharmaceutical agents for the 
improvement of any function of human vision.12 The code requires the slate board of 
optometry to approve a list of drugs. Apparently no such list has been made at the time the 
American Optometry Association cornpil~d its information. 

Indiana 

Certified optometrists can adminislei, dispense, or prescribe :opical!y applied drugs, 
oral antihistamine drugs, oral decongestant drugs, orai aniimicrobia! drugs, orai non-steroidal 
anti-inflammatory drugs, and oral antiglaucoma 3rugs.'3 

Therapeutically certified optometrists may employ topical pharmaceutical agents, oral 
antimicrebiai agents, oral antihistamines, oral antig!aucorna agents, and orai analgesic 
agents.14 

Kansas 

The drugs available for use are anesihstics, mydriatics, cyciopiegics, anti-infec:ives. 
and anti-inflammatory agents if  administered topica!iy for a period of up 10 fourteen days. 
Kansas specifically prohibits the management and treatment of 

Kentucky allows optorletrists who hatie qualified for the use cf DPAs to use and 
prescribe topical therapeutic agents fsr the treatment of any condition of ? h ~  eyes or its 
appendages.'6 

Louisiana 

Louisiana has a b:oaj authorization, jiiawing the use of any chemical in soiiirion 
suspension, emuision, or ointment base, other l h w  a r;arcoiic, when applied ispically, 10 
prevent, treatl or mitigate abnormal conditions and pathology of the human eye ard its 
adnexa (adjunct area). The use of orai antibiotics and oral antihistamiles for treatmen? of 
disorders or diseases of the eye or adnexa is also a i ! o ~ e b . ' ~  
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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 

Minnesola allows board-certified opiomelrists to administer topical legend 
(prescription) drugs to aid in the cure, mitigation, prevention, treatment, or management of 
disease, deficiency, deformity, or abnorwality of the eye and adnexa.19 

Mississippi 

Mississippi allows the use of " to~ical  pharmaceuticai agents" and over-the-counter 
rnedications.2o 

Missouri 

The class of therapeutic pharmaceutical agents approved by Missouri are topical and 
oral anti-microbial agents and antihistaminic agents, topical anti-inflammatory agents, and 
oral analgesic agents (pain-kiliers).21 The rules of ?he state board of optometry provide further 
limits on the use of oral analgesics, including limitation on the period 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 dihydro~odeine.~3 Treatment 31 giaucoma is specilica!iy excluded. 
Pursuant to administrative rule, therapeutically certified optometrists can us* the following 
classes of topical drugs: antibiotics, anti-viral agents, anti-fungal agents, anti-inflammatory 
agents, and antihistamines, as well as over-the-counter drugs.24 

Nebraska 

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 treatment of 
infections of the eyes: and oral anti-inflammatory agents to treat conditions of the eye. 
excluding steroids and immunosuppressive agents.25 
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New Warnphire 

New Hampshire permits the use of over-the-counter drugs; topical mydriatic and 
cycloplegic agents; approved miotic agents; approved tcpical or orai antibiotics and 
sulfonomides when used to treal or alleviate the effects of disease or abnormal conditions of 
the eye, adnexa, and lids, but exciuding the lacrimal drainage system, the lacrimal gland, and 
structures posterior to the iris; topicai antihistamines, decongestants, and mast-cell 
s?abilizers: topical anesthetics and dyes; topical ocular lubricants and hypertonic agents; 
certain orai analgesic agerts; non-steroidal anti-iniiammatory agents; and diphenhydramine, 
epinephrine, or the equivalent to counter anaphylaxis (allergic reactionj.26 Specificaily 
prohibited is the ?matment of gla~;coma, the prescribing or use of corticosleroias, the use of 
intravenous drugs, or use af caiegwy 1 or il controiied substances.27 

New Jersey 

New Jersey prohibits !he use of contioiled dangerous substances; and oral or 
. . rnjectable prescription medication (there is an excsption for injec:ions use? to counter 
anaphylactic reacrionj. Aside from those restrictions, the statute is quite broad, permitting the 
use of agents for the purposes of treating deficiencies, deformities, diseases, or anomalies of 
tne eye, inc!uding the rernovai or superiicial foreign bodies from the eye or adnexae.28 

Mew Mexico 

This state pcrmits t h e  use of !apical ocular pharmaceutical agents lo correct, i e l i ~ ~ ; ~ ~  

or refer visijal &iei;is or abnormsi conditions of ?he human eye. Surgery, ~njectlons~ and 
controiied s~jbslaflces are iorbid' ien.~~ 

North Carolina 

Nor", Carolina permits the use oi pharmaceutical agent$ l o  correct, relieve, or treat 
defects or abnormal conditions of the human eye and adnexa.30 Topical agents may be used 
at the optometrist's discretion, and orher types of drugs jl.e., oiai or injectable) shai! be don9 
in communication and collaboration with a physician.3' 

North Dakota 

This state defines TPAs as topicaiiy administered and prescribed pharmaceutical 
agents for the treatment of ocular-related disorders or disease, locally administered 
pharmaceutical agents for primary eye care procedures, oral anti-infective agents, oral 
antihistaminic agents, and oral analgesics.32 Dispensing of TPAs is not allowed, and neither 
is laser therapy, glaucoma treatment, oral corticosteroids, or invasive surgery, although 
superficial foreign bodies may be removed.33 
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Ohio defines TPAs available for use as specified topicai ocuiar pharmaceutical 
(diagnostic) agents and the following drugs when used to prevent or treat disease, injury, or 
abnormal condition of the eye: antimicrobiais, anti-allergy, anti-giaucoma, topicai anti- 
inflammatory, cycloplegics, analgesics, topical ophthalmic preparation, and oral doses of the 
foltowing drugs: acetazolamide, astemizole, dichiorphenamide, diphenhydramine, glycerin, 
isosorbide, methazolamide, over the counter analgesics, terfenadine, ampicillin, cefaclor, 
cephaiexin, dicloxacillin, doxycycline, erythromycin, peniciiiin VK? tetracycline, and other orai 
drugs iisted in rule adopted by the state board of 0ptometry.3~ Dapiprazole hydrochloride is 
approved for use to reverse mydriasis (dilation of the eye) caused by use of the drugs 
phenylephrine and t rop i~amic le .~~ 

Oklahoma 

Oklahoma permits the use of pharmaceutical agents, including dangerous drugs and 
controlled substances except for Schedule I and li drugs. Optometrists may not dispense 
drugs but may offer professional samples to patients.36 

Oregon 

Oregon permits certified optometrists 10 use the following topical pharmaceutical 
agents: ocular lubricants, artificial tears, and irrigating solutions; mydria-tics; cycioplegics; 
anesthetics; dyes; miotics; astringents and antiseptics; antihistamines and decongestants; 
anti-louse agepis; hyperosrnoiics; anti-infectives (antibiotics, aniivirais, anti-fungals); anti- 
glaucoma and ocular hypoiensives: anti-inflammatories: combinations of these drugs; and 
other agents approved by the board.S7 Res;iiciions and conditions are piaced on the use of 
anti-virais, anti-iungais, anti-giaucorna agents, and steroids. 

Oregon prohibits optornelrists from performing invasive or laser surgery, using or 
presc:ibing injectable or oral drugs, to use other than topical ocular drugs, or to use Schedu!e 
I or l l  controlled subs!mces. Oregon also restricts treatment by optometrisis of glauccma 
until after the optometrist has consulted with an ophthalmologist, medical doctor, or doctor of 
~ s t e o p a t h y . ~ ~  

Rhode Island 

Rhode island broadiy states that qualified optometrists may use and prescribe topicai 
pharmaceutical agents in the treatment of ocuiar conditions or the eye and its appendages.39 
Some exampies listed by the board of optometry as acceptable drugs are mast ceii inhibitors 
or stabilizers, lubricants, decongestants, mucolytics, antibiotics, and specified steroids, 
although consultation of an ophthalmoiogist is required for steroid treatment beyond fourteen 
days.40 
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South Carolina 

Therapeutically certified optometrists may use and prescribe pharmaceutical agents, 
other than Schedule ) and II controlled substances, with the following caveats: ora! 
medications are limited to antihistamines, antimicrobials, antiglaucoma drugs, ovei-the- 
counter drugs, and anaigesics, which aie limited to a seven-day supply, Topical steroids are 
limited by requiring communication and collaboration with an ophthalmologist if the 
medication iS required for over ten days of treatment, and referrai to an ophthaimologist i f  the 
medication is still necessary after twenty-one days: beta blockers used to treat glaucoma 
require a consu!tation or referral to a medical doctor; and no medication may be given by 
injection or intravenous!y .4' 

South Dakota 

Optometrists may use topical pharmaceutical agents and oral analgesics, and a 
certified optometrist can use topical agents to ireat glaucoma or ocular hype r ten~ ion .~~  

Tennessee 

This state permits the administration and prescribing of "pharmaceutical agents 
rational to the diagnosis and treatment of conditions 0: diseases" of ihe eye or eyelid. 
Additionally, the use of Denadryi, epi-ephiine, or their equivalent is approved ?o counter 
anaphylaxis (allergic iea~tion),43 

Therapeutic opiornsir~s" are permitted to itiliire topical drugs. with the exception of 
anii-gIau~0i-73 and an"-viral .agepts. The ajmiaistra:ive wies list these classes of permissable 
erugs: ant~aliergy (anlihisra-iines, membrane siaoiliier): anti-fdngal (imibazoies, ociyenes): 
anti-irrfectives jaminogiycoside, aaii-ceii membrane, an:i-cell bvali svnlhesis, an4i-DNA 
synthesis, ~ ~ i i - ~ . ~ 3 1 2 i ~ ~ ) i n t S ~ ~ i ~  ( ~ x c I u ~ ~ P ~  zhioramphenico!), anii-ACMasa, :sphali;sporin 
agents affnciing lctermediaiy metabolis-n); acti-infiamrna~ory (nans?e:oi&i anti-inf1ammator.d 
drugs. steioids); antiseptics: chelaling agent: chemical cautery: cyciopiegic: 
parasy~paiholytic; hyperosmotic: mictic (anti-ACHascl, parasyrnpathornirneiic); muccjiytic; 
rnydriatic: syrnpathornimeiic (Alpha I agonisis only): and vasoconstrictors: sympathomirnetic 
(Alpha 1 agonisls only)." Use of steroids is limited and in specified circumstances an 
ophthalmologist must be consulted.05 
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Utah 

The Utah Administrative Code requires the optometrists licensing board's written 
utilization wlan to include "a definitive statement" concerning the use of the following - - 
categories of FDA-approved topical ophthalmic drugs: over-the-counter preparations, 
oohthalmic medications, antihistamines, antibiotics, antiviral agents, steroids, nonsteroidal . 

anti-inflammatory agents, and locally-acting and systemic glaucoma medi~ations.4~ 

Vermont 

TPA-certified optometrists may prescribe topical anti-infective, anti-inflammatory, and 
dilation reversal drugs. Steroid drug use in some cases requires consuitation or referral. 
Anti-glaucoma drugs are prohibited. 

Virginia 

Certified optometrists may administer and prescribe specified topical drugs in the 
categories of antibacterial agents, ophthalmic decongestantiantihistamine combinations, and 
a few miscellaneous drugs, The adminisirative rules specify the drugs in detail: tetracycline, 
erythromycin, bacitracin, polymyxin BIBacitracin, chiortetracycline, sodium suliacetamide - 
709'0 and 30%, suifisoxazole - 4010, sulfacetamide - i5%/phenyiephrine - 0.125O/o, cromolyn 
sodium - 4V0, naphazoline HCI - 0.1%, phenylephrine HC! - 0.125%lpheniramine maleate - 
0.5%, phenylephrine HCi - 0.124/0/phyrilamine maieale - 0.10:oiantipyrine - 0.1%, naphazoiine 
HCI - O.O25%/pheniramine maleate - 0.3010, naphazoline HCI - O.O5%/antazoline phosphate - 
0.5O/o, hydroxypropyl cellulose ophthalmic insert, polytrim ophthalmic soiution, geomycin, and 
intra-muscular epinephrine for ernergercy cases of anaphyiactic shock. Some treatment is 
prohibited in children younger than six.47 

Virginia's iormulary is unique in that it is seiected by the Board of Medicine, not the 
Board of Optometry. 

Washington 

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

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 defines therapeutic pharmaceutical agent to inciude, but not be iimited to, 
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): orai analgesics (6), topical decongestant 
agents and decongestant combinations (71, antiallergy agents: two classes - iopicai and oral 
antihistamine agents (7) and cromolyn sodium (a mast cell stabilizing agent), artificial tear 
soiuiions, cphthaimic iirigants, and ocular lubricants; hypertonic sodium chioride, a topical 
hyperosmotic agent: yellow mercuric chloride; topical anesthetics (4); antibiotics: four classes 
- lopica! (Is), oral (21, topical antiviral agents (41, and acyclovir (oral antiviral agent); anti- 
inflammatory agents: three classes - orai NSAlDs @), topica! corticosteroids (71, and 
diciofenac sodium; topical antichoiinergic agents (7); antiglaucomatous agents: five classes - 
sympathcmimetics (2), direct-acting miotics (3), choiineslerase-inhibiling miotics (4), iopicai 
beta-adrenergic blocking agents (51, and oral carbonic anhydrase inhibitors (3). Also 
permitted are ophthalmic therapeutic drugs that are either the subject of an approved new 
drugs appiication by the FDA, drugs generally exempt from the new drug application approval 
requirement in the federal Food, Drug, and Cosmetic Act, and drugs certified by the FDA 
under the FDC Act or exempt from certification under the Acf.50 The optometry examining 
board places restrictions or conditions on the use of beta blockers, carbonic anhydrase 
inhibitors; and orai antivirals.sj 

This sta?e allows optometrists to administer and prescribe topical pharmaceutical 
agents.52 

Sunmaw of TPA Statutes 

For the purposes of this siudy, pharmaceutical agents can he divided into three 
categories: topical, which are put directly into the eye; oral, which are swallowed; and 
injeclable, which are administered by hypodermic injection. This last category is not very 
important to this study: few slates allow optometrists to use any injectables at all, and the 
ones that do merely permit the use of medication to treat patients who are experiencing a 
severe allergic reaction (anaphylaxis) that 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. 

Ail 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 pharmaceuticai 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-infectives, 
and restricted use of anti-inflammatory agents; and New Hampshire, which permits only 



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAII 

.-- ,,icai - antibiotics and suifonamides, antihistamines, decongestants, and aneslhelics; to 

'2~41sl- formularies that embrace all topical agents, which would include those plus other anti- 
, ,-*"r?ives .."". (anti-viral~, anti-fungals, anti-microbials), steroids, and anti-glaucoma 
~eCkat ions.5~ Some states specify the classes of drugs that can be used, as Washington 
2oes, while a few list specific drugs, as Virginia does. 

Among the states that specify the topicai drugs rather than granting blanket 
permission, the types of drugs most commonly permitted are topical anesthetics; topical 
antihistamines; topical anti-inflammatories, including steroids; topical antibiotics; topical 
decongestants; and topical anti-infectives. Other permitted types are other germ-fighters, 
"germ" being used here in its broadest, non-technical sense (anti-microbials, anti-virals, anti- 
iungals, antiseptics, and sulfonamide), analgesics, and anti-glaucoma drugs. 

It should be noted that anti-glaucoma drugs are quite controversiai: 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 d r ~ g s . ~ 4  The chart set forth on pages 17 
and 18 from the Amer~can Academy of Ophthalmology, which does not include information for 
the states that adopted TPA laws this year, provides more detail on this topic. 

Use of steroids is also controversial (see Appendix 6). Some 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 allow the prescription or administration of any oral medication whatsoever. The 
remainder do, but again this varies widely. A few states limit oral medications to analgesics 
(pain-relievers) only, such as South Dakota, while others grant the right to use a variety of 
drugs, including oral analgesics, oral antihistamines, oral antibiotics, oral anti-virals, oral non- 
steroidal anti-inflammatory agents, and oral anti-glaucoma medications, as does Wisconsin. 

A few states go even further than this, and apparently allow their optometrists to use 
any class of relevan! drugs, such as Idaho, which permits the "therapeutic use of 
pharmaceutical agenls"; New Jersey, which allows the use of topical "agents for the purposes 
of treating" the eye; and Tennessee, which permits the administration of "pharmaceutical 
agents rational to the ... treatment" of the eye. There is no language limiting the kind of 
drugs that can be used. 
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In the 50 United States, the District of Cotumbia and Wrto Em, optomerric statutes bciude 
the followiog provisions related to the use of giauwma drugs: 

Number of states PROHIBITING optometric 
treatment of glaucoma. 

Diagnostic States 
Therapeutic States 

Total Number PaOmITING States 

Number of states requiring PEWS1 CONSULTATION for 
optometric treatment of glaucoma. 

Number of states that permits but XEQ other prohibitions 3 

Number of states witb a S STAmm" 13 

Nurnber of states SPECmCAL;IY AWQRLZXIVG optomeaic 
treatment of giaucom 

Toiai Number P G States 24 

All diagnostic states the treatment of glaucoma by optometrisu: 

15 Alabama, California, Delaware, District of Cofuda, Hawaii, Illinois, Maryland, 
Massachusetts, Michigan, Mississippi, Nevada, New York, Pennsylvania, Puem Riw 
(nondiinostic state) and Vermont 

1 Permits use of topical drugs, but does not specifically permit treatment of 
glaucoma. 
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13 Colorado, GonnecE~cur h r g i z ,  W e ,  Mon'm, Kebrzlska, 
New Hi?ixpshm, Xortb Dakota, Rjrcode Islad, Sou& Dakolz?, Texas, V l r g w 2  

6 Ar , New Mexim, g)hegon~ Sou& Car01rsa3, Utah, Wumilrsm 

* s12ia:s 
glaucoma: 

1 Use OF km-hlmkers requires consult or re fed .  Also requires dcp;;menta.tinn 
in patients' chart when prescribing oral p h a r m a t i c d  agents. 

5 Oplome~is: is enea-urqed m notify ?iie patren:'~ physician of the use of legend 
drugs. 
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Who Creates the Fwmulaty? 

The foregoing information illustrates the lack of unanimity among the TPA states. i f  
the Hawaii state legislature decides to authorize TPAs, the next decision would have to be 
who wouid select the drugs. There are three options: to list the drugs in the statutes; to 
permit the board of optometry to establish a drug formuiary, with or without statutory 
guidelines: or to require the board of medical examiners to establish the formulary, again with 
or without statuloty guidelines. 

The advantage to listing the drugs in the statutes is that there wouid be an opportunity 
for debate between and input from the ophthafmoiogists and the optometrists on which drugs 
wouid be appropriate, afid that as statutory amendments can only be proposed once a year, 
during the legislative session, there could be no hasty changes made without such input. The 
disadvantage wouid be the necessity of coming to the legislature every time an additional 
drug is sought to be included. 

The advantage of having the board of optometry establish the formulary is thai it could 
be done expeditiously and wouid be done by the board :hat licenses optometrists and 
pfesurnably has the most up-to-date iniorrnation on the educaticnai background and ability of 
optometrists to prescribe. The disadvantage is that the input from the ophthaimologists 
might be limited, or, to the extent that the friction beliveen optometrists and ophthalmologists 
on this issue remains, be ignored. 

The advania~se of having the foimuiary estabiisned by iha board of meG:cai examiners 
is that the iist would be established by the group mos? highly trained to handle eye care and 
eye heaith issues, and who are most familiar *with drugs as a whoie and their impacts on other 
parts of the body, in addition to the eye. For nxarnple, beta blockers can be used to trea! 
glaucoma, but they can also cause congestive heart faiiuie.55 Medical doctors would be more 
aware of the side-effects involving not on!y the eyes but the rest of the body. The 
disadvantage is, from the optometrists' point of view, that such a formulary might be more 
limited. 

Licensure 

An additional issue is which optometrists wouid have the right to prescribe TPAs. 
Some states build in pharmacological training into their optometry exam, ensuring that each 
optometrist who passes the exam will be trained in the use of TPAs.56 Others require a 
separate exam or licensure procedure.57 These states have two or three classes of 
optometrists whose scope of practice depends on the type of certification passed. For 
example, Ohio has three classes of optometrists: primary licensure holder (no drug use 
authorized), topical ocular certificate hoider (can use diagnostic drugs), and therapeutic 
certificate holder (can use diagnostic and therapeutic drugs).58 
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In Delaware, the ciasses of optometrists are non-diagnos,stica?iy certified optometrist, 
diagnostically certified optometrist, and therapeutically certified optometrist." Another 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 rationale for requiring additional training before an optometrist can use TPAs 
probably arises from the lac! that :he ability to use TPAs has been granted only wilhin the 
past eighteen years. with most of the states permitting it only since the mid-7980s. 
Optometry schools, until re!atively receni!y, did not have subslan?ial training in P A S  be- ,ause, 
untii states permitted their use, there was no need for such training. While the curriculum 
and training for recent optomeiry graduates has improved, as is discussed in more detail in 
chapter 4, older optometrists in particular are in need of in-depth therapeutic pharmacology 
training that was not available when they were in school. 

Many states also have co?iinuing education requirements for TPA-certified 
optometrists.60 This requirement is recommended. Vv'hiie optometry is trying to position itself 
as a primary health care profession, there are many optometrists whose experience wili 
primariiy be with people seeking glasses or contact lenses, and who will treat disease as a 
sideline, if at all. Mandatory continuing education will help ensure that their skiiis remain at a 
professional level and would also inform them of updates in the field of ocular pharmacology. 

Consultation and Supervision 

While eighteen states allow optometrists lo  use their professiona! judgment in 
administering TPAs, under some circumstances twenty-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 iequirement~.~? Most of :he consultation and referral requirements revolve around the 
treatment of glaucoma and use of steroids. Some also require referral i f  the patient's 
condition does not improve, or i f  the diagnosis indicates a problem outside the optometrist's 
ability to A copy of the American Academy of Ophthaimology 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 topical 
antib~otics, antihistamines and decongestants, non-steroidal anti-inflammatory agents 
(NSAIAs), and anesthetics, Consultation is required prior to prescribing steroids, anti-virals, 
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and "iliatics63 For all service areas, the drugs most !ikeiy to be approved for full p~lvrieges 
were ?cpicai an?ihis;aminciidecongesIants, topical anti-bacteriais, and NSAIAs. Privileges 
were most frequently limited for steroids. glaucoma medications, and systemic medi~al ions.6~ 
Opposition by opkthaimologists were the primary reason cited for these limitations. A more 
detai!ed description of TPAs and military optometrists is found in chapter 7. 

Summary 

With the advent of contact lenses and easier to use diagnostic diugs. optometrists 
have sough: to change !heir profession from prescribing and selling glasses io a full-fledged 
health care proiess8ori. Lengthy batlies in state legislatiires during tne 1370s and 1380s 
gained optometrists the ability to rise so-ca1ie"iagnostic therapeutical agents (DPAs) in ail 
fifty states. i h e  nexi step optometrists ssi;g"l and are ssll seeking is the privilege of using 
drugs for Ireatmerl, the Lheraps~tlc pharmaceurical agents (TPAs), 

A% the time this stgdy was przpared, i ~ ; y  states .1.e:mit?ed thsir opioireirists to use 
soms klcc; of TpAs. pJosi oi t h 3  Slates nave ~ i 3 c e g  3 var i~ ty  of restriclions and c.?nr:o;s on 
the use of TPAs. Seine lirnii whi.:b topical TPAs can be gseci, whi!e ! h e r s  give clankel 
peirnissi=n. Approximately naif [he slates 3.3 not permil oral drugs : be xsed, while ~tncrs 
do, gs~a; ly ~ p ~ ~ t i i ~ a ! : i ;  !i?;i:;i.n .a9i~h d r u ~ ~  or classes of d i ~ g ~  are available. use of an". 3 

, . glaucoma ?Gents is pa*t!c!a- iy co?::cvers:ai 

Over haif t.03 ~ ; i i e ~  i ; ~ m ~  type ci .:i;ns~i!ari,~-: or referral is~,j:sner,?s 13; 

siiiiCOr3"na irea:l;enL ssleicj,d sss, 31 :or condit:ens that do niji jmji;~~6 are beysfid 
scope cf the  c;pi?m~?ris?'s abiilty lo  treat. 

Endnotes 

I .  Most cf this information is taken from a p;b.ication Sut)n?iPeS by the American CirjiOmelrrc ASSOciat:irO^ i3 

researcher. dated Sepiembei 23, 1934. en:irled. "TPA Slates Only: ?hairnaceuliccii Agenrs by N a m  Or T y ~ e  
Tina? Sate Law or Regulations Permit Cptemetrists m Gse" 

2. Alaska Statutes, Title 8 ,  section 08.72272 

3. Arizona Revised Statutes inrota!ed, iirle 32, 332-1701 

4. Arkansas Code Annotated. 917-89-10:. -403 
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5 Arkansas State Boaid of Optometry, Rules and Regulations Governing the Use of Therapeutic Drugs for 
Optometrk Care, Article 1, Sections 1 and 2. 

6. West's Colarado Revised Statutes Annotated, $12-40-102 

7. Connecticut General Statutes Annotated, 920-127 

8. Delaware Code $2101, as amended by House Bill No. 475. effeslive June 30, 1994. 

9. Florida Administrative Code Annotated. Rule 21Q-18.002. 

10 State Affarrs Department American Academy of Ophthalmology, "State iegislati~'e Issues Summary of State 
Optometrlc Statutes " January 1994 at 5 (hereafter Summary) 

11. Code of Georgia, $43-30-1 

12. Idaho Code. $54-1501 

13. West's Annotated Indiana Code. 925.26-15-19, and lndiana Administrative Code. §857 IAC 2-3-16. 

14. Iowa Code Annotated. 5154.1 

15. Kansas Statutes Annotated, 565-3501 

16. Kentucky Revised Statutes Annotated, 5320.240. 

17. Louisiana Statutes Annotated. Title 37, Chapter 12. $1041 

18. Maine Revised Statutes Annotated. Title 32. $24: 1 

19. Minnesota Statutes. $148.571. 148.576. 

20. Mississippi Code Annotated. $73-1 9- (complete citation not available at this time). 

21. Vernon's Annotated Missouri States, $336 220 

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

23. Montana Code Annotated, 537-10-101 

24. Montana Board of Optometrists, chapter 36, subchapter 8, $58.36.801 and ,804 

25. Nebraska Revised Statutes, 3971-1.133 and 71-1.135.01 

26. New Hampshire Statutes Annotated. 3327:l 

27. Id. 

28. New Jersey Statutes Annotated, $45:12-1 

29. New Mexico Statutes Annotated, $61-2-2. 
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30 General Statutes of North Carolma &XI-? 14 

31 id 

32 North Dakota Century Code, 93-13-01 

33 Id 

34. Page's Ohio Revised Code Annotated. $4725.01 

35. id, at 94725-16-01 

36. Oklahoma Statutes Annotated. 958i 

37, Oregon Administrative Rules. 5852-60-005. 

38. Oregon Revised Statutes, §683.010. 

39. Genera! Laws of Rhode Island Annotated, 55-35-1 1 

40. State of Rhode island Board of 0p:omelry R!iles and Regulations. 910.1.2, 
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ChapLer 4 

O m m m C  EX)UCATI[ON AND P A m W  SAFETY 

The most heated and controversial component of the TPA issue is the question of 
patient safety. Can optometrists administer and prescribe TPAs properly, safely, and 
resp~nsibiy? Optometrists :ake the position that they can; that thei: education in the medical 
treatment of eye disease is comparable !a ?hat of ophthalmoiogists and superior to other 
groups af professionals wno prescribe drugs; and that statistics in TPA states back up thei: 
claims. Ophthalrnoiogisls take the apposite view: that optometrists may have textbook 
education but not the necessary clinical experience, and that many systemic diseases 
manifest themselves is ?he eye and !hat optome?risls are not trained to diagnose them. The 
two sides are in vehement opposition. 

This chapter will examine two factors in this debate: optometrist education, and 
patient safety reports and s?atistics. 

Education 

-i~ i ,#a i:rs! state to allow aptomeiris!s r;, use TPAs was West Virginia, on Mars9 4, :97E, 

Tag years aeei West \lirr!nia J only six .ather slates had fcjilowed sail. m c ~ l  0; them In 1985 
acd early 1356. The Goom in TPA laws start6d j s i  after the ten-year mark. :&an fy~cr &her 
sta:es adoptad TPA laws, and peaked ic 1987, with eight slates apprgviqg these laws, fcr ; 
total of ninet9sn. 

prior ic these years, rhcre was set a great need lo teach inerapeulic drugs a? 
op;ovelry c i b o l s ,  Ssbsequantly, the need b s s r c s  apparent and optometry schools be:x 
to revama r*ic irc,;culums in a:&a. This "iis!i;iicii fact must be kspair- mino wce? 
reviewicg 'iiersuure conparing -.ptor~.etrist e&ca:isr opht-iaimelogisis. Cider artilces may 
be i;i9:evin1 :(: :he ~ t a : e  a f ! b  earl &ucal!on togay. The iac; that adricalicnai req;:r$menrs 
have beon spgradsd wer time can aisc 5s dediced "Om the iicensura P ? O ' J ~ S ~ O ~ S  of some 
TpA states, ~ a h i c h  permit .r!or recent optometry graduates to have TPA privi!mos as long as 
a national sxirnii.alion ihz: 'il-''. t i ud9s  T7 r A s  is passcid, but requires earlier graduates :e 
undergo addit~anai training as we!! as lo pass :he sxarn?nalion,' 

The Legislature requested the stale Board of Medical Examiners anc! the Board a! 
Examiners in Op?ornetry to supply the Bureau with information on the current cu:riciiiums of 
op?ornetrisls, ophthalrnalogists, general practice physicians, family practice physicians; 
internists, and pediatricians for comparison purposes. it is believed that the inioimalion was 
requested from the eon-ophlhaimo!agist medical doctors because they are permitted by 
licensure to prescribe ail drugs. including TPAs. 
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Current studies by optometric proponents indicate that, on the average, optometry 
students are required to take more courses in pharmacology than are medical students. See 
the attached chart. Optometrists also emphasize that their courses are geared much more to 
pharmacology as it affects the eye, while medical student courses cover drugs and the whoie 
body2 Optometrists do not, in general, c!aim any expertise in surgical management of the 
eye.UThe state board of optometry responded to the Legisiature's request for infairnation on 
optorneiric education by :iansrnitting copies of testimony presented to ?he Legislatuf9 during 
the 1994 session. The materials included specific infornation from iwo of the optometry 
schools that accept Hawaii WICHE students. 

The Southein Caiiforfiia Caileae - of Oplameiry states ?hat i!s cufricuiim currenriy 
provides students i.~jlh 550 class eoi-:act hours of education in lasses ieiarad is  the 

treatment sf oi;g!ar disease.4 in addition3 there are a series of fourth year seminars and 
grand ioiJnds (patient i ibssr~aiion) emar;asirln~ treatment and management of ocliiai 
disease. There a;e a total of 1330 ;latien? contact hours devoted to diagnosis and Wxitl?ent 
of ccular disease. 11 terms ~f ijinica! &ae;ltion, ~a:"S13deni 1s required to provide S ~ W ~ C ~ S  

i3 3. minimum ~i ;IOO patients, a "high percartage' of w h h  peeseat signs or Symptoms of 
ocriar disease or the ocular manifestation of systemic disease. in their fourth year, an 
"extensive series" of off-campus ciinicais is sffererj at eighty-four sites in iwenty-iaur 
At feast [him-seven sites offer s:tidea:s direct hands-on experience in the Wieati-.ert cif aye 
disease, and an additional fivs offer the opportun:?y lo participate in co-manages irea:rnsa!. 
~ l !  students will have had actual experience a; onmar more of these torty-!vm sites in which 
they will manage or co-manage eye disease. 
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The Dean of the School cf Optometry at the University ..;if California at Berkeiey jUGB) 
described its curriculum as "integrated-layered," in which mate ria!^ are introduced in ?he first 
year, reiterated in depth in the second and third years, and extensively reviewed with clinical 
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 pharmacology. It is 
estimated that between 325 and 450 hours of third and fourth year clinical work is devoted to 
disease problems. One recent UCB student's coursework and ciinicai experience is 
presented in more detail in chapter seven. 

The Hawaii Optometric Association (HOA) submitted testimony that states that during 
their four-year program, optometry 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 clinicai, hands-on training.' 

Several letters of support were submitted from medical doctors, 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 ail eye diseases and to treat diseases of the eye consistent 
with the limitations ... being considered in New Jersey."s Another was from 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."g 

b. Medical Doctors 

The Board of Medical Examiners included a course catalog from the John A. Burns 
School of Medicine of the University of Hawaii in its materials. Unfortunately, the course 
catalog does not readily yield information on pharmacology hours, as the School of Medicine 
does not utilize the traditional medical school curriculum of compartmentalized ciasses on 
single topics. Rather, the School uses a "problem-based learning curriculum" in which the 
basic sciences are !earned in the context of solving ciinicai problems. The researcher spoke 
with Dr. Christian Gulbrandsen, Dean of the School of Medi~ine,~0 who confirmed that, given 
the holistic approach used in this curriculum, it would be impossible to estimate the number 
of hours of pharmacological training 

One source often cited by ophthalmologists 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).71 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 ophthalmologists and optometrists, 
based on literature and direct observations a; one optometry school and one ophthalmology 
residency program. 
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The repon found that ophthalmoiogists: 

Undergo eight total years of training: four years of medical sci?oo!, one year 
post-graduate clinical training in a hospital-based program, and three years of 
training in a hospital-based ophthalmology residency program. 

* In the first two years of medical schooi, a medical student typically gets 
between 1500 and 2000 nours of coursework. 

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

* The internship years involves a minimum of 1040 hours of experience in direct 
patient care. 

e The residency program includes a minimum of 360 hours of instrucrion in basic 
and ciinical science, 288 hours of clinical conferences, and 50 hours of ocular 
pathology (disease). 

e The residency program involves at least 3000 outpatient yisit, with malor 
management responsibiiily for at least 2000 of those visits and consultation 
experience for s minimum of 450 patients covering a wide spectrum of eye 
disease and manifest3tians in the eye oi systemic (widespreadj diseases. 

The report contrasts this experience with the more limited experience provided to an 
optorne?ry student at that iirne.?Z However, it is apparent from t he  materials submitted by 
UCB and Saiithern California described above thrl; the infarmation in the OTA study as it 
rerates to optometric education is dated. it appears that since the dare of rhis rsp9rtS schoois 
ohoptonetry have increased their pharmacology course load, with some studies showing !hat 
they actuaily hme more in-class hours than medical students,!hnd that this number 
indicates a more in-depth exposure than medical students, as optometry students study 
primarily drugs lhai affect the eye, while medical stud en?^ cover the whole body. As 
discussed above, some schools have added ciassroom hours in systemic diseases, at least 
insofar as they manifest themselves 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, so no generalizations can be made. 

Yet ophthaimologists still insist that (1) the quality of the education is less,14 a m  (2) 
the clinical experience of ophthalmologists is vastly superior, as optometry students generally 
see healthy eyes and have far less experience with eye disease,'S and of those patients with 
eye disease, many are seen in demonstrations, as opposed to ophthalmoiogists, who, when 
they see patients during their residency, are already fully-licensed physicians who assume 
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major responsibi!ity for patient care for ex?ended periods of time.f"he Hawaii 
Ophthalmoiogicai Society's ciaims are based on the premise, presented in more detail in 
chapter 7, that mere ~iassroom hours do no! fully educate a student in diagnosis and use of 
TPAs. Lectures are merely a beginning. Hands-on, clinical experience examining thousands 
of patienis, experience that ophthalmology students have but optometry students do not, is 
the oniy way to truly learn how lo diagnose and prescribe. 

The Bureau is not in a position to evaluate these positions for accuracy. While it is 
evident ihat ophthaimoiogisls do experience many more clinical hours, whether the more 
limited clinical experience of optometry siudents suffices to permit them Lo administer some 
or all TPAs is beyond our expertise i o  determine. 

As far as the education of other medical doctors, it is true that they are able to 
prescribe and administer drugs for the eye although they may have had little or no clinira! 
experience in dealing with patients with eye disease (although they would, of course, have the 
same pharmacology courses during medical ~choolj ,  Some optometrists have decried the 
purported inequity of having a general practitioner or family doctor abie io fully prescribe 
medication while optometrists, whose entlre four years are focused on the eye, cannot. 

However, ihat argument seems to confuse the possibie with the likely. k family doctor 
can prescribe glaucoma medication, for exampie, and an ophthalmoiogist can prescribe ulcer 
medication. A medical doctor's ability !3 p?escriDe is not l:mi?ed by soeciaity. But these 9f.bar 
doctors do not feel in competition with ophthaimoiogisls, and whiie they may treat a simple 
case oi cocjunctivitis, they do no; hesitate to reie: a patient to an eye specialist, in contrast. 
3s diccgssed in chapter 7 ,  there is cmsicierable competition between opiithalmo!ogis!s ard 
optometrists ?o provids the same services to the same patients. There is much less incentlvs 
for optometrists to refer patients to an ophthalmologist than there would be for a pediatrician 
jspec:alist in childrenj or internist (specialist in internal medicine). 

Additionally, while these other types of doctors may not have the intensive background 
in eye disease per se ?ha? ophihalmoiogists have, as medical doctors they share the same 
expertise in diagnosing whole-body diseases ihat are reflected in the eye, such as diabetes. 
That is haif the concern over appropriate eye care treatment: no? only should the eye 
condition itself be accurately diagnosed and successfuiiy treated, but ~onditiiins that appear 
to be eye disease but are actua!ly caused by another condition should be diagnosed and 
treated. 

Patient Safety Complaints 

in a debale fraught with holly-contested issues, no point is as flammable as the 
question of patient safety. Ophthalmologists cite horror stories of permanent vision loss, 
blindness, and even death; optometrists cite their impressive statistics demonstrating 



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAII 

thousands of satisfied patients. Objective data are scant. This section will review the major 
contentions and literature available on the subject. 

a. American Academy of Ophthalmology Paper 

The American Academy of Ophthalmology put together a summary of optometric 
malpractice cases from information reported in Medical Maipraciice Verdicts, Settlements 8 
Experts; Jury Verdict Research: and an attorney. The Summary lists twenty-two malpractice 
cases, seventeen 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 Lo diagnose or diagnostic error occurred in ail cases. In DPA 
slates, those errors made up ninety percent of the cases; the rest arose from negligent or 
improper treatment. The full text of the summary is contained in Appendix E. 

b. The Wisconsin Experience 

Wisconsin is one oi the four states specificaiiy requested for review by ihe 
Leg i s l a t~ re .~~  Wisconsin is an apparent success story in the TPA field. Its TPA law passed 
in August of 1989, and included a provision requiring optometrists to file a report for each 
administration or prescription of a TPA from January 1991 through April 7994. 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 each disease, drug, and 
summary of results," a textual report,'g and a numeric breakdown,*O The breakdown 
indicated that out of 12,702 administrations, the eye condilion had been resolved in 8419 
cases (660io), successfully treated in 2024 cases (76?1o), stabilized in 827 cases (6?10), the risk 
minimized in 1175 cases (10°/0), the case referred to another health care provider in 160 
cases (I%), and no benefit reported in 103 cases ('8%). 

Of these approximately 12,000 applications, only nine adverse reactions were 
reported. Of these nine, eight were allergic reactions that were resolved upon the 
discontinuation of the medication. The remaining patient had the medication changed and 
was referred to a medical specialist. 

The Wisconsin Academy of Oph!halmology (WAO) reviewed these reports, and found a 
number of problems." 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 fluorescein, which was cited as a successful 
treatment for diseases as diverse as conjunctivitis, ulcers, and giaucorna. 
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WAO also noted a serious example 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 potentially 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, 

WAO found that while 12,300 usages sounds impressive, when broken down by the 
number of optometrists in ?he 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 (67%), successfully treated, 3218 (18%), 
stabilized, 1468 (8Vo), risk minimized, 832 (50/0), referred, 206 (lo/o), and no benefit reported, 
18 ( <  14/0). The textual report123 states that of the nearly 17,600 TPA administrations, only 
forty-three had the code for "problems encountered." Of these forty-three, fifteen were 
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 to others or reported other side-effects, 

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

The Legislature 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, 1994, no optometrist had been disciplined for, or had a pending 
complaint related to, problems encountered in ?he TPA area. 

c. North Carolina 

I f  Wisconsin is optometry's apparent success story, North Carolina is ophthalmology's 
response. North Carolina ophthalmologists have alleged for years that patients were 
experiencing harm, including blinding and death, from optometric use of TPAs, The Hawaii 
Ophthalmology Society enclosed a video, "Putting our Citizens' Eyes at Risk," that was 
presented to the California Assembly on January 3, 1994, that featured a North Carolina 
ophthalmoiogist discussing specific instances of malpractice that he had observed, and 
featuring some of the patients. 
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The president-elect of the Norlh Caroiina Society of Ophthairnoiogy, irc,, sent the 
Bureau a letter stating that "I.loiih Caroiina has very well-documented casebooks of liisraliy 
hundreds of patients injured or even fotaliy blinded by opiorneiric mismanagement, and iailure 
io refer."Zd No other documents were inciudsd with :Re latter. The latter also alleges that 
optometiists rarely prescribe more than a fev?i TPAs each month, and that the real force 
behind the drive for a TPA law was to sermil apismeiiists !a provide post-operative care for 
cataraci patients. This refsrrai nai:.ioik enlicks a small number of eye surgeons and a large 
number of opfon?orrists, wio handle the past-operative care so that the ophlhairnoiaglsl can 

-, 
do more 01 the more lucrative surgeries, i nis referral network. scheme, it is alleged, is the 
single largest Iacici in every slate with a TPA law, 

p;orlh Carolina cp t~ne l r i s rs  vigci.:iisiy contest !hew ailegaiions. One optometrist 
says that whiie ophihainologisrs c!aim there Ilaie been documented instances of harm, the 
Board ad Examiners in Opiometiy held extensive learings on this topic, including issuing a 
subpoena for these 3undrads of casas, the board "~was never furnished with credible evidence 

-- 
of mismanagement or ina9p:coria:e card "t.1 l'L2 The board of examiners reported to ?he Bureau 
:hat they have received .ally s%ve^i;een complaints il seventeen years arising from allegations 
of impr0pc.r iise of phzim--iare~!ica!s 3r +wcivicg ut is t ions relating i o  the practice of medicine 
3: opic;metr~ Twi;iif? of ?b,e corppla,r:s : i?~~!tei? in a guilty finding by the board, and the otber 

A" 

;tiis ejsmissed for lack sf p:&&i/e c ~ ~ s $ . I C  

d. The Maine Experience 

The Maine law reijuirad obiersight of TFA usage fiorn September I ,  1387 to 
Jan~ary 30, 1990.27 The Therapeutic Monitisiir~g Pailsi's report found that, over the twenly- 
nine month reporting periad; there we-e apprci~~mareiy 30,000 TPA administrations, and ?ha? 
:he ~ornrniitea received PO :sports of abverse effec:s fro^? either optometrists or 
apnrhalmoiogis:s, except ?or icca!ized allergic reactions 

The Bureab ssi:: 3u! a leilsr to each stale board of optometry and board of medical 
examiners to determire the exleiit to which there have been complaints iegistered witheither 
board. The boards of medical examiners (or their equialent) who responded generaiiy 
indicated that they ~voiild not expect to either hear or act on those type of complaints. The 
boards of optometry generaiiy indicated that there were no TPA-related cornpiainls.28 

I. "Catch Up" Provisions 

One article on the New Jersey IPA law criticized the "catch-up" provision lnat would 
allow current optometrisis in New Jersey to administer TPAs, This provision would require 
only a one hundred hour training course, over a twelve-day period. The author points out that 
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the Mew Jersey law would make these twelve days of lectures tho oc;uiva!enl to "four years of 
medical schooi, a year's internship, and three years ol residency."zg This is not quite a fair 
assessment, of course, as it does not consider the four years of optometric schoo!, but it does 
highlight the fact that, while optorneiric schools see the need for more hands-on, practical 
clinical experience, the "catch-up" provisions in many slates require little or no clinical 
training. 

Tne article also lists six case exampies where patients who suffered damage. 
inciudins blindness, from misdiagnoses by optometrists. These cases are not particularly on 
point on the TPA issue, ?oweS#er. as four of them occurred in stales prior to their adoption of 
TPA laws, so that they were not due to a failure in the TPA law, and of tho iwc in states with 
TPA laws at the time, both cases were for failure to perform a routine typo of exam (one for 
giaucorna. one just to dilate the eye). both of which types of tests are c~~rrentiy parmitred for 
tiawaii ootometrists. 

WWie ii;e ciassrc;om educat:on in pi.aim;aceiilicais seems simiiar in length for both 
optometry and ophthalwology studenis, the latter iece!ve a much more exle-sive clinical 
education ifi :he use of p"raimaciiuticais. 0piomet::i szhois are attempting lo close this  

difference by offering more clinicals, but (1) it is unciear as i3 how many of the OFtomeiry 
students' patient.; have eya disease, as op~usoc i o  being seel  for vision correcrior,; and (2 ,  
optometry sliden?.;' h c t r s ,  ~ahihiie inc-easing aver the years. are still less thar those 3i 

Whu+he: this difisiance is sig;ificanl is 3 source 61 intense d e b ~ t e  ophlhalmoiogy students. .*..~ 
between the two profassics?s 

Parie~! safety daia are ieiaiively scant. in a s3ciety as visually oriented as rju:s. !he 
concept 0; vieion !ass is frightening and ??e -aces cited by HOS are disrurbirg. Ye? this 
information is presented i~ an anecdotal rather thsn siaiisiicai way. T e i e  are no rcjntroiiec: 
studies comparing optometry malpractice ti, ophthalmology rnaipractico, for example Some 
of the cases cited by 0p71naim0iogis?s come from BPA states, errois that cannot be attributed 
to TPA !aws~ 

The Wiscansin and Maine reports appear reassuring iintil it is realized tha t  the people 
reporiing are the optometrists, the group with the vested interest in ihe positive outcome of 
the reports. The letter from the Wisconsin ophhairnologisl noiing the probierns with the l99? 
Wisconsin report raises questions abou? the accuracy of such reporting. The reports are not 
made by a neutral, disinterested party, 

It is also disturbing to note iha? while the newer optomelrists' education more closely 
approximates that of ophihaimology students, the more established optometris?~ may have 
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had little or no formal training in this areai and the cateh-up proviscons that would aliobv them 
lo use TPAs provides an exceedingly limited amount of practical iiaining. 

Overall, patien: safety seems to be less threatened by optometrists' use of TPAs ihan 
ophthaimoiogists allege, Yet it is apparent that optometric rnismanai;emeni of TPAs does 
occur, and that tho consequences can be very grave, The i@gisIai!.re, in making iPs deCiSioi: 
in this area, will have to decide whether it wants to err on the side of prudence. rather ihan  
convenience, in protecting the public. 
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32. According to the OTA study. in contrast. an ootometiy student: 
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the first two years. with beween 700 to 900 hours of class in basic medical sciences. for a total 
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la the second two years, optometry Rudents typically get supervised placements in various 
clinical settings. with the majority of patients seen just for eye examinations and lens fitting. not 
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for eye disease 

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

Some graduates participate in a one-year hosp~tal-based or other optometric residency program 

The report found three areas of potential significance between these two types of education that might have 
an effect on the ability of optometrists to care for cataract patients before and a?ter surgery: 

(1) Ophthalmologists get three years of clinical training in the evaluation and treatment of patients 
with medical probiems. In comparison. "at no point" in an optometrist's training is comparable 
clinical training in the evaluation and treatment of systemic disease given. 

(2) Ophthalmoiogists 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 evaluations. 

(3) Optometrji 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 aliov~lng 
optometrists a role in posl-operative care wouid be a "significant departure from the traditional modei" and 
that "a more prudent approach" would be to allow cautious alterations and then evaluate the effects 
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13. Hawaii Optometric Association, "Vision in?he '90s." uol. 1. no. 1 (Fail 1993). bar chart at 3 
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entitled "Updated Report on the Prescribing of TPAs by Opfometrists," dated May 5 .  1992. 

19. CorreSpOndenceiMemOrandum from Ramona \h'eakland Warden, Director, aufeau of Health Service 
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Summary of 1991 Use of Therapeutic Pharmaceutical Agents by Optometrists in Wisconsin." dated July 14, 
1992. 

20. Correspondenceimemorandum from Magie Dabe !o Ramona Weakland Warden, emillod "Combined TPA 
Report and Addendum." dated May 18. 1992. 
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1993. 
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26. ienei from the Nonh Carolina Board of Examiners in Optometry, to "To Whom it May Concern," re 
"Experience of the North Carolina State Board o? Examiners in Optometry over a period of seventeen years in 
the regu1a;ion Of practitioners in the practice of optometry wherein the licensees have prescriptive autnority 
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eye," 3ci:ed July 12, 1994. 

27. Lelier from the Therapeutic Monitoring Panel to the Honorable John R. PhcKernan. Governor. State of Maine. 
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28. The Wyoming board noted that they received one complaint that was handled v~ithout hearing or litigation. 
Lener from David J. Halsey, President. Wyoming State Board of Examiners in Optometry, to Samuel B.K. 
Chang, dated June 17.1994 

29, dordan D Burke, "The Optometric Drug Bill: The Risk Factors." Tria! Lawyer (March 1993) a! 37: 
"Ophthalmologists are required to graduate an approved four-year medical school, to meet the requirements 
for becoming a doctor of medicine. and then to serve an AMA-approved residency program in 
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Chapter 5 

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 professionai articles 
and sta:e responses to letters sent out by the Bureau. As reported in more detail in chapter 
4, the Bureau received responses from twenty-one optometry boards, twenty-four medical 
boards. seventeen optometry associations, and sixteen ophthalmology associations. Eight 
states sent in no responses at a1I.l 

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 ciasses 
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 example, some of !he 
optometry groups that responded stated that costs would be reduced with optometrist TPA 
usage as optometrists charge less for eye exams than ophthalmologists do. This facile 
siaterneni ignores at ieast three facts. Firs;, once optometrists receive full TPA privileges, 
there is nothing to stop them from charging the same fees as ophthaimologisis for treatment. 
Second, in many states MedicaidlMedicare and private health carrier reimbursements are 
based on trealrneiit performed, not the provider. Optsmelrisls will be reimbursed at the same 
rate enjoyed by ophthalmologists, an incentive l o  raise their rates to these limits. Third, this 
alleged decrease focuses only on the patient's sxpenses. The result, as discussed below, 
could conceivably be quite different for state programs and particuiarly for private health 
insurers. 

Patient Costs 

When oplometrists discuss cost savings, they focus on the impact on the patient's 
wallet. Alleged cost savings in this category are based on two factors: !ower fees charged by 
optometrists, and savings resulting from "one-stop shopping" - not having to refer the patient 
to a second doctor for treatment. 

Few of the state respondents were able to give estimated savings due to optometrists' 
use of TPAs. The respondent for the Wisconsin Optometric Association, for example, said 
that "I believe 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)2 
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The ldaho Board of Optometry said that a 1387 survey found that their c ~ l o r n s l i ~ s ? ~  
wrote about 13,000 prescription per year, which ?hey interpret as a ccsi-savings that "cou!d 
easily be in excess of $206;003.' '~ No data were given :o StIppOfi that conciiision or :ha: 
figure, and doubts nay be cas? on its applicability. These data are alleged to come irom a 
study done in 1987, the sane year that i?s TPA iavd passed. It is therefore impossible ihat the 
study could have been based on a full year's assessment of !ne situaiion. and It is uniear on 
what it was based. Even i f  the figure was acc~rate at the time it was made, however, it may 
be that, in recognition of their expanded capabilities, ldaho epiorne:r~sis nave siece raised 
their fees, reducing any wrported savings. 

The NEW Jersey Optometric Association (New Jersey adopted its 'PA i2w in 19923, 
states tha: cost of eye care has been dramalicaily reduced because duplication of services 
and referrals are eliminated, and eslimaied a savings of $14 miliion in the eighteen months 
the lab.; has been in effect.J However, this number is undocumented, and since ihe TPA law 
has bees in effect for a reiativeiy short time; it is diificuii to predict tvhetiief these cost savings 
would continue. 

The Ohio State Board oi  Oo?omo;;y stated that no specific iniormation on costs is kept 
but that they ~t~ould  aopea: la be lower since t9e referrals cost are eliminated in many .cases 
and optometry costs are usually lower,§ The Onio Cptornelric Association agreed withthat 
!ogic9 arid c' ,a a SUEiY Center tor Vision Care policy study performed last year thar found no 
sta?is;i niiicanr diff.erence in fee ;:ends between TPA-licensed and non-TFA licensed 
aptom - However, Ohio has oriy had its TPA law since July 1392% and the slody was 
perform53 in 1393, which may not be suiiicienr time for opiometric fees to feel the iu!i impact 
sf TPA-licensgre This seems to be :he position of ?he Ohio Ophthaim~iogicai Socizly: which 
slated that "it is still :eia:iveiy early ir the Okio sxperience lo assess the definitive cast or 
impact oi t he  TPA ieg1slaiicn."7 

I n e  Arizona Optometris Association states that managed care programs are hir'ng 
more opiomelris:~ as primary care prov:de:s, and that "it is clear that ccnsiine: costs are 
lowered by virtue of the insurer being able to charge io3sjei premiums lor oo~e iage . "~  
However. again, Arizona's TPA law has only beefi in effect since April 1993, and the piice of 
optometrists' services may not have reached their level. 

Three other stales, Colorado, Utah, and Wyoming, make the blanket statement ihat 
optometrists' fees are generally less than those of ophthaimoiogisis, and imply a cost savings 
on that basis alone. 

The Virginia 0ptome:ric Association states that its optometrists' fees generally remain 
about thirty percent under those of ophthalmologists and are seen as a "stabilizing effect" on 
ophthalmologists' feesg However, Virginia has one of the most restrictive TPA laws, as its 



formiliary 1s selected by the Board of Medical Examiners, not the Board of Optometrists, and 
rt also has one of the lowest reported rates of TPA-licensed optometrists, thirty percent lo 

There is a trend among optometrists in slates with the more recent TPA laws to report 
cost savings due lo reduced optometrists' fees, while ophthalmologists in states who have 
had TPA laws longer iterate the opposite, that both groups' charges are similar. For example, 
the Kentucky Academy of Eye Physicians and Surgeons said that in their state, which has 
had TPA laws since 1986, that optometrists charge the same amounts as ~phthairnoiogists.~~ 
The respondent from the Nebraska Academy of Ophthalmology, which also has had a TPA 
law since 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 its 
?PA law since 1997, says that optometrists and ophthalmologists are paid for services on the 
same fee schedule for Medicare and Medicaid as ophthalmologists.?3 Perhaps this indicates 
that, over time, as they become more comfortable and familiar with the TPA lawsl 
optometrists' fees tend to rise. However, too little data are provided to make this a definitive 
statement. 

There is a substantial amount of discrepancy Setween the states as to whether 
optometrists' rates are the same or less than those of ophthalmologists, and the impact that 
that factor has on consumer costs. However, focusing soieiy on optome!rists' fees is 
misleading as it is only one part of the total cost picture. Competence is a big factor in 
determining costs. Ophthalmoiogists argue that consumer costs increase when optometrists 
attempt to treat patients with inappropriate medications, as the patient will have :o pay for that 
treatment as well as the services of the ophthalmologist eventually called in to ireal a more 
entrenched or exacerbated disease. If an optometrist charges only two-thirds of an 
ophthalmologist's fee, but taices two visits to cure a condition where the ophihaimologist 
would take only one, at a total charge of one and a half limes the oph:halmo!ogist's fee, a 
cost increase rather than a cost savings would result. 

Unfortunately, data on this potential effect do not exist, but can be deduced elliptically 
from information such as the Wisconsin TPA report mentioned in chapter 4, in which the 
ophthalmologist who reviewed ihe 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 ophthalmology associations cite is the "bundling" of services by 
optometrists, in which one service may be charged at a lower fee but additional services are 
ursed to be used or tacked on that lead to a higher price. Ophthalmologists use standard - 
glaucoma testing as an example. According to a newsletter 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 
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Optometry Review recommends six visiis per year, two separate gonioscopic exams (one eye 
at a time), for a minimum cost of $272.j4 

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 
examined. 

However, this comparison is only valid i f  the same examination or the same irealment 
is being provided. The Minnesota Academy of Ophthalmology [MAO) uses a purported 
Minnesota Blue CrossiBlue Shield study in its Iiterature35 lo 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 optometrists), optometrists had a higher average number of visits 
per patient and a higher average cost per service and per patient, showing that 
"ophthalmologists are more efficient in providing the studied services." What the studied 
services were is not stated. The California Association of Ophthalmology also used this 
information in iis May 1994 CAO News newsletter. 

Unfortunately, this "study" does not exist as such. The researcher contacted the 
Minnesota Blue CrossiBlue Shield16 (BCIBS) 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. Blue CrossIBlue Shield stated that the reason the optometrists billed more highly is that 
they were offering orthopics (vision therapy), which ophthalmologists do not offer, and that 
that -- not "more efficient" work by ophthalmologists -- is the reason for the cost difference. 
The researcher also contacted the MA0 for a copy of the study and received in response a 
two page letter o r  Blue CrossIBIue Shield's revised medical policy for vision therapy 
reimbursement along with an uninterpreted chart -- scarcely a study. 

Eye Examination Studies 

Both sides use studies based on eye exams to bolster their claims that they offer 
cheaper services. Optometrists cite a Center for Vision Care Policy, of the State College of 
Optometry, State University of New York, study in 1989 comparing routine examination fees 
nationwide between optometrists and 0phthalrnologists.1~ The study found that 
ophthalmologists' fees averaged $61 while the optometrists's averaged $42. The study 
design did not determine what actual tests and procedures were included, and admits ihat, 
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."'* 



A study funded by lne Ohio Optometric Assccialian in May 1989 aisc kmnd Plat 
cphtba~molagists' fees weie more expansive, an average of $56 versus $38.52 for 
gp".meTrists ." 

-. 
I nese studies are not particularly helpful as they  are over five years old and concern 

-, muting examinaiio-, not tre3t-eni. I new is no es~ideqce prese~ied that cost copparisons for 
routine exams transizie !s?s cost d!ikar9niials for treatment. 

is importan! ccio !nrl ihess, s!ooles are basehcn examina:ior- tees 5i;d 
rairinc care, icc:uding lens prescilpiions, They do not focus on treatment. WWtrial 
ophlh;iing;c@s:s c%a;ged marc far a straight exaav. or 3piornet:ists piascribe vow glasses 
are not factors that necessarily influence the cost of trsaimsirt. 

Unforiuna?e!y, none of the cost statements -- from either optometiists or 
oph:haimoicgisls -- were presented with recent hard data. it may we!! be that consumer cost 
savings does vary widely heiiveen ?he states, given the fact that the drug formularies, as 
discussed in chapter three, range in scope from use of all relevant topical and oral 
medications to the use of just a few specific topical drugs, An additional factof that might 
affect optometrists' costs is !he training and continuing education requirements of tneif 
states. The more the optometrists' quaiifloations and ability to treat approach parity with the 
ophthalmoiogi~ts'~ ihe more justifiabie 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 to the 
individual patient is far from the whole story. The issue of potential cost savings to the health 
insurers is discussed next. 

Health Insurers Cost 

The information available on the effect of TPAs on health carrier costs indicates that in 
many instances, when TPAs are al!owed, health carrier costs will rise. 

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

I n  t h i s  Department's experience, addi t ion o f  new provider types or 
expansion o f  coverage by an ex is t ing  provider group has not 
decreased overa l l  heal th care costs even when the apparent e f fec t  
would be t o  reduce the cost per pat ient  e n c o ~ n t e r . ~ ~  

The California Association of Ophthalmology also states that "studies show that increasing 
the number of providers raises the cost of medical care," although no citations are given.23 
The Kentucky Academy of Eye Physicians and Surgeons stated that "the empowerment of a 
new group cf providers always raises the cost of services and does not necessarily improve 
the quality."24 

In testimony opposing a 1994 TPA bill, the Massachusetts Society of Eye Physicians 
and Surgeons quoted a letter from the President of Central Benefits Mutual25 stating that: 

... contrary t o  the usual f ree market impact o f  increasing the 
supply or a v a i l a b i l i t y  of a service o r  commodity, increasing the 
supply or a v a i l a b i l i t y  o f  heal th  care services does not reduce the 
overa l l  t o t a l  costs of that  service. Typical ly ... the overa l l  
number o f  services performed increases substant ia l ly .  

The executive director of the Nebraska Academy of Ophthalmology states that 
optometrists in his community charge the same but see patients more frequently26 The 
Nevada Ophthalmological Society says that total payout for carriers is greater with 
optometrists as they generate almost twice the number of lens prescriptions as 
0phthalmoIogists.2~ 

Pennsylvania says that there is no economic benefit to carriers as optometrists are 
reimbursed equally by private insurers.28 Additionally, the Pennsyivania 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 health care professionals is broadened. 
Academic health care policy research professionals ... indicated that this phenomena is 



generally borne out in the health poiicy research" but the repori was not aware of specific 
studies related lo TPAs.29 

While a few optometry associations, such as Goioiado's, stated that costs decreased 
for health insurers, these comments contained no discussion and did not seem to take into 
account the impact of having more providers in the system. 

This concein over greater health carrier cos?s due to the expansion of the number of 
practit~oners is also felt by Hawaii heaith carriers. Tne Bureau sent letters to the Hawaii 
Medical Association (HMSA), HDS Medical, Straub, island Care, Kaiser-Permanents, and 
Hawaii Management Alliance Association (HMAA) tor their opinions on how TPA iicensure 
would affect the cost of eye care in Hawaii.30 Responses were received from HlvlSA and 
Island Caie. 

Both island Care and HMSA took the position thai permi?ling optometrists to use TPAs 
would increase costs, island Car931 staled ?hat its fee schedille pays ophthalmoiogists and 
optometrists the same :ale for covered services, and that if optometrists were allowed l o  use 
TPAs. ":here would be absolutniy no cost savingstlo be passed on ?o consi;me:s." in 
additicn, Island Care wouid expect cosls to increase because "the history of medical services 
appears to be that overali costs are determined more by the number of providers (i9cieasir;g 
costs) as opposed to a n y  olber particular fac:ois," 

it has been our experience, and the experience of heal th  ca r r i e r s  
across the country, tha t  the addi t ion o f  pro:ders t o  medical 
plans not  previausLy covered under those plans generally resu i f s  
i n  increased costs t o  plan members and respective ezpioyers. This 
is especial ly t rue in s i tuat ions where there is an overabundance 
o f  providers seeking ca b u i l d  individual pract ices and where a  
strong possibility o f  dupl icat ion of services ex is ts .  

It must be noted that no statistics or raw data were cited or submitted for this proposition. i f  
the Legislature proceeds on a TPA bill, it may be possible for Hawaii health carriers to back 
up this claim and provide esiirnaies for potential increasesi which would in part depend on the 
scope of the formulary anti the training of the optometrisis. 

Medicare, Medicaid, and Olher Government Health Care Programs Cost 

The positions taken on the impact o i  TPA legislation on state and federal health care 
programs echo those received on private insurers. Ophthalmology associations take the 
position that costs will increase 'while optometry associations take the opposite view, While 
some states say, as Arkansas does, that Fjtedicaid and idedicare costs are "significantly iowe: 
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compared lo M.D.'s across the boaid,"3J states such as California and nine others note that 
"optometrists do no? even provide cheaper care. Medicare now reimburses oplometrisls at 
the same level as ophtha!moiogi~is."3~ 

The only respondent who sent in a study was the Montana Optometric Association. 
and ihat was a study of MedicareiMedicaid costs from data received by the Health Care 
Financing Administration of the federal Department of Health and Human Services.35 The 
study was done in 1989 with data from 1986 and 1987, The study found that 
ophthalmologists charged more in every category except two, However, it appears that the 
study focused on examinations of various types, not treatment. If would be difficult to 
extrapolate its findings to the treatment area, more than seven years later. 

Matpractice Insurance Rates 

One oph?ha!mology group claims that optometrists' charges will increase once they 
gain TPA privileges as their malpractice rates wiil rise and the increased cost will be passed 
on to their patients. This does not appear ?o be true. This topic was not addressed by many 
of the respondents, but four TPA states36 reported ihat ?heir medical malpractice insurance 
rates did not change. 

-, 
I ne ?-irnary rna!prac?lce insurance broker in the fieid is Poe & Brown. and their 

0ptome:ric "rotector Pian program administrator has staled tha! in fifteen years, as of 
Septernhe~.: 37, 1993, ihey have never expeiienced a malpractice ciaim directly relaied to 
TPAs, and have never had a rate increase based on optometrists' use of TPAs.3' The 
researcher recently spoke wit? a marketing executive a! Poe & Brown38 who stated that their 
carrier, CNP, promotes the use of TPAs and that Hawaii optometrists wouid probably not see 
an insurance rate rise should Hawaii ado91 a TPA law. He did say that the previous insurer, 
Great Western, withdrevd because of "some loss experience." However, as discussed below, 
the response from Great indicated vevy little claim activity from TPA usage, so their 
loss exaeiience does not seem to have been in that area, 

Materials from the California C)piitha?noiogy Association allege ihat insurers such as 
Chubb and Aaina wi?hdrew from the optometrist insurance fieids due to an increased 
naipractice risk with TPAs.33 The information regarding Chubb's withdrawal is contradic?ory. 
A 1982 letter from Robert Ragolias40 the Ghubb State Administrator for New Jersey and New 
Yoik, indicated that the malpractice loss in the two states with TPA laws is "extremely 
favorable," and that Chubb did not anticipate a maipractice rate increase or an adverse claim 
situation. However, the HOS submitted a 1991 letter from Mr. Aago!ia in which he staled that 
Chubb personnel told him that the reason Chubb withdrew in 1985 from the optometric 
professional liability market was unacceptably high loss ratio. Yet when the researcher 
contacted Chubb's Los Angeles office, the researcher was told that this was not the case and 



that Chubb dropped ail its malpractice plans the same year as they were generally not 
~ r o f i t a b l e . ~ ~  

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

In addition, pursuant to the concurrent resolution authorizing this study, the Insurance 
Division of the Departmen: of Commerce and Consumer Affairs surveyed ail Hawaii iicensed 
insurance carriers in the State on the extent to which they insure optometrists and what 
impact, if any, would result if a TPA law were to be adopted. According to the department, 
the "vast majority" of licensed insurers indicated that they do not insure 0ptometrists.~2 The 
rest indicated limited past or current exposure. Of this group, only two indicated a potential 
negative result should a TPA law be enacted: Kemper National insurance Companies 
indicated that, while no studies have been donei it would conclude that rates would be raised 
to reflect their increased area of l iabi i i t~,~3 and State Farm lnsurance Companies indicated 
that they would no: continue to provide coverage should a TPA law be adopted.44 However, 
State Farm only has two policies extant in Hawaii. 

Supporting the nationwide experience, the letter from Great American insurance 
Companies, which used to be the endorsed carrier for ihe American Optorneiiic Association, 
stated :ha? they had "very little claim activity regarding use of TPAs and, as a restiii, did n t  

differentiate our rates according to w9ether a state aiiowed optometrists to use thern."05 

Given ihe foregoing. there is little support for the aigumeni that optometrists' costs 
would rise due to increased malpractics costs. 

Summary 

While some of the cost arguments strike a iogicai note, they are difficul! to reconcile 
as the parties involved are so poiarized and little or no hard data are presented. Common 
sense supports both the proposition that for some patients, costs are reduced i f  an 
optometrist can diagnose and treat without the need for a referrai, and that for other patients, 
costs are increased i f  the optometrist misdiagnoses o i  misprescribes, requiring more visits 
and additional treatment andlor referrai to an ophlhaimoiogist until the condition is resolved, 
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 
optometrists wili feel 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 considerations balance out? It is unclear. It does 
seem fair to note that if Hawaii adopts a TPA law, Hawaii might be abie 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, help keep optometrists' fees from rising; and (3) by placing a lower 
reimDursemen1 lid on optometry reimbursements, although the propriety of that last 
requirement would be subject to questioning if the same treatment is being provided, 
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In addition to the issues of patient safety, optometrist education, and cost, discussed 
in eariier chapters, the Hawaii legislature also requested information on: 

( 7 )  The effect of expanded regulatory practice on competition between 
optometrists and oph!haimoiogists; 

(2) Studies and other revrews required by TPA states; 

(3) Availability and accessibility of optometrists and ophtha;mologlsts: and 

(4) The number and percentage of optometrists using TPAs in the TPA stales. 

1. Gompetiiion Between Optometrists and Ophthalmologists 

Many respondents did not directly comment on this area, although the competition 
between ophthalmologist and optometrists has been characterized as "the mast intense 
professional rivalry in health care."' It does appear clear that, in TPA states, optometrists a?e 
poised to take over ophthalmology's position as primary eye care provider. A number c i  
optometric association responses -- and even state boards of optometry -- !abel or position 
optcmeiry as the "primary eye care provider" and ophthaimo!ogists as "secondary or 
tertiary."2 Some respondents also noted an increase in the use of opiomelrisls in managed 
care programs lo serve as gatekeepers or primary eye care providers. 

The comments from optometrists on this topic were generally positive: they 
characterized their role as an equal partner in routine care, freeing ophthalrnoiogists to 
concentrate on suigicai specialties. However, the source needs to be considered; it is easier 
to be gracious about spii?ting a pie with another if i t  is the other person's pie to begin with. in 
contrast, many ophthalmoiogical associations expressed biiterness about ihe passage of TPA 
laws for safety reasons but did not specificaiiy comment on com~etition. Two ophthaimology 
souices expressed negative opinions about cataract co-management but couched i: more in 
terms of patient safety rather than economic competition. The sources and the comments are 
detailed below. 

Arizona: The Arizona Optometric Association states that "there is increased 
competition between optometrists and ophthaimologists, most often an advantage to the 
oatient." 
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Arkansas: The Arkansas Optomeiric Association, lnc. states that "O.D.ihO.D, co- 
management is at an ati-time high" in the state. 

Nevada: Nevada is a DPA state which had declined for the past three years to enact 
a TPA bill. The Nevada Optometric Association states that a TPA bili will be introduced in the 
next legislative session which begins January 1995.3 The respondent from the Nevada 
Ophthalmological Society had practiced in Florida, a TPA state, and commented that once the 
TPA bill there passed, networks of optometrists formed to refer cataract pa:ients tc 
ophthalmologists who agreed to let the optometrists perform post-operative cataract care. 
The letter writer stated that he hoped that physicians will not be forced out of !he eye care 
system by legislative fiat that will reward the hucksters, 

New Jersey: The New Jersey Academy of Ophthalmology says :hat there is very little 
impact on ophthalmology at present, but expects future fights on the use of laser and hospital 
privileges. The ietter states "Organized Optometry wants io be able to praciice eye care the 
same as an Ophthalmologist." 

North Carolina: i t  is probably not going too far to indicate that a certain amount of ill 
will exists between the ophthalmologists and optometrists of North Carolina. Dr. Waltei 
Wright of the North Carolina Society of Ophthalmology, inc. (MCSO) 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."4 The North Carolina State Board of 
Examiners in Optometry transmitted  material^,^ including a letter from Representative James 
8.  Black, O.D., stating that a "small number of ophthalmologists from North Carolina" have 
made ailegations of harm to TPA patients, and that a case book containing 232 cases of 
alleged optometric mismanagement was presented to a legisiative committee 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 care[.]" The letter mentions Dr. Wright by 
name as one of the ophthalmologists 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 to examine and care for cataract patients after 
surgery, rather than requiring ophthalmologists to do so. Thus, referral networks that "greatly 
enrich a small number of surgeons, and a large number of optometrists," 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 additional Medicaid codes within the scope of optometric practice, and 



:hat the state Divisron s i  Medical Ass!stance, which adrninis?ers 'Jorih Carolina's Medicard 
program, approved them, Hotvever: the Nor!h Carolina Board of Medical Examiners ~ssueci a 
decla:atory ruling that 50 out cf ?he 154 optomeiric codes appear to be beyond the scope of 
optometry (the medical codes). According to one newspaper report, these addirionai codes 
included fetal mon!toring, diagnostic ultrasound, and !ace; surgery.6 The Board of Medical 
Examiners resisted this n?erpre:a!ion. W preiiminary injunction iequesled by ?he Board of 
Medical Examiners. the PiCSO, and others, prohioiricg the North Carclina Siate Board 0' 

Examireis in Optometry, the Ncrrh Caioiinr? Sa le  Optomsirin Assac~al!an, and others from 
performing, or encouraging the performance sf. these medical codes, was granted in 
February 1994. 

Nonh Dakota: The Board cf Optometry slated that TPA ieglsialion has " k i d  no effi?cf' 
on conpe?rlion and tna? "it has piarncied many O.Zj./lA.D. office seiilngs across thil stars." 

Onio: i c e  Boaid of Optometry raporis that 'igjaireraiiy the reiatis~sPip beibiiesr; 
opicr;eiris!s and nphihaimo!egisis remans iieiji pnsit iv~ !n nature." The Ohic 
Oplithsimclogicai Socigiy d ~ d  not canmen; on corrpeti!ign. but did note that the Society 
opposed the leg!siat~cn ~woughc;~~! its lengthy ccnsidtiraticn and rra it is rolariveiy early :n 
O t j i 3 ~  experzsnce to assess the .prac:i~:e lrnpacr oi  The TPA 'eg;s!a:ion. 

Wyoming: The Board of Exav:i;ers 19 Opro-erry said that ihercl Is l i t i l l  comcetii i0~ 
because of ruri,; r-aturs 0: ;he pco!~;ari=r. ?ha: there are c;niy e!eres 
~ph tha i r n f l ~cg i~ t~  in ?he s:ate and s.:ty-e~gh! op?oi"el:lsts. 

2 Stuaies and Reviews Required by Other Sates 

Arkansas: Gl~ginelly the law esrahlishad ?he Oplorneriisl Therapeutic Committee lo 

oversee the use oi  TPAs, but it was dissoivee by the legisiarure for lack of work. 

Ohio: Requires optometrists to report drug-induced side effects to the optometry 
board, which published the report annually, The legislature also established a "Scope of 
Optometric Practice Study Committee" to examine the ~osi l ive and nega?ive effects of the 
TPA law. The committee is in effect for five years and then wi!! report to the !egislalive and 
executive branches. 

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

3. Availability and Accessibility 

For the purposes of this section, "available" will mean the ease or difficulty of making 
an appointment, while "accessible" wiii indicate geographical proximity. Accurately 
evaluating this category is difficult. Optometrists cite studies that show a shorter amount of 
time is needed to m a ~ e  an appointment with them for routine care and that more of them 
work  weekend^.^ 

One national survey of ophthalmologists 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 emergen~y.~ 

One factor that does not seem 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 ioliow. 

Arizona: "it has been stated that optometrists are more available and accessible ... 
[tjhere are more optometrists ... and they practice in more remote areas, often in communities 
where there is no ophthalm~logist ."~~ Yet there have not been complaints of lack of access, 
and it is noted that a symbiotic relationship can occur, with ophthalmologists hiring 
optometrists to do primary care in their offices, while optometrists hire ophthaimoiogists to 
provide specialty care on a part-time basis in remote 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."I3 

Idaho: A 1987 study showed that ophthalmologists served only 14 of Idaho's 44 
counties, while optometrists served 32.14 

Indiana: Says their TPA law has helped address both the shortage of primary care 
oroviders and their distribution in the state.j5 
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-d a copy of t e i r  4391 Sunsf? Maryland: The Board af Examiners in CjptOnieiiy enCiosZ 
F"aview; which states ihai "la iba states "a: have authorized ?he use of iheiapeuhc crugs by 
oi;tcpie?risls, :he lack of accessib!!i?y la ophihainolog~sis has been a major fact01 in the 
decisian."'E The ier;ort ~ ~ e s  ?ha: in TPA siaes, the ratio of ophihaimologisi~ lo the i;enerai 
pcpu!atio-: is 1 to 20,000, an"in blaryland the ratie is 1:21,003 The report also notes that 
ophthalnoiogis;s prac;icc in 54 to-nr;ns and cities in the s:a?es while oplomeiiists ~ r a c l i ~ e  in 

i 0 5 .  

Minnesota: Repor:~ :ha? n3rl:y-ii:.e percsn? c;i :he populatior; lives within ope hour  O! 

an opht"ilrno!ogisrs oii!ce.j7 

Missouri: Opiometrisls 3re more wideiy !oca:ed in the smaliei iornmun;iies 31 !he 

state.'U 

Montana: Whiie 47 opktriaimc!og!sts provide sewice to 17 ~ ~ m m u r i i i i e ~ ,  I45 
optometrists provide service to 61 .commoni?ies.'g 

Nevada: More than SSnt of r::izens i ivt W h i r  one hoar 31 an ophtha!mcl~g~s?, " i t  is 
misleading to claim that [opnthairnologisi seivlces] 8s no! evai!ab!e in coun!ies wnwe no 
ophthaimologisls office is located. Pnop!s rour!nely zross county lines f ~ r  services, espe3laiIy 
in iiiial areas."*" 

)-'&: (3p10we:~ists arc weii distrfbured in all amas of ?he stare vdhila 

opiitkairnoic;gisis tend i o  be concentiaied in orban areas." 

~ o f l h  Carolina: Statistics rece:ved rndicata that i?eie are ophihaimoic;g!s:s i l  26 
mejr~,noiita" areas an3 33 ~OP-me?:ripoiitar areas, anc? optomeiiisis in 33 ~el;0pollt2n ireas 
and 52 non-mcrrcpolltac areas.22 

North Dakota: The TPA law nas r a d e  emergency care mora access~ple dge to ihe 
. . 

mow widespread dis;iibu11ons ~ l i  a~tomatrists.~3 

Ohio: Greater geog:apbicai distrtbalion of ;?icmc;;:isis: with at ;east ope 'TPA iicenssl 
optornet~is; in each county. Optomet5'sls are gscerally avaiiabie seven days per week and - 
ihasa with TPA licenses are ilsuaily c-: sail twenty-bur hoi,:s per day. i he respondefi? says 
there were complaints about accessi5iilty before the TPA law, especially in terms of long wiii:s 
for appointments, especially in ine rural areas.24 

Utah: As one ~i the sla:es that has a large rural population, the TPA law has 
increased access and decreased travel tine.25 
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Washington: Although parts of the state are sparsely populated, the Board of 
Optometry has not received complains re lack of access to either optometrists or 
ophthalmologists26 

Wyoming: A number of hospitals have 0.D.s on staff, so that they are on call twenty- 
four hours. i n  many cases, 0.D.s have extended evening and weekend hours, and in 
emergencies, many people will seek out their 0.13. at home.27 

4. Numtter and Percentage of Optomr3trists Using 7PAs 

Of the forty TPA states, only thirty-two responded to the Bureau's letters, and of those 
thirty-?wo, only thirteen (40?/o) responded to this question (although it must be remembered 
that three states adopted TPA legislation in 1394 (Mississippi in April, Vermont and Delaware 
in June), and those three sta?es would have had no meaningful statistics to transmit at the 
time this report was prepared). The American Academy of Ophthalmologists conlributed a 
I991 list of TPA-certified optome!rists which was more extensive. listing twenty-three siaies 
and their percentages, but that information is outdated and is not accurate for the states That 
responded to our !etters in 1994. Since the data for the states that responded are generally 
not accurate, !he Bureau assumed that they are also inaccurate for the states that did not 
resgond. and so will base this discussion only 37 the most recent data transmitted by the 
stales thernsi;lves. 

For these thir:een states, the percentage of TPA-l~censed optometrists IS 

State 

North Carol ina 
North Dakota 
Wyoming 
Zndiana 
krkansas 
Arizona 
Missour i  
Texas 
WisconsinY* 
Idaho 
Washington 
New Jersey 
V i r g i n i a  

Percentage 

92: 
aimost 901, 

64% 
82% 
81% 

approx. 77% 
75-3 

approx. 70% 
68% 

To ta l  Numbers 
(TPA-Cer t i f ied lb l l  0.D.s) 

790/852 
Y 

100:119 
654/1032 
260/320 
350+/450 
*/650+ 
%263/1800 
479/706 
102/152 
792/ 1 174 
5871' 
33911 155 

* Number n o t  provided. 
** The i n i t i a l  information received from the Wisconsin 

Optometry Examining Board ind ica ted a TPA percentage o f  
30s. However, a l a t e r  contact  ind ica ted the f igures given 
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here. Telephone interview by researcher w i t h  ?am 
Mlckeison, Board Secretary, on November I ,  1994. 

While the range between the states is substantia!, it should be noted that the majority 
of respondents have two-thiids or more of their optometrists TPA-certified, The researcher 
examined four areas that might have an impact on the number of TPA-certified optometrists in 
a slate: the length of time since the TPA law was adopted, the qualifications required for TPA 
certifica:ion, the rural versus urban quality of a sia:e, and the extent of the TPA drug 
in:muiary, 13 see if those factors might affect these irgures. 

a. Year of Adoption 

In order by year of adoption, the states and their percentage of TPA-certified 
optorne?rists are: 

North Carolina 
Indiana 
I4isso.r i 
G'. <j"micg - 
Arkacsas 
Idaho 
North Dakota 
Virginia 
r ,  dashington 
I T . ^  v%a,onsin 
Texas 
Nex jersey 
. r  izona 

92% 
82% 
75.% 
84 ;", 
81% 
67% 

almost 90% 
10% 
4 

67% 

-i I8ese figures alone do not shrjioi a Great correlatian, but combined with ;ha cexi are2 ol 
inquiry, they help show a trend. 

b. Certification Requirements 

T i e  seccnd area examined was ihe requirements for TPA-licensure, on the iheory iia: 
a signiiican: difference in requirements might encourage or discourage op:ometrisis kom 
obtaining iicensure. The information ihal foliows is limited to the requirements that an 
optometrist must satisfy to become TPA-certified; it does no: Include the requirements 
necessary to become an optometrist in that state, unless the stale requires ail its optometrists 
to become TPA-certified. The abbreviations in this section are: National Board of Examiners 
in Optometry (NBEO! and the National Board's Treatment and Llanagement of Ocular 
Disease (TMOD). The information is provided in order by state with the highest percentage of 
TPA-licensure to the least. 
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Nmh Carolina ( e h ,  1977): Ail new admittees (since 4/78) must pass a written and 
clinical exam that will aiiow them to use TF"As.28 

North Dakota (almost 90%, 1987): All new admittees are automaticaily TPA certified if 
they pass all of the MBEO exam; including the TMOD. Optometrists admitted before 1987 
must take 76 hours of didactic instruction and 24 hours clinical instruction and pass the 
Th4OD. 

Wyoming (84%, 1987): Aii new admittees are autcmaiically TPA certified if they pass 
the requirements to practice in :he state (must have completed 100 hours in school of ocular 
therapeutics, pass parts I and ll of :he NBEO exam. pass the TMOD. and pass Wyoming's 
clinicai exam). 0w:ornetrisis practicing before this date must take a 100 hour post-graduate 
course and cass the TFAOD. 

lndiana (82%. 1986): Either provide proof of education in ocular pharmacology from 
an approved school and pass the TMOD, or obtain twenty hours of continuing education in 
ocular pharmacoiogy in a course approved by !he Indiana Optometric Legend Drug 
Prescriplion Advisory Committee. (IJole: for many years, optometrists argued that the 
authority to prescribe drugs was given to them in 1335, while some ophthalmologists and 
pharmacists objected.29 During the 1991 legislative session, legis!ation was enacted to 
address this issue. This may be the reason for the extremely light continuing education 
requiremen!). 

Arkansas ($I%, 1987): Since 1987, optometrists must pass all parts of the IJBEO 
exam (which includes the TMOD). To become TPA certified, an oplome!risrs must also pass 
a board exam and undergo a 100 hour clinical internship. 

Arizona (770/0, 1993): One hundred twenty hours of studies, including a clinical, for 
exisirn:: optometrists. Aii new graduates are qualified if they pass national board exams. 

Missouri 1759'0, 1986): The law was recently changed to require ail new optometrists 
to take the TMOD, show 95 classroom hours and !00 hours of supervised clinical training, 
and become either DPA- or TPA-certified. 

Texas (i'O%, 1991): All currently licensed optometrists may use DPAs. To become 
therapeutically licensed, need 90 ciassroom hours of board-approved post-graduaje 
coursework and clinical training, with 20 hours in applied skills. Also must pass the TMOD, 

Wisconsin (68%, 1989): To become TPA-certified, must become DPA-certified 
(complete a course of study in pharmacology, pass the NBEO pharmacology exam with a 75 
or better or, after April 1, 1994, pass parts I and I I  of the NBEO exam or an exam prepared by 
the state optometry board), completed 100 hours of approved study in the use of TPAs and 
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c. Rural or Urban Nature of the State 

The next area examined was the urban versus rural character of the state. it has been 
alleged that TPA laws were developed and first used in states with a large rural population 
underserved by ophthalmologists, who tended to be based in urban settings. It may be the 
case that optometrists in the more rural states are those more iikeiy to pursue TPA 
certification as their services are more in reed, and that o p t ~ ~ ? e f i l s i ~  in rne more urban slates 
have no such incenlive as o~i?ihalrnoloi;isis are in close proximity lo anyone who desires their 
services 

The data in the first table are based on United States Census definitions of 
metropolitan and non-metropolitan areas.3' For ease in comparison, the information will be 
presented in a percentage computed by dividing the population of the metropoiitan 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 metropoiitan population, the number will 
be greater than one, and in a more rural state, the number will be less than one. 

State 

North Carolina 
North Dakota 
Wyoming 
Indiana 
Arkansas 
Arizona 
Xissouri -_ -=xas 
GJisconsin 
1 dano 
Giashi~gton 
New Jersey 
Virginia 

Urban/Rural Percentage 

1 . 3  
0.67 
0.42 
2.17 
0.66 
3.64 
1.95 
4.45 
2.05 
0.25 
4.45 

"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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S"-ace 

North Caroi iea 
Worth Dakota 
blynmino, 
Indiana 
Arkansas 
Arizona 
Missouri 
.-, iexas 
Wiseonsiri 
Idaho 
Washington 
NFS; Jersey 
Virginia 

TPA Percentage 

32% 
90% 
84% 
52% 
81% 
775 
7 5 %  
7 a 
i Or 
63% 
67% 
07% 
52% 
30 

Hawail's ~opuia:ioi as a ps",s,vlcfge gf iarai, in compai!scn, :s 3.2 ar;d its 

papu:aiao?? density rankinr, is foiiiteecth. These figures, ~;d'i::e no: aii sabjec? :c oa!ng neat'y 
ca[essrrzed, soow a t:enc rilar in ~oneia!,  (iso less rnetrapoiirai; and Je js  &n;e:y scpuiaiad 
states have more TFr\--s:;lf ed nniornelrists, -P- and :ne more rneiropolttao anc .&nsu,y 
no,;iia?ea r f  ha.ge fewer. F ~ T  ~ a m p ; ~  Table Qh(3 ' (3 'v~ the I-;? ';-9 s:a?es &r2  i . ~ o n c  - 

the 8eve-i states i.ii["ifie 13wesi me?ropoliian percentage, Nei.i Jersey. :he oniy slats ami;flg 
the respcrdsnis that was dee:mec! ?a be ali meticpolitan ha.? only 52% a re!a:iicly :pt: 
i;g::el̂ iage. TpA-cef;ifi& i;p?ope?ris;s. 

-. 1 n.; density rarklngs, I-; compa:;j;c, arcvide iess corcection i.; TPA-~i?i'i~a:;r;,-, 
W"iire of t he  !east dense stares irr :he nation, lf$ysm!ng and North Daksta, are 2: 1% :op 
cf iQF;-cer~jf.,-a$loq rankings, the  top ! o ~ r  pi;?CSS alse inc!ide ?-t~c; reia:lve!y 3ePZE s:etes, 
ilort"larc!ina al-c! 1-dlana. 

lt may be instructive lo compare Hawaii's figures to tne tables. Compared to the 
respondents, Wawai: is higktly mePopoiitan and quite dense in terms of popu/arion, i f  
metropolitan character is a true indicator of the iikellhood of TPA-iicensore, it may be the case 
that Hawaii wou!d folbw the irend of other more ne!ropoiitan states and "iaue a lower than 
average percentage of TPA-certified optometrists. 

d. Formularies 

The extent of the formulary was also examined. The formularies deemed more 
extensive were formularies that ( I )  iqciuded orai drugs; (2) had generous classes of topica! 
drugs that could be prescribed; (3) aiicwed treatment with Sieioid~; and (4; aliowed ireatme?: 
for glaucoma, However, lhis categorization," with one excep?ion, did not sned light on the 
issue, as the variety of drugs available is so vast that "ranking" states becomes a futile task. 
For example, PJorth Dakota allows aii topical drugs, oral anti-infectives. oral anti-histamines, 
and oral analgesics, but does not allow glaucoma treatment, is this iormuiary mote or less 
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extensive than that of Washington. which does aiiovd qla~coma ireatmen:, a generous number 
of topical drugs, but aliows no orai drugs? 

The only state for which this categorization was useful was Virginia. Its formulary is 
extremely limited, much more so than that of the other ten respondents, and i t  is tied for last 
place, with oniy thirty percent of its optometrists TPA-certified. 

(In order from greatest number of TPA-certified op!ornetr8sts to least) 

North Carolina (92O/of: Glaucoma: yes, topicai oniy; steroids: yes, topicai on!y; orai 
drugs: yes, with communication and collaboration of a 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 
topically; oral driigs: no; topical: all, 

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

Arkansas (810/0): Glaucoma: yes, with consultation and approval of an 
ophthalmoiogist; steroids: yes: oral drugs: OTC only: topical drugs: genercus. 

Arizona {about 77%): Glaucoma: statute impiies use; steroids: statute implies use; 
orai drugs: no; topicais: all. 

Missouri (75+%): Giaucoma: siatute implies use; steroids: topical; oral Gfugs: yes, 
some; topicais: limited. 

Texas (about 70°/a): Glaucoma: no; steroids: yes but limited; oral drugs: OTC only; 
topical drugs: yes, generous. 

Wisconsin (68O/o): Giaucoma: yes, including ora!, with physician consultation in some 
cases; steroids: yes, topicai oniy; orai drugs: yes, some; topical drugs: generous, 

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

Washington (670/0): Glaucoma: yes; steroids: yes, topical only; oral drugs: no; 
topical: generous 
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Pam Jersey j524/0): Giaucoma: statute impiiciiiy permits: steroids: statute impiicriiy 
pernlrs; oral drugs: no: topical drugs: ail. 

Virginia (m~): Glaucoma: no: steroids: no; ara; drugs: no; topical: very iirnired 

a. Summar- of TPW-Gefliiied 0pterna:risi Percentages 
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Chapter 7 

P O m / C O U N T E R P O m  THE VIEW FROM HAWALI'S OPTOIMETMSm 
AND O P W M O L O G I S T S  

The Hawaii Optometric Association (HOA) and the Hawaii Ophthalmologicai Society 
(HOS) transmitted voiuminous amounts of material consisting of testimony, ietters? articles, a 
videotape each, and other data on their positions. This chapter wi!! report in detail 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 previous chapters, Optometrists see ophthalmoiogists' resistance as 
turf protection spurred by economic protectionism, denying them the right to fully serve their 
patients, while ophthalmologists see optometrists' insistence as a dangerous overconfidence 
fueled by economic benefit. 

Optometrists are already starting to position themselves to take patients from 
ophthalmologists here by billing themseives as primary eye health care providers, despite the 
fact that they cannot treat eye conditions.' Optometrists proffer the olive branch of 
"cooperative integrationV2 while ophthalmoiogists rumble ominously about patients blinded by 
o~tometric mismanagement. 

Public confusion between the training and the roles of each professional probably fuel 
this rivalry. A 1989 national Gallup poll found that less than half of the respondents could 
correctly identify an ophthalmologist as eithef a surgeon, medica! doctor specializing in the 
eye, or specialist in eye disease, Thirty-six percent stated that they just did not know. When 
asked what 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 between the two 
professions, whoever offers what appears to be the "better deal" -- i.e., the cheaper deal -- 
will tend to attract more patients. 

One ophthalmologio publication sponsored a survey of ophthalmologists in TPA states 
and found that about half of the respondents reported a decrease in referrals from 
optometrists, who will now treat those patients them~eives.~ 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 
materials 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. 
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it is not always easy to pcavide a point-lo-point comparison between the aiiegaiions of 
both sides, as not every point is directly addressed by each side, For example, on ?he issue 
of patient safety, HOA cites positive experiences in other states, while HOS turps this issue 
into tho question of proper training. A brief statement of each side's key positions will be 
given, and then each main topic will be addressed by each side, with a commentary to follow. 
The commentary wil! attempt to clarify issues but not necessarily resolve them; as a 
layperson. it is not always possible to resolve issues as deepiy involved with medical expertise 
as these are. Last, two articles cited often by both sides are examined. 

The Hawaii Ophthalmological Society (HOS) 

The positions of the HOS representatives are straightforward. They claim that there is 
no demonstrated need for a TPA bili: Hawaii residents are between twenty to forty-five 
minutes from ophthalmologicai 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 to the service, not the provider ( i . e  
insurance payments to optometrists are the sane as those for ophthairnologists for the same 
service), and that costs will actually increase due to additionai visits for unresolved problems 
and for ophthalmoiogist visits necessary to  correct!^ treat optometrists' misdiagnosed or 
improperly treated patients. They alleges that patient safety would be compromised under 2 

TPA law. Last, they claim that optometrists' training is insufficient.6 

The Hawaii Optometric Association (HOA) 

HOA takes the position that optometric education has evoived so that it provides 
sufficient ciassroom and clinlcal hours to make optometrists fuily qualified to prescribe TPAs. 
HOA points to :he fact that forty other states permit some type of TPA usage as an indication 
that optometrists are quaiified to do so, and cite several examples of states with exceilent 
TPA usage track records. HOA notes that malpractice insurance rates have not risen in TPA 
states, another indication that problems with TPA usage are few. 

In short, as the HOA president testified, "The TPA iaw is everything the consumer is 
looking for. It cuts cost. It saves t~rne. It delivers quality eye care,"7 
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I .  Safely 

HOA cites t h e  POS!:IVC? ax=e:!ence wiln TPAs in several stares, sbch as Okiahoma. 
whicL; has keen a TFA state ;;ncs :98; [sic: 198bj, afid i.; i.rhic";igP/y-foji percent O: :heir - 
optometrists ari? ?PA-terrified. in  date, there have b e e l  no ircidenis of il-rigalion against 
,xiz?o.va oDts;me"rlsls invnlving pharmac3ut8cals. n4 

Wisc$nslo is also cited as a success story. T-ial state r9quirsd repor;:ng 35 TPA 
admifiislra;ions bv gpiornelrlsij. ii- 9r;e year tharc $?era 17,603 ad.lr.rjrt?a:rors o i  TFAs, 
but probicrns arnsa ;n only in $3 cases. Fiiteer of these vlere aiierg c rezcr'oos, erghteen 
were :he r;sii% of poor p&::ent sox;pliar;ce. and t r s  remaining ten w;re raierisd or ha" 3;her 

side ciffecls. A te r  mi3 ysars, Wisc~nsin dracped the r~iporting req3irerrent. o w ~ r n a b i y  on 
?he grounds that t i  was mfiecessary, 

F3. jfis!"er a? ";e ~ i m c  o i~ tgre ,  LjoA ciws :he exgerience of Po9 & i"sso.ziaia~. 3 

iong-t;,ze ',?sA-.anz bi;i&i rr :he op:.3mei:;c ins_r:arce iia,d. HO,4 cites 10 2 s!aiilmn? from 
- 

poe & ,Ai:,,:aaiss !hap :hay i o ~ n j  ?o ev,dance of 3 ciirralz::on 9elvJeer IFA  ,sage and 
maioiac:ic? claims. 

one ~of io !u iu ootametrisi ;o?ss That 'rere havs bee- ns cn rnp la~~ ls  fiifid agairsi 
Hawal; oarometi~sts for , : ~ ~ s a  gf CPAS arid that op:o;natiists villi exercise aqmi diligei7ce 

v ~ i l h  TPAs. H3A lotes that malpractice occurs among 3 p " ; l h a ~ s ~ ~ 1 3 ~ i ~ i ~  as weli. 

HOS in ,genera! is skeptical about ?he purported low rate of comp!ications in TPA 
slates. One source takes ihe posifisn that opth?haimciogisis are cu:bing the apparent 
optomtry maipractice rare, as tvhen an opiomeiry patient is irnpropsr:y treated; the patien: 
will go to an ophinalrnciogist to be ccisd, i t  would be ether be unlikely that a !3w suit against 
the sptornelrisi would be filed, as the patient, being cured, would nave little o i  no damages. 

WOS cites the Batteiie s i ~ d y 8  for the proposition that optornerrists in ihe stiidy Tailed to 
detect forty percent of post-operative conp:ica?ir,ns foliowing caiarac? surgery. 

WOS counters the 'Wisconsin success story by citing an evaluation of the reports by a 
Wisconsin ophthairnoiogis? wno f ~ u n d  thai in one report, out of 725 applications, 65 o i  these 
involved inappropriate use of TPPs: 



(i Use of glaucoma redicat icr~ to treat conjunctivitis 

1 Use oi  tranquilizers :o treat ccn!unc?ivitis and episcieritis (eye i~f iammaticcj  

s Use of antibiotics to Treat glaucoma (an eye disease reialsd to high pressure) 

Other reports aIsa showed 9:rors. such as inappropriate Therapy in hail or more of the czsas 
of narrow-ang!e glaucoma and inierstitial keral~tis. These allegations are discussed rn more 
detail in cl'apiar 4. 

HOS also included a letter frsm an optometry ~ a i i e n i  on Kaiiai whose eye condrt!on 
was misdiagncsea and became much ~ ~ a r s e ,  to the noinl where her eyes hurt so mucr frat 
she eccn.Aled an ophiha!moioyis;; wh3 diagncs36 her  with papillary conjan~:ivitis that needed 
steroids: anttbiclics, and anti-inilammatorias to oe trezted successitiiiy, 

HOS also inzluded a v:deolape taker from a Cailiornia hearing on a TFA bi!!, ieat~ i r i rg 
the testimony of an .cjp(irhaImolcjg!st from North Car~oina on malpractice by Dcisi-;!:islS cli 

which he has $ad persona! sxpei!ence, 2s well as several patiel l interviews were v~cr'vs 
of improper diagnosis an3 iieaiment by optcrnerrisls. 

c. Commentary 

Soronetrists counter HOS's rebuitai of the W~sconsin success story Sy taking ;he 

positions that some patients were being treaies? for more than one cc~d i l ioc ,  and "regre?iuliy, 
it soi-e:lmes made it z p ~ e a r  as though !he ~ 1 3 n g  7iedic;ition was prescribed for tha 

c o ~ d i ? i o n . " ~  

As far as ;he Batteiie study that i;uipoi:ed to show !hat optometrists failed ?c diagnose 
forty percent oi posr-cataract complioaiions. I ?  is impor!an: la note thai, according to cre 
editorial; "The study &?sign . . .  does not enable one tc determine whether i%se ogitcones are 
better or worse than the woijld have been had the same patients had their post-operative care 
managed exciusively by ophlhalmoiogists."~~ The editorial notes that the study, funded in 
part by the American Optometric Association. was undertaken in the hope of allaying quaiity 
of care concerns but "is nore  i~kely l o  fuel i5an calm the controversy about GO-managed 
care."" This is true. 
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a. Hawaii Optornetric Association 

HOA cites a recent study in Honolulu that found that the average cost for a routine eye 
exam performed by an optometrists was $63.27, and for an ophthalmologist, $159.54.12 Their 
testimony refers to but does not cite a study by "Interstudy" that purportedly concludes 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 increased productivity at the time of first contact, 
eliminating the expense of an additionai visit to an ophthairrologist. Vision Service Plan, a 
company that provides vision coverage for sixteen percent of Hawaii's people, testified13 in 
favor of a TPA law, on the grounds that it can improve accessibility and provide subslantial 
savings to consumers without jeopardy to public health and safety. 

On the issue of malpractice insurance rates, optometrists state that, contrary to the 
expectations of ophthalmoiogists. maipractice insurance rates for optometrists in TPA states 
have not increased. Poe & Associates ccmprshensively reviewed seven years of underwriting 
results for optometrists, from 1985 to 1292. and found no increase in TPA states' premiums. 
"'[Bjecause claims and premiums are so closely related to incidents of harm and injury 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 in!o:mation supplied from malpractice carriers 
(see chapter 5)  and by a letter supplied from State Farm Fire and Casualty C ~ m p a n y ' ~  
explaining that State Farm dropped its optometrist coverage because it did not possess the 
necessary experience to continue writing it.l5 

In terms of anecdota! evidence, one optometrist cited the case of a patient whom he 
diagnosed as having "red eye.'' jconjunclivirisj. He told her what medication would cure itl 
but had to refer her to an oph:ha!moiogist tor tieatment. The ophihaimologist did and said 
the same things and gave the patient the prescription, at a cost of $75, almost three times 
what the optometrist had charged. 

b, Hawaii Ophlhalmologicai Society 

MOS testimony takes the position that, as all Hawaii ophthalmologisis participate with 
HMSA and !he majority participate :with Medicare, and that reimbursement rates are set by 
these companies per service, not according to category of provider, no cost savings wiil be 
achieved as optometrists will be e~t! i ied ;3 the same rejmo~ir~emenl that ophihaimoiogists 
are, This implies that optometrists, i i  given the ability ?o raise their rates, will in fact do so. 
WOS states that misdiagnosis iviii also increase costs, as corrective therapy wiii be needed to 
compensate for delayed diagnosis and improper treatment. 
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WOS stares that the Chubb insurance company dropped optometric coverage due to 
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 just 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 ophthalmologists, due to increased claims for glasses and contacts by 
optometry patients. 

HOS cites the Minnesota Academy of Ophthalmology report, as discussed in chapter 
5 which states !hat recommended giaucoma maintenance treatment by ophtbalmoiogists 
would cost $172 per year, while recommended treatment for the same condition by 
optometrists would cost $272, $100 more 

HOS also 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 plan 
members and providers, 

c. Commentary 

It seems to be the case that in Hawaii, at this time, ophthalmoiogists charge more for a 
routine exam than do optometrists. Whether that price differential would remain for treatment 
costs is implied, but not proven, by HOA. Whether tne costs would be different for employers 
and governmentai programs is not clear. If it is true, as implied in the HMSA letter, that more 
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 :hat "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 ophthalmologists, insurance companies are notoriously 
conservative when it comes to their 'own risks, and it is more significant that they have not 
seized upon the possibility of optometric error to raise rates. 

3. Need 

a. Hawaii O~tometric Association 

While not addressing the issae 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 to provide 
immediate services to those who may not want to or be able to pursue a referral. The Dean of 
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the School of Bprarnciry at !he University of Galiiornia at Berkeley staled that :i is "n4alL 
known among health care providers that patient compliance is r-iativeiy goof  and ?ha: 
patients for whom a referrai lo an op!ithairnolog:st is made may no'! go. especially i f  the 
condition is pain-free (such as giaucoma). i f  immediate care is availabio t h i o~~gk  an 
optometrist, patient compliance could increase, 

Another is ?tie issue of accessibiiity and avaiiabiiity. One local study indicated ihai a 
routine sxaminatian appointmen: can oo scheduled ir 3.62 days with an optc;rnei:!sannC 7,08 
oays with an ophihaimologist. I: is suggested that optometrists' hours are more convenient 
for palenis. One opt3rnetrist in Kaneohe restiiied that "i works "~00~1der3Siy later" than the 
ophthalmologists in Kanaohe, who wii! not see patients later in the day and refer them to 
emergency rooms. This forces the patient to make a minimum 01 three visits, including one 
emergency room visit. 

.4 W3ianas Coast optometrist notes rha! there are about 40.000 people there, and only 
one op!ithairnologrs!. who works three days a week. 'Idany times" he has nad ?o refer peopie 
19 tne Wacarae Coast Cocrpre%nsive Health Center or have then wair unrii the 
optithaImo!og~st ie idr~ed.  

A letter was aiso received from an optometrist in Kaiiua-Kona. who says that for 
referrals he has io secd people to the emergency room or to Waimea. "fty miles away. 

O%Js- ?OC pecple signed a petition ir fator of last year's TPA bills from the Big Island, 
svsr 1:SC from Daku, and over 5C from Mail .  

Letters from this* patients wers i,?cicded who seeded a refeirai fnr pick $ye 
diagnosed by their opoms l r i ~ t s~  who had to wait lo get an ochihaImology appointment fa: the 
same diagnosis and lreatnv?n?. 

A i e s ~ I u i i ~ n  of the American Puhiiz Heail? Associaiion, a national organization oi  
seventy-seven health prohssions and 32,000 members, was a!so cited. This resolution 
encouraged state iegis!a?ors to grant therapeutic priviieges to optometrists. 

One last argument unaer this heading is the argument that if Hawaii continues to resist 
a TPA law, the brighter optomeiris!~ will refuse to return to Hawaii but will remain on the 
Mainland in a TPA state where they can exercise their full training. The implication is that 
only those who could not cope with the demands of TPA practice w~ l l  end up in Hawaii. 

b. Hawaii Ophthalmological Society 

Testimony was ieceived from Hawaii ophthaimoiogists stating that before a TPA 
statute is implemented, optometrists are obliged to prove that there is a need for the change 
and that the change will not present any geater risk to the public relative to current 
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standards. "hey allege :pat a few .days extra piail for routhe appointment aoss not eq-ai 
iaci. of access to Quality care, aqd iha: oph:ha:rnoio.gisls are avariabie Prreniy-f3ur hours, 
seven days a week for emergencies. In addition, hundreds of physicians all over the State 
are capable 6: providing basic aye treatment -- family praciil!oners, general practitioners. 
internists, and pediatricians -- i f  an ophthalrnoiogisi is no? available. WOS also stated that 
oph?"?h-no;ogisis have ooen pracrices !n Wa!anae and Karlua-Kona, the trnio sires mentioned cr 
earlier testimony as being dnderserved areas 

One Qocnor iis:ed some exanpies of haw sys:e~:c diseases can masquerade as eye 
problems: a tired glaucoma patient whose lack of sleep is due :o heart failure caused by h!s 
eye medicaiiorr; a diabetic patient who meniicns he has put on weignt, when rne cause is 

. ., water reieniioc diie to d:abetic kidney rai.ure; a supposed stye that is realiy cancer ,el the 
eyelid: and simple ''pink eye" .n a ~zewbom ?her is actiiaiiy a bacteria; eye infection caused 
during birth. The tes:imony intimates that optomet;ists iack the ability to ciiagnose these 
hidden ailments. 

HOS subrni:ted lne 1007 sunset audit of the pennsylvania board of ~ p t o r r e t r y ' ~  
performed by the Legislative Budget and Finar?ca Coirmitiee. Pennsylvania is a DPi stale 
whose ophthaimoiogists have led the effort to defeat several TPA proposais. The a d ?  
reviewed the issue oi TPA cerlif~carior an6 rejected it. ciiins past 6poosi:ion by the Secretary 
of Heailh and curieni opposit!on by the Sec:e?ary of Agicg, The alioit noted that 
Pennsylvania had a relatively n ig i  neicenrage of oph~hairnoiog~sts, roughly i to wery  15,Ej:GG 

residents, who are rela?ively widespread, [in comparison, :he ratio of Hawail's eighty or sc: 
civilian ophlhairnologists ro the total po~ulai ion of residents. exc!uding mi!i!ary rni?mbers arc? 
[heir dependents, is app'ox!ma?eiy ? to :3,230.'7 ! The audit staffers found it?lt:  indlca::on 
that accessibiiity was a orobiem, la terms of cost-effectiveness, while optsmc-trisis did bill ai 

a iowei ra?e, the audit found that casts would probably rtse i f a  TTPA bill were :o be adocted 
Training a?d !esiing was aralber issus: the audit staff was presented ivitn conilict!,ng 
evidence bel;.ieen Pennsylvania optometrists a" opp";thalmoiogisrs. and ths audit ga f f  
concluded that they were unable t"ie indapendentiy determine ininether ihe training was 
sufficient. 

Attacked as Appendix B to the repor? was a summary of the 1985 Sunset Review 
Conclusions of the Pennsylvania House Committee on Consumer Affairs on a TPA bill. The 
committee found that (1') it was not presented with evidence ?hat the current situation in ar?y 
way impaired :he visual health of its residents, (2) there is no substantial need for a TPA bill, 
and (3) there was a !ack of proof that an any increased public benefit would be obtained. in  
the Cernmi!tee's opinion "many licensed optometrists are no? in any way qualified ?o use 
therapeutic drugs in the course of their practice, nor that even recent optometry graduates 
received sufficient education to use TPAs independently." 
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e. Commentary 

It seems that a TPA bill would promote a certain degree of convenience, but whether 
this constitutes a genuine need needs to be determined by the iegislature. 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, 
all 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 level 
program. The three schools in the western region receive WlCHE (Western Interstate 
Commission for Higher Education) funding for qualified students from Hawaii. According to 
HOA, nearly ninety percent of entering optometry students have a bachelor's degree, and 
their average college grade point average is similar to students entering medical and dental 
school 

In terms of pbarmaceuticai training, optometry students average more than one 
hundred lecture 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 medica! and dental students. Optometry students receive 
significantly greater training in diagnosis and treatment of eye disease than do non- 
ophthalmologist physicians: general practitioners, family practitioners, and pediatricians. The 
average optometry cur:iculum includes over five hundred hours in classroom and laboratory 
study of eye disease differential /sic] diagnosis, treatment, and management. Extensive 
lectures on systemic disease and ocular manifestations of systemic disease are included, 

In terms of clinical training, according to HOA, today's optometry students average 
more than one thousand hours in clinical, hands-on training specific to eye disease diagnosis, 
treatment, and management. The training is ciosely supervised by oph!hairnologists and 
TPA-certified opto~etr isis. All fourth year students perform clinical intern training where they 
individually examine. diagnose, and make treatment decisions. HOA notes that expansion of 
the optometry curriculum in this area has evolved over the past five to ten years. 

HOA notes that, to be licensed in mos? slates. including Hawaii, the National Board of 
Examiners in Optometry exams must be passed, which includes the National Board exam o r  
the Treatment and Management of Ocular Disease (TMOD), which many states require for 
TPA credentialling. 
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As far as education for oider licensed optometrists, HOA states that ?heir TPA 
certifica?ion wiii necessarily involve significant continuing education lectures as weli as 
additional hands-on clinical training, 

To summarize, HOA takes the position that today's optometrists are well qualified to 
be a primary care eye health provider, enhancing efficient, quality, and effective eye care 
delivery. 

HOA supplied ietters and testimony from optometry schools, optometry professors, 
and recent optometry graduates to bolster their position. 

Testimony was inciuded from the three WlCHE schools thai train many Hawaii 
o~tometrists. 

The dean at the University of California at Berkeley optometry school (UCB) says that 
their curriculum is "rich in biological and medical sciences, involving extensive patient 
encounters for both eye disease and eye complications of systemic d i s o r d ~ r s " ~ 8  The UCB 
curriculum provides an education "comparable to that provided to family practitioners, 
dentists, and godiatr~sts." 

UCB students spend over 200 clock hours in lectures and laboratories in systemic 
disease and ocular manifestation of systemic disease, "close to" 300 hours in ocular diseass, 
and more than sixty hours in general and ocular pharmacology. 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 detectio?, evaluation, 
therapy, and management. UCB also speaks with pride of its faculty. 

The President of the Southern California College of Optometry states that they hate 
the most extensive clinical program in the nation, with eighty-four clinics in twenty-four states, 
includi~g each branch of the military, U.S. Public Health Service. the Veteran's Administration 
(now known as the Department of Veterans' Affairs), hospitais, and others, with patients with 
a much higher incidence of health and eye problems than found in the general population. 
The curricuium includes 290 didactic hours and over 1200 hours of clinical training.19 

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 
empitasized in this curriculum. In a small personal survey of non-ophthalmologist MDs, he 
found that they had had one to three weeks of medical school devoted to the eye, while in 
comparison, the entire four-year curriculum at optometry schools is devoted to the eye. in his 
personal experience with TPAs, he has seen very few significant side-effects from the drugs, 
mostly just mild allergic reacti~ns.~o 
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HOA also cites a ieller" from a medical doctor on the staff of the Pennsylvania 
College of Optometry since 1979, which s:a?es that "[wjilhour a doubt", optometrists are 
prepared to diagnose and treat. 

An associate professor of medicine at the University of Connecticut Health Center 
states that their residents are trained under the supervision of optometrists due to their 
exce!lent standards of care, practical knowiedge to be gained, and proper use of specific 
rnedication~.~2 

A :993 optometry graduate "ram the University of California at Berkeley listed his 
lecture ccurse: ocular anatomy; general and ocular pharmacology: systemic disease; 
fundamentais of ocular disease oiagnosis; ocular manifestations of systemic disease; and 
basis, recognition, and management of ocular di~ease.~"ihese courses were thirty percent 
of the lecture course requirements for g:aduation. 

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 mostly of those 
seeking basic vision care, such as contact lenses; giasses, and vision therapy. Some cases 
included eve disease. 

In his fourth year, this doctor completed about 1400 hours of work in four clinica! 
rotatior;~: 

(1) Sixteen weeks in clinics in and around the Berkeley campus, such as the 
Primary Eye Care Clinic, Low Vision Clinic, Contact Lens Clin~c, Binocular 
Disease Clinic, and the Ocular Disease clinic. The doctor states that these 
rotations did include the detection, diagnosis, and treatment of eye disease, 
although the extent to which the last was possible is unclear, as California is a 
DPA state. 

(2) Eight weeks a: 0311 Kncil Naval Hospital in Oakland, California, with patients 
presenting a wioe spectrum of primary eye care conditions. Since this is a 
naval facility, the doctor was allowed to treat as well as diagnose. 

(3j Eight weeks at the Western Center for the Rehabilitation of the Blind 

(4) Ten weeks at the 0mni Eye Specialist in Denver Colorado. (Colorado is a TPA 
stale). This center did not provide general eye examinations or glasses; rather, 
it provides a11 levels ofeyye care to patients referred by optometrists, 
cphthalrnologisls, and physicians. His responsibility was to see all patients 
initia!!~, to examine, diagnose, and formulate a treatment plan. Ninety percent 
of the patients he exarnired had eye disease which he he treated under the 
guidance of an optometrist 
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HOA also included some rather out of date articles that show parity ?n classroom 
pharmacoiogy hours for medical and optometric students.24 

A 1983 article comparing pharmacology courses for optometry and medical students at 
Indiana University25 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 are 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 pharmacology lectures and twenty hours of clinical 
pharmacology 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 UABI and the clinical courses are taught by 
faculty 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 letter from the Dean of the School of Optometry states that 
optometry and medical students take the same class in physiology and neuroscience, and 
that the deans of the schools are meeting in an attempt to consolidate other basic science 
courses.26 

There is an undated, unidentified piece of testimony entitled "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 students have their undergraduate degree, while 
only eighty-two percent of medical students do. The previous testifier stated that medical 
school provides 5200 "contact hours" of training, but less than ten hours of lecture on the 
eye. In comparison, UAB students receive over 1000 hours of lectures on the eye. He 
attacks the long 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 to 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 



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAII 

administering TPAs under closeiy-supervised instruction They claim that opiometric 
education is deficient in this la:ter aspect, 

One ophthalmologist framed the issue as a matter of developing clinical judgement, 
which is the ability to weigh the symptoms, signs, and history of a disease, to 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 patients: years that optometry students do not have. 

HOS submitted a letter from Warren S. Chernick, professor and chairman of the 
department of pharmacology at Hahnemann University in Philadelphia, in which Dr. Chernick 
stales that while his department gives "an excellent course" in introductory pharmacology to 
the students at the Pennsylvania Coi!ege of Optometry, the course "does not compare" with 
the course given to rnedica! srudents at Hahnemann University.Z7 The latter course involves 
small conferences, workshops, and highly intensive student interactions, while the former 
consist just of lectures. In addition. Dr. Chernick states that therapeutics, the appiied aspect 
of. pharmacology, is a step-by-step process ihat merely begins with course work. The 
essential education occurs in clinical training throughout the residency program. Dr. Chernick 
concludes that "it would be undesirable to aiiow optometrists to dispense drugs under the 
present circumstances." It shouid be noted that the date of this letter is August of 1990. 

HOS also submitted a copy of testimony f ro~n 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 ophthaimologist. Dr. Schwartz has experience teaching both 
ophthalmology and optometry students. He stated that at first he did not want l o  go to 
medical school as he felt that training would be redundant, 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 optometrist simply does not know how much he does not 
knov;." Dr. Schwartz added that, while training optometry students in 1983 and 19E4, he saw 
at least one misdiagnosis by optomelry students at forty-two percent of his teaching sessions, 
and of that percentage, sixty-four percent were very significant misdiagnoses that could have 
led to serious loss of vision. He notss that the majority of students saw only between 300 and 
399 patients in a clinical setting, and that very few of these patients had eye disease (it 
appears that most were seen for $ision correction). Dr. Schwartz contrasts this experience 
with ihat of a first year ophthaJriroi3gy resident, who sees 547 patients in the first six months, 
ninety percent of whom have eye disease diagnosed and treated by the resident. ihioughout 
the three year residency period, residerts examine, diagnose, and treat an average of 3786 
~atienls, with some programs going up to 7000-8000, or even up to 15,500. Dr. Schwarlz 
adds that a "bare minimum" of 2700 patients with eye disease should have lo be seen by 
optometry students in order to have parity with ophthalmology residents, 
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cites the Office of Te~Pno i~gy  Asee~~rnes i  (a staff agency of the United Stales 

Congress) report discusse:: in cnapier 4, and compares the educat!onai requirements (see 
Appendix K far text). Empbsis is focused an patient cn:a.:ts of wvch  tile ophthaimoiogy 
resibect a? Wills Eye Hospital had the lion's share, sesiny a mifiirnum of 15,000 patients with 
eye disease. vihiie ?he Pennsylvania College of Optometry requires only I200 patlent 
conla.cis. and only s ~ m o  9i these have aye disease. 

Dr. I n g  c h a h a n  of the Ophthalmcicgy Department a: the John A, Burrs School of 
Mea~cire stared ?ha; an oph;bai,voic;gisi completes 3335 hours of seeirg patients in qedi-zai 
schcai and adds another 2530 hours as an Intern. As a res!do?t, ih; ophlha~moiogistrn^nusr 
have c3ntact with a; least 3000 pa!lan?s vilti; eye clis?ase in order f3: ?hat program to 59 
accia3irea. There is no minimum required for program accreaitaeien in optonetry Dr. ins 
cites !he case of a two-year 310 wrcse eye prcjblem was diagnosed as drifrng eye -- and rot 
referred -- by an optomeirisi. By :he time the mother Drought the girl !c see ap 
opl-ilhalmoicgisi, sne was blind, boih eyes filled with ~otentraiiy lethal eye tumors. 

o Commentary 

i k s  iP.A issue has Se5n in existence oa:icnally for r a c y  y?ars. and earlier 3.;s,tio.-s 
, , 

by c~i-lhairnalogi$fs "eaviiy crilicizc?a t& lack sf i;hzr-.lac;&-a! educai i~n. The optor?S:v - 
schoels lisrened. ann has gradsail) impr3ved !heir r;;rVi~uicrr: hours .r ,  ;bet area I hcr 
oph;hal,mciog!sis criticized them for !he!: izck cf clinical edu$ai;ion. (3c t~re! iv  S ? ~ C I S  

respcsder: by increaszq their cl i r~cai ncsrs; aca by making arrangements icr their s:dde:ls 
, . lo train either in a TPA state s r  at 3 mil;:zry or cti-e; iaciiiry \.;here they ~.ioa;d gain TFP 

expef8encs. It Seems ciea: isa! "prometry students' RoGrg .go no; appraci: :ka! =i 
ophtnalrnoiogy res~der,?~, ace .-evep C ~ I U ! ~ ,  i s  op%lhe!noloaists - are in "a:+l;g for a r  
adli:ior;ai four years (four years cf medical scbco! uins oq?e year ofinisrnspirj pius !brae years 
c;hasidc;cy). However, as optoneiw ,zon:inues 10 conve ip  on 3p"kaimc!qySs i;rlte:;a, :I 
becomes more difiicuit to claim :";t they ars eritiieiy iacl;lng in the sbiiis 13 administer a! !eas: 
some TPAs for some cendit:ons, This is a d;fficalr area lo* a layperson to evaluaie. 

5. Military and Oiher Federal Agency Usage 

a. Ma'iaii Optornetric Association 

Dr. Marvin Baum, a retired military optometrist with the United States Air Force, 
testified tha? during his time in the iniiitaiy, which included seven years stationed at Hickam 
Air Force Base, he was credentiaiec! to use TPAs independently and without supervision.29 
Dr. Baum is now a civilian optometrist, and slates that in his eight to nine month practice 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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Dr. Baum explains the military two-tier system of eye care in Hawaii. Five oiriiying 
medical facilities (Hickam AFB, Schofield Barracks, Barbers Point NAS, Kaneohe MCAS,and 
Pearl Harbor) provide primary medical care. TPA-certified optometrists are stationed here, 
and military ophthalmologists are stationsd at Tripler and are available for referrals to provide 
secondary (serious eye problems) and tertiary (surgery) eye care. 

Dr. Baum states that initially ophthalmologists and other physicians supervised and 
counter-signed optometrists' work. There was a transition period during which optometrists 
kept logbooks of their work and agreed to peer and medical reviews, but at present, TPA- 
certified military optometrists are credentialed to independently examine, diagnose, treat, and 
manage eye disease and conditions within the scope of their credentials. 

Testimony was also submitted from Col. Lawrence D. Hampion. U.S. Army, Chief, 
Optometry Service, Tripler Army Medical Center.S0 Col. Hampton states that optometry 
clinics are prirnary care clinics, and that optometrists are ailowed to treat patients if the 
treatment is within the scope of their credentials. He notes that TPA powers under combat 
situations are greater than those in tixed-facility hospitals. He supports TPAs; stating that any 
patient who can be treated at the prirnary level saves the cost of a referral. Credentialed 
providers uadergo periodic reevaluation and must request renewal of their privileges as a 
quality control mechanism. 

A memorandum from a federal civil service optone!rist at Pearl Harbor was also 
received, He is credentialled to prescribe numerous topical drugs, including antibiotics and 
anti-histamines, and also some oral drugs, notably antibiotics. He states that he works 
in depend en:!^, without the supowision of an ophthalmologist, and that non-ophtha:mologist 
ghysicians refer patients to him for treatment. The benefits of this system are immediate 
access to care, decreased time-off for the patients, a significant decrease in workers' 
compensation costs, and cost-effective quality care.3' 

The staff opiometrisl with the Veterans' Ai?ninistraiion Medical and Regional Office 
supported a TFA bii!, noting that he has independent prescribing and treating privileges. it is 
also the understanding of !he Bureag that TPA usage is allowed for optometrists in the United 
States Public Wealth Service and ihe Indian Health Service.32 

b. Hawaii Ophthaimologicai Society 

HOS testimony takes the p ~ ~ i i h n  that military bsage ~i TPAs is done for expediency's 
sake; to assure adequate eye care despite rnanpowgr shortages, budget cuts, or national 
emergencies. The testimony adds tbar. in the civilian sector, where there is no dencnslraied 
need Lo lower the standards of medicaai care, a medical degree should be the minimum 
qualification to practice medicine. 
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A iet;e: from Anthony P, Maityak, M.D., former Chief of Ophihalmc!ogy a: Tricler Army 
Medical Center for fourteen years, $:o?o~ that, contrary lo oplcmei:ic claims, .miii:aiy 
optometrists do not operate independently, bu? function under the supervision of medical 
doctors, either primary care physicians or opht'ialmoiogisis. Dr. Marlyak states that he and 
his colleagues experienced delay in diagnosis, misdiagnosis, and mistreatment by military 
optomeirists.33 

c. Commentary 

One comprehensive article noted that the Army was the first service branch to permit 
the use of TPAs in 1983." Army medical treatment facility commanders can credential 
qualified optometrists to write TPA prescriptions and treat eye disease. The only limitation is 
the prohibition on controlled substances. Each request must be reviewed and approved by 
the physician in charge of the clinic, the hospitai's Therapeutics Agents Board and 

lon or Credentials Committee, and the hospital commander. There are no minimum educat' 
training requirements. 

The Air Force and Navy regulations are somewhat different. They define the 
qua!i!ications an optometrist must have before becoming credentia!ed. The regulations 
specify the types of conditions that may be treated, The Air Force and the Navy differ on tbvo 
points: the Navy requires an additional step to become qualified, and the Navy specifies the 
category of topical TPAs the may be prescribed withou! physician consul?ation, and those that 
may be prescribed after physiciarl consultaiion, 

Therapeutic credentiailing in the military is noi an absolute: an opiometrists' request 
for privilege to use a particular drug can be denied, granted in full, or granted but iimited in 
some rnanner.35 The article polled all military optometrists, and found that in the Army in 
particular, opposi?ion from ophthalmologists was the primary reason that the optometrist was 
not credentialled. 

The testimony is con:radiciory as to whether optometrists in the military use TPAs 
independently. The Bureau contacted the current Chief of Ophthalmoiogy at Tripler to 
ascertain whether or not optometrists are supervised, as alleged by Dr. Martyak, or function 
independently, as alleged by Dr. Baum. The Bureau was informed that the respondent did 
not believe that he was authorized to speak officially on this topic, and referred the Bureau to 
Col. Frank Lapiana, consultant to the Surgeon General. Colonel LaPiana stated that he was 
not free to comment on this issue unless permission was granted by his superior officer. The 
Bureau appiied for such permission but had received no response at the time this report was 
finalized, 



FEASIBILITY OF A THERAPEUTIC DRUG LAW FOR OPTOMETRISTS IN HAWAII 

Two publications by optometrists have raised a huge amount of debate. The first is a 
HOA newsletter 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 newsletter of the Hawaii Optometric Association (HOAJ was 
included in the materials sent by the HOA,36 and its focus was on TPAs. Tine newsletter 
alleged that TPA legisiation will heip Hawaii residents by providing ( 7 )  quality care, including 
timely diagnosis and treatment by certified optometrists; (2) cost savings, based on lower 
charges by optometrists, no diipiicaiion of exams, Medicaid and Medicare savings, and lower 
emergency room costs; (3) time savings, as there will be a shorter wait for routine exams with 
optomelrists; (4) safety in the form of extensive hands-on clinical drug training; (5) easy 
access; and (6) overall efficiency. 

The newsletter contained a chart showing that the average cost of a routine exam in 
Hawaii is $63.27 for optometrists and $109.54 for ophthalmologists, and that the earliest 
routine appointment was 3.62 days for optometrists and 7.08 days for ophthalrnologi~ts.3~ 

The newsletter also !ncluded an article on military optometrists, who are permitted to 
handle ali primary eye care at military bases in Hawaii, including TPA administratiori. 

The Hawaii Ophthaimological Society (HOS) sent the researcher a seven-page 
memorandum attacking the publication on several grounds.38 HOS states that the term 
"quality of care" is not defined by tiOA, and that true quaiity of care -- safety -- is determined 
by education. HOS states that an optometrist can start uns;ipervised solo practice in as little 
as six years and that in comparison. an ophth2im0logi~i takes twelve years to reach the same 
point. In addition, forty percent af a!! ophlha!moiogists go on to complete a fellowship, 
another one or two years of clinical training. 

HOS alleges that the residency referred to in optometrist education is not a required 
part of oprometric training, that only fiv8 percent of ail graduating optometrists actually do a 
residency, and that this one year of cpt3metric residency is not comparable to the three year 
residency required of ophihaimologists. 

HOS says that :ha charts in the nev*.sle?ief showing that ?o?al class hours in 
pharmacology in optometry schools is 700.75 hours, whi!e the same figure for medical 
schools is 93 and denial schools, 65.29. is not t h e  key determinant of compe?ency in Inat 
area. Ratner, a pharmacology course is a "rudimentary skeleicn" to learn about medications, 
which is expanded on in "countless hours'' on hospiiai wards as medical students, interns, 
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and residents, Pharmacists. HOS points- out, is the group with the greales"r;?nber of 
ciassroom hours on drggs. yet pnarma-sists do nai seek pfescripiia:: privileges. 

HOS ciairns that op:ome:risis miss out on training icr systemic diseases, such as 
congestive heart failure, which can be precioi?ated 3'J a commonly prescribed eyedrop for 
gia.icora. As medical doc?srs, ophthalrnciogisis would kriow what steps Lo take if ?his 
occurs, bi;: c:-- ,188,da cp:orneirists lack this training. the viaraicg e i gcmay  go unr9iognized and 

untreated 

H I ~ S  also a a a c s  ;he elaim of q j t o w ~ t r y  !hat advances in c?ptorni?ri;c education have 
. . 

giver; rf,em ;in e.q_;i.~alon; amo-n? ei hands.cn ciinicai ira:T;ing HOS osi i i t~ c ~ t  tqa! prior :a 
1990, thirteen f [he s~iitscn schools of optometry tve-6 io~a lcd  ii? con-TPA slates, ani: ?ha; 
Paday, 31" of ti-89 slxtaen are located r ?  non-*PA sra:es. HOS caclcnds ',:ha v is;  
majority 3: op:~.metris;s today, wnc primarily exist in indcounden; 9:ivaie ~ i a c l l c ~ .  nave hat 

little if 3r;y direct respo?sibiiily for gi.;ing drugs lo pallenis wi!"serl~us diseases." HOS als: 
attacks a i?;;i miiiiarj. oplnme:risis ha-9 treated 2at!mrs !n&p"ndently s t ~ ! i - i  fro 

sign!ficacl problems, ai-r the difference ai  isini-irs -era may bs hassS 317 ~ a r ~ i i r f c s  and no: 
a true d !~~repancy .39  

HOS a!so points out that orher rcedrca! dociorc are available throughour the 35:~ whc 
cac perform primary medical eye cars. HOS is attJ;.rare of no written cornaiaints docurnen?ing 
lack of azcess in either reutine or emewgenc)y ~ i : ~ a ; i r n ~ .  

HOS aita,:ks HOA's statel-ert that 3s oplametrist~ fees are about twevty tc :"rirty 
percent less ihav those of ophthaimoiogisls, casts for sye care will be decreased witn a TPA 
bill, HOS (1) cites the Abf report (discussed in more detail in chapter 5) which found :ha?# 
over 3 three-month period. optometrist claims were greater than those of ophthairnolcgists; (2) 
cites official aph?hairnoiogic andopptornetric publications on the elements of appropriale 
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glaucoma maintenance, in which the to?al cost is $300 mom far the proposed optornetric 
treatment; (3) points to an increase in Medicare payments for optometrists instead of the 
optometrists' predicted decrease; and (4) attempts to refute a study on alleged high 
emergency room costs in Massachuseits, a DPA state, HDS aiso cites the WMSA ietter 
discussed in more detail in chapter 5, 1 -  which a senior vice president states that the addition 
of providers generally results in increa' I plan costs to members and their employers, for the 
proposition tha! a TPA law will increas. :sts !a patients and their employers. 

HOS's last pornt is tnat the TPA law is being requestea by optometrists, not members 
of the pubi~c 

b. Barresi Article 

A 1993 article, "Cost Control Benefit of Therapeutic Drug Authority for Optometrists," 
by Drs. Barry Barresi and Mort Soroka, frequent contributors to the field, states seven bases 
by which ?PAS contribute to lower costs," Their first point is that optometrists are the most 
accessible primary eye care provide:: more than two-thirds of primary eye care services in 
rho Unite:! States are provided by doctors of optometry. Optome~rists are more widespread 
throughout the country, especially in rural; areas, They cite to studies showing that waiting 
time for a primary care appointment for an optometrist averages less than one weekt while the 
same wait for an ophthalrnologic appointment is more than three weeks. Moreover, three- 
fourths of optometrists offer primary eye care services on weekends or evenings. while one 
one-fourth of ophthalmologists do, 

They state that optarnetrisis and oph:halmologisls are "market equivalents" in eye 
care. By this, they apparently mean that TPA optometrists provide the same services as 
ophtnalmoiogists and can heip shift eye care services fiom emergency rooms and hospital- 
based physicians lo  optoneirists. They stale that this condition cuts into the demand for 
opnthaimology services. 

Another ground cited iavorabiy is that treatment upon firs! contact with a patient with 
eye disease reduces cos?ly duplication. Patien?s do not have to be referred to a generally 
more expensive ophlhaimo!ogisa but can be treated cheaply and immediately. The article 
cites ?he Wisconsin experience in which 12,702 administrations of TPAs by optometrists were 
made and only one percent of the cases needed referral to opht"raimoiogists. Prior to TPA 
laws, ali of these cases vd0uid have raquirei? referrals, The repail also claims that an anaiys:s 
of Medicare claims data shows a grefsrtnce for optormetric services over ophthalrnoiogic 
services. 

Ao3:her pcin! ass9rrec was t h a t  opronetrists cliarge lower fees than do 
oph.i?nairnciogis:s and emergency rooms. One 1989 srndy shoived that ophthairnoiogy fees 

? were foriy-fi~ie percent titghe: than those of oph!hairnologiStS. i he article alleges that 
payments Lo opxlhalmologists under goveinmeniai programs such as Medicaid far exceed the 
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fees seheduies !or opfaft;elris;s. 1-176 that ool~meir is?s Criarge a ic;wei %ee fa? the Sans 
procedure code. The article mfrjtes ine notion that 3 IPA iaw wiil encourage OplOmi?WStS to 
raise their fees. Another study by :he authors showed no stetisiicai:y significant 6:ibe;encas i-, 
Fee trends for TPA as oppased to :on-TPA licensed optornetilsts. The article !coked at 
emergeccy room f:ea?nient in Massachusetts, a ncn-TPA slate, and found lhat three percent 
3f  is!?^ for ~upei i ic ial  eye problems :?iouid have oeen treatable by apiornelris?s in a TPA 
state 

The artiicis nc.ies :hat ~ roc 'p t  treatment aften lowers :he total cost of treating an 
illness, and. especiaily in the cases of 8r!fiavma!cry and infectious disease, the sr?o-,er ?3 

medicine ~s administered, the lower the risk 13 complica:ions. 

Another go!nl raised was that TPA use lowers the patient's ou: of pocket expenses. 
including savings 3n travel l i m e  The article states lhat on 1991 Oregon repor? found that 
seventy percent of ail optomerrisis accepted Med.caid pavement. as opposed to eleven 
perceniooi ophihalrnologists 

The articie's last goin: v~es :hat canaged caie system recognize opiorneirisls as ccs:. 
effective. The article also iei'srates ths pdlcy of r"? American Public Health Associatic-, 
(AFHA), which adop:ad a r c ~ o l u t ~ o n ~ ~ ; ~ n ~  state eg!slatuies to allow the use of TPAs. 

HOS vigorously attacks rear y every point made i: this article. HOS counters t l e  
Wisc~nsir? experience with a revleiv 31 that report by a '$iisco--' ,~~;ii ( jp / - tha /m~Iog~~ t  'ndrcatii;; 2 

?u,qbe: of cases were "?reared" with drugs t i a t  are 1reif9ctive for that particular ~ ~ n d l i r ~ " .  
The aphr';aimclogis: aiso noted lh2l :ha iepoiled adversa ieacr'cn rate was less l 5 i r  one 
percent, which raises. according lo  them. questions about the accuracy c i  "he iepcr?; as the 
iep~:i& rate of adverse reactions for those rnedi~a?ions are a! least several i i ves  hisher ( t h s  
~molicalion b e i q  ?he optometrists sar missing. and thus na! ;?sating, theso adverse 
veac?ions:. I: is also meqtioned !ha? g:aucona is qe-iei "resaived": it is a chronic diseasas 
:ha? can be staSilired, not made :o disappear. The face thai thirty-nine of ?he glaucoma r,asgs 
were listed as "resolved" indicates e~ihsr a lack of unders?andong about what glaucova is or 
inaccuracy in reporting. 

The rebuttal attacks the !owe? cost argument by stating that the op?omesris;s !use 
unequal price comparisons, aed load up their routine exa-ms with routine visuai i i t lds 
examinations way above the baseline established by ophthalmologists by a 4 l o  1 ratio, and 
thai they perform color vision iesting. fundus photography, visual field testing, and color 
vision testing at much higher rates than ophlhaimoiogists. 

The rebiilial also al!eges tha? i i  is an incorrect assumption that lower optometric fees 
will persist once optometrists are given TPA privileges, as they will be entitled to the same 
rate under Medicare as will ophlhain;oIogisis. The rebuttal takes the position that since they 
will be entitled to the same reimbursement rate, they wiil raise their rates to that level. The 
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rebuttal aiso alleges that higher billings by ophlhalrnoiogists "probably reiiec!edw diagnosis 
and treatment of eye disease, so "there is a good reason" to "question the assumption that 
optometrists have provided similar services for less cost in the past." Last, they state that 
optometrists will have to increase their overhead to obtain equipment necessary to diagnose 
and treat eye disease, which will put more pressure on them to raise their rates. 

The rebuttal states !hat questionable diagnoses and treatment are more frequent than 
indicated in the Policy article, and the cost of the "rework" to correctly treat the patient will 
add to the overall cost. 

On the issue of access and availability, the rebuttal takes the position that the 
statistics were based on the time for a routine eye exam, with no apparent problems, and the 
fact that more time is needed to make an appointment with an ophthalmologist does nor pose 
significant health access problems. On the issue of fewer eveniq  and weekend hours, the 
rebuttal merely states that !h$ir data "are over four years old and not reflective of current 
practices." The rebuttal then takes the offensive and states that the fact that there is such a 
short waiting time to see an optometrist indicates ar  excessive number that may tend to 
increase the level of services art! increase health care costs by supplying unnecessary and 
inappropriate services. 

Continuing in the area oi availability, the rebuttal takes the position that the sheer 
number of optometrists as opposed :o ophthaimoicgists should not be decisive; rather, access 
should be determined by :he percentage cf patients within thirty to sixiy minutes of an 
ophthalmologist. However. the rebuttal stales that there is "no data available" on ihat figure. 

The rebuital denigrates :he American Public Health Association resolution on the 
grounds that i l  was pushed through by the vision care section, composed mostly of 
optometrists, in the face of indifference by the other sections. 

The rebuttal also attacks the references cited in the Barresi article on the grounds that 
over half are personal opirions, in preparation, or non-reviewed statements, and ihat the 
remainder are flawed for varlous reasons. 

Summary 

The official positions of the WOS and HOP are sharply divided on the TPA issue, At 
present, no compromise seems in the offing. 

Endnotes 

1. The HOA publication "Vision in rhe 90s" quotes lhe American Optometric Association as defining optometrists 
as independent primary care health care providers. A Kaiser optometrist on Maui stated that she and other 
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ceignb?; island Kaiser pi3d:Iloneis have been pov id i~g  "full scope ocrtomeri:c cafe " including screening for 
ocular cornpiicaiicns of systemic disease. an6 wriling prescriptio~s jco-srgce6 by an M D.). 011 tne oiher 
band, H9S srbm:ts tesl:mony showing that primary eye sari: b j  optometrists is not currently occurring in 
iiaaaii The testimony ~acludas a latter ifom the chief of the oyhthaimology division at Kaiser !ha: stales that 
at presi???. the role ai opi3metrists at Kaiser has been to deteeirn;ne eyeg!ass prescriptions. :it sontac: ienS2S. 

and per!orm basic eye examination tor health maintenance The chief's op:nion ts !n&. if a TPP hill were lo 
be passed, neither current optometry iraipicg continiiing rdticatror courses nor the pass:ng of an optometry 
therapeutic board exam ~ ? u i d  be s~ificieni to ensure that ail optarne!risis would lie ccmpeielt 10 treat A 

"preceptorship" similar ic !hose ?h2t Kaiser uses in ?PA regions Nhich iw4OivoS an exiensive proci?ss of 3X: i i  

ieriiicat#on and refinemei.l. c i~i i !d haw to be instituted 

An oph?haImcicgist at Srauo suhmltrd testimony siatini; ?hat contrary 13 oplomelrist,tss cla!rns c;eiemel:is?s 
at Siiaub perform an initial :nierview and vision exam, biil that an op"rnalrneiogist wiii see the PZItieO! for 
additional medice! h i s i v j  and diagnostic rnedicai exam. Tne doctor slates that "ali Drirnav care is prowded 
by an ophthalmslog~st " 

'"Coogerativa inregration c l  oytonetiy, ophthalmology needed. Leadingham say:' -2:' OpiOmetfrc 
Association NWS Vol 32. No. I 0  (November 15. 19931 at 1 

Galiup Peil conducted lor the American Society of Cataract an6 Refraiiive Surgery, January 1990 

"OD Legislalion May Result in F+?wer Referrals " Oph?halmoiogy Times. 0crot.er 1. 1391 a! 4 

'.How Will Mealth Care Reform Affect Oph!haimology7: Whaleder reforms play iedi! pay - one ~ z y  ~r ine 
oiher " Qphthairnoiagy Times November 1 .  1992 at 99 

See e a, .  >iCS's Leg!slator infirrnati3n K I ~ .  "For Conii;.u:ng Quality Eye Care in Hav4ar1." r h i c i  rellerairs 
:heir mail? minis patient access tc o~hthaimoiogic care is readily accessible (although ne Hawaii lPi.orm2?iior 
is cited) a T F  s:a:ij:a vi.!: i5creaje casts to everyme: pailelxs, Snsurance carriers, a;?d :he gore::lrner?i 
ciptometrists oo nct receive sofficieni medical education or clinical training io diagnose and 'fear eye oiseasz. 
ogr3meiiic p3s:-0pe:atlve care 8s problematic in cataract cases- and that there is a poieniral :isk to Pka plrDliC 

Testimony by Dr. Mark S. Tertija, 0 D .  Presideiit. Hawaii Opramel?ic Association. to Rep Rcberl Bl;nda, 
Heiise Comm8ttee on Consumer Proioction. on H B 2456 '1994) 

Dennis Rw:cki e?. a1 "Patient Ouicornes with Cc-Managed Posi-operative Care Airei Cataract S u r 3 e r '  
Journai of Clinical Epidernloloy. Vol 45. No. 1 (1993) a! 5 reieired :o in the literature as :he Yai!niie sijdy 
as it was done a? the Ba'leile Medical Technology Assessment and Policy Research Center !n %'ashi~grcr: 
n.c. 

Testimony of Dr. Kevin K ,  Lui. Hawaii Optomel'ic Association, to the House Committee on Consumer 
Pioter;iion. on House Bill hio. 2456 (undated) at 4-5. 

Editorial. Earl F. Stenberg. "Do Optome?rists See What Ophthalmologists See When They Look You lii The 
Eye?" Journal of Clinical Epidemiol3a. Voi 46. No. 1. at 3. 4. (1993). 

id. 

Survey Repon. "A Cornijarison Study of Hawaii Optometrists and Ophthalmoiogist." by Joyce Torrey of Joyce 
Torrej Pubiic 8eIations. conducted on behalf of the HOA, dateU October 18. 1993. 
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13 Testtmony of Derise ALbee Regional Manager. Viston Service Plan. addressed lo the Speaker of the House 
of Representatives, dated February 8, 1994. 

14 Lener from John Robertson Dtrector - Underwriting State Farm Fire and Casualty Company to a Colorado 
optometrist, dated November 17 1987 

15. Specifically. the iener stales that State Farm is in general a personal lines insurer, and historicaily has written 
policies with a very low exposure to toss. "When the increase in exposure occurs as a result of legisiation. we 
sometimes conclude. as we hale here. that we just do not possess the necessary experience to continue 
writing ceaain lines While :here may not always be siibstantial actuarial jikstification for this decision. our 
own business judgment is that \we should not nperate in lines where we do not have adequate experience." 
id. 
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Findings 

1. Therapeutic pharmaceutical agents (TPAs) are topicai or systemic drugs that are 
used to treat eye diseases and conditions of the eye. 

All fifty states allow their optometrists to use diagnostic pharmaceutical agents 
(DPAs), which are a limited category of drugs that are used to enable a more 
thorough eye examination, 

There is a qualitative difference between diagnostic and therapeutic drugs. The most 
serious error that can occur with DPAs is that an optometrist will fail to detect a 
disease or condition. That disease or condition will then take its course 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 treatmen: applied, whicl: cac 
exacerbate the condition or disease and hasten its course, resulting in blindness or 
even death. 

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

The main categories of TPAs are: germ-killers, which inc!uda antibiotics, anti- 
infectives, anti-microbiais, anti-iungals. anti-virais, and sulfonamides; anti-allergy 
drugs, the anti-histamines and decongestants; topical anesthetics; anti-glaucoma 
agents; and steroids. 

A significant variance exisls between :he TPA slates as to the conditions 
optometrists can treat an3 :he TPAs they can use. One state apparently permits any 
type of TPA usage, oral or topical; some states permit any type of topicai TPA: some 
states permit selected topical drugs and selected oral medications; and other slates 
permit selected topical drugs only. Some states list the general classes of TPAs that 
may be used, whiie otheis name the specific TPAs. 

Use of oral TPAs, anti-glaucoma drugs, and steroids are the most caniroversiai, with 
many stales limiting =r forSidding their use. 

The states also diifei 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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9. TPA states differ on the degree of competence they expect of ?heir opiometrisrs. 
Some states have instituted a two-tier system, requiring ail optometrists lo become 
DPA certified and al!owing those who meet the qualifications to become TPA 
certified. Some use a three-tier system, which also allows some optometrists to 
practice without the use of any drugs, Other states require all their iacoming 
opiomeirisis to become TPA certified 

t , R Over hali the TPA states have a consultation or referral requiremen! ro an 

o~hihalmoiogist for glaucoma trea?went, for steroid use, or for conditions tha? cia qot 
improve or are beyond ;he scope of the optometrist's ability to treat, 

1 1 .  Tne first state :o allow TPA usage was West Virginia in 1976. Most of ths curre:?: 
TPA stales only adopted their laws since the late 1980s and the 1990s. Ea"iy 
optometric educaticc d!d not emphasize pharmacology. diagn9s2s. or t r e a r r w ? .  
slnce that type of practlce was nor availabie to optornetiisrs. Over !he cowse of t rc  
pas! fiileen years. as the number of TPA states grew. optometry schools h2vo bc?.er 
devoting mwe of ihei: curriculum to classes in ~harma~oiogy and in cr nica; 
programs that give actual practice in detecting the treating eye problems 

12. A minimiim optomeriic educatio~ takes four years, while a minimum cp9lhaimoo~lc 
eci~cation takes eight years: four years of medical school, one ye2r sf i - !~ r?~h ,p ,  
and three years o+ residency. Even with ihe improvements in ostome:ric esucaiion. 
while the classroom hours in pharmacology may be equivalent lo those of 
oohibalmciogy students, the clinical time and resporsibilities are ~ u c h  greater '2;  

opntha!mo!cgy students. 

-. 
13. I n9  Bureau is noi iii a position to evaluate the curricliiur; of optsmetry schoo's i3 

determine whether ine level of education does or does gat 2repa;e an splometry 
stuaent sufficiently to diagnose and :reat eye arclbions, 

i 4 .  N9n-c~h:h~imci~gist physicians have iess clin!cal expeiiencc ic dr?t9cti?s eye 
disease than do optometry stcdents but these shys~cians have the abiliiy ?a diagnose 
and treat eye disease: however, in gweial, there is less comp9Iilisn bewee? 
~~h:halmologis?s and nor;-ophthalmolcgisi physicians (pediatricians, internists, family 
;;ractice, and genlrai oractice physicians) :ha? 5e:ween oph~ha!moiog:sls an2 TPA- 
certified aiametrisrs, who are both directed toward treating the same parien;s in? tne 
save candi:ions. 

.- :a .  Carieni, re'iable studies on aatien! sali-iy . P  relalion lo TPAs is scan:. The American 
Academy of Ophthaimoiogy has put togarher anecdotes on optomerrisis' errors, but 
most of these occurred in BPA, no? I P A ,  states. Ophikalmologists in North Caro!ina 
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also sate t",: many iqstances ofooptone~rie ma!practice hava occurred in "air state, 
but that statement is chailenged by North Carolina op?orne;iis?s. 

16. Responses l o  the Bureau's questionnaires sent to all the slate boards of optometry 
indicated vir:ual!y none oi  the twenty-one respondents had any TPA-related 
comoiainis 

17. Afie: adapting its TPA lawi VYisconsin required its optorneirisls to report each 
administraticr of a TPA. The reports made by !he participating optometrists 
indicated a very low rate of prab~erns. aitho~igh the firs; report was chaiiwged by the 
Wisconsin Academy of Ophthaimoiegy, on the grounds that many purported 
rrealments twore icappropria;e for the staled condition. Nevertheless, after :we 
years, !t4isco-;sin dropped its repsrticg requirement. 

18. Maine rnqblrei: oveisigh: of TPA usage from September ? ,  1987 to January 30, 1990. 
Over that iitdar:i-r:ins ?~or:ibrgoorting pe.:iod, :here v;era ap-,ioximatu,iy 30,035 TPA 
adrn:cisrrations, with n3 repor! by the administering optomeplsts of adverse reactions 
oihai ihac. locallzed crc;srgic: reactions. 

?9. Nliie :be mnra recent aptarncrry students in TPA states have had the benefit of the 
increased c l~n~cal  iia;nl-g. the reqiiiremenrs for the older optomal:iois :a become 
TPA-iicensed ge::~?aily .nciide juci -,iassioor? hours, or ciassic;oi-r: hours plus a 
1irni;ad ac0u-t s i  ,-!i,ricai sxo.9'lenco. These "catch-up" provisions generally require 
much fewer cra-;;ror,rn kosj~s and clinical "?curs than current optometry srudsnis are 
receiving 

20. The issue of p~tentiai cos: scvings derived from optcneliists' TPA isage has three 
components cc.zslder: imgaci an cost for ~a i ien is ,  irnoaci ori c)si :or healin 
insurers, 2c.d imp%: on tost fcr ;.overanlent programs, 

2:.  '#$Wie it is aeveraliy cie~zed : i ~ q  ?rial ~~i-thairncicgists charge more for a routine w 

examir)alion inan i;p;cme:irsts do, it 100 sinpiistic :o eq;ate this cost differential 35 

an jndicaior 0: cost sasivys for trsatnen:. Studies presented on cost savings by 
eproqetris:s TpA s:a?ss are e:!?sr ~ c ~ j ~ $ r j i e ?  cy &;as or are doqe In saws  that . . 
have only rasefitly anp:& TPA laws an.*~+Aose aptooi-ie:risis' fees have rot had the 
spgiortunlw :a rise to ,car& pve:. The iarier ,s 5:: important ,^oc$idera?io: as sum? 

, . health care i.cy:a1:s, ir,ci,ains Medicare ard Medisaid, pay b y  1h9 Sefv!ce, ns: the 

provider. Uqder ;i?!j ccndii:oc, lpera may be an incec~iva for o~ti3mal;;;fs' fees !o 
f~ t$e s a r e  :e-cl 3s o,hibzimoicgisis' fcr p:3vid,?g ;he same soivice. 

22.  There is a t;enc in states iniirh mars recent TPA latlis to report cost savings from 
lower oplornet:is!< fees, whiie there is an opposite trend in slates with older TPA 
taws to report iha! c-sts are the Sam.  
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Ophthaimologists ciaim that their fees are lower when the total eye care episode is 
considered. However, the cited studies are not equating equivalent services. 

Ophthalmologists argue that as Medicaid and Medicare 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 ophthalmologists. 

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 if an 
optometrist misses a diagnosis, there is an additional charge for the patient to return 
to the optometrist or to seek out an ophlhaimologist to correct the probiem, 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 health care providers, there was testimony that there is 
either no savings or an increased cost to health care providers under TPA laws. Of 
the two local health insurance companies who responded to the Bureau's queries, 
one stated that Lhere would be absolutely no cost savings to be passed on to 
consumers and that it would expect costs to increase if a TPA !aw were passed, and 
the other stated that it has been that company's experience that adding providers to 
medical plans generally results in increased costs to plan members and their 
employers. 

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

The primary malpractice insurance broker in the field has stated that in fifteen years 
they have never experienced an optometric malpractice claim directly related to 
TPas. and have never had a rate increase based o~? optometrists' use of TPAs. 

While some of the cost arguments for each side seem logicai, they are difficuit to rely 
upon since litrle or no hard data are presented lo support them. 

There is considerable corrpetttion between oph:halmolog~sts and optometrists for the 
provisron of primary ey, care 
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33. The TPA laws in other states require iittie if any studies or reviews. A few stales 
initially required reporting of each administration of TPAs, but after a few years 
dropped this requirement. 

33. 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. 

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

35. The Hawaii Optomelric Association {HOA) and the Hawaii Ophtha!mological Society 
(HOS) are in opposition on the issue of a TPA law and track the positions of their 
mainland counterparts, with the optometrists favoring a TPA law and the 
ophthalmologists opposed to it. 

36. 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. 

37. HOS contends that there is no demonstrated need for a TPA bill, that there are no 
cost savings associated with a TPA law, that optometrists' training is insufficient, and 
that patient safety would be compromised under a TPA law. 

38. The two areas cited as underserved in prior testimony, Waianae and Kailua-Kona, 
have since had cphthaimclogists open practices there. 

39. Testimony on military usage of TPAs and the competence of optometrists to do so is 
in conflict. 

1. The Legislature asked whether it was feasibie to expand stale regulatory practices to 
include 0ptome:ris;s' use of TPAs. Yes. Forty other states ailow their optometrists 
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to 'dse some type of TPAs* withiin genera: no seriotis proven side effects. is rhere a 
compelling need to adopt a TPP law in Hawaii? No. While inare appears to be a 
certain amount of interest, commercial and otherwise, in a TPA law, the level of 
compelling need demonstrated. in terms of lack of or delayed treatment by 
ophthaimolcgists that has led to significant patient impairment, nas been minimal. 
The Legislature's decision on this issue will depeod on the weight that it gives io 
testimony on patient safety and ?he impact on costs. 

2. On9 o: the nost difficult aspects of th is  study has beer: the lack of reievanthard Gala 
from Hawaii on the issues, particuiariy with respect to the need, if any, for a TPA iavt. 
It is clear that bot"iptornofris:s and cphihalmo!ogisrs havs a grsar dea: i;! 
professional pride an:: see the issue vary difieraqliy. I f  the Legisiature wa.;?st1(; 
create a pool of relevan: data sn the issue ei need, ?$e i e ~ i e i a t ~ r e  shc,!d brrecl the 
Board of Examiners in Optometry to collect reports of ail instances sf har-1 aliegcjc:) 
caused by :he inabiiity of W ~ a i i  o~tometrists to use TPAs. The reporrs and re'evz?; 
records spcu!d i;e shared with ;he Board of Medical Examiners fcr rev:$$,v anC 
comment. On an annual or biencial basis, the boards would repoil the :a.c!~al da!Z. 
including ;he total nbmber of patient visits each year for each professan. aloxs ,v4sl;' 

their interoreta!icns of the data. 

3, I f  a TPA law is adopted, op:ornetrists should bu held to the slime standards ni care 
and liability as are ophthalmo!cgists. 

4. ii cost is a significant iswe, the Legislature might wan? to i ~ i n k  Wics abaul a3clpiir:g 
a IPA !aw. The tsnialivs indica?ion is ?hat whiis consumers may experience a direct 
cost savings initially, these savings may disappear over tima as opiometiis;s adjust 
their rates upward, Local health care insurance respondents indicate that a TPA 3a-v 
riili no? save none?; for consumers and th91r employers, and r a y  in kc !  :cos? more. 
However, it does appear 10 be true that i f  opt~rneiiic :ares were 10 rise, rhf! increase 
wouid not be caused by an :nc:easg in malpractice insurance rates. 

6, If i+e :zgisiatnrf: 3,jopfs 3 TPA i ~ w ,  t b s  c:i:;?:ia for cgrren:ly : i ~9nsg j  ~f i tcm?i r iS is  f~ 

become ,PA-glig hie sh3iid be -0 less demsrdicg than ?he :ra~nins that rUr:en: 
optometry students rsceive. it may be possible to structure this raquiromen! 13 take 
into consideration the prior ~iassioom arid c!inical expeiienc; of the more recent 
cplometiy graduates. This rejuiremeni is a logical sutgrowth of the argument that 
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the newer optometry curriculum better prepares optometry students to diagnose and 
treat than the eariier curriculums. The mere hundred hour ciassroom course that 
some states require for current optometrists is insufficient to protect the pubiic 
safety. 

7.  I f  the Legislature decides against enacting a TPA law at this time, and California, 
where many Hawaii optometrists are trained, adopts a TPA law, the Board of 
Examlaere in Optometry should be required to report to the Legislature any changes 
it discerns in the caliber of candidates for lieensure. The report is necessary 
because the be:ter Hawaii optometrists may choose lo remain in California where 
they can exercise their training to the fullest, whiie those with iess aptitude would 
return lo Hawaii. 

8. A TFA statute could be craiisd either broadly or with varying degrees of narrowness, 
depending on ?he Legislature's decision on the issue. Given :he number of questions 
siii' surroundin,- ths  issue, a wide-open stalu: is no1 reco-rrne.nded as an initial 
step. if a TPA statute is found lo be warranted. it could be carrcwed in s number of 
ways, such as hav~ng the forrnola.y designed by the Board of Med~cai Examinem 
rather than the Board of Examiners in 0ptomet:y. limiting the foirnuiary; resiriciing 
the types of conditir;rs :ha: can be treated, instiluting patient referral raquirenen:s, 
and/or requiring extensive reporling. 

5. A!lhough Hawaii ~ p : ~ " n e ? r i ~ i s  and oph?haimologists are opposed on whether to enact 
a TPA statute, i f  one is found to be warranted, the Legislature should reauest the 
oph?halmologis:s in the interests of public health and safety, to assist in the drafting 
of such a statute. 



Appendix A 

HOUSE OF REPRESENTATIVES 
SEVENTEENTH LEGISLATURE, 1994 
STATE OF HAWAII 

H.C.R. NO. 378 
H.D. 1 

HOUSECONCURRENT 
RESOLUTION 

REQUESTING THE LEGISLATIVE REFERENCE BUREAU TO STUDY THE 
FEASIBILITY OF EXPANDING STATE REGULATORY PRACTICES TO 
AUTHORIZE OPTOMETRISTS TO USE THERAPEUTIC PHARMRCEUTICAL 
AGENTS. 

1 WHEREAS, in 1985, Hawaii joined other states in allowing 
2 optometrists to use diagnostic pharmaceutical agents (DPAs); and 
3 
4 WHEREAS, as a condition of this change, Hawaii required all 
5 optometrists licensed to use DPAs to report any and all adverse 
6 effects for a two-year period, and no adverse effects were 
7 reported; and 
8 
9 WHEREAS, all fifty states, the District of Columbia, and the 
10 Territory of Guam authorize optometrists to utilize DPAs; and 
11 
12 WHEREAS, thirty-seven states also authorize optometrists to 
13 utilize therapeutic pharmaceutical agents (TPAs) as well as DPAs; 
14 and 
15 
16 WHEREAS, optometrists in some of these thirty-seven states 
17 are able to provide therapeutic services to patients in many 
18 geographic areas not served by ophthalmologists, although that 
19 may not be so in Hawaii; and 
20 
21 WHEREAS, the Hawaii Legislature has gone on record in the 
22 past as encouraging competition in the marketplace when it may 
23 result in a broader offering of services and lower prices for 
24 consumers; and 
25 -- 
26 WHEREAS, Hawaii has had difficulty in developing reciprocity 
27 agreements for optometric licensing since most states allowing 
28 reciprocity require comparable licensing standards and also 
29 require optometrists to be licensed to use TPAs in their home 
30 states; and 
31 . - 
32 WHEREAS, the experience of the thirty-seven states that 
33 currently authorize optometrists to use TPAs provides a database 
34 that may help Hawaii to determine whether or not it should 
35 authorize optometrists to use TPAs; now, therefore, 
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2 BE IT RESOLVED by the House of Representatives of the 
3 Seventeenth Legislature of the State of Hawaii, Regular Session 
4 of 1994, the Senate concurring, that the Legislative Reference 
5 Bureau is requested to study the feasibility of expanding state 
6 regulatory practices to allow optometrists to use therapeutic 
7 pharmaceutical agents, including but not limited to a 
8 comprehensive review of conditions in Bailaii and the studies and 
9 regulatory practices of other states regarding the following: 

I n  - - 
11 jlj The use of TPAs in the eye care industry, which TPAs 
12 are allowed to be used by optometrists in other states, 
13 and the number and percentage of optometrists availing 
14 themselves of the opportunity to use these TPAs; 
15 
16 (2) Patient safety; 
17 

(3j The effect of expanded regulatory practices on 
competition between optometrists and ophthalmologists 
and consumer costs, including consideration of Medicaid 
and Medicare rate schedules; 

( 4 )  Studies and other reviews required by the states which 
currently allow aptornetrists to use TPAs; 

(5) Availability and accessibility of optometrists and 
ophthalmologists in those states that allow the use of 
TPAs in comparison to Hawaii, including but not limited 
to: 

(a) The hours of availability for routine and urgent 
conditions; 

(b) The gecgrapkic distiibution of Hawaii's 
optometrists and ophthalmologists; and 

(c) The number of complaints of lack of access with 
respect to Eawaii's optometrists and 
ophthalmologists; 

and 

( 6 )  The impact that expanding the scope of optometric 
practices may have on the cost of eye care not only to 
the public, but also insurance carriers, and state and 
federal governments; 
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1 and 
2 
3 BE IT FURTHER RESOLVED that the Bawaii Ophthalmological 
4 Society and the Hawaii Optometric Association are requested to 
5 designate representatives authorized to speak on behalf of the 
6 organization who may be consulted by the Bureau with respect to 
7 issues in this study; and 
8 
9 BE IT FURTHER RESOLVED that the Bureau is further requested 

10 to review experiences and studies i n  Hawaii and other states, 
11 including but not limited "L Pennsylvania, Maryland, South 
12 Carolina, and Wisconsin, that nay or may not have passed 
13 legislation allowing the Ese of TPAs by optoometrists, including 
14 problems relating to misdiac;nosis and treataent of patients as a 
15 result of allowing optometrists to prescribe various medications; 
16 and 
i / 
18 BE IT FURTHER RESOLVED that the insurance Commissi~ner is 
19 requested to obtain data from and views of insurers authorized ts 
20 do business in this State regarding the following areas: 
21 
22 jlj All claims filed against optometrists who are Licensed 
23 to practice i n  this State; 
24 
25 ( 2 )  Potential increases in optometrists' liability and 
26 malpractice insurance if allowed to use TPAs; and 
27 
28 ( 3 )  Comparison of complaints and insurance rates in other 
29 states before and after legislation allowing 
30 optometrists to utilize TPAs; 
31 
32 and 
77 -- 
34 BE IT FURTHER RESOLVED that the Board of Medical Examiners 
35 is requested to obtain data on training requirements, 
36 internships, and continuing education requirements, including but 
37 not limited to pharmacological and experiential requirements, and 
38 data on the quantity of eye medications prescribed, for each of 
39 the following licensed physicians (medical doctors): 
40 
41 (1) Ophthalmologists; 
42 
43 (2) General practice physicians; 
44 
45 (3) Family practice physicians; 
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1 
2 (4) internists; and 
3 
4 (5) Pediatricians; 
5 
6 and 
7 
8 BE IT FURTHER RESOLVED that the Board of Examiners in 
9 Optometry is requested to obtain data on training requirements, 
30 internships, and continuing education requirements, including but 
11 not limited to pharmacological and experiential requirements, and 
12 data on the quantity of eye medications prescribed by 
13 optometrists; and 
14 
15 BE IT FURTHER RESOLVED that the insurance Ccm.issioner, the 
15 Board of Medical Examiners, and the Board of Examiners in 
17Optometry are requested t~ transmit their data and findings to 
18 the Legislative Reference Bureau not later than August 1, 1994 in 
19 order to give the Eureau adequate time to organize and analyze 
20 the data and findings; and 
21 
22 BE IT FURTHER RESOLVED that the Legislative Reference Bureau 
23 is requested to submit drafts of the study to the Hawaii 
24 Ophthalmological Society and the Hawaii Optometric Association 
25 for external review for accuracy prior to submission to the 
26 Legislatuze; and 
27 
28 BE IT FURTHER RESOLVED that the Legislative Reference Bureau 
29 is requested to submit a report of the findings and 
30 reco.mendations to the Legislature at least twenty days prior to 
31 the convening of the Regular Session of 1995; and 
72 - - 
33 BE IT FURTBER RESOLVED that certified copies of t h i s  
34 Concurrent Resolution be transmitted to the Director of the 
35 Legislative Reference Bureau, the Director of Commerce and 
36 Consumer Affairs, the Insurance Commissioner, the Chairperson of 
37 the Board of Examiners in Optometry, the Chairperson of the Board 
38 of Medical Examiners, and the chief executive officers of the 
39 Hawaii Ophthalmological Society and the Eawaii Optometric 
40 Association. 



Appendix B 

A U S M  STATVTES 
Tit'e 8 .  Buslness and Profrssions. 

Chapter 72. Optoretry Law. 
A r t i c l e  3. Unlarful Acts. 

S e t .  08.72.272. Use of pharaaceutleal agents. 

(a)  A llcensee may prescrtbe and use a pha m c e u t i c a i  agent in the praetlce 
o f  optometry if 

(11 the phareaceutica? agent i s  a drug toplcalfy applied t o  the hunan eye and 
Its appendages: and 

( 2 )  the person holds a license endorsement tssued hy the board authoriztng 
the prescrtptlon and use of pharmaceutical agents. 

( b f  A licensee may not purchase, possess, prescribe, or use a pharataceutlcal 
agent unless the Ilcensee has obtalned a license rndorsernent under AS 08.72.175. 

AIASKA BCYlRD W W I R E R S  XN OPTWETRY 
CHAPTER 48. 

ARTICLE 1. 
APPLICATION REWIRMENS.  

12 AAC 48.021. PHARMACEUTICAL AGENT USE ENCORSEMENT. 
( c )  A licensee with an endorsement issued under this section may ise a 
pharmaceutical agent f n  the practice o f  optanetry if the pharnace~tfcal agent f s  
topically applled to the human eye and tts appendages and 1s a d r ~ g  

( 1 )  used for exam!natlon purposes only, within the c a t e g x  es of 
(A) topically applied anesthettcs; 
(Bl cyclopleglcs; or 
(C)  mydriatics; o r  

(2 )  ultkln the category of nrfotlcr used, after consultation with an 
ophthalmlogist o r  an optanetrlst who holds a pharmceutlcal agent prescriptton 
and use endorsenent, for treatment of inadvertently induced angle closure. 

MIZMVI REVISED n A T U T E S  W T h T E D  
TITLE 32. PRDFESSIOWS AND W A T I M S  

W P T E R  16. OPTWETRY 
ARTICLE 1. GEWEML PRCNISIDIIS 

s 32-1701. Dnf l n l  tlons 

In t h l s  chapter, unless the context otherwise regulres: 
5 .  "Practice o f  the proferston OF optanetry" mans the exanrqnatfon or 

refraction of the busan eye and I t s  apDeridapos and the employment o f  any 
objective or sub joc t tve  weans or methods other than surgery for the purwie o* 
dlagnosinp or treating r l t h  toplca: phsrslafeutlcai agents any v l rua i ,  mauscvlar, 
neurologicai or anatmtrsl arionslics of the eye, the use ofany instrumnt or 
devlea t o  t r a ln  the  v i sua l  system or correct any abnormal eondiflon of the eye 
or eyes and t h e  preirr?b:np, P l t t t n p  or rmpioywnt of any lens, prlsm, frame or 



munS$ngs for the corrert+on or relief of or afd to the visual functfon, 
provided that superficial foreign bodies may be removed from the eye and i t s  
appendages. Optometrtsts may use topical pharmaceutical agents only after 
first satisfactorily completing a course fn cllnlcal pharmacology as requtred 
in s 32-1722. 

ARKANSAS CODE ANNOTATR) 
TITLE 17. PMFESSIMIS, OCOJPATIWS , AND BUSIHESSES 

SUBTITLE 3. MEDICAL PROFESSIONS 
W P T E R  89. OPTWETRISTS 

SUBCHAPTER 1 .  GENERRL PWISIONS 

17-89-101. Deftnition -- Appiicabi tity. 
fa) The "practice of optometry" means.. . . The practtce of optometry does not 

Include laser surgery or the admintstratton of any drug by injection, the use of 
prescription oral drugs, the use of controlled drugs, and the sale of 
prescrtption drugs, with the exception of contact ienses. 

17-89-403. Authority to possess, administer, and prescribe. 

One who is engaged in the practlce of optometry as a profession, as deflned 
in s 17-89-101(11, and who has the education and professional competence, as 
determined by the Arkansas State Board of Optometry, and who has satisfied the 
educational requirements established by the Arkansas State Board of Optometry 
In general and ocular pharmacology.. .ls authortzed to possess. admtntster, and 
prescribe topically applied pharmaceutlcat agents limited to the general 
categories of antlmlcrobtal , antihl stamt nic, decongestants, antl-tnflamatory, 
antifungal, cycloplegics, mydriatics, miotics, dyes, analgesics, and 
anesthetics. 

A m N S A S  STATE BOARD OF OPTOnETRY 
RULES AND RE(XILATIONS W E R N I N G  THE EWUlTIONAL WALIFICATIONS FOR 

OPTOMETRISTS HHO POSSESS. ADMINISTER, AND PRESCRIBE PHARWICWICAL AGENTS 

ARTICLE YII - Dlagnostfc Phartnateuttcal Agents Certiffcatton 
Sectton I-- 

For those optometrists holding only a DPA certificate, the following rules 
and regulations shall apply. 

Sectlon 2-- 
The fol lowfng generat categories of pharinaceutlcal agents are hereby 
approved for use as dlagnostfc agents: Topical Anesthetics, Hydriatics, 
Cycloplegics, and Dyes. 

ARKANSAS STATE BaARD OF OPTOMETRY 
RULES AM RECULATIOWS M W E R N I K  TWE USE OF 
THERAPEUTIC DRKS FOR OPTOHETRIC CARE 



ARTICLE I - Use of Therapeutic Drugs 
Section l-- 

The following pharmaceutical agents are authorized to be possessed, 
admtnlstered, and prescribed by a board-certified optometrist. The 
following agents are to be applied topically to the  eye: anesthetics, 
anti-allergy, a n t i b a c t e r f a l l a n t i s e p t l c ,  antlblotic, antifungal. 
angl-glaucoma, antihlst!m!ne/decongestant, artificial tear preparation, 
anti-inflamatory, anti-lnflamatorylantiblotic, 
anti-tnf1amatorylan)ribacierial, decongestants, decongestantslastrIngent, 
demuirents, dyes, emllients, hyperosmotic agents, irrigation solutlofl, 
lubricants, mydriat(cs, mioticr, mydr:atteicyclopleglcs, and 
vaioconslrlctors. The strength and manner in which these agents may be 
possessed, administered, an3  res scribed s h a i i  be i n  accordance w l t h  t he  
reasanable s tandard of care accepted i n  the ccnanunlty i n  which the cartlfied 
optmetrlst practices. 

Sectton 2-- 
Prlor to beglnrring the treatment of aatlents for glaucoma, a re r t l f l ed  
o~ tome t r l s t  s h a l l  consul: w i t h  an ophtha77x1ioglst and develop a written 
~rotocoi. ... 

H E S T 5  SCTMIX? RNlSED STATUTES ANWTATED 
TITLE 12. PROFESSIMS AMD EaPATIOMS 

WEALTH CARE 
ARTICLE 40. WTWETRISTS 

s 12-40-162. Prac t i ce  of optometry def ined  

14) The classes of pharmaceutical agents approved for optmetrlc use for 
examination purposes under ";hi sectton a r e  top ica l l y  applled mydriatics, 
miotics, cyclopleglcs, and anesthetics. 
(5) The c l a s s e s  of pharmaceuiifal  agents  and t he  procedures approved for 

optmetric use For treatment of  the i i n t e r l o r  segment of the eye, inciudfng 
prescription, by certified PherapeutJr optwnetrrists For treatment purposes 
under this section are as fo1lows: TapfcaI and oral antlmtcrcbitls (except 
oral antiviral and oral antifungal agents),  topical and oral anl?hlstawines, 
toplra? ant i lnf iamatory agents, and no wore t h a n  .5 grams o f  iodelae per one 
hundred r n? i i l i l t e r s  or not mare than thirty mtlllgrams per dosage un l t ,  w l t h  
one or mre sc t l ve ,  nonnarcotl c analgesic ingredlentr 90 recognized Pherapeutle 
amunts: .... 

Bj3nNECf lu l l  GENERAL STAWTES kWNafATED 
TITLE 20. MIMING mRDS AiaD PR;?FESSIC.XAF LICENSES 

s 20-127, Definition. 
ta l  For the purposes of thls chapter: 

( 2 )  The "practice of optometry" means any one or more of the following 
practices and procedures: 



( 8 )  the use of tests. tnstruaents, devices. ocular agents-D. ocular 
agents-T and .... 
( 3 )  "ocular agents-D" mean: 
( A )  topically adminfstered agents used for the purpose of diagnostng visual 
defects, abnormal conditions or the diseases of the human eye and eyelid 
known generally as cycloplegics not to exceed one 1 3 )  per cent, mydrlatlcs 
other than phenylephrine hydrochloride ten (10) per cent, and topical 
anesthettcs, whlch are administered topically for the examinatton of the 
human eye and the anaiysls of ocular functions, 
(C9 fluoresceSn and slmllar dyes used i n  fttttng contact lenses. 
The drugs described in subparagraph A of this subdivision may be acquired 
and used only for dtagnostic purposes. Nothtng in t h f s  subdivfsion shall be 
construed to allow an optornetrlzt to acqufre or use a controlled substance 
llited under sectton 21a-243. 
( 4 )  "ocular agents-P' mean: 
(A) top3caliy administered opthalmic agents used for the purpose of 
t r ea t ing  or alleviating t h e  e f f e c t s  of dlsfasei or abnormal condltions of 
the human eye or eyelid excluding :ha lacrimal drainage system, lacrimal 
g i a n d  and structure: porterror to t h e  l r l s ,  but Including t h e  treatment of 
i r t t i s ,  exclud?ng allergens. a l p h a  adrenerqic agon?sts, antiparasitiis, 
antifungal agents ,  anttrnetaboilles, ant:n@oplasties, beta adrenetgic 
b lock ing  agent, carbcnlc anhydrase inhibitors, coiiagen corneal shieids, 
epinephrine preparations, mjatics used for the treatment of glaucoma, 
temporary collagen implants, and succus clnerarla maritlma; 
i B i  oral ly  adainlstered anflbletics, antihi starnines and antiviral agents 
used for the purpose of  treatSng or alleviating the effects of diseases or 
abnormal condltions of the human eye or eyeild excluding the lacrimal 
drafnage system, lacr~mal gland and structures portertor to the t r l s ,  but  
lnclvdtng the treatment of i r i t t s :  and 
(C) orally admin?stered analgesic agents used for the purpose of  
alleviating pain caused by diseases or abnormal conditions of t he  human eye 
or eyelid excluding the lacrtmal drainage system, lacrtmal gland and 
structures posterlor to the i r l s ,  but including the treatment or t r t t t s .  
Ocoiar agent-T does not tnclude any controlied substance or drug 
administered by injertlon. 

s 2101. Definitfon of practlce of optometry. 

(a) ... the use of prescription of pharmaceutical agents for the diagnosis 
and treatment of ocular djsease; ... provided that the "pract?ce of ontometry" 
does not include surgery or the use of narcotics, or thera~eutlc lasers. 

(b) For ourDose of this Chaoter. the classfffcations of the oractlce of 
optometry shall be defined as: 

(2)  Dtagnosttcai l y  certffied optmetrl sts shal l be permitted to perform the 
dutles of a non-dlagnosticalty certjfied optometrist. In addjtlon, he/she may 
use the following diug groups-: 



? Topical anesthetics. 
1 1 .  Yvdrlar?cr. 

$ 9 1 .  ~ j c ? o ~ l e e j i c s .  
i v .  Miatfis, 

13: Therapeuilcally cert l i f led optometrists s h a l l  he p e r m i t t e d  t o  perform the 
d u t i e s  of a diagnostically e s r t l f i e d  optmpetrtst. i n  addition, a 
therapeuttcally certtfird aptowetrlsl nay use and/or prescribe t h e  feitowicg 
pharvsceutieal agents for t h e  treatment of ocular diseases and eondltlons: 

3 .  Tocical and oral adm:n:stration: 
t a )  A~tihistamlnes and decongestant;. 
i b j  AntigIav~~m~a. 
( c ?  Analgpslrs (nrin-cantralied). 
(dj Antlb:ot:rs. 

1 3 ,  Topical a$mlnlgtratjon a ~ l y :  
( a )  dutonomlcs. 
( b )  A n e ~ t h $ g ? ~ s ,  
{ c )  Aotf-lnfectl~es, i n c l u d j r q  a~ttrlials and antlparasltlc-, 
I d '  An61-4nfis?;.vatsriez. 

W D a A  
FLORIDA WWl1MISTRAf;TIVE CODE AWWTAPED 

TITLE 2?. DEPARTMENT OF PROFESSIONAL RFGUL4TION 
SUBTITLE 210, BOARD OF CIPTCMFIRY 

CHAPTER ZIQ-18. TOPICAL OCULAR PHAPMCEUTICAL AGENTS 

Rsie 2lQ18.CC2 Formulary of Tcpi;ai Ocuiar Pharmaceutical ~ g e ~ t s .  

  he tcpical oca la i  pharmaceutical formulary cono:its of pharmareutlcal agen ts  
w h i c h  ~ e r t i f I e d  optomstrir'; !s qialtF(eb to adm?n ls te r  and ;iressrfPre f n  t h e  
practice of  optometry pursuant to Sectfan 463.C055(4!(s), Florida Statutes, 2s 
c r e a t e d  by Sectlon 6, Chapter 85-289, Laws of Florida. The Fsiloaing topfial 
ocular pharmaceuttrai agents a re  l nc tuded  i n  the  formulary: 

( 1 )  CYCLO?iEGIC ANP W D R l A T I C S  
( a j  Atropine Su l f a t e  - O . S X ,  1 ,OZ 
i h )  Scopolamine HBr - 0,252 

( e )  Pnelylephrlne He1 - 2.5% 
( f )  Cyrlopentolate MCI - 0.5Z. 2.01, 
(g) Hydrovyamphetamlne NBr - 1.0% 
(2) WYDRIPTIC CMBINAIIONS 
(a) Cyclopentolate NCI - 0.2XiPhenylepnrlne HC1 - 1.m 
( b i  Hydroxyamphetamine HBr - 1 .OXITropframt de - 0.25% 
( 3 )  LOCAL ANESTHETICS 
(a) Tetracaine - 0.5% 
( b )  Proparacaine ti01 - 0 . B  
[cf Benoxlnate HCl - O.4%/ Fluorescein Sodtum 0.25% 
(4)  DIAGNOSTIC PRODUCTS 
(a) Fluorescein Sodtum - 2 . m  
(b) Fluorexon - 0.35% 
( c )  Rose Bengal - 1.m 
( d )  Glycerin 



( 5 )  OPHTHALMIC OECONGESTAMTSi ANTIHISTAMINE CmBItiATIONS 
(a) Epinephrine HCl - 0.1% 
(b) Naphazot ine HCI - 0.0121, 0.02%. 0.025%. 0.03%. 0.052, 0.1% 
(c) ~natozoline Phosphate - 0.05% 
(6) CW.IBINATI0NS 
(a) Phenylephrine HCl - 0.125%1 Pheniramine Maleate - 0.57. 
( b )  Phenylephrine HC1 - 0.127.1 Pyrilamine Maleate 0.1%/ Antipyrine 0.1% 
fc) Naohazoline HC1 - 0.02521 Pheniramine Maleate 0.3% 
fdf ~abhazol !ne HCI - 0.05XI Antazol ine Phosphate 0.05% 
(7) ANTlBIOTICS 
fa) Tetracycline 
(b) fryth/bmyctn 
fc) Bacitracin 
( d )  Polymyxin B.IBatitractn 
(e) Polymyxin B, Neomycin, Gramicidin 
(f) Chiortetracycl ine 
(g) Gentamicin 
(h) Tobramycin, commercially available, 0.3% or less 
( 1 )  Norfloxactn MSO - 0.3% 
( 3 )  Polymyxin 8. SulfateiNeomycin Sulfate 
( k )  Pclymyxin 6. SulfatelOxytetracycline HC1 
(1) Polymyxin 8. SulfatalNeomycinlBacitracln Zinc 
Irnf Ciprofloxacin NCl - 0.3% 
(8) SULFONAMIOE 
(a) Sodfum Sulfacetamide - 107.. 15%. 30% 
(b) Sulfisoxazole - 4.07. 
( c )  Sulfacetarnide - 15.Ml Phenylephrine - 0.125% 
( 9 )  STEROIDS 
(a) Medrysone - 1.0% 
(b) Prednisolone Acetate - 0.12%, 0.125% and 1.0% 
!c) Predn+solone Sodium Phosphate - 0.125%. 0.25%. 0.5% and 1.0% 
Id) Fluorometholone - 0.17. and 0.25% 
( 9 )  0.25%. 0.05% Dexamethasone Sodium Phosphate 
(f) 0.1% Dexamethasone Phosphate 
( g )  0.1% Dexamethasone 
( h )  Fluorometholone Acetate - 0.iX 
(10) STEROID fANTIBI0TiC COMBINATIONS 
(a) Prednisolone Acetate - 0.2%. 0.257. and 0.521 Sodlum Sulfacetamide 
<b) Prednisolone Sodium Phosphate - 0.25% and 0.57.1 Sodium Suifacetamlde 102 
( c )  1.5% Hydrocortisone AcetatelO.S% Oxytetracycllne (as HClf 
( d )  1.5% Hydrocortisone Aretate/0.5% Neomyctn Sulfate 
( e )  0.5% Hydrocortisone AretaatelO.S% Neomycin Sulfate 
(f) 1.0% Hydrocortisone Acetate/O.SZ Neomyctn Sulfate/ 10,000 Vn!ts Polymyxin 
5 Sulfatelml 

(g)  0.25% Prednisolone Acetate/O.S% Nemyctn Sulfate 
(hf 1.0% Hydrocortlsonel 0.5% Neomycin Sulfatel 400 U n i t s  Bacitracln Z i n c /  gm 
10,000 Un i t s  Polymyxin B fulfatelrnl 
fi) 0.25% Prednlsolone Acetate/ 0.5% Nemycin Sulfate 
( j )  1 .O% Prednisolonel0.3% Gentamicin Base 
(k) 0.3% Tobramycin!O.l% Oexamethasone 
(1) Prednisolone Acetate - O.S%lNemycin Sulfate 0.5X110.000 Units Polymyxin 

B Sulfatelml 
fm) Oexamethasone Phosphate - 0.1XINeomycin Sulfate 0.5% 
(n) Dexamethasone - O.l%iNecinycln Sulfate - 0.5% and 10,000 Units (Polymyxinf 

B Sulfatelml 



to) Dexamethasone Phos~hate - O.OS%/Neomvcin Sulfate eauivalent to 0.35% 
Neonycin base 
fp) Polymyxin B Sulfate 10,000 Unitslml Trimethroprim 1 mglml 
fa) Fluorometholone - O.l%lSodium Sulfacetamide 10% 
( i i  ) NON-STEROIDAL ANTI-INFLAMMATORY AGENTS 
(a) Dictofenac Sodium - 0.1% 
(121 ANTIVIRAL AGENTS 
( d l  Idoxuridine - 0.1%. 0.5% 
(bf Vidarabine - 3.0% 
(c) Triflurldine - 1.0% 
(13) ANTI-GLAUCOMA AGENTS 
(a) Beta Blockers 
1. Betaxolol HCl - 0.25%. 0.5% 
2. Levobunolol HCl - 0.25%. 0.5% 
3. Metipranolol HC1 - 0.3% 
4. Tinolot Maleate - 0.252, 0.5% 
5 .  Carteolol HCl - 1 .a 
(b) Sympathomimetics 
1. Dipivefrin - 0.1% 
tc) Mfotics, Direct-acting 
1. Carbachol 0.75% - 3.0% 
2. PIlocarpine WC1 0.25% - 6.0% 
3. Ptlocarpine gel 4.0% 
4. Ocular Therapeutic System 20 mcg Pilocarptnelhr for one week 
5. Ocular Therapeutic System 40 mcg Pilocarpinelhr for one week 
(14) STEROIDICYCLOPLEGIC COMBINATIONS 
(a) Prednf solone Acetate - 0.25%lAtropine Sulfate 1 .OZ 
(15) MISCELLANEOUS 
(a) Hydroxypropyl Cellulose Ophth Insert 
(b) Sodium Chloride, Hypertonic - 5.0% 
(0 Cromlyn Sodlum - 4.0% 
(d) Oohthalmic Irrigation Solution 

CODE OF GEORGIA 
TITLE 43. PROFESSIONS AND WSINESSES 

CHAPTER 30. WTCUETRISTS 

43-30-1. Definlttons. 

As used fn thts chapter, the term: 

(2) ( A )  "Optometry" means .... Nothing in this chapter shall prohibit the 
use, administration, or prescription of pharmaceutical agents for dlagnostlc 
purposes and treatment of ocular disease in the practrce of optometry .... 

(8) The board shall establish by rule a l i s t ,  which may be modtfied from 
tlme to t'ime, of pharmaceutlcal agents which optometrists shall be allowed to 
use for treatment purposes. 
(C) A doctor of optometry shall not admtnister any pharmaceuttcal agent by 
injection. 
(D) Pharmaceutical agents which are used by a doctor of optometry for 

treatment purposes and admintstered orally may only be: 



il) Schedule 1x1 or Schedule iV controlled substances which are 3ral 
analgesics; 
( i i j  Used f o r  ocular aaln: and 

p a t i e n t "  shysirtan. 
i E )  Pharmaceutleai aaents uh lch  are used bv a doctor of o~tometry for 

treatment purposes and abn!nf%:ered to~?rali~ shall ha subjec t  t i  t h e  
following condftions only when used for t h e  treatment of glaucoma: 
(0 I F  the pharmaceullcsi agent  i s  a beta b i a c k ~ r .  an optometrist s e r t ? F I s d  

to use pharmaceutsral agents For treatmeat purposes a d i t  take s complete 
case hfstnry and determine whether t h e  p a t l e n t  Paas had a physical 
eraafnation wl th jc  t h e  a a s t  year. I F  t h e  p a t i e n t  bas pot had s u c h  r 
phy;"a? elaminatloo or I f  t h e  p a t i e n t  has any history of congestive heart  
s - i  ; U , + , e v  : . -  ;adyc-reia, 'ear: bi,-;k as:h8q.a, 3r ,-)ir?:r o t ; t r ~ c " ~ e  pclronary 
.d ; t e .. - t h a t  p a t i e n t  %us* be referred to a person lieanred under C h a p t e r  24 
of t h i s  rij--e for exsm'natjoa p r ? 3 -  t3 i f i f t i a t i n 3  befa Siccksr therapy; 

i q s '  . ,  i"t'-;~ c;:arc,2!na 0~.1s..ia: does net r e s c i n d  l o  the . i . o ~ j c a l ' # y  admlniitered 

- I 6 : ~ ;  "- -- r e d  to an o~b2"~di;rt)og!s~; and 
( L l l i  : .  , 1; ua;iipi: d:,aa:?r;seC a j  haying c:si?,j s n q l e  o:iuc the 

430-;0-,03 App;o& 7herapeuelc Drugs, 

(I) The f o i lw lng  ;i!a.rnaceuticai agent: may be used fir treatm@c: pur-;.;ses, 
4 ~ ~ 1 . ~  , 8 , , u ~ r r ~ g  .. ocular pafn,  by  any d.>etor cC optometry ~ h i i  has been reruflerl 
Furgoant tg O.C.G,A. 83-36$-li2::A) to use pha?maceutlcal agents for  treatment 
purposes : 

(a)  Acetaminophen; 
i b i  Antazol tne; 
(c: Atropine; 
( d )  Aproclonidene; 
(9) Asp i r i n ;  
f f )  Bacltraacln - l n  ophthalmic cmpourlls; 
( g )  Betaxolol ; 
t h ,  Caffeine; 
(0 Carbochcl; 
(1) Carteoloi ; 
(k) Chlortetracvltne: 
(1)  ~iprofloxacjn; 
(m) Codeine: 
(n) ~ r r n l ~ t i  sodium; 
(0) Cyclopentolate; 
(p) Daplprazole; 
f q) Dentecariurn; 
frf Dexamethasone; 



fsi Diclofenac; 
ft) Dlhydrocodeioe; 
(u) Dipipvefrin; 
( v )  Echothiophate; 
( w )  Epinephrine; 
(xi Epinephryl Borate; 
fy) Erythromycin; 
tzi Fluorometho1one; 
(aai Gentamisin; 
ibbi Gramictdin; 
fcci Nmatropine; 
Cdd) Wydrocodone; 
(ee)  Nydrocorttsoae - I n  ophthalmic compounds; 
(ff) Wydroxpropyl methylcelluiose; 
C g g i  Idoxuridine; 
( h k i  Isoflurophate; 
( 1 "  Ketorslai Tremetham'ine; 
!jj) Levobunolol; 
(kki Levocabastjne H C I ;  
0 1 )  Lodoxamide; 
fmm) Hedrysone; 
(nn) Metlpranolc? ; 
ioo) Flaloxone; 
(ppi Naphazol ine;  
(qq) Natamycin; 
(rri Fleomycln; 
t s s )  Norflaxactn: 
( t t )  Ofloxactne; 
tuu) Oxytetracycline; 
t v v )  Pentazocine; 
(wwi Phentramine - i n  ophtha?mic compounds: 
( X X )  Physosttgmine: 
(yy) P? iocarpine; 
(ZZ) Polymyxin 8; 
(aaa9 Prednisolone: 
(bbbi Propoxyphene; 
tccc) Pyrilamine - ophthalmic compounds; 
(ddd! Sodium chlorfde; 
teeel  Sulfacetamide sodlum; 
(fff) Sulflsoxazole diolamine; 
(9991 Suprofen; 
( h h h i  Tetracycline; 
($11) Timlol; 
(jjj) ?obramycfn; 
fkkk) Trffluridine; 
(11 1 )  Trimethopr3.n; 
tam) Vidarabine: 
tnnn) Vitamin A 

(21 An optometrist certified to use therapeutic agents pursuant to O.C.G.A.  
43-30-l(2)fA). shall only use those agents as authorfzed under O.C.G.A. 
43-30-1(2)(D)(E)tF1. A doctor of optometry shall not administer any 
pharmaceutical agent by injection. 



(3 )  Any of the therapeutls agents l i s ted  i n  subparagraph ( 1 )  above to be 
used as an oral analgesic for ocular pain s h a l l  be limtted t o  Schedule IT1 or 
Schedule IV. 

IDAHO CODE 
TITLE 54. PROFESSImS, VOCBTlOiIS, AND BUSINESSES 

CWAPTER 15. WTWETRISTS 

54-1501. Practlce of optometry deflned. 

3 Employ i n  t h e  exam?natlon, Jlagnosis, or treatment of  another, any means, 
includfng the use of  dhagnoitlc pharmaceutlral agents and pharmaceutical agents 
for therapeutic use, for "immeasuremeat, improvement, or development of any or 
a i l  functions OF human uis%on or the assts tance o f  t h e  powers o f  range of human 
v f s l ~ n  or t h e  deterrntnatlon of the a c c o m d a t f r e  or refractive s t a t u s  of hutnan 
vlsion or the scope o f  i t s  functions i n  genera l .  The state board of  optometry 
m a  pursuan t  to  r e g u i a t i o n s  adopted by i t ,  i s s u e  a  c e r t i f i c a t e  t o  aptmetr i s t s  
l i censed  i n  th l s  s ta te  author iz ing  rhe optometrist t o  prescr ibe ,  admin? s t e r  and 
d!sp@nre such therapeutic phartnaceutical agents far the  treatment of conditions 
of  the eye and/or e y e l i d ,  as approved by the h a r d  o f  optometry and as 
identified l n  rules and reguiatlons adopted by the board o f  optometry. . . . . 

RULES OF IDANO STATE BOARD OF OPTWETRY 

T, BOARD CERTIFICATION OF UGTWETRIST AUTHORIZED TO 86TAiN AND USE "OP1Ui.U 
APPLIED PHARMACEUTICAL AGENTS (Reference - Sections 54-1501, 54-:809(1) and 
56-1559(16?, Idaho Code) 

a.  Bptometr?sts vha have obtalned a certificate from t h e  Board of Ogtometry 
authorizing them to p re i c r fbe ,  adrninlzter and dispense therapeutic 
pharmzceutlcai agents s h a l l  obtatn, from pharmacl s t s  1 lcensed by the  S t a t e  OF 
Idaho, or From any other source, and use only those agents listed below: 

i A 1 1  top lca i  op"iha1rnic products Aavlng documnted sgtometrtc use I n  the 
human eye or eye i l d ,  A l l  oral medieatlons hsvlng documented use i n  t h e  
treament of  the human eye andior eye l l d  excluding Schedule I and 11 narcotics. 

HEST3 SAWNOTATED INDIANA CODE 
TiPiL: 25. PROFESSIONS AWD m P A T S O l d S  

25-26-15-19 Admlnlstratlon of legend drugs 

Sec, 19. ta)  Optmetrtsts may a d m l n j s t e r  SopIcal diagnostic legend drugs  
1 linl ted to: 

( 1 )  miot lcs ;  
(21 mydrtatics; 
( 3 )  anesthettcs; and 
(4) cyciopiegics: 



without holding a certlflcate issued under this chapter. These pharmaceutical 
agents may be applied in diagnostic procedures only as a part of an examination 
of the eye. 
(bf The board may authorize optometrists holding a certificate tssued under 

this chapter to: 
(1) administer for therapeutic use; 
( 2 )  dispense: or 
(3) prescribe: 
legend drugs that are included fn the formulary established by the rbnmtttee 
under section 13 of thfs chapter, in the treatment of any condition of the eye 
or the associated structures of the eye. 

IWDIANA ADMINISTMTIVE CODE 
TITLE 857. INDIANA OPTOHETRIC LEGEND DRUG PRESCRIPTION ADVISORY COHWIllEE 

ARTICLE 2. FORHUVIRY OF LEGEND DRUGS 
RULE 1. GENERAL PROVISIONS 

857 IAC 2-1-1. APPLICABILITY 

Sec. 1. This artfcle 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 thfs title. 

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

Sec. 2. All legend drugs whlch do not fall Into the categortes listed in the 
formulary as found in 857 IAC 2-3 are specifically excluded from use by an 
optometrist except for toplcal diagnostic legend drugs which an optometrist 
may administer under IC 25-26-15-19(a). 

857 IAC 2-1-5. INJECTABLE PROHIBITION 

Sec. 5. Optometrists shall not prescribe, dispense, or administer injectable5 
by any means. 

INDIANA ADNINISTMTIVE CODE 
TITLE 857. INDIANA OPTOHETRIC LEGEND DRUG PRESCRIPTION ADVI!SORY CW4ITTEE 

ARTICLE 2. FORFIUVIRY OF LEGEND D W S  

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 appl 3ed drugs. 
(2) Oral antlhfstamine drugs. 
(3) Oral decongenstant drugs. 
(4)  Oral anflmf croblal drugs. 
(5)  Oral nonsterotdal anti-lnflamatory druas (NSAIDsl. - 
(6) Oral antiglaucoina drugs. 
(b) Controlled substances as defined in IC 35-48-1 are prohibited from use by 

an optometrj st. 



IQ3Xd.l 
IMCA O E  ANrnTATED 

TITLE VIII. THE PRACTICE OF CERTAIN PROFESSIONS AFFECTIK THE PUBLIC HEALTH 
CHAPTER 154. OPTWETRY 

154.1. Optometry--certified licensed optometrtsts--therapeutfcally certified 
optometrists 

Certified lfcensed optometrtsts may employ cycloplegics, mydriatlcs and 
topical anesthetics as diagnostic agents topically applled to determine the 
condftlon of the human eye for proper optmetrlc practtce or referral for 
treatment to a person licensed under chapter 148 or 150A. . . . . 
Therapeutically certified optometrists may employ the following 

pharmaceutlcals; topical pharmaceutfcal agents, oral antimicrobtal agents, oral 
antihistamines, oral antlglaucoma agents, oral analgesic agents, and 
notwlthstandtng section 147.107, may utthout charge supply any of the above 
ltsted pharmaceutlcals to commence a course of therapy. 

KANSAS STANTES ANIIOTATED 
CHAPTER 6 5 .  PUBLIC HEALTH 

ARTICLE 15. REMllATIMI OF OPTGMETRISTS 

65-1501. Practice of optometry defined; standard of care i n  use of topfcal 
pharmaceutf cal drugs. 

(a )  The practice of optometry means: 
( b )  The practlce of optometry shall not include: ( 1 )  The management and 

treatment of glaucoma; .... 

For the purposes of t h i s  act the following terms shall have the meanings 
respectively ascrtbed to them unless the context requires otherwise: 
(h) "Toplcal pharmaceutical drugs" means drugs known gener?cally as 

anesthettlcs, mydriatlcs, cycloplegirs, antt-tnfecttves and anti-tlnflarmatory 
agents, uhtch antl-inflammatory agents shall be l f r n i t e d  to a fourteen-day 
supply, administered toolcatly and not by other means for t he  exartnation. 
dlagnosls and treatment of the human eye and its adnexa?. 

KE:EnTm REVISED STANTES AWWTATED 
TITLE W I .  aPATIDQ(S AMD PWFESSIOMS 

CWPTER 320. WTaEIRXSTS 

s 320.240.  h a r d ' s  sete'i?ngs, offlcerr, powers, and i i 3 i i l es  

i i 3 )  The board may authertze persons engagtng t n  t h e  practlce of optometry 
under t h e  provt slons of t h i s  chapte r  t o  admf n i  s t e r  dlagnastic pharmaceutical 
agents Iinlted to mfo t l cs  Par emergensy use only ,  mydrlattcs, cyc l ep l eg l c s ,  and 
snesthetlcs appilod topfeally only ,  but excluding any drug c l a s r i F I e d  as a 
controiied substance pursuant to KRS Chapter 21BA. These pharmaceutical agents 
shai I he applfed i n  diegnostle procedures only as part OF an eye examtnatlon. 



(14) The board may authorize only those persons who have qua1 lfted for use of 
diagnostic pharmaceutlcal agents as set out in subsection (13) of thts sectton 
to util lze and prescribe toptcal therapeutic pharmaceutical agents f n the 
examination or treatment of any condition of the eye or its appendages. . .. . 

115) Any optometrist authorized by the board to utilize dlagnostfc 
pharmaceutical agents shall be permitted to purchase for use in the practtce of 
optometry diagnostic pharmaceutical agents limited to miotics for emergency use 
only, mydrlattcs, cyctoplegics, and anesthetics to be applted topically only. 
Any ootometrist authorized by the board to uti l i z e  toplcal therapeutfc 
pharmaceutlcal agents shall oe permitted to prescribe In the practice of 
optometry topical therapeutic pharmaceutical agents. . . . . 

LOUISIANA STANTES ANXOTATED 
R N f  SED STANTES 

TITLE 37. PROFESSIONS AMD OCCUPATIWS 
CHAPTER 12. OPTWETRY 

s 1041. Definitions 

As used in this Chapter, the following terms have the meaning ascribed to them 
in this Sectton, unless the context clearly indicates otherwise: 

( 4 )  "Diagnostic and therapeutic pharmaceutical agent" means any chemical in 
solut*on, suspension, emulsion, or ointment base other than a narcotic, when 
applied top2caIly that has the property of assisting i o  the dlagnosls, 
prevention, treatment, or mltiqation of abnormal condttlons and pathology of the 
human eye and Its adnexa, or those wh!ch may be used for such purposes, or oral 
antib?otics, and oral antihistamines only when used in treatment of disorders or 
dlseases of the eye and its adnexa. . . . . 

M I N E  REVISED STATUTES ANmTATED 
TITLE 32. PROFESSIONS AND OCQlPATlONS 

CHAPTER 34-A. OPTOMETRISTS 
SUBCHAPTER I. GENERAL PROVISXOWS 

1 .  Practice of optometry. The practice of optometry is defined as any one or 
any combination of the following practlces: 

3. Pharmaceutical agents. "Pharmaceutlcai agents" m a n s  topical medicinal 
diagnostic and therapeutical substances for use tn the diagnosf s ,  cure, 
treatment or prevention of ocular disease. 

4. Diagnostic pharmaceuticals. "Diagnostic pharmaceutical 8" means those 
pharmaceuttcal agents required to detect and diagnose an abnormal condition or 
eye disease. 

5. Therapeutic pharmaceuticals. 'Therapeuttc pharmaceutlcal~" m a n s  those 
pharmaceutical agents required to prevent. manage or treat abnormal ocular 
conditions or dtseases, excluding glaucoma. 



Nothing in this sectfon say be constraed to permit the optometr?!: use of 
pharmaceutical agents which are: 

A .  Controlled substances as described I n  the United Stztes Code, Title 21, 
Sectton 812; 
8, Any pharmaceutical agent administered by subdermai tnjection, 
intramuscular tnjectton, intravenous injection, subcutaneous injection or 
retrobulbar injections; and 
C. Any pharnaceuttcal agent for the speclflr treatment of a systemlc disease. 

Noi-vi thstanding any other provlsfon of t h i s  A c t ,  an o~I0171etr4st nay dispense, 
grescrrbe and adff?nfster  ooniegend agents. 

WilP(E BOARD OF WTWETRY 
RULES OF PRACTICE 

AUTHARllED DIAGNOSTIC PHARMACEUICAL AGENTS 
Topical Anesthetics: 

Proparacalne hydrochloride .5% !Ophthalne) 
Benoiinate hvdrochioride .BZ (Dorsacalnei 

klydriattacs: 
Hydroxya~hetamine hydrobromide 1.001 iParsdririe) 
Phenylephrrne hydrochloride 2,5% (Nso-synephrine) 

MlNMZSOIA STARJTES 
HEALTH 

148.591 USE O f  TOPICAL WiUR DRUGS. 

Subd. 2. Drugs speci f led.  For purposes of sections 148.57, subd\vislon 3, 
and 148.571 to 148.574, "topical ocular drugs" means: 

(1) cornerrtally prepared topteal anes the t i cs  as follows: ~roparacaine HCI 
0.5 percent, tetracafne HCf 0.5 percent, and henoxlnate HCI 0.4 percent; 

( 2 1  comercially prepared mydriallcs as Folious: phenyiephrine NCI in 
strength not greater than 2.5 percent and hydroxyamphetamlne HBr in strength 
not greater than 1 percent; and 

(3)  cmerclaily prepared cycloplegicslinydriatics as fo?lows: tropicamide i n  
strength not greater than 1 pe rcen t  and cyrlopentciate i n  strength not greater 
than 1 percent. 

148.576 USE OF TOPICAL LEGEND DRUGS; LIMlTATIONS; REPORTS, 

Subd. 1. Authorlty to prescribe or administer. A llcensed optometrist who f s  
board certtfied under section 148.575 may prescrtbe or administer toplca! legend 
drugs to ald in the diagnosis, cure, ml tigation, prevention, treatment, or 
management of dl sease, deft ciency , deform1 t y  , or abnormal i ty of the human eye 
and adnexa. 



MISSISSIPPI raDE AN)(OTATU) 
TITLE 73. PROFESSIONS AND VOCATIONS 

CHAPTER 19. OPTOHETRY AND OPTOWETRISTS 
USE OF DIAGNOSTIC PHARWICEUTICAL AGENTS 

s 73-19-103. Duties of state boards of optometry, medical licensure and 
pharmacy; records. 

( 2 )  . . . . The authorlzed use of such diagnostic pharmaceutical agent5 $ha11 
be speclfica1iy ifrnlted to those pharnaceotlcai agents vhfch,  when applied 
toplcaily to the eye, are ufllized in a prescrlbed manner Po assess ocular 
condi tlons for the purpose of referring any deviation f r m  t h e  normal l o  a 
physlclan for treatment. The pharmaceutical agents so authorized sAal l be 
llmtted to the following classes: anesthetics, mydriatics, cyclop~egfcs, dyes 
and over-the-counter drugs. .... 

s 73- 1 9--. [cirsian # not available at fhis time] 

i Z i  The therapeutic pharmaceutical agents that may be prescrlbed and used by 
an optometrist certified under Sections 3 through 9 or t h i s  ac t  shall be llmlted 
to the following: 

(a) Topical pharmaceutical agents; and 
(b) Over-the counter medications. 

VERNON'S ANWOTATED MISSOURI STATUTES 
TITLE XXII . KCUPATIONS AND PROFESSIottS 

MAPTER 336. OPTOHETRISTS 

336.220. Pharmaceuticals, certification for administering--types whl ch may be 
admfnjstered deftned--removal of superficial foreign bodles--referral to 
physiclan required, when 

1. The state board of optometry m2y adopt reasonable rules and regulations 
providing for the examination and certification of registered optmetrfsts who 
appiy to the board for authority to admtn-ister pharmaceutical agents in the 
practice of optometry. Such pharmaceutical agents may be "topically appl 3ed 
dtagnostic pharmaceutical agents" or "therapeutic pharmaceutical agents". As 
used fn thl s settlon, the term "top1 cal ly applled dtagnostlc pharmaceutlcat 
agents" means anesthetics, mydriatics, and cyclopleglcs, and the term 
"therapeutic pharmaceutical agents" means topical and oral anti-microbial 
agents, anti-histaminic agents, topical anti-inflamatory agents and oral 
analgesic agents. 

inSMURI STATE BOARD OF DPTmETRY 

4 CSR 210-2.080 Certtficatjon of Optwnetrlsts to use Pharmaceutical Agents. 

14) Use of oral analgesic agents shall be limited to those specific uses as 
follows: 



(A) Prior to the administration of oral analgesic tnerapy, a 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. Optometrlsts using these agents 
must be thoroughly familiar with the interactlons of these drugs wlth other 
systemic medicitlbns; 

(8) Prescription strength oral analgesic agents and particularly controlled 
substances are rarely reauired for the relief of pain in ocular conditions. 
Therefore, they may be used only for pain of which the etiology can be clearly 
demnstrated and in which, in the judgment of the optmetrlst, sofflcient relief 
would not be obtained wi th noncontroi led substances; 

(C) Ocular pafn may not be treated with controlled substances over 
forty-eight (48) hours without referral or consultation with a physictan skilled 
i n  the treatment of the eye unless marked improvement In the underlying 
condition can be demnstrated; 

(D) When prescribing oral analgesic agents which are categorized as 
controlled substances, only schedule I I I ,  IV, and V oral agents that have been 
shown to be effective for ocular pain may be prescrfbed; 

(E) Prescriptions for controlled substances may not exceed in number the 
recommended analgesic dosage for the duration of the prescription; 

(F) Prescriptions for controlled substances may not be refilled wtthout 
further examination and follow-up care; and 

(G) Optometrists may not maintatn inventories of control led substances for 
dispenslng or admtnistering. 

XONTANA CODE ANNOTATED 
TITLE 37. PROFESSIONS AND OCCUPATIONS 

CHAPTER 10. OPTOMETRY 
PART 1. GENERAL 

37-10-101. Definitions -- practice of optometry. 
(11 The practice of optometry is the profession constituting the art and 

science of visual care and is hereby deftned to be any one of the followtng 
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 a complete optometrlc eye and vision examination, includ+ng 
the employment and administration of drugs topically applied for examination 
purposes, limited to cycloplegics, mydrlatics, topical anesthetics, dyes such 
as fluorescein, and for emergency use only, miottcs; 

(d) the administration, dfipensation, and prescription of the oral analgesics 
codeine, propoxyphene, hydrocodone, and dthydrocodeine, alone or in combination 
xith nonscheduled or nonregulated drugs; and 

(e) the administration, dispensation, and prescription of those topical 
drugs approved by the board for use in ocular treatment ltmited to the anterior 
segment of the eye and adnexa. Glaucoma may not be treated. 

llOWTANA BOARD OF OPTOMETRISTS 
CHAPTER 36 

SUBCHAPTER 7 
DIAGNOSTIC P W C N T I C A L  AGENTS 



( 1 )  Upon lieensure or certification, the 
oermissible druos are as follows: 

f a )  ~ ~ d r i a t i c s  
( 1 )  Phenylephrlne Hydrochloride 
($1) Hvdroxvam~hetamine Hvdrobromide 
(b) ~ ~ c j ~ ~ i e g i c s ~ t )  
( i ) Tropi camide 
( f  l) Cyciopentolate 
( i t < )  Hmatropine Hydrobromide 
( i v )  Atropine Su l f a t e  
( E )  Topical Anesthetics 
( 1 )  Proparacaine Hydrochloride 
( i t )  Benoxtnate Hydrcch!oride 
(iii) Plperocaine Hydrochloride 
( d )  Miotic, only in the evert of an eaergency and a f t e r  tonsvltatton u l t b  
physician 
( 1 )  pilocarplne hydrochloride 

( 1 )  
i b )  Only the toptca! pharmaceotical agents  described in ARM 8.36.604 can be 

admin is te red ,  dispensed or prescribed by Montana certified o ~ l o m e t r I s l s .  
i c i  All licensed and therapeutically certtfted optometrists must ob ta in  and 

use a DEA number on all prescriptions. 

( 1 )  Yoplcal Drugs: 
(a) Anti-btotic Agents 
( b )  Anti-viral Agents 
(c) Antf-fungai Agents 
(dl Anti-inflammatory Agents 
( e )  Anti-histamines 
(2) Oral drugs: 
( a )  Oral Analgesics 
11) Codeine 
(11) Propoxyphene 
(ltfj Hydrocodone 
( I v )  ~lh~drocodelne 
(b) The above may be adrnlnistered alone or in cfnbinatfon u i t h  
non-scheduled or non-reaulated druas. 
f r )  Over the counter. 

REBWiSKA REVISED STARtTES 
CHAPTER 71. WBLXC NEWLTW AND WELFARE 

ARTICLE 1. LICENSES; PROFESSXOIIAL AND 0;1QIPASIWI 
(P) PRACTICE OF OPTWETRY 

s 71-1,133. Practice of  optmetry, deflned 



For purposes of the  Uniform iicenslng Law, the ~rac'ttce of optometry i s  
deflned as belng one o r  a cmb ina t lon  of the following, without  the use of 
surgery: 

(2 )  The employment OF instruments, devices, pharmaceutical agents, excluding 
anti-glaucoma agents, .... 

s 71-1,135.01. Pharmaceutical agents, defined. 

For purposes of  t h e  Uniform Ltcenstng law, unless the context otherwise 
requ? res: 

( 1  1 Pharnsceutfeal agents ,  for dtagnostic purposes, shaI I mean anesthetics, 
cyclapleglrs, and m9:dr:atics; and 

( 2 )  Phsrrnaceutlcal agents, for tkerapeut lc  purposes, sha l l  mean toplca? 
ophtthaimir pharinaceutfcaf agents whfch treat eye infectton, infiamnatlan, and 
~ ~ p e r f f i ~ a l  abrasions, o r  oral ana?gesics, including oral analgesics enumerated 
1.1. Schedules 111 and I V  of  sectton 28-405 necessary to  t rea t  ~0ldjilonS o f  the 
eye and u:suai system, or oral phtrmaceutica! agents for  the  treatment of  
Infectfiins of the eye an6 vrsiial  system, or oral ant?-lnfianirnatcxy agents Pa 
t r e a t  ronditlons of t he  eye an3 vlsua l  system exciudtng s te ro ids  and 
hm~nssuppresstve agents .  

327 : l .  Defln:t"fls 

In t h l s  chapter: 
I .  "Pharmaceutical agents"  means the fol lowing pharrnaceutlcal products: 

:a) Non-legend, o v e r  the counter, agents. 
($1 Mydrlatlc and cyclopleglc agents which are topically a p p l i e d .  
(c) MIatic agents approved by the  joint pharmaceutical formulary board and 

lneiuded i n  the formulary.  
i d )  Antlbiatics, suifonmider,, and cambinatfans thereof* whtc?: ere 

t a p l c a i l y  applied cr oral ly  adminlsteered to t r ea t  or ailevtate the effects of 
disease or abnormal contiltlone of tRe human eye, adnexa, and eye::ds, exr?udlng 
treatment of the iacrimal d ra inage  system, the 1acr:rnal g l a n d ,  or structures 
posterior to t h e  i r i i ,  apuroved by the jolnt >hirsaceutScal formulary board and 
included i n  the formulary, 

i c )  AntfRlslamSnss, d e c o n g e s t a n t s  and mast-cell stab::lzers whlsh are 
topically applied, 

if) Anesthet les  and byes which are  t op i ca i iy  a p p l i e d .  
(g) Ocular lubrtcants and hypertonic a g z n t s  nhich are  top! ia i ly  applied. 
( h i  O r a l l y  adminis tered a?aigesfi agen t s  used far  t h e  purpose of 

aileviatBng pa in  caused by z d t i e a s e  or abnormal condltlos OF t h e  human eye or 
eyeitd, erclndfng treatment of t h e  iaertmii drainage system, t h e  lacrins! g l a n d ,  
or structures p o s t e r i o r  to  the ir is. T h i s  nay tnclude c la s s  111 and PV 
controlled substances approved by the joint pharrnascutlcai formulary board and 
inc luded i n  the Fcmwdlary. 

( 1 )  "jther pharmaceut ical  agents ,  acy s o l e l y  d i agnos t i c  agents ,  and 
dlagnoottc agen ts  cmbined w i t h  pharmac~?s t i ra l  agen ts  as defined i n  this 
paragraph and as approved by t h e  jo ln t  pharmaceut:cai formulary board. 



1 j )  Non-steroidal anti-inflamatory agents approved by the jolnt 
pharmaceuttcal formulary board and included fn the for~ulary. 

111. "Practice of optometry" means . . .. 
"Practice of optometry" shall not include and nothing in this chapter shall 

authortze or allow the treatment of glaucoma or other fntraocular pressure 
elevatlon, or the prescribing, administering, or dl spensfng of corticosteroids 
in any form. 

327:6-a Requirements; Authorization 

..IV. Nothing in this section shall be construed 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 11 controlled substance deftned by the United States Controlled 
Substances A c t  of 1970, as amended; or to administer, prescribe or d'cspense any 
pharmaceutical product except for the diagnosis or treatment of disease or 
conditions of the human eye, adnexa or eyelids. 

V. Notwithstanding any other provision of law, an optometrist who is 
certlfled to use pharmaceutlial agents t n  the praettce of optometry shall be 
permitted to administer diphenhydramine, epinephrine or an equivalent medication 
to counter anaphylaxf s or anaphylactic reactton. 

l3rmmEa 
NEH JERSEY STANTES ANNOTATED 

TITLE 45. PROFESSIONS AND OCCUPATIONS 
SUBTITLE 1. PROFESSIONS AND OCCUPATIONS REGULATED BY STATE BaARDS OF 

REGISTRATION AND EXAMINATION 
CHAPTER 12. OPTWETRY 

45:lZ-1. Optometry declared a professton; deftnltton 

Optometry is ... the use and prescription of pharmaceutical agents, excludlng 
controlled dangerous substances as provided in sections 5.6.7, and 8 of P.L. 
1970, c. 226 (C. 24:21-5 through C. 24:12-8) and sectton 4 of P.L. 1971 c .  3 (C. 
24:21-8.1) and excluding those prescrtptlon med\catlons taken oraiiy or by 
injection, except for injections to counter anaphylactic reaction, for the 
purposes of treating deficiencies deformities, diseases or anomalies of the 
human eye including the renova1 of superficial foretgn bodies from the eye and 
adnexae. 

WEH M€XICO STATUTES, ANWOTATED 
CHAPTER 61. Professfonal and Occupatlonaf Licenses 

ARTICLE 2. Opt-try 

As used i n  the Optometry A c t  [this articlel: 
A .  "practice of optmetry'mmns: 



f 1 )  the employment of any subjective or objectlve means or methods, 
including the prescription or administratfon of topical ocular pharmaceutical 
agents, for the purpose of determining the visual defects or abnormal 
conditions of the human eye and its adnexa; and 

( 2 1  the employing, adapting or prescribing of lenses, prisms, contact or 
corneal lenses or other optlcal appliances and prescrfblng or administering of 
topical ocular pharmaceutical agents for the correction, relief or referral of 
v t  suai defects or abnormal condf tions of the human eye and 3 ts adnexa. 

The "practice of optometry'' shall not include the use of surgery, injections 
or any controlled substances fn the treatment of eye diseases. .. . . - 

GENERAL STATUTES OF NOUTX V\RDLINA 
CHAPTER 90. MEDICINE AND ALLIED OCCUPATIONS. 

ARTICLE 6. WTOHETRY. 

s 90-1 14. Optometry def fned. 

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 
investigating, examining, treating, diagnosing or correcting visual 
defects or abnormal conditions of the human eye or its adnexa; or 

( 3 )  The prescribing and application of lenses, devices containing lenses. 
prisms, contact lenses, orthoptics, v+slon training, pharmaceutical 
agents, and prosthetic devices to correct, relieve, or treat defects or 
abnormal conditions of the human eye or its adnexa. 

Provided, however, in using or prescrfbing pharmaceutical agents, other than 
topical pharmaceutical agents ulthin the definition hereinabove set out which 
are used for the purpose of examining the eye, the optometrist so using or 
prescribing shall comunicate and collaborate with a physician duly licensed to 
practice medicine in North Caroiina designated or agreed to by the patient. - 

NORTH DAKOTA CEHTURY O E  
TITLE 43. OCIUPATIONS AND PROFESSIONS 

UIAPTER 43-1 3. OPTOHETRISTS 

43-13-01. Definitions. 

In this chapter, unless the context or subject matter otherwise requfres: 
3. "Diagnosis and treatment" means the determination, interpretation, and 

treatment of any visual, muscular, neurological, or anatomfcal anomaly of the 
eye which may be aided, retieued, or corrected through visual trafnfng 
procedures or through the use of lenses, prisms, fl lters, ophthaimf c 
instruments, pharmaceuttcal agents, or cmbfnatfcns thereof, held either fn 
contact w i t h  the eye, or i n  frames or mountings, as further authorized by 
this chapter. Laser therapy and the use of tnvaslve surgery are not permitted 
under this chapter, except soperficcial forefgn bodies may be removed and 
prjmary care procedures may be performed. The treatment of glaucoma is not 
permitted under this chapter. 



4 .  "Pharmaceutical agent'' mans d i a g n o s t i c  ptrarmaceutlcal agents  or 
t he r apeu t l c  pharmaceutlcal agents. The term does not Include pharmacevticai 
agents that have no documented use in the treatment of ocuiar-related 
disorders or diseases,  oral cortics-steroids, and controlled substances,  as 
defined in chapter 19-O?.!. As used in t h l s  svbrection: 
a. "Diagnostic pharmaceutical agentsi9mens pharmaceutical agents 
administered for the evaluation and dlagnosi s of disorders of the human 
eye Including anesthetics, mydrlatlcs, myotfcs, cyclop?egics, diagnoitlc 
dyes,  dlagnosCIc stains, and pharnacciitlcal agents to evaluate abnormal 
pup11 responses. 

b.  ""therapeutlc pharmacisceut?cai agents" mans t op ica l ly  admlnlstered and 
prescribed pharmaceuticai agents FOP treatment of ocular-related disorders 
or disease, locally adm:nlsiered phsrmaieu t \ sa l  a g e n t s  for primary eye 
care procedures, oral anti-infective agents,  oral antthlstamlnic agents, 
and oral anaiges!rs For the treatment of ocular-related dl  sorders or 
d l  seases. The dl zpensing of therapeutlc pharmaceutical agents 9 s not 
permlttsd under t h ? s  chapter. 

PAGE'S OHIO REVISED WE ANWTATED 

s 4725.03 Defin9tions. 

As used f n  t h l s  chapter: 
i B )  "Topical ocular pharmafeut'ical agents'%ans: 
( 1 )  Proparacaine hydrochiorlde i n  a potency not e x c e e d t n g  f?ue-tenths of one 

per cent ophthalmic soiutloa; 
12) Benoxtnate hydrochloride in a potency not exceedtng four-tenths of one per 

cent ophthalmtc solutlon; 
(3)  Phenyiephrlne hydrochloride tn  a potency not exceeding two and flve-tenths 

per cent  ophthalmfc solutlon; 
(4;  liydroxyamphe"camine hydrobromide in a ~otency not exceeding one per cant 

ophthalrnlc soiutfon: 
( 5 )  TropIcamide f n  a potency not exceedrng one per cent ophlhaimlc solution; 
( 6 )  Cyciopenlolate in a potency not exceeding one per cent cphthalmii 

solution; 
(7) Any other top ica l  ocular pharmaceutqcal agents :f the prlrnary fndlcatlons 

Par their use are consistent v16h the pdrposes set Forth in dlvtston ( A ) i l ?  of 
t h b  ssectlon, l h e f r  new drug application i s  approved by and the potency In 
uh?ch "thy may be used for eva lua t i ve  purposes has been established by the 
federal fmd and drug admlnlstratlan a f t e r  January I ,  3983, and t h e i r  use for 
t h e  purposes s e t  fcrth in diui;sbn i A ) < l i  of t h i s  sectloon "is been apprsveii by 
ru le  of t h e  s t a te  board o f  optometry. 
IC) ''Therapeutic pharmaceutical agent" wan% a tap'rcal ocular pharmaceutlca) 

agent or any sf t h e  foTiaw?ng drugs or dangerous drugs ,  as def tmi l  dn sectton 
4729.02 OF t h e  Revlsed Code, t h a t  i n  used for examination, i nves t lga tbon ,  
dlagnor!~, or prevention of d isease,  i n ju ry ,  or other abnormal eondtt ian of the 
~ ! s u a l  sys tem or for treatment or cure of df5@ase, i n j u r y ,  or other abnormal 
eondttlan of t h e  anterior segment of t h e  human eye and i s  an a n t ( - m l c n b f a l ,  
ant:-allergy, anel-glaucma, topleal ant?-lnblamatory,  or cyclopeieglc agent 
or an anaigeslr: 



( 1 )  a toptcal ophthalmic preparation; 
(2) oral dosage of any of the following drugs: 
(a) acetazolamide; 
fb? astemfzole; 

(e) glycertn i n  a ftfty per cent solutton; 
(f) isosorbtde in a forty-five per rent solutfon; 
( g )  sethazolamide; 
i h )  analgesics that may be tegatiy sold without prescriatton; 
f l )  terfenadlne; 
(1) arnpiclllin in a two husdrea fifty milligrar or f i v ?  hundred mililgram 

dosage; 
i k )  cefaclor I n  a tw hundred fifty milligram of f l v e  hundred mfii!grsm dosage; 
i l )  ce' ihalexln i n  a two hundred  Fifty milligram or flve hundred milligram 

dosage; 
(rn) dtcloxacl l l in  i n  a two hundred F I f t v  milliaram or f i v e  hundred rnllliwam * 

dosage; 
(n :  doxycycl4n-e t n  a f i f t y  mill igram or one hundred m i l l i g r a m  dosage; 
i a ?  erythromycin i n  a two hundred fifty miliigraa, three hundred and 

t h ? r t y - t h r e e  mill igram, or f i v e  h u n d r e d  milligram dosage; 
(p)  panici!?ln V K  i n  a two hundred  f i f t y  fafillgram or f t v e  hundred milligram 

dosage: 
i q )  tetracycl lne  t n  a tuo hundred f I f t y  mi Illgram OF FIve hundred m l  l ifgram 

dosage. 
(3 )  Any other oral dosage of a drug or dangerous drug t h a t  i s  lfsted by rule 

adopted by the s tate  board of optometry under section 4725,04 of the Revised 
Code 

s 4925-16-01 Add i t i ona l  Topical Ocniar Pharmaceuttcal Agent. 

Dapiprazoie Nydroehiorfde i n  z potency not exceeding five-tenths of one per 
c e n t  ophthalmic so lu t l an  i s  approved as a topical ocular pharmaceutliai agent 
and may be administered by a Ilcensed optometrist who has passed the general 
and ocular pharmacology examination grescrlbed i n  section 4725.08 of t h e  
Revlsed Code and has  fulfilled the other requirements of Chapter 4725. of t he  
Ok!o Rertsed Code. The use of  Daptprsacle 1 s  approved for reversing the 
diagnostic mydrlaiis induced by Phenyl$phrlne and Trapicamide which are 
approved toplcai ocular phirmaceut:eai agents. 
i n l o  agent end i t s  potency, a l s o  known as "hev-Eyes"",ver approved by t he  
Federal F w d  and Dr,.~g Adm:nlstra:lon on December 31, 1990 and i t s  use t s  
conitstent with t h e  purposes set Forth i n  t h e  d e f l n l t l o n  of the "practice of 
optometry". 

The practice of optmetry i s  defined to be ...- t h e  use of  pharmaceutical 
agents .... The practice of  optmetry shall  also include t h e  prescrtblng of  



dangerous drugs and controlled dangerous substances for all schedules specified 
in the Uniform Controlled Dangerous Substances Act except Schedules I and I1 
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 REVISED STATUTES 
TITLE 52. OCCUPATIONS AND PROFESSIONS 

CHAPTER 683. OPTWETRISTS 
GENERAL PROVISIONS 

683.010. Definitions. 

As used in thts chapter, unless the context requires otherwise: 
(3) "Practice of optometry" means the employment of any means other than the 

use of drugs, except topically appl led pharmaceutical agents 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 pharmaceutical agents other than topical 
ocular pharmaceutical agents or to use Schedule I and I1 controlled substances. .... 
141 Prior to instituting treatment with antiglaucoma medication, optometrists 
shall consult with an ophthalmologist or other Doctor of Medicine or Doctor of 
Osteopathy licensed under ORS chapter 677. 

OREGON ADMINISTRATIVE RULES 
CHAPTER 852. DIVISION 80 - BOARD OF OPTOHETRY 

PHAWCEUTICAL AGENTS 

Designation of Formulary 
852-80-005 Pursuant to ORS 683.270(j), doctors of optometry are qualified to 

use, administer, and prescribe topical pharmaceutical agents as designated by 
the Oregon Board of Optometry. The following formulary of pharmaceutical agents 
for topical use in the practice of optometry are designated, subject to the 
condl tions in 852-80-008: 

Category 1 - Ocular lubricants, artiflclal tears, and irrigating solutfons 
Category 2 - Mydrlatics 
Category 3 - ~ycloplegics 
Category 4 - Anesthetics 
Category 5 - Dyes 
Cateoorv 6 - Hlotics - ,  ~ ~ 

Care;3r? : - Astringe~:s anc Anr4se?t::s 
Categ~rg S - Ant'hista-!nes and 3 ~ c ~ ~ e s : a i t s  
Cateaorv 9 - Anti-louse aaents 
Category 10 - ~yperosmotlts 
Category 11 - Ant{-lnfectives (Antibiotfrs, kntl-virals, Anti-fungals) 
Category 12 - Antl-glaucoma and Ocular hy~otensives 



Catejary 14 - 4nq cmb"azion OF t h e  above asei-tc 
Category 15 - Other agents as apprsved by the Board 

Condttlons of Formuiary Appf ical lon 
852-80-008 The fo l lowing sondittons app ly  t o  the designated Formulary of 

pharmaceutical agents: 

( 1 :  Ciagnastlc Pharmaceutical Agents (CBA) and Theraceutic Pharmaceuticsi 
Agents ! P A :  cer t i f i ed  doctors ofoptometry may use ,  admlnlster, and prescr:he 
any and a l l  over-the-counter pharmaceutical agents ,  

(21 Doctors of optometry c e r t l f l e d  for DPA use on ly ,  may use and sdminlster 
pharmaceutical agents i n  Categories 2 through 5 for diagnostle purpsses only. 
They may use MIotics (Category 6) for emergencies only. 

(3) Doctors of op tmet ry  c e r f t f i e d  for TPA use may use, admlnlster and 
prescribe top ica i  agents i n  Categarles 1-15. 

14) Treatment ~ I l h  Antf-v?rals (Cabwry  1 1 )  Por mre than 14 day's r e q u i r e s  - .  
ronsu1tetlon n l t h  an ophtfialmIog?st. 

(51 Treatment w i t h  Anti-funaals {Cateaorv 1 1 )  reouirer consul tat ion with an * < 

ophthilm:ogi s t p r i o r  to initioi;ng treatment. 
( 5 1  Treatment w i t h  Ant?-glaucoma agents (Category 12) requires:  
( a )  a dilated Internal eye health erarnlnatlon before t reatment  i s  Initiated, 
Cbi measurement of intrascular pressu re  by applanztiaa, and 
( c )  I n i t t a t  and annual ronsullation w i t h  an o p h t h a i m i a g l s t ,  doctor of 

r e d l c i n e ,  o r  doctor of osteopathy. 
( 7 )  Treatment w i t h  sters:?s requtres: 
!a) a d i l a t e d  tnternai eye h e a l t h  axam?nation before treatment 1s I n i t i a t e d  

Car 1ntraocuiar 1nF1ams'cion. 
( b l  measurement of fntraseuiar pressure by applonation, and 
<.:I son~ultation n l t h  an aphtha1molog:st f o r  more than  I 4  days treatment, 

un less  t h e  eondltion i s  tmprsvtng steadily and t rea tmen t  i s  being tapered.  

GENERAL U.HS OF RWOE ESYiWD 4WWIATED 
TITLE 5. WSIMESSES AN0 PROFESSIONS 

CW.PYER 35. WTWETRISTS 

Optometry I s  deftned as . . . and t h e  taplia1 application ofdrugs t o  the eye, 
to w i t ,  mydriatics, miat4cs, and the use of topical anesthetics, ... shall be 
p e r r l t t e d  to apply drugs topleally to t h e  eye For the purpose of d e t e c t i n g  any 
dfseased or pathciog?eai sondlPIon sf t h e  eye, or t h e  e f fac " i  sf any dlsease or 
pathsloglca! conditlan of t h e  eye. 

5-35-1.1. Us2 and pre'scr?ptlon o f  topical  pha~maceutical agents For ocular 
cordfttons -- Technical advjsory penel -- Training and rer%if:cat:on. 

Wolrl thstandlng the provl slons of Phis chapter ,  qua1 WFIed and duly 11 censed 
optometrists o f  t h i s  s t a t e  may use and prescribe topical pharmaceutical agents 
I n  the treatment of ocular e o n d l t l c n s  of the  human eyeand i t s  appendages, 
r t thout  the use of  surgery or other invaslve techniques. 



STATE OF RHODE XSUSXD BORRO OF OPTWETRY 
RULES AND REGUMTIDNS 

&ction 10.0 Practice of O o t m t r y  

The medications which may be used include topical medication (mast cell 
inhfbitors or stabilizers), lubricants, decongestants, mucolytics, 
antibiotics, and steroids with a clinical potency not exceeding 114% 
methylprednisolone or equivalent. 

Topical steroid treatment required beyond fourteen (14) days may be 
continued only in consultation with an ophthalmologist. 

m D E  OF LAUS OF SOUTH CAROLINA ANNOTATED 
TITLE 40. PROFESSIONS AND OCCUPATIONS 

CHAPTER 37. OPTOEIETRISTS 

s 40-37-105. Topical applfcation of pharmaceutical agents; use of miotics; 
certification. 

A .  Notwithstanding any other provislon of law a diagnostically certified 
optometrist may purchase, possess, and administer pharmaceutical agents, 
including pharmaceutical agents for topical application, other than controlled 
substances as defined in s 44-53-110 for dlagnostlc purposes in the practice of 
optometry. For the purposes of this section, 

"pharmaceutical agent" means: anesthetics. mydriatics, cycloplegics, 
mlotlcs,dyes, and over-the-counter drugs. Miotics may be used only pursuant to 
the folloning restrictions: 

(1) miotics may not be used for treatment purposes; 
(2 )  miotics may be used only for emergency purposes involving the buildup 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 Optometry a written report of the incident 
in the manner prescribed by the board by regulation; and 

(3) the South Carolina Board of Examiners fn Optometry shall ensure that the 
quality and quantity of mlottcs possessed by a diagnostically certified 
optometrist is consistent with the use of miotics only for emergency purposes 
tnvolving the buildup of pressure within the eyeball. 

5. Notwithstanding any other provision of law, a therapeutically certified 
optometrist may purchase, possess, administer, supply, and prescribe 
pharmaceuttcai agents, other than Schedule I and 11 controlled substances as 
defined i n  Sectlon 44-53-110, for dtagnostic and therapeutic purposes in the 
practice of optometry except that: 

( 1 )  when prescribing oral nedicatlons a therapeutically certffted 
optometrist i s  limlted to these oral pharmaceutical agents: antfhlstamine, 
anttricroblal, antiglaucoma, over-the-counter drugs, and analgesics and may only 
prescribe these pharmaceuttcal agents For the treatment of ocular and ocular 
adnexal eye disease: 



( 2 )  when prescr ib ing  orai pharmaceutical a g e n t s ,  documentat:on must be made 
i n  t h e  p a t l e n t ' s  chart: 

(3 )  when p r e s c r i b i n g  ana lges ics ,  preicrfptlon must be ? I m ? t e d  to  a seven-day 
s u p p l y ;  

( 4 )  when prescrlbtng topical s t e r o i d s ,  i f  after ten days of treatment i t  i s  
necessary t o  continue t h t s  medication, t h e  optometrist rhali comunlrate and 
colleborate w ' i t l ?  an ophthalmlogist, and If a f te r  twenty-one days treatment i t  
"; necessary to cnntfnue this medfcatlon, the  optonietr4st must refer the p a t l e n t  
to an opii thalmlogisl ;  

: S i  when t res i lng giaucema ustnq be ta  blocking pharmaceutleai agents, a 
t he r apeu t i ca l l y  certified aptometrlst must consuit personally ~ 9 t h  or refer to a 
fami ly prartittoner, general practitioner, in te rn i s t ,  or other appraprlate 
;ihys:cian: 

(6) PO medica t ions  may be given by lnjectlon or inlra$enously. 

SOOT14 DAKOTA COQIFIED MMT 
TITLE 36. PROFESSIONS AND OCCLIPAIIOPIS 

CNAPTER 35-7. WTMETRISTS 

36-7-1. Scope of p r a c t l  ce  d e f t  neb. 

36-7-i. The practlte of optometry i s  declared to be . . . and the prescrlblng 
or employment of . . .  toplcal pharmaceutical agents and orai anaigestc agents For 
diagnostic and treatment purposes, . . . 

35-7-1.1. Notwithitandtng anythlng i n  t h i s  chap te r  to the contrary, an 
opt3netr lst ,  except an optometrdit c e r t l f l e d  for dlagnontic and thrrzpeuulr  
agents as proulded by i s  36-7-15.1 to 36-4-35.3, locluslre, and as orovtded i n  
ser t lon  7 of t h f s  A c t ,  may not t r e a t  glaucom or  ocular hypertenston. 

55-7 be amended by add ing  thereto a M i b i  SECTION [noci,a";nn#av~able at&& 
rime] t o  read as fol!ors: 

No oral therapnut?: agent may be prnsrrlbed by an crgtmetrtst t h e r s p e u t t c t i i l y  
certified under t h l s  chapter For giaUC0m or oruiar hypertension. 

TEllHESSEE CCOE AMWTATED 
TITLE 63 PROFESSIONS OF THE WY\LIK ARTS 

llWAPTER 8 OPTmETRXSTS 

63-8-102. DefIni tions 

When used in t h t s  chapter: 
(12) "Practice of optometry as a profession" means: 
(E) One who I s  engaged in the p r a c t i c e  of  optometry as a profession, as 

hereinabove defined, and who has s u f f i c i e n t  education and profeszional 
competence, as determfned by the board, i s  authorized to examtne, diagnose, 
manage and treat conditions and diseases of the eye and eyelld including: 



fi) The administratton and prescribing of pharmaceutical agents rational to 
the diagnosis and treatment of conditions or dtseases of the eye or eyelid. 

Ov) Addl tional ly, the authority to administer benadryl, epinephrine or 
equivalent medication to counteract anaphylaxfs or anaphytactlc reaction. 

VERXOII'S TEXAS STANTES AWD W E S  ANNOTATED 
C I V I L  STATUTES 

TITLE 71-HEALTH-WBLIC 
CHAPTER T E W T O M E T R Y  

ARTICLE 1. GENERAL P m I S I O I I S  

Art. 4552-1.03. Therapeutic optometrists 

Sec. 1.03. 
(b) A therapeuttc optometrist may admlnlster and prescribe ophthalmtc devlces, 

over-the-counter oral medications, and topical ocular pharmaceuttcal agents, 
other than antiviral agents and antlglaucoma agents, for the purpose of 
diagnosing and treating visual defects, abnormal conditions, and diseases of  
the human eye and adnexa and may remove superficial forefgn matter and 
eyelashes from the external eye or adnexa. If a therapeutic optomerrlst 
utilizes topical steroids of a strength of one percent concentrat3on to treat a 
condi tion and the condition has not substantially improved wi thln seven days of 
the initial toptcal steroid appllcatton, the therapeutfc optometstst shall 
consult with an ophthalmologist and the ophthalmologist shall then establish 
the treatment regimen. I f  a therapeutlc optometrist utilfzes topical sterotds 
of a strength of less than one percent concentratton to treat i! condlt'lon and 
the condition has not substantially improved wlthln 14 days of the inltfal 
topical steroid application, the therapeutic optometrist shall consult with an 
ophthalmologf st and the ophthalmologist shall then establfsh the treatment 
regimen Thls subsection does not authorize an optometrist to treat glaucoma 
in a manner that was not permitted by law on August 31, 1991. 

OFFICIAL TEXAS ADHIN ISWTIVE CODE 
TITLE 22. EXAMINING WARDS 

PART X I V ~  TEXAS OPTOMETRY BOARD 
CHAPTER 280. THERAPEUTIC OPTOMETRY 

280.5 Prescriptions Written for Pharmaceutical Agents by the Therapeutic 
Optometrl sts 

fg) A therapeutlc optometrist may prescribe all: 
(1)  ophthafmlc devices; 
( 2 )  over-the-counter oral medications; and 
( 3 )  topical pharmaceutical agents used for treatlng vlsval defects, abnormal 

cond+tio~s, and dlseases of the human eye and adnexa, which are included in 
the following classiftcations or are comb*nationr of agents in the 
siasslfleatlons. No drug falllng wfthtn one of the follonlng ~ategories may be 
used for the treatment of giaocma i n  a manner that was not permitted by iav 
on August 31, 1991. Antfvfral drugs falling within the antl-lnfectlve 
classification are not included in the formulary: 

( A )  anti-allergy: 
( % )  antihlstamlne; 
(fl) membrane stabtltzer; 



(8) anti-fungal. 
(0 imfdazoles; 

( i i  amlnogiycoslde; 
iii) anti-cell membrane; 
( f  l i i  sntf-cell wall syn thes i s :  
!?v) anti-DNA s y n t h e s t s ;  
cv )  ant!-protein synthests tercluding chlcramphenicoli: 
( v l )  antl-ACMaae: 
( v ?  ? i cephalasportn; 
( v l l i )  agents a f fec t i ng  fnbrrmedlary metabolism; 

( 0 )  ant i - fn f lamatory :  
( 1 )  non:tero:dal anti-inflammatory drug (HSAID;; 
!If) s terold;  

i E j  antlseptlc; 
( f )  chelatjnq agent ;  
( G ;  cherlcal c a u t e r y ;  
( H )  cycloplegic: parasympathalyt ic ;  
( 1 )  hyperosmtfc;  
( J i  mlctic: 
( 1 )  antt-ACWase; 
111) parasympathonfmet:~; 
(Ki mucoly t fc :  
iii mydrlatlc: syrpathom.mfmeifc (Alpha I agonists on:';>; 
(M) ussocanstrlctor: syrnpai-homimetic !Alpha l agcnt s t s  only). 

i h )  The fol:o~?ng are those drugs  w h i c h  are c lass l f led as antlqlaucorna drugs 
and may not be used I n  a manner t h a t  was not permitted by law on August 31, 
1991 : 

i l l  Piloearpine 1.a-102: 
12) Cilrbachol 1?,1S%-3.0%: 
(-i .J, Carieolo?; 
4 Epinephrtne 0.25i:-2.a; 
(5) D l p l v e f r i r  0.14,; 
16) BetaxoiaT 0 . n :  
(71 ievobuno?ol 0.57.; 
i E ?  NetZpranolol 0,32; 
(9)  Ttmiol 0.Z5"b00.5%; 
(10) Physostigmine 0.2%-0.X; 
(11)  Demecarinm 0.1ZS%-0.25Z;1; 
( 1 2 )  Echotkfophste 0.032-0.252; 
(13) Xsoflurophate O . Z S X .  

113 i h t s  formulary specifically l i s t s  t he  types OF drugs  which may be 
prescribed by a therapeiatl c optometr! s t .  Subject  to "me antlgiaucoma and 
antlvlral lim?tatlons described i n  subiact lons (g)  and i h )  of  t h l s  sectloo,  a 
t k e r a p e u t t c  optsmetrlst may possess and adrntnlster any top lca :  ocular 
pharmaceullcai agent which has a i eg? t?na te  diagilostlc or therapeut ic  use. 

UTAW r n E  
TITLE 58. Cv36yPATXOMS AIID PROFESSIOIIS 

UIAPTER 16a. UTAI! OPTMETRY PWICTlCE ACT 



As used fn thfs part: 
(6) "Pharmaceutical agents" means those drugs state law requires to be 

dispensed by prescriptton and the dlvtston, tn consultation wtth the board, 
allows optatrfsts to use for diagnostic and therapeutic purposes in 
accordance uith thfs part. 

UTAH MINISTRI\TIVE CODE 
rce 

R1S6. Occupational and Professfwral Licensfng 
R155-16a. Rules of the Optoretrist Ltcenstng Board. 

R156-16a-14. Utillzatlon Plan. 
(1)  The written utllizatlon plan shall contain a definitive statement with 

respect to the dtagnosis and treatment of eye disease and injury and the use of 
the following over-the-counter and prescription medications fn a form provided 
by the  divfsion: 

(a) dfagnos3s and treatment of eye disease and injury without the use of 
medication; 

(b) dlagnosts and treatment of eye disease and injury wtth FDA approved 
toptcally applied over-the-counter ophthalmfc medicatlons: 

tc:  diagnosis and treatment of eye disease and tnjury with other FDA 
approved toplcal  ophthalmic medicatlons; 

( d )  diagnosis and treatment of eye disease and Injury wlth FDA approved 
topically appi ied ophthalmic antihl stamines; 

( e )  diagnosis and treatment of eye dlsease and lnjury with FDA approved 
toplcally applied ophthalmic antfbiotlcs: 

(ff diagnosts and treatment of eye dlsease and injury with FDA approved 
topically applled ophthalmtc antiviral agents; 

f g )  dfagnosjs and treatment of eye disease and injury with FDA approved 
topically applied ophthalmlc steroids and topjcally applied ophthalmic 
non-stero? da! anti-inf lamatory drugs; 

f h )  removal of a foreign body Including rust rlngs from the eye and the 
adnexa; 

( I f  prescribing and admfnlstertng of FDA approved locally acting toplcal 
glaucoma medfcations; and 

( 3 )  prescrlhfng and admini stertng of FDA approved systemlc effecting toplcal 
glaucoma medications. 

V E W T  STATUTES AtlmTATm 
TITLE TWEXn-SIX. PWFESSTOXS AWD WPATIDWS 

aJiAPIER 30. DPTWETRY 
WKRAPTER 5. DIAGMOSTTC PWAmCmICRL. AGEWIS 

s 1723. 3se o* dtsgnostlc pharmaceutical agents 

Hotwithstanding any grohfbltioo on the  use of drugs i n  s e t t l o n  I703 of t h i s  
t l t i e ,  an optometrist llceased under th i s  chapter ,  and pursuant t o  t h e  further 
?Imitattans of t h t i  subchapter may procure and use certain drugs topically 
spplled t o  t h e  eye and known as mydrtatles, cyclaplegtcs, and taplcal 
anesthettca. Such use shall be for detectlcin purposes only, and nofhlng i n  



t h i s  inbchaater  s h a l l  be conrtriieb t o  pi?rmit t h e  adainlsterlng of drugs  far t he  
med?ca? or therapeutic treatment of any disease or t h e  perforalng o f  surgery. 

s 1724. Speelftc drugs;  csncentratIans 

After 30 days notice to and consultation x l t h  an ophthalmjogts t  designated 
by the head of opktkalmiogy a t  the University of  Yermnt, the board shall 
def lne  t h e  speclflc drugs and t h e  concentrations thereof w h i c h  o~tometrists 
shall be allowed to use pursuant to l h 4 s  subchapter and subchapter 6 and sha l l  
notify the s t a t e  boar:? o f  pharmacy OF the board's ae:?snr. 

s 1728, Use of Therapeutic Pharmar@u:i%ai AgeRti  

i a )  Natwithrtendlng the proulslons of sect fons 1703 and 1723 of t b f s  t f t l e  t o  
the contrary, an optometrist Itcensed under t h i s  chapter who possesses t he  
endorsement required under sectt-3n 1729 of tMii t t t l e ,  may: 

( I :   res scribe anti-infective,  ant:-infl- ~ ~ m a t o i y  and diiatlon reversal drugs,  
prevlded t h a t  those drugs are p r e s c r i b e d  only for topical  appiicatlon to t h e  
e y e  When sterslds a re  prescribed under t h i s  section, t he  optometrist shall: 

( A )  consalt  w i t h n  apMtaimlog1st i f  the patient's ccodd":lan has not 
Improved w l t h i n  sevec days a f t e r  tnitiation of t r ea tmen t  :and 

i B >  r e f e r  the  patient to an ophthalmicgis i  I P t t h e  steerotd i s  t o  be used for 
longer than ten days.  

(%I i n  t h i s  s u b c h a p t e r  shall Ge eonstrued to permrt ... t h e  treatmeat of 
"iil8.,.::.. ,.. . .,,,a . 
Fey.-,. -. i m; ~m f ~ ~ ~ s i i m g  &amosiic &gz a e  approved for oilpfrmienic use, Tlre defiiticn of 
&. .-., - 
,...,., -,.ecific :herzpeuzii: drugs f';r opror~eaic use 6y t i e  Board of +roomettry has nor h i s  male at L ~ I  

tlnf ] 

i, 3ptometrlsts i;uallCed pursuant So T i t l e  26 VSA,  Chapter 30, may toplsal?y 
app ly  t he  following pharmaceutical agents to the eye for detec t l sn  purposes: 



c )  Cytloplegics 
1 . Tropl casi de 
2. Tropi cam1 de 
3. Cyclopentolate Hcl 
4. Cyclopentolate Hcl 

l2mmIA 

WBTITLE 1 

ARTICLE 4.  

CODE OF VIRGINIA 
TITLE 54.1. PROFESSIONS AND OCCUPATIOWS. 

11. PROFESSIONS AND KCUPATImS REGULATED BY BOARDS HITHIN THE 
DEPARmENT OF HEALTH PROFESSIONS. 

CHAPTER 32. WTOHETRY. 
CERTIFICATION FOR AMINISTRATIOW OF DIAGNOSTIC P H A W N T I C A L  

AGENTS. 

s 54.1-3221. "Diagnostic pharmaceutical agents" defined; utilization: 
acquisition. 

A. Certified optometrists may administer diagnostic pharmaceutical agents 
only by topical appl i catton to the human eye. "Diagnostic pharmaceutical 
agents" shall be defined as the following drugs in strengths not to exceed 
those stated: 

1. Mydriatics and cycloplegics known as tropicamide in a 1.0 percent 
solution, phenylephrine hydrochloride 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 benoxfnate 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 111. PROFESSIONS AND KCUPATIONS REGULATED BY BOARDS UITHIN THE 
DEPARTMENT OF WEALTH PROFESSIONS. 

CHAPTER 29. MEDICINE AND OTHER HEALING ARTS. 
ARTICLE 1. GENERAL PROVISIONS. RELEVANT SECTIONS RELATING TO THERAPEUTIC 

PWAWCEUTI%L AGENTS. 

"Certified optometr4st'"ans an optometrist who is ilcensed under Chapter 
32 of t h i s  title and who has successfully completed t h e  requirements of 
certiftcation established by t h e  Board of Medicine. Such certiftcation shall 
enable an optmetrt st to treat certain diseases, including abnormal rondltions, 
of  the human aye and i t s  adnexa, as s p e c i f i e d  by the Board of Medicine, w l t h  
certain therapeutic pharnacevtlcai agents specified by the Board. Wowever such 
certification shall not permit treatment through surgery or other fnvasive 
mdalltfes. 



CERTIFIUTIQN OF OPTWETRISSS TO PRESCRIBE FOR AND TREAT 
CERTAIN DISEASES, IKLUDING ABHORMAL CXINDITIONS, OF THE B W H  M E  

AND ITS ADNEXA HlTH CERTAXH THERAPEUTIC PHARMACEUTICAL AGENTS 
PART IV 

SC(WE Df PRACTICE FOR At4 WTCWETRlST CERTIFIED TO USE THERAPRITIC D m S  

SECTION 4.3. - Therapeutlr phararaceutfcai agents which a certified optometrcst 
may administer and prescribe are a11 topical and are as follows: 

A. Tetracycllne 
8. Erythromycin 
C. Bacttrarin 
5. Polymyxin BiBacitracin 
E. Chlortetracycline 
F, Sodium Sulfacetamtde - 10% 
6 .  Sodtum Sulfacetamide - 30% 
H. Sulftsoxazole - 4.0% 
I. Sulfacetamide - 15% I Phenylephrine - 0.125% 
J. C r w l y n  Sodtum - 4.0% 
K. Naphazollne HC1 - 0.1% 
L. P"rny1ephrine HCI - 0.1252 1 Pheniramtne Maleate - 0.5% 
M. Phenylephrine NCI - 0.12% I Phyrilamine Maleate - 0.1% / Antfpyrine - 0.1% 
K. Naphazoltne tIC1 - 0.025% i Pheniramine Maleate - 0.3% 
0. Naphazoltne HCI - 0.05% / Antazoltne Phosphate - 0.5% 
P. Nydroxypropyl Cellulose Ophthalmtc insert 
Q. Polytrim Ophthalmtc Solution 
R. Meomycin 

SECTION 4.4. Standards of Practice: 

C. The ltst !n section 4.3. does not preclude cptometrlsts t rea t ing 
emergency cases of anaphylactic shock with intra-muscular epinephrine, 
such as obtalned from a beesting k t t .  

D. The treatment of certain dtseases, Including abnormal condi ttons, of 
the human eye and its adnexa wi th  the admintstratton of certaln 
therapeutic pharmaceutical agents by ~ertffied optometrists t s  
prohtbited in chlldren five years of age or younger. 

MAC 246-85i-410 Drug formulary. Pursuant to RCW 18.53.010(31 the optometry 
board adopts the following drug formulary of topically applied drugs for 
diagnostic and treatment purposes. 

( 1 )  Drugs for dlagnosttc or therapeutic purposes. 
(a) Mydriatics 
(b)  Cycloplegics 
fc) Mfotics 



Anesthetics 
Drugs for therapeutic purposes only. 
Anti-tnfectives 
Antihistamines and decongestants 
Ocular lubricants 
Antiglaucoma and ocular hypotensives 
Anti-inflanatories 
Hyperosmotl cs 
Other topical drugs approved for ocular use by the FDA - 

HEST VIRGINIA CODE 
CNAPTER 30. PROFESSIMIS AND MICUPATIONS. 

ARTICLE 8. 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, wtth or without the use of drugs 
prescribable for the human eye, whfch drugs may be used for diagnostic or 
therapeutic purposes for topical application 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 rts appendages; 

(bf The employment without the use of surgery of any instrument, device. 
method or diagnostic or therapeutic drug for toptcal appltcatton to the 
anterior segment of the human eye lntended for the purpose of investigating. 
examining, treating, diagnosing, improvlng or correcting any visual defect or 
abnormal condit%on of the human eye or its appendages; 
(0 The prescribing and application or the replacement or duplfcation of 

lenses, prisms, contact lenses. orthopt!cs, vlston training, vlsion 
rehabilitation, diagnostic or therapeutic drugs for topical application to the 
anterlor segment of the human eye, or the furnlshlng or provtdtng of any 
prosthetic device, or any other method other than surgery necessary to correct 
or relieve any defects or abnormal condftfons of the human eye or its 
appendages. 

Nothing in this sectton shall be construed to permit an optometrist to 
perform surgery, use drugs by injection or to use or prescrtbe any drug for 
other than the speclflc purposes authorized by thfs section. 

DEPARTMENT OF REGULATION AND LXCENSING 
HISCONSIN ADFIINISTMTIVE CODE 

CNAPTER RL 10 
USE Of P W W C R I T I M L  AGENTS BY LICENSED OPTWETRTSTS 

RL 10.01 Definltfons. As used in t he  rules in thls chapter: 

(8) "'Dlagnostlc pharfiaceutlcal agent" means any topical ocular dtagnosttc 
pharmaceiittcai agent w h ? c h  3 s  an optmetrr lc means used l o  determine the vlsual 
effictency of t h e  human v l  suai system, including refractive and funcflonai 



abilltiei, or to 6:agnosc the  presence of ocular dlsease  Or ocular 
manifestations of systemic dlsease and  other departures normal. 
"Dlaqnssttc pherrnsceutl ra! agents" f nciude bat  are  not 1 i m i  l e d  t o :  

( b i  Dyes 
1. fluor@sce:n O.ZSX - Benorinate 6.4% Cmh~nation' '  
(e?  H l o t t c s .  
I .  Dspiprazoie HCI 
2 .  Plolcarpine . I 2 5 1  
:F) Any d rug  which 4s used far an ophthalmic d i a g n o s t i c  purpose and ~ h i c h  
i s  the subJect  of a new drug appiication approved by the food and d r u g  
administra:?on tinder s .  505ie)il) of the  federal  f w d .  drug and cosmet lc  
ac t ,  P I  VSC s.  355. 3s amended. 
i g i  Any drug  which i s  used for an opkthalmlc dlagnostlc purpose and which 
i s  generally exempt from t he  new drug applfcatfon approval requtrsrnent 
conhained l n  s.  505 of the Federal Fwd,  drug and cosmet i c  a c t ,  ill USC s .  
45"; as amended. 

"Therapeutic aharmareutlcsl ageo t "  means a drug whlch l o  prescrfbed o r  
@red for ocular therapeutic purposes. iherapeutle pharmaceutical agents  
b u t  are  not iimlted to: 

> O r a l  analges!cs. 
Acetaminophen 

2. Assirln 
4. ~ a j  i c y l a t e  
4. Schedule 111, i V  and v narcotic a n a l a e i i r s  
i h )  Yoplcal decongestant agents and decongestant co"ibinaiioni 
I .  Eglnephrina HCI 
2 .  Hydraxyarnphetam?ne HBr 
1. Naphaaolfne N61 
4.  Oxvrnetarrsl lna HC? 
5. ~ h i n ~ l e ~ h r i n e  HC1 
5 ,  Telrahydrozoi lne HCi 
7. Cmbhnattons of the above agents wIrh ailtihistamines or htnc  sulfate 
(ci Ant ta i le rgy agents. 
1. TopIcal and oral antihrstamlne agents t n  the Following drug categories. 
a. Alkvamines 
b. ~thinolamines 
c. Ethylenedfanfneo 
d. Phenothiazines 
e. Pf perazlnes 
f .  PIperfdines 
g. Terfenadlnes 



2. Cromolyn sodium, a mast cell stabilfzing agent 
(d) Artificial tear solutions. ovhttialniic irrfaants and ocular lubricants 
(e) Hypertonic sodium chloride, a topical hype;osmotic agent. 
(ff Yellow mercuric oxide, a miscellaneous preparation and product. 
(g) Topical anesthetics. 
1. Benoxinate HC1 
2. Benoxinate HC1 and sodium fluorescein 
3. Proparacaine HC1 
4.  Tetracaine HC1 
(h) Antibiotics. 
1. Topical antibiotics 
a. Aminoglycosides 
b. Bacitracin 
c. Cephalosporins 
cm. Ciprofloxacln HCl 
d. Erythromycin 
e. Gramicidin 
em. Norftoxacin 
f. Penicillins 
g. Polymyxin B 
h. Sulfonamides 
1. Tetracyclines 
j. Trimethoprim 
k. Zinc sulfate 
2. Oral antibiotics 
a. Erythromycin 
b. Tetracycline 
3. Topical antiviral agents 
a. Acyclovir 
b, Idoxuridine 
c .  Trifluridine 
d. Vfdarabfne 
4.  Acyclovir, an oral antiviral agent 
(1) Anti-inflamatory agents 
1. Oral non-steroidal anti-tnflawatory agents 
a. Fenoprofen 
b. Ibuprofen 
c .  Ketoprofen 
d. Naproxen 
2. Topfcal corticosteroid agents 
a. Dexamethasone 
b. Fluormethalone 
c. Medrysone 
d. Prednl solone 
e .  Prednisolone and atroplne cmbinations 
f. Topical corticosteroid and antibtotic combinations 
g. Topical cortlcosteroid and mydrlatic comblnatlons 
3. Toplcal non-steroidal agent, dfclofenac sodium 
( j f  Topical antfcholtnerglc agents. 
1:  tio opine 
2. Atrooine sulfate 
3. ~yclopentolate 
4. Hmatroptne 



5. Urnatropine hydrogen b r m i d e  
6. Scopol am* ne 
7. Tropicamide 
(k) Antiglaucomatous agents 
1. Sympathmimetlcs 
a. D i p i v e f r l n  
b. Epinephrine 
2. Miot ics,  d i r e c t  ac t ing 
a. Acetylchol ine 
b. Carbachol 
c . Pi  locarpi  ne 
3. Miot ics,  cholinesterase i n h i b i t o r s  
a. Demecarium bromide 
b. Echothiophate 
c. I s o f  lurophate 
d. Physostigmine 
4. Topical beta-adrenergic b locklng agents 
a. Betax0101 
am. Carte0101 HCl 
b. Levobunolol 
bm. Metipranolo H C l  
c. Tin0101 
5. Oral carbonic anhydrase i n h i b i t o r s  
a. Acetazolamide 
b. Dlchlorphenamide 
c. Methazolamide 
(1) Any drug which i s used f o r  an ophthalmic therapeutic purpose and which 
i s  the subject o f  a new drug app l ica t ion approved by the food and drug 
administrat ion under s .  505(c)( l )  o f  the federal  food, drug and cosmetic 
act, 21 USC s. 355, as amended. 
(m) Any drug which i s  used for  an ophthalmic therapeutic purpose and which 
I s  general ly exempt from the new drug app l ica t ion approval requirement 
contained i n  s. 505 of the federal food, drug and cosmetic act, 21 USC s .  
255, as amended. 
(n) Anv druo which 3s  used f o r  an o~h tha lm ic  theraoeutic ouroose and which 
i s  c e r t i f i e i j  by the food and drug administrat ion pursuant' to' s. 507(a) of 
the federal  food. drug and cosmetic act ,  21 USC s. 357, o r  i s  exempt from 
c e r t i f i c a t i o n  under s .  507tc) o f  the act ,  as amended. 

NOTE: Section 161.39, Stats.,  contains ce r ta in  l i m i t a t i o n s  r e l a t i n g  t o  the 
prescr ib ing and administering o f  contro l  l e d  substances by optometri s ts  c e r t i f i e d  
under s. 449.18, Stats. 

- -. - 
CHAPTER RL 10 

USE OF PHAMCNTIUL 
AGENTS BY LICENSED OPTOnETRlSTS 

RL 10.02 Rest r ic t ions and reports.  ( l ) (b )  PRESCRIBING. Therapeutic 
pharmaceutical agents may be prescribed o r  administered by an o p t m e t r i s t  
hold ing a current  TPA c e r t i f i c a t e  only f o r  the ocular  therapeutic purposes for 
which the drugs are intended. These drugs sha l l  be prescribed o r  administered 



in accordance wlth mjnlmum standards and procedures established in the 
optmetrlc profession. An optometrist shai1 not prescrtbe or administer a 
therapeutic pharmaceutical agent which is not allowed under s. RL 10.01 (10). 
Approved agents may be used in combination only with other approved agents when 
appropriate. Prtor to prescribing beta blockers or carbonic anhydrase 
lnhibitors for the treatment of glaucoma, or any oral antiviral, or any other 
therapeuttc pharmaceutical agent, as may be tdenttfled and destgnated tn the 
future by the optometry examinfng board, whlch might prove to have signiffcant 
systemic adverse reactions, the optmetrist shall inform the patient's prfmary 
physrcian of hfslher treatment ~ l a o s  and document that contact on the patlent's 
chart. If the patient does not identify a primary physician, the patient shall 
be referred to a ~ h y ~ l c l a n  to determine the presence or absence of any ~YStemlc 
contraindications to the 'lntended therapeutic agent. Following that assessment, 
and prtor to prescriblng, the prescribtng optoinetrlst shall contact the 
examining physfcian, documenting that contact on the patient's chart. 
Closed-angle glaucoma shall be considered an emergency t n  which the treating 
optometrist s h a l l  make $mediate referral directiy to a physlclan who 
specializes i n  the treatment of diseases of the eye and shall institute such 
emergency procedures as are directed by that physician. 

WYOHING STATUTES 
TITLE 33. Professions and Occupatfons 

CHAPTER 23. Optmtrists 

s 33-23-102. Optometrlst's use of certaln drugs; limitatlor! 

An optometrist licensed according to the statutes of the state of Wyoming 
shall be allowed to admtnister and prescribe pharmaceuttcal agents which are 
topically applied. .... 



Appendix C 

A-5 
Febrxa~ 6, 1994 

USE OF STEROIDS BY OPTO1METRISTS 

in the 50 United States, the District of Columbia and Puerto Rico optometric statutes include 
the following provisions related to the use of steroids: 

SWROLDS P R O m I W D  
States prohibiting the use of steroids by optometrists: 
e Diagnostic States 
* Therapeutic States 

TOTAL number PROHIBITING States 

STEROLDS RESTRICTED 
Number 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 
TOTAL number LIMITING States 

SmROmS P E M I r n D  
Number of states that specify topical steroids 

Number of states that permit the use of t op id  pharmaceuticals, 
or pharmaceuticals, but do not specify steroids 

Number of states that permit and specify use of steroids 
TOTAL number PERMmING States 

SUMMARY EmLANATION 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 



Therapeutic states that prohht the use of skrozds: 

3 Nebraska, New Hampshire, North Dakota' 

States that allow topical steroids and 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 svecify steroids but m e  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 imDosine time restrictions for @~&IJ steroids: 

1 Kansas 14 days 

States that s~ecifv to~ical steroids only: 

6 Colorado, Missouri, Ohio, Utahz, Washington, Wisconsin 

States that permit topical pharmaceuticals, or pharmaceuticals, but do not snecify steroids: 

18 Alaska, Connecticut, Florida, Georgia, Idaho3, Iowa, Kentucky, Louisiana, Maine, 
Minnesota, hlontana, New Jersey, New Mexico, North Caroiina, Oklahoma, 
Tennessee4, West Virginia, Wyoming 

0 States that permit and sDecifv the use of steroids: 

2 Arkansas. Indiana5 

"pecifically prohibits oral corticosteroids 

Based on utilization plan agreed on by opbthalmo1ogisi and optometrist 

Allows pharmaceuticals 

Allows pharmaceuticals 

Allows oral non-steroidal anti-inflammatory dntgs. 



Steroids a re  generally inferp""led as bath mti-i 
of the &tcr listed halow. 

-- Topical phamamcirals aiiowed - per fonnuhq ody. m y  i dude iir?i-inflliimatories; rquires 
r e f e d  to physician iftrraansni is outside scope of practice. 

A&msw -- Spificiiliy allows use: of &-liinmmatones 

Coiawda - Limits aati-infhmatories to topical use 

Connecticut -- Topically administered apbthdmic agents allawed - per fcm&r only, mj- i~:inde anti- 
inflmmtories. 

wries. 

-- Topical pbann;mticais are allowed - per Connuiary only, m y  include a a i i - i b m t o f i a .  

-- Allows oral non-steroidal al-i~mmatcry dmgs - encowaged to notify the patient's physician of 
use of legend drugs. 

Iowa - .Mla*~, 3 p h d c e u i l c a l  agents - 
-- .A.iIows use of topic& ~ - i ~ ~ ~ ~ o r i e s  for a 14-day supply ody, 

Kerrlur4iv -- Allows topical mdar p 
-d tnries 

&& -- a410ws use o f t op id  p ~ ~ u i i c l i  agents - per fom=daqj only; may im1ade anti-inflmnatories. 

Minnesota -- Nlnws use of topical pi.mma~;euri;ai ageuis - per f o m d q  osb, m y  include anti- 

h9issouri -- t i iui ts use fo topical anti-; tnries. 

to~ies. 

Nebraska -- Prohibits use of steroids or hmuaosoiippressive agents. 

New Jersey -- Allows use of topid pbmm~%tica!s - per formubuy only, m y  include anti-i rories. 



-- Allows use of topical ncuia g u b d s  - per fomulary ooljs, m y  include anii. 
5. 

North Carolina -- Topid  phmaceuricals ailowed - per formulary only, may include anti-i 
Usage of noa-topicd agents ody a h r  uzmuication and citilabration with a physician. 

Nodb Dakota - Topid  p-ceoticai agents diuaied, specifically probibits the use of oral wnicos~eroids. 

-- Top~cd aab-~n tones are allowed 

Clklshorna -- Allows use of ocular togid pknuci:ilricah - per fomuiary only. m y  indude anti- 

-- Topiod p ~ c e u t i c a l s  allowed - p a  formulary oaly, m y  incluck mi-; t ~ r i e s ~  refer after 
72 hours, if patient fails to show ic;lprovemenr, 

Rhade bland - Allows use of steroids of !4 % saengrh - r e f e d  required after 14 days 

South Carolina -- Allows use of topical steroids - after 10 days collaboration and after 14 days r e f e d  
required. 

South Dakota - May prescribe topical steroih for not rmre rhan 7 d e n &  days from onset of treatment 
Thereafter, steroid use only a f t~r  trrcuxsultation with an ophthalmologist. 

Tennessee - utical agents allowed. 

Teas -- T o p i d  sleroids are permit*&: strength of one percent concentration mi &ow knproverrrenr in 
condition wiL& 7 days; less than om percrnt must show substarithl irnprovernent in 14 days. Witla no 
improvement, ;m o p h ~ o o ! o g i s ?  masi be mcoosuJicd who will establish treatment. 

-- Perorits topical steroids only when udiiaationplm agreed on by opli;ha"inologist and optometrist. 

- Topical thempeuiic uticals aNawed - per fomuiaq only, m y  include anti-inn 
R e f e d  to an ophbaimologist if patient fails to hprovc uiithin 72 hours. 

-- Allows use of topical ocuiar aa~-mflmmtones.  

West Virginia -- Allows we of topical diagnostic and therapeutic agents - per LomruIar ody, m y  include 
anti-id-tories. 

Wisconsin -- Allows use of ropicd mu-in iorirs 

Wvamini: -- Top id  p m m u i i c a t s  ailawed - per fornulay only, m y  include aii-iail 

E m  OF REPORT 

cleariA-5ster. oid 



Appendix T) 

A-6 
February 6, 1994 

PHYSICIAN CONSULTATION & REFERRAL REO-NTS 

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 PROVSIONS 

Consultation Requirements 9 

Referral Requirements 8 

Otker Requirements - 4 

TOTAL therapeutic states WITH referral provisions 21 

Therapeutic states WrICHOUT rqferral provisions - 16 

TOTAL therapeutic states 37 

S 

Consultation Requirements - 8 

ARKANSAS: treatment of glaucoma with prior wnsuitation and approval of a treatment 
course by an ophthalmologist 

NEW MEXICO: upon diagnosis of glaucoma or iritis optometrist shall consult with 
physician eye specialist. and then shail prescribe ongoing treatment plan (1986 amendment) 

NORTH CAROLINA: other than top id  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 co~suit with a physician 

OREGON: treatment 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 



TEXAS: use of topical steroids is permitted as foliows: strengtti 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 ophtbalmologist, who shall 
establish the treatment regimen. Tbis does not authorize an optometrist to treat glaucoma in 
a manner that was not permitted by law 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 
hisiher scope of practice 

COLORADO: prohibits post-operative care management without referral from a 
ophthalmologist within 90 days of surgery; physician may extend post-op period if medically 
necessary; or patient is released by physician. (Note: this clause basically &Q.ES post-op 
m g e m e n t  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 ophtbalmologist 
(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 io the patient record that this advice 
was given. An optometrist sball refer to pphsician!medical specialist patients diagnosed with: 
1) infectious corneal disease which bas not responded to standard methods of treatment; 
2) sudden onset of spots or "floaters;" 
3) adverse drug reactions (when appropriate) 

MISSOURI: shall refer patient to physician for further medical diagnosis or treatment 

RHODE ISLAND: aiiows mii-virai's and steroids of 94 %%, with referral after 14 days 



SOUTH CAROLINA: giauwnra ireaimen? with beta b10i:k.ers requires consuitation 
personally with 0: refer to a family practitioner, gerierai practitioner, internist or other 
approprim physician, Mast strive to achieve a slabie range of int-a0c'iila.r pressures. If no 
progress is achieved in realizing the selected range of pressures w i t i n  SO days, patient to be 
refened to an uphrhalmologist. Acaite angle closure glaucoma requires optomemkt to initiate 
umrmene refer to opbthaimologist. Therapeutic oprornetxisis must refer a patient to an 
appropriate medical or osteopathic doctor, including, but not limited to, corneal, glzdcoma: 
or retinal ophlbdrnoiogical specidis& when ;iddi:ionai evaiuation or weatmen? is necessary. 
Pior,&erqeulic optornebists mag refer io a iiierapeutidip certified optometrist for 
additiord necessary evaiuatioi, ci-r treatment, or in a medical d ~ c t ~ i  

VIRGINIA: referral to an opbC~almcrlogisi required under the following conditions: after 
diagnosing and treating a patient for a (listed in the statute) that fails to improve, 
usuaiiy within 72 hours; and, ?ratmeat of a patient with a superficial corned abrasion that 
p:*- d i i h  to significantly improve within 24 hours. An optometrist sbdl establish a written 
protomi for the management of patien1 emergencies and referrals to physicians 

WISCONSIN: prior to prescribing bera blockers or carbonic anhydrase inhibitors for 
glarien~~a uatr,ent, or oral antivkals, rbP, optometrist m w  inform rl~e patient's primary 
physician of treatment plars and documeat the conQct. If there Is no primary physician, the 
patient shall be r e f m i d  to a physician for determination of any s:;sternic msinualdicalioris to 
the TPA' Prior to prescribing, the optometrist shall the examining physician and 
wte h i s  on the patient's chart. Closed-angle giaucoma requires immediate referral to an 
ophtha~rnoiogkt. Optometrist shall institute emergency procedures direct& by that physician 

Other Statute Requirements --- 4 

WDBANA, optmxlrai :s rfiwdraged to notify parlent's ghysrciar, of use of legend drugs 

A,; - P ~ S A S :  treat witti anti-inrkamrnatory agents, adn~inistered topicaiiy, for up to I4 bays 
(impiid referral or ccr~sulatian) 

MINNESOTA: optometrist§ are required to advise patient to seek evaluation by an 
appropriate licensed physician for diagnosis and ires-ment and net to treat such condition by 
the use of drugs or a17y other means, if a patient shows sigrrs or sympinms which may be 
evidence of disease that requires treatment that is beyond the practice of opiomelry permitted 
by law 

WEST VIRGINIA: examination of ihe h m m  eye with topid  phvmaceuticais of the 
anterior segment of the human eye, to diagnose, to treat or to refer for consultation or 
treatment any abnormd condition 



Therapeutic States IVitknoaet Cirmarltation or Referral Requiremeaab - 16 

ALASKA, GEORGIA, IDAHO, IOWA, KENTUCKY, LOUISIANA, MAINE* 
MOPdTANA, NEBRASKAs NEW HAMPSHIRE, NEW JERSEY, OHIO, OKLAHOMA, 
TENNESSEE, WASHINGTON and WYOMING. 



Appendix E 

December 2 1, 1993 
SUMMARY of OPfOMFTRfC MALPRACTICE CASES 

P Of the 22 listed optometric malpractice cases, 17 occurred in diagnostic states. 

Disease or Disorder - Patients with glaucoma comprised 50% of cases; iumors were involved in 
95% of cases. Patients' diseases or disorders were: 

Cataract, Postop Care 
Contact lens use 
Contact lenslcorneal disease 
Corneal ulcer 
Diabetic retinopathy 
Glaucoma 
Retinal tear or detachment 
Systemic disorder 
Tumor, brain 
Tumor, lacrimal 
Vision loss, binocular 

case 
case 
case 
case 
case 
cases 
cases 
case 
case 
case 
case 

P Patient Outcomes - Of the 22 cases, two cases (or 9%) resulted in total blindness. One of these 
patients suffered brain damage. Of a11 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 
Blindbrain damage 
Blind in one eye 
Blindness to 90% 
Blindness projected 
Diminished vision 
Surgery 

0 1 case 
01 case 
05 cases 
01 case 
02 cases 
I I cases 
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 ail cases. Negligent or improper treatment occurred in 13% 
of cases. Type of violation: 

State Status: Diagnostic 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 Mdnractice Verdicts. Settlements & Exoens, lurv Verdict 
Research, and an attorney. 



OlTOMETRIC 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 malpxactice cases. 

The sum&es note the foIlowing information about each case: the state; whether the state 
permitied 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 journals has been edited. 

The American Academy of O p h r a l o g y  does not claim to have $151 hand knowledge of any 
of zhe cares included in this lisring. Further, we draw no conclmions as to the quatity of 
care rendered by any individual. The in jomion  contained in this in& is reliable as 
reported. lkis list war prepared in response to requests by state legislators and is intended 
for use g&$y wWIthin the legislative process. 

Eiearlodcar~~.J-3\mnIcare. cov 



Optometric Matpractice 
Case Summaries 

State: AL 
Year occurred: 1988 
OD law status: DPA 
Type of violation: Failure to diagnose 
Diseasddiiorder: Brain tumor 
Settlement amount: $2,000,000 

Optometrist Found Liable for Failing to Diagnose Symptom of Brain Tumor in Child - Brain 
Damage and Blindness - $2 Million Post-Trial Settlement Reached Following $6.5 Million 
Alabama Vetdid 

The plaintiffs claimed that the defendant., an optometrist, Darlene Forsytb Harris, OD and a 
pediatrician, Gerald Woodruff, Jr., Ma failed to diagnose a rare brain tumor in their son, age 11, 
despite hdaches  and failing vision. The &id is now biiod, brain damaged and requires men@-four 
hour care. A jury returned a verdict against the optommist for $6.5 million in mid-ilpril 1991 but 
found in f m r  of the pediauicim. According to publish& accounts a $2 mittion post-trial ssettlement 
was reached in May 1991. Joshua Medders, a minor, by 

Circuit Court, Case No. CV-88-364. 
David Cmes ,  Gadsden, AL for the plaintiffs. Michael Worel, Mobile, AL for Dr. Woodruff. 
William A. Mudd, Birminghm, AL for Dr. Hamis. (Note: This is one of the longest medical 
malpractice verdicts in Alabama history.) 

SourceIdoie: 65/91 - Medicd Mal~raCn'ce Verdicts. ~ e t t h n t s  & ExDen~ 

State: CT 
Year occurred: 1987 
OD law status: DPA 
Type of violation: Failure to diagnose; failure to refer 
Disease/disorder: Retinal tear 
Settlement amount: $275,000 

Plaintiff Suffered Haze in One Eye - Defendant Optometrist Failed to Diagnose Retinal Tear and 
Failed to Refer the Plaintiff to an OphthaImoIogist - 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 



floaters tncrraed. The pi;ljoitff r a n &  wtth tlre ~rnpfarai &at (he haze or spot had moved He 
was refeseb to ar, ophthalmologist wha d iems& i he  haze or spor as a result of a retinal tm in his 
eye. The atlegations of negliges* against the defendant were failure a d.c?lea a retinal tear and 
failure to promp*y refer the plaintifftct an ophthafarulogist. According to the publish4 accounts, the 
parites negotiated a $275,000 Settteme~. fosrxlh W. Siebert. Sr. V. New beland Vision Associ&f& 
P.C.. %tivision Evecare Center. el Superior Court, H&ordlNew Britain judicial 
District. Case No. CV-874333403s. Ler, Rosen of Polina, Poiim and Rosen, P.C., N&ord, CT, 
for tbe plaintiff. 

State: R 
Year wmd: 1981 
OD law status: DPAfCunently TPA 
Type of violation: Misdiagnosis 
D'ifddisorder: Glaucoma 
Mtienent amount: $200,000 

O p t m i s t  Nalpractioa' bftssionaf Negligence: Eye Condition 

An 82-ymilld hotel maid suffered an acute attack of gtaueoma after she undement ao examination 
by the defedaat optometrist. The plaintiff presented herself to the defendant bemuse she wanted 
stronger teanes for her glasses. Under the assmprion that the plaintiff desired a zompteie eye exant, 
the defendant placed drops of neasynepbrin into the plaintifFs eyes. She suffered the attack later that 
day. The piaintiff alleged that the defendant failed to properly examine her eyes before plachg the 
drops md that he never informed her of the poteatid risk a w q m y i n g  the use of the drops. m e  
defendant claimed that he properly examined the plahtiffs eyes prior to adding the drops and that the- 
odds of wmpfications accompanying the use of the drops were very slim. F i i y ,  the plaintiff 
alleged that as a result of fne initial injury, she was forced to uodergo cataract extraftiom md 
iridectarnia ia kuth eyes and sustained a complication which diminish& her vision, corrected and 
uncorrected, g r d y .  The defendani countered t h s  me plaintiffs vision went unchanged. &Blanc v. 
Rrennan: State Farm Fire & Casualq Com~any. Compeusatory Damages: $200,000; TriallS&ement 
date W3; JV Number 7731; Court Docket 82-9382; StateiGounty FLBroward. Milton S. Blaut for 
the plaintiff, Young T. Tindall for the defendant. 

Source/date: Jury V e r a  ResearchN9.93 Data Sea& 



Sale: FL 
Year wmsm& Mack, 1989 
OD law status: Th7A 
Type of vialsetion: Belayed d i a m ~ ~ i ~  
m s ~ d d i s o r d ~ :  Glaucoma 
&411ment amount: $750,CW2 

Optometrist Failed To Diagnose or Refa- Patient SuFBering From Int-sicranial Pressure Vision 
b s s  - Panel Awards W00,W 

Tne Indiana Paliepits dlorapermition Pariel has awarded tlls maxiinurn allowable at ihe iims the claim 
apsse rti a ma, age 26, who was seen by the defendan? apiametriirisk complaining of progressive vision 
loss. G l a s s  were prescribed. The .,lain alIeged the defendant failed *1 diagnose intracrmid 



pressure. The plaintiK was futaliy diamsed as bydrocwhalus and a vent-icuiar shunt was 
performed, but the procedure did not save the claima~~t's vision and he is legally blind. The thrust of 
the claim was failure to refer. The incident occurred in 1981. Michael Placek v. Lov Hudson. OD, 
Allen County ON) Circuit No. CC84-1070. Jack E. Morris for plaintiff. 

Source/dat: Medical Maloractice Verdicts. Settlements & .%per@ - 11/85 

State: AZ 
Year ocuu~ed: Unknown 
OD law status: DPAITPA State, 1993 
Type of violation: Failure to diagnose 

&order: Cataraa-Postop Care 
Settlement amount: $1 10,500 

Retired Colorado Man Undergoes Catarad Surgerp - Subsequent Infection in Eye Resuits in 
Loss of Sight - Infection Miss4 by Optometrist at Ophthafmoiogist's Office - Plaintiff Argues 
Use of Optometrist Was Negligent 

A seventy-two year old retired man underwent cataract surgery by the defendant ophthalmlogist. 
T h i i  hours post-surgery, the plaintiff experienced extreme pain in the eye, and contacted the 
defendant, who hqttucted him to go to the defendant's clinic for examination. The plaintiffs eye was 
examined, but other than a slightly elevated innaocular pressure, everythig appeared to be normal. 
Sin hours later, a second -&tion was performed, which revealed an inbaodar infection. 
Despite aggressive antibiotic therapy, the plaintiff lost ail vision in the eye. During the second 

, the plaintiff learned that the party who initially examined him was an optomebist, not ao 
ophthaimologist. He argued that this was a breach of the applicable standard of care, and that the 
optomenist's failure to diagnose the infection resulted in an increased risk of loss, due to the 
fulminating nahxe of the infection. According to The Trial Reporter of Southern Arizona, the parties 
settled before trial for $110,500. Plaintiffs Expert: Denis M. O'Day, MD, ophthdmology, 
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 Verdias. Settlements & Experts April, 1993 



State: W 
Year owurred: 1981 
OD law status: DPA 
Type of violation: Failure to diagnose 
Disdd i so rde r :  Glaucoma 
Settlement amount: $200,000 

Failure To Perfom Test For Rare Farm of Gtaucorna - P m n t m t  Bfindnm in One Eye 

This was an opiometq &practise action ia which the 37-year-old plaintiff contend& &at the 
defendant oploroewist deviated in failing to conduct aa opbrhairnosmpe t a t  anif a slit lamp test eo 
determine if the plaintiff was suffering h m  closed angle glaumma, resulting in total blindness in one 
eye. The plaintiffs expert related Ibai the slit I m p  test &*acced by the plaintiff i s  the only means of 
discovering the rare form of glaucoma. It was undisguted that the defendant war aware bhai" the 
plaintiff was far sighted. The plaintiffs expert contended that in view of the greater risk of far 
sight4 patients developing ciosd angle giauwrna and the absence of aitemative means of Biscaveriag 
the insidious mildition, an optornetxist is obligated to perfom Phis slit i m p  test on every fa sighted 
patiem ex~n~irned or refer the patient to an iaop&dmIogise. a?le plaintiff argued that based upo h e  
statute which authorizes im optometrist ko conduct internal exmlaiirians of the eye? the opmeetrist 
w u i d  be required to mnduct s tborougli exattianidion. This case was asmpiicaied by the fact that the 
plaintiff ~~Pfi:i&ii fi-om reduced rneacai capacities and emorionid conditions, These condirions limited 
the plaintiff's ability to eumun ia t e .  The piadotiff had been utilizing Lie defeda-ot's sewices for 10 
years and e5aa ss:4mptom were pmbzbiy present for at Imt 2 y e a s  prior u the blindness. me jury 
b a n d  for the plaintiff idnd award& $2(3Cl,W. kiterest in Cle sf $65,000 was then added, ne awud ...41 .t,ase,7d the faa  that the plaintiff suffered an specially serious i a j ~ r y  when the loss of 

vision in one eye uiaj &tied tn his meir(;11 lissai'ttiom, Plaintiffs Expert: George Spaeth, MI, Wills 
Eye Huspisd, opXthdmoiogist. Defendant's Expert: Lewis Catina, Fniladelphia Cntlege, Opttmetris:. 
Docket #%47613-8 1; Judge Richard Hytmd, 4-17-85, kthl i r  Baiieo and R R S ~ K B  %. Oliver for the 
plaintiff. James Mullen, i r ,  for the defendant. 

Sourcelaikde: Jury Verdict RdwNerdicb Trak - 12/91 d m  search 

Stale: NJ 
Year murred:  1988 
OD law status: DPA 
Type of violation: Failure to diagnose 
Disisrrls&disorder: Glaucoma 
atiement amount: $1,038,276 

Giaucom Not Diagnosed, Resulting in Loss of -Vision - $1,038,276 New Jersey Default Judgmmt 

According to published accoum the plaintiff, a dentist, c!aimal that the defendat, an optometrist, 
failed to 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. Tbe 



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 Robbiw Middlesex County (NJ) Superior Court, Case No. 
L-1292-90. George Hendricks, New Brunswick, NJ for the Plaintiff. The firm of Noagland, Longo 
& Oropollo, New Brunswick, NJ for the defendant. 

Source/&: Medical Malnracrice Verdicts. Settlements & Emens - 03/91 

State: NY 
Year occurred: 1988 
OD law status: DPA 
Type of violation: Failure to diagnose; failure to refer 
Diease/diorder: 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 hi 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. Plaintiffs Experts: Steven Perrone, MD 
ophthalmologist, Professor George Obssuth, Professor Paul L. Owens, S U M ,  Dr. Thomas 
Fitzgerald, Economist. Defendant's Expert: Joseph C. Rosenbluth, MD, ophthalmotogist. Akbar 
Lakhanev and Nusrat Lakhanev v. Jamica Avenue ODticians. Inc.. and Martin Grossman. OD. 
Supreme Court of the State of New York, County of Queens, Index #I927 - 88, Calendar # M342. 
Laura Wein and Michael Furst of Furst, Wein & Taryan, Manhattan for the plaintiffs. Brian W. 
McElhemy of Curtis, Zaklukiewia, Vasile & Devine for the defendants. 

Souree/date: Michael L. Furst, JD - 07/89 



State: OH 
Year occurred: July, 1991 
OD law status: DPA 
Type of violation: Negligent treatment; failure to refer 
Diseaseldisordw: 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 hi examined by an ophthalmologist. The plaintiffs 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 fading 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 hi part was 
not the causative element in the loss of the plaintiffs binocular vision because most children must be 
treated by age two to achieve binocular vision. Plaintiffs 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. B ~ c e  McIntosh, Middletown, OH for the defense. 

Source/date: Medical Mal~ractice Verdicts. Senlements & &en$ - 05/92 

State: PA 
Year ormrred: 1985 
OD taw status: DPA 
Type of violation: Failure to diagnose 
Diseaseldisordw: Glaucoma 
Settlement amount: $80,000 

Women Claims Glaucoma Was Not Diagnosed During Examination-Loss Partial Vision Due to 
Two Year Delay in Diagnosis-Defendant Denies Negligenw 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 



and blurred vision. The plaintiff was diagnosed with an end stage glau~omatous optic disc in her 
right eye and a mild glaucomatous optic disc in her left eye. The glaucoma ccndirion 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, faiied 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 suhstantial vision in her right 
eye and some vision in her left eye. An $80,000 settlement was reached on May 1, 1990. Plaintiffs 
Experts: David S. 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 Covne v. John McEwan. Jr.. OD, Bucks County (PA) Court of Common 
Pleas, Case No. 88-7614-1-288. Robert I. Melton of Mellon, Webster & Mellon, Doylestown, PA 
for the plaintiff. John F. McDevitt, Jr. of McDevitt & Cobb, Bala Cynwyd, PA for the defendant. 

Source/date: Medical Mal~ractice Verdicts. Settlements & Expert$ - 08/PO 

State: PA 
Year mrred: 1986 
OD law status: DPA 
Type of viohtion: Failure to diagnose 
Wiseaseldisorder: Glaucoma 
Settlement amount: $750,000 

Glaufoma Not Diagnased Due to Lack of Screening by Optometrist - Irreversible W h e ~  
Diagnosed 

The plaintiff was under the care of a local optometrist since March 1974 for bis eye care. He was 
evaluated by the optometrist for his need of corrective lenses, and was given a prescription for 
glasses. His iotraoculac pressures were not measured or recorded by the local optometrist. On his 
last visit to the local optometrist in November 1986 the plaintiff advised the optometrist that his left 
eye was slightly blurry, even with his prescription. It 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 glaucoma 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 losing vision in his eyes and will eventually he 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. 

Souree/date: Medical Maluram'ce Verdicts, Settlements & Emens, - 1/93 



State: SC 
Year occurred: 1983 
OD law status: DPA 
Type of violation: Failure to diagnose 
Diseasddisorder: Glaucoma 
Setttement amount: $200,000 

Failure of Optometrist to Diawose Open-Angle Glaucoma Results in A d v a n m a t  of Condition 
With Blindness htieipated - $200,W South Carolina Settlement 

The plaintiff alleged that h June 1983, he went to optometrist Dr. William C. Oliver's ofice to have 
his eyes exmind.  He coaplaind of blurred vision, reduced vision, w i n g  out of the left eye and 
increased eye pressure and sensitiviq to sunlight. The defendant Oliver exambed bm and prescr&d 
stronger ggiasses. Approximately one year later, in June 1984, the plaintiff's problem worsened and 
he again rehxrned to Dr. Oliver's office, Dr. Oliver again exmined the piaipltifPs eyes and again 
prescribed sraonger glasses. ia Februaq 1985, the plaintiff consulted an ophl;nalmologist who 
d i a p o s d  far advanced open angle glauioma. The plaintiff was a factory worker making $5.65 an 
hour and was 45 years old at tbe time be f i t  saw Dr. Oliver. The plaintiff contended that the 
defendant was negligent in fkilipig to tat the eye pressure, failing to diagnose glaucoma, and in failing 
to refer the plaintiff to an ophhillmologist. The patient was treated by arr opSr;lalmologisc, and 
dtlloug!, lie bad not yet lost d? of his vision in his !eft eye, i t was anticipated that at some p i n t  in the 
not tm distant future, be would be blind. Me was dradidy blind in his other eye from prior accident 
having nothing to do with th is  defendant. The plaintiff bas had to quit his job and is receiving Social 
Security disability benefits. The ease was settled, in w l y  May 1987 for a $200,OTXl lump sum 
payment. Plaintiff's experts: Michael Laughtin, MF3, ophtlialrnologist (wmting physician); Dr. John 
Nartsfield, optometrist (retired), Birmingham, AL. John W. Wefnev v, Wiliiam C. Ofiver, Court of 
Cornon  Pleas, York County, SC, Civil Action No. 86CP-46-139. Seth W. Langson of Karro, 
Sellers & Langsen, Charlotte, NC and Jim Fewster, Rock Hill, SC for the plaintis. James W. 
Alford of Barnes, Alford, Stork &Johnson, Colurobia, SC for the defense. 

Source/daie: Medical Malvractice Verdicts, Settlements & hens - 09/88 



State: SD 
Year occllrred: Unknown 
OD law status: Unknown 
Type of vioiation: Failure to diagnose 
Wiseaseldisorder: Glaucoma 
Settlement amount: $201,001 

Failure to Diagnose Glaucoma-Lass of Vision-$201,001 South Dakota Verdiet 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 toss. The suit alleged that the optometrist was negligent in failing to test for glaucoma 
during a routine $34.00 check up. Plaintiffs 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 Albuquerque optometrist, the patient's place of residence at the time. Arlis Havsii~ v. 
James W. Kine. Ootometrist, U.S. District Court, Rapid City, SD No.-. Gregory A. EiseIand, 
Rapid City, SD for the plaintiff. William Porter, Rapid City, SD, for the defendant. 

Souree/date: Medical Maluractice Verdicts. Settlements & Ejmert$ - 04/87 

State: TN 
Year occurred: Unknown (before TPA law) 
OD law status: DPA 
Type of violation: Misdiagnosis 
Diseaseldisorder: Tumor - lacrimal 
Settlementamount: $18,000 

Optometrist "Diagnosesn Eye Infection and (Through His Physician Wife) "Prescribes" 
Medication - Suit Alleges Failure to Refer to Ophthalmologist - Benign Tumor D i v e r e d  - Suit 
Settles for $18,000 in Tennessee -Was There a Physician-Patient Relationship with the Physician 
Wife? - Trial Court Says that Plaintiff's Part Payment of Medical Insurance Premium Means He 
Can Claim All Expenses, That Is, Collateral Source Rule Not Abolished 

This case of alleged optometric malpractice is unique as the optometrist's wife, a physician, actually 
called in the plaintiffs 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 



an ailergic reaction, anci cold the plaintiff that be would "dl in a prescription," (Note: %Is episode 
happened before the s m t e  was changed that allowed optometrists to write certain prescriptions.) 
When the condition did riol improve, the plaintiff went bo a aiiliahona optonmist, Dr,Mward Woge, 
vjho diagnosed the condition as coojunctivitis aod said (bat it would go away. Facing no 
bprovernent, the plaintiff finally saw an ophlhdmlagist, Clark W d f m ,  MI3 who immediately sent 
the plaintiff m opliLhairnie plastic surgeon Ralph Wesley? MI3 iwbo diagnosed and removed a turnor in 
the right lacrimal area, The "armor was benign, but the piraintirs suit claim be bas been Iefl with a 
weaker more tight sensitive eye. An hterzsiig side Issue arose regarding whether there was a 
cause of action against Teri-sita Patterson, rXD, the defendant's wife. The &wry offered was 
something t conspiracy to aid sornwne in the practise of medicine who was nor licensed, as 
well as aiding h her husband" malpractice. Anticipating a defense argument of "no liability" during 
the interrogatory, the plaintiffs ammy substantiat4 his ilrwry h a t  Dr. Tersita Patterson did,  by 
her own admission, make a diagnosis of the plaintiff's mndition, chose a medication, bad a desired 

County Vt-4) Circuit Court, Case No. 22,430. Lany R. Williams, Nashville, TN for tile plaintiff. 

Slate: UT 
Urtar occurred: 1987 
OD law ssiit;xj: DPA 
Type ei: violation: Mistrealmeat 
Diseaseidisorder: Conmct lens; corneal disease 
Sktblment amount: $30,W 

According "w the UtA Tort Mews Reporter, the plaintif;?, a 32-ym-o?d male, consulted with the 
defendant in the summer of 1987 regarding the advisabltity of wearing WxliiCi lenses. The plaintiff 
informed Cle defendant that be had id histoq sinc-9 early childhood of corn& ulcers caused by herpes 
simplex keratitis. He had been treated carajervativaly from time to tine for minor flare-ups of this 
condition and reported he had experienced no flare-ups f o b  bhree years. The defendant prescribed and 
sold to the plaintiff gas pemesble daily wear conact lenses. The plaintifl aad ihe defendart entered 
ioro a contracr for follow-up visits, eye exam, as.  7he plaintiff began ta have problem shortly 
after he purchased the contacts and repeatedly advised the defendant of the problems he was having. 
The plaintiff ultimately had a severe episode of pain, irritarion, etc., in his left eye, to the point where 
he was unable to wear his lenses. An examination revealed that the cornea in his left eye had been 



scratch or eroded seriously. His vision was damaged so seriously that he was required to undergo a 
corneal 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. Plaintiffs Expert: 
Darrel Carter, optometry, Berkeley, CA. Guv Monty v. America's Best Contacts. Inc, Salt Lake 
County 0 District Court, Case No. 900901724, Colin Pl King for the plaintiff. David W. Slage 
for the defendant. 

Source/date: Medical Maluractice Verdicts. Settlements & Emerts - 06/91 

State: V A 
Year ormrred: 1980 
OD law status: DPA 
Type of violation: Failure to diagnose 
Disease/disorder: Glaucoma 
Settlement amount: $25,000 

Failure of Optometrist to magnase Open Angle Glaucoma Results in $25,000 Virginia Settlement 

On February 7, 1980, the plaintiff, Tad Jones, sought the services of the defendant, Q.O. Sutphin, 
OD. The complaint alleges that the defendant failed to diagnose the eondition of open angle 
glaucoma. The plaintiff accepted a $25,000 settlement which had been offered by the insurance 
carrier after the plaintiffs extensive discovery. The case was settled in December 1985. Tad Jones 
v. 0.0. Sut~hin. OD, U.S. District Court, Western District of Virginia, Roanoke Division, Civil 
Action No. 825312-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 Maluractice Verdicts. Settlements & Emera - 07/87 



State: WI 
Year occurred: 3984 
OD Law statalus: DPA 
Type of viohtion: Failure to diagnose 
Dismeidisordm: Diabetic retinopahy 
%tiernat mom(: $150,000 

Failure of Wisconsin CPptommt to Diagnose Diabetic Relinagathy Results in Lass of Vision in 
Right Eye and $150,W WLlernat 

In July 1984, Claudine Osmwski, a 43-year-old housewife, bad an eye exmination at Sterling 
Optid as a raresuit of recent changes in vision and idme in:eminent flashing. She h e w  the 
Sterling outlet had a "doctor" on the premises. Mrs. Ostrowski, was unaware of the differences 
hetween an ~ptommxrisr arid ophhhaimoiogist. She bad been a diabetic for approximately 12 y m s  witb 
oral medieation for eight years, She hfonned the opiommisi of ihme facts and that i t had been eight 
years since her la;;% eye examination. The optoineifist exmind her eyes without dilating the pupils, 
found nothing amiss in his fundus exanination, and prescribed corrective glasses, The best mrrwtion 
he was able la obtain in her right eye was ZOI5O dhough he was able to corn&- the left eye to 220130. 
Mrs. Osmwski said the doctor mid her to come back in a b u t  tuio years, and at no time referred her 
to an . Diabetics are at high risk 4i3r blood vessel changes in the retina, hut diabetic 
actinopa~hy is susceptible to W a r n m i  if caught early. Optometrists, under Wiscor~in law, are limited 
in the type of  fuss which they can perfom to detect retinopathy, but a long history of diabetes, with 
an iinabiiihy .:i obtain a g o d  izarrmion, swiraipgiy suggest& the presence of ia systemic disease. Sir: 
months iatz-, in J m u q  1985, W s .  Osmwski experl-iend a sadden loss of vision in the right eye, 
The piaintifrs expea retindogist testified that a prompt refend may have saved most of the sight in 
b e  right eye. PlaintWs Icii eye remains intact and has responded well to laser treatment. An 
internist, a third ppapl defendant, who had been caring for Mrs. QsbOwski's diabetic condition for 
severad ymrs, was also obligated to refer his patient to a!! coph"talrn01ogisr. Wiswnsin aututes ~. rrccclsing arc governing opmm&h& requires them to makc referrals to naiicai specidists when their 
examination reveals a suspicion of systemic disease. mi: m e  was settled for $159,W in September 
1987. Tbe s&emm? contribution was equally divided between Sterling Opricd and the insurafice 
ccrnpmy for the internist. 
a, Milwaukee County Ckcuir Court, Case No. 706481. Gerald J. Bloch of Warsbafsb, Ratter, 
Tarnoff, GGasr, ReiAardr & Bioch, S .  C., Milwaukee, WT for the plaintiff. 

Source/date: Medical Maluracn'ce Verdicts. Serrlements & Esoerts - 11/87 



State: WI 
Year owumed: Unknown 
OD law status: TPA, 1989 
Type of violation: Improper treatment, failure to diagnose 
W i d d i s o r d e r :  Contact lens use 
Settlement amount: $159,000 

Woman Claims Instructions to Use Distilled Water Instead of Sterilized Water to Clean Contacts 
Caused Infaction - Infaction 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 catled 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 daimed 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 On) 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 hfd~racn'ce Verdicts. Settlements & Exuens, - 1/93 



state: WI 
Year occurred: Unknown 
OD law status: DPA 
Type of violation: Failure to diagnose 
Diseasfddisorder: Glaucoma 
Settlement amount: $90,000 

Optometrist Fails to Diagnwe Glaucoma - $90,000 Settlement in Wiseonsin 

The plaintiff was a welding supervisor in his forties. We 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 he unable to perform his present supervisory job, and so he 
claimed future lost 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 Aiien & Mawicke, Milwaukee, WI for the plaintiffs. Kathleen 
Bonville of Gutglass, Erickson & Bonville, Milwaukee, WI for the defendants. 

Source/date: jdedical Maloractice Verdicts, Settlements & E m e q  - 05/91 

State: WI 
Year 6wausrd: Unknown 
OD law status: DPA/Currently TPA 
Type of violation: Failure to diagnose 
Diseese/disorder: Corneal Ulcer 
Settlement amount: $75,000 

Doctor and Waspita1 Malpractiica?: -Lack of Pnfomed Consent - 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-wea 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. Warner v. D.O.C. @tical. Trial/settlement date: 8805, JV 
number 37984, Court Docket: Circuit1745-163, StateiCounty: WfMilwaukee, Plaintiff Attorney: 
Melita M. Biese, Milwaukee, WI. VRlC ED. 

Source/date: Jury Verdict Research - 1991 D a a  Search 



State: WV 
Year occurred: 1984 
OD law status: TPA 
Type of violation: Failure to diagnose 
Diieasddisorder: Retinal detachment 
Settlement amount: $75,000 

Optometrist Fails to Perform Dilated Examination and Retinal Detachment Not Diagnosed- 
Vision Reduced in One Ey475,OOO 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 plaintiffs eyes was not performed despite the faa 
that the plaintiff complained of having blurry vision. The defendant optometrist assumed that this was 
mused 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 ophthalmologist, who immediately diagnosed retinal detachment. At this time the 
detachment reached the macula. The plaintiffs vision was reduced from 20120 corrected to 20140 
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 
Marcb 1989. Annette Lvnne Carter v. Ross G. Childres~, Kanawha County (WV) Circuit Court, 
Case No. 86C-1856. William Dmchan,  Hunt & Wilson, Charleston, WV, for plaintiff. Steve 
h a n d ,  Charleston, WV for defendant. 

Source/date: Medical Mal~ractice Verdicts. Settlements & &ens - 07/89 

* * * * *  



Appendix F 

August 11, 1992 

Secretary Marlene C m i n g s  
Department o f  Regulation & Licensing 
1400 E. Washington Avenue 
P.O. Box 8935 
Madison, W I  53708 

Dear Secretary Cmings :  

Thank you f o r  fowardtng a s u m r y  o f  the 1991 Use o f  Therapeutic 
Phatmacoagents by Optometrists i n  Wfsconsin. A f t e r  reviewing t h i s  document, 
I f e l t  the need t o  respond t o  the sumnary and the conclusions drawn from the  
data compiled. 

One chief concern regardlng t h l s  data i s  whether a disease e n t l t y  was t rea ted  
w i th  the appropriate pharmaceutical agent. Reviewing the d i f f e r e n t  diagnoses 
and treatments reveal many cases where inappropriate medications were 
prescribed f o r  the stated dtsease and y e t  a r e s o l ~ t i o n  o f  the condition was 
observed. This e5ther means the diagnosis o f  the condi t ion was inappropr iate 
o r  the condi t lon would have resolved on i t s  own without medication. Numerous 
Instances o f  these are apparent i n  the sumnary, and a lengthy addendum t o  
t h i s  l e t t e r  l i s t s  some o f  the treatments i n  question. One o f  the more comnon 
discrepancies indicates the use o f  benoxinate, a drop containing an 
anesthetic wt th  fluorescein; t h t s  i s  a diagnostic agent, no t  a therapeut ic 
agent. Somehow, t h i s  drop cured cases o f  b lephar i t is ,  b lepharoconjunct iv i t is ,  
con junc t l v l t i s ,  both chronic and acute, corneal abrasion, corneal fo re ign  
bodies, corneal ulcers, narrow angle glaucoma, super f i c ia l  k e r a t i t i s ,  and 
t r i ch ias i s .  

The most serious example o f  inappropriate treatment i s  t h a t  o f  narrow angle 
glaucoma. Only h a l f  o f  these cases were cor rec t l y  treated. A miot ic ,  1.e. 
pi locarpine, i s  the appropriate i n i t i a l  therapy. I f  t h i s  i s  inadequate, a 
surgical, lrtdotomy can cure t h l s  condition. The sumnary ind icates 
p i locarp ine was not  used i n  almost h a l f  the cases and t h a t  i n  some cases the  
glaucoma was cured ~ 5 t h  an anesthetic drop. 

The sumnary shows i n t e r s t i t i a ' l  k e r a t i t i s  as successful ly t reated w i t h  
ant ib io t ics .  The two most comnon causes o f  i n t e r s t i t i a l  k e r a t i t i s  are 
syph i l i s  and herpes, and the appropriate top ica l  treatment would e i t h e r  be a 
s tero id  drop o r  an a n t i - v i r a l  medication. Over h a l f  o f  these cases were 
Inappropr iately treated. 



Secretary Marlene Cumnings 
August 11, 1992 
Page 2 

Orb i ta l  c e l l u l l t l s  l s  a p o t e n t i a l l y  severe s o f t  t issue i n fec t i on  t ha t  can be 
l i f e  threatening, y e t  only one o f  the nine cases was re fer red t o  another 
heal th care provider, and t h i s  case was inappropriately t reated w i th  
steroids. 

Other discrepancies are documented i n  the addendum t o  t h i s  l e t t e r .  

Regarding the c lass i f i ca t i ons  l i s t  f o r  treatment, many condit ions which are 
l i s t e d  as the disease e n t i t y  are, i n  fact ,  not a diagnosis but  a c l i n i c a l  
finding. I t  does not  ind icate whether, f o r  example, con junc t i v i t i s  i s  
infect ious,  a l l e r g i c ,  o r  imnune, and so one cannot discern whether the 
appropriate medication was given i n  any o f  these cases. Dtagnoses such as 
conjunctival edema, chemosis, acute con junc t i v i t i s ,  chronic con junc t i v i t i s ,  
deimatft is, eye l i d  fnflamnation, hyperemla, k e r a t i t i s ,  super f i c ia l  k s r a t i t i s ,  
keratoconjunct iv i t is ,  pain I n  the eye, and swell ing o f  the eye are a l l  
descript ions which do not  speci fy any cause. Therefore, i n  a l l  o f  these 
conditions, one cannot say whether the treatment was appropriate f o r  the 
condit ion cited. I would suggest tha t  more d e f i n l t i v e  e t i o l og i c  diagnoses be 
used when co l l ec t i ng  t h i s  data. 

I t  i s  in te res t ing  t h a t  the Optometry Board d i d  not address some o f  these 
diagnostic and treatment problems when revfewing the s u m r y ,  and I cannot 
bel ieve t h i s  sumnary can give any support t o  expanding the use o f  
therapeutics by optometrists o r  t ha t  i t  was received pos i t i ve l y  by the 
Department o f  Regulation & Licensing. Pr io r  t o  expanding the Therapeutic 
Drug B i l l  i t  would be worthwhile t o  discuss the sumnary w i t h  you and members 
o f  the Optometry and Pharmacy Boards. I t  3s apparent that  some continuing 
medical education should be required o f  optometrists using therapeutics, as 
i t  i s  required o f  other heal th care providers. 

Though 12,000 uses o f  therapeutics sounds Impressive, the t o t a l  
administrat ion o f  therapeutic agents prescribed by 312 optometrists dur ing 
a l l  o f  1991 averages only 38 prescr ip t ions per optometrist o r  only 3.2 
administrat ions per month f o r  each optometrist. This does not  seem t o  
support the contention t ha t  i n i t i a l  o r  fu r ther  the expansion o f  therapeutics 
t o  optcinetry i s  warranted. 



Secretary Marlene C m i  ngs 
August 11, 1992 
Page 3 

I look forward t o  discussing the resu l t s  o f  t h i s  survey w i th  you. 

Sincerely, 

Peter J, McCanna, M.D. 

Enc: Addendum 

CC: Medlcal Examining Board 
1400 E. Washington Avenue 
P.O. Box 8935 
Madison, W I  53708 

Optometry Examining Board 
1480 E, Nashlngton Avenue 
P.O. Box 8935 
Madison, W I  53708 

Pharmacy Examining Boarc 
1490 E. Washington Avenue 
P.O. Box 8935 
Madison, W I  53708 

Assembly Publ ic Health Regulations Cornittee 
State Capitol 
Madison, W I  53708 



ADDENDUM t o  Dr. McCannals l e t t e r  o f  August 11, 1992 

Blephar i t is  i s  an i n f l m t i o n  o f  the eyelids and benoxinate, an anesthetic, 
would not be expected t o  improve t h i s  condition, yet  was prescribed i n  21 
cases, a l l  o f  whfch resolved. 

Blepharoconjunct iv i t is  i s  an i n f l m t i o n  of the eye l id  and eye for which 
benoxinate, an anesthetic, was prescribed 36 times, a l l  o f  whfch cases 
resolved. 

Burns o f  the eyel lds may require prophylactic a n t i b i o t i c  treatment, but  
naphazoline, an ant i -h fs tmfne,  was prescribed. 

Chalazion i s  an i n f l m t o r y  condi t ion which may or may not be in fect ious,  
y e t  naphazoline, an anti-histamine, was prescribed. 

Chemosls i s  a swel l ing o f  the conjunctiva and i s  most often due t o  a l lerg ies.  
This i s  a diagnostic f ind lng  and does not designate an et io logy as t o  the 
cause o f  the chemosts, whether i t  i s  infect tous o r  i n f l m t o r y .  Whether the 
appropriate treatment was given cannot be ascertained. 

Concretlons o f  the conjuncttva most o f ten are asymptomatic and must be 
removed mechanically and would not be e f f e c t f v e l r  treated wf th  e i t he r  a n t i -  
b i o t i c s  o r  stero+ds-which were prescribed. 

- 

Conjunctival cysts are asymptomatic and are not infect ious nor inflamnatory, 
so nei ther a n t i b i o t i c s  nor steroids would be indicated i n  t h i s  condition, y e t  
were prescribed. 

Conjunctival edema i s  the same as chemosis, and nei ther o f  these conditions 
designate whether the et io logy is infect ious,  e i ther  bacter ia l  o r  v i r a l ,  o r  
whether i t  i s  a l l e r g i c  o r  inflamnatory, requir ing a s tero id  medication. 

Conjunct lv f t fs  both acute o r  chrontc i s  not an e t lo log lc  diagnosis, and t h l s  
might be t te r  be separated i n t o  infect ious,  allerg4cr or  t r a m t t c  causes. In 
t h i s  category, a benoxlnate is agaln used ?n 6 eases, causing a resalut lon o f  
symptms? I n  addi t ion,  epinephrine and phenylephrine are also used 
inapproprdately. Acute con junc t i v i t i s  agaln was treated w i th  benoxinate w i t h  
resolut ion o f  symptoms, Homatropine and hydroxmphetamine are aiso 
inappropr iately used, A l l e r g i c  conjunct fv i t is ,  by descr ipt ion i s  a l l e r g i c ,  
and one would use e i t he r  an a n t i - i n f i m a t o r y  medication, but rather 
imunoglycosides and Polymyxln an t ib to t fcs  were prescribed. Chronic 
con junc t i v i t i s  was agaln t reated w i th  benoxlnate, an anesthetic, w i th  
resolut ion o f  symptoms, Hydroxyamphetamine, a d i l a t i n g  agent, was aiso 
prescribed, but  would be o f  no benef i t  i n  conjunct iv i t is .  

Corneal abrasions were t reated i n  over 13 cases wi th  benoxinate 
inappropriately. 

Corneal fore ign bodies are inappropr iately treated w i th  benoxinate i n  20 
cases. 

Corneal u lcers are inappropr iately treated wi th  asp i r in  i n  1 case and 
benoxinate i n  6 cases. 



ADDENDUM, continued.. . 
Ecchymoses o f  the conjunctiva, eye, and eyelids are non-inflamnatory, non- 
infect ious,  hemorrhaglc conditions and they were unnecessarily t reated i n  36 
cases using an t lb lo t l cs ,  ant lh$stmlnes, benoxlnate, and top ica l  steroids. 

Epiphora i s  tear ing o f  the eyes and does not Indicate whether t h l s  t s  an 
Infectious, a l l e rg i c ,  o r  mechanical problem, so one cannot assess whether 
these cases were appropriately treated. 

E p i s c l e r i t i s  i s  an lmunolog ic  inflamnatlon o f  the eye f o r  which steroids are 
indicated, ye t  21 rases are t reated w i th  antibiotics, ant$ hlstmfnes, o r  
hydroxywhetamine. 

Eyel id t n f l a m t f o n  I s  a non-spec'iff c dlagnosis, the cause belng e i t he r  
.fnfectlous, a l l e rg t c ,  a r  imunolog lc  i s  not  stated. 

was successfully treated somehow u l t h  
4th d ip ive f r in ,  a glaucoma agent, ye t  t h i s  

condition successful ly resolved. 

Narrow angle glaucoma whdch i s  a specdfic dlagnosis f o r  whfch the I n i t i a l  
treatment i s  s mjo t l c  and f o r  which the ul t imate treatnent t s  surgery, This 
was lnapproprtately t reated w l th  benoxinate in 6 cases and glaucoma 
medications other than pl lacarpine I n  18 cases, 

was inappropr5ately treated w i th  an a n t i b i o t i c  i n  1 case 
cases. Other cases were treated w i th  hmatropine, a 

d i l a t i n g  drop, and prednisene, a steroid, and these condittons were reported 
t o  successfuily have resolved. 

Mordeolun i s  an infection o f  t h e  eyel id ,  ye t  3 cases were treated w i th  
d i p i v e f r i n  and 1 case w i th  levobutanol, both g l i aucm medications, each o f  
whlch resolved the condition. 

49 E descrfpt lon o f  an 'inflamed c~;nji?ncB-tva and 
etiology, so one cannot ascertain the 

appropriateness o f  these treatments. 

- see hyperemia o f  the conjunctiva. 

Inflamnation o f  the eye - see hyperemia o f  the conjunctiva. 

I n f l a m t i o n  o f  the eye l id  - see hyperemia o f  the conjunctiva. 

I r l docyc l i t l i s  i s  a non-bacterial i n f l m t i o n  o f  the eye, yet  a n t i b i o t i c s  
were inappropr iately prescribed. These include lmunoglycosides, gramacidin, 
Bacitracin, and tetracycl ine.  I n  addit ion, Pilocarpine and Proparazine were 
inappropriately prescribed. Timoiol, a glaucoma agent, was also 
inappropriately prescribed, unless there was an associated glaucoma. 

K e r a t i t i s  i s  a change seen i n  the cornea f o r  which there may be many causes. 
Benoxinate was again Inappropriately used t o  t r ea t  t h i s  condit ion on two 
occasions. Dendr i t ic  o r  herpet ic k e r a t i t i s  was inappropriately t reated w i th  
benoxinate, ye t  t h i s  condit ion resolved. 



ADDENDUM, Continued.. . 
I n t e r s t i t i a l  k e r a t i t i s  i s  an f n f l m t i o n  o f  the cornea most o f ten caused by 
syph i l l s  o r  herpes. Other causes are rare, y e t  t h i s  condi t ion was t rea ted  
w i th  imnunoglycosfdes, Bacitracin, erythromycin, sulfa, and trimethoprim, 
none of which would improve an i n t e r s t i t i a l  k e r a t i t i s ,  ye t  these condi t ions 
were noted e i t he r  t o  s t a b i l i z e  o r  resolve. 

Punctate k e r a t i t i s  was t reated w i th  benoxlnate, a non-therapeutic drug. 

Keratoconjunct iv i t is  i s  a descr ip t ive term not a e t i o l og i c  diagnosis. Again, 
no ind icat ion o f  infect ion,  e i t he r  v i r a l  o r  bacter ia l ,  a l l e rgy  o r  imnunologic 
e t io logy I s  mentioned. Four cases o f  t h f s  were *successfully' t reated w i th  
benoxinate, an anesthetic. 

La o hthalmos i s  incomplete closure o f  the eye l id  and would not  bene f i t  from - the use o f  t molol, a glaucoma agent, which was prescribed. 

Orb i ta l  c e l l u l i t i s  i s  a po ten t ta l l y  severe i n fec t i on  o f  the t issues around 
the eye. Only 1 o f  9 cases was re fer red t o  another heal th  care provider, and 
t h i s  was inappropr iately t reated w l t h  fluoromethalone, a sterold. 

Pain around the eye i s  a descr ip t ive term and does not designate any 
et io logy,  therefore whether treatment was appropriate cannot be ascertained. 

Photo hobia i s  also a descr ipt tve t u r n  and may be caused by i r i t i s ,  bu t  would 
__%_ not e appropr iately t reated w i th  aminoglycosides (an t fb io t i cs )  which were 
prescribed. 

Pinguecula i s  a non-infectious growth on the conjunctiva, and t h l s  was 
inapproplately treated w i t h  benoxinate, aminoglycosides, and Palymyxin. 

Pre-glaucoma might more appropr iately be ca l led ocular hypertension. One o f  
these cases was treated w i t h  an an t i b i o t i c ,  Baci t racin,  ra ther  than a 
glaucoma drop, and yet  t h i s  condi t ion was noted t o  resolve. 

Pterygium i s  a non-infectious growth on the eye and 3 cases were 
inappropr iately t reated w i th  imnunoglycosldes. 

Swelling o f  the eye i s  a descr ip t ive term and does not def ine any et io logy.  
Whether the treatments were appropriate cannot be determined. 

T r i ch las is  o f  the eye l id  are lashes rubbing on the cornea and, i n  2 cases, 
t h i s  was inappropr iately t reated w i th  benoxinate. 

Verrucae o f  the eyel?ds are warts o f  the eyel id  which are not responsive t o  
medical therapy and wEe inappropr iately t reated w i th  fluoromethylone, a 
sterofd. 

Xanthelasma o f  the eyel ids are non-inflamnatory f a t t y  deposits on the skin, 
are not responsive to  medical therapy, and which were inappropr iately t reated 
w i th  steroids. 
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Degree 

COMPARISON O F  DIFFERENCES IN EDUCATIO% AND TRAINING 
BETWEEN OPHTHALMOLOGY A N D  OPTOMETRY 

Ophthalmologist Ol,tometrist 

School accreditation Medical programs are accredited Optontetry programs are accredited by 

by tlte Liaisoti Co~n~itiltee 011 the Arilericart Opto~ttetric Association's 

Medical Education. a joint Cou~icil on Opiottietric Education. 

contmittee of the Association of 
American Medical Colleges a ~ l d  Optometry schools are also accredited by 

the A~nericart Medical regional college and ur~i\ersirj 

Association. accrediting agencies. 

Tlte LCME is empowered to Accreditations above are recog~tized by 

accredit by the Courtcil on the Courtcil on Postsecondary 

Postsecondary Accreditatio~i. Accreditatiotl. 

The LCME has detert~ti~ted The COE has no rninituun~ co~opliance 

minirrtutt~ compliance outcotoes outcotttes or standards. 

and starldards. 

Admission requirements &year trndergradnaie degree 3 years of undergraduate courses 
Con~pletion of pre~tledical program (ntost complete 1 year degree programs) 

Contplet~on of preoptometry program 

Curriculum requirements: Medical school: didactic course Optomeu) school: didactic course work 
Didactic work (first t~vo  years): 2.000 hours (first three years) 1,700 liours in class: 

in class. at least 1.250 hours of basic includes 380 hours of basic and clinical 
and clinical scieeces. according to sciences 
r u i ~ ~ i ~ ~ i t ~ m  accreditation standards. 

and 

Oplttltalntology residency: 360 300 hours of basic and clinical sciences 
hours in basic and clinical sciences for eye care (no accreditation standard 
for eye care. plus 50 llours in mioiriiums) 
patholog?. according to inittimurtt 
accrediMtior1 standards. and 

1,000 hours of optontetr). (optics, Lenses. 
visual science). 



Curriculum rcqt'ircments: Medic2ll sclrool. clrlttcal tralnlng 
Clinical (secottd two years). Clrnrcal 

rotatioils in  lrospital and otlter irealth 
care settings. 2,0(Hl hours in basic 
medical specialty services and as  
additiorral I .2(@ lrours iir elective 
rolatiorrs. according to rr t i r t i i~ r i i r r t  

accreditaliotr sraadards. 

Post-graduate hospital ioterusllip: 
Required 50 !reek sewice. 80 lrotrr a 
week limit (60 11ours week average - 
3.000 boors) 

Residency in opl~thalrnolog?.: 
Reqtrired 36 ti~orith sewice (80 lrour 
week rr~asi~nur,>. Accreditatior3 
niini~lturn patient contact 
reqtrireme~rts: 3,000 outpatiei~i visits 
(incltlding 1,500 refracrioits. and 
2.000 prin~an i:ianagemetit). 150 
cortst~llations involving disease. 2.5 
cataract 1 10 strabisotus surgeries. 
and 288 ilotirs of clrrtical 
co~rfere~~ces. 

Residenq progratlrs are accredrtetd 
by the Accreditltiorr Coutrcil for 
Graduate Medical Edtrwtion. 

Oplorrtetr) scfiool~ 8x0 etinlmutlr 
fequirerrtenls: Average IS 2,000 hours 
Most 1111 year studer~ts trarn full-time 
i r t  the oa-catrrpas eye clinic; nrost 
schmls encourage art additior~al 
esteritat placen~ent lo a VA itealth 
clinic. private practice clinic, or 
conlieoniQ satellite clinic. to increase 
exposure lo patients wit11 disease. On- 
campus optontetry clii~ics attract few 
patienls with health or eye problems 
other tltan refractive error, and 
oppontrrrities to leartt disease 
detect~oll is limjred (less than 10%). 

Postgraduate internships: None 
required. 

Post-graduate residencies: Optional. 
Resider~cies oEer additiorral in-clinic 
traioiag for orre year. and are 
unrelated to professional crederitials or 
fonnal specialties. Tl~ese positiolrs are 
vey low in supply or demand (less 
than 10% of graduates pursue an 
optotnetry residenq. usiially in a VA 
clirric or on-catrlpus clinic). 

Accredited by COE 



Optometry Edueat ion: 
An Anafysis of Edufatianal Goals, 
%messes, Programs and Potentials 

The purpose of this paper is to summarize the status quo and recent changes in optomevic 
education in the United States. The repon is based on a review of recent literature, and an 
analysis of the mosl recent optometry school caulogues of schools and colleges of optometry. 
This report will describe the average optometric cumculum, and evaluate the credentials 
related to the education and licensing of the prxricing 0ptome:rist. 

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 patients 

* Optometric training programs have difficulty providing students enough patient contacts, 
especially for pathological conditions. 

VA training has greatly expanded the access of optometric training in hospital and 
primary health care settings for both optometry students and optometry "residents" 

r Ophthalmologists play a small, bu! increasing. role in optometric training, primarily as 
preceptors for students i n  piacements. 

Faced with dropping applications, training programs have sacrificed the quality of the 
students accepted for admission ro preserve quan:ity (income). 

r Opiomerric training programs face financial strains, hampering development needed to 
support the expanded scope of practice. 

0 Fifth year psigraduate residencies, while strongly advocated as a way to overcame 
inadquacie5 of clinical training, are low in supply and demand {voluntary, less than 10% 
of graduates take them). 

The National Board of Examiners in Optometry (NBEO) prepares and administers nation& 
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 t e s  for licensure in states with a theraputic xope of practice 
(administered by the NBEO). 

The national groups (NBEO, IAB) are making serious efforts to define, promote and 



Draft 4126194 

measure training and entry-level competence better. seeking to 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. 

b 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 premedical requirements by appearance). 

b 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). 

Update on Educational Reform Issues Facing Ootometric Education 

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 rwnstruct the future 
cumculum. 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 optometry: 

Definition of an Optometrist: "Dmtors 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 Optomeiric Education: "the education of doctors of optometry who are able 
to practice the fullest scope of optometry consistent with :he laws of the stare in which they 
plan to practice." (Northeastern State University College 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 
insuuction. Optometric education exploded after World War 11, 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 constmction 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 m e a .  In general, the expanded a p e  of practice came 
first legislatively, then educationally. The cumcutum 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 yean 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 
cumculum has not been easy. Vision sciences have been condensed to make room, and 
pressure continues to cut more from this area. 

Analvsis of Current Cumculum Content of O~tometry 

How has the traditional four-year training program in optometry been affected by the 
legislative redefinitions of the scope of optometric xope 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 Analvsis; 

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, microbiology, immunology, microchemistry, 

neuroanatomy 
8.5 general pathology, systemic disease, health assessment 
5.0 public health & epidemiology 
4.8 general pharmacology 

30.3 Basic and Clinical Sciences (Ocular): 
9.6 ocular anatomy, physioiogy, microbiology, nzuro-ophthalmology 
15.9 ocular pathology, disease, assessment 
4.8 ocular pharmacology & pharmaceutical therapeutics 

Didactic 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 cuniculum is to prepare optometry 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. 
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Do 102 credits (5 quarfers) 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 significantfy 
condensed, the answei is probably yes. But the scientific rationale for the reduction of the 
original traditions! curriculum has not k e n  addressed. It is possible thal the overall quaiity 
of the mditional cuniculum is declining. Do 6% credits (3 quarters) of didactic study in 
fundamental basic and clinical science subjects (including a7 average of oniy S credits of 
general phasmacology and 5 credits of ocular pharmacology) prepare a student lo 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 is  compared to medicine 
or ophthalmology. 

T?ie above andysis i s  a fresh look at the average optometry curriculum of the 1990's. Now 
does optometry compare to medical schml and residency training in ophthalmology? 
Medical school training in gene& md ophthdmology training in parficuiar have been 
summarized before, and the basic findings will be outiined here for mmfison, This 
wmpasison doer nor include the most r e a n t  admncemenis or changes in medical or 
ophthainoiogic training. Didactic training (classrcrom hours): 

Content 0p:orneiry M e d i d  Qphihalmoiogy 
Schooi School Residency 

Basic and Clinical 
Sciences-&nerd 382 hrs 2,000 hrs ** 

Basic and Clinical 
Sciences-Ocular 303 hrs * ?a-BCSC 

SO-Pathology 
O p i o m e ~  1,02 1 hrs L ** 

t some general medical education covers topics in optometry and eye care 
fll 8% of the Academy's 12 volume. 3.W page Basic and Clinic Science Course 

@@$(3) covers an update on gene& medicine, md 2 1% covers optics, refatclion, a d  
contact lenses. Qptomeuic assessment methods are covered in various sections sf the 
BCSC, The BCSC is oniy an oudine for the didactic curriculum: each residency 
program determines additional required readings and scholarship for cantent areas. 

Clinic Mucation: 

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 necessary diversity of pathologic conditions to develop diagnostic and 
therapeutic skills. On-campus eye clinics offering sewices to the public by schools and 
colleges of optometry have traditionally been the major source of supervised patient contact 
for students. Admittedly the typical optometrj eye clinic patients do not present with the 
pathological conditions frequently enough needed for training. Previous estimates of patient 
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visits to optometry students that involve eye health issues other than routine eye exams, 
fitting of glasses or contact ienses 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 eo-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 hospitals have eslablished 
placements in clinical arms, and some xhooi-based clinics are broadening their sewices to 
include physicians offering medical and ophthalmology services. The Vetems 
Administration provides approximately 500 12-wek,  full-time training placements for 4th 
year optometry students at 82 academically affiliated faciiities nationwide, and i s  the primary 
source for placements in health clinic settings. 

Colleges and schools of optomelrj k e n  expanding and promoting their eye clinics iocaliy 
and establishing sateiliie clinics, in order to increase the volume of patient visits and the 
types of disease eonditons presented. Such expansion can also enhance much needed 
revenues, but requires a huge start-up investment in facilities and staff, and threaten so rake 
patients away from angered Imi oprometr;sts in private pmcliee. 

Upon examination of the literature and canalague course descriptions of 14 fully accredited 
schools and colleges of optometry in the US, students spend an average of 2F3C! hours in 
clinics seeing patiem under supervised conditiors. The range of clinic hours varies widely, 
from a high of 2500 hours to a low of 1350. Fourth year students are assigned to internal 
rotations, for several weeks each, through the specialty sewices of the s@hw1 optoneq 
clinic. Several programs require an external rotation for a term 80 a VA hospital or 
community health clinic as well. The degree of exposure and experience of siudents in tte 
clinics is highly variable: depending on the sewices providedfi, the patient mix, the strengths 
of the faculty of the school,  and :he available external resources. 

The number of cases and the di-versity of case mix seen by each student is difficult 8.0 
determine from the catalogue descriptions. For example, the Illinois College of QptomeLry's 
Illinois Eye Institute reports over 70.W visits per year. The 1E1 offers the following 
services: primary care (refractions, prescriptions, screenings), binocular visionipedialic, low 
vision, cornea and coniact lens, spns  vision, and flhe center for advanced ophthalmic care. 
fCO has a iarge student M y  and approximalely 130 fourth year students. Assuming thal 
most services are provided by the students, and that onequarter of the students an: gone on 
an external placement during any quarter, there are approximately 100 students available to 
the clinic to handle the 1300 average weekiy 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 par?jcipate in more hhar 2,W patalieat visits ( I  patient per hour) altogether 
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Given the variation in individual school requirements, assignmenu, required hours and clinic 
traffic, it is more likely to be half that many, on average. Historically, on-campus optomevy 
clinics have attracted cases with refractive error only, in need of glasses or contact lenses, 
Less than IO% of the cases presenied wilh other signifiwt eye or health conditions, it is 
likely that 9055-k of the patients optometry students see will be healthy (other than refractive 
error), giving then little opponuniry ro develop diagnosiic or clinical skills. 

Clinic training in optometry is significantly less than found in medicine and ophthalmology. 
T h e  last two years of medical schoci emphasize clinic rotations in hospital and clinic 
services. On average, medical students spend 50 weeks (2,000 hours) in basic medical 
qxcidries, with %n additional 30 week (1,203) in elective aotations. h e - y e a ,  pest- 
graduate primruy care internships are required in hospimls in preparation for becoming a 
licensed physician (60 to 80 hours a week for 50 wee'u = 3,01X)-4,W hours). Internships 
provide intensive exposure lo unhealthy patients. 

Ophihdmoiogy residencies must meet national accrrdiiation standards that spxif j  minimum 
patient contacts iind surgical prwedures. They must last at last 36 months (duty hours must 
be limited to 80 hours per weeldl56 weeks maximum: an average of 60 hheurs a week for 
150 weeks qua i s  approximately 3,W clinic hours). Ophthalmology residents must conduct 
at last 3,m patient examinations (with at least 1,500 refractions), and perform a minimum 
number of surgical prmdures. Many op"niha?rnology programs are reported to ex& these 
minimums. 

Opwrneiric educational authorities admit ika? there i s  a shomgt of faculty trained and 
experienced to meet the needs of the new opiomeiric duration. A review of 15 r a n i  
cartdogs and bulleeins 06 accredited oupiornetry programs in the United Sates was isndnduckd 
to determine the mix of the listed faculty. In general, the full-time academic faculty of 
optorneriic educational institutions are dominated by h t o r s  of Optometry (85%). The 
0.3.1; are supported pi"ima;;ily by Ph.D. faculty from specific scientific disciplines (13%), 
with little or no ini.olvement by Doctors of Medicine an the full-time staff (only 2%-which 
includes no ophthzirnologists), 

Mas: of :he p6-lime clinic, adjunct or consulting faculty are 0.D.s as well (85%). Non- 
ophlhdmologisr M.D.s make up 3%, while a growing number of ophthalmologists make up 
7%. In 1991, 40 Oghthaimologisu were identified in 12 of 15 programs. Today, 61 
ophthalmologists were identified in 15 programs, an increase of 50% in ihe past two years. 
For example, the State University of New York increased from 9 ophthalmologists listed to 
25. The Hahnemann University Depmment of Ophthalmology is affiliated with the 
Pennsylvania Collegi: of Optometry and the PC0 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 enrollments from dropoink 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 wony about their ability to attract talented applicants with the proper 
background, especially minority applicants. 

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) /$25,000 (resident) students at a state 
university. Optometry as a 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). I n  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. 

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 xales 
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 
g&& 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 ultimately responsible 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 o i  all student and 
resident training in optometry nationwide. 

Post-Graduate Residencies; 

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 
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0.D.s each year, but only approximately 85 residency positions in  56 locations. An 
optometric resident receives a small stipend fapprox. $20,000) for a year's services in an 
clinic under an accredited supervisor. The AOA 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 optome!ric literature, the 
most frequently described were: 

39% hospital-based (all VA) 
13% "ocular disease" oriented 
16% traditional optometry (vision therapy, rehabilitative optometry, contact lens care) 
32% "specialty" areas (a combination family-practice, primaxy care, geriatric and pediatric) 

Residencies are primarily found in the VA (approx 50%) foliowed by xhoo l -bad  clinics 
(40%), with the remainder found in private optometry clinics and a few "co-managementn 
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: Nospi?ai- 
based, rehabilitative, and geriatric. Most of the residency training programs are hospital- 
based (70%). In 1986, i t  was reported that residents spend 86% of their time in direct 
patient care and conduct an average of 4: examinations a week in a VA program. At that 
rate, a typical VA optometry resident would examine a maximum of approximately 2 , W  
patients during the one-year residency period. 

A Reauired Post-Graduate Residency? 

Some leaders in optometry fee! that a fifth year of clinic &mining i s  needed for all graduates, 
would raix the competence level of the profession, and would mimic the approach to 
graduate medical education. A fifth year could dlow optometry sch~ois  to expand the 
cuniculum in the basic and clinical science areas. 

Other leaders in optomevic education prevailed a$ 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 andincrease 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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Yodate on N-I Board w e  and Licensurq 

Optometry is  a limited-ticense profession, reguiated by state laws. 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. All state boards require candidates to be graduates of 
an accredited optometric degree pcogram, and to pass examinations developed by the board, 
written andlor 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 
(NBEO), an independent organization. The NBEO is dedicated to the development of 
competency evaluation, the administration of an objective written test, and the demmination 
of minimum "passing" score for candidates (8). The National Board first developed a 
nationat examination system in 1951, in cooperation with the optometry schools and colleges. 

Because the National Soard'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 iqal challenge. 
The NBEO has statisticalty established the reliability and validity of the National Board ~ t s .  
State boards who choose to accept the results of NBEO tests are relieved of that difficult and 
expensive responsibility. The national board tests are based on bread consensus (within 
optometry) concerning descriptions and expectations of a minimum "entry level competence" 
level. "Entry-level cornpeiem* is a dynamic, changing concept, but in the opinion of the 
NBEO, it is best defined and measured by their rests. 

While the NBEO does not regulate optometry education, the conteni outline used by the 
Nahonai b a r d  suggests a template for and ideal optometry curriculum. The National Board 
tes: is said by !he NBEO to be based on the annual work of hundreds of practitioners and 
academics, who reach a consensus on the appropriate howledge and skills needed to enrer 
into practice. Each exam is based on a currica)um conrenf developed by commitl~s of ihe 
National M s d .  The mienr is based on the expected "enby-level" knowledge and skills, 
and questions are developed to assess the "minimum achievement" needed for entry-level 
practice. Since 1981, NBEO has used a "criterion-referenced" technique for determining ine 
passing score, using teams of experts grouped togelher 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 National Board 
test for graduation (10). . The scope of the basic and clinic sciences exams has increased. 
Below is shown the and distributions of questions id 1987-1992 and 1993: 
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Part I, Basic Science: 87192 1993 

Human biology 70 195 
Ocularlvisual biology 84 90 
Theoretical, ophthalmic & physiological optics 125 125 
Psychology 21 25 

Total: 300 435 

Part 11, Clinical Science: 

Systemic conditions 32 70 
Ocular d i d t r a u m a  114 165 
Refractivdoculomotorlsen~fry 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 pans: Part I "Basic Science", Part I1 
"Clinical Science" and Pan 111 "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 ahd ocular diseaseltrauma 
have greatly increased, with everything else remaining the same. Also beginning in 1993 
was Pan 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 colleges 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/sen~~ry integrative wnditions, 
Theoretical, ophthalmic & physiological optics, Perceptual wnditions, 
Psychology, Clinicolegal issues) 

280 (33%) Basic and Clinical Sciences-General (Human biology, Systemic wnditions, 
Public health) 

255 (30%) Basic and Clinical Sciences-Eye Care (Ocuiar/visual biology, Ocular 
d i d t r a u m a )  
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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 

1 70 Total didactic training credits 

Comparing the two lists above, the National h a r d  test aims two-thirds of the items at 
content areas related to the basic sciences supporting the expanded xope of practice, while 
only 40% of the credit hours in the didactic cumculum covers the same general content. 
The NBEO, through its selection of items, may be attempting to "pull" the curricula toward 
the subjects related to the expanded scope of practice, especially b e a u x  the state Boards of 
Optometry require the passing of the National b a r d  test as a condition of Iicensure. 

The National Board test, especialiy the basic sciences section, has been difficult for students 
to pass. The Review of Optometry has published arricies md letters in rweet yeas about 
the ccntrwversid high failure rate (approx, 50%) of studentsj., usually first-rime rest *&rs, 
espeiai'ly on the basic ~ i e n c e s   pa^, and a high variation of failure between schools, Most 
optometry draarion p.ogmm.s require taking and passing the National Boards as a gmdrsatian 
rquiremenr. 

As described a b w ,  most sues use  the NBEO Nationd h a r d  tests for pri or dl sf the 
written test requireinents. Most states that regulzte and ailow the WSF: of therapxti:: 
phana- , I &,i,,ds, .,-I- as well as wine non-therapeutic states, require successful comp1eP:on of i?e: 

examination entiaid. "Trmzme-zt and Management of C)Cl;lar Disease (FhIOD)'', The 
TMOD was deve io~d  by the NBEO for the intornatiana! Asmiation of -Boards of 
Examiners in Gptnrneiry (IAB), an independent, non-profit organization eseabiishcd for the 
n u v i e  of improvement of the stanbards of the profession and improvement in the sewices 
o f  shte regdir?ory licensing agencies (7). State boards eeiqxmir md support one mother 
through membership in the lAB. T h i s  exam i s  piirpned to masure  entry-level competence 
of optometrists in the use of pharrnaceutids. In April 1993, 899 USA candidates took the 
W O D ,  with a failure mie of 15%. Each state rexwei; she right to examine candidates on 
the practical andlor clinical aspects OF the profession. 

With the suppol? of the iAB and NBEO, state bards are able to further develop 
pmcties;i!clinid skills examinations as a part of the licensing process as well. A pmcticsi 
exam i s  used in many shies. The IAB has developed a mdei  examination dist?ibutd in e+;e 

. It includes a wries of 
35 tests and a p r d u r e  to follow in order to set the "c"aiidi:y" (expected passing) levels 
for each objective, 

The efforts toward oprbinerry competency assessment, as described, suggest a considerable 
investment in competency testing. The generd problems related to psychometric testing, 
passing scores, cfirerian-referencing, erc., which apply to all certifying groups, appear to 
have k e n  seriousiy addressed by optometry state boards, NBEO, IAB, etc. Neither rhe test 
statistics, item andysis statistics, nor the history of the development of the test have k e n  
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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 available for scrutiny. 

In the United States, public authority in education is constitutionally reserved to the stales. 
The system of voluntary non-governmenial evaluation, d i e d  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 
to the many constituencies of the educational community. The Council On Po-oodary 
Accreditation (COPA), was formed to be the national coordinating organization designed to 
fos:er and facilitate accrediting organizations in the United States. COPA states that it is a 
"non-govern men^, non-profit association eskblished to review, evaluate and publicly 
designate, through a recognition process, repurable and responsible accrediting bodies, to 
coordinate their accrediting activities, and to re-evaluate the bodies periodically to help insure 
that they maintain amptable levels of performma" (2). 

The COPA plays a national leadership role in accrediiation, and controls how accreditation is 
conducted. An institution, or a specialized program, seeking accreditation from the COPA 
recognized accrediting body must provide a written *If-audy report that measures progress 
according to previously accepted objectives. The objectives milst be Lhe skted objectives of 
the insrir:ttion or program. Accrediting bodies may establish standards which must be 
aridresxi1 in the objectives ad outcomes ofthe applicant. The self-study is foilow& by an 
evaluation site visit from representatives (chosen expns)  oh the accrediting body who 
evaluate the institution or program and prepare a site visit evaluation report. The 
institution or program prepares a written m p o m  re the site-visit, and all reports are 
reviewed by an accreditation commission for ation. 

COQA recognizes fnstiru~onai accrediting M i e s  who miicxiively or 
licensed institutions of higher laming in the United Siates. These groups auri 
operating units only. The CBPA also r~ognizes s@di& accrediting bodies of 
professional md i,ccupaiiond groups set up by national profesdonai orgmizations in such 
fieids as business, dentistry; engineering, law, and numercliis R d t b  caFe groups. 'Ke 
Commission on insiituiions of Higher -Ed;?a6on, offers hslitu~md accrdimiion through 
one of i t s  COPW recognized regiand "Association of Colleges and S m n d a y  Schools", to 
assure *he public of high quality inslituiiond suppart a"or educational degree programs and 
ducational administrarjon (la, ib, ic). 

The American Optometric Association's (AOA) Council cm Optometrjc Education (COE) 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 Smndarj  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 accrediung bodies) is also recognized by the United States 
Department of Edtication (USDE), Omce of Postsecondary Educational Accreditation, in 
connection with its statutory duty to determine institutional eltgtbility for federal funds (3a, 
3b). The USDE has been venfying 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 generai, 
Department of Education recognition of COE makes accredited optometry programs eligible 
for fed& 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 cumcuIum "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 Poswndary Education for the 
United States Veterans Administration andlor various state Department of Veteran Affairs, 
approve progmms of veterans' education and eligibiltty 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 to assist member institutions 
in the promotion of optometric education and preparation of students for the practice of 
optometry. Among other activities, ihe 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 items), and 
quantitative reasoning (no item count given). 

OAT xores are used, among other criteria, for determining admission to optometry 
programs (6). The raw OAT scores m converted into a distribution ranging from 200 to 
400, with a mean of 300 and a standard deviation of MI. The average OAT xare 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 cumculum it 
provided. In 1992, the COE adopted apparently "clearer" standards for accreditation, 
requiring programs to be more explicit concerning intentions, processes and outcomes. The 
atcreditation review now more clearly addresses COE standards, but COE admits that 'the 
standards are still broad enough that they shouldn't stifle academic innovation" (a). 

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 K, 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, microbiol~gy/bacteriology, physics, psychology, calculus; 
Third year: physics, biochemistry, anatomy. 

The subjects required are general, and nowhere is it stated that they must be taben in a "pre- 
medical" track of undergraduate preparation. Any claim to pre-medical equivalency i s  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. 

Summarv and Im~lication~: 

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 oeula-oriented, have been added in recent yean in all programs. 
Sixty percent of the didactic training on average remains traditional, without a scientific 
rationale for the reduction. 

The clinic training has nor been significantly expanded (one year), and primarily trains 
optometry students for refractive and visual assessment, dispensing and visual training 
therapies. On-campus optorne:ry clinics typically attract patients in need of vision care, and 
who do not present with many disease conditions imponant for clinical training for 
diagnostics or iherapeusics. In response, various programs require off-campus, external 
piacernents in hezlth care settings, especially in the VA. 

The continuing efforts of to expand the scope oh practice could be jeopardized by the 
legislation's forcing optometic education inlo fiscal crisis that prevents exmsion of 
tr;iining. Is i t  pssible for the system of opiornetric education to adequately meet the 
requirements of the opmrnetrjc SCOW of work as defined by legislation? 

Optornetrie organizations continue to make the investment to impmve the credentials that 
hey present to the public, narrowing the gap the public my perceive between ophlhaimology 
and optometry, and reinforce their scope of practice pcrsirions in state legislatures. The COE 
has raised pre-optometry admission requiremen& lo move closer in ap ces lo pre- 
medical requirements. 'The previous eriucational accredi'iation standards and expected 
outcomes OF the COE wre admittedly unclear, md &ey have k e n  stmglhened @ut remain 
"flexible"). The NBEO, through its criterim-ieferend testing irshnique, is defining and 
measuring the attributes of entry-level winpence "naLictnally", and the resting has grown in 
basic science, clinic science md now wlienl case nanagment. The IAB i s  further 
promoting the resting of thewpeul5e skillr; (the TMOD exam), which can bolster the 
confidenw of slate ba rds  of optometry to cfaim that they can assess skcills aid 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 wmpetence, 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 
national 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 selfdefined 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 p m s ,  
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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Kansas Optoxlletric Association 
/ llth 9: Toueia 81.6, Topeka K i  66612 

Samuel B.K. Cbang, 
bgislative Reference 

i state of ~awa i i  
State Capitol 
Hmolulu, Hawaii 96813 

I Dear Mr. chang: 

1 1 m sony for the long delay in m n d i n g  to your ques t .  Be(ween vacation and 
1 meetings, I haven't had an q p r b ~ n i i y  to m p n d  ma= to you qugstims. 

I / 
I QW7111Pa 1 - The Kansas @tometric Awxiatim iS i ~ 1  advocate for .I 

auiurhn*&cing op@rne&i:lsisis lo use ilslas. TPA us;ige is wnsisdent with the 
education xweiv%d by ~ p m m e ~ s i s ,  It is d m  aecasaq to provide co 
eye carp;. 

QLWSThON 2 - Sin= 1987, Eatmas citbms hare  ex^^ a psirive 
wii13 P A  usage by ODs. &:or to 1981, I visikeri with mi graduates of 
oytomeby school who were frustrated that stakz kw' prevented them from ptiC;n.g io 
Lhe f i ~ U  extent of their t&iing. X I  was h a d  to explain why when they wanted ta cater 
private practice they w ~ i ~ ' i  uii: the same s q x  of practice hey bad experienced a? a 
d i t q  base, TPA usage by oprrrrnetrisis has become the sra;n;iard of care Lo assure L\e 
p i c  they axe i n  q d  s o  a. In fact, &@is@ were impressed that 
0 d o r  u s  i n  i h o g  m e n  i .  Yet 

dentists were able to administer and i ; t iUze  c: broad range of drugs. 

QLF&TION 3 - It f a  dowed us to 6 0 m p t t  ~ O X E  effi~tive 
graei~ates from optornee xhmi. We a n  still at a Gl~sahJw 
treatment of glaucoma a d  US& of 0-4 &wgs by optom&sts 
ojimrnetrists m eat il wide "iaiety of mutine vision problems without having t~ refer 
so mother p~~titioner. 

QbESTICIPd 4 - 'EiePB legidation h a  had a psilive impact on c o n m ~ g  the cost of eye 
am for ~~ ci-s, Attached i s  an intic;;: pubfish& in our J o d  entitled, "The 
Impact of the Use by Kansas ~ L o m & s &  of T l a e w u ~ c  P tical Agents." 
W e  rhe actual number of dnliln saved by Kansas citizens was much greater than the 
study hdicates, it iuustmm the hest 'mefits lo the public. We betieve tbe impact in 
metro aaeas m y  have &matic as well but it was W c d t  Lo document. 
Gmerally, Kansas ODs vnll charge between $40 to $80 to removs: a foreign body from 
the eye dmd'ing on ihe amount of Lime r e q d .  The average cost of an emergency 
mom visit in 1987 was $10O.150 lo even waik in the door plus the cost of s e ~ c e s .  
We beard of patients who had rn their farnily physician to remove a foreign body, 
then went to the emergency room  out success, but at an expense of over $300. As 
a last resort, they saw their optometrist who completed remaing the f o m  body. In 
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addition to the discomfort, the cost was ahorbitant for a promlure which should have 
wst $50-75 initially. While the time required to Crave1 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 Jpecialist is still significant. The wst to see a a is 
significantly more. The o p t o d s t  is also in a unique situation to refer a w e n t  with 
a qeeific injury or need to the w r i a t e  sub-pxialist which emergency room MDs 
may not be able to do. 

We have beard positive comments from BCiSS about the benefits of ODs handling 
primary eye care. National studies have shown that ODs are more cost-effective in 
providmg services to Medicarc patients. 

QUESTION 5 - Since the passage of our law, the Kansas State Board of Examiners in 
Optometry hasn't received a wnsumer complaint about the misuse of TPAs by an 
optometrist. The only other statistical data is wniained in the survey referenced above. 

Thank you for the opportunity to share our thoughts on this issue. 

GLWDAC 

Enclosures 



The Impact Of The U s e  By Kansas 
Optometrists Of Therapeutic 
Pharmaceutical Agents 

By Stacy Fitch, O.D. 

ABSTRACT: From July 15,1987 through December31, 
1988, the Kansas Opuometric Assariation collected infor- 
mation from Kansas optometrists regarding the number 
of diagnostic cases scen, 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. 

INTRODUrnON 
April 17, 1987 w e  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 Opromerric Association (KDA) conducted 
a study for the first year and a half after implemenration 
of this law which asked KOA members to v o 1 u n ~ y  keei: 
aafk of all d i agno~s  made, therapies, the number of 
therapeutic encounters, the miles saved, and the referrals 
made to other doc:ors. This infomation was returned to 
the Kansas Optometric Association. 

The Kansas therapeutics law for optometry includes the 
administering and dispensing of topical pharmaceutical 
drugs, as well as, the removal of superficial foreign bodies 
from the cornea and conjunctiva. Any anti-innmator). 
agents administered are iimited to a 14day supply and 
may only be used topically. 

RESULTS 
Forty-three offices representing 47 optomeuists respond- 

ed to t!e study. This represents 23% of tihe 203 op- 
tometrists initially certified at SBEO to use therapeutics. 
Therefore, the resu!ts 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 128,000 miles. This represents 
a major savings of time and odt-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 to 
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 IMX) 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. 
t4  

DISCUSSION 
In Table 2, the greatest percentage of cases were seen 

by rural optomeuists. It would seem that patients are ~ m -  
ing to Optometiists for their primary eye care in N& 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 o p  
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 OD's response would have reflected significant cost 
savings over emergency room visits. 

In Table 3, the greatest percentage of cases seen per 
month occurs approximately m e  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 nrat now than when the law first pass- 
ed. Optometrists may also be more confident in treating 
more sophisticated ocular maladies. Also, as found in the 
study, optometrists are receiving more referrals from 
hospitals and general physicians. 

CONCLUSION 
Prior to April 17, 1987, none of the cases in this study 

wou:d have been handled by opamcnissrs becaw the Xan- 
sas optometry laws did not allow it. 

The mileage saved by the patients became very impor- 
;ant in rural areas, which have an optometrist available, 
but not an ophthalmologist. Since Kansas is largely a m a l  
state. patients are benefiting from the revised optometry 
laws in time saved, money saved, elimination of un- 
necessary referrals, as well 8s improved health care. 

ACKNOWLEBGEmhTS 
Thanks to Michael P. Malone, O.D. for his assistance 

in the study and for the use of his op€ometrjc office to com- 
pile the information, the KOA for supplying the material 
to write this paper, and the r m y  optometrists who par- 
ticipated in this study. 
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Table Z: hcu&ge af Crrtr 
City n. Rural 

""SI:; 1 z;; 
c-/ 
Thetmal Burn 

SubcoaJunalvsf 
Hemorrhage 

Erosion 

Bimt Trauma 

Nanrfacrimal 
Duff Blockage 

Abrasion 

6.2 93.8 

0 

Herpes 
Simplex 

Table 3: Percentage of CP(LC per Month 

100 

0 100 

Herpes 
ZOSter 

13 I 87 

0 100 
I I 



WASHINGTON ASSOCIATION OF OPTOMETRIC PHYSICIANS 

Affiliated with 
American Optornetric Association 

September 26, 1994 

Samuel B.K. Chang, Director 
Legislative Reference Bureau 
State of Hawaii 
State Capitol 
Honolulu, HI 96813 

Cear Mr. Chang: 

This letter is in response to your letter to Ms. Judy Balzer, 
Administrative Director, Washington Association of Optometric 
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 previously available in a cost-effective 
manner. 

It has been the experience of this association 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 schools, 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 increased 
access to eyecare professionals resulting in increased competi- 
tion in the marketplace. 

Our association's Peer Review Committee and Legal Committee have 
not been required 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 1989. Notably, 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 (Source: State Farm Insurance). 

555 116th Avenue NE, Suite 166 
Bellevue, Washington 98004-5274 

1206) 455-0874 
FAX 6469646 
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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 
Hawaii to allow optometric physicians to practice as they have 
been trained and ailow the citizens of Hawaii access to these 
benefits. If we can provide additional information or further 
assistance, plaase cantact our Administrative Director, Judy 
Balzer, at (206: 455-0874. 

Sincerely, 

Milt Herman, O.D.' 
President 
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Hoaotrble George J .  ~ t i o v s k i  
Assehbly Corkections, Henlth I Human 
Se tv i ce s  Cornittee 
C/O Yr. John 0.  Kohler, 
Corn i t t e e  Aid 
St i tc!  House 
Trenton, NJ 09625 

bear Assemblyman Otlovski: 

t h  tesponse t o  your quest ions rbout ~ r o f e s s i o n r l  
Optometry tn te r iag  i n to  t h C  f i e l d  of therapeut ic  drugs 
tbuct impkctiag the d o c t o r l ~ l p r t c t i c #  i a ru r lhce ,  t h e  
t o f l o c i h g  i b  Cbubb'r por i t ion  bn t h i b  IUtt6rt 

chubb'n loen k p e r i e n c e  r i t b  o p t w d t r r  on i. 
h l t i o h l l  b&bis hLO been very ikvor lblbi  I n  t h e  t r o  
r t k t e s  r h c r e  optollretry itI w i n g  t b s t r p e ~ t i c  d q e ,  
the  m&lprlictice fodr e rper iena l  hill also been 
b*trbfWIlp fkvot&ble. a u b b  +I not i d e l  t b r t  
op tomc t r l r t r  wing thbrrpeut ic  &ugh rill r d r r r r b i y  
r i i e c t  i t r  lor6 b%perfbacb. Thby do hot i tn t ic ipkte  
t a l p r r c t i c a  t r t e  i n c r s u e r  t b su l t i a t .  iron thbrlpbu- 
t i c  d r u ~ n  bor do they expect kn L d t e n b  c l k h  
r i t u r t i o n ,  

obvioubly, no one can p r ~ d l c t  t h e  f u t w 6 ,  but  
t h o  rboro  i b  Chubb1r pos i t ion  b ~ b d  oa tb4 ItUdy 
of p r s t  a%pdtlbace rnd f u t u r o  p rob&bi i i t l . r .  Chtzbb 
rpplkuda proiesston&l eptometr le l i  a t f o r t o  f a  tbb  
i r e &  a t  coat iauinr  educ&tion Lnd eahsacrd pro.oie~rion8l 
~cb ievement  . 

Sincer r iy  

b b r r t  Jhfoiir 
tlftr88'8 8TATB lbYlHf&~BIrn~ 
heit d & t r b j  &nd btrr t o r k  

m 
w: Yt;, brvid knoti ton,  hxcreutivr b i t r c t o r  

Y ~ Y  S k w p  ~ptcastrit: b ~ c i r t i o a  

4 5  buth Mdin Street P.0. Box 269, Pennington, klU8534 (609) 737-3333 



MCNEES, WALLACE d N U R I C K  
ATTORNEYS AT LAW 

+00 PINS I T I C C T  

C. 0 .  Lox o d 4  

HARRISSURG. PA. 1710e- I166 

hrtr*oxc fJ173232-M)(M 

fu(712 236-2665 

March 25. 1991 

Mr. Robert Ragolia 
Ragolia Develooment Corporation 
65 South Main Street 
P. 0. Box 269 
Pennington' NJ 08534 

TELECOPY 

Dear Bob: 

Pleas+ I?a advised that this law firm has been retained to 
represent the interests of the Pennsylvania Academy of 
Ophtkairnoloay ( " ' P A 0 ' 9 .  On April 4 ,  4 99: 8 a hearing sill be held 
before the Pennsylvania House of Representatives, Professional 
Licensure Committeei to determine whether optometrists should be 
permitted ho oresczib and disaense therapeutic medications in 
the Comonweaith aP Pennsylvania, A t  the t i m e  of the hearing, 
t h e  American ~ptamairic assoeiaticn will be introducing a letter 
authored  bv you in November* 1982 to silpnotrt i t s  position khat 
its membershin should kx+ s i v e n  t h e  privileaes which it .i. 
seek ing ,  A cony 0% t h a t  correspandrnea i s  enclosed E a r  
review, The PAO has reason to believe that eerkain facts  and 
conditions discussad in your le tear  ate no longeracruratc, Mv 
c l i e n t  is concerned about the impact r e l y i n g  on stale information 
may have on the decision the Professional. ticensure Coirmitkee i s  
belna asked to make, We have furthers reason to believe that vou 
are i h  8 position ko correct these misconceptions and khat vou 
have the khowledse necessary to rebut  the assertions of your 
earlier ibtter. 

In order to avoid the necessitv for costlv and timelv 
ihvestigation into the background of this situation, which would 
result ih ihconvenience and imposition to both you and PAO, PA0 
is reotlesting that vou voluntarily answer the following 
questions! 

3 Please state your backaroond in the insurance industrv, 
inoluding vour experience as an insurance agent and/or broker, as 
it cohcernr the provision of optometric malpractica coverage, 
Please include the years of your involvement. 
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2 r ts chbbb Insurance Group ski1 1 underwt.itifig o~tometric 
maipractic&-? 

1, Why did Chubb withdraw frod the optonretric malpractice 
market? 

4 .  @hen did chubb withdraw from the optometric malpractice 
market? 

54 Did personnel from ChUbb ever express concern to vou 
about the possible adverse imoact of allowing ootometrists to 
prescribe therapeutic drugs as a reason for withdrawing from the 
optometric malpractice market? 

6, Are vou aware of anv other insurance comoanies that 
have withdrawn from the optometric malpractice market within the 
last 10 vears? If so, which companies? When did each withdraw 
from the market? 

~nclosed with this letteri please find a Verification for 
execiltion by you, which indicates that vou are oroviding answers 
to these questions based Upon personal knowledge and that said 
information is true and accurate to the best of your information 
and belief4 

Ik is our sincere hope thak i f  you choose to coooerate and 
proviae the information reauested, the need for further 
inconvenience to all concerned krill be alleviated. 

We thank you in advance for your antieioattd cooperation. 

Verv truly vours, 

) . ~~ )JEEsI  WALLACE iC RURICX 

BY 
"-'ss--- 
Dana Stevens ~caduto 

EnclosureS 
cc! Mr, John Milliron (Telecopv) 



March 27, is91 

Dand Stevens Scaduto, Esquire 
HcNees, WBllace b Nurick 
100 Pine street 
P.0, Box 1166 
Harrisburg, PA 17108-1166 

Deat Msi Seaduto: 

rn order to avoid a potentially timely and costly investigation 
into the racks surrounding my letter of November 24 ,  1982 to 
r .  otlowski-, I offer the followihq answers to the questions 
hfkfd in your letter of Harch 25, 19918 

1 I have been a licensed insurance agent from 1969 to tho 
preseht, I became involved v i t h  optomekric professional 
liability i h s u r a n c e  in 1974 and contihued to be involved with 
that type of coverage until 1988, 

3 ,  The reasons for withdrawing from t h e  optomekric 
prokesslonal liability market cited to me by personnel 
represdntihg chubb related primarily to the Unacceptably high 
Bass batios ahd @hubbis concern that those loss ratios would 
cont inua  to d e t e r i o r a t e ,  A loss r a t i o  compares the dollars 
pa id  out i n  c l a i m  aga ins t  the dollars received in bremitims or 
other teVehUes, In the case sf Chubb" sxpeerienca v i t h  
optornetria coverage, a high loss r a t i o  indieatas more money was 
being paid out in claims Chat was being received in revenues. 

4 ,  Approximately 1985. 
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5 ,  yes, personnel employed by Chubb, as well as 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. 

6 .  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 avsilable to me during 
that time. 



Appendix J 
OCT 2 6 1Y94 

THE HAWAII OPHTHALMOLOGICAL SOCIEN 

October 24, 1994 

Samuel B.K. Chang 
Director 
Legislative Reference Bureau 
State of Hawaii 
State Capitol 
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 Hawaii Ophthalmogical Society commends the staff of the 
Legislative Reference 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 appreciate the opportunity to review chapters two through 
seven and offer some factual corrections as noted below: 

CHAPTER 4, PAGE 1, PARaGMlhPii I 
Optometrists take the position that their education is comparable 
only in the medical treatment o f  eye diseases. They do not 
claim education or expertise in surgical management. Another 
concern is the equivalency of clinical training as discussed by 
optometrists. A large portion of optometrists exposure to 
medical eye problems in optometry school is observational or 
involves demonstrations. They do not assume major i it1 
for patient care ful- extended periods cf tine to 
ophthalmologists during their residency. It should be noted that 
when optometrists receive their training they are students, 
while ophthalmologists have already finished medical school and 
an internship, and are fully licensed physicians during their 
residency. This permits significantly greater clinical 
responsibilities. 

CHAPTER 5, PAGE 16, P.4R4GdSAPH 2 
It is in fact true that Chubb withdrew from optometrist 
malpractice insurance because of "high loss ratios and Chubb1s 
concern that those loss ratios would continue to deteriorate" if 
optometrists were allowed to prescribe therapeutic drugs. 
optometrists often quote a 1982 letter from Robert Ragolia, Chubb 
adxinistrator supporting therapeutics. However Mr. Ragolia 
rebues these assertions in a 1951 Letter (copies enclosed). 



THE HAWAII OPHTHALMOLOGICAL SOCIETY 

CHAPTER 6 ,  PAGE 4 ,  PABAGRAPkil 3 
The OPTOMETRY Board of Examiners broadened the scope of 
optometris practice, not to be confused with the Board o f  Medical 
Examiners. 

CHAPTER 7, PAGE 3.0, PkRAGRlaPH 2 
The NOS is in fact correct in stating that Chubb insurance 
company dropped aptometric coverage due to increased risk /See 
Chapter 5, Page 16 notes above and enclosure) .  

CEAITER 7 ,  PAGE 12, PliiiAGKBAPH i 
This i . n f w s % a t i a -  is out of date as there are no=; Vdc 
ophtSalmo1ogists serving the Waianae area. 

CK>>pTER 7 ,  PAGE - 3  , 2 
.vL:- ;,-?fermatjrilj . Js als.3 ma: of dare as nn'd there are three 
o~h:haiaolaqists 2racticing in Xai;sa-Xor:a. 

m~L AIAan;: you aoa;7 f o r  t k i e  3 ~ p ~ : c t ~ n j l - y  EQ review the stsdy -Ira" cad 
9 ' - - - , 02 chapter-, tw; "?r;ugbs seven.  w e  apprcciace the 

+~ . .  . ,  --.-l,-*h f f : 'orr  .---r bureali; ?as ,-;ade, and will he happy P o  
answer  any quest ions. 

slncerL.l., 
P "7 ',,q'; /;;: / /  /.-.< 

i s  
3Qn M. portis, M.D.  
President ' .  nayall Ophtbalmcdogy Society 

1360 S. Beretania St. 2nd Fir., Honolulu, Hawaii 96814, Telephone (8081 536-7702 

20 1 
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October 27, 1994 

Samuel B. X. Chang 
Director, Legislative Reference Bureau 
State Capitol, State of Hawaii 

Dear Mr. Chang, 

Quality eyecare is available to everyone in Hawaii, but in many 
instances is not quickly or readily available. The quality of 
health care delivery can be improved by certifying doctors of 
optonetry to treat conditions of the eye for which they are fully 
trained. This will result in efficient and expedient eyecare by 
reducinq the time needed by many patients to obtain proper care 
and rellef of their problems. Thls will also help to curb rising 
health care costs. 

Doctors of optometry are highly trained primary health care 
professionals who routinely evaluate viszon and eye related 
complaints, make diagnoses, treat many of these problems, and make 
referrals to other appropriate health care providers when 
indicated. In Hawaii, optometrists are not yet permitted to treat 

eye condition with medication, and must refer these patients 
to a medical doctor (ophthalmologist, family practice, or 
emergency room). 

As a;   his date* forty states and all federaifmilitary health 
servlses recognize the level  of education and training o f  today#s 
oatametrist bu certbfvina them to use medications to treat many 

d 4 

e5e condition;. The record by other state and federal TPA 
certified optozetrists i s  one sf safety and quality care. Other 
state %eyisLatures are expanding the scope o f  privlieges for 
optometry as optonetry" c la ims  are being substantiated, and 
i n i t i a l  concerns fcr safety and education are s a t i s  
Incidence of sptametric malpractice has remained low 
states, and are generaL3.y not related to the use sf 
ned~ications. 

A review of the initial draft of the study by t h e  Legislative 
Reference Bureau an this topic indicates a general validation of - 
optsmstryts s t .3 tenents  on education, safety, and cost benefits, 
However, numerous data inaccuracies were noted, and a detailed 
list of corrections i s  attached. It i s  my hope that the final 
document will contain the correct data. 

Good vision is a precious necessity in todayts world. The ability 
of Hawaii's citizens and visitors to efficiently obtain Drover - - 
eyecare enhances our island economy and quality-of life. 
Updating our laws to permit properly tra~ned optometrists to 
safely provide quality eyecare to the extent of their training 
will help to achieve this end. 

2- jLk.9 
nest . hiro. O.D. 

President 
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Studv gr-tke Feasibilitv of Optorretric Tse of TPAs - 

CHAPTER 2 - WHAT ARE THERAPEUTIC P-CEUTICAL AGENTS? 

Page I First sentence should conclude, "are drugs that are used 
to treat disease tt 

Page 3 All optometry schools presently train their students to 
properly diagnose eye disease, and manifeststations of 
systemic disease in the eye. (See Chapter 4 )  The use of 
DPRs enhances diagnostic skills, 

Page 4 it should be noted that missed diagnoses, improper 
treatment and management have also occurred within 
ophthalmology (See sumary of 1991-92 medical malpractice 
eases)= The dangers i n  mlssecl  diagnoses that have caused 
blindness acd death Rave occurred within ophthalmology. 

Page 7 Third paragraph discusses "Six types of drugsw yet only  
lists fi-qe, The sixth class should prsbably be 
analgesics, 

CFAPTER 3 - USE OF TPA6: OTHER STATES7 EXPERIENCES: 

Page 2 F i r s t  paragraph: w'topicaP isnesthet ics*"~ no '-- ~ , , , g e r  
defined in t h e  Arizona Pax. 

Page 4 The number of antibiotics on t h e  F lo r ida  f c r n u i n r y  should  
he 1 3 ,  net 3.7, 

page 4 Georgia pernits the use of sixty-six drugs, not  31 (See 
samaary of TPA states, pha-maceuti.ca1 agents, d.ated 
9/23/94], 

Page 5 Idaho: the Idaho code does not req:lire that a "list" be 
approved by the board. The Board has approved "All 
t o p i c a l  ophthalmic products hav' ~ n g  documented opteaeeric 
use i n  t h e  human eye o r  eye lid ...[ and] All oral 
medications having dom~piented lase 1s: the t r e a t m e n t  o f  the 
h u m a n  eye and/or e y e l i d  excluding Schedule I and 19 
narcot ics ."  

Page 14 Vermont: TPA certified optometrists may prescribe anti- 
infective, anti-inflammatory, and dilation reversal 
drugs, including steroids, but prohibits anti-glaucoma 
medications. 

Page 15 Wisconsin: oral analgesics available are 4, not 5 ;  
topical antibiotics are 13, not 11; 3 classes of 
oral NSAIDs. not 2: last cateaorv should be to~ical 
nonsteroidai agents such as diclbfenac sodium,'and 5 
topical beta-adrenergic blocking agents, not 3. 

Page 17 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 "controversial1*? 
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Page 18 First paragraph: 25, not 28, prohibit treatment of 
alaucoma: ~t should be noted that this includes the 10 
GPA-only'states, D.c., and Puerto Rico, i.e. onlv 13 TPA 
states prohibit the use of anti-alaucoma medications. 14, 
not I1 states have glaucoma provisions. Of those, 4 not 6 
require consultation with a physjcian, 5 not 2 have other 
prohibitions. Regarding the remaaning 13 states "that are 
silent on the topic, delete the word "presmably" since 
TPA certified optometrists can independently use topical 
and/or oral antl-glaucoma drugs in those states [See 
summary on therapeutic treatment of glaucoma, date 
9/14/94). 

Page 19 First paragraph: regarding New Jersey, it should read 
"which allows the use or" to~icai agents ..." 

Page 19 Who creates the Ecnnulary? There is only ONE primary 
option: in 38 of the 40 TPR states, the drug formulary is 
established by Optometry Board regulation under the 
authority granted it by state statute. In only ?ne state, 
Ohio, is the drug formulary specifically establrshed in 
the statute. in only one state, Virginra, is the drug 
Formulary established by the Board of Medicine, as part 
of a ""superboard" regalatory mechanism. Therefore, Ohio 
and Virginia should be consldeced secondary mechanisms Sy 
which a formulary is established. 

Regarding t he  O h i o  nethod, the primary disadvantage in 
legislating the formulary i s  that newer, safer, more 
effective drugs with less side effects are not avaiiable 
for better patient care in a timeiy manner. There 1s 
potential danger in limiting treatment to drugs which 
become less effective against resistant bacterial 
strains* Updating the f o - ~ ~ ~ l i s r y  reepices legislation, 
w h i c h  is much nore lengthy than by administrative board 
rulemaking, 

Page 20 Regarding the Virginia method, i t  appears to be cke 
authorts opinion that the medical board i s  "moat hi::,hly 
trained to handle eye care and eye hea l th  issues, nsd who 
are most familiar wlth drugs as a whole and their impacts 
on other parts o f  the body, in addition to the eye. An 
opposing viewpoint is that optometrists are probably more 
highly trained on eye care and eye health issues than 
M.D.s who would make up the medical board, except for 
ophthalmology. The author states that "medical doctors 
would be more aware of side-effects involving not only 
the eyes but the rest of the body.' Optometric education 
includes extensive study of systemic interaction and side 
effects, including beta blockers and other potent 
medications used in eye treatment. It should be noted 
that in Florida, Idaho, and Oregon, TPA laws at first 
included MD/ophthalmofogy participation in establishing 
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 board would be analagous to the 
establishment of a dental drug formulary by medicine. 
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Page 21 Last paragraph: Optometry schools have lon4 had TPA 
training, but clinical TPA training was not emphasized 
until the mid 1980's. 

Page 22 Consultation and Supervision: the numbers 16 states and 
21 states dontt add up to 40 TPA states. Check data. 
Most TPA states have a requirement to refer when 
appropriate, as a stipulation in the "Unprofessional 
conductn section of the optometry statute. Similary, 
M.D.s would also refer when indicated, as required under 
their nunprofessional conduct" section of the medical 
statute. 

Page 24 "Use of anti-glaucoma agents is particularly 
controversial." Does the fact that more than 213 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 language, not "over 
half the states". Only 5 states have similar language 
regarding use of steroids. Only a few states have 
language regarding referral/consultation if conditions 
don't lmprove. 

CHAPTER 4 - OPTOMETRIC EDUCATION AND PATIENT SAFETY 

Page 4 HOA is the acronym for the Hawaii Optometric Association. 

Page 5 First paragraph: the "board certified optometrist" 
faculty member of the Pennsylvania College of Optometry 
should be "board certified ophthalmologist". 

Pane 7 There is no debate over the lenath of time swent in > 

residency. ~r is ncr not sFto&tri.'s contentior! t h a t  
c~toretr:.~ e+-sef iz: ! I  oqcivalent to o~hthalmo:s2c, 
because much o f  the ophthalmology residency is speht on 
surgical management. Third paragraph: all schools, not 
some, have classroom hours in systemic disease and their 
mainfestations in the eve, Clinical judament in manasinq 
patients with systemic &isease is developed throughout 

- 
the optometry student's training. 

Page 8 The statement that hands-on clinical training is an 
"exoerience that o~hthalm~l~av students have but 
optbmetry students'do not" iiiAabsolutely false. 
C~tometrv students receive over 1000 hours of clinical 
t;aininge involving the diagnosis, treatment, and 
management of eye disease at the primary care level. 
Ophthalmology clinical training is understandably 
lengthier, as it involves primary, secondary, and 
tertiary eyecare, including eye surgery. 

Page 9 Regarding the general practitioners who prescribe eye 
medications: who is better trained on eye care and eye 
disease. and is better equiowed to make the oroper 
differential diagnosis of a'red eye, the TPA-optometrist 
or the familv practice MD? Of course the family practice 
MD would not-t'reat glaucoma, when not even properiy 
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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professions, and not limited only to the medical 
profession. Regarding the involvement of systemic 
conditions that manifest in the eye, the optometrist is 
already required to diagnose these conditions and refer 
these patLents to the internist. Neither the optometrist 
nor ophthalmologist would treat the underlying systemic 
disease. 

Page 10 Eye malpractice cases: Malpractice cases are attributed 
to opbthalmoiogy as well, resulting in permanent visual 
loss, loss of the eye, and even death (See sununary of 
ophthalmolow malpractice cases 1991-1992, abstracts fro% 
Medical Malpractice). It is a false assumption that 2.U 
~atients under o~hthalmoloqical care receive the proper - .  -q.-cs.s, rrn?:r=:n-, ; . rd  .ia?ager?err. There are 
. J - , c 2 . n p - - c  - .  . - .  ' . ;-. . . . - L r > - , : ; - - c s e s  t - r  Y C s  vere 
subsequeetriy properly diagnosed by optometrists, 

Page 3.4 The alleged cases o f  optometrie mismanagement in North 
Carolina continue to be used by sphtha!mology. Yet, the 
North Carolina Society o f  Opbthalmologxqts have failed to 
request litigation er formal investigation, and have 
never produced evidence to answer a State subpoena upheld 
by the  North Carolina Court of Appeals. Without the 
submission o f  evidence far an investigation, these 
allegations continue to be libelous unsubstantiated 
statements, 

Page 17 As indicated earlier, optoaietric education well equips 
the  aptomotric graduate with the proper clinical skills 
to use TPAs in pr0Vbding ~~~~~~y eyecare, whereas 
ophthalmological education rs directed at 
primary/secondary/tertiary eyecare including surgery, 
The two professions na&urally overlap, but will never be 
the same. Wejarding malpractice,cases, certainly the 
concept s f  blindness is frightenang, and there are many 
documented cases o f  unforeznate loss attributed to 
aphthalmological care. 

?age 98  The more established optometrists in Hawaii have been 
seeing hundreds to thousands of patients with eye disease 
and eye s i g n s  of systemic disease, and participate in 
their management and care by making the proper referrals, 
and ohserge the course of the disease as it is being 
trratcd by ophthalmology or other medical specialty, 
It would be erroneous to disregard this ongoing clinical 
training in everyday practice. Again it would be 
erroneous to i m p l y  that only uptometric mismanagement 
occurs, as many court cases have been settled against 
ophthalmo:o$ists for injury and death for failure to 
properly diagnose or manage, 

CHAPTER 5 - COST 

Page 6 The argument is based on the false premise that all 
ophthalmologists will. make the proper diagnosis on each 
patient encounter, that opthalmoloqists are always 
correct, and that optometric management o f  an 
"entrencheds* disease causes a longer duration of 
treatment. It is conceivable that a problem & he 
properly diagnosed and treated by an cpbthalmologlst, 
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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. 

Page 17 Summary: same comment. Ophthalmologist are not 
infallxble. Cases of misdiagnoses or misprescribing can 
be found in ophthalmology, resulting in hlgher health 
care costs. 

Page 18 Recommendations: 
(1) High level of training: today's graduate already is 
hishlv trained to make urouer diacrnoses. TPA 
certi3ication of practicin$ optometrists will certainly 
require additional continulna education to comulement 
their clinical experience. %uch accredited ceptification 
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 inadequate 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 
payment plans are more effective methods of curbing the 
rising cost of health care, rather than an arbitrary lid 
on optometry or ophthalmology reimbursements. 

CKAPTER 6 - ADDITIONAL AREAS OF CONERN 
Page 5 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 mare 
expect that an ophthalmologist would perform fetal 
monitoring via ultrasound, but the insurance code would 
be the same. 

Page 11 The number of TPA-certified ODs in Wisconsin is listed 
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 67 .5%,  
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 also need to be addressed. 

Page 19 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 "Hawaii 
would follow the trend of other more metropolitan states 
and have a lower than averase of TPA-certified 
optometrists" is a supposition. About 213 of the active 
practicina "older" optometrists have already indicated 
their commitment to improved patient care b? 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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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 iecent optometry 
graduates who receive TPA coursework and take the 
National Board certifying exam as a normal part of the 
current optometric curriculum. An estimate of the 
percentage of TPX certified optometrists in Hawaii under 
a TPA law would be a conservative 80%. 

CBAPTER 9 - POINT/LIOUEPrERPOINT 

Page 25 Dr. Donald 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 
diagnosis occur during the learnlng process of students 
in optometry as well as medicine. 

Page 29 HOS is implying that military eyecare is substandard for 
expediencyss sake. In reality the military health care 
delivery system has lonq been noted as a model for 
quality health case, utilizing TPA certified 
optometrists. 

Page 30 Dr. Martyak's testimony of his experience is dated to the 
early years of TPA credentialling in the Army. If the 
utilization o f  TPA optometrists resulted in such poor 
health care delivery, why has the A m y  and other military 
services expanded their scope of privileges? In the 
military,a21 health care prcfessionals come under some 
supervision, even the. Chief of Ophthaimoioc~q- and the 
Hospital Co~pmander. $PA certified optometrists currently 
are credentialled to independently examine, diagnose, 
treat, and manage eye diseases within the scope of their 
training, and co-manage or refer to ophthalrnnlrsgists when 
the required treatment is beyond the scope $2" their 
training and credentialling. Military TPA oprbxc8etris+s - 
have and w i l l  continue to be monitored by quality control 
and peer reviews, 



Appendix K 

Education and Clinical Training of Ophthalmologists and Optometrists 

In the absence of scientific evaluations of data comparing the outcomes of care for cataract 

surgery patients treated in the perioperative period by ophthalmologists 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." 

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 mining 

of ophihalmoiogists and optometrists, OTA reviewed literature pertaining to professional 

standards, literature From the professional organizations of both ophthaimologists and 

optometrkrs, and literature from several institutions that provide education and clinical training 

in either ophthalmoiogy or optometry. In addition, OTA staff made direct observations at  two 

institutions--at the ophthalmology residency program at Wilis Eye Hospital in Philadelphia and 

at the Pennsylvania Coilege of Optometry i n  Philadelphia. 

S)~hthalmoloev Education and Traininp 

0phthalmo:ogy is a surgical specialty of medicine and is regulated by State laws that govern 

medical practice. Ophthalmoiogisli :.;: lice-:ed - :  medical doctors by State boards of medical 

34A recent OTA report on indicator ,ie q - ~ i  medical care found that physicians 
practicing in the area of their tralril .e m .. :!y 10 provide good quality care than 



examiners. T h e n  is no specific licensure of ophthalmologists (Stokes, 1988). Individuals who 

have 1 )  s~iccessfully completed specified medical, postgraduate clinical, and ophthalmologic 

residency training (see below), 2) received a valid and unrestricted license to practice medicine 

~n the United States; and 3) passed written and oral examinations can be certified as diplomates 

54 the American Board of Ophthalmology (American Board of Ophthalmology, 1987). That 

board is recogaized by the American Board of Medical S~ecialties, which assists its members in 

:he 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 certified by the American Board of Ophthalmology, an ophthalmologist must 

undergo an 8-year education and training program after college that includes training in 

systemic disease and experience with patients in a variety of settings, as well as specific 

classroom, clinical, and surgical training for the treatment of eye disease (American Board of 

Ophthalmology, 1987). The 8-year program involves three stages: 

o 4 years of medical school, 

o I year of postgraduate clinical training in a hospital-based program, 

o 3 years of training in a hospital-based ophthalmology residency program. 

Medical schools in the United States, ~anada," 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). Voluntary accreditation 

standards for graduate medical education and for residency training in the United Stares are sel 

ptiysicians piacticing in other areas (U.S. Cocgress, OTA, 1988). 
?5h<:3i;a: s;:,~oi; in Cknada are coaccredited by the Liaison Committee and the Committee on 
the Accreditation of Canadian Medical Schools (carison, 1988). 



by ths Aczediat ion Council for Graduate Medical Education. That organization is sponsored 

jointly by the American Board of Medical Specialties, the American Hospital Association, the 

American Medicai 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 a 4-year 

undergraduate degree, including specific courses in chemistry and other sciences, and must meet 

high scholastic and medicat school entrance examination standards (Stokes, 19881. About 15 

percent of medicai schools allow students to enter after the third year of college (Association OF 

American Medical Colleges, 1987). 

Conventionally, the first i years a: an accredited medical school emphasize coursework (lectures 

and izboratorles) in sciences basic to medicine. In the fin8 2 years of medical school, a medicai 

student typically gets between !,SO0 and 2,000 houn  of coursework. About 1,250 hours of this 

if coursework in basic medical sciences such as anatomy, pathology, physioiogy, microbioiogy, 

biochemistry, pharrnacoiogy, neuroscience, behavioral science, preventive medicine, and genetics 

(Assoc. of Amer. Medical Colleges, 1987). The rest is coursework in various topics related to 

medical practice. 

The last 2 years of medical school emphasize clinjcai 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 respansibility 

for patient care and :en:rii!!v do[es] not participate in the care of individual patients for an 



extended period of time" (American Medical Association, 1987). On average, a medical Student 

spends about 80 weeks or, assuming a 40-hour weeks6, 3.200 hours doing clinical rotations 

(Assoc. of Amer. Medical Colleges, 1987). On average, at  least 50 of the weeks, o r  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 

jnternship 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 call" 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 a 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, 1987). 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 

a 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, a physician must enter a 3-year 

pohthaimolonv residencv program. In order to be accredited, an ophthalmology residency 

36A 40-hour week does not include "on call" hours 



program must include 360 hours of didactic instruction in basic and clinical sciences relevant to 

ophchaimology; 288 hours of clinical conferences attended by faculty and other resident 

physicians; and lectures, conferences, and a minimum of 50 hours in ocular pathology 

(Amedcan 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, i s  clinical experience in managing patients with eye problems and in performing eye 

surgery. An accredited residency program offers a resident 

1) 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 strab: 'smus 

procedures, 

3) consultation experience involving a minimum of I50 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 experience that far exceeds these 

accreditation minimums. At the residency program at Wills Eye Hospital in Philadelphia, for 

example, 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 

iht ~*UCULS' ioliowup care; in the other cases, the resident assists during surgery (Jeffers, 1988). 




