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Few optometrists work exclusively in activities other than patient

care, and relatively few optometrists work part-time. IT full-time 1is
defined as working 30 or more hours a week, more tiwu nine out of ten
active optometrists worked on a full-time basis. Anong the active

optometrists, only a small proportion (3.5 percent) were engaged
exclusively in non-patient care activities, generally consisting of
teaching, research or administration.

Optometrists are usually self-employed. In 1973, the number and
percent who were self-employed (Tabic A-VI-3), mostly in solo
practice, vas nearly 1h,90J or 77 percent of all active optometrists.
As with podiatrists and other health professionals, however, there is
movement In optometry away Ilron solo practice and toward pa rtnershipj.
or groups. (Table A-YI-4) In 1973, employed optometrists accounted
for 3,600 or nearly 20 percent of active optonetrists. Because of the
costs oi setting up a solo practice and the rapidly expanding nature
of optometric practice, optometry graduates appear to be increasingly
favoring associateship or partnership arrangements from among the
available career alternatives.

Newly graduated optometrists also exhibit a far greater tendency than
other optometrists to be employed rather than self-employed (Table
YI-2). Although nearly 20 pt.cent of all active optometrists were
employed, this proportion varied from 50 percent of those under 30
years of age, to only 13 percent of those 50-59 years of age. Also,
while less than 3 of 5 self-employed optometrists under 30 years of
age were in solo practice, more than h of 5 self-employed optometrists
over UO were 1in this form of practice. A comparison of 1966 ana 1973
data for principal form of employment shows a decline in the
proportion who were self-employed and a corresponding increase in the
proportion employed, h*hile military service accounts for a large
percent of those employed, a large number were employed by
optometrists and other employers. This trend toward multiple
practitioner arrangements and salaried employment may have
inplications for the characteristics of optometric clinical practice
such as productivity, number and types of services offered by the
practitioner, and even the geographic distribution of optometrists.

Dcvol onmnn ts in l.icensure of O0:>tor.r? tri sts

The regulation of the practice of optometry has undergone a number of
significant changes since 1973. The most pervasive has been the
increase in continuing education requirements. Optometry appears to
have one o. the most major and significant continuing education
programs of all the health professions. Beginning vith lova in 1S3C,
forty-two States have adopted some lorn; of continuing education as a
requirement to license renewal, although the nature of the
requirements iImposed by States vary considerably. Hoot States specify
that credit may be given for optometric or other scientific education,
lectures, symposiums, courses approved by the board for post-graduate
study at a school of optometry, and courses given by the American



Optometric Association- Such programs are offered by over 100
organizations, calling it easier for optometrists to update tboir

geographic Distribution of Optometrists

On the basis of most measures of determining geographic unevenness of
distribution of health manpower, it is generally recognized that
optometrists are more evenly distributed than most other health
professions. However, thera continues to be disparity in the
provision of optometric services to various areas of the country.
This reflects the fact that the distribution of optometrists on a
geographic basis needs to be linked directly to consideration of the
distribution of ophthalmologists, many of whom provide sore similar
services. Although the distribution of optometrists 1is somewhat
uneven, the distribution of ophthalmologists does little to alleviate
the situation- A substantial proportion of the population in the
United States has little or no access to the services of
ophthalmologists.

Among the four geographic regions, the ratio of active optomatrists to
resident population varied from 6.9 per.100,0DD in th? South to 10.9
per ICC, 000 in the Rest, a diffeien = of nearly 60 percent, {Table
A-YI-5). Among the States, Illinoi. ad the highest ratio, M per
100,000, vhile the Ilowest State, A3 _.<ma, had a ratio G per 100,000)
only about one-third that of Illinois.

Although the same two States, California and New Tor):, have tne -~
largest numbers of both ophtha I.T.ologists and optometrists in the
Nation, there is no apparent correlation between the relative numbers
oi ophthalmologists and optometrists at least as related to
population. On a regional basis, for both ophthalmologists and
optometrists the Pacific States have the highest ratios of
practitioners to population, vhile the lowest ratios for both
disciplines occur in the hast South Central States.

Nationally, there are 2 optometrists to 1 ophthalmologist and this,
ratio is approximated or exceeded in most States. However, notable
exceptions exist. Only in Maryland and the District of Columbia,
uhi:h also rank very high in relative numbers of all physicians, does
the number of active ophthalmologists exceed the number of active

op tometr ists. Although seven States- Uainc, Rhode Island, Indiana,
Illinois, North Dakota, South Dakota, and Nebraska--had more than
three times as many optometrists as ophthalmologists, a number of
other States had less than three optometrists for each tuo
ophthalmologists. Thus, whille some states are able to provide added
vision services through ophthalmologists, others cannot. In addition
the services of ophthalmologists areerendered primarily in large
metropolitan areas, while the ratio ol" optometrists to population is
about the same (@ per 100,000) 1in metropolitan as in non-metropolitan
counties. Nevertheless, optometrists provide a greater proportion of
total vision cure in non-metropolitan and rural areas.
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Although the ratio of optometrists to population 1is so%éMHa% greater
in counties in SFVSA"s over 1 million population than in counties in
SMSA*s of smaller size, their distribution still remains better than

that of most health professionals. It is only in non-metropolitan
counties that substantially lovar than average ratios of optometrists
to population exist. The percent of optometrists practicing in

metropolitan areas is somewhat higher than the percent of the resident
population, whereas the percent of ophthalmologists practicing 1in
these areas substantially exceeds the percent of the resident
population. In non-metropolitan areas this pattern is reversed, with
the percent o persons residing in those areas being more than 2 1/2
times the pe ent of. opthalmologists, and somewhat larger than the
percent of o0;. metrists.

An examination of persons-per-optometrist ratios for counties, often
used to show geographic distribution, indicates large variation exists
between the ratios- As a matter of fact, there are 840 counties (more
.than one fourt) of all counties) that have no optometrists at all, and
552 counties (16 percent) that have a ratio of 15,000 or more

residents per optometrist, far above the ratio recommended by the
American Optometric Association of approximately 7,000 residents per -
optometrist, or 14.5 optometrists per 100,000 population.

Optometric Education

In the recent past, enrollments and subsequent graduates in schools of
.optometry peaked in the early 1950"s, reaching their highest level

until the early 1970°s. (Table VI-1 In academic year "1951-2, the 10
schools r: optometry enrolls® 2,435 students and graduated 961
students. At that time, onlj 3 years of optometric school curriculum
were reg red. During the decade of the 1950°s, e."collnents declined
sharply, reaching the level of 1,101 students and 316 graduates in
acadeirdc year 1560-61 . Coincidental with the enactment and
implementation of the Health Professional Educational Assistance Act
of 1963, enrollment and graduates egar. tc rise sharply Total

enrollIment increased from-l, 547 students an academic year 1964-65 to
3,909 students in academic year 1975-76, an increase of more than 150
percent. First-year enrollments during the same period rose more than
00 percent, from 593 to 1,070, (the larger 1increase in total
enrollment was due to the increase in the number of years of
professional education). The number of graduates rose by 140 percent,
from 377 to 905 during the same period- Part of the increase in the
number of graduates reflects the increase from 10 to 13 in the number
of schools of optometry during this time.

In academic year 1973-77, the Nation®"s optometrists vere being trained
in 13 accredited schools and colleges of optometry. Hegionally, the
schools of optometry are relatively evenly distributed, although the
Northeast, South, and West had three schools each, vhilc the North
Central States had Tfour..

V15
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Llie 13 optometry schools have* a 6-year curriculum which
includes a mlnimurn of 2 years ot pre-optometry education at an
accredited collect? plus 4 years of professional training at a school
of optometry leading to a Doctor of Optometry degree (0.D.)- In 197C,
the 12 schools with 4 years of classes enrolled 1,070 first-yea.:
students and graduated 90S students. Nearly one-half of these
students graduated from three schools: the I1llinois, Pennsylvania anl
Southern Colleges of Optometry- The Pennsylvania College of Optomarr;
produced the most graduates, 144; of the established school.*;, the Ohil
State University College of Optometry graduated the feuest students,

52. -

First-year enrollment in the 13 schools of Optometry totalled 1,078
students in academic year 1975-76 (Table VI-2). The Southern and
Illinois Colleges of Optometry had the largest first-year enrollments,
152 and 151 students respectively-

e ¥ o e * (

In 1976, 72 or nearly 9 percent of the graduates uere uomen. This
number iIs expected to rise substantially in the upcoming years as rorr.
than 14 percent of the entering class- Iin 1975-76 vere TfTemale-

The location of the school of optometry is a prime Tfactor in
determining where the optometrist, actually practices after graduation-
bore than four out of five optometrists under age 45 practice *n
States vith schools of optometry, and are graduates from the school @&
viti/Zin the State. The proportion of all active optometrists who
graduated from schools vithin their State of practice is more than 92
percent in Illinois, 66 percent in Pennsylvania, Gl percent in
California and 77 percent in Massachusetts (Tables A-Vi-5 and A-VI-7):

Data from the 1973 inventory of optometrists shot’ that schools of
optometry make a varied contribution of optometrists to

non-metropolitan areas. bore than 2o0of 5 graduates of tvo schools,
the Southern College of Optometry and the Pacific University College
of Optometry, practice in non-watropolitan areas- Three other school
have contributed nearly one-third of their graduates to these

areas— Illinois, Houston, ana Indiana. Together, these schools
account for three out of four optometrists practicing 1in
non-metropolitan areas. Cne school, the Il1linois Collegeof Optonatr.

and its predecessors inlllinois, gralusted approximately one-third c.
all active optometrists in the United States (Table A-YI-G).

Trends in Ontorr.otrv Education

Optometry 1is one of several health professions that serves the public

as a means of entry into the health care system. As such, the Tforces
for change in the optometric curriculum are similar to those
confronting the other health disciplines. Host notable among these

forces is the rapid expansion of Knowledge of the eyes, the expanding



scope of optometric pra:tice, increased social awareness of the
importance ol proper eye care, student demands for improved curricular
relevance, and the priorities of external funding sources. Since many
disease entities have observable”™ manifestations in the eye, the
optometry curriculum is being broadened to improve the continuity of
vision care for the patient, serving as a bridge between the

medical and optometric professions. This is resulting in a trend
touard primary vision health care In optometric practice.

The changes that are occurring in optometric education fall into tuo
basic categories: content of curricula and location of training.
Curricula content is being changed in many fays, including revisions
to accommodate the addition of new Inovledge and nev areas of
emphasis. Courses iIn human nutrition and in the behavioral and
sociological aspects of health and disease are new art as of content
and areas of increased emphasis, and added emphasis is being

placed on the areas of lov vision training, rehabilitative procedures,
pediatric and geriatric optometry, as well as on training in
community, environmental and public health. The most common areas of
change are in training of students to detect pathological departure
from the health of the eye, as veil as the use of diagnostic drugs.
The latter has necessitated 1increased curricular emphasis on general
and ocular pharmacology. Congress recognized the need for change by
a provision in PL 94-484 for grants and contracts for curriculum
development in schools of optometry.

Other curricular trends are: earlier student contact vith patients to
improve the student"s perception of the relevance of the basic sciences
to clinical practice; elimination or modification of the "loci-stepl
curriculum to permit the student to prog ress more at" his ovn pace; the
greater use of modern educational technology such as the use of
television and computer-assisted instt uct+o11; and the iIncreased
offering of electives to permit the student to pursue hnovlcdge in
areas cf special interest. Remedial programs are also being offered
with the objective of retaining students in academic dif ficulty in
schools and reducing attrition rat in schools. As indi catc-d earlier,
continuing education has become a major activity of many schools,
since a large majority of the States nov reguire a demon stration of
competency in order to obtain re-licensure for optometric practice.

Bajor changes have been made recently in the specific setting or
location of training, Numerous instances erist vhere the student is-e
receiving part of his instruction in external clinical settings such
as preceptor offices, hcalth maintenance organ izations, community
clinics and special optometric clinics established in underservod
areas. These of f-campus training sites liave greatly Tfacilitated the
teaching of the utiliza tion of optometric auxi liaries, demonstrated
nov services, prov ided health services, exposed students to rural and
inner city practice possibiiities and developed interdisciplinary
learning oppo rtuni ties.



The role of the optometrist as a provider of primary care has
increased steadily in importance 1in re- ent years. The optometrist
also has assumed a larger role in military settings, as veil as in
institutional care as typified'.by the presence of optometrists in
Health Maintenance Organizations. < In this setting, the optometrist

may evaluate all patients who report any visual problems. In a number
of States, optometry State lavs have been redefined to reflect the
recognition of optometrists as primary vision care providers. In

these states, optometrists may ascertain the presence of disease or
pathological conditions and refer the patient to the appropriate
nodical practitioner for further diagnosis and treatment.

In terms of the need for vision care services, both met and unmet,
.about half of the population who reguire some form of vision care

services actually receive them. About nine out of ten of the patients
who need vision care services reguire services which are within the
present scope of optometry. Only about 10 percent of the population

with vision care problems reguire medical treatment or surgery vhichb
must be provided by ophthalmologists, as shown by the 1960 KCliS Survey
of Ophthalmologists.

In terms of actual services currently being provided, about tvo-thirds
of the population, or 33 million people receiving vision or eye care

receive such care from optometrists. About one-third or 17 million of
the population seek and receive vision or eye care from
ophthalmologists. As reports shot:, a substantial area of overlap of

services exists in the provision of refractive services, and at least
sone proportion of the population that receives ophthalrr.ological care
could go to optometrists for this *are.

The number of optometrists is increasing, and so is the number of

patients each can see, (.i.e. productivity). A major factor in this
increased productivity on the part of optometrists is their rising use
of auxiliaries. While only about one-third of active optometrists in

1973 utilized TfTull-time auxiliaries, there appears to be a far greater
tendency on the part of younger, nevly graduated optometrists to
utilize auxiliaries than optometrists in practice for a number of

yea's. In part, this may reflect the training iIn optometry schools
that mnpnasize utilization of auxiliary services in optometric
practice. Shile data on specific services provided bv chairside

optometric auxiliaries does not exist, data from a 1973 survey suggest
considerably greater productivity on the part of optometrists
utilizing auxiliaries than optometrists without such services.

On the average, optometrists working 1in patient care activities on a
full-time basis perform approximately 1,3D0 vision analyses (basic
measure of productivity) a year, or about one vision analysis pec hour
tor an optometrist working approximately 30 hours per week. Those
optometrists utilizing full-time auxiliaries perform approximately



1,600 vision analyses annually, or nearly 20 percent more than tho
average of all active optometrists.

Optumctrists in smaller metropolitan areas also appear to have Tfar
greater productivity (in terms.of number of vision analyses) than do
optometrists in larger metropolitan areas. This may be related to tne
availability of ophthalmological services in the larger metropolitan
areas, in that some patients may utilize the servicer, of an

ophthalmologist instead of an optometrist. In non-metropolitan areas,
on the other hand, the reverse pattern in productivity seems to be
true. Optometrists in larger counties perform more vision analyses,

on the average, than do their counterparts in smaller counties.
The Future Supply of Optometrists

The supply of optometrists is expected to rise sharply in the coming
years. Several projections of the supply of active optometrists to
1990 are presented here under different assumptions as to graduate
input over the projection period. 1/ The projection Tfindings under
each set of these different assumptions are described below and are
summarized in lables VI-3 and VI-9.

The basic determinant of the future supply of optometrist> is very
clearly the current and anticipated enrollment in optometry schools.
As indicated earlier, optometry enrollments have grown rapidly since
the early 1960"s, with new Federal legislation providing much of the
impetus for the recent increases. In terms of the projected supply of
optometrists, the most realistic assumption is that, schools vill meet
the _.apitation reguirements set dovn by P.l1. 94-939, that of
increasing Ffull-time first-year enrollments in the 1970-79 academic
year in each school by 5 percent or 5 students over the 1976-77
enrollment, depending on the size of the 1976-77 first year class. No
adaitional growth or enrollment per existing school or college is
anticipated, although the basic projection saries also assumes that one
new school of optometry vill open during the projection pcciod- most
likely a Southern regional school. The basic projection of the
graduating classes of 1973-79 through 1189-90 then results 11 a total
gross graduate input of 16,757 Tfor tnat period. On this basis, the
supply of active optometrists is expected to increase from 19,900 in
1975 to 22, 000 in 1930 and to 26 ,70*0 in 1990. Thus, the number of
active optometrists is expected to increase ¢y about one- third between
1975 and 1990, or about 2 percent a year, slightly faster than tho
growth between 1970 and 1975. The ratio of active optometrists to
population is projected to increase somewhat by 1990, reaching 10.9
per 100,000 population, us compared with 9-3 per 100,000 population in
1975. For the purposes of this report, tho basic assumption Iis
believed to provide the most realistic supply estimates.

1/ See Appendix (A-YI-0) for description of Methodology.

VI-9
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fly way or contrast, if full~t linejpirst year enrollments should rise
suLstanti ally beyond those ir.andated by the legislation and assumed* in
the basic projection series, the increases in active optometrists
would be even larger. For this "highll projection series, an annual
increase of 1 percent per year in enrollment per existing school above
and beyond increases described in the basic series vas used, and again-®
it vas assumed that only one neweschool would open in academic year
1vbl-02- In this estimate, the number of optometrists uoula be
slightly higher than the basic estimate,, or 27,100 by 1990, a ratio of
11.1 optometrists per 100,000 population.

On the other hand, if schools meet the requirements of P.L. 9h-h3h by
providing for the specified proportion of full-time students to be
conprised oi residents of States in which there are no accredited
schools of optometry and if no new schools of optometry open, then
first-year enrollments vould then be maintained at about the 1976-77
levels. Onder tnis "lov" estimate, the supply of optometrists would
reach 26,100 by 1990, for a population ratio of 10.6 optometrists per
100,000 population.

Although the distribution of future graduates can not be projected
with any degree of precision, current estimates are based upon the
assumption that there vill be little improvement* in the geographic
distribution of optometrists. The proportion of recent graduates from
schools of optometry practicing iIn non-metropolit&n areas 1is about the
same or slightly Ilover for nine out of ten established optometry
schools as compared to the proportion of total graduates practicing in
these areas.

Pen uj.rcments for Optometrists

Although it is difficult to deterr.ir;: :he exact level of requirements
for optometrists, it is lihely that the projected supply of
ojtometrists vill be roughly in balance with the number of
optometrists required.

There are sevc-ral ways to measure requirements. One measure 1is the
optimum ratio of 14.3 optometrists per 100,000 population utilized by
the American Optometric Association. Such a ratio if applied to

projected 199C population vould indicate a requirenont for about

3b,000 optometrists in that year, well above the anticipated supply.
Another measure of requirements for optometrists might be to apply the
best State ratio in 1975 as a standard to bo met by all States. Such

a standard would shov a requirement for auout 34,000 optometrists in

1990, again veil above the an®.icipated supply of 26,700 active
optometrists.

Thus, if these "need" related standards are applied, there would appear to
shortage of 7,000-8,000 optometrists projected Tfor 1990.

VI-10
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Cn the other hand, the Supply Output and Requirements Kodel (SOAR)
generates an increase 1in rcguirements for optometrists of nearly
one-third in 1990 over current levels- These reguirc.Ter.ts for
optometrists take into account recent trends in per capita utilization
of optometric services, and are"fcased on increased utilization of
optometric services by the population during 1975 to 1990. Such levels
of projected requirements for optometrists are about equal to the
projected supply of optometrists in 1990- All things considered, the
best judgement is that supply and requirements will be in balance by
1990.

Data and Analytical Needs

As indicated previously, 1973 data from the Optometric Kanpover
Eesources Project supported by the Bureau of Health banpover are the
latest available data on optometrists-

Houe7er, more current data on optometrists are currently being
collected iIn States participating in the Cooperative Health Statistics
System, and also by means of the Bureau of Health Hanpover Inventory.
But data and standards are needed in the designation of health
manpower shortage areas, and for health manpower analysis of data from
small geographic areas- It would also be desirable to have another
data point for trend analysis of optometric data. The cnly reliable
data on optometrists are from the KCH5 1568 and 1ST 3 surveys-

Ontonetrlst Projection bethedoloov

Estimates of the number of active optometrists for 1975-99 were
calculated utilizing the data from the 1573 Bureau cf Health
Hanpover/Am.erican Cptcmetric Associ aticn survey of optometrists a?
base. It vas assumed that the base reflected a po.s.t in time oOi
December 31, 1973- Data on graduates of optometry 0i. 1976 through
1576 were obtained fLom schoci reports on FY 76 Capitation Grant
applications; the American Optometric Association provided estimates
of first-year enrollments through 1975-76. Graduate projections to
1990 were computed from the number of first-year students reported u
years earlier utilizing an attrition rate of 12 percent in both the
basic methodology end the alternative supply projections in line with
the most recent experience- Thus, 80 percent of entering optometry
students are projected to graduate h years later. IT a different
attrition rate were used, of course, the graduate component vould
change somewhat, but the overall impact on the total supply estimates
vould be minor. Under the basic methodology, for example, if a 10
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}.crcent attrition rate vere used, only about 300 additional graduates
would be expected over the projection period. If a 15 percent
attrition rate were used, about 500 fewer graduates of optometry
schools vould be expected® over the projection period.

Separation rates used in the basic methodology and in the alternative
approaches were derived from age specific death and retirement rates
for white males developed by the National Center for health
Statistics, 1/ and the Bureau of Labor Statistics. 2/

<Shere vas no evidence to suggest that optometrists, on the average,
tend to live longer than males in the general working population. For
this reason age specific mortality rates developed by the Department
of Labor were applied to the optometrist population.

In contrast tc the mortality experience, however., information does
exist that suggests variation in retirement patterns between
optcm.etrists and all working males. For example, in comparing total
male labor force participaticn rates with age-specific proportions of
optometrists that are active (1973 Survey data), it vas found that, 1in
general, a higher proportion of optometrists were "active" lor each

age group. Based on these findings, published age-specific retiremient
rates fcr all male workers were adjusted to .better reflect the
apparent experience indicated for optometrists. Over the projection

period, use of the adjusted series reduced estimated requirements of
optometrists 25 percent below that obtained by not undertaking such a
modification.

1/ Death rates from abridged life tables- U.S., 1969-71, white male
and white female rates (unpublished 5-year age groups).

2/ Retirement rates are for the general male and female labor force,
1970, as published in Bureau of Labor Statistics. Length of Vorking
life for ben and women- 197 0, Monthly Labor Review, pp. 31-35,
February 1976.
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Table VI-1. Schools of optometry and number of students and
graduates: selected years, 196a—-65 through 1975-76

Students 1/

Academic year Schools Total First-year Graduates
1975-76 - oo 12 3,909 1,07B 9cs
1974-75 i 12 . 3,704 1,024 806
1973-74 o 12 3,529 90Ss 6 8a
1972-73 12 3,,328 984 691
1971-72 . ... ... 12 3,094 506 683
1970-71 11 2,831 884 528
1969-70 11 2,488 786 445
1968-69./ . . ... ... 10 2,203 771 44 1
1957-6 £ 10 1,962 649 477
1966-67 10 1,682 665 481
1965-66 .. .oiiioiiao.-- 10 1,745 643 413
1964-65 10 1,547 593 377

1/ Fall enrollment cf undergraduate students.

Source: American Ootomc-t.ric Association.
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T«bl* TI-2.

School

Total

tinlretM tf of Alabamt.........................
Sovth«srn California CollfT® of Optomotry ..

tinJtoinlly of Californio

IIlinois College of nptori"try................
In-11 ana Umrevoltr Dirlr. lon of optometry......

. Colle-jo ot Optomotry............
Tritls stite tinirsr» 2y, rlrM <jnn............. :

Har-sach <il«"11s Col

Stai* tioi*«tslty of Kov Tork Colleen

of Opttn«iry.............. I PP
Oslo .Hat* Unl*or«l,» Colln<j« of (iptomi-tcy....
farlfic *Inlv»tsity College of Optomotry.......

pc-nnifjcan la Collegie of Optomotry..
Southern Col l«o» 0 OPtOMOIIY e

tinl-mtsi*y of Mo'inton Colleen of Optom**try., ee

Source*:

Total
enrollment

11272

107

70}.St

A
2> o
270

21

100

210
301
SSS

570
20h

1«.2'8

Enrollment ami nratl"iaten In nchooln nml colleym

nf npfnnetry!  177S»7fi
. ) nc A9
lilt 2nd il iit.h 11776)
1*222. 221 ?or, u_ 221'—
%1 71 20 21 77
00 101 Pti ft% M
f.q f. 00 > S7
111 I't'i 130 1jn 110
70 > f.it 72 77
71 00 f.0 f-0
21 - - - .
itl 23 22 70 70
r«? S7 N S2 S2
0S 01 07 f-0 f-*
110 1)7 1) - 1US 107
152 170 10» 127 130
07 71 S7 09 f9

Connell on Optometric Education, Annual Surrey of optometric educational Inntitutl oort. e

Bureau of Health itanpover, Henlth Ptofonslonn School?*, Selected Enrol In«nt 'Oata 1770-7 1/1777-70, October,

1776.
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lablc VI-3-

i W HB 15& e e
Pirst year enrollments and graduates i1n-optomotry

schools onden basic and alternative assumptions:
projected 1S76-77 through 1939-90

1971-72 through 1975-76,

Academic year

1972-73
1973-74
1974-73
1975-76
1976-77
1977-73
1978-79
1979-30
193 0-01
1981-82
198 1-83
1983-64
1984-35
1985-66
1986-67
1967-68
1966-39
1989-90

First-year
enrollment
Alterna tive

Basic
methodology

1,153
1.189
1,109
1,213

1,213

7ssumpti
Lov H

1,004 1,
989
1,024 1,
1,078 1,
3,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,
1,134 1,

ons
igh

004
389
024
078
134
153
189
201
213
249
261
274
267
300
313

VI-15

actual

Graduates

Basic
methodology

794
806
884
870
90 1
949
99 8
1,015
1,046
, 1,046
1, 046
1,087
1,057
1,067
1,067
1,057
1, 067

Alternative
assumot ions

low High
704 754
8 06 806
884 684
870 870
901 901
949 949
998 998

996 1,015
998 1,046
998 1, 057
998 1,067
990 1,099
998 1,110
950 1,121
998 3,133
998 1, 14,
996 1, 155



Table VI-4. Supply ol active optometrists and
optometrist/population ratios, using basic
methodology and alternative assumptions:
actual 1970 and 1975, projected 1980-90

Projection series 1970 1975 1980 1985 1990

Number of active optometrists

Basic methodology. 18, 400 19,900 22,000 24,400 26,700
Alter nat ives :
t O1* 18,400 19,900 22,000 24,200 26, i0:
High. . ..._.._.._. 18,400 19,900 22,000 24,500 27, 100

Pate per 100,000 population

Basic methodology. «9.0 9.3 9.9 10-4 #o,.Q

Alternati ves:

Lov. ... ........ 9.0 9.3 9-9 10.3 10
Big @ .o 9.0 9.3 9.9 10.5 11
Source: 1970 active optometrists derived from data collected

in the 1960 KCHS Vision and lye Care Kanpover Survey. 1975 active

optometrists derived from data collected in the 1972-73 HI".
Inventory of Optometrists conducted by the American Optometric

Association.
Population: U.S. Bureau of the Census, Current Population

Peports, Series P-25, No. 801 (Series I1). Total population as of
July 1, includes armed forces overseas.
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Tablo A-YI-1, Uunbor and porcont of total optomotrlsts by age and activity status: 197J

isiUHi-nm iia

Ago group 1tIFIDUIQ
All optonotrinta Actlvo Total DotltoJ Unomployed potf Cthor
graduate unonployod

Kutnboc ot optovotristq

*Q?’ UAn J2t265 2 N« 1*212 fiQ 114.
less "than 30 1,700 1,690 0 0 5C 22
0-39..n [T 3,159 3,002 77 5 0 12
99-99.......ooee oo e 5,670 5,279 395 27 0 2 9
50-59 6.UU5 6, 236 699 199 0 19
60 *69.........cccrrere 2,655 2, 177 %|170 91 2 19
70 and OVEeV..V e 1503 793 0 667 0 3
Unknown......e. o 1] 0 K¢ K¢ 0 0
Poccont
AH  “903..iiiiiee, JDQXQ DDxD 11*2 1 5xfi 5k2 Q5
L0SS .kan 30 100.0 95.0 50 - '20 1.2
-39 100.0 97.6 2.9 0.2 0.3 0.9
90-99.....ee e 100.0 93.0 7.0 0.5 - 8.5
50-59.....ooeeeessseeessseesessssesses 100.0 90.6 99 2.1 - 5
B0-09......oereerrssseresssmesessesssees 100.0 C2.0 19.0 12.0 0.1 0.5
0 N0 e 100.0 52.0 97.2 99.9 - 0.2

Motoj porconta way not add to totals and subtotal.® du« to Indopondnnt rounding
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Tablo 1-VI-2. Vunbor ami porcont oC act lto optomolclata by
.caciai/olhnlc category: 1073

Raclal/othnlc catogory

1L1 catogoclon

Vhlto/Caucftalan

Total mlnocltloa. .............
Cl acb/Koijro. ... ... _._._
Ja(laoco/Cliln u j J 0 «
other, Aslan. .. ............
iml 1an/Euk 1mos1 lout
nuxlcan Avurllean. ... ... ...
Puerto Clean....... .

OtUur L.alin American.......
Il othoc............ .

Hot ropoltod

1/ Loss than 0.0S poccont.

Kumbor of optometrists

\QtWft
10,652

»Mo

105
200
0

12
37

1

10
10
133

Forcont

_15Qx0_
90.0

Ooo o0 = O
' P T = N '
\IHI—‘\NI—‘Qmm
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A-TJ-3. Poccont of solf-omployod optomotrinfcs* bf focw of

aolf-onploywont and ago:

Jotw of Bolf- 111 agoa

ojiployncnt

Total*.
Solo practice. 79.9
Pactnorahlp... 16.9
Group....-- . 3.1

Total.*  120xC___

Solo practical 100.0
Partnership... 100.0
Group.-*....... / 100.0

loaa than

30

122*2

1973

30-39 90-99 50-59 60-69 70 and

O0T«C

~122%2— 120x2._12Q%2_-122x2_ 122x2

70.7
25.0
9.3

-li*&-
"13.0

23.1.
20.7

02.5
1i).G
7.9

2%

29.9
2r.0
25.7

03.9  03.2
13.6  19.9
3.0 2.5
35*5_  11.6.
%1 12.1
27.0 9.9
=9 0.0

Votot Parconta ray not add to 100.0 duo to rovindtrig..



Table A-fl—1 Number and percont of active og}frotrlsto by

principal form of employment:

Principal form of
omploymont"

Soif enployod]

Total»...
SO0 practlca. .. e o
PACtNOISNIP .\ o s o

CTOUP cvvrrrmmsssssessins e s
.Employed
o Totalan — e

Pouoca| govarnmor.t—-m|llta{¥ ...................
Federal govccnmont"-nonollitary..........
Stato or local govarumen to s o
0P EOMO T 10 b e cvvsvnss oevsrmssssssnee s+ e e e eevvee e
OﬂMhaJmologw ......................................................
P fS|cLan_other than opbthalmologlint..,.
Hullldiscip linncy %[oup practico.. .
gonproUt 0rgaNTZATION s o

rofltmaking “firm or manufacturor ...

| other

1/ Established aftuc 1969.

1

Uumbor of porcont
optomotriato

AN 10FtEC

[1*112{i . LJIl
1!,09% 61.7
2,51 13.1
uo 2.5
3.565 10.5
*J05. 2.1

32 0.2

X) 0.2

7190 .1
1,064 " 5.5
197 0.0

16 0.1

17* 0.9
369 1.9
U30 2.2

00 0.9

coq 1.2

tiotoj Pccountn piy not add to totals an! subtotals duo to

Indupondnnt rounding.



Table I1-YI-5.
population ratios,

‘Number of  Dasldont poi)ulation Cats por
Division and Stato act lvo July 1, 4 100,000
optomutriuto (In" 1,1'C0O»h) pop*lalLon
United States.... J2*2%S 2Q21£33 2a2
NOV England .. L 12.145
CONNECEiCUL s ] JZ% 3,030 0.6
L 124 1,039 11-9
Haauachusctt @ 149 5,799 12.9
Vuv Ilatxpublco........ : 12 794 9.1
Rliodo Inland . 126 967 13.0
Vermont... s o 44 46 6 9.4
Biddlo I'tlantlc.» 3393 37.40 1
Vow Jot toy............ 625 1,325 Stﬂ
UV TOrt i 1, 590 10,714 0.7
PUNNSEY 1> aN18 o 1.120 11,16 2 9.5
South Atlantic.......... - 2.204 . 32.602 *,8-
Del awaro».......... e 3C - 573 6.
istrict of Columbia.. 60 134 9.3
10C10 A s 621 7,745 0.0
Coordla. .. e 221 4,010 6.0
Hachnn! ......... e —— 210 4,074 5.2
Hoclb Carolina...... 336 5,10 2 6.3
South Carolina ... 179 2,724 6.6
VITQINT L s 326 4,04 4 6.7
VoSt VITginia . 135 1, 7(10 7.6
Eaot South Central...... 093 13.206 é«!
Alabuna — ot . 3,546 1
KQnte_ch){ 225 3,32!) 6.0
NISETUSTPP 124 2,31 5.4
Tenneusuo............. 263 4,095 0.9
Vast, South Contral ... 1.409 . 20.170 7.8 \
Arkansan.. ... - 163 2,05 B 0.
VR TL I D— 125 3.746 6.0
O/ EY VT R—— 273 2.659 10.]
"TOLAS . e o 020 11,020 7.0

1973

Uumbor of actlvo optometrists and optomotcist/
by <progtaplilc tllriulori nnd Stato:
Decombor 31,




Tabl<» A-11-5. Kunboc of active optomctrint* and optoaotrlat/
population cation, by googcnphlc division end Stato:

Docombcr 31,

o Hutnhor ot
Division and Stato acllva

optonutrinta

Zaph_North Conical...... 311]2

TN 0TS v =1, 569
Indiana.., 5)0
Olchigan.. 1'5

D10 s s 971
Vi SCONNIN wooeeeesressrssssssssnn 436

Uor.% north Contral...... , 1. i
[0 W @ i - %??
KEINEIN v 217
miinonota........ . 361
MiSSOUM «oueeeeeeo .. 422
HYDEAUKE v 149
Uorth Lafcoto.......... 14
South Dakota.... 07

Bountaln................ 106
KTEX 0NN ooeeeeseersesssennns o 149
Colorado...... .o 200
[ARN0 reereeseerrsessmens s sesssssneen 05
Montana...... 101
h'utada................ 40
UCU TTOT T oo
VL] 15
Wyoming ... . 40

Pacific. JanQJ
klasha ... A
Callfocnla
Hawall... .

010 00 - oo .

souccoj Dimu, tina, dmn.
1973, PUCK Pub. Wo. 7G—101-

Dooidont po
ly 1
1.000"n)

1973 (cont)

oo

~cororoo
— roro0 = o o —_
' =
A—aB | oI oo v
oTr—— | DLW O L w
o CPOWS PUOTWO o wT! WP
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o o
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Bat* poc
100,000
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Oh)
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Table 1-Yl-6. percent diatrlbutlon of active optaaotclatB by age

in each geographic regloni

19° 111
group rogLona

111 »gaa. _JD0*Q.

Legs than 30.... B.U
e it
LA 32'.)|
60-69........... 11.3
70 and ovor., 9.1
M1 agoa.= IQDxQ._
Lons than 30.... 100.0
3039, 100.0
B9 s 100.0
5059 s 100.0
6069........... 100.0
70 and ovor..... 100.0
Vote:

Vortboaat

100*0
0.5
12.9
27.7

1973
Worth South
Central
-1QQ*2_ ItEU(L—
7.5 10.1
13.9 17.7
26.7 27.9
39.0 31.0
12.6 9.7
9.5 3.9
-22%1. 23.0
26.2 27.2
26.7 26.3
30.0 29. 2
33.0 23.9
39.2 19.2
3.5 19.7

Porcuuta ray not add to 100.0 duo to rounding.

goat

22*1

22.6
27. 1
20.0
19.0
16.9
16.6
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Tablo A-TI-7. Kumbor and percent of activo optorotrintn by school
,oc collogo of graduation: 1973

School or loom of Vumbor of Porcont
collogo opo cation optoma tclnto
Total | /i . 121365 . . 1PQ«Q
Korthurn [llinois 1926-55 4,077 21.2
SOULNOCN o 1932 to pyonont 2,670 139
Pennsylvania . - 1919 to pronont 2,470 12.9
Loc Angolon 1. 1904 to present 1,525 7.9
Bancachusotta ... 1094 to present 1,210 G.3(
RN R~ e 1955 to prosont 1,106 C.2
Ohio. Stato University...... 1914 to pronont 1,012 5*3
Pacific Univorully...o..... 1921 to pror.ont 999 5.2
Chicago (llonron).w. J— 19)7-55 909 4.1
Unlvoralty ot California... 192'3 to pronont 07 % 4.5
COlUSTNTA v . 19 10-55 017 o 42
University of Houston 1952 to pcooont 433 2.3
Indiana University......... 1951  to prooent 391 2.0
Bochoulot. 1902-36 103 0.5
Hoodloa 1. 1907-26 67 0.4
Il other 2/ -- 316 1.7
Hot reported. 162 0.0

1/ Uawo won changod In 1975 to Southorn California Collogo
of Optometmr. ,
2l Includoa 2 Canadian ochoolu.

Sonrcou: Crogg, .tan-on D. Tho Story of Optopotrr* Hou York,
Vhc Honald Irens Co., 1965. Librarian, Acaclcan Optopotrla
Association Archives, St. Louia, ttlsnourl.



Tibia 1-YI-fl. KuMber and percent of ontornotrints actira In tha
eaew Stata and In the sano goographic region as tho school
froi? which graduated: 1173

In nano In «ado

School or collogo Ictlvo _SDOn32_8C3i2D—

optonottista Bimboc porcont huaber Porcont

Los Ingolcs 1/......... 1,525 1,215 79.7 1,910. 92.5
Unit of California.... 379 751 15.9 001 91.6
IMlinois 2/ nn.. 6,210 1,952 23.9 3,916 63;0
Indian* Univoroity.... 391 207 52.9 202 72. 1
nasaacliusolta...... . 1.210 503 97. 9 1,099 09. 0
Ohio State Unly.......... 1,0 12 612 60. 5 710 70.2
Pacific Unlv.o........... 999 253 25. 3 797 72-0
Ponn»ylvanln.......... 2,<170 977? 309.2 1,006 76. 1
Sop thorn . ............ 2,670 309 11. 5 2,03 75.0
Unjr of nouolon....... 933 196 95.3 319 73.7

of Optonotr).

1/ llano was changed In 1975 to Southern California Coilsgo
2/ Includoo tloo Vorthorn Illinolu, Chicago (Uonroo

y and
Vood loo0.



CONCLUSIONS OF THE HRA STUDY

The following set of conclusions responds directly to the Congressional
charge concerning whether it is appropriate overall to alter Part B
reimbursement under Medicare for services provided by optometrists
related to aphakic and cataract conditions. These conclusions have
been derived by the Health Resources Administration from factual
information, analytic findings, and professional judgments assembled
during ohe Study.

1.

Qualifications of optometrists. Optometry is a profession
qualified to provide a broad range of services beyond
refraction and the provision of eyeglasses. Furthermore,
th( services provided appear to be effective in patient
management, including the manc.gement of aphakic and
cataract patients. They are reasonable, non-experimental,
safe, and generally acceptable to the vision/eye care
community and the public.

Services related to aphakic and cataract conditions. Many
of these services are the same as the specific diagnostic,
therapeutic, and consultative services currently covered
under Part B of Medicare when provided to pre- and post-
surgery cataract patients by ophthalmologists or other
doctors of medicine and osteopathy. (See Table 1, Part 1
Section 1-B).

Detection and diagnosis of disease. Evidence presented
during this study supports the conclusion that optometrists,
in general, are qualified to provide services for the
detection and preliminary diagnosis of ocular disease and
ocular manifestation of systemic disease. Referral, where
indicated, is made to ophthalmologists and other health care
practitioners*for definitive diagnosis and medicnl or surgicai
treatment.



Standards of Procedure. Clinical standards committees of
professional associations have identified effective instru-
mentation and procedures that are available to and utilized

by optometrists which are effective in the diagnosis/detection
of disease, notwithstanding limitation by certain State
jJurisdictions regarding the use of topical drugs.

Quality Assurance. Quality assurance is attainable in the
provision by optometrists oc reasonable, safe, nonexperimental,
and acceptable services to all patients including the Medicare
eligible population. The development of criteria of care for
diagnostic, therapeutic, and consultative services provided by
optometrists, and similar to those existing for certain other
health professional groups, does appear feasible in both or-
ganized and independent health care settings. Such criteria
currently exist in a number of individual situations or are

in various stages of development.

Access to services. Visicn/eye care services for aphakic

and cataract patients, ns well as for patients more generally,
can be made more accessible to the Medicare eligible population
by providing reimbursement for services when provided by
optometrists. In general, optometrists are more widely dis-
tributed geographically and practice in many smaller communities
where other vision/eye care practitioners are not available.

Equity. Financial equity can be extended to those Medicare
beneficiaries who currently obtain necessary nnd reasonable
health- services from optometrists but who do not currently
receive the reimbursement to which they should be entitled.

Delivery patterns. It is reasonable to infer that inclusion
of services under Medicare for aphakic patients when provided
by optometrists would not significantly alter existing pro-
vider delivery patterns within the vision/eye care community.
However, the impact upon such delivery patterns of the
inclusion of services by optometrists for cataract patients,
while likely to be small, is less clear.



9. Costs. It is reasonable to infer th3t the inclusion of
services related to aphakic and cataract conditions when
provided by optometrists would result In some added costs
to the Medicare program. These, added costs would be partly
associated with Medicare enrollees currently served by
optometrists without reimbursement, as well as those patients
not now receiving care, who would do so as a result of the
inclusion of such services under Medicare. Estimates suggest,
however, that such added costs would not be significant in
the context of overall Medicare costs for vision/eye care
services and service benefits. (See the Study Summary,

Part 1, p. 28). This is viewed particularly so in the
instance of extended reimbursement for services provided by
optometrists to aphakic patients.

RECOMMENDATIONS AND ADDITIONAL CONSIDERATIONS OFFERED BY STUDY
*"CONSULTANTS

In reviewing study materials, expert consultants to the study concluded
that steps should be taken immediatt’y to extend reimbursement under

Part B for services provided by optoi. *,.rists to both aphakic and cataract
patients. It was their collective judgement that referral delivery
patterns, costs, and administrative features of the program, would not

be significantly affected if reimbursement of optometrists were extended
to cataract, as well as aphakic, patients. Thus, study consultants
recommended the following:

1. Based primarily on considerations of patient needs, qualifications
of optometry to provide services effective iIn patient management, and
increased access of Medicare beneficiaries to vision/eye care services,
it is recommended that covered services related to aphakia when provided
by optometrists be reimbursable under Part 5 of Title XVIII. This
recommendation is presented in direct response to the requirements of
Section 109 of the Social Security Amendments of 1975 (P.L. 94-182).

2. Based on the same considerations as indicated above, it Is
recommended that covered services related to cataract conditions,
when provided by optometrists, be reimbursable under Part B of Title
XVIILL.



As iIs evident from the discussion above, the Department endorses
the first recommendation. For reasons cited, however, Department
endorsement of the second recommendation is viewed as inappropriate
and premature at this time.

During the course of the study effort, a number of additional issues

and concerns were identified by the expert consultants which, although
important considerations, represent matters not directly responsive

to the specific legislative charge as interpreted by the Department.
These recommendations and comments, made unanimously by the consultants,
are presented here to provide an opportunity to bring these matters to
the. attention of Department Agencies and the Congress. Because the
foxlowing items go beyond the requirement of this report, lhe Department
has not fully examined them and makes no recommendation at this time.

1. Refractive services for aphakic patients

Aphakic patients, specifically, should be considered as hav .ng
special needs given their disabled condition. Refractive serv ces
for such patients represent non-routine and necessary services in
the provision of prosthetic devices, i.e., lenses.

Study advisors recommend that corsideration be given to extending
coverage under Part B of Medicare to include refractive services for
aphakic patients when provided by cither ophthalmologists or optometrists.

2. Low vision services and aids

For those patients who have inoperable cataracts or ha\e less than
optimal results from cataract surgery, that is, those who have reduced
visual acuity, low vision services and aids represent essential
components of reasonable and necessary health care services for these
patients.

Study advisors recommend that coverage under Part B of Medicare
be extended to include the provision of appropriate low vision services
and optical aids for the above-referenced patients, when provided by
either ophthalmologists or optometrists.

3. Prevention, health maintenance, and henlth education

In the interests of health care cost advantages, effects v.
productivity, and the overall improvement of benefits that can be
afforded our population, the expert consultants recommend that a more
effective effort be made tc improve preventive, health maintenance,
and health education measures. While this is needed in all areas of
health services, the vision/eye care field offers a particularly
promising area for such approaches.



A. Other service provided by optometrists

Vision/eye care services currently covered by Part B of Medicare,
when provided by ophthalmologists or other physicians, include eye
conditions other than cataract and aphakia» Optometrists can provide
approp” late services for some of these conditions. It is recommenced
that extension of reimbursement to include the services of optometrists
for such appropriate conditions is a desirable subject for further
consideration.

5. Administrative considerations

Also during the course of the study effort, expert advisors
raised several concerns pertinent to the administration of the
Medicare program. These issues, also applicable to other Medicare
services, include the following: (@) inconsistent application of
coverage and reimbursement policies by individual carriers, fb) the
problem of payment duplication for services and reimbursement for
similar diagnostic procedures when performed for specific individuals
by more than one provider, and (c) need of improvement in coding and
billing procedures for vision/eye care services.

6 . Cooperative working relationships between vision/eye care
professionals

It became clear during the course of this study that more
effective working relationships between optometry and ophthalmology
and other providers in the vision/eye care field would enhance patient
care and result iIn improved services to individual patients. While
improved interdisciplinary coordination applies to all the health
disciplines and specialties, it is a problem of particular concern
in the vision/eye care field. Such working relationships could be
significantly strengthened by

a. Development of joint educational programs at the undergraduate
and graduate levels, including rounds, clinics, conference,
and meetings and publications.

b. Establishment of interdisciplinary clinics with optometrists
and ophthalmologists working together.

c. Facilitation of referral of patients between the optometrist
and the ophthalmologist when in the best interest of the
patient.

d. Joint development of quality standards for service and
materials by peer review mechanisms. By materials,
particular reference should be assigned to varying quality
of lenses and frames and the need for furnishing laboratory
invoices of material costs for reimbursement.
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e. Joint development of appropriate revision to State
licensure laws to permit use of diagnostic drugs
(mydriatics and local anesthetics) by optometrists.

While such joint endeavors are evident in various areas of the
country, they need to be broadened and routinized.
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Adopted by the American Optometric Association House of Delegates

A primary care optometrist is defined as the eyecare professional of first contact
for the patient, makes the initial assessment and attempts tc solve as many of the
patient's problems as possible, coordinates the remainder of the health care team,
includ ng ancillary personnel as well as c¢ nsultants, that are necessary in dealing
with the patient's problems; provides continued contact with the patient and often

his/her family regarding eyecare needs; and is responsible for his/her eyecare.



March 9, 1979

The Honorable Glenn Hackney

Chairman

Health, Education & Social
Services Committee

The State Senate

Pouch V

Juneau, AK 99811

75 - AN ACT RELATING TO OPTOMETRY

The Juneau Medical Society at its regular meeting on Tuesday, March 6, 1979
unanimously went on record as being opposed to the above captioned
legislation as it would allow the practice of medicine by unqualified



PRACTICE LIMTED TO THE EYE

Robert N Page. Jr.. md. January 31, 1980

Senator Glenn Hackney
Pouch V
Juneau, Alaska 99811

Dear Senator Hackney:
You will be‘considering HB 79 and Senate Bill 75. |

passed, these bills would permit Optometry, a non-medical
measuring science, the use of potentially dangerous

prescription drugs. These drugs would be used for the
diagnosis of disease, for the determination of the
absence of disease and, in certain cases, in the treat-

ment of disease.

Most of your constituents and Americans in general are
unaware of the fact that Optometry is in no way a medical
science. Optometry's national advertising ("Your Family
Doctor of Optometry"”), as well as their lobbying before
this and other state legislatures, has been deceptive.

If this legislature grants the privilege of practicing
medicine to this non-medical group by legislative fiat
rather than by educational achievement, it will further
compound this public deception.

There is amassed ample irrefutable evidence that this
policy has caused great harm, unnecessary suffering,

loss of vision and economic loss in the form of recovered
damages. i enclose examples of such evidence.

I know you are burdened by many more important issues;
few, however, have the potential of impacting as heavily
and adversely on Alaskans' public safety from a health
point of view.

Please consider these points and call on me at any time
if | can help.

Sin

Rob .. D.

Enelosures



Should OPTOMETRISTS attampl MEDICAL FUNCTIONS? facHPaig|
$

HoOowW DOES OPHTHALMOLOGY (M .D.) TRAININSGEG

CcOMPARE WITH OPTOMETRY (0.D.) TRAINING?

OPTOMETRIC EDUCATION DEFICIENCY DOCUMENTED
As prepared by John W. Gamel, M.D., University of Louisville School of Medicine

EDUCATIONAL BACKGROUND REQUIRED FOR DELIVERY OF EYE CARE:

Comparison between Optometry and Ophthalmology4

REQUIREMENT OPTOMETRY OPHTHALMOLOGY

Admission 2 years of college 4 years of college
plus 4 years of
medical school

Total Training after High School 6 years 12 years
Class and Laboratory time 1,650 hours 3,249 hours

Supervised Practice of

General Medicine (Internal

Medicine, General Surgery,

Obstetrics-Gynecology,

Psychiatry, Primary Care) 0 hours 3,240 hours

Supervised Practice of
Medicine and Surgery of

the Eye 0 hours 5,250 hours

TOTAL TRAINING HOURS 1,650 hours 11,739 hours

Number of years during
which training occurred 4 years 7 years

Hours per year 412*4 hours 1,677 hours

* Information abstracted from:

1. Course Handbook of Indiana University, Division of Optometry, 1975-76

2. American Association of Medicai Colleges Curriculum Directory,
p. 8G 87 (re: University of Louisville School of Medicine).

3. Residency Training Schedule. Department of Ophthalmology,
University of Louisville. (over)

Conclusion: An Ophthalm ologist (M .D.)receives more hours of
training each yearofhis rigorous program ,than an optom etrist (O .D .)

receives in his entire four-yearcurriculum .
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OPTOMETRY
l@HOURS THE OPHTHALMOLOGIST (M.D.) HAS OVER 700% MORE HOURS!

John W. Gamel, M.D., Assistant Professor and
Director, Pathology Laboratory and Medical Re-
tinal Service. University of Louisville (Kentucky)
School of Medicine has provided new, conclusive
evidence that optometric education is "woefully
inadequate" for these technicians to attempt to
provide any medical eye services. The Gamel study
reveals that the graduate ophthalmologist (M.D.)
has received more hours in each year of his rigorous
program than an optometrist receives in his entire
four-year curriculum. Excluding any differences in
content, the data shows the ophthalmologist (M.D.)

has over twice as many hours of class and labora-

tory study as the optometrist. Furthermore, the
ophthalmologist (M.D.) has infinitely more medical
and surgical supervised experience in patient care
than the optometrist. In total, the ophthalmologist
(M.D.) has over 700% more hours of training than
the graduate optometrist.

RESIDENCY TRAINING SCHEDULE,
DEPARTMENT OF OPHTHALMOLOGY
UNIVERSITY OF LOUISVILLE SCHOOL
OF MEDICINE

Summary of Hours of Didactic Learning
Offered During Residency:

Ongoing Lectures:

Monday, am. 1 hour
Tuesdny, am. 1 hour
Thursday, am. 2 hours
FndaAX, a.m. 1 hour
TOTAL 5 hours per wee!,

llasic Science Courses:

40 hrs per wk lectures/labs
Duration: 10 weeks

Home Study Course:

20 hrs per month
Duration: 24 months

BREAKDOWN OF HOURS
SPENT IN EDUCATION
OF OPHTHALMOLOGIST:

1 Class & La%oratory:

Medical School
1st year grl
2nd'year 748
1619
Residency:
Lectures:
5hrs per wk x 150 weeks 750
Basic Science
40 hrs PeJ wk x 10weeks 400
Home Study
20 hrs per mo x 24 mos 480
1630

TOTAL DIDACTIC TRAINING
PHRS}) 3249
a+ 2

3. Supervised Practice of
General Medicine
S wks x 60 hrs per wk
(includes night calls &
W*-5Kkends) 3240

4 Supervised Practice of Medicine
and Surgery of the Eye
35 hrs per'wk x 150 weeks 5250

4) 8490



“MD. IS THE MAJOR DIFFERENCE

Publtidw dt m the

U.S Naval

Threatens

P u b lic

Medical

Qualify Eye

0O utefieitby QpJ*

Naval Regional Medical Center at Camp LcJeunc, North Carolina

WHY "THE PEN?"

Th* flics of itsto and
national medical aitoela-
tloni, all loarnod wdotloi
concerned with tho public
health, overflow with a
preponderance of ovidonc*
that the quality of hoolth
caro It threatened by the
precedent of Government
encouraging the lowering
of profeifional standards
by allowing medical func-
tlons to practitioners with
no medical education. Med*

Ictn* accepts th* responsi-
bility to respond to epi-

demics. Death and trauma
are resulting, and Doctors
of Medicine can do no less

than warn potential vic-
tims through the contin-

uous presentation of this
evidence. The public press
of America, given th*
facts, Is supporting this

cauee, and concerned phy-
sicians throughout tho na-

tion are pool!”" their
knowledge and , mources
to package and present

th* truth through tho PHY-
SICIANS IDUCATION NET-

WORK.

Kentucky O .D .

M .D. Diagnosis
Dr. Millett3 History of the Case of
Elvis R. Johnson — Sum-iarized for Readers

e April 16 19M
R/I %rs R. Johnson, ormerg a Lexington,
Kentucky ome parnt(e Yvas taken t the emergency
room of ‘the VA" Medical Center, complaining. ot a
dark s Maeé on hds left eye and er:(ease vision®in the

ical doctor ediate ected a ma-
i A ”rr'remragirrﬂ!”ﬁr it by e e
R com Iete metastatrc work- u
usrcrno arnan and thnt it aspre
teee ot tfiroughou the
e sron Was e to per orm an “or rtal enter
ation" — complete rem%\ral of the. eye and a éruc

tures surrounding jt. This operation leaves a deep,
permanent disfigliring scar.

con |rmed the

. Ma 4 1979

ﬁqe sur er was rr)erformed on Ma%
N 0 nson ec(?vel_, gnrcel and rnl alﬁrnanc
as been remove ers maneng distiqure
nﬂrcroscogrc examination of t 3 ecim J‘ confirmed
the pre-operative diagnosis and the need for drastic
surgery.

Transcript of Tape-Recorded Interview

ThiB is Adrienne J. Millett, M.D., staff ophthal-

mologist at the Veteran's Administration Medical
Centér in Lexington, Kentucky, and here with me

Officers Expose

Care Throughout

Overlooks

PRO
BONO
PUBLICO

VOL. 3 NO. 15 OCTOBER 1,1979

Politcy Which

Wilitary

The military ophthalmologrsts at Camp Le-
Jeune, N.C,, have pinpointed "fear of retaliation"
as the reason medical officers have not exposed
the extent of unnecessary damage which has oc-
curred in the armed forcés as the result of allow-
ing medical functions to non-medical optometrists.
Reporting that “primary eye care™ performed

by optometrists has caused irreversible eye damage
and untold sufferrng for military personnel and
therr dependents around the world, Lieutenant
Commander LCDR US Naval Reserve (USNR)

Greg or% Chief of Q hthalmolo%
Nnval egronal l\/ledrca Center at C amp LeJ eutc
and Frederic. D. Young, SNR, an

ophthalmolo ist at the same facrlrty have risked
the wrath of the establishment and expressed their
concerns directly to Representative Melvin Price,
Chairmnn of the House Armed Services Commitfee,
to Representative, Sutler Derrick of South Carolina,
and 0 Vice Admiral W. P. Arcntzen, Surgeon Gen-
eral of tho Nnvy.

Upon hearing that Representatrve Price’s com-
mittee hnd not Teceived anty comg InintH_from actrve
duty ophthalmologists on the matter of "oxtendin

Continued onfajt

Eye Cancer,;

Is M alignant M eianom a

Misplaced Confidence — Tragic Hindsight

As the adjacent interview of patient Elvis
R. Johnson and his son, Elvis L. Johnson, re—
veals, an impressive array of office equipment
convinced the Johnsons, of Lexington, Ken—
tucky, to place medical confidence in an
optometrist.

A Dblack spot in the eye (which was ulti—
mately diagnosed by an M.D. as potentially
fatal Mulignant Melanoma) was dismissed as
"nothing to worry about””over a year ago. The
optometrist attempted to correct the situation
with glasses and recommended frame adjust—
ments — while the malignant tumor grew and
spread.

Elvis R. Johnson is blind and disfigured
— but happy to be alive. His son, who helped
him to choose the well-equipped limited practi—
tioner, is sadder but wiser — and knows the
"major difference.””The surgeon, Adrienne J.
Millett, M.D., Assistant Professor, Department
of Ophthalmology at the University of Ken—
tucky 3 Albert B. Chandler Medical Center,
performed the surgery, and conducted the in—
terview for PEN. The Johnsons arc anxious to
share their story to protect others.

todarr]/ nre Mr. Elvis R. Johnson, a patrent of mine
nt the VA Hospital, and his 'son, Mr. Elvjs L

Continued onfaft 3
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DR. ALLEN 3

lame* H. Allen. MD.; founding president, New Orlean* Academy of Ophthal-
mology; professor of ophthalmology, Univ. of lowa and Tulano Univ. for 30
yean; Senior Surgeon, Tulano Univ.; awarded tho prized Gold Medal of the
Ophthalmology Section of AMA. 1076.

On Selecting Adjectives for the Eye Care Crisis

. Scandalous. Absurd. Courageous. Deter- Lieutenant Commanders Cobb nnd Young (see
mined. Tragic. o Page 1) in lifting the lid on a scandalous mili-
These are powerful adjectives. The truth of tary eye health care dilemma which threatens
the public danger from the invasion of medicine  the précious Elft of eyesight for military families
by non-medical practitioners, and reports of med- everywhere, Following the lend of Colonel Apple-
ical resistance to this threat, cannot be written ton, " they have put their military careers on
without resorting to these strong words. The the line by speaking out to preserve “the magic
message we bring you in these pa%es, each month  sense” fof their patjents. IS courageous an ex-
contains strong “words, for what is occurring aggeration in peacetime?
throughout our nation, in both civilian and mili-

A » ]
tary eye health care, has been labeled a crisis Ponder the absurdity dl! the petition, of op

. tometrist Maynard to the Arizopa legislature
y “independent journalist V. H. Krulak — and  (see page 3)."In presenting a bill which would
to confront a crisis, weak words are |mEotent. allow the Fracnce of surgery to oRtometrlsts —
Consider the plight of Kentuckians Elvis R, the use o anﬁ device to treat the Vabnormal
Johnsgn and Elvis L. Johnson as detailed on  conditions of the human eye or it] adnexa” (ad-
page 1of this issue, and decide if tragic is t00 jacent parts) — he has proposed the exact
strong_a word. The father is blinded, the son IS equivalent of legalizing brain surgery by bar-
uilt-Tidden, haying been misled into behevmq bers, Is absurd too flamboyant? Determined also
at fancy equipment used. b){ an_optometrist applies in this case — opportunist Maynard has
could substitute for a medically trained mind.  mobilized Medicine under the leadership_ of tho
Kentucky legislators were similarly misled last ~ Arizona Ophthalmological  Society legislative
Year when optometrists were given' the right to  chairman, Thomas F. Moore, M.D., Who s deter-
egal(ljy use dangerous drugs and eyo dropS. — minedly alerting all to the danger in the Grand
onsider the reaction”of Kentucky medical  Canyon state..
lenders in launching an uphill optometric drug ~ Eyesight to_ many is as precious as life
Inw repen| campaigh and decide If determined itself.” This, it is ot possible’ to comment on
nnd "Men courageoUs are overstatements. It mny —action which reck|essly risks blindness without
take years, but' the quality of eye health caré resorting t superaths.

in Kentucky is at stake, and courage is involved If you feel thnt scandulous, absurd, courage-
because thoylenders of this effort v9||| be vilified  qys, de){ermi.ned,.nnd tragic do not np'le to the

and hoycotted from optometric referrals. The — concerns rujsed in this issue, then try shocking,
nole in”Mr. Johnson's "head, which could have ridiculous, brave, dedicated, nnd oh so sad —
been nverted hy aﬂpropnate referral, concerns —and tell a friend that entrusting eye health

them more thaq the financial benefits of op- care to n limited practitioner is ‘a very risky
tometric lgoodW| } business.

Speaking of courage, consider the action of JHA

was noted thnt the child suffered from a high de-
M'L'T_A,RY FYE CARE T,HREACBntInuedfrom age 1 gree of farsightedness in bath eyes, n turm%g in-
the privileges of optometrists”, the naval officers Ward (esotr0p|a3 of the left eye, and amblyopia
re(talstered their_protests loud and clear in letters (lazy eye) of the left oye. S
dated Au?ust 17°and 24 1970 _ _ CAt'the later visit In 1977 the vision in the
The Tetters, signed by both officers, Homted child’s left eyo was 20/80 poor compared to a
out that they served at Camp LcJeune ns the "re- normal vision of 20/20. Without determining. the
ferral center" for five military optometrists (four cause of the poor visjon, the optometrist prescribed
Navy, one Air Force). “circle exercises” with the right eye covered. The

They told the Congressmen, “Hardl?/ a week M.D.s noted thnt this_ was totally inadequate
pnsscs without our becoming aware of another therapnyor amblyopia. The parents hud stnted tg
oxumplo of the optometric” mismanagement of the M.D.s that “no f,ollow-u? care” was provided
ocular disease. We -arc continually astounded by and they were not advised of the urgency o a?gr,es-
the lack of understanding of basic’ ocular disease, sive treatment of amblyopia before”the age of nine
its diagnosis and treatment revealed in the chart or ten, when visual matusity is reached and the
entries” and consultation summaries from these condition becomes irreversible.

young, supposedly well-trained optometrists.” At ago nine_the same_ patient was seen by an

: optometrist at Cherry Point complaining of Pnin

| Cases Provided 1 the_left eye “At this time vision had dropped

To illustrate their point, Ehysmans Cobb and to 20/100 nnd the esotropia was still present. This
Young cited two sample cases of optometric mis- optometrist told the parents no facilities for treat-

management, ment of |
In the first instance, they reported that a de- Na,vl/; this, despite the fact that two ophthalmol-
endent child was seen b% an optometrist at the ogists, to whom referrals were routinely made,
aval Hospital at Cherry Point, N.C., in 197G and  were stationed at Camp LeJeune just 40 miles away.
1977 at ages six nnd seven. On both occasions, it Continued on page 4
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COL. BUDD APPLETON, M.D.

Navy Eye Care Expose
Saluted By Former

U.S. Army Eye Care Chief

.. Colonel Budd Appleton, M.D., the first senior
military officer to speak out publicly against dru
use by civilian opportunists, ‘and a“staunch advo-
cate of medical supervm%n of optometrists in the
Lmhtary, [,eslgped from the service in 19/8 under
eavy ‘political pressure, The career military of-
ficer, who served as ophthalmology consultant to
the Surgeon General, 'was given "the choice of
_stepplbnlg down ns consultant™or remaining silent
in public.

_ p,The Colonel, who had served the Army with
distinction for 24 Years,,nnd who held the high-
est leadership. position in ,ophthalmologfy in the
army, had testified ns a civilian at state Tegislative
hearings, in opPosmon to proposed optometric druq
bills. Col. Appleton’s testimony wns widely sough
to provide factual reputtals to optometry’s claims
about the safety of military policy which permitted
optometrists the use of dru%s. _

When asked to comment on the &actlons taken
by Lieutenant Commanders Cobb nn Youn?, Col,
Appleton told PEN, “I admire the courage of these
fine officers, and fervently hope that their efforts
will serve t?, bring this matter into theﬁ)ubllc spot-
light. 1 believe Young military . ophthalmologists
should not be refuctant to cite instances of mal-
Practlce when they occur. It is m¥, ohservation
thnt moBt senior military medical officers, includ-
ing hospital commanders, understand the issues,
nnd the necessity for Placmg optometric care under
medical superviSion. In-my” opinion the only time
the grop,er relationship is ‘interrupted is when op-
tometry interrupts it — throuq(h, political pressure.
It was”my opposition to this kind of intervention
that brought ab%ut my retirement."

Lt. Cdrs. Cobb and Young, in _a]legln%/lthat fear
of retaliation was the reason military M D,s had
not exposed existing problems within the military,
Fomted to the experience of Col. Appleton. In their
etter to Congressman Melvin Price, they stated,
“In our opinion you have received no complaints
from acfive duty ophth Imologwts because the
chain of command "tends to Suppress problems
keeplnP them at the local level, and there is real
fear of retaliation for making waves such as that

6ot ot Budd (Appleton.” <t s
1
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1ap ger {I]ags . ENis R, Johrkson, Kentucky vic-
tim™of tragic optometric oversight

MALIGNANT MELANOMA  Continuedfrom rage 1
Johnson, both from Lexinﬁton. Mr. Johnson has
been e,mgloyed most recenfly as a lPamter.

Dr. Millett? Mr. Johnson, can you tell us when
you were last emrﬁ)lo%ed?

Patient Johnsoh:  Well, | went to work and
lasted until what was the Friday boforP ,Hwo lf(%th'
| don't remember the month. But’| was laid off. be-
cause | couldn’t sec well enough to do the job.
Then | came into the VA Hosgﬂal the 16th and". . .

Dr. Millett: That was the 16th of April.

Patient; ...yes, and on a later day tne 23rd,
1was admlfted. :
Dr. Millett: To the VA Hospital?

Patient: Yes, and my eye wns removed. | don't
remember the exact date."My son brou%ht me.
t Dlr. MIHIett: Hovf\)/ long’ had you been having
rouble with your eye

tﬁanent:yWel?,y the real bnd trouble about a
y

ear, : .

Dr. Millett: And Mr. Elvis L. Johnson, can
you_ tell us the history of your father’s eye com-
plaints as Jvou know them to b??

E, L. Johnson Eson): Well, about a year and
a half ago a small binck place hnd come Up in his

oye. , ,
) Dr. Millett: ~Which e¥e? -
Son; His left eye. At Tirst we thought it might
be a bruise or something like that, but 1t didn’t"go
away. | had been going to an optometrist to %et
confact lenses fitted for'myself, nnd he had all this
fancy equipment, The way he carried on his pro-
cedyres, | thought he wns really good and knew
his business. So'| decided to take niy dnd in to See

im,

Dr. Millett: For what reason?

Son. Because of 1nis, black plnce in his eye.
On my last visjt to him before | took my father in,
| had”asked him about this spot in. my dad’s eye
and he said, well, without seeing him "he couldn’t
tell me what it was, but if | brought him in, he'd
he glnd to examine him. |

S0 | mnde an appointment for him the next day.
| worked right ncross the street from there at the
time, so | dropped my dad off and went on to work.

THEPEN.,,

Gives Optometrists Surgery /M .D .
what he termed a defipition of op-

C '<erin
tometry tha? will he recognlzed nationwide in a
few years, Robert Maynard, O.D., past President
of the Arizona O?tometnc Association, has pre-
sented to the Joint He, 1th Committee of the Ari-
70na Ie%|slature a proposed bill tr|1|at would expand

the practice of optometry medica %/ and surglcallr
ﬁ?ol%eythe equivalent to” the practice of ophthal-

. Senator Robert B. Usdane, Chairman of the
Alljed Health Committee, who opposed the optom-
etric proposal, told PEN in a telephone interview
that the “non-restrictive propasal, in his opinion,
would expand optometri¢ services peyond the use
of drugs or the prescnbmq of medicdtions.

. When questioned as to whether the optom-
etrists had explained how the permissive bill would
benefit Arizona’s citizens, Senator Usdane ans-
wereg no, but Hoted that discussion of the issue
ad been limited. . _

The proposal submitted by otho_metrlst May-
nard would amend the Arizona Revised Statute,
Section 3-1701, to read, “Practice of optometry’
Freanct%lscgsny one or a combination of the following

(a) The examination of the human eye hy any
method to diagnose or to treat any abnormal cori-
d|atl|on of the numnn eye or its adnexa (adjacent

p rtsFEj .
anafPod 1 SPRARETh O HHRER S S
e purposes of | vest,unqano,n, examjning, treating,
d|aP osm% or correcting visual defects or abnor-
mal” conditions of the human cyti or its adnexa; or
_(cg The prescribing and ae}ghcanon of lenses,
devices containing lenses, prisms, contact lenses,
orthoptics, vision training, pharmaceutical agents
and prosthetic devices to’ correct, relieve, or treat
defects or abnormal conditions of the human eye
or its aﬁinex%. L
_Although the broad|¥ permissive bill was re-
jected by the Allied Health Committee, optometrist
Maynard, who then presented a bill limited to diag-
nostic drug use by optometrists;, left no doubt that
his constituents considered a drug use bill only an

interjm measure, . . ,
Pﬂe omlf Allied Health Committee, acting to

Functions

ARIZONA
STATE SEN,

ROBERT B.
USDANE

.. voted against
dangerous proposal

protect the public health, voted not to recommend
either proposal. This action means that the Com-
mittee will not introduce or spansor the optometric
drug bill. Senator Usdane pointed out, "however,

that this action would not tg)reclude the possibility
of n bill belrhg |Ptroquc_ed Qne or more legisla-
tors the legislative séssion.

urin
A cor%in to James W. McMahon, attorpey for
the ,Ar(|;zona quhthai.nofogicnl Society (AQS), Yhe_re
is litt'e doubt that an optometric Bill" will” be In-

f the Physicians Education Network, Tne.

EN; has reported thnt medical leaders view the
current_ effort as evidence that optometry’s desire
to obtain diagnostic drugs was, and Is, “the first
step in the eventual assumption of all ocular care
by optometrists, even though they are not trained
or qBallﬂed. for t[hls function.

r. Plainer further commented that ophthal-
molo?|sts feel thnt the optometric initiative docu-
ment what most have known_all nlong, that the
purpose of optometrists in Arizona in introducing
optometric druq bills is not to “do a hetter aob
as they hnve claimed, but to become licensed as
ophthalmologists via legislative fiat to the detri-
ment of the public interest. #

Suit Prepared To Stop Use Of Eye Drugs At

University Of Alabama Optometry School

The Alnbama Slate Licensing Board for the
Healing Arts is preparing to file “suit against the
University of Alabama “at Birmingham B
School of Optometry to stop optometrists at the
school from ‘administering prescription drugs, ac-
cordlrw to the Mobile Press. .

The newspp- ereports that although no suit
has been filed yet, George Hardesty, Jr., executive
officer for the Licensing Board, has confirmed it
was heing Pre{)ared. : ,

Hardesty fold the Mobile Press the suit would
be nn effort “to get a éudlmal determination” on
whether Alabama™law allows optometrists to use
prescription diugs in the eyes of patients, or to
Wwrite prescriptions for those™ drugs. ,

In" a |etter to Charles N. Robpins, M.D., presi-
dent of the Alabama Academ% of Ophthalmology,
dated March 19 19/ Dr. Charles A. McCallym
vice-president for Health Affairs at UAB, said that
state law permits optometrists "to use drugs for
diagnostic "purposes, but not for therapeutic pur-
poses, and this is the policy followed by our School

Dad came over about an hour nnd a half or two
hours later and said that he was_ready to go home.
| ‘asked Dad what the optometrist hnd said about
the pince in his eye nnd Dad told me he said, “It’s
nothm? to worry about, | think | caught it in time,”
From there he [ust proceeded to make him a pair
of glasses and that W%S it

Dr. Millett: Is that whttt you recollect, Mr.

Johnson?

of Optometry."

~ The Mobile Press reports thnt when inter-
viewed, Dr. Robbins said Alabama has not passed
a law allowing optometrists — who nre non-medical
practitioners "— the use of drugs for dla?nostlc
purPoses. He noted that optomeétrists are Irained
in the testm? of eyesight, the prescription of
glasses, nnd the mnnufieture of glasses. They are
not, he said, trained in the diagnosis, medical or
surgical treatment of eye diseases or malfunctions,
He “emphasized that ophthalmologists — medical
doctors who specialize in eye care — have, in ad-
dition to their general médical trnining, special
post-?raduate trdining . in e%e diseases, diagnosis
and freatment, ncluding the use of drugs and
surgery.

Accordm? to the newspaper the Alabama law
requlatmg 0ﬁ_ometr,|sts stntes; “Provided, however,
nothing in this section shall he construed so us to
permit”the administering of drugs in nny form or
pres _nbmg of drugs fof the medical treatment of
eye diseasés or the performance of surgery of any
nature for any Purpose.“ ,

The paper reports thnt in 1976 the then State
A torney General, Bill Baxley, issued an opin.on
on the law that “the practice of optometry dogs not
?ermlt the administration of topical drugs in any
orm fo %he human eye for the 0pu,rpose of diag-
nosis." The Attorney “General’s opinion, however,
does not carry the “weight of luw, und must he

Continued onfage 4  tested in court. #
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MILITARY EYE CARE THREAT

The child was subsequently seen by a civilian

ophthalmolo Ist, He diagnosed "her condition rop
y informed the child’s parents tha

h)ts eengﬁd]eed wns available in the Navy at nearby

he patient, now nine years of age and noar-

ing maturrty, will require ‘a much ldnger course

of therapy ‘for her amblyopia. More importantly
the dela%/ in treatment may well have produced
irreversible damage.

“Gross Malpractice””

Terming the optometric mrsmanagement of 4his
case ?ross malpractice”, the naval officers report
that |i ?atron against the government is likely to
be instituted, since they have already been ton-
tacted br attorneys.

urther support of their allegations, the
two oftrcers made reference to a serious case re-
ported in September 1078

According to the M.D.s, an enlrsted man aboard
ship.in the Mediterranean exP ained to the neral
medical officer (M.D.) in early August of 19/8that
he was sufferrng from .double vision (diplopia) and
headaches. The physician was concerned about
swelling of the patient’s optic nerve head — a
serius”sign — and promptly referred the patient
to the “eYe doctor”, “specifically statrn ophthal-
molog the Naval Hospital i Rota, Spain.

ince there was no ophthalmologist at this hos-
ital, the patient was seen by an optometrist. Ac-
ording to the patient, the optometrist noted he
had crossed eyes, which lie said was no Problem
but that surgery to reposition the eye muscle would
be necessary In the future. The ship’s Bhysrcran
apparently Content that his patient had beén seen
thytth]n eyé specialist, failed to pursue the matter
r

About a month after the optometric examination
Drs. Cobb and Young saw the patient. Their exam-
ination revealed decreased vision in both eyes,
obvious swelling of both optic nerve heads, para-
lysis of hoth sixth cranial nerves, which paralyze
the muscles which rotate the eyes, congsistent with
increased pressure inside the skull, affecting the
brain. The patient was transferred immedfately
to the Natronal Naval Medrcal Center in Bethcsdd,

where sophisticated skull X-rays revealed a
chronic subdural hematoma (blood” clot in the
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brarn In less than 3 hours, after seeing the oph-
th amoo |st]e {Jatrent underwent brain surgery

to remov

This patrent suffered. needlessly, and could
have lost aII vision or his life as a resujt of optom-
etric misdiagnosis. More significant is the fact,
the¥ note, that the optometrist failed to recognize
that sudden, unexplained double vision in a young

adult |s an omrnous sign requiring immédiate,

h
thor lhgo renredorc% ﬁaﬁrlnadll%n ist, John D. Walker,

M.D. Lreutenant Colonel rn the United States
Army, residing in Berea, Kentucky, presented his
personal vrews on military optometry. He sard
‘[ "am gpposed to their prescription of ‘eye medica-
tions, because of the "possibility that”this may
delude erther the optometrist and/or the patient
||to think md]t at appropriate treatment has been
given, and erefore delay referral to appropriate
medrca care facilities,”

He states that while the oRhthaImoIogrst IS
the Ioca medical e e authority, he still is Within
the military chain 0f command. He notes that the
phthalmolo rst IS res onsible o the Chief, De-
partment of %]e hief, Professional Services:

and the Medicnl Treatment Facility Commander,
|n that order. He reports that these individuals,
bY requlation, may treat ophthalmologists, . optom-

rists, and physician’s assistants as equals in rank,
ignoring the difference in their educational quali-
fications and medicnl knowledge. #

MALIGNANT MELANOMA Contrnuedfrompages

Patient: Yes. | remember him sagrng, “You
came_to me |n trme and that he could help me.

Dr. M And how was it that he offered
to help you

Patient: He ran tests on his mnchine, fitfed
me with glasses, and told me it would be a few

days, ther | would get my glasses. Then | went to
Indiana and this eye started giving me trouble so
| came back to Lexington in March of '79.1couldn’t
see when | went to work so I came to the VA Hos-
pital and that’s when | had to have my eye removed.

Dr. Millett: At the time you went'to see the
optometrrst were you having trouble with your

vision?
Yes. TthouPht it was both eyes, but

Patient:
| guess it was just the leff one because it ke g{/et
e

ting Worse all"the time, When | came to t
Hospital | found out what really happened. | had
a tumor that had to e removed.
r. Millets: the oPtometrrst offer you u

return adoorntment or offer you a referral"to a
physician®

Patient: No, he did not.

Son: The only thing he Wanted was for Dad

to come back in for refitfing of his frames because
they didn't fit him properly.” And as Dad was in the
VA Hospital_at the time, 1 told him that wouldn't
be possible. The one thing is that from the time he
got his glasses on, we wore around him all the time.

We really couldn’t tell that much of a change
in the black ‘spot so we continued thinking jt was
a bruise. In January he Ieft for Indrana?olrs and
after not havrn%seen him for a_couple of months,
r

we noticed the Dig change ... it wns staring you
rrght in the face.
Millett:  How many times would you esti-

mate t)he black spot had enldrged, if you had to just
guess

Son From the first time | saw it, at least ten
times f more
Dr Millett: "Was it obvious at thnt time, or

were_you looking for it?
~Son: It was very obvious. You couldn’t miss

Dr. Millett: Did it continue to enlarge from
January untrl April, when your father came to the
VA Hosprt

Son: He came hack in March nnd Yes it did
continue to enlarge, but | couldnhtell hat much
of a change from"the time he got back to the, time
he was admitted to the hospital. | feel thnt if the
optometrist hnd done his job properly, nnd actually
examined mY dag like he should have, he should
have nt least noticed something wrong and recom-
mended us to a specialist.

Dr Millett:" Mr. Johnson, can you describe

. the aerieB of events that happened to you

OCTOBER 1, 1979
when you came to the VA Hospital in April of
1979731 P P

Patient: | was taken to the Eye Clinic where
a doctor examined me. He had fouf or five others
look at my eye, and they decided it was a tumor.
Then he took’ me in and talked to me and told me

what it was,

Dr. Millett: And what did he tell you?

Patient: He said it was amaligndnt tumor
and it would have to be taken care” of. The¥
ranged to brrnri me in on April 23 and | los the
eye some day3 Tater.

Dr. Millett: What did the doctors do with you
while you were_in the hospital?

Patient: They ran scans of my brain, liver,

and bone for some days before th ey operated.
t(\{h Did the doctors find any evidence

of spread of this tumor?

Patient: Yes ma'am, | think they had.

Dr. Millett: ~ Where was that spread?

Patrent It was in my left eye and the left
corner o

eye.
Dr, Mrl){ety Was it spread anywhere else
thrgegehout your body that the doctors were able

Patient: As far as they could tell with the
scans thw ran it was stable in that one place.
illett: You went to the operating table
R May 4 1979What sort of procédure didyou
Patient; A fellow told me what theg Would
be dornr{r and what they would give me. Before |
went into surgery a doctor took some pictures of

me; then | went Into surgery.
eye Was R/lone and the o

cgmmenh that mrg
out wnat happentd to you?

Patignt: My story mjght be of use to other
eople; if they came up with a problem like ming,
hey_should go to people who can help them. | made
a mrstake M going t0 an optometrist rn the frrst
place. | guess thé man wasn't equr d to find
an thrnE or else he didn’t want to rnd anrythrn
| don’t know, but I'd advise them to g0 where
could get themselves taken care of properly bef ore
It gets too late, like it was for me.

Dr. Millett: Do you have any Inst comments
that you would like to make to the”people who will

When | woke up my
Bration was complete,

ohnson, do you have any
t summarrze your feelings

rend thrs publrcatron
son:  His modern equr ment m da e feel tnnt
the 0 tomet It \ﬁas prP per| tJarn]e tectw at
ero, f d 2 mnn
can 0. thatt e Li) now he rea doesnt hnve
any usiness rnt e’joh to begin with,” Optometrists,

| believe, should be left to makrn? glasses and con-

tact lenses, but not diagnosing illness. If anythrn%
like this comes up again, you~can be sure |'m no
going to take my dad’ to an optometrist again, #

UNITED STATES PHYSICIANS
EDUCATION NETWORK
Statement of Purpose

PEN exists solely to utilize its resources nnd
combined influence to present, promote, and promul-
gate, through communication outward, and communi-
cation inward, these simple truths:

« The American peoEIe must be protected br placing
anil keeBmg health care in the hands of experts,
whose abilities are established by having rcnched
a standard level of medical education.

* The logicnl minimum level of education necessary
for leadership to protect the public in shaping the
optimum health care delivery quality standards in
the United States is the degree of Doctor of Med-
icine or Osteopathy, earned at a school of medicine
or osteopathy — at an accredited institution of
higher leammg.

* Government at every level should cooperate with
medicine in establishing these health safety stan-

dards.
Membershrp in PEN is nvailablc to any law-

abiding citizen who subscribes to these truths, nnd
desires to be informed, ns well as to partrcrpate in
informing the public nt large.
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“MD. IS THE MAJOR DIFFERENCE”

0OnieA ed& Iby

ORGANIZED OPTOMETRY CO-DEFENDANT

Glaucoma Victinm Blames Optometric

Ads, 3 0.D.s 1n

John Collins, a glaucoma victim, has filed suit
against three Indiana optometrists ar.d the 206800-
member American Optometrrc Association (AOA)
for alleoed negligence that has caused his cop-
drtron of glaucoma to progress from a non-impair-

Ing, controllable. problem fo that of disabling, irre-
versible near-blindness.

The former Indiana resident, now residing in
Charleston, West Vrr?rnra has filed suit in"the
U.S. District Court of Southern Indiana, and the
amount in controversy exceeds $10000 exclusive of
rnterest nnd costs.

According to the complaint filed by Howard
. Young, Jr. attorney for the plaintiff, sometime
prior to 1977 Collins began to develop glaucoma
In his eyes of which he Wwas unaware and in _the
first_part of 1D77 noticed impairment jn his vision.

he comg laint states that on or about May 21,
1977, ) ollins went to the defendant,
Kenneth Van Arsd&ll, mn oPtometrrst practrcrnp rn
Columbus, Indiana, It 1s alleged thnt this o
etrist, who prescribed glasses, neglrgentI?/ arled
to detect, diagnose, or ‘treat the plamtiff's con-
dition of gluucoma.

The tomplaint further alleges that Collins
went to two other optometrists, flso practicing in

WHY “ THE PEN?"

Th* files oi itato and
national irodical asiocla-
tlom, all loarntd societies
concerned with tho public
health, overflow with a
preponderance of evidence
that the quality of health
care I* threatened by the
precedent of Government
encouraging the lowering
of prefeiiional itandarc

by allowing medical func-

tions to practitioners with
no medical educed,>n.Med-

Idno accepts t’-e responsi-
bility to rejp nd to epi-

demics. Death cid trauma
are resulting, and Doctors
of Medicine can do no less

than warn potential vic-
tims through the contin-

uous presentation of this
evidence. The public press
of America, given the
facts, is supporting this

cause, and concerned phy-
sicians throughout the na-

tion are peeling their
knowledge and resources
to package and present

the truth through the PHY-
SICIANS EDUCATION NET-

WORK.

Indiana Lawsuit

Columbus Indiana, one in September, 1977 and the
other in_October, 1977, and that they too failed 1o
gletect diagnose, or treat glaucoma in'the plaintiff’s

It is claimed thnt as a result of this negligence,
John Collins’ glaucoma was not diagngséd . or
treated untjl late December of 1977 at which time
Collins” vision was substantraIIP/ and permanently
damaged so that he is nearly b

e complaint also statés that in order. to in-
duce members, of the public to seek the services of
optometrists, including the named defendants, the
American Qptometric Association neglr%ent ad-
vertised, informed, and represented t0 the public,
rncludrn% the plaimtiff,
cated and qualified to detect nnd dingnosc glaucoma
nnd to give the best vision cure posSible. AOA also
represented that optometrists were capable of giv
Ing_preventive care, when ir. fnct some members
of“its assqciation were not so qualrfred

Clagiming damaoes In excess of $10000, the
plarntrff nllogen thnt he linn rncurred large medicn|
expenses Iost earnrngs nnd  suffered “pain  nnd
agony, all of which nfay contrnue He states that
his earnin cnPacrty fias heen permanentl
Parred ogthn also ermanent im arre
I r;]alrsrlyalbt ity to per orm t ordinar actrvrtres

The allegation of AOA negligence in advertis-
r g wns a concern of Virginid Governor John N,

Dillton when he vetoed for the second straight year
nh o Ptometrrc drug bi

n his veto message Governor Dalton .mnde
specific reference to the on-going optometric ad-
vertising. In this regard the Governor snid, “There
Is further concern “over public misunderstanding
that complete medical cure has been effected nftcr
having.nn optometric examination. Recent adver-
tising in national magazines and on television b
the ‘American Optometric Association has reaf-
firmed my concern in this regard.”

Continued on page 3

OPTOMETRIC MISMANAGEMENT

thnt optometrists Were eqU-",
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Blind Victim of O .D .

Oversight Sues;

Settles For $53,500

"No amount loss of my eye”

0 tometrrc mis ana ement anil failure to reter
o/\rom tly to n medical oc}jor ave €S a eatt

t n, woman. the sight of her ot yfe (}
BrEovr urt er evidence o le
cases é at non-medical ractr roners arc not

rualr re tp dlagnose or trea sorders of the
) The VIC rmg \ernona -|9 ETOWH exPerrenc g con-
I

tinued diffi fulté1 or a l er(qorg eero0 ?oﬁsttrlrns?

or the

0 crfntat enses prescr
Finally, her rght ‘eye eveloe an Infecte e
caosrn g, excrucratin roaf t/ts Brown Was eventg ly
[] errert t0.an o t amoo Ist. Desg te Imme rate
osPrta ization, rntensr e medical and surgica
trea ment, Ms. Brown has permanently lost vision

in f
(f\/ls rovrh recerrved damaﬂes in the.amount of
in an out-of-court set ement vY the op-
onlinurd on page 3

Total Settlem entto New Jersey Glaucom a

Victim M

A New Jersey optometrist’s failure to detect
glaucoma and to refer the Patrent for ap roBrrate
medical treatment hns resulted in near total blind
ness for the patient, nnd an out-of-court settlement
that will cost the optometrist $250001n a lump sum
plus $20000 a year for the pntient’s lifetime plus
atctoerneys fees.” The patient has a life expectancy
0

Agcordrng to Alfred Dimicro, attorney for
Eleanor Steward, nge 49, a resident of Newark, hH
client noted a loss of peripheral vision and first
snw_the optometrist in ‘November, 1975 On exam-
Ination, the optometrist determined that the Patrent
was able to perceive light in her left eye, but could
not see. images. The optometrist, however, farled to
determine whY this Wwas the case. He never ex-
amined the interior of the patient’s left eye, never

ay Exceed Half Million

Dollars

inquired as to the history relating to that eye, and
took an rncorrect pressure rending with a Schiotz
onomet

Tho nlaintiff’s attorne¥ relates that, on ex-
amrnrn% he patient’s rrgh eye. the optometrist
detecte disease nnd decnrcd the vision to be

%oo The optometrrst prescribed bifocals with u
alance lens for the left eye which, being blind,
could not be helped by eyeglasses.

Atter some 15 nfonths” the optometrist’s_pa-
tient, Eleanor Steward, was examined by an Oph-
thalmologist, a medical eye specialist, who found
that the” patient wns suffering from idvanced
glaucoma in both eyes with permanent .. 0f vis-
jon. Because of the delay in dragnosrs and treat-
ment, she is now blind in the lef eye and can son

only hand movements with the right eye.#
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DR. ALLENS

James h. Allon, M.D.; founding prealdont. Now Orleans Acadom** of Ophthal*
mology: professor of ophthulmology, Univ. of lowa and Tular Jnlv, for 30
years; .Senior Suigeon. Tulane Univ.; awarded the prized Co 1Medal of the
Ophthalmology Section of AMA. 1076.

Who Should Pay The Price of Incompetence?

Justice may be blind, and retribution may Optometry has for many years been an
be_slow, but documented evidence appearin rn honorable and necessary profession, Today,
this issue of THE TEN attests to the fact however, the validity and credibility of the pro-
if blindness results from negligence on the part fession and all who practice it afe being un-
of those professing to accept the responsrbrlrty dermined and seriously damaged by thosé few
for sight, the cost can be astronomrcaﬁy gh misguided zealots who for feusons of social

In a letter to, the edrtors of the American status or economic gain seek to function be-

Op ometric Association News which agpeared yond their training and their capabilities wjth-

the July 15 19/ issue, optometrist Harold L. ouf regard for patient well-being or patient
Ca8tlenran of Chambersburg Pennsylvania, sn ey
wrote: he ultimate cost is one that defies calcu-
"Dear Sir: lation. It is the cost of being blind, No amount

of money however astrongmical the sum, can
replace the God-givea gift of sight, as Ms.
Drown states in her depdsition on page 1

Acceptance of sych a fate is hard enouqh
if the victim is confident thnt all that could
hnve been done wns done, but to be doomed
to darkness, knowing that such a fate need not
hnve_been, is not acceptable.

The ultiniute cost, blindness, can be drasti-
cally cut, If not eliminated, by demnnding thnt
every man, woman, and child rn this nation be
assured only medical care by M.D.s, not pseudo-
medicAl care by non-medicul Rractrtroners

Optometric” contentions that would sub-
stitute quantity for qunlity nnd convenience for
competency must be challenged by rational per-

| grieve everytime | rend the AOA News
rn whrch artrcles and advertisements proclaim
the rop in malpractice insurance rates through
the Ae na ere & Casualty Co. My insurance’is
costing m 00 this "year, far above the
figures you quote. Agtna “requires, us to have
million in personnl Irabrlrty which runs the
premrum u[p and |s a whole different bnllgnme.”
Castlemnn we say, "You ain't seen

nothrn (y

ical doctors, who nre by no means with-
out b ame I some instances, haVo had_to ac-
cept the high cost of insurance protectron as
a part of the cost they must Ipay for the privi-
lege of attempting to heal the “sick.

If optometrists, who are not trained or

ualified'to perform medical functigns, persist  Sons hnd must he constant reflted,
ﬁl‘] their |ef orts Lo h”Ch'OYe m]edrcal pStﬁ“ff itioners lefreeHqat t)et[)emeatrre who_belleve
through logisintivo channels, the “new ball- 2cBe i B miilcine D function for only

%nme th at optometrist Castlemnn refers to
usn't even been developed yet. And there can Fiol
bo no doubt thnt jn comparison to the present, '€
it will mako, Ru isian roulette look like n game
of Parchcesi.

High as the present coHt may be in terms

malpractrce Insurance, if damngcs duo to
mrsmanagement continye to. mount, the cost to
the optometric profession will soar, More im- is to bo a "whole new ballgnme” medicine .
portantly, tho cost in suffering and loss of committed to making it nho thnt makes the
vision to those who have entrusted their eye- patrent not the non- medrcal practitioner, the
sight to them will climb. eague champion. Hatter up!

those trained and *>alified to perform in that
d; medical ,doctors,
However, if it takes tho nnked truth and
horror stories told in gruesome detnil to awaken
the American people,"then thnt 1s but another
coBt that ull of optometry must pay for tho
actions of a few. Yes, thecost s high, but if,
indeed, ns optometrist CnHtlomen sayH, there

Michigan Ophthalmologists Launch Aggressive Campaign With

Positive Ads inRegional Editions of National Magazines

Michigan has taken a bold new approach to The second chal'.mge was, according to Moran,
the jnvasion of medicine by optometrists — non-  tho national advertising campaign undertaken by
medical practitioners. the American

Although Michigan was the first state to de- the top five markets in the United States, Moran
feat optometric .drug legislation in 1966 and hgH said, Detroit was particularly affected by tho mis-
successfully resisted” since thnt time, the state i leading campaign.
the past fwo years has been confronted with serious T0 meet tho first chnllenge, that of provrdrng
new challenges. complete high quality eye care through pre-pai

According to Justin L. Moran, Drre?tor of eye care programs,” Michigan Ophthalmologists
Pyblic Information and. Communications for the formed Medical Eye Services of Michigan, ‘Inc.
Michigan ~Ophthnimological Society (MOS), the  (MESOM). This organrzatron provides
first Challenge came from the devefopment of pre phthalmolog rsts for third étarty payment pro-
paid "eye ‘care" pro?rams that discriminated ?rams such as Blue Cross/Blue” Shield and " of-
against Ophthalmologists ers employers a self-insured eye care program
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administered by Mutual_Eye Claim Audjts, Inc, of
Indjanapolis: Indiana. This program s particu-
larly significant in_Michigan, one of the most
highly industrialized states in the union, where
mich of the eye care provided is handled through
rnsure pans

To counter the challenges of the current na-
tional advertising campaign sponsored by the
Amerrcan Optometric  Association, Michjgan de-

ed to take the offensive and launch a full-scale
hard hitting marketing effort designed to educate
and inform™ the public. That program, now under-

way, includes a Series of strong, ‘positive, paid ad-
vertisements, which have been placed in the Mich-
igan_editions of leading national magazines,

The first advertisement, which IS carried on
the back age of this issue of THE PEN, was
placed in'the Michigan editions of Time, Newsweek

US. Neu's €% [ForM R? ort, The first agvertise-
ment appeared in full color. Others will he black
and white.

In addition, Moran reports, a third adyertise-
ment I being produced which' will be placed in the
television program guides of metropolitan area
Sunday newsp pers.

eekly NewH Magazines Ciiosen

Accorde to Mornn, weekly news magazines
were chosen for the primary media effort because
of their_ excellent penetration among influential
leaders in the state, nnd ntnong individuals lrkely
to become involved in providing or negotiating for
pre paid eye enre programs. To mnke certain union
eaders at’all Ievels feceive Ophthalmology’s mes-
28%% reprints of the ads nre being mailed to all

elected union offrcrals in the stnte shortly
aftpr they ap(pear in the various publications.

Tho third ad, which hns a headline reading,
"When nn M.D. prescribes your glasses, you get the
finest eye care possrble is being placed In tele-
vision ro ram e to reach the mass markp
and pa ensmos lr yto resBond to hearing te
vrsron a}dvertrsmg sponsored

though 1t s 100 early t0 evaluate the full
im act oft e]a vertrsm effort, Moran believes it

Prrstaade% gu t h%nn%o rcthcatn op tonrfe\flr a\rlf/n lP

realrzatron thnt such n cam paign could hnve dcudly
impact, and prompted a resolution from the Mich-
lgan Optometric Associatjon, which called for the
immediate cancellation of AOA’s $6 million dollar
national ad camparfg

Mornn states$ that the MrchrLgan rnrtratrve orrg
inated with the MOS Executive ouncr nnd Society
presrdent Philip C, Hesshurg, M.D. The MOS S

ary Jerome D. Davis, M.D. who serves as chair-
man of tho Society's Publifc Information und Com-
munication Council, was assigned to implement tho
councrls decision.

In nddition to retaining marketing_professional
Justin Moran to act as Director of Publrc lnfor
mation and Communications, the MOS and M
commissioned a prominent Detroit marketrng nnd
research organization, Lincorp Research, InC., to
identify attitudes nnd opinions which hnd to be
corrected in order to motivate the public to seek
eye care from Ophthalmologists.

addition 1o determining that the puplic did
not know the difference betwéen optometrists and
Ophthalmologists, the firm turned up two other
significant findings, Moran said.

The research” firm drscovered that the publrc
vrews o tometrists as, being in the %ame relatjon-

optometry

ecre-

ship hthalmologrsts as osteopat Ic physicians
are to hysrgrans and b ergve they have he same
trarnrng perform substantially the same
servrc

ey also found that the public generally
vrewed eye care In a mechanical rather than a
medical Context. Tho reasoning: to correct poor
vision, one needs eyeglas,ses 0 get these appli-
ances one must see tho "mechanic” who fits and
sells them (e.g. tho "eya doctor"). Finding sshowed
little comprehension of the eye as an or an %f the
body, subject to disease or rnJury which mrg tre-
quire the services of a physician or surgeon.
Three Advertising Objectives
After selecting Buckherm and Rowland, Inc.
of Ann Arbor, to Rro uce and place its advertising,
ME%OM studied the r search data and on the basis
the findings formu ated three objectives for its

. he rnterror of the eye,
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advertising. They were:

1) To, create awareness of the fact that there
IS a srgznrfrcant difference between an Ophthal-
mologist and an optometrist;

To create awareness of the fact that an
Ophthalmologist is better qualified to care for the
eye, including routine examinations for corrective
lenses, because of his medical education; and

3) To create awareness that prepaid eye care
programs that do not ﬁrovr e an_opportynity to
?ho se eye care hy Op thalmologrsts are Inférior
ringe bénefits.

According to Justin Moran the Michi an pro
rrrram has been so well received by the me p
essron businessmen, union leaders, and oth ers

r. Hessburg hns contacted the presidents of all
state Ophthd mologrcal societies offering to share
with them the Mic r{ran experience.

Moran says, “Clearly, 'in order to protect the
public health, our ultimate objective must be to
preserve the position of the Ophthalmologrst as the
provider of Rrrmary eye care. Time may very well
Erove that the best way to do this is fo us” mar-
eting, technrques to motrvate and modify patient
behavior. While the use of such an approach is
new for n medical sBecralty Michigan's” Ophthal-
mologists appear to be demonstrating thnt it can
be done successfully in an ethical, tasteful, easily
understood, and extremely effective manner."#

VICTIM BLAMES ADS Continued from fagt t

Although recent advertising efforts have been
?reatly expanded, optometry mnde the same claims
ong before initiating its média blitz. In a pam hlet
titled “Answers to "Your Questrons About
coma" which was disseminated before
the AOA hnd this to snv nbont the detection of

aucom
! Glaucoma is. most frequently detected durrn%
professional vision examination, Optometrists
check carefully for glhucomu In the ‘eye health’
part of an optometric examination by Inspecting
giving field-of-vision tests
and taking eyo pressure ‘measurements . . . (with
n tonometer. “Used routrn%yebym ptom trr ts, it ré-

cords quite accurate changes
In pregsure us weﬁ ns dramatic cha ého atr%nt

may be aware of because of discomf ort or lmparred
vision,"

The Collins case, which s scheduled for hear-
ing In November, 1979 will” undoubtedly attract
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national attention, and may well spnrk a rash of
similar suits, since. many cases of glaucoma over-
looked by optometrists have been reported by med-
ical doctors and patients across the nation. #

$53,500 SETTLEMENT  Continuedfrom page 1

tometrrst and his insurance carrier. But, sshﬁ adly
ptes No amount 0 money can y or t
m’% eye ang the ag ony gnt thro
vate hy a°sin ere esire 1o protect otRer
mnocgnt people from a simjlar ate rown nas
e(r)r\elnged the follovring testimony of her tragic ex-

While waiting in an optometrist's office where

| had taken my mother to have her hearing ard
frxed | read information about contact lenses.
only wore glasses for close work in my office jOb
and had always hated to wear glasses So | hecame
Interested in wearing contacts.

The optometrist™informed me there would he
a charge for the examination, but if | decided to
purchase contacts, it would_be included in the pur-
chase price. The cost was 00 for one kind and

for another kind, He advised bifocal lenses,
which he said were semi-soft, or if | cared to have
the soft lens, he could make one eye for distance
and one eye for close. He suggested the hifocal.
These, he Said, were new and”Somewhat difficult
to fit but as he put it, very interesting. | trusted
nis advice.

On January 15 1977 l srgned a contract.

The contacts were ch angF many trmes over
the period of nenrly one year hey wotld be mailed
to me about one week tefore an appointment.

| received my last pair in December 1977.
One night around” midnight, | woke in terrible
pain. Both e yes were swollen closed and my face
was puffed 1 had some Tylenol No. 3on hand so

took some for the pairi. That was not strong

enou

lqhe next morning. | wng still in horrible pain.
| called the optometrist’s office ns soon as it wus
open and was ndvised to nlternate between hot

XU day there wns no improvemen

and £00 aSKS gay 0 t |
cnlled again and told them (both husband and wife
are oRtometrrsts) it felt like | had glass in my erye

thnt | thought | must have an infection. T
woman "doctor™ Informed me_they know | did not
have glnss in my eyo nnd | did ndt have an infec-
tion. She snid 1 could go to hospital first ajd hut
she wanted to warn me, it had cost one of their
patients eighty five dollars to do that,

Finally, U friend was worried because | hnd
not been to work, and she cnlled mo. She hnd her
hushnnd take me to the optometrist’s office,
thnt time there wns a white film covering my rrght
eye, and it looked horrible, nnd my pain was ex-
crucratrn? The man optometrist took one look and
ran for the telephone. He called an_Ophthalmol-
ogrst and then took me to his office. The Ophthal-
moo ist had me admitted to the hospital where

fmahl(y had expert, help

doctor as in to see_me as mnny as three
times a day, as well as hrrnqrng his colléugues for
conferences The Ophthalmologist was able"to save
ut not my sight in my ight eye. The
which were necessary to fight the germ
affected my intestines, therefore, all”through' the
yeur of 1978 | wns ill, because | still hnd”to be
on medicine for the eye. For months my face was
swollen and there was no shape to my eye. | had
to go fo work in that condition.

After | wan well enough to think straight, |
decided to get advice from” an attorney, | felt’if
| could takethe optometrist to court, and get it on
record, I may be able to keep this from huppening
to some one else, | would shudder every time | saw
a television advertisement where optometrists were
frttrnAq contact lenses.

s it turned out,. | wasn't the first to bring
suit against the optometrists’ insurance company.
My own attorney had brought suit against them
for nnother party. The insurance company offered
us an out-or-colrt settlement which we “accepted
in the amount of $63500 in I-Y f

hope.nnd pray that lawH will be passed to
prevent this sort of thing from happening. Mo
amount of money can pay “for the loss of niy eye

m
rf/trbrotrcs
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Optometry Kills National

Television Com mercials

Facing a_decline in membership attributed
to a $00 pecral assessment for this year's portion
of .a multimillion dollar national advertising cam-
ﬁagn h American Optometric Association {AOA)
as de rded to eliminate television ads and restrict
expen drtures to
million in 1978

The possible effects of exag%eratron in optom-
etric advertising is reflected in the suit, in which
AOA is n co- efendant brought by John Collins
(See page 1)-

According to the July 1/ nerrcan O tometrrc
Association News, after severa ays o lebate at
the AOA annual_meetin Anaheim, Cali-
fornia, June 17-23 the A House of Delegates
compromised on a resolutron by the Michigan Op
tometric Association to terminate the 2.5-year N
tional Consumer Communications Prorqram (NCCP)
and instead resolved to more diligently concentrate
efforts on collecting the special “assessments.

The AOA News repo l«d that, "Indications are
that the association could witness a potential 15%
to_20% decline rn membershrp a year from now if
1979 nnd 1980 NCCP assessments arc not paid.
Many state optometric associations, primarily those

$600000 this year, down from $13

servrnP industrial states, indicated Severe miember-
shrpdosses based upon current collections re-
ceive

The AOA News ulso stated that AOA Trustee
Jo h D. Tumblin, O.D., former chairman of the
AOA Advrsory Committee on the NCCP, said no
monies have been allocated for the final years of
the NCCP Nevertheless,” Tumblin -Hd,” "a loss
of even one member is too ‘much for this association
to accept."#

UNITED STATES PHYSICIANS
EDUCATION NETWORK

Statement of Purpose

PEN exists solely to utilize its resources and
combined influence to present, promote, and promul —
gate, through communication outward, and communi —
cation inward, these simplo truths:

* The American people must he protected by placing
nnd keeping health care in the hands of experts,
whose abilities arc established by having reached
a standard level of medical education.

e The logical minimum lewel of education ncccssnry
for leadership to protect the public in shaping the
optimum health care delivery qunlity standards in
the United States is the degree of Doctor of Med —
icire or Osteopathy, earned nt n school of medicine
or osteopathy — at an accredited institution of
higher leaming.

e Government at every level should cooperate with
medicine in establishing these health safety stan—
dards.

Membership in PEN is available to any law-
abiding citizen who subscribes to these truths, and
desires to be informed, as well as to participate in
informing tho public at large.

and the agony | went through.

On February 18 1979 one of Seattle's best
Qphthalmologists did surgery on my rrr[qht eye. Ho
first had to remove the” cdtaract that had been
caused, he then had to graft the white par* of m
eye which was so thin and then over all of that
he transplanted a cornea. Some of the stitches are
covered up and will remain. Some have dissolved
and a week ago he removed half from the cornea.
In all there were nearly forty stitches in the eye.
| was in surgery tor two hours. My oye now lodks
pretty muchlike the other one. I still’ can not see
and [ know | will never reﬁarn the vision | had
but | am so thankful for all my doctors of Oph-
thalmology #



You TMprobably never have the
four diseases pictured here. But how
can you make sure?
You should know that all four
of them can lead topermanent blind—
ness. And one, melanoma, iIsa cancer.
Nobody likes to think about
eye diseases. But as long as you have
a choice, isn Titbetter to think
about them before... rather than after?
That3why there3no better time than now
to see an ophthalmologist.
Why an ophthalmologist? Because
he 3 a physician. Fully trained and qualified
to examine the eye; not only to prescribe
glasses but also to diagnose all abnormal —
ities; and- above all- to prescribe correc—
tive treatment, including drugs, therapy,
and, when necessary, surgery.
And, being a physician, an ophthal —
mologist can also check your eyes for
symptoms of other diseases like Glaucoma
high blood pressure and diabetes.
Some group benefit pro-
grams only permit you to see an
optometrist. Make sure yours e ; J
pei nitsyou to choose an oph- \
thalmologist. Then see him. I
could mean the difference
between vision...and blindness.

This messagepresentgd as a public service by -
VeSO Medicd BeSanvioss
F MICHIGAN. INC.

A non-profit advisor to eye £dre programs.
1010 Antietam Road, Detroit. Ml 48207 (313) 962-2394
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MARVIN J. GRENDAHL, M.D.
OPHTHALMOLOGY
3500 LATOUCHE
ANCHORAGE, ALASKA 99504
277-2661

ALLOW ME TO INTRODUCE MYSELF - MY NAME 1S MARVIN GRANDAHL.

I AM GRADUATED FROM THE UNIVERSITY OF MINNESOTA WITH A BACHELOR
OF ARTS DEGREE.

I AM A GRADUATE OF THE UNIVERSITY OF MINNESOTA MEDICAL SCHOOL.

I HAVE COMPLETED MY PH.D. THESIS WORK IN PHYSIOLOGY AT THE
UNIVERISTY OF MINNESOTA. AT THAT TIME, 1 WAS A TEACHING ASSOCIATE
IN THE DEPARTMENT OF PHYSIOLOGY AND A CARDIOVASCULAR RESEARCH
FELLOW. I WAS ALSO A NIH RESEARCH FELLOW DURING THAT TIME.

I WAS AN OPHTHALMOLOGY FELLOW AT THE MAYO CLINIC IN ROCHESTER,
MINNESOTA.

I AM NOW AN OPHTHALMOLOGIST IN PRIVATE PRACTICE IN ANCHORAGE, \ND
WICH TO URGE YOU TO HELP DEFEAT HOUSE BILL //75 AND SENATE BILL //79.



In reviewing House Bill //75 and Senate Bill //79, Section 2, Subsection
08.72.305 - Use of Drugs for Diagnosis, included in the list of drugs
proposed to be used is a class of drugs called miotics. This group of
drugs is only therapeutic and has no diagnostic use. They are used
for treating chronic glaucoma and acute angle closure glaucoma. What
is a therapeutic drug doing in a "diagnostic”™ bill? Mr. George Hall"s
and Mr. Sternberg®s (both Anchorage optometrists) responses to this
question at the March 1, 1978 meeting of the Legislative Coalition of
Health Care Professionals in Anchorage and at the 1978 hearings on a
similar bill introduced and defeated last year respectively was: "To
take care of angle closure.” "To use this as a first aid measure."”
This is treatment.

The proposed bill lists only broad general categories of the desired

eye medications, not specific drug names and concentrations. The classes
of drugs include such potent substances as Cocaine, Atropine, Scopolamine,
Phenylephrine and Phospholine lodide. All these drugs when applied to
the eye are readily absorbed into the bloodstream and are capable of
producing a wide range of total effects.

Cocaine, a topical anesthetic and mydriatic (dilater of the pupil) Iis

a Class 1l narcotic controlled substance which is subject to wide spread
abuse by addicts and requires a controlled substance registration certifi—
cate to dispense. Atropine and Scopolamine are cycloplegic agents which
paralyze the eye®"s focusing power and in sufficient doses produce irrit—
ability, hallucinations and even coma. Phenylephrin (a mydriatic) has
the ability to raise the blood pressure markedly and to alter the rhythm
of the heart and has been implicated in deaths in older people through
strokes and in children through cardiac arrhythmias. Phospholine lodine,
a miotic which constricts the pupil is used in the treatment of glaucoma
(elevated pressure in the eye) and in certain cases of crossed eyes. The
active ingredients are related to the active substance in certain insec—
ticides and nerve gas. This medication has been shown to produce retinal
detachments and cataracts. Miotics are a therapeutic class of drugs and
are listed incorrectly in the proposed bills as diagnostic drugs.

The above are only a few examples demonstrating what potential dangers
exist in the various classes of drugs listed in the proposed bills. By
allowing wide spread use of these drugs by nonmedical persons, the overall
risk to the general public of potentially serious side effects or untoward
reactions are markedly increased.



l. EYE HEALTH CARE PROVIDERS OF THE CONSUMING PUBLIC

The American Optometric Association defines an optometrist as:

"_..a health care professional who 1is specifically educated, highly
trained and state licensed to examine, diagnose, and treat conditions

of the vision system. Optometrists are highly skilled individuals
who examine the eyes and related structures to determine the presence
of vision problems, eye diseases and other abnormalities. They gather

information on the vision system during the optometric examinations,
diagnose any conditions discovered and prescribe optometric treatment
such as contact lenses or vision therapy that may be required to pro-—
vide the patient with clear efficient vision.""-

A. Although this definition is broad the Alaska legislators have
specifically narrowed the definition down considerably. Accord —
ing to the Alaska State Statutes, Title 8, Business and Profes—

sions Section 08.72.300, the Statutes define optometry as:

1. "optometry"” is the employment of means or methods, other than
the use of drugs.,for the diagnosis of an optical deficiency
or deformity, visual or muscular anomaly of the human eye,
or the prescription or application of lenses, prisms or
ocular exercises for the correction or relief of the human
eye;

2. "practicing optometry™ means the diagnosis, by means or
methods other than the use of drugs, of an optical deficiency
or deformity, visual or muscular anomaly of the human eye,
or the prescription of lenses, prisms or ocular exercises
for the correction or relief of the human eye, or the holding
of oneself out as being able todo so.

Although the optometrist will or have suggested to you that they

are legally bound to diagnose eye disease and that they are 1in a

dilemma,i.e., they cannot diagnose eye diseases without the use

of drugs. They arc in a dilemma if broader sense of the de —

finition is used as set fortli by the American Optometric Associa-—

tion. The Alaska State Legislators have 1ingeniously removed that

dilemma for the optometrist by limiting diagnosis of visual anomalies

muscular anomalies,optical deficiency or deformities and not eye

diseases.

The oplithaJdmo logist is a medical doctor who has completed a 3-5
year residency program after one year 1interushiproceeded by
4 years of college and A years of medical school. He is trained
in the diagnosis and treatment, of ocular dysfunction and disease
and in the use of all techniques or treatment including drugs,

surgery, laser photoceagulation, radiation, etc. Because he has
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been trained as a general physician first, his perspective of

the eye 1is broader than the optometrist. He views the eye and
its diseases within the context of the whole body physiology

and pathology. Further, refraction to the ophthalmologist

is viewed as only one necessary step in a differential diagnosis
of the patient®s complaint, Table 1 demonstrated the overall
education and numbers of optometrists and ophthalmologists.

From Table 1 it is evident that ophthalmologists have much more
training in pharmacology and pathology than the optometrists.
Still the optometrists continue to compare their curriculum hours
to dental school curriculum hours. This 1is like comparing apples
to oranges. They are not asking to use the drugs dentists use

or to diagnose oral pathology. They are asking to do what the
ophthalmologist does. Therefore, it is more accurate to compare
ophthalmologists curriculum hours to optometric curriculum hours.

(Please read Ref./M3, which explains this point in detail for the State of Alaska)

Table 2™ gives a comparison of consumer services offered by

ophthalmologists and optometrists. It is quite apparent that
there 1is considerable overlap. This 1is most apparent with respect
to refractions. The optometrist obviously can do some of the

things the ophthalmologist can do; the ophthalmologist can do all
of the things the optometrist can do, has the education to better
interpret the data acquired, and provide medical/surgical treat—
ment. The ophthalmologist 1is trained to provide complete eye care
nnd to evaluate ocular dysfunction in the context of total body
physiology and pathology. Although the overlap of professional
services 1is greatest for refractions, this 1is a source of con-—

siderable consumer spending in both professions.

ECONOMICS (AND PRACTICE)?

Table 3J shows the substantial number of public dollars which

are expended for eye care. A total of approximately $4,135

million dollars were spent in 1975 for vision care services.*?~

The national consumer spending for ophthalmic surgery 1is not listed
This would mnke the total ophthalmologic dollar spent on eye

care far greater than the optometric dollar. IfT optometrists

are allowed to expand the scope of their practice through the

use of diagnostic drugs, the price of the basic eye examination

would undoubtedly rise. Proposed national health care legislation



can be expected to impact heavily upon thmfjwfigures. For
example, 1if the Kennedy-Mills proposal were to include coverage

of sight correction services, total spending for these services
would rise by 21% or $866 million dollars per year. It is

obvious that there will be considerable effort by vision care
providers to ensure their fullest possible participating 1in

this program. The economic stakes are very high.” This makes

it very clear why optometry has put on an aggressive nationally
organized push to legislate themselves 1into a better position

to compete for this consumer dollar. Even though the optometrists
in the State of Alaska suggest that this is not a "money bill"™ “=¢
it is. It is merely the first step toward the national optometric
goal to attempt to become the primary eye care provider. We should expect
that in the future the Alaska optometrists to follow the attempt
of other states optometric associations to next try for the
priviledge to use these same diagnostic drugs as theraputic
agents. An attempt was made in West Virginia to legislate the

privilage of eye surgery but this was defeated.

The optometrists have claimed at their bill hearings in the

lower 48 that they see 70% of the eye consumer and therefore arc

the point of first entry into the eye care system. Looking first

at the source of this claim and national statistics, the fallacy

of this claim is demonstrated. They have erroneously assumed that
the average number of eye consumers seen by each practitioner is
the same. Thus the source of the fallacy: that since they compose
70% of the national work force they see 70% of the eye consummers.
Table 1, indicates the total number of practitioners 1in each group.O
The median number of patients seen per week by optometrists was
43.2; the median seen by ophthalmologist was 102.7 The ophthalmol —
ogist sees more than twice as many patients as the optometrist while
he comprises only 30% of the work force. It is, therefore, clear
that the ophthalmologists care for half the patients, while the
optometrists, comprising 70% of the national work force, care for
the other half. The statistics 1in Alaska show that there is

a total of 40 optometrists” and 25 ophthalmologists.10 Thus the



ophthalmologists make up 39% of the state work force and the
optometrists 61%. Applying the same national ratio of eye
consumers seen by optometrists and ophthalmologists, it 1is
evident that the ophthalmologists see 56% of the eye care
consumer,but makes up 39% of the state work force. The accur —
acy of the ratio of two to one was checked 1in the city of
Anchorage by comparing the number of eye consumers seen by the
most active ophthalmologist in town-40-50 eye consumers-as
compared to the most active optometrist in town-20-25 eye con-
sumers-seen in one day.These figures would seem to indicate
that although ophthalmologists are a smaller group than opto—
metrists, the public will work out their services given a

free market choice.” On this point,the eye consumer 1in the
State of Alaska has ready access to the ophthalmologic eye
care providers. Some of the states in the lower 48 are mainly
rural and ophthalmologists are congregated in the metropolitan
areas and the optometrists are distributed over the rural areas.
However, much of Alaska 1is "bush country"™, so that the ophthal —
mologists and optometrists are both congregated in Anchorage, Fair—
banks, Kenai Peninsula and the southeast. There are only two
areas (Rodiak and Bethel) that have a full time optometrist and
no full time ophthalmologist, Table-Map 5,6. However, there
are other medical doctors 1in these communities with "medical
know how"™ and there are airports for evacuation in the case of
eye emergencies. Furthermore, Kodiak and Bethel are visited

on a regular basis by itinerant ophthalmologists. In fact,
most areas 1in Alaska are served by 1itinerant ophthalmologists
both by the Alaska Native Service and by private practicing
ophthalmologists, Table-Map 6. In the 14 other states where a
similar bill was passed,, these states were mainly rural with a
maldistribution of ophthalmologists. In these states this was
the main reason for passing this legislation. Therefore, this
argument for passing house bill 74 or senate bill 75 does not apply to the State
of Alaska, because the distribution of ophthalmologists 1is
essentially 1identical to that of the optometrists. Thus, the

health services of ophthalmologists are readily available to
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people in all sections of the state and in many small commun—

ities through the itinerant program.

In the states where optometric drug laws are in effect, optom-—
etrists who which to use drugs much take short slide and lecture
courses on pharmacology. This has or will create two classes

of optometrists, which can only lead to additional consumer
confusion about a profession already shrouded 1in confusion. In
addition, the use of drugs by optometrists could falsely lead
patients to believe diagnostic expertise is available fronm

optometrists.

It is misleading to the consumer and legislature to imply that
any drug 1is purely diagnostic. Each of the classes of drugs
asked for by optometry have therapeutic uses. Will the opto—
metrists resist the temptation to use these drugs to treat

conditions beyond their knowledge and skill?

It has heen said by the optometrists that they would 1like to use

dilating eye drops also in the their bush clinics when they see

Alaska natives. A unique situation exists within the native
population of Alaska. The incidence of angle closure glaucoma
is 1 in 1,800, not 1 in 20,000 as 1in caucasions. To allow the

optometrist to use these dilating eye drops would result 1in

many more cases of acute angle closure glaucoma, for which they
are not trained to treat, and which requires quick nnd effective
treatment to prevent blindness. Sometimes angle closure glaucoma
requires administration of intravenous Diamox, Manitol or urea.

This would result in further expenditure of health care dollars.

LEGISLATIVE DUTY FOR THE EYE CARE CONSUMER:

As practitioners of an occupation which deals with the integrity

of eyesight, optometrists have been recognized by the Washington
. . 12 .

Legislators as members of a "learned profession". Professionals

who deliver health care may be regulated by the state via 1its



police powers to oversee those activities which are involved

with health, education and Welfare.l3 The healing arts parti—
cularly have been the subject of regulator¥ legislation which
specifies strict requirements for the pracfive of such profes-
sions.14 The 1intent of such restrictive legislation 1is avowadly
the protection of the public against injuries it may suffer fronm
the conduct of such business or calling.”? The state may reason—
ably impose any condition precedent to the grant of its concent

to practive a healing art, which has a real and rational relation

to that objective.”

The usual means taken by the state in applying these conditions
as quality standards has been by imposing licensing requirements
and by carefully defining the particular professions involved.”
Constitutional challenges to this power of the state have been

universally defeated when that power has been reasonably

exercised.”

Licensing requirements usually specify minimum standards of
professional competence for the profession covered and frequently
the definition of the profession gives broad areas of practice
which will be considered appropriate for the practitioner seeking
licensure. Additional restrictions upon the practice can be
found 1in state statutes which define unprofessional or unethical

conduct.

The above state powers are broad and greatly influence the scope
and freedom of practice by the health care provider. Although

the right to follow a profession 1is recognized as a valuable
property riglit which 1is constitutionally protected,20 such a right
is not absolute; there 1is no natural or vested right to practive
within the healing professions. Any such right 1is a conditional
use.21

The justification for such regulations lies in a perceived right
and duty of the legislature to protect the citizens of the state
from incompetents and fraudulent health practitioners.22 The
Washington Constitution specifically vests exclusive authority

in the legislature to:
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"_..regulate the practice of medicine and surgery and the

sale of drugs and medicines."23

From this, courts have construed legislative authority to regulate,

by means of separate statutory licensing rgquirements, all of the

various professions and occupations engaged in health care delivery.

This 1includes many professions which are not obviously 1included in
...the practive of medicine..."24 Further, the state has the

power to define what constitutes the practive of any profession

and may then confine practitioners of various health disciplines

to the particular system of practive in which they have been

educa ted.

This 1is a logical stance for the legislature to take. If the
legislature has an avowed interest 1in protecting the public,26 it
must make seme attempt at defining the scope of appropriate prac—
tice which each class may safely employ and to license those within
each class to practice upon the public only those skills for which
they have demonstrated competent training. That includes courses,
testing and most important of all, clinical experience under super—
vision. This 1s the legislative intent 1in enacting licensing
statutes.27 This reasoning is followed with consistency 1in cases

involving almost every viewpoint and aspect of health care.

Great latitutde 1is given by the courts to the legislature in
defining 1its public health goals. However, the goal 1is universally
state* to be the protection of public health. Health legislation

is not. passed to promote the personal ends of individuals or to
enhance the status or prestige of any given class of practitioners.29
Although the legislature may enact such regulatory legislation as
it may consider necessary, there must be a rational basis upon
which the legislative determination rests.30 This cannot be
interpreted as meaning anything less than that such legislation
must appear to be rationally directed toward the achievement of
the stated legislative goal and to be reasonably rational in the

means which it seeks to achieve that goal.
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Goal - As noted above, the frequently given objective for regulation
of health care providers is the protection of the public from incom—
petent practitioners.

This goal is stated to exist even if it deprives a citizen of a right
he otherwise might enjoy in the pursuit of his profession.”2

This reasoning leads to the conclusion that the legislature has the
duty to ensure that its acts and statutes do not tend to increase
public exposure to health risk.-"-5 The stated legislative goal is
increased public protection, not increased public risk. Ncwhere does
case law state that public protection will be qualified - i.e., that
the legislature may increase the risk "a little bit™, but not "a lot".
No such slippery subjective terms appear. The intent is protection.
The language is explicit.

Means - The means by which the legislature attempts to arrive at its
stated goal must be reasonable and rational.34 u ie means which have been
used by all states to regulate the professions have been noted above. The
states have attempted to ensure the competency of each practitioner and
then limit each to the area of practice embraced within the training

which that practitioner has received.35 if this means anything, it

must mean that before the provider is allowed to administer to an
uninformed public, (45% of the public does not know the difference

between an ophthalmologist and an optometrist)” he must provide

evidence of training sufficient to ensure the public from health care
which is 1inadequate. Such inadequacy can range from innocuously improper
diagnoses which are nonetheless economically costly, to disabling or

fatal mistakes in clinical judgement - either diagnostic or the end result
of therapeutics.

Insofar as it can ever be sure of the quality of professional, performance, the

state has two related ways to oversee clinical performance.

The
its
and

the

state may require evidence of formal professional training which has ns
foundation and primary goal, a strong commitment to an understanding
clinical, application of those methods, techniques and material to which

public will be exposed nnd which will place It at risk. Such training

must satisfactorily convince the legislature that which it certifies the

practitioner, the legislative duty to prevent risk of public harm has been met.

Using the data presented In the first portion of this testimony, it is

apparent that optometric training as it now exists in the State of Alaska

is not. directed toward a broad understanding of human pathology/physiology/

. - . 41 o -
pharmacology with supervlzed clinical experience. Training Is limited to

a superficial, most theoretical, presentation of data concerning ocular

dysfunction with inadequate clinical supervised experience. Not only do

the

data show that the instruction given the optometric student 1is very

limited, hut little or no integration of visual disease/function



is made with “whole body"™ disease/function. The eye is studied

in isolation as an optical instrument. To use an analogy, an
operating room nurse could teach an optometrist about eye surgery,
just as a pharmacologist Ph.D. can teach an optometrist about
pharmacology. However, no one would want an optometrist to per —
form surgery with an education based only on lectures and theor—
etical familiarity with the subject. The prescribing and using

of drugs, just like the performance of surgery, must be founded

on a broad-based curriculum involving many hours of supervised
clinical experience using drugs. To allow any health care provider
to practice with only limited classroom experience and testing
violates the legislative duty to protect the public from risk of

incompetency from lack of clinical experience.”

As a second step, the legislature can require continuing education
for those practitioners who have already completed broad formal
training upon which additional, up-dated information may be ration—
ally correlated. This type of post-graduate 1instruction always
preseumcs 1in-depth background knowledge. It Is used to present
newly altered clinical concepts or additional practical experience
(e.g., using operating microscopes, intraocular lens Implants, vitrectomies, etc)
for tbose practitioners with clinical experience sufficient to allow
them to understand the usefulness or pitfalls, to see the advantages
or clear disadvantages, to comprehend the clinical reliability or
dangers of the material whicli the course ie; presenting. Crash
courses which 1involve totally now material, presented to practition—
ers without that clinical judgement or experience necessary to
actually grasp the real impact of the data presented, lot alone the
nuances, can be expected to create clinicians who will Lest their
newly acquired knowlege In the public sphere. The hazards of such
an apprnoch are obvious. Again, such an approach does not satisfy

the legislative duty to reduce public risk.

I must conclude that for the state to allow graduates of optometric
schools, who are unnrgunbly well-trained In the limited sphere of

practice which optometry lias exercised to date, to extend their



clincial practice to include the application of drugs to tho eye
would be an irrational approach toward the protection of public
health_.”~ If the curricula of optometric schools demonstrated
sufficiently integrated instruction in human anatomy/pharmacology/
physiology/pathology to provide the optometric graduate with an
adequate basis for making appropriate clinical decisions of
diagnosis, then such a legislative extension of clinical opportunity,
and responsibility would be reasonable. Crash courses are not an
adequate substitue®®
ience .M

for many hours of supervised clinical exper—

It should be repeated that the strong interest of the state 1in
protecting the public, has traditionally and appropriately placed
rigid conditions and restrictions upon the right to affect public
health.”9 It should also be repeated that this power to restrict
health care practice 1is recognized as proper regardless of its
effect upon the economic interests of those regulated."®

It is doubtfull that an informed public would voluntarily accept

a role as an on-the-job training clinical practice model so that

the optometrists can gain the clinical experience needed to use
drugs. The consumer public currently has expectations which include
a higher standard of knowledge by the medical service provider than
ever before. These expectations directly flow from the public®s
increased understanding that they each, ns individual complex
biologic units, are biochemically affected in manifold ways via

the environment, foods and drugs. Any legislative change which
would franchise greater administration of drugs and which simultan—
eously does not require firm, convincing evidence, of a profound
understanding of the disease to be detected,its effect on the human
body, the biochemistry of the dr.ug to be used, Ignores the public
right to be protected from incoinpotency and the public right to

make decisions concerning i1ts health care. The public has a right
to understand that any practitioner, presuming to diagnosis ocular
disease that usually have total body manifestations, 1is making
diagnostic decisions based upon training which comprehends all of
the above principles.



1v.

AGENCY ACTION FOR ASSURRANCE OF THE HIGHEST QUALITY EYE
CARE FOR THE CONSUMER.

o
The public should be able to rely upon state certification
of corapetency. Legislation which does not demand evidence
of such competency before certification fails in itsduty to

provide public protection in matters of health.

Currently, states have little control over the calibre of

training which optometrists acquire prior to licensure. An
optometrist may have trained in an optometric school unaffiliated
with any medical center, he may have obtained the minimal training
necessary to qualify for graduation, but once having graduated,

he can apply for and obtain a license with ease/""

The State Board of Optometry certifies the competency to use drugs

of those optometrists which it approves for licensing.”2 two problems
are immediately apparent:

1) The members of the Board of Optometry have little personal
experience 1in ocular pharmacology, ocular pathology, and
diagnosis. They are themselves graduate of optometry schools
which have offered limited training because the board members
took their training when little time was devoted to course work
in pharmacology, and now have Jlittle experience with drugs.

It is difficult to see how such a Board can adequately evaluate
such clinical ability in optometric applicants for licensure,
nor 1is it clear how such a Board can construct any “refresherl
course that would adequately prepare the optometrist for his
broadened responsibilities. What 1is usually used 1is a “canned"

course, prepared elsewhere.

2) The ability of the Board to carry out its mandate to protect
the public from those few individuals that would use these
diagnostic drugs also as theraputic drrgs would find themselves
in a frustrated position. The Board can do nothing to prevent
this and the fine for practicing medicine without a medical

license is only $100.00.



The regulation of the profession by the Optometric Board
will be considered appropriate so long as it is reasonable
and necessary 1in the interest of health, safety of the people.”
Licensing of optometrists by a Board itself lacking in the
necessary qualifications to evaluate clinical performance
and knowledge, 1is manifestly unreasonable. To grant the
right to optometrists to use diagnostic drugs who are poorly
qualified to do so, 1is not a reasonable, or an appropriate,

or a necessary means of ®rotecting“the public health.

The regulation of the practice of optometry 1is not for the
benefit of the licensee, but for the state and its people.”
Certainly, 1if the practice of medicine and surgery 1is a proper
subject for careful and precise legislation, so also should be

legislation which concerns eye care and those who provide it
to the public.”?

CONCLUSION

Having looked critically at the past trend toward the expansion

of optometric sercies into medical care, and with the present trend
of more and more states defeating this kind of bill, it is proper
that some statement he made regarding an appropriate role for this

vision care professional.

IT the optometrist will be expected to diagnose eye disease,

then one of two events must occur:

1) optometric training must be upgraded substantially enough
to provide him with clinical expertise sufficient to satisfy

appropriate public, expectations of high competenccy; or

2) optometrists must work 1in an association with ophthalmologists
close enough to provide for the day-to-day transmission of
diagnotic information from the M.D. to the 0.D., and allow the
latter to obtain practical 1involvement in treatment rationals
and administration. This would be similar to the military,
Veterans Administration and Alaska Native Service, where tho
optometrist use these drugs under the direct supervision of

tlie oph tha Imo legists. A



Having once recoginzed the above solutions two problems
immediately present themselves. The first solution would

require the relocation of optometric schools to permit inte—
gration with medical training and include a complete restruc—
turing of optometric training. So much change would be needed
that any difference between the ophthalmologist and optometrist
would evaporate. However, if any group of practitioners pre—
sumes to medically minister to the public it must accept the
rigorous training which must preceed such responsibility. There
is no quick and easy path to competent understanding of a subject

becoming increasingly complex year-by-year.The optometrists seem
to want to becgme doctors, but do not want to go through the extensive number
of years training 1t requires. This is particularly true when the results of
error or incompetency can be blindness.

The second solution, close day-to-day association of optometrist/

ophthalmologist, creates a psychological hurdle - perhaps an
economic one as well. Optometrists would be required to visualize
themselves 1in a supportive role. This 1is difficult for any pro—

fessional to do, especially if he has historically been conditioned
to see himself as a member of a separate group, practicing 1independ—
ently. So long as he can offer only limited eye care, he is in a
supportive role to those who offer: complete eye care. This cooper —
ative association 1is currently working well in the Veteran
Administration System, the military and the Alaska Native Service

It could work well 1in private care.

Finally, 1if state legislatures believe that it is proper to ex"pnnd
the medical opportunities of this health-care group of practitioners
via redefinition and short-course catch-up lectures without restruc—
turing fundamental educational requirements and experience, there
can be little rationale for not doing the same for aj.1 paramedical

groups, e.g. naturopaths, acupuncturists, and faith healers.

Rationally, the legislature must either strictly require very high
state-of-the-art medical training standards to protect |Its citizens
or it should minimize that responsibility and lower |Its standards
to permit each group to economically advance at the public expense.

The latter practice would also reduce the educational time and



experience required to produce speciralist M.D."s- but, of

course, such physicians would be recognized as marginally or
totally 1incompetent. Should the standard be any different
for optometrists who wish to medically diagnose eye disease

that i1s so closely linked with the body as a hole functioning
unit?

Thank you for your time and the opportunity to present this view
indorsed by the State Ophthalmologic Association.



TABLE 2

PH. D. THESIS BY DON C. PEARSON, M. D. - APRIL 28, 1977 - WORTHEN
THE OPHTHALMOLOGIC OPTOMETRIC INTERFACE T. A. A. 0. 0. 1977

Service offered by Optometrist and Ophthalmologist:

Service Optomet ris ts Ophthalmologists
Refraction 99% 99. 5%
Ophthalmoscopy 92% 99.5%
Contact Lenses 79% 58%
Visual Fields 75% 9A%
Tonometry 66% 99.5%
Orthoptics 50% 53%
Low-vision aids A.0% 55%
Biomicroscopy 32% 99. 5%
Aniseikonic Testing 8% 9%
Treatment of eye disease 1-2% 100%

West Virginia and
North Carolina

Surgery 0% 99k
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TABLE 1
SYMPOSIUM ON LEGISLATION

PH. D. THESIS BY DON C. PEARSON, M. D.
THE OPHTHALMOLOGIC OPTOMETRIC INTERFACE

Comparison

Optometrists

License In all states as
optometrists

Prerequisite 2 yrs. of college
(60% of beginning
students have bac—
calaureate degree
or higher
Curriculunm

School or College

Pharmacology 6A hours*

126 hours **

Pathology 20-60 hours

Period of training A yrs (3A-36 months)

Time for education 6-8yrs (5A-72 months)

after high school Max. Ayr. undergrad.
Max. Ayr. Opt. college

Number of active

practicloners 21,900

Number of students A, 985

Total number of 2A ,933

practitioners and

students

Total number of eye 2A ,800 (70% of total)

professionals

Mr. George Hall"s report on

March 1, 1978 meeting of Legislative Coalition
Professionals.
126 hours - Southern College of Optometry

Mayo Clinic and lowa

- APRIL 28,
T. A, Al

Pennsylvania School

1977 - WORTHEN

0. 1977

of Optometry and Ophthalmology

Ophthalmologists

In all states as
Physicians and
Surgeons

Graduation from
Medical School
3 - A years

(M.D.)
College

Medical school intern—
ship, Postgraduate
(residency)

307*** (187 hrs. general
with 18 months
clinical and
120 hrs. ocular
with Ayrs. 6mo.
clinical

200 hours general, with

3 years clinical and

1A8 hours ocular with

3 years clinical

3-5yrs.
11-1Ayrs.

(36-60 months)
(120 months)

9,322
1,91A (residents)
10,A96

10,629 (30% of total)

of Optometry to

of Health Care



TABLE 3

CIVILIAN CONSUMER SPENDING FOR VISION CARE AND SIGHT CORRECTION

SERVICES IN 1975

OFFICES OF
OPTOMETRISTS
A. Expenditures
General examinations $525
Medical treatment 40

and therapy
Ophthalmic Services:
Corrective Eye glass

Lenses 865(49.6%)
Contact Lenses 285
Other 30
1,745

OFFICES OF
OPHTHALMOLOGISTS

$510
500

180(14%)
60

1,250

No optical shops
No surgery









FOOTNOTES:

1

Worthen: The Ophthalmologic-Optometric Interface.
Transactions of American Academy of Ophthalmology and
Otolaryngology *3:0P-155, 1977

Representativ of most ophthalmology residency programs, it

is that of the University of Minnesota, Mayo Clinic Graduate
School of Medicine. Following graduation from Medical school
and a general or specialty internship, the resident enters

a program which requires 65 hours a week of ophthalmologic
instruction; of this, approximately 8 hours a week is devoted
to formal, diadactic lecture, the remainder 1is clinical or
laboratory activity. This weekly schedule continues over a
twelve month academic year, for three years. Some of a nine
month written home study course administered by the Academy
of Ophthalmology. Some programs require an additional one
year of ophthalmology. Department of Ophthalmology, University
of Minnesota, Mayo Clinic Resident 1974-1977.

Curriculum,University of Minnesota College of Medicine. The
basic curriculum required of any candidate for an M.D. degree
includes 128 credit hours of ™Medical®™ subjects; this does
not includ clinical studies which are specifically directed
toward a specialty interest. Although optometrists may agrue
that these requirements are not appropriate for them, such an
analysis 1ignores the fact that in expanding their role into the
practice of medicine optometrists should be subjected to the
same educational requirements. Unfortunately, there is no
short-cut to professional competence. This is particularly
ture in the rapidly expanding and complex field of medicine.
The public has a right to demand strict legislative require—
ments before practitioners are certified as competent.

Worthen, note 1,0P-158, supra.

Trapnell, The Impact of NationalHealth Insurance on the Use

and Spending for Sight Correction Service, 1976. (This study

was underwritten by the American Optometric Association, and

the Optical Manufactures Association.) It reveals that optical
device sales represent 66% of the funds expended for optometric
services and 19% of funds expended for ophthalmologist services,
at Tabel 1 of the Trapwell Study.

This figure includes $920 million spent for optLclan and $220
spent by institutions. Those categories of service providers
are not 1included 1in this discussion since they are not involved
in patient care.

This economic 1impact will be divided not only by optometrist and
ophthalmologists, but also by opticians and lens/fram/contact
lens manufacturers.
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9 -

10-

11-

12-

Worthen, note , O0p-157, supra.

On Blue Shield Survey: In 1975, actuaries for Blue Shield

in Connecticut requested of optometrists data necessary to
project the cost of insurance covering optometric examinations.
One hundred sixty six out of 266 active optometrists responed
listing their age, number of years in practice, and number of
eye examinations performed each year, and the cost of an eye
examination, exclusive of the cost of glasses, so called service

charges or visual training. Similar data was gleaned from
ophthalmologists, It was concluded that the average optometrist
see 23.3 patients per week. Exclusive of patients seen for

medical surgical problems or for follow-up care, the average
ophthalmologist, of whom there are 160 in Connecticut, sees

56 patients per week for complete eye examinations. Also, 1if
this patients per examiner data 1is carried over to fit national
figures for the number of practicing 0.D."s and ophthalmologists
it indicates that about 60% of the primary eye care is rendered
by ophthalmologists 1in the United States right now.

A report prepared for the Optical Manufacturers Association by

a consulting actuarial firm (Trapnell Report-1975) presented

data based upon national surveys conducted 1in 1975. The reporters
estimated that approximately one-half of 50 million professional
eye examinations were done by ophthalmologists and one-half by
optometrists. This report dealt only with persons seeking entry
into the eye services field for so-called "sight correction”
services and did not count all of the services provided by
ophthalmologists otherwise for persons who seek out an ophthal —
mologists otherwise for persons who seek out an ophthalmologist

for treatment of medical and surgicrl problems. (Ophthalmologists
obviously do 100% of significant eye surgery and treatment of
major eye disease) It is remarkable to note that even though

there were approximately 10,000 practicing ophthalmologists, as
compared to 20,000 optometrists in the United States, that half
of the 50 million so-called "routine eye exams"™ were performed
by ophthalmologists during the year 1976.

Department of Commerce and Occupational Licensing

Obviously, where ophthalmologists are rare, optometrists see

the bulk of patients. However, public education, assistance

with payment of medical bills via Medicare and Medicaid, the

high mobility of todays population, and the trend toward urban
population clustering near ophthalmologists and other specialists
certainly influence this bias toward ophthalmologists.

R.C.W. 18.53.005 Legislative Declaration: "The legislature finds
and declares that the practice of optometry 1is a learned pro-—
fession and affeclLs the health, welfare and safety of the people
of the tills state, _.nd should be regulated 1in the public interest
and limited to qualified persons..." (Amendment 1975)
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14

15

16
17

18

19
20
21

22
23
24
25
26
27

28

29
30

31
32
33

34
35
36
37

Ellstad v Swayze, 15 Wash. 2d281, 130 P2d 354 (1942).
See also, Ketchum v. King Co. Medical Service Corp 81
Wash 2d 565, 502 P2d 1197, 1200 (1973)

Swayze, note 13, 353, supra.

Kelly v. Carroll, 36 Wash 2d 482, 219 P2d 79, 90.
(1950)

Campbell v. State, Id., at 462

Gellhorn has recently argued that state licensing statutes

are in fact attempts by the profession or occupation involved
to control competition by means of restrictive admission to
practice. Even Professor Gellhorn would admit that the licensing
of health professions 1is necessary and probably rises above
such critisism. Gellhorn, The Abuse of Occupational Licensing,
44 University of Chicago L.R.6, 1976.

Semmler v. Oregon State Dental Examiners, 294, U.S.608, 611,
(1934);State v. Wilson, 11 Wn. App. 916, 528 P2d 279 (1974)
R.C.W. 18.53.140

Laughney v. Maybury, 145 Wash. 146, 259 P.17 (1927)

Ellstad v. Swayze, note 47, 35!|, supra, Accord. Dantzler
Callison, 230 S.C. 75, 94 WE 2" 177, app, dismd. 352 U.S 939(1956)

Kelly v. carroll, note 15, 85, supra.

Art. 20, 2

Ellstad v. Swayze, note 13, 353, supr

State v . Bbomheam, 93 Wash 489, 161 P 377, 379 (191 6)
Kelly v. Carroll,

- State ex rel Fleming v. Cohn, 12Wash 2 425, 121 P2d 954 (1942)

-Ex parte Whitly, 144" Cal. 167

Accord, State v Ilauk, 32 Wash 2d68;, 203 P2 d 693(1949)

61 Am Jan 2d™ Physicians, Surgeons, and other Healers, 1.9;86
ALR 623, 624

, 77 P 879(1904)

-"lIt is enough that...it might be though that the particular

legislative measure was...rational..." Williamson y . Lee Optical
Co. , 348 U.S. 483, 488 (1955), Douglas, J., majority opinion)

See note 15, supra.

Cainpbe 11 v. State, note 15, supra.

"A law which reduces or prevents any jncrcaso in an ...evil
tends to safequard the public welfare.._*" Id. at 462 . (emphasis
added).

Williamson v. Lee Optleal, note 29, supra.
State v. Houck, note 27, 700, supra.
Worthen, note , O0p-160, supra.

"_..the legislature was careful to require definite knowledge
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AO

Al

A2

A3

West Virginia Statute 30-8-5 requires those optometrists who
wish to use drugs to complete those requirements which the
board of optometry may see fit to extablish. The board of
optometry requires attendance at a pharmacology course similar
to that described in note A3, infra.

Ellstad v. Swayze, note 13, supra.
Campbell v. State, note 15, supra.

R.C.W. 18.5A070

R.C.Ww. 18.5A.030 - In fact, the statute excludes from board
membership any optometrist "...who has any connection with any
school...of optometry..." It could be presumed that optometrists

teaching at optometric schools would be best qualified to judge
the qualifications of optometric candidates and possess the most

crrency in clinical information.

A letter from Leon Candenb, 0.D., Director Pennsylvania College
of Optome try describes the lecture outling 1in pharmacology used
by Kentucky, Florida, Pennsylvania and New Mexico. This course

involves participation by the optometrist 1in six weekend sessions

(Saturday and Sunday) and ends with a three hour examination

covering the presented material. A letter from Sam A. McConkey,M.D.

to the Honorable Charles Parr:

ON OPTOMETRISTS PRACTICING IN THE STATE OF ALASKA

According to figures obtained 1in February of 1978 from the
Department of Commerce, Division of Licensing, there are AO

licensed optometrists in Alaska. Their educational background
is as follows:

2A attended Pacific University College of Optometry(1951-1976)

5 attendedIlllinois College of Optometry (I1CO)
A from 19A8 to 1960 and 1 graduated 1in 1977
3 attended Southern College of Optometry
2 attended the University of Houston College of Optometry
1 attended Southern California College of Optometry
1

attended Los Angles College of Optometry (No longer listed

as an optometric school)

1 attended Northern Illinois College of Optometry (No longer

listed as an optometric school)

In one case, it is unkown to the Department of Commerce where

he went to school.

The following 1is a summary of pharmacology training at these
various 1institutions.

Pacific College of optometry has NO M.D., PhD., or anyone with

a masters or bachelors degree ::in pharmacology tcanning at
that institution.

Illinois College of Optometry, prior to 1960, had NO M.D.,
PhD., or anyone with a masters or bachelors degree 1in
pharmacology teaching. The one graduate of .197/ may have
been taught by one professor 1in the category of PhD. or
masters or bachelors degree.



AA

AS

A6

A7

Southern College of Optometry has NO M.D., PhD., or anyone
with a masters or bachelors degree in pharmacology teaching
at that institution.

University of Houston College of Optometry has NO M.D., PhD.,

or anyone with a masters or bachelors degree in pharmacology

teaching at that 1institution.

Southern California College of Optometry has NO M.D. teaching
in pharmacology; has two instructors listed as either a
PhD. or masters or bachelors degree.

It follows that at least from all the available evidence, the

maximum number of optometrist 1in the state that had any pharmacology

training from any qualified instructor at all, is two; one from
the I1llinois College of Optometry who graduated in 1977 and the
one graduate of Southern Calidfornia College of Optometry. It
appears that the maximum number of optometrists 1in the state that
had any pharmacology training from any M.D. or M.D./PhD. 1in
pharmacology 1is zero.

The maximum number of optometrist in the state that had any
instruction at all from any full-time M.D. on the staff of the
school 1is zero.

The maximum number of M.D."s in even a part-time capacity on

the staff of any school attended by 37 of the AO optometrists

in Alaska, is two. From a survey of the Blue Book of Optometry
which was Jlast issured 1in 1976, it appears that the maximum

number of members of the State Board cf Optometry that even have

a bachelors degree from any school 1is two of the six board members
that are listed. It would seem reasonable that there would be

an ophthalmologist either 1in the teaching or in the clinical
aspect of optometric education, but it appears from the available
evidence, that the maximum number of optometrists currently prac-—
ticing in Alaska that had any full or part-time instruction,
either by lecture or 1in the clinical setting by an ophthalmologist
is zero.

- State v. Spino, 61 Wash 2~ 2A6, 377 p2~ 868, 870 (1963)
- Pennington v . Bencl1ll1l1, 15 Cal App 2~ 316, 59 P2dAAS8

- Campbell v. State, note 15, A66, supra.

The AAO Novo-Dec. 197 7. "AGREEMENT REACHED ON DEFINITION OF
MILITARY OPTOMETRIST- The army, Navy and Air Force have agreed
on n common definition 1limiting the services optometrist may
render to military personnel. Prior to the new definition, the
three military branches had differing definitions which the AAOQ
mailed to all state ophthalmological societies earlier in the
year. On June 15th James W. Forlstel, AAO Congressional Liason,
met with Robert Smith, M.D., Assistant Defense Secretary for
Medicine, who was attempting to have all three of the service's
Surgeons General agree on a common definition. In September,
they reached agreement on the following single definition.

"The optometric clinic provides optometric patient services
under medical supervision. Optometrist examine the eyes and



adnexa to include refraction and other procedures, prescribe
lenses to correct refractive errors and imporve vision. They
refer patients to physicians for diagnosis and treatment of
suspected disease. Optometrists use appropriate drugs to

perform optometric procedures. When using these drugs, immediate
medical care 1is available 1iIn" the event of adverse reaction. ™

A8 - The optical Journal and Review of Optometry, June 15, 1976
Volume 113 No. 6
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A AO Program

Attracts Residents

Over 190 o hthalmolo res
Hents attended a §Ero ams %
the Amerrcan As ocl tron ht

moor%entrte "TIps on Startrn Your
self ractrcE he (ﬂro ram, s a special
servrce to ophtha residents; was
auring t eCAtnnuN| Meetrng g
nsas Ci ssourl, an was
congucted% &eor %S onomikes, Pres-
dent, Conomr es Associates, Inc. Robert
J.Crossen, M.D., Chairman, AAO Coun-
crl on Ways, Meansand Finance, opened
the prograr by extending a Welcone {0
thecresr ents.
onomr es Associates, Inc., a pro-
essrfona bmeddrcal |\r;lranagrer(rjselnlt:z consult-
ased in Marina de
to?nra asworked with a? P J d
cal practices throughout  th nrted
States and through thé sponsorsh of the
AAO has conduCted an annual series of
workshoPs for ophthalmology  residents
and oph halmolo rsts In practice. For a
complete sched ue ractice mana e-
ment workshops for 1979 see page I
The AAO was happy to have served the
resrdents by sponsor ng the program in
Dallas an Pes thata residents who
attended ene1 ted T m Mr. Conomikes'
en><er)rertrse In the area of practice manage-

U.S. Liable for

Failure of Military
Optometrist to Refer
a Patient

TheUnrtedS trrctC urt for the
rstr oan ertK feele, fc. V.
nre s o} nca No F5-27 Civil)

October 20, 1978 concluded that the

arlureo amilitar 8pt?metrrst to refer a

fotd fMtient, a miedica mrrtar% Ren-
ent toamedrca practitioner” as ota

%mentca butavrolatron ofthe ov
ernr g ‘principles of professional §

T |s ruling under the Federal Tort
Clarms Act ( 1346(b)|he|d that
an elg teyear -old bo son of a sol rer
who. rec

ived med rca care at t e ye
Clinic, Bassett Army Hospital, ar
wrrght Alaska coud rec ver for the l0ss
of his rig teye T gmrrtarcy %tometrrst
examrned th ecempe

anf| in an(uar t1974 ahntd found " i

re ex" and limite ercepti rr
PRStsw rep rescrrb% a dthec |Id%e_
nstructe to return for follow- uf In our
months. When seen on June 10,1974 his
right eye had limited eye perception. On

J une 1(1974 ano hthalmo tf un
t d's T hte esse nt
In amatory twa Invo ve atumor
and a retinol detfrfhment T e eye was
atler rem%ed as lire threat[%mtng  ud

N an e opinion, District Judge
P R
man diseases WhIC|‘? ma b% dPscovered
geye examination. The are not permit-
téd ‘under recogmzed tometrrc stan-
dards to undertake a definite dratﬂnosrs
but recognize this as the responsrb ity of
am drcal dactor. Obvrous[y It 1S fore
seeable that failure to refer 0 a qualified
medical practitioner, when required t
do 5o, will result rn delay of diagnosis an
the rnstrtutron o treatment; so it proved

be In Trm? iyscase At the ti ethe
referra u'as findlly made to an ophthal-
mologist, it was foo late. Time had run
out, and theonly thm%that could be done
was to remove th

| conclude hhat the %Iarntr IS entrtled
{0 recover In tnis actro from the Uniteg
States for the loss of Timothy's right eye."

Capt. Blais To Head

Navy Eye Care Unit

Navy Captam Bernard R. Blajs is the
first ophthalmologist assig ned to the
Navy's Bureau of edrcne an Sur%ery
In the capacity of an opnthalmologis

Dr, Blais' responsipilities will include
coordination of medical and visual eye

g%heneflor !ulg\th ages{gnar“dede(“y%‘gs ent
of asig coulse”rVﬁronB ram Wltt !

the Navy to the requireéments of th
Occupa)tronal Sarety gnd Heatth Act

ftssr ned to the Occu% ational and

Preventrve Medicine Division . of
Dr. Blais wil| serve as prrl)yect

manager of the Sjght Conservaion

ram for active duty Navy and Marine

orps personnel specifically and Civil
Service employees enerally.

A Professor of ur ery (Ophthal
molog at the %nr orme Servr es
Unrve srt of HeaIt Scrences Capt. Bars
has been actrve y Involved for many years
in the e ucatronal and socio-economic
aspects 0f medical eye care.

He earned his M. from the College of
Medrcrneofthe iversit ermont rn
an served his In erns
Ngva Hospital, Pé)rrs]rtrp]outh |Va Hrtstrhe
sidenc was in almology at the
Naval %os Ital PhrPadeI hia, a% he also
[frent a (ye rat theArme Forces Instityte
In Washington, D.C., under
a Fellowshrp |n O hthdlmic, Path%lo y

Dr. Blais has heen certr ied
American Board of Ophthalmo| ody srnce
1% and 1S a Ion? -term member-of the

American Association of Ophthalmology.
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MACHINE SIMPLIFIES EYE TESTSj

LV} ) I )

With this space-age computerized "device, MM  Dr. Bill Faulkner adjusts controls for a seat—

technicians can have a patient 3 glasses pre— ed patient. At the other end of the machine

scription inhand inabout a minute and a half. optometric technician _Carolxn Hazel pre—

However, traditional procedures are still fol— pares to take the reading, printed out on a

lowed for much of the examination. At left,) small slipof paper. ,, t /

I

[0 Help Determine Byegjass Neads

An automatic vrﬂon refractor, , It can ePICk qu earlg clues o glau-  orso, Lo
[x>m of space- ag no ogy, now 15/ ~coma and cataracts by poinfing out The r%fractron exa maéron 1S

INService InAn that not enough |l hts etting into J sr atient looks directl
'T‘h comRHterrze m?chrn% takes tne r?trentse esg Jetiing J) the computer.screen, a tec”
1rust seconas tq estah f cr%r he. .computer-hase ﬁchrne lan at the J)osrte end’ ressesa
ect prescrr tlon Tor eyeqlasses. Was rr ina aeve og% 8 - Mon and e sees a pale green
Ratrentér tosnr]rgeeeecojo(s)nr;orasoeg r“s(t)Patron rt(r))nteustlt'\t aenvrsr no a?Eh”) L oneeye al  ime

E/(hrc correction heqps hrW 0 See  nauts, j e The readout tells the %e ree of

\V Anot ergac a%t %§n0es h)e Rears dness or farsr dnes

the atient can't § eak rvtedtoo C |gma| Sln ea
the ewrﬁ J Y@E) ol ame er [ﬁma St n ¥e unH where It's ocated orBt
P'C outt proper correc on, at coma. Instead of actua y tou

eye’s axis.

? g t e eze all to test Inne ressure The machrne maqufactured by
nsta Eat the Anchorat%e EY W machine [r]neasure e- Acuity Jste (If)c Reston
thnrc Y a- cors ressureb lowing.a whi L costs ah omPan tec hr-
crne rst on onern aska, Ir Info each eye vice clans,a raining clinic staff in

f]ctans at e cenqgf ggfsothtfrhev%h,t geen In use in locnl offrces ?orayear use of tho machrne

Doy W e
iﬁj rove |nv[a|uahPe In detec?rung the

proper visual prescription. It™ wil Municipality of Anchorago



HOW CAN | FIND OUT WHETHER
MY EYES ARE WORKING RIGHT
OR NOT?

It isimportant that you receive a
thorouj®i examination to determine
how well your eyes are doing their
job. A member of the American
Optometric Association is a highly
skilled doctor of optometry.

To become licensed to practice,
today's optometrist must have a

of two to three years un-

dergraduate college education plus at
least four years at a specialized college
of optometry. Doctors of optometry
who are members ofthe AOA are
Totally committed to the ideal that
every member of your family should
receive the best vision care possible.

WHAT CAN AN OPTOMETRIST

IX) FOR ME?
Hopefully, the results ol your optiv
metric examination will show that
ytxt liavc no need for corrective
lenses. If this is the case, sugges-
tions may be made as to Irow

Thisamazing instrumentis called a
phoropter. It contains almost e\ery
possible lens combination. It can
help determine which prescription
is bestfor you.

you can practice good visual habits to
prevent problems in the future, or
keep a minimal vision problem from
progressing.

if a vision problem isdetected
and you are already wearing glasses,
your optometrist can update your
prescription to make up for the
changes that may have taken place in
your eyes. If contact lenses are
necessary or preferred to glasses, your
family optometrist is highly qualified
and skilled, through years of educa-
tion and clinical experience, to priv
vide you with the care and follow-up
to ensure a proper fit and healthy
eyes. Or a pn>gram of
vision therapy

may be needed or recommended to
improve inadequate vision skills.

You should Know that besides
being able to detect conditions such
as glaucoma or cataracts, adoctor of
optometry may detect signs of dis-
eases that are not directly related to
vision but tliat show up in the eye.
By looking into your eye with a spe-
cial instrument, an optometrist can
see blcxxJ vessels and the optic nerve,
the only visible part of the nervous
system. Among conditions which
may he detected hy internal eye
examination are hypertension and
diabetes. When signs or symptoms
are discovered you will be referred to
your family physician or other healdr
care practitioner if necessary.

WHEN SHOULD | SEE AN
OPTOMETRIST?
Tire American Optometric Associa-
tion recommends that regular eye
examinations be considered a matter
of routine preventive care. All chil-
dren should have examinations by
three years of age and regularly dur-
ing sch(x)l years. After age 20, you
should see an optometrist at least
every two years. After age 35 ycxi
should have an examination
every year, or .isoften asrecom-
mended hy your optometrist.

But basically the answer to the
question of "when should | sec
an optometrist?" is"NOW."

Your eyes are always changing,

and if you haven’t had them
examined recently, the Amen-

can Optometric Association urges
you to do so assixin us possible.
There isa lot more to g<xx| vision
than just passing an eye chart test.
20/20 vision isn't enough.

Your Family DoctorofOptometry. The person to see.

-1l

Imi bk A

And keep seeing.

N

American Optometric Association



