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ABSTRACT

The scope of the profession of optometry has advanced considerably in recent decades. Much of this is a result of the experience of optometry officers
in the military using pharmaceutical agents in the performance of their duties before it was permitted in civilian practice. Uniformed officers and
veteran optometrists were pivotal in the legislative expansion of the profession.
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It may be argued that no profession has advanced further
in recent decades than the profession of optometry. Several
factors led to expanded state license authority of optometry to
include the use of Diagnostic Pharmaceutical Agents (DPAs) and
Therapeutic Pharmaceutical Agents (TPAs). One major element
to this end was experience gained by doctors of optometry
(ODs) serving as officers in the military. The forces of political
medicine, particularly ophthalmology, fought hard to prevent
optometrists from gaining professional status as commissioned
officers. The commissioning of optometrists placed ODs in military
medical work environments with primary care practitioners,
ophthalmologists and other specialty-trained physicians. Two
things emanated from this. First, optometrists were exposed to
the use of DPAs and TPAs, as well as systemic pharmaceutical
agents used for ophthalmic conditions. The dangers of DPAs were
a significant factor of political medicine’s propaganda. It was said
major health events would occur, up to blindness and even death,
if optometrists were to utilize these agents. This exposure proved
to be false. Second, optometrists working alongside other health
care providers demonstrated the high level of education and
professionalism of optometry officers, gaining respect from other
health professionals.

The use of DPAs and TPAs became a significant part of
ophthalmological practice in the mid-20th century. Optometric
practice laws were enacted between 1901 and 1924. At that time,
pharmaceutical agents were not a significant part of eyecare
practice. However, most state laws forbade optometrists from
medical or surgical treatment. Many in the profession were
philosophically committed to the profession being drugless. In
fact, American Optometric Association resolutions at that time
stated optometry was a drugless profession and would not invade
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the domain of medicine. Because of the practice acts, optometrists
were not exposed to eyecare enhanced by pharmaceuticals.

Even within schools and colleges of optometry, education in

the clinical use of pharmaceuticals was very limited. Organized
ophthalmology limited members of their profession from teaching
in optometric institutions.*” However, commissioned optometrists
in uniform were often exposed to the use of pharmaceuticals

on a daily basis. Though ODs were not allowed to use DPAs
independently until the early 1980s,? they were often providing
primary eye care in ophthalmology departments. In smaller
optometry clinics where no ophthalmologist was assigned,
cycloplegic refractions and Schiotz tonometry were required to
be performed on applicants to the military academies and for
flight physicals. This was officially done “under the supervision” of a
physician, usually a general practitioner or flight surgeon. For the
most part there was no real supervision. As stated earlier, many

in the optometric profession at the time were philosophically
opposed to the use of DPAs. Through their experience, military
ODs found they were beneficial for several diagnostic procedures.
This created a generation gap within the profession to some
degree?® It was also found that, when used appropriately,

adverse events were rare, and no blindness nor loss of life were
documented. It is important to note that some ophthalmologists
were cooperative while others were not. In an extreme case,

the eye surgeon did not want ODs to use ophthalmoscopes.? In
another case, an optometry officer was threatened with an Article
15 (non-judicial punishment) for using a slit lamp biomicroscope.

The years of the Cold War required a large standing military,
thus many optometry graduates served as officers. During the
Vietnam Conflict, ODs were deployed to provide rapid resolution
of the effects of lost spectacles in the war zone, and frequently
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provided additional care. As a result, a significant number of young
practitioners had experience with both DPAs and TPAs. Having
benefited in their patient care by the use of pharmaceuticals

while in uniform, many were frustrated when they separated from
the military and were limited in civilian practice. This in part led

to the push for expanded authority in the civilian world. The first
call for this was by Dr. Alden “Norm"Haffner in an address in New
England in 1968. Three years later Rhode Island instituted the first
DPA law. This was the beginning of the change from detect to
diagnose. At least two active-duty optometrists testified before
state legislative bodies. Several veterans did the same. Though
experience with pharmaceuticals was beneficial, it is interesting to
note that military regulations did not allow the independent use
of DPAs and TPAs till the 1980s.2 In many cases, care was provided
under “medical supervision.In some cases, it was done more
independently through command authorization or extension of
services.'*™ Also, despite regulations forbidding the practice, some
credentialing bodies granted DPA and TPA privileges regardless,
perhaps through ignorance of the regulations.

The following are some examples of cases that occurred, some
before any state drug legislation and others when only two states
had TPA legislation, and a few had DPA legislation. At the time use
of these agents was not authorized by optometrists by regulations
in any service. These generally occurred in smaller clinics with no
assigned ophthalmologist, with command support and general
support of the medical staffs.*'* In most of these cases the
individuals were credentialed to provide advanced care either
through ignorance of the credentialing body or by direction of the
commander. There were some cases where expanded care was
provided by optometrists where general medical officers would
just sign the prescription.

The first case was at a Marine Corps base where health care was
provided by the Navy. Through command support, a full range
of DPAs, TPAs and trauma management by ODs was provided.
Rarely did patients require transport for more advanced care. The
optometrist also educated the medical staff on how to treat and
when to refer for optometric care.”

In another case, when the optometrist in-processed to the Army
duty station, he requested privileges to include the use of DPAs
and TPAs. In his packet, he included a copy of the newly enacted
West Virginia optometry law. The credentialing committee agreed
and passed their recommendation on to the commander, who
approved it. After months of practicing independently, the chief
of ophthalmology of Fitzsimons Army Medical Center reviewed
his records and found his practice was appropriate. However, for
political reasons his prescriptions now had to be co-signed by
a physician.'®In a similar small Army clinic, the newly assigned
optometry officer requested privileges to include expanded
scope. His request was denied because it violated regulations. The
ophthalmologist at the nearby Naval base, to whom he consulted,
refused to take referrals from the clinic medical staff, all of whom
were primary care physicians, unless they first saw the optometrist.
This was because many of their referrals were inappropriate (the
worst case possibly being an ambulance delivered emergency
referral at 2 a.m. for a subconjunctival hemorrhage). These
physicians then would send the patient to the optometrist with a
blank signed prescription form. Because of the political sensitivity
at the time, the optometrist requested an exception to policy to

allow him to provide expanded scope independently. This had to
be approved by the Army medical region in which the clinic was
located. The request was granted; however, it was feared that the
optometric independent management of eye disease could be
used politically by states pursuing TPA laws. The Army solution was
to state that the optometrist was under the direct supervision of
an ophthalmologist. The absurdity of the situation was that the
optometrist was in Chicago and the “supervising” ophthalmologist
was in Denver!

In at least four cases in the Navy, expanded privileges were
granted with command support, even though the regulations
forbade this level of credentialing for ODs. These again were
facilities without an ophthalmologist. Services were provided
without adverse effect and the medical staff supported
the process.'*™

Cases such as these were often used by state associations
pursuing expansion of scope of practice legislation. Many veteran
armed forces optometrists lobbied and testified for the bills.

One Army Vietnam veteran helped lead legislative battles in his
state to update scope of practice laws for the use of diagnostic
and therapeutic pharmaceutical agents and management of
glaucoma.” In another case, an Air Force optometrist, after the
military had changed its regulation to allow the use of DPAs and
TPAs, actually testified in a state legislature where a therapeutic bill
was pending. The bill was passed and signed by the governor.'?

To summarize, optometry, like all health professions, functions
under legislated state laws. The first optometric practice law
was enacted in 1901, and all jurisdictions had passed practice
legislation by 1924. The first DPA law was not enacted until 1971
followed by the first TPA law in 1976. All states authorized DPAs
by 1989 and TPAs by 1998.° The experience of many military
optometrists was pivotal in this process. Ironically, military
regulations allowing their independent utilization didn't occur
until the 1980s, after many state laws had been enacted.® Prior
to pharmaceutical privileges, only the detection of disease was
authorized, but with the passage of DPA and TPA legislation,
optometrists through their education, licensing and post-graduate
training gained the responsibility to diagnose and later treat and
manage, conditions of the eye and adnexa.
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