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Introduc)on to House Bill 349 

Submi&ed by Kimberly Licciardi M.D. 

 

I want to take a moment to highlight the fact that the optometry and 
ophthalmology professions have collaborated and worked together for decades. 
We work together every day and often, in the same practices with collegiality and 
mutual respect. Optometrists are our valued colleagues. Our profession could not 
survive without theirs, and vice versa. In fact, in 2021, the ophthalmology 
community supported the glaucoma expansion bill to allow for treatment of 
secondary glaucoma and remove barriers that existed for optometrists to obtain 
their glaucoma certification. We supported that 2021 bill as it was safe and in the 
best interests of our patients. That is not the case for House Bill 349. We oppose 
HB349. 

HB 349 seeks to allow optometrists, who are not medical doctors, to perform 
three laser surgeries. These surgical lasers are already performed by 
comprehensive ophthalmologists in our state. One procedure is a post -cataract 
surgery laser, and other two are very specific glaucoma lasers. These are once in a 
lifetime, non-urgent surgical procedures, some of which are declining in its clinical 
indication (Peripheral Iridotomy). These procedures require specialized 
knowledge and technical surgical skills that go beyond the scope of an 
optometrist's education and training, which are non-surgical.  

Presently, 41 states plus Puerto Rico and the District of Columbia, and the VA 
prohibit optometrists from performing laser eye surgery. We would be the only 
state in New England permitting optometrists to perform surgical lasers should 
this legislation pass. Vermont rejected this very same bill in recent years, 
acknowledging that this is not in their communities’ best interests.  

In Oklahoma, where optometrists can currently do these lasers, a study of 1,400 
procedures revealed that paWents were more likely to require addiWonal 
procedures when their surgery was performed by an optometrist. This adds to 
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increased costs and burden to the paWent. The claim that these are “simple” and 
“straight-forward” lasers are completely misleading and false. Every surgery, 
whether administered by scalpel or laser, is associated with risks.  You will hear 
about these procedures from my colleagues here today, who are all deeply 
concerned about this harmful legislature. An Oklahoma paWent, Vicki Rutledge, 
tesWfied in NH last year a\er she was blinded by a laser administered by an 
optometrist. These are real stories. The risks of surgery are exponenWally higher 
when a non-surgical profession is being tasked with surgical privileges. We do not 
wish to see these tragedies occur in New Hampshire. Vigorous surgical standards 
exist for a reason. Ophthalmologists are specifically educated and trained to 
perform surgeries. This requires not only a deep understanding of surgical 
anatomy but also the ability to handle associated complicaWons and post-
operaWve care. 

Other states that have passed similar legislation, such as Louisiana and 
Mississippi, require that optometrists have demonstrated laser/surgical 
coursework in optometry school or have completed the 32 hour “weekend 
course”, both of which we find inadequate with regards to surgical training. 
Optometrists receive little to no live patient experience in performing these 
complex laser eye surgeries.  

The proposed legislation would also allow for a completely self-regulating board 
which would be unprecedented in the state of NH and be the only such board to 
exist in the continental US. The current medical providers that have independent 
boards, such as dentistry, podiatry, and physical therapy, operate under the 
auspices of OPL and require state legislature approval before the allowance of any 
expansion of practice. Given that the board would consist of 4 optometrists and 
that there are only 250 licensed optometrists in the state of New Hampshire, we 
have concerns about potential bias should a patient complaint arising from a 
procedure performed by an optometrist be brought forward. In the few states 
that allow optometrists to perform these lasers, there is under-reporting of 
complications and poor outcomes.  
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Claims that young optometrists may be leaving our state to move to states where 
they can perform lasers are unsubstantiated. Of the 239 optometrists that filed 
Medicare Part B claims from 2013-2020, zero filed a part B claim elsewhere for 
laser surgery in 2021. This means if they relocated, they did so for other reasons. 
In fact, not being allowed to perform lasers is not stopping new, young 
optometrists from relocating to New Hampshire. From 2013-2023, New 
Hampshire has added 73 young optometrists, giving a growth rate of 45.8%. The 
population growth rate overall for the state has only been 5.6%. Young 
optometrists are coming to our state to take advantage of what our state has to 
offer, and that goes well beyond their licensing laws. We want to continue to 
attract quality providers for the right reasons, not because they can practice “at 
the top of their license”. 

Last year, we have heard the concerns about access to ophthalmic care, 
particularly in northern rural areas. As such, we have worked to formulate a 
solution that aims to bridge this gap while maintaining the high standards of care 
and patient safety. You will hear more about this from my colleagues. The 
solution is not to lower the standard of surgical care. Instead, we should work 
together collaboratively, understanding our differing expertise, and ensuring that 
surgical procedures are performed by those with the necessary training. Our 
community deserves that.  

 

 

Biography: 

My name is Dr. Kimberly Licciardi. I am an ophthalmologist pracWcing at New 
Hampshire Eye Associates in Manchester for the past 15 years. I am the 
Immediate Past President of the New Hampshire Society of Eye Physicians and 
Surgeons and currently serve on the Board of Directors for our society.  
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Training in Advanced Lasers and Surgery: Ophthalmology versus Optometry  

Submitted by Grant Schultheis M.D. 

 

My name is Grant Schultheis I am one of the ophthalmology residents at 
Dartmouth Hitchcock Medical Center in Lebanon.  

I hope to summarize the training currently necessary to do the procedures listed 
in HB349 and argue why it is necessary.  

After college, the path to ophthalmology begins in medical school. The first two 
years dedicated to academic knowledge on how the whole body works including 
how the eyes are part of a larger body system. In the last two years, one is 
integrated in teams caring for patients. We also participate in procedures. For me, 
these were primarily in the abdomen, chest, and face – not operating on the eyes 
yet. It’s not that these exact procedures are necessary to do eye surgery well, but 
the skills are – mastering your movements, overcoming difficult anatomy, and 
composing yourself when things do not go according to plan.  

Residency is next. The first year is an intense time in which you treat patient 
independently in a hospital setting – often when they are quite sick. Here you 
learn to consent patients on the risks, benefits and alternatives to procedures. 
One also learns to not take procedures lightly since you see complications – 
bleeding, infection, need for more surgery. This is sobering and ingrains respect 
for all procedures leading to a thorough analysis before recommending a 
procedure.  

The last stage of residency, lasting three years, consists in the diagnosis, medical 
and surgical management of disease specifically impacting the eye. Learning is 
graduated. Steps in procedures are done over and over again under supervision 
until mastered prior to allowing independent practice. Residents do hundreds of 
different procedures of many types. You cannot learn lasers or injections in a 
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vacuum. Breadth and depth of procedural experience are necessary to make a 
good surgeon.  

Optometrists have four years of training after college. There are lectures but 
nearly every optometry school is located in a state where optometrists do not 
have surgical privileges, and therefore optometrists do not train on real patients. 
There is an opportunity to take a focused 32 hour weekend course – 8 hours of 
which are devoted to doing procedures on plastic eyes. Not a bad way to get 
basics, but – in my opinion – inadequate training to allow independent practice 
on patients. Models do not shake, models do not feel pain, and models do not 
bleed.  

Even harder than doing a procedure is doing the right procedure. This means 
saying no to many alternatives. This is not knowledge that can be learned only 
from lecture or stable post operative patients. It is learned by making procedural 
decisions and getting feedback. In residency, I get exposed to many alternative 
procedures, make decisions and get opinions from experienced doctors before 
proceeding. Because of this, I can be more confident I am recommending the right 
thing for the patient.  

Why are these 8+ years of training necessary? Because procedures are hard. 
Breadth and depth of procedural experience matter. Prior to graduating 
residency, one has years of experience controlling one’s hands, knowing the type 
and when not to do a procedure. Chuck Yaeger, who you might know as the first 
to break the sound barrier said: “The best pilots fly more than others; that’s why 
they’re the best.  

I think ophthalmologists and optometrist essentially want the same things – good 
care, affordable and accessible. Although, I do not think this bill should be our 
policy my hope is that discussion will ensue to make our team of teams work 
better to achieve our common objectives.  
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Thank you for your consideration.  

Suture training in optometry lab course 
Laser simulation with plastic 
model eye 
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 10 

Course Schedule for 2024 Northeastern State University Ophthalmic Procedures 
Course 
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Northeastern State University Oklahoma College of Optometry Course Curriculum: 

8 of 172 total credit hours are dedicated to ophthalmic lasers and surgery 
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Access To Eye Care In New Hampshire 

Submi&ed by Timothy Blake M.D. 

 

Optometry has positioned HB 349 as a solution to an access problem. They 
propose New Hampshire residents need laser eye surgery that is not currently 
sufficiently available to them. I will provide data showing that this proposed 
legislation does not improve access. 

 

Geography and Driving Times 

New Hampshire is favorably positioned compared to the average state regarding 
drive times to an ophthalmologist. New Hampshire is a small state by area, the 
seventh smallest geographically in the union.  

More than 90% of New Hampshire residents live within a 30-minute drive of an 
ophthalmologist and every optometry office that serves New Hampshire 
Medicare patients falls within a 30-mile area of an ophthalmologist.i  

Figure 1- Drive Time to an Ophthalmologist 
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Additionally, states where legislatures that have authorized optometrist’s laser 
eye surgery privileges are the states with the low population density (residents 
per square mile). Alaska and Wyoming, for example, are ranked 50th and 49th 
respectively in population density in the United States. New Hampshire has more 
than twice the population density of the 11 states allowing optometry laser eye 
surgery.  

 

Other state lawmakers are considering population density as an important metric 
regarding the question of access. In 2022 and 2023, in four of the more densely 
populated states, legislatures voted against allowing optometry laser surgery 
privileges.  

 

Figure 2- Every optometrist in NH (pink dot) is located within 30 miles from Ophthalmologist 
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What do we know about how authorizing expanded scope in other states has 
impacted access to laser eye surgery?  A 2023 study using Medicare utilization 
claims data in Oklahoma, Kentucky, and Louisiana examined patient driving times 
to laser eye surgery.i In each state, upon expanding optometry privileges, drive 
times did not decrease. In fact, in Kentucky, for after cataract laser surgeries, 
patients who saw an optometrist for their surgery had a greater likelihood of 
living within 30 minutes of an ophthalmologist than an optometrist. In other 
words, a subset of patients who were referred for laser eye surgery had to drive 
past an ophthalmologist to see an optometrist for the procedure. The authors 
hypothesize that pooled purchasing of laser equipment by low volume 
optometrists distorted referral networks. In any case, authorizing optometrists to 
do laser eye surgery did not improve patient drive times in all three states.  

 

Access to Ophthalmologists and Optometrists in New Hampshire 

Ophthalmologists  

Let’s consider the optometry claim that allowing laser surgery privileges will help 
New Hampshire patients by relieving ophthalmologist’s workload. For the specific 
laser eye surgeries in question, there is no data to support excessive demand of 
these services or long wait times to an ophthalmologist. Additionally, glaucoma 
lasers and after cataract lasers are elective, non-urgent surgeries. These 
treatments are also generally one-time surgeries.  

 

 
i Sha%er et al. Evaluating Access to Laser Eye Surgery by Driving Times Using Medicare Data and Geographical 
Mapping. JAMA Ophthalmology. 2023;141(8):776-783 
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In a recent survey of ophthalmologists in New Hampshire, 94% of respondents 
stated that the average wait time for a post cataract laser was 4 weeks or less.ii  

 

Additionally, among ophthalmologists that perform glaucoma lasers, post cataract 
lasers and eyelid surgery, 94% stated that they could accommodate a referral 
within one week if specifically requested by an eye care provider:   

 

 

Optometrists 

According to the New Hampshire Office of Professional Regulation, there are 
currently 333 licensed optometrists in the state of New Hampshire.iii Given the 

 
ii NH Society of Eye Physicians and Surgeons Survey, March 2024. 
iii Email from NH OPLC 3/18.24 
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experience in other states that have passed similar legislation, we estimate that 
significantly low number of optometrists (<5%) will be performing these lasers. 

A review of Medicare Part B claims in 2021 for post cataract lasers in states that 
currently allow optometrists to perform these lasers shows an average of 7.6% of 
total optometrists per state: 

  

State* Total No of 
OD FFS 

Claimants 

No. of OD Claimants Filing 
Claims for Performing Yag 
Capsulotomies (CPT Code 

66821) 

Percentage of Total Claimants Filing 
Claims for Performing YAG 

Capsulotomies 

AK 114 2 1.75% 
AR 352 9 2.56% 
KY 501 39 7.78% 
LA 272 18 6.62% 
MS 293 14 4.78% 
OK 565 83 14.69% 
WY 101 2 1.98% 

TOTAL 2198 167 7.6%% 
*Medicare Fee for Service Claims data is not yet available for CO and VA.   
 
In states that do not have optometry schools, the average number of 
optometrists performing lasers is 4%. Given the above data, the expected number 
of optometrists performing post cataract lasers would be approximately 13 in the 
state of New Hampshire. 
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For glaucoma lasers, the total percentage of optometrists performing lasers is 
even less at 1.05%. This statistic would predict an expected 4 optometrists 
performing glaucoma lasers in the state of New Hampshire: 

  

State* Total No of 
OD FFS 

Claimants 

No. of OD Claimants Filing 
Claims for Performing 
SLTs/ALTs  (CPT Code 

65855) 

Percentage of Total Claimants Filing 
Claims for Performing SLT/ALTs (CPT 

CODE 65855) 

AK 114 0 0% 
AR 352 3 .85% 
KY 501 10 .20% 
LA 272 1 .37% 
MS 293 0 0% 
OK 565 9 1.59% 
WY 101 0 0% 

TOTAL 2198 23 1.05% 
 

 

There is also the claim that optometrists may be leaving our state to move to 
other states where they can perform lasers. Of the 239 optometrists that filed 
Medicare Part B claims from 2013-2020, zero filed a part B claim elsewhere for 
laser surgery in 2021.  This means if they relocated, they did so for other reasons.   

In fact, not being allowed to perform lasers is not stopping new, young 
optometrists from relocaWng to New Hampshire. From 2013-2023, New 
Hampshire has added 73 young optometrists, giving a growth rate of 45.8%.  The 
populaWon growth rate overall for the state has only been 5.6%.  Young 
optometrists are coming to our state to take advantage of what our state has to 
offer, and that goes well beyond their licensing laws: 
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Competency 

Let’s consider how this legislation may or may not address a purported access 
problem. First, laser machines and maintenance are expensive. The combined SLT 
and YAG capsulotomy laser costs in the range of $60,000, with on the order of 
$9000 per year. Do the optometrists who serve our rural communities have the 
number of patients needed to support purchasing a laser? Perhaps capital is 
pooled among optometrists offices in disparate locations to purchase and 
maintain a laser. But then this is not an access solution. Other sources are private 
equity, which is increasingly permeating the health care space, or chain 
corporations such as Lenscrafters or Walmart Optical.  

Figure 3- Increase in optometrists from 2013-2023 verus 
population growth rate in New Hampshire 
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Secondly, does the number of patients in a rural location support the number 
needed to treat to achieve an adequate and proficient skill set? Studies in the 
surgical literature demonstrate that one of the most important predictors of 
surgical complications is low surgical volume. Surgeons who do fewer surgeries 
than a critical threshold have more complications. Additionally, the expected 
number of lasers and surgery proposed in HB349 is low: 

 

 

 

The esTmated total number of post cataract lasers performed in NH on Medicare 
Beneficiaries in 2023 was 3328 
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In Coos County, for example, we expect only 106 cases of post cataract laser per 
year or approximately two per week. 

 

In conclusion, access crises to primary care and many other services are critical. 
However, HB 349 does not improve patient access to laser eye surgery, and, in 
fact, a demand problem for laser eye surgery in New Hampshire does not exist.  

 

Biography: 

My name is Timothy Blake and I am an ophthalmologist practicing for 18 years at 
Nashua Eye Associates, Nashua Eye Associates is the collaborative effort of 7 
ophthalmologists and 7 optometrists.  
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Pa)ent Safety: Technical Aspects and Complica)ons of Ophthalmic Lasers 

Submi&ed by Catherine Marando M.D. 
 
Background on LASER: 
Laser stands for “light amplificaWon by sWmulated emission of radiaWon.” Laser is 
used surgically to obliterate or melt Wssues within the eye. In my experience, the 
lay public takes a misguided comfort in the word “laser” thinking it is somehow 
safer or less invasive. This is simply incorrect and laser has major blinding risks and 
requires technical skill to accurately employ. 
 
What lasers do the optometrists want to perform? 
There are three (3) main laser-based surgeries that the optometry lobby is seeking 
privileges to perform. I’d like to review these with you now so you can understand 
why surgery is best le\ in the hands of surgeons. 

(1) SelecWve laser trabeculoplasty (SLT) 
(2) Laser peripheral iridotomy (LPI) 
(3) YAG capsulotomy 

 
SLT -what is it and how is it performed? 
SelecWve laser trabeculoplasty (SLT) is a surgery used to lower eye pressure and 
manage glaucoma. If appropriately performed, it takes ~4-6 weeks to have an 
effect on lowering the pressure, and the pressure lowering effect is o\en modest 
(~20-30% reducWon). This means the SLT is never used as an acute vision saving 
surgery. This surgery, if successful and without complicaWons, will yield the exact 
same results as medical management with eye drops, which the optometrists can 
already prescribe. 
 
Technically, this surgery is performed by delicately holding a prism lens on the eye 
and visualizing the ouslow pathway (internal drain) of the eye [Fig 1]. This internal 
drain is ~500µm (half of a millimeter) thick and the anatomy varies widely 
between persons. Figure 2 demonstrates normal anatomy of this drain. It is 
essenWal to correctly idenWfy the right structure to treat with the laser. In this 
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diagram, that is #2. If the surgeon accidentally treats #1 or #3, then not only will 
the laser be completely ineffecWve, but the paWent will likely have an 
inflammatory reacWon and that needs steroids to treat, they may have pain, or 
even corneal swelling.  When I say that the anatomy varies widely, this means that 
some people have no pigment, some people have dark pigment, some people 
have none of the angle structures visible, and some people have scar Wssue or 
blood vessels growing in this angle. The variaWon in anatomy cannot be simulated 
in a model or a lab; this requires surgical experience with paWents and direct 
mentorship by experienced surgeons to accurately idenWfy. 
 
The power of the laser is then selected based on the degree of pigmentaWon 
(~0.4-1.2mJ) and ~100 applicaWons are placed 360 degrees around the trabecular 
meshwork. The surgeon presses a buzon each Wme they want to shoot the laser 
while simultaneously holding the prism on the eye of the awake paWent and 
looking through the microscope to aim the beam at the correct structure. Small 
champagne-like bubbles can be seen when the laser is applied correctly. The 
surgeon then decreases the laser power so that bubbles are seen only ~every 4-5 
shots. If you see bubbles every laser applicaWon, this means that the power is too 
high and the paWent is more likely to have inflammaWon or scarring. If no bubbles 
are seen, then the power may be too weak and the treatment may be ineffecWve. 
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Figure 1: Location where fluid inside the eye drains out into blood vessels. This 
is called the outflow pathway and is comprised of the trabecular meshwork 
tissue. To visualize this in the office, a special gonioprism needs to be manually 
applied to the surface of the eye. This drain is ~0.5mm thick. [photo from 
https://gene.vision/knowledge-base/trabecular-meshwork/] 

 

  

Figure 2: This photo shows the target area for treatment in SLT. #2 is the tissue 
that needs to be treated and it is ~0.5mm wide. If #1 or #4 are treated the laser 
will have no effect and cause harm to the surrounding tissues. This anatomy is 
HIGHLY variable and some people have no pigment in their tissues making it 
hard to discern structures. This view is picture perfect and often our clinical 
view is not as ideal.  [photos from https://jfophth.com/an-introduction-to-
gonioscopy/ & https://www.reviewofophthalmology.com/article/is-slt-ready-
for-a-leading-role] 
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Figure 3: The photo on the left shows a narrow angle where the trabecular 
meshwork (drain) is not visible. If laser was incorrectly applied to this area or even 
the iris, then scar tissue can form that causes worsening glaucoma. The photo on 
the right shows the development of these permanent scar tissues that then block 
the drain further and cause eye pressure to rise, which causes blindness if 
untreated. [photos from https://decisionmakerplus.net/case-report-post/narrow-
angle-glaucoma-2/; https://www.glaucomaassociates.com/glaucoma/types-of-
glaucoma/] 

 
Complica*ons of  SLT1: 
- ReWnal swelling (“cystoid macular edema”) causing vision loss 
- ReWnal burns (“foveal burns”) causing permanent vision loss 
- Anterior uveiWs (inflammatory cells in the fluid bathing the inner cornea, iris 

and lens) 
- Choroidal effusion (an inflammatory swelling of the layer behind the reWna) 
- Elevated intraocular pressure 

o Which is more common with paWents who have more darkly 
pigmented drains (trabecular meshwork). This highlights the need to 
Wtrate the power acWvely between each shot and use the lowest 
possible se{ngs to achieve Wssue reacWon. 

- Hyphema (bleeding in the eye) 
- Worsening diabeWc reWnopathy 
- Corneal haze 

 
Recent paWent example of inappropriate referral for SLT from optometry: 
I recently saw a paWent referred from optometry for “SLT evaluaWon.” She was on 
4 eye drops each used between 1 and 3 Wmes daily (that’s a lot) and yet her eye 
pressures were sWll 40 (this is extremely high – normal is <20!). At these pressures 
she could go permanently blind quickly. SLT is a terrible opWon for this paWent 
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because (1) it will not lower her pressure with the speed and magnitude needed 
and (2) it will delay access to the proper treatment (incisional surgery), during 
which Wme she could go completely blind. If the optometrist had been able to 
perform the SLT, which they thought was the correct treatment based on the 
referral, then the paWent would sit with a very high pressure for 4-6 weeks while 
“waiWng to see if the laser had an effect.” When it was found to be ineffecWve, 
they would be referred to me. Sadly, they would have permanently lost vision 
during this Wme. The correct treatment for this paWent is urgent incisional surgical 
care in the operaWng room.  
 
 
LPI – what is it? 
Laser peripheral iridotomy (LPI) is a surgery where a YAG laser is used to create a 
permanent hole in the iris with photodisrupWve technology, which you can think 
of as micro explosions. This laser is performed for paWents with “narrow angles,” 
which means the iris is blocking the drain of the eye and there is a risk that the 
eye pressure can rise and cause glaucoma. The hole allows fluid to equilibrate 
between the chambers of the eye and prevents this pressure rise. 
 
Technically, the paWent is posiWoned at the microscope and a lens is placed on the 
eye. A shallow crypt in the peripheral iris is idenWfied where there are no vessels 
present. The power of the laser is selected based on the iris thickness and 
pigmentaWon (1-8mJ). The laser defocus is set to zero and the beam is aimed at 
the mid stroma. While holding the lens with one hand, the other hand is used to 
aim the laser through the microscope and shoot in the iris Wssue repeatedly unWl a 
full thickness hole is created [Figure 4]. 
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Figure 4: The arrow shows the location of the peripheral iridotomy – the full 
thickness permanent hold in the iris. [Photo from 
https://www.synergyeye.com/investigation-yag-laser-pi.html] 

 

 

Figure 5: Anatomical diagram showing a cross section of the location of an 
iridotomy. The arrow shows flow of fluid in the eye once the laser is completed. 
Note that directly behind that hole are the support fibers that hold the lens 
(cataract) in place. [Photo from https://www.waterlooeye.ca/procedures/laser-
iridotomy] 

 
Complica*ons of LPI2,3,4,5: 
- Foveal (reWnal) burns causing permanent vision loss 
- Macular (reWnal) hole causing permanent vision loss 

https://www.synergyeye.com/investigation-yag-laser-pi.html
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- Elevated intraocular pressure (6% to 10% of cases have at least an 8 mmHg 
increase from baseline) 

o If untreated, can cause permanent vision loss. 
- Hyphema (i.e.; bleeding inside the eye) seen in 30%–41% of cases 

o Acutely, pressure needs to be held on the eye with the iridotomy lens 
to tamponade bleeding. Post operaWvely, paWents need to be 
followed closely for pressure elevaWons and treated medically with 
pressure and steroid drops. If the pressure cannot be controlled the 
paWent may need incisional surgery to prevent blindness. 

- Cataract progression seen in 23%–39% over a follow-up period ranging from 
1–6 years 

o Permanently decreased corneal endothelial cell count that can cause 
permanent corneal edema that requires a corneal transplant 

- Excessive energy use. When less experienced surgeons use this laser, there 
is a risk of needing higher energy amounts to successfully make the hole in 
the iris. 

o The makes cataract surgery more dangerous. Figure 5 shows that the 
zonules (thin fibers holding the lens in place) are directly behind the 
iris and underlie the iridotomy hole. Excessive energy use breaks 
these supports irreversibly. This makes cataract surgery much riskier; 
paWents may need a reWna surgery if the lens is unstable and falls 
back on the reWna. 

o Increased energy also increases the rate that the iris can get stuck to 
the lens in certain areas (aka synechiae), which also makes cataract 
surgery more complicated. 

- Inability to fully penetrate through the iris in one se{ng. This would require 
a second surgery to complete. 

- Dysphotopsia (ie: glare, starbursts of light, etc…) seen in 2%–11% of cases 
and varies based on technical placement of the iridotomy 

- Chronic uveiWs (inflammaWon) inside the eye requiring long term steroid 
use 
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- ReacWvaWon of herpeWc uveiWs or corneal disease requiring anWviral pills 
and steroids 

 
 
YAG capsulotomy – what is it? 
A YAG capsulotomy is a surgery where a laser is used to obliterate the back of the 
capsule holding the new lens implant a\er cataract surgery [Figure 6]. As a lizle 
background, this capsule is only ~4µm thick and separates the back of the eye 
(where the reWna is) from the front of the eye (where the iris and lens are) – and 
for reference a piece of computer paper is ~20x thicker than this capsule. This 
capsule can become cloudy in ~1 in 3 paWents, causing symptomaWc blurry vision 
typically of very slow onset. This is reversible blurry vision and is never and 
emergency. The laser to clear up this capsule is elecWve. 
 
Technically, a lens is delicately placed on the eye and held in place with one hand 
while the other hand carefully aims the laser at the clouded capsule. If this laser is 
aimed just a few MICRONS off from the target Wssue, it can crack the arWficial lens 
implant and require major surgery to explant that lens and put in a new lens. This 
is riskier than iniWal cataract surgery now that the capsule has been violated – it 
means the risk of reWnal detachment is much higher as well. Other risks include 
causing lens dislocaWon or instability by opening the capsule incorrectly that 
would necessitate a surgical lens exchange and reWna surgery to extract the fallen 
lens. Numerous laser applicaWons are required and can be placed in either a 
circular or cross shaped applicaWon depending on the clinical scenario and 
surgeon judgement. 
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Figure 6: A cross section of an eye where the YAG laser is aimed into the eye 
behind the new artificial lens implant to destroy the capsule and create an 
opening. [Photo from 
https://www.eyedoctorophthalmologistnyc.com/treatment/yag-capsulotomy-
complications/] 

 
Complica*ons of YAG capsulotomy7,8: 
- Macular edema (reWnal swelling) occurs in ~6% of paWents 
- ReWnal detachment occurs in 0.5% of paWents 
- Elevated intraocular pressure that can cause permanent vision loss 
- Cracked intraocular lens implant 

o Requiring a surgical lens exchange, which is a risky and highly skilled 
intraocular surgery only performed by certain ophthalmologic 
surgeons. This is very easy to do if the laser aiming beam is 
inaccurately applied by only a few microns or if the paWent moves 
their head. 

- Dislocated intraocular lens 



 30 

o If the capsule is enlarged too much, the intraocular lens implant can 
shi\ or move back towards the reWna. This could require a reWnal 
surgery to repair. 

- ReWnal burns causing permanent vision loss 
o There is a case of a paWent who was having a YAG laser, but the dual 

mode laser system was accidentally set on the SLT se{ngs, and this 
caused an immediate blinding reWnal burn. 

 
Recent paWent example of inappropriate referral for YAG capsulotomy from 
optometry: 
I recently had a referral from optometry to perform this laser in a paWent who 
never even had cataract surgery and therefore had no capsule opacificaWon! If this 
laser was shot into their eye, they would have been severely harmed and require 
urgent surgery!! I’ll explain - She was young and had refracWve eye surgery to get 
out of glasses. In this surgery, a lens was placed inside the eye ON TOP of her 
naWve lens. This surgery frequently causes cataracts to form underneath this 
refracWve lens implant. The optometrist was confused by the exam and didn’t 
know what they were even looking at. They completely failed to realize that 
underneath this refracWve implant was her naWve lens (aka a cataract)! And if a 
laser was used to “clear up” what they thought was a cloudy capsule but was 
ACTUALLY her lens, then she would have sustained vision threatening harm. The 
laser could have violated the lens capsule, caused cataract material to spill out 
into the eye and potenWally leak back toward the reWna as well. This paWent 
would need emergency surgery by a cataract surgeon and potenWally a reWna 
surgeon as well. 
 
Why supervised training on live paWents is imperaWve: 
In my Wme as a glaucoma fellow at Mass Eye and Ear, I helped train the residents 
on laser surgery. One of the residents was performing this surgery with me 
guiding and watching through the side scope. I intenWonally have them start the 
surgery in the periphery of the lens so that if there is a complicaWon it will not be 
serious. My resident accidentally hit the lens with the laser and caused a small 
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crack. I calmly asked the resident to pause so that I could take over and safely 
finish the surgery. Fortunately, this paWent had no issues since the crack was in the 
periphery of the lens, but if this had happened in the center of the lens it could 
have been a very different outcome. I then reviewed the surgery with my resident 
and advised how to adjust her technique to avoid this again in the future. This 
type of direct, hands on, learning with real paWents is the ONLY way to achieve 
proficiency. A weekend class on an eye model is completely insufficient.  
 
Summary: 
I hope this helps you have a bezer understanding of what types of laser surgeries 
are being discussed in this bill. In my experience, some people o\en imagine that 
“laser” is some automated and risk-free futurisWc process. In fact, laser surgeries 
are skill based and highly technical and they have potenWally blinding risks like any 
other surgery. The optometry lobby may try to explain how simple and safe these 
surgeries are, but I assure you, these are difficult surgeries that take several years 
of specialized training to be able to perform safely and effecWvely. When the 
optometry lobby says that they have done hundreds of thousands of procedures, 
these include pulling out eyelashes and pulling pieces of debris out of the eye, 
which does not require surgical training and is completely different than the laser 
surgeries being discussed in this bill. In fact, this is intenWonally misleading. The 
truth is that optometric residency has NO hands-on laser or injecWon training with 
paWents. If you found out that your “surgeon” had only done a weekend course on 
model eyes (never on a real human under supervision of another trained 
surgeon), would you let them operate on you? This answer tells you what you 
should do for your paWents. 
 
BIOGRAPHY: 
 
My name is Catherine Marando, and I am an ophthalmologist and glaucoma 
specialist at Concord Eye Center. I have a degree in biomedical engineering, a\er 
which I spent a year in London doing engineering research in glaucoma. I then 
went to medical school for four years and graduated Alpha Omega Alpha. I then 
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completed a combined medical and surgical internship followed by a three-year 
ophthalmology residency at Harvard Medical School’s Massachusezs Eye and Ear. 
I stayed at Harvard for an addiWonal year as a surgical glaucoma fellow where I 
also assisted in the training of residents. I am now in my second year of pracWce as 
a glaucoma specialist. 
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North Country Access Project 

Submi&ed by Timothy Peters M.D. 

During the past legislaWve session, many legislators, understandably, raised 
a concern about access to ophthalmological services for people living in the 
North Country. This 9-10%of the residents of NH does indeed need bezer 
access.  We heard these shared concerns and have been working over the 
past 8 months to find a soluWon. 

 

We are pleased to report that we have been collaboraWng with the 
Androscoggin Valley Hospital (AVH), an affiliate of North Country 
Healthcare, to bring about a soluWon to access and are in the final stage of 
offering these important services to the North Country on the AVH hospital 
grounds. AVH has stated this is a major goal for them and they anWcipate 
that we can offer these services in the next 8 months to a year. Major 
progress has already happened. AVH has idenWfied space on their campus 
and architectural plans have been made. A site visit with all parWes is 
scheduled as the next step. 
 
Laser surgery access in the North Country is important, but the frequency of 
these surgeries is low and the vast majority are non-urgent. The North 
Country Project will offer these surgeries, but so much more. We will offer 
on-site care for the major issues affecWng the populaWon. We will offer care 
for Macular DegeneraWon, DiabeWc ReWnopathy, Cataracts, and Glaucoma. 
True comprehensive high-level care delivered by experienced Physician 
locally. 
 

This is significant commitment by the ophthalmologist community, we hope 
that it may serve as a model for other specialty pracWces to offer their 
services to the North Country and other rural areas. We are pleased to 
share this free market soluWon with you today as a great example of what 
the Granite staters can do for each other, without the need for legislaWon. 
 
We are excited to be able to share this news with you and as things 
progress we will be offering more details about this soluWon to North 
Country access to ophthalmology services.  
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BIOGRAPHY: 

My name is Timothy Peters. I am an ophthalmologist pracWcing at Eyesight 
Ophthalmic Services in Portsmouth.
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Pa)ent Safety: Risk of Complica)ons and Lessons Learned from Other 
States 

Submi&ed by Chrisge Morse M.D. 

 

Thank you, Madam Chairman and members of the commizee. 
Thank you for your service to New Hampshire. My name is ChrisWe Morse, 
and I am a board-cerWfied pediatric ophthalmologist pracWcing in Concord, 
and I oppose House Bill 349. My opposiWon to HB 349 does not in any way 
discount the contribuWons and essenWal services that optometrists provide. 
Every day, I work closely with the 3 optometrists in my pracWce - we are a 
collaboraWve team. 
 
This bill would allow optometrists – who are not medical doctors or trained 
surgeons - to perform surgery on the inside of one of the most sensiWve, 
complex and important parts of our bodies – our eyes. The laser surgeries in 
this bill involve surgery: 1) on the colored porWon of the eye (iridotomy), 2) 
on a structure that cannot be normally seen with normal opWcs 
(trabeculoplasty), and 3) on the fragile shell that holds the intraocular lens 
placed during cataract surgery. 
 
Not being able to manage the complicaWons that arise from these 
procedures can lead to blindness. This is important, because if urgent 
addiWonal surgery is needed as a result of a procedural complicaWon, 
optometrists would not be able to perform these sight-saving techniques. 
To put this into broader context, expanding surgical privileges to 
optometrists does not solve the problem of providing the cons*tuents of 
New Hampshire access to safe surgical care.  In contrast, ophthalmologists 
are medical doctors and trained surgeons who undergo years of 
standardized training to perform surgeries safely and to manage 
complicaWons that arise.   
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Here are a few examples. Laser iridotomy and laser trabeculoplasty may 
lead to bleeding in the eye and high eye pressure. If severe enough, fluid 
may need to be surgically evacuated from the inside of the eye. The inability 
to manage this in real Wme could lead to vision loss. Preventable vision loss. 
During laser capsulotomy, the laser may put craters in the lens inside the 
eye, and if bad enough, this lens may need to be replaced. If during laser 
capsulotomy the laser opens up too much of the capsule – the lens could 
fall to the back of the eye. And with any laser surgery, there is always the 
risk of a reWnal detachment.  The procedures to treat any of these 
complicaWons are performed by ophthalmologists, and any revision 
surgeries are far more difficult than the original surgery. 
 
Currently, there are 10 states that allow laser surgery to be performed by 
optometrists. In most of the states that allow optometrists to perform laser 
surgery, there is no requirement to report the negaWve outcomes of laser 
surgery to the board of optometry. Optometrists o\en cite a study by 
Nathan Lighthizer, an optometrist on the study, who claims that 
optometrists can safely perform capsulotomy surgery. The medical 
community has many issues with this publicaWon. First, the study 
introduces selecWon bias because it does not indicate that the paWents nor 
the optometrists were randomized, and it does not indicate that the 
parWcipants in the study were those serially eligible to parWcipate in the 
study. Second, the results of the study are not generalizable, because the 
experience of the authors is likely far more extensive than the optometrists 
who would be performing the procedures in New Hampshire. Lastly, the 
study notes no significant adverse effects. From real world experience, we 
know this is not representaWve of laser surgery. A recent study in 
Ophthalmology reported a rate of 13% of adverse events amongst 
experienced ophthalmologists performing almost 8000 YAG lasers. 
Furthermore, a study published in a major medical journal in 2016 looked at 
1,400 eyes of paWents that underwent a surgical laser procedure used to 
treat glaucoma in Oklahoma. The study found that there was a 189% 
increased hazard of requiring addiWonal laser treatment in the SAME eye 
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when the surgery was performed by an optometrist, compared to the same 
laser done by ophthalmologists. Let me repeat that: a 189% increased 
hazard. That is not just a staWsWc…it’s a warning.  The study concluded this 
could be due to mulWple reasons, all of which are highly concerning. It could 
mean optometrists are not adequately trained in the laser procedure itself, 
it could mean that optometrists do not understand how to preform 
gonioscopy, which is a tricky test that evaluates whether a paWent is even a 
CANDIDATE for that type of laser, or it could mean that optometrists don't 
understand that you have to wait 6-8 weeks before you know if the laser 
worked. This study illustrates a real concern for paWent safety and it shows 
that it is NOT cost effecWve to have optometrists do surgery. To quote the 
invesWgators of the study, “Health policy makers should be cauWous about 
approving laser privileges for optometrists pracWcing in other states....  
 
It is important to consider how professional malpracWce insurance 
companies view optometrists performing surgery. The Ophthalmic Mutual 
Insurance Company insures over 6500 ophthalmologists and 800 
optometrists, and they will not provide malpracWce insurance to 
optometrists to perform surgery, ciWng a lack of data available on liability 
and lack of necessary of educaWon, training, and experWse. 
 
In the handful of states that have authorized optometrists to perform 
surgery on the eye there are cases involving surgical complicaWons, 
misdiagnoses, overlooked problems, and harmed paWents—some of whom 
have suffered permanent vison impairment. Some of you may remember 
the name Vicky Rutledge, who suffered permanent vision loss a\er having 
laser surgery by an optometrist and tesWfied to this same commizee last 
year. If you haven’t seen her tesWmony, I urge you go back in the record and 
view it. 
 
It is simply not true that the surgical procedures listed in this bill are simple 
and uncomplicated. The paWents harmed during procedures performed by 
optometrists in Oklahoma, Kentucky, and Louisiana would certainly azest to 
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that. They are real people who experienced real harm. My opposiWon to 
House Bill 349 is firmly rooted in paWent safety and I hope that you will also 
oppose this bill. Thank you for your Wme. 
 

 

 

 

BIOGRAPHY: 

My name is ChrisWe Morse, I am a pediatric ophthalmologist pracWcing at 
Concord Eye Center. I am currently the vice president of the New Hampshire 
Society of Eye Physicians and Surgeons. 
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