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VILLAGE DRUG

lable 0i; Conihuts

SECTION 1; Disinfectant:; f, Antiseptics
Amphyl Disinfectant Solution
Hydrogen Peroxide (Solution)
I'ovioono lodine Solution (Uetadine)
Isoprop”] Axcohol

Section R; oral r. in ie<tai>\n Antii-»jotics
Amnicillili
Uontalhine Penicillin (Uicillin LA)
Penicillin VK
Procaine Penicillin G
Erythromycin
Nystatin (Nilstat, Mycoctation)
Tutracyclinc
Sullisoxusolc (Gantrisin) ami

Trisulfapyriinidinus (triple sulfa)

Section ii: used in Mu: Pars
and Ever:
Hydrocortisone, Neomycin, Polynixin B,
(Certiuporin) :nr.Drops’
Polymix.'n 1), Bacitracin, lleomycin
(Uciv.parin) Eye Ointment. and Props
Presdilisolone , :iulfacel.unide (MuLi my*l)
Eye Ointment and Drop:;
Sulfacetamide Myc Props/Oinlmont
Silver Nitrate l.ye Drops
SECTION R; Tcnieat Anti Jn/ectjve:: and
Oilicm* Urr.es Jfor Uie_ Slin
Bacitracin Ointment; Bacitracin, Neomycin
and Polymixin n Topical Ointment
Mafonidc (Sulfamylon) Cream
Tricotnran Vaginal Suppositories
3 LLi«e.. NNk )
‘Unite Petrolatum, Aguaphor, Vitamin
A and 1) Ointment
Illydroeorti sono and Triiuiiuino.iono

Section S' t:*no? _Tpl .tiii'.. i;*lor or
jsun and lever
Acet.nunophen (Tylenol)

Aspirin

Propay.ypheno (Barvon)

Sodium Salicylate

Pcnt.uoeine (Talwin)

Meperidine (Demerol) and Morphine
Lidoeaino (Xyloeaino)

Ctovu Oil (Euyonol)

CHAP

Section sfeiiei"_iv; for tlie Castro-

COiMiEALD JTL .
Aluminum Hydroxide, Magnesium Hydroxide
Combinations (oolur.il, Mylanta, Maalox)
Kr'.olin with Pectin (Kaopectatc)
Kilit of Magnesia
Piieno'oarbital and Belladonna
TrinsoLheboiizunide (Tiyan)

SECTION 7\ Medici IlI'S for Maternal and
CliiTd* He-adi tli

Eryonovii.o i, Methyleryonovine (Metlicrginc
Perron*.: Sulfate

Pediatiic Vitamins with Pluori.de
Pediatric Vitamins with Iron

1l'ii-is.dal Vitamins (Matabec lot)

Sodium Plaoride

SECTION !1; Al (s_ta. l>s, Ix-connestants

and Cough Syrup;;

Piph* nhydr.vune (Bon.idtyl)

Pipheuhydr.m.i no Expectorant (Bonylin)

(Ati.llenesin (AH1, Kohitussin)

Pliei.y le. hi in.* (l.'eivnyiiophrino)

Pscudooph.'drine (Sudaled) nr.d !tw.nlo--
cpEi-ds>at* vilh 'iVJwrolidine (Actifcu)

Trinnitiie

Saline Nose* Drops

SECTION' riCl2l*ivov and_ Ti aji'jui.l i *rrs
Clili.'pi omiiuine (Thorar.ine) and Pro-
eli!l'lperav.ino (Compazine)

Diazop.i'i (Valium)
rheneb.ubi tal (l.e.mir.nlj

SECT 10111 Emergency Drtins
irpinepnrine Injection
Ipecac
I'xloeorpine Eye Drops

Sciluj 11
tot bit tip.
llyrlrcc.h lorntjii a/.ide (P.ydro-l)iviri 1)
I rcl'pr.ecid (Ponemid)

Uuv. (/77
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OFHAAL AD TRXCE

A

AKtV.C ».ltit Fluoride:
Vitamins ivUh iluoxide
AcC-tciiMCiKij.'/IC.tl:  Tylenol
Acetylr.nlicylic AciJ: AiptA.ut
Achromycin: Tc tAac'feCtne.

Fcdiat/Uc

Acti fed: PiC.udjoliOd™iiuC-Tnipnolidinc
Adrenalin: Ep<»ICp>VU| cC...
Aeiinii: Hjd"ioxulc- Maciiic,s-uii

Hld'LOXidc. ¢t T.'UsiZicaie.
Aici11:  Ampic.HZt
AnpcciZtin
Amphyl V-os-iiiAcctajit Solution
Arlstocovt:  Tniaxteinolone.
ASA:  Aspinin
Aspioin
Aquaplwn

B

6accta«ccn
Ea. C|XAae|n eon.ii |n Polijmixi.n'B

Bachitiil- HWHnmmmmKB

fcj/C Vnops/OmtmelU Noonporin
Benadryl: Diphenhydramine.
Roncmld: Paobenccid
Uetadine: Pou<f/onc Iodlne
Uenylin: |ph nh nalrl Expect.
Benzaf/w'i ||c C» £C<
Uicillin LA: nzitt/i-ine Fcil-tciXZin

Cctamicl {Sutidochmtde)

C/iCoApAomazxi'.C: Thorn;: Lnu
Clove. Oil: tuucnol

ConbL &tix:

Conpacir.o: P".cd\leiipc.'r.z inc.

Compocillln: PotoAiiuni Phcnoxy-
meXhyl Penicillin

Cort-Doroe: HydAoco/iti&one.

Cartel':  1[ld*0COfi-ti.Sone

Cortir.porin Oilc: Iljd'ioco'itlionc.,
mNc.omtjcii® Poli/mixin B

Se.upt Type + {Acc.faminop/icn) =
Begular type “ (Tylenol)

CHAP

*» Urnnd Name,

(=N RN

10
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Symonyms,

Index
SECTION

SECTION

D

Dnl.ril :
D.irvim:

@JICC ftluMliepfICII)

I'Anpoxi/) i C.ill’.

Demerol: Mi'pt"t((/<uc

Pir.ecp.w: viililira

Viphcnldii/dxminc CCixiA/Capsules
Benadryl

Viplieui/d.'tamine
Uenylin

IxpeeJoxiajit

E .

Cpiuepliaine
CAgonovii.c

Erytlirocin:

hujtluiomijcin
lir. Idrex: Ilifd'iocliCo'iothinzidc
Eup.enol Clove Oil

Ufiili>iomtjein

F

TennouS S'.iC~Acfc: Kcr-in-aol,

IV So/,: Te/UtouS Sul&ate

lunazolidin and NiFtiAoxime:
Tricofnran

Fcosol

Cantrinin:

Celusll:
llarinciiitin IA|S|I|catc

CO and GC/DM: Glycevjl Guaia-
celaie, and u'i.th PM

GLje.efujl Gual.aeol(LtP.,
OextAomeiJioAphan

GuZifene.Un t2C)
H

5nf &. Joxnxofc

and iccdi

HC17.. Hijd'iocdilo'tothiazide
IlildxochioKothiazide: Illydro-Diuril
lhjil.'iocoAti.Sone
Htjd/toc.0AXilone-Necmtjcin-Pohjnix
Corlisporin

llydro-Diuril: IhjitAocJiloAotliiazide
IhjdnoQcn I'cAoxidc

Abbreviations

Rev. 6/77
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I lonone:  EAIjttiAQuiijtin
Tlotyciré; o1+ EKiJ-OiAonujCA.il
Ipecac Sit'llip

Iron /Drops Tnblcts: fCAKOitb Sulfate

IAOpAOpljt Alcohol
Isopto-Cnrpinc: Pilocal/tpine
160tonic SucUm Chlotide

K

Kalpoc: Kaolin hiitii Pectin
Kaolin With Pcc-tin
Knopoctntc: K'floEoi With Pectin
Kcnalog: TAiamtinolone

Lidocainc.i Xylocaine
Lcdercillin: PotO/Si-ium Phc.noXJ-
methtjl Penicillin

Luminal: PhenoboAbital
M
mnntox:  Afimiuiinn HijdAuxide, end

I-lagnciiiur IThjdAoxide.

I-lafienidc: Sulfnmylon

Magnesium Mugma: IliCli 0& P-agneAia

P.epZAidii.'C: Demerol

Mcthevginu: liethijlcA gonevine.

MeXJhjCcAijoiwvinc.:  Mctlieri’ine

Metimyd: PACAdnisotone-Sut&acct-
amide.

Iillt 05 Hapnti®a

HoAphine

Mycitrncin: BatitKacin-Neorvjcin
Pohjinix-in G

K‘/ryciﬁﬁ{ritm /\@iﬂfﬁfﬁ?hjd/ioxide, ana

Hacjnetiurt Thjdxoxide

-N
MnCl: Saf.oic Woic. V-IOpi
NnSal: Sodium SaC.icijCate

Hatnboc Rx: PKP.natal Vitamins

Neosporlin: BaciXAacin, Ueomtjcin,
Polijmixin B, Topical Ointment ca
Etjc O-cniocr.ni: oa Vaops

obru8oo

OO

N N 01 O MO

now

=V

3h

Noosynephrino: Phenijlcp'nA itic
Hjlsi.it Kijs f.i
Nomol Saline Nose Drops:

Sodium Chlo-"iidc

liotonic

NiJStatin"- Mycostatin, Nil.st.at
0

Ownipen: AmpiciH iit

Orotic: dijdAochCoAc-UUazide

P

I"anr.ytin = Tc.tAi'.q/clinc

I'b witli IWIndonna: Phcnoba/JjitaC
with Belladonna

PciliatAic. Vitaminl with FluoA.ide:
Poly-Vi-1*1nr

Pcdiat-'Uc Vitamins with JKon:
Tri-Vi-Sol with Iron

Pen'.*vit ca: An;*<e.iiXut

Penicillin \*K: Potassium Phencxij
mcthijt Penicillin

PciU«:cf Valwin

PenlLids: Potassium PlienoxijmctJujt
Vce.nitiilin

PctAolainm

Pite.ncbu'ibiitiC

Pkcr.obAAci.taC and Belladonna
Pllpil0xijmcthijl renitiltitl
PliC.iujiepliAinc.:  Kcosynephrinc

Phisi.hc:<: SuKgical lliinCAcjr.itt
Pileca"pine
l'olycillin: Ampici.flill

Poly-Vi-rinr:
with rluoxide

Po+cM.iur: Piiencxijincthijt Penicillin

Pcvido"’ lodine: Uetadine

P/tciu joc'cilt*+ SuC (jnccfamtdc: Metimyd

PAenatal Pitmilts: Nutabac it*

I*rinc.ipen: Amptc.U'Lot

PAcbenetid: UcnciniO

PKvcaine Penicillin G

PediaVuc Vitapiins

PAodilc'.pc Xazine: Compazine
PAOpOXi'phenc: llarvon
IACudcephed"”, OIC: Sndnfed

PAeudcephed'Jne. with TAi/sAcl-idine:
Actlied

Rev 6/77
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R

RobJtusnin with DM:
io<th 0cxt xante lhcxphan

Saline Nose Drops: Isotonic
Sodium C:CoAida
Snlt Water Nose Drops Isotonic

Softiiun ChicAide
SiEvex UitAcUC
Sodium ICuoxidc
Sodium Salici/late
Sudaled: Pseudocphedxine
Sulanud: Sulfacetamide
Sulfacetamide.

Sul famyl on: Mafc.ilidc.
Sulflboxazulc.: Cantrisin
S(Wigcco£ Vi.tcJiQC.nti I’hi.sohex
Talwjn: Pentazocine
Tcnpra: Acctcjiiincphcn
Tctrachcl: IctAacijcC.in
TeiAacticline. "o
Tctracyn: TetAaeijc.Un:
Thorazine: ChC.oApAomazinc
Tigan: TAU'XLtJiobpjnwnidc
Totorillin: AlliptCtff.Ul
TAiojr.c.inotone : Kenning, Ariotouart
Vuaminic
Tricofuran: VuAazolidine and
Hifmonine

TAimetliobeiizolJiiide: I'lgan

Triple Antibiotic Ointment:
UacitAacin,
Ointment

Triple Sulfa: T.xibulfc.ytjximidi.nes

Tri-Vi-Sol with Iron: Pc.dLatAic
vlitu-iin.i wihi iAon

Tylonol: Ac.ctoiuitepfici;

‘Jc.ouujcin,
Polijmixin IS Topical

ftC.ui'J (ii and

WwoouNwW O

oM mP

N

Vallum: Oxazepam

Vaseline: (Chile PctAoCuium

V-Clllin K: Putasbium I'hcno Xijmctkijl
Penicillin

Piturnin A ft V Ointment

Vitamins: [See. PAenatal oa Pc.diatAic)

\m

Oliite I'c @olatum
Lycillin: PAgcain_c Penicillin G
Xylocaine: Lidoeai.ne

Rov 6/77
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Isopropyl Alcohol Ribbing Compound M.F. 1 SOPROPANOL 70/0

DESCRIPTION AND USES

Isopropyl alcohol is used to clean the skin prior to giving an injection or
obtaining a blood sample.

Isopropyl alcohol is used to disinfect instruments and thermometers. Leave
them in contact with the solution for at least 20 minutes.

Isopropyl alcohol can be used as a soothing rub or to toughen the skin.

WARNINGS

Isopropy.1 alcohol is not the same as drinking alcohol. It will make a person

sick if it is taken by mouth. It may even be fatal.

Isopropyl alcohol Will sting if it ocoines in contact with cuts and abrasions.
Avoid using it near injuries.

Isopropyl alcohol will burn.

STORAGE DIRECTIONS
Stoi it at room temperature with the.other external liquids. It will not
be damaged by accidental freezing.
Leave the lid on tight to prevent evaporation.
Isopropyl alcohol is a non-prescription drug.



Amphyl Disinfectant Soli/hon :

* Ainphyl is a cleaning and disinfecting solution for instrumuntc and equipment.
It is not used on the skin.

*

Store this chemical at room temperature with other external liquid:;. It will not
he ruined by accidental freezing.

Povidone lodine Solution: Betadine

DESCRIPTION AND USES
* Betadine 1Is used .k an antiseptic on abrasions, cuts, burns and other injuries.
It can also lie used to disinfect instruments, It is as effective as iodine
tincture, but it is less irritating.

WARNINGS

* Some patients are allergic to i1odine. Do not use Betadineif the patient has
an 1iodine allergy.

STORAGE DIRECTIONS

* Store Drtadine at room temperature with the other external liquids.
* Betadine may be damaged by freezing.

* Betadine does not have an expiration date.

* Betadine is a non-prcoe.ript.ion drug.

Hydrogen Feroxide Soluiton U.S.P. |l 02

DESCRIPTION AND USES

Hydrogen poro.vide solution releases oxygen when It comes in contact with skin

or pus. The oxygen hubbies help clean out pus, dirt .aid other material fr.-m
wounds or infected areas. The oxygen is also weakly antiseptic. IFf it is

used to clean the ears, it should be sucked out or removed with a piece of -
twisted tissue.

Hydrogen peroxide in occasionally used as a mouth wash or gargle. It should
be mixed with an equal amount of water before being used in this manner.

STORAGE DIRECTION

Store hydrogen peroxide at room temperature with the other external liquid:;.

* Do not use It if It has been frozen. Freezing may cause it to lose its oxygen
bubbles.

Protect the drug from excessive heat and direct sunlight:.
Hydrogen peroxide is a non-proscription drug.

-_ =



Ampicillin:

Prinicipenr Polycillinr
250mg Capsules OM= 'IPENr Penbritenr
2501ty /53« ok 12%5.vg SVl Suspension Amcillr Totocillinr

DESCRIPTION AND USES
* Ampicillin is n form of penicillin. It kills son? types of bacteria that are

not killed by other types of penicillin. It is often used for urinary tract
infections and for ear infectious that do not respond to penicillin WK

Usual Dose Urinary Tract Infection Gonorrhea
Children under 3 take 12J3mg Adults take HX0:ig Adullts take 3S00mg
4 times daily for 7-10 days. > (2 capsules) 4 times (14 capsules) with 2
Adults and older children daily for 7-14 days. tablets of probenecid
take 250mg 4 times daily all at one time as a
for 7-10 days. single dose.

WARNINGS

k Ask the patient if he is allergic to penicillin before you give him ampicillin.
Fenicillin allergies are common and may be serious. IFf the patient is allergic

to ampicillin he may have one of the following types of reactions if he takes
the drug:

= Hives, skin rash, itching. *  Fever, gcnerali;;ed aching.
* Edema, swelling of the eyelids. * Shock, difficulty breathing.

* Patients often have minor gastrointestinal problems when they take the drug.
Tell them to continue taking the drug if they car. tolerate the symptoms. If the

symptoms are bad, contact the physician or switch to another antibiotic. Common
complaints arc:

Nausea.’ *# Stomach gas. * Dlack hairy tongue.
= \omiting. i Stomach distress. * Mild rash in children.
Diarrhea. * Inflammation of the tongue.

* Do not use ampicillin If the patient is allergic to penicillin. Use erythromycin.
STORAGE AMD DISPENSING DIRECTIONS

* Store this drug at room temperature with the ;ju". tablets, it will not be harmed
by accidental freezing.

* Check the expiration date before giving it to the patient.

* This drug is a prescription drug.

¥ Tell the patient to take the medicine a half hour before inaals and at bedtime
until it is all gone.

* Special instructions for the pediatric liquid:

»® Mix the powder with the correct * Tell the mother to shake it well
amount of clean water jusl be- before using,
fore dispensing. Toll her to throw It away after
Tell the mother to keep the 2 weeks if there is any left,

medicine cool but to protect it
from freezing.



1-200,000 Units

DESCRIPTION AND USES

i Bicillin LA is a type of penicillin. Its main advantage is its length of action.
After it is injected into the muscle, it dissolves very slowly. The effect lasts =
for several weeks, but it is fairly weak. It will only work against bacteria,
such as streptococci, which are very sensitive to penicillin.

* Its major use is to treat sore throats caused by streptococci. The medicine
is given once as a single dose.

* Children underl %4 receive 300,000 units
*  Children between 4 and 12 receive 600,000 units IM.
* Adults and older children receive 1,200,000 units IM*

* It can be used to treat impetigo using the above dosage.

¥ It can be used to prevent streptococcal infection in patients with a history of
rheumatic fever. The patient is given 1,200,000 units every 30 days.

* Uicillin LA is also used to treat syphilis.
WARNINGS
" Ask thepatient if he is allergic, to penicillinbefore you give himaBicillin LA
injection. Penicillin reactions are common and may be serious. If the patient,

is allergic to penicillin.he may have one of the following types of reactions.
The reaction may occur 8 to IS days after the injection was given.

Skin rash, hives or itching. * fever, generalized aching.
il Edema, swelling or eyelids. » Shock, difficulty breathing
(rarely).

STORAGE AND ADMINISTRATION

* Store Bicillin LA in the refrigerator. Do not use it if it has been frozen,
even if it looks good.

* Check the expiration date before you use it. >
* Bicillin LA is a proscription drug.
Warm the tubcx in your hands and shake it weld before injecting. Inject it at

a slow steady rate so that you do not block the needle. Use good I.M.
%schnique.



Potassium Phenoxymetuyl Penicillin Penicillin VK V-cillin Kr

250ms Tablets Ledercillinr PenVeer d
25QMg/5m1 Suspension Pentidsr Comp cillink

DESCRIPTION AND USES

Penicillin VK is a form of penicillin that works well waen taken by mouth. It
is not quite as effective as procaine penicillin however. The medicine leaves
the body rapidly in the urine, so the dose must be repeated every 6 to 0 hours.

Penicillin VK can be used for many infections including strep throat, otitis
media, and skin infections. PenicillinVK is effective against ''strep throat",

but Bicillin LA injection is preferred. Patients often forget to take Penicillin
VK.

Give the patient the following dose 4 times daily for 10 days.

* Children under 3 125ing (1/2 teaspoonful).
* Patients 3 and older: 2150ng (1 tablet).

*

Larger doses may be required for some infections.

* Ask the patien. if he is allergic to penicillin before you give him any. Penicillin®
allergies are common and may bo serious. |If the patient is allergic to penicillin
he may have one of the following types of reactions if he takes the drug.

* Hives, skin rashes, itching.- * Fever generalized aching.
* Edema, swelling of the eyelids. * Shock, difficulty breathing.

* Do not use penicillin WK if:

f&t The patient is allergic to penicillin.Use erythromycin.
* Hie patient isunreliable or likely to fcrget to use the drug. Use
procaine penicillin or Bicillin LA.

The patient has a serious infection like pneumonia. :Be procaine penicillin.

*

STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the other oral tablets. It will not be*
harmed by accidental freezing.

% Check the expiration date before giving it to the patient.
This drug is a prescription drug.

* Toll the patient to take the drug uhalt hour beforemeals andat bedtime until
it is all gone.

»® Special instructions lor Lho pediatric liquid:

* Mix the powder with the correct * Toll themother to shake it well
amount of clean water just he- before using.
fore dispensing. ®' Tell her tothrow It away after
# Tell the mother to keep the ? weeks if there .l any .left,

medicine cool but to protect
.it from freezing.
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DESCRIPTION AND USES

Proca: ne penicillin G injection is the most eifective penicillin in the
village. It is used ror many infections such as:

*  Pneumonia. * Otitis media. * Gonorrhea.
* Strep Throat. * Skin infections.

It is useful lor serious infections that require high doses. It is also
useful if the patient is unable to take medicine by inou*h or likely to

forget to take the medicine.

For most infections give the patient the following dose once or twice a
day for 7 to 10 days:

Children under 2 Children between 2 and 12 Older patients
300,000 units IM 300,000-000,000 units IM 6070700"0-i ,2UU ,000 units IM

For gonorrhea, follow these: directions:

* Give the patient 2 tablets of probenecid (Ocncmid) by mouth. The
Probenecid makes the penicillin act .longer.

Wait a half hour, then give the patient M.8 mill.ion units of Procaine ~
penicillin IM. Use 2*1 million units in each buttocks.

WARNINGS

Ask the patient if he is allergic to penicillin before you give him any.
Penicillin allergies are common and may bn serious. Do not give the patient

penicillin if he thinks ho may be allergic to it. Check with your physician
if you are in doubt.

If the patient is allergic to penicillin, he may have one of the following
tyDes of reactions when he receives the drug.

Hives, skin rashes, itching. * Fever, generalized aching.
« Edema, swelling of the eyelids. ft Shock, difficulty breathing.

STORAGE DIRECTIONS

Store this drug in the refrigerator.

Freezing will rum this drug. d0O not uao aftor £t boon frozen, even
if it looks good.

Check the expiration date before using it.

This drug is a prescription drug.

The 2.U million unit injection does not fit into the metal tubex syringe. *

Remove the ribbed plastic cylinder from the needle hub. Screw it into the
blue stopper and use it us the plunger.



Erythromycin llosoner
290« Tablets Erythrocinr
2GQ¥g Chewable Tablets llotycnr
125mg/5m1 Suspension

*

A'f

DESCRIPTION AND USEC

Erythromycin is an antibiotic. It kills many of the same bacteria as penicillin.
ITf the patient is allergic to penicillin, erythromycin is often vised iIn its
place.

The dosage is much the same as lor penicillin VK. The following dosage is
recommended for streptococcal throat infections, ear infections, and impetigo,

infections.

* Adults and older children: 2Xi/ig (1 tablet) U times daily for 10 days.
* Children bctwen 1 and 6: 125mg (1 teaspoonful) 7 times daily for 10 days.
* Children under 1 year of age: 62.5mg (172 teaspoonful) h times daily.

WARNINGS

Allergic reactions such as skin rashes occur ir. a very few patients.
Jaundicemay appear following the use of some types of erythromycin. If it
does, stop the drug and contact your referral physician.

A few patients may have nausea, vomiting, diarrhea or similar gastrointestinal
complaints. Tell the patient to continue to take the drug if ho can tolerate
the effects. Contact your referral physician if the effects are bad.

Do not use erythromycin if:

* Penicillin is effective and Lie person does not have a penicillin allergy.
* The patient is allergic to nrvthromvein.
* The patient has jaundice or liver disease.

STORAGE AND DIDi"EDSING DITJI*CTKTP.

Store erythromycin at room temperature with the other oral tablets and liquids.
It will not be harmed by accidental freezing.

Check the expiration date before givin Inc drur to the patient.

This drug is a prescription drug.

Tell the patient to take the medicine a half f.cur before meals and at bedtime
until it is all gone.

it Special instructions lor the pediatric liquid:

*

* Mix the powder with the correct * L"iirc the medicine well before
amount of clean water -just be giving a dose.
dispensing. * Throw away any medicine that is
 Tell the mother that she can leit after it has been mixed
keep the erythromycin at room for 2 weeks.

temperature or in the refrigerator.
Do not let it freeze.

The chewable tablets are for children who are too small to swallow adult typo
tablets. They should be chewed up well.



Nystatin Oral Suspension Mrcostatinr

IDG/CO0 Units/cc Nilstatr ¢

DESCRIPTION AMD USF.G

* Nystatin is an antibiotic that i. effective against the fungus monilia
(candida albicans). Since it in not absorbed inoin the g.i. tract, it will
treat infections in the mouth and g.i. tract only. It liss few side effects
for the same reason.

* It is used to treat thrush in iInfants.

* Place ?cc in the mouth 4 times daily for 10 days. The medicine
should be held in the mouth for a few minutes before swallowing.

WARNINGS

There are few side effects since the drug is not absorbed into the body. A
few patients may have nausea, vomiting, g.i. distress or diarrhea.

Do not give nystatin to a patient who is allergic to it. Allergies are rare.
STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the other oral tablets or liquids.
Do not use the drug if it has been frozen, even if the bottle is not broken.
Freezing may ruin it.

Check the expiration® date before giving the drug to the patient.

M Nystatin is a prescription drug.

* Shake the bottle before filling the dropper.

Tell the mother to give the medicine to the child every G hours until all is
gone (@bout G days).

* L"xplain to her that the drug acts in the mouth.

* Place lec in each side of the mouth (2cc total). Have the child hold the
medicine in his mouth before swallowing. It helps to rub the medicine
directly on the sores iIn the mouth.



Tetracycline U.S.P, Achromycin Vr  Tetracynr
250mg Capsules or Tablets Paniwcinr Tetrachelr

DESCRIPTION AND USES

* Tetracycline will stop the growth of many types of lac.teria that are not
affected by penicillin. Unlike penicillin, tetracycline will not kill the
bacteria, only slow their growth. Tetracycline is useful if the patient is
allergic to penicillin or if penicillin is not effective.

Tetracycline is used to treat urinary tract infections, bronchitis, and other
infections in adults. The usual dose is 250-500mg (1-2 capsules) 4 times
daily for 10-ih days.

It is also used to treat gonorrhea if the patient is allergic to penicillin.

The dose is 1SO0Omg (6 capsules) as a single dose, followed by SOOmg (2 capsules)
4 times daily for 4 days.

WARNINGS

Tetracycline may cause many minor irritating side effects such as:

* Loss of appetite. *  Bulky loose stools.
* Stomach discomfort. * Diarrhea.
* Nausea and vomiting. * Inflammations of the mouth,skin, rectum, etc.

It may occasionally cause more serious rections such as:

* Skin rashes, hives, itching, * Severe yeast or fungi infections of the

shock and other allergic gastrointestinal tract.
reactions. * Rashes on skin areas exposed tosunlight
(photosensitivity).

* Do not give .tetracycline to:
* Patients wno are allergic to At.
*  Pregnant women or children under the age cf 12. Tetracycline may cause
discoloration of the teeth or slow bone growth in the fetus or child.
* Patients who have kidney or liver problems.

STORAGE AND DISPENSING DIRECTIONS S

* Store this drug at room temperature with the ether ox’al tablets. It will not
be damaged by accidental freezing.

* Check the expiration date before givingthe drug to the patient.

* This is a prescription drug.

* Tell the patient to take tetracycline a half hour before meals and at bed time.

If “t upsets his stomach, tell him to take it with a light snack or with meals.

Calcium, aluminum, magnesium and iron salts interfere with the absorption of

tetracycline. Toll the patient not totake antacids or milkwithin one hour

of the time he takes the tetracycline. Tell him not to take iron(ferrou:

sulfate, vitamins with iron, geritol etc) for the entire 10 days that he is
taking tetracycline. »
A



SULFISOXAZOLE (GaNTCISI|Or
Trisulfapyrmidines (Triple Sulfa)
SOQmb Tablets

500mg/5ml Suspension

=

DESCRIPTION AMD USES

Sulfisoxazole and trisulfaprimidines are not identical. Their actions are
so similar that they will be discussed together. Both are "sulfa' drugs that
are effective against many types of bacteria. They wore once usedfor many
infections, but are now used tmin.’y for urinary tract infections. Occasionally
they are used for ceir .infections In combination with penicillin.
The medicine is taken 4 times daily for 10-14 days.
* Children between 2 and 0 take 1 teaspoonfui.
* Adults and older children take 2 tablets.

* The physicianmay often ask the patient totake a large dose

(8 tablets) for the first dose only.

* The patient should take a large glass of waterwith each dose.

WARNINGS
Sulfa drugs may cause; a number of serious allergic reactions including:

Hives, rashes, itching. High fever, severe headache,
Inflammation of the mouth, fever and joint pain.

eyelids, nose , urethra, pcni.s. Shock or difficulty breathing.

Sore throat, fever, pallor, jJaundice, weakness, and bruising may be signs of
a serious blood disorder. Stop the drug and contact your referral physician.
Some patients may develop a skin rash on areas exposed to the sun (photosensi-

tivity). Nausea or vomiting occur frequently, they do not indicate a serious
problem.

Do not give sulfa drugs to:

" Patients who are allergic to sulfa or chemically similar drugs (hydro-
chlorothiazide, acetazolamide, tolbutamide).

Patients who aro not producing urine adequately. The drug will come out of
the urine and form crystals in the kidneys if the urine is too concentrated.
g Infants under 7 months of age, women who are breast feeding infants, or

woman near term (ready to deliver). |Infants develop jaundice if they
receive sulfa.

STORAGE AND DISPENSING DIRECTIONS

Store the tablets and liquid at room temperature with the other oral tablets
and liquids. The tablets will not be harmed by accidental freezing but the
suspension will be ruined. Do not use it even if the bottle is not broken.
The suspension should be shaken well before using.

This iIs a prescription drug.

Tell the patient to take the medicine every 5 hours (before meals and at bed-

time) with a .large glass of water. The patient should drink lots of fluids
so he will make lots of dilute urine.

-_ T ——



Hydrocortisone - Neomycin - Folymixin B Cortisporinr
Eardrops

DESCRIPTION AND USES

Cortisporin is a combination of two antibiotics and a drug to reduce inflamma-
tion. Polymixin D and Neomycin arc; effective against many bacteria that

cause ear infections. Hydrocortisone helps reduce the inflammation and
itching that may result from these infections.

The infected ear should be cleaned and dried first. Any pus or drainage
should be removed.

* The patient should tilthis head to one side.

* Place 3 or 4 drops into the ear. Repeat the process 3or 4times
daily. Use the drops 5 to 7 days or as needed.

WARNINGS

The patient may become allergic or sensitive to the drug.

* Do not use the drug if:

*

The patient is allergic to neomycin, p ilymixin 3 or hydrocortisone.
Thepatient®s ear appears to be irritated by the drug.

The patient has a viral infection such as chicken pox, small pox
vaccination or herpes simplex.

*

*

STORAGE AND DISPENSING DIRECTIONS

* Store this drug at room temperature wil"n other ear drops. Cortisporin will
orobably be ruined if i1t is accidentally frozen. Do not use it if it has
been frozen.

Check the expiration date before giving the drug to the patient. Cortisporin
has a very short expiration date.

Cortisporin is a prescription drug.

* Special instructions:

* Tel.l the patient to warm * Demonstrate the correct way to
the bottle in his hands use the ear drops to the patient.
before using the drops. * Tell tae patient to avoid touching
* Shake the Dor lie well before the dropper to the ear or with ’is

using It fingers.



Polymixin B, Bacitracin, Neomycin Ophthalmic Ointment NEOSPORINR
Polymixin B, Gramicidin, Heomycin Ophthalmic Solution Neosporinr <

o

o

UUSCRIITIiON AI.D USDS

Neosporin is g brand name used by llie Burroughs Wcl.lcoino Company for several

different combinations of antibiotics. These two products meet high standards
of purity and sterility and are intended to treat minor bacterial infections

of the eye.

Do not confuse the small 3.-5Gn tube of ophthalmic ointment withthe large 15Gm
tube of polymixin B, bacitracin and neomycin topical ointment. The large tube
is not sterile and should be used on the skin only,

Neosporin is used to treat a variety of minor bacterial infections of theeye.
Place a small amountof the ointment or I or 2 drops inside the lower eyelid
every 3 or 4 hours. Neosporin may alse be use: to prevent infection if an

eye has been injured.

WARNINGS

Patients may become allergic to one of the 3 antibiotics, usually neomycin.
Stop using the drug if the patient"s eye becomes r:d or irritated.

Do not use neosporin if the patient is allergic to neomycin, polymixin B, ,
or bacitracin. -

Do not use the ointment form F the patient has a deep .laceration of the cornea

or the nclera. The ointment might enter the inside of the eyeball and be
difficult to remove.

STORAGE AND DISPENSING EISECTIONS

Store Neosporin at room temperature with the other eye drops,

Neosporin drops may be damaged by frecsing. CuecK carefully to see if the
dropper o~ the bottle is broken. If it is not broken and the drops look
normal, it is probably safe to use them,

Check the expiration date bciore giving the medicine to the patient. s
This is a prescription drug.

Special instructions.:

* Teach the patient the correct Toll the patient to -..id touching
way to use eye ointments or the tip of the tube or the dropper
drops. with the fingers or to the eye.

* Tell the patient to place te*
ointment or drops in the space
between the lower eyelid and
the eyeball.
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Prednisolone - Sulfacetamide O; i-miAi.MC Ointment and solution letihydr

DESCRIPTION AND USES

Mp.timyd contains two drugs, prednisolone and suitaeetaui.de. Prednisolone is
a drug that reduces inflammation and redness from infection, irritation or

allergy. Sulfacetamide is a sulfonamide ('Sulfa’™) that stops the growth
of bacteria.

Metimyd is effective in treating a variety of prdb.leirs including:

* Allergies of the eyelids.” * Chemical irritations. * Iritis.
* Conjunctivits due to hay fever. * Heat burns. * PKC.

The ointment or drops are applied to the inside of the lower eyelid every
4 to 0 hours. The ointment lasts longer so it is preferred for bedtime use.

WARMINGS

* Inflammation is a normal defense used by the body to prevent the spread of
infection. If prednisone stops the inflammation., and sulfacetamide docs not
kill the germ, the infection may spread.

Prednisolone may iIncrease the pressure within the eyeball.

* Some people are allergic to sulfa drugs. Stop the drug if the eye becomes
more red or swollen.

* Do not use metimyd if:

*

The patient is allergic to "sulfa" drugs like sulfisoxozole (Gantrisin®
or trisulfopyr.imidines (triple sulfa).

The patient has an eye infection due to a virus such as small pox
vaccination, chicken pox or herpes simplex. Metimyd will cause the
infection to spread.

*  Thepatient has an eye infection caused by fungi.

*  Thepatient lias an eye infection caused by tuberculosis.

The patient has an eve infection that is producing a lot of pus.

*

STORAGE AND DISPENSING DIRECTIONS.

« Store metimyd at room temperature with the other eye drops. The eye di“ops will
be ruined by accidental freezing. Do not use them even if they look normal.
The ointment will probably not be harmed by accidental freezing.

* Check the expiration date before using.

* This iIs a prescription dx-g.

* Special instructions:

* Teach the patient the correct * Tell the patient to avoid touching
way to use eye ointments or the tip oi the tube or the dropp®.r
drops. with the fingers or to the eye.

* Tell the patient to place Die Shake the drops well before using
ointment or drops in the space them.

between the lower eyelid and i
the eyeball.



Sulfacetamide Sodium Ophthalmic Ointtent/Drops Sodium Suuwdr

DESCRIPTION AND USES

{ Sulfacetamide is un antibacterial drug of the sulfonamide or "sulfa" type.
It is used iIn the treatment of minorbacterial infections of the eye and
eyelid. It is the best drug to use for infants with eye infections.

Place a small amount of the ointment or a few drops of the solution inside

the lower eyelid 3 or 4 times a day. The ointment lasts longer so it is
the preferred form at bedtime.

WARNINGS:

Sulfacetamide, like other "sulfas', may cause allergic reactions. Stop using

the drug if the patient®s eye becomes red, swollen or irritated because of
the drug.

* Do not use sulfacetamide if the patient is allergic tosulfacetamide, sulfisox
azoic (Gantrisin ), Trisulfapyrimidines (Triple Sulfa) or other sulfa drugs.

* Do not use the ointment foam if the patient has a deep laceration of the cornea

or the sclera. The ointment might enter the inside of the eye ball and be
difficult to remove.

STORAGE AND DISPENSING DIRECTIONS
* Storage sulfacetamide at room temperature with the other eye drops and ointment
It will probably not be harmed by accidental freezing, unless the container is
broken by the freezing.
Check the expiration date beforeusir.g the drug.
£ This B aprescn®nt ion drug.
Special instructions:

*

* Teach the patient the correct *  Tull the patient to avoid touching
way to use eye ointments o™ the tip of thetube orthe dropper
drops. with LiteFingers or theeye.

»# Tell the patient to place the
ointment or drops in the space
between the lower eyelid and
the eyeball.



Silvek Nitrate 1% Ophthalmic Solution in Wax Ampuls

A ome

DESCRIPTION AMD USES

Silver nitrate is an antibacterial. The drops are used to prevent ophthalmia
neonatorum, an eye infection of newborn infants that causes blindness.
Ophthalmia neonatorum is caused by the same bacteria that causes gonorrhea.

The state law requires that all infants be treated with silver nitrate eye
drops immediately after birth.

* Sticka pin into the tip of the wax ampul.

ft Squeeze the other end to force out a drop.

* Placeone drop in each eye. Do not touch the eye withthe wax ampul .
It isbest to leave the drop in the eye and let thetears wash it out.
"Do not rinse it out.

ft Throw away the opened wax ampul.

WARNINGS

Silver nitrate is an irritating drug. Only the silver nitrate that comes in
the wax ampuls should be used in the eye.The drug will cause thebaby"s eyes
to be red and irritated.

Do not use the drops if they appear to be dark or discolored.

STORAGE DIRECTIONS

Store this drug at room temperature with the eye drops or your OB supplies.
Freezing will probfibly not ruin the drug, but high temperatures may melt the
wax ampul .

Silver nitrate is light sensitive. Store it ina dark place.

Silver nitrate is a prescription drug.

Special instructions:

ft Do not use the silver nitrate if it is discolored, or black.

ft The wax will make the liquid inside seem slightly colored. If there
is any questions, return the drug \o the pharmacy for a fresh supply.

* At the time of use, examine the drop as it comes from the wax ampul.
The solution should be clear and colorless.



Bacitracin Ointment

BACITRACIN, NeCWCIN AND "3 AMjTIBlonc OINTMENT?
polymixin B Topical Oiniment "Triple Antibiotic"

Neosporinr i"”citracinr

DESCRIPTION AND USES

v Bacitracin is an antibiotic chat inhibits the growth of streptococci, staphy-
lococci and other common bacteria. It is often used iIn ointments by itself
or combined with neomycin and polymixin B. Neomycin and Polymixin 12 are
antibiotics that are effective against additional bacteria.

Bacitracin and 3 antibiotic ointment are used on minor infections such as
impetigo or infected rashes. It is usually applied to the area 3 or 4 times
daily after washing. The ointment will be of little value in serious infections

WARNINGS

Bacitracin has few harmful effects but neomycin may cause local allergic
reactions such as iInflammation or redness.

Do not use these ointments on:

*

Patients w.io arc allergic to them.

Large wounds that will require suturing.
Eye infections (use the ophthalmic ointment form).

*

*

rSTORAGE ALLD DISPENSING DIRECTIONS

"M Store these drugs at room temperature with t\* ox"emat liquids or ointments.
The ointments will probably not be damaged 1lv acc.ld.ntal freezing.

Check the cxpirat on date before dispelling.

This drug does not require < prescription.

IT the ointment is being used for impetigo, tell the patient to wash the sores
to remove t.he crusts before applying additional ointment.



Mafenide Cream Sulfamylomr

DESCRIPTION AND USES

* Maferiide (sulfamylon) retards the growth of bacteria on the skin. Its main
use is to prevent severe bacterial infection followinn 2nd or 3rd degree
burns. It has nosoothingor pain relieving effects.

* After the patient has beentreated for shock and pain, clean theburn area
and remove dead tissue. Apply sulfamylon cream to the burn using a sterile
glovedhand. Apply the cream to a thickness of 1/16".

* Remove the creamdaily by bathing. Replace the cream when needed to keep
the burned area covered with cream at all times.

WARNINGS

* Sulfamylon oft™n causes pain or a burning sensation when it is applied. This
is normal but unpleasant.

* Some patients may develop an allergic reaction (rash, hives, itchi.ig, swelling,
redness, etc.) after they have been using the drug for 10-m days. Do not
confuse the allergy symptoms with the normal side effects.

* The medicine upsets the normal acid-base balance of the body. Most patients
adjust to this easily. Patients with lung disease may develop acidosis.

N
« Do not use sulfamylon on minor burns. It is of no value and may cause discomfort..
STORAGE AND DISPENSING DIRECTIONS

* Store this drug at room temperature withthe other ointments. It willprobably
be ruined by freezing. Do not use it if it has been frozen.

* This is a prescription drug.

* Do not give the drug to the patient as ageneral rule. Apply ityourself using
the correct sterile technique. Apply it about 1/16" thick.



Furazolidone and Nifuroxime Vaginal Suppositories TricofuranR

*

*

DESCRIPTION AND USES

Furazolidone and Nifuroxime will kill the bacteria trichomonis and the yeast
Candida albicans. Those two organisms are responsible for many vaginal in-
fections. Trieofuran is not effective against gonorrhea.

Trieofuran is used to treat trichomonas vaginitis or vaginal moniliases
as follows:

One suppository is placed in the vagina (birth canal) in the morning
and at bedtime for 1 week.

* After one week, the medicine is used at bedtime only.

11 the woman has her menstrual period, she should continue to use
the medicine.

The treatment will need to last at least 2 weeks and perhaps an
entire menstrual cycle.

WARNINGS

The patient may become allergic to the drug. She should stop using it if

irritation, burning, itching, or redness occur. Douching may help to remove
the irritating drug.

The medicine will leak out of the birth canal. This can bo kept to a minimum
by inserting the suppository properly.

STORAGE AND DISPENSING DIRECTIONS

Store the suppositories at room temperature with the external liquids and
ointments. They will not be damaged by accidental freezing.

If the suppositories become soft, store them in the refrigerator or hold the
suppository under cool water for 2 minutes.

This iIs a prescription drug.
Special instructions:

* This medicine is a little * A man cars catch the infection from
inconvenient to use. Go the woman. He may have no symptoms
over the directions carefully but he may reinfect the vjormen.
encourage the patient to * The patient™s husband should not
follow them. have sex with her or he should

* Review the directions that wear a condom (rubber) to prevent
come with the package. Tell him from becoming infected.

the patient to lie down for
a lull 10-1.5 Mhinuter, after
inserting the suppository.



Surgical Detergent Phisohexr

DESCRIPTION AND USES

Phisohex is a detergent solution containing 3% hexachlorophene. After each
use, a small amount of hexachlorophene is left on the skin. The hexachlorophere
will slow the growth of common skin bacteria. It is effective only when used

repeatedly. It has no advantage over other soaps for cleaning wounds or other
occasional use.

Phisohexis used hy medical personnel to clean their hands. It is also used
to clean the skin of a patient who has impetigo. Ordinary soap and water
is probably as effective for the latter use.

Phisohex is used much like ordinary soap. Wet the area to be washed. Add a

small amount of phisohex. Rub to produce suds. Add more water to produce
more suds; Rinse the area thoroughly, then dry it.

Hexachlorophene can be absorbed through the skin and mucous membrane (mouti,
vagina, etc). It is absorbed more readily through the skin of babies or if

the skin is burned or irritated. Phisohex should always be rinsed off well
to prevent absorption.

IT it is a sorbed,"hexachlorophene cun damage the brain or nervous system.

The effects include irritability, stimulation, and possibly convulsions.
The harmful effects can be fatal.

* Do not use phisohex:

Ifthe patient is a small baby.

Ifthe skin is Fed, inflanmed, burned or irritated.
Asa dressing or like a lotion.

On a .nUcous membrane or in thevagina.

* F X *

STORAGE AND DISPENSING DIRECTIONS

Store phisohex at room temperature with the external liquids. It may be ruined
by freezing. If it becomes frozen, unthaw it and shake it well. If it looks
normal, go ahead and use it.

Phisohex is a prescription drug.

Explain to the patient that it must be used like soap. Tell him to rinse it

off well. Warn him that it .is dangerous if swallowed and must be kept out
of the roach of children.



White Petrolatum Petroleum Jelly, Vaseliner

Aqiv¥phor

VITPMIN A AND D OINTMENT

DESCRIPTION AMD USES

The above 3 products are somewhat similar and have similar uses. White
petrolatum is a semi-solid product obtained from oil. It will not absorb
water. Aquaphor "contains white jetrolatum plus other ingredients that
help it absorb water. Vitamins A & D ointment contains petrolatum, in-
gredients that help it absorb water, and vitamins ADD. The two vitamins
are supposed to help skin rashes like diaper rash heal more quickly.

These products help treat or prevent diaper rash. They form a water proof
barrier between the urine in the diaper and the baby®"s skin. The ointment

is applied to the skin as often as needed to keep up the water proof covering.

These ointments can also be applied to dry skin. They will prevent evapora-
tion of water from the skin and keep it moist and soft.

These oin-ments can also be used for other lubricating or protective uses.
- " WARNINGS

These products do not contain antibiotics. If the diaper rash i.. badly
infected, the patient may need antibiotics.

STORAGE AMD DISPENSING DIRECTIONS

Store these ointments at roor. temperature with other external ointments and
liquids. They will not be damaged by accidental freezing.

may be available in the village store.

These drugs do not require a prescription, t/ite petroleum and vitamin A 6 D

\



Hydrocortisone 1% Ointment Cort-DokeK CortefR

Triamcinalone 0,1% Cream I<EGIAG Aristocortr

DESCRIPTION AND USES

Hydrocortisone reduces inflammation, itching, and other discomforts when
applied to rashes caused by eczema, allergies, or irritants. The hydro-
cortisone treats the symptoms but does not remove the underlying cause.
Triamcinolone is a similar medication with similar uses and warnings.

A small amount of the ointment is applied to the rash and rubbed in well.
It may need to be applied 2 wo U times daily.

WARNINGS

These drugs reduce inflammation and may allow any infection present to
spread.

E A few patients may develop an allergy to the drug, other patients may develop
itching, burning, or acne-like skin eruptions. |If the patient has problems
with the drug, tell him to stop using it.

Do not use hydrocortisone or triamcinalone on: (

* An infected rash.

* A skin rash caused byTB, small poxvaccination, chicken pox,
or a virus such as herpes simplex.

An eyelid or eye inflammation or rash. *

STORAGE AND DISPENSING DIRECTIONS

Store these drugs at room temperature withthe external ointments and liquids,

Accidental freezing may ruinthem. Do notuse them iIf they have been frozen.
Check the expiration date before using.

These drugs are prescription drugs.

* >



ACETAMINOPHEN TYLENOL R

3R> jJ® Tablets 5 TB-iPRA
60 HyO.6c¢ccC drops DATRIL K

Acetaminophen reduces pain and fever much like aspirin.. Unlike aspirin,
acetaminophen does not reduce inflamation. Acetaminophen has fewer side
effects than aspirin and is available in a liquid dosage form for children.

Acetaminophen is used to treat mild to moderatepain from headacehs, toothaches,
headcolds, menstural cramps, muscle aches, etc. Tie usual adult dose is 2
tablets (G50mg) every 4 hours it needed for pain. Larger doses will not relieve
severe pain. ltcan be. used to reduce fever inthe same dosage.

Acetaminophen is the best drug to use to reduce fever in children. Give the
child the following dose every 4 hours if needed:

* Children under 6 months of age = 0.3cc

*  Children6 months to 1 year = 0.Gcc

*  Childrenlto 3 years old =0.6cc to 1.2cc

* Children3to 6 years old =1.2cc to 2.4cc

*  Childrenfrom G to 12 yearsold =1/° to 1 adult 325mg tablet.

WARNINGS

Acotaminophen lias few harmful effects if taken correctly. A few patients may
have a skin rash or other signs of allergy.

Acetaminophen is considered to be a relatively safe drug, but an overdose of it

can cause illness and even death. A single dose of 20 tablets or more in an adult
may lead to serious injury to the liver. Children appear to be less likley to have
liver injury than adults, but a full bottle or more of acetaminophen drops may

lead to serious livery injury in a 20 Ib. child. |IFf a patient takes an overdose

of this drug, cause vomiting and follow the pther steps normally taken for a
medication overdose and contact your referral physician for advice.

Large uor.es of acetaminophen taken for several years may also be harmful.

Do not use acetaminophen if:

* _ Tie patient is allergic to acetaminophen or phenacetin (rare)
* _ "he patient has arthritis Qlike pain. Use apsirin instead since
it will reduce inflamation.

storage and dispensing directions

""Store acetaminophen at room temperature. Acetaminophen will not be damaged
by accidental freezing unless the bottle breaks.
Acetaminophen is a non-prescription drug.

Show the mother how to measure the dose. til her that 1.2cc is 2 dropperfuls, =
2.4cc is 4 droppersful, etc.
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Aspirin A.S.A.
326mg (6 gr.) Tablets "Adult Aspirin” Acetylsalicylic Acid-
75mg (11/4 gr,) Tablets "Baby Aspirin

*

*

*

DESCRIPTION AND USES

Aspirin has 3 separate actions on the body. It is an:
* Analgesic (reduces pain). * Anti-Inflammatory (reduces in-
* Antipyretic (reduces fever). flammation and swelling).

The adult dosage is 2 tablets of the 325mg size every 4 hours if needed for
pain or fever. Aspirin will relieve mild to moderate painffrom headaches,
toothaches, menstrual cramps, muscle aches etc. Larger doses will not give
relief of severe pain. Larger doses (3 or 4 tablets every 4 hours) may help
reduce inflammation in swollen joinxs due to rheumatic fever or arthritis*

The pediatrician’s prefer that you use acetaminophen drops for small children,

rather than aspirin. If you must use aspirin for fever, follow these dosage
recommendations:

Childrenunder 3 months - Do not give aspirin.

Children 3to 6 months of age - .1/4 of ar5mg baby aspirin.

Children 6to 12months - 1/2o0f a 75mg baby aspirin.

Childrenl year old - 1 baby aspirin.

Children 2 years old - 2 baby aspirin. (
Children 3years old - 3 baby aspirin.

Children 4years old - 4 baby aspirin.

Children 5 to 12 years old - 4 baby aspirin or oneadult aspirin.

The above doso may be given every 4 hours if needed. Donot give it

more often. Do not continue the aspirin for more than 48 hours at the
above dose.

% ok %k ok Ok X X %

WARNINGS

Aspirin has many side effects, some of which can be serious. Overdosage can
be fatal, especially in small children. The harmful effects are more common
in children who are feverish and dehydrated. Be certain that children taking
aspirin are given plenty of liquids.

Aspirin in the usual doses can cause:

*  Nausea. *  Small amount of * V/orsened gastric
*  Vomiting. blood loss from bleeding and ulcers.
* Abdominal pain. the intestines. *  Sweating.

About 1 in every 500 persons is allergic to aspirin. Patients who have asthma

or nasal allergies are more likely to have aspirin allergies. Aspirin allergy
symptoms can include:

* Rashes and hivc3. * Edema of the face, eyelids, lips.
* Inflanuned nose, asthma, * Difficulty breathing, asphyxia, J
nasal “polyps. and death.

*  Tainting.

L1

i
Aspirin can block or increase the effects of some other drugs.



IT the patient receives a slight over dose, he may have symptoms of salicylism.
IT this occurs, stop the drug until the symptoms go away. |IFf the drug is still
needed, restart the drug at a small dose. Symptoms of salicylism include:

* Ringing ears. Dizziness. Rapid breathing.
* Headache. Dimness of vision. Rapid pulse.

* Confusion. Sweating. Vomiting.

*  Drowsiness. Fever. Diarrhea.

Do not use aspirin if:

The patient is allergic to it.
The patient is a child and you have acetaminophen available.
Use acetaminophen instead.
The patient is taking probenecid (benemid) for gout, or anti-
coagulants (warfarin, counmadin).

b The patient has ulcers or gastrointestinal bleeding.

STORAGE AND DISPENSING DIRECTIONS

Store aspirin at room temperature with the other tablets. It will not be
harmed by accidental freezing.

Aspirin does not require a prescription.

Aspirin should be taken with food, milk, atmeals orwith a largeamount of
water to prevent stomach irritation. Baby aspirin tablets should be smashed
and mixed with a small amount of water.

Warn the patient that aspirin is the most common cause of death inaccidental
poisoning of small children. Keep aspirin out of the reach of children,
especially flavored baby aspirin!



Propoxyphene Darvonr

65mg Capsules

DIRECTIONS aND USES

: ProDoxvDhcne is an analgesic. It will relieve mild to moderate pain, much
“‘like aspirin. Unlike aspirin, it will not reduce feverlor inflammation.

Recent studies have shown propoxyphene to be no more effective than aspirin
for the relief of pain.

« Propoxyphene i3 used to reliove inild to moderate pain caused by headache,
toothache, menstrual cramps, muscle aches and injuries. The usual adult
dose is one G5mg capsule every 4 hours.

WARNINGS

Propoxyphene has a number of harmful side effects including:

* Drowsiness or dizziness. * Excitement. * Skin rashes.

*  Sedation. * EuphoXia (feeling * Nausea and vomiting.
* Headache. of well being). * Constipation.

* Insomnia.

Many people who have taken propoxyphene want to continue to take it because it
makes them feel good. They develop a psychological dependance on the drug.
Propoxyphene is not as often abused as codeine or morphine, but it must be
considered a habit forming drug.

Patient should not do hazardous work, such as drive a snow machine, while
taking propoxyphene because the drug will make them drowsy or dizzy. Alcohol
and other sedative drugs will increase the drowsiness.

Overdose with the drug will cause coma, depressed breathing, shock, edema of
the lungs and death. Convulsions may occur.

Do not give the patient propoxyphene if:

The patient is a child.

The patient has arthritis. Aspirin is better.

The patient is using a lot of this drug or may beabusing it.

The patient has not tried aspirin or acetaminophen.

.The patient drinks a lot of alcohol, operates dangerous equipment or
/night be harmed by the sedative effects.

r oA

STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the other oral tablets. Propoxyphene
capsules will not be damaged by accidental freezing.
Check theexpiration date before dispensing.

ft This is aprescription drug. It is subject to drug abuse bysome patients.
Use it only with your referral physician®s order.
Warn the patient about the dizziness or drowsiness. Tell him not to drink
alcohol, drive a snow machine, or operate dangerous equipment.



Sodium Salicylate NaSal

300ty Enteric Coated Tablets Sod, Sal,

DESCRIPTION AND USES

Sodium salicylate is verysimilar to aspirin. It has most of the same actions
and harmful effects. The enteric coating prevents the tablet from dissolving

until it reaches the intestine. This means that the drug causes less stomach
irritationjbut it also acts more slowly.

Sodium salicylate is used to reduce the pain and swelling of the joints caused
by arthritis. The usual dose is 600 to 900mg (2 or 3 tablets) 4 times daily.

WARNINGS

Sodium salicylate has the same harmful effects as aspirin including:

*

Salicylism from over dose.
Interferring with effects
of other drugs.

* Causing gastrointestinal bleeding.
* Serious poisoning from accidental
over dose.

*

Sodium salicylate is less likely to cause stomach upset or allergic reactions
than is aspirin.

Donot use sodium salicylate if the patient:

* Has a fever or headache. Use aspirin or acetaminophen sincesodium
salicylate acts to slowly.

* 1Is e.child. The tablets are too strong for pediatric use.

* Has an allergy to aspirin or sodium salicylate.

Is taking anticoagulants (coumadin, warfarin) or probenecid (Denemid).

*

STORAGE AND DISPENSING DIRECTIONS

Store sodium salicylate at room temperature with the other tablets. It will
not be damaged by accidental freezing.

Sodium salicylate does not require aprescription.

Tell the patient to take thedrug with lots of water. Vdamhim that the drug
isdangerous if taken in too largo a dose. It can be fatal to small children.
The red tablets look like candy. Keep it out or the reach of children!



Pentazocine Talwin
50mg Tablets

30mg/cc Ampul

ft

ft

DESCRIPTION AND USES

Pentazocine is a analgesic. Injectable pentazocine is about as effective as

morphine or meperidine for severe pain. Oral pentazocine is about as effect-
ive as oral codeine. Pentazocine is considered to be less habit forming than
narcotics like morphine and codeine. It has less of an abuse problem as well.

Pentazocine is taken by mout*h for mild to moderate pain such as toothaches,

severe headaches, injury, etc. The usual adult dose is 50 to 100mg (I to
2 tablets) by mouth every h hours.

Injectable pentazocine is used to treat severe pain. The usual adult dose
is 30 to 60mg IM or subcutaneously.

WARNINGS

Pentazocine has many side effects. The most common are sedation, nausea .and
vomiting. Alcohol and other sedative drugs will increase the drowsiness.
Some of the other main side effects include:

ft Loss of appetite, cramps, * Change inblood pressure, shock,
diarrhea and constipation. * Vision disturbances, weakness,

*  Dry mouth, dizziness, sweating, drunken feeling, grogginess, (
nasal congestion, tachycardia, headache, depression, excitement,
flushing and urinary retention. nightmares.

* ltching and allergic reactions.

Pentazocine is not as addicting as morphine or meperidine, but some people
may abuse the drug.

* ? Do not give pentazocine if:

*

ft Aspirin or acetaminophen will be effective.

ft The patienthas low blood pressure or other symptoms of shock.

* The patienthas a head injury or brain damage.

ft The patient is a child.

ft The patient has a breathing difficulty such as asthma, cyanosis,COPD.
Pentazocine will further depress his breathing.

ft The cause of the pain is unknown and the patient will beseen by a

physician soon. If t™e pain is relieved, the physician may have trouble
finding the cause.

STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the tablets or injections. If it

is frozenjthe ampul will orobably break. Jt it does not, the medicine is
probably safe to use.

Check the expiration date before using.

This 1is aprescription drug. It has some abuse potential. Use it only with (
a physician®s order or”in an einergency”™as outlined in your manual.

Warn the patient that the drug will cause dizziness or drowsiness. Tell him
to stay in bed.



I"peridine Injection 50mg Demerolr

TtoRPHINE Injection
DESCRIPTION AND USES

ft Morphine and meperidine are analgesics. They are highly effective for severe
pain due to injuries, heart attacks, heart failure and other problems. They
have been abused by drug addicts and are subject to special legal controls.
The actions of morphine, meppridine and pentazocine are similar.

The usual adult dose of meperidine is 50 to 75mg I.M. This dose is repeated
every 3 to 4 hours.

* The usual adult dose of morphine is I0mg subcutaneously every 4 hours. It
may also be given I.M.

WARNINGS

ft Like all narcotics, morphine and meperidine have many side effects. The ones
you should be most concerned with are:

*  Sedation. * Respiratory depression.
ft Nausea and vomiting. Circulatoi®y depression.

ft The patient may have hallucinations, nightmares, and many oxher side effects.
The drugs affect the mind, respiration, circulation, and the operation of the
gastrointestinal tract. The patient -should go to bed and stay there. Assist
him if he must be transported.

Morphine and meperidine are addicting to some people. Addiction is not a
problem if the patient receives only a few injections to controlacute pain.
Do not.use morphine or meperidine if:

*

The patient has minor pain that can be relieved by aspirin or
acetaminophen.

* The patient has low blood pressure or other symptoms of shock.

ft The patient has a head Injury or brain damage.

* The patient has a breathing difficulty due to asthma, COPD, or similar
disease. Narcotics will further depress his breathing.

* The cause of the pain is unknownand the patient will beseenby a

physician soon. If the pain is relieved the physician may have trouble
finding the cause.

ft The patient must perform dangerous work requiring alertness (such as
flying a plane). Narcotics are for patients in bed or on a stretcher.

STORAGE AND DISPENSING DIRECTIONS

Store morphine at room temperature in a locked cabinet. Only the health aide
should have access to the cabinet.

Accidental freezing nay break the glass tubex. |If it does not appear to be
damaged, the drug is probably all right.

Check the expiration date before using the drug.

Morphine and meperidine are controlled drugs as well as prescription drugs.
Use it only with a physician®s order or, iIn an emergency, according to your
manual. You must keep a record of each dose of tie drug you receive and use.
Do not let the patient stand up or walk about after he has received either

B &

*



Lidocaine Injection Xylocainer

DESCRIPTION AND USES

Lidocaine is a local anesthetic. It will block the nerves near the area into
which it is injected. Lidocaine is used to block the pain in an area that
must be sutured, debridcd, or otherwise treated painfully.

Inj ct a small amount of the solution every 1/U" to 1/2" in the desired area.
3cc to 5cc is enough total solution for a small laceration. Use the smallest
amount possible. Aspirate frequently to be certain that you not injecting
into a vein.

WARNINGS

Allergic reactions are rare, but may occur. Reactions have included skin
rashes, edema, asthma, shock-like reactions, and death.

IT a large amount of lidocaine is injected into a vein or rapidly absorbed,
the patient may have:

Anxiety, tremors or other * Slow heart beat, low blood pressure,
signs of nervous system or other signs of cardiovascular
stimulation. depression.

Do not use liodcairie if: -

* The patient is allergic to it.
* The area is infected or inflammed.
The patient is iIn shock.

STORAGE AND DISPENSING DIRECTIONS

Store lidocaine at room temperature with the other injections. |If lidocaine
is frozen, the vial may break. |If it does not break, It is safe to use

the drug.

Check the expiration date before using the bottle. V/hen you first use the
vial, write the date on the bottle. Discard the vial 30 days after opening.
Lidocaine is a prescription drug.



Clove Oil Eugenol
Oil"of Cloves

DESCRIPTION AND USES

Clove oil is a local anethetic. It ic usedtostop a toothache on a temporary
basis. The tooth is still decayed and mustbe restored or pulled by a dentist.

The clove oil may be placed gn a small piece of cotton. The cotton is then
inserted into the cavity of the tooth. The clove oil will have to be replaced
periodically as the effect wears off.

Clove oil is also used as an ingredient in a temporary Ffilling.
i

WARNINGS

Clove oil is a temporary measure only. Thetooth is still decayed. The
patient must see a dentist as soon as possible

STORAGE

Store clove oil at room temperature with the internal liquids.

Clove oil will not be damaged if it is accidentally frozen.

Clove oil is a non-prescription drug. Follov? the guidelines in the healtV*-
aide manual. - ? E

It is best to apply this drug yourself. Do not give the bottle to the patient.



Aluminum Hydroxide 6f1 wih-4 Magnesium Trisilicate Tablets Gelusilr

Aluminum Hydroxide - Magnesium Hydroxide Suspension

Aluminum Hydroxide - Magnesium Hvdroxide with Simethicone
Suspension

«

Maaloxr

Mylantar

DESCRIPTION AND USES

All 3 of these products are antacids containing an aluminum and a magnesium
salt. Aluminum salt antacids- tend to cause constipation, while magnesium
salts cause diarrhea. The combination of the two is less likely to cause
either. The simethicone in mylanta reduces 'gas' iIn the stomach.

Antacids are also used to treat peptic ulcer, acute alcohol gastritis
gastritis due to disease or drugs, and other stomach problems caused by too
much acid in the stomach. The usual dose is 1 to 2 tablespoonfuls or 1 or

2 tablets every 1-2 hours. The tablets should be chewed well and taken with
water.

A smaller dose (1-2 teaspoonfuls) may relieve indigestion, heartburn, ''sour
stomach™ and similar minor complaints.

WARNINGS

A few patients may have constipation or diarrhea as a side effect, Serious
side effects are rare.

STORAGE AND DISPENSING DIRECTIONS

Store antacids at room temperature with the other oral tablets.or liquids.
Accidental freezing will ruin Mylanta or Maalox Suspension. Even if the
bottle is not broken, the medicine may be damaged so that it will not shake
up properly. Freezing will not hurt the tablets.

All 3 of the antacids are non-prescription drugs.

Tell the patient to shake the liquids well before using. Tell him to chew
the tablets and swallow them with water.



Kaolin with Pectin ILF, Kaopectater

Kalpec

DESCRIPTION AND USES

* Kaolin is a type of clay. Pectin is a carbohydrate obtained from apples and
citrus fruit. Irritating chemicals and bacteria are adsorbed onto the surface
of these two drugs. Pectin is also a demulcent that soothes the lining of
the g.i. tract.

* Kaolin with pectin is used to treat simple diarrhea. Give the patient Kaolin
with Pectin 3 or 4 times daily if needed:

Adults may have 30ml (2 tablespoonfuls).

Children between 6 and 12 may have 15ml (1 tablespoonful).
Children between 3 and 6 may have 1-2 teaspoonfuls.
Children under the age of 3 may have 1/2 to 1 teaspoonfuls.

* % X X

WARNINGS

* Do not use Kaolin with Pectin for more than a few days. |IFf the diarrhea lasts
longer than this, contact your referral physician.

* Kaolin with Pectin is not very effective alone. It is important that the
patient follow the directions regarding fluids and diet. /

STORAGE AND DISPENSING DIRECTIONS - "

* Store Kaolin with Pectin at room temperature with the other oral liquids.
Accidental freezing may ruin it. Do not use it if it has been frozen.

* Kaolin with Pectin is a non-prescription drug.

* Shake it well before using.



Milk of Magnesia U.S.H, Magnesia Magma

DESCRIPTION AND USES

* Milk of Magnesia is a suspension of magnesium hydroxide in water. It
ucts as an antacid or a laxative depending on the dose. When used
as a laxative, it works by retaining water in the intestine. This

produces a loose watery stool.

One or two teaspoonfuls (5-10ml) will act as an antacid. One to
two Tablespoonfuls (15-30ml) will act as a laxative and relieve
constipation.

WARNINGS
* The use of laxatives can become a habit. Encourage people to excercisc
drink plenty of Tfluids, and eat lots of fruits and vegetables .to
prevent constipation. It is not necessary to have a "daily"™ bowel

movement to be normal.

Constipation may be a symptom of appendicitis, bowel obstruction or
some other serious problem. The use of milk of magnesia in these
situations may be harmful.

Do not use milk of magnesia if:
* The patient has poor kidneys. The magnesium will not be
excreted and may depress the patient®"s breathing.
* The patient has fever, pain in the right lower quadrant,
nausea, or other symptoms of appendicitis.
. * The patient is a child under the age of 12, unless you are
instructed to do so by a physician.

STORAGE AND DISPENSING DIRECTIONS

Store milk of magnesia at room temperature. Do not use it if it
has been frozen. Even if the bottle is not broken, the suspension
may be ruined.

* It @s a non-prescription drug.
Encourage the patient to take plenty of water while taking this
drug. Water provides the bulk that stimulates the bowels.
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F"enobarbital and Belladonna PB and Belladonna

DESCRIPTION AND USES

* Phenobarbital is a sedative that relieves nervous tension and anxiety.
Belladonna is an antispasmotic that relieves cramps and spasms of the
smooth muscle of the intestines and other digestive organs.

This product is used to treat spasms and cramps of the gastrointestinal
tract. It will help relieve the belching, cramps, constipation, and
diarrhea that may accompany some gastrointestinal upsets. The usual
adult dose is one tablet 3 or 4 times daily.

WARNINGS

* Phenobarbital causes drowsiness. Alcohol and other sedatives drugs will
increase the drowsiness.

* Belladonna may cause many minor irritating side effects. Do not stop the
drug unless the effects bother the patient a lot. Common effects include
dry mouth, blurred vision, difficulty urinating, headache, fast heart beat,
dizziness, and nervous system stimulation.

* This drug will cause harmful effects iIf the patient takes too much. The
harmful effects are particularly severe ir. children.

* Do not give Pb and belladonna to children. Check with a physician before
you give it to someone with glaucoma or an obstruction of the stomach,
intestine or bladder.

STORAGE AND DISPENSING DIRECTIONS

* Store this drug at room temperature with the other oral tablets. It
will not be harmed by accidental freezing.

* This is u prescription drug.

* Warn the patient that he should expect some drowsiness, dry mouth, and
possibly blurred vi.jion. Toll him to avoid driving a vehicle, doing
dangerous work and drinking alcohol.



Trimeihobenzamide Hcl
200MG Rectal Suppositories

DESCRIPTION AND USES

Trimethobenzamide .l an antinuuseunt. It is effective ior nausea caused

by infections. It is not generally used for other causes of nausea
such as irritating drugs, motionsickness or pregnancy.

Tigan is used to treat nausea due to acute febrile illnesses or gastroenteritis,
It should not be given to children under the age of 1. Adults and older
children may have the following dose by the rectum every 8 hours if needed:

* Children between 1 and 2: 1/u suppository.

* Children between 2 and 8: 1/2 suppository.

* Children over the age of 8 and adults: 1 suppository.
WARNINGS

Trimethobenzamide causes few side effects. A few patients may have:

* Skin rashes or other allergic * Dizziness or drowsiness,
reactions. ft Other side effects.

* Shaking or rigidity of the
muscles.

ft Tigan suppositories also contain the local anesthetic bcnzocaine. Some
patients may be al?.ergic to this drug.

ft Do not use trimethobcnzeimidu if:

The patient is allergic to trimethobenzamide or bcnzocaine.
The patient is a child under the age of 1 (unless directed to
do so by a physician).

The nausea is due to pregnancy, motion sickness, or irritating
effects of drugs (unless told to do so by a physician).

ft The vomiting will respond to simple measures like bed rest,
stopping all solid foods, etc.

STORAGE AND DISPENSING DIRECTIONS

Tigan may be stored al room temperature or in the refrigerator. It will
not be damaged by accidental freezing. t

ft Check the expiration date before using it.

ft Thi3 is a prescription drug.

ft Show the patient how to cut the suppositories in halves or fourths. Cut

them before you remove the foil. Remind the patient to remove the foil
before inserting the suppository.
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Ergonovine FKleate U.S.P,

0.2ms Injection

ftIHYLERGONOVINE HALEATE U.S.P. ffcTEI'GINER
0.2ms Tablets

e

DESCRIPTION AND USES

Ergonovine and methylergonovine stimulate the muscles of the uterus and
makes them contract. This helps reduce or prevent bleeding from the uterus
following childbirth.

Ergonovine is given as asingle I."M. injection following the delivery of
the placenta. The usual dose is 0.2mg.

Methylergonovine tabletsare started followingthe delivery of the placenta
as well. The mother takes one tablet every * hours for a total of 6 tablets.

WARNINGS

Headaches, dizziness and abdominal cramps may occur. Either drug may
cause increased blood pressure or a slow heart rate in some patients.

Do not give the mother either drug if:

ft She has high.blood pressure.

ft The child and placenta have notbeen delivered.
* The uterus is infected

* The mother has a liver or kidneydisease.

STORAGE AND DISPENSING DIRECTIONS

Store methylergonovine tablets at room temperature with the other oral
tablets. xhe tablets will not be harmed by accidental freezing.

Store ergonovine injection in the refrigerator. Accidental freezing may
break the tubex. Replace the drug if it has been frozen and you have any
question about its quality.

Check the expiration date before using either drug.

They are both prescription drugs.



Ferrous Sulfate FeSOMi
325ms Tablets Feosolr
125mg/cc Drops Fer-in-solr

Iron Drops

DESCRIPTION AND USES

* Ferrous sulfate is a source of iron. Iron is an important part jf the hemo-
globin found in the red blood cell. Hemoglobin enables the reo blood cells
to carry oxygen from the lu.igs to the body tissues.

* lron is usually obtained from foods. Milk is a poor source of iron. For
this reason, babies require an iron supplement. Pregnant women also require
extra iron because of the rapid increase in their blood supply and that
of the fetus. Patients with a blood loss from injuries, ulcers, excessive
menstrual flow, or other causes may also require additional iron to help
rebuild their blood.

* Children from birth to ago 1 may receive 0.6cc of the drops once each day to
prevent low hemoglobin. This is not needed if the child isreceiving a
vitamin that contains iron or is receiving a product like similac with iron.

* The usual dose of iron to treat low hemoglobin 1is:

*  Childrenfrom age G months to 1 year = 0.6cc 3 timesdaily

ft Children from 1lyearsto 2 years 1.2cc 2 timesdaily

ft Childrenfrom 2 years to 5 years 1.2cc 3 timesdaily

* Children 5 to 10 years &+ tablet 2times daily

* Adults and children over 10 years 1 tablet 3 times daily

ft The medicine must be taken for 4 months while the body slowly
builds new red -blood cells.

WARNINGS

* lron is poisonous if too much is taken. It is hazardous because it looks
like candy.

ft Iron may cause constipation, stomach irritation, and possible cramps and
diarrhea. This is morn of a problem with adults than children. If the
patient has gastrointestinal complaints, have them take the drug just after
a meal. Iron usually causes the patient to have dark colored stools.

ft Iron drops may stain the teeth of older children. Place the drops in the
back of the mouth or dilute them with liquids. Do not mix the drops with
milk or formula.

* Do not give iron tablets or drops tr:

* Patients who are taking tetracycline. Iren will reduce the

effectiveness of the antibiotic.
* Patients with ulcers, regional enteritis or ulcerative colitis.

Check with a physician Ffirst since iron may irritate the g.i.tract
STORAGE AND DISPENSING DIRECTIONS

* Store iron tablets and drops at room temperature with the other tablets and
oral liquids. Accidental freezing will not harm the tablets or drops”™but
it may break the bottle holding the drops.

* Ferrous sulfate is a non-proscription drug. Provide it to pregnant women,
infants, and patients with low hemoglobin as directed in your manual.

* Tell the patient to take the drug with food if it irritates his stomach.

It is more effective iIf the stomach is empty.
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e Pediatric Vitamins with .lron Tri-Vi-Sol with lronr

DESCRIPTION and uses

> < e
* This product contains vitamins A, and C and a small amount of iron. <
It does not contain fluoride. A shortage of vitamins cr. slow a child"s
growth or cause permanent damage. A shortage of iron can cause low
hemoglobin. -
- * Children from birth to age 1 should receive 1 dropperful daily by mouth
to prevent a vitamin or iron r,horiago. The drops may be placed directly ye,
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Prenatal Vitamins py“¥{EC R?

DESCRIPTION AND USES

This product contains vitamins, mineral, and iron. Pregnant women have a
greater need for folic acid, iron and certain other vitamins and minerals
This formula is designed to meet the need of the woman during pregnancy.
She should take one capsule daily while she is pregnant. Some physicians

< recommend that she continue the medication as long as she is breast
feeding as well.

> WARNINGS

* This product contains 150mg of ferrous sulfate (iron). The iron may cause
constipation or stomach irritation in some patients.

* Vitamins with iron can be poisonous if a child takes a lo* of them. Warn
the mothers to keep them out of the reach of children.

STORAGE AND DISPENSING CONDITIONS

Store this drug at room temperature with the other oral tablets. It will
not be damaged by accidental freezing.

* Check the expiration date before dispensing.

* This is a prescription drug.



Sodium Fluoride
2.2mg Tablets

DESCRIPTION AND USES

¢ Fluoride helps prevent tooth decay. It is most effective if it is taken
daily in the water. |If your village does not have fluoridated water, all
the children should receive fluoride daily from tablets or drops. Fluoride
is most effective if it is taken while the child is young, while the teeth
are still forming.

* Children under the age of 1 should have 1/2 tablet daily. Children over
the age of 1 should have a whole tablet daily. The tablet should be
chewed and swallowed.

WARNINGS

* Sodium fluoride is a safe drug. It has no harmful effects if it is taken
in the correct dosage. Large amounts of fluoride for a long period of
time may cause discolored teeth. A single large dose of fluoride can also
be harmful to a child. Give the parents only one bottle at a time. Warn
them to keep the medicine out of the reach of children.

* Do not use fluoride tablets if:

* "oe child receives fluoride from the water.
* The child it -taking vitamins that contain fluoride
(Poly-Vi-Flor, ABDEC with fluoride).

STORAGE AND DISPENSING

Store this drug at room temperature with the other oral tablets. It will
not be harmed by accidental freezing.

Sodium flouride is a prescription drug. Use it according to the manual or
your referral physician®s directions.



Diphenhydramine HCI Benadrylr
25mg Capsules
32.5F«/fi Elixir

DESCRIPTION AND USES

* Diphenhydramine is an antihistamine. It will relieve itching, skin rashes,
hives, and a variety of allei"gy symptoms.

Children from 1 to 5 years of age may receive 1 teaspoonful of
the elixir (12.5mg).

* Children from 6 to 12 may have one 25mg capsule.
Adults and other children may have one or two 25mg capsules.

* The above dose can be given 4 times daily if needed.

* Diphenhydramine is also used as a sedative and to prevent motion sickness.
When used as to prevent motion sickness, the adult patient should taken 25
to 50 mg a half hour before the trip starts.

WARNINGS

*

Diphenhydramine, and most other antihistamines, causes drowsiness. Alcohol
will make the effect worse. The patient should be told not to drink alcohol
or operate dangerous equipment. Children may be stimulated rather than
depressed. They may act restless or nervous, or be unable to sleep.

* Some patients may be tro\iblod by minor irritating effects such as:

Dry mouth. * Blurring vision. Nausea.
Difficult urination. * Ringing in the ears. Diarrhea.
Dizziness. * Stomach upset. Constipation.

* Any overdose can depress the patient’s breathing.

* Do not give diphenhydramine to:

Breast feeding mothers since it may appear iIn the milk or reduce

the mother®"s ability to make milk.

Patients who must perform dangerous work requiring mental alertness.
* Patients with epilepsy or a seizure problem. Check with a physician.

The drug may cause some patient’s with epilepsy to have a seizure.

STORAGE AND DISPENSING DIRECTIONS

* Store thin drug at room temperature with the other oral tablets and liquids.
It will not be damaged by accidental fitezing.

* This is a prescription drug.

* Remember to tell the patient about the sedative effect of the drug. Warn
them not to drink or operate dangerous equipment. Tell them to stop the
drug an soon &i they fool better.



Diphenhydramine Expectorant Benylinr
Diphenhydramine Compound (

Expectorant

"Benalyn"

DESCRIPTION AND USES

* Benylin** contains the antihistamine diphenhydramine and several expectorants
that loosen mucous so that it can be coughed up. It is easy to confuse the
expectorant with the elixir.-Doth products obtain 12_.5im™ of diphenhydramine
per teaspoonful. The expectorant also contains j."dium citrate and ammonium
chloride.

* Benylin is used to loosen the mucous in the lungs that causes the coughing.
It will also suppress a cough caused by a head cold or allergy.

* The adult dose is 1-2 teaspoonfuls 4 times daily.
* Children from6 to12 may have 1 teaspoonful.
* Children froml to € may have 1/2 teaspoonful.

WARNINGS
* Diphenhydramine causes drowsiness. Alcohol, other antihistamines, and other
sedative drugs will make this effect worse. Warn the patient not to drink
alcohol or operate dangerous equipment. Children may be stimulated ratlv r /

than depressed. They may act restless or nervous. }

* Some patients may complain of minor irritating effects like:

* Dry mouth. * Blurry Vision. * Nausea.
*  Difficult urination. * Ringing in the ears. * Darrhea.
* Dizziness. 1 Stomach upset. * Constipation.

* The drug has a drying effect. This may make it diffcult to remove bronchial
secretions.

* An overdose of the drugwill depress breathing.
* Do not give benylin to:

* Breast feeding mothers since the drug may reduce their ability

to make milk.

Patients who must perform dangerous work requiring mental alertness.

* Patients who are taking other sedative drugs such as actifed,
Librium**, Valium , or alcohol.

* A patient with pneumonia.

STORAGE AND DISPENSING CONDITIONS

* Store this drug at room temperature with the oral tablets and liquids. Benylin
will not be damaged by accidental freezing unless it breaks the bottle.

* This is a prescription drug.

* Warn the patient that the drug causes drowsiness. Tell him not to operate
dangerous equipment or drink alcohol.



Guiafenesin Glyceryl Guaiacolate 2-Gr RdbhussinR

Guiafenesin with Dextromethorphan Glyceryl Guaiacolate 2-G/W Robi hissin Dff

with DM

DESCRIPTION AND USES

rt Guiafenesin, Fformerly known as glyceryl guaiviolate, is an

expectorant. It helps make the mucous 1&.i the lunjis more 1liuuid,
less, sticky and easier to coujjh up. Paxtroinethorphin 1is a cough
suppressant. It helps stop a cough which is not serving a useful
purpose: * * i

* Guiafenesin is used to treat coughs di*a to colds, influenza and similar
conditions.

*

The usual adult dose is )-J teaspoonfuls, every 4-6 hours.
Children from 4 to 10 ray have 1 teaspoonful.
Children under 4 years of age may have 1/2 teaspoonful.

*

*

i
Guiafenesin with dextromethorphan is used if the patient has a cough e j

caused by something other than sputum in the lungs (such as throat irritation):
The usual ~.duit doses is 1-2 teaspoonfuls. Children over the age of 6
may have 1/2 teaspoonful. Do not give it to younger, children.

WARNINGS. s

A Guiafenesin may cause stomach upset, particularly if the dose is
large. Dextromethorphan may cause nausea or dizziness.

* Do not use dextromethorphan if;

The patient has a productive cough. Coughing

is a normal action necessary to clean the lungs.
The patient is a child under the age of 6.

STORAGE AND DISPENSING DIRECTIONS

Store these cough syrups at room temperature with the other oral”liquids.
These drugs will not be damaged by accidental freezing unless the bottle
is broken.

These drugs do not require a prescription.

Rev 6/77



Phenylephrine Neo-Synefhriner
0.25% Nose Drops

DESCRIPTION AND USES

Phenylephrine is a decongestant. It is applied directly to the lining of
the nose in the form of drops. It constricts the swollen blood vessels
and opens the nasal passage.; so the patient can breathe. The effect is
immediate and gives considerable relief. Unfortunately the effect lasts
only a short time.

Place 1 or 2 drops into each side of the nose every 4 hours if needed to

relieve congestion and "'stuffy nose”. The drops must not be used more
frequently.

WARNINGS

The patient may notice a mild stinging sensation when the drops are applied.
After several days of use, the drug may irritate the nasal mucosa.

Phenylephrine interferes with the normal action of the nasal cilia.

If the drops are used for more than 2 days or more frequently than every
4 hours, the nose may become dependent on them. The patient will then find

that he must use the nose drops constantly in order to keep his nasal passages

open. - * - 1

* Do not use phenylephrine:

* In infants.
¥ For more than 2 days.

At the same time the patient is using actifed, sudafed, or other
oral decongestants.

STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the eye and ear drops. It will

probably not be damaged by accidental freezing.

If the drug is exposed to air, metals or strong light, it will discolor and
become useless. Discard the solution if it turns black or contains

particles.

This a non-prescription drug. It is recommended that you not use it

routinely, however. Use it only when ordered by a physician or as directed
in the manual.



PSEUDOEPHEDRINE SUDAFEDR
60MG TJ\BLETS
30mg/5k 1 Syrup

PSEUDOEPHEDRINE - TRIPOLI DINE AdIFEDR
Tablets and Syrup

*

B

DESCRIPTION AND USES

Sudafed contains the decongestant psuedoephedrine. Actifed contains the
antihistamine triprolidine as well as pseudophedrine.

The decongestant constricts the blood vessels in the mucous membranes lining
the nasal passages and the eustachian tube. This relieves the nasal con-
gestant and plugged up ear sensation that often accompanies allergies,
otitis media, serous otities, influenza, and the common cold.

* The usual adult dose is one tablet 3 or 4 times daily.
*  Children from age 6 to 12 may “have lI~teaspoonful or
1/2 tablet 4 times daily.
* Children from 3 to 5 may have 1 teaspoonful 3 times daily.
ft Children from 1 to 3 may have 1/2 tcaspoonful 3 times daily,
ft Do not give actifed or sudafed to children under 1 year of age.

WARNINGS
Pseudoephedrine (Sudafed) has few side effects.

The antihistamine triprolidine causes drowsiness. Alcohol and sedative drug
will increase the drowsiness caused by actifed.

Do not give Actifed to:

ft Breast feeding mothers since the antihistamine may decrease their
ability to make milk.

* Patients "ho are taking other sedative drugs such as alcohol,
Benylin, Librium, or Valium.

* Patients who must do work requiring mental alertness such as
operating dangerous equipment.

STORAGE AND DISPENSING DIRECTIONS

Store actifed and sudal"ed at room temperature with the other oral tablets

and liquids. The drugs will not bo damaged by freezing unless the bottle
is broken.

Check the expiration date before dispensing.
Sudafed syrup is a non-prescription drug. Sudafed tablets and actifed
tablets and liquid are prescription drugs.



Triaminic

o

al

DESCRIPTION AND USES

Triaminic is a combination of two antihistamines and one decongestant.

It is similar in its uses and actions to actifed. The decongestant con-
stricts the blood vessels in the mucous membranes lining the nasal passage
and the eustachian tube. This relievos the nasal congestion and plugged
up car sensation that accompanies otitis media, serous otitis and the
common cold.

* The usual adult dose is 2 teaspoonfuls 3 or 4 times daily.
Children from age 6 toage 12 may have 1 teaspoonful 3 times daily.
* Children from age 1 toage 6 may have 1/2 teaspoonful 3 times daily.

*

WARNINGS

Triaminic has the same side effects that other antihistamine do. It causes

drowsiness in the usual dose. Alcohol and other —-dative drugs will make
the drowsiness worse.

An overdose of the drug .<a depress breathing. Dc certain to give the
correct dose.

Do not give Triaminic to:

* Breast feeding mothers since the antihistamine may decrease their
ability to make milk.

* Patientswho are talcing other sedative drugs such as alcohol,
Benylin, Librium, or Valium.

® Patients who must dowork requiring mental alertnesssuch as operating

dangerous equipment.
STORAGE AND DISPENSING DIRECTIONS

Store Triaminic at room temperature with the oral liquids. Accidental
freezing will not harm the triaminic unless it breaks the bottle.
Triaminic is a non-prescription drug.

Warn the patient to expect some drowsiness. Tell him to avoid alcohol
and activities requiring alertness.



Saline Hose Drops NaCl Nose Drops
Normal Saline Nose Drops
Isotonic Sodium Chloride
Salt WAter Nose Drops

DESCRIPTION AMD USES

This produce is a very dilute solution of sodium chloride in water. |IFf
the drugs are not stocked in your village, the mother can make her own
by placing 1/4 teaspoontEul of .table salt in a cup of clean water.

The drops arc used to help clean mucous from the baby®"s nose when he has
a cold. Place 3 or 4 drops into each nostril. Let the drops run back
into the nose. Use a nasal aspirator syringe to suck out the solution.

The saline drops will make the mucous easier to remove.

STORAGE AND DISPENSING DIRECTIONS

Store this drug at room temperature with the other eye, ear and nose drops.
The drug will not be harmed by accidental freezing.
This a non-prescription drug .



CHLORPROMAZINE Thoraziner
50ms Tablets
50mg/2cc Injection

Prochlorperazine Gompaziner
5mg Tablets
10mg/2cc Injection

DESCRIPTION=AND USES

* These drugs are phenothiazine tranquilizers. Like other drugs of the pheno-
thiazine group, they have a wide number of uses and side effects. Only a
few of the uses and harmful effects are mentioned hers.

* Thorazine and compazine can be used to treat agitation, anxiety, and
psychotic states. They are most commonly used to treat mental disorders
such as schizophrenia where the patient has lost contact with reality.
The drugs may control hallucinations, thought disorders and aggressive
behavior

The usual dose of thorazine is 25mg - 0ing by mouth 3 or M times
daily.

*® The usual injectable dose is 25mg IM. This dose, may be repeated
in 1/2 hour if needed.

* The usual dose of compazine for this use is 5 to 10mg by mouth
or 5 to 10 1.M.

Chlorpromazine maybe used as sedative in patients experiencing alcohol
withdrawal, bo not use it if the patient is having a seizure. The usual
dose is 25 to 50mg IM orally or by IM injection.

Chlorpromazine may be used as asedative if a patient hashallucinations
and fear due to delerium tremons (d.t."s). The usual adult dose is 100
to 150mg by mouth or 50mg I.M.

These drugs may also be used totreat nausea andvomiting 1if requested by
a physician. Do not use :hem in children.

WARNINGS

* Phenothiazine-type drugs cause many side effects. Some of the more
common ones are:

ft Sedation and drowsiness. * Muscle shaking, tremors, rigidity

ft Low blood pressure. * Jaundice, photosensitivity, blood

ft Dry mouth, blurred vision. disorders or other allergic

ft Constipation. reactions.

ft Restlessness. * Inability to control body
temperature.

Alcohol, antihistamines, and other sedatives will increase the sedative
effect.



Avoid using the drug in the following patients:

Elderly patient®s with liver, kidney or heart disease.
Patients who are drunk or who are using other sedatives.
Children.

Pregnant women.

Patients with asthma, emphe semaor other lung disorders.
Patients who must be transported through extreme cold.
Patients who are having seizures or who have a history of
epilepsy or seizures.

T S

STORAGE AND DISPENSING DIRECTIONS

Store these drugs at room temperature. The medicines will not be damaged
by accidental freezing unless the ampuls are broken.

Keep these medicines out of direct sunlight or they will discolor. Do not
use discolored medication.

Check the expiration date before using.

Keep the patient lying down for a half hour after the injection to prevent
fainting due to low blood pressure.

Warn the patient about the sedative effect.

This is a prescription drug. Use it only with a physician®s order or in
an emergency according to your standing orders.



Diazepam

Valiumr

s5kg Tablets
IDmg Injection

> >

DESCRIPTION AND USES

Diazepam is a sedative drug with a wide variety of uses. Small doses cause

sedation. Larger doses cause sleep. " very large overdose may cause coma
and death. i i i

Valium is used as a sedative to relieve anxiety, nervousness or actue alcohol
withdrawal. It is also used to relax skeletal muscles that arc in a spasm

due to strain or injury. The adult dose is 1 tablet 3 or A times daily.

Give the patient o.nlv a small supply of the medicine. Check with a physician
before you give him more.

Valium injection is used to stop seizures that do not stop on their own in

a short period of time.

Adult dose 5 to 10ing IM 3 years old 3mg IM
5 years old 5mg; IM 2 year old 2mg IM
4 years old 4mg IM 1 year old Img IM

Phenobarbital Injection is preferred for children

Valium can be used to treat hallucinations caused by delerium tremons (d.t."s).
The adult dose is 20mg (4 tablets) by mouth or 10mg IM.

WARNINGS

Sedation and drowsiness are common. Alcohol and other sedative drugs will
increase the drowsiness. "Warn the patient not to drink, operate dangerous
equipment, or take other drugs. Some patients may become excited, anxious
and stimulated by the drug.
The injectable form of Valium may cause a drop in blood pressure. Keep the
patient lying down.
Valium may be a habit forming drug. Do not allow alcoholics to become
addicted to valium instead of alcohol. Avoid overusing this drug, especially
for long periods of time.
These drugs have many side effects. The most common are: fatigue, drowsiness,
lack of muscle coordination, dizziness, headache, nausea, vomiting, and
constipation. Skin rashes and itching may be due to a drug allergy.
Do not use Valium if:
A The patient ic drunk. It may be used to treat d.t."s and alcohol
withdrawal as outlined in the standing orders.
A The patient is depressed or suicidal.
A The patient is a drug or alcohol abuser and likely to abuse Valium.
A The patient has a history of jaundice, urinary retention, liver or
kidney disease.

STORAGE AND DISPENSING DIRECTIONS

Store Valium at room temperature. It will not: be damaged by accidental
freezing unless the syringe is broken.

Check the expiration date before using.

This is a controlled drug.

Give the tablets to patients in small amounts and only with a physician®s
order, or in an emergency, according to your standing orders. Warn the
patient to expect some drowsiness and to avoid the use of alcohol and other
sedatives. 1



Phenobarbital Luminalr
3ony Tablets

20mys ml E lixir

130my Tubex

DESCRIPTION AND USES

Phenobarbital has a sedative effect 0ll the brain and the central nervous

system. Small doses cause sedation. Large doses cause sleep. Very large
doses cause coma and even death.

* The adult sedative dose is IS to 30mg (1/2 to 1 tablet) by mouth every
G to G hours.

Phenobarbital may be used to prevent seizures caused by fever in some
small children.

* Children from 6 months to 1 year may have 1-2 teaspoonfuls

daily by mouth.

Children from age 1 to age 3 years may have 2-3 teaspoonfuls
or 1-2 tablets daily by mouth.

* Phenobarbital may be used to stop seizures that do not stop on their own
in a short period of time.

» 1year old children = G5mg IM (1/? tubes).
2 year old children = 130mg IM (1 tubex).
3 and 4 year old children 100:ng IM (1 1/? tubex).
* 5year old children and adults = 2*»0mg IM (2 tubexes).
{ .Givethe above dose. Wait a half hour. If the patient is still
s.eizing, give a second dose half as big as the first.

WARNINGS

Sedation and drowsiness are common. Alcohol and other sedative drugs will
increase the drowsiness. Children may become restless or excited rather than
drowsy, particular with small doses. An overdose with phenobarbital may
cause difficulty walking, depressed breathing, coma and death.

Phenobarbital may cause dizziness, headache, nausea, diarrhea, skin rash

and a number of other uncommon side effects.

* Phenobarbital maybe habit forming in adults.

Avoid giving phenobarbital to patients who havelung disease, lowblood
pressure, central nei ¥ous system depression, or shock. Avoidgiving it

to people who are allergic to it or who are stimulated by it.

STORAGE AND DISPENSING DIRECTIONS

Store these drugs at room temperature. Protect them from theft.
Freezing may break the glass container of the injection and elixir but will not
harm the tablets. If the glass container is not broken, the drugs are safe to use.
* Phenobarbital is a controlled drug as well as a prescription drug. Keep accurate
records of when you received the drug, when you used 1it, and to whom you gave 1
it. Use it only with a physician®s order or according to your standing order*
in an emergency. This drug is in the village for emergency use.
Remember to warn the patient about the sedative effdet.



Epinephrine Injection U.S.P, 171000 Adrenalin

*

DESCRIPTION AND USES

Epinephrine increases the heart rate and blood pressure, dilates the bronchi,
and constricts the blood vessels going to the skin and mucous membranes.

Epinephrine is used t0 treat acute asthmatic attacks. The drug relaxes the
smooth muscles of the broachj, enlarges the air passages and allows the
patient to breathe. It is also used to treat severe drug allergies, such
as anaphylactic shock.

Inject the drug subcutancously. Brisk massage of the injection site will
make the drug act faster. If neccssax>y, repeat the dose in 15 to 20 minutes.
4f treating asthma. The injection may need to be given every 5 minutes for
severe, life-threatening allergic reactions.

Dose for Adults Dose for B-16 year olds Dose for 4-8 year olds.
0.5ml  s.c. 0.3 ml to 0.4 ml s.c. 0.2 ml s.c.
WARNINGS

Epinephrine will increase the blood pressure and heart rate. Other common
effects include a feeling of restlessness or fear, throbbing headache, weak—

ness, and pale appearance. A very few patients may have heart arrhythmias
which may be fatal.

Do not use epinephrine if:
* The patient has only a minorasthmatic attack or allergic reaction,
ft The patient lias arteriosclerosis of the brain,
ft “Hie patient is in shock fromblood loss.

STORAGE AND DISPENSING DIRECTIONS

Store epinephrine injection in the refrigerator at room temperature. Do

not allow it to get hot. It will not bo damaged by accidental freezing unless
the tubex is broken.

Keep it out of sunlight. Do not use itif it is discolored.
Check the expiration date before using.

The tubex 1is designed for a single injection. Squirt out theexcessuntil
the syringe contains the correct dose. Inject this amount.

Epinephrine 1is a prescription drug. Inan emergency, use it asdirected in
your guidelines and standing orders, then contact the physician.
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| pecac Syrup U.S.P.

V3

DIRECTIONS AND USES

Ipecac causes vomiting. It is given to patients who have taken poisons
or an overdose of drugs by mouth.

The recommended dose is 15ml lor adults and children. 15ml is one table—
spoonful or approximately one-half of the 30ml bottle supplied to the
village. The medicine should®be taken with a full glass of water to assist

the vomiting action. If the patient has not vomited after 15 to 20 minutes,
give him another tablespoonful of ipecac.

WARNINGS

Do not use ipecac if:

* The patient is unconscious or semiconscious. He may choke
on the vomitus.

* The patient has swallowed lyc, acid, or some other caustic
material. The material will damage the esophogus more than
the stomach.

* The patient has swallowed strychnine poison. Strychnine may cause
convulsions, especially if the patient is vomiting.

* The patient has swallowed kerosene, gasoline, or a similar
product. If he vomits ,itmay get in his lungs.

STORAGE AND DISPENSING DIRECTIONS

Store ipecac at room temperature with the other oral liquids or tablets.
Accidental freezing may break the bottJ**. If the bottle is not broken,
the drug should be safe to use.

Ipecac is a prescription drug. Use it as directed in the manual in an
emergency;or as directed by a physician.

Rev G/77



Pilocarpine OPHIimmic Solution

=
X

| sopto-Garpiner
Pilocarr

DESCRIPTION AND USES

Pilocarpine reduces the size of the pupil and decreases the excessive pressure

in the eye of a patient with glaucoma.

If the patient has an attack of acute glaucoma, pilocarpine will
pressure, relieve the pain, and prevent the damage to the retina.

* The usual dose is 1 or 2 drops in the affected eye every 5 minutes

30 minutes. The dose is then reduced to 2 drops every 4hours.

*

WARNINGS

Side effects are uncommon.lf the large doses of the drops must be used,
some of the medicine may be absorbed into the blood stream. The patient
may have excessive saliva, sweating, nausea, vomiting, diaprhe*, low blood
pressure, constriction of the bronchials. If the patient has a history
of a3thma or urinary obstruction, watch the patient closely.

STORAGE AND DISPENSING DIRECTIONS
Store this drug at room temperature with the other- eye drops.

freezing will not damage it, unless the bottle ", broken.
Pilocarpine is a prescription drug.

Accidental

reduce the

The unaffected eye is usually treated with 1-2 drops every 4 hours.

for



COMBISTIX

DESCRIPTION AND USES

i Combistix is a diagnostic tool. It can test the pH (acidity) of the
urine, and the amount of glucose and protein in it.- There are similar
products (clinistix, uristix, etc) that can test for other items in the
urine.

Obtain a fresh urine sample. Dip a plastic combistix strip into the urine.
Remove it immediately. Compare the tests squares with the squares on

the bottle label. The glucose square must be compared exactly 10 seconds
after the strip has been dipped into the urine.

STORAGE™: AND DISPENSING DIRECTIONS

Store combistix at room temperature with your other diagnostic equipment.
Keep the lid tightly closed.

* Combistix is not dated, but should be reasonably fresh. Do not use a bottle
for more than 2 years. Keep the strip in the bottle until just before use.



HYDROCH.OROTHAZIDE Hydrg-Durilr %ﬁi?cR
song Tablets Esidrex™

DESCRIPTION AND USES

Hydrochlorothiazide is a diuretic. It helps the body rid itself of excess
sodium and water through the urine. It also reduces the blood pressure.
It is used to treat hypertension (high blood pressure) and edema caused

by pregnancy, premenstrual fluid retention, and congestive heart failure.
The usual dose is 25 to 50mg "(1/2 to 1 tablet) once or twice a day.

WARNINGS

* Hydrochlorothiazide causes few side effects. A few patients may have

nausea, vomiting, diarrhea, dizziness, numbness or tingling, or allergic
reactions.

* If the drug is taken for a long period of time, the body may become low
on potassium. If the potassium level falls to low, the heart may develop
.an abnormal rhythm. If the patient is on hydrochlorothiazide for a long

period, he should cat foods rich in potassium such as fruit juices, bananas
and apricots.

Do not give this drug to someone with kidney failure or the inability to
make or pass urine

STORAGE AND DISPENSING DIRECTIONS

Store hydrochlorothiazide at room temperature with the other oral tablets.
It will not be damaged by accidental freezing.

Check the expiration date before using.

Tell the patient that .ie may pass more urine than normal when he first
starts the drug.

* This is a prescription drug.



Probenecid Benemidr
500ig Tablets

*

DESCRIPTION AND USES

Probenecid acts on the kidney to prevent the kidney from excreting penicillin
or ampicillin into the urine. It is used with penicillin to extend the

action of the penicillin in the treatment of gonorrhea. The probenecid
has no antibiotic action of its own.

The usual adult dose is 1.0 Gm (2 tablets) taken a half hour before the
injection of 4.8 million units of procaine penicillin G. If the probenecid

is used with oral ampicillin, the probenecid is taken at the same time as
the ampicillin.

WARNINGS

If the patient is allergic to penicillin, he may have a prolonged allergic
reactions since he cannot rid himself of the penicillin readily.

STORAGE AND DISPENSING DIRECTIONS

Store probenecid at room temperature with the other oral tablets. 1t will
not be harmed by accidental freezing.

Check the expiration date before using.

Probenecid is a prescription drug.
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NORTH PACIFIC MEDICAL CENTER

RQN BROCKMAN. D. O P. 0. BOX 98
K . D. O. LOREN HALTER, D. O. (D.A.B.F.P.)
KODIAK. AK 99618 = -
rthopaedic Surgery Family Medicine
RICHARD HOLYOKE, PA-C Telephone (907) 486-4163 GARY HURLBURT. PA-C

March 18, 1980

Glenn Hackney

Senate

1136 Sunset Drive
Fairbanks, Alaska 99701

Dear Mr. Hackney,

House Bill 79 and Senate Bill 75 will soon be submitted
to the floor during the upcoming session.

These bills authorize qualified optometrists to use
certain diagnostic drugs in the course of their examinations
to help them detect eye diseases. Since optometrists are
held legally responsible for detecting eye diseases, they should
certainly be allowed to use all of the diagnostic tools
available to them, tools which they have already recieved the
training to use 1in their schooling.

The majority of the states have already passed bills
authorizing optometrists to utilize diagnostic pharmaceuticals.
It would be to the advantage of all Alaskans for our legislators
to follow suit and upprove these bills. In out-lying areus,
such as Kodiak, the optometrists are relied uponto recognize
and handle problems that would normally be taken to an opthal-
inologist in the larger cities. Giving them the authority to
use this valuable diagnostic uid will enable them to give
better eye care to everyone 1in their community. House Bill 79

and Senate Bill 75 has our wholehearted support.

Sincerely yours,

Loren Halter, 1).0.

lion Brockman, D.O.



March 22, 1980

The Honorable Glenn Hackney
Alaska State Senate

Pouch V

Juneau, Alaska 99811

Dear Glenn:

Just a note to let you know that I am definitely
in favor of House Bill 79 and Senate Bi\l 75.

Optometrists need to be freed of this unnecessary
restriction of eye drops for diapnosis. These
Bills would only increase their efficiency.

Thank3 and a hip hello to Esther!

Sincerely,

(Mrs.) Esther T.

De Witt



%

IR

J»r



KODIAK. ALASKA 99615
Telephone 4864191

14 March 1980

Dear Senator Hackney:

This letter 1s to inform you of

my support of House Bill 79 and. Senate
Bill 75.

Doctors of Optometry are well
qualified to use diragnostic pharmaceutical
agents and need them to provide better
eye care for the Alaskan consumer.

I hope you will provide the
support necessary to pass this n Hi needed
legislation.

Yours truly,

tJohn J. Eufemio
M.D. FACS
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*March 10, 1980
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Senator Glenn Hackney
Alaska State Senate
Pouch V

Juneau, Alaska 99811

Dear Sen, Hackney:

We urge your support in seeing that Senate Bill #75
iIs passed.

We find 1t very difficult to believe that the
Ophthalmologists are opposing the bill. What 1s their
reasoning for such opposition?

32 states, 1including Georgia, who passed their drug
bill Feb., 1980, are either authorized by statue or permitted
to legally use diagnostic drugs for detection of eye diseases.
Are these 32 states all wrong and the opposition in Alaska
correct? Early detection of eye disease is a very important
"mpreventive medicine”™ issue, not a pokitlcal issue.

As concerned tax paying citizens we again urge your
support.

Molly Rankin
SR Box 30075
Fairbanks, Alaska 99701
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Pouch V
Juneau, Alaska 99811

Dear Senator Hackney,

I urge you to support Senate Bill 75- This
Bill, by allowing properly trained optometrists
to administer diagnostic eye drops, would
alleviate inequities in the medical practice
in this state and improve health care for
Alaskans.

Thank you for your consideration of my
opinion.

Sincerely,
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BR. CURTIS M. JOHNSON
DR. D. R. SCHMIDT
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Representative Thelma Bucholdt
Pouch V
Juneau, Alaska 99811

Dear Representative Bucholdt

We support and urge you to support the passage of H. B. 79 which would
allow optometrists to use diagnostic pharmaceautical agents.
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Mr. and Mrs. S.H. Carter, Jr.
] SR Box 20039

Fairbanks, Alaska 99701

March 7, 1980

The Honorable Glenn Hackney
Alaska State Senate
Pouch V

Juneau, Alaska 99811

Dear Senator Hackney:

We request your support for Senate Bill #75, which 1is in
your committee. It allows optometrists to use certain drugs
that relate to their work in detecting eye diseases.

We understand that village health aides, with 20 weeks of
training can use these and many other drugs, while the optometrist
with 6 to 8 years of training, cannot. This certainly 1is not 1in

the interest of Alaskans who go to optometrists for their eye
examinations.

Very truly yours,
y A A T A

Mr. and Mrs. S.H. Carter, Jr.



Representative Thelma Bucholdt
Pouch V
Juneau, Alas? * 99811

Dear Representative Bucholdt;

We support and urge you to support the passage of H. B. 79 which would
allow optometrists to use diagnostic pharmaceautical agents.
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PHILLIP W. BACH. O.D.. Ph.D.
OPTOMETRY
SUITE 204 DENALI PROFESSIONAL CENTER
3401 DENALI STREET
ANCHORAGE. ALASKA 99503

March 1, 1980

The Honorable Robert H. Ziegler, Sr.
Alaska State Senate
Pouch V
Juneau, Alaska 99811
m

Dear Senator Ziegler:

I am taking the liberty of responding to your letter of February 11
to Dr. Craig, a copy of which he has sent to meT" Am sending a "copy
of this letter to Senators Hackney and Colletta since their
committees are also involved in SB 75.

First, your excuange of letters between the two professions is an
interesting and potentially useful means of furthering communication.

I can understand your reluctance to adjudicate, as a layman, a
dispute involving technical considerations, though this occurs
frequently in the legislature. However we are not asking you to
decide the matter or even take sides; we are simply asking that
you and /our committee allow the bill to be considered by the
full Senate. You can avoid taking sides by passing the bill out
without recommendation.

As to the question of compromise you mentioned, you are probably
aware of the me ting that took place in Sen. Colletta"s office

on February 11, perhaps after you wrote your letter. The ophthal—
mologists would accept nothing less than total withdrawal of t..e
bill. Nevertheless we still developed an amendment (relating to

a drug selection body) that would satisfy some concerns raised

by Sen. Colletta.

The ophthalmologists do not have a case. And since Alaska is one

of only 18 states that still prohibit the use of diagnostic
pharmaceuticals by optometrists, 1 am sure you can understand

that there is no way we are going to give up on this 1issue. You
three gentlemen have the power to prevent this from becoming a

long and bitter battle, one that the ophthalmologists are ultimately
going to lose.

Very truly yours,

Phillip W. Bach, 0.D., Ph.D

PWB/sn

cc: Senator Glenn Hackney
Senator Mike Colle«.ta
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ROBERT H. ZIEGLER. SR. SENATE JUDICIARY COMMITTEE
307 BAWDEN STREET immediate:past chairman
KETCHIKAN., ALASKA 99901 WESTERN CONFERENCE -COUNCIL OF
STATE GOVERNMENTS
POUCH V
JUNEAU. ALAOKA 99811 VECGHAIRAN
SENATE RULES COMMIT! EE
MBVBER

SENATE STATE AFFAIRS COMMITTEE
SENATE COMMITTEE ON COMMITTEES
LEGISLATIVE COUNCIL

WESTERN STATES LEGISLATIVE
February 11, 1980 FORESTRY TASK FORCE

Dr. Ed Craig

Optome trist,

348 Main Street
Ketchikan, Alaska 99901

Dear Ed:

I am sending a copy of this letter, as you will note, together
with a copy of your letter to me of January 8, to Dr. Page.

I am enclosing a copy of Dr. Page®s letter to me of January 31.

It i1s quite clear that the opthamologists and the optometrists
are never going to see eye to eye (no pun intended). When
feuding factions of any given profession can not agree between
themselves as to what should or should not be done, and if those
feuding factions want a layman to adjudicate their disputes, |
personally resent it. If the warring cliques can"t resolve their
differences, what makes them think that | ran?

I don"t at this time intend to take any affirmative action on
either HB 79 or SB 75. However, 1in the unlikely event a compro—
mise is struck, I1°1l1 move right along.

Please, please, no more literature! I"ve seen enough from both
sides in the last three years to last me a life time.

Regards

Robert H. Ziegler, Sr
cc: Dr. Page

Enclosure
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THE ALASKA STATE MEDICAL ASSOCIATION LEGISLATIVE COMMITTEE HAS
REVIEWED SB75, AN ACT RELATING TOTHE PRACTICE OF OPTOMETRY.
CORRESPONDENCE RELATING TO THE ISSUE DURING THE 1978 LEGISLATIVE
SESSION WILL BE FORWARDED. THE POSITION OF ASSOCIATION REMAINS
ESSENTIALLY THE SAME, NAMELY
1. WE ARE UNABLE TO DETERMINE HOW THIS LEGISLATION WILL IMPROVE
EYE CARE OR SPECIFICALLY BENEFIT THE PUBLIC.
2. SPECIFICALLY WE KNOW OF NO DIAGNOSTIC USE FOT THE DRUG CLASS
MIOTICS, REQUESTED? IN CONVERSE, THEIR UJE WOULD BE APPROPRIATE
FOR TREATMENT OF NARROW ANGLE GLAUCOMA, PRECIPITATED BY A MYDRIATIC/
CYCLOPEGIC USE. THIS CONDITION WE UNDERSTAND IS MORE PREVALENT AMONG
THE ALASKA NATIVE THAN THE GENERAL POPULATION, SUCH THAT BUSH US£
OF THESE DRUGS COULD CARRY INCREASED RISKS.
3. WE APPROVE THE EDUCATIONAL REQUIREMENTS ADDED IN THE 1979
LEGISLATURE. IT FOLLOWS THAT SHOULD THE LEGISLATURE BELIEVE THE
PROPOSED LEGISLATION IS IN THE BROAD PUBLIC RATHER THAN FOR SPECIAL
INTERESTS NO GRANDFATHER TYPE CLAUSE SHOULD BE ALLOWED.
SINCERELY, WINTHROP FISH, MD,

CHAIRMAN LEGISLATIVE COMMITTEE

ALASKA STATE MEDICAL ASSOCIATION
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A POTENTIAL THREAT TO THE PUBLIC EXISTS BY THE PASSAGE OF SB75
WHICH ALLOWS NON-PHYSICIAN EYE CARE PRACTITIONERS (OPTOMETRISTS)
TO ADMINISTER DANGEROUS EYE MEDICATIONS FOR DIAGNOSTIC PURPOSES
WITHOUT PHYSICIAN SUPERVISION, THE DESIRE DRUGS ARE LISTED IN
THE PROPOSED BILLS IN THE BROAD GENERAL CATEGORIES OF TOPICAL
ANESTHESICS, MYDRIATICS, CYCLOPEGICS AND MIOTICS RATHER THAN BY
SPECIFIC DRUGS NAMES WITH DOSAGES, EXAMPLES OF THE DRUGS FOUND IN
THESE CATEGORIES INCLUDE SUCH POTENT MEDICATIONS AS COCAINE,
ATROPHINE, SCOPOLAMINE, PHENYLEPHRINE, AND PHOSPHOLINE IODINE.
ALL OF THESE MEDICATIONS HAVE POTENTIALLY DANGEROUS SYSTEMATIC
SIDE EFFECTS. THE SPECIFIC CLASS BIOTICS CONTAIN NO DIAGNOSTIC
DRUGS WHATSOEVER AS THEY ARE ALL THERAPUTIC MEDICATIONS USED FOR
TREATMENT OF GLAUCOMA OR CERTAIN CASES OF CROSSED EYES. THE
ANCHORAGE MEDICAL SOCIETY VOTED OVERWHELMINGLY TO OPPOSE THISE
LEGISLATION AS PASSAGE WOULD PERMIT NON-MEDICAL PRACTITIONERS
TO PRESCRIBE OR APPLY DRUGS. THIS IS CONTRARY TO THE HEALTH AND
WELFARE OF PEOPLE OF ALASKA.

ANCHORAGE MEDICAL SOCIETY PRESIDENT, JERRY LITTLE, MD.



1135W. Eighth Avenue e Suite 6 « Anchorage, Alaska 99501 « (907)277-6891
February 26, 1979

Senator Glenn Hackney, Chairman

Alaska State Senate

Health, Education, and Social Services Committee
Pouch V, Mail Stop #3100

Juneau, Alaska 99811

Dear Mr. Hackney:

The Alaska State Medical Association Legislative Committee has reviewed
Senate Bill 75, an act relating to the practice of optometry.

Enclosed is a copy of correspondence relating to the issue during the

1978 Legislative Session. The position of the Association remains essentially
the same, namely:

(1) We are unable to determine how this legislation will improve
eye care or specifically benefit the public.

(2) Specifically, we know of no diagnostic use for the drug class,
miotics, requested; 1in converse, their use would be appropriate
for treatment of narrow angle glacoma, precipitated by a mydriatic/
cyc_oplegic use. This condition, we understand, 1is more prevalent
amongst the Alaska natives than the general population, such
that bush use of these drugs could carry increase risk.

(3 We approve the educational requirements added in the 1979 legis—
lation. It follows that should the Legislature believe the
proposed legislation is in the broad public rather than for
special interest, no grandfather type clause should be allowed.

Winthrop Fish, M.D.
Chairman, Legislative Committee
Alaska State Medical Association

WF:mlIm

Enclosure



February 14, 1978

Representative Charlie Parr
Chairman, House HESS Committee
Alaska State Legislature
Juneau, Alaska 99801
Dear Representative Parr:
B R g . .
The Alaska State Medical Association Council has reviewed HB 664, An Act
Relating To The Practice Of Optometry- We see no purpose identified or
expressed within the substance of the Bill. We further see no areas
where the public interest will be served by its passage and several

areas where compromised eye care, duplication and cost increases are
possible if not likely.

Av)

At the outset, please understand that the ASMA properly has no interest
or intent to interfere with the practice of optometry in jlLLaska. However,
if an enlargement of the scope of optometry into tin: sphere of medical
practice is coratemplated, it reasonably becomes our concern for the
welfare of the public, not a simple jurisdictional dispute.

Optometry by derivation, definition, tradition, training and current
practice means measurement of the eye for refractive error and a pre—
scription of corrective lenses. Current practices also allows dis—
pensing and sale of lenses and spectacles by the prescriVing optometrist.

The current staf ute defining optometry is unfortunate in that it suggests
diagnosis of visual impairment, apart from refractive error, lies within
the responsibility of optometry.

Non-refractive visual impairment may be a moat difficult and subtle

medical diagnostic problem, at times challenging the combined expertise

of ophthalmologist, neurologist, radiologist, and internists, and requiring
sophisticated diagnostic equipment. Causes range from simple cataracts

to subtle brain tumor, from transient vascular insufficiency to obscure
metabolic disorders. The visual problem may be the first and only lead

to a serious medical disease. Almost all non-refractive visual impairments
will come to confirmatory diagnosis and treatment by a physician. It

goes without saying that missed or delayed diagnosis can have serious
potential consequences.

Before extending the scope of optometry, well beyond refraction and the
sale of contact lenses and spectacles, into the intricate area of complex
ophthalmological diagnosis, we ask that you assure yourself of the
following:

(1) That there is a clearly demonstrated and defined unmet public
health problem, that this legislation will solve it, and it is
the roost appropriate solution.
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in Alaska at present is at a standard which will preclude
frequent mis-diagnosis, delay, duplication of expense and
inappropriate trials of corrective lenses for non-refractive
disorders of the eye.

(3) That the use of ophthalmologic drugs in the practice of optometry
is free of risk.

W -
(4) That the expanded drug use is necessary and essential to

increased accuracy in refractive error diagnosis.

We feel the answers to the above are not obvious, we see no urgency to
enact the legislation without the most careful study of the implications
and therefore urge that you allow ample time for its consideration.

Sincerely,

Winthrop Fish, M.D.
Chairman, Legislative Committee

WErmlIm
cc. ASMA Council
ASMA Legislative Committee
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ANCHORAGE MEDICAL SOCIETY

1135 W. 8TH AVE.. SUITE 6
ANCHORAGE. ALASKA 99501
907-277-6091

February 26, 1979

Medical Society Position Paper

A potential threat to the public exists by the passage of HB 79
and SB 75 which allows non-physician eye care practitioners (optometrists)
to administer dangerous eye medications, for diagnostic purposes, without
physician supervision.

The desired drugs are listed in the proposed bills in the broad
general categories of top-fcal anesthesics, mydriatics, cycloplegics and
miotics rather than by specific drug names with dosages. Examples of
the drugs found in these categories include such potent medications as
Cocaine, Atropine, Scopolanine, Phenylephrine and Phospholine lodide.

All of these medications have potentially dangerous systemic side effects.
The specific class miotics contain no diagnostic drugs what-so-ever as
they are all therapeutic medications used for treatment of glaucoma or
certain cases of crossed eyes.

The Anchorage Medical Society voted overwhelmingly to oppose this
legislation as passage would permit non-medical practitioners to prescribe
or apply drugs. This is contrary to the public interest and a detriment
vo the health and welfare of the people of Alaska.

Anchorage Medical Society
Jerry Little, M.D., President

JLrma



JAMES H. PATTERSON M.D.
and Surgery of the Fye
Subspcual 3%gedlatnc %phthalmology

ANCHORAGE. ALASKA 984
Telephone 90722742252 February 26, 1979

Chairman Glenn Hackney
Senate HESS Conmittee
Pouch V

Mail Stop Number 3100
Jumeau, Alaska 99811

Dear Chairman Haclaney:

As a physician and surgeon I am most concerned about SB 75 and HB 79
which propose to give nonmedical eyecare practicioners (optometrists)

the privilege of applying potent medications to the eye for diagnostic
purposes.

Thie 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 Fliosplioline 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 body effect;?.

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

iIs a controlled substance which i1s subject to wide spread abuse by
addicts and requires a controlled substance registration certificate

to dispense. Atropine and Scopolamine are cycloplegic agents which
paralyze tlie eyeb focusing power and in sufficient doses produce irrit—
ability, hallucinations and even coma. Phenylephrin ( a mydriatric)

lias tlie ability to raise the blood pressure markedly and to alter tlie
rhythm of tlie heart and has been implicated in deaths in older people
through strokes and in children through cardiac arrhythmias. Fhospho-
line lodide, a miotic wlrich constricts the pupil, is used in tlie treat—
ment of glaucoma (elevated pressure in the eye) and iIn certain cases

of crossed eyes, the active ingredients are relotdd to the active
substance in certain insecticides and nerve gas. This medication lias
been shown to produce retinal detaclments and cataracts, Miotics are

a therapeutic class of drugs aid are listed incorrectly in the proposed
bills as diagnostic drugs.

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



Page 2

This type of legislation is not unique to Alaska. The initial nationwide
optometric movement, in attempting to enter the practice of medicine,

was successful and approximately 20 states have some type of optometric
drug legislation. In the past 2-3 years as the full implications of
such legislation t>ecame known optometric drug bills have been going

down to defeat by about a 3 to 1 margin.

I would appreciate your support in helping prevent these bills from
becoming law. I not only can but will readily answer any questions
or document any items that | have consented on iIn this letter.

Sincerely yours,

Jtemes H. Pattercon M.D.
JHP:plz
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A" de e 3311 EUREKA St.#3
Anchorage, Ak.99503

March 3,1979
Hear Mr. Hackney,

It is my understanding that Senate Bill 75 is under view by
your committee in the eleventh legislature-first session. If at all possible

I would appreciate being informed as to the statud of this "act relating to the
practice of optometry".

My interest in this matter takes on a fervent stance due to
the fact that | have been directly involved in the delivecy of eye care services to
to those recipients in the Bering Straits Region. In light of this Ifeel obligated
as well as deeply concerned with this notion of introducing Sec.08.72.305 to the
enactment of the legislature.

I need not inform you that we both share a vested interest
in this matter since we are potential candidates of optometric services: iet
alone the populus that this bill will effect if passed.

This missive serves you in a genuine tone of concern since
Alaska now is beseiged by the "drug bill", SEC. 08.72.305. Pursuant to this is the
ides that nealth care, specifically, the medical health eye care aspect should
be viewed under a microscope for what is to be understood as a redefinitions
of the scope of the optometrist. Or, if yru would , a broadening of the defined
scope of the optometrist. To wit... allowing the utilization of pharmaceutical
agents ( drugs ). | beseechingly ask that you read ihe following paragraphs for
the sole purpose of another outlook from a concern citizen, not to mention for the
sake of thv. public whom >ou represent in this permissive matter of eye care.

The decision that confronts the legislative body is a precarious
one. Due to the fact that a question mustbe b-ought forth & posed , what constitutes
the optometrists in this state to utilize drugs in their non-medical profession.

An apparent exigency is prevalent to bring to attention
the delination between the non-medical profession ( optometrists-O.D. ) & the
medical profession, ( ophthalmologists-M.D.). Both are distinguished in their
om right & certainly are awarded the recognition & respect from our society.
However the oohthalmologist has gone through an intense array of medical
education & training for his endavour of the total encompassing diagnosis,
treatment, & care of the eye. The optometrist need only attend a few years of
schooling for gainful knowledge of a cognizance of an optical deficiency
correctable as he sees it by administering & prescribing lenses &/or prisms.
Hencefore, the medical profession is more adequately & better prepared for
the entire entity of tending to the eye than the optometrist, merely by
training & education. Be it stated here that the above mentionned was not

meant in a derogatory fashion nor a demeaning one towards the optometric
profession.

In conjunction with this is the question posed , why
would a non-medical profession such as optometry effaciously invade the
medical profession in medicine. Both are sciences,but, both are concerned with
different concentrations intrinsically related to their science. Optometry
was established with the initial purpose as a profession to aid in "vision
improvement” acting as a liason for the ophthalmologists.



At this propitious time of concern with rising health
care at an annual rate of 12% & an approaching make-up of 10% of the G\P
the non-medical profession of optometry has sought an entrance into & engagement
in being a medical provider of health care delivery by the pursuit of
practicing ophthalmology .1 can only surmise this from reflecting observations
of the events & recent developments between these two professions & what is
taking place in the state house / senate in Alaska.

This issue becomes sensitive not only for the reason that
the eye 'ss an organ is one of mans' most cherished & most relied upon senses
but primarily how Alaska will handle, cope, & decide upon whac constitutes
the profession of optometry to utilize drugs in their profession. Advertently,
how health care will be delivered to its constituents. All legislative powers
are in throes of controlling this predicament. However, | fail to see how
amending this bill will alleviate & eliminate the cost of medical care, let
alone upgrade & enhance the quality of medical health eye care.

As with any service rendered in our society one seeks
the quality of service fo* the least amount of cost to them. The same h”lds
true in medicine. | believe as you might concur that a patient seeks a ,oysician
eye doctor for his knowledge, skill, ability,talent in his area of medicine
wiih a degree of trust for all intents & purposes of effaciously being relieved
of whatever objective &/or subjective sign &/or sympton that the individual had tp
seek the M.D. in the first place. For you to fully understand the topic in
deliberation, this missive necessiates that you be privy to the condition of
glaucoma. The exampleto be cited is stated inorder to stress the full impact
£ seriousness of Sec. 08.72.305

Pertinent \o thisis the prevailing factor that Alaska
is different than the other states that have considered the "drug bill" in
regards to its recipients of eye care health services. For the Alaskan Natives
are predisposed to the condition of glaucoma, particularly of the four types,
narrow angle glaucoma  This is due to their anatomical trait of a shallow
anterior chamber.

I ask that you bear with ne in a basic description of
the eye & vocabulary related to it.

Affecting 1 out of every 100 people over 40 & being the
second leading cause of blindness in the U.S.rglaucoma is an afflicting
disorder. There exists within the eye an intricate drainage system, so
established that the aqueous humor ( fluid which aids in maintaining the shape
of the eye & its nourishment for it ) continuously leaves the eye through the
drainage network. In the case of an individual afflicted with glaucoma the
exit route is complicated.Basically, a squelching effect of that which is a
composite of the angle of drainage in the anterior chamber of the eye becomes
narrow,or more fluid is produced than what is considered the normal. Hence,
the subsequent build-up of pressure within the eye. IT IS THIS intraocular
pressure that jeopardizes the sight of an individual. For glaucoma is that
injurious increase of pressure within the eye pressing on the optic nerve.

The optic nerve being the running umbilical cord to the brain for the
interpretation of vision. If you will, it is the M.D.'s insight & his ability

to detect this disor der that is quite significant , whether or not the individual
will maintain good vision. For this is an eye condition that is not curable,
solely controllable with medication &/or surgery.

Narrow angle glaucoma may be precipitated when the
pupil- ( black portion of the eye ) dilates ( enlarges ) as it encounters

darkness or after the administration of mydriatics ( dilating drugs ).



The latter precipitory factor arises when a doctor utilizes one of many

mydriatic drugs during the course of an eye exam , fundus exam { viewing the
posterior portion within the eye ) & for evaluating refractive errors.

( Sec. 08.72.305 2,c ) Mydriatics facilitate examinations of that already mentionned.

A patient with an underlying condition of narrow angle
glaucoma may be subjected to medication by the attending physician whether
it be for any one of the mentionned eye examinations. In view of this, induced
is the incidence of an attack of acute narrow angle glaucoma.. WHY? The iris,
( colored portion of the eye ) had been induced to dilate by the administered
drug. Consequently, this inhibits the muscle to constrict therefore closing
off the escape route for the aqueous fluid. What now ocurrs is excruciating
& intense pain due to the escalating intraocular pressure upon the optic
nerve. If not quickly tended to with the attention of rectifying the
precarious situation by a counter effect of medication whether this be
administered orally, or intraveniously irreversible damage will ensue.

Obviously, at this point & time the reflexive resposes
of the attending eye examiner is weighted with responsibilities of anothers
vision AS you &your committee are weighted with the responsibility of
answering what constitutes the optometrists in this state to utilize drugs
in their non-medical profession. My faith lies herein with your time &
consideration of Sec. 08.72.305.

Sincerely,



MEMORANDUM

February 5, 1979

TO: Senator Hackney
Chairman, HESS Committee

FROM:  Margaret Branson
Representative

RE: B 75 Optometry and Drugs

As the Chairman of the Committee of
first referral, | thought this
material on SB. 75 properly belongs
in your files ~“for consideration by
your committee).
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PETEH E. CANNAVA, M.D.
Ophthalmology
BOX 1629
SOLDOTNA. ALASKA 99669

THEPHONE 262-4462

February 1, 1979

Margaret Branson, Representative
Pouch V
Juneau, Alaska 99811

Dear Margaret;

Thank you for notifying me of SB 75! This i1s the second year for this

bill as it was "killed" in the Senate last session. Ophthalmologists
have very strong feelings toward this legislation because it iIs obvious

that optometrists have no medical training what-ever (despite their claims)

and it is not fair to the public to turn them loose disBensing eye drops.
Optomet ists are very well trained to fit eye-glasses, but the last few

years have desired to expand their endeavours to include the use of eye
drops.

Reasons for this desire are purely economic! Therefore - - see the arrival

of a national health bill and want a guarantee that they will be included in
this legislation as a "primary care providers".

Eye drops are absorbed into the blood stream and become systemic medications.
Although rare they can produce serious side reactions such as high blood

pressure and indeed shock! It is not fair to the public to relegate such
xerious matters to a non-medical practlonor.

Medicine contends that i1f non-medical practionors wish to expand their

endeavors to include medical functions they should re-cycle themselves
thru the medical curriculum rather than going to the legislators and
side-passing the educational pre-requisites.

B.S. Enclosed please find a speech 1 gave to the local legislators before
they departed to Juneau.

P.S. In addition you should be aware that a young Alaskan lost an eye because
of an optometrist, 1in using eye drops, felt secure in making a diagnosis

which turned out to be erroneous. The story is enclosed.
PEC/bc



American medicine has estabilished a tradition which dates back well
over 200 years! Despite the ups and downs of certain aspects of
American medicine the very basic integrity of the system has never
and will never be challanged. This is fact because the system rests upon
a foundation of sound scientific principle. American people may not
like what type of treatment is offered them but they at least can rest
Assured that any prescription promulagated by our traditional medical
system is based upon a scientific method, and those practitioner
licensed with-in the system have completed a satisfactory curriculum
approved by both private and governmental bodies who attest to the
fact that medical practitioners are qualified to practice with the \se
of drugs and other modalities, In addition to the traditional modality
0" medical care there are two other broad categories of health care
which our people choose to utilize. One is not based upon scientific
methodology, cannot be supported by established objective data.
Examples of these would be naturopathic healing and chiropractic.
The second category of non-medical health care sought by Americans
IS based upon scientific principles but is not traditionally associated
with medical education. Examples of those are psychology and optometry.
In past years no major conflict has arisen between trad:tional medicine
and other forms of health care. However, of late there is a movement
on by non medical people to seek enactment of legislation which would
grant them privileges which traditionally have been the provence of
medical practitioners. Examples would Include attempts by chiropractors to
utilize medical facilities for laboratory testing and more germane to
our state the attempt by optometry to seek legislation approved for
their use of drugs within their practice.

Legislators must be aware of the short and long term implications of such
legislation! Granting non-medical practitioners medical priveleges obscures
the traditionally clear cut lines between the dicipline of medicine and

the non-medical practices. Such obscuration of lines of deliniation

serves to thoroughly confuse the public as to what type of health care

iIs to be expected from each type of practitioner! In such confusion the
public will have no clear concept of what type of "product® to expect of
each health care practitioner. | wish now to focus upon a problem which
confronted last years legislators and may surface again! Optometrists as
you may be aware are non-medical practitioners by virture of their ancestory,
training, current definition and as of several months ago defined by U.S.
District judge for Alaska, They are requesting the legislature to grant
them privilege of using drugs in their practice! Such a priviliege

would have two fold effect and firstly i1t would set a procident with-in

our state and open the door to all non-medical health pcrsonell to seek
similar privilege. Secondly it would further endanger the people of Alaska
to the risk of loss of sight because of the injudicious U3e of drugs and
false sense of security the use of drugs imparts upon the recipients of such
treatment. Indeed as time goes on | will supply you with case histories

of Alaska residents who have lost eyes because rhey were lured into feeling
they had been examined by eye physicians or ophthalmologists. | will also
supply you with a legal suit prompted by such a loss of eye and additional
pertinent information. 1 urge you not to grant non-modical health
practitioners by legislation what they should rightfully earn by education
that is the right to join the ranks of traditional medicine thru time honored
institutions, estabilished testing procedures and time tested licensing
procedures.
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FEDERALJUDGE RULES AGAINST U.S.

O p t ome t r 1

L e s s of E y e F

In n landmark decision that could cruise the
army to re-examine its policy permitting optom-
etrists to provide Initial eye care treatment, Judge
James M. Fitzgerald, United States District Judge
for the District of Alaska, ruled that Timothy
Steele, now an eight-year-old dependent of n aoldior
in the U. S. Army, was entitled to recover for the
loss of his right eye.

"I conclude that tho plaintiff is cntltlod
to rocovcr in this action from tho Unitod
States for tho loss of Timothy's right

JAMES M. FITZGERALD
U.S. District Court

Judge Fitzgerald's decision was
OH nhi*i- vn  1U7K

rendered on
in Uni nun nf Timnlhv It Rtnfflo .

TIMOTHY

STEELE ISSUE

@ ®

the P ublc 9ntete & tb f

or F o0 U Y e a r -

r -
fcstation of disease visible in the eye. Upon de-
tecting disease in the oyc, it is then his obligation
and duty to the patient to make known what the
optometrist has observed. In such cases, he may
not undertake to diagnose the disease, but should
inform his patient thnt the matter is beyond his
competence and advise the patient to seek a quali-
fied medical doctor.”

The litigation stemmed from a claim brought
on Timothy Steele’s behalf by his father against the
United States for the loss of Timothy’s right eye.
Timothy Steele, an a four-year-old hoy, was treated
by John Shank, O.D., an optometrist in charge of
the Eye Clinic at Bnssett Army Hospital, Fort
Wainwright, Alaska.

According to testimony in the case, It was in
October and November of 197! that Timothy’s
mother first noticed that his eyes were crossing.
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to Lcttcrmnn Army Medical Center where he was
examined on July 12, 1974,

At Lcttcrmnn, it was determined that, because
tho danger of retinoblastoma, a fast-spreading,
life-threatening malignancy, Timothy’s eye should
he removed. With pnrcntnl consent, the surgery waa
performed by Major Bradley C. Black, M.D.

When the pathological report ruled out re-
tinoblastoma, Timothy was returned to surgery and
an implnnt was placed in the socket. Although
recovery appeared to he good, Timothy continued
to suffer from periodic socket inflammation.

In September of 1974, Timothy returned to
Lettcrmnn Medical Center where a prosthesis was

inserted in the socket. Testimony revealed that
since the prosthesis could not he inserted im-
mediately following the operation, it is unlikely

that it will ever appear similar to a natural eye. O
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‘itzgcrald stated,

"An optometrist’s responsibility

his examination, D, Sh,,,k m Z Z T

i to observe during his eye examinations any marii- Timothy’s vision and found it to be normal. He

then wused drops to dilate the pupil and looked
inside the eye. He diagnosed Timothy’s eye con-
dition as accommodative esotropia, which is cor-
rectable by eyeglasses. He wrote a prescription for
eyeglasses and made an appointment for Timothy
to return to the clinic on January 29, 1974, for a
checkup.

" . On January 29, 1974, Timothy reported to Dr.
WHY "THE PEN? - e
Tl’E 'ﬁEOf aml Shank as requested. The optometrist wrote a dif
erent prescription for eyeglasses and instructe
State f ipti f | d i d
ﬁ]’B,EIllG]THiSIH-ES Mrs. Steele to make another appointment for Tim-
othy four months after he wou egin wearing
W ic hy f h f h Id begi i
heelth, orflov with @ the new glasses.
ofevicae i i
The testimony further reveals that in early
@e B theted May, Mrs. Steele noticed that Timothy frequently
of Coermment  removed his glasses, saying sometimes he could
Ig tre IOAEHEE not see well with them.
On June 10, 1974, Timothy was again examined
bjallmprgd]n%cgls-\l}nm by Dr. Shank and it was then that he discovered
el cation, that the vision in Timothy’s right eye was limite
noreckcal te ed— th li :t t TAt t: rl '‘Dr. Sh kI do|
iore aopts I’QII‘B!—O ight perc eption is poin r. ank made
—an appointment for Timothy with ophthalmologist
hility ©© 0 g for Timoth h ophthalmologi
dams.De_aﬂwa”dtram Bruce Wolf, M.D., of Fairbanks.
d:NHjICIrE(H‘Id)I’DlS When Dr. Wolf, a medical doctor, sexamined
e wvam V'B_Timothy on June 17, 1974, he found Timothy’s
s o antin—visual acuity in the right eye limited to hand
uas % of t8S motions and capable of perceiving light. Essen-

AIIC eSS tially, his right eye was blind.
of Arica, given ma

ﬁus,sannrurg

»\A

Recognizing the seriousness of the case, Dr.

—Wolf called in William Kinn, M.D., as a consul-
S!Qas L 1h:3n_a_tant. On July 9, 1974, Dr. Wolf and Dr. Kinn
am arc poollrg HoIr observed a retinal detachment of the right eye with
koM [ESITCES a subretinal mass. Their diagnosis was possible
D a‘dtgffﬂt retinoblastoma, but toxocara canis was also to be'
gﬁlgl\éhm I ﬂ'lET. considered. Concluding that specific tests were nec-
WORK essary to identify the disease, Timothy was flown

UMMEeV.:-——— — "

e When Timothy was four, his mothor noticod

his eyes crossing.

A military dependent, he was taken to an
army hospital where he was seen by an op-
tometrist, instead of.an M.D. (Current stan-
dard U.S. military procedure).

The optometrist disregarded disease, infection
or malignancy as causes and prescribed eye-
glasses. Despite three visits, two pairs of eye-
glasses and advancing blindness, Timothy
was not referred to an M.D. ophthalmologist
for six months, until after his right eye was
blind. 1

Ophthalmologists immediately recognized the
probability of either retinoblastoma (malig-
nancy) or toxocara canis (a parasitic worm
infection), oither of which is treatable ir. the
garly stages.

The doctors recommended to Timothy's par-
ents that the right eye be removed, because
of tho danger of an advanced life-threatening
malignancy, as well as a hopelessly blind eyo.

THIS CHRISTMAS:

Timothy, 8, has an artificial eyo which will
never appear similar to a natural eyo.

YOU — Tho U.S. taxpayers have boon found
liable fo' the loss of Timothy's right eyo. Who
should provide primary care?

Toll your legislators.



Explorations in Living offers a stimulating
learning opportunity for young people and
for those who present and guide the pro—
gram. Hopefully, this new kind of preven—
tive mental health program will help stu—
dents develop into more informed and re—
sponsible citizens.

Explorations in Living can be obtained
from P. il B. Amidon and Associates, Inc. ]
1966 Benson Avenue, St. Paul, Minnesota
55116 (cost is $18.50 per unit).

A guipT To FEDERAL HOUSING PROGRAMS FOR
THE MENTALLY DISABLED

This guide is designed to provide spe—
cific information about Federal housing
programs and their potential for helping
develop residential options for people
disabled by mental health problems. It
is intended primarily for State and lo—
cal mental health program development
staffs and others involved in community
care.

The guide begins with an explanation of
the Federal housing programs which may
be applicable to the mentally disabled.
It also discusses funding alternatives
for specific residential options. Fi—
nally, the guide summarizes various stra—
tegies which State and local agencies
can use In both securing funds and de—
veloping residential programs. Appen—
dices include a list of key people in
N area and regional offices, names
and addresses of relevant projects, and
several other important supplemental
materials and references.

Published by the National Institute of
Mental Health, it is available from
Supe®intondent of Documents, U.S. Gov—
ernment Printing Office, Washi*gton,
)).C. 20402, Stock No. 017-024 00727-7,
at a cost of $3.00 each.

THE SWITCH PROCESS IN MANIC-DEPRESSIVE
ILLNESS

In manic-depressive -llness, the process
of' change from a severely depressed to

a maniompflSe"Taif ocdliy anywhere

tween fr few minutes and a few da}
Analysis of the "switch process"!

given psychobiologists important in—
sights into the chemical processes as—
sociated with changes in brain neurons
in affective illnesses.

Dr. William E. Bunney, Jr., Chief of
the Biological Psychiatry Branch of the
National Institute of Mental Health"s
Intramural Research Program has studied
manic-depressive patients, focusing on
the neurotransmitter mechanisms that
carry impulses from one neuron to an—
other at the synapse. He theorizes
that elevated or reduced levels of the
neurotransmitters, norepinephrine and
dopamine, may be responsible for the
sudden shift from one state to the other.
In the 14-page monograph, Bunney dis—
cusses the switch process and his study
of what happens in the brain during the
switch.

This publication, published by the Na—
tional Institute of Mental Health, Di—
vision of Scientific and Public Infor—
mation, is available from Superintendent
of Documents, U.S. Government Printing
Office, Washington, D.C. 20402, Stock
No. 017-024-00733-1, 90 cents each.

FAVILY VIOLENCE GRANT

The Department of Health and Social Ser—
vices applied for and received a grant
from the Law Enforcement Assistance Ad—
ministration in the amount of $260,866
to operate a program called the Alaska
Family Violence Program. A brief de—
scriptive summary of this program that
was taken from the grant award says,
"The purpose of Alaska®s Family Vio—
lence Program is to initiate and moni—
tor a project directed at reducing the
incidence of intra-family violance.

Tho program will be implemented by agen—
cies or citizen groups at eight (8 lo—
cations throughout Alaska...Nome, Bethel,
Anchorage, Kenai, Fairbanks, Barrow,
Kodiak and Ketchikan as well as many
small communities within their respec—
tive locales.



"Various community-wide approaches will
be tested. These approaches include:
regional shelters and transportation
shelters, "safe homes", crisis lines,
volunteer advocacy, media and public
education, training for criminal jus—
tice, medical and mental health per—
sonnel, alternatives to prosecution

for offenders and innovative procedures
for law enforcement personnel respon—
ding to family disturbance calls.

"The anticipated impact of this program
will not only be an actual reduction in
intra-family violence, but will also
provide more effective and efficient

The Division of Mental Health
and Developmental Disabilities
Pouch II- 04

Juneau, Alaska 99811

mechanisms for agency coordination, a
reduction iIn the number of repeat calls,
an increase in the number of prosecu—
tions and constructive alternatives Lo
prosecution, decreased public tolerance
for n. Ma-family vioHance, and more iIn—
formation and understanding of the level
and nature of intra -f.mil*® violence in
Alaska."

We hope to hear more about this new pro—
gram as It gets underway. Meanwhile, if
you want more information, please con—

tact Sema Lederman, Project Coordinator,
400 Gamble;, 3rd Floor, Anchorage, Alaska
99510 (276-1024).






DR. M. C. FALCONER

W'Wt DR. J. C. FALCONER ANCHORAGE EYE AND CONTACT LENS CENTER
DR. G. L HALL 135W. NINTHAVE.  PHONE: 272-2557
DR. T. F. HARBOUR ANCHORAGE, ALASKA 99501
DR. B. L. WALXER
DR. W. D. FAULKNER
OPTOMETRISTS MarCh 7’ 1979

Honorahle Glenn Hackney
Alaska State Senate
Pouch V

Juneau, Alaska 9811

Dear Senator Hackney:

It has been brought to my attention that information in opposition to HB 79
has been distributed to all legiSlators. Some of this information contained in an
ophthalmological tabloid newspaper entitled The Pen, although a sensational
distortion of fact, demonstrates the responsibility of optometrists to detect and
refer pathological eye conditions. The wuse of drugs (DPA's) requested by
optometrists in HB 79 is simply a tool to help better “serve the public, so that

unfortunate incidents such as ‘those described in The Pen will be more easily
detected.

| urge you to consider the following facts prior to makinr a committment for
or against this bill. These facts are excerpted d:rectly from a iiport to the United

States Congress by the U.S. Department of Health, Education and Welfare which |
am enclosing.

1 It is the responsibility of optometrists to deter’, and refer
pathological eye conditions.

2. Optometrists currently receive training in detection of
ocular disease as well as in the use of pharmaceutical
agents including management of side effects.

3. HEW. consultants on this report unanimously
recommended that state [icensure laws be revised to allow
the use of diagnostic pharmaceutical agents by
optometrists. (24 states now allow this practice)

~If you have any questions regarding this bill or statements made in opposition
to it, | would like to have the opportunity to respond with documented facts from
objective sources. | appreciate the timé you have taken to consider this very
important legislation.

Thank you,
Sincerely,

<*

Boyd L. Walker, 0.D.
BLW:ah






The Bureau of Health Manpower projects the overall number of active
ophthalmologists in the United States to rise to 13,300 in 1980

and to 18,400 by 1990; this compares with projected levels of 22,000
and 28,200 for optometrists in the same time intervals. The propor—
tion of ophthalmologists as a percent of total professional vision
care manpower is projected to grow from 35 percent in 1973 to 38 per—
cent in 1980 and 39 percent in 1990. These estimates should be
interpreted cautiously, and should be undertaken in the context of
written documentation available from the Bureau of Health Manpower.

Available data preclude such projections on a detailed geographic
basis.

More specific data indicates that in recent years many areas of the
country, particularly non-metropolitan areas, are served only by
optometrists. Approximately 40 percent of counties have an optome—
trist but no ophthalmologist. Another 27 percent have neither.

Optometric Practice

The Institute of Medicine of the National Academy of Sciences, in
describing primary health professions who are direct providers of
patient care, defined optometry as follows: "The Doctor of Optometry
(0.D.) is a health professional who performs eye e aminations to
determine the presence of visual, muscular, or neurological abnor—
malities, and prescribes lenses, other optical aids, or therapy,

such as eye exercises to enable maximum vision. Optometrists are
trained to recognize disease conditions of the eye and ocular mani—
festations of other diseases, and to refer patients with these
conditions to the appropriate health professional."”

This definition, as well as available documentation on the utili—
zation of optometric services, points to the optometrist®s role

as a provider of primary health care services. In this role, the
optometrist functions as a principal point of contact within the
health care system for persons having visual complaints, including
certain numbers who have symptoms or conditions that require re—
ferral to other health practitioners.

The scope of practice for optometry, similar to that for other
heulth care providers, 1is difficult to define precisely. However,
information 1is available from a number of sources to develop valid
concepts of a profession®s role and function. Such sources include
State luws, judgments of courts concei <ng the responsibil ities of
practitioners, the usual and customary practices of the profession,
and the objectives, content, and standards of education and training
for the profession.

An examination of a variety of such sources suggests thut optometry
is a profession qualified to provide a broad range of services which
are effective in patient management, including the management of
aphakic and cataract patients. (See discussion in lart Il of this
report for detail on sources cited and information examined.) It is
reasonable to infer that such services correspond to many specific

21



ATTACHMENT B

VW

BASIC ELEMENTS OF THE CURRICULUM OF SCHOOLS OF OPTOMETRY

1. Biological science knowledge base.

a.

Gross human anatomy and microscopic anatomy, with emohasis
on head, neck, and thorax.

Embryology, gross and microscopic anatomy of the human
nervous system - concentrating on the central nervous
systenm.

General human physiology, including the study of the funda—
mental organ systems and the mechanisms which regulate body
function. Emphasis is on the sensory, motor and cardio—
vascular systenms.

Basic concepts of general and cellular biochemistry, with
study of nomenclature, structure, and reactions of organic
molecules. Emphasis is Ol the visual system - tears, intra—
ocular fluids, lens, retinal photochemistry, and actions of
drugs upon these.

Concepts of human genetics and genetic disorders, including
the frequency and distribution of genetic disease, inheri—
tance patterns, polygenic inheritance, chromosomal abber-
ration syndromes, multifactorial genetics, and principles
of genetic counseling.

Gross and microscopic anatomy of the lids, orbit, orbital
content, globe, muscles, nerves, and vessels, and embryology
of the eye.

Vegetative physiology of the eye, extraocular and intra—
ocular fluids, corneal and lens metabolism, ocular circula—
tion, retina and opti. nerve metabolism.

General pharmacological principles, methods of administration,
various systemic drugs and their pharmacological action and
side effects witli emphasis on those that affect the visual
system, such as cataractogenic. and glaucoma-producing drugs.

Pharmacology; uses, doses, contraindications, and adverse
effect of drugs producing miosis, mydriasis, cycloplegia,
accommodation, and ocular anesthesia. The pharmacology, use
contraindications, and adverse effect of drugs commonly used
in treating visual and ocular problems.
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As is 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,
jifiese recommendations and comments, made unanimously by the consultantsf
"are presented here to provide an opportunity to bring these matters to (
jthe attention of Department Agencies and the Congress.! Because the
following items go beyand the requirement of this report, the 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 having
special needs given their disabled condition. Refractive services
for such patients represent non-routine and necessary services in
the. provision of prosthetic devices, 1i.e., lenses.

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

2. Low vision services and aids

For those patients who have inoperable cataracts or have 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 Fart U 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, heaith maintenance, and health education

In the interests of health care cost advantages, effects on
productivity, and the overall improvement of benefits that can be
afforded our population, the expert consultants recommend that a more
effective effort be made to 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 siuh approaches.



Other service provided Iry optometrists

Vision/eye care services currently covered by idrt L of Medicare,
when provided by ophthalmologists or other physicians, include eye
conditions other than cataract and aphakia. Optometrists can provide
appropriate services for some of these conditions. 11 is recommended
that extension of reimbursement to include the services of optometrists
for such appropriate conditions is a desirable subject for further
considers tion.

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 Lhe following: (&) nconsistent application of
coverage and reimbursement policies by individual carriers, (b) the
problem ol: payment duplication Cor set ”ices and reimbursement for
similar diagnostic procedures when performed for specific individuals
by more than one provider, and (c) need of improvement 2 coding ana
billing procedures for vision/eye care services.

6. Cooperatlvc working relations!)ips between vision/*ye care
professionals

It became clear during the course o! this study .that more
effective working relationships between opu>meu:y art* ephthnlmology
and other providers in the vision/eye care field won.ld enhance patient
care and resuJL in impro»od services to individual patients. While
improved interdisciplinary coordination applies to all the health
disciplines and specialties, it is a problem of par lieulnr concern
in the vision/eye care field. Such working relationships could ire
significantLy strengthened by

a. Development of joint educational prograi a it the undergraduate
and graduate levels, including rounds. et’inics, conference,
and meetings and publications.

Kstabl isiiment of interdisciplinary cl nics with optometrists .
and ophthalmologists work Lug together.

Taciliiation of referral of patients between the optometrist ;;I
- f - r
and the ophthalmologist when in the best interest of Ilhe
patient.
\%

d. Joint development of qualilv stain mis for service and
materials by peer review mechanis/s. Jly materials,
particular reference should he assigned to varying quality S\
of lenses and frames and the neoc for furnishing laboratory
invoices of material costs for reimbursement.

Joint development of apptopi iat.i revision to State
lie .iisur*. laws m permit use 1 diagno: ti drugs
(myd. i.it<es and lacul aneathcU by optometrists.

While such joint endi ivors .re evident r.it various areas of the
country, they need to be broadened and tcicinii.td.



1 wvsicd W W5 9wF
ROBERT N. PAGE. JR., M.D.
JUNEAU MEDICAL CENTER

ASSa" K\

- R.R. 3. BOX 3001
JUNEAU. ALASKA 80801

PRACTICE LIMITED TO THE EYE
February 27, 1979

Honorable Glenn Hackney
Senator

Pouch V

Juneau, Alaska 99811

Dear Senator Hackney:

Pending legislation in the form of House Bill No. 79 and
Senate Bill No. 75 represents an attempt on the part of
optometrists to gain, through legislation, the right to use
drugs. This is a right heretofore granted only on the basis
of educational qualifications for very sound reasons.
Optometry 1is a measuring science and has no medical back—
ground. An optometrist is not clinically trained. They are
not qualified by education to diagnose or treat disease.

However, should tt-s legislation pass, the public will be
deceived i1nto believing that they are receiving medical
evaluation by optometrists, a definite hazard to public
safety. Numerous cases substantiate this. The latest case
occurred iiit Alaska (Steele v. United States of America) and
is explained by an enclosure.

I hope that you will oppose this legislation which would
downgrade the quality of medical care for the people of
Alaska by allowing intrusion into the field of medicine by
those without medical training or expertise. It is a
dangerous precedent. Absolutely no shortage of medical
profession talent exists anywhere in Alaska to justify such
a compromise of professional standards of care and treatment.
The cost of eye examination by optometrists in many cases 1S
higher than that of a physician (ophthalmologist).

I would be happy to discuss with you the particular risks
inherent -n the use of the various drugs which are indicated
in this .Legislation, since | will be responsible for treating
the various drug complications, should they occur 1in this
area.

Also find enclosed the reports of vetoes of similar bills by
the governors of Virginia and Ohio. These are well thought
out conclusions by men who are only partial to public well—
being. Your serious consideration and concern 1is appreciated.

Sincerely,

Robert N. Page, Jr

Enclosures



etrists to provide initial eye care treatment, Ju ge
James M. Fitzgerald, United States District Judge
for the District of Alaska, ruled that Timothy
Steele, now an eight-year-old dependent of a soldier
in the U. S. Army, was entitled to recover for the
loss of his right eye.

"I conclude that the plaintiff is entitled
to recover in this action from tho United
States for tho loss of Timothy's right

eye-! JAMES M. FITZGER.IU)
Egtvi, 0& Putrid Court

Judge Fitzgerald’s decision was rendered on
Ootohcr 20. 197K, ill thu uasu UC Timnt-lijj Jt Stolft
and Robert K. Steele, plaintiffs, vs. The United
States of America, defendant. In his opinion, Judge
Fitzgerald stated, "An optometrist’s responsibility
is to observe during his eye examinations any mani-
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and duty to the patient to make known what the
optometrist has observed. In tiuch cases, he may
not undertake to diagnose the disease, but should
inform his patient that the matter is beyond his
competence and advise the patient to seek a quali-
fied medical doctor.”

The litlgowLlui stemmed from a claim brought
on Timothy Steele’s behalf by his father against the
United States for the ioss o* Timothy's right eye.
Timothy Steele, as a four-year-old boy, war treated
by John Shank, O.D., an optometrist in charge of
the K>e Clinic at Bassett Army Hospital, Fort
Wainwright, Alaska.

Acco ding to testimony in the case, it was in
Or-inhc; and November of 1972 that Timothy's

mother first noticed that his eyes were crossing.
On Det'elnnor TO. 197:r, ano took him to Bassett

Rye Clinic where he was seen by Dr. Shank.

During his examination, Dr. Shank measured
Timothy’s vision and found it to bo normal, lie
ion used drops to dilate the pupil and looked

inside the eye. He diagnosed Timothy's eye con-
dition as accommodative esotropia, which is cor-
rectable by eyeglasses. He wrote u prescription for
eyeglasses and made an appointment for Timothy
to return to the clinic on January 29, 1974, for a
checkup.

1

On January 29, 197-1, Timothy reported to Dr.
Shank as requested. The optometrist wrote a dif-
ferent prescription for eyeglasses and instructed
Mrs. Steele to make another appointment for Tim-
othy four months after he would begin wearing
the new glasses,

The testimony further revenls that in enrly
May, Mrs. Steele noticed that Timothy frequently
removed his glusses, saying sometimes he could
not see well with them.

On June 10, 1974, Timothy wns again examined

bjl alltgmrgrrgj_lcal ﬁ*-m_by Dr. Shank and it was then that he discovered

o nedical eclcaton Mod-
te

that the vision in Timothy’s right eye was limited
to light perception. At this point, Dr. Shnnk made

tiliyt) resp;rd mqj—an appointment for Timothy with ophthalmologist
chmics. Daath and traum™. Bruce Wolf, M.D., of Fairbanks.
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When Dr. Wolf, a medical doctor, examined
Timothy on June 17, 1974, he found Timothy's

te ann—visual acuity in the right eye limited to hand
M of thes motions and capable of perceiving light. Essen-

_TTEFlUiCﬂ% tially, his right eye was blind.

Recognizing the seriousness of the case.
in William Kinn, M.D.,
On July 9, 1974, Dr.

Dr.
as a consul-
Wolf and Dr. Ki.in

mass.
retinoblastoma,

Their diagnosi. was possible
but toxocara canis was also to be
considered. Concluding that specific tests were nec-
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essary to identify the disease. Timothy was flown
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to Letterman Army Medical Center where he was
examined on July 12, 1974.

At l.ettermnn, it wns determined that, because
the danger of retinoblastoma, a fast-spreading,
life-threatening malignancy, Timothy's eye should
be removed. With parental consent, the surgery was
performed by Major Bradley C. Black, M.D.

When the pathological report ruled out re-
tinoblnstoma, Timothy was returned to surgery and
an implant was placed in tho socket. Although
recovery appeared to be good, Timothy continued
to suffer from periodic socket inflammation.

In September of 1974, Timothy returned to
Letterman Medical Center where a prosthesis was

0

inserted in the socket. Testimony revealed that
since lhe prosthesis could not be inserted im-
mediately following the oporatii i, it is unlikely

that it will ever appear similar to a natural eye. 9

A SAD SUMMARY:

e When Timolhy was four, his mother noticed
his oyos crossing.

« A military dependont, ho was takon to an
army hospital where he wat soen by an op-
tomotrist, instead of an M.D. (Current stan-
dard U.S. military procodure).

e The optometrist disregarded dlsoase, infection
or malignancy as causes and prescribed eyo-
glasses. Despite three visits, two pairs of eye-
glasses and advancing blindness, Timothy
was not referred to an M.D. ophthalmologist
for six months, until aftor his right eye was
blind.

e Ophthalmologists immediately recognized the
probability of either retinoblastoma (malig-
nancy) or toxocara canis (a parasitic worm
Infection), either of which is treatable in tho
early stages.

A .

e The doctors recommended to Timothy's par-
ents that tho right eye be removed, because
of the danger of an advanced life-threatoning
malignancy, aswell as a hopelessly blind eye.

THIS CHRISTMAS:

e Timothy, 8, has an artificial eye which will
never appear similar to a natural eye.

« YOU — The U.S. taxpayers have boon found
liablo for the loss of Timothy's right eye. Who
should provide primary cure?

e Toll your legislators.
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TIMOTHY — WE'RE SORRY — WE'RE TRYING

In spite of the loss of his right eye, and the
attendant loss of visual field and depth per-
ception, perhaps the young Alaskan victim will
grow up to have more “vision” than many U.S.
officials. Nearsighted policy supported by these
leaders guarantees that disasters like that which
befell young Timothy Steele will continue to
happen to our servicemen and women, their de-
pendents, as well as our veterans.

The Timothy Steele case, while tragic, had
a relatively happy outcome. The alternative
probability — retinoblastoma — might well have
resulted in death for the youngster, because of
the delay resulting from what optometry has
designated “primary care.”

Tho optometrist should not be judged
harshly. It is provable that his education did
not equip him to attempt to cope with the prob-
lem Timothy presented.

The dean of the Pacific University College
of Optometry, a government witness, displayed
an identical ignorance of the medical facts and
identified Timothy's treatment, ns propjr medi-
cal cure. It is ignorance nnd ovcr-confidcnco at.

numbers of sincere optometrists, oon-
tliey know much more nhout eye
disease than they in fact do.

It would he wrong to blame the Eye Clinic,
Bassett Army Hospital, or even the Medical
Army leadership at, Fort Wainwright. Tho fact
that Timothy was scon first by a person with
the right to use dangerous drugs to open his eye

look for what he had no training to see is the

of the defendant. — THE UNITED
STATES OF AMERICA.

And that., dear reader, means that a Federal
Court has ruled that Timothy's right eye was
wasted by you ... and me. <

We have thus far failed to communicate
simple logic, i.e., that a non-medical measuring
scientist cannot he substituted for an M.D., no
matter how criticnl tho M.D. military manpower
shortage may I>.

If it takes a “Doctor Draft,” so be it. The
current policy of both the Military establish-
ment and the Veteran’s Administration in allow-
ing optometrists to experiment with their own
invention called “primary care” makes a tra-
vesty of Abraham Lincoln’s determination “to
care for him who shall have home the battle,
and for his widow, and his orphan.”

Judge Fitzgerald handed down his land-
mark decision on October 24, 1978. During the
same week, the Chairman of the U.S. House of
Representatives Committee on Armed Services,
Congressman Melvin Price of Illinois, was re-
sponding to concerned M.D.s across the land,
as follows: “Wc are also told that all military
optometrists arc bound by principles of accept-
able and safe medical practice.”

Respectfully, Congressman Price, in the
light of Judge Fitzgerald’ opinion, nnd the dis-
aster which has befallen Timothy, who is tell-
ing you such nonsense?

Again respectfully, Mr. Chairman, would
yoti really expect Robert K. Steele, ns tho
;J’\/Iﬁijtu alhf%ﬂnd next Mﬁ&&lo ii{i oth I
of your informants?

Judge Fitzgerald has placed the respon-
sibility on the Amcricdh people, who look to you
for leadership in this matter. Wo acknowledge
that medicine lum failed in the past to get the
message to your military affairs committee, but
perhaps the sad fate of Timothy Steele will at
least serve the purpose of opening the eyes of
your committee members to tho grave danger
which exists.

At this writing, a dollar value lias not been
placed on the loss of Timothy's right eye, hut
that monetary assessment, plus inevitable sub-
sequent judgments resulting from the present
policy of nllowing optometrists to render medical
services for which they are untrained, would
serve to fund proper ophthalmologic care in the
military’, and provide some safeguards for the
Timothys of tomorrow. JHA
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Author Provides

Basic Information

O n Crossed Eyes

JOHN EDEN, M.D
“The Eye Book™

A medical examination would have revealed
the cause of Timothy’s crossed eyes. No ophthal-
mologist woidd have depended on eyeglasses alone
without further *““medical detective work™ in a case
which presented crossed eyes starting at four years
of age.

In The Eye Book (Viking Penguin, Inc.) author
John Eden, M.D. has provided basic information
on crossed eyes as follows:

Strabismus, or crossed eyes, is the second of
the common childhood onset eye problems. Like
amblyopia, it car eriously impair the visual learn-
ing process if ui.corrected before age six. Stra-
bismus describes two eyes that are not perfectly
parallel when viewing an object. This docs not
mean that the eyes have to be straight ahead; they
simply must be parallel to each other whichever
way they are turned. But like lazy eye, "crossed
eyes” is a misnomer. Although it is possible in one
type of strabismus for the lines of sight (visual
axes) to cross, they are not always crossed and
certainly at no time do the eyes themselves cross.
Some other common names for strabismus are “a
cast to the eye"” and “wall eyes,"” but these terms
are even loss correct than "crossed eyes.”

Although strabismus is often very obvious, it
is frequently impossible to spot with the naked eye.
All the same, it is no more possible to be a little
hit cross-eyed than it is to be a little bit pregnant.
Any degree of strabismus will have the same visual

effect: whether it is si,sll» W ¢ «"“t®], deviation,
the damage done to vision is tho same. A par-

ticularly unfortunate bit of misinformation that
contributes to the number of children who are
seriously and permanently handicapped by stra-
bismus iB tho notion that they will grow out of a
tendency to cross their eyes. Although it is true
that a certain amount of random divergence or
convergence is common in infants, children past
the age of one or one and a half should he able to
hold both eyes in ulignmcnt. Crossed eyes after
that age iH not normal and cannot he left to im-
prove on their own.

By the snmc token, you cannot give yourself
strabismus. The often-heard warning that rolling
your eyes or crossing them in play might make you
permanently cross-eyed is completely fanciful. Your
external oye muscles are meant to be used, and they
are designed to move your eyes in all directions,
as woll as to hold them parallel to ono another.
You cannot misuse or overuse these muscles.

Like amblyopia, strabismus is damaging be-
cause the brain is constantly given an unacceptable
visual message and that interferes with the de-
velopment of visual skills. Use of the two eyes
together is impossible since they are viewing dif-
ferent things. Never having had the chance to
receive two similar messages, the brain is unable
to learn to assemble a three-dimensional image.
W ithout this learned skill, the individual will never
have normal depth perception. And, of course, the
deviant eye can become amblyopic.

There are several possible causes of strabis-
mus, some better understood than others. And in
some instances we cannot identify the cause at all.
The most obvious one — that the eye muscles
themselves are too weak to hold the eye in align-
ment — happens to be relatively uncommon. There
is no question that there is a hereditary influence;
children whose families have a history of strabis-
mus will have a greater tendency to develop it.
Another possible cause is a malfunction of the
nerve connection to the external eye muscles. A

Continued on page 6
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LONJ BUT IMPORTANT
Judge thzdgerald’s opinion N Iength%/,
but, you Will find” it interesting readlng. tate
legislators will find it incontrovertible evi-
dence that optometrists, who have no med-
ical, education, should not be allowed to ex-
periment with eye drops and attempt to
diagnose disease. U.S, SENATE AND HOUSE
Military Affairs Committee members will find
it MUST READING in terms of evaluating the

use of optometrists in the military to provide
"PRIMARY EYE CARE."

IN THE UNITED STATES DISTRICT COURT
FOR THE DISTRICT OF ALASKA

ROBERT K. STEELE,

as the Natural father and
next friend of TIMOTHY R.
STEELE, and ROBERT K.

STEELE, individually,
Plaintiffs,
) NO. F 75-27 Civil
V.
UNITED STATES OF
AMERICA, OPINION

Defendant.

Timothy Steele is on eight year old boy whose
fnther is a soldier in the United States Army.
Timothy received medical care ns a medical de-
pendent at the Eye Clinic, Bassett Army Hospital,
Fort Wainwright, Alaskn, in 1973 nnd 1974. This
litigation stems from a cln*m brought on Timothy’s
behulf by his father against tho United States
for loss of Timothy’s right eye. The Federal Tort
Claims Actl furnishes the required jurisdiction.

In October and November of 1973, Timothy’s
mother noticed Timothy’s eyes crossing. On Decem-
ber 19, 1973, she took Timothy to the Eye Clinic,
Bassett Army Hospital. There Timothy snw Dr.
John Shank, an optometrist in chnrge of tho clinic.

Dr. Shnnk made an extended exnminntion nnd
diagnosed TimotVs eye condition ns an accomo-
dative esotropin correctable by eyeglasses. Follow-
ing his examination of Timothy, Dr. Shank wrote
Mrs. Steele n prescription for eyeglasses nnd made
nn appointment for her to return Timothy to the
clinic January 29. 1974, for a checkup.

During the January visit to (lie clinic Tim-
othy’s mother reported to Dr. Shank thnt she
thought the eyeglasses were helping since Tim-
othy’s right eye was not crossing as frequently.
However, Dr. Shank's clinical record noted “no
good refk in Timothy’s light eye. The optom-
etrist wrote a different prescription for eyeglasses
nnd instructed Mrs. Steele to make a follow-up
appointment for Timothy four months after Tim-
othy would begin wearing the new eyeglasses.

By early May, Mrs. Steele noticed that Timothy
frequently removed his eyeglasses. When ques-
tioned, Timothy told her that sometimes he wasn’t
able to see well. An appointment at the eye clinic
was scheduled for Timothy on June 10. When
Dr. Shank examined Timothy on that date he found
vision in Timothy’ right eye limited to light per-
ception. At this point Dr. Shank mnde nn appoint-
ment for Timothy with ophthalmologist Dr. Bruce
Wolf, close by in Fairbnnks.

When Dr. Wolf examined Timothy on June 17th
he found Timothy’s visual acuity in the right eye
limited to hand motion although capable of per-
ceiving light. Essentially, Timothy’s right eye waR
blind. The doctor diagnosed leucocorin, right eye,
with right esotropia. In his medical opinion the

THE PEN,

inflammatory cause was a vitreous hemorrhage
with possible involvement of toxocara canis or
retinoblastoma, Since either disease was extremely
serious. Dr. Wolf ordered a complete workup by a
pediatrician hoping to rule out one or both. The
pediatric workup proved negative nnd Dr. Wolf
then arranged for ophthalmologist Dr. William
Kinn, us consultant. Dr. Kinn, a highly qualified
ophthalmologist, before opt.iing a practice in oph-
thalmology at Fairbanks, spent ten yea.s as a mili-
tary medical officer. His last three years of mili-
tary service were spent at Fort Wainwright where
he was chief of ophthalmology and supervised the
optometrists assigned to Bassett Army Hospital.

On examination of Timothy July 9th, Dr. Wolf
and Dr. Kinn observed a retinal detachment of the
right eye with a subretinal tumor. “Tumor” in
this context, was defined as a mass rather than a
malignancy. Their diagnosis was possible retino-
blastoma. but toxocara canis was also to be con-
sidered. The doctors concluded specific tests were
necessary so that the precise identity of the disease
might be known.

Arrangements were made to airevac Timothy
from Fairbanks to Letterman Army Medical Center
at the Presidio in San Francisco. At Letterman,
Timothy wns examined July 12 by a team of med-
ical doctors, including Dr. Michael Hogan who was
internationally recognized in the field of ophthal-
mologic pathology.

(Life-threatening Malignancy)

On examination, the medical team observed
retinal detachment involving a grayish yellow
tumor. The doctors diagnosed the cnuse of the
tumor ns possibly retinoblastoma or toxocara canis.
Eye condition at that point in time mnde it im-
possible to differentiate between either disease.
Because of the danger of retinoblastomn, a parti-
cularly fast-spreading and life-threatening mnlig-
nancy, the doctors recommended to Timothy’s par-
ents that his right eye be removed. Timothy’s
parents immediately consented to the operation
nnd Major Bradley C. Black, a resident assigned
to the ophthalmology unit at Letterman, performed
th  surgery.

After the eye wns enucleated it was sent to the
ophthalmologic pathology laboratory at the Uni-
versity of California, Berkeley, California, for ex-
amination. The laboratory report revenled total
retinal detnchment of the eye with giant reaction
and massive disorganization of the retina. The
pathological examination ruled out a retinoblas-
toma but concluded the cause of the disease to be
grnnulomatous retinitis,z etiology unknown. Un-
like as in most eye removals, an implant was not
inserted into the socket of Timothy's rigi m eye
immediately following surgery as there was a sub-
stantial possibility that the pathology report might
confirm retinoblastoma. The malignancy would
necessarily require radiation treatment and a fol-
low-up examination not possible with nn implant.
When the pathological report ruled out retino-
blastoma Timothy was returned to surgery and an
implant was placed in the socket.

Dr. Black continued to treat Timothy following
the second operation until Timothy returned to
Fairbanks. After Timothy returned to Fairbanks
he was treated by Dr. Wolf who noted that Tim-
othy’s recovery was excellent with the exception
of periodic socket inflammation.

Timothy returned in September to Letterman
where a prosthesis was inserted into the eye socket
with good cosmetic result. Probably the prosthesis
will never appear similar to a natural eye since
it could not be inserted immediately following the
operation.

('Failed to provide adequate care”)

It is claimed in this litigation that the optom-
etrist, Dr. Shank, failed to provide adequate care
required of an optometrist when he treated Tim-

Continued on page 4

eral Judoe Fitzoerald's Decision

TIMOTHY STEELE
... during infancy

Steeles Warn

Other

In an exclusive telephone interview with
Timothy's parents who now live in Hawaii,
where Army Sergeant Robert Steele is sta-
tioned at Sch ,lield Earracks, PEN learned more
of an unfolding tragedy.

Saying the subject was "extremely pain-
ful” to them, Sgt. and Mrs. Steele agreed to
discuss tho case because they wanted to warn
other parents against relying on optometrists
for "primary care.”

Sergeant Steele told PEN that, confronted
with a life-threatening alternate possibility, the
family welcomed the diagnosis oi toxocara
canis, but he added, *We wore pretty woll
under for about a week after they took out
our boy's e-e." The tragedy, '"teele said,
caused Timotny's mother great emotional stress
that required medical treatment.

Confirming tho words of attorney Nelson
Parrish, Steele advised PEN that up until the
tirne ol this incident. Timothy had been a
bright, well-adjusted youngster who could look
forward to a promising future. Today, at nine
years of age, Steele said Timothy is working
hard to overcome his handicap and engage in
normal activities, but despite his determina-
tion, he is encountering difficulties.

Timothy is ashamed oi his condition, Steele
said, and still suffers physically and psychologi-
cally. Mrs. Steele told PEN, "Timothy gets
very upset if he finds out that other kids know
he has an artificial eye — kids can be unkind."

While alter five years, monetary damages
have yet to be assessed, Mrs. Steele told PEN,
"But nothing can replace Tim's eye." «

Parents

From: Transactions of the American Oph-
thalmolugical Society — Vol. 67, 1969.

"It *r well to consider that any child with
strabismus (crossed eyes), and especially any
child with strabismus and a poorly fixating
eye, has retinoblastoma until proven other- -«
wise."

Robert N. Ellsworth, M.D.
Director Eye Tumor Clinic of
Edward S. Harkness Eye Institute
Columbia Presbyterian Hospital
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othy in December of 1973 and January of 1974.

OPTOMETRIC RESPONSIBILITY

Dr. Shank graduated with a degree in optom-
etry from Pacific University at Forest Grove,
Oregon, in 1971. He was commissioned in the
United States Army as a Captain in the medical
services and during the summer of 1973 was as-
signed to Fort Wainwright, Alaska. In November of
1974 he left the Army and now is in the practice
of optometry at Kodiak, Alaska.

When Dr. Shank made his first examination of
Timothy’s eyes on December 17, 1973, he recorded
a brief history:

Past six. weeks mother thinks patient is cross-
eyed. Father amblyopic. Age 4- Negative medical
history. Rubs eyes after playing up close. Notices
no real problem with depth. No allergies.

In addition he also tested Timothy’s unaided
vision using a standard AO chart (pictures) for
children. The best possible visual acuity when
measured with an AO chart is 20/30. Dr. Sh..nk
recorded Timothy’s visunl acuity 20/30 OD and OS
(both eyes). After dilating Timothy’s eyes he made
an internal examination and noted:

Preliminary scoping shows opacity in right eye.
Dilated with 10 percent Nco at 1430. Vitreous lesion
in right eye caused from hemorrhage.

Upon completing the examination, Dr. Shank
concluded that Timothy’s eye problem was caused
by an accomodative esotropiad correctable by a
prescription for eyeglasses. He did not think it
necessary to refer Timothy to an ophthalmologist.

Dr. Willard Bleything, Dean of the College of
Optometry, Pacific University, Forest Grove, Ore-
gon, who was called as a government witness at
trial, ngrees with Dr. Shnnk. According to Dr.
Bleything, the findings of Dr. Shank’s December
examination arc entirely consistent with an ac-
comodative esotropia, hence, there was no need
to send Timothy to a medical doctor.

In his testimony Dr. Bleything touched on the
scope of training provided in a school of optom-
etry. A significant part of optometric training is
given over to recognition of diseases in the eye.
In this case no one questions the principle requir-
ing optometrists to refer their patients to medical
doctors once disense is detected in the eye.

(Vitreous Hemorrhage)

In Timothy's case, however, Dr. Bleything
would distinguish between an active vitreous
hemorrhage and an inactive vitreous hemorrhage.
He classifies an inactive vitreous hemorrhage ns a
scar and suggests referral to a medical doctor is
indicated only in the event that an active vitreous
hemorrhage were detected. It is implicit by this
reasoning that to Dr. Bleything a scar is not an
indication of existing disease. Scar tissue, accord-
ing to Dr. Bleything’s opinion, when old or inactive,
is typically black. This is consistent with Dr.
Shank’s testimoi y that the vitreous hemorrhage
detected in his December examination was old be-
cause it appeared black or dark.

Actually a black or dark color in a vitreous
hemorrhage has nothing at all to do with its age,
but rather is a result of its magnitude or extent.
The black or dark color indicates a lack of re-
flected light from the retina behind the hem-
orrhage. Blood in a vitreous hemorrhage is not
black; it is only the shadow that appears black.
Indeed, as Dr. Black states in his deposition, an
old vitreous hemorrhage would appear as white
strands in the vitreous and settle to the lower part
of the vitreous. And Dr. Kinn testified that he
had personally observed hemorrhages in the vitre-
ous more than a year old which were red in color.
He explained that a hemorrhage would appear to
be black because it was sufficiently thick with
blood to absorb all the light reflecting off the re-
tina during an examination, not because of an in-
nate darkness of color.

The interrelationship between optometric and
medical responsibility is discussed in considerable
depth in the scientific text referred to at trial,
"The Optometric Profession,” by Hirsch & Wick.
The text notes that responsibility for recognizing
eye disease has not always been a part of optom-

frre fe'h ... —

etry, nor indeed is it now a part of optometric ser-
vices in parts of the world outside of the United
States and English speaking countries. In some
European countries an optometrist is expressly for-
bidden to examine the eye to determine whether it
is healthy or not.4

Some of the diseases which may be discovered
by examination of the eye are brain tumors, dia-
betes, kidney disorders, hypertension, as well as
some diseases caused by microorganisms such as
tuberculosis. Optometrists study about these and
other diseases in order ,;0 recognize eye manifesta-
tions of diseases. An optometrist'should not at-
tempt to complete a definitive diagnosis but recog-
nize this responsibility is part of the practice of
medicine. This principle is clearly stated in “The
Optometric Profession.”

JUDGE JAMES M. FITZGERALD
US. District Judge - Alaska

"The difference between optometric and medical
responsibility to the patient may be clarified by
example. If an optometrist observes a hemorrhage
in the fundus, he recognizes that it may be due
to any of the diseases already enumerated. It
also may have resulted from a vascular accident
or from undue cnpillary fragility. The important
consideration for the optometrist,. however, is
that he sec and identify the hemorrhage. It is
his responsibility to refer the patient to the ap-
propriate medical practitioner for diagnosis and
treatment of the disorder. The optometrist’s un-
derstanding about disease is sufficient to recog-
nize the various diseases that can cause hem-
orrhage. He does not attempt to differentiate
between them. Medical technology has advanced
so grently in the past few decades that there
are now many laboratory tests the physician
can use in making the correct diagnosis. Disease
is diagnosed by many procedures. The appear-
ance of the eyeground is only one of them.”
The Optometric Profession.

I am not persuaded with Dr. Bleything’s
reasoning that referral to a medical doctor ought
to depend on whether the optometrist has diag-
nosed a vitreous hemorrhage as active or inactive.
The authors, Hirsch & Wick, suggest in their text
that the important consideration is that the optom-
etrist be able to see and identify the hemorrhage.
It then becomes his responsibility to refer the pa-
tient to a medical doctor for diagnosis and treat-
ment. Since Dr. Shank detected the vitreous hem-
orrhage of the right eye during his December
examination, it was his immediate -esponsibility
to promptly refer Timothy to a medical doctor. In
point of fact, ophthnlmological services were then
readily available to military personnel at Fort
Wainwright and to their dependents under a fed-

v, December 15.1978 -January i, 1979

eral contract with Dr. Wolf.

Dr. Shank was™aware of symptoms other than
vitreous hemorrhage which are of significance
to an optometrist. Esotropia in a child of four,
Timothy’s age in 1973, is a serious matter. Dr.
Black states that esotropia in a four year old child
is very rare. Most cases of congenital esotropia
caused by muscle imbalance develop before age
two. This condition is correctable by an operation
on the muscles of the eye. Accomodative esotropia,
such as diagnosed by Dr. Shank in December, 1973,
develops in most cases at age two to two and a
half, although it occasionally develops as late as
age four or five. This condition is correctable by
eyeglasses and the esotropia usually corrects itself
after eyeglasses are worn. But esotropia may also
indicate some type of retinal or vitreous pathology
in the visual axis. This will often involve a disease
in the macula, the central part of the retina. This
condition reduces visual acuity in the eye and as a
result the eye turns inward. In Dr.. Black's opinion
the most important thing to rule out when r. child
does present an esotropia is retinal or vitreous
pathology. But even more, when a vitreous hem-
orrhage is observed in a child, it is Very important
that retinoblastoma be immediately considered until
that disease can be completely ruled out.

Dr. Wolf, who treated Timothy at Fairbanks
before and after his hospitalization at Letterman,
agrees with Dr. Black that Dr. Shank should have
referred Timothy to an ophthalmologist in Decem-
ber Dr. Wolf believes that referral to a medical
doctor ought to have been made immediately when
Dr. Shank learner of the esotropia from Timothy’s
mother. Dr. Kinn, who consulted with Dr. Wolf,
also agrees that referral was indicated in Decem-
ber. Indeed, Dr. Zimmerman, nn eminent ophthalmic
pathologist, who testified for the government at
trial, concurs thut further investigation should
have been undertaken at the time the lesion was
observed in Timothy’s right eye.

(Credible Opinion Cited)

I am persuaded from credible, convincing med-
ical opinion, as well as the scientific publication
referred to, that Dr. Shank failed to meet the stan-
dards required of his profession when he ex-
amined Timothy in December of 1973. He knew that
Timothy presented nn esotropia nnd in the course
of his examination he observed a vitreous hem-
orrhage in the right eye. An optometrist’s respon-
sibility is to observe during bin eye examinations
any manifestation of disease visible in the eye.
Ufa.. detecting disease in the eye, it is then his
obligation nnd duty to the pationt to make known
what the optometrist has observed. In such cases
he may not undertake to diagnose the disease, but
should inform his patient that the matter is be-
yond his competence and advise the patient to seek
a qualified medical doctor. Certainly in January
when Dr. Shank detected the poor reflex in Tim-
othy’s right eye, he should have sent Timothy to
a medical doctor. Instead, he delayed making a
referral to nn ophthalmologist until after his Inst
examination in June, 1974. By that time Timothy
was essentially blind in his right eye, and by then
the retina had pulled away from the rear of Tim-
othy’s right eye. As it was to turn out, nothing
ehereafter could be done to save the vision or to
save the eye. Time had run out.

Several questions arise at this juncture. Was
the <isease which ultimately caused the eye to be
removed present when Dr. Shank made his exam-
ination in December, 1973? What was the nature
of the malady and could it have been diagnosed?
Could the disease have been treated had it been
timely discovered?

There is general agreement in the testimony
of the physicians that the disease which brought
about the removal of Timothy’s right eye was pres-
ent when Dr. Shank made his initial examination.

When Dr. Wolf examined Timothy in June,
1974, he diagnosed a vitreous hemorrhage with the
possibility of either retinoblastoma or toxocara
canis. The team of medical doctors who examined
Timothy at Letterman Hospital in July considered
four possibilities. The first was persistent hyper-

Continued on page 5
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after birth. With such a condition as persistent
hyperplastic primary vitreous, the eye is usually a
bit smaller. The front part of the oye is ordinarily
not normal so there are distinguishing factors for
that disease. The medical doctors at Letterman
were able to rule out this possibility. They were
also able to rule out a vitreous hemorrhage as a
cause since the vitreous of the eye was fairly clear
when the doctors made their examination. The two
remaining considerations related to some type of
inflammatory response, most probably either toxo-
cara canis or retinoblastoma.

(A Dangerous Malignancy)

Retinoblastoma is an extremely dangerous
malignancy sometimes found in the eyes of young
children. When diagnosed, retinoblastoma requires
removal of the diseased eye to prevent the malig-
nancy from escaping outside the eye, possibly
through the optic nerve into the brain.

Retinoblastoma was ruled out in the University
of California pathological report following exam-
ination of the eye after the operation. A negative
finding of retinoblastoma eliminated any need for
radiation treatment. In Dr. Black’s medical opinion
the cause of the inflammation of Timothy’s eye
was probably toxocara canis. Dr. Black observed
that although the larva was never found in the
few sectionings of the eye, it is known that the
larva may disintegrate or completely disappear
in the eye.

Toxocara canis is a parasitic round worm fre-
quently found in dogs. The eggs of the parasite
may be ingested by children playing in dirt and
the eggs hatch in the intestines of the child into
a larva. The larva bores through tho intestinal
wall nnd enters the blood stream and is dissem-
inated to different parts of the body. In every in-
stance, with possible rare exception, the parasite
is not able to complete its life cycle in a human
host nnd the larva dies without developing into
an adult worm. The most common locations where
it has been found nre in the liver or the lun; s.
Inflammation of tho eye by toxocara is fairly rare.
But when it does appear it tends to result, in a
massive inflammation which usually involves the
retina and sometimes may intrude into other struc-
tures inside the eye. Tho presence of toxocara in
the body often leads to visceral larva migrans
syndrome. The child can have a fever and may
have some type of lung disorder, his liver may
be enlarged and tender and there mny be some
abnonnalics in certain blood tests. However, an
ocular toxocara inflammation frequently occurs
without a visceral larva migrans syndrome oc-
curring and some studies.suggest that in only
three or four percent of ocular toxocara inflam-
mation is the syndrome present. With ocular toxo-
cara. so long ns the larva remains alive, there is
usually not much effect on the eye. There may be
n local inflammation in the retina or a small whit-
ish elevated lesion in the retina at the site of the
larva or where it penetrated the retina, but the
stage at which the parasite usually becomes very
damaging is when the larva dies and decomposes.
This leads to an extensive lesion in the eye even-
tually resulting in a massive scar. If the larva is
able to work itself into the vitreous cavity of the

eye, it brings about an even more severe inflam-
matory process.

(Or. Krupp 3 Testimony)

Dr. Iris Krupp of Tulane University in New
Orleans, Louisiana, is a widely renowned expert in
the field of parasitology. She began her work on
toxocara as a graduate student in 1954. Since then,
she, in association with several ophthalmologists,
has done extensive work in the detection and treat-
ment of toxocara. She developed a reliable serologic
test for the detection of toxocara which was an-
nounced in an articled published in the “American
Journal of Tropical Medicine" in May, 1974.e After
examining the medical records, including the path-
ology report, in Dr. Krupp’s opinion the probability
was 90 percent that the disease in Timothy’s right
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eye was toxpcarapa”® 0iOgist Dr. Lorenz Zimmer-

. principal government witness at trial.
He agreed that the University of California path-
ological report required that retinoblastoma be
ruled out as a cause. However, he noted Dr. Hele-
nor Foerster, a widely known ophthalmic path-
ologist, also performed a pathological examination
on Timothy’s eye- Dr. Foerster has published a
number of important scientific papers, one of
which presented the initial description of toxo-
cara infection of the eye. Dr. Foerster prepared a
pathological report in connection with a paper
which she presented to the Western Ophthalmic
Club. In her report, Dr. Foerster observed many
pigment-laden macrophages and giant cells in the
retina. Dr. Zimmerman believed this was significant
since it implied substantial bleeding into the eye,
or alternatively, that a foreign body containing
iron might have been introduced into the eye. He
postulated that bleeding may have been brought
about by several causes, including persistent hyper-
plastic primary vitreous. In addition, Dr. Zimmer-
man suggested nnother possibility of the cause of
the inflammation might be a low grade bacterial
infection. He did not, however, conclusively rule
out toxocara as a possible cause but noted that the
larva was not found in either pathological exam-
ination. Also, in Dr. Zimmerman’s opinion the iron
pigment described by Dr. Foerster in her path-
ological report would not be characteristic of toxo-
cara infection. For these reasons he discounted
toxocara as the cause.

Dr. Zimmerman concluded that in this instance
it is unlikely that the cause of Timothy’s eye in-
flammation can ever be reliably known, hence the
doctor’s final diagnosis was chronic sclerosing
endophthalmitis, cause undetermined.

It is true that the larva wns not found dur-
ing pathological examination. But as Dr. Black
explained, the Inrva may decompose nnd disin-
tegrate. The University of California pathological
report following examination of the eye wns pre-
pared by Dr. Joseph Eliason, an ophthalmologist.
In his deposition testimony, Dr. Eliason stated the
pathological diagnosis was granulomatous retinitis,
etiology unknown. As stated above, this is a gen-
eral inflammation involving the retinn. Toxocara
canis characteristically causes this type of inflam-
mation although other causes are possible.

In the course of the pathological examination,
a technician prepared 30 to 40 sections from the
eye. A section is less than a tenth of a millimeter
nnd unless the entire eye is sectioned it is possible
to miss the Inrva. In Dr. Krnpp’s opinion, insuf-
ficient sections of the eye were examined to ex-
clude the possibility that the larva was in the eye.
Other possibilities suggested by Dr. Zimmerman
that bleeding into the vitreous was caused by per-
sistent hyperplastic primary vitreous were ruled
out during the medical examination in July at
Letterman, nor is there anything to suggest the
possibility of a foreign metallic object ns the cnuse
of the i:,f animation.

I find on the basis of the testimony of the
treating physicians, including Dr. Wolf, Dr. Kinn
and Dr. Black, that toxocara canis was the probable
cause of the inflammation in Timothy’s right eye.
The opinions of tlie treating doctors are substanti-
ally similar to tho opinion of Dr. Krupp whose
qualifications in this field are outstanding. | find
in all probability the larva entered the eye through
the retina prior to the time Dr, Shank made his
examination in December of 1973. I'robnbly the
vitreous hemorrhage observed by Dr. Shank was
caused by underlying lesion in the retina of the eye.

(Ophthalmic Procedure)

While it ennnot be known with absolute cer-
tainty what an ophthalmologist would have done
or been able to do if Timothy had been seen in
December, 1973, Dr. Kinn testified that the oph-
thalmologist would have been immediately con-
cerned with making n diagnosis. At that time the
physician might have had some indication of a
retinal lesion which would cause him to suspect
either a granulomatous reaction or a retinoblas-

Conlinued on page 6
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IRIS KRUPP, M.D.
Tulane University Professor

M.D. Expert Witness

Comments . ..

InsKrupp, M.D., of New Orleans, an author—
ity on parasitology who testified as an expert
witness in the Steele case, lias issued a warn—
ing to PEN readers to seek an early medical
eye examination if symptoms similar to Tim—
othy"s are noticed. Delay, as in Timothy"s case,
can result in blindness.

Ina letter o the editor of PEN, Dr. Krupp,
a Tulane University professor, indicates that
early treatment with steroids and thiabenda—
2ole (an atti-parasitic drug) and/or tho laser
could save the eye ot a patient with visceral
lanal migrans, the disease caused by toxocara
canis, which afflicted Timothy Steele.

Dr. Krupp also said thet man is not a
natural host far the roundworm of the dog
(toxocara cnis), but may affect children who
havr eaten dirt or food contaminated by fecal
material ot a dog containing the eggs ol the
parasite.

Once ingested, the eggs hatch and the
larvee pass from the intestines into the blood
stream and may settde in any organ of the
child"s body. Symptoms may include coughing
and wheezing, excessive weariness, loss of
gopetite, seizures and changes in the aoility
0 =

Diagnosis can be made by. studies of the
blood and examination ot the sites at which
the larvae may be deposited.

Firelly, Dr. Krupp emphasized that "It isex—
trenely inportant that persons with ocular
lesions be seen early by a physician experi—
enced In the diagnosis and treatment of this
infection, as delay may result in blindhess.” #

A medical educator comments:

"In every patient with a misdirected eye
and/or an abnormality in the eye, the possi-
bility oi a malignant tumor must be excluded."

Moss L. Antony, M.D.
Department of Ophthalmology
School of Medicine

Tulane University
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toma, The ophthalmologist would have been able to
examine the microscopic details with specific in-
struments and, if inflammatory cells were observed,
the doctor could have concluded that an inflam-
matory reaction was present. In such circum-
stances a diagnosis of toxocara w/.uld be likely.
Dr. Kinn explained that since the eye was function-
ing in December it would not have been prudent
to remove the eye even if retinoblastoma was su-
spected. Rather, Dr. Kinn would recommend a
therapeutic trial of steroids be undertaken and if
the response would be favorable, then the eye not
be removed. But if the mass continued to grow
despite the treatment and if retinoblastoma could
not be ruled out, it would be necessary to enu-
cleate the eye.

Although in Dr. Zimirie man’s opinion there is
no recognized treatment for toxocara canis, in fact
according to Dr. Krupp, the use of steroids in
treating toxocara appeared in the medical literature
as long ago as 1961.7. And since vhat time, Dr.
Krupp maintains there have been numerous reports
in the literature on the use of steroids. In her own
right, Dr. Krupp has participated in treating ap-
proximately 20 cases involving ophthalmic toxo-
cara. Her treatment for toxocara includes thioben-
dazole nnd steroids, gcnernlly used in combination.
Thiabcndozle is nn nntihclmintic medicine which
kills the larva. The steroid is an anti-inflammatory
agent which reduces the mass of inflammation
gcnernlly associated with toxocnrn. In each of the
cases in which Dr. Krupp participated, treatment
wns able to arrest the loss of vision at the stage
it was when the pntient was first seen. Results of
treatment can usually lie observed within three to
four weeks. In the event a patient does not respond
to treatment, retinoblastoma may bo indicated.

Dr. Black was also nwnre of several cnses
where inflammation of the eye wns trentcd with
steroids, and in isolated cnses steroid trentment
has decreased the Inflammation, resulting in mini-
mal scarring. But in Dr. Black’s opinion, in most
instances toxocara is not seen by tho ophthalmol-
ogist until it has been quite destructive. However,
assuming that visual ncuity in Timothy’s right oye
wns 20/30 in December of 1073 nnd trentment with
steroids was instituted, some vision might have
been salvaged.

In Dr. Wolf's opinion, if Timothy had been
seen by an ophthalmologist in 1973, very possibly
the eye could have been saved. Since a granulo-
mntous inflammation is a cellular reaction to a
foreign object, trentment would be taken to block
the reaction. Steroids arc a recognized form of
treatment for granulomatous inflammation.

I find it probable that an ophthalmologist
examining Timothy’s right eye in December, 1973.
would have diagnosed possible granulomatous re-
action. toxocara canis or retinoblastoma. Although
there was a lesion in the eye that to some extent
impaired Timothy’s vision, his visual acuity in the
eye was 20/30, the best that could be monsured
on Dr. Shank’s oye chart. The ophthalmologist
under such circumstances would almost certainly
institute a course of trentment involving steroids
in order to reduce the inflammation. The trent-
ment would huve prevented further loss of vision
nnd toxocara inflammation would hnve caused mini-
mal scarring. The eye would hnve been snved.

Since the jurisdiction of the court is found
under the Torts Claims Act, Alaska tort law con-
trols. Richards v. US., 39 U.S. | ; ITS, v. English,
521 F.2d 63 (9th Cir. 1975). The concept of liability
arising out of negligence has been recently stated
by the Alaska Supreme Court to be:8

It is elemental that in order for liability to
be imposed in a negligence action, the plaintiff
must establish a duty of due care owed him by
the would-be defendant, a breach of that duty,
and finally, that the injury was proximately
caused by the breach of duty. Generally speak-
ing. the duty of due care or ordinary care is the

duty to act with that amount of care which a
reasonably prudent person would use under the
same or similar circumstances.

Leigh v. Lindquist, 540 P.2d 492, 494 (1975).

Dr. Shrnk’s failure to promptly inform Mr.
and Mrs. Steele of the vitreous hemorrhage in their
child's eye nnd his accompanying failure to refer
Timothy to an ophthalmologist was a breach of the
standard of care owed to Timothy Steele and his
parents. | find Dr. Kinn’s testimony as the duty
owed to be especially persuasive. Not only is he a
board -certified ophthalmologist who continually
deals with optometric referrals, but Dr. Kinn was
previously chief of the eye olinic at Bassett Army
Hospital for three years. During those years, he
was in charge of thp optometrists at the eye clinic
and had overall responsibility for all medical and
optometric care at the clinic. Additional evidence
of the breach of the standard of cpre is found in
the established text “The Optometric Profession.”
That authoritative work explicitly states that an
optometrist is bound not to try to differentiate be-
tween ‘pathologies such as hemorrhages. Instead,
an optometrist must, refer the patient to a medical
practitioner for prompt examination.

(Judge’s Conclusion)

I conclude that competent optometric practice
required that Timothy’s parents be notified and
that the child be referred. The failure to inform
and refer wns not a "judgment call” but a violation
of the governing principles of professional stan-
dards.

Optometrists are trained to recognize symptoms
of many disease:! which may be discovered by eye
examination. They are not permitted under recog-
nized optometric standards to undertake a definite
diagnosis but recognize this ns the responsibility
of a medical doctor.0 Obviously, it is foreseeable
that failure to refer to a qualified medical prac-
titioner, when required to do so, will result in
delay of diagnosis nnd the institution of trentment;
so it proved to be in Timothy’s case. At the time
the referral wns finally made to nn ophthalmol-
ogist, it was too late. Time had run out, and the
only thing thnt could be done was to remove the
eye.

I conclude that the plaintiff is ontitled ti re-
cover in this action from the United States for the
loss of Timothy’s right eye. S

DATED at Anchorage, Alaska, this 20th day
of October, 1978.

an: James M. Fitzgerald
United States District Judge

1 28 T7.SC, LIDWI). rinInllff’p nrisinnl complaint found*- .
Jurindlctinn on tlio” li'mlornl TorlH Claim* Act hut mldtnkenly
cited tho tiootlon m IlIflIKh).

z ftrtInltIN_ In_nn Infliiiniiiui lon which chiefly Involved IIr*
retInn, "lriunilcmmtmiH" In it type of liithiinmiitloti. Thun,
tho pnUiglOKy eouoltiHInti wiin_ tli.it of u Kdicrnl rotInal
InfiInmmiitlon” of unknown origin.

3 Kxtntroplii, inclining pointing Inward.

A The Oplometrle I’rnfcMNIon hy Monroe .1 Illrxrh and Italph
12 Wick. (10118 edition) Chilton Itook Co. at paae 17.

8 HemOglutlnntlon Tout for the Detection of Antlhodlon
Specific Tor Ancarlft nnd Toxocara Antlgcna In I'ntlcnte
with SuxpeOtrd Vinccral lairvu Migran*,

8 Since the article did not appear until May, 1974. the
pliynir.lanN who treated or examined Timothy were piohnhly
not uwnro of Dr. Krupp'ii nerological tent.

7 ny Schneider nl tho Oxnnril Clinic.

B The ntnndnrd of enro required of mrdlcnl doctors,
osteopath*, and dentists Is found at AS 00.BB.540.
Optometrists wore not Included. In 1976 tho statute wns
broadened _to Include all health care providers. .14 Ch. 102
PDA 1976. The amendment wns limited, however, to actions
filed after the effective dale, May 29, 1976. Since Steele v.
U'S'I'Wnbsl filed August 20, 1976, the amendment Is not
applicable.

0 The Optometric Profession, pp 6. 17.
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common, more readily explainable cause is an un-
cprrected high degree of farsightedness. Remember
that young people can correct farsightedness by
using their near-focusing ability. This involuntary
action plays a part in strabismus because when
near-focusing muscles are used the eyes automati-
cally converge to take in the neur object. Notice
that when you shift from looking at a far object

Strabisns.

lo looking at a near one your eyes turn in a bit.
This is a natural and normal reflex, but when a
farsighted child uses the near-foc ising muscles
to view far objects clearly, his or nor eyes may
converge. The reflex is stronger in pome than in
others, so it does not mean that all children with
uncorrected farsightedness will develop strabis-
mus, but it is a possibility.

A disease thnt causes poor vision in one eye
is another possible cause. If one eye sees quite
badly, there is not much visual benefit to be gained
from using it. The brain will not tell the nerves to
tell tho external muscles to hold the eyes parallel,
and the defective eye may simply turn in or out
becnuse there is little renson for it to hold itself
pnrallel to the other eye.

What difference does all this make? Is stra-
bismus more than just a cosmetic problem, a matter
of looking a bit odd because the eyes are crossed?
Indeed it is. Binocular use is not a skill mechani-
cally achieved; it must be learned in that ever-
importnnt period before age six. If strabismus is
uncorrected during that time, the child will nover
bo nlile to learn to use both eyes together. Correc-
tion after age six will improve appearance, but it
cannot provide u second chance to learn binoculnr-
Ity. Likewise, if the strabismus has caused the de-
vinnt eye to becomo amblyopic, correction of the
deviance after age six will not cure the amblyopia.

F.picathus.

Extremely misaligned eyes tan be spotted by a
parent or anyone looking at ti.o child, but stra-
bismus is often not that pronounced. An eye doctor,
however, can readily discover strabismus during
the routine eye examination and can determine how
it should be treated.

A condition cnlled cpicanthus often causes par-
ents of young children to suspect strabismus. At
birth, a wide nose bridge normal to all babies is
combined with an unusual eyelid fold that often
makes it seem thnt one eye is turned in too far
when the baby looks slightly to one side. In fact
a large portion of the sclera is hidden by the
epicanthal fold, but the eye is not turned in more
than normal. This is an anatomical feature that
is not at all related to strabismus, and it does not
interfere with learning to see. The child may look
abnormal, but he or she does not see abnormally.
And in most cases, the epicanthus recedes as *he
child’s nose narrows. ¢
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The accomplishtnents of Alton Ochsner, M.D.,
PEN’s International Advisory Board Chairman, arc
legend v,i the annals of American medicine. Terming
PEN,. “The most potent communications effort 1
have ever observed in medicine,” Dr. Ochsner has
said, “Ophthalmology — medicine’s protectors of
one of God’s greatest gifts — eyesight — finds itself
in the 'trenches, doing grim battle agar\st a potential
epidemic of ineptitude foisted on the American pub-
lic by some legislators who have heard only the
exaggerations and half truths of the optometric side
of a non-argument."

Free-lance author Nancy Yanes Hoffman, in
an article titled "Alton Ochsner: 82 and Still Going
Strong,” which appeared in the AMA Journal on
August 25, 1078, Vol. 2/t0, No. 8, has raptured the
essence t,f this man’s greatness. PEN icishcs to ex-
press is appreciation to Ms. Hoffman and to the
JAMA for permission granted to present this ma-
terial in a scries of articles.

"Alton Ochsner: 82 and Still Going Strong,"” I'art II:

The trend in American medicine, as in Amer-
ican life, toward trying to get by with mere com-
petence while not striving for excellence, worries
Ochsner. “Tho other thing thnt worries me is thnt
physicians rely too heavily on laboratory findings.
I fenr we are developing a group of competent
technicians, treating disease but not treating the
whole patient. | stress to our young people that
they must sit down with n pntient, take a complete
history, do n careful examination, then ovnluate
the findings nnd arrive at a working diagnosis.
After thnt, thoy should order laboratory tests. If
tho laboratory work confirms the clinical diagnosis,
accept it. If it doesn’t, disregard the laboratory
findings nnd keep on looking. Sounds like heresy,
| know, but t’s true."

Ochsner remembers a South American woman
(tho Ochsnor Medical Institutions draw many Lntin
American patients) who had been diagnosed as a
hypochondrinc with severe psychiatric problems.
Although Ochsner protested, “l don't know any-
thing about psychiatry,"” he saw the pntient, be-
came convinced that she had no more psychiatric
difficulties than the rest of us, examined her, and
diagnosed her case as amebiasis. The laboratory
test disagreed — as did tho gastroenterologists.
Ochsner insisted on instituting anti-amebiasis
thorapy. "Three days later she walked into my
office nnd said, 'Doctor, I'm well for the first time
in years.” What convinced me? Such things as ten-
derness over the appendix and the liver nnd listen-
ing carefully to the chronology of her symptoms:
'l wake up in the morning nnd | could whip my
weight in anything. By ten o’clock, | can’t drag
one foot nfter the other." This complete asthenia
ia characteristic of umebiasis. Doctors must listen
to tho patient, discard their hidebound precon-
ceptions, track down every clue, have tho courage
of their convictions even when their peers oppose
them. | can’t emphasize this enough to students,”

As Ochsner looks back at his diverse medical
career, he believes that his most vnluablc contri-
bution to medicine has been his teaching. "1’d like
to be remembored ns a teacher. As Tulnne's pro-
fessor of surgery, I’'ve gotten my greatest satisfac-
tions from teaching more than 3,600 medical stu-
dents and from tenching our resident fellows here
at the Ochsner Foundation Hospital." No student
will ever forget those harrowing sessions in the
"bull pen" with Alton Ochsner. At one iof these
"Why Clinics,” ns Ochsner dubs them, he was
barrnging a student with questions. "Why? Why?
Why?” demanded Ochsner, forcing the student to
analyze and defend every assumption that was not
thought through. In a classic fight-or-flight re-
sponse, the student fainted. When he was revived,
Ochsner interrogated him just as vehemently —
with one additional question: "Why did you faint?"

Who was his best student? "Mike DeBnkey,
Remarkable, brilliant." Ochsner considers DeBakey
"indefatigable.” As for himself: "I don’t know if
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ALTON OCHSNER, M.D.
PCN'S International Advisory Hoard Chairman

I have such prodigious energy. My friends say |

work too hard. That’s ridiculous. | love what | do.
I hnve fun from the time | get up in tho morning
until | go to bed at night. | don’t work hard; |

put in long hours. | think that I'm bnsical'y lazy,
nut 1I'd be misernblc if I didn’t work." Ochsner in-
sists that his fabled vigor comes from not wasting
energy on disappointment or regret foi tho rond
not taken. "Then, too, I've never smoked. Tobncco
is the most malevolent aging fnctor present today.
Everybody gets older, but nobody has to get old.
Chronological age is irrelevant to physicnl and
mental eve Start with a good machine, take care
of it, and 't will last a long time.

How to ago ns well as Ochsner — or, at least,
to try? "Three factors accelcrntc aging: tobacco,
our modern sedentary life (people must exorcise
Btronuoualy daily, until .they’re out of breath, huff-
ing and puffing), and obesity.” Ochsner himself
catH sparingly, usually skips lunch, and never has
permitted his trim body to lose the battle of the
bulge. "If | ate what | wanted," he says, "1’d weigh
300 pounds.”

What wns Ochsner’s most interesting ense? An
impossible question. Separating Siamese twins; the
first successful resection of a saccular aneurysm of
tho aorta; a thyroidectomy on Tomas Gabriel
Duque, then former President of Panama, in 1942,
nt Cordell Hull's request; surgery on tho late jazz
trumpeter Muggsy Spnnier, who thanked him by
writing the song, "Oh, Dr. Ochsner"; or treating
Ben Hogan after an automobile accident. Six weeks
after the accident, rendy to be discharged from an
El Paso Hospitnl, Ilogan had suffered a pulmonary
embolus, had received nnticoagulation therapy,
then had had n mnssive embolus five days Inter.

It was Mardi Grns time. After attending the
Queen’s supper, Ochsner had gotten to bed nt 4
A.M., arisen nt 5 A.M. nnd had worked all day until
ten in the evening. He had finally fallen into bed,
"dog-tired," when tho phone rang. Could he fly to
El Paso? Illogan was cyanotic and comatose. As
soon ns Ochsner saw Hogan he said, "He’s got to
hnve his cava tied — immediately”™ Ochsner remem-
bers: "Hogan was bleeding profusely. His blood
was absolutely incoagulable. His prothrombin time
was 0. At noon, | began giving him protamine sul-
fate and vitamin K and blood transfusions. By
midnight, his pro-time was 30%, but we couldn't
wait any longer becnuse ho was sinking fast. |
operated.”

Ochsner flew home, got in at 8 A.M., went
directly to the foundation hospital, and started
work. Hogan got well and won touraments after
that.

Ochsner postscripts: "People are reluctant to
tie off the venn cava, because it seems like such a
horrible procedure, but it’s not. It can be a life-
saving act.” Why? "Most pntients don’t develop a
fntnl infarction after n nonfatal pulmonary infarct,
no surgeont .nd internists both gamble that every
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patient won’t have a fatal embolus. But every pa-
tient who’s had a pulmonary embolus is a candi-
date for another one. He may be lucky and not have
one, but it’s dicey." Again, Ochsner repeats George
Dock’s dictum: the importance of being careful.
“Many doctors will say wait until a patient has
had two or three emboli, then ligate. In my opinion,
that’s playing Russian roulette. All medicine is
judgment. | can bring anybody in off the street
and teach him how to cut and sew in three months.
It’s knowing when to operate and when not to
operate."

After teaching, Ochsner considers his most
important contribution to medicine hit, work toward
the establishment of a causal link between smok-
ing and lung cancer and, subsequently, between
smoking and its deleterious effects on the vascular
system. "When | was a medical student in 1919,
we admitted a pntient with lung cancer to Karnes.
As usual, the patient died, because the mortality
was almost 100%. Dr. Dock hnd us witness the
autopsy because he said that the condition was
so rare thnt we’d never sec ariother case as long
ns we lived. | didn’t see another case for 17 years
— until 1936. Then there were nine cases in six
months. An epidemic. There had to be a cause.
They were all men, all smoked cigarettes heavily,
all began smoking in tho first world wnr. When
| researched the history of smoking, |I found that
very few cigarettes hnd been consumed prior to
World War |I.

"In 1936, | had the temerity to state — not
suggest —mthnt cignretteH caused this new plague.”
He sighs. "Not that anybody believed me or listened
to me. Even in 1950, when | wns president of the
American Cnnccr Society, | used to havo knock-
down-drng-out fights with E. Cuyler Hammond
[ScD], their cliiof biostntistlcinn. [Dr. Hammond,
vice-president for epidemiology and statistics, now
agrees with Ochsner.] It took the American Heart

Association even longer to take ud the cudgols
against cigarettes, though they arc just as noxious

to the vascular system ns t'.o respiratory system.”

Part 111 of "Alton Ochsner: 82 nnd Still Going
Strong", will appear in the next edition of THE
PEN. .

N.C. REPEAL RESOLUTION

The resolution of the Section on Ophthal-
mology of the North Carolina Medical Society,
was inadvertently omitted in the December |
issue of THE PEN, The complete text follows:
RESOLUTION:

WHEREAS, the medical doctors who nre
members of the North Cnrolina Ophthalmology
Section of the North Corollnn Medical Sdciety
arc increasingly concerned about the jcopnrdy
to the public health inherent in the 1977 law
which allows the irne of drugs with their in-
herent dangers by medically untrnined optom-
etrists; and,

WHEREAS, such drugs arc unnecessary
to the practice of optometry; and,

WHEREAS, AMA medical ethics Principle
10 mandates that physicians provide their ef-
forts, resources nnd expertise to the benefit of
the public welfare,

NOW THEREFORE BE IT RESOLVED,
that the North Cnrolinn Society of Ophthal-
mology in cooperation with the North Caro-
lina Medical Society will have legislation intro-
duced in the North Carolina Legislature for
the purpose of repealing the 1977 optometric
drug use law, nnd will publicly campaign for
repeal, maintaining this action until such time
as the mission is accomplished and the protec-
tion of the people of North Carolina is nssured.
Passed May 5, 1978
Pinehurst, North Cl Jinn

H. Maxwell Moirison, M.D.

President, Section Ophthalmology, NCMS
David B. Sloan, Jr., Secretary

Section Ophthalmology, NCMS



Steele’™ Attorney

Comments On ,Case

0. Nelson Parrish of Fairbanks, Alaska",
attorney for the plaintiffs Robert K. Steele
and Timothy R. Steele, provided PEN with his
reaction to the decision as rendered by Judge
James M. Fitzgerald,

“l think,” Nelson Parrish said,
essence of the court's decision is that optom-
etrist;-, and schools of optometry (compared
to ophthalmology) will not be allowed to set
their own standards as to what they can and
cannot do. The court’s decision recognized that
optometrists are not sufficiently trained to
make the same kinds of decisions that ophthal-

“that the

mologist M.D.s can, and should make, in situa-
tions similar to that presented in Timothy’s
case.”

Continuing, Parrish stated, “The TJ.S. Gov-

ernment was, in fnct, contending throughout
this trial that since we (the plaintiffs) did not
present nn optometrist to say that what the
optometrist treating Timothy did was wrong,
our case ought to be dismissed. The Govern-
ment, in fnct, moved for a 'directed verdict’
(to throw our case out of court) on the grounds
thnt only an optometrist can say what is or
is not wrong about what nnother optometrist
doea.”

When questioned by PEN as to the judge’s
reaction to this line of rensoning, attorney
Parrish replied, “The judge rejected it by say-
ing, in effect that since an optometrist is not
fully trained to recognize dangerous situations,
such as presented in this case, he could not
then say what he did or did not do is right or
wrong. Having arrived at that point, the court
then in effect said it was going to neccpt the
position of all the medical doctors who testi-
fied, including the government’s doctor, that
the boy should have been referred."”

In concluding his comments, Nelson Parrish
told PEN thnt this case had convinced him
that, "optometrists, with no weilicnl education,
are attempting to pull themselves up by their
own bootstraps, into an invulnerable position
of unnccountability.” #

Moll to: Jomc9 H. Allen. M.D., 9104 Quince St.
New Orleans, LA 70118
MEMBER

P £ A /APPLICATION
TR ey T
DO - CAN DO - WILL DO

Alton Ochsner. M.D.
| Infend to ho

and suppor thanffi\ﬁhqw %[DJE%E .l endorse

row in urc S | am assuring that PE
|||pcon e 3’ b et rts Invado Slagmme a

ns |c oalt [am s% IZI[\%
a| n o truth the circu |on
|ons ever expand-
audence am ass rm tea P e'(ﬁ)re %ce
who

enas mass commupications, 1egs
exgde&ﬁg lrr]ef:a]t L?SGtHIS ﬁssue tg ﬂ support
EE(L% EF&%@ ﬁN%HIEEAI\m 5250

ubject to reduction a grows)
Date- -19-

Name

Addréss ,

Cty  —mmmmmmemee- State Zip__

Telephone: (Area) Number

Ophthalmologist? Other spcclalty.
Protesslon, other than M.D.?
Check enclosed ($250)
O Resident Dues $25.00

O Affiliate (spouses, oltice staft) $25.00
O Military M.D.s $150.00

Please hill me

THFPEN...-

W TH E P E N FO R

..g—\/

DECEMBER 15,1978 JANUARY 11979

Public Servic* by Alabama

! y M.D.t Draws National Praise

.4s reported in the December 1 issue of THE PEN, the
Medical Advisory Board to the University oj Alabama has
passed a resolution which declares that University Optometry
School graduates are not trained to attempt to practice medicine.
This action, to protect the public, is being saluted by M.D.s

throughout the nation.
Dear Dr. Hale:

I want to thank you for the public service
rendered by the Medical Advisory Board to the
University of Alabama for publicly defining the
limited role of optometrists. Their efforts over the
past several years have been to mislead the public
into the scope of services that they provide. It is
important to make every effort to protect the medi-
cal well-being of the public.

Please be assured of my best wishes.

Robert A. Wiznia, M.D.
New Haven, Connecticut
Dear Dr.
Let me express my appreciation to you nnd the
other physician members of the Medicnl Advisory
Board of the University of Alabama. Your courage
in opposing the attempts by non-practitioners
(optometrists) to get irito the practice of medicine
is commendable. Defining the role of optometry is
a public service nnd the actions taken by the Med-
ical Advisory Board will be of great help in our
fight to protect the high quality of medical care
in this country. Jgc  Woody> M D

Charlotte, North Carolina
Henderson:

Moore:

Dear Dr.

I found it most gratifying to see that wisdom
has prevailed in the resolution to define the limited
role of optometry in medicine through your efforts
nnd convictions. The vnlunblc limited services of
optometrists has been recognized by medicine and
by ophthalmology altye. False claims and false
advertising, as well ns impersonating physicians
by optometrists is totally alien to the medical arts.
Your clear perception of the problem, and your
action deserves many thank-yous from all physi-

cians, patients, and tnc public at large.
Georges Bircnbaum, M.D.
Lexington, Kentucky
Dear Dr. Pittman:

I congratulate you, as a member of the Uni-
versity of Alabama Medical Advisory Board, for
speaking out forthrightly regarding optometric edu-
cation at your University. The public and legis-
lators around the country need to know that op-
tometrists are not trained to assume a medical
role. Your resolution is a godsend.

The American people owes you a debt of

gratitude.
Charles B. Bobo, M.D.
Greenwood, South Carolina
Dear Dr. Henderson:

As a practicing ophthalmologist and a citizen
I wish to congratulate you for the role you have
played nnd the service you hnve rendered to the
public in defining the limited role of optometry.
We all know at times it takes courage to stand up
on your hind legs for what is right. But remem-
ber there is only one truth and all the local
political nnd social pressures cannot alter that.
You have helped to open the eyes of the public
as to the only proper role of optometry in vision
care.
1Valter G. Bullington, M.D.
Charlotte, North Carolina

THE PEN is a public newspaper, Inter-
national in scope. Its readers include people
from every walk of life. THE PEN is freestand-

independent of any national or state

association,

ing and
with the exception of its sponsor,

Physicians Education Network, Inc. PEN, Inc.

is a Florida non-profit corporation. Submis-
sions to this newspaper are welcome and are
published at the discretion of the editors. THE
PEN does not accept paid advertising or paid

subscriptions.

Dear Dr.

Today | received a copy of the resolution of
the University of Alabama School of Medicine
Physician Advisory Board concerning the educa-
tion of optometrists at that institution.

It gives me a feeling of relief and apprecia-
tion that there are fellow medical doctors in this
country who have the insight and understanding
that is necessary to protect our lay population
from the zealous political ambitions of those peo-
ple who place ego and economics above personal
ability in matters of the health care of this nation.

Please accept my thanks and appreciation for
your efforts in this matter.

Jerome L. Byers, M.D..P.A.
Dallas, Texas
Dear Doctor Moore:

Congratulations to you for your great effort
in defining the status of optometric education with
regard to the practice of medicine in the resolu-
tion passed by the Medical Advisory Committee,
at the University of Alabama School of Medicine.

It was a great public service to all of the
people of our country.

James 1p. Clower, M.D.
Daytona Beach, Florida

Doctor Pittman!

Moore:

Aloha,

By publicly defining the limited role of optom-
etrists, you and your colleagues on the University
of Alabama Medical Advisory Board have done
your patients a real service.

Thanks ... or as we say in Hawaii,
Mahalo!
John M. Carboy, M.D.
Wahiawa. Hawaii
Dear Dr. Pittman:

Thanks for a job well done. Your recommenda-
tion in that we issue a public statement concern-
ing the education of Optometrists is welcomed by
all of us who wunderstand the problems related
to the eye. The resolution itself is a work of art,
and describes optometric education exactly as it
should be described.

Please know that your efforts are greatly
appreciated.
R. Il. Monahan, M.D.
St. Paul, Minnesota

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 simple truths:

« The American people must be protected by placing
and keeping hcaith care in the hands of experts,
whose abilities are established by having reached
a standard level of medical education.

* The logical 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 nn accredited institution of
higher learning.

 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, nnd
desires to be informed, as well ns to participate in
informing the public at large.
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Ohio Governor Vetoes Optometric Drug Law

COLUMBUS, OHIO — On December 15. 1978,
Governor James A. Rhodes of Ohio vetoed amended
substitute S.B. 163, which would have permitted
optometrists in Ohio to use diagnostic drugs. This
marks the second time this year that a state gov-
ernor has rejected optometric drug legislation in
order to protect the citizens of his state.

The first veto came in Virginia when Governor
John N. Dalton vetoed similar legislation, noting
that, “There is reason for grave concern for pa-
tients' welfare where optometrists practice in iso-
lation from medical backup.”

Governor Rhodes echoed Governor Dalton's
concern when he said in his veto message, "Health
care is an area in which we can take no risks
because any mistakes could bring tragic and irre-
versible results. We must be committed to our
citizens to provide practitioners thnt are highly
skilled individuals and who will at the same time
provide the best health care nt the lowest cost.

"Optometrists have been doing an excellent
job in working with the medical profession to bring
quality eye care to Ohio citizens. The tools that
the optometrists are presently using are not danger-
ous nnd are effective in screening for eye disease.”

He went on to point out that S.B. 163 "would
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allow optometrists to use drugs in order to make
a full diagnosis of the medical condition of the eye.
If the individuals involved were properly trained,”
the Governor said, “this procedure would be
the best interest of Ohio’s citizens. However,
without proper training, the bill would allow un-
warranted risks without corresponding benefits.
The drugs involved are dangerous and have
the potential of causing a great deal of pain in-
eluding blindness. The adverse reactions associated
with these drugs arc not common, but they do
occur and emergency treatment must be admin-
istered in those instances.”

Noting that lie vetoed the bill despite the fact
thnt it included a provision that would require
optometrists to take 180 hours of mandatory train-
ing, Gov. Rhodes said, "This amounts to little
more than a month of is< lated training in a clinical
use of the drugs involved.”

Concluding his commentary, the Governor
pointed out tha*. the issue of using drugs was one
that should not be decided by the legislature.

The veto in Ohio brings to 15 the number of
stutes that have rejected optometric drug laws this
year. In only two states, Kentucky and Wisconsin,

were such laws passed in 1978.
Conlinuedjm page 2

OhtoVeto IsSecond OFf 1978;
Fourth Optometric

Drug Law Veto

VIRGINIA
Hon. John n. Dalton
vetoed H.B. 205

April 11, 1978

ARKANSAS

Hon. David Pryor
vetoed S.B.
1977

WEST VIRGINIA

Hon. Arch Moore
vetoed H.B. 1005
1976

inli

HONORABLE JAMES A. RHODES
ncf8 fQ profccf Ohioans

Governor James A. Rhodes of Ohio has served
in that capacity on two different occasions. He
was first elected in 1962, serving until 1970, and
was re-elected in 1974. The recently re-elected
Governor, who attended Ohio State University,
holds numerous honorary degrees from several
institutions.

Prior to being elected governor, James A.
Rhodes served as Auditor and Mayor of Columbus,
Ohio and as State Auditor.

Author of three books on the Civil War, Gov.
Rhodes was a delegate to the Republican National
Convention in 1972, and is a member of tho Pro-
fessional Golfers Association Advisory Committee,
and the United States Olympic Committee. #

THE PEN is a public newspaper, inters
national in SCOPE. Its readers include people
from every walk of life. THE PEN is freestand-

ing and independent of any national or state

association, with tho exception of its sponsor,

Physicians Education Network, Inc. PEN, Inc.

is a Florida non-profit corporation. Submis-

sions to this newspaper are welcome and are
published at the discretion of the editors. THE
PEN does not accept paid advertising or paid

subscriptions.
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Ohio Governar Vetoes Optometric Drug Law

COLUMBUS, OHIO — On December 15, 1978,
Governor James A. Rhodes of Ohio vetoed amended
substitute S.B. 1G3, which would have permitted
optometrists in Ohio to usp diagnostic drugs. This
marks the second time this year that a state gov-
ernor has rejected optometric drug legislation in
order to protect the citizens of his state.

The first veto came in Virginia when Governor
John N. Dalton vetoed similar legislation, noting

that, "There is reason for grave concern for pa-
tients’ welfare where optometrists practice in iso-
lation from medical backup.”

Governor Rhodes echoed Governor Dalton’s

concern when he said in his veto message, “Health
care is an nrea in which we can take no risks
because any mistakes could bring tragic and irre-
versible results. We must be committed to our
citizens to provide practitioners that are highly
skilled individuals and who will at the same time
provide the best health enre at the lowest cost.
“Optometrists have been doing an excellent
job in working with the medicul profession to bring
quality eye care to Ohio citizens. The tools that
the optometrists are presently using are not dnnger-
ous and are effective in screening for eye disease.”
He went on to point out that S.B. 163 “would
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allow optometrists to use drugs in order to make
a full diagnosis of the medical condition of the eye.
If the individuals involved were properly trained,”
the Governor said, "this procedure would be in*
the best interest of Ohio’s citizens. However,
without proper training, the bill would allow un-
warranted risks without corresponding benefits.
The drugs involved are dangerous and have
the potential of causing a great deal of pain in-
cluding blindness. The adverse reactions associated
with these drugs are not common, but they do
occur and emergency treatment must be admin-
istered in those instances.”

Noting that he vetoed the bill despite the fnct
that it included a provision that would require
optometrists to take 180 hours of mandatory train-
ing, Gov. Rhodes said, “This amounts to little
more than a month of isolated training in a clinical
use of the drugs involved.”

Concluding his commentary, the Governor
pointed out that the issue of using drugs wns one
thnt should not be decided by the legislature.

The veto in Ohio brings to 15 the number of
states that have rejected optometric drug laws this
year. In only two states, Kentucky and Wisconsin,
were such laws passed in 1978.
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Ohr1o Veto IsSecond OFf 1978;
Fourth Optometric

Drug Law Veto

VIRGINIA
Hon. John N. Dalton
vetoed H.B. 205

Aoril 11, 1978

ARKANSAS

Hon. David Pryor
vetoed S.B.
1977

WEST VIRGINIA

Hon. Arch Moore
vetoed H.B. 1005
1976

Continue,| ONpage 2

HONORABLE JAMES A. RHODES
. . acts to protect Ohioans

Governor James A. Rhodes of Ohio 1ms served
in that capacity on two different occasions. He
was first elected in 19G2, serving until 1970, and
was re-elected in 1974. The recently re-elected
Governor, who attended Ohio State University,
holds numerous honorary degrees from several
institutions.

Prior to being elected governor, James A.
Rhodes served as Auditor nnd Mayor of Columbus,
Ohio and as State Auditor.

Author of thrco books on the Civil War, Gov.
Rhodes was a delegnte to the Republican National
Convention in 1972, and is a member of the Pro-
fessional Golfers Association Advisory Committee,
and the United States Olympic Committee. £
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1979 — AIll Eyes On West Virginia

Prohibition — often referred to as “the
noble experiment” — was repealed by govern-
ment because it failed.

In the eyes of those West Virginia lawmak-
ers who, in 1976, truly believed that to permit
the use of drugs to optometrists would bring
eye health care to more West Virginians, the
optometric drug use law was a "noble experi-
ment.”

In the single remaining eye of Mrs. Dent,
whose tragic deposition appears on page 3, the
“noble experiment" of 1976 has failed. She is
one of many human guinea pigs who have suf-
fered and is among a vanguard of victims who
will suffer as optometrists convince themselves
that tiiey are capable of diagnosing disease and
providing treatment despite the total absence of
medical education.

In the eyes of medicnl experts throughout
the nation, the 1976 West Virginin optometric
drug use law is a disaster. It is inconceivable
that such a law can remain on the books when
available evidence in 1978 has prompted law-
makers in 13 states, last year alone, to fail to
pass similar, less dangerous optometric diag-
nostic drug use proposals.

In two more stntes, these proposals were
lobbied through, only to be vetoed by conscien-
tious governors. In the eyes of Governor James
A. Rhodes of Ohio (sec page 1), to allow Ohio
optometrists the use of diagnostic agents "would
allow unwarranted risk without corresponding
benefits."”

Tn the eyes of Governor John N. Dnlton of
Virginin, the eye health of Old Dominion resi-
dents was threatened by H.B. 201 a diagnostic
drug use proposal less ominous than the cxtnnt
West Virginia law. In his veto message of April
11, 1978, Governor Dnlton suld: "There is con-
cern of legislative appointment of ‘medical’ re-
sponsibility and authority to non-medical per-
sonnel."

Tn the eyes of optometric lender Dean Henry
R. Peters, 0O.D., of the School of Optometry at
the University of Alabama in Birmingham, the
reckless 1976 West Virginia law was the result
of a "display of legislative machismo"” on the
part of overnmbitious optometrists. "The prac-
tice of medicine is an inappropriate goal for
optometry"” the Dean wrote, commenting on pass-
age of the West Virginin law.

Dean Peters further stated, "Not one of
our schools is prepared by either faculty resour-
ces or availability of clinical experiences to
accept this challenge (treatment of eye disease
at this time . .. ); no such resources exist for

r//

1,000 graduating optometrists this year nor are
they in prospect.”

In 1976, West Virginia lawmakers were told
that modern optometric education mnde restric-
tions obsolete. In 1978, the six non-ophthalmic
physicians who serve as the medical Advisory
Board to the ultra-modern University of Ala-
bama at Birmingham, where optometric educa-
tion has high standards, took a close look at
their curriculum. In their eyes, their own grad-
uates, receiving the O.D. degree, are not quali-
fied to treat disease or use drugs. Its October
18, 1978 resolution (confirming Dean Peters’
S'conclusion about the inadequacy of optometric
education) states in part:

“This education in no way prepares these
graduntes with the knowledge to prescribe or
use drugs to treut eye disease. This training
should not be v'ewed as a medical credential.”

In 1976, optometrist" nrjfiio<t thut tho now
law would make eye care more nvnb.-i.io io0
rural residents. Rural residents k .ow better
than to take a horse to a blacksmith for colic,
but unfortunately are unaware of the total ab-
sence of medical education in optometry.

In 1976, optometry promoted tho conceptual
myth of "primary care.” We doubt that any
thinking lawmaker would want his eye examined
for disease by the least qualified. To place the
optometrist in a position where he may over-
look a fatal tumor is unfair to him as well as
his patient, and to allow him to experiment with
dangerous drugs will Inevitably produce mor:
unfortunate cases.

Mra. Dent seeks .repeal of the 1976 law. A
growing Citizen’s Committee seeks repeal. Medi-
cine acknowledges Its failure to present a co-
herent case in 1976, when confusion obfuscated
the inherent danger to the public.

This is 1979, Since 1976, the motives of
optometry to expand into medicine nt the expense
of the public health, by exploiting state legis-
latures hnve become apparent. Scores of legis-
lative sessions have rejected these efforts, and
West Virginia has tho most dangerous Inw
of nil.

A mass of new incontrovertible evidence
attesting to the danger of the 1976 Inw is ready
for presentation. In tho eyes of the presenters
there is confidence that the 1979 West Virginia
lawmakers will open their eyes ami ears while
taking a fresh look at eye health care.

M.D.s make mistakes. So do elected officials.
To acknowledge them is statesmnnlike.

The eyes of the nation are on West Virginia.

JHA

VOLUME 3. NUMBER 2
JANUARY 15, 1979
ST. PETERSBURG, FLORIDA

EDITORS

Medical Editors: James H. Allen, M.D., New Orleans, La.j Leonard B. Aleniek, M.D., Tacoma, Wash.
Contributing Editors: Roland E. Houle, M.D., Quincy, Mass.; David W. Parke, M.D., Meridun, Conn.
Staff Editors (St. Petersburg, Fla.): George P. Russell, Frank T. Barnes

Production Manager:

Edward S. Barclay

Published in the Public Interest by The Physicians Education Network, Inc. a non-profit cor-
poration headquartered at 5013 Central Avenue, St. Petersburg, Florida 33710. (813) 317-5111.

JANUARY 15.1979

Misinformation Provided

M agazine Readers

American housewives are warned that there
is a dangerous paragraph of misinformation which
appeared recently in national magazines. The ad-
vertisement promoted ignorance regarding the
possibility of fatal malignancy in the eyes of
children.

The advertisement, sponsored by the American
Optometric Association, stated:

"On the other hand, if a child who is 18
months or younger momentarily turns one eye in
or out, there is probably no cause for worry. At
this stage of growth your child lacks what is re-
ferred to as internal organization. He just can’t
seem to make anything . . . hands, feet, legs
work together.

“In nny of these cases, your family optometrist
can diugnose problems or reassure you that your
child is normal."

No cause to worry?

James Il. Allen. M.D.. former senior surgeon at
Tulane University, worries about the complacency
which may result from this advertisement re-
assurance.

“This ad is irresponsible,” he said.

Dr. Allen advises, "A child begins to coordinate
eye movements in the first, six months of life hut
may occasionally turn one eye in or out up to 12
months of age. However, if there is a constant
turning in or out of one eye even before one year
gf s0e er if there 1s.iperpytent fhming i gr g
the child should have a medical eye Examination.

"There are several things that can interfere
with the development of coordinated oye move-
ments, the most dangerous thing being a malignant
tumor of the retina of the eye — which must lie
diagnosed early if the child’s life is to he saved.

"Other causes, although not likely to lie fatal,
could destroy much or all vision in one oye if not
diagnosed and treated properly as early as possible.

"An optometrist is not trained adequately to
dingnose diseases of the eye or disease affecting
the body as a whole. Therefore, he cannot reassure
parents that their child is normal. There are num-
erous recorded examples in which an optometrist
failed to recognize or diagnose diseases or tumors
of the eye with the result that vision was lost or
the life of the patient lost.” #

OHIO GOVERNOR VETOES
Conlinuctl from page 1

Commenting on Governor Rhodes’ veto mcsnnge,
Lawrence L Young, M.D.. President. Ohio Ophthal-
mological Society said, "All of medicine in Ohio is
impressed with the thoroughness of the Governor’s
investigation which led to the vet') of S.B. 163. He
has correctly assessed the danger to the public and
his message reflects his deep concern for the eye
henlth of the citizens of our state.”

To date, four state governors have carefully
reviewed the pros and cons of optometric drug
legislation and concluded thnt passage of such a
law would ndnnger the henlth <f their citizens.
In ench instance theso chief executives hnve exer-

cised the power of their veto to protect their
mirf{(rmla A

An Ophthalmologist isan

an optometristisnot
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AN OPEN LETTER SEEKS REPEAL
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W, Va. Eye Victim Deplores Optometric Care

A West Virginia supermarket cashier, who is
blind in her left eye and who has a serious problem
with her right eye, has made a public appeal
through an open letter for repeal of West Virginia’s
optometric drug law.

In a signed deposition, Mrs. Laura Dent of
South Charleston, WV, states, "If my optometrist
had been qualified to diagnose and treat diseases
of the eye, maybe this disease wouid have been
caught in time and | could read with my left eye.
The people who passed this law (West Virginia
law permits optometrists to use drugs for diag-
nosis and treatment), should stop and think what
they have done; apparently some of them have
never had serious eye problems or they would hnve
known better than to do such a thing.”

Saying, "l am firmly against this law allowing
optometrists to prescribe medications and treat
diseases of the eye, becnuse they are not qualified,”
Mrs. Dent emphasized she was not offering an
opinion, but was speaking from experience. Mrs.
Dent related that in May of 1975 she went to see
an optometrist for a general eye examination. At
thnt time, she points out, the optometrist pre-
scribed new glasses and advised that there were
no signs of glnucomn or any other diseases of the
eye. Within two weeks, Mrs. Dent said, "l was see-
ing distorted. | phoned my optometrist and asked

what could he the problem. | was told to come in
and 1)0 cheeked. I wool In und wn« i0lg it
only nMfgmntism, to wear my ginnm-s all me time,

and the problem would he corrected.

"It did not Improve, | continued to get worse.
I phoned my optometrist back in three weeks and

""kod just h-w l«n<f it would take to improve, and
also nnUe.i If my family doctor could help, | was

told maybe so. | will phono him; go ahead and

IV’went sirnigrit m mv iiimlly doctor; the op-
tometrist ilid not phone him. My family doctor
took one look at my eye and panicked. He said
there was this tremendous deterioration in both
eyes, he did not know what it was, hut there defi-
nitely was a problem. He sent me straight to Dr.
Rashid's office. Doctors Rashid and Toma (both
ophthalmologists) checked my eyes nnd told me |
had histoplasmosis (a disease caused by a parasitic
fungus) nnd said it wns presently active in my

FOUNDER SALUTED BY AMA NEWS - PART Il
Ochsner: ““The Harder IWork,

The Luckier I1Get!

The accomplishments of Alton Ochsner, M I).,
TEX's Inlcrnalional Advisory llnurd Chairman, arc.
leytnd in Ihe nunnls of American medicine. Terming
TEX, "The most polent communications effort |
have ever observed in midicine,” Dr. Oehsner has
saiil, "Ophthalmology medicine's protectors of
one ot Hod's greatest gifts  iyvsiglit  finds itself
in the trenches, doing grim battle against a potential
epidemic of ineptitude foisted on the American pub-
lic by some legislators who hnve heard only the
exaggerations and half truths of the optometric side
of a non-argument

Frcc-lanec author Xnncy Vance Hoffman, in
an article tilled ““Alton Hchttner: S.” and Still doing
Strong,” which appeared in tin AMA Journal on
August 15 H)7S, Vol. 2\t), \o. S. has raptured the
Ctsenri of this man's greatness. TEX wishes to r.r-
prcss its appreciation to Ms. Hoffman and to the
JAMA for pirmiseion granted to present tine ma-
terial in a series of articles,

“Alton Ochsner:
'><»./ Strong," Conclusion:

‘Gemni, optirmsticT Alt,,,, 0 hsnor says that If
ho had his life to live over again, he would do
nothing differently. Nevertheless, what was his
greatest disappointment? Huey Long’s dictatorship

left evt,. since | )»<* had numeroun attacks in both
eyes in tho past, it was likely | had the disease
all my life,"”

Mrs. Dent further relates that after six months
of treatment, the condition did not improve and
in September the laser was used to arrest the
disease. She says, "It stopped the diuease, but It
did not save my vision. Medical editor's footnote:
irregular ,wW>k is n chronic iliscasi characterized by
the inactive phases the lesions arc easily seen. In
the inactive phases, treatment is neither effective
nor necessary. In the active phases, treatment is
available ami frequently helpful to returd or elimi-
nate visual loss. Thus, Ihe patient should be ob-
served by a physician with an understanding of the
disease process in order to minimize loss of visual
function. | have no central vision In n»y left eye:
| have peripheral vision hut | cannot read; | can-

over Charity Hospital, Tulanc’ only teaching hos-
pital, in Ochsner’s early days in New Orleans. A
boy wonder, at 31 appointed as Tulane’s professor
of surgery, Ochsner came south from Wisconsin,
where he had been associate professor. "My family

didn’t irrive for six months, and | literally lived
in the hospital. | slaved — and | loved it. | gave it
ALTON

OCHSNER, M.D.
PUN'S International
Jvilory Hoard Chairman

everything | had. developed a good teaching pro-
gram as 1had promised Dean Bass | would. Every-
thing was going along fine." He pauses, shaking
his head. "But this was in Huey Long’s heyday,
and 1didn’t include Huey in my reckoning — nor
a doctor’s desire fcr revenge on me for refusing
to appoint him (the doctor) to the hospital staff.
He was incompetent.” He shrugs. "And later, while
I made rounds, a letter was stolen from the pocket
of my cont while it was hanging in the doctor's

not watch TV or do nny close work at nil with
my toft eye.” In June of 1978 Mrs. Dent suffered
a repeat attack in her right eye. This time the
laser was used and Mrs. Dent advises she "is in

pretty good shape except for the fact, that | have
a small blind spot.”

Noting that the diagnosis made by Doctors

Rashid and Toma was confirmed bv I>r. Finklestein
eit jvn nss 1itifn Liiof11iil Dot Iotepxacr K

for my left eye and it could happen again nt any
time in tho right eye."

Calling on the legislature to take action now,
Mrs. Dent writes, "I wish you would reconsider
and repeal this law because a lot of innocent peo-
ple are going to suffer unknowingly and maybe,

even gy blind becnuse tbey ufc trusting »n unquali-
fied optometrist.”

room of the hospital.”

The lettor was from the Medical College of
Virginia inviting Ochsner to he professor of sur-
gery there. As chairman ex officio of Charity Hos-
pital’s hoard and harboring no love for Ochsner’s
probity, Huey Long presented the purloined letter
as evidence of Ochsner’s “disloyalty" to the hos-
pital. “Then and there, .hat Saturday morning, |
was kicked out of the hospital. For two years, |
couldn't go near our only teaching hospital. | de-
cided that | couldn’t stay in Louisiana under those
circumstances, that | would take a jot) at the Uni-
versity of Illinois. But U. Jeff Miller, Tulane's pro-
fessor of gynecology and my mentor, dissuaded
me. I

How? "Dr. Miller said, ‘You can’t leave under
fire. You've got to stick it out.' ‘Hut, Dr. Jeff, 1
protested, 'Look what’s happened to me. I’ve given
this place everything | have and see how they’ve
responded.’ Dr. Jeff was adamant. He wouldn’t let
me quit. Because of him, | stayed." The big Ochs-
ner smile creases his remarkably unlined face:
"Sticking it out was one of the best things that
ever happened to me.”

l)es).lte a life he describes as blessed by
"Presbyterian luck" (defined by Ochsner as, "If
you do the right thing, no matter what happens,
it will turn out for the best"), personal tragedy
has been no stranger to Alton Ochsner. His first
wife’s long terminal illness and death was a de-
vastating blow. In the early 1950s, he obtulned
some of the first Cutter polio vaccine, which he
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administered to his grandchildren, as well as to
many Ochsner pediatric patients. His daughter’s
eldest son contracted polio — possibly from the
vaccine — and died. The intern who cared for the
boy also got polio and both his legs remain para-
lyzed.

In those days, medicine had a few sharp peaks
and lots of deep valleys. There were a few well-
trained people, while the rest had almost no train-
ing at all. Today, medicine has progressed so that
almost everyone is well-trained. By the late 1930s,
New Orleans had lost its reputation as a major
medical center.

“l saw that the city must do better medicine.
And the only way to do this was through group
practice. | had two ambitions: to build a medical
referral center in the deep South that would give
quality care reasonably, and to develop an institu-
tion that showed enre nnd consideration not
only to the patient, but to the family." The Ochsner
hospital maintains a Family Room, adjacent to
the operating rooms and intensive care units, where
families receive progress reports every half hour
while a pntient is in surgery and whore coffee and
doughnuts nre dispensed.

"l went to five Tulane professors,”
remembers. "Professors of otolaryngology, gyne-
cology, orthopedics, nnd medicine. The surgeons
were interested, but the medical man was not. This
was in 1989, the end of the Depression. We had no
money, only an idea. The banks wanted equity, not
an idea. It looked ns though we were going to have
to give up." Alton Ochsner, however, doesn't give
up easily; he persuaded Rudolph Hecht and the
Hibernia Bank to finance that first Ochsner Clinic
in an old building on Prytnnin Street.

Not every doctor was convinced that Ochsner’s
idea was a good one. On Good Friday in 1941, small
leather pouches filled with thirty dimes were de-
livered to the five Ochsner Clinic founders’ homes.
Inside each pouch was an anonymous typewritten

note: "To the Judases of the Orleans Medical
suiiwui. oensner argues: “we nave neipea tne roeni

physicians, raised the level of New Orleans med-
icine so that it is much higher than when we

founded this place.” 0 o
19Amorlcon Modicol AjioclollonCf)

Ochsner

J Mnll to: James H. Alton, M.D., 9104 Quince St.

’

Now Orleans, LA 70116
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"PEN MUST SURVIVE AND GROW ... IT IS ALREADY
THE MOST VIABLE. POTENT, AND ACTIVE COM
MUNICATIONS FORCE IN MEDICINE - IT'S A MUST
DO - CAN DO - AND WILL DO ORGANIZATION."

Alton Ochsner, M.D.

STATEMENT OF INTENT
I Intend to bo nn active member of PEN and | endorse
and support tho STATEMENT OF PURPOSE.

In providing my resources | am assuring that PEN
will continuo to block efforts to Invade medicine at
the expense of tho public health. | am subsidizing the
ever-expanding promulgation ot Puth, tho circulation
of THE PEN and other publications to on ever-expand-
ing audlenco. | am assuring the availability of resource
mntorlals, moss communications, legislative, nnd other
expertise relating to this issuo to all who support
medicine In this cause.

| DESIRE TO INFORM AND BE INFORMED AND
HEREBY PLEDGE DUES IN THE AMOUNT OF $250
ANNUALLY. (Subject to reduction as PEN grows)

Dote
Name n
A;idress
City -State_____ Zip.
Telephone: (Aroa). -Number___

Ophthalmologlst?-.  -Other specialty
Profession, other than M.D.?.
Chock onclosed ($250)
O Resident Dues $25.00

O Affiliate (spouses, office stall) $25.00
O Military M.D.s $150.00

Please hill MO.

THEPEN...-

Editors’ Note: Optometry's burning desire to
invade the field of medicine teas blatantly displayed
when the Board of Regents of New York State, a
non-medical, politically-appointed body responsible
for directing the policy of hiyher education in New
York, was persuaded to endorse optometric dnig
legislation.

It is unthinkable thnt political appointees,
whose duties and responsibilities are not directly re-
lated to the issue, and who have never been in-
formed by medicine as to the ramifications of the
issue, should take such a position.

It would appear that the 15-membcr Board of
Regents has been manipulated by optometry into
taking a public political stance which will not only
endanger the eye health of every New Yorker, but
one which could cause that august body consider-
able, unnecessary embarrassment. Alden Haffner,
0.D., an optometrist, is the Slate University of New
York Vice Chancellor for Health Sciences.

Recognizing that legislators across the nation
might well view this interference as an optometric
credential, unless challenged, PEN has asked oph-
thalmologists nation-wide to express their views to
all involved. Following are but a few excerpts from
the flood of letters sent to the New York Stale
Regents, the Chancellor anil the State Commissioner
of Education:

"The recent decision by the Board of Regents
to support the use of drugs by optometrists ill-
servcs the public welfare as it reflects a lack of
objectivity concerning this very important issue.
The Board of Regents should be in the forefront
of the battle to prevent non-medical measuring
practitioners such as optoimtrista from becoming
quasi-physicians by legislative fint. Our educa-
tional system has numerous checks and bulnnces
to insure first that only the most highly qualified
applicants are admitted to medical school; thore-

tiler insures scholastic fitness. The proper applica-
tion of textbook knowledge to actual clinical path-
ology continues for the ophthalmologist through-
out one year of internship and three years of
specialized residency training in the discnscs nnd
surgery of the eye. The back door approach to
medical school — via legislative fiat — should be
a concept flatly rejected by the Board of Regents.
The medical education as | outlined above should
remain as the prerequisite to the use of pharma-
cological ngcnts in the eye — tho taking of pharma-
cology courses in or out of optometry school is
in no way a substitute. Any optometrist who de-
sires to assume medicnl functions should apply to
medical school nnd obtain the propci training.”

Seymour It. Rosen. M.D.
Sunrise, Florida

"The most important objection 10 optometric use
of drugs is that authorization to use drugs implies
the ability to judge the information obtained from
such use and use it to make a medical diagnosis.
Just as the possession of a stethoscope does not
make one a cnrdiologist, the use of drugs to dilate
the pupil or numb the eye will not mnke the op-
tometrist equivalent to a physician. Patients will,
however, be misled into believing that the optom-
etrist is in fact qualified to mnke medicnl judg-
ments and serious errors in diagnosis with ac-
companying missed opportunities to snve eyes and
even lives will occur.

"One has only to observe the level of optom-
etric care throughout the State to realize the crass
commercialism of mnny of their establishments. A
little over a year ago the New York Drily News
published u series of articles highly critical of
tho quality of eye examinations nnd glasses pro-
vided by many optometrists. How can the Board of
Regents npprove a group, which is not as yet meet-
ing the standards for which they are licensed, to
take on responsibilities for which they nre not
qualified?"

J. S. Nauhcim, M.D.
Merrick, New York

JANUARY 15. 1979

“The recent decision by the Board of Regents
of the State of New York to support optometric
drug use legislation is ill-advised and myopic. In
taking this decision, the Regents are permitting a
group (the optometrists) to legislate medical priv-
ileges rather than obtain the medical privileges by
education as the physician has.”

John B. Franklin, M.D.
Hartford, Connecticut

“It seems obvious that we cannot, at this time,
compromise these standards. Your decision to
support optometric drug laws is just such a com-
promise. It is the same as suggesting that chiro-
practors are as well qualified to practice medicine
as nre physicinns. Even a school such ns the Uni-
versity of Alabama in Birmingham, has recently
defined the practice of optometry as a non-medical
discipl’~c. A resolution by the Physicians Advisory
Board ..t the University of Alabama, states, ‘This
education in no way prepares these graduates with
the knowledge to prescribe or use drugs to treat
eye diseases'. | urge you, therefore, to reverse this
decision and to serve the citizens of New York
State by so doing."

William C. Prayer, M.D.
Philadelphia, Pennsylvania

"l am writing to protest the action of the Board
of Regents Of New York State endorsing optometric
drug use. It is unthinkable that highly educated
people could advocate the use of medications by
untrnin practitioners. Furthermore, the training
of optometrists in diagnosing medical eye diseases
is terribly inadequate so that misdiagnosis and
delayed recognition of disease is a greater danger

than the complications of the pharmaceutical
agents. . . . Please reconsider this issue."
Thomas S. Harbin. Jr.. M.D.
Atlanta, Georgia
me support given to tne optometric drug bill
must have been mnde without due consideration

for the possible effects the legislation would have.

"Last year this legislation was voted down
in fourteen other stntcs whose legislators were
given factual information concerning this issue.

Most of the states which had passed tho bill prev-
iously are now considering recall of the bill after
documenting the serious harm done by optom-
etrists uslii'f medication during their eye exams.
It is unf* -'unato that in the stntes thnt passed
the In\ the public had to suffer because of the
inappropriate action of the legislators.”

Daniel 1p. Picroni, M.D.
Sheffield, Alabama

“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 simple truths:

¢ The American people must be protected by placing
and keeping henlth care in the hands of experts,
whose abilities are established by having reached
a standard level of medicnl education.

¢ lhe logical minimum level of education necessary
for leadership to protect the public in shnping the
optimum health cure 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 lenrning.

« Government at every level shoul | cooperate with

medicine in establishing these health safety stan-
dards.

Membership in FEN is available to any law-
abiding citizen who subscribes to these truths, and
desires to be informed, as well as to participate in
informing the public nt large.
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Governor John N. Dolton: "There Is Concern

Virginia Gov. John N. Dalton's courageous action in failing to sign
House Bill 205 Into law deserves high praise from hoth medicine and the
citizens of the Commonwealth. Gov. Dalton has reaffirmed to his constit-
uents and to the people of this nation that only through "education, not
legislation," can d person become competent enough to use drugs on the
human body.

The following is Gov. Dalton's comment after vetoing the bill:

~ "The bill defines what constitutes the practice ot optometry; and de-
fines requirements of persons who desire to be certified in the use of
dlaqnostlc pharmaceutical agents that they be examined in general and
ocular pharmacology and in"the use of approved topically applied diag-
nostic pharmaceutical agents. Altho,u?h paramedics, physician assistants,
and nurse practitioners may administer drugs in specific_instances, this
is done (a? under the suPervwlon,of a physician, and/or (b) under specifi-
cally developed protocols regulating such procedures. Given the rare, but
devastating  effectsof adverse reaction following administration of diag-
nostic agents, thereis reason for grave concern for patients’ welfare where
optometrists practice in isolation from medical backup. There is concern
over public misunderstanding that complete medlcat care has heen effected
after having an optometric examination. Finally, there is concern of legis-
lative appointment of ‘medical’ responsibility and authority to non-medical
personnel prior to this matter being carefully studied as to its impact in
the Commonwealth.”

Honorable John N. Dalton...
63rd Governor of Virginia

Gov. John N. Dalton, the G3rd governor of
Virginia, took office on Jan. 14, 1978. A gradu-
ate of the College of Wailliam and Mary, he
received his J. D. degree from the Law School
of the University of Virginia in 1957.

Following graduation from law school, Gov.
Dalton practiced law in Radford, Va. nnd began
his political cnreer in 19G5 when he wns elected
to the Va. House of Delegates. After being re-
elected to this post three timer, he ran success-
fully for the State Senate in 1972. In 1973, he
was elected In :.tenent governor. *

A 33rd dp~ ’e Mason and nn Eagle Scout,
Gov. Dalton .3 n past-president of the Moneton
District of Boy Scouts nnd a member of the
Blue R'dge Council of Boy Scouts.

Eight States Reject Cptometric

Drug Law Petitions In 19738

Gov. Dalton’s veto marks the seventh 1978 rejection of optometry’s
attempts to utilize legislative “clout” to invade medicine at the expense of
the public health. Other states refusing optometrists the right to use drugs
this year are Georgia, Mississippi, Missouri, South Dakota,
Oklahoma. At presstime, an optometric drug bill in Nebraska was reported
to have "died on the calendar,” bringing the total to eight.

So far this year, only Wisconsin and Kentucky patients face eye damage
In Kentucky, the law was
passed and signed despite charges of impropriety, plus a call for a veto

as a consequence of new optometric drug laws.

by. the Louisville Times.

Unfortunately, the public health remains imperiled in several states:
Massachusetts. New York, Ohio, s>outh Carolina, Alaska, Hawaii, lowa, and

Arizona, where "the jury is still out.”

Maryland and

WHY "THE PEN?'

__ The files of state and national medical assoc—
tatios, all learmed societies concerned with the
public health, overflow with a preponderance of
evidence that the quality of health care is threat—
ened by the precedent of Government encourag—
mq the lowering of professional standards b
allowing medical functions_to practitioners wi

no medical education. Medicine accepts the re—
soonsibility to respond t epidemics. Death and
trauma arc resulting, and Doctors of Medicine can
do no less than warn potential victims through the
continuous presentation of this evidence. The
public press of America, given the facts, Is sup—
porting this cause, and concerned physicians
throughout the nation are pooling their knowl —
edge and resources to J)ackage and present the
thE:mTWOtEll'(ough the PHYSICIANS EDUCATION
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Governor Dalton — We Know That Any Veto
Takes Both Courage And Conviction!

Being the captain of a ship is a lonely job —
and in Virginin, like all states, the ultimate de-
cision rests with the Governor.

During the past few weeks, Gov. John N.
Dalton has faced the challenge of difficult de-
cision-making ns to whether all bills passed by
the 1978 Virginia Legislature should be signed
into law.

The intensity of the public outcry in Vir-
ginia against non-medical optometrists being
allowed to use dangerous drugs and eye drops
in the practice of their profession must have
made the decision as to whether to sign House
Bill 205 most difficult.

In protecting the public of Virginia, Gov.
Dalton did far more than simply refuse to sign
the bill. He presented his own conclusions (see
page one) utilizing new phraseology which con-
vinces us thnt the Governor is dedicated to the
welfare of all Virginians. Speaking out in sup-
port of his veto, Gov. Dalton revealed 'hat he
reached the same conclusion as 46 major metro-
politan newspaper editors who studied what is
actually a simple issue. He came to the con-
clusion that, "There is concern of legislative
appointment of ‘medical’ responsibility nnd au-
thority to non-medical personnel prior to this
matter being carefully studied as to its impact
on the Commonwealth.”

The Governor’s conclusion is simple logic.
Medicine in Virginia, in the early days of the
1978 legislature, did fail to meet the chnllenge
and provide adequate information for careful
study. When it was apparent, however, that
many legislators actually believed thnt the peti-
tion of optometry to use drugs and eye drops
would in some way be of benefit, medicine ral-
lied to the chnllenge.

Prior to medicine’s challenge, optometry
found conscientious, hut uninformed (on this-
issue) legislators easy prey for half truths,
exaggerations, and even prevarications.

FE pm

When- medicine rallied its forces, lidwever,
an interested delegate commented that “ophthal-
mologists suddenly came out of the woodwork."
Indeed they did, and medicine is so proud of
them.

Ordinarilj, ophthalmologists stay behind the
woodwork in order to concentrate on providing
medical care to a steady stream of people with
serious eye problems who need and deserve full
attention, treatment and cure.

The political scene is unfamiliar to medical
people, nnd it took M.D.s some time to realize
that the woodwork must give way when the
public health is threatened by the body politic
and that they must respond ns they would to
an epidemic.

By the time the issue reached the Senate
floor, it was obvious that medical truths bad
changed the minds of many of the legislators.

The Governor is right — the measure de-
serves more study. Mnke no mistake. Medicine
in Virginia welcomes further study, and so does
PEN. The Virginia ajsembly was generous in
allotting time to advocates of "both sides" and
so wns the Governor.

While it is difficult for us in medicine to
acknowledge thnt there are "two sides" to this
issue, we know that a preponderance of evidence
is on our side and we intend and welcome the
opportunity to present it on behalf of the people
anywhere in the United States.

Finally, if Gov. D»Iton hnd rendered an
opposite verdict, we would have concluded that
he, too, ignored the facts so obvious to the press
of America, and REPEAL bumper strips would
have been on the wny to Virginia. The people
of the Old Dominion deserve no less than in-
sistence on high quality health care, and both
medicine and the Governor have demonstrated

high resolve to preserve just that!
JHA
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Massachusetts Wins

Committee Victory

On Tuesday, March 28, 1978, the Massachusetts
Senate by voice vote, accepted the recommendation
of the Joint Health Committee that the optometric
drug bill (Senate S 402) “ought not to pass.”

Medicine throughout Massachusetts is saluting
the Senators for their caution and awareness of the
necessity of protecting the public health.

A Health Care Committee report is on the
House calendar for debate. The bill, having been

filed in both houses, requires thnt each act inde-
pendently on the Health Care Committee report.

To action in the House has been reported.

BULLETIN AT PRESSTIME

An optomeiric drug bill in Nebraska "died on the
calendar," according to PEN Advisory Board
member John Ramseil, M.D. of Omaha. Nebraska
becomes the eighth state to protect patients from
this threat this year.

UNITED STATES PHYSICIANS
EDUCATION NETWORK

Statement of Purpose

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

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

e The logical 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 lenrning.

¢ 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 the public at large.

THE PEN is a public newspaper, Inter-
nal anal in SCOPE. 1Its readers include people
from every walk of life. THE PEN 1Is freestand -
ing and Independent of any national or state
association, with the exception of Its sponsor,
Physicians Education Network, Inc. PEN, Int.
is a Florida non-profit corporation. Submis-
sions to this newspaper are welcome and are
published at the discretion of the editors. THE
PEN does not accept paid advertising or paid

subscriptions.

WOULD YOU LIKETO RECEIVE THE PEN?

THE PEN, fo ublished 24 time* apnually, i« an inter

natlEnaJ bﬁca{lgnp— ur“ uezm twet at su ria onsf(cannot

Ure as?g sonﬁ etmon THE PEN fo é
menta suscrltl ust I u*wo ou aIealgy

wté%@ 'efa'e“%ﬁms a.%s%gim 0% e bagh

na%'soc? ani executlves of eat care agencies can beoome
subscribers upon request

THEPEN.

Co-sponsors Portlang

The current "Book of Lists,” a De*t seller, iden-
tifies PEANUTS, croated by Charles Schulz, as the
most popular caitoon strip in the world. At loast
creator Schulz, Lucy, Charlie Brown, Snoopy et al
obviously know "The Major Difference,” and hope-
fully, so do many of their readers. PEN is grateful
to United Feature Syndicate, Inc. for permission to
reprint this significant, educational, and as always,
humorous, cartoon which has appearod in news-
papers throughout the world,

THE OPHTHALMOLOGIST
5AIP MY EYES ARE
PERFECT.. HE CHECKEP
OUT MY PIET, T00...

OKAY, MARCIE, I HOPE
YOU"RE SATISFIEP... j

WE TAIKEP ABOUT
BGREPOM,GOING6 TO
SEP EARLY ANP ALL
SORTS OF THINGS...

Jvr

EXhibit

BUT WE STILL
HAVE A PROBLEM
DON"T UJE, Sir:

O W7B Umifd Feiture SyndiciU ifc

*
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Optometrists and Drugs

Optometrists are traired in four-year schools o
it glasses, using various gotical methods to deter—
mine the kinds of lenses patients need for correction
of vision problems. opthalmologists have had more
sophisticated trainig. Like optoretrists, they fit
glassss. But because they are physicians who have
specialized in opthalmology after completing medi —
cal sdool, they are prepared to do a great deal
more For instace, they can use and prescribe
aru;., treat eye diseases and do eye surgery.

L*nder current Maryland law, optoretrists are
not al loned to use drugs In their practice. But a hill
now i the Maryland Senate would give them that
rgt in certain cases. Optometrists make superfi—
cially plasible arguments in favor of the illl, point—

ing aut tret, with amendments they support, itwould

Y S b ey VR e e

Mail to: James H. Allen, M.D., 9101 Quince St.

New Orleans, LA 70118
Founded as OP.F.N.
CHARTER MEMBER
application

p r u
r ¢ n

| his is tny statement of intent to he nn netive member
of the United States Physicians Fducntion Netv.'ork — 1
endorse nnd support the statement of purpose.

In providing my resources to guarantee the continua-
tion of n strong and vinble international entity | acknow-
ledge and understand the following:

— That my membership in PF.N will bring me n mini-
mum of 48 mailings annually including:24 issues of n
national publication as described, in keeping with the
stntrmrnt of purpose.

That, as a Charter Member, | accept the responsibility
of attempting to recruit members. | further understand
that mv state society will automatically be ipialifird for
WATS line telephone consulting services and direct
public relations advice nnd counseling, tailored to my
state, as soon as either ten percent (tQ%) of the mem-
bership of my state society, or 20 members, (whichever
is the least) are recruited.
| d.—sire to inform nnd to he informed and to join tlds

movement, and hereby pledge my support through dues,

not to exceed $300 nhnually.*

— | understand thnt as a Charter Member, | will he
issued a silver lapel emblem signifying my Charter
status as soon as available after formation,

Name

Address

Cilv

Telephone: (Area)
Ophthalmologist >

Nuinhrr.
————— Other snrrinltv
Profession, other than M.D. ?_

Check enclosed ($300) —Please bill me_

eCharter Members (enrolled before July 1, 1978) will
be awarded a dues decrease as of the second full year.

take a minimum of 70 hours of training In pharma—
cology before they could use the drugs. They add
that adverse side effects of the drugs are so rare as
o be almost nn-existant.

Unfortunately, say opthalmolagists, the side ef—
fects are not all trat rare. Allergies to the drugs
might, Insevere casss, result incdeath. Certain of the
drugs can cause hallucinatias, and others can result
in detached retines or acute glaucoma. Coping with
these side effects requires the salls and equipment
of a physician. A severe allergic shock reection, for
instance, might require adrenalire and cortisone
injectians which only a physician squalified to ad—
minister. As the gothalmologists point aut. 70 hours
of training in pharmacology-as opposed to the 2-
400 hours or more physicians receive-might not
even qualify ists 1t recognize the sicke e
them The bill should be defeated

Visual

GO

The Part
ophthalmologist.

x

Visual can

and

be performed by an

THE PEN FORUM

PEN has received more than 200 pieces of mail
to Veterans Administration officials and congress-
men from medical doctors concerning passage of
Public Law 9J,-581, which gives measuring scien-
tists until no medical training a primary health care
role at VA hospitals throughout the country.

About 50 United States Senators and Represen-
tatives have responded to M.D.s’ claims that raising
optometrists to a primary health care level will
jeopardize the public, health.

The. following letter to James //. Parker, Jr.,
M.D. of Wyomissing, Pa. from Rep. Gus Yatron is
typical of letters from concerned congressmen re-
ceived since the circular was signed Nov. 4. 1977:

Dear Dr. Parker:

Thank you for your recent letter expressing
your continued interest nnd concern over the possi-
bility of optometrists being allowed to take over
part of the medical care of eye patients in the
Veterans Administration.

Plcnsc he assured that | feel you have raised
some valuable and serious points regarding such
nn action. Before such a proposal is approved, |
feel that all possible questions pertaining to the
adequacy of optometric education must be resolved.
You can be certain that i will continue to scrutinize
all of the implications and possible ramifications
of this change, and thnt | will not endorse nny
action that could endanger the health of our na-
tion's veterans. Additionally, | will not support
any move to downgrade the quality of care offered
in veterans' hospitals.

Sincerely,

Gus Yatron

Medical

optometrist or an

The Medical Part can only be performed by a qualified medical

doctor (an ophthalmologist).

W hen having your eyes examined you should know whether you are
receiving a complete eye examination or only a part. When an

optometrist (O.D.) examines a person’s eyes he is qualified and

licensed only to perform the \isual part.

He is not educated nor

trained to perform the medica' part.

W hen an ophthalmologist (M.D.) examines a patient’s eyes, he per-

forms both parts on an

inter-related basis. He not only evaluates

visual functions and performance, butalso analyzes and diagnoses

diseases and physiological disorders.

Ask the individual examining your eyes whether he is an O.D. (op-

tometrist) oran M.D. (ophthalmologist). Only anophthalmologist
M.D. can perform a complete eye examination — both visual and

medical.

the Massachusetts Society of Eye Physicians and Surgeons (MSEPS) energetically resists

fhl nimui. T heillh of Ba at
. protect themselves. The center¥ofd 0

medicine In Massachusetts

citizen he MSEPS

gizean b potent ?(I)Tgeendeavors_ to educate

r beinR circulated bv

is reproduced above with permission of the Society.



DR. CURTIS M. JOHNSON
DR. D. R. SCHMIDT
CPTOVETRISTS
50 SEVENTH AVENLE
FAIRBANKS, ALASKA 9L

Tdegdae

Dear Senator Hackney,

The attached bills, House Bill 79 and Senate Bill 75, are in committee
and we expect them to be reported to the floor during the upcoming
session. They provide for the use of certain diagnostic drugs by
optometrists to aid them in detecting eye diseases. The drugs are
instilled as eye drops. Optometrists are legally responsible for
detecting eye diseases in the course of their examination.

The types of pharmaceutical agents and their uses are described
briefly on the second attachment. These are not used routinely
with every patient. They are used when needed to adequately
examine the eye for pathology.

Doctors of optometry are well qualified to use drugs. The optometric
curriculum includes courses in general and ocular pharmacology. These
are circled in the attached curriculum of a typical optometry school.
Pharmacology is the study of the mechanism of action of a drug, side
effects, disposal by the body, etc. Any practitioner who graduated
before pharmacology became a part of his school curriculum would be
required to complete an appropriate course before being authorized

by the licensing authority to use the drugs.

The fourth attachment shows the history of legislation pertaining to
pharmaceuticals used by the profession. This is followed by a map
showing those states that presently authorize the use of diagnostic
pharmaceutical agents (DPAs) by optometrists. States show white,
including Alaska, are those in tilch their use is not yet permitted.

It is in the interest of every member of the public to support this
legislation. The professional man should be given all the appropriate
tools of Iris trade. Therefore the ALasku Optometric Association
endorses this bill, and we urge that you give it your support as well.

yours
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E. E BACH. Q..
PHILLIP W. BACH. O.D., Ph D.
OPTOMETRY
SUITE 204 DENALI PROFESSIONAL CENTER
3401 DENALI STREET
ANCHORAGE. ALASKA 99503

Dear Legislator,

The attached bills, House Bill 79 and Senate Bill 75, are in committee
and we expect them to be reported to the floor during the upcoming
session. Tfoey provide for the use of certain diagnostic drugs by
optometrists to aid them in detecting eye diseases. The drugs arc
instilled as eye drops. Optometrists are legally responsible for
detecting eye diseases in the course of their examination.

The types of pharmaceutical agents and their uses are described
briefly on the second attachment. These are not used routinely
with every patient. They are used when needed to adequately
examine the eye for pathology.

Doctors of optometry are well qualified to use drugs. The optometric
curriculum includes courses in general and ocular pharmacology. These
are circled in the attached curriculum of a typical optometry school.
Pharmacology is the study of the mechanism of action of a drug, side
effects, disposal by the body, etc. Any practitioner who graduated
before pharmacology became a part of his school curriculum would be
required to complete an appropriate course before being authorized

by the licensing authority to use the drugs.

The fourth attachment shows the history of legislation pertaining to
pharmaceuticals us«d by the profession. This is followed by a map
showing those states that presently authorize the use of diagnostic
pharmaceutical agents (DPAs) by optometrists. States shown white,
including Alaska, are those in which their use is not yet permitted.

It is in the interest of every member of the public to support this
legislation. The professional man should be given all the appropriate
tools of his trade. Therefore the Alaska Optometric Association
endorses this bill, and we urge that you give it your support as well.



E. E BACH. QD.
PHILLIP W. BACH. O.D.. PHD.
OPTOMETRY
SUITE 204 DENALI PROFESSIONAL CENTER
3401 DENALI STREET
ANCHORAGE. ALASKA 99503

Dear Legislator,

The attached bills, House Bill 79 and Senate Bill 75, are in committee
and we expect them to be reported to the floor during the upcoming
session. Tpey provide for the use of certain diagnostic drugs by
optometrists to aid them in detecting eye diseases. The drugs are
instilled as eye drops. Optometrists are legally responsible for
detecting eye diseases in the course of their examination.

The types of pharmaceutical agents and their uses are described
briefly on the second attachment. These are not used routinely
with every patient. They are used when needed to adequately
examine the eye for pathology.

Doctors of optometry are well qualified to use drugs. The optometric
curriculum includes courses in general and ocular pharmacology. These
are circled j.n the attached curriculum of a typical optometry school.
Pharmacology is the study of the mechanism of action of a drug, side
effects, disposal by the body, etc. Any practitioner who graduated
before pharmacology became a part of his school curriculum would be
required to complete an appropriate course before being authorized

by the licensing authority to use the drugs.

The fourth attachment shows the history of legislation pertaining to
pharmaceuticals us™d by the profession. This is followed by a map
showing those states that presently authorize the use of diagnostic
pharmaceutical agents (DPAs) by optometrists. States shown white,
including Alaska, are those in which their use is not yet permitted.

It is in the interest of every member of the public to support this
legislation. The professional man should be given all the appropriate
tools of his trade. Therefore the Alaska Optometric Association
endorses this bill, and we urge that you give it your support as well.

Very truly yours,

Phillip W. Bach, 0.D., Ph.D.



DEFINITIONS

Mydriatics - this type of pharmaceutical agent dilates the pupil
to provide an improved view of the retina. This 1is
particularly useful in patients with small pupils
or those who have central cataracts (opacifications
in the lens of the eye).

Corneal anesthetics - these temporarily remove corneal sensitivity
to allow special viewing instruments to be placed in
contact with the cornea.

Cyc plegics - used to inactivate the nearpoint focusing mechanism
of the eye. This provides a better estimate® of the
reciuited correcting lens power in certain cases, such
as some farsighted individuals.

Miotics - these crnstrict the pupil and lower the fluid pressure
in the eye iIn the rare cases where the pressure Iis
raised abnormally by the mydriatic.
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COURSE DESCRIPTIONS

ANATOMY (ANAT.) PATHOLOGY (PAT.)

BIOCHEMISTRY (BYC.) PHARMACOLOGY (PHR.)
MICROBIOLOGY (MIC.) PHYSIOLOGICAL OPTICS (P.0.)
OPTOMETRY (OPT.) PHYSIOLOGY AND BIOPHYSICS (PHY.)

PROFESSIONAL CURRICULUM
First Professional Year

FALL QUARTER

P.0. Visual Optics I.—Principles ol geomet ical optics as Itapplies to thin and thick lens
s%st_ems, mirrorsand prisms. Introduction tn lens aberrationsand methods of minimizing
their elfects. 3hours lecture, 2hours laboratory. (Rosenblum)

ANAT. Gross Human Anatomy.—Structure ol the human body with special emphasis on
anatomy of the head and neck. Anatomy ol the orbit and adjacent structures; tho cranial
nerves associated with vision and their Cortical connections. Blood supply to the eye and
orbit; embryology of the eye. 4 hours lec'.uro, 12 hours laboratory. FLII’]%

OPT. Optometry and Health Cote.—Introduction to concepts in health care, and health
care professions, the profession of optometry, its history, education and health service 2
hours lecture (Eskridge)

P.0. Cqmﬁ)arative Ncuroblolo?y, ot Vision.—Considerations of the physiological and
anatomical mechanisms underylr&%b,ohaworal responses to light and an‘introduction to
visual science. 2 hours lecturo.” (Christensen)

OPT. Epidemiology nnd Public Health —Introduction to principles and methods of
epidemiology as fhey relate to visual and systemic health problems

WINTER QUARTER

P.0. Visual Optics 1.—Optics ol tho eyo including_refractive errors nnd retinal Imago
size. Measurement and specification of visual stimuli including radlomotry, photometry,
and colorimetry 3hours lecture, 2hours laboratory. (Christenson)

ANAT, Nouroanatomy. -Gross and microscopic anatomy ol Ine human central nervous
sysiom 3hours lecture, 4 hours laboratory (Lin)

OPT. Clinical Orientation.—Preview of somo of tho problems oncounlored In thoclinical
practice ot optometry Discussion ot somo ol the olomontary techniques usod In
examination of tho human visual systom along with clinic observation. ? hours lecturo
and demonstration (Eskridge)

HIST. Histology.—Microscopic structure ol body tissuos and organs as o basis t r
understanding™ function and as a background” for studying abnormal structu a



Laboratory exercises to develop the student's ability in Independent observation of
microscopic detail. 3hours lecture, 6hours laboratory. (Mayne)

ANAT. Anatomy of the Eye.—Detailed macroscopic, and light and electron microscopic
study of the eyeball, opfic nerve, and visual pathways. Embryology of the eye. 3hours
lecture. 3hours laboratory. (Hickey)

SPRING QUARTER

P.0. Visual Optics I_||.—Princip|es,offp.hysical optics including diffraction, interference,
Polanzatlon, reflections, scatter, birefringence and holography 4hours lecture. 2hours
aboratory. (Rosenblum)

BYC. Introductory Biochemistry.—Introduction to biochemis&r(y with emphasison visual
pigments and other ocular substances. 3hours lecture. (McKibhin)

PHY. Mammalian Physiology.—Functi_on of the body's majororg,an systems. Physiology
of central, peripheral, and autonomic nervous systems, cardiovascular, respiratory,

endocrine, digestive, and reproductive systems. 3hours lecture, 3hours laboratory.
(Shoemaker and staff)

F.0. Visual Psychophysics and. Physiol%gy I.—Psychopfv,smal methods. Absolute
sensitivity of the visual system, light'and dark adapfation. Visual photochemistry and
retinal current generatiori. Color vision. Spatial and temporal factors in vision. Motion
perception. Acuity. 5hours lecture, 2hours laboratory. (Greenspon, Christensen)

OPT. Introduction to Clinical Practice —Continuation ol Clinical Orientation I. 1hour.
(E3kridge)

Second Professional Year
FALL QUARTER

OPT. Clinical Examination o' the Visual System |.—Procedures used for examination of
tho human visual system. Detailed use ot direct and indirect ophthalmoscope

goqom)eter, blomicroscopo and perimotor 4hours lecture, Bhours laboratory. (Amosand
etzer

P.0. EPIO Movement Mechanisms,-Doscriptive aspects ot eyo movemont and tholr
control mechanisms. Physiological and anatomical characteristics ol tho oxtraocular
muscles and oyo movements, accommodation and pupillary responses 4hours lecturo.
2hours laboratory (Chrlstor.son and Wilson)

OPT. Ophthalmic Materials | —History ot ophthalmic materials, physical characteristics.
Inns_ power, ophthalmic prisms, multifocal longes. lons specification, inspection,
verification. 2 hours lecturo, 3hours laboratory. (Wild, Poters nnd A Plerco)

P.0. Visual Psychophysics and Physio_lo?_y Il —Foaluros detoction in tho visual nervous
systom. Visual development and deprivation studios. Electrophysiologicnl measures of
vision function. 3hours lecture and demonstration. (Greenspon‘andstall)

MIC. Microbiology.—Introduction to bacteriology, virolo?y, and Immunoloay and their
application to the ocular system. Shours lecture, 2hours Taboratory. (Cassell'and staff)

WINTER QUARTER

OPT. Clinical Examination ol the Visual System Il.—Optical and biological variables
determining the refractive state of the eye. Subjective and objective methods ot
measurement and methods of porrecth refractive anomalies; sklametrP/, keratometry,
visual acuity, subjective refraction, amplitude of accomodation. 4hours lecture, 6hours
laboratory.(Amos arid Setzer)

P.0. Normal Binocular Vision.—Characteristics of normal vision with two eyes.
Binocular correspondence, disparity detection, stereoers. and integration of binocular
stimulation. 4-hours lecture, 2hours laboratory. (Staff)

OPT. Ophthalmic Materials Il —Lens aberrations, performance controlled lenses
transmission, reflection, special lenses, physical characteristics of frames, fitting and
adjusting 2hours lecture. 3hours laboratory. (Wild. Peters and A. Pierce)

P.0. Vegetative Physiology of the Eye.—Physiology of tears, cornea, intraocular fluids
and lens. Intraocular pressure and mechanisms tor its control. 4 hours lecture, 5four
hour laboratories (Wilson)

SPRING QUARTER

OPT. Clinical Examination of the Visual System IIl.—Clinical examination and evalua-
tion ol oculomotor systems, binocular functions, and color vision. 4 hours lecture, 6
hours laboratory. (Amos and Setzer)

OPT. Diagnosis and Treatment ol Anomalies ol Binocular Vision I.—Diagnosis and
treatmont ol amblyopia, strabismus, suppression, anomalous correspondence. 4hours
lecture, 2hours laboratory. (Stall)

OPT. Ophthalmic Materlnls I1.—Optics ol eikon]c lonses, low vision aids, contact lenses,
Design, fabrication, verification, and modification ot contact lonses. 2hours lecture. 3
hours laboratory. (Nordon and A. Pierce)

P.0. Visual Perception.—Perception as a constructive act Attention Role ol vision In
EJgrceptlon )Perceptual plasticity and adaptation. 4 hours lecturo, 2hours laboratory.
reenspon

OPT. Applied Behavioral Science,—Interpersonal relationshiPs nnd communication,
patient, professional and community. 2hours lecture. (Wochsler)

Third Professional Year
SUMMER QUARTER

OPT. Clinical Practice of Optometry |.—Examination, diagnosis, trentment, and follow-
up care lor selected clinic patients” 2Chours clinic, (Opfoinotry faculty)
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OPT. Clinical Colloquia.—Consideration of special testing and diagnostic techniques
used in optometric practice case reports. 2hours seminar. (Eskridge)

FALL QUARTER

OPT. Clinical Practice ¢f O tometm( II.—Theory and practice of optometric clinical care
of patients: prescribing of optical aids and ophthalmic dispensing. 8 hours clinic.
(Optometry faculty)

OPT. Clinical Ocular Disease |.—Consideration of the symptomology and signs ot
ocular disease and ocular manifestations of systemic disease. 2hours Tecture. (Keller)

OPT. Diagnosis and Treatment ol Anomalies of Binocular Vision 1.—Diagnosis and

tSreatme)nt ot oculomotor problems. 3hours lecture. 2hours laboratory. (Monindra and
awyer

(’\JIPTd. A)dvanced Clinical Topics I.—2hours lecture, 2 hours laboratory. (Alexander and
orden

PAT. Systemic Patholo%y.—Gene'al pathologic processes and diseases of the major
organ systems. 4hours Tecture. 4 hours laboratory. (Hartley)

OPT. Pediatric Optometry.—Pediatric epidemiolo,ﬁ; . Considerations of examination,
diagnosis, and treatment of vision problems of children. 2hours lecture. (Mohindra)

WINTER QUARTER

OPT. Clinical Practice ol Optometry Ill.—Continuation of Clinical Practiceot Optometry
II. 8tiours clinic. (Optometry (acuity)

OPT. Clinical Ocular Disease Il.—Continuation of Clinical Ocular Disease | with
omphasis on the systematic study and classification of ocular diseases, and their
ophthalmologic al management. 2 hours' lecture. (Keller)

OPT. Clinical Medicine for Optometrists.—Signs and symptoms ol systemic diseases
es%ecgalllly relaied to the eye and vision. 4hours lecture and hospital rounds (Schnaper
and sta

ﬁPTd' A)dvanced Clinical Topics I.—2hours lecture, 2hours laboratory. (Alexander and
orden

OPT. Contact Lenses |.—Historical development, physical and optical properties of
contact lenses and tholr ada%tatlon to the human oye, with emphnr‘3on anatomical and
physiological implications. 3hours lecturo. 4hours laboratory. (_oach and Wechsler)

OPT. Developmental Aspects ol Visual Performance.—Evaluation and care of patients
with visual oerformanco problems. rlolo of developmental and learning disorders in such
probloms | hours lecturo and 5two hour laboratories (J Piorce and Schuller

OPT. Aniseikonia.—Theory, diagnostic techniques and treatment ol amsetkonic

patients Emphasis on use ol eikonic lenses Lhour lecturo. 3two hour laboratories
(Eskridgo)
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SPRING QUARTER

OPT. Clinical Practice ot Optometry [V.—Continuation ol Clinical Practiceol Optometry
IIl. 8hours clinic. (Optometry faculty)

?KPB. %Iinical Ocular Disease Ill.—Continuation of Ocular Disease Il.—2hours lecture.
eller

OPT. Low Vision.—Examination and care of partially sighted patients. 2hours lecture. 2
hours laboratory. (Nowakowski)

ﬁPTd' Asivanced Clinical Topics I1l.—2hours lecture, 2hours laboratory. (Alexanderand
orden

iagnosis and therapy. Side effects of drug use. 3 hours lecture. (Teague and staff)

G’HR. Systemic Pharmacology.—Dru?s and drug_actions. Role of systemic drugs i

OPT. Contact Lenses || —Continuation of Contact Lenses I. 4 hours lecture, 4 hours
laboratory. (Leach and Wechsler)

OPT. Geriatric Optometry.—Geriatric epidemiology. Consideration of examination,
diagnosis, and treatment of visual problems of %erlatrlc patients. Special emphasis on
management of pre- and post-aphakic, convalescent, and senile patients. 2 hours
lecture. (Potter)

Fourth Protessional Year

SUMMER QUARTER

OPT. Advanced Clinical Practice of Qptometry I.—Optometric examination, diagnosis
and treatment ot patients in outpatient clinics of the Medical Center on a rotating
internsh.p basis. Service performed independently bfv student clinicians under supervi-
sion ot the clinic staff 16hours clinic. (Optometry faculty)

OPT. Special Clinical Practice I.—Clinical practice in contoct lenses, anisoikonia
>p>xid optical aids for partially sighted, strabismus djagnosis, vision training and
orthoptics, developmental vision, “Services performed Independently by student
clinicians under supervision of the clinic staff 2 hours lecture. 12 hours clinic.
(Optometry faculty)

OPT. Clinical Colloquia .—2hours seminar (Kollor)
FALL QUARTER

OPT. Advanced Clinical Practice ol Optometry Il.—Continuation of rotatinP internship
program in gonoral optometry clinic sorvico “16hours clinic. (Optomotry faculty)

OPT. Special Clinical Practice Il.—Continuation ot Special Clinical Practice | - 12hours
(Optomotry faculty)

OPT. Clinical Colloguia I.—Continuation of Clinical Colloguia I~ 1hour sominar
(Eskridgo)
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OPT, Community Aspects ol Optometry |.—Legal development: governmental
relatlonshlﬁs: licénsing procedures: reciprocity; malpractice; State boards, detailed
study ot the optometric laws ot at least one state; representative organizations in
optometry; protessional ethics and codes of ethics. Lhour lecture. (Wechsler)

OPT. Ocular Pharmacology |.—Characteristics of drugs producin? miosis. mydriasis7 \
c¥clopleqla, accommodative spasm and anaesmesia of ocular surfaces. Use and side J
etfects of commonly used ophthalmic drugs. 2 hours lecture. (Chang)

OPT. Contact Lenses [l|—Continuation of Contact Lenses IIl. 2hours lecture. (Leach
and Wechsler)

WINTER QUARTER

OPT. Advanced Clinical Practice of Optometry IIl.—Continuation of rotatinfg internship
program in general optometry clinic service. 16 hours clinic. (Optometry faculty)

OPT. Special Clinical Practice Ill.—Continuation of Special Clinical Practice IIl. 12hours
clinic. FOptometry faculty)

OPT. Clinical Colloguia Ill.—Continuation of Clinical Colloquia Il. 1 hour seminar.
(Eskridge)

OPT. Community Aspects of Optometry Il.—Establishment and management ot an
optometric practice; economics, taxes, insurance, accounting methods, office design
mode of practice, practice administration, and patient relations, professional
organizations and societies. 2 hours lecture. (Wechsler)

PT. Ocular Pharmacology Il.—Continuation of Ocular Pharmacology | 2 hours y
ecture. (Chang)

SPRING QUARTER

OPT. Advanced Clinical Practice ol Optometry IV.—Continuation ol rotatinfg internship
program in general optometry clinic servico. 16 hours clinic. (Optometry faculty)

OPT. Special Clinical Practice IV.—Continuation of Spec'il Clinical Practice lll. 12
hours (Oplometry faculty)

OPT. Clinical Colloquia IvV.—Continuation of Clinical Colloquia IIl. 1 hour sominar.
(Eskridgo)

OPT. SéJecia,I Topics In Optometry and Visual Science.—Independent or joint study in
selected topics ot clinical optometry or visual science 2hours locture (gtaff)

OPT. CommunitY Heallh.—Role of the optometrist in community health care Local,

state, and federal organizations involvod in health caro_Study ot comprehensive health

[(J’I\Iannmg gg]d new trends in health caro delivery Hospital organization 2hour lecture.
ewcom
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UTILIZATION OF PHARMACEUTICAL AGENTS 3Y OPTOMETRISTS

NAME

Rhode Island
Pennsylvania
Tennessee
Oregon

Maine
Louisiana

De lav/are
*West Virginia
Cali fornla
Wyoming

New Mexico
Montana
Kansas
*North Carolina
Kentucky
Wisconsin
Nebraska
South Dakota
Utah

North Dakota
Arkansas
Nevada

lowa

DATE OF ENACTMENT

July 16, 1971
March 1, 197/
May 8, 1975

May 20, 1975
June 24, 1975
July 6, 1975

July 10, 1975
March 4, 1976
July 9, 1976

February 17, 1977

March 4, 1977
April 12,1977
April 12,1977
June 3, 1977
March 29,1978
April 29,1978

(at 10:10 a.m.)
Tat 2:00p.m.)

February 13, 1979

March 15, 1979 e
March 21, 1979
March 22, 1979
April 2, 1979 m
May 25, 1979

June 8, 1979

*both diagnostic and therapeutic

[In addition,

there are eight (8) other states that do not

statutorily prohibit the use of DPAs by optometrists; seve

these states have attorney general
(-unfavorable) on this point:
Idaho (State 3oard Statement +),
New Jersey (AG+),

For your Information we are
geographically the utilisation of pharmaceutical

Alabama (AG-),

Indiana (AG+),

Virginia (AG-).]

optometrists as of June 8, 1979.

opinions (+favorable)
Florida (AG+)

Michigan,

agents by

ral of

Minnesota,

Including an updated map showing



UTILIZATION OF PHARMACEUTICAL AGENTS BY OPTOMETRISTS

JUNE 8, 1979

NORTH DAKOTA

MINNESOTA
south Dakota WlSCONS|N
doming

NEBRASKA ILLINOIS

INDIANA

Colorado
MISSOURI
KANSAS
nlucky
Mexico OKLAHOMA tnnESSLC

Texas arkansasj

dabam, o6 rGa\

<L OUISIANAL

ALASKA

HAWAII

fMissir.sippi FLORIDA

Carolina

CAROLINA

CLEARIYPE
STATE OUTLINE

UNITED STATES
V,. ivn
iw

MEGIM e



UTILIZATION OF

Authorized by Optometrists by Statute

Permitted by Opinion of Attorney General or State Board Statement

No Statutory Prohibition

No Statutory Prohibition but Negative A.G. Opinion



SRA 378-C
Anchorage, Alaska 99507?
March 11, 1979

Senator Glenn cnhey

As a taxpayer and voter in the 3tate of Alaska, and as an
ophthalmologist, 1 feel 1 should express an opinion concerning
House Bill No. 79 (Senate Bill No. 75)* I wish to point out

that 1 am not in a private practice, and I will derive no financial
benefit from the outcome of this bill.

First, both in its derivation as a word and its meaning from any
dictionary, optometry has always referred to the measurement of
the visual function of the eye so as to prescribe corrective lenses.
The diagnosis and treatment of eye disease has always been in the
realm of ophthalmology. In this framework, 1 know of no eye medi-
cations that are necessary for the practice of optometry. Cer-
tainly "diagnostic drugs" has nothing to do with optometry, and
would serve as a seemingly clever (but dishonest) disguise to fur-
ther confuse an already confused public concerning who"s who in
eye care. IT the optometrists argue that certain drugs are neces-
sary™ to their practice, then one might wonder how they have been
able to practice their specialty all these years without them.

I am a bit chagrined to see such petty bickering at a professional
level over one"s image and income.take up legislative time. I hope
you realize that at the core of this dispute is what constitutes the
practice of medicine, and this is not just a quarrel among eys care
professionals. Improvement of vision through corrective lenses is a
satisfying accomplishment for so many patients. I do not understand
why optometrists are unhappy with their present situation. For those
who want to involve themselves with eye disease, a medical school
education and ophthalmology training is always available as proper
prerequisites. I have met two optometrist-ophthalmologists and know
of several others, so this educational path is in fact available.
Please give careful thought to the average Alaskan who you represent
and the need for such a bill. |1 think you will agree that when

special interests are set aside, you all should be spending your time
on more important legislation.



Pouch V
Mail Stop Number 3100
Juneau, Alaska 99811

Dear Senator Hackney:

House Bill 79 (Senate Bill 75) relating to optometrists (nonphysicians)
using medications has recently been introduced this session. 1 hope you
can take a few moments from your busy schedule to read a brief summary
of what I feel are important points as regards this legislation.

1. Optometrists are not physicians. Nooptometrist in Alaska has had
any instruction in pharmacology or drug side effects from anyone
with a Ph.D. or masters degree in pharmacology, no optometrist in
Alaska has ever had any instruction in anything from a full-time M.D.
on any optometric school staff, and no optometrist in Alaska has ever
had any formal classroom or clinical training by an ophthalmologist
(a physician with specialty training in eye disease and management).

2. Legislation, as presented, would let the Optometric Board evaluate the
qualifications for drug use by optometrists. The Legislative Audit
Performance Review of 11-1-78, noted:

a. The state licensing examiner was asked not to attend the last
examination given by the Optometric Board.

b. The Audit Committee also found evidence of examination results
being changed, regrading of examinations, and deletion of exami—
nation questions.

c. The Audit Review was unable to find recent oral, written, or prac—
tical exam questions and answers.

How can this Board, who has apparently compromised its integrity and
responsibility given them by state statute but has also never had any
experience in pharmacology, be expected to fairly pass on the qualifi—
cations of one of its own practitioners to use medicines in the eye.

3. The trend across the country is to defeat this sort of legislation.
In 1977, this type of legislation was defeated in 17 states and passed
in four; in 1978, it was defeated in 15 states and passed in two; and
already in 1979, it has been defeated in one state and passed in none.
This legislation is not beneficial to the public welfare, further con—
fuses the consumer as to who he is entrusting the care of his eyes, and
endangers the public at the hands of nonphysicians.

A.  "Diagnostic drops"™ 1is a misnomer. The drugs don"t diagnose - people
diagnose. Dilating the eye is not a prerequisite to making a diag—
nosis of eye disease, dilating the eye is not a prerequisite to sup—
plying children with the proper correction for glasses, and anesthetic
drops are not a prerequisite for the diagnosis of glaucoma.



5. Optometrists (non-M.D.s) have no training in the management of side
effects of these medications; e.g., myocardial infarction (there were
seven cases of documented heart attacks due to these drugs in the United
States in the past 12 months) or narrow angle glaucoma caused from di—
lating the eyes (there®s an extremely high incidence of this condition
in Alaskan natives).

6. Optometrists are not trained in the detection of pathology. An optome—
trist, currently a member of the Alaska Optometric Board, caused an eye
to be lost in a four year old child because of his inability to recog—
nize disease and refer the child in a timely fashion. Please find en—
closed an issue of PEN newsletter which, in detail, describes Judge James
Fitzgerald®s findings in the Fourth Judicial District, U.S. District
Court in the State of Alaska in October of 1978.

7. Let me suggest some appropriate amendments to this legislation if you
feel it is in the public®s best interest:

a. There should be mandatory referral if the vision cannot be corrected
to 20/20 in each eye in an adult or 20/30 in a child under eight years
of age (this is a current law in England).

b. There should be no "miotic drop™ inclusions. No one considers miotic
drops as a diagnostic drug.

c. It would be appropriate to ensure the availability of malpractice
insurance to optometrists to protect the public.

d. There should be no grandfather clause.

e. Any pharmacology or pathology testing should be done by the American
Board of Ophthalmology. They are the most experienced group & " the
logical group to design such an examination.

f. There should be mandatory referral, as per Dr. Alfred Lemoine who
is often cited by optometry as an ophthalmologist in favor of diag—
nostic drug use by non-M.D. optometrists (see enclosure - 10 points
in the history, 33 points in the clinical evaluation).

The regulation of the practice of the various professional andparaprofessional
groups 1is not for the benefit of the licensee but for the benefit of the state
and its people. No where does case law suggest that public protection will be
qualified; 1.e., that the risk may be increased a little bit but not a lot.
The intent 1is protection and the language is explicit.

A disregard for excellence, as would result with passage of House Bill 79
(SB 75), as it is presented to you, will adversely affect the superior level
of eye care currently offered to the citizens of Alaska. A little bit of
this Bill 1is like a little bit of syphilis.

Thank you for the time you have taken.

Sam A. McConkey, M.D.



There are ocular complaints obtained in the history and findings dur-
ing an ocular examination that almost without exception are an indication for
referral to an ophthalmologist for definitive diagnosis and therapy.

1. Rapid visual loss - ever a period of minutes or hours.

2. Episodes of intermittent periods of reduced vision.

3. Sudden onset of "floating spots"” in the field of vision.

4. Flashes of light in the visual field.

5. Defects in the field of vision, scotomas.

6. Distortion of objects or lines.

7. Rapid onset of visual haze with no specific
decreased-visual acuity.

8. Severe pain around the orbit or in the eye.

9. Prolonged severe pain in the occipital area.
10. Diplopia or visual confusion.

CLINICAL FINDINGS

Best corrected visual acuity 20/40 or less, unless

had a prior diagnosis by an ophthalmologist.

Any patient whose refractive error changes one half a diopter

or more, especially on the hyperopic side, within ninety days

except for children with myopia.

Masses of the lids or adnexa either with or without inflamma-

tory signs.

Defects in the lid margin.

5. Redness that is most marked in the 2 nm zone adjacent to the
cornea.
Any type of corneal clouding or infiltration either with or
without congestion of the conjunctiva.

7. Cloudy anterior chamber.

8. Blood in the anterior chamber.

9. Small, poorly or nonreactive pupil.

10. Dilated, poorly or nonreactive pupil.

11. White pupil reflex.

12. cataracts or lens opacities before the visual acuity is re-
duced to 20/40 or less.

13. vitreous "floaters".

14. Blood in the vitreous.

15. Papilledema.

e

Indications for I15nfrrr.il <fnml.~ o.~m--—-



16. Optic atrophy, primaryor secondary.

17. Larger or smaller thannormal disc.

18. Abnormal disc cupping.

19. Dilated veins with or without retinal hemorrhage.

20. Narrowed arteries with or without retinalhemorrhage.

21. Any masses seen in thefundus, pigmented or nonpigmented.

22. Retinal hemorrhages, one or both eyes.

23. Pigment disturbance, either increase.in pigment or decrease
other than the dark fundus of the black race or lack of pig-
ment in blond or albino patients.

24. Any areas of retinal elevation.

25. Retinal tears.

26. Presence of diplopia.

27. Nystagmus.

28. Scotoma.

29. Distortion of lines Amsler Grid or objects.

30. Any visual field defect other than blind spot.

31. Ptosis.

32. Intraocular tension of 22 or more on two or more occasions.

33. Exophthalmos, unilateral or bilateral.

Indications for Referral of Ocular Problems



DR. RICHARD L. HOPPING
President

DISTRIBUTION: Dr. Lemoine *

Senator Hackney

Dr. Thomas
Dr. M oscovice
Dr. Tietz

The enclosed catalc s and material
are being sent to you as requested
by Dr. Susan Klein. These materials
were made available to the Project
Advisory Committee at the recent

meeting here/;at SCCO.

Edie Palmer

Secretary to Dr. Hopping
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There are 7things
to look for

In good vision care.

Heres one of
the best places to start:
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----- affirmative action/equal opportunity employer e January 30, 1979

The Honorable Glenn Hackney
State Capitol

Pouch V

Juneau, Alaska 99811

Dear Senator Hackney,

I am sending along the enclosed information, as a result of your conversa-
tion with Phil. These materials were distributed at the Optometry Education
Project Advisory Committee meeting in Fullerton on January 27, and Phil

felt you should see this in light of your pending business.

Minutes of the meeting and related information will follow shortly.

Cordially,

Linda Dunham
Secretary
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VI. OPTOHET8T

Optometrists represent only a small proportion of all health
practitioners, bat they play a significant role in providing health
services, mainly as the point of entry to the health care system for
the provision of vision care services. Optometrists examine eyes for
vision defects and other abnormal conditions, test depth and color
perception, and when necessary prescribe lenses and treatment. Is
providers of primary health care, optometrists nay refer patients

for treatment of ocalar and systemic diseases to ophthalmologists.
Conversely, some of the vision services usually provided by
optometrists may also be rendered by ophthalmologists.

Pros all indications, there appears to be a shortage of

optometrists and other vision care practitioners in the (Kkilted States.
The number of optometrists has grosn only slightly in recent years,
and less growth is anticipated then in other health professions.

Since a large number of optometrists graduated through the G.I.

Bill and will likely be retiring in the next 10 to 15 years,

the expected net addition of new practitioners in the field will have
a somewhat smaller impact on total supply than in other health

disciplines. However, by 1990 supply and requirements should be more
or less in balance.

1 namber of issues and trends relate directly to the optometrist's
role in the health care system and the provision of vision care

services. A factor likely to affect the practice of optometrj and
provision of services is the increase in continuing education
reguirements as a pre-requisite to licensure renewal. Optometrists

are increasingly being included in wmrious health care programs,-which
should affect the overall provision of vision csre and the

requirements for their services. In organised health delivery
settings more attention is being paid to quality assessment of vision
care. Judgments about quality of care and practitioner proficiency

are normally difficult, but optometry normally deals with readily
visualized or measurable conditions and is more amenable to the
comparision of practice to standards than are most health professions.
Peer review may be used to measure and assure the quality of medical
and optometric practice, but the role of optometrists in the review
responsibilities of Professional Standards levlev Organization has yet
to be determined. Among other changes that will affect the profession
is the increasingly widespread use of auriiiaries which will have an
impact on provision of services and on the requirements Tfor

practitioners. Mew technological developments may also change the
scope of practice.

A major issue that has surrounded optoamtry for m»ny years, of course,
is the relationship between optometry and ophthalmology. While some
overlap in services, specifically refractive services, exists at
present, there are specific unique roles iIn the provision of vision



care for both professions. Puture interactions betvccn the
professions will impact on the provision of vision care services, on
requirements for these.services, and on training and education for
both professions. These and other issues are important and
developments must be monitored in order to evaluate the role of
optometrists in the provision of vision care services.

Number and Characteristics o f Optometrists .
_ ,

The number of active optometrists has increased only slightly in
recent years, despite the impetus provided by recent Federal
legislation. The number of new optomatrists has only slightly
exceeded the number of optometrists leaving the profession. In 1975,
it is estimated that there mere 19,900 active optometrists (civilian
and military). Of these, approximately 19,200 mere providing some
form of patient care.

On the basis of limited historical data, the number of active civilian
optometrists has increased only moderately in recent years, and has
not hept up with population growth. Such 1increases in supply as have
occurred are due to the rise in graduatesefrom schools supported under
the Health Professions Educational Assistance Act of 1963.

I'n view o f the overall increase in the number of active civilian
optometrists, the ratio of active optometrists to population has
declined slightly, from 9.3 active civilian optometrists per 100,000
population in 1960 to 9.2 per100,000 in 1973.
The effects o f the G .1l. B ill of tho 1950’ s and the sudden increase in
numbers of optometrists comopleting their education can s till be seen
today. One half of a |l optometrists are between us and 60 years of
ago. (Table A-YIl-1) Oon the other hand, recent increases in supply
arc becoming increasingly evident, as nearly 20 percent o f active
optometrists are under age 35, and optometry is expected to becora an
increasingly younger group. * .
Relatively few women are in optometry, uith the proportion of active
female optometrists only slightly more than 2 percent. Hovever, the
population of females in schools o i optometry now exceeds 10 percent,
and the proportion of women is expected to rise somewhat in the coming
years.
Overall numbers of. minorities in optometry are also quite small,
although the field appears to be unusually attractive forthose of
Japanese/Chincse descent (Table A-YIl-2). Although only hB O active
optometrists (2.5 percent ot the total) in 1973 vere members of
racial/ethnic minority groups, fully three-fifths of this total were
Japanese/Chinese. Intensive recruiting efforts have served recently
to increase the number and proportion of m inorities in the field.
VI2



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



mm mu --
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

VI-11



}.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
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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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OPHTHALMOLOGY mm
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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



THEPEN

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

VOLUME 3 NUMBER 15
e e e o e
C

he child’s condifion were avnilnblc in the

edicgl Editors.. Jnmes H. Allen, M.D., Ne ?)Dle'aﬁsoRS Leqnard, B. Alenick, M.D., Tacoma, \Wash.
Bt o MO e AR R O
oduction Munager: Edward S. Barclay

AliRRS e flle gt v The Aisicions i oghin diptygek, e n ron-profit corporation houcunrtored

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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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-",

PRO
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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

« Mall to: Jamea H. Allen, M.D.,’\%V%(aumce
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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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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.
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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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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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31
32
33

34
35
36
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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.

4
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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
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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
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P'C outt proper correc on, at coma. Instead of actua y tou

eye’s axis.
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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






Ophthalmology
BOX 1629
SOLDOTNA. ALASKA 99669

TELEPHONE 262-4462

February 18, 1980

Senator Clem Tillion
Pouch V
Juneau, Alaska 99811

The optometrists would have the legislature believe that they simply
desire the use of a "little dose of eye drops™ iIn order to serve the
public better!

The enclosed page from one of their leading journals clearly portrays
their real rHives for legislating themselves into the world of eye
drops. The. e people ultimately will be requesting that you create eye
surgeons out of them.

The Optometrists have attached their drug bill to their Licensing Board
renewal which will be renewed as part of the "sunset legislation” Thus

renewal of their board will create drug pushers out of them. This is
quite a sly maneuver! | hope the Free Conference Committee sees this

and deletes it from their Board renewal bill.



OPINION

More on third parties

To the Editor:

May | clarify a statement n the ar-
ticle, "Third Party Care Comes to
Steel Country," wnich appeared in
your Decembér issue?

The article states, “One schedule
Permns charging the patient the dif-
erence betweenlens and fee benefits
and the 0.D.'s charge."

It is important that doctors of op-
tometry understand that the differ-
ence which they may charge is be-
tween thebe}mourét of tthe beneﬂ}t] and
a reasonable and customary charge
established bﬁ the carrier. y. :

Although there are a few minor ex-
ceptions, the vast majority of the
steel programs do not permit partici-
patlngbprowders to charge the differ
ence between the program benefit
and the individual doctor's usual and
customary charge The ceiling is es-
tablished by the'carrigr

Terg OH Stark
Hamsbury, Pennsylvania

No time to look beck

To the Editor: -
Articles in various professional jour-
nals vehemently oppose the use of
drugs, sphygmonanometry, nutri-
tional couriselling and othér proce-
dures which are essential to the prac-
tice of anary eye care.

The- latest of these is a letter by Dr.
Harold Fricdenberg (Review of Op-
tometry, October who str tes.
“Never 'has optometrY been a profes-
sion capable of or trained for the
therapeutic aspects of eye care "

| think that 1)r Fricdenberg under-
estimates the capabilities and train-
ing of contemporary optometrists
And | am sure ti>at he overestimates
the capabilities and training of other
doctors who_use therapeutic drugs
without restriction. .

Other disciplines are evidently not
as squeamish al<oul expandm? their
professional sco,ie Opticians it soft

and hard contact lenses without ben-
efit of formal undergraduate or grad-
uate training. Nurses are expanding
their scope of practice considerably
with fe ver professional prerequisites
than are requireo of optometrists.
Dental h¥g|enlsts and dentyrists are
seeking licensure to practice inde-
pendently of dentists. Podiatrists and
osteopaths practice on a level which
IS S|gn|f|cantl¥ higher than their orig-
inal ‘concept of practice. .

The field of health care is cha,ngmg
and optometry must change with i
The rapid growth of retail optical
concerns is a threat to private opto-
metric practice. If our profession is to
survive, it must upgrade its scope of
services commensurate with that pro-
vided by other health care profes-
sions,

This is no time to look hack at what
has been. What will be is our imme-
diate concern. ,

Vincent P. Lnpica, OD.
Brimr, New York

Coming sooner or iaterf
Tnthe Editor:
It's time for Dr Friedenberg to sto
Rractlcmg lj)tb century oPtometry, f
e feels"he isn't capable of using
therapeutic druqs, then he shouldn't
But, please, let others practice a
full scope optometry. We are pre-
pared to treat And, sooner or later,

e . Martin A Mab, 0.12l
Philacelphia, Pennsylvani

Courage to stand up
To the Editor. .
Congratulations to Harold L Frie-
denberg, O.D, who had the courage to
stand Up and take an "Unpopular
Stand" (Opinion, Octoberi ,
Orgamzed optometry is running
scared, and it should lieQne year ago

Twarms! our state association presi-

dent and executive director that our
members didn't fully understand or

appreciate the reasons for the adoP-
0

tion of the tremendous assessment

fund the National Consumer I'omrnu
mcation Program | predicted that we
would lose many members, cs|ieciall>

ina'd around big cities like Chicago.
My warnings were completely ig-
nored id now, one year later, we
have the results: Our local society,
which had 58 members one year ago,
is now down to .19 with the number
dr(\)ﬁpmg rapidly. .

e can criticize the politicians. We
can blame the FTC. Sears and Pearle
Vision But those of us who have a
practice large enough to take in a
Young gradUate, and who don’t are
he real reasons why our profession is
going dow n the drain.

Our future lies with our new grad-
uates. Please make a spot for them in

your practice. ,
Herbert E Smith. OD.
Des Plaines, lllinois

0.D. *: Ready for more

Tothe Editor:
1hope all the Jimmie Newells and
Harold Friedenbergs have said their
Blece (Opinion, Octoberi, because ¥ou
0ys are bringing me and the profes-
sion nqht down. =

The Tegal limitations imposed upon
this poor profession frustrate me.
And I'm sure they frustrate most eth-
er recent and futlre graduates.

We are intelligent and we are ag-
?re_sswe. We are Teady to treat patho-
ogical conditions, of the eye. And giv-
en the opportunity for postgraduate
training, we are ready to perform
surgery’”. , ,

I'm “sick and tired. of referring a
routing conjunctivitis or ?Iau_coma
natient. I'm sick and tired of giving in
to the fancies of the FTC ‘and ‘the
propaganda of corimerciahsts.

Let's put ourselves above all this,
lets shoot for the top. To do so, we
must work tn pass more laws that in-
crease the scone of our practice And
we must think seriously of the reality
of post-optometric training in the
H]elld of ophthalmic surgery and pa-

ology o :

To all the Jimmie Newell's of this
profession, go cut a few lenses and
adiust | few frames. But for God's
sake keep quiet and allow this profes-

sion to go forward
Alan Frank O.])
Berwick Pennsylvania
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February 28, 1980

The Honorable Glenn Hackney
Alaska State Senate

Pouch V

Juneau, Alaska 99811

Dear Senator Hackney:

Enclosed is information relating to Georgia's passage of diagnostic
pharmaceutical legislation for optometry on Feb. 14, 1980.

There are now 32 states which allow the use of diagnostic drugs
in optometry (24 by changes in optometry laws, 8 by existing laws).
There is simply no excuse to allow the ophthalmologists to stall
passage of the Alaska DPA bill (HB79 and SB75). Is there some
compelling reason why this should not be passed, that has not been

brought to the attention of the hundreds of legislators in these
32 states?

Respectfully,

Dennis Albert, O.D.

IP
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OFFICE OF COUNUEL.

VOL. XXXVIII, BULLETIN NO. 28 February 19, 1980

T0O: 0, T, DEC-C, Statutory Definition Advisory Committee, EMS,
E, NE, State Association Presidents, Executives, Legislative
Chairmen, Attorneys, Legislative Counsel, Statutory Definition
Chairmen, Optometric Legislators, IAB-EC, State Board
Presidents, Secretaries, Attorneys, Administrative Heads of
Schools and Colleges, Mrs. Martin, AC, FRC, GC

SUBJECT: Georgia Legislation

FROM: Thom-3 E. Eichhorst, Counsel

On February iL, 1980, Georgia Governor George D. 3usbee, a
Democrat, signed into law Senate Bill 31* This law, entitled,

"AN ACT To amend Code Chapter 84-11, relating to optometrists,
so as to permit the use of pharmaceutical agents for diagnostic
purposes by optometrists; tc provide for the appointment of an
additional member to the Georgia State Board of Examiners in
Optometry; to change certain of the provisions relative to the
appointment of members; to provide for the confirmation by the
Senate of persons appointed as members of the Board; to repeal
conflicting laws; and for other purposes”™, 1is enclosed.

The bill pas ed the House on February 4, 1980 by a vote of
121-42. It passed the Senate, as amended, on February 5, 1980,
by a vote of 33 to 22.

Georgia 1is the twenty-fourth (24th) state to enact legislation
specifically authorizing optometrists to utilize pharmaceutical
agents. Twenty-two (22) states authorize optometrists to
utilize diagnostic pharmaceutical agents; two states authorize
optometrists to utilize pharmaceutical agents for diagnostic
and therapeuti- purposes. The list (and dates of enactment) of
those stator. 1s as fellows:



UTILIZATION OK P"L
NAME

Rhode Island
Penns®lvania
Tennessee
Oregon

Maine
Louisiana
Delaware
#West Virginia
California
Wyoming

New Mexico
Montana
Kansas
#North Carolina
Kentucky
Wisconsin
Nebraska
Soith Dakota
Utah

North Dakota
Arkansas
Nevada

lowa

Georgia

DATE OF EN

July 16, 1971
Mar -h 1, 197"
May 3, 1975
May 20, 1.975
June 27, 1975
July 6, 1975
July 10, 1975
March 1976
July 9, 1976.
February 17,
March 4, 1977
April 12, 1977
April 12, 1977
June 3, 1977
March 29, 1978
April 29, 1978
February 13, 1979
N-rch 15, 1979
March 21, 1979
March 22, 1979
April 2, 1979

May 25, 1979

June 8, 1979
February 1A, 1980

1977

*both diagnostic and therapeutic

[In addition,

(at 10:10 a.m.)
(at 2:00 p.m.)

there are eight (8) other states that do not

statutorily prohibit the use of DPAs by optometrists;
of these states have attorney general
(-unfavorable) on this point:
Idaho (State Board Statement +),

Minnesota,

For your

geographically the utilization of pharmaceutical

New Jersey

information We are

optometrists.

Alabama (AG-),

Indiana (AG+),
(AG+), Virginia (AG-).]

several

opinions (+favorable)

Florida (AG+),
Michigan (AG-),

including an updated map showing

agent3 by

2/ IV8 *



UTILIZATION OF PHARMACEUTICAL
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fOUTH Dakota’
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TO: Senator Glenn Hackney Mar. 15, 1980
Alaska State Senate

Dear Mr, Hackney:

I have moved recently to Alaska from the state of
Oregon where Optometrists are allowed to use diagnostic
drugs. I see no reason why Doctors of Optometry 1in
Alaska should not be given the legal right to use these
drugs which tney are trained to use.

Senate Bill No. 75 is a cause which you should support.

Thank You.

Mrs. Edel J. Laycock
RLdgetop Loop
Fairbanks, Alaska 99701



Honotable Glenn Hackney Match 13,1980
Ata*ha State Senate

Pouch ¥

Juneau, Ala*ka 99811

Vean Ma. Hackney;

I would tike to utge you to *uppott Senate Bill 75.
The blit utill ptoirote bettet eye health cate by gtantlng cptometni*t*
the flight to u*e iagno*tlc dtug* In thcit pto™e**lonal fiield. It
will at*o co-Vied the Inequity o& content Alaska law chlch allow*
health aid* to adminl*ten the*e eye dtop* while pnolubiting theln
u*e by a Vocton. Of Optometty.

Thank you.

Mu. Jame* Sewell
S.R.Box $0922
Palthank*, Ak. 99701



March 20,

Mr. Glenn Hackney
Alaska State Senate
Pouch V,

Juneau AK 99811

Dear Mr. Hackney,

I would like to ask your support for
Senate Bill No. 75. Optometrists should be
allowed by law to use the diagnostic drugs
whicl they are trained to use.

Thank you for your consideration.

Sincerely,

P.0. Box 5451
North Pole, AK 99705

1980



CA AN rp-dijl-LA X1 A

Yobiccsg M.d <0-c  -"E<2Ve> yindL 1 -t/ ft

-J-f <cE uNMy\ACLLE 1@t *-/

NJJguu ~MUCIujgl y  &E<I*JLIJL>.

tXFo'<-ld <is ~ £ua </
A * A

(r ih u tffr 2.



	SHES11 SB 75



