


SECTIONAL ANALYSIS OF SB 189 "AN ACT RELATING TO THE PRACTICE OF OPTOMETRY AND

AUTHORIZING THE USE OF PRESCRIPTION DRUGS BY OPTOMETRISTS™

SECTION 1 ADDS A NEW SECTION TO THE STATUTES TO AUTHORIZE THE USE OF, AND

PRESCRIPTION OF ALL PRESCRIBED(OR LEGEND) DRUGS BY OPTOMETRISTS.

SECTION 2 (a) AUTHORIZES THE OPTOMETPY BOARD TO IDENTIFY AND APPROVE BY
REGULATION UNDERGRADUATE AND POST GRADUATE PROGRAMS THAT TRAIN
OPTOMETRISTS IN THE USE OF PRESCRIPTION DRUGS. ALSO AUTHORIZES
THE PROMULGATION OF CONTINUING EDUCATION REGULATIONS.

(b) PROHIBITS THE USE BY OPTOMETRISTS OF ANY DRUGS OTHER THAN

LEGEND DRUGS, AND ONLY WITH THE APPROVAL OF THE BOARD BY LICENSE
ENDORSEMENT.

(c) A LICENSE ENDORSEMENT ATTACHES TO THE LICENSE FOR EXPIRATION
PURPOSES AND MAY BE RENEWED UPON EVIDENCE OF COMPLETION OF REQUIRED
CONTINUING EDUCATION.

(d) THE BOARD SHALL ADOPT REGULATIONS FOR THE USE AND PRESCRIPTION OF
LEGEND DRUGS AND MAY IMPOSE SANCTIONS AGAINST VIOLATORS.

(c) THE BOARD OF OPTOMETRY WILL NOTIFY THE BOARD OF PHARMACY OF

ALL LICENSEES HOLDING A LICENSE ENDORSEMENT.

SECTION 3 REMOVES FROM STATUTE THE PROHIBITION AGAINST Th5 USE OF DRUGS
BY OPTOMETRISTS, AND ALLOWS THE USE OF DRUGS FO DIAGNOSIS AND
TREATMENT OF INFLAMMATIONS, INFECTIONS AND INJURIES OF THE EYE

AND EYELID.

SECTION & SAME AS SECTION 3 IN AMENDINF THE DEFINITION OF THE PRACTICE OF
OPTOMETRY .

SECTION p DEFINES LEGEND DRUGS AS THOSE REQUIRING A PRESCRIPTION.

SECTION 6 INCLUDES OPTOMETRISTS IN THE STATUTE AS THOSE ALLOWED TO PRACTICE

MEDICINE AND THEREFORE LIABLE FOR VIOLATION OF PRACTICING WITHOUT A
LICENSE.



SENATE BILL NO. 189
“An Act relating to the practice of optometry and authorizing the use of
prescription drugs by optometrists.”

This Bill would permit the use of legend drugs by certain optometrists and
would delete from the definition of optometry the restriction against the
use of drugs. Legend drugs as defined in Section 5 of the Bill "means
drugs whose containers must hear a label prohibiting dispensing without

a prescription”. The Bill also spe0|f|ca||>( 0Perm|ts optometrists to
enfqage in" the "diagnosis and treatment, including the use of drugs, of
inflammations, infections and injuries of the eyes and eyelids".

Ama]or|t¥ of states now allow optometrists to use diagnostic topical
drugs, either through specific enabling legislation or though the lack
of specific prohibitions. Few, if any, permit the use of therapeutic
drugs. This Bill, as now written, would aPparelntIy permit the use of
any drug, whether topical or systemic, in the diagnosis and treatment
by an optometrist of inflammations, infections and injuries of the
ayes and eYehds. Arguably, the proposed legislation may be construed
to permit the practice uf opthalmol ogic surgery by optometrists since
surgery is not specifically prohibited.

Even the use of diagnostic topical drugs by optometrists, i.p., drugs
which cause the pupil to open or to close down or which paralyze the
muscles which control the shape of the lens, has teen controversial.
Those in favor of the use of drugs by optometrists argue that opto-
metric services are more widely distributed than ophthalmologic ser-
vices and that the oPtometrlst_serves as an entry point for primar
eye care. The use of diagnostic drugs is said to expand the ability
of the optometrist to recognize eye abnormalities and to increase
medical referral for diagnosis and treatment. The optoinetric group
alfs%o tstates that the use of diagnostic drugs rarely causes adverse
effects.

Those _oploos!ng such legislation argue that the use of drugs would not
materially improve fhe capacity of optometnsts to recognize abnorm-
alities. ~Optometrists are not expected to dla%nose diseases of the
eye and, if a departure from normal is noted, the patient is expected
to be referred to a physician for diagnosis. The co*am on the part
of the medical community is that the optometrists v/ould be making
diagnostic judgements which the physicians do not believe them qual-
ified to make.  Moreover, the medical community notes that adverse
reactions, while admittedly rare for certain of the diagnostic drugs,
can have extremely sericus consequences when they do occur. A
higher rate of OFredwposmon to a certain type of glaucoma in Alaska
Natives is cited. Use of mydriatic drugs could possml){) precipitate
an attack. The potential use of therapeutic drugs can he expected

to raise even greater concern.

Limitations are placed on the use of cert.a’ <diagnostic drugs hy
Ieglslatlon_ in some states. In Oregon, for example, the Board of
Optometry is empowered to designate the d|a%nost|c_ pharmaceutical
agents for topical use, but provides that the designation shall be
with the advice and guidance of the Board of Medical Examiner's,



POSITION PAPER
SB 189 (cont.) A

Some states define the type of training in pharmacology which would be
required before an optometrist would be permitted to use even diagnostic
drugs. SB 189 contains no such provisions.

The Department of Health and Social Services does not supPort HB 225 in
its present form because of the overly broad definition of the types

of drugs which would be authorized, vagueness with regard to the limits
of optometric practice and lack of provisions with re%ard_ to the education-
al qualifications required for use of drugs. If the eglslature chooses
to authorize use of certain drugs by Q,otometrlsts, the Department suggests
tha*' definitions and restrictions similar to those in use in other states
may je advisable and that the Erofessmnal opinion of the medical and
o?tometnc communities should be sought to insure the health and safety

of the general public.

Recommended by: |
E. SCRabeau, M.D., Director
Division of Public Health

Date:

Approved by: _
Robert London Smith, Ph.D.
Commissioner . .
Dept, of Health & Social Services

Date:
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In reviewing House Bill if75 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 1is

a class of drugs called miotics. This group of drugs 1is 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) response 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 intro—
duced and defeated last year respectively was: "To take care of angle closure."

"To use this as I first aid measure." This 1is treatment.

Treating angle closure glaucome is very di.ficult and requires more than just
putting a miotic eye drop 1in the eye. Troatiu-at of this condition requires

surgery 1in 1 cases. To break the angle closure attack before surgery, hospital —
ization, Diamox and intravenous Manitol is necessary in many cases. IT angle
closure glaucoma goes untreated, blindness results. All cycloplegics and mydriatics

(dilating drops) can cause angle closure glauconma.

Jt has been suggested to you by the optometrists that the incidence of angle

closure glaucoma is only 1 in 18,400 cases. What they do not tell you 1is that
unique situation exists with the native Alaskan. The incidence of angle closure
is 1 in 1,900 cases and even higher if dilating drops are used. This problem

usually takes several hours to develop, long after the optometrist would have left
the village. If we were to allow the optometrists to use dilating drops, this
would result in many mure unnecessary surgical emergencies and possible blindness.
In view of this well known fact, ophthalmologists are hesitant to use myoriatics

and cycloplegics in the Alaska native, especially in the bush areas.

Miotics are a therapeutic ciass of drugs and are listed incorrectly in the
proposed bills as diagnostic drugs. Either the optometrists do not have a
thorough understanding of the eye medications, or they are asking the legislators
to allow them to treat glaucoma and other eye conditions. The proposed bill lists
only broad general categories of the desired eye medications, no 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 ave readily absorbed intothe bloodstream and are

capable of producing a wide range of total effects.

Cocaine, a topical anesthetic and mydriatic (dilater ofthe pupil) 1is a Class 11
narcotic controlled substance which is subject to wide spread abuse by addicts

and requires a controlled substance registration certificate to dispense or use.



Optometrists are not medical doctors and cannot get a federal narcotics certificate.

These drug bills are inconsistent with federal regulation on this point.

Atropine and Scopolamine are cycloplegic agents which paralyze the eye®s focusing
power and in sufficient doses produce iriitability, 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 duplicated in deaths in older
people through strokes and in children through cardiac arrhythmias. Phospoline
lodide, a miotic which constricts the pupil, 1is 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 insecticides and

nerve gas. This medication has been shown to produce retinal detachments and

cataracts.

The above are only a few examples demonstrating what potential dangers exist in
the \arious 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 1increased.
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Furthermore, this construed dilemma is removed by a landmark decision by Judge
James M. Fitzgerald, United States District Judge for Alaska in the Timothy
Steele case in Fairbanks, Alaé&ka. This 1is the case where an optometrist in
Fairbanks used a dilating drop and noted an abnormality and did not refer the
child to a medical doctor. The following is a direct and full quote of the
Judge®s conclusion:

"1 conclude that competent optometric practice required that

Timothy"s parents be notified and that the child be referred.

The failure to inform and refer was not a "judgment call® but

a violation of the governing principles of professional

standards.

Optometrists are trained to recognize symptoms of many diseases
which may be discovered by eye examination. They are not per—
mitted under recognized optometric standards to undertake a
definite diagnosis but recognize this as the responseoility of
a medical doctor. Obviously, it is foreseeable that failure

to refer to a qualified medical practitioner, when required to
do so, will result in delay of diagnosis and the institution of
treatment; so it proved to be in Timothy"s case. At the time
the referral was finally made to an ophthalmologist, it was too
late. Time had run out, and the only thing that could be done

was to remove the eye.

I conclude that the plaintiff is entitled to recover in this action

from the United States for the loss of Timothy"s right eye.
DATED at Anchorage, Alaska, this 20th day of October, 1978."

SS: James M. Fitzgerald
United States District Judge

If these bills passed, the statutory law would be inconsistent with common law
or court decisions. Let us examine the optometrist®s construed dilemma a bit
closer. In an article "How the General Practitioner Can Determine the Need for
Ophthalmologic Referral™, it has been shown that the initial clues to eye disease
are determined by history, visual acuity and external examination by handheld
flashlight. Only .1% of eye disease is initially determined by using dilating

drops. See Table A.



In sum, to both the conscientious physician and the conscientious optometrist
the need for referral of a patient to an ophthalmologist is usually obvious
through the application of history, visual acuity, and external examination

by hand-held flashlight., and does not require sophisticated instruments.

Most importantly, do not dilate the pupil. Routine tonometry according to
established standards and viewing the fundus oculi through the undilated pupil
are the additional needed methods. The use of mydriatic drugs to dilate the

pupil risks precipitating acute narrow angle glaucoma by a 9:1 ratio over

uncovering any hidden disease process. Thus it is obvdious that there 1is no
dilemma at all. This dilemma was construed by the optometrist for legilative
purposes.

By now you have heard from the optometrists that there is another law suit

filed against an Anchorage optometrist. They also state that if they could
dilate the pupil to look in that the law suit would not have been filed. Well,
the optometrist dilated Timothy Steele®s pupil and still a law suit was filed
and was won by Timothy Steele. The falacy of this statement by the optometrists
is clea;: in light of Judge Fitzgeralds decision and the article on what people

need ophthalmologic referral.

The ophthalmologist is a medical doctor who has completed a 3-5 year residency
program after one year internship preceeded by 4 years of college and 4 years

of medical school. He 1is trained in the diagnosis and treatment of ocular
dysfunction and disease and in the use of all techniques or treatment including
drugs, surgery, laser photocoagulation, radiation, etc. Because he has been
trained as a general physician first, his perspective of the eye is 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 demonstrates the overall education and numbers of optometrists
and ophthalmologists. From Table 1 it is- evident that the ophthalmologists have
much more training in pharmacology and pathology than the optometrists. Still

the optometrist.® continue to compare their curriculum hours to dental school

hours. They continue to say that if the dentists can use medications, why can"t
we . 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 appropriate to compare ophthalmologists curriculum hours

to optometric curriculum hours. (Please read Ref.//43, which explains this point
in detail for the State of Alaska.) It is immediately obvious that the ophthal —
mologist has many more hours of classroom or book learning and many more years of
clinical experience. The optometrists indicate that they can also take courses,
but where do they get the years of clinical experience of putting drugs into the
eyes of patients under close supervision ,,f the clinical medical professors who
are medical doctors. Optometrists simply do not get this type of training. Book

learning is one thing, but clinical experience is most important.

Table 2~ gives a comparison of consumer services offered by ophthalmologists and
optometrists. It is quite apparent that there is considerable overlap. This is
most apparent with respe:t 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 treatment. The ophthalmologist is trained
to provide complete eye care and to evaluate ocular dysfunction in the context of
total body physiology and pathology. The ophthalmologist is a complete eye care
provider. Although the overlap of professional services is greatest for refrac—

tions, this is a source of considerable consumer spending in both professions.

ECONOMICS (AND PRACTICE)?

Table 37 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
is not listed. This would make the total ophthalmologic dollar spent on eye care
far greater than the optometric dollar. If 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 these figures. For example,

if the Kennedy-Mills National Health Insurance proposal were to include coverage
of sight correction services, total spending for these services would rise by 21%
cr $866 million dollars per year. It is obvious that there will be considerable
effort by optometrists to ensure their fullest possible participation in 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 them—

selves into 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 primary eye care providers.

This image change is being sold to the pu. lie by a sophisticated national
advertising compaign. This multi-million dollar campaign is funded by the

national optometric organization through dues and special assessments. They are
trying to sell themselves as "your family doctor of optometry...the one to see

and keep seeing". Calling themselves family doctors in the opinion of the ophthal —
mologists is misleading since they are not medical doctors as are the family prac—
titioner or family doctor. These adds are occurring on national T.V., radio and
magazine; such as, The Ladies Home Journal, Better Homes and Gardens, ate. Adds
that show stethoscopes hanging around the neck of the optometrist is also mislead—
ing, as the general public associates the medical doctor with the stethoscope.

One article in the Anchorage Times even referred to a group of optometrists as

physicians and the word ophthalmologist was used. (See supporting documents)

We should expect that in the future the Alaskan optometrists will follow the attempt
of other state optometric associations to next try for the priviledge to use these
same diagnostic drugs as therapeutic 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 consumers and therefore are 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 1is the same. Thus the
source of the fallacy: that since they compose 70% of the national work force

they see 70% of the eye consumers.

g
Table 1 indicated the total number of practitioners in each group. The median

number of patients seen per week by optometrists was 43.2; the median seen by
ophthalmologists was 102.9. The ophthalmologist sees more than twice as many
patients as the optometrist while he comprises only 30% of the work for.ee. 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 in Alaska show that there is a total of 40 optometristsl® and 25

ophthalmologistsl®& Thus the ophthalmologists make up 39% of the state work force



epeople in all section®s of the state and in many small commun —

ities through the 1itinerant 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 belie-*® diagnostic expertise 1is 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 been said by the optometrists that they would like to wuse

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 1incidence 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 in

many more cases of acute angle closure glaucoma, for which they
are not trained to treat, and which requires quick and 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 viith 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 its
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police powers to oversee those activities which are 1involved

with health, education and Welfare.%3 The healing arts parti—
cularly have been the subject of regulatory legislation which
specifies strict requirements for the practive of such prcfes-
sions.14 The intent of such restrictive legislation 1is avowadly
the protection of the public against injuries it may suffer from
the conduct of such business or calling.The state may reason—
ably 1impose any condition precedent to the grant of 1its consent

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

to that objective.

The wusual 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 1involved.”
Constitutional challenges to this power of the state have been
universally defeated when that power has been reasonably

exercised.”

Licensing requirements wusually 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 wupon the practice can be
found 1in state statutes which define unprofessional or unethical

conduct.”

The above state powers are broad and greatly 1influence the scope,
and freedom of practice by the health care provider. Although
the right to follow a profession 1is recognized as a valuable

20
property right which is constitutionally protected, such a right

Ls not absolute; there 1is no natural or vested right to practive

within the healing professions. Any such right 1is a conditional
21

use.

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

in the legislature to:



.regulate the practice of medicine and surgery and the

sale of drugs and medicines."
From this, courts have construed legislative authority to regulate,

by means of separate statutory licensing requirements, all of the

various professions and occupations engaged 1in health care delivery

This 1includes many professions which are not obviously included 1in
.the practive of medicine..." 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

2
educated. &
This,is a logical stance for the legislature to take. If the
. . . . .26 .
legislature has an avowed 1interest in protecting the public, it

must make some 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. Thau includes courses,
testing and most important of all, <clinical experience under super —
vision. E?is is the legislative 1intent 1in enacting licensing

D

statutes. This reasoning 1is followed with consistency in cases

. ) i . 2
involving almost e”ery viewpoint and aspect of health care.”™

Great latitutde 1is given by the courts to the legislature 1in
defining 1its public health goals. However, the goal 1is universally
stated 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.
Although the legislature may enact such regulatory legislation as
it may consider necessary, there must be a rational basis wupon
which the legislative determination rests. This cannot be
interpreted as meaning anything less than that such legislation
must appear to be rationally directed toward the achievement of

the stated 1 sgislative goal and to be reasonably rational 1in the

means which it seeks to achieve that goal.



is made with “whole body" disease/function. The eye 1is studied

in isolation as an optical 1instrument. 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 wusing

of drugs, just 1like the performance of surgery, must be founded

on a broad-based curriculum 1involving many hours of supervised
clinical experience using drugs. To allow any health care provider
to practice with- only Jlimited classroom experience and testing
violates the legislative duty to protect the public from risk of

incompetency from Jlack of clinical experience."™"

A.s a second step, the legislature can require continuing education
for those practitioners who have already completed broad formal
training upon which additional, up-dated 1information may be ration—
ally correlated. This type of post-graduate instruction always
preseumes 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 those 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 which the course 1is presenting. Crash
courses which involve totally new material, presented to practition—
ers without that clinical jJjudgement or experience necessary to

actually grasp the real 1impact of the data presented, lot alone the

nuances, can be expected to create clinicians who will test their
newly acquired knowlege 1in the public sphere. The hazards of such
an appraoch 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 wunarguably well-trained 1in the Ilimited sphere of

practice which optometry has exercised to date, to extend their



a) Goal - in, 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 professloa.”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. The stated legislative goal is
increased public protection, not increased public risk. Nowhere 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.

b) Means - The means by which thelegislature attempts to arrive at its

stated goal must be reasonable and rational.” The means which have been

used by all states to regulate the professions have been noted above.
states have attempted to ensure the competencyof each practitioner and
then limit each to the area of practice embraced within the training
which that practitioner has received.”5 if this means anything, it
must mean chat 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)A he must provide
evidence of training sufficient to ensure the public from health care

which 1is inadequate. Such 1inadequacy 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,

state has two related ways to oversee clinical performance.

The state may require evidence of formal professional training which has as
its foundation and primary goal, a strong commitment to an understanding
and clinical application of those methods, techniques and material to which
the public will be exposed and 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 restimony, it 1is
apparent that optometric training as it now exists in the State of Alaska
is not directed toward a broad understanding of human pathology/physiology/
pharmacology with supervized cx*"" -. experience.43 Training is limited to
a superficial, most theoretical, presentation of data concerning ocular
dysfunction witn inadequate clinical supervised experience. Not only do
the data show that the instruction given the optometric student is very

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



clincial practice to include the application of drugs to the eye

would be an irrational approach toward the protection of public
health. » IT the curricula of optometric schools demonstrated
sufficiently integrated 1instruction 1in 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
sQ

adequate substitue for many hours of supervised ""linical exper —

ience. "

It should be repeated that the strong 1interest of the state in
protecting the public, has traditionally aad appropriately placed
rigid conditions and restrictions wupon 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 bv the medical service provider than
ever before. These expectations directly flow from the public®s
increased understanding that they each, as individual complex
biologic units, are biochemically affected 1in manifold ways via

the environment, foods and drugs. Any Jlegislative change which
would franchise greater administration of drugs and which simultan—
eously does not require Ffirm, convincing evidence of a profound
understanding of the disease to be detected,its -infect on the human
body, the biochemistry of the drug to be wused, Lgnores the public

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

the above principles.



AGENCY ACTION FOR ASSURRANCE OF THE HIGHEST QUALITY EYE

CARE FOR THE CONSUMER.

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

provide public protection in matters of health.

Currently, states have 1little control over the calibre of
training which optometrists acquire prior to licensure. An

optometrist may have trained 1in 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 >wo problenms

are immediately apparent:

1) The members of the Board of Optometry have 1little personal
experience in ocular pharmacology, ocular pathology, and
diagnosis. They are themselves graduate of optometry schools

which have offered Ilimited training because the board members

took their training when little time was devoted to course work

in pharmacology, and now have little experience with drugs.

It is difficult to see how such a Board can adequately evaluate

such clinical ability in optometric applicants for licensure,

not 1is it clear how such a Board can construct any “refresherl

course that would adequately prepare the optometrist for his

broadened responsibilities. What 1is wusually used 1is a "canned”

course, prepared elsewhere.

2) The ability of the Board to carry out 1its mandate to protect

the public from those few individuals that would use these

diagnostic drugs also as theraputic drugs would find themselves

in a frustrated position. The Board can do nothing to prevent

this and the fine.for practicing medicine without a medical

lice.ise is only $100.00.



The regulation of the profession by the Optometric Board

will Nhr. considered appropriate so long as it is reasonable

and necessary 1in the 1interest of health, safety of the people.
Licensing of optometrists by a Board 1itself lacking 1in the
necessary qualifications to evaluate clinical performance

and knowledge, is 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 1protecting"the public health.

The regulation of the practice of optometry 1is not for the
benefit of the Ilicensee, but for the state and 1its oeople._"
Certainly, if the practice of medicine and surgery is 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 Jlooked critically at the past trend toward the expansion
of optometric sercies into medical care, aid with the present trend
of more and more states defeating this kind of ~ill, it is proper

that some statement be 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 wupgraded substantially enough
to provide him with clinical expertise sufficient to satisfy

appropriate public expectations of high competencey; or

2) optometrists must work in 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 involvement 1in treatment vrationals
and administration. This would be similar to the military,
Veterans Administration and Al3~ka Native Service, where the
optometrist use these drugs under the direct supervision of

the ophthalmologists.”



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

“guire the relocation of optcmetric 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 opcoraetrist
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 seenm

to want co become doctors, but do not want to go through the extensive number
of years training it requires. This is particularly true when tne results or
error or incompecency can be blindness.

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

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

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

It could work well 1in private care.

Finally, 1if state legislatures believe that it 1is proper to ex"pand
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 all 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 1its citizens
or it should minimi® e that responsibility and lower 1its 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 specialist M.D."s- but, of

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



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 Medicire. Following graduation from Medical school

and a general or specialty 1internship, the resident enters
a program which requires 65 hours a week of ophthalmologic

instruction; .of this, approximately 8 hours a week 1is 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 1interest. Although optometrists may agrue
that these requirements are not appropriate for them, such on
analysis 1ignores the fact that 1in expanding their role 1into the
practice of medicine optometrists should be subjected to the
same educational requirements. Unfortunately, there 1is no
short-cut to professional competence. This 1is particularly
ture 1in the rapidly expanding and complex Ffield 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 National Health Insurance on the Use
and Spending for Sight Correction Service, 1976. (This study
was underwritten by the AmericanOptometric Associatidn, 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 Tabe.l 1 of the Trapwell Study.

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

This economic impact will be divided not only by optometrist and
ophthalmologists, but also by opticians and lens/fram/con tact
lens manufacturers.
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Worthen, note , 0p-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 1in Connecticut, sees

56 patients per week for complete eye examinations. Also, if
this patients per examiner data 1is narried 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 1is rendered
by ophthalmologists in 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 in 1975. The repor :ers
estimated that approximately one-half o f 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 fiel-i 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 surgical problems. (Ophthalmologists
obviously do 100% of significant eye surgery and treatment of
ra®.jor eye disease) It is remarkable to note that even though
there were approximately 10,000 practicing ophthalmologists, as
compared to 20,000 optometrists 1in 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 cf 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 affects the health, welfare and safety of the people
cf the this state, and should be regulated 1in the public interest
and limited to qualified persons..." (Amendment 1975)
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Ellstad v. Swayze, 15 Wash. 2d281, 130 P2d 354 (1942).

See clso, Katchum 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, I1d., 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 1licensing
of health professions 1is necessary and probably rises above

such critisism. Gellhorn, lhe Abuse of Occupational Licensing,e
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, 353, supra, Accord. Dantzler v.
Callison, 230-S.0. 75, 94 WE 2d 177, app- dismd. 352 U.S. 939(195
Kelly v. Carroll, note 15, 85, supra.

Art. 20, 2

Ellstad v. Swayze, note 13, 353, supra.

State v. Bonham, 93 Wash 489, 161 P 377, 379 (1916)

Kelly v. Carroll, note 22, supra.

State ex rel Fleming v. Cohn, 12 Wash 2d 425* 121 P2d 954 (1942)
Accord, State v Hauk, 32 Wash 2d 68;. 203 P2a 693(1949)

61 Am Jan 2d, Physicians, Surgeons, and other Healers, 19;86
ALR 623, 624"

Ex parte Whitly, 144 Cal. 167, 77 P 879 (1904)

"It is enough that...it might be though that the particular
legislative measure was...rational..." Williamson v. Lee Optical
Co., 348 U.S. 483, 488 (1955), Douglas, J., majority opinion)

See note 15, supra.

Campbell v. State, note 15, supra.

"A law which

reduces or

prevents any 1increase 1In an ..evil

tends to safequard the public welfare..."1d? at 462. (emphasis
added).

Williamson v. Lee Optical, note 29, supra.

State v. Houc"., note 27, 700, supra.

Worthen, note , O0p-160, supra.

"...the Jlegislature was careful to require definite knowledge
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Southern College of Optometry has NO M.D., PhD., or anyone
with a masters or bachelors degree in pharmacology teaching
at that idinstitution.

University of Houston College of Optometry has NO M_.B., 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 Jlisted 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 fronm
the I1llinois College of Optometry who graduated 1in 1977 and the
one graduate of Southern Calidfornia College of Optometry. It

appears that the maximum number of optometrists in the state that
had any pharnacology training from any M.D. or M.D./PhD. in
pharmacology 1is zero.

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

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

the staff of any school attended by 37 of the 40 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 of 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 in the teaching or 1in the clinical
aspect of optometric education, but it appears from the available

evidence, that the maximum number of optometrists currently prac-—
ticing 1in Alaska that had any full or part-time instruction,
either by lecture or in the clinical setting by an ophthalmologist

s zelpie V
jotate v. Spino, 61 Wash 2~ 246, 377 p2~ 868, 870 (1963)
Pennington v. Benelli, 15 Cal App 2~ 316, 59 P2~ 448

Campbell v. State, note 15, 466, supra.

The AAO Nov~-Dec. 1977. "AGREEMENT REACHED ON DEFINITION OF
MILITARY OPTOMETRIST- The army, Navy and Air Force have agreed
on a common definition Ilimiting 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 1in the

year. On June 15th James W. Foristel, 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 1imporve 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, 1immed iate

medical care 1is available 1in the event of adverse reaction. 1"

The optical Journal and Review of Optometry, June 15, 1976
Volume 113 No. 6



TABLE A. EXAMINING ELEMENTS THAT INDICATED OPHTHALMOLOGIC

DISEASE IN 716 PATIENTS.

HISTORY 255 (?5.6%)
VISUAL ACUITY 198 (27.7%)
EXTERNAL EXAMINATION BY HAND—

HELD FLASHLIGHT 157 (21.9%)
REFRACTION 4 (  .6%)
TONOMETRY 69 (9.6%)
SLIT LAMP 23 ( 3.2%)
UNDILATED FUNDUS 9 (1.3%)
DILATED FUNDUS 1 (1%

716 100%
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TABLE 1

SYMPOSIUM ON LEGISLATION

PH. D.

Comparison

License

Prerequisite

Curriculunm

Pha rraacolo gy

Pathology

Period of training

for education
high school

Time
after

Number of active
prac ticioners

Number of students

Total number of
practitioners and
students

Total number of
profess ionals

eye

Mr. George Hall"s
March 1, 1978

Profess ionals.
126 hours - Southern

meeting

Mayo Clinic and lowa

THESIS BY DON C.
THE OPHTHALMOLOGIC OPTOMETRIC

of Optometry

report on

College

PEARSON, M. D. -

and

Optometrists

In all states as
optometrists

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

School or College

64 hours*
126 hours **

20-60 hours

4 yrs (34-3.6 months)

6-8yrs (54-72 months)
Max. 4yr. undergrad.
Max. 4yr. Opc. <college

21,900

4,985

24,933

24,800 (70% of total)

Pennsylvania
of Legislative Coalition

of Optometry

APRIL 28,

INTERFACE T. A. A. 0. 0.

School

1977 - WORTHEN

1977

Ophthalmology

Ophthalmologists

In all states as
Physicians and
Surgeons

Graduation from
Medical School
3 - 4 years

(M.D.)
College

Medical school 1intern—
ship, Postgraduate
(residency)
307*** (187 hrs.
with 18
clinical
120 hrs.
with 4yrs
clinical
200 hours general
3 years clinical
148 hours ocular
3 years clinical

general
months
and
ocular
6rao.

with
and
with

3-5yrs. (36-60 months)

I1-1"*yrs. (120 months)

9,322
1,914 (residents)

10,496

10,629 (30% of total)

of Optometty to
of Health Care



TABLE 1A

OPTOMETRIC EDUCATION

DEFICIENCY
As; prepared by John W.
University of Louisville School

DOCUMENTED FOR
Gamel, M. D.
of Medicine

REDBOOK

EDUCATIONAL BACKGROUND REQUIRED FOR DELIVERY OF EYE CARE:

Comparison between Optometry and

REQUIREMENT

Admission

Total Training after High School

Class and Laboratory Time

Supervised Practice of General
Medicine (Internal Medicine,
General Surgery, Obstetrics-
Gynecoiogy, Psychiatry, Primary
Care)

Supervised Practice of Medicine
and Surgery of the Eye

TOTAL TRAINING HOURS

Number of years during
which training occurred

Hours per year

Ophthalmology*

OPTOMETRY

2 years of

SURVEY

OPHTHALMOLOGY

4 years of colie

college plus 4 years of
medical school
6 years 12 years

1,650 hours

0 hours

0 hours

1,650 hours

4 years 7 years

412*5 hours

3,249 hours

3,240 hours

5,240 hours

11,739 hours

1,677 hours

information

1. Course Handbook of

2. American Association of Medical
p. 86 87 (re:

3. Residency Training Schedule,

abstracted from:

Indiana University,

University of Louisville School

University of Louisville.

Division of Optometry,

of Medicine.)

Department of Ophthalmology,

1975-76.

Colleges Curriculum Directory,



TABLE 1Ib

BREAKDOWN OF HOURS SPENT IN EDUCATION OF OPTHALMOLOGIST

1. Class & Laboratory:
Medical School
1st year 871
2nd year 748
1,619

Residency:
Lectures:

5 hrs per wk x 150 weeks 750
Basic Science

40 hrs per wk x 10 weeks 400
Home Study

20 hrs per mo x 24 mos 480

1,630

TOTAL DIDACTIC TRAINING
(HRS.) (1 + 2) 3,249

Supervised Practice of
General Medicine
54 wsk x 60 hrs. per wk
(includes night calls &
weekends) 3,240

Supervised Practice of Medicine
and Surgery of the Eye
35 hrs per wk x 150 weeks 5,250

TOTAL TIME SPENT IN SUPERVISED
PRACTICE (HRS.) (3 + 4) 8,490

TOTAL TIME SPENT IN FORMAL
EDUCATION OF OPHTHALMOLOGIST

AT THE UNIVERSITY OF LOUISVILLE

(HRS.) (L + 2 + 3 + 4) 11,739

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

Summary of Hours of Didactic Learning
Offered During Residency:

Ongoing Lectures:

Monday, a.m. 1lhour
Tuesday, a.m. 1hour
Thursday, a.m. 2 hours
Friday, a.m. lhour
TOTAL: 5hours per week

Basic Science Courses:

40 nrs. per wk lectures/labs
Duration: 10 weeks

Home Study Course:
20 hrs per month
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TABLE 2

ON, M. D. -
INTERFACE

Service offered by Optometrist and

Service

Optometris ts

Refraction 99%
Ophthalmoscopy 92%
Contact Lenses 79%
Visual Fields 75%
Tonometry 66%
Orthoptics 50%
Low-vision aids 40%
Biomicroscopy 32%
Aniseikonic Testing 8%
Treatment of eye disease 1-2%

West Virginia and

North Carolina
Surgery 0%

1977 - WORTHEN
0. O. 1977

Ophthalmologist

Ophthalmologis ts

99.5%
99.5%
58%
94%
99.5%
53%
55%
99 .5%
9%

100%

99%
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TABLE 3

CONSUMER SPENDING FOR VISION

SERVICES IN" 1975

OFFICES OF
OPTOMETRISTS

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

CARE AND SIGHT

CORRECTION

OFFICES OF
OPHTHALMOLOGISTS

$510
500

180(14%)

60

1,250

No optical shops

No surgery
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How Hie GeneralPractitioner Can

Determine

The Need for Ophthalmologic Referral

Henry S. Campell, MD, Martinsville, Virginia

w HEN should a patienl be referred to an oph-
thalmologist? Are eye drops and sophisticated
tnstruments needed to make the referral decision?
These questions are crucial to the proper care of eye
problems, whether the patient presents initially to a
physician or to a non-medical practitioner.
This study delineates the ways in which the possi-
bility of visual system disease can be recognized in
non-ophthalmologir office practice.

Method

The author, an ophthalmologist practicing in a
semi-rural area of Virginia, documented 21,000 con-
secutive office patient visits from October 9, 1978
through December 14, 1978 Each of these visits was
classified into one of three groups: no disease, new
disease, and old disease. No disease meant that the
patient had no significant complaints, may or may
not have required glasses for normal visual acuity
and had no findings of a significant medical problem.
New disease meant that the patient gave a history
suggesting significant visual system disease and/or
was found to have significant visual system disease;
new disease patients had not been seen or treated
previously for this problem by the examiner or by his
partner ophthalmologist. Old disease patients had a
significant visual system disease which had been seen
and/or treated previously by the examiner and/or by
his partner ophthalmologist. Patients with con-
comitant old and new disease problems were classi-
fied according to the new problem. Patients with
more than one old disease problem were classified
according to the more serious problem.

Address correspondence to Dr. Campell at PO Drawer
3151, Martinsville VA 24112.
Submitted 1-12-79.
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All patient examinations included history, visual
acuity, external examination, slit lamp biomicroscope
examination and a view of the fundus oculi through
undilatcd pupils. Tonometry was done in all adult
patients without infection. A dilated fundus exami-
nation was done in all patients scheduled for a rou-
tine examination plus those patients where history
and/or other examination indicated the need. Visual
field examinations were done where indicated.

Results

In a mature ophthalmologic practice, one expects
to sec relatively few patients without disease. Indeed,
the examiner in this study saw only 284 patients
(28.4%) without disease and 716 (71.6%) with disease.
In the diseased group, 491 (65.6%) were already un-
der observation or treatment.

Table 1lists the means by which disease was sus-
pected. Notice the heavy preponderance of history,
visual acuity, and external examination by hand-held
flashlight as the initial clues to disease. These three
are, of course, different facets of the same stone and
could well be combined, i.e., if a patient stales that he
does not see well, and if his visual acuity is indeed
decreased, then the patient’s history is confirmed. In
610 (85.2%) of the 716 patients with disease, this triad

Tabic '. Examining Elements That Indicated Ophthalmologic
Disease in 716 Patients.
History 255 (35.6%)
Visual Acuity 198 (27.7%)
External Examination bv Hand-Held
Flashlight 157 (21.9%)
Refraction 4 ( 6%)
Tonometry 69 (19.6%)
Slit lamp 23 ( 3.2%)
UnJilatcd Fundus 9 ( 1.3%)
Dilated Fundus | ( 1%)
716 100%
VOLUME 106



indicated visual system disease. Refracting four high
myopes or noticing thick spectacle lenses would have
indicated the need for careful indirect ophthaloscopy
for peripheral retinal abnormalities.

The majority of patients with new disease pre-
sented with acute processes, such as infection, iri-
docyclitis, foreign bodies and the like; here history,
visual acuity and external examination by hand-held
flashlight again gave the clue. Those patients with
old disease had chronic disorders such as cataracts
and glaucoma; for these, tonometry and slit lamp ex-
amination added meaningful information. The 69
patients found to have glaucoma could have heen
suspected of the disease by using Schoitz tonometry
or non-contact “air putF’ tonometry. The nine pa-
tients found to have optic atrophy, glaucomatous
cupping, diabetic retinopathy, and macular degener-
ation were suspected by viewing the fundus oculi
through the undilated pupil.

Slit lamp biomicroscopic examination gave the
clue in 23 of the 716 patients with disease, mainly for
diseases of the comea, silent iridocyclitis, and poten-
tial narrow-angle glaucoma. Two new and seven old
patients with potential narrow-angle glaucoma were
seen. Dilating the pupils of these nine patients could
have precipitated disastrous attacks of acute narrow-
angle glaucoma, and mydriatic eye drops were dis-
tinctly contraindicated.

An asymptomatic superior retinal hole was found
in one patient because the history of retinal detach-
ment in the other eye made an extraordinarily dili-
gent search of the retina mandatory. Without this
history and with only a routine examination of the
retina, the hole would have been missed by the ex-
aminer.

Only one patient had a significant abnormality
which was not suspected prior to dilating the pupil.
Although her benign choroidal nevus was known to
her from an examination about one year prior, she
did not reveal this to the examiner initially.

Table 2sums up how disease was suspected in the
716 patients found to have visual system problems.

Conclusions

How, then, can the non-ophthalmolgic practitioner
know when a patient should be referred to an oph-
thalmologist? Most often, the study shows, through
the basic medical triad cf history, visual acuity, and
looking at the external eye with a flashlight. Family
physicians can ta”e heart at this. And they may be
cheered as well to Itnow that the success of this triad
obviates the need for sophisticated instruments: In
only 23 of the 716 patients suspected of having dis-

VOLUME 16

Table 2. How the Non-Ophtbalmolgic Pracdtiooer Could Have
Deiermined the Need for Ophthalmolgic Referral in 716 Patients.

History, visual acuity, external
examination (the basic
medical mad)

History, visual acuity, external
examination, undiiated fundus

History, visual acuity, external
examination, undilated fundus,
lonometry

History, visual acuity, external
examination, undilated fundus,
lonometry. noticing thick
spectacle lenses

History, visual acuity, external
examination, undilated fundus,

610/716  (85.2%)

619/716  (86.5%)

688/716  (96.1%)

694/716  (96.6%)

tonometry, noticing thick

spectacle lenses, slit lamp 715/716 (99.9%)

NOTE: In nine of the above 716 patients, dilation of the pupil
witb eye drops could have induced an attack of acute narrow-angle
glaucoma.

ease was an instrument required that is not in the of-
fice of most physicians, namely, aslit lamp.

As for eye drops, the recommendation is BE-
WARE. Eye drops can, in certain cases, change a
chronic visual problem into a dangerous emergency.
Nine patients seen in this study, as noted, had the po-
tential for acute narrow-angle glaucoma, and dilating
the pupils of any of these nine patients could have
produced an extreme emergency in the office of the
general practitioner or non-medical optometrist.
Moreover, eye drops may precipitate alarming side
effects; in the course of this study two patients with
comeal foreign bodies became faint, with decrease in
blood pressure and nausea, after application of topi-
cal anesthetic drops (although neither patient had a
seizure or total loss of consciousness).

In sum, to both the conscientious physician and
the conscientious optometrist the need for referral of
a patient to an ophthalmologist is usually obvious
through the application of history, visual acuity, and
txtemal examination by hand-held flashlight, and
docs not require sophisticated instruments.

Most importantly, do not dilate the pupil. Routine
tonometry according to established standards and
viewing the fundus oculi through the undilated pupil
are the additional needed methods. The use of myd-
riatic drugs to dilate the pupil risks precipitating
acute narrow-angle glaucoma by a 9:1 ratio over un-
covering any hidden disease process.

Acknowledgment
The author ihanks Donald W. Richman, MD, and
Douglas M. Rampona. MD. for their assistance and ad-
vice.
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MM... wHO TEACHES OPTOMETRISTS MEDICINE?

CURRENT SCHOOL CATALOG STUDY COMPARES FACULTIES AT SEVERAL TYPICAL MEDICAL AND DENTAL SCHOOLS WITH
FACULTIES AT ALL OPTOMETRY SCHOOLS IN THE U.S.

Total - Full Time  OPHTHALMOLOGISTS ~ PHARMACOLOGY o u W EN TS
Total Total - Facult F’ollM.D. %Iinirc]al" (M.D. Eye Specialists) DEPARTMENT Other
ota otal - Facu rolessors  Teachin -
o T Studenyt (Full or WDl Rl Pat  MD. MDS- PhD.MS Ms, ctmicar — Refers working with
MEDICAL COLLEGES Students  Faculty Ratio  Part Tune) Specialists Time Time Residents M.D./Ph.D. orOS. ur B.S. patients In hospitals or out-patient clinics
Medical University ol ** Ophthalmology Residents spend 3 months
South Carolina College ol Medicine 660 1281 1.9 651 201 3 23 O** 25 0 0 630 during their 3-year residency in an intense

6

S _ _
oot e Hbcine 480 1102 23 632 483 8 10 16 2 70 0 470 [t Oprahadmologists at Colby College-
2

o rov 720 944 13 495 246 3 10  8'* 0 0 0 449

DENTAL COLLEGES

Medical University ot South Carolina 84 D.D.S. teaching mostly Clinical

College of Dentistry 160 312 20 74 0 0 0 0 6 25 0 0 123 9 are D.D.S., Ph.D.
dical Coll irgini 126 D.D.S. hi ly Clinical
tolloge oF Dy o 439 33 80 3B/ 0 0 0 8 20 0 0 127 30aebos mp oy
COLLEGES OF OPTOMETRY
Southern College 604 49 08 2 0 0 0 0 0 0 37 2 7 The 2 part time M.D.s are classroom lecturers
ot Optometry Mt nut in Pathology -
IHirois Col lege 600 56 .09 1 0 0 0 0 0 1 47 1 6 The only M.D. Isa part time Lecturer
ol Optometry MKT tiur In Pathology -
Pennsylvania College 552 89 .16 5 0 0 2 0 0 1 55 4 17
of Optometry mm tur
Southern Califoria 384 83 22 5 0 0 2 0 0 3 65 5 8
College of Optometry mm nut
Pacific University 340 23 .07 1 0 0 0 0 0 0 12 1 8 The only M.D. s a Professor of Physics
College ol Optometry mm nut and Oplics, part tine.
New England College 332 66 .20 4 0 0 2 0 0 1 52 5 4
ot Optometry mm mu
University of Houston 284 64 .23 2 0 0 0 0 0 0 47 4 7 The 2 part time M.D.s are Classroom
College ot Optometry Mat tiui Lecturers in Palholog, -
Indiana University 38 .14 0 0 0 0
College of Optormelry 216 0 0 0 2 4 1 No M.D.s on Staff.
Ohio State College 228 63 .28 1 0 0 1 0 0 0 46 4 12 The only M.D, ispart lime. He lives 100 miles
of Optometry il away In Cincinnati.
University of Alabama 160 48 .30 3 0 0 0 0 1 0 22 9 12 All M.D.s aro part tlmo classroom lecturers.
College of Optometry mm mic One M.D./Ph.D. lectures in Pharmacology.
State Uni i |
N Yoereo?llggg of Optometry 160 122 .76 IVSI9IIUt 0 0 6 0 0 0 87 3 22
i ity of Califomi i i
A Ty 26 T X 00 8000 & U 2 gommmip e kel
Physiological Oplics
Fertis Slate 100 31 3 0 0 0 0 in the Bi
Col lege oF Optonetry 0 O 3 e et o T
Undergraduato Collcgo,
CAN MEDICAL EYE CARE BE ENTRUSTED TO OPTOMETRISTS WHEN THIS STUDY catalCoq study SoSm

PROVES THAT THERE ARE N O FULL-TIME M.D. INSTRUCTORS INANY OPTOMETRY SCHOOL ANYWHERE? .DSiTn<= "97T",/VLMOLOGICAL SOCIETY
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BULLETIN
“from
COUNSEL
VOLUME XXXIV, BULLETIN NO. 62 March 8, 1976
TO: State Association Presidents, Legal-Legislative Chairmen,
Attorneys, Executives
FROM: Thomas E. Eichhorst, J.D., Counsel; AOA, St. Louis

SUBJECT: West Virginia Legislation
DTST: 0, T, Drs. Rhodes, Rush, Division Executive Committee Chair
men, ED, WOD, GC, C, AA, Division Directors, E, NE,

Administrative Heads oC Schools and Colleges

The. West Virginia Legislature has enacted Committee Substitute

for 11.B. 1005 (as amended). The West Virginia House of Delegates
(the lower house) on Monday, February 16, 1976 passed the bill by
g vote of 58 to 39. On Friday, pebrtiary 20, 1976 the state Senate
passed the bill by a vote of 27 to 4. Governor Arch A. Moore, Jr.,

vetoed the bill on Saturday, February 28, 1976.

On Tuesday, March 2, 3976 the House considered the measure again.
An amendment was proposed to strike therapeutics and treatment from
the bill. This amendment was defeated 53 to ZFAk. Then the House
voted to override the Governor®s veto by a vote of 59 to 39. (In
West Virginia, unlike most states, there 1is no 2/3 vote requirement
to override; only a 51% of the elected membership 1is needed.) On
Thursday, March /], 1976 the Senate defeated by a voice and standing
vote the amendment to strike therapeutics and treatment. Then the
Senate voted to override Lliv. veto by a vote of 27 to 6.

A copy of tliis new law is attached. The notations (on pages 6 and

10) indicate amendments made >y the House of Delegates before the
initial passage of the bill.

Ixicinivi ol iici  "/ono ciiliti.wa r.i.*MTT < ra. iotin;, no (xlle < akia coin dimih."«/ /o
WASHINGTON Oil Id 1/10 M VAR Il MW. < WAM TIN(.JON. O.C. PDII.K. < APIA I°dIH R0 o



ENROLLED
COMMITTF. 11 SUBSTITUTE

FOR

(By Mk. Sommervili.u)

(Originating in the House Committee on the Judiciary.)
(Pained Pchiuary 10, 1976; In rflccl ninety daya (mm pauaie.]

AN ACT to amend and reenact section one, article five, and sections
two, four and five, article eight, all of chapter thirty of the code
of West Virginia, one thousand nine hundred thirty-one, as
amended, relating to the profession of optometry; adding, with-
in the definition of “prescription,” optometrist to the licensed
professionals who order drugs or mcdicifvs or combinations or
mixtures thereof in certain cases; providing for the redefinition
of the practi*-' of optometry; exempting the practice of osteo-
pathy from the provisions of law regulating the practice of op-
tometry; accreditation of schools and colleges of optometry and
the qualifications, education, examination and certification of
applicants to prncticc optometry.

He it enacted by the Legislature of West Virginia;

That section one, article five, and sections two, four and five,
article eight, all of chapter thirty of the code of West .Virginia, one
thousand nine hundred thirty-one, as amended, be amended and
reenacted to read as follows:
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ARTICLE 5.  PHARMACISTS, ASSISTANT PHARMACISTS AND DRUG-

§30-5-1.  Definitions.

1
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STORES.

«

The following words and phrases as used in this article,
shall have the following meanings, unless the context othcr-
Wise requires:

(1) The term “drug” means (a) articles in the official v..'bed
States Pharmacopoeia, or official National Formulary, or any
other supplement to either of them, which arc intended for use
in the diagnosis, cure, mitigation, treatment or prevention of
disease in man or other animals, and (b, all other articles in-
tended for use in the diagnosis, cure, mitigation, treatment, or
prevention of disease in man or other animals, and (c) articles,
other than food, intended to affect the structure or any func-
lion of the body of man or other animals and (d) articles in-
tended for use as a component of any articles specified in
clause (a), (b), or (c).

(2) The term “poisonous drug" means any drug likely to
be destructive to adult human life in quantities of five grains
or less.

(3) The term “deleterious drug™ means any drug likely to
be destructive to adult human life in quantitcs of sixty grains
or less.

(4) The term “habit-forming drug™ means any drug which
has been or may be designated as habit forming under the
regulations promulgated in accordance with Section 502 (d)
of the Federal Food, Drug and Cosmetic Ac, ~f June twenty-
fifth, nineteen hundred and thirty-eight.

(5) The term "pharmacy” or "drugstore” or “apothecary"
shall be held to menu and include every stoic or shop or
other place (a) where drugs arc dispensed, or sold at retail,
or displayed for sale at retail, or (b) where physicinns’
prescriptions arc compounded: or (c¢) which has upon it or
displayed within it, or affixed to or used in connection with
it, a sign hearing the word or words “pharmacy,” “plrarma-
cists,” “apothecary,” "drugstore,” “drugs,” "druggists,” "ntcdi-
cine," “medicine store," "drug sundries,” "remedies," or any
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word or words of similar or like import; or (d) any store
or shop or other place, with respect to which any of the
above words arc used in any advertisement.

(6) The term “prescription” shall be held to mean an
order for drugs or medicines or combinations or mixtures
thereof, written or signed by a duly licensed physician,
dentist, optometrist, as authorized by section two, article
eight of this chapter, veterinarian or other medical practi-
tioncr licensed to write prescriptions intended for the treat-
ment or prevention of disease of man or animals. The
term “prescription” shall also include orders for drugs or
medicines or combinations or mixtuics thereof transmitted
to the pharmacist by word of mouth, telephone or other means
‘of communication by a duly licensed physician, dentist,
optometrist, veterinarian or other medical practitioner licensed
to write prescriptions intended for treatment or prevention of
disease of man or animals, and such prescriptions received
by word of mouth, telephone or other means of communication
shall be recorded in writing by the pharmacist and the record
so made by the pharmacist shall constitute the original prcscrip-
tion to be filed by the pharmacist. All such prescriptions shall
be preserved on fife for a period of five years, subject to in-
spection by the proper officer of the law. The above shall apply
except for narcotic prescriptions, when all narcotic laws and
regulations must be complied with.

(7) The term "cosmetic," which shall be held to include
"dentifrice” and "toilet article," means (a) articles intended
to be rubbed, poured, sprinkled, or sprayed on, introduced
into, or otherwise applied to the human hody, or any part
thereof for cleansing, beautifying, promoting attractiveness, or
altering the appearance, and (b) articles intended for use
as a component of any such articles, except that such term
shall not include soap.

ARTICLE 8. OPTOMETRISTS. .

§30-8-2. Practice of optometry defined.

1

2
3

Any one or eny combination of the following practices
shall constitute the practice of optometry:

(a) The examination of the human eye, with or without
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the use of drugs prescribable for the human eye, which drugs
may be used for diagnostic or therapeutic purposes for topical
application to the anterior segment of the human eye only, and,
by any method other than surgery, to diagnose, to treat or to
refer for consultation or treatment any abnormal condition of
the human eye or its appendages;

(b) The employment without the use of surgery of any in-
strument, device, method or diagnostic or therapeutic drug
for topical application to the anterior segment of the thuman
eye intended for the purpose of investigating, examining, treat-
ing, diagnosing, improving or correcting any visual defect or
abnormal condition of the human eye or its appendages;

, (c) The prescribing and application or the replacement or
duplication of lenses, prisms, contact lenses, orthoptics, vision
training, vision rehabilitation, diagnostic or therapeutic orugs
for topical application to the anterior segment of the human
eye, or the furnishing or providing of any prosthetic device,
or any olhei method other than surgery necessary to correct
or relieve any detects or abnormal conditions of the human
eye or its appendages.

Nothing in this section shall be construed to permit an
optometrist to perform surgery, u.e drugs by injection or to
use or prescribe any drug for other than the specific purposes
authorized by this section.

-4, Registration prerequisite to prncticc of optometry; excep-
tions.

No person shall practice or offer to practice optometry in
this stale without first applying for and obtaining a certificate of
registration for such purpose from the West Virginia board of
optometry; but the following persons, firms and corporations
arc exempt from the operation of this article, except as
hereinafter provided:

(a) Persons who have heretofore been registered as op-
lomctrists in this slate, or who were engaged in the practice
of optometry in this state before the passage of any law by
this slate regulating such practice, and who have heretofore
received from the board of examiners certificates of exemption
front examination;
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(b) Persons authorized under the laws of this state to prac-
ticc medicine and surgery or osteopathy;

(c) Persons, firms and corporations who sell eyeglasses
or spectacles in a store, shop or other permanently established
place of business on prescriptions from 'pcrsons authorized
under the laws of this stale to practice either optometry or
medicine and surgery;

(d) Persons, firms and corporations who manufacture or
deal in eyeglasses or spectacles in a store, shop or other
permanently established place of business, and who neither
practice nor attempt to practice optometry.

§30-8-5. Qualifications of npplicnnt for registration; examination,

[EEN
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An applicant for registration shall present satisfactory
evidence tha; he is at least eighteen years of age, of good
moral character and teirpcri‘ic habits, and has graduated from
a high school or secondly school, or has completed an cquiva-
lent course of study approved by the West Virginia board of
optometry, has satisfactorily completed all prcoptomctry or
premedical college requirements and has graduated from a
school or college of optometry approved by said board. No
school or college of optometry shall be approved by the West
Virginia board of optometry unless at first it has been
accredited by a regional or professional accreditation organiza-
lion which is recognized by the national commission on ac-
creditation or the United States commission of education. Each
applicant shall submit to and be examined ir all phases of
optometry as is provided by the school or college of optometry
and shall include, but not be limited to, anatomy and phy-
siology of the human eye, the use of instruments such as the
ophthalmoscope, rctinoscopc, tonometer, slit lamp biomicro-
scope, the general laws of optics and refraction, general and
ocular pharmocology, general and ocular pathology and other
such subjects or instrumentation as the board of optometry
may deem necessary.

The West Virginia board of optometry shall be responsible
to determine the educational training received by the applicant
from the schools and colleges of optometry, the educational*
qualifications of each applicant and the administering of the
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examination and certifications of each applicant commensurate
with his education. No optometrist shall be registered or
certified to practice optometry in the stale of West Virginia
in any area that is beyond the scope of his educational train-
ing as determined by the West Virginia board of optometry:
Provided, That any optometrist presently registered in the state
of West Virginia and who desires to employ the use o f;.iharma-
ccutical agents must subi it to the West Virginia board of
optometry evidence of satisfactory completion of all necessary
educational requirements as made mandatory by the West Vir-
ginia board of optometry: Provided further, That the West
Virginia board of optometry shall provide for continuing cdu-
cational requirements to be completed from time to time by all
optometrists desiring to employ the use of pharmaceutical
agents.
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The Joint Committee on Enrolled Biils hereby certifies that the
foregoing hill is correctly enrolled.

Chairman Senate Committee

Chairman House Committee

Originated in the House.
Takes effect ninety days from passage.

Clerk of the Senate

Clerk of the House of Defecates

President of the Senate

Speaker House of Delegates

ThP WIthiN e this the

Governor

oA

Vi*/



BULLETIN
from
OFFICE OF COUNSEL

VOLUME XXXV, BULLETIN NO. 84 June 6, 1977

TO: O, T, DEC-C, EMS, E, NE, GC, State Association Presidents,
Executives, Legal-Legislative Chairmen, Attorneys,
Legislative Counsel, Optometric Legislators, IAB-EC, State
Board Presidents, Secretaries, Attorneys, Administrative
Heads of Schools and Colleges, COE-ES, CCOC-ES, Drs. Rhodes,
Rush

FROM: Thomas E. Eichhorst, Counsel
SUBJECT: North Carolina Legislation

The General Assembly of North Carolina has enacted into lav; Senate
Bill 424, as. amended This law permits optometrists to utilize
pharmaceutical agents "to correct, relieve, or treat defects or
abnormal conditions of the human eye or its adnexa. Provided,
however, in using or prescribing pharmaceutical agents, ether than
topical pharmaceutical agents within the definition hereinabove set
out which are used for the purpose of examining the eye, the
optometrist so using or prescribing shall communicate and collaborate
with a physician duly licensed to practice medicine in North Carolina
designated or agreed to by the patient.”

A copy of this bill, as enacted, is enclosed. The bill in its final
form passed the Senate on May 24, 1977 by a vote of 46 to 4, and the
House of Representatives on June 3, 1977 by a vote of 83 to 4. In

North Carolina, the Governor has no veto power, so enactment by both
houses of the legislature is final.

North Carolina is the fourteenth state to enact legislation authorizing
optometrists to utilize pharmaceutical agents. Twelve other states
authorize optometrists to utilise diagnostic pharmaceutical agents;
the dates of the enactment of these laws are Rhode Island (July 16,
1971), Pennsylvania (March 1, 1974), Tennessee (May 8, 1975), Oregon
(May 20, 1975), Maine (June 24, 1975), Louisiana (July 6, 1975),
Delaware (July 10, 1975). California (July 9, 1976), Wyoming (February
17, 1977), Now Mexico (March 4, 1977), Montana (April 12, 1977 at

10:10 a.m.), and Kansas (April 12, 1977 at 2:00 p.m.). On March 4,
1976, the West Virginia Legislature authorized the use of drugs for
diagnostic or therapeutic purposes by optometrists who meet educational
requirements set by the optometry board.

r/: 1,0Inv(“OFriCF. 7000 CHIr"Prv/A STREET e ST. 1.0UIS. MO. fi.TIIO ARTA CODE 31-T&32-5770
wvii ..uoc nmcc 1730 m street n.w. < WASHINGTON. D.C. 2033G AREA CODE 202 833-9890
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GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 1977

. SENATE BILL 424* ULZI3Z~]
Sex. id Edition Engrossed 5/24/77

Short Title: Redefine Optonetry. (PUbHC)

Sponsors: Senators Hardison; Kincaid, Combs, Mathis, Raynor,

10
11
12
13

111

1$

16
17
18
19
20

21

Popkin. hawing, Kebster, Scott, Alexander.

Referred to: Judiciary II.
April 6f |977
A BILL TO BE ENTITLED
AN ACT TO REDEFINE THE PRACTICE OF OPTOHETPxY CONSISTENT WITH
MODERN ADVANCES IN SCIENCE AND OPTOMETRY.
The General Assembly of North Carolina enacts:

Section |. G.S. 90-}|4 as the sane appears in the 1975
Replacement Volume 2C of the General Statutes is hereby amended
anJ rewritten to read as follows:

"5 90-114.  Optonetry defined.—Any ore or any combination of
the follouing practices shall constitute the practice of
optometry:

(|) the examination of the human eye by any method, other than
surgery, to diagnose, to treat, or to refer for consultation or
treatment any abnormal condition of the human eye and its adnexa;
or

(2) the employment of instruments, devices, pharmaceutical
agents and procedures, other than surgery, intended for the
purposes of investigating, examining, treating, diagnosing or
correcting visual defects or abnormal conditions of the huuan eye
or its adnexa; or
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(3) the prescribing and application of lenses, devices
containing lens®™ s, prisms, contact lenses, orthoptics, vision
training, pharmaceutical agents, and prosthetic devices to
correct, relieve, or treat defects or abnormal conditions of the
human eye cr its adnexa.

Provided, however, in using or prescribing pharmaceutical
agents, other than topica3. pharmaceutical agents within the
definition hereinabove set out which are used for the purpose of
examining the eye, the optometrist so using or prescribing shall
coununicate and collaborate uith a physician duly licensed to
practice medicine in North Carolina designated or agreed to by
the patient. 1

Sec. 2. G.S. 90-1]8 as the same appears in the |]975
Replacement Volume 2C of the General Statutes and in the (975
Cumulative Supplement thereto is hereby amended by adding at the
end thereof a new subsection (e) to read as follows:

»~(e) The board shall not license any person to practice
optometry in the State of North Carolina beyond the scope of the
personls educational training as determined by the board. No
optometrist presently licensed in this State shall prescribe and
use pharmaceutical agents in the practice of optometry unless and
until he (i) has submitted to the board evidence of satisfactory
completion of all educational requirements established by the
board to prescribe and use pharmaceutical agents in the practice

of optometry and (i) has been certified by the board as
educationally qualified to prescribe and use pharmaceutical
agents.

Provided, however, that no course or courses in pharmacology

SESSION 1977
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shall be approved by the board unless O) taught by an
institution having facilities for both the didactic and clinical
instruction in pharmacology and which is accredited by a regional
or professional accrediting organization that is recognized and
approved by the Council on, Postsecondary Accreditation or the
United states Office of Education and (i1) transcript
credit for the course or courses is certified to the board by the
institution as being equivalent in both hours and content to
those courses in pharnacology reguired by the other licensing
boards in this Chapter whose Jlicensees or registrants are
permitted the use of pharmaceutical agents in the course of their
professional practice.r

Sec. 3. G.S. 90—|j8.10 as the same appears 1in the 1975
Replacement Volume 2C of the General Statutes is hereby amended
by adding at the end thereof a new paragraph to read as follows:

“Un issuiny acertificate ofrenewal, theboard* shallexpressly
state whether such person, otherwise licensed in the practice of
optometry, has been certified to prescribe and use pharmaceutical
agents. *

Sec. <. G.S. 90-]]0.1] as the same appears in the 1975
Replacement Volume 2C of the General Statutes is hereby amended
by inserting in line 8 thereof immediately following the word
"refused” and before the semicolon .the words:

"; orshall practiceor attempt topracticeoptometry by means
or methods that the bo?:rd has determined is beyond the scope of
the person®s educational training"*.

Sec. 5. Article 6 of Chapter 90 of the General Statutes

is hereby amended by inserting therein a new section G.S. 90-

Senate Dill H2*)

SESSION 1977
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125.] to read as follows:

"$ 90—125.|— Killing prescriptions.— Legally licensed
druggists of this State may fill prescriptions of optometrists
duly Jlicensed by the North Carolina State Board of Examiners 1in
Optometry to prescribe, apply*or use pharmaceutical agents.?”’

Sec. 6. G.S. 90-87(22)(a) as the same appears in the
1975 Replacement Volume 2C of the General Statutes is hereby
amended Dby inserting in line | thereof immediately following the
word "dentist,"” and preceding the word "veterinarian"™ the voni
"optometrist,".

Sec. 7. The provisions of this act are applicable only
to those individuals licensed pursuant theteto and

shall not] restrict, expand, or otherwise alter

those other practices or acts governed by Chapter SO of the
General Statutes.

Sec. 8. This act shall become effective on and after

July |, |]977.

Senate Bill h2U
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LIST OF PHARMACEUTICAL AGENTS BY NAME éOR TYPE IF MOT NAMED) THAT
STATE LAW OR REGULATIONS SPECIFY OPTOMETRISTS ARE PERMITTED TO USE

ARIZONA, No list. Effective 1/1/32, the optometry law authorizes
optometrists to utilize those dlagnostm pharmaceutical agents
known as topical anesthetics, cycloplegics and mydriatics.

ARKANSAS: 5. Approved Pharmaecutical Agents

The followin% pharmaceutical agents are hereby approved
for use in the manner and strengths indicated:
MAXIMUM
AGENT STRENGTH
Topical Anesthetics (For Glaucoma Screening Only)
Proparacaine Hydrochloride (Ophthaine) 5%
Benoxinate Hydrochloride (Dorsacaine) 4%
Fluress
Mydriatics
Phenylephrine Hydrochloride ° 2.5%
Neo—SKnephnne) . .
Hydroxyamphetamine Hydrobromide (Paredrine) 1%
Cycloplegics
Tropicamide (Mydriacyl) . 1% ?.5%;
Cyclopentolate (Cyclogyl) 1% (.5%
Dyes
Fluorescein
Rose Bengal Y

Methylene Blue

Additiona] pharmaceutical agents may be added when approved by
. the committee.

CALIFORNIA: /érdticle 8 of Chapter 15 Title 15 California Administrative
ode:

§1550. Definitions. As used in this Article:
(a) "Topical Pharmaceutical Agents" means:

Maximum Concentration

TX es of Drugs: ' that may be used:
S) Mydriatics
a) Phenylephrine Hydrochloride: 2.5%
b) HyclroxyamplU;tamine Hydrobromide: 1%



DELAWARE:

FLORIDA:

GEORGIA:

IDAHO:

INDIANA:

IOVWVA

KANSAS:

KENTUCKY:

2 C cloTprIeg_ics

d) Tropicamide: Do
b) Cyclopentolate: , )
¢) llomatropine Hydrobromide: S0
d) Atropine Sulfafe: * 05%
(3) Tapical Anesthetics _
a) Proparacaine Hydrochloride: 05%
b) Benoxinate Hydrochloride: 04%
c) Piperecaine Hydrochloride:. 2

Section 3. Use of drugs.

302 Licensees who have been duly authorized b¥ the Board
may, for diagnostic purRoses_ only, make use of the following
c.lasses of topical ophthalmic drlgs; (1) anesthetics,

Ig2) mydriatics, (3) cyclopleg,ms,, and (4) myotics; provided,
oWwever, that anﬁ such” authofization hY the Board shall not he
constryed. as authorizing any licensee 1o dispense or issue a e
prescription for diagnostic drugs.

No list. An optometrist may utilize gharmaceutical agents
within the limits of his educational background and training.

No list.  An optometrist may utilize topical pharmaceutical

agents within the limits of"his educational background and
training.

No list.

No list. Every licensed OD. is permitted to utilize any
diagnostic pharmaceutical agent

No list. The optometry law authorizes optometrists to utilize
géglnotg)legms, mydriatics and topical anesthetics as diagnostic

No list. Kansas State Board of Examiners In Optometry Rules
and Regulations Sec. 65-6-30 authorizes optometrists”to
utilize” topical pharmacologjcal agents known generically as
anesthetics, mydriatics, and cycloplegics.

KY. AD. QODE §320.240 authorizes optometrists to administer
diagnostic pharmaceutical agents limited to miotics for
emergencY use only, mydriatics, cycloplegics, and angsthetics

applied topically” only, but excluding any drug classified as a
cbhtrolied Psubstance. g any drug



LOUISIANA:

MAINE:

MINNESOTA:

MONTANA

No list. OPtometry law authorizes optometrists to utilize
topical ocular diagnostic pharmaceutical agents.

Maine Board of Optometry Rules of Practice §90-382
AUTHORIZED DIAGNOSTIC PHARMACEUTICAL AGENTS

Topical Anesthetics

Proparacaine hydrochlonde % (Ophthaing)
Benocinate hydrochloride 4% (Dorsacaine)

Mydriatics:
deroxyamgnetamine hydrobromide

radrine
Phenylephrme hydrochloride 25% (Neo-synephrine)

No [ist.

Administrative Rules of Montana §40-3.70(6)-570020.
40-3.70(6)-S70020 RULES FCR DIAGNOSTIC PHARMACEUTICAL AGENTS

(5) Upon licensure or certification the permissiole drugs and
their concentrations are as follows:

a) Mydriatics

). Phenylephrine Hydrochloride 2.5%
|5 ) y?ro )éarln Shetamlne Hydrobromide 10%
] Tr o |cam| e 10%
||) yclo entolate 10%
1) Homatropme Hydrobromide o
V)" Atrop |ne ulfae S
¢) Top |ca Anesthetics

| Po aracaine Hydrochloride S
1) enoxmate Hydrochlonde— 4%
1) P|Perocalne Hydrochloride 2.0%
d) "Miotic, only in’the event of an emergency...

No list,. Pharmaceutical agents mean anesthetics,
cycloplegics, Lnd mydriatics and may be used for diagnostic
purposes bY Ptometnsts who are certified to use
pharmaceu ical agents

The following topical ophthalmic_pharmaceutical agents may be
used in the concentrations specified for-djagnostic purposes
bg an optometrist who has been authorized by the board to do



(a) Mydriatics: ,
1 Phenoyle hrine hydrochloride, 2.5 percent.
2. Hydroxyamphctamine hydrobromide, 1 percent
Cycloplegics:.
1" Tropicamide, 1npercent.
2. Cyclopentolate, 1 percent
3. Homatropine hydrobroinide, 5 percent
4. Atropine sulfate, 0.5 percent
(c) Topical anesthetics: ,
1~ Proparacaine, hydrochloride, 0.5 percent.
2. Benoxinate hydrochloride, 0.4 percent.
0 E/I tF,’|peroca|ne ydrochloride,. 2 percent.
l0tics:
1 Pifocarpine, 1 percent jn ordinary use.
2. Pilocarpine, 3 percent for emergency use only.

NEW JERSEY: No list.

NEW MEXICO: No [ist. Optometry law authorizes optometrists to utilize e
topical ocular diagnostic pharmaceutical agents.

NORTH CAROLINA No list. An optometrist may utilize Bharmaceutical agents
within the limits of his educational background and training.

NCRTH DAKOTA: Mo list. =~ Optometry law authqrizes optometrists to utilize
ocular diagnostic pharmaceutical agents.

OREGON. OR AD. RULES §852-8-010:

Diagnostic Pharmaceutical Agents _
.852-80-010 Diagnostic pharmaceutical agents for topical use
in the practice “of optometry:
Anesthetics:
Benoxinate 04%
Proparacaine H1 05%
Cycloplegics/Mydriatics:
Cyclopentolate, not to exceed X4
HKdroxyamp,hetamme HBr 1%
Phenylephrine MCI, not to exceed 1%
Brogmawde, not to exceed 16

QIO T NYT.D

es:

Fyuoresc_em Na |mPregnated paper strips, as commonlY used
In 'he ractice of optometry for some time; not to be stored
In_liquid form,

b) Rose bengal 1% %

4) Miotics 2for emergency use only): F

cxceeJ 4% ﬁ lor to use, consultation with a competent
hysician shall he held if at all possible. The Board ,
recommends that any patient demgnstrating any adverse reaction
due to the instillation ol any diagnostic pharmaceutical agent
be referred Lo a competent physician as soon as practicable.

Jn Pilo_carpine, not to



On '1/22/00 the Board proposed to amend. QAR 052-00-010 by
additions as follows (additions underlined):

DIAGNOSTIC PHARMACEUTICAL AGENTS | , ,
052-00-010 D|a?nost|c Pharmaceutical agents for topical use in
the practice of optometry:

Anesthetics:  Benoxinate 04%
Proparacaine HZ1 05%

Cycloplegics/MCydriatics:

yclopentolate, not to exceed 1%
H%droxyamp,hetamme HBr %
Phenylephrine HCL not to exceed 10%
Tropicamide, not to exceed %

Dyes: Fluorescein Na,|mPregnated,paper strips, as
commonly used in the practice of optometry for
some time; not to be stored in liguid form.
Rose ben?al Do
Fluuresott (Fluorexon .353%

Combined agents:

Fluress (Flugrescein, Sodium, 0.25% and
Benoxinate HCL, 1%

C?]/clomydril,(Cyclopentolate HCL, 0.2% and
Phenyleépherine "HCL, 1%

~Any other FDA approved compination of two or
niore a&:ents appearing on tins"list which may
be" used for ocular diagnostic purposes.

Miotics: g,or emergency use onlyl) ,
ilocarpine, not to exceed 4% prior. to use,

consu,lf[anon with a %%npetent physician shall be

held if at all possible.

PENNSYLVANIA: Ogtometnsts who are a Xropnatgly ?uallﬂede;g)ursuant to the
Act of March 1 1974 Ect No. 2 of 19/4), 63 P,S., Section
231 ct. seq., shall be permitted to utilize the following
drugs in their practice of Optometr bY,ord,er of the

Slg%etary of Health, October 12 1974, tinalized April 26,

Local anesthetics:

Benoxinate Hydrochloride - Ophthalmic Solution (0.40@
Proparacaine "Hydrochloride - Ophthalmic Solution (0.5%)

B, Miotics:

Pilocarpine Nitrate Ophthalmic Solytion U.S.P. (10/%
Pilocarpine Hydrochloride Ophthalmic Solution U.S.P. (1%



C. Mydriatics and/or cycloplegics:

. Eucatropine Hydrochloride U.S.P. - Ophthalmic Solution (5%
Homatropine Hydrobromide Ophthalmic Solution U.S.P. (24
Hydroxyamphetamine Hydrobromide Ophthalmic Solution U.S.P.

1/2%
Trépic,a?nide Ophthalmic Solution U.S.P, gl%
Atropine Sulfate Ophthalmic Solution U.S.PT (1%
Ophthalmic QOintment (199 , ,
Psyclopentolate Hydrochloride - Ophthalmic Solution (1%
Sc&pglgwnezsljgdrobrormde U.S.P. - Ophthalmic Solution

Ephedrine ‘Sulfate U.S.P. - Ophthalmic Solution. (3
Pﬁenylep rine Hydrochloride -pOphthaImslc Solutio%
(10%)

S.P.

All Potencies listed above are the maximum allowable
potencies.

RHODE ISLAND:  No list. Any topical anesthetic, mydriatic and miotic is
allowed. Cycloplegics are not specifically mentioned but the
rule of mydriatic ¢an be applied. By Board recommendation
atropine sulphate in any percentage is discouraged.

SOUTH DAKOTA: N lisc. Optometrx law authorizes optometrists to utilize
topical pharmaceutical agents for diagnostic purposes.

TENNESSEE: No list, An optometrist may utilize pharmaceutical agents, to
wit, miotics, mydriatics, cycloplegics, and anesthetiCs, |
within the limits cf his educationdl background and training.

UTAH. (

shall Topicall plied diagnostic agents as used herein

e a
b)e defined as the ¥o|l8wmg:

(i) ~ Commercially reé)ared topical anaesthetics as
follows” gr%garac ine 0.5/, benoxinate 1C. 0.4%
piperocaingé 2% and tetracaine 0.5%

(i1)  Tropicamide in strength of not ?reater than 1%
cYclopentolate In_strength of not ?reater han 1‘%6 and
atropine sulfate in stréngth of nol greater than 05%

(iii) Penylephrine HL in strength of not greater than
2.5% ‘hydroxyamphetamine in strength”of not greater than 1%

(i\8 Such others as may be from time to time determined
kF){y the Optometric. Committee of the Utah State Business
egu!auons Division in consultation wijth a licensed physjcjan
spécializing .in diseases and surgery of the e?/e,, appointed b
tlie Utah Medical Association, and a pharmacologist appointed
by the Medical Center of the University of Utah. Any



 WEST VIRGINIA:

WISCONSIN:

WYOMING:

mm

individual who is not certified to utilize diagnostic
8harm_aceut|ca| agents hereunder shall post with the Optometry
ommittee of the "Utah State Business Regulations Division an
affidavit stating that the person is nof now certified nor
d%es the pers?n desire to certify to use diagnostic
pharmaceutical agents.

To’oical agents for,the eye and treating the anterior s,e(%men,ts
only, No %ral or injectible pharmaceuticals are permitted in
any” form whatsoever,

(9 "Diagnostic pharmaceutical agent" means any of the
topical, oCular, diagnostic, pharmaceutical agents listed
befow if used in accordance with che following conditions:
agents may_ be used. in stren%ths no greater than the strengths
indicated " in the list; may be used by the optometrist only and
mar not be dispensed by the optometfist to patients for
self-administration,

&a) Mydriatics
. Phénylephrine 25%

2 Ha(droxyam hetamine 2%
gb) yc,lop|e§|cs
. Tropicamide o
2. Cyclopentolate 24
SC)B opical Anesthetics
.Benoxinate 04%
2. Proparacaine. 05%
3. Tetracaine 05% _ o
zid) Bsgeosxmate 04% - Fluorescein 0.25% Combination
. Fluorescein 025% - Benoxinate 0.4% Combination

No list.  Optometry law aythorizes optometrists to. use
d|a?nost|c, agents, " topically applied, known generically as
cycloplegics, mydriatics, topical anestheticS, dyes and for
SW?r éepecyugg$ only miotics for immediate administration to the



AMERICAN OPTOMETRIC ASSOCIATION

BULLETIN
from the
COMMTTEE ON STATE AGENCIES
COVMUNTY HEALTH DIVISION
VOLUME XXXIII, BULLETIN NO. % Mav 28, 1975

T0: State Association Presidents, Legal-Legislative Chairmen,
Attorneys, Executives

FROM Virgil L Rhodes, 0.D., Chairman
SUBJECT.  Oregon Legislation

DIST: O, T, Dr. Pitts, Division Executive Committee Chairmen, CHD-EC
SAC, ED, WOD, GCC, AA Division Directors, E, NE, Drs.Hoi combe,
Lind, Rush, Reslock, Administrative Heads of Schools and Colleges

01Tuesdav2 Mav 20, 1975 Oreoon Governor Robert W Straub signed into law House
Bill

A cooy of this bill, as enacted, is attached.
The %ill passed the House bv a vote of 3l to 27, and the Senate bv a vote of 20

Ore on is the fourth state to enact_|egislation authorizing optometrists to utilize
diagnostic pharmaceutical agents. The three other states and the dates of their
enaCtment are Rhode [sland {Julv 16, 1971), Pennsvlvania (March 1, 1974) and
Tennessee (Mav 8, 1975)

[In addition there are seven other states that do not statut0r|ly proh|b|t the

use of DPAs bv optometrists: several of these states have attornequenera

o |n|ons S+ avor bleg é unfav raRllea) on this oqoint: Florida (old AG-),Idaho,Indiana
, Minnesota, Névada (AG+ Jersev (AG-), Virginia (AG-).]

rxrciiTivn orncc 7000 chippewa street < Sr. louis, mo. 03119 e AREA CODE 314 832-5770
AREA COPE POP-833-9890



OREGON LEGISLATIVE ASSEMBLY- 1975 REGULAR SESSION

Enrolled
House

Sponsored bv Representatives OTTO, GRANNELL, GWINN, WALDEN,
* Senators HOWARD, JERNSTEDT

CHAPTER.

AN ACT

Relating to the practice of optometry; amending ORS 683.010, 683.040,
683.060 and 683.270.

BO It Enacted by the People of the State of Oregon:

Section 1. ORS 683.010 is amended to read:

683.010. As used in this chapter, unless the context requires otherwise:

() "Board”’means the Oregon Board of Optometry.

(2) '"Practice of optometry”’means the employment of any means other
than the use of drugs, except diagnostic agents, topically applied, known
generically as cycloplegics, mydriatics, topical anesthetics, dyes such as
fluorescein, and, for emergency use only, miotics, for the measurement or
assistance of the powers or range of human vision or the determination of
the accommodative and refractive states of the human eye or the scope of
its functions in general or the adaptation of lenses or frames for the aid
thereof, subject to the limitations of ORS 683.040.

(@ "Trial frames””or “test lenses”’’means any frame or lens used in
testing the eye which isnot sold and not for sale.

Section 2. ORS 683.040 is amended to read:

683.040. (1) Every person desiring to commence the practice of optom—
etry in tlis state must show by satisfactory evidence that he is of good
moral chixacter and has graduated from a school of optometry which is
recognized and approved by the board and which maintains a standard of
four school years of at least nine months each.

© Lvery person desiring to commence the practice of optometry
after January 1, 1976, or employ the use of diagnostic agents shall in addi—
tion to the requirements of subsection (1) of this section have satisfactorily
completed a course in pharmacology, as it applies to optometry, by an
institution accredited by a regional or professional accreditation organiza—
tion which is recognized or approved by the National Commission on
Accrediting or the United States Commissioner of Education, with particu—
lar emphasis on the topical application of diagnostic agents to the eye for
the purpose of examination of the human eye and the analysis of ocular
functions, approved by the Oregon Board of Optometry.

Section 3. ORS 683.060 is amended to read:

683.060. (1) Any ;>.rson who has signified to the board his desire
to be examined by it and who has filed proof that he is qualified under
this chapter and the rules of the board to take such examination shall
appear before the board at such time and place as the board may designate,
and before beginning the examination the applicant shall pay $50 to the
secretary of the board. At the examinations the board shall examine
applicants in the anatomy of the eye, in the use of diagnostic agents in; used
topically, in normal and abnormal refractive and accommodative and mus —
cular conditions and coordination of the eye, in subjective and objective



optometry, including the fitting of glasses, the principles of lens grinding
and frame adjusting, and in such other subjects as pertain to the science
and practice of optometry, such subjects to be enumerated in a publication
by the board.

(2 The board may, in its discretion, accept the certificate of success—
ful examination of the National Board of Examiners in Optometry in one
or more areas of the examination in lieu of its written examination in such
areas.

(3 If an applicant shall fail to pass a second” examination, the board
may permit additional examinations upon compliance by the applicant
with the law and the rules of the board.

Section 4. ORS 633.270 is amended to read:

633.270. The powers and duties of the board are as follows:

(D) To organize and elect from its membership a president and secre—
tary of the board, each of whom shall hold office for one year, or until the
election and qualification of a successor.

(2 To adopt and use a common seal.

(3 To employ agents, attorneys and inspectors to secure evidence of,
report on, and prosecute all violations of this chapter and to employ other
necessary assistance in the carrying out of the provisions of this chapter,
and to pay the same from the funds provided in this chapter.

(4) To hold regular meetings at least once a year at which an examina—
tion of applicants for certificates of registration shall *be held, at such
places as the board shall from time to time designate, and specialmeetings
upon request of a majority of the members of the board or upon the call
of the president.

(®) To keep an accurate record of all proceedings of the board and of
all of its meetings, of all prosecutions for violations of this chapter, and of
all examinations held for applicants for certificates of registration, with
the names and addresses of all persons talking examinations and their suc—
cess or failure to pass such examinations. All the records of theboard shall
be public and shall be kept in the office of the board.

(G) To keep an accurate inventory of all.property of the board and of
the state in the possession of the board and to "obtain a receipt therefor
from its successor.

(7) To keep a register of optometrists which shall contain the names
and addresses of all persons to whom certificates of registration have been
issued in the State of Oregon, together with the date of the issuance of
such certificate and the place or places of business inwhich each optometrist
is engaged, and all renewals, revocations and suspensions thereof.

(8) To grant or refuse to grant certificates of registration as provided
in this chapter and to revoke the certificate of registration ox any optom—
etrists for any of the causes specified in ORS 683.140.

(9) To designate diagnostic pharmaceutical agents fortopical use in
tho practice of optometry from among the generic categories enumerated
within subsection (2) of ORS GS3.010. Said designation shall take place not
later than January 1, 197G, and shall be with the advice and guidance of tho
Board of Medical Examiners for the State of Oregon.

" L\Q/ ] (1‘;) To administer oaths and Fake testimony upon granting and
revokIng or uspendlng any certiricate or registration.

1(10)] (1) To make rules not inconsistent with the laws of this state
as are deemed necessary or proper to carry out the lawful powers and
duties of the board, as may be necessary or proper to determine the qual —
ifications of applicants for a certificate to practice optometry in this state,
and to establish educational, moral and professional standards for such
applicants, subject to the laws of this state. If an applicant fails to pass a
second examination the board may adopt rules which may provide the
required courses of study before further examination.

Enrolled House Bill 2740 Page 2



prte: January 20, 1901 File lief:

rOl

From: Ann J. Haney, SecretaryA ﬂ' -
Department of Reflation and Licensing

*

ISUbjeC'[I Report on Diagnostic Pharmaceutical Agents

At UW request, staff from the Bureau of Health Professions in the
Department of Regulation and Licensing have submitted a preliminary report
and recommendations concerning the use of DPAs by optometrists. A compila—
tion of the statistics from May, 1979, to November, 1980, reported to the
Department by DPA certified optometrists show the following:
280 optometrists are certified to use DPA %
215 certified optometrists have used DPA"s on
99,220 patients
65 certified optometrists have not used DPA"s*
in their practice

0f the 99,226 patients™ to whom DPA"s were administered,
verc referred to appropriate medical
problems.

4,359 patients
specialists for a variety of medical

Twelve certified optometrists reported that 20 patients had mild to moderate
adverse drug reactions (eye stinging, allergy). Some of these patients were

referred to medical specialists and other patients reactions were cleared up
ewithin a short period of time (10-15 minutes).

Based on the statistics reported it appears that many patients benefited by
the use of DPA"s. These patients were referred to appropriate medical

specialists for possible medical problems that may otherwise have gone
undetermined. »e

The only problem reported involved the above 20 patients where a reaction
occurred. All of these reactions were reported a mild to moderate discom—
fort lasting no longer than 48 hours. While there were mild physical

reactions in less than 1% of the patients, there were no reports of
e psychological reactions.

V<0n the basis of the above dntn staff recommended thats. 449.17 (1) and
(7), Stats., be repealed effective July 1, 1982.

Staff further recommended that the Department consider further statute
and code revisions at a later date.

AO 75



They arc as follows:

Fees (to correspond with otheremcertified or
licensed individuals) to cover administrative

nr.d examination costs, and the csInblislimcnt of
a renewal date.

Deletion of the code provision that requires the
optometrist to submit a report to the Department

on use of DPA"s and any adverse drug reaction.
Physicians, dentists and osteopaths are not required
to report adverse reactions by patients. In addition,
the minimal number of adverse reactions (20) do not
justify our reviewing and filing 1,000 pieces of

paper over an 18 month period.



AN ACT to repeal 449-17 (1) and (7) of the statutes, relating to making
permanent the authorization for optometrists to wuse topical ocular

diagnostic pharmaceutical agents.

Analysis by the Legislative Reference Bureau

Chapter 280, laws of 1977, authorized optometrists to use topical
ocular diagnostic pharmaceutical agents under certain conditions. These
conditions include having an approved plan for the referral of patients
who experience adverse reactions, successful completion of a pharmacology
examination and specific education on the use of such agents.

The enacting law provided that the use of such agents was authorized
only until July 1, 1982. On January 1, 1982, the department of regulation
eand licensing 1is required to report to the legislature on the use of such
dgents Dby optometrists, including the health benefits and problems
involved in such wuse and whether or not any individual 1is Inoun to have
suffered any physical or psychological reaction to such an agent and the
severity of the reaction.

Under this bill, the July 1, 1982, "sunset" provision 1is removed,
thus authorizing optometrists to continue to use topical ocular diagnostic
pharmaceutical agents subject to the same conditions currently imposed in

the statutes and by administrative rules promulgated by the department of
regulation and licensing.

sThe people of the state of Wisconsin, represented in senate and assembly,

B
do enact, as follows;** . -z
i »
SECTION 1. 449.17 (1) and (7) of the statutes arc repealed.

SECTION 2. EFFECTIVE PATE. This act takes effect on July 1, 1982.

(End)



32-1701 PROFESSIONS AND OCCUPATIONS

CHAPTER 16—O0PTOMETRY
Effective January 1, 1012

ARTICLE 1. GENERAL PROVISIONS Sec. _ _ _

Sec 32-1742. Registering with board; pub-

32-1701. Deflnltions. lie registry file.

a0 Toard of sprapetry: appoint. TN NG I gehsure, pioba;
ment; qualifications; term; tion of license.

removal, L ;
. isati . . 32-1744. Board Investigations duty to
32-1703. Organisation of board; com report violations; hearing:

pensation; Immunity: treat- decision of board.

ment of money received. ’
i : 32-1745. Insurers to report malpractice
32-1704. Powers and duties of the claims and ‘actions.

board; meetings. : ;
i ) ' 32-1746. Referral of certain complaints
32-1705, 32-1706. Repealed. to department of law; re-

porting; board Journals of

oo

ARTICLE 2. LICENSING complaints. .
32-1721. Persons und nets not affected 32-1747. Right to examine and copy
by this chapter. evidenca.

32-1722. Qualifications of applicant;  32-1748. Reinstatement of a suspended
applications. license; relssuance of a re-
i voked license.

32-1723. Reciprocity. Ke I
32.1724. Exan inatinn  of applicants;  32-1749. Judicial review and appeal.
time of examination. 3.2-1760. Allegations sufficient to charge
32-1726. Issuance of license. o violation.
32-1726. Renewal of license; continuing  31-1761. Injunctive relief.
of education; failure to re- 32-1762. Violation; classification.
new. 32-1763 to 32-1769. Repealed.
$2-1727. Fees. ARTICLE 4. REFERRAL
32-1761. Referral of patient lo licensed
ARTICLE S. REGULATIONS Physician required upon
32-1741. Practicing optometry without a finding of certain sympto-

license prohibited. matic conditions.
Chapter 16, connistiny of Article 1, 3 12-1701 to 32-170i, Article 2,
&8 .12-1721 to 12-1727, Article 3, 88.12-17t to 32-1752, and Article i,
8732-1761, tens allied by Imum 1080, Ch.  8i, effective January 1,

1982

For Chapter 16 added by Lawn 1080, Ch. 2i8 83, effective July 1,
1980, nee Chapter 1G, ante. . ,

Former Chapter 16, conninting of Article 1, 8 32-1701 to 32-1706,
Article 2, 58 32-1721 to )12-1726, and Article. 3, a8 32-1751 to 32-1750,
wan repealed by Lawn 1080, Ch. 2i8, 82, effective July 1,1980.

Termination under Sunsol Law

~The board of optometrf Khali terminate on July 1, 1085 unless con-
tinued. Bee 8i 1-28630%and 1-2377.

Chapter 1G rclatiny to optometry Is repeal'd on January 1, 1086
Bee 811 -23710L

ARTICLE 1 GENERAL PROVISIONS

Article 1 conniKtiny of 8 32-1701 to 32-170i tons added by Lotos
1080, Ch. 2f8, 81, effective January 1, 1982 ,
For Article 1ok added by Lawn 1980, Ch. 2iB, 83, effective July 1,
1980, see Chagter 16, Article 1, ante.
Former Article 1, consisting of 8 32-1701 to 31-1706, tens repealed
by Lawn 1080, Ch, 2i8, 82, effective July 1,1080,
For termination under Bunnct Law, see italic note, ante.

§ 32-1701. Definition*

In th)a chapter, tinlcaa the context otherwise requires:

LV'Bourd" mciuiH the atnte hoard of 0ptqmetr¥, , ,
6i.y,"Cjfcloldenlea™ nicona onc-hnif of one iter ctiJt_tpj>l ‘nniltle, one ]tcr cent
trffplennilde, or cyclogyl. b e

Ch. 16cffectlvo until Jan. I, 1902 soe Ch. 16, ante
238
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PROFESSIONS AND OCCUPATIONS & 32-1701

3. "License™ means a license or certificate to practice the profession of
optometry.

4. "Licensed optometrist” or "doctor of optometry” means a person holding
n license to practice the profession of optometry in this state.

A/M%d,rlatlcs" means one per cent_naredrine. two and one-half per cent
phenylephrine HCL, or ten per cent phenylephrine HCL.

0. "Practice of the professlon~Of~optometry” means the examination or
refraction of the humnn eye nnd Its appendages, and the employment of any
objective or subjective means or methods other than medicine or surgery, or
the use of dru%s, except those diagnostic jihnrmnceutlcnl agents known os
topical nnesthetics, cycloplegics an mgdnatms, to be administered only at
the time nnd pince of ‘cxnmlnntion, for the purpose of determining any visual,
muscular, neurological or anatomical nnomnlles of the eye, the usé of any
Instrument or device to train the visual system or correct’any abnormnl con-
dition of the eye or eyes nnd the prescribing, fitting or employment of any
lens, prism, frame or mountings for the correction or rell* if ‘or aid to the
visun| f action. Optometrists may use such diagnostic phar.anccutical agents
for diagnostic purposes only after first satisfactorily completing a course In
clinical’phnrinnco/ogy as required In §32-1722

7y Toplco’ nnesthetlcs™ means one-half of one per cent pontocalne or one*

oTmifrvor'conrpropimicalne: ~

8. "Unprofessional conduct” ineitns!~ “— , o L

(n) Wilful lietrayal of n professional secret or wilful violation of a privi-
leged communication except as otherwise required by law.

(b) Final Judgment of conviction for ap offense Involving inornl turpitude,
In ‘which case the record of such conviction Is conclusive evidence.

¢) Giving or receivin? rehates. , o

Addiction to, or Tllegnl use of, narcotic drugs or use of Intoxwatm%

beverages to excess or practicing or attempting to practice the profession g

gptometry while under the Influence of iutoxlcnting beverages or narcotic

rugs.

(e) Impersonation of another licensed optometrist.

(?” KnowingI}( having professional connection with or lending one’s name to

an

0)

e(gnl practitioner. o
ross malpractice or repeated acts constituting mnlprnctlcc.

() Any conduct or practice, Including Incompetency, which constitutes a
danger to the health, welfare or snfety of putlents or the public.

(D) Prescribing, diseasing or pretending to use any secret means, methods,
device or instrumentality.

(j) Refusing to divulge to the l.ourd upon demand the means, methods, de-
vice or Instrumentality used for optometric examination or thernpy.

(k) Representing that a manifestly not correctable condition can X? perma-
nently corrected or that a correctable condition can Ik?corrected within a
stated time If such Is not uccuratc.

() Knowingly making any false or fraudulent statement, written or oral,
in connection with the practice of the profession of ojitometry. Added Laws
1080 Ch. 248, 54, eff. Jan. 1, 1082

Effective January 1, 1082

Law* 1980. Ch. 218. i 13, aubocc. I), cf- Former | 32-1701, us amended b;/
w .

fectlvn July 1. 1980. provide*: Law* 1979, Ch. 60, I 1, off. April 1

"0. Tho provision* of ( 4 of this act 1979, wn* repealed by Law* 1980, Ch.
arc effective on January 1. 1982 218, | 2. effective July I, 1980,

For legislative Intent re%ardlng law n For disposition of ‘the subject matter
1980, Ch. 218, see note fo Iowin% | 32- of repealed nnd expiring sections nnd
1701 In Chnptcr 16 effccllvo until Jnnu- dderivation of the subﬂ'ectmatte_rofndd-

c

nry 1, 1982, nnto. section*, see Tables preceding | 32-



§32-1701 PROFESSIONS AND OCCUPATIONS

1701 In Chapter 16 effective until Janu- Pursuant to authority of section 41-
ary 1.1982, ante. 1304.02. In paragraph 4 following "doc-
1980 Reviser's Notes: . tor" the word "of was substituted for

Pursuant to authority of section 41- "'or” as a correction of a manifest cleri-

1304.02. In paragraph 3. "license" was cal error.
substituted for "'licensed" to correct a .
manifest clerical error. Library References

In adding chapter 16. Laws 1980, Ch. Physicians and Surgeons <5=2.
248, sec. 4 Incorrectly referred to Its ad- C.J.S. Physicians and Surgeons 53 et
dition to title 43. seq.

§ 32-1702 Board of optometry; appointment; qualifications; term; removal

A. JThere Is established a state boardj)f_optonictry which consists of six
_members appointed by the governor. Term§S of office” are for lour years"ex-
ptrtng on-3uly-1 -of=theroSpeSUve yeafl Pour members shall have been 1+
censed and engaged In the active 1‘p,ra,ctlr_:e oftlie profession of optometry In
this stnie*for atleast three yeaHrJffiffieaintely prior to .':-}L%pomtment, one mem-J
ber shall be a physlcinn .licensed pursuant to chaPter or 17 of this title,!
and one member Shall be a.lnz/, Ferson with no Interest, direct nr indirect, In
the practices of optometry, opticlnnry or medicine. ~~~

B. The governor may 'remove any professional member for incompetency
or unprofessional conduct or when *Is license has been revoked or suspended
or when he has been censured or p> 2 on probation. The_governor may re-
move any member for neglect of dt."y < improper conduct. The unexcused nb-
senec of'a member for more than two consecutive meetings Is Justification for
removal. Appointment by the governor to fill a ,vacancY caused other thnn
by expiration of a term Is for the unexplrcd portion of the term.

C. A member of the board Is ineligible to serve more than two consecutive
full terms. The completion of the unexpired portion of a full term does not
constitute a full term for purposes of this subsection. Added Lnws 1980, Ch.
248, 84, eff. Jnn. 1, 1982

| Section* 32-1401 ct *cq.. 32-1801 et acq.

Effective January 1 1982

For applicable effective datefrovision Former 9 32-1702, ns amended by
of Law* 1980, Ch. 248. *ce nolo following Law* 1979, Ch. DO. 9 2, eff. Agril 17.
132-1701. 1979, was repealed by Law®* 1980, Ch.

For disposition of the subject matter 248, 9 2. cffcctlvo July 1, 1980.
of repealed and expiring section* and . .
derivation of the subject m ailer of add-  Library Reference
ed section*. HOC Table* preceding { 32- Pbyalcinns nnd Surgeon* C=>3.

1701 In Chapter 16 effective untli Janu- C.Jys. Physicians and Surgeons D2,
ary 11982, ante. 6 13.

§ 32-1703  Organization of board; compensatior ; Immunity; troatmont of
monoy received

A. The hoard shall_annuallkl elect from Its members u president who shall
preside over all meetings of the board nnd such other officers ns It deems
appropriate nnd neeessnry to conduct Its business. The board shall assign
such duties ns It deems npproprintc to such other officers ns It elects.

B. Members of the hoard are eligible to receive compensation ns determined
gutr_ggant to § 38-011 for each day actually spent In the performance of their
uties.

C.. Members of the bonrd urn personally Immune from suit with respect
to nil nets done and actions tnkcn In good faith and In furtherance of the
purposes of this chapter.

D. All monies received by the board sluill lie paid at lenst monthly to the
stnte treasurer who shall deposit such monies In the general fund.” Added
Lnws 1980, Ch. 248, 84, eff. Jnn. 1, 1982

Effective January 1, 1932

For applicable effective date provinlon For disposition of (he nubjoet matter
of Lawn 1980, Ch. 248, ace note following of repealed nnd expiring sections nnd
9 32-1701. derivation of the subject matter of ndd-

Ch. 16effective until Jan. |, 1982 soo Ch. 16, ante
240
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PROFESSIONS AND OCCUPATIONS &32-1704

ed sections, see Tables preceding 5 32- Library References

1701 In Chapter 16 effective until Jnnu- Physicians and Surgeons ©=>3.

ary 1, 1982, ante. C.J.S. Physicians and Surgeons 38 2.
Former 8 3. was repealed by 6. 13.

32-170
Laws 1980. Ch. 248, 5 2. effective July I,
1980.

§ 32-1704. Powers and duties of the board; meetings

A, The Imard shall promulgate, and may amend, rules und regulations con-
sistent with this chapter governing the practice of the profession of optometry,
for the performance of its duties under this chapter and for the examination
of applicant? for licenses. The Imard shall adopt and use a seal, administer
oatlis nnd tu..e testimony concerning any mntter within its jurisdiction.

B. The hoard may not ndopt u rule which:

1. Itequlates fees or charges of a doctor of optometry to a patient

2. Regulates the place in which n doctor of optometry may practice.
f 3. Prescribes tbe manner or method of accounting, hilling or collection of
ees.

4. Prohibits advertising by a doctor of optometry unless such advertising
Is inconsistent with § 44-148L

C. The board shall meet at lenst six times each year at Buch tiur-s and
;Elaces within the state ns Its president or the governor may designate by call.
he hoard shall keep a record of all its acts, receipts and disbursements. The
honrd shall keep a master copy of each examination given, together with the
names nnd nddresses of the applicants and their Individual test scores. The
Imard shnll keep a record of the names of all persons to whom licenses have
been Issued and all roncwnls. All sucli records are public records.

D. The Imard may ndopt and promulgate administrative rules providin
for criteria for approvin Frograms of Continuing education for doctors o
optometry. Programs slinH lie designed to assist doctors oforgtometr to main-
tain competency, to become aware 0f new developments_in the prncUce of the
profession of optometry and to inert se management skills nnd administrative
efficiency. The honrd shnll approve programs meeting its adopted criteria.

E. The Imurd may hire an executive director as nn employee of the hoard.
The executive director Is responsible for the Rerformanpe of the regulnr ad-
ministrative functions of the honrd nnd such other administrative duties 1s the
honrd may direct. The executive director is ellTbIe to receive compensation
in nn amount as determined pursuant to 8 38-011

F. The honrd may hire or contract with Investigators to assist in ilie In-

vestigation of violations of this chapter, hire other employees required to
carry out tills ehnpter nnd contract with other state agencies when required

to carry out tills chapter.
G. Not later than December 31 eacli year the hoard shall transmit to the

governor a written report of Its actions and proceedings. The report shall be
verified by the president and shnll include a detailed s'atcment of the re-

cej{)ts nnd” disbursements for the preceding year. Added Daws 11)8Q Ch. 248,
84, eff. Jan, 1L 10)&@
Effective January 1, 1982

FOr applicable effective <inte Erovision Former | 32-1704 wail repealed by
of Laws 1980, Ch. 248. ace note following Laws 1980, Ch. 748, i 2. effective July I,
{ 32-1701. ) 1980.

For disposition of the subject matter Library Reference*
of repealed nnd expiring sections nnd Physicians and Surgeons <S=sS.
derivation of the subject matter of add- C.J.S. Physicians and Surgeons 89 2, 6,
ed unctions, sec Tables precedln? t 32- 13
1701 In Chapter 16 effective until Janu- '

ary 1, 1982, ante.

Ch. 16effective until Jan. |, 1982 sec Ch. 16 ante
10A rIi.l%vOSH?HiI.— 16 241



& 32-1705 PROFESSIONS AND OCCUPATIONS

§& 32-1705, 32-1706. Repealed by Laws  19B0, Ch. 248 i 2 eff. July I, 1980

Former 55 32-1705. ns amended by 1977, Ch. 82. 1 19. eff. May 23. 1977. were
Laws 1979. Ch. 50 | 3. eff. April 17. repealed by Laws 1980. Ch. 248 | 2. ef-
1979. and 32-1705, as amended by Laws fective July 1.1980.

ARTICLE 2 LICENSING

Article 2 connintiny of § 32-772/ to 82-1727, trait added by Lawn

1080, Ch. 218, § 4, effective January 1,1982. .
For Article 2 an added by Fawn 1980, Ch. 248, $.7 effective July 1,

1980, see Chapter 16, Articlé 2, ante.
Former Article 2, con/tinting of 82-1721 to 32-1726, lean repealed

by Lawn 1950, Ch. 248, 52, effective July 1,1980. ,
7(F)gr termination under Funnel /mw, nee italic note preceding § 32-

§ 32-1721. Persons and acts not affected by this chapter

This chapter does not apply to:

1. Physicians and surgeons duly licensed to practice medicine and surgery
In this sfate, if they are practicing lawfully.

2. Dispensing opticians duly licensed to %ractice. If they are practicing law -
fully In accordance with the provisions of $32-1671 ,

3’ The sale of complete read¥—to—wear eyeglasses as merchandise from a
permanently established place of business. ~Added Laws 1080, Ch. 248 54

eff. Jan. 171082
Effective January 1, 1982

For applicable effective date Provision 1701 In Chapter 15 effective until Janu-

of Lawn 1980, Ch. 248, nee note f'llow Ing ar'\t/ 1, 1982, ante.

(32-1701. ormer 1 32-1721 wan repealed by
For dlrpoBltlon of tho subject matter Luwn 1980, Ch. 248, f 2, effective July 1,

of repealed and exgiring scctlona nnd 1980.

derivation of the nubjcct matter of ndd- )

cd ncctlonn, see Tables preceding | 32- Library References

1701 In Chapter 16 effective until Janu- Physicians and Surgeons 0=6(5).

ary 1, 1982, ante. C.J.S. Physicians and Surgeons 55 10,
For legislative Intent re%arding Lawn 23.

1980, Ch. 248, tco note following 32-

§ 32-1722. Qualifications of applicant; applications

A. A person of good moral chnrnctcr, desiring to engngc In the Rractlce of
the profession of optometry, shall file with the honrd not less than thirty
dakl_s prior to the dnte on which nn examination Is to be held a verified appli-
cation with the required application fee, which shall show:

1. Applicant’s nnmc, age and address. , _

2. Graduation from a“university or college tcnching the éJrofesswn of op-
t%met{y accredited by n nationally accepted accrediting body on optometric
education,

3. Satisfactory completion of a course of study In clinlcul phnrmacology
npproved by a committee composed of the president of the board, the clialr=
mnn of the plinrmneology department of the university of Arizona college of
medicine nnd the chnlrmnn of the department of opthnlmology of the univer-
sity of Arizona college of medicine, with pnrttcular emphasis on the clinical
application of diagnostic phnrmnccutlenl agents for the purpose of examina-
tion of the human e¥e nnd_ the analysis of ocular functions.

4. Background Information on n“form prescribed by the attorney general
for the purpose of conducting nn Investigation Into the existence of prior nr-

rests and convictions.

B. Upon receipt of nn application In proper form nnd containing the In-
formation prescribed In subsection A, the board mny have un Investigation
made of the applicant’s character, a’ lllty nnd experience.

Ch. 16effective until Jan. I, 1982 soe Ch. 16 ante
242
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PROFESSIONS AND OCCUPATIONS &32-1723

C. For the Eurposes of such investigation, the board tna¥ sulgioena wit-
nesses, administer oaths and take testl,mong with respect to the character of
the applicant or to nny matter affecting the application at a hearing held
nfter sufficient notice has lieen given.

_D. If the Ismrd finds that the applicant has passed. the examination pro-
vided for under § 32-1723 or 32-1724, and that the applicant's character, abil-
ity and experience are satisfactory, the honrd shall Issue a license.

. .Every application shall lie approved or denied wiihin ninety days from
the filing date or, if a heurlng is held, within thirty days from ‘the tlose of

hearing.  Added l.aws 1080, Ch. 248 54, eff. Jnn. 1, 1082

Effective January J, 1982

For applicable effective date ?rovision 1979,. was repealed by Laws 1980, Ch,
of Laws 1980, Ch. 248, sec note following 248, 1 2, effective July 1. 1980.

5 32-1701. 1980 Reviser's Note: )

For disposition of the subject matter Pursuant to authority of section 41-
of repealed and expiring sections and 1304.02, In subsection A, paragraph 3 the
derivation of the subject matter of add- spelling of "opthalmology" was correct-
ed sections, sco Tabhles precedm? § 32- ed as a manifest clerical error.

1701 In Chapter 16 effective until Janu- Li

ary 1, 1982, ante. y References

b
P
Former { 32-1722, as amended by C.
Laws 1979, Ch. 60. f 4. eff. April 17, C

S 32-1723. Reciprocity

A. A person who presents to the Ixiurd a certified coBy of or a license in
?ood standing which was Issued nfter examination by n board of registration
n the profession of optometry in nny other stntc where the requirements for
licensure are, In the ojiinlon "of the honrd, equivalent to those of tills state
shnll be licensed in this"state without a written examination hut shall be given
a practical nnd ornl examination subject to nil of the following:

th'l tTr{at such stnie accords like privileges to holders of licenses Issued In

is state.

2. The license of the applicant shall not have been suspended or revoked
b}/ such other stntc for any cnuse which Is a bnsls of suspension or revocation
of a license under this chnptor.

3. The applicant has not previously failed to pass the examination in this
state subsequent to his admission to practice In such other stntc.

4. The applicant lins liecn en%aged in the practice of the ﬁrofesswn of op-
tometry continuously In Riieh state for not less than four of the five years Im-
mediately prec,edm(I; llls application. , ) ,

, t"IITh? {a\pphcan Intends to reside and practice the jirofession of optomct y
in tills state.

0. The applicant offera proof of satisfactory completion of n course of study
In clinical pharmacology approved by a committee composed of the presiderit
of the honrd, the chairman, of the pharmacology dePartment of the umversnY
of Arizona college of medicine and the chairman of the department of ophthal-
mology of the university of Arizona college of medicine, with particular em-
phasis on the clinical application of diagnostic pharmaceutical a?ents for the
purpose of examination of the human eye and the analysis of ocular functions.

7. The applicant meets the requirements of $ 32-1722 concerning good,
moral character.

B. Subsection A apPIies only to those jiersons coming Into this state lo open
n permanent office within one”hundred eighty dnys from the dale a license Is
Issued. Added Laws 1lIKO, Ch. 248 54, off."Jan. 1,1082.

Effective January 1,1982.

cians nnd .Surgeons @=>4.
.S.Corporations I 956.
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Forapplicable effective dntc provision For disposition of tho nubjcct matter
nf Lnws 1980, Cli. 248, sec note following of repealed nnd expiring sections and
(32-1701. derlvntlon of the subject innttcr of ndd-
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243



AEAENOIE THE FRECHOING PAGES HERE TRRATED
AS AUNT IN TH= GRANAL DO MANT



HEAENOIE  THE FOULOANG PGS VHE THATIED
AS AWNT IN THE CRANAL Dot MNP



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® (.both Anchorage optometrists) response 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 intro—
duced and defeated last year respectively was: "To take care of angle closure.™

"To use this as a first aid measure." This is treatment.

Treating angle closure glaucome is very difficult and requires more than just
putting a miotic eye drop in the eye. Treatment of this condition requires

surgery in all cases. To break the angle closure attack before surgery, hospital—
ization, Diamox and intravenous Manitol 1is necessary in many cases. If angle
closure glaucoma goes untreated* blindness results. All cycloplegics and mydriatics

(dilating drops) can cause angle closure glaucoma.

It has been suggested to you by the optometrists that the incidence of angle
closure glaucoma is only 1 in 18,400 cases. What they do not tell you is that

a unique situation exists with the native Alaskan. The incidence of angle closure
is 1 in 1,900 cases and even higher if dilating drops are used. This problem
usually takes several hours to develop, long after the optometrist would have left
the village. If we were to allow the optometrists to use dilating drops, this
would result in many more unnecessary surgical emergencies and possible blindness.
In view of this well known fact, ophthalmologists are hesitant to use mydriatics

and cycloplegics in the Alaska native, especially in the bush areas.

Miotics are a therapeutic class of drugs and are listed incorrectly in the
proposed bills as diagnostic drugs. Either the optometrists do not have a
thorough understanding of the eye medications, or they are asking the legislators
to allow them to treat glaucoma and other eye conditions. The proposed bill lists
only broad general categories of the desired eye medications, no specific drug
names and concentrations. The classes of drugs include such potent substancen as
Cocaine, Atropine, Scopolamine, Phenylephrine and Phospholine lodide. All there
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 cf the pupil) is a Class 11
narcotic controlled substance which is subject to wide spread abuse by addicts

and requires a controlled substance registration certificate to dispense or use.



Optometrists are not medical doctors and cannot get a federal narcotics certificate.

These drug bills are inconsistent with federal regulation on this point.

Atropine and Scopolamine are cycloplegic agents which paralyze the eye"s focusing
power and in sufficient doses produce irritability, 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. Phospoline
lodide, 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 insecticides and

nerve gas. This medication has been shown to produce retinal detachments and

cataracts.

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.



I. EYE HEALTH CARE PROVIDERS OF THE CONSUMING PUBLIC

The American Optometric Association defines an optometrist as:

"__..a health care professional who is 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 gathe
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

provide the patient with clear effecient vision.""*"

Although this definition is broad, the Alaska legistlators have specifically
narrowed the definition down considerably. According to the Alaska State
Statutes, Title 8, Business and Professions Section 08.72.300, the Statutes
define optometry as:

1. "Optometry"™ 1is 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 to do so.

The optometrists will or have suggestedto you that they are legally bound to
diagnose eye diseases and that they are in a dilemma in thatthey cannot diagnose
eye diseases without the use of drugs. They are only in a dilemma if the broader
sense of the definition is used as set forth recently by the American Optometric
Association. However, the Alaska State Legislators have ingeniously removed that
dilemma for the optometrists by limiting them to th-: diagnosis of visual anomalies,

muscular anomalies, optical deficiency or deformities and not eye diseases.



Furthermore, this construed dilemma is removed by a landmark decision by Judge
James M. Fitzgerald, United States District Judge for Alaska in the Timothy
Steele case in Fairbanks, Alaska. This is the case where an optometrist in
Fairbanks used a dilating drop and noted an abnormality and did not refer the
child to a medical doctor. The following is a direct and full quote of the
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 was not a "judgment call* but

a violation of the governing principles of professional

standards.

Optometrists are trained to recognize symptoms of many diseases
which may be discovered by eye examination. They are not per—
mitted under recognized optometric standards to undertake a
definite diagnosis but recognize this as the responsibility of
a medical doctor. Obviously, it is foreseeable that failure

to refer to a qualified medical practitioner, when required to
do so, will result in delay of diagnosis and the institu® of
treatment; so it proved to be ir. Timothy"s case. At the time
the referral was finally made to an ophthalmologist, it was too
late. Time had run out, and the only thing tnat could be done

was to remove the eye.

I conclude that the plaintiff is entitled to recover in this action

from the United States for the loss of Timothy"s right eye.
DATED at Anchorage, Alaska, this 20th day of October, 1978."

ss: James M. Fitzgerald
United States District Judge

If these bills passed, the statutory law would be inconsistent with common law
or court decisions. Let us examine the optometrist™s construed dilemma a bit
closer. In an article "How the General Practitioner Can Determine the Need for
Ophthalmologic Referral™, it has been shown that the initial clues to eye disease
are determined by history, visual acuity and external examination by handheld
flashlight. Only .1% of eye disease is initially determined by using dilating

drops. See Table A.



In sum, to both the conscientious physician and the conscientious optometrist
the need for referral of a patient to an ophthalmologist is usually obvious
through the application of history, visual acuity, and external examination

by hand-held flashlight, and does not require sophisticated instruments.

Most importantly, do not dilate the pupil. Routine tonometry according to
established standards and viewing the fundus oculi through the undilated pupil
are the additional needed methods. The use of mydriatic drugs to dilate the
pupil risks precipitating acute narrow angle glaucoma by a 9:1 ratio over
uncovering any hidden disease process. Thus it is obvdious that there is no
dilemma at all. This dilemma was construed by the optometrist for legilative

purposes.

By now you have heard from the optometrists that there is another law suit

filed against an Anchorage optometrist. They also state that if they could
dilate the pupil to look in that the law suit would not have been filed. Well,
the optometrist dilated Timothy Steele"s pupil and still a law suit was filed
and was won by Timothy Steele. The falacy of this statement by the optometrists
Is clear in light of Judge Fitzgeralds decision and the article on what people

need ophthalmologic referral.

The ophthalmologist is a medical doctor who has completed a 3-5 year residency
program after one year internship preceeded by A years of college and A years

of medical school. He 1is trained in thr diagnosis and treatment of ocular
dysfunction and disease and in the use of all techniques or treatment including
drugs, surgery, laser photocoagulation, ."adiation, etc. Because he has been
trained as a general physician first, his perspective of the eyj is broader than
the optometrist. He view: 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”
complaint. Table 1 demonstrates the overall education and numbers of optoinetris
and ophthalmologists. From Table 1 it is evident that the ophthalmologists have
much more training in pharmacology and pathology than the optometrists. Still
the optometrists continue to compare their curriculum hours to dental school
hours. They continue to say that if the dentists can use medications, why can"t
we. This is like comparing apples to oranges. They ore not asking Lo usr *he
drugs dentists use or to diagnose oral pachology. They are asking to do what

the ophthalmologist does.



Therefore, it is more appropriate to compare ophthalmologists curriculum hours

to optometric curriculum hours. (Please read Ref,#43, which explains this point
in detail for the State of Alaska.) It is immediately obvious that the ophthal —
mologist has many more hours of classroom or book learning and many more years of
clinical experience. The optometrists indicate that they can also take courses,
but where do they get the years of clinical experience of putting drugs into the
eyes of patients under close supervision of the clinical medical professors who
are medical doctors. Optometrists simply do not get this type of training. Book

learning is one thing, but clinical experience is most important.

Table gives a comparisf n of consumer services offered by ophthalmologists and
optometrists. It is quite apparent that there is i”nsiderable 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 treatment. The ophthalmologist is trained
to provide complete eye care and to evaluate ocular dysfunction in the context of
total body physiology and pathology. The ophthalmologist is a complete eye care
provider. Although the overlap of professional services is greatest for refrac—

tions, this is a source of considerable consumer spending in both professions.

ECONOMICS (AND PRACTICE)?

Table 3* shows the substantial number of public dollars which are expended for
eye care. A total of approximately $A,135 million dollars were spent in 1975

for vision care mmservices.*” The national consumer spending for ophthalmic surgery
is not listed. This would make the total ophthalmologic dollar spent on eye care
far greater than the optometric dollar. IT 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 these figures. For example,

if the Kennedy-Mills National Health Insurance 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 optometrists to ensure their fullest possible participation in 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 them—

selves into a better position to compete for this consumer dollar. Eve'> 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 primary eye care providers.

This image change is being sold to the public by a sophisticated national
advertising compaign. This multi-million dollar campaign is funded by the

national optometric organization through dues and special assessmet s. They are
trying to sell themselves as "your family doctor of optometry...the one to see

and keep seeing”. Calling themselves family doctors in the opinion of the ophthal—
mologists is misleading since they are not medical doctors as are the family prac—
titioner or family doctor. These adds are occurring on national T.V., radio and
magazine; such as, The Ladies Heme Journal, Better Homes and Gardens, etc. Adds
that show stethoscopes hanging around the neck of the optometrist is also mislead—
ing, as the ~anera.l public associates the medical doctor with the stethoscope.

One article in the Anchorage Times even referred to a group of optometrists &s

physicians and the word ophthalmologist was used. (See supporting documents)

We should expect that in the future the Alaskan optometrists will follow the attempt
of other state optometric associations to next try for the privilcdge to use these
same diagnostic drugs as therapeutic 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

pee 70% of the eye consumers and therefore are 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 euch practitioner 1is the same. Thus the
source of the fallacy: thal since they compose 70% of the national work force

they see 70% of the eye consumers.

Table 1 indicated the total number of practitioners in each group. The median
number of patients seen per week by optometrists was 43.2; the median seen by
ophthalmologists was 102.9. The ophthalmologist 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 no"ional work force, care for the other half.
The statistics in 4 aska show that there is a total of 40 optometristsl0 and 25
ophthalmologists10 Thus the ophthalmologists make up 39% of the state work force



people 1in all section"s 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 totreat

conditions beyond their knowledge and skill?

It has been said by the optometrists that they would like 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 in caucasions. To allow the

optometrist to use these dilating eye drops would result in

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



and the optometrists 61%. Applying the same national ratio of eye
consumers seen by optometrists and ophthalmologists, it is evident
that the ophthalmologists see 56% of the eye care consumer, but
makes up 39% of the state work force . The accuracy of the ratio
*f two to one was checked 1in the city of Anchorage by comparing

the humber of eye consumers seen by the most active ophthalmologist

in town - 40-50 eye consumers, as compared to the most active optom—
etrists in town - 20-25 eye consumers seen in one day. The average
ophthalmologist in Anchorage sees 30 people per day. The average
optometrist sees 15 people per day. These figures would seem to

indicate that although ophthalmologists are a smaller group than
optometrists, the public will seek 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 ophthalmolo—
gists are congregated in the metropolitan areas and the optometrists
are distributed over the rural areas. However, much of Alaska is
"bush country™, so that the oph thalIlmol of.ists and optometrists are
both congregated in Anchorage, Fairbanks, Kenai Peninsula and the
southeast. There are only two areas (Kodiak and Bethel) that have

a full time optometrist and no full time ophthalmologist, Table-Map 5,6
However, there are other medical doctors in 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 in,
Alaska are served by itinerant ophthalmologists both by Alaska Native
Service and by private practicing ophthalmologists, Table-Map”". Ir.
the 14 other states where a similar bill was passed, these states
were mainly rural with a maldistribution of ophthalmologists. In
these states, Lhis was the main reason for passing the 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



police powers to oversee those activities which are involved

with health, education and welfare.13 The healing arts parti—
cularly have L ;en the subject of regulatory legislation which
specifies strict requirements for the practive of such profes-
sions.14 The intent of such restrictive legislation 1is avowadly
the protection of the public against injuries it may suffer from
the conduct of such business or calling.” The state may reason—
ably impose any condition precedent to the grant of 1its consent

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

to that objective.%p

The usual means taken by the state 1in applying these condition
as quality standards has been by 1imposing licensing requirements
and by carefully defining the particular professions involved.”?
Constitutional challenges to this power of the state h~* oeen
universally defeated when that power has been reasonabx/

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 right which 1is constitutionally protected,20 such a rij>ht
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 1in a perceived right
and duty of the legislature to protect the citizens of the state
from incompetants and fraudulent health practitioners.22 The
Washington Constitution specifically vests exclusive authority

in the legislature to:



..regulate the practice of medicine and surgery and the
23

sale of drugs and medicines.”
From this, courts have construed legislative authority to regulate,
by means of separate statutory licensing requirements, all of the
various professions ana occupations engaged in health care delivery.
This 1includes many professions which are not obviously included 1in
"_..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

educated .7

This is a logical stance for the legislature to take. If the
legislature has an avowed interest 1in protecting the public,26 it
must make some acteapt 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 1includes courses,
testing and most important of all, clinical experience under super—
vision. This 1is the legislative intent 1in enacting licensing

07
statutes. - This reasoning is fTollowed with consistency 1in cases

. . . . 28
involving almost every viewpoint and aspect of health care.

Great latitutde 1Is given by the courts to the legislature 1in
defining its public health goals. However, the goal is universally
stated to be the protection of public health. Health 1legislation
is not passed to promote the personal ends of Individuals or to
enhance the status or prestige of any given class of practitioners.
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.



is made with TWhole body* disease/function. The eye 1is studied

in isolation as an optical instrument. To use an analogy, an
operating room, nurse could teac".i 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 1involving many hours of supervised
clinical experience using dru”s. To allow any health care provider
to practice with only Ilimited classroom experience and testing
violates the legislative duty to protect the public from risk of

incompetency from lack of clinical experience.43

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 cype of post-graduate instruction always
preseumes 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 those 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 which the course is presenting. Crash
courses which involve totally new material, presented to practition—
ers without that cliniuai judgement or experience necessary to
actually grasp the real impact of the data presented, let alone the
nuances, can be expected to create clinicians who will test their
newly acquired knowlege 1in the public sphere. The hazards of such
an appraoch are obvious. Again, such an approach does aot satisfy

the legislative duty to reduce public risk.

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

practice which optometry has exercised to date, to extend their



a) Goal - As noted above, the frequently given objective for r |\ilation
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.32

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.33 The stated legislative goal Iis
increased public protection, not increased public risk. Nowhere 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.

b) Means - The means by which the legislature attempts to arrive at its
stated goal must be reasonable and rational.34 The 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.33 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)” jJie must provide
evidence of training sufficient to ensure the public from health care
which 1is inadequate. 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 state may require evidence of formal professional training which has as
its foundation and primary goal, a strong commitment to an understanding
and clinical application of those methods, techniques nnd material to which
the public will be exposed and 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/
pharmacology with supervized clinical experience.43 Training is limited to
a superficial, most theoretical, presentation of data concerning ocular
dysf*nction with inadequate clinical supervised experience. Not only do
the data show that the instruction given the optometric student is very

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



clincial practice to include the application of; drugs to the eye

would be an 1irrational approach toward the protection of public
health.” IT the curricula of optometric schools demonstrated
sufficiently integrated instruction 1in human anatomy/pharmacology/
physiology/pathology to provide the optometric graduate with an
adequate basis Tfor 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 substitueOQ for many hours of supervised clinical exper—

ience .MM

It should be repeated that the strong interest of the state in
protecting the public, has trad.ltion?. ily and appropriately placed
rigid conditions and restrictions upon the right to affect public
health._» It should also be repeated that this power to restrict
health care practice 1is recognized asproper 1icgtiuless of 1its

effect upon the economic 1interests ofthose regulated,

It is doubtfull that an informed public would voluntarily accept

a role as an o.”-the-job training clinical practice model so that

the optometrists an 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, as individual complex
biologic units, are biochemically affected in manifold ways via

the environment, foods and drugs. Any Jlegislative change which
would franchise greater administration of drugs and which simultan—
eously doe" not require firm, convincing evidence of a profound
understanding of the disease to be detected,its effecton the human
body, the biochemistry of the drug tobe used, 1ignores the public
right to be protected from incompetency and the public right to

make decisions concerning 1its healtr 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 b ised upon training which comprehends all of

the above principles.



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

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

provide public protection in matters cf health.

Currently, states have little control over the calibre of

training which optometrists acquire prior to licensure. An
optometrist may have trained 1in 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 Ilimited training because the board members
took their training when little time was devoted to course work
in pharmacology, and now have little experience with drugs.

It is difficult to see how such a Board can adequately evaluate
such clinical ability 1in optometric applicants for licensure,
nor 1is it clear how such a Board can construct any “refresher”
cottse 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 drugs would find themselves
in a fvistrated position. The Board can do nothing to prevent
this and the fine for practicing medicine without a medical

license 1is only $100.00.



The regulation of the profession by the Optometric Board

will be considered appropriate so long as it is reasonable

and necessary in the interest of health, safety of the people.”

Licensing of optometrists by a Board 1itself lacking 1in the
necessary qualifications to evaluate clinical performance
and knowledge, 1is manifestly unreasonable. To grant the
right to optometrist®, to use diagnostic drugs who are poorly
qualified to do so, is not a reasonable, or an appropriate,

or a necessary means of “protecting”"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, if the practice of medicine and surgery 1is a proper
subject for careful and precire legislation, so also should be

legislation which concerns e> care and those who provide it
to the public.”

CONCLUSION

Having looked critically at the past trend toward the expansion

of optometric sercies 1into medical care, and with the present trend
of more and more states defeating this kind of bill, it is proper
that some statement be made regarding an appropriate role for this

vision care professional.

If the optometrist will be expected to diagnose eye disease,

then jne 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 competencey; or

2) optometrists must work in 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 involvement in treatment rationals
and administration. This would be similar to the military,
Veterans Administration and Alaska Native Service, where the
optometrist use these drugs under the direct supervision of

the ophthalmologists.”



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, 1if 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 1increasingly complex year-by-year.The optometrists seenm

to want to become doctors, but do not want to go through the extensive number
of: years training 1t requires. This is particularly true whan 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, especia?.ly if he has historically been conditioned
to see hir.self as a member of a separate group, practicing independ—
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's
Administration Systen, the military and tho Alaska Native Service

It could work well in private care.

Finally, if state legislatures believe that it 1is proper to ex"pand
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 all 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 1its citizens
or it should minimize that responsibility and lower 1its standards

to permit each group to economically advance at the public expense.

The latter practice would also reduce the educational time and



experience required :o0 produce specialist M.D."s- but, of
course, such physicians would be recognized as marginally or
totally incompetent. Should the standard be any different
for optometrists who wish to medically diagnose eye disease

that 1is 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.



FOOTNOTES:

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

2 - 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 1is devoted
to formal, diadactic lecture, the remainder 1is clinical or
laboratory activity. This weekly schedule continute 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.

3 - 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 1includ 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 ignores the fact that in expanding their role 1into the
practice of medicine optometrists should be subjected to the
same educational requirements. Unfortunately, there 1is no
short-cut to professional competence. This 1is 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.

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

5 -Trapnell, The Impact of National Health 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.

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

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



8 -

9 -

10-

11-

12-

Worthen, note , Op-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 1in 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 1in Connecticut, sees

56 patients per week for complete eye examinations. Also, if
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 1is 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-ha If by
optometrists. Thi® report dealt only with persons seeking entry
into the eye services field for sc-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 surgical 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 1in 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 affects the health, welfare and safety of the people
of the tills state, and should be regulated 1in the public 1interest
and limited to qualified persons..." (Amendment 1975)



13

14

15

16
17

18

19
20
21

22
23
24
25
26
27

28

29
30

31
32
33

34
35
36
37

Ellstad v. Swayze, 15 Wash.
Ketchum v. King Co.

See also,
Wash ;d 5

-Swayze,n

Kelly v.
(1950)

Campbell
Gellhorn

2d 281,
Medical

130 P2d 354 (1942).

65, 502 P2d 1197, 1200 (1973)

ote 13, 353, su

pra.

Carroll, 36 Wash 2d 482,

v. State, Id.,

has recently argued that state

at 462

Service Corp.,

219 P2d 79, 90.

are in fact attempts by the profession or

to control competition by means

practice.

of health professions
such critisism.

44 University

-Semmlerv

Even Professor

. Oregon State DentalExaminers,

(1934);State v. Wilson,

R.C.W. 1
Laughney

8.53.140

v. Maybury, 145 Wash.

Ellstad v. Swayze, note
, 230 S.C. 75, 94 WE 2d 177, app-

Callison
Kelly v.
Art. 20,

is

Gellhorn,

of Chicago L.R.6,

of

restrictive

1976.

11 Wn. App.

47, 3583,

146,

supra,

916, 528P2d

occupation

necessary and probably

The Abuse of Occupational

294,U.5.608,

259 P.17 (1927)

Carroll, note 15, 85, supra.

2

Ellstad v. Swayze, note

State v.
Kellyv .

State ex
Accord ,

61 Am Jan 2d, Physicians,

ALR 623,

Ex narte

Bonham, 93 Wash

13, 353,

489, 161 P 377,

Carroll, note 22, supra.

rcl Fleming v.

624
Whitly, 144 cal

Cohn, 12 Wash
State v Hauk, 32 Wash

. 167, 77 P 879

"It Is enough that...it might be

legislative

Co., 348
See note

Campbell

U.S. 483, 488
15, supra.

v. State, note

"A law which reduces or

added)

supra.

Surgeons,

and other

Accord.

dismd. 352

379 (1916)

2d 425, 121 P2d
2d 68;.203 P2d 693(194

(1904)

81

licensing statutes

involved

admission to
Gellhorn would admit that the licensing

rises above

Licensing,

611,

279(1974)

Dantzler wv.

U.S. 939 (1956)

954 (1942)
9)

Healers, 19;86

though that the particular

measure was...rational...

(1955), Douglas, J.

15, supr

prevents

Williamson v. Lee Optical, note

State v.
Wor then,

"...the

Houck, note 27,
note , Op-160,

legislature was

a.

any
tends to safequard the public welfare...

29,

supra.

700, supra.

supra.

careful

to

require

Williamson v.

majority

increase 1in an

Lee Optical
opinior.)

...evil

Id. at 462. (emphasis

definite

knowledge



38 - 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 1in note 43, infra.

39 -Ellstad v. Swayze,note 13, supr ...

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

41 -R.C.W. 18.54070

42 -R.C.W. 18.54.030 -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 1in clinical information.

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

involves participation by the optometrist in 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 40

licensed optometrists 1in Alaska. Their educational background
is as follows:

24 attended Pacific University College of Optometry(1951-1976)
attended I1l1linois College of Optometry (I1CO)

4 from 1948 to 1960 and 1 graduated 1in 1977

attended Southern College of Optometry

attended the University of Houston College of Optometry
attended Southern California College of Optometry

attended Los Angles College of Optometry (No 1longer listed
as an optometric school)

ol

P PN W

1 attended Northern I1l1linois College of Optometry (No longer
listed as an optometric school)

In one case, it 1is unkown to the Department of Commerce where
he went to school.

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

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

Illinois College of Optometry, prior to 1960, had NO M.D.,
PhD., or anyone with a masters or bachelors degree in
pharmacology teaching. The one graduate of 1977 may have
been taught by one professor in the category of PhD. or
masters or bachelors degree.



Southern College of Optometry has NO M.D., PhD., or anyone
with a masters or bachelors degree in pharmacology teaching
at that 1institution.

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

or anyone with a masters or bachelors degree 1in pharmacology

teaching at that institution.

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 in the state that had any pharmacology
training from any qualified instructor at all, 1is two; one fronm

the Illinois College of Optometry who graduated 1in 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 1in the state that had any
instruction at all from any full-time M.D. on the staff of the
school is 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 opcometrists

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

number of members of the State Board of 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 1inaximum number of optometrists currently prac-—
ticing in Alaska that had any full or part-time 1instruction,
either by lecture or 1in the clinical setting by an ophthalmologist
is zero.

-State v. Spino, 61 Wash 2d 2A6, 377 p2d 868, 870 (1963)
-Pennington v. Benelli, 15 Cal App 2d 316, 59 P2dAAOQ

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

The AAO Nov.-Dee. 1977 . "AGREEMENT REACHED ON DEFINITION OF
MILITARY OPTOMETRIST- The army, Navy and Air Force have agreed
on a common definition limiting 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 ophthalinological societies earlier in the
year. On June 15th James W, Foristel, 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
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perform
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refraction and other procedures, prescribe
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physicians for diagnosis and treatment of
Optometrists use appropriate drugs to
procedures. When using these drugs, immediate

and Review of Optometry, June 15, 1976



TABLE A. EXAMINING ELEMENTS THAT

DISEASE IN 716 PATIENTS.

HISTORY
VISUAL ACUITY

EXTERNAL EXAMINATION BY HAND-—
HELD FLASHLIGHT

REFRACTION
TONOMETRY

SLIT LAMP
UNDILATED FUNDUS
DILATED FUNDUS

255
198

157

69
23

716

INDICATED OPHTHALMOLOGIC

(35.6%)
(27.7%)

(21.9%)
( -6%)
( 9.6%)
( 3.2%)
(1.3%)
¢ -1

100%
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PH. D.

Comparison

License

Prerequisite

Curriculum

Pharmacology

Pathology

Period of training

Time Tfor education
after high school

Number of active
practicioncrs

Number of students

Total number of
practitioners and
students

Total number
professionals

Mr. George Hall"s
March 1, 1978

Professionals.
126 hours -

Mayo Clinic and

THESIS BY DON C.
THE OPHTHALMOLOGIC OPTOMETRIC

of eye

meeting

Southern

TABLE 1
SYMPOSIUM ON LEGISLATION

PEARSON, M. D.
INTERFACE

Optometrists

In all states as
optometrists

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

School or College

6A hours*
126 hours **

20-60 hours

A yrs (3A-36

(5A-72
Ayr.
Ayr.

months)

6-8yrs
Max .
Max .

months)

Opt.

21,900
A ,985
2A ,933

2A.800 (70% of total)

report on Pennsylvania

of Legislative

College of Optometry

lowa

- APRIL 28,
T. A. AL 0. O.

undergrad.
college

School
Coalition

1977 - WORTHEN

1977

of Optometry and Ophthalmology

Ophthalmologists

In all states as
Physicians and
Surgeons

Graduation from
Medical School (M.D.)
3 - A years College

Medical school intern—
ship, Postgraduate
(residency)

301*** (18 7 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. (36-60 months)

11-1Ayrs. (120 months)

9,322

1,91A (residents)

10 ,A96

10,629 (30% of total)

of Optometry to

of Health Care



"1ABIA 1A

OPTOMETRIC EDUCATION DEFICIENCY DOCUMENTED FOR REDBOOK SURVEY

As prepared by John W.
University of Louisville School

Gamel, M. D.
of Medicine

EDUCATIONAL BACKGROUND REQUIRED FOR DELIVERY OF EYE CARE:

Comparison between Optometry and Ophthalmology*

REQUIREMENT

Admission

Total Training after High School
Class and Laboratory Time

Supervised Practice of General
Medicine (Internal Medicine,
General Surgery, Obstetrics-
Gynecology, Psychiatry, Primary
Care)

Supervised Practice of Medicine
and Surgery of the Eye

TOTAL TRAINING HOURS

Number of years during
which training occurred

Hours per year

information abstracted from:

1. Course Handbook of

2. American Association of Medical

p. 86 87 (re:

3. Residency Training Schedule,

University of Louisville.

Indiana University,

University of Louisville School

OPTOMETRY OPHTHALMOLOGY

2 years of 4 years of colle

college plus 4 years of
medical school

6 years 12 years

1,650 hours 3,249 hours

0 hours 3,240 hours
0 hours 5,240 hours
1,650 hours 11,739 hourc
4 years 7 years

412*s hours 1,677 hours

Division of Optometry,
Colleges Curriculum Directory,
of Medicine.)

Department of Ophthalmology,

1975-76.



TABLE 1Ib

BREAKDOWN OF HOURS SPENT IN EDUCATION OF OPTHALMOLOGIST

Class & Laboratory:
Medical School
1st year 871
2nd year 748
1,519

Residency:
Lectures:

5 hrs per wk x 150 weeks 750
Basic Science

40 hrs per wk x 10 weeks 400
Home Study

20 hrs per mo x 24 mos 480

1.630

TOTAL DIDACTIC TRAINING
(HRS.) (1 + 2) 3,249

3. Supervised Practice of
General Medicine
54 wsk x 60 hrs, per wk
(includes night calls &
week(nds) 3,240

4. Supervised Practice 0Oi Medicine
and Surgery of the Eye
35 hrs per wk x 150 weeks 5,250

TOTAL TIME SPENT IN SUPERVISED
PRA.CTICE (HRS.) (3 + 4) 8,490

TOTAL TIME SPENT IN FORMAL

EDUCATION OF OPHTHALMOLOGIST

AT THE UNIVERSITY OF LOUISVILLE

(HRS.) (L + 2 + 3+ 4) 11,739

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

Summary of Hours of Didactic Learning
Offered During Residency:

Ongoing Lectures:

Monday, a.m. 1 hour
Tuesday, a:... 1 hour
Thursday, a.m. 2 hours
Friday, a.m. 1 hour
TOTAL: 5 houts per week

Basic Science Courses:

40 hrs. per wk lectures/labs
Duration: 10 weeks

Home Study Course:
20 hrs per month

Duration: 24 months



TABLE 2

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

Service offered by Optometrist and Ophthalmologist

Service Optometrists__ Ophthalmologists
Refraction 99% 99.5%
Ophthalmoscopy 92% 99.5%
Contact Lenses 79% 58%
Visual Fields 75% 94%
Tonometry 66% 99.5%
Orthoptics 50% 53%
Low-vision aids A0% 55%
Biomicroscopy 32% 99 . 5%
Aniseikonic Testing 8% 9%
Treatment of eye disease 1-2% 100%

West Virginia and
North Carolina

Surgery 0% 99%



ALASKA

Ophthalmologists

Itinerant
OpUthalmologis ts



TABLE 3

CIVILIAN CONSUMER SPENDING FOR VISION CARE AND
SERVICES IN 1975

OFFICES OF
OPTOMETRISTS

Expend 1 tures

General examinations $525
Medical treatment 40
and therapy
Ophthalmic Services:
Corrective Eye glass

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

SIGHT CORRECTION

OFFICES OF
OPHTHALMOLOGISTS

$510
500

180(14%)
60

1,250

No optical shops
No surgery
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How the General Practitioner Can Determine
The Need for Ophthalmologic Referral

Henry S. Campell, MD, vartinsville, Virginia

W HEN should a patient be referred lo an oph-
thalmologist? Arc eye drops and sophisticated
instruments needed to make the referral decision?
These questions arc crucial to the proper care of eye
problems, whether the patient presents initially to a
physician or to a non-medical practitioner.
This study delineates the ways in which the possi-
bility of visual system disease can be recognized in
non-ophthalmologic office practice.

Method

The author, an ophthalmologist practicing in a
semi-rural area of Virginia, documented 2,000 con-
secutive office patient visits from October 9 1978
through December 14 1978 Each of these visits was
classified into one of three groups: no disease, new
disease, and old disease. No disease meant that the
patient had no significant complaints, may or may
not have required glasses for normal visual acuity
and had no findings of a significant medical problem.
New disease meant that the patient gave a history
suggesting significant visual system disease and/or
was found to have significant visual system disease;
new’ disease patients had not been seen or treated
previously for this problem by the examiner or by his
partner ophthalmologist. Old disease patients had n
significant visual system disease which had been seen
and/or treated previously by the examiner and/or by
his partner ophthalmologist. Patients with con-
comitant old and new disease problems were classi-
fied according to the new problem. Patients with
more than one old disease problem were classified
according to the more serious problem.

Address correspondence to Dr. Campell at PO Drawer
3151, Martinsville VA 24112
Submitted 1-12-A

MO VIRGINIA MEDICAL/NOVEMBER. 1979

All patient examinations included history, visual
acuity, external examination, slit lamp biomicroscope
examination and a view of the fundus oculi through
undilatcd pupils. Tonometry was done in all adult
patients without infection. A dilated fundus exami-
nation was done in all patients scheduled for a rou-
tine examination plus those patients where history
and/or other examination indicated the need. Visual
field examinations were done where indicated.

Results

In a mature ophthalmologic practice, one expects
to sec relatively few patients without disease. Indeed,
the examiner in this study saw only 284 patients
(284%) without disease and 716 (71.6%) with disease.
In the diseased group, 491 (65.6%) were already un-
der observation or treatment.

Table 1lists the means by which disease was sus-
pected. Notice the heavy preponderance of history,
visual acuity, and external examination by hand-held
flashlight as the initial clues to disease. These three
are, of course, different facets of the same stone and
could well be combined, i.e., if a patient states that lie
docs not sec well, and if his visual acuity is indeed
decreased, then the patient's history is confirmed. In
610 (85.2%) of the 716 patients with disease, this triad

Table 1 Examining chntcnls Thai Indicant! Ophthalmologic
Disease In 716 Patients.

Histo

V|sua| E g %%

Exﬁggﬁlll ﬁ(t mination by Hand-Held 5

Refractio 1 g

Tonometry @ % 20/o

EJndLlute% Fundus ZS 13

Dilated Fundus 1 10
716 100%

VOLUME 100



indicated visual system disease. Refracting four high
myopes or noticing thick spectacle lenses would have
indicated the need for careful indirect ophthaloscopy
for peripheral retinal abnormalities.

The majority of patients with new disease pre-
sented with acute processes, such as infection, iri-
docyclitis. foreign bodies and the like; here history,
visual acuity and external examination by hand-held
flashlight again gave the clue. Those patients with
old disease had chronic disorders such as cataracts
and glaucoma; for these, tonometry and slit lamp ex-
amination added meaningful information. The 69
patients found to have glaucoma could have been
suspected of the disease by using Schoilz tonometry
or non-contact “air puff’ tonometry. The nine pa-
tients found to have optic atrophy, glaucomatous
cupping, diabetic retinopathy, and macular degener-
ation were suspected by viewing the fundus oculi
through the undilated pupil.

Slit lamp biomicroscopic examination gave the
clue in 23 of the 716 patients with disease, mainly for
diseases of the cornea, silent iridocyclitis, and poten-
tial narrow-angle glaucoma. Two new and seven old
patients with potential narrow-angle glaucoma were
seen. Dilating the pupils of these nine patients could
have precipitated disastrous attacks of ac:«te narrow-
angle glaucoma, and mydriatic eye drops were dis-
tinctly contraindicated.

An asymptomatic superior retinal hole was found
in one patient because the history of retinal detach-
ment in Ihe other eye made an extraordinarily dili-
gent search of ihe retina mandatory. Without this
history and with only a routine examination of the
retina, the hole would have been missed by the ex-
aminer,

Only one patient had a significant abnormality
which whs not suspected prior to dilating the pupil.
Although her benign choroidal nevus was known to
her from an examination aboi one year prior, she
did not reveal this to the examiner initially

Tabic 2sums up how disease was suspected in the
716 patients found to have visual system pioblems,

Conclusions

How, then, can the non-ophthalmolgic practitionci
know when a patient should be referred lo an oph-
thalmologist" Most often, the study shows, throe-jh
the basic medical triad of hist' ry, visual acuity, and
looking at the external eye with a flashlight, Family
physician.: can lake heart at this. And they may be
cheered as well to know that the success ol this triad
obviates the need for sophisticated instruments: In
only 23 of the 716 patients suspected of having dis-

VOLUME lIk

B8t e Nekd o onnamalie. Rt AaBatent

History, visual ?%ntg external

examination (the basic
H|gt]89m?/f|isua cu ernal o6 (&2
ng%(oar |r\1/z|;1sth%n a%ﬂ(ﬁ/ F(se{un us 619716 (8634
exarnination, un P{ateé {undus

Ionome 6716 (%1%
History, viS al acu nal

e ks

E)ectaclesfenses W76 (%N
History, visual acu(m é ernal

ol e

spectacle¥enses sh(lJ famp 7716 (R

NOTE:, In nine of the above 716 patients, dilation of the pu
v%gnc% drops could have mguced anpatta& ofd acute narrow—gn&

case was an instrument required that is not in the of-
fice of most physicians, namely, a slit lamp.

As for eye drops, the recommendation is BE-
WARE. Eye drops can, in certain cases, change a
chronic visual problem into a dangerous emergency.
Nine patients seen in this study, as noted, had the po-
tenlial for acute narrow-angle glaucoma, and dilating
the pupils of any of these nine patients could have
produced an extreme emergency in the ollic: of the
general practitioner or non-medical optometrist.
Moreover, eye drops may precipitate alarning side
effects; in the course of this study two patients with
corneal foreign bodies became faint, with r.corcase in
hlood pres, urc and nausea, after application of topi-
cal anesthetic drops (although neither patient had a
seizure or total loss of consciousness).

In sum, to both the conscientious physician and
the conscientious optometrist the need for r:fcrral of
a patient to an ophthalmologist is usually obvious
through the application of history, visual acuity, and
externa) examination by hand-held flashlight, and
does not require sophisticated instruments.

Mosi importantly, do not dilate the pupil. Routine
tonometry according to established standards and
viewing the fundus oculi through t e undilale” pupil
are the additional needed method The use of myd-
riatic drugs to dilate the pupil risks precipitating
acute narrow-angle glaucoma by a 9:1 ratio over un-
covering any hidden disease process

Acknowledgment
The author dunks Donald W. Richman, MD, and
Douglas M. Rampona. MD, for their assistance and ad-
vice.
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WHO TEACHES OPTOMETRISTS MEDICINE?

CURRENT SCHOOL CATALOG STUDY COMPARES FACULTIES AT SEVERAL TYPICAL MEDICAL AND DENTAL SCHOOLS WITH
FACULTIES AT AL OPTOMETRY SCHOOLS IN THE U.S.

MECJCAL COLLEGES
Medical University of
South Carolina College of Medicine

Duke University
College of Medicine

Medical College
ol Georgia

DENTAL COLLEGES

Medical University of South Carolina
Colleqe of Dentistry

Medical College of Virginia
College of Dentistry

COLLEGES OF OPTOMETRY

Sou.' ern College
ol Of. ometry

lllincis College
of Optometry

Pennsylvania College
of Optometry

Southern California
College of Optomotry

Pacific University
College of Optometry

New England College
of Optomotry

University of Houston
College of Optometry

Indiana University
Collogo ol Optomotry

Ohio Stato Collogo
of Optomotry

Univorsity of Alabama
Collego of Optometry

Stato Univorsity of
Now York Cotloge of Optomotry

University ot California
Dorkoley Collogo o( Optometry

Forris Stato
Collogo ol Optomotry

CAN MEDICAL EYE CARE BE ENTRUSTED TO OPTOMETRISTS WHEN THIS STUDY

Total -
0
Students

660
489

720

160

439

604
600
552
384
340
332
284
276

228

160

256

100

Total =
of

Faculty

1,281

1,102

944

312

353

49

56

89

83

23

66

64

38

63

48

122

77

31

Faculty Professors
Student

Ratio

1%

.80

.08

.09

.16

.22

.07

.20

.23

.14

.28

.30

.76

.30

.31

Total = Full Time
of M.D.  Clinical”

Teaching
M.D.

(Full or

Part Time) Specialists Time

651 201
632 483
495 246
74 0
33 0
2 0
MSI TIUI
1 0
MAT nut
5 0
fART nut
5 0
PARI TIUI
1 0
PARI TIUI
4 0
PARIIUt
2 0
PARTLIUI
0 0
1 0
PARI 11U
3 0
PARI 11UI
9 0
PARI TIUI
9 0
PARIIIUI
0 0

Part
Time

23

10

10

HALMOLOQG]STS
. Eye Specialists)

M.D

Residents M.

10

25

20

37

47

55

65

12

52

47

21

46

22

87

43

11

449

123

127

11

12

12

22

12

29

COMMENTS

= CLINICAL — Refers Io working with
patients in hospitals or out-patient clinics

' « Ophthalmology Residents spend 3 months
during their 3-year residency in an intense
basic science course taught by nationally
prominent Opnthalmologists at Colby College.
Waterville. Maine

84 D.D.S. teaching mostly Clinical
9 are D.D.S., Ph.D.

126 D.D.S. teaching mostly Clinical
20 are D.D.S., Ph.D.

The 2 part time M.D.s are classioom lecturers
in Pathology.

The only M.D. is a part time Lecturer
in Pathology.

The only M.D. is a Professor of Physics
and Optics, part time.

Tho 2 part time M.D.s are Classroom
Lecturers in Pathology.

No M.D.s on Staff.

Tho only M.D. is part time. Ho lives 100 miles
away in Cincinnati.

All M.D.s aro part time classroom lecturers.
One M.D./Ph.D. lectures in Pharmacology.

Ono part time M.D. teaches In Public Health,
ono in Engineering and ono in
Physiological Optics

All but 2 of thoso 29 also teach in the Biology
and Chemistry departments of tho
Undergraduate Collogo.

Stugry Complled lor PEN Inc. b tho EDUCATIONAL
STUDY COMMI F THE SOUTH

PROVES THAT THERE ARE NO FULL=TIVE MD. INSTRUCTORS IN ANY OPTOMETRY SCHOO", ANYWHERE? TREMHY IWHM_(EGLS(IIEIY
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STATE OF ALASKA

FISCAL NOTE Revision Date 4/12, 1983 |
} II. FISCAL DETAIL
BWEResolunon No.. B 189 Apenc Atfected: C?{nmerce & Eq D?}/%
Title: "Optometrist - use or urugsl ~ Program Categ ory ctea: Pr
Sponsor:.inseohson BRU, Program of Subprogram”) Affectea:
Requestor: HESS Committee Occupational Licensing
EXPENDITURES/REVENUES:  (Thousands of %)Ilaw
U WS HNBIFKNE &
OPERATING | 1
]m PERSONAL SERVICES 316 331 i 261 39.2 379
2.0 2.% 1 24 4 2%
15 161 171 1
ASI% MODITIES 0.5 051 061 06 06
E UIPME 2.1 -0- 01 - -0-
00 1 1
100 GRANTS CLAIMS ETC 1 I1
TOTAL OPERATING 1 383 373 390 4U9 428
CAPITAL
REVENUE

FUNDING. (Thousands of Dollars
GENERAIE FUND ) 383 3731—391 49 428

FEDERAL FUNDS i

OTHER (Specify Source)

- L_
POSITIONS:
FULL-TIME t— 1 1
PART-TIME
Y
[11. SOURCE OF FUNDS TO OFFSET FISCAL IMPACT CF BILL:
Not identified by sponsor.
IV, ANALYSIS: Attach a”separate page for any Analysis
L Darrell Miller Phone:  465-2535
Division:  Occupational Licensing \ Date:
""" 11 Date:
Department: ~ Commerce A Economic Development
Distripution
(gnglnal t Leg|s|at|ve Finance .
80 ce 0f Igement and Bud% 8r ?gwlature introduced bills)
to Department ?o Governor Introduced bil

88% &eaﬂse%rtor if different from Sponsor) m 3/8/83



SB 130 FISCAL IMPACT

(Note:  Bwinflation factor progected for FY '84 through
FY '88 tor operating cost)

100 PERSONAL SERVICES - (FY '83 salary schedule plus Bainflation factor)

1L|cen3|n Examiner, Range 12A
rgera’ocac% nment, 12 months,

|n Juneau $31502.00
200 TRAVEL
4 hoard meetings annually (2 days each
0°850,06 H/ggdmy%lm (4 S 6000
Trans ortat|o oard meetings annually
($350.00 each x 4 1,400.00
$ 2040.00
300 CONTRACTUAL
Postage, telephone, printing, publications
anggoperauﬂg costéJ P $1,500.00
400 COMMODITIES
Stationery, typewriter ribbons,
Penm sy anyipother mmcellaneofs éesk
op supplies $ 50000
500 EQUIPMENT  (One time cost, FY '84 only)
1 desk, double pedestal, 60" x 30" $ 427100
1 chalr, 5W|vel w/arms 20200
1t ewrlter %’Y\ Selectric I 1,129.00
% tc%wBeW“ edr aWI?hOUt arms 194'OO
1 des ca?cu?étor 39%%
1 Pook case 13800
1 tile cabinet, 4 drawer, legal with lock 306.00
F2.732.00

One position total: $38374.00



(¢) An endorsement under (b) of this section shall expire with
the license to which it attaches and may be renewed upon evidence of
satisfactory completion of a continuing education program specified
and approved by the .boatd for holders of ¢this type of endorsement
under (a) of this section.

(d) The board shall adopt regulations <concerning the use or
prescription of Ilegend drugs and may revoke or suspend a license

endorsement for their use and prescription for violaticn of the regu-

lations. . * ,
; (e) Thve1 board shall furnish to the board of pharmacy the names
of all holders of endorsements issued under this section. .

* Sec. 3. AS 08.72.300(2) is amended to read:

e (2) "optometry" is the examination [, OTHER. THAN BY THE USE
OF DRUGS,] of the human eyes and the visual system for the purpose- cf
ascertaining a departure from the normal, ascertaining the status of.
the human visual system, including refractive and functional; ."abili-
ties, or ascertaining the presence of ocular disease and any .other
departure from the normal which requires referral to other health care
practitioners; or the diagnosis of ah optical deficiency or deformity,

visual or muscular anomaly of the human eye; or the diagnosis and

treatment, including the use of drugs, of inflammations, infections,
anTer/ot 7cywoit Of th<
and injuries of the”eyes and eyelids; [, ] or the prescription or

application of lenses, prisms or ocular exercises for the correction
or relief of the human eye;
* Sec. 4. AS 08.72.300(3) is amended tp read:
(3) "practicing optometry"™ is an examination [, OTHER-THAIS
BY THEUSE CF DRUGS,] of the human eyes and visual system for the
purpose of ascertaining a departure from the normal, ascertaining the
status of the human vis lal system, including refractive and functional

H3 225 -2- . '



*

*

Sec. 5. AS 08.72.300 is amended by adding a new paragraph to read:

(-7J  U3regefH3-<irugeld- Beans—d-ruge—who¢—eentediner-s—muct- boar- a-
#

mlabel -prohibi-ti-ng- dispensing witheut-a pr-eccription. *

Sec. 6. AS 08.64.360Lis amended to read:

w Sec; 08.64.360. PENALTY FOR PRACTICING WITHOUT A LICENSE OR.III
VIOLATION _DF CHAPTER. * Except for a physician assistant, an
onto-nctrist, and a physician-trained mobile intensive care paramedic
under AS 08.64.170, a person practicing medicine or osteopathy in the
state without obtaining and filing an appropriate license is guilty of

a misdemeanor and upon conviction is punishable by a fine of not less

than $50 nor more than $100, or by imprisonment for not less than 10

* []

days r.'or more than 90 days, or by both. Evidence that the defendant

has failed to file a license with the <clerk of the court is prima

facie evidence that the defendant is not licensed. Each cav of
illegal practice is a separate offense. b
_3_ K3 225
\
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E. E. BACH. 0.D.
PHILLIP W. BACH. 0.D.. PH.D.
OPTOMETRY

SUITE 204 DENALI PROFESSIONAL CENTER
340] DENALI STREET
ANCHORAGE. ALASKA 99503

May 1, 1983

The Hon. Joe Josephson
Chairman, Health, Education and
Social Services Committee

Alaska State Senate
Pouch V
Juneau. Alaska 99811

Dear Sen. Josephson: re: SB 189

The attached list of drugs comprising an addition to the proposed
committee substitute for SB 189 previously submitted to you needs some
explanation:

These drugs will allow us to do an effective job of primary eye
care. The most important of these drug groups are (1) the anti-infectives,
which combat bacterial infections and will allow us to treat "pink eye"
(conjunctivitis) and prevent infection secondary to contact lens overwear
abrasions; (2) the anti-inflammatories (steroid eye drops) that reduce
inflammation and promote more orderly healing in non-infective inflam—
mations such as severe allergic reactions from exogenous sources; and
(3) the anti-glaucomals, which we would use primarily in the emergency
treatment of acute glaucoma (elevated fluid pressure within the eye),
which cannot wait for referral to an ophthalmologist. For phenylephrine,
a 2.5% strength has been specified; it also comes in a 10% concentration.
While the latter gives better pupil dilation, it is contraindicated in
persons with heart disease.

Here are some other salient background items: mydriatics/cycloplegies
dilate the pupil (mydriasis), block the near focus of the eye (cycloplegia),
or both. Mydriasis permits better examination of the peripheral retina,
particularly when the pupil is small or there 1is a developing central
cataract. Cycloplegia sometimes aids 1in refractive testing of farsighted
individuals. Topical anesthetics allow the most accurate measurement
of the fluid pressure within the eye (tonometry). They also enable an
injured eye to be examined, and permit removal of superficially embedded
foreign bodies.

This drug list is based on the attached formulary prepared by
Dr. Louis J. Catania, a facu~"v member of the Pennsylvania College of
Optometry and an instructor 1in the postgraduate therapeutics course
most Alaskan 0Ds took from that institution last year.

A drawback of listing drugs in statute is that new legislation
is required every time a new drug comes out. A better law, in my
opinion, 1is the West Virginia statute, on which West Virginia“"s



Sen. Josephson
May 1, 1983
P. 2

excellent track record is based. A copy of the West Virginia statute
is attached. It limits drugs to those which are topically applied
(drops or ointments, as opposed to oral or injectible drugs), but
allows the board of examiners in optometry to approve or disallow
specific drugs within that category.

Very truly yours

Phillip W. Bach, 0.D., Ph.D.
Legislative Committee
Alaska Optometric Association



CSSB 189 or CSlB 225 (cont.)

* Sec. 6. AS 08.72 1s amended by adding a new section to read:

Sec. 08.72.305. Legend drugs permitted. A

certificate issued under AS 08.72.277 may employ

those

(@)

()

()

(@

(e)

legend drugs specified under the following

Topical anesthetics
(1) Benoxinate

(2) Proparacaine
Anti--infectives

Ccl) Bacitracin

(2) Chloramphenicol
(3) Erythromycin
(A) Gentamycin

(5) Polymixin B

(6) Sulfacetamide
(7) Tetracycline
(8) Tobramycin
Anti--glaucoma agents
cl) Acetazolamide
(2) Epinephrine

C3) Pilocarpine

(A) Timolol
Antihistamines

CD Antazoline

(2) Pyrilamine
Anti--inflammatory agents

CD Dexamethasone

licensee holding a
or prescribe only

classifications:



CSSB 189 or CSHB 225 (cont. 2)

(2) Fluromethelone
(3) Hydrocortisone
(A) Prednisolone
(f) Antivirals
(D) Idoxuridine
() Trifluridine
(3) Vidarabine
(g) Decongestants
(1) Kaphazoline
(h) Hyperosmotics ..
(1) Sodium Chloride 27, 57
(2) Glycerin
(i) Mydriatic/Cycloplegics
(1) Cyclopentolate
(2) Homatropine
(3) Phenylephrine 2.5%

(A) Tropicamide

trcfel rtp/oets £e.ch'c>, ¢ fi\C~ ccnn>,/ titt*
pi't-i/cusly $uhvifM a., /1 /m it'/l. Tiuc. 6ri'jf/ul (@
wl 77 mCGH 2c- /P 7 1wV lii<~rd/cenl p c//cc Ctcf' ((mEEWPL ) (*yJd

/£ e hacte.tf.



n SUGGESTED FORMULARY OF IN-OFFICE OPHTHALMIC PHARMfICEUTTCAI S

CATEGORY

Anesthetics

Antiglaucoma

Antihistamines

Anti-infectives

-(Combinations)
- Antivirals

- Antifungals

Artificial Tears

Corticosteroids

Decongestants

-Combination

Dyes

Hyperosmotics
Irrigations

Mydriatic/Cycloplegias

Prepared by - Louis J. Catania, 0.D.

GENERIC NAME

Benoxinate
Proparacaine

Aceta 'olamide
GI(cenn
Pilocarpine
Timolol

Antazoline

Sulfacetamide
Gentamicin
Chloramphenicol
Tobramycin '
Tetracyline
Erythromycin
Zinc sulfate

Sulfacetamide/Predni-
solone _
Polymyxin B/Bacatracir

| DU ,
Vidarabine
Trifluridine

Natamycin

Mucomimetics
Ointments

Prednisolone
Fluoromethalone
Dexamethasone
Hydrocortisone

Naphazoline

Phenylephrine

Naphazoline/Zinc
Sul fate

Sodium Fluorescin

Rose Bengal

Sodium Chloride
" Oint.

Buffered Solution
" Saline

Cyclopentolate
Homatropine
Tropicamide
Phenylephrine

BQoi tjump. w1

BRAND NAME

Fluress
Ophthaine

Diamox 1
Osmoglyn
Isoptocarpine
Timoptic

Vasocon

Isoptocetamide
Garamycin. e
Chloroptic
Tobrex
Achromycin
llotycin
Zincfrin

Blephamide
Polysporin
Stoxil
Vira A
Viroptic
Natacyn

Hypotears
Lacrilube

Pred Forte

Decadron
Hytone

Vasoclear
Prefin

Vasoclear-A

Barnes Hind Sterile
o e

Adsorbonac
Muro #18 -

Dacriose
Eye Stream

Cyclogyl
IsoptoKomatropme
Mydriacyl
Neosynéphrine
Paradrinc

CONCENTRATION(S)

0.4%
0.5%

250 mg.

50%

1,2& & "
0.25 & 0.50%

1%

15%
0.3%

1%
0.3%

1%
5 mg/3.5¢
0.25%

10%/0.2%
10000/500 units

0.5%
3
1%

Fh

1%

0.1%
0.1%
0.5%, 1%

0.02%
0.12%

0.0:%/0.25%

0.6 mg.
1%

2, S’
o

0.9%
0.9% e

05 1&2%
2 &

05 & 1%
2.9%

1%

o>k
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It'tooMd by the board end embodied In the board's
certificate or order el revocation or suspension

11.J4.itO  Suspension or revocation ol license lor
enpretctiionM conduct— Judicial review. Any person
«he»e license J>as been revoked or suspended may
>etk ludlclal review ol the board's action or decision
under the provisions ot chapter 34.04 RCW ns

amended trom lime lo lime.

1134.110 Reinstatement. Any person whose license
has been revoked or suspended may apply lo the board
lor reinstatement at any timer and lhe board may
hold hearings on such petition, may Impote such terms
or conditions as ore epproprlete under the circum-
stances, and may order a reinstatement.

t.04 false advertising.

«f.33 Narcotics.

11.J4.1i0 Powers previously vested in director ol
Menses under RCW tl.il.100 now vested In optome-
try aoard.

70 StA Uniform alcoholism and Intoxication treat-

ment act

West Virginia Optometry Law

joj-i. evidence op qualification to
PRACTICE AND REGISTRATION REOUIREO.—Any
person practicing or offering lo practice optometry
Is IMS Stale shell be resulted lo submit evidence
mat he It quellfled so to prectice, and shall be reg-

hiered at hereinafter provided, and Il shall be
ynllwlul lor any person lo practice or otter to prac-
tice optometry In this Stale, except under the pro-

visions of this article.

PRACTICE OF OPTOMETRY DEFINED.
eomblnsllon ol |he following
Ilhe practice ol optometry:

(*) The examination ol the human eye, with or
without the wuse ol drugs, prescribable for Ihe
humxn eye. which drugs may be used tor diagnostic
er therapeutic purposes lor topical application to lhe

Ifri-3
-Any one or any
practices shall constitute

anterior segment ot the hu-nan eye only, and, by
any method other lhan surgery, to diagnose, Ilo
beat or lo refir lor consultation or treatment any

sonormal condition ot the human eye or |Its ap-
pendsges/

Ib) The employment without the use ot surgery
el any Instrument, device, method or diagnostic or
therapeutic drug tor topical application to the ante-
rior segment ol |he human eve Intended tor Ihe
purpose of Investigating, examining, treating, diag-
nosing, Improving or correcting an - visual delect or
abnormal condition ot |he human eye or |Its ap-
pmdagesi

(C) The prescribing and application or the replace-
mrnt or duplication ot lensrs. prisms, contact lenses,
arlhopllcs. vision training, vision rehabilitation, ding.
Mtllc or therapeutic drugs lor topical application to
the anterior segment ol lhe human eye. or lhe lur-
nishing or providing ot any prosthetic device, or any

other method other than suroery necessary lo cor-
rect or relieve any delects or abnormal conditions
el lhe human eye or Its appendages

Nothing In li.ls section shall be construed lo per-
mit an optometrist lo perform surgery, use drugs
by Inleclfon or to use or prescribe any drug tor

erher lhan the specific purposes aulhorited by this

secllen.

10-1-1. BOARD OF OPTOMETRY. DUTIES.

10 111 REGISTRATION OF OPTOMETRIC COR-
PORATIONS

10Mb, PRACTICE OF OPTOMETRY BY OPTO.

METRIC CORPORATIONS.

REGISTRATION PREREQUISITE TO
PRACTICE OF OPTOMETRY; EXCEPTIONS.-No
Person shAll practice or otter lo practice optor.ielry
In this Slate without Ilrst applying tar and obtaining
a certificate ol registration lor such purpose trnm
the West Virginia board ol Oplometrvi but the fol-
lowing persons, firms and corporalions are exempt

10-1-4.

from the opera! vs ol this article, excepl at here-
inafter provided:
(a) Persons who have herelotore been registered

as optometrists In this State, or who were engaged
In the practice of optometry ‘n this Slate before
the passage ol any law by this | late regulating such
practice, and who hove heretolr e received Irom the

Board ol examlineri certifies!', ol exemption trom
exnminntlon;
(b) Persons aulhorlted under Ihe laws ol this

Stale medicine end osteo-
pathy;
(c) Persons,

glasses or spectacles

lo practice surgery or
firms and corporalions who sell eye
In a slore. shop or other per-
manently established piece ol business on prescrip-
tions trom persons authorized under lhe laws ol this
Slate lo predlce either optometry or medicine and
surgery;

Id) Persons, firms and corporalions who manufac-
ture or deal In eye glasses or spectacles In a slore,
shop or olher permanently established place ol Bus-
iness, and who neither practice nor ellemp! lo prac-
tice optometry.

10-R-S. QUALIFICATIONS OF APPLICANT FOR
REGISTRATION, EXAMINATION.—An applicant (or
registration shall present satisfactory evidence that
he Is at least eighteen years ol age, ol good moral
character and temperate habits, and has gradu-
ated Irom a high school or secondary school, or
has completed an equivalent course ol study ap-
proved by the West Virginia board ol oo'omelry. has
satisfactorily completed all preoplomelry or pre-
medical college reoulremenls and has graduated
trom a school or college ot optometry approved bv
seld bojrd. No school or college ol oplomelry shall
be improved by lhe Wes! Virginia board ot oplome-
Iry unless al first It has been accredited by a
regional or professional accreditation organltallon
which Is recognized by the national commission on
accreditation or ihe United Stales commission of
education. Each applicant shall submit to and be
rxemlIncd In all phases ot optometry as It provided
by the school or coltrge ol oplomelry and shall In-
clude, but not be limited lo, anelomy and physiology
ol |lhe human eye, lhe use of Instruments such as
the ophthalmoscope, rclinoscope, tonometer, silt lamp

blomicroscope, the general laws or optics and re-
fraction, general and ocular pharmocotogy, general
and ocular pathology and olher such sublects or

Instrumentation as lhe board ol oplomelry may deem
necessary.

The Wesl Virginia board ol
responsible to determine the educational training
received by the applicant trom lhe schools and col-
leges of oplomttry, |lhe educational qualification* ol
each applicant and lhe administering ol lhe exam
Inatlori and certifications ol each applicant com-
mensurate wltn his education. No optometrist shall
be registered or certified to practice oplomelry In
lhe stale of West Virginia In any area that |Is
beyond the scope of his educational training as deter-
mined by Ihe Wesl Virginia board of optometry:
Provided. That any optometrist presently registered
In lhe stele ol Wesl Virginia and who desires to
employ |he ute ol pharmaceutical agents must sub-
mit lo Ihe Wesl Virginia board of oplomelry evi-
dence ol satisfactory completion ol all necessary
educational requirements as made mandatory by lhe
West Virginia Ixiard ol oplomelry: Provided further,

oplomelry shall be

Thai lhe Wrsl Virginia board ol oplomelry shall pro-
vide lor continuing educational requirements lo be
comoleted Irom lime to lime by all oplometrltll
desiring lo employ lhe use ol pharmaceutical agents

10 S-t. CERTIFICATE OF REGISTRATION "OR™
EXEMPTION SHALL BE OISPLAYEO; DILL OF
PURCHASE. Every person practicing oplomelry shall

display his certificate ot registration or exemption In
a conspicuous place In the principal office vfiiereln
he practices oplomelry, and, whenever required, shnll
exhibit such cerlllicr le lo Ilhe board ol examiners or
Its authorized repreterfiallves. And whenever prac-
ticing |he profession ol oplomelry outside ol or away
Irom said office or place ol business, he shall deliver
to each customer or person so tilled with glasses a
bill ol purchase which shall contain his signature,
home posl ofilce address, and lhe number ol his cer-
tificate ol registration ur exemption, together wllh a
specification ot the lenies furnished.

WrsSr VIRGINIA



30-6-7. ANNUAL RENEWAL OF REGISTRATION;
RESTORATION OF EXPIRED CERTIFICATE. Every
registered optometrist who desires lo continue In ac-
tive practice or service shell, annually, on or before
Ilhe first day ol August, ot each year, renew his cer-
tificate ol registration, end pay an annual renewal
lee ol twenty dollars. Every certificate ol registration
which has nol been renewed during lhe month ot
August In any one year shall expire on the llrsi day
of September ot that year. A registered optometrist
whose certificate ot registration has expired may
have the same restored only upon payment of me
required renewal tee. Any reglslered optometrist who
retires from the practice of oplomelry lor more then
live years may renew his cerlllicole ol registration
upon payment ol all lapsed renewal tees.

30-6-6. REFUSAL TO ISSUE, SUSPENSION OR
REVOCATION OF CERTIFICATE) FALSE AND
DECEPTIVE ADVERTISING. The Board mny either

refuse to Issue, or may refuse to renew, or may
suspend or revoke any certificate ot registration for
any one, or any combination, ol Ine ‘following
causes: Violation ol a rule or regulation governing

Ilhe ethical practice ol optometry promulgated by
the Board under the authority granted by inis arti-
cle; conviction ot a felony, as shown by a certified
copy of Ihe record ot lhe court wherein such con-

viction was had; the obtaining ol. or Ihe attempt
lo obtain, a certificate ol registration, cr practice
In the profession ot optometry, tor money, or any
olher thing of value, by fraudulent misrepresenta-
tion; gross malpractice; continued practice by a
person knowingly having an Infectious disease; ha-
bitual drunkenness, or addiction lo lhe use ot mor-
phine. cocaine, or olher habll-lorming drugs; edver-
filing, practicing, or allempling to practice under
a name olher lhan one's own; advertising by means
ol knowingly lalse or deceptive statements. All ad-
vertising. whelhe* by means ot newspapers, or In
any manner, whatsoever, ol the following state-
ments, or statements ol similar Import, that are
“laHe and deceptive” within the meaning of this
law, shall be prohibited. False and deceptive ad-
vertising sholl Include but not he limited to the fol-
lowing: (a) Advertising of complete glasses. lhal
Is to say. lenses and frames or mountings, at a
staled price, either alone or |In conluncfion with
professional services; (b) advertising “tree examin-
ation ol eyes”, or "tree consultation”, or “tree
advice"”, or words ot similar Import and meaning;
(c) advertising Iramet or mountings lor glasses, by
advertisement which does nol accurately describe
Ilhe same In all II* component parts (all such ad-
vertisements shell stale clearly, In type equal In
site to lhe price figuret given, lhal such price does
nol Include cosl ol Irnses, or professional services
In examining ol eyes), and, (dl advertising a par-
ticular sum or sums ol money required os a "down"
or cash payment, or any definite amount or amounts
ol future payments, or when Ihe snme shall be
paid.

JURISDICTION
shall con-

30-8-9. OFFENSES; PENALTIES;
OF JUSTICES. Each ol Ihe following
slitute a m'sdemeanor punishable, upon conviction,
lor lhe first ollense. by a fine ol nol less lhan one
hundrtd nor more than two hundred dollars, and,
upon conviction lor a second or subsequent ollense,
by n fine nol less than Iwo hundred nor more lhan
live hundred dollars, or by Imprisonment lor nol
less lhan thirty nor more than ninety days, or by both
such line and Imnrisonmenl, at thn discretion ol the
court. The practice ol, or an attempt lo practice
oplomelry, without a ccrificale ol registration es
n registered optometrist, except as hereinbefore
provided; permlifing any person In one's employ,
supervision or control, lo practice oplomelry, unlesi
such a person hat n certificate ol registration as a
registered oplomelrlsi when such cerlificalo Is re-
quired by |llils article; lhe obtaining ol, or an at-
tempt lo obtain, a certificate ol registration, or prac-
tice In lhe prolenlon, or money, or anything ol
value, by lraudulrnl misrepresentation; lhe making
of any wllllullv false oath or affirmation, whenever
an oalh or alfirrnallon Is requlrrd bv this article;
the violation ol the provisions ol section tlx ot INs
article.

Justices ol the peace shall have concurrent juris-

702 WISCONiIN

diction wills circuit and criminal courts tar the in-,
lorcemenl of this article

30-6*10. UNLAWFUL PRACTICE OF OPTOME-
TRY; PENALTIES.—Any corporallon or votuntirr
association shall not practice, or assume Ic prec-
lice, or In any manner lo hold Itself out lo the

public ns being entitled lo practice the profession el
oplomelry. or advertise lhe title or oplomelrlsi la
such a manner as lo convey the Imoression lo the
public thai Il Is entitled lo practice oplomelry, or
furnish optometric advice and services, or adver-
tise thal, ellher alone cr together wllh or by or
through any person, whelher a duly reglslered and
licensed oplomelrlsi or nol, Il has, uwns, eonduclt
or maintains an office or place lor practice of o:-
tometry. Any duly reglslered and licensed optome-
trist sholl not associate himself with any corporallon
or voluntary association ler the practice ol optome-
try, or In any manner practice such profession, on
a salary cr commission bcsls, tor any such corpore-
tlon or voluntary aisoclallon. Any corporation or
voluntary association violating any ol the provi-
sions ot this section, or any officer, trustee, director,
agent or employee ol such corporation or voluntary
association who, ellher directly cr Indirectly, en-
gages In any cl the acts, shall be guilty of a mu-
demeanor and upon conviction thereof shall be
fined not less |han one hundred nor more lhan onr
thousand dollars. The tael Ihal any tuch officer
trustee, director, agent or employee shall be a duly
reglslered and licensed oplomelrist shall nol be held
lo permit or allow any such corporation or volun-
tary association to do the acts prohibited herein,
nor shall such fact be a defense upon the trial ol
any ot lhe persons hereinbefore mentioned for t
violation ol this section. Any duly registered and
licensed optometrist who shall violate |he provisions
ot this section shall be guilty ot a misdemeanor, and
upon conviction thoreol shall be fined nol less man Itn
dollars nor more lhan twenty-five dollars, and each
and every day such violation conlinues shall conilliule
a separate ollense; and In addition to the foregoing
penalties, such offending ootomelrlit shall have his
license to practice suspended tor a period ot one yesr.
by the court In which such conviction Is had; Provided
lhal this section shall nol apply to a partnership
of lwo or more duly reglslered and licensed oplom-
etrisls who practice under their own names.

Il shall bo unlawful tor any reglslered optome-
trist to practice his profession as an employee, les-
see, or sub-lessee ol any commercial or mercantile
establishment or to practice his profession In con-
nection (herewith, or lo advertise ellher In person
or through nny commercial or merchanllle eileb-
llshmcnt Ithal he Is a duly registered practitioner,
and 1s practicing or will practice oplomelry at an
employee, lessee, or sub-lessee ot any such commer.
clal or mercantile eitebtllhmenl or In connection
therewith, Qul nothing herein shall be construed lo
prohibit or prevent the rendering ol professional ser-
vices to the officers and employees ol any person,

firm or corporation by an ootometrisl, whelher or
not the compensation tor such services It paid by
lhe officers and emoloye**. or by Ihe employer, or

lointly by all or any ot them. Any person violating
this provision shall bo guilty ol a misdemeanor,
and, upon conviction thereof shall be fined nol test
than filly nor more than fiva hundred dollar*, end
each and every day such violation conlinues shall
constitute a separate offense.

Wisconsin Optometry Low

Oplomelry

449.01
lomolry Is

(1) Oplomelry. la) (1) The practice ol oo
defined as follows: The emnloymrnl ol

any means Including topical ocular diagnostic pher-
maceullcal agents under J. 449,17, to determine lar
visual efficiency ol human visual sytlem. including
retractive and functional abilities or preliminarily
diagnose lhe pretence ol ocular disease or ocular
m anffcitaliont ol systematic disease and olher dr
nurtures Irom normal.

(3) The diagnosis and treatment ol the retractive

and luncllonal ability ot lhe visual sytlem and en-
hancement ol visual performance by prescribing, tun
nishing, filling or employing ophthalmic lenses, can.

*
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71, THE HOUSE ET EIJRLBERT
o - o7 HOUSE BILL HO. 225
. “ *IN THE LEGISLATURE of THE STATE OF ALASKA .
*T.*?JF.TEE!?XH’ LEGISLATURE. FIRST SEDbbiUN
- A BILL ° .
For ?.n Act entitled: "An Act relating to the practice of optometry' and
authorizing the use of prescription drugs by optonie-
V. trists.” .

BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. -AS 08.64.370(a) is amended b)’ adding a new paragraph to

read: .

(4) a person licensed under AS 08.72 may use and prescribe

legend drugs, as defined in AS 08.72.300, if the person's license is

endorsed bv tbu-' board *of .ex.grm'iners in -cotometry 2.7 Qrovide(_j- in

AS ,03.72. ' . ..
* Sac. 2. AS 0S.72 is amended by adding a newsectionto read: ;

*

Sec. 08.72.277. USE OR PRESCRIPTION OF LEGEND DRUGS. (a) To be eligible to
use or prescribe legend drugs, a licensee shall submit proof acceptable to the
% .
board that he has completed not less than 100 transcript grade hours of education,
trainjng and clinical experience 1in ocular therapeutics, and passed a Writteq and

practical examination in the subject matter.- The course or courses shall include

.the following subjects: >
(¢D) General and ocular pharmacology
* L 1
(2) Review of ocular pathology-auc -.ifferentialdiagnosis
3) Treatment protocols and procedures
Tnis training shall be given by an institution of learning accredited by the -

Council on Post-Secondary Accreditation or the United States Department of

Education, or by a hospital, clinic or other health care facility .formally

affiliated with such an institution.



(c) An endorsement under <b) of this section shall expire with
th™.' license to which it attaches and may be renewed upon evidence of
satisfactory completion of a continuing education program specified
and approved by the .bo'aid for holders of chic type of endorsement
under (a) of this section.

(d) The board shal'l adopt regulations concerning the wuse or
prescription of legend drugs and may revoke' or suspend a license'
endorsement for their use and prescription for violation of the regu-
lations. ) e

(e) The board shall furnish to the board of pharmacy the names
of all holders of endorsements issued under this section. soe *
Sec. 3. Af O8.72.3OQ(_V2) is amended to read: _

* (2) "optometry”is the examination [, OTHER THAW BY THE USE
0? DRUGS,]Jofthe human eyes and the visual system for the purpose- of
ascertaining a departure from the normal, ascertair.ing the status of.
the human visual system, including refractive and functional; fabili-
ties, or ascertaining the presence of ocular disease and any .other
departure from the normal which requires referral to other health care
practitioners; or the diagnosis of ah optical deficiency or deformity,
visual or muscular anomaly of the human eye; or the diagnosis and
treatment, including the use of dlrugs, of inflammations, infections,
and Injuries of anttilrgr,eyeSOFz;hr;'d eyelids; [, ] or the prescription or
application of lenses, prisms or ocular exercises for the correction
or relief of the human eye;
Sec. 4. AS 08.72.300(3) is amended t? read:

(3) "practicing optometry” is an examination [, OTHERL1THA
BY THEUSE OF DRUGS,) of the human eyes and visual system for th
purpose of ascertaining a departure from the normal, ascertaining th

status of the human visual system, including refractive and fv.net?onn



Sec. 5 ,AS 08.72.300 is amended by adding a new paragraph to read:

’ -y iJ‘egetvd—drugsi%means—d#ugrs—whosc eontataers ~uct b§§t—a
mebel prohibi*+Ag-dispensing without-amroscription, !X
Sec. 6. AS 08.64.360 is amended to. read:

Sec. 08.64.360. PENALTY FOR PRACTICING WITHOUT A LICENSE OR IN
VIOLATION _DF CHAPTER. * Except for a physician assistant, an
optometrist, and a physician-trained mobile intensive care paramedic
under AS 08.64.170, a person practicing medicine or osteopathy in the-
state without obtaining and filing an appropriate license is guilty of
a misdemeanor and upon conviction is punishable by a fine of not less
than $50 nor more than $100, or by imprisonment for not less than-10
days nor more than 90 days, or by both. Evidence that thé defendant
has failed to file a license with the clerk of the court is prima
facie evidence that the defendant is not licensed. Each cav. of
illegal practice is a separate offense. f b

-3 KB 225



PLEASE MOTE: THE PRECEDING PAGES HERE TREATED
AS A UNIT IN THE ORIGINAL DOCUMENT.
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Introduced: 2/23/83
Referred: Health,Education &
Social Services

§% T OFLUUOR [ T (AR
HOUSE BILL 1)0. 225
IN THE LEGISLATURE OF THE STATE OF ALASKA
THIRTEENTH LEGISLATURE - FIRST SESsiO.N
A BILL
For an Act entitled: "An K;t relating to the practige of'(¥>toinetn/ and

authorizing the use of prescription drugs by cotcne-

tnsts .t

be 1T EXACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 08.64.370 (a) 1s amended by adding a new paragraph to

read:

4 a person licensed under AS 08.72 may use and prescribe
jcgend drugs, as defined 1in AS 08.72.300, 1if the person®s license 1is
endorsed bv the board of examiners in c-i-.ome.trv ns* provided in
AS 08.72.

1 *Sac. 2, AS 0S.72 is amended by adding a new section to read:

Sec. 08.72.277. USE OR PRESCRIPTION OF LEGEND DRUGS. (a) To be eligible Co
use or prescribe legend drugs, a licensee shall submit proof acceptable to the

board that he lias completed not less than 100 transcript grade hours of education,

training and clinical experience in ocular therapeutics, and passed a writtenand

practical examination in the subject matter. The course or courses shallinclude
the following subjects:

(1) General and ocular pharmacology

(2) Review of ocular pathology aiicl differential diagnosis

(3) Treatment protocols and procedures
This training shall be given by an institution of learning accredited by the
Council on Post-Secondary Accreditation or the United States Department of

Education, or by a hospital, clinic or other health care facility formally

affiliated with such an institution.
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(©) An endorsement under (b) of this section shall expire with
the 1license to which it attaches and may be renewed upon evidence of
satisfactory completion of a continuing education program specified

and approved by the board for holders of this type of endorsement

under (@) of this section.

(@) The board shall adopt regulations concerning the use or
prescription of Jlegend drugs a.id may revoke <c¢r ,uspend a Jlicense

endorsement for their use and prescription for violation of the regu-

lations.

(e) The board shall furnish to the board of pharmacy the names

of all holders of endorsements issued under this section.

* Sec. 3. AS 08.72.300 (2) is amended to read:

«(2) "optometry" 1is the examination [, OTHER THAI-? BY THE USE
0*f DRUGS,] of the human eyes and the visual system for the purpose cf
ascertaining a departure from the normal, ascertaining the status of
the human visual system, 1including refractive anc functional abili—
ties, or ascertaining the presence of ocular disease and ar.y othei
departure from the normal which requires referral to other health care
practitioners; or the diagnosis of an optj.cal deficiency or deformity,
visual or muscular anomaly of the human eye; or the dlgfncsls and
treatment, including the use of drugs, of inflammations, infections.

cmTeriey /fj".oin) of Hi*

and 1injuries of the”eyes and evelids; (,] or the prescription or

application of lenses, prisms or ocular exercises for the correction

or relief of the human eye;

* Sec. 4. AS 08.72.300(3) .is amended tp read:

) "practicing optometry"™ is an examination [, OTHER THAN
BY _HE USE CE DRUGS,] of the human eyes and visual system for the
purpose of _ascertaining a departure from the normal, ascertaining tho

status of the human visual system, including refractive and functional

n
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abilities, or ascertaining the presence of ocular disease and any

other departure from the normal which vrequires vreferral to other

health care practitioners; or the diagnosis of an optical deficiency

or deformity, visual or muscular anomaly of the human eye;or .the

diagnosis and treatment, 1including the use of drugs, of inflammations,
dnter/vf the

Infections and

tion or apt-lication of lenses,

correction or relief of the human

out as being able to do so;

injuries of the,eyes and eyelids;

prisms or

or the prescrip—

[.]

ocular exercises for the

the holding of oneself

eyej_ [,]1 or

is amended by adding new paragraphs Co read:

"legend drugsll means drugs whose containers muse bear a

means that portion of the eye extending

* Sec. 5. AS 08.72.300
Q)
label prohi ing dispensing without a prescription.
( , ""anterior segment"

from the anterior surface of the cornea to the posterior

processes,

————————————————— anu c.u appropriate license is guilty of
a misdemeanor and upon conviction 1is punishable by a fine of not |less
than $50 nor more than $100, or by imprisonment for not less than 10
days nor more than. 90 days, or by both. Evidence that the defendant
has failed to file a license with the clerk of the court 1is prina.
facie evidence that the defendant 1is not licensed. Each day of
illegal practice is a separate offense.

RB 225
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Board of
Optometrists

Regulations

Powers and
Duties

Continuing
Education

Use of Drugs

HESS CS SB 189

Adds one board member who 1is a physician
licensed in the state (Sec. 1-2)

Defines the public member as having no
interest in the practice of optometry or
medicine. (Sec. 2)

Gives the Board power to adopt regulations
for the use of diagnostic drugs. (Sec. 3)

In conjunction with the State Medical Board,
shall develop a list of specific diagnostic
drugs and dosages to be used. (Sec.4(c) (3))

The Board shall provide for C.E. for optom—
etrists desiring to use drugs.

A licensee must submit to the Board evid—
ence of satisfactory completion of Educa—
tional requirements. (Sec. 8 (1))

Provides that the Board will develop and ad
minister a test to licensees desiiing to use
diagnostic drugs. (Sec. 8)

OPTOMETRIST CS SB 189

no change

Gives the Board power to adopt regulations
for the use of prescription drugs. (Sec.2 (d))

The Board shall furnish the Board of Pharm—
acy the names of licensed holders of endor—
sements (Sec.2(e)).

Drug use endorsement may be renewed upon
evidence of completion ot Continuing Educa—
tion program specified and approved by Board.

(Sec.2 (©)

A licensee must submit for the Board proof
of a minimum of 100 transcript hours of Ed—
ucation, training, and clinical experience

and passed a written examination. Training
must be from an institution accredited by the
Council in Postsecondary Accreditation or the
US Department of Education or by an affil—
iated Institution. (Sec.2(a))

NOTE: Sec. 2 refers to endorsements issued
under (b) but this subsection 1is missing
from draft.



Definitions

Grounds for
Inposition of
Disciplinary
Sanctions

Registration

Other

Includes use of diagnostic drugs in the
defintions of "optometry" and "practicing
optometry".

defines "diagnostic drug".

Use of "Dr." or "Doctor" with name with—
out the word "optometry"™ (Sec. 7)

Failure to fulfill educational require—
ments 1is cause for revocation of license
validation (Sec. 8 (d)J

Unlawful to practice optometry in the State
beyond the scope of the license issued.
(Sec. 5)

Requires referral to medical specialist on
discovery of a pathological condition.
(Sec. 6)

"legend drugs™ drugs whose "libels prohibit
dispensation without a prescription. Deletes
in "optometry” and "practicing optometry"
other than by the use of drugs, and limits
diagnosis and treatment to the anterior seg—
ment of the eyes and the eyelid, 'anterior
segment” is the portion extending from the
anterior surface of the cornea to the post—
erior end of the ciliary process.

Board may revoke or suspend a license endor —
sement for violations of regulations.

(Sec. 2 (d))

Establishes a classification list of legend
drugs that optometrist may employ or pre—
scribe (new Sec. 6)






"T st/t- ty 7 'fa /fr'

/7>? <7/0
(ypL ft CCdC 0 jllulz Z
dcitUeCcjC APjdtCLk” tld/tt/cic<.c
<r
00 /ff

jagktuc - dnr //chy. fyktdi - tf*s$
A*cl -rioztry& C
W (C/ILM (&
IPff/f AUCL <z = A?M JE [ct <64
“b z/ll)u itsCtfL -
/liala £ M ?A urtt< 2-fc -/t S m -fu& i

)YE /iu tfi(rut Mc& ctrtflU /U Vst T taxsY tfi-

3

“/[E& ? u it jk tf/ - /ZU /M I/cM -itC /0 I™-r>]l
YIWAC-Z/1 (Gmm" tel

A

7An, tt/zc, ?-V'~sEf(a#t< ‘<s<'E/tc — rftestr.
vV / 7/
t /(Ht/c-U — «cm *{({tfC pia

tW /H ({EC(?/&iSt/</;]'st'S S ['i'sr

?e<czl. «->



USE OF PHARMACEUTICAL AGENTS BY OPTOMETRISTS
BY STATE, TYPE, AND CLASSIFICATION

State Optometric Drugs Classifications of Drugs Used
Diagnostic Diagnostic & Dyes None
Only Therapeutic Topical such as Specifically Listed
Cycloplegics Mydiatrics Anesthetics Fluorescein Miotics In Statute or Regulations

Arizona X X X X
Arkansas X X X X X
California X X X X
Delaware X X X X X
Florida X X X
Georgia X X
Idaho X X
Indiana X X
lowa X X X X
Kansas X X X X
Kentucky X X X X XE
Louisiana X X
Maine X X X
Minnesota X X
Montana X X X X X XE
Nebraska X X X X
Nevada X X X X X
New Jersey X X
New Mexico X X
North Carolina X X X
North Dakota X X
Oregon X X X X X XE
Pennsylvania X X X X X
Rhode Island X X X X
South Dakota X X
Tennessee X X X X X
ut all X X X X
West Virginia XX XX v X
Wisconsin X X X X X '
Wyoming X X X X X XE

TOTAL 30 3 16 18 18 5 10 12
Key

E = In Emergency Use Only x = Excludes Oral or Injectible Drugs Source: American Optometric Association (1980)
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MEMORANDUM

TO: JOE

FROM: NANCY

RE: TODAY*"S MEETING
SB 18? - OPTOMETRY

THERE ARE TWO DRAFTS IN YOUR FILE, ONE FROM THE OPTOMETRISTS
AND ONE THAT I DID FOR THE COMMITTEE WITH A CHART COMPARING THE
TWO BILLS. IN SHORT:

THE HESS CS PROVIDES FOR USE OF ONLY DIAGNOSTIC DRUGS

THOSE WISHING TO USE DRUGS MUST PASS A BOARD TEST AND
MAINTAIN THSIR COMPETENCT THROUGH CONTINUING EDUCATION.

THERE IS A MANDATORY REFERRAL TO MEDICAL SPECIALISTS
IF A PATHOLOGICAL CONDITION EXISTS IN THE PATIENT.

ADDS A LICENSED PHYSICIAN TO THE BOARD, AND PROVIDES THAT
A LIST OF ALLOWABLE DRUGS WILL BE ESTABLISHED WITH THE
GUIDANCE OF THE STATE MEDICAL BOARD.

PROVIDES THAT AN OPTOMETRIST MAY NOT PRACTICE BEYOND THE
SCOPE OF HIS/HER LICENSE.

NOTE: HARRY TRAEGER WILL BE HERE FROM OCCUPATIONAL LICENSING TO
TESTIFY. THE ADDITION OF THE TEST WILL RAISE THE FISCAL NOTE.
OPTOMETRISTS CS:

PROVIDES FOR THE USE OF PRESCRIPTION DRUGS AND PROVIDES A
TWC PAGE LIST OF ALLOWABLE DRUG CLASSIFICATIONS.

LICENSE BY ENDORSEMENT (NO TEST) AND BY EDUCATIONAL
REQUIREMENTS.

REQUIRES CONTINUING EDUCATION.

CHANGES MEDICAL BOARD STATUTE TO ALLOW THE PRACTICE OF
MEDICINE BY OPTOMETRISTS.

DELETES LANGUAGE IN DEFINITIONS PROHIBITING THE PRACTICE
OF MEDICINE BY OPTOMETRISTS.

ALLOWS DRUG USE IN ONLY THE ANTERIOR PART OF THE EYE, AND
DEFINES THE TERM.

NOTE: THE DRAFT IS SOMEWHAT DIFFICULT TO READ - THE LIST OF DRUGS IS
ON PAGES 3-4 OF THE HANDOUT, THE DEFINTTONS ARE ATTACHED ON THE
LAST PAGE.

ALSO SECTION 2 (b) IS NOT IN THE DRAFT, I THINK IT MUST HAVE
BEEN INADVERTANT, IT IS THE PART DESCRIBING HOW THEY ARE

ENDORSED TO USE DRUGS.



POSITION PAPER
HB 225

"An Act relating to the practice 02 optometry and authorizing the
use of certain drugs by optometrists."”

This bill 1is an example of the worst kind of special interest
legislation. The purpose 1is not to make things better for the
people of Alaska but to allow optometrists to practice medicine.

Up to this tine the practice of medicine, which 1includes the
writing of prescriptions and the use of drugs among which of course
are eye drops, has been properly restricted by the will of the
people, I..rough the Medical Practice Act, to those who have
graduated from a class A medical school who have received a M.D.
degree and who have passed an examination or been licensed by a
reciprocity to practice medicine in the state of Alaska.

By permitting optometrists to use drugs, one is 1in effect saying
that, people who wish to practice medicine including the
prescribing of drugs are so dumb that they have to Tfulfill the
above mentioned qualifications to be M.D."s or optometrists are so
smart that they don"t need to comply with the xegulations of the
Medical Practice Act.

Up to the present time optometrists have been able to employ their
services for the good of Alaskans all over the state quite
satisfactorily without invading the practice of medicine.
Therefore, there 1is no reason at all for them to be using drugs as
they wish to without complying with the regulations of the Medical
Practice Act.

Optometrists go out into the bush and are able to extend the
services for supplying eyeglasses and contact lenses to people in
remote areas without the use of drugs. There 1is no reason why they
should be allowed to practice medicine only because they wish to
and not because it is going to do any good for the people in the
remote areas.

In the Bethel area there are at least two optometrists who do
itinerant optometry in the very small villages. When a problenm
arises, for which drugs might be necessary, the optometrists in
question call the M.D. in charge of their activities back at the
Bethel Hospital and are then permitted to use certain medications,
under the direction of the M.D supervisor who ultimately 1is
responsible for the good or bad result of what 1is done.

Allowing optometrists, after a crash course in diseases of the eye,
to diagnose and treat disease is like allowing a two hundred hour
light plane pilot to assume the command of a 747 jet. It also may
be like letting a law clei*k who has more or less specialized in one
aspect of the law to practice law without passing the bar

(@)



POSITION PAPER
HB 225

examinations, graduating from law school, or obtaining a Bachelor
of Law degree or one more advanced.

This bill attempts to do by legislation what optometrists should be
required to do by education and licensure. Such a subversive
effort to circumvent the Medical Practice Act should be thwarted by
the overwhelming defeat of this piece of pernicious legislation.

There 1is no indication that anybody 1is doing without eyeglasses or
contact lenses who requires them under the present system of care
either by M.D."s or by optometrists. Therefore, there is no reason
why the sphere of optometrists should be increased by allowing them
to practice medicine.

An examination of the bill allows the ignorance of optometrists
regarding the practice of medicine to shine through. On page 5
lines 23 through 28 they speak of being denied the use of "of
inflammations” which of ~course 1is a meaningless phrase since
inflammations are not 1induced for the cure of any eye disease,
although, this was once the <case 40 vyears ago under certain
circumstances.

In the list of drugs on page 4 lines 1 through 10, line 3 speaks of
"anti-infectives"”, this of course is a meaningless hyphenated word
and apparently refers to a drug that would combat infections. If
these people not having been to medical school are not in a
position to diagnose and treat disease it seems quite obvious that
they are 1in no position to pick out proper drugs for infections,
whatever their cause. Without understanding or being skilled in
the use of bacterial sensitivity tests and other means of determing
what an infectious agent might be it renders any use of
anti-inflammatory drugs by optometrists completely meaningless and
potentially dangerous.

The use of cycloplegics on line 7 and corticosteroids on line 6
demonstrates a complete ignorance of the dangers that these drugs
represent:, as do certain mydriatics line 10.

It i3 my feeling that this bill 1is completely against the public
interest and should be roundly defeated.
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INVESTIGATIONS - OPTOMETRY

Fiscal
Year

1981

3.982

1982

1982

1984

1984

Allegation

Fee Dispute

Expired License
Cease & Desist

No Branch Office
License

Unauthorized
Dispensing of
Drugs

Window Display
of Glasses
Violation of

12 AAC 48.070(2)
Unprofessional
Conduct

Withholding
Patient Records

Filed By

Citizen

Investigative
Section

Investigative
Section

Citizen

Optometrist

Citizen

Location

Ketchikan

. Anchorage

Homer/
Anchorage

Bethel

Anchorage

Anchorage

Disposition

No Violation

No Jurisdiction
Referred to Legal
Counsel

Compliance
Renewed License
Removed from Board

Compliance
Licensed

Reprimand
Compliance

Normal Window

w/ View of Office
Interior-Declined
to Prosecute
Regulation Violates
Anti-Trust Laws

No Violation
Patient Advised of
Rights Under
AS 18.23.065



EXAMINATION DATE
JUNE 11, 1979

Patient E.xani
Pathology-
Ophthalmic Optics
Oral."Exam

JUNE 1980

Patient Exam
Pathology-
Ophthalmic Optics
Oral Examination

JUNE 1981

Patient Exam
Pathology
Ophthalmic Optics
Oral Examination

JUNE 1982

Patient Exam
Pathology
Ophthalmic Optics
Oral Examination

DECEMBER 1D82

Patient Exam
Pathology
Ophthalmic Optics
Oral Examination

JUNE 1983

Patient Exam
Pathology
Ophthalmic Optics
Oral Examination

JANUARY 6, 1D84

Patient Exam
Pathology
Ophthalmic Optics
Oral Examination

m
BOARD OF EXAMINERS

IN OPTOMETRY

EXAMINATION STATISTICS

NUMBER OF APPLICANTS
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THE HUMAN EYE

Drawing compliments of
Nancy Deitrick - 2/26/81
Senate HESS Committee



(Optometric Assoc. 2-27-81

DEFINITIONS

Mydriatics - this type of pharmaceutical agent dilates the pupil
to provide an improved view of the retina. This is
particularly useful 1in 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.

Cycloplegics - used to inactivate the nearpoint focusing mechanism
of the eye. This provides a better estimate” of the
reciuiied correcting lens power 1in certain cases, such
as some fTarsighted individuals.

Miotics - these constrict the pupil and Icwer the fluid pressure
in the eye in the rare cases where the pressure 1is
raised abnormally by the mydriatic.



UTILIZATION

OF PHARMACEUTICALA

February

25,

-ENTS

1983

BY OPTOMETRISTS

cleartype
STATE OUTLINE

UNITED STATES
Jle o™
0 j;_l I,C'l'o

AVE 1



SPECIFIC LEGISLATION:

32 States

The list fand dates of enactment) of the 32 states with current legislation

specifically authorizing optometrists to utilize pharmaceutical agents is as
follows:
STATE DATE OF ENACTMENT

Rhode Island July 16, 1971
Pennsylvania March 1, 1974
Tennessee May 8, 1975
QOregon May 10, 1975
Maine June 24, 1975
Louisiana July 6, 1975
Delaware- July 10, 1975
XVelslth irginia* \I;/Ialrch 94, 1%%6
ali fornia uly 9,
Wyomi ng Febyruar 17, 1977
New Mexico March 4, 1977
Montana April 12, 1977 2at 10:10 a.m.)
Kansas April 12, 1977 (at 2:00 p.m.)
Qorth kCarolina* JMuneh3,291971§78
entuc arch 29,
Wiscons){n é\pbnl 29, 1:1%97?979
Nebraska ebruar
South Dakota March 1y5, 1679
Utah March 21, 1979
North Dakota IXIarcF %2, éLQZ)Q
Ark ril 2, 197
Nevada ey 25." 1979
lowa JFU%E 8, 19{19 1980
Georgia ebruar
Ariona April 25, 1919
ldaho March 23, 1931
i %,
ashington | ,
A
i nnesota
Mississippi March 17, 1982
Virginia February 25, 1983

*both diagnostic and therapeutic use

NOTE: None of these laws has ever been reFealed. However, a July 30, 1982
opinion of the Texas state attorneg, general has rendered that state's unusual
provision (an amendment to the medical practice act), which was enacted on
August 5, 1981, inoperative.



GENERAL LEGISLATION: 4 states

There are four states which authorize the use of pharmaceutical agents by
optometrists by extant general law or favorable attorney general opinion:

Alabama 3diagnostic use)

Florida diagnostic and therapeutic use)
Indiana diagnostic use

New Jersey (diagnostic use

NOTE: In addition, in Michigan, while there is no statutory prohibition of the
use of pharmaceutical agents by optometrists, there is a negative opinion of
the state attorney general.

For your information we are including an updated map showing, geographically,
the utilization of pharmaceutical agents by optometrists.



USE OF PHARMACEUTICAL AGENTS BY OPTOMETRISTS
BY STATE, TYPE, AND CLASSIFICATION

Stntc . Optometric Drugs Classlficntlons of Drugs Used
Diagnostic Diagnostic & , Dyes
nly Therapeutic Topical such as Specmcally Listed

Cycli plegics ~ Mvdiatrics Anes[t)hetics Fluorescein  Miotics In Statute or

Arizona
Arkansas
California
Delaware
Flotlda
Georg|a
|daho
Indiana

lowa

Kansas
entuck
ouisiana
Maine
Minnesota
Montana
Nebraska
Nevada

New Jersey
Hew Mexico
North Carolina
Nortli Dakota
Oregon
Pennsylvania
Rhode “Island
South Dakota
Tennessee

West V|rﬁ|n|a
Wiscansi
Wyoming

TOTAL

X

S>>

S>>

S
S

S>>

XE

>
><>< S>>
XX XX XXX XX X XX
XXX XX XXX XXX X XXX
> XXE
S >

8 P S o Tatat ot ot ot ot P ot P s T o tatal SOOI
><><
AP

B << >=<x<

1B IB 5 10 ©

Key

E® In Emergency Use Only x -« Excludes Oral or Injectlihle Drugs Source: American Optometric Association (1980)



Dennis A. Swarner, 0.D.

Robert D. O"Connell, 0.D.
Doctors of Optometry
Drawer 4370
Kenal, Alaska 99611

Telephone (907) 283-75/5

UosspSsarc.
March 16, 1983
Joe Josephson \% /N Vy
Pouch V \% -Ny

Juneau, Alaska 99811
Dear Mr. Josephson;

I am writing you to voice my endorsement of the Optometric
Drug Bill and to enumerate some facts concerning Optometric
and Ophthalmology as it is practiced in Alaska.

OptomectristS® give the state much larger coverage than
does Ophthalmology.,. The Kenai has two Optometrists and
two Ophthalmologists. As you well know, 505? of the Kenai 3
Ophthalmologists now practice in Juneau. The other Ophthalmologist
practices 3 day per week in Soldotna, one day per week in
Anchorage and one day per month 1in Seward.

My partner and 1 both practice 4 days per week in
Kenai.. My partner travels 1 day every two weeks to Homer
and 1 travel 1 day every 3 weeks to Seward and 1 day per
month to Seldovia. The larger bulk of the Vision Care given
on the Kenai Peninsula is delivered by Optometry, this holds
true for the entire state.

Optometric credentials far outweigh those of the General
Practioner concerning eye care! Every graduate of an Optometric
School has an undergraduate degree, BS or BA plus 4 years
studying the eye adnexa, its care and conservation!

Ophthalmologists contrary to their ballyhood clainms,
are in reality not as well trained in many aspects of eye
care as are Optometrists.

Optometrists are as well trained as Dentists and Podiatrists
and should be allowed to ulitize their training!

IT medicine had a jurisprudence specialty you as well
as all other non-medical members, of the legislature would
be considered and presented by organized medicine as lacking.

m WMembcf_ ¥ . o
mAmerican Optometrlc Association
mi



Some Alaskan Optometrists are presently using every
drug considered in this bill daily. This occurs in the
military as well as the public sector. Many .of the drugs
which would be covered by this bill are available without
prescription to the general public.

To paraphase Milo Fritz, M.D., who has been a vocal
opponent of this bill in the past, "If you want to use drugs,
go to Medical School*" To me this translates, "Don"t compete
against medicine."”

eIn summing up 1 would like to make these points:

1) Where needed, drugs help you give a much better
examination.

2) Many of these drugs are presently available without
prescrition to the general public.

3) Optometrists are qualified to use the drugs which
would be covered by the Optometric Drug Bill.

H) When enacted the Optometric Drug Bill will save
Alaskans a lot of money.

5) The jury is already in! The enclosed map shows
where Optometrists are allowed to use durgs. Many of these
states have allowed Optometric drug use for years with positive
results.

I would appreciate your support of this bill. If 1
can be of any further help please feel free to contact ne.

Robert D. O"Connell, O0.D.



DR. M.C. FALCONER B A ANCHORAGE EYE AND CONTACT LENS CENTER
DR. J.C. FALCONER : H o | -8 W. ninthave.  phone: (a0) 2287

DR. T.F. HARBOUR . e v. W E o j*\
DR: W.D. FAULKNER "/-e 72 anchorage, alaskawsot-.
DR. D.L. THANEPOHN i A | Zz£EKi 1
¢'-OPTOVETRISTS ‘e $5%
B Honorable. Joe J o0 s e p h s on : ; n - FDcciVIErr >’
Pouch V
Juneau, Alaska 99811
. _: . MAR 101983
"De”to, e, Joaaphaon,

We talked earlier this year about Optometry and the use”of~drugs. Please
support House Bill 225 /4fhen it reaches the senate.

Optometry is trained %Qd can regulate itself with respect ;o drug usage.
The M.D. "s should regulate .M.D. Is and Optonetry should regulate Optonetry. |
feel frustrated not being able to use the full extent of my training.

Incidently, | am licensed in Washington and Oregon where I can use

drugs in my practice.

Respectfully,

L v

AyJign Falconer, 0.D.






John W. Page 1l 0.D.
4050 Lake Otis Suite 103
Anchorage, Alaska 99504

April 8, 1983

IBESETKEa 1
Senator Joe Josephson

Chairman Senate HESS Committe APR 131983
Pouch V

Juneau, Alaska 99801

JosepSsort,

Dear Chairman,
I strongly urge you to support House bill 225, which would
allow Doctors of Optometry to use Ophthalmic drugs in their

Professional practice.

Thank you for your thoughtful consideration.

JWP/cp
c/c Dr. Phillip W. Bach
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SITKA VISION CUNIC
T. B. McLaughlin, 0.d.. p.c.
BOX 490
SITKA. ALASKA 9983S

Telephone 747.664*

April 8, 1983

Senator Joe Josephson BERHISBHI1
Chairman HESS
Pouch V - APR 12 1983

Juneau, Alaska

Dear- Senator Josephson; Josephson,

I strongly urge your support for the bill relating to
the practice of optometry, authorizing the use of drugs.

For the past ten years | have been the only resident
eye care practitioner in Sitka. Presently an ophthalmolo—
gist visits Sitka, for 3-4 days, 2-3 times a year. This
makes me the only specialized eye care provider for 117
months a year, Tfor a population of approximately 8,000
people.

I have always -been proud to practice in the state where
I was born and have resided for 35 years. Now 1 am Ffinding
myself having to cope with out-dated legislative restrictions
which limit the effectiveness of my practice. Although I
have received hours of training in the use of pharmasuticals,
which would allow me to be licensed to use them in all but
a few states, | am unable to put this to use for the benefit
of my patients.

Those Sitkans that do require treatment must travel
to Seattle or Juneau, or be treated with little or no diag—
nostic work-up, by the general practitioner who has little
specialized occular training and none of the specialized
instrumentation which | have in my office. This situation
results in expensive and often inappropriate care.

Allowing optometrists to fully utilize their extensive
training would be of great benefit to all Alaskans. Thank
you for your support.

Sincerely,

T.B.AMcLaughlin, 0.D.

TBM/dd
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SRA Box 1026-B
apr 121983 Anchorage, Alaska 99502
April 7, 1983
EfosepBsorf,

Senator Joe Josephson

Chairman, Senate HESS Committee
Pouch V

Juneau, Alaska 99811

Dear Senator Josephson:

Pleise support HB 225/SB 189 allowing use of opthalmalic
drugs by optometrists. This legislation is in the best
interest of the people of Alaska in saving money and time,
especially for "bush" residents.
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APR 131983
Joe Josephson 3&epl&&
Senator
Pouch V

Juneau, Alaska 99811
April 7, 1983

Dear Senator Josephson;

I am a Physiciansr Assistant practicing in
Alaska 20 writing to you to voice my support
of 58 L& 157,

I have Zbeen a Physiciansl Assistant for four
years and have worked 1in states that have legis—
lature allowing Optometrists to use pharmaceuticals
in the diagnosis and treatment of eye disorders.”

I frequently refer patients to them and have been
pleased with the quality of care and have had
positive feedback from those patients.

I have found that the limitations placed on
them by not allowing them to use pharmaceuticals
In their practice a handicap.

I hope that when this bill comes before you
that you will support it.

Thank you very muc"i for your consideration
jn this matter.

Respectfully

Barry L. Campbell PA-C



PROFESSIONAL BUILDING COMPANY, INC.

529 SIXTH AVENUE * 907-452-6334 <« FAIRBANKS, ALASKA 99701

April 7, 1983

Senator Joe Josephson

Dear Senator Josephson;
I would like offer support for passage of SB 189.

For many years our company has rented space to physicians, dentists
and optometrists and | am familiar with their educational backgrounds.
There is a great deal of it that is the same and in many instances 1in
the same classes at the same colleges or universities.

It seems strange thdt with the similarities in background and training
that dentists can use and prescribe many drugs while optometrists are
prohibited from using any at all.

Manager

PLEASE REPLY BY AIRMAIL



DR. CURTIS M. JOHNSON

OPTOMETRIST
330 SEVENTH AVENUE
FAIRBANKS, ALASKA J9701

Telephone 436-4010

rRECEIVER!
/s i71983

April 7, 1983

Senator Joe Josephson
Pouch V jossphsori»
Juneau, Alaska 99811

Dear Senator Josephson;

I am writing to urge support and passage of SB 189, a bill
related to the use of drugs by optometrists.

Legislation similar to this has been before both houses 1in
past sessions but the medical lobby has been successful 1in
keeping it from the floor.

I am sure you have heard many arguments on both sides of the
issue and will not bore you with a re-run, I would just like
to point out a couple of things | think are significant.

Legislation similar to SB 189 are now law in 35 other States,
some relatively new and many of long years standing so this

is nothing new. Several studies have been done and there is
not one documented case of eye injury or damage caused by the
use of drugs by optometrists, indeed the results have all been
positive in the area of more informed and timely referrals.

Another interesting point is that malpractice insurance, which
is very expensive for physicians, is relatively inexpensive
for optometrists and the insurance companies charge the same
premiums whether drug usage is allowed or not. Also our pre—
miums have remained stable for many years.

Thank you foi your help iu this matter.



f HBBEISEN
Apr 131983
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April 4, 1983

The Honorable Joseph Josephson
Alaska State Senate

Pouch V

Juneau, Alaska 99811

Dear Senator Josephson:

I would like to offer my support for HB 225 and SB 189 which
would permit appropriately trained arid licensed optometrists to
use”™ prescription ophthalmic crugs for diagnosis and treatment of
eye,problems.

I work closely with two optometrists 1in Bethel, John Bemske,
0.D., and JarSS Taylor, 0.D., who are authorized under standing
orders approved hy the medical staff of the Yukon Kuskokwim Delta
Regional Hospital* to use certain prescription drugs for the
diagnosis and treatment of eye disorders. They also work under
the indirect and direct supervision of the Ophthalmology
Department at the Alaska Native Medical tenter 1in Anchorage. John
Demske has been operating under tnese standing orders for almost

five /ears without mishap. Both optometrists have made a
substantial contribution tu the increased quality of eye care in
this region. The physician staff respects their knowledge and

expertise and regularly consults them regarding eye problems.

The Ophthalmology Department at the Alaska Native Medical
Center has recommended that the eye care program operating in
this region be considered as a model for other Service Units in
the Alaska Area Indian Health Service. This recommendation has
been supported by the Service Unit Directors and Clinical
Directors of the Alaska Area.

The backbone of the health care system in rural Alaska has
been trained paramedical personnel, including Physician
Assistants, Nurse Practitioners, Public Health Nurses, Community
Health Aides, and in this area, the Optometrists with the YKHC
Eye Care Program. They have proved themselves vital 1in achieving
otherwise wunobtainably high standards of health care in remote
areas. The professional performance of the optometrists 1in this
region has been excellent. They have provided quality eye cart
services otherwise unavailable to the people of the Delta. Thev
have recognized their limitations and always referred patienls
when appropriate.



Based on my experience with optometrists using prescription
ophthalmic medications -for specified diagnostic and therapeutic
purposes in this area 1 am inclined to agree that the major
obstacle to a more extensive utilization of the optometrists?”
special skills and knowledge is a financial one rather than a

primary concern for tne quality of eye care available to the
people of._the state.

I strongly endorse 3B1S? and HB 225. If L can be of any
further help, please let me know.

Sincerely,

SCDCrrOjn V\E)



DANIEL H. FARRAR. D.D.S.

BOX 543
KODIAK. ALASKA 99615-
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TELEPMONE 486-3257
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KNOX N. CHRISTIE. D.D.S.

tJBECEItfEE

Sm April 7. 1983

Senator Joe Josephson

Chairman, Senate Health, Education < Social Services Committee
Pouch V

Junea, Alaska 99811

Dear Senator Josephson;

RE: Senate Bill #189, Optometric Theraputic
Bill:

I am in favor of Senate Bill #189. Some regu-
latio.i and certification relating to sufficient
training in the area of topical theraputic use should
be addressed, and control administered by the state
licensing board.

I believe that topical theraputics use by op—
tometrists would be valuable to their patients. If
the competence of the administering optometrist 1is
properly controled, the bill would benefit the public
heal._.h and the quality of the care the publice receives
would be enhanced.

Thank you for your c

POST OFFICE BOX 801 KODIAK. AI-FASKA 00613 TELEPHONE 007-A80-3201



RON BROCKMAN. D. 0.

OnTHorAtDic Suourr

RICHARD HOLYOKE. PA-C

April 7, 1983

Senator Joe

Chairman Senate

Pouch V
Juneau, Ak
RE: Bill #189

Dear Sir:

We the

A J~~
Loren D. Halter,
Clyde Deal, M.D

990811

undersigned

«=- . .1

NORTH PACIRC MEDICAL CENTER
P. 0. BOX 048
KODIAK. AK 99813

TELEPHONE (007) 488-4183

Josephson
Health,
and Social

Education
Services

support Bill #189,

Optometric

LOREN HALTER. D. 0. (O.ABFP)

Family Medicine

CARY HUHLBURT. PA-C

CBECEISEOQ I

APR 1 1983

lJosepfisOtt*

Thera®“utics.

D.O. Ro#f Broals-rfan, D.O.






ALASKA OPTOME%IC ASSOCIATION

AFFILIATED WITH
AMERICAN OPTOMETRIC ASSOCIATION

Dennis A. Swarner, 0.D
Drawer 4370

horit e, 1083 0
JBESEISEH

fapp 3.3 1983

Joe Josephson aS8PESIAHt

Pouch V
Juneau. Alaska 99811

Dear Mr. Josephson;

I am writing to ask your support for Senate Bill
#18%, an act relating to the practice of Optometry.

This bill would allow Optometrists to dispense
drugs, as regulated by the Board of Optometry. This
would put Optometrists on the same level as dentists
and podiatrists as concerns the use of drugs in Alaska.
The education of a Doctor of Optometry 1is similar
to that of a dentist and podiatrist, with a background
in tne basic sciences and medical training.

Most of the Alaskan Optometrists have recently
taken a transcript quality course in ocular therapeutics,
and would like to be able to use these skills, that,
if not isedwill deteriorate. It is in the interest
of our patients and our profession that we be able
to maintaj : the highest standards of training and
practice.

Optometrists are located in more cities and towns
than are Ophthalmologists. The passage of this bill
that is before your committee would allow an Optometrist
to provide care to a patient with an acute problem,
saving that patient both time and money necessary
to travel to see an Ophthalmologist.

As President of the Alaska Optometric Association,
I would 1like to thank you for considering this bill.

Dennis A. Swarner, O0.D.



- Tt/ - T Ay V.

April 8, 1983

Dear Senator Josephson:

I strongly urge you to support the optometry drug bill. 1 feel that

this will better enable my optometrist to ser\e the needs of my family.
o »

Thank you,

\3cUa-

Sara Castle,

tBEBEISER

APR 131983
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The person who sa}/,s
that he is above politics
is really saying that
democracy is beneath him.



Overview

The Governmental Relations Secretariat and the Office of
Governmental Relations form the American Academy af Oph-
thalmology’s coordinating link, clearinghouse and action arm
for most contacts with the federal government

Working closely and cooperatively, these offices afford the
Academy a unified approach to influence regulatory policy and
affect legislation bearing on ophthalmology.

The Governmental Relations Secretariat is composed of
Academy-member M.D.'s across the countrxz a Secretary,
Robert D, Reinecke, M.D., who serves on the Academy Board,
five associate secretaries and their active committees.

Associate secretaries meet quarterly with the Secretary und
present their studied recommendations, which the Secretary
takes to the Board for approval.

The Office of Governmental Relations, a staff of non-physicians
in Washington, D.C., works to transmit the Academy's policies
and opinions across to the legislative and the executive branches
of government.

Toward this end, its staff monitors legislative developments in
the U.S. House and Senate that may affect eye care or its
providers. Similarly it tracks regulatory issues throughout
departments and agencies of the bureaucracy.

The staff thus maintains contact with Senators and Repre-
sentatives, Congressional committees, federal agencies, and
their various staffs.

In these ways, the Office of Governmental Relations serves as
an effective’liaison between Academy members, the Congress,
and federal government agencies.

It also assists ophthalmologists who come to Washington to
testify at Congressional hearings or to contact their Senator or
Representative about an issue or piece of legislation vital to e%e
care. It closely coordinates the Key M.I). program and the
parallel Congressional Correspondent effort,



Governmental Relations
Committee

Secretary
Robert D. Reinecke, M.D.  Philadelphia. PA

Associate Secretaries

James V. Aquavella, M.D.  Rochester, NY
Thomas A. Frey, M.D. Falls Church, VA
Michael A. Lemp, M.D.  Washington, DC

Richard S. Ruiz, M.D. Houston, TX
Hunter R. Stokes, M.D.  Florence, SC

Whitney G. Sampson, M.D., Houston, TX
Consultant

Charles 13 So.nneborn
Director

Governmental Relat ons Committee takes a photo break during a recent
meetln% in Washington, D.C. Seated (I, to RJ Richerd S. Ruiz, MD;
Bruce E. Splveg, D, Academy Executive Vice President; Robert D.
Reinecke, MD, Secretary’, Governmental Relations Committee; James V.
At/uavelia, MD. Standln%(L to R) Whitney c. Sampson, MD, Academy
President-elect; Hunter R. Stokes, MD: and Thomas A.Prey, MD. Not
shown: Michael A. Lemp, MD.



Committee for
Research and Regulatory Agencies

One of the charges to this Committee is to keep the Academy
appraised of eye care issues originating in the federal regulatory
agencies, such as the Food and Drug Administration (FDA), the
Federal Trade Commission (FTC) and the National Eye Institute
(NEI) and to furnish a commentary to the Board.

With the FDA, r~ example, the group supﬂorts voluntary
device standards, monitors issues bjfore the ophthalmic device
panel, and provides input on a variety of drug and device
related issues. At present a number of FTC issues emanating
from the pending Eyeglasses Il rule are being tracked.

One of the Committee's most important tasks is to formulate
and organize a coordinated approach to generate Congressional
support of eye research, stewarded by the National Eye Institute.

It also recommends Academy members for appointment to
various federal advisory committees whose work involves
ophthalmology.

Associate Secretary
Michael A. Lemp, M,D.  Washington, DC

Commlttee Members
H. Dwight CavanaPh, M.D. Atlanta, G'A

~John"W, Chandler. M.D.  Seattle, WA
Oliver H. Dabczies, Jr.. M.D.  New Orleans, LA

James II. Elliott, M.D. ~ Nashville, TN
Arthur I1. Keenez, M.D. Louis die, KY

Walter J. Stark, M.D.  Baltimore, MD

Louis A. Wilson, M.D. Atlanta, CA



Committee for
Federal Legislation

This Committee studies federal |egislation pertaining to ophthal-
mologists and eye care as tne legislation is being created, propos d
and considered.

It keeps the leadershi. oi ihe Academy informed, analyzing
the legislation and recommending Academy policy to the
Secretariat and the Board.

The Committee also initiates legislation on behalf of the
Academy and recommends the proposed legislation to federal
representatives.

It calls on Congressional offices regularly, ano identifies issues
for the Key M.D.'s and Congressional Corespondents.

In addition, the Committee, whose membership is from the

Washington Metropolitan area, is charged with contacting

federal officials. It provides liaison between the Academh/ and
overnmental agencies - such as the Department of Health and
uman Services and the Congress.

Associate Secretary
Thomas A. Frey, M.D.  Falls Church, VA

Committee Members

David T. Casey, M.D.  Washington, DC
Richard A. Falls, M.D, Vienna, VA
Allan 1). Jensen, M.D.  Baltimore, MD
John F. Nowell. M.D. Arlington, VA
Marshall M. Parks, M.D. Washington. DC
A Ra_){r_nond Pilkerton, M.D.  Washington, DC
William L, Rich Ill. M.D. Falls Church, VA



Committee for
Health Manpower and Planning

This Committee's most enduring achievements involved prepa-
ration of the Academy’s series of monographs dealing with
health manpower: OPhthaImoquy (Eye Physician and Surgeon)
!\/Ialn%ower Studies for the United States. The five-part series
includes:

Part I Eye Disease Estimates, Time Requirements for Eye
Disease Diagnosis. Treatment, Refractions, and Pre-
ventive Eye Care.

Part II:  Demand for Eye Care: A Public Opinion Poll Based
Upon a Gallup Poll Survey.

Part 11l A Su.rvez of Ophthalmologists' Viewpoints and
Practice Characteristics.

Part IV: Ophthalmology Manpower Distribution
Part V. Summary and Conclusions*

*Part V should he available in early 1984. Upon
completion of this charge and pending a renewed
interest in Graduate Medical Education, the Com-
mittee will become inactive in 1984,

Associate Secretary
Richard S. Ruiz, M.D, Houston, TX

Committee Members

Frederick T. Fraunfolder, M.D.  Portland, OR
James P, Canle?;, M.D. Shreveport, |,A
George I,. Spaeth, M.D.  Philadelphia, PA

Theodore Steinberg, M.D.  Fresno, CA
Jonathan 1), Trobu, M.D.  Gainsvillc, FL



Committee for State Affairs

As the name implies, this Committee keeps an eye on legislative
affairs that affect ophthalmology in the 50 states.

Furthermore, it establishes a network between the 50 states,
and between the states and the Academy, so that there is
constant, up-to-date communication about the issues and con-
cerns involving ophthalmology.

This Committee analyzes major bills that are introduced in
state legislatures and likely to affect ophthalmology. It seeks to
|dent|f¥ Iegi|slat|ve trends and uses its clearinghouse function
to alert states of such trends and related strateP|es. This Com-
mittee sponsors an annual conference for legislative advocates
and lobbyists of state ophthalmological societies.

Planning is underway to forﬁo a definitive working linkage
between the Committee and the AAQ Board of Councillors.

Associate Secretary
Hunter R. Stokes, M.D.  Florence, SC

Committee Members

William C. Frayer, M.D, Philadelphia, PA
Carl Gnrfinktc, M.D.  Arlington Heights, IL
Douglas A. Liddicoat, M.D.  Watson, CA
Thomas F. Moore, M.D, Phoenix, AZ
David W. Parke, M.D.  Meriden, CT
_Philip A, Shelton, M.D.  West Hartford, CT
Reginald J. Stnmbaugh, M.D.  West Palm Beach, Fh



Committee for Health Plans

Issues affecting the financing and delivery of eye care through
health plans are studied and monitored by this Committee.

The Committee for Health Plans examines and evaluates new
developments and proposed vision care plans - private and
governmental - analyzes each and recommends Academy policy
and initiatives.

It also monitors existing programs within the Health Care
Financing Administration - Medicare and Medicaid, for example,
and the Public Health Service's HMO initiative, and the Depart-
ment of Defense (CHAMPUS), and proposals for any federalized
health insurance.

The Committee acts on reimbursement initiatives, drafting issue
Bapers and policy statements as appropriate, for consideration
y the AGA Board.

Current issues such as prospective payment by diagnostic related
groupings (DRGs), preterred provider organizations (PPOs) and
ohysician assignment are being closely monitored and addressed.

Associate Secretary
James V. Aqunvclla. M.D, Rochester, NY

Committee Members

S. Arthur Horuchoff, M.D. Boston, MA
Robert J. Crossen, M.D. Ann Arbor, Ml
Barton L. Modes, M.D. Hershey, PA
David J. Mcintyre, M.D. Belleview, WA

Lawrence A. Winograd, M.D. Denver. CO
Ira G. Wong, M.D  San Mateo, CA

Charles E. Jneckle, M.D., Defiance, OH
Consultant



The Key M.D. Program

There are more than 100 U.S. Senators and Representatives
who, by virtue of their committee assignments, have been
designated by the Office of Governmental Relations as "key"
to ophthalmology.

Key M.D.'s volunteer to keep in touch with their congressional
representatives on these essential committees and to voice
Academy opinions when legislation affecting ophthalmology is
being considered.

They do this by writing letters to their representatives, by
visiting them in their state or district offices, and bz coming to
V\#quhmgton each spring to call on them in iheir Capitol Hill
offices.

Key M.D.'s usually know their representatives on a first name
basis. They often” know the representative socially or as a
patient. Ideally, the Key M.D.'s work on their representative's
election campaign and make financial contributions, as well.

The Committee for Federal Legislation keeps the Key M.D.'s
mfclered on issues and legislation of importance to ophthal-
mology.

A listing of these key o&;hthalmologists IS maintained in the
Office of Governmental Relations.



Congressional Corresponents

Congressional Correspondents are M.D.'s who a?r_ee to contact
their representatives on legislative issues involving ophthal-
mology by phone, letter, or telegram.

Their representative usually holds a committee assignment less
vital to ophthalmology than those of the Key M.D.'s. Neverthe-
less all U.S. Congressmen are important enough to be monitored
and contacted.

The Office of Governmental Relations alerts Congressional
CorresPonde_nts to the need to contac t their representative and
keeps them informed on pending legi 'ation and related issues.

Rep. Howard C. Nielson SR-U) discusses a {Jomt at Congressional
Reception held in conjunction with the 1981 Key MD program in
Washington. (L to RJ Robert A. Rubenstein, MD; Tom Donnelly,
Special Assistant to the President for Congressional Liaison; Edward N.
Brandt, MD, Assistant Secretary lor Health, IJcpt. of Health and
Human Services; Rep. Nielson; and Robert D. Reinecke, MD, Secretary,
Governmental Relations Committee of AAQ.



Office of Governmental Relations
Suite :i()0
1101 Vermont Ave., N.VV.
Washington, D.C. 20005-3570
(202) 737-0662



OFFICE OF STATE AND
SUBSPECIALTY RELATIONS

John D. Lee
Director

Henry L.D. Ebert
sAssist.mf Director

AMERICAN ACADEMY OF OPHTHALMOLOGY

May 9, 1984

Nancy Dietrick

Senator Joe P. Josephson
Pouch V

Juneau, AK 99811

Dear Nancy:

Although we"ve spoken several times recently, I want
to take this opportunity to thank you for your letter
of April 19 and the extensive material that came out
cf the April 18th hearings.

We would be very grateful for additional statistical
information on the incidences of failures of the
pathology portion of the optometric licensing exam,

as well as case studies showing patient harm from the
illegal use of diagnostic or therapeutic pharmaceu—
tical agents by optometrists. To date, 1 realize,

the problems that have been cited have arisen from
optometric misdiagnosis. Even those cases could be
helpful in other states, since optometrists claim
they are competent to diagnose and treat eye problems.

I appreciate the information on Alaska and only regret
that the more recent version does not contain photo—
graphs of the famous Skagway dance hall queen!

Sincerely,

HEimlp

P.S. Please keep me posted on the second round of
hearings on HB 225. Thanks.

1833 Fillmore / P.O. Box 7424 / San Francisco / California 94120-7424 / (415) 921-4700



JAMES H. PATTERSON. ‘I D
A Professional Corporation
Subspecialty Pediatric Ophthalmology
3500 LA TOUCHE
ANCHORAGE, ALASKA  9050-1

April 24, 1984

Senator Joseph P. Josephson, wSsa
Pouch V,
Juneau, Alaska 99811.

Dear Senator Josephenson:

As a physician, | am opposed to 11B 225 which redefines the
practice of optometry and allows.the use of legend drugs for
diagnostic purposes. I feel that this legislation dees not
command a wide range of public support and interest ind has

been conceived, lobbied and financed by organized optometry

in order to further its own goals. My reasons for opposing

this legislation include the lack of any true need for
optometrists to use mediciations 1in performing their jobs

and dramatic lack of didactic and clinical skills of optometrist
in the field of medicine.

Having activity opposed this legislation since introduction,

I cannot help but feel tliis year it lias gained unwarranted

and undisserved momcmtum. HR 225 as written lacks sufficient
checks and balances to become an efficient and safe law for

the people of Alaska. Ammended 1IB 225 also contains inconsist—
encies, ambiguities and contradicitions.

The two most glarring deficiencies arc that this legislation
lists legend drugs in broad catagories. I feel that if drugs
are to be used, they should be identified by specific name,
concentration and dosage schedule. Secomlaly, HR 225, allows
the board of optometry and this board alone to decide what
legend drugs are to be used and by whom. Regardless of how
noble the intentions of the board of optometry arc in deciding
these matters the practicality and limitations of such a policy

should be self evident. In my opinion, the board of optometry
should answer to and seek approval of specific drugs from the
board of pharmacy and medicine. Since the ammended bill lists

only cyclopegics and mydriatics, section 5 as 08.7300 paragraph
5 and 6 do not apply.

Again, | am opposed to this bill and feel it should not pass
in any form. If you do see fit to pass this 1| urge you to
modify 1its present form significantly.



I thank you for allowime me time to testify before your

committee. I hope you will review my correspondence and
references that | have sent you concerning this legislation.
I want to offer my services to your committee on medical

matters concerning this legislation.
Sincerely,

James H. Patterson M.D.
JHP/ez
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April 21, 1984

STEVEN S. DOBSON, 0.D. f * ]

The Honorable Joe Josehson ]SI;l
Alaska State Senate PhsotT"
Room 508 Capitol Building

Juneau, Alaska 99811

re: CS HB 225 am

Dear Senator Josephson:

1 would Ilike to clarify a point about which there was some confusion
during che HESS hearing on April 18, 1984 on HB 225.

While anyone can use an over the counter drug for treatment purposes,
to charge a fee to render the treatment or recommend a drug constitutes
the practice of medicine under AS 08.64.380 (2). Under existing law
therefore, an optometrist must do any therapeutic procedures for free.
By adding the diagnosis and treatment language to the definition of

an optometrist, the bill provides the needed statutory exemption as
required under AS 08.64.170 (a) (4), ("A person who Is licensed or
authorized under another chapter of this title may engage in a practice
that is authorized under that chapter.”) However this provision is of
limited utility as a result of the Milo Fritz House amendment that
eliminated all therapeutic drugs from the legend drug section. (Copy
of CS before amendment is attached.)

It is also worth noting, 1in regard to Dr. Perry®s comment about needing
to be able to open the chest and perform heart massage, that no dentists
and few physicians can competently perform this procedure.

We would like to see the therapeutic drug categories restored, as this
will restore the 95% of the public benefits eliminated by the Fritz
amendment.

Legislative Jommittee
Alaska Optonetric Association

cc: Senators Vic Fischer
Pappy Moss
Rick Halford
Paul Fischer

8301 BRIARWOOD AVENUE  SUITE 203  ANCK ORAGE. ALASKA 99502  TELEPHONE 349-6932
349-1941



Millett Keller Company

921 West 6th Avenue
Anchorage, Alaska 99501
(907) 279-8441

April 24, 1984

Senator Joe Josephson
Health, Education and
Social Services Committee
Pouch V, MS 3100

Juneau, AK 99811

Re: HB225
Dear Senator Josephson:

The purpose of this letter 1is to pass on some comments regard—
ing HB225, particularly a personal perspective | have onthis 1issue.

Both my father and brother are Optometrists, my father practicing
in Montana and my brother 1in Utah. As a result of their profession—
al background and our family relationship, 1 have been aware of the
issue of the use of therapeutic and diagnostic drugs by Optometrists
and che opposition to such practices by the Opthomology profession.

I am sure you have been made aware that there 1is no scientific
or academically corroborated data which supports the contention that
the use of these topical drugs by Optometrists poses a risk to the
public health. It has been my perception that the major opposition
is based on business practice 1issues rather than health or safety.

The role of competition and regulation in a free market economy
is a very sensitive matter for all the professions. I believe that
legislation which regulates business practices should be based on
factual -evidence that third party interests (namely, the public
health) must be protected. Whenever legislation is based on pro—
tecting the vendors and providers, it ciefies the consumer and is,
therefore, 1injurious to a free market society.

It is my understanding that HB225 has been rendered impotent by
the House HESS Committeeat the specific request of the Opthomology
profession. I would urge vyou and your <committee to examine the
scientific and medical evidence as well as the business 1issues and
use this information when crafting the appropriate Jlanguage for
HB225 which best serves the public interest.

MK/pnt



Dr. Roy A. Box
Doctor of Optometry
Professional Plaza Suite A 102
9309 Glacier Hwy
Juneau, AK 99801

Telephone (907) 789-3175

April 24, 1984 ***KSO

Senator Joe P. Josephson
Pouch V
Juneau, Ak 99811

Dear Senator,

I :mwriting concerning HouseBill 255 and would encourage you to support and
vote for the originalversion of this bill. Four states now provide for thera—
peutic drug use by optometrists and somewhere around forty states allow diagnos—
tic drug use by optometrists. The trend 1is obviously growing and no evidence
exists to show that patients have any more problems with optometric treatment
than they do with eyephysician treatment. You have to know that competition

in any field improvesquality of service and tends to reduce cost. This 1is un
important aspect of this legislation when you consider that physicians®s fees

and hospital costs are increasing faster than the rate of inflation and compe—
tition even in this limited specialty might help to reduce this trend.

This whole issue can be condensed into two basic issues, one 1is might and the
other 1is right. There 1is no way thirty optometrists can generate as many public
opinion phone and telegram messages to legislators as can several hundred or a
thousand physicians, so if the only goal of legislators is re-election then might
and political clout must prevail. The other 1issue is rightl Is it right to give
Alaskans freedom of choice of practitioners when training is adequate to provide
good service and no evidence exists to show one discipline is better or worse
than the other? There is a vast difference between rhetoric and evidence.
Organized medicine with all of its might has not proven their opposition to
therapeutic drug use by 0.D."s 1is wrong and detrimental to any thing but their
bank accounts.

I would urge you to consider the fact that village health aids and P.A."s routine—
ly handle and dispense drugs for a wide variety of conditions from very well
stocked drug supplies without much if any "medical" supervision and with little

or no adverse side effects or improper diagnosis. The product description for
legend drugs in the P.D.R. 1is over 1,500 pages. The same section in the P.D.F.

for ophthalmology is 100 pages and includes descriptive information on over the
counter agents and soft contact lenses. The actual drug choices are few and not
difficult to become familiar with.

I would urge you to support legislation to allow doctors of optometry to use
therapeutic and diagnostic agents or work against this legislation if political

muscle is your important consideration in the legislation you support.

The physicians are also claiming some kind of a compromise on this legislation

American Optometric Association
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Juneau, AK 998c;.

Telephone (907) 789-3175

Page 2

in 1980 insisting | agreed to the compromise. They either have very short
memories or a propensity for changing the facts to suit their purposes. The
only agreement was that the physicians were going to go back to their group
and the optometrists would go back to theirs®s and offer grounds for a comp-—
romise. The physicians were to contact us first and we never heard from them
so the matter was dropped. I only agreed to discuss their concerns with my
group. NOTHING ELSE! Rick Urion was the Optometric Association lobbyist at
the time and can verify my recollection of the meeting.

Sincerely,

IQrFErican Optometric Association



BRISTOL BAY AREA HEALTH CORPORATION

P.0. Box 10235
DILLINGHAM, ALASKA 99576

PHONE: (907) 642-5201
(907) 842-5202

April 16, 1984

e q

Senator Joe Josephson APR 271934
Chairman; Health, Education and

Social Services Committee
Room 508, Capitol Building
Juneau, Alaska 99811
Dear Senator Josephson:
House Bill 225 has been referred to your comn.ictee for consideration. This Bill

as ammended in the House has circumvented the Bill"s original intent.

The original legislation was designed to authorize the use of diagnostic and
theraputic pharmiceuticals by appropriately licensed optometrists. Its scope
has been significantly narrowed by ammendment in the House.

I support the original intent of the bill and ask that the Senate consider the
pre-ammended legislation for passage.

Passsage of the intact House Bill 225/Senate Bill 189 will be of undeniable

benefit for the citizens of ovc area. It will 1increase the availability of eye
care and be very cost effective.

Thank you for your consideration of this matter.

Sincerely yours,

/)

Robert J. Clark
Executive Director

RJC :sf

cc: Senator Vic Fisher
Senator Paul Fischer
Senator Pappy Moss
Senator Rick Halford
Dr. Jim Pickard, 0.D.
Robert J. Clark®s File
Reading File
File



(Part Two)
TESTIMONY IN SUPPORT OF SENATE BILL 185

Health, Education and Social Services Committee
Alaska State Senate

April 13, 1983

Steve Dobson, O0.D.

Gentlemen of the Committee, my name is Steve Dobson. I am
an opLometrist 1in private practice in Anchorage. I am a 1980
graduate of the Southern California College of Optometry, and
in 1981 completed a one year residency 1in rehabilitative optometry
at an outpatient clinic of the Veterans Administration hospital

in Los Angeles.

My testimony will focus on optometric education, for the most
frequent charge raised by ophthalmologists in opposing this type
of legislation is that optometrists do not have a physician®s
broad medical background, which they say is necessary 1in order to

do competant diagnosis and treatment.

It so happens, like many propaganda arguments, that this one
has a grain of truth in it. What may appear to be a local inflammation
can actually be a manifestation of infection or dysfunction elsewhere
in the body. Experience in administering a variety of drugs 1in a
variety of modes makes it easier to learn new drugs and new treatment

protocols.
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However if the argument 1is carried too far, it begins to
break down. One can say that it is useful to be trained as a
general physician before treating specific parts of the body.
But is it absolutely necessary? Ophthalmologists, who are
trained on the physician-specialist model, would say that a
physician®s background 1is necessary even to be able to judge
when to treat a case and when to refer it for more specialized
care. However it takes no special expertize to realize that
if that were the case, then dentists and podiatrists, who are
not trained as physicians, would be incompetent or only

marginally competant.

Let"s take a closer look at the alternative model of
education, on which dentists, podiatrists and optometrists are
trained. For convenience, | will consider just dentistry and
optometry, but podiatry follows similar principles. Dentists
and optometrists have at least as many hours of training in
anatomy as physicians. But that training 1is structured differently.
Their studies in gross human anatomy give somewhat less emphasis
to the body below the neck but mure emphasis 1in the head and neck
region, as compared «ith medical students. This 1is followed by
intensive study of organ systems of special interest - the teeth
and oral cavity for dentists, the eye and adnexa for optometrists.
This is a level of detail that physicians do not encounter until

they enter specialty residencies. Other courtus, such as general
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physiology, microbiology and general pathology, are also slightly
less detailed than those given medical students. But again,
when corresponding studies 1in the target organ systems are added
in, the hours exceed those of the medical student. If we take
the process one step further and add the hours of the medical
student and the resident together, the total hours 1in any given
subjedt would now be greater than those for the dentist and
optometrist. For optometry and dental students, classroom and
laboratory time in these subjects, called basic science, totals
about a thousand hours, or 25% of the total clock hours in the
curriculum. The remainder 1is given over to specialized theory

and procedures courses, and experience in the clinic.

At this point, let me interject that in case it should be
supposed or alleged thut optometric courses are not of the same
quality as dental courses, |1 would point out that where optomutry
and dental schools are co-located, as at the University of Alabama
in Birmingham and the University of Houston, optometry and dental
students not only take the same courses but sit together in the
same classrooms and laboratories whenever there 1is enough
commonality in content to make this practical. For example,
general physiology and microbiology in the case of Birminghanm.

In both optomcury and dental schools, physicians are used 1in their
areas of greatest expertise, primarily pathology and therapeutics.

Pharmacology 1is taught by pharmacologists and physiology 1is taught
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by physiologists.

Courses in the whole body emphasize unifying principles, which
serve as a foundation for understanding all regions. At the stage
of target organ study, specific interrelationships between target
organ pathology and systemic pathology are learned. It is also
at this stagp that the student learns what effects a drug may

have on ether organs of the body.

Without putting too fine a point on it, it is hopefully evident
from this that someone who will be working with a portion of the
body and dealing with a specific set of interrelationships between
this portion and the rest of the body does not have to have the
same kind of whole body training as someone who will be treating
many different parts of the body. The specializing physician
model of education is a gwod one, but 1is it enough better than

the dental model to justify the increased costs?

With respect to drugs, however, optometry has differed from
dentistry until recent years. When the optometry laws were enacted
in the first quarter of the century, restrictions against drug use
were 1inserted into r.early every statute as a compromise with the
physicians and oculists of the day, who opposed enactment of the
optometry laws. In t.ie succeeding years, optometry developed

strong capabilities in the detection and diagnosis of ocular
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pathology, but its lack of access to prescription drugs effective
limited its therapeutic services to conditions treatable with
over the counter drugs, compresses and mechanical procedures.
During the same period, ophthalmology developed from a primitive
extension of general medicine into a recognized specialty. In
the 1970s general and ocular pharmacology were removed from their
positions within other courses in the optometric curriculum, and
expanded into full fledged, free standing courses. Concurrently,
optometrists introduced bills that would allow them to use drugs
to aid in diagnosis, on the theory that such limited legislation
would be easier to pass. There began a slow, state by state
process of passing legislation, against fierce ophthalmological
opposition. As of now, 36 states allow some form of drug use

by optometrists. In 1976, West Virginia became the first state
to enact legislation allowing optometrists to use drugs for both
diagnostic and therapeutic purposes. In 1977, North Carolina
passed a similar measure and Florida received an attorney general
opinion favorable to the use of therapeutics. In 1980, Oklahoma
passed enabling legislation. In support of these states, nearby
optometry schools strengthened their programs in therapeutics.

At present, drug-based therapeutics is taught at an undergraduate
and postgraduate level by Pennsylvania College of Optometry in
Philadelphia and Southern College of Optometry in Memphis, and

by the University of Alabama at Birmingham School of Optometry

cn a postgraduate basis, Other schools are planning similar

programs. Pennsylvania®s therapeutics course was taken by a
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majority of Alaska®"s ODs last year. Opportunities for additional
clinical experiences in therapeutics developed quickly and
dramatically. Federal law in 1976 formally established Optometry
Services within the Veterans Administration hospital system.
These Optometry Services provide primary eye care therapeutics,
usually under the prescription signing arrangement noted by
Dr. Demske. A number of the Services have developed 1 year
residency programs for optometrists, such as the one | went through.
Opportunities are also available for 0ODs and undergraduate optometry
students to study at these hospitals for shorter periods of time.
In Atlanta, there is a three year old optometric clinic that does
nothing but treat ocular pathology on referral from physicians and
optometrists 1in the area. Students from four optometry schools do
semester rotations there, and similar centers are being planned
in other cities. There 1is thus developing a spectrum of training
opportunities, both basic and advanced, for optometrists in
therapeutics.

It appears that at long last the quirks of the original optometry
laws are being removed and optometry will be allowed to undergo a
more natural evolution. Optometry will continue to compete with
ophthalmology, as podiatry competes with orthopedic surgery, though
in the case of optometry, surgical training 1is not on the horizon.
While the medical branches may not like it, such competition is good
for the public. Optometry, like podiatry, can now offer quality,

cost effective services in areas where specialists are overtrained
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and general practitioners are undertrained. Dentistry has no
competition from medicine, but its training is also based on

the more cost effective model.

One more thing needs to be said. Ophthalmologists have
criticized other aspects of optometric education, saying that
there are too few MDs teaching in optometry schools and that
clinical experiences are not adequate. In point of fact,
ophthalmologists have actively tried to hinder the education
of optometrists. There 1is a great deal of peer pressure on
ophthalmologists, and through them, on their colleagues in
other branches, not to teach in optometry schools. In 1955,
the American Medical Association, at the request of the Section
on Ophthalmology, adopted a resolution declaring it unethical
for a doctor of medicine to teach in a school or college of
optometry. Such resolutions have more tlan nominal influence
upon physicians, for unethical behavior can serve as the basis
for denial of hospital privileges by individual hospital
medical staffs. Some physicians ignored the directive and
continued to teach, and schools filled in the gaps by using
osteopaths, who were not affected. The resolution was rescinded

11 years later, in 1966.

Ophthalmology has also opposed virtually every piece of

legislation that would facilitate the professional development
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of optometry, including funds for construction of optometry school
buildings and clinics, Health Professions Student Loans, and
capitation grants. Fortunately, most Congressmen and legislators
saw the value of optometry to society, and the efforts of
ophthalmology to block funding were largely unsuccessful. From
1964 to 1980, ophthalmologists were able to prevent reimbursement
to optometric patients for services covered under Medicare. As

a result, optometry lost 30% of its patient population over age 65.
It also deprived optometry school clinics of a prime source of
pathology for teaching purposes. It is not fair to criticize
something when you are actively trying to bring about that

which you criticize.

In conclusion, 1 would ask that you allow optometry 1in Alaska
to take full advantage of the educational opportunities that are
unfolding, so as to maximally benefit the public which it serves.
Overly restrictive compromises will simply result in further
legislative battles down the road. The bill in its present form
conforms to the framework for decision making that has stood the
test of time 1in other professions. It makes no legislative sense
to take a responsible profession out of one box and place it in
a slightly larger box. Given tihe opportunity, optometry will
exercize the same good judgment as the other professions. And

the public will be the beneficiary.
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The Honorable Mae Tischer

Alaska State Senate Q
Pouch V

Juneau, Alaska 99311

Dear Representative Tischer:

I would Ilike to offer my support for HB 225 and SB 189 which
would permit appropriately trained and licensed optometrists to
use prescription ophthalmic drugs for diagnosis and treatment of
eye problems.

I work closely with two optometrists 1in Bethel, John Demske,
D.D., and James Taylor, G.D., who are authorised under standing
orders approved by the medical staff of the Yukon Kuskokwim Delta
Regional Hospital to use certain prescription drugs for the
diagnosis and treatment of eye disorders. They also work under
the indirect and direct supervision of the Ophthalmology
Department at the Alaska Native Medical Center 1in Anchorage. John
Demske has been operating under these standing orders for almost

five years without mishap. Both optometrists have made a
substantial contribution to the increased quality of eye care in
this region. The physician staff respects their knowledge and

expertise and regularly consults them regarding eye problems.

The Ophthalmology Department at the Alaska Native Medical
Center has recommended that the eye care program operating in
this region be considered as a model for other Service Units in
the Alaska Area Indian Health Service. This recommendation has
been supported by the Service Unit Directors and Clinical
Directors of the Alaska Area.

The backbone of the health care system in rural Alaska has
been trained paramedical personnel, including Physician
Assjstants, Nurse Practitioners, Public Health Nurses, Community
Health Aides, and in this area, the Optometrists with the YKI-IC
eye Care Program. They have proved themselves vital 1in achieving
otherwise unobtai.nably high standards of health care in remote
areas. The professional performance of the optometrists 1in this
region has been excellent. They have provided quality eye —care
services otherwise unavailable to the people of the Delta. They
have recognised their limitations and always referred patients
when appropriate.

Uv j,\:

oil



Based on my experience with optometrlsts using prescription
ophthalmic medications -for specified diagnostic and therapeutic
purposes in this area | am inclined to agree that the major
obstacle to a more extensive utilization of the optometrists?™
special skills and knowledge is a financial one rather than a
primary concern for the quality of eye care available to the

people of the state.

I strongly endorse SB189 and HB 225. IfT 1 can be of any
further help, please let me know.

Sincerely,

jbhn Wetherby, M.D.
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John W. Page 11 0.D.
4050 Lake Otis Suite 103
Anchorage, Alaska 99504

April 8, 1983

SBill©3

Rep. Mae Tischer

Chairperson, House HESS Committe
Pouch V

Juneau, Alaska 99801

Dear Rep. Tischer,
I strongly urge you to support House Bill 225, which would
allow Doctors of Optometry to use Ophthalmic drugs in their

profession .1 practice.

Thank you for your thoughtful consideration.

JWP/cp
c/c Dr. Phillip W. Bach



Ed Craig, 0.D.

Doctor of Optometry
348 Main Street
Ketchikan, Alaska 99901

Visual Training
Contact Lenses

Telephone (907) 225-3975

ril 8, 1983
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Representative Mae Tischer

c/o Health, Education and Social Services
Pouch V

Juneau, Alaska 99811

Dear Rep. Tischer;

As a practicing optometrist of some 28 years in the
Ketchikan area, | have many times been requested by
patients to remove Tforeign objects embedded in their
corneas and adjacent areas of the eye, treat scratches
and- scrapes of the eye, look after Infections caused
by. bacterial or viral agents, etc., only to have to
tell the patient that | am unable to help them - not
because I do not have the knowledge, or skill - but
because the law is such that it says,”"NO! you may not.'

Were 1 able-to render immediate assistance to t} ese
patients, their recovery would be that much Tfaster.
Instead, 1 refer them to a physician®s office where
the patient waits his turn, perhaps for several hours,
before receiving attention.

From an economic standpoint it is a waste to restrict
highly, well-trained professionals from using only a
part of their capabilities.

I am therefore in favor of passage of House Bill »225.

Very truly yours,

.iHIkam

- American Optometric Association
mm
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Dennis A. Swarner, 0.D
Drawer 4370

Kenai, Alaska 99611
April 8, 1983

Mae Tischer
Pouch V
Juneau, Alaska 99811

Dear Ms. Tischer;

I Pm writing to urge your support of House Bill
#225, an act relating to the Practice of Optometry.

It is time that Optometrists in Alaska are treated
like other health professions. The educational back
ground of Optometrists 1is similar to that of dentists
and podiatrists, professionals who have unrestricted
drug prescribing privileges, other than those imposed
by their respective boards.

The statutes restricting drug use by Optometry
were written when the laws were first enacted. In
view of the current education of Optometrists, these
laws are now outdated.

This bill 1is being opposed by a small group of

Physicians, for what | believe to be economic reasons.
If it was for the economy of the patient, there might
be some merit in the opposition. But the passage

of this bill will save our patients time and money,
by avoiding unnecessary referals.

As President of our Association, | would like to
thank you for considering this bill, and 1 hope you
find it prudent to allow our Board to regulate Optometry
in the same manner that those who oppose it are regulated
by their board.

Dennis A. Swarner, O0.D.



Mae Tischer

Representative District 11
3305 Oregon Drive
Anchorage, Alaska 99503

April 7, 1982

Dear Representative Tischer;

I am a Physicians *Assistant practicing in the State
of Alaska and am writing to you to voice my support of HB
225.

I have been a Physicians * Assistant for four years and
have worked in states that have legislature allowing Optometrists
to use pharmaceuticals in the diagnosis and treatment of eye
disorders. I freguently refer patients to them and have been
pleased with the quality of care and have had positive feedback
from those patients.

I have found that the limitations placed on them by not
allowing them to use pharmaceuticals in their paractice some—
what of a handicap.

I hope that when this bill comes before the house that
you will support it.

Thank you for your kind consideration in this matter.

Respectfully

Barry L. Campbell PA-C
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April 8, 1983

Dear Ms. Tischer:

I strongly urge you to support the optometry drug bill. 1 feel that
this will better enable my optometrist to serve the needs of my family.

Thank vyou,

Sara Castle



April 4, 1983

The Honorable Mae Tischer

Alaska State House of Representatives
Pouch V

Juneau, Alaska 99811

Dear Representative Tischer:

I would like to offer my support for HB 225 and SB 189 which would permit
appropriately trained and licensed optometrists to use prescription ophthalmic
drugs for diagnosis and treatment of eye problems.

I work closely with two optometrists in Bethel, John Demske, 0.D., and
James Taylor, 0.D., who are authorized under standing orders approved by the
medical staff or the Yukon Kuskokwim Delta Regional Hospital to use certain
prescription drugs for the diagnosis and treatment of ege disorders. They
also work undfer the indirect and direct supervision of the Ophthalmology
Department at the Alaska Native Medical Center in Anchorage, John Demske had
been operating under these standing orders for almost five years without mishap.
Both optometrists have made a substantial contribution to the increased quality
of eye care in-this region. The physician staff respects their knowledge and
expertise and regularly consults thim regarding eye problems.

The Ophthalmology Department at eht Alaska Native Medical Center has
recommended that the ege care program operating in thes region be considered
as a model for other Service Units in the Alaska Area Indian Health Service.
This recommendation has been supported by the Service Unit Directors and Clini—
cal Directors of the Alaska Area.

The backbone of the health care system In rural Alaska has been trained
paramedical personnel, 1including Physician Assistants, Nurse Practitioners,
Public Health Nurses, Community Health Aides, and in this area, the Optometrists
with the YKHC Eye Care Program. They have proved themselves vital in achieving
othersixe unobtainably high standards of health care in remote areas. The
professional performance of the optometrists 1in this region has been excellent.
They have provided quality eye care services othersixe unavailable to the
people of the Delta. They have recognized their limitations and always
referred patients xrtien appropriate.

I strongly endorse SB 189 and HB 225. Thankyou for your time.

Sincerely

Jill Seaman, MD
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SRA Box 1026-B
Anchorage, Alaska 99502
April 7, 1983

Honorable Mae Tischer
Co-Chairman, House HESS Committee
Pouch V

Juneau, Alaska 99811

Dear Representative Tischer:

Please support HB 225/SB 189 allowing use of opthalmalic
drugs by optometrists. This legislation is in the best
interest of the people of Alaska in saving money and time,
especially for "bush" residents.

Sincerely

John R. Kito



April 4. 1983

The Honorable Mae Tischer
Alaska State Senate

Pouch V

Juneau, Alaska 99311

Dear Representative Tischer:

I would like to offer my support for HB 225 and SB 1£9 which
would permit appropriately trained and licensed optometrists to
use prescription ophthalmic d "ugs for diagnosis id treatment of
eye problems.

I work closely with two optometrists in Bethel, John Demske,
0.D., and James Taylor, 0.D.., who are authorized under standing
orders approved by the medical staff of the Yukon Kuskokwi.m Delta
Regional Hospital to use certain prescription drugs for the
diagnosis and treatment of eye disorders. They also work under
the indirect and direct supervision of the Ophthalmology
Department at the Alaska Native Medical Center 1in Anchorage. John
Demske has been operating under these standing orders for almost

five years without mishap. Both optometrists have made a
substantial contribution to the increased quality of eye care in
this region. The physician staff respects their knowledge and

expertise and regularly consults them regarding eye problems.

The Ophthalmology Department at the Alaska Native Medical
Center has recommended that the eye care program operating in
this region be considered as a model for other Service Units in
the Alaska Area Indian Health Service. This recommendation has
been supported by the Service Unit Directors and Clinical
Directors of the Alaska Area.

The backbone of the health care system in rural Alaska has
been trained paramedical personnel, including Physician
Assistants, Nurse Practitioners, Public Health Nurses. Communi lv
Health Aides, and in this area, the Optometrists with the YKHP
Eve Care Progranm. They have proved themselves vital 1in achieving
ocherwi so unobtainably high standards of health care in remote
areas. The professional performance of the optometrists 1in this
region has been excellent. They have provided quality eye care
services otherwise unavailable to the people of the Delta. They
have recognized their limitations and always referred patients
when apprnprlate.



Based on my experience with optometrists using prescription
ophthalmic medications for specified diagnostic and therapeutic
purposes in this area | am inclined to agree that the major
obstacle to a more extensive utilisation of the optometrists
special skills and knowledge is a financial one rather than a
primary concern for the quality of eye care available to the-
people of the state.

I strongly endorse SB189 arid HE« 225. IfT * can be of any
further help, please let me know.

Sincerely,
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Testimony In Support of Senate Bill 189
Health, Education and Social Services Committee
Alaska State Senate

April 13, 1983

John Demske, 0.D.

Good afternoon, My name is John Demske, and 1 am an optometrist
employed by Yukon-Kuskokwim Health Corporation in Bethel, In

this capacity, 1 and another optometrist provide primary eye care
services at the Public Health Service Hospital in Bethel and at
field clinics throughout the Yukon-Kuskokwim delta.We routinely

use prescription drugs through the use of standing orders,

I would like to outline some role relationships and practitioner
competencies in eye health care as they relate to the bill under
consideration today. Later, my colleague, Dr, Steve Dobson, will
discuss optometric and dental models of education as they relate

to medical training.

I will start with four concrete examples that illustrate the

kinds of knowledge and equipment needed in providing primary eye care.

First, 1 would like to relate a recent case from my practice. Last Sat.
April 9th, | was called at home by one of the General Physicians in

regard to a patient, Mr S. The Physician involved, Dr.X, has consented

to my using this experience as an example in testimony as he 1is in sup-
ort of this legislation, Mr S, initially piesented to Dr.X, on Saturday
April 2nd in the emergency room. He complained that, he felt something in
his left eye. He also reported that he thought he might have scratched

his eye the previous evening. Pertinent medical history is that Mr S, 1is
confinedto a wheelchair from rheumatroid arthritis, ankylosing spondelytis

and a spinal injury. His right eye 1is blind from glaucoma!
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He had cataract surgery 1in his left eye in 1976. His current medications are
methadone and a prescription for his arthritis. Dr. X diagnosed a corneal
abrasion with the use od sodium fluoiscien. He reassured Mr S. and told him
to report to the optometry clinic on monday the 4th if his eye didn"t im—
prove. No medications were prescribed. Mr S. returned 1 (one) week later,
Saturday April 9th, He stated his eye was getting worse. When asked why he
had not returned earlier, he reported that initially his eye felt better

and that it didn"t get worse until that morning . Dr X thought that Mr. S.

may have developed a corneal ulcer and he consulted me.

My examination revealed a definite corneal ulcer and a moderate 1iritis, his
vision was 20/25.1 worked up the patient as a bacterial corneal ulcer, the
laboratory studies confirmed my diagnosis. | consulted with an optholmalo®is™t
and reported my findings, diagnoses and the labortoiy results, | strongly re-
commened that Mr S. be admitted to the hospital. He concurred and recommended
a treatment regimen. The ulcer and iritis are healing well bur Mr S. remains
hospitalized, As it is his only seeing eye and it is questionable if he can
adequately care for himself. The plan is to keep him hospitalized until the

ulcer 1is totally healed.

This case is a perfect example of what can happen to a corneal abrasion.
Optometrists see corneal abrasions secondary to contact: lenses routinely in thier
practices. With their expertise with a slit lamp/biomicroscope, they can det—
ermine the depth and severity of a corneal abrasion. This instrument 1is also
necessary to diagnose iiltis an inflammation of the iris. Dr X did not use a
slit lamp/biomiccroscope as he 1is unfamiliar with it.
Many mild corneal abrasions will heal spontaneously without treatment, some
will progress to an ulcer, A short course.of a topical antibiotic for prophy-
loxis will prevent an ulcer. Dr X a General Practioner had the option to treat
the abrasion. Optometrists in private practice have the option to refer to a
physician for treatment Dr X referred Mr S. to a doctor of optometry.

Second, A herpes simplex infection of the cornea may resemble simply a red
eye, because there is often relatively little pain. However if eyedrons con-

aining steriods are used to reduce inflammation and whiten the eye, the sever-



SB 189

Senate HESS
April 13, 1983
Denis®e, P3

ity of the corneal infection will be dramatically increased, and can lead to

a scarring stromal ulcer. In the early stages of an her" tic involvement, a
biomicroscope is needed to see the characteristically branching lesion and
distinguish it from other types of corneal involovement. This microscope is
used routinely by optometrists and ophthalmologists but is not found in offices

of general physicians.

Example number three, A lump in the eyelid resembling a stye may be a swelling
of an oil producing meibomian gland. The condition is called a chalazion. The
first treatment of choice is not a drug but a hot compress. However anyone
providing primary eye care should not simply be ignored, but should be eval —
uated by a specialist for the possiblity that it might be a carcinoma of the
meibomian gland. The specialist can also do lancing and expression of the cont—

ents of the gldnd; if indicated.

A fourth example* A generalized swelling and inflammation of the eyelids with—

out pain on movement of the eye may be a condition known as pre-septal cellulitis.

It generally requires oral antibiotics for effective treatment. However anyone
providing primary eye care should know that a possible complication is extent-

iop of the inflammation past a protective septum and on into the orbit,
characterized by pain on moving vho eye. This 1is orbital cellulitis. The infection

can then follow the sheath of the optic nerve and lead to meningitis, a much
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more serious complication. It is unlikely that a general physician

is aware of this possible sequence of events.

I have used these examples not to run down the general physician
but to emphasize that there 1is only so much that he can know. In the
busy medical school curriculum, the average medical student receives
less than 25 clock hours of instruction in the eye and its treatment.
This includes anatomy and physiology of the eye, examination techniques,
ocular pathology, treatment and management of eye cr ditions. By
contrast, the optometrist receives hundreds of hours in these subjects,
plus specialized clinical experience. It does not matter how much
kidney disease a general practitioner treats, or hew many broken arms
he sets or babies he delivers, if he does not know the specifics of
ocular syndromes or have the proper equipment, ha cannot be a good

diagnostician of the eye.

The other relevant comparison is between the optometrist and
ophthalmologist. The ophthalmologist considers himself Co be primarily
a surgical specialist, but in the course of his post-medical school
surgical training, he also receives extensive exposure to diagnosis
and treatment of non-surgical eye conditions, lie typically sees more
pathology in his hospital based residency than most optomety students see
in the pathology portions of their outpatient clinics, Ilis acadenmic
preparation, on the other hand, is less extensive than that of the

optometrist, currently consisting of 6 weeks of academics at an east
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or west coast university.

These role relationships can best be seen in institutional
settings, where fixed salaries eliminate economic competition
factors and workloads, promote professional cooperationf competion
include military hospitals, Veterans Administration hospitals,
HMOs and Indian Health Service facilities. In such settings, if
an ophthalmologist is on staff, eye ailments of a more serious
nature are referred to him for evaluation and treatment. If an
optometrist is on staff but no ophthalmologist, the optometrist
receives the referral and his advice 1is sought. However if a
drug 1is to be prescribed, the optometrist cannot sign the pre—
scription, for in most states only physicians, dentists or
podiatrists can sign a prescription. So the prescription is
signed by the general physician or non-eye specialist, who
knows 1less about the condition, the treatment or the drug than
does the optometrist.

1

Thus the optcmetrist, bo<-b. by training r.”dd in practice,

occupies a position between the general practitioner and the

ophthalmologist, though closer to the ophthalmologist.

This analysis leads naturally into another question: if
diagnostic and treatment abilities vary among practitioners, shou

not the licensing system attempt to define specific are”s of
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competance and specify the treatments which can or cannot be performed?
Traditionally the profession of medicine has enjoyed unlimited licensure
under the broad statutory definition of treating the sick and injured.
Professions of more limited scope such as dentistry, podiatry and
optometry have statutory definitions using an organ level of

specificity rather than, say, specific structures or parts of organs.

In each case, it is left to the profession to decide whether a given
condition should he treated by a generalist, specialist or subspecialist.
This 1is appropriate, for reasons | will give in a minute. It is very
significant that for every profession that has drug prescribing authority,
there 1is no statutory specification as to the allowable drugs or even
the classes of drugs. That is to say, each practitioner®s prescribing
authority 1is theoretically unlimited. I say theoretically, because

each group tends to limit itself, on a common sense basis, to drugs
which are appropriate to its field of endeavor. This allows them to

be quite adept at using this narrower spectrum of drugs. A listing

cf drugs or procedures in statute is unnecessary and would quickly
become obsolete. Where very specific restrictions are appropriate,

they are imposed by the respective boards, whose members know what

is going on in their field"s educational system. Thus for a dentist

to use general anesthetics, the dental board requires, by regulation,

that he have a year of postgraduate training 1in this area, or
general anesthesia is a very tricky procedure. Prescribing abuses

by MDs and dentists tend to be in the area of controlled substances,

for there is a large illicit market for controlled substances.
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However, such prescribing is closely monitored by the federal Drug
Enforcement Administration, and few practitioners get away with abuses

for long.

I mentioned a moment ago that it is appropriate for each
profession to decide how to handle different levels of treatment.
Unlimited licensure needs to be preserved for two reasons: first, a
practitioner in a rural area needs to have the legal freedom to
treat somewhat more specialized problems when a specialist 1is not
available 1in his area,, He 1is frequently aided in this by telephone
consultation with a specialist. This is exactly what | do when a
case comes up that needs more specialized expertise. Secondly, no
two practitioners have exactly the same knowledge or skills. If a
generalist has experience 1in a given procedure, he may undertake it
when another generalist might chose not to do so but instead send

ethe patient to another doctor in another locale. It is this process
of intercommunication and interreferral, with practitioner latitude,
that makes the system work. Optometry is an integral part of this

process, but with the limitations that this bill seeks to redress.

At this point, you may still be moved to ask, do broadly worded
statutes provide sufficient protection for the public? Ir. addition to
the system | have just described, which incorporates licensing board
and federal regulations, and the judgment of the practitioner, there

are additional free market constraints upon the behavior of professionals
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Perhaps most important, malpractice considerations dictate that the
individual practitioner not.practice at or beyond the limits of his
expertise, and in any event not deviate significantly from what are
considered to be accepted procedures unless he 1is participating 1in
a carefully defined research project. In addition, medical care

is a quality oriented market. Much of it is covered by third

party payment plans. There 1is an attitude that "nothing 1is too
good for my body". The patient thus has every incentive to seek
the highest quality care available. If a practitioner is doing
slipshod work or not keeping up with his field, patients can sense
it and word quickly gets around. It is in the interest of both

the individual practitioner and the profession that prepares him

to maintain the highest standards of training and practice.

If quality of optometric care can be defended, what about
savings to the patient? A truly rationalized system of health care
dictates that each practitioner practice at his highest and most
efficient level. Under the present system, the doctor of optometry
must refer his patient to the ophthalmologist, to be charged a
specialist®s fee for a primary care procedure. If the 0D sends
his patient to a general physician with recommendations, there is
still a second visit fee. And whether the patient pays the fee
himself or 1is covered by private 1insurance, Medicare or Medicaid,
consumers of health care still ultimately pay the bill. This 1is
why third party payors are nov; beginning to recommend optometric

treatnent for primary conditions.
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One final thought. You will be asked by opponents of the
bill to impose special restrictions on the optometric practice
of therapeutics. While we are not dogmatically committed to
the exact language of the present bill, we wish to emphasize
that most restrictions in statute would set precedents that do
not exist for other practicing professions and serve only to
maintain a privileged status for a group that is no longer
entitled to that status by virtue of exclusive education and
training. IT you are drawn into attempting to draft specific
standards, you will be treated to the opponents® ability to
obfuscate, raise red herrings and confuse. It will then be
suggested that you refer the matter to a study committee. In
other states where this has been tried, it has served to delay
passage and increase the number of committee meetings devoted
to thesubject. There was also the politically charged question
of howthe committee would be constituted, and the recommendations
of thecommittee have tended to reflect the political allegiances
of itsindividual members, even those representing suppo<tuly

neutral groups.

The question this committee and the legislature as a whole
must ar.cvsr is basically a simple one: shall the profession of
optometry be treated as a mature profession, capable of making
intelligent, informed decisions? 1 hope that by the time our

testimony 1is completed you will be firmly convinced that it is.
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ATTN: HARRY TREAGER

PERTAINING TO HOUSE BILL 41225 | WOULD OPPOSE THE
BILL AS WRITTEN. FROM A PHARMACY STANDPOINT,IF

OPTOMETRISTS ARE GOING TO PRESCRIBE THE SEC.
8-72-277CB) DOES NOT MAKE SENSE AS ALL PRESCRIPTION

DRUGS ARE LEGEND DRUGS. POSSIBLY THEY WANTED THIS
TO READ THAT THEY CANNOT PRESCRIBE CONTROLLED

SUBSTANCES WHICH WOULD CERTAINLY BE A GOOD IDEA AND
ALSO THAT THEY WOULD NOT HAVE DEA LICENSES.

IT IS DIFFICULT FOR PHARMACISTS TO HAVE THIS TYPE

OF PRESCRIBER WHERE THEY HAVE TO REMEMBER THE PRESCRIBER
CAN ONLY WRITE FOR CONDITIONS OF EYES AND EYELIDS AND

IF THEY WRITE FOR SOMETHING ELSE THE PHARMACIST MUST
CATCH IT AND REFUSE TO FILL. WE HAVE SOME PROBLEM

WITH DENTISTS IN THIS REGARD AS THEY CAN ONLY WRITE
FOR DISEASES OF THE MOUTH, GUMS ETC, HOWEVER, DENTISTS

PRESCRIPTIONS ARE MORE EASILY NOTICED THAN WOULD BE AN
OPTOMETRISTS,.

WE ALSO HAD THIS PROBLEM WITH PHYSICIANS ASSISTANTS
AND NURSE PRACTITIONERS AND WERE FORCED INTO ADVISING

THE MEDICAL BOARD THAT WE COULD NOT MONITOR EACH PA'S
OR NP'S INDIVIDUAL PRESCRIPTION ALLOWANCES AND THAT
THIS WOULD HAVE TO BE CONTROLLED BY THE COLLABORATING
PHYSICIAN TO SEE THAT THE PA OR NP ONLY WROTE FOR THE
ITEMS THAT WERE AUTHORIZED.

POSSIBLY THERE COULD BE A REQUIREMENT THAT OPTOMETRISTS
RX BLANKS CARRY A NOTATION "CAN ONLY PRESCRIBE FOR

DISEASES OF EYES AND EYELIDS" EITHER THAT OR HAVE A
COLLABORATING PHYSICIAN TO MONITOR THE ITEMS PRESCRIBED.

SINCERELY,
ALASKA BOARD OF PHARMACY,

CHARLES R. RUSH, R.PH.
MEMBER

CRR/JD



MEMORANDUM State of Alaska *

to Harry D. Treager DATE; March 14, 1983
Administrator, DOL
FILE NO:

TELEPHONE NO:

FROM. Margaret Soden subject:
Member, Board of Pharmacy HB 225 Practice of
- Optometry/Use of Drugs

I have several questions and concerns about this bill that you can
perhaps have addressed when it is oeing discussed in the Legislature.

1. There are apparently going to be two classes of Optometrists-
Those who have been approved to prescribe drugs and those who have not.
In AS 08.64.170(e) 1t says that the names of those who can prescrbe
drugs will be furnished to the Board of Pharmacy. Are we then
going to have to issue lists of the nature of their authority to
prescribe similar to what we do for PA"s and ANP"s? We are having

a difficult time keeping the pharmacies supplied with current lists
of these folks that this will add something new for us to be falling
behind on.

2. Under the provisions for the use by optometrists for firesciption
drugs, 1is this going to include all drugs or just those which are
used as drops or ointments to be applied directly to the eye and

which have been formulated for that use. If this is the case, and
I think it needs to be spelled out, then | would favor this provision
with some reservations. I would not,however, Tfeel comfortable if

they could prescribe drugs taken internally since it would definitely
be a matter of interpretation as to whether a particular drug®s

use Talls into their scope of expertise. The reason |1 would favor
the use of ophthalmic drops or ointments being allowed is that
optometrists sometimes recommend that patients buy certain non-ophth-
almic ointments to be used in the eye. [IWe have such a case 1in
Fairbanks and it is rather difficult to handle at times-the ur. tells
that patient to get Neosporin Ointment which says right on the label
"do not use in the eye"™, the patient aske me if it is safe, the Dr.
tells me it is, the manufacturer says it is not-liability reasons, |
suppose-so that puts me right in the middle of a messy situation. Do
I say go ahead? Do | say NO WAY? Or take the most sensible way out
and recommend that they go back to the Dr. for a clarification of
what he wants. There is an ophthalmic preparation available and it
would certainly simplify matters if he were allowed to prescribe it)
1 would favor having only ophthalfnic drops and ointments allowed

in the sections dealing withthe use of drugs.

02-001 A (Rev.10/79)
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Mr. Harry Treager, Director

Ms. Wanda Fleming, Licensing Examiner
Department of Commerce & Economic Development
Division of Occupational Licensing

Pouch D

Juneau, Alaska 99811

Dear Mr. Treager & Ms. Fleming:

I*"m writing to you in regard to the teleconference call of March 22, 1983.
After a discussion with the legislative committee of the Alaska Optometric
Association, 1 realized that 1 had erred in my recommendations 1in regard to

HB225. I had assumed that all sections of the bill were changes in the
optometry law whereas Section 08.64.360 1is part of the state medical law.

I had recommended changing the first three lines of that section. Inasmuch
as HB225 is amending the current medical law, Section 08.64.360, and that 1 am
in agreement with the amendment, | am retracting the recommendation 1 gave

during the teleconference call.

I discussed this with Doctors Falconer and O0"Connell individually by phone
yesterday and they agreed that a retraction is in order. Thus, our only

recommendation on HB225 is that endorsement be obtained by examination.

Since the teleconference, an ldentical hill has been introduced in the Senate
as SB189. We would appreciate your submitting our vrecommendation to the
Health, Education and Social Services committees of both the House and the
Senate.

Per your request, I have contacted Tom Eichorst, counsel for the American
Optometric Association in St. Louis, Missouri, in regard to registration with
the Drug Enforcement Administration (DEA). He 1informed me that he 1is not
aware of any problems with DEA registration in states where optometrists use
therapeutic drugs. At his suggestion, | called John Robin, nn, 0.D., Secretary
for the North Carolina Optometry Board. Dr. Robinson stated that the indivi—
dual optometrist applies for the federal DEA number. The DEA then verifies
the doctor®"s credentials with the Secretary of the State Board. The DEA
number is then issued and printed on the doctor®s prescription blanks. Dr.
Robinson added that to date, they have not had any conflicts with the DEA or
their Board of Pharmacy.
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I hope that this information is helpful to vyou. Mr. Eichorst mentioned that
you could contact him directly if you had any further questions. He can be
reached at (314) 991-4100.

JOHN A. DEMSKE, 0.D.
Secretary, Board of Optometry

cc: Dr. Maynard Falconer
Dr. Robert O0"Connell
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OPTOMETRY
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April 15, 1983
APR 2 01983

The Honorable Joe Josephson
Chairman, Health, Education and

Social Services Committee
Alaska State Senate
Pouch V
Juneau, Alaska 99811

Uosepfisron.

Dear Senator Joseohson: re: SB 189

I would Ilike to comment on testimony by three individuals who
N (" spoke in opposition to SB 189 at the HESS Committee hearing on
& April 13, at which 1 was in attendance.

h -* /

1. Representative Milo Fritz said there was no such thing as
PRV a "legend drug", though he claimed to be knowledgeable 1in matters
-v'/o of medicine. "Legend™ 1is a well known term applied to certain

drugs, also known as prescription or ethical drugs, which can
legally be dispensed only on written prescription of a physician,
/ dentist or podiatrist. This 1is 1in contradistinction to over-the-
.I' counter drugs, also known as non-prescription or proprietary drugs.

ay o
2. The testimony of Mr. Harry Treager, Director of the Division
P \ vof Occupational Licensing, contained several statements and opinions
( that appeared to be outside the expertise or purview of an agency
y © charged with providing administrative support for the examining

i and licensing functions carried out by occupational licensing boards.
.,~-Even within his purview, there was a substantial 1inaccuracy:
Mr. Treager stated, 1in answer to a question from you, that if the
bill were passed, it would be necessary to add another employee to
the Division to handle the assignment of DEA numbers from the federal
Drug Enforcement Administration to individual optometrists. In point
of fact, any doctor who desires a DEA number applies for it directly
to the Drug Enforcement Administration. There 1is no involvement by
any state licensing agency. Mr. Treager also stated that passage
of the bill would increase the workload of the Division by requiring
the optometry board to researcli the educational programs of optometric
institutions. In fact, the determination of the data gathering method
and the subsequent analysis of technical data would be performed by
the board itself; any public input from interested groups that might
be deemed necessary under the Administrative Procedures Act can be
solicited by letter, and at most, one public hearing would be
necessary, in conjunction with a regular board meeting. In relation
to the Division®s total workload, such increase would be insignificant,
and in any event, the board could seek such support services on a
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cost free basis from an interested group such as the Alaska Optometric
Association. Mr. Treager appears to display a personal antipathy
toward the bill, and | expect that he will attempt to attach a

fiscal note to cause the bill to be referred to the Finance Committee.
The Department of Health and Social Services attached a fiscal note

to a similar bill, CSSB 136, in the Twelfth Alaska Legislature.

Then, as now, Sen. Don Bennett was Co-Chairman of the Finance
Committee. Senator Bennett was and 1is employed by a medical clinic

on which staff are ophthalmologists. Senator Bennett would not

agree to consider the bill without revisions unacceptable to
optometry. A similar situation could be expected to obtain should

the bill again be referred to the Finance Committee.

3. David Spence, MD, of the Department of Health and Social
Services, proposed stricter and more specific requirements for
certification in drug usage than those provided for in the bill,
"to insure protection of the public™. While it is appropriate
that his department provide input regarding health legislation,
his testimony failed to indicate why such presumed safeguards
are needed for optometry but not foi dentistry. Dr. Spence
also advocated joint promulgation of regulations by the optometry
and medical boards. However any such arrangement that would
give the medical board effective veto power over the regulations
is considered unacceptable to optometry, because when this has
been tried in other states (e.g. Montana and Texas), the medical
board has either failed to act or has set standards that are
inconsistent with those required for the other autonomous
prescribing professions of medicine, dentistry and podiatry.

Also in regard to Dr. Spence®s suggestions, 1 would note
that the evolving body of case law contains a court decision
declaring unconstitutional a provision of licensing law restricting
the kinds of similar surgical operations that podiatrists are
allowed to perform. Some legal authorities believe this case
may be applicable to other fields, including optometry, where,
for instance, exclusion from optometric use of all but a few
diagnostic drugs may be impermissible in tlie absence of clearly
demonstrated benefits to the public safety and welfare. A copy
of this analysis 1is attached. In the same connection, | have
also attached a letter dated March 3, 1981 from Dean Thomas L.
Lewis, of Pennsylvania College of Optometry, outlining the classes
of drugs currently taught at that institution. I also notice
his use of the term, "legend drugs"™, on page 3.

Very truly yours,

- C &-- ,

Phillip W. Bach, 0.D., Ph.D.
Legislative Committee, Alaska
Optometric Association

PWB/Ir

Attachments: 2



Stats court siomps on licensing provision

For several years ithas appeared that, even though pri-
vate sector certifying agencies were legally vulnerable to
antitrust attack, state licensing agencies and hoards were
sturdily protected. In December 1981. however, a circuit
court in Montgomery, AL struck down a state licensing
scheme that set limits on the scope of practice of a
health profession.

Atissue in the case, caFtioned Wood v. Graddick,
was a portion ol the state licensing lav/ for podiatry that
prohibited podiatrists from working on the tarsals of the
human foot. The law allowed them to work with all other
parts of the foot, but reserved the tarsals to the jurisdiction
of the medical profession.

That distinction, said the court, is malodorous. The
court found no reason why podiatrists could be con-
sidered competent enough to operate on the metatarsals
and phalanges, but not the tarsais. The court's opinion
noted that the law effectively keeps many podiatr.sts out
of Alabama. And, compa'ing podiatric education favora-
bly to medical training, the court found:

...1t appears thatpodiatrists are better qualified
than osteopaths andMDs, by education training,
and experience, to treat the tarsals. and are at
leastas v/ellqualified as orthopedists, who com-
prise only 5percentofthe medical doctor
population.

What is significant about the case is its use of a legal
theory seldom applied tooccupational licensure. The
14th Amendment to the U.S. Constitution— the same
amendment that mandates states to provide "due pro-
cess ol law"—also mandates them to afford "equal pro-
tection of the laws" to everyone. Distinctions in laws or
regulations that establish two classes ol persons and treat
them differently must be rationally related to a legitimate
state purpose.

In the Wood case the two classes were physicians
and podiatrists. The former were permitted to operate on
the tarsals. while the latter were not. Because the court
found that this distinction bore no rational relationship to
the state’s legitimate purpose of protecting the public
health, the court struck down the relevant provisions ol

Sulpplement to Commission Reports
Vol. 3. No. 3. Summer 1982

the podiatric licensing law.

Indeed, the court went so far as to say that, not only
mustall licensed podiatrists be permitted to operate on
the tarsals. but also many medical doctors probably
should be prohibited by law from performing surgical pro-
cedures on the tarsals:

...the classification scheme adopted by the leg-
islature as itrelates to the tarsal bones ol the loot
is both overinclusive—by including within the
preferential class many medical doctors who are
unqualified—andunderindusive because it ex-
cludes podiatrists who are qualified to perform
surgery to the tarsalbones.

Currently, all licensed physicians enjoy unlimited
licensure, with no bounds on their scope of practice, in all
states. Here, the court suggests that some bounds should
be applied as a matter of law. However, the court did not |
draw such tounds itself, granting only enough relief to
permit licensed podiatrists to handle the tarsals.

We now may assume that further litigation will
develop, across the country, to strike down arbitrary
scope of practice limits in state licensing laws. The result
could revolutionize licensure by requiring professions that
receive preferential treatment under the laws to show that
they are better qualified than other professions to perform
the specific functions at issue. Clinical social workers
prohibited from practicing psychotherapy, nurse practi-
tioners and physician assistants banned frcm prescribing
common drugs, nurse-midwives effectively denied hos-
pital privileges as a matter of lav/, and optometrists, phar-
macists. and the bevy of other professions with reasona-
ble gripes about licensure could be favorably affected.

A'lew words of caution. Alabama was the only state
maintaining this bizarre prohibition on podiatry. On
issues where there is a reasonable division of opinion
among slates, the result could be very different. Also, this |
is a state trial court opinion only It lacks the force ol pre- |
cedent that a higher state court or a federal courtcould K
provide. But it does suggest the availability ol a remedy to |
occupational groups that are short-shnfted by legislatures 1
in the enactment of licensure laws.

© National Commission for Health Certifying Agencies .+

1101 30th Street, N.W.

Washington, D.C. 20007



1200 Wes| Godfrey Avenue
Phnadelgh|a Pa. 19141
215424 5900

Office ol Academic Affairs

Pennsylvania College
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Phillip w\ baon, 0.D., Ph.D.
Suite 204

Denali Professional Center
3401 Denali Street
Anchorage, Alaska 99503

Dear Doctor Bach:

In response to your request | have formulated a list of pharmaceu—
tical agents which may be helpful in preparing your .legislation. The
current graduating class from the Pennsylvania College of Optometry has
developed competency in utilizing pharmaceutical agents in the various
catagories and classifications listed below.

Currently the students at the College develop a theoretical know—
ledge of these pharmaceutical agents through various didactic courses,
and expertise in the clinical utilization of these drugs through a
variety of clinical experiences. These clinical experiences occur in
various settings such as The Eye Institute of the Pennsylvania College
of Optometry, Veterans Administration Medical Centers, Health Maintenance
Organizations, Armed Forces Hospitals, and private practice settings.

- n mai.r ,emp..as s of the c.urricuium ac- t.ne <lege is the differential
diagnosis of ocular~dlseases and systemic diseases with ocular complica—
tions. We feel the critical step in the management of ocular and visual
disorders 1is the specific differential diagnosis. The application of
pharmaceutical agents is simply one of the competencies necessary in the
continuum of the diagnosis and management of ocular diseases.

Listed below are the major classifications and catagories of pharma—
ceutical agents commonly utilized in the patient care setting of the
College. Examples are given of different drugs in each catagory. This
is not to be interpreted that other drugs within these catagories are not
utilized when specifically needed, based on the professional judgements
of the clinician.
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1. Topical Anesthetics
Example: Proparacaine
Benoxinate

Il. Mydriatics
A. Sympathomimetics
Example: Phenylephrine
B. Parasympatholytics
Example: Atropine group

I11. Cycloplegics
A. Parasympatholytics
Examples: Atropine group
Cyclopentolate

IV. Miotics
A. Examples: Pilocarpine
Anticholinesterases

V. Antimicrobials
A.  Antibioltics
Examples: Tetracycline
Erythromycin
Gentamicin
Chloramphenicol
Bacitracin
Cephalosporins
B. Antibacterial
Example: Sulfonamides
C. Antiviral
Example: ldcxuridine
D. Antifungal
Example: Natamycin

VI. Anti-inflammatory
Example: Corticosteroids

VII.  Anti-glaucomma
A.  Sympathomimetics
Example: Epinephrine
B. Sympatholytic
Example: Timolol Maleate
C. Parasynipathomimetics
Examples: Pilocarpine
Anticholinesterases
D. Carbonic Anhydrase Inhibitors
Example: Acetazolamide

3-3-81
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VIIT. Antihistamines
Examples: Diphenhydramine

Antazoline

IX. Miscellaneous Legend Drugs
Example: Hyperosmotic Agents

X. Over-the-counter Drugs
Example: Dyes
Ocular LuHricants
Decongestants

I hope this list is of some help to you in constructing your new
legislation. The Pennsylvania College of Optometry stands prepared to
assist you educationally in meeting the visual care needs of the people

of Alaska.
C mMM W

thomas L. Lewis, 0.D., Ph.D.
Dean of Academic Affairs

TLL :clmf
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GI11 SIXTH AVE.
P.0. DGX 710
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"—-TGrr.

The Honorable Warren R. McGraw
President, Senate of West Virginia
.State Capitol Building

Charleston, West Virginia 25305

The Honorable Clyde H. See, Jr.

Speaker, West Virginia House of Delegates
State Capitol Building

Charleston, West Virginia 25305

RE: Report on Enrolled il.B. 1005 of 1976

Dear President McGraw and Speaker See:

The purpose of this letter is to report to each of you and your respective
bodies on the Enrolled 11.B. 1005 enacted on February 20, 1976 by the Sixty-
Second Session of the West Virginia legislature. As you may recall, this
lav; updated the statutory definition of "optometry"” to include, among other
things, the limited use of drugs prescribable for the human eye for both
diagnosis and treatment., under carefully prescribed certification authority
delegated to the West Virginia Board of Optometry. This Board has endeav—
ored continuously and faithfully to both certify and monitor the use of
drugs by optometrists practicing under the registration of this Board.

Recent information compiled from the one hundred thirty-five .(135) West

Virginia registered optometrists now certified by this Board for drug usage
ia as follows:

1. A total of seventy-two (72) differentdrugsprescribable for the

human eye have been employed by these WestVirginiacertifiedoptometrists
aincc the law was enacted.

2. Forty-seven thousand one hundred twenty-one (47,121) individual
patients have been seen by these optometrists and conditions such ad infec—
tious or allergic conjunctivitis, corneal abrasions and blepharitis (granu—
lated eye lids; have been treated by those certified in the compilation.

3. The distance those patients, who otherwise would have had to travel
to geographical locations other than those of the treating optometrists for
treatment by ophthalmologists or appropriate medical specialists to whom
they formerly were referred, would have had to travel would have required
that over 620,000 aggregate miles be traveled by the 47, 121 patients,
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4. Fifty-two (52) different pathological conditions have been diagnosed
and treated by these West Virginia certified optometrists.

These 135 Uest Virginia optometrists who have been certifiedin every county

of the state are now, faithfully and well, providing updated eye health care
benefits to the people of West Virginia.

It should be additionally noted that there has been no report to this Board
of any adverse reaction 1in the diagnosis and treatment rendered to patients
involved by any West Virginia certified optometrist.

Please be advised that this Board is quite aware of the full responsibility
placed upon it by the legislature in the enactment of this Law, Enrolled

H.B. 1005. This data was compiled in a continuing effort to support the trust
which has been reposed 1in it. Each of you are encouraged to call upon this
Board for any additional information whichmay be helpful.

Sincerely yours,

John E. Casto, O0.D.
Seeretary-Treasurer

JF.C/scp



DEPARTMENT OF COMMERCE AND ECONOMIC DEVELOPMENT
POSITION PAPER
SB 189/HB 225

"An Act relating to the practice of optometry and authorizing the use of
prescription drugs by optometrists.”

The above-cited legislative bills are the same in wording* intent, and
subject matter.

The Department of Commerce and Economic Development opposes this legis—
lation for the following reasons:

1. This legislation does not protect the public. There is no identi—
fied public support or hue and cry for the passage of this legislation.

2. It provides broad prescriptive .Jthority for controlled substances
(drugs) without verification of the practitioners™ ability.

3. The use of the term "legend drugs" is too broad for the number of
drugs that are normally used in the treatment of eye and eyelid
conditions.

"Legend drugs"™ according to this bill are "drugs whose containers
must bear a label prohibiting dispensing without a prescription.”
This 1is a useless definition.

4. The Department of Health and Social Services has testified against
the bill.

This legislation is a State sanction for the use of all legend drugs by
a professional group not educated in their use, or results and effects
of the broad spectrum use. It does not afford the public protection
necessary in prescribing and distributing control substances.

The bill, in its present form, must be opposed as being too broad in the
wide use of the terms "may use and prescribe legend drugs, as defined in

AS 08.72.300, 1f the person"s license 1is endorsed by the Board of Examiners
in Optometry as provided in AS 08.72." Section AS 08.72.300 dees not
sufficiently identify the drugs. The term "legend” 1is too broad and all
encoinpassi ig.

The bill lacks public protection that should be a must when mandating
the authorization of drug prescript

Richard A. Lyon, Commissioner



Wherein; permanent, irreversible dawage to eyes have resulted from the
inability £r* diagnose and recognize serious eye disorders by optometrists,
the following referral guidelines a:e recommended:

Sec. 2 AS or 300 (2) amended by adding a new section to read:

When an optometrist examines any person, he shall inform that person or
a parent or other responsible party, prior to prescribing or providing
eyeglasses or any other service, that examination by a licensed physician

is indicated whenever any
of the following conditions 1is present. These conditions fall into the
following categories:

1. ABNORMALITIES OF VISION

11. ABNORMALITIES OF TISSUE

111. ABNORMALITIES OF MOTOR FUNCTION
IV. OTHER ABNORMALITIES

ABNORMAL1 "TES OF VISION:

A. Failure on the part of an individual to obtain 20/20 vision in each
eye, 20/40 in children under eight years of age by refractive correc—
tion by lenses unless the cause has been medically determined by a
physician and 1is stable.

B. A complaint by the individual of the sudden appearance of spots,
flashing lights, scintillating images, transient dimming, less

vision, or distortion in the shape of objects.

C. A complaint by the individual of a temporary or permanentloss of any
portion of the visual field, such as a curtain comingover the vision.

D. History of seeing rainbows or halos around lights.

E. Diplopia (Double Vision) of sudden onset.

ABNORMALITIES OF TISSUE:

A. Presence of redness, swelling, masses, or ulceration of the eye or
its surrounding tissue.

B. Opacities of the cornea, lenses or vitreous.

C. Changes 1in the appearance of the optic disc.
1. A difference in appearance between the optic discs of each-eye.
2. A change 1in appearance of the optic discs from a previous exam.
3. Suspicion of elevation of the optic nerve head.

D. Observation of a deviation from the usual appearance of the retina
or its vessels.



ABNORMALITIES OF MOTOR FUNCTION:

A. Strabismus, a deviation of the eyes from their normal parallel
position in straight ahead gaze or gaze in any direction.

B. Difference in the size of the pupils or failure toconstrict
with illumination or with near vision.

C. Ptosis or Lagophthalmos (Drooping of the eyelids).

D. Nystagmus (Rapidly occilating eye movements).

OTHER:

A. Continuous tearing of longer than 24 hours duration or complaints
of watering eyes not associated with visual tasks.

B. Intraocular tension of twenty-two or more, or family history of
glaucoma.

C. Any other observation of deviation from the normal appearance of
the eye and related tissues, or any complaint that is not attributable
to the refractive state or muscle balance or which 1is not amenable to
lenses or prisms.

D. Keratometry readings greater than 47.00 diopters or suggesting
keratoconus.

Exception 1o any of the preceeding conditions would be previous evaluation
by a physician and discharge from medical treatment and follow-up for that
condition.

Failure to comply with the provisions of this act shall subject the offender
to the revocation or suspension of his license to practice optometry.

Nothing 1in the provisions of this section or any other section pertaining

to optometry shall appy to, nor in any way restrict the practice of medicine,
or osceopathy, nor to an} licensed physician, osteopath, nor any nurse,
technician, medical assistant, optician, nor to any allied or auxiliary
health personnel acting under their prescription, supervision or direction,
nor to any eye screening, state or government eye testing program, nor to
any eye teaching in any medical, osteopathic or nursing or allied health
personnel school.

This act shall take effect immediately.



Over many years, ophthalmologists have seen the continued and
perplexing problem of delayed or non-referral by optometrists.
There are two reasons why ophthalmologists are concerned about
this: 1. irreversible loss of vision can and has occurred. 2.
the ophthalmologists eventually treat these people, and often we
feel that some or more sight could have been preserved if earlier
treatment had been instituted. The ophthalmologists feel that
the optometrists are trained to recognize the symptoms of many
diseases which may be discovered by history, visual acuity testing,
refraction, tonometry and external examination. They are not
permitted under recognized optometric standards to undertake a
definitive diagnosis, but recognize this as the responsibility of
the medical doctor, and to refer that person to a doctor. For
these reasons, we feel that a 20/40 bill would help with the

problem of delayed referral and non-referral.

In reviewing a small fraction of one ophthalmologist®s files, we
find 9 well documented cases of delayed or non-referral. It is
our opinion that this resulted 1in harm or potential harm.
Case //1
This person compained of double vision to an optometrist.
He was not referred to a medical doctor. Finally the patient
came to an ophthalmologist where the diagnosis of myesthenia

gravis was made. This disease can kill by respiratory arrest.

Case [If2

This person went to an optometrist with an eye complaint

and was told by the optometrist that he thought he had some—

thing bad and to come back tomorrow for a field. This patient
finally went to an ophthalmologist and was determined to ?,ave

a retinal detachment. It is well known by the ophthalmologists
that the earlier the detachment 1is repaired the better the
vision will e after the surgery.

Case |If3

This person was a diabetic and had a cataract 1in the left eye.
This person was told by an optometrist that it was nut neces—
sary to do any thing about the eye. This person had an iritis

or inflammation of the eye from leaking of lens protein. This



person finally went to an ophthalmologist and underwent

immediate cataract surgery. It is well known by the opthal-
mologists that this can lead to adhesion of the 1iris to the
diseased lens and/or cornea, vresulting 1in permanent glaucome

and 1idrreversible loss of vision.

Case #4

This person went to the optometrist because of decreased

vision. He was told that he had a cataract and to see an
ophthalmologist about 1it. He was left with the impression
that there was no hurry. This person®s vision became worse

and he then saw an ophthalmologist who determined that he had
a retinal detachment. It is well known by ophthalmologists
that early repair of retinal detachments not 1involving the
central part of the retina most often results in 20/20 vision.
But, if surgery is delayed and the central part of the retina

(macula) detaches or pulls off, the visual outcome 1is poor.

Case /5

This child had difficulty with his school work and did not

want to go tu school. His parents were told by an optometrist
that the child was malingering or faking. This child was
seriously reprimanded by the parents. The child finally saw

an ophthalmologist and was determined to have Stargart®s
disease. This condition 1is well kv.own by the ophthalmologist

to cause serious problem with vision.

Cases [//6,7,8,9

All of these people were diabetics. The optometrists did not
tell these people to see an ophthalmologist for their potentially
serious eye manifestations of diabetes. By the time these

people finally saw the ophthalmologist time had run out,

serious eye problems of diabetes had already set it. It 1is

well known by the ophthalmologist that early treatment with

laser can preserve vision



Case [If10
This 1is the well known Timothy Steele case. This child was seen

by an optometrist 1in Fairbanks because his eyes were crossing.

A dilating eye drop was used to dilate the child"s eyes. The
optometrist®™s record noted "No good reflex™ 1in Timothy"s right
eye. He diagnosed Timothy" s eye condition as accomodative eso—
tropia, which 1is correctable by eyeglasses. He wrote a prescrip-—

tion for eyeglasses and made an appointment fir Timothy to return

to the clinic on January 29, 1974, for a checkup.

On January 29, 1974, Timothy reported to Mr Shank as requested.
The optometrist wrote a different prescription for eyeglasses and
instructed Mrs. Steele to make another appointment for Timothy

four months after he would begin wearing the new glasses.

The testimony further reveals that 1in early May, Mrs. Steel noticed
that Timothy frequently removed his glasses, saying sometimes he

could not see well with them.

On June 10, 1974, Timothy was again examined by Mr. Shank and it

was then that he discovered that the vision 1in Timothy®"s right eye
was Jlimited to light perception. At this point, Mr. Shank made an
appointment for Timothy with ophthalmologist Bruce Wolf, M. D., of

Fairbanks

When Dr. Wolf, a medical doctor, examined Timothy on June 17, =974,
he found Timothy®"s visual acuity in the right eye limited to hand
motions and capable of perceiving light. Essentially, his right

eye was blind.

Recognizing the seriousness of the case, Dr. Wolf called 1in Willianm
Kinn, M. D., as a consultant. On July 9, 1974, Dr. Wolf and Dr.

Kinn observed a retinal detachment of the right eye with a subretinal
mass . Their diagnosis was possible retinoblastoma, but toxocara
canis was also to be considered. Concluding that specific tests

were necessary to identify the disease, Timothy was flown to

Letterman Army Medical Center where he was examined on July 12,

1974 .
At Letterman, it was determined that, because of 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 retinoblastoma, Timothy
was returned to surgery and an implant was placed in the socket,
Alth ough recovery appeared to be good, Timothy continued to

suf fer from periodic socket inflammation.

In September of 1974, Tiracthy returned to Leterman Medical Center
where a prosthesis was 1inserted in the socket. Testimony revealed
that since the prosthesis could not be 1inserted immediately follow-

ing the operation, it is unlikely that It will ever appear similar

to a natural eye.

Dr . Black was also aware of several cases where inflammation of

the eye was treated with steroids, and 1in isolated cases steroid
trea tment has decreased the inflammation, resulting in minimal

scar ring. But in Dr. Black"s opinion, 1in most 1instances toxocara

is not seen by the ophthalmologist wuntil it has been quite destruc-
tive However, assuming that visual acuity 1in Timothy"s right -eye

was 20/30 in December of 1973 and treatment 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
granulomatous inflammation 1is a cellular reaction to a foreign
objecl: , treatment would be taken to block the reaction. Steroids

are a recognized form of treatment for granulomatous inflammation.

This case was tried by Judge James M. Fitzgerald, United States
District Judge, District of Alaska. The Judges decision was:

"1 conclude that competent optometric practice required that
Timothy"s parents be notified and that the child be referred.

The failure to inform and refer was not a "judgement call® but

a violation of the governing principles of professional standards.

Optometrists are trained to recognize symptoms of many diseases
which may be discovered by eye examination. They are not permit—
ted under recognized optometric standards to undertake a definite
diagnosis but recognize this as the responsibility of a medical
doctor. Obviously, it is foreseeable that failure to refer to a
qualified medical practitioner, when required to do so, x*ill result
in delay of diagnosis and the institution of treatment; so it
proved to be in Timothy"s case. Al the time the referral was
finally made to an ophthalmologist, it was too late. Time had run
out, and the only thing that could be done was to remove the eye.

I conclude that the plaintiff is entitled to recover In this action
from the United States for the loss of Timothy"s right eye.
DATED at Anchorage, Alaska, this 20th day of October, 1978."

ss: James M. Fitzgerald
United States District Judge



It is thus obvious 1if this bill were passed then statutory law

would be completely consistent with common law or court decision.

You will hear from the optometrists that they cannot get their

people in to see the ophthalmologist immediately. But, what they

do not tell you is that there 1is a city call schedule 1in both
Fairbanks and Anchorage with an opthalmologist available 24 hours

a day to see people and all that has to be done 1is to call the
emergency rooms to get the name of the ophthalmologist for that

week, and that patient can be seen the same day. They have not

told you that there are now new ophthalmologists that have started
practice in the state and that more often than not they can get their

people in with one of them the same day.

You will also hear from the optometrist that this bill will seriously

restrict them, that this is a restraint of trade, that this bill 1is
designed by the ophthalmologists to bring them more 1income. This
simply 1is not true. The criteria of referral written into this bill
are what xs called the LeMoine criteria. This is what 1is taught

in the schools of optometry as 1indications for referral to a competent
medical doctor. This is even in their textbooks: "The Optometric
Profession®1 by Hirsch and Wick. Why, then, are they opposed to this
type of legislation when it merely reiterates 1in law what is
considered by the textbooks of optometry as a standard of optometric

prac ticc?

The reason 1is economics, which 1is tied together very closely with a

national attempt to change the standards of optometric practice, as
well as public and governmental image. This 1is done by legislative
“drug bills™ and advertising. The essence of the court"s desision
in the Timothy Steele case was that optometrists, 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
cecision recognized that optometrists are not sufficiently trained

to make the same kinds of decisions that opthalmologist M.D."s can,
and should make, 1In situations similar to that presented 1in Timothy"s

case. See Tables I, la, Ib



ECONOMICS AND PRACTICE?

Table 37 shows the substantial number of public dollars which are

expended for eye care. A total of approximately $4,135 million
dollars were spent 1in 1975 for vision care services. The national
consumer spending for ophthalmic surgery 1is not listed. This would

make the total ophthalmologic dollar spent on eye care far greater
than the optometric dollar. If optometrists are allowed to expand
the scope of their practice through the use of diagnostic drugs,
the price of the basic eye examination would wundoubtedly rise.
Proposed national health care legilation can be expected to impact
heavily upon these figures. For example, if the Kennedy-Mills
National Health Insurance 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 optometrists to ensure their
fullest possible participation 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 them—
selves Into a better position to compete for this consumer dollar.
Even though optometrists 1in the State of Alaska suggest that this
is not an "economic .issue"” it is. The optometric opposition to
this bill is due to continued effort toward the national optometric

goal of attempting to become primary eye care providers.

This 1image change 1is being sold to the public by a sophisticated
national advertising campaign. This multi-million dollar campaign
is funded by the national optometric organization through dues and
special assessments. They are trying to sell themselves as "your
family doctor of optometry... the one to see and keep seeing".
Calling themselves family doctrrs in the opinion of the ophthalmol —
ogists is misleading since they are not medical doctors as are the
family practitioner or family doctor. These adds are occurring on

national T.V., radio and magazines; such as, The Ladies “ome Journal,

Better Homes and Gardens, etc. Adds that show stethoscopes hanging
around the neck of the optometrist 1is also misleading, as the general
public associates the medical doctor with the stethoscope. One

article in the Anchorage Times even referred to a group of optometrists

as physicians and the word opthalmologist was wused, (see supporting

documents)



Let us examine the basis for supporting the Lemoine criteria.

In an article "How the General Practitioner can Determine The
Need for Ophthalmologic Referral”™, it was shown that by history
(listening to the patient®s story), visual acuity and external
examination by hand-held flashlight, most of the initial clues

to eye disease are determined, 85% 1in fact.

Examination Elements That |Indicated Ophthalmologic
Disease 1in 716 Patients.

History 255 (35.6%)
VisualAcuity 198 (27.7%)

External Examination by Hand-

Held Flashlight 157 (21.9%)
Refraction 4 ( .6%)
Tonometry 69 ( 9.6%)
Slit Lamp 23 ( 3.2%)
Undilated Fundus 9 ( 1.3%)
Dilated Fundus 1 ( -1%)
716 100%

All of the Lemoine criteria of referral are symptoms of disease

and require no instrumentation except for two: looking at the
optic disk through an wundilated pupil and chicking the "K" readings
on a keratometer. No eye drops are needed, since the optic disc 1is
in the posterior pole of the eye and simply putting the small
aperature disk 1in place on the opthalmoscope even the smallest

pupil can be seen thro" gh. It is obvicus from this article that
detection of 99% of all eye disease is possible without dilation.
All of these examining techniques can be done by the optometrist

at this time 1in the State of Alaska.

In sum, to both the conscientious physician and the conscientious
optometrist the need for referral of a patient to an ophthalmologist
is usually obvious through the application of history, visual acuity,
and external examination by hand-held flashlight, and does not

require sophisticated 1instruments.



Most importantly, do not dilate the pupil. Routine tonometry
according to established standards and viewing the fundns oculi
through the undilated pupil are the additional needed methods.

The use of mydriatic drugs to dilate the pupil risks precipitating
acute narrow angle glaucota by ¢ 9:1 ratio over uncovering any

hidden disease process.

By now you have heard from the optometrists that there 1is another
law suit filed against an Anchorage optometrist. They also state
that if they could dilace the pupil to look 1in that the law suit
would not have been filed. Well, the optometrist dilated Timothy
Steele®"s pupil and still a law suit was Tfiled and was won by
TimothySteele. The falacy of this statement by theoptometrists
is clear in light of Judge Fitzgerald®s decision and the article

on what people need ophthalmologic referral.

If this bill werepassed, it would clear up once and for all
through statutory law that what 1is already clear through common
law and optometric textbooks. Judge James M. Fitzgerald clearly

states this 1in his decision:

"1 conclude that compecent optometric practice required that
Timothy"s parents be notified and that the child be referred.
The failure to inform and refer was not a "judgement call® but

a violation of the governing principles of professional standards.

Optometrists are trained to recognize symptoms of many diseases
which may be discovered by eye examination. They are not permit—
ted under recognized optometric standards to undertake a definite
diagnosis, but recognize this as the responsiblity of a medical
doctor. Obvdiously, it is foreseeable that failure to refer to a
qualified medical practitioner, when required to do so, will result
in delay of diagnosis and the institution of treatment; so it
proved to be in Timothy"s case. At the time the referral was
finally made to an ophthalmologist, it was too late. Time had run

out, and the only thing that could be done was to remove the eye.

I conclude that the plaintiff is entitled to recover in this action
from the United States for the loss of Timothy"s right eye.

DATED at Anchorage, Alaska, this 20th day of October, 1978."

ss: James M. Fitzgerald

United States District Judge



Thank you for your time and the opportunity to present the views endorsed

by the State Ophthalmologic Association.
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Virginia regiaterca optomctvicto uou certified by tide Hoard for dnu
aa jollovc:

utn:a. o

1. A I0IC.1 oj acventij-joi.r (70) different driujo preucrikablc for tin.
iye i.x.Vc Onex, cr.pioycc. by thceu '.rb Virginia ecriijici: optenetride cin, *

L.l Wiy CiilCIrC.t ,

2. (dry onehuua®cu ti.or.aa(100,000) iudiviaral patient:, luxe />:e,:
ii.coe upi.oi.uiin. to cm:: eunc.il®, one i/ <S 7/jectioi.a or vl.ller
coziyi::nrt.-..v..Lyc, earned cibri.c-zono, mu. bicpi.critic (fm.nuUiteu eye 1lido)

r oveotca Il., u,cue ccn.jicd in the compilation, iiiio do <l not

.. ,.I\.dc the

L.ec oj topcoat ae.ceiiici.iee u.xed roi.tiuelu by moot of tlioce optometrzoic

pcijormiup tonometry (glaucoma beet). 1 i. cxlituJdcd that eomc on..

g.".c.x"ter h.illco,. (1,250,000) patientn have bt cxXei..iovcreu a topical enact}:,

JoI- 1,0 iteutili \]Gced.”re.
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*e Jlie c."i.stancc tnoac patients, vlio ethervice vould have had to travel to
tjcogi“fiphioc.1 location:", other than those of the treating o"ptorectriais for
iz cctment by appropriate mediae./, specialties <co vhov; they formerly verc
rcfcrrcut var.ld have bee:, required to travel is nearly cue million eight hundred
thousand miles (1,800,000).

h. Fij ty-three (53) different p.c.thoiogior.l conditions have been diagnosed
and. created by these West Virginia certified optometrists.

Theve Jo3 iitvF 1 ~ . . Vp*ouit'\sjwuzC i.ho have beet, eerv't] ufxx - (ivex'y i.ox.uty
oj hi.. .iW-te aic >o0.5 jovi/iijxill®¢t. _"ell, provumi.e x™lcacii eye n.i.oth cnee
t)ct.nj vi'u to Ktio "Tc 0 Llest \rrgriuse.

It shox.ld be additionally noted that there has been no report to this Hoax"d
oj any unusual wuevcr.n: /.rug reaction topatients where drugs were administered.

Please be advised that this Hoard is quite avare of the full responsibility
placed upon it by the legislature in the enactment of this lav. This data vcs
compiled ri a continuing effort to support the true wuid.a’n hen been reposed In
°i. ||eeh Of ;i< ore encouraged to call wupon this Hoard fur tn.j eix"itioual
Vi»j OHmi.v vPii 12i(d IsC lid mifj ill e

Bim.cxcly 1iuurs»

John h. Ccsto, 0.D.
Cecre.rry-Treasurer
West Vii'ginia Hoard of Optometry
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