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March 21, 1983

HB219

ASSUMPTIONS

1. Each Local Citizen Advisory Board will meet the same number of times as
the full Board of Regents and its major working committees. During FY83
the Board of Regents scheduled eight meetings. It is assumed that this
number of meetings will vremain constant each year during the projection
period.

2. It is assumed each member of the Local Citizen Advisory Board will serve

without compensation other than reimbursement for reasonable and neces—
sary travel expenses in accordance with standard University policy and
regulations. Further, it 1is assumed each board member will be compen—
sated one day"s per diem per meeting. For cost projections meetings are
assumed to be convened in the respective cities of the

Chancellor®s
offices for the region for which the bo”~rd serves.

3. Coordination of meetings, travel and clerical support for each Local
Citizen Advisory Board 1is estimated to require a permanent half-time
administrative secretary. FY84 cost for five half-time administrative

secretaries 1is projected to be $67,900.

4. Support operating expenses for office space, utilities and other overhead
costs for each advisory board are assumed to be shared with the respec—
tive Chancellor®s office. These costs are estimated to be $3,000 per
board for FY84. Supplies necessary to Tfulfill the mission of the boards

arc projected at $1,000 for FY84 for each board.

5. Inflation for calculation of operating costs for FY85 through FY88

is
assumed to be 7 percent annually.



PROGRAM SUMMARY

The FY84 estimated cost for travel and per diem is based on the following
schedule of meeting locations and travel mix of Ilocal members (those not
requiring air travel) and non-local members requiring air travel (and their
hypothetical origins) to attend the advisory board meetings.
Non-local Attendance
Local Citizen Meeti ng Local Air Transportation
Advisory Board Location Attendance Point of Origin
UA/Fairbanks Fairbanks 5 members Nome
Anchorage (two
members)
Galena
UA/Anchorage Anchorage 9 members
UA/Juneau Juneau 7 members Sitka
1 Ketchikan
Anchorage CC Anchorage 9 members
Communi ty Anchorage Juneau
Colleges Ketchikan
Bethel
Nome
Fairbanks
Kotzebue
Palmar
Kenai
Val dez
Based on the transportation schedule listed above, estimated average travel
costs per board member for each meeting, per diem per board member and total
annual costs for each advisory board are provided below:
Total Per Diem and
Travel For 9 Members
Local Citizen Average Travel Per Di em Attending 8 Meetings
Advisory Board Per Member Per Member in FY84
UA/Fai rbanks -$780.00 $ 90.00 $-12,240
UA/Anchorage - 80.00- 5,760
"1A/Juneau 30.00 30.00 7,920
Anchorage CC - 80.00 5,760
Communi ty
Colleges 225.00 85.00 28-,-320
S 54,000
Total FY84 estimated cost of implementation of HB219 for the five Local
Citizen Advisory Boards:
Personal Services - $ 67,900
Travel and Per diem 54,000
Contractual Services 15,000
Commodities 5,000

Total

$ 141,900



AGENCY COMMENTS

1. The University of Alaska believes the creation of Local Citizen Advisory
Boards would add redundancy to the University®"s decision-making process
which would reduce the efficiency of governance of the wuniversity and
generate additional expense. Currently under university policy 02.04.01,
Community College Councils, which 1include between 9 and 15 members for
each of the community colleges, review and recommend approval or dis—
approval of new programs, annual proposed operating and capital budget
requests, annual community college plans, and statewide policies and reg—
ulations before their submission to the Board of Regents. Having Local
Citizen Advisory Board review Board of Regents®™ decisions which have
included the review and 1input of the Community College Councils would
create duplication and unnecessary waste.

2. In addition to the Cor-unity College Councils®™ input 1into the univer—
sity"s decision-making process, every meeting of the Board, its
committees, and subcommittees 1is open to the public for comments and
input. Members of the community are welcome to provide input to every

Board of Regents®™ decision and policy considered by the university.

3. Creation of the Local Citizen Advisory Boards could cause delays in the
implementatv. n of critical Board of Regents®™ decisions of up to siXx
months. The university 1is required to meet several deadlines by the
State for “ebe continuance of its operations, for example, submission of
the annual operating and capital budget requests. Adding the Advisory
Boards to the university®"s decision-making process could jeopardize
either meeting critical and/or mandatory deadlines or failure to fulfill
the requirements of the law regarding the advisory board process.

4. Additional “ridirect costs are associated with the additional time neces—
sary for the Board of Regents®™ consideration and response to Local
Citizen Advisory Boards®™ recommendation and/or the 1implementation of the
Board of Rgents original or modified decision. In addition to the
actual costs of responding to Advisory Boards®™ vrecommendations, signifi—
cant expense could be 1incurred through delay of construction of capital

projects. Depend” on timing, an entire construction season could be
missed resulting in an additional year®"s inflation being added to the
cost of a wuniversity construction project. It is tne University"s

position that the potential additional expense is unwarrant.vi.



.JOB DESCRIPTION

Local Citizen Advisory Bo”rd Date; March 21,1983
TITLE: Administrative Assistant 1
Range 74

JOB SUMMARY

Under the general supervision of the Chairperson,
assembles and distributes the LCAB agenda; attends
LCAB meetings for the purpose of taking,
transcribing, and distributing the minutes and
recommendations; makes arrangements for board
meetings and official functions and other
assignments as may be prescribed.

MAJOR DUTIES

1. Makes arrangements for LCAB meetings by
announcing meetings; preparing travel and
travel reimbursement requests as necessary;
collecting, compiling, typing and mailing
agenda.

2. Attends all LCAB meetings; takes, transcribes
and distributes minutes of all meetings to the
board and appropriate others.

3. Types, copies and distributes minutes and
recommendations to the University Board of
Regents and LCAB members.

4. Assists in collection, 1indexing and maintaining
files and official records of the LCAB, assumes
responsibility for the maintenance and security
of confidential documents.

5. Serves as telephone and \;alk-in receptionist at
LCAB office.

6. Maintains soft ledger of LCAL budget and
expenditures.

7. Makes travel and accommodations arrangements
for members of the board and others, schedules
meetings and conferences as needed.

8. Prepares correspondence.



KNOWLEDGE, SKILLS AND ABILITIES

Working knowledge of filing systems; office
procedures and standard office machines required;
familiarity with soft ledgers and general
admainistrative procedures desirable.

Skills 1in typing and transcription from mechanical
dictating equipment accurately and at a rapid rate
required; s Mg human relations and interpersonal
skills desi-

Ability to learn to format of agenda and minutes;

to maintain confidentiality, and to provide mature
and sensitive professional services to members of
the board, the University community and the public

EXPERIENCE . &
Experience demonstrating the knowledge, skills and

abilities required to fulfill the major job duties
as described above.
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Introduced: 2/21/83
Referred: Health, Education &
Social Services and Finance

BY LINDAUER, ABOOD, BARNES,
BUSSELL, CATO, COWDERY, DUNCAN,
FLOOD, FRITZ, FULLER, FURNACE,
GRUSSENDORF, HURLBERT, LISKA,
M._M.MILLER, PESTINGER, PHILLIPS,

IN THE HOUSE TISCHER, UEHLING, WARD AND HAYES

HOUSE BILL NO. 219
IN THE LEGISLATURE OF THE STATE OF ALASKA
THIRTEENTH LEGISLATURE - FIRST SESSION

A BILL

For an Act entitled: "An Act relating to Local Citizen Advisory Boards of

BE

the University of Alaska."

IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 14.40 is amended by adding new sections to read:

ARTICLE 5. LOCAL CITIZEN ADVISORY BOARDS.

Sec. 14,40.700. LOCAL CITIZEN ADVISORY BOARDS ESTABLISHED.

. OC-"r7mS™"

There are established Local Citizen Advisory Boards to consider- cerl-
N LOC*/ Ac. {iSifTeeS
tain-docisiona~fnthe Board-of-"Regent-s of the University of Alaska.
Sec. 14.40.710. APPOINTMENT Oy BOARD MEMBERS. The governor___
shall appoint the memoers of the Local Citizen Advisory Boarcts-,subject
to confirmation by a majority of all the members of the legislature in/
joipc sessioln. The names of those app{)inted shall be sent; tO/the
legislature within five davs after the opening of the session, fop
confirm/ation or rejection. If/ a person appointed is not"confirfneé"by
a majority vote of all the/members of the Iegis!ature\the appointment
ceases and the name of another person shall be submitted within /three

days after the rejection. IfT the legislature " adjourns without con—

firming the nom/'nee, or if an interim vacancy occurs, the ?overnor may

appoint a qualified person to fill thevacancy. However," the person

who has failed to be confirmedmay hot be appointed. / The term of

office pf the appointee expilges/ on the fifth day of'*t/he session oi the
/ «

--legislature following the appointment.

Sec. 14,40.720. TERM OF OFFICE. The term of office of a member

of a Local Citizen Advisory Board is foux years. A member may not

-1- HB 219
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serve more ths, two terms. The term of office begins on the first
Monday in February of the year in which the appointment is made. Each
member serves until a successor is appointed and qualifies.

Sec. 14.40.730. BOARD OF REGENTS TO ESTABLISH SERVICE AREAS.
The Board of Regents shall divide thecﬁa@te into the following
separate geographic universgﬁgd- service areas: the University of
Alaska at Anchorage, the University of Alaska at Fairbanks, and the
University of Alaska at Juneau, and-two-geographic- community- college
service-areasi— the Anchorage Community-CoTleg"e, and all®other-"commu-
nity- lieges. Each geographic service area shall be served by a
Locdl Citizen Advisory Board and each Local Citizen Advisory Board
shall have nine members.

Sec. 14.40.740. DUTIES OF LOCAL CITIZEN ADVISORY BOARDS. (a) Ar-

ReaCnt? jpLvCdl fafda >n 7y
I"ecisiortJof the boa>d-pertaining to “budget transfers and requests,
building construction, academic programs, and student activities, and
the sharing of facilities and services between geographic service
areas and institutions shall be tubmt-fe-ted to the Local Citizen Adviso-
ry Boards affected by the decision for consideration.
>)/,./,; Lit

(b) Within 30 days after a decision of the board" is submitted to
a Local Citizen Advisory Board for consideration, the Local Citizen
Advisory Board shall notify the board if it wishes to make a recommen-
dation concerning that decision.

Spr\Tf

(¢c) If a Local Citizen Advisory Board notifies the-board within
30 days that it wishes to make a recommendation concerning a decision
of the board, the board may not implement that derision until the
Local Citizen Advisory Board makes its recommendations, or until 60
days after the notifica}ion, whichever is first.

(d) If the board reject”™ the recommendation of a Local Citizen

Advisory Board it must file a written report specifying the reasons

HB 219 _2-

irhr_ce~
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for rejection with the governor and both houses of the legislature 60
days prior to implementing the decision affected by the recommenda-

tion.
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4/11/83

BY LTF*AUER, ABOOD, EARNES,
EUSSEc-.. CATO, COWDERY, DUNCAN,
FLOOD, FRITZ, FULLER, FURNACE,
GRUSSENDORF, HURLEERT, LISKA,
ri.M.MILLER, PESTINGER, PHILLIPS,

IN THE HOUSE TISCHER, UEHLING, WARD AND HAYES

SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 219
IN THE LEGISLATURE OF THE STATE OF ALASKA
THIRTEENTH LEGISLATURE - FIRST SESSION

A BILL

For an Act entitled: "An Act relating to Local Citizen Advisory Boards of

the University of Alaska."

IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 14.40 1is amended by adding new sections to read:

ARTICLE 5. LOCAL CITIZEN ADVISORY BOARDS.

Sec. 14.40.700. LOCALCITIZEN ADVISORY BOARDS ESTABLISHED.
There 1is established a Local Citizen Advisory Board for each postsec—
ondary education service area established under AS 14.40.730. A Local
Citizen Advisory Board shall make recommendations to the Board of
Regents concerning activities of the University of Alaska that affect
the service ar=a the advisory board serves.

Sec. 14.40.710. APPOINTMENT OF BOARD MEMBERS. The governor
shall appoint nine members to each Local Citizen Advisory Board. A
member shall reside within the area that 1is served by the Local.
Citizen Advisory Board to which that member 1is appointed. The names
of those appointed shall be sent to the legislature within five days
after the opening of the legislative session following appointment.

Sec. 14.40.720. TERM OF OFFICE. The term of office of a member
of a Local Citizen Advisory Board 1is four years. A member may not
serve mote than two terms. The term of office begins on the first
Monday 1in February of the year in which the appointment 1is made. Each
member serves until a successor is appointed.

Sec. 24.40.730. BOARD OF REGENTS TO ESTABLISH POSTSECONDARY

EDUCATION SERVICE AREAS. The Board of Regents shall establish the

-1- SSHB 219



following postsecondary education service areas: the University of
Alaska at Anchorage, the University of Alaska at Fairbanks, the
University of Alaska at Juneau, and a service area for each community
college.

Sec. 14.40.740, DUTIES OF LOCAL CITIZEN ADVISORY BOARDS. (a) A
decision of the Board of Regents pertaining to a poscsecondary eiuca-
tion service area concerning budget transfers and requests, building
construction, academic programs, student activities, and the sharing
of facilities and services between postsecondary education service
areas shall be made available to each Local Citizen Advisory Board
affected by the decisior for consideration.

(b) Within 30 days after a decision of the Board of Regents 1is
available to a Local Citizen Advisory Board for consideration, the
Local Citizen Advisory Board shall notify the Board of Regents if it
wishes to make a recommendation concerning that decision.

(©) IfT a Local Citizen Advisory Board notifies the Board of
Regents within 30 days that it wishes to make a recommendation con—
cerning a decision, the Board of Regents may not implement that deci—
sion until the Local Citizen Advisory Board makes 1its recommendations,
or until 60 days after the notification, whichever 1is first.

(d) If the Board of Regents rejects the recommendation of a
Local Citizen Advisory Board, the Board of Regents must file a written
e"eport specifying the reasons for rejection with the governor and both
houses of the legislature 60 days prior to implementing the decision
affected by the recommendation.

* Sec. 2. AS 14.40.700 - 14.40.740 enacted by sec. 1 of this Act are

repealed July 1, 1986.

SSF.E 219
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SlaS&a gbtate HegtelaUire

Representative John Lindauer " fmtau
District 10-A Pouch VvV

3933 Geneva Place J Juneau, AK 9981)
Anchorage, AK 99508 ! 465-3709

JlouSc of fteprcsentattoes

March 21, 1983

TO: House Health, Education, and Social Services Committee
FROM: Representative John Lindauer
RE: Proposed Amendment to House Bill //219

I request that the House Health, Education, and Social Services
Committee make the following amendment to House Bill //219 when
it considers House Bill #219:

1. Delete beginning on page 1, line 15: , . .subj.ct to
confirmation by a majority of all the members of the legislature
in joint session.

2. Delete bef,imn-I>-.~ on page 1, line 18: . . .por confirmation
or rejection. If a person appointed is not confirmed by a
majority vote of all the members of the legislature, the
appointment ceases and the name of another person shall be
submitted within three days after rejection. If the legislature
adjourns without confirming a nominee, or if an interim vacancy
occurs, the governor may appoint a qualified person to fill the
vacancy. However, the person who has fa.-ed to be confirmed may
not be appointed. The term of office of the appointee expires on
the fifth day of the session of the legislature following the ap—
pointment.

3. Delete on page 2, line 3: and qualifies.






UPDATING THE ALASKA OPTOMETRY LAW

Alaska Board of Examiners
in Optometry

Alaska Optometric Association
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Public benefits of the legislation

Criticism of the legislation by ophthalmologists, and answers to
the criticism

Appendix: Pull curricula of optometry and medical schools compared
in Exhibit B



Explanatory Notes to the Bill

Section 1

Addition of the phrase, "or other procedures taught by
schools and colleges of optometry”™, in the definitions is designed
for maximum flexibility, so the statute will not have to be revised
in the future as optometric education changes.

Deletion of the phrase, "other than by the use of drugs",
is the core element of this proposal. The private sector of
optometry is the only sector that cannot une drugs, due to this
provision.

Section 2

In approving undergraduate and post graduate programs in
theoretical and applied pharmacology, the board has access" to
uniform guidelines (Exhibit A).

Optometry and medical school training programs 1in the eye
and eye medicine are compared 1in Exhibit B. This is to show that
relatively little emphasis is placed upon the eye in medical schools
despite the fact that generalists in medicine can and do use
eye medications.

Section 3

This revises the pharmaceutical section of the Alaska
Statutes to allow pharmacists to sell drugs to optometrists.



EXHIBIT A
Guidelines for Pharmacology Training

in Optometry

Major Points

1. Uniform standards exist for training programs in the schools and
colleges of optometry



SPECIAL ISSUE OF ASCOPE

Vol. 2 Number 9 June 6, 1975

Pharmacology Curriculum
Guidelines for Continuing
Education Courses

Prepared by the Council on Academic Affairs of
the Association of School.*: and Colleges of
Optometry, Richard Hazlctt, 0.D., Chairman

These guidelines have.been prepared for distribution
throughout the optoraetric profession and education
system.

Before Clnal"adoption of these, guidelines, consideration
was- given to comments received from a wide professional
audience.

*1, .M

skw oLy U

*March 13 1975

1730 M Sireol, N.W.. Suilv 411, WiiMiiujiiuii, 0.C, 2G03G, (202) 833*3373
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Guidelines for Pharmacology Continuing Education

Purpose: To establish guidelines for continuing education courses
pharmacology for practicing optometrists.

Course objectives: to increase the optometrist®s knowledge of:

A.  the systemic effects of systemic medications from a
mechanistic, diagnostic and therapeutic standpoint,

B.  the- ocular effects of systemic medications from a mechanistic,
diagnostic and therapeutic standpoint,

C. the ocular effects of ocular drugs from a mechanistic,
diagnostic and therapeutic standpoint,

D. the systemic effects of ocular drugs from a mechanistic,
diagnostic and therapeutic standpoint, and

E. diagnostic ocular pharmaceutical agents (DPA) -—— theory and
yractice.

Guidelines for t— course content.

A. General Pharmacology
1. Principles of Drug Actions

a. Dosage forms
b. Routes of administration
c. Pharmacodynamics

\'AN >

(2) distribution
(3) fate (metabolism)
d. Mechanisms of action
(1) agonists and antagonists
, (2) receptors and acceptors

>(3) synergism, additivity and competitive antagonism :

2. Host Factors and Placebos
3. Drug Categories (to include adverse ocular and systemic

effects)

a. Neuropharmncologic agents ~ .
(1) anesthetics o * ee .. __.
(2) -CMS depressants (general) .

(3) effects, of drugs on synaptic transmission

(A) major and minor tranquilizers

(5) antidcpressnnts

(6) CNS stimulants (general)

(7) analgesics (selective CNS drugs)
b. Cardiovascular agents

(1) homopoietics

(2) antihypertensives

(3) anticoagulants

(A) cardiac glycosides

(5) antinrrhythmics

(6) vasolidators

in



C. Renal agents
d. Gastro-intcst.inol agents (cs.pccially nntichol.incvgics)
e. Endocrine drugs (including steroids and the birth
control pills)
f. Antiallergic agents
g- Antibiotic-chcniothcrnpcutic agents
h. Antifungal agents
i. Disinfectants .
Jj-- Vitamins - *
k. Antiviral agents . -
1. Cancer chcinotherapeutics
m. over-the-counter (0TC) agents
* 4. Drug abuse
5. .Drug contraindication* during pregnancy
B. Ocular Pharmacology
. 1. Principles, of Drug Actions
a. Dosage forms .
b. Routes of administration
C. Pliarmacodynamics .7

(1) absorbtion
(2) distribution
(3) fate (metabolism)
2. Drug Cateogries, to include adverse ocular and systemic

effects, and .
a. Ncuropharmacoligic agents (autonomies)
(l) review .of nervous systems . °
(2) autonomic drugs z,
7((a)) sympathomimctics e o*
1l , ((b)) parasympathomimctirs
e (.(c)) sympntholytics
\\\ ((d)) parasympatholvtics

(3) ocular ancsthatics
b Agents affecting trans-membrane fluid transport
c. Antibacterial agents . e .
d.. Antinflammatory agents
% e (%? ant j.hi *tnm5 nos
() steroids. .: . -
(3) sympathomimctics . -
(4) parnsympatholytics " ;
C. Antiviral agents
f." Antifungal agents

3. Differential Diagnosis of Ocular Neuromuscular Disorders

4. Review of Ocular Side Effects of Systemic Drugs

5.- Review of Systemic Side Effects of Ocular Drugs

6. Reviewof Ocular Side Effects of Ocular Drugs

7. Ocule** Urgencies and Emergencies., including glauce-a
management.

8. Drug Contraindications- During Pregnancy
. Medical Urgencies and Emergencies
10 - Malpractice and Jurisprudence

Teaching/Learning Activities



patient history > - *
a. Medical history

b. Patient > current drug wmmregimen, and the effects of thcs
drugs on ocular structuic and function
Sterile” technique--proper instillation of "drops™
Refractive, examination and fundus examination
a. pre-medication procedures =
(1) advice to paticntr* (effects of DPAs)
. (2) tonometry oo
(3) angle evaluation
b. Application of mydriatic/cycloplcgie and related *
examination procedures
c. Post-medication procedures
(5i corneal examination
(£) tonometry -
(3) advice to patient (i.eu, return of pupil to
normal, etc.)
d. Diagnostic techniques and instrumention
.(1) tonometry, including Goldmnnn applanation
(£) angle evaluation with the bicmicroscopc, including
gonios.copy
(3) "stain analysis
(4) monocular and binocular fundus examination,
including indirect ophthalmoscopic and
hinmicrosropic procedures
Clinical competency
A.comprehensive examination procedure will be
established "to evaluate each student as to his skill and
competency in the use of DPAs and relevant instrumentation,
.and ;
i . B.the-effect of systemic medication on “cjtular structure
C.the effect of ocular instillations on systemic
sturcutc and function. ..



EXHIBIT B

Comparison of optometry and medical school training in
ocular anatomy,, physiology, pathology, general and ocular pharmacology

Major Points

1. Optometric training far exceeds medical school training in the eye
and eye medicine.

2. Medical school graduates can prescribe over 2000 drugs, including all
eye drugs, under the principle of unlimited licensure.

3. Doctors of optometry use some of the eye drugs, approximately 15-20
in number.



Southern College of Optometry University of Minnesota Medical School

Quarter Quarter
Course Credits Course Credits
Required Courses Required Courses
BIOMED 110-130 Human Anatomy & Phcl 5110-5111 Pharmacology 8
Physiology (special emphasis
on eye, related structures) 18 InMd 5229 Eye 2
BIOMED 133 Vegetative Physiology:
Ocular Biochemistry Elective Courses
- - not
BIOMED 213 Principles of 8101 Clinical Ophthalmology spec ifie

Pharmacology & Therapeutics

8102 External Diseases
BIOMED 220 Principles of Medicine

Il1: Clinical Pathology and 8103 Medical Ophthalmology
Pharmacology
8104 Radiology or the Eye, Orbit
BIOMED 221 Physiological and Head
Optics Il: Monocular Sensory

and Motility 4 8105 Motility

BIOMED 224 Ophthalmic Pathology I ¢  °t07 Ocular Anatomy

. .. 8122 Physiologic Opti
BIOMED 230 Principles of Medicine ystologrc Optics
I11: Clinical Pathology and

Pharmacology 8141 Ocular Pathology Conference

BIOMED 231 Physiological Optics 8142 Ophthalmic Fathology Laboratory

I11: Monocular Sensory &

Binocular Vision 8143 Pathology of the Eye

BIOMED 234 Ophthalmic Fathology 11 6  °tob Basic and Applied Ophthalmology

BIOMED 310 Principles of Medicine 8152 Ophthalmology Laboratory

IV: Pediatrics and Pediatric

Optometry 8154 Seminar -r, Ophthalmology

BIOMED 313 Advanced Principles of 8155 Special Topics in Ophthalmology

Pharmacology and Therapeutics

BIOMED 320 Principles of Medicine
V: Gerontology & Geriatrics

BIOMED 323 Pharmacology: Ocular
and Systemic Pharmacology

BIOMED 330 Principles of Medicine
VIl: Dermatology

BIOMED 333 Pharmacology: Clinical
Pharmacology

CLINIC 310-431 General ,:.d
Special Clinics 43



EXHIBIT C
States Authorizing Drug Utilization

in the Practice of Optometry

Major Points \

A majority of states have passed drug legislation, despite
political opposition by ophthalmologists.
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HTr 1iT/_ATION OF PHARMACEUTICAL AGENTS BY OPTOMETRISTS

NAME DATE OF ENACTMENT
HIi"1il* Island July 16, 1971
Pennsylvania March I, 1977
Torino8see May , 1975
Oregon May 20, 1975
Maine June 24, 1975
Louisiana July 6, 1975
Delaware July 10, 1975 .
wWest Virginia March 4, 1976
California July 9, 1976
Wyoming February 17, 1977
New Mexico March 4, 1977
Montana April 127, 1977(at 10:10 a.m.)
Kansas April 12, 1977(at 2:00p.m.)
*Norfh Carolina June 3, 1977
Kentucky March 29, 1978
Wisconsin April 29, 1978
Nebraska February 13, 1979
South Dakota March 15, 1979
Utah March 21, 1979
North Dakota March 22, 1979
Arkansas April 2, 1979
Nevada May 25, 1979
lowa June 8, 1979
Georgia February 14,1980
4 Ar=1l \n8o

#both diagnostic and therapeutic

[In addition, there are eight (8) other states that do not
statutorily prohibit the use of DPAs by optometrists; several
of these states have attorney general opinions (+favorable)
(-unfavorable) on this point: Alabama (AG-), Florida (AG+),
Idaho (State Board Statement +), Indiana (AG+), Michigan (AG-),
Minnesota, New Jersey (AG+), Virginia (AG-).]

For your information we are including an updated map showing
geographically the utilization of pharmaceutical agent®" by
optometrists. .



Public Benefits of the Legislation

1. A ailability of Services

Ophthalmologists are located in only 5 Alaskan cities: Anchorage,
Fairbanks, Juneau, Ketchikan and Soldotna. Optometrists are located
at the following cities not served by ophthalmologists: Sitka, Kodiak,
Bethel, North Pole, Wa”~illa, Palmer, Kenai. In most of these cities,
a patient with minor eye disease has no practical recourse but to see
a general physician, who does not have the optometrist"s degree of
training in differential diagnosis or the instruments with which to
accomplish the diagnosis. Since optometrists make trips to many
rural and bush areas, they can provide basic eye health services to
villages now principally served by health aides, with 6 to 24 weeks
of training and having only radio contact for doctor consultation.

2. Quality of Services

Besides their obvious value to the health aide system, optometrists
can serve as a valuable resource to physicians in cities not served by
an ophthalmologist. This occurs with the optometrist employed by the
nativa health corporation in Bethel (not bound by the drug restrictions
of the Alaska optometry law). General physicians, to their credit, tend
to refer patients to the most qualified practitioner in their area. It
is not surprising therefore, that MDs in Kodiak have endorsed previous
drug usage bills in optometry.

3. Cost of Services

Just as a general practitioner charges a lower fee (typically half)
than does a specialist for doing similar work (obstetrics, pediatrics,
etc.), so an optometrist (a generalist and primary care provider with
respect to the eye) can be expected to charge less for treating minor
eye diseases than does the ophthalmologist (the specialist).



Criticism of the Legislation by Ophthalmologists,

and Answers to the Criticism

1. The legislation is not necessary. The present system of
ophthalmologists, general practitioners and health aides handles
the eye c”re needs of Alaskans quite well.

Doctors of optometry are an underutilized resource. They
can deliver services of higher quality, at greater availability and
lower cost than can the existing system alone.” This is detailed in
the section entitled, Public Benefits of the Legislation.

2. Optometrists claim competancy, but their training programs are
inadequate, particularly as to qualifications of faculty, and clinical
experiences available to their students.

Optometry schools receive state and federal funds, and are
accredited by both regional and professional accrediting organizations.
It is not in the interest of schools or the profession at large to
allow inadequate programs to exist in this sensitive area, for the
sake of saving money. All optometric faculties include MDs, and
PhDs 1in such specialized fields as physiology, pharmacology, bio—
chemistry and microbiology. Many are present or past members of
medical school faculties. With drugs, as in other areas of the
professional curriculum, optometrists are trained well beyond
the level at which they must function in day to day practice. While
it is impossible to have too much clinical experience, optometry
students enjoy more than adequate exposure to the common eye diseases
they must deal with. In their two years of clinic experience, they
see much more eye pathology than general medical stu >nts, but less
than residents (trainees) in ophthalmology. Many rare eye diseases
will not be seen in a three"year residency in ophthalmology.

3. Optometrists can detect abnormalities but cannot diagnose. Treatment
requires, first of all, an accurate diagnosis.

Optometrists can diagnose some eye diseases; definitive
diagnosis of others requires specialized examination by the ophthal —
mologist. At still other times, consultation with the specialist
will allow a diagnosis to be made. The same is true for a general
physician or for a specialist whose case lies partly in the province
of another specialist. No practitioner is going to be foolish enough
to treat a case if he isn"t sure what it is, if more competant
authority is reasonably available.



Criticism and Answers (cont.j

4. Optometrists study the eye but they are not trained in broad
medical principles. The general physician knows the entire body
and can generalize certain principles to the eye even though he
may not have as many hours of study specifically in the eye as
the optometrist.

Optometrists study general anatomy, physiology, pathology
and pharmacology precisely because certain general principles need
to be understood before considering a particular organ system like
the eye. The educational model is similar to dentistry. In both
professions, the body as a whole is studied in less detail than is
done by medicil students, because neither are treating kidney disease
or setting broken legs. Yet the necessary general principles are
learned. Both dentists and optometrists are medically trained,
in ways that are appropriate to their respective fields of work.

5. Given drugs for diagnosis and some treatment, ODs would go in
over their heads, attempt to be ophthalmologists.

This 1is not the case in other fields and there is no
evidence that it has happened or will happen in optometry.
Malpractice insurance rates are no higher in drug states than
in non-drug states. Besides a basic conservatism common to all
professionals, optometrists are constrained by the knowledge that
their malpractice insurance coverage does not extend to activities
that are outside their recognized scope of practice.

6. Defining procedures "as taught by schools and colleges of
optometry" is too general, could allow the optometry board to
do almost anything.

"As taught"™ is purposely general, to allow the board to
react to continuing changes in the education of the profession.
It is the responsibility-of the board, as an agency of the State
of Alaska, to know the areas in which optometrists are trained
and educated, to examine them for competance and license or fail
to license them accordingly.x Meat board members are also practitioners.
It is not in their interest to license fellow practitioners to do
procedures that could bring discredit to the profession or raise
malpractice insurance rates. This is also true of other health care
regulatory boards.

7. Drug usage by optometrists constitutes competition in the
historical province of ophthalmology.

Ophthalmologists, nationally and in Alaska, tend to concentrate
in urban areas, where they spend a majority of their time practicing
optometry. In the last 15 year3 they have entered the field of contact
lenses, an area pioneered by optometry. Much earlier, their prede—
cessors (oculists), entered the optometrists® field of refraction after
abandoning the belief, common among Victorian era physicians, that
glasses weakened the eyes. Competition both ways is appropriate. |Ir
is not in the public interest to exclude a qualified bidder from the

marketplace.



APPENDIX

Full curricula of opSé&metry and medical schools

compared in Exhibit B
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40 OPTOMETRY PROGRAM

FOURTH PROFESSIONAL YEAR (CONTINUED) HOURS
R AR e Optometry Seminar - Qurent Probl el
1 430 inar: enms
il GHRS.LEC.) 3
Optometry 431 AinicalCase Aalysis il
@HS.LEC) 2
Bioredical 432 Visian Science Seminar: QunrentPrablens
@HS.LEC.) 2
dliric 430 Gereral AinicPracticeMl
AHR. LEC., 16 HRS. LAB) - 5*
Oiric 431 seSecialty dinics (Two recuired, each far
IQtr. Hr. ofaediit) (BHRS. LAB) 2
TOTAL 14

*Qredit willl be reduced by 1 quarter hour after 1979-80.

**A minimum of two quarter hours of aedit each must be completed nContactLenses
and nOrthgptics & Vision Trainirg, duriing the fourth year, asvell as a minimum of
ore garter hour of aadit in Pattology. Addirtical dinic rotatias may be selected
from Geriatrics, Low Vision, Dematolagy, Neurollagy, Rediatrics, Neurgdhysiolagy, or
any other approved dincal area.

..... el
BIOMEDICAL SCIENCES "IT

COURSE DESCRIPTIONS

Courses numbered nthe 100 series are for first professianal year stuoants.
200 for second professional year students, 300 for third professioal year
stuckents, and 400 for fourth professianal year studants. The letter E folloving Z
couiise number irdicates that the course s offered Tar college addit through
the Cotinuing Education Program. The four-year program provides more thar
4000 clok haurs of instruction ingptomelric science and dinical optometry ar.r
caries a minimum of 232 quarter hours of aalit.

The auriaulun B ogenized for adhinistrative purposes Into tree-
departments: Biaredical .Sciences, Optometry and Cinic. The Biomedical
Sciences Department s inter—disciplirary, offering sequences. in anatomy and
physiolagyy, demistry, physics, physiolagical gptics and psydology. The Op-
tometry Department offers divarsified irstruction in dll phases of gotometric
theoly and practice. The Clinic Department offers extensive eqperience nout-
patiat visin care.

BIOMEDICAL SCIENCES DEPARTMENT

110 HUMAN ANATOMY & PHYSIOLOGY Ek

STRUCTURE & FUNCTION

(6 quarter hours)

Five hours of lecture and one two-hour laboratory per week. A course
oovering besic @l biolagy, gereral human enbryology, oaular embryology
and histolayy, with detailled emphasis on the tisse stncture of the eye
and oaullar adnexa. The gross anatomy ofthe human body s studied, par-
talaly tre ddl, ciralatory system of the abit, abital contents, and
oaular adnexa. The course also includes gereral physiology of the organ

systams.

111 VISUAL OPTICS EPHYSICAL AND GEOMETRICAL OPTICS (G qarter
hours) -
Three hours of lecture and one two-hour latoratory. A detailed study of the
variatias n ligt rays between differant gotical media.  Incluckes the theory
of rectilireasr progegation, reflection and refrection at plare, gtericl, ad
ofdirdnical surfacss, and thin laess.

120 HUMAN ANATOMY AND PHYSIOLOGY H:STR JCTURL AND FUNCTION (6
quarter hours)
Five hours of lecture and one two-hour abo atory per week. Containuation
of 110.

121 VISUAL OPTICS ik PHYSICAL AND GEOMETRICAL OPTICS (4 qarter
hours)
Three hours of lecture and one two-hour ldooratory. A continuation of Bio
111. Includes the Gaussian systam, the schematic eye and is
goliataas, Selected gotical instrurents, common aberratias, and the
effect of goertures. Prerequisite: Bio. 111.
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122 VISUAL PERCEPTION: PSYCHOPHY3IOLOGICAL OPTICS (G querter
hours) .
eriwrsofla:meard one two-hour laboratory per week. An introduc-
m t Vision Science, which involves the bdavior—scientific approach
understanding visian and visLal peragption. Seecial emphasis isplaced on
monocullar visal function-and on the theories and data relevart o viaal
perceptions.

130.HUMAN ANATOMY AND PHYSIOLOGY M STRUCTURE AND FUNCTION
(6 quarter hours) =
Five hours of lecture and one two-hour laboratory per week. Continuattion
of 120.

131 VISUAL OPTICS HE PHYSICAL AND GEOMETRICAL OPTICS (4 quarter

hours)
Thrree hours of lecture and one two-hour laboratory perweek! Physical Op-
tics camprises those phenomena bearing ai the nature of Iigt, including
processes which inohe the interaction of ligtwith metter. Some topics
consiidered are nature and propegation of Iidt, photometry, digpersion, in-
terference, diffraction, polarizatian, and goectra.

133 VEGETATIVE PHYSIOLOGY: OCULAR BIOCHEMISTRY (3 quarter hours)
Three hours of lecture per week.

Anallysis of the intraccullar fluids, aqueous chemistry and fllow; secretory
mechanism, intraocular pressure; vitreous structure and protein; lens and
itsfuction related to itsocoposition. Lens proteins, metabol ism catarect.
The comea and sClera; metabolism, rutriitiocn and growth prooesses; retirdl
metabolism, glyohsis.

210 PRINCIPLES OF MEDICINE EGENERAL FATHOLOGY (4 quarter hours)
Three hours of lecture and one two-hour laboratory per week. An introdlc-

" i © reection of the body as a whole 1t diseese. Injuries ircludig
geretic, metabolic, infectios, inmunologic degererative, hemorrheologic
and negpllastic processes are reviened.

211 PHYSIOLOGICAL OPTICS 1 (@ qarter hours)

Three hours of lecture and one two-hour laboratory per week. A study of
the eye as an gotical system including the digotric arid physiological com-
ponents, and the functioning of the visal system.

212 NEUROANATOMY AND NEUROPHYSIOLOGY I (¢ qarter haurs)

Three hours of lecture and one two-hour laboratory per week. Em-
bryolagical development, structure, and function of the nenvous system
are studied. Functiomal components of the nervous system with gaecial
reference to modificatios are studied.

213 PRINCIPLES OF PHARMACOLOGY AND THERAPEUTICS (2 quarter hours)
Tw/0 hours of lecture per week. The course covers besic principles of phar—
macology, including drug asorption, distributian, metabolism, and excre-
tion. The autonamic nenvous system will be covered and an introduction ©©
drug dosage forms and drug dosage reginens.

220 PRINCIPLES OF MEDICINE I CLINICAL PATHOLOGY AND PHAR-
MACOLOGY (@ quarter hours)

Three hours of lecture and one two-hour laboratory per week. The study of
the etiolay, pathophysiology, treatment and ocular conplications of

BIOMEDICAL SCIENCES

systemic diseases, An organ system modullar approach will be adop
v 221 PHYSIOLOGICAL OPTICS Nl (4 qarter hours)
Three hours of lecture and one two-hour laboratory per week. A stud
monocullar sensory aspects of vision and the physiology of ocullar noti
224 OPHTHALMIC PATHOLOGY 1(6 quarter hours)
Five hours of lecture and one two-hour laboratory per week. A thoro
consiiceration of diseases of the eye, Itsadnexa, and the vigal pathv
and of pattolagically induced changes in the visal fidlds. Techniques.
instrurentation for detection, measurement, and diagosis of eye
orders are studied intesiely.
230 PRINCIPLES OF MEDICINE NI CLINICAL PATHOLOGY AND PH;
MACOLOGY (4 quarter haurs)
Three hours of lecture and one two-hour laboratoryper week. A antin
tion of Bio. 220.
231 PHYSIOLOGICAL OPTICS HEMONOCULAR SENSORY AND BINOCUL
VISION G quarter haurs)
Two hours of lecture and one two-hour laboratory perweek. A continuat
of monocullar sensory aspects of visian, collor vision and binooular visit
234 OPHTHALMIC PATHOLOGY It (6 quarter hours)
Five hours of lecture and one two-hour laboratory per week. Cottinual!
of Bio. 224.
235 APPLIED PSYCHOLOGY: PATIENT BEHAVIOR (1 quarter hour)
One hour of lecture per week. The psychology of patient herdling, wi
respect to refractive error and numerous oaular and visal anamalie
Patient management with respect t© age (infaxy to the eldly)
cureseling, garerally. Seecial attention isgiven t how the doctor eplaii
and infoms the patiet of dinical entities, partiadlarly "refaral tye
cases. Emphasis will be given to the commonest conditions met with
prectice, icluding catarect, glaucoma, retirel sgparation, nultip
Llartsis, strabisus, and refractive enar.
310 PRINCIPLES OF MEDICINE M- PEDIATRICS AND PEDIATRIC OPTOMETR
@G quarter hours)
Three hours of lecture perweek. The course will be concermed with growt
and development of the young; chilldhood diseases; hereditary and gereti
disorters of the eye and adnexa i padiatric ophthalmic medicine
enotional components In pediatrics; disease processes and thergpeutic
of the eye and adenxa. "The ophthalmic examination of infaits at
children; gphthalmiic gotics and dispernsing for refractive enrors and te
conrection of refractive enars, the conrection of low visian problems
childen.
312 NEUROANATOMY & NEUROPHYSIOLOGY Il (4 quarter hours)
Thrree hours of lecture and one two-hour laboratory perweek. A laboratory
course dealing wirth the electrical properties of the body and the means of
measuring and interpretirg electrical activity of the nervm= *vstem and
the muscullar system: BEEG, EMG, ERG, EOG.
313 ADVANCED PRINCIPLES OF PHARMACOLOGY & THERAPEUTICS (2
quarter hours)
Two hours of lecture per week. The course covers prirciples of gar-
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macology, including drug aosorptiion, distributian, metabolism, and excre-
0. The autonamic nervous system willl be covered and an introduction o
drug dosage forms and drug dosage reginens.

320 PRINCIPLES OF MEDICINE V- GERONTOLOGY & GERIATRICS (3 quarter

hours)
Three hours of lecture per week. The processes of aging; diseases of tre
eldarly. Disease processes and thergpeutics of the aging eye and adnexa.
Ophthalmic gotics and correction of refractive enors i the geriiatric
patients, gohekia, correction of low vision problems in the eldarly.

321 PRINCIPLES OF MEDICINE M: NEUROLOGY (2 quarter hours)

Two hours of lecture per week. Introdlction t© neurology, ircludig the
peripheral nenvous system, diseases of the spiral cord and brain; dinical
examination of the nernvous systam; seecial senses; neurolagical symp-
tons; discases of the aanial renes; common psychiatric disatars,
neurcsis, psydosis, aladolian, axiety, etc.

323 PHARMACOLOGY: OCULAR & SYSTEMIC PHARMACOLOGY (4 quarter

hours) *
Three hours of lecture and one two-hour laboratory per week. A course
ocovering besic concepts of aurent caular pathological prablems. Included
are aosideration of laal and systemic treatment of coular pattolagies,
use of diagostic agatts, and oaullar side effects of non-ocaullar dnugs.

330 PRINCIPLES OF MEDICINE MI: DERMATOLOGY (2 gqarter haurs)

Two hours of lecture per week. Appreciation of skin disorders with
emphasis on ocular or adnexa inplicatias. Topicswill include collagen dis-
eases, pre-cataract kin dhanges, Exiasis, fadal tuors, tumors of
eelid, eelashes, eyebrons, eczemas; Sdborrheic, atrgpje and allagicder-
natitis; Steven-Johnson and dry eye syndrome; Xeroderma, Lipoid Storage
Diseases, Xarthalasma; Seborrheic edoliation. Viral diseases of skinwith
oaular menifestation, including Veacinia, Herpes Sinplex, Herpes Zoster,
Chickerpox, measles, Verrucae; Bullous Dermatoses, disturbences of
pigrertation, rutriiaal disturbances and drug reectias.

333 PHARMACOLOGY : CLINICAL PHARMACOLOGY (4 quarter hours)
Three hours of lecture and one two-hour laboratory perweek. An advanced
course designed o integrate the student™s knowledge of pathology and
phamacology. Soecial emphasis willl be placed on furtrer developing
differatial diagostic dalks, the sdlk necessary t manage and/or
monitor patiets who menifest diagnosed ooular coditios and/or
systemic aoditias with oaular and visal aoplicatios, and in addition,
o develop further screening tecmigues far detecting high incidence
gereral health problens.

432 VISION SCIENCE SEMINAR: CURRENT PROBLEMS (2 quarter haurs)
Two hours of lecture per week. Various topics concermiing aspects of visian
sier.e are discussed in terms of aurant problers.

OPTOMETRY 45

OPTOMETRY DEPARTMENT

110 BASIC OPTOMETRY (4 quarter hours)
Three hours of lecture and one two-hour laboratory per week. Introdlction
t the use of the tHEl frae, tEl e, relinosoge, ophthalmoscope,
ophthalmometer and other instruments used in the visal aalysis. Normal
refractive states and deviatians are studied along with common visal
aomalies. Techniques of taking the prircipal gotoretrre data and the
case history are introduoed, folloned by the evaluation of single firdirngs
and the inference of deviant processes from patterms of firdirs.

111 PREVENTATIVE AND COMMUNITY OPTOMETRY: EPIDEMIOLOGY AND
RESEARCH METHODOLOGY (4 quarter haurs)
Four hours of lecture per week. Statistical methods as gplied o data ob-
tained N gotometric examinations and visal science. Measures of cattral
tendency, \aidiility, conelation, standard enars, and tests of significane
of coomonly used statistics including inbroduction to the aalysis of
variang Bqerimental design and Iagic of antrolled experimerntation,
rihility of dosenations, statistial versus experimettal means of con-
tolled eqerimettation, ashlysis, interpretation and communication of ex-
perimental results.

120 INTERMEDIATE OPTOMETRY 1 @ quarter hours)
Three hours of lecture and one two-hour laboratory per week. A cortinua—
i of 110.

121 PREVENTATIVE AND COMMUNITY OPTOMETRY: JURISPRUDENCE (2
quarter hours)
Two hours™of lecture per week. Pravailing statutory and common laws rele-
vant to rights and resporsibillifies of the optonetrrist are presented and the
lecal prircipleswith which an optoretrist should be familiar are disoussd.

130 INTERMEDIATE OPTOMETRY Nl (G quarter hours)
Four hours of lecture and one two-hour laboratory per week. A cotinua—
am of 120.

131 HISTORY OF OPTOMETRY (1 quarter hour)
One hour of lecture per week. The development of the profession of op-
toretry from antiquity to the present issunveyed. The role of certain op-
toretric oganizatias, as well as noted figuwes n the history of vision
science and optometry are studied for pargeective.

210 ADVANCED OPTOMETRY 1 (4“‘gquarter hours)
Three hours of lecture and one two-hour laboratory. The procedures and
raticeles of gahical, nomative and fuctical visal aslsis are
studied and compared. Selected optoretries are compared n relatiion ©
the diagosis and treatment of various visal problers.

220 ADVANCED OPTOMETRY Nl (4 quarter hours)
Three hours of lecture and one two-hour laboratory. A continuation of 210.

222 OPHTHALMIC OPTICS I 2 quarter hours)
Two haurs of lecture per week. Fundamentals of ophithallmic mechanics,
pertinat mathematics, practiical training n the fabricataon of common
types of gphthalmic lenses and gpectacles. Dispensing procedures of fie
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tirg and adjusting of spectacles 1o variouss fecial contours are includd.
Tool kits are required.

230 ADVANCED OPTOMETRY Wl G quarter hours)
Four hours of lecture and one two-hour ldoratory. A aotiinuation of 220.

232 OPHTHALMIC OPTICS Nl (2 quarter hours)
One hour of lecture and one tw/o-+our laboratory per week, A aottinuation
of Qpt. 222. Tool kits are required.

310 CONTACT LENS PRACTICE 1 @ quarter haurs)
Three hours of lecture and one two-hour laboratory per week. The history
and development of coitact lesss, lectures on the anatomy and
physiolagy of the comea and eelids, gotics, instrurentation, and las
design.  Symptomatology with emphasis on diffeadal diagosis B
presented. Flurorescein analysis of diagnostic lens/comea relatioships B
enphasized. Material conceming les modification procedures, \arifica-
o of lasss, and fittig tedniques B presented in tre ldoatory.

311 ORTHOPTICS & VISION TRAINING 1 @ quarter hours)
Three hours of lecture and one two-hour laboratory per week. A study of
the influenee of visian on human potentdal, performance, and behavior at
variaos leels of development.

320 CONTACT LENS PRACTICE Nl (4 quarter hours)
Three hours of lecture and one two-hour laboratory per week. Advanced
gotics, bifoal lasss, <laal lasss, and cotact lers telesapic systens
are preserted. Prerequisite: Optometry 310.

321 ORTHOPTICS & VISION TRAINING 1 (¢ quarter hours)
Three hours of lecture and one two-hour laboratory perweek. Fundamental
prirciples and modern concepts of visian training and orthgptic procedures
are presented as they goply to improvement of visian fuctian, resstablish-
ment of efficient binocular visian, and modification of behavior through
performance and ach evement cains in the irdivid Al

331 PREVENTATIVE & CCMMUNITY OPTOMETRY: ENVIRONMENTAL VISION
@G quarter hours)
Three hours of lecture per week. An amalysis of the role of the gotoetrist
and tre practice of optometry n indstry and other pblic, military, and
educational settings where large groups of individoals are sharing a com-
mon enviroment.

332 VISION SCIENCE LABORATORY (2 quarter hours)
A growp of courses from which the student elects ae. Each course in-
cludes two hours of lecture or one hour of lecture and one two-hour
laoratory per week and i rescarch orietted, with classroom activity
devoted 1o darifyirg and disossing laboratory tednigues. Offered to
aopeal 1o student interests N pursuing gecial research topics ngreater
depth inareas such as Physical Qptics, Geonetrical Qotics, Physiolagical
Qptics, Psydolagical Qotics, and Berimental Optoretry.

333 LIMITED VISION (PARTIAL SIGHT) (@ quarter hours)
Three hours of lecture and one two-hour laboratory per week. Differanial
procedures of evaluation of patiets with severe and intracteble visal
cefiats. Anatomical, physiolagical, and psydolagical aspects are in-
tegrated In aosidering the most surtable gotiic compensation.
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401 PREVENTATIVE & COMMUNITY OPTOMETRY: ECONOMICS & PRACTICE
MANAGEMENT (4 quarter hours)
Four hours of lecture per week. Professiomal and economic aspects of tte
ethical practice of optometry are studied in detall. Soecial attention L
given to selection of a practice location, plaming and equiipping the office,
fee structures, office and persoel management, records systems, ad
elective communications at the professiaal leel. The basic concepts of
ethical professional conduct and theiir gplication o standards of practice
are aconsiidered from the points of view of the individal gotonetrist, the
patiatt, the profession, and the pblic.

402 PREVENTATIVE & COMMUNITY OPTOMETRY = PUBLIC HEALTH (2 quarter
hours)
Two hours of lecture per week. A gereral introduction o, the principles of
public health, the concepits ofF epidamiology, and the structure and func-
tionirg of loaAl, state, and feceral health departments and agencies.

410 OPTOMETRY SEMINAR: CURRENT PROBLEMS (3 quarter hours)
Three hours of lecture per week. Modern techniques used in varias
aspects of optometry, including comtact lases, gereral refractin,
pethology, etc.

411 CLINICAL CASE ANALYSIS 1 2 quarter hours)
Two hours of lecture perweek. Analysis of patient cases, including gereral,
and various specialty aress.

420 OPTOMETRY SEMINAR 2 quarter hours)
Two hours of lecture per week. A aotinuation of 410.

421 CLINICAL CASE ANALYSIS Il 2 quarter hours)
Two hours of lecture per week. A cotinuation of 411.

430 OPTOMETRY SEMINAR: CURRENT PROBLEMS (3 quarter hours)
Three hours of lecture per week. A cotinuation ol 420.

431 CLINICAL CASE ANALYSIS Wl 2 gquarter hours)
Two hours of lecture per week. A contiinuation of 421.

CLINIC DEPARTMENT. satisfactory completion of alll course work in
the Optometry Department (excluding History of Optometry) and Clinic Depart-
ment N the AIrst and Second Professianal Years s prerequisite o the Third
Professioal Year Clinic Department vwork. Additiarelly, the three-quarter, Sec-
ond Professiomal Year general and oaular pathology series; the Second

«Professianal Year course in Pharmacology and Thergpeutics; and the Second
Professioal Year course in Applied Psycdhology, dl in the Biomedical Depart-
ment, ac- prerequisites for Third Professional Year dinic assigments.

110 CLINIC ORIENTATION (1 quarter hour)
One two-hour laboratory perweek. An oriertation 1o the dinicby means of
partacipatian N school screenings and extermal dinics, to the extant of
recording and assisting upperclassmen inperformance of dinical rutres.
This one-hour course s extended over the first three quarters of the op-
toretry program and isdesigned to afford the beginner an aqareciatimOf
the social aspects of vision care.
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210 CLINICAL PROCEDURES (1 quarter hour)
One two hour dinic laboratory per week. This ao"Jise Ban introdlction
dinial procedures, emphasizing patient hardling, case histories, record
kegpirg, preliminary testing, and instrurartation. This one-hour course B
extended over the F, Winter and Soring quarters of tre Second
Professioal Year.
310 CLINICAL PRACTICE 1 G quarter hours)
One hour of lecture and two four-hour laboratories per week. Bxtersive
Taniliarization with dinical fadlitiesand procedures and irdividlally super-
visad eqerience N the coordiration and gplication of valios theories
and tedmiques of optometry in the autatiet dinic. The taking of case
histories " *measurement of vislal sdlks, refrective statLs, status of accom-
modation and convergence and ttelir coordiretion, pathology and visal
fields examination, subnormal visian, eikonaretry, prescribing and dispen-
SIy.
320 CLINICAL PRACTICE NI (@ quarter haurs)
One hour of lecture and three four-hour laboratories perweek. A continua—
‘tian of 310.
330 CLINICAL PRACTICE I (4 ouarter hours)
One hour of lecture and three four-hour laboratories perweek. A continua—
tian of 320.
331 SPECIALTY CLINICS 2 quarter hours)
Two four-hour laboratories per week. Introduction to dinical procedures in
Cotact Lenses and in Orthoptics and Vision Trainirg.
400 CLINICAL PRACTICE N G quarter haurs)
One hour of lecture and four four-hour Iaboratories per week. A cortinua—
o of 330.
401 SPECIALTY CLINIC 2 quarter haurs)
= A tpicselected from awide variety of abjects. A minimum of two quarter
hours of aedit each must be completed inContact Lenses and nOrthop-
tics and Vision Training, during the fourth year, as vell as a minimum of
one quarter hour of aedit in Pathology. Addirtional dinic rotaiias may be
selected from Gerilatrics, Low Visian, Dematology, Neurology, Rediatrics,
Neurgphysiology, or any other approved dinical area.
410 GENERAL CLINIC PRACTICE V (b quarter hours)
One haour of lecture and four four-hour laboratoriies per week. A continua—
i of 400.
411 SPECIALTY CLINICS 2 quarter hours)
Two Taur-hour laboratoriies per week. A ocontinuatiion of 401.
420 GENERAL CLINIC PRACTICE M (6 quarter hours)
One hour of lecture and five four-hour laboratoriies per week. A cortinua-
o of 410.
421 SPECIALTY CLINICS @ quarter hours)
Three four-hour laboratories per week. A aotinuation of 411.
430 GENERAL CLINIC PRACTICE Ml (G quarter haurs)
One Or?Jrof lecture and four four-hour laboratories per week. A aontinua-
420

v 431 SPECIALTY CLINICS 2 quarter hours)

Two four-hour laboratories per week. A aontainuation of 421.

EXTERNAL STUDIES 49

FOURTH-YEAR EXTERNSHIPS. The extermship program s designed far
Taurthryear dinicias noptometry 1 broaden and suppllement thelir experience
inevaluatiry, diagosing, and treating conditions of the eye and visal system
Extermships are five Weeks nduratian, and they may be scheduled during any o
the four quarters of the fourth professioal year. Fourthvyear students are re
quirad io take at lesst one extermshiip priar to gradlation. A student who isun
able o participate nan assigned extermship for exoegptioal reasons must con
it with the Dean of Faaulty.

It ispermissible fora fourth~year student 1o participate inmofe than one ex-
temship, or nan exterrship of longer than fiveweeks induration. No more then
one quarter may be spert in any one location.

The extermship program provides a wide range of geographical locatios n
hopital, prinate dinic, and private practice settirgs. In al cases the exten
senes under the direct sypervision of gptoretric, ostegpathic, or medical
physicians who hold at lesst temporary appointments to the adjunct faaulty of
the College.

Highility requirements for extermship participation are as folloss:

1 The studert must be ngood standing (e., not subject to temination for

disciplirery reesons); and

2. Not on prdsation (either academic or disciplirery); and

3. Be a regullar student (e, pursuing a course of study leading to artifica

i or  a degree offered by the Gollege); and

4. Must have satisfectorily completed dl courses in the O.D. degree

aurriaulun through the spring quarter of the third year; and

5. Must have passed dinical competency evaluation.

EXTERNAL STUDIES PROGRAM COURSES

133E VEGETATIVE PHYSIOLOGY: OCULAR BIOCHEMISTRY (3 quarter hours)
Three haurs of lecture perweek. Amalysis of the intraocular fluids, agueous
chemistry and flow; secretory mechanism, intraocular pressure; viltreas
structure and protein; las and its function related to itscoposition. Lens
proteins, metabol ism cataract. The comea and sclera; neurological aspects
of semsation; metabolism, ruriion and growth prooesses; retirdl
metabolisn, ghyolysis.

316E GENERAL PHARMACOLOGY (3 quarter hours)
Three hours of lecture per week. A comprehensive course covering con-
temporary thergpeutic prirciples and agents.  Included are  anigirs,
chemical rature, mechanism of actios and interactias, major effects,
and amsorption and fate of the most commonly used dnugs.

326E OCULAR PHARMACOLOGY (3 quarter hours)
Three hours of lecture per week. A course covering besic concepts of
aurrentt oaullar patiolagical problems. Included are aonsiideration of laal
and systemic treatment of ocular patholagies, use of diagostic agants,
and oaular sice effects of non-ocullar dnugs.

336E CLINICAL PHARMACOLOGY (3 quarter hours)
Two hours lecture and one two-hour laboratory per week. An advanced
course designed  integrate the student’s knowledge of pathology and
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\\VJedical Student Government and Student Societies

The Medical Sludent Council, the student governing body, is composed of
representatives Irom each class and from sovcral minority groups that are elncted
each year Council members meet rogularly and frequently to discuss problcr, s
common lo the student body and to plan a variety ol projects and service activities.
The council represents the inlerests of the medical students lo the administration
and the faculty The medical students, through the council, have adopted an hnnor
code covering anamination procedures. Upon admission to the Medical School,
each student aher suitable brieling. signs a statement Indicating that ho or she is
well acquainted with the provisions of this code and agrees to abide by it. The Ethics
Committee ol the Medical Student Council is responsible tor Investigating reports ol
any suspected violations ol this code.

There am several medical fraternities available lor men and one medical < Drily
available 'or women These organizations play a major rolo in the social lile o! many
medical stud n;?

The national medical scholastic society. Alpha Omega Alpha, selects academi-
cally high-ranKmg students Irom the junior and senior classes lor election lo mem-
bership The James Moore Society Is composed of 25 students elected by the
mombersh'p on the basis ol research interest and achievement. The group meets
monthly at the home ol one ol several faculty members lor discussions ol medical
subjects and other topics ol cu.-ent Interest. The Cyrus P. Bnrnum, Jr., Society, an
organization of students working toward the combined M.D.-Ph.D. degree, meets
regularly lor scientific and informative evening discussions to which speakers are
invited.

The American Medical Student Association (AMSA), an Intogral part of the
Medical Student Co' ncil, is incorporated as one of lho major activities of the council.
The association chairperson acts as local AMSA chapter president. This group
sponsors certain school-wide functions through the student council The member-
ship tee is nominal, and momberj roccivo monthly copies o( the national periodical.

The wives of many medical students aro activo In the Womon's Auxiliary of the
Student American Medical Association (WA-SAMA) This group holds monthly meet-
ings teaturing speakers who discuss topics ol Inlorost.

! L
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IV. M.D. PROGRAM

The Medical School provides the faculty and facilities for instruction ot students
In Iho courso in medicine. Tho primary goal of medical education is to produco good
physicians possessing sound training in quantitative human biology. Beyond the
Mcdic.nl School and Iho award of the M.D. degree, all graduates are obliged, by
requirements for specialization and/or licensure, to undertake additional formal
education or training. And beyond these (orm3l programs are the continuing educa-
tion activities that individuals in practice must demand ot themselves Much of the
succ ss of tho sequence of undergraduate-graduate-continumg education, called
the continuum ot medical education, is dependent on individual responsibility and
initiative. Therefore, to encourage such development  mefiica; students, tho con-
ccpt of the student as learner is emphasized in the curriculum

The cours otstudy for the M.D. degree consists o*a core Digram ol 8 acadomic
quarters and a track (option, eloctive) program ot 5 academic quarters Wilhm lho
core program, the lirst 4 quarteru, termed Phase A include course woik in basis
medical sciences, behavioral science, and introductory exper.cr cos with pahem*
The next 4 acadomic quarters of tho core program, teamed °hase 0. consist ol
Integrated interdepartmental courses organized and taught along organ system,
and topical linos. In Iho Phase D portion ol the curriculum students, with the help ol
an adviser, plan a program ol elective courses. All students must include m this
program experience in both medicine and surgery that wd! be suitable preparation
foradvanced clinical responsibilities in subsequent training ,yter completion of work
for the M.D. degrco. Studonts making satisfactory progress may. a'ter adviser, track,
and special committee review, be approved to comp'efe Phase D in less than 5
academic quarters (minimum 3 quarters of study) providm”they make arrangement
for a first year of graduate study in a teaching hospital Alternatively, students may
complclo Medical School in 5 quarters in Phase Dwith no restriction or requirement
ns lo type ot graduate program activity. Students are rcqu.-ed to take and pass parts |
and Il ot the National Board Examinations as a requirement lor graduation and tho
M.D. dogrco.

Phase A

Inthe first 4 quarlors ot tho Medical School program, studies cover the structurn
and function ot the human organism and the emotional, social and psychological
devolopmont ol tho Individual. In Phase A. tho student begins clinical activities
through tutorial assignments arid clinical correlation sessions in Introduction to
Clinical Medicine. Tho Phase Aprogram is intended to mvolvo the student physician
Inindividual synthesis and correlation of the basic sciences with clinical applications
and In direct, porsonnl confrontation with human illness and patient caro. Tho
roquircd program In Phaso A consists of Iho following courses.

Fall Quarter and Winter Quarler (A-1 and A-2)

Gross Anatomy (Anat 5100-5101)

I Human Histology (Anat 5103-5104)
Embryology (Anal 5106-5107)
Medical Biochemistry (MdBc 5100-510°1
Introduction to Clinical Medicine (InMd 5 +'>0-5101)
Behavioral Science (AdPy 5107-5108)

Spring Quarter and Summer Quarler (A-3 and Am')
Medical Physiology (Phsl 5110-5111)
Pathology (Path 5101)

Neuroanatomy (Anat 5111)

15
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In both fall and winter quarlors. sludonls may olocl lo allend ono of several
weekly small group meetings at which topics ol personal concern, current Inlorost. or
modlIcal importance aro brought up for discussion.

Phase B

The 4-quarter sequence ol Phase 8 begins In tho fell end consists of intogratod,
Interdepartmental coursos designed to highlight fundamental principles In clinical
modicino and lo emphasize pathophysiologic concepts. Tho courses aro organized
in relation lo organs, systems, or topics. Two coursos In tho Phase 8 scquonco,
Student as Physician and Human Behavior, are designed, respectively, to Increase
the student’s clinical skills and knowledge and to enhance the studcnl's awareness
of psychopathology and psychological factors rotated to illness.

Core activities in some courses consist of small group discussions, with
lectures and other formal presentations optional. Extensive syllabi and reference
lists aro provided for each student. The student Isencouraged to exercise Independ-
ent and mature judgment in tho learning process by arranging her or his own
activities The student may utilize this time for study in tho Learning Center, participa-
tion in additional clinical experiences, or cumplotion of elective courses available to
studonts in Phase 8. The formal Medical School activities in Phaso 8 aro divided Into
three categories:

1. Core Time—Lectures or small group discussions rotated lo a specific organ,

system, or topic, and weekly clinical tutorials. Attendance Is oxpoctcd.

2. Optional Activities—Supplementary scheduled activities, such as lectures
that exoand material ollered in Iho core or. in somo cases whore lectures are
optional, films, additional clinical experiences, laboratories, demonstrations,
clinical rounds, leaching rounds, or clinical-pathological conferences. At-
tendance's voluntary.

3. Electives- "ourses offered thioughout Iho year covering various topics ot

interest to medical studonts but not nocossarlly rotated to Iho core prog?ram.
i** e s wof -]
Tho roquired program In Phase 8 consists of tho. following coursos: |[v 7, ,.

i
REQUIRED PHASE 0 COURSES

InMd 5110—Medical Genetics cr
InMd 5220—Cardiovascular cr
InMd 5221—Respiratory cr
InMd 5225—Ear. Nose, and Throat cr
InMd 5212—Human Behavior cr
InMd 5231—Gut cr
AnMd 5234— Bion- -try and Epidemiology cr
InMd 5226— p1ood cr
InMd  5222—Fluid and Electrolytes cr
InMd  5223—Kidney and L'rinnry Tract cr
InMd  5230— Nervous Systt ti and Musclo Dlsordors cr
InMd 5232—Bones. Joints, ai.d Connoctivo Tissuo cr
InMd 522*— Endocrino and Mo Ibolism cr
InMd 5225— Reproduction . cr
InMd 5227—Skin cr
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Student D6 Physician Tutorials

Medicine Tutorial Cr ar
Pediatrics Tutorial Cr ar
Obslelrics-Gynecology Tutorial Cr ar
Psychiatry Tutorial Cr ar
Surgery Tutorial Cr ar
Family Practico and Community Health Cr ar
Physical Modiclne and Rehabilitation Cr ar
Laboratory Medlclno Cr ar

Phase D

Phase D Isdesigned lo extend the curriculum goats of relevance, flexibility and
the student as learner. Prior to completion of Phase B. students select a track and an
adviser within that track for the balance of the Medical School program Students are
reminded not to confuso the selection of a track at this point with their eventual need
to choo..e a practice specially. The six broadly defined career pathways or tracks,
encompassing all disciplines and provii ng varied options for all students, are the
following:

Track 1—Medicine, Pediatrics, Medical Specialties including Obstetrics
Track 2—Surgical Specialties

Track 3—Psychiatry and Behavioral Sciences

Track 4—Neurological Sciences

Track 5—Family Practico

Track 6—Medical Investigation and Special Pr-.g.-ams

The studont, with the help of an adviser, develops an md-vidua'ired elective
program of study related to personal interests and career goals Each student s
program Is approved and progress monitored by the appropriate I-ack committee

There aro electives strongly recommended lor the several tracks In general, and
os a logical oxtonsion df the core material ana tutorial formal in Phase 8. each
student Isadvisod to spend 12to 10 weeks in externship-type ciechvcs such as those
offerod In medlclno, nourology, obstetrics, pediatrics psychiatry, and surgery Tho
bnlanco of the Individual program Is drawn from the extensive electivo courses
offered by oach Medical School department. Students mav consider elective work tn
olhor modlcal schools, in Iho Unilod Slates or elsewhere Up lo 1quarter of credit for
such aclivitios may bo approved by the adviser and track committee The flexibility of
lho elective program and Iho goneral nature of the pathways provide an opportunity
tor creative and Inlcresled students lo avail themselves of the widest possible spec-
trum ol educational activities lo further their professionlgrowth

Studonts aro eligible lo begin Phase Don completion o(Phases Aand 8 and alter
taking part lot the national boards. Sludenls with deficiencies in Phase Aor 8 or who
have taken but not passed part lare reviewed by the Schoinsuc Stand ng Commuter,
for a decision as lo arrangement ol their continuing academic program The content
ol Phaso D, approved by the advisor and Phase Dhack comm.ttee isdetermined by a
revlow ol each student s educational needs in tight o' his <y he* projected r.ninK
goals. Thorn aro no restrictions on the typo ol mierrs-o o* fust yc.v tM.-imn rim-
gram for sludonls graduallng In 4years. In tho standard ij-qu.vter Cu’>cuium ir ir.n
caso ol 3-qunrlor programs, sludenls musl provide evidence >a they w-.i spend their
first postdoctoral year {internship or lirsl year ol graduate tra.r.ngi ma unive sdy or
other major aflilialed teaching hospital.
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CbJ'lel Roich, M 0
Robert S,gelmjn V 0.
Jjm.i Slendeler. M 0
Allred Sleldt. M 0
Richud Student. M 0
By'en Tiiti. M0
James Thompson. M 0.
Jon " tfrncy. M 0

Elli. I Troup. M C

Paul W>cViund. M 0

Clinical In,l/ucld %
Pal*r Amy. M 0.
JudMn PenmoQion. M 0
John E BcrgstnoUMO
Harbtrt BiUman. M 0

ELECTIVE COURSES

1110. EXTERNSHIP IN OPHTHALMOLOGY. (Cr er; prater] regie med)
*1(0. OPHTHALMOLOGY RESEARCH PROOLEMS. (Cr er; prereq ragls mod)

ADVANCED CREDIT COURSES

1101.
010J.
0103.
0104.

CLINICAL OPHTHALMOLOGY

EXTERNAL OISEASES

MEOICAL OPHTHALMOLOGY

RADIOLOGY oF THE EYE. ORBIT, AND HEAD

1105. MOTILITY

1104. STRABISMUS MANAGEMENT

1107. OCULAR ANATOMY

1111. RETRACTION

11». PMYStpLOGIC OPTICS

1131. PRACTICAL OCULAR SUROENY
1137. OIOACTIC OCULARMURC RY

1141. OCULAR PATHOLOGY CONFERENCE

1143 OPHTHALII'C PATHOLOGY LABORATORY

0143. PATHOLOGY OF THE EYE

m51. BASIC ANO APPLIED OPHTHALMOLOOY
1157. OPHTHALMOLOOY LABORATORY

+15). RESEARCH IN OPHTHALMOLOGY

+ ISA. SEMINAR IN OPHTHALMOLOGY

0153. SPECIAL TOPICS IN OPHTHALMOLOGY
1701. NEUROOPi THALMOLOOY

Ptoleno*

Davd S rac*o’d VD
Robert 0 Whit* mD

Ov*jyne Broo
Cnrijloplier Oro»»n. M 0.
Emmelt Carpel. M D
Richird Carroll. M 0.
Devld Chirek. M 0.
Raymond Croissant. M.D.
Mickle Headed. M 0.
David Hendrickson. M.0.
Donald Herrick. M 0.
George 0. Hilgormin. M 0.
Herbert T. Hobday. M.O.
Douglas Holmen. M.D.
James Householder. M 0.
Merlin Kjplen, M.O.
AMeroE ’\r}lelhonso,a,DM 0.
ark Norman. M,
y 0b<r|%|mrow. M.0
Jc/ome Poland. W 0.
Thom at Purcall. M D.
Waitey Sondrcal, M 0.
Hobart Warshawsky, M 0.
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Orthopaedic Surger}/ (OrSug d
€ on

Roby C. Thompson. Jr., M.D., pro
Clwicit Piofnior

ssor and

Ramon [) Gusivb. MO
0 "Hall. MO.
Shaidon M Lagaard, M 0.

Assocuo Proto*iot

Thonia\ M Comfort. M D.
Jamc% H. House. M D . M.S.
Robort F. Premor, M D.

Clinical Asiodato Protossor

Robert M Oarnolt. M 0
Icilor W Carlandor. M.O.
Frederick 0. Drill. M 0
Arnold | Hamel, M.0.
Waltor Indock. M.O.
Richard M. Jonej. M.0.
Lowoll nieven. M D
Lowe!! Lutlcr, M.0.
Harvey E. O'Phelon. M.0.
Wayne W. Thompion, M 0

Assistant Professor
Alfred F. Gehrons. M.0.
John E. Lonstoln. M D.
Jack K. Mayfield. M 0.
Thoodore R. Oogom*. Jr., Ph 0

CWnlc.if Assistant Professor

Richard J. Aadaien. M 0O,
Gordon Aamoth. M 0.
Paul Arncson, M.D
Frank S P bb.M 0. M.S.
Vinconl E. tilers. M.0.
David W. Florence M D.
Daniel GaUhore. M.0.
John A. Hartwig. M.0.
Edward H. Keliy. MO.
Charles C. Lai. M.D.
Donald R. Lannin. M 0., M.S.

i it Tniiiodii. f,nnjni/

L'n! L Vi

Edwaro V0
John £ McMaian V 0
Jetton M 7a~to'r.-0 M3

Instructor

Khai'd 0 A--CJ V0
JonH Sca'Ono MD

Clmicaf In:trcc:om

Jot* J Qcer M C

Roij-0 v
Joseph Oackiage. M
Cna<l«s J Coo:e/ V
Micrae* #V Davis W
Leo OoSoura M0

Ricnarn 0 fco*»alit MO

0
3
D
0

. PhileD*a-ey MO

James E Joh*-son 0
RiCharrt J Johnson 1/0
Sleohcn K*«s'Fci MD
Jann La*k.n 70

Cck R Lale*da' MO
Thoma*, -e¢“ a* v 0
06%*a 0 Vj
James 3 P¥w* V Zi
Jr?-y Rrise V' 3
Geo'cc ¢ Restc*4 V3
Ric-a'd S;-*—c: **3
ivan Sen 0*| V 2
Pf?Us'™*J-J VO
Vare-S Stro*.-; VD
Francis J T»os' VO
John W*sson. V 2

Tho major goals of Iho orthopedic surgery courses are lo Drov cl the medic,ii
student with tho'foundation necessarr for performing a bas e neuro-ruscuiosKc'etal
examination of tho Fatlent, for correlating_tho clinical expressions ol disease with
basic science knowledge, and tor rocogniTing those pahen; 0-obinms that require
Immodlalo appraisal and resolution, In"a number o! chr-c.il ¢'cctives tno sturton
oxporionco has the optlon“of participating in the d agr.0s* ¢ a~d thorar cot ¢ mm-
agcmentof patients with orthopedic and traumat cdisab ties *.ri3 advancoc! exi)n-
rionco provides an understanding of fundamental o'tr.opcrt : onncipios the scooe
oforthopedic surgery, and the opportunities for both clinical and basic investigation
In orthopedic surgery.

ELECTIVE COURSES

$180. ORTHOPEDICS . (C< at; prerei) rcgii med)
3185. ORTHOPEDICS II—EXTEnNSHIP IN ORTHOPEOIC SUnCERY. CrJ- fffO 'ry»-e |l
5185. RESEARCH PROOLEMS IN onTHOPCDIC SURGENY. [C>J" C-efra «: » -0¢C.

3107. EXTERNSHIP INORTHOPEDIC SURGERY ANO FRACTURES— 51 Peul-Rem ey Hoip-lel .C'J" t'e'«l
regie med)

Sill. EXTEnNSHIP IN ORTHOPEDIC SUnGERY ANII FRACTURES—ijtll.Me Slate Hoipd.i. 51 Peul v
proree regie med)

S10!1l. EXTEnNSHIP rN ORTHOPEOIC SURGERY ANO FRACTUNjS—Fj,r.rwSI Mery e linip.IxIl Cr
prareR regie mod)

81(0. EXTENNSHIP IN ORTHOPEQIC SURGERY ANO FIIACTURCS—Velo-jn, HaerilH o . c-<-r: my ]
med)

J1»i; onTHOPEOIC EXTERNSHIP AT HENNEPIN COUNTY GENIRAl hospital e r :V - n, t-ed.
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E. E. BACH. O.D.
PHILLIP W. BACH. O.D.. Ph.D.
OPTOMETRY
SUITE 204 DENALI PROFESSIONAL CENTER
2401 DENALI STREET
ANCHORAGE. ALASKA 99503

January 29, 1984
The Honorable Mae Tischer
Chairman, Health, Education and
Social Services Committee
Alaska State House of Representatives
Pouch V
Juneau, Alaska 99811

Dear Representative Tischer:

The attached draft committee substitute for HB 225 incorporates
the following changes requested hy your committee:

1. Specif-ic exclusion of controlled substances and surgery
(Sections 4 and 5)

2. Listing of categories of drugs that will he permitted (Sec. 1)

3. Specific requirements for certification, with mandated
continuing education after certification (Section 1)

Previous versions of the bill had changes In AS 08.64 (medical
practice act) that appear no longer necessary, since the .1983 revision
of the medical practice net adds language (AS 08.64.170(a)(4)) stating
that "A person who is licensed or authorized under another chapter of
this title may engage 1in a practice that is authorized under that
chapter."”

In Section 1, we have added the further limitation that drugs he
topically applied only. (In North Carolina and Florida, optometrists
can use systemic drugs. The topical limitation will effectively
restrict Alaskan optometrists to mild cases of anterior eye pathology.)

in Section 2, we have revised AS 08.72.240(9) (Crounds for impo—
sition of disciplinary sanctions) to make it consistent with the intent
of the bill.

Section 3 adds non-compliance with certification provisions as
grounds for disciplinary sanctions.

The attached article from the Journal of Medical Education shows the
contrast between the median 15 hours of eye medicine received hy general
physicians (who can and do use these drugs) and the 200 hours required of
optometrists under this draft substitute. This understates the com—
parison, for the 200 hours does not include the detailed courses in
ocular anatomy, physiology and pathology which form a portion of the
basic medical science training received hy the optometrist.



Rep. Tischer
Jan. 29, 1984
p. 2

Please let me know if we can provide further information.

Very truly yours,

Phillip W. Bach, 0.D., Ph.D.
FOR THE LEGISLATIVE COMMITTEE
ALASKA OPTOMETRIC ASSOCIATION

PWB/I1r
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Original sponsors: Hurlbert and Martin

BY THE HEALTH, EDUCATION AND
IN THE HOUSE SOCIAL SERVICES COMMITTEE

CS FOR HOUSE BILL NO. 225 (HESS)
IN THE LEGISLATURE OF THE STATE OF ALASKA
THIRTEENTH LEGISLATURE - SECOND SESSION
A BILL
For an Act entitled: "An Act relating to the practice of optometry and
authorizing the use of certain drugs by optometrists.”
BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:
* Section 1. AS 08.72 is amended by adding a new section to read:

Sec. 08.72.277. USE OR PRESCRIPTION OF LEGEND DRUGS. (a" A
licensee rnay not use, dispense or prescribe legend drugs under this
chapter without a license endorsement 1issued by the board, certifying
his competance to use such drugs.

(b) A licensee may not use, dispense or prescribe any drug
identified by the United St; tes Drug Enforcement Administration as
a controlled substance.

(c) A licensee may not use, dispense or prescribe a legend
drug that 1is not prepared and marketed for topical application to
the human eye or eyelid. Topical drugs which may be used under
this section shall he limited to the following categories:

(1) Anesthetics;

(2) Antihistamines;

(3) Anti-infectives

(A) Anti-glaucoma agents;

(5) Antivirals;



(6) Ccorticosteroids;
) Cycloplegics;

) Decongestants;

(9) Hyperosmotics;

(10) wMydriatics.

(d) An applicant for certification under (@) of this section
shall furnish transcript credits or other evidence, acceptable to
the board, showing that he has completed not less than 200 hours of
didactic 1instruction, practical training and supervised experience
devoted exclusively to the subjects specified 1in (1) - (3) of this
subsection, given by an accredited school or college of optometry
or medicine, and 1indicating that he has passed written and practical
examinations 1in these subjects. The subjects are

(1) general and ocular pharmacology;

(2) review of ocular pathology and differential diagnosis

3) treatment of pathology of the eye and its adnexa,
including the use of legend drugs.

(e) An endorsement 1issued under (a) of this section shall
expire with tho license to which it attaches and may be renewed
upon evidence of satisfactory completion of continuing education
specified by regulation of the board for holders of such an
endorsement.

Sec. 2. AS 08.72.240(9) is amended to read:

(9 failed to refer a patient to the appropriate health care

practitioner [AFTER ASCERTAINING THE POSSIBLE PRESENCE OF OCULAR

DISEASE. for conditions beyond the scope of his training;



Sec. 2. AS 08.72.240 is amended by adding a new paragraph to read:

(10) used, dispensed or prescribed a legend drug except as
provided under AS 08.72.277.

Sec. 4. AS 08.72.300(2) is amended to read:

(2) "optometry"™ 1is the examination [, OTHER THAN BY THE USE OF
DRUGS,J of the human eyes and the visual system for the purpose of
ascertaining a departure from the normal, ascertaining the status of
the human visual system, including refractive and functional abilities,
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 an optical deficiency or deformity,
visual or muscular anomaly of the human eye; or the diagnosis and
treatment, including the use of drugs hut excluding the use of
surgery, of inflaminations, infections 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. 5. AS 08.72.300(3) 1is amended to read:

(3) "practicing optometry"™ is an examination |*, OTHER THAN BY
THE USE OF DRUGS,J of the human eyes and visual system for the
purpose of ascertaining a departure from the normal, ascertaining
the status of the human visual system, including refractive and
functional abilities, or ascertaining the presence of ocular
disease and any other departure from the normal which requires
referral to other health care prac®"xtioners; or the diagnosis of
an optical deficiency or "efo mity, visual or muscular anomaly of

the human eye; or the diagnosis and treatment, including the use o(



— IViJ - - -

drugs but excluding the use of surgery, of inflammations, infections
and injuries of the eyes and eyelids; ,J or the prescription or
application of lenses, prisms or ocular exercises for the correction
or relief of the human eyej_ f ,j or the holding of oneself out as
being able to do so;
* gec. 6. AS 08.72.300 is amended by adding a new paragraph to read:
@) "legend drugs"™ means drugs whose containers must bear a

label prohibiting dispensing without a prescription.
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Communications/Rivin

notion and has emphasized lo trainees that the
hospital does not endorse them as heing com-
petent to engage in family practice. However,
since state laws permit an M.D. licensee to do
any type of practice he wishes, it is the feeling
of the director that the public would be better
se'wed by potential family practitioners havirg
somf rather than no additional training. Since
there are a number of physicians seeking some
training lo change their specialty, consideration
should be given to longer hospital training
periods or a return to specially designed prc-
ccplorships to accommodate them.

With respect lo those family doctors in re-
training, the program would be improved by a
more specific set of goals and more careful
monitoring of achievements than has as yet
been accomplished. The author isaware of two
other programs offering similar training. At
Creighton University School of Medicine rural
family doctors are trained in a specific area, for
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cxamp e, cardiology techniques such as Swan-
Ganz c.thelcr insertion. At the Medical Col! :ge
of Pennsylvania inactive physicians or physi-
cians in administrative positions are being
trained in primary care.

Conclusions

A pilot miniresidency in family practice- has
been in operation at Santa Monica Hospital
Medical Center since 1979. Many of the appli-
cants were practicing in other specialties and
seeking to make a change,to family practice. It
is unrealistic to expect that the available two-
lo six-week pcriou can accomplish this objec-
tive, and there is a need for a different kind of
program to accommodate such circumstances.
Training goals for family doctor residency re-
fresher training must be more specific and eval-
uations more formal than is now the case in the
Santa Monica experience.

Ophthalmology Teaching in Medical Schools

Robert E. Kalina, M.D., HenryJ. L Van Dyk, M.D.,

and George V. Weinstein, M.D.

The Association of University Professors of
Ophthalmology (AUPQ) was founded in 1965
and is made up of the chairmen of all depart-
ments or divisions of ophthalmology in U.S.
medical schools (I). A major interest of the
body, individually and collectively, is medical
student education.

Some members of the AUPO 'clicve that
recent medical school graduates arc less well

This survey was supported in part by a grant to
the University of Washington from Research to Pre-
vent blindness, Inc.

Dr. Kalina is professor and chairman, Department
of Ophthalmology, University of Washington School
of Medicine, Seattle. Dr. VVan Dyk is profeisor, De-
pattment of Ophthalmology, Louisiina State Uni-
versity School of Medicine, New Orleans. Dr. Wein-
stein is professor and chairman. Department of Oph-
thalmology, West Virginia University School ofMcd-
icine, Morgantown.
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prepared in ophthalmology than those of the
mo.it distant past, Also reduced familiarity with
opn.falmolop® by physicians in future gener-
ation, has been cited as a potential problem in
the I:g":Intivc and legal arenas (2).

T tc results of two AJPO surveys of oph-
thalmology teaching arc reported here.

Survey Techniques

Questionnaires were mailed in 1974 and again
in 1979 to the members of the AUPO. Each
member was asked lo complete the form or to
forward it to the individual in his unit most
responsible for medical student education.
Confidentiality was optional and was elected
by some.

The survey document used in 1979 dupli-
cated the questions of 1974 and in addition
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inquired about the usage and usefulness of the
Ophthalmology study Guidefor Students and
Practitioners o f Medicine, ajoint publication of
the AUPO and the American Academy ofOph-
thalmr* »y and Otolaryngology (AA0OQ)
which .si appeared in 1976 and now is in ils
third edition (3). This guide is based upon
seven objective areas thought to represent es-
sential km wledge requirements for all physi-
cians. These objectives were developed as a
result of a survey of 1,600 respondents repre-
senting medicine at undergraduate and gradu-
ate levels of general and specialty orientation
(4.5).

Results
Responses were received from 74 of 102 mem-

ber schools in 1974 (73 percent) and from 81 of.

110 schools in 1979 (74 percent) (Figure 1).
There was a decling in mean required curriciP
hithhourc from 25 in 1974 lo fif in 1979, while
the declined from 18 lo m Hours
actually assigned to the department or division
of ophthalmology decreased proportionately
from a mean of 22 in 1974 to 20 in 1979
Assigned nours WEIE u>«u irequsn;t;,A

30] A Tolil Required Hours

Vol.5, February 19SI

All responding institutions offered medical,
student electives in ophthalmology in 1979. but
ony a minority of students chose them (mean
25 percent, median 15 percent). Use of audio-
visual self-instruction units rose from 66 per-
cent in 1974 to 82 percent in 1979.

The study guide, not available in 1974, had
been adopted as a syllabus by 58 percent of
institutions in 1979. while 28 percent used an-
other syllabus, usually prepared locally. In
most cases the study guide was purchased by
the student and used for self-instruction and as
a supplement lo lectures. The microfiche illus-
trations, newly added in the third edition
(1978), had been found useful by students in
67 percent of schools using the study guide.

Discussion

The surveys reported here were prompted in
part by suspicion among the AUPO members
that curriculum time devoted to ophthalmology
had suffered during the widespread curriculum
revisions which have taken place in U.S. med-
ical ehools during recent years.

Although data are not available from the
preceding era. the results of the study reported
here indicate that currently assigned time for

N 1974
ES3 1979

I v;i

o308 Hours Assigned to Ophthalmology Uit
E

nN20

10 |
1

R
-10 11-20 21-30 31-40 41-50 51-60

Curriculum Hours (Range)

Figure |
Minimum requirements for ophthalmology in U.S. medical schools.
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leaching ophthalmology is limited and gradu-
ally declining. One logical extension might be
a declining ability for appropriate diagnosis,
management, or referral of patients with eye
disorders, who form a significant segment of
those seeking primary care.

The results of these surveys may not include
ophthalmology teaching done in the primary
care clinical setting. It seems likely that such
on-site instruction would be effective and ap-
pear relevant to students in that the patientr
problem-teacher loop is shortest there; but flie

rare, often unscheduled, and.fikely."to be the

Knowledge that curriculum time was limited
and that competition for it was keen was one
of the prime motivating factors for the devel-
opment of the AAOO/AUPO study gquide.
Standardization of objectives to be achieved
was presumed then as now to be a laudatory
goal. However, the availability of clearly de-
fined objectives has coincided with apparent

duced national curricular emphasis upon

sihthalmology.

Not only Is the curncu'.ar time available to
ophthalmology small, but also surprisingly few
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students (25 percent) choose ophthalmology
electives. The reasons for limited elective par-
ticipation may range from the influence of
counselors to lack of available electives. What-
ever the cause, the effect must be negative upon
student appreciation for what the specialty of-
fers. In view of the excess of candidates for the
limited number of ophthalmology residency
positions, a main concern is that students who
v il practice other specialties, especially pri-
mary care, learn ﬁroper diagnosis and treat-
ment ofsome ophthalmic disorders so that they
may avoid inappropriate referral to medical or
nonmedical practitioners.
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Eerlin 1

People do not decide voluntarily what will arouse them sexually.
Father, in maturing, they discover the nature of their own sexual
orientation Bhd interests. Tcraons differ from one another in terms of
a) the types of partners whom they find to be erotically appealing and
b) the types of behaviors that they find to be erotically appealing. They
also differ in intensity of sexual drive, the degree of difficulty that
they experience in trying to resist sexual temptations, sna in their
attitudes about whether or not such temptations should be resisted.

When persons experience strong erotic desires to engage in types of
sexual behaviors that could cause themselves or others hern (eg; ssdlstlc,
coercive or masochistic sexual involvements), or when they experience

strong erotic attractions toward unacceptable sexual partners (eg;
children), psychiatric help may become a consideration. This is
particularly so when a person reports on Inability to successfully resist
sexual temptations through "will power" alone, even though in terms of

conscience and intellect he may want to resist, and in addition may have
been trying very hard to do so.

Some psychiatric diagnoses can be made then, simply by asking
cooperative persons about the range of behaviors that they find to be
erotically appealing, and about the difficulty they experience in trying to
resist succumbing to such sexual temptations. This line of questioning can
identify persons who meet the ESH-III diagnostic criteria for sexual
exhibitionism,  sexual sadism, sexual masochism, transvestism, Bnd
compulsive voyeurism.1 Each of these represents an unconventional form of
sexual appetite. Such questioning can also identify the compulsive
parBphillc rapist. These men, unlike the average men, often experience
great difficulty resisting erotic temptatir-'s to repeatedly expose
themselves, to repeatedly have themselves biaten, to repeatedly peep in
windows, or to repeatedly rope, depending upon the nature of their
particular sexual compulsion, Masturbation cannot fully satisfy these
cravings because whet they crave is not Just sexual release, but a specific
type of sexual activity.

Another way in which sexual problems, possibly requiring psychiatric
assistance, con be identified is by inquiring about the types of sexual
partners that a person finds to be erotically appealing, and about how
difficult it is to resist the temptation to become involved sexuBlly with
such partners. Some men, for example, report that theyare attracted
sexually to both children ond adults, but that when they have a satisfying
adult relationship they ore able to resist the temptation of tecorlng
sexually intimate with a child. Some such men, however, during periods of
tine in their lives when they do not litve b satisfying adult relationship,
do become Involved sexually with children, Flcholas Croth has referred to
men who find both adults ond children to beerotically appealing as
regressed pedophiles.2 There arc other men whoexperience absolutely no
erotic attraction whatsoever towards adults, but who have a great deal of
difficulty resisting the sexual temptations that they experince to' ards
children. Nicholas Croth has referred to these men as fixed pedophiles.
Come men who experience pedophllic desires report feeling sexually driven
to repeatedly seek out intimate relationships with children whereas others
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seem most vulnerable primarily In situations where a child Is

easily and readily available.

already

Pedophilia, then, is simply a term used to indicate that an adult
finds children to be i'sxually appealing. This condition, for unknown
reasons, seems to occur Almost exclusively in men. If it is only children
and not adults that a nmwn finds to be sexually appealing then the tern
fixed pedophilia can be uied. |If a man is attracted sexually only to boys,
a diagnosis of homosexua' pedophilia can te made, whereas, if he is
attracted only to girls a diagnosis of heterosexual pedophilia may be in
order. If gender is not a factor, the appropi late diagnosis is bl-sexual
pedophilia.

Some men who are attracted sexually to children desire not to be, and
would like to change. Under S'ich circumstances, ihelr sexual attraction to
children is said to be ego-dyi'tonic. If a nan's sexual attraction towards
children does not conflict with his conscience and personal moral
convictions, then his pedophlllc desires are said to be ego-systonlc. In
very rare instances, some mei experience erotically sadistic desires
towards children. Under such circumstances a diagnosis of sexual sadism
should also be made.

Following is a brief verbitlm
orientation can be characterized as
pedophllic. This man wbs also found, on chromosomal analysis, to have
Kllnefelter's Syndrome. Formally persons are erotically attracted to
members of the opposite sex. In Kllnefelter's Syndroml, in several ways,
it is wunclear which sex is the opposite sex.3 Kllifelter's pBtlents
manifest a VJ XXY chrorosomEl kar./otype pattern. Thus, genetically,
Kllnefelter's patients can be thought of either as males (XY) with an extra
X chromosome, or as females (XX) with an extra Y chromosome. That some
patients with Kllnefelter's syndrome experience ambiguity regarding sexual
or gender preference ot a psychologies. level is not incongruous with the
gender ambiguity manifested at the genetic level. The cements of this
homosexual pedophlllc Kllnefelter's patient give sone sense iif how tortured
and conflicted he feels by the sexual lusts ond cravings that he
experiences towards young boys.

quote from a man whose sexual
fixated, ego-lystonic, honosexual

"Wist starts a person like myself dolig what | do?
can't | be normal like everybody else?
this as a punishment or something towards re.

Why tie? Why
You know, did l'od put
I am ashamed. Why

can't | Just go out and have a good time with girls 1 feel
empty when a female is present. An older "gay" person would turn
me orr. | have thought obout suicide. | think Biter this long

period of time 1 have actually seen where 1 have an illness. It
is getting uncontrollable to the point where | can't put up rlth
it anymore. Its a sickness, | know its a ilckness, but as far os
society Is concerned you are a criminal atd should be punished.
Even if | go to Jail for 12 or 15 years, o* whatever, | am still
going to be the same when | get out."

This last statement was not meant to be defiant.

Perlin 3
Etiology or Pedophlllc Sexual feslres

How is it that sexual orientation and interests are acquired? It
appears that both life experience and constitution play a role. [l'any years
ago, Dr. John Honey reported a tragic case in which one of two genetically
identical male twins was so severely damaged at the time of circumcision
several months after birth that a total penectomy was required. ThBt child
was then reared bs a girl. The child's chromosomal pattern, of course,
remained unchanged and she has now reached her teenaged years. She has
developed breasts by virtue of having been administered estrogens and
surgically an artificial vagina has been created. According to Diamond,
however, she nevertheless experiences considerable difficulty adjusting as
a Temale, and she is in some ways ambivalent about her status.l This has
led him to conclude that although social forces can indeed play some role
in the development of gender identity and sexual orientation, this is so
only within the wvery circumscribed Ilimits set by biological heritage.
Still, at age 19 this twin raised as a female apparently feels herself to
be a women in terms of gender identity and also experiences at least some
level of sexual attraction towards aee appropriate males. Thus, although
she is a woman with an XY rather than an XX chromosomal karyotype, as a
consequence presumably of how she had been raised, she feels herself to be
a women and she finds men to be sexually appealing.

There are many additional examples showing that environment and life
experience can play at least some role in the development of gender
identity Bnd in the development of sexual orientation and interest.
Nicholas Croth and others hBve shown that many men who experience
pedophlllc erotic urges as adults were themselves sexually involved with
adults when they were children.2 Vhy sexual involvements with an adult
during childhood seems to put one ot risk or experiencing pedophlllc sexual
urges later on in life is unknown.

Biology, too, can play a role in the development of sexual orientation
and interest. In most species of birds, for example, only the male sings.
Such songs Bre ones of courtship, apparently designed to attract fenoles.
However, if a female zebra rinch is given testosterone at crucial times

during early development she too will sing.® There are numerous other
simlllar examples.

In hunans, sexual behavior Ic often a response to subjectively
experienced erotic desires ond fantasies. Although it appears that

specific sexual tastes or preferences may sometimes be modified by virtue
of early life experiences, the phenomenon of sexual desire itself s
apparently unlearned and rooted deeply in biology. Males do not have to he
taught, Tor exmple, how to attain an erection. Furthermore, Just ns is
true of language and dialect, once acquired sexual desires are not readily
modified. There is no reason to believe that it is any easier for the
fixated homosexual pedophile to lose hir. interest in children and lo become
sexually aroused by females, than it would be for the average male to lose
his interest in women and to instead begin lusting for young boy3.

It is Just ns reasonable to ask whether one might be put ot risk of
developing unconventional sexual interests such ns podophllin by virtue of
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the presence of certain biological abnormalities, as it is reasonable to
ask whether one can be put at such risk by being exposed early on in lire
to certain environmental events. Oneway of addressing this issue would be
to determine whether or not thereis an increased prevalence of biological
abnormalities of the sort thought to be related to human sexuality, amongst
a group of men who experience unconventional sexual interests.

Table 1  shows the frequency of varioussorts
abnormalities in a group of BL men, all of whom met the DSM-III diagnostic
criteria for some form of paraphilia, ("sexual deviation disorder™).J The

majority of these men were either pedophiles or exhibitionists. As
documented in Table 1, and confirmed by statistical analysis, there does
appear to be an association between certain kinds of Dbiological

abnormalities and the presence or unconventional kinds or sexual interests

such as pedophilia.

Recently, as shown in Figure |, Dr. Gary Gaffney of the Johns Hopkins
Hospital in a soon to be published study, documented an abnormal pattern of
leutinlzlng hormone (Ul) release over time in response to the intravenous
administration of a bolus of leutlnlzing-hormone-releasing-factor fUIRF) in
a group of pedophllic patients. The development of new technologies such
as posltrcn emission tomography may help document which areas or the brain
become metahnl1l cally active during sexual Brousal.® Such
also be able to determine whether the brains of men who experience
pedophlllc sexual urges differ in regional metabolism from the brains or
men who experience more conventional sexual attractions.

Assessing the  "SexOffender": The distinction between (1) dimlnished
mental capacities, (2) personality traits, and (3) sexual orientation

Sexual Involvements with children are against the law. Thus, a person
may be defined as a "sex offender"” by virtue of having behaved in a
particular way. Many such men are referred for psychiatric evaluation
following legal transgressions. However, a diagnosis such as pedophilia
cannot be made simply by considering behavior alone. Rather, for purposes
of diagnosis and for proper treatment, the physician must try to appreciate
the state or mind which contributed to the individuals behavior.

Like any behavior, sexual behavior with b child can occur for a
variety of reasons. For example, a person with schizophrenia may behove Ir.
a particular way in response to hallucinations "telling him to do so,"
whereas the alcoholic's behavior may be a reflection ol diminished
Judgement secondary to intoxication. A mentBlly retarded individual may
become Involved sexually with a child (who incident!y, may be of the some
approximate mentol age as he) because of the lock of availability of adult
partners ond the lack of capacityto fully appreciate ond understand the
wrongful nature of his actions. In none of theselnstances would a primary
diagnosis of pedophilia necessarily apply.

In  DSM-II, conditions such a pedophilia used to be considered
sub-cntegorlcs of a specific personality type (le; the so-called antisocial
personality disorder). PSM-IIl acknowledges that this is by no means
necessarily so. Diagnosing a person ns a pedophile says something about

orbiological
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the nature of his sexual desires. It says nothing whatsoever, however,
about temperment, or about traits of character such as Kkindness versus

cruelty, caring Versus uncaring, sensitive Versus insensitive,
conscientious versus :Bckilng in conscience, ond so on. Thus, a diagnosis
of pedophilia docs not necessarily mean that a person is lucking in

conscience, diminished in cognitive capabilities, or somehow
"characterologlcally flawed,” Rather, he may be a concerned person dealing
less than successfully with sexual temptations of e sort which are very
foreign to most men.

It is easy for a non-smoker to argue that any smoker could stop if he
or she really wanted to; in the case of the pregnant smoker, if not for her
own sake than surely for the sake of not damaging her unborn child. It is
easy lor a non-obese person to argue that successful dieting can be
accomplished through will power alone. Patients on kidney dialysis made
thirsty by the procedure often have great difficulty milntainlng necessary
fluid restrict; ”s even though not doing so can be life threatening to
them.? The more ‘rsty they are made by the procedure, the more
difficulty they experience in limiting fluid intake. The researchers who
documented this finding concluded that Ilimits to fluid inteke set by
physicians may not suffice because they differ from those set by the
patients own physiology. It is easy however, for a person who is not

techniquestimaysty to argue that such patients could resist the temptation to consume

excessive amounts of fluid if they really wanted to do so. Similarly, it
is easy for a person who is not tempted sexually by children to argue that
any pedophile could stop having sex with children if he really wanted to,
and would simply make up his mind to do so. V\.Tien it comes to appetites, or
drives, such os hunger, thirst, pBln, the need for sleep, or sex, however,
biological regulatory systems may exist that con cause an Individual to
experience desires to satisfy those hungers in ways that cannot Invorlobly
be successfully resisted by "will-power" alone. Persona can become so
discomforted by cravings related to such appetites that they feel compelled
to act in ways thot diminish their disconfort. Thus, in each of the above
instances, professional assistance is often required.

Professional assistance may be extremely crucial in the case of the
pedv phile because it is imperative that he atop his prior behavioral
patterns immediately, one hundred percent of the time, and forever. Though
necessary, this can nevertheless be a very formidable goel to have to
achieve. It is a goal made possibly even more difficult if the individual
in question does not believe thot sexual involvements with children ore
morBlly wrong (le; if he finds his pedophllic desires to be ego-syntonic).
It may also be more difficult to achieve, if in addition to desiring sex
with children, the individual in question is one for whom the children in
his life form the s basis for love, affection, companionship, intimacy
and other deeply rooted human i.eeds.

When a person falls deeply in love with another person, be it a child
or an adult, it becomes easy for thot person to convince himself that the
relationship is good and healthy and not harmful or wrong. orne of the
mnjor issues in trying to understand human behavior relates to where the
line should be drnwn between considering a person to he the passive product
of life experience ond constitution versus considering him by virtue of Ills
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having subjective consciousness to be &n active agent capable or
transcending prior determinant.,. Host o+ us feel a strong emotional bond
with children. Wy some men experience Intense erotic feelings in the
context of their otherwise healthy relationships with children, in a way
that is not so for most men, and why in the absence of professional
assistance it is so difficult for some such mento change is not fully
understood.

Treatment of Pedophilia

Four major modalities have been proposed for the treatment of
pedophilia. They are psychotherapy, behavior therapy, surgery and
medication. Classical psychodynamic theory assumes that all men would

ordinarily develop conventional erotic attractions towards age appropriate
partners of the opposite sex, but that this does not occur in sone
instances because unhealthy early life experiences interfere with the
normal process of psychological maturation. Therapy utilizes the process
of introspection to try to figure out what went wrong, with the expectation
that newly acquired insights will then facilitate the problem being
rectified.

It is doubtful that persons can come to fully understand the basis of
their own sexual interests through the process of introspection alone. The
average man probably cannot figure out simply by thinking BDout it, why he
prefers womer. rather than men. Similarly, it is not certain thot the
pedophile can figure out the basis of his own sexuality. Furthermore, even
if he could, knowing why one is hungry, be it for food or for children,
doesn't make one any less hungry. Nor does it make it any easier for one
to resist the ttmptatlons experienced by virtue of one's own appetites.

Finally, there is little convincing evidence showing thot the traditional
psychotherapies alone are on invariably effective means for treating
pedophilia.

Pehavlor therapies tend to be less concerned with the historical

anticedents of pedophilia than with the question of what con be done about
it. The feature common to most behavioral approaches is on attempt to
extinguish erotic feelings associated with children, while simultaneously
teaching an Individuai to become sexually oroused by formerly non-arousing
age appropriate partners.  Although in laboratory situations behavlorlsts
hove shewn that some pedophllic men no longer demonstrate physiological
evidence of sexual arousal when looking at pictures of naked children, and
that they can begin to show arousal to age appropriate stimuli, it has not
been well established that such changes invariably carry over into the
non-laboratory situation. Moat of us can appreciate how difficult it would
be to try to stop feeling the sexual attractions laat we hove experienced
as natural throughout our lives.

Two types of surgery have been proposed ns a treatment for pedophilia,
(1) stereotactic neurosurgery and (?) removal of the testes. Keurosurgri y
for this purpose is still investigational and will not be discussed here,
but its rationale hns been explored in an excellent, review nrticle by IY.
Kurt Freund.P
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Removal of the testes  (castration) has been suggested as a treatment
for pedophilia because the testes are the major source of testosterone
production in the body. There has been much confusion about castration, a
procedure which does not remove the male genitals, bt which Instead is
simply Intended to lower testosterone. Lowering testosU ine is one WBy of
lowering sexual libido. The idea of lowering testosterone in the case of
the pedophile is to try todecrease the Intensity of hla sexual cravings
for children. Some criticshave arguedthat castrating the "sex offender”
is like cutting off the hand of the thief. This is in no way so. Cutting
off the penis would be analogous to cutting off the hand of the thief.
Removal of the testes lowers testosterone, which in turn can lower the
intensity of consciously experienced erotic desires. In numan beings such
desires constitute a motivating basis for sexual behavior.

Testosterone is an extremely powerful hormone. If the testes of a
nale fall to produce adequate amounts in early embryonic life he will be
born with the external anatomical appearance of a female. Thus,
testosterone causes external anatomical masculinlzatlon of the fetus and
also produces certain changes in the endocrinological functioning of the
male brain. The marked Increase in testosterone level which occurs at the
time of puberty in males is associated with the developrent of increased
putlc and facialhair, deepening of the voice, an Increase of muscle mass,
and a marked increose in sexual libido.

In animBls, lowering testosterone by means of removing liic tcotcs
usually eventually leadsto total «ceasstlcn oT virtually all sexuel
behavior, although sometimes this may take as long as two years tc occur.®
In humans, the relationship between very low testosterone levels and low
sexual libido 1s fairly well established. This evidence comes from o
variety of sources deluding studies on hypogonadal men, data from persons
with adreno-genltal disorders, studies on drugs which lower testosterone as
a side effect, and from several well controlled studies looking at the
effects of administering testosterone in an attempt to Increase sexual
libido .9-11

In an article entitled, "Therapeutic Sex Mve Reduction" &e. Kurt
Freund reviewed dBta regarding removal of the testes in hunans as a method
of lowering testosterone.2 Several studies with long followup periods from
o variety of European and Scandinavian countries documented that lowering
testosterone in this way did Indeed frequently lower both sexual libido,
and subsequent frequencies of Improper sexual activities. In one study in

Denmork, for example, Sturup reported upon n year investigation on
castrated "sex offenders” Involving over wMm,ooc followup examinations
documenting less than a recidivism rate.12 Ficher Van Rossum, in

Holland, Klnmork and Oater in Sweden and Cornu in Switzerland

comparable findin

reported

gs as did several otber investigators. *3-15 The study in
Holland involved 73/ men with a 13% recidivism rote. The Swedish studies
with similarly low recidivism rates, evnluoted 307 men. In the Swiss study
there wos a 58% recidivism rate among 1?1 men following costrotlon
con*ranted with 5% recidivism in the non-enstrnted control group.
Followups ranged from 5 to 30 years. Bremer reported a 5% recidivism rate
in the 5 years .."lor to treatment in a group of men who showed only a 7.31
recidivism rate during the 5 years post-surgery.l’ Thus the surgical
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method of lowering testosterone did seem to enable many men to better
control their sexual behaviors. Furthermore, many of these men did not
lose the capacity to perform sexually following castration. Perhaps this
finding seems somewhat less surprising If one considers the analogy of
suppressing hunger. In being less hungry a person may feel less driven to
seek out food, thereby making dieting easier, but under such circumstances
he would not lose the Bblllty to eat.

Today it is no longer necessary to perform castration in order to
reduce testosterone levels. Rather, this can now be done pharmacologically
in a graduated way without the physical or psychological trauma of surgery.
In Europe and the Scandinavian countries cyproterone acetate has been used
for this purpose and there are several "blind" as well as non-blind studies
supporting its effectiveness,1?*12 In the United States, since IV. John
Honey first began doing so in 1967 the drug most often employed os a
pharmacological method for lowering testerone has been medroxyprogesterone
acetate (Depo-Provera). 19-23

Depo-ProverB can be injected intramuscularly once per week. There it
binds to the muscle from which it is then gradually released over the
course of several days into the blood stream. At this time the initial
starting dosage used in the Hopkins clinic has been 500 mgs 1H once per
week of the 100 mg per cc concentration. No more than 250 cc is given into
a single injection site. Major side effects have been weight gain and in
some cases hypertension. The drug, which is not feminizing, may couse an
Increased incidence of breast cancer in female beBgle dogs, and of uterine
cancer in monkeys. It has been used in over 80 countries of the world as o
female contraceptive; supported in its use for this purpose by the World
Health Organization. M studies shovilng an increased risk of cancer in
males (either humans or animals) hove been reported.

There is no doubt that Depo-Provera consistently decreases serum
testosterone levels significantly. This can be confirmed by means of a
simple blood test. Lowering testosterone con in turn lower sexual libido,
which in turn seems to enoble some men to more appropriately control their
sexual behaviors. The idea of using Depo-Provera in the cose of the
pedophile is to try to decreose the intensity or his sexual crovings,
thereby hopefully making it easier for him to successfully resist unwanted
temptations.

Most pedophiles receiving Depo-Provera also attend group counseling
sessions slmlllar to the type often used with alcoholics. Thot is, men are
expected to acknowledge being tempted to something that they realize they
must not do. They then discuss amongnt themselves strategics intended to
help enable them to resist such temptotn,ns successfully vie; whom to call,
what situations to avoid, early warning signs, and so on). The medication
is intended to make resisting such temptations somewhat easier.

What is not yet fully estobllshed regarding the use of Depo-Provera |Is
optimal dosage, which of the puropliilins will respond i.iost adequately, long
term side effects, compliance rates, and precise long term recidivism
percentages. There is little reason to believe, however, thut recidivism
rates should be any higher than those low rates documented when surgicnl
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removal of the testes was used as e method for lowering testosterone. It
is not clear why in some cases Depo-Provera fails to be of help. Like any
effective medication, Depo-Provers seems to help some men, Tolls to help
some for whom it had been considered appropriate, and for ethers should not
even be considered appropriate in the first place.

Of over 130 men treated at Hopkins over the past year for some form of
paraphilia (mostly pedophilia and exhibitionism) less than 5* have
relapsed. In addition, compliance rates have been better than dOJ, There
has been some concern about whether Depo-Provera should be given to men who
are on legal probation. If it is not an effective drug then it should not
be used at all. If it is effective as it often seems to be, then it is
difficult to see why a person should be denied the opportunity to take it
just because he is on probation, or pe-haps even incarcerated. Some
incarcerated men report that Depo-Provera frees tnem from intrusive
obsessional sexual preoccupations.

It appears then that Depo-Provera can be used to help some men help
themselves.  Some pedophiles report being, unable to successfully resist
sexual temptations through "will-power"” alone even with the assistance of
professional counseling. Such individuals should be afforded the
opportunity to see whether or not Depo-Provera confers upon them an
increased capacity for self control, thereby enabling their behavior to be
more a reflection of their intellectual desires and conscience then of
their lusts and passions.

Some critics have argued thBt paychotrcphic drugs such as Depo-Provera
may in some way be "mind controlling”. No drugs used in psychiatry are
capable of "mind control™ in the sense of being able to transform a
conservative into a liberal, a Democrat into a Republican, a Jewish person
into a Catholic, and so on. The only medico), indications Tor which
psychotrophlc drugs are used is (a) to decrease suffering (os in the case
of antidepressant medications), (b) to restore function (as in the case 06
"antipsychotic mcdicBtions"), or (c) to Increase, rother than decrease,
persons capacity to successfully exercise self-control (as in the cose or
Depo-Provera).®

Pedophlllc refers to a particular type of sexuol orientation. Py
virtue of experiencing such desires, desires that many pedophiles wish they
did not hove, professional assistance is often needed. When such men seek
help, understanding, empathy, and professional competence is required, not
stlgmati-..tion ar unenlightened scorn.
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Table 1 S

Plologlcal abnormalities In a group of 41 Consecutively Assessed
Faraphlllc Male Patients

Abnormality *Number of Patients Showing
this type of abnormality

1. Chromosomal Anomalies 7 (most common = XXY)

2. Hormone Abnormalities LH RESPFONSE TO LHRH IN PEDCPHILIA

A TestoSterone........ccevveeveieenennns (4 low) (14 high)
[ = | (high) )
Co i (2 low) (12 high) LH in nanogrout

3. Abnormality of Brain
Structure (on CT Scan) 7 PO

4, Abnormal Electrical
Activity of Brain

(on TEG) N NN
5. Abnormal Neurological aN

Examination 5

N =62
PEQ Pedophilio (7) Tine in einutes

6. "HC" Abnormalities Detected NDNi  Non-pedophihc porophiho (5)

(excludes dyslexia, schizophrenia, CONi Control (5

ond learning disorders) 100 icg. LHRH given ot Ties m 0

o ta*
*Some patients had more than one type of abnormality . p <0.05 H-te*t

Figure 1. Abnormal release of leutenlzlng hormone (LH) over time In
response to the Intraveneous Injection of a bolus of 10C
micrograms of leutenlzing hormone releasing factor (LNRF) In a
group of 7 male pedophlllc patients. The control groups
consisted of (a) 5 men with conventional sexual Interests, and
(b) 5 men with unconventional sexual interests (paraphilias)
ot'ier than pedophilia. LNRF was Injected at time zero.

e = statistically significant at the .05 level

Ped = pedophlllacs

g

= nonpedopnllic paraphllics

Con r conventional sexual Interests
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CASE PRESENTATION (VOYEURISM)’

The patieni, a while man In his early forties, en-
tered hospital in the fall of 1980 to begin treatment for
vnyeurism. Although he had experienced the urge to spy
upon naked or partially clad women as early as age 6. it
was not until his late leens Ihal this interest became a
consuming preoccupation. Since his lale teens, he had
spent at many as five or six evenings a week "peeping"
through windows al women disrobing, usually mutur-
baling himself while doing so. Never desiring further
contact with any of them, he never attempted entry
into a home, nor had he wish* ' to be observed while
watching.

The patient found voyeurism more erotically ar-
ousing than sexual intercourse with a xvfiscming pail-
ner. Voyeuristic ur;es were with him much of the lime,
and he reported frequently having to make an effort To
inhibit erection when in the presence of an attractive
female

Voyeurism, usually performed alone, but occa-
sionally with a group of other men, caused him numer-
ous problems over the years. While In college, the
+mount ol t'me consumed "peeping” caused decreased
academic pe jrmanir. and similar activities during his
second term in the Navy led to a less than honorable
discharge.

' Case discussed al Psychia.nc Grand Ruundv. Fehruj's 2
981

Reprint requests lo Dr Fred S Aerlin. Phipps JIM. The Johns
Hopkins Medical Institutions, Baltimore. Maryland i 1ACS

DeFartment ofPs'rhialry and Behavioral Sciences, The Johns Hopkins Hospital, )

His first wife committed auicide. possihlv in part
asu response to discovery of his sexual predilections His
second wife obtained a legal separation after discovering
that he had been masturbating while watching his
daughter sleeping, a behavior that troubled him a great
deal afterwards, once his sexual desires had been re-
lieved by orgasm. Although arrested twice for voyeurism,
once in 1967 and again in 1976, he had never broken the
law in any other way; he is responsibly employed; and hr
is otherwise a pleasant and conscientious person. Ade-
vout man of above average intelligence, hr had olten
prayed for "divine inspiration to help solve his problem "
In spite of compulsory court-ordered psychotherapy fol-
lowing each of his arrests, he continued experiencing
voyeuristic urges until hospitalization. Upsel about lhe
recent separation from his wife, the patient had teferred
himself for hospitalization Hr had not been ap-
prehended recently and was facing no legal charges at
the time of admission.

Family history was unremarkable except Ihal his
father was 69 years old when the patient was bom, and
during childhood the patient had been separated from
his mother for five years after she contracted tuber-
culosis. Physical examination was essenliallv normal,
but his luteinizing hormone (LID level was 9B ng/ml
(normal, 36-64).

While i 1 hospitalized the patient hegan treat
menl with weekly intramuscular infections ol SO0 mg ol
medroxyprogesterone acetate, which suppiessrd his
serum testosterone to below normal levels Foi the last
seven months hr has continued weekly inirtlions on an
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autpalient basis Since the third week of treatment he
has been reporting relief from incessant voyeuristic urges
and thoughts, along with cessation of related behaviors.
He and his wife have reunited, and he has been speaking
lo church groups and other interested organizations
about his apparent success in treatment.

DISCUSSION

According lo the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM IlI), voyeurism involves
the repetitive seeking out of situations in which an indi-
vidual observes unsuspecting women who are either
laked, in the act of disrobing, or engaging In sexual ac-
tivity (1). The act of looking ("peeping") isaccompanied
sy sexual excitement, frequently with orgasm, usually
oroduccd concurrently by masturbation, or later In re-
iponse to the memory of what was witnessed. Further
texual contact docs not occur, with the memory or act of
ooking. rather than intercourse, constituting the final
sasis for sexual gratification.

Approximately 25% of known voyeurs are married,
framztizing the desire of these men lo spy upon women
vho do not know they are being observed. Although voy-
,'uristic behavior usually begins around puberty, related
xntasies may he experienced much earlier. Untreated,
he beha- ior ft ordinarily chronic, which is not surpris-
ng since it is sexually motivated, and the sex drive does
sot cease. Factors predisposing to development of voy-
turismare unknown, with associated complications usu-
illy resulting from discovery or anest. The prevalence of
/oyeurism in the general population has not been ascer-
ained. but thus far it has been reported only in men.
/isual stimulation can be an integral part of conven-
ient! sexual activity, but in those instances optimal sex-
isl arousal does not require that the observed partner be
insutpecling, nor is observing the final desired act.

Rationale for Treatment

Voyeurism it classified as one of lhe paraphilias
sexual deviation disoiders). Other paraphilias include
sedophilia (sexual craving for children), exhibitionism,
rantvetllsm (cross dressing for erotic pleasure),
‘oo]lilia (sexual attraction towards animals), erotic
nasoo,. m. and raplophilia (paraphilic, or compulsive,
ape). Behaviors engaged in by persons manifesting one
if these syndromes can bring them into conflict with the
aw, raising the issue of whether punishment or Ireal-
nent is more appropriate Inconsidering the possibility
if treatment one must try to determine whether the be-
tavior in question was an expression of a recognizable
ind treatable psychiatric syndrome (2). Not all sex of-
enses (a legal term) are committed by persons man-
felling a sexual deviation disorder, or paraphilia (a
nedical term) Sex offenses can be committed for a vari-
-ty of reasons depending upon the stale of mind that led
he offender lo act.

Some sex offenders may be treatable even when
heir behavior Is not the manifestation of a sexual tlevia-
ton disorder, but rather the reflection of another psychi-
ilric condition For example, rape could be perpetrated
iy a deluded person out ol touch with reality, responding

to lhe auditory hallucinations of schizophrenia. In this
case, phenolhiazine medication might be helpful,
whereas lithium carbonate might aid the person re-
sponding in a sexually inappropriate manner to the
heightened erotic appetite of mania. Treatment with
intabui- and counseling might benefit the alcoholic
who becomes sexually disinhibited when intoxicated,
and education might be useful to the menially retarded
individual who must leam lo express his sexual urges
appropriately.

fncontrast lo the examples Just cited, some sexual
offenses are enacted as a response to intense and persis-
tent unconventional sexual cravings, Ihal is. secondary
to a sexual deviation disorder. Most men with conven-
tional heterosexual interests have no desire for erotic in-
timacy with a seven-year-old bov (as does the homosex-
ual pedophile), or lo expose themselves repeatedly on a
street comer (as does the exhibitionist). In addition, few
men experience an overwhelming desire lo peck in
windows—a desire sufficiently intense to lead to re-
peated risk to Job. reputation, family, and possibly en-
carceration. Thus, the belief that exhibitionists,
paraphilic rapists, pedophiles, or voyeurs are simple
"normal, self-indulgent men" with conventional sexual
interests, men who art merely mishehaving (requiring
punishment rather than treatment) seems incorrect, as
we!; s; rehibillialively ineffectual.

Diagnosis

Diagnosis of a sexual deviation syndrome can be
made by examining a person's thoughts, feelings, and
behavior. Persons with sexual deviation syndromes such
as pedophilin or voyeurism experience repealed persis-
tent fantasies about unconventional sexual activities.
The homosexual pedophile (often impotent with women),
repeatedly fantasizes about young boys, whereas the
voyeur is preoccupied with thoughts of "peeping." Ask-
ing an individual about his maslurbatory fantasies can
give a due regarding his sexual interests, because erotic
arousal and erection for lhe purpose of masturbation
may be difficult In Ihe absence of sexually stimulating
mental imagery.

Accompanying the unconventional sexual fan-
tasies experienced by persons with sexual deviations are
intense erotic cravings. These cravings lead lo a discom-
forting feeling when frustrated; a discomfort which can
be relieved temporarily if deviant fantasies arr ensrted.
Thus, the temptation to act can become difficult lo resist
Ifa person experiences a strung desire to engage in illegal
sexual involvements, there is considers ale risk he mas
get into trouble repeatedly hecause his unconventional
sexual drive keeps rtoccurring The paraphilic rapist
who craves coercive sexual activ tes may repeatedly
rape in spue of incarceration because puntshmenl does
little lo reduce his intense unconventional sexual drive
Although many men can become sexually aroused by dc
scriplions or scenes of coercive sexual acts, most do not
have the constant ruminations Ihal characterize a crav-
ing, and most do not have lo resist repeatedly the temp-
tation to rape inorder lo Slav out of trouble (froth re-
ported that although about 25% of child molesters re-
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(erred to hisclinic were “ first offenders" according to the
law, first conviction rarely constituted the first such in-
cident in the offender's life (3).

Rape, sexual involvement with children, public
exposure of genitals, and “ peeping" are behaviors, and in
and of themselves do not allow one to make Ihe diagnosis
of a sexual deviation syndrome. Men with conventional
sexual desires, for instance, may occasionally look
through awindow at a partially clad woman; an occa-
sional Incident of this sort does not make one a voyeur.
However, when such behaviors are a reflection of ongo-
ing sexual preoccupations and cravings lo act repeatedly
in those ways, a diagnosis of paraphilia can be made.
Karl Jaspers described deviant sexual cravings as intol-
erable stales, similar to addictions, that demand action
inorder lo be alleviated (4).

Individual paraphilic syndromes tend lo be rela-
tively stable, Just as is conventional heterosexuality.
Voyeurs do not become transformed into pedophiles,
transvestites or exhibitionists. Sexual behavior seems lo
be a relatively stereotyped response to one's erotic inter-
ests, and these appear to be relatively stable throughout
an individual'll adulthood.

Typet of Treatment

Conventional heterosexuality can be concep-
tualized at a syndrome, comprising erotic thoughts,
feelings, and associated behaviors, Just as is exhibi-
tionism or voyeurism. Thus, ure of lhe term “treat-
ment" involves making a value judgment. Some (e.g.,
NAMBLR—The National Asaocintlon for Man.Boy Love
Relationships) hase argued that sexual involvement with
children causes no harm, and should not be considered
tick or bad Most persot.s Inour culture disagree Those
who do use the term "treatment” Peel that it should be-
come aconsideration when one's sexual behaviors com-
promise lhe rights of well-being of others. Four general
ty]>ei of treatment have been proposed: psychotherapy,
behavior therapy, surgery and medication.

Psychodynamic therapies usually assume that
sexually deviant behaviors ore the result of unconscious
conflicts, and Ihal "uncovering" these conflicts allows a
person to better understand himsell. However, it seems
doubtful whether persons con really come to fully under-
stand lire basis of ihcir own sexual Interests. EichrrJor
example, discovered that feelings of gender identity may
be related to the presence or absence of H-Y antigen (5)
In addition, undemanding the etiology of one's sexual
urges doesn't neceusarily change them. There is little
evidence Ihal traditional psychotherapist are consis-
tently effective in treating paraphilic syndromes.

Behavior therapies air leu concerned with the his.
lorical antecedents of unconventional sexual behaviors
than with Ihe question of what can be done about them.
Avariety of techniques have been allempird. Acommon
feature involves efforts in diminish Ihe appeal ol previ-
ously erotic deviant stimuli (such as children), while al
Ihe tame lime leaching an individual lo become sexually
aroused by a more appropriate partner, or sexually
talisfled In a more appropriate way This I* >Il~crly a
fni mutable task, analogous lo trying lo leach a mi iwith

”m

conventional heterosexual interests to hecome erotically
attracted lo boys. Most of the literature on behavioral
treatment of sexual deviation consists of anecdotal case
reports without proper controls. However, Marks was
able to document good resultsat Iwo-yrar follow-up with
behavioral treatment of transvestites (men who dress in
women's clothing for erotic pleasure), but hr obtained
poor results using the very same behavirral technique
with transsexuals (men who feel themselves lobe women
trapped inthe body of the wrong sex) (6). Arecent review
by Blair and Lanyon suggests that exhibitionism may
sometimes respond wrll to a behavioral approach (7).

Two types of surgery, neurosurgery and orchidec-
tomy, have been used lo treat paraphiliacs, often when
violent physical assault has been a significant compo-
nent of Ihe sexual syndrome. A recent article by Freund
reviewed lhe literature dealing with the effects of such
surgery on animals and humans (8). For humans under-
going neurosurgery lo try lo decrease deviant sexual de
tires the population size it loo small lo allow generaliza-
tion of results, but in nnimals specific brain areas seem lo
lie Important contributors to sexual behavior. While
castration is an unacceptable form of treatment in the
United Slates, its use as an option to incarceration in
other countries dramatically decreased the recidivism
rate of deviant sexual acts (though not to zero), some-
times without causing total impotence (9).

Two medications used to treat sexual deviations
are cyprolerone acetate, which is unavailable in this
country, and medroxyprogesteronr acetate. Both de-
crease levelsof serum testoilerone. The intent is lo try to
decrease the intensity and frequency of sexual fantasies
and preoccupations, making self-control easier Neither
drug acts specifically on deviant urges, but rather each
appears lo be a suppressant of sexual desire in general
Counseling isordinarily giv¥n in conjunction with medi-
cation lo help the patient cope with difficulties resulting
from his deviant sexual needs.

Associated Biological and Characttrological
Pathologies: Questions of Etiology

Coy and McEwen, at a conference at The Mas-
sachusetts Institute of Technology, suggested Ihal
biological factors may contribute more than prcviouslv
recognized lo human sexual behavior (I1) Recently, an
entire issue of SCIENCe (Vol. 211, No 4488) addressed this
topic, as well as related Issues. Bioluglcal fsctots in
animals significantly influence sexually related ac-
tivities. In some species of birds, normally only males
sing, but if a female zebra finch that has been ad
ministered estradiol while just an embryo Is given an.
drogcn hormones as an adult, she will do so also, and
will have an Increased number of cells in the nucleus
robutlus arvhitlniilalis and other brain arras (12) Slir
will also display distinctly male courtship behavlui
Adult Irmalr ratswho weir exposed lo testosterone at a vjie
cific lime litulmt will show sexual ntiainling behavior Ihal
normally predominates Inmale rats(13) Inhumans, there is
evldrner that some women initiate sexual adlvllv most
often during the ovulaloty period of The mrnslrual cvi le
(14) Because sesual behavior is so inliinalrlv trialed lo
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biology and species preservation, as well as lo
psychological and experiential factors, it is reasonable to
look fororganic pathologies in men experiencing uncon-
ventional sexual cravings.

Table 1 lists associated pathologies found In a
group of 22 consecutively assessed paraphilic patients.
Most were referred to Hopkins by their attorneys, or by
the courts, though a few were self-referred. Eighteen of
the twenty-two evidenced a variety of abnormalities that
included structural brain damage, elevated testosterone
levels, genetic anomalies, seizure disorders, and pitu-
itary hormone dysfunctions. Asa safeguard against selec-
tion bias, appropriate control group data are needed for
comparison purposes, especially regarding the variance
of testosterone levels in "normal™ men. "Normal” labo-
ratory values of testosterone are hased on small sample
sizes, and conceivably could be in error. However, it it
dear that many sex offenders seen here at Hopkins have
evidenced significant organic pathology. This finding
makes plausible lhe hypothesis that biological vul-

nerabilities in some individuals may predispose them to
develop unconventional sexual desires (15). As the data pre-
sented are preliminary this it only a hypothesis, and
further research it planned. j

Factors contributing lo the development of nor-
mal. at well as unconventional, sexual desires are poorly
understood. In addition to the possible role of biogenic
elements, there it evidence that particular sorts of early
life experiences (e.g., being a victimof child abuse), may
also sometimes be relevant (16). Many pedophiles have
been sexually molested themselves at children (3). ;

Expression of sexual desire can be influenced by f
many aspects of a person's character. Thus, whether af
pedophile is physically assaultive toward children mayl
depend not only upon hit sexual feelings, but alto uponl
whether he it assaultive in general. There is no evidence]
that persons with deviant sexual cravings are more as]
aaullive (except for paraphilic sadists and rapists) thanl
persons with me re conventional orientations. Astudy in]
Detroit of over 1,252 sex offenses against children, for]

TABLE |

Associated Findings in 22 Consecutively Referred Male Patients with Sexual Disorders

Patiem Diagnosis Associated Findings
1 Exhibitionism Elevated testosterone. History of head Injury In auto accident, gram
» 912 ng/m mat seizures
2 Homosexual pedophilia 905 ng/m
3 Heterosexual pedophilia 126) ng/ml Mild vrntrlculomegaly. Cortical altophy most pto
nounced Inarea of right aylvian fissure 24 hou
. urine pregnanelriol * ) 1 ng
4 Raplophllia . 916 ng/m Grand mal seizures
3 Homosexual pedophilia 12)0 ng/m
6 Ilypet sexuality 660 ng/m Family history of adrenogenital syndrome
7 Voyeurism o Elevated LH 96 ng/ml
8 Homosexual pedophilia 77 ng/m Generalised muscular hypotonia
9 Homosexual pedophilia Grand mal aelrures, recurrent alow della wave
. and sharp activity over frontal anterior region
_ Conical atrophy (on (more pronounced on right)
10 Hypersexuality - CAT scan, secondary lo Cortical blindness, mild menial retardation |
Il Homosexual pedophilia nuto accident) Cortical blindness !
12 lletrroaexusl pedophilia Visual spatial defects Right aided partial heml
paresis of upper extremity with spasm
13 Homosexual pedophilia Dyslexia
14 Homosexual pedophilia Dyslexia o Childhood lisp requiring speech therapy
13 Homosexual pedophilia Childhood learning disorder Strabismus
16 Homosexual pedophilia Kleinfelter'x syndrome 9016 mosaic (previously undiagnosedl FlevaleJ
FSll and LH 1
17 Sexual sadism Itasal ganglion dysfunction Oculomotor abnormality Gall disturbance v
18 Homosexual pedophilia Schist phrenia
19 Homosexual pedophilia
20 \Voyeurism No abnormalities
2 Voyeurism delected
2 Homosexual pedophilia

Irxiocicrunc wai considered elevated il blixxl itrelt wtir more ihsn JelamlIsnl deviations shore lire mean Imran * 575 « 'l
SPI Qiilinantt | VA ol men would be expected lo litre such an elevation, in ihlt sample J7V ‘ft ol JII had elrvalinm Notmal 7*

hour Mhe plejUanetnol « <25n]|
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example, found that the great majority did not mult In
physical injury (3). Although outdated psychiatric clas-
sification schemes listed seiual deviation as a form of
toclopathy, persons with unconventional actual desires
may chow no other evidence of antisocial character
traits.

Pharmacological Treatment With
Medroxyprogesterone Acetate

Medroxyprogesterone acetate can be Injected in-
tramuscularly. usually weekly, frequently at an initial
dosage of 500 mg. It is then slowly absorbed into Ihe
blood stream and carried lo receptor sites, reducing cir-
culating levels of testosterone by decreasing testicular
output. It does not appear lo affect testosterone produc-
tion by the adrenal gland, but does prevent lhe compen-
satory elevation of follicle-stimulating hormone (FSH)
and LH ordinarily expected as a response to decreased
testicular output. Dosage can be titrated to obviate total
impotence, and the medication is not feminising. Major
side effects are weight gain and mild lethargy, but cold
sweats, nightmares, myalgia, dyspnea, hyperglycemia,
atospen.'.la, hypertension, and breast cancer (in dogs)
have all been KTorled. Most effects seem fully reversible
when medication is discontinued, although long-term
follow-up in excess of ten years has nru yet heen possible.
The 100 mg/ml concentration has prcaler bioavailability
and is less painful than the 400 mg/ml solution. No more
than 250 mg should be administered into a single injec-
tion site.

A number of carefully documented studies con-
ducted by Dr. John Money suggest that administration of
this drug decreases the frequency of erotic Imagery and
the Intensity of erotic cravings, as well as the frequency
of erection and masturbation (17). Following treatment,
a number of paraphilic patients have stopped deviant
behavior entirely, reporting relief from pressure to enact
troublesome sexual urges, while still maintaining the ca-
pacity for intercourse.

Table Il summarises changes in sexual behavior In
70 chronic paraphilic patients treated with medroxypro-
gesterone acetate. These data suggest that the drug can
be helpful in a high proportion of cases, provided lhe
patient it compliant in taking it. Compliance may de-
pend partially upon the nature and intensity of the de-_
vlanl cravings themselves, and alto upon other aspects of *
aperson's character and behavior such at hit tendency to
abuse alcohol, his capacity lo form affectionate relation-
ships, his temperament, and hit attitude about treat-
ment. Certain syndromes such at pedophilia may be
more or lest difficult to treat than others such as
exhlblitonltm

V-hen patients stop taking the medication, 'heir
hunger for deviant sexual activities seems lo return, put-
ting them al risk of again engaging in behaviors which
satisfy that hunger Thus, the treatment seems to work
by suppressing sexual appetite, rather than by acting at a
temporary catalyst until psychological counseling can
become effective. Although psychological counseling
may not diminish erotic cravings, some patients rrporl
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that it does help them in their efforts lo establish a more
appropriate sexual pattern. Brief psychiatric hospitalisa-
tion for three or four weeks at the beginning of treatm:nt
may aid subsequent compliance.

Future Research

Medroxyprogesterone acetate has not yet been
subjected to a double-blind clinical trial. This shoulc be
done, possibly using intramuscular injections of
fluphenazine decanoate (a .Dedication with similar -,ide
effects that does not reduce testosterone) as a phar-
macologically active control. This should provide addi-
tional information regarding the effects of testosterone
levels uprn sexual feelings and thoughts.

Further advances toward understanding the re-
lationship between biolo, y and sexual experience sho jld
come about as a result of development of Ihe p;»ilion
emission scanner (PET scanner). Rather than s<iowing
brain structure, this device provides a picture whi'h
varies in color depending upon the rate of metabolic ac-
tivity in vaiiout brain areas. It will be informative 19
learn what regions of the brain are metabolkally active
during sexual arousal; whether these areas differ in per
sons experiencing unconventional sexual desires; and
what the effects of treatment with medroxyprogesterone
acetate are upon brain activity.

Only by learning more about what motivates "sex
offenders” will It be possible lo find out how to prevent
voyeurism and other improper sexual acts. Present ap-
proaches. Including Incarceration, have not proven
helpful, and it is important to meet the need Ihal exists
within the community to deal effectively with these
kinds of problems. It is hoped that the Hopkins program
for studying and treating these conditions will continue
lo prove useful. Treating such patients can present dil-
ficulitcs because of stigma and prejudice sometimes di-
reeled toward persons and Institutions doing so. but it is
clear Ihal many of these people, such as the patient under
discussion, legitimately need and deserve help. More
than 50 centers In the United States treat such pa-
tients (11).

Medicolegal Issues

The topic 0l sexual deviation and Its treatment
raises anumber of medicolegal and ethical concerns. Ina
recent editorial in The American Journal of Psychiatry
Seymour Hsllcck questioned whether a person facing in-
carceration can provide truly voluntary conaem lo re-
ceive treatment, krsowlng that refusal will lead lo Im-
prisonment (19). Admittedly, such decisions can be difficult
However, a person does not lose the capacity lo choose
Just because a decision is difficult. Cancer patients
sometimes have to choose between taking unpleasant
chemical agents or dying Furthermore, there Is legal
precedent for requiring Individuals lo take medication
(e g., measles vaccine), when not doing so threatens the
well-being of others Were persons incarcerated, or fac-
ing Incarceration, to be denied access lo anliandiogentc
medications, based upon the idea Ihal they aie incapable
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TABLE 1l

Changes in Sexually Deviant Behaviors in 20 Chronic Paraphilic Male Patients Treated
With Medroxyprogesterone Acetate*

Average frequency of Lerg?th Occurrence Ot Deviant Behaviors
o seaually devianl behaviors drug During Alter
Palieni Diagnosis before treatment’ treatment! Ireatment treatment
1 Homosexual pedophilia once/week Syears. 9 months  None No relapse
2 Homosexual pedophilia twice/month 1 year None Relapsed
1 known anrsl
3 Heterosexual exhibitionism 2 limes/week 10 months None Relaps'd
4 Homosexual masochism 4 limes/week 3months None Relapsed
S Bisexual pedophilia 2 timet/week 3 months None Relapsed
6  Transvestism 7 times/week 1 year. 4 months ~ None Relapsed
homosexual incest 2 known incidents
7 Heterosexual sadism once every 2 weeks for  3yeszw 5Smonths  None Still in treatment
25 years
3 Homosexual pedophilia 2 limes/week 10 months Nr-* Relapsed
6 arrests In6 yean
9  Homosexual pedophilia Once every 2 months 2yean None Still In treatment
4arrests Inb years
10 Homosexual pedophilia once/week 3years. 9months  Relapsed Treatment contmu
14 arrests In 29 years
1l Homosexual pedophilia 2 times/week 4years. 2months  None Still in treatment
7 known armts
12 Voyeurism 2 times/week (pedophilia) ~ 5yean. 3months  None Relapsed
heterosexual pedophilia 5-0 arrests
13 Homosexual pedophilia 2 times/week since age 10 5yean. 9 months  None No relaps'
14 Homosexual pedophilia once/month numerous ar-  3yean. 0 months  Relapsed Treatment contmu
rests. 4 convictions. 4 pa-
role violations
IS Homosexual pedophilia, ~ probably several Inci*  3yean. 9months None No relapse
exhibitionism dents/year
16 Homosexual pedophilia ooce/wrek 1 year. | month  None Relapsed
17 Heterosexual voyeurism  once/month 1 year Relapsed (while  Treatment continui
intoxicated) tin prison
10 Heterosexual 5times/day since age Il 2yean. 2months  None Relapsed
exhibitionism numerous arrests
19 Heterosexual 2 times/week 2years. 1 month  None Relajnrd
exhibitionism
20 Heterosexual 4 times/week 2yean. Jmonths  None Still in treatment J
exhibitionism binges of 20/day

Adapted from Reference 10

* Deviant behavior was contldcird lo have occurred If the patient svss accused of having It. or admitted to it, evrn Ii Il did

:onie to llse attention Ot the law
' Dated on institutional records and patients' statements

I Patients who stopped medication did so against advice. except in lhe cases Ot patients ISand 13

if voluntary consent, it Is likely that civil libertarians
aould protest Itcan be argued that administering medi-
niton to a willing convicted person (even as part of an
pvestigative study, provided it may directly benefit him)
s very different from using him lo study the effects ol
sdrug (e g., rabies vaccine) unrelated to his potential
Krseflt.

Another n.edicolrgal issue raised in considering
he matter of sexual deviation relates lo the concept of
free will," a concept whose meaning has been pondered
t) philosophers fot centuries Society, through its laws,
#eeds to hold individuals accountable for their own be-
tsvinr .Some persons arc- able Incontrol their sexual be-
tavtor without lielp, bill persons are likely to differ in the
niensity and quality uf their erotic desires. Many

paraphilic men, prior to treatment with medication, rl
port that their desires are so intense Ihal they are unahl
lo resist temptation successfully. Many of the tame incf
report that their desires become sufficiently dimintshtj
while taking medication lhal they are able lo slop d]
vlant activity (and they do). Some slate that while lakttf
medication they fee! for Ihe first time that thev havel
choice about whether or not to ad There ate other pvl
chiahic syndromes as well leg., compulsive handwavf
ing) in which, prior to treatment, persons seem to 1*J
the capacity lo slop certain hehaviors on their own Si<]
dala clearly present difficult legal end ethical dllrmma<f

Tlte psychiatric lilcralttir is somrlinies inislradiil
in guidi.-g the law about the top.c ol sexual tlrvialiul
Many psychiatric teals, for example, stair Ihal rape I
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not a sexually motivated crime, bul rather an act of
cnger and hostility directed toward women. While it is
true that some rapist> have hostile motives, and that
some suffer from sexur.l dysfunctions such as premature
ejaculation, the motivation lo rape can he sexual rather
than hostile. Furthermore, to argue that rape is not at
least partially a sexually motivated act makes little sense
when a man has obtained an erection and forces Inter-
course. The following verbatim excerpts from letters
written by a convicted paraphilic rapist document that
rape is sometimes very much a sexually motivated act
(which It not to suggest that rape is nonassaultive).

Sir. 1'am 12 years old and in the penitentiary for
several rapes. All my life I've felt | wasn't normal ...
beta* the tea maniac I've been ... messed up in aexual
thought and behavior for God only knows how long. Since
I was 4or Syears old, sea has hent 90% of my thoughts
After | was married | would have sea with my wife every
night, then I would go masturbate. Sea was all | could
think of The rapes started when | |saw] a naked woman
through a window. Since that time It's been 1 or 10.
maybe more. The only way lo stop the thoughts was lo
have sex or ejaculate. Sometimes | masturbated. After
(each rape) | felt ashamed." tried lo slop and could for a
month or longer, but ended up doing Itagain.Itwas as If |
was being driven. 1 know it idoesn't Jsound trueor logical,
but al a certain point. I could not control myself. The
Important thing to me now Is getting relief from sexual
thoughts. My wile said Icould have come to her with this
How could Itell a woman 1 have something this bad ? She
raver denied me ses. When | was arretted. 1was so glsd it
was finally over. The only ihlngt against the law I've ever
done it because of set. I don't like lo hurt people. Some
people have told me I'm just m dirty person, and | did
those things because | wanted lo and enjoyed It. This is
not true Maybe 1did want to ina way, subconsciously or
something. But 1 did not enjoy being Ihal kind of a person.
I have cried and hated myself At a certain point under-
slanding falls me. I can't comprehend What makes a per-
ron want lo do these things?

Summary

Sexual deviation syndromes (pnraphlllaa) are
diagnotable psychiatric syndromes manifested by I)
recurrent persistent deviant fantaaies, 2) Intense erotic
cravings that are noxious when frustrated, and 3) relatively
stereotyped behaviors Inthe sense that <xhlbitkmlsls ex-
pose themselves, whereas voyeurs "peep.” These ayTl-
dromes follow a predictable course, often respond lo
biological treatments, and may Have associated organic
pathologies, bul their etiologies are poorly understood.
Sexual offenses, as defined legally, mny or may not be
perpetrated by persons with one of these syndromes.
When offendInn behavior ia related lo such a syndrome,
medroxyprofeilrrone acetate may be helpful, provided
Ihe pallenl Is compliant. Il Is not known whether this
eradication can help when such behavior it unrelated to
devianl sexual cravings, as when rane Is committed in
response lo an]jer and hostility—something which may
occur more rarely than many psychiatric texts suggest.
Legal demands for justice and safety at well as medical
concerns for understanding care must both be consid-
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ered, because each is Important. When a person seeks
help, as did the patient presented, his difficulties should
be appreciated rather than scorned as perversions.
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THE BIOSEXUAL PSYCHOHORMONAL CLINIC
EVALUATION SERVICES

Before a patient can be accepted into the treatment program of the Biosexual
Psychohormonal Clinic an evaluation appointment is necessary.

Evaluations before possible admission into the pro%ram are performed through
the outpatient services, Meyer Building, of the Johns Hopkins Hospital.
Appointments are made through Ms. Maggie Rider, (301) 955-6292. The service
is ordinarily performed onI?/ on Wednesday mornings beginning at 8:30 a.m .,
and v/ill generally be completed by noon.

The cost of this visit is currently $160 for the evaluation, Blus $170 for
lab fees (blood will be drawn and a number of lab tests will be performed).
Payment is expected at the time of the visit. However, insurance may cover
part or all of the fees. You will be expected to file a claim for reimburse-
ment. Medical Assistance is accepted. However, if your Medical Assistance
originates from another state we w ill need prior confirmation that your heme
state will over our costs. When a service is not available in one state but
Is available in another the heme statu will frequently allow this cost to be
paid frcm their funds. Should you have major medical insurance coverage
please oe sure to bring the necessary forms at the time of the appointment.
Jf document xI financial need can be provided sometimes tdeferred payment plan
can be arranged. A deposit is required to hold an appointment date.

Inpatient evaluations are often done for those patients who reside outside ehe
state of Maryland. This type of evaluation consists of an in hospital stay of
approximately three to four veeks. Treatment plans are formulated and begun
during this time, as well as plans tor continuing care after discharge, based
on the individual needs and circumstances,,

In sane cases emergency evaluations can be arranged, performed on an outpatient
basis. Costs are based on the time spent with a physician, plus the lab fees.
An approximate fee would be in the vicinity of $200, plus the $120 lab fee.

Currently the waiting time before being seen for these services is approximately:
for outpatient evaluation, for inpatient evaluation, and
for emergency evaluation.
Below is a suggested reading list of references fran the medical journals regard-
ing the treatment of sexual disorders. On request (there is acharge 0f$10) we
will supply reprints of the articles by Dr. Berlin).

Berlin, FS and C vie, GS: Sexual Deviation Syndromes, Johns Hopkiis Medical
Journal, 149, lly-125 (1981).

Berlin, FS and Meineckc, CF: Treatment of sex offenders with antiandro?.enjc
medication: Conceptualization, review of treatment modalities, and preliminary
findings. American Journal of Psychiatry 138:601-607, 1981,

Berlin, FS: Sex Offenders: A Bianixlical Perspective and a StatusReport on
Biomedical Treatment, in "The Sexual Aggressor.  Cur.jnt Perspectives on Treat-
ment", Greer, JG and Stuart, IR, eds. Van Nostrand Reinhold Co., New York 1983.

Freund, K: Therapeutic sex drive reduction. Acta Psychiatrica Scandinavica, 62,
suppl. 287, 1-39, 1980.



THE BIOSEXUAL PSYCHOHORMONAL CLINIC EVALUATION SERVICES

Request for Services Information Sheet
NAME

PHONE (work) (heme)

DATE OF BIRTH SS.4

FATHER'S NAME

EDUCATIONAL LEVEL

NAMES AND ADDRESSES (If appropriate)
ATTORNEY]

THE JOHNS HOPKINS HOSPITAL
BALTIMORE, MARYLAND

MARITAL STATUS

MOTHER'S MAIDEN NAME_
MEDICATIONS

PHONE._

PAROLE OFFICER:

PSYCHIATRIST (or mental health professional):

FAMILY PHYSICIAN

PHONE

PHONE
PHONF._

WHO REFERRED YOU 10 THIS PROGRAM?
REASON YOU WANT TO BI SEEN HERE

(Name specific behavior)
INSURANCE COMPANY -

POLICY NUMBER:
DO YOU WIS'i AN APPOINTMENT FOR ~ OUTPATIENT EVALUATION,

INPATIENT EVALUATION, OR

EMERGENCY APPOINTMENT (see other side of sheet for expected time of appointment)

A copy of your legal history and current charges must be forwarded to us in advance of

your appointment. (If app

icable) Your appointment may be cancelled if not received.

Additionally, a report fran any psychiatrist or mental health professional who may have
treated you in the past is required. You will need to provide a release of information
to the appropriate person in order for than to forward this background to us. Please

have the materials sent to the address helow.

All of the information received is held in strictest confidence. It will be used to
give the examiner as full a picture as possible ahead of time about what has taken

place in your life before caning to us.

An appointment w ill be sent to you at the address listed above unless you indicate

otherwise.

Please return this sheet to:

Ms. Maggie Rider, Appointments Secretary
Meyer Building, 4-181

Johns Hopkins Hospital

600 North Whlfe Street

Baltimore, Miryland 21205

Mail this sheet back as soon as possible.
Psychiatric and legal history may lie
forwarded under separate cover, along
with a deposit of $50.

FEE SCHEDULE

CLINIC EVALUATION $160

LAB - BLOOD WORK 135
CONSULTATIONS 90 (per hour)
RE-EVALUATION 15

GROUP THERAPY SESSION 65
DEPO-PROVERA INJECTION ~ 27.50 (only)
(Fees are subject to change. Please
inquire. Deferred payment plans
consdlo;ered with documented financial
need.
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Treatment of Sex Offenders with Antiandrogenic Medication:
Conceptualization, Review of Treatment Modalities, and

Preliminary Findings

BY FRED S. BERLIN. MD. PH.D.. AND CARL F. MEINECKE

Sexual deviation disorders, or paraphilias, are
diagnosable psychiatric syndromes manifested by 1)
recurrentfantasies about deviant sex, 2) intense
associated cravings, and J) stereotypic behavioral
responses. Pedophiles siek out children in response
to their erotic thoughts and urges, whereas
exhibitionists expose themselves. ParaphUiac
syndromes ordinarilyfollow a chronic course and
may be associated tviili biological pathology, but
etiological factors are poorly understood. Treatment
becomes a consideration when the well-being or
rights of others are compromised. Proposea

- treatments have included  vchotherapy, behavior
therapy, surgery, or.4 medicattii.
Medroxyprogesterone acetate, which reduces
testosterone, may diminish sexual preoccupation ond
urys, making self-control easier.

xual deviation disorders, or paraphilias, in-

official psychiatric nomenclature. However, persons
who manifest the behaviors characteristic of these
syndromes often come into conflict with society,
which considers them criminal offenders. This paper
examines the rationale for treating these conditions
medically rather than punitively and reviews the treat-
ments available, especially use of the antiandrogenic
agent medroxyprogesterone acetate (Dcpo-Irovera).
It also alludes bhiicily to some of lhe medicolegal
implications of provn, ,ig treatment. Rather than de-
tailing d.i'a Irom any single study, this paper will
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present an overview of relevant issues plus some case
reports and preliminary findings.

DIAGNOSIS OF A PARAPHILIAC SYNDROME

One way of arriving al a di»-,.. sis is to appreciate
lhe presence of a syndrome, whit.. is a cluster of
features Ihal appear together consistently. Historical-
ly, it has proven helpful to identify and label such
syndromes. Mania, for example, can be diagnosed by
recognizing a syndrome that includes delusions of
grandeur, sustained mood change, hyperactivity, and
prolonged insomnia. Disease syndromes such as these
tend to follow a relatively predictable course and often
respond in a predictable way to lieatment.

According to DSM-III. a diagnosis of paraphilia can
be made by identifying such ¢ syndrome. This is done
by examining a person's cognitive, emotional, and
behavioral state. Cognitive examination reveals recur-
rent persistent fantasies about deviant sex. Examina-

typed sexual activity because erotic pleasure is
mired only when deviant fantasies are enacted y..e-
ciscly. The exhibitionist, therefore, exposes himself in
response lo his fantasies and urges on repeated occa-
sions. often in a stereotypic manner. The pedophile,
frequently impotent in adult sexual relationships,
seeks out young children, sometimes of a particular
age. sex. and appearance, in keeping with his fanta-
sies. One would not ordinarily expect a pedophile to
develop some other parnphili.’c syndrome, such as
exhibitionism or criMic sadism, any moic than one
would expect an adult with conventional heterosexual
desires to suddenly begin fantasizing about and seek-
ing out young children. The expression of deviant
sexual desires can he modified depending on the
rharacter trails of the individual experiencing them
tjraphilijc syndromes typically manifest themselves
initially al puberty and follow a chronic course that
may. however, be altered hy treatment At present
their etiology is unknown, although certain type of
early life experiences arc thought to he possible con
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TABLE |
Aitocultd Findings in 17 Constcutivclj Rclmtd Mile Patients with Stiuil Disordeti

Patkni' Sclu.d Disorder

1 Sexual xadum .

Homosexual pedophilia

J Homovexual pedophilia

. ronounced on nght side)

Homosexual pedophilia
Hypcrxexuality

Voyeurum -

Homosexual pedophilia

—~oo s

Axvocuted Finding*

Qculomotor ahnormaliu sufpestixe of haul fanplton disfunction; unexplained pail dMurharu.e
D)»lexia; childnood lixp re umng xpeech therapy

Cortical atrophy |hi>tor> of hea

recurrent ﬁms of slow d-Ita waves and sharp ac

injury secondarr_ to automobile accident); Brand mal *eifure*;
ivity over frontal anterior brain region* (more

0 associated abnormalities detecied — - ]
Family history of adrenofenital syndrome: elevated lestoMerone UWI np ItM mil*
No associated abnormalities detected ]
Klincfelter s syndrome tprevkHixl> undupnosedl; XXY present in «#)r; of cell*; delated FSH and

LH. decreased testosterone; XXY pcnotipe

f Homosexual pedophilia
? Heterosexual pedophilia
10 Homosexual pedophilia
1 Exhibitiomim

Schtxophrema

monthds:rﬁrand mal tenures
12 Heterosexual pedophilia  Brain da

extremity with spa>m

1) Homosexual pedophilia
14 Heterosexual pedophilia
15 Heterosexual pedophilia

Strabismus; childhood learning disorder toripmally misclassihed as mental reiardatiunl

No assoclated abnormalities delected L ) .
Elevated testosterone t912 n|/IUO mil: head injury' in automobile uccideni. comatose several

ape secondary to automobile accident at ape four: nphl-sidcd partial hemiparesis of upper

Elevated testosterone (905 np-100 mil ) ] )
Near total blindness secondary to brain damape in an automohile accident
Elevated testosterone 11263 np 100 m|) ftrer )
most pronounced in area of Ihe right sylvian fissure iby CT scan

mild_ftrerali/ed senirtculome]paly| an{j gorztlicrf]il atrophy
, Elevated 21-hour urine

B Efepnaneirtol fJ.] mg: normut<2.5 mpt . .
Homosexual pedophilia levated LH (77 npml. normal ranpe is 34 to 64’); penerati/ed muscular hypotonia

14
17 Paraphiliac rape
il J « |%UMNat th%‘: V%fl J

*Tcnowctor(]e Was conw
* 1o eipecied to tol« sochane
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tributory factors in some instances. The eliolugy of
erotic desires and fantasies that influence conventional
heterosexual behavior. »s well as knowledge about
what makes a stimulus sexually appealing, is also
poorly understood.

In addition lo the triad of cognitive, emotional, and
behavioral findings, physical and laboratory examina-
tions may reveal associated organic pathologies. Pre-
liminary data from our center suggesl that there may
be an unusually high frequency of genetic, hormonal,
or neurological anomalies (see table 1). It may be Ihal
biological vulnerabilities in some individuals prcdis-
po>c them to develop unconventional sexual desires
(I). However. lhis hypothesis requires further confir-
mation hy comparison with a contiol population.

Diagnosis of a paraphiliac syndrome cannot be made
on the basis of sexual behavior alone because similar
behaviors can occur lor u variety of reasons. Fm
example, rape could he commuted in response u*
rcciiricni urges and fantasies about having coercive
sex: in xuvh eases the diagnosis ci paraphilia would he
uppropiialc. However, rape could also be initialed by
a hallucinating person in response to voices lolling bun
lo do so. hy a menlalls relarded person with conven-
tional r.nhcr than deviant sexual dcsiics who "shx’sn i
know anx belter." or hy a hostile, angry individual »
huiii'h.ue a woman Such dillerenti.il di.iy.-oxi. is no
poil.ml because treatment may he dilloienl Pl a
hjtluonaling. rcl.uded or impulsive angry poison
than it is lor a paraphiliac. Not all sex ollensOs la legal

Elevated testosterone (Vtb ng IUO ml): grand mal

an 2 \Uiwyj

t 1
the men | u(]

{insMy, akomee Ig n’*
j(u)a)ﬁlﬁcJ»K)§i0M0n .

lerures
< John* Hopk'hns ik&cvm in Blitmunc
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lerm) are committed by persons manifesting a sexual |
deviation disorder or paraphilia la medical term).

METHODS FOR i KEATING PARAPHILIAC PATIENTS

Our review of the relevant literature revealed ovcr|
230 references pertaining lo treatment of sexual devi-
ations. In addition lo the medication therapies, psy-
chodynamic therapy, behavior modification, and sur-
gery have been tried.

Psychodynamic theory generally assumes that scsu-
ally deviant behaviors occur because of unicsolxcdl
unconscious conflicts, und treatment is directed all
uncovering such conflicts 12-H. To our knowledge)
there have been no wcll-cuntrollcd clinical trials tol
demonstrate Ihal tiny of the indisido.il or group py«T
rhodyn.inuc methods result in sustained beh.nioialj
change in these conditions, mid achieving insight intii
how they may have developed does not ncccssaiilyl
alter them. In point of fact, most of os have huhf
umlcist.imling about why particular things mouse W
sexually (3. h) The cutises ol sexual erasings ate
probably miillit.ivTon.il and me utlcn unknown lasheii
and assoei.iles (7). lor example, have shown lhal
feelings ol gender uleniny m some transsexuals nuwT
he correlated wiiti die picsenss* or ahsenee ol H\|
antigen

llehavior therapists tire nllen less coneeined wall
Ihe antecedent causes of unvoiivenlion.il sexual bel
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Jiaiiur ih.in \vilh what can be done uhoul it (%4111, A
number ol techniques, including hypnosis and bioiced-
back, fuse been advocated. Usually the principle is to
try to make an unacceptable erotic stimulus less
appealin’: while ihe person is trained to become sexu-
ally aroused by u formerly neutral, or aversive. stimu-
lus. This can be done in lhe case of pedophilia by
following: erotic thoughts about children with a mild
electric shock and by instructing the patient to mastur-
bate while looking at pictures of a nude, age-appropri-
ate partner. Although this approach is occasionally
successful, results are more often disappointing. Most
of the literature on psychodynamie or behavioral treat-
ment of sex offenders has consisted of uncontrolled
individual case reports without long-term follow-up. It
appears that brief changes in behavior are relatively
easy to accomplish, but long-term maintenance of
such change is achieved far less frequently. Neverthe-
less. behavior therapy has on occasion been helpful,
and it should not be dismissed entirely as a form of
treatment. Marks and associates I11), for example,
showed good results at two-year follow-up in the
treatment of transvestites but poor re.ults with trans-
sexuals.

Biological therapies nave included surgical castra-
tion. intramuscular injections of medroxyprogesterone
acetate, or oral administration of cyproterone acetate
(the latter is currently unavailable inthe United Stalest
(12-14). Forced castration is clearly not acceptable as
treatment in this country but has met with some
success elsewhere 115-17). Castration in animals leads
to a reduction of sexual behaviors and often causes
total impotence. Brain surgery has also been attempt-
ed as a treatment for sexually deviant behaviors,
presumably with the idea of ablating pathways thought
to be involved in sexual desire, bul this approach has
met with only limited success (18).

When medication has been used lo try to reduce
sexual cravings, eltbris have been made to tilialc the
dosage so as not lo cause total impotence. The medica-
tion cuircnlly in use investigatively in lhe United
Stales is mcdroxyprogesterone acetate 119) It is an
annandiogeiiic agent that can be administered once or
twice [vi week intramuscularly to be gradually ith-
soibed into the hloodsticunt. causing a reduction in
one. l.llects appeal lo he tully revvisible within a lew
mouths alter the medication is stopped ..Itliituglt it has
not yet been used widely enough loi u to be sine this
is cniuclv line Motor side cltccls aie weight coin and
emid Idling), cold sweats, nightm.iics. dyspnea. h>
perclvcenii.i. livpoeonadism and lev cramps have also
been icpoiich High doses can cause breast camei in
female beagle dogs, bin die drug does not appeal to do
so in humans, and it dues not cause men to 1nome
lemini/vd in appearance 12M The MA/mg ml concen-
tration ol medroxx progesterone acetate has a higher
bitiav.iil.cl-ililv and is less painlul when miceted ili.ut
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the 400 me ml concentration. BcsiJcs decreasing lev-
losierone secretion by the testes, the medication ap-
pears to act centrally on the brain as well. This
hypothesis is supported by two observations First,
increasing doses of medication seem lo decrease erotic
fantasies even when serum testosterone levels remain
unchanged. Second, there is no compensators eleva-
tion of FSH or LH production by the pituitary gland as
a response to lowered levels of Testicular testosterone
production. Because medroxyprogesterone acetate is
given by injection, it is easy to monitor treatment
compliance. Psychiatric counseling is ordinarily given
in conjundion with lhe medication to help patients
cope with lhe difficulties encountered as a conse-
quence of their unconventional sexual desires. Most
men are hospitalized during the initial phase of treat-
ment.

EVIDENCE THAT MEDICATION CAN BE HELPFIL

Because of difficulties in carrying i .1 research with
persons whose behaviors, if untrca.rd. can cause
others distress, a controlled double-blind study un the
use of mcuicaiion has not been done. This is necessary
before firm conclusions about therapeutic ctlicacv. or
mode of action, can be made. Recently the Evaluation
Research Group, a private corporation, was lundcd by
the National Center for the Prevention and Control or
Rape to formulate a model lo evaluate ihe relative
effectiveness of various sex ofTendcr treatment pm-_
grams (211 In the meantime, there are some data'
available in support of the hypothesis that medroxy-
progesterone acetate can reduce the intensity of devi-
ant sexual urges and Ihe frequency ot accompanying
erotic fantasies. Evidence from some of the m-qer
studies conducted at this center will he u.icwcd
briefly.

In one study (22) conducted al Johns llupkins
Hospital under the direction ol Ur. John Money. It)
paraphiliac men were given mcdroxypiogesieionc ace-
tate intraimiscol.itly appioxim.oely once per week
Data were gathered from structuied personal inter
views with patients and Ltmilv members who made
themselves available anil fioin social agencies and
instilulion.il levmils Evaluations made bclmc and
tiller iic.ilnicin suggested ih.it mcilinvvpio-:c*ie.mie
acetate decreased the repotted licgnciivy ol erotic
imagery, as well as the licquency ol election and
ejaculation In addition, some men stopped olletisise
sexual behavior entirely. somelimes lor .is long as a
couple ol vears repotting iclicl limn the pswholoeisal
pressure to act oil then p.ii.ipluli.ic inges ZLicsiim.ihlv
the decreased Ircgnetiev ol erotic llioncliis conic*
nbmil. at least in pail, as a eoiisc,|nenve ol loweicd
levels ol icslostcimic

In a lollovs up slu.lv lo the one tiivl cited. JIIl men
wnil liistones ol ihionicnllv leviiuent p.nnplnlinc Iv
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Ctunm in Stiuillir Dnnnl Bchinou in 20 Grrarre Pirtphilitc Milt Pjlunti Tinted with Medroiyproteileione Acetete™

Averjfe Frequenc

of Scvujllv Dev,an, Dmglicain<nr__ Occurrence of Sevualh Deuanl 8cturme.
. Ape ) Behasiors Before Maximum Durin
Patient Isenrsl  Dupnoti* Treatment™ Lenpth Cosaft Treatmgr Afier TreJimem
1 U Homosexual  Once/week 3years.9 500 infweel None Treatment dropout: no relapse lex*
. Eledophma . , months than | year after treatment
1 omosexual  Twke'momh: 1 1year 100 me *xeel  None Treatment dropout: relapsed less Ihan
ﬁEdOPh”'a known arcext | 'year alter treatment
J 30 eterosexual Toke/*eek 10 months  2J0-VW me'  None Treatment dropout, relapsed more than
. exhibitionism * eel. | year after treatment
14 Homosexual 4 times/week 3 months 200 rnpwecl None Treatment dropout! relapsed lex% than
masochism . | year alter treatment
3 21 Bisexual pe-  T*icc'™*cek Lmonths 400 rug'«eel  None Treatment dropout; relapsed more than
6 4) ??grﬁléugstism' 7 limes/week: 2 in- Lyear.4 150 tnfexery None e preatmer:
hoosoxual Lidmes minths. other e Yy %eelr? sed less than | >car after treat
Incest intermit-
tently
7 32 Heterosexual Once excry 2 sseelx 1>carv5 600 tup week None Treatment continue*: no relapse*
tadism foe 25 sears months
1 29 Homosexual T*Ke *eels:6ar- 10 months 500 tngueck None Treatment dropout: reljpscd less than
Eledophma rest* in 6 >ear* | >ear alter treatment
9 w omosexual  Once exer* 2~ 2years 500 mgwrel Nxme Treatment continue*: no relapses
pedophilia months. 4 arrest* in
6 >earx
10 5  Homosexual OtKcmeek: 14ar-  Jsear*,9 100 nfweek Relapsed  Treatment continue*
| 2 ﬂedophma | %estks in 2Vkse';1r* months )
omosexua wke'week. 4 years. 2 400 ngweel inue*:
pedophilia krso*n arTexti mgnths : None Treatment continue*: no relapses
12 45 Voyeurism: - Syear*. 1 300 tipweek None Relapted less than | sear after treat*
heterosexual ~ Twice *eel. 5-1 ar- month* menP treatment no* resumed
pedophilia rests. numerous in- '
stitutionalii.iiksns §
) 27 Homosexual T¥ice/weel since 3 year®. 9 200 mpweek None Treatment completed, no relapse more
14 4 El%mgé%al 0)f>SeCClm0nth nu ?325?3 g 500 mfweek Rclapxed et ot triatrpent
pedophilia merous arrests: 4 month* clapxed - Ttealmenl continve
consictionv 4 re-
Borted partWe vttsla-
ions
17 Homosexual Record unclear, ~ 1years.9 110 mp'week None Treatment completed, no relapse k**
pedophilia. ~ probaMv seser || in* months Ihan | >car alter treatment
exhibitionism  cidem v year
16 26 Homosexual Oner'*eel Lyear. 1 200 mp week None Treatment dn*pout: relapsed more ih.tn
edophilia month | year alter treatment
17 % eterosexual  Onvc month 1 year 4l mf week Rcl-tpscd  Treatment continue*, in prison
vo)eurom mflei alco-
hol con-
o ) . sumption
IN 4)  Heterosexual  Fixe timevd.i*. ? years, 2 2«0 nif week None Treatment dropout, relapsed less than
exhibiiNinism ~ sifkC ape 1. first ~ months |')ear alter treatment
arrest at ,ipc 21. uu-
nserous othvi*
% 29 Heterosexual 1*KC *vsl 2tut*. 1 2hinipx»<k None Trealnts'm »liopmot tel.ipsed less thin
" 5 ?lqul!'llMUISI,llI Lour Tinkes sl rznout_h - Heck | year alter lieaiment
vlgiosexu.il - Lour link’shs'i'l. c.iis. ut eck  None i iino*™* -ips**
exhiNltiHiisnt  boil's ol 2II*lay mgnth- W Tieatmem toofino™™* no tchips
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one such case. relapse was dearly related lo alcohol
uhusc. The recidivism rale jumped dramatically when
patients discontinued ihcir medicalion regimen. Of ihe
Il patients who discontinued medroxyprogesterone
acclalc against medical advice. 10 relapsed. Two who
discontinued treatment with approval have thus lar not
relapsed. Whether the marked number of patients in
this study who eventually relapsed would have re-
mained symptom free had they been required lo con-
tinue taking medication (perhaps, for example, as a
conditional parole) is not known. Reasons Corthe'high
attrition rale have yet to be analyzed, although it is
clear that some patients found the routine of weekly
injections and frequent investigational blood tests bur-
densome.

The preliminary impression based on these data and
other cases now being analyzed is that in general,
these men appear to do well in response to antiandro-
genic medication as long as they continue taking it and
as long as their problems are rather clearly confined to
unconventional sexual cravings. They seem to do less
well if they have been noncompliant about taking the
medication or if in addition to having such cravings
they abuse drugs and alcohol, are sexually impulsive,
or have a history of other sorts of sociopaths- or
violence. Some pamphiliacs are concerned about the
consequences to others of their unconventional crav-
ings. whereas some are not. Thus, prognosis may
depend rot only on Ihe elTects of medication on lhe
deviant thoughts and cravings comprising the syn-
drome. but also on other features of the person mani-
festing the syndrome, such as his altitude about treat-
ment and commitment lo it.

Although anecdotal clinical reports are or limited
research value, three brief ease examples are present-
ed heie lo help illustrate the types of patients who
haxe been receiving medication.

CAM. HLILIHLS

Cii*i | 1sadisiic p.ii.iphilial. Mr A u 47.ycur.okl man.
complained ol being unable o obtain sexual satisfaction
unless lie Imn Ins wile His pieoccupalion with sadistic
luilusies made n dilbeull lor him lu conceniialc, even ul
Mini lie N'lieved his uchons to he wrong and consivleiulv
tell disgusted .mdtcfuntseliil .iltcrwiinl ollen working over-
time In avoid llie nppoiliimlv to h.iim hci However, every
lew weeks Ins closings would huild up to : poim whcie lie
could mu control ihcm Online 7' years ol m.iin.igc lie had
Ireipiemtv li.imvullevt his wile shaved tier head, sfticls puts
enliei li.nl. and ilimk hct—dlliougli neier so loieelullv as
hi lupine medh.il or legal alieininn Allein.uiic means ol
nhr.mime sesu.il culislailli-n sush as nt.isimh.ilhm .1 lo
eievlioii hui cj.icid.onm could mil he achieied imUse he
hull tier Nemologh.il c-xumui.ninn slioned end.m. ol
noupiogressiie h.i-.d ganglia d\stun.non ami lie had a mild
gad disturbance

Mr \ began lie.omenl loliinlanli 4 nais ago atier he
became Inghlened tie might ss-tuHislv hum oi c-ien Idl ins
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wife. Since lhat time (here has noi been even a single
recurrence ol the sexual udicmlhul hud occurred rrciiousli
for nearly 25 years. Coniennon.il sexual agtixities have
become a regular pun of Mr. A s marriage, and as helorc.
there has been no exiramanial involvement He believes he
can control his paraphiliac desires, which he said have
become much less intense, only with help Irom ann.mdro-
genic medication. He has found considerable rebel Irom me
obsessive eroitc urges that he had previously experienced jx
noxious rather than pleasurable. With ireuimem his strum
testosterone has been mainiamed ai below-normal levels

Case | was an example of sadistic sexual desire
qualitatively deviant from accepted cultural norms.
Case 2 is an example of quantitativ e deviance, that is.
of significantly heightened sexual drive.

Cnir 2 (hypersexualiiyl. Mr. B.a 17-year old. stated Ih.it
he was prcoccupirl with crouc fantasies lo vuch a degree
Ihal they interfered with worl and family relulnvnships. Hix
wife confirmed hix report lhal he sometimes demanded
intercourse as often as 15 times in nsingle day. There was a
family history of andremvpcnilal syndrome, and his moiher
had lalen thy roid medication when prcgn.mi The patient's
serum testosterone level was Kxa ng inn ml. nhovr ihe
normal li e., more lhan 2 SDI posipuberl.il range ol 275-S75
ng/100 mi as reported by the laboratory pcrlormmg Ihe
assay. No cause could be delected, alihuuph receptor sue
sensitivity <0 tesiovieionc has not vet been tested (24!
Treatment with 400 mg per week of medroxxprngesierone
scetale reduced ihe elevaied lesloslerone level lo a prepu-
bertal value ot 70 ngMOO ml. The paltenl repnricd relief from
intrusive fantasies, as well as unproved work and interper-
sonal relationships. ~

Cole J (paraphiliac rapcl. Mr. C. a 52-yenr-old man wuh
odult-onsei idiopathic epilepsy since age 19 hut seizure free
for ihe past ) years, was referred for treatment alter commu-
ting two rapes. Abhough never chiuged previouslv, he
admitted lo a lengthy luslory of similar behavior satislying
legal criteria fur rape, beginning al age 20 Ibs tirsi sexual
experience wax at the age of bor 7 wuh a 14-ve.u-old
baby siuer who had asked turn lo watch hei m.isiuihalc white
ctmhed In her undergarments. Since then, he has fantasized
several times daily about similar encounters, when mastur-
bating while doing so Al the age til 15 he brole inln Ihe
otfiee ol a gynecologist who had been dating his sister to
vieal tcwhools to "learn more about the Icm.ilc bods " He
had a steady gnllriend at Ilw time ol hospital admission bul
he had never tound sesii.il axiisilies with hu snllitiviwh
salisltuig a 1 Usually masiuibaied ahum loin or live limes
per dav while laruasi/mg .ilh'Ul v,moils women peitvummg
UWKIwlie .lets it his lum.vsics he wont,l alvvavs iniayinv'
liuving a vvonian picvioiislv uniuown iwImu lo nt.isHnh.iiv
while xlad m her undergatnienis lie li.nl been hnv embat
rassed lo ever lell anv ul Ills regfU.ii gHilllts-nds about Ins
Violiv piv'vhv up.vlioil and he raivlv sonchl a second viisoini
lei with anv wonven whom he had lotted lo have w x leelme
compelled Hisle.nl lo lepeat the v-pisovle vsnli a liv'h p.uitni

lhe painhi in.unimi.vl an apnimen! ee-pitile liom his
gnliitend lhiee oi lorn limes pci vvevl he wmild nxlonn. |
aiww woman ipicletablv slim and vvearme pants lalhvf lhin
Lsinitwlimn he wonl.l pelall nle lo [oni Inni at In. ip itinivm
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lo smoke marijuana: he never used threats up to lhat point.
Suhsequcmlt. however, he would threaten to hjrm lhe
woman unless she removed all ihe clothing from below her
waixt except her pannes and maslurhaled while he watched
a-vd masiuibaled himself On sorre occa‘ionx he would have
imercourxe. bul this wax the exception raiher than Ihe rule.
Each episode invariably followed this .ame pattern: he
rstiuvaled Ihal there had heen more lhan 60 such episodes
lince he was age 20. On some occasions he would lhreaien
hit victim wuh a knife as well as verbally, but in those
inttam.es when she refused to be intimidated, he always
allowed her lo leave without becoming physically assaultive.
As far as we could determine, on no occasion did he injure a
woman physically, and none or his erotic fantasies was
sadistic in the sense of wanting tc inRicl pain. After each
episode he would escort the woman out. "trying to be kind,
apologizing, and making sure she was okay." with no funher
threats. He reported that he would ihen invariably vomit,
feeling "disgusted, sick, and remorseful” and vow never
again lo act in such a manner. However, in a few days hts
fantasies and urges would .ccur with renewed intensity and
the whole patiern would be repeated.

Mr. C believed coercion of another person was wrong,
«orried about Ihe troubles his actions could cause him. and
appeared to have some concern for his victims. Neverthe-
less. he slated that his erotic thoughis and cravings consist-
ently proved to be more Ihan he could resist. In his words.
"It's tile nn insatiable drive, like a pressure Ihal isalwaxton
me, Sometimes | can push it off by masturbaling. but
eventually 1 feel driven lo repeat ihis thing over and over."
His serum lexiosterone level was found lo be 916 ng-100 ml
(well above the reported normai 2 SD range v-f 275 is S75S.
Because we are only now beginning a careful, rigorously
supervised treatment protocol, itisloo soon lo know wheth-
er success can he achieved.

DISCUSSION

Persons xwho engage in dangerous or offensive sexu-
al behaviors pnxc a variety of medicolegal problems,
especially if juveniles or nonconxcniing adulix are
involved. Some persons undoubtedly misuse other
people with little concern for them and may require
quarantine or punishment. Others (just us is lIrue of
some diog addicts, cigarette smukeis. or ovcrcaiers)
may be in a sense x-ulints of intense cravings lliat are
quite icsdicnt and therefore difficult. if nut impossible,
lo resist. Suvh persons nuisl still assume icsponsihililv
for Ilicir own actions, but when they seek medical help
they should be Healed with an appreciation tin their
dilliculties t.iilicr than with stigmatization, scotn. oi
contempt (25! This icipiiies tli.il helping piofcssion.ils
be able to deal with then own teelutgs Although mans
tie.ilnienls including psichodin.uuic and bchaxiiu.il
therapies, h.isc been Hied in the past, onlx icccully
lias the potv-nli.il loi help hi lhe Iviim ol medication
become available Some nnghl argue lli.st in a wax
p.ti.iphiliav hch.iv lor is no more a relleclonl ol disx-ase
than is conxx-itlion.il sexual activity Ina nonjuilgincii-
lal sense, this inix be line However, svndiiulicx aie
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often labeled discuses xxhen they impair functioning or
cause suffering. Since paraphiliac behaviors can in-
fringe on the rights and well-being of noneonseming
peisons, causing suffering, it seems proper lo make a
vilue judgmenl about them, that is. lhat they must
stop and because the cravings associated with such
behavior can often be alleviated by medication, the
term "treatment” still seems appropriate. Uncomen-
lioiat sexual activities between consenting adults that
muse no harm do not ordinarily require psychiatric
cate.

Preliminary data on the use of medroxyprogesterone
acetate to treat sex offenders clearly suggest Ihal a
means must be found to ensure continued compliance
with the treatment regimen before one can feel rela-
tively confident about efficacy. There is precedent,
however, for solving compliance problems by requir-
ing persons to take medication by legal mandate (e.g..
smallpox vaccine), xvhen not doing so poses a threat to
the well-being of others. Exploration of such a solu-
tion. should it be considered, would have to be done
witadue care so as not lo infringe on human rights by
imposing treatment. Nonetheless, one would not want
lo deny a convicted offender the right to receive
treatment, when this could be done safely, as an
option lo imprisonment. In trying to provide treatment
to patients, protection of potential victims must be
considered. However, society as well as the sex
offender will likely benefit if the offender can be
treated successfully rather than being imprisoned and
then released unchanged. There is no evidence, except
in Ihe case of the paraphiliac sadist or rapist, Ihal
having a ‘uraphiliac syndrome increases the probabili-
ty of physical violence, and sonic paraphiliacs seem
reasonably well adjusted at work and in other spheres
of social endeavor (26).

People do not decide voluntarily what will arouse
them sexually. Data piesentcd here suggest that non-
learned biological ns well as learned cnsirontucni.il
factors may play nn etiological ride in the development
of sexually deviant behaviors. Beticr undei standing of
causal Tudors may eventually lead to more specific
forms of treatment. At a symposium at Ihe Massachu-
setts Institute of Technology Got anil Mcflui'ii .27
reviewed evidence suggesting lhat iionle.lined biologi-
cal ladois may be more iiupoit.mt deiciimn.inls ol
human sexual behavior Ilian is generally appieciated
liupioied understanding xvfpossible genetic, hoimou-
ul, or neuiuthei..isal hoses lor human sexual patholo-
gy should he sought in pursuing fmllicr Ihe rationale
lor iicaimenf with medication. The new position emis-
sion tomographic scanner max help puwivle atldnnni.il
clues tegaitling brain fnncliomng dining scsu.it arous-
al Chiicully, treatment with incdiosypiogcstcione
acetate involves using it as a suppressant of sexual
desiie in general 1l scents lo dev;ease the inlcti-nt ol
sexual luges Inn does not change ilicin giialilalivelv I
tlicic is ail unlearned biological basis lot deviant
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sexual activity, an ideal medication mighi suppress
deviant xcvjul craving* alone without affecting more
conventional erotic interests. When medroxv proges-
terone acetate is discontinued, allowing the sexual
appetite to heighten or return, behaviors engaged in to
satisfy that appetite are also likely to be reinstuutcd.
Thus, when not taking medication, many paraphiliac
men report being unable to use willpower to stop
deviant sexual behaviors, and do not. While receiving
injections, many of the very same men report that they
are then able to stop, and do.

Given our present level of knowledge of the para-
philias. it is still too soon to predict with confidence
the future of hormonal treatment programs. It is
unclear whether the compliance problems evidenced
by some patients can indeed be solved. Il is possible
that even with improved compliance, future results
may yet fail to support preliminary impressions of
good therapeutic efficacy. Certainly many more data
ire needed. Even so. il is alreadv clear that several
patients have experienced marked reductions in sexu-
ally deviant activity and fantasy while taking medroxy-
progesterone acetate. This suggests that the idea of
considering at least some sexual offenses to be a
behavioral manifestation of intense aberrant drixes.
possibly related to a dysfunction in brain and repre-
senting a condition that is potentially treatable with
medication, merits continued investigation. It is hoped
Ihat legal demands for justice can be reconciled with
medical concerns for understanding care.
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THE JOHNS HOPKINS UNIVERSITY SCHOOL OF MEDICINE
THE JOHNS HOPKINS HOSPITAL

DEPARTMENT OF PSYCHIATRY BIOSEXUAL PSYCHOHORMONAL CLINIC TreHenry Pritfa Pychiatric Clinic
HEHAVIOURE sciences ILTMFE W 226

The Biosexual Psychohormonal Clinic is designed to treat patients with the
following problems:

Homosexual Pedophile Voyeurism Exhibitionism
Sexual Sadism Heterosexual Pedophile Hypersexuality
Transvestism Other Psychosexual Disorders

Clients usually corr? to treatment because they are court-referred, self-referred or
via other sources, 1i.e., family or community agencies.

The patient 1is evaluated by a team of professionals (social workers, nurses,
physicians) in our Wednesday A_M. clinic. This assessment may or may not include a
physical exam, lab work, and use of information from other agencies. Some of our
recommendations may include long term care in a structured facility, inpatient care
on our unit at the Johns Hopkins Hospital, referrals to other agencies, outpatient
psychotherapy, followup residence at a psychiatric half-way house, vocational
rehabilitation referral, and/or Depo-Provera injections.

If, as a result of our evaluation, the patient is admitted to our inpatient service
the client 1is subject to a more complete psychiatric evaluation, physical exam,

blood chemistry and may be started on Depo-Provera on a trial basis. (See Dr.
Berlin"s publication for explanation of Depo-Provera and how the medication is used).
The patient is observed closely regarding progress and prognosis. Standard insurances

such as Blue Cross/Blue Shield will often cover costs of inpatient or outpatient care
and assessment.

When the- patient 1is discharged from oui inpatient service he is followed by our
outpatient department and Depo-Provera plus psychiatric counseling and continuing
reassessment is given weekly or bi-weekly, according to patient needs. Our other
responsibilities nay also include testifying in court, keeping in contact with
probation officers and referring families for counseling.

Currently we are Tn our "infancy" in our research and investigational treatment of
sex offenders. We are interested in knowing about other programs also.

Please send any information to:

Ann Falck, HN or Melinda Stein, RN BIOSEXUAL PSYCHOHORMONAL CLINIC
Meyer 5

Johns Hopkins Hospital Hours: 9:00 - 12 noon

600 N. Wolfe Street Wednesdays only

Baltimore, Maryland 21205

By Appointment Only. For further
information and/or appointment,
contact Ms. Maggie Rider at (301)
955-6292.



THE JOHNS HOPKINS UNIVERSITY SCHOOL OF MEDICINE
THE JOHNS HOPKINS HOSPITAL

DEPARTMENT OF PSYCHIATRY The Herug Phipps Psychiatric Clinic
an 600 N. Wolfe Street
BEHAVIORAL SCIENCES BALTIMORE, MARYLAND s/205

Antiandrogenic and Counseling Treatment of Sex Offenders

RATIONALE FOR Studies begun at Johns Hopkins 1in 1960 have shown that sex
DEPO-PROVERA offenders or paraphillacs, for example, pedophiliacs, treated
TREATMENT OF with the antiandrogenic hormone, Depo-Provera, plus counseling
SEX OFFENDERS have gained 1in self-regulation of sexual behavior. Depo-
(PARAPHILIACS) Prover3 suppresses or lessens the frequency of erection and
ejaculation and also lessens the feeling of libido and the
mental 1imagery of sexual arousal. To illustrate: for the pedophiliac there will
be a decreased erotic "turn-on" to children. Metaphorically, this medication can

be thought of as an appetite suppressant for the sex drive,, intended to make
self-governancy easier, usually with the help of adjunctive individual or couple
counsellng.

ANTIANDROGENIC Depo-Provera, a long-acting, injectable form of medroxyproges-
EFFECT OF terone acetate manufactured by Upjohn, 1is a synthetic progestin
DEPO-PROVFRA which 1is classified pharmacologically as an antiandrogen.

Antiandrogen inhibits the release of androgen, the so-called
male hormone, from the testicles. Come progestinic hormone is normally present in
the male body but at a very low level. Increasing the level allows progestin to
compete with androgen and to take over. Androgen 1is a sexual activator. Progestin
is sexually inert. It therefore induces a period of sexual quiescence in which

the sex drive 1is at rest.

MODE OF In terms used by endocri ologists, Depo-Provera inhibits,
ENDOCRINE through its effect upon neural pathways 1in the brain, the
ACTION release of luteinizing hormone (LH) from the pituitary gland.
LH 1is the chemical messenger which normally stimulates the
testicles to produce androgen. Hence, the ultimate effect of Depo-Provera is to

reduce the level of androgen, especially testosterone, in the blood stream. Typic—
al,y, 1in the adult male, Depo-Provera reduces the blood level of testosterone to
that of a normal prepubertal boy (from approximately 575 nanograms/100millillters

to 125/nanograms/100 milliliters).

BRAIN In addition to lowering the level of testosterone, Depo-Provera
EFFECT like all progestinic hormones, acts on the brain. In small

doses, as In the treatment of sex offenders, the Influence on
sexual pathways in the brain, though mild, has the great advantage of being sexually
calming or tranquilizing. The patient feels relief from an urge that was formerly
insistent, commanding, and not subject to voluntary control.

PERIPHERAL Depo-Provera, through decreasing the testosterone level,
PHYSIOLOGICAL temporarily decreases penile erection and ejaculation, and the
EFFECTS production of sperm (spermatogenesis). This means that a man

probably could not father a child while taking the medication.
The medicine is not feminizing (men do not grow breasts). In addition, the sexual
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accessory organs, the prostate and seminal vesticles, temporarily shrink.
Increased drowsiness, and weight gain, as well as increased blood pressure can
occur. Other occasi nal side effects are discussed in papers published as a
result of work in this clinic. Those papers are available.

REVERSIBILITY The changes attributed to the medication are reversible

OF upon cessation of treatment; within 7 ?” 10 days erectile and

CHANGES ejaculatory capacity begin to return, along with the subjective
experience of more sexual drive. However, as use of this

medication is _ill relatively new for sex offenders (first use was 1in 1966), the
possibility of irreversible or more long-term side effects cannot be completely

excluded.
DOSAGE Tailored for the specific patient, intramuscular injections of
LEVEL Depo-Provera range from 100 milligrams to 800 milligrams every

seven days. The typical weekly maintenance dosage of Depo-
Provera for sex offender3 is 500 milligrams.

HORMONAL Hormonal measures of testosterone and LH (Luteinizing Hormone)
MONITORING initially can “"emonitored periodically to gauge the effect—

iveness of the dosage. The recent application of radio-
immunologi”™Jl1 techniques to the assay of testosterone and LH .3S made such
endocrine monitoring precise, reliable, rapid, and relatively inexpensive, as
compared to prior methods.

NO Most patients donot require a progressively increasing dosage,
INCREASED because there isno toierance build-up to Depo-Provera. However
TOLERANCE some may require dosage changes.
COMPARISON Prior to the discovery, manufacture, and medical use of anti-
WITH androgen, the method of reducing the level of testosterone in
SURGICAL men was surgical castration. Used in many societies throughout
CASTRATION history, castration 1is disfavored in contemporary American

legal medical management of sex offenders. Obviously, surgical
castration 1is irreversible. It is also less effective than hormonal antiandrogenic

therapy. Castration also increases levels of LH from the brain whereas medication
lowers these levels.

BEHAVIORAL In some cases, it is possible for patients to be weaned off

EFFECTS OF Depo-Provera. Since the weaning is a step-by-step lowering of
DEPO-PROVERA the hormone dosage, it is possible for the patient to discover
TREATMENT how completely he has become relieved of the tendency to engage

in the sex offending behavior, both in actuality and imagination
In some cases, there Is long-lasting remission, so that the patient is no longer
compelled to commit sex offenses, but is enabled to have a sex life with a socially
suitable consenting partnei instead. Some patients prefer to continue on a low,
maintenance dosage of the medication so as to ensure a maximal guarantee of no
relapse. Those patients who establish a strongly pair-bonded relationship with a
permanent partner appear to be additionally guaranteed against relapse. The
counseling component of treatment facilitates this achievement and 1is essential.
If for .some patients the medication aids only as a sexual appetite suppressant,
then stopping the medication would Increase the risk of relapse. If the person
shuuld again become tempted to repeat his strong, unconventional sexual compulsion
(eg; for children, or to expose publicly), then resumption of treatment would be
advised.
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COMPLIANCE Some patients, as in all specialties of medicine, are more
faithful than others in adhering to medication schedules. Some

overly confident patients drift into non-compliance. Other patients neglect specific

instructions about their medication schedule. For this reason, it is advisable

that as a condition of probation or parole, supervision be legally required so as

to ensure strict compliance in adhering to the treatment schedule.

STATISTICAL Sex offenders treated with Depo-Provera at Johns Hopkins are
ASSESSMENT kept in long-term follow-up. Twenty have now been followed for

between 5 months and 15 years. Of this group, 17 have proved
able to self-regulate their sexual behavior while receiving the medication, and 3
have had relr >ses. Almost all who stopped medication against medical advise

subsequently relapsed.

COUNSELING Counseling sessions are provided weekly, at first, and then
THERAPY may be tailored to individual needs. These sessions are intended

to help the patient to establish a new life-style. They are
also intended to help the patient cope with problems that have developed as a
consequence of his prior life style. Therapy may occur either individually or with
groups.

BIOSEXUAL .YCHOHORMONAL CI1INIC
Department of Psychiatry and Behavioral Sciences
The Johns Hop. ins University School of Medicine

John Money, PhD

Professor of Medical Psychology

Associate Professor of Pediatrics
Co-Director, Biosexual Psychohormonal Clinic

Fred S. Berlin, MD, PhD
Assistant Professor of Psychiatry
Co-Director, Biosexual Psychohormonal Clinic

Ann Falck, RN
Mead Nurse
Co-Director, Biosexual Psychohormonal Clinic

Melinda Stein, RN
Clinical Coordinator,
Biosexual Psychohormonal Clinic



THE BIOSEXUAL PSYCHOHORMONAL CLINIC
EVALUATION SERVICES

Before a patient can be accepted into the treatment program of the Biosexual
Psychohormonal Clinic an evaluation appointment is necessary.

Evaluations before possible admission into the program are performed through
the outpatient services, Meyer Building, of the Joins Hopkins Hospital.
Appointments are made through Ms. Maggie Ridet, (301) 955-6292. The service
is ordinarily performed only on Wednesday mornings beginning at 8:30 a.m .,
and will generally be completed by noon.

The cost of this visit is currently $160 for the evaluation, Blus $120 for
lab fees (blood w ill be drawn and a number of lab tests will be performed).
Payment is expected at the time of the visit. However, insurance may cover
part or all of che fees. You will be expected to file a claim for reimburse-
ment. Medical Assistance is accepted. However, if your Medical Assistance
originates fran another state we will need prior confirmation that your heme
state will cover our costs. When a service is not available in one state but
Is available in another the heme state will frequently allow this cost to be
paid frcm their furds. Should you have major medical insurance coverage
Flease be sure to tiring the necessary foras at the tine of the appointment.

f documented financial need can be provided sometimes a deferred payment plan
can be arranged. A deposit is required to hold an appointment date.

Inpatient evaluations are often done for those patients who reside outside the
state of Maryland. This type of evaluation oonsists of an in hospital stay of
approximately three to four v.eeks. Treatment plans are formulated and begun

during this time, as well as plans for continuing care after discharge, based
on the individual needs and circumstances.

In same <“ses armrgency evaluations can be arrange” performed on an outpatient
basis. Costs are based on the time spent with a [ iysician, plus the lab fees.
An approximate fee wauld be in the vicinity of $2i0, plus the $120 lab fee.
Currently the waiting time before being seen for these services is approximately:

for outpatient evaluation, for inpatient evaluation, and

for emergency evaluation.

Below is a suggested reading list of references from the medical journals regard-
ing the t jatment of sexual disorders. On request (there isacharge 0f$10) we
w il supply reprints of the articles by Dr. Berlin).

Eerlin, FS and Cctyle, GS: Sexual Deviation Syndromes, Joins Hopkins Medical
Journal, 149, 119-125 (1981).

Berlin, FS are Moinecke, CF: Treatment of sex offenders with antiandro%;_en.ic
medication: Conceptualization, '-eview of treatment mrxdalities, and preliminary
findings. American Journal of Psychiatry 138:601-607, 1981.

Berlin, FS: sex Offenders: A Biomedical Perspective anda StatusPeport on
Biaredica] Treatment, in "lhe Sexual Aggressor: Current Perspectives on Treat-
ment", Greer, JG and Stuart, IR, eds. Van Nostrand Roinhold Co., New York 1983,

Freund, K: Therapeutic sex drive reduction. Acta Psychiatrica Scandinavica, 62,
suppl. 287, 1-3J, 1900.



THE BIOSEXUAL PSYCBOHDRMONAL CLINIC EVALUATION SERVICES

Request for Services Information Sheet
NAME
PHONE (work)
DATE OF BIRTH_
FATHER'S NAME
EDUCATIONAL LEVEL MEDICATIONS
LAMES AND ADDRESSES (If appropriate)

ATTORNEY:

PAROLE OFFICER:

PSYCHIATRIST (or mental health professional):

(hone)

SS#

FAMILY PHYSICIAN
WHO REFERRED YOU TO THIS PROGRAM?
REASON YOU WANT TO BE SEEN HERE
(Name specific behavior)
INSURANCE COMPANY:

DO YOU WISH AN APPOINTMENT FOR
EMERGENCY APPOINTMENT

A copy of your legal historP{
your appointment.  (If appli

ADDRESS

THE JOHNS HOPKINS HOSPITAL
BALTIMORE, MARYLAND

MARITAL STATUS

_MOTHER'S MAIDEN NAME_

PHONE
PHONE

PhONE
PHONE

POLICY NUMBER:
OUTPATIENT EVALUATION,

INPATIENT EVALUATION, OR

(see other side of sheet for expected time of appointment)

and current charges must be forwarded to us in advance of
cable) Your appointment may be cancelled if not received.

Additionally, a report fran any psychiatrist or mental health professional who may have

treated you in the past is required,

have the materials sent to the address helow.

All of the information received is held in strictest confidence.

_ . You will need to provide a release of information
to the appropriate person in order for than to forward this background to us.

Please

[t will be used to

give the examiner as full a picture as possible ahead of time about what has taken

place in your life before caning to us.

An appointment will be sent to you at the address listed above unless you indicate

otherwise.

Please return this sheet to:

Ms. Maggie Rider, Appointments Secretary
Meyer Building, 4-181

Johns Hopkins Hospital

600 North Whlife Street

Baltimore, Maryland 21205

Mail this sheet back as soon as possible.
Psychiatric and legal history may be
forwarded under separate cover, along
with d deposit of $50.

FEE SCHEDULE

CLINIC EVALUATION
LAB - BLOOD WORK
CONSULTATIONS
RE-EVALUATION
GROUP THERAPY SESSION 35
DEPO-PROVERA INJECTION 21.50

(Fees are subject to change. Please
inquire. Deferred payment plans

considered with documented financial
need.)

$160

120
90 (per hour»
75
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Sex Offenders: A Biomedical
Perspective and a Status Report on
Biomedical Treatment*

Fred S. Berlin, M.D,, PhD.

lidividuals may be considered sex offenders if they behave in particular ways, for
example, by becoming sexually intimate with a child. In general, behavior,
whether sexual or nonsexual, is a reflection ofonds state o fmind, as persons tend
to act in response to their thoughts and feelings. Some states of mind can be
considered pathological, for example, when an individual loses the capacity to
determine whether heard voices are comingfrom the environment or are imagi-
nary. This type ofpsychological impairment can occur in a variety o fpsychiatric
syndromes such as schizophrenia, dementia, delirium, or manic depressive ill-
ness-each o fwhich requires a differentform of treatment. Persons mentally ill in
these ways sometimes commit sex offenses. On the other hand, some persons com-
mit sex offenses in response to intense, unconventional sexual hungers (e.g., for
children). Individuals with deviant or unconventional sexual orientations may also
require psychlatnc help. Properly diagnosing whether a sex offense is the man-
ifestation o fa specific psychiatric syndrome such as schizophrenia, dementia, ma-
nia, exhibitionism, or pedophilia con be important in trying to provide optlmal
care. The et|o|og|cal determinants ofconventional, as well as o f unconventional,
erotic interests are undoubtedly multiple, bul there is evidence Ihat biologicalfac-
tors such a hormone levels or chromosomal makeup sometimes play a major con-
tributory role with respect to the nature of an individual's sexual desires. m
Biological treatments which alter the physical milieu o fthe brain, for example, by
decreasing the amount o fihe "male sexhormond’ testosterone Ihal ispresent, may
sometimes be able tofacilitate belter self-control o fsexual behavior. This, might
he the case, for instance, if treatment Ihat lowers testosterone levels results in a
pedophile experiencing a decrease in the subjective intensity o fhis unconventional
sexual appetite. There may be implications regarding how society through its laws
should view some sex offenders it (a) il is the case Ihat biologicalfactors, such as

"The Mhur gratefully acknowledges ihe kind and invaluable aitidance of M-
Claudia Hallo. Mi. Deborah lInliheld. Mi. Nancy Mace. MI. Timerhy Rider, and Dr. Phillip Slavney
Mthe prepwauon of Ihil manuscript.
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chromosomal abnormalities, contribute to the development of unconventional
erotic desires that may tempt persons to want to commit sex offenses, and if(b) itis
also the case that surgical or antiandrogenic medication treatments can result in
biological and psychological changes that provide such individuals with un in-
creased capacity for self-control not previously present.

PART I: SYNDROMES AND THE
IMPORTANCE OF DIFFERENTIAL DIAGNOSIS

Introduction

The present chapter discusses the importance of making a proper differential diag-
nosis in assessing "sex offenders” for potential treatment. It also explores the
relationship between biological factors, such as hormone levt,: or chromosomal
anomalies, and sexual phenomenology (i.e., the mental experiences, thoughts,
lusts, and fantasies that constitute states of erotic desire). Currently available treat-
ment are briefly reviewed from a biomedical perspective, with a particular empha-
sis on the use of surgery and medications. The idea of using pharmacological
Bgerits to treat sex offenders is relatively modem, although surgical procedures
such as castration which, like some medications, diminish androgen levels have
been employed for this purpose for quite a while. The following is a brief case
vignette which serves as an example of the type of patient for whom medication
treatment may be appropriate, as well as a basis for the subsequent discussion uf
the various issues and considerations, diagnostic and otherwise, which must be
reflected upon in trying lo provide optimal understanding and care.

Casa Presentation

Mr. A., n40-year-old white male, was referred by his attorney for assessment as a
consequence of the patient’s sexual involvement with a 13-year-old boy. Having
been charged five years earlier with a similar offense, at the time of his assessment
the patient was on court-mandated probation. Though apprehended only once be-
fore, he had been sexually active almost exclusively with young males, most rang-
ing between the ages of 14 and 17 (but some as young as age 8), since he himself
was 7 years old.

Sexual activity, which included undressing, fondling, mutual masturbation, and
oral-genital contact occurred frequently with a variety of parsers, sometimes is
often as several times per month. In almost all cases the children were persuaded
rather than coerced, but in two instances, while intoxicated, Mr. A. threatened the
victims with a paring knife. The patient indicated that he had begun lo drink fre-
quently "to get up the courage to approach potential partners.”
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Aflereach incident the patient felt ashamed and guilty, vowing that he would try
not to act similarly in the future. However, in time, as his sexual urges began once
again lo intensify, he would give in to temptation. The mere happenstance of
watching young boys in television commercials would sometimes elicit a strong
urge to focus his attention towards the child's genital area. In describing the mental
experiences that led him (o act in these ways, the patient, in an interview with Dr.
John Money, made the following comments:

If | have seen an exceptionally nice looking boy I get aroused. | want to go over
there, but tlien again | don’t. I see him, and | want to get out of there because |
know | am going to start fantasizing. | have noticed that the first thing is | drop
my eyes to his genitals. It gets more intense, the fantasies, that is. | dream about
a South Sea island, nothing but boys on the island. It is kind of like a fight
between the good side and the bad side, like Dr. Jekyll and Mr. Hyde. Some-
times the way to cure it is to masturbate, and that takes care of it. There are other
times when | get so aroused | just have to get it sexually together. It worries
society. It worries me very much. 1 know it is wrong. | know what the legal
issues are, but at the time | am not thinking of legal issues. All I can think about
is gctl;r,~ the boy. | want to keep doing it, and doing it, and doing it. No matter
how. Gettiiij the boy. Sometimes | think, "Hey, what are you doing? | don’t
want to hurt anycap.” | really do not want to hurt these children, but I am very
afraid that | might.

In attempting to understand his condition, the patient made the following com-
ments:

What starts a person like myself doing w tat | do? Why me? 'Why can’t | be
normal like eve- /body else? You know. Did God put this as a punishment or
something towards me? | am ashamed. Why can’t | just go out and have a good
time with girls? | feel edgy when a female is present. An older “gay" person
would turn me ofT. | have thought about suicide. | think after this long period of
time | have actually seen where | have an illness. It is getting uncontrollable, to
the point where i can't put up with it anymore. It is a sickness. | know it's a
sickness, but as far as they [society] is concerned, you are a criminal and should
be punished. Even if I go tojail for 12 or 15 years, or whenever, | am still going
lo be the same when | get out.

This last statement was not meant to be defiant.

Physical and laboratory exarninal.m of the patient revealed a number of biolog-
ical pathologies (see Table 5-1). These findings suggest lhat the patient has
Klincfclter's syndrome, the significance of which will be discussed subsequently.



