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Table 5-1. Abnormal Physical and Laboratory Findings on Mr. A.

Physical Findings:

1 Scan on cheil from previously performed
bilateral nuucclomin, done bcciuse of
gynecomastia (enlarged breasts) which
developed at puberty

2. Hypogonadism (small testicles)

3. Abnormally long arms and fingers

Laboratory Findings.

1. Low sperm count

2. Elevated luteinizing hormone (148 ng/ml):
normal LIT in adult males < 36-64 ng/ml

3. Elevated follicle stimulating hormone (<"4
ng/ml); norma) FSH in aduil mele* -
98-276 ng/ml

4. Low testosterone (153 ng/109 mi); normal
(s.d. « 2) range in adult males “

275-873 ng/ml
3. 47 XXY chromosome pattern; normal
male pattern » 46 XY

Typical patient with Klinefelter’a syndrome.
Note lhe gynecomastia a v* female distribu-
tion of adipose tissue. (Photo courtesy of
Dr. John Money.)

Podophllla «» an Example of a Diagnosabto Sexual Deviation
Syndrome

The case just presented is an example of homosexual ephebophilia, which means
that the patient is a man whose sexual orientation, interests, and preferences are
directed predominantly towards postpubcrtal boys. Were be interested mostly in
prepubertal boys, a diagnosis of pedophilia, rather than ephebophilia, would be
more accurate. For purposes of the present discussion, tlie tenn pedophilia will be
used when referring to persons sexually oriented towards children, regardless of
whether the children are pre- or poslpubertal.

According lo llie 3rd edition of die Diagnostic anti Statistical Manual o f Mental
Disorders (DSM 111), there ore three criteria which must be satisfied in order to
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make such a diagnosis." First;, it is necessary to establish that the patient becomes
erotically excited by the. act. or fantasy of engaging in sexual activities with chil-
dren. Secondly, if the patient' is tut «lult,, rattier than an adolescent:, the children
must be at least ten yean, his jvniw. Finally, it must be clear that any sexual acts
engaged in with children jit ret either due to other mental disorders such as schiz-
ophrenia, dementia, or drug ii.iinxiciilkm, or clue lo lack of an suitable age-appro-
priate partner, which occurs in sonnr. cases ol; i/icanreration or ince;;l.

As is true of persons wilh oxnventionxl .heterosexual interests, the onset of sex-
ual behavior in persons with unconventional, or ‘deviant,” erotic desires usually
begins around the time of puberty. Related farrtasies, however, may have been
experienced much earlier, in tlie absence of appropriate treatment, the course of
such syndromes tends to lie chronic., which isnot surprising became the sex drive
is maintained over time.

In terms of reported cases, pedophilia appemi to be almost exclusively a mak:
problem, although its exact prevalence is unknown. The majority of cases in tin;
literature b. ve involved heterosexual pedophilia (men attracted towards little girls),
but more recently some centers have reported ? .higher frujuency of homosexual
involvements.2 In ancient Greece, homosexual, peoopfoilic bohiiviot? was considered
acceptable. Socrates, forexample, wrote, “A ualucrfcompny might be composed
of boys and their lovers . . . for of all men Ihey woold be shamed to tieccrt one
another.™ Judeo-Christian beliefs, however, based in part upon tlie biblical story
of Sodom and Gomorrah (hence, the term sodomy), clearly consider it Gobe im-
moral/"* In some states, a possible legal sentence for engaging in sex with a minor
is the death penalty.7 Although in American society a child cart clearly become
quite distressed by involvement with a pedophile (brace the importance of imply-
ing effective interventions to stop such bdhavior), it is also she case that omc
children become even more upset by the renclions of wcil-intcntioned adults who
find out nbou. their sexual involvements.* Tragically, sometimes children also feel
guilty and responsible for any punishment imposed upon a former partner, a person
(perhaps even a relative) whom they may actually like a great deal.

Sexual activity by pedophiles wilh children rarely involves physical assaultivo
ness and is usually the result of persuasion rather vlian coercion, although ihe series
of brutal slayings in Atlanta, Georgia, durin# 19(10 and 1981 represented an excep-
tion9 A study in Detroit, Michigan, of over 1232 sex offenses npjnst children
found that physical injury occurred in less iluui 9% of ihe rases 16 when u ped-
ophile craves sadistic sexual involvement with children, a second diagnosis of
erotic sadism should also be made. Though mo:< children are warned lo be leery of
strangers, the victims of pedophiles, unlike ihe victims of exhibitionists, usually
know (heir partners well, and sexual activity (which is often mutual kindling and
masturbation rather Ihan intercourse) frcijuenlly occur in the home of either the
victim or lhe perpetrator.'s* Whereas yome pedophiles merely lust after children,
some sccin "0 fall in love with them, which nay moke treatment more difficult.
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Why persons differ from one another in sexual orientation and in the nature and
intensity of their erotic desires is unknown. It is unclear why most men find women
sexually appealing whereas some are erotically attracted towards young hoys. Nor
is it clear why still others experience recurring urges to expose themselves publicly
or to rape .repeatedly. In some instances, certain types of early childhood experi-
ences seem to play a contributory factor iii determining adult sexual interests.
Many pedophiles, for example, were themselves sexually involved with adults as
youngsters.” In other cases, biological pathologies such as structural brain
damage, hormonal dysfunctions, genetic anomalies, ir electrical disturbances of
the brain seem to play a role.2,13 Persons who meet the diagnostic criteria for a
sexual deviation syndrome, of which pedophilia is an example, nuiy be appropriate
candidates for treatment with antiandrogenic medications.

Diagnosing a Soxusl Deviation Syndrome

The term used in DSM Til to categorize sexual deviation syiidromes is paraphiiii,
which means attraction to deviance.lDiagnosis of a "tc-xual deviation syndrome can
be made by inquiring about a person's thoughts, feelings, and behaviors. Individu-
als with deviant sexual interest's ordinarily experience repented erotic fantasies
about engaging in unconventional forms of sexual activity. Asking en individual
about his masturbatory fantasies can be revealing in this respect because erotic
arousal for the purpose of masturbation may be difficult in the absence of enxic
mental imagery.l,,M The homosexual pedophile frequently fantasizes about young
boys, whereas the heterosexual exhibitionist has recurring thoughts about exposing
himself to women. The male transvestite is preoccupied with the idea of cross-
dressing in female clothing. Rather than depending solely upon introspective re-
ports, Dr. Gene Abel of the New York State; Psychiatric Institute suggests that the
rate of change in lhe diameter of the pupil of the eye can also he used us a means of
determining whether a particular stimulus, such ar, the picture of n nude child, it
sexually arousing (sec Figure 5-1). Measures of penile tumescence and oilier forms
of polygraphic data have also been used to try to document unconventional sexual
interests. b

Accompanying the unconventional sexual fantasies experienced hy persons wiw
can be diugnosed as having a sexual deviation ityndromc are intense erotic crav-
ings. These cravings are experienced as frustrating and discomforting when de-
viant fantasies cannot be enacted. Karl Jaspers, lhe cinmincnt German
phenonienologist (who was probably influenced in his thinking by Krafft-Bung
and Havelock Ellis), characterized deviant sexual cravings «s intolerable states,
similar to addictions, that demand action in order to be alleviated.® However,
many persons with conventional heterosexual interests can also feel discomforted
if sexually frustrated; such frustration may motivate a jscrson lo seek out a consen-
sual sexual partner. ".ie individual with o pcdophilic se.sual o -eolation, however,
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HomoMxud Pedophite (M*b)
HattroMKud Mil*
tor HomoMxux! F(miWi)
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, intront Otirr-Ton bring tntc-J
A7 at this point in lime
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in front ol pwxur being taitad al,
thii point io ttew Hetwonxuel Pedophili (Mile)
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L

MINIMAL DILATION TIME (IN MILLISECONDS)

Figure J-1 Schematic rrpraotarion uf the pupillary ttapcnaci of four pmoiu wilh diffr-ent
Kiual otientdinna.

facet much greater difficulties in the sense that all those whom he may find natu-
rally appezhng (i.e., children) are forbidden as partners. Living in a world where
ill those who are sexually appealing are forbidden as partners must be difficult—a
situation heterosexual adults can, perhaps, empathize with by imagining living in a
world where one was expected to have sex only with children.

ftople do not decide voluntarily what will arouse them sexually. Rather, they
discover within themselves what sorts of persons and activities are sexually appeal-
ing to them. Sexual behavior in general tends to be in part a response lo one's erotic
desires and fantasies. Thus a man with conventional heterosexual interests (ends to
seek out adult women, just as tlie homosexual pedophile (who may be impotent
with women) seeks out boys. The heterosexual voyeur repeatedly seeks out situs-
lions where he can "peep™ upon unsuspecting naked or partially clad femmes in
response to his sexual cravings, whereas the male transvestite repeatedly cross-
dresses.

DSM 11 lists nine major diagnostic subcotegories of paraphilia (see Table 5-2).1
Inearlier, outdated classification schemes, sexual deviation syndromes were often
considered to be a subdivision of the so-called sociopalhic personality type. It is
imXHian( to appreciate that sexual orientation can be assessed independently of
chuacier trails. Some men wilh unconventionul sexual orientations show no other
evidence of "*sociopalhic personality trails," such as disrespect for authority, other
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kinds of criminal behavior*, truancy, vocational irresponsibility, or lack of Concern
for otherj. On (he contrary, men with unconventional sexual orientations such as
pedophilia can manifest a range of character traits, just as is true cf persons with
conventional heterosexual orientations.']]Thus, terms such r,s pedophilia refer to
the nature of a person’s sexual orientation or to (he nature of his sexual desires, and
not to his traits of character. A paraphiliac man who has been consistently non-
violent in temperament would not ordinarily be expected to undergo a sudden
change in personality so as lo become a physical danger to others.

Tablet 5-2. Major Diagnostic Subcategorias
of ParaplhlJia.

ftdoptilia

. Exhihitioniim

. TViravatiim

. Voyeurism

. Zoophilia

haiihum

Erotic aadiim

. Erotic maaochiam

. Other (tfschidss ~r»«4uliic or compulii re raps)

© O NS WN

Differential Dlagnoals as a Bads for Datarminlng Appropriate
Psychiatric Treatment

Many persons are referred for psychiatric assessment and possible treatment by
virtue of the fact that they have behaved in a particular way (e.g., by having sexual
involvement with a child) and, thus, they carry the label “sex offender." Not all
sex offenses (a legal term), however, are the reflection of a sexual deviation dis-
order or paraphilia (a medical term). In assessing a sex offender for possible treat-
ment, tlie psychiatrist or evaluator must try to ascertain (1) the state of mind the
individual was experiencing that led him r x:l in a particular way, and (2) whether
die behavior in question was the manifestation of a diagnosable and potentially
treatable psychiatric syndrome.

A sex offense could represent Ihe expression of any of a number of psychiatric
conditions. Schizophrenia, for example, is a syndrome comprised of (1) delusions,
which are rigidly held, idiosyncratic, false beliefs dial cannot be corrected by
reason (e.g., the belief that one has a bomb inside one’s liead); (2) auditory halluci-
nations (“hearing™ voices when no one is speaking); (3) disorganized diinking (in
both logic and syntax); (4) insomnia; (5) agitation; (6) emotional apathy; (7) loss of
initiative; and (tt) bizarre behavior.*Thc term schizophrenia refers to die cluster of
associated features comprising the syndrome and not to the person manifesting the
condition.” Schizophrenia must be differentiated from other psychiatric syn-
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(tomes such as dementia, delirium, and affective illness because delusions, hallu-
cinations, and bizarre behavior may occur in these disorders as well. In dementia
and delirium, however, delusions and hallucinations when present are accom-
panied by disorientation and intellectual decline, whereas in affective illness these
symptoms occur within the setting of a sustained mood change. The age of initial
onset of schizophrenia is almost always in the late teens or early twenties, and like
a variety of other medical conditions (such as juvenile onset diabetes), its course is
chronic. Tlitre is evidence that this form of mental illness, in which persons lose
the capacity to perceive accurately whether heard voices are real or imaginary, may
be associated with a genetic predisposition.]lThus, schizophrenia seems to occur
most frequently within certain families. An associated biological pathology may be
the presence of heightened levels of various chemical neurotransmittcr substances
(such as dopamine) in the brain.2)

Mr. B. was a patient who developed the delusion that he needed to drink the
blood of women in order to remain alive. Initially, in response both to this rigid
false belief and to "voices telling him to do so," he sacrificed several animals and
drank their blood. Subsequently, he physically assaulted several women in an
effort lo obtain blood from 'them, which resulted in his being charged with a second
degree sex offense. In this case, Lhe offense in question was clearly a behavioral
manifestation of his sctiizophrenic condition, and his sexual orientation and erotic
desires were apparently quite conventional. Appropriate treatment for the symp-
toms of schizophrenia includes the use of phenothiazine medications or other sorts
of neuroleptic drugs.Zl However, just as is the case when insulin is employed to
treat diabetes, present-day pharmacological therapy does not represent a complete
cute for this illness.

Sex offenses can also be a reflection of other psychiatric conditions such as
manic-depressive illness.2 Iri addition to delusions of grandeur (e.g., the belief
that one is Christ) and elated mood, one of the other symptoms of (lie manic
>yndromc is often an incrcusc in sexual appetite. Mr. C. is a 54-year-old man who
would repeatedly expose himself to middle-aged women only when in the midst of
such an episode. At other times, when his mood was stable and his capacity to
perceive reality intact, he would never act in such a fashion. The appropriate treat-
ment in his case, as a prophylaxis against future recurrences of this psychiatric
illness (wliose natural course, like asthma, is episodic rather than chronic), is
lithium carbonate. When well, this patient experienced perfectly conventional
erotic interests und, thus, would not satisfy (lie diagnostic criteria of a sexual devia-
tion syndrome.

Sex offenses can be perpetrated by persons with conventional sexual desires and
orientations while intoxicated wilh drugs or alcohol. Here psychological counsel-
ing (plus, perhaps, Antabuse—a medication that makes a person feci physically ill
if lie consumes alcohol while taking it) would likely be (he treatment of choice. A
mentally retarded person wilh conventional erotic interests who "didn't know any
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belter" might also commit t. sex offense and possibly require counseling plus sex
education. Mr. D. is an intelligent man with conventional sexual interests who
began an incestuous reteiionship with his sister before either af them was old
enough to appreciate the implications of such behavior. Here, counseling to help
them deal with their guilt and family concer t was the treatment employed. Fi-
nally, a self centered, self-indulgent person with convention tl sexual desires, but
with no concern for the well-being ot others, nught also commit a sex offense. An
example would te the criminal who rapes a woman in the midst of a robbery
because he feels he can get away with it. Such a person might well have no
diagnosable psychiatric illness, and a proper disposition might include quarantine
in the form of incarceration.

Rationale for Treatment When a Sex Offense is the Manifestation of
a Sexual Deviation Syndrome

Based upon the preceding discussion it should be clear that some sex offenses ate
committed by men who are not simply self-indulgent individuals with conventional
erotic interests misbehaving. Unlike the homosexual pedophile, most men (includ-
ing homosexual men) experience absolutely no desire to engage repeatedly in sex-
ual involvements with young boys.]l Rather, the average man would be repulsed
by such an idea. Whereas the exhibitionist lusts for the opportunity to repeatedly
expose himself publicly, most men would be embarrassed or humiliated at the
prospect of b:having in such a fashion. Though many men might indeed hum (heir
gaze towards, n partially clad woman visible through a nearby window, few experi-
ence recurrent urges to "peep" repeatedly nt the risk ofjob, reputation, family, and
incarceration as does the voyeur.14,23 The average man would feel foolish dressed
in woman's clothing, whereas the male transvestite finds this erotically arousing.
Although many men find themselves capable of being sexually stimulated by de-
scriptions or scenes of coercive sexual acts, the average man certainly does not
experience repeated ruminations and cravings to rape. Nor, as is the case with the
paraphiliac (or compulsive) rapist, does he repeatedly have to resist the temptation
to rape in order to remain out of trouble.] Thus, the assumption that paraphiliac
hchavior is little more than misbehavior is m conceptually invalid oversimplifica-
tion. This kind of oversimplification leads lo interventions that are rehahilitativcly
ineffectual. The recidivism rate is extremely high when punishment is the “treat-
ment" of choice, as punishment does virtually nothing to make it r ty easier fora
man to resist deviant sexual cravings. One hears of numerous instances in which a
paraphiliac rapist, recently freed from prison on work release, has already raped
again repeatedly. Quarantine, as opposed to punishment, may indeed be necessary
so long as an individual poses a threat to others (os is sometimes true of some
persons with contagious diseases), but if effective treatment that assures public
safety can be applied, ihe need for isolation from the community may be obviated.

PART II: BIOLOGICAL PATHOLOGIES AND ETIOLOGIES

Klinefelter's Syndrome ns an Example of a Biological Condition
Possibly Predisposing towards Sexual Deviation

Mr. A , whose case was discussed earlier, was found to have Klinefelter's syn-
drome. Dr. Hany Klinefelter and his colleagues described this condition for the
first time in 1942 in the Journal of Clinical Endocrinology.16 Klinefelter's syn-
drome is a condition characterized by (I) the development of gynecomastia (en-
larged breasts) at the time of puberty, (2) aspermatogenesis (low sperm
production), and (3) an increased excretion of follicle stimulating hormone (FSH)
by lhe pituitary gland in the brain.

Normally a person without Klinefelter’s syndrome has 23 pairs, or a total of 46,
chromosomes—each of which contains millions of genes. One-half of each chro-
mosome pair is obtained from the mother, and the other half from the father, at :hc
moment of conception. Twenty-two of the 23 chromosome pairs are termed auto-
somes, sad as far as is known they are not directly related to the determination of
the body’s gender appearance.

In most cases, every cell in a person's body contains a replica of all 46 chromo-
somes. Any cell can be obtained from an individual, prepared in a special way, and
then looked al under a microscope, to actually visualize them. When this is done,
ordinarily by looking at a white blood cell, the chromosomes can be lined up and
numbered as shown in Figure 5-2. Usually these chromosomes look the same in
every cell. When this is not so, as when some cells contain 46 chromosomes but
others 45, this is known as a mosaic pattern. The top par*,of each chromosome pair
is called the p-sccnion, and the lower part the g-scction. If a chromosome abnor-

6 7 & B 10 11 12

Ah AAAA **

13 m 15 16 17 18

X< m alsaa

19 20 21 22 XY
Figure 5-2.  Nomi»l mle (46 XY) thromorome ptiicm.
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mality were to consist of extra genetic material being present on iihe top part of
chromosome pair number 9, this would be indicated by tlie notation 9 (p ).

Ifone of the 23 pairs of chromosomes looks like a small X matched with another
small X, a person will look like a female at birth (barring certain medical complica-
tions).170n the other hand, if that chromosome pair looks like a small X matched
wilh a small Y, tiie person will usually look like a male because the presence ofa Y-
shaped chromosome ordinarily instructs the body to take on a male appearance. On
rare occasions, a woman may be found to have an XY rather than an XX chromo-
some pattern, if chemical receptors in the cells in her body lack the capacity to
respond to genetic messages sent out via hormones from the Y chromosome.2*

In Klinefelter's syndrome, instead of having 23 pairs of chromosomes for a total
of 46, 4? chromosomes are present, one of which is an extra X. Thus, although
due h>the presence of a Y chromosome, the Klinefcllet s child ordinarily appears
to be 3 boy at birth; genetically speaking, the child can be thought of either as a
male (XY) with an extra X chromosome or as a female (XX) with an extra Y
chromosome. Although most Klinefelter’s patients have only one extra X chromo-
some and are therefore said to have a 47 XXY karyotype pattern, some have even
greater numbers of additional X chromosomes present.

Besides the XX or XY pattern, other physical indices have been uw*l m try ia
ascertain biological gender. Although most women have two X chromosomes in
every cell, one of these two is ordinarily partially inactivated.lg,a) As a result, ifa
cell is taken from a woman, by gently scraping the buccal surface of her tongue,
and it is then properly prepared and looked at under a microscope, a clump of
stained chromatin will be seen within this cell's nucleus. Lyon was the fits! to
suggest that this "chromatin positive material,” also known as a Barr body, is
actually a partially inactivated and clumped up extra X chromosome.3 Since the
"normal” (XY) male has only one rather Ihan two X chromosomes, he has no extra
one present to clump, and thus he will test chromatin negative. The Klinefelter's
male, however, because he does have two X chromosomes will stain chromatin
positive and thus, on v basis of this test, appear tc be ti female.

Another test sometimes used to identify biological gender involves looking at
neutrophils, a type of white blood cell, under a microscope. Ordinarily the nucleus
inside a neutrophil obtained from a woman contains a drumstick-like appendage
(see Figure 5-3).JI This "drumstick" is not seen in neutrophils obtained from "nor-
mal" (46XY) males, but il is seen in Klinefelter's patients.

As early as 1957, Money and Hampson suggested that sex differences can be
looked at in a variety of ways besides physical appearance (sec Table 5-3).3]. When
this is done using Klinefelter's patients as an example, it becomes clear lhat ques-
tions as to whether an individual is a man or a woman, and questions about what
sexual orientation and gender identity should be, become much more difficult lo
answer than is ordinarily appreciated. Because Klinefelter's patients are bom look-
ing like males, their parents naturally enough routinely assign them a male sex
role, and they are raised as boys. However, in terms of gender identity, some of
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Table 5-3. Male veteus Female Sexual Characteristic* In
Klinefelter's Patients.

M XUN inini'l XYMMOVB (K.r.)
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2. Feelings of gender (deadly May be male orfemale
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(b) .Sexual behavior
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InK. F. ayndrome?)

Male Mbirth; then become* both male and
female (e.g., enlarged breast*) Mpuberty

Hormonal profile (of lotautcrone, FSH, and
LH) i* similar to poatmettopauial femalei

Male, bU hypogoneyial

Mdelfemale — karyotype (XXY)
Female — Barr body
female — neutrophilic drumstick

4. External anMomical rex (phenotype)

3. Hormonal aex

6. Gonadal (and internal anMomical) MX
7. Chromosomal aex (genotype)
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tb::m, as early as age 7, have fell themselves psychologically to be girls.3]. Dr. John

Money described the case of an otherwise normal 8-year-o|d boy brought for psy.

chiatric assessment by his frustrated parents because lie insisted he felt more com-
fortable dressed in girls' clothing. Chromosomal analysis revealed that he had

Klinefelter’s syndrome. As demonstrated by the case of Mr. A. discussed earlier, a
number of Klinefelter’s patients are sexually iittracted to little boys rather than to
members of the opposite sex, but in some ways it is unclear which sex is (Ik

opposite rex wlien it comes to Klinefelter’s syndrome. Why some Klinefelter's

patients find children rather than adults appealing is unclear. It is clear, however,

that the sight of an infant usually elicits some feeling (albeit asexual) in most

people. The possibility that feelings towards children (including the so-called ma-

ternal instinct) may be at least partially influenced by genetic factcrs cannot be

excluded. 3 Although body phenotype is masculine during childhood, 80% of
Klinefelter’s patients grow large breasts and develop a "female distribution of adi-
pose tissue" at the fiime of puberty (s e Thble 5-I).|V|J4 The "hormonal sex" of

these patients es measured by levels of FSH, LH, and testosterone is somewhat

similar tn rturf of a postmenopausal woman. Although Klinefelter's patients have

testes rather than ovaries, their testes are very umall, and produce little testosterone

and virtually no sperm. As noted earlier, in tenns of (1) chromosomal karyotyping,

(2) Earr body testing, and (3) assessment of neutrophils for the presence of "drum-
sticks, "Klinefelter’s males produce the same test results as females. Thus, perhaps

lit should come as no surprise when one discovers lhat a patient like Mr. A. who

has Klinefelter’s syndrome also has problems in terms of sexual orientation and in

terms of the nature of his erotic desires.

Although Kilinefelter’s patients have been well studied medically, litlle epi-
demiological data surveying the prevalence of sex-related disturbances in the
Klinefelter's population as a whole arc available.I/ In many studies, pertinent ques-
tions regarding sexual phenomenology and enpericnce were never asked.r* Fur-
tlircrmorc, the prevalence of sexual deviation, gender dysphoria, and related
phenomena amongst the general public has not been well documented and there-
fore is unavailable for comparison purposes. For these reasons, in spite of the cast
of Mr. A. presented earlier, conclusions regarding the relationship between
Klinefelter’s syndrome and sexual deviation must be evaluated cautiously. Never-
theless, review of the literature (despite some disagreementsﬁ]9'40) suggests that
the prevalence of sexual deviation syndromes in Klinefelter’s patients may indeed
be higher than it is amongst non-Klinefeller's men.41'a) Baker and Stoller, for
example, reviewed over 100 pertinent articles and arrived at such u conclusion.ll
Since most Klinefelter’s patients appear to be: essentially normal boys until pu-
berty, it is difficult to recount for this apparently high prevalence of sexual devia-
tion on the basis of child rearing practices or other types of early life experiences.

Not all patients with Klinefelter's syndrome show evidence of sexual deviation;
rather some are hyposexual instead. In such cases, testosterone has sometimes
been administered to increase rather than decrease sexual capacity. When this has
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been done, these patients have reported a heightening of erotic desire, which again
demonstrates the apparent relationship between testosterone levels and sexual phe-
nomenology.51"51

Although most Klinefelter's patients have low testosterone levels, often the lev-
els are not so low as to obliterate sexual desire significantly. Therefore, when
sexual desires are deviant, as is the case with pedophilia, attempts to further reduce
sexual appetite may still be warranted. This liighlighls the fact Ihat the rationale for
utilizing testosterone-depleting methods to treat paraphiiiacs is based upon appreci-
ation of the nature and intensity of the individual’s erotic cravings, and not upon
documentation of a biological abnormality. However, just as lung cancer is more
likely to occur if a person smokes than if he does not, the likelihood of sexually
deviant urges may be greater in the presence of certain kinds of biological abnor-
malities Ihan in their absence.

Etiology of Convent) onal and Unconventional Sexual Dealrat—
Associated Biologic/1 Pathologies

Mr. A., whose case of homosexual pedophilia was discussed earlier, was also
diagnosed as having Klinefelter’s syndrome. This, coupled with the fact that medi-
cations may sometimes be used in treatment, raises the question of whether one
should routinely look for possible biological contributors to sexual behavior. In
animal species other than mar,, biological factors clearly contribute significantly lo
such behavior. Female dogs, for example, become sexually responsive to male
dogs only while in heat (estnis). At such times, in response to the odor of chemical
substances emitted from the females, the males themselves become sexually much
motr assertive. In many species of birds, only the male sings. If a female zebra
finch is given estradiol as an embryo, plus androgen hormone* as an adult, she will
sing a male courtship song witho.tf having heard it previously.34 In addition, she
will display typically male mating behavior and, like normal males (but unlike
normal females), will have on increased number of cells in the nucleus robustus
archistratialis and other brain regions (see Figure 5~4a).

In most species of rat, normally only males mount. "Mounting" is a behavior
that involves.placing the forepaws on the back of another animal while posturing
the body in a fashion conducive to intercourse. Adult female rats given testosterone
Wa specific time in ulcro will also show this behavior which normally predomi-
nates in males.” Male rals do not normally build nests or care for ihcir young, but
they will build nests and show other kinds of "materne! bchuvior" if electrical
stimulation is applied to certain brain areas. ¥ Male Siamese fighting fish arc pre-
programmed genetically lo respond aggressively to the sight of another male. Tin-
bergen described in great detail how specific configurations of visual stimuli cun
elicit (or "release™) specific sexual behaviors in stickleback tish.5/ The same is true
of spiders and blowflieshl (sec Figure 5-4b). In some cases, animals are pie-
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Figure M 1 Sen difference* in mile ind female finehe*. Mile bird* *inl-. femihs do noi
However, femtle* treated with etfradiot (E) just after Inching, *nd with androgen (A) ih
adulthood, do ling and eahibil other male behavior. Shaded diaka repreaent the relative lire cl
one brain repoo involved in aoug production. (From reference 54.)

fS

6 mm

Figure 5-4b. Vnual ipecificity of the letua) rtiponiivenen of Ipiden. Male »p*de» *«e' "°
prior teaual etperience may attempt lo male (jr attack) moving colored object! iliaped like thmc
on ihe led, but they will not do to wilh thoie on the right. (From reference 58.)

SEX OFFENDERS 99

programmed genetically to respond sexually to sounds rather than vision. The
sound of the wing beat of the female is the stimulus which attracts male crickets
and mosquitos.ﬂ Some animals have an innate predisposition to follow, and be-
come psychologically attached to, the first large object they see moving during a
" critical time period " in early life. Attractions acquired in this fashion are said to
be “imprinted."w Lorenz described young ducks who became so imprinted
towards him that they tried to feed him live worms—a drive apparently so strong
that ihcy would try to force them into his ears if he closed his mouth.*0 Early life
imprinting can influence the nature of an adult animal’s sexual attractions.

In 1978, researchers reported a study in the New England Journal of Medicine
documenting the observation that some women initiate sexual behavior most Ire-
quenlly during the ovulatory period (days 12 through 17) of their menstrual qgt-
cles.*IThis is a time in the cycle when the androgenic hormone androstenedione is
ordinarily at its peak.62 When estrogen and progesterone Itormones were given to
these women in (he form of birth control pills, the result was a suppression of ihe
ovulatory peak nf female-initiated sexual 'sehavior. Since regular menstrual cy-
cling, including monthly menstruation, continued normally, this decrease in (he
frequency of female-initiated sexual behavior around (he time of ovulation was
apparently attributable, cither directly or indirectly, to the altered hormonal status
of the women in question.

Human males do not have to be taught how to obtain an erection. Instead, al
some lime in their lives, presumably because they are genetically preprogrammed
to do so, they begin to have erections in response to specific kinds of tactile,
mental, olfactory, or visual stimuli (such as the sight of a shapely female) Even
human infants seem lo respond instinctively in specific ways to certain stimuli such
as u loud srMind (which cajscs a startled reaction), the visual perception of height
(which causes hesitation), or the sight of a familiar face (which causes smiling).]l
Goy and McEwen al a symposium ol the Massachusetts Institute of Technology in
1977 suggested lhat biological fuctors may contribute more than previously appre-
ciated lo human social and sexual experience.** Recently, Pillaid and co-workers
summarized data suggesting that (here may be a genetic predisposition towards
male homosexuality.

tn humans (as well as in animals), structural and functional differences in (lie
brain between males and females seem to depend upon exposure to various “sex
hormones" during particular phases of embryonic development.45-70 Females ex-
posed prenalally to high doses of androgens tend, as adults, to show patterns of
psychoscxunl development more typically seen in males.71,72 Prenatal exposure to
progesterone may have a "feminizing effect."7,'74 Exposing a male human fetus to
medications containing estrogen may lead lo a pattern of adult psychoscxunl be-
havior more frequently seen in women.75,7%Orai administration of 10 mg per day of
testosterone to adult women can increase sexual responsiveness and libido without
causing maiculimzing bodily changes.ﬁ
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Because it seemed possible (hat biological factors might contribute significantly
to human sexual behavior, a variety of laboratory tests were performed on a group
of paraphiliac patients.lThese data, which have recently been updated, are pre-
sented in Table 5-4. Although it will be important to perform similar tests on an
appropriately matched group of persons with conventional sexual desires, for com-
parison purposes, there does appear to be a very high frequency of biological
pathologies in these patients. These pathologies include structural brain damage,
hormonal abnormalities, electnxncephalographic dysfunctions, and chromosomal
anomalies (such as Klinefelter’s syndrome).

Thus far, the possible role of biology as an etiological contributor lo sexuality
has been discussed. However, Stollcr hypothesized that whereas biological factors
may become a compelling determinant of sexual experience and function in the
presence of significant organic anomalies (Stoller’s "biological force" hypothesis),
sometimes environmental influences such as early life experiences may play a
more dominant role.” In this connection, Dr. John Money has discussed the case
of a pair of geneticcMy identical twins, one of whom I'equired a total penectomy
(surgical removal of the penis) a few days after birth, due lo trauma suffered during
circumcision. Subsequent lo that penectomy, plus additions! reconstructive surgery
(and hormone supplementation at puberty), the child in question was reared as a
girl. Although perhaps somewhat "tomboyish" in interests and play during child-
hood, this 46 XY female, now a teenager, feels herself psychologically to be a
woman. Her sexual orientation and interests are directed towards age-appropriate
males, and som :day she hopes to many and adopt children. Her genetically identi-
cal twin feels himself to be masculine, and he finds females appealing. Thus, itis
clear that both biological and environmental (actors can influence sexual pbe
nomenology and behavior.

PART HI: THERAPIES

Psychotherapy and Behavior Therapy at Treatments— Biological and
Syndromal Considerations

Four major type* of treatment have been proposed lo try to help sex offenders.
They arc psychotherapy, behavior therapy, medication, and surgery. Unfor-
tunately, recognition that optimal treatment may depend upon proper differential
diagnosis has often heen unappreciated. Sometimes the goals of therapy an: stated
explicitly, for example, to help a |>crson gain greater capacity for self-control, bul
this is not always the case.

Most psychodynamic theories make the assumption that conventional heterosex-
uality alone is natural, and that other orientations uod preferences arc pathological
variants which only occur when proper development goes awry. These theories see
sexual deviation as u reflection of "unconscious” psychological conflicts and pos-
tulate Ihat such conflicts come about as a result of unsatisfactory early life expcri-

Table 5-4. Associated Findings in a Group otf Mala Pedants with
Sexual Disorders.

PATIENT DIAGNOSIS

1 Erotic sadism

2. Homoaerual pedophilia
3. Homosexual pedophilia

4. Hypaaexuit'y
3. Homosexual pedophilia

6. Homosexual pedophilia
7. Heterosexual pedophilia
1. Exhibitionism

9. Heterosexual pedophilia

10 Homosexual pedophilia
11 Heterosexual pedophilia
12 Heterosexual pedophilia

1). Homosexual pedophilia
14. Paraphiliac rape

13 Homaaesual pedophilia
*6. Hypersexuality

17. \oyeurism

16 Homotexual pedophilia
19, Homosexual pedophilia

20 Homosexual pedophilia
21 Hcrooaexuai pedophilia
22 Paraphiliac rape

23 Exhibitionism

24. Homosexual pedophilia
23 Hcteruaexual pedophilia
26, Homosexual pedaphilia
27. Heterosexual pedophilia
21. Homosexual pedophilia
2 \Voycuritnt

30 Hypersexuality

3L Homosexual pedophilia
32 Tramexualism

3B Homosexual pedophilia
34 Homosexual pedoplulia

ASSCCIATED VtNrat.CH

Oculomotor abnormality suggestive of basal gaitglion dysfunction.
Unexplained g.iil disturbance.

Dyslexia; childbond lisp requiring speech ‘verapy.

Cortical atrophy; grand mal seizures; recu-.-.a slow delta wave* and
sharp activity over frontal brain regions on EEC.

Elevated testosterone; family history of adrenogenital syndrome.
Klinefelter's tyndrome. mosaic (90% 47 XXY. 10%46 XY).
Elevated FSH and LH. Low testosterone.

Strabismus; childhood learning disorder.

Schizophrenia.

Elevated testosterone; prior history of coma several months
following head trauma; grand mal seizures,

Conical nrophy (2° to trauma); right-sided partial hemiparesis;
visual spatial deficits.

Elevated testosterone.

Near lota] blindness due to brain damage.

Elevated testosterone; mild ventriculomegaly and conical atrophy
most_pronounced in area of right sylvian firaure (by CAT acan);
elsvsieri 24-hour urine pregnanctrisi (3.1 MY — nurmai b less than
2.3 mg).

Elevaied LH. Generalised muscular hypotonia.

Elevated testosterone; grand mid seizures.

Elevated lestoncrone.

Conical atrophy; conical blindness; mild mental retardation.

ElevatM LH.

Dyslexi .

Mosaic t hromoaomal partem (97.5% XY, 2.3% XXh targe
heteroel totruaic region at centromere of autoaome number 19
(polymc phic vwiart); km LH.

46 XY, Inversion 9(p+ q-) chromosome pattern. High L1l

47 XYY chromosome pattern. Elevated sealoatcrone, FSH, and U1,

Elevaied FSH.

Elevaied Ul.

Low Ut.

Elevaied testosterone. FSH, and Ul.

Klinefelter's syndrome; ekvatod FSH and LH. Low testosterone.

Elevated testosterone,

Elevated testosterone.

Elevated testosterone and Ul,

Elevated testo-Jcrone; structural brain damage.
Elevated testosterone, FSH, and Ut. ESG abnormality.

Klinefelter's syndrome. Low testosterone.

Elevated testosterone.
Klinefelter's syndrome. Elevated FSII and Uf. Low testosterone.

NOTE: Normal (i d - 2) testosterone range Inmen « 273-17J ng/100 ml. Normtl FSII Innulci - 91-276 ng/
ad Normal Ut tnmales - 36- M ng/ml. No auociaied ahwormaiiuei were detected in seven urhcr paiimra with
uass| ditordtri who were alto attested,
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ences. However, in the author's opinion, they rarely explain adequately why such
experiences should be expected to result in specific problems such as exhibi-
tionism, rather than pedophilia or juvenile delinquency. Usually the intent of ther-
apy is to try to '‘uncover" conflict! so that an individual can rework his
developmental problems. In point of fact, there is reason to doubt whether sex
offenders come to fully understand or change their sexuality by such means.

In an investigation published in Lancet in 1979, Eicher studied s group of trans-
sexuals (persons who feel themselves lo be psychologically "trapped in the body of
the wrong sex").7 He examined the white blood cells of these persons, looking for
the presence or absence of a cell surface substance known as H-Y antigen.?lOr-
dinarily (as depicted schematically in Figure 5-5), H-Y anligcn is present on the
surface of cells taken from men, bul absent in women. In some transsexuals,
Eicher found lhat the gender the individual felt himself (or herself) to be corre-
sponded wilh the presence or absence of H-Y antigen, rather than with that individ-
ual’s bodily appearance. If Eicher’s observations can be replicated, this suggests
lhat "sex charge operations,” which have been performed on some transsexuals,
may actually serve to correct body phenotype (external appearance) to conform
wilh H-Y antigen genotype.njo Such knowledge is clearly not accessible via intro-
spective methods alone. Even if a person could come lo such an understanding,
this would not necessarily make it any easier for him to change his behavior. There
is little solid evidence Iha* traditional psychotherapics, when used alone, are con-
sistently effective in treat t.g paraphiliac syndromes.

Behavior therapists tend to be less concerned wilh the historical antecedent! of
unconventional sexual behavior than with the question of what can be done bout
it. The feature common to most behavior therapies is that the therapist prescribes a
course of action for the patient to follow which is intended to help decrease his
attraction towards previously erotic deviant stimuli, such as children. Often a si-
multaneous attempt is nu> -Mher to teach the patient more appropriate ways of
achieving sexual satisfacit®i ot:  condition him to become sexually arousablc by
an age-appropriate consensual panncr. This is clearly a formidable task.

"Norm*!” Mali "Normil" Famala

Figure 5-5. H-Y antigen It ordinarily preacnt on the turface of cell* taken from tnen but aktnt
in women, aa thown tchematically in (hit figure.
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Much of the literature regarding the behavioral treatment of sex offendeis is
anecdotal. However, Isaac Marks at lhe Maudslcy Insitute in England documented
good therapeutic results at two-year follow-up in treating transvestites (men who
brcome erotically aroused by dressing in women's clothing), but the very same
behavioral approach failed with transsexuals (men who feel themselves to be
women).'Lé Blair and ILanyon obtained good results in using behavior therapy to
treat some exhibitionists.1l Behavior therapy has not proven consistently effective
in treating pedophilia. This suggests that some sexual deviation syndrome® may be
responsive to behavioral therapy treatments, whereas others may not. Perhaps
more attention needs Eo be paid to differences amongst these syndromes, in addi-
lion to studying their common features.

Mariicetlon to Tract Sexusil Deviation Syndromes

The purpose of utilizing medication to treat sexual deviation syndromes, is lo try to
decrease sexual libido. The rationale for doing this is based upon the assumption
Ihal if one experiences sexual hungers of the sort that might cause problems, for
example, a hunger for children, une is better off being less hungry. Because the
various medications used for this purpose are not intended to make a man impotent
nd incapable of sexual activity, they may be most helpful in facilitating self-
control in cooperative persons whose "offending behavior" is an expression of
unconventional sexual tastes. They may be less helpful when the "offending be-
havior" is a manifestation of diminished intellect, psychosis, pcrsonrlity problems,
or drug-induced intoxication—though such as hypothesis requires validation.

In utilizing drugs as a possible treatment method, one can address the issue of
the relationship between biological factors', such as testosterone levels, and states
of mind, such as tlrosc related to 3exual desire. It is important to recognize, how-
ever. that the use of biological methods to successfully treat a condition docs not
prove (hat the condition and the treatment are directly and simply related. Aspirin
can be used to trait a fever, bul fever is not due to, or precipitated by, aspirin
deficiency.

Amongst the drugs that have been used investigatively to try to treat sexual
deviation syjHtrorr.es are certain of tiae n. \jor tranquilizers such as benpcridol.M 1*
Initially, use of these drugs for this purpose was based upon the observation that
patients talcing them for other reasons sometimes reported diminished libido. How-
ever, there is little substantive evidence to support the n iion that these drugs can
he used successfully in the treatment of paraphiliac,s.

A class of drugs not yet utilized which may play a future role in treating these
conditions arc the gonadotropin releasing hormone (Gn-RH) agonists.17 Again,
rationale for their use is based upon the theory thit the hormone testosterone
"fuels” the sex drive in men. It is the increased production of testosterone by the
tesles around the time of puberty which correlates wilh (a) masculinizing bodily
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changes such as deepening of the voice and gro'vth of facial hair and (b) an in-
creased psychological interest in sex. Prolonged (as opposed to brief) administra-
tion of Gn-RH agonists, for reasons lhat are poorly understood, paradoxically
inhibits the release of follicle stimulating hormone (FSH) and luteinizing hormone
(LH) from the anterior pituitary gland ir; the brain (sec Figure S-0). This, in turn,
results in decreased testosterone output by the testes, which require stimulation
from FSH and LH in order lo produce testosterone. The adrenal gland, which also

Hypothalamus

9. Other testosterone breekdown 1. Gonadotropin releasing

products circulate to ilph.. receptors hormone [Gn-RH]in

in the brain. There they hind to hypothalamus stimulates
elphe receptors cauting release ol reteese ol FSH and LH.
gonidotioptii reletting hormone

inhibiting (actor (Gn-HH-IF). This 2 oooed by ey,
lacior ordinarily inhibits tha release

of Gn-RH.

7. Testosterone from
testes anters the User
through the circulatory
tyttam.

3. ACTH travels Irom
pituitary gland through
bloodstream to stimulate
production ol tastostarona
(plus other hormaonetl

in adrenal gland.

8. Soma braakdorm product:

ol testoitarone raturn to the
male genital organs via the
bloodstreamwhce they bird
to beta receptor Motains.

Figure 3-6.

4. LHand FSH from
pituitary gland through
hloodslraam to testes.

Production ol testotltione
and sperm by testes

8. Spv.m pass through vas
deleiens into [ienis dudng
iiiaculalion. (When a
vasectomy isdone the ws

is surgically cut and sutuifd |

Relationships among various "male tct hormones."
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produces testosterone in very small amounts, does not depend upon FSH and LH
stimulation tor this purpose. ACTH, another hormone produced by the pituitary
gland, on the other hand, can influence adrenal testosterone output. A recently
identified substance, Gn-RH inhibiting factor (see Figure 5-6), which may some-
day b: useful in decreasing sex drive, has not yet been synthesized and therefore is
unavailable for therapeutic purposes at present.**

Two other drugs that reduce testosterone levels which have been used in an
attempt to treat sexual deviation syndromes are cyproterone acetate (CPA) and
medroxyprogesterone acetate (MPA). Cyproterone acetate, which must be taken
daily in pill form, is currently unavailable in the United Stales. A controlled dou-
ble-blind clinical trial performed in Canada concluded that this medication could
successfully reduce sexual interest and libido in a group of paraphiliac patients.*g
This investigation did not use a pharmacologically active substance with similar
side effect;, for comparison purposes, however, thereby leaving doubt about
whether study pamcipaiv.s weir indeed "blind" as to when CPA was or was not
actually being administered. This raises the possibility (hat patients may have re-
ported reduced libido as a psychological reaction to feeling "drugged” and Ihat
their feelings of diminished sexual interest may not have been attributable entirely
to mpharmacologically induced decrease in testosterone levels

When cyproterone acetate is administered, the pituitary giand does not increase
production of FSH in response to decreased testosterone levels as occurs when an
individual is castrated. This suggests Ihat the drug has on effect not only upon the
testes but upon the brain as well, presumably in areas relevant to sexual phe-
nomenology and function. The same is true of medroxyprogesterone acetate.

None of the drugs used in the treatment of sexual deviation syndromes acts
specifically to decrease deviant sexual desires while leaving conventional sexual
interests intact. Thus, currently available medications do nothing to change sexual
orientation; rather, if successful, they simply suppress sexual appetite in general.

Two major options are possible as a means of trying to reduce the presumed sex
drive stimulating effects of testosterone. One is to try to interfere wilh testosterone
production, whereas the other is to try to block the effects of testosterone (or more
accurately, of its breakdown products) upon the brain. In the future, it may be
possible to block the central effect of testosterone breakdown products upon the
brain without interfering with levels of circulating testosterone peripherally. How-
ever, this cannot yet be done safely in humans.

The theoretical rationale for using testosterone-depleting medications to treat
paraphiliacs would be strengthened if il could be shown empirically that intensity
of sexual desire is indeed correlated with testosterone level. Davidson and col-
leagues showed (hat administration of testosterone to men whose plasma levels
were below 150 ng per 100 m1 led to a prompt increase in sexual appetite and
activity.% However, Brown and others, in a study involving 101 men, demon-
strated that variations in testosterone level within the intermediate range (275 to



les  11/B10MEDICAL PERSPEQTTVES AND BIOMEDICAL TREATMENT

875 ng per ICO ml in many laboratories) did not necessarily correlate with self-
reports of sexual interest. 1In animal studies, moderate decreases in testosterone
level due to CPA administration failed to decrease sexual activity as significantly as
had been expected.gz Thus, in order to achieve therapeutic sex drive reduction, a
significant decrease it testosterone level may be essential.

According to Laschet an | Laschet, 80% of the men involved in a nonblind
clinical (rial reported signify ant reductions in sex drive in response to a daily oral
dose of 100 mg of cyproterone acetate.dl Twenty percent of the mer. required 200
mg per day orally, or 30b lo 600 mg intramuscularly every week to ten days, in
order to achieve a comparable Follow-up of over 300 men for periods as
long as eight years revealed few serious side effects when these dosages were
employed.”

Stem and F.isenfeld showed tltat administration of radioactive-labeled testoster-
one to castrated rats preheated with CPA did not result in its being bound to periph-
eral target tissues such as the seminal vesicles.%Thus, CPA appears to prevent the
binding of testosterone to peripheral target organs. However, CPA does not block
testosterone uptake in central hypothalamic brain regions thought to mediate sexual
behavior.% In contrast, medroxyprogesterone acetate does, but il does not prevent
testosterone binding peripherally. MPA inhibits FSH more than LH, wriciCC' CPA
inhibits only LH (sec Figure 5-6). Thus, these two antiandrogenic drags appear lo
exert an effect in slightly different ways. Both, however, reduce production of
testosterone from its chemical precursors.97,9%% Antiandrogens may also exert an
effect by preventing the rise in testosterone which ordinarily occurs as a conse-
quence of sexual stimulation. %

Medroxyprogesterone Acetate (Deoo-Provere). In the United Stales,
medroxyprogesterone acetate is Ihe drag Ihat has been used most frequently to trcal
paraphiliac patients.ZThis medication is available in depot form, which means lhat
it is prepared in such a fashion (hat it can bind to muscle, from where it is gradually
released inlo (he bloodstream. Injecting a depot drag into muscle accomplishes the
same purpose as taking pills daily, in that both keep medication constantly present
within the bloodstream so Ihat it can act on appropriate tissue and organ receptors
(are Figure 5-7), Some of the medication travels iiuougii the circulation bound lo
carrier proteins, whereas the remainder circulates in an unbound (or free) form.
The customary starting dosage of MPA has been 500 mg per week of the 100 mg
per ml solulion. No more lhan 250 mg is given into a single injection site. The 100
mg per m! solution has greater bioavailability (i.e., it produces higher blood levels
at a given dosage) and is less painful than the 400 mg per ml conccmralion. ftri-
odic blood tests can be performed to document decreases in scram testosterone
levels, and the medication is not feminizing (e.g., it does not cause breast enlarge-
ment). Dor,age con be titrated so as not to cause total impotence, but studies tu
determine optimal dosage levels have yet to be performed.

0
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The major side effects of MPA include weight gain, mild lethargy, cold sweats,
nightmares, and hot flashes. Hypertension is common. Elevated blood glucose,
dyspnea (shortness of breath), hypogonadism (shrunken testicle size), and malig-
nant breast tumors (in female beagle dogs) have also been reported. The drag
causes a decreased sperm count which rmkes impregnation unlikely, but the re-
lining sperm can be atypical which suggests lhat (he fetus might be deformed
*ere a man lo father a child while taking the drag. It is believed that these major
side effects are reversible if medication is stopped.

Table 5-5 shows changes in sexually deviant behavior in a group of 20 chronic
Paraphiliac patients treated with medroxyprogesterone acctute.2 O these putients,



Table 5*5. Changes in Sexually Deviant Behaviors in 70 Chronic Paraphiliac Mala Patients
Treated with Medroxyprogesterone Acetate.*

AGE

PATIENT  (YEARS)

1 34
2 31
3 30
4 34
5 27
6 43
7 52
8 29
9 36

to 56
n 40
13 27
14 41
is 37
16 26
17 24
18 40
19 29
2 46

DtACNOSS

Homosexual
pedophi Ut
Homosexual
pedophilia
Heterosexual

exhibitionism
Homosexual
masochism
Bisexual
pedophiba
Transvestism;
homosexual
incest
Heterosexual
sadir a
Homosexual
pedophilia
Homosexual
pedophilia
Homosexual
pedophilia
Homosexual
pedophilia

Voyeurism.
haeroseiual

pedophitii

Homosexual
pedophilia

Humoseiuel
pudophilii

Homosexual
pedophilia;
exhibitionism

Homorexual
pedophilia

Heterosexual
voyeurism

Heterosexual
exhibitionism

Heterosexual
exhibitionism

Heterosexual
exhibitionism

AVERAGE FREQUENCY
OF SEXUALLY DEVIANT

BEHAVIORS REPORE
TXEATKENTt

Once/week

Twice/month; 1
known arrest
Twice/week

4 times/week
Twice/week

7 Omes/weefc
2inrideas

Once every 2 weeks
far 25 yean
TWice/week; 6
arrests in 6 yean
Once every 2 months;
4 arrests in 6 yean
Once/week; 14 arrests
in 29 years
Twice/week; 7 known
arrests

Twicc/week. M1
arrests: numnCKts
institutionalizations

TWice/week since
age 10

Once/month; numerous
arrests; 4 conviolent,
4 reported parole
violations

Record unclear,
probably several
inridems/year

Once/week

Once/month

Five dmcs/day since
ijt 11; first arrest at
age 21; numerous
others

Twice/week

Four times/week;
binges of 20/day

DRUG TREATMENT*

LENGTH

='yean,
9 months
lyea

10 rrvexhs
3 months
3 months

tyear,
4 months.
intermittently

3yean,
fimonths

10 months

2yean

3yean.
9 months

4 yean.
2 months

3yean,
3 months

3yean,

9 months
3 yean,

t months

3yean,
9 months

| year.
1month
| year

2yean,
2 mxtahi

7 yean.
Imonth

2yean.
3months

MAXIMUM
DOIAGE

500 mg/week

300 mg/week

250-300 mg/
week

200 mg/week

400 mg/week

150 mg every
other week

600 mg/week
500 mg/week
500 mg/week
300 mg/week

400 mg/week

300 mg/woek

200 mg/woek

500 mg/woek

330 mg/neek

200 mg/weck
<I0mg/week

2(0ing/woek

250 mg/woek

300 mg/week

OCCURRENCE OF SEXUALLY DEVIANT BEHAVIORS

DURING
TREATMENT

None
None
None
None
None

None

None
None
None
Relapsed

None

None

None

Relapsed

None

None

Relapsed aftw

alcohol
ccnsumptioo
None

None

None

AFTER TREATMENT

Treatment dropout; do relapse
leu than 1year after treatment
Treatment dropout; relapsed leu
than lyear after treatment
Treatment dropout; relapsed
more than lyear after treatment
Treatment dropout; relapsed
leu than lyear after treatment
Treatment dropout; relapsed
more than 1year after treatment
Relapsed leu than lyear after
treatment

Treatment continues; no relapses

Treatment dropout; relapsed
less than 1year after treatment
Treatment continues; no telspses

Treatment continues

Treatment continues, no relapses

Relapsed kit than | year after
treatment, treatment now resumed

Treatment completed, no telapse
more lhan | year after treatment
Treaiment continues

Treatment completed; no relapse
leu than lyear after treatment

Treatment dropout; relapsed
more than | year after trcatmere
Treatment continuer,; in prison

Tlcatmert dropout; relapsed
leu than 1year after treatment

T earners dropout; relapsed
'tu than | /ear after treatment
T eatmert continues; no relapses

+Sexually deviant behavior was considered to have occurred. if the patient was accused of hiving ot admitted having a deviant Ksual ronta. (e | , an«(4* de of public genital
cspoturt). Any occurrence of such behavior waa scored IS a relapse once txeaimeni had been Initiated, even if it did nor come lo thr. mention of the law as an official

complaint.

tDased on institutional records and patients' statements.
fStudy participants who stopped taking medrosyprogtuerone acetate did so agsinst met,.at adv.oe, except in tI* case* of pattern 13 and 13. Some patients were irregularly
cooipltsnt with medication even during the period when k waa being prescribed.
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15% (3 or the 20) showed recurrences of deviant activity while taking Ihe medica-
tion, indicating thai it is no* 100% effective. On ihe other hand, 85% of these men
vcre without further legal involvements while receiving medication, sometimes
or periods as long as several years. The number of patients reported upon was
small, and additional studies with larger numbers of patients need to be conducted.
Some of »he patients were self-rcfer/td and had no legal charges against them.

Most of the patients reported upon in Table 5-5 were not hospitalized to initiate
treatment and were not required to lake medication as a condition of probation. In
time, many became noncompliant, sometimes because they believed themselves
cured. Currently, most patients are briefly hospitalized for three or four weeks at
the beginning of treatment, and subsequent Outpatient compliance has improved
dramatically.

The data presented in Table 5-5 show clearly thai in most cases,, when pant-
philiac patients discontinue medications they relapse. This supports the hypothesis
that this form of treatment is not a cure or a temporary catalyst to be used until
psychotherapy can become effective. Rather, for the majority of patients, the med-
ication appears to act as a sexual appetite suppressant. If deviant hungers on;
allowed to return, most patients seem again to be at risk of giving into temptation
by satisfying those hungers. In a few cases,, patients have reported that MPA fails
to significantly decrease their sexual drive. Why this should be so is not known.

In tha future, it will be important to conduct a controlled double-blind study in
which neither the patient nor the evaluator is aware of whether MPA or u placebo
with similar side effect has been administered. Fluphena’ine, a drug with a simi-
lar intramuscular route of administration and similar side effects, which does not
lower testosterone codd be utilized for this purpose. Such a study could help
document that any reduction in the frequency of sexual fantasies and in the inten-
sity of erotic cravings experienced while receiving MPA was indeed related to
lowered testosterone levels, rather than lo psychological expectation or other fac-
tors independent of testosterone level. Such a study is now being planned. If it can
be shown conclusively in this way that MPA does indeed decrease sexual appetite,
changes in long-term recidivism rates could (hen also be ascertained amongst sex
offenders treated wilh MPA, whu;" offending behavior either was, ot was not,
thought lo be (lie manifestation of a sexual deviation syndrome.

Ancillary Cara, Treating patients with antiandrogenic medications involves
considerably more than simp) providing injections. Allliough psychological coun-
seling has not been sbowr. to oc a method capable of reducing sexual desire, such
counseling may well be beneficial in other ways to tlie person who hits been experi-
encing such desires. Although medication may decrease the lust a homosexual
pedophilic man experiences for little boys, it cannot replace feelings of compan-
ionship, intimacy, affection, devotion, or love that muy previously have been pro-
vided hy children. Thus, once deviant erotic urges have been diminished by
medication, an individual may also find counseling helpful in his effort lo adopt a
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new life-style. For those who fail to respond to medication, supportive therapy and
guidance |Oencourage efforts to resist temptation should be tried.

In initiate. * medication treatment, a brief period of psychiatric hospitalization
lasting three to four weeks may be useful for three reasons, in addition to affording
an opportunity for more comprehensive assessment. First, it removes the patient
from unsupervised situations in which he might succumb to temptation before
medication can begin exerting its anticipated effect. Secondly, many patients seem
to develop a stronger alii  :e with potential l«tp givers when living in hospital
than when treatment is initiated on an outpatient basis. It is perhaps for this reason
that brief hospitalization has sometimes been found to significantly increase subse-
quent outpatient compliance. Finally, while hospitalized, patients can speak with a
gmup of other men having similar difficulties, eibich often bnngs a sense of relief
and of being accepted as a person, thereby opening up the opportunity for greater
candor. Many of these men have never before had s chance to talk openly with
others without fearing that they woi'.’d be perceived, and dealt wilh, in a demean-
ing way. Although the hospital staff in no way condones their behavior—quite the
contrary—they do atlcmpt to appreciate the basis for it, and they treat patients
respectfully and kindly. Tlie families of these patients can also be seen at this time,
which can be important given the nature of their problems. How does « wife tell
the neighbors that her husband has been arrested for exhibitionism or for sexually
fendling the child next door? Patient confidentiality is maintained, bul non-
conpliance is reported to the courts when appropriate. Rehospitalization may be
required if outpatient treatment, which con include group therapy, is proceeding
pooriy. It is made clear to patients that a goal of Lhenipy is to try to help them
discontinue sexual behavior that violates the rights of others—not to make them
feel better or less guilty about continuing it.

fiorgary n Treatment for Sexua! Deviation

Die use of surgery to treat paraphiliac patients is well summarized in an article
entitled “Therapeutic Sex Drive Reduction” written in 1980 by Dr. Kutt Freund of
the Clark Institute of Psychiatry in Toronto. 10 The two major types of surgical
procedures r/hich have been used are (I) orehidectomy (castration) and (2) stere-
otactic neurosurgery. Stereotactic neurosurgery is performed wilh the aid of micro-
scopic-sized surgical instruments capable of producing minimal-sized brain
«sions. The effects of surgery (and of electrical and chemical stimulation or abla-
tion of potential surgical sites) have been studied in bolh animals and men. Ob-
viously, surgery should be considered as a therapeutic option for sex offenders
only under extraordinary circumstances.

Castration. There arc few well-controlled studies assessing tlie effects of castra-
tion upon an animal's tendency lo approach a potentlally available sexual pun-
net. 1) Nevertheless, there appears to be linlc doubt (hat removal of the gonads
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eventually decreases sexual interest significantly in most animals. In comparison to
the rate of testosterone depletion, however, the corresponding postsurgical fading
out d.rsexual behi.viar in castrated animals can be vety slow. Furlhermore, sexual
interest may wane mote slowly than sexual capacity as evidenced by the observa-
tions umu (() cjaculatory capacity often disappears before (lie animal lo.-es the
ability to sustain an erection and (2) the animal may continue attempting to mount
receptive females even .after erections have become rare.

Individual differences amongst castrated animals are frequent. Fieonix and col-
leagues observed a substantial overall decline in virtually all aspects of sexual
behavior in ten castrated monkeys."3 However, while some of the unirculs ceased
ejaculations immediately following surgery, others did not do so until over a year
later. These postsvrgical differer-ces could not be attributed to prcsurgyciT differ-
ences in frequency of sexual behavior. The causes of individual variations in the
rapidity with which various animals cease sexual behavior following orebiclcctomy
are not clear, just as h is unclear why some humans continue to have apparently
high libidos even after treatment with 'estosterone-depleting agents.

A number of studies; have looked at the iccidivism rate of sex offenses following
castration in humans. Stump and others <onductcd over 4000 follow-up examina-
tions of 900 castrated sex offenders in [.tenmark over a 30-year period bciw”n
1929 and 1959.1061M There was definite recidivism of only 1.1% afler castration,
and if unclear cases were included, the recidivism rate was 2.2%. Wiffels reported
comparable findings.]IB Fichcr Van Rossum reported a 1.3% recidivism rate
amongst 237 Dutch cases, and Kinmark (and Osier) reported similarly 'low rates on
307 Swedish patients.]mflrcmcr found a 7.3% recidivism rate after five years ina
group of 41 castrated sen; offenders who, prior to treatment, hud a recidivism rate of
58% .'"“ Reported recidivism rates of castrated German sex offenders were J-0
tow. 107 This study also reported on normal German men forcibly castrates ir.kr
Hitler.

Comu, in Switzerlandl compared 121 castrated sex offenders wit', 50 offenders
who had refused recommended castration. 100 Icllow-up ranged between 5 and 30
years. Th: recidivism rate of castrated of fenders was 5.8%, indicating that lustra-
tion does not make further sexual offenses impossible. However, tire recidivism
rate of the 50 offenders who had refused castration was 52% (15 committed one
additional offense, while Il othcrc committed between two and seven additional
offenses each). Presumably, these differences in recidivism rate were a reflection
of whether or not castraticn had been performed, although lhe possibility that the
voluntarily castrated group contained more patient:' genuinely motivated lo stop
offending behavior cannot be entirely excluded. Prior lo castration, both groups
had a comparable frequency of offending behavior.

Freund pointed out that tlie degree lo which sexual drive decreases after mira-
tion appears to dept :d upon tire length of time of testosterone depletion.]mThus, if
il is tire case (hat some repeat sen offenses occur a short time after surgery, even
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further lowering of the recidivism rates might be possible by keeping patients in the
hospital longer following castration.

Besides documenting changes in recidivism rate, a number of investigators ob-
tained self-reports from sex offenders regarding potency. In many cases followir0
castration, some degree of erotic desire and the capacity to perform sexually re-
mained.107_IW Hackfiela pointed out that this does not present a problem in tenns
of treatment since the surgery fulfills its intent if it decreases sex drive sufficiently
to enable the patient to refrain from acting upon unacceptable erotic urges.“O
Sturup described several cases in which pleasurable intercourse was successfully
practiced for many years following castration in response to advances from consen-
sual female partners.]MAlt/rough a castrated man could reverse his condition by
undergoing testosterone treatment, few cases have been detected in which this hss
occurred without medical approval

Testosterone appears to be a prchormone which is broken down in the liver to
form o'lher mctaboJically active substances. Some of these bind to receptor oites in
the brain, presumably stimulating areas related lo erotic desire. O her testosterone
breakdown products bind to receptors on peripheral tissues likely related to 'hysi-

capacity Jo ohlain erection and to ejaculate (see Figure 5-6). Freund su”csts
liut so:*eday it muy be possible to administer active breakdown products of testos-
terone to castrated s:x offenders, which will enhance their sexual capacity by
affecting ptripheniJ nxcptors without increasing sexual desire (via central brain
stimulation) © a level where it becomes difficult to resist temptation.]m

M furoiutgoty. The second type of surgical procedure used in the treatment of
sex offenders is stereotactic neurosurgery. In order lo try io determine whether
such surgerv might be feasible in humans, a great deal of animal experimentation
has been oci/ormed. That work has attempted lo identify structures in the brain (I)
lhat accumulate relatively large amounts of sexual hormones, (2) lhat lead to
changes in ihe output of sexual hormones in response to cither stimulation or abla-
tion, or (3) Ihat lead to changes in sexual behavior in response to either stimulation
or ablation. Some researchers have »dso studied “experiments of nature” by look-
ing al alterations in sexua! behavior that correlate with human brain pathology.m

Il'is clear from studies done upon animals that lesions in some brain regions can
readily dccieasc (he frequency of sexual behavior without affecting either percep-
tual-motor capacity or circulating testosterone levels.l,,,1,J The area preoptica in
the hypothalamus is one such region.]]5 Il seems lo be particularly rich in rex
hormone receptors. Other areas of the brain such as the limbic system accumuuU
sexual hormones to u lesser degree or not ut ull.

Exposing various areas of the brains of live animals to sex hormones to see
whether sexual behavior will occur is another method used in on attempt to identify
potential neurosurgical sites. This has produced some intriguing observations. Es-
trogen applied locally lo specific hypothalamic sites in male rats "“mls lo a lordotic
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response—« backward elevation of the pelvis that facilitates intercourse in fe-
males. 12 Testosterone implants in certrJti hypothalamic sites can reactivate mating
behavior in castrated male animals, bul similar implants in other brain sites can-
not. 114 Electrical stimulation in the dorsal part of the lateral area preoptica causes
almost uninterrupted mounting and frequent ejaculations in male rats.Ib

In 1939, Kluver and Bucy described a syndrome in cats, produced by bilateral
temporal lobectomy, that included intensified indiscriminate sexual behavior. IBin
1954, Schreiner and Kling showed that this hypcrsexual activity could be abolished
by castration but reinstituted with testosterone replacement therapy—which sug-
gests that the behavior in question was sex hormone reIated.]ﬂThey demonstrated
that lesionr to specific sites in the ventromedial nucleus of the hypothalamus could
also abolish this hypersexual activity.

In 1966 a team of neurosurgeons performed stereotactic brain surgery on a ho-
mosexual pedophile, making a lerion in the ventromedial nucleus of the hypothala-
mus in the same area thai had seemed to decrease hypersexuality when it had been
ablated in Kluver-Bucy cats. 11l The patient subsequently indicated that his erotic
fantasy life was virtually abolished and thai he had lost his pedophilic urges. In
1979, Orthner (and others) reported that substantial therapeutic sex drive reduction
had been achieved in 34 sex offenders treated neurosurgically in a similar
way mJJZ]l*AIthough no formal instruments were used to confirm the validity of
the patients' self-reports, in many cases follow-up extended over several years wilh
no known rcarrests. Major side effects were increased appetite, weight gain, and
reported absence of dreaming. Freund feels lhat this surgical team may have ob-
tained genuine success and that if it can be more conclusively established that
neurosurgery appreciably lowers the recidivism rate of sex offenders, none of the
reported side effects appeared disproportionate.

Schmidt and Schorsch cautioned that psychosurgery of this sort has sometimes
been performed without proper safeguards with poor results.mThey cited a study
by Muller involving ten paraphiliac patients. Three years after surgery, four of the
ten pa]jenls were lost to follow-up, three were said to be significantly improved,
and two unimproved. Of the two unimproved patients, both subsequently under-
went castration. The tenth patient in this series, a pedophile with sadomasochistic
fantasies, was relascd from prison after neurosurgery and was administered anti-
androgenic medication until he complained of impotence wilh an age-appropriate
girlfriend, at which time medication was stopped. Several weeks later he was
accused of murdering a 10—year-o|d child.

A recent governmental task force appointed Coconsider the topic of psychosur-
gery in the United States concluded that it does hold therapeutic promise bul rec-
ommended that its use be confined to designated research centers to try to assure
proper safeguardsmm Some authorities feel that brain surgery to attempt to de-
crease troublesome sexual appetites should for the time being be discontinued until
further data from animal experimentation become available.12
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Future Research

Figure 5-8 shows pictures obtained by means of a CAT scan and a PET scan. The
tetm CAT scan is an abbreviation for computer assisted tomography. The equip-
rrni involved in producing these X-rays is manufactured by the EMI Corporation;
thus, EMI scan is also sometimes employed.

When First marketed, tlie CAT scan represented a significant improvement over
previously available X-ray procedures because not only could it show the presence
of hzrd structures such as bones or tumors, but it was also capable of depicting the
details of softer tissues such as kidney, lung, or brain. Furthermore, wilh the aid of
computer analysis it could safely produce pictures of these structures correspond-
ing to various depths within the tissue being X-rayed. X-rays of the brain taken by
CAT scan depict structure but not function.

The term PET scan is an abbreviation for positron emission tomography. This
test, like thyroid scanning, requires that the patient be administered a small amount
of radioactive material—in this case glucose—which emits positions. A computer
attached to Geiger counter type sensors placed around the patient’s head then pro-
duces a scries of cross-sectional pictures of the brain at various depths. These
pictures vary in color according to the amount of glucose being utilized as a source
of energy at a given anatomical site. In this manner, the PET scanner can provide a
picture showing which areas of the brain are most active metabolically at a given
lime—for example, during sexual arousal. Because the half-life (decay time) of
radioactive glucose labeled in this fashion is short, the test is believed to be safe; il
is no more dangerous than conventional thyroid scanning procedures which have
been used medically for many years.

The PET scanner may help provide answers to the following questions. What
areas of the brain are metabolically active during sexual arousal? Do these areas
differ in persons with unconventional sexual orientations or interests? Do these
areas differ in persons wilh organic anomalies such as Klinefelter’s syndrome?
What are the effects of testosterone-diminishing medications, which given in low
or higher dosage forms, upon brain activity during sexual arousal?

PART IV: MEDICOLEGAL ISSUES AND SUMMARY

Mrxltaologal Issues

In considering the treatment of sex offenders with surgery or wilh anti/ndrogenic
medications, a number of ethical and medicolegal issues must be adc ressed. Re-
cently, in an editorial in the American Journal of Psychiatry, Dr. Scyn'or Halleck
called for the establishment of guidelines regarding the use of antiandrogenic medi-
cations.]24 Two issues of concern to him related to (I) maintaining lhe constitu-
tional rights of citizens, even those convicted of sex offenses and (2) the question
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of whether persons facing prolonged incarceration arc capable of giving informed
consent regarding the use of this form of treatment.

In most democratic societies, individuals are generally free to do whatever they
choose, as long as in doing so they do not interfere with the rights and well-being
of others. When a person’s behavior does pose a threat to tire well-being of others,
as clearly occurs when an individual rapes, for example, his freedom and rights are
diminished for the common good. Thus, a convicted sex offender does not possess
all the rights of a person who has not violated the law.

When an individual represents a threat to the safety of others, there is legal
precedent for requiring him to take medication (e.g., measles vaccine). In this
sense, then, requiring a convicted sex offender either to take antinndrogcnic medi-
cations as a condition of probation orto go to prison may not be an u;iconstitutional
violation of his rights.]ZAdmittedly, making such a decision can be difficult, but
just because the consequences of a decision may be difficult does not mean that one
loses the capacity to choose. Cancer patients often have to choose between taking
medication and dying.

Paraphiliac patients should not be denied access to antiandrogenic medications
they wish to lake which might be helpful in their treatment. Recently, a prisoner in
Maryland successfully petitioned the court for the right to receive such treatment.
Administering a properly informed, convicted person medication lhat may directly
benefit him is very different from using him to study the effects of a drug, such as
rabies vaccine, unrelated to his personal well-being. Paraphiliacs taking anti-
androgenic medications can benefit if (]) they gain greater capacity for self-control,
(2) they obtain relief from intrusive erotic obsessional fantasies, or (3) they avoid
the necessity for quarantine from the community.

The medical profession needs to make clear the nature of the effects of psycho-
tic medications in general. They are not administered to control attitudes or behav-
iors such as those relating to political affiliations. They are not “mind controlling.”
Rather, they arc usually given wilh the intent of increasing the capacity for self-
control and restoring function (such as the ability to determine whether “heard"
voices arc real or imaginary).m Antiandrogenic medications are given in an at-
tempt to increase rather than decrease self-control. 116

Summary

Sexual deviation syndro'.nes (paraphilias) are diagnosable psychiatric conditions
manifested by (1) recurcnl deviant fantasies, (2) intense erotic cravings, and (3)
relatively stereotyped behaviors as a response to those cravings. The behaviors arc
stereotyped in the serise that exhibitionists expose themselves, whereas pedophiles
seek out children iind transvestites cross-dress. Paraphiliac syndromes arc not
necessarily mutually exclusive, bul like conventional heterosexuality, their course
is chronic. They may respond to biological treatments and may have associated
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organic pathologies (such as Klinefelter’s syndrome), hut their etiologies arc
poorly understood.

Sexual offenses, as defined legally, may or may not be perpetrated by persons
with one of these syndromes. When offending behavior ill related to such a syn-
drome, (1) intramuscularly administered medroxyprogesterone acetate, (2) or-
chidectomy to diminish testosterone, or (3) cyproterone acetate may be helpful.
However, antiandrogenic medication can only help if th: patient is compliant.
Orally administered medroxyprogesterone (at a daily dosaige of 150 mg) has not
been shown to be helpful.22* It is not known whether antiandrogenic medication
can help when offending behavior is unrelated to deviant sexual cravings, as when
rape is committed opportunistically or in response to anger and hostility. Stereotac-
tic psychosurgeiy is still a somewhat controversial procedure that is not yet widely
enough available to be considered a practical treatment option for sexual deviation
syndromes at this time. Behavior therapy >"av help some patients learn how to
better resist their urges, but it may work less well with some paraphiliac syndromes
than with others. When a sex offense is the reflection of a psychiatric illness such
as schizophrenia or manic-depressive syndrome, medication treatment appropriate
to that condition should be instituted. Legal demands for justice and safety as well
as medical concerns for understanding care must both be considered, because each
is important. When a person seeks help, his difficulties should be appreciated
rather lhan scorned as perversions.
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SOLDOTNA OPTOMETRY CLINIC

JOHN A. DEMSKE, 0.D.
DOCTOR OF OPTOMETRY
WOODRUEF BLDG. -SUITE 202, 155 SMITH WAY
SOLDOTNA. AK 99669

TELELPHONE (907) 262-3168 February

Representative Mae Tischer

Alaska State House of Representatives
Pouch Vv

Juneau, Alaska 99811

Dear Representative Tischer,

Per your request during che teleconference hearing in regard to U5 225,

I offered to send you the names of individuals: involved with the written
national exam for therapeutic drug usage by optometrists. | have spoken
with Dr. Norman Wallis, who holds the dual role of president of the Inter—
national Association of Hoards of OptometryfLAB) and the executive director
of the National Hoard of Examiners in Optomctry(NBEO). Dr. Wallis informed
me that the exam 1is in the planning stages and that he expects it to be
ready for use by Spring of 1985. It you have any further questions, you
could contact Dr. Wallis at 5550 Wisconsin Avenue, N.W., Suite 950,

Washington, W.C. 20815. "l (101)652-5192.

Dr. Wallis was out of his of lice unti I today and that is why it has taken

me so long to get this information Lo you.

Much ol the testimony concerned optometrists using drugs with supervision
by a physician. 01 the 18 states where optometrists use drugs, only North
Carolina has any type ol regulation regarding supervision, and this super—
vision 1is informal where the physician acts as a consultant. Unlike a
nurse practiclonor or physicians assistant , the North Carolina optometrist
is solely responsible lor the prescftfpt ion. Thai, is the way I would want

to prescribe drugs and I1°m su»\. that Ilie majority of 0.D.s in (lie stale

lee I (hil same.

Several times during the teleconference the situation in Bethel was mentioned

as an ideal situation regarding, supervision. Since 1| worked there lor live
years, | think 1 can shed some light on the conditions. The optometrists

have standing orders which specify drugs, their dosages and uagos.

American Optometric Association

1989
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The standing orders are approved after a trial period in which the doctor
of optometry demonstrates his knowledge and proficiency. After the trial
period, the optometrist can use these drugs in-office and write preemp —
tions without consultation or supervision. |If the optometrist wishes to
use a drug that 1is not listed on the standing orders, then a consultation

is required and the consultants name 1is noted on the prescription.

In my opinion, the North Carolina law is a far superior model 1in terms
of administration, logistics,and interprofessional communication. |If you
have any further questions on the North Carolina model, 1 suggest that
you contact Dr. John Robinson, Sec.-Trcas.-N.C. State Board of Optometry,

P.0. Drawer 609, Wallace, N. C. 28466.
In closing, 1 apologize for the lateness and length of this Jletter, but
I feel that this 1is informationof which you should be aware. If you

have any further questions, don"t hesitate to contact me.

Sincere 1y,
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Representative Mee Tischer
Co-chairman House HESS Committee
Pouch V

Juneau, AK 99811

Dear Ms. Tischer:

| am writing you in support of the bill which would allow optometrists to use
pharmaceutical agents in their clinical practice in the State of Alaska.
know this topic is an emotional issue, however, | feel that careful review of
other states, eK. will substantiate the fact that with proper education and
training it is safe. As well, in the present day of astronomical health care
costs | feel it would be cost efficient. | also feel it can be demonstrated
that better and nmore appropriate referrals to physicians can be nmede with the
use of pharmaceutical agents by optometrists.

1 write to you with a person*! bvackground of graduating from Doth optometry
school and medical school. | amvery comfortable presently and have no axe to
grind, rather simply wish to express ny personal heart felt opinion.

Let ne now address sone specific aspects of optometric and med.'cal education by
ny oan first hand experience.

Medical school traditionally prepares the student in general medical and
surgical background for post-graduate training programs. Detailed anatonmy and
physiology of organs such as the eye is not emphasized during medical school.
As well, during surgical rotation in medical school it is uwomon to be
exposed to ocular surgery. Because heart disease, cancer, and stroke are the
biggest killers of the U.S. population, medical school clinical training is
heavily devoted to general internal medicine, general surgery, obstetrics--
gynecology and pediatrics. There are usually fourth-year electives in 4-12
week blocks where a student ney increase his/her exposure to subspenalty
medical and surgical areas such as: ophthalmology, ear/nose and tnroat,
urology, "ulmonary medicine, cardiology, etc. In ny experience a small
minority of students choose ophthalmology as a clinical rotation.

By a small personal survey in the area of Oklahoma in which | reside, most
primary care physicians (general practitioners, family practice, internists,
and pediatricians) state they had from one to three weeks of medica? school
devoted to ophthalmological care. This includes both didactic coursework and
clinical experience. | do not need to remind you that these physicians treat
eye diseases on an unrestricted basis.
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O the other hand, optometry school is mostly devoted to ocular training.
There are courses in general pathology and ocular signs of systemic disease
because the optometrist is responsible to detect systemic diseases with ocular
manifestations and to neke appropriate referrals. The detailed ocular anatomy,
ocular physiology, ocular pathology, and ocular pharmacology training in
optometry school is far superior to the sanme ocular topics in any general
medical school course in the country. This is not to slight medical education,
there simply is not enough medical school curriculum time to devote to the eye
because of training in vital organ systems such as the heart, lung, vascular
system, etc.

Secondly, | will discuss ny personal experience with side effects of ocular
pharmacologic therapy. This section will be very brief as | have never had a
patient with anything other than a very minor side effect from ocular
pharmaceutical agents. | have seen a few mild allergic reactions and none of
these serious and none had any evidence of systemic reactions 'uch as elevated
blood pressure, rapid heart rate, arrhythmias of the heart, tc. None ever
required hospitalization and certainly there were no deaths, 1 saw very few
significant side effects and all which did occur were very minor in nature.

In summary | would like to point out that ophthalmologists are vitally needed.
The medical profession would be in sad shape without them because of their
expertise in the area of ocular trauma, cataract surgery, retinal surgery,
serious ocular infections, etc. However, in a rural state the ophthalmologists
are primarily in large and nmedium sized cities with a poor distribution in the
rural communities.

| also strongly feel that optometrists are vitally needed. Optometrists are
well distributed in rural communities and by definition serve as primary care
professionals. In ny opinion, the patient, particularly in the rural areas ad
small town, will be the beneficiary of nodern optometric practice. Wth the
use of pharmaceutical agents, disease detection will be facilitated thus meking
the referral system into medicine nore efficient. As well, this will save the
patient a lot of inconvenience and time. | feel optometrists should be allowed
to practice nodern optometry which includes pharmaceutical agents. | believe
the key to utilizing these medications by health care professionals is
education and training.

Lesley L. Walls, O.D., MD.
P.O. Box 78
Glenpool, X 74033

cc Representative Adelheid Herrmann
Representative Mike Davis
Representative Peter Goll
Representative MW Miller
Representative Niilo Koponen
LLW/jjm



District 11
3305 Oregon Drive
Anchorage, Alaska 99503

While In Juneau
Pouch V

Juneau, Alaska 99311
(907) 465-3759

JicpreBjMitniiir*.* <illnc 'lisrltrr

May 10, 1983

Lesley L. Walls, 0.D., M.D.
P.0. Box 78
Glenpool, OK 74033

Dear Lesley:
Thank you for your letter and comments on

11B 225 relating to optometrists and authori—
zation for their prescribing ophthalmic

drugs. I agree that this authority, properly
regulated, would reduce costs and increase
service to Alaskan residents. I will support
this bill.

Sincerely

Representative Mae Tischer
District 11

MT/cw

MEMOER: Rules
CO-CHAIRI Health, Education A Social Services
VICE-CHAIR: Community & Regional Allolrs
FINANCE SUBCOMMITTEES: Health & Social Services ¢ Rural Education Budget Oversight « Corrections



(Alaska ACejtslature

House of Representatives

Committee on poua! v
o ) . . State Capitol
Health, education & Social Services Juneau, Alaska 99811

To: HESS Committee
From: Dave Palmer
Subject: HB 225, SB 189, Optometrist Diagnostic drugs

Date: April 28, 1983

Attached is a copy of a working draft of a CS for SB 189.

The bill is different from the bill before the committee in several

wafys:

-The P:ard of Examiners in Optometry 1is expanded by one member, who

is a physician.

-The Board is authorized to adopt regulations concerning the use of

diagnostic drugs.

-The state medical board shall provide "advice and guidance"™ to the
Board of Examiners in Optometry 1in developing a list of diagnostic druge
and their dosages.

-provides for continuing education

-requires an optometrist to advise the patient and refer the patient

to a medical specialist if a pathological condition is found.

-When using the term "Dr." or "Doctor"™, the word Optometrist must

be used also,

-specifies requirements for an optometrist to be licensed to prescribe

diagnostic drugs.

-optometry is defined to allow the use of diagnostic drugs.

-defines diagnostic drugs: cycloplegic, mydriatic or topical anesthetic...



TESTIMONY. IN SUPPORT OF HOUSE BILL 225

Health, Education and Social Services Committee
Alaska State House of Representatives

April 27, 1983

Steve Dobson, O0.D.

Gentlemen of the Committee, my name 1is Steve Dobson. I am
an optometrist in private practice in Anchorage. I am a 1980
graduate of the Southern California College of Optometry, and
in 1981 completed a one year residency 1in rehabilitative optometry
at an outpatient clinic of the Veterans Administration hospital

in Los Angeles.

My testimony will focus on optometric education, for the most
frequent charge raised by ophthalmologists 1in opposing this type
of legislation is that optometrists do not have a physician®s
broad medical background, which they say 1is necessary 1in order to

do competent diagnosis and treatment.

It so happens, 1like many propaganda arguments, that this one
has a grain of truth in it. What may appear to be a local inflammation
can actually be a manifestation of infection or dysfunction elsewhere
in the,body. Experience in administering a variety of drugs in a
variety of modes makes it easier to learn new drugs and new treatment

protocols.
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However 1f the argument 1is carried too far, it begins to
break down. One can say that it is useful to be trained as a
general physician before treating specific parts of the body.
But 1is it absolutely necessary? Ophthalmologists, who are
trained on the physician-specialist model, would say that a
physician®s background 1is necessary even to be able to judge
when to treat a case and when to refer it for more specialized
c 12 - ££ tskSS HO spGCi.nl SXpSTtlz9 tC r221izC tVIHt
if that were the case, then dentists and podiatrists, who are
not trained as physicians, would be incompetant or only

marginally competant.

Let"s take a closer look at the alternative model of
education, on which dentists, podiatrists and optometrists are
trained. For convenience, | will consider just dentistry and
optometry, but podiatry follows similar principles. Dentists
and optometrists have at least as many hours of training 1in
anatomy as physicians. But that training 1is structured differently
Their studies 1in gross human anatomy give somewhat less emphasis
to the body below the neck but more emphasis 1in the head and neck
region, as compared with medical students. This 1is followed by
intensive study N *onn systems of special interest - the teeth
and oral cavity for dentists, the eye and adnexa for optometrists.
This is a level of etail that physicians do not" encounter until

they enter specialty residencies. Other courses, such as general
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physiology, microbiology and general pathology, are also slightly
less detailed than those given medical students. But again,
when corresponding studies 1in the target organ systems are added
in, the hours exceed those of the medical student. If we take
the process one step further and add -he hours of the medical
student and the resident together, the total hours in any given
subjedt would now be greater than those for the dentist and
optometrist. For optometry and dental students, classroom and
laboratory time in these subjects, called basic science, totals
about a thousand hours, or 25% of the total clock hours in the
curriculum. The remainder is given over to specialized theory

and procedures courses, and experience in the clinic.

At: this point, let me interject that in case it should be
supposed or alleged that optometric courses are not of the same
quality as dental courses, |1 would point out that where optometry
and dental schools are co-located, as at the University of Alabama
in Birmingham and the University of Houston, optometry and dental
students not only take the name courses but sit together in the
same classrooms and labora®ories whenever there 1is enough
commonality in content to make this practical. For example,
general physiology and microbiology in the case of Birmingham.

In both optometry and dental schools, physicians are used in their
areas of greatest expertise, primarily pathology and therapeutics.

Pharmacology is taught by pharmacologists and physiology is taught
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by physiologists.

Courses 1in the whole body emphasize unifying principles, which
serve as a foundation for understanding all regions. At the stage
of target organ study, specific interrelationships between target
organ pathology and systemic pathology are learned. It is also
at this stage that the student learns what effects a drug may

have on other organs of the body.

Without putting too fine a point on 1it, it is hopefully evident
from this that someone who will be working with a portion of the
body and dealing with a specific set of interrelationships between
this portion and the reBt of the body does not have to have the
same kind of whole body training as someone who will be treating
many different parts of the body. The specializing physician
model of education 1is a good one, but is it enough better than

the dental model to justify the increased costs?

With respect to drugs, however, optometry has differed from
dentistry until recent years. When the optometry laws were enacted
in the first quarter of the century, restrictions against drug use
were inserted into nearly every statute as a compromise with the
physicians and oculists of the day, who opposed enactment of the
optonwtry laws. In the succeeding years, optometry developed

strong capabilities in the detection and diagnosis of ocular
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pathology, but its lack of access to prescription drugs effectively
limited its therapeutic services to conditions treatable with
over the counter drugs, compresses and mechanical procedures.
During the same period, ophthalmology developed from a primitive
extension of general medicine into a recognized specialty. In
the 1970s general and ocular pharmacology were removed from their
positions within other courses 1in the optometric curriculum, and
expanded into full fledged, free standing courses. Concurrently,
optometrists introduced bills that would allow them to use drugs
to aid 1in diagnosis, on the theory that such limited legislation
would be easier to pass. There began a slow, state by state
process of passing legislation, against fierce ophthalmological
opposition. As of now, 36 states allow some form of drug use

by optometrists. In 1976, West Virginia became the first state
to enact legislation allowing optometrists to use drugs for both
diagnostic and therapeutic purposes. In 1977, North Carolina
passed a similar measure and Florida received nn attorney general
opinion favorable to the use of therapeutics. In 1980, Oklahoma
passed enabling legislntion. |In support of these states, nearby
optometry schools strengthened their programs in therapeutics.

At present, drug-based therapeutics 1is taught at nn undergraduate
and postgraduate level by Pennsylvania College of Optometry 1in
Philadelphia and Southern College of Optometry in Memphis, and

by the University of Alabama at Birmingham School of Optometry

on a postgraduate basis. Other schools are planning similar

programs. Pennsylvania®s therapeutics course was taken by a
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majority of Alaska®s ODs last year. Opportunities for additional
clinical experiences in therapeutics developed quickly and
dramatically. Federal 1law in 1976 formally established Optometry
Services within the Veterans Administration hospital system.
These Optometry Services provide primary eye care therapeutics,
usually under the prescription signing arrangement noted by
Dr. Demske. A number of the Services have developed 1 year
residency programs for optometrists, such as the one 1 went through.
Opportunities are also available for ODs and undergraduate optometry
students to study at these hospitals for shorter periods of time.
In Atlanta, there is a three year old optometric clinic that does
nothing but treat ocular pathology on referral from physicians and
optometrists 1in the area. Students from four optometry schools do
semester rotations there, and similar centers are being planned
in other cities. There is thus developing a spectrum of training
opportunities, both basic and advanced, for optometrists in
therapeutics.

It appears that at long last the quirks of the original optometry
laws are being removed and optometry will be allowed to undergo a
more natural evolution. Optometry will continue to compete with
ophthalmology, as podiatry competes with orthopedic surgery, though
in the case of optometry, surgical training is not on the horizon.
While the medical branches may not like 1it, such competition 1is good
for the public,, Optometry, like podiatry, can now offer quality,

\
cost effective services 1in areas where specialists are overtrained
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and general practitioners are undertrained. Dentistry has no
competition from medicine, but its training is also based on

the more cost efffective model.

One more thing needs to be said. Ophthalmologists have
criticized other aspects of optometric education, saying that
there are too few MDs teaching in optometry schools and that
clinical experiences are not adequate. In point of fact,
ophthalmologists have actively tried to hinder the education
of optometrists. There 1is a great deal of peer pressure on
ophthalmoLogists, and through them, on their colleagues in
other branches, neb to teach in optometry schools. In 1955,
the American Medical Association, at the request of the Section
on Ophthalmology, adopted a resolution declaring it unethical
for a doctor of medicine to teach in a school or college of
optometry. Such resolutions have more than nominal influence
upon physicians, for unethical behavior can serve as the basis
for denial of hospital privileges by individual hospital
medical staff*. Some physicians ignored the directive and
continued to teach, and schools filled in the gaps by using
osteopaths, who were not affected. The resolution was rescinded

11 years later, 1in 1966.

Ophthalmology has also opposed virtually every piece of

legislation that would facilitate the professional development
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of optometry, including funds for construction of optometry school
buildings and clinics, Health Professions Student Loans, and
capitation grants. Fortunately, most Congressmen and legislators
saw the value of optometry to society, and the efforts of
ophthalmology tc block funding were largely unsuccessful. From
1964 to 1980, ophthalmologists were able to prevent reimbursement
to optometric. patients for services covered under Medicare. As

a result, optometry lost 30% of its patient population over age 65.
It also deprived optometry school clinics of a prime source of
pathology for teaching purposes. It is not fair to criticize
something when you are actively trying to bring about that

which you criticize.

In conclusion, 1 would ask that you allow optometry 1in Alaska
to take full advantage of the educational opportunities that are
unfolding, so as to maximally benefit the public which it serves.
Overly restrictive compromises will simply result in further
legislative battles down the road. The bill in its present form
conforms to the framework for decision making that has stood the
test of time in other professions. It makes no legislative sense
to take a responsible profession out of one box and place it in
a slightly larger box. Given the opportunity, optometry will
exercize the same good judgment as the other professions. And

the public will be the beneficiary.



POUCH Y . STATE CAPITOI
JUNEAU. ALASKA 99811
907-465-3800

LEGISLATIVE AFFAIRS AGENCY

M EMORANDUM May 9, 1983
SUBJECT: Optometry

(HB 225)
TO: Representative Milo Fritz

Co-Chairman, House Health, Education
and Social Services Committee

Representative Mae Tischer
Co-Chairman, House Health, Education
and Social Services Committee

FROM: jy\J Russ Josephson
Legislative Counsel

I would J,ike to bring to your attention Sec. 6 of HB 225, as

introduced. In this section, AS 08.64.360 1is amended by
adding the words "an optometrist" to those excepted from
practicing medicine without an appropriate license. It is

my feeling th.j** the amendment of AS 08. 64.360 in Sec. 6
would provide us with a "cleaner”™ statute if it read,
""Except as provided under AS 08. 64. 170" rather than as it 1is
amended in Sec. 6 of HB 225. You will note that in Sec. 1
of the bill we have excepted those practicing optometry by
amending AS 08.64.170(a). Therefore, 1 would recommend that
Sec. 6 of the introduced bill be amended.

If you have any questions about this matter, please do not
hesitate to call.

RJ :1jb
18/013
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"An Act relating to the practice of optometry and autForizing the use of
prescription drugs by optometrists.”

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

a prescription”.. The Bill also specifically permits optometrists to
engage in the "diagnosis and treatment, including the use of drugs, of
inflammations, infections and injuries of the eyes and eyelids".

A majority of states now allow optometrists to use diagnostic topical
drugs, either through specific enabling legislation or through the lack
of specific prohibitions. Few if any, permit the use of therapeutic
drugs. This Bill, as now written, would apparently permit the use of
any drug, whether topical or systemic, in the diagnosis and treatment
by an optometrist of inflammations, infections and injuries of the
eyes and eyelids. Arguably, the proposed legislation nay be construed
to permit the practice of opthalmologic surgery by optometrists since
surgery is not specifically prohibited.

Even the use of diagnostic topical drugs by optometrists, i.e., drugs
which cause the pupil to open or to close doan or which paralyze the
muscles which control the shape of the lens, has been controversial.
Those in favor of the use of drugs by optometrists argue that opto-
metric services are nore widely distributed than ophthalmologic ser-
vices andjthat the optometrist serves as an entry point for primary
eye care. The use of diagnostic drugs is said to expand the ability
of the optometrist to recognize eye abnormalities and to increase
medical referral fol diagnosis and treatment. The optometric group
also states that the use of diagnostic drugs rarely causes adverse
effects.

Those opposing such legislation argue that the use of drugs would not
materially improve the capacity of optometrists to recog iize abnorm
alities. Optometrists are not expected to diagnose diseases of the
eye and, if a departure from normal is noted, the patient is expected
to be referred to a physician for diagnosis. The concern on the part
of the medical community is that the optometrists would be making
diagnostic judgements which the physicians do not believe them qual-
ified to make. Moreover, the medical community notes that adverse

I'feactions, while admittedly rare for certain of the diagnostic drugs,

can have extremely serious consequences when they do occur. A I
higher rate of predisposition to a certain type of glaucoma in Alaska
Natives is cited. Use of mydriatic drugs could possibly precipitate
an attack. The potential use of therapeutic drugs can be expected

to raise even greater concern.

Limitations are placed on the use of certain diagnostic drugs by
legislation in somre states. In Oregon, for example, the Board of
Optonetry is enpowered to designate the diagnostic pharmaceutical
agents for topical use, but provides that the designation shall be
with the advice and guidance of the Board of fledicaT Examiners."
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H.B. No. 225 (cont.

Sore states define the type of training in pharmacology which would be
required before an optometrist would be permitted to use even diagnostic
drugs. HB 225 contains no such provisions.

The De of Health and Social Services does not support HB 225 in
;s present formjbecause of the overly broad definHipn-o£-th& types
Wugs.which would be authorized, vagueness with regard to the limits
pf npfnmpj-jir pr™tirp and lack of provisions with regard to the.education-
al qualifications required for use of drugs. If the Legislature chooses
to authorize use of certain drugs by optometrists, the Department suggests
that definitions and restrictions similar to those in use in other states
may be advisable and that the professional opinion of the medical ad
optometric communities should be sought to insure the health and safety
of the general public.

Recommended by: <s\  JAT.C
E. S. Rabeaii, M.D., Director
Division of Public Health

Date:
Approved by
Robert London Smith, Ph.D.
Commissioner
Dept..of Health & Social Services
Date: 3 7 3



STATE OF ALASKA
PRELIMINARY STATEMENT OF FISCAL IMPACT

Bill No: House Bill No. 225 Date on Bill: February 23, 1983
Sponsor: Hurlbert drugs by optometrists.”
Requestor: -

1. Estimated fiscal impacts on:

a. Expenditures:
(Thousands of Dollars)

FY 8 F &4 FY & FY 86
Caoital 0 0 0 0
Operating 0 0 0 0
Total 0 0 0 0

B. Revenues:
] Revenue 1

2. Source of funds to offset fiscal impact of bill

3. Assumptions:

A Disclaimer:
This statement has not been reviewed by OMB in tlie Office of the Governor. It does
not represent the policy of the Sheffield Administration or the final estimate of fiscal

impact.
Prepared by: Dean F. Tirador, MD. Phone: 4652113
Division: Public Health February 2£, 183~
Approved hy Commissioner: 3Y t]f
Department: ft

5. Distribution:
Original to Legislative Finance

Copy to OMB
Copy to Sponsor

Copy to Requestor 2/8/83
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STATE OF ALASKA

FISCAL NOTE Revision Date 4/12 , 1983
|, REGUEST II. FISCAL DETAIL
Biii/Resolution No.: H3 225 Agency Affected: Commerce & Econ. Devp.
Title: "Optometrist - Use of Drugsl Program Category Affecteo: Public PfOtr
Sponsor: Hurlbert BRU, Program of Suborogram(s) Affected!
Requestor: HESS Committee Occupational Licensing

EXPENDITURES/REVENUES:  (Thousands of Dollars)
Fy 8 1FYy 84 1FY¥ &6 F 8 F 8 Fr 8

[
CPERATING I 1 1
100 PERSONAL SERVICES 1 316 1 331 34.6 362 379 1
200 TRAVEL 1 201 21 2.2 241 25 1
300 CONTRACTUAL 151 16 171 17 18 1
400 COVMCDITIES 051 05 0.61 0.6 06 1
500 EQUIPVENT 27 ! -0- -0-1 -0- -0-
600 LAND & STRUCTURES 1 1 1
700 GRANTS, CLAIMS, EIC. I I I
I [ t
TOTAL COPERATING 383 1 373 1 39.1] 409 428 1
CAPITAL
REVENLE
FUNDING  (Thousands of Dollars)
GENERAL RUND 30” 373 | 3.1 ' 4nY| 448
FEDERAL RUNDS 1
OHR (Specify Source) I
1
POSITIONS: ) S L
FULL-TIME 1 i P -1
PART-TIME 1
TEVPCRARY 1
1
[11. SOURCE GF FUNDS TO OFFSET FISCAL IMPACT CF BILL:
Not identified by sponsor.
IV. ANALYSIS: Attach & separate paoce for any Analysis
Prepared By: Darrell Miller Phone ;465'2‘35
Division: ~ Occupai iuiidl'Inx.eTis-i rg E Date: ' 'J///t/7 T
Approved by Commissioner: Richard A Lyon Date: 4f0 /7@

Department: Commerce & Economic Development

Di stribution:
Original to Legislative Finance
Copy to Office"of Management and Budget (for Legislature introduced bills)
Copy to Department (for Governor introduced bills)

Copy to Sponsor
Copy to Requestor (if different from Sponsor) 3/8/B3



HB 225 FISCAL IMPACT

(Note:
Fy '88 for operating cost)

100 PERSONAL SERVICES - (FY '83 salary schedule plus 5% inflation factor)

1 Licensing Examiner, Range 12A
General Government, 12 months,

%% inflation factor projected for FY '84 through

to be located in Juneau $31,602.00
200 TRAVEL
4 board meetings annually (2 days each
@ $80.00/day per diem = $160.00 x 4) $ 640.00
Transportation - board meetings annually
($350.00 each x 4) 1,400.00
$ 2,040.00
300 CONTRACTUAL
Postage, telephone, printing, publications
and operating costs $1,500.00
400 COVIVODITIES
_Stationery, typewriter ribbons, pens,
pencils, and other miscellaneous desk
top supplies $ 500.00
500 EQUPVENT (Ore time cost, FY '84 only)
1 desk, doublepedestal, 60" x 30" $ 427.00
1 chair, swivel w/arns 202.00
1 typewriter, IBM Selectnc |l 1,129.00
1 typewriter table 94.00
1 chair, side, without arms 104.00
1 desk calculator 332.00
1 book case 138.00
1 file cabinet, 4 drawer, leaal with lock 306.00
$ 2,732.00
Qe position total: $38,374.00



SPECIFIC LEGISLATION:

32 States

The list (and dates of enactment) of the 32 states with current legislation
specifically authorizing optometrists to utilize pharmaceutical agents is as

follows:

STATE

Rhode Island
Pennsylvania
Tennessee
Oregon

VeI ne
Louisiana
Delaware
West Virginia*
California
Warring
Naw Mexico
Montana
Kansas

North Carol: a*
Kentucky.
Wsconsin
Nebraska
Sojth Dakota
Utah

North Dakota
Arkansas
Nevada

lona

Georgia
Arizona
Idaho

Ck lahoma
Washington
Missouri

M nnesota
Mississippi
Virginia

*both diagnostic and therapeutic use

DATE G- BENACTVENT

July 16, 1971
March 1, 1974
May 8, 1975 .
May 20, 1975
June 24, 1975
July 6, 1975
July 10, 1975
March 4, 1976
July 9, 1976
February 1/, 1977
March-4, 1977
April 12, 1977(at10:10 a.m.)
April 12, 1977 (at 2:00p.m.)
June 3, 1977
March 29, 1978
April 29, 1978
February 13, 1979
March 15, 1979
March 21, 1979
March 22, 1979
April 2, 1979
May 25, 1979
June 8, 1979
February 14, 1980
April 25, 1980
March 23, 1981
April 6, 1981
April 23, 1981
July 24, 1981
March 8, 1982
Icarch 17, 1982
February 25, 1983

f

NOTE Nore of these laws has ever been repealed. However, a July 30, 1982
opinion of the Texas state attorney general has rendered that state's unusual

provision (an amendnent to the medical
August 5, 1981, inoperative.

practice act), which was enacted on



GENERAL LEGISLATION: 4 states

There are four states which authorize the t-e of pharmaceutical agents by
optometrists by extant general law or favorable attorney general opinion:

Alabama (diagnostic use)
Florida (diagnostic and therapeutic use)
Indiana (diagnostic use)

New Jersey (diagnostic use)

NOTE In addition, in Michigan, while there is no statutory prohibition of the
use of pharmaceutical agents by optometrists, there is a negative opinion.of
the state attorney general.

For your information we are including an updated ngp showing, geographically,
the utilization w pharmaceutical agents by optometrists.



OPTOMET

%'oti-: Section 39, chapter 842, Oregon Laws 1977, is
July 1.1986-and Provides:

39 ORS683.010. 683.020, 683.030, 683.035.

iiul) 683 050.683.060. 683.070, 683.080. 683.100,
m 10 683 120.683.130, 683.140, 683.155, 683.170,
s0'.683.190,683.210, 683.250, 683.260, 683.270,

'*e”76 683.280, 683.290 and 683.990 relating to optome-
trists are repealed.

general provisions

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

(') "Board" means the Oregon Board of
Optometry. '

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

(3) "Trial frames” or "test lenses" means
any frame or lens used in testing the eye
which is not sold and not for sale. (Amended by
1171 C.10281; 1975¢,17551) "«-i Ih™* -

683.020 Certificate rof, . registration
required to pructice optometry. No person
"hall engage in thelpractice of optometry or
display a sign oi in any other way advertise or
hold himself out as an optometrist without
having first obtained a certificate of regisLra
"*on from the board as provided for in this
chapter. In any prosecution for the violation of
this section, the use of test cards, test lenses
«<r of trial frames is prirna facie evidence of
:g- practice of optometry. [Amended by 1971 ¢.102

683.030 Persons and practices not
«fleeted. This chapter shall not be construed
t" prevent any person duly licensed to practice
secdicine and surgery' from treating or fitting
glasses to tho human eye, nor to prohibit the
~dc of complete ready-to-wear eye glasses as
‘nerchnndise from a permanent pince of busi-
ness in good faith and not in evasion of this
chapter by any person not holding himself out
~«competent to examine and prescribe for the
human eye. B

487

RISTS 683.050

683.035 Discrimination against opto-
metrists prohibited. No official, board, com-
mission or other agency of the state or of any
of its political subdivisions or municipalities
shall discriminate between duly licensed
optometrists and any other person authorized
by law to render professional services which a
duly licensed optometrist may render, when
such services are required. Such services shall
he paid for in the same manner and under the
same standards as similar professional servic-
es. (1963 c."21 8]

|

| «i* 1w iLICIT:JrMFt”,\I-C.;
683.040 Qualifications of applicants.
(1) Every person desiring to commence the’
practice of optometry in this state must show
by satisfactory evidence that he is of good
moral character and has graduated from a
school of optometry which is recognized and
approved by the board and which maintains a
standard of four school years of at .least nine

months each. r

(2) Every person desiring to commence the
practice of optometry after January 1, 1976,
or employ the use of diagnostic agents shall in
addition to the requirements of subsection (1)
of this section have satisfactorily completed a
course in pharmacology, as it applies to opto-
metry, by an institution accredited by a re-
gional or professional accreditation orgnniza-.
tion which is recognized or approved by the
National.Commission on .Accrediting,or. the
United States .Commissioner, of; Education,
with particular, emphasis on the topical appli-
cation of diagnostic agents to the eye for, the
purpose of examination of the human eye and
the analysis of ocular functions, approved hy
the Oregon Board of Optometry. (Amended by
1971¢.10253,.1976c175«2| m i o

683.050 Persons licensed in another
state. In lieu of the educational requirements
of ORS 683.040, it shall be deemed e juivalent
if an applicant submits satisfactoiy proof to
the board that he:

(1) Has passed an examination in optome-
try before a state board of examiners in anoth-
er state of the United States and that the
certificate granted in token thereof is then in
force; and

(2) Was actually engaged in the practice of
optometry in such state for the full period of
three years subsequent thereto.'
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N[ COMMNnfEE SUBSTITUTE FOR HOBE BILL NQ 225 (HESS)

"An Act relating to the practice of optometry and authorizing the use of cer-
tain drug by optometrists.”

The Committee Substitute mekes several changes to existing statute and to
the original bill: (a) membership in the Board of Examiners in Optometry is
expanded to six to include a physician licensed in the state; (b) duties of
the board are broadened to include development, with the advice and guidance
of the state medical board, of a list of prescription and non-prescription
drugsand dosages which nay be used in the practice of optometry in the state
and requirements for continuing education of optometrists desiring to use
drugs; (c) registration or licensure of an optometrist to practice beyond
the scope of the individual's training is prohibited; and (d) language is
added to require an optometrist to clarify the nature of his or her practice
when using the prefix "Dr." or "Doctor".

The Department reconmends that the board size remain an odd number by
reducing the nunmber of optometrist members to three while retaining the
public member and the physician member.

There is a minor difference in the language of the original and committee
substitute bills with regard to the types of drugs which would be permitted.
The original version uses the adjective "legend" while the substitute refers
to "legend", "prescription" and "non-prescription" drugs. It is assumed

that "non-prescription” refers to conmonly available over-the-counter prepara-
tions.

Both versions include in the definition of optometry tho "diagnosis and
treatment, including the use of drugs, of inflammations, infections, and
injuries of the eyes and eyelids". This provision remains tho most con-
troversial elemc.f of the Bill although the provision for approval of the
types of drugs by the optometric board with the advice and guidance of the
medical board nay reassure, to sone extent, those concerned with the apparent-
ly unrestricted access to drugs permitted in the original version.

While the committee substitute is an improvement over the original version
of the bill, the Department still considers the definition of optometry

to be too broad, e.g., it would not prohibit the use of surgery nor the

use of systemic drugs. At a mnimum the inclusion of surgery within opto-
metric practice should be prohibited and drug use should be limited to topic-
al diagnostic preparations and anesthetics approved by the optometric board
with the advice and guidance of the medical board.



While the vast majority of health care practitioners are prudent and sincere,
the Department does not believe that individual practitioners should be left
entirely free to define the scope of their practices. The Department does
not believe a user of health services should have to rely solely on the pro-
fessioal integrity of the provider for assurance of quality of care. This

is one of the functions of the licensing statutes of the state.

The Department is opposed to the use of therapeutic’drugs by optometrists.
The .possibilities?jjf problems because:Pf systemic effects, idiosyncratic?
.or allergic reactions and drug interactions, while not common, require
mliagnostic and'therapeutic responses which cannot be guaranteed though
training courses in pharmacol ogy.

Recomrended by:
E.S. Rabeau, M.D.
Director
Division of Public Health

Date

Approved by:
Robert London Smith, PliJ)
Commissioner
Department of Health and
Social Services



STATE OF ALASKA

FISCAL NOTE  |Revision Date 1983
REQUEST 1.  FISCAL DETAIL
Bill/Resolution No.: CSHB 225 _ Agency Affected: Health & Social Services
Title: Practice of Optometry Program Category Affected: Public Health
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200 TRAVEL

300 CONTRACTUAL

400 COVMODITIES
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700 GRANTS, CLAIMS, ETC.
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CAPITAL
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FULL-TIME 0 0 0 0 0 0
PART-TIME 0 0 0 0 0 0
TEVPCRARY 0 0 0 0 0

SOURCE G- AUNDS TO OFFSET FISCAL  IMPACT CF BILL:

ANALYSIS: Attach a separate page for any Analysis

Prepared By: Dean F. Tirador, MD. Phone:  465-3090
Division: Public H e alth Date: 5/13/83

Approved by Commissioner: Date:
Department: Health and Social Services

Distribution:

Original to Legislative Finance

Copy to Office of Management and Budget (for Legislature introduced bills)

Copy to Department (for Governor introduced bills)

Copy to Sponsor

Copy to Requestor (if different from Sponsor) 3/8/83



STAFF REPORT

HB 225, Relating to Prescription of
Drugs by Optometrists
April 25, 1983
Dav<s Palmer

HB 225 authorizes optometrists to use and prescribe legend drugs

in diagnosis and treatment of conditionsof the eyes and eyelids.

It also requires the Board of Examiners in Optometry to provide for
continuing education.

The bill authorizes the optometrist to use legend drugs for both
diagnostic and treatment purposes. A majority of states authorize
the use of legend drugs for diagnosis, but not for treatment.

(See Oregon law attached).

Tlie arguments in favor and inoppositionof the bill are presented
well in Dr. Rabeau®"s position paper. Ina rural setting, particularly
in Alaska where referrals to other professionals are difficult, the
authorization to allow optometrists to expand their capabilities

may carry more credence than in more populated states.

One method, proposed this session in Oregon, is to allow the use of

drugs for treatment purposes by optometrists after they have received an
cndorsement-by the Board of Examiners of Optometry and they are authorized
to prescribe or use drugs or treatments that are approved jointly

by the Board of Examiners in Optometry and by the Board of Medical
Examiners.

Tlie fiscal note from Commerce and 1iEconomic Development is $38,300 for FY 84.

The fiscal note from Department of Health and Social Services is zero.
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Colloge is an Equal Opportunity Employer College facilities are accessible by
wheelchair, and all College services are available to handicapped students.
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FIRST PROFESSh NAe YEAR

FALL QUARTER

Biomedical

Biomedical

Optometry

Optometry

Clinic

110

111
110
111

110

WINTER QUARTER

Biomedical

Biomedical

Biomedical

Optomotry

Optometry

Clinic

120

121
122

120
121

110

SPRING QUARTER

Biomedical

Biomedical

Biomedical

Optometry

Optomotry

Clinic

130

131
133
130

131

110

CURRIC ULUM

CREDIT

Human Anatomy & Physiology I

Structure & Function - 1
(5 HRS. LEC.. 2 HRS. LAB) 6
Optics Applied To Thu eye 1

(4 HRS. LEC.. 2 HRS. LAB) 5
Introduction to Optometry

C HRS. LEC.. 3 HRS. LAB) 4

Preventive and Community Optomotry

Epidemio'ogy & Research Methodology

(4 HRS. LEC) 4
Clinic Orientation

(2 HRS. LAB.) 1~

Total 20

Human Anatomy & Physiology Il
Structure & Function - 2

(5 HRS. LEC., 2 HR3. LAB) 6
Optics Applied To The Eye |l

(3 HRS. LEC.. 2 HRS. LAB) 4
Visual Perception: Psycho-Physiological

Optics

(4 HRS. LEC.. 2 HRS. LAB) 5
Ophthalmic Diagnostic Principles 1

(3 HRS. LEG., 3 HRS. LAB) 4

Preventive & Community Optomotry:
Jurisprudence

(2 HRS. LEC)) 2
Clinic Orientation .

(2 HRS. LAB)
Total 21

Human Anatomy & Physiology IlI:
Strucluro A Function - 3

(5 HRS. LEC., 2 HRS. LAB) 6
Optics Applied To Tho Eyo Il

(3 HRS LEC.. 2HRS LAB) 4
Vogetativo Physiology: Ocular Biochemistry

(2 HRS. LEC., 2 HRS. LAB) 3
Ophthalmic Diagnostic Principles Il

(4 HRS. LEC , 3 HRS LAB) S
History ol Optomotry

(1 HR. LEC) 1
Clinic Orientation

(2 HRS LAB) °

Total 19

*Mcito: One quarter hour credit is awarded upon completion ol this courso in tho Sprint)

0 “iairtor

& Cloth t

hv: p<>u-tch A Wil' «?2«<!*erex

h M

70

70

70

40

*

HOURS C lo<*



38 OPTOMETRY PROGRAM

SECOND PROFESSIONAL YEAR
FALL QUARTER

Biomedical

Biomedical

Biomedical

Biomedical

Optometry

Clinic

WINTER QUARTER

Biomedical

Biomedical

Biomedical

Optomotry

Optometry

Clinic

SPRING QUARTER

Biomedical

Biomedical

Biomedical

Optomotiy

Optomotry

Clinic

210
211

212
213
210

2113

220

221

223

220
222

210

230

231

233

230

232

210

Principles ol Medicinn 1 General Pathology
(5 HRS. LEC))
Physiological Optics: Eye As An Optical
System
(3 HRS. LEC.. 2 HRS. LAB)
Neuroanatomy and Neurophysiology
(3 HRS. LEC.. 2 HRS. LAB)
Principles of Pharmacology & Therapeutics 1
(2 HRS. LEC))
Advanced Optometry 1
(3 HRS. Lee., 2 HRS. LAB)
Clinical Procedures
(2 HRS. LAB)

Principles ol Medicine II:
Ophthalmic Pathology 1
(5 HRS. LEC.. 2 HRS. LAB)
Physiological Optics Il: Monocular Sensory
(3 HRS. LEC.. 2 HRS. LAB)
Principlos ol Pharmacology &
Therapeutics I
(4 HRS. LEC))
Advanced Optometry Il
(3 HRS. LEC., 2 HRS. LAB)
Ophthalmic Optics !
(2 HRS. LEC.)
Clinical Procedures
(2 HRS. LAB)

Principlos ol Medicino IlI:

Ophthalmic Pathology Il

(5 HRS. LEG.. 2 HRS. LAB)
Physiological Optics Ill: Monocular Sonsory

& Bi.’*cular Vision

(2 HRS. LEC.. 2 HRS. LAB)
Principles ol Pharmacology 8.

Therapeutics 1l

(4 HRS. LEC)
Advanced Oplomelry Il

(4 HRS. LEC.. 2 HRS. LAB)
Ophthalmic Optics Il

(1 HR. LEC.. 2 HRS. LAB)
Clinical Procedures

(2 HRS. LAB)

HOURS
CREDIT

4

1

Total 20

Total 20

Total 20

*Noto: Oho quartoi hour credit is awarded upon completion ol this course in tho Sprint)

Quarter.

Cbch

41
50

50

20

70

SO

«

10

"IC

40
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THIRD PROFESSIONAL YEAR
FALL QUARTER

Biomedical

Biomedical

Biomedical

Biomedical
Optometry
Optomretry

Clinic

310

311

310

WINTER QUARTER

Biomedical

Biomedical

Biomedical

Optomotry

Optomotry

Clinic

320

322

323

320

321

320

SPRING QUARTER

Biomedical

Optomotry

Optomotry

Optomotry

Optomotry

Clinic

Clinic

Clinic

333

331

332

333

334

330

331

332

Principles ol Medicine IV:
Pediatrics and Pediatric Optometry
(2 HRS. LEC.. 2 HRS. LAB)

Principles ol Medicine V:
Neurology (2 HRS. LEC))

Principles of Medicine VI:
Neuro-ophthalmic Disorders
(3 HRS. LEC., 2 HRS. LAB)

Principles ol Pharmacology &
Therapeutics IV (2 HPS. LEC.)

Contact Lens Practice: |
(3 HRS. LEC., 2 HRS. LAB)

Orthoptics & Vision Therapy |
(3 HRS. LEC.. 2 HRS. LAB)

Clinical Practice |
(1 HR. LEC., 8 HRS. LAB)

Principles ol Medicine VII:

Gerontology & Geriatrics (3 HRS. LEC.)
Principles of Medicino VIII:

Dermatology (2 HRS. LEC.)
Principles ol Pharmacology &

Thorapeutics V

(3 HRS. LEC., 2 HRS. LAB)
Contact Lons Practico Il

(3 HRS. LEC.. 2 HRS. LAB)
Orthoptics & Vision Therapy |l

(3 HRS. LEC.. 2 HRS. LAB)
Clinical Practice Il

(Il HR. LEC.. 0 HRS. LAB)

Principlos ol Pharmacology &
Thorapoulics VI
(3 HRS. LEC.. 2 HRS. LAB)
Provontivo & Community Optomotiy:
Environmental Vision (3 HRS. LEC.)
Provontivo & Community Optomotry:
Public Health (2 HRS. LF.C.)
Limited Vision (Partial Sight)
(3 HRS. LEC., 2 HRS. LAB)
Provontivo & Community Optomotry:
Economics and Practico Management
(3 HRS. LEC))
Clinical Practico Il
1 HR. LEC., 12 HRS. LAB)
Contact Lons Clinic
(4 HRS. LAB)
Orthoptics and Vision Therapy Clinic
(4 HRS. LAB)

HOURS
CREDIT

3
Total 22

3
Total 20

Total 22

Clcch
1Y tuw'

AO

Z0

SO

Z0

20

SO

SO



40  OPTOMETRY PROGRAM

FOURTH PROFESSIONAL YEAR

A twelve-week externship is required during the fourth year. Externship information
appears under COURSE DESCRIPTIONS (Clinic Department) in this catalog.

SUMMER QUARTER

Optometry 400
Optometry 401
Clinic 400
Clinic 401
Clinic 402
Clinic 405

FALL QUARTER

Optometry 410
Optometry 411
Clinic 410
Clinic 411
Clinic 412
Clinic 415

WINTER QUARTER

Optomotry 420
Optomotry 421
Clinic 420
Clinic 421
Clinic 422
Clinic 425

[Cltv] m<nl/c

Optometry Seminar
Clinical Case Analysis |
(2 HRS. LEC))
Clinical Practice IV
(1 HR. LEC., 20 HRS. LAB)
Contact Lens Clinic
(4 HRS. LAB)

Orthoptics and VisionTherapy Clinic

(4 HRS. LAB)

OR
Externship

Optometry Seminar
(2 HRS. LEC))
Clinical Case Analysis Il
(3 HRS. LEC))
General Clinic Practice V
(1 HR. LEC.. 16 HRS. LAB)
Contact Lons Clinic
(4 HRS. LAB)

Orthoptics and Vision Therapy Clinic

(4 HRS. LAB)
OR
Externship

Optomotry Seminar
(2 HRS. LEC.)
Clinical Caso Analysis Il
(2 HRS. LEC.)
Gonoral Clinic Practico VI
(1 HR. LEC.. 20 HRS. LAB)
Contact Lons Clinic
(4 HRS. LAB)

Orthoptics and Vision Thorany Clinic

(4 HRS. LAB)
OR
Externship

sc ftr mCc = dc>ch' L\olut

HOURS
CREDIT

2

1

Total 12
12

Total 12
12

Total 12
12

730

mrnugfe

SPRING QUARTER

Optometry 430
Optometry 431
Clinic 430
Clinic 435

\NA1FT e

Y

OPTOMETRY PROGRAM *

Optometry Seminar
(2 HRS. LEC))

Clinical Case Analysis IV
(3 HRS. LEC.)

General Clinic Practice VII
(1 HR. LEC.. 24 HRS. LAB)

OR
Externship

Total 1
1
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AAKA QORE SHDUE /AR GOUAR THRAPY KR THE CPTAMETRIC PRACTITIONER

HOI RS
WEEKEND TIMES & DATES LOCATION COURSE CURRICULUM FACULTY
1 Lec; _CLMLC_ COMMENTS
Frl.3/5/82 -9a.-4p. Principles of Pharmacology Ph.D. Pharmacologist 6
Sat.3/6/82 -9a.-4p. Autonomic Drugs mm m 6 T:dA/greréé
1 Sun.3/7/82 -9a.-4p. -uuwea-o: Ocular Diagnostic Pharmaceuticals 6 ::ertifica-t-
Mon.:/8/82 -9a.-4p. ALASKA CPR and Emergency Care Alaska,American Heart Ass ' 6 ion reguir-
2d
) A)i(n'K..rs< o
Fri.3/26/82-7p.-9p. -PORTLAND DPA Examination PCO Proctor 2
2 Sat.3/27/82-9a.-4p. ’ The Pharmacology of Ocular Therapy (Part I) P'\f}I-D- Pharmﬁﬂcologist 6
Sun. 3/28/82-9a. -4p. OREGON (Part 11) 6
Fri.4/23/82-9a.-4p. 131ICAQIUCY.f Systemic Diseases (and Ocular Manifestations) M.D. (Internist) 6
3 Sat.4/24/82-9a.-40. «FA+RBANKS, Applied Pharmacology Pharm.D. 6
Sun.4/2S/82-9a.-4p. ALASKA Anterior Segment Eye Disease (Part I) O.D. 6
Fri.5/21/82-8a.-9a. Midterm Examination (Part 1) PCO Proctor é.
" M " 9a.-4p. Anterior Segment Eye Disease (Pert I1) O.D.
ANCHORAGE, .
A Sat.5/22/82-8a.-9a. Midterm Examination (Part 11) PCO Proctor 1
n n i ga.-ap. ALASKA Anterior Segment Eye Disease (Part I11) M.D. (Ophthalmologist) 6
Sun.5/23/82-9a.-5p. Anterior Segment Clinic. Day #1 M.D. (Ophthaf) S O.D. 7 10-1 Ratio
Fri.6/25/82-9a.-4p. Eﬁr_}?_gil%' Glaucoma (Part 1) O.D., Ph.D.(Anatomist)
5 Sat.6/26/82-9a.-4p. ' (Parts 11 & I11) M.D., (Ophthalmologist 6
Sun.6/27/72-8a.-5p. EEEGHO"J‘r Clinic 0.D. Staff f. M.D.(Ophtl ) 8 8-1 Ratio
«iH.x
Fri.9/10/82-9a.-4p. ANCHORAGE Diagnosis R Management of Advanced Eye Disease?  M.D. (Ophthalmologist) 6
6 Sat.9/1)/82-9a.-4p. ’ Anterior Segment Eye Disease (Part V) O.D. 6
Sun.9/12/82-8a.-5p. ALASKA Clinic, Day 12 O.D. Staff 8 10-1 Ratio
12N*?.0Zl}e.£.
Sun.10/24/82-9a.-12p JUNEAU FINAL EXAMINATION State Board Proctor 3

7

ALASKA

74 Ph.D.'s

7 20 DAYS 4 SITES TOTALS 91 29



offered by Pacific University
Diane P. Yolton, Ph.D.
Jimmy Bartlett, O.D.
Roland Manthei, Ph.D.
March 27-28-29 UAA
April 24-25-26 UAA

offered by Pennsylvania lege
Philip Gerbino, Pharm.D.

Mack Lipken, Jr., M.D.

May 1-2 UAA

offored by Pennsylvania College
Louis Catania, 0,0,

Linda Casser, O.D.

May 22-23-24 UAA

offered by Pacific University

Tom Lewis, O.D., Ph.D.

Ronald Reed, M.D.

....and clinical staff

June 11-12-13 UAA and clinics

offored by Pennsylvania College
Theodore Buckner, M.D.

....and clinical staff

September 10-11-12  clinics

PATHOPHYSIOLOGY AND PHARMACOLOGY: principles of
pharmacology, clinical application of ocular pharmacology and ocular
toxicology. Pathophysiology of ocular allergy, infection and inflammation.
Pharmacologic considerations in ocular steriod therapy, and in glaucoma
therapy.

APPLIED PHARMACOLOGY: administration of drugs, Rx wwriting,
patient management.

SYSTEMIC DISEASE: systemic disease related to ocular disease.
Allergn.:-immunology; cardiovascular-cerebrovascular; endocrine;
hematological; infectious and inflammatory; metabolic-chromosomal;
musculoskeletal; mucocutaneous-dermatological; neurological
nutritional-gastrointestinal

ANTERIOR SEGMENT DISEASE: corneal dystrophios, degenerations,
infections, inflammations, irritations, injuries. Differential diagnosis, systemic
considerations, treatment/management of anterior uveitis. Eyelid/adnexa
disorders. Disordurs of tho lacrimal system, conjunctiva, sclera, and episclora.

GLAUCOMA: anatomy-pathophysiology review. Epidomiology-risk factors.
Examination, differential diagnosis, clinical classification. Medical management,
surgical considerations. Concepts and controversies in glaucoma care.

Methods of examination and clinical procedures.

ANTERIOR SEGMENT DISEASE CLINIC* examination protocols,
techniques in dilitation and irrigation, gland expressing, epilation, cyst drainage,

scrapings, culturos, cytology. Foreign body removal. Management of Incorations

and corneal abrasions. Techniques for diagnosing systomic disoaso; exophthal-
mometry, ophthalmodynamometry. Clinical procoduros
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$45.00

Goodman ad Gilman, The Pharmacological Basis o Therapeutics

$43.00

Fraunfelder & Roy, Current Ocular Therapy

$15.00

Deborah Pavon-Langston, Manual d Ocular Diagnosis & Therapy
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FACULTY

Jimmy Bartlett, O.D.

Associate Professor, Director of Continuing Education
University of Alabama in Birmingham School of Optcmetry/
The Medical Center

Theodore Buckner, M.D.

Board Certified Ophthalmologist, Wills Eye Hospital,
Philadelphia, Attending Surgeon, Shore Memorial Hospital,
Somers Point, New Jersey

Linda C. Casser, O.D.

Assistant Professor, Pennsylvania College of Optometry, Chief,
Primary Care Module No. 4, The Eye Institute, Pennsylvania
College of Optometry, Philadelphia

Louis J. Catania, O.D.

Director, Center for Continuing and Post-Graduate Education
Pennsylvania College of Optometry, Philadelphia; Past

Director, Primary Care Optometry Residency Program of the
Joseph C. Wilson Health Care Center Medical Group, Rochester,
New York

Philip Gerbino, Pharm.D.

Associate Professor of Clinical Pharmacy, Philadelphia College
of Pharmacy and Science; Former Director of Drug
Information Center of Cornell University

Thomas L. Lewis, O.D., Ph.D.

Doctorate in Anatomy, Jefferson Medical College; Dean of
Andemic Affairs and Associate Professor, Pennsylvania
C ge of Optometry

Mack Lipkin, Jr., M.D., F.A.C.P.

Graduate of Harvard Medical School; Board Certified in
Internal Medicine; Assistant Professor of Medicine, University
of Rochester School of Medicine, Rochester, New York

Roland W. Manthei, Ph.D.

Doctorate in Pharmacology, University of Chicago; Professor
of Pharmacology, Jefferson Medical College, Philadelphia

Ronald R. Reed, M.D.

Board Certified from Wills Eye Hospital; Adjunct Assistant
Clinical Professor, University of Rochester, School of Mcdicii o
Strang Memorial Hospital, Department of Ophthalmology

Diane Yolton, Ph.D.

Assistant Professor of Anatomy and Pathology, Pacific
University College of Optometry.

Clinical Faculty will include experienced clinicians including
optometrists and ophthalmologists from various universities and
V.A. medical centers in tho United States.



Oregon Health Sciences Center - School of Dentistry

Curriculum Leading to the Degree Doctor of Dental Medicine (DMD) 1978-9

(Typed from microfiche)

Clock Hours Credit
Lee COnf Lab Clinic Total Hours
FIRST YEAR
Fall Interval Spring Interval
mn 411-2 General Histology 16 32 48 - e An 413 Neuroanatomy
An 411-2 Gross Anatomy 29 40 60 - t An 413 Oral Histology
jBCh 411 Biochemistry 40 40 4.0 « BCh 412-3 Biochemistry
BeS 411 Omnibus 17 17 1.7 ®cJT 413 Biology of
CJT 411 Prevention of Inflammation
Dental Diseases 12 17 29 2.1 DM 410-20 Dental Materials
e QA 411-12 Dental Anatomy Lect 12 12 — FP 413 Fixed Prosthodontics
e DA 411-12 Dental Anatomy Lab 24 24 - Technic
DM 410-20 Dental Materials 4 9 13 Hpo 413 Operative Tcchnic
FP  417. Fixed Prosthodontics Lecture
Technic 36 36 1.2 Op 413 Operative Technic
e Mb 411 Microbiology 12 12 24 1.7 Lab
0D 411 Oral Examination Per 613 Periodontics Clinic
Technic 14 9 23 1.7 <« phy 413 Physiology
|%Phv 411 Physiology 31 4 5 40 3.5
Winter Interval
SECOND YEAR
e An 411-2 General Histology 3 6 9 3.8
e An 411-2 Gross Anatomy 8 16 24 5.6 Fall Interval
e An 412 Head and Neck )
Anatomy 29 32 54 3.8 BeS 421 Personal Adjustment
-BCh 412-3 Biochemistry 31 31 - DM 410-20 Dental Materials
DA 411-2 Dental Anatomy Lect 4 4 1.6 FP 42l Fixed Prosthodontics
. pp 411-2 Dental Anatomy Lab 8 8 1.6 Technic
j DM 410-20 Dental Materials 4 9 13 - Q@ Mb 421 Immunology _
FP 412 Fixed Prosthodontic Op 421 Operative Technic
Technic 63 63 2.1 Lecture ]
| Per 412 Per iodont ics Op 421 Operative Technic
Technic 5 21 26 1.5 Lab
LI hy 412 Phys iology 34 4 4 42 3.g Per 421 Periodontology

Per 620 Periodontics Clinic

Lee

12
12
17

16

22

35

25

11

12

Clock Hours

Conf Lab Clinic Total

First

10

24
24

36

66

3

Year Total

72

66

15

33

36
36
17

16
12

36

22

66

15
42

10

72

25

11

66

12
33

Credit
Hours

Ao
@ B~ b

=N
NN
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Lee Conf Lab Clinic Total

page 5
PH 421-2 Dentistry & The
Health Care System 11
Phc 421-2 Pharmacodynamics 53
Pth 421-2 Disease Processes 14
RP 421 Removable Prostho—
dontics Technic 11
Winter Interval
BeS 422 History of Dentistry 10
CJT 422 Caries 21
DM  410-20DentalJ Materials 3
FP 422 Fixed 1 osthodontics
Technic
Mb 422 Pathogenic & Oral
Microbiology 26
Med 422 Medical Emergency
Procedures 8
0D 420-300ral Diagnisis
& Treatment 6
Op 422 Operative Technic 11
Op 422 Operative Technic
Laboratory
0S 422-3 Control of Pain
& Anxiety 20
0S 422 Introduction to
Oral Surgery 11
Pedo 422 Child Development 22
Per 620 Periodontics Clinic
PH 421-2 Dentistry & the
Health Care System 11
Phc 421-2 Pharmacodynamics 7
Pth 421-2 Disease Processes 4
Pth 422 Inflammatory Disease 18
Ro 422 Oral Radiology 11
RP 422 Removable Prostho—
dontics Technic 8

Clock Hours

31

15

33

33

11

33

24

15

11
68
45

44

10

28

33

37

12

11

33

26

11

22

15

11

18

11

32

2.2

1.1

N -
N -

R w0 oN
= oo 01 O N

Credi t
Hours

9

Spring Interval
DM 410-20 Dental Materials 5
Endo 423 Endodontology 11
FP 423 Fixed Prosthodon—
tics Technic
Nu 423 Nutrition 14
Op 623 Operatives Clinic
Ord 423 Orthodontics 9
Ord 423 Orthodontics Technic
0S 423 Oral Surgery
Pedo 423 Child Development 11
Pedo 423 Pedodontic Technic
Per 620 Periodontics Clinic
Pth 423 Pathology of
Systems 34
Ro 423 Oral Radiolopv
Laboratory
RP 423 Removable Prostho—
dontics Technic
THIRD YEAR
Fall Interval
CJT 431 Oral Pathology -
Oral Radiology 20
DM 431-2 Dental Materials 22
Endo 431-2 Endodontology 6
Endo 630-40 Endodontology
Clinic
FP 431-2 Principles of Fixed
Prosthodontics 6
FP 631 Fixed Prosthodon—
tics Clinic
0D 420-30 Oral Diagnosis &
Treatment 7

Clock Hours
Lee Conf Lab Clinic

24

4

Second Year Total

24

69

27

12

15

33

33

44
15

11

33

Total

35
69
15
33
27
12
11
44
15
58
15

37

30
22

11

31

Credit
Hours

N W
N -

N R OO O
P B o © ©
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dentistry

page 3
Clock Hours Credit Clock Hours Credit
Lee Conf Lab Clinic Total Hours Lee Conf Lab Clinic Total Hours
Op 631 Operatives Clinic 66 66 2.2 RP 632 Removable Prostho—
Ord 431 Facial Growth 12 12 1.2 dontics Clinic 60 60 2.0
0S 431 Oral Surgery 12 12 1.2
Pedo &31". Pedodontics Clinic 33 33 1.1 Spring Interval
Per 431 Pe[;2:3:Zology 12 12 100 Endo 630-40 E?dodontology Clinic 11 11 -
Per 631 Periodontology FP 633 Fixed ?rOSth?_i 1.1
Ro 630 Oral Radiology oPY
clinic 10 10 Meq|0|ne 12 12 1.2
RP 431 Removable Prostho— 0D 432-3 CllnIC?l Conference 22 22 2.2
dontics Technic 27 36 1.8 0D 630 OraI_D!agn05|s
RP 631 Removable Prostho— ?I'?'C 33 33 1.0
dontics Clinic 66 66 2.2 Op 433 Principles of
Clinical Operatives 12 12 1.2
Winter Interval Op 633 Operative Clinic 66 66
0S 433 Oral Surgery and
DM 431-2 Dental Materials 13 13 3.5 Hospital Dentistry V) 12 1.2
Endo 431-2 Endodontology 6 6 1.2 0S 630 Oral Surgery Clinic 22 22 1.2
Endo 630-40 Endodontology Clinic 11 11 - Pedo 633 Pedodontics Clinic 33 33 1.1
FP 431-2 Principles of Fixed Per 633 Periodontology Clinic 33 33 1.1
Prosthodontics 6 6 1.2 PP 433 Dental Jurisprudence 12 12 1.2
FP 632 Fixed Prostho— Pth 433 Comprehensive Exam 12 22 34 2.2
dontics Clinic 30 30 1.0 Ro 630 Oral Radiology
0D 432-3 Clinical Conference 2 2 - Clinic 10 10 1.0
Op 632 Operatives Clinic 60 60 2.0 RP 432-3 Principles of Remov—
Ord 432 Orthodontics 11 11 1.1 able Prosthodontics 12 12 2.3
0S 432 Oral Surgery 11 11 1.1 RP 633 Removable Prostho—
Pedo 632 Pedodontics Clinic 30 30 1.0 dontics Clinic 66 66 2.2
Per 632 Periodontology )
Clinic 30 30 1.0 Third Year Total 58.2
~th 432 Pathology 22 22 44 3.3
Ro 630 Oral Radiology FOURTH Year
Clinic 10 10 -

RP  432-3 Principles of Remov— Fall Interval

able Prosthodontics 11 11 DM Akl Dental Materials 12 12 1.2
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page 4
Clock Hours Credit Clock Hours
Lee Conf Lab Clinic Total Hours Lee Conf Lab Clinic Total
Endo 630-40 Endodontology Pedo 642 Pedodontics
Clinic 12 12 — Clinic 30 30
FP 641 Fixed Prosthodon— Per 642 Periodontology
tics Clinic 77 77 2.2 Clinic 5 5
?led 441 Principles of DP 442 Dental Psychology 11 11
% Medicine 12 12 1.2 Ro 640 Oral Radiology 7 7
Med 440 Hospital Clinic 6 6 - RP 442 Principles of Remov—
0D 441 Oral Diagnosis & able Prosthodontics 11 11
Treatment Planning 11 11 1.1 RP 642 Removable Prostho—
Op 641 Operatives Clinic 154 154 4.4 dontics 60 60
Pedo 441 Pedodontics
Conference 15 15 0.6 Spring Interval
Pedo 641 Pedoqo?t|cs // M 1 f FP 643 Fixed Prostho—
C!InIC - dontics Clinic 99 99
Per 641  Periodontology £ £ pp - lled 440 Hospital Clinic 6 6
Clln'? ) 0D 640 Oral Diagnosis
PP 441 Professional Pi -—-- 65 6&
Vlewpo!nts 22 i 22 2.2 Op 643 Operatives Clinic 154 154
Ro 640 Oral Radiology ? Ord 443 Orthodontics
RP 641 Removr?le Pr?tho—- Conference 11 1
dontics Clinic 66 66 2.2 0S 640 oral Surgery
N Clinic 32 32
Winter Interval Pedo 643 Pedodontics
Endo 630-40 Endodontology Clinic 33 33
Clinic 10 10 1.9 Per 643 Periodontology
FP 442 Principles of Fixed CLinic 16 16
Prosthodontics 11 11 1.1 PH 440 Community Dentistry 30 30
FP 642 Fixed Prosthodon— PH 443 Gerodonlology 11 11
tics Clinic 66 66 2.0 Ro Oral Radiology Clinic 7 7
Med 442 Principles of Rr 643 Removable Prostho—
Medicine 11 LI 1.1 dontics Clinic 66 66
Med 440 Hosplt?I Clln!c_ 6 6 - Fourth Year Total
Op 642 Operatives Clinic 143 143 4.0

Xrieijic* ctecfr l/cm > -
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Communications/Rivin

notion and has emphasized to trainees titet the
hospital does not endorse them as being com
petert lo engage in family practice. Howvevc,
since state lans permit an M.D. licensee to do
any type of practice he wishes, it is the feeling
of the director |hat the public would be better
served by potential family practitioners having
some rather than no additional training. Since
there nre a number of physicians seeking some
training to change their specialty, consideration
should be given to longer hospital training
periods or a return to specially designed prc-
ceptorships to accommodate them

With respect to those family doctors in re-
training, the program would be improve j by a
more specific set of goals and more areful
monitoring of achievements than has as wet
been accomplished. The author is anare i f two
other prograns offering similar trail ing. At
Creighton Univenity School of Medicine rural
family doctors arc trained in a specific area, for
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example, cardiology techniques such as Swan-
Ganz catheter insertion. Al the Medical College
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 al 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-
to six-week period can accomplish this objec-
tive, and there is a need for a different kind of
program in aecommedste such circumstances.
Training goals for family doctor residency re-
fresher training must be more specific nr.d eval-
uations more formal than is now the rase in the
Santa Monica experience.

Ophthalmology Teaching in Medical Schools

Robert E. Kalina, M.D., Henry J. L. Van Dyk, M.D.,

and George W. Weinstein, M.D.

The Association of University Professors ol
Ophthalmology (AUPO) wes founded in 1966
and is nade up of the chairmen of all depart-
ments oi divisions of ophthalmology in U.S.
medical schools (1). A major interest cf the
body, individually and collectively, is medical
student education.

Some members of the AUPO believe that
recent medical school graduates are less well

’npart by agrant to

This survey wu
ngton fiom Research to Pre-

(he University of
vert Blindness, Inc.
Dr. Kalina is promisor and chrirman, Departrrent
of the rmlog/l?r University of WWeshington School
of icine, Seat’le. Dr, Van DyK is professor, De-
pertirent of Ophithalmology, Louisiana State Uni-
versity School of Medicine, Odears. Dr. Wain
stein u professor and cl airmmen, Departrrent o
thalnology, West Virginia Untversily School ol
icine, Morgantonn
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prepared in ophthalmology than those of the
more distant past. Also reduce | familiarity with
ophthalmology by physicians in future gener-
ations has been cited as 2 potential problem in
the legislative and legal arenas (2).

The results of two AUPO surveys o' oph
thalmology teaching are reported here.

Survey Techniques

Questionnaires were mailed in 1971 and again
in 1979 to the members of the AUPO. Each
member was asked to complete the form or to
forward it to the individual in his unit most
responsible for medical student education.
Confidentiality wes optional and wes 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 Guide for Students and
Practitioners of Mtdicine, ajoint publication of
the AUPO and the American Academy ofOph-
thalmology and Otolaryngology (AAOO)
which first appeared in 1976 and nrw is in its
third edition (3). This guide is based upon
seven objective areas thought to represent es-
sential knowledge 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 ).
There was a decline in mean required curricu-
lum hours from 25 in 1974 to 22 in 1979, while
the median declined from 18 to 15. Hours
actually assigned to the department or division
of ophthalmology decreased proportionately
from a mean of 22 in 1974 to 20 in 1979.
Assigned hours were used most frequently for
lectures or demonstrations.

304 A Totol Required Hours

19
20-

Vol.5, February 19SI

All responding institutions offered medical
student electives in ophthalmology in 1979, but
only 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 gride, 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 th. study guide was purchased by
the student and used for self-instruction and as
a supplement to lectures. The microfiche illus-
trations, newly added in the third edition
(1978), had beet) 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 schools during recent years.

Although data arc nol available from the
preceding era, the results of the study reported
here indicate that currently assigned time for

1974
1979

£30- B Hours Assigned loOphlholmology Unit

E
2 20-

10-

h u
[-10 11-20 21-20 31-40 41-50 51-60

i
>60

Curriculum Hours (Range)

Figure 1

Minimum requirement i for ophthalmology in U.S. medical schools.
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teaching ophthalmology is limited and gradu-
ally declining. One logical extension might be
a declining ability for appropriate diagnasis,
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 leaching done in the primary
care clinical setting, It seems likely that such
onsite instruction would be effective and ap-
pear relevant to students in that the palient-
problem-teaclier loop is shortest there; but the
authors believe that such teaching events are
rare, often unscheduled, and likely to be the
first to suffer from time constraints.

Knowledge that curriculum time wes limited
and that competition for it wes keen was one
of the prime motivating factors for the devel-
opmrent cf the AAOO/AUPO study guide.
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
reduced national curricular emphasis upon
ophthalmology.

Not only is the curricular time available to
ophthalmology small, but also surprisingly few

145

students (25 percent) choose ophthalmology
electives. The reasons for limited elective par-
ticipation may range from the influence of
counselors lo lack of available electives. What-
ever the cause, the effect must be negative upon
student appreciation for what the specially of-
fers. In view of the excess of candidates for the
limited number of ophthalmology residency
positions, a main concern is that students who
will practice other specialties, especially pri-
mary care, learn proper diagnosis and treat-
ment of some ophthalmic disorders so that they
may avoid inappropriate referral to medical or
nonrnedical practitioners.
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T0: HESS Committee Members
FROM: Heidi H. Borson
RE: HB 225, CSHB 225 Versions 1 and 2

DATE: May 10, 1983

COMPARATIVE ANALYSIS

CSHB 225 Version #2

Sec. 1 An optometrist with an
endorsed license may use and
prescribe legend drugs, and may
use nonprescription drugs under
this chapter.

Includes the following:

Sec. 2 Adds one person to the
of examiners in optometry.

Sec. 3 Stipulates that the added
member will be a licensed physician
in Alaska; requires that the public
member on the board have no direct
or indirect interest in the practice
of optometry, opticianry or medicine.

Sec. 4 Under powers and duties of
the board of examiners in optometry:
3) States that the board, with the
guidance of the state medical board,
shall develop a list of specific
prescription, nonprescription,
diagnostic and therapeutic drugs

and their dosages that may be used
by authorized optometrists.

4) Mandates the provision of

continuing education for optometrists

who want tu use drugs.

Sec. 5 Kith regards to registration:
b) Adds that an optometrist may not
be certified to practice optometry
beyond the scope of his/her training;

stated 1ihat the board of examiners in
optometry is determine an optometrist-"s

qualifications.

Sec. 6 Adds another ground for
disciplinary action by the board:

10) Using the prefix "Dr." or “Doctor"

before the license holder®s name
without using the word “optometrist”
in connection with the title.

HB 225

Sec. 1 An optometrist with an
endorsed license may use and
prescribe legend drugs.

Mo alteration to present board
statutes.

Not included.

Not addressed in HB 225.

No alteration to present

statutes.

Not addressed.



Comparison continued:

CSHB 225 - Version #2 HB 225

Sec. 7 Regarding the use or Sec. 2 Regarding the use or
prescription of drugs: prescription of drugs:
Subsections a,b,c,d,e refer to Subsections a,b,c,d,e refer to
"drugs”. "legend drugs”.

In addition:
Definitions for “optometry®", “practicing optometry®", ana “legend drugs”
are the same in HR 225 and CSHB 225 - Version //2.

Both bills also include Section 08.64.360 regarding penalties for
practicing without a license or in violation the applicable statutes.

CSHR 225 - Version //2 and CSHB 225 - Version /I differ in one respect
only, that being that CSHB 225 - Version //1 adds Section 08.72.278
regarding approved drugs. This section names drugs which may be wused
in addition to the list of drugs to be developed by the board of
examiners of optometry and the state medical board.
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MEMORANDUM February 17, 1984
SUBJECT: Optometry

(HB 225)'
TO: Representative Mae Tischer

Chairman, House Health, Education,
and Social Services Committee

Russ Josephsou
Legislative Counsel

You have requested a comparison of the introduced version of
HB 225 and the committee substitute for your committee dated
February 3, 1984. _Perh_aﬁs it will be easiest to compare the
E)W(I)Ib” s if I begin with a brief sectional analysis of each
i,

HB 225

Section 1 Amends the provision of law governing the prac-
tice of medicine bly persons other than physicians by addin

a new paragraph allowing optometrists to use certain drugs
under the provisions of the remainder of the bill.

Section 2 Provides for identification and approval of (1)
training programs for the use of drugs and (2) continuing
education programs. Also provides for license endorsements
certifying completion of required training for dru? use,
regulations concerning the use or prescription of legend
drugs, the loss of license endorsements for violations of
those regulations, and the furnishing of the names ofhold-
ers of license endorsements to the board of pharmacy.

Section 3 Amends the definition of "optometry" reflect the
provisions of the bill for the use of drtigs,

Section 4 Amends the definition of "practicing optometry"
as Th Beetion 3.

Section 5 Adds a definition of "legend drugs".



Representative Mae Tischer
Page 2
February 17, 198A

Section 6 Adds optometrists to those excepted from the pro-
visions of law penalizing the practice of medicine by per-
sons who are not physicians.

CSHB 225 (HESS)

Section 1 Provides an additional ground for the imposition
of disciplinary sanctions that the board of examiners in
optometry may impose under AS 08.72.240: use, dispensing,
or prescription of a drug in violation of the new provision
regulating drug use by optometrists (Section 2). In ad-
dition, provides a modification of the provision that re-
quires referrals to appropriate health care practitioners.

Section 2 Adds a new section to the statutes, providing for
the use of legend drugs, excluding controlled substances and
other tﬁpes of drugs. Lists the categories of topical legend
drugs that may be used by an optometrist who has obtained a
license endorsement from the board of examiners in
optometry. Lists the requirements for a license endorse-
ment, including the required training before and after re-
ceiving an endorsement.

Section 3 Contains a new definition, "legend drugs". Also
amends the definitions of "optometry” and "practicing
optometry" to reflect the provisions of the bill concerning
the use of drugs. The definition of "legend drugs" is iden-
tical to that In the introduced version of the bill. The
amendments of "optometry" and "pr_act|C|n?_Bogtom_etry" differ
from those in the introduced version of 25 in that they
have added a phrase to exclude the use of surgery in diag-
nosis and treatment. The definitions in the introduced ver-
sion of the bill do not mention surgery.

As you can see, the two bills accomplish basically the same
thing. The major differences are as follows:

B 225 contains (in Sections 1 and 6) amendments regarding
the practice of medicine and providing the necessalr_?/ ex-
emptions for optometrists usm% drugs. CSHB 225 (HESS) does
not contain these provisions, but it should.
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3oth bills provide for license endorsements and for the
training required before and after receiving an endorsement.
HB 225 provides for regulations to handle those require-
ments; CSHB 225 (HESS) provide more detail in the statute.

CSB 225 (HESS) provides a new ground for discipline by the
board of examiners in optometry; violation of the provisions
concerning drugs. It also amends another ground for
discipline, farlure to refer a ﬁatlent to the appropriate
health care practitioner. Neither of these provisions was
in the introduced version of the bill. HB 225 did provide
for regulations concerning the use or prescription of legend
drugs, and it provided for the suspension or revocation of
the license endorsement for violation of the regulations.

CSHB 225 (HESS) is more specific than HB 225 in its detail-
ing of the types of drugs that may be used by optometrists.

The definitions in CSHB 225 (HESS) contain provisions con-
cerning the prohibition of surgery in diagnosis and treat-
mengzby optometrists. Similar language does not appear in
HB 225.

HB 225 provided for the names of endorsement holders to be
submitted to the board of pharmacy. CSHB 225 (HESS) coes
not contain this provision.

| trust these sectional anaIKses and this comparison will be
useful. If I may be of further service, please call.

RJ:ojb
J3/111
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