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"AND LASER INSTITUTE

TO: Members of the Alaska Legislature
FROM: Robert O. Ford, MD
DATE: May 21, 1991

Over the last ten years of working as an ophthalmolo?ist closely with the
optometric profession to provide eye care to the people of Washington, 1
have made some ohservations that | would like to share with you.

Relations between ophthalmology and optometry in general are
unfortunately frequently dominated by competition and turf issues. Once
| was able to get past that in my own thinking about eight years ago, |
began to see things in a different light.

Individual and professional advancement is part of the American way.
Optometry as a profession has grown progressively more sophisticated and
capable.  Unfortunately each step of the way, their efforts at self-
improvement have been resisted by organized c_)‘o thalmology. The most
frequent argument used has been that patients will suffer when practitioners
practice beyond their training. It is tme that patients will suffer if any
practitioner overextends himselfwhether he be MD, OD, attorney, politician
or anything else. The real issue of public safety lies with the morality,
honesty, and faithfulness of each person using their own judgement to
manage only thingsfor which they are qualified, and to get consultation or
make referrals when necessary.

My experience with optometry is that they are as a whole, above average in
their commitment to providing quality care to their patients and requesting
assistance or making referrals whenever a particular case is beyond their
knowledge or training.

As | have obseived the changes in Washington, first with an extension of
optometry's freedom to use diagnostic drugs and then later with their
freedom to use therapeutic dmgs, I have not seen patients harmed. In fact
the availability ofeye care has improved, and I can recommend this course

of action to the state of Alaska.

Sincerely,

fj& Jt0

Robert O. Ford, MD
Ide



NORTH PACIFIC MEDICAL CENTER
104 CENTER AVE.. SUITE 100
KEVIN CREELMAN. M.D. KODIAK. AK 99615 ILOREN HALTER.D.O. (D.AB.FR.)

CENEHAL PRACTICE Telan.e MW]& RICHARD HOLYOKE. PA-C

March 6, 1992

TO: Members of the Alaska Legislature
FROM Loren D. Halter, D.O.
RE Senate Bill #157, Use of Pharmaceutical Agents by

Optometrists

Dear Legislators:

| am writing this letter to support Senate Bill 157 especially for
optometrists in general.

| am a famllg Rractltloner and have bene in Kodiak for the last 14
ears. Dr. John Shank, O.D. has been the optometrist in my office
or the past ten years. On numerous occasions | refer patients to
Dr. Shank for evaluation and treatment. Also, | use Dr. Shank for
hospital consultations on patients with eye problems.

Why optometrists have not had this use of pharmaceutical agents for
eyé treatments is beyond my wildest imagination. The optometrists
are partners in the 'health care system and should now be included
in this system instead of being on the outside looking in.

Therefore, I highly support this Senate Bill 157 and believe we
should not withhold the medical treatment and the use of drugs from
the ootometrists any longer. As a profession, they have proven
their worth beyond a shadow of a doubt and it is high time we get
into the 21st century and let them do their thing as they have been
doing for the past several years.

Therefore, please add my support to the passage of Bill 157 as |
think the optometrists ‘in Kodiak and the state of Alaska do an
excellent job. Now is the time to take our blinders off and let
the optometrists have all the tools to treat their patients in a

much better manner.

If you have any further questions please do not hesitate to call
or write to the above address.

LDH:re



ft!, WarcJJacU ,W.2>.

A professiona orpor

February 7, 1992

Donald Lehmann, M.D. o
Alaska State Medical Association
Legislative Committee Chair

700" Katlian Street, Suite E
Sitka, AK 99835

Dear Dr. Lehmann:

As a family practice physician, | have become
familiar with the scope "of training and capability
of Alaska licensed optometrists.

I sui)port the updating of the Alaska optometry law
to allow qualified optometrists to use therapeutic
pharmaceutical agents limited to eye treatment.

Nationally, the American Public Health Association
has passed a resolution supportln? this legis-
lation, and 29 states currentl?]/ allow optometrists
to use therapeutic drugs for the benefit of their
patients.

| would request that the Alaska State Medical
Association Legislative Committee support this
legislation.

Sincerely,

2211 EAST NORTHERN UGHTS BOULEVARD SUITE 207 ANCHORAGE. ALASKA 99508-4104
TeLePHONH 279-2531



F. LELAND JONES. M.D CHARLES AARONS, M.D

KENNETH S. LAUFER. MD. MARK NEWMAN, M.D
R MATISON WHITE JR.. MD. IONA JEAN HODSON. M.D
FAMILY CARE. Inc. RICHARD R TAYLORJR,, MD. ROBERT K. THORNQUIST, M.D

Trompl. Thorough. Concerne d D*p<ocnote> American Bootd olFomIIy Procttco

2211 EAST NORTHERN UGHTS BLVD., ANCHORAGE, ALASKA 99508 « (907) 279-8486 ¢ FAX (907) 278-7255

February 12, 1992

Donald Lehmann, M.D. o
Alaska State Medical Association
Legislative Committee Chair

700 Katlian Street, Suite E
Sitka, AK 9983D

Dear Dr. Lehmann:

As a family practitioner, | have become familiar with the
capability of Alaska licensed optometrists.

| support the wupdating of the Alaska optometry law to allow
qualified optometrists "to use therapeutic pharmaceutical agents
limited to eye treatment. The expansion of clinical p_r|V|_Ie_%es
of optometrists has been shown to increase the availability,
accessibility, and cost effectiveness of eye care to the public.

In 1990 the American Public Health Association passed a
resolution suPp_ortlng this legislation, and 30 states currently
allow optometrists to use therapeutic drugs for the benefit of
their patients.

| would request that the Alaska State Medical Association Legis-
lative C<#nmittee support this legislation.

and Jones, M.D.



LAURANCE A. MARSHBURN, M.D.
ANE8BTHESIOLOOY
P.O. BOX 277
HOMER. ALASKA 89603

telephone (907) 235-7970

February 11> 19.~2

Don Lehmann, M. D.

Chairman, Legislative Committee
Alaska State Medical Society
70Q Katlian Drive, Suite E
Sitka, AK 23835

Dear Dr, Lehmann:
I wish to go on record as supporting Senate Bill No, 15, relating to the

change allowing the use of certain types of pharmaceuticals By properly
trained and licensed optometrists as well as allowing the removal of

superficial fafeign bodies. , \

A m
My background includes a thirteen year period of general practice, most of
this in rural Alaska, |1 feel that frequently optometrists are truly the

most knowledgeable person to diagnose and great eye disease in most rural
communities. Outside of the urban areas, there are simply not enough
ophthalmologists to care for the need. Optometrists, as a group and with
proper training, should be viewed as a medical resource which can more
effectively meet the needs of the population of rural Alaska,

Again, X would support the proposals of Senate Bill No. 157 and would urge
that the ASMA Legislative Committee consider it favorably.

N

L, A. Marshburn, M. D.



Kachemak Bay Medical Clinic
Professional Corporation
PAUL D. RAYMOND M.D.
4285 Hohe St.. Suite 2
Homer, Alaska 99603
(907) 235-4050

May 2, 1991

Dear Legislator:

| am writing this letter in support of Senate Bill 157, which
involves the use of pha_.»aceutical agents by optometrists. As

a family practitioner in a rural area of Alaska, without the
Presence of cphthamologists we depend greatly on qualified optome-
rists for evaluation and treatment of supérficial and anterior
chamber eye disease. This would include administrating topical
steroids, "antibiotics and antiglaucoma agents to the human eye.
Obviously, this would be inherent on the licensee having been
endorased under AS 08.72.175.

The ability of appropriately trained optometrists to diagnose and
treat anterior chamber and superficial eye disease would prove.
beneficial not only for rural physicians but also would serve in
the patients' best interests concerning long term cost contain-
ment. In my experience the _oPtometrlss in the g‘eographl_cal area
in which | practice appropriately refer ophthamologic patients

to board certified ophthamologists when indicated.

| appreciate your support.

«

Sincerely,

Paul D. Raymond, M. D

PDR: nmc
cc: Boyd Walker
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April 5, 1991

Alaska State Legislature
P.O. Box V
Juneau, AK 99811

Dear Legislator:

| am writing in support of Senate Bill 157 (Optometry Pharmaceuticals).
| am glad to hear Alaska is currently addresstn? the  issue of
optortnetrlsts being allowed to prescribe a variety of therapeutic
agents.

Tthist action is long overdue and has already been approved in 26 other
states.

| am a Colonel in the Air Force, a board certified Family Physician
and Chief of the Emergency Room, Family Practice, and Primary Care
Deeloartment at Elmendorf Air Force Base Regional Hospital. I have thus
had frequent professional exposure to optometrists and thus feel I can
speak quite objectively.

| feel optometrists are fully qualified to expand their prescribing
service to their patients.

| would hope an objective review of this issue be undertaken and
passage of the bill be the outcome.

Sincerely,

Richard M. Stratton, M.D., Colonel, USAF, M

2420 Banbury Drive
Anchorage, AK 99504



JMEDICAL

D \D K F LELAND JONES. M.D CHARLES AARONS, M.D
KENNETH S. LAUFER. MD. MARK NEWMAN, M.D
R MATISON WHITE JR. M.D ILONA JEAN HODSON. M.D
FAMILY CADE.Inc. RICHARD R TAYLORJR., M.D ROBERT K. THORNQUISTi, M.D

“Prompt. Thorough, Coocarood* Dlpkxnolas Amerlcon Boord of fomlly Proctleo

2211 EAST NORTHERN LIGHTS BLVD.. ANCHORAGE. ALASKA 99508 « (907) 279-8486 « FAX (907) 278-7255
February 12, 1992

Donald Lehmann, M.D. o
Alaska State Medical Association
Legislative Committee Chair

700" Katlian Street, Suite E
Sitka, AK 99335

Dear Dr. Lehmann:

As a family practitioner, | have become familiar with the
capability of Alaska licensed optometrists.

| support the wupdating of the Alaska optometry law to allow
gualified optometrists to use therapeutic ?harma_ceutlcal_ agents
limited to eye treatment. The expansion of clinical p_r|V|_Ie_gges
of optometrists has been shown to increase the availability,
accessibility, and cost effectiveness of eye care to the public.

In 1990 the American Public Health Association passed a
resolution supportlng this legislation, and 30 states currently
allow optometrists to use therapeutic drugs for the benefit of
their patients.

| would request that the Alaska State Medical Association Legis-
lative Committee support this legislation.

Sincerely,

Richard R. Taylor, M.D.
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April 8, 1991
laska Legislature

Juneau, X@

Dear Legislators,
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Ruth Terwilliger

Ruth A. and Wesley B. Terwilliger
Marine View, Apt. 509
AK 99901

Ketchikan,



Alaska Nurse Practitioner Association

February 24, 1992

Subject: = SB 157 Qualified optometrists to prescribe Ilimited
&h_erapeutlc pharmacologic agents for treatment of primary eye
iseases.

Dear Legislator:

It is the position of the Alaska Nurse Practitioner Association to
support the efforts of the Alaska Optometric Association to obtain
limited therapeutic pharmacologic prescriptive authority.  The
ability to diagnosis and treat common eye problems will be evident
in the decreased cost for long term problems related to untreated
eye problems.

Often, the optometrist is the only eye specialist travelling to the
bush areas. ~ Without the ability to treat the common eye problems
seen in the bush, patients would have to pay travel ‘costs to a
regional center instead of being treated 'in the village. The
expediency of treatment lowers the costs to both the patients and
the state. Untreated eye conditions can develop into more costly
long term conditions requiring travel to a larger medical center
and specialized treatment.

We hope you will join us in support of SB 157

Sincerely,

X\\(Iaska Nurse Practitioner Association
Secretary



Fairbanks

Clinic
Quality Care Since 1932

April 23, 1991

Alaska State Legislature
PO Bx V
Juneau, Alaska 99811

Dear Sirs:

| am writing this letter in support of Senate Bill 157 concerning optometry
prescribing “privileges.

| was on active duty as a medical officer in the United States Air Force from
1981-1988.  During the last five years of that time | was assigned to the bAF
clinic at Eielson "Air Force Base. "Part of my duties there was to serve as direct
supervisor for the optometrists. During that period of supervision, the Air
Force changed its prescribing rules and began to allow optometrists with
aB ropriate tralnln_%_ to prescribe certain classes of medication. In order tq
optain these prescrifing privileges, the optometrist had to show documented proof
of ocular therapeutics™ training” during his original professional schqolmgf or
evidence of adequate education in qCular therapeutic since ?ra_du_anon rom
optometry. school. ~ With documentation of the aopropriate fraining, . tnese
optometrists were then permitted to prescribe medications in classes similar to
those mentioned in Senate Bill 157.

| have had the op?ortumt to work with several optometrists who have been
credentialed under these rules and have found that they have been able to provide
increased service to their patients. | have not seen an' significant problems
associated with optometrist-prescribing practices.

| feel that it would be a benefit to the residents of Alaska to permit

optometrists to prescribe those medications noted in Senate Bill 157. | believe

that _approprlatel?/ trained optometrists are capable of effectively and safely
y

treating relatively minor eye problems with medications, as specified in Senate
Bill 157, and therefore am’in favor of passage of this bill.

Sincerely,

Enlow R. Walker, MD.
Family Practice

ERWHhIb

1867 Airport \A@ﬁ el Aesta 99701
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FOOTNOTE KEY:

PHARMACEUTICAL LEGISLATION

Mav 25. 1988

AdH1 25.
AdH1 2.

1980
1979

Julv 9. 1976

Jure 10.
ADril 2.
Julv 10.
March 25.
Julv 10.
Februarv
December
June 12.
March 23.

SeDtember

* Kk ok

1983
1986
1975
1986
1986**
14. 1980
28. 1982 a
1985 .
1981
15. 1984

June 8. 1979

AdH | 12.
March 29.

1977 (2:00 D.m.)
1978

Julv 6. 1975

June 24.

1975

Januarv 13. 1989

December
March 26.
March 8.
March 17.
Julv 24.
ADril 12.

Februarv

23. 1985

1984

1982

1982

1981

1977 (10:20 a.m.)
13. 1979

Mav 25. 1979
June 6. 1985

*

March 4.
Julv 15.

1977
1983

June 3. 1977

March 22.
March 15.
AdH | 6.

1979
1984
1981

Mav 20. 1975

March 1.
Julv 16.
March 21.
March 15.

1974

1971
1984
1979

Mav 8. 1975

Auaust 5.
March 21.
ADril 23.
Februarv
AdH | 23.
March 4.
AdH I 29.
February

1981
1979
1984
25. 1983
1981
1976
1978
17. 1977

* = General legislation, favorable attorney general opinion.
** = Previousfavorable attorney general opinion. Specific legislation enacted in 1986.
****_General legislation, favorable attorney general opinion. Legislation which would have
prohibited pharmaceutical utilization defeated. Appeal from dismissal of litigation whiich would
have prohibited pharmaceutical utilization denied bv state supreme court, Februarv 27, 1986.
Clarification legislation adoptedMay 13.1991

January 16, 1992

THERAPEUTIC USE

March 3. 1987

AdH I 20. 1988

Julv 10. 1986**
Februarv 25. 1988

March 31. 1987

Mav 31. 1985
ADril 17. 1987
Februarv 7. 1986

June 25. 1987

June 24. 1986
ADril 23. 1987
March 26. 1986

January 16. 1992
AdH | 5. 1985

June 3. 1977
ADril 10. 1987
/S".
March 22. 1984
Auaust 9. 1991

June 26. 1985

March 15. 1986
ADril 22. 1987
June 15. 1991

March 20. 1991

ADril 11. 1988
AdH | 18. 1989
March 4. 1976
Auaust 3. 1989
March 2. 1987



BEPARTMENT OF HEALTH AND REHABILITATIVE SERVICES

April 23, 1990

carmih a . auida
Exeoutive Director
Massachusetts Society of optometry

101 Tremont Street
Boston, Massachusetts 0210S

Doar Dr. auida:

in response to your inquiry concerning Florida“®s
experience with optometrists having the ability to dispense
non-controlled substanoo drugs to Medioaid recipients, |
would have to state my feeling that overall it has been
quite suooessful from several points of View.

- Ability of recipients to access medioal care.

.Unfortunately in Florida, provider participation among
ophthalmologists is low. Many of the ophthalmologists who
do participate in the Medioaid program are in the larger
metropolitan areas. This leaves vast areas of the state
where tho only eye care services available are provided by
optometrists. By giving optometrists the ability to
prescribe certain drugs, we greatly improved the recipient”s
access to medioal care.

- Decrease in transportation oosts.

Florida Medicaid does pay for a recipient®s transpor—
tation oosts to obtain medical services, if a recipient
was unable to receive the necessary treatment from an
optometrist, the state would pay to transport a recipient to
an area where there was an ophthalmologist who agreed to
accept the recipient. However, there could bo time delays
waiting for a recipient to get an appointment, thereby
limiting the timeliness of the needed radical care.

e Duplicative offioo visits eliminated.

In our experience, prior to optometrists being able to
dispense certain drugs, it was possible to pay .for one
office visit to the optometrist and then a seoond visit
either to an ophthalmologist or a general physician to
obtain the required medication. This caused not only delays
where tho medioal problem would at times go without

1317WINEWOOD BOULEVARD TALLAHASSEE, FLORIDA 32399-0700

BOB MARTINE7. OOVCHNOR 0AI100AY L COLfA. 5ECACTARY
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OIKOIE KEY;

PHARMACEUTICAL LEGISLATION

*

Mav 25. 1988
ADril 25. 1980
Anri 1 2. 1979
Julv 9. 1976
June 10. 1983
ADril 2. 1986
Julv 10. 1975
March 25. 1986
Julv 10. 1986**
Februarv 14. 1980
December 28. 1982 >
June 12. 1985 2
March 23. 1981
SeDtember 15. 1984
*

June 8. 1979
ADril 12. 1977 (2:00 D.m.)
March 29. 1978
Julv 6. 1975
June 24. 1975
January 13. 1989
December 23. 1985
March 26. 1984
March 8. 1982
March 17. 1982
Julv 24. 1981
ADril 12. 1977 (10:10 a.m.)
Februarv 13. 1979
Mav 25. 1979
June 6. 1985

*

March 4. 1977
Julv 15. 1983
June 3. 1977
March 22. 1979
March 15. 1984
ADril 6. 1981
Mav 20. 1975
March 1. 1974
Julv 16. 1971
March 21. 1984
March 15. 1979
Mav 8. 1975
Auaust 5. 1981
March 21. 1979
CApril. 23, 1984
February 25. 1983
April 23. 1981
March 4. 1976
Aoril 29. 1978
Februarv 17. 1977

EQ Yo o
* = General legislation, favorable attorney general opinion. _
+ = Previousfavorable attorney general opinion. Specific legislation enacted in 1986.

*k = General Iegislati_on
ﬂl’ohlblted_ harmaceutical

Claritication

pealtrom dismi

January 16, 1992

THERAPEUTIC USE

March 3. 1987
ADril 20. 1988
Julv 10. 1986**
February 25. 1988
March 31. 1987
* % %
Mav 31. 1985
April 17. 1987
Februarv 7. 1986
June 25. 1987
June 24. 1986
ADril 23. 1987
March 26. 1986
January 16. 1992
ADril 5. 1985 -
June 3. 1977
ADril 10. 1987
/5\ 1777
March il. 1984
Auaust 9. 1991
June 26. 1985
March 15. 1986
ADril 22. 1987
June 15. 1991
March 20. 1991
Adril 11. 1988
ADril 18. 1989
March 4. 1976
Auaust 3. 1989
March 2. 1987

favorable attorney general OPInIOH. Legislation which would have
hibited ltJ't '"lzatt"?'n defeated"/?ipb ta t, F 27,1986
ve prohibi armaceutical utilization denied bv state supreme court, Februarv 27,1986.
? ?egﬁs tion adopted May {3.1881. P

sal of litigation which would
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DEPARTMENT 0P HEALTH AND REh, .0lUTATIVE SERVICES

April 23, 1990

carmin A. auida

Executive Director

Massachusetts Society of optometry
101 Tremont Street

Boston, Massachusetts 02108

Doar Dr. Guida:

in response to your inquiry concerning Florida“s
experience with optometrists having the ability to dispense
non-controlled substanoo drugs to Medioaid recipients, |1
would have to state my feeling that overall i1t has been
quite suooesaful from several points of view.

- Ability of reoipients to access medioal care*

.Unfortunately in Florida, provider participation among
ophthalmologists is low* Many of the ophthalmologists who
do participate in the Medioaid program are in the larger
metropolitan areas. This leaves vast areas of the state
where the only eye care services available are provided by
optometrists. By giving optometrists the ability to
prescribe cortain drugs, we greatly improved the recipient™*
access to medical care*

- Decrease in transportation oosts.

Florida Medicaid does pay for a reoipient®o transpor—
tation oosts to obtain medioal services. IT a recipient
was unable to receive the necessary treatment from dll
optomotrist, the state would pay to transport a recipient to
an area where thero was an ophthalmologist who agreed to
accept the recipient. However, there could be time delays
waiting for a recipient to get an appointment, thereby
limiting the timeliness of the needed modioal care.

- Duplicative offioo visits eliminated.

In our experience, prior to optometrists being able to
dispense oertain drugs, it was possible to pay .-for one
office visit to the optometrist and then a seoond visit
either to an ophthalmologist or a general physician to
obtain the roquired medication. This caused not only delays
where tho medioal problem would at times go without

1317 WINEWOOD BOULEVARD » TALLAHASSEE, FLORIDA 32399-0700

BOB HAATW tt. OOVCSNOA OMOORY L. COIfA, SICRETARY



Dr. Guida
page 2

In summary, | want to point out that in Florida we have
a largo, politically active oldorly population. It was in
tho best interests of both tho health care system as a
whole, and tho Fopulatlo_n in need of quality nodical eye
care_to have a law Fermlttlng optometrists to fully _
participate in tho treatment of the individuals under their

care.

In responso to your request oonoorning costs, | regret
that 1 an unable to give you data that ehows tho number of
prescriptions by various provider groups, when the law in
our state was unhder consideration, ve anticipated an _
increase in proscriptions* Opponents argued it would remain
tho sane, as different providors would be prescrlblngi the
dru?s. My feeling, which is not based on any concrete data,
Is that yes, prescriptions have increased for eye care
related Services, but our recipients under Medioaid are
receiving services which they may not have otherwise
recoived. This now aooess to medioal care is the
immeasurable success | believe to be the major result of
this legislation which was based in our state.

For your comparison, Florida Medioaid currently has
errommate_ly 650,000 active wodioaid recipients on our
files. While my ex‘perlence has been in the public health
area, the lav has of oourse, has an effect on all of our

citizens in the state of Florida.

For further information, Z would like to refer you to
our Florida optoaetrio Association, 401 Office Plaza Drive,
Tallahassee, Florida 32301, Their office should be able to
tell you specific Cata and/or information about the impact
on the non-Medioaid population of our state,

| hope this infonaation has been of some use to you,
Please feel free to contact me at (904) 488*9347 if YyOU have

further questions.
einaerely,

Wendy Johnston
Progiam Administrator
Policy Development Unit

WLJjps



BOARD OF OPTOMETRIC EXAMINERS .
*¢3*ala

1000 w. main Stberr akca coos soa

Georgetown, Kentuc ky 40324

April 24, 1989

gen Ro(t))lesrt Ney
A

Dear Sen. Ney:.

I am apvm % Ive you the followin pro%ress reﬁ)ort since the
passage of SB 104 which Went into effect in Kentucky on July 15, 1986.

'Chere has been no |qcrease l!]n camplaints fror. the %eneral gublic

since the ass Bill, and t ere as not been an aint

de a with use 0 t er eutic dr surance rates for our

0 to trs ave actua crased e 0 the man adv ntages of
IS | |s tion | t at, due to the large amount 0 réas |
nt - the public has'been saved courtless nurbers 0 m| es an

ollar
\When thl& Bill ent Lnto effect the board, reqm{ed each TPA

certlfled 0.D. to keep a eq setting out specific Intormation.on
each patient p escrlebgd for, gT : ﬁown% Information was turned in
to our office In December,

NumEer of RX's written - 781?

UMQer 0 Eatl&nts grescrl ed

6
umper o ﬂ tions treated coqlrec v
Umber o erent conditions treated

s 2eet S4°1s oge.00

| have enclosed a copK of SB 104 for your information. Please
contact us if we can be of any help.

36,453
2 158
e

Sincerely yours,

J C, Schertzinger, O.D.
President

cc. Darlene Eakin
arl K. Green

JCS/at



WEST VIRGINIA BOARD OF OPTOMETRY

DALE E. PALMER, 0.D.

WEST VIRGINI RD O&OPTOMETRY

Numxrown@i

October 16, 1986

Dan J. Lex
P.O. Box 2186
Cheyenne, Wyoming 82003
Dear Mr. Lex:
Thisletter is in response to your inquiry of October 8, 1986,
regard...-g  the therapeutic drug experience.For '-.akeof Dbrevity,

| will answer each question by number:
(1) Law became effective March, 1976.

62& Therapeutic alone would probably be in the neighborhood
of 260,000 to 400,000. Combined with diagnostics, the number
would be 1,300,000 based on 100 doctors uSing diagnostics on 1,200
?atlents per year. Therapeutic figure is conservative estimate of
our cases per week, per doctor times 10 years. Actual numbers

could double this.

(3) No cases of misuse of therapeutic drugs have been
reported to our hoard, and no cases have come to court involving

misuse of therapeutic drugs.

_(4) Based on an average of $20.00 office visit for thera-
peutic patient verses average of $40.00 for ophthalmology, a -
savings of $5,000,000 to $8,0.00,000, and | would consider this

conservative.

(53 The cost of malpractice insurance has not been adversely
affected by therapeutic drug use at all.

S* 1

Dale E. Palmer, O.D
Secretary-Treasurer



V |S |O N C |_ |N |C : P .C JAMES W. HARTZEU. O.D.. F.AAOQ.

Family Procure of Optometry DONALD 8. HENRY. O.D.

7S78 3EAVER AVENUE
OES MOINES. IOWA 50310
515 774-4141

February 17, 1990

The Honorable Joseph Roberts
655 Creek Road
Bellmaur, NJ 08031

Dear Assemblyman Roberts:

| received a letter today from your constituent, Dr.
Larry Wallis of the Hew Jersea/ Optometric Association.
As you know, the New Jers_e){ Jptometric Association i3
currently supporting Iegls ative efforts to expand the
scope of the practice of Optometry in the State of New
Jersey. Dr. Wallis asked if | would relate to you the
current status and history of the use of ocular therapeutics
in the State of lowa.

. lowa currently has the broadest therapeutic pharmaceu-
tical law in the United States. Our law was passed in 1985
and was_ex?anded_ again in 1987 to include the use of oral
and_toPlca antibiotics, controlled substances, and oral and
topical agents for the treatment of glaucoma by lowa
optometrists. | can rePc_)rt to you that to date, our
experience with optometrists using therapeutic pharmaceu-
tical agents has been good. No abuses or complaints have
been reported and no malpractice claims have been filed. We
have had to take no disciplinary action against anﬁ/ lowa
optometrists for misusing pharmaceutical agents, therapeutic

or otherwise.

Thank you’for taking time to read this letter
supporting optometric therapeutic legislation in the State
of New Jersey.

Sineerelv. *

James W. Hartzell, O0.D., Chairperson
lowa State Board of Optometry Examiners

JWHishm
cci  Dr. Larry Wallis

88 Lakedale Drive
Trenton, New Jersey 08648



Department of Social Services
OFFICE OF PROGRAM MANAGEMENT
MEDICAL SERVICES

Richard F. Kneip Building

700 Governors Drive
Pierre, South Dakota 57501-2291 (605) 773-3495

December 21, 1988

Representative Timothy Ford
Speaker of the House

House of Representatives
State Capitol Building
Jackson, Mississippi 39201

Dear Representative Ford:

The State of South Dakota passed a law effective July 1, 1986 that allowed
qualified optometrists to provide certain therapeutic services that had, in

the past, only been provided by physicians.

Subsequent experience under the Medicaid program has not shown any increase
in utilization rates as a result of this statute nor have we seen any
increase iIn the average cost of services attributable to these services
being provided by optometrists. We would say that the impact of the change
in law governing the practice of optometry in South Dakota has been very

sraall, if any.

Please contact our office If you have any questions or wish additional

information.

Sincerely,

Administrator

ES:AF:bk

cc: Dr. Glenn Robeson |\
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THE COMMONWEALTH OF MASSACHUSETTS
DIVISION OF INSURANCE
236 ffRIEND STREET. BOSTON 02114

Executive Office Of Consumer affairs and business regulation

TIMOTHY HI CaiUV
COMMEEIONIto £ ngiyuxct

March 26, 1990
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NORTHWEST
EYE CENTER

O
February 8,1989

State Senator Gary Nelson
106-A Inst. Buildin
Olympia, WA 98504

Dear Senator Nelson:

We are three o hthalmoIoPlsts practicing in Seattle. We are writing in support of
Senate Bill 5193, and feel that Doctors of Optometry should be allowed to use
.topical therapeutic drugs. We have had the opportunity and pleasure of sharing in
the care of many patiénts with optometrists in your fegislative district;_ Doctors
Michael Medin ana David Ross. These doctors_provide excellent care. They have
shown good judgment in their patient care decisions. We feel they will continue
timety and 0|o_roper care with therapeutic drug use. In the past two’years we have
Fartlu ated in educational courses with these doctors. We have encountered a high
evel of interest and enthusiasm in these endeavors.

It is our hope that passage of this the[apeutic bill will result in_a greater unity
Betwgen optometrists and ophthalmologists and ultimately our patients will be the
eneGceiaries.

Ifyou have any questions > concerns, we would be happy to discuss them with you.

Michael W. Field, M.D.

William E. Hancack, M.D,

J. Stephen Brown. Jr. M.D. Michael W. Field. M.D. William E. Hancock. M.D. BrcnG. Benca OD
1560 North H5ih Street. Suite 102 ScatUc. Washmgton98133 206 3657332 1-800-826-J631



Valley Eye and Laser Center

March 13, 1989

gousleS g“ E{eseéwtatlv %om y
Fﬂnpla W, “H |
Dear Representative
I am writing to ex ess m stron ort for Senate
; y m%e Ep 0

Bi
#5193. have been practici % di phth almoI Ist,
spe C|a||2|ng In eye e se and surgery or the past ten Yeat

| h d th d Legislation
areuI}aYearﬁtejVIﬁ\rI]Vg it ?s pgoegggonggange " e]g or ex?nanqu the

C roac
ﬁ%% she no{%om}etrl hg aé: N eryWo pre(?er(?trﬁ)c%avrveI uIOptnd ettrhllsc |

1
S.

ctitioners
Ple zi\seélr gport tt]s |I\1 nd move the issue out of

the
B olitica S0 a t}]t molo |sts and optom etr sts can get
ck to our main concern, the care of eyes.

4011 Talbot Rd. S. #210, Renton, WA 98055 <206) 255-4250, 1-000-325-6498



NEVADA SeAl £ LEfSIStAUVE COMMIIIfE

O-AR\N VIJE CHAIRMAN SKFEZR{

M/ Gail Bisimp Mr G'cio? M | Anihpil Mr Orlanrt 1 Oulland

2700 Wesl /'lit SHeei 155 Easi CertAr Sl»eel 2675 ValmAf Place

Reno. NV 09503 fernlsy. NV 09-108 Reno. NV 89503

(702) 747-1814 (70?) 575-4076 (702) 747-3163
April 24, 1989

Senator Randolph J. Townsend
Neva a State Legislature
Josl tol _Comp Iex

on Clty, 89710 o SB. 206

Dear Senator Townsend,

Under pres nf cwcumstances Ptometrc atients sometlme?
ust ge referred Tro (f tome(srls to an ther proyi der yéa or
the administration o c rH] Icfc“ esulting In ed
expense for the patient, for the adde | ce Visit.

The aflded OfLICG visit also results in an added exPense .
attributable to the co-insurance payment for the separate visit

People [iving. on fixed, ||m|ted income could benefit phy the
assa e 5 this ng|P bg ?Pt eln% %r 8 {0 un%e[go two OfPche
|3| en on wou; uffi ac Visit entalls a p(OVIder
?d" so often entails extreme |ﬂconv§n|ence or the

erly |n arrangln g transportation for that added visit.

Very truly yours,

Chaiman

Americnn Association of Retired Persons 1909 K Street, N.W., Washington, D.C. 20049 (202) 872-4700

lonise 1' CmoVs 7V</iTflir lInrnce f) Dccis F.xrrutivr l)irt<tor



YOU WILL HEAR

You have heard or will hear a number of reasons why the use of therapeutic
drugs by optometrists is dangerous. Let me consider some of these.

YOU WILL HEAR that optometrists are not properly trained to use pharmaceuticals
for therapy. This is simply not true. The course of study in this area is the same
as that of medicine and more extensive than that of dentistry. Not only are the hours
of pharmacology the same for medicine and optometry, but it should be noted that the
medical student must study all organs equally, whereas, the optometry student can
specialize in the eye once yeneral pharmacology is completed. The drug interactions
and systemic effects of the drugs administered for ocular conditions are studied in
great detail. Students see numerous patients with pathology which requires pharma-
ceutical therapy. These students are supervised by ophthalmologists. So when other
ophthalmologists say our students do not receive appropriate clinical instruction they
are providing misinformation, by reacting "-'otionally not rationally.

YOU WILL HEAR that a profes* Is non-medical should not be allowed to
use drugs. Yet dentistry and podiatry are non-medical and use therapeutic drugs,
and surgery in the course of their professional practice and no harm has come to the
public. The real issue here is not whether optometrists are medical or non-medical,
the fact is that optometrists are well trained health-care professionals.

YOU WILL HEAR that these therapeutic pharmaceutical agents can have systemic
effects, effects on other parts of the body, and that there could be interactions
with other drugs a patient may be taking. These are true statements and optometrists
along with physicians, dentists, podiatrists and pharmacists study these areas and
responsibly incorporate it into their practice. The information necessary for
responsible use of these agents is in the public domain and accessible to all health
professionals, not just to physicians. It was the result of scientific investigations

and is not exclusively "medical".



YOU WILL HEAR that there will be public safety problems if optometrists are

allowed to use these agents. Very unlikely situations and cases will be put forth,

coupled with the assumption of absolutely no professional judgment on the part of

the optometrist. These "strawmen" prove nothing. Yet, two states, West Virginia

and North Carolina, have had this law for over 10 years and there have been no sub-

stantiated problems as a result. The reason | use the word substantiated is that

there have been claims of problems but none that have been corroborated, and some have

been found to be fraudulent. Twelve states have this law and the safety of the public
is just fine. Better access, better quality care and cost containment have been the
result.

In conclusion, optometry schools are educating and training optometry students

well in the areas of diagnosis of eye pathology and in the responsible use of

pharmacological agents. These students will graduate with the appropriate professional

judgment to provide high quality eye care to their patients.



COMMENTS OF JOSEPH C. TOLAND, 0.0 ., M.O ., BEFORE THE

VIRGINIA STATE BOARD OF MEDICINE'S AD HOC COMMITTEE ON OPTOMETRY,

DECEMBER 20, 1988 PUBLIC HEARING, REGARDING CERTIFICATION OF

OPTOMETRISTS TO PRESCRIBE AND ADMINISTER OCULAR RELATED

THERAPEUTIC PHARMACEUTICAL AGENTS.

My name is Joseph C. Toland. I graduated from the

Pennsylvania College of Optometry with a Doctor of Optometry

degree in 1954. Following five years of practice as an
optometrists, including military service in the United States
Air Force, | entered Hahnemann Medical School and graduated
with the M .D. degree in 1963. I then undertook a three year
residency in ophthalmology at Thomas Jefferson Medical School
which was completed in 1967. I was Board Certified as an

ophthalmologist in 1969

I am currently an instructor in ophthalmology at the
Thomas Jefferson Medical School and Professor of Pathology
and Director of Ophthalmological Services at the Pennsylvania
College of Optometry. I'n this capacity, | have intimate

knowledge of the education of ophthalmology residents and

optometry students.

I am here this morning to compare optometric and

ophthalmologic education as it is related to the examination,
diagnosis, treatment and management of ocular diseases of the
primary care patient. With my background as an optometrist,
I do not think there is anyone better qualified than myself

to evaluate this question from the perspective of both an



optometrist and an ophthalmologist. I have taught

ophthalmology residents and optometry students to use

therapeutic agents in conjunction with these clinical skills.
The education of both professions in basic biomedical

sciences, in the clinical sciences, and eventually patient

care in hospitals, clinics and private practitioner's offices

parallel one another.

During their education and training, both the
optometrist and ophthalmologist are given a global view of
ocular disorders, which are divided into the following

sections:

1. Anterior segment disorders i.e. lids,

conjunctiva, cornea, anterior chamber,

iris and lens.

2. Posterior segment disorders i.e. choroid,
retina, optic nerve.

3. Medical disorders

4 . Glaucoma

5. Neuro-eye disorders

6 . Surgery

Some optometrists and ophthalmologists may wish to

develop an expertise in sub-speciality and may elect to take
additional training.
The training of both disciplines I's quite similar and

Intense with the "hands-on" clinical care of patients. Here



is where the optometric intern and ophthalmological residents

learn to examine, diagnose, treat and manage ocular disorders.

It is almost a "one-on-one relationship” between the
intern/resident and clinical instructor. In all cases, the
intern/resident does the initial evaluation and work-up and
then he presents that patient to the instructor. The <case
must be present in an organized fashion and the

intern/resident must be able to justify and defend his

diagnosis, treatment and management.
It is here that the intern/resident's basic knowledge of
pharmacology and pathophysiology is tried and tested. He

must be able to support his diagnosis with his clinical
findings. He must justify his use or non-use of

pharmacological agents with his knowledge of the disease

processes.

In our <clinics we have~”™a saying, "Our sailors go to
sea". The interns/residents not only have the book knowledge
of the disease processes, but also have the experience in
treating them. This is*required to be a good <clinician. At
the end of clinic sessions, the important teaching cases are
reviewed and discussed by all the staff to enhance the

learning experience.

Primary <care patients, whether seen in an optometric or

ophthalmological institution, present with approximately the

same percentage of healthy or unhealthy eyes. These



patients, depending on the <circumstances, are either treated

at the primary level or referred to another level of care.

Secondary and tertiary care patients with ocular

problems are generally referred to an ophthalmological

Institution. It is here where patients with more advanced
medical and surgical problems are evaluated and treated.
Much of the ophthalmology resident's training is involved

with caring for these patients.

I'n summary, I wish to state that ophthalmological
training programs concentrate on advanced medical and
surgical cases. Clinical optometric programs provide equal
teaching experience in eye disorders and diseases at the
primary level. Optometrists are more than adequately
educated and trained to diagnose, manage and treat ocular

conditions with therapeutic agents.

Thank you for allowing me to testify before your Board.

Joseph C. Toland, OoO.D., M.D.
Professor of Pathology and*
Director of Ophthalmological Services
Pennsylvania College of Optometry
1200 West Godfrey Avenue
Philadelphia, PA 19141



COMMENTS OF JOHN BALD INGER, MD, BEFORE THE VIRGINIA

STATE BOARD OF MEDICINE'S AD HOC COMMITTEE ON OPTOMETRY,

DECEMBER 20, 1988 PUBLIC HEARING, REGARDING CERTIFICATION OF

OPTOMETRISTS TO PRESCRIBE AND ADMINISTER OCULAR RELATED

THERAPEUTIC PHARMACEUTICAL AGENTS.

My name is Dr. John Baldinger. I am board certified
ophthalmologist and have been in private practice in Fairfax,
VA for the past two years. A substantial percentage of the
patients I see and have seen in my practice of ophthalmology

are referred directly by optometrists from the Northern
Virginia Area. Approximately one half of my patients are referred

for anterior segment consultation with the other half referred for

—

posterior segment diagnosis and reatment.

I have also participated as a preceptor 1n the Virginia

Optometric Therapeutic Course over the past 3 months. This
25 hour post graduate educational experience has allowed
optometrists to observe and actively participate in the <care
of patients with anterior segment diseases involving
therapeutic intervention. I have also been able to

assess on an individual basis the knowledge of those

individuals as they have rotated through my office.

As a result of these rather unigue and close working

experiences, I feel I can objectively comment on the
abilities of optometrists in the Commonwealth to wuse

therapeutic drugs in the treatment of ocular diseases.



The optometrists | have interacted with have proven

themselves to be well versed in the diagnosis and management

of diseases of the anterior segment.

In my opinion optometrists have sufficient training

in pathology and pharmacology to safely prescribe FDA

approved topical and oral medication for the treatment of
eye disease. Although oral agents are not wused to a large
degree in ophthalmic medical practice, the practicing
optometrist should have the ability to prescribe oral
agents for medical intervention purposes. For example,
optometrists should be able to prescribe oral antibiotics

for the treatment of seborrheic blepharitis or preseptal

cellulitis associated with a hordeolum, if topical treatment
has proven to be ineffectual. Similarly oral analgesics may
be needed for pain control in severe corneal abrasions when

patient's do not respond to over the counter analgesics.

I can honestly say that in my two years in practice in
Virginia, I have yet to see a patient referred to me that was
held on to, too long by the optometrist or was misdiagnosed
with harm done to the patients ocular well being.

«

The Virginia Optometric Association has provided a logical
and rational credentia ling process that will allow optometrists
to deliver an excellence in delivery of therapeutic eye care.
Organized optometry has shown in states where similar
legislation has been passed and enacted, that ophthalmic
related medicines can be delivered in a responsible and cost

effective manner. I would wholeheartedly recommend to the

Board of Medicine this expanded scope of optometric care.



COMMENTS OF THOMAS L. LEWIS, oD, Ph.D. BEFORE THE

VIRGINIA STATE BOARD OF MEDICINE'S AD HOC COMMITTEE ON

OPTOMETRY, DECEMBER 20, 1988 PUBLIC HEARING, REGARDING

CERTIFICATION OF OPTOMETRISTS TO PRESCRIBE AND ADMINISTER

OCULAR RELATED THERAPEUTIC PHARMACEUTICAL AGENTS.

My name is Dr. Thomas Lewis. I am Dean of Academic

Affairs at the Pennsylvania College of Optometry. I earned a

Doctor of Optometry Degree from the Pennsylvania College of

Optometry and a Ph.D. in Anatomy from the Daniel Baugh
Institute of Anatomy, School of Medicine, Thomas Jefferson
University. I completed a post-doctoral fellowship in the
Department of Ophthalmology, School of Medicine, Washington
University, St. Louis, Missouri.

Since 1975 I have been a member of the faculty at the

Pennsylvania College of Optometry and have held various

teaching, clinical and administrative positions. I have

extensive teaching experience both at the undergraduate and

continuing education levels. In addition to my role as Dean,

| hold the rank of Associate Professor.

I thank you for the opportunity to be am here this morning

discuss some of the basic elements of optometric education as t

relate to the diagnosis and treatment of ocular diseases.

The fundamental philosophy of professional optometric

education is equivalent to that of all other health

professional programs including medicine, dentistry,



osteopathy, and podiatry. The biomedical and clinical
sciences are taught in the classroom, applied in the <clinics
and refined through internships, externships, and

res idene ies

As with other health professions, the vast majority of
students entering optometry school have completed four years
of college and hold a baccalaureate degree. Pre-requisite
requirements for optometry are similar to other health care
professional programs.

The basic biomedical courses taught in the schools and
colleges of optometry are extensive. They include: Gross
Ana tomy, Histology, Human Phys iology, General Biochemi stry,
General & Systemic Pathology, Microbiology, and
Neurosciences. The intent of these courses is to give the
student an in-depth understanding of the structure and
function of normal body systems, in addition to basic
histopathological concepts of general pathologies. The
curricula focus on important aspects of such basic sciences
as Endocrinology and Neurology given the increasing number of

diseases w hich affect the eye arising from these systems.

Biomedical science courses also develop for students
a greater understanding of systemic diseases. Courses in
medical urgencies and emergencies and clinical medicine

(taught by physicians) discuss the role of the primary <care
optometrist, Including emergency medical care such as CPR,

in the management of patients with systemic diseases.



Optometrists learn to recognize systemic disease through

proper history and patient interview, direct observation, and
various clinical signs and tests.
It is important to note that all the biomedical sciences
taught in other health professional schools are also
included in optometric curricula, and that the quality of the
instructors is similar. I'n fact, many schools of optometry
use the same faculty that teach in medical and dental schools
Two areas which require special comment include

pharmacology and the diagnosis and treatment of ocular

diseases. On an average, 156 hours of pharmacology are
presented at the schools and colleges of optometry. This is
equal to or greater than the didactic education of other
health professions that use therapeutic pharmaceutical agents
The courses are taught by highly qualified faculty, including
pharmacologists. Within these courses, greater emphasis is
placed on ocular pharmacology than in pharmacology courses
presented to other health professionals. Pharmacology
courses in optometry schools emphasize the systemic
manifestations of ocular drugs, ocular manifestations of
systemic drugs, drug toxici ties and adverse reactions.

Ocular disease diagnosis and treatment is covered
extensively and comprehensively in optometric curricula.
The courses Include a detailed discussion of the
hlstopathological laboratory appearance, history, symptoms,

clinical picture, etiology, prognosis and management of



ocular diseases. Special emphasis is placed on the importance

and potentially life-threatening implications of certain

systemic diseases w hich may manifest through ocular signs and

symp toms.

The management of ocular disease is approached in a
manner which supports the role of the optometrist in dealing
with these conditions at the primary <care level. This is
done by emphasizing early diagnosis, by differentiating

simple ocular conditions from those requiring advanced medical

and/or surgical treatment, by differentiating those conditions

which respond well to treatment VsS. those that are resistant,

and by stressing the need for timely and appropriate referrals.

The diagnosis and treatment of ocular diseases is taught by

highly qualified experts in optometry as well as board

certified ophthalmologists and sub-special ophthalmologists.
Clinical training programs at the schools and colleges

of optometry begin during the first year of the curriculum

with maximum patient care exposure during years three and

four. All schools and colleges support multi-disciplinary
faculties of medical, optometric, ophthalmological, social,
psychological, and rehabilitative practitioners and

spec ia lists

At the Pennsylvania College of Optometry a student is
scheduled for approximately 2,000 hours of clinical training
and examine about 1,200 patients by graduation. Approximately

20X of the clinical encounters involve interaction with



physicians. Optometry students use therapeutic drugs with

direct supervision on a daily basis. They apply the knowledge
they have learned in the classroom on real patients in the <clinic

All therapeutic education is primary care oriented.
Training is directed toward tne diagnosis of patients'
problems as the highest priority, treatment of non-surgical
ocular conditions, and follow-up care to completion with
adjustments in treatment or referrals when indicated.

At many schools and colleges of optometry, the on-campus
clinical training is not the sole source of the students'
clinical experiences. As in medicine, an externship program
plays a significant role in training. Fourth year optometry
students are required to complete externships in private
practice, as well as institutional settings. Students gain

exposure to and direct experience with diagnostic and

therapeutic drugs, treatment of ocular diseases as well as
observation of ocular medical and surgical techniques.
Public, private and community resources with supervised
preceptors serve as settings for externs. These wouTd

«
include ophthalmology practices and clinics, health
maintenance organizations, military hospitals and clinics,
V. A. hospitals, public health hospitals, community teaching
hospitals, Indian health services, and multi-disciplinary
clinics. Optometric practices in states w hich currently

allow the use of therapeutic drugs to treat eye diseases are

an ideal location for externships. At the completion of



their clinical training, optometry students have developed

the appropriate competencies to accurately diagnose, treat

and manage ocular disease.

Hopefully, this gives the committee an overview of

the current status of optometric education. Thank you

allowing me to testify this morning.

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

Dean of Academic Affairs
Pennsylvania College of Optometry

1200 West Godfrey Avenue
Philadelphia, PA 19141
215/276-6220



COMMENTS OF(1 eSLEY L. WALLS, P.P ., M .O .jBEFORE THE

VIRGINIA STATE BOARD OF MEDICINE"'S AD HOC COMMITTEE ON

OPTOMETRY, DECEMBER 20, 1988 PUBLIC HEARING, REGARDING

CERTIFICATION OF OPTOMETRISTS TO PRESCRIBE AND ADMINISTER

OCULAR RELATED THERAPEUTIC PHARMACEUTICAL AGENTS.

l. Introduction

My name is Dr. Lesley L. Walls and I am from Oklahoma

where my job is Dean of the College of Optometry in

Tahlequah, Oklahoma.

I am privileged to be a graduate of both optometry

school (University of California at Serkeley-1968) and Medical
School (University of California at Davis-1972).

My career has been in both Academic Medicine
(Northeastern Ohio Universities College of Medicine, 1975-
1977, University of Oklahoma Tulsa Medical College, 1977-78

and 1981-88 and Oral Roberts University College of Medicine,

1978-79) and Optometry (Northeastern State University, 1979 -
81 and February 1988 - present). I served as Department
Chairman for Family Practice Tulsa Medical College from 1981-
1988. I am very familiar with the curricular requirements of
medical and optometric programs.

Let me offer some specific observations on my own

experience with optometric and medical education.



the optometrist is responsible to detect systemic diseases

with ocular manifestations and to make appropriate referrals.

The detailed ocular anatomy, ocular physiology, ocular pathology,
and ocular pharmacology training in optometry school is far
superior to the same 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

The possession of and use of sophisticated equipment

such as binocular indirect ophthalmoscopes, slit lamps,
goldman tonometers, goniolenses, Fundus photography, etc.
are far superior in a modern optometric practice than in any

primary <care physicians office such as family practice,

internists and pediatricians. Coupled with training and

experience in the utilization of this type sophisticated

equipment makes the optometrist better prepared to evaluate,

diagnose and treat most ocular conditions when compared to the

other listed primary health providers. This is not to demean
or to cast these fine primary <care providers in a bad light,
rather, it is simply a fact that we must accept.

Because of the above there is no question that a well
trained and well equipped optometrist can more than measure

up to medical standards of care for primary physicians I'n the



into medicine more efficient. As well, this will save the

patient a lot of inconvenience and time. I feel the Virginia

State Board of Medicine should allow the people of the state

of Virginia to benefit from modern optometry which includes
the use of diagnostic and therapeutic pharmaceutical agents,
believe the key to utilizing these medications by any health
care professional is proper education and training.

Lesley L. Walls, OoO.D., M .D.

Dean, College of Optometry

Northeastern State University
Tahlequah, OK 74464
918/456-5511



January 10,1991

Hal V. Marsell

Chairman, Utah State Optometry Board
Utah State Legislature

190 South Fort Lane, #1

Layton, UT 84041

1015 Fifteenth Street, NW Dear Chairman Marsell:

Weshingion DC20006

202/789-5600

lam very pleased to write in support of the legislation soon to be introduced
which would update your state"s laws concerning optometric care.

As you may know, at its 118th Annual Meeting, the American Public Health Association
(APHA), which represents a combined national and affiliate nembership of over 52,000 public health
professionals and community health leaders, adopted a resolution entitled "Access to Treatment for
Eye Care by Optometrists.” A copy isenclosed for your immediate reference.

This resolution acknowledges that the expansion of clinical privileges of optometrists has
increased the availability, accessibility, and cost effectiveness of eye care to the American public. The
resolution recommends that States update their optometric practice acts to al low for optometric use of
those diagnostic and therapeutic pharmaceuticals which have been determined by the State Board of
Examiners in Optometry as being within the scope of competency of pharmaceutically certified
optometrists. We further recommend that dispensing of such pharmaceuticals be regulated by state

pharmacy laws.

Currently, v states al low optometrists to use therapeutic drugs for the benefit of their
patients. APHA urges your support for legislation which encompasses the principles endorsed in the
APHA resolution, and would result in better access to comprehensive eye care of the American

citizens.

I am confident that the citizens of Utah will be well served and will benefit greatly if
comparable legislation is adopted by your state. As an MD. a Dean of a School of Public Health, and
President-elect of APHA, I strongly endorse its passage.-

Jijfye G. Lashof, M D

resident-elect, APHA and

ean, School of Public Health
University of California at Berkeley

JCL:mam/APHA

enclosure



OPTOMETRY:
THE PROFESSION

Optometry is an independent primary health care profession.

It encompasses the prevention and remediation of disorders of the
eye/vision system through the examination, diaﬂnosis, treatment and/or
management of visual efficiency and eye health. The recognition and
diagnosis of related s%/stemic manifestations are designed to preserve and
enhance the quality of life and environment.

Doctors of Optometry are primary health care providers who diagnose,
manage and treat conditions and diseases of the human eye and visual
system as regulated by state law.

These health care professionals are specifically educated, clinically
trained and state licensed to examine the eyes for the presence or
absence of vision problems, eye diseases or ocular manifestations of
systemic diseases such as diabetes, hypertension, hyperthyroidism, etc.
The primary vision care needs of consumers have shaped the scope of
optometric practice as it is today.

D

American Optometric
Association



OPP

Qptonetric Protector Han

Continuously
Serving Optometrists
Since 1.973

November 7, 1991
TO WHOM IT MAY CONCERN:
RE: OPTOMETRIC PROTECTOR PLAN

This letter is in response to your inquiry relative to professional
liability rates and therapeutic drug wusage.

The Optometric Protector Plan which is endorsed by the American
Optometric Association currently insures over 7,000 0. D. 's
nationwide. Our professional liability experience reflects both
therapeutic and non-therapeutic states and the information provided
is based on this information.

Poe & Associates, in the past has reviewed on a comprehensive basis
the underwriting results for three major carriers for a period of
seven years, and found that there is no significant actuarial
coordination between therapeutic drug usage and liability insurance

rates based on the current underwriting results.

Our current carrier of record, Great American Insurance Companies,
does not charge a premium differential or surcharge for therapeutic
drug usage in any of the states in which they are currently
providing coverage. Because claims and premiums are so closely
related to incidents of harm and injury to patients, we do not have
evidence at this time that there is a correlation between the wuse
of therapeutic drugs by Optometrists and malpractice claims.

Please contact me if | can be of any further help.

Sincerelv.

Kal/lny Szuszczewicz
Program Coordinator

KS/sv

‘"M N ational Administrator
Poe & Associates, Inc.
pn Bo*mo
liunpa, Florida 33601-1348

(813) 222-4100
Fax (813) 221-4109



COMPARISON OF EDUCATION OF

GENERAL PRACTITIONER & OPTOMETRIST

GENERAL PRACTITIONER* OPTOMETRIST**

General Practitioners have a 1-yearinternship aftermedical school, butthe
internship isin a hospital and the General Practitionerwould not be likely
to see routine ocular problems.

*Hoursreported in CU Health Sciences School of Medicine Schedule of
Courses 1987-88.
*Hours reported in The Southern California College of Optometry
1987-89 catalog.
**Hours reported in quarter hours, not classroom hours.



Four-Year Optometric Degree Program
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DICTIONARY OF

VISUAL SCIENCE
------------ SECOND EDITION---—- ———

A modem comprehensive dictionary covering the terminology
of the visual sciences, including the fields of ocular anatomy,
ocular physiology, ocular pathology, ocular embryology, neuro-
ophthalmology, ocular histology, ocular genetics, comparative
anatomy of the eye, ocular prosthetics, physiological optics,
psychological optics, ophthalmic optics, geometrical optics, ocular
refraction, orthoptics, visual training, dispensing, aniseikonia,
perimetry, contact lenses, subnormal vision aids, occupational
vision, and motorists’ sion, and also including the phases of
remedial reading, statistics, illumination, and physical optics
that relate closely to vision.

[lustrated

Edited by
MAX SCHAPEBO, BS, O.D. DAVID CLINE, BS.
HENRY WILLIAM HOFSTETTER, B.S,, M.S,, Ph.D.

CHILTON BOOK COMPANY
Radnor, Pennsylvania



apparatus

ncloso or bind a group
, 0r 0s a means of at-
for muscles at their
nsertion.

a orbitale.

ris, a. Tenon’s capsule.
mecal éap'o-plek"se).
of blood into tho cor-

nal. Copious hemor-
the retina.

filb). A unit of lumi-
J t0 Mo millilambert.
itlambert.
‘ah-ra'tus, -ratius). 1
r group of organs, or
rgans, which  collec-
ma common function.
tion of instruments,
implements used for
k, as an experiment
ion.

e a. Those parts of
an, other than the
le and the receptor
are essential for the
> the organ. In the
ild include all shruc-
han the optic nerve
> and ernes of the

e a. The structures
*hich are related to
sn; the ciliary ap-
the crystalline lens,
ciliary muscle and
e structures other
italline lens which
0 accommodation;

y.
I"tear-forming and
g system, com-
mal and accessory
s, eyelid margins,
ac, lacrimal lake,
i, canaliculi or lac-
|mmoF"ce_1nah'cqus
aier," lacrimal sac,
net, and Hasners
erior meatus of the

0 intraocular and
r musculature of

apparatus

the eye considered collectively.
See under muscle for the specific
muscles involved.

Nervous a. The sensory and the
motor nerves of the eye and tne
orbit considered collectively. See
under ncroc for the specific
nerves involved.

refractive a. Comea, aqueous hu-
mor, crystalline lens, and vitreous
humor considered collectively;

the surfaces and the media tra-

versed by light enteriné; the eye
and involved in the production of

the retinal image.

visual a. The two eyes, their ex-

trinsic muscles and other contents

of the orbits, the nerves, the path-
ways, and the visual cortex, con-

sidered collectively. Syn., vistium.
apparent height; magnification;

magnitude; movement, posi-

tion; pupil; size; strabismus.
See under the nouns,

apparition (ap"ah-rish'un). 1. A su-
pernatural visual manifestation.

2. A visual hallucination,

appearance. 1. The distinctive char-
acteristics or features of an ob-

apraxia

ject or an individual as noted by
visual observation. 2. The orig-
inating of an experience, particu-
larly visual. 3. An incorrect visual
or other impression,

appendages of the eye (apen'dih-
jez). The accessory structures or
adnexa of the eye, including the
lacrimal apparatus, the conjunc-
tiva, the cilia, the supercilia, the
eyelids, and sometimes the extra-
ocular muscles,

apperception (ap"er-sep'shun). The
action of past experience upon
received sensory stimuli, result-
ing in individual differences of in-
terpretation of the same sensory
stimuli.

applanatio corneae (ap"lah-na'she-o
kor'ne-e). A flattened cornea due
to degenerative chan%es,

applanation (ap"lah-na'shun). An ab-
normal flattening of a convex sur-
face, especially of the comea or
the crystalline lens,

apraxia  (a-prak'se-ah, a-Frak'-).
The inability to accomf)ish an
intended or purposeful move-
ment, the nature of which is

Fig. 3. Th* lacrimol opparalui. (1) Superior lob* and (2) inferior lob* of locrimal gland.
(3) Suptrlor and (4) inferior canallcvlui. (5) locrimal lac. (6) Noiolacrinol duct. (From Toxt-book
of Ophthalmology, Vol. 1, Duk*.Eldar, H*nry Kimplon, 1942)
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The Evening Sun
A2l Baltimore; Thursday;OJune 2,198

Double vision

Governor Schaefer justified his veto fast week of the 'eye
drops" bill by saying thé measure would have ‘lowered the stan-
dard of medical care here." In fact, the governor's action ensures
that Maryland, alone In the nation, will rétain a double standard of
eye care — one for those who have access to an ophthalmolo-
ﬁ) and another for those who cannot afford the hlﬁher fees or

in rural areas of the state not served bxr an ophthalmologist.

The 'eye drops' battle has been a legislative fixture for So long
thalLit can almost be seen as an duel between lobbyists. But the
political fight shouldn't obscure the real Issue here, which Is rank
protectionism for one branch of the medical profession. Mary-
larjd's law governing the practice of optometry was adopted In
19J4, and Since then not one word has been changed. Mean-
while, every other state in the nation has allowed optometrists to
use eye drops (‘pharmaceutical a ents_3 In orderto check pa-
tients for disease. This Is not a radical idea; optometrists every-
where else In the country routinely use this Important diagnostic
tool. Maryland optometrists are trained In the use of diagnostic
eyi drops and are authorized to use them In the state. Veterans
Administration Hospitals or In public health facilities, but not In
their private offices. _

Dne result of Maryland's backward law is that the number of
new applicants taking the state's optometry exam has dropped b,?/
ha(f in' the ast five years. In other words, affordable eye care will
become harder to procure — a sign that does not bode well for
visron in this state.
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Lastweek, Gov. William Donald
Schaefer vetoed a hill thatwould Anally al low
.optometrists InMaryland to use
eyedrops for diagnostic purposes. Foryears
the hill has been a turfbattle in
Annapolis between optometristsand
ophthalmologists.

Schaefer*svetomakes Maryland the
only state leftwhich still denies optometrists
the right touse eyedrops to dilate
patients® pupils. Can you imagine that?

Schaefer said he was swayed by
medical authoritiesand hisown
ophthalmologistwho requested he veto
the bill_He said he didn"tbelieve that
optometrists training requirements
adequately compare to the training required
of ophthalmologists.

Sen. Arthur Dorman, D-21st*
Behsvilla, an optometrist, didn"tbuy
8chaefer 3.reasons forthe veto.

Dorman would liketoknow the real reason
for the veto.

Dorman knows the real reason. He .
Justdoesn Twant tosay. So TD say ktforhim.

The real reason isBruce Bereano,
Annapolis Tiumber one money-nuJdng
lobbyist. Bereano represents the
ophthalmologists, and In 1986 he raised tens
of thousands ofdollars for Schaefer”s
gubernatorial campaign.

Two months ago, Iran intoBereano
afterbreakfast at the Maryland Inn. Winking,
he spoke about getting a veto ofthe
eyedrop bill ifitpasses. Do you seea quid
proquo?

I learned a long time ago that the
sleaze factor Inpoliticscomes Inbipartisan
doses. The Republicans have theirEd
Meese, and inMaryland the Democrats have
Schaefer and Bereano.

Frank Pesd ofN*u>CarroUlcm,
who writesregularlyfor thispage, isa
formermemberqgftheMaryland
House gfDelegates.

A®THE RRINCKOTOFMrt JOURNAL FWOAY, JUNE 3,1666

Schaefer’'s eye-drop veto

Gov. William Donald Schaefer was in a quandary last week.
He had to decide whether to sign orveto a bill allowing optome-
trists to administer eye drops to dilate patients’ pupils, a proce-
dure that helpsthe optometrists detect eye disease.

Onthe side ofsigning the bill were the governor’s own health
secretary, optometrists, consumers, the General Assembly,
which passed the bill earlier this year, and the fact that every
other state in the union allows optometrists to administer eye

drops.

On the side of vetoing the bill were ophthalmologists, who
stand to lose customers and money ifthe bill becomes law, and
Bruce Bereano, the ophthalmologists* high-powered lobbyist,
who also raised tens of thousands of dollars for Schaefer's gu-

bernatorial campaign.

No contest, ifyou’re this governor. Schaefer vetoed the bill.
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By Stacy Fitch. 0.D.

ABSTRACT: From July 15. 1987 through December 31.
1988, the Kansas Optometric Association collected infor-
mation from Kansas optometrists regarding the number
of diagnostic cases seen, their respective therapies, and
the number of miles saved. This paper attempts to show
the impact of the Kansas therapeutics law on optometrists

and their patients.
INTRODUCTION

April 17, 1987 was just a typical day for most of us.
But, for Kansas optometrists, itwas a milestone. On that
day, Kansas became the 17th state to pass a therapeutic
law, which has greatly expanded the practice of optometry
in Kansas.

The Kansas Optometric Association (KOA) conducted
a study for the first year and a half after implementation
of this law which asked KO A members to voluntarily keep
track of all diagnoses made, therapies, the number of
therapeutic encounters, the miles saved, and the referrals
made to other doctors. This information was returned to

"the Kansas Optometric Association,

J The Kansas therapeutics law for optometry includes the
administering and dispensing of topical pharmaceutical
drugs, as well as, the removal of superficial foreign bodies
from the cornea and conjunctiva. Any anti-inflammatory
agents administered are limited to a 14-day supply and
may only be used topically.

RESULTS

Forty-three offices representing 47 optometrists respond-
ed to the study. This represents 23% of the 203 op-
tometrists initially certified at SBEO to use therapeutics.
Therefore, the results of this study w U significantly
understate the actual impact. Overall, the total mileage
saved by the patients treated by optometrists during the
1Vz year period is over 128,000 miles. This represents
amajor savings of time and out-of-pocket travel expenses
for patients.

In Table 1, 23 major diagnoses are listed, with the
number of cases of each per month, dating from July 1987
through December 1988. The cases that were referred to
another doctor are not included in the table. Two cases
of scleritis treated by rural optometrists are not included
in the table. A case of scleral melt secondary to cataract
surgery is not listed in the table, but is included in th:
study. This case was co-managed by an optometrist and

>.a surgeon. This case alone saved the patient 1600 miles,
Nencompassing all trips made to the optometrist.

The percentage of cases seen by optometrists practic-
ing in cities versus those practicing in rural areas iscon-
sidered in Table 2.

Table 3 shows the percentage of cases per month.

14
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DISCUSSION

In Table 2. the greatest percentage of cases were seen
by rural optometrists. ltwould seem that patients are turn-
ing to optometrists for their primary eye care in rural areas
because of greater convenience. However, it is difficult
to draw concrete conclusions in this regard because the
majority of optometrists responding to this study are op-
tometrists practicing in rural areas. Itmay be reasonable
to assume that urban optometrists didn Trespond because
the miles saved would not be great. However, a higher
urban 0 D 3 response would have reflected significant cost
savings over emergency room visits.

In Table 3, the greatest percentage of cases seen per
month occurs approximately one year after the implemen-
tation of the therapeutics law. There could be several
reasons for this. The patients may be more aware of what
optometrists can treat now than when the law first pass-
ed. Optometrists may also be more confident in treating
more sophisticated ocular maladies. Also, as found in the
study, optometrists are receiving more referrals from
hospitals and general physicians.

CONCLUSION

Prior to April 17, 1987, none of the cases in this study
would have been handled by optometrists because the Kan-
sas optometry laws did not allow it

The mileage saved by the patients became very impor-
tant in rural areas, which have an optometrist available,
but not an ophthalmologist. Since Kansas is largely a rural
state, patients are benefiting from the revised optometry
laws in time saved, money saved, elimination of un-
necessary referrals, as well as improved health care.

ACKNOWLEDGEMENTS
Thanks to Michael P. Malone, 0.D. for his assistance
in the study and for the use of his optometric office tocom-
pile the information, the KO A for supplying the material
to write this paper, and the nany optometrists who par-
ticipated in this study.

REFERENCE
Kansas Optometry Laws, 65-1501, 65-150la.
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APHA recognizes contributions to public health, vision care

ATLANTA—The Vision Care Section
(VCS) of the American Public Health
Association (APHA) recognized the con-
tributions of a public health leader and a
public policy center at the association’s
119th annual meeting.

Recognized for his important contribu-
tions to public health in general and vision
care in particular, was Ilarris Nussenblatt,
0.D.,Dr.P.H., of Houston, TX, winner of
the section’s 1991 Distinguished Achieve-
ment Award. Dr. Nussenblatt is a found-
ing member of the Vision Care Section
and served as chair from 1982-84. He also
served as section councilor, program chair
and editor of the section’s newsletter for
many years. He was also cited for his
committee work for the American Opto-
metric Association (AOA) and the Asso-
ciationofSchoolsand CollegesofOptom-
etry (ASCO) by LesCaplan,0.D.,M.P.H.,
awards chair.

“In summary, Dr. Harris Nussenblatt’s
record is one of academic excellence with
significant contributions to public health
and eye care issues. His work has always
been attune to changes in health care de-
livery while being both a leader and team
player —all of which has improved the
health and well-being of the public,” said
Dr. Caplan.—

Thesection’sOutstanding Paper Award
went to Mordachai Soroka, Ph.D., of the
Center for Vision Care Policy, State Col-
lege of Optometry, State University of

e [ X
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Harris Nussenblatt, 0.D., Dr. P.H.

A New York. The award paper, tilled “Com -

parison of Examination Fees and Avail-
ability of Routine Vision Care by Optom-
etristsand Ophthalmologists,” was recently
published in Public Health Reports. Dr.
Soroka’s national survey determined that
ophthalmologists’ fees are $19 more than
optometrists’ fees for routine eye exami-
nation. In addition, he reported that the
waiting time forroutine examinations with
ophthalmologists was 15 days longer than
for optometrists, which added a barrier for
access to services.

The VCS sponsored numerous papers
presented during the conference. The pa-

pers highlighted a patchwork quilt of sub-
jects and their effect upon public health.
Panel presentations addressed model dia-
betes control programs, screening
underserved populations, and eye care in
underdeveloped countries.

Papers were presented by ODs as well
as physicians, nurses, government repre-
sentatives and scientific researchers, ac-
cording to Debbie Hettler, 0.D., M.P.H.,

SCCO programnm
covers AIDS and

vision problems

FULLERTON, CA—“Eye/Vision Prob-
lems Associated With AIDS,” was the
topic of u recent, special edition of the
Southern California College of
Optometry’s(SCCO) Visionand You cable
television program. The program featured
SCCO faculty members John Nishimoto,
0.D., and Russell Jew, 0.D., discussing
the devastating effect of AIDS on the eyes.
In some cases, eye signs of AIDS are the
first to be noticed as the retina is almost
always affected by the malady. AIDS can
have serious consequences on the patient’s
vision, the doctors noted. ol

Dr.Nishimoto and Dr. Jew emphasized .

that all HIV-positive patients should have
an eye examination every three months.
Sometimes, the first sign of full-blown
AIDS is seen in die eye and treatment to
prevent the AIDS virus from multiplying

rapidly must be started in order'to save at-v"j

least some vision.

The'AIDS virus has been noted in the

tearlayeroftheeye, sooptometrists Eh,ould

. « « . «L. o«

Chicago, IL, program chair for the VCS.

“The meeting offered a great opportu-
nity to interact with health professionals
from around the world and enhance the
role of optometry in the total health care
system," said lan Berger, Ph.D.. VCS Ac-
tion Board representative, Houston, TX.

Frescura, luminary of

European optometry,

dies at 85

Romeo Frescura, a founding member of
the European Optometry Society (SOE),
has died at the age of 85 in Imperia, Italy.
The second of four generations in the
optical field, Frespura was a consultant to
the Italian government for eye care and
served as president ofthe optometric trade
union there.. Active in optometric educa-
tion in Italy, France and Germany, he
served as president of the SOE for nearly
20 years. He is survived by his son, Ugo
Frescura, president ofthe SOE since 1985.

: 1 .
ST.LOUIS- The American Op-
tometric Association derives its
great strength and spirit from its
people, and mourns all those it

* Joses. The'Yolltiwirig are those
members whose passing has been
reported to the AOA News,as of"



EDITORIAL
Lyman C. Norcen, O.D., Editor

What makes optometric primary eye care better?

This i |ssue contains another of several_ letters I've received
stating thet optometric primary eye care is better, not just less
costly than oprthalmologic. Actually, | agree. Now howdo e
convrnce otherg;N " | v Al

Its easy fo show that optometric care is ess cost
e D00 S lok e Frential beence e, Look 2t dptomeiic
(raining sites versus medical. Look at HMOs and governrnen
tal agencies in which optometrists provice the priméry eyecare
It's also easy 0 show that o%verretnc traini Ogg In pri
sion care IS better All you have to do is look at curricu um
Optometrrc trainin |nvoIves far rnore hours inoptics, refrac-
tion, and ics of vision than does medi and
anary vision CAIe] |s what most consumers really vt from
heir eye care provicrs.

Ophthalmology, however, counters with a compelling arq
rTErtthaImedrcaltrarnrng nﬁkes |tSde||V9ry0fpr| ocular
health carc superior to optornetry’s Of couirse optometry then

hes to convince anyone still listéning that its training in ocular
health carc IS go%%nough todo the same. Perhaps we should
start with our own compelling argument that optometric train-
ing is superror to madrcal trarnrng for the deIrvery of prrmary
eye carc. which includes botn pnrrrrlagyvrsroncare
ocular health carc. But first we must ask ourselves, ' |s
there about optometric training that results in better prrmary
ocular health care?" Following'arc a few ohservations and

nions from one who has spent Some 20 years in nultrdrscrplrrg/
Préﬁt:rce sSeItttéSngs, optometric training sites, and affiliated medi

First there isthe matter of attrtude Oeveloped either intrain-
nPor pr|or fo trainin 0% then nourished by it. IVedicine hes
en-dramatized associdtion with lifc-and-
dcath ISSUes |n patrent carc and in training for patlent care. We
see it in the media every day and we hedr it in legislative ses-
sions every year. It wolld be understancbl hy difficult to train
insuch an envrronment without being winthe egocen-
trism that can result. This s not saying thet egocentrism s bed
It probably for meking cI|n|caI decrdonsaboutdeath
and serious iliness. But let's be realistic. Peaple don' typically
seek pri eye carc for fear ofdeath, blindness, or any other
(M{Jnﬂ Most people seek primary eye carc because
they cither want o see better or_look better, or both. Op-
torfetrists Seldom have trouble coming beck down toearth
dealing with the vast rral|or| ty of patients who sinply V\ant
Bnnary vision carc. Simi arIy ptometrrsts seldom have trou-
le coming back down to earth when dealrnge;rtuth legislators
% progw mekers who simply wart whet is Pest for their con-
itue
Optometrists arc hetter able to communicate one-on-one with

their patients. This isone of the pri epsons
= able to survive andprgrcv?r within gyrry %orlaetnrg/

hes been
dominated health care wstem \\hen given achoice, most people
elect to receive their pImary eye carc froman optometrist. An

important reason for this is thét 0 ometrrsts arc better dble to
understand wiat peaple really need fromtheir pri
eye care providers. This ahility to conrrunrcate effectrvel

X

primery carc patients better enables the optometrist to licit com-
pliance in the pharmacologic ment of eye disease.

| believe the development of these communication skills is
inherent in gptometric training because that training is besed
Lpon subjectrve refraction. InSubjective refraction, e doctor
n trarnrn bases virtually every Step of the clinical examna
tron onthe Fatrents response to'a question. I-Iorvnaa;y 0rs

o 0 for health care vrho actually listen andl r

ly everything you say for 30 mrnutes or rnore? How
go to for health care vr)ro actual ly bese
theif diagnoses more Upon what you tell them than upon what
they se¢ In your tests? UnIrke opto trrc training, fundamen

mediical training involves numerous clinical decisions bas-
ed more upon laboratory tests and clinical observations then
Lpon conversation with the patient. Optometrists, however, talk
witn their patients. ThiS is why optometrists arc more likely to
obtain complrance from patients requiring ocular diséase

i befieve these communication skills are further refrned inop-
Iom:tnc training because thet training invol ves amPrescnp
tron and fitting of prosthetic devrces

e pOg tt%"h'”s%éyré’e'd“d TtaY
escription of pharmacologic |
escrr ion ne%rcatlons a(r% puar‘]c?tased and disperised away from
the prescrrbrng doctors office and quickly for%otten ther
they worked or not. Who wants to pay for another office visit
|ose anather half day)er(ri the doctor’s witing room because
they fe 1ot sure a prescribedl medication really Worked? A pro-
ce, hovever, requires individualized fitting and ihen
rtdoesnt rform S ly, the patient usLally kiiows it and
retums it to its source at which point the underfying problem
must be confronted. Eyeglasses obtained from tre prescrrbrrH
optometrist which don’ perform as expected are usally broug
to the attention of the doctor ina remarkably efficient Teechack

. This direct feecback systemis nat a part of ophthelmologic
training. Refracting ophthalmologists insulate themselves with
opticians (and seem to think they are more virtuous than op-
tometrists for doing so).

Not only must optometrists constantly stand ready to prove
themselves to the patients for whom they prescribe, they must

to vrrt
doctors 0o you

doso atvrrtually every tum within the total health carc system
Medicine, because of its status in the eyes of the public,
Iné\s/leatorshandpo makers seens always to be assumed ri

r i

until overwhelming y [roven wrong.
tonret other hand seems alweys o be assumed wrong
untr rov& itself incontrovertibl y rrg

chal enged at every tum ulfimetely mekes optometry
better v\hatrt ntoutornet Iy hes Vaeldv\ays hadoplhtr(aéjnoléagy
nearby r to poi anyﬁercer efrors inclinical jucge-

eag(acase goes had. “This naturally mekes optorr{etr%ts
rrore consdentrous and conservative in tneir treatment of pa-
tients, \What other health carc profession has a more active and
therefore more effective_quality assurance program?

Nothing in this discussion should ke construed as a criticism
of mediical training. 1see nothing wrang with medical training,
nor am 1in a uniquely crediblé’ position to criticize It. Bt
know what | like, and don't like, Inevery brand of health carc
I consure - and o do our patients. The point is that, for the
provision of primary eye carc. optometric training is belter then
meciical training,

\ol. . No. L Winer. WO
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Optometric Education

The growth of the optometric profession is in no small
measure due to the remarkable expansion of optometric
education during the past thirty years. Because optometry is
a relatively young profession, It has been able to benefit
from the tremendous expansion in technology during re-
cent years. Many people are not aware of the truly signifi-
cant changes that have recently taken place in the profes-
sion and Its educational base.

Fifteen schools and colleges of optometry in the United
Slates now provide an educational experience that is
ecwlvalent in length and scope to that which is provided by
schools of medicine and dentistry. All medical, dental and
optometry programs are four years in length and require the
same level of professional training. In fact, a comparison of
the current catalogs of the University of North Dakota
School of Medicine (UND) and Southern California College
of Optometry gSCC ) demonstrates that the admission re-
q]ylaements of SCCO are actually more stringent than those
of the UND.

Admission Requirements (Quarter Units)

UND SCCO
Calculus Not required 34
Bl_ologg/_ or zoology _ 8
Micrabiology Not re8qU|red 4
Physics _ 12
General chemistry 8 2
Organic chemistry 8 4
Psychology g
En?llsh _
College Algebra 3 Not required

Total hours required 90 90

During the first two years of both professional programs,
students receive extensive training in basic health sciences,
such as pharmacology, _anatomy, physiology, neuro-
sciences, and pathology. The second two, yeuis are more
clinically oriented; the” medical student is trained in all
aspects of medical care while the optometry student con-
centrates on the e¥e and visual system. The result is that the
optometry graduate completes his training with much more
extensivé and in-depth tra_mmg in the eye and in the
dlagnosm and treatment of its abnormalitieS than does the
medical school graduate.

After graduation from the four-year professional pro-
grams, both the optometrist and the physician are examined
and licensed by appropriate agenciés of the state. This
license allows ‘the physician_ to Rract_lce all aspects of
medicine and_surgery, “including the diagnosis and treat-
ment of eye diseases and the performance of eye surgery.
Although ‘most physicians undergo additional training n

one of the medical or surgical specialties, no further testing
or licensure is required in order for them to practice as a
specialist. Therefore, even thou_?_h some physicians have
undergone several years of additional training to become
pediatricians, any physician is permitted to treat diseases of
children, and even hou_?_h some _physicians have under-
gone several years of additional tramm?_ to become obstetri-
cians, any physician is permitted to deliver babies. Similar-
ly. even though some physicians undergo several years of
additional training to become ophthalmologists, any physi-
cian may treat diseases of the eye.

For legal and licensure purposes, it is assumed that the
training “received in the four years of medical school
qualifies the qraduate to practice all aspects of medicine
with reasonable competency. This assumption appears to
work very well since there a?_pears to be little pressure for
changes to the Medical Practice Act which would require
éh?-t only specialists be allowed to treat various types of con-

itions.

This same assumption might well be applied to other
health professions as well. [t it can be demonstrated that
the training a health professional receives in a given area is
equivalent to or superior to that received by a physician,
there seems to be no logical reason why he ‘should’ not be
allowed to do what the physician does in that area of health
care. Since only about 4.5 percent of all physicians are
ophthalmologists, it makes good sense to permit the doctor
& optometryto provide primary eye care whenever possi-

€.

Benefits of Use

of DPAs Continue

Since the use of diagnostic pharmaceutical agents (DPAS)
by optometrists was authorized bY the 1979 North Dakota
legislature, the benefit to the public of this action has con-
tinued to be demonstrated. More than 90 percent of North
Dakota optometrists have been certified, and most use
DPAs routinely in their diagnosis and treatment of vision
problems. Contrary to the dire predictions of those who op-
posed the 1979 legislation, no adverse effects have been
reported. In fact, the Optometry Board has not received an
formal complaints or repons of problems associated wit
the use of DPAs by optometrists. Professional liability
Bremlums, perhaps the best indicator of whether or not pro-

lems are occurring, have not been affected. The action of
the 1979 legislature has proven to have been Erudent and
in the best interests of the people of Nonh Dakota.

The North Dakota experience is the same as that in the
other forty-eight states that currently permit optometrists to
use DPAs. In none of these states has significant evidence
been brou%h_t forth to suggest that any adverse effects are
occurring. It is also worthy of special note that in the twelve
states which permit optometrists to use therapeutic as well
as diagnostic agents, no reports have been made of any pro-
blems associated with their use. In fact, it has been well



documented that the therapeutic agents are even less likely
to cause complications than are the diagnostic agents. This
underscores the fact that the optometrist of today is capable
of using both diagnostic and therapeutic pharmaceuticals
safely and effectively in his or her practice.

Because of the much broader geographic distribution of
optometrists and the fact that fees charged by them are
generally less than those charged by ophthalmologists, ma-
jor savings to the public are realized when optometrists are
permitted to practice at their highest level of training. The
necessity of referring persons with relatively minor eye in-
juries or infections to a surgical eye specialist or a hospital
emergency room always results in a charge for the second
examination and frequently results in the loss of several ad-
ditional hours from the patient's work and/or the travel of
many additional miles.

Optometry IS Primary Eye Care

Analysts of the health-care delivery system have divided
it into three broad categories which they have labeled
primary care, secondary care, and tertiary care.

Primary care is that level of care delivered by "first con-
tact" providers. These are the doctors first contacted by a
person in need of health care, and they are able to diagnose
and treat the great majority of persons they see. It has been
estimated that from 85 to 95 percent of all health care can
be classified as primary care. In general, primary-care pro-
viders do relatively little of their work in hospitals. The
American Medical Association considers family and
general practitioners, pediatricians, internists, and obstetri-
cian/gynecologists to be primary medical care providers.
Other primary-care providers include general dentists, op-
tometrists and podiatrists.

Secondary-care providers are generally those who have
received additional specialized training beyond that which
is required of primary-care providers. Persons with unusual
or complicated problems or those who require more than
very minor surgery are generally referred to a secondary-
care provider by a primary-care provider. Most surgeons are
classified as secondary-care providers, and secondary care
involves more use of hospitals and specialized facilities
than does primary care. Among the medical specialties, or-
thopedic surgeons, ophthalmologists, anesthesiologists,
and cardiologists are examples of secondary-care providers.
Non-medical secondary-care providers would include den-
tal specialists, such as orthodontists and periodontists, and
optometrists who limit their practice to contact lenses.

Tertiary-care providers are those who specialize in the
diagnosis and treatment of rare conditions. Their practice is
almost always hospital based and requires additional train-
ing beyond the secondary level and use of sophisticated

techniques and instruments. Examples of tertiary-care pro-
viders would be open-heart surgeons, brain surgeons,
ophthalmologists who repair retinal detachments, and
organ transplant specialists.

Because of the additional training and skills required to
practice at the secondary and tertiary levels, the care pro-
vided is usually more expensive than that provided at
primary level. Even in cases where the fees charged are the
same, when the costs to society of education and training
are considered, the cost of secondary and tertiary care is
higher. Since the vast majority of all care can be provided at
the primary level, it makes good sense from an economic
standpoint to have as much care as possible provided at that
level, and in most cases, it is. For example, even though a
cardiologist may have more training in the management of
high blood pressure, family practitioners are perfectly
capable of managing uncomplicated cases. And even
though an orthopedic surgeon may have more training in
the anatomy and function of the joints, a pediatrician is
perfectly capable of treating a child's simple sprained ankle.

Similarly, optometrists, although they do not have the
same training as do ophthalmologists, are perfectly capable
of managing uncomplicated eye conditions. Their educa-
tion and training in the diagnosis and treatment of eye pro-
blems is much more extensive than that of most physicians,
and their past record of conscientious, conservative care
is evidence of their ability to recognize and refer to other
providers those conditions that require care at the second-
ary or tertiary level.

Health Care Not

Necessarily Medical Care

Although the terms health care and medical care are
often used interchangably, they do not really mean the
same thing.

Health care is a broad term that refers to the entire area of
maintenance of physical well-being. Medical care is much
more limited in that it refers to health care which is provid-
ed by medical doctors.

Although the various areas of health care seem to be fairly
well defined, many areas overlap. For example, the Medi-
cal Practice Act, since it was the first to be enacted, is all-
encompassing and permits the physician to practice all
aspects of health care regardless of whether or not he or she
has any training in that area. Thus, any physician may legal-
ly fill teeth or prescribe eyeglasses. On the other hand, cer-
tain procedures which would usually be considered the ex-
clusive domain of physicians are done by some other
health-care providers. Dentists are permitted to use general
anesthetics and prescribe oral antibiotics and potent pain-



Basic Principles
in Pharmacology

The range of hours in category 1 of
the instrument is 15. Four schools
spend only three hours and two spend
18 hours on this category. The overall
mean for the entire sample is 8.71
hours. An F-ratio of 5.48 shows that
there are significant differences among
the three school types in hours spent in
this study category.

Schools of optometry are not signifi-
cantly different than either schools of
medicine (t=2.51. df=16.2. p =.02)
or schools of dentistry (t=0.04,
df = 14.3. p=.97). Medical schools do,
however, spend more hours on this
category than schools of dentistry
(t=3.01. df=30.8. p=.005).

Drug Effects on the
Nervous System

The second category for comparison
within the pharmacology study instru-
ment involves class hours spent study-
ing drug effects on the nervous system.
The range of hours was found to be 23
with two schools spending only five
hours and one school spending 28
hours on this category.

The mean is 13.24 overall and an
F-ratio of 8.61 showed that there are
significant differences among the three
school types on this category of the in-
strument. Comparatively, optometrists
and dentists do not differ on this cate-
gory (t=0.99, df=13.1. p=.922),
whereas medical schools devote more
hours than either optometry (t=2.97,
df=14.8, p=.009) or dental schools
(t=3.83, df=30.9, p=.001).

Psychopharmacology

The range for hours spent teaching
psychopharnrracology is 10. The grand
mean for this category Is 4.75 with the
three school types averaging between
four and six class hours. According to
the calculations, there arc no significant

differences (F=1.74, p=.189/ns.)
among optometry schools (X =4.37,
SD =3.25), schools of medicine

(R=5.47. SD =2.24) and schools of
dentistry (R=4.00, SD=1.80).

Central Nervous System
Depressants and Stimulants

The fourth category within the ques-
tionnaire involves classroom hours
spenton the CNS depressants and stim-

22

FIGURE 1
Total Class Hours In Pharmacology Training (or Schools ol Optometry,
Medicine and Dentistry

Optometr
p(N:8)y

ulants. No significant differences are
present among schools of optometry,
medicine and dentistry for hours spent
inthis content area (F=1.02,
p=,368/n.s.). The three school types
average hetween seven and ten class
hours on the CNS depressants and
stimulants.

Anesthetics

The hourly range on the instrument
category identified as anesthetics is 10.
The overall mean for the entire sample
is 4.63. Although schools of optometry
and medicine are not significantly differ-
ent in this category (t= 1.56. df=21.0,
p =.133), an F-ratio of 6.91 indicates
that significant differences do exist
among the three groups. The c'-npari-
sons between schools on hours spent
teaching anesthetics show that schools
of optometry require significantly less
hours than schools of dentistry
(t=3.80, df= 18.9, p =.001).

Cardiovascular Agents

Category six within the phar-
macology study questionnaire deals
with cardiovascular agents. An F-ratio
of 14.31 shows that significant differ-
ences exist among the school types on
this category. According to the analysis,
optometry schools and schools of den-
tistry do not differ on this category
(=124, df=198. p= .229). The

Medical
(N=19)

Dental
(N =14

mean hours for schools of medicine
(X=12.26) fall above the grand mean of
9.49 and indicate that medical schools
spend more time on cardiovascular
agents than dental schools and schools
of optometry (Med vs Den. t=3.74.
df=23.8, p=.001; Med vs Opt.
t=6.41, df=20.7. p=.000).

Ocular Pharmacology

The seventh category within the in-
strument asks for classroom hours spent
on ocular pharmacology. The overall
mean hours spent by the sample
schools is 7.12. According to the d£ta.
schools of optometry average (X=
34.00) more than the grand mean
whereas medical and dental schools
spend less time than the overall average
(X=0.63 and 0.57 respectively). All
three groups had relatively large stand-
ard deviations that indicate extensive
variability.

The results of the analysis of variance
(ANOVA) show that there are statisti-
cally significant differences among re-
groups on this category of the pharma-
cology study questionnaire. The com-
parative analyses show that optometry
schools spend more hours than schools
of medicine (t=8.97. df=7.0.
p=.000) and schools of dentistry
(t=8.94, df=7.0, p=.000) teaching
ocular pharmacology to their students.

Journal of Optometric Education






STATE OF ALASKA FISCAL NOTE BILL NO..ssws 337
1992 LEGISLATIVE SESSION

Revision Date, ~ ==--=r-mmrmmmemmmemmmemeeeeee Department Affected: Commerce & Economic Development
Title: An Act providing for the licensing of BRU:  Occupational Licensing
radiologic diagnostic technologsts. Component:  Administration
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Estimate of current year impact: None

ANALYSIS:; _SAttach_a separate page if necessary) _ _ o
SSHB 337 establishes a licensing program for radiologic diagnostic technologists and radiologic
therapeutic technologists, to be administered by the department.

(Continued on the attached)
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Rev 10/90 Page j of 1



CONTINUATION OF FISCAL NOTE ANALYSIS - SSHB 337

The bill requires the department to establish criteria for licensing
of radiologic diagnostic technologist and radiologic therapeutic
technologist, and to include providing for a licensing examination.
Based on information received by the division, we have estimated that
at least 300 individuals would be affected by this bill.

Licensing programs are required to share in the responsibility of
covering a portion of the agency®"s administrative costs, as well as
any anticipated costs that a program may incur. Therefore, this
fiscal note is based on the following:

Personal Services $ 22.5

Based on 300 licensees, this funding will cover
approximately 1% of the administrative expenses
including 25% of a Licensing Examiner®s position.
(The 25% 1is based on an existing program with
similar number of licensees.)

Travel 3.4

This funding will provide at least four
in-state trips to conduct public hearings
on regulations and to administer licensing
examinations.

Contractual Services 30.1

This funding will provide for a one-time expense

of developing a licensing examination (if none

exists nationally). If an examination already exists,
this funding would be used to contract for use of the

exams. ($20.0)

This funding will also cover expenses for printing and
advertising, communications, postage, a portion of the
administrative overhead costs, and any other contractual
services items. (10.1)

Supplies 1.6

This funding will provide daily operating supplies, such
as paper, envelopes, etc..

TOTAL: $57.6

Page 2 of 2



CONTINUATION OF FISCAL NOTE ANALYSIS - SSHB 337

REVENUE

Since licenses would expire every other year, the revenue collected
from licensing fees must be adequate to cover the costs over a two

year period. Based on 300 licensees, each practitioner can be
expected to pay fees of approximately $318.00 to cover costs of $95.2
in the first two years. In the third year of operation, fees could be

lowered to approximately $251.00, to cover program costs, depending on
the actual number of licensees.

Because of the staggered license expiration date across all licensing
programs, fees from other programs would cover the costs of this
program during the non-renewal years; as this program would do for
other areas during a renewal year. The main objective 1is to ensure
that program receipts collected from this program is sufficient to
cover the average program costs.

Page 3 of 3
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Alaska State Legislature

HOUSE OF REPRESENTATIVES

State Capitol

Official Business
Juneau, AK 99801-1182

TO: Terry Martin
FROM: David Finkelstein Q7?7-
DATE: March 19, 1992

SUBJECT: HB 237, licensing of radiologic technologists

When the House Labor and Commerce Committee heard HB 337 on
March 10, several issues were raised by the Administration and
others which need to be addressed before the bill can be
brought back before the committee. Once you have developed a
CS addressing these issues, we can hold another hearing. The
committee staff, Catherine Reardon, is available to provide
any assistance you may need. Please call her if you have any
questions.

Qualifications for Radiologic Technologist License - What type
of certification 1is required by Sec. 08.89.010(a)(4)? Will a
signed statement by the applicant be adequate, or will other
jurisdictions have to provide statements, that the applicant
has not had a license revoked?

What courses of study exist which the Department may chosi to
approve? How long do they take to complete, and are they
available in Alaska? What alternative training would be
appropriate?

The examination must be "provided by the Department”. What
appropriate exams are available to the Department and does the
language permit applicants to take exams given by other
entities?

How can the bill be amended to allow simple or emergency
X-rays to be performed in rural areas? Can a lower level of
X-ray technician be created, who has less training and fewer
permitted activities? What should those technicians”
training, examination and activities be?

IT an individual wants to be licensed as both a diagnostic and
a therapeutic technologist, must that person apply separe.tely
for each license?

Disnlav of License - How can travelling X-ray technicians
comply with the requirement to post their licenses at each
place of business?



Permitted Activities - Diagnostic technologists are permitted
to work only urder the, "specific direction of a person
licensed to prescribe the examination”. What does "specific
direction™ mean, Tfor example, 1in the same office, the same
room, after receiving written instructions? What does
"examination" mean?

Must X-rays and radiation treatments be prescribed? The bill
permits technologists to "select techniques™ for the
application of radiation. Doesn®t the licensed practitioner
prescribe the technique?

Exemptions - Does the U.S. government have standards for the
training of employees who apply radiation for diagnosis or
treatment? Why should federal employees be exempted?

dental assistants be able to conduct X-rays? If not, how
HB 337 affect the operation of dental offices?

Grounds for Impositions of Disciplinary Sanctions - How do the
grounds compare to other licensed medical occupations? What
does the term "unfit” mean, and is it used for other
occupations?

Definitions - Does the definition of "licensed practitioner™
include all medical professionals who currently take X-rays?
Are nurses included, and, if not, should they be?

Why does the definition of "radiation”™ exclude radio waves and
light? Why shouldn®t ultrasounds be covered?

Effective Date

The effective date is July 1, 1992. After that date,
unlicensed persons will not be permitted to use radiation.
Will there be enough time for the department to write
regulations, and approve courses and exams, and for current
practitioners to receive licenses?
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Alaska House of Representatives

Sponsor Statement

SSHB 337

Providing for the licensing of radiologic technologists
and radiologic therapeutic technologists

Diagnostic radiographic procedures are presentlyé performed in the
state of Alaska without statutory licensing. With the responsibilitK of
shieldin? patients and staff from unnecessary radiation while
accurately determining the correct dosage and levels of radiation,
both of these occupations should require an adequate level of
licensure and standards through a measurable set of qualifications.

Need for Legislation

It has been brought to my attention by Alaskan members of ARRP
that there is a vacuum in our health safety certifications pertaining
to the specialty of X-Ray technicians. After following up on their
requests through legal services and the Health Dept., it was decided
that we should act in their best interest by providing this professional
certified health service to Alaskan citizens.

Current Alaska law does not reference the centralized licensing of
radiologic diagnostic technologists, radiologic therapeutic
technologists, or any any other occupation within the field of
radiolog?/. Interestingly, it does provide for a Board of Barbers, a
Board of Real Estate Appraisers, and for the regulation of concert



promoters. Clearly, the radiological profession should he added to
this chapter (AS 08.01.010).

Considering the risk involved in the process performed, as well as
the necessary expertise to prevent harmful, if not fatal injury to
patients and staff, other states have oFted to regulate the practice to
maintain safety. Currently, 27 states license radiographers which is
an increase of five states since last year. These states make up 64
percent, or about two-thirds, of the U.S. population. In addition, 10
other states not including Alaska are considering legislative
proposals to license radiologic professions.

At this time, the American Registry of Radiologic Technologists
(ARRT), is the primary national registry for radiologic technologists
and it reported 169,741 certificate holders as of January 1,1991. The
presumption is that these individuals will pass the testing procedures
proposed without any problems, while the under-qualified and
potentially hazardous technicians will be prevented from operating
equipment and harming others.

The bottom line is that safety and precision are priorities in the
profession of radiology. HB337 establishes a tool through which
negligence and potential harm will be eliminated while proficiency
and education will be promoted, resulting in a standardized and
regulated practice benefitting all Alaskans.
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Alaska House of Representatives

Sectional Analysis

SSHB 337

Providing for the licensing of radiologic technologists
and radiologic therapeutic technologists

Section 1

Amends AS 08.01.010 (Centralized Licensing) adding the regulation
of radiologic technologists (AS 08.89).

Section 2

Sec. 08.89.010 . o
Lists qualifications for radiologic technologist licensing.

Sec. 08.89.020 _
Requires display of the license.

Sec. 08.89.030
Establishes permitted activities such as selection of techniques,
positioning of patients, and the application of radiation for
diagnostic purposes by radiologic diagnostic and therapeutic
technologist

Sec. 08.89.040

Lists those individuals exempted from the regulation as: students
attending a college of medicine or any other school where elements
of radiology are taught (e.g., chiropractic, dental, podiatry) in which
the student is under direct supervision by a licensed practitioner,

PHONE 165 OKI



licensed practitioners, dental hygienists in dental practice and
employees of the United States government who apply radiation for
diagnosis or treatment,

Sec. 08.89.050
Provides discii)linary sanctions for licensees found to have: ille%ally
acquired their license, fraudulently practiced radiologic service, been
convicted of a felony, continued to loractice when unfit through
incompetence, drug use, or physical/mental disability, failed to
comply with the regulations or shared the license.

Sec. 08.89.060
Prohibits non-licensed persons from applying radiation for
dla(];nostlc or therapeutic purposes or fraudulently using the title.
Violations can result in a class B misdemeanor.

Sec. 08.89.900 _
Defines all scientific and medically related references and words.

Section 3

Requests the DCED to issue a license no later than June 30, 1993 for
those qualifying under this chapter who provide certification that
they have practiced the profession for five years before the effective
date and have satisfied the requirements and passed the necessary
examination.

Section 4

Effective date of July 1,1992,
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CS FOR SPONSOR SUBSTITUTE FOR HOUSE BILL NO. 337 ( )
IN THE LEGISLATURE OF THE STATE OF ALASKA
SEVENTEENTH LEGISLATURE - SECOND SESSION

BY

Offered:
Referred:

Sponsor(s): REPRESENTATIVES MARTIN, Gruenberg
A BILL
FOR AN ACT ENTITLED
1 "An Act regulating the practice of radiologic technology; and providing for an effective

2 date."

3 BE IT ENACTED BY THE LEGISLATURE OF THE STATE OF ALASKA:

* Section 1. AS 08.01.010 is amended by adding a new paragraph to read:
(33) regulation of radiologic technologists and technicians (AS 08.89).

CHAPTER 89. RADIOLOGIC TECHNOLOGY.
Sec. 08.89.010. QUALIFICATIONS FOR RADIOLOGIC TECHNOLOGIST LICENSE.

4

5

6  *Sec. 2. AS 08 is amended by adding a new chapter to read:

]

8

9 The department shall issue a license to an individual as a radiologic technologist who

10 (1) is 18 years of age or older;

11 (2) applies on a form provided by the department;

12 (3) pays an application fee prescribed by the department under AS 08.01.065;
13 (4) provides certification to the department that the individual

14 (A) has not engaged in conduct that is a ground for imposing discipline

CSSS1IB 337( )
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under AS 08.89.080;
(B) has not voluntarily surrendered a license or had a license suspended

or revoked in another jurisdiction for grounds substantially similar to one of those
specified in AS 08.89.080;
(C) has completed a course of study in radiologic technology approved by
the department; and
(D) has
() passed an examination provided by the department for licensure
as a radiologic technologist or an examination provided by a national certifying
radiologic technologist organization approved by the department for licensing as

a radiologic technologist; or

(i)~ been licensed by another jurisdiction as a radiologic
technologist and is at the time of application licensed by the other jurisdiction, if
the license was issued on the basis of an examination reasonably equivalent to the
examination administered by the department under this section.

Sec. 08.89.020. QUALIFICATIONS FOR RADIOLOGICTECHNICIAN CERTIFICATE.
An individual who does not meet the qualifications established by the department for licensure
as a radiologic technologist may be certified by the department as a radiologic technician if the
individual

(1) meets the requirements for licensure as a radiologic technologist under
AS 08.89.010(1) - (4)(A) and (B);

(2) has demonstrated to the satisfaction of the department that the individual is
capable of performing diagnostic X-ray examinations on specific body parts without endangering
the public health and safety; in determining if the individual has demonstrated the capacity of
performing diagnostic X-ray examinations, the department may require the applicant to have
satisfactorily completed

(A) an educational program approved or accepted by the department;
(B) a training program approved or accepted by the department;
(C) an examination approved or accepted by the department; or
(D) a combination of (A) - (C) of this paragraph.
Sec. 08.89.030. RENEWALS. A license issued under AS 08.89.010, or a certificate
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issued under AS 08.89.020 expire'.: annually on a date set by the department and may be renewed
upon payment of the required fee and the submission of evidence; satisfactory to the department
that a licensed radiologic technologist or certified radiologic technician has met die continuing
education requirements set by the department, has demonstrated continued practical professional
competence, and has not committed an act that is a ground for discipline under AS 08.89.080.

Sec. 08.89.040. SPECIAL RADIOLOGIC TECHNICIAN PERMIT, (a) The department
may issue a special radiologic technician permit to an individual not qualified for licensure as
a radiologic technologist or certification as a radiologic technician to apply radiation to specific
parts of the human body for diagnostic purposes under the direct supervision of a person licensed
to prescribe the application if the department finds that the individual should be granted a special
permit because of regional hardship or emergency condition

(b) A special radiologic technician permit issued under (a) of this section is valid for a
term set by the department but not exceeding one year.

(c) Only one special radiologic technician permit under (a) of this section may be issued
to an individual.

(d) An individual issued a special radiologic technician permit may perfoim all of the
activities of a certified radiologic technician as permitted by the special permit.

Sec. 08.89.050. DISPLAY OF LICENSE OR CERTIFICATE, (a) An individual
licensed as a radiologic technologist or certified as a radiologic technician in the state shall
display the license or certificate in a prominent place at each place of business of the individual.

(b) If an individual licensed as a radiologic technologist or certified as a radiologic
technician has more than one place of business, the department shall, on request and payment of
a fee, issue a duplicate license or certificate for each place of business of the individual.

Sec. 08.89.060. PERMITTED ACTIVITIES, (a) A licensed radiologic technologist may
select techniques, position patients, and apply radiation to persons for diagnostic or therapeutic
purposes under the general supervision of a person licensed to prescribe the application.

(b) A certified radiologic technician may select techniques, petition patients, and apply
radiation to specific parts of the human body for diagnostic purposes under the indirect
supervision of a personlicensed to prescribe the treatment.

Sec.08.89.070. EXEMPTIONS. The provisions of this chapter do not apply to

(1) a student attending a school or college of medicine, osteopathy, podiatry,
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dentistry, dental hygiene, chiropractic, or radiation technology if, at the time of application, the
unlicensed student is under the direct supervision of a licensed practitioner who is licensed to
prescribe the examination or treatment;

(2) a licensed practitioner;

(3) a dental hygienist licensed under AS 08.32, applying radiation to a person
solely for the exposure of radiographs for dental diagnosis while under the direct or indirect
supervision of a dentist licensed under AS 08.36;

(4) an employee of the United States government who as part of the employee’s
duties applies radiation to a person for purposes of diagnosis or treatment.

Sec. 08.89.080. GROUNDS FOR DISCIPLINE, SUSPENSION, OR REVOCATION OF
LICENSE, CERTIFICATE, OR PERMIT. The department may impose a disciplinary sanction
on an individual holding a license, certificate, or permit under this chapter if the department finds
that the individual

(1) secured a license, certificate, or permit through deceit, fraud, or intentional
misrepresentation;

(2) engaged in deceit, fraud, or intentional misrepresentation in the course of
providing professional services or engaging in professional activities;

(3) advertised professional services in a false or misleading manner;

(4) has been convicted of a felony or other crime that affects the individual’s
ability to continue to practice competently and safely;

(5) intentionally or negligently engaged in or permitted the performance of client
care by persons under the individual’s supervision that does not conform to minimum
professional standards regardless of whether actual injury to the client occurred,;

(6) failed to comply with this chapter, with a regulation adopted under this
chapter, or with an order of the department;

(7) continued to practice after becoming unfit due to

(A) professional incompetence;

(B) failure to keep informed of currentprofessional practices;

(C) addiction to or severe dependency on alcoholor other drugs that
iImpairs the ability to practice safely;

(D) physical or mental disability;
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(8) engaged in lewd or immoral conduct in connection with the delivery of
professional service to clients.

Sec. 08.89.090. DISCIPLINARY SANCTIONS, (a) When it finds that an individual
holding a license, certificate, or permit is guilty of an offense under AS 08.89.080, the
department, in addition to the powers provided in AS 08.01.075, may impose the following
sanctions singly or in combination:

(1) permanently revoke a license, certificate, or permit to practice;
(2) suspend a license, certificate, or permit for a determinate period of time;
(3) censure an individual holding a license, certificate, or permit;
(4) issue a letter of reprimand;
)

(5) place an individual holding a license, certificate, or permit on probationary

status and require the individual to
(A) report regularly to the department upon matters involving the basis of
probation;
(B) limit practice to those areas prescribed,;
(C) continue professional education until a satisfactory degree of skill has
been attained in those areas determined by the board to need improvement;
(6) impose limitations or conditions on the practice of an individual holding a
license, certificate, or permit.

(b) The department may withdraw probationary status if it finds that the deficiencies that
required the sanction have been remedied.

(c) The department may summarily suspend a license, certificate, or permit before final
hearing or during the appeals process if the department finds that the individual holding a license,
certificate, or permit poses a clear and immediate danger to the public health and safety if the
individual continues to practice. An individual whose license, certificate, or permit is suspended
under this subsection shall be entitled to a hearing by the department no later than seven days
after the effective date of the order. After a hearing, the individual may appeal the suspension
to the superior court.

(d) The department may reinstate a certificate or permit that has been suspended or
revoked if the department finds after a hearing that the applicant is able to practice with

reasonable skill and safety.
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