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A new enzyme approach to cleaning soft contact lenses.

New Approach

The new Clean-O-Gel enzyme granules
solve the problem of lens deposits.

Effectiveness

Clean-O-Gel removes organic deposits
which accumulate on soft lenses.

Rapid Action

Clean-O-Gel removes organic deposits
after six (6) hours of soaking activity. (Soak-
ing for more than six hours will not harm the
lens.)

Widely Useful

Clean-O-Gel can be used with all soft con-
tact lenses.

Safety
Clean-O-Gel will not harm lens surfaces or
your patient’s eyes should the lens be in-
serted by mistake immediately after
soaking.

A Simple Cleaning Schedule

Clean-O-Gel should be used weekly or, pe-
riodically, as directed.

LIPO-DEPOSITS

Before & after cleaning with Clean-O-Gel.

MUCO-DEPOSITS

Before & after cleaning with Clean-O-Gel.

One of the few disadvantages of soft con-
tact lenses is that they collect deposits over
time.

These deposits are caused by several
agents including cosmetics, ocular medi-
cations and other products the lens wearer
may use, lipids, lipo-proteins, muco-
proteins, and other tear film components
which are adsorbed or absoribbed into the
lens. Once the deposits occur, removal is
difficult,

Clean-O-Gel removes these problem caus-

ing substances, including deposits resulting
from tear components, which cannot be re-
moved through the use of a daily surfactant
type cleaner. Clean-O-Gel relies on enzyme
action to break up and remove these sub-
stances. In addition to being effective,
Clean-O-Gel is safe for soft lens material as
well as delicate ocular tissue.

Burton-Parsons Division
Alcon Laboratories Limited
Toronto, Canada L5N 2B8
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A GREAT ASSIST WITH REFRACTION.....

THE NEWEST AND LATEST

DIOPTRON. NOVA

Objective Auto Refractor

Diagnostic
Eve Computer

LOOK INTO IT.....

Versatility And Economy For
Maximum Office Flexibility

The Dioptron Nova is as economical in size
as it is in price. Nova’s ability to be placed
on a table or pole mounted gives you the
choice of locating it practically anywhere
in your office.

Fast, Simple Operation
Nova’s simple operation allows your tech-
nician to take fast, reliable patient readings
with clinically proven accuracy.

Unsurpassed Accuracy With Difficult-
To-Treat Patients

What’s more, the Nova inspires a high level
of confidence - often permitting subjective
accuracy with objective refraction of aphak-
ics, geriatrics, pediatrics and IOL patients.

Special Features For Your Practice

® A digital readout for quick results.

® A special vertex button for spectacle and
contact lens over-refraction.

® A printer for patient records.

® Portable.

® Unique pathalert system that may iden-
tify possible pathology.

® Less than 10 seconds per eye.

® Can be mounted on a table or instrument
stand arm.

® Fast and simple to operate and much,
much more.....

PRICE: $18,000.00

(Printer included)
(Unit mount or table extra)

IMPERIAL
OPTICAL
CANADA
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~'The Pertfect Couple.

Preflex* & Soaclens*
- The Complete Regimen for Gas Permeable Lenses.

PREFLEX SOACLENS

HELPS AVOID LENS DEPOSITS HELPS ASSURE MAXIMUM WEARING COMFORT
B Excellent cleanser, removes lipid, B Provides superior lens wettability
mucus, oil, and protein deposits Outperforms leading single function
® Solubilizes lipids, and lipid- soaking and wetting solutions.
containing mucin B Eliminates burning and stinging
® Rewets the lens surface to loosen Mildly buffered to rapidly adjust to the
daily protein deposits pH of each patient’s tears
® Emulsifies surface contaminants B Safety ' _
for easy rinsing from the lens Contains effective preservative system
surface that is innocuous to ocular tissue
B Formulated with special polymer B Convenience , Sl
combination to protect the lens Soaking and wetting functions in one
surface from undue rubbing during “product
cleaning B Economy
B Rinses easily from lens material One bottle performs two functions

Alcon Canada Inc., Toronto, Ontario ' *T.M. authorized user.
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Superdiafal

FROM ESSILOR

Non-coated lens Superdiafal lens
® Your eyes will not ® Have a picture
be hidden from taken of yourself
other people behind without always
naughty reflections removing your
and ghost images. glasses.

To see better and

to be better seen
Superdiafal

@

ESSILOR
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DENTERS

Ed. Note — The following letter was received
in response to the CSO Editorial Vol 43 No. 1

Dear Editor:

I would like to respond to your re-
cent editorial (Canadian Journal of
Optometry, March 1981) since it
takes both soft contact lens practi-
tioners and manufacturers to task in
some cases rightfully so, and in
other cases not. Having seen the
field from both practitioner and
manufacturer sides, I feel especially
qualified to comment.

First let me address the major issue
that the editorial fails to recognize.
There is no creditable technology to
measure wet lenses when immersed
in saline. There are some ca-
pabilities in the hands of manufac-
turers and hardly any methods
available to practitioners. There-
fore, assessing the optical perfor-
mance of a soft contact lens is not yet
possible with the sophistication used
in spectacles or even hard contacts.
Oh yes, it can be done with a dry soft
lens, but that is not the final product.
It would cost manufacturers millions
to develop these specialized sys-
tems, and some of the larger com-
panies are doing just that. However,
it takes time.

Second and just as important, is that
the clinician has no valid way of
easily measuring visual performance
with a soft lens on the eye. The
Snellen chart is very limited as a
predictor of visual performance and
we could spend pages on this subject
alone. However, American Optical
has developed a simple test of con-
trast sensitivity which we hope to
market soon. We expect that it will
prove valuable in assessing visual
performance with soft lenses on in a
much more meaningful way than
standard Snellen acuity.

Thirdly, there is extensive price
competition among soft lens man-
ufacturers, but this competition has
been fueled by practitioners striving
to get the lowest possible selling
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price. Support the chief price cutter
and who will be left to do this won-
derful and needed research? In our
capitalistic system, research does
not get funded when a company is
unprofitable. Practitioners must
keep that in mind when purchasing
products purely on a price basis.

Finally, clinical research on soft
lenses concerning the significance of
manufacturing tolerances, design
parameters, flexing characteristics,
etc. is useless until we develop
greatly improved in-vitro and in-
vivo evaluation techniques. We are
today obsessed with physiology be-
cause it is the most predictable and
consistent measure that a clinician
can use with any confidence. We are
also enamored with central K read-
ings because they provide nice neat
numbers. Unfortunately the num-
bers are frequently useless since we
are fitting the peripheral cornea and
sclera rather than the central cor-
nea. Clinicians have lensometers,
but hardly ever measure lens power.
Why? They have no confidence in
blotting a lens dry and then looking at
mires that are poorer than any rigid
lens they have ever viewed. They can-
not measure lens base curve with con-
fidence. They cannot modify a soft
lens to their own design, and even if
they could, they would have no way of
determining what they have
produced.

The point is, soft lenses are not made
to fit individual eyes. Rather, eyes are
selected to fit available soft lenses.
This is different than any other
modality and constitutes the real dis-
tinction between soft and hard
lenses. It is a point I wish practi-
tioners understood better. If you ad-
vocate a multitude of parameters,
you advocate higher costs, longer
waiting time for delivery, and the
same old uncertainty because neither
of us are sure you are getting exactly
what you ordered.

Let me finish by quickly addressing a
few of the other issues you raise. We
have done a good deal of research on

lens flexure, effects on polymers by
temperature, humidity, etc.; and the
literature is extensive on these sub-
jects. There are clinical studies con-
stantly being published, all demon-
strating superb Snellen acuity (in
spite of patients complaining about
vision with soft lenses). Base curves
do not seem to be as critical in thin
lenses and lens design (which is
rather sophisticated) is related to the
material and its physical properties.
But, we are in the stone age of soft
contact lenses and will never progress
beyond Cro-Magnon unless consum-
ers (optometrists and other fitters)
support the companies who conduct
meaningful and comprehensive R &
D programs rather than the price cut-
ter who is able to offer the lowest
price by not spending money to im-
prove his product or develop new
ones.

Sincerely,

Lester E. Janoff, O.D.
Director of Professional Services
American Optical Corporation

Dear Editor

I would like to thank all those who
sent letters to the government of Is-
rael in response to their proposed
optometry act. This act would have
severely limited the practice of op-
tometry in Israel. I recently recieved
a letter from the Israel Optometric
Association saying, that thanks to
our efforts, the government will be
changing the act to provide op-
tometrists with full professional sta-
tus. There will be a period of time
allotted to allow those persons who
do not meet the set educational stan-
dards to upgrade themselves. Failing
this they will become opticians. The
IOA is hoping to next establish a
school at one of the universities in
Israel.

Many thanks for your efforts.

Best Regards

M. Larry Sheldon, O.D.

Canadian Journal of Optometry Vol. 43, No. 2 & 3



LONG ACTING TEAR SUBSTITUTE WITH
MUCOMIMETIC ACTIVITY

® Contains bp Adsorbobase* —high molecular
weight, water- soluble polymers which closely
mimic the actions of conjunctival mucin.
® Facilitates optimal corneal wetting and uniform
tear dispersion.
Lowers surface tension of the tear fluid.
Adsorbs to the corneal surface and renders it
hydrophilic.
® Prolongs retention time. Adsorbotear is less suscep-
tible to dilution by aqueous components of the tear.

*TM Authorized user

l:':) BURTON-PARSONS

Division of Alcon Laboratories Limited,
Toronto, Canada L5N 2B8
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DIHORIAL

ELECTRONICS — PASSWORD TO THE 80°S?

One would need to be very stub-
born and uninformed not to recog-
nize that automated and electronic
equipment will have a major impact
on the eye and vision care field in the
80%s. It will not be a fly by night
impact; its use and sophistication
will increase over the decade to the
point that it will affect all aspects of
optometric practice, diagnostic and
therapeutic services not to mention
in-office management and admin-
istration of the small or large office.

Not all such instruments will find
their way into all optometric offices.
Some in their present size, form and
purpose not to mention prohibitive
cost may never be found outside of
clinics or teaching or research in-
stitutions. Others because of their
function, small size and relatively
modest cost will become as common
as the phoroptor and the
lensometer.

Due to the emphasis on some
more recent innovations such as
electronic refractors, practitioners
are apt to forget the invasion of elec-
tronic devices began many years ago
with the introduction of the Bausch
and Lomb ophthalmetron, the field
analyzers and the McKay Marg
tonometer. Even these have become
obsolete or are giving way to newer
and more sophisticated designs.
Even the air puff tonometer threat-
ens the existence of the electronic
applanation tonometer.

Remote controlled projectors will
likely become more common and
new designs likely will eventually
permit rotating astigmatic “T"”
charts.

Photokeratoscopes although pri-
marily optical in concept rely on
computers to rapidly determine con-
tact lens designs. Even these are
threatened with the arrival of thin-
ner and more flexible contact lens
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series of restricted base curve
choices. Similarly all automated re-
fractors from the prototype
ophthalmetron to the most recent
models rely on mini-computers to
analyze optical data upon which all
are based.

Programmed mini or micro-com-
puters are to be seen in many offices
for recording and statistical classi-
fication of patient files, types of ex-
ams, pathology cases, age groups,
types of lenses prescribed, stock
control, recall programmes, billing
and all other aspects of in-office ad-
ministration. This is the area in
which office efficiency can be most
affected in a beneficial manner.

From a strictly clinical aspect
computers can be programmed to
design eikonic lenses, to compute
resultant powers and axis location
when over refracting contact lens
and aphakic patients. In this same
vein, curvature thicknesses and
prism powers fall prey to the speed
and accuracy of these phenomenal
micro computers and calculators.

Lens analysers, providing
printouts may eventually replace the
lensometer if costs can be brought
within reasonable limits. They are
readily available at this time but at
about five times the cost of the
lensometer.

The objectives sought by the prac-
titioner will guide his choice of both
hardware and software. Some prac-
titioners may qualify themselves to
set their own programmes but the
need for professional guidance in
determining and tailoring pro-
grammes to individual needs and de-
sires will be required by most
practitioners. Continuing education
courses in computer knowledge and
theory, as well as practical applica-
tions for optometric practice will be
in great demand. We cannot over-

look the need to incorporate this
into undergraduate training if it has
not already been done.

Mathematics and optics, the basis
of optometric education from the
beginning will take on added impor-
tance as optometrists become more
and more expert in the design and
control of the prescriptions they
write for their patients.

Perhaps the areas of practice
being given the greatest emphasis
are those areas and phases subject to
delegation to para-optometric per-
sonnel, namely, refractors, tonome-
ters and field analysers.

Informing the public in general
and one’s patients in particular may
be enhanced by the use of closed
circuit TV to demonstrate fundus or
other pathological conditions not to
omit its use to help in the cosmetic
choice of frames. It is all well to
recognize the high technological
progress involved in the design and
manufacture of such equipment but
the profession should not let itself be
overwhelmed and dictated to by the
instruments themselves or their
manufacturers.

We question some advertisements
which claim automated refractors
are responsible for practice growth
amounting to 71% over a few weeks.
Such refractors are in essence “so-
phisticated and costly” reti-
nosocopes. Except in special cases
of decreased transparency of the
media or mentally retarded patients
or people unable to communicate
due to illness, particularly brain
damage, they cannot be said to be
time savers or any more accurate
than a skilled retinoscopist or an as-
tute and experienced practitioner
able to guide and control a patient
during a subjective test. Electro-
physiological equipment such as the
V.E.R. and the ultrasonograph al-

Canadian Journal of Optometry Vol. 43, No. 2 & 3



though offering advantages beyond
the capability of present office
equipment must await the design of
more compact and less costly mod-
els before they come into more
widespread use.

The purchase of these instruments
should be based on an understand-
ing of their uses and limitations and
their possible clinical advantages
but never on the basis that they will
“automatically” bring about a for-
midable increase in one’s patient
load. The amount of time saved with
each patient would need to be sig-
nificant in order to realize a signifi-
cant increase in one’s ability to see
more patients. But one should not
forget that one can handle more pa-
tients only if the patients present
themselves at the office. Such refrac-
tors are not necessarily ‘“instant
practice builders”. They do indicate
that the practitioner is keeping
abreast of progress and such knowl-
edge by the public can do no harm
but one should not expect overnight
doubling of one’s practice as pro-
moted by these advertisements.

Practitioners must not forget that
optometry is a “personal profes-
sion” dealing with individuals. Com-
puters tend to “depersonalize pa-

tient contact.” Patients are not
automobiles or refrigerators to be
mass produced by mechanical or
electronic devices in a health care
practitioner’s office.

One must not confuse automated
objective refractometers with the
Humphrey Vision Analyzer and the
AOSR II, both of which are subjec-
tive testing instruments. Results de-
pend on the patient’s ability to
discriminate targets presented to
them in a controlled manner. The
major component in the H.V.A. is
the lens system where movements
are regulated by a motor under the
control of a computer and the practi-
tioner or the patient controls the
computer. The SR II is a much less
sophisticated optical system with ad-
justments programmed by a compu-
ter under the control of patient and
practitioner.

Although the many advantages of
electronic devices are recognized,
there is a very real danger that
health care, because of too great a
reliance on these devices, could be-
come more impersonal and more
costly. Ultimately one could foresee
a definite reduction in the need for
“health care practitioners”. Health
care could become a mathematical

formula requiring no more intel-
ligence or human reasoning than
that required to push a button on a
simple calculator. Why would there
be any need to train health care peo-
ple? Why would there be any need
to continue to pay high fees for such
impersonal and shortened services?
As health care practitioners, we
must ask what level of health care
will result from all this gadgetry?

What motivation will exist to drive
the health care practitioner to im-
prove skills’ levels?

And now we could perhaps give
some thought to the economics of
“computerized health care” and ask
ourselves: “Is this what we really de-
sire as responsible health care prac-
titioners?” Fee for service based on
time, knowledge and seriousness of
the procedure has always been a fun-
damental criteria for the establish-
ment of payment.

Will third parties, who pay the
bills continue to pay the pratitioners
the same fees for such impersonal
and short services?

G.M.B.

*Guyton, D.I., M.D. Instruction course 74,
1980 Meeting — American Academy of
Ophthalmology.

CAO Congratulates the University of Waterloo’s

School of Optometry 1981 Graduates

J. Tim Allen O.D.
James Bender O.D.
Diane Chong Bras O.D.
Philip Brooks O.D.

A. Susan Buxton O.D.
David Carr O.D.
Kwong Chow O.D.

Paul Clark O.D.
Michael Dennis O.D.
Bill Derus O.D.

Albert Devries O.D.
Sam D’Ortenzio O.D.
Lily Dubé O.D.

Gene Edworthy O.D.
Edmund Eng O.D.
Stanley Eng O.D.

Lise Pringle Fraser O.D.
Paul Gagnon O.D.

Ron Gaucher O.D.
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Paul Geneau O.D.
Gavis Gies O.D.
Donna McMullan Goemans O.D.
Brian Hadden O.D.
Darryl Hansen O.D.
Morris Hazan O.D.
Shelly Hook O.D.
Janet Hruska O.D.
Carolyn Jarrett O.D.
Jacquie John O.D.
Janet Leduc O.D.
Deborah Lowy O.D.
Ross Maclvor O.D.
Rod MacKenzie O.D.
Lloyd Mah O.D.
Scott McKnight O.D.
Myles McMorris O.D.
Tod McNab O.D.

Dale Mulhall O.D.
Jeffery Mungar O.D.
Patrick Murphy O.D.
Jane Kraemer Newman O.D.
Dean Nisbett O.D.

H. Gary Parsons O.D.
Cindy Pope O.D.

Daryl Popoff O.D.

J. Tom Pottle O.D.

Kim Raymond O.D.
Garry Rosien O.D.

Vince Timpano O.D.

Jim Tolmie O.D.

Anne Tottrup O.D.

Jim Tripp O.D.

G. Bernie Uhlmann O.D.
Donald Vinge O.D.

Jon Walcott O.D.
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Canadian Optometric Education Trust Fund
Awards $23,000 for Approved Research
and Studies

“A mature profession performs its
own research . . . a health profes-
sion seeks answers to the questions
which are relevant to the problems
presented by its patients.”

These well-aimed remarks were
delivered by the 1980 National Fund-
raising Chairman, Dr. W. Lyle in his
address to the CAO General Busi-
ness Meeting in St. John’s this
summer.

“For too long,” Dr. Lyle empha-
sized, “Optometry has relied upon
primary information developed by
other disciplines . . . we must have
adequate, sound, scientific pro-
grams on a continuing basis.”

Now, as aresult of the action of the
concerned optometrists across the
country who have contributed to the
future of Optometry through the
Trust Fund, we stand ready to take
the first major steps in support of the
expansion of these vital research and
development programs.

The COETF Trustees are pleased
to announce awards totalling
$23,000 for projects promoting re-
search and manpower development
for the benefit of the profession and
the public at large.

Canadian Games ’81

For the promotion of eye health
care and the provision of vision care
services to the athletes participating
in the Canada Games 81, Dr. A.
Devon and Dr. M. Long of northern
Ontario will receive funding of
$2,500 for a screening project to be
supervised through the School of
Optometry and under the direction
of Dr. E. Woodruff.

Contact Lens Solution Study

An award of $1,500 was autho-
rized through Dr. W. Lyle for the
partial support of a pharmacy gradu-
ate currently enrolled at the School
of Optometry who is collecting data
on contact lense solutions over the
summer at the School. The results of
this data search will be eventually
distributed to all practitioners and to
the public at large.

Traffic Signals Study

For the undertaking of a research
project entitled “Efficacy of Direc-
tion — Indicating Traffic Signals” by
the Roads and Transportation Asso-
ciation of Canada an award of $532
has been made to Manitoba Op-

tometrist Dr. Steven Mintz who will
be the chief researcher.

Clinical Equipment

To assist in the funding of a new
Contrast Sensitivity Unit needed at
the University of Waterloo Low Vi-
sion Clinic for the research work of
Dr. George Woo, $3,500 has been
made available through the COETFE.

Doctoral Studies

In recognizing the value and need
for a successful graduate program
both for the profession and the
School of Optometry, two doctoral
students will each receive $7,500 per
year for a maximum of three years,
total $45,000, to pursue their studies
at the University of Waterloo.

One thing is now certain, the
Trust Fund is working. With your
continued support and the recruit-
ment of new COETF contributors
these first steps of the Awards Pro-
gram will become great leaps for-
ward for the profession of Optome-
try. Remember, September is Trust
Fund Month!

Prepared by Alex Saunders
CAO Public Information Coordinator

50 100 150 200

300 350 400 450 500 550 600

TRUST FUND: OUR GOALS ARE BEING ACHIEVED

Number of Pledges 427
] ! 1 1 1

Potential # Pledges: 2,000
1 1

| 1 1

650 700 750 800 850 900

Amount Pledged $755,560 (All Figures of July 29/81)

$1,000,000

$2.000,000

$3.000,000

$175,400.90 Cash Received
[
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COETF TARGET — $3,000,000

BASED ON AVERAGE $2,215 pledge per member
Target Percentage Achieved July 29/81

B.C. — | 31.5% $409,896.
Ate. | 34% 409,896.
Sask. — l 59% 197,192.
Man. N | 53% 161,742,
Ont. - | 22% 1,522,151.
ne. | 29% 126,292,
NS, | 37% 99,704,
PE.l - | 16% 13,293.
N, B | 53% 59,822.

$3,000,000

Provincial Performance
Per Member
No. of Pledges Amount Pledged Amount Received Average Pledge
B.C. 61 129,800.00 59,750.00 2127.00
Alta. 48 139,950.00 49,950.00 2915.00
Sask. 47 116,380.00 50,980.00 2476.00
Man. 40 85,780.00 41,495.00 2144.00
Ont. 160 180,680.00 66,065.00 1129.00
N.B. 27 33,125.00 15,025.00 1226.00
N.S. 25 36,095.00 13,345.00 1443.00
P.E. 1 2,100.00 2,100.00 2100.00
Nfld. 18 31,650.00 8,350.00 1758.00
427 $755,560.00 $307,060.00

NATIONAL FUND RAISING CANMPAIGN CHAIRMAN — 1981
Dr. R.W. Macpherson — Ont.

Dr. Bert Jervis
Dr. Ronald Moore
Dr. John Seale
Dr. E.J. Spearman
Dr. Betty Fretz

and

COETF BOARD OF TRUSTEES
Dr. Herve Landry — N.B.,
Mr. Donald Schaefer — General Manager

WISH TO ACKNOWLEDGE THE
DEDICATED SUPPORT AND SERVICE
OF THE PROVINCIAL FUND RAISING
CAMPAIGN CHAIRMEN

B.C.

Alta.
Sask.
Man.

Ont.

Dr. Roland des Groseilliers — Ont. Chairman
Dr. Jack Huber — Sask.

Dr. Ronald Harding
Dr. Ray Corbin

To Be Announced
Dr. Jim Patriquin
Dr. John Rusk

N.B.
N.S.
Nfld.

P.E.I.

September/septembre 1981
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COETF
Philanthropy or just “paying our dues”?

by Ron Macpherson O.D.
National Fund-raising Chairman — 1981 Campaign

So much has been written about the
Canadian Optometric Education
Trust Fund since it’s inception in
1976 that a summary of it’s purpose
and goals is, I believe, in order.

The TRUST FUND was created
simply to preserve and strengthen
Canadian Optometry. The word
“preserve” suggests that the survival
of optometry is endangered and in-
deed it is. Let the statistics speak for
themselves. In the last twenty years
the number of Canadian optometr-
ists has increased by 33%. But
ophthamologists have increased
133%! in the same period. In the
next fifteen years 40% of our present
practitioners will retire. Population
increase and attrition rates indicate
that the western provinces alone will
require thirty new optometrists each
year. And we are still not filling the
“unmet needs” so eloquently de-
scribed in the now historic 1974 pa-
per, “The Role of the Optometrist in
Health Care Delivery.”

It would not be melodramatic to
say that there are, at present, real
threats to the scope of Optometric
Health Care; political threats, medi-
cal threats and manpower shortage
threats. The governments in Can-
ada, following those in the U.S.,
clearly intend to reduce the influ-
ence of all professional groups that
function as a service delivery mo-
nopoly. The advertising of fees, por-
tability of prescription, the
ophthalmic industry’s promotion of
materials as cosmetic or beauty aids,
rather than health prostheses, the
relinquishing of dispensing by 25%
of optometrists in some provinces
are grave problems that the Trust
Fund intends to deal with.

Those of you in practise ten years
ago will recall the glow of profes-
sional pride that pervaded the pro-
fession on achieving primary care
status with legislation to allow use of
diagnostic drugs. Our colleagues in
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opthalmology developed at that
time, a two-fold action policy to
achieve their goals, one of which was
to be associated with primary vision
care and the other, to promote ac-
cess of the public to their offices (un-
like other specialists who require
referral). A similar successful attain-
ment of objectives awaits Optome-
try on the day when we can an-
nounce the satisfactory achievement
of our public service goals through
the Trust Fund program. That “glow
of professional pride” will be guar-
anteed constant rekindling inspite of
the continued economically moti-
vated opposition from medicine.

Finally there is the issue of a new
School of Optometry. Because of the
herculean effort of the early com-
mittee, I share the opinion that
there will soon be a new school in
western Canada. Support for it is
growing daily, despite the remaining
political hurdles.

The Trust Fund’s goal is to raise
$3,000,000, the interest from which
will be used to encourage better ed-
ucational personnel and facilities,
including libraries, for both the
present school and the new school,
when it is built.

It will use it’s funds for practi-
tioner research in those fields
pioneered by Optometry, i.e., con-
tact lens therapy, occupational vi-
sion, low vision and pediatrics.

By increasing optometric man-
power the COETF will also help us to
stop the present trespassing by un-
licensed personnel who are now per-
forming treatment and diagnostic
services for patients by the unlawful
use of refractors, ophthalmometers
and biomicroscopes.

As this year’s National Chairman I
am absolutely convinced that a well
financed programme such as the
Trust Fund, raised within the profes-
sion and administered by OUR pro-
fession is the ONLY effective method

of combating the threats to our scope
and mode of vision care practice.

The Trust Fund plans to use inter-
est funds to provide a “Chair in Con-
tinuing Education.” Who among us
would not agree that, through con-
tinued education, we will strengthen
our local reputation, so that more
and more Canadians will seek, not
just eye services, but Optometrical
vision care services.

Canadian Optometrists earn ade-
quate incomes equal to engineers, ac-
countants, dentists and physicians.
Pledging to the Trust Fund over sev-
eral years makes the accumulated do-
nation painless. One percent of a
year’s average earnings, ($500) is
really not that much of a sacrifice.
The $2000-3000 pledge you give will
still be working for the profession a
hundred years from now, since the
Trust Fund intends to make it’s grants
and expenditures from interest, not
capital.

I deem it a privilege to serve along
with your Provincial Chairmen as
part of an all volunteer program that
is cost efficient and soundly admin-
istered. I consider my own initial
$2000 pledge as a way of “paying my
dues”, as well as “looking after my
own”.

Optometry is providing me with a
rich, full, prestigious and rewarding
position in my community as indeed
it must be providing the same for you
in yours. I just can’t think of a better
way of showing my appreciation than
by supporting my provincial chair-
man of the Trust Fund. I ask every
one of my colleagues in Canada to do
the same.
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Contribututors — of July 1, 1981

BRITISH COLUMBIA
Argatoff, M. Stewart, J.C.
Armstrong, W.N.  Stickle, R.A.
Beauchamp, E.L. Thomas, J.R.

Beckner, J.E.
Blay, P.

Bosdet, J.D.
Bowman, I.L.
Burgoyne, D.
Chatten, R.E.
Chow, J.K.
Clarke, R.H.
Daniels, R.P.
Danielson, G.L.
Denman, R.J.
Demmery, P.A.
Dodd, H.L.
Downing, A.G.
Dumka, E.W.
DunKkin, G.E.
Ebata, E.A.
Evans, G.E.
Fraser, FE.W.
Frewin, D.
Gansner, J.W.
Graham, G.R.
Grundison, R.J.
Hailstone, J.S.
Hantelman, N.
(Normag. Mgmt.)
Hunter, D.E.
Irwin, D.E.
Jackson, W.E.
Jervis, D.
Jervis, H.W.
Kemp, J.L.
Kendrick, J.E.
Knowlton, W.E.
Lillos, N.M.
Linzey, W.E.B.
Lynn, G.W.
MacAulay, L.A.
McLay, J.M.
McLeod, C.M.
McLeod, S.F.
McRoberts J.B.
Melville, G.G.
Menkes, E.T.
Moore, B.M.
Murphy, H.F.
Myrfield, D.J.
Olson, S.O.
Russell, J.W.

Thompson, J.C.
Timmins, J.G.
Tucker, K.

(Emerson Optical)

Ujimoto, G.A.
White, E.L.
Williams, J.L.D.
Wright, G.R.

ALBERTA

AKkitt, D.J.
Armstrong, K.G.
Banister, R.D.
Batting, W.R.
Bistritz, L.R.
Boyle, N.S.
Byggdin, M.D.
Campbell, G.E.
Cloake, G.
Cloarec, J.
Curtis, J.
Dumka, J.
Edworthy, G.H.
Fabbi, R.S.
Faryna, L.H.
French, C.R.
Gellatly, K.W.
Gies, L.

Grigg, R.D.
Hegland, D.C.
Hensel, G.
Holyk, D.M.,
Howes, D.
James S.C. &
Findlay, G.W.
Johnson, ML.F.
Knight, C.G.
Kot D.G. &
Gaudet, P.
Lampard,

JA. & SM.
Lindberg, R.
Lindsay, A.M.
Marsh, G.
Martin, D.
McNabb, 1.J.
Mezei, G.R. &
Huszar R.A.
Mitson, W.L.

September/septembre 1981

Moore, R.R.
Oler, R.F.
Pack, G.L.
Prior, E.G.
Ratledge, E.
Ross. P &
Wilson, P.G.

Schmidt, D. & B.

Snell, R.F.
Spunt, E.
Walker, L.A.
Walker, R.E.
Watts, R.A.

SASKATCHEWAN

Ames, D.
Archer, A.J.
Beaton, B.S.
Bistritz, R.
Breker, J.A.
Burnard, L.G.
Campbell, E.
Chaplin, J.
Cochran, J.H.
Degelman, R.
Forsyth, W.A.
Gnyp, L.W.
Gulka, R.S.
Hannah, G.A.

Hayes, G.W. & C.S.

Holmes, D.J.
Holmes, J.R.
Horeak, A.H.
Huber, J.F.
Kerr, D.J.
Kolbenson, L.B.
Koltun, L.J.
Krueger, J.A.
Kuntz, H.A.
Lacey, W.G.
Laycock, A.M.
Leydon, L.G.

MacDonald, T.R.

McAfee, D.V.
McKillop, D.A.

MacKenzie, H.D.

McCaw, C.H.
Menzies, L.
Monea, D.
Moser, R.H.
Potter, F.C.

Proctor, W.R.
Rogoza, R.
Sask. Opt. Foun.

Schebywolok, C.H.

Seale, J.A.
Selvig, L.V.
Sen, B.R.
Sheasby, G.A.
Stadnyk, M.F.
Thienes, B.L.
Turriff, R.

MANITOBA

Anonymous
Ashcroft, R.P.
Baloo, S.R.
Basman, H.
Bourassa, B.L.
Brown, R.
Charney, D.J.
Cram, W.D.
Eastwood, J.
Finkelman, E.M.
Friesen, J.A.
Garnett, W.B.
Hornbeck, H.L.
Jenkins, S.M.
Jiggins, R.E.
Koblin, E.
Lecker, R.]J.
Letts, G.K.
Logan, R.W.

MacDonald, K.E.
McCaughey, N.R.

McQueen, J.D.
Moore, H..W
North, C.A.L.
Oakley, D.R.
Perkins, G.
Porter, D.

Rae, P.

Rosner, B.
Rosner, Bruce N.
Small, D.C.
Small, R.
Smiley, S.F.
Solomon, M.M.
Soloway, C.J.
Soloway, O.
Spearman, E.J.
Stanners, R.J.
West, B.P.

CANADIAN OPTOMETRIC EDUCATION TRUST FUND

Williamson, D.J.

ONTARIO

Akande, 1.A.
Albright, S.
Arseneault, S.A.
Astles J.C.
Attridge, E.F.
Attridge, J.G.
Barbour, J.E.
Beauchamp, K.A.
Beaulner, D.L.
Belanger, G.M.
Benoit, R.A.
Benson, G.T.
Beuglet, G.E.
Bock, R.R.
Bonney, T.J.
Booth, W.A.
Brisson, J.A.
Brokenshire, A.
Bruce, D.A.
Buchner, E.L.
Burton, G.R.
Carr, L.S.
Chantry, J.E.
Chen, R.
Chhatwal, K.S.
Chisholm, J.A. &
Chow, M.
Church, T.H.
Passmore, D.K.
Clancy, G.B.
Coates, P.H.
Cobean, E.J.
Conron, B.T.
Coughlan, P.J.
Coward, L.A.
desGroseilliers,
R. & M.
D’Hondt, R.
Dickie, W.I.
Dubuc, J.J.
Feeley, H.
Feldman, I.W.
Ferguson, R.A.
Fisher, E.J.
Folz, R.J.
Forristal, D.L.
Freeman, D.B.
Freeman, W.T.
Fretz, B.
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Gaulin, J.B.
Girard, M.J.
Goodwin, G.L.
Grant, G.A.
Grubin, E.A.
Hamilton, P.D.
Hanniman, G.E.
Hansford, R.R.
Henderson, J.R.
Hrano, L.
Hoffman, F.A.
Hohner, J.E.
Homuth, C.E.
Homuth, H.V.
Hunter, J.C.
Ingle, H.G.
Ivan J.J.
Jaggard, F.C.
King, W.C.
Kniaziew, R.
Knight, M.I.
Kogon, D.I.
Korn, D.
Kovacs, S.
Kozior, J.P.
Kronick, S.J.

Lafreniere, J.A.L.

Lam, E.
LeVasseur, P.E.
Lapienis, R.
Leake, R.B.
Lidkea, R.E.
Locke, R.A.
Long, M.
Longstaff, J.E.
Lyle, W.M.
Lynch, F.E.

MacPherson, R.W.

Madill, L.D.
Marsden, B.R.
Martin, N.L.
Matthews, D.V.
McCann, J.J.
McCreery, P.A.
McCreery, S.A.

McDonald, G.W.B.

McLean, C.S.
Millar, G.F.

Miller, R.E.
Milne, D.L.
Mittelman, J.
Modesto, D.H.
Moles, J.
Morrison, L.E.
Morrow, D.R.
Mustaler, K.L.
Neff, D.

Newell, L.M.
Newhouse, R.J.
Nisker, H.N.
O’Grady, M.W.
Pace, R.J.

Parc, J.
Patterson, R.W.
Peloso, M.
Penwarden, G.D.
Peppler, C.E.
Peta, S.
Petrachenko, W.
Powers, G.A.
Price, D.R.
Pridham, W.H.
Pym, W.H.
Radford, D.H.
Rhynd, J.
Robertson, J.G.
Robinson, D.J.
Roche, W.M.
Rowe, J.M.
Rowe, W.M. Jr. & Sr.
Sassi, J.
Schaefer, D. & M.
Shanfield, H.
Scheid, R.J.
Smith, Baldock & Pickard
Salsberg, S.A.
Springer, G.
Stephenson, N.G.
Stevenson, J.M.
Tait, S.
Tenenbaum, N.
Thompson, H.C.
Thompson, R.
Thomson, R.
Ulrichsen, B.J.
Vachon, M.P.

Wasserman, H.
Waters, D.J.
Watson, R.B.
Weldon, M.G.
Whitfield, D.E.
Wigstoh, D.H.
Williams, G.A.
Wilcox, D.L.
Wilson, N.M.
Winter, B.
Wolf, M.
Woodruff, S.E.
Wooten, P.
Wonnacott, G.S.
Young, R.

NEW BRUNSWICK
Bell, R.B.H.
Bell, B.S.
Boudreau, L.J.
Brown, A.L
Corbin R., Proulx A.
& Morin, J.L.
Caissie, G.E.
Cormier, J.
Daigle, J.

Des jardins, L.
Desjardins, J.G.
Duguay, R.
Fullarton, K.
Gagne, J.
Giasson, H.S.
Gionet, R.
Goldfeather, B.
Harding, J.R.
Hickey, T.F.
Landry, H.
Lenehan, T.W.
Marcantonio, P.
Ouellette, L.J.
Prince, W.M.
Ross, C.G.
Savaria, G.
Smith, C.M.

P.E.I.
Hunter, B.F.

NOVA SCOTIA

Buckley, W.G.
Campbell, P.D.
Comeau, R.
Comstock, P.
Comstock, F.L.
Dobbelsteyn, D.M.
Duffey, M.P.
Gray, P.J.
Grimms, S.E.
Haines, R.S.
Lawrence, T. &
Livingston, R.F.
Isabelle, G.
Lecker, G.
MacArthur, D.C.S.
MacLeod, J.G.
MacLeod, W.H.
Marney, C.E.
Martin, J.A.
Mendleson, I.A.
Ray, J.E.
Robichaud, B.
Rosere, R.A.
Wagg, R.P.
Wile, R.S.
Winslade, T.

NEWFOUNDLAND

Boulay, L.
Buchanan, R.
Christopher, E.J.
Coté, D.J.
Duncan, C.J.
Halleran, D.P.
Halleran, K.F.
MacDuff, R.
Nichols, J.
Patriquin, J.L.
Richardson, A.N.
Richardson, D.F.
Snow, J.A.
Richler, A.
(Superior Optical)
Taylor, S.J.
Wheeler, W.
White, P.

September is Trust Fund Month

Optometry Provides for the

Vision of the Future
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BAUSCH & LOMB
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Contact Lens~
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difference.
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From Sea to Sea— now that New-
foundland has hosted the 17th Con-
gress it can truly be claimed that
C.A.O. has realized Canada’s Coat
of Arms motto “From Sea to Sea.”

The 17th Congress offered a
unique opportunity to combine
business and pleasure. For most reg-
istrants it was a first visit to New-
foundland. Truly, to most visitors
this was a newly found land for few
of us could have imagined what this
visit would offer. Post card pictures
or even provincial publicity publica-
tions could not accurately foretell
what most visitors would encounter,
particularly the genial friendly
open-hearted character of the New-
foundlanders themselves — no pho-
tograph or printed word can de-
scribe their character. It must be
experienced on a person to person
level. Let us hope that the expected
boom of the 80’ will not change that
charm and openess.

Registrants really discovered
Newfoundland either before or after
the Congress as most first time visi-
tors spent three to four days explor-
ing the “Rock” from Port aux
Basques to Cape Spear and from St.
Anthony to Cape Race with all the
picturesque and quaint villages and
outports between. Yes, a Newfound-
land of charming vistas, magnificent
scenery, breathtaking views and last
but not least, of charming hospitable
folks.

A few Congress delegates even
managed a visit to St. Pierre and
Miquelon, but these islands cannot
be considered Newfoundland in atti-
tude or character.

History dogs one’s steps, par-
ticularly in the Avalon peninsula and
Buenavista. However, all coastal
areas of the North coast and north-
ern peninsula offered local points of
interest to the history buffs and na-
ture lovers. And of course, the
whole province is a sport fisherman’s
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17th Biennial Congress Gleanings

G. Maurice Belanger

St. John's area photos courtesy Dr. Kevin Halleran

paradise. It was not uncommon to
see cars parked by the road near a
bubbling creek or small river and
observe people of all ages readying
their fishing gear.

Those hearty ones who braved the
wind and the fog on Tuesday evening
were rewarded on their trip to Cape
Spear — the most easterly point of
North America — the old Mariners
cry of “thar she blows” was repeated
as a school of whales accommodated
the mainland landlubbers by staying
close to shore and blowing their
spouts. '

The charm of old St. John’s how-
ever old and weatherworn in some
spots contrasted spectacularly with
some of the newer and more reno-
vated sections of the city. With a
population of 140,000, St. John’s was
astir with activity, especially the port
area with its assortment of ocean-
going vessels, from small fishing
boats to oil drillers and cruise ships.

The beauty of woaden houses,
plain or with ginger bread designs
emanated a certain attractiveness,
which brick homes almost certainly
fail to render and which only those
very old stone houses can come
close to matching for a feeling of
hominess and nostalgia.

Congress registrants were treated
to a fine performance of “1881,” in
fact a premier performance, hono-
ured by the presence of the Lieuten-
ant-Governor of Newfoundland, the
Hon. John Paddon. “1881” was a col-
lection of amusing and somewhat sa-
tirical sketches depicting life in 1881
on the rock. These scengs included a
courtroom re-enactment, a post of-
fice line-up, the ladies sewing circle
and its undercurrent of gossip, a
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temperance meeting, the turning of
a spade of sod for the Great New-
foundland Railway, later to be
known as the Bullet for its lack of
speed while for years existing as the
only transportation to be had except
by boat around the coast.

The costumes were typical of the
era and the cast’s presentation was
lively. They may not have exhibited
the polish and finesse of a Stratford
Festival but are these attributes
really essential for one to enjoy an
evening at the theatre? In this case,
emphatically no! Many thanks to the
organization committee for offering
such an evening of wonderful
relaxation.

St. John’s performing arts facili-
ties are excellent. The Arts and Cul-
ture Centre could shame many other
larger cities. It is not a lavish build-
ing but is well designed for acoustic
performance, the seating is comfort-
able and the stage fully visible from
all seats in the house.

The weatherman was really good
to all, offering almost a full week of
beautiful sunshine right up to Satur-
day evening. The skies clouded over
intermittantly on the Sunday and
Monday and did interfere with the
Junior programme and also with
part of the spouses activities but al-
ternative arrangements allowed the
programs to continue without major
interruption. While central Canada
sweltered in 90°F heat, temperatures
in St. John’s remained on the cool
side, even making outdoor swim-
ming uncomfortable.

The lobster boil was a success de-
spite the inclement weather — lob-
ster, whether eaten indoors or out-
doors is still an enjoyable delicacy.

Registration was better than ex-
pected. A total of 328 including op-
tometrists, their guests, spouses and
children registered — the block of
rooms at the Holiday Inn was filled
and the overflow had to be accom-
modated at the nearby Battery Inn.

On a provincial breakdown of
practitioners we counted:

(DEditorial — a Silver Jubilee — C.J.O. Dec.
1973

September/septembre 1981

From B.C. 14 Que. 4
Alta. 20 N.B. 15
Sask. 10 N.S. 17
Man. 12 PE.I\ 2
Ont. 54 Nfld. 21

Spouses 104 Guests & Lecturers 10
Children 45 Exhibitors 75

No one class year appears to have
had an overwhelming number in at-
tendance. Even the big classes of
1949.,50 51 failed to dominate the
registration but all in all, though 198
optometrists does represent a very
high percentage of our Canadian
membership — proportionately we
do better than medicine at their na-
tional congress.

Had our Quebec colleagues at-
tended in proportionate numbers,
overall attendance could have
reached 20 per cent of our
membership.

A sure sign that time marches in-
exorably onward — the old guard,
including this writer, searched in
vain among a sea of new faces and
names for friends of many years
standing. Identification tags were
not needed not so many years ago
but they are indeed essential today
as the old give way to the new!

Another sure sign that things are
changing. Dr. Reid MacDuff be-
comes the 24th C.A.O. President.
Not only is he the first New-
foundlander to occupy this post, he

CAO President-Elect Dr. R. MacDuff address-
ing Banquet guests.

is the first Waterloo Graduate to do

$O.
For those who may be confused by

the unequal number of congresses
and presidents one must recall that
C.A.O. became a chartered group
only in 1948 and it held its first Con-
gress in Ottawa in May 1949. C.A.O.
history goes back to 1924 when Herb
McLung of Regina first proposed a
national body. It took until 1942 to
organize and until 1948 before ob-
taining a charter of incorporation.
Prior to 1948 five people held the
office of president(D).

Past Presidents in attendance in-
cluded Jack Huber, Regina; Garson
Lecker, Sydney; Roy Brown, Vir-
den; Elwood Spearman, Killarney;
William Lyle, Waterloo.

Junior delegates at the “Screech-In".
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The number of young children at-
tending the Congress seems to in-
crease at each occasion, testimony
to the interest of younger practi-
tioners in their national association.
This is an encouraging sign for the
future — Leaders are not formed
overnight, they develop over time
with continued exposure to the busi-
ness of the association.

Dr. Jack Huber’s .masterful pre-
sentation of the 1981 President’s
Award to recipient Dr. Elwood J.
Spearman of Killarney Manitoba
was a highlight experience. In re-
sponding, Woodie, in his usual hum-
ble manner denied any respon-
sibility for his many accomplish-
ments, reflecting instead that his
good spouse Marion and his col-
leagues, particularly Roy Brown,
should be cited rather than he.

17 RRT B T

Dr. J. Huber (left) presents 1981 Presidents
Award to Dr. E.J. (Woodie) Spearman (right).

Previous award winners in atten-
dance were William Lyle, Ted
Fisher, Fred Attridge and Maurice
Belanger. The award was first in-
stituted in 1965 and presented to
John J. Mulrooney of Halifax,
C.A.O. President in 1952-53 and
then C.A.QO. treasurer for 9 years.

The prestigious award is given no
more frequently than once every
two years. Deserving practitioners
can be proposed by any C.A.O.
member. The award committee is
composed of the three most recent
C.A.O. past presidents.

The theme of the educational pro-
gramme “Etiology of Refraciton”
was excellent. Unfortunately three
half days of lecturers are hardly

82

enough to cover such a wide field,
basic to the development of optome-
try as a distinct and autonomous
health care discipline. Dr. Avrum
Richler and Dr. Allan Richardson
are to be congratulated for develop-
ing the theme.

Dr. Ernst Goldschmidt, a Danish
Ophthalmologist and Director of
Ophthalmology at the University
Hospital of Odense was the featured
speaker. It was evident from his en-
thusiasm and his delivery that he is
very knowledgeable on this subject,
a topic he admits receives far too
little attention by all eye care profes-
sions. He stressed that we are still
far away from a thorough under-
standing of refractive errors, their
causes and evolution throughout
human life. He encouraged his au-
dience to engage in longitudinal
studies of refraction although he ad-
mitted to the difficulty of maintain-
ing an adequate sample of patients
due to lack of interest, displace-
ments and death. He suggested that
buried in the files of every refrac-
tionist’s office were records covering
the life span of a number of patients.
Data such as this collected from nu-
merous offices would be of great
clinicial significance in understand-
ing refraction.

As a token of our appreciation he
was presented with a copy of the
illustrated book “Treasures of Can-
ada” by Samuel and Stevens.

Dr. Indra Mohindra, from New
England College of Optometry, de-
scribed in detail an examination rou-
tine she recommends for use with
children. This retinoscopy tech-
nique is simple and results are accur-
ate. Her presentation was basically
an illustrated lecture of each step in
the routine which was next best to an
actual demonstration in a clinical
setting.

Dr. Ted Grosvenor is a recognized
authority on contact lenses but
proved his versatility as a teacher of
clinical topics. His lecture was a
slide presentation of 50 pathological
fundi and externa. Each person in
attendance was given a list of four
conditions numbered for each slide.
Each member in the audience was to
indicate which condition of the four
listed was the proper diagnosis. This
self evaluation test required just
about the full lecture period. In the
final few minutes Dr. Grosvenor
listed the diagnosis for each slide
commenting on the decision when
needed.

Dr. John Bear and Dr. Avrum
Richler added to our knowledge of
refractive errors by reporting on
their studies of the refractive states
of Newfoundland natives and La-
brador Inuits. The lecture on the use
of computers in optometric offices
was a basic presentation with exam-
ples chosen to illustrate typical uses
in the office.

() Newfoundland MLA for the Opposition, Mr. Steve Neary advises CAO Delegates on
Lobbying Tactics, (r) President - Elect MacDuff
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The lecture on clinical photogra-
phy was more a report of historical
aspects than a technical presenta-
tion on the use of photography as a
clinical tool for recording normal or
abnormal visual conditions. How-
ever entertaining the lecturer
proved himself to be it was a disap-
pointment from a clinical aspect.

Thanks is due to the many firms
who accepted C.A.O invitations to
participate in the Congress exhibit.
The industry and the profession are
mutually interdependent. Sympa-
thetic cooperation by both parties is
essential to meeting the needs of the
Canadian public.

To optometrists who take pride in
their prescribing skills it was gratify-
ing to note a resurgent interest by
some firms in offering a wide range
of lense types including strip seg-
ment prism bifocals and bicentric
grinding of plastic lenses (back sur-
face only).

Also in evidence were the newer
multi-coat anti-reflection coatings
and RLX treatment and polycarbo-
nate lenses for racquet sports.

The display of objective and sub-
jective auto refractors leaves one
perplexed as to their ultimate effect
on the vision care professions. They
can be so readily abused and their
findings taken for the final say when

such is not the case.

An initiative which needs to be
repeated and emphasized is the pho-
tograph contest for practitioners. It
must have been disappointing to
have so few entries when so many
optometrists are photography ad-
dicts. Less than S entries did not
make for a large display. If the quan-
tity was missing, quality was evident
in all entries. Ralph Rosere of
Dartmouth kindly provided an ex-
hibit of his own work to inspire fu-
ture contestants. In 1983 in Van-
couver let’s have quantity and
quality!! v

The Saturday evening reception
really provided an opportunity to
talk, renew acquaintances and get in
the mood. Authentic Atlantic head
gear in the form of the famous
“Sou’Wester” hat was worn by ev-
eryone. Herve and Jackie Landry

September/septembre 1981

Jf .

policed the door and nobody at-
tended the “Screech In” without one
(see pictures). A hearty musical lead
from a genuine “Newfie Band” and
a liberal hand on a keg of “Newfie
Screech” supplied by the Govern-
ment of Newfoundland helped fuel
this favourite event.

On the more serious side, the
General Business meetings were
reasonably well attended. The vari-
ous activities of C.A.QO. were de-
scribed and reported on and regis-
trants were able to question commit-
tee chairmen to clarify any point
they wished. It is unfortunate that
these meetings are not attended by
all registrants — the opportunity to
hear about and question C.A.O. ac-
tivities and policies comes only once
every two years.

Fortunately the two days prior to
the Congress is given over to the
Provincial Presidents and Secre-
taries meetings and National Board
meetings. These deal with the more
routine administrative affairs and
permits a wide ranging discussion of
topics leading to concrete policies
and action plans.

The President Elect of the Amer-
ican Optometric Association, Dr.
Harold F. Demmer was in atten-
dance as our guest and spoke briefly
but emphatically to the assembly.
He remarked how similar problems
affecting the profession exist both in

i

CAO “Screechers” line-up for the traditional “Fish and Brewis” welcome to Newfoundland.

_

Canada and U.S.A. He also de-
scribed in some detail the effects of
consumerism, the Federal Trade
Commission decision and the effect
they will have on the practice of op-
tometry. In particular he cited chain
optical outlets, the return of uncon-
trolled advertising, price cutting,
the emphasis on frames rather than
service. This, he said, places a great
responsibility on ethical and profes-
sional practitioners to take on junior
associates so that the commercial
chains do not attract the new gradu-
ates by their well equipped offices
and high salaries.

He noted that consumers are
ready to pay more for proper service
but the patient must be educated as
to the nature of the services
rendered.

The decision of the Quebec Asso-
ciation to renew its membership in
C.A.O. was enthusiastically ap-
plauded when President Landry
made the announcement at the Sun-
day afternoon session of the busi-
ness meeting. Although neither Jac-
ques Vinson representing the Order
of Optometrists and Jean Marie
Rodrigue, President of the Quebec
Association were present at the time
of the announcement, their pre-
sence at the Congress augurs well for
the future.

Professor Emerson Woodruff was
recognized by the profession for his
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unrivalled contributions to Cana-
dian optometric education and was
presented with a suitably inscribed
copy of the text Treasures of Can-
ada. In his reply Dr. Woodruff paid
homage to Ted Fisher as his mentor
for his dedication and example and
to the faculty, people and staff for
their constant support, help and
counsel in his duties as Director of
the school.

Dr. Roland des Groseilliers in his
Trust Fund report made the impor-
tant point that the Waterloo Devel-
opment Fund and the Canadian
Optometric Education Trust Fund
should not be considered antagonis-
tic. Both need the unfailing support
of optometry. Those who do make
contributions to the WAT fund can
be assigned directly to the needs of
the School of Optometry.

The success of any Congress is a
measure of the efforts put forth by
the various Congress committees
from the general chairman down to
the rank and file. Our heartfelt
thanks to:

Dr. Avrum Richler, Dr. Allan
Richardson, Dr. Luc Boulay, Dr.
John Snow, Dr. Sandra Taylor and
all the other Newfoundland mem-
bers who helped. Particular thanks
must go to Roslyn MacDuff who

Dr. Avrum Richler— Congress Arrangements
Chairman at the helm!

ably ran the Congress Registration
and Information desk.

To paraphrase one of our banking
institutions, “when they succeed,
the Congress succeeds.”

O.D.’s must be an emotional
group for it has occurred before and
it happened again at the Congress.
Eminent optometrists losing the
power & speech as mist wells up in
their eyes is not uncomman. Herve
Landry whose vocal chords refused
to vibrate as he attempted to thank
his good spouse for her dedicated
support and patience during his
term of office was one. Yes, and even
the phlegmatic Dr. Woodruff could

not evade his emotions about Can-
ada and Optometry. He too cut
short his words of thanks as he re-
sponded to the presentation made to
him.

Even Ray Corbin, our M.C. at the
Banquet became confused in his
routines of “Grace” and “Toasts,”
excusing himself by accusing op-
tometrists preference of drinks over
prayer.

The banquet is an occasion of joy
and festivities and conversations be-
tween friends — during the meal we
could do without music from the
band — voices were hard enough to
hear without the music. It could save
a few dollars for the finances com-
mittee, but more importantly, at-
tendees could hear themselves talk!!
— not that the band was not good.
On the contrary, those saxes really
had it!!!

Fortunately for optometry, Don
Larkworth ran the Ontario College
more efficiently than he did the “49”
class reunion. Imagine Table 5 in
one corner of the hall and Table 6 in
the other!

And so we will see you again at the
Bayshore Inn in Vancouver, July
2-6, 1983. Au revoir till then.

G.M.B.

The Canadian Optometric
Education Trust Fund

Needs You. ..

Ensure Vision Care Needs for the Future Will be Met
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MAKE A MOVE IN
THE RIGHT DIRECTTION.

AQUAFLEX

Here's a winning strategy for your contact lens practice...offer your patients the excellent centration
and outstanding visual acuity of a full range of Aquaflex (tetrafilcon A) lenses.

Aquaflex offers a complete range of soft contact lenses that include Standard Minus 13.0 diameter
and 14.0 diameter, Superthin Minus and Superthin Low Plus, Aphakic (High Plus) lenses. Complete
inventories are carried not only in Toronto but also Calgary, Winnipeg, Montreal and Fredericton.

Whether you fit from diagnostic sets or from inventory, there is an Aquaflex purchase plan tailored to
the size of your practice.

The next move is yours...take the initiative and call us toll-free:

Nationally 1-800-268-6573 AQIIA le ®

BC Alta. 1-800-661-1121 Conucn.omProduf ‘

Atlantic Canada 1-800-561-0032 UNION OPTICS CORP. (CANADA) LTD.,
Quebec 1-800-361-0739 2 PRINCIPAL ROAD, SCARBOROUGH,

Manitoba, Sask. 1-800-665-8938 ONTARIO M1R 423



Optometrists Are Not Communicators

Dr. Harry Basman*

Excerpts from Dr. Harry Basman’s Address to CAO General Business Meeting — St. John’s 1981

Verdict: In the majority of cases —
guilty as charged

Prognosis: If we don’t get off our
seats and start becoming commu-
nicators then we are going to wake up
some day, in the not too distant fu-
ture, and discover we are no longer a
full service profession.

In the past, the ground rules were
very clearly defined. Optometry was
a full service profession and not one
optometrist questioned that or
failed to provide a full service to the
public. The ophthalmologist did his
very own thing and felt it was ex-
tremely unethical to have any con-
nection at all with opticiantry. Opti-
ciantry accepted the fact that it knew
its place and stayed strictly in the
background.

To illustrate the importance of
effective communication, there is
the story told of ancient times in
which a Christian is thrown into the
arena with a lion. The Christian im-
mediately kneeled down to pray and
he noticed that the lion, too, was
taking a reverential pose on its
knees. “This is a miracle,” he said.
“I must be communicating with
him.” The lion looked up and said,
“I don’t know what you’re doing,
but I’'m saying grace.”

That is not the kind of commu-
nication we need. From the view-
point of the practicing optometrist,
there are two main parts to
communications:

*Dr. Basman is Past-President of the Manitoba
Optometric Society, and now serves as Execu-
tive Director of the Society. He is also Chair-
man of the Western Provinces Communica-
tions Program.
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1. Communicating with patients.
2. Communicating with the com-
munity at large.

Our primary goal in conveying op-
tometry’s message should be four-
pronged:

1. To educate — explaining what
constitutes optometric care.

2. Establish the optometrist as the
primary source of vision care.

3. Enhance the rapport between
the patient and optometrist.

4. Demonstrate true professional-
ism by separating optometrists from
the eyeglass merchandisers who
some consumers mistakenly believe
do what we do. In this respect we
must inform consumers that our pur-
pose and function are far beyond
that of just “fitting glasses.” Now let
us deal with part one — commu-
nicating with patients. Remember,
the patient in your chair is a human
being — full of the usual fears and
apprehensions common to most.
Most of your patients are apprehen-
sive about their vision, and worried
because it isn’t as good as it was or
they wish it would be. Their biggest
fear in most cases is that there is
something drastically wrong and
they may be in danger of going blind.
This latter fear is especially true of
the older patients. Take the time to

treat that patient exactly the way you
would like to be treated — that is the
cardinal rule of communications —
reassure them — take the time to
explain what their visual problem is
and show them how well it can be
corrected — and above all — reas-
sure them that their visual problem
is not a rare occurrence, and that
they are not going blind. Take the
few minutes necessary to educate
the patient and explain what con-
stitutes optometric care. Enhance
the raport between your patient and
yourself. These steps in communica-
tions are simple basic decency, and
also darn good business. Patients ap-
preciate your explanations and as-
surances and become your best
source of advertising. There is no
better source of practice-building
than a satisfied appreciative patient.
I speak from over thirty years of ex-
perience and not from a theoretical
viewpoint.

Remember, basic point two —
people tend to hear only what they
want to hear, and most never re-
member enough of your explanation
to relate it properly to their friends
and families. Do supplement your
communication with the printed
word. The best vehicles we now have
in this department are:

a) Theeye charts on which you can
explain cataract, glaucoma, pathol-
ogy, presbyopia, anatomy, etc.,

b) The Family Guide to Vision
Care — this guide makes each pa-
tient an instant expert, and they can
return home and show off their new
knowledge to family and friends —
communications in action.

¢) Sam and Susan visit the op-
tometrist — I am constantly amazed
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a childs eyes.

An international symposium on Vision: Its Relationship to Learning

Sponsored by The Alberta Op-
tometric Association, Thursday, No-
vember 12, 1981 - Four Seasons
Hotel, Calgary, Alberta.

Symposium Topics and Speakers:

Identification of Children with
Vision Problems That Interfere
with Learning

Dr. . Pierce, Bsc., O.D., PhD., in Psy-
chology, FA.A.O., EC.OV.D.

Director of Vision Function Lab,
Centre for Developmental and
Learning Disorders, Associate Pro-
fessor of Optometry, University of
Alabama

The Team Approach to the Learn-
ing Disabled Child - The Opto-
metric Approach

Dr. William Ludlam, O.D. MSc. Di-
rector of Learning Disability Diag-
nostic Clinic, Director of Strabismus
Clinic, Professor of Optometry,
Pacific University

The Team Approach to the Learn-
ing Disabled Child - The Educa-
tional Approach

Dr. J]. Rosner, O.D. Director of

Pediatrics, Professor of Optometry,
University of Houston

Panel Discussion with Guest Lec-
turers

Delegates should arrange for their
own accommodation as early as
possible.

International Year
of Disabled Persons

‘ REGISTRATION: ADVANCE AFTER
REGISTRATION SEPTEMBER 30
I $50°°] $65°°0]

| Symposium includes scientific program |
and lunch.

| Name:
I Address:

Code:

I Profession:

|Repgesenting (Company or Organiza—|
tion):

| Please make cheques payable to:

| Alberta Optometric Association
#2, 9333 - 50th Street
l Edmonton, Alberta T6B 2L5




at the responses I get to my distribu-
tion of vast quantities of this coloring
book. It finds its way into the school
room and the teacher often uses it to
explain vision to her class, and it
finds its way to the parents who are
corralled into examining the artistic
coloring the child did in the book.

d) The CAO and AOA pamphlets
on each and every imagineable topic
— I'll discuss more about this
shortly.

e) The wall plaques or table mod-
els of the schematic eye as well as
various texts can also be utilized to
educate the patient.

Communications with the com-
munity at large — get your head out
of the sand and get out and commu-
nicate. Both the Western Communi-
cations Program and New
Brunswick simultaneously got the
idea that we ought to produce audio
visual presentations. Steps are now
being taken to assemble a large
number of slides into presentations
and scripts will be prepared so they
can either be shown on the labelle
cassette or the slides can be shown
and the optometrist can give his own
talk in conjunction with the slides.
The initial presentations will likely
be (A) “The Eye” — how it works:
(B) Pediatric Optometry; and (C)
The profession of optometry. It is to
be hoped that given the material
and/or complete presentations,
we’ll get larger and larger numbers
of optometrists going out to speak to
career days — PTA meetings — ser-
vice clubs, schools, etc.

It must also be kept in mind that
any and all public relations has to
start and be nourished by the prac-
tising optometrist in his or her office
and in the community at large. The
public must be educated on the role
of the optometrist - his education
and expertise and the services he
offers. Remember — if we don’t
blow our own horn, then nobody
else ever will, for we know optome-
try best, and it is our mandate to
pass that knowledge on.

There are three more forms of
communications that should be
touched on:
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Institutional Advertising

No one individual has the means
or the time or expertise, to launch a
good program on his own, so it only
makes common sense for various
provinces to pool their money and
talents to create a sustained effective
institutional advertising program.
This was the rationale for British
Columbia, Alberta and Manitoba to
launch the Western Communica-
tions Program. Our last couple of
meetings have been attended by
Saskatchewan and Ontario and we
find that we do have many interests
and desired programs in common.

The first issue was to establish that
institutionalized advertising was
simply the promotion of an image —
the image of optometry. One of the
basic purposes behind the consumer
education program is promotion of
professional optometry through the
media to combat commercial influ-
ence. Promoting good vision care
gives the patient something to consi-
der other than the cheap eyeglasses
he has been reading about in the
newspaper and seeing on TV.

The Western Communications
Program accepted the conclusions of
the survey carried out by the Amer-
ican Optometric Association en-
titled — “A survey of United States
Homemakers”. This gave us our tar-
get — the homemaker — and re-
search pointed to the use of the
Reader’s Digest as the publication
best suited to our needs.

We decided on a budget of $100.00
per member plus $15.00 per member
for travel as we decided we had to
keep right on top of the program and
have frequent meetings. We agreed
to base our payments on a per capita
basis. In 1980, we had 5 insertions in
the Reader’s Digest — pediatric.
The first one stressed the need for
early examinations and we ran this
in three issues. The second insertion
stressed the need for routine vision
care for school-age children and was
run for two insertions in the
Reader’s Digest. The third insertion
has run in the May and June 1981
issue of the Reader’s Digest.

Efficiency studies show we reaped
our maximum benefits with the

seven ads in the Digest, and we will
be running a mini page ad on the
second insertion in the September
issue of Chatelaine Magazine.

Of course, the first question from
critics and opponents of the institu-
tional advertising program is: “Can
you guarantee that this program will
bring even one single new patient
into my office?” The answer is defi-
nitely no. The purpose of the pro-
gram is to promote the image of
optometry and of the optometrist as
the primary eye care practitioner
and not to try to attract new patients.
If we do our job properly, over a
sustained period, then the acquiring
of new optometric patients will be
the crop. First, you have to prepare
the ground and plant the seed, and
the end result is the harvest. Those
optometrists who want assurances of
instant new patients are in the posi-
tion of wanting to have the harvest
before the seeding.

CAO Communications:

CAO has been aware for some
time that it has failed miserably in its
own communications with the grass
roots portion of optometry — the
practising optometrist. The Cana-
dian Journal of Optometry is an ex-
cellent publication in its present
form, but it was never really inten-
ded to be and certainly is not, a
communications vehicle. CAO’s ex-
cuse is that it cannot afford to launch
a membership newsletter and my re-
ply is that CAO canot afford to not
launch a membership newsletter.
The councillors, the presidents and
the executive directors all know of
the excellent work done by CAO,
but the average member has to wait
till the provincial annual meeting to
get a quick summary of CAO en-
deavors and that just isn’t good
enough. Optometrists cannot be ex-
pected to stand behind and support
policies and programs they hear
about only briefly after their success
or failure. I am pleased to note that
an Interaction resolution on July 3,
1981, gave CAO the green light to
launch such a newsletter.

cont’d. on pg. 102
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Flex-Care
A convenient solution.
Any time. Any place.

It's Cdnvenient_.

Flex-Care offers convenience and freedom ™
for active patients. It makes it easier for
people who wear soft contact lenses.

It's Simple.

One solution for rinsing, storage, and
disinfection. Flex-Care makes all three
jobs easier to understand and do right.

It's Safe and Effective.

The vast majority of patients can enjoy the
benefits of Flex-Care with safety and ease.
Nine out of ten patientst showed no
adverse reaction in regular use. Three
solid reasons, why more and more people
are using Flex-Care, the convenient
solution for better soft lens care.
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Results of Vision Examinations of
Mentally Handicapped Persons in Toronto

Abstract

This paper presents the results of
examinations of mentally handicap-
ped persons in Toronto. Discussion
is presented concerning the higher
prevalence of vision problems in this
population.

Abrégé

Ce travail présente les résultats de
I'examen visuel d’un groupe de han-
dicappés mentaux dans la ville de To-
ronto. La plus grand fréquence de
probleémes visuelles dans cet échantil-
lon est notée ainsi que le besoin de
surveiller ces populations de plus
pres.

During a two year period, 249
mentally retarded persons under-
went vision examinations by the au-
thors at their respective residences,
adult development programs (ADP)
or employment training centres
(ETC).

The primary goal of an ADP is to
help severely retarded adults learn
skills which will facilitate their per-
sonal growth and help them become
involved in the community. Personal
growth and development may in-
clude learning skills for daily living,
better communication, recreation
and physical fitness. Community in-
volvement encompasses learning to
use community resources such as
public transportation, keeping in-
formed through newspapers, radio
and television and learning to relate
to one’s surroundings.

The goal of employment training
is sucessful employment, appropri-
ate to the individual.

Providing an industrial environ-
ment for vocational assessment, em-

* Optometrist, Dip. Optom. (S.A.), O.D.,

M.Sc., FA.A.O. 1681 Bayview Avenue

+ Optometrist, O.D. Toronto, Ontario
M4G 3C1
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Dennis Bader* and
Harvey Mayers

ployment training at two locations in
Toronto covers a range of vocational
activities geared to developing mar-
ketable skills. Job training may last
from two months to two years.

The purpose of these examina-
tions was to satisfy an unmet need in
vision care for this population. This
has been documented by the
Ontario Government and others,
most notably in the Royal Commis-
sion of the Healing Arts Report
(1970) which is the forerunner of the
1974 Health Disciplines Act, and in
a government funded project pub-
lished in 1977 by Drs. Woodruff and
Schmidt of the University of Water-
loo School of Optometry. This was a
study of vision service delivery in
Ontario with recommendations for
meeting unmet needs for vision care
and the rationalization of the deliv-
ery of vision care services. There is a
need to determine and document
the extent and types of vision prob-
lems existing in the mentally hand-
icapped population in Toronto.

With the full co-operation of the
Metropolitan Toronto Association
for the Mentally Retarded
(MTAMR) and staff, the authors
were able to complete on-site vision
exams, using portable equipment
and special optometric techniques.

Table 1 presents the age range of
the sample. 151 males and 98
females were examined. One hun-
dred seventy four persons were seen
at various employment training cen-
tres and 75 were seen at adult devel-
opment programs.

Thirty-one (12%) persons ex-
hibited strabismus (mostly eso-
tropes). 41 (16.8%) persons ex-
hibited ocular pathology, most of
these being cataracts or lens
opacities. Other conditions were
nystagmus, keratoconus,
blepharitis, conjunctivitis, keratitis,

entropion, ectropion and pupil
abnormalities.

Five persons were found to be
functionally monocular and five per-
sons were blind (they had been reg-
istered with the CNIB).

Referrals for further vision as-
sessment for spectacle therapy were
made in 92 (37%) cases. These re-
ferrals include a few ophthalmic ap-
pliance repairs. When pathology
was found, referrals were made to
general practitioners or
opthalmologists.

Discussion:

It is known that vision defects in-
fluence neurological development
and that neurological development,
in turn, may influence intellectual
development and motor achieve-
ment.! Recent experimental studies
of the visual systems of several spe-
cies, including man, have shown that
sensory deprivation has striking con-
sequences. 2.3 Defects of the ocular
refractive system tend to deprive the
individual of visual input and such
deprivation may well inhibit further
sensory, perceptual, and cognitive
development. Hence, research on
the practical implications of correct-
ing sensory malfunction may lead to
prevention of defects of sensory and
motor development.

It is uncertain what amount of re-
fractive error induces sensory de-
privation and the extent to which
deprivation depends on the degree
of error. The vision care program for
mentally handicapped in which we
have been involved has already
provided insight into the prevalence
of vision anomalies among retarded
populations.

Previous studies have been able to
measure the extent of improvement
in visual acuity and ocular muscle
balance.4 Changes in behaviour and
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social interaction have been ob-
served among individuals who re-
ceived care.>

It is evident that the high fre-
quency of refractive errors and eye
pathologies among this population
places these persons “visually at
risk”6 and in need of optometric
care. Even after spectacle therapy,
the residual impairment of vision
leaves retarded persons at a consi-
derable disadvantage. Con-
sequently, their vision care should
include modifications in environ-
ment and visual tasks to help them
make maximum use of the vision
available through spectacles, low vi-
sion devices, and vision therapy.

This is essential for the develop-
ment of individuals in job placement
programs, general tasks and their
day-to-day lives.

In this population 66.4% persons
presented with significant refractive
errors. We referred 37% for further
evaluation and found that the re-
maining 29.4% had adequate spec-
tacle corrections at that time.

In a population of normal persons
in these age ranges, only approx-
imately 25% would be expected to
have significant refractive errors,
5% ocular pathology, and 5%
strabismus. In our sample we found
16.8% ocular pathology and 12%
strabismus, proving that popula-
tions of mentally handicapped per-
sons have a much higher frequency
of vision problems. (See Table 3).

Conclusion:

Since the incidence of vision prob-
lems is significantly greater in the
mentally handicapped population, it
appears that vision assessment and
correction should be an integral

TABLE 1
AGE RANGE OF SAMPLE
Age Number Yo
11-20 59 2357
21-30 140 56.3
31.40 28 11.2
41-50 14 5.6
51-60 8 390
Total 249 100.0
Results: Table 2 presents the nature of the vision problems (Refractive errors)
TABLE 2
NATURE OF VISION PROBLEMS
Refractive Error Number %
Hyperopia 55 22.1
Myopia 40 16.1
Hyperopia with astigmatism 35 14.1
Myopia with astigmatism 35 14.1
Marginal refractive error or emmetropia 84 33.6
Totals 249 100.0%

Significant

Strabismus

FREQUENCY OF VISION PROBLEMS IN SAMPLE

Refractive Errors
Ocular Pathology

TABLE 3

Normals M-H
25% 66.4%
5% 16.8%
5% 12.0%

2. Annis, R.C. and B. Frost. Human Visual

component of their health care pro-
gram. We stress that vision problems
should be detected as early as possi-
ble for maximum benefit.
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Prismatic Effects in Bicentric Grinding

Abstract

Bicentric grinding is widely used to
neutralize a vertical differential pris-
matic effect at the near visual point.
However, the prismatic effects in
other portions of the reading field dif-
fer from those at the near visual
point. In this study, the variations in
prismatic effect throughout the entire
reading field are demonstrated. It is
shown that a slab-off prism is most
effective in spherical anisometropic
prescriptions and when the differen-
tial prismatic effects are symmetrical
about the horizontal meridian.

Abrégé

Le procédé de surfacage bicen-
trique est communément employé
afin de neutraliser un effet prisma-
tique au point de lecture. Toutefois les
effects prismatiques différent a tout
autre point du champ de lecture. Ce
travail étudie ces variantes dans l'ef-
fect prismatique. Le procédé bicen-
trique est le plus efficace quand
I'anisométropie est sphérique et les
effets prismatiques sont symmé-
triques autour du méridien
horizontal.

Bicentric grinding as a correction
for differential prismatic effects in
the vertical meridian at the near vi-
sual point has been used for a long
time.! The fundamental principles
of its application are well known. In
bifocals, the biprism allows the pa-
tient to look through the segment
without having to contend with an
unduly large difference in vertical
prismatic effects between the two
lenses. The slab line is placed so that
it coincides with the top edge of the
segment, usually a straight-top type.
The biprism can be incorporated
also in single vision lenses, but since
such prescriptions allow the patient
to offset differential prismatic

“B.F.A., O.D., M.S., Ph.D., FA.A.O.,
Member of Faculty, School of Optometry,
University of Waterloo.
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effects by means of head move-
ments, it is less critical. It is there-
fore generally associated with bifo-
cals or trifocals, where the patient
has no choice but to look through
the segment while reading.

The magnitude of the bicentric
grinding can be from about 158 to
about 59, depending on the thick-
ness of the lens blank. The slab-off is
introduced on the lens with the high-
est minus or least plus, on the front
surface, its base directed upwards. It
is designed to neutralize the vertical
differential prismatic effect gener-
ated by the distance portions of the
lenses at or close to the near visual
point (NVP), usually considered to
lie about 10 mm below the major
reference point (MRP) of the spec-
tacle lenses. The slab-off prism will
neutralize only the vertical compo-
nent of the prismatic difference. A
small horizontal prismatic effect will
normally remain at the near visual
point. Since the two eyes can cope
relatively easily with horizontal pris-
matic differences if binocular vision
is normal, this is not considered sig-
nificant. Most often, the reading
adds are similar in power and will
therefore not generate a significant
differential prismatic effect.

Having summarized what is gen-
erally known about bicentric grind-
ing and its effects, we are now
interested in determining how the
differential prismatic effects change
as the eyes look through lens regions
other than the near visual point, asis
bound to occur during reading. An
answer to this question is of consid-
erable practical and theoretical in-
terest. In this article, we present
relatively simple examples to derive
some general answers to this
question.

Change in vertical differential

prism through the slab-off field
First, consider a pair of spectacle

lenses that embody a spherical

anisometropic correction of 3.00 D,
the right eye having the higher
minus or lesser plus power. For ex-
ample, this amount of
anisometropia would be produced
by the prescription:

0.D.-6.00D
0.S8.-3.00 D

According to Prentice’s rule, which
states that the prismatic effect is
equal to 1= per D per cm from the
optical center of a lens, we see that
the prismatic difference between the
two lenses increases by 3= per cm.
We emphasize that we are interested
in prismatic differences rather than
absolute prismatic effects, since it is
the differences which give rise to
problems. If a slab-off prism of 3DT
is incorporated in the right lens in
the above correction, the prismatic
difference will be neutralized 10 mm
below the optical centre of the
lenses. If the eyes converge, a slight
horizontal base-in effect will be
produced.

Before we consider the changes in
prismatic effect as the eyes look
right and left through the reading
field, let us simplify our task by in-
troducing the principle of iso-prism
lines.3.4.5 An iso-prism line is a line
locus in the spectacle field along
which the same prismatic effect is
generated. Iso-prism lines can be
applied to a single spectacle lens, or
it can be applied to the differential
prismatic effects between left and
right lenses. In the latter case, the
lines are often referred to an imagin-
ary right eye lens embodying all the
differential prismatic effects. It is in
the latter context that we shall use
the concept in this article. This
method of mapping differential pris-
matic effects can be elaborated on
further by applying it to vertical
prismatic effects only. Such loci are
called iso-V-prism lines3. These are
the loci we are most interested in at
the moment.
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Figure 1 shows iso-V-prism lines
for the above prescription, the lines
representing loci of prismatic dif-
ferences transferred to an imaginary
right eye lens. When the eyes look
obliquely through points corre-
sponding to A at a distance OA from
the optical center, 0, an oblique pris-
matic difference is generated, as
shown by the prism vector. By Pren-
tices rule, A = cF, this vector is
proportional to the distance OA.
Because the right angle triangle for-
med by the vertical component and
the oblique resultant is similar to
triangle OAB, the vertical vector is
also proportional to the distance
AB. Therefore, points that produce
the same vertical prismatic effect lie
on a line through A parallel to the
horizontal axis. For example, the
vertical component at A’ is identical
to that at A, the oblique resultant
and the horizontal component
being, of course, larger. This dem-
onstrates that the iso-V-prism lines
in the above type of correction are
oriented horizontally. Thus, the dif-
ferential prismatic effect is neu-
tralized 7 mm below the slab line
throughout the entire near field,
which allows the eyes to move unre-
stricted from side to side at this
level.

If we are dealing with a combina-
tion of right and left lenses where
cylindrical components produce a
differential prismatic effect that is
symmetrical about an oblique me-
ridian, the case is more complicated.
Fig. 2 shows such a situation, where
the diagram again represents an
imaginary right eye lens onto which
all the differential prismatic effects
have been transferred. Points A and
A’ are equidistant from the “axis” of
the differential prism effects. At
these points, equal prism dif-
ferences will be generated. There-
fore, the vertical prism components
will also be identical. Thus, the iso-
V-prism lines will run parallel to the
“axis” of the differential prismatic
effect. In a manner similar to that
presented above for spherical
anisometropia, it can be shown that
this is the case also when the iso-
prism lines, representing the total

9%

i B i

Fig.1. Iso-V-prism lines generated
in a correction of spherical
anisometropia. The loci run parallel
to the horizontal meridian.

Fig.2. Iso-V-prism lines generated
by a prescription for meridional
anisometropia, where the differen-
tial prism is symmetrical to an
oblique meridian. All the loci are
parallel to this meridian.
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prismatic differences, are elliptical.
The corresponding iso-V-prism lines
are then parallel to the axis of the
ellipse that is closest to the horizon-
tal meridian.

In this study, we are chiefly inter-
ested in the effect of the slab-off
prism in the reading field. From Fig.
2, it will be seen that the vertical
prismatic effect will change as the
eyes sweep from side to side during
reading. There is one point at which
the prismatic effect is zero, but to
one side of this point the effect be-
comes increasingly base-up, and to
the other side, increasingly base
down. The reading field is therefore
restricted in the horizontal meridian
by the vertical prismatic effect. The
patient will have to rely more on
head movements from side to side.

Figure 3 is a graphical representa-
tion of the changes in differential
prismatic effect as the eyes rotate
vertically behind a pair of spectacles
provided with a slab-off correction.
The differential prismatic effect is
minimal at two points, the optical
center of the major lens, and at 10
mm below the major reference
point. The graph also illustrates the
sudden change in prismatic effect at
the slab line, the “jump” due to the
slab-off portion. By interpolation
from the graph, it can be seen that
the prismatic effect is kept to a pris-
matic difference of 2= or less
through a vertical range of 22 mm.
Without the slab-off, this range
would have been only 14 mm. The
dashed line shows the prismatic the
prismatic difference that would have
been generated had the slab-off not
been present.

If the anisometropia is spherical
or symmetrical about a horizontal
axis, the graph describes the change
in prismatic difference in the vertical
meridian through the entire field of
the prescription. However, if the
prismatic difference is symmetrical
about an oblique meridian, the
graph is descriptive only of the verti-
cal meridian through the optical
center. In other vertical meridians,
the positions of the points of zero
prismatic effect would change, as
discussed above.
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Fig. 3. Graphical illustrationof Fig. 4. Iso-prism lines of a spheri-

changes in differential prismatic
effect in the vertical meridian as the
eyes move vertically through the
major portion of the lens and into
the slab-off field.

cal anisometropic correction sup-
plied with a biprism 3 mm below the
optical centre. The loci show the
changes in total differential prisma-
tic effect as the eyes move behind
the lenses, but not the changes in
direction of the prism.
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Total differential prismatic effect of a
biprism

We have discussed the effect of the
biprism on the vertical differential
prismatic effect, using the principle
of iso-V-prism lines. However, we
must remember that the changes in
vertical prism do not give the entire
picture, since there is also a horizon-
tal prism component present. When
the lines of sight travel into the slab- =
off-prism field, there is a total
change in differential prismatic
effect both in direction and magni-
tude. Obviously, the vertical prisma-
tic effect is the most important
because of the relatively restricted p
fusional amplitudes in the vertical
meridian, but it is nevertheless of
some interest to formulate a more
complete picture of the total
changes in differential prism. For
this purpose, we again present the
relatively simple case used above,
where 3.00 D of spherical
anisometropia is incorporated in the

)

Fig. 5. Graphical illustration showing changes both in magnitude and direction
of the differential prism as the eyes move behind the above prescription. The

prescription, the right lens being the
higher in minus Kower. Again, a
slab-off prism of 3= has been placed
on the right lens, 3 mm below the
optical centre.

If the anisometropia is spherical
or symmetrical about a horizontal
axis, the graph describes the change
in prismatic difference in the vertical
meridian through the entire field of
the prescription. However, if the
prismatic difference is symmetrical
about an oblique meridian, the
graph is descriptive only of the verti-
cal meridian, through the optical
center. In other vertical meridians,
the positions of the points of zero
prismatic effect would change, as
discussed above.

In Fig. 4, the iso-prism lines gen-
erated by such a prescription have
been calculated. The lines are circu-
lar in the major field but deviate
from a circle in the slab-off field.
They define a region of relatively
low prismatic effect surrounding the
near visual point. Along the slab-
line, the iso-prism loci change
abruptly in location, the change
being greatest towards the central
portion of the lens.

September/septembre 1981

reference loci are concentric about the optical centre of the lenses.

Fig. 5 shows the directions as well
as magnitudes of the prismatic
effects generated by the above pre-
scription. In this scheme, not pre-
viously presented in the literature,
prism vectors are drawn from refer-
ence loci concentric about the opti-
cal centre of the major lens. Again,
a region of relatively small differen-
tial prismatic effect surrounds the
near visual point. The change in di-
rection as well as magnitude of dif-
ferential prismatic effect along the
slab line is illustrated.

In both Figures, it can be as-
sumed, for simplicity, that the lines
of sight remain parallel as the eyes
make conjunctive excursions behind
the lenses. If the convergence for
near is taken into account, a slight
change in the horizontal component
will be introduced. In this prescrip-
tion, a combined convergence for
the two eyes equal to 3 mm along the
lens plane would result in an addi-
tional base-in prism of 0.9
throughout the slab-off field. This
adjustment can be made by a 3 mm
lateral displacement of the near vi-

sual point in the imaginary right eye
lens, as has been shown in the Fig-
ures. The exact differential prisma-
tic effect at the reading level can
then be interpolated with this posi-
tion of the near visual point as refer-
ence. On the other hand, to adjust
the entire prism field for this pur-
pose would be awkward, for the eyes
do not converge fully until the lines
of sight have descended to the level
of the near visual point.

Figs. 4 and 5 present a more com-
plete picture of the differential pris-
matic effects generated as the eyes
move behind a prescription incor-
porating a slab-off prism. More
complicated prescriptions could be
analyzed in the same manner, but
since the vertical prismatic effect is
the more important from a clinical
point of view, the above illustrations
will suffice. Their chief purpose is to
add perspective to our knowledge of
the vertical prismatic effects.

Conclusions

In a simple anisometripic correc-
tion, or in a correction where the
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differential prism induced by the
anisometropia is parallel to the hori-
zontal axis, the biprism corrects the
vertical imbalance along a horizon-
tal locus parallel to the slab line,
through the entire field of the spec-
tacles. If the axis of symmetry of the
differential prismatic effects is
oblique, the locus of neutralized
prism effects is also oblique and par-
allel to this axis. This will limit the
usefulness of the biprism in the hori-

total prismatic effects produced by
the biprism, it is seen that the direc-
tion as well as the magnitude of the
prism changes as the eyes move
across the slab-line. These changes
are greatest in the central field.
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Direct Ophthalmoscopy Toward The Retinal Periphery:

Abstract

Examination of the vortex vein re-
gion (some 3 mm posterior to the
equator of the eye) requires from 3 to
5 D of extra plus power in the direct
ophthalmoscope, relative to the
power required to examine the optic
nerve head. The method used to ob-
tain the above estimate for a single
subject is described in an earlier re-
port by Williams and Bader!. The
purpose of this report is to describe a
larger, quantitative, study involving
13 subjects.

Abrégé

L’examen, avec ophtalmoscope
direct, de la région veineuse, dite du
tourbillon, (3 mm. postérieur de
Iéquateur du globe) exige une aug-
mentation de trois a cing dioptries de
puissances convexe que ['examen de
la papille de Mariotte. La technique
utilisée pour établir cet estimé a été
décrite précédemment. Le présent
travail décrit une étude quantitative
plus vaste utilisant 13 sujets.

Method

Ocular fundus photographs were
taken along the four major divisions
of the central retinal vessels up to
the vortex veins in the right eye of
thirteen healthy third year univer-
sity students. For each subject, a
composite of these photographs was
prepared, and markers were placed
at four readily identifiable points in
each of the four quadrants, at inter-
vals of approximately 15 degrees,
starting at the disc. Fig. 1 shows a
composite photograph for a single
subject (subject 13). Direct

*0.D., M.S., Ph.D., Associate Professor,
School of Optometry, University of Waterloo,
Waterloo, Ontario N2L 3Gl
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A Quantitative Study
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Fig. 1

ophthalmoscopy was performed on
each subject, each of the selected
landmarks was located, and the
maximum amount of plus power per-
mitting a clear view of the selected
fundus detail was determined.
Three readings were obtained for
each landmark and averaged. Prior
to ophthalmoscopy, two drops of
0.5% tropicamide were instilled in
the examininer’s and the subject’s
eye. Ophthalmoscopy was done with
the instrument held as close as possi-
ble to the subject’s and examiner’s
eye. Observations were made
through the apical cap of the cornea.

Results

The results are shown in Figs. 2, 3,
and 4. The data points give the aver-
age ophthalmoscope lens power
(relative to that used to view the op-
tic nerve head) required to view the
landmarks in 13 subjects. For exam-
ple, in Fig. 1, the average lens power

used to view the disc was —4.6 D,
while the average lens power used to
view the remotest marker in the su-
perior temporal quadrant was +2.6
D. Thus, the change in ophthalmo-
scope lens power required to view
this pointis +6 D, which happens to
coincide with the average for all thir-
teen subjects, shown on the extreme
left in Fig. 2.

Discussion

If we interpret the changes in
ophthalmoscope lens power as being
due to changes in retinal level, then
Fig. 2 indicates that there is a slight
but measurable lowering of the reti-
nal level at 15 degrees from the nerve
head in the inferior nasal and supe-
rior temporal quadrants. Such a
lowering of retinal level occurs in the
inferior temporal quadrant also, as
shown in Fig. 3. The superior nasal
quadrant, however, does not show
such a retinal downslope, but rather

99



its level rises steadily upward. From
Fig. 2 it would appear that the center
of symmetry of the retina is the
nerve head; however, from Fig. 3, it
would appear that the center of sym-
metry is shifted toward the fovea
centralis. When the data of Figs. 2
and 3 are replotted in a single graph
(Fig. 4), it appears that the slopes of
the two temporal quadrants are sim-
ilar. The two nasal quadrants are
both more steeply sloped than the
temporal quadrants, and resemble
each other closely, except for the 15
degree point along the superior
nasal quadrant.

Inspection of Fig. 4 leads to a
tempting speculation. Nasal fundus
ectasia2.3 is a condition in which the
nasal retina (particularly the in-
ferior nasal retina) slopes downward
in a dramatic fashion. Itis associated
with inferior conus, tilted ner-
vehead, and inverse entrance of the
central retinal vessels (situs inver-
sus), and such patients frequently
show a refractive scotoma in the
temporal visual field. There is an
associated pallor and poor choroidal
circulation in the inferior nasal ret-
ina. In many cases, the division be-
tween normal and abnormal body
structure is only quantitative and not
qualitative. For example, many pa-
tients have one eye which is slightly
smaller than the other: at what point
would that eye be termed micro-
phthalmic? It may similarly be true
that nasal ectasia is simply a quan-
titative exaggeration of a tendency
which is present in the ‘normal’ pop-
ulation. This appears to be the case
for the inferior nasal quadrant plot-
ted in Fig. 2.

Some comment should be made
concerning individual differences. It
appears that at least two types of
slope may be seen when individual
data are plotted in a fashion similar
to Fig. 4. It appears that for some
subjects (e.g. subjects 4, 7, and 13,
shown in Figs. 5, 6, and 7 respec-
tively), there is a steep slope to the
retina in all quadrants, while for oth-
ers (e.g. subjects 2, 3, and 10, shown
in Figs. 8, 9, and 10 respectively),
there is little change in retinal level
until the more peripheral points are
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reached. The slopes shown in Fig. 8
would appear to be intermediate be-
tween those of Figs. 9 and 10 and
those shown in Figs. 5, 6, and 7.
There appears to be no correla-
tion between the slopes shown in
Figs. 5-10 and either the subjects’
refractive errors or their corneal cur-
vatures: for example, the subjects
shown in Figs. 7 and 10 have nearly
identical refractive errors and cor-
neal curvatures. The subject in Fig.
7 is a 3 diopter myope with ker-
atometer readings of 41.12 @ 180
and 42.00 @ 90, while the subject in
Fig. 10 has a refractive error of
—2.75 —2.00x23 with keratometer
readings of 41.50 @ 12 and 43.00 @
102. The subjects shown in Figs. 9,
10, and 8 have rather low corneal
curvatures (40.75 @ 180 and 42.25
@ 90; 41.50 @ 12 and 43.00 @ 102;

60 45 30 15
| ] | 1

37.87 @ 160 and 38.37 @ 70 respec-
tively), but so does the subject
shown in Fig. 7.

Elschnig disc type does not ap-
pear to play a role in these individual
differences: subjects shown in Figs.
5,7,10 are type I1I; those in Figs. 6,
9, 11 are type IV; in Fig. 8, type II.

The subject shown in Fig. 6 pres-
ents some contradictions also. This
peson has a refractive error of
—7.75 D, and keratometer readings
of 46.62 in both principal meridians.
Judging from the keratometer read-
ings, this appears to be a refractive
ametropia. However, there is a very
steep slope to the data shown in Fig.
6, suggesting that the shape of the
posterior pole region (in terms of
changes of dioptric power) is inde-
pendent of the nature of ametropia
(refractive or axial). The subject
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shown in Fig. 11 has a refractive er-
ror of —10.00 —1.75 x 20 and ker-
atometer readings of 42.25 @ 17 and
43.50 @ 107, yet the retinal levels
appear to rise only very slowly until
the 30 degree point is reached. This
subject appears to be an axial
myope, yet the slopes seen in Fig. 11
suggest a flatter posterior pole than
that seen in Figs. 5, 6, and 7.

It appears that the ocular fundus,
far from being a smooth curve of
constant radius, is made up of many
different curvatures, and possesses
many little hills and valleys irreg-
ularly located over the surface of the
retina.

Table I lists for each subject the
number of quadrants in which the
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retinal level (as determined di-
optrically) is lower at a point 15
degrees from the nerve head. The
dots to the right of each subject num-
ber indicate which quadrant(s) are
lower at this point. In eleven of thir-
teen eyes, there is retinal lowering in
at least one quadrant; thus, it would
appear that this retinal lowering is
the rule rather than the exception.
Of a possible 52 quadrants (13 x 4),
the retinal level (at a position of 15
degrees from the disc) is lowered in
21 quadrants. it appears that the
quadrant in which retinal lowering
occurs most frequently is the supe-
rior temporal (8 out of 13 eyes), fol-
lowed in order of decreasing fre-
quency by the inferior nasal (6/13),
inferior temporal (5/13), and supe-
rior nasal (2/13). The lowered retinal
level temporal to the nerve head is to
be expected, since the nerve head is
medial to the posterior pole of the
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A DIOPTRIC POWER
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globe. The lowered retinal level
nasal to the nerve head, on the other
hand, is unexpected, and suggests
(as mentioined above) that some de-
gree of outpouching of the retina in-
ferior and nasal to the nerve head is
to be expected in the normal

A DIOPTRIC POWER

; DEGREES FROM DISC
Fig. 11

population.

The ophthalmoscope lens powers
required for viewing the retina in the
vortex vein region are similar to
those reported earlier, although we
found increases in plus on the order
of 5 to 6 D were necessary, in con-

SUBJECT #
# of QUADRANTS
WHICH QUADRANT(S)?

A
SN IN IT ST

1 .

2|0

3|1

410

51

6|4

7(3

8|1

91

103

1)1

123

1312

Table 1.

trast to the 4 to 5 D change reported
earlier.

The embryonic and clinical im-
plications of this study merit further
investigation, and certainly should
stimulate some speculation.

cont’d. from pg. 88
Association Newsletters

These have room for a lot of im-
provement. An enlightened mem-
bership is a strong membership, and
the problem with provincial newslet-
ters is that they are too infrequent
and don’t contain enough informa-
tion. I plead guilty on Manitoba’s
count for I still haven’t found the
time to get out newsletters as fre-
quently as I feel they are warranted.
There is so much to pass on to the
membership and too much in one
letter is as bad as too little. The an-
swer is frequent newsletters, appear-
ing at pre-set intervals. These news-
letters should automatically be sent
to every provinical president — to
every CAO councillor and to every
provincial office or executive direc-
tor. If we are to work as a unit, all of
us must be kept completely in-
formed of every single thing that has
happened to optometry in every
part of Canada.

Eye Charts

Manitoba has made very effective
use of these charts — each year, we
supply 20,000 free to the Manitoba
Department of Education and they
distribute them to all of the schools
in the province. This chart is used in
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schools of nursing, and in university
lecture halls, as well as in the offices
of our members, and in many medi-
cal offices. In 1980, the Western
Communications Program made the
decision to have the charts printed
with their provincial names and use
them in a manner similar to Man-
itoba. All used up their orders in a
short time. At our last meeting, we
decided to revise the chart, and at
our next meeting we’ll finalize our
revisions and order a large amount
of new charts.

Eye Plaques

British Columbia — as an out-
come of the Reader’s Digest mes-
sages, had an office plaque de-
veloped — stressing vision care of
the young child. They had it pro-
duced by a workshop for the men-
tally handicapped and made it avail-
able to their membership and to the
other provinces at cost. This is an
excellent in-office public education
item. If you are interested in having
a great number of three year old
patients, then get a plaque. Believe
me — it works only too well.

The Family Guide to Vision Care
This, of course, was an American

publication and we received permis-
sion to reprint it. We met in Win-
nipeg and revised the wording to suit
our Canadian needs and had
375,000 copies made up at a cost of
5.7 cents each. This is an excellent
hand-out item. The last item I want
to mention is pamphlets. The West-
ern communications program in-
tends to produce pamphlets with
distinctively Canadian content. We
feel the need for this as most CAO
pamphlets are close copies of the
AOA pamphlets. Our first efforts
will be directed at production of
pamphlets on: sunglasses — chil-
dren’s vision — low vision — op-
tometric treatment — the Canadian
optometrist — contact lenses.

We are going to go ahead full blast
on the audio-visual presentations.
Contact lens fitting PR will be
stressed as the optometrist and not
the optician, must be recognized as
the specialist in contact lens fitting.
We are planning to go ahead with
third party support advertising —
placing full page ads in trade jour-
nals describing the availability of oc-
cupational vision care programs.

The fields to tackle are endless —
all we need is money and time.
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History:

H. P., female, age 5, was first seen
for a routine visual examination in
May 1979. The chief complaint, as
reported by the parents, was that the
right eye wandered in occasionally.
She had never been examined pre-
viously, and there was no family his-
tory of amblyopia or strabismus.

Clinical Findings:

The unaided acuities at this time
were OD 6/9 OS 6/9 OU 6/6 (Allen
slide). There was an intermittent
comitant right esotropia of 6° at 6m
and 10° at 40 cm. With the Worth
dot, there was fusion at all distances
in the lighted room, but in the dark,
there was a diplopia response with
occasional suppression of the right
eye (fluctuation between 5 and 3
dots). The rest of the examination
was unremarkable, and no treat-
ment was instituted at this time.

At the six month checkup in Octo-
ber, the mother reported that the
right eye was staying turned in more
frequently. The clinical findings now
revealed constant suppression of the
right eye, light and dark, at all
distances.

Disposition:

With the kind assistance of Dr.
Dalziel, a combination spectacle
therapy and visual training program
was prepared. Before therapy could
be instituted, the parents requested
a second opinion from an ophthal-
mologist. Dr. Bernstein in Windsor
concurred with my diagnosis and
recommended a spectacle prescrip-
tion to control the eye turn.

The initial spectacle prescription
was
OD +1.002°0UT
22 + 1.50 add
OU round top
OS +1.002°0OUT
The prism was necessary to estab-
lish a minimal amount of fusion.
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Successful Vision Training for An Esotrope

by Ronald Molzan*

To supplement the spectacle
therapy, the patient was given home
training with the MSC kit to be done
three times daily for ten minutes.
The individual targets for tracing
were used to eliminate the right eye
suppression. All the other targets,
which are the same for each eye,
were used to build up the negative
fusional reserves. The parents were
shown how to use the MSC kit and
were advised to vary the targets at
each session with the training goals
in mind.

The initial MSC fusional ranges,
before training, with the glasses,
were 50° convergence and 10° diver-
gence. In January, after one month
of training, the fusional range had
improved to 15° divergence. The pa-
tient reported a fused response for
the Worth dot at all distances in light

and dark.

In March, after two more months
of training, the fusional ranges were
50° convergence and 25° divergence.
A new spectacle prescription was or-
dered as follows:

OD +1.00
+ 1.50 add OU
OS +1.00

The prism was removed to facilitate
further expansion of the fusional
ranges.

In June 1980, a full examination
was carried out and the findings
were as follows:

OD 6/6
acuity Snellen
0OS 6/6

the ocular deviation was now a pho-
ria of 4° at 6m and 10° at 40cm. There
was no suppression, and the ster-
eoacuity was 80" of arc. The base in
fusional reserves were X/8/2 6m

10/15/4 40cm
The patient was discharged with a
maintenance home training pro-
gram to further increase the fusional
reserves.

Discussion:

Before taking on this case, my
opinion of visual training was, “I'm
busy enough. Who has time for it?”
What began as a personal favour to
the parents became a highly reward-
ing experience. Almost immediately
after training began, the parents
noticed a dramatic improvement in
their daughter’s colouring. She
could stay inside the lines on the
pictures. Soon afterward, her
schoolwork improved from C’s to
straight A’s. Her teacher was quite
pleasantly surprised.

We have the training and ability,
why not use it? The rewards are tre-
mendous without a huge sacrifice of
time.

*0O.D. — 75 Erie St., Leamington, Ont.
N3H 3B2

The MSC kit was used both as a cheiro-
scope and as a divergence exerciser.

Footnote
* MSC stands for Mirror-Stereoscope-
Cheiroscope. With its winged arms and dou-
ble mirrors, it can be set up as a cheiroscope
for anti-suppression training or as a fusion
trainer to build up fusional reserves. It is
available for $23.95 US from:

Bernell Corporation

422 E. Monroe St.

South Bend, Indiana

46601

Phone: 219-234-3200

CLASSIFIED

WANTED: Used 3 arm unit to
house slit lamp, phoroptor and
keratometer. Any make — model
considered.

Reply to Box A CJO

For Sale
Ethical practice in medical
building; 15 years established;
Asking: $90,000
Inquiries invited.
Dr. John R. Dumka
2031-33 Avenue S.W.
Calgary, Alberta, T2T 125
Tel: 242-1818
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Introduction

Only one province in Canada has
the privilege of using diagnostic
pharmaceuticals at the time of this
writing. (New Brunswick.) Many
provincial associations are attempt-
ing to pass legislation enabling op-
tometrists the use of such phar-
maceuticals but surprisingly, have
met opposition from some of its own
members. This case report should
be read by anyone who exhibits a
negative attitude towards the use of
diagnostic pharmaceuticals. The au-
thor is presently working in associa-
tion with an ophthalmologist and
has the use of such pharmaceuticals
under his auspices.

Case Report

A fifty-six year old, white male
presented himself to our office com-
plaining of decreased vision in his
right eye over the past month. A
complete medical exam one week
prior to his visit to our office re-
vealed the patient to be in excellent
general health. The exam finding
were as follows:

1. binocularity: normal ocular
motility and
orthophoric at all
distances.

*Q.D. - 4031 - 110 St., Edmonton, Alta.
TéJ 1E7.

Gordon Hensel*

2. manifest
subjective O.D. -
—2.75/-0.50 155 20/25
O.S. —-2.75/-0.25 105 20/15
(his corrected visual acuity O.D.
was 20/15 for the last 9 years)

— moderate corneal
edema and con-
junctival injection
O.D.

— 0O.S. normal

4. goldmann tonometry

—0.D. 49 mmHg
- O.S. 22 mmHg
@10:00 a.m.

3. slit lamp

The patient was immediately
given 1 Diamox sequel 500 mg orally
and one drop Timoptic 0.5% O.D.
to reduce the pressure in the right
eye. The IOP was retested that same
afternoon @ 2:30 and revealed:

O.D. 25 mmHg
O.S. 24 mmHg.

Funduscopic examination was
negative at this point through undil-
ated pupils. The patient was to con-
tinue using Timoptic 0.5% O.D.
every 12 hours.

The patient returned two days
later and revealed no change in his

Diagnosis of a Choroidal Malignant Melanoma

corrected visual acuity (O.D. 20/25;
0.S.20/15). The IOP measurements
were O.D. 14 and O.S. 20 @ 2:30
p.m. The pupils were dilated with
one drop each of Mydriacyl 1% and
Mydfrin to facilitate ophthalmo-
scopy. To our surprise an elevated
pigmented lesion in the far anterior
lower retina was observed. Imme-
diately a P;, uptake test was per-
formed and it revealed a 3.3/1.0
right/left ratio. The eye was enucle-
ated eight days later. The post-oper-
ative histopathology tissue report
confirmed the diagnosis of choroidal
malignant melanoma. Additional
testing of blood, liver, spleen, heart
and skeleton tissue revealed no
spread of the cancer. Luckily the tu-
mor had been caught in time.

Conclusion

The important point in this case
report is not the diagnosis of the ma-
lignant melanoma itself but rather
that the tumor could not be seen
without the use of a dilating drug. If
left undetected, the cancer might
have spread throughout the whole
body.

If you have not voted in favor of
using diagnostic pharmaceuticals in
your province; think again . . . ..
you might save someone’s life.

hHases

FUTURA OPTICAL (CANADA) LTD.
951 Emerson Drive (Chomodey) Laval, Que.
H7W 3Y5

Designed & Manufactured in CANADA

* GUARANTEED Scratch Proof on ALL Plastic
Lenses.

* A multitude of Materials includes — leatherettes, sculptured leatherettes, brocades,
velours, suedes, tapestries, woven materials etc.

* Wide Assortment of Cases includes — men’s clip, open-end, press squeeze, flap cover,
envelope cases, half eyes with or without clips, hard cases etc.

* Our laminated cases are foam padded with
100% nylon linings.

* North America’s Leading Designers and Manufacturers of Prescription Optical Cases.
Tel: (514) 681-4769/688-0892

* Standard or Custom sizes available. (No size
too small or too large)

FREE printing included — NO charge for standard
dies.

Nominal charge for Logos or special type where
applicable.
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Pupil-Sparing Third Nerve Palsy Due to Diabetes Mellitus:

Abstract

The symptoms and diagnosis of di-
abetic oculomotor ophthalmoplegia
are examined in a case study. The
patient had a right ptosis with di-
plopia and paresis of all muscles sub-
served by the oculomotor nerve. Tests
for diabetes were positive and patient
was placed on therapy to control dia-
betes, with resolution of palsy three
months after initiation of treatment.

Diabetic ophthalmoplegia is a
form of ischemic neuropathy that
could be elicited from metabolic or
vasculor causes. Differential diag-
nosis is essential to rule out aneu-
rysms and myasthenia gravis. The
cardinal sign of diabetic palsy is the
sparing of pupillary function. The
case points out the importance of a
careful case history to determine the
cause of the condition.

Abrégé

Les symptomes et le diagnostic
d’une paralysie du nerf oculomoteur
causée par une diabéte, sont misent
de I'avant par ['entremise d’une his-
toire de cas. Le patient manifestait un
ptose de locil droit, une diplopie et
une paralysie de tous les muscles par
le nerf oculomoteur. Une diagnosti-
que de diabéte fut faile et le traitement
préscrit — trois mois plus tard la pa-
ralysie avait disparu.

Ophthalmoplegia of the extraocu-
lar muscles can be caused by a vari-
ety of factors. Inflammatory disease,
tumour, thrombosis, arteriovenous
fistula, diabetes, and an aneurysm at
the cavernous sinus can all elicit an
ophthalmoplegia.! Of these, diabe-
tes and aneurysm are the predomi-

* Optometry Student, Third Professional
Year, School of Optometry, University of
Waterloo, Waterloo, Ontario
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Gordon E. Searles*

nant causes of most ophthalmo-
plegias. Due to the great number of
diabetics in the population, the eye
care practitioner may observe a
number of cases of diabetic ophthal-
moplegia, and the recognition of the
cardinal signs is necessary for per-
forming a differential diagnosis.

Case History

An 85 year old North American
Indian male was examined and indi-
cated a right full ptosis. Upon rais-
ing the lid, a laterial squint was
realized in the primary position (fig-
ure 1). The patient described a di-

Figure 1: 85 year old male exhibiting
a full ptosis of the right
eyelid.

plopia immediately preceding the
onset of the ptosis. A test of ocular
motility demonstrated an inability
to adduct, elevate, depress, and a
slight intorsion was observed when
the patient looked to the inferior left
(figure 2). It was apparent that the
left lateral rectus and superior
oblique muscles were relatively nor-
mal in function. Pupillary examina-
tion showed normal responses and
he had a pupil-sparing third nerve
palsy. Tests for diabetes were per-
formed by an ophthalmologist, and
the glucose tolerance test indicated
420 mg/100 ml. The normal limits for
a patient of this age would be 160
mg/100 ml.2 The patient was then

put on a carefully regulated diet for
the control of the blood glucose
level. Immediate improvement of
the ophthalmoplegia was observed
within 48 hours after start of treat-
ment in the hospital. After 3
months, the effects of the ophthal-
moplegia were completely resolved.

Discussion

Diabetic ophthalmoplegia is a
form of peripheral diabetic neuropa-
thy of the extraocular muscles sub-
served by one of the cranial nerves.
Specifically, the mechanism of dia-
betic neuropathy involves segmental
injury to nerves, associated with
focal demyelination of Schwann cell
degeneration with minimal axonal
degeneration. The types of neurons
affected can be sensory, motor, or
those of the autonomic nervous sys-
tem. The most common ocular invol-
vement includes the abducens nerve,
with the oculomotor cranial nerve to
a lesser extent. The specific symp-
toms are pain to the involved eye and
area, sensory loss and motor weak-
ness or loss of function of the motor
and sympathetic innervation.3

The lesion is caused by the isch-
emia of the neurons when the intran-
eural arteries in the region of the
intracavernous or subarachnoid seg-
ment are affected by the diabetic
complications.! The effect may be
metabolic, via the sorbitol pathway,
or vascular.4 In the case of diabetic
ophthalmoplegia, the prognosis is
usually good, with the resolution and
normal function within 3 months, as
the axonal regeneration occurs.!
Damage to the neurons by metabolic
changes usually has the better prog-
nosis, since it is potentially reversi-
ble, whereas the effects of vascular
change are not reversible. Also, the
condition may be recurrent, affecting
the same or other nerves.!
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Figure 2: (centre) Patient with lid re-
tracted in the primary posi-
tion. Surrounding views of
eye positions while directed
into the various positions
of gaze. Note the absence
of sursumduction, adduc-
tion, and deorsumduction
of the right eye. Although
not obvious in the views, a
slight intorsion of the right
eye was observed when the
view was directed to the in-
ferior left.

A patient with oculomotor oph-
thalmoplegia may present signs and
symptoms of ptosis; a lateral squint
due to loss of muscles served by the
oculomotor nerve; a normal pupil re-
flex, direct, consensual and near; and
a possible exophalmos since the ex-
traocular muscles are relaxed.>
Duke-Elder also suggests the pos-
sibility of accommodative deficiency
due to a paresis of the ciliaris mus-
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cle,6 amblyopic pupillary paresis,’
atypical (non-syphilitic) Argyll
Robertson pupil,® and a tonohaptic
reaction.? Similarly, a patient with
abducens ophthalmoplegia will ex-
hibit an inability to abduct. Diabetic
ophthalmoplegia has a very charac-
teristic sign in that associated with the
motor weakness, there is no loss of
pupillary function. This sparing is be-
lieved to be due to the noninvolve-
ment of the circumferential portion
of the nerve with the ischemia.l0
Differential diagnosis of the con-
dition is required to determine cor-
rect treatment. The ophthalmoplegia
as noted before, can be elicited by
many causes, but a close observation
of signs and symptoms will provide
proper guidance. The cardinal sign of
the condition is the degree of pupill-
ary activity. An aneurysm would be
indicated if a diminished pupillary re-
action was also observed with the
motor weakness. Confirmation
would be found in the results of a

carotid angiogram.!! Conversely, the
absence of pupillary involvement
should be an indication of diabetic
involvement. It should be noted that
the presence of overt diabetes need
not be indicated, and that the oph-
thalmoplegia may be the primary
symptom of the diabetic condition. A
3-hour or 5-hour glucose tolerance

test should indicate if diabetes is
present. Caird and his co-workers

carefully note that if diabetic inval-
vement is at all suspect, then carotid
angiography should be deferred un-
til the diabetic suspicion is
discounted.12

One further possibility in the pre-
sence of a pupil-sparing ophthalmo-
plegia should be made to rule out
the presence of myasthenia gravis.!
A close investigation as to the time
and periods of onset of the ophthal-
moplegia would be indicative.

cont’d on pg. 111
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Visual Optics and Refraction - a
clinical approach, 2nd ed., David D.
Michaels, M.D., The C.V. Mosby
Co., St. Louis, 1980, 743 pages
$77.00 Canadian.

The second edition of Visual Op-
tics and Refraction — a clinical ap-
proach, by David D. Michaels, has
been expanded extensively from the
1st edition published in 1975. In ad-
dition, new chapters have been
added in several areas.

The text is divided into three sec-
tions entitled basics, technique, and
management. Chapters 1 and 2 deal
with elementary aspects of light,
color, optics and vision. Emphasis is
placed on clinical aspects of optics
and vision. These materials are not
usually available in a basic text.
Chapter 4 describes spectacle optics
in terms of the eye. Chapter 5 carries
the subject further to discuss clinical
aspects of the physiology of vision
including psychophysics of binocu-
lar vision, contrast thresholds and
color vision. References in these
chapters are extensive and up-to-
date.

Part IT of the text includes 10 chap-
ters and 1 appendix. The subject
matter is clinical in nature and it
ranges from principles of refraction
to basic pharmacology. Chapter 7
has a unique title called “symptoms”
relating clinical history, symptoms,
and diagnosis. It can only be written
by someone who possesses a wealth
of experience in the clinical sciences
of vision. Objective and subjective
refractive techniques are brought up
to date in this part of the book and a
list of the available modern elec-
tronic optometers is included. The
chapters on ocular motility, accom-
modation and vergence cover not
only the basic sciences but place
heavy emphasis on technique and
solution of clinical problems.

The chapter on vision in children
begins with applied embryology and
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ends with functional evaluation. In
between, the author discusses some
ocular features of childhood dis-
eases, functional disorders and ex-
amination techniques. The appen-
dix to this part on the clinical use of
statistics, is quite useful to the busy
practitioner although its content is
limited. However, part III that fol-
lows the appendix begins with some
statistics thus making the transition
from the section on “technique” to
the section on “management” rather
smooth. After describing aspects of
ametropia, anisophoria and
aniseikonia, the author devotes a
whole chapter to presbyopia includ-
ing a section on pathophysiology of
the aging eye. Aphakia, is dealt with
extensively in Chapter 19. Optical
characteristics of cataract specta-
cles, contact lenses and intraocular
lenses are also covered. Chapter 20
is on low vision. It is a welcome addi-
tion for any practitioner who deals
with low vision patients occasion-
ally. An appendix to the chapter also
gives a list of sources for low vision
aids. In a similar fashion Chapter 21
deals with contact lenses. At the
conclusion of the chapter, a list of
addresses of major contact lens lab-
oratories is included. Strabismus is
the title of the last chapter. It touches
on all aspects of strabismus with a
long list of references for the serious
reader to refer to.

The second edition is substantially
richer, and longer than the first by
over 200 pages. The book can be
treated as a source of reference in any
ophthalmic practitioner’ office. The
author has provided adequate de-
scriptions of recent advances in vision
particularly on refraction and con-
trast sensitivity measurements. Per-
haps the greatest value of this book
lies in Dr. Michaels’ ability to trans-
late and apply theoretical knowledge
in vision to clinical aspects of vision
that confront the practitioner daily in
his/her practice. It is also a most ap-
propriate text for undergraduate
courses of visual or physiological
optics.

George C. Woo, O.D., Ph.D.

Optics for Clinicians by M.L. Rubin,
2nd Edition, Triad Scientific Pub-
lisher, Gainmesville, Florida, 1974.

The objective of the author is to
present an elementary, general pur-
pose, practitioner’s text of optics
that is both reasonable in length and
sufficient in depth to satisfy the ev-
eryday clinical refractionist. To this
end, he has been successful. This
text is divided into two large sec-
tions, one on basic optics and the
other on visual optics. In addition, a
small section is devoted to light.

In basic optics, the author em-
ploys examples, diagrams and tables
to illustrate the principles of ver-
gence and lenses, cardinal points,
Snell’s law of refraction, prisms and
astigmatic refraction. Unlike other
texts on elementary optics, the au-
thor also discusses the Maddox rod,
the optical cross, and transposition
of cylinders in the same section. This
section probably serves the needs of
residents in ophthalmology. For op-
tometry students and optometrists,
this section involves pleasant and in-
teresting reading.

The visual optics section deals
with model eyes, accommodation,
refractive error, correction of ame-
tropia, use of cross cylinders in re-
fraction, the stenopeic slit, tele-
scopic systems, optometers,
aniseikonia, prismatic effect of
lenses, optics of bifocals and aberra-
tions. A section on instrumentation
including ophthalmoscopy, retino-
scopy, lensometry and keratometry
is also presented. Throughout this
section, both clinical points and ex-
amples are used extensively by the
author quite effectively by citing real
situations in practice. The style of
writing is very easy to follow making
reading an interesting task. This, I
believe, is a major accomplishment
by the author. This section is useful
to both the student as well as the
practitioner. Rereading of the mate-
rial as the author stated will main-
tain and strengthen one’s basic
foothold in practical optics.

Perhaps the small section on the
physical nature of light is the weak-
est portion of the text.
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In summary, it is an elementary
text that deserves the attention of
any clinician engaging in optics.

G.C. Woo

Optics, Ninth Edition, W.H.A.
Fincham and M.H. Freeman, But-
terworths, Toronto, 1980, 498 pages,
hard cover, illustrated.

Nearly all Canadian optometrists
will remember Fincham’s Optics
from their school days. Although it
was a most excellent book, many op-
tometry students found it a bit on
the austere side. For those, the 9th
edition, by Fincham and Freeman,
is a pleasant surprise and a refresh-
ing improvement on the older
editions.

The first edition of Fincham’s Op-
tics was printed in 1934. The book
was improved steadily and meticu-
lously through the many ensuing
editions, becoming a polished and
exact source of information, par-
ticularly in geometrical optics. With
the advent of the 8th edition, rela-
tively large changes were made, con-
sisting mainly in Freeman’s revisions
of the chapters on physical optics. In
the 9th edition, Freeman’s contribu-
tions have been greatly expanded.

This edition differs greatly from
previous ones both in physical ap-
pearance and content. Thus, its
page size has been increased from
5% x 8%21n. to 6 x 9 in. This permits
the use of slightly larger diagrams.
The wider margin results in a less
crowded appearance than in pre-
vious editions. More photographic
plates have been added, such as for
example a reproduction of a double-
swept contrast/frequency grating, a
photograph of strain patterns ren-
dered by polarization and a diagram
of a fibre optics face plate — all rela-
tively recent developments in the
optical sciences.

As for contents, the chapters on
geometrical optics remain largely
unchanged, as they were originally
written by Fincham. On the other
hand, the chapters on polarization
and aberrations have been greatly
changed. More modern material
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and more explicit diagrams have
been introduced.

A completely new chapter deals
with the optical properties of the
eye. Itincludes recent developments
on the schematic eye, chromatic ab-
erration of the eye, diffraction and
the eye, and aberrations of the crys-
talline lens and cornea. It also in-
cludes a discussion of the optical
performance of the eye in terms of
the line and point spread functions,
modulation transfer functions, and
contrast threshold functions with
the sine wave gratings. The chapter
reflects the tremendous expansion
of knowledge that has taken place in
this area of optics in recent times.

The new chapter contains some
inaccuracies. One example is the re-
production of Campbell and Green’s
data in Figure 20.16, pertaining to
the relationship between contrast
sensitivity and defocus. Because of
the smoothing out of the original
data points, the functions are shown
as having discrete minima at certain
dioptral values of the independent
variable. In fact, these functions
usually show a plateau, or at least
many irregularities through the
near-focus range. Disconcerting is
also the omission from the Figure of
the very important function repre-
senting low frequencies. This is the
type of inaccurate and misleading re-
production that will be perpetuated
in students’ notes and in other text-
books. It would have been far more
informative to show the curves as
they appear in the original article.
However, in the context of the book
as a whole, this is a minor criticism.

In the various sections of the book,
several features of immedite interest
to the optometrist have been added.
Examples are the laser optometer,
photochromic spectacles, and a more
detailed chart summarizing the char-
acteristics of various types of
ophthalmic glass. New and very use-
ful material has been added to the
appendix section. Thus, there are
computer programmes for ray trac-
ing. The optical symbols used in the
book have been set out in a table with
references to the pertinent sections in
the text.

On the whole, Optics by Fincham
and Freeman remains a concisely
written book presenting a wealth of
information on a relatively broad
spectrum of topics. It is highly recom-
mended as a reference book for the
optometrist.

Arnulf Remole, B.F.A., O.D., M.S.,
Ph.D.

Erratum

In the book review by Prof. Anthony
Cullen, published in the March 81
issue, two sentences were omitted in
the middle of paragraph four — pg.
56. Paragraph 4 is reproduced below.
The missing sentences from the origi-
nal are in italics.

Recurrent herpes simplex (HSV)
and the mechanisms of herpetic la-
tency are described; methods of re-
currence prevention of HSV ocular
are proposed an include the moder-
ation or elimination of triggering
factors such as ultraviolet exposure,
fever, stress namd corneal insult.
The insideous location of the HSV
Vvirus in sensory nerves ensures its
protection from elimination from
the system using current therapautic
techniques. A problemless extended
wear (EW) contact lens has long
been the summa perfectionis of con-
tact lens research. Unfortunately,
Anthony Nesburn’s chapter on EW
Lenses concentrates on those EW
lenses approved or approved for in-
vestigation by the U.S. — ED.A.
and is too parochial for the interna-
tional contact lens community. The
suggestion that cycloplegia during
the first few days of extended wear is
helpful because of local edema and
mild iritis may raise a few eyebrows
but most will accept the “cardinal
rule” that pain, irritation or redness
in previously comfortable EW pa-
tients must be treated as infection
until proven otherwise. perry
Binder concludes, at the end of his
comprehensively referenced chap-
ter on orthokeratology that “The
large amount of charlatanism that
has tainted orthokeratology has dis-
couraged scientific investigation of
the process. Studies such as those
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performed by Kerns have helped
place orthokeratology in its proper
perspective”.

Contact Lenses; Volume I Butter-
worth’s Woburn Mass. Edited by
Janet Stone & Anthony J. Phillips
375 Pages. Price (U.S.) $79.95

This book is a new edition in 1980
of an original text from 1972. Be-
cause of the rapid expansion in con-
tact lens materials and technology in
the past decade, the second edition
offers both student and experienced
practitioner alike, an updated
source of reference for hard contact
lenses.

The manuscript is well organized,
progressing from the history of con-
tact lenses and fundamental aspects,
to advanced clinical techniques. An
excellent chapter entitled, “Drugs
and Solutions in Contact Lens Prac-
tise and related Microbiology” is co-
authored by G.A. Hopkins, who
taught at the School of Optometry in
Waterloo for one term. The chapter

clearly defines the various preserv-
ing agents in contact lens solutions
and discusses chemicals for use with
both hydrophobic and hydrophilic
lenses.

An excellent colour plate section
is also included in the book with
above average examples of Burton
lamp patterns and anterior segments
with the biomicroscope. Contingent
with this chapter is a chapter on ex-
ternal eye photography which al-
though not exhaustive in its content,
provides good basic informative for

THINK TRUST
FUND

the optometrist who is interested in
this aspect of practise.

Among the appendices is a very
complete table of various contact
lense solutions, manufacturer’s
names, list of preserving agents and
additional remarks.

Volume 2 of this series was not
available for me to review but would
appear to have tremendous appeal
to Canadian Optometrists because
of its considerable content regarding
hydrophilic lenses. Chapters that
would likely be of considerable in-
terest to us all were for example; the
verification of soft contact lenses;
toric contact lens fitting; modifica-
tion procedures; and finally special
types of contact lenses and their
uses.

In general, I think the two vol-
umes are very well prepared and
would be a worthwhile addition to
the Optometrist’s library who is
keenly interested in contact lens the-
ory and the provision of contact lens
therapy.

G.A. Grant, O.D.
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Searles Case Report
cont’d from pg. 106

Treatment of the ophthalmo-
plegia depends on the cause. Dia-
betic ophthalmoplegia can be ade-
quately controlled by the proper
regulation of the diabetes, depend-
ing on the age and condition of the
patient. As noted before, the con-
dition normally is self-limiting and
resolution normally occurs after
three months.

Conclusion

The important signs to note are
the weakness of all structures sup-
plied by the oculomotor nerve with
pupillary sparing. Usually in the
case of an aneurysm, the pupil re-
flexes would be involved, but their
absence does not rule it out. Also, a
blood glucose tolerance test is easier
to perform and less dangerous for
the patient than carotid angiogra-
phy. It must be carefully noted in the

history whether the patient has a
predeliction towards diabetes, since
the ophthalmoplegia may be the first
indication of the condition. Also,
myasthenia gravis should be part of
the differential diagnosis if the
glucose tolerance test results are in-
conclusive. Careful examination
and scrutinous history taking will
aid with the proper diagnosis.
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— Press Home the Issue
Before the House Reconvenes

ACT NOW!

ENSURE OPTOMETRY
IS HEARD ON THE HILL

Contact your Member of Parliament

Send a letter of concern to the Minister of
1/ the Department of National Defence
re: Use of Ophthalmic Technicians

2/ the Department of External Affairs
re: Passport Guarantor Status
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Electronic Vision Analysis

Now you can achieve more efficient patient
flow while providing better patient care with
state-of-the-art and computerized eye care
instrumentation from Zeiss.

Electronic Vision Analyzer

The ultimate in fully automated
electronic vision analysis. A refractor
that actually replaces the pnoropter.
Performs all the tests of current
subjective refraction procedures
including far acuity, near acuity,
pharias, vergences, and more. All
with increased speed, accuracy and
patient comfort. Truly a practice
builder.

To learn more about these and other
advanced eye care instruments, or to
arrange for a demonstration, contact
your nearest Carl Zeiss Eye Care
Specialist.

Auto-Keratometer

Here's an automatic keratometer
which is so simple to operate that
anyone on your staff can obtain
objective measurements of the
curvature of the cornea and contact
lens base curves with unsurpassed
accuracy, reliability and all in just
seconds. You get an instantaneous
digital display in diopters or milli-
meter radius plus the option of an
additional hard copy printout.

Carl Zeiss Canada Ltd./Ltée
45 Valleybrook Drive

Don Mills, Ontario M3B 256
Toronto (416) 449-4660
Montreal (514) 384-3063
Vancouver (604) 984-0451

Carl Zeiss Canada Ltd/Ltée

Lens Analyzer

Measure lenses faster, more ac-
curately, more reliably and at a lower
cost per operation than with any con-
ventional or automatic lensometer.
But that's not all. It can be operated
by anyone in your office after just a
few minutes training, and it provides
you with a hard copy printout
assuring your customer that his
prescription has been accurately
and professionally handled.

Focus
on the future

West Germany |
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CLASSIC
ELEGANCE

Superbly crafted and perfectly proportioned
Zeiss frames in classic international styling
for that unassuming expression
of quality and elegance. ..

... for those who appreciate the finest

Zeiss for your Eyes!

Carl Zeiss Canada Ltd/Lte;6");4219;4~660
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HYDROCARE

The complete soft lens care system...

that prevents protéin bﬁild—up

Hydrocare® Protein Allergan Preserved Hydrocare® Cleaning/
Remover Tablets Saline Solution Soaking Solution
Weekly use of these tablets A sterile, buffered, isotonic Daily use of this sterile, pre-
containing stabilized papain solution for daily rinsing and served, buffered, isotonic
removes and prevents build-up  heat disinfection. solution hydrates, disinfects
of protein and diminishes the and removes oily contami-
frequency of inorganic films. nants with one solution.

Starter Pack: 12 tablets with
mixing vials. Refill Pack:
24 tablets.

A"e%an
Allergan

Allergan
Allergan
Allergan

AllERGAN
O Allergan Inc.

Pointe Claire, Que.

MEMBER




