
REFRACTION

REVISITED

Optometric teaching of refrac-

tion has its foundation in the

mastery of optics. This is classically fol-

lowed by courses devoted to the epide-

miology, physical considerations and

models of hyperopia, myopia and astig-

matism. Other courses and companion

laboratories teach the student the tools of

refraction, such as keratometry,

retinoscopy and the subjective examina-

tion. All of these academic endeavors

comprise the science of refraction.

However, optometric education has

recognized that while the science of re-

fraction is prerequisite for preparing stu-

dents for some of the complexities of

refraction, competent and successful re-

fraction in clinical practice is truly an

art. Consequently, it is usual that third

year students begin to refract “real” pa-

tients, under the supervision of clinical

faculty. At this time, the learning of the

art begins. This can be confusing to stu-

dents because the art is not a static, well

defined entity that is universal among

their clinical teachers.

A recent book, Clinical Pearls in Re-

fractive Care1 provides a rationale and

structure to this art that has not been pre-

viously available. The authors, Drs. D.

Leonard Werner and Leonard J. Press

were both faculty members at the State

University of New York, State College

of Optometry. Dr. Werner, now retired,

went from private practice to academia,

while Dr. Press went the other way. They

co-taught a course in Case Analysis.

This book is a product of that course and

the authors’ years of experience in di-

dactic and clinical academia, and “real

world” practice. Further, they represent a

blending of the best of the two major

optometric models to obtain the optimal

ophthalmic prescription: Dr. Werner can

be viewed more as a proponent of the

Graphical Analysis Method, and Dr.

Press more of the Optometric Extension

Program’s 21 Point Analysis. This blend

results in successful refraction not being

conceptualized as an isolated entity but

rather in the context of the total visual

system and the patient’s personality and

needs.

The first chapter contains 22 Pearls of

Conventional Wisdom. Some are quite

basic, but as such, can easily be forgot-

ten by even seasoned practitioners. Oth-

ers are usually not taught or even

verbalized, such as:

� The patient’s last doctor may have

been wiser than you initially thought.

� Avoid examining close relatives, refer

them to distant colleagues.

� If the patient presents with a shopping

bag full of unsatisfactory spectacles,

you will probably add to the collec-

tion.

Eleven of the remaining chapters ad-

dress all refractive scenarios, including

the ametropias, presbyopia, binocular vi-

sion considerations, diabetic patients,

cataract patients, and the dissatisfied pa-

tient Each chapter begins with a discus-

sion of the topic and is followed by the

presentations of a number of clinical en-

counters. The authors outline the history

and the “high yield” tests that were

done. Then, by using the appropriate

Pearls, they provide their rationale for

determining the final prescriptions.

Readers might not agree with the au-

thors’ reasoning in all cases because of

philosophical differences. Nevertheless,

the strength in these case presentations

rests in the clarity and logic with which

the rationale is given.

I found the chapter on autorefraction

particularly enlightening. Drs. Werner

and Press propose that it is a “smart

retinoscope”, but that the practitioner

must learn to interpret its results intelli-

gently. Thus, it is a tool to be used in the

interest of accuracy and time spent. It

does not necessarily replace conven-

tional retinoscopy and in some instances

autorefraction can indicate a need for it.
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They propose that a minimum of three

autofraction readings be taken, and dis-

cuss how the confidence values of the

findings are best interpreted. This chap-

ter lays the groundwork for

autorefraction, which is used in virtually

all other chapters, but provides a unique

factor in the discussions of myopia, hy-

peropia and astigmatism.

A major goal of this book is stated in

Dr.Jack Runninger’s foreword, and the

authors’ preface. It is to provide opti-

mum, but not necessarily maximum re-

fractive care to the patient. This is

driven by the economics and reality of

today’s managed care environment. The

identified audiences are two groups.

The first is students and recent gradu-

ates; a careful reading of the book can

give them valuable insights that other-

wise take years of clinical experience to

acquire. The other group is those who

were trained to perform the maximum

refractive care even, as the authors sug-

gest, when it isn’t always necessary to

arrive at the most appropriate prescrip-

tion. I would offer a third group that the

authors did not identify; optometrists

who provide minimum refractive care

because they devote maximum care to

other areas of the ocular and visual eval-

uations even when the extra testing

doesn’t result in optimum patient care.

This book can potentially serve an-

other purpose. I recently went on ama-

zon.com and did a search for

“refraction.” A large number of books

were cited, some not appropriate for

clinical refraction, and a number that

were cogent. However, virtually all

those in the latter group were either out

of print or not in stock. I propose that

this is indicative of the loss of impor-

tance refraction has suffered in both op-

tometry and ophthalmology. I believe

this lowering in status occurred in the

medical profession when “ophthalmolo-

gist” replaced “oculist”. The same sce-

nario has occurred more recently in

optometry although, arguably, to a lesser

extent. Hopefully this book will re-

awaken an awareness of the primary role

that refraction had occupied in optome-

try’s history, and a reminder that its ap-

plication serves the major reason people

seek eye and vision care.

Clinical Pearls in Refractive Care is

available from OEP (See Product News,

page 43).
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