Contact us:
optometry@synapse.org.za
Issue 11/2013
Dear colleagues
As 2013 trickles to a close, this last issue for the year
is about saving time, from quickly identifying the
causes of comebacks to dealing with your overflowing inbox.
Until next TIME!
Nina

Time-saving
e-mail tips
It’s no coincidence
that you receive
these newsletters by e-mail. I love
the internet! But, if you let it, it
can take over your life.

1. Deal with your e-mail 3x per day.

Save time when measuring tilt and wrap.
Try this simple time-saving technique to measure
tilt and wrap for single vision and progressives.

First, take a good fitting height:
Adjust the patient's frame to its final wearing position. Seated in front of the patient, with your eyes
at the same height as their eyes, dot pupil centres
(fitting height) as the patient looks at your L eye to
dot the R lens and then the R eye to dot the L lens.
 Now take the frame off and draw a straight line
across the dot.
I use a PD ruler, but Hughbanks & MattisonShupnick suggest you place the glasses on a flat
surface and use a marking pen angled against the
table edge; touch the dot with the pen, then slide
the glasses left and right to make a perfectly
straight line as indicated below.

Before work: Anything from the
previous evening or the early
birds can be dealt with before
the day gets busy.
During lunch: Check personal
e-mails and anything left undone
from the morning batch.
Later in the afternoon or evening:
Try to get a head start on the
next day, especially if you often
wake up to a full inbox. If I think
of something work-related at
night, I e-mail a to-do list to my
work e-mail so I can stop thinking
about it and switch back to
‘home’ mode.

2. Turn off your cell phone’s chime/
buzzer/ vibrate/ alert for e-mail,
WhatsApp, Facebook or Twitter.
Most of what we receive is not
urgent, but who can resist when
you know there’s a mail?





Next, the patient puts the frame back on and
looks at a distant object at eye level e.g. a sign
across the road.
Stand in front of them and confirm that your line
is going through the pupil centre as they continue to view the sign across the road. Adjust the
line if necessary.

3. Once opened, immediately
respond to/ delete/ file your e-mail.
If you don’t have time to deal
with e-mail, you shouldn’t be
opening it now anyway. You can
categorise your e-mail to help
you manage the information or
tag it for follow-up.

Find an interesting
target for patients
to look at, either in
the practice
(at least 6m away),
or across the road

For tilt:

Patient looks at the sign
across the road.

Standing next to them,
ask them to slowly tilt their
chin up. Stop them as soon
as you can see that the
lenses are perpendicular to
the ground.

Finally, stand in front of
them while they maintain
that position and dot the
pupil again.

Here’s what you have so far:

Now for the wrap.
 Stand on their right while they look straight
ahead at the distant target. Then have them
turn their head to the left. Stop them when the
lens is perpendicular to their line of sight. The
more wrapped the frame, the more they will
need to turn.
 Now stand in front of them and dot the pupil.
 From above, it will look like this:

4. Skype is a fantastic tool during
the day and leaves a ‘paper’
trail that you can easily follow
when you have time. You can
skype an individual, or set up a
group which includes all members of staff. Interruptions feel
unprofessional, but sometimes
staff need to notify you that the
next patient is getting irate, or
that the next patient has cancelled. They can alert you via
skype and the patient need not
even know. Similarly they can let
you know if a patient doesn’t
have medical aid benefits, or
you can skype dispensing instructions before you leave the consulting room and physically hand
over the patient. Skype is the
tidier version of sticky notes!

unch.
l
n
o
Going get to call
for
Don’t
ith!
m
S
e
o
J

Whether you run a lab, an accounts department, reception or
examine patients, everyone can
do with a few extra minutes in
the day. Discipline can help to
make your day more productive.

Your frame is now marked up with several dots.
What does it all mean? Read on…

Lost time is never found again.
- Benjamin Franklin

For tilt: Measure the distance (in mm) between
dots 1 and 2 and double that. That’s the vertical
tilt of the lenses. So, if the distance between the
dots is 4 mm, you have 8 degrees of tilt.
 For wrap: Measure the horizontal distance
between dots 1 and 3, and double it. That’s the
wrap angle of the lens. So if the 2 dots are 10mm
apart, the wrap angle is 20 degrees.


Resolving adaptation problems
Barry Santini says: ‘Helping people to select eyewear often falls into one of two categories: easy or hard. Whether it’s frame or lens selection, measuring and fitting, fashion and
appearance, or cost and insurance, it quickly becomes apparent if things are going the
easy way or the hard way.’ When they come back a few days after receiving their
glasses, they are probably heading for the second category. It can take up a great deal
of time to figure out and but for the careful clinician that ‘methodically and efficiently
uncovers the root causes of adaptation issues, an intangible and priceless treasure
awaits: patient trust.’
We all aim to be attentive, competent clinicians who listen to patients and interpret their
needs before, during, and even after the dispensing stage. Sometimes, though, it’s
important not to take things literally. We should ‘listen between the lines.’
The article gives a detailed case study of a 53-year-old, highly myopic (-9.50D) lawyer.
Prompted by his wife, he was getting high refractive index for the first time and changing
to a smaller frame. The warning bells are sounding already, right?
‘We selected a narrower, rectangular metal frame, into which I placed significantly
higher index (1.74) progressive lenses with a reduced fitting height of 17mm (previous
height: 19mm). Additionally, he desired new sunglasses. I made a bold proposal and
placed a sport-styled, carbon-fiber look, chunky plastic frame, featuring an 11 degree
face-form or frame wrap angle.’ We’ve covered the measurement of the wrap angle.
Additional position of wear (POW) adjustments may be necessary to adjust for...
1.
pantoscopic tilt
2.

faceform tilt (aka wrap)

3.

back vertex power.

Back to the patient in the article: ‘He took an immediate liking to the novelty of this
sun-style frame, but was nervous about the change. I then suggested a moderate-style,
rectangular metal, with a panorama angle of 10 degrees. With some encouragement
and enthusiasm from his wife, he opted to purchase both pairs of sunwear to have, what
he said was a choice. Both sunwear pairs were made with 1.67 index polarized lenses, in
a G15 (greenish-gray) color, with backside-only AR.’
I chose an optimized free-form progressive (this was also the first time he had AR lenses)
for the clear pair (zero wrap angle). For the sunwear, in consideration of the Rx and wrap

angles of the frames, I also selected optimized free-form progressives, computed using
the respective wrap angles (but no vertex distance adjustment). The 1.74 clear pair had
a Position of Wear (POW) adjustment made to the Rx. I targeted base curves of 2.75D as
a best compromise for the wrap angles involved (the clear pair, it should be noted, was
made with a 0.50D base curve). Preliminary calculations for the sunwear revealed an
additional power decrease of 0.37D in the sphere powers, with a slight astigmatism
due to the wrap angle. In view of the original Rx reduction, I elected not to compensate
the sun sphere powers, but I did add in the astigmatism adjustment.’
The spectacles were dispensed with no problems and the patient left seeming happy
and comfortable. He returned a few weeks later for an adjustment. Another week later
he called to say that his one pair of sunglasses were ‘fuzzy.’ Inspection of the lenses did
not reveal any flaws or coating issues, power and PD were spot on. An adjustment was
made (reducing the wrap angle slightly to 8 degrees) but ten days later they were still
‘fuzzy’ and the patient raised the subject of cost.
We have all had patients who complain about fit or price when they actually regret their
selection. At this stage the seeds of doubt have been sown with both practitioner
and patient and the relationship of trust is rapidly crumbling. You wonder whether you
selected the right frame and lens options. If you compensated the prescription like in this
case, was that accurate and appropriate? Are you tempted to start defending the price
or even offering a discount just to make the problem go away? Sit the patient down and
get a careful explanation of what they’re experiencing. Repeat back to them what you
understand from their explanation. Psychologists call this technique reflection.

Eureka! Case solved.
The patient returned again and this time explained that he noticed
the fuzziness and shadows mostly when looking at the sky while
driving. The dispenser asked whether he noticed it in car windows.
He did. You may have realised by now that he was simply noticing
the polarisation of the sky and the stress pattern of the safety glass in car windows
caused by his polarised lenses. Once this had been explained to the patient, his trust was
regained and all was well. Remember to mention to patients at the time
of dispensing that they may notice shadows on some (older) phones and
LCD displays, car windows and in the sky. Knowing that it’s normal will
help them to adapt. Most patients love the benefits of polarised lenses:
Reduction of glare and fatigue when driving, better comfort, contrast
and clarity… what’s not to like, right?
On the other hand:
Be aware of the small percentage of patients who can’t tolerate the
polarisation patterns. I’m one of them. I don’t know how to predict
which patients will love polarised lenses and which won’t, but they
make me feel seasick. My theory is that hyperopes are less tolerant
of polarised patterns and peripheral blur but there may be more.
Apparently my evolution is faulty.

How do lens adaptation problems start?
Barry Santini says there are many reasons, ranging from evolution’s influence on our visual
and perceptual development to incorrect measurements by optometrists and dispensers
who either lack training or experience. ‘Throw in eyewear prescriptions influenced by
the combination of the flawed geometry of today’s [smaller consulting rooms,] human
transcription errors and doctor’s discretion, it’s a wonder so many people find their new
eyewear as visually satisfying as they do.’

Why are we so sensitive to change?
‘Millennia ago, our ancestors had very primitive brains. As their senses evolved (including
sight), nature made the best and most efficient use of our limited cranial power by
favoring sensory processing that focused on changes in stimuli rather than attempting
to process the total sensory stream. Through natural selection, we evolved to become
creatures acutely well suited to making comparisons about what our senses tell us. In
particular, evolution has endowed our peripheral vision to be very sensitive to change.’
The movement of a blade of grass in our peripheral vision could tell us whether we had
found lunch or whether we were about to become lunch. So our vision is sensitive to
change simply because our lives depended on it.
Many people think of the eye as a camera-like system. Of course, capturing an image
is its primary function but it’s more of an information processing system. We know that
information from the eye contributes to our balance and our circadian rhythms, for
example, even before it reaches the visual cortex. The eye does not simply capture an
image either. It creates an image from the information available. Where the input is not
optimal, e.g. where there is an uncorrected refractive error or inaccurate correction, the
brain enhances and adapts the image to make it useful. ‘These situations, especially if
sustained over time, will result in the inferred contrast becoming a new baseline for making visual comparisons.’ When the correct prescription is worn, the patient’s experience
can be overwhelming and is often subjectively described as ‘hurting’ or ‘too bright.’
We know that high levels of image contrast are often
confused with and incorrectly described as ‘brighter’. During
refractions, when patients prefer the minus option on bracketing we usually confirm whether the letters are actually clearer,
or just smaller and blacker.
Human vision, then, is fundamentally dynamic in nature. ‘We are constantly comparing
what we see with what we know. Changes are noted and flagged for attention by our
conscious mind. The perceived impact of these changes will vary from individual to individual. With respect to eyewear, they can occasionally get further mixed up with factors
such as frame comfort, fit and appearance. Your task is to separate the optically unrelated influences and uncover what is bringing your client to the point of complaint.‘

In the eye of the beholder
‘We humans seem to take our vision for granted more than any other sense.’ If we make
changes to their prescriptions or eyewear, patients need to get used to the new way of
perceiving and experiencing things.

Changes in peripheral vision
We now know that changes in peripheral vision are flagged for
attention by evolution. ‘Changes made in power, astigmatism,
material index, base curve (often driven by changes in index)
and lens design, i.e., aspheric and/or progressive, will impact
peripheral vision. Additionally, frame shape, size and tilt
(pantoscopic and wrap) also influence peripheral vision.’
Have you noticed how each new multifocal wearer tells you
about the one friend who didn’t get used to their multifocals
rather than the hundreds who did? Most of the time, we are able to simply assimilate
change in Rx. We do so more readily when we are correctly prepared. Patients will notice
the difference in clarity from straight ahead to the periphery in multifocals. While I’m not
recommending lying to patients (OK, I don’t tell them that the tonometer tip will actually
touch their cornea until after I’ve done it) there are better and worse ways to explain
nthe compromises inherent in some lens designs/ products. Rather than point out the
peripheral ‘blur’, simply advise them to point their nose at the target for the clearest
vision. The ability to immediately compare clear (straight ahead) and distorted
(peripheral) vision is unique to multifocals. While the clarity of a correct head and eye
position gives immediate reinforcement, there’s also always a blurry image just a millimetre away.

Posture, preference and multifocals.
Barry Santini says: ‘Trying to ascertain in advance the postural habits for a new multifocal
client is like trying to determine what you’ll find at the beginning of an archaeological
dig.’ Surprises and pitfalls lurk around every corner. Here’s his list of things to remember:
 Shorter people will tilt their heads back
 Tall people will need to look downward more often
 People tend to tilt their heads back when being attentive e.g. when you are
measuring them, or when they are driving.
 People may resist or misinterpret the instruction to put their head down when
addressing stairs and pavements.
Of course there are exceptions to every rule, and those without any rules at all. We’ve
already established that patients don’t like change so when you are trying to solve
adaptation problems, check the fitting height of their previous multifocals and ask
whether they were comfortable with those. Check the prescriptions and parameters for
every pair of glasses that they have. Measure base curves, prism/ PD, pupil height (even
in single vision and bifocal adaptation problems) and whether the spectacles are straight
and fitting properly. Ask questions about which pair is the most comfortable and why.
Make careful notes; It prevents you having to re-measure if the patient comes back
again. Remember to use ‘reflection’ when they describe their adaptation problems.
Our awareness of and resistance to change extends to fit and style of frame. A patient
may love the new chunky dark frames that are popular now but they’ll be more aware of
the frame. Even changes in temple width, or temple placement, colour and reflectivity
(shine) of the new pair can contribute to adaptation problems.

Make sure your measurements are consistent and accurate. Confirm accuracy by matching the completed
spectacles to the dummy lenses once the spectacles
have been made. Check and fit ALL multifocals on the
patient before they leave, even if they are previous multifocal wearers.

Vertometer/ lensometer/ focimeter tips
One of the first principles of quality control stipulates an
independent evaluation of the final product. The person
who made the spectacles should not check them for
accuracy. If you have more than one clinician in the
office, compare and check measurements from time
to time. This illustrates the intrinsic and extrinsic factors that
contribute to variability in measurements.

User’s accommodation

Calibration of instrument and eyepiece

Some modern lenses are made to an accuracy of
0.01D — too small for the manual vert to measure

User’s accuracy and tolerances used

Smudged/ dirty lenses and oculars

We normally measure the back vertex power, and on
high prescriptions the Rx would differ if we were to flip
the spectacles over. If you are measuring a loose lens,
turn the more convex side to face you

A user unfamiliar with the specific instrument should
take care not to confuse the sphere and cylinder
mires, or risk inaccuracies.
Accuracy saves time and money, and keeps our patients
happy.

For further reading:

Save
time on
referral
letters
Writing referral letters is
time consuming. I try to
send them on the same
day (a policy based on
my forgetfulness rather
than my efficiency) but
still, they pile up.
Here are some pointers:

Conciseness – Stay
short and to the point.


Correctness – Accurately state the facts



Check your spelling



Clarity – Simple, clear









www.opticianshandbook.com
www.2020mag.com



Completeness – Cover
the essentials, no more.
Consideration – Imagine yourself on the receiving end. What
would you need to
know?
Courtesy – remember
your p’s and q’s to
strengthen the professional relationship.
Consistency – Always
write back , even if it is
after 17h00 and everyone’s gone home.
Copy – No, it’s not
what you think! Create
a template and plug in
the complaint, history,
Rx and proposed
management for each
patient.

CPD questions
1.

When a patient says: ’I see double,’ and the
practitioner confirms: ’So you see 2 of everything?’
it is an example of a technique that psychologists
call replication.

2.

The lens fitting height is measured while the patient
adopts a position that places the frame front perpendicular to the floor.

3.

Front vertex power is one of the position of wear
measurements.

4.

The effect of wrap is neautralised when the patient
views an object perpendicular to the lens surface of
that eye.

5.

It is disrespectful towards the patient to assume that
their complaint is not based on objectively experienced symptoms.

6.

Dealing with patient complaints should be aimed at
regaining the trust relationship between practitioner
and patient.

7.

Explaining the compromises inherent to certain lens
designs during the selection process is education;
doing so after they return to complain may seem like
excuses.

8.

When measuring a multifocal fitting height, consider
that shorter people will tilt their heads back.

9.

Experienced multifocal users usually don’t need repeat fitting and instructions on collection of their
spectacles.

10. Polarised lenses can cause fringe like patterns on
white walls.
Please submit your answers to optometry@synapse.org.za,
including your name and registration number.

Better 1 or 2?
Actually, the answer is
that 2 minds are better
than 1. If you are struggling with a challenging
patient, ask someone else
in the practice to check
your measurements. Tatsputin shows here that a
second person can add
the finishing touches to
the creation of a first.

