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INTRODUCTION 

Blazing a new trail in the thinking and pro­
ceedure of any profession entails new terms, 
definitions, and often seemingly strange ex­
pressions, readily condemned by those who 
prefer to follow the beaten path; and heralded 
a.s the dawn of a new day by the more progres­
sive thinkers. 

Although, it has been an arduous task, the 
thought of producing something which might 
be of benefit to many colleages, and even­
tually to humanity at large, has broug..l-).t wi th 
it a certain measure of enjoyment. 

The main purpose of this arrangement in loose 
leaf form and beginning the first page of 
each chapter with number one, is to permit 
the insertion of additional material from 
yea~ to year. This is only an humble begin­
ning in a new direction and continued re­
search will be required in the future to 
develop elaborations on various phases of the 
!!rocedures. 

For practical purposes as an office guide, 
I suggest that, after the ex&~ination has 
been ccrr.pletcd, the pl' /::i.t;Litioner deter:nine 
whether it is a case of hyperopia, ,myopia or 
orthophoria; then ascertain whether it is 
esophoria, e~ophoria or orthophoria. 

Assuming that the case is one of hyperopia 
with esophoria, the basic classification is 
"Elt. Next, does the patient have discomfort 
and/or lowered visual acuity'? If so, the 
small letter !fa" and/or "b" are added. Should 

• 
this be "E-a", the case is one of hype,ropia 
with esophoria and ocular discomfort. This 
classification is case #14 in the third 
chapter. Now turn to case #14 in the fourth 
chapter and note what is offered regarding 
the background causing that type of syndrome 
in relation to age, sex and environment of 
the patient under consideration. If this 
coincides with the patients history and com­
plaint, turn to case #14 in Chapter 5, study 
the variations and employ the indicated pro­
cedure. After that has been accomplished, and 
additional reconditioning is required, 
consult the tecr_~ique given under Case #14 
in Chapter 6. 

In that way, any practitioner may readily 
become accustomed to the reasoning and pra~­
tical application pertaining to this new 
approach to optometric problems. 

In the early years of my practice, hardly a 
day passed without problems for which a silent 
partner with years of practical experience 
would have been a welcome 6~est. With that 
in mind, the principles and techniques ad­
vanced in succeeding pages are presented to 
the optometric profession. 

William Henning, N.D.,Opt.D.,F.A.A.O. 
4544 Hazel St. 
Chicago, Illinois 
December 29, 1938 
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FOREWORD 

To offer in print an entirely new philosophy 
which shatters many theories of long standing 
and also describe specific techniques which 
differ radically from those in common use, 
requires a power of conviction seldom attained 
except by those who are placed in an advan­
tageous position. My good friend, the author 
of this work has dared to take this initia­
tive without special advantages or support 
from recognized institutions. He went di­
rectly to the practitioners in the field 
where these new principles and techniques 
could be applied in every day practice. 

The methods described herein have been applied 
in my own practice of Ophthalmology during 
the 'past two years and I can conscientiously 
state that the entire procedure has been a 
real revelation to me. The practice of 
Optometry on this basis I believe will be a 
boon to humanity and should be welcomed by 
other practitioners as a very important sup­
plellent to their particular realm of endeavor. 
My personal experience with the various 
techniques has been such that I a~ convinced 
of the soundness of the new principles ad­
vanced, astounding as they may seem at first. 

Perhaps the most difficult part is that of 
suddenly throwing one's thinking apparatus 
in reverse. This new approach is at first 
somewhat confusing, but the extreme eff ec -
tiveness and ~stonishing end results, soon 
dispel all doubt, and within a short time it 
is found to be the simplest and most concise 
method ever offered to the refractionist. 
That promising and almost virgin field of 
"Preventive Optometry" alone is sufficient 
to warrant the necessary study to comprehend 
and master the techniques. 

Owen H. Yerman, M.D. 
2033 Woodward Ave. ~_ ,~~/J(. ~ 
Detroit, Michigan ~~ .~'_'_ ~ 
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RECOMMENDATION 

During my thirty-five years of medical prac­
tice, I have watched the growth and development 
of Optometry' from spectacle vending to a 
highly scientific and dignified profession. 
It has always been my firm conviction that 
the field of refraction and the care of 
functional ocular disturbances comprise a 
domain for which a new type of specialist 
was yet to be developed. 

Until two years ago, I felt that it would re­
quire many more years for such a group to 
become a reality; but with the appearance of 
this treatise, I believe the modern Optome­
trist applying the methods herein described, 
will qualify for that position. 

This is the first time I have seen a presen­
tation in Optometric literature, from the 
standpoint of reasoning and interpretation 
of ocular symptoms, which seems to coincide 
with my experience in the practice of meal­
cine. It is very unusual to find a composi­
tion pointing in a new direction, so com­
pletely developed in detail ~s t~is o~e; 
enabling any Optometrist to apply the entire 
procedure in chronological order without 
personal instruction. 

I sincerely hope that this book will attain 
wide circulation so that humanity may be 
benefited by the application of the teachings 
herein set forth. The ~reat need of relief 
from ocular discomfort is rapidly becoming 
paramount; and here we have well developed, 
clear cut, practical basic principles of 
"Preventive Optometryll presented. God speed 
this teaching. 

Harold J. Hoover, M.D. 
316 Harrison 
Grand Ledge, Michigan 
December 29, 1938 
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CHAPTER ONE 

Explanation of the essential 
differences between prevail­
i~~ concept of Optometric 
procedure and the new con­
cept based on our twelve 
fQ~d~~ental principals ad­
vanced in the Educational 
bulletin n~~~er one. 
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Chapter One 

BASIC PRINCIPLES 

Since the purpose of this volume is to supply 
the practitioner with a practical office 
guide, based on a new concept, :!: submi t the 
following principles to be considered as 
fundamental in this work: 

(a) That -nearly all ocular discomfort and 
pathology is the result of general psycho­
physiological disturbances which may be in­
tensified by local demands. 

(b) That ametropias and heterophorias are 
primarily ocular manifestations of basic 
disorders inherited, acquired, or both. 

(c) That high or low retinoscope findings, 
low ductions, low recoveries, etc., are also 
indications of basic disorders. 

(d) That ocular manifestations should be 
modified as much as possible before supportive 
lenses for constant wear are prescribed. 

(e) That lenses and prisms as co~~only pre­
scribed for constant wear do ~ot correct the 
condition but merely neutralize the manifes­
tation and act as support. 

(f) That in all reconditioning it is essen­
tial to change the properties of light as 
well as the pathway. 

There are many cases of ocular discomfort 
showing a fairly well balanced ocular pattern, 
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2 Chapter One 

and many who present erratic ocular findings 
but have no difficulty. There are also a 
great number showing refractive errors who 
complain of discomfort and are relieved by 
the wearing of lenses which neutralize the 
manifestation. However, the mere oblitera­
tion of the sympto::1s is not satisfactory 
proof that the condition has been corrected. 

Even if ametropias and heterophorias were 
anatomical and structural shortcomings, a 
lens or prism would not correct the condi­
tion but merely neutralize the effects of 
such defects and anomalies. Furthermore, if 
ocular tests revealed "Ocular conditions" 
per se, the optometric profession would have 
reached the acme of perfection with the ad­
vent of precision instruments, such as the 
ophthalmometer and others with which exact­
ing ocular tests are made. It seems to have 
been the hope and dream of many refraction­
ists that sQmeone would some day invent an 
instrument with which the exact shape of the 
eye could be determined, and the exact length 
of extrinsic muscles measured. 

Today it is well known that such an instru­
ment would have little or no v9.1'..!e, because 
the compensatory power of the body is so 
tremendous that slight anatomical and struc­
tural variations in a pair of eyes, free from 
other interferences, are relatively insignif­
icant. 

It is interesting to note the inconsistencies 
that have existed in optometric principles 
for many years upon which many techniques 
have been evolved. Perhaps the most out­
standing of all is the prescribing of "the 

....... -.-
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least minus and the most plus." Only casual 
observation is necessary to determine that if 
"the least minus" were correct in prescribing 
for ::nyopia then "the most plus" for hyperopia 
would have to be wrong, because they are op­
posite manifestations. If it is correct to 
reduce ~yopia, esophoria and exophoria as 
much as possible, BTLd prescribe only that 
amount of minus lens, base in or base out 
prism power ~ctually needed for clear and 
single vision, why is it not also correct to 
reduce hyperopia"? Of course, if we aSS1..L!'. e 

that hyperopia is an anatomical defect, ~d 
that the ciliary muscles are com~clled to 
contract, allowing for an increase in curva­
ture of the crys talline lens to co:npensa te­
for thc hyperopia, there would be SOIa '; irtue 
in prescribing all the plus lens power the 
patient would accept without blur, tut there 
is sufficient evidence to disprove that as­
sumption. 

A s~ple test is to observe with the retino­
scope the eyes of a hyperope who has no~al 
vision without lenses. Place a working lens 
in front of one eye and observe tr~ ~~flex 

with the retinoscope while the patient is 
readir~ the twenty foot letters on the dis­
tance chart with the other eye. It ~ay be 
stated that under such an arrange~ent", the 
eyes would not be working together, but it 
is not likely that the Ciliary muscles would 
contract in the eye employed for seeing and 
not in the one being observed throush the 
retinoscope. If then, there i3 appron.:nately 
equal ciliary activity in both eyes, e ve n 
though one of them is not actively engaged 
in seeing at that time, and it were true that 
the cillaries ' together with crystalline lens 
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are used to compensate for the hyperopia, a 
relatively neutral reflex should be found in 
the eye under observation through the retino­
scope. On the contrary, it is found that 
nearly the same amount of "with motion" rep­
resented by the total amount of hyperopia is 
still present. 

Another test would be that of directing at­
tention to a distance test object, having 
the sa~e size letter on two different back­
grounds; one of them a monochromatic red near 
the extreme red end of the spectrum, and the 
other one a monochro~atic blue. A hyperope 
who might have normal vision under a poly­
chromatic or composite light source, would 
have difficulty reading the normal letter on 
the monochromatic red, but would have no 
trouble reading t~at same size letter on the 
monochromatic blue. 

This brings us to the chro~atic interval of 
the eye which accounts, at least in part, for 
this phenomenon. The generally accepted 
theory upon which nearly all optometric tech­
niques have been based, is that a composite 
li&~t source produces a single focal plane 
in the eve as ~hown in Fio~re 1 on preceding 
page, wh~n in actuality, the eye is not ach­
romatic, and the polychromatic light source 
is broken up into its various component parts, 
producing different focal planes. Experi­
ments tend to show that under a co~posite 
light source, we are able to recognize form 
no matter which one of the several focal 
planes may be impinged on the macula. ,Fig­
ure 2 on preceding page shows this relative 
arrangement. It is only relative because, 
actually, the distance from the violet to the 
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red focal planes in the- average eye is only 
about ~ mm. This is calculated on the basis 
that the average individual has a chromatic 
interval of about l~ diopters at the macula, 
and that the difference of I !!tn. in the ante­
rior-posterior length of the eye !lakes a dif­
ference of 3 diopters. Other illustrations 
on succeeding pages are to be interpreted 
on the sa~e basis. 

In view or these facts, it is quite easy to 
explain and also to demonstrate that it is 
the shift in the chromatic interval which 
enables the average young hyperope or a mod­
erate degree, to have nor.nal vision without 
supportive lenses, and that the ciliaries 
together with the crystalline lens, playa 
very small part, if any, in t~e distance vi­
sion. Furthermore, that part or the accom­
modative or focus ~echanisn does not neces­
sarily make up the entire adjustment for 
near vision. 

The increase in curvature of the lens at 16 n 

may therefore range rrom zero to 2~ diop­
ters, depending on the span of the chromatic 
interval in the individual. 

Occasionally we hear of someone 80 or 90 
years of age who reads relatively small 
print without supportive lenses, who also 
has clear vision at distance, and does not 
have extremely small pupils. Wnile such 
cases are relatively rare, we know that al­
most every presbyope is able to read small 
print with considerably less plus addition 
than our accepted standards call for, i.e., 
the amount that may be required according to 
the fused cross cylinder test or the dynamic 
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6 Chapter One 

retinoscope finding. If a plus lens actual­
ly relieves ciliary stress, it is strange 
that so many individuals are still uncomfort­
able, some of them even more so, with the 
indicated plus lenses in place. On the other 
hand, we wonder why a small amount of lens 
power, either plus or minus, sometimes re­
lieves discomfort. If plus lenses are for 
the sole purpose of relieving the strain of 
the delicate cilia~J muscles, why should a 
youngster 10 or 12 years of age, having an 
amplitude of 12 to 14 diopters of acco~~oda­
tion, ever require a plus .50 or plus .75 
sphere, when many others walk around and 
even read incessantly, showing the need of 1 
or even 2 diopters of plus sphere, but are 
not aware of any ocular disturbance? 

Unfortunately, many of our presently accept­
ed opto~etric principles were established in 
the optical laboratory, with the result that 
some of them are false because the purely 
optical phase is only a part of the visual 
act, an::i the compensatory' powers of the body 
have been almost completely ignored. It was 
believed that the optometrist's realm of ac­
tivity was mainly a matter of measuring op­
t ieal defec ts An rl ~l_lpplying S'.lppcrt i VG lenses 
to neutralize the effects of such anatomical 
malformations. If that were correct, our 
ability to relieve ocular discomfort should 
have increased in proportion to the develop­
ment of precision instruments, and refinements 
of the various tests. Instead, there are 
more uncomfortable eyes today than ever be­
fore. Many pages could be written elabor?­
ting on the last statement, but it is suffi­
cient to state that it is high time for op­
tometry to begin moving in a new direction. 

• .. 
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Another phase which presents interesting ma­
terial for comparative study is the subject 
of anisometropia. There are literally mil­
lions of individuals not wearing glasses who 
have no visual difficulty, no ocular discom­
fort, and are very efficient, in spite of 
the fact that they show considerable hypero­
pia and astigmatism, and in addition to that, 
a considerable difference in the refraction 
between the two eyes. From that point of 
view it appear:s that the importance of equal­
izing the refraction in cases of anisometro­
pia has been stressed entirely too much. 

A similar misapprehension seems to exist 
with regard to heterophorias. It will be 
shown later in this work that such ~anifes­
tations are primarily an expression of the 
basic p~y c ho :-...2h;y~_ i qlQ&.:hY2L~Si-t.UJLo_L th~_,.i.n d i -
vi~~al. An esophoria of the same degree in 
a number of different patients ~ay have a 
different meaning in each one. 

In the light of present day knowledge, a 
"field of refraction," as a primary factor 
does not exist. The eyes are part of the 
body, subject to the same laws that. ~0i-,erYl 

other parts. They are nourished by the same 
blood stream, and are easily affected by 
Circulatory, as well as other psycho-physio­
logical disturbances. In many instances of 
general disorders, the eyes are even ~ore 
readily affected because of the . increased 
s ens ftlV1tycr~~=.-t9-_}h~~_~-=-g_~e."~~te;=-numb.er_,._ 0 f 
nerve endings and intricate vascular system. 
Consequently, the , ... re{rac ti ve s'etup 'mu's t be 
considered a~ seconda~~Q.......:r~.o_ndit,t-Qnlng in 
most cases. ---

..! .. ----
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Still another reason for a number of false 
principles in commonly accepted optometric 
techinques is the fact that only the chang­
ing of the course of light was considered. 
The eyes, being the only part of the body 
which respond to a change in the pathway of 
light may account for many wrong conclusions 
drawn by optometric investigators. 

The fact that the eyes are the only org~~s 
which respond to a change in the directions 
of light does not ~ean that they do not re­
spond to other types of sti~uli. In fact, 
in some cases the ocular responses to cha:lges 
in composition of light is even greater than 
to alteration in the direction. 

These principles ~ay be applied by obtai:ling 
five pairs of colored lenses edged to fit t::e 
trial frame, and co~bining them with le~se3 
and/or pris~s as indicated. After t~e ie­
sired combination ~as been inserted in the 
trial frame, cover the sides with so~e 0-

pa~ue substance to exclude extraneous li~t, 
and direct the patient r s attention to a t:rs.ns­
illu~inated target at sixteen inches. Y~at 

be ing the dis tance at which the near duc t ions 
are t8.kp.TI ... it i.e the more desil-'aule because, 
the ~~ount of prisms base in or out is de­
pendant on the recovery point, and if the 
target for training is placed at the sa...'1le d2-s­
tance, the necessary prism power is indicated 
by the recovery point. --. 1 4 l 
When any of the blue-~~f~:;~v~t frequan- 7 
cies are being used it is well to inst~~ct 
the patient to close the eyes at certain in­
tervals, but if one of the red-orange-yellow 
bands is applied, it is better to turn t~e 

• • • • i ~\ 
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light on and off or e~loy an automatic 
flasher in the usual mann~~ 

The differential responses to changes in the 
pa thway of lig..l1.t, accomplished by minus lenses 
to spread the light and with plus lenses to 
converge it are well-known. Also that of 
changing the direction with prisms base in, 
out, up or dmm. But the responses to select­
ed portions of the spectrum is not so well­
known because it has only recently been in­
troduced into o~tometric procedures. How­
ever, this ~ethod of utilizing the visible 
portion of the light spectrum for the purpose 
of altering bodily functions has been in use 
for many years by general practitioners, and 
the various effects produced by that method 
are well-established. It is only necessary 
to differentiate between general and special­
ized application. 

In optometry, we are mainly interested in 
altering ocular function. If, by doing that, 
benefiCial results are also obtained in other 
parts of the body, it must be considered 
siInilar to the general physir.8_1 benefits 
which very often follow the application of 
lenses for constant wear. 

Since the various portions of the spectrum 
become manifest to the sense of sight as 
color, we designate them by number, employing 
a system which has been in use for many years 
by general practitioners, advanced by E,r. 
Catl Loeb. In that system a filter known as 
#1, is flame red. Spinach green is #2. 
Medium amber #3. Medium blue #4, and blue­
violet i3 #5. 
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These are the five basic filters which may be 
combined to form other bands which elicit 
specific responses. When two of the basic 
filters are combined~ such as #1 and #5, the 
frequency is then 1mown as #15, #1 and #3, as 
#13, #2 and #3, as #23, etc. In this parti­
cular system, the smaller number is placed in 
front, as shown in the above examples. There 
are three combinations which are not used. 
They are (#1 and #2), (#2 and #5), and (#3 
and #4) • 

For optometric purposes, we use the various 
band in harmony with lenses and prisms to 
alter ocular function. --

/ /Wbenever mi!}J,ls lense~~~~ ____ tndi~ated for 
i stimulating focus, , ~_r-:~.,9.?~nCZ #1,,-, is also 

Ii called for. When prisms basJ~ . .=~t-)._ ~~ _e_ ~~ re.-
\ quired to increase conver&.eQQ§, freq:y_enc~, #3 __ -, 

is the most -de-;rr~l~-.~-Should plus " l~nses 
be indicated to inhibit foyua,..-.the #4 '\ b~;d 
is most suitable. In"cas~~~ is a--~d 
for pris~.E..~~_~_~~~ t~~ _ #.L1lan<l-) is similar 
in action. Variations from this relationship 

~l~ 
ar~n;idered in another chapter. Funda­
mentally, there are only two types of re­
sponses •..• contraction and expansion. Any 
h,'l ... '!.. '--" -- • ~ ~ - - ' - d f th 
..,Qrlu.. OT.l u.uo Ul.W::~- .lna.~-\l.l.Q..let; en 0 e 

spectru.rn usuaf~uces---expansion" whereas, 
the red-y~llow-o~~nge frequencies tend to 
cause~ntraction: The main difference be-

- I 

tween lenses and prisms to Change the pa thway 
of light, and filters to change the com­
position of light is that the effect of the 
former is more localized and the responses 
of the latter are more general. However, 
when the two are combined in harmony with 
each other as stated previously, both phases 

, ... ~<~:\il&it1i . nrwt;hhz '$'.tltiidiifr~_jftihk;",~.w+~I~ ~;.t~~~_2~,. ~~-" . _:~i.~;'::' '' j~i. ~~:~" ',--: 
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seem to be more suitable fqr optometric pur­
poses. In other words, the changing of the 
pa thway of 1 ight alone, as c onnnonly prac t ic ed 
in optometry is incomplete, and to use the 
various portions of the spectrum without 
combining them with various lenses and prisms 
as indicated by the ex~~ination is also in­
complete. 

This is readily understood when we consider 
the chromatic interval of the eye as shown 
in Figure 2 on preceding page. It must be 
kept in mind that this drawing is merely 
relative and that the distance from #1 to the 
#5 band in the eye is oP~Y about ~ mm. All 
investigators seem to agree that the chromatic 
interval in the average eye is about It 
diopters. We may ass~~e then that there is 
a certain plane at the macula on which the #2 
band is impinged under the ~ost desirable 
visual conditions. If we now place a minus 
lens in front of such an eye, the #2 band 
would be moved further back which would in­
terfere with the habitual lOCUS, and to re­
establish that visual condition, it is ne­
cessary for the crystalline lens to increase 
its curvature, neutralizing the effect of 
the minu s 1 ATIS in froY!. t 0 f the a yo. The l'tj­
fore, it has been stated that aminus lens in 
front of such an eye would stimulate accom­
modation, which is correct because that can 
be demonstrated. 

To show the similarity between the effect of 
the minus lens and that of the #1 band, we 
may refer to Figure 3 on preceding page, 
showing that when a red filter has been 
placed before the eye, the green-blue-indigo 
-violet portion being absent, leaves the eye 
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quency, because .t:r~quency means how __ , m..e.ny 
wav~s pass a s~rt@:J,JJ:p-:o,£t.,.,during. a sp.eqifl_ed 
time -~ 

_t--

If this same wave action is applied to air 
and the various waves in the air stimulate 
the auditory nerves, we find that the longer 
waves or lower frequencies produce what is 
known as a low tone. Whereas, the shorter 
waves or higher frequencies produce what we 
refer to as the higher sounds, notes, or 
pitch. In that way, we may think of the low 
tones in relation to the red end of the light 
spectrum, and the higher tones to that of the 
blue-indigo-violet portion. 

As an exa~ple to explain the comparison 
bebveen sound and color for the purpose of 
producing differential responses, we may 
consider the effect of different tones or 
rates of vibrations in air on different tun­
ing forks of different size or degree of 
hardness. If we had two such tuning forks, 
one of them so constructed that it would 
respond to 256 vibrations or waves per second, 
which in music is known as middle C, and the 
other one of such size and temper that it 
would respond tn nouole the number of v Ibl.'Cl­

tions, which would be an octave higher, we 
could make the following experiment. If we 
strike the key known as middle C on a piano, 
the strings corresponding to this key would 
be set in ~otion at the rate of 256 vibra­
tions per second. Since the first tuning 
fork is so constructed that it will respond 
to that rate of vibration, it would be set 
in such · yiolent motion that it, in turn, 
would produce its own waves in the air, and 
the re suI t of this would become audible. The 
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other fork would also be disturbed but it 
would require a sensitive instr~~ent to 
detect it. So we may state that, the waves 
produced by the strings of the piano affect 
both forks, but the former is more vehemently 
disturbed. 

If we tighten the strings while they are 
still in motion, the rate of vibration will 
increase in proportion to the augmented ten­
sion. If this tension is increased to the 
point where the rate of vibration corresponds 
more nearly to the second fork, the response 
of the first one would decrease while that 
of the second increases. Finally, the latter 
will become audible and the first one is no 

___ --longer heard. There is a certain range oe­
, tween the two where both are affected almost 

equally but neither one is audible. On the 
other hand, there is also an audible range 
for each on9- although not in resonance. This 
is mentioned to show that in sound as in 
color, it is necessary to have an exact rate 
of vibration in order to produce a more vio­
lent response in one tuning fork as it re­
lates to sound and one type of specialized 
tissue as it relates to color or vibrations 
in light. 

'------Since various types of tissue suc~.§l3 gl~nds , '_ .. , 
ne~es, smooth or involuntary muscle, or 
s t r ~p e d vo I_Wit ar:i-=~~.-~ c'~~~ ·--a.~.f-c_~ ~ ~ t..~c ted 
different ly, we may safely as sume . _. tha t _ .a::1.Y 
one of them would respond more violently to 
certain rates of vibration than - 'to . others. ,:; ,? !r 

Since the interac tron 'ot thes -e " v'arfou's~-t:ts sues d j 
is mainl:i. bro-u·ghl-~abo·uf· ·through' t'h.'e --"~'~e~'vous 
system, tl1B:t portlonof'·-the·-sp'ec-riUnl desig­
nated as #1 is referred to as a sensory stim- . 

\/ ! ..... 
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ulant, meaning that the nerves of sensation 
respond more readily to this port.ion of light 
than other types of tissue. By the sa~e 
token, the #4 band is referred to as a sen-
so~~e~re_~~ant, the #3_, freg.u~~~!.,.._~~_~a-S£tor 
sti_~Ylant, and #~~~p.F_essant. 
Although such designation is inadequate, t~e 
reader may supply his own elaboration from 
the above explanation rela t i ve to the compar­
ison between sound and color. Furthernore, 
that phase of the application of selected 
frequencies comes to us from the general 
practitioner and applies mainly to the general 
psycho-physiological responses. Since the 
eyes are part of the body and these selected 
frequencies elicit general as 'Nell as local­
ized ocular responses, it is necessary that 
opto~etrists become f~~iliar with those 
general effects in order to broaden their 
knowledge and understanding of localized 
ocular responses as they are associated with 
general disorders. To obtain this inforna­
tion, I reco~~end the book "A Course in 
Specific Light "Th~I2.§'PY" by Dr_._ ,~r~'[o_~J? 
Any reference made in this volu.l1e relative to 
general responses in supportive functions to 
the ocular mechanism is based on my under­
standing of that subject on that basis. 

My first experience in combining a selected 
portion of the spectrum simultaneously with 
lenses and prisms changing the pathway of 
light, was in a case commonly referred to as 
convergence insufficiency. The patient was 
a nurse, female, aged 28, who Cful1e to me 
complaining that she had not been able to 
read more than a few ~lnutes at a time for 
nearly ten years. Aside from being uncomfort­
able, as soon as she began to read, the print 

1:1 

• • 
~ • • 
~ 

t' 

The Practice of Modern Optometry 17 

would double in a few minutes. As she ex­
plained, being a nurse, the servi~es of sev­
eral ophthamologists had been at her disposal 
during these ten years and everyone of them 
had-been very anxious to help her. They had 
all tried to fit her with glasses, some of 
which ~ade no difference whether she wore 
them or not, and others made her more uncom­
fortable than she was without. She had sev­
eral pairs of glasses with her and asked if I 
cared to see them. They ranged from plus .25 
cylinders at oblique axis to plus. 37 spheres. 

The static retinoscope finding was plus .25 
cylinder O.U.X 135 O. D. and 45 O.S. The 
phorias were 5 exophoria at distance and 18 
exophoria at near. The base out duct~on at 
near or positive relative convergence was 8 
brea}: ~d -10 recovery, i.e., it required 10 
base in before she could fuset~etest object. 

With a history of discomfort and ina'::>ility to 
read for that long a period, I realized that 
the case might be difficult to h~~dle and 
decided to try something different. My prac­
tice being a combination of general physical 
therapy and opto~etry, our equipment for 
producing a specific portions of the spec-
tr--u:u, ",which'l:c htld used only in O')~ ~h.,,-~ir.~~ 

. ..., py department, C?"?&~~.JLV[c::trbon ~cJ 
lamo i:::lorovised to ho ~lli.~Q..~SJ:.\OU3 

kinds~~,J~gI?:~,£.t, ~.l:?-~,,,_ .. J.,Jgh to' s o_~_~£ e, prod uc ing 
various bands which we n~~bered 1 to 5, as 
explained earlier in this chapter. This was 
according to my understanding of the infor­
mation contained in lectures by Dr. Carl Loeb. 

Since this arrangement had worked out un­
usually well in gener~l physical therapy, I 
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decided to try it in ocular reconditioning 
through the proper lenses and prisms. The 
total amount of prisms base out, that the 
patient coul~ tolerat0ta~out 20 in~ 
were placed ln the tr~rame-.--Thls oeing 
the distance from her eyes to the IJ,.,gh,,-t 
sour ' .. , sh,~_~~~ __ ~sked to g_~.~",e_ ... ~~ the-"bu~~ 

arbons, which could be seen through ~ 
fi s, and try to keep the Ii ht source 

ou ling The particular filters used 
~~~~~o~s~e~n~umbered #2 and #3, or green and 
amber respectively. Within two or three 
minutes, the patient said, "Doctor, it feels 
as though a big load is being lifted from my 
head." A moment later, she stated that it 
was getting easier to look at all the time. 
At first, it had felt about the same as when 
she was trying to read; a sort of drawing 
sensation. But by this time, that was en­
tirely gone. The patient, being very much 
elated over the change in the way her eyes 
felt, I decided to make the base out duction 
test at near, and to my surprise, it was ~ 
16 break and 4 recovery. The break, having 
been raised from 8 to 16, and the recovery 
from 10 base in to 4 base out, which was an 
improvement of 14 prism diopters in the re­
covery. With such a remarkable change in so 
short a time, I became curious to 1mow whether 
such a change would be only temporary or rel­
atively permanent, so instructed the patient 
to return in one week unless she experienced 
any particular discomfort in the meantime. 

A week later, she came in, all smiles, and 
stated that she had read several hours every 
day without disco~fort or any sign of doub­
ling. I immediately made the same test and 
was astonished to find that the test was now 
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22 break and 14 recovery. In view, of this 
experience, I. told her that it was difficult 
to believe that she could have had all this 
ocular discomfort without some physical dis­
turbances, and she answered that she did, but 
could not understand how that hadanyconnec­
tion with her eyes, but stated that a decided 
change had taken place in other functions. 
She had had difficulty with constipation 
during all this time, beginning first with 
mild laxatives which had to be changed to 
more drastio cathartics, and later, even that 
did not seem to help, so during the past four 
years she had taken an enema almost every day. 
What puzzled her more than anything else was 
that since that one eye treatment, it had not 
been necessary to take an enema, indicating 
th9. t there was a c onne c t ion be tween he r ocular 
difficulty and other disorders. 

I have seen this patient a number of times 
during the past several years, and there has 
been no recurrence of her former difficulties. 
This experience led to further investigation 
which resulted in a special instrument being 
made to apply these principles in optometric 
procedure, and out of them grew the techniques 
descrited in succeeding chapter~_ 

All techniques described in the following 
chapters are purposely based on a simple 
trial frame arrange~ent. This is to avoid 
discrimination against manufacturers on one 
hand or show favoritism on the other. It 
does not mean however, that I advocate such 
crude methods to recondition a pair of eyes, 
but feel that my responsibility ceases with 
the explanation of the basic principles in­
volved, from a purely optometric standpoint. 





-: 

Chapter Two 

THE EX.AI1INATION 

Since a number of good books on refraction 
contain the general outline of an examination 
such 3.S the name, address, occupation, his­
tory, etc., no space need be utilized for 
that purpose here. Examination record sheets 
also designate a space for the above mention­
ed phases of" an examination. We need but to 
outline the various tests and refer to those 
phases where a modification of procedure is 
desirable in conformity with succeeding ana­
lytical, palliative, and corrective procedures 
in this work. The following numerical method 
of designating the various tests will be 
adhered to in the remainder of this volume. 

#1. Opthalomoscopic examination. 

#2. Opthalomometer findings. 

#3. The habitual phoria at distance. 

#4. The habitual phoria at near. 

#5. The static retinoscope test. 

#6. The dynamic retinoscope test. 

In. The subjective test. 

#8. The distance phoria with #7 in place. 

All remaining tests are made with #7 finding 
in place for non-presbyopes. Special consid­
eration of certain findings in case of pres-

',.'.;..::. 
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byopia will be given later. 

H 9. Distance prisms base out to blur. 

#10. Distance prisms base out to break and 
recover. 

#11. Distance prisms base in to break and 
recover. 

#12. Distance vertical phoria. 

#13. Induced phoria at near. 

#14. The fused cross cylinder test. 

#15. The near phoria through #14. 

#16. The prisms base out test to blur out, 
break and recovery at near. 

/117. P · rlsms base in test to blur out, break 
and recovery at near. 

#18. Vertical phoria test at near. 

#19. The accommodative amplitude. 

#20. The minus lens blur out at near. 

#21. The plus lens blur out at near. 

Although most of these tests are described in 
a number of books on refraction and the aver­
age optometrist is well-versed in that phase, 
there is always a dange~ of making various 
tests so ultra-scientific that they become 
almost valueless from a practical standpoint. 
Unfortunately, there is often such a vast 

'-, ';~. 
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difference between laboratory tests and office 
prac t ice that the information gained tn the 
laboratory is very misleading. For many 
years, ocular tes ts were interpreted primarily 
from the viewpoint of the physicis t. The 
fallacy of such conclusions is well known, so 
we will merely concern ourselves at this time 
with those tests which require sli&~t modi­
fications. 

Although every individual responds according 
to his particular psycho-physiological setup 
in relation to his enviroru1:ent, there is encu&-'1 
similarity in the humfu~ race to pe~it the 
establishment of certain fundamental princi­
ples upon which a method or technique ~ay be 
based. All tests are primarily for the pur­
pose of gaining information ~~d should be 
made as nearly as possible lli~de~ average 
li~~ting arrangements and in the simplest 
manner. It is not our intention nor is it 
necessary here to describe every test in de­
tail, but merely to touch upon those phases 
which are more apt to produce different end 
results. After all, the important part is 
to establish a relative uniformity on a new 
basis. 

At this point, it may be stated t~at it is 

~~~,~Jr~1:>_~_~, . , ~_ 9. " .!~rr .~_£l~ .&~Jl~_E'_~?: .. , illuminati,on 
during the exa.'1lination becaus'e "'fhe " neuro-
phy'sToTogical setup" 'or'-!3"ome patients is very 
much affected by such changes in their envi­
ronment. Furthermore, we do not recommend 
fine fixation Objects for . retJI1..9,~.:c..QPY J 'e 'ither 
static' oraiiiamTc,~'b'~~~use the purpose' of all 
focus and "convergence tes ,ts is -to determine 
their habitual relationship to each other, 
and by introducing test objects which demand 
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minute fixation,the test will defeat its own 
purpose. Remember that we are not measuring 
"refractive errors" nor are we testing the 
strength of muscles as we formerly believed. 
All tests are made to obtain information 

,I redlative
i 

tto the
t 

pthatirenitd'si ocular difficulty 
an we n erpre e n ngs on the premise 

( that their deviations from the expected are the I result of general disorders, past or present. 

i Consequently, the fewer variables we intro­
it duce during the eXB....llina t ion, the more like ly 
fi we are to arrive at the proper conclusions" 

I~2.~_~_~~~_ or trying to make an "accurate re-
fT.~_c:t.ion)" we are more interested in deter­
mining how the individual's ocular mechanism 
functions habitually" 

After the first ~~d second tests have been 
recorded, the distance habitual phoria or #3 
is next in order. This is accomplished by 
producing vertical diplopia with the Stevens 
phorometer prisms and adjt..:.st them so that the 

~ lower image appears to the right, gradually 
bringing it into vertical alignment with the 
upper image. The amount of base out is re­
corded as esophoria, and if base in, as 
~Xvfjl-lo~i6t • 

The #4 finding or habitual phoria at near is 
very often such that there is insufficient 
prism power in the Stevens phorometer, so it 
is bet ter to use the rotary prisms for measur­
ing the amount of the phoria, and merely use 
the Stevens phorometer prisms to produce 
vertical diplopia. 

Test #5 or the static retinoscope finding is 
made by directing the patient's attention at 

• • • 
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some distant object, havir~ a plus lens in 
the phoropter of sufficient power to neutra.l­
ize the difference between the patient IS fix­
a.tion point and the exa~iner's observation 
point. The 'TIost COThllOn are plus 2.00 spheres 
when the eX£Ll1iner wishes to work at a 20 inch 
distance and plus 1.50 spheres if he desires 
to work at ~ distance of 26 inches. ~~ile 
the patient's attention is directed to t~e 
dist~nce object, the reflex from the pupil 
is observed t~rough the retinoscope. As t~e 
bea~ of lig~t from the instrQ~ent is ~oved 
across the~pu?il, in case of hyperopia, t~e 
:nove:nent of the reflex will be in the Ss..:::8 
direction ~s the ~ea~ of light. T~en ~CQ 

. "I J",' -~ """It is in th.=> "-, -plus sphereS ~~,(:l ...,ne :nOVv:TI __ ... - " -'- '-: 

posite direction.. Then reduce the pl:..:.s 
sp::ere l.:.,,'"l'C:'l it is neutr::tl. In ~yopia, t~':e 

., .... 1 "11 be lfa-al"nQT-" Q~-l 'TIOVA~""nt of' 7"'~. O ~O~ ex 'tV' , ' .",- ~_vv -- .. ~ 

-it ~ '~'-'~ece~s~;; ;~·add 011;us sph~res ~l:, :'l 
it is also ne"C..tral.s: e a~ou..~t of pll~s or 
~inus sphere found in t2e instrl~~e~t after 
the working 18:--. :3 has b e e~ re:noved, is record­
ed as the ;:;=5 f:':"!.ding. In case of astigmatis:'1, 
after one ~eridiarl has been r"e-LLtralized., 2dd 
::linus cylinders '.l....~til the secor .. ::: meridian is 
also neutral. 

The #6 or dyna.'"Tlic retinosc.ope test is :!'lad.e 
t " t 0 n"Jor1r'j n c-in a si:nilar :nanner excep ~ ,t:.a n , ,\..~~ .,j 

lens" is needed ~ec~use t~e fixation and oj­
servation Doints are now in the s&~e p~a~~. 
That is, the patient's attention is directed 
to some object in the S8.:!le plane as the re::~ 
inoscope. We repeat, it is undesiraole ~o 
use fixation objects in retinoscopy w~ich 
require effort, because the ocular ~atte~n 
is primarily an expression of the baSlC pa'C­
tern modified by local de:nands and such :nod-
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ifications will be more pronounced as local 
demands are increased by fine fixation ob­
jects. The purpose of retinoscopy on this 
basis is t~ . s_tudy response and tonI'city in~­

stead of refractive errors. 

If we would make the various ocular tests on 
an individual several times in one day, we 
would very likely obtain a different set of 
findings each time. If, in addition to that , 
we would vary our technique, the variation 
in findings would be still greater. However, 
if we make the tests on the uniform basis 
mentioned earlier, we would be more apt to 
obtain an average set of finds of that indi­
vidual's ocular pattern. 

The taking of blood pressure is of a similar 
nature. It is the relationship of the sys­
tolic and diastolic pressures and the pulse 
rate which is important .... not so much the 
amount, except in relatively extreme cases. 
When a retinoscope finding is made under 
stress, it is similar to taking blood pres­
su:e while the patient is lifting a heavy 
welght. Whereas, if the patient's attention 
is directed to a specific distance rather 
than a fine fixation object, the psychologic 
phase tends to bring all functions into their 
habitual relationship. Due to the fact that 
we have all been in the habit of thinking in 
terms of mathematical accuracy, it may seem 
somewhat strange at first to adopt a seeming­
ly careless method of retinoscopy. In the 
majority of cases, there is not much differ­
ence in the findings, regardless of the tech­
nique employed. With these factors in mind , 
we may safely proceed with retinoscopy on 
that basis and expect reliable and uniform 

• • • .. 
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end results. We may state that the 200-foot \ ! 

letter is qUite'-satfsfacto"ry for all te$ts ;n~ ... 
except the blur out tests, and of course 
those used for visual acuity • 

The #7 or subjective test has perhaps re­
ceived more attention in all former books on 
refraction than any other phase of the ex­
amination. Yet, this test like any other, is 
only one bit of circumstantial evidence, and 
has very little meaning by itself. ~_~~.-~_~ 
test 1s only of value in relation to other 
rinds. Since this test foliows the dynamiC 
retinoscope finding, the simplest way to make 
it is to reduce the plus spheres or increase 
the minus as the case may be, from the lens 
power that is in the· instrument after com­
pleting test #6, until the patient can read 
the 40-foot letter o~ slightly better, and 
inquire at this point whether or not the 
astigmatic chart appears UIliform. 

Unless there happens to be a great difference 
between the distance and near astigmatism, 
the amount of cylinder in the instrument at 
the completion of the #6 test is usually 
adequate to produce satisfactory neutraliza­
tion of the astigmatic error. If not, 'slight 
changes may be made at this time to equalize 
the appearance of the astigmatic chart. After 
that has been done, it is well to produce 
horizontal diplopia and inquire if the 2 
charts are about equally blurred. If not, 
it is well to equalize them under this slight 
blur because it is easier for the patient to 
recognize slight differences under this ar­
rangement than after clear vision has been 
obtained. If the charts appear about equally 
blurred, the vertical prisms used for pro-
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ducing diplopia may be dispensed with and 
the patient will again have single vision. 
Then it is only necessary to reduce the plus 
sphere or increase the minus u~til the patient 
sees the 20-foot letter or a trifle better, 
if the individual's best vision is decidedly 
better than 20/20. Then reduce the plus or 
increase the minus another .25 to 1.00 diopter 
in plus according to the age of the patient 
which is approximately as follows: 

Up to age 10, it is usually well to leave 
about one diopter of hyperopic manifestation. 

10 - 20 .......•... about .75 

20 - 40 ..........• about .50 

From then on slightly less than t diopter if 
that amount reduces the visual acuity. 

In non-presbyopes, the remaining tests are 
made through the lens combination remaining 
-in the instr1.Lrnent after these deductions have 
been made. In <ill fJl'esbyopes, the Donders 
.~~d according 'to-age should be added to the 
above lens combination for all near tests. 
Aithough Donders add was calculated at a dis­
tance of 13 inches and most of our tests are 
made at 16 inches, we may use the same 1il'110unt 
because we deduct a slight amount from the 
distance, whereas Danders used the full a~ount 
of plus to neutralize the distance manifes­
tation. 
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The add according to age is approxima te~y as 
follows: 

Age 45 •.••••• Add plus 1.00 

Age 50 •.....• Add plus 1.50 

Age 55 ..•••.• Add plus 1.87 to plus 2.00 

Age 60 .•.•.•• Add plus 2.12 to plus 2.25 

Age 65 .....•• Add plus 2.50 

Age 70 or older .... Add plus 2.75 

The #8 test is the new distance phoria and is 
made mainly to study the reflex stimulation 
or iri..h.ibition to the convergence phase through 
the focus. 

The #9 test is made by directing the patient f s 
atte'ntion to the smallest distance line of 
letter that can be read, and slowly introduce ,I 

base out prisms until there is a noticeable ~ 
blur or some sign_which indicates that con­
vergence is beginning to interfere with focus. 
If such interference Is not noticed by the 
patient, that test is considered negative. 
Otherwise, the amount of base out prisms at 
which the interference occurs is recorded as 
that finding. 

The #10 finding or distance base out duction, 
is a ~tinuation of the #9 test by increas­
ing the prisms base out until diplopia occurs. 
However, the patient's attention may be di­
rected toward t.h§_2OO.=£.(lQ.t._J~~t~F for this 
test. Then the prisms base out are gradually 
reduced until a Single image is again present, 
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which is known as the recovery. The amount 
of prisms base out at the time of break and 
recovery is recorded as the #10 finding. 

The #11 finding is made in a similar manner 
except that prisms base in are employed. 

The #12 test is merely that of prodUCing hor­
izontal diplopia and bringing the two images 
in horizontal alignment with prisms base up 
or down. 

The #13 is the new near ~horia test, and in 
presbyopes, the Danders add according to age 
is supplied in atldition to the lens combina­
tion already in the instrument. 

The #14 finding is the fused cross cylinder 
test at 16 inches. Since there are still 
many optometrists who do not make this test 
in their routine examination, a simple way of 
making it is here given. 

With the indicated lens power for near in 
place, direct the patient's attention to the 
cross cylinder chart and inquire if both 
vertical and horizontal sets of lines appear 
~bc~t equnlly black. If not, it is well to 
equalize them with the required cylinder. 
When this has been accomplished, add the 
cross cylinder with the plus axis at 180, or 
you may make up your own cross cylinder from 
the trial-case or the phoropter, by inserting 
a plus .50 sphere and a -1.00 cylinder a~is 

90, for each eye. Then inquire again of the 
patient which set of lines appears darker. 
If they are still equal, the #14 finding would 
be the same as #7 for a non-presbyope, and for 
a presbyope, the #7 combined with the Donders 
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add according to age. If the horizontal 
lines appear darker, add plus spheres~. U. 
until they are about equally black. If the 
vertical lines appear darker, add minus sphere 
to equalize them. Then remove the cross 
cylinder and the remainder is recorded as the 
#14 test. It is well to have slightly sub­
dued illumination for this test. That is, 
the special illumination used for the various 
near tests is too intense for this test, and 
ahould be reduced. 

The ~~? finding is the phoria ~ith t~e #14 
lens combination in place" and is mainly made 
for the purpose of studying the effect of 
this lens combination on the convergence. 

The #16 finding consists of three steps. 
The patient's attention is directed to the 
smallest letter ~hich can be read at 16 
~he~. The~ 'prisms base out 'are introduced 
.u:ntIT this line is~l..J.J.r.r_~d _ .g~~ ~_~ .. l.~ c~~ ... }?:.? 
log&~;r b~~L.. r,§_~sl! If no blur occurs or if the 
'letters double before they blur, that phase 
of the test is designated by an X. Othervlise, 
the amount of prism power at the time that 
the line of letters blurs out is recorded. 
~nen more prisms base ouL are introduced 
until diplopia occurs and the amount of prism 
power recorded as the break, and then the 
prisms are reduced until there is again a 
single image, which constitutes the recovery. 

The #17 finding is made in a similar manner, 
except that prisms base in are used. 

#18 is the vertical phoria test at near. 

#19 1s the test to determine the amplitude of 
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accommodation, and is accomplished by direct­
ing the patient's attention to reading material 
,?onsistingof the .!...,62 M ~ter.a., and slowly 
moving it toward the eyes until a noticeable 
blur occurs. At this pOintthe"'cfIsEaiice' --'from 

-~he'~~ading card to the patient's eyes is 
measured and translated into diopters. 

The #20 finding is the minus lens blur out 
and is made at 16 inches with the patient's 
attention directed to the smallest letter 
~~~!?,~~ ... 'oe re~ad, and minus SpITe res~ddedO . 
U. until that line is blurred out. The amount 
of minus lens power ' -;~id~d . is '~' recorded as 
that finding. 

The #21 finding is made in a si~ilar manner 
except that plus lenses are added. 

In addition to these tests, there are those of 
color field charting, the mapping of blind 
spots, transilluminations, and taking of 
blood pressure or any other test the examiner 
wishes to make as corroborative evidence, 
such as stereopsis, reading rate, etc. All 
of those except blood pressure are already 
well covered in other books and need no fur­
ther elaboration here. 

So many improvements have been made in the 
taking of blood pressure during recent years, 
and also decided changes in the interpreta­
tion of blood pressure findings have taken 
place, that the writer deems it advisab~e to 
present a few cardinal points relative to 
this pha~e. The older methods of taking 
blood pressure usually consisted of placing 
a stethoscope on the brachial arteries and 
determining the systolic and diastolic pres-

• • • 
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sure by sound. 

Those methods were unsatisfactory for several 
where the pulse was weak reasons. In cases 

and the individual happened to have a rela-
tively fat arm, it was very difficult to 
determine the diastnlic pressure. On the 
other hand, if the exa~iner happened to be 
somewhat hard of hearing, his findings were 
also unreliable. With some of the later 
types of inst nL'11ents, however, no stethosc~pe 
is- required and such types are reco~men~ed 
to optometrists because the findings are more 
reliable especially since the average optom­
etrist i~ not accustomed to the use of the 

stethoscope. 

Most important, however, is the interpreta­
tion of the findings after they have been 
made. The systolic pressure by itself has 
very little meaning unless it is extremely 
high. It is the relationship between the 
systolic, diastolic pressures, and the pulse 
rate which is i~portant. It may be stated 
that the following relationship is considered 
as relatively ideal for the average individ­
ual. T~e systolic preD~ure between 110 to 
140, the diastolic pressure from 75 to 90, 

pulse rate 70 to 80. 

The following chart on the interpretation of 
blood pressure is according to Dr. Loeb from 

Von Recklingshausen. 
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INTERPRETATION OF BLOOD-PRESSURE AND CUSrrOMARY PA'rHOLOGY TO LOOK FOR AS 
EVIDENCED BY THE COJfbINA'rION OF SYS'l'OLIC, DIA~)'rOLIC, AND PULSE RATE 

Suggests a poor myocardium; inclpient dilat&tion. 
Suggests an overworked heart; incipient hypertrophy. 
s.uggests-aortic insufficiency. rrhe diastolic is falling in its efforts 
to compensate for the increased cardiuc effort. 
Intracranial tension. Suggests vascular changes met with in arterio­
sclerosis, cardio-renal diseases, etc. Points to avoplexy. 
SugE;ests a failin~; myocardium, a possible nephritis and other cardio­
vascular changes. Seen after apoplexy. 
A reading often seen in neurasthenia, neurosis, etc. 
Cardiac insufficiency. SUCCest s tuberculosis or other infection. 
Suggests abnormal relation of t he components of the blood as seen in 
anemias; cardiac weakness; possible tuberculosis. A reading seen in 
typhOid, septic er.docarditis, etc. 
Cardiovascular strain; incipierlt cUI0io-renul disease. 
Hyperpiesia, a condition of arterial tension existing prior to cardio­
vascular changes; a reading often met with in neuritis, the climacteric 
period and in mental overwork, worries, etc. 
Suggests that patient is extremely toxic; precedes cardiac failure. 
Suggests thyroid intoxication. Endocrine dysfunction. 
When long continued, it points to kidney dysfunction with or without 
albuminuria. 
Nervou3 hypertension. Look for psychIc cUU::leS. 

When persis tent, it point.'] to failing heart. 

60-90 92-110 1 '12-1'1.0 142-190 

50-'70-'1. 
72-86-'1. 
88-120-5 

---- ----- - ---.-
72-86-10 bO-?0-2 
08-120-1 'i'2-86-9 

88-120-5 

'72-86-13 50-'70-10 
88-120-7 Normal '72-86-10 

138-120-14 

90-120-8 50-'70-2 72-86-15 
120-150-12 

11 50-'70-11 60-80-3 15 
92-120-8 

-

192-280 

50-70-4 
. 70-06-4 
88-120-5 

50-'70-4 
72-86-4 
88-120-5 

50-'70-10 
'72-86-10 
88-120-14 

50-70-2 

15 

Cour ~ esy of Actina LaboI'D.toY'ies, Inc. 

I-' 
I-' 
0 
J 

f-' 
(j t:::J 

-- H 
<D ~ 
0 (j) 
J ~ 
I-' 0 
f-' t-1 
0 H 

(") 

....:J I-(J 

~ ~ J 
(0 Uj 
0 (j) 

c; 

c.n ~ 
0 
I 

....:J 
C\J 

f-' 

<? 
c.n 
0 



" i 
I ' , I 

16 Chapter Two 

HOW TO USE THE BLOOD PRESSURE ChART 

The upper row of figures represent the var­
ious groups of systolic pressure. The figures 
along the right side are the dias tolic groups. 
The figures in the squares or rectangles de­
note the pulse rate and the interpretation. 
Example: The patient has a systolic pressure 
of 155} and the diastolic pressure is 95, 
with a pulse rate of 90. The systolic pres-
3ure is between 142 and 190, which is the 
second set of figures from the right in the 
upper horizontal row. Follow downward from 
that set of systolic figures to the square 
which is in horizontal alignment with the 
second set of dias tolic figures from the top, 
which are 90-110, as the patient's diastolic 
pressure is 95, which comes between those 
fi6Ures. In that square are three sets of 
fi~~res representing possible pulse rates, 
and numbers designating the various interpre­
tations from 1 to 15 given above the chart. 
Since this patient I s pulse rate is 95 it comes 
between 88 and 120 which is the lower set. 
At the end of this is number 5 which, as 
stated, sugsests a failing myocardium, a pos­
sible nephritis and other cardiovascular 
changes. Seen arter apoplexy. Aside from 
the "normal" square in the center, all vacant 
squares are considered as normal also. The 
number 11 in the lower left hand square and 
the number 15 in the two lower right hand 
squares denote interpretations, number 11 

• and nu..'11be r 15. 

On this basis, the taking of blood pressure 
is of great value to the optometrist as cor­
roborative evidence and should be taken in 
nearly all cases past 40, and many younger 
individuals where definite symptoms of cir­
culatory disturbances are suspected. 

• • • 
11 
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_ CHAPTER THREE 

Classification of Case Records 

Thirty comp"lete case records 
to explain method of clas­
sifying cases. Each case re­
presents a specific ocular 
syndrome, used for re ference 
in other chapter. 
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Chapter Three 

CLASSIFICATION OF CASE RECORDS 

Due to new discoveries in optometry during 
the last decade, the basic prlnciples in 
Chapter One have been established, and in 
harmony with those principles, the following 
method of classifying case records has been 
evolved. 

In this work we consider hyperopia, myopia, 
esophoria, and exophoria as the basic ocu~ar 
m~~ifestation of general phycho-physiolo6 ic 
disturbances. 'The basic classifications which 
are designated by capital letters frQm A to 
I are as follows: 

Classification 
Classification 
Classification 
Classification 
Classification 
Classification 
Classification 
Classification 
Classification 

A: 
B: 
C: 
D: 
E: 
"]:<'I. 
J.: • 

G: 
H: 
I: 

S--r.rnetropia wi th orthophoria. 
~metropia with esophoria. 
~~etropia with exophoria. 
Hyperopia with orthophoria. 
Hyperopia with escphori~. 
Hyperopia with exophoria. 
~yopia with orthophoria. 
Myopia with esophoria. 
Myopia with exophoria. 

In addi tion to that, if the Dati~com:olains 
of discomfo~ the small let te~~~ is added 
to the capital letter, designating the basic 
classification. If t!le vision is below nOI'!!lal 
~either one or both eyes, the-S~letter 

(,~.t) is. added. For eX8.."'11ple, Classification D 
with discomfort would be designated as D-a. 
The same classification with discomfort and 
lowered visual acuity is designated as D-a-b. 
If there is not discomfort but lowered visual 
acuity in one or both eyes, the des:lgnatlon 1.9 D-b. 
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In addition to that, various complications 
may be added. This makes it possible to des­
cribe a case record without giving the find­
ings and is intended mainly for more conven­
ient intercommunication between practi~ion­
ers. Althou&~ there are many complicatio~s, 
they would rarely exceed five or six in ~~y 

,one case. Under complications, we may list 
suppression, suspension, scotoma, acno~al 
color fields, diminished visual fields, ver­
tical imbalances, cyclophoria, vario~s low 
findings, low stereopsis, opacities, ~tc. 

Also various physical conditions which are 
\ known to the patient, such as diabetes, 
I~ephritis, anemia, etc., may be listed. 

For example: Mrs. S. L. D. Age 28. Cls.ss­
ification F-a-b with the following ~o~p~~~a­
tions .... #6, #13, and #14 findings hi~h; flO, 
#16, and #20 low; which would mea...""1. tha-c the 
case is one with hyperopia and exo;ho~!a 
having discomfort and below normal vis~on. 

The high and low findings mentioned as co:n­
plications are decidedly high or low in 
relation to other findings of the case. 

In the succeeding chapter, it will ~e s:::"o'.\.":1 
that this classification with the co~~lica­

tioTIS con3tltuts a definite 5Ylldrod~ frG~ 

the standpoint of basic disorders, ~~d yet 
it is not necessary to give all of the f~~d­
Ings. This example is given at this point 
merely to show the soundness and s~~pl~city 
of the me thod. Many more exarnples will :~ol­
low in succeeding pages. The only fi~d~~5s 

required for the basic classifications ~rcm 

A to I inclusive are #5, #7, #S and #13. ~ 
Is needed only in cases where #7 C&"""1::0'; be 
made satisfactorily, i.e., when either ~he 

vision is too low or the subjective test is 
unreliable for some other reason. 

• • • 
mJ 

• 

The Practice of Mod~m Optom~try 

CLASSIFICATION A. 
# 7. plus .25 to plus 1.00. 
# 8. Ortho. 
#13. 6 Exo. 

CLASSI?ICATION B. 
# 7. plus .25 to plus 1.00. 
# s. 1 3so. or more. 
#13. 5 E~o. or less. 

CLASSIFICATION C. 
# 7. plus .25 to plus 1.00. 
# 8. 1 ~xo. or more. 
#13. 7 Exo. or more. 

CLASSI?ICATION D. 
# 7. ;lus .~O to plus 1.25 or ~ore. 
if 8. Ortho. 
#13. -3 Exo. 

CLASSI?ICATION ~. 
II 7. 
# 8. 
#13. 

plus .~O to plus 1.25 or ~ore. 
1 Eso. or ;!lore. 
5 Exo. or less. 

CLASSI?ICAT=O~ ? 
# 7. 
# 8. 
#13. 

plus .50 to plus 1.25 or nore. 
1 Exo. or more. 
7 E...'{o. or more. 

CLAS3IFICATION G. 
# 7. 
# 8. 
#13. 

pl9....:.'"1o or minus. 
Ort::o. 
6 Ex.o. 

CLASSI?ICATI0N H. 
# 7. plano or illinus. 
# 8. 1 Eso. or more. 
#13. 5 Exo. or less. 

CLASSI~ICATION I. 
# 7. plsno or minus. 
# 8. 1 E-~o. or more. 
#13. 7 Exo. or more. 
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EXAMPLES 

CASE #1. CLASSIFICATION A. 

This is the ideal case record to be used as 
the standard by which abnormal findings are 
to be determined. 

1. Neg. 
2. Neg. 
3. Ortho. 
4. 6 Exo. 
5. plus .25 to plus 1.00. 
6. plus 1.00 to plus 1.75. 
7. plUG .25 to plus 1.00. 
8. Ortho. 
9. 7 or more. 

10. 20/10. 
11. 9/5. 
12. Neg. 
13. 6 ~ .t.xo. 
1.1. plus 1.00 to plus 1.75. 
15. 6 to 8 Exo. 
16. 14/21/15. 
17. 14/22/18. 
18. Neg. 
19. According to Donders. 
20. C) , ..... ~ ~- ...... CA 

-'-'e-.JV \."V -G III 0 1J. 

21. plus 2.00 to plus 2.50. 

Although tb.is classification is regarded as 
the ideal case record, there are certain 
modifications which must be kept in mind when 
a record is classified. In general, there 
are at least three age levels which must be 
given some .consideration. 

The findings as given in this example may be 
regarded as quite satisfactory in the maJor-

L-- ____ __ _ 
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ity of healthy individuals ran.::;ing in age 
from about 15 years to 35 years. Eveh in 
that range there may be slight modifications 
according to enviro~~ent and i~erent char­
acteristics of the individual. 

In young children, the blur-out tests are 
very often somewhat higher. After the age 
of 30, those tests ~ay be so~ewhat lower and 
still not considered as abnormal. In any 
event, we do not expect to ~ake the eyes of 
every person conform to t~is particular 
standard. They are ~ainly intended to serve 
as a ~~ide for interpretation in relation to 
that particular i~dividual. rhe history and 
subjective symptoms of t~e patient are then 
used as corrobor~tive evidence. If that co­
incides wit~ our fi~din~s, we are reasonably 

. safa to assu...rne that we are ".vor~in5 in the 
ri3ht direction. 

After the exa~ination has been made, the 
first point to consider is whether the mani­
festation is that of e~~etropia, hyperopia, 
or myopia. Next, is it orthophoria, esophoria, 
or exophoria? This deter.nines the basic 
clR.s~ificatlon. 

Asswning that it is hyperopia with esophoria, 
the basic classification ",\lould be E. That 
ha~pens to be Case #13. However, the sub­
jective symptoms may be that of asthenopia, 
headache, photophobia, or soma other form of 
discomfort, which the patient may attribute 
to his eyes as the cause. In that case, the 
small letter "alf would be added to the basic 
classification, and we find that this example 
1s Case #14. 
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Then turn 
where you 
explanation 

Chapter ThtH 

to Chapter Four under Case #14 
will find a fairly comprehensive 

of the various syndromes under 
that classification accor'jing to age, sex, 
and e~lvirorunent. In this way J any practi­
tioner may have the benefit of years of ex­
perience and research from a p!'acti~.9.1 

stanc.point. 

• • • ~ 
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CASE #2. Male, Age 62. CLASSIFICATION A-a 

Complains of eyes watering and poor vision. 
V.A.20/60 O.U. Complications: All ductions low. 
#10 and #16 recoveries low. 
Vertical imbalance at distance and near. 

Lenticular opacities. 

FINDINGS 
1. Neg. 12. 1 R. H. 

2. Neg. 13. 6 Exa. 

3. Ortha .. 14. plus 2.25 

4. 6 Exo. 15. 8 Exa. 

5. plus . 25. 16 . 8/14/2 

6. plus 2.25. 17. 10/18/12 

7. plus . 25 18 . 2 R.R. 

8. Ortha. 19. 1 D 

9. 6 20. -.75 

10. l2/6 21. plus .75 

11. 5/2 

ANALYSIS 
1. #23 X 2 

2. Neg. 
3. Neg. 
4. Neg. • 
5. Pox X IR X IN 

6. #23 X 2 
7. Neg. 
8. Neg. 

This shows very clearly that the basic class­
ification may came under the same category 
as Case #1, but because of the lowered visual 
acuity, the small letter lib" is added and 
that, together with the various complica­
tions, complete the syndroms of the pat ient I s 
ocular difficulties from which he seeks 

relief. 
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CLASS #3. Female, Age IS. CLASSIFICATION A-a-b 

Complains of frontal headaches. V.A. 20/30 O. U. 
Complications: None in ocular pattern. 

FINDINGS 
1. Neg. 
2. Neg. 
3. Ortho. 
4. 6 Exo. 
5. plus .25 to plus 1.00 
6. plus 1.00 to plus 2.00 
7. plus .25 to plus 1.00 
8. , Ortho. 
9. ·7 or more 

10. 20/10 
11. 9/5 

ANALYSIS 
1. Neg. 
2. Neg. 
3. Neg. 
4. Neg. 
5. Neg. 
6. Neg. 
7. -Neg. 
8. #24 

12. Neg. 
13. 6 Exo. 
14. plus 1.00 to 

plus 2.00 
15. 6 to 8 Exo. 
16. 14/21/15 
17. 14/22/13 
18. Neg. 
19. 
20. -2.50 
21. plus 2.00 

.Here we have the same findings as in Case #1. 
But the subjective symptoms of the patient 
call for the small let ter "a" to be added and 
the lowered visual acuity is indicated by the 
small letter Itb. 1t In such cases, the teclmique 
used to alleviate the symptoms and improve 
the vision is based entirely on the history 
and complaint. The interpretation of those 
symptoms, however, is based on the age, sex, 
and enVironment, and the general behavior. 

Ii 
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CASE #4. Female, Age 7. CLASSIFICATION B. 

Sees double at near. 
Complications; high esophoria at near. #11. 
#17 and #21 low. #5, #11, #13 and #17 low. 
#19 low. #17 recovery low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg 13. 12 Eso. 
3. 3 Eso. 14. plus 1.25 
4. 10 Eso. 15. 14 Eso. 
5. plus . 50 16 . 16/2/-'18 
6. plus 1.50 17. 8/12 -2 
7. plu3 1.00 18. Neg. 
8. 6 Eso. 19. 8 D. 
9. 10 20. -3.00 

10. 2%12 21. plus 1.50 
11. 3 \) 

ANAL-r-SIS 
1. Neg. 
2. B.I. 
3. Neg. 
4. Neg. 
5. POSe X 2N 
6. #23 X 2 
7. #5 
8. Neg. 

This is one of the many cases that I believe 
has been very much mi::J-unueL's ~0()U in Lhe 
past. Almost invariably a small a~ount of 
plus sphere was prescribed simply because the 
patient would accept it without blurred dis­
tant vision. However, on this basis, the case 
is reg~rded as an emmetrope with esophoria. 
No lenses for constant wear are needed and 
yet this child has considerable visua1dll~­
ficulties. The many reasons for this and 
other combinations of symptoms will be found 
in the next chapter under Case #4. 
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CASE #5. Male, Age 12. CLASSIFICATION B-a 

Complains that his eyes smart and feel like 
crossing when he reads. 
Complications: High esophoria at near, #11, 
#17 and #20 findings relatively low. 
Base out recoveries low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 4 Eso, 
3. 2 Eso. 14. plus 1.75 
4. 4 Eso. 15. Ortho. 
5. plus .75 16. 18/24/10 
6. plus 1.75 17. 14/18/12 
7. plus .75 18. Neg. 
8. 2 Eso. 19. 12 D 
9. 10 20. -1.50 

10. 26/6 21. plus 3.00 
11. 8/4 

ANALYSIS 
1. #23 X 2 
2. B.I. 
3. #15 
4. Neg. 
5. Pas X 2R 
6. Neg. 
7. Neg. 
8. #24 

The basic classification for this case is the 
s~~e as for Case #4, except that the small 
letter !fa" is added. Although the Findings 
are much better in this case, nevertheless 
the patient has discomfort showing that the 
amount -of deviation from the expected does 
not necessarily indicate the amount of d~s­

comfort. 
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CASE # 6. Female, Age 52. CLASSIFICATION 8-b 

Complains of failing vision. V.A. O.D. 20/40 
O.S. 20/100. 
Complications: All ductions low; lenticular 
opacities. Vertical imbalance at distance 
and #11 and #17 recoveries low. 

FINDINGS 
1. Neg. 12. I. L. H. 
2. Neg: 13. 4 Exo. 
3. 4 Eso. 14. plus 1.75 
4. 2 Exo. 15. 5 Exo. 

5. plus . 25 16 . x/18/12 
6. plus 1.75 17. x/12/4 
7. plus . 25 18. ~Jeg . 
8. 4 Eso. 19. 3 D 
9. X 20. not ta..1.{en 

10. 16/8 21. not taken 

II. 6/2 

ANALYSIS 
1. #23 X 2 
2. B. I. 
3. Neg. 
4. Neg. 
5. pOSe X 2N 
6. #23 
7. Neg. 
8. Neg. 

This is also the same basic classification 
as #4 and #5, but the subdivision IIbl! to­
gether with the patient's age, present an 
entirely different set of causative factors. 
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CASE #7. Male, ' Age 58. CLASSIFICATION C. 

Unable to read. Sees double at near. 
Complications: High exophoria at near. #10 
and #16 recoveries low. 
Vertical imbalance at near. #20 low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 20 Exo. 
3. 3 Exo. 14. plus 2.00 
4. 16 Exo. 15. 20 Exo. 
5. plus .25 16. 8/14/-2 
6. plus 2.25 17. 22/26/20 
7. plus .25 18. 2 R. H. 
8. 4 Exo. 19. 1 D 

10. 12/4 20. -.50 
11. 12/8 21. plus .75 

ANAL~'SIS 

1. Nes · 
2. B.O. 
3. #15 

" Neg. ""l: • 

5. Pas. X 2 R 
6. #2,3 
7. Neg. 
8. Neg. 

In this case, the focus setup and the a3e 
are about t~e SB...'TIe as in Case #6. But, being 
an exophore, brings it into a different 
claSSification, and as exo1ained in Chanter 
Four, is the result of an~entirelY diffe;ent 
baCkground. 

• • • 
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CASE #8. Fema1e,Age 15. CLASSIFICATION C-a 

Eyes ache when reading. 
Complications: #10 and #16 recoveries low. 
#19 low. 

}' I:ND IN GS 
1. Neg. 12. Neg. 
2. Ne,g. 13. 9 Exo. 
3. 4 Exo. 14. plus 1.25 
4. 8 Exp. 15. 12 Exo. 
5. plus 1.00 16. 10/16/2 
6. plus 1.50 17. 16/24/20 
7. plus .75 18. Neg. 
8. 5 Exo. 19. 10 D 
9. 8 20. -3.00 

10. 18/4 21. plus 1.50 
11. 14/10 

ANALYSIS 

1. Yeg. 
2. B. o. 
3. Neg. 
4. Neg. 
5. Pos X 2R 
6. #23 
7. Neg. 
8. #24 

The patient r s subjective symptoms and age are 
the main points which nistinguish this case 
from Case # 7. 
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CASE #9. Male, Age 28. CLASSIFICATION C-b 

Complains that fine print blurs, and has a 
drawing sensation around the eyes when he 
reads. N.V.A., O.D. 20/15, O.S. 20/40. 
Complications: High exophoria at near; #10, 
#1', and #19 low. #12 and #18 positive. 

FINDINGS 
1. Neg. 12. 1 R.H. 
2. Neg. 13. 10 Exo. 
3. 2 Exo. 14. plus 1.00 
4. 10 Exo. 15. 14 Exo. 
5. plus .75 16. 10/14/8 
6. plus 1.50 17. 16/24/18 
7. plus .75 18. 2 R.H. 
8. 2 Exo. 19. 6 D. 
9. 6 20. -3.00 

10. 12/6 21. plus 2.00 
11. 10/6 

ANALYSIS 
1. Neg. 
2. B.O. 
3. Neg. 
4. Neg. 
5. Neg. 
6. #23 x 2 
7. Neg. 
8. Neg. 

This is another type which, I believe, has 
been very much misunderstood in the past 
because almost every refractionist was deter­
mined to prescribe plus, and yet the patient 
~arely accepted it with comfort. 
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CASE #10. Female, Age 6. CLASSIFICATION D 

Poor Vision, N.V.A. 20/80 O.U. 
Complications: As tigrnatism, low #11 and #17. 
Low #20. Through #7 20/20 O. U • 

FINDINGS 
1. · Neg. 12 . 
2. -2.00 x 180 13. 
3. Ortho. 14. 
4. 6 Exo. 
5. plus ·4.00 -2.00xl3)15. 
6 . pI us 5.00 " I'" 16. 
7 . plus 4.00 It It II 17. 
8. 1 Exo. 18. 
9. X 19. 

10. 20/12 20. 
11. 8/4 21. 

ANALySIS 

1. Neg. 
2. Neg. 
3. Neg. 
4. Neg. 
5. Neg. 
6. Neg. 
7. #b 
8. Neg. 

Neg. 
7 Exo. 
plus 4.50-2.00 
x 180 
8 Exo. 
14/22/16 
10/18/14 
Neg. 
13 D 
-2.00 
plus 2.00 

This type is very easy to classify but great 
care must be exercised in handling them be­
cause they a~e very susceptible to focus in­
hibition. Many of these cases have been made 
slaves to strong plus lenses, but in the light 
of present-day knowledge and optometric pro­
cedures, it is very often possible at this 
age to make postural changes in the focus 
mechanism that not only make a reduction in 
the lens power possible, but greatly improves 
their general physical condition. 
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CASE #11. Male, Age 24. CLASSIFICATION D-a 

Bookkeeper. Has frontal headaches nearly 
every day during the afternoon. 
Complications: low #10 and #16 recoveries 
and low #20 finding. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 7 Exo. 
3. Ortho. 14. plus 2.50 
4. 5 Exo. 15. 8 Exo. 
5. plus 2.00 16. 16/26/10 
6. plus 3.00 17. 12/24/18 
7. plus 2.00 18. Neg. 
8. 1 Exo. 19. 8 D. 
9. 8 20. -2.00 

10. 24/8 21. plus 3.00 
11. 18/6 

ANALYSIS 
1. Neg. 
2. Neg. 
3 . #15 
4. Neg. 
5. POSe X 2R 
6. Neg. 
'1 • Neg. 
8. #24 

With the symptoms of discomfort added to the 
basic classification, cases of this kind are 
very often difficult to handle because the 
prescribing of plus may disturb the otherwise 
harmonious relationship in the findings. On 
this new basis, as explained in succeeding 
chapters, we not only obtain immediate com­
fort but are very often able to eliminate the 
need of lenses for constant wear. 
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CASE #12. Male, Age 56. CLASSIFICATION D-b 

Thinks he needs new reading glasses. 
Complications: All ductions, low. Vertical 
imbalance at distance and near. Lent~cular 

opacities. 

FINDINGS 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
S. 
9. 

10. 
11. 

Neg. 
Neg. 
1 Exo. 
5 Exo. 
plus 1.00 
plus 3.00 
plus .75 
1 Exo. 
8 
12/6 
6/3 

ANALYSIS 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 

#23 x 2 
Neg. 
Neg. 
Neg. 
Neg. 
#23 x 2 
Neg. 
Neg. 

12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 

1 L. H. 
7 Exo. 
plus 3.00 
8 Exo. 
10/14/8 
12/13/14 
2 L. H. 
I. D. 
-.75 
plus .75 

The reason for this patientrs complai~t is 
obvious. Yet, it is necessary to disa?point 
him because glasses are not the solution. 
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CASE #13. Female, Age 38. CLASSIFICATION E 

Print doubles when reading more than 10 or 15 
minutes. 
Complications: High esophoria at near. #11, 
#17, and #21 low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 14 Eso. 
3. 2 Sso. 14. plus 2.00 
4. S Eso. 15. 12 Eso. 
5. plus 2.00 16. Xj30/20 
6. pl'.ls 3.00 17. X/16/2 
7. p1'.ls 2.0l) 18. ~~e6' 
8. Ortha. 19. 6 D. 
9. 4 20. -2.DO 

10. 28/14 21. pl1..:.s 1.00 
11. 6/3 

A ... 'L~LYSIS 
1. Neg. 
2. B.I. 
3. Neg. 
4. Neg. 
5. POSe X IN 
6. Neg. 
7 . J.f-~ 

i/OJ 

8. Neg. 

~~is is another type where the changing of 
the pat~way of light was incomplete, and 
these patients usually went the rounds ~d 

every refractionist made the s~~e mist~~e by 
prescribing the total amount of plus mainly 
because of the esophoria, but the patient 
hardly ever accepted it with comfort. Modern 
methods quickly relieve the discomfort and 
the prescribing of lenses for constant wear 
becomes relatively simple. 
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CASE #14. Female, Age 22. CLASSIFICATION E-a. 

Student. Occipital headaches most o~ the 
time. Eyes burn duri!1g near work. 
Complications: Astigmatism, 49, fi16, and 42J 

findin3s low. 

FINDINGS 
1. Neg. 12. ~eg. 

1.00 x 90 13. 4 Eso. 2. plus 
1-1. pl~J.s 

1 . ...,~ plu:3 
3. 3 Eso. • I ;) 

4. 5 Eso. 1.00 x 90 

5. plus 1.00 plus 15. S Eso. 

1.00 x 90 16. 1-±/22/S 

6. plus 2.00 plus 17. 12 .... '20/1-l 

1.00 x 90 18. ~c6' 

7. plus 1.00 plus 19. 10 D. 

1.00 x 90 20. -l.JJ 

8. 2 Eso. 21. p-:"us 2.50 

9. 4 

10. 20/12 
11. 9/5 

ANALYSIS 
1. ~,.. 

,i-oJ 

2. B.I. 
3. #15 
4. Neg. 
5. POSe X lR 

6. Ne~. 

7. NeS' 
8. ;;,24 

In this type, the total amount of plus 
aL~o3t always 6r~tefully accepted by 
patient but actually is detriment~l to 
system as a whole, as explained in the 

chapter. 

is 
the 
thd 

next 
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CASE #15. Male, Age 8. CLASSIFICATION E-b 

Poor vision. V. A. through #7. O.D. 20/40 
O.S. 20/60. 
Complications: Astigmatism, all recoveries 
low. #19 low. #20 low. #5, #11, #13, and #17 low. 

FINDINGS 
1. Neg. 12. 
2. O.D. Neg. 13. 

O.S. -1.00 X 45 14. 
3. 10 Eso. 
4. 6 Eso. 15. 
5. plus 2.00 w1th 16. 

O.S. cyl. 17. 
6. plus 4.00 with 18. 

O.S. cyl. 19. 
7. plus 2.50 with 20. 

O.S. cyl. 21. 
8. 8 Eso. 
9. X 

10. 20/4 
ll. 8/2 

ANALYSIS 
1. #23 x 2 

B.I. 
#15 
Neg. 

Neg. 
4 Eso. 
plus 4.50 with 
O.S. cyl. 
Ortho. 
x/24/8 
x/16/4 
Neg. 
8 D. 
-.50 
plus 3.00 

2. 
3. 
4. 
5. 
6. 

POSe x 2N x 2R 
#23 x 2 

7. Neg. 
8. Neg. 

In this classification with the subdivision 
"b ll

, it is always well to imnrove the vision 
as much as possible before any lenses or a 
change tn lenses is prescrtbed, and then only 
the amount which will actually improve vision, 
unless the patient does not respond to the 
training in which case lenses must be sup­
plied as a last resort. 

• • • 
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CASE #16. Female, Ale 8. CLASSIFICATION F 

Complains of inability to see clearly N.V.A. 

20/100. 
Complications: High exophoria at near. #20 
low. 

FINDINGS 
1. Neg. 12. Neg. 

2. Neg. 13. 18 Exo. 

3. 2 Exo. 14. plus 4.00 

4. 8 Exo. 15. 18 Exo. 

5. plus 4.00 
6. plus 4.50 

16. 10/16/12 
17. 20/28/22 

7. plus 4.00 18. Neg. 

8. 6 Exo. 19. 13 D. 

9. 10 20. -2.00 

10. 22/12 21. plus 2.50 

11. 14/12 

ANALYSIS 
1. Neg. 
2. B.O. 
3. #15 
4. Neg. 
5. Neg. 
6. Neg. 
7. Neg. 
8. Neg. 

Young patients in this classification usually 
respond quickly to this new type of training 
and hardly ever need lenses for constant wear 
unless the manifestation is very high. The 
danger of over-prescribing is not so great 
because they will hardly ever accept the 
total amount with comfort. 
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CASE #17. Female, Age 35. CLASSIFICATION F-a 

Housewife. Eyes ache when sewing or reading. 
Complications: Constricted color fields, all 
ductions low, all recoveries low, #19 find­
ing low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 12 Ex.). 
3. 4 Exo. 14. plus 1.50 4. 10 Exo. 15. 14 Exo. 
5. plus 1.00 16. 8/14/2 
6. plus 1.50 17. 18/26/10 
7. plus 1.00 18. Neg. 
8. 5 Exo. 19. 4 D. 
9. 5 20. -2.00 

10. 12 14 21. plus 2.00 11. 8% 

ANALYSIS 
1. #23 x 2 
2. B.O. 
3. Neg. 
4. Neg. 
5. Pas. x 2R x 2N 
6. #23 
7. Neg. 
8. Neg. 

These are the kind who are almost always de­
termined that they must have glasses but are 
hardly ever benefited by them. They very 
often go from one refractionist to anot~er, 
believing t!lat if they can only iSet the 
right kind of glasses, they will have no more 
trouble. But no one seems to be able to fit 
them properly. By these new methods of re­
conditioning, they are easily helped and it 
is not difficult to convince them that they 
do not need glasses. Fortunately, after they 
have been convinced that proper recondition­
ing was the solution to their visual diffi­
cuI ties, they will bring in many new patients 
to the optometrist who cares for them in that 
manner. 

• • • 
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CASE #18. Male, Age 74. CLASSIFICATION F-a-b 

Eyes ache and water nearly all the 
Failing vision. 
Complications: #10 and #16 recoveries 
#20 low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 20 Exo. 
3. 8 E~o. 14. plus 3.50 
4. IS Exo. 15. 24 Exo. 
5. plus 1.00 16. X/8/-4 
6. plus 3.50 17. X/28/24 
7. plus • 75 18 . Neg. 
8. 10 Exo. 19. o. 
9. 4 20. o. 

10. 12/4 21. plus .50 
11. 14/10 

ANALYSIS 
1. Neg. 
2. B.O. 
3. #15 
4. Neg. 
5. POSe X 2R 
6. Neg. 
7. Neg. 
S. #24 

time. 

low. 

In the past, we were practically helpless in 
cases like this because they had to have tee 
plus addition in order to see at near, but 
could not accept them because of the increase 
in exophoria. Even by this new method, they 
are ve:.ay difficult to handle because whatever 
is done to give relief from the symptoms of 
discomfort, we still further disorganize the 
visual reflex. 
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CASE #19. Female, Age 12. CLASSIFICATION G 

Blurred distance vision. 

FINDINGS 
1. Neg. 12. Neg. 
2. -1.00 X ISO O. U. 13. 6 Exo. 
3. Ortho. 14. -1.00 X 180 o. U. 
4. 6 Exo. 15. 6 Exo. 
5. -.50 X ISO O.U. 16. 10/22/14 
6. plus .25 X ISO 17. S/16/10 

O.U. IS. Neg. 
7. -.50 19. 12 D. 
8. Ortho. 20. -2.00 
9. 10 21. plus -1.00 

10. 20/10 
11. S/4 

ANALYSIS 
1. Neg. 
2. Neg. 
3. Neg. 
4. Neg. 
5. Neg. 
6. Neg. 
7. Neg. 
S. Neg. 

The new methods of procedure advanced in 
succeeding chapters of this volume, are per­
haps of greatest benefi t to this type of case 
at about this age. The majority of them are 
not difficult to cope with, and lenses for 
constant wear are hardly ever needed. 

IlJ 

• • 
In 
IS 

-; 

Irt 
! 

Th" Practice of Modern Optometry 25 

CASE #20. Male, Age 50. CLASSIFICATION G-a 

Business executive. Eyes tire when reading, 
and feels bilious afterwards. 
Complications: All recoveries low. Vertical 
imbalance at distance and near. 

FINDINGS 
1. Neg. 12. 1 R.R. 
2. Neg. 13. 5 Exo. 
3. 1 Exo. 14. plus 1.00 
4. 7 Ex·o. 15. S Exo. 
5. -.50 16. X/18/4 
6. plus 1.00 17. X/22/10 
7. -.50 18. 1 R.il. 
S. 1 Eso. 19. 3 D. 
9. 10 20 -1.00 

10. 20/6 21. plus 1.00 
11. 10/3 

ANALYSIS 
1. #23 X 2 
2. Neg. 
3. Neg. 
4. Neg. 
5. Pas. X 2R X 2N 
6. #23 X 2 
,., "'r.- __ 

( . H<Je:,' 

8. Neg. 

At this age, we no longer expect to reduce 
the myopic manifestation and to obtain com­
fort for the patient is a reiatively simple 
process by these new methods. 

, ' ~,: . 

. -~:, . . .., 
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CASE #21. Female, Age 46. CLASSIFICATION G-b 

Noticed vision failing during past year. Has 
never worn glasses. N. V. A. 20/60 O.U. 
Complications: All ductions low. Vertical 
imbalance at distance. Lenticular opacities. 
#5, #11, #13 and #17 low. 

FINDINGS 
1. Cloudy media. 12. 1 R. H. 
2. Neg. 13. 5 Exo. 
3. 2 Eso. 14. plus 1.00 
4. 4 Exo. 15. 7 Exo. 
5. -.25 16. 12/16/10 
6. plus 1.25 17. 10/14/8 
7. Plano 18. Neg. 
8. 2 Eso. 19. 3 D. 
9. 8 20. -1.00 

10. 10/5 21. plus 1.00 
11. 4/2 

ANALYSIS 
1. #23 X 2 
2. Neg. 
3. Neg. 
4. Neg. 
5. Neg. 
6. #"23 
7. Neg. 
8. Neg. 

nany in this group respond very well to this 
new type of training. Their Vision usually 
improves to where it is quite satisfactory to 
the patient and the condi tion in many of them 
is arrested. 

' ' '"''---_ .. _ ' AA_ .. • _ ____ .• ~ .. __ _ .. . • _~ _ _ 

IW 

• • 
RJ 

Th. Practice of Mod~rn Optometry 27 

CASE #22. Female, Age 16 • CLASSIFICATION H 

Student. Unable to see distant objects 
clearly. Has had glasses but they caused 
eyes to ache when reading. 
Complications: #10 and #16 recoveries low. 
#20 low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 6 Eso. 
3. 2 Eso.- 14. Plano 
4. 4 Eso. 15. 4 Eso. 
5. -1.50 16. X/24/4 
6. Plano 17. 14/20/16 
7. -1.50 18. Neg. 
8. 4 Eso. 19. 12 D. 
9. 8 20. -1.00 

10. 22/8 21. plus 2.00 
11. 12/8 

ANALYSIS 
1. Neg. 
2. B. I. 
3. #15 
4. Neg. 
5. POSe X 2R 
C "Tn _ u. .... .... 5· 

7. Neg. 
8. Neg. 

Myopes in this group have also been very much 
misunderstood in the past because it is' gen­
erally believed that the myopia is due to ex­
cessive near work. Very likely the near work 
is a contributing factor and must be reckoned 
with, but experience on this new basis points 
to other factors as being more important. 
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CASE #23. Male, Age 9. CLASSIFICATION H-a 

Unable to read material on blackboard at 
school. Eyes ache when reading. 
Complications: #10, and #16 recoveries low. 
All ductions low. #19 and #20 low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. Ortho. 
3. 3 Eso. 14. Plano 
4. 2 Exo. 15. 2 Exo. 
5. -.75 16. 10/30/6 
6. plus .25 17. 8/16/10 
7. -.75 18. Neg. 
8. 4 Eso. 19. 6 D. 
9. 9 20. -.25 

10. 26/8 21. plus 1.50 
11. 6/4 

ANALYSIS 
1. #23 X 2 
2. B. I. 
3. #15 
4. Neg. 
5. POSe X 2R 
6. #23 
7. ~T"", _ 

.I..v~. 

8. #24 

It is relatively easy to arrest the progress 
of myopic tendencies in this group, but more 
difficult to eliminate the manifestation than 
those with a syndrome similar to Case #22. 

III 
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CASE #24. Female, Age 24. CLASSIFICATION H-b 

Poor vision at all distances. Wearing -1.00 
spheres O.U. V. A. 20/60. N.V.A. 20/80 O.IT. 
Complications: All ductions low. #19 low. 

FINDINGS 
1. Retinitis 12. Neg. 

pigmentosa 13. Ortho. 
2. Neg. 14. -.50 
3. 5 Eso. 15. 2 Eso. 
4. Ortho. 16. X/10/6 
5. -1.50 17. X/12/8 
6. Plano 18. Neg. 
7. -1.50 19. 4 D. 
8. 5 Eso. 20. -1.50 
9. X 21. plus 1.50 

10. 12/6 
11. 8/4 

ANALYSIS 
1. #23 X 2 
2. B. I. 
3. Neg. 
4. B. O. 
5. Neg. 
6. #23 
7 . #5 
8. Neg. 

Because of the pathologic involvement, it is 
not a case for an optometrist and should be 
referred to someone trained to care for this 
condition, if it is still active. 
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CASE #25. Female, Age 6. 

Poor distance vision. 
Complications: None. 

FINDINGS 
1. Neg. 
2. Neg. 
3. 4 Exo. 
4. 10 Exo. 
5. -2.00 
6. -1.00 
7. -2.00 
8. 2 Exo. 
9. 10 

10. 24/12 
11. 12/ 8 

ANALYSIS 
1. Neg. 
2. B. 0 
3. Neg. 
4. Neg. 
5. Neg. 
6. Neg. 
7. Neg . 
8. Neg. 

Cholptltf Three 

CLASSIFICATION I 

12. Neg. 
13. 8 Exo. 
14. -1.25 
15. 9 Exo. 
16. 16/22/14 
17. 14/24/20 
18. Neg. 
19. 13 D. 
20. -3.00 
21. plus 2.50 

The greatest care must be exercised in cases 
of this kind because the patient readily 
accepts the full amount of minus wi th comfort 
but the manifestation rapidly increases if 
the total amount is prescribed. Special 
consideration is given to this group in 
Chapter Six under Corrective Procedures. 

• • • 
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CASE #26. Male, Age 14. CLASSIFICATION I-a 

Student. Eyes burn most of the time, and 
sees double at times when reading. 
Complications: Base out ductions low. All 
recoveries low. 

FINDINGS 
1. 
2. 
3 . 
4. 
5. 
6. 
7. 
8. 
9. 

10. 
11. 

Neg. 
Neg. 
5 Exo. 
18 Exo. 
-2.00 
-1.25 
-2.00 
3 Exo. 
6 
10/5 
12/4 

A..t.~ALYSIS 

1. 
2. 
3. 

12. 
13. 
14. 
15. 
16. 
17. 
18. 
19. 
20. 
21. 

#,23 X 2 
B. O. 
Neg. 

4. Neg. 

Neg. 
14 Exo. 
-1.50 
16 Exo. 
8/10/-4 
14/24/10 
Neg. 
12 D. 
-3.00 
plus 2.00 

5. POSe X 2R X 2N 
6. Neg. 
7 . ~eg. 

8. #24 

The discomfort in cases of this kind has been 
difficult to cope with in the past, but are 
easily made comfortable on this new bssis 
which is described in Chapter Five, and the 
technique for the reduction of the manifes­
tation in Chapter Six. 
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CASE #27. Ma1e~ Age 48. CLASSIFICATION I-b 

Complains of vision failing during past six 
months. 
Complications: 
cular opacities. 

All recoveries low. 
N.V.A. 20/40 O.U. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 10 Exo. 
3. 2 Exo. 14. plus 1.25 
4. 8 Exo. 15. 10 Exo. 
5. -.25 16. X/12/-2 
6. plus 1.50 17. X/22/8 
7. Plano 18. Neg. 
8. 2 Exo. 19. 3 D. 
9. 5 20. -.50 

10. 16/4 21. plus .50 
11. 10/3 

ANALYSIS 
1. #23 X 2 
2. B. O. 
3. Neg. 
4. Neg. 
5. Pos. X 2R X 2N 
6. Neg. 
7. Neg. 
8. Neg. 

Lenti-

Very often the vision is improved enough to 
satisfy the patient in cases of this kind, 
but if that is not possible, there is nothing 
further we can do as optometrists. 

• • 
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CASE #28. Female, Age 11. CLASSIFICATION E-H 

Complains that she does not 
distance with the left eye. 
15, O.S. 20/40, through #7, 
Complications: All ductions 
#16 recoveries, and #20 low. 

FINDINGS 
1. Neg. 12. 
2. Neg. 13. 
3. 3 Eso. 14. 
4. Ortho. 
5. O.D. plus 1.00 15. 

O.S. -.50 16. 
6. O.D. plus 2.00 17. 

O.S. plus .50 18. 
7. O.D. plus 1.00 19. 

O.S. -.50 20. 
8. 1 Eso. 21. 
9. 10 

10. 20/6 
11. 6/4 

ANALYSIS 
1. #23 X 2 
2. B. I. 
3. 

It __ 

ff1.'O 

4. Neg. 
5. POSe X 2R 
6. Neg. 
7. Neg. 
8. Neg. 

see clearly at 
N.V.A.-O.D. 20/ 

20/15 O.U. 
low; #10 and 

Neg. 
2 Exo. 
O.D. plus 1.75 
O.S. -.25 
3 Exo. 
X/18/4 
X/12/8 
Neg. 
12 D. 
-1.76 
plus 2.50 

This case being myopic in one eye and hyper­
opic in the other, we classify it as a com­
bination E and H. Especially when the amount 
of ametropia is about equal but opposite. 
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CASE #29. Male, Age 6. CLASSIFICATION D 

Poor grades in school. N.V.A. -O.D. 20/20, 
O.S. 20/60 V.A.- through #7, 20/200.U. 
Complications: All ductions low. Vertical 
imbalance at distance and near. #10 and #16 
recoveries low. #20 low. 

FINDINGS 
1. Neg. 12. 1 R. H. 
2. Neg. 13. 6 Exo. 
3. Ortho. 14. O.D. plus .50 
4. 4 Exo. O.S. plus 3.50 
5. O.D. Plano 15. 7 Exo. 

O.S. plus 3.00 16. X/14/2 
6. O.D. plus .75 17. X/16/10 

O.S. plus 3.75 18. 1 R. H. 
7. O.D. Plano 19. 8 D. 

O.S. plus 3.00 20. -1.00 
8. 1 Exo. 21. plus 2.50 
9. X 

10. 12/4 
11. 6/3 

ANALYSIS 
1. #23 X 2 
2. Neg. 
3. #15 
4. Neg. 
5. POSe X 2R 
6. #23 X 3 
7. Neg. 
8. Neg. 

Any case showing decidedly more ametropia in 
one eye than the other, even though there is 
a slight amount of myopia in one and the 
other is hyperopic, as in this one, the clas­
sification is that of the higher error. 
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CASE #30. Male, Age 14. CLASSIFICATION H-D 

Poor vision with left eye at distance. N. V .A. 
-O.D. 20/30, O.S. 20/300. Through #7 20/20 
O.U. 
Complications: #10 and #16 recoveries low. 

FINDINGS 
1. Neg. 12. Neg. 
2. Neg. 13. 4 Exo. 
3. Ortho. 14. O.D. plus .50 
4. 8 Exo. O.S. -2.50 
5. O.D. plus 1.00 15. 5 Exo. 

O.S. -3.00 16. X/26/10 
6. O.D. plus 2.00 17. X/24/10 

O.S. -2.00 18. Neg. 
7. O.D. plus 1.00 19. 12 D. 

O.S. -3.00 20. -3.00 
8. 1 Eso. 21 . plus 1.50 
9. 8 

10. 24/8 
11. 12/8 

ANALYSIS 
1. Neg. 
2. Neg. 
3. Neg. 
4. Neg. 
5. POSe X 2R 
6. Neg. 
7. #5 
8. Neg. 

The greater error being that of myopia, the 
first letter in the basic classification is 
H. Should the refraction change through re­
condi tioning to the extent that the hyperopic 
manifestation in the right eye becomes greater 
than the remaining myopia in the left eye, 
the classification becomes D-H. 
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Interpretation of ocular 
symptoms dealing wi th infor­
mation necessary to under­
stand causitive bacK5round 
of the patient's complaints, 
and using each of the thirty 
case records in Chapter 
Three, covering many vari­
ations according to age, 
sex, and patient's environ­
ment. 
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Chapter Four 

INTERPRETATION OF OCULAR SYMPTOMS 

According to the basic principles in Chapter 
One, it will be readily seen that the inber­
pretation of ocular symptoms from a localized 
ocular standpoint, can no longer be consider­
ed as sound practice. In fact, clinical 
observations tend to show that the various 
findings in an optometric exa~ination are 
primarily an expression of basic psycho­
physiol'ogical disturbances, modified or ex­
aggerated by enviro~~ent and local demands. 
With that in mind, it follows that the mere 
prescribing of lenses or prisms for constant 
wear to neutralize the ~anifestation may not 
always be beneficial to the patient, even if 
it does obliterate the symptoms. That has 
already been well established with regard to 
!!linus lenses and prisms so it only remains to 
include plus spheres, cylinders and tinted 
lenses in the same category. 

To clarify what 1s ~eant, figure four on 
preceding page ~ay serve to aid in conveyine 
my point. 

Considering myopia, hyperopia, esophoria, 
and exophoria as the four basic manifesta­
tions of general psycho-phys iologlcal distur­
bances, we note that myopia and esophoria are 
both above the zero line, denoting over-focus 
and over-convergence. Whereas, hyperopia and 
exophoria are both below that line ruld are 
therefore considered the opposite. On that 
basis, if it is correct to reduce myopia, 
esophoria, and exophoria, the same should 

.. 
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t , apply to hyperopia. That is, the prescribing 
1, of plus spheres for constant wear should only 
t , be as a last resort after the manifestation <: 

has been reduced as much as possible, and 
then the a~ount of lens power prescribed for 

~,1 "~ support should only be enough to produce 
~ ~ ade<\uate vision. 
Z~ 
'~~ 
~ For practical p~poses the following co~pli-

~ \ cations have bee~ fOlli~d to indicate general 
~~ metabolic disorders: 
~ (y 

\J... 
-\-()~ When the distance ductions are 'both low; 

: ~t when the near ductions are both low; when 
, there is a verti~al i~balance; ween there is 
! ~ 

: ~~ cyclophoria; when the static retinoscope 
: , ~~ ~ finding, t~e dis:S.':lCB ~ase in duction, the 
~ induced phor~a a~ ~ear, ~~d the base in duc­

'R' '" tion at near are all low; also when the ac­
cl'J ~ co:-::modative a.:: .... ;· l2.t~de is low in relation to 
: ~;y ',; the age of the p3. t:'ent. All of the above 
~ ~ disturbed find~n~s de~ote retention of waste 
'j products in l:he tissues. 

The ocular ~~~i~estations of tension or ir­
ritation are as follows: wnen any of the 
""'.,,,Y1I """,~ ~t"'\..-.J-., n"r')A. 1 ,,-.,... t!,.....II'r\'rPnY'a r~n _01"" 
,,-,.\..ol.J. V \.A V UVw'-/tj \...4..J..V ...J.U". ..LJ.v'''\JYv.J., v.~v J..J.VCI....;.. 

Sllir-ot'if--tests '-::l,u"st--be--'c;nsidered in pairs, 
and somewhat a.ccording to age. For example: 
in children, t~e basel~ ~~d.:_ E.g.se ou~ __ pJ,tl.r 
out te~ts may be Tegarded as low when they 
t~tal less tha.~ VNenty-t'our .prism diopters. 
In young adults, less than twenty prism 
diopters total 'TJ.B.y indicate tensionj whereas, 
the m.j,,!!1!.S--..and plus _ l~ns_ bJ.:W . 9uts_ should not 
be less than four ~~d one-half diopters for 
the first group, and not less than four di­
opters for the second age group. This will 
also receive further attention in succeedl~~~ 

_ , ) ',: f,-- ' . IV - , -"\~ N S i :). i \1: ~,( -
.~ V- I / .} , , , '\JJ /' -~. 

_,,"--w_ .,- L-\T~:J ' 9-:I + ..,.. ~S~.t\A' .~J: ~/ r 
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pages. It is mentioned here mainly to'show 
that all s~pto~s and abnornal findi~~s must 
always be evaluated in accordance with the 
age, sex, and other factors pertaining to 
the individual. 

Another combination of findings which signi- ~ 

fies tension is when the distance and near I 
base in d~ctiQ.n.s and the plus lens blur out 
~e all ;elative~'y ~~~_E?g than the base out 
ductions -g:;cr--";;'inus lens blur out, provi-::ed 
that such co:nplica'tions are found in CO:1- -tV 

nect:'on with the 3,D,E,G, ~nd H basic clas-~a 
sifications. A low minus lens blur out in a::2.Y 
case points to ;e-Ea-'rded - d-evelop:nent or i:l-
terfaren~e with glandular function, usually 
associated with 8....."1. e:noticnal upset. 

Clinical observation on hundreds of C9..ses r.a.s 
led to the conclusion that ~'1 recoverie~ ~? 
duction tests point to general-''dlso'rde'rs in­
~itedby-- i~';alized malfunction in the a.li~en­
tary cfu!al or the sex organs. Accordi~gly, 

in this -::lethod of analysis and interpretation 
of ocular s~pto~s it was found necessary to 
divide the combined functions of the entire 
body into two categories 01' ~.Y ~ Lc:m.~ ....• c .. ;;. 'J-.. 
Those directly related to growth and re~u~ld­
i_~g_o~ nutrition, of wh~-the' "dlgest~ve 
tract Is the center of activity, and those 
closely associated with the organs of rep:'O­
duction -Such as----fiie-g-ex o-rgans'~ ' genito-_... .. .. -. __ I , _.. ____ ,_ ~.- .. -- -

urinary tract, the thyroi':i .gJ.!:iJ).d, etc. 
~ "-.---.." p--" , ~ ~-.-.-- --- - -,." -----. 

It was found that whe:lever, the base out 
duction recoveries #10 and #16 were decidedly 
lower than the expected, a physical exa~ina­
tion revealed various pelvic disorders, and 
other disturbances arising from such afflic-
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tions. On the other hand, when the base in 
duction recoveries were low, an examination 
disclosed dige.stive disorders, malnutrition, 
etc. In short, a low #l()-arid/or #16 recov­
ery indicated dysfunction of organs supplied 
mainly by the ~lanchnic nerve, and when the 
#11 and/or #17 recoveries are low, those 
organs receiving their main source of energy 
by way of the pne~~ogastric nerve are af-
fected. - ._--., ,.. -, -

Please bear in mind that the foregoing, as 
well as the following statements relative to 
the meaning of symptoms and various complica­
tions, are the result of clinical observation 
and are not to be considered from the stand­
point of scientific laboratory deternina­
tions. On that basis, low recoveries are to 
be interpreted as follows: 

When either the distance, the near, or both 
base out duction recoveries are lower than 
the expecteds, we suggest some type or dis­
turbance in the reproductive system of that 
body. On the other hand, if either one or 
both or the base in duct ion recoveries are 
low, it points to some form of disorder in 
the metabolic or nutritional system of that 
body. We are well aware of the fact that 
these two systems always work together as 
though they were one unit. However, when we 
consider the reproductive division either 
anatomically or functionally, we are compel­
led to admit that the center of activity 109 
in the pelvic area, or more specifically, the 
sex organs; whereas, the more important part 
of the nutritional domain is the alimentary 
canal. 

• • • 
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Another point to bear in mind is that ·the 
emotions are closel~ related to reproductive 
organs because; wh~n· ·'-m··'individual . 'ls-'- -~i-
fTiEte'd with any type of pelvic disorder, he 
will also exhibit o~e or more signs of being 
emotionally upset, -~uch as irritability, hy­
p_~~te:n8 ion ~ rap 1d heart, hypei·t1iyroi:ct:ism·~ ·' e-fc'. 
Due to the fact that the two systems interact 
at all times, he may also be suffering from 
loss of appetite, spastic constipation, and 
cifgesti ve disorders·, but it will be fOllild 
that any malfunction in the digestive ·appara­
tus is usually !'elieved by anything which mod­
ifies the ' ~~otional upset. However, if the 
seat of his difficulties is in the nutrition­
al system instead of the reproductive, we 
find that the digestive disturbances exist 
almost continuously until specific treatment 
for alleviation of such disorders has been 
instituted. 

Although, diagnosing systemic ailments is 
outside of tr:e optometrist I s sphere of activ­
i ties, he must mow how various forms of gen­
eral psycho-physiological disfllilctions af-
feet the visual apparatu3. 

To apply this information in a practical way, 
the following analytical routine has been 
evolved. The routine is divided into eight 
steps, and to simplify it, we utilize only 
four frequencies which are designated as 
"basic analytical frequencies" because the 
various complications derlOti .. lliLmetabo11c dis­
ordEU:,s would _F~e a s t imul u;·~s-uch-· as--"7!?J> 
which tends to induce an increased flow of 
~~~.9.!ls_, increased motoi~-a'ctIvity, and 
'improved oxidation. It will be readily 

cA 0 -~ e -Lkr)-~ Gr , 
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derstood tha.t when such a train of activities 
is set in motion, the result will have a 
c~}1s.1ng effect on the tissues through the 
circulation. 

vJ 
Frequency #.9.., being a mo_~?}·~~e.ssant, is 
called for ~~~~ever there a.re signs of ten­
sion. #24 tsindicated in cases of ast~-
0a and pho~.~Ellobia, whereas, #+5 is -;;;iiedJ. t , 

forwhe-never the syndrome indi~~s ~~_~.£_~dAt(;O,l ' 
:r:~ ~E.<?_~~ _e in .t he in va ~ ~ ~~ ry s y s ~ em, a s ~ a c ~_~.!.~ -.J /¥! 
~(L!'~_~.r:..~.~21?.t_~~.!1:~l _ upse.~. All other fre - :J e 
quencies either modify or intensify anyone 
of the four mentioned above. Their rela tion­
ships will be considered later in this chap-
ter. 

Step #1. Observe all ductions. If both dis­
tance duct ions are low or both near ductions 
are low, it is recorded as #23. If all duc-
tions are low it is #23 X 2. II ~I' .... 

Step #2. Observe all phorias. If the grand 
average is esophoria, it indicates prisms 
b~ino_5If the grand average is exopho~a, 
prisms~' out is called for. If borderline, 
i.e. ,- if-it is difficult to rlAeid~ whether 
it is esophoria or exophoria, this step is 

-negative, or is regarded as orthophoria. 

Step #3. Compare #20 and #21 findings. If 
#20 is r\~atively lower than #21, it points (. , 
to #15' frequency in combination with base in 
or base out, depending on the second step. 
If #20 Is relatively higher than #21 or the 
two are in ratio, it is considered negative. 

Step #4. Compare the distance duction with 
the distance phoria, i.e., the distance phor-

The Practice of Modern Optometry 7 

ia which is taken through the same lens com­
bination as the ductions, which is usually 
the #8 finding. Determine whether or not they 
are in agreement. If not, the low duction 
takes precedence over the phoria. For ex­
ample: #8 is 2 Eso., #10 is 24/12, and #11 
is 6/2. In that case, we would consider them 
as being in agreement, because in case of 
esophoria, we expect the base out duction to 
be relatively higher than the base in duc­
tion, which it is, so that step is negative. 
On the other hand, if #8 were 2 Eso. but #10 
were 16/6 and #11 were 10/6, the #10 finding 
would be relatively lower than #11, which is 
contrary to what we would expect. Therefore, 
the ductions are reversed to the phoria. In 
that case , any -tr-airiYng- would be started with 
base out3in spite of the esophoria until the 
d~ are again in agree~nt with the 
phoria. 

Step #5. Observe the r~cQy.eries of al). .. 9-uc­
tions. If any of them are defi.n~ t_~ly _ ~ow, it 
aid; us in the interpretation of symptoms as 
follows. Clinical observation and research 
have revealed the fact that whenever the base~ . 
out duction recoveries are very l~M .. t.l1-e~~ \ ~tr 
or has been some kind of pe_l ~i? , ,,-:~iisor~er. , . 
On the other hand, if the base In"secoveries '> 
are very low, it is an indication of past or \ 
present disturbances in the nutr~~ional SY3- ; 

tem. of that body, as previously explained. 
.'" ~ 1: .... y .. · ..... .:.; • .:.2. - ' 

Step #6. In this step we look for addi tional 
( indications for #G3 n~t¥covered in the first 
~ fIve steps. Four:such ' indications have been 
~.~-. established as follows: (1) when the #5, 
~ ;1#11, #13, and #17 findings are all low in 
\ \v" the same case; (2) when there is vertical ~_m-

..... 
--:::. ~ ~ ,. 

--------------------_________ ~_L~ ____________________________ • ______ ~ __ ~ . ) 
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balance at distance, at near, or both: (3) 
when there iL£Lclophoria; (4) when #19 is 
low in relation to the age of the patient. 

Step #7. ; \,-2hOk for signs of tension indicat­
ing #5. '-''r£e fo~lowing are such indications: 
(1) when #9 is l.bw; (2) when the first figure 
of the #16 and /#17 findings are both low as 
explained earlier in this chapter; (3) when 
#20 and #21 are both low: (4) when #11, #17, 
and #21 are re~tively lower than #10, #16, 
and #20, provided the last named is in co~-

\ 

I bination with classification B, D, E, G, and 
i H. All of the foregoing, relative to signs 

"; ''\ of tension indicating #5 .. . _, frequency, applies 
t~ only in cases where there is no pain and/or 
't' inflam.:lEi~ion, but is ~_~~?_ciated wiJb: _~TTI:pto~~~_. 

of nervousness and irritability. 

Step #8. All of the signs mentioned in step 
#7, when associated with pain and/or infla~-~ 
mation, apply in this step and indicate #24 '\ 

------"-1 
and related frequencies. Also when the pa- _ : 
tient complains of asthenopia, photophobia, Y ... 
and other symptoms of ocular disco~fort. ~ ' ~ 

In addition to the above e~~ht steps, the 
following rules are applied. 

Rule #1. Palliative treatment must precede 
all other training. 

Rule #2. When findings fluctuat3 radically 
during the examination, or there is a rela­
tively high exophoria at distance butconsid­
erable esophoria at near, or vice-versa, use 
indicated frequencies alone until the find­
ings are more stable. That is, do not use 
lenses ' 6'r prisms with it. 

• • • 
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Rule #3. How to prescribe fa!' constant wea.r; 
t in ca.ses of absolute necessity or as 

ex~e~t resort, Dres~ribe on11 __ .. ~he __ ~q~_t-- gf 

~en: powe:r:_. ?~_ed~~ ,fo:;.: __ ~d.~Siuate v.~~~ -~C:?-a· te~~~ 
is---not-- 'to be considered as invio: h Y 

f da~ental principle whlc ma 
merely as a un . , .udgment 

Ii d a ccording to the doctor s J - • be app e 

The following case record will serv~ as an 
1 i~3 the ei&~t routlne ana-

example for app Y ~ 1 d for 
lytical steps, a~d th~ reasoni~g emp oye 
the interpretatlon 01 symptom~ • 

5 Eyes ache when he reads and 
Male, age 5 • illl urint with his present 
is unable to see S~_ • U f 

i h a re plus 1.00 spheres O. . or 
glasses wh c -
near only. 

EXAMINATION 
12. 1 R. H. 

1. Neg. 
13. 20 Exo. 

2. Neg. 
plus 2.25 

3. 4 Exo. 14. 

18 Exo. 15. 24 Exo. 
4. 8/12/-4 
5. plus • 50 16 • 

6. plus 2.50 17. 24/28/24 

plus . 50 18 • 1 R. H. 
7. 

19. 1.00 D 
8. 5 Exo. 

1""\,", c:n 

9. 6 GU. - • ...;v 

plus .75 
10. 14/4 21. 

11. 6/4 

C\NALYSIS 
- I)L 9-1. :=i23 

2. B.O. 
cA. ~J 

3. :;;=15 
4. ~teg . 
5. pas. X 2R 

6. #23 X 2 u... 9 

7. Neg. 
&l-J 8. #24 
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Formerly we referred to such a case as "a 
presbyope with convergence insufficiency" 
'.vhlch gave us no information as to why the 
findings were that way_ 

On the present basis, beginning with the 
first step, we f}~d #10 and #11 both low, 
which calls fori .. >"-#23-·Trequenc·:i: · The second 
:tep calls for base out prisms because the 
5
rand average of t~horias 1s exophori 

:he ~hir~ step indicates #15 because the #;0 
~indlng ~s relatively lower than #21. Since 
~he ductl?nS and phorias are in agree~~nt, 
~he fourtn step is negative. The fifth sten 
~s recorded as positive, tL~es two R becaus~ 
ooth the #10 and #16 recoveries are low 
~he~o b . • 
-~- - '-' elng one prism diopter of rl" O'ht h 

o " yper-
~horia at distance and near, it is recorded 
a3, #23 times two, in the sixth step. There 
are no signs of tenSion, so the seventh 3tep 
is negative. Whenever there is pain we e~-
~loy ~24 f 
- IT " \~.or one 0 its related frequenc les, 
~~d that !s recorded in the eighth step. 

~',: ~ 
~;en #2~ i~ indicated it points to some type 
~~ ~etaoo_~:r:.~ _ .di~ .~.u_rba.nce of a chronic nature. 
_d. #lS 1", ('01' ..... ,;1 .0 _ _ L' _ 

.. -- ....... _-~o-J-- .... ~'vv.. .i.ur, I.,ue case 1s usually one 
':ith an ~motional" backgro\l4d, or some typ.e of 
:~~~?glar disfunction, depending sO~~~hat on 
~~e age, sex and environment, of the patient. 
~ervousness or si ft· 
:;.---_ ? ~ns_ 0 enSlon as explain~d 
~n another page which cal1 for ~5 i also 

':)'J 17', S 
very often the result of emotional disturb-
2.nces. 

In thi 'LJ' - s Case we have an indication for v~23 
three times, pointing to considerable ret~n­
tion of .. ~aste products. The indication r"'or 
~ JJ very slight beca.use the #20 :finding-Is 

• .. 
•• 
IU 
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not very ~uch lower than #21, and the age· or 
the patient is such th~t emotional disorders 
usually are not as pronounced as in younger 
individuals. Consequently, we ar~~ safe in 
ruling out the need for #15, as ~~hich is 
definitely cslled for, also tenis to raise 
the #20 findL.'1g. 

Continuing our reasonip~, we reach the fol­
lowing conc 11..13 ions : 30th of the base out re­
coveries are low, pointing to a distaroanc8 
L11. the repr0d.'..l.ctive system of 'Nhich the pel­
vic organs a~e t~e ~ore important. 

With that in ~L~d, we are i~~ediately co~­

f:'anted with the diffe:'entiatin6 factors :'.:1-
vol ving a6e 5.::j sex. T~:is being a male, a.:;e 
55, the type of disturba..r~ce to suspect 'N0'. ... 1c. 
be a prostatic, bls..dc.er, or per~ap_s _ ~dren9_1 
disord~r; alt~ough t2e dla6nosing of dlse~se 
isno-t wi thi~ t:-~e opto::net rist I s realm of ser­
vice a~d we are not ccncerned with that a~ 
this time, if we are to prac t ice inte 11 igen t­
lyon this new baSiS, \ve :nust know som.eth~::-'_~ 

about the various types of general distur~­

ances. which are very often defined in t~e 
ocular patte::-n., sa t~9.t we :nay know when 3. 

case can ba car~d for by these opto~etric 

:!leans alone, 8.!':d when other help is needed. 

On the other hs..nd, if this -,Nere a fe:7lale of 
the same age, the :nos t likely eondi tion woul.1 
be that of an infl~Th~ato~y_ proc~ss of the 
pel vic organs, cn:-onic or acute, :nanife.,s t i!l:; 
itself in the forn of an ovaritis, e~do~etr~­
tis, malig~ant or benign tu~or, or purely £ 

climacteric cr:ain of sync..romes cO~TUonly fow::i 
durlni~the menopause. 
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If such low recoveries are found in the rec­
ord of a younger woman, they would be more 
apt to indicate menstrual disorders sex re-

,-- '-'- '- , ' . ,- , 
p~~_~sion, causing acute inflammatory process-
es, in the tubes, ovaries, and vagina.: also, 
in some cases, venereal infections as gonor­
rhea. Of course, age does not rule out ve­
nereal infec tion but the incic.ence is greater 
in younger i~dividuals than in later life. 

In children, it points to retarded gl~~dular 
develop~ent of the reproductive division. 

These are but a few cardinal points to ac­
quaint the reader with this new approach to 
the interpretation of ocular t ~ sy::rp o::ns lro:n a 
general psycho-physiological sta~d;oi~~. 

We are now ready to enter the real:n of prac­
tical a~plication of these principles. 

Case #1. Classification A. 

As stated in Chapter Three, t~ese findi~gs 
are here given mainly to show all ide::ll oC1..!lar 
pattern a.Tld to serve as a guide for ieter::nin­
ing abnor.::al findings. It does riot :nea...'1. !:ow­
ever, that the findings have to be exactly 

- li~e this in order to be an "A" classifica­
tion. 

So long as the case is one of e~et~Dia a~d 
orthophoria with good vision and no spptc:ns, 
the classifica.tion is "A". 

If ~uch &. case should present itselr, and the 
p~tient g~ves as his reason for co~ing to you 
tnat, he Just wanted to have his eyes exa'11in­
ed to see if they were all right, and the 
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examination reveals that the classification 
is "An; he has good vision and no s~ptoms 
but, all the ductions are low, #19isseveral 
diopters lower tha..1'l the expected for his age, 
and the #20 finding is also somewhat lower 
than #21, it would be your duty to explain 

this to the patient. 

Since all the ductions are low, the analysis 
would show #23 X 2 in the first step, #15 in 
the third step, and #23 again in the sixth 
step. All other steps would be negative. 
The interpretation would depend so:ncwhat on 
the patient's age and sex. So let us first 
assu.~e that we have a patient with such a 
syndrome and that this individual is a male, 

aged 26 • 

#23 being called for three times ind ~cates 
that there is considerable retention of waste 
oroducts interfering with ocular f~~ction. 
#15 being called for points to an e~otional 
background. This e~otional disturbance may 
be financial worries, a disappoint~cnt in 
love, etc. If the inciting factors are still 
present, it is sufficient to cause the re-i 
t:Ant:1on of waste oroducts because any emo- /;"'-' 
tional disturbanc~ interferes with circula- " .... -
tion ar~d the metaboliC processes in general. \ 
This can readily be ascertained by asking \ , 
the patient a few pointed questions. If the ( 
inciting factor is no longer present, then 
you may safely assume that the retention of ': 
waste products is due to one of several J 
causative factors, such~ overeating, insuf­
ficient rest, or other foms of abuse. 

Since the patient has no symptoms, i.e., his 
eyes do not bother hDn in any way; he merely 

- . 
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came in to see whether or not there was any­
thing wrong with them, and you found that 
they were not functioning according to com­
monly accepted standards, and you have reasons 
to believe that they can be improved, it is 
entirely up to the patient whether or not he 
wants to have this form of reconditioning 
done. At any rate, you have something for 
him even though he does not need any lenses. 

On the other hand, if another individual in 
the same classification with similar findings 
presented himself and advanced a similar 
reason for coming to you, but his age is 40 
and states that he had always heard that 
people after 40 should wear glasses for read­
ing in order to save their eyes, your con­
clusions would be somewhat different. 

The low #20 finding would be more apt to in­
ldicate presbyopic tendencies instead of emo­
;tional disturbances and the need for #23 'Nould 

. ~be of much greater significance because the 
) retention of waste products at this age, al­
l though more common, is much more serious. In 
\ most cases, the functions of the body have 

already become less active. This should also 

'1 , 

T 

be expl~lned to the patient and preventive 
measures instituted. The proper procedure is 
described in a succeeding chapter. 

Still another case in the same classification 
with somewhat different complications would 
require an entirely different interpretation. 
Assuming that the patient is a young girl, 
aged 13, brought in by the mother for a very 
similar reason as the two already mentioned. 
The vision is good and there are no com­
plaints, and being in this classification, no 
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lenses are indicated, but the #10 and· #16 
recoveries are very low. Also the #20 find­
ing ~s considerably lower than ~2l. The low 
recoveries indicate a disturoance in the 
reproductive system of that body and the low 
#20 finding points to an emotional back­
ground. The reproductive or sex organ: and 
the emotions being very closely assoclated, 
leads us to believe that this child will soon 
encounter ocular difficulties if these ocular 
manifestations are not cared for. It is much 
easier to do something for this child at this 
time than to wait until those manifestations 
develop to the Doint where ocular comfort is 
no longer mai~tained. That is preventive 

optometry. 

There have been thousands of such cases in 
the past, and simply because they would ac­
cept a small amount of plus~ it was very 
often crowded on, but was seldom of any bene­
fit to the patient and in some cases even 
detrL~ental, because the eyes being a part 
of the body, even a 3mall amount of plus, set 
in motion a train of psycho-physiological 
activities which actually aggravated the 
1l.!ld.erlying causative factors. 

To clarify what is meant by causative fac­
tors, as well as stimuli and responses, on 
the basis of this new approach from a general 
psycho-physiological standpoint, the follow­
ing sub-divisions may serve to convey what 

is meant. 

/ 
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CAUSATIVE FACTORS: 

Sub-divisions: 

PHYSIOLOGICAL: 

Children's diseases, like: Measles, Whooping 
Cough, Scarlet Fever, etc. 
Degenerative diseases of middle and adva~ced 
age, like: Brights disease, Buerger's dis­
ease, arthritis, diabetes, ulcerative and 
cirrhosed conditions of the gastro-intestl!l&l 
tract, genitals, veins, and arteries. 
Malignancies, like carcinoma, sarcoma, etc. 
Focal infections, injuries, toxomias, over­
work, Q~der-nourishment. 
Congenital causes handed down from pare~t8. 
Syphilis, blood diseases. 

E'10TIONAL: 

Worry, anxiety, fear, hate, anger, sex 
roses, etc. 

STIMULI 

(PHYSICAL) 

IRRITANTS: 

r:eu-

Drugs, such a s coffee (caffeine), tea., (theind, 
strychnine, adrenalin, capsicum, etc. 
Sound, the kind usually referred to as noise, 
depending on· the frequency and type of rhyth-:n. 
Sharp. objects and rough surfaces. 
Relatively intense light and the red-orange­
yellow portion of the spectrum, etc. 

lJ 
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DEPRESSANTS or SEDATIVES: 

Drugs, such as opi~~, ~orphine, the various 
barbitals like alla~ol, mydol, hexin, pyra~­
idon, pheno-barbital, aspirin, alcohol. 
Heat and high h~~idity. 
Sound, such as :nusic of the kind that soothes, 
usually of a low sonorous tone, etc. 
Smooth, soft objects and surfaces. 
Subdued light and the blue-indigo-violet 
portion of the spectrun, etc. 

IRRITANTS: 

STI~uLI 

(EI"!OTICNAL) 

Unsatisfactory envirop~~ent, u..."'lder which "'!'lay 
be listed such as being nasged, :nis~ating; 
and in children, being often innocently p~~­
ished, etc. Fear, anger, ha t e. 

DEPRESSA...'rrs or SE0ATIVES: 

Worry. Excessive sex activity or excessive 
masturbation. Disappointment in love, etc. '--. 

RES?ONSES 
(Ph'YS ICAL) 

CONT~~CTION: (CONST~ICTOR) 
Contraction, tension and spasm. 
Increased secretions. Increased metabolis~. 
Decreased absorption. 

~XPANSION: DILATOR) 
Expansion or dilation and relaxation. 
Decreased secretions. 
Increased absorption. 
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RESPONSES 
(EMOTIONAL or MENTAL) 

CONTRACTION: 
Pain, discomfort. 

EXPANSION: 
Pleasure, relief, etc. 

Perhaps the most COrnmon emotional disturb­
ances ~et with in optometry, espeCially in 
young lndividuals in the 'teens and young 
adults, complaining of ocular discomfort but 
showing only a small amount of refractive 
abnormality, is due to sex repressions or 
neuroses. Yet, that phase has been almost 
entirely overloo ked in the past. The ocular 
pattern indicating such disturbances will be 
pointed out in a number of the succeeding 
examples. The correctness of this can easily 
be verified by an optometrist by referring 
to case records in his files, of individuals 
with whQm he is well acquainted. 

Case #2. 

Here we have an individual whn hJ:l .<:! "'~'TTO"'" 
glasses, except for reading, a~d--~l;;~~; ~~;~ 
sesses the proper reading lenses. 

There is nothing in the way 
Constant wear that will help 
as it can be determined, the 
his lowered visual aCuity is 
opacities. 

of' lenses for 
him. As nearly 
only reason for 
the lenticular 

On the basis of former optometric procedure, 
nothing can be done in the form of orthoptics 
to improve his vision. 

~ . . . S.'." ... ... -. -.. . , . ~ 
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The analytical procedure on this basis ~ery 

clearly shows that there is considerable re­
tention of waste products. By applying that 
portion of the light spectrum des'ignated as 
#~_, t~. [9-llowing demonstrable activities 
are set in motion; first, an increase of the 
flow of secretions; second, increased motor 
activity; and third, improved oxidation. 
HoWever, he already complains of his eyes 
watering too much, so it would not be well 
to apply that particular frequency until the 
excessive lachrymation has subsided. For 
that reason, we apply the rule that "pallia­
tive treatment must precede corrective pro­
cedures,~which will be fully covered in the 
succeeding chapter. At this time , we are 
primarily interested in the interpretati on 
of his symptoms so it may be stated that the 
epiphora is the result of irritation due to 
the waste products retained in the tissues. 
At the satTle time, in an individual of thi.s 
age, we may safely assu~e that even the len­
ticular opacities are the result of stagna­
tion. 

If, after a few applications of such a pro­
cedure; the vision is decidedly improved~ we 
would have reason to believe that our assump­
tion is correct. If not, the case would have 
to be referred to others for further investi­
gation. 

Case #3. 

In this case, the ocular pattern shows ab­
solutely nothing wrong. But the patient has 
a slightly lowered visual acuity and is un­
comfortable. According to past methods, very 
likely a small amount of plus would be pre-

~ - -'~.'- . 



n 
1 

20 Chapter Four 

scribed, simply because this patient would 
accept possibly plus .50 to plus .• 75 without 
blurred distant vision. The induced i~~ibi­
tion resulting from such a procedure might 
even modify the subjective symptoms and lead 
the practitioner, as well as the patient, to 
believe that such lenses were beneficial. 

Al~ost every optometrist will agree that 
there have been thousands of such cases. ~:..e 

analytical procedure shows all steps negative 
except the eighth, which calls for #24 be­
cause of the subjective s~~ptoms. Since #24 
is primarily a sedative frequency, the cor­
rective _ .. frequency associated with it is 
always #2_9-- Therefore we:-'arrive at the con­
clusion-that the subje~tiive symptoms are the 
~esult of retention. ~ 

Case #4. 

This is one of the types that has been very 
much misunderstood in the past. Nearly every 
refractionist insisted on giving the full 
plus acceptance. While the prescribing of 
plus would not be actually detrimental in 
this case, the mere prescribing of such 
l~{l~es would tend to obliterate the ocular 
symptoms and leave the underlying causative 
factors untouched. Even the former methods 
of orthoptics would very likely no more th~~ 
obliterate the symptoms by changing the loca1-
ized ocular pattern with base in prism or­
thoptics. 

Th~ important factor to consider as an i~­

media te cause of the symptoms is that of ten­
sion, indicated by #11, #17, and #21 findings, 
being all relati vely lower than # 10 , #16, and 
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#20. Althuugh #23 is called for two tim~sin 
the sixth step, we need not give that.ser~ous 
consideration in an individual of thlS age. 
The tension which \s manifest in the ocular 
pattern very lik~j exists throughout the 
body, interfering with circulation which re­
sults in retention of waste products. The 
anplication a! #5 fre~ency, together ~ith 
b~se in ~during the training perlod, 
in([uces-expansion. This removes the i~ter­
ference to circulation, which will qUlckly 
carry away the accTh~ulated debris. 

~"le next point to conside~ is the low recover­
ies in #11 and #17. This points to a distur1r 
ance in the nutritional system, so we con­
clude ~hat this syndrome is the result of 
dietetic shortcomings. Should th:S be an 
only child, the fault is more apt vO be in 
the direction of too ~any treats, such as 
candy, pastry, and the like, which mus~ be 
rn dified if the results are to be relatlvely 
_0 t On t'ne other hand, if thiS child ner::ranen • 
~omes from a very poor family, it ~ay be a 
case of ~alnutrition, and unless that condi­
tion can be changed, very little can be done 
-t ...... +-""'~ ,.,OTT of re(!onditi0!1~T1~= 
......... ..L V.LJ.,""" "'-'.I 

Case #5. 

Co~paring this case with Case #4, we find 
there is a decided si:nilarity from the stan~­
point of refraction, but the background lS 
of an entirely different nature. 

In the majority of optometric offices, these 
two cases would have been considered as being 
very similar from the standpoint of interpre­
tation of symptoms. Again, plus lenses would 
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tlon, but we must know something about the 
general background associated with certain 
abnormal ocular findings, so that when we 
apply our remedies to correct the ocular dif-

, .. ,ficul ties, we may know when a case must be 
( ·referred to someone else. In this case, if 
'. #10 and #16 recoveries do not come up imrne-
~ diately after a few training periods, ~he 

case is not amenable to orthoptic training 
alone. A few pointed questions about physi­
cal symptoms tba t usually accompany disorders 
in the pelvic area will verify your findings. 

Case #8. 

Yne findings and even the analytical routine 
are quite similar to those in Case #7. But 
as the age and sex of the patient are dif­
ferent, we reach an entirely different con­
clusion in the way of a causative background. 

This being a young female just entering 
adolescence, it is not difficult to under­
stand why there should be disturbances :In the 
reproductive system as indicated by the low 
#10 and #16 recoveries. Al though great stress 
was laid in the past on the small ~mm,.,.,t- ,...~ 

hyperopia, almost anyone who has · ·;;;~~iC;~ 
- any length of time will readily agree that 

any a~ount of plus was hardly ever accepted 
with comfort in cases of this kind. But it 
was prescribed anyway because it was believed 
that the ocular symptoms were due to the "un­
corrected hyperopia". 

It In spite of the i'act that these patients were 
!l usually more uncomfortable with any amount of 

t ... ll. plus prescribed, they were told that they 
j must wear their glasses all the time and that 
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they must get used to them. Very often they 
went to several refractionists but were 
always given the same advice until they were 
finally convinced that their eyes were very 
bad and that nothing more could be done for 
them Those who instituted orthoptics on~ . " old basis merely "built up the convergence 
which obliterated the symptoms in some of 
them, and it waS believed that the condition 

had been corrected. 

Case #9. 

This is another type of case that has ~een 
com~only referred to as convergence insuf­
ficiency. Any a.."11ount of plus would aggravate 
the patient, and at this age, no improvement 
would be obtained with the aid of a lens. 
Various forms of orthoptics gave some relief 
but seldom of very long duration. 

The :nain reason for the blurred vision is the 
waste products which interfere with proper 
function. This is commonly referred to as 
toxic interference but, on physical examina­
tion, these patients are usually given a 
c lean bill of he. 8.1 t.h.; VAT'y 1 i 1,(el y because 
the physician depends on blood-pressure, ur­
inalysis and other laboratory findings which 
may all be negative in this type of case. 

The ocular pattern, however, clearly indi­
cates this interference by a lowered conver­
gence and a vertical imbalance. Another in­
dividual with a similar background might show 
this type of interference in the ocular pat­
tern in a different way. That is the reason 
why we have tabulated several syndromes which 
indicate a metabolic disturbance of some 
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kind. For example: a case with the sa~e 
amount of hyperopia associated with esophoria 
instead of exophoria, showing the #5, #11, 
#13, and #17 findings all lower than the ex­
pected would be such a case, i.e., the cor­
rective procedure would differ only in the 
prism placement. 

Case, #10. 

This is primarily a refractive case. How­
ever, if we consider astigmatism a complica­
tion resulting from a disturbed basic oat­
tern, either inherited or acquired, we -~ay 
well expect a decided reduction in the a'7lount 
of €~t~~@!l§:j;~ over a period of several years 
if the case is properly handled. The analysis 
at this time shows only one positive steo 
"shich is #7, indicating #5 frequency, which 
means that a certain amount of tension is 
present. The fact that there is a consider­
able a~ount of hyperopia is an indication of 
a lowered tonus in the involuntary ~uscle 
syste'Yl, of which the Ciliary muscles are a 
part. This in itself is sufficient reason 
to assume that a great deal may be done for 
this child in the way of reconditioning. 
This will bA rlealt with ut length In Chapter 
Six under Reducing Ametropias. 

Case #11. 

This is another type where the mere applica­
tion of lenses gave satisfactory end results 
from the patient's standpoint, but actually 
the symptoms were only obliterated by that 
method alone. In other words, the mere fact 
that the symptoms were no longer present is 
not proof that the condition had been proper­
ly cared for. 
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Any number of such individuals have obtained 
ocular relief through the refractionist's 
service, only to develop various physical 
conditions which were never associated with 
his former ocular symptoms. 

The analysis calls for #15 in the third step. 
This, being the emotional stabilizer, imme­
diately re~inds us that we are dealing with 
a case having an emotional background. In 
this ins tance,' it is verified by the lowered 
recoveries in #10 and #16 findings. There 
is sufficient hyperopia to warrant a certain 
a~ount of plus lens power for support, but 
the total amount acceptable to the patient 
is very definitely detrimental, because it 
tends to inhibit a muscular system which is 
already low in tonus. 

Case #12. 

Whenever all the 5~:,~~:ti~:?-~ are low, the indi­
vidual is chronically ill whether he knows 
ft or not. Unfortunately however, many of 
these individuals go the rnunds from one phy­
sician to another only to be told that there 
is nothing wrong with them except the lr eyes. 
On the other hand, they also go from one op­
tometrist to another only to be told that 
they must see a medical eye specialist, and 
when they do go to an ophthamologist, they 
are usually informed that there is nothing 
to be done except to operate. 

With the advent of these modern optometric 
means, it is very often possible to not only 
arrest the progress of their affliction but 
sometimes obtain considerable improvement. 
At this point, I wish to go on record as 
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being definitely opposed to optometrists at­
tempting to correct physical disorders. The 

(
//>alleviation of ocular discomfort and improve­

~'- ment in vision by optometric means .•• light, 
\ lenses, and prisms •.. applied,to the eyes can-
) not be considered as anything other than the 

practice of optometry. The fact that I fre­
quently mention various physical conditions 
assoc ia ted w.i th defini te ocular syndromes and 
advise the use of certain specific snectral 
~ands in such cases, is not intended to mean 
that the general physical condition is being 
treated. The general improvements that very 

~ often follow the recohditioning of a pair of 
eyes by this !lethod is attri':Juted to the fact 
that the h~~an body is self-adjusting. All 
that ~an can do is to re~ove obstacles which 

, ___ " .. i.nter:(ere with the compensatory a...'1d rebuild-
ing p~"lers of that body. However, we recog­

>. l!1z'e the limi ts of the body to readjust i t-
3elf. 

' In our work such a condition is re . d cog:1lZe 
, when the patient does not respond, i.e., ~f 

\ , symptoms of discomfort do not subside; or in 
case of 1ow8red vis~~l acuit~, it does not 
improve. In most cases, if there is relief 
.. .L 1m ~, .J. rom symp l..oms or provement in vis ion, there 
is also a chap~e in the findings toward the 
expecteds. But that is not i~perative •... it 
is only desirable .... and usually does happen. 
If the changes in the patient's subjective 
3ymptoms are satisfactory and the findings 
do not change, then we use localized ocular 
training as commonly employed in the past, 

/; except that we do this as a last resort, 
f whereas formerly, such localized methods were 

employed in the beginning. 
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The analysis in this case calls for #23 fo~r 
ti~es. All other findings are negative. 
Consequently, we would a~ply this frequency 
without c~anging the pathway of light. Ac­
cordingly we conclude that the cause of this 
patient's condition is faulty elimination. 

Case #13. 

Unfortunately, ~t is alt c gether too easy to 
obliterate synptoms. ~~et~er it is plus 
lenses for hyperopia, ti~ted lenses for pho­
tophobia, laxatives for constipation, or 
opiates for pain, to a certain extent they 
fall in the same categories. 

1' ...... _e Question should ahvays -::>8 !lw~y are ~he 
findi::1gs as they a:oe?!', ITl~1:::y the esophoria in 
a given case?", "w:..'lY a low recovery?". 

r~s type of ocular syndro~e presented real 
grief in the pas t • In fac t, those unfort'~­
nate individuals very seldo~ obtained ~ore 
than temporary relief regardless of where 
they went. The total a~o~~t of plus indi­
cated in the #7 finding 1s always gratefully 
accepted ~ecause it does ~ive a sense of re­
lief, a..~d yet, that total 9..:-nOtLl1.t is very def­
initely contra-indicated as shown by the de­
cided Ll'lcrea.se in esophoria through that 
a-nount of lens power. ?he syndrome is one 
of irritation which is ~eflnitely aggravated 
by localized i~~ibition. ~ne extrenely low 
recovery in #17 indicates that the seat of 
the irritation is very likely in the alL~en­
tary canal. Due to this condition, the in­
dividual is unable to relax, which still fur­
ther interferes with proper function. A vi­
cious circle is set up and any interference 

--------------------------,-----'-"" 
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from a localized standpoint may produce tem­
porary relief jut aggravates the basic dis­
turbance. 

Ac tually, this is not an ocular case from the 
standpoint of refraction. It merely mani­
fests itself in the ocular pattern. ~odern 
optometric methods enable the optometrist to 
do more for these patients than anyone else 
because the disturbance, although basic, is 
mainly functional, and in the absence of de­
monstrable pathology, the physician hardly 
ever finds anything wrong except that he may 
prescribe somethins for what is commonly re­
fe rred to as dyspeps ia. Wi th the proper pro­
cedure on this new basis, the patient is en­
abled to relax by the application of #5 fre~) 
quency, combined with prisms base in. Thii 

-: " - · ~moves the interference to f1.Ulction and the 
. , __ , .. Mdy readily corrects itself. 

The high esophoria at near sometimes remains 
as an aftermath, but is then easily modified 
by the proper procedure which is explained 
in succeeding chapters. 

Case #14. 

This is perhaps one of the most Common types 
of ocular discomfort in this age and sex 
group, and another one of those which has 
been very much misunderstood in the past. 
They were also very much mistreated, not only 
by optometrists but by general practitioners 
as well. 

Everyone treated these cases according to 
their own particular specialty or pet idea. 
The old-time family doctor usually gave them 
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some consolation at least, by telling them 
that they would have no more difficulty after 
the birth of their first child. They came 
to the optometrist because of their occipital 
headaches, and if they were so unfortunate as 
to accept even plus .25 sphere, they were 
said to be latent hyperopes, and were forced 
to walk around with blurred vision for months 
because this did sometimes give them some 
localized ocular. relief, but the basic dis­
turoance causing these ocular symptoms were 
actually aggravated, but hardly ever asso­
ciated with what was being done to their 
eyes. Their physical complaint to the phy­
sician was that of dysmenorrhea. Usually the 
physician had already tried the more co~~~on 

remedies, and since the patient co~pl~ined 

of getting worse, very oftenthe ~ore radical 
means of surgery were resorted to . 

By means of the ocular reconditioning, de­
scribed in Chapter Five, relief from ocular 
discomfort is quickly and easily obtained. 
In addition to that, the patient is very 
pleasantly surprised by the decided improve­
ment in other functions which hB.:"I c·8.used. ~o 

much trouble in the past. All this sounds 
like the practice of medicine or more spe­
cifically, gynecology. Actually, however, 
it is far removed from that field, and is 
very definitely THE PRACTICE OF ~ODERN OPTOM­
ETRY, mainly because the modern optomet~ist 

who practices his profession on this basis 
has the most effective and most rational 
remedy for such ocular discomfort. Further­
more,he stands almost alone in the field of 
therapeutics today to understand the general 
psycho-physiological disturbances which pro­
duce this type of syndrome. The application 
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and i~prove the ocular functions enough to 
obtain fairly normal vision. 

#15 and #23 are both called for as correc ti ve 
frequencies and the need for both is very de­
cided. That is, the #20 finding is very low, 
showing that the involuntary response wh.en it 
is un~ssisted by convergence, is very poor. 

At this point, I may state that clinical 
observation of many such cases points to 
glandular dysfunction. This is my personal 
conclusion, based on the following observa­
tions. 

If, what little is known about glands is 
correct, the involuntary ~uscle system is 
dependent on internal secretions in order to 
fQ~ction properly. In the physical therapy 
department of the writer's own practice, #15 
frequency was used in many cases of glandular 
dysf~iction and ~ost of these cases greatly 
improved under that treatment. In the major­
ity of such cases, the ocular examina~ion 

disclosed a low #20 finding, and without 
treating the eyes, but applying #15 ann its 
related frequencies on other parts of the 
body, it was fm.uld later that the #20 finding 
had also greatly improved. I do not claim to 
be an endocrinolo6 ist, but make these state­
~ents and draw these conclusions assuming 
that what is generally written about glands 
by those who claim to know, is correct. 
~bether my explanation is correct or not, 
does not matter. The fact re~ains that the 
patients improve both ocularly and system­
ically, regardless of whether the light is 
applied to the eyes or other parts of the 
body. However, it was found that the im-
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provement in both the eyes and the body in 
general is quicker and more pronounced when 
the corrective means are applied optome­
trically • 

Since there are four indicat ions for #23, and 
the #11 and #17 recoveries are both quite 
low, the nutritional system of the body is 
very definitely interfered with by waste 
products. I~ short, the low vision is due 
to faulty metao91ism and an under active 
glandular system. Fortunately, the rebuild­
ing powers are ve~J high in a child of this 
age, and many of them will respond in spite 
of the seemingly hopeless background. In 
fact, this particular child made such a com­
plete change in less than six weeks that it 
seemed as though the days of miracles had 
not passed. 

At this point, it may be stated that al­
though I a~ covering these records in this 
chapter as though they were hypothetical 
cases, actually, all records except Case #1 
were taken from actual practice, and the 
final outcome of each case is given in the 
next chapter. 

Case #16. 

The fact that there is a decided increase in 
exophoria after the application of plus 
lenses, should be sufficient reason to look 
for other causes than the hyperopic manifes­
tation. At any rate, the total amount of 
plus acceptance is very definitely contra­
indicated and if the plus is reduced,the #20 
finding would be still lower. Considering 
this poor response to stimuli in the involun-
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The innate reflexes are practically the sarne 
in all individuals. 

The inherent reflexes, however, differ 
greatly, even in the same family. There ~ay 
be six or eight children in a family, and 
they may look and act like a group of orphans 
brought together from different parents and 
various parts of the globe. The reason for 
t~is is that one child has ip~erited more of 
the father's characteristics than those of 
the ~other, less of the father's father th~~ 
the father's 'Tlother, and !nore of the :nother's 
mother than the mother's father, and so on 
back through the generations. Another child 
~ay have illi~erited an entirely different 
pa.ttern. 

The acquired reflexes are the result of the 
inherent reflexes and the enviroTh'Tlent, which 
again may differ considerably in the sa~e 

fa'Tlily. A child with a different set of re­
flexes will respond differently in the sa~e 

environlnen t. 

The analytical T'01J_tine gi~.re8 "'.lS the geilel"B.l 
indication and a clue to the background which 
~ust be corroborated by the various physical 
signs in relation to the other factors men­
tioned above. 

Case #17. 

Interference due to retension, co~onlycall­
ed toxic, is very frequently encountered in 
an optometric practice. In fact, very few 
individuals are free from it at all times. 
The main difficulty has been that many or 
them who were referred to their physiCian by 
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the op~i~etrist, in case he recog~i~ed the 
indications, ret~rned to him with the state­
!l1ent that t!1.eir ;:hys ic ian found nothi:v; \'~rong 
physically. So5etL-nes they were i~:"o;;.ed 
that it ::lUS t be ~:r:eir eyes and t:::;:;y ::'ad 
better consult a raal "Eye Specialist" and 
the case was lost to the optometrist who 
referred it. 

By this ~ethod of analysis, the ~ore i~?or­
tant contrijut~~5 factors are easily ~~C05-

nized, a."ld. in ~ost cases the proper :~e':0::t:"­

tioning bri:2gs a-:)out su __ Cfic~ent C1:3.::-:.~e in 
ocular fu..:."lction ::1:.a':; the circ"L:latio:1 ",'Jill 
carry away t~e waste products W:ti0h had 
fo~e r17T je en ~e~ a=-~e·:'. If t~1a t t9 .. 1{2 S :;; lac e 
the patient wi~l ~e quickly relieved a~d the 
findiI1...gs ',..."ill cr-_an6e tO~'iard th.e ex~e0te'::, on 
the other hand if t~e syndro~e is due to a 
focus of infection, the patient ~ay~:;:; te~­
porarily relie~ed but t~e findings ~s~ally 

re~ain about t~e sa~e. 

The a!lalys is c "?_lls for ;'f23 b'lice in t::e :' ~ rs ~ 
step a...1!.d once :!..n the sixth step_ Ir.:. addition 

recoveries are low. With such a sy::~rc~e in 
the ocular pattern of an individ.ual a;e 35 
or older, we 2-'7!.~ediately tilink in tel~3 of 
cb...ronicity. T'::erefore, it is well to :_ave a 
'Jery cO::1:;,lete ~:ist:;cry Q:::d in C'lse t::'e ;atier:t 
had had one or more ~ajor operations or has 
been treated for physical ailments, t~e re­
sults of such re~edial ef~orts shoulj be 
ascertained. 

That is, whether the response to past treat­
ments was good, fair, or poor. If the a~swer 
is favorable we may also expect satisfactory 
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end results. However, if the patient states 
that she does not feel any better now, than 
she did before an operation or other treat­
ment, the prognosiS is doubtful. In any 
event do not expect a case in this age and 
sex group with this type of syndrome to im­
prove rapidly. Since all recoveries are low, 
we would suspect both, pelvic disorders and 
digestive disturbances. 

Case #18. 

Considering the causative background of an 
elderly individual wi th this type of syndrome, 
we enCOQ~ter obstacles which are often dif­
ficult to cope with. At thac age, the average 
patient's responses are relatively slow, 
which requires the more extreme stimuli, but 
the subjective sy:nptoms are such that intense 
stimulation aggravates the symptoms due to 
localized tissue irritation. Therefore, it 
is necessary to begin very cautiously and 
modify the more important manifestations for 
the purpose of obtaining ~mediate localized 
relief. This will be described in detail, 
in the succeeding chapter. 

For the present, we are primarily interested 
in determining, if pos sible , what the various 
contributing factors are. The most iJnportant 
point to consider in the analysis is the ex­
tremely low recoveries, in the #10 and #16 
findings, indicating as it does a disturbance 
in the reproductive system of the body of 
which the pelvic organs are the center of · 
activity, the most logical type of disorder 
to suspect is that of prostatic dysfunction. 
Usually a few pointed questions will serve 
to verify our assumption. A Com~on symptom 
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associated with such disorders is that of 
frequent urination, more noticeable during 
the night because of the need for getting up 
several times, also the sensation of weakness 
or dull pain in the lumbar area (lower por­
tion of the back). In addition to that, 
these patients very often complain of a 
feeling in the back of the thigh, and calf 
of the leg, as though the muscles were too 
short, or stiffness, as some refer to stiff­
ness in the back of the neck as though some 
of the muscles were too short, similar to 
that complained of in the back of the leg. 
The low #20 is usually of very little im­
portance in a patient of this age. However, 
after the patient has been made comfortable 
and the exouhoria is still relatively high, 
or the blood pressure happens to be somewhat 
low, #15 and its related frequencies will be 
of benefit to complete the case. 

In f~ct it may be stated that the failing 
vision in connection with this type of syn­
drome points to low blood pressure and other 
physical conditions usually associated with 
it. 

Case #19. 

This syndrome is mainly one of hypertension, 
and it is difficult to determine what the 
inciting factors are, unless we obtain a very 
complete history, and even then it is more 
or less speculative. However, since we do 
have the remedy we need not be so much con­
cerned with the cause. 

SInce the #11, #17, and #21 findings are all 
relatively lower than #10, #16, and #20, de­
noting tension due to some type of irrita-
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tion, it is possible that the beginning of 
this dis turbance may have been one of the so­
~alled children's diseases, such as measles, 
whooping cough, scarlet fever, etc. Anyone 
of those diseases cause considerable disturb­
:1.nce in the nervous system at the tit-ne, and 
:he body is lU1able to regain its equilibriu.'1l. 

...... l1en we consider this ocular pattern in 
relation to the age and sex it is also pos­
sible that the development of a new bio-phy­
.sical activity which takes place in the early 
teens ~ay be the pri~ary cause of the lrrl­
tation. 

~~rt2er research ~ay reveal so~ething ~ore 

~os~tive than we now have. 

I~ relation to this patie~t's age a~d sex, 
:::'c is unlikely that the pri:nary cause of.' his 
~ub~ective s~ptc~s is in the eyes. Lenses 
alone will not solve his proble~. There is 
no definite indication for the for.ner type 
of orthoptics. That is, the pattern is 
fairly well balanced, a~d the S0tirC~ uf 
ritation is al~ost entirely due to 
products interfering with f~~ction. 

ir­
waste 

7~e analytical routine shows the need for 
723, fou~ times, and in additio~ to that all 
recoveries are low, which is satisfactory 
evtdence that the condition is c~lronic and 
of relatively long standins, involving ~rac­
tically the entire body. 

It is well to bear in mind that the underly­
:~G condition may be the s~ne in many in-

• -. ... 
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dividuals, but the manifestation will be 
different in each one because any condition 
developing within the body will become mani­
fest at the point of least resistance, or 
greatest stress. The same combination of 
basic disorders in another individual may 
produce digestive disturbances and still 
another may suffer from circulatory disorders 
affecting the heart, etc. 

The fact that the ocular sy;nptoms are present 
is not necessarily an indication that there 
is something wrong with the eyes, and even 
if the symptoms were eliminated with len.ses 
for constant wear, we have no assurance that 
it was the proper reilledy. By reconditioning 
a pair of eyes on this ba3!s, however, we 
find that various basic ~:::'sorders jeco~e 
greatly modified as the oCJ.l~r ~"':::c.in;Ss lrrl­

prove, and the patient's subjective ocular 

symptoms subside. 

Therefore, we believe that w!":en the ocular 
mechanism has been restored to ha~onious 
flU1ction and interference to 5eneral i:nprove­
ment has been removed, the body is a 6ain able 
to cope with and correct ~any disorders. 

Case #21. 

The general backgrou,,"1d in this case is quite 
similar to that of case j2Q, except that the 
metabolic processes are much better and the 
complaint is mainly that of poor vision. 

Since there is no discomfort it is primarily 
a matter of applying the proper procedure to 
improve Vision, if possible. As explained 
in the succeeding chapter there must be some 
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improvement in vision after the first treat­
ment. If not, the case is dismissed or re­
ferred to some one else. 

Case #22. 

The problem of myopia in children of school 
age has received a great deal of attention 
in the past. Inherited tendencies, excessive 
near work, and visceral imbalances are the 
more common conditions which have been ad­
vanced as causes. Visceral imbalances is a 
general expression covering many types of 
physical disorders and could mean anyone or 
more of many different types of dis turbances . 

We can hardly doubt that there are inherent 
tendencies in some cases, but I question the 
tceory that excessive near work is the cause 
of myopia. I do not mean, however, that it 
may not be a contributing factor. The 
analytical routine in this case points to an 
emotional background by the appearance of 
#15 in the 3rd step and this is corroborated 
by the 5th step which shows two low recover­
ies Qenoting some type of disturbance in the 
reproductive department. Considering this 
synd!.'ome in relation to the patient's age and 

- sex, we conclude it may be regarded as sex 
repression. On the other hand, a similar 
combination of findings may be present in 
case of venereal disease, various inflamma­
tory processes or obstructions in the pelvic 
region. Should a condition on the order of 
the last two named be present, the case is 
not for an optometrist until those conditions 
have been cared for. That is, no form of 
reconditioning should be attempted because 
the results will be disappointing in most 
cases. 
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I am aware of the fact that it is 
to make localized ocular changes irrespective 
of the cause, but, by the technique described 
in succeeding chapters, the reconditioning 
is always in harmony wi th general physi ca 1 
disorders or psycho-physiological disturb­
ances and the localized ocular symptoms 
seldom improve without some modification of 
general malfunction. Therefore, it is always 
well to determine as near as possible whether 
or not there are any physical disorders with 
which the body is unable to cope without the 
aid of a physician. The indications in the 
analytical routine usually give us sufficient 
data for intelligent questioning and when we 
know the common symptoms associated with var­
ious physical disorders, we are in position 
to draw fairly accurate conclusions. 

All this requires a great deal of extra op­
tometric information which must be obtained 
from the proper source, as it has no place 
in a work of this kind. 

Case #23. 

When the myopia has progresseu Lv a dlupteT 
or more in a child of this age we have reason 
to believe that we are dealing with an in­
herited tendency. Consequently we do not 
expect rapid reduction of the manifestation. 
Our aim is primarily, that of arresting the 
progress. 

If one or both of the parents happen to be 
myopic, the prognosis is doubtful, especially 
when we consider this syndrome in relation 
to a young child showing the need for #23 
twice in the firs t step and once in the sixth 
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Case #27. 

The various findings, except the amount of 
myopia, are quite similar to those in Case 
#26, resulting in an almost identical ana­
lytical routine except that in this case the 
8th step is also negative because there are 
no symptoms of discomfort, but this patient 
being much older and not having required 
minus lenses, which might have aggravated the 
condition, has maintained ocular comfort. 

'It 

1
1 :,1, The reason for the lowered visual acuity of 
I which he now complains is quite obvious and 
[I 1.Ulless the response mechanism is no longer 
d sufficiently active to set in motion the 
il necessary train of activities, this patient 

will obtain the desired end results. 

Case #28. 

This being a case of antimetropia, is pre­
sented mainly to answer the question that may 
have entered the reader'S mind relative to 

- cases where the basic manifestation in one 
eye calls for a different basic classifica­
tion than thatof the other. After prescrib­
ing the proper lenses to balance the vision 
we still have a disturbed ocular pattern 
which requires reconditioning. The back­
ground is of an emotional nature, pointing 
to a disturbance in the reproductive system 
of the body. There is also an indication of 
retention which is very likely the result of 
interference to function caused by the 

'I 

1 emotional upset. 
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Case #2C:;. 

This case also shows the need for a great 
deal of reconditioning even after the proper 
lenses have been prescribed. In fact, the 
discomfort is very likely not due to what is 
commonly called eye-strain resulting from the 
anisometropia or "uncorrected ametropia." 

Rarely do we encounter a case of this age 
showing such a- great amount of retention 
calling for #23 five times. If this boy 
comes from a poor family it is very likely a 
case of malnutrition and retarded glandular 
development, indicated by #15 appearing in 
the 3rd step and the two low recoveries in 
the 5th step. In any event when you see a 
case record of this kind and the patient is 
under 10 years of age, or in the early teens, 
it is well to inquire about the dietetic 
regime, and unless that can also be cared 
for, if it is faulty, the prognosis is doubt­
ful. 

Case #30. 

Here is another compound classification that 
l::s e':,lv8U .101' Lh\:j pUI'.!:Ju::s8 of (;la.l.~ifyillg a few 
points in some complicated and unusual types. 

Although the analytical routine shows two low 
recoveries in the 5th step and calls for #5 
frequency in the 7th step, we are safe to 
assume that those manifestations are the 
result of localized ocular origin rather than 
basic. First, because the recoveries are 
only slightly low and second, the indication 
for #5 frequency would very likely disappear 
after the lenses have been worn for several 
days. 
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Chapter Five 

REMEDIAL 'rECHNI~UES 

Assuming that the practitioner 
thoptic apparatus but desires 
principles advanced herein, he 
various tecrilliques by inserting 
colored glass filters combined 
and/or prisms - in the trial 
scribed in Chapter One. 

has no or­
to test the 

may apply the 
the inc..ies-ted 
with lenses 

frame, as de-

Prisms base in, ou t, up, or down always :-r..es.::s 
the recovery point at the distance wher-e- the 
target is placed. If . tha t cfi's·Ea..r1ce----Ts·- · lel!"­
the--'#16"'-recovery indicates the amount of 
prism-b-~-~e ~ut a=~d t2e ft.l.Lre~~T]i is t::e 
amount to be used for ~ase i~. Should a re­
cove ry po in t be l~ s s than.,_z..e..r.D., the, p~i 53 

plac~:n_~t-.is opposite. ?or eXB.,llple: a pat18:lt 
may have a very hi~'1. esophoria at near, 
which would call ~or prisms base in duri~5 

training but the #17 recovery is minus four, 
that ~llOunt is inserted in the trial fr~8 
during the traini~g period ~~d althou5h t~e 

?lacement is base out~ the affect on the V~­
tient is that of base in. 

In the analytical routine only four frequen­
cies are employed. They are #5, #24, #15, 
and #23. They are referred to as basic a~a­
lytical frequencies. All others either ~cd­
ify or intensify anyone of these four. The 
first two are desi.~at~_~_~~ __ "'p_a.JJ)~,g~~ ;ncr 
the other two as corrective frequencies ~"- - Tn-­

iiIT'-recon:cn:tioning a verj--important rule to 
observe is that, a "palliation must preceed 
correction. n The frequencies related tC) #5 J 

-"------ ----------.. 
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are #45, which intensifies its action, and .. 
#35 is a slight mOdIfIcatIOn. Those related 
~ #24, are #4. and~~tI5 -~~ intensifiers---aJ1d 
#'2 as a modifieT. To #15 ar~_-.!'~lated#35, 
it5 , and #45 2 on the inhibit~_~~_. _~ide,~;~--~-i4-, 
and #13 are more intense Q.~,-~,I:t~ s~~ulative 
~id§. Actually all frequencies are stimuli 
but, the application of frequencies on the 
blue-indigo_-vl.ole~end of the light spectrum 
f.nduces ~~n~,iQJLwhereas those on the red­
orange-yellow end elicit the type of r e _ 
sponse that is £~Ir~we'd -by -n-tractl~ , and 
that is the way the terms I _~ulation; and 
"inhibition" are to be considered in this 
work. 

Case #1. 

As explained in Chapter 3, Case #1 is prima­
rily an example of an ideal case record show­
ing the expecteds of all findings and is in­
tended as a guide to determine whether or not 
a finding is high or low. It does not mean, 
however, that an indi vidual wi th such findings 
may not have ocular discomfort such as photo­
phobia, astenopla, etc. In case there is 
discomfort, the 8th step would indicate #9,4 
or one of its related frequencies. 

~f the pain is ,lll~.~~_ beg:tn ,~i tho Jt15 .al!9-
continue until the symptoms subside. UsuruQy 
a-minute or twoi's-"sufficient for 'the p~TI~ '----------_._._ .. _--... -
to report a slight amount of relief. Then 
remove the #5 filters and continue with #4 
until the patient reports still--;-o;e-;eiie-r-; ' '--- ,--- -- ----'- --" . -- '.;-~ ~hich is usually only a minute or ,!wo i then 
aAd:lz f11ters which is then #24 and fiTirsh ----J that training period by contInuing for 3 or 

~~ 4 minutes more. When a patient is treated 
--~ .. ----.-.~,--..) 
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en t ~1L.~c c ~ r~ 1 n~ t 0 ,~JJ.bj_~c t:tv ~ ___ n~j']11P t om§.~ 
relief fr~~~_~scomfort is the ~~,~_d.:~_ !..92~~J!.2~, 

In .. i:td.Q,.it.J.,QIL t o~~foe. ~rac: i t i one r mu s t') 
Qearn to observe various _~.9J8ctlve _phenomen§:. ~, 

wrhatever is done t-b--"benefi t the eyes must 
also benefit supportive functions. Learn to 
observe the appearance and behavior of the 
patient before training. If the patient 
happens to be pale, any improvement in ocular 
functions will also be beneficial to the cir­
culation, which becomes 'manifest by a slight 
chan6e toward a pi~~ish hue. This is more 
easily seen on the forehead and the ears. 
If the voice is relatively hi6h in pitch, 
before the treatment, we expect a sli3ht 
lower~lg of pitch and incre a s e d reso~ance. 

If the patient's breathing is shallow there 
should be ,greater depth wi thin a few minutes. 

At All this requires considerable practice in 
observation but it is nece s sary in ord er to 
become proficient in this new method. .This 

i s e s pe cia 1 1 L-!-DJa....whe,u " t r:'E3 !3.:_t:lQE.----~L---lL~-L~~ E!-__ t 
who has abn-C;'rmal ocular _f.~, nc!iJ~,_3S __ bu~ 1"1:0 ~~R­
t oms:---l)fhe rwIs~,._i6u~~1}l:_~~~9?W _E0W" . __ ~~<2..~_ 
to-'- treat··.d-in-any event it is .?:~way§ .. b~~~e:r:' 
to under treat than to over treat, and it is 

not only useless ' but-a'ct~aily '~~~E~~_~~_~~~~_~o 
treat a patient 10 minute~_._~_£.. , h~_r~, ~.J?9P,q~ .~n 
4~-~-' --By response is me'antthat there .flas be~~l 
soo;.e Chan6e in the patient's sub jecti~~ s~~,:­
t~ms his behavior or appearance. In other , , - -~ 

words, whenever a d~te ~b_~~ __ ~~~ _ _ p~en 
noted l 8Ttner by - the patient.--M _ _ th~Ld9~toT 
it is sufficient for that sitting. 

Other variations of the "A" classification 
wi thout symptoms and having good vis ion would 
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be such complications as a low #20 finding 
which calls for #15 and its related frequen­
cies on the stimulative side, some of tre syn­
dromes indicating retention which call for 
#23 as well as those showing tension calling 
for #5. 

" ~'i: 
~ Eventually we mus t begin to think in terms of 
, preventive optometry. Consequently we can 
~ ~ot be sattisfied until the ocular pattern has 
\~ een res ored to a harmonious relationship. 
~ Good vision and the absence of discomfort in 

"A" 1 " !) a.."1 c assilication with all findings sat-
a isfactory except a low #20 finding denoting 
~ a lowered response in the involuntary muscle 

. \system is sufficient evidence that a certain 

~ 
'- amount of reconditioning will be beneficial 

, ~ to that individual. 
"1 

" . In the analytical routine #15 frequency would 
~ appear in the 3rd step which includes #14 and 

#13. To differentiate or determine which 
~ one of the three wll1.-proauceth-;r--;;-;t·-;~t ~ 
" isfac tory end re"s-ul t"s-~ a number of factors ' 

~ i such as ag~_s!_X, .. ::nv_~!.'_onment, __ ~.~havior, ap~ 
~ pearance, and inherited characteris-fT'CS 

mus t ~_~ins l_~ .. ~.~rr;--Strmrld the indi vidual b~ 
A r.hild under teY'l-a-",n o"' ....... o .. ,'h,..,+- •• _.-l~_ .. _.t -'- .... 

___ ... __ • ..-. 1tJ'-",LU_r • .L.Lc..LV l,.lJ..1"-'.c;J.v ... c:;..L. ...... l.lv 

. we f!1~¥_ sus p.:.~ t r-et-ardecr- gi~~dular deve lOP~ 
ment. This mayDecrueto" malnutritio-n" ave'r 
a! te~~!~:: .,_._s_I::0~~ _~ __ ~.~, ~1~~.~.~:g_~.#29 -'~nding 
.DL..Y.&l'J J.Q!,,! ... . JJ~ _t~._we).J.J;.Q _ b.e_gin ... wJ,.th · 1115 'and 

.tJatch for improvem~nt. In case the---r:espon;~ 
i.~~.h apply #13 fo~ one or"t;;-"sittings 
EfEd if tha~:!._E1_<!.Uroducetne·ae-slred ·-end 
res lJ lts -.Q_Q.robine a sma] i~.~ount -or"ffilnus---r8ns 
~~ Begin with - a .. · .. half diopter 
and increase the amount in one-fourth diopter 
steps. If the response is then satisfactory 
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it is seldom necessary to 30 hi6her than two 
dlopters. It.. the~~ __ .-.~9~~. __ :r.:~.~_Q.ll~~ 
very slow, try #13 combined with minus lenses 
and ~~~_ t~._E6ur - a:16P~~E~ -or'-p'r~s b;:;~--i;'--

Children of this age who do not respond to 
that method are relatively rare and are us-
1.lally afflicted with some physical or nervous 
aiLment for which they are under medical care 
and are given some type of depressant drug or 
have an inherited background of poor gland­
ular development. Those who do respond will 
be greatly benefited because this alteration 
in the ocular pattern will set in motion a 
train of physical activities which result in 
a redistribution of energy. Many cases of 
that kind have been handled on that basis and 
the results have always been very gratifying. 
All functions develop much better under a 
":Ja1anced distribution of energy and the opto­
metrist who knows how to interpret ocular 
findings on this basis is the only practi­
tioner who can recognize those tendencies . 
When that becomes known, and well establish­
ed, preventive optometry will be the most 
important phase of optometric procedure. 

In the age group ranging from ten to about 
twenty-five years the reasoning-rn co·n:..~e 'c t'i6n 
with a low #20 finding is somewhat different 
because the emotions playa greater part dur­
ing those years, and ]fH--yrequ.ency--·-r-a-ther 
tpap i13 is more ~ffective, should #15 be 
in§c!.e.~ua~e. If the patient has some type of 
ocular discomfort, however, the procedure 
would be more corrective than preventive. 
In ar:."J event if #20 is low in ei ther this age 
group or those under ten or twelve, #15, #14, 
and #13 are the corrective frequencies. In 
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the next group ranging from ~ge twenty-five 
to forty or forty-five, #23, and l15 are of 
eg:uar importance unless ~e-ar8' 'm~~--;----th'an 
t..y:?-Tri~~~.?_r::s for #23 in' thesame pa-t tern-:'­
Inc... patients paSl- 'mldd le - age #23 becomes in­
creas rng~y important 'andfhe"need 'i or'}/15-~~d 
its related frequencies-di :ninfsIi'es-.-- ' 

Other variations in an "A" classification 
with good vision and no symptoms of discom­
fort are those which such complications as 
low ductions, low recoveries, low blur-out 
points or #11, #17, and #21 all relatively 
lower than #10, #16, and #20. when all duc­
tions are low and e;eneral phys ical background 
is one of faulty metabolism, which calls for 
the application of #23. When any of the re­
coveries are low it is recorded in the 5th 
step of the analyticaJ::._,~g,utine, which is re­
ferred to as the Qnform~tivestep:-J That in 
itself indicated neither a frequency, lenses, 
nor prisms, but must be interpreted in rela­
tion to other findings, the age, sex, etc . 
If all other findings are satisfactory but 
all recoveries --are'-row In-the firs'-t Wig-e-- group 
we conclude tKaE---aITphysrc-aI reserVe-g-" 'are 
J.ow, and the pa t i_en~~~m9_t.iona~11Y -'aIs tu;be'ci-: - ' _.' --~~.- -~-.; .", ~," ....... . ,.~ --.,,- , '. -"-.. 

-If we regard the break of the duction as the 
~~~:~_~YL~I2..~_ : t~e_ r:._~c?~ery ' a.,~ -'th;'--~~aiity', 
it may be stated that in the last named syn­
drome the quantity is adequate, but the qual­
ity is poor. That statement applies to all 
age groups. If one or both of the base out L\8 
duction recoveries only are low, in the ,'-;ge t¢J 
group under consideration, we ass'lime --there 
Is some type of interference to glandular 
development and if that can be corroborated 
by other evidence, #15 and i ts rei~t-~d-;t i.i~ 
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lative frequencies, will be of benefi t. If on 
the other hand #11 and/or #,lLrecoveries are 
low, we suspect ' some type-' of nutritional dis­
turbance and if addi t ional supported evidence 
substantiates our assumption, #23 or its re­
lated stimulative frequencies '---a-:re- calle d 
for. By other evideD~e I mean, various in­
dicationsrpointing in the same direction, 
which may be observed in the patient's be­
havior and appearance ._~E- - ,~,~ ~~~,~, fr0E!-,th~_Ap­
formaEToncOntaTn'ea:'-in t~~ hi~_~.9r::Y· 

In the next age group low bas e ou_~. ~ __ re cove rie s 
may be the result of an emotional upset, a 
venereal disea se, or so'-,e t-:n:h3 o~ or)""s-fNCtion 
aSwefi~as infla'i'~atory processes which in­
terfere with- normal function. 'ro c..etarmine 
whether or not the case is a,--r.er.. able.,_tQ~ _,qpto­
metric means the op t oru-a-trist must either ~ 
Ter the case for physical ,~~~i~~~ion ~ 
apply- a trial ~~EE~E_~e ~~9. ,cl. - ._~_-- _-~~ v_i _~g a 
treatme-nt or two with ;:/15 and then make a 
tes t of the recoveripoint-i~---questi'on-:- ' if 
the- fest -'shGws "-an-lnlpr'o'vement the patient h-as 
been benefited and we ;nay safely assume the 
cause Is of an emotIOnal nature. If there 
has been no chan.~e. #23 may be applied and. 
if after several visits ~re is still no 
'DiProvement the case cannot be benefited by 

an optometrist. 

The meaning of low base in duction recoveries 
is ' about the same in all age groups except 
that general physicial disorders become more 
~ ---. . -----

complex and the individual less responsive 
with age. The--contributlng factors to the 
~ausaIIVe background of low base in duetion 
recoveries are' eastric disturbances, re!l:~} 
disord_~rs I hepall.c_. __ .. QQ[lZ~, ~t_~~,!!J_. __ ~~'?_ ., _ , ,'1b:~n 
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such conditions are active the patient is 
very often already under the care of a phy­
sician unless it is still in the incipient 
stage. In either case, the application of 
#23 to raise the low recoveries will be very 
helpful. 

In the even~s called for in the analy­
tical routine of a case record, in this 
classification, without subjective symptoms, 
it is essential to inquire about general 
symptoms of nervo~ne,~s} _ _ ~Jeeplessness, and 
other_~i6ns __ (2I_~~_~.~io_n due to-e'mo'tional dis­
turoances or latent physical-dfs-C;-rder-s- 'for 
which the individual can compensate. That 
is, there may beC1Ow-blur=-out-po-intSj either 
'/lith prism or lens tes~howirigdi~inished 
~~,9L~,QJ.erance'. A similar backgroUiid-'rn 
a number of individuals may become manifest 
in different ways. One may show a low #9 
finding; another one, low blur-outs in #16 
and #17 findings; and a 3rd, in lowered #20 
and #21; a 4th, by the #11, #17 and #21 being 
all relatively lower than #10, #16 and #20; 
still another one may show two or more of the 
various indications mentioned. 

In the majority of the first two age ~.~ps 

previously mentioned the application of #5 
frequency is very effective. In the ot~ 

$~wo age groups and especially those pair 
middle age it is advisable to take the blood 
pressure because, any of those syndrome;-~az­
be as soc ia ted w~th. , __ tt.~@_.q1gQd . pressure~ ' and... 
.#35 will produce more satisfactory end re­
sults, at least for the first visit or two· 
~fter that #5 may be employed for a time o~ 
two until the findings are more satisfact-
2!1, but before the patient Is dismissed 

.1i," 
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it is good practice to give a treatment with 
#2, the phys iological stabilizer 1 about-once 
a:-Week for several weeks. This has a twofOld 
purpose, first the stabilizing~ffec~ _ of 
frequency #2, which is always beneficial and 
second, it enables the practitioner to ob­
serve the patient over a period of several 
weeks before dismissal. 

Case #2. 

Great care must be exercised in these cases 
to avoid aggravating the localized irritation 
causing the excessive lachrymation. Fre­
quency #23 is needec for corrective purposes 
but if #23 is applied i~mediately there may 
be a s.lis.-'h.t ir'_c~e2.Se in the epiphora. Fre­
quency #4 decreases the flow of secretiqns 
but it is also a sensory depressant and since 
the patient already complains of poor vision 
we do not want to lower the responses anymore 
than necessary to modify t:le symptoms already 
mentioned. Usually a minute or t~2_--.E!_jL'!, 
followed by two or thr~e minutes of #24 is 
sufficient to lessen the extreme watering and 
after two . or three visits of th~~~9s~ 
S~pt8~S 'Nill hs.ve 2ubs ided; then w~ rn.8y 
sal'ely bebin to u·se·/f23-:ShO"\lld this slightly 
aggravate the former symptoms we may finish 
the training period with a minute or two of 

#24. 

After two or three visits it is necessary to 
make a visual acuity test to determine wh,~J;":ler 
or not the case is amenable to further im­
prove_~~nt. If itie- ~'is ion ha~ improved, the 
vertical phoria tests at distance and at near 
should be taken and if those findings have 
changed toward the expected we may safely 
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assume that this patlent will continue to 
respond favorably. 

In fact, this particular patient did continue 
to improve and w~en he was dismissed he had 
about 20/30 vision and all of the findings 
were quite satisfactory. 

Since all of the remaining case records, as 
they appear in Chapter 3, were taken from 
actual practice and I have the complete his­
tory of everyone I shall give the actual 
outcome as well as the various physical dis­
orders found to be associate& with them. 

This patient had been under treatment for 
c~r'Gnic prostatitis and mild gastr'ic disturb-
3.nces for a number of years . After h is ocular 
5j~.~toms had been cared for by this ~ethod 

::e st a ted t h at his physical symptO;JS hac:. also 
disappeared. A case record of this kind 
associated with those localized ocular s~p­
toms is hardly ever found in young individuals 
but similar findinbs with different co~­

plaints would also require the applicaticn 
of #23, but #4 and #24 would not be needed. 
~ a ~ i-~ -t ("t ""J'"'\ ("'\ f-.t ~ _ ...... __ '- ..... .- , _ _ , -.' - -' n.... 
__ ~~ u .... ...L ..... .tJa.v-,-vl..LU .L .LVIJ vVL ll}J.!.d..L!l::::U U.L illS 

watering #23 would have been the only 
quency re qui red. 

Sase #3. 

eyes 
fre-

Since the analytical routine shows only the 
need for #24 and its related frequencies, 
the technique to alleviate the symptoms of 
discomfort is that of applying #45, #4, or 
#24, if the patient complains of those symp­
toms at the time of treatment. However, all 
of those frequencies are ' only palliative and 

• • 
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the relief obtained by that procedure is 
often only temporary. In any case, where the 
analytical routine is negative, except the 
8th step calling for #24, which is pallia-
tJve, the corrective frequency is ~~ ___ ~~~ 
This rule works both ways, that Is, if a case 
re~ord shows the need for #23, '9ut t.~~~f~~_~~ __ _ 
discomfort, at the time of treatment, use 
#24, or onelOfits related frequencie~, until 
the sympt-oms-------su.bside. qn?:~_~ ___ ~u-9h~ir~~-
stances do not apply a corrective frequency 
~t=ihe __ same vi~Jt_. ~----------- -------- ---.. - .----.. - - -- - -

This patient had no symptoms of discomfort 
when she c~me in for the first training 
period, so #23 was employed for about four 
minu tas • Duri!!.g the firs t :::1i2:.1 te or S DL _ th_~ 
light was flashed o!i--aIid--6f-:r- -TQ-}n:cX'_~j.-~~~he 
st1ffi~;-for the remainder of that sitting, 
the light was on continuously. After tfie 
treatment, the pat lent was-Tri-s"fruc ted to wai t 
te..n minutes and _J:_0-_~~. _?- _ i-~~~_t- .-u of t~~ ___ y~ 
a£ui ty wa~ made which was fou:1d --to ' ce 20/20. 
This bei!1g on Saturday she was instructed to 
return on the following Monday. Another 
acuity was then made and found to be aLuost 
I"""l1o "" /, _ ., J' I. I _ _ . _ L _ ~ ..L. .. . _ .L _, _ _ ,- - ..l 

GV/.LOJ ~u L!l~ .fJ!:ii...l~nL r~VUl"L.C:U L-UtlL.. ;jilt:;; llt1U. 

been free from discomfort, 30 frequency #2 
was employed for this training period and 
the patient was instructed to return a week 
later. On the third visit the patient re­
ported that there had been nO recurrence of 
discomfort and the acuity was still about 
20/15. 

Had there been discomfort at the time of the 
first treatment one or more of the fre~uen­
c!es related to #24 would have been e~ 
depending on the severity of the-- pain:~ 





~~~~""~" __ "{~" ~_.~.,~~. ~.- .~i~'i~·~~·~~~'~···~·~· '~·· ~~:~·I·~~· fr':::'~- ' ,. J1 II -'r"\~#~;i'~1'6: ln:'.~>Z;i<~S~ •••• IIi •••••••••••••••••••• _ •• - .. 
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bination, as stated previously, with a short 
rest period every ten to fifteen minutes. -- .---_._-_ .. _--._-------------._, 

(The rest periods should be about a minute 
~ach, during which time the patient should 
~e in a reclining position with the eyes 
( closed; so that the relaxation takes place 
,·tp.roughou t the body. 

The reasoning behind this technique is that, 
due to the extreme irritation, the high 
esophoria at near was originally a defensive 
activity, but later it became a habit pat­
tern. Even though the causative factors are 
no longer present the habitual over-conver­
gence at near remains. Since this habit is 
of an entirely localized nature, it may be 
reconditioned by localizing methods. Unless 
this is done, the disparity between focus and 
triangulation at near seems to be conducive 
to a re turn of the forme r bas ic dis turbances . 
Through the eight diopters of prisms base in, 
the phorias at near will be sixteen esophorias 
but the patient being accustomed to only 
eight esophorias, there will be a tendency to 
revert to the former pattern. ~~st cases 
a week or ten days of this procedure is suf-
~ 

ficient to break down this habit pattern. --.- '" 

During this time it 
patient come in 
times. 

---------
is well to have the 

for training two or three 

Within a week this particular patient showed 
four exophorias at near and some of the other 
findings, such as #11 and #17, had improved still 
more, the recoveries were no longer low, #19 
was twelve diopters, and #5, #11, #13, and 
#17 were no longer low. Although #23 fre­
quency was indicated in the analytical rou-

If) 
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tine we did not have to use it because the 
retention of 'tIaste was very likely due to the 
tension which interfered with normal func­
tion. In other words, both #5 frequency and 
base in prisms _~r:!?-uc~· eXJ~'§:~s lon. T11:1,3·'18 
fQllo.w.ad..J2y increas~it.g.iTcula t ion ' whi ch re­
su.~t~- tJ:L_.i-.JJlJ;g~Qi;ci . ~u t r i t i-;;:--~;d-"the -- re-mo';; a.-I 
of waste products. 

Case #5. 

Plus lenses have always played an important 
part in these cases, because such lenses were 
always gratefully accepted and very often 
obliterated the ocular 'symptoms. This led 
to the belief that the procedure was correct, 
but actually any ~mount of plus lens power 
is detrimental to the general welfare of such 
an individual. In many of them more lens 
power was acceptable within a short time, so 
they were sai~ to be latent hyperopes. Ac­
cording to that, concept nothing else could 
be done, and consequently these patients were 
very much mistreated because the method was 
based on false premises. 

Being convinced that lenses were not needed, 
the reconditioning was started immediately. 
The patient had no discomfort at the time of 
trea tment, so it was started wi th _ #15..) for 
several minutes, and finished with k23 com-
bined wi th prisms base in and op:~ ____ diopJ;_~..r. 
minus spheres ,0. U. After four training 
'periods of the same kind, there were no more 
sj~ptoms and all findings were satisfactory. 
Had this patient complained of discomfort at 
the time of treatment #4 for a minute or two I 
and then #24 combined with base in would have 
been required. Had the near esophoria re-
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mained, as it very often does, the technique 
as described under case /14 also applies to 
this one. The technique is about the same 
in all age groups except that the need for 
J23 becomes increasingly important in those 
past twenty-five years of age. 

Case /16. 

The lens prescription for this case was plano 
for distance with plus 1.50 add, to be used 
for near vision only. Since there was no 
discomfort} and the only frequency ins:'::'cated 
in trle analytical routine being #23, it was 
combined with prisms base in ..... The vision 
improved to 20/30 O.D. and 20/60 O.S. after 
the firs t application of about ei3ht minutes. 
?ourteen subsequent visits cleared the vision 
to 20/20 O. D. and 20/30 O. S. and all findings 
were satisfactory. Although this patient had 
no ocular discomfort she had been operated 
for gall bladder trouble two years previous­
ly, and stated that she had not been well for 
many years, but since her vision had improved 
she felt much better. 

r: J:I Q ~ iJ:r7 
- ____ .... '/ I • 

As explained in Chapter 4, these cases pre­
sent a real problem to the optometrist. They 
need the plus lenses for near vision, but 
could not accept them because of the high 
exophoria which rapidly increased with the 
addi tion of plus spheres. By this new method 
most of these patients are quickly made com­
fortable and enabled to accept the necessary 
plus spheres for near vision. #15 frequency 
is not very important and there being no 
discomfort, #23 combined with prisms base out -
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was applied and after t~e third visit the 
patient accepted the n;:'<:;2ss,~ry re~,ding le~ses 
without difficulty • The . 1l-0 and ;r16 recOver­
ies had changed to eigr-t and. four respective­
ly. The phoria in the ;(1.5 finding was 14 
exophorias. Six additional training periods 
con~isting of 423 cCt!',bl:-Lec. ~'ii th prisms base 
out and two sittings 'Nith ,/2 :'requency were 

~iven to complete the case. 
o 

This patient also stated that he had been 
treated for prostatitiS s .everal years ago but 
obtained very little relief. Since having 
his eyes reconditioned he had also obtained 
considerable relief from t:-:'e symptoms which 
were due to the prostatic involvement. He 
was convinced that his eyes had been a con­
tributing factor to his other difficulties, 
and brou6ht in many of his friends to have 
their eyes examined, because of the benefit 

he had received. 

In younger men, showing a similar ocular re­
cord with ext reme ly low #10 and#16 re cove r­
ies ~e may suspect venereal disease and if 
they do not respond readily it is advisable 
to insist on a physical examination. ~o-
men pas t.--1!l.t9-QJ~ __ age '-_ ~~:1-_~ __ ~ z~dr?_~~_ ~ s _____ i?di-
cative of an aftermath from the menop~1:l-~~_. ~T 
other pelvic Q:fSC)rders_ such as ~.~r _~ 
flammatory processes as explained in Chapter 
4 under Case #7. The corrective techniqu.e , ----
is the same for both sexes p~~~_~~-~~~~---!:.g-~-,. 
b~-t-- in other individuals~-' -fr-ee from venereal 
dise~se'-:- ' )li5f;eque-ncy- is more imp?E~.~_~..E· 

Case #8. 

These cases respond exceptionally well to 
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this method. This patient was given four 
training periods wi th #4 for a minute or two, 
followed by #24 for two or three minutes 
combined with prisms base out. This brou'J"ht 
#20 and #21 findings in balance and the #10 
recovery to six prism diopters. #23 fre­
quency combined with base out was then given 
twice a week for three weeks at which time 
all findings were satisfactory. !n cases of 
discomfort ~ is well to give a treatment 
e.~ry day, or even twice -'a"-da~' until till 
s ... ymptoms have .miQs i~_ A~le_!, that, - two or 
three tim.~~,_._?:_ ,~eJi: .. ~_s usually quite sati-;-
factory..... -'- - - "- -----'- . ~--- -.-. .. - -'- - , 

Physical disorders often associated wi th this 
?ype of syndrome, in this sex and age group, 
1S that of scanty menstrual flow. Because of 
t,? is, con s ide r a b I e wa s t e._ is ret a i ned --an-cr-;~c'h 
of ' this is l.o~_~1.J:z .e.'!_in the pel~-:fc--'areare~ 
s u It i ng i ~-~_,_~.!]..£.1. ,~~_fory-p ro ces's-e-s-~- ---- Wb:'e n 
the ocular pattern has " bee~··-r~~tored to 
equilibrium that same harmonious activity 
seems to be transmitted to other parts of the 
body, and the patient is greatly benefited. 
No lenses are needed. 

Case #9. 

This patient had gone the rounds to a number 
of refractionists, both medical and optom­
etric, and everyone had prescribed lenses 
and insisted that he wear them all the time' 
He was given two treatments wi th #5 combine~ 
w~th base out which balanced ~o and #21 
f1ndings. This was followed wi th four appli~ 
cations of #23 combined with base out which 
resulted in complete elimination of his symp­
toms and all findings were satisfactory. 

1.1 
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About four months later he came in and s ta~ed 
that during the past two weeks he had noticed 
a slight recurrence of his former symptoms. 
The findin3s were still about the same except 
the #13 finding which had been down to 5 
exophorias but was now eight exophorias. Two 
treatments with #23 combined with base out 
were required to obtain comfort and reduce 
the exophoria. No lenses were prescribed and 
the patient remained confortable. The pro­
cedure is about the same for all age groups. 

Case #10. 

To improve the V1Slon and satisfy the patient 
in this classification is very simple, but to 
prescribe the total amount of acceptable lens 
power is detrimental to the general welfare 
and interferes with proper development of 
involuntary functions. A satisfac.t9.ry ~·rule 

is to prescr~be only the~ount of sphere an?­
c,ylfnder' which actl:tally improves vision! In 
thTs-'case, the prescription given was plus .50 
spheres combined with plus 1.00 cylinders 
X 90 O.U. This gave 20/20 vision O.U. which 
could not be improved with more lens power. 
Taking the #20 and #21 findings through this 
lens combination made the #20 finding con­
siderably lower than #21. To harmonize the 
ocular pattern it was necessary to institute 
some type of training which would raise the 
#20 finding. This new set up changes the 
analytical routine to #15 in the 3rd step 
instead of #5 in the 7th step, and since 
tQ~re are no symptoms of discomfort #15 and 
#J3/ frequencies may both be used in combina­
tion with minus lenses for reconditioning. 

Flashing is very often necessary, and should 

/~ 
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be done in tr.e usual manner, by turning the 
lisht off and leaving it off twice as lon~ 
!STf is on. However, if the patie-n't"-' --Sh~'~~" 
any s~ns of irritation, either in the form 
of a mild hyperemia or r~tles~~~_it is 
well to ~iscontinue the flashing. In that 
~ase, the patient is already hypersensitive 
~nd will respond favorably without flashing. 
::'he technique for the actual reductior" of the 
aiie t; ropia will be fully covered in Chapter 6. 

~est :~e reader conclude that this new a~­

~~:r ":L1.ch is essentially a system of "throwaway 
:,-()':r .sl2.sses and see with your eyes!!, it is 
~ss2n:i~1 to bear in mind ~hat the prescr~~­
i !l(;' of s:",:, p;Jo rtive ~will always be an 
~~;J rta~ t 9arc o f optometric service. All 
:~~e s of ocular reconditioning, including 
-::hese fie'.-'; met~cods are limited to the patienc' s 
ability to readj1lst hin:se1f. All we can do 

:3.:_ .. _0.p_to~.e~r~ _s(s is to ~et in :nofI9n Cl train 
~~ _ps-y:cho - P:ly'~_.io l06ic~l_ .. g,1:;.,ti vi G ie s by tiP21:{­
l~§ chan~es in the pathway or compos~tion of 
ligfit before it enters the eyes. If this is 
Gone intelligently, it will be followed by a 
desirable alteration in functions within t~e 
limits of the response mechan ism. 

I have purposely selected many case records 
where no lenses were needed but the patient 
had ocular discoMfort, and/or, lowered visu­
alacuity for which we now have a remedy. 
?urthe:'rrlore, I ~ontend t~at supportive le!l.ses 
02:., prisms ShO'lld -be-presc-rrbed' -. 6rily-"··as-- -- -~ 
~·as.f-- r~~o·ft-: · · and tEe'n only the amount re­
quired for adequate vision. Minus spheres 
and--prTsm-s are already being used in that 
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ma~~er, so we need only to include .?lu3 
spheres and both types of cylinders as well 
as tinted lenses. 

I realize that such a statement 1s contrary 
to the present accepted concept and I a~ 
s~eppingon "hallowed" opto3e~ric ground, b~t 
new discoveries ~ave made it possible to 
jroaden our field of service and stay entire­
ly within the li~its of our jurisdiction. 
Any attempt to encroach upon the rights of 
others would be futile, at least for a young 
profession like opto:-::etry, and, I would be 
the last to ad70cate it. 

Since the prescribing of lenses has always 
~ 2e~ the ~ost i~portant phas2 of o?tome t ric 
procedure, it is ~ell ~~derstood, and, it 
would be a waste of ti~e and space in this 
work to dwell on that part; however, on. this 
new basis, certain :todlfications are nec ~ssa.ry 

and those points are being stressed because 
if the practitioner does not fully realize 
the i:nportance of that phase, he will be dis­
appointed with this new procedure. I suggest 
that the aoove be heavily underlined so there 
ill&Y be no ~i3~dcr3t~~di~~ ~g to the intent 
and purpose of this vollli~e. 

The prescription in this case waS plus .~5 
spheres O. U. Throng....'1. those lenses the #20 
finding was only ~inus .75 and the #21, pl~ s 
4.25. These lenses gave the patient some 
i~~ediate relief but did not bal~~ce the 
ocular pat~ern. To accomplish that, #13, 
#14, #15 and #23 were all applied for COl'­

rective purposes in the order named. #~_ and 
#24 were used several times because the pa­
tient complained of frontal headaches at the 
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time of treatment. One of those treatments 
with #4 and #24 was given on the first visit. 
For the second training period, which was the 
following day, #13 was used for about two 
minutes and then #15 for about four minutes 
to finish that treatment. Two days later, 
on the third visit, the patient reported that 
he had been free from discomfort since the 
first treatment, so that training period 
consisted of #14 for about three minutes and 
then #15 for the remainder of that sitting. 
Al though#23 does not appear in the analytical 
routine it was used because #24 appears in 
the eighth step, and, as previously explained, 
whenever #24 and its related frequencies is 
c;lled for, #23 is substituted if no dls-com~ 
f'O'rt Is ILresent at the time of treatment, but 
:ii'3-;'-ff14, and #15 are the more important 
frequencies in these cases. Another seda­
tive treatment with #4 and #24 was given a 
week later because the patient complained of 
frontal headache at that time, but stated 
that he thought it was due to a transient 
digestive dist~rbance because he had been out 
late the evening before with a party of 
friends, eating and drinking more than the 
1.ls1.lal a.l'!lO'..!.!!t. E~!idently 7 this was correct 
as he had no recurrence after that. This 
patient remained comSortable after the sixth 
training period, but fourteen additional 
applications were required to balance the 
ocular pattern. The technique for reducing 
the 8.1!1etropia is described in Chapter 6 under 
Case #10. It is not adyk,able _ ~o .mak~ aru 
~~_~,~.~f- , ~f~._ .. ~o . :r9~\;~~ .. Mp.er~p.iav .. 1]L .... m&~~ 
indi!.id~..@-J,§~,~. , ~.9.A!:ty yea_rs .. ~.Q1:- .. ~g}~. OS-Q..a­
sioiially, it is po'sslble to eliminate all of 
-flie-'nype-rOplc mBid_festat'Ion in ' EJOmeOne near 
forty years or age, bu~ ordinarily it is 
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nec~ssary to, prescribe supportive lenses f~r 
~Q-~-~."qf the al'Tletropia. 

It so happens that my own ocular set-up was 
quite similar to this one and for nearly ten 
years I wore plus 2.00 spheres O.D. through 
which I had 20/15 vision. At the age of 38, 
I reduced the lenses to plus 1.50 and insti­
tuted the technique for reconditioning as 
outlined for this case in this chapter and 
that des~ribed ~n Chapter #6 QDder Case #10. 
I had no ocular disco'Tlfort but my main reason 
for becoming interested was that, unless I 
had good illu'nination there we:;:->e signs of 
presbyopia. Being also interested in t{~_e 

effects of ocular reconditioning on circula­
tion I· had ~y ~locd pressure taken, ~~~~h 
was 115 systolic, 70 diastolic, and the ; :..: ls8 
rate was 68. During the past two ye~rs, I 
have not worn any lenses and the blood pres­
sure is now 130 systoliC, 80 diastolic, and 
the pulse rate is 74. ~y static refraction, 
or d5 fl'ndin~ varies from Dlus .25 to vIus 

1/ 0' . .&.; -

.50. ~ore than plus .25 jlurs my dista~t 
vision. I read about as well without lenses 
as formerly with plus two spheres. That is, 
It., Is uec;omlug ~<.J ; f1ell'lhat difficult to :;cc fi:--~e 

print unless the illumination is about five 
foot candle or better. Consequently, I do 
not expect to continue near work much longer 
without supportive lenses. By the same 
token, I do not advocate an _at temPt ~o ~~l_i0-
inate p'res0yopi a be;;JL~..J-__ th.aLJ!.on..dLt.i~--_ i~ 

. II1 harmony wi th...1lC3. t ul~ __ . <;?_:r; __ ~g_r:r:..~+.---9:§..g~.n-~-~-?: .. :­
tion throughout the body, unless it is pre­
rila.-t~;;:-or the amount of add required is 'TIuch 
greater than the average for a given age. 
The background in such cases is primarily of 
a~' - ~motional nature which seems to interfere 
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with involuntary response and tonus. 

I~_ the first age group, this typeof syndrome 
seems to indicate retarded glandular develoD­
~ent. In those past middle age it is indi­
cative of pelvic disorders. 

Case #12. 

Patients with this type of syndrome were 
almost always disappointed beceuse 0f the 
preconceived idea that it was only necessary 
to find so~eone w~o could fit them with the 
proper lenses. When lenses did i~prove their 
vision they were well satisfied, for a short 
ti~e, only to be disappointed later by being 
ir_formed that very likely the condition would 
progress until total blindness ensued, for 
w~ich an operation was the only solution. 

Wi th this new technique, ocular func tions can 
very often be suffiCiently i~proved to pre­
vent further progress of the condition. Bar­
ring trau~~tism or some other localized in­
terference the background in these cases is 
that of retention. This patient had 20/60 
v~~~on u.u. Ar~er eighteen applications of 

- #23 frequency covering a perIod of six weeks, 
his visual acuity was 20/30 O.U. and the 
vertical i~balance at both distance and near 
had disappeared. The prescription given was 
plus .50 for distance and plus 1.75 add for 
near. This gave him practically 20/20 vi­
sion. 

Case #13. 

As previously stated, we do not 
eliminate all of the ametropia in 

expect 
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sro~p unless it is less than one diopter, 
but, any ~~necessary plus lens power is det­
r:L-nenta.l to the general welfare of such in­
dividuals. When the #21 finding is low and 
the esophoria at near increases with the 
addition of plus, the patie~t wfll hardly 
ever accept the total lens power indicated 
~n the #7 finding with co~for~. out, since 
t::.ey are '2.yperopes '8i th eso~horia the 3.verage 
refractionist has insisted on prescribing the 
total a-:1ount ~f plus s:"mm 1:1 the #7 finding 
and then told the patierrt "you have to get 
used to your glasse3". Un:'ortw.l.ately, ~any 
of t~em did finally get used to them, but 
their ocular sypmtoms 1J.st:ally re:nained. This 
natient was given three traini!:g per~ods with 
;5 frequency co~bined 'sit:: :;ris::ls base in and 
plus 1.00 spheres. The prescription given 
for constant wear was plus 1.00 spheres D.U. 
The plus 1.00 spheres ~entioned previously, 
were added during the train~ng only. This 
res~lted in a balanced ocular pattern except 
the #13 finding was .still 10 eso;Jr:orias. She 
was then given eight diopters of pris~s base 
in which were sU"8"81ied ".'1ith .:~:.t overs and 
used for read.~1io:lle;o"~o·ur--eacneven:, 

.. . 0 .... _ ... ~. 

ing as described und.er Case 4, of t~is Chapter. 
This type of syndrome is rarely fOlli~d in 
older individuals ar.d the tec:-~lique for those 
in other age groups is about the sa~e, except 
that in c~ildren and young a6..<. .. lts it is very 
often possible to eli:ninate all of the 

hyperopia. 

Case #14. 

Prescribing the total a~o~~t of lens accept­
ance for this type is co~on practise among 
refractionists, mainly because the patient 
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readily accepts it and the subjective symp­
toms are very often completely irradicated. 
?urthermore, the ocular pattern is thereby 
artificially restored to balance; but, the 
l~er~~d _inyolunt~ry !Tlu~ _cle tonus drops still 
~wer if the total amount ac'cepted with out 
~lur is prescribed. Due to the - chromatic 
~nt~rval it is desirable to maintain a cer­
tain a~ount of hyperop ic manifestation and 
t~is can only be obtained by further lowering 
of the tonus. Within a year or two, these 
patients would return for a cha..71g e of lenses 
because their former s~~ptoms had returned, 
and, there being additional plus acceptable, 
it was called latent hyperopia. The causa­
tive bac kground is emotional, so ~ne relief 
s ~ould be obtained through recondition i~2 

ra t her than supportive lenses. In "'h~ '-' __ u. ~s case, 
:he lenses prescribed were plus .75 cylinder 
~xis 90. Vision was 20/ 20 O.U. and comp lete 
relief from subjective symptoms was obtained 
'.vith eight treatments over a period of bvo 
weeks. The first four were sedative, con­
Sisting of #45 for about a minute, then 74 
:or about six minutes which produced al~ost 

complete relief during the first sitti~. 

L~e second treatment consisted of #4 and #24 
- ~requencies only. When the patient returned 

for the fifth visit, she reported no disco~­
fort, so, #15 and #23 combined with base in 
wel'e then given. Whe!?-_ ~both #15 and #23 are 
called for in a case with -an· '- e~ot·io·n·aI- -b-a-~k ~~ 
; roun-d , it i s -~en-'To-- us"';; -f/i'fJ" -it r s-f -ane(i' i~­
im! the,- treat~ent--V7itlCa: minute -or two of #23 
At -the end of two weeks all of the findings 
except the near phariss were quite satisfac­
tory so the base in prism method for home 
treatment was used. After only four evenings 
of reading through the base in prisms for 
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about an hour each evening, the near phorias 
were also in harmony with o·ther findings and 
the patient was dismissed for one ~onth. 
When she returned a "!1onth later, she reported 
that she had been entirely free from disco"!1-
fort until the last few days. Several tests 
were then made, such as the phorias, the ff16 
and #20 findip~s. Both the #16 recovery and 
the #20 finding had dropped some, so it was 
decided to continue training. Three five 
minu'te periods, two days apart, were ~iven 
which resulted in restoration of satisfactory 
findings and complete relief from SYT!pto~s. 
This lasted for nearly six ~onths at which 
time the patient again returned with SO,:le 
recurrence of the fo:r:ner sympto:ns. T}:}is ti."!le 
only one training period of about three ~~~­
utes was required to 08tain satisfactory e~d 
results. There r:.as been no recurrence ot t~e 
spptoms and in addition to that, the p a tie::1.t 
reported relief fro~ several physical sJ3~­
toms for which she had formerly required 
periodiC treatments, the ~03t pronounced of 
which was dysmenorrhea. 

Case #15. 

There are few mothers who do not dread the 
thought of put ting glas ses on a child of this 
age. But, in the past, there was nothing 
much that we could do with these cases sside 
f'rom prescribing lenses for constant wesr. 
Although in this case the left eye calls for 
a one diopter cylinder at an oblique axis, 
and, according to the presently accepted 
concept, such eyes should by all means, have 
supportive lenses. Perhaps one of the main 
reasons for insisting on that procedure 1s 
the fact that we had nothing else to offer. 
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If we want to be absolutely honest about it, 
we ~ust admit that there are thousands of 
individuals who do have from one-fourth to 
one diopter of astigmatism in one eye, or 
both, but have good vision and no disco:nfort. 
So, we cannot point to the ametropia as the 
sole cause for the lowered visual acuity. 
When we look at the analytical routine and 
note that all ductions are low, all recover­
ies are low, and the #20 finding is very low, 
the cause for the amblyopia is obvious. 

The Mother of this patient was extremely 
anxious to have so~ething done for her child 
so he would not need to wear glasses. None 
were prescribed, a~d the reconditioning was 
started i~nmediately. After six training 
periods with #13 for about two minutes, and 
three minutes with #23, the patient had 20/20 
O.D. and 20/30 O.S. All recoveries were up, 
#20 was in fair ratio with #21 and #7 finding 
showed plus 1.50, and the left eye required 
only -.75 cylinder. 

Case #16. 

Althou6h the analytical routine indicates 
#15 and its related frequencies combined with 
base out, if there are no symptoms of discom­
fort, any of the red-orange-yellow bands may 
be employed. It is well to prescribe slightly 
less plus than the amount needed for clearest 
vision. 

This particular patient required plus ' 2.00 
spheres O.U. to obtain 20/15 vision, which 
was the same as that obtained throu6h the #7 
finding. Plus 1.50 spheres O.U. gave 20/20 
vision, through which the .patient had four 
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prism diopters of exophoria at distance and 
twelve at near. 

This left her with an extremely low #20 find­
ing and relatively hi~) exophoria at both 
dis.tance and near. This patient · was SOIT'.e­
what pale and undeI"<ve~-as" WeTl as slow 
and ii s £fe-s's--'in-' all -he r _·'E):ct ~:on~_ . ~l_~q he r 
oreath'ing was shallow, so it was decided that 
#i3 ' frequency was -'very definitely indicated. 
Since #13 is ·the extreme of both #15 and #23 
the technique was that of be ; i~nir:g '0\' 5. th i-f13 
for about a minute, combined with prisms 
base out, then #15 for a minute or two, and 
two or three minutes of if23 combined with 
base out to finish the first training period; 
four S1...(ch treat;nents 'Nere 2:iven, one each day 
for four days. The visual acui ty through the 
plus 1.50 spheres was t~en 20/15 O.U., the 
phoria at distance was one prism diopter of 
exophoria, and ei 3ht at near. The #20 find­
ing throu~h those lenses was then minus 3.00 
and the ff21 was plus 3.00. The patient then 
had 600d vision and a well balanced ocular 
pattern. If further reduction of the ametro­
pia is desired the case may be continued as 
J8s~ribed in Chapter Six. 

The technique is about the same for all age 
groups except that, the possibility of reduc­
ing the ametropia decreases with age. 

Case #17. 

Due to the fac t that the ex?phoria at near is 
in excess of the dynai'ilic retinoscope finding, 
supportive lenses are not the solution for 
this p~tient. In fact, they are definitely 
contra-indicated. This is another type that 
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has been very much mistreated ocularly by 
former means, because they readily accepted 
plus lens power without interfering with 
their visual acuity at distance. 

The eight analytical steps show very plainly 
what is behind this disturbed ocular pattern. 
The only frequency called for is #23, and 
because of the relatively high exophoria, 
this band of light is combined with prisms 
base out to alter function in the desired 
direction. In addition to the minimum rou­
tine findings and the ei2;ht analytical steps, 
the subjective symptoms and constricted color 
fields also point very definitely to reten­
tion of waste products interfering with 10-
calized functional activities. 

This particular patient was given eighteen 
training periods of #23 combined with prisms 
base out over a period of six weeks. The 
first four were given at intervals of one 
each day, then three a week for several 
weeks, and the remainder at the rate of two 
each week, resulting in relief from all 
symptoms, normal color fields, and a well 
balanced ocular pattern. No lenses were 
prescribed. 

Case #18. 

Although the analytical routine calls for #15 
in the third step, that particular band and 
its related frequencies is not very important 
in a patient of this age and sex, and need 
be employed only as a last resort. In fact, 
those frequencies are definitely contra-in­
dicated as long as the subjective sympt oms 
are present. With that in mind, only #24 
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and its related bands remain in the analytical 
routine. '~ .. ~re.gu~Jlcies b~l.ng pr~.m?:.rily 
palliative, we do . n<?_~ , expect much improvement 
in- 'file" oc'uiar pattern by their use. W-e do 
however expect irnmediate relief from the sub­
jective symptoms and if that does not occur 
at the first sitting, we have fairly reliable 
assurance that those symptoms are entirely 
due to retention of waste products in the 
local tissues, and consequently, would in­
stitute training with #23 combined with 
prisms base out. lmmed~~~e relief from sub­
jective symptoms is not intended to mean 
complete elimination from those symptoms at 
the first sitting but, a decided modifica­
tion. It may require a numbe'r of sittings 
with palliative frequencies before the cor­
rective frequency #23 is employed. In this 
particular case the training was started wi th 
#45 for about a minute, then changed to #4 
for about two minutes and finished with #24 
for about three minutes. Three additional 
periods of the sa.me kind were gi ven, one each 
day. By that time the symptoms had subsided 
materially but, four additional palliative 
training periods were given, beginning with 
#4 1"or a minute or two and. completing with 
two to four minutes of #24. This was fol-
lowed by train~ _w~~"Q . ___ @';3 combined wi th 
prisms base out three times a week for two 
weeks, at which time the patient was entire­
ly free from symptoms, the vision was again 
normal, but some of the findings were not 
yet satisfactory, so the training wa~! con­
tinued once a week for eight weeks. 

At the end of that series of training peri­
ods, the findings were also quite satisfac­
tory such as #15 was then 14 prism diopters 
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of exophoria, #16 finding was XI 12/6. Throug."l 
supportive lenses of plus .50 spheres fer 
dis t ance and plus 2.50 adc.ed fo r r',ear, V'i!::" ch 
were then prescri~ed, his visual acuity for 
distance was 20/20 minus O.C., and ~is 7 20 

find in3 was minus .50 and 721, plus .75. 

Case #19. 

w~enever the entire a~aly~ical routi~e ~s 
negative in this classi~ication, the pro2cc..'.lre 
to be followed is fully covered in ~~a;0er 

Six under case t19. 

Case #20. 

As s ta ted in Chapte r Y:,"ree U:-lCc r 0nis ~ ~9..;S­
siflcation and syndrome, ~e do not expe~t =~ 
reduce the myopia in a patient of this a~e. 
and to obtain comfort is relati~ely easy. 
Depending of course on t~e patie~t!s ge~e~~: 
health and ability to ~eadj~st himself. ~ne 
analytical routine calls for ff23 four tirr.es. 
This clearly shows the causative ta:k;ro~nd 
to be that of retention. Being a =~si~ess 
executiv~; having those ocular and ~~7sical 
symptoms combined with all recoveries i.e"" 
and vertical imbalance at both distar.ce ~~~ 
near, points to over-eating, especially 0: 
rich foods, and lask of physical activity. 

This particular patient was decidedly over­
weight but was already under the care of h:'s 
physician for that phase and i,t only re:!!ained. 
for the optome t ris t to care for him ocularly. 

The patient had never worn lenses ~~d he was 
perfectly satisfied with his vision, so ~one 
were prescribed at the time training was 
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started. The Optometric treatments consist­
ed entirely _of #23 fre~uency. Twenty-'two 
treatments were 3iven over a period -·-;~ - two 
months which resulted in relief from all 
symptoms, improved distance vision from 20/40 
o TT t "'0 ' ~O .0. 0 ~ /~ plus, O.U., and satisfactory 
ocular findings. Eowever the change in his 
ocular pattern made it necessary to prescribe 
plus 1.00 spheres C.li. for reading. With 
the aie. of his physician I s ac.vice, he reduced 
fifteen pounds.. of ~is fo.:ner we_-{ ,-,-~",r"t. . _ Need-
less to say ~e was well pleased. wit:--. the out­
come of his case, a~d referre~ ~d~V ~at~8n~s 
to the o~to",",.,.pt-Y'_'; sf""' ,~~... _. ~ ... "._ ~ _ _ w~o carec ro~ ~im by this 
:::st~od. 

Case #21. 

E'l.e tecf',,--,"lique for t::-:is type is s.bout the S8.:i1e 
as that:: for Case i20 except ~~at there is no 
disco~fort, and it is ~erely a ~atter of i7.-

l.!i.lS pa ..Lent had pro7ing er.s visual acuit".j.?-- t~ 

:'orty-two treat.::ler:ts · ...... ith ,=j:23 over a period 
of four ""'on"-L.-"'s ~e.:::"lt"""' .... ••• "-,'" '-""'u ......... 6 in satisfactorY 
r~l'"",~~",- • h _ v ~ . _LO...L.!.cs W1 L_ an acu::. ty of 20/30 O. U. at dis-
ta.!1ce, and. she 'Nas given plus 1.00 s~heres 

O.C. for readin~ --·0' 

Case #22. 

Here we ~ave a t- "- ~ ~! pa len~ ior who~ 
done, on t~is new tasis. The 
al~ost entirely that descrited 
sification H, in Chapter SiX, 

much can be 
technique is 
under clas­

except t::e 
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orenaration for that technique, consisting of 
i15- and its related frequencies combined with 
bs.se in, to bring #20 findin6 in balance wi th 
f21, improve the #10 and #16 recoveries, and 
bring the near phoria into harmony with the 
distance. 'The last named complication is 
cared for by the base in prisms method at 
near, for home training, as described in 
Chapter Five, under case 14, paragraph 3. 
T~e technique for this particular patient 
creoaratory to that explained in Chapter Six 
~as~that of training with #15 and its re­
lated frequencies, combined with prisms base 
in. After three training periods of that 
kind ff20 and ~21 findin~s were in balance, 
T"lJ and ,-r16 recoveries were up, #8 finding 
was one esophoria, ff13 was orthophoria. ren 
~rism diopters base in were prescribed for 
;~me treatment to bring the ~ear phoria into 
harmony with the distance. The patient was 
1:1S true t ed tore ad one hour each evenin6 
throu6h the prisms. At the end of one week 
the distance phoria was orthophoria, and the 
#13 finding was four exophoria. The trainin6 
was then continued as descrited in Chapter 

Six. 

Case #23. 

'1'0 arrest the progress in myopia is no longer 
a oroblem in this classification and a6e 

gr~up. If the general physica~ _back~!,o~3-
is very poor and tl.f.~ .E"E!_~p'on~~ .... _3echan~s;n ~~ 
;'e'-~y" " slu~.:riS"h--th;;- actlla~ .reduction or elL"'!l-

00 , , 

i~a'fion of mY9pia ,i.s .. ,,_q2.u:1:?,tfu~. Howeve r , - a 
~e ;'tai~ aInount of reduc t ion alInos t always 
accompanies the technique employed to arrest 
the condition and balancing of the ocular 
pattern. In this particular case the final 
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outcome was entirely satisfactory but, had 
there been a breater amount of myopic pro­
jection, it is doubtful that the same satis­
factory end results would have been obtained. 
The technique employed in this case was that, 

of be,:Sinning with 44 for 9.2out two minutes 
and about four minutes of t24 com~ined with 
prisms base in. 'This was done because the 

patient complained of discomfort at the ti~e 
of treatment, w~ich was entirely eliminated 
during the first sittin,:S. ~his happened to 
be on Friday alter~00n L~~ediately after 
school, so he was i~structed to return the 
next mornin3 for the seco~d visit, at which 

time he was free from S Jl:1pt oms , so the train­
ing co~sisted of j15 ~or a2ou~ 2 ~inutes and 
then -#23 for atout -chree ::2i:-_:n:es, both com­

bined with pris~s 22se i~. ?our such train­
in6 periods were ~iven during the follOwing 
week and at that tise tests revealed that 
the #10 ~~d #16 recoveries were up to the 
expected; the #20 findin,s was :ninus 3.50 and 
#21 was plus 2.00. Ihere~ore the ocular 

setup then indicated ff5 ~~d its related fre-

~Jen~ip~ because #11, #17, ff21 fl~di~;s were 
all relatively lower than ;"flO, :716, and #20. 
In addition to those freqUencies combined 

with prisms base in for trainin6, the base 
in prism technique for ho:T:.c treat:nents was 
prescribed, which resulted in 20/15 vision 

O.U., no discomfort, a balanced ocular pat­

tern, and the #7 fi~ding 'Nas plus .25 O. U. 

Had this case sho~n a. -!(l fir-!dine; of minus one 
or more, the continuation would have been 
that described in Chapter Six, case #19, 
and classification H. 
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~ase #24. 

If the patholosy is active in this _ty':pe it 
lshb-t a case -"ru-r--a:-ri.- 'Optometris t - except, to 
~D'rescribe the indicated le!1.s power. In t:::is 
particular patient however, the condition 
was no longer 2~tive, and very gratifyin~ 
results were obtained by the tecr~ique e~­
ployed, which was that of training with TO 
ccmbined with pris~s base out for severa: 
~inutes. After three trai~ing pericds, C~e 
each day, for ~hree s~ccessive days, the i~­
dication for 55 was ;:0 lon,:;er present, S0 7 23 

com~ined with prisms base in Aas t~en use~. 
Twe~ty-six trainiDg periods of that kind, 
over a peri od of t-.'lQ :;-.:"n'=~: s resulted in 20,/3·J 
Vision, tr.roubh ::-:. ir!.'vls . ~O spheres, ar:d a -,\;e~: 
:alanced oC'.llar pat,-:e::.~:--. o The patient .. ::.-

20/40 vision without lenses and desired 
go without, so no~e ~ere prescri:ed. 

Case #25. 

Except for the e sophoria this is ar.otr.er t2:lse 
where all of t~e a~alytical routine ste~S 
arc ne;ative, ~~rl t~e technique to :e ~c:-
10w~d is des':r:i (cd in Chapter Six, '..m.C:er 
classification H, and case #25. 

Case ,=/:26. 

In t~is case a nlliaber of complications ~~5: 

be considered and cared for, to prepare 
for the techni~ie c:escrlbed in Chapter S~xo 
In t his par tIc u 1 arc a set h e t e c :-..n:' qu e '.'0' 9. s 
tha t of beginning wi th _~45 freq1..;.ency, t::e:l 
#4, and #24, all cOrr'.oi::ed with pris::-.s t:~se 
o~t. After two trB.ining periods of that ~i:-,.d 
tlie symptoms of discomfort had been decidedly 
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modified ~~d traini~g was continued by ~e­

ginnin3 with #4 ~Dd completing the treat~ent 
with #24, combined w:'th prisms base oat. 
After five such trai~:~g periods t~e ~~e­

quency was ch~"1geJ. to 423. After ei ; l:.t 
visits all sympto~s h~~ been eli~inated ani 
the ocular pattern was in balqnce. 

The reconditionin3 ws.s then cont1!'l'vled :3..S 

described in Chapter Six, under classif:'ca­
tion I, and case T25. 

Case #270 

The tecfu"1ique in t~:s case is the s~~e 

that for case #21 except that, fre':i'~e:-:.cy 

is comb1~~j wlt~ ;r: s~s ~ase c~t i~s~e2j 

bas e in 0 L'le f 1::.a l C:l::; C 0118 -,vas 2J/ 2J -;:. s':' 0:-:' 

O.U., and a balan·.::~.:i ocular pa'Cterrl o ?2- '~s 

one spheres were ;res~ri~ed for r8adin~. 

Case #23, #29, 730. 

The technique for :::-:e28 cases is covered. 
Chapter Six, under ~::i~etropi~, and ~~iso­

metropia. 

In ClOSing this c~a;::er, I Wlsn to ~cint o~t 
that, nearly all of ~~e technique is ~ase~ 

on practical exper:e~ce and clinica~ obser­
vatio-:1.. no clai.:n is :::::lde for absol-.:te per­
fection, nor is it i~:ended to be the alti­
mate. Much of this ~aterial may re;uire 
modification ~~d ~any elaborations, 2S we~l 

as refinements in t::e years to cc:ne. ' It is 
intended, only as a b~;;in...~ing in a new direc­
tion as a new founds.~ion un on whic~ to e~ect 
the future Optomet~ic edifice in co~~lia;ce 
with a new impending social 3tructure~ 
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CHAPTER SIX 

This is mainly a con:i~aa­

tion of the technique ~es­

cribed in Chapter Five ajd­
ing a new method of ~~e­

scribing 3pecial le~ses a~c 
lor prisms for the pUr~0:3e oJ' 
further reducing ex!sti~g 

A;-:letropias and hetero;r:oriss. 
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Chapter Six 

REDUCING AMETROPIAS AND HETEROPHORIAS 

Since cases #1, #2 and #3 are e~~etropic and 
orthophoric, they require no consideration 
in this chapter. Only those cases which re­
quire further reconditioning than that des­
cribed in Chapter 5 will receive attention 
in the present chapter: because these cases 
are without discomfort and ha ve no rmal vision, 
the various complications having beeQ elimi­
nated before this phase is started. 

After the patient has been made ocularly 
COinTorE-ible wi th or without lenses for con­
stant wear, it is often desirable and so~e­

tLmes beneficial to reduce the a~ount of 
manifest ~metropia and/or heterophoria. De­
sirable, because the patient may resent the 
constant wearing of lenses, and beneficial 
because, if the ametropia a!1d/or heterophoria 
are primarily ocular,manifestJ:l1i<iilf:r of psycho­
physiological dist~bances, the reduction of 
the manifA~~R~inn~ will be trens~itted to 
other parts of the body resulting in a more 
harnonious coordination. 

Since hyperopia and myopia are opposi tes, the 
tec~nique for their reduction must also be 
in opposite directions. This procedure is 
based on the premise that hyperopia is an 

o c ular ~~E~~.f e.~1.e.tJ2ll.,, 9.f,_ ~,~~~_.!:~9:,,~_JT?: vo t\l}2t,?-i.Y~· 
muscle tonus, o~ P9~,t ,u.:re; whereas, myopia is 
a 'form' "of hyper-~tonic i ty in the satrle'-syste-m-~ 
The reflex action of the'" v~,~,a.ry ' sy3te~J as 
expressed by the phorias ..... and ductj"qns is 
largely dependent Onth"E;-~'~isti:ng " ~~t;b-oli~m 
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in that m~sculature and the sensitivity of 
its response mechanism, as it may be affected 
by focus activity. 

E~~ETROPIA WITH ESOPHORIA 
Classification B 

Should the focus setup be satisfactory when 
the case is started or the e~~etropia has 
been brought about through reconditioning, 
but a certain amount of esophoria is still 
present, the following procedure is very 
effective. AssQ~ing that all other findings 
are satisfactory and the relationship between 
the distance and near phoria is ~armonious; 

:h5.t is, if there are 4 , .. to 6 prism ' d2.0p·ters 
les8 esophoria at near than at distance, 
prescribe two pris~ diopters base in for 
constant wear and institute training with the 
indica ted ~requencies co~bined with the pro­
per a:noun t of prisms base in during training. 
?or exa~ple: all fi~dings are satisfactory 
but t h e patient shows six prism diopters of 
esophoria at distance and two of esophoria at 
near. If then two prism diopters base in are 
prescribed a~d the ph0riR~ a~e taken through 
the prisms, the tests will show 8 pris~ 

diopters of esophoria at distance and 4 at 
near but, the patient being accustomed to 
six at distance and two at near, will readily 
revert to the former phoria through ~he 
prisms for constant wear. When the patient 
again eN~ibits the sa~e esophoria, or less, 
through the prisms as formerly wi thout ~ t'.vo 
more prism diopters base in may be added and 
the training continued as before. This pro­
cedure of adding prisms base in for constant 
wear, when the patient has reverted to the 
former phoria through the prism's, 13 contin-
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ued until the esophoria through the prisms 
is equal to the a~ount of prisms base In. 
If that is 6 of esophoria through six base 
in, it is actually orthophoria without pris~s 
but, if all of the prisms were then re~oved, 
the orthophoric condition would not remain 
because, the patient is accustomed to six of 
esophoria, so we remove only two prism 
diopters, which will give us four of esophoria ~ 

at distance thr~ugh the remaining prisms. 

With that in place~ we continue training with 
the indicated frequen~ies combined with ~b 
prisms base in, to hold t.b.e. ... sH2oohoria doym to '\ 
~prism ~.~.~pters-=-When th·~th-;-;"b·e~~ a~-'~-' 
complished, remove two more diopters of base 
in prisms. The test will now show t-.vo of 
esophoria at distance, so we continue train­
ing as before, in an effort to hold the C.cw 

postural positio~. If we succeed, the re­
maining pris~s are re~oved and the patie~t 

will show orthophoria, ~~d additional train­
ing is required to esta~lish this as a rela­
tively pe~anent part of the patterQ. 

In all techniques, for the purpose of produc-
ing postural changes, it is well to give O~­
casional rest periods of one or two weeks 
because, such postural c~anges are trans~it- (f 
ted to all parts of the body and, therefore, i 
cannot be done hurriedly. Further~ore, the ' 
process is partly that of establishing new 
habits, which must also be done slowly, if 
any degree of permanency is to be expected. 

Case #4 - Specific Tec~Dique 

After the technique described in Chapter 5 
under Case #4 was completed, there re~ained 





Chapter Six 

uften a small amount of plus spheres must be 
lnCorp·orate-d t "o prevent a possible reflex 
S"t'Tmulafion to focus, espe"clally in children 
and-y~ung adults. 

HYPEROPIA WITH ORTHOPHORIA 
Classification D 

The red-orange-yellow _ frequencies are all 
!.ndiCated-"·f~:r re<:iuc iI1g}~YJ?e ~~2"~"~"'-~nles s the 
9:naTy"tical routine points to a definite back­
ground of either retarded gl9-ndular develop- . 
q~nt - some type of reproductive (emotional) 
disturbance or faulty metabolism - which has 
been explained in previous chapters. 

In this classification, care must be exer­
cised t..2 .. guard against reflex stimulation to 
triangulation, so it .is well to combine the 
frequencies witll.~I?risms base in for training, 
and, if necessary, prescribe a small a~ount 

for constant wear. Otherwise, the technique 
described under Case #10, applies to all 
cases in this classification. 

Case #10 - Specific Tech~ique 

At the completion of the technique described 
in Chapter 5, the prescription given was plus 
1.00 spheres combined with plus 1.50 cylin­
der, axis 90, which gave 20/20 vision O.IT. 
The pati,ent was given a F.~,.~_~_.E~J:'i.9d of one 
mQn..th, and when the training was resumed the 
lenses were changed to plus .50 spheres com­
bined with plus 1.00 cylinder, axis 90; this 
gave 20/40 vision. 

The training consisted of #13, #1~, #15" #3 
and-#?~~~i~eCluencies, _.~~~~_?Ying two of them at 
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each sitting. l3e;ir..nin5 with #13 for about 
t';()-m'i~utes (flashing) then #15 for about 
three rr..inutes to finish that treatment. The 
next visit consisted of #3 for abo~t two 
~inutes, which was also flashed, and then 
~boat three minutes of J23. For the third 
visit, the routine of the first treatment was 
repeated; ~~d, for the fourth sitting, the 
treatment was started with #14 and finished 
with #15. Six treatments on that basis pro­
duced 20/20 vision. 

Then the lenses were c!1.~":..;;ed to plus .50 cyl­
inders, axis 90, which abain g~ve 20/40 vis­
ion. The training was continued as before, 
but ten training periods were required to 
obtain 20/20 vision. The patient was then 
~iven another thirty-day rest period, after 
w~ich the remaining .50 diopter cylinders 
were reI710ved and she had 20/30 vis ion wi thou t 
lenses. Four treat~ents brou~bt the vision 
to 20/20. 

The ir5 finding was then phIS 1.00 spheres 
combined with plus 1.25 cylinder, axis 90. 
The ornthaL'1lometer showed a' correspond. i ng 
.:han~e in the corneal c~rve. Six months 
later, during which time no treatments had 
been given, the #5 finding was plus 1.25 
sphere combined with plus .50 cylinder, axis 
90. This coincided with the ch~nge in cor­
neal curve shown by the ophthaLLlometer. 'The 
patient had 20/15 ViSion, a balanced ocular 
pattern and no discomfort. In addition to 
that, there was good stereopsis, and a de­
cided increase in reading rate and compre~ 

he~sion. It will be noted that the vision 
was the same through the number 7 finding as 
that through the first prescription given. 
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HYPEROPIA WITH ESOPHORIA 
Classification E 

Chapter Six 

Assuming that we are dealing with a case of 
hyperopia with esophoria, the patient is a 
male, ~ge seven, the ocular , pattern is in ~ 

relat~ve state of balance with plus 2.00,di­
opter spheres but, without such lenses, there 
are two prlsm diopters esophoria at distance 
and two of exophoria at near, the number 20 
and 21 findin3s being minus 2.50 and plus 
2.50, respectively, through the supportive 
lenses, the number 20 finding would be minus 
.50 and number 21 plus 4.50 without lenses. 
Such an imbalRnce is very apt to cause con­
siderable localized discomfort, but the sup­
portive lenses mere~e~tralize t~e_~~i­
tio~,_"~,~2.~hing an ~cial balance 
i~~~f~_.C-~~2~t . 

This obliterates the ocular symptoms and 
often increases visual efficiency; but, the 
imbalance in other functions of the body, 
related to the eyes directly or indirectly, 
remain about the same. I am well aware of 
the fact that a certain amount of support at 
the point of least resistance or greatest 

-stress may produce an a''pparent general im­
provement, but to depend on such support 
indefinitely is rarely the proper solution. 

However, if we regard hyperopia as an anat­
omical defect, such supportive lenses to be 
worn permanently would be quite correct. 
That such as assumption is questionable was 
brought out in Chapter 1, and, in this work 
we regard hyperopia primarily as malfunction 
rather than anatomical. Therefore, ~ 

_~.~,~~/ functi_~,~:~~-_~,. _ poss i ble 
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toward the expected, and then prescri~~_,~1)'P::. 
por~ ,~,?,~~enses ·· .t,r ,t:hey -a,-~~--still needed for 
adequate vision. 

Going back to the hypothetical 2.00 diopter 
hyperope with a balanced ocul~r pattern 
through the plus 2.00 diopter spheres, we 
would reduce the lenses to plus 1.50 spheres 
and th~ ins ti t-~t-; ' traTnIng to b~lance the 
patt~rn. During that proc'ess the ~umber 20 
findina is used - as the guide. If the n~~ber 
~, 0, 

26- and 21 findings are taken through these 
reduced plus lenses, number 20 will be -2.00 
and number 21 plus 3.00. ,Ariy training in­
tended to raise number' 20, requires frequen­
cies on-u:le--'--re'a:'orange-yellow end of the 
spectr~, such as #13, #14, #15, #3 and #23 
and also, minus lenses; but the reduced plus 
alr>ead.y cons ti tuces the addi tion of minus, so 
it is hardly ever necessary to add more minus 
during the training. Futhermore, it is 
advisable to always stay well within the 
areas of tolerance iri--- o .rcfer-----'toavoid the 
violation of conditioned reflexes. That is 
the reason why I insist that the amount of 
prisms base in, out, up or down, used for 
L'~c(JmllL,l(Jning, should never be more than 
that shovm by therecov-ery point at the dis­
tance of the target. By the same token the 
amount of minus or plus lenses must be kept 
well within the area of clear vision. 

Any stimulus t0at in..cl~ces ~,?_rl~ _r,El.ction in the 
rocus mec-h-a'nism may also reflexly cause a 
similar activity"Tn the triangulation, es­
pecially, in cases with orthophoria or eso­
phoria, so it is well to incorporate the 
proper amount of ~ase in PI'~~,!Ils during the I 

training. With the . filters producing #13 
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frequency combined with the indicated le~ses 
and prisms, direct the .J>at>~e~~~~ 9:.~j:;~Qtion 

to .. ".<~ ,~~.~~" . ,~ .. l.J~~inated target and turn the 
light on aIld off, or have a fiasher arrano-e:'" 
~e'nt ' wi th'''-the f! olr:'! . pe ri.Q.,Q. . about twtc ~ 0 as 
long as it is II 0;" . Continu~thi~~" 'f~'~'- two 
t"o- f'our 'm'inu te s depending s ol!ewha t UDan the 

X respo~se of the individual;-that is,- if the 
r • p3-...tJ_~n.~ responds ,quickly, which -nay be dete:>-

'V~{;nined by observing the general behavi~';-in 
e~/< )I/J ~arrousacTI~I~ies such as' ~ ,-w~.~.k~·ng, ·, ~. , ~~'y~n~, 
\t" ~, :om one PO~ltlon ~o another, the reaction 

(...., tlme in , aIl~!yer.i.!lg g~estions, the speed of' 
speech, etc. Then change to #15 . or #23, ' de.,:" 
pending upon which one of the two is the '~ost 
i:np6rtant, as shmVl1 in the eight routir:.e 

, ~nalytical steps. Should that be #23, be ~ in 
" the 'next t raining period wi th #3 B...."1d finlsn 

\:~ with #23 • . For the third visit repeat the 
techilIque as applied during the first Slt­

ing. The majority of cases in chis category, 
however, will require #14 and #15 in addition 
to #13; whereas, #13, #3 and #23 are called 
for in the majority of hyperopes with exo­
phoria. 

Therefore, in most cases of this kind, al­
ternate with #13 and H15 combined with the 
lndTcated ' le,ns an'd p'Y;Ism c,omblnation for one 
t r:e-atment and #14 and #15 in combination wi th 
tne 's'arne lenses and prisms for the second 
treatment, and, during the third visi t repeat 
the techllique as applied in the first treat­
~ent, etc. Continue this until #20 and #21 
are in ratio and' the~ ';e'duce -th';- -l~ens ,', pre-
scription for constant wear to plus 1.00 
dio~ter spheres and treat as before. 

As soon as the pattern is again in balance, 
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reduce the lenses for constant wear another 
half diopter, continuing with the same treat­
~ents, and so on Q~til there is a balanced 
ocular pat tern wi thout lense's: ' Iri"m6'§'t case's 

flle- 'nip·ero~ .~.a~.".~,~il ~~ .. {i., ,,h~~.t . t~ one diopter 
less and", if it is a whole ' Clrop-rer"'--ms, 
there will be only one dio~ter left; and for 
a patient under ten, that is quite satis­
factory. 

On the other hand, if the same amount of 
--~"'.-" ~'-"'--'-'" '' -< . ... ~.-. , '. 

h.IE.~.~op.ia or more t~~n. one diopter is still 
m.~.1fest-,- it will be necessary to prescribe 
minus .50 spheres for constant wear, I,.vhlch 
will aga'in create an imbalance in the pattern 
and require further training. If this is 
still insu~" ficient to produce the desired end 
results, another half diopter of minus sphere 
~ust be added to the lenses for constant 
wear, ~aking a total of ~inus 1.00. In case 
this increases the esophoria, it is ne;;;~ary 
to ill~,.?F~.ora teo " prisffii.:~.~~~~ .,}n. Usually, two 
pris.n diopter (one for each eye) is suffici-
ent. It . is we,ll to give . a rest period of ten 
days" tot;o-;eeks bet~~een ~'h'~'~g'es 'of ' lenses 
for cons' t '''''''. _~V'<''' 
"" ..... ..... "''''' ,. , ..... :\t.§.n .. wear. 

During this of reconditioning the 
following igns will aid the practitioner to 
determine iI'~he .. ,1:.~r_ .. ,.2L",J~ot .. . ~h.e . patient is 
a.'!len~l¥ to fJd.I'lh.§.r;r:.e.~uc tion ~~. ~hether' the 
changes. are being made ' f'o;~r~~- f .or .. . t .he 
individual under treatment. ~ note the 
change in number 20. ~f ._tt .... g~.~_s up ;;~idlY, 
the patient' ls .. .. verj ~.p,o.ild:rg.YQTabl.Y; 
i!.. __ ~h~t __ ~~sl?9.~S. .. L1L~.l9w, C9P-.siderable ti~e' 
i~_~.S~.~llX .. . r:eq"u.tredJ;p 9Q,tain any app rec iable 
a..'Tlount of reduction. If .. ~~ 'change, .. ' takes 
place in that finding, the case is not a'Tlen-
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~"~l~_ " __ to _ fu£~ll,~J:_ reguction. ~ if 
patlent becomes irritable or develops a 
hyperemia, either the trF;atments are too 
quent, or changes in lenses for constant 
are being made too rapidly, or both. 

the 
mild 
fre­
wear 

Oc~"iona~1-j~2_~ __ <?.§: ,~~_!!!:§:Y. J1Q.t ... ..r.es.;tQ.[ld .at one 
tJ.Jl~, but several months later the~~"~'~;~-~'e 

. i~_ good. Such instances have b ;·~~-~--~~'p~rtf~d 
a number of times during the past two years 
by various prac ti t ione rs throughout the coun­
try, who are employing this technique. We 
do not ~now why this is, but very likely the 
general physical setup prevented alterations 
in posture during the first attemnt and cer­
tain c~anges took place f~vori~g furt her 
alterations, such as a change in enviro~~ent 

I and general physical improvement. At any 
rate, the old adage, "if you do not succeed 
the first time, try, try a gain!! may well 
a pply to this work. 

Case #13 - S.E_~,ei.ric TecQ"'1iqu~ 

Although it is not advisable to reduce all of 
the hyperopia in patients of this age, this 
particular individual was very desirous of 
eliminating the need for lenses and, by the 
routine described above, after for~y_-two vi-
3~ts covering a period of six mo~fh3, ffie 
numbe r b find:'ng was p Ius 1.00 and the numbe r ' 
7 finding plus .75. She had 20/20 vision 
without lenses, number 19 finding still 
showed 6 diopters, 8he had no discomfort and 
a balanced ocular pattern. 
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HYPEROPIA WITH EXOPHORIA 
Classification F 

13 

The procedure for hyperopes with exophoria, 
relative to frequencies and lenses, is a~out 
the s~~e except, as previously stated, the 
i'11portant freguen_<??:_es are 'nore often_#3 and 
~23 in addition to #13, instead of #1--S-;-#14 
aild #15. ~}-_~_<?, the-· ~Ti8"D:,pl:aGe!~J1<t.._tS: base 
EU~._ unless the exophoria is o:lly a small 
amount, in which case, no prisms are needed. 
The differentiating factor3 are usually in­
dicated in the routine analytical steps. 

Case #16 - Specific Technique 

The reduction of hypero pia and exophoria, 
existing simultaneously, is relati vely si~p le 
by this method in a childofthis age. Since 
#15 appears in the routine analytical steps, 
#i3, #14 and #+5 are the proper frequencies 
and" are combined with prisms, base out during 
training. p~sc/ribe the amount of. Pl:"~~~ 
s"~res, if any are needed, which gives about 
20/3C)' -o-r 20/40 vision; then -t'reat "with the 
ir.?;dicate-d -"fre'quency and"-' pri;m" comb ina tion 
unLll Lhe V:L8 io'il is 20/20, t~ red".J.ce t~e 
plus in half diopter steps an'-2C --continue 
training as before. If the ~~~ __ ~_2-I]." ,~~,. _.?"g/2q_ 
with~ut lenses, it is necessary to prescribe 
mTilus lenses for const-ant wear~ . This is also 
dbri~ i~ hait diopter steps, ~~~ either im­
~:?veme!!-~ ~.£l: _ yi~ ion, balanc ing of nLL'Tlber ?9 
a?d 21, .qr ~oth, are used as guides for lens 
changes. 

...... MYOP IA -"WITH ORTHOPHORIA 
~ .•• -~~.-> 

Classification G 

Our primary aim in the beginning of this 
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tecr~ique, is to. increase triangulation, or 
convergence to equal focus in ratio __ ~! ___ !2~1~ 
That is, fi~rl,~_('Q ___ niopter.s '-of esophoria 
to one di'Opter of myopia. This must be done 
without --reflex stimulation to fo~us. In 
other words, we must increase the esophoria 
'.vithout reflexly increasing-the--- ni~-o~ia-;" .-'- "~ . 

The reasoning behind this principle is that 
it is easier to induce contraction than ex-
pa ns io~, ~ __ '?_ , :S.~~]11_~la £~-Q~Q~n~i=;;~d'~I~lf' 
~inmyopia with orthophoria, whereas, in 
h'v':Jef'Opla - wi th ortr_oprwria, as mentioned 
p;~vTousiy, we stiInulate focus and inhi,?,it 
conv'ergence. 

Case #19 - Specific Technique 

Since the acceptance of plus .50 spheres, 
without blurring distant vision:- l.i. GOpsid­
ered as e:-:l:!letr.opla, and the nunber 7 finding 
ln this case shows the ~eed for minus .50 
spheres to obtain 20/20 vision, it is re-
garded as one diopter of ~yopia. > This, being 
an over-fo'Cu-S"o-r-one -aiopteI"-a:f distance, we 

\ ',. strive to produce an over:-conY9pgence, or 
eSQDhQ~1~_ of five to six prism diopters, 
~it;out r~flexly increasing the myopia. To 
accomplish this, prescribe two diopters of 
prisms base out -for---c-OIi-sfarit---wea:r:---Thfs-

'.~ 

~-~-tient beina- orthonhoric at distance with-_ 0-

out prisms, would show two of exophoria 
through the base out prisms; but, being ac­
customed to orthophoria, will readily change 
posture and revert to orthophoria through 
thepri~ms. TO---8.Td ·~~in -' tii'is - "readjus-cment 
~ase out treatments combined with frequereies 
on the blue-indigo-violet end of the spectrum, 
consisting of #45, #5, #35, #4 and #24, are 
g i v en. ....... .... ,- ... " .~ ~. .-
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!~r~~g W~~!_. ~~~~;~n:W~e .... ~ ... ,i ... ~ .. , .. ~:. r~1~~.f~~U~'i~~~e_:-7 
:nore exf~3£ ___ LQr.. _a~ __ ll~D}lt~ , .or t'ag, then two 
orthree' ~~.~~~.~~ w!t,h a :nore :noderate fre- I ___ 0, •. ,- ~- , ~. / .. 

quency. If no co:nplications arise in t~e 

' co-urs'e of the procedure, the follcwing varia­
tions are quite satisf:lctory; - for the first 
visit begin with #45 snd finish with #4; for 
t~e next period begin wi t:-i #5 and finish wi th 
# 3j.§ ,; for the trird vis i t 'je~i~ with 7745 a.."ld 
fInish with #"25;' and, for tl-:.e fourth treat­
ment begin wit~ #5 and fi~ish wit~ ~21. 

For subsequent t~aL~ing, repeat the a20ve 
outline. Those freque~cies are re~erred to 
as ip....:."-iibitive, or sedative freq,uencies, and 
are e~ployed in the ~~ocess o~ reducing ~yo­
pia, prL1"_arlly to in::i'Jit .{oeu::;. 1'~:erel~cr8, 
. ~ 1,.....::lY": ~ ... ~ t:.... .., J.... f- ...,.. ... ~ ";; t~- "' ·:;·-:;·~~·- ' .-.... ~~....., ...... ~, -- f"'t ~.-:) rl.! . --Y- __ '-' _L,,\lOJr ,- _e ::iLJa~e __ e_.l. _:::i ."~,--,,e -'- __ :::i~l...v'-"J,-,,--n6 

~a-as ~a~~loy l·nh;~1t4'~e o~ ~~~o~ivc ~r~-::-- 5"', '-:"":, 1 ~ -'-~.-:....-:::..~ .. _ ........ :::,-. _ ~'--~~-~ ~ ~--

quenciesr~ it m~ans the variatio:1. desc ribed 
inThe--';-rec;di~g~- p·aragraph. 

When the patient again shows ort~ophoria, 

add two diopters o~ pris~s base out, w~~ch 

will again produce two of exop~oria. T~en 

continue wi Lh LllC of 
sedative frequencies co~bined wish pri5~s 

base out ~~til the pa~ient reverts to ort~o­
phoria, at w~2ch tL~e, two ~ore diopters of 
pris~s are added. The sa:ne t~eat~ents are \ 
~l:en applied until there is orthop!~oria s.t 
distance through six diopters of pris:ns base l 
out, which actually ~ea~s six of esophoria­
without prisms. During this process, r:.o 
"!linus lenses are pr~-scribed, so the patle:1c' 
h~s had a s~all amount of natural inhibition 
to focus, 'in addition to the inhi~:.tive f~e­
quencies. 
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With six diopters of plano pris~ base out 
befo:e the eyes of the patient having orthc­
phorla through the prisms, we are ready to 
reduce the base out prisms, the effect of 
which, is that of base in. When two dioDters 
have been nem.oved, a test i'TL17lediately after­
ward wou\d 'show two of esophoria at distanca. 
The~~~_~:J-~.~_ prisms base in combined with 
illi~ibi t ive frequencies. Thls fii'duces irLhibi-
~.~on ,,~o bo~h t~l~~2iulation and 'focus and wl'_en 
tg~. p.~. ~ ient has reverted, t() .9..r thophoria, a 
~mall amo~t of myopia will also have ' been 
eli~-nrn'a't'ed ~" Usually the a17l0unt'''~f reduc tion 
i~ abo~r""<:;'2'5 to .50 with two prism diopte:'s 
of postural change irr triangulation from 
esophoria to orthophoria. In this particular 

,case, after the first reduction of pris~s 

base in and two tr~inin~ periods, the test 
Show:d an acuity of 20/20 with orthophoria 
at dlstance through the remai ning four dioD­
ters of prisms base out. A further reducti~n 
.of ~~C) . ~~9P~.er~ of prisms -;~7-th~';' madea;d 
the treatments continued; but since there was 
no longer a natural inhibition to focus, Dlus 
• 50 spher~s \~e re incorporated with the -re-
;rlarnTn~r' two diopters of base in prisms. 
After four training periods, a test was ~ad A 
and the visual acuity was then 20/30, ortho-

- phoria at distance through that lens and 
prism combination, so the remaining base out 
prisms were r:ffioved, leaving only the plus 
.50 spheres In place. Training was then 
continued which wa.3 sedative frequencies with 
prisms base in. 

At this point, it may be stated that trainin~ 
:rl~,~_~,,~§.lwa.J:.§. _,J:>e in harm2.P..x ._ wiJ~h. the prism 
~lace_~_~_r:.~_.t~E,. ,,~_c:ns .~.a.::.~, .. ~.~a~_~ that i~J..~ring 
t~_~ .p_:roce~s _ 9f i~cr~a_§J!.lg prisms base ouf"for 
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c onstant wear, th~_"t . .rJ\.iniD..g-. . J3.-.al§<;L._.~op.e 
through priSms-"-b-~se out w~~.I; ....... . ~ .~. ~at.2:~~ ... , .. ~~.~~·~ 
uencIe·s;-·'~"ilie'r·es.s, when t h e base out prlsm 

q . - - '----_." .. --.. ... -"" "' , . ' 
reduC'ti"on is started, the treatrrfent prisms 
~-;e" changed to base in, because, the effect 
of reducing base out for constant wear is as 
though prisms base in were being prescribed. 

Going back to the specific techn .. ique for this 
patient, we have reached the point where the 
patient has 20/30 vision through plus .50 
spheres and with t hat, two of esophoria for 
distance. The training was then continued 
and after eight training periods the vision 
was 20/20 thr?ugh the lenses and the dis­
tance test showed one of exophoria; so the 
lenses were removed, leaving the patient 
with orthophoria and 20/15 vision. 

Not every patient responds as this one did. 
Very often it is ne.~.e .s~a~'Y_. ~to . _. rep"~a~ te-e 
en t ire pro~q'~.d~~re_ '·?e9~use, oply a small arnoilllt 
0-£ .. t~~~.: _m'ygpi9- 1('IaS eliminated during the fi rs t 
series of changes from plano to six di6pters 
of base out prisms and back to plano, in two 
diopter steps. Occasionally, we encounter a 
case of this kind where no reduction of the 
myopia follows, even after repeating the 
procedure several times. Several years ago, 
we believed such cases were hopeless from 
the standpoint of reducing the myopia; how­
ever, as stated previously, during the past 
two years a n~mber of instances have been 
reported by those who apply this technique 
where a patient would not respond at one 
time, but several months later, the myopia 
yielded readily to this technique. 1'here­
fore, it is not well to dismiss a young 
patient as not being amenable to reduction 
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0f myopia if the response is unsatisfactory 
during the first attempt. Try several times 
during the year, if necessary, at intervals 
of three to four months. Ip cases with two 
d ~~_!,~_"£(,,. ,~yoPJ,§:,,-9l.' ." .rn£,re~_ ., i t2~",_,", ~,~t_". E<?,~_~­
sible to ,produce_,,_, §_\l,ftic.~ent esophoria to 
equal focus in one series oi;'--~p"rrsm """ 'charige-§ " 
because, it, would requ~r~ more th?Jl 'ten"'prism 
d ~ o~ters base 9U~, which becimes somewhat 
c,U..-rn.'Qe,rsome. Fortunately , it has been found 
that ten prism diopters is suffic ient fo r one 
series of changes from plano to ten base out 
and back to plano. Consequently, a patient 
with three diopters of myopia would require 
several such series of changes and each time 
during one series in the procedure, fr~:' 25 
to one diopter of myopia is eliminated'. Ho·~v- ' · 
ever, if the patient has been wearing the 
total amOl.L'Ylt of minus lenses needed for clear 
vision, it is necessary to reduce the lenses 
for constant wea~,J_ " ,QIl~ .. diQpter~~'ormore, be­
for e t h e prism changes are started, to insure 
a certain amount"'~ ~i-inhibition of focus dur­
ing the reduction process. It happens very 
often that, after base out prisms have been 
pre8cribed for ~onstant wear, a patient who 
was formerly orthophoric will not only revert 
to orthophoric but, actually develop some 
esophoric. FOE_~x~rnp1.,~!~~_pati~~~~~,a.~. 
ort~)phoria without prisms and two diopters 
of ' plano base out-pr-lsms - are- -prescribecf,-
thrOu~§:"-whTchthe-Illdlv idua-i-- shows-- two----o f 
exop~oria. He is then given a base out 
treatment or two and when a test is made, it 
shows four of esophoria through the two d~­
opters of base out prisms. This actually 
means six of esophoria, so if there is only 
one diopter of myopia, the two reflexes, 
triangulation and focus are in harmonious 
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relationship and no more prism base out need 
__ ,!::~~~?-ed; but, instead, the training may 

then be reversed to ba-serri;-'-;;~il th sedatl ve 
frequencies, to reduce the-esophorI-a-- - and---­
simultaneously wi th--fhat, the myopia.' ThIs'--" 
training may then oe--contTflue-cr untlI th--e­
esophoria has been eliminated and with that 
the myopia is very often also reduced. ' 

During this prbcedure, tests must be made 
?~G~s~on~lly and, as soonas' '''tl1e vision '-is 
cJ~~_~ the minus lenses, ifahy are worn, must 
b: reduc.ed ,or plus lens~s ,Prescribed if no 
!D.lnUS lenses were worn. Assuming ' that a case 
which was formerly orthophoric and showed 
four of esophoria after the first two dioD­
ters of prisms base out have been prescribed . ' ' 1S a myope of one diopter or less, and has 
never ~orn lenses, we would prescribe plus 
.50 spheres as soon as the vision has cleared 
to 20/20. Then remove the prisms and con­
tinue training until the vision is 20/20 
through the plus .50 spheres. 

In cases of two di~~_~, ~ ~~~"",-.,?~: ,,~~E.~- _ of, .. ,m.'y~,pia! ~ 
if the patient has. bee'n wearing the total \ 
~"'n.c~~t of indico..ted leYlQ T\1"'\,,,r.Q-y"l ""'P'(l11~P. t.hp. t 

le~~e_~_,~_t _ l.~~st_ " one di~;t~~·.·-~ rThe~ "-;-;'~i'~ ',fh~-
base. , out prism technique in two diopter steps 
up to ,ten base , 9ut. During that time treat 
wit0- ,,~edatlv~ __ f:reql3-eI?:~ __ ies and prisms base 
o~t. After the total amourif"of fe'ri diopters 
base out has been reached, begin to reduce 
them:in two diopter steps and also treat wi th 
sedative frequencies and prisms base in. 

Wh~~_~~l, ,, th~L prisms have been removed give 
th~ _ 1?a.-~,!.~~I.1,t ~ " " .r~~t period of two or three 
we~~~, Assuming that the patient has been a 

/ 
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myope of three diopters and one diopter has 
been eliminated during the first series of 
prism changes he is handled like a new patient 
with two diopters of myopia, aft~!.'_ t0:e rest 
period; that is, the original three diopters 
v,te"fe~~Te'duced to two diopters and are now re­
duced to one, during the second series '" '~or 
prIsm chang'es. Should only a half diopter 
of myopia be eli~inated during the first 
series, it is advisable to reduce the lenses 
an additional half diopter for the second 
series. Example:- The patient was wearing 
minus 3.00 through which he had 20/20 vision; 
the lenses were reduced tominus 2.00 through 
whi~h he had 20/80 vision. After the first 
~eries his vision is 20/40 throu&h the minus 
2.00 lenses; but minus 2.50 gives 20/20 vis­
ion. Then, reduce the l~nses to minus 1.50 
at the beginning of the second series of 
prism changes. 

MYOPIA WITH ESOPHORIA 
Classification H 

Granting that the symptoms have been elimin-
8tArl Rnrl the 0culR~ pattern balanced by the 
technique explained in Chapter 5, it remains 
to reduce both the myopia and the esophoria. 

If the amount of myopia is relatively much 
greater than the esophoria, the technique 
outlined under Case #19 will be equally ef­
fective in this type; but, if the esophoria 
is e qual to the focus in ratio of 5-1, , or 
nearly so, no base out prisms are needed. 
In such cases it is well to do as much as 
possible with treatments alone, consisting 
of ~~~~.Y~ .. f.re .que.nci~~ .q.g.1TI.'t?Jn.~Q. ._. with base 
in. When no further reduction is possible 
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in that manner, prescribe prisms base in for 
constant wera. 

Considering a myope of two diopters with ten 
of esophoria at distance, who has been given 
twelve treatments with the result that he now 
shows one diopter of myopia with five of eso­
phoria and no further reduction is possible 
with treatments alone, we would prescribe t,,'1C 

diopters of prism base in for constant wear. 
ThrmlgIl those prisms he would show seven of 
esophoria; but, having previously been re­
duced to five, he would re a dily revert to 
that posture with continued ba s e in and sed­
ative frequency traininb . With that chan6 e 
of posture and trian6Ulatlon, th.ere follows 
a postural Chang e in focus, result~nb in 
further reduction of t r.e myopia. Then !Dore 
prisms base in are added and the training 
continued until the vision is 20/20 at dis­
tance, at which time plus .50 spheres are 
incorporated and t:!:.8 training con t. in:...t ed L:.ntil 
the visual acuity is about 20/20 through the 
prevailing lens and prism combination. Now, 
remove two diopters of prism base in and the 
patiAnt will ~hnw t h rAA nr pqn~hn~iR; ~O; 

continue the S&'7!e training in an effort to 
!naintain this new posture in trlan6ulation. 
If it remains after two or three days with 
training periods once or twice daily, remove 
two more diopters of the base in prisms. The 
patient will now show one of esophoria. If 
a total of six diopters of prism base in were 
needed originally to eliminate the myopia and 
the patient is now wearing plus .50 spheres 
with two base in, which gives 20/20 vision 
and one of esophoria at distance, remove the 
remaining prisms and finish the case in the 
same manner as described under Case #19. 
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In cases where the esophoria is relatively 
much higher than the myopia, the prescribing 
of plano prisms base in for constant wear in 
combination with base in and sedative fre­
quencies training is very effective. Ex­
ample:- A given patient has 20/20 vision 
through minus .25 spheres, he is eighteen 
years of age, has never worn lenses, but was 
ocularly uncomfortable which has been cared 
for and he is now desirous of obtaining clear 
vision without lenses. Through the minus .25 
spheres giving him 20/20 vision, he shows 
four of esophoria at distance and orthophoria 
at near, with all other findings satisfac­
tory. Prescribe two diopters of plano base 
in prisms, through which he will show six of 
esophoria; but, being accustomed to four of 
esophoria, with the aid of sedative frequen­
cies and base in training, he wi~l readily 
revert to four of esophoria and with that 
postural change in triangulation, the vision 
will clear sufficiently to give him 20/20 
through the plano prisms; then add two diop­
ters base in and continue the training, which 
will further i~~ibit triangulation, followed 
by reflex inhibition of focus. He now has 
four of esophoria through four prism diopters 
base in and 20/20 vision through plus .50 
spheres added to the prisms. However, it is 
not necessary to prescribe the plus spheres 
for constant wear in cases where the eso­
phoria is relatively higher than the myopia. 
Therefore, it is only necessary to reduce the 
base in prisms and maintain the resulting 
Change in triangulation posture so there 
~ill be orthophoria when all of the pris~s 

have been removed. 
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Case #22 - Specific Technique 

Please bear in mind that the actual myopia 
is about a half diopter more than the amount 
shown in the number 7 finding. Consequently, 
this case is a two diopter a~yope with two 
Drism dioDters of esophoria at distance and 
four at n~ar without lenses. She has had 
classes but could not wear them so none were 
~rescribed. After the technique described 
in Chanter 5 was completed, two diopters of 
plano prism base out were prescribed for 
constant wear t.::..rou6n which she showed ortho­
'Ohoria at distance i:1L"nediately after they 
~ere applied. She Ws.s then given a treatment 
with s~dative frequencies and base out and 
when she came for the second training period, 
the following day, a test was ~ade and she 
showed six of esophoria at distance through 
the two diopters of base out prism. The 
training was then changed to base in with 
sedative frequencies and after eight training 
periods she had 20/20 vision through the 
orisms and four of esophoria at distance, so 
~h8 prisms were re~oved and six additional 
training periods with base in and the same 
inhibitive freauencies;r:ave her 20/20 VlSlon 
and orthoohori~ at dist;nce through plus .50 
soheres. - Without lenses her "Jision was 20/15 
and orthophoria to one of esophoria at dis-

tance. 

MYOPIA WITH EXOPHORIA 
Classification I 

In classification G and H, we do not expect 
any reduction of the ~yopia during the pro­
cess of increasing base out prisms, but in 
myopia with exophoria, there is very often a 
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decided reduction during that phase of the 
procedure. The more difficult part of the 
technique in this classification is that of 
maintaining orthophoria at the completion of 
the reconditioning process. With that in 
~ind it is well to produce several prism 
dicoters ~ore esoohoria than that required 
in ~ther classifi;ations, especially if the 
exoohoria is relatively high. Aside from the 
abo~e remarks the routine tec~nique 1s very 
si~ilar to that described under classifica­
tion G, in case #19. 

Case #25 - Specific Technique 

~NO diooters of plano base out prisms were 
orescri;ed for this patient, followed by a 
~'ive minute training period of sedative fre­
auencies combined with prisms base out. The 
following day when she C8.!'11e for the second 
treatment, tests were made which showed 
orthophoria at distance and she had 20/20 
vision through minus 1.25 spheres. Two di­
onters of prisms base out were then added and 
t;e treat~ents continued twice daily. After 
the fourth visit she had 20/20 vision through 

....n.iuus .7G sphere3 8..nd ~ha'.·:ed four prism di-
- ooters of esonhoria at distance through the 
f~ur diopters~ of prisms base out she was 
wearing, then two more diopters of prisms 
base out were added and training continued. 
't"Inen she .came for the third treatment in this 
series, she still had 20/20 vision through 
~inus .75 sphere combined with six diopters 
of nrism base out and, had four of esophoria 
thr;ugh that lens and prism combination. The 
treatments were then changed to base in, with 
the sa.-ne frequency, 8.....'1.d after eight sittings, 
she had 20/20 vision and orthophoria at dis-

II 

• • l-. 
q 

. ~ •:~., .. , .. 

The Practice of Modern Optometry 25 

tance through four diopters of plano prisms 
base out • 

The remaining four diopters of base out 
prisms were then reduced to two, and the 
patient was given a two weeks rest period. 
When she returned, her vision was 20/15 and 
she had orthophoria at distance through the 
prisms she was wearing, which were then re­
moved. A complete exa"'TIination was made, and 
all findings were satisfactory. All cases 
do not respond as readily to this technique 
as this o~e, but, it ~ust be kept in mind 
that the principles are always the same 
throughout the entire procedure. However, 
the technique differs according to the 
classificatio~s and syndro~e in relation to 
the patier:t r sage, sex, and environ:nent. The 
last state~ent applies to all phases in the 
practice of modern Optometry. 

ANTP1ETROP IA 

~~en there is a difference in refraction of 
one diopter or more, between the two eyes in 
these types, supportive lenses are usually 
indispensable and, Q~less the difference is 
very great, the lenses indicated in the 
1l1.1.."!lber 7 finding are almost always gratefully 
accepted. 

In the relatively rare cases where the dif­
ference between the two eyes is more than 
four diopters, one guess for a solution is 
about as good as another. In other words, 
trial and error may solve the problem, but 
it is always advisable to institute recondi­
tioning and continue as loniS a.s. the case 
responds favorably, before prese ribing lenses 
for constant wear. 
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Chapter Seven 

STRABIS:'1US 

The New Concept 

This subject has been so well covered in a 
numoer of volumes by outstanding authorities 
durinz the past decade, that I shall confine 
myself to the various phases which differ 
materially because of the new concept advanc­
ed in previous chapters of this work. Aside 
from surgery, the various writers were mere­
ly concerned wit~ the refraction and the 
develop~ent of fusion and stereopsis. 

In har:nony with other phases of this new ap­
proach, we regard a tropia pni~arily as an 
exaggerated phoria; and, also the res~lt of 
basic psycho - physiological disturbances, 
either illi~erited, acquired, or a combi~ation 
of both. Therefore, the approach to a case 
of hyperopia with esotropia is si:nilar to 
that of hyperopia with esophoria. To clar­
ify, we 'Tlay consider a relatively C0'71:'10n case 
of convergent strabis:nus wi th hyper8pia. Tne 
patient is a male, age eight, whose left eye 
besan turning in occasionally at the age of 
eighteen months. At the age of two years, 
the condition was quite finnly established 
and has r.emained about the same until the 
present exa~ination, which showed about 30 
prism diopters of esotropia and 3 diopters 
of manifest hyperopia. The vision was 20/20 
O.D. and 20/80 O.S. without lenses. All 
versions good and all other external's nega­
tive. The ophthalmoscope finding was also 
negative and he had normal retinal corres-
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pondence. The co%~only accepted theory in 
t~is type of case is that one eye turns in 
because the patient) bein6 a hyperope, must 
overco~e a supposed optical defect by means 
of ~iliary contraction,allowing the crystal­
l~ne lens to increase convexity. T:~at, 

due ~o the inter-relationship between focus 
~~d triangulation there is a reflex stiTiula­
:~on to the internal recti ~uscles which re­
:3~:lts in an over-conver;;ence. The i!"1age of 
t~:e turning eye is then suppressed to preve:lt 
,-:i~lC'pia. Other factors -"'i!l~_ch have been se.::'d 
~o ~e causes of squint, are anisometrop~a, 

a~t:~etropia, abno~al retinal correspo~d­
e:ice, or, anything that interferes w::'::: 
:'usion develop:r..erlt. It 'No-.Jld seem that tr:ose 
~c:::i~;::io::s s:-:ol:ld ~e 01assed as only 0o:-::r::'-:­
'-.:~:.::§: factors because there are too -:'.::?:_y 
::'ndividuals who !!1anifest such anor::alies 2'".:t; 

~ave strai6ht eyes and, very often they a~e 

not even aware of beins thus afflicted ~~til 
they have their eyes exa~~ned. 

It is true that very often a deviatin~ eye 
in this type will tend to straighten w~en 

Dlus lenses are appliec4B-:.'1d very likely t~:a. t 
,phenomenon led to the belief that the ~--:·~cr­

rected hyperopia was the cause of the st~­

bis:nus. 

OIl the basis of this new concept, it is ::;e­
lieved that the esotrQpia in this type is t::e 
result of lowered involuntary tonus -.v~ich 

beca~e manifest in the eye because that ~a~­
pened to be the point of least resistance i~ 
t~at particular individual. Conseq~cnt~y, 

the technique is first directed toward !n­
cre:::t.sing that toniCity, which is acco'Tlplis~ed 
with the red-orange-yellow frequencies and 
minus lenses, or reduced plus. 
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The technique in this case was as foL! .. ows: 
T!:e patient had 20/15 vision O.D. and 20/40 
O.S. throu6h plus 3.00 spheres O.U. It ~vas 
the sa~e through plus 1.00 spheres O.C; that 
is, one diopter spheres were needed to sive 
the best possible vision with lenses a.."1d the 
addition of plus 2.00 diopter sp~eres wassc­
cepted without blur at distance, but was not 
needed for adequate vision. 

'The first prescrip"Ci ,;!: ::;i ven was plus .50 
s;heres O.U. ~lis reduced the vision to 20/ 
30 O.D. and 20/60 C.S. Four treat~ents with 
~15 for the r1sht eye a~d 713 for the left 
eye bro~ght the vision to 20/15 O.D.and 20/30 
O.S. through the plus .50 spheres. J1~r'i::.s 
'-",... Q t r'--' ~ • d +-1.-. • --~ aln~ng perlO s, wlle rlght eye was oc-
cluded for ten to twe~ty seconds seve~al 
ti:nes during the treat:nent and the li;:~t was 
:-'lashed for the left eye d .... :ring t::a.t ~ t:::':-J.e. 
~~1s was done because of the a~bl~oDia. 
~en, the plus .50 spheres were re~oved - and 
~~e naked visual acuity was 20 / 20 O.D. and 
20/40 O.S. Ll1e training was contint:ed as 
before and, after five daily visits the v::'sion 
~:s 20/~5 O.D. and 20/20 O.S. By this t:':ne, 
l,~e nU::1::>er 7 finding, or hyperopic ~B.:lifesta-
4.-t h d ' ... -'-on a oeen reduced to two dionters. ~~nus 
.50 spheres were then Drescribe~ 0 U ~nd - , ... , ~ .... 

~~e tra~ning continued by alternating ~ith 
~ne varlOUS red-orange-yellow freaue~cies, as 
Ao •• d -
~~Scrloe in Chapter 6, under Casd ~13. 
These :ninus lenses reduced the vision sli:;ht­
ly, but, after three daily training ?eriods, 
~he vision was a~ain 20/15 O.D. and 20/30 
v.S. The patient was then :_::iven a t-.'iO weeks 
rest period. ~~en, another half diooter of 
~inu3 sphere was added O.ll. This, again re­
duced t:le vision slightly, but four daily 

.. .... . . : .... , ) " _ . :,.. .... ', 
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treatments restored it to the former level. 
A rest period of one week was then given and 
another half diopter of minus sphere added. 
This procedure was continued until a total 
of four diopters of minus sphere O.D. had 
been reached. Then, the patient was given a 
thirty-day rest period. During all rest 
periods the patient was instructed to con­
stantly wear the lenses prescribed. The term 
"rest period" pertains only to treatments; 
however, it is well to have the patient re-

/~rt once or twice a week for observation 
because, as stated in a previoll.s chapter, 
if the patient becomes irritable or develops 
a mild hyperemia, the treatments and/or the 
changes or lenses have been too frequent. 
~fter a thirty-day rest period the nu~ber 7 

finding was minus .1.00 sphere O.D. In other 
words, the patient was then a one diopter 
myope. The minus 4.00 diopter lenses being 
worn were then reduced to minus 3.50 and 
treatments were changed to sedative frequen­
cies. After three visits, the esotropia had 
reduced to about 25 prism dio9t~rs. These 
three treatments were given over '~ period of 
one week. The lenses were then reduced to 
minus 3.00 and the sarne treatments continued. 
After four sittings, the esotropia had re­
duced to 20 prism diopters. A two weeks rest 
period was then given. After that, the lenses 
were reduced to minus 2.50 and the treatments 
continued. 

This series of treatments was given through 
a stereoscopic arrangement which made fusion 
possible. At this point, it may be stated 
that so long as the attention is directed 
toward basic disturbances, no special effort 
to develop fusion is made except that when 
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the patient has progressed to the point wheore 
fusion is possible, the treatments must be 
given through a stereoscopic arrange~ent. 

In this particular case, no other attention 
was given to fusion development other than 
that mentioned. After fusion was quite well 
developed the case was continued as one of 
myopia with esophoria as described in Chapter 
6 under case #22. The minus lenses for con­
stant wear were reduced in half diopter steps 
twice each week-and training continued with 
sedative frequencies, combined with prisms 
base in. One treatment was given after each 
lens change. 

When all lenses had been removed, a complete 
examination was made and the findings were 
as follows: 

#3 5 eso #13 = 8 eso 
#4 = 10 eso #14 = plus 2.00 
#5 :: plus 1.00 #15 = 4 eso 
#6 = plus 2.00 #16 = x/30 plus/30 
#7 = plus .50 #17 = x/8/0 
#8 = 5 eso #18 = neg. 
#9 X #19 = IOD 

#10 = 30 plus/30 #20 = -2.00 
#11 = 2/-6 #21 = plus 3.00 
#12 = neg. 

The case was then continued as one or hyper­
opia with esophoria described in Chapter 6 
under Case #13. 

If the total amount of ac.ceptable plus lens 
power has been worn for any length of time 
in cases of this kind and by the wearing of 
such lenses the esotropia had been reduced 
materially, it usually reverts to the former 
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position during the process of plus reduction 
and the prescribing of minus lenses. This 
~ust be explained to the patient or the par­
ents, in case it is a young child, so they 
will not become alarmed about it. If they 
respond to this technique, the esotropia will 
reduce with the reduction of minus lenses. 
For example: If a case had been an esotrope 
of about 40 prism diopters with 4 diopters 
of hyperopia and by the wearing of plus 4.00 
sDheres combined with prevailing treatments 
f~r convergent squint, the esotropia had been 
reduced to about 20 prism diopters, it will 
go back to the original 40 prism diopters 
when this new technique is applied. However, 
this takes place during the first phase be­
cause the very first step in this method is 
to reduce the plus to the p oint where it be­
gins to lower the patient's visual acuity. 

Asslli~ing that, due to former training, the 
vision is 20/20 with the good eye and 20/50 
with the deviating eye through plus 4.00 
spheres and it were possible to reduce the 
10:n~Ap. to plus 1.50 spheres without affecting 
the vision, the first prescription WGulu be 
plus 1.00 spheres. Then, training would be 
started with the frequencies mentioned earlier 
~n this chapter for the purpose of raising 
involuntary tonus and improving vision. When 
vision is as good through plus 1.00 spheres 
as formerly through plus 1.50, the lenses are 
reduced to plus .50 and training continued 
as previously described. By the tima all 
plus lens power has been removed, the esotro­
pia will again be 40 prism diopters; but, it 
hardly ever increases any more than the 
former amount. Then minus lenses are pre­
scribed and increased in half diopter steps 
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combined with the indicated training in the 
ma..Ylner previously described. After the en­
tire series of lens changes up to minus 3.00 
or 4.00 and back to plano has been completed, 
and no change in triangulation posture has 
taken place, the case is not amenable to 
basic irnprovement by this ~ethod and the pre­
vailing techniques of fusion development, 
base in prism training in connection with 
various devices, flasher techniques, the 
prescribing of prisms with their bases in 
various positions, or any other variation 
that may be effective in such cases, must 
then be resorted to. 

In cases that are a~enable to this method we 
are not dependent on fusion, so the technique 
is ideal for alternating squinters even if 
they have abnormal or anomalous retinal cor­
respondence because the postural change in 
triangulation is brought about reflexly 
through alterations in the focus mechanism . 
The fact that there are many individuals wi th 
straight eyes who do not have fusion due to 
the a~blyopia in one eye, or other causes, 
mB.kirre; f'lJ.~inn tm.possible~ is sufficient proof 
that fusion is not absolutely essential to 
maintain ocular parallelism. 

Should a case straighte~ only partly during 
one series of lens changes it is advisable 
to give a rest period of about thirty days 
and repeat the procedure. So:netimes only 8 
or 10 prism diopters of reduction takes 
place during one series of lens Changes com­
bined with the indicated treatments and dur­
ing the second series a gain of on1; 5 prism 
diopters maybe made. Such cases usually have 
poor physical background and respond slowly, 
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so the process must be repeated a nu~ber of 
times, at intervals of about one to three 
~onths. At any rate, those who do respond 
to this method require decidedly less lens 
power and often none, after the eyes are 
straight. In addition to that, there is 
almost always a decided general improve~ent 
physically and mentally, as well as their 
general behavior and attitude to their sur­
roundings. 

Another type that responds very well to this 
procedure is that of hyperopia with exotropia. 
They usually straighten quickly, develop 
good fusion and stereopsis but ~aintain par­
allelism only under conscious ef~ort. These 
cases were very disappointing when cared for 
by former methods because of the fact that 
they readily accepted the plus lenses indi­
cated in the nu~ber 7 finding, and responded 
well to any type of training with base out 
prisms to the point where they would fuse 
with 80 to 100 prisill diopters base out; 
showing that they had ample convergence re­
serve but unless they made a conscious ef­
fo~t, the deviating eye would revert to its 
former outward position. 

By this new technique they also respond well, 
and their eyes usually remain straight when 
the process has been completed. The tec:hnique 
is very sL~-:ilar to tha t in hyperopia wi th 
exophoria, as described in Chapter 6 under 
Case #16, except that in the beginning - no 
base out prisms are prescribed for constant 
wear; that is, we apply various flasher 
techniques combined with the indicated fre­
quencies through a stereoscopic arrangement 
which makes fusion possible and then gradually 
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reduce the a.T1lQ1..mt of prisms base in, eTJployed 
during the training. After the patient be­
gins to fuse there is usually a rapid re­
duction in the exot~opia and when the eyes 
are straight, we are ready for the technique 
described in Chapter 6 under Case '#16. 

The technique for emmetropia with esotropia 
is similar to that of convergent squint with 
hyperopia, that is, begin with the prescrib­
ing of ~inus spheres for constant wear, and 
e~ploy the indicated frequencies for train-· 
ing. If the patient is a young child under 
ten years of age, it is per~issible to pre­
scribe minus 1.00 spheres. s.s the first pair 
of lenses for constant we~r, then increase 
the minus lens power in half diopter steps, 
according to the response of the individual. 

The total amount of minus lens power finally 
prescribed before reduction, depends on the 
response of the individual and the a~ount of 
deviation from parallelism. Exa~ple: the 
patient is a fe~ale, age 9, is e~~etropic, 

has 20/15 vision O.U., and thirty-five prism 
Jlu~t8~~ ur esutropia. Prescribe minu8 1.00 
spheres a.u., and treat with the indicated 
frequencies. Before training, minus 2.00 
spheres reduced the vision to 20/30 a. U., but 
only one diopter of minus spheres is being 
prescribed. This does not affect the vis2.on, 
so the amount of minus lens power which re­
duces the vision to about 20/30 is used as a 
guide for increasing the minus lens power to 
be worn constantly. If after several treat­
ments, the patient will tolerate minus 2.50 
spheres before the vision is blurred to 20/30 
the lenses for constant wear are increased 
to minus 1.50, and so on, until a total of 
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~inus 5.00 diopters is reached; then the pa­
tient is given a rest period of about thirty 
days wearing those lenses. After that, the 
lenses are reduced in half diopter steps once 
or twice a week, depending on the response 
of the individual; during this process of 
reducing the minus lenses together with sed­
ative frequencies, we expect a gradual re­
duction of the esotropia. If that takes 
place, treat through some type of stereo­
scopic arrangement, with a target that is 
easily fused, and insert prisms which makes 
fusion possible, but do not urge the patient 
to fuse. Instead, ask the patient what he 
sees, and if the stereoscopic targets contain 
the Droner control marks, the patient's 
answe~s to your questions will enable you to 
determine whether there is fusion and stere­
opsis. When fusion and stereopsis are fairly 
well developed, the case may be completed as 
one of myopia with esophoria, as described 
in Chapter 6 under case #22; and any other 
variations o~ technique which may be helpful 
in connection with this procedure. 

In cases of emmetropia with exotropia, this 
technique is also very effective. However, 
the patient may rapidly develop myopia, rang­
ing from three to ten diopters during the 
first few weeks of training with red-orange­
yellow frequencies through the stereoscopic 
arrangement which enables the patient to 
fuse. This increase in myopia usually takes 
place during that phase of the training, when 
the exotropia is being reduced; that 'is, 
after fusion has been developed, the ~yopia 

developed during the postural change from 
exotropia to parallelism. It is necessary to 
prescribe the amount of minus lens power 
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needed for clear viSion, and to maintain 
parallelism. Such lenses are worn with per­
fect comfort; and after they have been worn a 
month or two, a new pattern of harmonious 
binocular coordination will have been estab­
lished. A new examination and analysis can 
then be made and the case handled according 
to the new setup. A number of such cases 
have been reported and in all except one, the 
myopia was later completely eliminated and 
the eyes remained straight. 

In the one exception, the eyes remained 
straight, but the case had developed 10 di­
opters of myopia during the process of 
straightening, and only four diopters of the 
myopia were eliminated afterwards. This 
patient had no fusion and every attempt to 
develop it failed. Nothing special was done 
to reduce the myopia because the patient had 
no fusion, and there was no known technique 
to reduce myopia in cases of that kind. This 
particular individual was a young married 
woman, age 21. At the time of treatments 
for the exotropia, she was emmetropic and 
had 20/20 visi()n wit.h eit.her' eye; but when 
she had learned to straighten her eyes, she 
had 10 diopters of myopia when the eyes were 
parallel. She could voluntarily straighten 
them or permit one eye to deviate outward to 
its former position. Whenever one eye devi­
ated outward, she had 20/20 vision with the 
straight eye, but when she straightened them, 
10 diopters of minus lens power was required 
to obtain that same visual acuity~ Also, 
with minus 10 diopter spheres in place she 
was unable to let one eye deviate, so the 
minus 10 diopter spheres were prescribed for 
constant wear, with which she had straight • 
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eyes and perfect comfort. As stated pre­
viously, she was unable to fuse and there 
being no known technique to reduce myopia in 
cases of that kind, nothin6 was done about 
it. A few months later the patient reported 
some ocular discomfort; a test revealed that 
only nine diopters of minus spheres were 
needed to obtain 20/20 vision, which was 
then prescribed. About six months later, a 
similar complaint brought the patient back 
for re-ex&~ination. At this time only eight 
diooters of minus lens power was required to 
;iv~ 20/20 vision. This same reduction con­
tinued until only six diopters remained. 
When the patient last reported, no further 
redL~tion of the myopia had taken place and 
she was still wearing ~inus 6.00 diopter 
spheres O.U.,withgood vision, straight eyes 
and perfect comfort. 
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CHAPTER EI:}HT 

General elacorations cover­
ing a varie ty of re fine:7:.ent: s 
of tecr.nique in the more un­
Co~~on cases encountered; 
and additional reasonir.g on 
interpretation of SJ~ptOhlS 

from an extra - optometric 
sta.11.dpoint. 
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Chapter Eight 

GENERAL ELABORATIONS 

Unfortunately, it has been c om~on practice in 
all professions dealing with the hu~an body, 
or parts of it, to think in terms of specific 
remedies for various manifestations according 
to the name given to a particular manifesta­
tion, which very often meant nothing ~ore 

than a certain location. One group or s C(1 001 

of healing will prescribe a variety of reTle­
dies for inflammatory processes having a CO"'1-

mon cause, but may manifest in different 
parts of the body. On the other hand, an 
inflam.'11atory process in a cer tain part of the 
body such as tonsilitis, in several differe~t 
individuals may have a diffe rent cause in 
each one. 

To a great extent Optometrists have fallen 
heir to that sarne, erroneous reasoning; so V'8 

often hear such questions asked as , "What can 
you do for exophoria, esophoria, amblyopia, 
photophobia, etc; etc;?" .'.:nstea,i , the ql.:.8S­

t5..on should. ..... )e, "Why docs asiv8n patic:u.t ho.vc 
any of those symptoms?" For exa.>nple: an 
amblyopia Tlay be caused by various toxins; 
exogenous or endogenous. It may be due to 
non-use, or hysteria. With such a variety 
of possible causative backgrounds, it cer­
tainly must be fallacious to treat all of 
them alike. Therefore, in all phases of this 
new method, our approach is always based on 
the causative factors in relation to a given 
individual. In other words, the principals 
are always the same but the technique varies 
in accordance with the findings and subjec-
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tive symptoms in relation to the patient's 
age, sex, environment, etc. 

Al'1BLYOPIA 

Lowered visual acuity which cannot be 1.:."T1-
proved by changing the pathway of light 
alone, is a co~~on experience in optometric 
practice. The mere flashing of light, ir­
respective of the kind, or even to e~ploy 

red light for all cases of amblyopia, is 
relatively crude. It is true that in ~&~y 
cases, VlSlon can be improved by such hap­
hazard guess work, but, that should not be 
regarded as scientific optosetry. 

Due to the fact that it is often difficult 
to make a sufficient number of tests in 
amblyopic cases to obtain adequate informa­
tion from the ocular pattern and subjective 
synptoms alone, it is well to be familiar 
with some of the objective physical signs 
that are usually associated with certain 
ocular syndromes. As stated in a previous 
chapter, "a rule mus t work both ways If • If 
certain objective physical signs are often 
associated with certain ocular syndromes, we 
may employ such signs for information in the 
absence of suffic ient ocular tests. In cases 
of moderate a~blyopia, existing only in one 
eye, in which it is possible to make the re-
quired tests for a relatively corr.plete analy­
sis, we interpert the findin6s in t~e usual 
mann'3r and insti tute training accordingly. 
A sufficient number of such cases have been 
recorded and the various physical signs pre­
viously referred to have been tabulated, so 
when we do encounter a case where all of the 
necessary ocular findings cannot be made, we 
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are still in position to aQ"Tlinister a fairly 
reliable technique. However, it 1s always 
advisable to utilize the ocular findings, few 
as they may be, to reason from and employ the 
various objective physical signs only as cor­
roborative evidence o For exa~pl~: A case 
presents itself, the patient is a female, 
age 16. The only findings that can be ~ade 

aside from the ophthalmoscope and ophtt.al­
mometer are the various retinoscone tests 
and the phorias. The vision is 20/20 O.D. 
and 20/300 O.S. The distance phoria is ap­
proximately 8 esophoria, the near Dhoria 
about 4 of esophoria, the static retin;scooe 
finding shows plus 2.00 spheres O.U. and t;e 
dynamic retinosco?e finding at 20 inche5 
shows plus 3.00 spheres O.U, ~ oatient of 
this age and sex with such findin~s, Usually 
falls into the categ.pry of e:notional disturb­
ances and if in cOILnection with that, there 
are various physical signs of emotional 
upset, such as nervousness, irrit~~ility, 

appearance of tenseness, easily ~oticed 

around the mout~, rapid pulse, ir~ebular 

breathing, and there is additional corrobora­
tive evidence in ' the form of subiective 
sy::~tQ!,!!s such B.S i!1 8h; l i t.v to sleeD. fearful 
drea~s, usually t~e kind ~here th~' patient 
experiences sensations of falling fro~ a 
great height, and frequent crying spells, rNe 
are reasonably safe in assuJning that #15, the 
e~otional stabilizer, will be the most ef­
fective frequency. This may be followed by 
a trial and error method of employing first 
#15 for two or three minutes, occluding the 
right eye for several ten to twenty second 
periods and flashing the light for the left 
eye during those periods. Then try #2 fre­
quency, the phYSiological stabilizer, in a 
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similar manner. A test is made after each 
trial to determine which one of the two pro­
duced the greater a~oLmt of improvement in 
VlS l on. If the effect of both is about 
equal, it is well to alternate with #15 and 
#23, either during the same treatment or 
employing #15 for one sitting and #23 for the 
next visit. Should #2 produce a much greater 
improvement than #15, the case is very likely 
one of what is corllnonly referred to as toxic 
amblyopia and #23 is the proper frequency to 
use until the vision is satisfactory, or 
there is no further improvement. 

Assuning that, the vision has been improved 
in the left eye from 20/300 to 20/100 with 
#lS and #23 but no further improvement is 
possible with those frequencies, it is then 
advisable to try #13 fo~ that eye only, by 
occluding the good eye. After the doctor has 
haa-a ce-~tain a~ount of experience in handling 
a variety of amblyopias on this basis, the 
trial and error method is hardly ever neces­
sary. Even if only a few findings can be 
made, he will readily observe sufficient 
objective symptons to establish a fairly 
cc:nplete syndr'Jme pointine; in 8. r . p.Y'r-R in di­
rection sufficiently accurate to begin ·treat­
ment. 

C~casionally, a case of ~mblyopia is encoun­
tered where there is considerable hyper-ten­
sion which interferes with circulation and 
may result in localized anemia or faulty 
nutrition in that area. In such cases it is 
necessary to apply one of the sedative fre­
quencies that induce expansion, such as 
#5. This expansion removes the former in­
terference and is fol~owed b¥ increased 
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circulation and improved nutrition. In the 
~ajority of such cases there will be rapid 
improvement in vision as long as the tension 
is the main obstacle and then, one of the 
red-orange-yel1.ow frequencies must be em­
ployed for further correction. This is just 
one example to show that the flashing of a 
red light is not always the proper method in 
treating amblyopia and, sometimes even det­
rimental. 

PHOTOPHOBIA 

According to the reasoning and clinical ex­
perience by those who have applied this 
method, photophobia also has been very much 
misunderstood in the past. Barring transient 
conditions and special occupations where the 
individual works under unusually intense 
light, I am convinced that a tinted lens for 
constant wear to relieve photophobia is 
wrong. It is another form of support upon 
which the nervous system will readily learn 
to depend. In my own practice not a single 
tinted lens has been prescrioed for that pur­
pose for more than five years; and, during 
that time many cases of extreme photophobia 
were cared for who obtained perfect comfort 
without the constant wearing of tinted lenses. 
During the past three years, the same pro­
cedure has been applied by hundreds of .well 
known optometrists who now agree withmy cor-­
clusions. To merely give relief from photo­
phobia is incomplete. Palliative treatment 
must be followed by corrective measures 
according to the syndrome in relation to the 
individual. The main objective in giving 
relief from those symptoms is that of lower­
ing sensitivity. Niunber 4' frequency being 
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the sensory depressant, plays an important 
part in that phase of the technique. It 
depends upon the severity of the symptoms as 
to whether #4 is used alone or whether #5 
is added to intensify the depressant action; 
and in case a modification is desired #2 
filter is combined with #4 which is then #24. 

To obtain quick relief in a case of extreme 
photophobia accompanied by excessive lachry­
mation, begin with #45. If necessary, dim 
the light slightly by shading it or partially 
covering it, and graduall~ increase the in­
tensity; because #45 being an extreme de­
pressant will rapidly lower the sensitivity 
of the response mechanism, thereby raising 
the patient's tolerance to more intense 
light. ~ben the patient is able to tolerate 
the full intensity with #45, remove the #5 
filters and continue with #4 by slightly 
subduing the light for a few seconds and 
gradually increasing the intensity as before . 
Usually those two frequencies are sufficient 
for one sitting. The same procedure may have 
to be repeated several times until the patient 
i~ ~lJff'ir.iently relieved to permit modifica-

_ tions of treatment. For subsequent treatments 
begin with #4 and finish with #24. After the 
pa tient is relat i vely free from the symptoms, 
give one or two sittings by beginning with 
#24 and completing the treatment with #2. 
Then ent~r the corrective phase according to 
the analysis, to obtain relative permane~cy • 

Because of the hyper-sensi tivi ty of the nerv­
ous system in photophobic individuals, it is 
well to be somewhat fa~iliar with the rela­
tionship of structure and response. ~gul~J t1,: 
~,n structure very often goes haner in hand '--------.. - '_.' ''-' '''-
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wuh hyper-sensitivity. That is, an fn­
dividual who is somewhat under weight or 
normally slender, will require more treat­
ments of the extreme sedative frequencies 
,than an individual of the opposite type. 

At this point it may be stated that the 
technique for the relief of various forms of 
asthenopia is about the same as that for 
photophobia: e~cept in those cases where the 
discomfort is due to toxic interference. 
Even then it is well to 5ive a treatment or 
two with sedative frequencies first. Some 
of the physical signs that may be used as 
corroborative evidence to determine a spe­
cific frequency in a given case where the 
causative background points to faulty metab­
olism are: dryness of the skin, a bluish 
appearance

J 
especially of the lips, which 

indicates sub-oxidation; a yellowish waxy 
appearance, etc. etc. 

To clarify the foregoing remarks in this 
chapter and enable the practitioner to utilize 
that information by practical application~ 

I submit the following cases from actual 
practice: Patient~ male, age 24, complains 
of poor vision with left eye, N.V.A. 20/20 
O.D. 20/400 O.S. Old rx O.D. plus 2.00 spheres, 
O.S. plus 4.00 spheres. 
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#1. 
#2. 

#3. 
#4. 
#5. 

#6. 

#7. 

#8. 

Chapter 8 

Ophthalmoscope - Neg. 
Ophthalmometer - 43.00 x 180 - 43.00 

Distance phoria - 6 Eso. 
Near phoria - Ortho. 
Static retinoscope 
O.D. plus 2.00 sph. 
O.S. plus 4.00 sph. 
Dynamic retinoscope - at 20" 
O.D. plus 3.00 sph. 
O.S. plus 5.00 sph. 
Subjective refraction at distance. 
O.D. plus 2.00 sph. 
O.S. plus 4.00 sph. 
Induced phoria at distance 
4 Eso. 

#13. Induced phoria at near - Ortho. 

No other tests of the routine examination 
were taken at this time. Color fields) nega­
t i ve, no fus ion; visual acui ty through nwnbe r 
7, O.D. 20/20, O.S. 20/300. Physical exami­
nation revealed no organic pathology. The 
classification is E-b. Complications in ocu­
lar pattern; findings incomplete. The patient 
st~ted that he had been troubled with diges­
tive disturbances since childhood but ~not 
enough to warrant special attention. The 
poor vision in the left eye was first noticed 
wher he started school at the age of six. 
He had whooping cough at the age of three and 
measles when he was five years of age. He 
was somewhat under weight, his response in 
the form of answers to questions was fair~ 

but his speech bordered on stuttering. His 
complexion was somewhat waxy and the lips 
slightly bluish, indicating sub-oxidation. 
His movements were somewhat jerky but Slow, 
as though he were fatigued. The conclusion 
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drawn as to the cause of the amblyopia was 
that of faulty metabolism, dating back to 
childhood, resulting in glandular dysfunc­
tion. Accordingly~ he should respond about 
equally well to #15 and #2 frequencies. This 
was verified when both of those frequencies 
were applied for about three minutes each. 
No change in lenses was made at that time. 
The training consisted of #2 frequency for 
the right eye, and for the left eye the 
treatment was started with #15 and finished 
with about two minutes of #23, with several 
intervals of flashing. The treatments were 
given through a stereoscopic arrangement. 
After fourteen sittings over a period of 
three weeks, the vision through the lenses 
he was wearing was 20/15 O.D. and 20/40 O.D. 
The lenses were then chan6ed to O.D. plus 
1.00, O.S. plus 2.00. The training was then 
continued with #15 for the right eye and #13 
for the left eye, combined with prisms base 
in. After eig,.'1t visits with this technique, 
his vision through the lenses he was then 
wearing was O.D. 20/15, O.S. 20/20. Fusion 
and stereopsis had been well developed dur­
ing the last eight training periods and a 
complete examination was then made. The 
findings were as follows: 

#3. 2 Eso. 
#4. 2 Exo. 
#5. O.D. plus 1.50, O.S. plus 2.50 

#6. O.D. plus 2.25, O.S. plus 2.00 

#7. O.D. plus 1.25, O.S. plus 2.00 
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Balance of findings were made with lenses he 
was then wearing. 

#8. 
#9. 

-#10. 
#11. 
#12. 
#13. 
#14. 
#15. 
#16. 
#17. 
7118. 
if19. 
#20. 
Ti21. 

Analysis: 

2.00 Eso. 
X 

18/4 
6/1 
Neg. 
2 exo. 
O.D. plus 2.00, O.S. plus 3.00 
4 exo. 
x/16/4 
x/12/ 2 
Neg. 
6D 
-1.50 
plus 2 •. 50 

#1. 23x2 75. Pos.x2R. x 
#2. B. I, #6. #23 
#3. #15 #7. Neg. 
#4. Neg. #8. Neg. 

~- '''' ..:; -~ . 

Although the visual acuity is now ~e~rly 

no~al, the ocular pattern still ind~~a:es 

the need for further reconditioning, ~dver­
ifies our for:ner cQnLeuL,loIl Lh8.~ the c;~-u..sa­

tive bac~groQ~d is one of faulty ~etaoolis~, 
resul ting ii'l poor glanjular developl1en t. 7he 
process of reconditioning was then cont:.n".led 
by alternating with all of the red-o~~~e­
yellow frequencies, combined with pris~s 

base in. The lenses for constant wear were 
reduced to O.D. plus .50 and O.S. plus 1.00 
through which the vision was 20/20 O.D. and 
20/30 O.S. After four training periods the 
vision was again 20/15 O.D. and 20/20 O.S. 
and the patient reported that he had no more 
digestive disturbances, that his appetite was 

q 

• .. 
llJ .. 
• 
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:nuch better than it had been, and that he 'had 
gained several po~~ds in weight. Yne pre­
scrintion was then ch~~~ed to two diopter of 
oris~s base in, for constan~ wear, and the 
training continued by beginning with #15 for 
several minutes, a....~d ff23 to finish the. trea t­
~ent, combined with ~risms base in. After 
the the friurth visit -.50 spheres O.D. were 
incorporated with the prisr:ls base in for con­
stant wear and t~eat~ents given twice each 
week for a period of three weeks. '~e patient 
bei~ desirous of eli~i~ating the need for 
lenses, he was given a thirty-day rest 
period. After that, t~e lenses for constant 
wear were increased to -1.00 spher2s J,L., 
co~~ined with the two diopter of pris~s base 
in, and trainir...,g conti!::e:.ed as '0efore. I\'Jelve 
training periods were given over a per~Qd of 
thirty days ~~d another exa~ina~iJn ~~de 

which revealed a balanced ocular pattern, 
the number 7 finding with o.r. plus .'75 and 
O.S. plus 1.25. The patient havi~6 gained 
twelve pounds duri""1.6 t::e past two ::o::':~s was 
then of nOFnal weight for the first t:L-nE' in 
years. His vision was 20/15 O.D. B.~c.. 20/20 
O.S. without lenses. 

The following case is a female, age 26; Com­
plains of extre~e photophobia and excessive 
lachrymation, eyes s~art and b~rn. Says she 
has hay fever. Ca-ne in wearin; :-t1..:.L'1oer 3 
shade absorbtive lenses. Her eyes were so 
sensitive that no test could be made at that 
t~9J due to the epiphora. This patient was 
also somewhat under weight and, of course, 
her symptoms are a-nple proof that she was 
hyper-sensitive to light. A treat::.ent of 
#45 followed by #4, as described esrli~r in 
this chapter, gave ~er sufficient relief to 
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I close with the hope that this volu~e ~ay 
serve as an aid to elevate the profession of 
Optometry to the highest possible level of 
ethical professionalism, and arouse the in­
dividual optometrist to a conscious realiza­
tion that optometry must begin to establish 
its own facts and prove to other professions 
as well as to the public at large, that the 
Outometrist can render a service which is 
r.ot being duplicated by others. 
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