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Convergence insufficiency (CI) is the most common binocular vision problem, associated with blurred/
double vision, headaches, and sore eyes that are exacerbated when doing prolonged near work, such 
as reading. The Convergence Insufficiency Neuro‑mechanism Adult Population Study (NCT03593031) 
investigates the mechanistic neural differences between 50 binocularly normal controls (BNC) and 
50 symptomatic CI participants by examining the fast and slow fusional disparity vergence systems. 
The fast fusional system is preprogrammed and is assessed with convergence peak velocity. The 
slow fusional system optimizes vergence effort and is assessed by measuring the phoria adaptation 
magnitude and rate. For the fast fusional system, significant differences are observed between the 
BNC and CI groups for convergence peak velocity, final position amplitude, and functional imaging 
activity within the secondary visual cortex, right cuneus, and oculomotor vermis. For the slow fusional 
system, the phoria adaptation magnitude and rate, and the medial cuneus functional activity, are 
significantly different between the groups. Significant correlations are observed between vergence 
peak velocity and right cuneus functional activity (p = 0.002) and the rate of phoria adaptation and 
medial cuneus functional activity (p = 0.02). These results map the brain‑behavior of vergence. Future 
therapeutic interventions may consider implementing procedures that increase cuneus activity for this 
debilitating disorder.

Convergence insufficiency (CI) is the most common binocular vision disorder across the age spectrum, with 
an estimated prevalence of 4.2% to 17.6% in  children1–5, and 3.4% to 7.7% in  adults6–9. This condition responds 
well to therapeutic  intervention10; hence it presents a unique opportunity to better understand the neuroscience 
of neuroplasticity. This common condition has a negative impact on a person’s quality of life because its associ-
ated symptoms include sore eyes, headaches, blurred vision, double vision, and loss of  concentration11,12. These 
symptoms are exacerbated when doing prolonged near work, such as reading, computer usage, or using any 
electronic device such as a smartphone, tablet, or a virtual reality  headset11,12. In the past 15 years, the results of 
many randomized clinical  trials13–24 have demonstrated the effectiveness of various interventions for the treat-
ment of CI. However, even the most effective treatment (office-based vision therapy) is only successful about 
75% of the time and requires a minimum of 25 h of treatment (typically a combination of office and home-based 
therapy)13,22. Thus, there is a need for novel evidence-based protocols to optimize therapeutic interventions. 
Optimized treatment may lead to improved functional outcomes in shorter periods of time, as well as positive 
benefits related to cost-effectiveness and healthcare resource allocation. Some of the ways to accomplish these 
objectives include the following: (1) understand how brain-behavior function differs between binocularly normal 
controls (BNC) and CI participants, (2) identify what elements of brain function change during rehabilitation, 
and (3) determine how brain activity is correlated to visual behavior function post-therapeutic intervention.

The purpose of this study was to investigate the underlying neural mechanistic differences between BNC and 
symptomatic CI participants by assessing baseline measurements. To do so, we designed two experiments using 
a multimodal approach integrating functional brain imaging, behavioral assessments (eye movement and phoria 
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adaptation), and a comprehensive vision examination that included clinical signs and symptoms. The experimen-
tal design compared the fast and slow fusional disparity vergence systems in BNC versus CI participants. Fast 
fusional vergence is the process by which the eyes quickly track a target moving in depth, analogous to a baseball 
batter tracking a  fastball25. Slow fusional vergence is the process by which the brain optimizes sustained vision 
(used during reading) to either near or far visual  space26. Once the underlying neural substrate difference(s) 
are understood then therapeutics can be evaluated to understand how the intervention modifies the underlying 
functional activity of the brain to ultimately reduce vision symptoms. Understanding the neural mechanism of 
CI is a critical first step towards the optimization of therapeutic interventions via improving success rates along 
with potentially decreasing treatment duration and cost.

Results
Clinical signs and symptoms. We enrolled 50 BNC (21.8 ± 3.3 years old, 30% female), and 50 sympto-
matic CI (20.9 ± 3.6 years old, 50% female) participants. There were no significant differences in age, refractive 
error, or stereopsis between the BNC and CI groups p > 0.127. The details of race, ethnicity, and refraction are 
available in a previously published paper and were not substantially different between the BNC and CI  groups27. 
The mean near point of convergence for the CI group was 10.4 ± 3.5 cm, which was significantly more receded 
compared to the BNC group of 3.8 ± 1.2  cm [t(98) = 12.5, p < 0.0001]. For positive fusional vergence, the CI 
group mean was 12.5 ± 4.0∆, which was significantly less than the BNC group mean of 27.8 ± 8.4∆ [t(98) = 13.4, 
p < 0.0001]. The CI group near horizontal dissociated phoria (6.9 ± 3.2∆) was significantly more exophoric com-
pared to the BNC group (2.0 ± 2.1∆) [t(98) = 8.91, p < 0.0001]. The far horizontal phoria levels were not signifi-
cantly different between the CI and BNC groups (CI group = 0.5 ± 2.1∆ exo versus BNC group = 0.11 ± 0.54∆) 
[t(98) = 1.41, p = 0.2]. When comparing the difference in the near to the far horizontal phoria, the CI group had a 
significantly greater amount of exophoria at near versus far (6.3 ± 2.4∆) compared to the BNC group (1.9 ± 2.2∆) 
[t(98) = 9.6, p < 0.0001]. This shows that the AC/A ratio was lower in the CI group compared to the BNC group. 
The CI participants were significantly more symptomatic with a score of 34.5 ± 7.6 points on the CISS compared 
to the BNC CISS score of 8.2 ± 5.3 points [t(98) = 20.0, p < 0.001].

Fast fusional vergence experimental results. Figure 1A shows the group-level average position trace 
(solid blue line in the unit of as a function of time in the unit of seconds) of the BNC group stimulated by a 4° 
symmetrical disparity jump step with plus and minus one standard deviation (shaded light blue) and the aver-
age velocity trace (dashed blue line in the unit of °/s as a function of time in the unit of seconds). The CI group 
average position trace (solid red line) with plus and minus one standard deviation (shaded light red) and veloc-
ity trace (dashed red line) were plotted with the BNC results to compare the averaged convergence responses 

Figure 1.  (A) Averaged vergence eye movement position (°) as a function of time (s) from BNC (solid blue 
line) and CI (solid red line) participants with ± one standard deviation (BNC blue shaded and CI red shaded) 
with the averaged peak velocity (°/s) as a function of time (s) from BNC (dashed blue line) and CI (dashed red 
line) participants. (B) Two-sample unpaired t-test of functional activity differences between BNC and CI groups 
during the vergence jump step fast fusional experiment showing V2, OMV, and right cuneus are significantly 
different between groups. (C) Linear regression of mean beta weight from right cuneus ROI using a 5 mm 
radius sphere as a function of peak velocity for BNC (blue circle) and CI (red triangle) participants. Linear 
regression (solid black line) analysis shows Pearson’s correlation coefficient of r = 0.33, p = 0.002 between right 
cuneus functional activity and vergence peak velocity.
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between groups. There were 1 BNC and 3 CI participants who blinked and/or saccaded so excessively during 
the transient portion of the vergence response so that no meaningful data could be analyzed. Those participants 
were not included within this group-level analysis. The peak velocity for the BNC group was 21.9 ± 5.6°/s which 
was significantly greater than the CI group’s peak velocity of 17.7 ± 4.0°/s [t(94) = 4.22, p < 0.0001]. The final 
amplitude for the BNC group was 3.7 ± 0.36°. The CI group was significantly less than the BNC group measured 
at 3.4 ± 0.62° [t(94) = 3.0, p < 0.005]. The latency of the 4° convergence responses was not significantly different 
between the CI (223 ± 31 ms) and BNC (218 ± 21 ms) groups [t(94) = 0.9, p = 0.4].

For the fast fusional vergence step functional MRI experiment, 1 BNC participant and 6 CI participants 
were removed from the group-level analysis due to motion artifacts that failed the criteria described within the 
methodology. Averaged functional activity using a one-sample t-test with the experimental design for the BNC 
and CI groups were shown in the Supplemental Materials. The following neural substrates were identified using 
one-sample t-tests as shown in the Supplemental Material for both visual tasks and both groups of participants: 
frontal eye fields (FEF), parietal eye fields (PEF), supplementary eye field (SEF), bilateral and medial cuneus, 
oculomotor vermis (OMV), and visual  cortex28–32. The group-level two-sample unpaired t-test results for the 
fast fusional experiment comparing sustained gaze fixation to a block of 8 vergence eye movements sought to 
determine which regions of interest (ROIs) were significantly greater in the BNC versus CI groups. Results 
were shown in Fig. 1B, corrected for multiple comparisons using family-wise error (FWE) cluster-wise correc-
tion. The following ROIs were significantly different between the BNC and CI groups: right cuneus, secondary 
visual cortex (V2), and left and right dorsal vermal region VI, which has been defined as the oculomotor vermis 
(OMV)33. The MNI coordinates which had the greatest T value and the uncorrected p-value per ROI were the 
following: right cuneus (MNI: 12x, − 80y, 28z) [t(74.3) = 3.95, p < 0.0001]; V2 (MNI: − 8x, − 76y, 0z) [t(85.5) = 5.20, 
p < 0.0001]; right vermal region VI (MNI: 6x, − 70y, − 16z) [(87.3) = 3.53, p < 0.0001]; and left vermal region VI 
(MNI: − 8x, − 68y, − 12z) [t(88.3) = 3.68, p < 0.001]. Using an unpaired t-test, the mean beta weight from the 5 mm 
radius sphere within the right cuneus for the fast fusional experiment were significantly greater in the BNC 
group (mean with standard deviation = 0.07 ± 0.08) compared to the CI group (0.03 ± 0.08) [t(85) = 2.33; p = 0.02].

The ROI-based and voxel-based correlation analyses between the functional activity beta weights and ver-
gence eye movement peak velocity were similar. Only the right cuneus functional activity was significantly cor-
related to the peak velocity of the 4° vergence step responses. Figure 1C plots the mean beta weight time series 
within a 5 mm radius sphere from the MNI coordinate 12x, − 90y, 28z that was identified as the most significantly 
different location within the right cuneus as a function of the peak vergence velocity from 4° step stimuli per 
participant. The linear regression analysis of BNC (blue circle) and CI (red triangle) participants results in a Pear-
son’s correlation coefficient of r = 0.33 (p < 0.002) from the 5 mm sphere, supporting that the functional activity 
of the right cuneus was correlated to the maximum speed of vergence step responses. The final amplitude of the 
vergence step was not significantly correlated to the right cuneus activation p > 0.1. The beta weight means from 
two other spheres of 3 mm and 7 mm radius were also computed. The Pearson’s correlation values between the 
mean beta weights and the peak velocity of the 4° vergence step responses were r = 0.29 (p = 0.006) and r = 0.35 
(p < 0.001) for the 3 mm and 7 mm radius spheres, respectively.

Slow fusional vergence experimental results. The averaged phoria adaptation results stimulated using 
a 6∆ base-out (BO) prism for BNC (blue), and CI (red) participants were plotted with an exponential decay fit 
(solid lines) in Fig. 2A. Phoria adaptation rates and magnitudes that were two times greater than the average for 
each group were removed as outliers. For the BNC group, the averaged magnitude of phoria adaptation was 4.2∆ 
with a standard error of the mean (used to compare with other prior literature) of 0.2∆ that was significantly 
greater than the CI group’s average of 3.2 ± 0.2∆ [t(83) = 3.53, p < 0.0001]. The rate of phoria adaptation between 
the groups was 3.4 ± 0.2 ∆/min for the BNC and 2.5 ± 0.3 ∆/min for the CI groups, which was significantly dif-
ferent [t(83) = 2.46, p = 0.016].

From the slow fusional functional MRI phoria adaptation experiment, 2 BNC participants and 6 CI partici-
pants were removed from the group-level analysis due to motion artifacts defined within the methodology. The 
Supplementary Material contains the significant functional activity spatial maps of the BNC and CI group-level 
results for the slow fusional fMRI experimental task. Figure 2B was the 2-sample unpaired t-test of the BNC 
and CI participants showing which regions were significantly different between the groups, corrected for mul-
tiple comparisons using FWE cluster-wise correction. The region that was significantly different between the 
groups was the medial cuneus. The MNI coordinate that was the most significantly different between the groups 
was − 2x, − 82y, and 36z; [t(83.9) = 4.37, p < 0.0001]. Figure 2C was the mean functional activity beta weight from 
a 5 mm radius sphere centered at the MNI coordinate with the peak difference as a function of the rate of BO 
phoria adaptation. Using an unpaired t-test, the mean beta weight from the 5 mm radius sphere within the medial 
cuneus of the slow fusional experiment were significantly greater in the BNC group (mean with standard devia-
tion = 3.28 ± 1.25) compared to the CI group (2.25 ± 1.42) [t(78) = 3.45; p < 0.001]. The BNC participants were 
plotted with blue circles, and the CI participants were plotted with red triangles. The linear regression analysis 
plotted as a solid black line reports a significant correlation between the mean beta weight activity in the medial 
cuneus using a 5 mm radius sphere and the rate of BO phoria adaptation with a Pearson’s correlation coefficient 
of r = 0.25 (p < 0.02). The mean beta weight from two other size spheres were calculated: 3 mm and 7 mm radius. 
The Pearson’s correlation coefficient between the mean beta weight and the rate of BO phoria adaptation was 
r = 0.25 (p < 0.02) and r = 0.26 (p < 0.02) for the 3 mm and 7 mm radius spheres, respectively. The magnitude of 
phoria adaptation was not significantly correlated to the medial cuneus activation p > 0.1.
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Discussion
This study reports the following: neural substrates that are functionally active during the fast and slow vergence 
systems for BNC and CI groups; objective evidence of dysfunction in the CI participants for behavior and 
functional activity in comparison to BNC results; and brain-behavior correlations providing support regarding 
which neural substrates correspond to behavioral differences observed between BNC and CI participants. Two 
significant brain-behavior correlations were observed for the fast and slow fusional vergence eye movement 
systems, respectively.

The fast-fusional system is responsible for fusing binocular stimuli that are rapidly changing in the environ-
ment, such as alternately looking between two fingers centered along a person’s midline. Our results demonstrate 
that symmetrical vergence jump steps stimulated within a functional MRI experiment evoke functional activity 
within the visual cortex, cuneus, PEF, FEF, SEF, and cerebellar regions. Vergence eye movements are significantly 
slower, and functional activity within V2, OMV, and the right cuneus is significantly reduced, in CI participants 
compared to BNC. Correlation analyses support that functional activity within the right cuneus is correlated to 
the peak velocity stimulated by symmetrical disparity vergence jump steps.

The slow-fusional system is responsible for optimizing the brain’s effort after prolonged viewing, such as 
reading a book or playing a video game for an extended period. Our results demonstrate that phoria adaptation 
stimulates the visual cortex, cuneus, PEF, FEF, and cerebellar regions. CI participants had significantly reduced 
magnitude and rate of phoria adaptation to a 6∆ BO prism as well as reduced functional activity within the medial 
cuneus compared to the BNC group. Correlation analyses demonstrate that the functional activity within the 
medial cuneus is significantly correlated to the rate of base-out phoria adaptation. The two significant correla-
tions demonstrate that different areas of the cuneus are activated for the fast and slow fusional disparity systems.

Comparison to other behavioral literature. Our group completed a pilot study demonstrating that 
young adult CI participants had significantly slower peak velocity compared to  BNC28. Slower peak velocity in 
CI participants has also been observed by others in the young adult  population34, the pediatric  population35, 
concussed pediatric with CI  population36, and mild traumatic brain injury with CI  participants37. The novelty of 
this current work is that it is the first to demonstrate a correlation between vergence peak velocity and the right 
cuneus functional activity.

The slow fusional vergence system is assessed via phoria adaptation. Several studies provide evidence that 
phoria adaptation is reduced in terms of the magnitude and the rate of adaptation in CI participants compared 
to  controls26,38,39. Phoria adaptation in CI participants improves post vision  therapy40. The novelty of this research 
is that a significant correlation is observed between functional activation within the medial cuneus and the rate 
of base-out phoria adaptation.

Figure 2.  (A) Group-level averaged phoria adaptation results of phoria (∆) as a function of time (min) using a 
6∆ base-out (BO) prism for BNC (blue symbols) and CI (red symbols) groups ± 1 standard error of the mean. 
Exponential decay fit of BNC group (solid blue line) and CI group (solid red line). (B) Two-sample unpaired 
t-test of functional activity differences between BNC and CI groups during the phoria adaptation slow fusional 
experiment showing medial cuneus was significantly different between groups. (C) Linear regression of mean 
beta weight from medial cuneus ROI using a 5 mm radius sphere as a function of the rate of phoria adaptation 
(∆/min) to 6∆ BO prism for BNC (blue circle) and CI (red triangle) participants. Linear regression (solid black 
line) analysis shows the Pearson’s correlation coefficient of r = 0.25, p < 0.02 between medial cuneus functional 
activity and rate of phoria adaptation.
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Cuneus involvement in visual tasks. Reviews on the neural circuit of disparity vergence concentrating 
on the electrophysiology studies have not yet studied the  cuneus41,42. Prior functional imaging studies in BNC 
do report functional activity of the cuneus during vergence jump step  experiments29, during stimulation of 
 stereopsis43, and for optokinetic eye  movements44. Exogenous  attention45 and visual  attention46 also stimulate 
the cuneus within functional imaging experiments. Interestingly, epidemiology studies report attention defi-
cit hyperactivity disorder (ADHD) participants have a threefold greater incidence of CI compared to the gen-
eral  population47,48. A working memory task assessed using functional MRI in adults with ADHD compared 
to age-matched controls supports differences in functional connectivity between groups in neural networks 
that include the  cuneus49. Our results report two distinct regions of the cuneus correlating to the fast and slow 
fusional vergence systems that are significantly correlated to behavior. Perhaps, it is the intersection of visual 
attention and fusional vergence function residing within the cuneus that results in part from the oculomotor 
dysfunctions observed within CI.

Clinical implications of research and future direction. The knowledge gained from this study is the 
critical first step toward understanding the neurophysiology of CI. From a clinical standpoint, CI is well under-
stood as a condition in which the eyes have a tendency to deviate outward (exophoria at near), and the eyes’ 
compensatory fusion ability is inadequate (positive fusional vergence)50. However, until now, there has been 
limited information, from just three studies with small sample sizes (N = 4 to N = 7), about how the neurology 
of vergence differs in BNC versus CI  populations17,28,31. With the new knowledge gained from this study, future 
research can be planned to compare the effects of vision therapy protocols that target different vergence func-
tions and determine the effects on the key cortical vergence areas as identified in this study, such as the cuneus. 
Our current results show that two distinct regions within the cuneus are significantly correlated with the fast 
and slow vergence systems. Significant differences are observed between BNC and CI groups for both functional 
activity and vergence behavior. Future studies investigating the intersection of oculomotor vergence function 
and visual attention would be prudent to further explore how new therapeutic interventions may be designed. 
Through these efforts, researchers will be able to develop and optimize novel therapeutic interventions that 
may further improve visual function for those with CI, as well as potentially reduce the amount of time needed 
to attain remediation. Such benefit has a broad impact on academic and professional success as well as recrea-
tional activities such as reading, sports, virtual reality gaming, and interfacing with electronic platforms, many 
of which are small hand-held devices held close to the eyes.

Methods
Design, participants, and clinical signs and symptoms. The Convergence Insufficiency Neuro-
Mechanism in Adult Population Study (CINAPS) is a registered randomized clinical trial (NCT03593031 with 
ClinicalTrials.gov posted July 19, 2018) where all methods were carried out in accordance with the CONSORT 
 agreement51. All participants signed written informed consent approved by the institutional review boards of 
New Jersey Institute of Technology and Rutgers University-Newark. All experimental protocols were approved 
by the institutional review boards of New Jersey Institute of Technology and Rutgers University-Newark. We 
enrolled 50 BNC and 50 symptomatic CI participants from 18 to 35 years of age and randomized each group to 
12 h (two 1-h visits per week) of either office-based vergence/accommodative therapy or office-based placebo 
 therapy52. We followed the protocols established in multiple randomized clinical trials which included a combi-
nation of office-based therapy with home therapy  reinforement13,15–17,23,53,54. Thus, in addition to the office-based 
therapy, both groups were instructed to also perform 10 min of home-based therapy three times per week on 
the days they did not participate in office-based therapy. Home-based therapy was performed on a computer, 
and the amount of time spent was monitored by the research team to assess home compliance. Complete details 
of our randomized clinical trial design have been  published27. A comprehensive oculomotor examination was 
administered to all eligible participants by an optometrist (co-author MS) who used the results to classify the 
participant as either BNC, symptomatic CI, or ineligible for study due to other vision or brain dysfunction or 
injury. We excluded any potential participant with amblyopia, anisometropia, vertical heterophoria, or reduced 
stereopsis. The criteria for symptomatic CI were consistent with previous randomized clinical  trials13,15–17,23,53. 
Briefly, symptomatic CI was defined using the following criteria: (1) symptom score of ≥ 21 on the validated 
Convergence Insufficiency Symptom Survey (CISS)55,56; (2) reduced positive fusional vergence at near (a meas-
ure of the amount of prism required to disrupt binocular vision) either failing Sheard’s  criterion57 or < 15 prism 
diopters (∆) base-out at near (40 cm); (3) receded near point of convergence (the closest point to which the eyes 
can converge, measured along the midline measured from the nasion) of ≥ 6 cm; and (4) an exophoria (outward 
deviation of the eye when binocular vision is disrupted) of at least 4∆ more exo at near (40 cm) compared to far 
(6 m). After completion of the 12 h of office-based therapy and 3 h of home-based therapy, the masked examiner 
(co-author MS) repeated the initial oculomotor test battery. The full description of the study design with inclu-
sion and exclusion criteria, and details of the diagnostic criteria for symptomatic CI, BNC, masking, statistical 
power analysis, the binocular vision, and accommodative testing, and the office-based vergence accommodative 
therapy and placebo therapy protocols, are available in our prior  publication27. Herein, we report the baseline 
data to compare the groups to identify potential neural mechanistic differences between BNC and CI partici-
pants.

Behavioral experiments. Behavioral fast fusional vergence eye movements. The fast fusional disparity 
system was studied using symmetrical 4° (7∆) binocular step stimuli. While, several different step stimuli were 
studied to reduce anticipatory  cues29,58–60, in the interest of brevity only the 4° step responses stimulated by an 
initial vergence angular demand of 6°, which then abruptly changed to a final vergence angular demand of 10°, 
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were analyzed for this study. A haploscope presented disparity stimuli, utilizing fixed focal lengths to each eye 
(40 cm from the stimulus to the partially reflective mirror to participant’s globe) which kept accommodative 
cues constant at 2.5D. The stimulus was a Gabor patch similar to that used by other  researchers61. Participants 
were carefully aligned so that visual stimuli were presented on their midline within a darkened room to reduce 
proximal cues. Eye movements were digitized at 240 frames per second using an ISCAN RK-826PCI (Burling-
ton, MA, USA) (4 ms temporal resolution and 0.3° spatial resolution) that utilizes infrared light (940 nm). By 
synchronizing the eye tracker with the visual displays through our custom  software62, we could perform detailed 
temporal analyses. Participants were properly refracted during all eye movement experiments. The direction (in-
ward or outward) of the stimulus change, and the time at which the stimulus changed, were both randomized to 
reduce anticipatory  cues59. Each eye movement recording was 4 s in duration, and the entire oculomotor experi-
ment lasted 50 min. Eye movements were calibrated monocularly with six vergence angular demands over the 
range of the visual stimuli. Eye movement responses were denoted as degrees of angular rotation where conver-
gence (inward rotation) was plotted as positive. Latency was measured as the time when the position trace from 
the initial vergence angle deviated by 5%. The final response amplitude was the average of the last half-second 
of the vergence eye movement response. The first derivative was computed as the velocity response, where the 
maximum value within the transient portion of the response was measured as peak velocity.

Behavioral slow fusional phoria adaptation. The slow fusional vergence system was assessed by comparing 
the near phoria measurement at baseline (with the participant’s habitual eyeglass prescription). The Modified 
Thorington technique, using the Bernell Muscle Imbalance Measure (MIM) card, a penlight, and a Maddox 
Rod (Bernell Corp., South Bend, IN, USA) was used to measure the near  phoria63. The baseline phoria was 
recorded twice and averaged. Phoria adaptation disorder has been suggested to be an underlying mechanism in 
symptomatic CI  patients26. To test this hypothesis, a lose 6Δ base-out wedge prism on a rod was placed in front 
of the participant’s right eye for the duration of the experiment after two baseline phoria measurements were 
recorded. The 6Δ wedge prism was chosen based on previous research showing that this magnitude maximizes 
the amount of recognizable change in phoria adaptation without creating retinal disparity that a CI participant 
would be unable to  fuse64. This asymmetrical condition (prism only placed before one eye) was used because 
previous research demonstrated that this protocol provides a greater change in magnitude and rate of adaptation 
than a symmetrical  condition65. To start the procedure, the right eye was occluded for 15 s, hence the vergence 
system was within an open loop state. As soon as the eye was uncovered, the participant was instructed to report 
the location of the red vertical line from the Maddox rod on the MIM card. The participant was then instructed 
to fixate binocularly on a single column of 20/30 letters from a fixation stick (Gulden Fixation Stick # 15302) 
for 30 s (with prism in front of right eye). Then, another phoria measurement was recorded with the vergence 
system being under open loop conditions. This measurement was repeated every 30 s over a period of 7 min, 
for a total of 15 measurements over the adaptation period similar to other  studies39,66. The data were fit with an 
exponential decay  function66. The magnitude was calculated as the change from the initial to the last phoria 
measure. The rate of phoria adaptation was calculated as the magnitude divided by the time constant measured 
from the exponential fit equation. The magnitude and rate were the primary metrics used to assess the slow 
fusional vergence system.

Functional imaging experiments. Instrumentation and image acquisition parameters. A 3T Siemens 
TRIO with a 12-channel head coil (Siemens Medical Solutions, USA) from the Rutgers University Brain Imag-
ing Center was utilized for all functional MRI experiments. An Eyelink-1000 system (SR Research, Canada) 
recorded the right-eye movements at 250 Hz to ensure that the participant performed the requested visual tasks 
and was calibrated before image acquisition using a 5-point calibration. A mirror on the headcoil, angled in 
front of the eyes, and situated 87.5 cm away from participant’s nasion, allowed the participant to view a screen 
that had 1920 by 1080 pixel resolution. A magnetization-prepared rapid acquisition gradient-echo (MP-RAGE) 
sequence was used to acquire a high-resolution anatomical reference with the following parameters: 1900 ms 
for time repetition (TR), 2.52 ms for time echo (TE), 900 ms for longitudinal relaxation time (T1), 9° flip angle, 
256 mm field of view (FOV), 1.0 × 1.0 × 1.0  mm3 spatial resolution, and 175 slices within an axial orientation. 
Functional imaging experiments were acquired using an echo planar imaging (EPI) sequence with the following 
parameters: 2000 ms for TR, 13 ms for TE, 90° flip angle, 192 mm FOV, 3.0 × 3.0 × 3.0  mm3 spatial resolution, 
and 53 slices in an axial configuration. Participants who needed eyeglasses used fMRI compatible glasses to the 
closest 0.5D of their refractive prescription throughout the entire experimental session.

Visual stimuli for functional imaging experiments. The fast and slow fusional vergence systems were studied 
using functional imaging employing established methods published by our group using these exact  protocols67,68. 
The visual stimuli are different compared to the behavioral studied performed in the laboratory because of the 
physical constraints of the magnet. For example, we could not easily place a prism in front of the eye while a par-
ticipant was in the bore of the magnet. The fast fusional vergence experiment utilized a set of eccentric squares 
that stimulated 4° and 6° symmetrical disparity vergence jump step responses analogous to the behavioral exper-
iment. The stimulus target extended 2° by 2°. Before the imaging experiment began, participants practiced free 
fusion (the ability to voluntarily converge or diverge their eyes to merge the two targets into one image) in the 
laboratory to ensure that they understood the directions and could perform the task. The timing protocol began 
with a “rest” block of sustained fixation for 21 s. Eight vergence step stimuli were then presented between 2 to 
5 s per eye movement using the following order: 4° convergence (Con), 4° Con, 6° divergence (Div), 4° Con, 4° 
Con, 6° Div, 4° Con, and 4° Div. The vergence eye movement “task” block was 19 s in duration. The stimuli began 
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with sustained fixation (21 s) and alternated with vergence step responses (19 s) for 5.5 cycles. There were 110 
volumes (full brain images) collected or 220 s of image acquisition.

Within the same imaging session, the slow fusional system was studied using a sustained fixation task to 
adapt the phoria. A single square centered in the middle of the screen was presented to induce the perception 
of far distance (far disparity) viewed for 90 s followed by two eccentric squares that required the participant to 
converge and fuse, to stimulate near disparity viewed for 90 s, repeated three times for a total of 270 volumes 
or 540 s of image acquisition as shown in our prior  study68. The time to adapt the phoria for 90 s was choosen 
because that was the amount of time observed from our behavioral studies where the largest change in phoria 
occurred given the exponential decay of the system. While longer periods of phoria adaptation may be desir-
able to study the slow fusional system, longer durations of phoria adaptation placed within a block design lead 
to long experiments where it is more likely for the participant to move and thus lead to data loss. The change in 
disparity was 6∆ base-out, which was analogous to the 6∆ base-out prism used in the behavioral experiment. 
Both the fast and slow fusional vergence fMRI experimental protocols were found to be repeatable by studying 
BNC participants to determine how well the visual stimuli protocol elicited reliable activation within the vergence 
neural substrates on different  days67,68.

Imaging pre‑processing. Both functional image datasets were analyzed with the MATLAB (Mathworks, MA, 
version 2015a) toolbox SPM 12 (Wellcome Centre for Human Neuroimaging, UCL, UK), using the default 
parameters. The following preprocessing protocol was conducted on each EPI functional image dataset for each 
participant for both the fast and slow fusional vergence experimental tasks. First, volumes were realigned to 
the initial volume, where head motion was reported for the following six directions: x, y, z, pitch, yaw, and roll 
movements between and within slices. Any data set with 1 mm or more of mean motion or more than 3 mm 
between samples were not further analyzed. Second, volumes were co-registered to each participant’s MP-RAGE 
anatomical dataset. Third, images were segmented into tissue-probability maps of cerebrospinal fluid (CSF) and 
white matter (WM) using a threshold of 97% or greater to extract a tissue type mask. The blood oxygen level-
dependent (BOLD) fMRI time-series were extracted from the CSF and WM regions for each participant. The 
five principal components were calculated using a principal component analysis for CSF and WM time  series69. 
Fourth, using each participant’s anatomical image as a reference, the BOLD fMRI images were transformed into 
the Montreal Neurological Institute (MNI) template (MNI152) and resampled to a 2 mm isotropic voxel-size 
using a 4th-degree b-spline interpolation with the SPM12 normalize function. A total of 34 nuisance variables (6 
movements, 6 auto-regressions, 12  quadratics70,71, first 5 CSF principal components and the first 5 WM principal 
components) were regressed out from the BOLD fMRI data within the MNI standard space to reduce motion-
related and physiological noise artifacts on task activation. Fifth, imaging datasets were high pass filtered with a 
cutoff frequency equal to 0.01 Hz for the fast fusional experimental and 0.0039 Hz for slow fusional experimen-
tal imaging datasets. Lastly, all images were spatially smoothed with a Gaussian kernel of 6 mm full width half 
maximum (fwhm).

Whole‑brain activation maps. A general linear model (GLM) was used to calculate functional activity for each 
fusional experiment per  participant72. Beta weight activation coefficients were calculated on a voxel-wise level. 
Each experiment (fast and slow fusional vergence) used a separate design matrix to model the hemodynamic 
BOLD response. For the fast fusional experiment, the design matrix was the sustained fixation resting blocks 
and the vergence eye movement task blocks convolved with a canonical waveform of a double gamma function. 
Hence, a contrast spatial map was generated comparing the vergence jump task blocks to the sustained fixation 
rest blocks. For the slow fusional experiment, since behavioral studies show that the phoria response exhibits 
an exponential decay, the GLM was calculated using a delta block of 4 s combined with the exponential decay 
obtained from the behavioral phoria adaptation experiment. The delta block was then convolved with a canoni-
cal double gamma response function. The functional imaging beta weights were calculated for the delta response 
using the GLM for each participant and the imaging data were displayed as axial and sagittal slices using  AFNI73 
or on a 3D model brain using  BrainNetViewer74.

Statistical analyses. Behavioral statistical analyses (clinical signs and symptoms, eye movements and phoria 
adaptation). The following clinical measurements were compared between the BNC and CI groups using a 
two-sample unpaired t-test: near point of convergence, positive fusional vergence, difference of near and far 
phoria, and the CISS. For the fast-fusional experiment, a two-sample unpaired t-test compared the BNC and CI 
groups for the following parameters of the 4° symmetrical disparity vergence responses: latency, peak velocity, 
final amplitude, and the mean beta weights from an ROI. For the slow-fusional experiment of phoria adaptation, 
a two-sample unpaired t-test assessed differences between the BNC and CI groups for the magnitude and the 
rate of phoria adaptation and the mean beta weights from an ROI. For all behavioral parameters, the T value was 
calculated using SPSS Statistics (IBM, NY, version 20). The study was sufficiently  powered75, and the data were 
normally distributed.

Functional imaging statistical analyses. For the group-level activation maps, a one-sample t-test was performed 
on the datasets. The resulting images were thresholded for significance using a voxel-level value of p < 0.001 
and then corrected for multiple comparisons using the whole-brain, cluster-wise family-wise error (FWE) with 
a threshold of p < 0.0576. The group-level differences between the BNC and CI groups for the brain activation 
datasets were compared using a two-sample unpaired t-test for each voxel using an initial threshold of p < 0.001. 
Then, the data were corrected for multiple comparisons using FWE cluster-wise  correction76 for p < 0.05 for both 
the fast and slow fusional imaging experiments.
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Linear regression analyses between behavior and functional activity. Correlation between the brain activity beta 
weights and behavioral data were assessed using a few methods. For the first correlation method, the neural 
substrates showing significant differences between the groups were identified. The MNI coordinate of the most 
significant T value was extracted and a 5 mm radius sphere consisting of 81 voxels was created around this peak 
voxel coordinate using the MarsBaR MATLAB toolbox as part of  SPM77. Our prior studies showed that the 
5 mm radius sphere produced the highest intraclass correlation coefficients within our repeatability  studies67,68 
and has been used in a prior oculomotor fMRI  investigation78. Additionally, the mean beta weights from 3 and 
7 mm radius spheres consisting of 19 and 179 voxels, respectively were also computed for comparison to the 
5 mm radius sphere results. The average beta weight from each sphere was computed. Then, for the fast fusional 
experiment, the averaged beta weights of the significantly different ROIs were correlated to the peak velocity and 
final amplitude of the vergence eye movements experimental results using a linear regression-based approach. 
For the slow fusional experiment, the beta weights of the significantly different ROIs were correlated with the 
following: (1) the magnitude of phoria adaptation, and (2) the rate of phoria adaptation. The last correlation 
method performed a voxel-wise correlation of the entire brain activation with vergence peak velocity and final 
amplitude for the fast fusional imaging dataset and with magnitude and rate of phoria adaptation for the slow 
fusional imaging dataset using SPM. The Pearson correlation coefficient with p‑value was calculated using MAT-
LAB for each correlation analysis.

Received: 1 September 2020; Accepted: 22 February 2021

References
 1. Letourneau, J. & Ducic, S. Prevalence of convergence insufficiency among elementary school children. Can. J. Optom. 50, 194–197 

(1988).
 2. Rouse, M. W. et al. Frequency of convergence insufficiency among fifth and sixth graders. Optom. Vis. Sci. 76, 643–649 (1999).
 3. Hussaindeen, J. R. et al. Prevalence of non-strabismic anomalies of binocular vision in Tamil Nadu: Report 2 of BAND study. Clin. 

Exp. Optom. 100, 642–648 (2017).
 4. Wajuihian, S. O. & Hansraj, R. Vergence anomalies in a sample of high school students in South Africa. J. Optom. 9, 246–257 

(2016).
 5. Davis, A. L. et al. Convergence insufficiency, accommodative insufficiency, visual symptoms, and astigmatism in Tohono O’odham 

Students. J. Ophthalmol. 2016, 1–7 (2016).
 6. Hokoda, S. C. General binocular dysfunctions in an urban optometry clinic. J. Am. Optom. Assoc. 56, 560–562 (1985).
 7. Porcar, E. & Martinez-Palomera, A. Prevalence of general binocular dysfunctions in a population of university students. Optom. 

Vis. Sci. 74, 111–113 (1997).
 8. García-Muñoz, Á., Carbonell-Bonete, S., Cantó-Cerdán, M. & Cacho-Martínez, P. Accommodative and binocular dysfunctions: 

Prevalence in a randomised sample of university students. Clin. Exp. Optom. 99, 313–321 (2016).
 9. Hashemi, H. et al. The prevalence of convergence insufficiency in Iran: A population-based study. Clin. Exp. Optom. https:// doi. 

org/ 10. 1111/ cxo. 12522 (2017).
 10. Scheiman, M., Gwiazda, J. & Li, T. Non-surgical interventions for convergence insufficiency. Cochrane Database Syst. Rev. https:// 

doi. org/ 10. 1002/ 14651 858. cd006 768. pub2 (2011).
 11. Barnhardt, C., Cotter, S. A., Mitchell, G. L., Scheiman, M. & Kulp, M. T. Symptoms in children with convergence insufficiency. 

Optom. Vis. Sci. 89, 1512–1520 (2012).
 12. Cooper, J. & Jamal, N. Convergence insufficiency—A major review. Optometry 83, 137–158 (2012).
 13. CITT-ART Investigator Group. Treatment of symptomatic convergence insufficiency in children enrolled in the convergence 

insufficiency treatment trial-attention & reading trial: A randomized clinical trial. Optom. Vis. Sci. 96, 825–835 (2019).
 14. Nehad, T., Salem, T. & Elmohamady, M. N. Combined office-based vergence therapy and home therapy system for convergence 

insufficiency in Egyptian children. Open Ophthalmol. J. 12, 12–18 (2018).
 15. Scheiman, M. et al. A randomized clinical trial of treatments for convergence insufficiency in children. Arch. Ophthalmol. 123, 

14–24 (2005).
 16. Alvarez, T. L., Scheiman, M., Santos, E. M., Yaramothu, C. & d’Antonio-Bertagnolli, J.-V. Convergence insufficiency neuro-mech-

anism in adult population study randomized clinical trial: Clinical outcome results. Optom. Vis. Sci. 97, 1061–1069 (2020).
 17. Widmer, D. E. et al. Post-therapy functional magnetic resonance imaging in adults with symptomatic convergence insufficiency. 

Optom. Vis. Sci. 95, 505–514 (2018).
 18. Aletaha, M., Daneshvar, F., Mosallaei, M., Bagheri, A. & Khalili, M. R. Comparison of three vision therapy approaches for conver-

gence insufficiency. J. Ophthal. Vis. Res. 13, 307–314 (2018).
 19. Pediatric Eye Disease Investigator Group. Home-based therapy for symptomatic convergence insufficiency in children. Optom. 

Vis. Sci. 93, 1457–1465 (2016).
 20. Momeni-Moghaddam, H., Kundart, J., Azimi, A. & Hassanyani, F. The effectiveness of home-based pencil push-up therapy versus 

office-based therapy for the treatment of symptomatic convergence insufficiency in young adults. Middle East Afr. J. Ophthalmol. 
22, 97–102 (2015).

 21. Teitelbaum, B. et al. Effectiveness of base in prism for presbyopes with convergence insufficiency. Optom. Vis. Sci. 86, 153–156 
(2009).

 22. Convergence Insufficiency Treatment Trial Study Group. Randomized clinical trial of treatments for symptomatic convergence 
insufficiency in children. Arch. Ophthalmol. (Chicago) 126, 1336–1349 (2008).

 23. Scheiman, M. et al. A randomized clinical trial of vision therapy/orthoptics versus pencil pushups for the treatment of convergence 
insufficiency in young adults. Optom. Vis. Sci. 82, E583–E595 (2005).

 24. Scheiman, M. et al. Randomised clinical trial of the effectiveness of base-in prism reading glasses versus placebo reading glasses 
for symptomatic convergence insufficiency in children. Br. J. Ophthalmol. 89, 1318–1323 (2005).

 25. Troost, B. T. The neurology of eye movements. Neurology 34, 845–845 (1984).
 26. Schor, C. M. & Horner, D. Adaptive disorders of accommodation and vergence in binocular dysfunction. Ophthalmic Physiol. Opt. 

9, 264–268 (1989).
 27. Alvarez, T. L. et al. The convergence insufficiency neuro-mechanism in adult population study (CINAPS) randomized clinical 

trial: Design, methods, and clinical data. Ophthal. Epidemiol. 27, 52–72 (2020).

https://doi.org/10.1111/cxo.12522
https://doi.org/10.1111/cxo.12522
https://doi.org/10.1002/14651858.cd006768.pub2
https://doi.org/10.1002/14651858.cd006768.pub2


9

Vol.:(0123456789)

Scientific Reports |         (2021) 11:6545  | https://doi.org/10.1038/s41598-021-86171-9

www.nature.com/scientificreports/

 28. Alvarez, T. L. et al. Vision therapy in adults with convergence insufficiency: Clinical and functional magnetic resonance imaging 
measures. Optom. Vis. Sci. 87, E985 (2010).

 29. Alvarez, T. L., Alkan, Y., Gohel, S., Ward, B. D. & Biswal, B. B. Functional anatomy of predictive vergence and saccade eye move-
ments in humans: A functional MRI investigation. Vis. Res. 50, 2163–2175 (2010).

 30. Alvarez, T. L., Jaswal, R., Gohel, S. & Biswal, B. B. Functional activity within the frontal eye fields, posterior parietal cortex, and 
cerebellar vermis significantly correlates to symmetrical vergence peak velocity: An ROI-based, fMRI study of vergence training. 
Front. Integr. Neurosci. 8, 50 (2014).

 31. Jaswal, R., Gohel, S., Biswal, B. B. & Alvarez, T. L. Task-modulated coactivation of vergence neural substrates. Brain Connect. 4, 
595–607 (2014).

 32. Alkan, Y., Biswal, B. B., Taylor, P. A. & Alvarez, T. L. Segregation of frontoparietal and cerebellar components within saccade and 
vergence networks using hierarchical independent component analysis of fMRI. Vis. Neurosci. 28, 247–261 (2011).

 33. Shemesh, A. A. & Zee, D. S. Eye movement disorders and the cerebellum. J. Clin. Neurophysiol. 36, 405–414 (2019).
 34. Erkelens, I. M. & Bobier, W. R. Attenuated reflexive fusional vergence leads to impair vergence plasticity in convergence insuf-

ficiency. Investig. Ophthalmol. Vis. Sci. 61, 21 (2020).
 35. Scheiman, M. M., Talasan, H. & Alvarez, T. L. Objective assessment of disparity vergence after treatment of symptomatic conver-

gence insufficiency in children. Optom. Vis. Sci. 96, 3–16 (2019).
 36. Scheiman, M., Talasan, H., Mitchell, G. & Alvarez, T. L. Objective assessment of vergence after treatment of concussion-related 

CI: A pilot study. Optom. Vis. Sci. 94, 74–88 (2017).
 37. Thiagarajan, P., Ciuffreda, K. J. & Ludlam, D. P. Vergence dysfunction in mild traumatic brain injury (mTBI): A review. Ophthal. 

Physiol. Opt. 31, 456–468 (2011).
 38. Schor, C. M. Influence of accommodative and vergence adaptation on binocular motor disorders. Am. J. Optom. Physiol. Opt. 65, 

464–475 (1988).
 39. Brautaset, R. L. & Jennings, J. A. M. Distance vergence adaptation is abnormal in subjects with convergence insufficiency. Ophthal. 

Physiol. Opt. 25, 211–214 (2005).
 40. Brautaset, R. L. & Jennings, A. J. M. Effects of orthoptic treatment on the CA/C and AC/A ratios in convergence insufficiency. 

Investig. Ophthalmol. Vis. Sci. 47, 2876–2880 (2006).
 41. Gamlin, P. D. R. Neural mechanisms for the control of vergence eye movements. Ann. N. Y. Acad. Sci. 956, 264–272 (2002).
 42. Searle, A. & Rowe, F. J. Vergence neural pathways: A systematic narrative literature review. Neuro‑Ophthalmology 40, 209–218 

(2016).
 43. Liu, J., Wang, F., Hong, W. & Gao, S. Preliminary fMRI research of the human brain activation under stereoscopic vision. In ICMIPE 

2013—Proceedings of 2013 IEEE International Conference on Medical Imaging Physics and Engineering 125–131 (IEEE Computer 
Society, 2013). https:// doi. org/ 10. 1109/ ICMIPE. 2013. 68645 18.

 44. Schraa-Tam, C. K. L. et al. fMRI of optokinetic eye movements with and without a contribution of smooth pursuit. J. Neuroimaging 
18, 158–167 (2008).

 45. Carretié, L., Ruiz-Padial, E., López-Martín, S. & Albert, J. Decomposing unpleasantness: Differential exogenous attention to 
disgusting and fearful stimuli. Biol. Psychol. 86, 247–253 (2011).

 46. Simpson, G. V. et al. Dynamic activation of frontal, parietal, and sensory regions underlying anticipatory visual spatial attention. 
J. Neurosci. 31, 13880–13889 (2011).

 47. Granet, D. B., Gomi, C. F., Ventura, R. & Miller-Scholte, A. The relationship between convergence insufficiency and ADHD. 
Strabismus 13, 163–168 (2005).

 48. Borsting, E., Rouse, M. & Chu, R. Measuring ADHD behaviors in children with symptomatic accommodative dysfunction or 
convergence insufficiency: A preliminary study. Optom. J. Am. Optom. Assoc. 76, 588–592 (2005).

 49. Wolf, R. C. et al. Regional brain activation changes and abnormal functional connectivity of the ventrolateral prefrontal cortex 
during working memory processing in adults with attention-deficit/hyperactivity disorder. Hum. Brain Mapp. 30, 2252–2266 
(2009).

 50. Scheiman, M. & Wick, B. Clinical Management of BINOCULAR vision: Heterophoric, Accommodative, and Eye MOVEMENT 
disorders 5th edn. (Wolters Kluwer/Lippincott Williams & Wilkins, 2020).

 51. Schulz, K. F., Altman, D. G. & Moher, D. CONSORT 2010 statement: Updated guidelines for reporting parallel group randomised 
trials. PLoS Med. 7, 1–7 (2010).

 52. Kulp, M. et al. Effectiveness of placebo therapy for maintaining masking in a clinical trial of vergence/accommodative therapy. 
Investig. Opthalmol. Vis. Sci. 50, 2560 (2009).

 53. Convergence Insufficiency Treatment Trial Study Group. Randomized clinical trial of treatments for symptomatic convergence 
insufficiency in children. Arch. Ophthalmol. 126, 1336–1349 (2008).

 54. Talasan, H., Scheiman, M., Li, X. & Alvarez, T. L. Disparity vergence responses before versus after repetitive vergence therapy in 
binocularly normal controls. J. Vis. 16, 7 (2016).

 55. Rouse, M. W. et al. Validity of the convergence insufficiency symptom survey: A confirmatory study. Optom. Vis. Sci. 86, 357–363 
(2009).

 56. Rouse, M. W. et al. Validity and reliability of the revised convergence insufficiency symptom survey in adults. Ophthal. Physiol. 
Opt. 24, 384–390 (2004).

 57. Sheard, C. Zones of ocular comfort. Am. J. Optom. 7, 9–25 (1930).
 58. Alvarez, T. L., Semmlow, J. L., Yuan, W. & Munoz, P. Comparison of disparity vergence system responses to predictable and non- 

predictable stimulations. Curr. Psychol. Cogn. 21, 243–261 (2002).
 59. Alvarez, T. L., Bhavsar, M., Semmlow, J. L., Bergen, M. T. & Pedrono, C. Short-term predictive changes in the dynamics of disparity 

vergence eye movements. J. Vis. 5, 640–649 (2005).
 60. Alvarez, T. L., Semmlow, J. L., Yuan, W. & Munoz, P. Disparity vergence double responses processed by internal error. Vis. Res. 40, 

341–347 (2000).
 61. Horwood, A. M. & Riddell, P. M. A novel experimental method for measuring vergence and accommodation responses to the 

main near visual cues in typical and atypical groups. Strabismus 17, 9–15 (2009).
 62. Guo, Y., Kim, E. H. & Alvarez, T. L. VisualEyes: A modular software system for oculomotor experimentation. J. Vis. Exp. https:// 

doi. org/ 10. 3791/ 2530 (2011).
 63. Rainey, B. B., Schroeder, T. L., Goss, D. A. & Grosvenor, T. P. Inter-examiner repeatability of heterophoria tests. Optom. Vis. Sci. 

75, 719–726 (1998).
 64. Henson, D. B. & North, R. Adaptation to prism-induced heterophoria. Am. J. Optom. Physiol. Opt. 57, 129–137 (1980).
 65. Santos, E. M., Yaramothu, C. & Alvarez, T. L. Comparison of symmetrical prism adaptation to asymmetrical prism adaptation in 

those with normal binocular vision. Vis. Res. 149, 59–65 (2018).
 66. Brautaset, R. L. & Jennings, J. A. M. Horizontal and vertical prism adaptation are different mechanisms. Ophthal. Physiol. Opt. 25, 

215–218 (2005).
 67. Morales, C. et al. Test–retest reliability of functional magnetic resonance imaging activation for a vergence eye movement task. 

Neurosci. Bull. 36, 506–518 (2020).
 68. Morales, C. et al. Test–retest of a phoria adaptation stimulus-induced functional MRI experiment. J. Vis. 20, 17 (2020).

https://doi.org/10.1109/ICMIPE.2013.6864518
https://doi.org/10.3791/2530
https://doi.org/10.3791/2530


10

Vol:.(1234567890)

Scientific Reports |         (2021) 11:6545  | https://doi.org/10.1038/s41598-021-86171-9

www.nature.com/scientificreports/

 69. Behzadi, Y., Restom, K., Liau, J. & Liu, T. T. A component based noise correction method (CompCor) for BOLD and perfusion 
based fMRI. Neuroimage 37, 90–101 (2007).

 70. Friston, K. J., Williams, S., Howard, R., Frackowiak, R. S. & Turner, R. Movement-related effects in fMRI time-series. Magn. Reson. 
Med. 35, 346–355 (1996).

 71. Yan, C.-G. et al. A comprehensive assessment of regional variation in the impact of head micromovements on functional con-
nectomics. Neuroimage 76, 183–201 (2013).

 72. Monti, M. Statistical analysis of fMRI time-series: A critical review of the GLM approach. Front. Hum. Neurosci. 5, 1–13 (2011).
 73. Cox, R. W. AFNI: Software for analysis and visualization of functional magnetic resonance neuroimages. Comput. Biomed. Res. 

29, 162–173 (1996).
 74. Xia, M., Wang, J. & He, Y. BrainNet viewer: A network visualization tool for human brain connectomics. PLoS ONE 8, 68910 

(2013).
 75. Alvarez, T. L. et al. CINAPS—Convergence insufficiency neuro-mechanism in adult population study: Effect of vision therapy on 

clinical, objective eye movement, and functional MRI measures. In American Academy of Optometry Annual Meeting (2019).
 76. Flandin, G. & Friston, K. J. Analysis of family-wise error rates in statistical parametric mapping using random field theory. Hum. 

Brain Mapp. 40, 2052–2054 (2019).
 77. Brett, M., Anton, J. L., Valabregue, R. & Poline, J. B. Region of interest analysis using an SPM toolbox. 8th Int. Conf. Funct. Mapp. 

Hum. Brain 16, 497 (2002).
 78. Tibber, M. et al. The neural correlates of visuospatial perceptual and oculomotor extrapolation. PLoS ONE 5, e9664 (2010).

Acknowledgements
Supported by the National Eye Institute of the National Institutes of Health NEI R01EY023261 to TLA, Depart-
ment of Health and Human Services, Bethesda, Maryland, USA.

Author contributions
T.L.A., M.S., B.B.B. and S.G. designed the experiment. E.M.S. collected the data. C.M., A.S., E.M., C.Y., J.D., S.G., 
X.L. and T.L.A. analyzed the data. T.L.A. and M.S. wrote the manuscript. T.L.A., A.S., C.M. and S.G. prepared 
all figures and supplemental figures. All authors reviewed the manuscript.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 021- 86171-9.

Correspondence and requests for materials should be addressed to T.L.A.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2021

https://doi.org/10.1038/s41598-021-86171-9
https://doi.org/10.1038/s41598-021-86171-9
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Underlying neurological mechanisms associated with symptomatic convergence insufficiency
	Results
	Clinical signs and symptoms. 
	Fast fusional vergence experimental results. 
	Slow fusional vergence experimental results. 

	Discussion
	Comparison to other behavioral literature. 
	Cuneus involvement in visual tasks. 
	Clinical implications of research and future direction. 

	Methods
	Design, participants, and clinical signs and symptoms. 
	Behavioral experiments. 
	Behavioral fast fusional vergence eye movements. 
	Behavioral slow fusional phoria adaptation. 

	Functional imaging experiments. 
	Instrumentation and image acquisition parameters. 
	Visual stimuli for functional imaging experiments. 
	Imaging pre-processing. 
	Whole-brain activation maps. 

	Statistical analyses. 
	Behavioral statistical analyses (clinical signs and symptoms, eye movements and phoria adaptation). 
	Functional imaging statistical analyses. 
	Linear regression analyses between behavior and functional activity. 


	References
	Acknowledgements


