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Introduction

There is a general belief that the slope of the standard
forced-vergence fixation disparity curve 1s an indicstion of
patient comfort, with the steeper curves more often zssoecisted
with asthenopia. When fixation disperity messurements zre taken,
it usuzlly tekes =zt least 15 seconds to generzate ezch point on the
curve., The works of Ceriter (1963, 1965) and of Schor (19791&2)
have suggested thet this is enough time for a slow prism adaptation
cycle to be set in motion. Carter (1965) assumed th=t fixation
disparity is.proportional to the stress on fusional vergence. It
therefore seems likely that persons with efficient prism =daptation
mechanisms will produce flatter fixation disparity curves. Indeed,
Schor (19791) did find a high correlation between efficient slow
vergence adaptation and small amounts of fixation disparity.

A difference between the slopes of the prism induced fixation
disparity curves before and after slow prism zdaptation hzs been
initiated should be e=2sy to demonstrzte. The zmount of the dif--
ference between the two curves should be relzted to the éfficiency

of the petient's slow vergence edaptation mechanism,

Prism Adsptation

Prism zdaptation was déscribed by Certer (1963) as "= shift

of the fusion free position of the eyes so as to meintain through



the prescription the seme demend on fusional conversence that
existed prior to the wearing of the prism." In other words, after
wearing = given prescription for = while, the pstient demonstretes
the szme phoris and fixation dispzrity =2s before the prescription
was.worn. This prism =adsptation is dependent on the presence of
adequete sensory fusion. Carter (1957) showed that adaptation of
the fixation disparity to both bsse in and bsse out prisms ‘occured
when foveal sensory fusion was permitted. (Mitchell =nd Ellerbrock
(1955) had previously found adaptation of the fixation disparity
to base in prism that wes not demonstrated to brse out prism.
This difference is presumably because they used targets with per-
ipheral fusion contours which did not allow adequate foveal fusion.)
That sensory fusion must be obtained for adeptation to occur
is demonstrated in petients with an induced tropia following the
removel of prism which hss been worn for = prolonged period. The
tropiz recovers (returns to the original pharis position) very
slowly beczuse there is no binoculzr vision =nd hence, poor =dapt-
ation. Additionally, a prism—induced»ﬁﬁﬁyia can . still be present
after eight hours of sleep (after prism removzl), but diseppezuvs
completely if single binocular vision is mzintzined for about 20
minutes (Carter, 1965). These observations caused Carter (1965)
to postulate that poor sensory fusion is indirectly the cause of
high heterophoria, rather than the high phoria cousing the poor

sensory fusione
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Whenever the desired vergence level 1s not equsl to the rest-
ing state of the extraocular muscles, some motor imput to vergence
is required to meintain fusion. This lnnervetion comes from a com-
bined effort of the fast and slow neuronal integrators diagrammed
above. The initizl response (that which causes fusion to be " -~z2.: :.
obtained) is accomplighed by the fast neuronal integrator. As we
know- the stimulus to fusion 1s retinal disparity. We can, therefore,
thin¥ of disparity as the input to.this fest integretor. Its
output is a stimulus for continued vergence innervation (i.e.

fusion is meintesined).

As the di-gram shows, the output from the fast integrator
need not go directly to the extrzocular muscles. It mey instead
be routed throuzh the slow neuronal intezrestor.

In & healthy binocular system, the fast-integrestor will nor-

it

w
mally only produce a maxwmum output for a fev¥ seconds. Beyond
this the slow integrator is employed. It ccts &s an amplifier to

the output of the fast intezrator. Vergence is then mainlained



primerily by output from the slow inte.rator feeding into the
extraocular muscles. Since the slow:.integrator =mplifies the zmount
of vergence innervation to the extraoculsr muscles, less output is
needed from the fast integrator to maintain the required zmount of
innervation. Negstive feedbzck, therefore, decrezses the =zmount

of disparity, the stimulus to fast fusional vergence, so thet less
innervation is fed into the slow neuronal integrator. The cycle

is repested until the desired steady vergence level is schieved.

Since disperity is the input to the fest neurontl integrestor,
it is obvious thet there must =lwrys be some disparity to provide
the necessary stimulus., This dispsrity is fixation dispsrity. If
the disperity is reduced to zero, thereis no input to the vergence
system., M xation disperity, therefore, can be described =zs =
"steady state error that scts as a stimulus to maintsin convergence®
(Schor, 1979%).

There is a high correlation between the minimum amount of
fixation disparity and the maximum amount of slow fusional vergence
(Schor l979l)~ In other words{ for a vergence demend where the
slow vergence =daptor is efficient, the fixation,will be sm=1ll,

lispariTy -
The Curve

A fixation dispsrity is generally considered &n incomplete
vergence response. Csrter @ssumes thet fixetion disparity is due
to stress on the fusionsl vergence system. 2 subject with 2 high
exophoria, for example, would be expected to exhibit &n exo fixation
disparity, the msgnitude of his vergence response being just lerge

enouzh to maintain binocularity (i.e. within Panum's fusionzl area),

n
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Tixation disparity hss been called "ao microstrabis‘existinq during
L o 4 o §

normal binoculer vision."

Fixetion disparity cu.rves heve historicslly been classified
into four types, bzsed upon their shzpes. The *ype I Curve deman-
stretes divergence =nd convergence errors thet zre spproximstely
equal in mrgnitude. Convergence errors are smaller then diverzence
errors in ¢ *ype II curve. Conversgely, ®ype III curves hsve smaller
errors of divergence than of convergence. The #ype IV curve has
small errors of both diverzence and convergence, znd 1s usuzlly

sssociated with asthenopis=.
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The assumption that fixstion disperity is due to stress on

fusionel versence con be used to explein the shepe of the #ype I
forced vergence fixation dispsrity curve. The introduction of
prism cheznges the msgnitude of the needed vergence response. As
the response becomes more difficult to obtein, the increzsed stress
can be ouserved as an increcsgse in fixction disperity.

The relstively flat centrzl portion of the curve represents
an =zrea where the fusional d€mand is belng cdequately met. Schor
(19?9?) postulates that this flat central portion is due to efficient
slow fusional vergence tzking the stress off the fast vergence
systemi The steep slopes @t the end of the curves cre due to fast

fusionezl verzence working slone, resulting in hizh fixetion dispst-



itieg, This explains why pstlents with steeply sloping curves
experience @sthenopia. These petlents heve werk slow vergence

adaptors; the fast =zdeptors are consequently overworked,

lethods

Forced vergence fixatlon disperity curves were genercted using
the standsrd fixation dispsrometer, under conditions of normal room
illumination and with the disparometer usually held in the subjectfs
lap 2t a normal reeding disdance. - For a few pztients, the disper-
ometer was placed on the phoroptor nesr point rod at a 16" viewing
distance. This did not appesr to make cny difference.) Prisms were
presented before the right eye alternately bcse in, then base out,
proceding from smallest to largest prism power to minimigze the effect
of any adaptation from the previous stimulus on the desired reading.
Mezsurements were tzken using no prism, 489, 4BI, 8BI, 8B0O, =nd base
in snd bese out prism nesr the end of the pstient's nesr vergence
renges. Two curves were generated using the seme prism powers
but with different viewing times. For Curve I, the immediszte curve,
the patient obtained single binocular vision through the prism,
descri%ed the locztion of the nonius lines, =nd removed the prism
as quickly as possible. Thig procedure took less than five seconds.
The position of the nonius lines was then adjusted and the process
was repeated until the subject reported alignment of the lines
immediately upon fusion. For Curvell, the adapted curve, fusion
was maintained through the prism for one minute. The nonius lines

were then a2djusted, with the patient still lookinz through the



prism until subjective alignment wzs 2gain reported.

With three subjects, many pelrs of curves were genercted and

the results averaged to yield an aWerage fixatlion disparity curve.

one-time sampling of curve pairs for 24 ciinical prtients was

anzlyzed 2long with these three sets of curve§ to determine if

prism sdaptsztion occured. An attempt wes also mede to znelyze

these curves with respect to curve type, objective binoculzr find-

inzs, pztient symptoms, znd history of previouslvisuazl training.
25y | 1Y k &

et

he three subjects studied in detail zl1ll show an =dzptetion
to base in, but no changze in response to base out. All three of

these subjects hsve very flat fixation disperity curves. While

the response to base in is the expected one, 1t is difficult to

1

drsw zny conclusion concerning response to base out from such-a

flat curve.
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the patients tested show the expected dep=

<

D

While only half o

tation to prism, this is the most common response.

this group is comprised of type I curves. According to Ogle, the

mz jority of the general opoulation has & type I curve. It is

considered a formal curve, seen in patients with good binocular

vision end should show ad ption. The results show thet type I's

do =dept better than =ny other group, both to bezse in £nd base out

prism. Of the remeining curve types, type II shows



oz
Petients(24). Type It13) Type II(8) Type III(1l) Type¥( 2)

¥ # poa # @ g%
Adzpted to BI i2 30 9 69 3 38
Adapted to BO 14 58 11 &5 3 38
Adapted to both 10 42 8 62 AL
Inverted BI 5 21 1 6 2 25 1 50
Inverted  BO 6 25 3 23 2 25 1 50
Inverted both 3 13 0 0 2 25 1 50
Same BI 7 29 Ly 31 1 13 1 50 1 50
Same BO L 17 1 8 2 25 i 3100 iz 50
Same both 3 13 0 0 ) § 13 1 100 bi 50
Three curves changed type with zdaptation. The immed-
iate clegsification is used for the above computations.
The term "inverted" refers to curves taken =fter one
minute of fusion through prism thet show 2n increazse
in fixation disperity instead of the expected decrease.
Discussion

The subjects studied in depth do show an adaptation =fter one
minute of fusion. The adaptation to base in is significent, while
the degree of base out adaptation is more difficult to interpret
owing to the flattness of the base out side of truese curves.

Schor (1979%) has speculsted that the bese out portion of
type II curves (end the base in pettion of type III's) might be
due to & Wery repild ~deptrtion to prism. It sé&ms more likely to
us that this phenomgnon is caused by = leck of response to conver-
gence (type II) or divergence (type III) stimuli., This l=ck of

responsdbould be czused by & leck of, or deficlency in, one of the



vergence integrators. Abnormal curves might aiso be caused by
accommodative fluctuations, either involuntsry ( faulty accommoda-
tive system) or voluntery. The voluntsry zccommodztive changes
zre used to circumvent the impazirment to fusion caused by fzulty
slow vergence integrators and/or lsck or weckness in dispsrity
detectors.

Subject 1 observed that the nonius lines tended to oscillate
while generating the first few curves, but that the nonius lines
were much more stable during later trials. (The curves were pro-
duced over a period of weeks.) Presumably, the testing itself
hag aneffect on his slow vergence system. This suggests that a
vigionitrainiig ménthod which involves prolonged fusion through
prism should improve the performence of theslow neuronzl integrator.
The generally zccepted method of prism insertion and removal is
more likely to trein fast fusi@&gvergence.

Pr\srk
Subject 2 shows &n adeptetion to base in%nd perhaps a slight
Prism
adaptation to base out{ The eso position of the zero point on the
eadapted curve is & common phanoménon. The reading previous to this
was tzken through the largest base out prism (strong convergence
response). This subject!s slow vergence =daptor for converzence
was set in motion very quickly, and tie duration of this response
was obviously greater than one minute. !

This same phenoménon wes observed in Subject 1's curve which
may account for the flzttness of the base out portion of that curve.

The fl=t base out portion of Subject 3's curve mekes a2 judge-

ment of prism sd=ptation difficult to meke. Base in zdaptztion

10



does occur, possibly because this subject is esophoric and the
slow neuronzl integrator for diverzence has had = chence to

develope. Unfortunstely it hrs not developed well enougsh. Adept

ation is slight. This subject wezrs a plus prescription for re=d-
ing to relieve esophoric =sthenopia. It hos long been known thet
esophoreg hsve more symptoms tien exophokes ¢nd zre more difficult
to trein., Is the slow vergence rdeptor for convergence n=sturally
stronger or does =ccommodstive convergence 2ccount for the dif='es¢

ference?
The following is an attémpt to explain individuzl potient responses,
based on classification of curve types, objective binoculzsr find-.

ings, subjective symptoms, and history of vision treining.

Patient 1.
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I'his pztient has normsl binocular vision with no zsthenopisz.
She has a typge I curve with some accommodztive fluctustions, but
which nevertheless shows the predicted adaptation to both base in

and base out prism. The upward slope nesr the &nd of the ranze on

1L



the base out side is probsbly due to zccommodative convergence
being used to supclement the vergence system which is being sev-
erely stressed. The increzsed convergence stimulates neg: tive

feedbzck, which in turn decreszses the fixetion disparity.

Patient 2.

This patient represents the perfect example of the expected
result. A type one curve has shown adaptation to base in o=nd
base out. Since this patient is = presbyope there are two possible
expleinations: 1) The prtient chenges his sccommodertive innervation
to menipulate his vergence posture. Ifithis is an efficient mech-

snism in presbyopes, we would expect & flet curve.



2) This pstient hss efficient
vergence and divergence.
Patient 3.

This is another patient
with normzl binocular vision
whose type I..eurwevadapted to
base in and base out prism.
Again, accommodstive conver-
gence comes into play on the

T

basevYside, giving a "tail"

to the curve.

Patient 4.
Type one curve adapted
to base in and particularly

well to base oute

slow vergence integrstors for con-
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Patient 5.

This is a patient who origin-

ally presented with poor vergence

facility. She wss unable to fuse

LBI or 8BO at a vision screening.

Subsequent wision training has

slightly improved her vergence
ranges to those shown by the curve. It is'a: steep| type I with

good s=dzpt=tion to base in =nd base out prism.

e on! |
\ [AY)
et ol s, < i Sl bempeierall e s el . 11 S
Pztient 6. Ay -] - — | - e S --1-
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This petient has previously | V.2 .77 'ﬁffffﬁ@f';f ot o T ot o

had extensive vision training. s "X"‘;" .00 N SR
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The slow vergence 1lntegrators ~~L+-o-\i:~~‘-~~~--’~-4~~~»-~‘—wv‘
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have had a lot of practice. B U ADDEEAND N S MM ST )

Adaptation is e xcellent on

both sides.

14



E?tie@t. ?_‘-; T

This is a type I
curve with no adsptation

to base in. The adapta-

tion to base out is obvi-

ous. The upward swing of

the immedizte curve on

the base out side isg
st likely crused by zccommodstive innervation. This petient is

& pre-presbyope. Again wa wonder how much of thist;rism deptztion

and how much is due to using accommodative innervation to manipulate

vergence responsee

Patient 8.

This is a relatively -

flat type I curve which 1777
- *r'**r““’
shows a slight adaptation ~lffe»réf‘~l —

-~,»-T_7~I.--I T

AL RN

. . 5 1 A —— et
to base 1n prism. This gttt e 4000 ' e
k
Ft ] | e — ey

patient has h=d bsse out training to compens:zte for convergence
insufficiency.end hcs, therefore,lezrned to use accommod-tive inner-
vetion to menipulste convergence. This sccounts for the resemblance
of the base out side to-a type II curve. There seems to be =z very

slight adaptation here.



Patient 9.

This patient-has .a .nor=

mal type I curve which shows

no chege in responge on the
base in side and an increase
in fixstion dispsrity on the

base out side. The inver-

R

sion may be due to incressed

accommodation in response to -

a prolonged convergence stimulus.

Patient 10.

This patient is slightly

exopkbric at distance and neer. . .~ UG S W AT ¥ TR — o4
2| R A S BRI A B
B TR G DR —_—

mor this reason she has never
hzd much need for prolonged

divergence.. We, therefore,

theorize thet the slow neuro-

nzl integrsztor for divergence
hes not had the opportunity to become efficient. There is no

deptztion to base in prism. Prolonged fusionzl convergence is

i ¢

4]

the normsl state for this individual. The slow neuronal integrator

for convergence is efficient. Adaption to bsse out prism occurs.

Patient 11.
Here is a patient whose immediste curve is type II, but whose

sdapted curve more clos

D

ly resembles =z type I curve.. The fixation

‘
10



has incressed on
no
base and base out

after adaeptation. This

possivly be

phenomenon céan

related to the patient's

orthophoria at distance and

nesr, His visual system does

. ’ o o mil
not undergo Pnormal" convergence/dlvergence training because there

)

is no phoria to compensate for. Thus, vergence integre-

e

tors never get much practice. When his system is stressed by

higher amounts of prism and he must continue to mzintain single
his fast vergence zdaptors

binocular vision for =z minute of more,

get tired of trying to keep up with the demend and there is @

resulting increase

in fixation dispsrity.

L 3-Dr
) ) 25 i L s = v % 5 4 "
Patient 12. s, - i - i SRR Foac
IR e e s
This zppears to A%+ A VN oy
20‘. ....... |(>A ...... \ AB’C
be = type IV curve. ifiiiiiiiirfioiiiiocs
This petient is elso (| i i il 70100 §
orthophoric 2t dis- 1. .. ... .. .. =
tance and near &ad % e 8 S e R il

again shows the double inversion.

Patient 13.

This patient is orthophoric at dist---

ance and near and

gence ranges and lack of adaptation. He

exhibits narrow ver-

2 =
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had a great deal of difficulty performing the test,due to oscillation

of the nonius lines.

Patient 14.

This curve shows &adeap:c

tetion to base in and bzse

out. The zmount 1s very

little owing to the fzct tha

Patient 15.

Type I1 curve

adapted well to base in.

Patient 16.
Here 1is an example of

atype II curve which shows

basically no adaptation.

Interestingly, this patient-

hag an exophoria and an eso fixation dispesrity. We theorize that
|

this 1s 2 pr-tient who lscks convergence disparity ?etectors.

Possibly there are very few such detectors or the detectors have

a very low gain compsred to the divergence disparity detectors.)

The disparity input must go through the fast divergence integrator.
|

N P 1 o 3 | R .

Like the fast convergence adaptor, the slow convergence adaptor is

lacking or deficlent. The fast divergence output %ust either go

through the slow divergence adaptor or go right th?ouéh the slow

o

l(



vergence integrator without being amplified. Even‘if accommodative
convergence is fed in to compensate for the diverg%nce, it cannot
be amplified efficlently and the resulting divergence innervation
causes the patient to be exophoric. This would theoretically cause
an exo fixetion disparity (innervstion to convergel)y but since this
petient hss such poor convergence detectors the fikstion disparity
must vemain eso in order to give sny innervetion th the vergence

system.

B ROPER. -

Patient 17.
This type II

showed little 1f =ny

adaptetion to base in.
The base out side seems

to have adapted to the

patients habitual level.

We have just suggested



that the fl=t portion of these curves is due to & }ack of response
owing to = defficiency in convergence detectors. This prtient is

us 1n@d1ver sence detectors =nd accommodrtion to mai¢tain fusion.

Patient 18.

+3

his patlent is a 40

year old beginning presby-

N 1

ope who presented with symp=—

toms secondary to conver- Ce

gence insufficiency. The —
lower curve (blue) wastzken j%m
at that time. Tollowing ) D et Sl e i ek S s
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It wes 2t this time that~aeir te t.wes given. The rdapted curve

shows that this patient's slow vergence integrator has become more

E

efficient. The upwsrd swing on the base out side pbf tie immediste

curve, as well as the change of locstion of the curve after trains

ing suggest that this patient has leitrned to use asccommodstive

innervation to help meet the convergence demand.

P"_ tie;lt .]-9.

The very steep type I curve shown here is ch 21l in that the

20 ‘



patient is symptomotic. She hre

some cccommodative gpasms and may be

2 pseudomyope. She hss some tendency =

towrrd ( pseudo? )convergence excess

and =dditionzlly hes a2 small verticel -

phorisz which is uncorrected. The

hC/A retio seems to be slightly

high (~7/1) but the exzct amount is

) . . ————— - ) e e 2 B e -4—+~-.-
not presently determinable. There 1is - t-{irtrt111T ~--~‘~v>& W

I
N AR N AR VR

 SONE A ,k-.-i‘,,d.A,,,_-_A,l..,_.
~ah ] = lwavs ome =c¢ mmods ti e
probsbly =zlways sor ccommodztive e ks e

o & S i ‘-_’ - E - - - T - < 3 " -
convergence feeding into the wegence system (see the model) due to

the high AC/A and/or accommodative spesms; this constant innerve
tion to convergence forces her slow:convergence integrators to
work., Slight =zdept=tion is, therefore, shown on the base out side,
The slow divergence integretor =pprrently does not work very well,
The curve inverts on the bzse in side, 1llustr-ting stress on fest

fusional vergence.

Patient 20.

jAY]

This patient has

very hizh AC/A ratio and,

additionally, appears to

have some accommodative

fluctuztions. The adzpted

curve is much more stable
and zppesrs to show inversion on the base in side #nd slight adsp-

t=tion on the bsse out side. Agsin, this mey be becfuse the high

|
5]
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ﬂC/A causes constant sccommodztive convergence whilch works agsinst
the slow divergence adaptor to csuse bsse in inveqsion, and works

with the slow convergence adaptor to ccuse base out adapt-tion.

Patient 21.and 22. by

e

These patients BN
o e o
cre very simllar, s
Number 21 is a besic [j??_
ex0 with & tendency
. - .
toward convergence insufficiencye-- b A (MY AR S—
N - 7 Sl e AR ey Y o

He hes & bzse out problem which k- --- =4 - acoemftyr—— ——-—--

compensstes for by using accom-

mods tiveconvergence. Number 22

is a pseudomyope due to constant

oversaccommodation. Both are

symptomatic. The constant accommod:stive coagerserice

upward slope on the base out side of both curves. | This accommoda-
\
tive convergence may also be working cooperatively with the slow

convergence integrator to cause 2 slisht adaptation on the base

out side. On the bsse in side, the ;ccommodative‘convergeqce
works egainst the slow divergence integrestor. As |a result the
curve inverts, l1.e. the fixztion disparity incresses to give fur-

therddivergence innervetion to the system.

Pztient 23. ‘

This pestient has problems with sccommodstive |[sprsms =nd

5
J
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apparently reflects wh:etever level of vergence resgponse combined
with her zccommod:stive level at thet moment to ylelld the align-
ment ofithe nonius. When given =z chance to get used to the demand,

her accommodztion can find its desired response level and give &

more stable curve.

Patient 24.

This 1is espperintly a type IV

“phﬁ'f.j;‘;:.‘Zﬁﬁ.'_ﬁﬁfl@bi,ﬁf.:ﬁ;a‘?{&

curve belonging to 2 pstient with
a very high AC/A retio znd problems with base in stimuli. He
basiczlly shows no adeptation,snd this msy be becrLse both his

divergence and convergence integreators sre deficient. ( Both curves

are almost straight lines, possibly due to very poor vergence
dispsrity detectors.) The high AC/A czuses constant convergence
innervation which he has no control over =nd this results in
constant esophoria. Probably because he hecs hoWay to relesse this
involuntary convergence, the fixation disparity is|zlso eso. This
gives him divergence innerv-tion, but he simply cesnnot meet the

demsnd because the high AC/A r-tio cruses him to cognverge. Con-

sequently, he hes a low bese in reonge (difficulty with divergence).



Adaptation With Lenses

Ozle has shown that a fixztloan disparity curvie cen be genera-
o D

ted using lenses ingtead of prisms. Since the model shows accom-

modative convergence entering the vergence loop be
neuronal integrators, we should @lso be able to pr
adeptetion with lenses.

Previous studlies of prism aderptetion hzve use
well as fixetion disprrity to demonstrcste asdapteti
to the present study, the following dete was colle
near phoris wes mezsured, followed by his gradient
& 4L.00D add. The patient's hegative relative zcc
then determined. Fusion wes maintained through th
approximately 15 seconds-(Thlis represents a conver

One could producer~a divergence demand by employing

ative accommodztion). The plus lens power was the

again to +1.00D and the grzdient phoris remeasured

Phoria CGrazdient-1l GCradient-2

7 exo 12 exo 2 exo
4 exo 8 exo 4 exo
16 exo 18 exo 14 exo
2 eso ortho 3 eso
ortho 3 exo 5 exo
ortio 8 &XQ 5 eXo
L eso 2 exo 2 eso
/ exo 11l exo 5 exo
3 exo 6 exo & exo
6 eso 2 exo 3 eso

2kt

fore the slow

oduce a prism

d phoria &g

on. As =2n sdjunct
cteds The pstient's
phoris thrgugh
ommods tion wes

ese lenses for
zence demand,
pogitive rel-

n reduced once




rregts that these patlients do show

The data sugg
of adaptztion to lens induced corvergent stimuli.
esting cese is the first one. According to the Du
of clessification this patient 1s slighd convergen

The reduction in grzdient phoris (1l2-52) =fter con

varying degrees
The most inter-
rne-White system
ce insufficient.
vergent stimu-

1

lation demonstrsztes an efficlent adeptstion =nd hellps explein this
petient's totel lazck of symptoms.
Conclusion

The present study demonstrotes that prism adaptstion can be
measured with Ffixstion disparity after one minute pf blnocular
fusion. Healthy binocular systems, especially type I's #nd to =

lesser degree type II's, =re most lixkely to show ¢

Leck of adaptation can often be explained by defic
neuronal integretors, lack of dispsrity detectors,
fiuctustions. These variations sre most often see
petients.

M cltern-tive clinical tool (lenses) for mer

of prism adsptetion is also suggested.

1is adaptation.
iency 0 f mshehglow
or accommodstive

n in symptomatic

suring degree
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