
on the central-peripheral organization of 
one's visual space world. Individuals who 
were more central (over convergence) 
would see space in detail, i.e. figure, while 
those with more peripheral (under conver­
gence) ways ofprocessing visual informa­
tion see space in a broad, holistic perspec­
tive i.e. ground. Therefore, two patients 
presented with the same visual environ­
ment will construct different views of the 
world, based on their unique internalized 
vergence starting point. 
Forrest9 took this concept even further. 
He suggested that eso and exo postures 
are the physiological result of these visual 
information processing styles. The innate 
psychological bent is reflected in the ex­
tra ocular muscle posture. He suggested 
that when one converges to an object of 
regard, to a more or less degree, this re­
flects how one reacts to life situations in 
an even deeper, more internal level of 
awareness. Forrest9 considered it reason­
able to assume that how the individual re­
acts to people, things and events, reflects 
his attitude toward those people, things 
and events and also about himself. 
This predilection to over or under con­
verge has a connection to one's own basic 
beliefs and may help to solidify/clarify 
one's own premise of what one believes 
to be true. Similarly, Birnbaum 10 stated 
that visual perceptual style, be it central 
relating to figure or peripheral relating to 
ground, may relate to more "organismical­
ly-pervasive styles." That is, awareness of 
space emerges not only from an outward 
perceptual level, but also from an inward 
sense, an all encompassing style that each 
individual possesses. 

Vergence as an Emergent 
Function 
Assuming the hypothesis is correct, are 
the internal features of a patient with 
convergence inefficiency caused by the 
convergence inefficiency; or does internal 
behavioral and/or the emotional features 
of a patient lead them to physiological ex­
pression of their vergence function? 
Without accurate and efficient perception 
that accurate convergence provides, our 
patients may be somewhat disconnected 
from, or disconnect themselves from, 
their surround. It is important, I believe, 
to see this not as dysfunction, but rather 
as a highly evolved functional expression 
of an internal need or desire guiding one 
to perceive in a particular way. 
A patient with intermittent exotropia as­
sociated with a reading disability was 

Journal of Behavioral Optometry 

examined by me. She was depressed, yet 
was an extremely bright woman, who had 
many insights into her own behavior. As 
she evolved through her therapy she be­
came more aware that her visual function 
related to her long standing depression. 
She learned through her therapy that when 
her eyes were aligned, her depression di­
minished. The exotropic posture corre­
lated with her depression. The depression 
became more apparent when the exotro­
pia was present. The depression presented 
itself as the exotropia became evident. 
Through our therapeutic relationship we 
were able to trace back in history and dis­
cover her exotropia coincided with the ini­
tiation of her mother's debilitating illness. 
My sense is that perception simply cannot 
be divorced from self-perception. This pa­
tient's connectedness to herself, how she 
was able to feel about herself emotionally, 
was reflected in her ability to adjust. She 
would converge or not converge her eyes 
to subsequently see her world. 
Both Groffman II and Dhonden 12 contend 
that disturbances of vision l ) and bodily 
disorders l2 have their origins in the indi­
vidual's previous mental environment. 
If we consider a patient's ability to con­
verge, not just from an external physi­
ological perspective, but also from one 
that is internal, we may better understand 
how our patients develop visual function 
and process. In other words, why they are 
doing what they do. If made aware of any 
pre~isposition, it is possible that they will 
be able to understand their predilection 
and be able to circumvent the perception. 
If unaware, they become an observer of 
the perception and captive to it. Once our 
patients begin to understand their internal 
contribution, they can then become more 
aware of their potential ability to contrib­
ute to other alternatives and ultimately be 
more productive/efficient. A goal of their 
therapy is to help the patient to understand 
their visual process and how they perceive 
their world. 

A True Sense of Knowing 
One's space world may be seen through a 
sense of self. The ease that one conveys 
this sense of self may be attributed to the 
assurance one has in knowing the differ­
ence between spatial illusion and reality. 
The knowing of differences between il­
lusion and reality, to some degree, comes 
from the confidence one has in knowing 
"where I am" and subsequently "who I 
am." Vergence function may provide us 
with some of the raw material needed to 

know the difference. A closer scrutiny of 
the vergence system of our patients may 
lead to better understanding of the behav­
iors of that patient, beyond the presently 
accepted ocular motor function. We owe 
it to our patients to help them know their 
own visual function so that they have the 
understanding to know what is really true 
for them. 
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