Assessment and Management Of
Oculomotor Dysfunctions Associated
With Traumatic Brain Injury
This fact sheet is intended to assist all who provide rehabilitative care to survivors of traumatic brain injury (TBI) affected
by visual dysfunctions. The information below contains accepted practices for rehabilitation and treatment strategies for
oculomotor dysfunctions.

Rehabilitation for Oculomotor Dysfunction
Oculomotor dysfunctions are common sequelae of traumatic brain injury (TBI).1,2,3
These may occur due to TBI from blast exposure, concussion or penetrating head
injury which can affect vision and or visual coordination pathways and may also
be associated with direct injury to the eye(s). These co-occurring injuries can lead
to visual disturbances that can have a significant functional impact on the quality
of life for individuals with TBI.4,5

Common Oculomotor
Dysfunctions
• Accommodative insufficiency
•  Ill-sustained accommodation
• Accommodative excess
• Accommodative infacility

Rehabilitation for oculomotor dysfunction should include the following considerations:

• Convergence insufficiency

• Individuals with TBI may also have sensory, motor, perceptual, cognitive
and/or psychological problems that can complicate the management of the
oculomotor dysfunction.

• Fusional vergence dysfunction

• O
 culomotor dysfunctions associated with TBI may affect many areas of daily
living including reading, visual learning and ability to concentrate.
• V
 ision Therapy is an accepted treatment of choice for the most common TBIrelated visual dysfunctions: convergence insufficiency and accommodative
dysfunction, with a success rate of 74-95%6.

• Convergence excess
• Divergence insufficiency
• Divergence excess
• Basic exophoria
• Basic esophoria
• Vertical phoria
• Saccadic dysfunction
• CN III, IV, VI palsies
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Treatment Strategies for Oculomotor
Dysfunction
The goal of rehabilitation for oculomotor dysfunctions is to
improve the speed, accuracy and integration of oculomotor
functions. Several treatment strategies for oculomotor
dysfunction are listed below.
• O
 ffice-based and home-based oculomotor rehabilitation
programs involve the use of simple therapy procedures to
improve oculomotor dysfunction.
-- O
 ffice-based oculomotor rehabilitation supplemented with
home-reinforcement is an effective treatment option for
convergence insufficiency.
-- T
 he individual’s motivation, emotional state, and
cognitive, attention and language ability may make it
more difficult to implement active in-office oculomotor
rehabilitation. In these situations, passive devices,
such as lenses, prisms or home-based rehabilitation
may be applied.
• C
 omputer-based oculomotor rehabilitation utilizes software
and computer programs to guide self-administered
rehabilitation therapy procedures. Mobile applications have
been developed for mobile electronic devices including smart
phones and tablets.
• Prism therapy is a treatment option for convergence 		
insufficiency, as it uses prisms in glasses to aid in the eyes
achieving convergence.
• L
 ens therapy often uses plus lenses to improve
accommodative and interactive vergence function.
• W
 hile rehabilitation, prisms and lenses have high success
rates for oculomotor dysfunctions, surgical intervention may
also be necessary.

Patients with oculomotor dysfunction following TBI should be
treated early, aggressively and in concert with other rehabilitative
specialties such as blind/low vision rehabilitation as well as
occupational, physical and speech/language therapies. The
specific provider(s) recommended will depend on the needs of
the patient and may include those specialties listed below.

Providers of care and rehabilitation for
oculomotor dysfunction
• Audiology/Otolaryngology/
Vestibular PT

• Speech/Language Therapy

• Blind/Low Vision Rehabilitation

• Psychology/Psychiatry/
Neuro-Psychiatry

• Occupational Therapy

• Neurology/Neuro-Ophthalmic Care

• Physical Therapy
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Disclaimer: This recommendation and its derivative products are provided as
clinical and rehabilitative aids and should not replace sound clinical judgment nor
standard practice when caring for a patient.
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