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The following Protocol contains medical necessity criteria that apply for this service. It is 
applicable to Medicare Advantage products unless separate Medicare Advantage criteria are 
indicated. If the criteria are not met, reimbursement will be denied and the patient cannot be 
billed. Preauthorization is required. Please note that payment for covered services is subject to 
eligibility and the limitations noted in the patient’s contract at the time the services are 
rendered. 

 

Description 

Orthoptic training is a technique of eye exercises intended to improve eye movements and/or visual tracking. In 
addition to its use in the treatment of convergence insufficiency (CI), orthoptic training has been investigated for 
treatment of attention deficient disorders, dyslexia, dysphasia, and reading disorders. 

Background 

Convergence insufficiency (CI) is a binocular vision disorder in the ability for the eyes to turn inward towards 
each other (e.g., when looking at near objects). Symptoms of this common condition may include eyestrain, 
headaches, blurred vision, diplopia, sleepiness, difficulty concentrating, movement of print, and loss of 
comprehension after short periods of reading or performing close activities. Prism reading glasses, home 
therapy with pencil push-ups, and office-based vision therapy and orthoptics have been evaluated for the 
treatment of convergence insufficiency. 

Some learning disabilities, particularly those in which reading is impaired, have been associated with deficits in 
eye movements and/or visual tracking. For example, many dyslexic persons may have unstable binocular vision 
and report that letters may appear to move around, causing visual confusion.  

Orthoptic training is a technique of eye exercises intended to improve eye movements and/or visual tracking. 
Orthoptic training is being investigated for the treatment of attention deficient disorders, dyslexia, dysphasia, 
and reading disorders. Also known as vision therapy or ocular pursuit, the treatment may include the use of 
training glasses, prism glasses, or tinted or colored lenses. 

 

Policy (Formerly Corporate Medical Guideline) 

Office-based vergence/accommodative therapy may be considered medically necessary for patients with 
symptomatic convergence insufficiency if, following a minimum of 12-weeks of home-based therapy (e.g., push-
up exercises using an accommodative target; push-up exercises with additional baseout prisms;  jump to near 
convergence exercises; stereogram convergence exercises; recession from a target; and maintaining 
convergence for 30-40 seconds), symptoms have failed to improve. 

Orthoptic therapy is also medically necessary for: 
• treatment of amblyopia in children up to and including age seven; 
• diplopia in adult strabismus; or 
• post strabismus surgery with residual symptoms. 
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Orthoptic eye exercises are considered not medically necessary for the treatment of learning disabilities. 

Orthoptic eye exercises are investigational for all other conditions, including but not limited to the following: 
• Slow reading 
• Visual disorders other than convergence insufficiency or as discussed above. 

 

Policy Guideline 

This Protocol addresses office-based orthoptic training.  

Up to 12 sessions of office-based vergence/accommodative therapy, typically performed once per week, has 
been shown to improve symptomatic convergence insufficiency (CI) in children aged nine to 17 years. If patients 
remain symptomatic after 12 weeks of orthoptic training, alternative interventions should be considered. 

A diagnosis of convergence insufficiency is based on asthenopic symptoms (sensations of visual or ocular 
discomfort) at near point combined with difficulty sustaining convergence. 

Convergence insufficiency and stereoacuity is documented by: 
• Exodeviation at near at least four prism diopters greater than at far; AND 
• Insufficient positive fusional vergence at near (PFV < 15 prism diopters blur or break) on PFV testing using a 

prism bar; AND 
• Near point of convergence (NPC) break of > 6 cm; AND 
Appreciation by the patient of at least 500 seconds of arc on stereoacuity testing. 

 

 

Services that are the subject of a clinical trial do not meet our Technology Assessment Protocol criteria and are 
considered investigational. For explanation of experimental and investigational, please refer to the Technology 
Assessment Protocol. 

It is expected that only appropriate and medically necessary services will be rendered. We reserve the right to 
conduct prepayment and postpayment reviews to assess the medical appropriateness of the above-referenced 
procedures. Some of this Protocol may not pertain to the patients you provide care to, as it may relate to 
products that are not available in your geographic area. 

 

References 

We are not responsible for the continuing viability of web site addresses that may be listed in any references 
below. 

1. Blue Cross and Blue Shield Association Technology Evaluation Center (TEC). Orthoptic training for the 
treatment of learning disabilities. TEC Assessments 1996; Volume 11, Tab 2.  

2. Cooper J, Selenow A, Ciuffreda KJ et al. Reduction of asthenopia in patients with convergence insufficiency 
after fusional vergence training. Am J Optom Physiol Opt 1983; 60(12):982-9.  

3. Heath EJ, Cook P, O’Dell N. Eye exercises and reading efficiency. Acad Ther 1976; 11:435-55.  

4. Rounds BB, Manley CW, Norris RH. The effect of oculomotor training on reading efficiency. J Am Optom 
Assoc 1991; 62(2):92-9.  

 Page 2 of 4 



Protocol Orthoptic/Vision Therapy Last Review Date:  01/14 
 
5. Weisz CL. Clinical therapy for accommodative responses: transfer effects upon performance. J Am Optom 

Assoc 1979; 50(2):209-16.  

6. Rawstron JA, Burley CD, Elder MJ. A systematic review of the applicability and efficacy of eye exercises. J 
Pediatr Ophthalmol Strabismus 2005; 42(2):82-8.  

7. Scheiman M, Gwiazda J, Li T. Non-surgical interventions for convergence insufficiency. Cochrane Database 
Syst Rev 2011; (3):CD006768.  

8. Convergence Insufficiency Treatment Trial Study Group. Randomized clinical trial of treatments for 
symptomatic convergence insufficiency in children. Arch Ophthalmol 2008; 126(10):1336-49.  

9. Convergence Insufficiency Treatment Trial Study Group. Long-term effectiveness of treatments for 
symptomatic convergence insufficiency in children. Optom Vis Sci 2009; 86(9):1096-103.  

10. Scheiman M, Cotter S, Kulp MT et al. Treatment of accommodative dysfunction in children: results from a 
randomized clinical trial. Optom Vis Sci 2011; 88(11):1343-52.  

11. Borsting E, Mitchell GL, Kulp MT et al. Improvement in academic behaviors after successful treatment of 
convergence insufficiency. Optom Vis Sci 2012; 89(1):12-8.  

12. Scheiman M, Rouse M, Kulp MT et al. Treatment of convergence insufficiency in childhood: a current 
perspective. Optom Vis Sci 2009; 86(5):420-8.  

13. Scheiman M, Cotter S, Rouse 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 2005; 89(10):1318-23.  

14. Scheiman M, Mitchell GL, Cotter S et al. A randomized clinical trial of treatments for convergence 
insufficiency in children. Arch Ophthalmol 2005; 123(1):14-24.  

15. Shin HS, Park SC, Maples WC. Effectiveness of vision therapy for convergence dysfunctions and long-term 
stability after vision therapy. Ophthalmic Physiol Opt 2011; 31(2):180-9.  

16. Dusek WA, Pierscionek BK, McClelland JF. An evaluation of clinical treatment of convergence insufficiency 
for children with reading difficulties. BMC Ophthalmol 2011; 11:21.  

17. Stein JF, Richardson AJ, Fowler MS. Monocular occlusion can improve binocular control and reading in 
dyslexics. Brain 2000; 123(Pt 1):164-70.  

18. Christenson GN, Griffin JR, Taylor M. Failure of blue-tinted lenses to change reading scores of dyslexic 
individuals. Optometry 2001; 72(10):627-33.  

19. Grisham D, Powers M, Riles P. Visual skills of poor readers in high school. Optometry 2007; 78(10):542-9.  

20. Palomo-Alvarez C, Puell MC. Accommodative function in school children with reading difficulties. Graefes 
Arch Clin Exp Ophthalmol 2008; 246(12):1769-74.  

21. Ponsonby AL, Williamson E, Smith K et al. Children with low literacy and poor stereoacuity: an evaluation of 
complex interventions in a community-based randomized trial. Ophthalmic Epidemiol 2009; 16(5):311-21.  

22. Wright C. Learning disorders, dyslexia, and vision. Aust Fam Physician 2007; 36(10):843-5.  

23. American Academy of Pediatrics SoO, Council on Children with Disabilities; American Academy of 
Ophthalmology; American Association for Pediatric Ophthalmology and Strabismus; American Association of 
Certified Orthoptists. Joint statement--Learning disabilities, dyslexia, and vision. Pediatrics 2009; 124(2):837-
44.  

 Page 3 of 4 



Protocol Orthoptic/Vision Therapy Last Review Date:  01/14 
 
24. Handler SM, Fierson WM, Section on Ophthalmology and Council on Children with Disabilities AAoO, 

American Association for Pediatric Ophthalmology and Strabismus, and American Association of Certified 
Orthoptists. Learning disabilities, dyslexia, and vision. Pediatrics 2011; 127(3):e818-56.  

25. Vision, learning and dyslexia. A joint organizational policy statement of the American Academy of Optometry 
and the American Optometric Association. 1997. Available online at: 
http://www.aaopt.org/content/docs/imagesPOSITION_PAPERS_BV/img_3124863_Policy_Statement_On_Vi
sion_Learning_And_Dyslexia.doc. Last accessed December, 2011. 

26. James D. Reynolds, MD, Chairman, Department of Ophthalmology, University at Buffalo, Consultant, 
01/11/05. 

 Page 4 of 4 


	Protocol
	Protocol

