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Miss JS

LIVE Case

Shivanand Sheth

Miss JS

* Presented at 9 month old

BE ptosis (L>R) with chin up head position
Abberent eyelid movements

No elevation BE

P w e

LE mild amblyopia

* VAR 3.2 cyc/cm L 2.4 cyc/cm (L first) TAC @
55cm

* Normal Anterior and Posterior Segment

* Normal developmental milestones
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Photos before ptosis surgery (age < 2 )

Co-management with Oculoplasty for ptosis —
Multiple surgeries for PTOSIS

* 24/4/18 (2 yrs 5 mo) : L silicone brow suspension ptosis surgery

* 15/5/18 (2 yrs 6 mo) : L redo Frontalis silicone sling

* 21/1020 (4 yrs 11 mo) : R fascia lata brow suspension + disinsertion of R levator
* 03/03/21 (5 yrs 3 mo) : L fascia lata brow suspension (Crawford triangle)

* 31/01/24 (8 yrs 2 mo) : L redo brow suspension with fascia lata from right thigh
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2022 — Strabismus assessment

* VA (Sloan) RE 6/12-3, LE 6/9-2
* Glasses:

OD +2.75/-4.00x 60

OS + 1.75/-0.50x 2

Head posture:
* Chin up, left tilt and left face turn
* Poor elevation OU

e Levoversion: simultaneous R
abduction and L Adduction

9 gaze — Synergistic divergence in left gaze
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EOM clip 1

Video

Clip 2 : with near target and ductions

Video
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MRI brain and orbit (2017)

Small atrophic SR QU
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Thinner RMR, smaller RSO

11

Tiny focal bulge @ post globe, clinically no
coloboma
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15t Surgery Feb 2023:

FDT: RLR tight++
RIR and LIR: Tight +++
RSO and LSO Tight +

Surgery:

Right LR disinserted and attached to Lateral
orbital rim

Right IR recessed 6.0 mm

Left IR recession 6.0 mm
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After 1%t Surgery: Better head position

3 month post surger
1 month post surgery P gery
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Before and after 1% Surgery: Head position
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Video of head position
post surgery
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Video
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Photos 3 months post surgery: June 2023

o LE fixing
RE fixing
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6 months post surgery: August 2023

19

2"d Surgery Dec 2023:

Surgery:

Left LR recession 12 mm

20
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2 months post 2" surgery

21

Genetics result: Negative genetics in 2020

22
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Genetics re-analysed: New Diagnosis in 2024

TUBAZ1A associated CFEOM

First published in 2021

23

Now is 5 months post second surgery

* Can we make her better?

* PANEL

24
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Ms. LD

LIVE CASE
Dr. Shivanand Sheth

History — 60y F

* Asthma

* Atrial Fibrillation

* Breast Cancer 2008
* History of Smoking

Meds:
Sotalol

Tests:
HbA1C mildly high

High LDL Cholesterol and high triglycerides
Myaesthenia Bloods — Normal

High TPO Ab: 147

T3, T4, TSH: Normal

TgAB: Normal

TRAb: Not done
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History

* Diplopia Since 2012 — horizontal, vertical and torsional

* Seen first in Feb 2021
* Uses right head tilt to make images single.

* Finding it harder and uncomfortable with head position

* VA 6/6 OD and 6/6 OS

MRI — Suggestive of Thyroid eye disease

Bulky EOMs
RSO > LSO
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Feb 2021

Ortho in extreme
downgaze

Right Gaze

Left Gaze- worse Left hypertropia

9 gaze
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Can make images single with right head tilt

Can also make images single with chin up in extreme downgaze

Left hyper more prominent in left tilt
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2023 - October

* Had recent bilateral cataract surgery

* Still ongoing horizontal, vertical and torsional diplopia

9
Measurements from OCT 2023
Ortho in extreme downgaze and on significant right head tilt with orthophoria in those positions.
Also has torsional diplopia from excyclotorsion
10
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Surgery notes

11

Surgery notes

Adjustment 2 hours post surgery: Ortho in PP with only a Flick Left Hyper and single with reasonable ROSV around PP — Tied off
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Day 1

Intermittently single in PP with overlapping images but tilted. Diplopia worse in upgaze- R/L (Overcorrection) in upgaze
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Subjective Torsional Diplopia on Day 1 — Drawn by LD
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T month post op — Diplopia worse, further away and

still torsion
Left hyper in PP 14 PD with
excyclo
Good range of single vision
in down gaze
15

10 weeks pos

U G

¢

RS

tsurgery

* Has developed overcorrection in primary position.

* Has ROSV Starting 10 degree below primary and large zone of SV in
downgaze. Adopts a chin up.

b Single vision in down gaze

16
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R/L <20 R/L >25 R/L > 25
R/L 20
Excyclo
R/LS5

Right hyperphoria in down gaze and can see single with chin up

17

Photos 12 weeks post surgery
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Discussed case at Local Strab online meeting

* Issues overcorrection in primary, but range of single vision in Downgaze

* Still gets excyclotorsion

* Would Left IR re-recession alone help - correct Left hypo as well as excyclo?
* |s this a slipped LSR - Explore and advance LSR Adjustables?

* Currently Useful range of sin%Ie vision in downgaze, will she lose this if aim to
improve left hypo in primary:

Recommendation from Meeting: Likely Slipped LSR. Explore and advance Left SR +/- Recess Left IR

19

214 Surgery — Feb 2024

20
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1 Month Post surgery — March 2024

* Orthophoric in Primary position with single vision!

* However poor range of Single vision in downgaze and

left gaze- Diplopia starts 5 degrees into Downgaze and
10 degrees in left gaze

* Left hyper in dongaze
* Bothered by Diplopia downgaze and left Gaze

* How to make Better/expand range of single vision?

PANEL

21
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FACE TURN DUE TO
INCOMITANT EXOTROPIA

DR LIONEL KOWAL

HEAD OCULAR MOTILITY CLINIC RVEEH

DR SHILPA KULKARNI

FELLOW OCULAR MOTILITY RVEEH



History

® A 6-year-old boy presents in 2021 with a 3y
history of face turn to R

® Vision RE 6/8 LE 6/6 with +0.25DS
® Systemically well
® Parents are first cousins



Signs 2021

® [ncomitant exotropia greater on right and
down gaze

® Left Superior Oblique Overaction and Inferior
Oblique Underaction.

® Cyclo Refraction : Low +

® Titmus fly negative

® Fusion with Bagolini striated glasses test
® 2/24:100” on Titmus!

® Fundus intorsion right more than left



lnvestigations

® MRI : small Chiari malformation

® Right A Scan : Axial length 23.8 (on a myopic
trajectory)

® Chances of high myopia are 9 %.



Coronal Scans Normal
No LR heterotopy

Fournal of AAPOS
Volume 6 Number 6 December 2002

A Pattern

FIG 9. Typical coronal MRI from 2 representative patients showing
heterotopic rectus pulleys associated with A-pattern (top) and V-
pattern (bottom) strabismus.




placed VERY slightly jorly







November 2021
Consistent Face turn to the right
Exotropia
R gaze 20, Primary 14, L gaze 0
A pattern:

Up gaze 10, Down 18




November 2021
March 2022
Consistent Face turn to the right
Exotropia
R gaze 20 16, Primary 14 10, L gaze 0 small ET
A pattern:
Up gaze 10 0, Down 18 6







RG XT/RH A

PP XT /RH
Distance A

LG XT A
RG minus LG

20/RH

10

0 20

14

0 >14

16/RH 10 ET8 24
8/22 12/12 10 0 12
10/22 20/6 20/6 0 20
4/23 18/5 16 0

10/10 12 0




A pattern

Up — primary —down
A

DG minus UG
A

0-10-16 16

0-10-6 6

0-20-20 20
4/23 0-16-16 16 16
2/24 0-12-14 12 14




Primar F .
positon o @ Near XT 2 Distanc

XT/ RH turn to

Oitnce R ® Consistent Face tu
to the right

10/

2 ® No head tilt




Version and Torsion

Date Versions | Torsion P4D
7/21 10-, L Fundus | Only
SO+,0U |intorsion |fuses
with
Bagolini
11 LSO>RSO fusion
3/22 LSO>RSO None
8/22 LSO=LIO- none
LSR-LIR-
10 LSO+ yes
4/23 LSO+ yes
2/24 LSO+ 100”

® Superior Oblique
Overaction Right more
than Left

® Fusion varies
® R>L Fundus intorsion



Discussion

® Incomitant XT from right gaze to left gaze
and up gaze to down gaze

® Asymmetry of oblique function: is this
disrupting horizontal fusion & causing the
incomitant XT ?



onel Kowal



Case

* A 70 year old woman presented with new onset diplopia In

\V/ aral s




Past Ocular history

Ocular Glaucoma




- RE6/7.5 LEG6/7.5




Glaucoma




Diplopia 2023

* Diplopiaon L gaze: ET &
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Diplopia 2023

« small LLR, LIR deficit




Investigations

 MRI Brain - Normal brain & orbital imaging

e INO abnNao ll_ \"re 1O A1O110 fls rd ‘l:.ll




Management / Qs

« Small vertical prism in readers effective — good!
« To where does the bleb extend? Will Ant seg OCT/ UBM help?




Diplopia post Orbital Floor
Injection OFI



|diopathic intermediate uveltis

June ‘23
e LE intermediate uveitis

* Not improving with topical Rx

* LE OFI triamcinolone 40mg
July 2023

* Acuity improves but notices
diplopia & need for face turn

* Little/no change for months

December ‘23

* Cc6/4 0OU

* Diplopiaon L gaze

* Exotropia, N>D

* L hyper> L gaze

* Closes LE for L gaze



December ‘23

ROD

Up right Up left L1, -3, 2°incyclo L2, -3, 1°incyclo IT7 -2’l2
LH 2 LH 14 'ncycto
Right gaze Primary Left gaze L1, -3, 2°incyclo L3, -5,2°incyclo L9, -5, 2°incyclo
0 LH 5.5 LH 19
Down right Down left

L1, -5, 2°incyclo L5, -7,5%°incyclo L9, -6, 5°incyclo
RH 3 LH 18

ROSV = Range Of Single Vision to L 10°



MRI Jan’24
LIR normal



Maddox Rod

December ‘23 January ‘24
MADDOX MADDOX
ROD ROD
Up right Up left
LH 2 LH 14
: Primar i
Right gaze I Left gaze Right gaze Primary Left gaze
0 LA 5.5 LH 19 RH1 LHO LH 16
ROSVTOL 10° ROSVTO L 20°
Down right Down left
RH 3 LH 18

ROSV = Range Of Single Vision Hint of BETTER!



Synoptophore

December ‘23 February ‘24
L1, -3, 2° L2, -3, 1° L7, -2, 2° R 0.5° , -1, 8° L5, 10°
incyclo incyclo incyclo incyclo mcyclo incyclo
L1, -3, 2° L3, -5, 2° L9, -5, 2° L1 -1, 5° L2, 5° L7.5, 11°
incyclo incyclo incyclo incyclo incyclo incyclo
L1, -5, 2° L5, -7, 5° L9, -6, 5° L1, -2, 5° L3, -4, 8° L9, -5, 12°
incyclo incyclo incyclo incyclo incyclo incyclo

Torsion worse



Synoptophore

April ‘24
Feb ‘24 5 °intorsionin all positions

R 0.5° L1, -1, 8° L5, 10°

incyclo incyclo incyclo -1 1, L2 L7
L1-1,5° L2, 5° L7.5, 11°

incyclo incyclo incyclo -2 -4,L3 -2,L.8
L1,-2,5° L3, -4, 8° L9, -5, 12°

incyclo incyclo incyclo -2 5,13 5,18

Fuses @ -4,L/2
3°intorsion R
8° Intorsion L
Conv 10°

Div 2°



ROSVtoL

* December 10°
* January 20°
* Feb, Apr 10°

e Can’tride his motorbike
 Face turn to watch TV, talk to friends
 Covers LE when weary



Photos






How to make him better

* How can we help this patient with his persistent left gaze diplopia?

* Incomitant left hypertropia and progressive incyclotorsion,
presumably due to left IR damage ?



How to to expand ROSV to L

?adjustable RSO recession January ‘24
] MADDOX
ROD
: Primary
Right gaze Left gaze
RH1 LHO LH 16
ROSV TO L 20°
?resecttemporal 2 LIR
Left gaze

Can’t fuse with prism because of torsion
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