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Figure 11-7 (Gourtesy of American
‘Academy of Ophihaimology)

50% o patints wih infantle sirabismus 1

(esotropia or exotropia)

frequently asymmetric usually biateral 1%
‘occurs whether or not the horizontal deviation
has been surgically corrected

in contrast 1o see-saw nystagmus i which
visual
inatteton

either

9

= )

s

in which the. ]

) )

ey cceur sportancously (neniest VD) o

only when 1 ey is occluded (latent DVD) &
latent nystagmus
horizontal strablsmus

place base-down prism in front of upwardly
deviating eye while it s behind an occluder

e e W

associated

dings.

)

prism power is adjusted untl the deviating eye.
shows no downward movement o refixale

€

ther e ates on & smal gt ) (7oq adox o tecrmie )
vertical prism power is adjusted to eiminate
the separation of the light and the ine.
‘each eye is tested separately n cases of
bilateral DVE

clinical features

( )

10 change fixation preference

: o) )

from 610 10 mm

management

mm WG =
= o)

surgery on vertical muscies often improves the

‘condition but rarely eliminates it

el inferior re m 4 n
R e e

Dissociated Vertical Deviation (9VD) | < 6:11.3. Vertical Deviations (1) } Comtant VetcalTropas

ropia does not change signifcantly when
gaze is shifted from one side to the other

Monocular Elevation Deficiency.

it upwar gezo w3 o | (o ivtor sy ) \
ouble s iaiod el
restricton of the nferior rectus muscle \
P —— \
oo I
\

monocular supranuciear gaze disorder

\
| chinup position with fusion in downgaze

177 e posis n 50%
! tosis or pseudoptosis.
1 pee If any other feature of third nerve palsy is.

present, that condition should be suspected

Figure 11-5 (Courtesy of American
Academy of Ophthalmology)
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