
Case report

A sixty-six year old woman presented with complaints
of poor vision and marked deviation of the eyes out-
wards causing great discomfort and disability as she
was unable to look straight ahead. She had mental
retardation and poor coordination since childhood for
which she was investigated at the National Hospital
for Nervous Diseases in London where a diagnosis of
cerebellar degeneration was made. Review of past
medical records showed she had divergent squint since
the age of six years and that she was seen with sim-
ilar complaints in 1971 when she was found to have
uncorrected high myopia with astigmatism (OD and
OS). Corrected visual acuity was 3/60 OD and 4/60
OS. There was a very large bilateral divergent squint.
There was marked limitation of adduction in both eyes
and both eyes were in extreme abducted position. The
patient was able to adduct the right eye up to the mid-
line. There was no ptosis and vertical movements were
normal.

She was again seen in 1995 in view of severe dis-
ability caused by extreme exotropia. The ocular ex-
amination revealed similar findings. Lateral rectus mus-
cles were recessed to 7mm bilaterally. There was a small

initial improvement in ocular motility, which lasted for
2 months. 

She was referred to us in July 1999. She had to adopt
an extreme head posture in order to see straight ahead
as her eyes were so grossly divergent. Visual acuities
were 3/60 OD and 4/60 OS. There was extreme e-
xotropia in both eyes with marked limitation of ad-
duction. A forced duction test revealed marked re-
striction for all horizontal movements in both eyes.
There was marked fibrosis of the conjunctiva, Tenon’s
and the lateral rectus. A left lateral rectus tenotomy
with conjunctival recession and conjunctival autografting
to the outer fornix was performed along with a left
medial rectus resection of 6 mm in an attempt to im-
prove the primary position of the left eye. There was
a slight improvement in head posture but none in eye
movements two months postoperatively. 

DISCUSSION

The pathogenesis of strabismus fixus remains
poorly understood. The convergent type is less un-
common than divergent type of strabismus fixus. Some
authors (2, 5) believe it to be a part of extraocular
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muscle fibrosis syndrome which arises from dysfunction
of oculomotor, trochlear and abducens nerve and the
muscles they innervate causing incomitant strabis-
mus with or without ptosis. Wang et al (1) claim to
have identified the genetic loci for both types of stra-
bismus fixus. Cases described in their series had bi-
lateral ptosis with restrictive ophthalmoplegia in all
gazes. Hayashi et al (3) reported that they have pho-
tographic evidence of progression of esotropia into
strabismus fixus and suggested early surgical cor-
rection of esotropia to avoid severe disability. Awan
(6) reported craniofacial anomalies with the divergent
type of strabismus fixus. We did not find any such as-
sociations in our case.

CONCLUSIONS

Our case had normal vertical gaze and no ptosis. It
is unlikely to be of the congenital/genetic type de-
scribed by Wang et al (1) as it lacks most of the fea-
tures reported by them. It could be explained by a
neurological abnormality causing defective innerva-
tion of both medial recti causing exotropia and fibrosis.
It could also be a progressive exotropia developing
into strabismus fixus. High myopic astigmatism caus-
ing poor vision may have accentuated /or caused exo-
deviation in early childhood which developed over 37
years into strabismus fixus. Surgical treatment in our
case was offered at the age of 61. As Hayashi et al
(3) suggested, surgery should be offered early in cas-
es with extreme degrees of deviation.
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Fig. 1 - Patient in primary gaze, showing marked bilateral di-
vergent exotropia.
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