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10. Remove the hemostats and the cut end of
the muscles are separated as far as possible and allowed to
retract into the orbit.
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11. Priorto conjunctival closure, it is necessary
to check that all the inferior oblique fibers have been
severed.

12. The conjunctival incision is closed with
continuous plain cat-gut suture (Fig. 7).

Figure 7.

Materials and Methods

Between January 1990 and December 1992, 27
myectomies of the inferior oblique were performed using
the above described technique on twenty-four patients
with inferior oblique overaction. The mean age at surgery
was 17.7 years (range 2-67 years). The mean follow-up
period was 7.75 months with the minimum period being

The conjunctival incision is closed.

2 months and the maximum 36 months. Eighteen
patients (75%) were diagnosed as primary inferior
oblique overaction. Associated strabismus in this group
of patients included esotropia in nine patients, exotropia
in three patients and six patients had no horizontal
deviation. Six patients (25%) were cases of secondary
inferior oblique overaction (Table).
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Table. Results of operation.

Chula Med J

Patient Age Type of Follow-up period Post-op. inferior
No. (years) 1I00A (months) oblique action
1 S Primary 12 Normal
2 20 Secondary 3 Normal
3* 7 Primary 36 Normal
4 23 Secondary 16 Residual overaction
3 7 Primary 7 Residual overaction
6 67 Secondary 10 Residual overaction
7* 3 Primary 5 Normal
8 26 Primary 2 Normal
9 2 Primary 9 Normal
10 45 Secondary 6 Underaction
11 21 Primary 9 Residual overaction
12 33 Secondary 7 Normal
13 12 Primary 12 Normal
14 2 Primary 12 Normal
15 18 Primary 4 Normal
16%* 6 Primary 3 Normal
17 16 Primary 5 Normal
18 5 Primary 5 Normal
19 23 Primary 6 Normal
20 21 Secondary 6 Residual overaction
21 20 Primary 3 Normal
22 25 Primary 2 Normal
23 13 Primary 2 Normal
24 5 Primary 4 Normal

* bilateral myectomy.

Results

Reduction in inferior oblique overaction as a
result of surgery was determined at the time of last
follow-up (2-36 months) (Table). Clinically normal
action of the inferior oblique was found in 18 patients
(75%). Five patients (20.83%) had residual overaction,
all of them had severe inferior oblique overaction
preoperatively. One patient (4.17%) had underaction of
the inferior oblique (over-correction). No complications
such as inadvertently cutting the lateral or inferior rectus
muscle,'” adherence syndrome,'"” or internal
ophthalmoplegia'? occurred.

Discussion

There are several effective inferior oblique
weakening procedures that produce the intended result
when skillfully done. Myectomy of the inferior oblique is
one of such easy and effective procedures. The
described new modified surgical technique of myectomy
has several definite advantages : (1) it is quickly and

easily performed with minimal manipulation of ocular
tissues, (2) it is easy to isolate the inferior oblique muscle
with direct visual approach, (3) complete exposure only
of the appropiate portion of the inferior oblique muscle
without infringement on the lateral or inferior rectus
muscle, (4) it reduces the risk of complications of
spontaneous end-to-end reunion''¥ and reattachment of
the distal end of the cut muscle to the sclera'® by exci-
sion of a large section of muscle; additionally, the cut
ends are thoroughly cauterized and separated as far from
each other as possible.

The unintended result in this series was residual
overaction (20.83%). All of these patients had severe
inferior oblique overaction pre-operatively, and re-
operation was required. Post-operative underaction
occurred in one patient (4.17%), but there was no need to
operate on the patient again, because the underaction was
slight. In conclusion, this simple procedure yields
satisfactory results in cases of moderate inferior oblique
overaction.
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