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background

A Author from Charleston, South Carolina
I ~100 citations, PEDIG investigator
I 5 previous articles on SO surgery

A Article = Costenbader lecture
I First presented at AAPOS 2009
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description

A Aim
| Describe history of superior oblique
strengthening procedures, and methods of

titrating this
I To determine any relationship between
congenital onset and tendon laxity at time of

surgery

A Retrospective chart review
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Introduction

A Outline of historical reluctance to operate on SO
I Complex anatomy and actions
I Bani ster 1928 nout of the ¢

A Early methods of SO strengthening
1 19300s: plication
A (loop of tendon sutured to sclera (Wheeler), or insertion (Foster),
after disinsertion of SR)

I (McLean): temporal approach T no SR disinsertion
11966 (Dyer): todayos met hod
A Single non-absorbable suture around fold of tendon
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Methods

A All cases of SO tucking from 10 year period
I 1980-85 and 2003-08

A As notes missing from intervening years (!)

A Case definitions
I SO palsy
A Positive three-step test

I Congenital case
AREarly chil dhoodoortmmicelist of st r e
A OR later onset of above combined with facial assymmetry

I Postt raumati ¢ OR nundeter mi neEe
I DID NOT USE LAX TENDON AS CLASSIFICATION
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METHODS

A Surgical technique
I SO tendon isolated temporal to SR

I Provisional tuck created with Bishop tucker
A held with 5-0 Dacron suture

I FDT performed (without globe retropulsed)

A Adequate tuck when first resistance to elevation in adduction felt
as inferior limbus passes imaginary line between medial and
lateral canthi

I Technique described by author in 1985

I Tuck adjusted as needed
A Final satisfactory FDT = -2 elevation in adduction
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Modified bishop
tucker

Aln 2005 authoros group d
Internal spring and scale

I Allowing intraoperative measurement of tension created
(0-200gm)
I Globe held in depression to perform measurements

AUsed on 12 fiselectedo pa
I Both congenital and acquired

I (not otherwise specified)
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results

A 30 cases identified

I 15 ANAcongeni ttalacu,malta ciop st 0L
A Average 20.4" hyperdeviation in primary (range 2 -55)

I Second muscle operated on If required for deviation
AN=23, including all of the fAcor

A Mean tuck performed
I Congenital cases: 10.8mm (8-16mm)
I Non-congenital cases: 7.8mm (4-12mm)
I P =0.002
A Modest correlation between tuck and deviation
I R =0.30 for primary and lateral gaze
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discussion &

A Increased tuck noted with congenital cases

I But note large variation (up to 12mm in non -congenital
cases

A Weak correlation between deviation and tuck
required previously noted
I When correlation noted, strongest for contralateral gaze

measurements
A Noted that Knapp was vague about in which gaze his > 20" rule
applied
I Aut hor O0s
contral a
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discussion

A Previous guides at tuck titration ambiguous
I Knapp: NBi shop tucker shoul
I Scott: Ncause a moderate Br

I Pl ager : Nnmatch the FDT of t
A No data available on this method

A Conclusions

I Congenital SO palsies (as per study classification) do
have laxer SO tendons

I Measuring tension of SO tendon induced by tuck may
prove to be valuable way of titrating surgery

— e




discussion

A Other points

I Author reports 3 over-corrections (iatrogenic
Brown Syndrome) with SO tucking in his 30 year
career (Il.e. over and above study population)

AOnly one requiring take-down of SO tuck (which was
Included in this study)

I Most patients (not stated) in this study had a
degree of limitation of elevation in adduction

ADesired, often improves with time
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discussion

AiWhen to operate?o

I One paragraph explains indications for SO

strengthening in non-congenital cases
AAcquired SO palsy (less common)
I Marked underdepression in adduction
I Torsional diplopia
AResidual 10 overaction post IO weakening (occasional)
I Little data on this use
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Critical analysis

A Positive

I Good case series operated on by one surgeon
with consistent technique

I Novel instrument devised
AGiving previously unknown data regarding SO surgery

I Expert, experienced opinion
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Critical analysis

A Negative points
I Data lacking
A Postoperative measurements

| Case selection and classification issues
AiCongenital o classification cri
AHow were 12 fimodified tuckero ¢
I Potential measurement / technique issues

A Variations in position globe held in during FDT

A Scope for wide variation in tension measurements depending on
globe position
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Critical analysis

A Negative points cont.
I Analysis lacking
ALength-tension curves
I No grouped data presented

I No comparison between congenital and acquired cases

» (?should be much larger in acquired cases whom author
descri bes as having fAnor mal
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A Burton Kushner

Director of Pediatric Ophthalmology, Wisconsin University
No introduction needed

150+ publications

Founding Editor-in-Chief, JAAPOS

A Article = Costenbader Lecture
I Presented at AAPOS 2003
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AARTraditional teachi ng
when you donot actual

I Amended from Kurt Adler

|
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A Traditional teaching regarding superior
obligue weakness and the Bielschowsky Head
Tilt Test raises several inconsistencies

IAddressed by Il i terature

experi mento
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A 10 weakening for
SO palsy should
Increase BHTT
difference

I It actually
decreases ~5*



