ez A 39 A A 5 5 1998
J Korean Ophthalmol Soc Vol. 39, No. 5

HlAy BelezETe sh T o R Eiale) bR

oM H-883H

=R%‘==

v A% BaleZ%F (Atypical Brown syndrome, ABS)# #2|ZAZd| o3 FdAIn}
v} (Double elevator palsy, DEP)¥ WAAl#Tt olua} AdtAst oA dete] ddo] Al
1, AJQHANNE WARA AGE e ER o] F7ix] A@e] zhdo] gasit. Az
e HAY HEHSEESIF 64 BRI HASUZo) g FFAT] 124 ARRAE
ez thed 2e E4e 4otk AARES AQPAPAM ABSE WA, 33
Zd o) 2|3 DEPE 2E wakezel 4Ad AgE vehidrt. DEPE ABSIAME & F
AU &4 D@ Astel An|F s HHEFE UERINE, ABSE A f2 HoiA
VEE Jepigen, WAA ARAEe DEP 2t ABSOIM o At Fe24e ABS
9] A% silicone expanderg ©| €% JATAZEE, HAIAZ 98 DEPE F5 332
A, U2 AFITEHL APt YA, LA, JHM FReze Y HEE
ADE YLk oA eE AQAANA A W, WA, WAH JRA FRFE, 7HIA
4 92 B o 4 §571 o] F AP EAG gl AZE0 (#IA 39:1017
~1023, 1998).

= Abstract =

Differential Diagnosis of Atypical Brown Syndrome and Primary
Inferior Rectus Restriction of Double Elevator Palsy

Se Youp Lee, M,D,, Hyun Jeong Chung, M.D.

Both atypical Brown syndrome(ABS) and inferior rectus restriction of
double elevator palsy(DEP) are characterized by monocular limitations of
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upgaze in primary, abducted position as well as adducted position.
Futhermore, they exhibit resistance of elevation in adduction during forced
duction test and should be considered in the differential diagnosis. We
gained several differential points from 6 year-old female with ABS and a
12 year-old female with DEP due to inferior rectus restriction(IRR). In
forced duction test under general anesthesia, ABS exhibited resistance of
elevation in adduction and IRR of DEP showed resistance of elevation in all
upward direction. DEP showed an impairment of Bell' s phenomenon and
mild pseudoptosis preoperatively in which ABS never showed. ABS
displayed divergence in upgaze producing V-pattern, and further limitation
of upgaze in adduction than DEP. Superior oblique lengthening procedure
using silicone expander was performed for ABS. Ipsilateral inferior rectus
and contralateral superior rectus recession were performed for IRR of DEP.
The results for elevation in adduction, primary position and abduction were
satisfactory in both diseases. In conclusion, the direction of resistance in
forced duction test, Bell' s phenomenon, the degree of elevation in adducted
and abducted position, presence of pseudoptosis and divergence in upgaze
producing a V-pattern may be helpful to differentiate ABS from IRR of
DEP(J Korean Ophthalmol Soc 39:1017~1023, 1998). .
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Fig. 1. Preoperative appearance of atypical Brown syndrome(OD).
Right hypotropia was minimal in primary position along with limited elevation in add-,
abduction and primary gaze. Note that excessive elevation and divergence of left eye was seen

with midline elevation.
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Fig. 2. Postoperative appearance of atypical Brown syndrome(OD).
Note that excessive elevation and divergence of the left eye as well as limitation of elevation of
the right eye were eliminated immediately following surgery.
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Fig. 3. Preoperative appearance of double elevator palsy (OD) due to inferior rectus restriction
Note that minimal pseudoptosis along with elevation deficiency in add-, abduction and primary
gaze of right eye,
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Fig. 4. Postoperative appearance of double elevator palsy(OD).
Note that limited elevation in add-, abduction and primary gaze were improved immediately
following surgery.
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