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Abstract: Exotropias are outward ocular deviation. Congenital or infantile exotropias are those present at birth or within 

6 months after birth. They are very amblyogenic and alter the cosmesis of patients. If treated too late, their outcome may 

not be satisfactory. 
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INTRODUCTION 

Exotropia is a type of eye deviation in which 

the visual axis of eyes rotate temporally. It can be 

intermittent; one eye intermittently drifts outward or 

constant [1]. Intermittent exotropia may be developed to 

constant and it is one of the commonest types of 

strabismus.  Other  type  of  exotropia  includes: 

Congenital  exotropia,  an exodeviation  with  an  onset  

in  the  first  six  months  of  life  which  is  non 

resolving;  Sensory exotropia,  any  condition  that  

severely  reduces  visual acuity  in  1  eye  result  in  

exotropia; Consecutive exotropia, this occurs from a 

surgical overcorrection of the esotropia [2]. Large-angle 

constant exotropias negatively impact on the way 

patients see themselves and are perceived by others. 

The benefits of surgical treatment of exodeviations in 

adults are well proven, not only improving a patient’s 

psychosocial functioning [3]. Infantile exotropia is a 

relatively rare strabismus disorder characterized by 

outward deviation of one or both eyes. Onset is before 

age 6 months and persists beyond this age [4, 5].
 
It is 

classified as primary infantile exotropia, where patients 

are healthy with no evidence of systemic or ocular 

disease [4]. Surgical techniques for constant exotropia 

include bilateral recession of the lateral rectus and 

unilateral both lateral rectus muscle and medial rectus 

muscle resection. 

 

CASE REPORT 

A 19 –year-old female student presented with 

deviation of the right eye since birth. She was the 3
rd

 

issue of 5 siblings who did not have such a condition. 

She was wearing spectacles since 5 years.  Her history 

was otherwise unremarkable. Best corrected visual 

acuity was 6/12 in the right eye and 6/6 in the left eye. 

External examination revealed an outward deviation of 

the right eye. Cover/uncover test confirm a unilateral 

exotropia of the right eye. Ocular motility found no 

limitation. The measurement of the deviation found 40 

prism diopters. In fine, she presented a congenital 

primary and constant exotropic right eye. After her 

informed consent, she was scheduled for surgery; we 

performed under local anesthesia, a lateral rectus 

recession of 7.5 mm and medial rectus resection of 6.5 

mm in the right eye. One year follow up found 

orthophoric both eyes. 

 

 
Fig.1: Photograph of the patient with exotropia 

before (left) and after (right) surgery 

 

DISCUSSION 

Earlier surgical intervention affords the best 

chance of attaining good alignment before age 2 years, 
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because reoperations are common, due not only to 

under corrections, but also to dissociated vertical 

deviations or oblique muscle dysfunction   [6]. The goal 

of surgery is to align the patient’s eye to within 8 prism 

diopters of orthotropia. The lateral rectus can be 

recessed, and the medial rectus muscle resected or 

plicated, based on established surgical tables. Surgeons 

have varying preference, with different permutations all 

reported in the literature: bilateral lateral rectus 

recessions, lateral rectus recession with medial rectus 

resection, and even 3- or 4- horizontal muscle surgery 

[7, 4]. The management of large-angle exodeviations in 

some studies falls broadly into two surgical approaches. 

Large bilateral lateral rectus recessions have been 

selected when, the acuity was good in each eye, 

whereas a maximal or supramaximal unilateral recess–

resect procedure was performed if one eye was 

amblyopic [8, 9]. The definition of a successful 

outcome depends entirely on the criteria used for such 

success. Many define satisfactory alignment as within 

10 prism diopters of orthotropia; while others extend 

the criteria to within 15 [10, 11]. Most studies have 

shown that bilateral lateral rectus recession is the 

preferred method for management of exotropia    [12]. 

Under or overcorrection are the most frequent 

complications of surgery; other complications include 

suture sensitivity, pyogenic granuloma, conjunctivitis, 

dellen formation, scar formation and diplopia [10]. In 

our patient, the surgical outcome was satisfactory, for 

her eyes became orthophoric; and one year follow up 

noticed no complication. 

 

CONCLUSION 

Big angle exodeviations have both cosmetic 

and amblyopic issue. They are also surgically 

challenging and can require iterative interventions.  
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