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Figure 1. Photographs of nine cardinal gazes before operation. The patient’s right eyes had hypertropia and excessive elevation in
adduction and deficient depression in adduction. Bielschowsky’s head test reveals negative result.

Figure 2. Fundus photographs show a mild excyclotorsion of
the right eye.
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Figure 3. Photographs of nine cardinal gazes, after the operation. The patient has no tropia in the primary position. He had no ex-
cessive elevation in adduction.
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=ABSTRACT=

The Case of Inferior Oblique Muscle Overaction after Orbital Trauma

Sung Bok Lee, MD, PhD, Joo Young Kwag, MD, Yeon Hee Lee, MD

Department of Ophthalmology, Chungnam National University Hospital, Chungnam National University College of Medicine, Daejeon, Korea

Purpose: To report a case of inferior oblique muscle overaction after orbital trauma.

Case summary: A 19-year-old male presented with a blowout fracture of the right inferior orbital wall. The patient had no
history of facial asymmetry, head tilt, strabismus or diplopia. The day after the reduction operation, the patient complained
of diplopia on the down-gaze. The patient had orhthophoria in the primary position. However, the right eye showed a limi-
tation on infraduction. Six weeks later, the limitation of infraduction resolved, however the diplopia worsened. The right eye
showed excessive elevation in adduction and hypertropia in the primary position. The hypertropia increased on left gaze,
and decreased on right gaze. Bielschowsky’s head test revealed a negative result. The fundus photographs showed a mild
excyclotorsion of the right eye. Five months later, the symptoms and signs were stable and surgery was performed. Under
general anesthesia, the exaggerated forced duction test and traction with strabismus hook on the right inferior oblique
muscle revealed tightness. The inferior oblique muscle was found to be recessed. After the operation, the diplopia, hyper-
tropia and the excessive elevation on adduction of the right eye resolved.

Conclusions: A contracture and resultant overaction of inferior oblique muscle could develop after trauma on the inferior
orbital wall. Trauma on the inferior orbital wall should be considered as one of the primary causes of acquired inferior obli-
que overaction.
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