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Spontaneous late-onset comitant 
acute nonaccommodative esotropia in 
children

Dear Editor,

We read the article by Kothari,1 with great interest. The author has 
described the clinical characteristics of spontaneous, late-onset 
comitant acute nonaccommodative esotropia in children. We 
appreciate that the author has drawn att ention to this relatively 
uncommon clinical entity. We would like to put forward a 
diff erent view regarding neuroimaging in such cases.

Many intracranial lesions present with comitant 
nonaccommodative esotropia without neurological deficit 
in early stage.2 Sometimes acute-onset nonaccommodative 
esotropia is the only presenting sign of intracranial neoplasm. 
There are many studies in the literature which state that 
intracranial lesions may present with acute-onset comitant 
esotropia without any neurological deÞ cit or other signs.2-4

In patients with acute esotropia with corpus callosum 
gliomas, clinical signs are absent in the early part of the disease. 
Also, tumors involving the corpus callosum give rise to no 
distinctive signs.3 Posterior fossa lesions are typically known 
to present with only acute-onset comitant esotropia with no 
other systemic signs such as papilledema.2

Acute comitant esotropia has also been described in patients 
with Arnold Chiari malformation even prior to onset of typical 
down beating nystagmus.4 It is important in these cases of 
acquired esotropia to rule out the possibility of intracranial 
tumor, Arnold Chiari malformation or other neurological 
abnormalities.

Although most children with this form of esotropia are 
otherwise healthy, central nervous system lesions must be 
considred.5

Missing a brain tumor, however rare, in a child presenting 
with acquired comitant nonaccommodative esotropia will 
be an act of negligence. So we feel that neuroimaging should 
be done in any patient presenting with acquired comitant 
nonaccommodative esotropia.
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retraction syndrome is miswiring, while in inverse Duane�s 
syndrome it is restrictive.

Hydatid cyst involving the extraocular muscles has also been 
reported. Kiratli et al. reported a case with involvement of the 
medial rectus muscle.6 However, there was no ocular motility 
restriction. On the B scan the hydatid cyst is usually seen as 
a multilobulated cystic lesion in contrast to the presence of a 
smooth lesion with a scolex, in cases with cysticercosis. While 
cysticercosis is quite common in the extraocular muscles, 
hydatid cysts involving the extraocular muscles are very 
unlikely.6

Pollard et al. reviewed cases of orbital myositis leading to 
acute rectus muscle palsy and observed that all patients with 
medial rectus muscle involvement had exotropia while patients 
with lateral rectus involvement had esotropia.7 It is likely that 
cases where there is paralysis of the medial rectus muscle 
manifest with exotropia, while our case which had a restrictive 
problem, had esotropia.

Our patient presented with features suggestive of inverse 
Duane�s syndrome. We suspected cysticercosis as it is common 
in our sett ing. Ultrasound B-scan revealed the cyst with a 
high reß ective scolex within, characteristic of cysticercosis. In 
addition the cyst was noted to be producing scleral indentation, 
which has been described before.8 A high index of suspicion for 
myocysticercosis should be entertained in all cases presenting 
with sudden onset of inflammatory signs and unusual 
ocular motility features. A computed tomogram scan and/or 
ultrasound examination should be performed to conÞ rm the 
diagnosis in these cases.
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