
received oxygen without any monitoring. This is a common 
practice followed in many developing countries.4

Whereas the manuscript establishes ROP characteristics in 
heavy babies of our country, this calls for a more effi  cient strategy, 
which includes increasing awareness among ophthalmologists 
and neonatologists regarding severe ROP developing in heavier 
babies in our sett ing. We need a closer and urgent look at the 
risk factors and the screening cutoff s followed in India to reduce 
the blindness burden in these �heavy� infants.
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Spontaneous late-onset comitant 
acute non-accommodative esotropia 
in children

Dear Editor,

We read with interest the article by Kothari, on acute non-
accommodative esotropia (ANAET).1 We appreciate the 
author�s eff orts in att empting to Þ nd a simple solution to a 
complex and oft en perplexing problem, usually referred to as 
acute acquired comitant esotropia (AACE) in the literature. 
On occasions it may be the sole presenting feature of serious 
neurological disease, creating a serious diagnostic dilemma. 
We feel it is pertinent to make the following observations on 
this abstruse entity.

1. Accommodative esotropia can present till the teens and 
could be refractive, non-refractive, hypo or partially 
accommodative and coexist in infantile esodeviation, 
Duane�s, Mobius syndromes and even in intermittent 

divergent squint. A near distance disparity of less than 
10 prism diopters (PD) only implies normal AC/A ratio, it 
does not rule out accommodative deviation. It is not known 
as to how the accommodative component was ruled out, 
there can be partial response to glasses in AACE even in 
cases harboring central nervous system (CNS) pathology.2

2. The concept of ANAET and its five distinct sub-types 
seems to be the author�s own and does not seem to serve 
any purpose. The classiÞ cation given by Burian and Miller 
in 1958 enjoys wide acceptance, grouping AACE into three 
distinct types.3

3. Vision records (aided, unaided) and inß uence of glasses on 
deviation were not known. Nine patients had refraction in 
the range of more than 3 diopters (seven hypermetropes 
and two myopes) which could fall into accommodative, 
partially accommodative or Burian Franceschetti and 
Bielschowsky types of AACE. Anisometropia (one case), 
decompensated monoÞ xation syndromes, high AC/A ratio 
and low fusional divergence amplitudes (not evaluated) 
could have contributed to AACE in others.

4. Amazingly, none complained of diplopia. The high 
incidence of amblyopia was also intriguing, including 4 
grouped as ametropic ambylopia as most have refractive 
errors (<6PD), more likely to produce an accommodative 
esodeviation, rather amblyopia. Photographic evidence has 
its own drawbacks.

5. There is no perspicacity in the literature as to when to 
neuroimage, as isolated AACE may be the sole presentation 
of a CNS lesion.4

We have seen amongst others, a 12-year-old child harboring 
diff use silent intracranial tuberculomas, presenting as AACE in 
addition to subtle signs of alternating adducting hypertropia 
and paradoxical asymmetrical intorsion, recovering completely 
on anti-tubercular treatment. Acute acquired comitant esotropia 
accompanying neurological disease has underpinnings of a 
skew deviation, with the horizontal component manifesting 
as AACE due to anomalies of translational vestibulo-ocular 
reß ex in the fore and aft  axis in the surge plane and alternating 
hypertropia along with abnormal torsion arising out of 
anomalies in the pitch and roll plane respectively.5 A head tilt 
test, evaluation for torsion and alternating hypertropias are 
mandated in AACE as they may point towards a skew deviation 
in all its three dimensions due to CNS involvement warranting 
neuroimaging.

The author�s comments trivializing neuroimaging were 
misleading as CNS tuberculosis and neuro-cysticercosis, 
among many other CNS disorders are rampant in our country 
and may lead to life-threatening diagnostic oversight and 
also lead to unnecessary strabismus surgery. Acute acquired 
comitant esotropia is too diverse to be classed as a single 
entity and such attempts may be fraught with perilous 
consequences.
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Author�s reply

Dear Editor,

We thank Pandey et al. for their interest and comments.1 We 
request the readers to refer to our reply to the lett er to editor2 
where they will Þ nd some clariÞ cations.

1. We have encountered accommodative esotropes presenting 
with spontaneous late-onset comitant esotropia. However, 
our study was to report clinical characteristics of spontaneous 
late-onset comitant acute non-accommodative esotropia 
in children (ANAET). We included only those patients 
in whom atropine-based refractive correction did not 
signiÞ cantly reduce esotropia and the esodeviation did 
not increase more than 10 prism diopter for near. There are 
several recent studies3-5 that report ANAET as a common 
cause of esotropia (second only to accommodative esotropia) 
conÞ rming our perception of the high incidence of ANAET 
as real. Accommodative component can play a signiÞ cant 
causative role in esotropia and needs to be ruled out in every 
esotrope and should not be confused with ANAET.

2. We certainly caution the clinicians to be aware of an 
underlying neurological lesion in patients with ANAET. 
There is one subtype mentioned in our article (Type 5 of 
ANAET) where ANAET is caused by a central nervous 
system (CNS) lesion. A careful neuro-ophthalmic and 
systemic neurological examination is mandatory. However, 
in the absence of any systemic or ocular neurological sign, 
in the presence of a long history of strabismus and in the 
absence of other ocular features we do not recommend 
routine neuroimaging for every patient with ANAET. 
The positive predictive value of having a CNS lesion with 
isolated ANAET is very low. A study by Simon AL et al., 
quoted by the readers states, if no other neurological signs 
are present, underlying intracranial disease is unlikely. The 
case mentioned above by the readers was an obvious case 
for neuroimaging as the patient had skew deviation. 

  It is advisable for those who are fraught with the 
dangers of missing an underlying neurological lesion to 
know the Good Clinical Criteria6,7 for use in the selection 
of those patients with ANAET who require immediate 
neuroimaging. Use of the mnemonic, DON�T PANIC would 
be useful in systematic analysis of the problem and analysis 
of the seriousness of the situation.8

 History Examination 
 D = Diplopia P = Papilledema
 O = Ophthalmic symptoms A = Anisocoria
 N = Neurological symptoms N = Nystagmus
 T = Trauma I = Incomplete visual Fields
  C = Corneal Hypaesthesia
3. We do not check the divergence amplitudes of patients with 

manifest esodeviation. It does not help in the diagnosis or 
treatment. Cycloplegic refraction and ocular deviation for 
near and distance are already mentioned;9 AC/A ratio and 
anisometropia can be easily calculated. None of the patients 
had high AC/A ratio and anisometropia >1.25 diopter, this 
is mentioned in the results section.9 Evaluation of binocular 
single vision was possible in some patients.9 Possibility of 
decompensation of a preexisting microtropia is mentioned 
but it could have been conÞ rmed only by demonstrating 
the preexisting absence of bifoveal fusion.

4. We are aware of the limitations of photographic evidence 
in the evaluation of the ocular alignment. Nevertheless, 
once the esotropia is manifest, what sign can a clinician 
rely on to conÞ rm prior absence of esotropia other than 
the medical history from the parents and photographic 
evidence? Whenever possible we elicited the history 
from the individual parents separately and looked at 
several photographs taken at diff erent ages, time and eye 
positions.

5. The classification that we mentioned using the term 
ANAET was based on the reports of several investigators.8 
Nevertheless, ANAET is neither a new term coined by 
us nor should it confuse the clinicians. The term ANAET 
was in use previously.3,10,11 We found the term useful and 
descriptive and would not mind taking the credit for making 
it popular.
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