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Fig.2 Hess chartshowing abnormality in field of action of left inferior oblique and right superior rectus only. This implies a
mechanical restriction in the field of action of the left inferior oblique.

finding, together with early muscle involvement, Discussion

strongly suggested a metastatic deposit.
Radiotherapy to the orbit was tried, but its effects  This case fulfils all the criteria of acquired Brown’s

on motility could not be accurately assessed because ~ syndrome and illustrates several typical features. The
the patient developed cerebral metastases and lack of movement of the left eye on covering the right
deteriorated rapidly. He died shortly afterwards. in dextro elevation suggests a mechanical restriction
Consent for necropsy was not obtained. rather than a nerve palsy. This can be confirmed by

Fig.3 (A) CTscan of orbits, with (B) coronal reconstruction, showing mass in the region of the left superior oblique muscle.
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tonometry (the intraocular pressure will increase in
upgaze if the eye is mechanically restricted) and by
forced duction testing. The Hess chart confirms the
lack of left superior oblique overaction and right
inferior rectus underaction, suggesting that the
motility disorder is restricted to certain gaze
positions.

The mass demonstrated by CT scan would account
for the defect. It would prevent free running of the
“anterior tendon forwards through the trochlea during
elevation, and thus restrict this duction, without
interfering with superior oblique action. The normal
superior oblique function suggests that inflammatory
adhesion round the mass was not a significant factor
in the mechanism of the restriction of movement.

If inflammatory adhesion had been thought to be a
factor, peritrochlear steroid injections would have
been the first line of treatment, as benefit from such
management has been recorded.”” The results of
surgery in both congenital and acquired forms of the
syndrome are disappointing,”* so it was not con-
sidered because of the patient’s poor general prog-
nosis. Radiotherapy seemed logical and was tried.
The deterioration in the patient’s condition pre-
vented any accurate assessment of its effects.

This case illustrates the need for a thorough
systemic examination in patients who present with
acquired Brown’s syndrome. Associated systemic
disease may be uncovered, and its nature may give a
clue as to the pathophysiology of the syndrome and
thus indicate which treatment may help.

We thank Professor W I Macdonald for permission to report this
case under his care, Mr D Taylor for his helpful advice, Mr C

Clements for help with the illustrations, and Mrs K Kyle for
secretarial assistance.
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