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Exotropia as a sign ofmyasthenia gravis in dysthyroid
ophthalmopathy
Marino E Vargas, Floyd A Warren, Mark J Kupersmith
four patients were being treated with methimazole (Tapazole) or propylthiouracil or had
been treated for hyperthyroidism. In each
patient, the examination of the visual sensory
system, pupils, anterior segment, intraocular
pressure, and fundus was normal. Varying
degrees of ocular motility limitation resulted
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orbitopathy had the new onset of diplopia. All for tuberculosis which precluded corticosteroid
therapy. Computed tomography (CT) of the
orbits, performed in two patients, showed
Table I Ocular motility evaluation
bilateral enlargement of inferior and medial
Ocular deviation
Edrophonium
Proptosis
Ptosis
rectus. CT of the chest in all four patients
Primary gaze (D) showed no thymoma.
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The association between thyroid disorders and
myasthenia gravis (MG) has long been recognised. The occurrence of Graves' disease is
reported in 3-10% of myasthenic patients.' In
contrast, MG occurs in considerably less than 1%
of dysthyroid patients.2 When a full blownthyroid ophthalmopathy, systemic myopathy, or
both are present, additional muscle weakness
caused by the onset of MG may be difficult to
detect by examination alone. We present four
patients with dysthyroid orbital disease who
developed exotropia and variable ptosis caused
by MG. Subsequent review of the records of 91
patients with dysthyroid orbitopathy, none of
whom had MG when evaluated, revealed no
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Comment
Clinical differentiation between MG and dysthyroid orbitopathy is usually not difficult.
Although the extraocular muscles are frequently
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In cases 1-4 it was difficult to measure the
visual function due to the patients' mental retardation and/or behavioural disturbance. Case 6
gives an indication of the degree of unaided visual
improvement that can be expected in epikeratoplasty for keratoconus.5 Where there is significant corneal scarring deep lamellar keratoplasty
with lyophilised tissue can be used,6 and this
latter technique could perhaps also benefit from
botulinum toxin induced ptosis as part of the
early postoperative management.
In conclusion, our case reports suggest that
therapeutic botulinum toxin ptosis is a useful
adjunct in the management of patients undergoing epikeratoplasty with freeze dried tissue since
it promotes stabilisation of the epithelium on the
graft.
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Table 2 Ocular motility change with prednisone therapy
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ptotic lid. 12-14 Upper lid ptosis, typically mild and
usually very suggestive MG, can be seen with
Prednisone induced
Graves'
disease because of oedema, infiltration,
Case
Ocular motility limitation
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and levator myopathy. 5 Among those with both
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and improves with a short course of moderate
dose corticosteroids.'6 In our four patients the
R=right eye; L=left eye; M=mild; S=severe.
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