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Sir,
Congenital ptosis associated with combined superior
rectus, lateral rectus, and levator palpebrae synkinesis:
the first reported case

Superior rectus (SR) to levator palpebrae superioris (LPS)
synkinesis has recently been described in patients with
congenital or longstanding ptosis.1,2 However, aberrant
innervation between lateral rectus (LR) and LPS has not
been previously reported. We report a combined SR and
LR to LPS synkinesis in a patient with congenital ptosis.

Case report

A 22-year-old man presented for ptosis assessment
in his left eye. The ophthalmic history referred to a
previous unsuccessful operation for correction of his
unilateral, congenital ptosis. No history of squint or
trauma was reported. His medical history was
unremarkable.

Figure 3 The serial near-infrared and SD-OCT B-scan images (23 to 25/49) show an enlarged view of the area of interest. On near-
infrared images (a, c, and e), the white dashed arrow points toward the scar tissue (white, bright lesion) and the white solid arrow
points to the branch retinal arteriole that is seen penetrating the scar tissue. The white dashed arrows on the B-scans (b, d, and f)
identify a retinochoroidal anastomotic vessel.
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The patient displayed a marked ptosis, more
noticeable in the temporal half of upper lid. Ptosis
assessment measurements were palpebral aperture
(PA)¼ 7 mm, levator function (LF) (two-phase procedure
as suggested by Jones and colleagues3): on primary
position: phase 1¼ 4 mm, phase 2¼ 8 mm
(total¼ 12 mm), abduction: phase 1¼ 4 mm, phase
2¼ 8 mm, while on adduction: phase 1¼ 4 mm and phase
2¼ 4 mm (total 8 mm). Skin crease height (SC)¼ 8 mm,
symmetrical to contralateral eyelid. Bell’s phenomenon
was moderately weak, while 1–2 mm lagophthalmos was
apparent. Cover test and eye movements were normal.

A complete resolve of ptosis was noted on up-gaze
(PA¼ 11 mm) as well as on abduction (PA¼ 11.5 mm;
Figure 1). Slit lamp examination was normal, while
patient’s visual acuity was 6/6 OU.

The patient underwent a large levator resection, as
indicated in cases with simple SR to LPS synkinesis, with
satisfactory results. The surgery resulted in 4 mm
lagophthalmos, which progressively improved to
2–3 mm. At 4 weeks post-op, PA was 10.5 mm on
primary, 14 mm on up-gaze, and 11.5 mm on abduction,
while symmetry between fellow eyes was achieved.
(Figure 2).

Figure 2 Early post-operative photographs on same four positions of gaze: (a) primary: successful ptosis correction is shown despite
the post-op tissue oedema, (b) up-gaze: slight overcorrection of ptosis compared to fellow eye, (c) adduction: symmetrical elevation is
noted, and (d) abduction: mild overcorrection is apparent.

Figure 1 Pre-operative photographs depicting the eyelids on four positions of gaze: (a) primary: note the marked ptosis on left side,
(b) up-gaze: complete resolve of ptosis is noted, (c) adduction: ptosis becomes apparent, and (d) abduction: complete resolve of ptosis.
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Comment
Synkinetic innervation between muscles nerved by 3rd
cranial nerve has been described as a result of acquired
or congenital palsies. SR to LSP synkinesis is considered
a poor prognostic factor affecting ptosis surgery and
therefore a new method of ptosis assessment has been
proposed.3 As the neurogenic dysfunction along the
course of 3rd nerve seems to play a major role in LPS
weakness, the phenomenon should always be sought in
this group of patients and if apparent, a larger than usual
LPS resection is recommended.1

However, and to our knowledge, synkinesis between
SR, LSP, and LR has never been reported. This pattern of
aberrant innervation involves 3rd and 6th nerve
simultaneously and represents an addition to the range
of congenital cranial dysinnervation disorders.4
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Sir,
Subconjunctival anaesthesia for intravitreal injections

We read with interest the paper by Lyall et al,1 who report
the results of an observational study of infective
endophthalmitis in the United Kingdom following
intravitreal anti-VEGF injection.

Using 200 patients selected from 10 control centres, the
authors identified 3 endophthalmitis patients, compared

to 1 control patient, who had received subconjunctival
anaesthesia prior to intravitreal injection. Their
conclusion that subconjunctival anaesthesia is a
significant risk factor for developing infectious
endophthalmitis, with an odds ratio of 13.7, was
surprising to us. A subconjunctival fluid bleb serves to
act as a mechanical barrier between the outside world
and the vitreous cavity, and would thereby be expected
to reduce the risk of a vitreous wick being exposed to
conjunctival flora. To our knowledge, subconjunctival
anaesthesia has not been identified as a risk factor for
endophthalmitis by any other study. Furthermore, we
note the very large confidence interval for the odds ratio
(1.07–728.9); however, we recognise that this is a result of
studying a rare complication such as post-injection
endophthalmitis. We would be interested to know
whether subconjunctival anaesthetic was the standard of
care in the centres that treated the three patients who
developed endophthalmitis, and whether these three
patients had any other risk factors for endophthalmitis.

In the Medical Retina Unit in Southampton,
subconjunctival anaesthesia with 2% lidocaine is
standard practice for all patients receiving intravitreal
injections. Of the 6000 anti-VEGF injections performed
in our unit between January 2012 and December 2012,
there have been four instances of post-injection
endophthalmitis, representing an incidence of 0.07%,
which is not significantly dissimilar from the overall
incidence in this or other large studies.2,3 We are reluctant
to change our clinical practice unless there is firm
evidence against the use of subconjunctival anaesthesia.
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