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Abstract
Significance: Due to increasing near-distance work and screen time, the prevalence of acute onset Esotropia (ET) is increasing 
among children. A non-invasive and effective method for restoring binocular vision is in demand in ophthalmology and optometry. 

Purpose: We illustrate a new method with a combined application of low-energy laser and prism adaptation to restore binocular 
vision in an 11-year-old girl who developed acute acquired esotropia.

Case Report: An 11-year-old girl presented with her mother, noting her eyes had inward drifting. The cover test showed alternate 
esotropia, varied from 30D, equally in far and near distances. We applied fifteen sessions of prism exercise and anti-suppressive 
therapy with a low-energy laser. We encouraged her to do lateral rectus muscle exercises, as well. The treatment course resulted in 
the improvement of ET to mild esophoria. This finding was stable in the one-year follow-up; However, the esotropia rarely recures 
after physical and emotional stress.

Conclusion: There are various methods to manage acute onset esotropia. To improve brain plasticity and retrain the visual system 
to fuse the images from both eyes, we demonstrated that prism adaptation exercise combined with low-energy laser therapy is a 
practical approach. In addition, this treatment can be applied together with surgery or botulinum toxin injection to improve bin-
ocular vision and decrease the residual ET. To our knowledge, this case is the first reported esotropia managed by a combination of 
Low-energy laser and prism exercises.
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Introduction

Acute acquired comitant esotropia (AACET) has been characterized by the same angle of deviation in all gazes causing diplopia while 
normal ocular motility is maintained [1]. In the absence of systemic or neurological disorders, it is frequently due to breakdown of visual 
fusion mechanisms. In AACET, monocular signals get imbalanced before the point of summation; therefore, the brain is unable to combine 
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images from two eyes. Consequently, suppression mechanisms become active to prevent diplopia although the fusion mechanisms remain 
intact for binocular vision [2].

AACET has been classified into three types: 1- Swan type esotropia occurs when a previously well-functioning fusion mechanism is in-
terrupted due to monocular occlusion or loss of vision in one eye, 2- Franceschetti type is a relatively large-angle esotropia characterized 
by mild hypermetropia and diplopia, and is frequently related to physical or psychological stress, and 3) Bielschowsky type exhibits equal 
deviation at near and distance fixation, appears in patients with varying degrees of myopia, and has been implied to be due to uncorrected 
myopia combined with excessive near-distance work [3,4].

In this paper, we presented a patient with type 3 AACET who was treated with a non-surgical approach consisting of low-energy laser 
application and prism exercises (Figure 1). To the best of our knowledge, this is the first case on management of esotropia (ET) by the 
combination of low-energy laser application and prism exercises.

Figure 1: An 11-year-old girl who presented with constant alternative esotropia. She was treated with 15 sessions of prism exercises 
together with 10 sessions of Low-energy laser application.

Case Report

An 11-year-old girl was referred to us because of inward eye drifting for almost four weeks duration (Figure 2). Her personal and 
familial medical histories were unremarkable. She did not have any history of strabismus surgery or infantile ET. 

On ophthalmological examination, the best corrected distance and near visual acuities were 20/20 in both eyes. The far and near-dis-
tance alternate prism and cover tests revealed 30D constant alternating ET. The range of motion was completely normal in all extraocular 
muscles. There was no vertical deviance. The cycloplegic refraction was OD: -1.00 - 0.2515° and OS: -0.25-0.50173°. The stereo butterfly 
random arc test showed 200 seconds of arc. The color vision (Ishihara plate) was normal. Slit-lamp examination of the anterior segments 
of the eye, macula and optic nerve were normal. Neurological examination, thyroid function tests and brain magnetic resonance imaging 
were also normal.
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Figure 2: Acute acquired non-accommodative esotropia in an 11-year-old girl who presented with 30 PD of esotropia.

The patient was diagnosed with type 3 AACET, and was assigned to a therapy program consisting of low-energy laser application and 
prism exercises. 

The treatment session started with laser application in a dark room. We applied an infra-red, flickering laser designed for the ocular 
use (http://www.dealmed.ru/apparat_lazerny_spekl_m.html) and employed an average radiation spot power of 0.5 mW/cm2, a frequen-
cy of 30 Hz, and a wavelength of 0.6328m (Figure 3). This setting was chosen according to the instruction provided by the manufacturer. 
The patient looked at the laser source from the distance of 25 cm with one eye for three minutes and then repeated the procedure with 
the other eye. Finally, she repeated the session by looking to the laser binocularly. 

In the second practice, the patient sat in a dim-lighted room and looked at the light of a candle from the distance of 40 cm with her 
right and left eyes separately for 5 seconds; then, she was instructed to look at the target binocularly and merge both images as much as 
she could. This practice was repeated for 5 - 10 minutes.

For the final step, the patient wore a trial frame with base-out 15 PD prisms in front of both eyes. She attempted to view the target in 
the same manner as in the previous stage. The prism power was sequentially decreased by 1 PD. The patient was encouraged to look at 
the target and maintain binocular vision and merge the images from two eyes when the prism power was decreased sequentially.

The third exercise was following a flickering target that drifted to the temporal sides to strengthen her lateral rectus muscles. She 
practiced lateral rectus exercises in all sessions. 

Each session of therapy lasted approximately one hour, practiced in the clinic every other day, and the patient also self-practiced ten 
minutes a day. For her home practice, she was instructed to look at a light of a candle as she practiced in the clinic. She was instructed to 
limit her phone screen time and prescribed +1 glasses for her near task to help the ciliary body to be more relaxed. The laser therapy and 
prism exercises were done for 10 and 15 sessions, respectively.

During the early days of practice, the patient could not maintain binocular vision without prisms. Her ability of fusion improved gradu-
ally after one week. She had less than 5D of esophoria on her final examination (Figure 4). The stereopsis as measured by Random dot 
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Figure 3: Ocular laser device used. The picture was adapted from Dealmed with permission  
(http://www.dealmed.ru/apparat_lazerny_spekl_m.html).

stereo Butterfly was 200 sec of arc. This outcome was sustained till the twelve-month follow-up visit; however, her parents reported that 
they noticed milder degrees of apparent deviation when the patient was under physical or psychological stress.

Figure 4: The patient after one course of low-energy laser therapy and prism exercises. Less than 5 PD esotropia was detected 1 year 
after the treatment.
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Discussion and Conclusion

AACET is a rare disorder and has been linked to excessive use of smartphones and tablets in children and adolescents [5,6]. Current 
management of AACET includes botulinum toxin application and surgical intervention [7-10]. Both management methods have various 
shortcomings; therefore, a non-surgical approach based on the pathophysiology of the disorder, as we have described in this paper, may 
be useful.

In strabismus, it has been known that suppression of one eye is an adaptive response mediated by the inhibitory interactions in the pri-
mary visual cortex [9]. This suppression may lead to amblyopia in long term. It has been reported that low-energy laser beam can improve 
the function of the retina and optic nerve and increase the visual acuity in amblyopic and strabismic eyes [11,12]. Therefore, we aimed 
to potentially inhibit suppression of vision and enhance neuroplasticity of the brain; we stimulated the eyes with a low-energy laser. We 
preferred monocular laser stimulation at the first stage to ensure equal stimulation of two visual pathways since we supposed that two 
visual pathways may not be stimulated equally if the patient looked at the laser beam binocularly. 

The impact of prism on visuo-motor after-effects have been known for over a century. Prisms also have a therapeutic value in the 
facilitation of binocular vision in small-angle deviations [7]. Adaptation to prisms takes five minutes during a simple pointing session. 
Furthermore, it has been demonstrated that prism adaptation prior to surgery improves stereopsis and reduces the postoperative recur-
rence rate [14-16]. Therefore, in addition to inhibition of suppression with low-energy laser therapy, we employed prism exercises to 
stimulate and enhance the ability of the brain to fuse images from both eyes to restore binocular vision and reduce diplopia. The brain 
has been trained to combine the images from two eyes both during and after the exercise sessions, and the tone of central nervous system 
suppression and the angle of strabismus decrease spontaneously. We believe that treatment sessions may be repeated every three months 
to achieve better results in refractory cases.

Our approach is a non-invasive method and may primarily be used if the patient or the parents refuse surgery or if the risk for surgical 
complications is high. However, our approach requires more follow-up office visits compared to surgery; therefore, both the clinician and 
patient must be willing for the treatment to achieve a successful outcome. 

Although surgical correction and botulinum toxin injection give faster results, they have some disadvantages. Inadequate or excessive 
correction is a significant limitation of surgery, and the need for repeated injections is the limitation of botulinum toxin injections. In fact, 
our technique may be combined either with surgery or botulinum toxin injection to address under-correction and maintain orthotropia 
for the optimal treatment of AACET. 

Clearly, there is a demand for further research to investigate this subject.

Acknowledgements

The study was conducted in accordance with the principles of the 1964 Declaration of Helsinki, revised in 2000. The patient’s parents 
signed their informed consents according to the policies of the Medical Council of Islamic Republic of Iran. 

Disclosures and Conflict of Interest

None of the investigators have financial interests in any companies or products described in this study. The author receive no funding 
for this study.

1. Cai C., et al. “Clinical Characteristics and Surgical Outcomes of Acute Acquired Comitant Esotropia”. BMC Ophthalmology 19 (2019): 
173.

Bibliography

https://bmcophthalmol.biomedcentral.com/articles/10.1186/s12886-019-1182-2
https://bmcophthalmol.biomedcentral.com/articles/10.1186/s12886-019-1182-2


Citation: Athar Shadmani., et al. “Case Report: Prism and Low-Energy Laser Application for Acute Non-Accommodative Esotropia”. 
EC Ophthalmology 14.9 (2023): 01- 06.

Case Report: Prism and Low-Energy Laser Application for Acute Non-Accommodative Esotropia

06

2. Hess RF., et al. “A Binocular Approach to Treating Amblyopia: Antisuppression Therapy”. Optometry and Vision Science 87 (2010): 
697-704.

3. Gilbert AL., et al. “Evaluation and Management of Acute Acquired Comitant Esotropia in Children. In: Seminars in Ophthalmology”. 
Taylor and Francis 32 (2017): 8-13.

4. Clark AC., et al. “Acute Acquired Comitant Esotropia”. British Journal of Ophthalmology 73 (1989): 636-638.

5. Mohan A., et al. “Series of Cases of Acute Acquired Comitant Esotropia in Children Associated with Excessive Online Classes on Smart-
phone During COVID-19 Pandemic; Digital Eye Strain Among Kids (DESK) study-3”. Strabismus 29 (2021): 163-167.

6. Van Hoolst E., et al. “Association Between Near Viewing and Acute Acquired Esotropia in Children During Tablet and Smartphone 
Use”. Strabismus 30 (2022): 59-64.

7. Lueder G., et al. “2018-2019 BCSC (Basic and Clinical Science Course), Section 06: Pediatric Ophthalmology and Strabismus (MAJOR 
REVISION). 2017. San Francisco, CA: American Academy of Ophthalmology”. San Franc CA Ame (2017).

8. Lee HJ and Kim SJ. “Clinical Characteristics and Surgical Outcomes of Adults with Acute Acquired Comitant Esotropia”. The Japanese 
Journal of Ophthalmology 63 (2019): 483-489.

9. Sengpiel F., et al. “Strabismic Suppression Is Mediated by Inhibitory Interactions in The Primary Visual cortex”. Cerebral Cortex 16 
(2006): 1750-1758.

10. Lang L., et al. “Comparison of Botulinum Toxin with Surgery for the Treatment of Acute Acquired Comitant Esotropia and Its Clinical 
Characteristics”. Scientific Reports 9 (2019): 1-6.

11. Ivandic BT and Ivandic T. “Low-Level Laser Therapy Improves Visual Acuity in Adolescent and Adult Patients with Amblyopia”. Pho-
tomedicine and Laser Surgery 30 (2012): 167-171.

12. Guzun OV., et al. “Laser Stimulation of Retina and Optic Nerve in Children with Anisometropic Amblyopia”. In: 2019 IEEE 8th Interna-
tional Conference on Advanced Optoelectronics and Lasers (CAOL) (2019): 1-5.

13. Agrawal S., et al. “Nonsurgical Treatment of Strabismus”. In: Agrawal S, ed. Strabismus: For Every Ophthalmologist. Singapore: Spring-
er (2019): 101-14.

14. Pisella L., et al. “Prism Adaptation in The Rehabilitation of Patients with Visuo-Spatial Cognitive Disorders”. Current Opinion in Neurol-
ogy 19 (2006): 534-542.

15. Ohtsuki H., et al. “Preoperative Prism Correction in Patients with Acquired Esotropia”. Graefe’s Archive for Clinical and Experimental 
Ophthalmology 231 (1993): 71-75.

16. Zhang P., et al. “Comparison of The Therapeutic Effects of Surgery Following Prism Adaptation Test Versus Surgery Alone in Acute 
Acquired Comitant Esotropia”. BMC Ophthalmology 20 (2020): 303.

Volume 14 Issue 9 September 2023
©All rights reserved by Athar Shadmani., et al.

https://pubmed.ncbi.nlm.nih.gov/20622704/
https://pubmed.ncbi.nlm.nih.gov/20622704/
https://pubmed.ncbi.nlm.nih.gov/27726470/
https://pubmed.ncbi.nlm.nih.gov/27726470/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5149673/
https://www.tandfonline.com/doi/abs/10.1080/09273972.2021.1948072?journalCode=istr20
https://www.tandfonline.com/doi/abs/10.1080/09273972.2021.1948072?journalCode=istr20
https://pubmed.ncbi.nlm.nih.gov/35291920/
https://pubmed.ncbi.nlm.nih.gov/35291920/
C://Users/ACTA/Downloads/BCSC1718_S06.pdf
C://Users/ACTA/Downloads/BCSC1718_S06.pdf
https://pubmed.ncbi.nlm.nih.gov/31549267/
https://pubmed.ncbi.nlm.nih.gov/31549267/
https://academic.oup.com/cercor/article/16/12/1750/276733
https://academic.oup.com/cercor/article/16/12/1750/276733
https://pubmed.ncbi.nlm.nih.gov/31554874/
https://pubmed.ncbi.nlm.nih.gov/31554874/
https://pubmed.ncbi.nlm.nih.gov/22235969/
https://pubmed.ncbi.nlm.nih.gov/22235969/
https://ieeexplore.ieee.org/document/9019548
https://ieeexplore.ieee.org/document/9019548
https://link.springer.com/book/10.1007/978-981-13-1126-0
https://link.springer.com/book/10.1007/978-981-13-1126-0
https://pubmed.ncbi.nlm.nih.gov/17102690/
https://pubmed.ncbi.nlm.nih.gov/17102690/
https://pubmed.ncbi.nlm.nih.gov/8444361/
https://pubmed.ncbi.nlm.nih.gov/8444361/
https://bmcophthalmol.biomedcentral.com/articles/10.1186/s12886-020-01574-y
https://bmcophthalmol.biomedcentral.com/articles/10.1186/s12886-020-01574-y

