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W I N T E R  !  T W E N T Y  F O U R T E E N

EXOTROPIA

The fundamental cause of exotropia is unknown. Simplistically, it seems that the position 
of “rest” of the eyes is divergent. The mechanism relating to the pattern of nerve impulses 
sent from the centers for eye movement controlled at the base of the brain are struggling to 
maintain alignment and the ability for the eyes to work together. There is a natural human 
drive to want to use both eyes together, keeping the eyes straight for that purpose. Generally 
the muscles themselves are normal; however there are some uncommon conditions where 
the muscles do not form normally, or the orbits (sockets) in which they sit are abnormal. Put 
another way, the condition is more “electrical” than “mechanical.” 

In families with a history of strabismus (misaligned eyes) or amblyopia (poor vision, 
typically in one eye, and formerly called “lazy eye”), and particularly when exotropia has 
been present in multiple persons, there may be an increased likelihood that additional 
children and family members will be similarly affected.

Treatments include strategies to align the eyes with optical correction, patching in infancy, 
convergence, and (in severe or progressive circumstances) eye muscle surgery. In the first 
years of life, some cases seem to benefit from alternate day and eye occlusion with patches. If 
refractive errors are present, eyeglasses may facilitate straight eyes by presenting clear images 
to the visual brain, and in some cases by stimulating convergence of the eyes. Exercises 
may be helpful in selected circumstances where the angle of deviation is small, and when 
children or adults are cooperative. None of these approaches will fundamentally change the 
essential nature of the condition (the position of rest). In these cases, the treatment is often 
temporizing while children develop their binocular vision –in the form of better control of 
the deviation, teaming of the eyes, and stereopsis (3-D vision).
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Exotropia (Wandering Eye) 



EXOTROPIA - Wandering Eye  (cont.)
Many if not most people with the condition will experience a 
deterioration of control of alignment and will require surgery. 
In general the purpose is to weaken the muscles that pull the 
eyes outward (the lateral rectus muscles) and/or to strengthen 
by tightening the muscles that pull the eyes toward the nose (the 
medial rectus muscles). There may be other associated alignment 
abnormalities that create elevation of one or both eyes (called 
dissociated vertical deviation), and patterns where the eyes are 
more misaligned in up or down gaze (called A or V patterns) 
that are often associated with over-actions of either the superior 
or inferior oblique muscles. Additional procedures on these 
muscles may be required as well. 

Strabismus surgery is most commonly performed on an 
outpatient basis. The decision to proceed is a joint decision 
between and among the patient, family members, and 
physicians—pediatrician and pediatric ophthalmologist. Our 
experience is that families and surgeons come to the decision 
that surgery is indicated at about the same time. In early 
childhood, there is a general tendency to hold off surgery to 
permit development of binocular vision. However, when the eyes 
are deviated more that 25% of waking hours, such binocular 
vision may be increasingly threatened; accordingly, the decision 
to proceed is forced by the deterioration of control. 

Complications may occur with or without surgery. Decreased 
vision in one eye (amblyopia), loss of binocular vision, increasing 

deviation of the eyes and loss of self esteem may affect social or 
work relationships. With surgery, there is no guarantee that the 
eyes will be aligned for life with one operation; second surgeries 
are required about 20% of the time, and substantially more 
frequently in children whose surgery is required under the age 
of 4 years. Other complications are very rare, with infection 
in one in every seven to ten thousand cases, and anesthesia 
complications are extremely rare. For further information about 
anesthesia for children please see www.ntca.com.

After surgery, there will be bright red bruises over the operated 
muscles, on the white of the eyes (lasting 1 to 2 weeks), and 
the eyes may look overcorrected (crossed) for about 2 weeks. 
Persistent over- or under-corrections, or the emergence of 
additional patterns of strabismus may require additional surgery. 
The eyes are irritated for 2 to 3 days, but children generally 
return to full activity within 24 hours.

In summary, the goals of treatment of exotropia are good 
vision in both eyes, comfortable use of well-aligned eyes, good 
binocular vision, and the fewest number of surgeries as possible.  
Such outcomes are the rule, but cannot be assured. Early 
identification and correct timing of appropriate interventions 
will increase the likelihood of success. For further information, 
please visit www.abceyes.com and www.aapos.com. 
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Amblyopia is a common pediatric vision problem and is responsible for vision loss in more children than all other causes 
combined.  Amblyopia is decreased vision of a child that results when one or both eyes send a blurry image to the brain and 
so the brain does not learn to see clearly.  Amblyopia may occur even when there is no observable structural abnormality of 
the eye.  If not treated in a timely fashion, the vision loss may become permanent.

There are three types of amblyopia- strabismic amblyopia, deprivation amblyopia, and refractive amblyopia. A child 
may have one type or any combination of the three, but all types result in reduced vision in the a"ected eye.  Strabismic 
amblyopia develops when the eyes are not aligned.  When an eye turns in, out, up or down, the brain may “turn o" “the 
eye that is not aligned and the vision subsequently decreases.  Deprivation amblyopia develops when a cataract or similar 
condition “deprives” a child’s eye of visual input if not treated very early.  Refractive amblyopia occurs when a child has a 
large or unequal amount of refractive error and the brain “turns o"” the eye that has the larger refractive error.  Parents and 
primary care physicians may not notice a problem because the eyes are often aligned and the “good eye” vision is normal.   

To treat amblyopia, the underlying cause of the amblyopia is first treated (correction of refractive error with glasses, removal of the cataract etc.) then the vision is 
reassessed.  If vision is still reduced then amblyopia treatment is considered. The two main forms of treatment are patches and eye drops.  Occlusion treatment involves 
patching the better seeing eye to stimulate vision in the amblyopic eye.   The ophthalmologist prescribes the hours per day to patch and the length of treatment based 
on the age of the child and severity of the vision deficit.   Ophthalmologists may sometimes prescribe an eye drop to treat mild and moderate degrees of amblyopia.  The 
eye drop is used in the better seeing eye to “penalize” or blur the vision to below the level of the poor seeing eye.   Follow up exams will assess vision and determine if 
there has been any improvement in the amblyopic eye.  The earlier a child begins treatment the better the treatment result.  Usually by the age of 9-10 years the visual 
system is stable and the vision does respond to treatment.  However, vision improvement can occur up to 17 years old in some cases.

The goal of amblyopia treatment is the best possible vision in each eye.  While not every child can be improved to 20/20, most can obtain a substantial improvement 
in vision.  Realistic goals depend on the age of the child, the level of vision when amblyopia is diagnosed, and the patient’s compliance with the prescribed treatment.

What is Amblyopia and How is it Treated?
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Cynthia Beauchamp, MD, FAAP Dr. Beauchamp, a board certified ophthalmologist, joined the practice in 
2008 after completing a Fellowship in Pediatric Ophthalmology & Strabismus at the University of Texas Southwestern 
and Children’s Medical Center of Dallas and Residency in Ophthalmology at the University of Texas Southwestern. She 
received her MD from Northwestern University Medical Center in Chicago, where she was elected to the Alpha Omega 
Alpha Honor Society in her junior year. Dr. Beauchamp received both Bachelors and Masters Degrees in Organizational 
Behavior from Stanford University in Palo Alto, CA.

Dr. Beauchamp has authored several articles in referenced medical literature and a chapter in a major ophthalmology 
reference book.  She has served as an associate examiner for the American Board of Ophthalmology.

Alan D. Davis, MD Dr. Davis obtained his medical degree from Duke University School of Medicine in Durham, 
North Carolina and completed his residency at the University of California at San Francisco. Dr. Davis was fellowship 
trained in Pediatric Ophthalmology at Indiana University and Sydney University in Australia. He is Board Certified in 
Ophthalmology. Dr. Davis belongs to the American Association of Ophthalmology, Texas Pediatric Ophthalmology 
Society, American Association of Pediatric Ophthalmology and Strabismus, American Medical Association, Texas Medical 
Association and Dallas County Medical Society.

Dr. Davis holds Board positions for Dallas Services, Pearle Vision Foundation, Dallas Services for Visually Impaired 
Children and PediPlace.

Robert P. Gross, MD, FAAP Dr. Gross received his training in ophthalmology at Northwestern University in 
Chicago and Boston University in Boston. His fellowship training in pediatric ophthalmology was completed at the 
Children’s Hospital and Harvard Medical School In Boston. He began his teaching career on the faculty of Harvard 
Medical School and trained medical students, residents and fellows at The Children’s Hospital and the Massachusetts Eye 
and Ear Infirmary.

Dr. Gross is currently Clinical Associate Professor of Ophthalmology at the University of Texas Southwestern Medical 
School in Dallas and the Texas Tech Health Science Center in Lubbock and is board certified in ophthalmology.

Dr. Gross is past chair of the Section of Ophthalmology of the American Academy 0f Pediatrics and past President of the 
Children’s Eye Foundation. He has lectured and trained throughout Europe, Asia and South America and has authored 
or co-authored over 40 peer reviewed papers and textbook chapters. He received the Honor Award of the American 
Association for Pediatrics Ophthalmology and Strabismus in 2005.

George Beauchamp, MD, FAAP Dr. Beauchamp obtained his medical degree at Northwestern University School 
of Medicine and completed his residency at Walter Reed Army Medical Center.  Dr. Beauchamp was fellowship trained 
in corneal surgery and pediatric ophthalmology at the Washington Eye Center and Children’s National Medical Center in 
Washington, D.C. Dr. Beauchamp is Board Certified in Ophthalmology. He served as a Director of the American Association for 
Pediatric Ophthalmology and Strabismus and of the American Board of Ophthalmology from 1981 through 1988. 

Currently he is Professor of Clinical Ophthalmology at the University of Texas Southwestern Medical Center at Dallas where 
he teaches ethics. He serves as Chairman of the Board and Chief Executive O#cer of the Children’s Eye Foundation.  He has 
published over 80 articles in peer review medical journals, including several book chapters.

John T. Tong, MD, FACS, FAAP Dr. Tong is double specialized in both Ophthalmic Plastic Surgery and Pediatric 
Ophthalmology & Strabismus. He obtained his medical degree from Je"erson Medical College in Philadelphia through an 
accelerated program finishing college in 2 years. He was elected to Alpha Omega Alpha Honor Society during his junior 
year in medical school. Dr. Tong completed his residency at the University of California in Los Angeles. He finished his 
first fellowship in Pediatric Ophthalmology & Strabismus with Dr. Marshall Parks at the Children’s National Medical 
Center in Washington, D.C.  Dr. Tong then completed his fellowship in Ophthalmic Plastic Surgery at the University of 
California in Los Angeles and in Beverly Hills where he received extensive experience in facial rejuvenation including 
Botox and facial fillers. 

Dr. Tong is one of only a few physicians in the nation who is both a Fellow of the American Society of Ophthalmic Plastic 
and Reconstructive Surgery, and a Member of the American Association of Pediatric Ophthalmology and Strabismus.

In addition to seeing children for pediatric ophthalmology and strabismus, Dr. Tong sees both children and adults for 
ophthalmic plastic surgery. These include droopy eyelids / ptosis / dermatochalasis, droopy eyebrows, eyelid cancer, 
tearing / nasolacrimal duct problems, in-turning / entropion and out-turning  / ectropion of the eyelids. 

Meet Our Doctors 
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We welcome your input. If you have questions or topics of interest you would like 
addressed in our next issue, please contact one of our physicians.

A clinical newsletter dedicated to North Texas physicians, Viewpoint is published for the information and use of colleagues and friends. It is intended as a 
general guide. Physicians with specific questions should consult one of our doctors.
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Alan D. Davis, M.D.

Pediatric Eye Disease 
Investigator Group
The Pediatric Eye Disease Investigator Group (PEDIG) is 
a nationwide group effort of pediatric eye doctors, both 
in private practices as well as at academic medical centers, 
who carry out important clinical trials evaluating a range 
of treatment options for eye diseases such as amblyopia, 
esotropia, nasolacrimal duct obstruction and myopia. 

The doctors of our practice, along with doctors at 
about 100 different sites throughout the United States 
and Canada, are members of the PEDIG network. The 
centralized functions of the network are carried out by 
the PEDIG Coordinating Center that is part of the Jaeb 
Center for Health Research in Tampa, Florida. 

If you think one or more of your patients may be 
interested in having their child take part in a PEDIG 
study, please contact our office to find out what studies 
are currently enrolling patients and whether the child 
or children may be eligible for one. It is only through 
the generous participation of individuals, such as your 
patients, that we are able to evaluate the potential benefits 
of treatments for childhood eye diseases.  

Pediatric Ophthalmology 
Supports Children’s Eye 
Foundation Programs
The physicians and sta" of Pediatric Ophthalmology 
support Children’s Eye Foundation (CEF) programs. 

The CEF’s mission is the elimination of preventable 
blindness in children through programs of education 
and access to quality of care. 

Currently we contribute time and resources to:

  See By Three: emphasizing the early detection  
  and treatment of potentially blinding conditions  
  in children, including amblyopia (lazy eye)  
  associated with refractive errors, strabismus, and  
  occlusive eye diseases such as cataract. 

  Little Patriots: a volunteer program to assure  
  access to quality of care for the children of  
  military personnel.

PRACTICE PHILOSOPHY Through excellence in patient 

care and research, our goal is to be among those who provide 

the very finest care available in the country, in a warm and 

personable manner. Early detection is the best prevention 

against childhood eye diseases. Physicians and sta" strive to 

meet these expectations through the practice of competent, 

conservative, and compassionate medicine.

R E S E A R C HN E W S
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