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Welcome Message

Dear Colleagues,

As the Asian Neuro-Ophthalmology Society (ASNOS) President, it is my great 
pleasure to warmly welcome you to the 11th Congress of the ASNOS in Bangkok 
in November, 2022. I would like to express my deepest appreciations to Prof. 
Wanicha Chuenkongkaew, the President of 2022 ASNOS Congress and Prof. 
Niphon Chirapapaisan, the Congress Chair and the team of the 2022 ASNOS 
Organizing Committee for their enormous effort in making this happen against 
the COVID-19 pandemic. Now the end of the pandemic is being in sight as 
the head of the World Health Organization (WHO) has suggested. The ASNOS 
congress in Bangkok will be a good opportunity to start exchanging scientific 
ideas about the newest clinical findings and basic investigation in the field 
of neuro-ophthalmology, advancing knowledge in diagnosis, therapeutics and 
technology. On behalf of the Asian Neuro-Ophthalmology Society, finally, last 
but no least I would like to express our cordial gratitude to the Royal College of 
Ophthalmologists of Thailand and the Thai Neuro-Ophthalmology Society (TNOS) 
for their support and collaboration in organizing this meeting in Bangkok. I hope 
all of the participants will enjoy the meeting.

Sincerely yours.

 
Satoshi Kashii, MD, PhD
President of Asian Neuro-Ophthalmology Society

President of Asian Neuro-Ophthalmology Society
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Welcome Message

Dear colleagues,

It is my great pleasure to welcome you on behalf of the Royal College of 
Ophthalmologists of Thailand and the Thai Neuro-Ophthalmology Society (TNOS).

I am glad to invite all the eminent scientists, academicians, young researchers, 
and students from all over the world to attend the 11th Asian Neuro-Ophthalmology 
Society Congress (ASNOS 2022) which will be held in conjunction with the 8th 
Asia Cornea Society Biennial Scientific Meeting (ACS 2022) and the 48th Annual 
Meeting of Royal College of Ophthalmologists of Thailand.

The joint conference is going to take place in person during November 23rd-
25th, 2022 in Bangkok Thailand. The main theme of the 11th ASNOS is “The 
Intersection between Ophthalmology and Neurology”. It will feature highly 
respected internationally renowned speakers who will share, discuss, debate, 
and dissect significant new developments and scientific advancements that 
will impact the future of Neuro-ophthalmology. I am ready to serve you post 
COVID-19 pandemic to build our strong and rich collaboration. I am tremendously 
pleased to welcome all of you in Bangkok. I hope you will join us to make the 
ASNOS 2022 a memorable event!

Wanicha Chuenkongkaew, MD
President of RCOPT and Congress President of ASNOS 2022

President of RCOPT and Congress President of ASNOS 2022



3

Organizing Committee



4

Organizing Committee



5

Keynote Speakers



6

Invited Speakers
International Speakers

Gordon Terence Plant MA, MD, FRCP, FRCOphth, FEAN is a medical graduate of Cambridge University, 
obtaining a first in Physiology. He trained in Neurology at the National Hospital, Queen Square and in 
Ophthalmology at Moorfields. He also spent time in Vision Science supported by the Wellcome Trust 
(returning to Physiology in Cambridge) and as a Medical Research Council Travelling Fellow at the Smith 
Kettlewell Institute in San Francisco. While in San Francisco he took the opportunity to attend clinics 
with the late Bill Hoyt at UCSF. He was appointed Consultant to The National, St Thomas’ and Moorfields 
in 1991. Whilst a full-time NHS Consultant Dr Plant has published over 300 articles with an h-index of 
81. He has trained a large number of Fellows from both Neurology and Ophthalmology backgrounds who 
are now in senior positions as Neuro-Ophthalmologists around the world. He is a passionate believer in 
the need for Physicians specialising in eye disorders and as Training Program Director initiated the first 
Medical Ophthalmology training program in London. Dr Plant has retired from clinical practice in 2020 
but remains active in research and teaching. 

Anthony C. Arnold, MD is the Mary Oakley Foundation Chair in Neurodegenerative Diseases, Vice Chair 
for Education, and Professor & Chief, Neuro-Ophthalmology Division, UCLA Stein Eye Institute, Los 
Angeles, California, USA. He has served as a Director of the American Board of Ophthalmology, President 
and Chairman of the Board of the North American Neuro-Ophthalmology Society, Chair of the ACGME 
Residency Review Committee for Ophthalmology, member of the ACGME Board of Directors, and member 
of the BCSC Neuro-Ophthalmology Committee. He has served as UCLA residency program director 
and as President of the AUPO Ophthalmology Program Directors Council. He has a research interest 
in ischemic and inflammatory optic neuropathies, with more than 100 publications. He has organized, 
chaired, and lectured internationally at numerous clinical and research seminars in neuro-ophthalmology, 
including the World Ophthalmology Congress, the Asia-Pacific Ophthalmology Congress, the Pan American 
Ophthalmology Congress, and the American Academy of Ophthalmology Annual Meeting. 

Dr. Agnes Wong, MD, PhD received her undergraduate degree from Boston University. She then obtained 
her MD degree from McGill University and completed her residency in Ophthalmology at the University of 
Toronto, where she also completed a PhD in Neuroscience and clinical fellowship in Neuro-Ophthalmology. 
Dr. Wong then completed a combined research and clinical fellowship in Pediatric Ophthalmology and 
Strabismus at Washington University in St. Louis, Missouri.

Dr. Wong is currently Professor of Ophthalmology, Neurology, and Psychology at the University of Toronto, 
and an active staff Ophthalmologist and Senior Scientist at The Hospital for Sick Children in Toronto. Dr. 
Wong is the former Ophthalmologist-in-Chief at The Hospital for Sick Children. She is also the former 
Vice Chair of Research in the Department of Ophthalmology at the University of Toronto, where she held 
the inaugural John and Melinda Thompson Chair in Vision Neuroscience for a decade. In her career as 
a physician-scientist, Dr. Wong has published over 120 peer-reviewed papers and held many prestigious 
research grants. She has travelled widely as a visiting professor and invited speaker, as well as won many 
research and teaching awards.

Gordon Plant, MD, PhD

Anthony C. Arnold, MD

Agnes Wong, MD, PhD
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International Speakers

Invited Speakers

Dr. Heather Moss is Associate Professor and Director of Clinical Research in the Stanford Department of 
Ophthalmology. She directs an innovative clinical-research program in biomarker discovery at the Spencer 
Center for Vision Research at Stanford and provides expert neuro-ophthalmic clinical care at the Byers 
Eye Institute at Stanford.

Dr. Moss pursued undergraduate studies in biomedical engineering at the University of Guelph, followed 
by doctoral studies in medical engineering at Harvard and MIT, seeking to improve human health through 
application of engineering principles. Working with patients inspired her to become a physician; after 
earning her medical degree at Harvard, she completed residency training in Neurology and fellowship 
training in Neuro-ophthalmology at the University of Pennsylvania. She spent six years on the faculty 
of the University of Illinois at Chicago, serving as the Director of Neuro-ophthalmology and starting a 
neuro-ophthalmology fellowship training program, before joining the Stanford faculty in 2016.

Her clinical expertise includes diagnosis and treatment of optic nerve diseases, eye movement disorders, 
and neurological pathology affecting visual pathways. She is a national leader in application of telemedicine 
to improve access to neuro-ophthalmic care. Her research lab is developing novel diagnostic approaches 
to neurological and neuro-ophthalmic diseases through application of innovative electrophysiology, 
imaging, and mathematical modeling. She has published over 80 articles in peer-reviewed journals, has 
authored numerous book chapters, and serves on the editorial board of four journals. She is a fellow 
of the American Academy of Neurology (AAN) and the North American Neuro-Ophthalmology Society 
(NANOS) and has been elected to leadership roles in both organizations.

Outside of work Dr. Moss enjoys spending time with her two children, exploring northern California, and 
renovating her 100-year-old house.

Kowsalya Akkayasamy

Designation Present: Consultant, Neuro Ophthalmology Services
Present Affiliation: Aravind Eye Hospital, Madurai, India
Total Experience: 16 Years.
Areas Of Interest: Neuro Ophthalmology
Major Achievements: Honours, Awards. Publications

Published Original articles in state, National journals, ..Invited speaker in State 
National and International conferences.Paper presentation in International 
Conferences.. (APAO-Sydney, Busan).. Conduct regular CME in neurophthalmology in 
Aravind..Trained many fellows in our department..

Dr. Carmen Chan is Chief of Service and Consultant Ophthalmologist at the Hong Kong Eye Hospital 
and Honorary Clinical Associate Professor at the Department of Ophthalmology and Visual Sciences of 
the Chinese University of Hong Kong. After obtaining her primary medical degree from the University 
of Cambridge (UK), she received training initially in internal medicine, then ophthalmology, with a 
subsequent neuro-ophthalmology fellowship with Dr Neil Miller at the Wilmer Eye Institute, USA.  Overall, 
she has published over 70 papers in peer-reviewed journals, 3 book chapters and she is an editorial 
board member of the Journal of Neuro-ophthalmology, Asia Pacific Journal of Ophthalmology, and the 
Hong Kong Journal of Ophthalmology. She is the Convenor of the Hong Kong Neuro-Ophthalmology 
Interest Group, a council member of the Asia-Pacific Neuro-Ophthalmology Society and a member of the 
North American Neuro-Ophthalmology Society International Relations Committee. 

Heather E. Moss, MD, PhD

Kowsalya Akkayasamy, MD

Carmen Chan, MD
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International Speakers

Invited Speakers

Toshiaki Goseki, MD, PhD 

Associate Professor of Ophthalmology, International University of Health and Welfare, Atami hospital, 
Atami, Japan

Toshiaki Goseki is Associate Professor of Ophthalmology, International University of Health and Welfare, 
Atami hospital, and director of ophthalmology of same hospital. Prior to coming to Atami, he trained 
a clinical fellow in pediatric ophthalmology and strabismus at Stein Eye Institute, UCLA, under the 
mentorship of Dr. Joseph L. Demer in 2018-2019. He currently serves as the Secretary General of Japanese 
Neuro-Ophthalmology Society (JANOS) and as a board member of Japanese Association for Strabismus 
and Amblyopia (JASA). He received the Japanese Neuro-ophthalmology Society’s Academic Award in 
2015, and The Hiroishi prize from JASA in 2018.

Hitoshi Ishikawa, MD, PhD
1983 – 1988 Kitasato University School of Medicine (MD)
1990 – 1994 Kitasato University Graduate School of Medical Sciences (PhD)
1994 – 1996 College of Pharmacy, Div. of Pharmacology, The Ohio State University
1996    Associate Professor, Dept. of Ophthalmology Kitasato University School of Medicine 
2005    Professor, Dept. of Orthoptics and Visual Science Kitasato University School of Allied Health 

Sciences 
 Professor, Dept. of Vision Science Kitasato University Graduate School of Medical Sciences

President:  Japanese Neuro-Ophthalmology Society
 Editorial Board and Secretary general: Asian Neuro-Ophthalmology Society
Associate Editor:  Neuro Ophthalmology
Councilor:  Japanese Ophthalmological Society、Japanese Society for Ocular Pharmacology、Japan 

Society of Neurovegitative Research

Satoshi Kashii, Professor of Visual Sciences and Ophthalmology, Faculty of Health and Medical Sciences, 
Aichi Shukutoku University, Japan. Received the degree in medicine at Gifu University School of Medicine 
(1977), the doctorate of medicine degree at Kyoto University Graduate School of Medicine (1986) and 
the Neuro-Ophthalmology fellowship at Albert Einstein College of Medicine (1990). Current research 
interests concern clinical research that addresses function, disease and response to therapy of optic 
nerve disorders and theoretical analyses on visual system on eye movements. He is the President of 
the Asian Neuro-Ophthalmology Society and a member of the World Health Organization (WHO) Medical 
Scientific Advisory Committee (MSAC) for the ICD-11. Also, Co-editor-in-chief of the Japanese Journal of 
Ophthalmology (JJO), and an editorial board member of the Journal of Neuro-Ophthalmology (JNO), and 
the Asia Pacific Journal of Ophthalmology.

Syntia Nusanti graduated from the University of Indonesia in 2007 as an ophthalmologist. In 2011, she 
was honored with a Master’s degree in Medical Education. Right now, she is an Assistant Professor in 
the Ophthalmology Department, Faculty of Medicine, University of Indonesia. She is currently the Head 
of the Neuro-ophthalmology Division as well as the Head of the Ophthalmology Residency Program at 
the Faculty of Medicine, University of Indonesia. She is also the President of the Indonesian Neuro-
Ophthalmology Society (INANOS) and the Head of the National Board Exam Committee in Indonesian 
Ophthalmology Collegium. Her current research interests include Non-arteritic Ischemic Optic Neuropathy, 
methanol toxic optic neuropathy, neuroprotection, and medical education. Syntia Nusanti, MD

Hitoshi Ishikawa, MD, PhD

Toshiaki Goseki, MD, PhD

Satoshi Kashii, MD, PhD
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International Speakers

Invited Speakers

Karen Bulan Reyes, MD, MBA
Immediate Past President – Neuro-Ophthalmology Society of the Philippines
Chief, Division of Neuro-Ophthalmology, University of the Philippines – Philippine General Hospital
Assistant Resident Training Officer – Department of Ophthalmology, Cardinal Santos Medical Center
Section Head, Refractive Surgery, Department of Ophthalmology, Ospital ng Makati
Consultant, Department of Ophthalmology, The Medical City and Rizal Medical Center

Dr. Ming-Hui Sun graduated from Taipei Medical University in 1996 and completed his residency and 
fellowship training at Linkou Chang Gung Memorial Hospital in 2002. He got his PhD degree at Graduate 
Institute of clinical medical science in Chang Gung University in 2010, and then did postdoctoral research 
at Byers Eye Institute in Stanford University from 2014-2016. He has been an Associate Professor of 
Ophthalmology at Linkou Chang Gung Memorial Hospital in Taiwan since 2018. His research interests 
include general ophthalmology, neuro-ophthalmology, and neuro-protection of retinal and optic nerve 
diseases.

Clement Tan (MBBS, MMed (Ophthalmology), FRCSEd, FAMS, MHPE), is Associate Professor and consultant 
ophthalmologist at the National University Hospital, Singapore where he leads the neuro-ophthalmology 
service. He is presently Cluster Director for Ophthalmology, National University Health Services, Director 
of the Division of Graduate Medical Studies, National University of Singapore and Co-Chair of the Joint 
Committees on Specialist Training in Singapore. Besides neuro-ophthalmology, his other interests are in 
Medical Education, Community Ophthalmology and Cataract Surgery.

Dr Shaoying Tan obtained a Bachelor’s degree in clinical medicine from Xiangya Medical School, Central 
South University, China, in 2010. She then completed her MSc and PhD degrees at the Department of 
Ophthalmology and Visual Sciences, The Chinese University of Hong Kong, in 2011 and 2014 respectively. 
From 2015 to 2017, Dr Tan was a Postdoctoral Clinician Researcher at the Department of Ophthalmology, 
Chinese People’s Liberation Army General Hospital. From 2018 to 2020, she worked as an Associate 
Consultant in Ophthalmology in Joint Shantou International Eye Center of Shantou University and The 
Chinese University of Hong Kong, China. Dr Tan joined the School of Optometry of The Hong Kong 
Polytechnic University in 2020 as a Research Assistant Professor.

In addition to the diagnosis and treatment of common diseases in ophthalmology, Dr Tan is an 
expert in glaucoma and neuro-ophthalmic diseases. She has provided clinical service to thousands of 
ophthalmological patients every year. She also joined several poverty alleviation projects, including a 
charity programme for cataract screening and operations in rural areas, and a training programme under 
the Lifeline Express Foundation. 

Ming-Hui Sun, MD, PhD

Shaoying Tan, MD, PhD

Karen Bulan Reyes, MD

Clement WT Tan, MD
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International Speakers

Local Speakers

Invited Speakers

Dr. Wangaryattawanich is a UW assistant professor in the Neuroradiology Section, Department of 
Radiology. He earned his M.D. and board of diagnostic radiology from Chulalongkorn University, Bangkok, 
Thailand. He also completed residency in diagnostic radiology and fellowship in Neuroradiology at the 
University of Pittsburgh Medical Center, Pittsburgh, PA. He completed two other fellowships, including one 
in Pediatric Neuroradiology at the Children’s Hospital of Philadelphia, University of Pennsylvania School of 
Medicine and one in Oncological Neuroradiology at the University of Texas MD Anderson Cancer Center, 
Houston. He has areas of expertise in head and neck radiology and imaging of skull base.

Education
Fellowships: Neuroradiology at University of Pittsburgh Medical Center, Pittsburgh, PA
 Pediatric Neuroradiology at Children’s Hospital of Philadelphia, University of Pennsylvania 

School of Medicine, Pittsburgh, PA
 Oncological Neuroradiology at the University of Texas MD Anderson Cancer Center, Houston, 

TX
Residency: University of Pittsburgh Medical Center, Pittsburgh, PA
MD:  Chulalongkorn University, Bangkok, Thailand

Dr. Supanut Apinyawasisuk is an Adjunct Assistant Professor in Ophthalmology at King Chulalongkorn 
Memorial Hospital, Thai Red Cross Society. He graduated from Chulalongkorn University, Bangkok, Thailand. 
He did his fellowship at Stein and Doheny Eye Institute, University of California in 2016. He is interested 
in various type of optic neuropathies and also abnormal eyelid movement such as hemifacial spasm 
and blepharospasm. He currently teaches medical students, residents and fellows at Department of 
Ophthalmology, Chulalongkorn University. His research field covers optic neuropathies, ocular myasthenia 
gravis, and Botulinum toxin treatment for abnormal eyelid movements.

Dr. Metha Apiwattanakul graduated from Srinakarinwirot University, Thailand in 1999. He finished his 
neurology residency in Prasat Neurological Institute in 2006. He was recruited as the staff in Department 
of Neurology, Prasat Neurological Institute. He obtained the Autoimmune Neurology Fellowship at Mayo 
Clinic, Rochester, Minnesota, USA from 2007-2009 under the supervision of Professor Vanda A. Lennon 
and Professor Sean Pittock. After he came back to Thailand, he established neuroimmunology laboratory 
which serves the neuronal autoantibody testing (paraneoplastic, nonparaneoplastic and AQP4-IgG 
autoantibody) for patients in Prasat Neurological Institute and other hospitals. His majority researches 
are focus on clinical translated immune-mediated neurological disorder in both central and peripheral 
nervous system.

Dr. Chaow Charoenkijkajorn is currently an Ophthalmic Pathology fellow at Stanford University School 
of Medicine. He has completed a clinical fellowship in Neuro-Ophthalmology from Houston Methodist 
Hospital, Texas, USA. He obtained his medical degree from Chulalongkorn University, and Ophthalmology 
residency training from Ramathibodi Hospital, Mahidol University, Bangkok, Thailand. Dr. Charoenkijkajorn 
is keen on bringing together basic and clinical sciences. His enduring passion for science is affirmed 
by being a gold medalist in International Biology Olympic 2008. Beside Neuro-Ophthalmology and eye 
pathology, his interest also includes optics and refraction. He is the author of the book; “Clinical Optics: 
The Lecture Note”, which has earned more than 1,200 downloads to date.

Pattana Wangaryattawanich, MD

Supanut Apinyawasisuk, MD

Metha Apiwattanakul, MD

Chaow Charoenkijkajorn, MD
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Local Speakers

Invited Speakers

Niphon Chirapapaisan, MD is a Professor in Ophthalmology, Director of Neuro-ophthalmology Service, 
Department of Ophthalmology, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand. 
He received neuro-ophthalmology research fellowship from Doheny Eye Institute, University Southern 
California and Massachusetts Eye and Ear Infirmary, Harvard University U.S.A. Currently, he serves as the 
Thai Neuro-Ophthalmology Society’s president. His primary academic interests are neuro-ophthalmology 
and cataract surgery. He was awarded “Tsutsui-Fujino international award” from Japanese neuro-
ophthalmology society 2011, and VDO cataract surgery award from Thai cataract and refractive surgery 
society 2017 and 2018.

Professor Wanicha Chuenkongkaew Is a disciplined and confident Ophthalmologist with medical license 
from the Faculty of Medicine, Chulalongkorn University, Bangkok, Thailand, Thai Board Certification in 
Ophthalmology from the Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, Thailand, 
Fellowship certification in Neuro-ophthalmology, W.K. Kellogg Eye Center, University of Michigan Medical 
Center, U.S.A. and the Kitasato University, Kanakawa, JAPAN. 

She is a founder of Thai Neuro-ophthalmology Society, Thailand since 1995 and served as past-President 
to Thai Neuro-ophthalmology Society for 12 years. She has special interest in optic nerve disease 
and highly performs on research by exploring the relationship between optic neuropathy and the 
mitochondrial genotype and is running clinical trials focusing on hereditary optic nerve diseases. 

She is well recognized for international achievement by being elected as scientific council member of the 
Asian Neuro-ophthalmology Society (ASNOS) in 2001 and Review Editorial Board member of local and 
international journals in Neuro-Ophthalmology since 2009. She was awarded “Tsutsui Prize” from Japan 
for young Asian Neuro-ophthalmologist who made the field develop in her country.    
     
She is well-qualified profession after an appointment as Professor of Ophthalmology at Mahidol University 
in 2005 and is internationally recognized in the expertise area, and widely published. She is joined many 
national and international outstanding illustrated textbooks in Ophthalmology by her contributing author. 
She regularly delivers a keynote speech and chairs conference in the field of Neuro-ophthalmology at 
various scientific forums across the globe. 

She served as an Assistant Dean on Academic Affairs, Siriraj Hospital in 2005-2012, a Vice President on 
Education, Mahidol University with in-depth knowledge of general and health professional education in 
higher education in 2012-2014 and is promoted to highest salary rank (Civil Service C11 equivalent) in 
2015. 
She served as a Chairman, Ophthalmology Residency Training Program and Board Examination 
subcommittee, Royal College of Ophthalmology, Thailand since 2017 and received The Asia-Pacific 
Academy of Ophthalmology (APAO) Distinguished Service Award 2019.

Dr. Charungthai Dejthevaporn, MD, PhD, FAAN

Current Position:
Assistant Professor of Neurology, Consultant Neurologist and Head of Division of Neurology, Department
of Medicine, Faculty of Medicine, Ramathibodi Hospital, Mahidol University, Bangkok, Thailand.

Head and Consultant in Clinical Neurophysiology, Electromyography Laboratory and Neuromuscular
Clinic, Clinical Neurophysiology Unit, Queen Sirikit Medical Centre, Faculty of Medicine, Ramathibodi
Hospital, Bangkok, Thailand

President of Thai Neuromuscular and Electrodiagnostic Medicine Society (THAI-NEMS)

President of The Collaborative Aging and Dementia Research Society Thailand (CART) 

Charungthai Dejthevaporn, 
MD, PhD

Wanicha Chuenkongkaew, MD

Niphon Chirapapaisan, MD
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Local Speakers

Invited Speakers

Dr. Akarawit Eiamsamarng is Neuro-ophthalmologist in Ophthalmology at Siriraj hospital. He graduated 
from Faculty of medicine,Siriraj hospital, Mahidol university,Bangkok,Thailand. He is interested in eyelid 
movement disorder and botulinum toxin . Moreover He interested in facial aesthetics and eyelid surgery. 
He did the fellowship at Korean College of cosmetic surgery and medicine in 2020, His research field 
covers ptosis surgery and Botulinum toxin for aesthetics. 

Dr. Parima Hirunwiwatkul, MD is Associated professor and chief of Neuro-ophthalmology Service at 
Chulalongkorn University and King Chulalongkorn Memorial hospital, Thai Red Cross Society, Bangkok, 
THAILAND. She is former President of Thai Neuro-ophthalmology Society and Past Assistant Director for 
Quality improvement, strategic and budget planning of King Chulalongkorn Memorial Hospital, Thai Red 
Cross Society. She graduated medical degree from the Mahidol University, Siriraj hospital, Ophthalmology 
training at Chulalongkorn University and clinical fellowship in Neuro-ophthalmology from Kellogg Eye 
Center, University of Michigan, Ann Arbor, US.  

Dr. Supharat Jariyakosol is an Associate Professor of Ophthalmology at the Faculty of Medicine, 
Chulalongkorn University, Bangkok, Thailand. She is a Neuro-ophthalmologist at the King Chulalongkorn 
Memorial Hospital. Her research interests include optic neuropathies, diplopia and cranial nerve palsy, 
Botulinum toxin injection for abnormal eyelid movements. She has special interest in Medical Education 
and is an Assistant Dean for Academic Affairs of the Faculty of Medicine, Chulalongkorn University.

Asst. Prof. Panitha Jindahra
Division of Neurology, Department of Medicine
Faculty of Medicine Ramathibodi Hospital, Mahidol University

EDUCATION
2007-2011  Doctor of Philosophy (Ph.D.) in Neurology, University College London, UK
2008  Membership of the Royal Colleges of Physicians of the United Kingdom (MRCP)
2001-2004  Diploma of the Thai Board of Neurology, Division of Neurology, Department of Medicine, 

Faculty of Medicine Ramathibodi Hospital, Mahidol University, Thailand

CERTIFICATIONS
2006  General Medical Council Registration (UK)
2004  Medical Practice License in Neurology in Thailand
1998  Medical Practice License of Thailand

CAREER
2012.08-Present Consultant Neurologist, Division of Neurology, Department of Medicine,
 Faculty of Medicine Ramathibodi Hospital, Mahidol University, Thailand
 Consultant Neuro-Ophthalmologist (part-time), Department of
 Ophthalmology, Faculty of Medicine Ramathibodi Hospital, Mahidol University, Thailand
2010-2012  Locum consultant, Neuro-Ophthalmology Department, St Thomas’ Hospital, London, UK
2008-2011  Co-investigator of two randomized controlled drug trials 1) Atacicept frequent MRI study 

in relapsing-remitting multiple sclerosis phase II and 2)
 Atacicept in optic neuritis phase II, Moorfields Eye Hospital, London, UK
2008  Locum consultant, Neuro-Ophthalmology Department, Moorfields Eye Hospital, London, 

UK

Panitha Jindahra, MD, PhD

Supharat Jariyakosol, MD

Parima Hirunwiwatkul, MD

Akarawit Eiamsamarng, MD



13

Invited Speakers
Local Speakers

NAME: Jiraporn Jitprapaikulsan, MD
SEX: Female
Office: Division of Neurology, Department of Medicine, 
 Faculty of Medicine Siriraj Hospital
QUALIFICATION:         M.D. (Hons, Second Class) Mahidol University 2003.           
                               Diplomate Thai Board of Internal Medicine 2009.  
 F.R.C.P. (Thailand) 2009.     
 Diplomate, Thai Board of Neurology 2013. 
MEMBERSHIPS: 
Member, The Medical Council of Thailand.
Fellow, The Royal College of Physicians of Thailand. FRCP (T).
Member, The Thai Stroke Society.     
Member, The Neurological Society of Thailand.
Member, Thai Parkinson Disease-Movement Disorders Society
Member, Siriraj Medical Alumni Association. 

Dr. Techawit Likitgorn is a Neuro-Ophthalmologist at Thonburi hospital, Bangkok, Thailand. He also works 
as a Neuro-Ophthalmology consultant at Banphaeo international eye hospital, Samutsakorn, Thailand.
 
Dr. Likitgorn obtained his undergraduate medical degree in 2004 at the faculty of medicine of Siriraj 
hospital. He received training in Ophthalmology subsequently Neuro-Ophthalmology at Siriraj hospital. He 
further specialized with a research fellowship in eye movement at Byers eye institute, Stanford University, 
Palo Alto, California. 

Dr. Sirin Lueangaram is a neuro-ophthalmologist with Queen Sirikit National Institute of Child Health 
(QSNICH). In this role, Dr. Sirin Lueangaram manages all aspects of neuro-ophthalmic diseases such as 
pediatric nystagmus and eye movement disorder.

Dr. Sirin Lueangaram is a certified neuro-ophthalmology board and holds the certification from department 
of ophthalmology faculty of medicine Ramathibodi hospital Mahidol university. Dr. Sirin has more than 
three years of pediatric experience in QSNICH.

Dr. Nattapong Mekhasingharak received his MD degree from Mahidol University, where he also completed 
residency training in Ophthalmology and fellowship training in Neuro-ophthalmology. Dr. Nattapong 
is currently Assistant Professor and an active staff Ophthalmologist at Naresuan University Hospital, 
Naresuan University

Techawit Likitgorn, MD

Jiraporn Jitprapaikulsan, MD

Nattapong Mekhasingharak, MD

Sirin Lueangaram, MD
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Dr. Tanyatuth Padungkiatsagul, MD initially received his medical degree Mahidol University and completed 
his residency in Ophthalmology at Faculty of Medicine Ramathibodi Hospital, where he also completed a 
fellowship in Neuro-ophthalmology. Dr. Padungkiatsagul subsequently joined Dr.Moss’s Lab as a visiting 
scholar at Byers Eye Institute, Stanford University, USA. 

Dr. Padungkiatsagul is currently associate professor of Ophthalmology at Mahidol University, and attending 
Neuro-Ophthalmologist at Faculty of Medicine Ramathibodi Hospital. Overall, he has published over 30 
papers in peer-reviewed journals. He is a current member of Thai Neuro-Ophthalmology Society. 

Associate Professor Anuchit Poonyathalang, MD 

Ramathibodi Hospital, Mahidol University, Bangkok, Thailand 
Vice President, The Royal College of Ophthalmologist of Thailand 
President, Thai Manual Small Incision Cataract Society
Vice President, Thai Cataract and Refractive Surgery Society
Head of Cataract surgery volunteer group, The Princess Mother’s Medical Volunteer Foundation. 
Member Oculoplastic society of Thailand. 
Committee Eye Foundation of Thailand

Organizing committee, 31st Congress of APACRS Chiangmai 2018
Organizing committee, 34th Congress of APAO 2019 
Occasional Volunteer to Tilganga Eye Hospital eye camp, Nepal 

Past President, The Royal College of Ophthalmologist of Thailand 
Past President, Thai Neuro-Ophthalmology Society
Past Head of Neuro-Ophthalmology unit, Ramathibodi Hospital, Mahidol University
Past Assistant Dean for Quality Development, Ramathibodi Hospital, Mahidol University.

Natthapon Rattanathamsakul, MD
Internal Medicine Physician, Neurologist, Neuro-Ophthalmologist
Work: Division of Neurology, Department of Medicine, Faculty of Medicine Siriraj Hospital, Mahidol 

University
Degree: M.D. (1st Class Honors) 2010
 Diplomate, Thai Board of Internal Medicine 2016
 Diplomate, Thai Board of Neurology 2018
 Fellowship in Neuro-Ophthalmology 2020
Interest: Neuro-Ophthalmology, Neuro-Otology, Cranial Nerve Disorders
 Neuro-Immunology, Neuroanatomy

Dr. Kanchalika Sathianvichitr is the first Thai APAO international fellowship scholar, working in AI-
related research at Singapore Eye Research Institute. She is a young, enthusiastic Thai-certified Neuro-
ophthalmologist dedicated to applying computer-assisted systems to improve the Thai Healthcare system, 
inspired by her almost two-years’ experience working in the emergency room. During her professional 
career, she initiated many projects that achieved decreasing mortality and morbidity rates and improved 
patient workflows. Moreover, she has experience in various research projects, including writing a corneal-
fitting model code. However, her current interest is in applying AI in medical imaging to develop deep 
learning settings to assist healthcare professionals in diagnosing life- and vision-threatening conditions. 
Her recent work has been associated with a large international consortium, the Brain and Optic Nerve 
Studies using Artificial Intelligence. 

Kanchalika Sathianvichitr, MD

Anuchit Poonyathalang, MD

Natthapon Rattanathamsakul, MD

Tanyatuth Padungkiatsagul, MD
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Invited Speakers
Local Speakers

Busaba Sathornsumetee, MD 
Neuro-Ophthalmologist
Siriraj Piyamaharajkarun Hospital 
Faculty of Medicine Siriraj Hospital 
Mahidol University, Bangkok, Thailand 

Dr.Sathornsumetee received her medical degree from the Faculty of Medicine at Siriraj Hospital, Mahidol 
University. She also completed ophthalmology residency from the Faculty of Medicine at Siriraj Hospital 
then neuro-ophthalmology research fellowship at Emory University School of Medicine in Atlanta, Georgia.
Her clinical expertise includes treatment of patients with optic nerve diseases, diplopia from neuro-
ophthalmic abnormalities.

Dr. Shanop Shuangshoti is affiliated to Pathology, Chulalongkorn University, Bangkok, Thailand where 
he is currently working as Professor. With a background in Anatomic Pathology, Dr. Shanop gained 
experience in neuropathology abroad. Molecular diagnosis of cancers is another subject of his interest to 
bring knowledge from the bench to the bedside. Dr. Shanop has served as the Director of Chulalongkorn 
GenePRO Center, Faculty of Medicine, Chulalongkorn University, one of the well-known molecular diagnostic 
laboratories in Thailand. He has authored and co-authored several national and international publications, 
most dealing with cancer diagnosis, brain tumors, and rabies encephalitis. Dr Shanop Shuangshoti has 
received several awards for his contributions to the scientific community.

Adjunct Associate Professor Sasitorn Siritho, MD
Dr. Sasitorn Siritho is a neurologist at Bumrungrad International Hospital, Bangkok, Thailand. She also 
works at multiple sclerosis and related disorder clinic at Siriraj Hospital, Mahidol University, Bangkok, 
Thailand. She currently serves as the head of the Siriraj Neuroimmunology Center (SiNIC) at Siriraj 
Hospital and the current president of the Thai MS Society.

Dr. Siritho obtained her undergraduate medical degree in 1995 at the faculty of medicine of Siriraj 
Hospital. She undertook a clinical and research fellowship in stroke at the Austin and Rehabilitation 
Centre of the University of Melbourne, Melbourne, Australia, from 2001 to 2003. 

She was following her time as a visiting fellow at the Alzheimer’s Centre of the University of California 
Los Angeles Medical Centre in Los Angeles, California, USA, in 2005. She further specialized with a clinical 
fellowship in multiple sclerosis at the Ottawa Hospital, Ottawa, Ontario, Canada, from 2007 to 2008. 

Her interest is neuroimmunology, including neuromyelitis optica, multiple sclerosis, and related disorder. 
She is a peer-review of more than 50 papers and has published extensively locally and internationally. 

Shanop Shuangshoti, MD

Busaba Sathornsumetee, MD

Sasitorn Siritho, MD
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Name: Worapot Srimanan, MD 
Date of Last Update: June 6st, 2020

Education and Training: 
Degrees, Diplomas and Certifications
2001-2007  Doctor of Medicine (M.D.) 
 Phramongkutklao College of medicine, Bangkok, Thailand 
2013  Thai Board of Ophthalmology 
 The Royal College of Ophthalmology of Thailand 
2014  Fellow of Pediatric and strabismus-ophthalmology 
 Chulalongkorn University, Bangkok, Thailand 
2015 Fellow of Neuro-ophthalmology 
 Chulalongkorn University, Bangkok, Thailand

Professional Experience: 
2009-2010  Fort Suranaree Hospital, Nakornratchasima, Thailand Rotating Intern 
2010-2012  Fort Somdet Chaophraya Mahakasatsuek Hospital, Buriram, Thailand Rotating 

Intern 
2012-2014  Department of Ophthalmology, Phramongkutklao hospital, Thailand Residency in 

Ophthalmology 
2014-2015   Department of Ophthalmology, Faculty of Medicine Chulalongkorn University, 

Bangkok, Thailand 
 Fellowship in Pediatric and strabismus - ophthalmology 
2015-2016 Department of Ophthalmology, Faculty of Medicine 
 Chulalongkorn University, Bangkok, Thailand 
 Fellowship in Neuro - ophthalmology 
2016-now Department of Ophthalmology, Phramongkutklao hospital, Thailand
 Pediatric and strabismus – ophthalmology unit
 Neuro-ophthalmology unit 

Name Tasanee Tantirittisak, MD, FRCP (Thai)
Present academic position: Deputy director Neurological Institute of Thailand (NIT),
  Head of neurological department, Neurological Institute of Thailand.

Education and previous appointments: FELLOWSHIP IN NEUROSONOLOGY, USA 1998

Degree and certificates  MD. (Mahidol University) 1992
  THAI BOARD OF NEUROLOGY, FRCPT. (Mahidol University) 1995
  ASN certified in Neurosonology. 1999
  Certificated in sub board of stroke 2014
  Certification of CEO course, Ramathibodi hospital. 2008
  Certification of Deputy director course, MOPH 2019

Current position  Deputy director of Neurological Institute of Thailand (NIT)
  President of The Neurological Society of Thailand

Other position  Treasurer of Thai society of dementia and Alzheimer disease
  Pioneer and chair of NIT stroke center

Memberships  The Neurological Society of Thailand
  Thai stroke society
  Thai society of dementia and Alzheimer association

Research  Thai Epidemiologic Stroke study (TESS)
  PNI stroke registry

Lecturer and surveyor - MOPH standard stroke center certification (SSCC) in many government and 
private hospitals

  - Hospital accreditation (HA): Disease specific (primary and comprehensive 
stroke center) certification 

Invited Speakers
Local Speakers

Worapot Srimanan, MD

Tasanee Tantirittisak, MD
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Invited Speakers
Local Speakers

Wasee Tulvatana (née Polcharoen) is a Professor of Ophthalmology, formally trained as an ophthalmic 
pathologist. Her specialty and research interest expand from general ophthalmology field, ophthalmic 
pathology, research methods, research transparency and higher education. She has co-founded the Thai 
Clinical Trials Registry, which is the national clinical trial registration website and a primary registry of 
WHO International Clinical Trial Registration Platform.

Education
1990 M.D. (with honors), Faculty of Medicine, Chulalongkorn University, Bangkok, Thailand
1996 Certified Board in Ophthalmology, King Chulalongkorn Memorial Hospital, Bangkok, Thailand
1998 Clinical Fellowship in Ophthalmology (Ophthalmic Pathology Service), Massachusetts Eye and Ear 
Infirmary and Massachusetts General Hospital, Harvard Medical School, Boston, Massachusetts, USA
2004 Master of Science in Health Development (Clinical Epidemiology), Faculty of Medicine, Chulalongkorn 
University

Selected Awards and Honors
2013 Outstanding medical teacher with moral and ethical standards, granted by the Medical Council of 
Thailand
2015 Achariyamitta (Outstanding medical teacher), Faculty of Medicine, Chulalongkorn University
2016 Distinguished service award, Asia-Pacific Academy of Ophthalmology
2021 Kanchanapisek Scholarship (Excellence in Teaching Award), Chulalongkorn University

Publications
She has published more than 70 publications including a national guideline, textbooks and peer-reviewed 
articles. She holds a Thailand patent for an eyeball sectioning instrument and a petty patent for contrast 
sensitivity measurement chart.

Dr. Juthamat Witthayaweerasak, MD, FICO is an Assistant Professor of Ophthalmology who is dedicated 
to improving clinical care of patients with neuro-ophthalmic diseases. She received her MD degree 
from Prince of Songkla University, where she also completed her residency in Ophthalmology. She 
then completed a Postdoctoral Research Fellowship in Neuro-Ophthalmology at Stanford University in 
Palo Alto, California, USA. She is currently the Director of Neuro-ophthalmology Service, Department of 
Ophthalmology, Faculty of Medicine at Prince of Songkla University, Songkhla, Thailand. She is also the 
Assistant Director of the Resident Training Program of Ophthalmology, Prince of Songkla University. Her 
research focuses on diagnosis and treatment of eye movement disorders and optic nerve diseases as 
well as ocular imaging for diagnosis approach in neuro-ophthalmic diseases.

Wasee Tulvatana, MD

Juthamat Witthayaweerasak, MD
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Kitthisak Kitthaweesin, MD
Associate Professor of Ophthalmology, Faculty of Medicine, Khon Kaen University, Thailand.
Received the degree in medicine at Khon Kaen University School of Medicine (1991), Thai board of 
Ophthalmology (1996) and the Neuro-Ophthalmology fellowship at Case Western Reserve University (2001).
Current research interests concern clinical researchs regarding function, disease and response to therapy 
of optic nerve and ocular motility disorders.

Nipat Aui-aree, MD
- MD.: Prince of Songkla university
- Ophthalmology: Chiang Mai university
- Clinical fellow in Neuro-ophthalmology: University of British Columbia, Vancouver, Canada
- Present: consultant in neuro-ophthalmology clinic, Chumphon Ket-Udomsak hospital, Chumphon 

province

Dr. Linda Hansapinyo is currently Associate Professor of Ophthalmology, head of Division of Neuro-
ophthalmology at the Faculty of Medicine, Chiang Mai University, Chiang Mai, Thailand. She also is a 
glaucoma specialist. Her research interests include glaucomatous & non-glaucomatous optic neuropathy, 
optic neuritis and ocular movement disorders.

In addition to glaucoma and neuro-ophthalmology research, Dr.Linda has special interest in innovation 
and image processing to improve patient care. 

Dr. Kankanath Ngamvichairath is a neuro Ophthalmologist at Paolo phahonyothin Hospital. She graduated 
from Phra Mongkutklao College of Medicine, Bangkok, Thailand. She did her fellowship from Chulalongkorn 
university Hospital, Bangkok, Thailand and Basel Univerity hospital, Basel, Switzerland. She is interested 
in various type of optic neuropathies and visual pathway.

Dr. Suntaree Thitiwichienlert is an instructor at the Neuro-Ophthalmology and Pediatric & Strabismus 
units, Department of Ophthalmology, Faculty of Medicine, Thammasat University, Thailand. She earned 
an undergraduate degree (Doctor of Medicine) from the Faculty of Medicine, Siriraj Hospital, Mahidol 
University and postgraduate degree (Diploma of the Thai Board of Ophthalmology) from the Faculty 
of Medicine, Thammasat University, and a research fellowship in Neuro-Ophthalmology from Kitasato 
University, Japan. She has published 16 research papers in national and international academic journals 
and authored 5 books. Her research interests include neuro-ophthalmology and strabismus. She intends 
to pursue neuro-ophthalmic diseases for residents in the future.

Invited Speakers
Chairs

Kittisak Kitthaweesin, MD

Nipat Aui-aree, MD

Linda Hansapinyo, MD

Kankanath Ngamvichairath, MD

Suntaree Thitiwichienlert, MD
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Invited Speakers
Chairs

Dr. Kavin Vanikieti, MD received his first-class honors in MD degree from Chulalongkorn University and 
completed his residency in Ophthalmology at Ramathibodi Hospital, Mahidol University, where he also 
completed clinical fellowship in Neuro-Ophthalmology. Dr. Vanikieti then completed an international 
research fellowship in Neuro-Ophthalmology at Massachusetts Eye and Ear Infirmary, Harvard Medical 
School, Boston, USA. Dr. Vanikieti also completed Asia Pacific Academy of Ophthalmology (APAO) 
Leadership Development Program (LDP) Class 2018-2019. 

Dr. Vanikieti is currently Associate Professor of Ophthalmology and Head of Neuro-Ophthalmology service 
at Ramathibodi Hospital, Mahidol University. Dr. Vanikieti has published over 30 peer-reviewed papers. 
His area of interest is mainly optic neuritis. 

Dr. Manassawee Joradoln is an ophthalmology and deputy director at Golden Jubilee Medical Center, 
Faculty of Medicine Siriraj Hospital, Mahidol University, Thailand. After obtaining her primary medical 
degree, she completed her residency training in Ophthalmology at Ramathibodi Hospital, Mahidol 
University. She has co-organized the ophthalmology department and worked at Golden Jubilee Medical 
Center for 4 years then she did a clinical observership at Wilmers eye institute, Johns Hopkin University, 
USA. Now she has been working at Golden Jubilee Medical Center as a senior ophthalmology staff. Her 
educational reviews and research interests include cranial nerve palsy, ischemic optic neuropathy and 
various types of optic neuropathies.

Dr. Apirath Netipongpiroj, MD obtained his MD degree from Chiang Mai University. After he completed 
his ophthalmology residency from Chiang Mai University. He had worked at a provincial hospital in 
Phichit as general ophthalmologist. He later received training in neuro-ophthalmology at the faculty of 
ophthalmology, King Chulalongkorn Memorial Hospital in Bangkok.

Dr. Netipongpiroj is currently working at Lamphun Hospital, a provincial hospital in northern Thailand, as 
neuro-ophthalmologist and general ophthalmologist.

Kavin Vanikieti, MD

Manassawee Joradoln, MD

Apirath Netipongpiroj, MD
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Invited Speakers
Chairs

Name:  Nanida Tiraset, MD
Office:  Department of Ophthalmology
 Prasat Neurological Institute

Professional experiences
2020-present  Neuro-ophthalmologist,
 Department of Ophthalmology,
 Prasat Neurological Institute, Bangkok, Thailand

Education
2008-2014  Doctor of Medicine (First Class Honors)
 Faculty of Medicine, Prince of Songkla University
 Songkhla, Thailand

2015-2019  Residency Training in Ophthalmology
 Faculty of Medicine, Prince of Songkla University
 Songkhla, Thailand

2018  Clinical Observer in Neuro-ophthalmology
 Department of Ophthalmology,
 Edward S. Harkness Eye Institute
 Columbia University New York, USA

2019-2020  Fellowship Training in Neuro-Ophthalmology
 Faculty of Medicine, Ramathibodi Hospital
 Mahidol University, Bangkok, Thailand

Certifications
 Thai Medical Practice License, the Medical Council of Thailand
 
 Higher Graduate Diploma of Clinical Sciences, Faculty of Medicine, Prince of 

Songkla University
 
 Diploma Thai Board of Ophthalmology, the Medical Council of Thailand
 
 Neuro-Ophthalmology Fellowship, Faculty of Medicine Ramathibodi Hospital, 

Mahidol University
 
 Certificate of Neuro-Ophthalmology Fellowship, The Royal College of 

Ophthalmologists of Thailand
 
 Fellowship of International Council of Ophthalmology (FICO), Neuro-Ophthalmology 

Subspecialty

Dr. Watcharaporn Thongmee, MD received her first-class honors in MD degree from Faculty of Medicine, 
Siriraj Hospital, Mahidol University and completed her residency in Ophthalmology at Khon Kaen 
University. Then, she completed clinical fellowship in Neuro-Ophthalmology at Ramathibodi Hospital, 
Mahidol University. 

Dr. Thongmee is currently Neuro-Ophthalmologist at private hospital and also assistant teacher at 
Ophthalmology Department, Phramongkutklao Hospital. Dr. Thongmee has published many peer-reviewed 
papers. Her area of interest is mainly optic neuritis. Watcharaporn Thongmee, MD

Nanida Tiraset, MD
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Conference Information

Title: 
11th Asian Neuro-Ophthalmology Society Congress (ASNOS 2022)

Theme: 
The Intersection between Ophthalmology and Neurology

Date: 
23-25 November, 2022

Venue: 
Queen Sirikit National Convention Center (QSNCC), Bangkok,

Hosted by: 
The Royal College of Ophthalmologists of Thailand and the Thai Neuro-Ophthalmology Society (TNOS)
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Conference Program
At-A-Glance

WEDNESDAY 23 NOV 2022
8.30 – 9.00 ASNOS Opening Ceremony

9.00 – 11.00   Plenary lecture and Honorary lecture

11.00 – 11.30 The Royal College of Ophthalmologist of Thailand Opening Ceremony

11.30 – 12.00 Special Lecture (RCOPT)

12.30 – 13.30 Lunch

13.30 – 14.45 Symposium: Optic Neuropathy/Visual Pathway 1 

14.45 – 15.15 Allergan Break Symposium

15.15 – 17.15 Symposium: What’s new in Neuro-Ophthalmology

THURSDAY 24 NOV 2022
8.30 – 10.30
8.30 – 10.00

Symposium Eye Movement 
Free paper 1 (MR 102)**

10.30 – 11.00 KOWA Break Symposium

11.00 – 12.30 
11.00 – 12.20

Symposium: Optic Neuropathy/Visual Pathway 2
Free paper 2 (MR 102)**

12.30 – 13.30 Santen Lunch Symposium

13.30 – 15.00 Symposium: Neurology Session
Free paper 3 (MR 102)**

15.00 – 15.30 Break

15.30 – 17.30 Walsh in Asia

18.00 – 20.00 Presidential Dinner*

FRIDAY 25 NOV 2022
8.30 – 10.15 Symposium: Eye movement 2 / Miscellaneous

10.15 – 10.30 Break

10.30 – 12.30 Special lecture

* By Invitation Only
** Room MR 102
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Conference Program
Full Program

23 NOVEMBER 2022
Time Topic Speakers

8.30-9.00 Opening ceremony (ASNOS) (Ballroom 1)
Moderator: Supanut Apinyawasisuk    Satoshi Kashii
 Juthamat Witthayaweerasak     Wanicha Chuenkongkaew
      Niphon Chirapapaisan

9.00-11.00 Plenary lecture and Honorary lecture (Ballroom 1)
Chair: Satoshi Kashii  Co-chair: Niphon Chirapapaisan 

9.00-9.30 (30 mins)
(plenary lecture)

Neuro-Ophthalmology in the 21st Century  Gordon Plant

9.30-10.00 (30 mins) 
(plenary lecture)

Ischemic Optic Neuropathies  Anthony Arnold

10.00-10.20 (20 mins)
Honorary lecture

Why do we roll eyes  Satoshi Kashii 

10.20-10.40 (20 mins)
Honorary lecture

Leber Hereditary Optic Neuropathy (LHON): Bitter or Better?  Wanicha Chuenkongkaew

10.40-11.00 (20 mins)
Honorary lecture

H.I. in Neuro-Ophthalmology  Anuchit Poonyathalang

11.00-11.30 Opening ceremony (RCOPT)

11.30-12.00 Special lecture (RCOPT)

12.30-13.30  Lunch

13.30-14.45 Symposium: Optic Neuropathy/visual pathway 1 (Ballroom 1)
Chair: Heather Moss     Co-chair: Kankanath Ngamvichairath

13.30-14.00 (30 mins) Papilledema: What Don’t We Know? Heather Moss

14.00-14.10 (10 mins) Neuro-ophthalmic Disease in Glaucoma Patient Niphon Chirapapaisan

14.10-14.20 (10 mins) The Second Page of OCT Printout Supharat Jariyakosol 

14.20-14.30 (10 mins) Optic Neuropathies in Paraneoplastic Syndrome Jiraporn Jitprapaikulsan

14.30-14.40 (10 mins) Unexplained Visual Loss: Is Optic Neuropathy Really the Culprit? Tanyatuth Padungkiatsagul

14.45-15.15 Allergan Break Symposium
Anuchit Poonyathalang  Supanut Apinyawasisuk Akarawit Eiamsamarng

15.15-17.15 Symposium: What’s new in Neuro-Ophthalmology (Ballroom 1)
Chair: Carmen Chan   Co-chair: Linda Hansapinyo

15.15-15.45 (30 mins) Telemedicine in Neuro-Ophthalmology Heather Moss

15.45-16.00 (15 mins) OCT in Neuro-Ophthalmology-What’s new? Carmen Chan

16.00-16.15 (15 mins) COVID - 19 Vaccination and Neuro-Ophthalmology Syntia Nusanti

16.15-16.30 (15 mins) A Deep Learning System Can Accurately Discriminate Between 
Optic Disc Drusen and Papilledema

Kanchalika Sathianvichitr

16.30-16.45 (15 mins) Giant Cell Arteritis: A New Era of An Old Disease Juthamat Witthayaweerasak        

16.45-17.00 (15 mins) Besides Well-Known Pupillary Light Reflex Techawit Likitgorn

17.00-17.15 (15 mins) Current Concepts in Optic Neuritis Kowsalya Akkayasamy



24

Conference Program
Full Program

24 NOVEMBER 2022
Time Topic Speaker

8.30-10.30 Symposium: Eye movement 1 (Ballroom 1)
Chair: Toshiaki Goseki      Co chair: Nipat Aui-aree

8.30-9.00 (30 mins)
(plenary lecture)

Skew Deviation: From the Laboratory to the Bedside Agnes Wong

9.00-9.15 (15 mins) Not the Nerve but the Muscle Clement Tan
9.15-9.30 (15 mins) Acquired Esotropia without Limitation of Eye Movements in Adults Nattapong Mekhasingharak
9.30-9.45 (15 mins) Practical Approach of Acute Vertical Diplopia Worapot Srimanan
9.45-10.00 (15 mins) Supranuclear and Internuclear Eye Movement Disorders Natthapon Rattanathamsakul
10.00-10.15 (15 mins) Nystagmus in Children Sirin Lueangaram

Panel discussion
8.30-10.00 Free paper 1 (present 7 mins, Q&A 3 mins) (MR 102)

Chair: Syntia Nusanti    Co-chair: Nanida Tiraset
08.30-08.40 (10 mins) Risk Factors of Non-Arteritic Ischemic Optic Neuropathy in 

Tertiary Center: A 3- Years Study
Talita Zata Isma

08.40-08.50 (10 mins) “Parinaud Syndrome”: A Case Report Julia Mercedes, 
Capuchino Villalva

08.50-09.00 (10 mins) Neuro-ophthalmic Manifestations and Visual Outcomes in Pituitary 
Tumor, A 10-year Study in Chiang Mai University Hospital

Chanakarn Piamjitchol

09.00-09.10 (10 mins) Bilateral Toxic Optic Neuropathy after Methanol Inhalation: A Case 
Report

Nizma Permaisuari

09.10-09.20 (10 mins) A Case Report: Bilateral Asymmetrical Posterior Ischemic Optic 
Neuropathy from Bilateral Internal Carotid Arteries Stenosis

Thanathon Anutraungkool

09.20-09.30 (10 mins) Neuroprotective Effect of Combination Methylprednisolone and 
Citicoline in Rat Model of Traumatic Optic Neuropathy

Antonia Kartika

09.30-09.40 (10 mins) The Diagnostic Challenge in Bilateral Acute Visual Loss Following 
Covid-19 Vaccination: What Not to Missed?

Intan Kautsarani

09.40-09.50 (10 mins) Endothelial Damage during Cold Storage of Corneas and 
Opportunities for its Mitigation

SP Srinivas

10.30-11.00    Kowa Break Symposium
11.00-12.30 Symposium: Optic Neuropathy/visual pathway 2 (Ballroom 1)

Chair: Anthony Arnold    Co-chair: Watcharaporn Thongmee
11.00-11.30 (30 mins) Inflammatory Optic Neuropathies Anthony Arnold
11.30-11.45 (15 mins) Recurrence Prevention Maintenance Therapy for Refractory Optic 

Neuritis in Japan-Focusing on Biologics
Hitoshi Ishikawa

11.45-12.00 (15 mins) Update on NMOSD Metha Apiwattanakul
12.00-12.15 (15 mins) Update in Treatment of Demyelination-Related Optic Neuritis Sasitorn Siritho
12.15-12.30 (15 mins) MOG Associated Optic Neuritis Busaba Sathornsumetee
11.00-12.20 Free paper 2 (present 7 mins, Q&A 3 mins) (MR 102)

Chair: Karen Bulan Reyes  Co-chair: Suntaree Thitiwichienlert
11.00-11.10 (10 mins) Surgical Response of Inferior Rectus Muscle Recession In Thyroid 

Eye Disease Related Diplopia: Case Series
Laphanalt Sutichavengkul

11.10-11.20 (10 mins) Retrospective Study on the Clinical Profile and Treatment 
Outcomes of Carotid Cavernous Fistula

Sita Paramita Ayuningtyas

11.20-11.30 (10 mins) Predictors for Visual Outcome After Silicone Oil Removal in Eyes 
with Complicated Retinal Detachment

Kanpirom Tangpontirak

11.30-11.40 (10 mins) Clinical Features and Prognosis of Acquired Isolated Trochlear 
Nerve Palsy in Songklanagarind Hospital  

Nattawat Kookkaew
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11.40-11.50 (10 mins) Severe Bilateral Neuroretinitis in An Immunocompetent Patient: A 
Case Report

Veeraphatra Wongsantimeth

11.50-12.00 (10 mins) Reliability and Usability of Telemedicine Evaluations for Facial 
Dystonia

Punnaka Pongpanich

12.00-12.10 (10 mins) Retinal Nerve Fiber Layer and Ganglion Cell-Inner layer Thickness 
Changes after Optic Disc Hemorrhage in Non-glaucomatous 
Patients

Takarn Oughtkaew

12.30-13.30    Santen Lunch Symposium
13.30-15.15 Symposium: Neurology session (Ballroom 1)

Chair: Gordon Plant   Co-chair: Kittisak Kitthaweesin  
13.30-14.00 (30 mins) Visual Hallucination Gordon Plant
14.00-14.15 (15 mins) Carotid Artery and The Eyes Tasanee Tantirittisak
14.15-14.30 (15 mins) Higher Visual Cortical Function Panitha Jindahra
14.30-14.45 (15 mins) Associations Among Stroke, Myocardial Infarction, and Amaurosis 

Fugax in a Tertiary Referral Hospital in Taiwan
Ming-Hui Sun

14.45-15.00 (15 mins) Geriatrics Considerations in Visual Impairment Chaow Charoenkijkajorn
13.30-15.15 Free paper 3 (present 7 mins, Q&A 3 mins) (MR 102)

Chair: Shaoying Tan    Co-chair: Apirath Netipongpiroj
13.30-13.40 (10 mins) Visual Outcomes and Factors Affecting Incomplete Visual Recovery 

after Dysthyroid Optic Neuropathy Treatment
Pimkwan Jaru-ampornpan

13.40-13.50 (10 mins) A Delayed Vision Loss in a Non-traumatic Eye after a Contralateral 
Optic Avulsion and Traumatic Globe Luxation

Praelada Wongsirimeteekul

13.50-14.00 (10 mins) Optic Perineuritis After Cosmetic Filler Injection: A Case Report Suphitcha Pantarote
14.00-14.10 (10 mins) Dynamic Change of Optic Nerve Sheath Diameter in Anterior 

Circulation Ischemic Stroke Receiving Endovascular Treatment: 
Preliminary Report from a Prospective Sonographic Study

Pattarapol Kanjanapipatkul

14.10-14.20 (10 mins) An Unusual Case of Retinal Vasculitis Associated with 
Aquaporin-4 Positive Neuromyelitis Optica Spectrum Disorder

Melissa Tien

14.20-14.30 (10 mins) Oculomotor Nerve Involvement as a Relapse in Multifocal Acquired 
Demyelinating Sensory and Motor Neuropathy: A Case Report

Teeramet Pungprasert

14.30-14.40 (10 mins) Correlation between Hemoglobin A1C and Optic Nerve Function 
in MetS Patients with Non-arteritic Anterior Ischemic Optic 
Neuropathy

Seskoati Prayitnaningsih

14.40-14.50 (10 mins) Botulinum Toxin Injection Versus Extraocular Muscle Surgery for 
Acute Acquired Comitant Esotropia

Chawisa Rojanasaksothron

14.50-15.00 (10 mins) The Unusual Bitemporal Hemianopia Sita Paramita
15.00-15.30    Break
15.30-17.30 Walsh in Asia (present 3 mins, discussion 12 mins, Q&A 5 mins) (Ballroom 1)

Satoshi Kashii, Shanop Shuangshoti, Wasee Tulvatana, Pattana Wangaryattawanich
15.30-15.50 (20 mins) Not Your Typical Sellar Mass Mark Christian Pijo Magdaluyo
15.50-16.10 (20 mins) Losing Light in a Moldy Cave: When Rebiopsy Is Warranted Angkoon Luangaram
16.10-16.30 (20 mins) Permanent profound visual loss following transient visual loss Pichaya Kulniwatcharoen
16.30-16.50 (20 mins) Bulging, Blindness & Breathlessness: What and How? Patcharee Kiatsermsakul
16.50-17.10 (20 mins) Recursion of The Hollowness Chaow Charoenkijkajorn
17.10-17.30 (20 mins) Bilateral sequentially painless profound visual loss in a 65-year-

old male.
Manassawee Joradoln

18.00-20.00    Presidential Dinner

25 NOVEMBER 2022

Full Program

Conference Program
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Time Topic Speaker

8.30-10.15 Symposium: Eye movement 2/miscellaneous (Ballroom 1)
Chair: Clement Tan Co-chair: Kavin Vanikieti

8.30-9.00 (30 mins) Nystagmus – Differentiating the Benign from the Ominous Agnes Wong

9.00-9.15 (15 mins) MG Omakase Charungthai Dejthevaporn

9.15-9.30 (15 mins) Sagging Eye Syndrome Toshiaki Goseki

9.30-9.45 (15 mins) Benefits of Botulinum Toxin Treatment on Blepharospasm, More 
than Spasm…it’s life

Parima Hirunwiwatkul

9.45-10.00 (15 mins) Ocular Manifestations in Chiasmal Lesion Karen Bulan Reyes

10.00-10.15 (15 mins) Don’t Blame Ethambutol! Supanut Apinyawasisuk          

10.15-10.30   Break

10.30-12.30 Special lecture (Ballroom 1)
Chair: Ming-Hui Sun   Co-chair: Manassawee Joradoln

10.30-11.00 Children with Idiopathic Intracranial Hypertension: Comparison 
with Adults

Agnes Wong

11.00-11.30 Leber Hereditary Optic Neuropathy: Current Diagnosis & Therapy Anthony Arnold

11.30-12.00 Understanding and Approaching Functional Visual Loss and 
Related Disorders: Tips for the Front-line Provider

Heather Moss

12.00-12.30 Hemianopia in Posterior Cortical Atrophy Gordon Plant

Full Program

Conference Program
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Abstracts

Gordon Plant, MD, PhD

National Hospital for Neurology and Neurosurgery, UK

Neuro-Ophthalmology in the 21st Century

In 1980 I realised that there was a possibility to pursue an interest in visual disorders in Neurology rather than 
Ophthalmology. This was important to me because I had an interest in Visual Science but had no desire to take up 
a career in surgery. As I began my training in London I became aware of the Century-long tradition for Neurologists 
at the National Hospital in Queen Square to work with Ophthalmologists at St Thomas’ Hospital and Moorfields Eye 
Hospital. However, it was in the United States of America that the “job title” of Neuro-Ophthalmologist first emerged 
thanks to Frank Walsh and his student Bill Hoyt. Indeed, it seemed for some decades that only those who had 
worked in Hoyt’s clinic could use that title. I was privileged to take up a post at the three hospitals mentioned in 1991 
and straight away changed the name of the clinic at Moorfields from “Physicians Clinic” to “Neuro-Ophthalmology 
Clinic”. Over 30 years I was witness to a transformation in the service. Advances in clinical examination techniques 
and technology led to a much greater separation in the training of Neurologists and Ophthalmologists, indeed the 
feared “Medical and Neurology” section of the Fellowship examination in Ophthalmology was dropped. In my talk I will 
illustrate the impact that advances in fields such as Magnetic Resonance Imaging, Optical Coherence Tomography and 
Neuro-Immunology have had on the practice of Neuro-Ophthalmology. We have opportunities now to save the sight 
and to otherwise benefit so many more patients provided we continue to train physicians with the necessary skills 
within the two disciplines.

Visual Hallucinations

It is important to realise that the visual world we experience bears only a tenuous relationship to the physical reality 
of the world around us. Evolution has provided us with visual experience based on what humans “need to know” 
in order to survive. I will illustrate this point with examples of so-called visual illusions, where the brain provides a 
conscious experience which is a distorted or even an endogenously created version of reality. A good example is the 
“moon illusion” which has puzzled philosophers for centuries. The size of the moon changes very little in the retinal 
image but it appears much larger to us when near the horizon. The ancient Greek architects were aware that the 
columns of the Parthenon had to tilt inwards in order to appear straight to us. There is no such thing as coloured 
light: the huge range of colours we see are entirely generated in our brain. A combination of different wavelengths 
of light can be perceived as a different colour if the context is changed. It is no surprise then that patients often 
describe to us subjective visual experiences which are internally generated. Common examples are the Charles Bonnet 
syndrome, visual hallucinations in the context of low vision, also in migraine and epilepsy due to internally generated 
electrical activity in visual cortex. In my talk I will take you on a tour of these phenomena emphasising their practical 
importance in differential diagnosis.

Hemianopia in Posterior Cortical Atrophy

Posterior Cortical Atrophy is well established in the Neurological literature. Most cases are a variant of Alzheimer 
Disease. I will begin by discussing the typical presentation and the differential diagnosis. A subgroup of patients present 
with homonymous hemianopia which can be detected when asymptomatic and shows the “Riddoch” phenomemon: 
a dissociated loss of sensitivity to static as opposed to moving stimuli. I will describe how the visual deficit changes 
over time and the development of higher visual and other cognitive deficits.
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Anthony C Arnold, MD

University of California, USA

Ischemic Optic Neuropathies
Nonarteritic anterior ischemic optic neuropathy (NAION) is the most common acute optic neuropathy in patients over 50 
years old. The pathophysiology remains unclear, and there is no proven effective treatment. This session reviews our current 
knowledge of these topics and presents novel imaging data which may provide insight to pathogenesis and future therapy.

Inflammatory Optic Neuropathies
Optic nerve inflammation takes many forms, commonly categorized as demyelinative (related to multiple sclerosis), 
neuromyelitis optica spectrum disorder, and, more recently, myelin oligodendrocyte glycoprotein-associated disease. 
Granulomatous inflammation is a less well-known category of optic nerve inflammation and includes autoimmune (sarcoid) 
and infectious (syphilis) diseases. This session focuses on these last categories, with keys to diagnosis and management.

Leber Hereditary Optic Neuropathy: Current Diagnosis & Therapy 
Leber hereditary optic neuropathy (LHON) is a rare condition affecting young males primarily, with resultant severe bilateral 
visual loss. It may be confusing in presentation, and only very limited treatment options are available. This session presents 
a case which illustrates the difficulty in diagnosis, followed by a review of current options for therapy, including the most 
recent controversial results from the gene therapy trials.
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Agnes Wong, MD, PhD

University of Toronto, Canada

Skew Deviation: From the Laboratory to the Bedside 

In this presentation, we will first examine and compare the clinical presentation of the skew deviation vs fourth 
nerve palsy. We will then focus on understanding the pathophysiology of skew deviation and examine some current 
evidence that shows that skew deviation results from an imbalance of the vestibulo-ocular reflex (VOR) projections 
from the utricles in the inner ears to ocular motoneurons. We will next discuss a novel clinical test that can be used 
to differentiate skew deviation from fourth nerve palsy and other causes of vertical deviation at the bedside. 

Nystagmus – Differentiating the Benign from the Ominous

In this talk, I will present a systematic approach to nystagmus. Salient features of different types of nystagmus, 
including their etiology and pathophysiology, and important diagnostic and treatment issues that differentiate the 
benign from the ominous will be emphasized. 

Children with Idiopathic Intracranial Hypertension: Comparison with Adults

In this talk,  we will discuss the differences in demographic and clinical features between adults and children with 
idiopathic intracranial hypertension (IIH). Emphasis will be placed on understanding the whole clinical picture in 
addition to the opening pressure in diagnosing and managing IIH in children.



30

Abstracts

Heather E. Moss, MD, PhD

Stanford University, USA

Papilledema: What Don’t We Know?

Papilledema, the swelling of the optic nerve head due to intracranial pressure, is an established ophthalmic emergency 
because it can represent secondary causes of high intracranial pressure that need emergent therapy and because of 
the risk of blindness. As a result of foundational research in the 20th century our understanding of papilledema is 
excellent. However there remain clinical challenges in caring for patients with papilledema. This session will review 
these 21st century challenges including how to identify who is at risk of vision loss, how to effectively monitor 
response to treatment and how to achieve timely diagnosis and effective delivery of treatment. 

Telemedicine in Neuro-ophthalmology

The COVID-19 Pandemic disrupted the delivery of care for non-COVID-19 related diseases and ushered in an increased 
interest in and utilization of telemedicine by both physicians and patients. As infection control protocols and 
treatments became more established, there was heterogeneity amongst subspecialties in the delivery of medical 
care with neurology continuing a strong telemedicine component compared with ophthalmology. Telemedicine has 
the potential to address some of the access to care challenges that neuro-ophthalmology faces. However, continued 
investment by both patients and physicians is necessary to make it work. 
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Why Do We Roll Eyes? 

Satoshi Kashii, MD, PhD

Aichi Shukutoku University, Japan

Human cyclovergence is the most robust at near fixation, where it plays an active role in stereoscopic vision. We 
role our eyes to optimizes the cyclodisparity stimulus for stereoscopic depth perception in pitch plane. However, it 
has been shown that vergence eye movements are not essential for stereoscopic depth. Stereoscopic depth can be 
recovered from double images without changes in vergence. Vergence eye movements are useful and required to bring 
very large disparities within the operational range of stereopsis. Human brain is by far smarter than AI. We need not 
roll our eyes to see 3-D images once we have learned and obtained binocular vision during the critical period of our 
visual system development. We have developed such smart visual system without knowing ever since born with the 
first cry. I will review how we see things in 3D i.e. length, width and “depth”. 
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Leber Hereditary Optic Neuropathy: Bitter or Better

Wanicha Chuenkongkaew, MD

Mahidol University, Thailand

Leber’s hereditary optic neuropathy (LHON) is the most common mitochondrial disease characterized by painless 
subacute asymmetrical bilateral optic neuropathy and impairment of central vision and predominantly presents in 
young adult males. The principal mechanism in LHON is mitochondrial dysfunction, which affects complex I subunit 
genes in the respiratory chain. Mutations in these subunits ultimately impair ATP synthesis through oxidative 
phosphorylation and increase the production of reactive oxygen species. This combination may lead vulnerable cells 
like retinal ganglion cells, under triggering conditions, to cross the threshold for apoptosis. It eventually results in 
optic atrophy. The most prevalent 11778 mutation has the poorest visual outcome. It has been long established that 
LHON causes a reduction of ATP synthesis at the optic nerve, leading to eventual vision loss. The first randomized 
controlled trial for a mitochondrial genetic disorder (RHODOS) was conducted to evaluate the safety and efficacy of 
idebenone which is a synthetic analog of coenzyme Q10 idebenone. Ocular gene therapy for the treatment of ND4-
LHON has recently been in clinical trial.
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H.I. in Neuro-Ophthalmology

Anuchit Poonyathalang, MD

Mahidol University, Thailand

The human brain is the most complicated organ. Our remarkable capabilities to remember, think, learn are unlimited. 
To solve Neuro-Ophthalmology problem, ophthalmologist need to understand complex concepts, apply logic and 
recognize patterns of each disorders. Human intelligence in patient management includes making decisions, understand 
emotions, evaluate financial situation and finding options. The thinking process is not constricted to a particular 
pattern but should be adapted to the problems that arise with each process.
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Neuro-ophthalmic Disease in Glaucoma Patient

Niphon Chirapapaisan, MD

Mahidol University, Thailand

It is occasionally challenging to distinguish between neuro-ophthalmological conditions and glaucomatous optic 
neuropathy, especially in patients who have both pathologies. In glaucoma, the clinician should suspect neuro-
ophthalmological conditions if visual acuity, visual field defect, and the appearance of the optic disc are not 
corresponding. A thorough history and physical exam will be beneficial. Clinical parameters that should be assessed 
for neuro-ophthalmological conditions include a history of trauma, use of toxic drugs, sudden visual loss, age under 
40, headache, symptoms of hypothalamic-pituitary dysfunction, diplopia, visual field defects respecting the vertical 
midline, central or cecocentral scotoma, asymmetrical color vision loss, relative afferent pupillary defect, and pallor 
of the neuroretinal rim. In situations where the diagnosis is questionable, neuroimaging can be helpful. The correct 
diagnosis of neuro-ophthalmological conditions does not only avoid an unnecessary antiglaucoma treatment, but also 
preserves the patient’s sight and their life.
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The Second Page of OCT Printout

Supharat Jariyakosol, MD

Chulalongkorn University, Thailand

Optical coherence tomography (OCT) has become a valuable tool in evaluating afferent neuro-ophthalmic conditions. 
Assessment of the macular ganglion cell complex (mGCC) in additional to the retinal nerve fiber layer (RNFL) is 
advantageous in diagnosing, monitoring disease progression, and providing visual prognosis.
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Optic Neuropathies in Paraneoplastic Syndrome

Jiraporn Jitprapaikulsan, MD

Mahidol University, Thailand

The paraneoplastic neurological syndrome is a neurological disorder that results from an immune response to the 
nervous system triggered by a remote tumor. It affects both central and peripheral nervous systems, including optic 
nerves. Ophthalmologic examination is crucial for the diagnosis and differential diagnosis of paraneoplastic syndrome. 
Two antibodies having optic neuropathy are CRMP5 and GFAP. CRMP5-IgG autoimmunity had optic neuropathy 
presented with optic disc edema, often associated with uveitis, retinitis, or both. The MRI orbit finding mostly lacks 
optic nerve enhancement. GFAP-IgG autoimmunity had optic neuropathy that may be asymptomatic or transient 
visual obscuration. A meningoencephalomyelitis with typical linear radial enhancement in the MRI brain concurrent 
with optic disc edema suggests this antibody. 



37

Abstracts

Unexplained Visual Loss: Is Optic Neuropathy Really the Culprit?

Tanyatuth Padungkiatsagul, MD

Mahidol University, Thailand

Optic neuropathy has always been the usual suspects for the etiology of visual loss with normal-appearing fundus 
exam. However, variety of retinal diseases can also cause visual loss with normal-appearing fundus which may leads 
to delayed diagnosis or even unnecessary extensive investigations. Since the fundus abnormality can be subtle and 
below our visual detection threshold, systematic approach and multimodality ophthalmic imaging are crucial in order 
to identify the etiology of visual loss. 

In this talk, I will also present an interesting case of retinal disease masquerading as an optic neuropathy and provide 
a clinical pearl for achieving correct diagnosis.
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OCT in Neuro-Ophthalmology: What’s new?

Carmen Chan, MD

Chinese University of Hong Kong, Hong Kong

Optical coherence tomography (OCT) has become an indispensable tool in ophthalmology, not only for retina and 
glaucoma specialists, but also for neuro-ophthalmologists. In this talk, I will summarize the recent developments of 
the application of OCT in the diagnosis, monitoring, and prognostication of neuro-ophthalmology diseases with an 
emphasis on:

1. the use of extended depth imaging OCT for the diagnosis of optic nerve head drusen
2. the application of OCT Angiography (OCTA), particularly in ischaemic optic neuropathies and in central 

nervous systemic disorders
3. Deep learning using OCT data. Artificial intelligence (AI)‐based diagnostic algorithms have demonstrated 

effectiveness in differentiating between glaucomatous and non-glaucomatous optic neuropathy, and they 
may have a possible role in neurological diseases.

4. RNFL Optical Texture Analysis (ROTA)4- a new analysis algorithm integrating measurements of retinal nerve 
fibre layer thickness and reflectance from standard wide-field OCT scans, which has been shown to correlate 
better with function in glaucoma and non-glaucomatous optic neuropathies.
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COVID - 19 Vaccination and Neuro–Ophthalmology

Syntia Nusanti, MD

University of Indonesia, Indonesia

The discovery of coronavirus disease 2019 (COVID-19) vaccines has been a noteworthy breakthrough in the long 
restlessness of the pandemic. It has prevented tens of millions of deaths from COVID-19 worldwide. However, the 
remarkable advantage of this propitious finding comes with the risk of adverse impacts. Both systemic and organ-
specific complication following COVID-19 vaccination has been reported. Despite the rarity of its overall incidence, 
COVID-19 vaccine-induced ocular adverse events have been reported. There was no distinction between specific 
types of vaccine that would cause the event. Just as with other vaccine-related complications, the etiology of this 
condition was believed to be immune-mediated. In some cases, pre-existing immune-mediated diseases were found 
to exacerbate the condition. Reported cases appear to overlap with complications of COVID-19 infection itself. It is 
presumed that the mechanism of vaccine-induced ocular complications is generated by the same immunological 
pathway of which COVID-19 ocular symptoms manifested. The vaccine-induced ocular complications include mainly 
optic neuritis followed by extraocular nerve palsies, central venous sinus thrombosis, and other intraocular inflammatory 
conditions. A significant portion of reported post-vaccination optic neuritis was associated with MOG antibodies. 
Treatment was mainly steroid considering the etiology and the outcome showed favorable results as far as complete 
resolution. In concordance with the cases found in post-COVID-19 vaccine complications, we also found one case of 
aseptic bilateral cavernous sinus thrombosis with underlying uncontrolled Grave’s disease in our center. Other post-
COVID-19 vaccination cases found in our center include optic neuropathy and ocular myasthenia gravis. Considering 
the large number of people vaccinated, neuro-ophthalmology complications seem to be rare at the population level, 
thus COVID-19 vaccination benefits far outweigh its risk. Nevertheless, we need to remain vigilant for possible adverse 
effect after COVID-19 vaccination.
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A Deep Learning System Can Accurately Discriminate Between Optic Disc Drusen and 
Papilledema 

Kanchalika Sathianvichitr, MD

Thai Neuro-Ophthalmology Society, Thailand

Several novel screening and diagnostic innovations have emerged with the application of Artificial Intelligence in 
ocular imaging. Diabetic retinopathy screening is an excellent example demonstrating how AI substantially impacts 
and reduces healthcare costs and workload. In Neuro-ophthalmology, however, AI-related studies lag behind those 
in other fields of ophthalmology. During this talk, I will deconstruct the challenges hindering AI’s application in 
Neuro-ophthalmological diseases. Moreover, I will share my research experience in this field, and provide updates on 
international collaborations and AI advances, which might overcome the long-standing problems of applying AI to 
Neuro-ophthalmology.
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Giant Cell Arteritis: A New Era of An Old Disease 

Juthamat Witthayaweerasak, MD

Prince of Songkla University, Thailand

GCA is a systemic granulomatous vasculitis which is frequently presented with a wide range of ophthalmic findings. 
Recent research has challenged our knowledge of the diagnosis and treatment of GCA. The aim of this presentation 
is to update diagnosis and management of GCA with a focus on the current literature as following: 

• Temporal artery biopsy remains the gold standard for diagnosis of GCA and immediate high-dose 
corticosteroids remain the standard treatment of GCA

• The advance diagnosis with modern and non-invasive vascular imaging including temporal artery ultrasound 
and magnetic resonance imaging (MRI) of the cranial arteries will promote better recognition of this disease 
if pathological confirmation by performing temporal artery biopsy is limited

• Tocilizumab, an interleukin-6 inhibitor, is an FDA approved steroid sparing agent for GCA based on randomised 
controlled trial evidence of its efficacy in achieving remission with corticosteroid sparing effects
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Besides Well-Known Pupillary Light Reflex

Techawit Likitgorn, MD

Thonburi Hospital, Thailand

Pupillary light reflex is familiar for hundred years. Pupil diameter is constricted in response to intensity of light that 
falls on the retinal ganglion cells (RGCs) and photoreceptor cells of the retina. In recent years, melanopsin retinal 
ganglion cells (mRGCs) were identified. They constitute about 0.2-1% of total RGCs and contribute to non-image 
forming functions of the eye. While rod cells, one of photoreceptor cells, mediate mainly the transient contraction of 
pupil, mRGCs control the steady-state pupil constriction which is called post-illumination pupillary response (PIPR).
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Current Concepts in Optic Neuritis 

Kowsalya Akkayasamy, MD

Aravind Eye Hospital, Madurai, India

Inflammation of the optic nerve is known as Optic Neuritis (ON).

The optic nerve may be affected by inflammation in any part of its course.. Optic neuritis could be Typical or Atypical. 
Atypical ON is refractory to routine treatment.Typical ON include Clinically isolated syndrome (CIS)and Multiple sclerosis.
Atypical ON comprises of Neuromyelitis Optica Spectrum disorder (NMOSD) (AQP4+ and AQP4−),Chronic Relapsing 
inflammatory optic neuropathy,(CRION) and Myelin Oligodendrocyte glycoprotein antibody associated optic Neuritis ( 
MOGAD).

Other autoantibody-mediated disorders include autoantibodies against glial fibrillary acidic protein (anti-GFAP), 
autoantibodies against collapsin response mediated protein 5 (anti-CRMP-5) and autoantibodies against glycine 
receptor α1 subunit (anti-GlyR).

OCT, MRI Brain and Biomarkers are the investigations of choice in ON. Recent developments in treatment apart from 
Intravenous steroids include Erythropoietin, Mesenchymal stem cells, Interferon and Immunomodulators
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Not the Nerve but the Muscle 

Clement WT Tan, MD

National University Hospital, Singapore

Cranial nerve palsies, occurring singly or in groups have typical patterns of eye movement abnormalities. When there 
are no abnormalities on neuroimaging, myasthenia gravis is a frequent first differential diagnosis. Taking a small 
step back to re-appraise the clinical presentation and imaging findings leads to findings other than nerve and brain 
disease.
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Acquired Esotropia without Limitation of Eye Movements in Adults

Nattapong Mekhasingharak, MD

Naresuan University, Thailand

Acquired esotropia with diplopia in adults is mostly caused by CN 6 palsy, which results in abduction deficit and 
incomitant esotropia. Acquired esotropia without limitation of eye movements in adults is infrequent and can be 
associated with various etiologies, including neurological diseases. Esotropia without limitation of eye movements 
in adults can be caused by acute acquired comitant esotropia (AACE), divergence insufficiency, accommodative 
esotropia, decompensated monofixation syndrome, incomplete sixth nerve palsy, sagging eye syndrome, thyroid-
associated orbitopathy, and ocular myasthenia gravis. Although the etiologies are usually benign, serious neurological 
diseases, such as Arnold-Chiari malformation, brain tumors (cerebellum, brainstem, pituitary region, and corpus 
callosum), demyelinating disease, intracranial hypertension, cerebellar ataxia, can also present with esotropia, especially 
when coexisting with nystagmus or other neurological abnormalities. It is recommended that this group of patients 
should undergo complete ophthalmological and neurological examinations, careful ocular motility analysis (comitant 
vs incomitant), cycloplegic refraction to rule out the accommodative component, especially in young patients, and 
neuroimaging should be considered in all patients. 
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Practical Approach of Acute Vertical Diplopia

Worapot Srimanan, MD 

Phramongkutklao Hospital, Thailand

Diplopia is one of the major chief complaints encountered by ophthalmologists. Neuro-ophthalmologists are the key 
person to seek and find out the etiology. Step by step approach is essential for this problem. Acute binocular diplopia 
usually needs emergent workup, consultation, and treatment. The critical talk is on detecting the true binocular 
diplopia and proper investigations.
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Supranuclear and Internuclear Eye Movement Disorders 

Natthapon Rattanathamsakul, MD

Mahidol University, Thailand

Eye movement limitations could be separated into supranuclear, internuclear and infranuclear levels. Supranuclear 
disorders include the gaze palsy, gaze preference, skew deviation, smooth pursuits, and vergence disorders. Internuclear 
disorder include not only the horizontal internuclear ophthalmoplegia (INO), but also the one-and-a-half syndrome 
and its variants, and the vertical one-and-a-half syndrome. In this talk, brief pathophysiology was introduced, and 
the case vignettes were depicted.
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Nystagmus in Children 

Sirin Lueangaram, MD

Queen Sirikit National Institute of Child Health, Thailand

Infantile nystagmus syndrome is an oscillation of eye across the target. Most infantile nystagmus syndrome is 
horizontal and conjugate, with rare vertical variants. Typically, the onset can be observed within 6 months after 
birth in which the patients would have a mix jerk and pendular waveforms. Infantile nystagmus syndrome can also 
be associated albinism, foveal hypoplasia and other debilitating hereditary retinal diseases including achromatopsia, 
congenital stationary night blindness. As such, when nystagmus is the only clinical feature without intrinsic ocular 
diseases, or when the patient shows specific conditions of neurologic nystagmus such as rapid pendular nystagmus, 
it may be critical for ophthalmologists to investigate the brain by magnetic resonance imaging (MRI) to pinpoint the 
exact etiology behind the existence of nystagmus. Though rare, our findings suggested that it is also possible that 
etiologies of infantile nystagmus syndrome can be associated with white matter diseases. Nystagmus is linked to the 
central myelin diseases which are caused by hypo- or demyelination of sensory and motor central nervous system 
fibers, such as Pelizaeus – Merzbacher and Metachromatic leukodystrophy. It is important to diagnose leukodystrohies 
as the etiology of infantile nystagmus since groups of brain disorders have very poor prognoses and life-threating 
conditions.
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Recurrence Prevention Maintenance Therapy for Refractory Optic Neuritis in Japan-
Focusing on Biologics

Hitoshi Ishikawa, MD, PhD

Kitasato University, Japan

Conventionally, long-term oral administration of corticosteroids and immunosuppressants, such as azathioprine and 
cyclosporine has been used to prevent relapse of neuromyelitis optica. Under such circumstances, the use of biologics 
was approved in Japan in 2020. Currently, four types of drugs, namely, eculizumab, a C5 complement inhibitor; 
satralizumab, an interleukin-6 receptor inhibitor; inebilizumab, an anti-CD19 antibody; and rituximab have been 
approved.

I have used satralizumab in 5 patients myself and the effects have been outstanding. The dose of corticosteroids after 
the satralizumab treatment could be tapered off gradually and there has been no case of relapse. As such, biologics 
are effective at preventing relapse; however, they have adverse effects such as the susceptibility to infection and 
exacerbation of infection when taken, and the drug prices are so expensive that they disrupt the balance of health 
care economics. In the lecture, cases of their use will be introduced, and the Japanese insurance system as well as 
the medical expense subsidies for patients with neuromyelitis optica will be discussed.
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Update on NMOSD 

Metha Apiwattanakul, MD

Prasat Neurological Institute, Thailand

Neuromyelitis optica spectrum disorder (NMOSD) is a serious inflammatory disease of the central nervous system. An 
autoantibody that targets the aquaporin-4 water channel is characteristic of this condition. The International Panel 
for NMO Diagnosis (IPND) created the international consensus diagnostic criteria for NMOSD in 2015, classifying the 
condition based on autoantibody seropositivity. For the diagnosis of NMOSD with AQP4-IgG, a single core clinical 
characteristic with AQP4-IgG detection is necessary. For the diagnosis of NMOSD in the absence of AQP4-IgG, at 
least two distinct clinical symptoms are required, one of which must be one of optic neuritis, acute myelitis, or 
area postrema syndrome. Acute brainstem syndrome, acute diencephalic syndrome, and acute cerebral syndrome 
are the other essential clinical criteria. The MRI confirms all these clinical criteria with NMOSD-typical lesions. In the 
past five years, MOG-IgG associated disease (MOGad), formerly known as seronegative NMOSD, has gained attention. 
MOGad clinical characteristics may overlap with NMOSD-AQP4, multiple sclerosis (MS), and acute disseminated 
encephalomyelitis (ADEM). 

Typical optic neuritis is characterized by unilateral loss of visual acuity, pain with eye movement, and, in most cases, 
a response to corticosteroids. Asian patients with severe visual acuity failure are more likely to exhibit atypical 
characteristics, which may manifest as bilateral simultaneous involvement or successive eyes. In all cases of optic 
neuritis, the NMOSD should be evaluated as it is prevalent in Asian countries. Optic neuritis is the most common 
manifestation of MOGAD in adults. In Thailand, testing for AQP4-IgG and/or MOG-IgG is advised for patients with 
optic neuritis.
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Update in Treatment of Demyelination-Related Optic Neuritis

Sasitorn Siritho, MD

Bumrungrad International Hospital, Thailand

Optic neuritis (ON) is an inflammatory condition of the optic nerve, usually affecting young females. Most cases 
are idiopathic; however, they could be associated with demyelinating lesions. Demyelination-Related Optic Neuritis 
encompasses multiple sclerosis (MS), neuromyelitis spectrum disorder (NMOSD), MOG antibody disease (MOGAD), etc. 
A substantial proportion of each disease group is seen depending on race and geography.

Optic Neuritis Treatment Trial (ONTT) was the first study that provided information on the natural history, role of 
steroids in treatment, and risk of developing MS. However, subsequent studies declared that some data at that time 
might be mixed up with other demyelinating diseases apart from MS. 

Although the clinical phenotypic presentation of ON may be indistinguishable initially, some investigations suggest 
predilection of one condition more than the others. 

Treatment of an acute ON attack usually involves high-dose steroid and/or therapeutic plasma exchanges, and 
the treatment response depends on many factors. Maintenance treatment differs according to different disease 
pathogenesis. 

This presentation will gather updated current treatment data, including future treatment trends.
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MOG Associated Optic Neuritis

Busaba Sathornsumetee, MD

Siriraj Piyamaharajkarun Hospital, Thailand

Myelin Oligodendrocyte glycoprotein antibody disease (MOGAD) is caused by a damage of myelin oligodendrocyte 
glycoprotein (MOG) which is a membrane protein expressed on oligodendrocyte cell surfaces and on the outermost 
surface of myelin sheaths. This glycoprotein is believed to be important in the myelination of nerves in the central 
nervous system. MOG antibody appears to mediate directly or activate the complement system to induce central 
nervous system inflammation and optic nerve demyelination. MOG antibodies have been identified in patients with 
isolated or recurrent optic neuritis, AQP4-IgG seronegative neuromyelitis optica spectrum disorder (NMOSD), acute 
disseminated encephalomyelitis (ADEM) and isolated transverse myelitis. Recently, MOGAD has been categorized as 
a distinct entity from both multiple sclerosis (MS) and AQP4-Ab-associated NMOSD, despite that fact that there is a 
clinical overlap among these three entities. 

MOG associated optic neuritis is generally seen in children and young adults with no gender predilection. It is 
more common in Caucasian. Its pathophysiology is incompletely understood. Visual loss is typically severe. Disc 
edema is more common in MOG-associated optic neuritis than AQP4-Ab NMOSD-positive cases. Bilateral, especially 
simultaneous, optic neuritis with recurrent episodes are highly suspicious for this disorder especially in the settings 
of steroid responsiveness and steroid dependence. Positive serum MOG-IgG using cell-based assay is used to make a 
diagnosis. CSF analysis may reveal pleocytosis (50%), whereas oligoclonal bands are rarely found. Enhancement of more 
than 50% of the optic nerve length and optic nerve sheath (optic perineuritis) with sparing of optic chiasm and optic 
tract are common. Lack of demyelinating white matter lesions for MS are associated with this disorder. Intravenous 
methylprednisolone (IVMP) is generally effective in acute phase. Plasma exchange or intravenous immunoglobulin 
may be considered for failure of visual recovery after initiating IVMP. Immunotherapy (rituximab, azathioprine or 
mycophenolate mofetil) is considered to reduce the relapse.
Persistent MOG-Ab titers have been associated with relapse compared with patients without persistent MOG-Ab.

In summary, MOG associated optic neuritis is a treatable condition. Aggressive treatment during acute phase and 
relapse prevention may lead to good visual prognosis.
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Carotid Artery and The Eyes 

Tasanee Tantirittisak, MD

Prasat Neurological Institute, Thailand

The association of carotid artery and the eye are carotid artery provide blood supply to the eye via ophthalmic artery, 
which is the first branch of internal carotid artery before it passes through the intracranial part. Disease of internal 
carotid artery may produce eye symptoms such as transient visual problems, and some eye symptoms may be the 
signs of abnormal blood supply of the brain or stroke.
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Higher Visual Cortical Function

Panitha Jindahra, MD, PhD

Mahidol University, Thailand

After a unilateral retro-chiasmal injury at the primary visual cortex, patients usually suffer from homonymous 
hemianopia in which a contralateral visual field is lost in each eye. However, some can unconsciously perceive visual 
stimuli on the blind hemifield or so-called blindsight. Its underlying neuroanatomy is discussed.
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Associations Among Stroke, Myocardial Infarction, and Amaurosis Fugax in a Tertiary 
Referral Hospital in Taiwan

Ming-Hui Sun, MD, PhD

Chang Gung Memorial Hospital, Taiwan

Background: To determine the associations among carotid stenosis, stroke, and myocardial infarction (MI) in patients 
with amaurosis fugax (AF).
 
Methods: We retrospectively reviewed the records of patients diagnosed as having AF between January 2000 and 
December 2019. Among 14,857 patients with AF in database initially, only 173 were enrolled finally after excluding 
patients with wrong diagnosis, insufficient medical records, or loss of follow-up.

Results: Of the 173 patients with AF, 61 (35.3%) had carotid stenosis, and among them, 18 (10.4%) had severe stenosis. In 
multivariate regression analysis, carotid stenosis was significantly associated with age (P = .009), male sex (P = .006), 
and ischemic heart disease (P = .039). Sixteen (9.2%) patients experienced a stroke after AF diagnosis (mean time to 
stroke: 23.1± 31.1 months, range:1 day~85 month), 11 (68.8%) of whom had carotid artery stenosis (P = .003). Three (1.7%) 
patients had MI after AF (mean time to MI: 24.8±35.9 months, range:12 days~66 months), none of whom had carotid 
artery stenosis (P = .553). Four (2.3%) patients had central retinal artery occlusion (CRAO) after AF, all of whom had 
carotid artery stenosis (P = .034). 

Conclusions: A high incidence of internal carotid artery stenosis was observed after AF attack and was significantly 
associated with stroke. The incidence of MI, and CRAO after AF was low. Among them, only CRAO was associated 
with carotid artery stenosis.
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Geriatrics Considerations in Visual Impairment

Chaow Charoenkijkajorn, MD
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Context: Elderly patients contribute to a large proportion of patients in neuro-ophthalmology clinics. Managing 
elderly people can be very challenging as they have distinct group of medical conditions and often have more than 
one medical issues. Vision loss is the most common cause of geriatric visit in neuro-ophthalmology clinic, followed 
by oculomotor abnormalities. Not only the decline of visual function, visual impairment affects multiple aspect 
of patients life, including decrease functionality of daily living, increased risk of depression, increased severity of 
dementia, increase fall and fracture risk, and increased mortality. This presentation focus on non-visual consequences 
of visual impairment and the approach for active management and prevention.

Objective: This presentation aims to point out potential sequelae of visual loss in elderly patients and how the 
ophthalmologists and neurologists can play an important role in identifying high-risk patients and preventing the 
unfavorable outcomes, with the intention that, the audience can effectively contribute as a part of multidisciplinary 
approach in taking care of elderly with visual impairment.

Outline: 1. Describe how ophthalmologists and neurologists can identify high risk patients. 2. Explain the significance 
and methods of measuring visual function loss 3. Discuss the effect of visual impairment on multiple aspects of a 
patient health, with the emphasis on the impact of fall in elderly and the importance of fall prevention. 4. Demonstrate 
how physicians can play important roles in a successful multidisciplinary approach.
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MG Omakase

Charungthai Dejthevaporn, MD, PhD

Mahidol Univeristy, Thailand

Management of myasthenia gravis (MG) in special population is challenging. Muscle specific kinase (MuSK) antibodies 
associated MG patients do not response to pyridostigmine but do response well to immunotherapy such as 
corticosteroid, plasma exchange and rituximab. In contrast, MG in elderly is usually associated multiple comorbidities 
and is less likely to tolerate the more potent immunosuppressive agents. Immune check point inhibitor associated MG 
is rare but interesting in oncology field. The clinical syndrome is usually overlap with myositis and myocarditis. There 
are new immunotherapies for refractory MG such as complement inhibitor and FcRn inhibitor which some therapies 
have already FDA approved.
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Sagging Eye Syndrome

Toshiaki Goseki, MD, PhD
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Sagging eye syndrome(SES), is horizontal and/or cyclovertical strabismus caused by age-related orbital connective 
tissue degeneration, that was first described in 2009, by Rutar and Demer. Symmetrical sagging of the lateral rectus 
muscles in both eyes causes divergence insufficiency esotropia, and asymmetrical sagging can cause cyclovertical 
strabismus. We have reported that SES is the leading cause of acquired diplopia with the prevalence rate of 24% in 
Japan and 31% in US. Additionally, we have reported that the proportion of sagging eye syndrome in diplopia patients 
increased with age. Patients with SES have not only orbital connective tissue but also periocular degeneration. In this 
lecture, I would like to talk about SES, the number one cause of diplopia, with case reports and the latest research 
results of periocular aging change that is most closely related to SES.
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Benefits of Botulinum Toxin Treatment on Blepharospasm, More than Spasm…it’s life

Parima Hirunwiwatkul, MD

Chulalongkorn University, Thailand

Blepharospasm has a variety of severity ranges, from only increased blinking to unpredictable abrupt eyelids closure 
which affects the patient’s life. The daily-life-affected blepharospasm impacts not only the quality of life in vision 
and social confidence but also life. The unpredicted closed eyelid can happen when patients walk or drive, leading to 
accidents. Because of these, some daily-life-affected blepharospasm patients limit their activities to decrease the risk 
of accidents. Botulinum toxin is an effective treatment for reducing spasms of the upper face muscles and bringing 
the patients to normal life activities. Neuro-ophthalmologists and Neurologists from 14 institutions nationwide in 
Thailand showed the effect of Botulinum toxin to improving severity and frequency of blepharospasm and increased 
quality of life in most dimensions of both visual-specific and generic health-related quality of life by NEI-VFQ-25 and 
EQ-5D-5L questionnaires.
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Ocular Manifestations of Chiasmal Lesions 

Karen Bulan Reyes, MD, MBA

Cardinal Santos Medical Center, Philippines

This is a didactic discussion of the ocular and non-ocular manifestations of patients with chiasmal lesions. Accompanied 
by case summaries seen in the local neuro-ophthalmology clinics. 

The optic chiasm is located above the pituitary gland in most patients. Due to its proximity, any lesions along the 
chiasm would most likely present with visual symptoms. Blurring of vision is the most common presenting symptom. 
There are anatomic variants of the optic chiasm in relation to the pituitary gland, hence manifestations may present 
differently in some cases. A complete neuro-ophthalmologic examination must be done to document the type of 
visual loss (acuity, color vision, field defects, pupil reactions) and assess the status of the optic nerve. In addition, 
the clinical exam can determine if other cranial nerves are involved, e.g. impaired eye movement; and other systemic 
involvement as well, e.g. most common is a headache. Ancillary eye tests such as pseudoisochromatic color plates, 
automated visual fields, and optical coherence tomography are among the baseline diagnostic eye tests that can help 
gauge the severity, progression, and prognostication of patients diagnosed with chiasmal lesions. This, in turn, would 
help the multispecialty team on the treatment plan. 
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Don’t Blame Ethambutol!

Supanut Apinyawasisuk, MD

Chulalongkorn University, Thailand

Ethambutol toxic optic neuropathy (ETON) is one of the most common toxic optic neuropathies. The patient with 
ETON suffers from bilateral simultaneous visual deterioration, characterized by central scotoma, cecocentral scotoma, 
and bitemporal visual field defect. The condition can be diagnosed based on the history of ethambutol intake and 
classic clinical characteristics. However, the patient who receives ethambutol can experience visual loss by other 
etiologies. This topic demonstrates interesting cases of patients who presented with visual deterioration after 
ethambutol administration. Let’s see which is not ETON!
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Risk Factors of Non-Arteritic Ischemic Optic Neuropathy in Tertiary Center: A 3-Years 
Study

Talita Isma, Riski Prihatningtias

Medical Faculty Diponegoro University, Indonesia

Objective 
Non-Arteritic Anterior Ischemic Optic Neuropathy (NAION) is the most common cause of acute optic neuropathy. We 
examined risk factors of NAION in Kariadi Hospital, Semarang

Methods
A cross-sectional study held from the medical record of patients with diagnosis NAION from January 2019-April 2022 in 
Dr. Kariadi Hospital, Semarang. The clinical characteristics and demography (sex, age, bilaterality, visual acuity, contrast 
sensitivity, color vision, visual field, and cup disk ratio) were obtained. The underlying vascular disorder risk factors (diabetes, 
hypertension, and hyperlipidemia) and visual outcome (change in logMAR visual acuity) were compared between young 
NAION (NAIONy) patients (age <50 years) and older NAION patients (>=50 years).

Results
Ninety-four eyes from 65 patients with NAION were included in the study. The most prevalent risk factors for NAION in our 
cohorts were hyperlipidemia in 53 (81.5%) patients, hypertension in 40 (61.5%) patients, diabetes in 32 (49.2%) patients, and 
small cup-to-disk ratio (crowding disk) in 19 (29.2%) patients. Diabetes and hypertension significantly corelated with NAION 
in older patients (p = 0.004 and p= 0.019, respectively). There were no significant differences in visual outcome between 
NAIONy and NAION patients, (p=0.397).

Conclusion
Systemic vascular risk factors have a higher prevalence than small cup to disc ratio in all NAION patients below and above 
50 years. Diabetes and hypertension are more likely to happen in older NAION patients. 
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“Parinaud Syndrome”: A Case Report

Julia Mercedes Villalva, Miriam Louella D. Fermin, Rph, MD, DPBO
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Childhood intracranial tumors are rare accounting to only 3-4% in East Asia. The clinical presentations often vary depending 
on the size, location and invasiveness of the tumor. These children usually present with non-specific signs and symptoms 
of recurrent bouts of headache, nausea, and vomiting without focal deficits, causing delay in the diagnosis of these patients. 
This significant time of delay poses a great challenge to physicians to maintain a high index of suspicion by having a more 
aggressive approach for earlier diagnosis and intervention.

This is a case of an 11-year old male who presented with progressive headache accompanied by limited upgaze on both 
eyes. Patient complained of generalized headache, throat pain and low-grade fever, and was initially diagnosed with Acute 
Tonsillopharyngitis. Due to persistent headache and an episode of projectile vomiting, patient sought another consult to an 
Ophthalmologist where he was given prescription glasses for Astigmatism, which did not afford relief. Due to worsening of 
symptoms, patient sought another consult, and was diagnosed with Urinary Tract Infection. A few days later, another episode 
of projectile vomiting associated with headache, diplopia and seizure occurred which prompted admission. Cranial MRI was 
done and revealed a heterogeneously enhancing mass at the pineal region. An emergency ventriculoperitoneal shunt was 
done due to another seizure episode. Patient underwent adjuvant radiotherapy, chemotherapy and incision biopsy. Despite 
optimal therapy, patient passed away as result of multi-organ failure.

Detailed history taking, comprehensive physical examination and appropriate radiological evaluation along with a 
multidisciplinary team are imperative in the prognosis of children with rare intracranial malignancies. Tumor markers may aid 
in determining the type of intracranial tumors, and avoid the morbidity and mortality associated with upfront neurosurgical 
intervention. Adjuvant chemo and radiotherapy along with excision of residual tumor is still the recommended treatment 
modality for better prognosis and survival. 
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Neuro-ophthalmic Manifestations and Visual Outcomes in Pituitary tumor, A 10-year 
Study in Chiang Mai University Hospital

Chanakarn Piamjitchol, Linda Hansapinyo

Chiang Mai University Hospital, Thailand

Objective
Pituitary tumor is one of the common brain tumors and often present with visual impairment. This retrospective study 
aimed to evaluate clinical characteristics including visual acuity (VA), pattern of visual fields (VF) and visual impairment 
scores before and after pituitary adenoma resection.

Methods
A retrospective, cross-sectional comparative study of pituitary tumor patients carried between January 2010 and December 
2019 was done. All patients were performed tumor resection by craniectomy or endoscopic transsphenoidal surgery (ETSS) 
and following with radiation therapy in selected cases. Univariate analysis and multivariate logistic regression analysis were 
used to evaluate the factors affecting to visual function.

Results
We recruited 103 patients who completed ophthalmological evaluation before and after surgery. The mean age ± SD was 
50.84 ± 15.87 years. The mean duration of onset ± SD was 0.52 ± 0.62 years. nCommon initial presenting symptoms were 
headache (34.95%), bilateral visual loss (30.10%) and unilateral visual loss (29.13%). There were 36.69% of functioning tumor. 
Pituitary apoplexy was presented in 11 patients (10.68%). Unilateral and bilateral visual loss were found in 24% and 46%, 
respectively. The most common visual field pattern was bitemporal superior quadrantanopia. Visual acuity and visual field 
improvement after surgery was found in 39.8% and 36.2%, respectively. The duration of symptoms and tumor activity were 
associated with initial visual function. The age, duration of symptoms, type of surgery and initial visual function were 
associated with final visual outcomes.

Conclusion
Visual symptoms and signs are common presentation of pituitary tumors. The duration of symptoms was associated with 
before and after surgery visual outcomes. Craniectomy, initial visual acuity, initial visual impairment score was associated 
with final visual outcomes. Early detection of tumors may be beneficial to preserve postoperative visual functions.
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Bilateral Toxic Optic Neuropathy after Methanol Inhalation: A Case Report
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Department of Ophthalmology, Faculty of Medicine Universitas Indonesia - Cipto Mangunkusumo Hospital, Jakarta, Indonesia

Introduction
Methanol intoxication is a common problem in many parts of the world. Methanol-induced optic neuropathy is a serious 
condition that may result in long-term or irreversible visual impairment or even blindness secondary to damage and loss of 
function of the optic nerve. Prevalence of methanol-induced toxic neuropathy in Indonesia is 31 cases in 2 years. Ingestion 
is the most common form of toxicity; however, inhalational exposures likewise occur but are documented rarely. We report 
a case of bilateral toxic optic neuropathy after methanol inhalation in the workplace.

Case Description
A 37-year-old male has been working in Agarwood Industry for 1.5 years. Methanol is used as a solvent in agarwood boiling 
process. Afterwards, drying of agarwood extraction is performed under direct sunlight. Four days before admission, agarwood 
extraction was not taken out after distillation process using methanol. The patient still worked in the same room for 3 
hours. The day after, the patient presented to our emergency department with sudden blurry vision in both eyes. Nausea, 
vomiting, abdominal pain, headache, seizures, faint, and shortness of breath were denied. Four other friends working in 
the same place only complained dizziness and nausea, without any eye problems. On presentation, visual acuity (VA) was 
hand movement bilaterally with dilated, decrease light reflex, and swollen optic discs. An arterial blood gas analysis showed 
systemic metabolic acidosis. High-dose intravenous pulse steroid for 5 days, sodium bicarbonate, and citicoline were given. 
At the final follow-up at one month, VA was 2 meter and 1 meter finger counting in the right and left eyes, respectively.

Conclusion
Methanol toxicity through inhalation route in industrial setting can cause a non-reversible toxic optic neuropathy. Protection 
should be used for workers in danger of methanol exposure. This case underlines the importance of citizens, workers, and 
governments being aware of the health risks of methanol toxicity.
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A Case Report: Bilateral Asymmetrical Posterior Ischemic Optic Neuropathy From 
Bilateral Internal Carotid Arteries Stenosis 
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Introduction
Posterior ischemic optic neuropathy (PION) is caused by ischemia of the posterior part of optic nerve and can manifest 
as painless visual loss. PION has been classified into three types; non-arteritic, arteritic and perioperative. Non-arteritic 
PION is related to systemic diseases or life-threatening vascular conditions including carotid dissection and carotid artery 
stenosis. We report a case of bilateral asymmetrical PION from bilateral internal carotid arteries (ICA) stenosis without other 
underlying diseases.

Case Description
A 66-year-old man presented with acute unilateral painless visual loss of the right eye for eight days. Best corrected visual 
acuity (BCVA) was 6/12 and 6/18 in the right and left eye, respectively. Pupils were three millimeters in size and reacted 
well to light with relative afferent pupillary defect in the right eye. Funduscopy was unremarkable. Goldmann perimetry 
showed constricted visual field of both eyes, worse on the right. Magnetic resonance imaging (MRI) of brain and orbit 
revealed thickening of cavernous part of right ICA without optic nerve enhancement. Intravenous methylprednisolone was 
administered for 3 days. Three days after beginning of treatment, the patient developed acute painless visual loss of the 
left eye. BCVA was 6/60 and visual field constriction of left eye was observed. Magnetic resonance angiography and MRI of 
brain and orbit demonstrated bilateral atherosclerotic plaque of ICA. Patient was diagnosed with bilateral PION from bilateral 
ICA stenosis. Antiplatelet was started and continued lifelong. Unfortunately, the patient lost to follow up before neurosurgery 
consultation for role of surgery.

Conclusion
Patient with bilateral ICA stenosis could manifest with bilateral asymmetrical acute visual loss from bilateral non-arteritic 
PION. Therefore, early recognition of PION and further investigations for evidence of ICA stenosis are mandatory, particularly in 
patients without history of surgery or underlying diseases. Antiplatelet and proper surgical procedure would be recommended 
to prevent life-threatening conditions.
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of Traumatic Optic Neuropathy
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Objective
To examine retinal ganglion cell density in rat model of TON after administration single treatment of methylprednisolone, 
citicoline and combination of both agents.

Methods
Animal experimental study with rat model of TON was conducted. Optic nerve crush procedure was induced in 21 male 
Wistar rats. Three groups of treatment were assigned randomly, in which Group I received methylprednisolone, group II 
received citicoline, and group III received combination of both agents. Seven days after treatment, enucleation was performed 
and histopathology examination of retinal ganglion cell density was assessed in all three groups.

Results
The mean retinal density cell density in group I was 61,86 ± 7,034 cells per field of view; group II was 65,43 ± 7,368 cells per 
field of view; and group III was 81,86 ± 10,189 cells per field of view. There was significant difference in mean RGC density 
between the three groups (p value = 0,001). Mean retinal ganglion cell density in group I was lower than group II, but not 
statistically significant (p value = 0,432). Mean retinal ganglion cell density in group I was significantly lower than group III 
(p value = 0,002). Mean retinal ganglion cell density in group II was significantly different from group III (p value = 0,001).

Conclusion
Retinal ganglion cell density in rat model of TON following combination treatment with methylprednisolone and citicoline 
was significantly higher compared to single treatment with methylprednisolone and single treatment with citicoline.
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Introduction
Several uncommon COVID-19 vaccine-related ophthalmological side effects have been observed, such as vision loss. It is 
crucial to rule out the etiology of any vision loss after receiving the COVID-19 vaccine by excluding the worst presumed 
causes. The prognosis and the treatment outcome can be predicted by understanding the mechanism of action of the 
vaccine and determining the cause of vision loss. This case provides a comprehensive approach in distinguishing between 
ischemia and inflammation in patient with systemic hypertension. 

Case Description
A 37-year-old male patient was admitted to the emergency ward with a sudden bilateral loss of light perception 19 hours 
after his first dose of covid-19 vaccine. His blood pressure was 170/100 and his relative afferent pupillary defect (RAPD) 
test were positive in both eyes. To investigate the natural history of the illness, we performed brain and orbital magnetic 
resonance (MR) Imaging, MR Angiography and MR Venography. In addition, in order to discover other risk factors, we 
performed thromboelastography, d-dimer and Aquaporin 4-immunoglobulin G (AQP4-IgG). Anterior to posterior Optical 
Coherence Tomography (OCT) and fundus photography; no abnormalities were found during these examinations. Visual 
evoked potential (VEP) examination was the only examination with abnormal finding, revealed a bilateral prolonged which 
indicates optic neuritis. After the exclusion of vasculopathy and neuromyelitis optic spectrum disorder, the patient was 
finally diagnosed with a bilateral post-vaccination optic neuritis. The visual acuity of both eyes improved to 6/6 within 3 
months after treatment with intravenous methylprednisolone pulse for 3 days followed by oral corticosteroid. 

Conclusion
Careful history taking and determining examination needed such as neuroimaging, electrophysiology and laboratory testing 
are mandatory in decisiving the diagnosis and treatment. Intravenous methylprednisolone pulse therapy giving remarkable 
recovery for visual acuity.
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Objective
While corneal transplantation is relatively successful compared to other organ transplants, it has its challenges. For example, 
the delayed recovery of corneal transparency after the surgery is highly variable and may take weeks to months. In addition, 
endothelial cell loss is accelerated immediately after transplantation. In this study, we have investigated the biochemical 
basis underlying hypothermia’s adverse effects on the endothelium. 

Methods
Porcine corneas were held in cold storage (CS) (4 oC; 1, 3, or 7 days) with CornisolTM medium supplemented with epothilone 
B (microtubule stabilizer, EpoB; 100 nM), SB-203580 (p38 MAP kinase inhibitor; SB; 20 µM), or antioxidants (quercetin, 100 
µM; Vitamin E, 1 mM; deferoxamine, an iron chelator, 10 mM). After CS, we performed immunocytochemistry to image the 
endothelial peri-junctional actomyosin ring (PAMR), microtubules, and zonula occludens (ZO-1). 

Results
CS led to the loss of microtubules, disruption of PAMR, and breakdown of ZO-1 in the endothelium; the severity of these 
effects increased when CS was prolonged. Rewarming the cornea before immunocytochemistry enhanced the damage, but 
the effect was marginal. CS also led to an accumulation of ROS, depolarization of MMP, lipid peroxidation, enhanced lactate 
dehydrogenase release, and increased permeability to FITC-avidin across the monolayer. EpoB, SB-203580, and antioxidants 
significantly opposed all the effects of CS. 

Conclusion
We have demonstrated that CS of corneas results in oxidative stress and microtubule disassembly in the endothelium, 
leading to a breakdown of the apical junctional complex. The effects are opposed by inhibition of p38 MAP kinase, 
stabilization of microtubules, and use of antioxidants. Thus, there is significant potential to improve the preservation medium 
for enhanced transplantation by mitigating damage during CS. Furthermore, prolonged delivery of drugs and antioxidants 
using nanoparticles may prevent CS-induced damage and help surmount potential challenges of acute allograft rejection 
involving cytokines. 
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Objective
To describe surgical response from inferior rectus muscle recession which use force duction test grading to determine 
surgical dose in TED-related hypotropia.

Design
Case series.

Participants
Ten patients with restrictive vertical diplopia due to thyroid ophthalmopathy underwent inferior rectus recession and were 
followed for a minimum of 3 months after initial surgery.

Intervention
All ten patients underwent unilateral inferior rectus recession which using force duction test grading to determine surgical 
dose from 2021 to 2022 in Rajavithi hospital.

Main Outcome Measures
Success was determined by the post-operative alignment less than 10 PD and the absence of vision-threatening complications 
related to strabismus surgery.

Result
Seven of ten patients (70.0%) achieved acceptable alignment with no vision-threatening complications.

Conclusion
Surgical dose determined by force duction test grading alone gave satisfying success rate and may be a useful alternative 
in some patients who cannot tolerate adjustable-sutured method; however, further studies should be performed.
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Objective 
Carotid Cavernous Fistula (CCF) is an abnormal shunt between the carotid artery and the cavernous sinus that can lead 
to devastating clinical manifestations and vision loss. The objectives of this study are to evaluate the demographic 
characteristics, clinical profile, imaging results, and treatment outcomes of CCF.

Methods
A retrospective analysis of CCF medical record data from January 2016 to January 2022 was carried out. Fifty-one cases 
were enrolled in this study. 

Results
There were 51 cases, 34 and 17 of which were traumatic and spontaneous CCF, respectively. The mean age was 42.8 17.5 y.o, 
with traumatic CCF being younger than spontaneous CCF. The majority of spontaneous CCF was female (82.4%). Duration 
between trauma and clinical onset was 4.5 weeks. The majority of patients had proptosis (84.3%), conjunctival vessel 
arterialization (94.1%), ophthalmoplegia (66.6%), and bruit (60.8%). Best-corrected visual acuity was 0.5 (0 – 1.0). As much as 
62.7% required anti-glaucoma therapy. The imaging results showed superior ophthalmic vein dilatation (72.5%), followed by 
cavernous sinus dilatation (41.2%). DSA was performed on 68.6% of CCF patients, with 66.7% having Barrow classification type 
A and 25.9% having type B. Endovascular treatment of nineteen patients resulted in decreased proportions of venous stasis 
and bruit on the follow-up. Conservative treatment in twelve spontaneous cases also resulted in decreased proportions of 
venous stasis and bruit on the follow-up. Following treatment, both visual acuity and intraocular pressure decreased.

Conclusion
Ophthalmologists should identify clinical signs of venous stasis in CCF. With appropriate indication, endovascular and 
conservative treatment resulted in improvement of clinical manifestations. Collaboration between the ophthalmology and 
radiology departments is essential. nnDisclosuresnThe authors declare that there is no conflict of interest in the subject 
matter or materials discussed in this study.
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Introduction
Pars plana vitrectomy with silicone oil tamponade is one of the standard techniques in complicated retinal detachment 
surgery. Following a period of successful retinal reattachment, silicone oil removal (SOR) is recommended to prevent sight 
threatening complications.

Objective
To determine the predictors for visual outcome after SOR in eyes with complicated retinal detachment (RD).  

Methods
One hundred eighty-two eyes with complicated RD that had undergone SOR were retrospectively reviewed.  Snellen best-
corrected visual acuity (BCVA), intraocular pressure (IOP) and complications were recorded at baseline, 1day, 1 month and 
3 months postoperatively. Factors  that might predict the visual outcome were evaluated by univariate and multivariate 
analyses.

Results
Good visual outcome was achieved in 57.14 %. Visual acuity before primary procedure, single primary procedure, macula 
on status, lens operation during SOR and pseudophakia status were found associated with visual outcome on univariate 
analysis. However, after adjusted by multivariate analysis, visual acuity before SOR, 360o peripheral retinopexy, additional 
endolaser during SOR, and pseudophakia status were associated with visual outcome. The complications after SOR included 
redetachment (9.4%), hypotony (6.6 %) and bullous keratopathy (1.7 %).

Conclusion
While anatomical attached retina was achieved in most of the patients, the functional outcomes is still much lower (57.14%). 
Visual acuity before SOR, 360o peripheral retinopexy, additional endolaser during SOR, and pseudophakia status were factors 
that could predict the visual outcome after SOR in eyes with complicated RD.  
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Objective
Trochlear nerve palsy is the most frequent cause of acquired vertical diplopia. Few data are available regarding prognostic 
factors associated with recovery. This retrospective study aimed to determine the etiology and assess the prognostic factors 
of recovery regarding patients with acquired trochlear nerve palsy.

Methods
The time from the onset of symptoms to complete recovery in relation to demographic data, clinical characteristics, and 
etiologies was analyzed using Kaplan–Meier survival curves and the Cox proportional hazards model.

Results
Of 116 eyes (114 patients) diagnosed with acquired trochlear nerve palsy, it was caused by vasculopathy (54.3%), trauma 
(32.8%), and others (12.9%) including late decompensation (n=6), brain tumor (n=5), pachymeningitis (n=3), and undetermined 
causes (n=1). Over a mean follow-up period of 6.5±4.6 months, 77 eyes (66.4%) achieved complete recovery with the time 
to recovery set at 4.4±3.1 months. The 6-month recovery rates of vascular and traumatic group were 74.8% and 32.4%, 
respectively. The potential prognostic factors were the angle of vertical deviation and etiology. Patients with a small angle 
of vertical deviation (≤ 5 prism diopters) at the primary position had a significant higher recovery than those with a 
large deviation angle (adjusted hazard ratios (aHR) 2.04, P=0.004). The recovery rate of palsy from a vascular cause was 
significantly higher among the other causes (aHR 8.45, P=0.003). 

Conclusion
Patients with acquired isolated trochlear nerve palsy were mostly caused by vasculopathy and trauma. The vascular group 
had the highest recovery rate. Furthermore, the initial angle of hypertropia should be considered as prognostic factors of 
favorable outcomes.
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Introduction
Syphilis is a reemerging venereal disease that can affect any organ in the body. Around 0.6 – 2% of syphilis patients at 
any stage have an ocular involvement which presented with various clinical manifestations.Posterior uveitis is the most 
frequently reported. Early diagnosis and timely treatment can prevent blindness in these patients.

Case Description
We reported a case of a 54-year-old male with a history of acute progressive painless visual loss and dyschromatopsia in 
both eyes for 2 weeks. His BCVA was Finger counting at 1 Ft in right eye and Hand motion in left eye respectively. Complete 
ophthalmological examination revealed bilateral marked optic disc edema with a macular star. Peripapillary hemorrhages and 
scattering dot blot hemorrhages were also noted in both eyes. Bilateral neuroretinitis with atypical presentation was likely. 
He revealed a history of multiple sexual partners and constitutional symptoms. He denied any history of genital ulcer, penile 
discharge and skin rash. MRI orbits revealed bilateral optic nerve head enhancement. His VDRL was reactive (1:128). TPHA 
was also reactive. Anti-HIV was negative. Other laboratory findings were normal. He was diagnosed with bilateral syphilis 
neuroretinitis. His CSF VDRL was non-reactive. He was treated with intravenous aqueous crystalline penicillin G 24 million 
units a day for 2 days followed by a 12-day course of 2-gram intravenous ceftriaxone. His BCVA was improved to 20/200 
in right eye and finger counting at 2 Ft in left eye respectively at 3-month follow-up. Optic disc edema were gradually 
improved in both eyes.

Conclusion
Syphilis, the great masquerader, can involve any structures of the eye, causing various and complex clinical pictures. Making 
a diagnosis is challenging and requires a high index of suspicion. CSF VDRL can be non-reactive. A 14-day course of 2-gram 
intravenous ceftriaxone is believed to be an effective alternative regimen.
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Objective
Telemedicine has been increasingly applied in medical practice, with good reliability in assessing movement disorders. 
However, its ability to determine facial movement disorders has never been reported. This diagnostic study aims to 
investigate the reliability and usability of telemedicine evaluations for facial dystonia.

Methods 
Forty-three facial dystonia adults were recruited for 82 telemedicine video recordings. Two in-person visits were arranged 
on the same day with two recorded, in-hospital, telemedicine visits at baseline and 4-6 weeks. The third non-recorded 
telemedicine was held from the patient’s place, 0-3 days before an in-person visit at 12-14 weeks. After 2 months, 
telemedicine video recordings were later evaluated by a neuro-ophthalmologist who performed each in-person visit. Spasm 
severity and frequency which are the main outcomes, were graded by categorized Jankovic Rating Scale (0-2 and 3-4). Signs 
and symptoms indicating complications after botulinum toxin injection, effect on daily activities and travelling expense were 
collected. Kappa statistic was used to calculate intra-rater agreement, together with other appropriate statistics. The usability 
of telemedicine was determined by ‘Thai-Telehealth usability questionnaire (TUQ)’.

Results
Telemedicine, compared to in-person examination, mainly had moderate agreement in assessing signs and symptoms 
associated with facial dystonia (spasm severity: k= 0.415, 95%CI 0.214 to 0.615, spasm frequency: k= 0.407, 95%CI 0.205 
to 0.610) with substantial agreement (k= 0.610, 95%CI 0.364 to 0.855) in detecting lagophthalmos. Sensitivity and NPV of 
lagophthalmos (66.67% to 100% and 94.29% to 100%) and drooping lips (37.5% to 75% and 93.59% to 96.43%) detection 
increased after including symptoms into consideration. Each telemedicine visits reduced mean travelling cost and income 
loss while producing high usability score.

Conclusion 
Telemedicine can be applied for facial dystonia evaluation with a moderate reliability and satisfied usability.
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Objective
To identify change of retinal nerve fiber layer (RNFL) thickness and ganglion cell-inner plexiform layer (GC-IPL) thickness 
after optic disc hemorrhage (DH) using Cirrus optical coherence tomography (OCT) compare with contralateral eyes in non-
glaucomatous patients.

Methods
Fifteen non-glaucomatous patients with unilateral disc hemorrhage were recruited. Fifteen eyes with DH were grouped in 
the DH group and the contralateral eyes without DH were grouped in the non-DH group. RNFL and GC-IPL thickness were 
analyzed using Cirrus OCT at the time of DH and 12 months later. Average and segment of RNFL/GC-IPL thickness in the 
eyes with DH were compared with average and segment of RNFL/GC-IPL at equivalent locations in the contralateral eyes.

Results
At the time of DH, there was no difference in average RNFL thickness, segmental RNFL thickness, average GC-IPL thickness, 
and segmental GC-IPL thickness between two groups. At 12 months, there was no significant difference in average RNFL 
thickness (86.00 ± 17.35 and 89.40 ± 12.54, p=0.46) and segmental RNFL thickness (97.47 ± 29.10 and 101.47 ± 28.35, p=0.57). 
However, there were significant difference in average GC-IPL thickness (77.50 ± 9.93 and 80.64 ± 7.59, p=0.05) and segmental 
GC-IPL thickness (75.79 ± 10.29 and 83.07 ± 10.11, p=0.02).

Conclusion
In non-glaucomatous eyes, RNFL thickness was not significantly changed at 12 months after DH when compared with 
the other eye. However, GC-IPL thickness was significantly reduced in eyes with DH. These findings indicate that DH was 
associated with a decrease in GG-IPL thickness and probably an early structural change prior to RNFL thickness loss. 
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Objective
To report epidemiological data, visual outcomes and factors affecting visual outcomes among Thai patients with dysthyroid 
optic neuropathy (DON).

Methods
We collected demographic and clinical characteristics of 73 eyes among 50 Thai patients that were diagnosed with DON. 
These patients had at least 6 months of follow-up after treatment completion. The pinhole visual acuity (PHVA) before and 
after treatments were compared. Associated risk factors for severe visual impairment at presentation (PHVA 6/60 or worse) 
and incomplete visual recovery (PHVA worse than 6/12) were analyzed.

Results
Thirty-nine eyes with DON (53.4%) had PHVA 6/60 or worse at presentation. Abnormal signs were collected with clinical 
activity score ≥ 3, presence of apical crowding, visual field defect and abnormal color vision were presented in more than 
half of the tested eyes. All subjects were initially treated with IVMP, and some further had orbital decompression (58 eyes, 
79.5%) or radiation therapy (16 eyes, 21.9%). At six-month after treatment completion, overall median PHVA changed from 
6/60 to 6/9.5 (p &amp;lt; 0.001). In subgroup analysis, those who underwent surgery had PHVA improved from 6/60 to 6/12 
(p &amp;lt;0.001), whereas those without surgery had PHVA improved from 6/24 to 6/9.5 (p 0.048). Abnormal color vision 
(odds ratio (OR) 47.9, p &amp;lt; 0.001) and duration from onset of symptoms to diagnosis (OR 1.01, p = 0.037) were found 
to correlate with poor PHVA at presentation. Age (OR 1.15, p = 0.001), presence of diabetes mellitus (DM; OR 5.14, p = 0.036) 
and poor presenting PHVA were correlated with incomplete visual recovery.

Conclusion
DON can present with severe visual loss, but majority recovered with treatment. Ophthalmologists should be aware of risk 
factors associated with incomplete visual recovery including age, presence of DM and poor presenting PHVA.
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Introduction
Traumatic globe luxation and optic nerve avulsion can cause sudden vision loss. We report a complex case whose 
contralateral non-traumatic eye also suffered from a decreased vision two days after the trauma. Further investigations 
revealed the cause to be due to dysthyroid optic neuropathy (DON) in addition to pre-chiasmatic traumatic nerve injury.

Case Description
A 25-year-old woman with diabetes, hypertension, and Graves&amp;#39; disease presented with a sudden painful right 
vision loss after a fall at home. Presenting visual acuity (VA) was 6/24 in right eye and no light perception in the left eye. 
Examination revealed left globe luxation and right exophthalmos with limited extraocular motility. CT showed left orbital 
and suprasellar hemorrhage and bilateral extraocular muscle enlargement with apical crowding. Two days after the trauma, 
the vision in her right eye dropped to 6/60 with total color blindness. Visual field showed inferior arcuate defect with a 
superotemporal defect respecting the midline. MRI demonstrated a total disruption of the left optic nerve with CSF-filled 
optic canal and pre-chiasmatic segment of the left optic nerve, suggesting that the avulsion was in the pre-chiasmatic 
region and may have affected Wilbrand&amp;#39;s knee of the right optic nerve. However, we suspected concurrent DON 
based on her clinical findings. After high dose intravenous steroids were administered and right orbital decompression was 
performed, VA improved to 6/19 and inferior arcuate defect almost resolved but the superotemporal defect remained stable 
after the treatment.

Conclusion
Her partial visual recovery after a DON treatment confirmed our suspicion for concurrent DON and pre-chiasmatic traumatic 
optic neuropathy. Therefore, one should suspect other etiology besides traumatic optic neuropathy when a non-traumatic 
eye presented with a lag in decreased vision after an optic nerve avulsion in the contralateral eye.
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Optic Perineuritis After Cosmetic Filler Injection: A Case Report
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Objective
Cosmetic filler has been widely popular in recent years. An increasing number of cases with reversible and irreversible 
complication has been reported. Here is one interesting case presented with optic perineuritis and orbital inflammation who 
finally had complete visual recovery.

Case Description
A 26-year-old female complained visual loss at 27 hours after hyaluronic filler injection at the forehead. Her best corrected 
visual acuity was 6/12 OD and 6/6 OS. RAPD was positive OD. Periorbital swelling, eyelid swelling, marked chemosis and 
subconjunctival hemorrhage was observed on her right eye. Extraocular muscles movement was mildly limited in all 
direction. Dilated fundus exam showed marked optic disc swelling with disc hemorrhage and shallow subretinal fluid around 
optic disc together with macular, maculopapular bundle folds and posterior vitreous cells which were compatible with optical 
coherence tomography findings. Goldmann visual field test showed reduction of sensitivity of all isopters and constriction 
approximately 10-20 degrees OD comparing to OS. MRI of the orbits showed circumferential enhancement and fat stranding 
around the right optic nerve. Mild swelling and increased enhancement of extraocular muscles were reported. The patient 
was treated with intravenous methylprednisolone 3 days then switched to oral prednisolone. At 1 week follow up visit, the 
patient reported resolution of blurry vision. Her best corrected visual acuity was 6/6 OU. Optic disc edema was decreased 
and no subretinal fluid or macula edema presented.

Conclusion
Although hyaluronic acid which is the main component of injectable cosmetic filler is found in connective tissue in many 
parts of the body, improper placement can cause devastating complications. Hence using the FDA approved product by the 
well-trained injector who can quickly recognize the complication is highly advised to minimize the damage as many cases 
were not fully recovered as in this patient.
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Objective
Endovascular treatment (EVT) for ischemic stroke with large vessel occlusion has been shown to improve the functional 
outcomes. However, clinical deterioration may still occur as a result of complications, such as edema. Optic nerve sheath 
diameter (ONSD) has found to be a non-invasive real-time surrogate marker of the intracranial pressure. We aimed to study 
the dynamics of ONSD over time among those with malignant anterior circulation infarction (MACI).
  
Methods
Prospective observation study has been performed since June 2022. Patients with MACI presenting with 24 hours after the 
onset and eligible for EVT were recruited consecutively. Brain CT was performed at presentation, immediately after EVT, 
and 24 hours after EVT. They were classified into 3 groups according to the progression of the ASPECTS: No Progression 
(NP group), Early Progression after EVT (EP group) and Late Progression at 24 hours (LP group). Orbital ultrasonography was 
used to measure the ONSD and the eye transverse diameter (ETD) by the blind assessor at 12, 24, 36 and 48 hours after 
EVT. Six measurements (3 vertical, 3 transverse) were done each time. The ratio of mean ONSD to ETD was used to avoid 
measurement error.
  
Results 
During 3-month period, 12 patients were included (NP 3, EP 6 and LP 3 cases). All were similar regarding sex, comorbidities, 
onset-to-door time, initial stroke severity and ASPECTS, and time to recanalization. ONSD-to-ETD ratio was found to be 
lower in the NP group (0.19 ± 0.06) than in the EP group (0.22 ± 0.03) and LP group (0.24 ± 0.04). This trend remained the 
same over the 48-hour period, however, the difference did not reach the statistical significance (p&amp;gt;0.05).
  
Conclusion
Ultrasonographic ONSD-to-ETD ratio were somewhat different between anterior circulation stroke patients with or without 
progression of CT findings, the sample size may hinder the statistical significance.
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An Unusual Case of Retinal Vasculitis Associated with Aquaporin-4 Positive 
Neuromyelitis Optica Spectrum Disorder
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Introduction:
This is an unusual case of concurrent retinal vasculitis and optic neuritis in a patient with Aquaporin-4 antibody positive 
Neuromyelitis Optica Spectrum Disorder (AQP4 antibody positive NMOSD).

Case Description
A 28-year-old Chinese female presented with a right-sided central scotoma associated with positive phenomena. Clinical 
examination showed a reduction in right-sided Snellen visual acuity but preserved colour vision. There was a mild relative 
afferent pupillary defect on the right. Visual field examination demonstrated a temporal field defect on the right. Anterior 
and posterior segment examinations were unremarkable on the right. All left eye findings were normal. Fundus Fluorescein 
Angiography demonstrated vascular leakage in the right peripheral retina. Visual evoked potentials demonstrated right optic 
nerve conduction delay with additional changes in the left hemispheric traces, suggestive of involvement at the chiasm. 
Pattern ERG findings suggested early retinal ganglion cell involvement. Full field ERGs were suggestive of impairment of 
right sided rod photoreceptor function with peripheral macular involvement. Contrasted magnetic resonance imaging of the 
brain and orbits showed abnormal signal and enhancement of the right optic nerve with extension to the right side of the 
chiasm. The patient was AQP4 antibody positive and demonstrated good recovery with steroid treatment. 

Conclusion
This is a rare case of retinal vasculitis occurring concurrently with optic neuritis in a patient with AQP4 antibody positive 
NMOSD. There has only been one other case report in literature reporting similar findings. Underlying pathology is postulated 
to be related to the AQP4-IgG mediated disruption of the homeostatic functions of the retina inducing retinal inflammation. 
This case highlights the importance of early recognition of disease, the utility of multimodal investigations including visual 
electrophysiology to correlate structure and function, and prompt treatment to achieve a satisfactory clinical outcome.
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Introduction
 Multifocal acquired demyelinating sensory and motor neuropathy (MADSAM) is a rare subtype of chronic inflammatory 
demyelinating polyradiculoneuropathy (CIDP). It is characterized by asymmetrical painless demyelinating polyneuropathies 
in the distribution of individual peripheral nerves, affecting both motor and sensory fibers. Cranial nerve involvement is 
uncommon in CIDP, but more prevalent in MADSAM. However, ocular motility deficits were infrequently reported. Herein, we 
reported the case of MADSAM with oculomotor nerve palsy.

Case Description
A Thai 60-year-old man presented with bilateral wrist drop, left foot drop and bilateral leg numbness 10 years ago. Nerve 
conduction study showed asymmetrical demyelinating neuropathies with conduction blocks involving bilateral median 
nerves (more severe on the left), bilateral ulnar nerves, left tibial nerve, and bilateral common peroneal nerves. Cerebrospinal 
fluid analysis revealed albumin-cytologic dissociation. Diagnosis of MADSAM was established. He received intravenous 
immunoglobulin (IVIG) every 3 months and mycophenolate mofetil 1500 mg/day as a maintenance therapy.

Later he developed gradual onset of right eye ptosis with intermittent diplopia. On examination, his right eye showed ptosis, 
larger and sluggishly reactive pupil, and limitation of adduction, elevation, and depression of the right eye. Brain and orbital 
magnetic resonance imaging showed the enlargement of multiple cranial nerves, including the bilateral oculomotor nerves 
and the right abducens nerve from the intraconal spaces to the cavernous sinuses, some divisions of bilateral trigeminal 
nerves, and bilateral facial nerves. However, he had no clinical feature of other cranial nerve deficit. Diagnosis of oculomotor 
nerve palsy due to a relapse of MADSAM was made. After administration of IVIG, the degree of ptosis and ocular motility 
defect was decreased, but his oculomotor symptoms tended to recur before the next dose of IVIG.

Conclusion
We report the oculomotor nerve palsy as a rare clinical manifestation of MADSAM, which is partially recovered after IVIG 
treatment.
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Objective
To evaluate the correlation between Hemoglobin A1c (HbA1c) and optic nerve function in MetS patients with Non Arteritic 
Anterior Ischemic Optic Neuropathy (NAION).

Methods
A cross-sectional study was conducted at Dr. Saiful Anwar General Hospital from September-November 2019.The study 
involved 45 patients divided into 3 groups consisting of control group (15 patients, 30 eyes), MetS without NAION group 
(15 patiens, 30 eyes) and MetS with NAION group (15 patients, 22 eyes). The study was conducted at Saiful Anwar General 
Hospital from September-November 2019. Optic nerve function evaluation included Retinal Nerve Fiber Layer (RNFL) from 
OCT, contrast sensitivity from Pelli Robson test, and visual field defect assessment from Humprey’s perimetry. The data were 
analized using Kruskal-Wallis and Spearman correlation test from the software IBM SPSS Version 20.

Results
The HbA1c was significantly different among the groups (p=0,000), the mean of control, MetS without NAION, and MetS with 
NAION groups were 5.37%, 6.75%, 7.99% respectively. There were significant negative correlation between HbA1c and visual 
field defect (p=000, r=-0,568), between HbA1c and contrast sensitvity (p=0,000, r=-0,524). Whereas there was significant 
positive correlation between HbA1c and RNFL (p=0,003, r=0,429)

Conclusion
There were significantly negative correlations between HbA1c and visual field defect and contrast sensitivity. However, there 
was a significantly positive correlation between HbA1c and RNFL. HbA1c is expected to be a potential biomarker for screening 
NAION in MetS patient.
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Objective
To compare the success rate of extraocular muscle surgery and botulinum toxin injection for treatment in patients with acute 
acquired comitant esotropia (AACE).

Methods
This is a retrospective cohort study which comprehensively reviewed the medical records of the patients with AACE who 
have been treated by rectus muscle surgery or botulinum toxin injection. The data included gender, age at the onset and 
treatment, best corrected visual acuity (BCVA), refractive error, amblyopia, angle of deviation at baseline, 1, 3, and 6 months 
after treatment. The main outcome was the success rate of both treatment groups.

Results
Mean esodeviation angles of the surgery group at baseline, 1, 3, and 6 months after treatment were 50.83 ± 18.28 PD, 4.86 
± 8.33 PD, 4.60 ± 9.52 PD, and 5.45 ± 10.25 PD, whereas those of the botulinum toxin group were 51.21 ± 14.27 PD, 13.94 ± 
17.38 PD, 21.97 ± 19.30, and 31.29 ± 23.75 PD respectively. There was statistically significant difference in the deviation angles 
between surgery and botulinum toxin group (p &amp;lt; 0.001). The surgical motor success rates of the surgery group at 1, 3, 
and 6 months after treatment were 81.25%, 83.75%, and 78.75% respectively, whereas those of botulinum toxin group were 
50%, 26.47%, and 26.47% respectively.

Conclusion
The therapeutic effect of botulinum toxin injection in AACE patients is not as effective as conventional extraocular muscle 
surgery. However, botulinum toxin injection is safe, rapid in action, and improves cosmetic appearance as well as quality of 
life. Therefore, it can be used as the temporary treatment in AACE patients while waiting for muscle surgery.
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A 29-year-old female complained of blurry vision and an outer constricted visual field in both eyes for six months 
prior to admission. She also reported headaches following a COVID infection six months before admission. She has had 
antiphospholipid syndrome for four years. Her menstrual cycle was regular. She had a family history of cancer. The best-
corrected visual acuity (BCVA) of the right and left eye (RE and LE) was 6/8.5 and 6/10, respectively. Normal funduscopy of 
both eyes were found. Bitemporal hemianopia was denser in the upper field. The OCT results for the optic nerve head (ONH) 
and ganglion cell-inner plexiform layer (GC-IPL) were unremarkable. Diagnostic procedures were performed.
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Chordomas are rare malignant tumors comprising 1 to 5 % of malignant spinal cord tumors. Sellar chordomas are even less 
common with very few case reports published. We present a case of 62 year old male with a sellar mass on magnetic 
resonance imaging. Initially presenting with headache, and diplopia. Two years prior, patient underwent transsphenoidal 
excision of the said mass. Histopathology and Immunohistochemical tests were consistent with chondroid chordoma. One 
year prior, there was noted recurrence of symptoms and mass on imaging for which excision and radiotherapy was advised 
but patient was lost to follow-up. A month prior, patient complained of progressive blurring of vision on left eye. Neuro-
ophthalmologic examination revealed hand movement vision on left eye, bilateral ptosis, bilateral ophthalmoplegia, and 
decreased sensation on the left side of the face. Our impression is compressive optic neuropathy with multiple cranial 
nerve palsies, bilateral. Imaging findings revealed a mass centered in the dorsum sellae with extension to the clivus and 
basisphenoid, infiltrating the cavernous sinus and encasing both internal carotid arteries. This case highlights the difficulty 
of managing a recurrence of chordoma. Although rare, neuro-ophthalmologists should consider chordomas as a differential 
diagnosis for sellar tumors and should be familiar with its management and treatment. 
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Introduction
Mucormycosis is an uncommon opportunistic infection with high morbidity and mortality. An urgent biopsy is needed for 
diagnosis and timely treatment. We reported a case of rhino-orbital mucormycosis presenting with deteriorating orbital apex 
syndrome and vision loss which warranted a re-biopsy to make the correct diagnosis.

Case Description
A-54-year-old diabetic female developed right-sided headache with ipsilateral progressive visual impairment. Physical 
examination revealed right orbital apex syndrome. An urgent MRI of the brain and orbits showed a soft tissue mass in the 
right lateral sphenoid sinus wall extending to the ipsilateral orbital apex. Endoscopic sinus surgery was performed and the 
initial biopsy only revealed mixed acute and chronic inflammation with granulation tissue without any detectable organism 
by staining. After 2 weeks of systemic corticosteroids for suspected orbital inflammation, her vision declined to no light 
perception. Repeat imaging exhibited persistent similar lesion. A second biopsy was performed by a multidisciplinary team 
of ENT and orbital surgeons to biopsy the lesion at the lateral wall of right sphenoid sinus. The pathology revealed scarce 
fungal hyphae. Rhizopus spp. was later identified in tissue culture. After a long course of liposomal amphotericin B, she was 
alive with improved ocular movements, but her blindness was irreversible.

Conclusion
An invasive mucormycosis infection should always be suspected in immunocompromized patients with orbital apex syndrome. 
Corticosteroids should be avoided when fungal infection was not definitely excluded. A re-biopsy may be mandatory to 
detect the organism
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Introduction
The incident of ocular involvement in Giant cell arteritis (GCA) indicated vary from 20% to 70% and arteritic anterior ischemic 
optic neuropathy (AAION) took the major part, reported 76% in one study.(1) AAION is a sight threatening condition which can 
cause permanent bilateral visual loss, early diagnosed and immediate treatment can reduce severity of this condition. 25% of GCA 
patients can manifest with only ocular symptoms(2), reported as one risk factor of permanent visual loss.(3) Absence of systemic 
symptoms or supportive laboratory and pending result of temporal artery biopsy can interrupt to fulfill the American Collage of 
Rheumatologists (ACR) criteria diagnosis for GCA, causing challenge for starting treatment in limited of time. However non-invasive 
imaging as MRI can provide fast supportive evidence of this condition.(4-5)

Case Description
A 74-year-old Caucasian male with atrial fibrillation presented with total loss of vision in his left eye for 3 days. He complained 
mild left side headache with transient visual loss in his left eye for 3 weeks before admission. He denied fever, weight loss, jaw 
claudication or other systemic symptoms. His best corrected visual acuity was 6/6 OD and light perception OS. RAPD was positive 
OS. Color vision and visual field test were normal OD. His fundus showed small crowed disc OD. Chalky-white diffuse disc swelling 
and edematous whitening of retina at superior part of macula were found in OS. Laboratory testing included complete blood 
count (CBC), Erythrocyte Sedimentation Rate (ESR), C Reactive Protein (CRP), VDRL, TPHA, and anti-HIV were normal. MRI and MRA 
of brain and orbit were performed and reported suggestion of bilateral optic neuritis. The patient was treated with intravenous 
methylprednisolone 1 gram once daily for 5 days. The vision was still light perception without improvement. The patient was sent 
to our ophthalmology department and re-evaluated. Vascular wall MRI and orbit MRI were performed. The results showed focal 
enhancement of the left optic nerve head, thin circumferential enhancement of left optic nerve sheath, mild circumferential wall 
enhancement of bilateral temporal arteries and diffuse enlargement of extraocular muscle OU. Temporal artery biopsy was done 
on day 7th after intravenous steroids treatment. Pathologic findings revealed transmural lymphohistiocytic inflammation, arterial 
wall thickening and elastic fiber fragmentation. The lumen revealed near occlusion due to intimal thickening with focal edematous 
changes. Occasional vascular wall disruption with tunica media dissection was also found. The diagnosis of giant cell arteritis with 
arteritic anterior ischemic optic neuropathy and branch retinal artery occlusion was made for OS. For OD, we presumed subclinical 
arteritic anterior ischemic optic neuropathy. The patient received oral steroids continuously. At 8 weeks follow up visit, his best 
corrected visual acuity was 6/6 OD and light perception OS. The optic disc became pale without swelling and retinal edema was 
resolved OS.

Conclusion
Highly suspicious of AAION, even lacking of five criteria of ACR for GCA, is an important key of rapid diagnosis and treatment 
which can prevent further visual impairment. Multidisciplinary care and good discussion with our patient is accounted for better 
treatment.

Case Dilemmas
1. Lacking of systemic symptoms or supportive laboratory and pending result of temporal artery biopsy leads difficulty to diagnose 

and initiate the treatment. 
2. Abnormal optic nerve MRI could be compatible to more than one diagnoses, however specific mode of imaging study, according 

to clinical suspicious of disease, could be the valid, supportive evidence. 
3. Even initial treatment of AAION and optic neuritis is the same but further management, disease prognosis and clinical or 

laboratory follow up evaluation are different. 

Teaching Points
1. Clinical findings, laboratory and imaging are leading to the most suitable diagnosis. However, unexpected treatment outcome 

is the tricker of re-evaluation of more relevant history, clinical findings and more specific investigation which will guide to the 
correct diagnosis.

2. Highly suspicious of AAION, even lacking of five criteria of ACR for GCA, is an important key of rapid diagnosis and treatment 
which can prevent further visual impairment. In our case, there was subclinical involvement in the right eye. MRI showed mild 
degree of temporal arteritis without any ocular symptoms. Early steroids treatment can prevent this eye from visual loss. 

3. GCA is a systemic disease that up to one-fourth of patients can present only with ocular symptom. Systemic evaluation for 
sequelae of life-threatening conditions such as cerebrovascular ischemia, myocardial infarction, and aortic aneurysm or dissection 
is another important reason for ophthalmologist to get this disease definitive diagnosed.
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Bulging, Blindness & Breathlessness: What and How?

Patcharee  Kiatsermsakul, Natthapon Rattanathamsakul, MD, Niphon Chirapapaisan, MD

Division of Neurology, Faculty of Medicine Siriraj Hospital, Mahidol University, Thailand

A 45-year-old man presented with progressive asymmetrical proptosis (more on the right side) and subtle pain during eye 
movement for 9 months. He also complained of blurred vision in the right eye followed by the left eye. Six months from the 
onset, his eyes bulged so that he could not close the right eye properly. Additionally, he had horizontal binocular diplopia 
and exertional dyspnea without chest pain. He had his pain cured with painkillers.

On examination, he was afebrile and had moderate pallor. The best corrected visual acuity was 6/19 OD and 6/9.5 OS. The 
right pupil was 4 mm in diameter and nonreactive, but the left pupil was 3 mm and sluggish to light. The relative afferent 
pupillary defect was present in the right. Proptosis was more pronounced on the right. Right hypotropia was noted in the 
primary position. Extraocular movements were limited in all directions, but more severe in adduction of the right eye, and 
elevation of the left eye. Fundoscopy revealed disc edema and retinal folds bilaterally. The facial sensation was intact, and 
no other neurological deficit was detected.

Further workup found moderate anemia (Hct 25%), thrombocytopenia (platelet count 116,000 cells/mm3) with mild renal 
insufficiency. Magnetic resonance imaging (MRI) revealed infiltrative lesions at the sphenoid bone and the skull base with 
the extension to bilateral cavernous sinuses and orbits. A nasal telescope found the nasopharyngeal mass, and a biopsy 
was performed, initially reporting lymphoid hyperplasia.

Endoscopic sinus surgery of the sphenoid sinus mass was done, and plasmacytic neoplasm was demonstrated. Bone marrow 
biopsy also revealed the involvement of plasma cells. Multiple myeloma with plasmacytoma involving the orbits, cavernous 
sinuses, and the base of the skull was diagnosed. Despite aggressive chemotherapy followed by local radiation, unfortunately, 
his vision deteriorated to hand motion bilaterally, and extraocular movement remained unchanged.
 
Summary of clinical history and exam findings
A 45-year-old man presented with progressive bilateral painful proptosis with double and blurred vision for 9 months. He 
was found to have moderate pallor, bilateral proptosis (more severe on the right), present RAPD on the right, and limited 
EOM in all directions in both eyes. Fundoscopy showed bilateral disc edema and retinal folds. Further investigation showed 
infiltrative lesions at bilateral sphenoid sinuses, extending to bilateral orbit and cavernous sinuses. Pathological studies 
confirmed the diagnosis of plasmacytoma.
 
Discussion
Multiple myeloma is a malignancy of plasma cells and accounts for 1% of all cancers. The presentations can involve many 
systems, including eye symptoms such as proptosis, diplopia, and visual impairment. The ophthalmic symptoms are 
common as the result of direct infiltration or hyperviscosity. In addition, the involvement of cavernous sinus and orbit by 
plasmacytoma is a rare presentation that has scarcely been reported.
 
Conclusion
Herein, we report an unusual case of multiple myeloma who initially presented with ophthalmic symptoms of bilateral orbital 
and cavernous sinus involvement.
• The delay in diagnosis would affect the final visual outcomes.
• Cavernous sinus and orbit involvement is an unusual presentation but is also reported in plasma cell neoplasm. 
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Recursion of The Hollowness

Chaow Charoenkijkajorn, MD, Elahhe Afkhamnejad, MD, Mohammad Pakravan, MD, Peter W. Mortensen, MD, Andrew G. 
Lee, MD

Houston Methodist Hospital, USA

Summary of clinical history & exam finding
A 59-year-old female presented with 1 week history of subacute, progressive, painless vision loss in her right eye (OD). 
She had a past medical history of seropositive rheumatoid arthritis (RA). She had failed to achieve remission with oral 
metrotrexate, and sulfasalazine and was taking hydroxychloroquine (3.7 mg/kg) with a cumulative dose of 310 grams. The 
RA was in remission for about a year until suffered a COVID-19 infection one month prior to the onset. On examination, 
her best corrected visual acuity was 20/400 OD, and 20/20 on the left eye (OS) with right relative afferent pupillary defect 
(RAPD). Dilated fundus exam showed mild temporal pallor OD without optic disc edema. nThe patient was admitted to the 
outside hospital due to the concern of arteritic ischemic optic neuropathy. High-dose intravenous prednisolone was started. 
Laboratory testing showed an elevated serum rheumatoid factor (RF) and cyclic citrullinated protein (CCP) levels consistent 
with RA. Serum erythrocyte sedimentation rate (ESR) and C-reactive protein (CRP) were normal. She was discharged and 
continued with oral prednisone 60mg/day with a slow taper. A temporal artery biopsy was negative for giant cell arteritis. 
Computed tomography (CT) and magnetic resonance imaging (MRI) showed an “incidental right maxillary sinusitis” and 
the patient was treated with empiric antibiotics. An initial attempted endoscopic biopsy by an ear, nose and throat (ENT) 
specialist of the sinus lesion was unsuccessful due to bleeding. The discharge diagnosis was “inflammatory optic neuropathy 
from relapsed RA”. Six months later however, she developed worsening eye pain OD. Cranial MRI now showed a well-
circumscribed, lobulated mass in the right nasal, ethmoid, and maxillary sinus originating from the right pterygopalatine 
fossa, measuring 5.5 x 5.1 x 2.8 cm, with bony remodeling of the sinus wall. (Figure-1). The endoscopic biopsy was attempted 
nasally but was unsuccessful due to excessive bleeding from the lesion.

The patient was referred to the Houston Methodist Hospital neuro-ophthalmology service. Due to the history of long-term 
immunosuppression for RA and the possibility of invasive fungal disease (e.g., orbital mucormycosis) infectious disease and 
ENT consultations were obtained. A second attempted endoscopic sinus biopsy by ENT was terminated due to significant 
bleeding. The tissue pathology demonstrated only “normal nasal mucosa”. Gomori Methenamine Silver (GMS) stain was 
negative for fungus. At this time, other differential diagnosis of the sinonasal mass included inverted papilloma, maxillary 
mucocele, giant polyp, schwannoma, and metastasis. Computed tomography (CT) of the chest/abdomen/pelvis was negative 
for primary malignancy.

Because of the vascular nature of the lesion and prior two failed biopsy attempts by ENT due to bleeding, neurosurgery 
performed pre-operative super-selective Onyx liquid embolization of the lesion along with Embosphere particle embolization 
followed by a combined surgical ENT/neurosurgical resection. The tissue pathology surprisingly showed aggregates of ill-
circumscribed ectatic veins with lumina of varying sizes consistent with the diagnosis of venous malformation of the 
maxillary sinus. Histopathological staining with Movat pentachrome showed no arterial component to the malformation. No 
neoplastic or infectious findings were noted at final pathology. On the follow-up visit, her pain completely subsided. Vision 
remains stable at 20/400 OD with sectoral disc atrophy OD. Post-operative imaging showed no recurrent or residual lesion.
nnnCase abstractnIntroduction: Vascular malformations may be capillary, cavernous, venous, or arteriovenous (AVM) in nature 
depending on the constituent vessels. Intracranially, each type of vascular malformation has different clinical and radiographic 
presentation and the risk of bleeding varies widely from low (capillary) to high (AVM). Although venous malformations 
(VM) are relatively common, sinus mucosal VM are rare with less than 20 prior cases.1 Patients with maxillary sinus VM 
usually present with epistaxis, nasal obstruction, or visible nasal mass.2 Our patient presented with vision loss secondary 
to compressive optic neuropathy. nCase information: A 49-year-old female with RA presented with subacute, unilateral, 
painless vision loss OD, right RAPD, and a normal fundus initially. Neuroimaging showed a large sinonasal mass in the 
right maxillary sinus involving the right orbital apex. The history of autoimmune disease with chronic immunosuppression 
complicated clinical decision-making. Two endoscopic sinus biopsy attempts were unsuccessful due to excessive bleeding. 
Multidisciplinary surgical resection following arterial embolization with Onyx and Embosphere provided tissue diagnosis of 
VM of the maxillary sinus. No arterial component was identified on final pathology consistent with VM.
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Conclusion
This case is an uncommon neuro-ophthalmic manifestation of an uncommon sinus vascular malformation. A venous 
malformation arising in the maxillary sinus led to a right retrobulbar optic neuropathy. Differentiating VM from other more 
common sinus lesion is important as vascular malformations (including VM) can cause bleeding during biopsy or surgical 
resection that can be life threatening. Clinicians should be cautious when interpreting radiologic reports of “incidental” 
lesions that are in close proximity to the topographical localization suggested by the clinical exam (e.g., ipsilateral orbital 
apex or retrobulbar optic neuropathy in adjacent paranasal sinus disease). Standard catheter angiography may be necessary 
for both diagnostic (exclude AVM or other vascular malformation) and therapeutic (e.g., preoperative arterial embolization 
and devascularization) purposes.3 Based upon our review of the English language ophthalmic literature, we believe that this 
case is novel and unique.

Case Dilemmas
This case poses a great diagnostic dilemma as the patient had a history of autoimmune disease and was immunosuppressed. The 
etiology of vision loss can be from the disease itself (rheumatoid arthritis), the treatment of the disease (immunocompromised 
state), or unrelated to the condition. This is a high-stakes decision as the treatment of one condition (e.g., steroids) can 
worsen the other (e.g., fungal infection in an immunocompromised host). In this case, the differential diagnosis included:

Inflammatory optic neuropathy from her underlying disease, rheumatoid arthritis including a recent clinical flare-up, one 
month prior to presentation that required increased immunosuppressive therapy with corticosteroids.

Infectious optic neuropathy; as the patient was immunocompromised. In this case, fungal infection was the most concerning 
initial differential diagnosis and imaging had shown adjacent paranasal “sinusitis”. Mucormycosis needs urgent surgical 
intervention as the disease can rapidly progress and cause cavernous sinus thrombosis, which can be life-threatening. 
Steroid treatment in this setting could potentially make an underlying fungal infection worse. Two attempts at endoscopic 
sinus biopsy had to be terminated because of bleeding and showed non-diagnostic pathology.

Neoplastic compressive optic neuropathy; Patients with immunosuppression for autoimmune disease (including RA and 
methotrexate) are at higher risk of developing malignancy (e.g., sinus squamous cells carcinoma or metastasis). Vascular 
malformation including cavernous, venous, or arteriovenous (AVM) malformations are rarely sinus based.

Teaching points
1. Although optic neuritis is the most common cause of an acute unilateral, retrobulbar optic neuropathy in young adults, 

the differential diagnosis includes infectious, inflammatory, infiltrative, neoplastic, and vascular etiologies. A prior history 
of autoimmune disease, prior neoplasm, or an immunocompromised host should prompt more extensive evaluation for 
the etiology of an optic neuropathy especially in the absence of neuroimaging evidence for demyelinating optic neuritis 
or intracranial white matter lesions to suggest multiple sclerosis. 

2. Vascular malformations may be capillary, cavernous, venous, or arteriovenous (AVM) in origin and have varying degrees of 
risk for hemorrhage. The venous malformation (VM) is a rare sinus lesion but can present with an orbital apex syndrome or 
optic neuropathy. Hemorrhage at the time of attempted biopsy is a clue to the vascular nature of the lesion and standard 
catheter angiography may be necessary for both diagnostic (exclude AVM) and therapeutic (pre-operative embolization) 
purposes. A multidisciplinary approach (ophthalmology, otolaryngology, neurosurgery, interventional neuroradiology) is 
usually required to achieve the best clinical outcome for vascular malformations.

3. The history of autoimmune disease and immunocompromised state often make the diagnosis more complex as the 
infectious and inflammatory etiologies are more likely to occur in this population. Treatment of one condition can worsen 
other conditions.
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Bilateral Sequentially Painless Profound Visual Loss in a 65-Year-Old Male

Manassawee Joradoln1, Wanicha Chuenkongkaew, MD1, Akarawit Eiamsamarng, MD2, Niphon Jirapapaisan, MD1

 
1Golden Jubilee Medical Center, Faculty of Medicine Siriraj Hospital, Mahidol University, Thailand. 
2Department of Ophthalmology, Faculty of Medicine Siriraj Hospital, Mahidol University, Thailand.

Summary of clinical history & examination findings
A 65-year-old Thai man with hypertension, dyslipidemia, chronic kidney disease, and ischemic heart disease presented with 
acute painless visual loss in his left eye. He went to a hospital. visual acuity was 20/20 in the right eye and hand motion 
in the left eye. A Cherry red spot was detected in the left eye. Central retinal arterial occlusion was the diagnosis. A carotid 
ultrasound showed both common carotid artery stenosis. As a result, high ESR was detected in the elderly, and GCA was 
suspected. Although IVMP was administered for three days, visual acuity did not improve. A temporal artery biopsy was 
scheduled but canceled due to his use of ASA. Finally, In the left eye, visual acuity is 1 foot

One month later, the patient came to our hospital with painless transient visual loss in the right eye. His visual acuity was 
20/20 in the right eye. Her fundus and optic disc were normal. His ESR was 39 and CRP was 11. GCA was suspected, however, 
he did not have GCA symptoms. 

He developed a visual loss in his right eye four days later. He came to our emergency room. The right eye’s visual acuity 
dropped to 20/200, and multiple cotton wool spots were discovered. An internist diagnosed ocular ischemic syndrome due 
to right carotid artery stenosis. He was taken to the stroke unit and given anticoagulation medication.

After two days, the right visual acuity dropped to 5/200, and more cotton wool spots were discovered. We concluded 
that GCA was the most likely diagnosis, so IVMP was initiated, and a temporal artery biopsy was performed. The right 
side temporal artery biopsy was negative, but the left side biopsy was positive two days later. GCA was the definitive 
diagnosis.Prednisolone 1 MKD was continued for 6 weeks and a long-term immunosuppressive drug was prescribed by a 
rheumatologist. The final best corrected visual acuity was 20/30 in the right eye and counting finger 1 ft in the left eye.

Case Abstract 
A 65-year-old Thai man with hypertension, dyslipidemia, chronic kidney disease, and ischemic heart disease presented with 
acute painless visual loss in the left eye. Eye examination revealed visual acuity hand motion in the left eye and 20/20 in 
the right eye. The next month, He noticed painless transient visual loss and eventually right eye visual loss in 4 days. The 
right eye visual acuity was 20/200 and worsened to 5/200 in the next 2 days. Eye examination revealed cotton wool spots 
in the right eye.

The diagnosis was confirmed by biopsy. After treatment was given, the final  visual  acuity was 20/30 in the right eye and 
counting finger 1 ft in the left eye..

Case Dilemmas: difficult decision making, vision and life threatening condition.

Teaching points 
• GCA can occur in every racial group although is rare among Thai or Asian populations. The highest incidence of GCA 

has been observed in Caucasians of North European descent.
• Occult GCA is a clinical presentation in this patient.
• The ocular manifestations are AAION, CRAO, PION, cilioretinal artery occlusion, choroidal ischemic lesion2, and ocular 

ischemic syndrome which is a rare presentation. 
• Temporal Artery Biopsy (TAB) is still the gold standard for diagnosis of GCA. The sensitivity of TAB for GCA diagnosis 

is 69% and a specificity of 100%*
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Sequential Bilateral Nonarteritic Anterior Ischemic Optic Neuropathy as an Atypical 
Presentation of Antiphospholipid Syndrome

Saksakul Engchuan1), Poramaet Laowanapiban2), Nissawan Wattanasupt2)

1)Yala Regional Hospital, Thailand, 2)Mettapracharak Hospital, Department of Medical Services, Thailand

Introduction 
Nonarteritic anterior ischemic optic neuropathy (NAION) is the most common form of ischemic optic neuropathy caused by 
compromised optic nerve head circulation leading to hypoperfusion and ischemia. Uncommonly, NAION is associated with 
hypercoagulable state including antiphospholipid syndrome (APS). We report an atypical manifestation of APS in a patient 
presented with probable sequential bilateral NAION.

Case Description
A 44-year-old male complained of painless visual loss in his left eye for 1 month. No ocular pain aggravated on eye 
movement or headache. One year prior, he suffered painless visual loss in the right eye without seeking for medical work up. 
His past medical history was unremarkable. On examination, best corrected visual acuity measured 20/200 OD and HM OS. 
Mild afferent pupillary defect was present in left eye. Anterior segment of both eyes was normal. Fundoscopic examination 
revealed right optic disc pallor with remarkable generalized atherosclerotic change of retinal arterioles, mild left optic disc 
swelling with circumferential blurring of disc margin and partial obscuration of a segment of major disc vessel. Humphrey 
visual field showed generalized reduction of visual field both eyes. No other cranial nerves showed involvement. Magnetic 
resonance imaging of brain and orbit revealed atrophic right optic nerve without abnormal enhancement or compressive 
lesion of both optic nerves. Laboratory tests including complete blood count, lipid profile, blood sugar, syphilis test, 
antinuclear antibodies, anti-HIV antibody, erythconclurocyte sedimentation rate and C-reactive protein were unremarkable. 
Additional thrombophilic work up showed positive anti-beta-2 glycoprotein IgM level with high titer of 82.34 RU/ml, while 
anti-cardiolipin IgM, IgG level and lupus anticoagulant antibodies were normal. The patient was diagnosed of APS by the 
hematologist and treated with warfarin.

Conclusion
Additional work up for APS should be considered in NAION especially when no microvascular risk factors is obvious. Second 
eye involvement as Pseudo-Foster Kennedy syndrome can be an atypical presentation in APS.
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Good Steroid Therapy Respons In Rare Ophthalmoplegia Et Cause Multiple Sclerosis: 
Case Report

Disti Hardiyanti, Riski Prihatningtias

Diponegoro University, Indonesia

Introduction
Multiple sclerosis (MS) is an inflammatory demyelinating condition that occurs in the central nervous system (CNS) and 
common disorder of CNS that affects more than 2 million people worldwide. While optic neuritis is the most common MS-
related ocular condition, many other ocular symptoms can be present such as ophthalmoplegia. Internuclear ophthalmoplegia 
(INO) is the most common type of ophthalmoplegia, but other brainstem syndromes encountered in MS including involvement 
of ocular motor cranial nerve such as CN III, IV and VI may occur, although they have been reported infrequently. This case 
report aim is to present a case of rare ophthalmoplegia caused by multiple sclerosis with good steroid therapy response. 

Case Description
A case report of a 26 years old woman with chief complain double vision in both eye since 2 weeks ago. Double vision 
accompanied by unability to move eye in all direction. The symptoms got worsened if patient got fatigue. She had Uthoff 
Phenomenon too. Blurred vision, pain and redness in the eyes were denied. Systemic complaints such as headache, numb 
in extremity and having trouble in urinating and defecating. Ophthalmologist examination revealed gaze-evoked nystagmus. 
Brain MRI and whole spine MRI supported multiple sclerosis features. MRV and MRA were within normal limit. One week 
after administration of injection steroid for 3 days followed by oral steroid, the eye movement dramatically improved and 
double vision complaints reduced. 

Conclusion
Steroid therapy is the mainstay of therapy in multiple sclerosis including for opthalmoplegia condition. In rare case of 
ophthalmoplegia, misdiagnosis can occur, that causes suboptimal treatment. Continued therapy with immunoglobulin is 
required to prevent relapse.nnKeyword : Ophthalmoplegia, Multiple Sclerosis, Steroid
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Prognostic Factors of Final Visual Acuity (VA) Outcome After Treatment In Indirect 
Traumatic Optic Neuropathy (ITON): A Case Series

Joko Satrio1,2),  Riski Prihatningtias1)

1)Diponegoro University, 2)Kariadi Hospital Semarang, Indonesia

Introduction
Indirect traumatic optic neuropathy is an optic nerve injury that caused by head trauma with absence of open wound and 
injury of the optic nerve head. The final VA outcome of ITON is dictated by the baseline of VA before treatment, loss of 
consciousness, no improvement in vision after 48 hours, initial treatment after 7 days from the accident, presence of blood 
within the posterior ethmoidal cells, and optic canal fractures on neuroimaging. The aim of this study was to present the 
prognostic factors of final VA outcome in ITON patients after treatment.

Case Description
There were 7 cases of ITON patients in DR.Kariadi Hospital Semarang, Indonesia from January-August 2022. Six cases (85,71%) 
were male, aged between 13-48 years (mean 25,83 years) and 1 case (14,28%) was female, aged 25 years. Motor vehicle 
accident was the major cause (71,42%). Six pateints were treated with methylprednisolone injection with dose 4x250mg and 
1 child pateint was treated with 4x125mg for 3 days. Visual acuity of the eyes with ITON before treatment was in the range 
6/6-6/18 (14,28%), 6/18-6/60 (0%), and <1/6 (85,71%). Five patients (71,42%) got the treatment after 7 days from the accident, 2 
patients (28,57%) had ethmoid posterior bleeding, 2 patients (28,57%) were unconscious when the accident occurred, and no 
evidence of optic canal fractures (0%). There were no VA improvement after 48 hours of the treatment in all patients (100%). 

Conclusion
The most prognostic factors of final VA outcome in ITON were baseline of VA, treatment that was given after 7 days from the 
accident, and absence of improvement after 48 hours of treatment. So, it is important to give steroid as soon as possible 
before 7 days after the accident.
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Optical Coherence Tomography (OCT) Findings in Dysthyroid Optic Neuropathy (DON): 
A Case Series

John Sihombing1,2), Riski Prihatningtias1)

1)Diponegoro University, 2)Kariadi Hospital Semarang, Indonesia

Introduction
Dysthyroid optic neuropathy is a dreaded complication of Graves’ orbitopathy because it’s sight threatening, requires urgent 
treatment, and accompany varying degrees of optic disc swelling/pallor. The aim of this study was to assess the peripapillary 
retinal nerve fiber layer (RNFL) and macular ganglion cell–inner plexiform layer (GC-IPL) thickness in eyes with DON.

Case Description
Patients in this study were aged 40–64 years (mean 49 years) with complained blurry vision and protruding eyes. Visual 
acuity of the patients with DON was in the range 6/6-6/18 (50%), 6/18-6/60 (37,5%), and <1/60 (12,5%). Position of the 
eyeballs was assessed and the result was: 2 patients with bilateral exotropia, 1 patient whose left eye was exotropia and 
hypertropia, and 1 patient was orthophoric. Eyeball movement was assessed and the result was: 3 patients had movement 
limitation and 1 patient was free in all directions. All patients had unilateral proptosis, 5 eyes (62,5%) had decreased color 
vision, 4 eyes (50%) had decreased contrast sensitivity, 2 eyes (25%) had RAPD, and 1 patient had binocular diplopia. Clinical 
Activity Score (CAS) was assessed, 3 patients had score 2 and 1 patient had score 4. Four eyes (50%) inferior RNFL thickening, 
4 eyes (50%) superior RNFL thickening, 1 eye (12,5%) inferior RNFL thinning, 1 eye (12,5%) superior RNFL thinning, 4 eyes (50%) 
GC- IPL thinning based on optic nerve head and macular OCT. Two patients had extraocular muscles thickening in both eyes 
and 2 patients had left extraocular muscle thickening based on brain CT Scan/MRI with contrast.

Conclusion
Peripapillary RNFL and macular GC-IPL OCT can be important diagnostic tools in diagnosing DON, especially GC-IPL where 
in this case series GC-IPL thinning is found in most cases. The RNFL and GC-IPL thickness potentially can be used as a 
prognostic factor for DON before initiation of treatment.
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Ocular Manifestations and Visual Outcomes After Steroid Treatment of Paraneoplastic 
Syndromes

Isnia Roosdhantia1,2), Riski Prihatningtias1)

1)Diponegoro University, 2)Kariadi Hospital Semarang, Indonesia

Introduction
Paraneoplastic syndrome (PNS) is defined as signs and symptoms observed from cancer but not directly as a cause of the 
cancer tissue or its associated sites of metastasis. The results of a fundoscopic, depend on the type of malignancy that is 
causing the paraneoplastic syndrome. Patients may have visual field defects, optic disc pallor, retinal arterial attenuations, 
decreased visual acuity, photopsia, and retinal detachment. This case report aims to present four patients with ocular 
paraneoplatic syndromes and visual outcomes after steroid treatment.

Case Description
There were four cases with bilateral infiltrative optic neuropathy secondary to paraneoplastic syndrome. Their ages ranged 
from 7 to 32 years old. Three were male and one was female. Each patient had Chronic Myeloid Leukemia (CML), Acute 
Myeloid Leukemia (AML), and two patients with Acute Lymphoblastic Leukemia (ALL). All patients had complains bilateral 
gradually painless loss of vision. Visual acuity range from 0.80 to counting fingers. Two cases had impaired visual contrast 
sensitivity and color vision function. Three of the patients had bilateral optic nerve swelling and one patient had bilateral 
optic atrophy. Magnetic Resonance Imaging (MRI) in two patients showed optic nerve involvement. All patients received 
intravenous methylprednisolone one gr/ day for three days, followed by oral steroids (one mg/ day) with gradual tapering. 
Three patients showed visual improvement after steroid treatment.nn

Conclusion
Infiltrative optic neuropathy is one of the most common sign in paraneoplastic syndrome. This is the case reports on 
patients with leukemia who had bilateral paraneoplastic involvement characterized by optic disc edema and optic atrophy. 
There is an visual improvement after steroid treatment in addition to malignancy treatment.
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Ophthalmoplegia as An Uncommon Clinical Manifestation of Herpes Zoster 
Ophthalmicus: Case Series

Sita Ayuningtyas1,2), M. Sidik1,2), Syntia Nusanti1,2), Salmarezka Dewiputri1,2)

1)Ophthalmology Department, Faculty of Medicine Universitas Indonesia, 2)Cipto Mangunkusumo Hospital, Jakarta, Indonesia

Introduction
Herpes Zoster Ophthalmicus (HZO) is a reactivation of Varicella-Zoster Virus (VZV) infection in the trigeminal nerve’s 
ophthalmic nerve branch. Ophthalmoplegia is a rare clinical manifestation of HZO. We present the clinical course of two 
patients with ophthalmoplegia associated with HZO.

Case Description
Prior to admission, two patients, a 64-year-old man and a 55-year-old man, had been unable to open their right eyelid for 
three and four weeks, respectively. They previously had painful blisters on the upper right side of their face. The first patient 
had gaze limitations on elevation, adduction and depression. The second patient’s gaze was restricted to all directions. Both 
had complete ptosis as well as pupillary involvement. Both patients suffered from complete third nerve palsy with pupillary 
involvement and fourth nerve palsy, with the second patient also suffering from sixth nerve palsy. Panuveitis was developed 
in second patient with Hucthinson’s sign. Acyclovir had been administered in the early stages of the disease. Both patients 
received vitamin B12, but only the second patient received oral steroids. The first patient had shown little improvement 
in ptosis, diplopia and eye movement by week seven, then significant improvement by week eleven. The second patient 
improved significantly in ptosis, diplopia and eye movement by weeks ten, sixteen and twenty one.

Conclusion
Ophthalmopegia may develop in conjunction with HZO, which involves multiple mechanisms. Immune complexes, direct viral 
cytopathic effects, and vasculitis are thought to play a role in the pathogenesis of HZO ophthalmoplegia. It has a good long-
term prognosis for recovery, as seen in those patients.DisclosuresnThe authors declare that there is no conflict of interest 
in the subject matter or materials discussed in this case series.
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Demographic and Clinical Characteristics of Idiopathic Intracranial Hypertension 
Patients in Dr. Kariadi General Hospital Semarang, Central Java, Indonesia

Ni Made Helen Virginia Jacob, Riski Prihatningtias, Disti Hardiyanti

Faculty of Medicine Diponegoro University, Indonesia

Introduction
Idiopathic intracranial hypertension (IIH) affects predominantly obese females during their reproductive age period. The 
demographics of this condition have not been studied in Semarang previously. The objective of this study is to determine 
the demographics, and clinical features of IIH in the main Neuro-ophthalmology department of Dr. Kariadi General Hospital 
Semarang and to compare our data with the literature. 

Methods 
A retrospective study was conducted to identify cases of IIH seen between July 2021- June 2022. Patients were diagnosed 
in Neuro-ophthalmology Department based on the modified Dandy criteria.nnResult nThere were 5 respondents and based 
on descriptive-medical record data all respondents were female. The mean age was 33.6 ± 11.8. High body mass index (BMI) 
was seen in 100% of respondents, either overweight or obese, and this was the most common risk factor. Headache was 
the most common symptom (100%), followed by blurring of vision (80%). All of the respondents had bilateral papil edema. 
Most eyes had excellent visual acuity (80%), 60% had high IOP, 50% eyes had decreased contrast sensitivity, and 70% eyes 
had decreased color vision. 

Conclusion 
The demographics and clinical features of IIH in our study are comparable to international and regional figures. Most of our 
patients had a benign course. IIH is more prevalent in females and strongly associated with obesity. After weight loss and 
acetazolamide therapy at the recommended dose, the average visual acuity was improved. 
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Is it a Vaccine-Induced Relapse of Concurrent Graves’ Ophthalmopathy and Ocular 
Myasthenia Gravis?

Valen Chia, Alia Arianti

JEC Eye Hospitals & Clinics, Indonesia

Introduction
As autoimmune antibody-mediated conditions, Graves’ Ophthalmopathy (GO) and Ocular Myasthenia Gravis (OMG) can 
coexist. It is estimated that 7% of MG patients have Graves’ disease although MG is only seen in 0.2% of people with an 
autoimmune thyroid disorder. When the two diseases co-occur in the same individual, diagnosing OMG can be challenging. 
Several studies reported vaccine-induced relapse of autoimmune conditions, including MG.

Case Description
A 74-year-old male with a history of hyperthyroidism for 1 year came with sudden onset of eyelid drooping of the left eye 
and diplopia. There were bilateral proptosis, right eyelid retraction, and 30 PD left exotropia (XT). The pupillary reflex and 
other ophthalmological findings were normal. No other neurological deficit was found. The laboratory examination revealed 
subclinical hyperthyroid status with positive TRAB and anti-acetylcholine receptor antibodies. Orbital imaging examination 
showed tendon-sparring extraocular muscle enlargement of all the rectus muscles, especially the medial recti of the left 
eye. A chest CT scan was negative for thymoma. The clinical, laboratory, and imaging findings were diagnostic of concurrent 
GO with OMG. The symptoms were resolved completely after 4 months of treatment with Thiamazole, Pyridostigmine, and 
Methylprednisolone. He was maintained with 10 mg Thiamazole and 60 mg pyridostigmine daily. However, one week after 
his second dose of Pfizer BNT162b2 anti-SARS-CoV-2 vaccine, he began experiencing diplopia with 30 PD right XT upon 
examination. He was treated with oral methylprednisolone and the dosage of pyridostigmine was increased to 240 mg daily. 
The symptom was relieved after 2 months of treatment. 
 
Conclusion
A patient with GO who presents with ptosis should be considered to have OMG until proven otherwise. The COVID-19 vaccine 
may exacerbate the symptom of OMG.
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Heimann-Bielschowsky Phenomenon After Acute Optic Neuritis in Primary-Relapsing 
Multiple Sclerosis: A Case Report

Wirarat Jinatongthai, Naraporn Prayoonwiwat, Natthapon Rattanathamsakul

Division of Neurology, Faculty of Medicine Siriraj Hospital, Mahidol University, Thailand

Introduction
A slow (usually 1-5 Hz) monocular pendular nystagmus in the vertical plane, with amplitude of 2-5o, which occurred in an 
eye after years of profound vision loss, is called the Heimann-Bielschowsky phenomenon (HBP). The proposed mechanism 
is a disruption of a monocular visual stabilization system or a fusional vergence mechanism. It has been usually overlooked 
and considered as a rare condition.
 
Case Description
A 25-year-old woman with a long history of slowly progressive myelopathy over 7 years, was diagnosed with primary-
relapsing multiple sclerosis. During the routine follow-up, she complained that she had developed blurred vision of the left 
eye 3 months before. Visual acuity (VA) of affected eye declined from 6/6 to 6/120, color vision deficit and relative afferent 
pupillary defect were also present on that eye. Orbital MRI revealed new nonenhanced T2 hyperintense of left optic nerve. 
High-dose steroid showed a little effect on improvement of VA. Three months later, she developed oscillopsia and she was 
found to have a spontaneous slow vertical monocular pendular nystagmus which presented only on the left eye, which was 
compatible with the HBP. Her diagnosis has then been changed to primary relapsing multiple sclerosis (PRMS).
 
Conclusion
Herein, we report the HBP on the left eye after severe visual loss caused by optic neuritis in PRMS.
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Improvement of Visual Acuity in Multiple Sclerosis after Intravenous Corticosteroid 
Injection Therapy And Plasma Exchange Therapy: Case Report

Nurul Febriani, Riski Prihatningtias

Dr. Kariadi Hospital Semarang, Diponegoro University, Indonesia

Introduction 
Multiple sclerosis (MS) is a disease caused by demyelinating disorders of nerve fibers that cause disturbances in nerve 
impulse transmission, is chronic and has a high recurrence rate. The two most common symptoms of optic neuritis are 
vision loss and eye pain. Signs of optic neuritis include decreased visual acuity, an afferent pupillary defect, abnormal color 
vision, visual field defects and reduced contrast sensitivity. 

Case Description
A woman aged 26 years came to the eye clinic of Kariadi Hospital Semarang with complaints of blurry vision in both 
eyes. There are complaints of pain in eye movements and a history of being diagnosed with myelitis since 1 year ago. On 
visual examination, visual acuity was found in the right eye is good light perception and 0.5/60 in the left eye, pain in eye 
movement was detected, right eye funduscopy was within normal limits and left eye was papill atrophy. On MRI examination, 
whole spine showed multifocal short segment spinal cord hyperintensity lesions which were seen in the 12w axial section, 
which post contrast injection showed no enhancement. At: level C2-3 posterocentral side, C.5-6 left posterolateral side, 
C.6-7 posterocentral side and Th level 1-2 right anterolateral side showing multiple sclerosis. Then the patient was given 
intravenous corticosteroid therapy and continued with therapeutic plasma exchange (TPE). After giving this therapy, there 
was a significant improvement in vision and color vision. Visual acuity of right eye increased to 6/6 with 6/9.5 S-0.25 C-0.50 
x 160 glasses correction and left eye to 2/60 NC. Contrast sensitivity increased to 5% in the right eye and in the left eye 10%.

Conclusion
Intravenous corticosteroid therapy and therapeutic plasma exchange have good benefits in MS such as improvement of 
visual acuity and color vision. So it is very important to give these two therapies in sequence.
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Ophthalmic Manifestations After Balloon Embolization of Direct Carotid Cavernous 
Fistula

Mazidah Zulfa, Riski Prihatningtias

Diponegoro University, Indonesia

Introduction 
Carotid cavernous fistulas (CCF) are the abnormal shunt between carotid artery and cavernous sinus. Clinical manifestation of 
CCF include proptosis, ocular bruit, chemosis and cranial nerve deficits (cranial nerve III, IV and VI). The intraocular pressure 
can be increased. Management of CCF is depend on the flow rate. Embolization of fistula with balloons has been the best 
choice to treat direct CCF. This case report describes a patient who had balloon embolization for high flow direct CCF. This 
resulted in a good resolution of patient symptoms.

Case Description
We present a case in a 37-year-old female with proptosis of the left eye. This complaint appeared three weeks after a motor 
vehicle accident. Visual acuity was 6/20 and 6/30 for right and left eye. The intraocular pressure was 12 mmHg and 22 
mmHg on the right and left eye with anti-glaucoma medication. Proptosis, arterialization of conjunctival veins, orbital bruit, 
ptosis, ophthalmoplegia, and diplopia were found during an examination of the left eye. Digital subtraction arteriography 
confirmed the left-sided high flow direct CCF. Placement of balloon into the fistula was performed two weeks after complaints 
began. Proptosis and arterialization of conjunctival veins were resolved. The intraocular pressure was normal, and the visual 
acuity was similar. However, ptosis, ophthalmoplegia, and diplopia persist. The evaluation was performed two weeks after 
the embolization.

Conclusion
Although CCF are not life-threatening, treatment is required to avoid eye complications. Endovascular intervention with 
balloon embolization has been the main treatment for high flow direct CCF. Proptosis and arterialization of conjunctival 
veins are symptoms that can resolve within several days of embolization. It is possible to treat both visual acuity and 
intraocular pressure. However, the cranial nerve deficit may have persisted.
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Factors Associated with Generalization of Ocular Myasthenia Gravis in Siriraj Hospital

Pawimon Chatchutimakorn, Pawimon Chatchutimakorn2), Wanicha Cheunkongkaew2), Niphon Chirapapaisan2), Natthapon 
Rattanathamsakul3), Kanokwan Boonyapisit3)

1)Banphaeo Eye Hospital, 2)Department of Ophthalmology, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, 
Thailand, 3)Division of Neurology, Department of Medicine, Faculty of Medicine Siriraj Hospital, Mahidol University, Bangkok, 
Thailand

Objective
To evaluate the risk and protective factors associated with the generalization of ocular myasthenia gravis (OMG), and to 
determine the factors affecting time conversion.

Methods
We retrospectively reviewed the electronic medical records of 924 patients diagnosed with myasthenia gravis between 
January 2007 and December 2019. Two hundred patients were eligible for the analysis. Data regarding the clinical information 
and treatment was extracted, and analyzed with univariate and multivariate logistic regression analysis, and Cox proportional 
hazard model. A Kaplan-Meier analysis was performed to determine when OMG would transition to generalized myasthenia 
gravis (GMG).

Results
During the follow-up period(median 35.5 months), 78 OMG (39%) converted to GMG. The presence of an acetylcholine 
receptor antibody (AChR Ab) was found in 61 patients (30.5%). The probabilities of conversion from OMG to GMG were 
0.26, 0.34, and 0.39 at 2, 4, and 6 years after onset, respectively. Factors associated with the conversion from OMG to GMG 
included the presence of serum AChR Ab (adjusted hazard ratio [aHR] of 2.88, p&amp;lt;0.001), thymic abnormalities (aHR 
2.30, p=0.001), pyridostigmine dosage greater than 180 mg/day (aHR 2.33, p=0.001), and personal history of smoking (aHR 
1.78, p=0.035). All of these parameters were also related to the lower time to development of GMG after the onset of OMG 
with the Kaplan-Meier analysis (p&amp;lt;0.05). The use of immunosuppressive agents (including prednisolone) and duration 
from onset to pyridostigmine treatment were not associated with the generalization of OMG (p&amp;gt;0.05). 

Conclusion 
About one-fourth of patients with OMG converted to GMG within 2 years. Serum AChR Ab, thymic pathology, higher dose 
of pyridostigmine and smoking were correlated with OMG generalization.
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Fostering A Headache

Katrina Cyril Macalintal, Clarissa Marie S. Tady

Amang Rodriguez Memorial Medical Center, Philippines

Introduction
Headache, typically positional, and vision loss are symptoms in patients with papilledema – a term that implies optic disc 
swelling secondary to increased intracranial pressure (ICP). Elevated ICP can be caused by several mechanisms, including an 
intracranial mass.

Case Description
We present a case of a 43-year old female who came in due to blurring of vision in both eyes. Five months prior to consult 
patient noted severe right-sided headache, associated with vomiting and gradual blurring of vision. Three months prior 
to consult, patient noted progression of blurring more on right eye. This prompted consult at a private institution where 
Cranial and Orbital MRI was requested. Patient was started on Prednisone tablet once a day with unrecalled dosage. One 
month prior to consult, neuroimaging was done revealing an extra-axial mass, likely meningioma, at the right parieto-
temporal lobe with obstructive hydrocephalus. She sought consult through our online platform and was advised in-clinic 
evaluation. On examination, visual acuity was No Light Perception on right eye and Hand Movement on left eye. Pupils were 
3-4mm sluggishly reactive to light with no RAPD. Confrontation testing and Ishihara were not possible to assess. Fundoscopy 
revealed Frisen grade 3 in both eyes with left optic nerve pallor. OCT of optic nerve showed RNFL thickening in both eyes. 
Patient was referred to neurosurgery in another hospital and advised surgery. Due to limited medical capacity, patient was 
only able to undergo right temporoparietal cavity tumor excision one month after initial consult at our institution. On her 
two-month follow up post-operatively, there was mild improvement of vision and decrease in optic disc edema of both eyes.

Conclusion
The bilateral papilledema with unilateral optic atrophy seen in our patient is a rare sign known as the Foster-Kennedy 
syndrome, Type 2. This has only been reported in a few published cases and our case may be considered as one.
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Acute Unilateral Vision Loss: Is It Systemic Lupus Erythematosus-Associated Optic 
Neuritis Or Chloroquine Toxicity? A Case Report

Amanda Rahmaniah, Lukisiari Agustini, Gatot Suhartono

Faculty of Medicine Airlangga University, Dr. Soetomo Hospital Surabaya, Indonesia

Introduction
Systemic lupus erythematosus (SLE) is an autoimmune disease that attacks its own tissues, causing inflammation and 
tissue damage. Besides, Chloroquine is one of the drugs for treating SLE. Both SLE and Chloroquine have some ocular 
manifestation of optic neuropathy. 

Case Description
A 33-year-old female with history of having SLE and optic neuritis (7 years ago), came to clinic with chief complaint sudden 
visual field loss of right eye since 2 weeks before. Initially, she felt pain in to her joints especially on the knee, back, neck, 
and shoulder. She immediately went to internist, then she was given Chloroquine 2x150 mg/day and Methyl Prednisolone 
32 mg/day. After that, she started to lose her visual field.

Visual acuity was 5/5 on both eyes with correction. Patient felt pain when right eye glanced at superior, and nasal. The 
confrontation examination was decreased in nasal and inferonasal of right eye. From funduscopy of right eye showed 
minimally blurred margin at superior inferior and slight pale optic nerve head. Optical Coherence Tomography (OCT) revealed 
decrease RNFL thickness on right eye and Humphrey Field Analyzer (HFA) showed incomplete inferior altudinal in right 
eye. Patient was consulted into interna department associated with her autoimmune condition. Patient was treated with 
methylprednisolone 8 mg/day, Methotrexate 1x10 mg/week and Chloroquine was discontinued. After a few month follow 
up, she felt only minimally pain when moving the eyeball and HFA showed a little improvement. Patient was still on SLE 
therapy until now.

Conclusion
Clinical manifestation of this patient was more into SLE-associated optic neuritis rather than chloroquine toxicity. But high 
dose of chloroquine and previous history of optic neuritis were risk factor of chloroquine toxicity. SLE is a multisystem 
disease which requires collaboration between rheumatologists and ophthalmologists to provide adequate treatment and 
prevent complications.
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Optic Neuritis Related by COVID-19 Vaccination In Multiple Sclerosis Patient

Anak Agung Putrwati Triningrat, Made Paramita Wijayati

Udayana University, Indonesia

Introduction
Multiple sclerosis (MS) is a chronic autoimmune disease that causes demyelination and axonal degeneration. In the era of 
the COVID-19 pandemic, people are required to receive vaccines. Several case reports have described relapse of Multiple 
Sclerosis after administration of the COVID-19 vaccine. We would like to present a case of optic neuritis related to COVID-19 
vaccination in a multiple sclerosis patient.

Case Description
The patient came complaining of sudden blurring of both eyes in early March 2022. The left eye felt heavier than the 
right eye. At the end of January, the patient received the Aztrazeneca Vaccine. 2 weeks after the vaccine the patient have 
tetraparesis then 2 weeks later the complaints of sudden blurry eyes appeared in the eyes. From the examination, the 
Uncorrected visual acuity of the right eye was 6/45 with a BCVA of 6/6, while the left eye was 2/60 with RAPD Grade 2 in 
the left eye. In the funduscopic picture, the right eye was found within normal limits, and in the left eye, the optic nerve was 
partially blurred. Examination of color and contrast in the right eye decreased and the visual field of the right eye revealed a 
paracentral scotoma and a central scotoma in the left eye. The results of the head MRI examination revealed the presence of 
chronic phase MS in the patient. The patient was given high-dose steroid therapy followed by oral. 3 months after the attack 
and treatment of visual acuity in patients with BCVA 6/6 both eyes with improved contrast, color, and visual field function.

Conclusion
Optic neuritis can occur in MS patients after being given the COVID-19 vaccine and other complaints may occur. Administration 
of high-dose steroids gave good results in this case. Vaccination in MS patients should be pursued as a general policy to 
reduce the risk of infections.
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Unilateral Optic Perineuritis Associated To Posterior Scleritis In Children With 
Systemic Lupus Erythematosus: A Case Report.

Made Wijayati, Mas Putrawati Triningrat, IGAM Juliari, Ary Pramita, Ketut Dewi Kumara Wati,

Udayana University, Indonesia

Introduction
Optic Perineuritis (OPN) is a rare inflammatory disorder in which the inflammation is restricted to the optic nerve sheath.
OPN rarely presents with intraocular lesions like scleritis.1 Posterior scleritis is also rarely seen in patients with Systemic 
Lupus Erythematosus (SLE). We would like to describe unilateral optic perineuritis associated to posterior scleritis in 
pediatric patients with SLE.

Case Description
A 12-year-old female child with SLE was consulted by the pediatrics department with a blurring of the right eye 3 months 
earlier. The patient finds it difficult to read when using the right eye. The patient also complained of pain in the right eye. 
In Our examination visual acuity of the right eye on 6/15, RAPD was positive with optic disc swelling. Contrast and color 
examination in the patient were within normal limits, while an enlarged blind spot was found in the visual field examination. 
MRI revealed posterior scleritis of the right eye and donut sign on coronal view. The patient was treated with high-dose 
steroids and then slowly tapering oral prednisone. The patient was also given the steroid-sparing agent from the pediatric 
department. After that, the patient 9;s visual acuity became 6/6 optic disc swelling improvement but still had a visual field 
defect.

Conclusion
OPN is an inflammatory disease limited to the optic nerve sheath which is often associated with autoimmune diseases. In 
this case, MRI can be used to diagnose the presence of OPN and posterior scleritis. Treatment with steroids responds well 
in patients with OPN associated with posterior scleritis.
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A Case of Anterior Communicating Artery Aneurysm Impending Rupture Presenting 
with Isolated Adduction Palsy Mimicking Ischemic Internuclear Ophthalmoplegia

Jung-Hwan Oh1), Joong-Goo Kim1, Suk-Won Ahn2)

1)Department of Neurology, Jeju National University College of Medicine, Jeju, Republic of Korea, 2)Department of Neurology, 
Chung-Ang University College of Medicine, Seoul, Republic of Korea

Introduction 
An oculomotor nerve palsy is often due to compression by an enlarged posterior communicating artery aneurysm. We 
present an interesting case in which isolated unilateral adduction paresis mimicking internuclear ophthalmoplegia (INO) was 
one of the symptoms of impending rupture aneurysm of the ACoA. 
 
Case Description 
A 70-year-old woman visited the emergency department with a new onset eyeball pain that started four days ago. She also 
complained of horizontal binocular diplopia that started one day ago. The characteristic of the pain was like pulling from the 
medial side of her left eyeball to the back of the occipital area. Neurological examination revealed the partial adduction limit 
of the left eye, and diplopia was aggravated during the right gaze. Brain magnetic resonance imaging showed a left-sided 
tiny aneurysm in the ACoA. There was no evidence of acute ischemic stroke. On a more detailed examination, adduction 
limitation could not be overcome by the vestibulo-ocular reflex, and limitation of convergence in the near reflex was 
observed. On conventional cerebral angiography, a tiny aneurysm (< 3 mm) was shown in the ACoA, and a daughter sac on 
the aneurysm was strongly suspected of impending rupture. Coil embolization was performed on the fifth day of admission. 
Immediately after the procedure, the patient’s pain disappeared, and the adduction limitation was complete recovery. 
 
Conclusion 
We suggest that the adduction palsy was caused by partial compression of the oculomotor nerve by the ACoA, resulting 
in dysfunction of the medial rectus muscle. It is reasonable to explain the patient’s symptoms as partial oculomotor nerve 
palsy rather than INO for the presence of dissociation of convergence and the ipsilesional pain. In addition, the patient’s 
symptoms improved after the coil embolization. The current case indicates that ACoA aneurysm can be considered a 
possible cause of adduction palsy mimicking INO.
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Validation of the Postnatal Growth and Retinopathy of Prematurity (G-ROP) Screening 
Criteria in a Thai Cohort

La-ongsri Atchaneeyasakul, Adisak Trinavarat, Natthapicha Najmuangchan, Sopapan Ngerncham, Saranporn Piampradad, 
Poonyawee Nunthanid, Dussadee Tatritorn, Thipsukon Amnartpanich, Nutchanok Limkongngam, Thanyaporn Praikanarat, 
Niracha Arjkongharn, Suthipol Udompunthurak

Siriraj Hospital Mahidol University, Thailand

Objective
To validate Postnatal Growth and Retinopathy of Prematurity (G-ROP) criteria for Thai infants.

Methods 
A retrospective review of infants receiving ROP screening during 2009-2020 was conducted. Baseline characteristics, clinical 
progression and final ROP outcomes were collected. G-ROP was applied to infants who met at least one of the following 6 
criteria comprising birth weight (BW) below 1051 grams, gestational age (GA) under 28 weeks, weight gain (WG) less than 
120 grams during postnatal day 10-19, WG less than 180 grams during day 20-29, WG less than 170 grams during day 30-
39 and occurrence of hydrocephalus. 

Results
A total of 684 infants (male, 53.4%) were included. Median (IQR) BW and GA were 1200 (960-1470) grams and 30 (28-32) 
weeks respectively. Prevalence of ROP was 26.6%, being type 1, type 2 and other ROP in 28 (4.1%), 19 (2.8%) and 135 (19.7%) 
respectively. Treatment performed in 26 infants (3.8%). Sensitivity of G-ROP to include type 1, 2 or treatment-requiring ROP 
cases was 100% with 36.9% specificity, excluding 235 (34.4%) cases of unnecessary screening. To adjust for our setting of 
initial eye examination at 4 weeks’ postnatal date, the last 2 criteria of G-ROP were replaced by the occurrence of grade 3 
or 4 intraventricular hemorrhage (IVH). This modified G-ROP criteria yielded 100% sensitivity, 42.5% specificity and excluded 
271 (39.6%) cases of unnecessary screening. 

Conclusion
G-ROP criteria can be applied to our hospital setting. Occurrence of IVH grade 3 or 4 was proposed as an alternative in 
modified G-ROP criteria.
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Association of Dry Eye and Hospital Staff’s Quality of Life in the COVID-19 Era

Phit Upaphong, Napaporn Tananuvat, Attapinya Kunboon, Nahathai Wongpakaran, Tinakon Wongpakaran

Faculty of Medicine, Chiang Mai University, Thailand 

Objective
To investigate the prevalence of dry eye disease (DED), its associated factors, and its impact on quality of life (QOL) among 
hospital personnel during the Covid-19 pandemic. 

Methods 
A cross-sectional study using an internet-based survey was conducted at a tertiary hospital from March to May 2022. 
Participants’ characteristics were collected. The Thai version of the Dry Eye-related Quality of Life Score (DEQS-Th) 
questionnaire was used to determine participants with DED. The general QOL and mental health challenges (stress, lack of 
support, poor coping, and depression) were assessed by the EuroQol-5-Dimensions 5-Level (EQ-5D-5L) and the Thymometer 
questionnaires. The prevalence of DED was analyzed. Multivariable analysis was used to identify DED-associated factors. 

Results 
A total of 1,250 participants completed the survey. The mean age was 39.9 ±11.0 years with female predominance (79%). 
The prevalence of DED was 62.01%. The DEQS-Th score was 37.7 ±14.6 and 8.0 ±5.3 for DED and non-DED participants, 
respectively. Female (p=.001), atopy (p=.001), preexisting dry eye (p value < 0.001), refractive errors (p&amp;lt;.001), screen 
time (p=.039), and sleep deprivation (p=.047) were significant associated factors of DED. DEQS-Th scores were significantly 
correlated with EQ-5D-5L and all issues of mental health challenges.

Conclusion 
DED has a high prevalence among hospital staff during the Covid-19 pandemic and significantly impacted vision-related 
QOL. Female, allergy, preexisting DED, refractive errors, screen time, and sleep deprivation were significant associated factors 
of DED.
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Complete Optic Nerve Head Avulsion after Blunt Ocular Trauma from Catapult: A Case 
Report 

Suthasinee Sinawat, Yosanan Yospaiboon, Supat Sinawat

Khon Kaen University Eye Center, Thailand

Introduction 
The optic nerve head (ONH) avulsion is the traumatic separation of the optic nerve fibers at the lamina cribosa with the 
intact nerve sheath and adjacent sclera. It is usually visually devastating form anterior traumatic optic neuropathy. 

Case Description
A 9-year-old schoolboy accidentally hit the left eye with the stick of the catapult. Due to the uncooperating made his 
VA, no light perception, was questionable. Extraocular movement was normal. The intraocular pressure was increased to 
28 mmHg. The ocular examination had to be performed using a portable slit lamp under sedation. Anterior segment 
examination showed a 3 mm partial thickness corneal laceration, 2+ anterior chamber cell and flare, atropinized pupil, 
and aphakia. Reverse RAPD was detected in the right eye. Indirect ophthalmoscopy revealed dense vitreous hemorrhage. 
Ocular ultrasound demonstrated a posteriorly dislocated lens, vitreous opacity and possible retinal detachment. This patient 
underwent pars plana vitrectomy and lensectomy. Complete ONH excavation and central retinal artery occlusion were 
detected intraoperatively. During vitrectomy, fluid pushed the ONH avulsion backward as a hole. The retinal detachment 
and epimacular membrane developed one week later. The ONH was seen clearly in the status of ocular hypotony. The 
complete ONH avulsion was shown as the hypolutency area within ONH which extends backward along the orbital portion 
on the ocular ultrasound and bottomless cup on the optical coherent tomography image. Magnetic resonance imaging was 
reevaluated and found a small gap of the nerve at the entry point of globe with enhancement of surrounding tissue. 

Conclusion
Complete ONH avulsion is a rare manifestation. Radiological imaging did not usually detect the ONH avulsion, which was 
obscured by orbital tissue and the optic nerve sheath. In the case of media opacity, we suggest the visual evoked potential 
test for evaluating optical nerve function.
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A Rare Case of Cytomegalovirus Optic in Immunocompetent Child

Septian Prabowo, Lukisiari Agustini, Gatot Suhartono, Dwiyanti Puspitasari, Leny Kartika

Universitas Airlangga, Indonesia

Introduction
To report a successful management of Cytomegalovirus Optic Neuritis in immunocompetent child

Case Description
A 15-years old boy with sudden blurry vision after having fever. The visual acuity was 1 meter counting finger and hand 
movement in the right and the left eye. Ishihara colour vision test was 0 from 38 plates. Eye movement was within normal 
limit but there was pain in the left eye when the eye moved to nasal, superior-nasal, and superior area. Relative afferent 
pupillary defect was positive four in the left eye. Hyperaemia and blurry margin was found in the optic disc with the cup 
disc ratio of 0.2 revealed oedema in the optic nerve head. IgM and IgG anti CMV was positive. Cytomegalovirus Optic Neuritis 
was assessed and high dose steroid (250 mg for 3 times a day) for 5 days and oral methylprednisolone (1 mg /kg/day) 
for 1 month was administered. Paediatric department was giving Gancyclovir 200 mg two times a day for two weeks. The 
visual acuity was 5/5 in the both eyes in one month, visual field was within normal limit using Humphrey perimetry test, 
and funduscopic examination revealed within normal limit. 

Conclusion 
In order to properly treatment of optic neuritis, strengthening the effective collaboration must be the first to determine the 
aetiology and morbidities of the patient. Then the best therapeutic strategy can be implemented. The findings can be used 
to modify the treatment in response to mechanism of optic neuritis and visual prognosis.
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Retrobulbar Optic Neuritis in Young COVID-19 Patient

Rusti Hanindya Sari, Antonia Kartika, Dianita Veulina Ginting, Prettyla Yollamanda

National Eye Center Cicendo Eye Hospital, Indonesia

Introduction
Optic neuritis is a term used to refer an inflammation of the optic nerve that may related to infectious etiologies, 
demyelinating disease or idiopathic. Infection of Coronavirus Disease 2019 (COVID-19) has a wide range of neuroophthalmic 
manifestations. 

Case Description 
A 22 years old man came with progressive visual loss on both eye since 1 week, following pain of eye movement. Patient 
had history of flu like syndrome and alcohol consumption with gastric lavage treatment 2 days before admission. Visual 
acuity was 2/60 on right eye and 1/60 on left eye. Anterior and posterior segment examination revealed normal except 
decrease pupillary light reflex on both eyes. Nasopharyngeal swab for SARS-Cov-2 Polymerase Chain Reaction was positive. 
MRI brain with contrast showed acute bilateral optic neuritis, bilateral olfactorius neuritis, and gliosis of frontal lobe gyrus. 
Patient was treated with intravenous methylprednisolone injection 1 gram per day for 3 days. After 4 weeks of treatment, 
patient showed improvement of visual function.

Conclusion 
COVID-19 have varied clinical manifestations, including ocular and neurological. Complete examination should be performed 
to describe optic neuritis related to COVID-19. 
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Severe Bilateral Visual Loss Due to Pituitary Apoplexy: A Case Report

Dianita Ginting, Antonia Kartika Indriati, Rusti Hanindya Sari, Prettyla Yollamanda

National Eye Centre Cicendo Eye Hospital, Bandung, Indonesia

Introduction
Pituitary apoplexy is a rare endocrine emergency which can occur due to infarction or haemorrhage of pituitary gland. It 
has been reported with a wide range of incidence ranging from around 1% to 26% in various studies. This condition most 
often involves a pre-existing pituitary adenoma and occasionally may be the first manifestation of an underlying adenoma. 
Patient usually present with headache, visual defects or ophthalmoplegia, altered state of consciousness, and variable 
endocrine deficits.

Case Description
A 59-year-old women presented to the emergency department with sudden bilateral visual loss after a history of severe 
headache, which she describes three days before. She complained of nausea and vomiting, and appeared drowsy in the 
past two days. The visual acuity on both eyes was no perception of light. Ophthalmologic examination revealed decreased 
of light reflex and normal fundus on both eyes. A magnetic resonance imaging (MRI) demonstrated a large 30 mm x 19 
mm x 21 mm enhancing hemorrhagic pituitary macroadenoma with suprasellar extension and compression of the optic 
chiasm. Laboratory investigations revealed decrease cortisone, thyroid stimulation hormone, prolactin and adreno-cortico-
thyrotropic hormone levels. A diagnosis of pituitary apoplexy with hypopituitarism was made. The patient had immediate 
fluid and electrolyte replacement, as well as systemic high dose corticosteroid. The patient was reluctant to undergo surgery 
and was initially manage with medical therapy.

Conclusion
Pituitary apoplexy is a vision and potentially life-threatening disorder. Magnetic resonance imaging confirms the diagnosis 
by revealing a pituitary tumor with hemorrhagic and/or necrotic components. Prognosis can be varied, but is generally 
favorable if diagnosed and treated in a timely manner.
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Cytomegalovirus Neuroretinitis in lmmunocompromised Patient Managed
with High Dose Steroid: A Careful Consideration

Putu Ayu Wulansari

Ophthalmology Department, Faculty of Medicine Udayana University, Prof IGNG Ngoerah Hospital, Indonesia

lntroduction
Cytomegalovirus (CMV) neuroretinitis is one of the most common opportunistic infection in HlV patients with depleted CD4, 
presenting significant risk of visual loss. Treatment approach is tailored considering the infectious origin of the disease and 
immune status of the patient.

Case Description
Thirty−four years old male came with progressive bilateral visual loss and floaters on both eyes since 1 month prior. He was 
currently on HlV treatment and laboratory result came back for reactive anti−CMV lgG. Ancillary examination also showed 
decreased contrast sensitivity and marked central scotoma. Patient was planned for ONTT regimen after consulting with an 
lnternist with current CD4 count before therapy was 152,2 cells/mm . Prior to administration, patient was pre−treated with 
oral valgancyclovir for three days. After consecutive tappering off, patient had improvement on Pelli−Robson test and visual 
field test showing diminished scotoma.

Establishing CMV neuroretinitis in immunocompromised setting is essentially a clinical decision. ONTT was highly considered 
to hasten the visual recovery process, however the decision to treat should be managed to cover both aspects in respect 
to collaborate with related departments in charge.

Conclusion
Careful consideration should be taken in managing HlV positive patients with CMV neuroretinitis to ensure treatment safety 
and optimal visual outcome.
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Optic Pathway Glioma in a 2 Year Old Female Treated With Chemotherapy: A Case 
Report

Juan Lorenzo Simpao, Roberto Uy

University of Santo Tomas Hospital, Philippines

Introduction
Optic pathway gliomas are typically low-grade gliomas that are approximately found in 3-5% of childhood intracranial tumors 
and seen in 15-20% of patients with neurofibromatosis Type 1 (NF1).

Case Description
A 2 year old female with bilateral optic pathway glioma associated with Neurofibromatosis Type 1 presented with proptosis 
of the left eye is reported. Diagnosis was suggested by clinical examination findings of loss of vision, proptosis, relative 
afferent pupillary defect and café au lait spots and supported by imaging results. Patient underwent and completed 12 weeks 
cycle of induction chemotherapy of Vincristine and Carboplatin. Although there were no noted difference in imaging results 
before and after induction chemotherapy, there were noted gross clinical improvements in the patient. Patient is currently 
on maintenance phase of chemotherapy but was lost to follow-up due to travel restrictions the pandemic.

Conclusion
Optic pathway gliomas should be always a consideration in young children who presents with painless loss of vision, 
proptosis, relative afferent pupillary defect in known Neurofibromatosis Type 1 (NF1) patients. Good clinical history and 
physical examination supplemented by proper imaging are important in accurate and timely treatment and favorable 
prognosis.
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Resolved Ophthalmoplegia in an Elderly Patient with Ocular Myasthenia Gravis: A 
Case Report

Maria Claudia, Lukisiari Agustini

Universitas Airlagga, Indonesia

Introduction 
Myasthenia gravis (MG) is an autoimmune disorder characterized by variable and fatigable weakness of extraocular muscles, 
levator palpebra, and orbicularis oculi resulting in fatigable ptosis and binocular diplopia. Ptosis generally improves more 
than the motility deficit

Case Description 
A 61 years-old male patient came to Neuro-Ophthalmology Clinic with a chief complaint of drooping of the upper left 
eyelid accompanied by double vision since 8 months ago. It was followed by the upper right eyelid since a month ago. The 
weakness increased toward evening and improved in awakening in the morning. He felt a dull pain in both eyes. Ocular 
examination revealed ocular movement deficit -2 to superotemporal, superior, and superonasal on the right eye. There 
was ptosis in both eyes. Other anterior and posterior segments were within normal limit on both eyes. The examination 
showed a positive result for the ice pack test and elevation of the anti-acetylcholine receptor. There was no signs of 
generalized MG. He was diagnosed with bilateral ocular MG and was treated with Pyridostigmine tablet 60 mg three times a 
day, Methylprednisolone tablet 24 mg two times a day, and Neurotropic tablet two times a day. Ptosis improved in 1 week. 
Resolved ophthalmoplegia showed after 1 month follow up

Conclusion
There are several diagnostic and treatment options for MG. Early diagnosis and treatment are important, especially in elderly 
patients, and may offer a better prognosis.
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Prone Position as a Treatment of Severe COVID-19 Infection and the Thickness of 
Retinal Nerve Fiber and Ganglion Cell Layers: Prospective Longitudinal Study

Akarawit Eiamsamarng, Niphon Chirapapaisan, Wanicha Chuenkongkaew, Natthapon Rattanathamsakul, Ranistha Ratanarat

Faculty of medicine Siriraj hospital, Mahidol university, Bangkok, Thailand

Introduction
Prone position has been shown to lower the mortality among patients with acute respiratory distress syndrome (ARDS), 
including those with severe COVID-19 infection. Ischemic optic neuropathy was reported in some patients placed in 
prolonged prone position for spine surgery. Although some studies assessed the thickness of peripapillary retinal nerve 
fiber layer (p-RNFL) and macular ganglion cell-inner plexiform layer (m-GCIPL) among COVID-19 cases, there is still lack of 
the study evaluating their change after prone positioning for COVID-19 infection.

Methods
Prospective observational study among COVID-19 infection cases admitted was performed between September and November 
2021. We recruited those receiving prone positioning (PP group), those not receiving prone positioning (NP group) and age-
matched healthy control (HC group). Optical coherence tomography (OCT) to evaluate the thickness of p-RNFL and m-GCIPL 
was performed at 3 and 6 months after the onset of COVID-19 infection. We studied the change over time and compare 
parameters between groups.

Results
Sixty-one patients were included (PP 15, NP 23, and HC 23 cases). Median time of prone positioning  in PP group was 49.1 
hours (IQR 16, 128). Over the follow-up period, thickness of p-RNFL and m-GCIPL were similar between NP and HC groups 
(at 1 month), and between all groups (at 3, 6 months). Exceptions were that thickness of p-RNFL of the superior sector and 
that of m-GCIPL of the inferior sector was thinner in the PP group (p=0.043 and 0.049, respectively). Overall, thickness of 
p-RNFL in the PP group was lower than the other groups, but it did not reach the statistical significance (p&amp;gt;0.05), 
and final visual function did not differ between groups.

Conclusion
Prone position as a treatment for severe COVID-19 infection did not alter the thickness of p-RNFL and m-GCIPL and visual 
outcomes. This reflects the safety concerning neural components destined into the optic nerves.

Abbreviations: ARDS acute respiratory distress syndrome, COVID-19 coronavirus disease 2019, p-RNFL peripapillary retinal 
nerve fiber layer, m-GCIPL macular ganglion cell-inner plexiform layer, PP prone position group, NP no prone position group, 
HC healthy control, OCT optical coherence tomography, IQR interquartile range
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Isolated Unilateral Partial Pupil-involving Oculomotor Nerve Palsy In The Course Of 
Dengue Infection

Kelvin Li, Wei Xin, Goh Guan Xue Marcus, Yu Wai Yung, Shaun Previn Appaduray, Lim Zigui, Gareth, Hsu Ywe, Chen 
Yingying, MMed, Chin Chee Fang

Tan Tock Seng Hospital, Singapore

Introduction
We describe a young gentleman who presents with an isolated unilateral partial pupil-involving oculomotor nerve palsy and 
concurrent dengue infection.

Case Description
A 25 years-old Chinese male presented with left partial ptosis a day after onset of a fever. He reported headache, body ache 
and lethargy and had a positive dengue nonstructural protein 1 (NS1) antigen assay. Incidentally, he had also just recovered 
from a COVID-19 infection 29 days ago. 

On presentation, he had a left partial ptosis and limitation of supraduction, which was associated with anisocoria, worse 
in the light, with the left pupil larger than the right. There was no reversal of anisocoria on diluted 0.125% pilocarpine test. 

He underwent an urgent Computed Tomography Angiography (CTA) of the circle of Willis which was negative for a posterior 
communicating artery aneurysm. Magnetic Resonance Imaging (MRI) of the brain and orbit revealed that the left oculomotor 
nerve in the left cavernous sinus, superior orbital fissure and orbit showed T2W/FLAIR hyperintensity and swelling with 
equivocal enhancement. Lumber puncture was also performed to rule out dengue meningitis. The dengue PCR from 
cerebrospinal fluid was negative. The patient was treated supportively for his dengue infection which was complicated by 
mild transaminitis and thrombocytopenia.

A week after presentation, improvement was noted for the ptosis, left eye upgaze limitation, and anisocoria. Given the 
transient nature of his oculomotor palsy, coupled with the findings on MRI, we postulate that this maybe of an inflammatory 
etiology secondary to the concurrent dengue infection.

Conclusion
To our knowledge, there has only been 1 paper which describes an isolated pupil-involving oculomotor palsy without signs 
of dengue encephalitis. However, the patient was reportedly treated with intravenous methylprednisolone for 3 days followed 
by oral steroids tapered over 10 weeks. In contrast, we report a first case of self-resolving oculomotor nerve palsy secondary 
to dengue infection.
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Raymond Syndrome as a Clinical Manifestation of Pontine and Pontomedullary 
Junction Infarct: A Case Report

Ghina Fedora, Christella Caroline, Sita Paramita Ayuningtyas, Salmarezka Dewiputri, Syntia Nusanti, M. Sidik

Universitas Indonesia, Indonesia

Introduction
Raymond syndrome is a rare neurological condition consisting of ipsilateral abducens nerve palsy, and contralateral 
hemiparesis with central facial paresis. We present a case of Classic Raymond Syndrome concurrent with contralateral 
abducens nerve palsy.

Case Description
A 44-year-old male came into our clinic with binocular diplopia on the right gaze four months after his second stroke 
attack. He had dysarthria, left-side limb weakness, and left-side facial weakness. On ocular examination, eye positions were 
orthophoria with bilateral abduction deficits and nystagmus on all gazes. His best corrected visual acuity was 0.8 on the 
right eye and 1.0 on the left eye. Examination also showed left-side central type facial nerve palsy and left hemiparesis. Both 
pupils were equal, round, and reactive to light, with no afferent pupillary defect. Hess-screen examination revealed under 
action of the bilateral lateral rectus muscles. Brain Magnetic Resonance Imaging (MRI) examination showed infarction on the 
bilateral pontine and right pontomedullary junction, confirming the causes of his complaints. After two months, there was 
an improvement in diplopia and ocular motility examination.

Conclusion
Raymond syndrome is a rare case and only a few have been reported. This patient has classic type Raymond syndrome 
with central facial paresis concurrent with contralateral abducens nerve palsy due to infarction on the bilateral pontine and 
right pontomedullary junction. Therefore, imaging examination is crucial to better understand the location of pathological 
lesions involved in any neuro ophthalmology case.
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Unilateral Active-Sight Threatening Thyroid Eye Disease: Challenges in Diagnosis 

Siti Halida Soraya, Ghina Fedora, Sita Paramita, Syntia Nusanti, Salmarezka Dewiputri, M. Sidik

Universitas Indonesia, Indonesia

Introduction
Thyroid eye disease (TED) is an autoimmune inflammatory disorder of the orbital tissues that may lead to vision loss. 
Although most cases of orbital involvement present bilaterally, 4.5-14% patients may exhibit unilateral symptoms. Unilateral 
TED may progress to bilateral disease, which is associated with more severe form and poses diagnostic challenges. We 
present two patients with unilateral active-sight threatening TED and their diagnostic challenges.

Case Description
The first patient, a 30-year-old female, presented with right-eye (RE) proptosis since her second pregnancy. She has had 
hyperthyroidism for two years and has been off propylthiouracil for seven months due to pregnancy. Patient had normal 
thyroid hormone level, with positive thyroid receptor antibody (TRAb). Imaging showed enlargement of all rectus muscles of 
RE and inferior rectus of LE with retrobulbar fat thickening, causing right ocular proptosis. No retrobulbar mass was visible. 
The second patient was a 45-year-old male, an active smoker, who had protruding and redness of the RE for eight months. 
RE examination revealed corkscrew vessels with no bruit, mimicking carotid cavernous fistulae (CCF). Thyroid hormone level 
was hyperthyroid. Imaging showed no visible ophthalmic vein congestion, enlargement of all rectus muscles of RE, inferior 
rectus of LE, and retrobulbar fat thickening. Both patients had restricted eye movement and diplopia in all directions, 
and positive relative afferent pupillary defect (RAPD) on the RE. The initial Clinical Activity Score (CAS) of both patients 
was above 4, and they both received methylprednisolone high dose (MP) intravenously. After one month of MP injection, 
proptosis and diplopia improved, as well as CAS. 

Conclusion 
Diagnosing unilateral or asymmetric TED in the absence of hyperthyroidism or TRAb titer can be challenging. Comprehensive 
clinical examination and imaging are important to distinguish unilateral TED from other unilateral orbital diseases such as 
orbital tumors and CCF.
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Optic Neuropathy As A Long-Term Manifestation In Takayasu Arteritis

Lukisiari Agustini, Nandang Sudrajat

Universitas Airlangga, Indonesia

Introduction 
Takayasu arteritis is a chronic inflammatory disease affecting the great vessels of the aorta and its main branches, leading 
to stenosis, thrombosis and aneurysm formation. The objective is to report a case of acute vision loss on a chronic Takayasu 
arteritis patient.

Case Description 
An 18-year-old girl, presented with sudden blurred vision in her left eye for 3 weeks. The patient sometimes has headaches 
and joint pain in both legs. Patient had a history of Takayasu arteritis on therapy for one year. The visual acuity of the 
left eye was light perception. In the anterior segment, there was a corneal opacity with neovascularization in both eyes, 
positive relative afferent pupillary defect in the left eye. On the posterior segment, the optic nerve head of the left eye 
was blurred margin with hyperemic color with elevation and 0.1 cup disk ratio. Optical Coherence Tomography showed disc 
oedema of the left eye. MR angiography showed hypoplasia of the left vertebral artery and right fetal posterior cerebral 
artery. On arteriography examination, descending aortic stenosis was seen at the level of the first thoracic vertebra to the 
fourth lumbar vertebra in the abdomen, thus ensuring the support of the aorta coarctation.

Conclusion 
Takayasu arteritis could cause serious manifestations in various organs including the eye as acute vision loss either directly 
due to directly pathological processes or side effects of therapy. So it was expected to immediately carry out adequate 
therapy when there were symptoms so that visual function could be maintained.
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Multiple Direct and Indirect Carotid Cavernous Fistula: A Case Report

Christella Caroline, Sita Paramita Ayuningtyas, Syntia Nusanti, M. Sidik, Salmarezka Dewiputri

Faculty of Medicine Universitas Indonesia, Indonesia

Introduction
Carotid cavernous fistula (CCF) is an abnormal communication between arteries and veins within the cavernous sinus. We 
present a case of multiple direct and indirect fistulas in CCF after trauma.

Case Description
A 28-year-old male presented with progressive proptosis and a red eye in his left eye (LE) since three years ago following a 
traffic accident. He had a headache and a swishing sound in his left ear. He denied having any sort of visual impairment or 
diplopia. Visual acuity was 6/6 (BE). On the LE, axial proptosis with orbital bruit and a corkscrew appearance were observed. 
There was an abduction deficit of LE. There was a rise in intraocular pressure (IOP) without evidence of a relative afferent 
pupillary defect (RAPD). Dilated retinal veins were discovered. The brain CT angiography revealed vascular malformation in 
the left cavernous sinus with suspicion of CCF. Digital subtraction angiography (DSA) showed CCF type C from the distal 
branch of the internal maxillary artery and CCF type A from the distal cervicalis segment of the internal carotid artery 
with drainage to the inferior petrous sinus and ophthalmic vein. Although both fistulas were coil embolized, there was still 
minimal flow of the left posterior and anterior communicating arteries into the left supracavernous segment of the internal 
carotid artery. After embolization, the visual acuity remained 6/6 (BE), the IOP, proptosis, and corkscrew appearance of LE 
decreased with minimal bruit. 

Conclusion 
Multiple carotid cavernous sinus fistulas are uncommon. The mechanism of posttraumatic multiple fistula is still unknown. 
Prompt endovascular treatment is required to close the fistula, resulting in clinical improvement and preservation of visual 
function. However, managing multiple fistulas is difficult, especially in small fistulas, because the balloon cannot pass through 
the small fistula. 
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Characteristics and Predictive Factors for Visual Outcome of Post-Traumatic Optic 
Neuropathy

Patcharawan Chatromyen, Janejit Choovuthayakorn, Chakri Madla, Linda Hansapinyo

Faculty of Medicine, Chiangmai University, Thailand

Objective 
Traumatic optic neuropathy (TON) is a major cause of profound visual loss in head and facial injury. The aims of this 
retrospective study are to evaluate visual acuity, type of injury, associated injury and predictive factors of visual outcomes 
after 6 months follow up in patients with TON.

Methods 
Medical records of patients diagnosed as TON and who underwent treatment in this hospital between January 2011 and 
August 2012 were retrospectively reviewed.

Results
Overall, forty-eight patients (52 eyes) with a mean ± SD age of 31.0 ± 13.0 years were recruited. The most common trauma-
related setting was motorcycle accident (76.7%). Forty patients were male (11%). Twenty-eight patients (58.3%) had associated 
alteration of conscious after injury. Unilateral involvement was found in 44 patients (91.7%) Among those, TON from optic 
canal fracture was found 4 patients (5 eyes) whereas TON from indirect causes was noted in 44 patients (91.7%). The mean 
± SD of presentingvisual acuity (VA) was 2.5 ± 1.0 Logarithm of the Minimum Angle of Resolution (LogMAR) with 42 patients 
(87.5%) had presenting VA less than 20/200. Twenty-seven patients (56.25%) received intravenous high dose steroids 
treatment. The mean ± SD final VA was 2.3 ± 1.2 LogMAR. Alteration of conscious was the associated factor for no final visual 
improvement. 

Conclusion 
Motorcycle accident was the major cause of TON in this setting. The majority of patients attained final profound visual loss. 
Loss of conscious is the associated factor for non-improvement of final visual outcomes.
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Chiasmal Syndrome and Internuclear Ophthalmoplegia after Head Trauma

Aubhugn Labiano, Mark San Juan, Bryan Vincent Mesina 

Philippine General Hospital, Philippines

Introduction 
Both the afferent and efferent visual systems can be involved in traumatic brain injury. We report the rare combination of 
chiasmal syndrome and internuclear ophthalmoplegia following head trauma.

Case Description 
An 18-year-old male sustained head and facial trauma in a motorcycle crash. Computed tomography showed an epidural 
hematoma and multiple skull and facial fractures. No surgical intervention was performed. After hospital discharge, he had 
persistent headache, occasional rhinorrhea, and increased sleeping time. When his periorbital swelling subsided a week after 
injury, he noted bilateral temporal visual field cuts and exodeviation of his right eye. On readmission, he was diagnosed 
with traumatic brain injury complicated by post-traumatic meningitis and was started on intravenous ceftriaxone treatment. 
Neuro-ophthalmologic examination revealed close to 20/20 visual acuity in each eye, bilaterally diminished color vision, 
bitemporal hemianopsia, and an afferent pupillary defect on the left. He had 50 prism diopters of exotropia on primary gaze. 
On left gaze, he had limited adduction of the right eye accompanied by an abducting nystagmus of the left eye. On right 
gaze, he had an adduction deficit of the left eye and an abducting nystagmus of the right eye. Humphrey visual field testing 
confirmed the bitemporal hemianopsia. Magnetic resonance imaging of the brain with and without contrast demonstrated a 
normal optic chiasm and brainstem. The patient was assessed to have traumatic chiasmal syndrome and wall-eyed bilateral 
internuclear ophthalmoplegia. After a week on intravenous ceftriaxone, he was prescribed a 14-day course of 1 mg/kg/day 
oral prednisone. No improvement in visual function or ocular motility was observed during admission and on follow-up 1 
month after discharge. 

Conclusion 
A variety of neuro-ophthalmologic deficits can result from head trauma. Visual and ocular motility dysfunction may be 
discovered and addressed late after the occurrence of injury. 
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Pituitary Macroadenoma in the Elderly Masquerading as Age-Related Vision Loss

Carlo Kasala, Karen Reyes

The Medical City Eye and Vision Institute, Philippines

Introduction
Although pituitary adenomas are fairly common in the general population, this disease commonly occurs in the age group 
between 40 to 60 years old. Only approximately 10-14% of these cases occur in the elderly (65 years old and above). Some 
authors speculate that the incidence may even be underreported because manifestations are interpreted as age-related 
vision loss rather than a pituitary tumor, especially in non-functioning adenomas without endocrine symptoms.

Case Description
A 70-year old Filipino male initially presented with an 8-month history of gradual progressive blurring of vision. He was 
found to have immature cataracts; however, the degree of vision loss did not coincide with the grading and he was worked 
up further. No RAPD was noted. A junctional scotoma was seen on Visual Field Testing (VFT). Cranial CT scan demonstrated 
a pituitary macroadenoma. He was started on Bromocriptine; however, he noted a decrease in peripheral vision. Cranial 
MRI showed progressive enlargement of the mass. Best-corrected visual acuity (BCVA) at this time was 20/40 in the right 
eye and 10/400 in the left eye with eccentric viewing. He was referred to a tertiary institution where he underwent trans-
sphenoidal excision of the pituitary tumor.
 
Conclusion
Since pituitary tumors increase with age, clinicians should have a high index suspicion in cases where symptoms do not 
fit the common presentation. In this case, gradual blurring of vision is common in the elderly due to cataracts; however, the 
presentation was more peripheral than central. In patients with non-functioning pituitary tumors, decreased visual acuity 
may be the presenting symptom. Thus, the role of the neuro-ophthalmologist lies in the prompt recognition and diagnosis 
of these patients, who may not think to initially consult with a neurologist or neurosurgeon for management. 
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Horner’s Syndrome in Metastatic Breast Cancer: A Case Report

Lia Fristka

Hasanuddin University, Indonesia

Introduction
Horner’s syndrome is caused by interruption of the oculo-sympathetic pathway. Classically, the clinical triad consists of 
partial ptosis (falling or drooping of the eyelid), miosis (constricted pupil), and ipsilateral facial anhidrosis (deficiency of the 
sweating over the brow or face). One of the common factors producing the preganglionic Horner’s syndrome is malignant 
tumors. 

Objective
We present a case a Horner syndrome in metastatic breast cancer patient who has undergone chemotherapy treatment.

Case Description
A 49-year-old woman complaining slightly drooping of her right upper eyelid for 5 months. Ophthalmology examinations 
revealed anisocoria with facial dryness in left side. She had a previous history of invasive ductal carcinoma of the right 
breast that had undergone chemotherapy 5 years before the current admission.

Conclusion
This report presents a Horner’s syndrome as appearance of metastatic disease in a breast cancer patient. We should be 
considered potential metastasic of breast cancer to the eye with manifestations of Horner’s syndrome.
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Improvement Of Visual Acuity In Multiple Sclerosis After Intravenous Corticosteroid 
Injection Therapy And Plasma Exchange Therapy: Case Report

Nurul Febriani, Riski Prihatningtias

Kariadi Hospital Semarang Central Java, Indonesia

Introduction
Multiple sclerosis (MS) is a disease caused by demyelinating disorders of nerve fibers that cause disturbances in nerve 
impulse transmission, is chronic and has a high recurrence rate. The two most common symptoms of optic neuritis are 
vision loss and eye pain. Signs of optic neuritis include decreased visual acuity, an afferent pupillary defect, abnormal color 
vision, visual field defects and reduced contrast sensitivity. 

Case Description
A woman aged 26 years came to the eye clinic of Kariadi Hospital Semarang with complaints of blurry vision in both 
eyes. There are complaints of pain in eye movements and a history of being diagnosed with myelitis since 1 year ago. On 
visual examination, visual acuity was found in the right eye is good light perception and 0.5/60 in the left eye, pain in eye 
movement was detected, right eye funduscopy was within normal limits and left eye was papill atrophy. On MRI examination, 
whole spine showed multifocal short segment spinal cord hyperintensity lesions which were seen in the 12w axial section, 
which post contrast injection showed no enhancement. At: level C2-3 posterocentral side, C.5-6 left posterolateral side, 
C.6-7 posterocentral side and Th level 1-2 right anterolateral side showing multiple sclerosis. Then the patient was given 
intravenous corticosteroid therapy and continued with therapeutic plasma exchange (TPE). After giving this therapy, there 
was a significant improvement in vision and color vision. Visual acuity of right eye increased to 6/6 with 6/9.5 S-0.25 C-0.50 
x 160 glasses correction and left eye 2/60 NC. Contrast sensitivity increased to 5% in the right eye and in the left eye 10%.

Conclusion
Intravenous corticosteroid therapy and therapeutic plasma exchange have good benefits in MS such as improvement of 
visual acuity and color vision. So it is very important to give these two therapies in sequence.
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Creutzfeldt-Jakob Disease With Primary Presentation of Unusual Visual Symptoms

Chee Fang Chin, Yunqi Koh, Wai-Yung Yu, Shaun Previn Appaduray, Kexin Ang

Tan Tock Seng Hospital, National Healthcare Group Eye Institute Singapore, Singapore

Introduction
We describe a case of Creutzfeldt-Jakob Disease (CJD) with visual disturbances as a primary presenting symptom.

Case Description
An 88-year old lady with a history of hypertension, hyperlipidaemia and previous rectal cancer presented to the Eye Clinic. 
She complained of bilateral blurring of vision, describing objects as enlarged, a whiteout of her right eye, while the left 
would see white objects as orange. According to her family, she also had declining functional status over the last 2 weeks.

Visual acuities were 6/18 (right eye) and counting fingers (left eye). Pupils were brisk with an equivocal left relative afferent 
pupillary defect. There was temporal thinning and mild pallor of both optic discs. On confrontation visual fields, she had 
constricted fields on the right and an inferior field defect on the left.

She was scheduled for a magnetic resonance imaging (MRI) scan within 4 days, but on the day of her scan, she was brought 
to the Emergency Department for rapidly declining function and behavioral change. On admission, she had generalized limb 
stiffness, axial rigidity and reduced verbal output.

MRI of the brain showed asymmetric DWI hyperintensity with restricted diffusion in bilateral cerebral cortices, with faint 
FLAIR hyperintensity involving the right frontal, temporal, parietal and bilateral occipital lobes with cortical ribboning.

Blood investigations were unremarkable including serum autoimmune, paraneoplastic and infective encephalitis panels. 
Cerebrospinal fluid studies were normal except for positive oligoclonal bands. Electroencephalogram showed a moderate 
diffuse encephalopathy. 

She was diagnosed with sporadic CJD and discharged home with hospice care.

Conclusion
Rarely, patients with CJD may present to the ophthalmologists as a primary presentation with unusual visual symptoms. A 
low threshold for neuroimaging and further work-up should be maintained.
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Atypical Optic Neuritis in Hiv Infection: A Case Report

Jemeson M. Tiburan, Miriam Louella D. Fermin 

Ospital Ng Makati, Philippines

Introduction
A total of 2,818 newly confirmed HIV-positive individuals are recently reported to the HIV/AIDS and ART Registry of the 
Philippines (HARP). Up to 83% of acute HIV infections are often missed during the first encounter due to its atypical 
presentation. Atypical presentation includes HIV-related optic neuropathy, which occurs in only 4-7% of AIDS patients. These 
are some of the most challenging cases seen by ophthalmologists which may possibly lead to blindness and even death if 
not detected. This paper aims to provide awareness and emphasis on early detection and prompt treatment of HIV infection 
presenting as atypical optic neuritis especially with the dramatic increase of HIV cases in our country. 

Case Description
This is a case of a 34-year-old male who presented with a subacute, painless, progressive blurring of vision of the right 
eye followed by the left eye with no other accompanying symptoms noted. Best corrected visual acuity (BCVA) of the 
right and left eye upon presentation were 20/70 and 20/50 respectively. Ophthalmologic examination showed a grade 1 
relative afferent pupillary defect (RAPD) on the right eye, and bilateral disc edema. Other ophthalmologic and neurologic 
findings were unremarkable. Perimetry showed central scotoma on both eyes. Laboratory exams were unremarkable except 
for elevated C-reactive proteins levels and a positive HIV antibody (CD4=237cells/uL). After completing 14 days of oral 
methylprednisolone, visual acuity was 20/40 on both eyes. Patient was then referred to Internal Medicine service for 
counselling and initiation of highly active antiretroviral therapy (HAART).  

Atypical Optic Neuritis is a rare manifestation of primary HIV infection and represents a diagnostic challenge which clinical 
outcome may be devastating. Majority of patients initially seek consult at the ophthalmology clinic without recognizing the 
systemic implications of such condition. High index of suspicion is warranted especially to those patients who are at risk.  
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14.47 -15.02 Onabotulinum Toxin A in Neuro-Ophthalmology
   Adjunct Assistant Professor Supanut Apinyawasisuk, MD.
  Faculty of Medicine, Chulalongkorn University, King Chulalongkorn Memorial Hospital

15.02 -15.12 Onabotulinum Toxin A in Aesthetics
  Dr. Akarawit Eiamsamarng, MD.
   Faculty of Medicine, Mahidol University, Siriraj Hospital

15.12 -15.14 Q&A
  All Panelists

15.14 -15.15 Closing Remarks

ALLERGAN (THAILAND) LIMITED
973 President Tower, 8th,11th Floors, Room No. 8E, 11K, Ploenchit Road, Lumpini, Pathumwan, Bangkok 10330   Tel. +662 640 4999  Fax. +662 656 0667 For Healthcare Professionals Only TH-BTX-220045   09/NOV/22

WED 14.45-15.15
BALLROOM 1, Queen Sirikit National Convention Center

Allergan Break Symposium

You are cordially invited to attend 2022
ASNOS

Associate Professor 
Anuchit Poonyathalang, MD.

MODERATOR: SPEAKER: SPEAKER:
Adjunct Assistant Professor 
Supanut Apinyawasisuk, MD.

Dr. Akarawit
Eiamsamarng, MD.

Onabotulinum Toxin A
in Neuro-Ophthalmologic
Disorders & Aesthetics

Onabotulinum Toxin A
in Neuro-Ophthalmologic
Disorders & Aesthetics

rd

NOV
2022

Ona BoNTA (Botulinum Toxin Type A) Purified Neurotoxin Complex 1C 21/55 (NB)
PRESENTATION: A sterile white vacuum dried powder in a clear glass vial, for use in a single patient. One unit corresponds to the median lethal dose (LD50) when reconstituted Ona BoNTA is injected intraperitoneally into mice under defined conditions. Each 
vial of Ona BoNTA 50 Units contains 50 Units of Clostridium botulinum type A neurotoxin complex, 0.25 mg of human albumin and 0.45 mg of sodium chloride in a sterile, vacuum-dried form without a preservative. Each vial of Ona BoNTA 100 Units contains 
100 Units of Clostridium botulinum type A neurotoxin complex, 0.5 mg of human albumin and 0.9 mg of sodium chloride in a sterile, vacuum-dried form without a preservative. Each vial of Ona BoNTA 200 Units contains 200 Units of Clostridium botulinum type 
A neurotoxin complex, 1.0 mg of human albumin and 1.8 mg of sodium chloride in a sterile, vacuum-dried form without a preservative. INDICATIONS AND CLINICAL USES: Ona BoNTA is indicated for the treatment of blepharospasm associated with dystonia, 
including benign essential blepharospasm, hemifacial spasm or VIIth nerve disorders in patients 12 years or older. Ona BoNTA is indicated for the correction of strabismus in patients 12 years of age or older. Ona BoNTA is indicated for the treatment of spasmodic 
torticollis (cervical dystonia) in adults. Ona BoNTA is indicated for the treatment of dynamic equinus foot deformity due to spasticity in paediatric cerebral palsy patients, two years of age or older. Ona BoNTA is indicated for the temporary treatment of glabellar 
lines associated with corrugator and/or procerus muscle activity in adult patients below 65 years of age. Ona BoNTA is indicated in the management of focal spasticity, including the treatment of spasticity associated with stroke in adults. Ona BoNTA is indicated 
for the treatment of focal hyperhidrosis of the axilla. Ona BoNTA is indicated for the temporary improvement in the appearance of upper facial rhytides (glabellar lines, crow’s feet and forehead lines) in adults. Ona BoNTA is indicated for the prophylaxis of 
headaches in adults with chronic migraine. Ona BoNTA is indicated for the treatment of bladder dysfunction: • urinary incontinence due to neurogenic detrusor overactivity e.g., spinal cord injury (SCI) or multiple sclerosis (MS) in adults. • overactive bladder with 
symptoms of urinary incontinence, urgency, and frequency, in adults who have an inadequate response to or are intolerant of an anticholinergic medication. Reconstitution of vial: Dilution Technique: Prior to injection, reconstitute vacuum-dried Ona BoNTA 
with sterile normal saline without a preservative; 0.9% Sodium Chloride is the recommended diluent. Blepharospasm: The initial recommended dose is 1.25-2.5 U in (0.05-0.1 mL volume at each site) injected into the medial. Each treatment lasts approximately 
three months, following which the procedure can be repeated as needed. The initial dose should not exceed 25 units per eye. Strabismus: 2.5 U (0.05 to 0.10 mL) in any one muscle. Re-examined 7-14 days after each injection to assess the effect of that dose. 
The maximum recommended dose as a single injection for any one muscle is 25 U. Pediatric cerebral palsy: doses of 4 U/kg were administered by injecting Ona BoNTA into each of two sites in the medial and lateral heads of the gastrocnemius muscle of the 
affected lower limb(s). The dose was 4 U/kg, up to a maximum of 200 U at any single treatment session. Chronic migraine: Re-treatment schedule is every 12 weeks. Recommended injection sites for minimum 155 Unit dose for chronic migraine. Neurogenic 
Detrusor Overactivity: The recommended dose is 200 Units of Ona BoNTA. Reinjection when the clinical effect of the previous injection diminished (median duration in phase 3 clinical studies was 256-295 days (36-42 weeks). Overactive Bladder: The 
recommended dose is 100 Units of Ona BoNTA . Reinjection when the clinical effect of the previous injection has diminished (median duration in phase 3 clinical studies was 166 days [~24 weeks]), CONTRA-INDICATIONS: Ona BoNTA is contra-indicated; a) In 
individuals with known hypersensitivity to botulinum toxin type A or to any of its excipients. b) In the presence of infection at the proposed injection site(s). Ona BoNTA for treatment of bladder dysfunction is also contraindicated: • in patients who have a urinary 
tract infection • in patients with acute urinary retention who are not routinely performing clean intermittent self-catheterization (CIC). PHARMACEUTICAL PRECAUTIONS: Unopened vials should be stored in a refrigerator (2 to 8°C). Do not use after the expiration 
date on the vial. After reconstitution Ona BoNTA may be stored in a refrigerator (2-8°C) for up to 24 hours prior to use.

"Full prescribing information, which is available upon request”

This is an industrial symposium on the 11th Asian Neuro-Ophthalmology Society Congress (ASNOS 2022).
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Break Symposium 2
24 NOVEMBER 2022
10.30-11.00, Ballroom 1

Sponsor: Kowa (Thailand) Co., Ltd
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