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intracranial hypertension.

tension in children: the lowa experience. Child Neurol
1994;9:144-149.

3. Corbert J]. Idiopathic intracranial hypertension (pseudotumor
cerebri). In: Albert DM, Jakobiec FA, editors. Principles and
practice of ophthalmology. Volume 4. Philadelphia: WB
Saunders, 1994:2698-2706.

4. Amacher AL, Spence JD. Spectrum of benign intracranial
hypertension in children and adolescents. Childs Nerv Syst
1985;1:81-86."

VOL.124, NO.2

Recurrent Abducens Nerve Palsy
Caused by Dolichoectasia of the
Cavernous Internal Carotid Artery

Eytan Z. Blumenthal, MD,
John M. Gomori, MD, and Shlomo Dotan, MD

PURPOSE: To describe a 59-year-old patient who
had seven recurrent, self-limited episodes of iso-
lated ipsilateral abducens nerve palsy in the previ-
ous 4 years. Each episode lasted between 2 and 5
weeks.

METHODS: Systemic examination and neuroimag-
ing studies were performed.

RESULT: Repeated comprehensive examination
failed to demonstrate any ocular or systemic condi-
tion apart from a lateral protrusion by dolichoecta-
sia of the posterior portion of the cavernous left
internal carotid artery, compressing the posterior
left cavernous sinus.

CONCLUSION: Numerous self-limited episodes
of sixth nerve palsy may be associated with struc-
tural abnormalities of the intracranial carotid
vasculature.

SOLATED PALSIES OF THE ABDUCENS CRANIAL NERVE

have been associated with diabetes mellitus, hyper-
tension, multiple sclerosis, increased intracranial
pressure, intracranial tumors, trauma, aneurysms,
postoperative complications, and various other in-
flammatory, infective, and infilerative disorders. We
present a patient in whom repeated episodes of
isolated left abducens nerve palsy were related to
dolichoectasia (also referred to as a tortuous fusiform
aneurysm) of the internal carotid artery.

We examined a healthy 59-year-old man with a
history of seven episodes of painless horizontal binoc-
ular diplopia during a period of 4 years, each episode
lasting between 2 and 5 weeks. Medical history was
negative for any systemic condition, including diabe-
tes mellitus, hypertension, coronary and vascular
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FIGURE 1. Axial proton density-weighted magnetic
resonance imaging through the cavernous sinuses dem-
onstrates a lateral tortuous ectasia of the posterior
portion of the left internal carotid artery (arrow).

abnormalities, increased intracranial pressure, etha-
nol abuse, migraine headache, myasthenia gravis, or
previous head trauma.

Because the patient has been followed up at our
neuro-ophthalmology clinic during the past 2 years,
we have observed his last three episodes. A descrip-
tion of the sixth episode follows. On examination,
visual acuity in both eyes was normal (RE, 20/20; LE,
20/20—), and intraocular pressure measurements
were within the normal range. Examination of eye
movements disclosed left eye abduction deficit. A
prism-cover test for distance disclosed 4 prism diop-
ters of esotropia on right gaze, 20 prism diopters on
primary gaze, and 45 prism diopters on left gaze. In
both eyes, the fundus appearance was normal, and no
swelling of the optic nerve heads was noted. No
relative afferent pupillary defect was elicited, and
color vision was normal. Facial sensation and corneal
reflexes were normal. On auscultation, no bruits could
be heard over the skull, orbits, or neck vessels. The
remainder of the neurologic examination was normal.
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Blood glucose and oral glucose tolerange test, thyroid
functions, acetylcholine receptor antibodies, edro-
phonium chloride (Tensilon) test, automated static
visual fields, and orbital ultrasonography were all
within normal limits.

Computed tomographic scan showed a fusiform
aneurysm of the left supraclinoid internal carotid
artery. Additionally, magnetic resonance angiography
demonstrated compression of the posterior portion of
the left cavernous sinus by a tortuous ectasia of the
posterior cavernous left internal carotid artery (Fig-
ures 1 and 2). No evidence of hemorrhage or of
demyelination plaques was present.

Neturosurgical consultation favored a conservative
approach, and no surgical intervention was recom-
mended. One month later, the diplopia subsided
spontaneously, and no residual limitation of gaze or
esotropia by cover test was present. A similar seventh
self-limited episode occurred several months later.

Yu and associates’ reviewed 50,000 cerebral arterio-
grams, of which only 29 cases showed unequivocal
arterial ectasia. Associated findings included hyper-
tension (64%), ischemic heart disease (35%), and
diabetes mellitus (16%). Patients with carotid ectasia
showed unilateral visual loss (21%), homonymous
hemianopsia (13%), acute diplopia (3%), and Horner
syndrome (4%). The overall mortality from carotid
ectasia was 45% during a mean follow-up period of
5.6 years. In a review of 1,918 cases of paralysis of the
abducens cranial nerve, only 58 (3%) were caused by
aneurysm.’ Recurrent isolated unilateral sixth nerve
palsy in children is a recognized entity secondary to
immunization or viral illness.” Cluster headache has
also been reported in association with recurrent sixth
nerve palsy. Hamilton and Lessell* reported five cases
of recurrent, idiopathic unilateral isolated lateral
rectus muscle palsy in adults. Two of these patients
had undergone cerebral angiographies that were both
normal. Tumors of the base of the skull were reported
as rare causes of sixth nerve palsy with spontaneous
improvement. It was postulated that several mecha-
nisms could be associated with the recovery.’

We are not aware of a similar report in the literature
in which multiple self-limited episodes of sixth nerve
palsy were associated with structural abnormalities of
the intracranial carotid vasculature.
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FIGURE 2. (Left) Axial projection of the maximum intensity projection of axial two-dimensional time-of-flight
magnetic resonance angiography slices demonstrates the lateral and posterior protrusion of the ectatic left cavernous
internal carotid artery (arrow). (Right) Sagittal maximum intensity projection of the left internal carotid artery
demonstrates the posterior protrusion of the kinked cavernous internal carotid artery (arrow).
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Retinal Vein Occlusion

and Transient Monocular
Visual Loss Associated

With Hyperhomocystinemia

Valerie Biousse, MD, Nancy J. Newman, MD,
and Paul Sternberg, Jr, MD

PURPOSE: To report a 24-year-old man with
bilateral central retinal vein occlusions who had
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preceding episodes of prolonged transient monoc-
ular visual loss during which ophthalmoscopic
findings were not suggestive of vein occlusion.
METHOD: Case report.

RESULT: Extensive hematologic studies for causes
of vein occlusion were unremarkable with the
exception of increased plasma homocysteine in the
patient and in his asymptomatic father.
CONCLUSIONS: Impending vein occlusion should
be considered in the differential diagnosis of tran-
sient monocular visual loss regardless of ophthal-
moscopic appearance, and hyperhomocystinemia
should be considered as a possible cause of retinal
vein occlusion.

P ATIENTS WITH CENTRAL RETINAL VEIN OCCLUSION
occasionally harbor an underlying hematologic
disorder™” and infrequently report episodes of tran-
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