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ABSTRACT: 

Ophthalmoplegia is also called extraocular muscle palsy, paralysis of the extraocular muscles that 

control movements of the eye. Ophthalmoplegia usually involves the third (oculomotor), fourth 

(trochlear), or sixth (abducens) cranial nerves. Paresis is a condition in which muscle movement is 

weakened. Unlike paralysis, individuals with paresis still have some control over the affected muscles. 

Although paresis affects muscles, it usually occurs due to nerve damage. Here I report a case of an old 

male with complete ophthalmoplegia with monoparesis 2o to malignancy throughout the primary week 

of treatment initiation, stressing clinicians for abnormal activity. 
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INTRODUCTION: 

Ophthalmoplegia is paralysis of the eye muscles. It can be caused by congenital abnormalities, trauma, 

complications of viral infections, or disorders that can affect the nervous system, including multiple 

sclerosis, cerebral tumors, vascular (blood vessel) disease associated with diabetes. Ophthalmoplegia 

can also occur as a complication of the muscle disorder such as myasthenia gravis, although it is 

associated with other muscular symptoms [1]. 
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The condition may be myopathic, which means the muscles controlling eye movement are directly 

involved they are neurogenic, which means the nerve pathways controlling eye muscles are affected [2]. 

Internuclear ophthalmoplegia is a disease that affects the nerves, it is a major cause of total 

ophthalmoplegia [3]. A tumor or a ruptured aneurysm in the cavernous sinus is usually presented with 

painful ophthalmoplegia. Painful ophthalmoplegia is also seen in cases of Tolosa-hunt syndrome [4]. 

Lesions of cavernous sinus or orbit cause simultaneously injury to cranial nerves 3,4,6 as well as too 

sympathetic nerves of the iris and to the ophthalmic distribution of the trigeminal nerve and thus 

presented with total ophthalmoplegia [5]. 

 

CASE REPORT: 

A 40yr old male patient with no past medical history of DM, HTN, TB, EPILEPSY, ASTHMA 

presented to the hospital with ptosis of the left eye, blurring of eye vision, drooping of [L] eyelid, and 

double vision. The patient was apparently asymptomatic then had a history of blurring of vision [L] 

eye, painless, insidious onset, gradually progressive, double vision, images are vertical, binocular 

double vision, rise with pain on movement of [L] eye. Headache on [L] sided throbbing type not 

associated with radiation, vomitings.  

 

The patient was examined, and the temperature was afebrile, Pulse rate: 88bpm, Blood Pressure 

130/80mmhg, Laboratory Findings: serum creatinine: 0.64%, blood urea: 56.4%, total serum proteins: 

6.60gm%, Albumin: 2.83gm%, total serum bilirubin: 1.90mg%, Alkaline phosphate: 

458KAU/100ml.Electrolytes-sodium: 135mEQ/L, Potassium:3.9mEQ/L, Chloride: 98mEQ/L. 

Differential count: N-13.75%, M-1.68%, WBC: 17.31[103/ul], RBC: 3.75[106/ul], HCT: 34.6%, 

MCH: 33.1pg, MCHC: 35.8gm/dl, PLT:128[103/ul]. 

 

Atypical epithelial cells arranged in papillary & acinar patterns. Individual tumor cells show moderate 

pleomorphism with a high N: C ratio, irregular nuclear membrane, coarse chromatin & prominent 

nucleoli. The cytoplasm has moderate to abundant with some cells showing eccentrically placed nuclei. 

Mitotic figures are seen. The background shows dispersed tumor cells, lymphocytes, cyst macrophages 

& hemorrhage. 

 

Imp: Metastatic deposits of epithelial malignancy possibility of adenocarcinomas deposits. 

The patient was started treatment with inj. piptaz 4.5g is given thrice a day and inj. optineuron was 

given once a day by the IV route. Tab. Aspirin 75mg, Tab. Atorvas 40mg and Tab. Pcm500mg was 

given once a day by oral route and physiotherapy is also done. DAY2- the patient was treated with the 

same medication, but the patient is drowsy. DAY3-patient is conscious and treated with only inj. 

Piptaz4.5gm, Tab. Pcm500mg and physiotherapy is done. DAY4- the patient is conscious and treated 

with only pipatz and optineuron. The patient was found to be better without any complications. 
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DISCUSSION: 

Ophthalmoplegia is divided into internal and external. Were as internal ophthalmoplegia means 

paralysis of the pupillary fibers of the oculomotor nerve with the sparing of paralysis of the extraocular 

movements, at least during the course. It is sometimes an important sign of the presence of 

supratentorial space occurring lesion compressing the outer pupillary fibers of the third nerve on the 

same side. 

External ophthalmoplegia is a classical type of lesion occurring in patients with diabetes mellitus 

producing a completely reversible unilateral third nerve palsy with paralysis of adduction, elevation, 

and depression of the eye. 

Ptosis is typically bilateral but may be unilateral for a period of months to years before the fellow lid 

becomes involved. As ptosis becomes complete, the use of frontalis muscle help to elevate the lids. 

Weakness of extraocular muscle groups including orbicularis oculi muscle as well as facial and limb 

muscles. 

 

CONCLUSION: 

Total third nerve palsy occurs outside the brainstem and therefore is not associated with any features 

of the nuclear type of lesion, cerebral, or cerebellar peduncles affection. Where the other site the third 

nerve may be involved in a partial manner is within the orbit, where the nerve has already divided into 

the superior and inferior divisions. 

The fourth cranial nerve originates in the midbrain, just caudal to oculomotor nerve complex. Fibers 

exit the brain stem dorsally and cross to innervate the contralateral superior oblique. 

The sixth nerve innervates the lateral rectus muscle. A palsy produces horizontal diplopia, worse on 

gaze to the side of the lesion. The rest of the oculomotor movements are normal. 
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