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A sixty-five years male patient presented in our neurological 
clinic following a fall from a slope while grazing grass in remote 
Nepal. He was complaining of drooping of the right eye lid and also 
having double vision. His Glasgow coma scale (GCS) was 15/15 and 
his vital parameters were within normal range. Following thorough 
neurological examination, he was found to have bilateral third (right 
> left), bilateral fourth (right > left) and partial right sixth nerve palsies 
along with loss of convergence (Figure 1). Computerized tomogram 
(CT) head however did not reveal any findings so as to localize the cause 
for the bilateral ophthalmoplegia. Magnetic resonance imaging (MRI)  
T2W and the FLAIR (Fluid attenuated inverse recovery) sequences 
revealed focal contusion in the anterio-lateral aspect of the midbrain 
along the region of the pyramidal tracts within the crus cerebri on the 
right side (Figure 2). Lesions in the brainstem characteristically present 
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with features of crossed hemiplegia. However, our patient did not have 
even soft pyramidal signs, making the localization even more difficult. 
Bilateral ophthalmoplegia due to peripheral cause is a rare entity. Due 
to the involvement of third, fourth and sixth cranial nerves, we ruled 
out the possibility of the lesions in the cavernous sinus or that of the 
orbits by performing MRI studies of the corresponding regions as well. 

The patient was managed conservatively and was discharged 
on tapering doses of oral steroid (Prednisolone) therapy. There was 
minimal improvement on his spontaneous eyelid elevation on the right 
sight during his follow up at first month. 

Post traumatic multiple cranial nerve palsies are a well 
reported entity [1]. In our case, there was a focal lesion in the 
midbrain accounting for the probable central cause for the bilateral 
ophthalmoplegia. In circumstances wherein the imaging modalities do 
not reveal any localizing pathology, neuropraxia following accelerating 
and decelerating injury, is the most attributable cause. Moreover, the 
imaging findings do not correlate well with the clinical findings in 
many circumstances [2]. The recovery is variable and depends upon 
the severity of initial injury [3]. 
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Figure 1. Clinical image showing post traumatic ophthalmoplegia involving multiple 
cranial nerves.

Figure 2. MRI findings showing signal changes in the pons which helps to localize the 
cause of the ophthalmoplegia within the brainstem.
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