Letter to Editor

Isolated abducens nerve palsy
caused by contralateral
vertebral artery dolichoectasia

Sir,

Several diseases present with isolated sixth nerve palsy in
adults. The causes of actual sixth nerve palsy include aneu-
rysms of the vertebral artery (VA), tumor, head trauma, dia-
betes mellitus, arteriosclerosis, multiple sclerosis, meningitis,
inereased intracranial pressure, and lumbar puncture.!'?!
Elongation, widening, and tortuosity (dolichoectasia) of the
vertebrobasiler system occasionally causes facial nerve palsy
or trigeminal nerve disturbance by compression.”* Isolated
abducens nerve palsy related to dolichoectatic vertebral ar-
tery (DVA) compression is very rare. We describe a patient
with isolated right abducens nerve palsy due to vascular com-
pression of left DVA. A 53-year-old man had a 3-year history
of horizontal diplopia with no associated symptoms. e com-
plained of horizontal diplopia during rightward gaze. Blood
pressure was recorded as 120/80 mm Hg in left arm whilst
seated. In the primary position, there was a secondary devia-
tion in the left eye. Neuro-ophthalmologic examinations dis-
closed right abduction palsy. In contrast to right ward gaze,
no problem was found in left ward gaze. All the other cranial
nerves examinations were normal. He had no papilledema or
nystagmus. Neostigmin testing was performed twice and the
results of each test were negative. The blood count, serum
elucose (fasting and following glucose load), erythrocyte sedi-
mentation rate, thyroid function studies, and the other

hematological investigations were all within normal limits.
Magnetic resonance (MR) imaging and MR angiography of
the brain and orbit demonstrated compression of the right
abducens nerve superiorly and laterally by dolichoectatic left
'A. No other abnormal signals were seen in brainstem [Fig-
ure 1]. Owing to the fact that the right abducens nerve palsy
was mild and the patient showed no diplopia in the primary
position, no treatment was administered. Six months after
the first examination, no changes in neurological findings had
been detected.

The dolichoectatic VA is the site of marked pathological elon-
gation, widening, and tortuosity. The etiology of dolichoectasia
is unclear. Severe arteriosclerotic changes associated with
hypertension had been reported as a cause of dolichoectasia
of vertebrobasilar system. On the other hand, because of its
occurrence in some young people, several congenital factors
may contribute to its development.”” When VA is
dolichoectatic, it deviates from its course ventral to the
brainstem and may compress the cranial nerves, most fre-
quently as they emerge from the brain stem (root entry zone).
The facial and trigeminal nerves are the mostly affected
ones. P Tn addition DVA can produce ischemie stroke, tran-
sient ischemic attacks, and intracerebral hemorrhage.' The
abducens nerve is one of the longest nerves in its peripheral
course that predisposes this cranial nerve to involvement at
all levels, from the brain stem and base of the skull, through
the petrous tip and cavernous sinus, to the superior orbital
fissure and orbit. Because of this, the sixth nerve is more li-
able to injury by some conditions such as trauma or inflam-
matory lesions. Abducens nerve palsy usually results from
brainstem ischemia, hemorrhage, infiltration of tumor or vas-
cular compression, and is always associated with facial weak-
ness and pyramidal signs in the central lesions. After emerg-
ing from the brainstem, occasionally, the abducens nerve may
be compressed by vascular structures such as an enlarged ec-

Figure 1: Coronal magnetic resonance angiography image demon-
strates the dolichoectatic left vertebral artery (VA), compression and
displacement of right sixth nerve at the root exit zone
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ective
observation or surgical evacuation of the clot can be the
treatment options.
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Letter to Editor

tatic vertebrobasilar artery.”!

In our case, MR imaging revealed dolichoectasia of the left
A and compression of the right abducens nerve by the left
A in the root exit zone. Narai ef al. and Ohtsuka ef al. re-

ported cases with isolated abducens nerve palsy caused by
compression of contralateral DVA similar to our case but
present case differs from those of cases with having no hyper-
tension.?H* Microvascular decompression is often recom-
mended for patients with a cranial mononeuropathy that is
caused by dolichoectasia of the vertebrobasilar system, refrac-
tory to medical treatment.”’ Our findings suggest that
dolichoectasia of contralateral vertebral artery causes isolated
abducens nerve palsy and thin MR imaging scans can be help-
ful to detect such compression. The contralateral VA
dolichoectasia should be considered as a very rare cause of
the isolated abducens nerve palsy.
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Arteriovenous malformation
presenting with trigeminal
neuralgia and treated with
endovascular coiling
Sir,
Areteriovenous malformations (AVMs) are known to cause
trigeminal neuralgia (TGN).[1] The incidence of posterior fossa
AVM is less than 10% of all intracranial AVMs.The association
of an AVM and TGN is rare.[2] Eisenbrey and Hegarty
were the first to describe a case of AVM presenting with TGN
in 1956.[3] Staged endovascular coiling as an adjunct to surgery
for large (3 cm) AVMs can achieve satisfactory reduc-
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tion in size, making them amenable to surgery.
We present a case of a 56-year-old man presented with a 6-
year history of severe right-sided sharp lancinating pain affecting
the mandibular division of the trigeminal sensory distribution.
On examination there appeared to be a trigger zone
over his right zygoma. There was no evidence of any neurological
deficit. He was maintained on 1200 mg of
carbamezapine a day with little effect.
High-resolution magnetic resonance imaging (MRI) and
gadolinium enhanced magnetic resonance angiography (MRA)
revealed a very large vascular loop of the right superior cerebellar
artery (SCA) passing inferiorly and causing distortion
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cerebellar
artery (SCA) passing inferiorly and causing distortion
of the root entry zone of the right trigeminal nerve.
Cerebral angiography confirmed the presence of a posterosuperior
vermian AVM fed by the right SCA and draining
into the vein of Galen [Figure 1]. Endovascular embolization
was performed using Berenstein liquid coils. This resulted in
significant reduction in blood flow with transit time through
the AVM doubled. Follow-up MRI and MRA with gadolinium
after 6 months showed partial patency of the AVM with dilatation
of tentorial veins bilaterally and a large loop of SCA on
the right. Repeat angiography and embolization showed no
change in the appearance of the superior vermian AVM with
its three feeders (two from the SCA and one from PICA).
Using the same technique catheter was inserted into the SCA
and the superior of the two feeders. A straight Berenstein
liquid coil was injected. This produced gratifying reflux up
the pedicle on check injection and the flow was clearly reduced
further [Figure 2]. Despite many attempts it was not possible
to catheterize the second feeder. The procedure was terminated
without any neurological complication. The patient was
discharged after 3 days.After a follow up of 18 months the
patient remain free from pain and there was a significant re-
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Figure 1: Fight vertebral angiogram showing dilated, ectatic right
superior cerebellar artery (solid arrows) and occlusion of the vein of
Galen (curved open arrow).


