brainstem (typically structural)
bilateral lesions of

cerebral hemispheres (structural or metabolic) Dy
shifttentorial herniation with brainstem
nilateral, large hemispheric

R an unilateral, large hemispheric stroke

away from the side of the hemiparesis |

—\ oy dovitoonard hasido of acorerl g
intact contralateral frontal eye field drives the s mispheriolesio
E

eyes 1o the opposite side.
hemispheric lesion

intact horizontal eye movements are
pr

persistsfor onlyafow days. ()

“brainstem lesions are 100 terrible t0 look at”

eyes deviate side of apontine g
intact, contralateral horizontal gaze center brainstem lesion
drives the eyes to that side

™) pontine brainstem stroke

G E
ly persists for long periods of time.

e
metaboliccoma ) peieeee! T

every fewseconds  rapidly alternate in gaze from side to side

“ping-pong” gaze
confined to the horizontal plane spontaneous eye movements

iatral hemispheric esions 4 |

longer period of

- metabolic coma -

acquired form of PAN

baclofen (GABA-B receptor agonist) ™
requently effective

superir obique myokymia o
carbamazepie derivatives @)
roquenty efective

Downbeat nystagmus ¥
clonazepam (GABA-A receptor agonist) 1
other central vestibular forms of nystagmus

acquired and congenital forms of nystagmus

may reduce nystagmus severity and improve -
e memantine

GABAergic medication

-
gabapentin
acaquired and congenital forms of nystagmus 12 reduce nystagmus severity and improve

downbeat nystagmus ¥
dalfampricine ¥
more efficacious than the similar drug
amifampridine

Infantile Nystagmus Syndrome (NS)/ raditional ambyopia therapy
Congenital Nystagmus (GN)
1o induce convergence in patients whose
nystagmus diminishes vith convergence __Pase-out prisms
ay improve visual acuity n patients with A
congenital nystagmus contactansos 2
s et o patlrts ho 10 WING10 1oy ampituce o rystagmus
view monocular
unilateral retrobulbar njection of botulinum

because of the loss of the normal VOR that  some patients report burred vision when | (©Xn P
walking

adjusts eye position as the head moves

nonpharmacologic treatment

to mechanically shift the null point to primary.

for congenital nystagmus o CE

for upbeat or downbeat nystagmus ¥

on vertical recti
extraocular muscle surgery.
diplopia may result postoperatively.

horizontal rectus muscle tenotomy,
for adult patients with congenital nystagmus % reattachment of the muscles to their original
insertion site.

Eye Movements in Comatose Patients

‘Treatment of Nystagmus and Other Eye
Movement Disorders

Additional Eye Movement Disorders |

Ocular Bobbing

9 rottwue nystagmus lacks slow phases

medial rectus muscles are the most powerful

¥ convergent move
convergent Movements e extraocular muscles

T
popeiin 5;;'::;’0',.:"03;"5 LD cocortracton o the sxtaocalar muscles o1
vmanng OKN dru attempted upgaze

¥ retraction of the globe into the orbit

| Convergence-Retraction Nystagmus
paresis of upgaze

pupillary light-near dissociation
@ localizes the cisease process tothe corsal

skew deviation

bilteral eyeld retracton (Coler sign)

etiology is unknown neurovascular compression

spontaneously or after a downward eye
movement

paroxysmal, monocular, high-frequency bursts 3200003
of contraction of the superior oblique muscle
numerous times per day.
dlinical presentation

usually to observe them

vertical or torsional oscillopsia
symptoms.
= transient vertical diplopia.

ST I IO
after contraction of the.

&5

chronic  most common

((Superior Oblque Myolymia

clinical course is highly variable ~ Spontaneous recovery  only brief spells
almost aiways benign
¥ carvamazepine
phenytoin
medical  baciofen
treatment i
topical betaxolol

combined superior oblique muscle tenatomy
- S of the ipsilateral inferior oblique
scle

references

@ whipple dsease
Vertical saccadic palsy
ocular motor findings

coour with coiractions ofthe masticato
penciiar vergence oscllatons @) y

both cause pendular nystagmus
compare with oculopalatal myoconus.
diarthea

systemic incings | cognitve aystuncton
@ oculomasticatory Myorhythmia | " o ontve s

weight loss

unexplained fever

lymphadenopathy.

duodenalbiopsy  PASstaining 4@ Tropheryma whipplei
diagnostic workup
serologic (PCR) testing

progressive and potentially fe-threatening

similar to downbeat nystagmus

rapid downward movement of both eyes,
followed by slow return to midiine

curable with antibiotic therapy

infartion
@ pons

hemorrhage
extremely poor prognoss for neurologic:
recovery

valuable localization and prognostic
information

bilateral pontine lesions lead to loss of
horizontal eye movements

(Invrse baoing ) o

R o praryposiion
{ ) folowea by a s @ ronocaing pronomena posicscharic
reverse ocular bobbing return to primary position encephalopathy)

SO slow upward drift followed by a rapid return to
conve primary position






