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Introduction
Diabetes mellitus, hypertension, multiple sclerosis, trauma, 
and compressive lesions such as neoplasms and aneurysms 
can cause oculomotor nerve paralysis (oNP).[1] Nerve paraly-
sis may also be associated with various neurological syndro-
mes. Clinical findings of oNP show differences according to 
the affected nerve segment. Also, systemic findings can be 
seen with nerve paralysis.[2] Isolated oNP associated with 
aneurysm or compressive lesions is characterized by sudden 
onset, pain, and pupilla involvement.[2]  We report a case ad-
mitted the emergency clinic with sudden ptosis in her left 
eye that was diagnosed as isolated oNP related to a posteri-
or communicating artery aneurysm.

Case Report
A forty-seven-year-old female patient was admitted to the 
clinic with sudden ptosis and diplopia without pain. Her 
complaints had begun three days prior. She had no trauma 

or systemic disease history. Best-corrected visual acuity was 
10/10 in her right eye and 7/10 in her left eye. Total ptosis and 
mydriasis were seen in her left eye (Figure 1). While direct and 
indirect light reflex was normal in her right eye, light reflex co-
uld not be observed in her left eye. Also, eye movement was 
restricted to all directions without lateral (Figure 1). Approxi-
mately 30 prism diopters exotropia was seen in the primary 
position. Anterior and posterior segment examination was 
normal in both eyes. Computer tomography (CT) and diffusi-
on magnetic resonance imaging (MrI) was observed as nor-
mal. However, a posterior communicating artery aneurysm 
was seen in enhanced MrI and MrI angiography (Figure 2). 
Isolated oNP was diagnosed based on clinical and radiologi-
cal findings and endovascular treatment was planned.

Discussion
The oculomotor nerve supplies the motor innervation of le-
vator palpebrae superior, rectus superior, rectus inferior, ob-
lique inferior musculi and parasymphatic innervation of the 
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iris and ciliary body.[3] The basiler section of the nerve passes 
between the posterior cerebral and superior cerebellar arteri-
es laterally parallel to posterior communicating artery. Intrac-
ranial aneurysms in this area are the primary cause of the in-
sulating oNP that is determined in approximately 20-30% of 
the cases as underlying etiologic factor.[4] The primary locati-
on of the aneurysms that cause the nerve paralysis is the pos-
terior communicating artery; we presented a case reporting 
an aneurysm in a similar region. As is known, hypertension 
or trauma are important risk factors for aneurysm, but in our 
case study there was no systemic disease or trauma history.[6] 

Insulting oNP that is caused by aneurysm or mass effect is 
usually characterized by acute pain and pupillary involve-

ment.[2] In our case study, nerve paralysis emerged acutely 
at the same time as pupillary involvement was detected. But 
as there was no pain history in our case, it does not suit the 
classical clinical picture, but similar cases have been repor-
ted.[7] However pupillary involvement may not be detected 
in 8-15% of patients with aneurysm caused oNP but pupil-
lary involvement may occur by following patients.[8] The exis-
tence of pupillary involvement may give an idea about the 
underlying etiologic factor. If there is pupillary involvement, 
aneurysms or mass-like lesions that occupy an area should 
be considered, but if there is no pupillary involvement, vas-
cular pathologies lead by diabetes mellitus should be tho-
ught of. This situation occurs because of the position of the 
fibers that lie in the nerve. While the infact caused by the 
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Figure 1. Total ptosis and mydriasis were seen in her left eye. Eye movement was restricted to all directions except 
lateral. Also, exotropia was observed at the primary position.

Figure 2. Posterior communicating artery aneurysm, which is the millimetric nodular gadolinium enhancement, 
was seen in enhanced MrI (T2 sequence) and MrI angiography (arrows).
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vascular pathologies such as diabetes mellitus affects the 
center of the nerve, mechanical causes affect the fibers that 
are close to the area.[9] As the parasymphatic fibers of the 
nerve lie superficially, pupillary involvement is detected in 
these cases because of the impression. At the same time, 
other than the lateral rectus and superior oblique musculi, 
extraocular motor innervation is damaged so that ptosis and 
scantiness of eye movements except the exterior view are 
detected.[2] Also, as we presented in our case, study patients 
develop diplopia and the affected eye slides to the exterior.

Clinically insulting oNP-like cases should be examined for 
trauma and systemic vascular disease. In that case, diffe-
rential diagnosis about the underlying etiologic factor can 
be done. Intracranial visualization should be performed. As 
occurred in the case we presented, normal intracranial visu-
alization should not eliminate the clinical diagnosis of ane-
urysm, and  angiography should be performed urgently. As 
treatment of cases with unruptured aneurysms endovascu-
lar techniques has recently become more popular, it is also 
planned in our case study.[10]

Consequently similar clinical patients consulting to emer-
gency service should be diagnosed differentially for int-
racranial aneurysms. otherwise rupture of the aneurysm 
resulting in subarachnoid bleeding with subsequent high 
mortality and morbidity and the clinical situation of the pa-
tient may become worse.
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