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Introduction: Ocular motor cranial nerve palsies
(OMCNP) are a common presentation in
neuroophthalmology clinics worldwide®, Causes
include: trauma, microvascular ischemia, nerve
compression, inflammation and demyelination?.
Less frequently, congenital cranial palsies or
agenesis also occur. This study was carried out to
provide data on the common causes of OMCNP
presenting to a neuro-ophthalmic clinic serving an
indigenous Nigerian Population and to draw
attention to capacity building needs in
Neuroophthalmology within the Nigerian context.
Methods: A retrospective review of patients with
OMCNP who presented to neuro-ophthalmology
clinic UCH, Ibadan between November 2007 and
October 2016. Data managed & analyzed using
SPSS version 22.

Results: Fifty patients with ocular motor cranial
nerve palsies were seen during the period of
review. There were 28 males and 22 females
(1330

Table 1: Distribution of cranial nerve palsies

Cranial nerve Frequency Percentage

(%)
Oculomotor 31 62
Abducens 14 28
Trochlear 3 6
Multiple cranial
nerves 2 4
Total 50 100

The most common identifiable risk factor for
OMCNP was presumed microvascular ischemia
(22%). Trauma 20%, space occupying lesion, SOL
(16%), infective causes such meningitis and
encephalitis (6%), and pseudotumor cerebri (2%).
Aetiology could not be identified in 34% of cases.
Fifty-five percent of patients with oculomotor nerve
palsies had pupil involvement, with space
occupying lesion being the most common risk
factor (47%).

Six percent of patients had trochlear nerve palsy
with each having different aetiologies ranging from
uncontrolled hypertension, head trauma and
idiopathic. Abducens nerve (6™) palsy was found
in 28% of our patients. Aetiology could not be found
in 57.1% of cases. Identifiable risk factors include
trauma (14.3%), meningitis (14.3%), pseudotumor
(7.1%), and microvascular ischemia (7.1%). Eleven
patients had neuroimaging done. Findings were
normal in 3 patients, 3 patients had space
occupying lesion, 2 had infarcts, 1 with
hydrocephalus and 2 with non-specific findings.

Table 2: Treatment outcomes (as at last clinic
visit)

Treatment Frequency Percentages
outcomes (%)
Partial recovery 8 16
Full recovery 8 16
Lost to follow up 31 62
Deceased 3 6

Discussion: CN Ill palsy was found to be the
commonest OMNCP. Similar findings were reported
by Berlit et al®. Identifiable risk factors for OMCNP
include presumed microvascular ischemia, SOL,
trauma. Tiffin et al* also reported similar risk
factors in their study of acquired OMCNP. There
was more pupil involving CNIIl palsy. This can be
ascribed to the high percentage SOL among the
aetiology of CNIII palsy. CN IV palsy was the least
common OMCNP. The cause of CNVI palsy could
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not be identified in more than half of cases which
is similar to Shakya et al® findings.

Conclusion: Ischaemic CN Il palsy was the
commonest cause of OMCNP. This highlights the
importance of screening for systemic risk factors
for microvascular disease in patients with OMCNP.
Furthermore, the role of neurocimaging in
diagnosing the aetiology of OMCNP cannot be
overemphasized
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