JCULAR MOVEMENT
JISORDERS FROM THE
"ERSPECTIVE OF
"NEUROLOGY

Can Kocasarac



eye movements

vements in stroke patients

eye movements in vestibular



g

ocular reflex



of the eyes that bring image onto

in response to a sudden
an a scene or to read

ye movements (3 saccades a second)

ed in the frontal lobes and are under
eral control; that is, right frontal lobe
stimulation will result in a saccadic eye
movement to the left



Frordsl syw fekd
/

— e N
-—-] — .__

Saccadic Eyo Movements




Mezensefalon

Pons

Medulla

oblonoata



oving target on the fovea
ades, instead moves



Dorsolateral -
pontine nuclei

VES N EITHETS



=

L

and PPRF



eye movement |
Create RSS Create alert Advanced

Format: Summary - Sort by: Most Recent~ Per page: 20 -

!, Search Tip
. O . Sort by Best Match to display results from highest to lowest relevance to yo
P . ferms.
- Try it Now

Search results
Items: 1 to 20 of 63764

of 3189







ocular reflex (VOR)

ing for head movements by rotating
site direction

s visual images from slipping

Abducens nucleus
-Oculomotor nucleus



ovement disorders in
stroke patients

ne review of interventions for eye
in post-stroke patients concluded
isorders may affect over 70% of

ement disorders may result in (a) “difficulty
ing the normal ocular position” and (b)
moving the eyes appropriately” (ocular

Interventions for disorders of eye movement in patients with stroke.
Pollock A1, Hazelton C, Henderson CA, Angilley ], Dhillon B, Langhorne P, Livingstone K, Munro FA, Orr H, Rowe FJ, Shahani
U.
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Trochlear nucleus

ons involving the midbrain
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Thalamus

Key structures with ocular motor function within the medulla (A: axial section), pons (B: axial section), and
midbrain (C: parasagittal section). MVN, medial vestibular nucleus; IVN, inferior vestibular nucleus; SVN,
superior vestibular nucleus (orange circles); ICP, inferior cerebellar peduncle; NPH, nucleus prepositus
hypoglossi; MLF, medial longitudinal fasciculus; 10, inferior olive; CN VI, cranial nerve VI; CN VII, cranial
nerve VI, PPRF, paramedian pontine reticular formation; CTT, central tegmental tract; SCP, superior
cerebellar peduncle; INC, interstitial nucleus of Cajal; riMLF, rostral interstitial nucleus of medial
longitudinal fasciculus.

(Modified from Leigh and Zee, 2015, with permission from Oxford University Press. C is based on a figure
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on right optic tract
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due to complete '99'0" of Optic nerve 5 Left homonymous inferior
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‘ bjective Visual vertical;

ate gaze abnormalities, nystagmus
(g) Cerebellum

-Impaired smooth pursuit eye movements and
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plinical observations of patients with eye
novement disorders following a stroke
may include the following

1ead tilt during near (close-up)

yidance of nes ks

ng or covering one eye during

sations and / or activities due to blurred

or double-vision

- o difficulty maintaining eye contact
~Neglecting one side of the body or space during
functional activities

-Difficulty with activities of daily living due to
poor eye-hand coordination - knocking objects
over or missing objects during reaching
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ifficulty concentrating on tasks

difficulty “seeing” with or without
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novements in comatose
patients

1ovements
ominantly horizontal conjugate

icephalopathy (may be

n deep coma), bilateral supranuclear lesions

ar bobbing

position
y cause: Pontine strokes; other structural,
etabolic, or toxic disorders

https:/ /www.youtube.com/watch?v=YAUT15d1YB
U
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jugate deviation of the eyes,
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2athologic eye movements in
vestibular disorders

Peripheral vestibular nystagmus

Mixed, horizontal torsional that beat
away from the lesion

Jerk movements (fast phase and slow
phase)

Strongly suppressed by visua

Increase with gaze towar
(Alexander's law)

Does not change directio
gaze position

May be ind
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ote weakness of the muscles
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secondary to serious head trauma,
ality, tumor, infection,
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pil is spared, the cause is likely to be an
Ic process of the oculomotor nerve (DM)

aging, cerebral angiography
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muscle innervated by the 4th
erior oblique muscle)

alsies are often icult to detect because
t vertical eye position predominantly
ye is turn inward.
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e 1S a common cause

multiple sclerosis are

ging, usually diagnosis is obvious from
and physical examination
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