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Abstract
Oculomotor paralysis is a rare complication of diabetes. It is a rare form of diabetic neuropathy,
with a prevalence of 1 to 14% in diabetics. This is a 52-year-old patient with no known personal
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history, who presented himself in ophthalmological consultation for left ocular pain and fall of
the upper left eyelid, occurred 6 days ago and rapidly progressive in an atraumatic context.
Objective ophthalmological examination a moderate left ptosis, with incomplete
ophthalmoplegia sparing abduction and twists, without vicious attitude. Visual acuity at a
distance without correction was 6/10 in both eyes, P3. At bio microscopy, RPM kept bilaterally,
without surface disturbance with normal anterior and posterior segments. This was an

incomplete paralysis of the extrinsic component of the IIl. Emergency radiological checkup
ruled out a central vascular and neurological cause. The etiological biological assessment finds
fasting blood glucose high at 1.92 g/l. It is sent to the diabetologist for investigations. The
degenerative assessment is normal but with a glycated hemoglobin at 10.5%, testifying to an
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unknown diabetic. It is retained the diagnosis of a paralysis of Il incomplete inaugural type 2
diabetes. The evolution after 2 months was marked by the progressive regression of its paralysis
after glycemic balance and correction of risk factors. Oculomotor paralysis is not uncommon
during diabetes, it is necessary to think about it during etiological assessment for early and
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Introduction

Mononeuritis with oculomotor nerve involvement is a rare form of diabetic neuropathy; with

a prevalence of 1-14% in diabetics [1]. It is often a complication of a fairly advanced stage or an
unbalanced diabetes but it can be indicative of diabetes in 2.2 to 3.6% [2]. It is a form of nerve degeneration, which is usually
reversible without sequelae. All oculomotor nerves are affected but the most affected are the external oculomotor nerves VI and
common III [3]. It is manifested by a table of oculomotor paralysis of interest to the affected nerve or nerves. The etiological
paraclinical assessment allows to rule out another cause and to establish the origin of diabetes, thus allowing the proper
management.

We present through this observation a case of extrinsic paralysis of nerve Ill, rare, revealing type 2 diabetes and discuss the
epidemiological and clinical aspects, the diagnostic approach as well as the management and evolution.

Clinical Observation
This is a 52-year-old patient, with no known personal history, who presented for ophthalmological consultation for moderate
left eye pain and left upper eyelid fall, which occurred 6 days ago and rapidly progressing in an atraumatic context. The objective
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ophthalmological examination a left moderate ptosis, with incomplete ophthalmoplegia of the III sparing abduction and twists
(moderate ptosis, paralysis of the adduction, elevation as well as a limitation of the lowering of the look), without vicious attitude
of the head. There is no exophthalmos, no inflammatory signs, no vascular breath, no thrill and no vessels at the head of the
jellyfish. There was no palpable mass (Fig. 1). There were no sensitivity abnormalities in the trigeminal territory. Visual acuity
at a distance without correction was 6/10 in both eyes, P3. At biomicroscopy, the photomotor reflex is kept bilaterally, without
surface disturbance with at the anterior segment a cataract subcapsular beginner and a posterior segment strictly normal. The
complete neurological examination found no other involvement of the cranial pairs. This was an incomplete paralysis of the
extrinsic component of the IIL

The emergency radiological check-up, namely the injected orbito-cerebral scanner and Angio-MRI, eliminated a central vascular
and/or neurological cause. The inflammatory balance is negative but we find in the rest of the etiological biological balance a
fasting glucose high at 2.92 g/l with a glycated hemoglobin at 10,5%. The diagnosis of incomplete oculomotor paralysis of type 2
diabetes was retained. It is addressed to the diabetologist for further investigation. The degenerative balance is normal apart
from an overweight estimated by BMI at 24 kg/m? and high cholesterol. No other neuropathy or microangiopathy was found.
He is put on oral and statin antidiabetics with a low dose of corticosteroids at 0.75 mg/kg for 3 weeks. The evolution after 2
months was marked by the progressive regression of his paralysis after glycemic balance and correction of risk factors. He fully

recovers his oculo-motor after 6 months (Fig. 2). There is no recurrence or complication after a one-year setback.

R

Figure 1: Oculomotricity examination shows extrinsic paralysis of the III of the left eye.
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Figure 2: Complete regression of paralysis and suppression of left ptosis.

Discussion

Ophthalmopathy is a common micro-angiopathic complication in diabetic patients [4]. The pathophysiology of degenerative
complications of diabetes mellitus involves vascular and genetic metabolic factors that interact with each other. Chronic
hyperglycemia is responsible for metabolic and vascular abnormalities [2]. It is true that retinopathy is still the most obvious
ocular disease in diabetes, but all ocular structures can be affected, including nerve structures whose mechanism is said to be
ischemic [4-6]. The incidence of ophthalmoplegia in diabetics is estimated to range from 0.4% to 5.0% in series [7,8]. In his review,
Said, et al., reports that it is most often diabetic polyneuritis and that mononeuropathy in general in diabetes is rare [7,9]. All
nerves can be affected both the cranial pairs or other. Concerning the oculo-motor nerves, it is often a picture of mononeuritis
with isolated involvement of VI, III, more rarely IV, sudden installation or over a few days, on a diabetic ground often light,
rarely unknown as it is the case of our patient. A recent study shows that 26% of III paralysis manifests as complete extrinsic
involvement, with an identical proportion regardless of the etiology [10]. This sufficiently demonstrates the rarity of this disease
and this is the case for our patient. In adults, the main cause of paralysis of III corresponds to microvascular involvement (35 to
40%), classically described in the books as brutal and maximum right away, completely affecting the extrinsic musculature,
sparing the pupil. The average age of patients with microvascular involvement is 68 years [10]. Pain makes oculomotor paralysis
a diagnostic emergency, even if our patient has not reported orbital or periorbital pain or headache. The most feared cause is
aneurysm involvement (6 to 16%), to be mentioned systematically in case of mydriasis, focal involvement or paresis. Progressive
involvement may be related to compression (neoplasia 6% to 11%, aneurysm, etc.). Traumatic cause (12-19%) is evoked in the
context of severe head trauma. In practice, only neurologically isolated and extrinsic full IIl with total pupil saving, in a patient
over 50 years without risk factors other than cardiovascular history, can actually evoke first a microvascular involvement [11].
However, even in this situation, the systematic conduct of cerebral and orbital magnetic resonance imaging (MRI) with angio-
MRI finds another etiology in 9% of cases [12]. In all other cases, urgent imaging is required to eliminate a pituitary aneurysm
and apoplexy and to do a biological assessment to look for Horton's disease. In case of diabetes, very often, during the etiological
diagnosis, the assessment is very telling. Thus, all the etiological assessment in our patient reveals a type 2 diabetes unknown.
The probability of spontaneous recovery after acquisition of the third cranial pair, depending on the etiological mechanism, is
possible [11]. Management is etiological in the case of diabetes, including oral anti-diabetics and correction of risk factors [1,3,9].
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Some authors advocate low-dose corticosteroids of 0.75 mg/kg/day or acetylsalicylic acid and benfotiamine with good clinical
progression and recovery often without sequelae [4,12].

Conclusion

Oculomotor paralysis almost always occurs after 50 years. In case of diabetes, they can occur as a result of a chronic glycemic
imbalance or decompensation but can be indicative of type 2 diabetes. The picture is very often that of a complete extrinsic
disease. It is necessary to think about it during the etiological assessment of a paralysis of oculomotor nerves, especially after
having eliminated an emergency, for an early and adapted management.
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