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Fig. 1 Blephaloptosis and ocular movement at admission.

The patient had marked blephaloptosis in both eyes. The right eye showed a slightly abducted position in the median

view with slight limitation of adduction in the left gaze, but the other ocular movements were intact in the other gaze.
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Fig. 2 Cytology of cerebrospinal fluid.
Cytodiagnosis of the cerebrospinal fluid showed large atypical lym-
phocytes (arrows). Bar = 10 pm.
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Fig. 3 Brain magnetic resonance image findings at admission.
Fluid attenuated inversion recovery (FLAIR) images (Axial, 5.0 T, TR = 8,000 ms, TE = 120 ms) (B, C, D,
E) revealed symmetrical hyper intensities in the midbrain, around both the third ventricle and the bilateral

anterior horn of the lateral ventricle (arrows).
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Fig. 4 Gadolinium-enhanced T,-weighted images.
Contrasting effects were found in the midbrain, peri-third ventricle, and peri-anterior horn of the lateral ventricle (arrows).

Fig. 5 FDG-PET.
FDG-PET showed abnormal accumulation in the midbrain and the peri-anterior horn of the lateral ventricles (arrows) with a distribution

similar to that seen in the gadolinium-enhanced MRI scans.
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Abstract

A case of bilateral blephaloptosis resulting from midbrain lesions caused
by diffuse large B-cell lymphoma

Akane Ikeda, M.D.", Mayumi Ikegami, M.D.”, Atsushi Tani, M.D.?,
Yoriko Kajiya, M.D.” and Fujio Umehara, M.D."
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We report the case of a patient with bilateral blephaloptosis associated with a recurrence of diffuse large B-cell
lymphoma (DLBCL) in the midbrain. A 70-year-old man experienced acute onset bilateral blephaloptosis; the other
ocular movements, except for medial rectus muscle in the right eye, were not impaired. Pupils were isocoric and light
reflexes were prompt. Other cranial nerves were intact. Gadolinium-enhanced MRI revealed abnormal enhancement in
the midbrain and peri-ventricular regions. FDG-PET revealed an abnormal positive signal in the midbrain, similar to the
distribution seen in the MRI scan. Cytology of the cerebrospinal fluid showed large atypical lymphocytes. These findings
suggest that the recurrence of DLBCL in the midbrain caused bilateral blephaloptosis. The oculomotor fascicle is
localized in the paramedian ventral midbrain. The fascicular fibers are divided topographically into four regions; the
lateral, medial, rostral and caudal regions. In three-dimensional arrangement of the oculomotor fascicle, the fibers to the
levator palpebrae superioris muscle and medial rectus muscles are located adjacently in caudal regions. Thus, we
speculate that recurrence of DLBCL in the midbrain involving the right oculomotor fascicle caused blephaloptosis in the
right eye, and then, infiltration of DLBCL to the left oculomotor fascicle subsequently caused blephaloptosis in the left
eye. This is a valuable case to be documented in which neurological site of lesions consistent with those are found in
radiological study.

(Rinsho Shinkeigaku (Clin Neurol) 2016;56:32-36)
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