
Abstract

Sixth nerve palsy can occur as a result of elevated intracranial pressure, neoplasm or 

trauma. In between 5% and 16% of referred cases have no apparent cause and are 

classified as benign. Very rarely, recurrence of these benign palsies has been 

described. We report two children with recurrent  sixth nerve palsy who were 

investigated thoroughly for the aetiology of sixth nerve palsy and in whom no cause 

could be found. Both children recovered completely.

Case Reports 

Benign, Recurrent Sixth Nerve Palsy in Two Children

Introduction

he sixth cranial nerve, also known 

as the abducens nerve, innervates Tthe ipsilateral lateral rectus, which 

functions to abduct the ipsilateral eye. The 

sixth cranial nerve is the most commonly 

affected of the  ocular motor nerves. Sixth 

nerve palsy may result from a variety of 

lesions viz. space occupying lesions, 

inflammatory disorders, vascular events, 

metabolic causes and tumours. Truly 

benign sixth nerve palsy is seen in about 5 

to 16 per cent of cases.¹ It is important to 

take a thorough history; perform a full 

neurological examination and necessary 

neuro radiological investigations in every 

child with sixth nerve palsy before terming 

it as "benign" sixth nerve palsy.

Case Report

The first patient, a 6 year old well grown female 

child, presented with history of mild upper 

respiratory infection 7 days back followed by sudden 

onset of diplopia. On examination, the child had an 

isolated left sixth nerve palsy. Rest of the history was 

not contributory; physical examination was within 

normal limits. MRI brain and CSF were normal. The 

nerve palsy recovered completely in 7 days and child 

was discharged from the hospital. Six months later, 

the child was admitted again with diplopia without 

any preceding event. No abnormality could be 

detected on neurological examination and MRI/CSF 

study were normal. Child recovered completely 

within 5 days. Child is on follow up since last 4 month 

without any recurrence or neurological abnormality.

The second patient was a 15 month old male 

child who presented with a history of sudden onset of 

squint. The child had received MMR vaccine 10 days 

ago. On examination except for left lateral rectus 

palsy, no other abnormality could be detected. The 

same boy presented 4 month later with a recurrence 

of sixth nerve palsy on the same side. MRI brain and 

CSF study was normal on both admissions. Child is 

currently on follow up for six months with no 

neurological manifestations.

Discussion

The sixth cranial nerve has the longest 

subarachnoid course of all the cranial 

nerves. Cranial nerve VI palsy can occur in 

all age group, its estimated incidence 

being 2.5 cases per 100,000 population.² 

Nontraumatic acquired sixth nerve palsies 

in childhood may be the first clinical sign 

of tumours, meningitis, or hydrocephalus; 

however, for the sixth nerve deficit to be 

the only finding in any of these conditions 

is rare.³ It should be noted that not all 

abduction deficits are cranial nerve VI 

palsies. Mimickers are orbital lesions, 

medial wall fractures, Duane syndrome, 
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thyroid disease, and myasthenia gravis.

A typical workup of a sixth nerve palsy 

involves excluding paresis of other cranial 

nerves (including VII and VIII), checking 

ocular muscle motility, and evaluating 

papillary responsiveness. Checking deep 

tendon reflexes and motor function to 

exclude corticospinal tract involvement 

also is important. MRI is indicated for any 

brainstem findings to exclude pontine 

glioma in children.

The pathophysiologic nature of benign 

sixth nerve palsy is strictly speculative. 

Most cases of recurrent benign sixth nerve 

palsy have been described as "post viral" or 

a f t e r  i m m u n i s a t i o n s .  T h e  

pathophysiologic basis could be 
3demyelinisation or a localised arteritis.  In 

both our patients, the first episode had a 

trigger i.e. respiratory infection and MMR 

vaccine, but there was no identifiable 

trigger for the second episode.

Truly benign cases can be followed 

with a serial examination, at least every 6 

weeks, over a 6-month period to note 

decreasing symptoms (diplopia) and 

resolution of the paretic lateral rectus 

(increasing motility) ².

Learning points: Recurrent benign 

sixth nerve palsies, though rare, should be 

considered as a differential diagnosis in 

chi ldren with otherwise normal  

n e u r o l o g i c a l  e x a m i n a t i o n  a n d  

investigation.
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Statins and pneumonia

Better evidence than can be provided by observational studies is needed to determine the association

Despite enhanced global vaccination programmes, new antimicrobials, and guidelines emphasising 
timeliness of treatment, mortality from pneumonia has remained relatively unchanged for six 
decades.

Because statins inhibit hydroxymethyl glutaryl coenzyme A reductase they have important 
pleiotropic anti-inflammatory properties. Evidence is growing of an association between statin 
treatment and outcomes in pneumonia and sepsis, suggesting that statins may have a therapeutic 
role in the management of these conditions.

Should all patients with pneumonia be given statins or would specific cohorts benefit most? Should 
we "load" patients with high doses on admission? Which statin, at what time, for how long, and at 
what dose works best? These questions can be answered only through the lens of a prospective 
study. However, two points are worth noting. Firstly, evidence suggests a low probability of harm in 
people with pneumonia who also take statins, justifying continued treatment in this group. 
Secondly, even if statins are beneficial, they are unlikely to be a "silver bullet," but rather an adjunct 
to conventional antibiotic treatment in pneumonia.
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