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Abstract

This is a case of a pediatric patient who
presented with a sudden onset of right abducens
nerve palsy with contralateral hemiplegia with no
facial paralysis. With the constellation of
symptoms aided by the presence of enhancing
pontine mass on magnetic resonance imaging, the

presence of diffuse intrinsic pontine glioma (DIPG)

was presumed to have caused the findings consistent

with the common type of Raymond syndrome.
Introduction

Raymond syndrome is one of the ocular
motor clinical syndromes that is mainly characterized
by ipsilateral abducens nerve palsy and contralateral
hemiparesis! or hemiplegia.z The lesion in these cases
affects the ventromedial pons where the abducens
nerve fascicle and nondecussated corticofacial and
corticospinal tract are located. ! There are two
syndrome types depending on the structures
involved: 1. classic type, involving the ipsilateral
abducens fascicle, undecussated corticofacial and
corticospinal fibers, and 2. common type, caused by a
lesion involving the ipsilateral abducens fascicle and
non-decussated corticospinal while sparing the

corticofacial fibers.3

The objective of this paper is to report a case
of a pediatric patient with medial deviation of the
right eye associated with left sided hemiplegia,
diagnosed as a case of Raymond Syndrome (common
type), which is an extremely rare neurologic condi-

tion among pediatric patients.

Case Report

Citation: Danica Tomas-Esteban, April Dizon, Lourdes Ang, Karen Reyes (2021) Intracranial Tumor Presenting as Raymond
Syndrome in a Pediatric Patient . Journal of Ophthalmic Science - 2(4):18-21. https://doi.org/10.14302/issn.2470-0436.jos-
21-4003

Vol- 2 Issue 4 Pg.no.- 18


http://www.openaccesspub.org/
https://doi.org/10.14302/issn.2639-3166.jar-21-3872
https://doi.org/10.14302/issn.2470-0436.jos-21-4003

/j ‘
(jpen

This is a case of a six-year old, female, brought in
due to sudden onset, painless, inward deviation of the
right eye three months prior to consult. It was progressive
and associated with left sided weakness; the guardian
denied any history of trauma, previous occurrence,
variability nor other systemic symptoms such as fever or

weight loss.

On clinical examination, patient was conscious
and alert, not in pain nor in respiratory distress. Patient
was noted to be dragging her right leg on walking with an
inwardly folded right arm. Best corrected visual acuity
was 6/7.5 on both eyes with a refraction of +1.00 () -0.50
x 180 on the right and + 1.50 on the left. Anterior and
posterior segments of the eye including the optic nerves
were unremarkable. A 30-prism diopter esotropia was
noted on the right eye. There was -4 limitation on
abduction, and on superolateral and inferolateral
movement of the right eye on version testing. Abduction
deficit of the right eye persisted on duction testing and on
doll’s head manuever. A left sided hemiplegia was noted,
and the rest of the neurologic findings were normal, with
no noted facial asymmetry or weakness. With the
constellation of findings, Raymond Syndrome was the

primary consideration.

Cranial MRI with contrast was done, revealing a
right pontine mass with features of glioma typical of a
diffuse intrinsic type exhibiting T1 hypointensities, T2
hyperintensities involving majority of the pons with
associated signal changes.* Hence, patient was diagnosed
with Raymond Syndrome probably secondary to a
presumed pontine glioma, Right. Patient was referred for
evaluation and co-management with Neurosurgery and
Pediatric services. Patient

Neurology subsequently

underwent radiotherapy.

Red arrow: Peripherally enhancing 2.6 x 4.1 x 2.8
cm lobulated mass centered on the right tegmentum of the
pons, exhibiting hyperintensity (and hypointensity in T1
weighted images, not shown). Mass renders the pons

enlarged and displaces the rest of the pontine parenchyma
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peripherally. Green arrow: Effacement of bilateral
cerebellopontine angle. Yellow arrow: Mild compression
on the 4th ventricle. Blue arrow: Small similar looking

lesions at medulla oblongata. (Figure 2)
Discussion

An injury to the ventral pons results to either
Raymond and Millard-Gubler syndromes; each can be
differentiated generally by the affectation to the facial
nerve with Raymond presenting as alternating ipsilateral
abducens weakness with contralateral hemiplegia while
Millard-Gubler manifesting with ipsilateral facial paresis.
However, with the advancement in cranial imaging,
neuroanatomical correlation has been widely explored
and it was found out that contralateral central facial
paresis may also occur at the pontine base as what is seen

in the classic type of Raymond syndrome. 3

In general, few cases of Raymond syndrome had
been reported 49, mainly of the common type and less of
the classic type3. Furthermore, pure Raymond syndrome is
an extremely rare neurologic disorder as many structures
present along the abducens nerve fascicle may be

affected. 4

Raymond syndrome is a posterior circulatory
stroke syndrome?!! mostly affecting adults, however, may
also be seen in children. An abducens nerve paresis in a
young child raises the suspicion for Diffuse Intrinsic
Pontine Glioma (DIPG) since it is regarded as a highly
sensitive predictor 7 and magnetic resonance imaging is
usually diagnostic. 8 DIPG, histologically characterized as
astrocytoma, is a fatal brain tumor, accounting for 10-20%
in affected pediatric population. 10. In this case, Raymond
Syndrome brought about by DIPG was a primary
consideration on the basis of the presentation of sudden
onset of sixth nerve palsy in a young patient supported by
the typical radiologic findings consistent with glioma.
Furthermore, surgical debulking is a challenge because of
its eloquent brainstem location, making radiation therapy
the only proven treatment in prolonging progression-free

survival.5
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Figure 1. Nine gaze photo showing an inwardly deviated right eye

with a full limitation on superolateral and inferolateral gazes.

Figure 2. T2 Weighted cranial magnetic resonance imaging sagittal (a) and axial (b) cuts.
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Conclusion

This is a case report of the common type of
Raymond Syndrome in a pediatric patient, manifested as
ipsilateral abducens nerve palsy with contralateral
hemiparesis, without an accompanying contralateral facial

paresis brought about by a large pontine mass.
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