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Introduction 

Third cranial nerve palsy generally occurs due to internal 

carotid and posterior communicating artery aneurysm. 

Aneurysms originating from the basilar artery and superior 

cerebellar artery have also been reported with third nerve 

palsy.1,2 Though, the posterior communicating artery is the 

most common involved artery in third nerve paresis. An 

anterior communicating (ACOM) aneurysm is a rare reason 

that could lead to oculomotor dysfunction. Although, 

ACOM aneurysm and oculomotor nerve paresis, as an 

uncommon occurrence, is the most general site of sub 

arachnoid hemorrhage (SAH), which accounts for 40% of 

aneurysm-related SAHs.3 Furthermore, the ACOM ruptured 

aneurysm may present with intraventricular hemorrhage 

(IVH)  and SAH but isolated IVH is a rare finding.4 In the 

present article, we introduce a case of unilateral oculomotor 

nerve palsy and ACOM aneurysm along with an isolated IVH 

that was admitted to the hospital because of head trauma 

after a car accident.  

 

Case presentation 

A 56-year-old male admitted to the hospital emergency 

department because of trauma after a car accident. The 

patient had been well until the day of admission when he 

while driving alone, his vehicle rolled over. At the time of 

admission, the patient reportedly had blunt head trauma and 

was not conscious (Glasgow coma scale of 7). The emergency 

medical service responders intubated him and he was 

immobilized with a cervical collar. Based on past history, he 

had no hypertension, diabetes mellitus and tobacco 

addiction. She (or he) had no known allergies.  

On examination in the emergency department, vital signs 
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were stable. There were not any abrasions or other evidence 

of accidents on his head and neck. The patient was opening 

his right eye with painful stimulation but had ptosis of the 

left eye with nonreactive mydriasis (Figure-1, A, B). 

Auscultation of lungs was clear. The abdomen was soft and 

not distended without rebound tenderness and guarding. 

There were fair and symmetric pulses in the upper and lower 

extremities. Based on laboratory tests, hematocrit, 

electrolytes, BUN/Cr, liver and renal functions were normal. 

Also, electrocardiogram was normal. Radiographs of chest, 

abdomen and pelvic showed no pleural effusion, evidence of 

perforation and fractures. Brain CT-scan that was performed 

soon after admission showed IVH in lateral ventricles 

without any evidence of hematoma, pneumocephaly, 

contusion, hydrocephalus or SAH (Figure-1, C). 

Additionally, there was no evidence of orbital fracture in CT 

(data not shown). The patient was treated with the diagnosis 

of diffused axonal injury due to head trauma for 2 weeks and 

in this period of time, the GCS of the patient improved to 8 

and tracheostomy was conducted. After 2 weeks, the patient 

was consulted with our department and we request to 

perform brain-CT angiography with suspicion of vascular 

disorder. CT-angiography revealed a saccular ACOM 

aneurysm measuring 6mm8mm (Figure-1, D, E). The 

patient underwent pterional craniotomy. After dissection, a 

sacular superoposteriorly projected ACOM aneurysm was 

observed, which had a small clot located around,especially at 

the dome of the aneurysm. The clipping was performed using 

a 5 mm curve Yasargil aneurysmal clip (Aesculap, USA). No 

clinical vasospasm was detected after surgery. The process of 

weaning from the ventilator was performed during one week 

and the patient discharged 14 days later with a minimally 

conscious state and spontaneous breathing.

 

 
Figure-1. Clinical photograph showing left ptosis and left dilated pupil of the patient (A, B). Brain CT showed Intraventricular 

hemorrhage in left occipital horn (C) and CT angiography revealed Acom aneurysm with superoposterior projection (D, E). 

 

Discussion 

Many signs related to vascular events and consequent loss 

of consciousness could be easily incorrectly explained in a 

setting of trauma, especially when these events are a result of 

a car accident. In the present case who has been admitted to 

condition and lack of consciousness distract the doctors from 

the underlying disease. However, when the patient becomes 

stable, the evaluation for the second time raised suspicion of 

an aneurysm that results in a car accident, oculomotor nerve 

palsy and IVH. 

Oculomotor nerve palsy can be a result of infarction, 

hemorrhage, tumors, demyelination, trauma, inflammation 

and cerebral aneurysm.5 The most frequent cause of isolated 
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third nerve palsy with pupillary involvement is compression 

by an enlarging intracranial aneurysm. The posterior 

communicating artery, internal carotid artery, posterior 

cerebral artery and basilar artery are common involving 

arteries in oculomotor nerve palsy secondary to an 

aneurysm.1,2 The possible outlined mechanisms include: 

increased intracranial pressure, direct compression of the 

third nerve which is not anatomically practical for ACOM 

aneurysm, subarachnoid clot and oculomotor nerve 

ischemia. Moreover, ACOM aneurysm can produce third 

nerve paresis as a rare finding.6-8 Balossier et al., 

demonstrated that this paresis resulted from compression of 

the nerve generated by an interpeduncular hematoma 

associated with ACOM aneurysm.9 White et al., described a 

rare case of an isolated oculomotor palsy in a patient who 

experienced SAH from an ACOM aneurysm.8 Aiba et al., 

indicated that SAH with elevated intracranial pressure due to 

ACOM aneurysm may have caused the oculomotor nerve 

paresis.10 

Ruptured cerebral aneurysms with no evidence of SAH are 

extremely rare, just a few studies represented this 

phenomenon. Thai et al., demonstrated a 1.6% incidence of 

aneurysmal rupture with IVH and/or IVH without SAH and 

also indicated that ruptured aneurysm without SAH may 

have a multifactorial cause related to the timing of CT 

imaging, physiological parameters, or location of the 

aneurysm. 4 

 

Conclusions 
This report is a unique case of synchronization of third 

cranial nerve palsy and isolated IVH without SAH due to 

ACOM aneurysm. In addition, it can be interesting to re-

emphasize the need for a comprehensive assessment of 

traumatic patients for finding some primary pathologies, 

which could result in an accident.  
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