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Clinical / Scientific note

PARINAUD’S SYNDROME SECONDARY TO
THROMBOEMBOLISM FROM MYOCARDIAL
INFARCTION ASSOCIATED WITH MYELOFIBROSIS

Paulo Roberto A. Rosd’, Karla B. Mendonc¢a?, Luiz M.F. Maduro’,
Armando Jorge Monnerat de Lemos*, Monica Cordeiro de Barros®, Gustavo Ventura Couto®,
Paulo Cesar de Souza Santos®, Alexandre de Oliveira Deslandes®, Alexandre Araujo Cruz®

Cerebrovascular disease is one of the main causes of
death in Brazil. The main risk factors are arterial hyper-
tension, diabetes, dyslipidemia and tabagism. Among the
infrequent or subdiagnosed causes, we call attention to
thrombolic diseases.

The Parinaud syndrome (PS) is defined as a upward pa-
resis of vertical gaze by mesencephalon lesion, having as a
main cause the pineal gland tumors'. Occurrence of oph-
thalmoplegias in cerebrovascular diseases is common in
brain stem lesions by impairment of cranial nerves nu-
clei and pathways like the medial longitudinal fasciculus.
However, we have found in literature review few cases of
stroke as PS etiology.

We present a case of PS causaed by thalamic infarc-
tion due to a thrombolic syndrome. The patient’s partner
signed an informed consent.

CASE
A 57 years-old-woman, yellow, home worker, entered the

emergency room with complaint of 48 hours-atypical headache,

Fig 1. Upper gaze.

followed by vomit, diplopia and difficulties in moving the right
upper limb. She denied any other symptoms but a slight fatigue.
Asthma crise were present in her previous history. She denied ta-
bagism and alcoholism. Her family history was positive for dia-
betes mellitus and there was no cardiovascular disease report.

On neurological exam, she was confused, with right brachi-
al monoparesis and tactile and painful hypoesthesia. We did
not observe meningismus. Fundoscopy did not reveal altera-
tions. The ocular mobility assessment showed vertical gaze pa-
resis, with predominance of upper gazer, convergence paresis
(Figs 1-2). The pupillary examination presented anisocory with
left pupillary dilation, diminished photomotor reflex and con-
sensual preservation. The vestibulococlear reflex was bilateral-
ly normal. The other cranial nerves had no alterations. The pa-
tient was eupneic, with clear lungs, arterial pressure of 140x80
mmHg and heart rate of 76 beats per minute (bpm), regular car-
diac rhythm in two periods, without heart bruits.

A CT scan of the brain did not revealed hemorrhage or in-
farction. MRI was performed, demonstrating in FLAIR and T2
sequences a signal increase in thalamus and in a small left teg-

Fig 2. Down gaze.
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Fig 3. FLAIR sequence.

ument portion, suggesting acute vascular injury. There were hy-
persignal focuses on the subcortical white matter compatible
to microangiopathy (Fig 3).

The hemogram presented 53% hematocrit and 699000 plate-
lets. During cardiac investigation, her electrocardiogram demon-
strated signals of inactive zone in anterior wall. The enzymatic
profile was normal. The echocardiogram showed extensive aki-
nesia in left ventricle and intracavitary thrombus. Cineangio-
coronariographic exam demonstrated obstruction of the an-
terior interventricular artery, with signs of thrombus in distal
portion. Just after the evaluation, polymyalgia and polyarthral-
gia of small and medium joints took place. In this occasion, C-
reative protein was 12 mg/dL, with all the other rheumatic ac-
tivity proofs negative. The serological tests for syphilis and AIDS
were also negative.

The patient was submitted to a myocardial revascularization,
thrombectomy and aneurysmectomy. She left the hospital with
an oral anticoagulant and an investigation was put forward for
the possibility of myeloproliferative disease. A myelogram was
performed, which revealed myelofibrosis.

DISCUSSION

In 1883, Henri Parinaud, considered the father of the
French ophthalmology, described three types of eye verti-
cal paralysis: paralysis that affects upper gaze, lower gaze
and both of them. According to Parinaud, the nuclei of the
oculomotor nerves would be preserved in these paralyses.
The PS is also known as the syndrome of the cerebral ag-
ueduct, pretectal syndrome or posterior commissural syn-
drome. The complete version of PS presents with paralysis
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of vertical upper gaze, and less frequently of lower gaze,
mydriasis, absence of light pupillary reaction and incapac-
ity of ocular convergence. Some main causes of PS are
pineal tumors, mesencephalus and cerebellum neoplasias,
and demyelinizant, infectious and vascular diseases™’.

The control pathways for vertical gaze are not well
defined. Lesions on the mesencephalic reticular forma-
tion are described, including the posterior commissural
nucleus (Darkschewitsch), the rostral interstitial nucleus
of the medial longitudinal fasciculus, the Cajal interstitial
nucleus and the posterior commissure®. Nevertheless we
found only one work documenting three cases of thal-
amic infarction with vertical gaze impairment*.

Although cardiovascular disease is commonly associ-
ated to encephalic lesions, we found few cases correlated
with PS. Verghese et al. described an unexpected case of
PS of embolytic etiology in patient with patent foramen
ovale’. In the present case, we point the occurrence of a
thrombolic syndrome with overwhelming characteristics,
simultaneously with an acute coronary disease.

Several deaths by acute myocardial infarction (AMI)
occur before hospitalization, with 40 to 60% of the cas-
es happening in initial hours after symptoms onset. The
majority of these deaths are caused by lethal ventricular
arrhythmias, which indicates the importance of a preco-
cious access for an adequate treatment. In 20% of the
cases of AMI, patients are oligosymptomatic or they
can present no symptoms®’. Considering the few cardiac
symptoms and the normal enzymatic profile of the pre-
sented patient, we can suppose that the cardiac event
occurred some days before hospitalization.

The myelofibrosis is a myeloproliferative disease that
seldom presents evident clinical signs and symptoms. In
general, diagnosis is made by hemogram and platelets
measure. In some cases they evolve with hepatoespleno-
megalia, leading to abdominal symptoms. In our report,
the patient had a suspicious diagnosis by the evidences
of polycythemia and thrombocytosis®.

The simultaneous occurrence of collagenosis and my-
eloproliferative diseases is described, however it is rare. In
the present report, we investigated the possibility of col-
lagenosis because of the levels of C-reative protein and the
occurrence of polyarthralgia and polymyalgia. Neverthe-
less, the research is not conclusive for the diseases studied®.

We conclude that in stroke cases the investigation of
thrombolic syndromes is indispensable, when well-de-
fined risk factors are not present like arterial hyperten-
sion, diabetes and tabagism. Besides we consider uncom-
mon the occurrence of PS in the semiological context of
cerebrovascular diseases.
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