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tude of the horizontal components was rather
variable and ranged from 10 to 40 degrees with a
frequency of 34 Hz (Fig 1). These eye move-
ments were often observed in association with
eyebrow raising, facial grimacing, and, on some
occasions, with arm and leg extensions and slight
arching of the back.

Saccades were normal. Smooth pursuit gain
was 1-0 at 20 deg/s. Full field, binocular opto-
kinetic nystagmus gain was 0-9 at 25 deg/s.
Vestibular nystagmus in the dark had a peak gain
of 0-9, with a chair acceleration of 18 deg/s/s up
to 80 deg/s. The vestibular time constant was
estimated to be 15 seconds. These results are all
within the normal limits for our laboratory.
However, short episodes of opsoclonus were
evident throughout the testing session and the
oscillations were superimposed upon the normal
eye movements.

Discussion

Opsoclonus is a rare but striking disorder of
ocular motility. Itis characterised by involuntary,
chaotic bursts of multidirectional, high ampli-
tude, high frequency saccades, without an
intersaccadic interval." The absence of inter-
saccadic intervals distinguishes opsoclonus from
macrosaccadic oscillations. "

In children opsoclonus usually occurs in one of
three settings: transient neonatal opsoclonus,"
parainfectious or encephalopathic opsoclonus,
and the syndrome of opsoclonus and myo-
clonus," which can be neuroblastoma related.
This has also been known as ‘dancing eye
syndrome’, ‘myoclonic encephalopathy’, and
‘infantile polymyoclonia’; and is characterised
by an acute or subacute onset of polymyoclonia,
cerebellar ataxia, and opsoclonus.

Precise localisation of the lesion causing
opsoclonus remains uncertain,' and studies
have shown mild to severe loss of cerebellar
Purkinje cells.”® It is likely that with the
complex neuronal network involved in the
generation of saccades, there may be more than
one anatomical site involved in the pathogenesis
of opsoclonus.?

In our patient a diagnosis of ‘dancing eye
syndrome’ was rejected owing to the lack of other
clinical symptoms and to the characteristics of
the oscillations. They were of lower frequency (3-
4 Hz) than in opsoclonus recorded from patients
with brainstem and cerebellar pathology,
including children with ‘dancing eye syndrome’,
which are in the order of 10 Hz. Studies" 2 have
reported a wide frequency range for opsoclonus
(from 5 to 13 Hz) yet our patient’s saccadic
frequency remains outside this range. Another
unusual feature of the opsoclonus in our case was
the large variability in the amplitude of the
oscillations.

Simultaneous video and EOG recording
enabled careful and continuous monitoring of
the patient’s behaviour. Our patient did have
some accompanying facial motor behaviour, the
most common being eyebrow raising, retraction,
and twitching of the eyelids during the bout of
opsoclonus and facial grimacing just prior to its
onset. Opsoclonus has been reported together
with eyelid movement and twitching,”
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blinking," and lid retraction.” However these
signs usually present together with other mani-
festations such as ataxia, myoclonus, and tremor.
Thus, the possibility of ocular tics was
entertained.

Tics possess three features that can help
differentiate them from other movement
disorders”: (1) they are often preceded by a
sensation and an irresistible urge to move®; (2)
they can be wilfully suppressed; and (3) they
persist in all stages of sleep.” We did not record
our patient’s eye movements during sleep but
they were consistent with the first two features.

It has been thought that tics are manifestations
of underlying psychological conflict. Our
patient’s ocular tics could be considered as a
form of ‘conversion disorder’. This is defined
as a disturbance of physical functioning that
cannot be explained by pathophysiological
mechanisms but is due to psychological conflict
or need.” Studies suggest that conversion
symptoms usually develop in children with pre- .
existing vulnerabilities: they tend to have
academic problems, be conscientious, perfec-
tionistic, and egocentric.?' Our patient was noted
to be very intelligent, hyperactive, and outgoing
though IQ was not formally assessed. Studies
also suggest that those with tics have above aver-
age intelligence,” * but they perform better only
on tests involving psychomotor speed and reac-
tion times*; this has been interpreted to represent
an exaggerated motor response to stress.

The association of stress and anxiety with tics
has been well documented.*** Through
discussions with the patient’s parents it became
apparent that they had high expectations of their
daughter and it was revealed that the onset of her
symptoms occurred soon after the birth of the
second child. This could well have been the
‘stressor’ to initiate and exacerbate her symp-
toms, to which she may have already had ‘a
predisposition.

The possibility was raised that the eye
movements may be voluntary. Voluntary
nystagmus and flutter occur in normal subjects
and can also be learnt.* They are usually associ-
ated with a convergence effort, but this was not
observed in our case. ‘

Though the abnormal eye movements have
disappeared it is important to follow up this
patient in case of any further symptoms. We
believe this is a form of ocular tics. Follow-up
studies* have shown that two thirds of patients
recover completely, with the best prognosis
being for children whose onset of tics was
between 6 and 8 years of age.
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