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Bilateral abducens nerve palsy caused by retroclival mass
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Case presentation

A 49-year-old woman presented with a six-month history of
progressive, non-fluctuating diplopia with headache. She had
no history of other comorbidities. Her neurological exami-
nation revealed bilateral VI cranial nerve palsy (Fig. 1A),
with horizontal diplopia and separation of the images on
the lateral gaze. No other abnormalities were detected at
the physical examination. Brain MRI (Fig. 1B) revealed
a retroclival mass (33 x38%32 mm), diffusely infiltrating
the clivus, with compression upon the ventral pons without
alteration of the blood flow in the basilar artery. The lesion
had decreased signal intensity on T1-weighted sequences,
increased signal intensity on T2-weighted sequences and
not homogeneous contrast enhancement, highly suggestive
of a chordoma-like lesion. Patient underwent to an endo-
scopic transnasal surgery that allowed the sampling of the
lesion and the subtotal resection of the clival neoformation
through a transclival approach.

Histological examination demonstrated a cellular mass
with a lobular architecture, infiltrating and entrapping the
pre-existing bone trabeculae. The neoplastic cells were
embedded in a cartilaginous matrix with prominent myxoid
features (Fig. 1). The tumor exhibited moderate cellularity,
comprising cells with epithelioid morphology with only mild
atypia and scattered mitotic figures. Immunohistochemical

< Giovanni Cirillo
giovanni.cirillo@unicampania.it

Division of Human Anatomy, Laboratory of Morphology
of Neuronal Networks & Systems Biology, Department
of Mental and Physical Health and Preventive Medicine,
University of Campania Luigi Vanvitelli, Naples, Italy

Division of Pathology, Department of Mental and Physical
Health and Preventive Medicine, University of Campania
Luigi Vanvitelli, Naples, Italy

Department of Advanced Biomedical Sciences, Pathology
Unit, University of Naples Federico 11, Naples 80131, Italy

Department of Advanced Medical and Surgical Sciences,
University of Campania Luigi Vanvitelli, Naples, Italy

Published online: 26 March 2025

- Rosa Maria Di Crescenzo®

- Mario Cirillo*

analysis (Fig. D) revealed positivity for podoplanin, S100,
vimentin, and INI1, while EMA, CAM 5.2, CKAE1/AE3,
CK 5/6, brachyury, and IDH1 were negative, supporting a
diagnosis of grade 2 central chondrosarcoma (sec. WHO,
Sth edition).

Immediately after surgery, clinical examination revealed
dysarthria, dysphagia and weakness in the right lower limb
that a brain MRI scan with DWI sequences correlated to a
recent ischemic lesion in the left paramedian pontine area.
Ten cycles of rehabilitation significantly improved the clini-
cal phenomenology. Three months later the patient under-
went to a new endoscopic endonasal approach that removed
by curettage and aspiration the extradural part of the lesion;
its intradural portion, however, was tenaciously adherent
to the surrounding vascular structures and extending into
the pons and was not. At the time of hospital discharge, the
patient showed a slight improvement in leftward horizontal
gaze. Six months later, neurological examination revealed
near-complete recovery, with moderate diplopia persisting
only in extreme rightward gaze due to residual right VI cra-
nial nerve palsy.

Chondrosarcomas account for 6% of skull-base tumors
and show a high predilection for the petro-clival or spheno-
occipital synchondrosis [1]. Clinical presentation depends
on the localization of the lesion. Brain CT scan shows cal-
cification or bone destruction (in about 50% of the chon-
drosarcomas) whilst brain MRI scan generally shows
low-to-intermediate signal on T1-weighted images and high
signal on fluid-attenuated inversion recovery (FLAIR), and
T2-weighted images, respectively [2]. Despite the role of
the brain imaging (CT and MRI), immunohistochemistry is
often definitive and allows the differential diagnosis with
chordoma, a notochord-derived lesion, with poorer 5-year
progression-free survival rate (51%) than chondrosarcomas
(>90%) [3].

Bilateral palsy of the abducens nerve, as consequence of
cerebrovascular diseases, intracranial hypertension, carotid-
cavernous fistulas, infection, trauma, Guillain—Barré syn-
drome, Wernicke—Korsakoff syndrome, and tumors, is
rarely isolated; conversely, an isolated bilateral palsy of
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Fig.1 (A-C) Clinical and radiological presentation. (A) Bilateral abdu-
cens nerve palsy. (B) Sagittal and axial contrast-enhanced T1 brain
MRI scan showing a clival mass in the prepontine space with pons
compression and bone erosion. (C) Post-operative sagittal T2 and axial
T1 brain MRI scan, showing significant reduction of the tumor vol-

the sixth cranial nerve imposes to rule out the presence of a
tumor in the clival region.
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ume and pons compression. (D-E) Histological findings. Tumor with
lobular architecture, infiltrating the surrounding bone with trabeculae,
consisting of atypical chondrocytes within a cartilaginous matrix (D).
Immunohistochemistry (E) was negative for CK 5/6 and brachyury;
Ki67 proliferation index was 4%
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