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Congenital ocular motor apraxia (COMA) is an infrequently reported eye movement disorder
associated with malformation or delayed maturation of the brain. Patients with COMA are una-
ble to initiate voluntary horizontal saccades. This results in characteristic head thrusts into the
desired field of gaze to compensate for the lack of saccadic ability. Epileptic vertigo is a rare
condition in childhood, and sudden vertigo or sudden falls as an aura of epilepsy is character-
istic. Here we report a 13—year—old boy who was revealed to have COMA and epileptic vertigo.
The patient presented with a history of frequent dizziness over the previous 2 weeks. He was di-
agnosed with COMA at 11 months after birth. His eye movement showed direction—changing
nystagmus, impaired smooth pursuit, asymmetric optokinetic nystagmus and an inaccurate sac-
cade test, which were findings of COMA. There were no other abnormal neurologic findings.
MR imaging of the temporal area and brain revealed a right dysmorphic lateral ventricle and
EEG revealed the presence of one episode of less well organized generalized slow spike and
wave discharge in both frontal dominancy during the ictal period. These findings suggested a
generalized seizure disorder originating from the frontal areas. The patient was treated with val-
proic acid and the seizures became well—controlled.
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Fig. 1. Brain magnetic resonance image of the patient. A: The
magnetic resonance image reveals the right dysmorphic lateral
ventricle. B: No remarkable findig is noted in cerebellum and
vermis.
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Fig. 2. The electronystagmography (ENG) of patient. A: Spo-
ntaneous nystagmus shows directional change. B: In smooth
pursuit test, irregular tracking is noted, and it is likely to be con-
sistent with central vertigo. C: Optokinetic nystagmus shows
asymmetric pattern. D: Saccade test shows inaccurate eye move-
ment.
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Fig. 3. Computed dynamic posturography of patient. A: Computed dynamic posturography before anticonvulsant treatment reveals
that the patient falls at condition 4, 5 and 6. In motor control test, the latency is delayed only when backward translations. B: Follow-
up posturography shows that the vestibular function is improved after antiepileptic medication. However, the motor control test de-
monstrates that the latency of backward translation remains still delayed.
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