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Abstract: Recent discoveries about the orbital tissues prompt a re-evaluation of the way that 

clinicians think about disorders affecting the extraocular muscles, their nerves and motoneurons 

in the brainstem. The revolutionary discovery that the orbital layers of the extraocular muscles 

insert not onto the eyeball, but into fi bromuscular pulleys that guide the orbital layers, provides 

explanations for the kinematic properties of eye rotations and clinical fi ndings in some patients 

with strabismus. The demonstration that all extraocular fi bers types, except pale global fi bers, 

lack synaptic folding provides an explanation for why saccades may remain fast in patients 

with limited ocular mobility due to myasthenia gravis. More than one mechanism may account 

for the observation that patients with disorders affecting the eye muscles or their nerves can 

present with the appearance of central disorders of ocular motility, such as internuclear ophthal-

moplegia. New approaches to analyzing saccades in patients with disjunctive eye movements 

provide the means to identify disorders affecting the peripheral or central components of the 

ocular motor system, or both.
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Introduction
Diagnosis of disorders of the peripheral part of the ocular motor system rests on 

time-honored tests such as those enunciated by Bielschowsky (1940). The advent of 

magnetic resonance imaging has provided the means to measure the position of extra-

ocular muscles and other tissues as subjects direct their gaze at central and peripheral 

visual targets. Modern anatomical methods using histochemical stains and electron 

microscopy have also provided new information concerning the extraocular muscle 

fi ber types and the way in which muscles insert into the tissues surround the globe to 

rotate the eye. Here we focus on three main clinical implications of these fi ndings: 

(1) the role that the orbital tissues play in determining the axes of eye rotations; (2) the 

fi nding that the neuromuscular junction of extraocular muscles lacks synaptic folding, 

with the exception of one fi ber type; and (3) the role that central adaptive mechanisms 

play in patients with impaired eye movements.

Orbital tissues and eye rotations
Our views about how the eye muscles turn the eye have changed dramatically over 

the past decade (Demer 2004; Leigh and Zee 2006). Certain facts remain unchanged. 

The four recti and the superior oblique arise from the apex of the orbit (the annulus 

of Zinn). The inferior oblique muscle arises from the inferior nasal aspect of the orbit. 

The four rectus muscles insert into the sclera anterior to the equator of the globe: 

the medial rectus muscle on the nasal side, the lateral rectus muscle on the temporal 

side, the superior rectus muscle on the superior side and the inferior rectus muscle on 

the inferior side. The superior and inferior oblique muscles approach the globe from its 

anterior and medial aspect and insert posterior to the equator of the globe. The superior 
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oblique muscle fi rst passes through the trochlea (a fi brous, 

cartilaginous, U-shaped ring that lies just inside the superior 

medial orbital rim) before inserting on the superior side of 

the globe. The inferior oblique inserts on the temporal side 

of the globe.

Each rectus muscle has an outer orbital layer and an 

inner global layer (Spencer and Porter 2006), each with 

different fi ber types, which are discussed in the second 

section. Although the global muscle layer inserts on the globe 

of the eye, the orbital layer does not; it inserts into a fascial 

component of Tenon’s capsule, which suspends the eye in 

the orbit (Miller and Demer 1997; Demer 2004; Ruskell et al 

2005). Thus, the tendons of the rectus extraocular muscles, 

which originate from the inner global layer, pass through 

sleeve-like fi bromuscular pulleys that lie within peripheral 

Tenon’s capsule. These pulleys are located approximately 

10 mm behind the insertion sites of the muscles. Each rectus 

pulley consists of an encircling ring of collagen, located near 

the equator of the eyeball in Tenon’s capsule. The pulleys 

are attached to the wall of the orbit, adjacent extraocular 

muscles and Tenon’s fascia by sling-like bands containing 

collagen, elastin, and smooth muscle (Demer et al 1997). 

The orbital layer of the inferior oblique muscle inserts into 

inferior rectus and lateral rectus pulleys. The orbital layer of 

the superior oblique muscle inserts into the superior rectus 

pulley (Kono et al 2005).

What is the functional signifi cance of this anatomy? 

One important function of the fi bromuscular pulleys is to 

limit sideslip movement of the rectus muscles during eye 

rotations. Thus, the pulleys effectively change the point of 

origin of the rectus muscles, just as the trochlea changes the 

functional point of origin of the superior oblique muscle. 

Another probable role of the fi bromuscular pulleys is to 

constraint the axes of rotation of the eyes during visually 

guided movements to Listing’s plane, which is perpendicular 

to the fi xation line in primary position (Haslwanter 1995). 

Direct electrical stimulation of the abducens nerve in monkey 

causes horizontal movements if the eye starts in primary 

position, but also induces torsional rotations if the eye starts 

from a position in upgaze or downgaze (Klier et al 2006). 

Thus, the fi bromuscular pulleys may simplify for the brain 

the challenging job of governing 3-D eye rotations, although 

there is evidence that neural factors also play a role (Van 

Opstal et al 1996).

The clinical impact of the fi bromuscular pulleys is still 

being determined, but has already provided new approaches 

to evaluate eye movement disorders (Demer 2004). Some 

forms of congenital strabismus have been ascribed to 

congenital misplacement of pulleys (Clark et al 1998). 

Disorders affecting the connective tissues, such as Marfan’s 

syndrome, may cause increase mobility of pulleys with 

consequent strabismus (Oh et al 2002).

In patients with abducens nerve palsy, small vertical 

or torsional deviations may be apparent in addition to 

the predominant esotropia (Wong et al 2002); such deviations 

may be explained by role of the pulleys, such that a weak 

lateral rectus muscle also affects the positions of pulleys 

which, in turn, infl uence the pulling directions of muscles 

with predominantly vertical actions. Finally, measurement 

of the axis about which the eyes rotate provides potentially 

important information to researchers. For example, saccades 

and smooth pursuit eye movements obey Listing’s law, 

such that the axis of rotation lies in Listing’s plane, which 

is approximately frontal (coronal). However, vestibular 

eye movements responding to head rotations do not obey 

Listing’s law (Tian et al 2005); consider, for example, 

torsional eye rotations induced by ear-to-shoulder head roll. 

Conversely, vestibular eye movements responding to head 

translations (linear motion) do obey Listing’s law, which is 

evidence for their later evolution, along with frontal binocular 

vision and smooth pursuit (Zee et al 2002).

Properties of extraocular muscles
Extraocular muscles show substantial differences, ana-

tomically, physiologically, and immunologically, from 

striate limb muscle (Spencer and Porter 2006). Extraocular 

muscle fi bers are smaller, more variable in size, and more 

richly innervated than limb muscle fi bers. Motor unit size 

is small – about 10–20 muscle fi bers per motoneuron. Like 

limb muscle, the extraocular muscle contains twitch fi bers 

that have a single endplate per fi ber and can generate action 

potentials. In addition, there are non-twitch fi bers that do not 

generate action potentials and show graded contractions to 

trains of electrical pulse stimuli (Shall and Goldberg 1992; 

Morgan and Proske 1984). At their insertion into the muscle 

tendon, fi bers are covered by axonal terminals (pallisade 

endings), which are probably proprioceptive in function 

(Ruskell 1999). Another difference from limb muscles is 

that extraocular muscle expresses virtually all known striated 

muscle isoforms of myosin heavy chain, including skeletal, 

cardiac and embryonic isoforms, in the proximal and distal 

portions of muscle fi bers in the orbital layers (Porter et al 1995; 

Yu Wai Man et al 2005; Spencer and Porter 2006). Expression 

of myosin may vary along the length of single muscle fi bers, 

with “fast” forms being more prominent in the central region 

of most fi bers, thus accounting for the ability of both orbital 
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Figure 1 Horizontal saccades in CPEO due to mitochondrial myopathy; these horizontal movements are slow and disjunctive (note different size of movements of the right 
and left eyes). Positive values indicate rightward movements. Eye movements were recorded using the magnetic search coil technique (Leigh and Zee 2006).

and global fi bers to contract quickly (Briggs and Schachat 

2002). The basement membranes of the extraocular muscle also 

differs from skeletal muscle (Kjellgren et al 2004), being low 

in enzymes and regulators related to glycogen metabolism, a 

fi nding consistent with low glycogen content of extraocular 

muscle and pointing to important differences in energy 

metabolism (Porter 2002). Extraocular muscles show other 

differences from skeletal muscles, including transcriptional 

regulation, sarcomeric organization, excitation-contraction 

coupling, intermediary metabolism and the immune response 

(Spencer and Porter 2006).

Disorders affecting extraocular 
muscles
It is well known that one cause of chronic progressive 

ophthalmoplegia, the Kearns-Sayre–Daroff syndrome 

(Kearns and Sayre 1958; Daroff et al 1966), is due, in most 

cases, to deletions or duplications of mitochondrial DNA 

(Brockington et al 1995; Moraes 1996; Shoffner 1996; 

Fromenty et al 1997; Wilichowski et al 1997; McFarland 

et al 2002; Taylor and Turnbull 2005). Affected patients 

may have strabismus, and eye movements may be disjunctive 

(Figure 1) but few present with the complaint of double vision 

(Richardson et al 2005). Mitochondrial DNA mutations 

appear to be more common in tissues with higher oxidative 

metabolism, which is true of the extraocular muscles (Yu Wai 

Man et al 2005). This multisystem disorder is characterized 

by progressive ophthalmoparesis beginning in childhood or 

adolescence, atypical pigmentary degeneration of the retina, 

and heart block – the cardiac complications of Kearns-Sayre 

syndrome may be life-threatening. Ultrastuctural analysis of 

extraocular muscle from one patient with a mitochondrial 

DNA deletion and complete bilateral ptosis with non-

restrictive exotropia showed a selective vacuolization of 

some muscle fi bers, with abnormal mitochondria (Carta et al 

2000). An uneven distribution of deletions of mitochondrial

DNA in different tissues probably accounts for the different 

phenotypic expressions. Both limb and extraocular muscle 
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sections show ragged-red fi bers with trichrome stains, due 

to increased numbers of abnormal sarcolemmal mitochon-

dria. Therapy with vitamins and agents such as Coenzyme 

Q10 aims to improve respiratory chain activity (Bresolin 

et al 1988), but their effi cacy is still unproven (McFarland 

et al 2002).

The neuromuscular junctions
of the extraocular muscles
Fibers with single and multiple nerve end plates have dif-

ferent acetylcholine receptor isoforms. Thus, on the one 

hand, adult skeletal muscle and the levator of the eyelid 

possess only the adult isoforms of the acetycholine receptor. 

On the other hand, in extraocular muscle, the adult epsilon 

isoform is expressed in singly innervated fi bers, whereas 

the fetal gamma subunit is expressed in multiply innervated 

fi bers (Fraterman et al 2006). Another important difference 

between extraocular and skeletal muscle is that synaptic 

folding is sparse in most types of extraocular fi bers; thus, 

the “safety factor” is likely to be low, making them suscep-

tible to neuromuscular fatigue in myasthenia gravis. Only 

the pale global fi bers, which are responsible for the large 

acceleration of saccades, have well developed synaptic fold-

ing (Spencer and Porter 2006). Electromyographic studies of 

the extraocular muscles indicate that global fi bers discharge 

mainly for saccades, but are not as active as orbital layers 

during eccentric gaze holding (Scott and Collins 1973).

Myasthenia gravis revisited
Although several independent factors may contribute to the 

predominant involvement of the extraocular muscles in myas-

thenia gravis, the differences in synaptic folding make several 

predictions concerning the involvement of eye movements in 

myasthenia: (1) eye muscles will be more commonly affected 

that skeletal muscles in myasthenia and (2) saccades may 

remain fast despite limited range of movement (leading to 

“quiver movements”) because of synaptic folding in pale 

global fi bers, which probably generate the high acceleration 

of these movements (Kaminski et al 1990, 2002; Porter and 

Baker 1996). A second reason for sparing of pale global fi bers 

is that they are only called upon to contract during saccades. 

These ideas were originally put forward by Cogan and col-

leagues (Cogan et al 1976; Yee et al 1976), before the fi ne 

structure of the neuromuscular junctions of the extraocular 

muscles had been studied.

Recent studies of saccades in ocular myasthenia support 

these postulates (Khanna et al 2007). Thus, although the rela-

tionship between the peak velocity and amplitude of saccades 

(the main-sequence relationship) is more variable in ocular 

myasthenia than that in normal subjects (Barton and Sharpe 

1995), perhaps no other condition that myasthenia causes 

restricted movement of the eyes with fast saccades; this paradox 

may be due to selective sparing of pale, global fi bers. Further, 

although conjugacy of eye movements is quite variable (presum-

ably refl ecting fl uctuations in tenuous neuromuscular transmis-

sion), the initial component of saccades is consistently similar in 

each eye. This latter feature has been demonstrated using phase-

plane analysis, in which time differences between the abducting 

and adducting eyes are removed (Figure 2). Thus, it seems that 

the global pale fi bers of yoke-muscle pairs contract similarly 

at the onset of saccades (achieving large peak velocities) even 

though subsequent eye drifts may be very disjunctive.

It is also possible that other mechanisms may affect the 

extraocular muscles to produce clinical presentations such as 

INO. Thus, disturbance of ion channels may be responsible for 

some forms of congenital myasthenic syndromes (Colomer et al 

2006), and the calcium channelopathy, episodic ataxia type 2, 

may present the appearance of INO (Rucker et al 2005).

The role that central adaptive 
mechanisms play in patients
with impaired eye movements
As noted in the prior section, patients with neuromuscular 

disorders (especially ocular myasthenia) as well as neuropathies 

affecting the ocular motor nerves (especially Miller Fisher 

syndrome) may present with eye movements that suggest 

central rather than peripheral disease. Thus, internuclear 

ophthalmoplegia, gaze palsies, one-and-half syndrome, and 

dorsal midbrain syndrome may all be mimicked by these 

peripheral disorders. In some cases of Miller Fisher syndrome, 

it is possible that there is some involvement of brainstem or 

cerebellum, since an overlap with Bickerstaff’s encephalitis has 

been demonstrated (Willison and Yuki 2002). However, central 

involvement is not the case in myasthenia gravis. What other 

explanation could account for disorders of the ocular motor 

periphery mimicking central disorders? Insights are provided 

from the results of the edrophonium (Tensilon) test, which 

sometimes causes saccadic hypermetria (overshoots) or even 

square-wave oscillations may occur. This occurs because the 

brain has made adaptive increases in the level of innervation (in 

response to weakness) and, with reversal of the neuromuscular 

block by edrophonium, saccadic eye movements are now too 

large, leading to oscillations around the target. This is a classic 

example of how central adaptation can contribute to the overall 

picture in peripheral disorders causing diplopia. Similarly, in 

generalized neuropathies that affect eye movements, such as 
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Miller Fisher syndrome, the disorder of ocular motility often 

mimics central disorders and, at least in part, central adaptive 

processes contribute to this behavior (Leigh and Zee 2006). 

Thus, in diseases affecting the extraocular muscles, their nerves 

and motoneurons, both peripheral and central factors may 

combine to produce unusual disturbances of ocular motility.

Conclusion
Advances in understanding the structure and function of the 

extraocular periphery have provided a number of insights and 

resolved some stubborn paradoxes. One attraction of studying 

eye movements is that the relationship between the discharge 

of motoneurons and rotations of the eye seemed much simpler 

than the control of limb movements. The latter is surely still 

true, but now the means by which the extraocular muscles 

rotate the eye involves an apparently more complex mecha-

nism – fi bromuscular pulleys; however, pulleys may actually 

simplify the neural commands required to rotate the eye and 

also account for a range of disorders of ocular motility that 

were not previously understood. Even if the brain does delegate 

aspects of 3-D rotations of the globe to the orbital tissues, there 

is abundant evidence that central factors play an important role 

in adaptive processes, which themselves may cause patients to 

present with the appearance of central disorders.

Funding
Supported by NIH grant EY06717, the Offi ce of Research 

and Development, Medical Research Service, Department of 

Veterans Affairs, and the Evenor Armington Fund.

References
Barton JJS, Sharpe JA. 1995. “Saccadic jitter” is a quantitative ocular sign 

in myasthenia gravis. Invest Ophthalmol Vis Sci, 36:1566–72.
Bielschowsky A. 1940. Lectures on motor anomalies. Hanover, New 

Hampshire: Dartmouth College Publications.
Bresolin N, Bet L, Binda A, et al. 1988. Clinical and biochemical correlations 

in mitochrondrial myopathies treated with coenzyme Q10. Neurology, 
38:892–9.

Briggs MM, Schachat F. 2002. The superfast extraocular myosin (MYH13) 
is localized to the innervation zone in both the global and orbital layers 
of rabbit extraocular muscle. J Exp Biol, 205:3133–42.

Figure 2 Comparison of true internuclear ophthalmoplegia due to multiple sclerosis (MS) (A and B) with pseudo- internuclear ophthalmoplegia due to ocular myasthenia 
gravis (MG) (C and D). Note that both patients show slower adducting movements (evident on the velocity channels of the time plots). However, on the corresponding 
binocular phase planes, the initial movements of abducting and adducting eyes are conjugate for the myasthenic (D – arrow) but differ from the onset of the movement for 
the patient with true INO (C – arrow). Positive values indicate rightward movements. Eye movements were recorded using the magnetic search coil technique (Leigh and Zee 
2006).



Clinical Ophthalmology 2007:1(4)420

Poonyathalang et al

Brockington M, Alsanjari N, Sweeney MG, et al. 1995. Kearns-Sayre 
syndrome associated with mitochondrial DNA deletion or dupli-
cation: a molecular genetic and pathological study. J Neurol Sci, 
131:78–87.

Carta A, D’Adda T, Carrara F, et al. 2000. Ultrastructural analysis of 
extraocular muscle in chronic progressive external ophthalmoplegia. 
Arch Ophthalmol, 118:1141–5.

Clark RA, Miller JM, Rosenbaum AL, et al. 1998. Heterotopic muscle pulleys 
or oblique muscle dysfunction? J AAPOS, 2:17–25.

Cogan DG, Yee RD, Gittinger J. 1976. Rapid eye movements in myasthenia 
gravis. I. Clinical observations. Arch Ophthalmol, 94:1083–5.

Colomer J, Muller JS, Vernet A, et al. 2006. Long-term improvement 
of slow-channel congenital myasthenic syndrome with fl uoxetine. 
Neuromuscul Disord, 16:329–33.

Daroff RB, Solitaire GB, Pincus JH, et al. 1966. Spongioform 
encephalopathy with chronic progressive external ophthalmoplegia. 
Central ophthalmoplegia mimicking ocular myopathy. Neurology, 
16:161–9.

Demer JL. 2004. Pivotal role of orbital connective tissues in binocular 
alignment and strabismus: the Friedenwald lecture. Invest Ophthalmol 
Vis Sci, 45:729–38.

Demer JL, Poukens V, Miller JM, et al. 1997. Innervation of extraocular 
pulley smooth muscle in monkeys and humans. Invest Ophthalmol Vis 
Sci, 38:1774–85.

Fraterman S, Khurana TS, Rubinstein NA. 2006. Identif ication of 
acetylcholine receptor subunits differentially expressed in singly and 
multiply innervated fi bers of extraocular muscles. Invest Ophthalmol 
Vis Sci, 47:3828–34.

Fromenty B, Carrozzo R, Shanske S, et al. 1997. High proportions of mtDNA 
duplications in patients with Kearns-Sayre syndrome occur in the heart. 
Am J Med Genet, 71:443–52.

Haslwanter T. 1995. Mathematics of three-dimensional eye rotations. Vision 
Res, 35:1727–39.

Kaminski HJ, Maas E, Spiegel P, et al. 1990. Why are the eye muscles 
frequently involved in myasthenia gravis. Neurology, 40:1663–9.

Kaminski HJ, Richmonds CR, Kusner LL, et al. 2002. Differential 
susceptibility of the ocular motor system to disease. Ann N Y Acad 
Sci, 956:42–54.

Kearns TP, Sayre GP. 1958. Retinitis pigmentosa, external ophthalmoplegia 
and complete heart block. Arch Ophthalmol, 60:280–9.

Khanna S, Liao K, Kaminski HJ, et al. 2007. Myasthenia revisited: New 
insights from pseudo-internuclear ophthalmoplegia. J Neurology, In 
press.

Kjellgren D, Thornell LE, Virtanen I, et al. 2004. Laminin isoforms in human 
extraocular muscles. Invest Ophthalmol Vis Sci, 45:4233–9.

Klier EM, Meng H, Angelaki DE. 2006. Abducens nerve/nucleus stimulation 
produces knematically correct three-dimensional eye movement. 
J Neurosci, 26:2732–7.

Kono R, Poukens V, Demer JL. 2005. Superior oblique muscle layers in 
monkeys and humans. Invest Ophthalmol Vis Sci, 46:In Press.

Leigh RJ, Zee DS. 2006. The neurology of eye movements, 4th ed [book/
DVD]. New York: Oxford University Press.

McFarland R, Taylor R, Turnbull D. 2002. The neurology of mitochondrial 
DNA disease. Lancet, 1:343–51.

Miller JM, Demer JL. 1997. New orbital constraints on eye rotations. In: 
Fetter M, Haslwanter T, Misslisch H, Tweed D, eds. Three-dimensional 
kinematics of eye, head, and limb movements. The Netherlands: 
Harwood Academic Publishing.

Moraes C. 1996. Mitochondrial disorders. Current opinion in neurology, 
9:367–8.

Morgan DL, Proske U. 1984. Vertebrate slow muscle: Its structure, pattern 
of innervation, and mechanical properties. Physiol Rev, 64:103–69.

Oh SY, Clark RA, Velez F, et al. 2002. Incomitant strabismus associated with 
instability of rectus pulleys. Invest Ophthalmol Vis Sci, 43:2169–78.

Porter JD. 2002. Extraocular muscle: Cellular adaptations for a diverse 
functional repertoire. Ann NY Acad Sci, 956:7–16.

Porter JD, Baker RS. 1996. Muscles of a different ‘color’: The unusual 
properties of the extraocular muscles may predispose or protect them 
in neurogenic and myogenic disease. Neurology, 46:30–7.

Porter JD, Baker RS, Ragusa RJ, et al. 1995. Extraocular muscles: basic 
and clinical aspects of structure and function. Surv Ophthalmol, 
39:451–84.

Richardson C, Smith T, Schaefer A, et al. 2005. Ocular motility fi ndings in 
chronic progressive external ophthalmoplegia. Eye, 19:258–63.

Rucker JC, Jen J, Stahl JS, et al. 2005. Internuclear ophthalmoparesis in 
episodic ataxia type 2. Ann N Y Acad Sci, 1039:571–4.

Ruskell GL. 1999. Extraocular muscle proprioceptors and proprioception. 
Prog Retin Eye Res, 18:269–91.

Ruskell GL, Haugen I-BK, Bruenech JR, et al. 2005. Double insertions of 
extraocular rectus muscles in humans and the pulley theory. J Anatomy, 
206:295–306.

Scott AB, Collins CC. 1973. Division of labor in human extraocular muscle. 
Arch Ophthalmol, 90:319–22.

Shall MS, Goldberg SJ. 1992. Extraocular motor units: type classifi cation 
and motoneuron stimulation frequency-muscle unit force relationships. 
Brain Res, 587:291–300.

Shoffner JM. 1996. Maternal inheritance and the evaluation of oxidative 
phosphorylation diseases. Lancet, 348:1283–8.

Spencer RF, Porter JD. 2006. Biological organization of the extraocular 
muscles. Prog Brain Res, 151:33–79.

Taylor RW, Turnbull DM. 2005. Mitochondrial DNA mutations in human 
disease. Nat Rev Genetics, 6:389–402.

Tian J, Zee DS, Walker MF. 2005. Eye-position dependence of torsional 
velocity during step-ramp pursuit and transient yaw rotation in humans. 
Exp Brain Res, 1–6.

Van Opstal AJ, Hepp K, Suzuki Y, et al. 1996. Role of monkey nucleus 
reticularis tegmenti pontis in the stabilization of Listing’s plane. 
J Neuroscience, 16:7284–96.

Wilichowski E, Gruters A, Kruse K, et al. 1997. Hypoparathyroidism and 
deafness associated with pleioplasmic large scale reqrrangements of 
the mitochondrial DNA: a clinical and molecular genetic study of four 
children with Kearns-Sayre syndrome. Pediatric Res, 41:193–200.

Willison HJ, Yuki N. 2002. Peripheral neuropathies and anti-glycolipid 
antibodies. Brain, 125:2591–625.

Wong AM, Tweed D, Sharpe JA. 2002. Vertical misalignment in unilateral 
sixth nerve palsy. Ophthalmology, 109:1315–25.

Yee RD, Cogan DG, Zee DS, et al. 1976. Rapid eye movements in 
myasthenia gravis. II. Electro- oculographic analysis. Arch Ophthalmol, 
94:1465–72.

Yu Wai Man CY, Chinnery PF, Griffi ths PG. 2005. Extraocular muscles have 
fundamentally distinct properties that make them selectively vulnerable 
to certain disorders. Neuromuscul Disord, 15:17–23.

Zee DS, Walker MF, Ramat S. 2002. The cerebellar contribution to eye 
movements based upon lesions: binocular three-axis control and the 
translational vestibulo-ocular refl ex. Ann N Y Acad Sci, 956:178–89.



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo true
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /Unknown

  /Description <<
    /ENU (Use these settings to create PDF documents with higher image resolution for high quality pre-press printing. The PDF documents can be opened with Acrobat and Reader 5.0 and later. These settings require font embedding.)
    /JPN <FEFF3053306e8a2d5b9a306f30019ad889e350cf5ea6753b50cf3092542b308030d730ea30d730ec30b9537052377528306e00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /FRA <>
    /DEU <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
  >>
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice


