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A 62-year-old Man with Acute Dizziness, Nausea and Vomiting
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Axial Brain CT scan of the patient.

PATIENT’S HISTORY: years. She used nitrocontin, pearl, lisinopril,

The patient was a 62-year-old man presenting to carvedilol and furosemide. Laboratory tests were

the emergency department 6 hours after the onset normal. The first CT scan n the emergency
of dizziness, nausea and vomiting. The patient department was normal. As a brain stem infarction

complained of numbness of the right side of her was suspected, MRI was performed and revealed
body and reported swallowing problems. The an infarct (Flgure. 1). The pa’Flent recelv.ed
initial examination showed the patient was alert “e“mlogy cgnsultatlon and_ was dlschargfaq with
and stable. The left side of her face was sweating stable vital signs and the daily order of aspirin and
while the right side was completely dry. The atorvastatin after five days. The patient was asked
neurological examination revealed the patient was to have weekly follow-up visits.

alert, and the right pupil was about 2 mm smaller

than the left eye pupil, and both pupils responded KEY QUESTIONS:

to light. A paresis was observed in the right side of  What are the radiologic findings in Figure 1?

the face, tongue and uvula. Uvula was slightly » What is the importance of these findings?
deviated to the right. Other signs included e What other diagnostic modalities can be used for
hoarseness and swallowing impairment. The further assessment of this complication?

muscle strength of all four limbs was 5/5. Babinski

reflex was downward on both sides. The patient LEARNING POINTS:

could not sit by herself, and leaned to the right. e CT Scan Report:

The patient had a history of primary coronary Both cerebral hemispheres appear normal with a
intervention (PCI) and stent placement four years suspicious hypoattenuation area in posterior
ago. She had smoked a pack of cigarettes for 40 inferior aspect of right cerebellar hemisphere.
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Axial Brain CT scan of the patient Suspicious hypo
density focus in posterior inferior aspect of right cerebellar
hemisphere

e MRI Report:

There are hyperintense lesions on T2WI/FLAIR
sequences and mildly hypointense T1WI in right
posterolateral medulla oblongata as well as the
posterior inferior aspect of the right cerebellum in
posterior inferior cerebellar artery (PICA)
territory. These areas show restricted diffusion
(high DWI and low ADC signal). These findings are
in favor of acute infarction on the right
posterolateral medulla oblongata as well as the
posterior inferior aspect of the right cerebellum
(Lateral medullary syndrome or Wallenberg
syndrome).

Wallenberg's syndrome is defined as the posterior-
inferior cerebellar artery infarction (PICA) or
posterior-lateral medullary infarction (1). As arare
cerebrovascular disease, this syndrome accounts
for 2.5% of ischemic attacks. The posterior-lateral
region of medulla in the brain stem is affected (2,
3). Its most important risk factor is hypertension
following smoking and diabetes (4). This syndrome
is commonly prevalent in men in their sixty’s (5).
This syndrome is often caused by thrombosis or
embolism of vertebral artery. Other causes of the
syndrome include bleeding, dissection of vertebral
artery, cavernous angiomas, and tumors (6). The
onset of this syndrome is abrupt. A precise
neurological examination is a key to its diagnosis
(2). Clinical signs and symptoms include dysphagia
(due to the involvement of ambiguous nucleus),
abnormal speech, ataxia, pain and numbness of the
face (due to damage to CN VII and its nucleus) (7-
9), vertigo and nystagmus (with nausea, vomiting

and occasionally hiccups) secondary to infarction
of vestibular nucleus or posterior-inferior
cerebellum, diplopia and probably myoclonus of
the upper jaw. Due to damage to the trigeminal
nucleus, the patient experiences pain and absence
of pupil reflex on the same side of the ischemia (7-
9). Sensory defects of temperature and pain are
seen in the trunk and the limbs in the opposite side
of ischemia (3). The definitive or probable
diagnosis is mainly obtained by physical
examination and medical history. MRI is the best
diagnostic test for confirmation of infarction in the
inferior or lateral medullary regions of the brain.

Brain MRI of the patient.
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To find out the location of vascular occlusion and
ruling out less frequent causes such as vertebral
artery dissection, CT angiogram or MR angiogram
are useful (10).

Wallenberg syndrome is a type of ischemic stroke
often caused by thrombosis or embolism in the
heart or large arteries (11). The severity of clinical
signs and emergency interventions and monitoring
depend on the size and extent of the ischemic
region (12). Previous studies have reported
different types of visual impairments in these

saccade, and nystagmus (13). Our case had a right
eye ptosis, absence of sweating of the right side of
the face, a smaller right eye pupil (Horner's
syndrome on the right side). Different degrees of
dysphagia may be seen in 51% to 94% of the
patients (12). Our case had slight hoarseness,
paresis of upper jaw, right uvula and dysphasia.
The patient complained about numbness and
weakness of the right side of the face. The facial
numbness is probably due to the involvement of
the facial nerve fibers (15).

patients, such as Horner’s syndrome, diplopia,

1. Flint PW, Haughey BH, Niparko JK, Richardson MA, Lund VJ, Robbins KT, et al. Cummings
Otolaryngology-Head and Neck Surgery E-Book: Head and Neck Surgery, 3-Volume Set. Elsevier Health
Sciences; 2010.

2. Day GS, Swartz RH, Chenkin J, Shamiji Al, Frost DW. Lateral medullary syndrome: a diagnostic approach
illustrated through case presentation and literature review. CJEM. 2014;16(2):164-70.

3. Nakazato Y, Tamura N, lkeda K, Yamamoto T. Isolated body lateropulsion caused by lower lateral
medullary infarction. eNeurologicalSci. 2017;7:25-6.

4. Vanni S, Pecci R, Edlow JA, Nazerian P, Santimone R, Pepe G, et al. Differential diagnosis of vertigo in
the emergency department: a prospective validation study of the STANDING algorithm. Front Neurol.
2017;8:590.

5. Ospino-Quiroz JC, Monteagudo-Cortecero J. Presentation of a case of Wallenberg syndrome. Semergen.
2016;42(8):179-80.

6. Aravind RS, Athira BM, Mohammed Salim KT. A case report on Wallenberg syndrome. Glob J Add &
Rehab Med. 2017;4(2):555634.

7. Tyagi AK, Ashish G, Lepcha A, Balraj A. Subjective visual vertical and horizontal abnormalities in a patient
with lateral medullary syndrome-a case report. Iran J Otorhinolaryngol. 2015;27(78):75-80.

8. Paliwal VK, Kumar S, Gupta DK, Neyaz Z. Ipsipulsion: A forgotten sign of lateral medullary syndrome.
Ann Indian Acad Neurol. 2015;18(3):284-5.

9. Lee SH, Kim JS. Acute diagnosis and management of stroke presenting dizziness or vertigo. Neurol Clin.
2015;33(3):687-98.

10. Koehler PJ, Bruyn GW, Pearce JM, editors. Neurological eponyms. Oxford University Press; 2000.

11. Saha R, Alam S, Hossain MA. Lateral Medullary Syndrome (Wallenberg's Syndrome)-A Case Report.
Faridpur Med Coll J. 2010;5(1):35-6.

12. lbrahim MH, Fadhil A, Ali SS, Kader SF, Khalid M, Kumar K, et al. Case report on hiccup and lateral
medullary syndrome. Neurosci Med. 2015;6(2):58-61.

13. Kobayashi Z, Numasawa Y, Tomimitsu H, Shintani S. Conjugate eye deviation plus spontaneous
nystagmus as a diagnostic sign of lateral medullary infarction. J Neurol Sci. 2016;367:222-3..

14. Zhang HL, Wu J, Liu P, Lei J, Liu J. Wallenberg syndrome caused by hemorrhage in medulla oblongata:
a case report. Health. 2010;2(10):1218-20.

15. Park MH, Kim BJ, Koh SB, Park MK, Park KW, Lee DH. Lesional location of lateral medullary infarction
presenting hiccups (singultus). J Neurol Neurosurg Psychiatry. 2005;76(1):95-8.

Copyright © 2019 Tehran University of Medical Sciences
This open-access article distributed under the terms of the Creative Commons Attribution Non-Commercial 4.0 License (CC BY-NC 4.0).



