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ABSTRACT: We present a case of Wallenberg syndrome presented with persistent history of 

giddiness, nausea, vomiting, regurgitation of food into mouth, hemiparesis, sensory symptoms 

and ataxia. It is usually by occlusion of the cranial segment of the vertebral artery or the 

posterior inferior cerebellar artery due to thrombosis or embolism. The emboli may come from 

the heart or the great vessels. We can diagnose Lateral medullary syndrome with expert clinical 

eye and CT/MRI of the brain. 
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INTRODUCTION: This syndrome was first described in 1808 by Gaspard Vieusseux. First 

descriptions by Adolf Wallenberg were in 1895 (clinical) and 1901 (autopsy findings). Clinical 

symptoms reported are swallowing difficulty, or dysphagia, slurred speech, ataxia, facial pain, 

vertigo, nystagmus, Horner syndrome, diplopia, and possibly palatal myoclonus. Lateral medullary 

syndrome (also called Wallenberg syndrome or posterior inferior cerebellar artery syndrome) is a 

disorder where the patient presents neurologic symptoms due to injury to the lateral part of the 

medulla in the brain, resulting in tissue ischemia and necrosis. This syndrome is characterized by 

sensory deficits affecting the trunk and extremities on the opposite side of the infarction and 

sensory deficits affecting the face and cranial nerves on the same side with the infarct. 

The syndrome is characterized by sensory deficit affecting the trunk and extremities on 

the opposite side of the infarction and sensory deficits affecting the face and cranial nerves on 

the same side with the infarct. This crossed finding is diagnostic for the syndrome. Other clinical 

symptoms and signs are swallowing difficulties (Dysphagia) slurred speech, ataxia, facial pain, 

vertigo, nystagmus, Horner’s syndrome, diplopia and possibly palatal myoclonus. The affected 

persons have dysphagia resulting from involvement of the nucleus ambiguous as well as 

dysarthria. Damage to the spinal trigeminal nucleus causes absence of pain on the ipsilateral side 

of the face as well as absence corneal reflex. 

 

CASE REPORT: A 45 yr old male apparently well 2 days ago, came to medical out-patient 

department with c/o sudden giddiness and fall to right side while walking. This occurred several 

times since then and on closing right eye it is more frequent. No history of any Injury, Fever, 

Diplopia, Headache. He also has regurgitation of food into mouth, difficulty in swallowing 

especially liquids than solids and difficulty in speaking fluently. He has history of hiccups and no 

incontinence of bladder, bowel problems. Clinically, the patient had a loss of pain and 

temperature on the left side of the face, a loss of pain and temperature on the right side of the 
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trunk, a mild left hemiparesis, and a left-sided ataxia. Nystagmus, diplopia, and hiccups were also 

evident. A left lateral medullary syndrome in the vascular distribution of the posterior inferior 

cerebellar artery was diagnosed. Work-up included a magnetic resonance imaging angiogram, 

which revealed an occlusion of high-grade stenosis of the basilar artery. 

 

 
 

 
 

 

 
 

 

 

CT scan of Brain 

 

MRI of brain 
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DISCUSSION: Affected persons have difficulty in swallowing (dysphagia) resulting from 

involvement of the nucleus ambiguous, as well as slurred speech (dysarthria) and disordered 

vocal quality (dysphonia).Lateral medullary syndrome is commonly caused by thrombosis or 

embolism of the VA or PICA. Here, the emboli may come from the heart as the patient had an 

attack of myocardial infarction (MI). Among the symptoms and sings, dysphagia is troublesome 

and has been reported in 51% to 94%1.Damage to the spinal trigeminal nucleus causes absence 

of pain on the ipsilateral side of the face, as well as an absent corneal reflex. The spinothalamic 

tract is damaged, resulting in loss of pain and temperature sensation on the opposite side of the 

body. The damage to the cerebellum or the inferior cerebellar peduncle can cause ataxia. 

Damage to the hypothalamospinal fibers disrupts sympathetic nervous system relay and gives 

MRI of brain showed Infarct in lateral medulla on Right side 

Deviation of Uvula 
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symptoms analogous to Horner syndrome. Nystagmus and vertigo may result in falling, caused 

from involvement of the region of Deiters' nucleus and other vestibular nuclei. Onset is usually 

acute with severe vertigo. Palatal myoclonus may be observed due to disruption of the central 

tegmental tract. It is the clinical manifestation resulting from occlusion of the posterior inferior 

cerebellar artery (PICA) or one of its branches or of the vertebral artery, in which the lateral part 

of the medulla oblongata infarcts, resulting in a typical pattern. The most commonly affected 

artery is the vertebral artery, followed by the PICA, superior middle and inferior medullary 

arteries. The outlook for someone with lateral medullary syndrome depends upon the size and 

location of the area of the brain stem damaged by the stroke. Some individuals may see a 

decrease in their symptoms within weeks or months. Others may be left with significant 

neurological disabilities for years after the initial symptoms appeared.[2] 

 

CONCLUSION: The patient reported with persistant hiccups (25/min), which interfered with 

nutrition, sleep, and activity. While in the acute care hospital, the patient was treated with 

prochlorperazine, promethazine, and chlorpromazine. All these medications were ineffective in 

stopping the hiccups. Patient in most cases the dysphagia in WS initially severe enough to require 

non-oral feeding but often improves rapidly, and the patient can return to oral feeding within 1 to 

2 months after the stroke.1,3 Although in Wallenberg syndrome the lesion due to lateral medullary 

infarction is unilateral, its effect on oro-pharyngeal swallowing is bilateral.4 

After a search into medical literature available, Baclofen was recommended as the drug of 

choice for stopping persistent hiccups,5,6 the patient was given 5 mg of baclofen by mouth three 

times per day, and the hiccups relieved within 48 hours. The baclofen was discontinued after one 

week of therapy without relapse. It is therefore recommended that consideration of baclofen for 

the treatment of persistent hiccups after lateral medullary syndrome. 
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