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A 61-year-old man who experienced a sudden onset of unstable gait followed by

nuchal pain was admitted to our department. The neurologic examination revealed

right-sided limb ataxia, right partial ptosis, and decreased sensation to 50% of the

normal side to pinprick and temperature stimuli on the left side below the level of

the T-6 dermatome. A lateral medullary infarction caused by spontaneous vertebral

artery dissection was diagnosed by magnetic resonance imaging and computed

tomography angiography. In conclusion, lateral medullary infarction is an important

entity to consider in the differential diagnosis of dermatomal sensory

manifestations. Key Words: Dermatomal sensory manifestation—lateral medullary

infarction.
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A 61-year-old man with sudden onset of unstable gait

followed by nuchal pain was admitted to our department.

He had a history of poorly controlled dyslipidemia and

was previously a smoker. He had no history of major

trauma to the neck. The neurologic examination revealed

right-sided limb ataxia, right partial ptosis, and decreased

sensation to 50% of the normal side to pinprick and

temperature stimuli on the left side below the level of

the T-6 dermatome (Fig 1A).

Blood test results were normal except for a slight eleva-

tion of triglyceride and g-glutamyl transpeptidase levels.

Diffusion-weighted magnetic resonance imaging (MRI)
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revealed a right lower lateral medullary infarction (LM;

Fig 1B). Computed tomography (CT) angiography re-

vealed a string and pearl sign in the right vertebral artery.

A cervical and thoracic MRI was normal. The final diag-

nosis was LMI caused by spontaneous vertebral artery

dissection.
Discussion

The typical case of lateral medullary syndrome, which

is characterized by a superficial sensory deficit in the

ipsilateral face and contralateral body, ipsilateral Horner

syndrome, cerebellar ataxia, dysarthria, and dysphagia,

is known as Wallenberg syndrome.1 However, a patient

with LMIwho presents with all features of typicalWallen-

berg syndrome is uncommon. Because the present case

was characterized by restricted contralateral sensory

loss below the level of the T-6 dermatome without trigem-

inal sensory dysfunction, spinal cord involvement was

initially suspected.

This dermatomal sensory loss can be explained by the

site of the lesion and the topographic arrangement of

sensory fibers in the spinothalamic tract of the lower
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Figure 1. (A) Representation of the patient’s

superficial sensory deficit (shaded area). (B)

Diffusion-weighted magnetic resonance imaging

scan reveals a small infarct in the right lateral

medulla oblongata. (C) Schematic drawing of im-

portant medullary structures (right unilateral).

Shaded area indicates the infarct area.
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medulla oblongata.2,3 The sensations from the sacral

area, leg, trunk, and arm are somatotopically arranged

in an orderly fashion from the superficial to the medial

direction. In the present case, the ischemic lesion was

thought to involve the quite superficial layers of the spi-

nothalamic tract. Judging from the coexisting symp-

toms, the lesion was considered to be in the extremely

lateral and posterolateral area, involving part of the in-

ferior cerebellar peduncle and not involving the more

medial and posterior area that includes the descending

trigeminal tract, the nucleus ambiguus, and the nucleus

gracilis (Fig 1C).
In conclusion, LMI is an important entity to consider

in the differential diagnosis of dermatomal sensory

manifestations.
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