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INTRODUCTION

Dizziness is a common chief complaint that 
is sometimes difficult to assess clinically. 
Prolonged dizziness with ocular finding 
should be suspicious for a paraneoplastic 
syndrome called opsoclonus/myoclonus 
aka “dancing eye syndrome.” 

CASE PRESENTATION

Patient is a 76-year-old female former smoker 
with multiple hospitalizations for chief complaint 
of dizziness. She initially presented to her PCP in 
September with sudden onset dizziness reported 
as “room spinning” that had gradually worsened. 
She was trialed on meclizine and valium with no 
improvement. She was admitted to the hospital 
when her symptoms caused nausea and vomiting 
preventing her from eating and drinking. The 
dizziness worsened when her eyes were open 
and she noted having difficulty moving her eyes 
on command. She was noted to have horizontal 

CXR showing nodule.
Chest CT showing mediastinal mass. 

PET showing mediastinal mass. 
Pathology showing small cell cancer.

DISCUSSION

Opsoclonus Myoclonus (OM) is characterized 
by conjugate, random directional nystagmus 
(opsoclonus) coupled with myoclonus +/- 
dysarthria, truncal ataxia and confusion. The 
most common cause of OM in adults is a 
paraneoplastic syndrome secondary to small 
cell lung cancer. Symptoms usually precede the 
cancer diagnosis. Diagnosis is made clinically. 
There are no well characterized antibodies for 
OM, so often paraneoplastic testing is negative. 
With treatment of the cancer there can be 
complete or partial recovery observed. The earlier 
the treatment after symptom onset the better 
the symptom improvement which is unfortunate 
for our patient as she originally presented four 
months prior to her diagnosis. 

IMPLICATIONS

When a patient with a significant smoking 
history presents with dizziness and nystagmus 
with a negative brain MRI one should think of 
opsoclonus myoclonus. A chest CT should be 
obtained to rule out lung cancer as small lung 
nodules may be missed on a CXR.

nystagmus on physical exam. CT and MRI of brain 
were negative for acute findings. Epley maneuver did 
not bring relief. Patient continued to have nausea, 
vomiting and dizziness. An LP was preformed and 
paraneoplastic panel sent which returned negative. 
She was diagnosed with vestibular neuritis. She 
again presented to the ED with the same symptoms. 
Again, workup including CXR, MRI brain and neuro 
consultation was unrevealing. The patient presented 

a third time in January, for AMS. At different times 
horizontal and vertical nystagmus was seen on exam. 
She also had episodes of uncontrolled shaking not 
consistent with seizures. On CXR a hilar mass was 
seen. CT chest revealed a large soft tissue mass in 
the superior mediastinum that extended into the right 
heart boarder with a small RUL nodule. Biopsy was 
performed and patient was found to have small cell 
lung cancer. 


