Table e-1. Clinical course by clinic visit 


_____________________________________________________________________________

Time after

Drugs/treatments


History and neurological examination
OMS (mo)
______________________________________________________________________________

1


16

Prednisone, IVIg


Opsoclonus with tracking and randomly, 















action 
myoclonus (finger-to-object, paperclip in 












bottle). Unsteady standing, back-stepping, shaky legs, 












wide base gait but ambulatory. Speech evident. DTR 












2+/4.
2 

23

ACTH 0.2 cc q.o.d, 

Much improved, no opso- or myoclonus. Slightly wide 





IVIg 1 g/kg, 1 mo S/P

base, wandering gait, runs, forward tandem with 






CPM x 6




excursions. Full scale IQ 107.












[First seizure 2 weeks before 3rd visit.  Started on 












levetiracetam]
3


29

ACTH 0.24 cc q.o.d,

Normal head CT. Relapse #2. Head 










IVIg





tilt 
left. Opsoclonus and lid flutter. No myoclonus. 













Slight dysarthria. Block stacking good. Worse gait: 













wide base, 
wanders, arms up. Tandem difficult. 2-hand 












push off floor. 
4 

35

ACTH 0.4 mL q.o.d.,

New seizure: staring/glazed, jumbled speech, lip 






IVIg. (S/P CPM 1 yr,

smacking. Wearing eyeglasses for R esotropia. End 






rituximab 5 months)

nystagmus. Ratchety tracking. Turns head to right to 





on oxcarbazepine


see target, eyes to 
left. Tandem excursions. Hops on 2 












legs, not one. Gait only slightly wide. Cushingoid.
5 

42

ACTH 0.2 mL, IVIg,

Very Cushingoid. R eye turned in. Narrowing of lids. 





levetiracetam, 



Turns head to target object. No dysmetria, stacks






oxcarbazepine



blocks. Gait only slightly wide. Runs. Tandem 














excursions. Verbal. DTR intact.
6 

49

ACTH 0.04 mL,


PET report: hypometabolic left mesial temporal lobe.





IVIg, levetiracetam

Ocular flutter, a few beats of end-point 





oxcarbazepine,


nystagmus. Tilts head back to look up. No dysmetria.




topiramate




Clumsy gait, slightly wide. Runs, not fast. Worse 












tandem, large excursions. Hops. 1 sec one-foot balance. 












2-hand push off floor.











[7 mo later, got IVIg. S/P eye alignment surgery. Less 











Cushingoid. Tracks better. Licks lips. No 














opsoclonus. Wide base, ataxic with arms up. Sluggish 











run. Cannot tandem, moving slower. (Full scale IQ 90)]
7 

59

IVIg. 3 months post

No opsoclonus. New eyeglass lens. Some nystagmus.





epilepsy surgery. 2

Slightly worse F-to-N. Hoarse, verbal but 









weeks post-varicella

dysarthric. Much slower finger tapping, sequencing, 





prophylactic acyclovir
 
and RRAM. Gait still wide, ambling, a bit stiff-legged. 












Cannot run. Hands on floor/wall to stand. DTR 2+/4.












[2 mo later, DEX x 3. IVIg, topiramate, oxcarbazepine.  











A few beats of nystagmus. Better eye tracking. No 













opsoclonus. F-
to- N slightly off. Speech slow. RRAM 












better. Cannot match objects to shapes in box. Verbal. 












Gait ambling. Poor tandem.] 

8


65

IVIg. DEX x 3



Visual acuity 20/30 near, 20/80 far. Neuropsych testing 












problems. Large pupils. Choppy tracking, some 














nystagmus. Tapping and RRAM slow. Verbal. Cannot 












stand on 1 leg. Wide base. Stands without using hands.

9


71

DEX pulse tapering,

Seizure free for 15 mo. Pupils 4-5 mm. Slightly







IVIg, oxcarbazepine,

dysmetric. 
Sluggish, slow motion. Slight action







topiramate




myoclonus. Pulls to stand. Takes steps with turns. Gait 












slowish, propelling. Intact DTR.












Six mo later, on levetiracetam. No opsoclonus. 












Dysmetria mild. Moving slightly faster. 
















Finger tapping slow. Slight action myoclonus with 













bottle. 
Verbal. Slow, awkward run. Base narrower. 













Pushes off floor to stand.













The patient was last evaluated about 5 years ago. She 












was not neurologically normal, but improving and 












functioning well.
______________________________________________________________________________

Abbreviations: ACTH = corticotropin; CPM = cyclophosphamide; DEX = dexamethasone pulses; DTR = deep tendon reflexes; IVIg = intravenous immunoglobulins; q.o.d. = on alternate days.
Clinic visit numbers correspond to those marked in Figure 1. Other events or visits without diagnostic testing shown are in italics.
To compute patient age, add 16 to the months after OMS onset.
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