


Loss of consciousness
- Behavioural abnormali
_  Visual disturbances

- Vertigo

- Speech disorders

. Weakness of limbs

. Sensory disturbances
- Unsteady gait

. Abnormal movements
- Syncope

HPI SELAp
The Nature of the Complaint — Ensure to understand what the patient IS g 8‘8 when
n vertigo, @

a patient says his vision is blurred he may mean it is double, dizziness a
weak limb with no altered sensation may be referred to as numb. l
The Time Course of complaint @

_Onset — sudden? (VASCULAR, EPILEPTIC)
- over a few minutes? (VASCULAR, EPILEPTIC, MI S)

- over a few hours? (VASCULAR, EPILEPTIC, MI
- over a few days? (INFLAMMATORY, INF 5
- over a few weeks?(NEOPLASTIC, VASCULAK )
over a few months?(INFLAMMATG @h ECT

ties




* |Intelligence

* Memory

* Speech

* Concentration/Calculation/Attention - serial subtraction of seven

Dominant Hemisphere - Language

Non- Dominant Hemisphere

Sensory Interpretation

Graphaesthesia- patient to identify letter or number written on the palm

Stereognosis- patient to name an object placed on the palm QQ/
side

Neglect- Patient may eat food only on the right side of a plate, fail to groom
of the body..
* Spatial orientation — Approach the patient on the weak side a | quietly,
patient searches on the wrong side. Repeat by approachi good side.
« Double stimulation — Touch on one hand and then the then both.
Repeat with eyes closed and ask patient to identify , left or both.
* Clockface exercise
* Reading, writing \/
« Ideomotor apraxia- Ask patient to mani e familiar object such to dial a
phone or hold a pencil in the position ng
B. Head, Neck and Spine 6
Head and orifices — nose, ears, eye %ﬂ\h; Head circumference in children
Neck Examination — Neck soft or%(emig‘s sign, Brudzinki’s sign

Spine Examination - curva;yévcoliosls, kyphosis, kyphoscoliosis, gibbus deformity,

hair tufts, swellings, dim i
C. Cranial Nerves 3 \

From |- Xl /\
D. Motor S \
Sequenc %tor system exam - Bulk, Tone, Power, Reflexes

Muscle b

Musele.bulk, atrophy, fasciculations

* USCIE m

tone — resistance of muscle to passive movement at a joint. Tone can be
reased or decreased. e




4- Movement against gravity and resistance
5- Normal strength

Reflexes

Reflexes — Deep tendon reflexes(
DTR - A deep tendon reflex is the reaction of a muscle to being pas

DTR) and superficial reflexes
sively stretched by

percussion on the tendon.
Graded from 0-4

0 - Absent Q/
1 - Present (as an ankle jerk) O
2 —Brisk (as a knee jerk) \

3 - Very brisk Q

4 — Clonus O

Nerve Roots

Jaw Jerk — mid pons ‘J\

Biceps Reflex (C5,6) @

Triceps Reflex (C6,7)

Supinator Jerk (Brachioradialis Reflex) (C5,6) \/

Quadriceps Reflex (Knee Jerk) (L2,3,4) O

Ankle Jerk (Achilles Reflex) (51,2)

Jendrassik’s manouvre is used to reinf;
patient asked to clench teeth, for l; limbs patient asked to hook the fingers of

e the reflexes — for upper limb examination,

both hands together and pull th rt as strongly as possible.

Superficial reflexes b
« Plantar response/-eflex— Extensor plantar response seen in corticospinal
tract lesions ( otor neuron lesions)
. Supedicityﬁﬂ inal reflex — Absence of this results from corticospinal
lesion. w ex is absent ipsilateral to hemiparesis/ plegia.
Others Q‘

Crema eWex
An i

mitive Reflexes
p sign
OSuck sign

Snout sign




« Temperature — test tubes with cold and warm water

e Touch — wisp of cotton-wool

 Joint position sense — big toe

 Vibration sense — Tuning fork of 128 Hz frequency
Tested distally from the toes and in an ascending manner following the dermatomes.
Any sensory level is defined by the dermatome involved.

F. Motor coordination (Cerebelium)

Finger- nose test

Rapid alternating movements Q/
Rebound \Q
Heel-shin test \>
Titubations @

Truncal ataxia
Scanning speech f;&%gﬁ
Nystagmus N
Hypotonia .
Pendular reflexes 7~V

G. Gait U/

» Steppage gait—in peripheral neur %

e Cerebellar gait 6

» Sensory — ataxic gait — high s_tgé,and slapping down of the feet seen in tabes
dorsalis. Eyes are glued t&iﬁ@ground.

e Hemiplegic gait  , &)

e Paraplegic gait » scfjsépﬁﬁg due to increased adductor tone. Seen in

myelopathyigfﬁgzéi-eral coticospinal tract disease.
. Dystroprlie gﬁfﬁ- waddling and lordotic posture from pelvic muscle weakness.
. Parkigsgrﬁap gait
. An:tjavj_é:if’é;z;it— painful limping gait

ayY

NG THE DIAGNOSIS
ensive diagnosis of a neurological disorder sho

A compreh uld be able to indicate the

foho'l facets:-
: Clinical presentation

* Anatomical localisation
ogical nature

underlying the disorder
‘hemiplegia (clinical presentation) due to an embolism

' ' territory (anatomical site) as a

thological process)







