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Examination

1. Your position: in th side

2. Introduce yourself/Permission
3. Insure privacy

4. ~—Expose the patient
@g@the patient in the bed: (Comfortable for the

patient)

Describe the position of the patient: (Decubitus, Setting,

Semisetting, S_ugille, Leaning forward, Squatting

General appearance: looks ill/ well, dyspneic , ceg_lig_t_ic
comfortable/ uncomfortable, cooperative/non cooperative.
gBody builty (average , under wt. , over wt. , obese , morbid
obesity) (BMI)

. Skin color: cyanosis , pallor , jaundice.

Describe associations & surrounds: canula , 1.V. fluid , O2
mask , urine catheter, NGT, ect.



Examination
&

.0
Generz%)exammatlon: consc1ouQess level, general look,
2 —

physical appearance, pulse, blood pressure, O. saturation,

@ Jidel &'\an A

temperature, R.R...

Examination of other systems: ENT, Eyes, Neck,

Respiratory system, Cardiovascular system, Gastrointestinal

system, Skin & musculoskeletal system

1cal examination.

%D%Q,A A bohween < Honigdts ; oflmaditn ia weningesl boger  cabopumal WBC
fonivsean i tekkon in penkspl. Ly ek rofmbin.



Neurological Examination




Neurological Examination

(V1. Mental Status

a. State of consciousness:
P
@ &
. Glasgow coma scale (Eye opening, Verbal
response, Motor response)
&
. Grading of coma. (2.7

/—-




Glasgow Coma Scale (GCS)

Category Response Points

Spontaneously
Eye opening To speech
To pain

None
Oriented

Verbal response | Disoriented, confused conversation, able to
answer questions

Inappropriate responses (words)
Incomprehensible speech (sound)

None
A e Obeying commands

M otor response ¢ Localizes to pain

< s o1 e Withdraws from pain

Abnormal (spastic) flexion) (decortication)

Extensor [rigid) response, (decerebration)
None

4
R}
1
5
4
3
2
1
6
5
3
2
1

(GCS minimum = 3: maximum = 15)



Classification of Coma

Grade Consciousness External stimulus

I. Lethargy or Disturbed| Response to verbal and painful
—

drowsiness stimuli (but not vigorous nor

continuous)

I1. Stupor Disturbed | Response to verbal and painful

stimuli (vigorous)

ITI. Semi-coma Lost No response to verbal stimuli
with preserved response to

painful stimuli

IV. Coma Lost No response to both verbal &

painful stimuli




DO g
b./Orientation] for time, pﬁge and persons.

—_—

c.@\flemoﬂ

- For recent events (lost = anterograde amnesia).

- For remote event (lost = retrograde amnesia).

- For @n period of time|(lost = circumscribed

amnesia).




(ﬁnte“lfgen?eq
Assessed by Intelligent Quotient "IQ" test.

The patient is considered of average intelligence
m the doctor "understand" each ‘other.

e\ Mood! Abnormalities include:
- Depression, euphoria, emotional liability.

{Apathy (indifference).

f. Behavior & perception,c —




Mentally df Normal Patient )

The patient fully conscious, well oriented for time,

plac% & perls{ns, with normal behavior, mood &

memory, cooperative & of @verage intelligence
—




I1. Speech Examination

The process of speech involves two stages:

I- Speech formulation

II. Speech articulation(z >

————



Speech and Language

BULBAR < 4
MUSCLES » Spoken word > w
Auditory
BULBAR pathways
NUCLEI
v
/ AUDITORY
CORTEX
CEREBELLAR MOTOR | BROCA’S WERNICKE’S
EXTRAPYRAMIDAL CORTEX AREA AREA
VISUAL
CORTEX
A
ANTERIOR
HORN CELLS Visual
pathways
v
HAND EYES

MUSCLES »  Written word




Types of Speech Disturbances

kAphasi@ inability to speech formulation in the

absence of sense organs lesion or mental defect.
Dysarthria: difficulty in articulation with normal

formulation (i.e. normal speech center).



Fluent
speech

Nonfluent
speech

Types of Aphasia

Good Poor
comprehension comprehension
Wernicke
aphasia
Conduction
aphasia

Transcortical
sensory
aphasia

Broca

aphasia

Transcortical
aphasia

Mixed
transcortical
aphasia




Types of Aphasia

1( Broca’s 5(Verbal, motor, expressive or nonfluent) aphasia:
) oY Cyeny [/ PP refidion:
The patient can not express his ideas 1r:jpoken word but
- 9 Corm Pelunsiom.

the|patient understand what ever told him,

Characterized by good comprehension, nonfluent speech
and poor repetition.
Lesion in Broca's area or Brodmand 44 & 45 yn the

inferior frontal gyrus of dominant hemisphere.




2. Wernicke’s (sensory, perceptive or fluent) aphasia:

Plaent + God VoI P venio-
. The fﬁtlent hears but does rfca)z[ understand sound.

Characterized by poor comprehension, fluent speech, poor

repetition.

Results from a lesion in the superior temporal gyrus “posterior
part” of dominant hemisphere (Brogimam@)r Wernicke’s
center).

3. Conduction aphasia:

Characterized by good comprehension, fluent speech and poor

repetition, due to damage of the[arcuate fasciculus.

. The arcuate fasciculus interconnects Brggg’§ area with
Wernicke’s area.
4. Global aphasia:

Combines all the symptoms of Bw’s and Wernicke aphasias.

—



Motor cortex vocalization (6, 4)

Broca speech area (44, 45)

Arcuate (superior longitudinal) fasciculus




5. Transcortical motor aphasia:

Characterized by good comprehension, nonfluent
speech and good repetition.

6. Transcortical mixed aphasia:

Characterized by poor comprehension, nonfluent
speech and good repetition.

7. Transcortical sensory aphasia:

Characterized by poor comprehension, fluent speech

and and good repetition.



2. Dysarthria

Deﬁnitionn articulation with normal formulation (i.e.
normal speech center)

It might be due to:
1. Bilateral pyramidal lesion (pseudobulbar palsy).

2. Lower motor neuron lesion of cranial nerves concerned with
LMAL
speech: ==

ai Nuclear:) True bulbar palsy.

H. Nervess Lesion in 5,7,9, 10, 11, 12 cranial nerves.

euromuscular] Myasthenia.

d- [Musclef: myopathy.

3. Multiple sclerosis.
4. Cerebellar lesions. . —

5. Parkinson's disease and parkinsonian syndromes.



Other Types of Speech Disorders

Aphonia (dysphonia):| phonation is lost but articulation is preserved,
hence the patient talks in a whisper.
Causes of Dysphonia:
a]Organic causes: due to disease of the larynx or the nerve supply of
vocal cord (recurrent larynx nerve lesion), bulbar syndrome.
B\Functional)cause: conversion disorder.

2. Palelalia: repetition of the last sentence or words of the patient's own

jlt occurs i@wmi_dal_lem@

3. 'Echolalia: repetition of the last sentence or words that the patient

It OCCufs In(severe demggtlaz.
—

Mutism: absence of any attempt atwmunicat\i%? (in bilateral
frontal lobe or third ventricle lesion).

5. Anomic (nominal, amnestic) aphasia: difficulty naming familial
object or persons.



III. Examination of Meningeal Irritation Signs

Neck rigidity (stiffness): Passive flexion of neck leads to

neck rigidity.
b. Positive Lasegue's sign “Straight leg raise test”: Raise the leg of
supine patient by flexion of the hip (while th@@.

@if can beithout discomfort. Here it 1s

T——————

painful and limited.

c. Positive Kernig's sign: Passive flexion of the hip and flexion
of the knee in a supine patient. Trial to extend slowly is limited and

Qs S—

palnful' I_> Wf\ +aS‘\' :l;.:\
d. Positive Brudzinski's sign:

O Neck Brudzinski's sign (upper Brudzinski's sign): Passive
o relive. the pain s siavian >\f10_r teestsy

flexion of neck(leads to)flexion of both knees and hips.
@Leg Brudzinski's sign (lower Brudzinski's sign): Passive
flexion of one hip and extension the kne@ flexion of the

———

other hip
= \
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Kernig Sign ™

1 Knee is flexed to 90 degrees

2 Hipis flexed to 90 degrees

3 Extension of the knee is painful or limited in extension

Brudzinski Sign

1 Passive flexion of neck



Brudzinski's neck sign




IV. Cranial Nerves Examination

12t L (e 4\&



1. Olfactory Nerve Examination

Test substance should be:
2999292999999

Familiar.  awev orom o

—

f

|

Non irritant. o ¢z o e |

Jo the -higeminql revve.

Test @no stril alone.

WO g5 azrpl 22 <0 4
~|Eyes should\be\closed. Qe 9o o ) B i o )




Lesion of the Smell Pathway

}‘IPB‘ /> &m\ dqmaﬁﬁ ’:E 0\?4C,'\051 b/‘\\p ) +qmo-(5...
Unilateral hyposmia or anosmia.

Bilateral hXEcEmla Oor anosmia.

Parosmia (Smell hallucination)

Cacosmia/(bad smellin chronic sinusitis)

Olfactory agnosia— 3./1ex @) ¢

’ f&{ .
% afadvy bl e < Porigona b Pl damoge 1o olfachy bulbor olfechy ¥
K %\\;e@(a}u anasmia =D Elu %gﬂz;,,..



2 erve Examination

a. Visual Acuity Examination
PP

Acuity of visiont with a Snellen chart. The normal

acuity i@n cach eye.

*0
M
4
|
2 2
S

C U = 6/24
O L A F = ©/18
D H L E N = 6/12
C T P A L O — /9
D N MO B8 U C — jnm(m‘ﬂ

Snellen's test tyvpes



b. Visual Field Examination

Checked by confrontation( if ?abnormal recorded with

Goldman screen “Perimeter”.

[ (e °
Map bz - Perimeter .
Confrontation Test

_—

%QP‘V\‘Q Cy\iusw \,esztan —5 B; Jrexv\poa-»l— )’hmianop.‘m









¢. Fundus Examination
(Ophthalmoscopy)

Normal optic nerve disc Papilledema A«a#wzmmwaw
—_— reSfure,

e ——

Ophthalmoscopic Examination




olor Examination —_
loss £ Colorurseon e
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3,4, 6. The Ocular Nerves (I11, IV, VI) Examination
.

J
Y syl
A. Inspection w m

1. Pupils: st refle,

<
: e  Normal pupil is (Regular, Round, Reactive
X pnisecaraa = ASJmmdy A pr\\ Sle.- ) = . —._— =
to light and accommodation), Miosis, Mydriasis.

rdederd ‘
qleal & 2. Ptosis: b Bge
* Complete, 2 nes Po..\,_&tj ror.»l»wdw nerve. \esion) .
* Partial. ‘errer ﬁm'ybm
3. Squint: Hllas— kelrecbs 01 A
L) Bblp o Divergent ~ Ocowsto n. lesion y duech defed o led:l M:w

\3?3"\; . Convergent chducert 0. Pa_lsj due o dofedd in H:,:L ;
) Asdla== uzzkck&:””ﬁg/@f\?ﬁﬁ@l; oL



B. Examine for extraocular movements:

Test for abducent nerve (lateral rectusmuscle): by
looking lateral (external).

Test for trochlear nerve (superior oblique muscle):
by looking by looking downward and lateral.

Test for oculomotor nerve by looking in all other

—
e

direction.
=
¢ lia netve - (ntiackion £ ot
C. Nysta_g_mus. p— o 4
. m Yra\ agoupf -
D. Light Reflex. ot

E. Accommodation Reflex.

S —
e



Elevation

hferlor A

rectus

W\
7
Abduction et:fs' Adduction

Lateval

Superiof Inferior
= oblique ' rectus

<

=

Depression



NS

inferior oblique

inferior rectus

NN\

RS

/

superior oblique

medial rectus

lateral rectus




Cranial nerve palsy Exam findings - evidence of incomitance

Direction of gaze Primary position Direction of gaze
D‘Wam,} . 3 3 :
* Plosis Smaller angle of Righteye turns  Unable to adduct right eye
S horizontal squint downwards Larger angle of squint
%N adehuchion. and outwards Double vision further apart
% mjdrics\s-~~
i =B T T
Dou}o\l, \iston - -. - 3 ’
2\0,033. WM s g!_e) No obvious squint Right eye tumns Right eye elevates more
S upwards and as it moves medially
— outwards Double vision further apart

Right 6th nerve palsy ‘® @ /2 @ //—~' @
slabel rdkus in 1 noond |

2 oo pecku ikt il Unable to adduct right eye Right eye Able to adduct right eye

bnelde o Larger angle of squint turns medially No obvious squint
© ,-,,’B(?a fg@‘qm* Double vision further apart




Light Reflex

 Direct Light Reflex: Light in one eye leads to
constriction (miosis) of the same eye
e <“Indirect Light Reflex : Light in one eye leads to

constriction (miosis) of the opposite eye




Accommodation and Convergence Reflex

Patient is asked to follow your finger from point

to a near one:

e Convergence (contraction of both medial recti

musle).

e Miosis (contraction of constrictor pupillae muscle).

\/VW\__\




Lesion of the Oculomotor Nerve

. Ptosis: paresis of the levator palpebrea superioris muscle.
. Squint: divergent paralytic.

. Diplopia: occuron elq/\mionwvvgggze\lid.

. Mydriasis: dilated fixed pupil.( farsynpthe bt

. Loss of light and accommodation reflexes.
g >;o Causes of the oculomotor nerve lesion:
“The oy 52»4/ PZRTS L (omfesS fothe fw{' e,g C:Cw\- [YWAR
g driasis® k@Weugsm of the posterior communicating artery.F g P
. . . /’ S“:U‘ v ey,s'\s
. (@Infarction of the third cranial nerve: HTN, DMGeasms,
e——— N~———— _— —
. (® Midbrain tumor, infarction or hemorrhage: Weber
f— —
syndrome. (Bein shacle)
. @Cavernous sinus thrombosis.

O 597, Bran Slom D\ ypl> hemiplegia I X
Mc‘)\lﬂq'o\-

LmyAfiasis— ompression- : C'ovj:@n&& NWE:M 0{)\\91.\

Lgfqlé \C«&\'m)
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Lesion of the Trochlear Nerve

Clae@ [/ooud?

Diplopia on looking down and reeisl.
Limitation of movement during examination for eye

movement down and laterally.
N N

Lesion of the Abducent Nerve

IiYevd fectus M\ o0 Yo
Diplopia on looking out wards.

Limitation during examination of eye movement in the

outward direction. Aot Phe e ey
Convergent paralytic squint. e @
\_/\/\/\/\/.\

< p

Onvergent
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S. Trigeminal Nerve Examination

> Sensory part: test fo and(touch sensation) Compare

Wi
\\3 & Dboth sides of face, inner and outer part, each division of

bn\olerd Busciol . . . . .
Wigosthesien trigeminal nerve. Examination of termg\a/l\ggric/hes of the
trigeminal nerve
N\~
> Superfacial Reflexes: palatal and corneal “conjunctival”
-— — N\ SNNANAN A~

reflexes.
A~

> Deep reflex: &'aw reflex|(see reflexes examination).
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> Motor part:
L‘\Ml‘m}
O Observe the skin over the temporal and masseter
———
muscles: asymmetry suggests muscle atrophy.
@ Ask the patient to clench his or her jaws: Palpate the
masseter and temporal muscles for asymmetry of volume
and for tone.
Observe for deviation of the tip of the mandible as the
jaws are opened: Deviation is to th
. Ask the patient to move the jaw from side to side

against the resistance of your palm: The paralyzed side

will not move laterally.



Lesions of Trigeminal Nerve

1. Sensory affection: Qtwey o7 oy
a. Trigeminal neuralgia. <Tf Tl —p S Yowa,
b. Loss of sensation over the face.

2. Motor affection: weakness of the mastication

muscles and the jaw 1s deviated to side of lesion.



| ‘fi\'_\u‘?m ?&S\’W‘—k legibun \'v\_W‘Nﬂ site d’? }\UPQZ’S%
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7. Facial Nerve Examination
" Totlixed maiy wander

>Motor part: muscle of expression of the face.

Observe patient as he talk and smiles, watching for:

»# Eye closure. Bell’s phenomena may be seen.
% Absent nasolabial fold and dropping (asymmetrical) of mouth

angle. o o

Patient then instructed to:

*  Wrinkle forehead by looking upwards.

* Close eyes while examiner attempts to open them (orbicularis

oculi muscle).

* Purse lips while examiner presses cheeks (buccinator muscle)

» Show teeth (orbicularis oris muscle).

>Sensory part “chorda tympani”: examine of taste over anterior
2/3 of tongue (applying a drop of sweat or salty substance over each
side of the tongue separately).

>Reflexes: corneal and conjunctival reflexes.

—
_—




Loss of frontal
wrinkling

Bell's phenomenon

Loss of
nasolabial fold

Mouth deviates
to normal side

—* Right-sided lower motor neurone lesion

Preserved function
in upper face

Loss of
nasolabial fold

Mouth deviates
to normal side

= Right-sided upper motor neurone lesion






Bell’s phenomen

~—
D
< \oww' melor Yot

\estan



8. Vestibulo-cochlear Nerve Examination
a. Examination of the Cochlear Component of VIII Nerve

>Test by whispering numbers into one ear.

>Audiometry.

> Weber’s test: place tuning fork in middle of the head. Normally
vibration are heard in the middle of the head.

> Rinne’s test: using the vibration tuning fork] compare air
conduction (in front of ear) with bone conduction (on mastoid

process).

Normal  Vibration are heard in  Air conduction is better
the middle of the head  than bone conduction

Conductive  Vibration are heard in  Bone is better than air
deafness affected ear

—

Nerve deafness  Vibration are heard in Both air and bone are
normal ear diminished
Y——



Weber test

Normal

Conductive loss, same ear
or
Sensorineural loss, opposite ear

Rinne test

Air conduction (AC)

Bone conduction (BC)

I ————————

Ac>nc-@

BC > AC = Conductive loss




b. Examination of the Vestibular Component of VIII Nerve

> Oculovestibular reflex (caloric testing): nystagmus towards
the irrigated ear 1s seen when imm run into the
external auditory meatus . This indicates an intact vestibular

nerve and brainstem. The test is used in the diagnosis of

g

brainstem death)

> Nystagmus




Lesion of the Vestibulo-Cochlear Nerve

A. Lesion of the Cochlear Division:

Tinnitus in irritative lesion.

Deatness in destructive lesion.
B. Lesion of the Vestibular Division:

Vertigo.

Spontaneous nystagmus.

Ipsilateral incoordination.




9, 10. Examination of the Glossopharyngeal, Vagus and
Cranial Accessory Nerves

>Examine the uvula:

« By inspection normally central

« Ask the patient to say “Ah”@ QILraleis it 1s deviated

to opposite side of lesion

>Palatal reflex: “afferent- V. & IX nerves, efferent- X nerve”
stimulation of soft palate leads to its elevation

>Pharyngeal reflex : “afferent- IX nerve, efferent- X nerve”
stimulation of posterior pharyngeal wall leads to local
contraction and jgag reflex

>[solated X nerve lesion @in cases of thyroid gland
surgery

>Speech examination.

>Swallowing examination.



* [Cgfon " Rb s\‘cﬂn.~~> \W\dﬂ OE‘ G’E- n¢=och

pr—

Examination of the Uvula



Palatal
reflex

Pharyngeal Reflex Palatal Reflex



3.

Lesion of the Glossopharyngeal Nerve

Loss of taste and general sensation from the
posterior 1/3 of the tongue.
Loss of sensation in the pharynx

Ipsilateral loss of pharyngeal reflex .

pharyngeal weakness (dysphagia).



Lesion of the Vagus & Cranial Accessory Nerves

1. Palatal paralysis:
a. Nasal tone of speech.
b. Drop_o_f palatal arch on paralyzed side and shift
uvula to opposite side. oophegul dephsgre < Ranreenic

. ClQ Swol\-l' 19 ens
c. Fluid regurge. ol —9 bl

d. Loss of palatal reflexes.
2. Pharyngeal paralysis:

a. Neurogenic Dysphagia.

b. Loss of pharyngeal reflex.
3. Laryngeal paralysis: hoarseness of the voice.
Others: tachycardia and constipation.



11. Lesion and Examination of the Spinal Accessory

Nerve S K
Skevacliiopedred. ’rn?\z,;
Lesion: = -

« Ipsilateral paralysis of sternocleidomastoid muscle (rotation
of the head and neck to the same side)

» Ipsilateral paralysis of trapezius muscle (‘inability to shouldei
shrugging)

Examination:

e Sternocleidomastoid muscle: ask the patient to turn his
chinyagainst resistance

* Trapezius muscle: elevation (shrug) oﬁshoulders)against

resistance
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12. Hypoglossal Nerve Examination

Inspection tongue for
Deviation
Wasgng
Fasciculation

Abnormal movement: in chorea

. . . . . " ﬂ:j‘“‘“\ """u‘ Ou
Dimpling on tapping: in m‘Lotoma—P‘ ot m(,._)e;l-«\n\ﬂ

Others : ulcers (Behcet’s disease), red glazed (in

vitamin deficincy)
Power of muscles: ask the patient to push the inner side of

cheek by his tongue






Lesion of the Hypoglossal Nerve

UMNL:
Unilateral lesion: deviation of the tongue t@si\@

side of lesion (corticonuclear lesion): in cerebral stroke

or tumor
Bilateral lesion: inability to protrude tongue, in

pseuobulbar syndrome

LMNL: in bulbar syndrome, syringobulbia, medullary stroke
Unilateral lesion: deviation of the tongue to/ same side of
lesion (hypoglossal nucleus or nerve)

Bilateral lesion: inability to protrude tongue
In both LMNL presented muscle wasting and
fasciculation o






