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Physical examination (at Vajira hospital, after EVD)

Vital signs: BT 37, BP 129/93, PR 64, RR 16

General Appearance: A Thai male, not pale, no jaundice

Skin and hair: no rash, no petechiae, no ecchymosis, no onycholysis, not tender at frontal
and maxillary sinus



HEENT: not pale conjunctiva, anicteric sclera, no superficial lymphadenopathy
Cardiovascular system: normal S1S2, no murmur, no carotid bruit, regular rhythm
Respiratory system: clear breath sound both lungs
Gastrointestinal system: normoactive bowel sound, soft, not tender
Genitourinary system: no CVA tenderness, no renal bruit
Neurological examination:
Mental status: Good consciousness, oriented to Time-place-person, follow to simple
command
Language: intact naming comprehension repetition fluency
Cranial nerve:
CN I: not evaluate
CN II: pupil 3 mm RTLBE, RAPD negative, VF intact; Ophthalmoscope bilateral mild
disc swelling
CN I, IV, VI: eye in primary position normal, limit bilateral LR 90%, normal
convergence, no ptosis, no nystagmus
CN V: intact pin prick sensation
CN VII: Lt facial palsy (UMN lesion)
CN VIII: normal hearing
CN XI, X: moderate dysarthria, uvula in midline, decrease gag reflex
CN XI: normal power of SCM and trapezius muscle
CN XII: no tongue deviation
Motor: increase muscle tone all extremities, motor power Rt side gr IV+, Lt side gr IV,
pronator drip both arms
Sensory: intact pin prick sensation
Reflex: DTR 3+ all ; BBK present both sides
Meningeal sign: negative
Cerebellar sign: FTN dysmetria Rt side, Truncal ataxia lateralized to Rt side
Frontal releasing sign: grasping, palmomental, routing [positive Rt side
Parietal lobe sign: no Lt Rt disorientate, no neglect



