Protocol interhospital conference case 2
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Physical Examination

Vital signs: BT 37.2 °c, PR 120/min, RR 18/min, BP 127/74 mmHg (Viﬂijﬂ) 89/53 mmHg (84 0 min),
103/55 mmHg (84 1 min), 113/69 mmHg (81 3 min) Body weight 35.5 kg, Height 163 cm
General appearance: A thin woman, well co-operative

HEENT: pink conjunctivae, anicteric sclerae, cervical and supraclavicular lymph nodes were
impalpable, no thyroid enlargement, no dry lips and tongue, no tongue enlargement
Heart: PMI 5™ ICS on MCL, no heaving/thrill, normal S; S,, no murmur

Lungs: equal lungs expansion, normal breath sounds, no adventitious sound

Abdomen: surgical scar 2 cm at RLQ, no superficial vein dilatation, normoactive bowel sounds,
soft, not tender, impalpable liver and spleen, liver span 8 cm, splenic dullness negative,
negative shifting dullness

Extremities: no pitting edema, no rash, no petechiae/ecchymosis

Neurological Examination

Awake and aware, follow command

Cranial nerves

CN I: not assessed

CN Il pupil 3 mm RTLBE, no visual field deficit, normal fundoscopy

CN I, 1V, VI: full EOM

CN V: intact facial sensation, normal power of mastication muscles

CN VII: no facial palsy

CN IX, CN X: uvula in midline, gag reflex positive both side

CN XI: normal power of SCM and trapezius muscles

CN XII: tongue in midline, no atrophy, no fasciculation

Motor systems: normotonia, no fasciculation, no muscle atrophy

Motor power Right Left
Deltoid V V
Elbow Flexion/Extension V/V \4Y
Wrist Flexion/Extension V/V \4Y
Finger Flexion/Extension V/V V/V
Handgrip V V




Hip Flexion/Extension /N \4Y

Hip Adduction/Abduction /N \4Y

Knee Flexion/Extension V/V \4Y

Ankle Dorsiflexion/Plantarflexion/Inversion/Eversion V/NN/N V/NNN

EHL/FHL V/N /N
Reflex:

Deep tendon reflex: 2+ all

Babinski’s: plantar flexion both, Clonus: negative both

Sensation: intact pinprick sensation, proprioception, vibration

Allodynia of both hands, feet, legs and scalp
Tinel and Phalen’s test: negative
Romberg test: negative
Cerebellar signs:
Finger to nose: no swaying both
Heel to shin: no swaying both
No dysdiadochokinesia

Stiffneck: negative




