Interhospital Neurology Conference
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Past history

No known underlying disease, no current medication, no herbal used, no smoking, no
alcohol, no significant family history
Physical examination
Vital signs: BT 36.8 °C, BP 108/66 mmHg, HR 100/min (regular), RR 18/min

GA: A middle-aged woman, normosthenic build, normal consciousness, not pale, no jaundice



HEENT: No pale conjunctivae, anicteric sclerae, no exophthalmos, no tonsillar enlargement,

no thyroid gland enlargement, no oral ulcer, no alopecia

Heart: No heaving, no thrill, regular, normal S;S,, no murmur

Lung: Normal breath sound, no adventitious sound

Abdomen: Soft, not tender, liver and spleen not palpable

Extremities: No edema

Skin: No skin rash, no Raynaud’s phenomenon

Neurological examination:

Cerebral function: alert, follow command, normal orientation, no aphasia

Cranial nerves:

CNIl: VA 6/6 BE, no VF defect by confrontation test, pupil 2 mm RTLBE, RAPD

negative, fundi-sharp disc BE

CN III, IV, VI: no ptosis, full EOM

CN V: normal facial sensation, no weakness of muscle of mastication, no brisk jaw jerk

CN VII: no facial weakness

CN VIII: normal hearing by finger rubbing test

CN IX, X: uvula in midline, normal gag reflex

CN XI: no weakness of sternocleidomastoid and trapezius muscles

CN XII: no tongue atrophy, fasciculation, or deviation

Motor system: normotonia both upper extremities, hypotonia with muscle atrophy both lower

extremities, no muscle fasciculation, pes cavus both feet

Upper extremities = Right Left
Neck \24% \24%
flexion/extension

Shoulder abduction V V
Elbow /N \4Y

flexion/extension

Lower extremities Right Left
Hip flexion/extension H+/10+ /14
Hip abduction/adduction V+/IV+  IV+/IV+
Knee flexion/extension H/n /111



Upper extremities = Right Left Lower extremities Right Left
Wrist extension V V Ankle I/1 I/1
dorsiflexion/plantarflexion
Finger /N V/V  Ankle inversion/eversion I/l I/1
flexion/extension
Finger abduction Vv Vv Big toe extension
Sensory system: decreased pinprick, pain and temperature below wrist
and midthigh both sides, impaired proprioception and joint vibration
below wrist and knee both sides . Q .

DTRs: 1+all, except both ankle reflexes 0 1+ \/_ _\/ 1+

Babinski’s sign: absent both sides

Clonus: negative both sides

Sign of meningeal irritation: no nuchal rigidity

Coordination: normal finger to nose to finger test, Romberg and

tandem walk cannot perform



