Week 3 Neurological

1. Begin with observation of general appearance: 
	 State of awareness
	Level of consciousness 

	 Apparent state of health
	Signs of distress

	 Dress/grooming/ personal hygiene
	Odours; manner & mood

	 Appearance as related to chronological age
	 Body type & stature

	 Apparent weight   
	 Posture/motor activity/gait

	 Facial expression 
	 Speech


 
[Inspecting for cerebellar function]
2. Evaluate gait: Have client walk on toes, heels, and walk toe heal. 

3. Test co-ordination :Rapid Alternating Movements- have client carry out rapid hand movements, finger-to-nose, heel to shin     
4. Romberg test: standing, eyes closed, arms at side, legs together- look at posture and

balance.
5. Test for pronator drift: have client put feet together, close eyes, place arms out in front with palms up for 20-30 seconds. Tap arms briskly down. Normally arms return smoothly to horizontal position. 
The pronation of forarm- suggests a contralateral lesion.     
 
[Sensory testing:  pain and light touch -Spinolthalamic tract]
6. Survey body for perception of light touch: use cotton wisp and with closed eyes, test light touch sensation by touching cotton wisp to the designated areas on person’s face, forehead, cheeks and chin.     

7. Survey for response to pain stimuli, comparing distal to proximal: test person’s ability to perceive dull and sharp sensations. Break a tongue blade lengthwise, forming a “sharp” point at the fractured and “dull” spot on the rounded end.

Lightly apply the sharp point/ dull end randomly to person’s body asking him/ her to say “sharp” or ”dull” depending on the sensation felt.
Allow for a two second elapse of time between each stimulation to avoid summation - as ++ stimuli (summation) are perceived as a one strong stimulus.
           

	  Hypoesthesia: is a decreased touch sensation
  Anesthesia: is an absence of sensation with touch.
  Hyperasthesia: is an increase of sensation with touch.


 

[Sensory testing:  vibration, position, and discriminatory tests- Posterior column tract]

8.  Check position sense (Kinaethesia):  move finger/ big toe up and down and ask person to tell you which way it is moved. Have the person complete it first with eyes open (to ensure that the person understands the process) and then to complete it with eyes closed.
It is important to hold the digits on both sides as pressure upwards/ downwards can provide cues of movement.      

                                                      
9. Check vibratory sense: test the person’s ability to feel vibrations of a tuning fork over bony prominences. Hold the “stroked” tuning fork on a bony surface of fingers/ great toe and ask the person to indicate when the vibration starts and stops.

The next two tests measure the tactile discrimination (fine touch). 
10. Check stereognosis: test the person’s ability to recognize objects by feeling their forms, sizes and weights with eyes closed.
This test should be done with placing a different object in each hand (e.g. key, coin, and paper clip). 
Astereognosis is the inability to identify an object correctly and it occurs with sensory cortex lesions.

This measures the tactile discrimination (fine touch). 

11. Graphaesthesia: test the person’s ability to read a number by having a number traced on the skin on the palm of their hand while their eyes are closed. 
12. Test deep tendon reflexes:                                                                
          a)       biceps reflex (C5- C6)
                    The normal response is the flexion of forearm/ contraction of  bicep muscle.

          b)       triceps reflex (C7-C8)  
                    The normal response is the extension of the forearm.
          c)       brachioradialis reflex (C5- C6) 
                   The normal response is the flexion and supination of the forearm.
          d)       patellar (quadricept) reflex (L2- L4)                                                     
       The normal response is the extension of lower leg and contraction of     

       the quadriceps.
          e)       achilles tendon reflex (L5- S2)
                   The normal response is the foot plantar flexion against your hand.

	Compare right and left sides- the responses should be equal. The reflex response is graded on a 4-point scale.
4+   very brisk, hyperactive, clonus and is indicative of disease/damage.
3+   brisker then average and may indicate disease.
2+   average, normal expectation.
1+   diminished, lower then average expectation.
0    no response


13. Test superficial (cutaneous) reflexes:

         Plantar response (Babinski) (L4 – S2)
With an object (metal end of hammer) stroke lateral aspect of sole from heel to ball curving medially across ball.

	Usually this reflex disappears within the 1st year of life. The reflex is often described as being the dorsiflexing of the big toe with the presence of fanning of toes. This reflex can occur during the postictal period following a seizure. Sustained clonus indicates the presence of CNS disease/damage. This occurs with upper motor neuron disease of the corticospinal (pyramidal) tract. 


