Term 1

(October – December)
There are six sessions in this term. The following session plans are for guidance and may be adapted according learners’ needs.
Sessions 4 and 5
Neurological system 
This should include CNS and PNS examinations. 

All students should be able to use a tendon hammer and elicit reflexes.

The following is an example of how you could construct a set of outcomes for a patient who presents with facial weakness:

The PATIENT WITH A DROOPING FACE

Learning outcomes

Clinical skills

At the end of the session, you should have:

· Taken a history from a patient with a facial weakness

· Understood the importance of asking questions related to the onset, other symptoms, effects on social functioning and past history

· Performed a simple examination of the cranial nerves

· Visualised the fundi using an ophthalmoscope without dilating the pupils, and identified the optic disc

· Summarised the findings of the history and examination

Knowledge

By the end of the session you should have discussed:

· The relevant questions to ask in a history of a patient with a facial weakness

· The differential diagnosis of a facial weakness depending on pattern of weakness (upper or lower motor neurone)

· Possible causes of a facial weakness

· Effects on the patient of a facial weakness and associated symptoms

Examining the Central Nervous System

The student first introduces themselves to the patient and requests permission to examine their face and head.

General inspection

· Inspection of the face for obvious signs of facial weakness (flattening of nasolabial folds etc.), diplopia, tremor etc
Olofactory (I) cranial nerve

· Test separately in each nostril using easily recognised substances such as coffee

Optic(II) cranial nerve

· Visual acuity for near and far vision (using Snellen chart).  Use of pinhole as appropriate 

· Examination of visual fields using technique of confrontation and finger or large headed pin.  
Testing for inattention hemianopia and scotoma by confrontation

Osculomotor, trochlear and abducent (III,IV,VI) cranial nerves

· Inspection of the eyes for ptosis, pupilliary constriction/dilatation

· Testing of pupilliary refleed to light and accommodation (using a penight or ophthalmoscope)

· Testing of ocular movements following an object (or the examiners finger) held 60cm from the eyes, and asking the patient whether they  experience diplopia

· Appreciation of the patterns of paresis caused by lesions of III, IV and VI, changes seen in intranuclear and supranuclear disturbances.

· Assessment of nystagmus, presence and direction of the fast phase
Trigeminal (V) cranial nerve

· Testing of light touch and pain in the 3 sensory divisions of the trigeminal nerve
· Testing of the corneal reflex using a wisp of cotton wool on the cornea
· Assessment of the strength of the masseter muscle and absence of jaw deviation (pterygoid weakness)
· Presence of jaw jerk, elicited by tapping the examiners thumb, which is placed on the patient’s chin
Facial (VII) cranial nerve

Testing of motor function by asking patient to frown, raise the eyebrows, wrinkle the forehead, close the eyes tightly, show their teeth and blow out their cheeks

Taste on the anterior portion of the tongue is not usually assessed

The glabellar tap may be elicited by tapping over the root of the nose

Vestibulocochlear (V111) cranial nerve

· Testing of auditory acuity in both ears

· Tuning fork tests (Rinne and Weber) to determine whether a hearing loss is conductive or sensorineural

· Testing for vestibular function at the bedside can be done by testing for positional nystagmus, by extending and turning the patients head laterally over the end of the couch

Glossopharyngeal (IX) cranial nerve

· Tested by eliciting the gag reflex

Vagus (X) cranial nerve

· Assessment of speech – nasal quality may indicate palatal paralysis

· Assessment of the palate both at rest and when the patient says “Ah”

Spinal Accessory (XI) cranial nerve

Test by examining the bulk and power of the sternomastoid and trapezius muscles

Hypoglossal (XII) cranial nerve

· Inspection of the tongue at rest and on protrusion (deviates to the paralysed side)

It may also be appropriate to examine the cardiovascular system, auscultate for bruits in the neck, test for meningeal irritation and examine the peripheral nervous system.

Examining the Peripheral Nervous System

The student first introduces themselves to the patient and requests permission to examine their arms and legs.
General inspection

· Inspection of posture (e.g. obvious hemiplegia) and gait while patient walks to couch and lies down

· Inspection of limbs for muscle wasting, fasciculation, voluntary and involuntary movements (tremor, chorea, dystonic movements)

Examination of tone

· In arms by passive movement at elbow and wrist

· In the legs by rocking the limb to and fro by rapid flexion of the knee (looking for hypertonia; spastic, rigid or cogwheel in nature or hypotonia)

· Examination for ankle clonus by rapid and sustained flexion of the ankle and for patellar clonus by sharply pushing the patella distally while the patient lies supine with the leg extended

Palpation of the muscles

May reveal tenderness in inflammatory conditions, e.g. myositis, polymyalgia

Testing power

This should be done systematically in all the major muscle groups of the upper and lower limbs, using either the isometric or isotonic methods (note that the latter is more sensitive at testing minor degrees of reduced power).

We suggest testing at the following sites, and noting the muscle strength using the grading recommended by the MRC, where


0
=
no active contraction


1 
= 
visible contraction without active movement


2
=
movement if gravity is eliminated


3
=
movement against gravity


4
=
movement weaker than normal (often divided into 4- and 4+)


5
=
normal

Muscle groups to be tested include:

· Shoulder abduction and extension

· Elbow flexion and extension

· Wrist flexion and extension

· Abduction and adduction of the fingers (using paper placed between the digits for the latter), opposition of little finger and thumb and power of thumb abduction.

· Hip flexion and extension

· Knee flexion and extension

· Ankle dorsiflexion and extension

Testing reflexes

· In the arms; biceps, triceps and supinator

· In the legs; knee, ankle and Babinski (the later should be noted as extensor or flexor, not as positive or negative) Reinforcement techniques should be taught as appropriate

· Abdominal reflexes

· The cremasteric reflex should not be performed unless the patient has given specific permission for it to be demonstrated.  Students should be advised to omit this.

Testing co-ordination

· In the arms, perform the finger – nose test with the patient’s eyes closed followed by asking the patient to open his eyes and touch the examiner’s finger and then touch his own nose rapidly. 

Dysdiadochokinesis may be sought for by asking the patient to rapidly pronate and spinate his forearm, touching first the palm and then the back of one hand to the back of the other. An assessment of fine finger movements may be made by asking the patient to pretend to play the piano

· In the legs, perform the heel shin test

Testing for sensation

· This should cover light touch (cotton wool), pinprick (using sterile pin, orange stick of diagonally broken tongue depressor), vibration sense (using 128Hz tuning fork), and joint position sense.  If the latter is diminished in the lower limbs it is likely to be accompanied by a positive Romberg’s sign.  To elicit this, ask the patient to stand with the feet slightly apart and eyes closed (but be aware that they will become very unsteady)

· Testing of sensation should follow dermatomes 

Further tests

It may be appropriate for students to learn to demonstrate the following 

· Neck stiffness and Kernig’s sign

Signs of nerve root irritation (Lasegue’s sign and the femoral stretch test)
