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Abstract

The neurologist might evaluate theories derived from their interpretation of
the patient's story through clinical examination. The examining physician
establishes a differential diagnosis for the damaged portion of the nervous
system by eliciting abnormal clinical signals and, using details from the
clinical history, establishes a differential diagnostic for the pathology.
Additionally, a clinical examination gives the practitioner the chance to
assess function, learn additional details of the patient's history, and
reassure them. The examination’s main points should be determined by the
hypothesis being investigated, the patient's clinical condition, and the
surrounding circumstances. As the best indicator of how well the nervous
system as a whole is functioning, examination of the various components of
the nervous system is still crucial in all clinical settings.
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Introduction

Neurologists do physical exams on patients to elicit symptoms, evaluate
function, and meet their expectations. Additionally, examination offers the
chance to learn more narrative. Normal and aberrant signs fall into two
categories. A phenomenon that is absent when it should be present or
present when it should be absent is referred to as an aberrant sign. It
implies a lesion in the afferent or efferent route under test, and it is
consistent with a style of thinking that is equally applicable to pupils and
tendon reflexes as it is to language and numeracy. To be sure that a sign is
abnormal, one must have a solid understanding of how normal function
varies with age. It's crucial to understand the likely age of the suspected
symptoms because lesions of the Central Nervous System (CNS) are
frequently accompanied by increased tone and quick reflexes, though not
always in the first few hours. Months later, there may be musculoskeletal
complications, like elbow contracture, some of which may lead to lower

motor neuron complications like ulnar nerve palsy. Similar factors should be
taken into account when diagnosing lower motor neuron lesions, which
might cause contractures after months and do not immediately cause
wasting and fasciculation. Predictable characteristics, such as flexor and

extensor spasms, as well as compensatory techniques used by patients with
chronic neuropathies and myopathies, appear in individuals with upper

motor neuron lesions. A differential diagnosis can be created for the
anatomical site of the lesion and specific diseases can be suggested by the
combination of aberrant symptoms. A highly dangerous ailment is obviously
not excluded by a routine clinical evaluation. Exams can also measure
difficulties like spasticity, weakness, sensory loss, and speech, language,
and mobility limitations. The employed scales have a place, especially in
research and in clinician-to-clinician communication, but responsible
doctors Should not be diverted from the important task of determining first
the "where?" and subsequently the "what?" of the presenting condition. The
general medical exam is arguably the most crucial component of the
neurological examination since it determines if a systemic illness is to blame
for the nervous system's malfunction, which is at best a picky eater, or not.
In general, doctors find the cortical localization of cerebral function to be
useful since it enables quick anatomical localization of problems in
language, praxis, and vision. For example, a urinary tract infection may
appear with progressive dysphasia. These cortical processes also offer a
repertoire of very efficient and somewhat odd disguises for general medical
disorders manifesting as brain dysfunction. The same holds true for the
spinal cord, peripheral nerves, neuromuscular junction, and muscle, however
there is less opportunity for such theatrical presentations. In talks of end-
organ failure, the kidney, liver, and lungs all have lobes but no analogous
localization of function, and their general health is rather simple to measure
using generally well-known indices such glomerular filtration rate, ammonia,
or PO2. The dramatic range of functions that are localized to very different,
but frequently contiguous, regions of the nervous system explains why there
is still such a strong emphasis on clinical examinations for diagnosis and
follow-up in neurological practice. The clinician will determine to what
extent every neurological examination should always be "full.” Prior to being
utilized for other purposes, it should initially be thought of as a tool to test a
theory. The reader should be aware that the author of this article is required
to write without considering any particular hypothesis, whether this is a new
or follow-up appointment, the location (clinic, ward, intensive care unit), or
the patient's position (chair, trolley, bed, couch). Psychiatric evaluation
(conversational insults may flatten affect) and musculoskeletal evaluation
(plantar flexion is very "weak” in patients with a ruptured Achilles tendon)
may also be necessary.

Conclusion

The Glasgow Coma Scale, which was created for patients with brain injuries
and is comparatively insensitive to changes in vigilance and attention, can
be used to measure consciousness.

Cranial nerves: It is artificial to consider that examination of things such as
eye movements is testing only the integrity of the nuclei and peripheral
course of cranial nerves rather than their central control, but this approach is
now very well established.

Olfactory: The first nerve is rarely assessed in routine practice, but detecting
anosmia can be a useful predictor of some degenerative diseases, for
example Parkinson's disease, in congenital absence of the olfactory nerves
and more recently as a complication of COVID-19.

Optic: The visual system is hard-wired, and defects are reliably localizing.
The five basic components are assessment of acuity, color vision, blind
spots and visual fields (central and peripheral), pupil reactions to light and
near vision, and fundoscopy. Acuity can be quantified using a Snellen chart,
or a near vision chart. Ishihara plates provide a convenient way of getting at
color vision, impairment of which may be the only residual deficit after a
bout of optic neuritis, before optic atrophy is apparent.
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