PAGE  
2
Neuropsychiatry 07/22/02 1-5PM Lourdes Santiago Irizarry, MD Pediatric Neurology Neurophysiology


Neuropsychiatry

07/22/02 1-5PM

Lourdes Santiago Irizarry, MD

Pediatric Neurology Neurophysiology

I. Development

A. 3 months:  moro reflex (pregunta)

B. 10 months

C. 12 months

1. walks with support

2. hasta 15 meses puede caminar para decir tiene problema motor

3. stands alone

D. 15 months

1. walks alone (toddles)

2. 405 words

3. drinks from cup

4. begins to feed self with spoon

E. 18 months

1. walks well

2. sits in chair

3. throws ball

4. 10 words

5. identify pictures

6. begin toilet train

F. 2 years

1. runs well

2. says name

3. feeds self with spoon

G. 2.5 yers

1. undresses partially

2. puts on socks

3. draws horiz and vert lines doesn’t cross them

H. 3 years

1. alternates feet going upstairs

2. pedals tricycle

3. builds tower cubes

I. 4 years

1. hops on one foot

2. runs and climbs well

3. walks downstairs alternating feet

4. gower’s sign

5. throws ball over head

6. attempts to catch ball or kick it in air

J. 5 years

1. copies square, cross, and circle

2. dresses and undresses without assistance

K. 6 years

1. draws person with hands and clothes

2. makes dibujos

II. Reflexes

A. Moro

1. Disappears by 16-20 week

2. depressed by drugs, hypoxia, and infections

3. asymmetrical moro

B. Grasp

C. Sucking and rooting reflex

D. Parachute response

III. Examination of head

A. Medir cabezas con cinta métrica

B. Closure of anterior fontanelle (10-20 months) 18 meses (pregunta)

C. 35 cm, primeros 3 meses aumenta 2 cm, en próximos 3 meses, 1 cm, próximos 3 meses

IV. Mental functions

A. Attention

B. Language

C. Memory

D. Apraxia:  paciente tiene inhabilidad poder llevar a cabo algo un poco completo

E. Agnosis:  no puede anombrar objetos, visual, táctil, audititva

F. Constructional tasks: dibuja cilindro

G. Arithmetic calculations:  quita 7, y 7, y 7

H. Recalling:  le digo 3 objetos, en 5 minutos, vuelve a repetirlos

V. Examination of Comatose Patient

A. Level of consciousness

B. Pulis

C. Ocular

D. Motor

VI. Neurovascular examinations

A. BP

B. Palpation

C. Auscultation

D. Ocular fundus

VII. Glasgow Coma Scale

A. Ver estado de conciencia de paciente

B. Eye opening

C. Best verbal response

D. Best motor response

VIII. Cranial nerves (Bates video)

A. 2-12 from brainstem

B. 1 from cerebral hemisphere

C. CN1:  Be sure both nasal pasajes are patent, ask if smell with one nostril closed

D. CN2:  snellen chart, ask patient to read, then wiggle fingers ask when see them moving them from one area to another, if defect, test each eye, next inspect optic fundus with ophthalmoscope, note optic disk, color, margins, width of cup

E. CN3, 4, 6:  for extraocular motor nerves, III is also for pupillary constriction and upper eyelid raise, move

F. CN11

IX. Sensory system (bates video)

A. dull/sharp

B. hot/cold

C. light touch assessment with cotton whisp

D. vibratory sensation assessment with tuning forkfrom distal to proximal asking when stops vibrating, discriminative sensation with stereognosis (object identification), number identification (write number on palm hand and ask to identify), two point identification (use two hands of open paper clip, repeatedly touch fingerpad with two points, ask patient to identify if feel one or two points, should be about 5mm, test extinction

X. Motor system (bates video)

A. Observe body position at rest and movement, watch for involuntary movements, next assess muscle bulk, to see muscle bulk, carefully inspect the muscles of the arms, hands, and legs

B. Check resistance to passive stretch, then take one hand in yours, and while supporting the elbow, flex, extend the wrists and elbows all in one fluid motion, and assess muscle tone in the legs, note the patient’s resistance to your movements, 

C. Normally you should keep the fingers spread apart, resist movement, active resistence, test with legs too, test both abduction, place hands firmly on table outside patient’s knees and ask patient to push outwards against your hands, test muscle strength at the knee, support knee and ankle, note the strength and compare it with the other side, test dorsi and plantarflexion, by asking the patient to pull up and push down

D. Coordination

1. rapid alternating movements observing speed rhythm and movements, touch tip of finger with thumb rapidly

2. Point to point movements, move finger in one place, ask patient to raise arm and lower it to touch finger, then have patient do this with eyes closed, can suggest loss of position sense

3. Ask patient to tap hand with ball of each foot, prepare size, the feet normally prepare less well, also move foot across bottom of leg

4. as patient walks, observe posture, balance, arms swing and leg movements, gait should be balanced, do tandem walking, then have the patient walk on the toes, then on the heels, testing balance and dorsiflexion

5. ask patient to do shallow knee bend on one leg then on the other

6. romberg test:  tests position sense, ask the patient to stand on his feet together, normally can do this with eyes open, but then have the patient do the same thing with eyes closed, should not sway, if the patient maintains with eye open but not with eyes closed, he has a positive romberg test, ask the patient to hold the arms outward, with palms up, and close eyes, and watch for pronation of the forearm which may suggest mild pronator drift, then tap the patients arms down, normally should return to the horizontal position

XI. Reflexes

A. Locations

1. Ankle: sacral 1

2. Knee: lumbar 2,3,4

3. Brachioradialis c4,5

4. Bicep c5,6

5. Tricpet c6, 7

B. Classification

1. 4+ very brisk, hyperactive with clonus, suggesting CNS motor system disease

2. 3+ brisker than average

3. 2+ average, normal

4. 1+ slight movement

5. 0 no response

C. ankle clonus

D. meningeal signs

1. patient lying down, place behind patients head, place head forward until chin reaches chest, watch patients knees, should be motionless, hip and knee flexion indicate positive budkinski sign

2. kernig sign:  if lift leg up and extend and flex the knee and if patin its positive sign

XII. Multiple Sclerosis

A. Definition:  a relapsing-remitting pattern is most common and is characteristic for this disease

B. Initial symptoms

1. ascending numbness starting in the feet

2. bilateral hand numbness

3. hemiparesthesia

4. Dysesthesia in one of the above distributions

5. Generalized heat intolerance

6. Complete internuclear ophthalmoplegia

7. Optic neuritis:  dolor al mover ojos

8. Motor weakness

C. Motor system

1. weakness

2. increases spasticity resulting in spastic gait

3. pathologic signs

D. cerebellar signs

1. incoordination

2. slowing of rapid repeating movements

3. cerebellar ataxia

4. scanning speech

5. loss of balance

E. sensory systems

1. Lhermitte’s sign: flex neck, fells electric shock across back, transitory

2. dysesthetic pain

3. paresthesia

4. numbness

5. dorsal column signs

F. Ongoing symptoms and signs

1. Urinary incontinence

2. Optic disc

3. Cognitive and emotional abnormalities

4. Fatigue

5. Sexual dysfunction

G. Charcot Triad (multiple sclerosis)

1. Nystagmus

2. Scanning speech

3. Intention tremor

H. epidemiology and prevalence

1. 300,000 patients suffereing from MS in north America today

2. age onset peaks 20-30 years, 70% patients manifest symptoms between 21-40

3. disease rarely occurs prior to 10 or after 60 years

4. patients as young as 3 and as old as 67 have been described

5. females affected more commonly than males

I. genetic factors:  incidence of MS in first degree relatives is 20 times higher

J. pathological hallmarks of multiple:  demyelinization in white matter of CNS, optic nerves, brainstem, cerebellum, and spinal cord, periventricular distribution of plaques, axon sparing within the plaque

K. results of demyelination:  conduction block at the site of lesion, slower conduction time along the affected nerve, increases subjective feeling of fatigue secondary to compensation for neurologic deficits

L. Etiology

1. immunologic abnormalities in CSF, whole blood and serum in MS patients

2. viral causes:  HHV6

3. cerebrospinal fluid:  increased IFN gamma, increased IgG and oligoclonal bands (pregunta), increased activated CD4 cells

4. serum: increased IFN gamma

M. oligoclonal bands:  in CSF, IgG index elevado, proteinas levemente elevados

N. evoked potential studies

1. visual evoked responses (VER): abnormal in 75% of MS patients

2. brainstem autditory evoked responses

O. MRI

1. abnormal MRI scans found in

2. 90% of patients with definite diagnosis of MS

3. lesions abutting the lateral ventricles

4. lesions with diameter greater than 0.6cm

5. lesions present in the posterior fossa

6. lesions:  new, reappearing, enlarging

7. ovoid lesions, sometimes beveled or target-shaped (lesion within a lesion)

8. perpendicular demyelination

9. contrast agents: don’t penetrate BBB, except when in MS that disrupts BBB

10. MR contrast agents: are molecular chelates of rare earth element gadolenium

11. optic neuritis initial symptom in 20% of MS, 50% with ON develop MS

12. spinal cord involvement in MS, focal cord lesions (typically dorsal and lateral, extending over several segments), transverse myelitis

P. differential diagnosis

1. white matter lesions

a. MS

b. metastases

c. vasculitis/vasculopathy

d. migraine

e. infections – PML

f. emboli

2. encephalomyelitis:  tuvo exposicion a measles, despues de vacuna

3. vasculitis:  lupus, ANA, lupus profile

4. lyme disease:  borrelia burgdorferi, tuvo exposicion

5. spastic paraparesis

6. behcet syndrome:  ulceras en boca y genitals

7. sarcoidosis and sjogren’s syndrome (conjunctiva esta seca)

8. leukodystrophy:  material en material blanca, adrenoleukodystrophies, 

9. Hereditary degenerative disorders

10. Multifocal leukoencephalopathy

Q. Diagnosis

1. probable MS with lab support:  two attacks with positive oligoclonal bands or increased IgG in CSF; no clinical or paraclinical evidence of a disease

2. clinically probable MS: two attacks without lab abnormalities

3. lab supported definite MS: History of two attacks with clinical and para clinical evidence of one lesions; oligoclonal bands or increased IgG present in CSF

4. clinically definite MS: at least two attacks; clinical evidence

5. diagnosis: oligoclonal bands, periventricular lesions

R. Classification

1. Type of MS

2. Benign MS:  10%, stable for several months, then relapse

3. relapsing remitting MS: 40%, mas frecuente las recaidas

4. secondary chronic progressive:  40%, despues de recaidas, progresion

5. primary progressive MS:  10% patients, empieza progresando, ya con silla de ruedas, bien complicados desde principio

S. Medications on the horizon

1. copolymer-1

2. TCR peptide immunization

3. Anti-CD4 monoclonal antibody

4. Azathioprine

5. Ig

T. Standard Therapy

1. Treatment of relapses:  oral rednisone

2. Treatment of severe exacerbations:  methylprednisone, ojo estaba bien, despues ojo esta caida, dosis 500-1000mg/day for three to five days

3. Prevention of relapses

4. Treatment of chronic progression

5. Symptomatic therapy:  fatigue, vertigo, spasticity and muscle spasms (BDZ), psychological problems, urinary dysfunction, sexual problems, tremors and incoordination, pain, cognitive problems

U. ABC drugs

1. Avonex (Interferon beta-1a):  30ug IM once a week, for years, caro

2. Betaseron (interferon beta-1b):  SC qod

3. Copaxone (glatiramer acetate):  daily SC

V. Prognosis

1. Favorable

a. Females

b. Low rate of relapses per year

c. Complete recovery from the first attack

d. Long interval between first and second attack

e. Symptoms predominantly from afferent systems (sensory symptoms)

f. Younger age of onset (doctor disagrees, but this is from a book)

g. Low disability at 2-5 years from disease onset

h. Later cerebellar involvement

i. Involvement of only one CNS system at the time of onset

2. Unfavorable

a. Males

b. High rate of relapses per year

c. Incomplete recovery from the first attack

d. Short interval between first and second attack

e. Symptoms predominantly from efferent systems (symptoms of motor tract involvement)

f. Older age of onset

g. Significant disability at 2-5 years from the onset acute onset

h. Early cerebellar involvement

i. Involvement of more than one CNS system at the time of onset

j. Questions:  MRI periventricular lesions, neuritis optica, ophthalmoplegia

k. Read in clinical neurology book

