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Functional neuro-exam in clinical practice
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* Stages of learning
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Practice & Seff-monitoring
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Aware of the skill
you lack skill you have
(Weakneis) Conscious (Abiity)

Incompetence
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Feedback & Self-Reflection

Not aware of Unawareof the
the skil you lack ¥ 2 skillyou have
(Blind Spot) (Strength)

Improvement & Growth
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Levels of Learning

Unconscious

Competence
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Conscious
Competence

Unconscious "
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Incompetence
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Conscious
Incompetence
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TRINGS THAT
Make LIFE

WetTHWHILE Anp
INTEREST) NG




This seminar will help you
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> look at patients in a different way, through
a Neuro lens
> Add tools in your tool-kit to

help more people, with better outcomes,




reality vs perc

eption
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your brain perceives what your eyes are seeing, based on your previous experiences and predicted future
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Outdated models at looking at spinal and MSK function
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Fhépdatpabsifuctural/biomechanical model alone is
not enough

- ‘tilted pelvis’

- ‘short legs’

- ‘pinched nerves’
- ‘out of alignment’

Poor diagnostic value, correlation and reliability



Where is the problem?
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* Is it a local problem, or from somewhere
else?

Think — what is influencing, controlling
or connected to the patients symptoms
or impairment




where is the dysfunction??
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What do you see and where is the problem?
MAMNREZXS? EZICHED?
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What do you see and where is the problem?
AR Z 57?7 EZICHEDL?




What do you see and where is the problem?
AINRZ 57?7 ETICHERED?
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What do you see and where is the problem?
MAMNREZXS? EZICHED?
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What do you see and where is the problem?
MAMNREZXS? EZICHED?




What do you
ANRZXS?

see and where IS the problem?
& ZITHED
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What do you see and where is the problem?
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What do you see and where is the problem?
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our success and patient improvement will depend on...
TR DEE & I DOHE S

- E<BEN (/. EETZHA. BEDBRF)
s REREICKITSEBETOER
o ECICHEDH DD
« SOICHBEDFHZIERT DIHICEARBRBBZEINED
« MRZICLDERIZEET DDHICEABREZINED
« IMALANIL, BHLANIL, @i - KBOLEM
s NIATIVTTICKBEHNRDEER - LB
« RN EBEEDEET]

your ability to listen (chief complaint, associated complaints, and their goals)

your ability to work through a decision making pathway
* where is the problem?
* what questions to ask to further define the what, why and where?

. \k/]v_h?t examination can you do to confirm your differential diagnosis based on DDX from
istory

* level of endurance, fatigue and neurological/metabolic stability?
* trial care and observe/compare with their gaols in mind

communicate effectively
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Consider the following presentations...
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Think - what questions should | ask,
and where could the problem located?
a patient complainﬁeogéggrqgslgalance and light-

a patients complained of stiff leg and tripping over

a patient complahns of dizziness a%nd disorientation
when they go up stairs

a child has language delays and has poor balance
a patient has headaches and blurred vision
a patient is sound sensitive and neck stiffness
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Lets do an observation from the audience

MM
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CASE STUDY - presentation N

267 3B 1%

E=Eiis

- HEEEOENERE (2 F£ME) BFR _ EBREEMHEN S
B SRR ERANE B I A

- FIENEHIRE (% IC[Olfe & Shir)

- BEICERER EZHEZ T3

- BITHERIRA

26yo male

Chief complaint

- Chronic right shoulder pain (2 years) around
glenohumeral joint which extends into biceps area

Differential
- limited range of motion, especially rotation and : )
abduction Diagnosis”

- previously diagnosed with frozen shoulder Where is the

- Insideous onset problem?
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* What questions would you ask to identify/ 1 I

confirm your observation?

* Musculoskeletal to upper limb, spinal, : :
TMJ, pelvis, history of muscle spasm Dllfferent_lal

° Trauma Dl&gﬂOSlS?

» Cerebellar, oculomotor, vestibular Where is the

problem?
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Observatlon
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- Round shoulders and forward head carriage

- Hypertonicity on right side of body, although reduced
muscle definition

- head and body compensation with shoulder
movement What do you see?

- Head tilt away to left .

vy . . Where is the
Other sensorimotor inputs (vestibular, spinal, o
oculomotor, cortical, cerebellar) prOblem -
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Examination
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Patient has been unresponsive to traditional
orthopaedic treatment

No shoulder pathology
Imaging OK

Orthopaedic testing was relatively weak,
restricted and reduced range of motion
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Examination
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- Reduced Body awareness - Joint position
error and vibration to right shoulder and Cx
spine

- Spill over of spine movement with rigt
shoulder

- Reduced sensory discrimination on right
shoulder with 2 point localisation and touch
localisation
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Examination
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* Gait
* Normal gait (balance and speed),
although reduced with Dual tasking

* Reduced right arm swing

* Balance
* Post/right sway EC foam
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Examination
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Musculoskeletal challenge for change in shoulder
indicators (range, pain, strength)

« Cervical position
* Left anterior canal position

- TMJ
 Right lateral

* Body position
* Vibration
* Hips (cerebellar homologues)
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Examination
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- Left horizontal pursuit, eyes track down and left

High gain right VOR CN I CN i CN I
Left anterior head position

Upper left gaze position

. . CNVI — D) }— L - |
- Left horizontal pursuit, eyes track « o il L2 Tl
down and left
RIGHT LEFT
¥ v v +
CNn CN vV CN I

What is the problem?



Treatment

* VOR cancellation to right, and right/
post

* Linear movements on right arm,
complex on left with eyes up and
left

« Cognitive exercises with gait

« Shoulder JPS and sensory
discrimination

* Tx and clavicle adjustments on right

* TMJ adjustment
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