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E 
O Exame Neurológico 	
  
	
  

1.	
  Avaliação	
  dos	
  	
  nervos	
  cranianos	
  
	
  

I	
   Sensibilidade	
  olfatória 
II	
   Acuidade	
  visual	
  ,	
  campo	
  visual,	
  fundoscopia 
III,	
   IV,	
  
VI	
  

Pupilas	
  (tamanho,	
  forma	
  ,	
  simetria	
  ,	
  convergência).	
  Reflexo	
  
foto-­‐motor.	
  Motilidade	
  ocular	
  extrínseca,	
  mirada,	
  sácades,	
  	
  
nistagmo.	
  Reflexo	
  óculo-­‐vestibular 

V	
   Reflexo	
   córneo-­‐palpebral,	
   sensibilidade	
   da	
   face,	
  
motricidade	
  da	
  mandíbula	
  e	
  reflexo	
  mandibular	
   

VII	
   Motricidade	
  da	
  face	
   
VIII	
   Acuidade	
  auditiva,	
  Rinne,	
  Weber	
  ,	
  prova	
  calórica	
   
IX,	
  X	
   Deglutição,	
  fonação,	
  elevação	
  do	
  palato,	
  reflexo	
  do	
  vômito	
   
XI	
   Motricidade	
  do	
  esternocleidomastoideu	
  e	
  trapézio 
XII	
   Motricidade	
  da	
  língua,	
  trofismo	
  e	
  fasciculação	
   

	
  

2.	
  Reflexos	
  axiais	
  da	
  face	
  	
  
	
  

Reflexo	
  mandibular	
  ,	
  reflexo	
  oro-­‐orbicular,	
  reflexo	
  glabelar,	
  reflexo	
  palmo	
  
mentoniano 
	
  

3. Longas vias: 
  

3.1.1 Reflexos profundos: estiloradial (C5-6), bicipital (C5-6), tricipital (C6-8), 
peitoral, flexor dos dedos (C8-T1), aquileu (S1-2), patelar (L3-4), adutor (L2-4). 
Gradação: 0- arreflexia, 1 hipo, 2 normo 3 hiperreflexia, 4 clônus esgotável, 5 
clônus inesgotável  
3.1.2. Reflexos superficiais: Hoffman, cutâneo plantar (se extensor, sinal de 
Babinski), cutâneo abdominal superior, médio e inferior.  

 

3.2. Tônus 
3.3 Trofismo	
  
3.4	
   Força	
   muscular:	
   deltoide	
   (C5-­‐6),	
   bíceps	
   (C5-­‐6),	
   tríceps	
   (C5-­‐8),	
  
extensão/flexão	
   do	
   punho	
   (C6-­‐7),	
   	
   	
   extensão/flexão	
   dos	
   dedos	
   (C7-­‐T1),	
  	
  	
  
ileopsoas	
   (L2-­‐4),	
   quadríceps	
   (L2-­‐4),	
   bíceps	
   femoral	
   (L5-­‐S2),	
   tibial	
   anterior	
  
(L4-­‐5),	
  tríceps	
  sural	
  (L5-­‐S2),	
  flexor/extensor	
  dos	
  dedos,	
  eversão	
  e	
  inversão	
  
do	
   pé(L5-­‐S1).	
   Gradação (MRC)- 0 sem contração, 1 contração sem 
deslocamento, 2 desloca o segmento , 3 vencer a força da gravidade,  4 vence 
alguma resistência, 5 força muscular normal 
3.5 Sensibilidade: superficial (tátil e dolorosa), profunda (vibração e posição) 

	
  

4. Marcha e equilíbrio (Teste de Romberg)  
	
  

5.Coordenção 
 

Provas index -nariz, index- nariz- index, movimentos alternados das mãos, 
rechaço, calcanhar-joelho- crista da tíbia 
	
  

6. Pesquisa álgica e rigidez de nuca 
 

Sinais de Kernig, Brudzinski, Lasegue 
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7. Avaliação da fala e da linguagem 
 

Modo de expressão, velocidade de discurso, ressonância e prosódia (variações no 
tom, ritmo e pronúncia).  Compreensão auditiva, fluência,  nomeação, repetição e 
escrita 
	
  

8 Avaliação do estado e nível de consciência  
 

Escala de coma de Glasgow 

 

Abertura	
  ocular	
  	
   Não	
  abre	
  os	
  olhos	
  	
  
Abertura	
  ocular	
  à	
  dor	
  	
  	
  
Abertura	
   ocular	
   ao	
  
chamado	
  	
  
Abertura	
  ocular	
  espontânea	
  

1	
  
2	
  
3	
  
4	
  

Melhor	
   resposta	
  
verbal	
  	
  

Não	
  fala	
  	
  
Emite	
  sons	
  	
  
Fala	
  palavras	
  	
  
Desorientado,	
  fala	
  frases	
  	
  
Orientado	
  

1	
  
2	
  
3	
  
4	
  
5	
  

Melhor	
   resposta	
  
motora	
  

Não	
  movimenta	
  
Descerebração	
  
Decorticação	
  
Flexão	
  inespecífica	
  	
  
Localiza	
  dor	
  
Obedece	
  comandos	
  
	
  

1	
  
2	
  
3	
  
4	
  
5	
  
6	
  

 

Mini Mental  

 

Orientação	
  temporal	
  	
  
Ano,	
   dia,	
   mês,	
   dia	
   da	
  
semana,	
  hora	
  	
  

5	
   	
   Repetição	
  	
  
Nem	
  aqui	
  nem	
  ali	
  nem	
  
lá	
  	
  

1	
  

Orientação	
  espacial	
  	
  
Estado,	
   país,	
   cidade,	
  
bairro,	
  rua	
  

5	
   	
   Comando	
  verbal	
  
Pegue	
   o	
   papel	
   com	
   a	
  
mão	
   direita,	
   dobre-­‐o	
   e	
  
coloque-­‐o	
  no	
  chão	
  

3	
  

Registro	
  	
  
Vaso,	
  carro,	
  tijolo	
  

3	
   	
   Comando	
  escrito	
  	
  
“Feche	
  os	
  olhos	
  “	
  	
  

1	
  

Calculo	
  	
  
100-­‐7,	
  93-­‐7,	
  86-­‐7,	
  79-­‐
7,	
  72-­‐7	
  

5	
   	
   Escrita	
  	
  
Escreva	
  uma	
  frase	
  	
  

1	
  

Evocação	
  	
   3	
   	
   	
   	
  
Nomeação	
  
Relógio,	
  caneta	
  	
  

2	
   	
   Desenho	
  

	
  

1	
  

	
  

FECHE	
  OS	
  OLHOS	
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INACCURATE ROSENBAUM CARDS 173 

20/30. For this reason, the 20/20 line on a Rosen- 
baum card has no counterpart in the Jaeger system, 
and hence is referred to as “Jl+.” Although the Jae- 
ger system is no longer employed by most examin- 
ers, many continued to write down near vision using 
the Jaeger notation (e.g., Jl, 52, etc.) to connote the 
fact that near vision is being recorded. However, one 
should be aware that the original Jaeger font corre- 

J.G.ROSENBAUM POCKET VISION SCREENER 

638 EUM X00 1410% 

87453mw 0x0 107% 

63925 rnE3 x0x 8 5 + 

Card is held in good light 14 inches from eye. 
Record vision for each eye separately with 
and without glasses. Presbyopic patients 
should read thru bifocal segment. Check 
myopes with glasses only. 

PUPILGAUGE _ p 9mm. 

Fig. 5. An original card, provided by Dr. J. George Rosen- 
bdLUn, preserves the blocklike font advocated by Snellen 
for the top three lines, and converts to a Times Roman 
style for the remaining lines. The card is quite faithful to 
Snellen proportions for the top three lines, but the rest of 
the numbers are too tall. The columns on the right side 
provide calibration to point size, Jaeger’s system, and 
Snellen distance equivalents. 

lates only roughly with the Snellen equivalent for 
any given line. 

We have measured the height of numbers on 
each line of a wide sample of Rosenbaum cards that 
are sold or distributed gratis by various companies. 
There is marked variation in the height of numbers 
from card to card. All the cards tend to print the 
numbers too large, especially those on the smallest 
lines. In some cases, we suspect the letters are 
printed too large to compensate for poor quality re- 
prographics. For example, the numbers on the 20/ 
20 line of the Rosenbaum card sold by Prestige Med- 
ical are so fuzzy that they are barely legible (Fig. 2), 
despite being printed 50% larger than they should 
be. A card with clearly printed numbers on the 20/ 
20 line measuring only 0.52 mm tall would be more 
expensive to manufacture, and therefore, less attrac- 
tive to companies seeking an inexpensive advertising 
item for free distribution. 

It should be pointed out that near vision testing is 
an imprecise art at best. Presbyopes seldom hold the 
card exactly at 14 inches-nor should they. It is 
more important that the card be held where it is 
seen in best focus. The examiner can then note the 
actual testing distance along with the near acuity.” 
The use of strong plus or minus corrective lenses al- 
ters the effective size of the card’s image upon the 
retina. Lighting conditions vary widely from one test- 
ing situation to another. Finally, the spacing be- 
tween numbers on each line of a Rosenbaum card is 
not proportional to their size. Dr. Rosenbdum was 
aware of these limitations, which is why he consid- 
ered his card merely a pocket vision screener, not a 
faithful reduced Snellen chart. 

The problems of testing vision at near are made 
worse by the fact that most Rosenbaum cards are in- 
correctly scaled, and the errors on each brand of 
card vary from one manufacturer to another. The 
mistakes are usually minor, but can lead to conflict- 
ing reports of visual acuity, as occurred with our pa- 
tient recovering from neurosurgery. The heights of 
numbers we have provided in Table 1, based upon 
an ideal Snellen chart scaled to a viewing distance of 
14 inches, should be used as the standard for Rosen- 
baum cards. Rosenbaum cards manufactured ac- 
cording to these specifications will require more 
careful production by printing firms. They will also 
require physicians to refract presbyopes more care- 
fully to attain 20/20 acuity at near. This prospect will 
not be welcomed by refractionists in a hurry. 

HOW was near vision tested before the advent of 
the Rosenbaum card? The most popular method 
used a near vision test chart designed by Dr. James E. 
Lebensohn of Northwestern University Medical 
School. The chart, copyrighted in 1935, featured a 
miniature Snellen chart laminated onto a block of 
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