
II./1.: Neurological history

In most cases, a good history is the clue to correct diagnosis.
This is especially true in neurological disorders.

II./1.1. Relationship of symptoms, localisation and
causes
Neurological diagnosis has three main components:

1. Pathological conditions causing the disease (causes)

2. Site of pathological changes within the nervous system
(localisation)

3. The above are reached through the interpretation of
symptoms, together with previous history and current
complaints. When the cause remains unknown, symptoms
may form a part of the diagnosis. The interpretation of
symptoms is our first task, therefore these three components
have the following order in increasing significance:
1. symptoms, 2. localisation, 3. causes

The diagnostic process may be better understood when the above
components are examined in pairs, and the relationship between
symptoms and localisation, localisation and causes, and symptoms and
causes is assessed separately.

1. The relationship between symptoms and localisation is the
strongest in neurological disorders with focal lesions. It is a
general rule that the lesion of identical structures causes
identical symptoms.

2. The relationship between localisation and causes is not as
strong, although knowing the site of lesion may in certain
cases help in finding out its cause as well.

3. The relationship between symptoms and causes is rather
loose, especially during the evolving phase of neurological
diseases.

II./1.2. Special aspects of history taking

Special aspects of history
taking

When taking history from a patient, adequate time management is
essential. A common mistake is that the process of history taking is
not appropriately controlled by the physician, letting the individual
providing the history to enter into irrelevant details, and thus losing
important information. However, the opposite behaviour is also
undesirable when the physician is impatient, interrupts the patient
after a few seconds, and asks questions that are too suggestive of a
diagnosis already assumed. This may also lead to loss of information.

It is of paramount importance to understand what the patient actually
means with the terms he/she uses. After clarification of the patient’s
complaints, it should be decided whether a neurological disorder is
suspected, and whether it constitutes an urgent situation.

Important elements of history:



Patient’s age

Clarification of complaints and symptoms

Time course and evolution of complaints and symptoms

Value of negative information

Exclusion of irrelevant information

Medications

History from family members/persons close to the patient

II./1.2.1. Patient’s age

Age

Similar complaints and symptoms may suggest different disorders in
young and older patients. For example, nystagmus, ataxia and
hemiparesis of acute onset in a 20-year-old patient are most likely
caused by multiple sclerosis, whereas in an older patient,
vertebrobasilar circulatory insufficiency is first suspected.

II./1.2.2. Clarification of complaints and symptoms

All patients who are conscious, able to speak and are not mentally
retarded can provide precise information about their physical ailments.
Patients provide core symptoms, and the circumstances surrounding
their onset (Fig. 1).
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In organic disorders, it is typical that the patient describes a leading
complaint, which is then translated into a symptom by the physician.
For example, in case of the common condition of sciatica, discal
herniation may be diagnosed even without physical examination, if the
precise characteristics of the pain and the way it developed are known,
and if these are accompanied by the typical antalgic gait and posture.
Patients may even give precise description of dysfunction in higher
intellectual functions.

Important neurological symptoms include disorder of consciousness;
paralysis; disorder of perception (visual, auditory, gustatory, tactile);
disorder of gait and balance; disorder of production, comprehension
and expression of speech; disorder of thinking, comprehension and
behaviour; pain (headache and neuropathic pain); episode of disorder
of consciousness (epilepsy); autonomic dysfunction, etc.

Patients and relatives without medical knowledge may describe these
symptoms in many different ways. For example, the word ʽfainting’
may indicate syncope or an epileptic seizure. ʽConfusion’ may mean
delirium or sensory aphasia. It is often needed to ask repeatedly with
different words about important elements of the history, until it is
clearly understood what happened to the patient, or what was observed
relating to the patient.

Common mistakes:

1.something is missed or underrated;

2. it is noticed, but not placed in the appropriate setting;



Common mistakes 3. our decisions are influenced by our emotions, and new
pieces of information are disregarded;

4. the patient’s disease is not in the stage when it can be
recognised based on symptoms and test results (in these cases,
ʽoverexamination’ usually does not provide the correct
diagnosis);

5. the patient does not have an ʽorganic’ disease, thus invasive
procedures expose the patient to unnecessary risk;

6. we have problems with understanding the terms the patient
uses, because we are not familiar with the patient’s cultural
background.

Common disorders

Common neurological diseases should be first sought as an
explanation of the complaints and symptoms: these include
cerebrovascular disorders, space occupying lesions within the skull
and the spinal canal, physical injuries of the nervous system, acquired
and inherited metabolic disorders, developmental malformations,
epilepsy, and pain syndromes.

II./1.2.3. Time course and evolution of complaints and
symptoms

Time course

A sign or symptom of the nervous system may be of: 1. acute, 2.
non-acute, and 3. unknown onset.

1. In acute nervous system disorders, signs and symptoms
develop within a few seconds, minutes or hours in apparently
healthy patients (e.g. cerebrovascular disorders and
epilepsies).

2. In non-acute nervous system disorders, signs and
symptoms develop over a longer period of time. These
include ʽsubacute’ and ʽchronic’ disorders.

3. The circumstances of disease onset are unknown at the
time of first examination. An authentic description of disease
onset or a person who witnessed the change in the patient’s
condition is unavailable, or a speech disorder impedes
clarification of previous events. When a nervous system
disorder developed under unknown circumstances, trauma to
the nervous system and/or a criminal act should always be
considered. If the patient is in stupor or coma and its onset is
unknown, intoxication or metabolic disturbance should be
considered.

Evolution of symptoms

The evolution of symptoms may help in differentiating certain
disorders. For example, if the patient’s symptoms gradually progress
within a day, then intracranial space occupying lesions (tumour,
abscess, haemorrhage) should be considered, rather than cerebral
ischemia. The sequence of events is also an important piece of
information: if hemiparesis develops suddenly in a patient who
subsequently falls and suffers a head injury, a cerebrovascular event is
the likely diagnosis. However, if the head injury was suffered first and
hemiparesis developed afterwards, central nervous system trauma (e.g.
cerebral contusion, subdural or epidural hematoma) is the likely



diagnosis.

II./1.2.4. Other aspects of history taking

Negative information

Irrelevant information

Medications

During the course of history taking, negative information is also very
important. For example, when evaluating an episode of loss of
consciousness, it is important to know whether the patient had
convulsions, enuresis or tongue bite during the episode, or clouded
consciousness following the episode.

It is common that patients connect their complaints and symptoms to a
previous event, such as lumbar puncture or other diagnostic or
therapeutic interventions. It is usually impossible to dissuade patients
from these convictions. It is therefore necessary to learn how to
separate irrelevant information from valuable information.

Neurological disorders are often of chronic in nature, requiring
long-term treatment, even for many years. It is therefore important to
know previous treatments, in addition to current medications. For
example, if a patient treated for chronic pain had no adequate response
to a drug given previously in an appropriate dose for an appropriate
period of time, then it would be useless to experiment with the same
drug.

When is it mandatory to
seek information from
relatives?

Certain patients with central nervous system diseases are unable to
describe their symptoms due to a disorder of consciousness, speech or
behaviour. In these cases, information should be obtained from
relatives or other relevant persons.


