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OBJETIVOS DA AULA

* Diferenciar lesao de Primeiro neurénio motor x Segundo neuronio motor
* Conhecer os tipos de Nervos perifericos

Secundario

* Neuropatias diabeticas
* Moneneurite
* Radiculopatia



METODO NEUROLOGICO - 3 PERGUNTAS

Exsite
comprometimento
NN E N
nervoso!

Onde esta
localizada a lesao
ou lesoes

Quais as provaveis
causas!




METODO NEUROLOGICO
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O QUE E NEUROPATIA PERIFERICA?

Sistema nervoso

espinhal

Central: Encefalo e
medula espinhal

Nervo
sensitivo

Nervo
motor

Periferico: Nervos e
ganglios periféricos

Musculo Pele

Heceptpres
sensitivos

Articulacao
neuromuscular
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COMO ABORDAR!?




DIFERENCIAR CENTRAL X PERIFERICO

_________SNC___SNP__ Davida_

Surge ao manter
posicao especifica (ex.

Inicio agudo (AVC) em Subagudo ou inicio no

Temporal

aciente acordado sono
P Phallen)
Monoparesia ou
Paresia Padrao Hemicorpo restrito a regiao Bilateral

pequena

Dor em extremidades + - Bilateral
Dor e sensibilidade Hemicorpo  Caucas

sinais focais
osteomusculares

Reduzida ou

Forca Reduzida ou ausente
ausente



CENTRAL X PERIFERICO (TROFIA)

Atrofia por lesao de nervo epriférico (ELA)
Hipotrofia por desuso (AVC) = _




CENTRAL X PERIFERICO (TONUS)
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2.E EXPLICADO POR UNICA ESTRUTURA?
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2.E EXPLICADO POR UNICA ESTRUTURA?




2.E EXPLICADO
POR UNICA
ESTRUTURA?

Radiculopatia

* Dor axial e radicular
* Respeita dermatomo
* Herniagao de disco e espondilose

Plexopatia

* Mais protegido
 Cirurgia, inflamagao ou trauma

Mononeurite

* Locais de compressao e distensao no dia a dia
* Trauma agudo




3.E MULTIFOCAL OU GENERALIZADO?

Ol 02 03 04

Perda sensorial, Primariamente Simeétrica ou Sistema
fraqueza ou proximal, distal assimetrica autonomico?

ambas!? ou ambas!’




4. TEMPORALIDADE

INICIO AGUDO INICIO SUBAGUDO
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DM - POLINEUROPATIA DISTAL SIMETRICA

Principal apresentagao (50-75%)

Caracteristica

* Sensitivo (principal) e motora
e Comprimento dependente
* Cronica

* Ma controle de glicose
* Tabagismo
 Sindrome metabdlica




DM - DSPN

Historia natural ’ ;‘;

* Sintomas negativos (Dormenua) + sintomas positivos (
formigamento, queimagao, pontadas)

* Sola dos pes -> Maos (Padrao Luva e bota)
* Avancado:
* Comprometimento da propricepgao

¢ Comprometimento motor (deformidade — dedo em
garra — e paresia)

Garra



DM — RASTREIO

Quem rastrear

Anual apos DM com Anual 5 anos

diagnostico de ormas apos o Dx de
DM2 >HEoma DM




DM — RASTREIO

Sensorial

* Teste de
monofilamento |0g

* Palestesia distal

e Discriminacao
quente /frio

* Teste ponta romba




DM — RASTREIO MOTOR

DEDO EM GARRA

DEDO EM MARTELO

Articwagdo
Metotorso-folangeana




DM — MANEJO

Melhora de

J

Bloq canal de
sodio ( CBZ
LMT)

Controle , Manejo de
P sindrome
glicemico 1 dor
metabolica
J J | J
I I I I
Presabalina IRSN Triciclicos
5 (duloxetina) (Amitriptilina)




DM — DSPN

Casos atipicos

Assimetria importante

Inicio agudo e rapidamente progressiva

Fraqueza precoce

Sintomas autonomicos evidentes precocemente ( pre-sincope, constipagao e reteng¢ao urinaria)
Historia familiar de neuropata

Consumo de alcool

Comprometimento motor no inicio

-

Eletroneuromiografia




NEUROPATIA INDUZIDA PELO TRATAMENTO DO DIABETES

= Neuropatia dolorosa de fibra fina
®  Historia
®  Hiperglicemia cronica
®  Controle rapido do controle glicemico ( metas estritas de glicemia)
= Nefropatia e retinopatia associada (microvascular)
m  Caracteristica
= Dor neuropatica intensa refrataria
®  Sinais de disautonomia

m Como evitar

®  Mudancgas |% ao més da hb glicada




DIAGNOSTICOS DIFERENCIAIS

Deficiencia de vitamina Bl2

Abuso de alcool

Paraproteinemia (MM e outros)
DRC

Quimioterapia (Cisplatina)

Neuropatia hereditaria



NEUROPATIA AUTONOMICA (70% DM2)

Cardiovascular Urinaria Gastrointestinal Sudomotora

* Taquicardia de repouso * Retencao urinaria => * Lentificacao de » Alteracao de coloracao
e Labilidade de FC e PA Bexiga neurogénica esvaziamento gastrico e temperatura
» Hipotensio ortostatica * Disfuncao erétil » Constipagao extremidade

e intolerancia ao « Disfuncio sexual * Diarréia * Facilita ulceras

exericio feminina

Aumento de risco de
arritmia e morte subita

Insensibilidade a
hipoglicemia

Perda de pelos
Intolerancia a cador
Reducao da sudorese
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SINDROME DO
TUNEL DO CARPO

Compressao do nervo
mediano

|-5% da populacao
FR

Feminino (3:1), Genética

DM, obesidade,
hipotireoidismo

Artrite, trauma
Gravidez, tamoxifeno

Movimento repetitivo de mao
e punho, extensao/flexao
prolongada

Flexor
retinaculum

Palmaris -

tendon nerve

Ulnar
artery

Flexor carpi

radialis tendon
Flexor digitorum

superficialis tendons

Flexor digitorum
profundus tendons
Flexor pollicis

Hamate longus tendon

Trapezium

Radial artery

Trapezoid

Capitate



Ulnar nerve

SINDROME DO
TUNEL DO CARPO
- CLINICA

Median nerve

Radial nerve

Dor e parestesia no territorio
do n. mediano

Fraqueza ou desajeitado ->
abrir objetos, virar chaves ou
maganetas

Fraqueza de adugao de
polegar e opositor

Atrofia de eminencia tenar




SINDROME DO TUNEL DO CARPO - CLINICA




SINDROME DO TUNEL DO CARPO - CLINICA

* Flexao ou extensao
sustentada de
punho (dirigir, ler,
digitar e usar

telefone) Noturno Diurno Tardio
intermitente o Seraerial

Piora ou €
provocado

* Pode acordar o

paciente e Atividades continuo

repetitivas ou * Motor
sustentadas

* Balangar as maos

Alivio * Colocar sob agua
morna




SINDROME DO TUNEL
DO CARPO -
DIAGNOSTICO

Clinico: Se sintomas e sinais
caracteristicos

ENMG de Membros
superiores

Casos incertos

Sintomas moderados a
graves (DD e classificagao)




SINDROME DO TUNEL DO CARPO - TRATAMENTO

Are symptoms moderate to severe, [ |
including any of the following?

® Continuous mumbness or weakness
® Pain disrupts sleep +
= Impairment of hand function

Persistence Woaorsening

Course of additional nonsurgical measures;

| | | options include:
Yas No = \Wrist splinting and glucocorticoid injection
¥ = Oral glucocorticoids
= Physical and/or occupational therapy

m Ultrasound or elactrical stimulation

Is the patient pregnant?*
|

I 1
Mo Yasg

¥

Perform EDX testing T * Y
Perform EDX testing (if not already done)'l

Re-evaluate if symptoms have not resclved
within 1 to 2 monthsh

Do results show CTS with

i 3 . .
axonal loss or denervation? Do results show CTS with axonal loss or denervation?

. ' . . [ .
Yes Mo Yoz No

¥ ¥ Y ¥ v v

Initial nensurgical measures may include a — _ i
course of either (or both) of the following: II'IdI"n’Idu.EIhIE treatment; options
Refer for surgical = Wrist splinting Refer for 5ur‘§_|ica| ﬁ:'-r ETE I.nEIUdE= .
decompression = Glucocorticoid injection decompression Additional nonsurgical measures
® Surgical decompression
Re-evaluate if symptoms have not

resolved within 1 to 2 months&




RADICULOPATIA

Dorsal (posterior) horn

Dorsal

Intermediate zone
column
Ventral

(anterior) =\ U U Dorsal median septum
horn S -

Central canal Gray matter

Dorsal root
(sensory)

__—Spinal
nerve

Ventral median fissure

v Ventral root

Ventral Lateral (motor)
column column




RADICULOPATIA

Comprometimento de raiz
nervosa na regiao da coluna

Compressivo ou inflamatrio

Principal causa é a hérnia de
disco,

Outras condi¢oes, como
estenose espinhal e
espondilolistese, etc

Anterior Posterior  (A) Anterior Posterior

C4 nerve
C4-C5 disc =
C5 nerve
Co nerve
C5-Co disc

C7 nerve

_'_,.--"' “C7 vertebral
C6-C7 disc bady
(B) Anterior Posterior

L3 nerve

L3-L4 disc —

.

___-‘)--‘ L5 nerve
i Atera

J in lateral
recess

[4 nerve

[A-L5 dis¢ =

e
l 2 Rerve bl

= L5 nerve
exiting

B _----"'-- ~— 2 inler-
[ 3-S1 disc - . '

{ AR veriebral
\ S1 nerve _—_/ \ ~ N foramen




Medula Nervo body

-
\
| | .
espinhal | ' comprimido 14 \ \
, nerve \ \ L4-L5 central
) — O\ o ’) ' \ 2 - disc herniation

_ Far lateral L4-L5
( disc herniation
; ¥ Posterolateral
L5 vertebral N herniation of
body = SN L5-51 disc
L5 nerve
'~ pulposo
A‘nel 2 B COrpo S1 nerve
fibroso S — vertebral S —
S2 nerve/
Disco Normal Hernia de Disco SR
C 1
S4 nerve 7 n :rc\fe)’gea
S5 nerve

Filum terminale



FIGURE 8.5 Straight Leg Raising and Spine Percussion
Tests (A) Straight leg raising or crossed straight leg raising
may reproduce typical radicular symptoms. (B) Pain on per-
cussion of the spine may indicate metastatic, infectious, or
other disorders of the vertebral bones.

(A)

)

e,

Pain on straight leg raising

(B)

Pain on percussion of spine



FIGURE 8.6 Three Roots to Remem-
berin the Arm C5 mediates arm ab-
duction at the shoulder; C5 and C6 me-

FIGURE 8.7 Three Roots to Remem-

diate flexion at. the db{f)w and tl’}e biceps berin the Leg L4 mediates leg exten-
reflex; C6 mediates wrist extension; C7 sion at the knee and the patellar tendon
mediates elbow extension and the tri- reflex; L5 mediates dorsiflexion at the
ceps reflex (see also Table 8.5). ankle; S1 mediates plantar flexion at the

ankle and the Achilles tendon reflex (see
also Table 8.6).



CASE 8.10 LOW BACK PAIN RADIATING TO THE BIG TOE

MINICASE

A 57-year-old man with low back pain for over 20 years tripped
over a door ledge and had a sudden increase in right-sided
low back pain radiating down his leg to the right big toe.
He had some difficulty walking because of the pain, causing
him to visit the emergency room several times over the next
3 months, where his exam was notable for 3/5 power in the
right extensor hallucis longus and tibialis anterior, 4*/5
power in the right foot invertors and evertors, normal re-
flexes, and decreased pinprick sensation in the right an-
terolateral calf and dorsum of the foot (Figure 8.14).
Straight-leg raising (see Figure 8.5A) beyond 30° on the left
side had no effect, but on the right side reproduced the pa-
tient’s usual pain.

LOCALIZATION AND DIFFERENTIAL DIAGNOSIS

On the basis of the symptoms and signs shown in bold above,
where is the lesion? What is the most likely diagnosis?

FIGURE 8.14 Region of Decreased Sensation
Compare to Figure 8.4.



Os principais sintomas e sinais neste caso sao:

o Fraqueza do extensor longo do halux direito, tibial anterior e musculos inversores e eversores do pé direito

o Dor irradiando para o halux direito reproduzida pela elevagao da perna estendida, com diminuigao da sensibilidade na regiao antero-lateral da
perna e dorso do pé

Este paciente apresenta

o Dor radicular tipica, perda sensorial e fraqueza compativeis com uma radiculopatia L5 direita

o Uma paralisia do nervo fibular também pode causar diminui¢ao da sensibilidade e queda do pé semelhante, mas nao causa parestesias
dolorosas com a elevagao da perna estendida.

o Além disso, lesoes do nervo fibular podem, as vezes, ser diferenciadas de uma radiculopatia L5 testando a fraqueza na inversao do pé, que
pode estar presente na radiculopatia L5, mas nao na paralisia do nervo fibular

O diagnostico mais provavel, portanto, € uma hérnia de disco posterolateral direita em L4—-L5 comprimindo a raiz nervosa L5 direita



Posterolateral disc
herniation compressing
S1 root




FUNCTION

CHIEF COMPLAINT

A 39-year-old man came to the emergency room with 10 days
of bilateral gluteal pain, numbness, and sphincteric dysfunction.

HISTORY

Ten days prior to admission the patient was doing heavy la-
bor with concrete when he coughed and felt a sudden “pop”
followed by sharp pain in the gluteal region bilaterally. The
pain was only partly relieved by over-the-counter pain med-
ications. During the following days he noticed that he had no
erections, even upon awakening. In addition, he noticed a loss
of sensation over his genitals and buttocks. When he sat
down it felt as though he was “on air” because he could not
feel the seat. He also became constipated and did not have
any bowel movements for 10 days, despite frequent attempts.
Urination was also difficult, and when he felt discomfort from
bladder distention, he applied pressure over his lower ab-
domen to initiate flow. Because of increasing problems with
urinary retention, he finally came to the emergency room.

PHYSICAL EXAMINATION
Vital signs: T =98.6°F, P =60, BP =130/80,R = 16.
Neck: Supple with no bruits.

o CASE 8.11 SADDLE ANESTHESIA WITH LOSS OF SPHINCTERIC AND ERECTILE

Lungs: Clear.
Heart: Regular rate with no murmurs, gallops, or rubs.

Abdomen: Normal bowel sounds; soft. Firm, distended
bladder palpable in lower abdomen above pubic bone.

Extremities: No edema.

Rectal: Rectal tone flaccid.

Neurologic exam:
MENTAL STATUS: Alert and oriented x 3. Normal language.
CRANIAL NERVES: Intact lI-XII.
MoTOR: Normal bulk and tone. 5/5 power throughout.

REFLEXES: No anal wink. Only trace
bulbocavernosus reflex (see Table
3.7). Cremasteric reflex was present.

COORDINATION: Normal on finger-to-
nose and heel-to-shin testing.

GAIT: Normal.

(continued on p. 350)



Os principais sintomas e sinais neste caso sao:

o  Dor na regido glitea bilateralmente, com perda de sensibilidade em uma distribuigdo em "sela" sobre os genitais e nadegas

o Constipacao, retencao urinaria, perda de eregoes, perda de tonus retal, auséncia de reflexo anal e perda do reflexo bulbocavernoso

A disfungao intestinal, vesical e sexual

o  Lesoes bilaterais dos hemisférios cerebrais
o Medula espinhal, cone medular, cauda equina

o  Nervos periféricos
O reflexo cremastérico preservado: fungao das raizes nervosas L1-L2 estd preservada
A forga normal dos membros inferiores sugere fungao preservada até Sl.

Dor e perda sensorial esta nos dermatomos bilaterais de S2 a S5 ou coccigeo, sugerindo uma lesao da parte inferior da cauda equina ou do cone medular.

A localizagao clinica mais provavel é: raizes S2 a S5 da cauda equina ou cone medular.



L5-S1 disc
herniation

L4-L5 disc

Cauda equina




OBRIGADO

—et (mais

NEUROPATIAS DIABETICAS

R ——
— Fibras finas

Fibras

grossas

Fibras mistas

comum)

|
__ Polineuropatia

Autondémica

—+ Cardiovascular

— Genitourinaria

—> Metabdlica

— Sudomotora

> Gastrointestinal

|
__ Polineuropatia
Atipica

Caquexia
diabética

Induzida

—y pelo
tratamento

|
— Mononeuropatia

— Multiplex

—— Tunel do carpo

—  Tuanel do tarso

= Fibular (“pé caido™)

Meralgia
parestésica

. Ocular

— Radiculoneuropatia

— Toracica
it Lombar
— Amiotrofia
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