MENTAL STATUS EXAMINATION
• The bare minimum: During the interview, look for difficulties with
communication and determine whether the patient has recall and
insight into recent and past events.
The mental status examination is under way as soon as the physician
begins observing and speaking with the patient. If the history raises any
concern for abnormalities of higher cortical function or if cognitive
problems are observed during the interview, then detailed testing of the
mental status is indicated. The patient’s ability to understand the language used for the examination, cultural background, educational experience, sensory or motor problems, or comorbid conditions need to be
factored into the applicability of the tests and interpretation of results.
The Folstein mini-mental status examination (MMSE) is a standardized screening examination of cognitive function that is extremely easy to
administer and takes <10 min to complete. Using age-adjusted values for
defining normal performance, the test is ~85% sensitive and 85% specific
for making the diagnosis of dementia that is moderate or severe, especially
in educated patients. When there is sufficient time available, the MMSE
is one of the best methods for documenting the current mental status of
the patient, and this is especially useful as a baseline assessment to which
future scores of the MMSE can be compared.
Individual elements of the mental status examination can be subdivided into level of consciousness, orientation, speech and language,
memory, fund of information, insight and judgment, abstract thought,
and calculations.
Level of consciousness is the patient’s relative state of awareness of
the self and the environment, and ranges from fully awake to comatose. When the patient is not fully awake, the examiner should describe
the responses to the minimum stimulus necessary to elicit a reaction,
ranging from verbal commands to a brief, painful stimulus such as a
squeeze of the trapezius muscle. Responses that are directed toward
the stimulus and signify some degree of intact cerebral function (e.g.,
opening the eyes and looking at the examiner or reaching to push away
a painful stimulus) must be distinguished from reflex responses of a
spinal origin (e.g., triple flexion response—flexion at the ankle, knee,
and hip in response to a painful stimulus to the foot).
Orientation is tested by asking the person to state his or her name,
location, and time (day of the week and date); time is usually the first
to be affected in a variety of conditions.
Speech is assessed by observing articulation, rate, rhythm, and prosody (i.e., the changes in pitch and accentuation of syllables and words).
Language is assessed by observing the content of the patient’s verbal
and written output, response to spoken commands, and ability to read.
A typical testing sequence is to ask the patient to name successively
more detailed components of clothing, a watch, or a pen; repeat the
phrase “No ifs, ands, or buts”; follow a three-step, verbal command;
write a sentence; and read and respond to a written command.
Memory should be analyzed according to three main time scales:
(1) immediate memory is assessed by saying a list of three items and
having the patient repeat the list immediately; (2) short-term memory
is tested by asking the patient to recall the same three items 5 and
15 min later; and (3) long-term memory is evaluated by determining
how well the patient is able to provide a coherent chronologic history
of his or her illness or personal events.
Fund of information is assessed by asking questions about major
historic or current events, with special attention to educational level
and life experiences.
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Abnormalities of insight and judgment are usually detected during 2537
the patient interview; a more detailed assessment can be elicited by
asking the patient to describe how he or she would respond to situations having a variety of potential outcomes (e.g., “What would you do
if you found a wallet on the sidewalk?”).
Abstract thought can be tested by asking the patient to describe similarities between various objects or concepts (e.g., apple and orange,
desk and chair, poetry and sculpture) or to list items having the same
attributes (e.g., a list of four-legged animals).
Calculation ability is assessed by having the patient carry out a
computation that is appropriate to the patient’s age and education
(e.g., serial subtraction of 7 from 100 or 3 from 20; or word problems
involving simple arithmetic).
CRANIAL NERVE EXAMINATION
• The bare minimum: Check the fundi, visual fields, pupil size and
reactivity, extraocular movements, and facial movements.
The cranial nerves (CN) are best examined in numerical order, except for
grouping together CN III, IV, and VI because of their similar function.
CN I (Olfactory) Testing is often omitted unless there is suspicion for
inferior frontal lobe disease (e.g., meningioma). With eyes closed, ask
the patient to sniff a mild stimulus such as toothpaste or coffee and
identify the odorant.
CN II (Optic) Check visual acuity (with eyeglasses or contact lens correction) using a Snellen chart or similar tool. Test the visual fields by confrontation, i.e., by comparing the patient’s visual fields to your own. As a
screening test, it is usually sufficient to examine the visual fields of both
eyes simultaneously; individual eye fields should be tested if there is any
reason to suspect a problem of vision by the history or other elements of
the examination, or if the screening test reveals an abnormality. Face the
patient at a distance of approximately 0.6–1.0 m (2–3 ft) and place your
hands at the periphery of your visual fields in the plane that is equidistant between you and the patient. Instruct the patient to look directly at
the center of your face and to indicate when and where he or she sees
one of your fingers moving. Beginning with the two inferior quadrants
and then the two superior quadrants, move your index finger of the right
hand, left hand, or both hands simultaneously and observe whether the
patient detects the movements. A single small-amplitude movement of
the finger is sufficient for a normal response. Focal perimetry and tangent screen examinations should be used to map out visual field defects
fully or to search for subtle abnormalities. Optic fundi should be examined with an ophthalmoscope, and the color, size, and degree of swelling
or elevation of the optic disc noted, as well as the color and texture of the
retina. The retinal vessels should be checked for size, regularity, arteriovenous nicking at crossing points, hemorrhage, exudates, etc.
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asymmetry when walking). Third, if the patient’s complaint is brought
on by some activity, reproduce the activity in the office. If the complaint is of dizziness when the head is turned in one direction, have
the patient do this and also look for associated signs on examination
(e.g., nystagmus or dysmetria). If pain occurs after walking two blocks,
have the patient leave the office and walk this distance and immediately
return, and repeat the relevant parts of the examination. Finally, the
use of tests that are individually tailored to the patient’s problem can be
of value in assessing changes over time. Tests of walking a 7.5-m (25ft) distance (normal, 5–6 s; note assistance, if any), repetitive finger or
toe tapping (normal, 20–25 taps in 5 s), or handwriting are examples.

CN III, IV, VI (Oculomotor, Trochlear, Abducens) Describe the size and
shape of pupils and reaction to light and accommodation (i.e., as
the eyes converge while following your finger as it moves toward the
bridge of the nose). To check extraocular movements, ask the patient
to keep his or her head still while tracking the movement of the tip
of your finger. Move the target slowly in the horizontal and vertical
planes; observe any paresis, nystagmus, or abnormalities of smooth
pursuit (saccades, oculomotor ataxia, etc.). If necessary, the relative
position of the two eyes, both in primary and multidirectional gaze,
can be assessed by comparing the reflections of a bright light off both
pupils. However, in practice it is typically more useful to determine
whether the patient describes diplopia in any direction of gaze; true
diplopia should almost always resolve with one eye closed. Horizontal
nystagmus is best assessed at 45° and not at extreme lateral gaze (which
is uncomfortable for the patient); the target must often be held at the
lateral position for at least a few seconds to detect an abnormality.
CN V (Trigeminal) Examine sensation within the three territories of the
branches of the trigeminal nerve (ophthalmic, maxillary, and mandibular) on each side of the face. As with other parts of the sensory
examination, testing of two sensory modalities derived from different
anatomic pathways (e.g., light touch and temperature) is sufficient
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