
PMH: None 

Meds: None 

Fam Hx: None 

Soc Hx:Worked as a 
car mechanic. Lost 
job 6m ago. 

Health-Related 
Behaviors:

Allergies: None. 

“An elementary diagnosis”
CC:  Weakness in all extremities. 

HPI:  52yM p/w weakness in all limbs 
specially R upper limb for past 2 
years. Progressed to not being able 
to do any activities with R upper 
limb. 

1 year ago affected L upper limb. He 
could perform activities of daily living 
but could not continue working as a 
mechanic. 

3m history of SOB. He’s had lower 
extremity weakness for past 2y but 
could deambulate properly. 

Denies sensory abnormalities, falls, 
dizziness, HA, back or neck pain, 
bowel or bladder problems. 

Vitals: Vitals: normal RR: 18 SpO
2
: 95% RA

Exam:
Systemic: appeared well. Was conversing. 
Neuro 
- Mental Status: AOx3 
- Cranial Nerves: Normal. 
- Motor: RUE: 2/5 distal, 3/5 proximal. LUE 3/5 throughout. Lower 

extremities: 4/5. Impaired of fine motility of both hands, 
moderate to severe weakness on bilateral grip. Atrophy of 
interosseous muscle of R hand. Atrophy of biceps and triceps R 
arm. Left extremity had atrophy only of interosseous muscle. No 
fasciculations. 

- Reflexes:  Hoffman positive bilaterally. Normal in UE. Brisk in LE. 
Babinski negative. 

- Sensory: Normal. Cerebellar: Normal 
- Other: No meningeal signs. 

Notable Labs & Imaging:
Hematology and Chemistry: Normal. CRP and ESR: normal. 
Vitamin B12, folate, iron: Normal. 
HIV, syphilis: negative. 

Imaging: 
EMG: widespread fasciculations, suggestive of active severe chronic 
incomplete denervation w/incomplete reinnervation affecting 
muscles of cervical >> lumbosacral and thoracic distribution. 
Nerve conduction studies: sensory and motor normal
Spinal Cord MRI: disc osteophytes C5-C8 w/ spinal cord and 
narrowing of b/l neural foramina w/compression of bilateral C7 
root. Focal T2W hyperintensity in cervical spinal cord suggestive of 
myelomalacia. 
Final DX: Cervical Myelopathy 

Problem Representation: 52y M p/w chronic, progressive, asymmetric 
weakness (RUE > LUE > LE) and new onset SOB. PE with motor 
abnormalities in all extremities, atrophy and UMN signs. 

Teaching Points (Vale): #EndNeurophobia
● Generalized weakness: Is it true weakness? Rule out asthenia. Neuro vs 

Non neuro (endocrine, DM, PM, electrolytes)
● Time course: Hyperacute (vascular, seizure, metabolic, drugs, trauma) vs 

Acute (infection, inflammatory-GBS, demyelinating) vs Subacute vs 
Chronic (malignancy, inflammatory, demyelinating-CIDP, paraneoplastic, 
metabolic, infections)

● Localization: Symmetric vs asymmetric. Cranial nerve involvement (above 
the neck vs below the neck). Bilateral cortical compromise -> corona 
radiata -> brain stem (locked-in syndrome) -> spinal cord -> roots -> 
nerves (polyneuropathy (vitamin deficiency, myasthenia)) -> 
neuromuscular junction -> muscle. 

● Collecting clues: Fatigability, history of trauma and chemotherapy, 
sensory involvement (pain in MNM), exposure to fish (botulism), 
autonomic involvement. Proximal (myopathy) vs distal weakness 
(neuropathy). Mixed of UMN & LMN findings for ALS.

● Asymmetric Chronic Isolated Weakness:  ALS, MG, lead exposure. + SOB: 
Respiratory muscle involvement from polyneuropathy, myositis, MG. 

● Around the clock weakness: ALS or lesion at cervicomedullary junction 
(Bell’s cruciate paralysis).

● ALS Mimickers: Cervical spondylosis, West Nile virus, CIDP, Hirayama 
Disease (insidious asymmetric atrophic weakness of the forearms and 
hands caused by forward displacement of the posterior dura of the lower 
cervical dural canal during neck flexion, most common in young males).

● EMG with normal nerve findings, but abnormal muscle -> NMJ!
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