
 
 

 

Submission Guidelines 

‘Ward Round’ vignettes for the ACNR online community 

 

We are inviting short, case-based clinical vignettes that highlight practical learning on the ward. 

This format is designed to reflect how clinicians learn, through real cases, diagnostic 
uncertainty, and discussion, but without the need for a full-length article. 

 

Who can contribute 

• Neurology registrars  

• Consultants  

• Allied professionals working in neurological care  

 

What we’re looking for 

Short cases that: 

• Highlight a clear clinical lesson  

• Reflect real-world decision-making  

• Emphasise bedside neurology and clinical reasoning  

• Are engaging, concise, and educational  

 

Ideal types 

• Common presentation with an unexpected diagnosis  

• Subtle clinical sign that changes management  

• Diagnostic dilemma or near-miss  

• Cognitive bias or pitfall  

• When initial instincts were misleading  

 



 
Format 

Length: 300–500 words (excluding learning points) 

Structure 

1. Title 
Short, specific and engaging 

2. The case (150-300 words) 
Include: 

• Presenting complaint  

• Relevant history  

• Key examination findings  

• Selected investigations (only if essential)  

3. Discussion (100–200 words) 

• What was the diagnosis?  

• What made this case interesting or challenging?  

• What should clinicians notice or do differently?  

4. Learning points (required) 
3–5 bullet points 

• Clear  

• Practical  

• Directly applicable to clinical practice  

Style guidance 

• Clear, conversational but professional tone  

• Focus on clinical reasoning, not literature review  

• Avoid unnecessary detail  

• Prioritise what matters at the bedside  

Governance 

• Ensure all patient information is fully anonymised  

• Confirm appropriate consent where required  

• Avoid identifiable details  



 

Template 
Title 

(e.g. A sudden foot drop that wasn’t peripheral neuropathy) 

 

The case 

(150–300 words) 
Briefly describe: 

• Presentation  

• Relevant history  

• Examination findings  

• Key investigations (if relevant)  

 

Discussion 

(100–200 words) 

• What was the diagnosis?  

• What made this case challenging or interesting?  

• What should clinicians take from this?  

 

Learning points 

(3–5 bullet points) 

•  

•  

•  

 

 

 

 

 



 

 

Example vignette (neurology, registrar level) 
A wrist drop that wasn’t radial nerve palsy 

The case 

A 54-year-old man presented with a 2-day history of right wrist weakness. He reported difficulty 
extending his wrist and fingers, with no preceding trauma. He had recently returned from a long-
haul flight. 

On examination, there was a clear wrist drop. Finger extension was weak, but triceps strength 
was preserved. Sensation was intact over the dorsum of the hand. Reflexes were normal. 

The initial impression was radial nerve palsy. 

However, closer examination revealed subtle weakness of finger abduction and mild 
incoordination in the same hand. There was also slight pronator drift. 

MRI brain demonstrated a small left cortical infarct in the precentral gyrus. 

 

Discussion 

Although wrist drop is classically associated with radial nerve injury, this case illustrates how 
cortical lesions can mimic peripheral nerve deficits. 

The preserved triceps function and absence of sensory loss were important clues against a 
peripheral lesion. Subtle upper motor neuron signs, including pronator drift and incoordination, 
pointed towards a central cause. 

This case highlights the importance of not anchoring too early on a common diagnosis, 
particularly when examination findings are not entirely consistent. 

 

Learning points 

• Wrist drop is not always due to radial nerve palsy  

• Preserved sensation should prompt reconsideration of a peripheral diagnosis  

• Subtle upper motor neuron signs may be the only clue to a central lesion  

• Always reassess when findings do not fully fit the initial diagnosis 

 


