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The signs of Kernig and Brudzinski

"I have observed for a number of years in cases of
meningitis a symptom which is apparently rarely
recognised although it is, in my opinion, of sig-
nificant practical value. I am referring to the
occurrence of flexion contractures in the legs or
occasionally also in the arms which become evident
only after the patient sits up.

Disregarding for a moment the infrequent cases of
acute meningitis without contractures (particularly
purulent secondary meningitis), one may find, as is
well known, in the vast majority of cases of
tuberculous and epidemic spinal meningitis the
classic more or less prominent stiffness of the neck
and back. Only in some of these patients while they
are lying supine, may contractures of the extremity
muscles be noted ... If one has the patient sit up on
the edge of the bed, his legs dangling... the
stiffness of the neck and back will ordinarily become
much more severe and only now will a flexion
contracture occur in the knee and occasionally also
in the elbow joints. If one attempts to extend the
patient's knees one will succeed only to an angle of
approximately 135°. In cases in which this phenom-
enon is very pronounced, the angle may even remain
at 900. "

Vladimir Mihailovich Kernig (1840-1917) first
brought these observations to the medical public at a
meeting of physicians in St Petersburg in 1882. On 29
December 1884 his work was published.' Born in
Lepaia, Latvia, Kernig graduated in 1864, receiving a
doctorate one year later. He obtained a post at the

Obuhovsk Hospital in St Petersburg, reaching the
highest professional rank and continued his work until
his retirement in 191 1. Kernig's account followed one
year after that of the often confused Lasegue's sign
described in his thesis by Lasegue's pupil J-J Forst in

.21881 .

J6sefBrudzinski (1874-1917) was a Polish paedia-
trician. Dean of the University ofWarsaw, he described
several signs, but the one known in meningeal irritation
was published in 1909.3

"I have noted a new sign in cases of meningitis:
passive flexion of the neck causes the lower extrem-
ities to flex at the knees and the pelvis ... The
technique of examination is very simple. With the
child in the supine position, the examiner flexes the
neck of the child with the left hand while resting his
right hand on the patient's chest to prevent it from
rising. This examination is generally not difficult
except in the very young who because of restlessness
may not be able to maintain the lower extremities in
extension. In such a case, the examiner should
gently restrain the legs at the knees. To prevent
errors, it is important to do repeated examina-
tions."
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