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NIH STROKE SCALE
PURPOSE: 
The NIH Stroke Scale is a standardized neurological assessment to assess the status patients diagnosed with CVA.

POLICY: 
The NIH Stroke Scale will be done on patients when ordered by a physician.  The Stroke Scale will be performed only by physicians or nurses who have successfully completed testing with an NIH Stroke Scale Certification Tape.

EQUIPMENT: 
NIH Stroke Scale Scoring Sheet

       


Stroke Scale Picture, Naming Sheet, and Sentences

       


Safety Pin

       


Flashlight (optional for gaze test)

PROCEDURE:

General Guidelines:    

  
1.  
Items should be scored in numerical order—don’t go back and change scores.

  
2.  
The patient should not be coached on any item unless specified in the instructions.

  
3.  
It is important that you record what the patient does, not what you think the patient 

  
     
can do.  Score the first attempt -- do not give credit if the patient corrects himself/ herself.

Proceed through the items on the NIH Stroke Scale Scoring Sheet.
Item 1a:   Level of Consciousness

Ask the patient two or three general questions about his history or admission.  A patient suspected to be in a coma should be stimulated by rubbing on the sternum or by using a painful stimulus.  A “3” is scored only if the patient makes no movement (other than reflexive posturing) in response to the noxious stimulation.  If the patient scores a “3”, see the “Comatose Patient” section.

Item 1b:   LOC Questions

Ask the patient “how old are you now?”  Then ask the patient “what month is it now?”  The first answer must be correct -- there is no partial credit for being close.  Do not help the patient with verbal or non-verbal cues.  Do not give a list of possible responses from which to choose the correct answer.  Non-verbal patients are allowed to write.  If the patient is unable to speak due to verbal obstacles, give the patient a score of “1”.  If the patient is aphasic or stuporous, give the patient a score of “2”.

Item 1c:  LOC Commands

Ask the patient to open and close his/her eyes and then to grip and release the stronger hand: “Make a fist ... now open your hand.”  (Another one-step command can be substituted if the hands cannot be used--for example, “look at me; now look away”)  Give credit if a definite attempt is made, even if it is weak. (You are not testing the patient’s strength, only his/her ability to follow commands.  If the patient is confused or does not respond to command, demonstrate (pantomime) the task to him/her and score if the patient imitates the task. Only the first attempt is scored.

Item 2: Best Gaze

Tell the patient you are going to check his/her eye movement.  Hold up your finger or a flashlight and ask the patient to look at it.  Then move it from one side of the patient to the other side (back and forth) to check for ability of patient to move eyes from side to side. Only horizontal eye movements are tested.  If patient’s eyes do not move, try rotating the patient’s head from side to side to see if his eyes move. This is called the oculocephalic maneuver.  If his/her gaze still appears fixed in one direction, try to establish eye contact and move about the bed to see if patient can look both directions.  A score of “2” is reserved for forced eye deviation that cannot be overcome by the oculocephalic maneuver (rotating the head from side to side).

Item 3: Visual

Tell the patient you are going to test his/her peripheral vision.  The patient should lightly cover one eye at a time, or the examiner can cover each eye one at a time.  Tell patient “Look me right in the eye” or “look at my nose”.  I will move my finger on your right side or your left side, and you tell me which one is moving.”  (Or you can have the patient count the number of fingers you are holding up and alternately hold up fingers on one hand or the other.)  Check the upper and lower quadrants of the visual fields of both eyes.  Score “1” if unable to see in one of the four quadrants.  Score “2” if unable to see in two quadrants (hemianopia). (eg. Both quadrants of one side; lower quadrants of both sides; or upper quadrants of both sides). A score of “3” is reserved for blindness in both eyes from any cause. If the patient has pre-existing blindness in one eye, test the good eye only.  If patient cannot speak, ask him/her to point to the finger that is moving or ask him/her to indicate “yes” or “no” as to which hand they see moving.  If the patient cannot respond enough to even do this, a visual “threat” may be used – Move your hand toward the patient’s face as it to strike patient (do not strike) and note if the patient blinks.  If the patient can see on both sides and you want to check for extinction for item #11 at this point, you can move fingers on both sides at the same time to see if the patient can see both fingers moving when done simultaneously.  (See Item #11 for further instructions).

Item 4: Facial Palsy

Tell the patient you are going to check the movement of his/her face.  Ask the patient, “Smile, show me your teeth (or gums)...now raise your eyebrows...now close your eyes tightly (like they have soap in them)”.   If necessary, use pantomime to demonstrate to the patient what you want them to do.  In the poorly responsive or non-comprehending patient, score symmetry of grimace in response to noxious stimuli.  If facial bandages, tape, or other physical barrier obscures the face, these should be removed to the extent possible.  Score “1” for minor paralysis (Look for a flattened nasolabial fold or subtle asymmetry on smiling.  It may help to count the number of teeth you are able to see on each side of the patient’s mouth to see if the smile is even.) “3” for extreme paralysis of one or both sides of upper and lower face.

Items 5& 6: Motor Arm and Leg

Test each limb in turn, beginning with the stronger arm, if known.  Place the limb in the appropriate position as noted on the scoring sheet and tell the patient to keep it straight. Begin counting the instant you release the limb.  Count out loud to the patient (“one-thousand one; one-thousand two, etc”) until the limb actually hits the bed or other support or until allotted time is elapsed.  When testing the arms, if the upper arm drifts to the bed, score a “2”.  If the patient’s limb falls with no effort against gravity, but does minimally move the limb on command when it is resting on the bed, score a “3”.  Minimal movement can include shrugging of the shoulder, or hip flexion or abduction.  If there is an initial dip of the limb when released, only score abnormal if there is a drift after the dip.  If a limb is not testable due to amputation, etc., write the score for that limb as a “U” and write an explanation.

Item 7: Limb Ataxia

This item is aimed at finding evidence of a unilateral cerebellar lesion.  Do this test with patient’s eyes open.  If there is a visual defect, make sure testing is done in the intact visual field.  Have the patient perform finger-nose-finger (touch your nose, then the end of my finger, then your nose, etc.) and heel-shin tests (“place your heel on your opposite knee cap--slide your heel down to your big toe and back up to your knee cap, etc.”) Do these tests on both sides.  Ataxia is only scored if present, so if patient cannot perform the test, ataxia is not scored as present.  Also, ataxia (irregularity of muscular action) is scored only if present out of proportion to weakness, so if patient is weak you will probably not be able to rate him as ataxic.  If the patient does not seem to understand what you want him/her to do, move the limb passively to show him/her what you want.  If a patient is weak and has mild ataxia, and you cannot be certain that it is out of proportion to the weakness, give a score of “0”.

Item 8: Sensory

Test sensory loss with sharp end of safety pin.  Do not test limb extremities (hands and feet) because an unrelated neuropathy may be present.  Do not test through clothing.  Test each side of the face, arms, legs, & trunk as needed to accurately check for sensory loss.  Ask the patient, “Does this feel sharp?” while testing one side; then ask the same while testing the other side.  Then ask, “Does if feel different or the same?” (Comparison of the two sides is important.)  Score “2” only when a severe or total loss of sensation can be clearly demonstrated.  If the patient does not respond and is quadriplegic score “2”.

Item 9: Best Language

Before testing this item and #10, make sure patient has his/her glasses on if usually worn.  

This is to test the patient’s comprehension and ability to express ideas and information verbally.  Ask the patient to describe what is happening in the picture, to name the items on the naming sheet, and to read from the list of sentences.  Be complete.  Comprehension is judged from responses here as well as from preceding sections of the examination.  If visual loss interferes with the tests, ask the patient to identify objects placed in the hand, or to repeat and produce speech.  The intubated patient should be asked to write or they can be asked to respond “yes” or “no” as to whether examiner correctly identifies pictured items.  (Examiner gives incorrect and correct answers as he/she points to items to see if patient knows what items are.)  If a patient is stuporous or uncooperative score a “3” only if the patient is mute and follows no one-step commands.

Item 10: Dysarthria

Use the word list in all patients and do not tell the patient that you are testing his clarity of speech. It is common to find slurring of one or more words in patients one might otherwise score as normal.  Severe slurring should be scored as a “2”.  The score of “0” is reserved for patients who read all words without slurring.  Aphasic patients and patients who do not read may be scored based on listening to the speech that they do produce or by asking them to repeat the words after you read them out loud.  

Item 11: Extinction and Inattention

Have the patient close his/her eyes.  Tell the patient what you are going to do and to tell you what side he/she feels you touching him/her on-- or if he/she feels you touching on both sides. Touch the patient on the face on one or both sides at a time and ask patient where he/she feels you touching.  Do the same on the arms and then the legs.  If the patient can feel your touch on both sides when only one side is being touched, but only feels touch on one side when both sides are being touched simultaneously  (“double simultaneous stimulation”), this is called extinction and the patient would receive a score of “1”.  Wiggle fingers singly and simultaneously alternately and ask the patient what fingers are moving.  If patient only sees one finger moving when in reality both are moving, then this is extinction in the visual fields and patient would receive a score of “1” (This may have been determined when visual fields were tested.)  If patient has extinction in both tactile and visual modalities, he/she will receive a score of “2”.  Also, if patient only orients to one side of space he/she will receive a score of “2”.  

Comatose Patients

A patient with a “3” on Item 1a (LOC) is considered to be in a coma.  For patients scoring a “3”, the remaining items should be scored as follows:

Item 1b (LOC Questions) - Score 2

Item 1c (LOC Commands - Score 2

Item 2 (Best Gaze) - Patient can be in coma and have gaze palsy that can be overcome by moving the head, so determine a score for this item.

Item 3 (Visual) - Test using bilateral threat (Move your hand toward the patient’s face as if to strike patient (do not strike) and watch for reaction of patient.

Item 4 (Facial Palsy) - Score 3

Item 5 and 6 (Motor Arm and Leg) - Score 4 for all limbs

Item 7 (Limb Ataxia) - Score 0

Item 8 (Sensory) - Score 2 (Arbitrary)

Item 9 (Best Language) - Score 3

Item 10 (Dysarthria) - Score 2

Item 11 (Extinction and Inattention) - Score 2

Write the score for each item as you test the patient.

When all items are scored, add the total score for that date and time.


