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NIH Stroke Scale                                                              
Date________________ Time: ____________

Administer stroke scale items in the order listed.  Do not go back and change scores.  Scores should reflect what the patient does, not what the clinician thinks the patient can do. Record answers while administering and work quickly. Except where indicated, the patient should not be coached (i.e., repeated requests to patient to make a special effort).

IF ANY ITEM IS LEFT UNTESTED, A DETAILED EXPLANATION MUST BE CLEARLY WRITTEN ON THE FORM. 
	Instructions
	Scale Definition
	Score

	1a. Level of Consciousness: Choose a response even if a full evaluation is prevented by ET tube, language, trauma, etc.  
	     0 = Alert; keenly responsive.
     1 = Arousable by minor stimulation to obey, answer, or respond.   

     2 = Requires repeated stimulation to attend, or is obtunded and requires strong or painful stimulation to make movements.
     3 = Responds only with reflex responses or totally unresponsive.
	

_____

	1b. LOC Questions: Ask the month and his/her age. The answer must be correct - there is no partial credit for being close.  Do not “help” the patient.  
	     0 = Answers both questions correctly.
     1 = Answers one question correctly (or dsysarthria, intubated, foreign lang.) 
     2 = Answers neither question correctly. 
	
_____

	1c. LOC Commands: Ask to open and close eyes and to grip and release the non-paretic hand. Substitute another one step command if the hands cannot be used.  Task can be demonstrated and then scored.
	     0 = Performs both tasks correctly (ok if impaired by weakness).
     1 = Performs one task correctly.
     2 = Performs neither task correctly.
	

_____

	2. Best Gaze: Horizontal EOM tested by voluntary or oculocephalic maneuver (Doll’s).  
	     0 = Normal.
     1 = Partial gaze palsy. Abnormal gaze in one or both eyes.   
     2 = Forced deviation or total gaze paresis not overcome by the    oculocephalic maneuver (Doll’s).
	_____

	3. Visual: Visual fields (upper and lower quadrants) are tested by confrontation, using finger counting or visual threat as appropriate. Patient must be encouraged, but if they look at.
	     0 = No visual loss.
     1 = Partial hemianopia, quadrantanopia, extinction.
     2 = Complete hemianopia.
     3 = Bilateral hemianopia (blind including cortical blindness) 
	

_____

	4. Facial Palsy: Ask, or use pantomime to have show teeth, raise eyebrows and close eyes. Score symmetry of grimace in response to noxious stimuli in the poorly responsive or non-comprehending patient. 
	     0 = Normal symmetrical movement.
     1 = Minor paralysis (flattened nasolabial fold, asymmetry on smiling).
     2 = Partial paralysis (total or near total paralysis of lower face).
     3 = Complete paralysis-1 or both sides (no  facial movement upper/lower face)
	

_____

	5.  Motor Arm: Extend the arms (palms down) 90 degrees (if sitting) or 45 degrees (if supine) and the leg 30 degrees (always tested supine). Drift is scored if the arm falls before 10 seconds.  Can encourage using voice and pantomime.   
	     0 = No drift for 10 seconds.
     1 = Drift but does not hit bed or other support.
     2 = Some effort against gravity, but can’t maintain-falls to bed.  
     3 = No effort against gravity, limb falls.
     4 = No movement.
     X = Amputation, joint fusion explain:
_______________________________________________________ 

5a. Left Arm
5b. Right Arm 
	

_____


_____ 

	6.  Motor Leg:   Leg extended 30 degrees (always test supine).  Drift is scored if falls before 5 seconds.  Can encourage using voice and pantomime.
	     0 = No drift, leg holds position for full 5 seconds.
     1 = Drift but does not hit bed.
     2 = Some effort against gravity, but can’t maintain-falls to bed.
     3 = No effort against gravity, leg falls to bed immediately.
     4 = No movement.
     X = Amputation, joint fusion explain:
_______________________________________________________ 

6a. Left Leg
6b. Right Leg 
	

_____ 


_____ 

	7. Limb Ataxia: Test with eyes open.  Finger-nose-finger and heel-shin tests performed on both sides.  Ataxia is absent in the patient who cannot understand or is paralyzed. For blindness, test by touching nose from extended arm position.
	 0 = Absent.  No ataxia. (or aphasic, hemiplegic).
     1 = Ataxia present in one limb.
     2 = Ataxia present in upper AND lower limbs.
          If present, is ataxia in
          Right arm 1 = Yes 2 = No
          Left arm 1 = Yes 2 = No
         Right leg 1 = Yes 2 = No
          Left leg 1 = Yes 2 = No
     X = amputation or joint fusion, explain
______________________________________________________ 
	_____ 








	8. Sensory: Use safety pin.  Check grimace or withdrawal if stuporous.  Only sensory loss attributed to stroke is scored.  
	     0 = Normal; no sensory loss.
     1 = Mild to mod. unilateral sensory loss; Aware of touch but less sharp.  (or aphasic, confused)

     2 = Severe to total sensory loss; Unaware of touch.  Coma, bilateral loss. 
	

_____

	9. Best Language:  Asked to describe cookie jar picture, name objects on objects picture, read sentences from the attached list.  Comprehension is judged.   May use repeating, writing, stereognosis.
	     0 = No aphasia, normal.
     1 = Mild to moderate aphasia; some obvious loss of comprehension.   Conversation about material is difficult but partly comprehensible.   
     2 = Severe aphasia; almost no info exchanged.   Great need for guessing by the listener. 
     3 = Mute, global aphasia, coma.  No usable comprehension. 
	

_____ 

	10. Dysarthria: Ask to read or repeat words from the attached list. Do not tell the patient why he/she is being tested.
	     0 = Normal.
     1 = Mild to moderate; slurred but at least some words can be understood.
     2 = Severe; Speech is so slurred as to be unintelligible or is mute. 
     X = Intubated or other physical barrier, explain
_​​​_________________________​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​ 
	

_____

	11. Extinction and Inattention (formerly Neglect): Simultaneously touch patient on both hands, show fingers in both visual fields, ask about deficit.  If the patient has aphasia but does appear to attend to both sides, the score is normal. 
	     0 = No abnormality. 
     1 = Visual, tactile, auditory, spatial, or personal inattention or extinction to bilateral simultaneous stimulation in one of the sensory modalities.
     2 = Profound hemi-inattention or hemi-inattention to more than one modality. Does not recognize own hand or orients to only one side of space. 
	

_____


A score of 0 is normal.  Score >22 indicates a severe deficit.   The higher the score, the worse the deficits.
Date/Time of Stroke Onset: ________________________________________Stroke Type: ______________________

Signature of Examiner: ________________________________________​​​Date:_____________ Time: _____________
Tool is compilation of ww.medscape.com, Standford School of Medicine, and Acute Stroke Team NIH Stroke Scale Tools.
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