
NIH Stroke Scale



Administer stro ke scale items in the 

o rder listed.   Reco rd perfo rmance in 

each catego ry after each subscale exam.  

Do  no t go  back and change sco res.   

Fo llo w directio ns pro vided fo r each 

exam technique.   Sco res sho uld reflect

what the patient do es,  no t what the 

clinician thinks the patient can do .   

The clinician sho uld reco rd answers while

administering the exam and wo rk quickly.

Except where indicated,  the patient 

sho uld no t be co ached ( i.e. ,  repeated

requests to  patient to  make a 

special effo rt) .

Instructions

Level of Consciousness:  
The investigato r must cho o se a respo nse 

if a full evaluatio n is prevented by such 

o bstacles as an endo tracheal tube,  language

barrier,  o ro tracheal trauma/ bandages.   A 3 is

sco red o nly if the patient makes no  mo vement

( o ther than reflexive po sturing)  in respo nse to

noxio us stimulatio n.

Scale Definition 

Level of Consciousness

0 Alert; keenly respo nsive.

1
Not alert; but aro usable by mino r 

stimulatio n to  o bey,  answer,  

o r respo nd.

2
Not alert; requires repeated 

stimulatio n to  attend,  o r is 

o btunded and requires stro ng 

o r painful stimulatio n to  make 

mo vements ( no t stereo typed) .

3
Respo nds o nly with reflex mo to r 

o r auto no mic effects,  o r to tally 

unrespo nsive,  flaccid,  and areflexic.

1a
Instructions

Score



LOC Questions:  
The patient is asked the mo nth and his/ her

age.   The answer must be co rrect —  there is

no  partial credit fo r being clo se.   Aphasic  and

stupo ro us patients who  do  no t co mprehend 

the questio ns will sco re 2.   Patients unable 

to  speak because o f endo tracheal intubatio n,  

o ro tracheal trauma, severe dysarthria fro m any

cause,  language barrier,  o r any o ther pro blem

no t seco ndary to  aphasia are given a 1.   It 

is impo rtant that o nly the initial answer be

graded and that the examiner no t “help”  the

patient with verbal o r no n-verbal cues.

Scale Definition 

Level of Consciousness

0 Answers bo th questio ns co rrectly.

1 Answers o ne questio n co rrectly.

2 Answers neither questio n co rrectly.

1b
Instructions

LOC Commands: 
The patient is asked to  o pen and clo se 

the eyes and then to  grip and release 

the no n-paretic  hand.   Substitute 

ano ther o ne-step co mmand if the hands 

canno t be used.   Credit is given if an 

unequivo cal attempt is made but no t 

co mpleted due to  weakness.   If the 

patient do es no t respo nd to  co mmand, 

the task sho uld be demo nstrated to  

him o r her ( panto mime) ,  and the result sco red

( i.e. ,  fo llo ws no ne,  o ne,  o r two  co mmands) .

Patients with trauma, amputatio n,  o r 

o ther physical impediments sho uld be 

given suitable o ne-step co mmands.   

Only the first attempt is sco red.

Scale Definition 

Level of Consciousness

0 Performs bo th tasks co rrectly.

1 Performs o ne task co rrectly.

2 Performs neither task co rrectly.

1c
Instructions

Score Score



Best Gaze:  
Only ho rizo ntal eye mo vements will be tested.

Vo luntary o r reflexive ( o culo cephalic)  eye

mo vements will be sco red,  but calo ric  testing 

is no t do ne.   If the patient has a co njugate

deviatio n o f the eyes that can be o verco me 

by vo luntary o r reflexive activity,  the sco re 

will be 1.   If a patient has an iso lated 

peripheral nerve paresis ( CN III,  IV,  o r VI) ,

sco re a 1.   Gaze is testable in all aphasic

patients.   Patients with o cular trauma, 

bandages,  pre-existing blindness,  o r o ther 

diso rder o f visual acuity o r fields sho uld be

tested with reflexive mo vements,  and a cho ice

made by the investigato r.   Establishing eye

co ntact and then mo ving abo ut the patient

fro m side to  side will o ccasio nally clarify the

presence o f a partial gaze palsy.

Scale Definition 

Best Gaze

0 Normal.

1
Partial gaze palsy; gaze is abno rmal 

in o ne o r bo th eyes,  but fo rced 

deviatio n o r to tal gaze paresis is 

no t present.

2
Forced deviation,  o r to tal 

gaze paresis is no t o verco me by the 

o culo cephalic  maneuver.

2
Instructions

Visual: 
Visual fields ( upper and lo wer quadrants)  are

tested by co nfro ntatio n,  using finger co unting

o r visual threat,  as appro priate.   Patients may

be enco uraged,  but if they lo o k at the side o f

the mo ving fingers appro priately,  this can 

be sco red as no rmal.   If there is unilateral

blindness o r enucleatio n,  visual fields in the

remaining eye are sco red.   Sco re 1 o nly if a

clear-cut asymmetry,  including quadrantano pia,

is fo und.   If patient is blind fro m any cause,

sco re 3.   Do uble simultaneo us stimulatio n is

perfo rmed at this po int.   If there is extinctio n,

patient receives a 1,  and the results 

are used to  respo nd to  item 11.

Scale Definition 

Visual

0 No visual loss.

1 Partial hemianopia.

2 Complete hemianopia.

3 Bilateral hemianopia ( blind including

co rtical blindness) .

3
Instructions

Score Score



Facial Palsy:
Ask —  o r use panto mime to  enco urage —  the

patient to  sho w teeth o r raise eyebro ws and

clo se eyes.   Sco re symmetry o f grimace in

respo nse to  noxio us stimuli in the po o rly

respo nsive o r no n-co mprehending patient.   

If facial trauma/ bandages,  o ro tracheal tube,

tape,  o r o ther physical barriers o bscure 

the face,  these sho uld be remo ved to  the

extent po ssible.

Scale Definition 

Facial Palsy

0 Normal symmetrical mo vements.

1 Minor paralysis ( flattened naso labial 

fo ld,  asymmetry o n smiling) .

2 Partial paralysis ( to tal o r near- to tal 

paralysis o f lo wer face) .

3
Complete paralysis o f o ne o r bo th 

sides ( absence o f facial mo vement in 

the upper and lo wer face) .

4
Instructions

Motor Arm:
The limb is placed in the appro priate po sitio n:

extend the arms ( palms do wn)  90 degrees 

( if sitting)  o r 45 degrees ( if supine) .   Drift is

sco red if the arm falls befo re 10 seco nds.   The

aphasic  patient is enco uraged using urgency 

in the vo ice and panto mime, but no t noxio us

stimulatio n.   Each limb is tested in turn,

beginning with the no n-paretic  arm.  Only 

in the case o f amputatio n o r jo int fusio n at

the sho ulder,  the examiner sho uld reco rd the

sco re as untestable ( UN)  and clearly write the

explanatio n fo r this cho ice.

Motor Arm5
Instructions Scale Definition 

Score

5a

5b
Score

Score
Left Arm

Right Arm

0 No drift; limb ho lds 90 ( o r 45)  degrees 

fo r full 10 seco nds.

1
Drift; limb ho lds 90 ( o r 45)  degrees,  

but drifts do wn befo re full 10 seco nds;  

do es no t hit bed o r o ther suppo rt.

2
Some effort against gravity; limb 

canno t get to  o r maintain ( if cued)  90 

( o r 45)  degrees,  drifts do wn to  bed,  

but has so me effo rt against gravity.

3 No effort against gravity; limb falls.

4 No movement.

Amputation o r jo int fusio n,  explain:UN



Motor Leg:
The limb is placed in the appro priate po sitio n:

ho ld the leg at 30 degrees ( always tested

supine) .   Drift is sco red if the leg falls befo re

5 seco nds.   The aphasic  patient is enco uraged

using urgency in the vo ice and panto mime but

no t noxio us stimulatio n.   Each limb is tested

in turn,  beginning with the no n-paretic  leg.

Only in the case o f amputatio n o r jo int fusio n

at the hip,  the examiner sho uld reco rd the

sco re as untestable ( UN)  and clearly write the

explanatio n fo r this cho ice.

Motor Leg 6
Instructions

Limb Ataxia:  
This item is aimed at finding evidence o f a

unilateral cerebellar lesio n.   Test with eyes

o pen.   In case o f visual defect,  ensure testing

is do ne in intact visual field.   The finger-

no se- finger and heel-shin tests are perfo rmed

o n bo th sides,  and ataxia is sco red o nly if 

present o ut o f pro po rtio n to  weakness.   Ataxia

is absent in the patient who  canno t under-

stand o r is paralyzed.   Only in the case o f

amputatio n o r jo int fusio n,  the examiner

sho uld reco rd the sco re as untestable ( UN)  

and clearly write the explanatio n fo r this

cho ice.   In case o f blindness,  test by having

the patient to uch no se fro m extended arm

po sitio n.  

Scale Definition 

Limb Ataxia

0 Absent.

1 Present in one limb.

2 Present in two limbs.

Amputation o r jo int fusio n,  explain:  

7
InstructionsScale Definition 

Score

6a

6b
Score

Score
Left Leg

Right Leg

0 No drift; leg ho lds 30-degree po sitio n 

fo r full 5 seco nds.

1 Drift; leg falls by the end o f the 5-

seco nd perio d but do es no t hit the bed.

2
Some effort against gravity; leg falls 

to  bed by 5 seco nds but has so me 

effo rt against gravity.

3 No effort against gravity; leg falls to  

bed immediately.

4 No movement.

Amputation o r jo int fusio n,  explain:  UNUN



Sensory:  
Sensatio n o r grimace to  pinprick when tested,

o r withdrawal fro m noxio us stimulus in the

o btunded o r aphasic  patient.   Only senso ry

lo ss attributed to  stro ke is sco red as abno rmal

and the examiner sho uld test as many bo dy 

areas [ arms ( no t hands) ,  legs,  trunk, face]  

as needed to  accurately check fo r hemisenso ry

lo ss.   A sco re o f 2,  “ severe o r to tal senso ry

lo ss,”  sho uld o nly be given when a severe 

o r to tal lo ss o f sensatio n can be clearly 

demo nstrated.   Stupo ro us and aphasic  patients

will,  therefo re,  pro bably sco re 1 o r 0.   The

patient with brainstem stro ke who  has bilateral

lo ss o f sensatio n is sco red 2.   If the patient

do es no t respo nd and is quadriplegic,  sco re 2.

Patients in a co ma ( item 1a=3)  are auto mati-

cally given a 2 o n this item. 

Scale Definition 

Sensory

0 Normal; no  senso ry lo ss.

1

Mild-to-moderate sensory loss; 

patient feels pinprick is less sharp 

o r is dull o n the affected side;  o r 

there is a lo ss o f superfic ial pain 

with pinprick,  but patient is aware 

o f being to uched.

2
Severe or total sensory loss; patient 

is no t aware o f being to uched in the 

face,  arm, and leg.

8
Instructions

Best Language: 
A great deal o f info rmatio n abo ut 

co mprehensio n will be o btained during the

preceding sectio ns o f the examinatio n.   Fo r

this scale item, the patient is asked to

describe what is happening in the attached

picture,  to  name the items o n the attached

naming sheet,  and to  read fro m the attached

list o f sentences.   Co mprehensio n is judged

fro m respo nses here,  as well as to  all o f the

commands in the preceding general neuro logical

exam.  If visual lo ss interferes with the tests,

ask the patient to  identify o bjects placed in

the hand,  repeat,  and pro duce speech.   The

intubated patient sho uld be asked to  write.

The patient in a co ma ( item 1a=3)  will 

automatically score 3 on this item.  The examiner

must choose a score fo r the patient with stupor

o r limited co o peratio n,  but a sco re o f 3 sho uld

be used o nly if the patient is mute and fo llo ws

no  o ne-step co mmands.

Best Language9
Instructions Scale Definition 

Score Score

0 No aphasia; no rmal.

1

Mild-to-moderate aphasia; so me o bvio us 

lo ss o f fluency o r facility o f co mprehensio n,  

witho ut significant limitatio n o n ideas 

expressed o r fo rm o f expressio n.   Reductio n 

o f speech and/ o r co mprehensio n,  ho wever,  

makes conversation about provided materials

difficult o r impo ssible.   Fo r example,  in 

co nversatio n abo ut pro vided materials,  

examiner can identify picture o r naming card

co ntent fro m patient’s respo nse.

2

Severe aphasia; all co mmunicatio n is 

thro ugh fragmentary expressio n;  great need 

fo r inference,  questio ning,  and guessing by 

the listener.   Range o f info rmatio n that can 

be exchanged is limited;  listener carries 

burden o f co mmunicatio n.   Examiner canno t 

identify materials pro vided fro m patient 

respo nse.

3 Mute, global aphasia; no  usable speech   

o r auditory comprehension.



Dysarthria:  
If patient is tho ught to  be no rmal,  an 

adequate sample o f speech must be o btained

by asking patient to  read o r repeat wo rds fro m

the attached list.   If the patient has severe 

aphasia,  the clarity o f articulatio n o f 

spo ntaneo us speech can be rated.   Only if the

patient is intubated o r has o ther physical 

barriers to  pro ducing speech,  the examiner

sho uld reco rd the sco re as untestable ( UN)  and

clearly write the explanatio n fo r this cho ice.

Do  no t tell the patient why he/ she is being

tested.

Scale Definition 

Dysarthria

0 Normal.

1
Mild-to-moderate dysarthria; 

patient slurs at least so me wo rds 

and,  at wo rst,  can be understo o d 

with so me difficulty.

2
Severe dysarthria; patient’s speech 

is so  slurred as to  be unintelligible 

in the absence o f o r o ut o f 

pro po rtio n to  any dysphasia,  o r is

mute/ anarthric.

Intubated o r o ther physical barrier,

explain:
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Instructions

Extinction and Inattention (formerly Neglect):
Suffic ient info rmatio n to  identify neglect may

be o btained during the prio r testing.   If the

patient has a severe visual lo ss preventing

visual do uble simultaneo us stimulatio n,  and

the cutaneo us stimuli are no rmal,  the sco re is

no rmal.   If the patient has aphasia but do es

appear to  attend to  bo th sides,  the sco re is

no rmal.   The presence o f visual spatial neglect

o r ano sagno sia may also  be taken as evidence

o f abno rmality.   Since the abno rmality is

sco red o nly if present,  the item is never

untestable.

Scale Definition 

Extinction and Inattention

0 No abnormality.

1
Visual, tactile, auditory, spatial, or 

personal inattention, o r extinctio n to  

bilateral simultaneo us stimulatio n in 

o ne o f the senso ry mo dalities.

2
Profound hemi-inattention or extinction 

to more than one modality; do es no t 

reco gnize o wn hand o r o rients to  o nly o ne 

side o f space.

11
Instructions

Score Score

UN





You know how.

Down to earth.

I got home from work.

Near the table in the dining room.

They heard him speak on the
radio last night.

MAMA

TIP – TOP

FIFTY – FIFTY

THANKS

HUCKLEBERRY

BASEBALL PLAYER



www.ninds.nih.gov

1-800-352-9424


