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Nih Stroke Scale Cheat Sheet

nih stroke scale cheat sheet is an invaluable resource for healthcare professionals, emergency responders, and
medical students involved in the rapid assessment of stroke patients. The National Institutes of Health Stroke Scale
(NIHSS) is a standardized tool designed to quantify the severity of a stroke by evaluating various neurological functions.
Having a comprehensive cheat sheet readily available can significantly enhance the accuracy and speed of
assessments, ultimately leading to better patient outcomes. In this article, we will explore the NIH Stroke Scale in
detail, providing a thorough cheat sheet that covers each component, scoring guidelines, and tips for efficient
evaluation.

Understanding the NIH Stroke Scale (NIHSS)

The NIHSS is a systematic assessment tool that measures neurological deficits in stroke patients. Developed in 1989, it
has become a cornerstone in stroke evaluation, guiding treatment decisions such as thrombolytic therapy and
assessing prognosis. The scale consists of 15 items, each scored individually, with the total score ranging from 0 to 42.
Lower scores indicate milder deficits, while higher scores suggest more severe strokes. The NIHSS assesses multiple
domains: - Consciousness - Language - Motor function - Sensory function - Visual fields - Eye movements - Limb ataxia -
Neglect - Dysarthria - Extinction and inattention Accurate scoring requires familiarity with each component and the
ability to perform quick, reliable assessments, making a cheat sheet an essential reference.

Components of the NIH Stroke Scale: A Detailed Cheat Sheet

Below is a breakdown of each NIHSS item, including the assessment procedure, scoring criteria, and tips for quick
evaluation.



1. Level of Consciousness (LOC)

- Assessment: Ask the patient for their name, the current month, and their age. - Scores: - 0: Alert, responsive - 1: Not
alert but arousable by minor stimulation - 2: Requires repeated stimulation to maintain alertness - 3: Unresponsive Tip:
Use gentle verbal and tactile stimuli; note the patient's responsiveness.

2. Best Gaze

- Assessment: Observe eye movements as the patient looks in all directions. - Scores: - 0: Normal gaze - 1: Partial gaze
palsy - 2: Forced deviation or paralysis Tip: Use a penlight or your finger to guide eye movements.

3. Visual Fields

- Assessment: Confrontation testing—ask the patient to indicate when they see your fingers in each visual quadrant. -
Scores: - 0: No visual loss - 1: Partial hemianopia - 2: Complete hemianopia Tip: Cover one eye at a time and compare
fields.

4. Facial Palsy

- Assessment: Ask the patient to smile or show teeth. - Scores: - 0: Normal symmetrical movement - 1: Minor paralysis -
2: Complete paralysis Tip: Observe for drooping or asymmetry.

5. Motor Arm (Left and Right)

- Assessment: Have the patient hold their arms outstretched, palms upward, for 10 seconds. - Scores: - 0: No drift;
holds position - 1: Drift but no effort against gravity - 2: Some effort against gravity, but limb drifts down - 3: No effort
against gravity; limb falls - 4: No movement Tip: Test each arm separately; ensure patient understands instructions.
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6. Motor Leg (Left and Right)

- Assessment: Patient extends leg, holds for 5 seconds. - Scores: Same as arm motor assessment. Tip: Support limb
during testing to prevent falls.

7. Limb Ataxia

- Assessment: Finger-to-nose or heel-to-shin tests. - Scores: - 0: Absent ataxia - 1: Present in one limb - 2: Present in
both limbs Tip: Be gentle, observe for incoordination.

8. Sensory

- Assessment: Light touch or pinprick on each side of the face, arms, and legs. - Scores: - 0: No sensory loss - 1: Mild to
moderate sensory loss - 2: Severe or total sensory loss Tip: Use consistent stimuli and compare sides.

9. Best Language

- Assessment: Ask the patient to name objects, repeat phrases, or read sentences. - Scores: - 0: No aphasia - 1: Mild
aphasia - 2: Severe aphasia or mute Tip: Use simple, familiar words; observe speech clarity.

10. Dysarthria

- Assessment: Listen to the patient's speech for clarity. - Scores: - 0: Normal speech - 1: Mild dysarthria - 2: Severe
dysarthria Tip: Have the patient read or repeat phrases.

11. Extinction and Inattention (Neglect)

- Assessment: Simultaneously stimulate both sides and note if the patient ignores stimuli on one side. - Scores: - 0: No



neglect - 1: Sensory neglect - 2: Severe neglect Tip: Use visual or tactile stimuli; observe for inconsistent responses.

Scoring Guidelines and Interpretation

The total NIHSS score helps determine stroke severity: - 0: No stroke symptoms - 1-4: Minor stroke - 5-15: Moderate
stroke - 16-20: Moderate to severe stroke - 21-42: Severe stroke A quick reference cheat sheet should include: - The
scoring range for each item - Clear instructions for assessment - Typical signs indicating each score level - Tips for
differentiating mild from severe deficits

Practical Tips for Using the NIH Stroke Scale Cheat Sheet

- Familiarize Regularly: Frequent review ensures quick recall during emergencies. - Practice Simulations: Conduct mock
assessments using the cheat sheet. - Use Visual Aids: Keep laminated copies in emergency carts or treatment areas. -
Be Patient-Friendly: Explain procedures clearly to reduce patient anxiety. - Document Carefully: Record scores
accurately for treatment planning and monitoring.

Conclusion

Having a comprehensive NIH stroke scale cheat sheet is a practical tool that facilitates rapid and accurate neurological
assessment in acute stroke settings. By understanding each component, mastering scoring criteria, and applying
assessment tips, healthcare providers can improve diagnostic accuracy, expedite treatment decisions, and ultimately
enhance patient outcomes. Remember, consistent practice and familiarity with the scale foster confidence and
efficiency during high-pressure situations, making the NIHSS an indispensable part of stroke management. Disclaimer:
This article is intended for educational purposes and should complement, not replace, formal training and clinical
judgment. Always refer to official NIHSS guidelines and protocols for patient assessment.

NIH Stroke Scale Cheat Sheet: Your Essential Guide to Rapid Assessment and Response
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In emergency medicine and neurology, the NIH Stroke Scale cheat sheet serves as an invaluable resource for clinicians,
nurses, and first responders. This standardized tool is designed to quickly quantify the severity of a stroke, facilitate
communication among healthcare professionals, and guide subsequent management decisions. Whether you’re a
seasoned healthcare provider or a student learning about stroke assessment, understanding how to effectively utilize
and interpret the NIH Stroke Scale (NIHSS) is crucial. This comprehensive guide will walk you through the core
components of the NIH Stroke Scale, provide practical tips for quick recall, and highlight common pitfalls to avoid.

What is the NIH Stroke Scale?

The NIH Stroke Scale (NIHSS) is a systematic assessment tool developed by the National Institutes of Health to measure
neurological deficits in stroke patients. It evaluates various functions, including consciousness, vision, motor skills,
sensation, language, and coordination. Scores range from 0 (no stroke symptoms) to 42 (severe stroke), allowing
clinicians to:

Determine stroke severity1.
Track changes over time2.
Make informed decisions about treatment options, such as thrombolysis or thrombectomy3.
Predict patient outcomes4.

Having a NIH stroke scale cheat sheet handy ensures rapid, consistent assessments, especially in high-pressure
situations like emergency rooms or pre-hospital settings.

The Structure of the NIH Stroke Scale

The NIHSS is divided into several domains, each assessing specific neurological functions:

Level of Consciousness (LOC)1.
Best Gaze2.
Visual Fields3.
Facial Palsy4.



Motor Function (Arm and Leg)5.
Limb Ataxia6.
Sensory Function7.
Language8.
Speech9.
Extinction and Inattention (Neglect)10.

Each section has specific scoring criteria, typically from 0 (normal) to 2 or 3 (severe impairment). Let’s explore each in
detail.

Detailed Breakdown of NIH Stroke Scale Components

Level of Consciousness (LOC)1.

Purpose: To assess alertness and responsiveness.

Assessment:

Question: Ask the patient their age and the current month.1.
Command: Have the patient open and close their eyes or follow simple commands.2.

Scoring:

0: Alert, responds promptly1.
1: Not alert but arousable2.
2: Requires repeated stimuli to respond3.
3: Unresponsive4.

Tip: Use the AVPU scale (Alert, Verbal, Pain, Unresponsive) as a quick reference.

Best Gaze1.
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Purpose: To evaluate horizontal eye movement and gaze control.

Assessment: Observe eye movements in all directions.

Scoring:

0: Normal gaze1.
1: Partial gaze paresis (limited movement)2.
2: Forced deviation (gaze deviation)3.

Tip: Look for gaze deviation toward or away from the lesion, which can indicate cortical involvement.

Visual Fields1.

Purpose: To assess for visual field deficits.

Assessment:

Test each eye separately.1.
Use confrontation testing: compare patient’s visual fields with your own.2.

Scoring:

0: No visual loss1.
1: Partial hemianopia2.
2: Complete hemianopia or bilateral hemianopia3.

Tip: Be systematic; check each quadrant for deficits.

Facial Palsy1.

Purpose: To evaluate facial muscle strength.



Assessment:

Ask the patient to smile, show teeth, or puff cheeks.1.

Scoring:

0: Normal movement1.
1: Minor paralysis (e.g., asymmetry)2.
2: Complete paralysis3.

Tip: Observe symmetry at rest and during movement.

Motor Function (Arm and Leg)1.

Purpose: To assess limb strength and control.

Assessment:

Have the patient lift arms and legs against gravity.1.
Test each limb separately.2.

Scoring:

0: No drift (normal strength)1.
1: Drift (limb drifts but doesn’t hit bed or floor)2.
2: Some effort against gravity but drifts3.
3: No effort against gravity (paralysis)4.

Tip: Use a standardized position and encourage the patient to hold the position for 10 seconds.

Limb Ataxia1.

Purpose: To detect coordination issues.
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Assessment:

Finger-to-nose testing1.
Heel-to-shin testing2.

Scoring:

0: No ataxia1.
1: Ataxia in finger or heel testing2.

Tip: Only test if no motor deficit is present.

Sensory Function1.

Purpose: To evaluate sensation.

Assessment:

Light touch or pinprick testing on limbs and face.1.
Compare sides.2.

Scoring:

0: Normal1.
1: Mild sensory loss2.
2: Severe or total sensory loss3.

Tip: Be gentle and consistent.

Language1.

Purpose: To assess aphasia or language comprehension.



Assessment:

Ask the patient to describe a simple picture or name objects.1.
Evaluate speech fluency, comprehension, and repetition.2.

Scoring:

0: No aphasia1.
1: Mild to moderate aphasia2.
2: Severe aphasia or mute3.

Tip: Use standardized naming tests when possible.

Speech1.

Purpose: To evaluate speech clarity and articulation.

Assessment:

Have the patient read a sentence aloud.1.
Listen for slurred speech or aphasia.2.

Scoring:

0: Normal1.
1: Mild dysarthria2.
2: Severe dysarthria or mute3.

Extinction and Inattention (Neglect)1.

Purpose: To detect neglect or sensory inattention.

Assessment:
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Simultaneously stimulate both sides of the body or face.1.
Observe if patient ignores stimuli on one side.2.

Scoring:

0: No neglect1.
1: Mild neglect2.
2: Severe neglect or inattention3.

Tip: Use both tactile and visual stimuli.

Creating Your NIH Stroke Scale Cheat Sheet

A well-organized cheat sheet should condense these assessments into quick-reference prompts:

Concise descriptions of each component1.
Scoring criteria for rapid scoring2.
Sample questions or commands3.
Visual cues to identify deficits4.

Sample Format:

| Domain | Assessment Tips | Scoring Criteria | Notes |

|||||

| LOC | Ask age & month; command to open eyes | 0: Alert; 1: Not alert but arousable; 2: Responds only to pain; 3:
Unresponsive | Use AVPU as quick guide |

| Gaze | Observe eye movement | 0: Normal; 1: Partial paresis; 2: Gaze deviation | Gaze deviation indicates cortical
lesion |

| Visual Fields | Confrontation test | 0: No loss; 1: Partial hemianopia; 2: Complete hemianopia | Check each quadrant



carefully |

Practical Tips for Using the NIH Stroke Scale Cheat Sheet

Practice regularly: Familiarity improves speed and accuracy.1.
Stay systematic: Follow the same order during assessments.2.
Use standardized commands: Minimizes variability.3.
Document findings clearly: Use consistent language and scoring.4.
Be aware of patient limitations: Adjust assessments for aphasia, confusion, or language barriers.5.
Combine with clinical judgment: The NIHSS complements but does not replace comprehensive clinical evaluation.6.

Common Pitfalls and How to Avoid Them

Overlooking subtle deficits: Pay attention to minor asymmetries or drift.1.
Misinterpreting normal variations as deficits: Know normal age-related or individual variations.2.
Inconsistent testing methods: Use standardized procedures for reliability.3.
Failing to reassess: Stroke symptoms can evolve rapidly; reassessment guides treatment.4.

Conclusion

The NIH stroke scale cheat sheet is an essential tool for quick, reliable assessment of stroke severity. Mastery of each
component, combined with practical tips and awareness of common pitfalls, ensures that clinicians can deliver timely,
accurate evaluations—crucial for improving patient outcomes. Whether in the emergency department, ambulance, or
neurology ward, having a well-organized cheat sheet at your fingertips enhances your confidence and effectiveness in
stroke management.

Remember, while the NIHSS is a powerful assessment instrument, it should always be used as part of a comprehensive
clinical evaluation. With regular practice and familiarity, the NIH Stroke Scale becomes an intuitive part of your
neurological assessment toolkit.
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Questions & Answers About nih stroke scale cheat sheet

No Question Answer

1 What is the NIH Stroke Scale (NIHSS)
cheat sheet used for?

The NIH Stroke Scale cheat sheet is a quick reference tool used by
healthcare professionals to assess the severity of a stroke and
monitor neurological deficits in patients.

2 How can the NIH Stroke Scale cheat
sheet improve stroke assessment
accuracy?

It provides standardized scoring guidelines, ensuring consistent and
rapid evaluation of stroke symptoms, which helps in timely decision-
making and treatment planning.

3 Where can I find an up-to-date NIH
Stroke Scale cheat sheet online?

Official medical websites such as the American Heart Association,
American Stroke Association, or hospital clinical resources often
provide downloadable or printable NIHSS cheat sheets.

4 Is the NIH Stroke Scale cheat sheet
suitable for use by non-neurologists?

Yes, it is designed to be user-friendly for emergency physicians,
nurses, paramedics, and other healthcare providers involved in stroke
assessment, facilitating quick and accurate evaluations.

5 What are the main components covered
in the NIH Stroke Scale cheat sheet?

The cheat sheet covers assessments of consciousness, gaze, visual
fields, facial palsy, motor function, limb ataxia, sensory function,
language, and neglect, among other neurological functions.

6 How often should the NIH Stroke Scale
be reassessed using the cheat sheet
during patient care?

Reassessment should be performed regularly, especially after
interventions, to monitor changes in neurological status and guide
ongoing treatment decisions.

NIH Stroke Scale, NIHSS, stroke assessment, stroke scale chart, neurological deficit scale, stroke evaluation, NIH Stroke
Scale PDF, stroke severity scoring, neurological exam guide, stroke scoring cheat sheet
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