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Physiotherapy Neurological Assessment Form 

Date:                  
Name




 Hospital No.



Age   


Consent Y/ N
Subjective Problems







Seizures? Y/N


Stable? Y/N
· [image: image5.emf] 


O/E: (initial presentation)







Chest   



Dysphagia
Yes / No



Cognition







Orientation 
Time 
 □
Place □

Person □
Memory
Normal
 □
Impaired □:-





STM problem □





LTM problem □
Concentration / attention problems □
Affect    
Normal
 □    Problems with insight / emotion / motivation / initiation □
Perception
Normal
 □
Impaired □:-





Neglect L / R □





Inattention L / R □





Other:
Spatial / Depth problems







Dyspraxia / Perseveration

Speech

Normal  □
Impaired □:-





Dysphasic □ Expressive /Receptive





Dysarthric □ 





Cerebellar / Ataxic □
Continence 
Bladder – Y/ N  catheter? Y/ N 

Bowel    - Y/ N

Hearing
Normal
 □
Impaired □




Vision
Normal
 □
Impaired □




Hearing Aid □





             Glasses  □
Diplopia□




Other……………….






Hemianopia □











   Homonymous Hemianopia □
Skin condition
Normal
 □
Abnormal □







Nystagmus □













             Other……… 
Sensation
Normal
 □
Abnormal □
PTO
- see chart
Proprioception
Normal  □
Abnormal □
   Left

         Right





UL





LL
Co-ordination




   Left

          

Right

UL - Finger / Nose test       Normal / reduced / overshoots    
Normal / reduced / overshoots    
      - Dysdiadokinesis 
     Normal / reduced     


Normal / reduced  


LL - Heel / Shin test            Normal / reduced     


Normal / reduced
  

      - Alternate heel –toe      Normal / reduced                               Normal / reduced     
Hospital No:











Date:












FUNCTION
Mobility     The Modified Rivermead Mobility Index*
Scoring

0
=
unable to perform

1
=
assistance of two people

2
=
assistance of one person



3
=
requires supervision of verbal instruction



4
=
requires an aid or an appliance



5
=
independent
	Item                                                                                              Date
	
	
	
	
	
	

	1. Turning over

Please turn over from your back to your ________ side
	
	
	
	
	
	

	2.  Lying to sitting

Please sit up on the side of the bed
	
	
	
	
	
	

	3. Sitting balance 

Please sit in the edge of the bed

(The assessor times the patient for 10 seconds)
	
	
	
	
	
	

	4.Sitting to standing

 Please stand up from your chair

(The patient takes less than 15 seconds)
	
	
	
	
	
	

	5. Standing 

Please remain standing

(The assessor times the patient for 10 seconds)
	
	
	
	
	
	

	6.Transfers

Please go from your bed to the chair and back again
(The assessor places the chair on the patient’s unaffected side)
	
	
	
	
	
	

	7.Walking indoors

Please walk for 10 meters in your usual way
	
	
	
	
	
	

	8.Stairs 

Please climb up and down this flight of stairs in your usual way
	
	
	
	
	
	

	
	
	
	
	
	
	

	TOTAL SCORE


	
	
	
	
	
	

	Staff Signature (initial – please document full signatures below)
	
	
	
	
	
	


Taken from CSP Stroke Audit 2002: Outcome Measures used in Stroke Rehabilitation; pp-145-157

*The Modified Rivermead Mobility Index is adapted from Lennon S, Hastings M. Key physiotherapy indicators for quality of stroke care,   Physiotherapy 1996;82(12):655-664

Gait
(description) note footwear?

10m/8m/6m walk test (if appropriate) time taken

 no. of steps

walking aid? None / stick / ZR
Hospital No:











Date:

Upper Limb: Normal / abnormal (please circle)
Motor Assessment Scale (MAS) – upper limb sub-sections (test if patient has arm weakness)
	    Score 1= able, 0= unable                                                                    Date                                                                                                     
	
	
	
	
	
	

	6. UPPER-ARM FUNCITON                                                                           0- 6

i. Lying, protract shoulder girdle with arm in elevation. (Therapist places arm in position and supports it with elbow in extension.)
ii. Lying, hold extended arm in elevation for 2 seconds. (Physical therapist should place arm in position and patient must maintain position for some external rotation. Elbow must be held with 20° of full extension.)
iii. Flexion and extension of elbow to take palm to forehead with arms as in 2. (Therapist may assist supination of forearm.)
iv. Sitting, hold extended arm in forward flexion at 90 degrees to body for 2 seconds. (Therapist should place arm in position and patient must maintain position with some external rotation and elbow extension. Do not allow excess shoulder elevation.)

v. Sitting, patient lifts arm to above position, holds it there for 10 seconds and then lowers it. Patient must maintain position with some external rotation. Do not allow pronation.)

vi. Standing, hand against wall. Maintain arm position while turning body toward wall. (Have arm abducted to 90° with palm flat against the wall.)

	
	
	
	
	
	

	7. HAND MOVEMENTS                                                                                  0- 6

i. Sitting, extension of wrist. (Therapist should have patient sitting at a table with forearm resting on the table. Therapist places cylindrical object in palm of patient's hand. Patient is asked to lift object off the table by extending the wrist. Do not allow elbow flexion.)

ii. Sitting, radial deviation of wrist. (Therapist should place forearm in midpronation-supination, i.e., resting on ulnar side, thumb in line with forearm and wrist in extension, fingers around a cylindrical object. Patient is asked to lift hand off table. Do not allow elbow flexion or pronation.)

iii. Sitting, elbow into side, pronation and supination. (Elbow unsupported and at a right angle. Three-quarter range is acceptable.)

iv. Reach forward, pick up large ball of 14cm (5in) diameter with both hands and put it down. (Ball should be on table so far in front of patient that he has to extend arms fully to reach it. Shoulders must be protracted, elbows extended wrist neutral or extended. Palms should be kept in contact with the ball.)

v. Pick up a polystyrene cup from table and put it on table across other side of body. (Do not allow alteration in shape of cup.)

vi. Continuous opposition of thumb and each finger more than 4 times in 1- seconds. (Each finger in turn taps the thumb, starting with index finger. Do not allow thumb to slide from one finger t the other, or to go backwards.)

	
	
	
	
	
	

	8. ADVANCED HAND ACTIVITIES                                                             0- 6

i. Picking up the top of a pen and putting it down again. (Patient stretches arm forward, picks up pen top, releases it on table close to body.

ii. Picking up one jellybean from a cup and placing it in another cup. (Teacup contains eight jellybeans. Both cups must be at arms length. Left hand takes jellybean from cup on right and releases it in cup on right and releases it in cup on left.)

iii. Drawing horizontal lines to stop at a vertical line 10 times in 20 seconds. (At least five lines must touch and stop at the vertical line.)

iv. Holding a pencil, making rapid consecutive dots on a sheet of paper. (Patient must do at least 2 dots a second for 5 seconds. Patient picks pencil up and positions it without assistance. Patient must hold pen as for writing. Patient must make a dot not a stroke.)

v. Taking a dessert spoon of liquid to the mouth. (Do not allow head to lower towards spoon. Do not allow liquid to spill.)

vi. Holding a comb and combing hair back at back of head

	
	
	
	
	
	

	Total                                                                                                             /18
	
	
	
	
	
	


Carr J, Shepherd R et al (1985) Investigation of a new Motor Assessment Scale for stroke patients. Physical Therapy 65, 2, 175-180
Poole (1988), Loewen SC, Anderson BA (1988) Reliability of the modified Motor Assessment Scale and the Barthel Index Physical Therapy 68, 1077 - 81.
Hospital No:











Date:





BALANCE
Cerebellar tests

- Rhomberg – stand with feet together eyes closed for 20 seconds (note body sway):- normal = mild (-ve) / moderate (+ve)       




                                                                                                                        marked    (+ve)

Gross Balance - time (secs)






- Single leg stand - left 
      able/ support x 1/ unable

         - Stepping - forwards            able/ support x 1/ unable

  
  
  - right
      able/ support x 1/ unable


             - backwards          able/ support x 1/ unable

  







             - cross over steps  able/ support x 1/ unable

Outcome measures – use for further assessment if required
- BERG – complete & attach separate form for mobile patients with balance problems
- Fregley & Graybiel Ataxia Battery - complete & attach separate form for patients with high level balance problems
- Dynamic Gait Index - complete & attach separate form for mobile patients with balance problems
- Other……
MOTOR/ SELECTIVE CONTROL

The shortened Sodring Scale*: Indicator of motor recovery:  
Scoring:
1
=
cannot move actively



2
=
can move actively, but not against gravity



3
=
can move against gravity but in mass patterns (synergy)


4
=
can move selectively but the movement is incomplete (half range)


5
=
can move normally & selectively


	Item
                                                                             Date
	
	
	
	
	
	  

	1.  In lying, bend the legs at the hip and the knee, and place the feet on the bed.  Start with the affected leg
	
	
	
	
	
	

	2.  In lying, dorsiflex the affected ankle with the hip and knee extended
	
	
	
	
	
	

	3.  In sitting, stretch the affected arm forward with the palm of the hand up (as when receiving coins)
	
	
	
	
	
	

	Total:      /15
	
	
	
	
	
	


Taken from CSP Stroke Audit 2002: Outcome Measures used in Stroke Rehabilitation; pp-145-157
*These are selected items from Sodring KM, Bautz-Holter E, Ljunggren AE, Wyeller. Description and validation of a test of motor function and activities in stroke patients:  The Sodring Motor Evaluation of stroke patients.  Scandinavian Journal of Rehabilitation Medicine 1995; 27-211-217. Please note that this shortened version has not been formally tested as the extracted items have not been modified in any way.
Extended assessment of selective control 

	
	                     Lying
	                     Sitting
	                    Standing

	
	            R
	           L
	            R
	            L
	           R
	        L

	Head
	
	
	
	
	
	

	Trunk

· Recruit (ext)

· release (flex)

· lateral
	
	
	
	
	
	

	Upper limb

· Sh

· Elbow

· Wrist

· Hand
	
	
	
	
	
	

	Lower Limb

· Hip

· Knee

· Ankle

· Foot
	
	
	
	
	
	

	Pelvis

· A/P

· lateral
	
	
	
	
	
	


Hospital No:











Date:







BODY CHART – TONE/COMPENSATION
[image: image6.emf] 
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Compensations
Tone     


Normal □

Altered tone* 
□
*Note muscle groups with increased tone below
Soft tissue/ Joint Range
Normal □

Reduced □ note any pain, previous limitations, loss of range   – see chart
Neurodynamics – note any limiting factors e.g previous injury, previous limitation
The Modified Ashworth Scale – assessment of increased muscle tone (spasticity)


Key  0 = No increase in muscle tone

         1 = Slight increase in tone with a catch and release or minimal resistance at end of range

         2 = As 2 but with minimal resistance through range following catch

         3 = More marked increase tone through ROM

         4 = Considerable increase in tone, passive movement difficult.

         5 = Affected part rigid


	Muscle groups – please note groups affected
	Date
	Date
	Date
	Date
	Date
	Date



	
	
	
	
	
	
	


Hospital No:











Date:

Clinical Impression
Main Problems (WHO classification ICF 2001)
Impairment – e.g weakness, sensory loss, balance
Compensations
Ability/disability – e.g. function
Participation – impact society has on disability e.g unable to work, sport
Initial Plan – document Rx plan with problem list as standard 
STG- timed
LTG- timed[image: image2.emf] 
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Glasgow Coma Scale:             /15





E (Best eye response) 4 





   1. No eye movement


   2. Eye opens to pain


   3. Eye opens to verbal command


   4. Eye opens spontaneously





V (Best verbal response) 5





   1. No verbal response


   2. Incomprehensible sounds


   3. Inappropriate words


   4. Confused


   5. Orientated





M (Best motor response) 6





   1. No motor response


   2. Extension to pain


   3. Flexion to pain


   4. Withdrawal from pain


   5. Localising pain


   6. Obeys commands





Key


(    ) = Rotation


›―‹ = Shortening


↓/↑   = Direction of body part


S      = Subluxation


T      = Tight


P      = Pain


E      = Extension


F      = Flexion


O     = Overuse





+++ = Maximal increased tone


++   = Moderate increased tone


+     = Minimal increased tone


---    = Maximal decreased tone (flaccid)


--     = Moderate decreased tone 


-      = Minimal decreased tone





�  =↓sensation – Light Touch/Deep   pressure record LT/DP on chart	    


� = Pins & Needles


		        


� = Numbness	   








 DH Neurological Assessment, Jan 2009
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Signatures & Print
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