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Nih Stroke Scale Cheat Sheet

Understanding the NIH Stroke Scale and the Value of a Quick
Reference

The National Institutes of Health Stroke Scale, commonly referred to as the NIHSS, is a systematic
assessment tool used by healthcare professionals to objectively quantify the impairment caused
by a stroke. For clinicians working in emergency departments,  neurology units,  or even pre-
hospital  settings,  the  scale  provides  a  common  language  to  describe  neurological  deficits.
However, memorizing the nuances of each category can be demanding, even for experienced
practitioners. This is where a Nih Stroke Scale Cheat Sheet becomes an invaluable resource. It
serves as a rapid reference that ensures consistency and accuracy, ultimately supporting better
patient  outcomes by guiding treatment  decisions such as  the administration of  thrombolytic
therapy.

The  scale  itself  consists  of  11  items,  each  designed  to  assess  a  specific  neurological  function.
While  the  full  training  and certification  process  is  essential,  a  cheat  sheet  can help  refresh  core
concepts in high-pressure moments. Whether you are a seasoned neurologist or a nurse new to
stroke care,  a  well-organized reference tool  allows you to  focus  on the  patient  rather  than
struggling to recall the scoring criteria. This article explores the key components of the NIHSS,
explains why a cheat sheet is  so effective,  and provides a detailed look at  each element so you
can use such a tool with confidence.

The Origins and Importance of the NIHSS

Before diving into the cheat sheet itself, it is helpful to understand why this scale was developed
and how it became the standard in stroke care. Originally designed as a research tool to measure
the severity of neurological deficits in clinical trials,  the NIHSS has evolved into a cornerstone of
acute stroke management. Its widespread adoption is due to its reliability, reproducibility, and
ability to predict patient outcomes. A lower score generally indicates a milder stroke, while a
higher score suggests more severe impairment and a potentially poorer prognosis.

For healthcare providers, a Nih Stroke Scale Cheat Sheet is not merely a convenience; it is a
safeguard against  error.  When time is  critical,  and every minute of  brain  ischemia matters,
misremembering a scoring criterion could delay appropriate intervention. By having a succinct,
clear reference at  hand, clinicians can perform assessments rapidly and consistently.  This is
especially important in telemedicine environments where examinations are conducted remotely,
and clear documentation is vital.

Who Benefits from a Cheat Sheet?

Several groups within the healthcare system find a cheat sheet particularly beneficial:

Emergency physicians and nurses: They perform initial assessments and need to quickly
determine if a patient is eligible for treatments like alteplase or mechanical thrombectomy.
Neurology residents and fellows: While still learning the scale, a reference helps reduce
anxiety and ensures thorough evaluations.
Stroke coordinators: They often oversee data collection and quality improvement
initiatives, requiring consistent scoring across different providers.
Paramedics and emergency medical technicians: Some systems now use a modified
version of the NIHSS in the field, and a simplified cheat sheet can aid in pre-hospital triage.

Breaking Down the NIHSS Components

A comprehensive Nih Stroke Scale Cheat Sheet should clearly outline each of the 11 items,
along with the scoring options and brief descriptors. Let us examine each category in detail, as
understanding the rationale behind the scoring will make the cheat sheet more meaningful and
easier to apply.

1a. Level of Consciousness (LOC)

This is the baseline assessment of the patient's overall awareness. The clinician scores from 0 to
3,  where  0  indicates  alert  and  fully  responsive,  and  3  reflects  coma  or  unresponsiveness  to
noxious stimuli. A key tip on any cheat sheet is to use the patient's response to questions as the
primary guide, not just their appearance.

1b. LOC Questions

The  patient  is  asked  two  specific  questions:  their  age  and  the  current  month.  For  patients  with
aphasia or severe cognitive deficits, alternative approaches may be needed. A score of 0 is given
for both correct answers,  while a score of 2 is assigned if  the patient cannot answer either
question. This item helps differentiate between a focal deficit and global impairment.

1c. LOC Commands

The clinician asks the patient to perform two simple tasks, such as opening and closing the eyes
and making a fist on the unaffected side. The scoring is straightforward: 0 for both correct, 1 for
one correct, and 2 for none. This item can be sensitive to subtle neglect or motor impairments.

2. Best Gaze

This assesses horizontal eye movement. The patient is asked to follow a target left or right. A
score  of  0  is  normal,  1  indicates  partial  gaze  palsy,  and  2  reflects  total  gaze  palsy  or  forced
deviation.  It  is  important  to  remember that  this  is  testing horizontal  gaze only,  not  vertical
movement.

3. Visual Fields

Using confrontation testing, the clinician assesses each quadrant of the visual field. Scores range
from 0 (no visual loss) to 3 (bilateral blindness). A helpful cheat sheet note: always test both eyes
separately and document any extinction on simultaneous stimulation, as that warrants a score of
1.

4. Facial Palsy

The patient is asked to show teeth or raise eyebrows. A score of 0 indicates normal symmetry,
while  3  reflects  complete  paralysis  of  the  lower  face.  It  is  crucial  to  differentiate  between  a
peripheral  nerve  injury  (affecting  upper  and  lower  face)  and  a  central  lesion  (sparing  the
forehead).

5. Motor Arm

Each arm is tested separately, with the patient extending the arms palms down at 90 degrees (or
45 degrees if sitting). The score depends on how long the arm can be held up without drifting. A 0
is given for no drift after 10 seconds, 1 for drift, 2 for some effort against gravity, 3 for no effort,
and 4 for no movement. A glossary on a Nih Stroke Scale Cheat Sheet often clarifies the subtle
difference between drift and actual limb falling.

6. Motor Leg

Similar to the arm test, but the patient is positioned supine with the leg held at 30 degrees. The
scoring uses the same 0 to 4 scale. Documenting if the limb is tested for 5 seconds instead of 10 is
important, and a reliable cheat sheet will highlight this distinction.

7. Limb Ataxia

This  item  detects  cerebellar  dysfunction.  The  patient  performs  finger-to-nose  and  heel-to-shin
tests on both sides. A score is given only when the ataxia is not explained by weakness. Many
cheat sheets remind users to test on the non-hemiparetic side first to establish a baseline.

8. Sensory

Sensation is assessed using a pin or sharp object, with the patient's eyes closed. The test should
cover the face, arm, trunk, and leg. A score of 0 is normal, 1 is mild to moderate loss, and 2 is
severe or total loss. A useful trick included in reference guides is to first test the unaffected side to
calibrate the patient's perception of normal.

9. Best Language

This evaluates aphasia by asking the patient to identify objects in a picture, read sentences, and
follow written commands. The scores range from 0 (normal) to 3 (global aphasia or coma). It is
vital to document the specific difficulties observed, as this guides rehabilitation planning.

10. Dysarthria

The quality of speech articulation is rated. The patient reads or repeats words from a standard list.
A score of 0 is normal, 1 is mild to moderate slurring, and 2 is severe or unintelligible speech. If
the  patient  cannot  cooperate  due  to  mechanical  issues  like  a  breathing  tube,  the  clinician
documents the score as untestable.

11. Extinction and Inattention

Previously called neglect, this item tests for spatial neglect or sensory extinction to simultaneous
stimulation. The patient is tested for visual, auditory, and tactile cues. A score of 0 indicates no
abnormality, 1 represents extinction to bilateral simultaneous stimulation, and 2 denotes severe
hemi-inattention. This item can significantly impact functional outcome predictions.

Designing an Effective Cheat Sheet

Creating a useful Nih Stroke Scale Cheat Sheet requires balancing completeness with brevity.
The goal is to provide all necessary scoring criteria in a format that can be quickly scanned.
Typically, a good cheat sheet will include:

Item number and name: Clear labels that align with the standard NIHSS form.
Scoring options: A quick summary, such as "0 = normal, 1 = mild, 2 = severe."
Key instructions or tips: For example, "Test unaffected side first" or "Use a sharp object,
not a dull one."
Common pitfalls: Reminders like "Ignore weakness when testing ataxia" or "Do not
penalize for mechanical problems."

Many clinicians prefer a laminated card that fits in a pocket or can be attached to a badge. In the
digital age, a cheat sheet may also be available as a mobile app or a browser bookmark for
telemedicine  carts.  Regardless  of  the  format,  the  most  effective  references  are  those  that  are
updated regularly and based on the latest guidelines from the National Institute of Neurological
Disorders and Stroke.

Training and Certification Considerations

While a cheat sheet is a fantastic support tool, it is not a substitute for formal training. The
American  Heart  Association  and  other  organizations  offer  certification  programs  that  teach
standardized administration and scoring. Many hospitals require annual re-certification to maintain
competency. A cheat sheet can serve as a memory aid during these training sessions, helping
learners internalize the scoring criteria more quickly. Over time, most clinicians internalize the
core  items,  but  even  veterans  occasionally  benefit  from  a  quick  refresh,  especially  for  less
common  score  distinctions.

Common Mistakes and How a Cheat Sheet Helps Avoid Them

Several pitfalls are common when administering the NIHSS, and a well-designed Nih Stroke
Scale Cheat Sheet can help mitigate these errors. One frequent mistake is failing to test the
unaffected  side  first,  which  can  lead  to  misinterpretation  of  sensory  or  motor  deficits.  Another
issue  is  assigning  a  score  for  limb  ataxia  when  the  muscle  weakness  itself  explains  the
incoordination. A cheat sheet that explicitly states "Score ataxia only if weakness does not account
for the movement" can prevent this error.

Similarly, clinicians sometimes confuse the scoring for dysarthria and aphasia. While both involve
speech, dysarthria is a motor deficit affecting articulation, whereas aphasia is a language disorder.
A cheat sheet that delineates the two can save valuable time. Finally, the level of consciousness
items (LOC questions and commands) can be challenging in patients with intubation or language
barriers. A good reference will  offer alternative phrasing and emphasize that the clinician should
use the most reliable response available.

Using the NIHSS in Clinical Decision-Making

The total NIHSS score is not just a number; it has direct implications for treatment. For example,
patients with a score greater than 6 are generally considered to have a moderate to severe stroke
and may be candidates for more aggressive interventions. However, decisions about thrombolysis
also consider time from symptom onset, blood pressure, and other factors. A cheat sheet that
includes a brief summary of these thresholds can help clinicians contextualize the score quickly.

Documentation is another area where a cheat sheet proves helpful. Many electronic health records



require  the  specific  score  for  each  item,  and  having  a  reference  ensures  that  no  category  is
inadvertently  missed.  In  a  busy  emergency  setting,  it  is  easy  to  forget  to  test  visual  fields  or
extinction, especially if the patient is drowsy. A checklist-style cheat sheet can serve as a mental
prompt to complete the entire assessment systematically.

Adapting the Cheat Sheet for Different Settings

Not all healthcare environments are the same, and a Nih Stroke Scale Cheat Sheet may need
slight  modifications  depending  on  the  user.  For  example,  paramedics  in  the  field  may  use  a
shortened version that focuses on the most predictive items, such as motor function and level of

consciousness. In contrast, a stroke unit nurse might need the full scale with detailed descriptions
for  each  score.  Some  hospitals  create  specialized  cheat  sheets  that  include  location-specific
information, such as the contact number for the stroke team or the door-to-needle time goals.

For  teaching  hospitals,  a  cheat  sheet  can  be  a  valuable  educational  tool  for  students  and
residents. By providing a structured framework, it helps learners develop a systematic approach to
neurological examinations. Over time, they may rely on it less as they internalize the routine, but
it remains a safety net for complex cases.

The Future of the NIHSS and


