
Assessing disability in patients with acute 
ischemic stroke
Evaluate beyond the NIHSS

The Centers for Disease Control and Prevention defines disability as follows6

A “yes” response to at least 1 of the following limitation categories:	
•	 Use of an assistive aid (cane, crutches, walker, or wheelchair)
•	 Difficulty performing activities of daily living, instrumental activities of daily living, or specified  

functional activities
•	 One or more selected impairments*

•	 Limitation in the ability to work around the house or at a job or business

AIS=acute ischemic stroke; AHA/ASA=American Heart Association/American Stroke Association;  
NIHSS=National Institutes of Stroke Scale.
*Selected impairments include: learning disability, mental retardation, other developmental disability, Alzheimer’s  
disease/senility/dementia, or other emotional/mental disability.

Deficits considered by the AHA/ASA to be disabling7:
•	 Complete hemianopsia (≥2 on NIHSS question 3)
•	 Severe aphasia (≥2 on NIHSS question 9)
•	 Visual or sensory extinction (≥1 on NIHSS question 11)
•	 Any weakness limiting sustained effort against gravity  

(≥2 on NIHSS question 5 or 6)
•	 Any deficits that lead to a total NIHSS score >5
•	 Any remaining deficit that the patient or practitioner  

considers potentially disabling (clinical judgment is required)

Could any of your patients’ symptoms  
result in long-term disability? 

Can they sit on the edge of the bed? Are they ambulatory?Can they sit on the edge of the bed? Are they ambulatory?
Are they able to hold a conversation?Are they able to hold a conversation?

Consider asking Consider asking 
each patient  each patient  
the following  the following  
questions:questions:

Consider  Consider  
the following the following 
questions about questions about 
each patient:each patient:

Will you be able to return to work as normal?Will you be able to return to work as normal?
Will you be able to perform your everyday activities and hobbies?Will you be able to perform your everyday activities and hobbies?

Do you consider any of your symptoms to be disabling?  Do you consider any of your symptoms to be disabling?  
For example, in patients with hand weakness: “Will weakness of your hand  For example, in patients with hand weakness: “Will weakness of your hand  
affect your daily life?affect your daily life?””

Consider performing  
a disability assessment  
for each AIS patient  
without delaying the time 
to treatment

✔

Recognize the symptoms of stroke, and those that may be easily missed1

Do any of these apply to your patient? 

Other clinical presentations

SYMPTOMS that can be EASILY MISINTERPRETED1

More common symptoms of acute ischemic stroke include2: 

POSTERIOR STROKE can be more  
DIFFICULT TO IDENTIFY4,5

• DIFFICULTY WALKING
• DIZZINESS
• HEADACHE
• NAUSEA/VOMITING
• SEIZURE
• SYNCOPE (FAINTING)

• Hemiparesis, monoparesis, or quadriparesis 
• Hemisensory deficits 
• Monocular or binocular vision loss 
• Vision field deficits 

• Facial droop
• Vertigo
• Aphasia
• Sudden decrease in level of consciousness 

• DIZZINESS
• DIPLOPIA (DOUBLE VISION)
• DYSARTHRIA (DIFFICULTY SPEAKING)
• DYSPHAGIA (DIFFICULTY SWALLOWING)
• ATAXIA (LACK OF COORDINATION)

Ask if symptom onset  
was sudden2

Determine the last time the 
patient was known to be well2

Look for common  
symptoms3
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Considerations when using the NIHSS8,9 
Not all strokes are adequately captured using the NIHSS. Although the NIHSS is a useful tool for rating the level 
of neurological deficit due to stroke, it does not measure all deficits, nor does it fully assess how any deficit 
might affect a patient’s activities of daily living. Use of the NIHSS should not substitute for a comprehensive 
neurological examination.



NIHSS recommendations10

Administer stroke-scale items in the order listed. Record the patient’s performance in each category after 
each subscale exam. Do not go back and change scores. Follow the directions provided for each exam 
technique. Scores should reflect what the patient does, not what the clinician thinks the patient can do. 
The clinician should work quickly and record the answers while administering the exam. Except where 
indicated, the clinician should not coach the patient (eg, by making repeated requests to the patient to 
make a special effort). 

Category Description Score
1a LEVEL OF CONSCIOUSNESS (LOC)

(Is the patient alert, drowsy, etc.)

Alert
Arousable by minor stimulation
Arousable by repeated or strong stimulation
Unresponsive or has reflex responses only

0
1
2
3

1b LOC QUESTIONS
(Ask patient the month and his/her age. Answer  
must be correct.)

Answers both correctly
Answers one correctly
Both incorrect

0
1
2

1c LOC COMMANDS
(Ask patient to open/close eyes and then grip/release  
nonparetic hand.)

Performs both correctly
Performs one correctly
Both incorrect

0
1
2

2 BEST GAZE
(Only horizontal movement tested. Oculocephalic reflex is OK, 
but not calorics. Eyes open—patient follows finger or face.)

Normal
Partial gaze palsy
Forced deviation

0
1
2

3 VISUAL
(Test by confrontation. Introduce visual stimulus  
to patient’s upper and lower field quadrants.)

No visual loss
Partial hemianopia 
Complete hemianopia
Bilateral hemianopia

0
1
2
3

4 FACIAL PALSY
(Ask patient to show teeth/smile, raise eyebrows,  
and close eyes.)

Normal
Minor paralysis
Partial paralysis
Complete paralysis

0
1
2
3

5a MOTOR ARM LEFT
(Extend left arm, palm down, to 90 degrees if sitting  
or 45 degrees if supine.)

No drift
Drift
Some effort against gravity
No effort against gravity
No movement

Amputation or joint fusion

0
1
2
3
4

UN

5b MOTOR ARM RIGHT
(Extend right arm, palm down, to 90 degrees if sitting  
or 45 degrees if supine.)

No drift
Drift
Some effort against gravity

No effort against gravity
No movement
Amputation or joint fusion

0
1
2

3
4

UN

6a MOTOR LEG LEFT
(Elevate left leg to 30 degrees; always supine.)

No drift
Drift
Some effort against gravity
No effort against gravity
No movement
Amputation or joint fusion

0
1
2
3
4

UN

6b MOTOR LEG RIGHT
(Elevate right leg to 30 degrees; always supine.)

No drift
Drift
Some effort against gravity
No effort against gravity
No movement
Amputation or joint fusion

0
1
2
3
4

UN

7 LIMB ATAXIA
(Finger-nose, heel-shin tests done on both sides.)

Absent
Present in 1 limb
Present in 2 limbs 
Amputation or joint fusion

0
1
2 

UN

8 SENSORY
(Use a pinprick to face, arms, trunk, and legs—compare  
left to right. Assess patient’s awareness of being touched.)

Normal
Mild-to-moderate loss
Severe or total loss

0
1
2

9 BEST LANGUAGE
(Ask patient to name items, describe a picture, read  
a sentence; intubated patients should write responses.)

No aphasia
Mild-to-moderate aphasia
Severe aphasia
Mute, global aphasia

0
1
2
3

10 DYSARTHRIA
(Evaluate speech clarity by asking patient to repeat  
listed words.)

Normal articulation
Mild-to-moderate dysarthria
Severe dysarthria
Intubated or other barrier

0
1
2

UN

11 EXTINCTION AND INATTENTION
(Use information from prior testing to identify neglect.)

No abnormality
Partial inattention or extinction
Profound hemi-inattention or extinction

0
1
2

NIHSS=National Institute of Health Stroke Scale; UN=untestable.
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