___________________________________________

Neurological Assessment
________________________________________________________________________

The Neurological Assessment sheet is used when the physician orders neurological checks. They are performed as frequently and at the same time as vital signs assessment or as ordered by the physician. Postoperative routine involves performance of neurological checks every hour for 4 hours, then every 4 hours for 24 hours, then every 8 hours until discharge from medical treatment facility, or as ordered by the physician. 

__________________

· EQUIPMENT

Neurological Assessment sheet NAVMEDCEN PTSVA 6320/23 (Rev. 09/02) (http://www-nmcp.med.navy.mil/nursing/procman/nptoc.asp#C)

Penlight  

__________________________

· IMPLEMENTATION

· Verify Doctor’s Orders.

· The check sheet will be utilized for multiple days. Enter the date and time at the top of the column for each neurological check.

· Place a check mark in the box of the appropriate observation under the corresponding date and time column.

· Observe for eye opening: 

Spontaneous: Opens eyes spontaneously when examiner approaches.

To Speech: Opens eyes in response to speech.

To Pain: Opens eyes only to painful stimuli.

None: Does not open eyes to painful stimuli.  

· Assess level of consciousness: (See Key on side 2 of check sheet)

Full Consciousness: Awake, alert, and oriented to person, place, and time.

Confused: Disoriented to person, place, and time; shortened attention span.

Lethargic: Oriented to person, place, and time; very slow and sluggish.

Obtunded: Readily arousable with stimulation; appears very drowsy.

Stuporous: Generally unresponsive except to vigorous and repeated stimuli.

Comatose: Does not respond appropriately to body or environmental stimuli.

· Assess verbal response:

Oriented: Oriented to person, place, and time.

Confused: Converses, although confused.

Inappropriate: Speaks only in words or phrases that make little or no sense.

Incomprehensible: Responds with incomprehensible sounds (e.g., groans).

None: No verbal response. 

· Assess motor response for upper and lower extremities: (See Key on side 2 of sheet)

Follows Commands: Patient responds appropriately.

Purposeful Motion: Moves in response to a source not by command (e.g., pulls out NGT); also called localizing.

Withdraws to Pain: Moves in response to painful stimuli.

Abnormal Flexion: Flexion of the arms, wrists, and fingers with extension, internal rotation, and plantar flexion in the lower extremities; formerly decorticate posturing.

Abnormal Extension: Adduction and hyperpronated arms with stiffly extended legs and plantar flexion of the feet; formerly decerebrate posturing.

None: No response.

Strength (0-5): 

0: No movement.

1: Minimal muscle movement- A flicker in an extremity muscle may be noted.

2: Joint movement- Able to drag extremity across bed; no lifting.

3: Lifting movement- Can lift extremity but drops it when touched; no strength.

4: Mild resistance- Can push or pull with some strength.

5: Full resistance.

· Assess pupil size and reaction to light: (See Key on side 2 of check sheet)

Size (mm): The examiner estimates the size of each pupil by comparing the millimeter scale with the patient’s pupils.  Normally, the pupils are equal in size; they may be described as pinpoint, small, midposition, large, and dilated.

Reaction (+ or -): Using a penlight, the examiner shines the light into one eye at a time.  The pupil should immediately constrict with a simultaneous constriction of the opposite pupil.  Withdrawal of the light should cause an immediate dilation of the pupil as well as with the opposite pupil.  Place a plus sign in the corresponding box if there is appropriate pupillary reaction.  Pupillary reaction may also be described as brisk, sluggish, nonreactive, and fixed.

· Write initials in the box at the bottom of the corresponding column.

· Write initials and signature legibly in the Initials/Signature box.  Print name following signature. 

________________________

· COMPLICATIONS

While performing neurological checks, monitor for increased intracranial pressure (ICP), a significant neurological complication: 

· Changes in level of consciousness (LOC): These are the earliest and most subtle changes.  When assessing the patient, more stimulation will be needed to get the same previous results.  Confusion, restlessness, and lethargy are early signs of neurologic dysfunction and continued deterioration to coma is a late finding.

· Loss of detail and orientation: The patient may be able to identify the year and the month, but not the day.  Eventually the patient won’t be able to tell the month, and lastly, won’t remember the year.

· Forgetfulness: The patient knew the reason of admission yesterday, but today can not remember.  The patient asks repetitive questions.

· Restlessness: This is a major clue.  When a patient suddenly becomes restless, it is potentially a neurologic change.

· Sudden quietness: This is a strong danger signal, when a restless patient suddenly becomes quiet.  To assess, provide maximum stimulation.  If only exhausted, the patient will respond and then fall back asleep.  If no response, it is potentially a neurologic change. 

· Pupillary changes: The first and most subtle clue is a sluggish pupil reaction.  The pupils will usually change on the same side as the injury.  In cases of brain herniation onto the brain stem, the pupils may eventually become fixed and dilated.

· Motor changes: The first motor indication of neurologic change is resistance to passive movement.  Motor changes occur on the opposite side of the injury.  Eventually there will be a subtle weakness and the patient’s strength score will decrease.  The patient may then develop pronator drift, a weakness (paresis), and finally paralysis.

· Vital signs: An early compensatory mechanism, called Cushing’s response, consists of a rising systolic pressure, a widening pulse pressure, and bradycardia.  A late sign of neurologic dysfunction, called Cushing’s triad, consists of hypertension, usually with a wide pulse pressure, bradycardia, and abnormal respiratory patterns. 

_________________________

· DOCUMENTATION

· Notify the physician and document in Nursing Notes any abnormal findings.

___________________
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