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INTRODUCTION 
 
The Adult Neurological Observation Chart has been designed as a standardised 
assessment tool. The Chart has been developed to reduce the amount of variation in chart 
design and to improve consistency in assessment skills and interpretation of assessment 
findings. The Chart complies with the Between the Flags program. 
 
The most obvious changes to practice include assessment of limb strength (not movement) 
and the inclusion of a cranial nerve assessment. The cranial nerve assessment is not a 
compulsory component of conducting a basic neurological assessment. However, staff who 
work in neurosurgery or neurology stepdown wards may see it as a function of a more 
thorough examination and staff from general wards may wish to expand their clinical skill set.    
 
The Education Package (EP) has been designed to accompany and complement the Adult 
Neurological Observation Chart. The EP mirrors the flow of the Adult Neurological 
Observation Chart. 
 
 

ALERT / REMINDER 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 

A NEUROLOGICAL ASSESSMENT IS CONDUCTED TO 
DETERMINE LEVEL OF CONSCIOUSNESS 

IRRESPECTIVE OF THE CAUSE OR THE SETTING.  
 

IT IS NOT ONLY FOR USE ON NEUROSURGICAL OR 
NEUROLOGY PATIENTS.ATIENTS. 
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    This GUIDE is in the Chart and  

therefore with you at the bedside. 
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pupil size
Pupil
Scale
(mm)

Facility: _________________________
Adult Neurological 
Observation Chart

(incorporating the Glasgow Coma Scale)

COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE
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                                         total score

Clinical Review	

Rapid ReSPONSE	

Spontaneously	 4

To Speech	 3

To Pain	 2

None	 1

Orientated	 5

Confused	 4

Inapprop. Words	 3

Incompreh. Sounds	 2

None	 1

Obeys Commands	 6

Localises to Pain	 5

Withdraws	 4

Flexion to Pain	 3

Extension to Pain	 2

None	 1

eyes
+	 Reacts
-	 No
c	 Closed
SL	 Sluggish

Right

Left

Size

Reaction

Size

Reaction

Normal power 

Active movement against resistance 

Active movement against gravity 

Active movement gravity eliminated 

Flicker of movement 

No movement

Normal power	

Active movement against resistance

Active movement against gravity

Active movement gravity eliminated

Flicker of movement

No movement
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FAMILY NAME MRN

GIVEN NAME   MALE          FEMALE

D.O.B.  _______ / _______ / _______ M.O.

ADDRESS

LOCATION / WARD

                    

If GCS drops by 1 point initiate a Clinical Review

If GCS drops by 2 or more points initiate a Rapid Response
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 Altered Calling Criteria 

Initials

Assessment
Category 

GLASGOW COMA SCALE
Eyes Open  
(E) 

Assess arousal 

Speak in a clear, strong 
voice.
If nil response to voice 
progress to use of painful 

Spontaneous                    4 Opens eyes without stimulus

To speech                         3

To pain                              2

None                                 1 Record as (C) if closed due to trauma or swelling 

Verbal Response 
(V) 

Assess 
appropriateness 
of speech and 
awareness 

Orientated                        5

respond 
Impaired hearing may affect 
response 

Confused                          4

Inappropriate words      3

Incomprehensible 
sounds                              

2 Unintelligible sounds, moaning or groaning 

None                                 1 No sound or speech at all 
Record as “T” if unable to speak due to tracheostomy or ETT 

Best Motor 
Response  
(M) 

Assess overall 
awareness and 
ability to respond 
to external 

Note: if eyes are 
closed due to 
trauma and the

motor response 
indicates the level 
of consciousness

Give simple command 
e.g. “wiggle your fingers”

respond  
If nil response to verbal
command, progress to use

Record the best movement
response   
Be careful not to 
misinterpret a grasp reflex    

Obeys Commands 6 Follows commands, even if weakly. 

Localise to Pain               5 Moves hand towards source of pain 
Hand should move above nipple line 

Withdraws                       4 Hand or body moves away from the source of the pain 

Flexion to Pain                3

Extension to Pain           2 Extends elbow and internally rotates wrist (decerebrate 
posturing) 

None                                 1

Arms and  Legs 

Assess limb 
strength
 

Move arms/legs laterally on 
bed;   

move limb against your 
resistance

Normal Power               5
resistance 

LIMB STRENGTH 
Medical Research Council (MRC) Scale for Muscle Strength

against resistance         
4

resistance 

against gravity               
3 Active movement of body part against gravity 

2

Flicker of movement    1 Only a trace or flicker of movement is seen or felt in the muscle 

None                               0 No detectable muscle contraction

EYE SIGNS
Pupil Size Compare size with pupil scale Record size of each pupil 

Record reaction to light 

Record as "c" if unable to open eye due to trauma or swelling.
Document a lack of consensual reaction (opposite pupil fails 
to constrict when light is shone in eye) in health care record.

Pupil Reaction Hold eyelid open    
Move small bright light 

side   
Shine directly into eye 

Reaction
Yes + 
No - 
Closed c 
Sluggish SL 

  Testing Method Explanation

stimulus

stimuli 

patient is aphasic,

Obtain the patient’s
attention
Allow time for the patient to

Allow time for the patient to

of painful stimulus

Instruct patient to:

lift limb against gravity;

toward patient from the 

Possible Responses

Active movement

Active movement

Active movement of limb 
with gravity eliminated

Opens eyes to any verbal stimulus

Opens eyes to painful stimulus  

Orientated to person, place and time

Talks but is confused as to person, place and time.
Record as “X” if Culturally and Linguistically Diverse (CALD)

Uses words or phrases that make little or no sense

Flexes arm (decorticate posturing) 

Makes no response even to painful stimuli

Active movement of body part against gravity with full 

Active movement of body part against gravity with some 

Active movement of body part when effect of gravity is removed 

1-8mm                                    

Record separately if 
there is a difference 
in results between 
the limbs

Assessment
Category 

GLASGOW COMA SCALE
Eyes Open  
(E) 

Assess arousal 

Speak in a clear, strong 
voice.
If nil response to voice 
progress to use of painful 

Spontaneous                    4 Opens eyes without stimulus

To speech                         3

To pain                              2

None                                 1 Record as (C) if closed due to trauma or swelling 

Verbal Response 
(V) 

Assess 
appropriateness 
of speech and 
awareness 

Orientated                        5

respond 
Impaired hearing may affect 
response 

Confused                          4

Inappropriate words      3

Incomprehensible 
sounds                              

2 Unintelligible sounds, moaning or groaning 

None                                 1 No sound or speech at all 
Record as “T” if unable to speak due to tracheostomy or ETT 

Best Motor 
Response  
(M) 

Assess overall 
awareness and 
ability to respond 
to external 

Note: if eyes are 
closed due to 
trauma and the

motor response 
indicates the level 
of consciousness

Give simple command 
e.g. “wiggle your fingers”

respond  
If nil response to verbal
command, progress to use

Record the best movement
response   
Be careful not to 
misinterpret a grasp reflex    

Obeys Commands 6 Follows commands, even if weakly. 

Localise to Pain               5 Moves hand towards source of pain 
Hand should move above nipple line 

Withdraws                       4 Hand or body moves away from the source of the pain 

Flexion to Pain                3

Extension to Pain           2 Extends elbow and internally rotates wrist (decerebrate 
posturing) 

None                                 1

Arms and  Legs 

Assess limb 
strength
 

Move arms/legs laterally on 
bed;   

move limb against your 
resistance

Normal Power               5
resistance 

LIMB STRENGTH 
Medical Research Council (MRC) Scale for Muscle Strength

against resistance         
4

resistance 

against gravity               
3 Active movement of body part against gravity 

2

Flicker of movement    1 Only a trace or flicker of movement is seen or felt in the muscle 

None                               0 No detectable muscle contraction

EYE SIGNS
Pupil Size Compare size with pupil scale Record size of each pupil 

Record reaction to light 

Record as "c" if unable to open eye due to trauma or swelling.
Document a lack of consensual reaction (opposite pupil fails 
to constrict when light is shone in eye) in health care record.

Pupil Reaction Hold eyelid open    
Move small bright light 

side   
Shine directly into eye 

Reaction
Yes + 
No - 
Closed c 
Sluggish SL 

  Testing Method Explanation

stimulus

stimuli 

patient is aphasic,

Obtain the patient’s
attention
Allow time for the patient to

Allow time for the patient to

of painful stimulus

Instruct patient to:

lift limb against gravity;

toward patient from the 

Possible Responses

Active movement

Active movement

Active movement of limb 
with gravity eliminated

Opens eyes to any verbal stimulus

Opens eyes to painful stimulus  

Orientated to person, place and time

Talks but is confused as to person, place and time.
Record as “X” if Culturally and Linguistically Diverse (CALD)

Uses words or phrases that make little or no sense

Flexes arm (decorticate posturing) 

Makes no response even to painful stimuli

Active movement of body part against gravity with full 

Active movement of body part against gravity with some 

Active movement of body part when effect of gravity is removed 

1-8mm                                    

Record separately if 
there is a difference 
in results between 
the limbs

GUIDE TO ASSESSMENT OF NEUROLOGICAL OBSERVATIONS
For in-depth information please refer to the Education Package 

  Instructions:
1. Use of deep pain to elicit a response may be necessary 
2. Central stimulus is advocated as the first choice for a painful/noxious stimulus e.g. trapezius pinch, supra-orbital 

pressure or sternal rub (used as a last measure) 
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check the clinical record for advance care directives or alterations to calling criteria  
which may affect whether a clinical review or rapid response call is indicated

OTHER CHARTS IN USE
 Standard Adult General Observation    Neurovascular    Pain / Epidural / Patient Controlled Analgesia    Other _____________

Documentation
	         1.    Write treatment, escalation process and outcome in the clinical record
	         2.    Write date, signature and designation with each entry

Facility: _________________________

Adult Neurological 
Observation Chart

(incorporating the Glasgow Coma Scale)

COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

FAMILY NAME MRN

GIVEN NAME   MALE          FEMALE

D.O.B.  _______ / _______ / _______ M.O.

ADDRESS

LOCATION / WARD

Aura / Premonition (tick)

Is the seizure focal / generalised?

In what part of the body was the seizure first noticed?

Which other part/s of the body were involved?

*Type of body movement: Tonic / Clonic / Myoclonic

Head/Eye Deviation. Which direction (tick)

Respiratory status / colour eg. cyanosis, pallor, flushing         

Pulse eg. Regular, rate

*Post ictal state
Drugs administered (tick)

G.C.S. Score / Altered pupils (during seizure) 
eg. constricted, dilated or symmetrical
Other relevant comments eg. incontinence, oxygen 
administered,injuries sustained during seizure
 	 Initials

	       Yes     No

 Left  	  Right   Nil

	
	
       Yes     No

*Keywords	 Tonic	 - Elbows flexed, arms pronated, legs extended            	
                             Clonic	 - Generalised shaking of all limb/s                           	  
	 Myoclonic	 - Sudden, brief, generalised muscle contractions

	       Yes     No

 Left  	  Right   Nil

	
	
       Yes     No

	       Yes     No

 Left  	  Right   Nil

	
	
       Yes     No

	       Yes     No

 Left  	  Right   Nil

	
	
        Yes     No

	       Yes     No

 Left  	  Right   Nil

	
	
       Yes     No

Post ictal state	 - Drowsy, confused, aggressive, 
	   fear, paranoia

Facility: _________________________

Adult Neurological 
Observation Chart

(incorporating the Glasgow Coma Scale)

COMPLETE ALL DETAILS OR AFFIX PATIENT LABEL HERE

FAMILY NAME MRN

GIVEN NAME   MALE          FEMALE

D.O.B.  _______ / _______ / _______ M.O.

ADDRESS

LOCATION / WARD

if a patient has any one (1) or more clinical review criteria present, you must 
consult promptly with the nurse in charge and assess whether a 

clinical review is needed (REFER TO YOUR LOCAL CERS PROTOCOL)

Clinical Review Criteria (in addition to SAGO chart Clinical Review Criteria)
•	A drop of 1 point on the GCS or the patient is no longer obeying commands
•	Any new onset of limb weakness  (a decrease of 1 or more points on the MRC scale for muscle strength)
•	Any new cranial nerve deficit
•	Persistent severe headaches, vomiting and/or agitation

Rapid Response Criteria (in addition to SAGO chart Rapid Response Criteria)
•	 A drop of 2 or more points on the GCS
•	 Glasgow Coma Scale ≤ 8
•	 Changes in pupil size in association with pupil dilation and / or loss of light reaction
•	 Seizure activity (including focal, generalised and absent seizures)

if a patient has any one (1) rapid response CRITERION present, call for a rapid 
response (REFER TO YOUR LOCAL CERS PROTOCOL)

¶SMRÊ+Î5bÄ
S

M
R

110021

 Altered Calling Criteria  Altered Calling Criteria 

PRESCRIBED FREQUENCY OF OBSERVATIONS

DATE:

TIME:

Frequency Required

Medical Officer Name (BLOCK letters)

Medical Officer Signature

Attending Medical Officer Signature

ALTERATIONS TO CALLING CRITERIA 
(MUST BE REVIEWED WITHIN 24 HOURS OR EARLIER IF CLINICALLY INDICATED)

Any alteration MUST be signed by a Medical Officer and confirmed by the Attending Medical Officer
DATE:

TIME:
Next review due 

Date & Time

Glascow Coma Scale
Clinical Review

Rapid Response

Cranial Nerves

Medical Officer Name (BLOCK letters)

Medical Officer Signature

Attending Medical Officer Signature

REFER TO YOUR LOCAL CLINICAL EMERGENCY  RESPONSE SYSTEM (CERS) PROTOCOL
FOR INSTRUCTIONS ON HOW TO MAKE A CALL

seizure ASSESSMENT chart
DATE

TIME 

DURATION

CRANIAL NERVE ASSESSMENT
Nerves to be assessed

DATE

TIME
R L R L R L R L R L

Olfactory (I)
Ask the person to occlude one nostril at a time with the finger and close the eyes. Present several familiar odours 
such as coffee, cloves, peppermint, or soap and ask the person to identify each. (not routinely assessed)

Optic (II)
Test visual acuity by asking patient to read something (i.e. newspaper, or your badge) or ask the patient 
how many fingers you are holding up. Test by covering one eye at a time and testing their visual fields.

Oculomotor (III)
Test CN III, IV & VI together by evaluating extraocular eye movements (i.e. have patient follow your finger in all 
directions). Test pupillary constriction and accommodation by evaluating pupillary light reflexes using pen torch.

Trochlear (IV)
Evaluate extraocular eye movements.

Trigeminal (V) 
Test motor function by asking the person to clench his/her teeth while you palpate the masseter and temporal 
muscle for firmness. Test the sensory function by testing the sensation to all 3 divisions of the cranial nerve, while 
the patient has their eyes closed.

Abducens (VI)
Evaluate extraocular eye movements.

Facial (VII) 
Test the motor division of the facial nerve by asking the patient to perform voluntary facial movements 
such as frowning, smiling, wrinkling the forehead, puffing cheeks and whistling. Test the strength of 
eyelid closure by asking the patient to hold the eyes tightly closed.  Then try to open the person’s eyes.

Acoustic (VIII)
Test the cochlear portion of this cranial nerve by whispering a word into each ear separately (occlude 
the other ear) and asking them to repeat what you have said.

Glossopharyngeal (IX) 
Cranial Nerves IX & X are tested together. Test cranial nerve IX by asking the person to open his/her 
mouth and say “ah” and see if soft palate on each side rises.

Vagus (X) 
Cranial Nerves IX & X are tested together. Cranial nerve X is also tested by evaluating speech quality.  
Ask the person to say, “kuh, kuh, kuh” and “la, la, la”, and “mi, mi, mi.”

Spinal accessory (XI)
Place your hands on the person’s shoulders and ask him/her to shrug as you apply resistance. 
Inspect and palpate the sternocleidomastoid muscles, noting tone & symmetry. Ask the patient to 
turn their head and touch chin to shoulder as you apply resistance.  Test both sides.

Hypoglossal (XII)
Ask the person to stick out the tongue.  Note symmetry, atrophy, and involuntary movements. 

Key: I = INTACT, D = DEFICIT

Initials
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