
 
 
 
 
 
 

Canadian Neurological Scale - Key Points 
 

 

 Use only for alert or drowsy patients. (for stuporous or comatose patients, use Glasgow Coma Scale). 

 

 Suggestion: use 2 CNS forms, one to record on and the other to refer to instructions. 

 

 Pupils:  Size – with lights on. 

 Reaction-test each eye for response to light, if difficult to assess reaction or pupil response is 

sluggish, reassess with lights off to ensure accuracy. 

 

 Speech: 

 Receptive deficit -difficulty with comprehension or ability to understand. Speech might be fluent 

but patient is unable to follow simple commands or answer correctly. 

 If receptive deficit go to section 2A ( do not assess for expressive deficit and do not complete 1A). 

 Expressive deficit- difficulty with verbal communication (unable to say the word and/or thought or 

cannot say the proper word). 

 

 Motor Function 

  Tester is to assess what the patient can do. DO NOT move or raise patient’s limb. 

 Apply steady pressure for 5 seconds. 

 

 Scoring: 

  Write down the full number i.e. 1.5, 0.5 (to avoid calculation errors). 

 Record side of deficit next to each score (R or L). 

 

 Maximum  total scores:  

 No deficit = 11.5/11.5 

 Expressive Deficit 11.0/11.5 

 Receptive Deficit: 7.5/11.5 

 Lowest possible score 1.5/11.5 

 

 Add the score at the end of the column. 

 

 A decrease of more than 1 point from previous CNS scores is indicative of a change in 

patient status and would require notification of the physician. 

 


