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Acute Stroke Assessment Protocol (ASAP) Tool

The ASAP tool is:

• designed to support fast, safe and effective care for use when assessing all potential stroke patients 

• based on the NIHSS which is a standardised clinical assessment tool for stroke

To access the tool, click on the link from your local intranet page

When all sections are completed, it will indicate a recommendation: 

potential candidate for hyperacute assessment

not a candidate for hyperacute stroke assessment

Keep ASAP tool open whilst contacting the NSW Telestroke Neurologist

At the end of the consultation, print or copy and paste notes into local medical record
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Select “patient 
assessment” for all 
suspected acute 
stroke patients

Select 
“demonstration & 
education” for any 
training activity
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Last known well
Gather as much information as possible from paramedics,
family members or nursing staff (if inpatient). In
unwitnessed events, it is important to consider the onset of
symptoms when the patient was last known well and
symptom free, not when the patient was found to have
symptoms. For example, it can be useful to know that the
patient had woken up, dressed and made breakfast before
calling out for help after collapsing. In this situation, make
your best guess at the last seen well time.

Enter brief summary of
presenting symptoms
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Premorbid functions
Often when the patient arrives in the ED setting, there is limited information about their premorbid level of
function. Gather as much information as possible from paramedics, family members or nursing staff (if
inpatient). If unsure, chose independent options and continue to gather collateral history. This can be
refined prior to a treatment decision being made.
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Higher Centres
Select the patient's level of consciousness and language. Aphasic patients will often not get their age or the month
correct, but it is important to attempt and score these items even when a patient clearly can't communicate or
understand. In patients who are mute and do not follow any commands, you have demonstrated aphasia and this item
should be scored a three. By default, mute patients score a two on the dysarthria item as well.

Enter the patient's orientation and comprehension.
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Eyes
To document your eye examination using ASAP, consider that you are looking at the patient’s eyes. This is broken down
into three sections: visual fields, visual inattention and best gaze. If patient is not following commands, use confrontation
to each side of eye.
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Eyes: visual fields
Click in every quadrant that the patient is displaying visual impairment. For example, if they have a right sided
homonymous impairment click on the left side of the diagram (for both eyes).
Note: if you select an atypical pattern then this will be recorded and no points are awarded in the NIHSS score.

Details of syndrome based on 
your selection

Tick this box for normal visual 
fields
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Eyes: visual inattention
Click in every quadrant that the patient is displaying visual inattention. Inattention or neglect is present when the patient
is unable to detect bilateral visual stimuli. If they are unable to detect any stimulus on the affected side due to visual loss,
the score is normal.

Tick this box for normal visual 
inattention

Details of syndrome based on 
your selection
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Eyes: best gaze
Test horizontal eye movements. Click on the appropriate box for best gaze.
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Motor
Complete the motor and coordination sections for both sides. In patients who do not respond to commands, place upper
limb at 45 degrees or lower limb at 30 degrees. If limb falls immediately, you have demonstrated weakness and score
accordingly. The finger-nose-finger and heel-shin tests are performed for limb ataxia. Only score for ataxia if the findings
are not due to weakness in that limb. If you are unsure, don’t score it.
Score pre-existing symptoms: some patients have pre-existing deficits which can complicate interpretation of the NIHSS
stroke scale score. Your job in this case is to complete the examination as you normally would, scoring for all deficits. In
this situation it is also useful to take a good history, documenting what the pre-existing deficits are so that you can inform
the NSW Telestroke neurologist, as treatment decisions will depend on which symptoms are new.

Tick this box for normal motor
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Sensation
Check sensation on both sides of the face, arms and legs. If unable to respond, check for withdrawl from stimulus.
You score for inattention or neglect if the patient can't detect simultaneous sensation on both sides when the patient has
their eyes closed. Ask patient to point if unable to speak. If they are unable to detect any stimulus on the affected side
due to motor loss, the score is normal.
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ASAP recommendations

Summary
The ASAP tool will recommend a plan of care, either:
Potential candidate for hyperacute stroke assessment; not a candidate for hyperacute stroke assessment or incomplete
assessment.
The NSW Telestroke Service can be contacted if clinical judgement indicates that the tool should being overridden,
detailing rationale as to why patient requires consideration for hyperacute reperfusion therapies.

Review assessment and complete any missing 
information from sections 

or

or

Keep ASAP tool open whilst contacting NSW Telestroke
Neurologist 

For work up as per standard pathways 
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