
Neurological Observation Chart
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Patient changes requiring review

Any of the following examples of neurological deterioration should prompt urgent review by the
supervising doctor:

Development of agitation or abnormal behaviour.

A sustained (that is, for at least 30 minutes) drop of 1 point Glasgow Coma Scale
(greater weight should be given to a drop of 1 point in the motor response score).

Any drop of 2 or more points of the Glasgow Coma Scale.

Development of severe headache or persistent vomiting.

New or evolving neurological signs or symptoms such as:
� Pupil inequality / speed of reaction
� Asymmetry of limb or facial movement
� Seizures

Neurological observations

Frequency: Refer to individual care plan and discuss with medical team daily or each time the patient
is reviewed.

Pain assessment / observations
Frequency:

Any patient receiving new IM / SC / Oral opiates must have BP, P, Resps, Sedation score
and Pain score before each administration and 2 hourly thereafter.
PCA – Obs as above, 2 hourly for 48 hours then 4 hourly thereafter if observations within
acceptable parameters.
Sedation score must be recorded if the patients GCS is not being recorded.
Pain must be assessed and recorded each time the observations are recorded
(even if patients are not on opiates).

Special instructions regarding neurological observations

Pain assessment score
Ask the patient: “Which words best describe
the pain you have when you move?”

No pain 0
Mild pain 1
Moderate pain 2
Severe pain 3

Sedation score
If the patient is on opiates but is not having their GCS
recorded, a sedation score must be recorded. Look at
the patient and decide which of the following apply

Awake 0
Dozing intermittently 1
Mostly sleeping 2
Difficult to waken 3
Normal sleep record as S

If the patient has a PCA / received opiates and resps <8/min +/- sedation score 2 or more:
Contact acute pain team or obstetric anaesthetist.
Administer 15L O2 via reservoir mask.
Dilute 1ml Naloxone (400mcg) with 3ml Normal Saline (=total 4ml).
Give 0.5ml (50mcg) increments until patientʼs resps > 12 and sedation score 0-1.
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