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SKILL
COMPETENCY
CHECKLIST

Neurological Assessment: Assessing Sensory Function

.
Standard Met/Initials Competency Areas

Prerequisite Skills
Understanding of the rationale for completing an assessment
of sensory function

Understanding of how to complete the assessment

Knowledge of expected outcomes of the sensory tests

Knowledge of the importance of sensory dermatomes and
their relevance to sensory function

Preparation
Reviews facility/unit-specific protocols for assessing sensory
function, if one is available

Reviews treating clinician’s written orders for assessment of
sensory function

Verifies completion of facility informed consent documents

Reviews the patient’s medical history/medical record for
•allergies (e.g., latex); uses alternate materials, if appropriate
•history of neurological deficit or disorder

Assembles the following supplies:
•Personal protective equipment (PPE; e.g., sterile/nonsterile
gloves; use additional PPE [e.g., gown, mask, eye protection]
if exposure to body fluids is anticipated)

•Cotton wisp
•Tongue blade
•Tuning fork
•Coin or key
•2 containers; one containing warm water and the other
containing cold water

•Written information, if available, to reinforce verbal
education

Procedure
Performs hand hygiene and dons PPE, as appropriate

Identifies patient using two unique identifiers or facility
protocol

Establishes privacy by closing the door to the patient’s room
and/or drawing the curtain around the bed



Introduces self to the patient and family members and
explains clinical role in the assessment of sensory function
•Assesses patient/family anxiety and for knowledge deficits
regarding the assessment

•Evaluates whether the patient/family requires special
considerations regarding communication (e.g., due
to illiteracy, language barriers, or deafness); makes
arrangements to meet these needs, if present
–Follows facility protocols for using a professional certified
medical interpreter when a communication barrier exists

•Explains the purpose and details of the assessment of sensory
function—that you will be doing simple painless tests
that require a patient response; answers any questions and
provides emotional support as needed

Instructs the patient to close his/her eyes and to keep them
closed until instructed to open them

Assesses tactile sensation as follows:
•Tells the patient that he/she will be touched with an object
and asks him/her to say the word “now” when the touch is
felt

•Lightly touches a cotton wisp to the face, torso, and all four
limbs

•Notes response to each touch

Assesses tactile identification sensation (tests stereognosis) as
follows:
•Tells the patient that a common object will be placed into
his/her hand and asks that he/she identify the object by touch
alone

•Places a common object such as a coin or key in the patient’s
hand; repeats the process for the opposite hand

•Notes the patient’s response

Assesses sharp/dull sensation as follows:
•Tells the patient that he/she will be touched with a sharp or
dull object and asks him/her to identify the touch when felt

•Breaks a tongue blade in half
•Lightly touches the sharp end of the blade on all four limbs;
repeats with the dull end of the blade

•Notes patient response to all touches

Assesses vibration sensation as follows:
•Tells the patient that he/she will be touched with a metal
object

•Asks the patient to identify when the vibration sensation
ceases

•Strikes the tuning fork
•Places the handle of the tuning fork over a bony prominence
on the distal joint of the great toe or the proximal thumb joint
body; repeats the process for the same joint on the opposite
side of the body



Assesses proprioception sensation as follows:
•Tells the patient that his/her great toe or index finger will be
moved, and asks the patient to indicate the direction his/her
great toe or index finger are moved

•Moves the great toe or index finger up and down; repeats the
process for the same joint on the opposite side of the body

•Notes the patient’s responses to all touch

Assesses temperature sensation as follows:
•Tells the patient that his/her hand will be placed in warm and
cold water

•Instructs the patient to identify if the water is warm or cold
•Repeats the process for the opposite hand
•Notes the patient’s responses to all attempts

Instructs the patient to open his/her eyes

Discards used procedure materials according to facility
protocol

Performs hand hygiene
Post-Procedural Responsibilities

Reports abnormal test results to the treating clinician as
appropriate, according to facility protocol

Updates the patient’s plan of care, if appropriate, and
documents the following information in the patient’s medical
record:
•Date and time of patient assessment
•Results of sensory assessment
•Any unexpected events that occurred, interventions
performed, and if the treating clinician was notified

•All patient/family education, including topics presented,
response to education provided/discussed, plan for
follow-up education, and details regarding any barriers to
communication and/or techniques that promoted successful
communication
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