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Abstract

Introduction. The Fugl-Meyer assessment scale for the evaluation of neuro-sensory-motor deficits after stroke represents, by
completeness and adequate folding, both conceptually and methodologically, on the physio pathological and clinical-evolutionary
reality of disability in this type of pathology, a widely used quantification tool for international level and well appreciated in many
works in profile literature.

Materials and methods. From the desire to implement the scale within the neurorehabilitation units in our country, some
correspondence with the right holders of the use of the scale within the University of Gothenburg was initiated in 2019.
Subsequently, the group proposed us to carry out an official translation according to an algorithm for achieving the unitary
translation, agreed and recommended by the official administrators of the standardized forms of the scale, which will be included
on the official website of the respective university along with other translations.

Results. Following the initial steps, a constructive correspondence was maintained with the official administrators of the
University of Gothenburg and in accordance with the mutual agreement, we carried out the translation from English into
Romanian of the specific forms on the official site. The translation included, at the recommendation of the Gothenberg collective,
only the component used for measuring the motor functions for the upper and lower extremities. In addition, Prof. Dr. Roxana
Carare was co-opted in the team of. Currently, the confrontation of the translation version of our team with the one made by her
(forward from English to Romanian) is underway. Within the confrontation of forward translation, different shades of
formulations were found at different levels.

Conclusions. In the later stages, the reverse confrontation from Romanian to English (backward) of the two translated variants is
considered. At the same time, the coordinator of the administrators of the scale of the University of Gothenburg, Prof. Dr. Margit
Alt Murphy, expressed her availability of assistance at all stages of the translation process.

Keywords: Fugl-Meyer scale, stroke, assesment, hemiparetic patients, rehabilitation,

Introduction

Cerebrovascular accidents represent a major cause of
morbidity, mortality and disability in the adult
population. After a stroke, many patients remain with a
serious deficit including motor, sensory and balance,
which affect their quality of life. To quantify these
deficits, various tools have been created, such as the
Fugl-Meyer assessment scale (FMA). It was elaborated in
1975 by Fugl Meyer and his colleagues, who observed
the fact that there was a lack of exhaustive quantification
of recovery progress in patients who suffered a stroke.
The Fugl-Meyer assessment scale for the evaluation of
neuro-sensory-motor deficits after stroke is a wvalid,
reliable, responsive, and widely used standardized
observational rating scale with ordinal data that assesses
the reflex, sensorimotor, balance, joint pain and joint
motion impairment. It represents, by completeness and
adequate folding, both conceptually and
methodologically, on the physio pathological and
clinical-evolutionary reality of disability in this type of
pathology, a widely used quantification tool for

international level and well appreciated in many works in
profile literature.(2)

MATERIALS & METHODS: This paper is a try to
extend the implementation of this scale in the inner
neurorchabilitation units considering literature related
resources (some updated too), aiming to supplement the
assessment tools bundle to be availed; this would
facilitate more complete evaluated cases in clinical
studies. The scale comprises five domains: motor
functioning (in the upper extremities maximum 66 points
- upper extremity (0-36), wrist (0—10), hand (0-14),
coordination/speed (0—6); in the lower extremity
maximum 34 points for motor functioning: 0-28 and for
coordination/speed:0—6); sensory functioning (maximum
24 points), balance (maximum 14 points), joint range of
motion (maximum 44 points, but the less are the points
identified aferent to this item, the better the clinical
functional statement of the assesed patient) , joint pain
(maximum 44 points). The rating is based on direct
functional quantified observation of the motor
performance at each item using a 3-point ordinal scale
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(O=cannot perform, 1=performs partially, and
2 =performs fully). A particularity of this scale refers to
the positive relation between functionality and its partial
and global scores, and considers — very applied regarding
the relation between reflexes evolutiv status and the one
of the motor recovery, including passing trough different
standardised synergies patterns dinamics within the
rehabilitation process. (1,2,4,5) The maximum score
that can be achieved is 226 points. The time to be
performed is about 45 minutes.(1,2,5,6)

Aiming to implement the scale within the
neurorehabilitation units in our country, a correspondence
with the right holders of the use of the scale within the
University of Gothenburg was initiated in 2019.
Subsequently, the group proposed us to carry out an
official translation according to an algorithm for
achieving the wunitary translation, agreed and
recommended by the official administrators of the
standardized forms of the scale, which will be included
on the official website of the respective university along
with other translations.

RESULTS: Considering on one hand its above
mentioned qualities, but on the other its rather
chronophagic paradigm, we proposed, in a previous
work, a splitting of its achievement in each tested by
FMA patient of its specific measurement items between
doctors and licensed kinesio-therapists — preliminary
specific training based. In this purpose, we have initiated
a detailed correspondence with the international
professionals in charge of FMA use.Following the
correspondence with the holders of the right of use and
with those who drafted the standard evaluation form,
although the use is free, we received, on one hand, the
acceptance of using this ladder under the conditions
requested by the respective group of the University of
Gothenburg, and we understood that this scale can also
be used by being broken down into components.
Specifically, the balance section can be opt out (fact even
recommended by the respective group), considering that
grids or scales for this assessments such as Berg is
preferable, which is why in their standardized forms it
does not appear in the Balance section (existing in its
original form since 1975). In the same conceptual trend
we consider, also out of the need to save time to
eliminate as many of the redundancies, that the Pain
component can also be given up for evaluation, existing a
much simpler and specific scale: VAS - Visual Analogue
Scale (including with the variant VRS - Verbal Rating
Scale).  Following the initial steps, a constructive
correspondence was maintained with the official
administrators of the University of Gothenburg and in
accordance with the mutual agreement, we carried out the
translation from English into Romanian of the specific
forms on the official site. The translation included, at the
recommendation of the Gothenberg collective, only the

component used for measuring the motor functions for
the upper and lower extremities. In addition, Prof. Dr.
Roxana Carare was co-opted in the team of. Currently,
the confrontation of the translation version of our team
with the one made by her (forward from English to
Romanian) was realized. Within the confrontation of
forward translation, different shades of formulations were
found at different levels, due to the transcultural
differences, resulting in a pre-final version of translation.
Then, according to the quite standardized translation and
transcultural linguistic semantic adaptation of different
assessment tools, we have proceed to the backward
translation — than achieved by a specialized in translation
company. Currently our complex related endeavor is on
going, i.e. we are now fulfilling the affective final version
of the translation into Romanian of the FMA and
afterword we shall promptly process to the enrollment —
according to all the required Bioethics standards — of a lot
and compassing (10-15 patients) in orther to make a
connected validation of the FMA Romanian version
clinical study.
In purpose to overall accomplish this complex work, we
have also elaborated a guiding synopsis/ design of it:
Study synopsis:

[ ] I. Introduction. Background — including with
the specification of the official administrators of the
Fugl-Meyer Assessment (FMA) scale’s preliminary
approval, and further: proposal to initiate this
endeavor and subsequent related counseling and
support

] II.  Objectives: transcultural translation and
linguistic-semantic adaptation into Romanian of the
FMA scale

] ITII. Materials and Methods

= Fulfillment of recommended — including for previous
such endeavors — steps/ procedures to achieve the
translation into Romanian of the FMA scale, with
its transcultural, semantic adaptation:

- Forward translation into Romanian from English, by
two independent translators good English speakers,
reviewed by a quasi-equal Romanian and English
speaker (living and working in the UK for about 25
years), and re-reviewed by the expert group, among
the authors — thus resulting in the first into Romanian
translation version of the FMA
Backward translation into English from Romanian, by
an independent official translator — a prestigious
company specialized in translations
- 2" revision of the first Romanian version of the FMA

— including with linguistic-semantic check and

adaptations — through crossed analysis by the expert

group, among the authors — including with another
independent quasi-equal Romanian and English

speaker (living and working in the UK for about 25

years) — thus resulting in the second into Romanian
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translation version of the FMA — with linguistic-
semantic adaptations
Initiation of the validation pilot study on hemiparetic

post-stroke  patients, entailing an additional
preliminary revision (overall the 3™ version) of the
into Romanian translation of the FMA — including
with the related linguistic-semantic check and
adaptations — thus resulting in the final into Romanian
translation version of the FMA

Validation pilot study
Enrollment of a lot comprising 15 patients
Fulfillment of the Bio-Ethics preliminary, rigorous,
and complete, related procedures
Patients selection

- Inclusion criteria: post-stroke  subacute,
subchronic or chronic — minimum there weeks since
the acute cerebro-vascular accident (CVA)/ stroke/
brain attack — hemiparetic patients; > 18 years old
inpatients

- Exclusion criteria: poor/ unsteady general health
(including neurological) state, sensory (tactile,
proprioceptive — with related balance and coordination
incurred by cerebellum damages, too —, eyesight
and/or auditory) impairments, marked communication
(aphasia with receptive elements) and/or (even mild)
cognitive troubles, complete or segmentary absence of
(a) limbs/(s), any other matter that could negatively
affect the patient’s collaboration to this kind of
assessment
The clinical-functional instruments used to assess
the enrolled patients with post-stroke hemiparesis:
FMA - the translated into Romanian final version
— standardized protocols for the upper extremity
(UE) and respectively, for the lower extremity (LE);
the modified Rankin scale (mRS — as source of
overall disability status in each recruited patient);
the Barthel index as reference/ ”gold standard” for
the concurrent validity testing of/ with the FMA;
the Montreal Cognitive Assessment (MoCa —

https://strokengine.ca/en/ —
https://strokengine.ca/en/assessments/ —

https://strokengine.ca/en/assessments/montreal-
cognitive-assessment-moca/) for the cognitive state
assessment

Quantified evaluation of the enrolled patients —
including in dynamics — by the above mentioned
scales used, has been performed at admission at
discharge (after about 4 weeks), through the
following test/ re-test approach to assay the inter-
and intra-rater reliability:

Specifically: each patient will be evaluated, at
admission and at discharge, simultaneously (i. e
directly by one and indirectly by the other one) by two
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knower of administering the FMA scale, licensed
kinesi (physio) therapists, independently, during two
days, consecutively; more precisely, one of them will
effectively examine and score the patient through the
FMA scale, while the other one will observe this
evaluation, and based on the respective observation,
will score the FMA scale for the same respective
patient, without communication in between the two
respective examiners neither at the moment of the
assessment, nor later, and their results of the FMA
will remain unknown for each of the two assessors.
The next day the same examiners — i. e. the two
knower of administering the FMA scale, licensed
kinesi (physio) therapists — will proceed in the same
way, but inversing their roles; it will result thus, on
one hand, two scores obtained, for the same patient,
through the evaluation of the same licensed kinesi
(physio) therapist in two consecutive days (intra-
rater assay) and also two independent scores
obtained, consequent to the assessment of the same
patient, obtained by the respective two examinants
(inter-rater assay)

= Statistical analysis afferent to the validation
processing endeavors/ procedures:

e the Svensson method — especially for paired ordinal
data (http://avdic.se/svenssonsmetod.html) -
preferable for objectifying and quantifying the intra-
and inter-rater reliability — will be used to determine
the ‘consensus level (PA = percentage of
agreement) between the first and the second
observation (for each rater) and between the two
different raters (during the same session) ... estimated
for each individual item of the FMA
disagreement between raters ... evaluated by the
Relative Position and the Relative Concentration ...
The Relative Position indicates the extent to which the
distribution of scores from an assessment is
systematically shifted towards higher or lower
categories. The Relative Concentration shows whether
the scores are more or less concentrated towards the
central categories of the scale compared to the other
assessment. The Relative Position and the Relative
Concentration values can vary from -1 to 1, where 0
means no difference between raters. Values outside
the range between -0.1 and 0.1 were considered as
clinically relevant disagreements. The Relative Rank
Variation indicates non-systematic disagreement
caused by individual variability. A value <0.1 means
that the difference is negligible. Statistically
significant disagreements in Relative Position and
the Relative Concentration and Relative Rank
Variation were indicated in cases when the 95%
confidence interval that did not include the value
zero.” (Cecchi F et al. — Transcultural translation and
validation of Fugl-Meyer assessment to Italian.
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DISABILITY AND REHABILITATION
https://doi.org/10.1080/09638288.2020.1746844)

o ‘Intraclass Correlation Coefficient (ICC) for test—
retest reliability’ and respectively, standardized
response mean (SRM) to test responsiveness, and
respectively, Goodness-of-fit index (GFI)- Roman N
et al. (2020). Equal Opportunities for Stroke
Survivors' Rehabilitation: A Study on the Validity of
the Upper Extremity Fugl-Meyer Assessment Scale
Translated and Adapted into Romanian. Medicina
(Kaunas, Lithuania), 56(8), 409

and also, respectively,

o (intrinsic/ internal) validity
- sensibility ...
- specificity ...
- test efficiency ...
o (extrinsic/ external) validity
- internal/ construct validity ("verified relationships
between
dependent and independent variables” —
https://litfl.com/validity-of-clinical-research/)
- Somers (95% confidence interval - c. i.) ...
- Spearman (95%c. i.) ...
- a Cronbach (95%c. 1.) ...
- Kendall (95%%c. 1.) ...
- Pearson (95%c. 1.) ...
(measurement) validity — ‘concurrent validity -
compares measurements with an outcome at the same
time (e.g. a concurrent “gold standard” test result)’ —
https://litfl.com/validity-of-clinical-research/

V. Results — see below
VI. Discussion and Conclusions

CONCLUSIONS: We have a very good correspondence
of the holders of the right of use. We are permitted to use

the protocols free for non-commercial purpose.
Additionally, being strongly impressed by our activity
and they have also written: “If you have an official
translation of the scale in your language done from the
original protocol we are interested to see it and consider
posting it officially on our webpage together with other
translation.”

To be mentioned that the representative of the official
holders of the FMA expressed aalso their kind
availability to assist us along all our above presented
complex academic endeavor.

For the validation clinical study we have chosen to
compare FMA with the Barthel Index and the (Modified)
Rankin Scale.
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FMA-UE PROTOCOL

FUGL-MEYER ASSESSMENT o:
UPPER EXTREMITY (FMA-UE) Date:
Assessment of sensorimotor function Examiner:

Fogl-Mever AR, Jovsko L, Leyman I, €

Fushabitation Madisine. Universiy of GotFenburg

1 5, Steglind 5: The posi-sirake hewplegic potieat. A meiwod for evatuaion af phys oo’

|

penfranmnce. Scamd S o 1a-a1.
A. UPPER EXTREMITY, sitting position
I. Reflex activity -

Flexors: biceps and finger Rexars (at least. one)
_Extensors: rs. irceps

Subtotal | =

none | can be elicited |
[ 2

L Volitional movement within Synergies, without gravitational help
Flexor synergy: Hand from

Shoulder refraction
contralateral knee to ipsilateral ear. Sevation
From extensor synergy (shoulder abduction (90°)
adduction/ internal rotation, elbow extesnal ratation
extension, forearm pronation) to flexor Elbow Sexion
synergy (shoulder abduction/ extermnal Forsarm supination
ratation, elbow fexion, forearm ucticia M P ittty
supination) | Shoulder  adductoniintemal rotation.
Extensor synergy: Hand fram | Elbow extension

ipsilateral ear to the contralateral knee Foreanﬂ.--'mnilm |
. Subtotal 1] (max 18]

o?hlndnhum-m‘an‘lr pma:m
hand behind ant s L 3up liac spine (wi compensation)

. hand to Iumba‘.lg‘lrn {withdilat ¢ mE!nullnnJ

Shoulder flexion 6°- 90° | inmediate abd ot o elbow fleon

elbow at 0° abduction or elbow MExion durifig fovement

pronation-supi o* flexion $0°. no shoulderabaition or elbow flexion

Prunnl}an-;upiruuon no pronation/supsnation, staning position impossibie

| Hand to iumbar spine | cannot perorgy;
hand on lap

e‘:w A =k1
e R G eI O

V. Volitional movement with littie or no synergy

| Shoulder abduction 0 - 90°
elbow at 0*

immediate supination of elbow flexion
supination or elbow lexion during movernent
abduction 90*, maintains extension and pronation

immedials abduction or elbow Rexion
abduction or elbow flexion during movement
flexion 1807, no shoulder abduction or elbow flexion

Flonaljnm'suplniuan MO PAONANON/SUpInaon, naﬂmg position impossitie
®ibow at limited pronaticn/supination, maintains start position |
sition

snwlr.i:ra( 307- 80" fexion full pronaben/supination, maintains staring po
Subltctal 1V jmaa 81 |

V. Normal reflex activity sssessed only If full score of 6 paints is achieved in | 0 (V), = T
| part Iv. campare with the unaftected side hyper 2 e
biceps. Z of 3 reflexes markedly hyperactive or O ponts in part IV 0
finger ﬁ.""‘“"m;”' 1 reflex markedly hyperactive or at least 2 reflexes lively 1|
maximism of 1 reflex lively, none hyperactive | =2
Subtotal V gmax )
Total A (w35
FMA-LUE PROTOCOL Rshabiltation Madice, Linkersity of Gethenburg
\ B. WRIST support may be provided at the elbow to take o held the startng [ partial | full |
2 ; |
elbow at 80", forearm pronated 1 |
shoulder at 0° 2
Repeated dorsilexion [ volar flexion ]
elbow at 90°, forearm pronated limited active range of mation 1
shoulder al 0%, siight finger flexion full active range of mation, smocthly 2
Stabllity at 15‘ dorsiflexion less than 15* aclive dorsiflexion [
elbow at 0%, forearm pronated dorsiflexion 15°, no resistance folerated 1
slight shaulder flexionlabduction maanlains dorsiflexion against resisiance 2
Repeated dorsifexion / volar flexion cannol perform velitionally o
elbow at 0°, forearm pronated limited active range of motion 1
|_slight shoulder Aexion/abduction full active range of motion, smoothly | | ____2__
Clreumduction cannot | perform \'Ollllunﬂllj' o
elbow at 50°, forearm pronated jerky movement or incomplete 1
| shoulder at 0° e :olﬂplel! and smoath circumduction | 2
Total B jmasz 1m |
C. HAND suppart may be provided at the elbow 1o kgep_Qﬂ_" flexion, no supportat | o0 partial | full
the wrist, compare with unaffected hand, the obiects are interposed, active grasp |
Mass flexion |
from 11.|II al:llu! or passive enmmn e 1 2
| ‘Mass extension | A« GOres
| from full active o passive flexson A’EPJKE,‘(\ 9 ! 2
| GRASP InT e A
|"a. Hook grasp ed % o o | 1
flexion in PIP and DIP (digits 11-\), = oSt ﬁqﬂ 1
| extension in MCP I1-W st resistance 2
|'b.Thumb adduction | B D | ]
| 1-st CTMC, MCP, IP &1 0°, scrap of paper r:an‘ﬁ'u]ﬂ'vapnr ut}mt against tug 1
| between thum 2-nd MCP joint can Fioldpa it ag8inet 3 tug 2
c. Pincer gra: position canncd be performed ['] S
| | pulpa of the thumb against the pulpa of | can hold pencil but not dfainst tug 1
;’ | [Canhidld fEncl el ) infealhilsnh il
3 ar gras, i m beperor “ 0 [P ]
cyfinder Shagd GLEL{§all E3n) -Ear 5013 s né‘ag ins e RN
1ﬁug upward, oppasition of thumb and can hold eylinder against a tug 2
| fingers P iy
©. Spherical grasp cannot be performed o B
fingers in abductionMexion_ thumb can hoid ball but not against tug 1
opposed, lennis ball, tug away can hold ball against a tug 2
Total C jmax 14
[ D. COORDI® COCIRDINRTIOMSPEED sitting, after one ral with both arms, eyes |
o tha Inde, ol marked | slight | none
tip x finger from knee fo nose, 5 times as fast as possible
I‘nmar at least 1 campleted movement 0 1 2 |
(Dysmetria | proncunced o unsystemalic 0 T
atleast 1 completed sl-wl and systematic 1
|_movement no dysmetria | 2
- — z6s - 58 <75
Time at least & secands slower than unaflecied side o 1
start and end with the | 2-5 seconds slower than unaffected side ! 1|
| hand on the knee less than 2 seconds difference H
Total D jmax s
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- - .

TOTAL A-D tmar e |

Fohatiitaton Medscing. Unsersily of Gomonourg

|H. SENSATION, u upper extremit thesia I
y hypoesthesia or
| eyes closed. compared with the unaffected side srisslhvsin dysesthesia 3!
Li upper arm, foreanm 0 1
ol touchy I palmary surface of the hand ] 1
less than 3/4 34 correct or
correct or considerable
— absence | difference r
Position shoalder 0 [ 1 2
small alterations in the :"':;“' - ! g
l i | thumb {IP-jaint) - o_ SR | 2

Total H (maxi2) |

J. PASSIVE JOINT MOTION upper extremsty
smmg position, compare with the unallect!d side

|

J. JOINT PAIN during passive
motion, upper exlre-mn!y

only few
degrees

fless than 10% in
| ahoulder)

decreased

Shoulder

Flexion (0* - 180%)

Abduction (0°-90%)

External rotation

| Internal rotation
Elbow

narmal

pronounced pain during T
movement of very marked | some | no
pain at the end of the pain pain

cooco
MMM N

Flexion

oo
L]

oo
[XT)

[Wrist

0
0
0
]
o
0
L]
[]
1]

| Total jmax 24y

Tyt
R

o

1]

o7l
J |

Total ymax 243

lA. UPPER EXTREMITY

| B.WRIST

o
n4

C. HAND
D. COORDINATION ! SPEED |

s

LI'O‘I‘AL A-D (motor function) [

H. SENSATION

o PASEWE JOINT MO“ON

J. JOINT PAIN

Fig. 1.Fugl-Meyer assessment scale upper extremity (3,4)




FMA-LE PROTOCOL

Rehahiltation Medicine, University of Gathenburg FMA-LE PROTOCOL Renatanation Meoicine, University of Golhenturg

none

F. COORDINATION/SPEED, supine, after one trial with both legs, eyes

Subtotal V' {max 2)

Total E imax28

'ﬂ

extremity(3

Fig. 2 Fugl-Meyer assessment scale lower
4

Fig.5. Hand coordination
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FUGL-MEYER ASSESSMENT 1D: closed, heel to knee cap of the opposite leg, & times as fast as possible pked | 2o |
: | - = |
LOWER EXTREMITY (FMA-LE) Date: [rammor = o " : . = T
iner: i pronounced or unsystematic
1ent of imotor function Exam _ . Dysmetria il bt [ v
Fugl-Meyer AR, Joabo L, Levaran I, € ¢ Stegding & The post-strode hemiplegic potient. [, method for evaluation of physicn! - | 5 chyarmaiein B | 5
performence. Seaud J Rebabil Med 1975, 7:13-31. L= TN | z6s Z-8s | <2
Time 6 or more seconds slower than unaffected side 0
S - —— :!art and end with the 2-5 seconds slower than unafected side 1
| E. LOWER EXTREMITY and on the knee | less than 2 difference I 2
I. Reflex activity, supine position Tobal F men I
Flexors: knee flexors - — L = = =
: patellar, achilles (at least one) = —| H. SENSATION, lower extremily hypossthesia or
Subtotal | (max 4) eyes closed, compare with the unaffected side anesthesia dysesthesia normal ‘
— — =1 =] 7 ; o leg I o T 7 t —
il. Volitional movement within synergies supine position | none | partial | full_ el foot sole | o 1 . 2
Flexor synergy: Maximal hip ﬂe:gon ip flexion o 1 2 loss than 374 24 Sorect o correct 100%,
abdh, rotation) flexion in | Knee flexion 0 1 2 correct or considerable little or no
knee and ankle joint (palpale distal tendons to Ankle dorsifiexion 0 1 2 :
ensure active knee flexion) l ——— e 5 i T
P —= Position |he 1 2
he h 2
Extensor synergy: meelemr s?-nerz‘:!:’:me P Hip extension g : 5 1) alterations in the :nr:(; ,.<-—- N g : g
dduct e e
plantar flexion, Resistance is applied to ensure S o 1 2 Posiion great toe {IP- pmllg - 5 [e] { 1 | 2
active muvemanl evaluate both movement and Knee extension < 9— - = | 1 ——
with the side) o~ GArWes plntarfiedon | o | 1 | 2 | of G \2 Total H (maz)|
o ) e U_,} ubtotal Il (max 14) i bl B = alad N —_— | S—
foF 2 _ ] I. PASSIVE JOINT MOTION, lower extremity J. JOINT PAIN during passive
| Il Volitional t | none | partial | full supine position, compare with the unaffected side _| motion, lower extremity
| sitting position. knee 10cm from the edge olthe M | = :ﬂly few decreasgg_{ wrmal pronounced pain during some | no
Knee flexion from [ no active mation  \ 24, 4§’ a.;, nog 202 0 3 (:E:En-e:: ;ﬂm:l‘::—y marked pan | pein | pein
actively or passively | less than 90° active Iendons of hamstrings 2 = Toxion T e e 5 STERASTI,
extended knee | mere than 50° aclwe'hu‘lnn; sy g\ujp' Cid.;q.;a:' B d R GS [_EI\I I VEn R g T 15
"Ankie dorsifiexion | no active motion — 0 ﬁ’:‘ﬂ'ﬂ-"“;; L o "» A 3
cempare with Iunled dorsrﬂex-cm lemal m on o 1 o -
P s Knee  Flexion 0 1 z [] 2
B o U stma?‘m i-m *\, | - Exiension ] 1 2 0 2
¥ “_‘ o) Ankle Dorsiflexion 0 2 ] z
’—7 Plantar fle:
| V. Volitional movement with little or no synergy — P__ma!"o . adon g : ; g 2
jposition, hip at 0° _Supination H | ¢ c . g
| Knee flexion to 90° | no actve motion o immediate, simultaneous hip flexion 0 & Total PR =
| hip at 0%, balance less than 90° knee flexion andior hip flexion during movement 2 otal (max 20y
support is allowed at least 50° knee flexion without simultaneous hip flexion - — S = =
I T — E. LOWER EXTI
| Ankle dorsiflexion | no active motion o , ERMTY 28
compare with limited dorsiflexion 2 F. COORDINATION / SPEED 5
i side piri] A, )
[ - S0t TV (max 4) TOTAL E-F (motor ) | 14
R
V. Normal reflex activity supine pasition, assessed only if full score of 4 Bk | Chvaty £ | ormmad H. SENSATION n2
points is in part IV, pare with the side i L PASSIVE JOINT MOTION | =0 |
Reflex activity 2 of 3 reflexes markedly hyperactive L] 2 J. JOINT PAIN [
knee flexors, 1 reflex markedly hyperactive or at least 2 reflexes lively — 2o
atellar, Achilles, [ maximum of 1 reflex lively, none hyperactive 2




Fig.7. Extensor, flexor synergy

Fig.8. Knee flexion, ankle dorsiflexion




Medicind de Rocipe 22 din Garbang (Gothenburg Unwersity)

PROTOCOL de EVALUARE FUGL-MEYER [EFM)
~ EXTREMITATEA SUPERICARA [E5)

EVALUAREA FUGL-MEYER Identitate Pacient:
EXTREMITATEA SUPERIOARA (EFM-ES) Data:
Evaluarea functiei senzitivomotorii Examinator:

11, remon | @M 5. Sneghmd 80 T prost-stroke hewaipegic pranient, A mesihond for evitwtron of physiom!
Fohabd e 1975, 71331

Fogl-Meyer

penkn

A. EXTREMITATEA SUPERIOARA, in pozifie sezand
I. Activitate reflexa absenta poate fi
provocats
Flexori: biceps i flexon degete (cel putin unul) 0 F]
Extensori: triceps = o 2
Subtotal | (max 4)
Il. Migcare voluntara in cadrul sinergiilor, fara ajutor gravitational | absenta | parjiala |compieta |
Sinergla de flexie: mana (dusa) 02 @ |imae retroductie 0 | 1 | 2
genunchiul contralateral la urechea | sidi | 1 2 |
ipsilaterala. De la sinergia de extensie o 5 (] 1 2 |
(adductie/ rotatie interna umar bikcsie {00 ) ° [ 1 >
extensie cot, pronatie antebral) la | refajie exierna o : 2
sinergia de flexie (abductie/ rotatie ot Beie -
externa umir, flexie cot, supinatie niebral supinatie ] 1 | 2
antebrat) mar adductie/rodalie internd o | 1 2
Sinergla de extensie: mina dusd de ot extensie o 1 2
la urechea ipsilaterala la genunchiul tetral pronatie o 1 2
| contratateral - |
o Subtotal Il (max 18) | i
\ HI. Migcare voluntara combindnd sinergille, fara compen absenta | partiala | P
Mana (dusa) la nivelul Fu poate performa sau mana este in fata 0
i mea de) spinei llace antero-superioare
este in spatele {fposterior de) spinel Siace 1
frana in paals antero-superioare (fara compensare)
mana (dusd) la nivelu coloanei lombare (frs 2
R — gompensare]
Flexie umar 0"-80° abductie imediala sau flexia coluln o ==
fcot ka 0° Bbductie sau flexia cotului in timpul mobilizarii 1
pronatie-supinatie o° Pexie 90°, f8ra abductie umar sau Nexie cot 2
Fronatie-supinatia ra pronatie/supinatie, pozibe de start o | T
ot Ia 80° posibila
uarriar ba ronatie/supinatie imitatd, mentine pozitia de 1
start
pronatia’supinalie completd, mentine pozilia de 2
S o
~ Subtotal 11l (max &) |
IV. Miscare voluntard cu sinergie scazuta sau fara sinergie | absenti | par o
A nergie absenta | partiald | completa
Abductis umar 0°-807 Fupinafie sau flexie de cot imediata S £
it la 0”, supinatie sau Pexie de cot lin timpul migcisi 1
ebrat neutru ___ mbductie |a 80°, mentine extensia s| pronatia I 2
lm-ugmr 907180 E:uqne sau flaxie de cot imediata e | -
la - o uctie sau flaxie de cot in timpul miscarii
ronatie-supinagie 0 Mexie 180°, 13ra abductie de umir sau flexie de 1
ot 2 |
B N Ea——
- — c — = e o | o
[Pronais/supinatie Tara pronflie/supinatie, pozitie de start [ 9
kot ta0” jmposibila 3 ; | ; 1
F:nar ta 30"80° Pexie pronafielsupinatic limitatd, mentine pozitia de |
start | |
pronajie/supinalie complete, meniine pozilia de 2z |
start - I
IS E Subtotal IV (max 6}
V. Activitate reflexd normalé: este evaluatd numal daca se obfine un vii | normale

hiperactive

cor complet, de 6 puncie. in partea |\, se compard cu partea neafectatd 0

" 2 dn 3 reflexe marcat hiperactive
Bicipital, tricipital, sl 1 reflax marcat hiperactiv sau cel putin 2

flexodilor degetelor i
raflexe vii 3 2
maximum 1 reflex viu, nici unul hiperactiv
Sublotal V (max 2) |
Tﬂilmlﬁ}_ = —
B. INCHEIETURA MAINII (articulatia pumnuluif radio-carpiana) absenta | partiala | completa
susfinerea acesteia poate fi efectuath la cot pentru a lua sau sustine pozifia de
start, f3ra sustinere Ia nivelul Inchebeturii mainill pumnuiul, verificali amplitudinea) |
de migcare pasiva inainte de testare —
tabilitate la dosiflexie 15 ral putin de 157, dorsflexie activa 0
kot ta 907, antebrat pronat Horsiflexie 15°, 1ara rezistentd
mar ta 0° mentine dorsiflexia impotriva 1 &
L rexistentel L
Dorsiflexie’ lexie volard repetati nu poate performa voluntar o |
kot la 907 amplitudine de migcars active
pntebrat pronat imitata 1
lmar ka 07, amplitudine de migcare actival | 2
usoara fNexie digiala __comgpietd, efectuabda lin bine | |
Stabilitate la 15" dorsiflexie o fmail putn de 157, dorsifiexie actival [} |
kot ka 0%, antebral pronat Idorsiflexie 15°, frd rezistentd
usoard flexiafabductie umar mentine dorsiflexia impotriva 1
| pezistaniel N | S, R .
iflexie/flexie volara repetatd jru poate performa woluntar /]
lag”, lamphtudine de migcare activa
tebrat pronat fimitata 1
ra flexie/abductie umdar ampitudine & miscare activa 2
3 il linf bine:
ircumductie 0 I
kot ta 907, miscare sacadatd/ spsmodical
laniebrat pronat tremuratoare sau incompletd | B
jurmar la 0° [circumductie complet si lind/ | | 2
line efectuata { |
Total B imax i0) | .
C. MANA.: sustinerea poate fi efectuatd |a cat peniru a mentine 90" flexie, | pe. oo portinih | compless

fara susfinera la nivelul incheleturii mdinil’ articulatiel pumnulul, se compard cul
ména neafectats, obiectele se interpun, prehensiunel pri activd

Flexie globala/in bloc i 0 ” 2
din pozitie de exiensie completd activa sau

Exiensie globald/ in bloc 0 1 2
birl pozitie de flexie completd activd sau pasiva

pagivi |
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iPréhliullﬁn.’ prindere
@a. Prehensiune/ prindere in cirlig
fexie in anticulalile inter; gl
distale (degetele 1-V), extensie in
rhelacarpufalangiene v

pu poate performa I

proximale simentine pozijia dar slab

articulatiile [nenlm pozijia impotriva |
ezisteniei I

b. Adducio police
nima articulalie caropometacarpiana,

u poale §i performats
ate tine hirtia dar nu
Jmootriva ragerii aceasteia
oate fine hartia impotriva forei

de lragere a acesteia

upoate fi periormata | g
ate line crelenul dar nu |

mpaotriva tragenii acestuia
ate fine creionul Impatriva |
rtei de tragere a acestuis

E: ngiana, interfalang laD
ucata de hartie intre police si a doua

iculatie metacarpofalangians

Pensal prindere cleste, opozifie puipa
licelul fat de pulpa degetului 2, se trage in
S un crelon (finut de pacient Intre: degetele
espective —n, n.)

- Prindere/ pensa cilindru

ect de forma cilindrica (cana mica)
rasd in sus dintre police aflat in opazitie
degetele

poale pertforma |

poate fine cana dar nu impotriva|
rageri de aceasta
egete in abductieMexie, police in i i i
i i, Dale fine
zitie, minge de tenis, trass in afard mpoln‘\la ;:mz:aar:’u 7
asta

te tine cana Impatriva forjei
ipoate tine mingea fmpatriva
. s - Jortei de !ragzlg_acesbein

. Prindare sferica e —

U poate performa

tragere a acesieia
_Total € 14
rnﬁbﬁmm_"—  dupa o lestare fa (nn) |'
€ pozife sezind, dupa o testare Ia
ambele brate (membre Supericare ~ n. n.), ochil inchisi, varful inﬂu:uuun([:.:ﬁ::asau

de la genunchi la nas, de 5 ori cat de rapé sibil

Tremor I[laJ cel putin o migcare finalizaty B
Dismetrie - n e siste man

I pranuniats I I
:;I'{mhn {12) o migcare usoars ‘:uu s:;;:::czﬂam

pleti o |l.llri dismatrie
Timp———— T i
[ b I musit, mai lent decat in pariss

Tncepere giterminare cu ngal!:te::‘“ 58U mai mult, mai lent decat in parea
mana pe genunchi

Cu 2-5 secunde mai lent decat in artea ne,
A afect,
) _Il_cu Ml putin de 2 secunde dilenenpba A

_Total D jmax g

- SENSIBILITATE, extrernitatea superiaara. TOTAL AD {mex e[ -
ochil inchisi, comparativ cu partea neafectata Anastezie mﬁ'."“ nomal
Alingers uyoart :::bra: faja i i - i —_—

-_— 3 1a1a palmara & maindi o ] b F] l

el pulin @ | coresi— 2 {
| evcomcts | saudiferonts | difensnts ik
_ g considerabila sautira |
R S diferants
- 2 i g 2
Pozitie L':" g 1 | 2
e uRoareale heietura mini (articulaya 5
pumnuluif radig-carpiana) 0 1
jpolice {articulatia 0 1 2 |
interfalanglana) > = _
Total H (max12} J

1. MOBILITATE ARTICULARA PASIVA exremitatea . DURERE ARTICULARA in timpul I

supeficara, pozitie sezand, parafiv cu partea Aril pasive, e:dramitalga superioard
cateva grade | durere pronuniata in timpul
(mai putin de 10" scazuld normald | migcanil sau durere foarte | durere | fard
in umar) marcatd la sfarsitul migcani | usoard | durere
Umar T == ‘ I
[Flexie (0° - 180°) o 1 2 0 1 2
Abductie (0°-90%) 0 1 2 0 1 2
Rotatie externa ] 1 2 o 1 2
Rotatie interna ] 1 2 | 0 1 ]| 2
Cot ]
Flexie 0 1 2 0 1 2 |
[Extensie 0 1 2 0 1 2
lAntebrat )
[Pronatie ] 1 2 0 1 2
inaf 0 1 2 0 1 2
Incheietura mainii T l
farticulatia pumnulul/ | 1] 1 2
radio-carpiana) | ] 1 2
Flexie 0 1 2
[Extensie 1] 1 2
[Degete o
Flexie 0 1 2 0 1 2 |
| ] 1 2 0 i ]2
Total (max 24) Total (max 24)
A EXTREMITATEA SUPERIOARA ni
B. INCHEIETURA MAINII {articulafia pumnului’ o
radio-carpiand)
C. MANA n4 |
D. COORDONAREVITEZA ]
TOTAL A-D (functie motorie) 56
H. SENSIBILITATE n2
1. MOBILITATE ARTICULARA PASIVA 124
J. DURERE ARTICULARA 4

Fig. 9. Fugl-Meyer assessment scale translated from
English to Romanian (forward)- upper extremity
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PROTOCOL de EVALUARE FUGL-MEVER [EFM]
~ EXTREMITATEA INFERDDARA [E1)

EVALUAREA FUGL-MEYER
EXTREMITATEA INFERIOARA (EFM-EI)
Evaluarea functiei senzitivomotorii

Identitate Pacient:
Data:
Examinator:

Kl Mo AR s 1, €20
pevformance. St Behabd Ve 197

EXTREMITATEA INFERIOARA
Activitate reflexa, decubi dorsal

Seypland S Tlor punnt-ssr sk hemipheggsr pationt. 4 methend for o sficatios o pysvcad

_[ “absenid |

Flewori: flexerii genunchiulul (roccepsy de tripls Nexe intepaturd In lalpd - n n

poate fi

Extensori lullllani‘_iliaﬂ {cal putin unul) g §
B = Subiotal | (maxa) T D
Il. Miscare voluntard in cadrul sinergilior decuts gorsal i | 1
Sinergia de flexie: Floxie mama a o T —(imt | parjel pomplett
soldulul [abduckeirotatie exlerna), | Sald fewe
fexie maximd in articulatile | Genunchi fexia L ! 2
genunchiubui 5i glezne| (se palpeaza | b : s
| distal lendoanets pentru a se asigura Eng e a 1 2
de flesia activd & genunchiului),
:invmla de extensio: De |8 sinergia de - -
exie pand la extensiaadductia soldulil, | Sold
extensia genunchiului sl flexia plantard & :;I:uﬁ;e 0 1 2
gleznel. Se aica rezilent3 peninu & | Ganunchi prvsacsi g H H .
5@ asigura de miscarea activa, de
evalual atit miscarea cit 5i forta | Gheend fuxie plantard o 1 ?
| {comparativ cu partea neafectats)
- Hisca — a — Subsckal Il (max 14) | R
L re voluntard combindnd sinergiile, sexut, genunchi | absenta | parfiala
_Em de marginea patuluiscaunului o Sy e kg
Flexia genunchiulul de i Tard migcare actva = [ D
@enunchi exting activ sau pasiv | Nexie activd mai putin de 807, se palpeazs
| tendoanele ischisgambierilor (hamstrings™} 1
I fexie active mai mult da 90°
Dorsifiexia gleznel in_ | B8 miscare activa I —2
comparatie cu partea neafoctats| dorsifiexie mitats ° 1
— darsiflexie compilets 2
I === Subtotal 1l {max 4) I = ]
- Migcare voluntara cu sinergie scazuta sau fara sine
Flaxia genunchiulul 1a 80" ri megcate acliva sau Nexie imediats
$0ld ia 0, sprifirul pentry echiibry | simutana 3 scidulyi i
este permis flexia genunchiului saulsi flexia Solduiui mai
putin de 90° In timpul migeari 1
flexia genunchiuiul cal pulin 507 fars fexie
simultand a soldului *
[ |¥ara miscare activa === 5 - T
Jm camparatie cu partea mbﬁta!ac!dnrulﬂexie limitats ¢

darsiflexie completd |
4

Subiokal IV fmax 4)

B

V. Activitate reflexi normall din decubit dorsal. aste evalata numal

e e e e e e e B . 50 S o P | Wperective

reafectata
= '

Activitatea refaxs 2 din 3 reflexe marcat niperactive a

Aemori |7 refex marcat hiperactiv sau minimum 2 reflexe vii | 1

genunchiuis, |
patelar, achilian maximum 1 reflex wiu. nici unul hiperactiv

Sublotal WV {max 2)
Toral € (max 268}

provocatd |

F. COORDOMNARE/ VITEZA_ In decubit dorsal, dupa o festane cu
et
=5

picioare. ochii inchisi, calcaiul ia rotula membruiul inferiar de parne

. de 5 ori cat de « sitoil s L =
(la) cel putn o miscare finaizata 5 I o Fy | z
o S Pronuniats sau nes = o I |
Ugomra 5l =stemanica 1 |
| fara disrmetrie 2
| [ | =% | == |
Time T [ou minim & secunde mai incet fata oe partes [ T 1
[incepere 3 terminare  fraatacists |
U mdna pe geaunchi 2-5 secunde mai incet fata de pariea neafeciata | 1 | %

renta mai mica de 2 secunde

Total F mas o)

H. SENSIBILITATE, cxremtatea infarioar,
Inchisi, comparativ cu partea

= Fiposateie seu |
i e chsestesie |
| Atingers usoars | RS

e soid E
alterar uscare wenrunchi 2 -
ale poziei glezna | = =

haluce (arscutaga insertatangiana) a 1 | 2

Total M (max12) |

TMOBILITATE ARTICULARA PASIVA.
n decubil dorsal, comparativ cu partea neafectats

3, U. DURERE ARTICULARA in timaut

obilzans pasive, extremitatea inferioara |
I [doar citeva grade | scazuia | nonmais | durere pronuniatd in tmpal | durers | |
(=107 in sold) | mizcam sau durere foane | usoara |durere
| marcatl la sfarsitul migcan |
Soid
Flexie o 1 2 | o ® 2 |
Abductie o 1 2 o + 2 |
Fotape extems o ] 2 o b 2
Feotape imMerna | o 1 | = o 1 2

Benunchi | | T T T ]
Eeuie 0 1 2 | 1 2 |
Edensie | o | 1 ]2 | o 1 |>2
Glezna I ]
rsaflexie o 1 2 0 | 2
Flexie plantard 0 1 2 0 2
iclor I 2 |
ronatie ] 1 2 ] | 1 2
upinalie [] 1 2 | 0 1 2 |
[Total (max 20) [Total (max 20) ]
E. EXTREMITATEA INFERIOARA s
F. COORDONARE/ VITEZA |
TOTAL E-F (functie motorie] 34
H. SENSIBILITATE nz
1. MOBILITATE ARTICULARA PASIVA 20
J. DURERE ARTICULARA 20

Fig. 10. Fugl-Meyer assessment scale translated from
English to Romanian (forward)- lower extremity
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FUGL-MEYER ASSESSMENT PROTOCOL [FMA]  Rehabtalion Modicine, Univarsty of Gathensarg (Gaihenburd

University)
~ UPPER EXTREMITY [UE}

FUGL-MEYER ASSESSMENT
UPPER EXTREMITY (FMA-UE)
Assessment of sensorimotor function

Patient Identifier:

Date:
Examiner:

st s heswipiegye puaveat. A swevbead for evatwation of physice!

Fughbieyer AR Awiskes L Leywan 1, Qlison 5, Sieplimd 5
perfermancy. Somut | Rehotnl Lsd 1973, 0321

[ . .

R:ﬁe';'lPaPcEiEillixTREmﬁ e - mone [ can be elicited
.Fle:nriz biceps and finger flexors (at least one| [i] i 2
Extensors: triceps . B o : 2

Subtotal | {max 4)

I. Volitional movement within synergies, winou graviaionsiaid | nene | partial | full
Flexor synergy: hand (moved) lom  Shoulder retraction o 1 2
coniralateral knee to ipsilateral ear | elevation o 1 2
From extensor synengy (shoulder abduction (90°) o 1 2
adduction! internal rotation, elbow al . 0 1 z
extension, foreanm pronation) 1o fAewxor external rotation 0 1 2
synergy (shoulder abduction! extemal [EDOW  flexion M 5 2
rotation, ebaw flexion, foreanm Forearm supination ___ - - ==
supination) fShoulder adduction nternal o | 1 2
Extensor synergy: hand moved from  Fotation _ g : g
the ipsilateral ear to the contralateral [E/bow exiension |

| knee orearm pronation |

| Subloml 1l (max 18) |
1il. Volitional ma mixing synergies, without co ion none | partial full

nd (moved) to lumbar spine [annot perform of e nand is in front of (fankesior| 0 |
o) the anteror-superior Bac spine, the hand is

Hand on the lap pehind (iposterior to) the antenor-superior iliac 1

| pines (without commpansation), the hand (moved)
fo lumbar spine (without compensation) 2

Shoulder flexion 0°-80°  jmmediate abduction or elbow flexion 0

Elbow to 0° labduction or elbow flexion during movement | 1 5

pronation-supination 0* lio* flexion, no shoulder abduction or elbow

lexion |

Pronation-supination ho pronation/supination, impossible stering [

Ekbow ta 90° position |
Shoulder to 07 imited pronafionisupination, maintains the 1

| ing posilion |

prenation/supination, maintains the starting | 2
ogition | |
Sublotal Il {max &)
IV. Volitional movement with little or no synergy ‘none | partial Full
diabe elbow lan or Nexion 0
ribow supination or fexion during movement 1
mbduction to B0*, maintains extansion and 2
___pronation : _ I

[Shoulder flexion 90°-180°  jmmediate elbow abduction of fievion 0

flbow o 0° elbow abduction or flexion during mavement .
pronation-supinalion 0° flewion 180", no shaulder abduclion of elbaw I (-

fledan i —
ronation/supination o pronationisupination, starting pasition 0 |

Mo b 07 impassile R - [

houlder 1o 30°90" faxion jimiled pranalion/sugination, maintaing startng 1
| posilion . )

ful peonation/supination, maintains slarting 2
posilion e | BN

= - - Subactal [V [max B)

I Normal reflex activity: assessed anly | nlsis | lively | n il
V. Normal reflax activity: assessed orly if a ful score of 6 pein Nscaraiti ormal
achieved in part IV, compare with the unaliected side ’P“s i

: P 201 3 reflexes markediy hyperactive 0 |
2“'1"' iricipital, of fingers 1 reflax markedly hyperactive or at least 2 1 |
g refiexes lively 2 |
Maximum of 1 reflex lively, none
hyperactive i i
=" ‘Sublotal V {max 2) 3
Total A (max 36) | =
- WRIST (fisUradiocarpal joint) support may be provided at the ebowlo | oo partial |
# of hold the starting position, no support at the wris! fist level; check the
assive range of mofion before testing

Stability at 15° dorsifioxion Jess than 15, aclive dorsifiexion | 0 T

lelbow at 80°, forearm pronated dorsifiexian 15°, no resistance |

shoulder al 0° tolerated 1 -

maintains dorsiexion against
resistance N |

[Repeated dorsiflexion/ volar flexion annot perfarm voliionaly ! 1]

lbow at 50* imited active range of motion

Forearm pronaied Full active range of malion, 1
khaulder at 0° smoothly/ wel reallzable |
light ﬁm flexion = : i | E
Stability at 15° dorsiflexion ess than 15", actve dorsiflexion | |
elbow at 0°, forearm pronated dorsiflexon 15°, Ao resistance ‘ |
miight shoulder fexion/abduction talerated | 1 <

mairtains dorsifiedon against | 2
resistance |

Repeated dorsiflexion/ volar flexion cannol perform woliticnally 0| |

Elbow 81 90° limited active range of moticn |

farearm pronated full active range of mation, 1 |

slight shoulder faxioniabduction Emoothly! well realizable 4

Circumduction leannct perform valiianally [

elbow at B0° jerkyl spasmodsc! trembling

forearm pronaled movement or incomplete 1
shoulder at 0* pamplete and smoothly! well done | ‘ 2

T i 1
Total B jmax 0y




C. HAND: support may be provided ot the elbow fo keep S0Texion, N8 none partial fuall |
support a1 the wrisUist jaint level, companced with th fected hand, the |
olbjects are Inl!-rpns[‘ll. acthwe prehension grasp . 3
=5/ in block fMexion (] o
froem full active or passive oxionsion posilion [ — > |
assl In biock extension (] 1 J
om full active or passive llexion posilkan | - - —
reheonsion’ grasp — = #
. Hook prahension | grasp anral b nerhvrn_etl [ |
xign in the proximal and destal alnkains the position but ) |
tephalangeal joints (digits 11-V), extansion In Leakly 2
fthe metacarpophalangeal jaints |14 imaintains position against
| fesistance . —
T ‘cannct be performed [ ]
b, Thumb adduction [can hold the paper bul nol .
first carpometacarpal, metacarpophatangeal, a;alnsl alug | 2
nterphalangeal jcant at 0°, scrap of paper l:an hald 1he paper aganst a tug|
between thumi and the second |
Inetacarpophalangeal joinl | o A 1 |
. Pinceripliers grasp, oppnshinn leannct be performed ]
lputpa of the against the pulpa of 2™ finger, n hald the pencil but nat s
[pencil {heid by the patient between the painst a tug & | 2
respective fingers-our note) lugged wpward m hald the pencil agains: 2 lug | |
d. Cylinder graspipinch nnol be performed [
Eylinder-shaped obect (small cup) lugged e/she ean okl the cup but not
1 bebween the thumb that is in painst a tug 3 5 |
mws‘"ﬂ"‘ﬂ‘h? fingens [can haid the cup against a tug . i
e. Spherical grasp Eam‘ul be performad 0 |
Fngers: in abductonmexion, thumb n an hoid the ball but not against
bpposition, tennis ball, tugged away a 1 N
. jean hoid the ball against a tug |
Total C jma= 14
D. COORDINATIONISPEED, in sitting position, afiec ane tial with {our note) | nonced | stig
lbath arms (upper limbs — cur note), eyes clesed, Bp of the index finger (moved) nt
from knee to nose, 5 times as quickly as possible X
Tremor Flnl at least one competed movement o 1 2
Dysmaetria [pronownced or unsysiematic a
at leasl {o) one slight or systematic 1
completed movement na dysmetria 2
o | z6s L ]
Ss =
Time ol least & seconds siower than on fhe unaffected sice [] I
start and finish with the 2-5 seconds slower than on the unaffected side
hand on the knee | less than 2 seconds derence |
1 |
| _ § |
Total D jmax 5

TOTAL A-D {max 66) |

I

~PASSIVE JOINT MOTION, upper exiremily, siling position. 1. JOINT PAIN during passive malion,

the Hected side pper extremity o
e only few degrees o 3 pronounced pain during | slight
. wement of very marked no peain|
{“':’ l:anli i o o NUNIH st the end of the:
| the shoulder] oAE ]
'Shoutder 1 | |
Flexion (0° - 180%) | 0 | 1 2 [1] | 1 g [
Ibduction (0*-507) 0 1 2 0 1 2
Extermnal rotation | 0 1 2 ] 1
ntermal netation | o | 1 ] 2 o A 1 z
Eibow | | |
Flexion ] 1 2 0 1 2
[Extension Pt 0 1 [ 2 o 1_| 2
Forearm | |
Pronation | 0 1 2 | [/ 1 g
[Supination 1] | 1 | 2 1] | » | =z |
Wirist | '_ _|—
Fist/ radiccarpal jaint) 0 1 2
Flexion 0 1
Extension | 0 | 1 | 2 |
| ] 1 2
Fingers T -
[Flexion o | 1 2 a | 1 2
Extension L] | 1 2 o 1 2
Total (max 24) [Total (max 24) |
A UPPEREXTREMITY
'B. WRIST (Rstiradiocarpal jomt)
C. HAND =
D. COORDINATION/SPEED
"TOTAL A-D (motor function)
H. SENSATION nz
I. PASSIVE JOINT MOTION
|. 4. JOINT PAIN I
: e — - ’ E— =
H. SENSATION, upper extremity, eyes closed, in | oocuoce | hypoesthesinor | ooy
parisan to the unaffected side H ST dysesthesia ;
P Lipper arm 0 1
Light touch forearm, palmary surface of 0 1 2
he hand e
less than 3/4 314 correct or 100% correct,
correct or considerable little or no
absent difference difference
0 i 2
g :noo‘:lwdm 0 1 2
slight alterations in § .
the position wrist (fist/ radiocarpal joint) 5 -
humb (interphalangeal joint) 0
0 R _‘
Total H (max12) i ;

Fig. 11. Fugl-Meyer assessment scale translated from
Romanian to English (backward)- upper extremity

FUGL MEVER ASSESSMENT PROTOCOL {FRn]
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— ROWER EXTRERWTY (LE]

FUGL-MEYER ASSESSNMEMNT Patient Sdentificr

LOWER EXTREMITY (FRaA-LE) Date:
o f & Examiner:
2, Nl 5 Thor e eyl bt . s
Ser

ot b e M, Lineeraty a1 Gomenbong |G othensung

| LowEr EXTREMITY

I. Reflex activity, dorsal
;llrm knee Mloxors [Mocicep! e th’lDlu Mamicr: sling i 1he Fool Scie —our
te

pateilar, at boast ooel

Arsle

ooo

NHM

e

Arste

CEEE]

HNNN

Subaotal 1| (e 143
i eitling posfon, knee
a1 90 o ram e edge of the

Bedichair
pimes flaxion from actwery | mo acte moton
less than 90" active flexion, palpable an

Subbotal 1 frax 41

- Wolitional I i | Inuo or no Syneray
[Mnes flaxion 1o B0= o actve movement o mrmeceis,
il R loprrslotrgpiyindeadl
faterect less than B0 kmee fexon andior Fep fexion

compared 1o the unafiected | limited dorsiNexisn

[Ankle dorsiflexion no aclive Mmovemant
side Huall dorsillexion

Subioial 1V {max 4)

V. Normal reflex activily: in dorsal decubitus, assessed only lr n lull
score of 4 points ks achieved in par IV; compared Lo the

hyperactive | ety

|2 of 3 refiexes markedly hyperaciie

| Reflox activit
¥ | 1 refiex markedly hyperactve or at least 2 reflexes.

knee Rexors,
| patetar, el
caicaneal masimum 1 reflex lively, none hyperactive

L

Total E {max 28]

Subtolal W jmax 25 |

o

. COORDINATION! SPEED, in dorsal decusites, afier ona sl with
h legs, eyes closed, heel in kneecap of the opposite leg. 5 times as

Mss passible |
remor {io) at least one completed movement 1

Dysmetria Pronounced or unsystemalic
slight or systematic

ro dysmetria

[Time i [at least & seconds slower than on the unaffected
start and finish wilh the [side

hand on the knee 2-5 seconds slower than on the unafiected side
less than 2 secands cifference

- - Total F jmars |

. SENSATION, lower extremity, syes dosed. | [ i =
; e iiea ypoesthesia or
compared with the unaffected side : ! por"
g o . !
| Light touch footsole ° ] g
~less than 34 comrector A005% correct,
E considerable litthe or no
cormect or differance difference
absant
Position H i N
slight alterations | knee 9 1 2
in the position ankle a 1 2
great b jointy 9 1 | 2

Totaln a2y |

side

P 1o the o

anly lew degrees low | normal

(<10" in the hip)

jmovement

Hip

Flexion
Abduction
External rotation
Internal rotation

ICE-X-F-]

wer extremily
pronaunced pain during me;'
movement or very marked |

ain at the end of the

sight |

pain

F PASSIVE JOINT MOTION, lower extremity, dorsal l.! JOINT PAIN during passive mation,
o

no pain

[CENENNN)

Knee
Flexion
Extension

Y] |m~wm

oo

[*EY]

nkle
orsiflexion
[Plantar fliexion 1

oo
(SR

oo |eo !cnmo

N

[Foot
Pronation
Supination a 1

=]
(S

1]

|
@lal (max 20) [Total (max

0
20)

E. LOWER EXTREMITY
F. COORDINATION/ SPEED _

| TOTAL EF (motor function)

&

H. SENSATION M2

L. PASSIVE JOINT MOTION

120

J. JOINT PAIN | 20 |

Fig.12. Fugl-Meyer assessment scale translated from
Romanian to English (backward)- lower extremity
Pending on the outcome of the above mentioned
succeed to

correspondence,

hopefully we could

enhance FMA applying, but in a reasonable time
framing within clinical rhythm and considering the
unfortunate actual period of COVID-19 pandemic.




