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ABSTRACT
There are a vast number of different types of brief neurological screening tests. Many clinicians are
not aware of the vast number of scales and tests and some clinicians have specific realms that they
want to investigate. This paper will cursorily review a number of these papers and provide a brief
overview of each.
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1. INTRODUCTION
The number of individuals suffering from head
injury, concussion, stroke, Alzheimers and a
variety of other brain based conditions appears
to be increasing. This paper will cursorily review
some of the main brief screening instruments
and rating scales and will provide a brief
overview of each:
1) The Bender Gestalt II has recently been
revised and has been thought to be a very

underutilized tool in brief neurological
screening and has been reviewed by
Shaughnessy, in 2018 [1]. The reasons
and rationale for the revision were
discussed in an article co- authored by
Brannigan and Shaughnessy in 2013 [2]
and additional information regarding the
revision is available in a paper authored by
Brannigan & Decker which was published
in 2003 [3]. Shaughnessy in 2018 [4] has
also provided an overview of the utilization
of the Bender Gestalt II as part of the
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psychiatric examination. Piotrowski in 2016
[5] has further examined the use of the
Bender Gestalt test worldwide.
2) The Pediatric Test of Brain Injury was
developed by Holtz, Helm-Estabrooks,
Nelson and Plante in 2009 [6] and was
developed to evaluate neurocognitive,
language and literacy skills that are
appropriate to the school curriculum of
pupils that are recovering from brain injury.
The PTBI was designed to provide a
standardized measure that could asses
skills relevant to educational success/
cognitive development and which were
thought to be impacted by TBI in children
and teenagers. Five language areas are
assessed: phonology, morphology, syntax,
semantics, and pragmatics. Further
evaluated are the modes of listening,
speaking, reading, writing, gesturing and
lastly thinking. They differentiate between
lower
level
processes
(attention,
perception and immediate memory) and
higher level realms, typically linked to
prefrontal
brain
functions:
Working
memory, -self-regulation of attention,
inhibition of irrelevant reactions and lastly
the classification/organization of data and
information which may be needed for long
term store and later retrieval. Both
neurocognitive and linguistic constructs are
evaluated by the PTBI. The authors infer
that the PTBI can be utilized to "track
changes in functioning, justify continued
care, and provide information for
establishing appropriate treatment goals"
(p.213) The subtests of the PTBI are: a)
orientation (consisting of 11 items) b)
following commands, c) word fluency d)
What
goes
together
(to
assess
organization
and
association
and
metacognition . e) Digit span f) Naming g)
Story retelling and subtest h) Yes/no/
maybe i) Picture recall and signature
(evaluate incidental memory of visual
spatial data and lastly j) Story recall. The
authors feel that the feedback and data
from the PTBI will be quite useful in
formulating treatment plans and goals and
objectives that are realistic and imperative.
The authors however, really fail to address
the issue of “return to school” and when
the impacted individual is ready to return to
the classroom. As is well known by those
in the field, often there is a phenomenon
called “neuro-fatigue” wherein the students
who has suffered a head injury sleeps and

naps during the day, thus causing teachers
a good deal of consternation. Parents
obviously do not want to take off from work
and since school funding is based on the
number of students present, the school
administrators would prefer the student to
be physically present. However, one
negative aspect is that the test scores of
the teachers class may be significantly
impacted if the student with the head injury
has a bad day or if the return to the regular
education
classroom
is
a
poor,
inappropriate, simply bad decision on the
part of whatever team has made the
decision. Hotz, Plante, Helm-Estabrooks, &
Nelson, in 2014 [7] investigated the use of
this screening measure with two groups(subjects with and without head injury
n=24 using The Pediatric Test of Brain
Injury and focusing on gross screening
measures such as orientation (time place
and self) The results indicated minimal
differences in orientation but more
substantive differences in attention, (as
measured by digit span) story retelling
(immediate recall) story retelling, delayed,
picture recall (visual learning) and word
fluency. The results seem to indicate that
clinicians need to take a much deeper
evaluation and examination of the
functioning of the student with head injury
prior to allowing them to return to the
classroom and resume learning.
3) Dementia Rating Scale (DRS) was
developed by Steven Mathis and he is a
fairly short but comprehensive measure
that evaluates cognitive status in adults
that are thought to have some sort of
cortical impairment, specifically of the
degenerative type. This test does measure
cognitive function at various lower levels,
so as to cope with floor effects, and is
thought
to
evaluate
the
ongoing
progression of neurological, behavioral,
pathological and cognitive decline. The
subtests of this test measure attention,
conceptualization, initiation, perseveration
and construction and the test- retest
reliability to this test is .97 Split half
reliability is .90 and this is for ages 65-81
years old and apparently it takes 15- 45
minutes to administer. DRS can be given
in a variety of setting and the DRS
correlated with WMS memory quotient
(.70) and the WAIS Full Scale IQ (.67)
4) The Severe Impairment Battery (SIB) was
developed by Judy Saxton, A.A. Swihart
2

Shaughnessy; AJORRIN, 2(1): 1-6, 2019; Article no.AJORRIN.49394

and F. Boller. This measure examines
cognitive abilities at the lower end and
allows for the very specific cognitive and
behavioral deficiencies associated with
severe dementia. This takes about 20
minutes and is for individuals 51-91 and
takes about 20 minutes to administer.
5) The Recognition Memory Test (RMT) was
developed by Elizabeth Warrington and
this allows the examiner to fairly quickly
distinguish between left and right
hemisphere brain damage and is also
sensitive to detect minor aspects of
memory deficits. There are two simple
subtests-the RMW (Recognition Memory
for Words and Recognition Memory for
Faces and this test is for adults 18---70
years old and takes about 15 minutes to
administer.
6) The Rey Complex Figure Test and
Recognition Trial is authored by John E.
Meyers and Kelly R. Meyers and this
measure attempts to capture five specific
domains
of
neuro-psychological
functioning: Visuospatial recall memory,
visuospatial
recognition
memory,
response, bias, processing speed and
visuospatial constructional ability. This test
specifically attempt to examine the relative
aspects of encoding, storage and retrieval
processes as they relate to memory
performance, and further allows for
discrimination between poor performance
due to motor impairment from memory
impairment. It is for ages 6--89 and is
administered
individually and
takes
approximately 45 minutes to administer.
Inter-rater reliabilities range from .93 to .99
and test-retest reliability coefficients of the
memory parts are from .76 to. 89.
7) The Kaufman Short Neuropsychological
Assessment Procedure was developed by
Alan and Nadeen Kaufman and this brief
assessment is designed to explore the
mental functioning of both adolescents and
adults. It can be given to children of age 11
and to adults up to 85 years. All items were
critically reviewed for cultural bias and
there are 4 subtests- which appear to be
organized in three specific levels of
cognitive complexity- attention orientation
(Mental status) Simple memory and
perceptual skills (Number Recall and
Gestalt Closure) and Complete intellectual
functioning and planning ability as
assessed by 4- Letter words tests. While
the test can be given by a range of

8)

9)

10)

11)

12)

3

personnel, the interpretation should be
made only by trained personnel and
professionals who are competent in this
realm.
RUFF Figural Fluency Test (RFFT)
developed by Ronald M. Ruff was
designed to provide specific clinical
information as to nonverbal capacity for
fluid and or divergent thinking, and the
specific ability to shift from cognitive set
and the executive capacity to address this
process. b. This is for ages 16-70- years
and takes about 5 minutes and the manual
provides review of validity and recent
research.
Cognistat
Neurobehavioral
Cognitive
Status Examination was developed by
Ralph J. Kiernan, Jonathan Mueller and J.
William Langston and is specifically set up
to evaluate 5 major ability domainsLanguagespeech,
comprehension,
repetition and naming enable clinicians to
very quickly identify any major aphasic
aspects, Constructional Ability, Memory,
calculation
Skills,
Reasoning
and
Judgment which is divided into similarities
and judgment as well as some specific
factors such as attention, orientation,
sensorium/level of consciousness.
Stroop Neuropsychological Sceening Test
(SNST) was developed by Max R Trenerry,
Bruce Crosson, James DeBone and
William Leber and is for adults 18-79 years
and can be administered in 4 minutes. This
test must be timed.
The Brief Neuropsychological Cognitive
Examination was developed by Joseph M.
Tonkonogy and attempts to evaluate the
major cognitive aspects of functioning and
provide a global overview. This is for
individuals 18 years and older and can be
administered in about 30 minutes. There
are 10 subtests and only minimal reading
skills are required.
The SPANS (Short Parallel Assessments
of Neuropsychological States) is a brief
battery of neuropsychological tests which
has been found helpful in the assessment
of acquired brain injury, mental capacity
and various other neurological disorders. It
is used for individuals 18-74 years, and
provides seven index scores which include
orientation,
Concentration/Attention,
Language, Memory Learning, Visuo Motor
Performance, Efficiency and Cognitive
Flexibility. There are two alternative
versions (SPANSA AND SPANSB) for
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retest purposes. Dr. Gerald Burgess is the
author and he provides a 45 overview
online of the SPANS

those who have had a severe head injury
or trauma.
4) The Recognition Memory Test (RMT)
assists in the determination of right or left
hemisphere brain damage, and is for
adults aged 18-70 years and can be given
in 15 minutes..Elizabeth K. Warrington is
the author and there are two simple
subtests- Recognition Memory for Words,
and Recognition memory for Faces.

2. RATING SCALES
1) Cognitive Behavior Rating Scales (CBRS)Research Edition was developed by J.
Michael Williams and is thought to be a
good adjunct to a full neuropsychological
examination. There are 9 CBRS scalesLanguage Deficit, Agitation, Need for
Routine, Depression, Higher Cognitive
Deficits, Memory Disorder, Dementia,
Apraxia and Disorientation. This rating
scales is for ages 30-89 and the purpose
of this is to examine and document the
presence and severity of cognitive
impairment and takes about 15-20
minutes.

4. VISUAL MEMORY
1) The Continuous Visual memory Test
(CVMT) was developed by Donald E.
Trahan and Glenn Larrabee and contains
three seepage tasks for evaluating visual
memory. The purpose of the test is to
assess visual memory and is for ages 780+ years. The Visual Discrimination Task
separates
out
visual
discrimination
weaknesses
from
visual
memory
problems.
2) The Benton Visual Retention Test (BVRT)
th
is now in it's 5 edition and it measures
visual perception, visual memory and "
visuoconstructive abilities, and is for ages
8 to adult. There are three "almost
"equivalent forms- C D and E and 4
possible methods of administration. This
test now in it's fifth edition has been
extensively utilized and researched over
many years.
3) There is a comprehensive evaluation of
both learning and memory in the Wide
Range Assessment of Memory and
Learning (WRAML) developed by Wayne
Adams and Davis She slow and this is for
ages 5-17 years and takes approximately
one hour to administer. Embedded in this
is a brief screening part which can be
given in about 15 minutes. There are 3
verbal, 3 visual and three learning subtests
and provide an index for Verbal Memory,
Visual Memory and Learning.
4) The Test of Memory and Learning
(TOMAL) developed by Cecil R. Reynolds
and Erin D. Bigler is specifically for
children and adolescents 5-0 to 19.11
years and takes about one hour to
administer. This test provides memory
scores for a) Verbal Memory, NonVerbal
Memory, Delayed recall and a composite
memory index as well as supplemental
composite scores which include a learning
index, attention and Concentration Index, a
Sequential Memory Index, Free Recall
Index and an Associate Recall Index.

3. MEMORY
1) Memory Assessment Scales (MAS) is for
individuals 18-90 years and takes about
40-45 minutes and is designed to assess
short-term verbal and visual memory.
There are 12 subtests based on seven
specific memory tasks- Verbal span, List
Learning, Prose Memory, Visual Span,
Visual Recognition, Visual Reproduction
and Names- Faces. The validity data
shows that MAS scores can distinguish
normal average from neurologically
impaired clients. There is also an MAS
Computer Report that will calculate MAS
Summary Scale Scores and Global
Memory Scores and then list percentile
scores and or standard scores. J. Michael
Williams is the author of this test.
2) The Children's Memory Scale (CMS) by
Morris Cohen, Ed.D. attempts to provide a
fairly comprehensive picture of cognitive
ability in children and adolescents and link
learning and memory specifically to I.Q.
This is for children and adolescents 5--16
years of age and takes about 30 minutes
to administer. There is a software assistant
for this scale. This also includes strategies
for intervention based on pattern of
performance and the clients' CMS scores.
3) Donald E. Traham and Glenn J. Larrabee
developed the Continuous Visual Memory
Test (CVMT) and this can be given to ages
7---80 and more years. The test has been
used in clients/patients with unilateral right
hemisphere, those with Alzheimer's and
4
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some type of brain dysfunction. This can
be part of a total examination for
examining the signs and symptoms that
may
possibly
suggest
neurological
impairment. This questionnaire was
developed
by
Fernando
Melendez
and comes with a short manual that
reviews the results in light of referral
decisions.
2) The Adult Neuropsychological Questionnaire, also developed by Fernando
Melendez is a 59 item questionnaire which
can be done in about 10 minutes, and
which can be employed to decide on
appropriate referrals for a more in depth
comprehensive examination. It is thought
to be a helpful aid to a general intake
examination
and
mental
status
examination and reflects on signs and
symptoms that may possibly indicate
underlying brain difficulties.

5. ATTENTION
1) The test of Everyday Attention (TEA) was
developed by Ian H. Robertson, Tony
Ward, Valerie Ridgeway and Ian NimmoSmith and is for individuals 18-80 and
takes approximately 45 minutes to an hour
to administer. It assesses there aspects of
attention (elective attention sustained
attention and attentional switching) The
TEA subtests are "Map Search, Elevator
Counting,
Elevator
Counting
with
Distraction, Visual Elevator, Auditory
Elevator with Several, telephone Search,
Telephone Search Dual Task and Lottery.
This test has been utilized and validated
with stroke patients, closed hear injury and
Alzheimer's disease.
2) The Test of Everyday Attention for
Children (TEA-CH) developed by Tom
Manly, Ian Robertson, Vicki Anderson and
Ian Nimmo-Smith is specifically for ages 616 and takes approximately one hour to
administer. This test contains nine subtests
which attempt to evaluate children's ability
to a) selectively attend, divide their
attention between two separate tasks,
inhibit verbal and motor responses, sustain
their attention and lastly to switch
attention from one factor or variable to
another. There are two parallel forms
which allow for re-testing of the same
child.
3) The BTA (Brief Test of Attention) by David
Schretlen is for non-phasic hearing adults
ages 17-84 and can be administered in 10
minutes of less. There are two forms N
(Numbers and Form L (Letters). It should
be emphasized that this is a brief test of
attention and the two parallel forms are
presented
via
audio
cassette
for
standardization purposes.
4) The Ruff 2 and 7 Selective Attention Test
developed by Ronald Ruff and C.
Christopher Allen was developed to assess
and evaluate sustained and selective
attention. It is for individuals 16-70
years and can be individually administered
in approximately 5 minutes. A stopwatch
is required for the administration of this
test.

7. SUMMARY AND CONCLUSIONS
This brief paper has attempted to provide a brief
overview of some of the brief neurological tests
available to clinicians working with children
adolescents and adults with brain injury, stroke,
concussion or Alzheimer’s. It is not an exhaustive
list as there are probably other rating scales
available for other specific reasons.
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