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ADMINISTERING 

THE CHEDOKE ASSESSMENT Revised 

 
OVERVIEW 

 

Chapter 6 and Chapter 7 address the administration, scoring, and interpretation of test 

scores.  The information in this Chapter provides general guidelines for the 

administration of the Chedoke-McMaster Stroke Assessment (Chedoke Assessment).  

This information is divided into four sections:  i: Qualifications of Users, ii) Description 

of the Population, iii) Administration Procedures, and iv) The Chedoke Assessment Score 

Form. 

 

QUALIFICATIONS OF USERS 

 

The first standard of the General Standards for Use of Measures quoted in Measurement 

Standards for Interdisciplinary Medical Rehabilitation
1
 is that “Users of measures should 

read the technical manual for the measures they use and be familiar with relevant 

administration, scoring, and interpretation procedures, including reliability and validity 

for the specific application.”  It is recommended that therapists using the Chedoke 

Assessment carefully read this test manual before proceeding to use the measure in either 

a clinical or research setting. 

 

The Chedoke Assessment was initially developed for use by physical therapists working 

in stroke rehabilitation.  Even though the reproducibility of the Chedoke Assessment has 

been established, one cannot infer that all testers will be reliable in its administration.  It 

is recommended that each facility or research group test interrater and intrarater 

reliability, as appropriate.    A one-day Training Workshop has been developed to instruct 

health professionals about the administration and scoring guidelines and the clinical 

application of the measure. The workshop includes a test for scoring competency.   

Attendance at the Training Workshop was found to be more effective than self-directed 

learning in a sample of physiotherapists and occupational therapists (n=95) from 3 

Canadian provinces.
3
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DESCRIPTION OF THE POPULATION AND THE MEASURE 

 

This assessment was developed and validated for use with clients from an inpatient and 

day-hospital population.  The initial development and validation studies were carried out 

on a Stroke Unit of the Chedoke Rehabilitation Centre.
2
 At the time of the study, this 

regional tertiary care program provided intensive rehabilitation lasting on average 10 

weeks.  Adults varying in age from 18 to 90 years were admitted to this unit.  The time 

from onset of stroke to the admission to the unit varied from one week to several years, 

with a mean of 9 weeks.   

 

Although the Chedoke Assessment was developed for the assessment of clients with 

stroke in a rehabilitation setting, its application has been more widely demonstrated. The 

Activity Inventory (formerly the Disability Inventory) has been shown to be a valid 

measure of functional change in clients in an acute neurological setting
4
 and for those 

with acquired brain injury
5
. The Chedoke Assessment has been shown to function as 

discriminative, predictive, and evaluative measure. The minimal clinically important 

difference (MCID) of the Activity Inventory for neurological clients, including those with 

stroke, is 7 points when determined a physiotherapist, 
4, 6, 7

 and the MCID of the Activity 

Inventory is 8 points when determined by clients with stroke and their caregivers.
6,7

 In 

addition, predictive equations have been developed for both the Impairment Inventory 

and the Activity Inventory for use with patients with acute stroke
8
 or patients with stroke 

in the rehabilitation setting.
9
 The predictive equations are found Chapter 8 of the manual.  

The potential for using the Impairment Inventory scores as a predictor of independent 

ambulation has also been reported.
10

  

 

Limitations to Use 

 

This measure had not been validated for use on clients who are less than one week post 

stroke.   

 

ADMINISTRATION PROCEDURES 

 

Physical setting, environment and clothing 

 

Every effort should be made to ensure that the client feels comfortable and at ease during 

the administration of the assessment.  The testing room should be comfortable warm, and 

large enough to accommodate a low plinth, a floor mat and a wheelchair.  The plinth 

should be wide enough for a client to roll from supine to side lying without feeling 

apprehensive.  Distractions should be kept to a minimum.  Clients should wear 

comfortable clothing (e.g. shorts or a jogging suit) which allows the therapist to observe 

knees and elbows.  During the testing of shoulder pain, the shoulder region should be free 

of clothing.   Halter tops are suggested for female clients.  Access to a full flight of stairs 

and the outdoors is required for the Activity Inventory.  Shoes and orthoses are not worn 

during the testing of the Impairment Inventory stages, but should be worn for the 

administration of the Activity Inventory. 
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Equipment 

 

All equipment should be assembled ahead of time. 

      

∞ foot stool ∞ wide, low plinth 

∞ pillows ∞ stop watch 

∞ 2 meter line marked on the floor  ∞ floor mat 

∞ chair with armrests ∞ ball, 6.5 cm (2.5 in) in diameter 

∞ adjustable table ∞ 1 liter plastic pitcher with water 

∞ plastic measuring cup (250 ml)           

 

Testing Time 

 

Approximately 45 to 60 minutes is required to complete the assessment, depending on the 

client’s level of endurance and concentration.  It may not be feasible to complete the 

entire test in one session.   Every effort should be made to complete the assessment 

within 2 days in order to minimize changes in the client’s physical condition.  

 

Client Safety 

 

A therapist should always exercise sound judgement to ensure a client’s safety.  Prior to 

testing, check on the client’s medical history and identify any conditions which could put 

the client at risk.  The presence of pain should be considered as sufficient reason to not 

complete a task, which is then scored accordingly.  If, during testing, the therapist thinks 

it is neither safe nor prudent to ask the client to attempt an activity that could worsen the 

client’s condition (e.g., roll onto a very painful shoulder) the activity should be avoided.    

If a client becomes excessively fatigued or apprehensive it is advisable to end the 

assessment. 

 

Client Comprehension of Instructions 

 

A therapist’s instruction, whether words or gestures, should be clear and concise.  Every 

effort should be made to ensure that a client understands what is being asked of him or 

her.  To ensure that a client understands what is being asked, a movement task may be 

demonstrated, a client’s limb may be moved passively through a task, or the client may 

be asked to perform a task on the uninvolved side.  A treatment session aimed at teaching 

a client how to perform a task should not precede testing.  Once the client understands 

what is required, the test instructions are given, and the performance observed.  Once a 

client understands what is requested, a task should only be attempted twice in the 

Impairment Inventory and only once in the Activity Inventory.  

 

The administration and scoring guidelines are available in a Canadian French version as 

well.   
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THE CHEDOKE ASSESSMENT SCORE FORM 

 

The Score Form for the Chedoke Assessment is reproduced at the end of this Chapter.  

Although copyrighted, we invite you to “COPY FREELY – DO NOT CHANGE.”  

Detailed instructions for administration and scoring are provided in Chapter 7.   
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