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ABBREVIATIONS

HINE

Hammersmith Infant Neurological Examination

The Hammersmith Infant Neurological Examination (HINE) has been proposed as one of the
early neurological examination tools for the diagnosis of cerebral palsy (CP). The aim of the
present study was to critically review the existing literature and our experience with the use
of the HINE in infants at risk of CP. The published papers confirm that the HINE can play an
important role in the diagnosis and prognosis of infants at risk of developing CP, and provide
information on aspects of neurological findings impaired in different forms of CP and brain
lesions.

Cerebral palsy (CP) identifies a group of developmental
disorders of movement and posture, causing activity limitation, attributed to non-progressive disturbances related to
brain injury early in development.1,2 Establishing an early
diagnosis of CP is important as this can lead to early intervention, thereby maximizing the opportunities for appropriate physical and learning support.3
An early diagnosis of CP based on early neurological
assessments is not, however, always easy because of the
possibility of false-negative and false-positive results. False
negatives are generally due to a latency period between the
occurrence of the lesions and the onset of clinical signs of
CP. False positives, in contrast, are possible in infants at
risk of CP as they often have a complicated perinatal or
postnatal course, with several factors such as prematurity
or birth asphyxia that can cause transient neurological
abnormalities not always related to long-term sequelae.
The Hammersmith Infant Neurological Examination
(HINE),4 has recently been proposed as one of the early
neurological examination tools for the diagnosis of CP.3 It
is a simple and scorable method designed for evaluating
infants between 2 months and 24 months of age. It
includes 26 items that assess different aspects of neurological examinations such as cranial nerves, posture, movements, tone, and reflexes.4 The pro forma provides
instructions for performing the individual items and diagrams to aid recording. The HINE is easily performed
and accessible to all clinicians; it can be completed in
5 to 10 minutes. A good interobserver reliability has been
reported, even in inexperienced staff.4
Although the HINE was originally developed as a clinical tool, an optimality score was also developed for
research purposes. The optimality score is based on the
frequency distribution of the scores in the normal popula240 DOI: 10.1111/dmcn.12876

tion, defining as optimal all the scores found in at least
90% of a cohort of low-risk, typically developing infants
assessed at different ages. Each item is scored separately,
from 0 to 3, and the individual scores can be added to
achieve a global optimality score. The global score can
range from a minimum of 0 (if all the items score 0) to a
maximum score of 78 (if each item scores 3).
Global scores are reported as optimal if they are equal or
above 73 at 9 to 12 months, or equal or above 70 and 67 at
6 months and 3 months respectively.4,5 The lower scores
with decreasing age are due to a small number of items that
follow the development of some activities related to trunk
control.4,5 Since its introduction, the HINE has been used
in different high- and low-risk populations, both for preterm and for term-born infants, and proposed as a different
option for prognosis, diagnosis, and rehabilitation.6–13
The aim of the present study was to critically review the
existing literature and our experience with use of the
HINE in infants at risk of CP.

METHOD
Search strategy
A comprehensive search was made of the MEDLINE,
Embase, PsycINFO, and CINAHL electronic databases.
The primary search terms ‘Hammersmith Infant Neurological Examination’ or ‘HINE’ or ‘Hammersmith Neurological Examination’ were combined with the keywords
‘cerebral palsy’ or ‘CP’ or ‘motor impairment’.
Inclusion criteria
Studies were eligible for inclusion if they were written in
English and human-based. All the studies using the HINE
were first selected. As the aim of the study was to establish
the value of the HINE in identifying early signs of neuro© 2015 Mac Keith Press

logical impairment and its prognostic validity in infants at
risk of CP, we used the following selection criteria: use of
the HINE in cohorts including children with CP; reporting details of the examination in the first year in patients
at risk of CP; follow-up data of at least 2 years to have a
measure of the presence and type of CP.

Exclusion criteria
Studies were excluded if they were case reports, or if they
assessed progressive and/or neurodegenerative disease, or if
they had unusual population demographics including a significant sex imbalance (males <30%) or unusually high or
low rates of CP.3
Data extraction and analysis
The title and abstracts of the studies were independently
examined for suitability by two authors (DMR, CB) and
critically checked by a third independent reviewer (EM);
conflicting viewpoints were discussed until consensus was
reached. The selected papers were further subdivided into
(1) studies identifying possible early signs of neurological
impairment in infants with brain lesions at risk of CP; (2)
studies establishing whether the HINE could predict the
type and the severity of CP, comparing the prognostic
value of the assessment with other techniques (ultrasound,
magnetic resonance imaging [MRI], general movements);
and (3) studies reporting early signs of neurological impairment in a cohort with an established diagnosis of CP.
Demographic variables collected included median/mean
and range of gestational age, sex, age when the HINE was
performed, and classification of CP. For each study the sensitivity, specificity, false positives, and false negatives were
either directly extracted or calculated from extracted data.
RESULTS
A total of 26 studies6–31 were initially identified (Fig. 1).
Sixteen of the 26 were excluded as they either did not

•
•
•
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What this paper adds
Review of the Hammersmith Infant Neurological Examination (HINE) in the
early diagnosis of cerebral palsy (CP).
The HINE can be reliably used to assess infants at neurological risk, both
preterm and term born.
The HINE identifies early signs of CP in infants with neonatal brain lesions.
Longitudinal assessments will allow differentiation of transient and more
permanent abnormalities.

include infants at risk of CP (n=13) or they did not provide
details of early neuromotor assessments (n=3). Ten articles,6–15 comprising a total of 3452 children (831 termborn infants, 2621 preterm), met the inclusion criteria after
a review of the full text including the use of the HINE in
infants and children with or at risk of CP (Table I).

Studies identifying early neurological signs in infants
with brain lesions
Three studies reported how sequential assessments using
the HINE can identify early neurological signs in infants
at risk of developing CP;9,13,14 Ricci et al.9 described the
evolution of neurological signs during the first 6 months
after birth in 15 infants with neonatal encephalopathy. All
the children with persistent abnormalities on the items
assessing axial and limb tone, movements, and vision developed CP. The other two papers13,14 also reported the most
and the least predictive items for CP using the HINE
sequentially between 3 months and 12 months. Movement
quality and quantity were the most predictive at all ages,
followed by tone items (upper limb, axial tone) in the first
semester and reactions (forward parachute and arm protection) in the second semester. The least predictive items
were those assessing cranial nerves.
Studies comparing the prognostic value of the HINE with
other techniques
Seven papers6–10,12,15 provided additional information not
only about whether the HINE could predict the presence

26 studies met the search criteria
based on title and abstract

16 articles were excluded that did
not meet the inclusion criteria

10 articles met the inclusion criteria

13 did not include infants at risk of
cerebral palsy16–28
3 did not provide details of early
neuromotor assessments29–31

References: Frisone et al.,7
Gkoltsiou et al.,12
Haataja et al.,6 Pizzardi et al.,14
Ricci et al.,8,9 Romeo et al.,10,11,13,15

Figure 1: Flow chart for process of article inclusion.
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Kernicterus

Preterm infants
(<32wks)

NICU population
(preterm and term
born)

Gkoltsiou
et al. 12

Romeo
et al. 13

Romeo
et al. 15

1541

103

11

816 (53)

56 (54)

6 (54)

45 (64)

NR

658

70

496 (55)

NR

10 (67)

NR

29 (55)

903

24

15

74

53

n

Sex
male (%)

638 term; 903
preterm (25–36)

13 term; 57
preterm (32:
26–36)
5 term; 6
preterm (35:
27–36)
29.2 (25–31)

108 term; 550
preterm
(34.8  2.14)

1 term; 23
preterm (30.4:
26–35)
34.5  2.3

Term

27.5 (24–30.5)

Term

Gestation (wk)
mean/median
(range)

3, 6, 9, 12

3, 6, 9, 12

12–18

4.5

18

64

100

11

3, 6, 9, 12

3, 6, 9, 12

6

75

6–9

3

100

12

45

Outcome
(% of CP)

6

6–15

9–14

Corrected age
at HINE
assessment (mo)

19H, 26D, 20Q,
5MD

4H, 5D, 10Q

7MD

19H, 26D, 20Q,
5MD

NR

13H, 25D, 18Q,
1MD

8D, 10Q

6Q, 9 MD

1H, 1D, 19Q,
3MD
2H, 3D, 2Q, 2Hy

Classification
of CP

12mo cut-off score 65

9mo cut-off score 62

6mo cut-off score 59

3mo cut-off score 56

12mo cut-off score 60

9mo cut-off score 59

6mo cut-off score 52

3mo cut-off score 50

Cut-off score 73
Se 100%; Sp 50%

NA

NR

Cut-off score 57
Se 96%; Sp 87%

Cut-off score 60
Se 94%; Sp 100%

Cut-off score 73
Se 100%; Sp 91%
Cut-off score 64
Se 98%; Sp 85%
NR

Se 93%;
Sp 100%
Se 93%;
Sp 100%
Se 93%;
Sp 95%
Se 93%;
Sp 95%
Se 96%;
Sp 85%
Se 90%;
Sp 89%
Se 90%;
Sp 91%
Se 91%;
Sp 90%

Correlation suboptimal HINE
scoresa vs CP (Se %, Sp %)

148–221 (10–
14)
(57–80%
mild
disability)

0–4 (0–4)

2 (18)

NA

113 (12)
(54% of the
113 had
mild
disability)
NR

0

0

2 (3)

3–4 (6–7)

False
positive,
n (%)

Suboptimal global cut-off scores according to each study. HINE, Hammersmith Infant Neurological Examination; CP, cerebral palsy; Se, sensitivity; Sp, specificity; H, hemiplegia;
D, diplegia; Q, quadriplegia; MD, movement disorder; Hy, hypotonic CP; NR, not reported; NA, not applicable; NICU, neonatal intensive care unit.

a

Romeo
et al.11

Preterm infants
(<37wks) and
neonatal
encephalopathy
CP

Hypoxic–ischaemic
encephalopathy
Preterm infants
(<31wks)
Neonatal
encephalopathy
Cystic
periventricular
leukomalacia
Preterm infants
(<37wks)

Pizzardi
et al. 14

Romeo
et al. 10

Haataja
et al. 6
Frisone
et al. 7
Ricci
et al.8
Ricci
et al.9

Study

Population
studied

Table I: Study characteristics

3-7 (<1)

1 (1)

0

NA

NR

2 (<1)

1 (4)

0

1 (1)

0

False
negative,
n (%)

of CP but also about its type and severity. These papers
also compared the prognostic value of the HINE with
imaging techniques, namely ultrasound in four of the seven
papers7,9,10,15 and MRI in the other three.7,8,12 Most of
these studies focused on preterm infants. Frisone et al.7
reported 74 preterm infants assessed between 9 months
and 18 months. The infants who scored less than 52 on
the HINE were unable to walk or even to sit unsupported
at 2 years. Ultrasound was used to identify different subgroups according to lesions. Two of them had cystic
periventricular leukomalacia who presented early suboptimal scores with severe motor impairment at 24 months.
Other ultrasound abnormalities (marked ventricular dilatation, porencephaly, atrophy), in contrast, had both suboptimal and optimal HINE scores and both normal/abnormal
outcomes (false positives and false negatives). Normal scans
or minor lesions were associated with optimal scores on
the HINE and normal outcome. No correlation between
the prognostic value of ultrasound and the HINE was
provided.
The correlation between severe early abnormalities and
severe outcome in children with cystic periventricular
leukomalacia was also reported in a cross-sectional study.9
Using the HINE in 24 infants with cystic periventricular
leukomalacia at 6 to 9 months, the authors found that
increased neck and trunk extensor tone, and a posture of
flexed arms and extended legs, abnormal arm protection
and forward parachute reaction between 6 months and
9 months were always associated with the inability to sit
unsupported at 2 years, while truncal hypotonia and
extended arms and legs were associated with unsupported
sitting but not walking. A global score below 40 on the
HINE was always associated with severe motor impairment
(inability to sit independently at 2y), while scores between
41 and 60 were associated with less severe motor impairment (sitting but not walking at 2y). Scores greater than
60 were always associated with normal outcome. Children
with severe early abnormalities on the HINE and CP were
generally associated with lesions posterior to the trigone,
and rarely (1/4) with lesions localized in the areas anterior
to the trigone. The imaging helped to show that the variability of HINE scores and outcome was related to the site
of the lesions. Another study10 described the possible early
recognition of unilateral and bilateral CP using the HINE
in 903 preterm infants in association with general movements and ultrasound. Ultrasound had the lowest correlation with CP compared with the HINE and general
movement assessment. The integrated use of general
movements and the HINE was the best predictor of CP
and its severity. The integrated use of these tools improved
prognostic accuracy at 3 months; absent fidgety and a
HINE global score greater than 50 were highly suggestive
of a hemiplegia, whereas absent fidgety and scores less than
50 on the HINE were associated with mild to severe CP
(diplegia or quadriplegia).
In the largest study so far, Romeo et al.15 longitudinally
assessed 1541 infants discharged from a neonatal intensive

care unit, both preterm and term born, using the HINE at
3 months, 6 months, 9 months, and 12 months with a
motor outcome at 2 years. Global scores of not more than
56 at 3 months had a high (~90%) sensitivity and specificity for the development of CP, and scores less than 40
were only found in children who developed severe CP.
The presence of mild disability (infants with no CP but
with a low psychomotor developmental index and/or mild
neurological signs) could be associated with HINE scores
both in normal and in abnormal ranges. The HINE scores
were not strictly associated with the pattern of ultrasound
findings. No correlation between the prognostic value of
ultrasound and the HINE was provided.
The remaining three studies used the HINE in association
with neonatal MRI.7,8,12 In two studies in infants with
hypoxic–ischaemic encephalopathy,7,8 the combination of
the HINE and MRI helped to provide more accurate prognostic information than the individual tools. Normal neonatal MRI or moderate white matter lesions were always
associated with optimal HINE scores (>73) and normal
motor outcome; at the other end of the spectrum, severe
basal ganglia lesions were associated with suboptimal HINE
scores (<40), with abnormalities on the items assessing axial
and limb tone, movements, and vision. All these infants
developed severe CP and none achieved independent sitting.
Less severe groups of lesions had, in contrast, variable
HINE findings and outcomes. In the children with minimal and moderate basal ganglia lesions, the HINE helped
to distinguish between those with optimal scores and normal outcome, and others with suboptimal scores who often
(75%) presented with motor impairment (sits independently but does not walk). In infants with severe white
matter lesions but no basal ganglia involvement, the HINE
performed from 6 months onwards helped to identify those
with moderate motor impairment; however, there were
false-negative findings on the HINE performed around the
age of 3 months. Patients with this type of lesion had a
peculiar maturational neurological pattern. While in the
neonatal period there were obvious signs of neurological
impairment with axial and limb hypotonia,8 limb tone
appeared to normalize after 5 to 6 weeks and throughout
the first few months, but was found to be increased from
the age of 6 months. All these infants developed CP, even
though they all achieved the ability to sit unsupported at
2 years and in some cases also to walk with support.
The remaining study reported clinical and neuroradiological patterns of 11 infants at risk of kernicterus.12 In this
study, neurological and MRI assessments were not systematically performed at the same age in the infants included.
It is therefore not possible to reach a definite conclusion
about the relationship between MRI findings, the HINE,
and motor outcome.

Studies reporting early signs of neurological impairment
in a cohort with an established CP diagnosis
Only one paper was included in this group of studies.11
The authors correlated retrospectively HINE scores to
Review
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Gross Motor Function Classification System (GMFCS)
levels in infants with CP, showing a significant negative
correlation: all infants scoring greater than 60 were in level
I; those scoring between 48 and 60 were in levels I and II;
and those with lowest scores (<48) presented a severe
motor function development (GMFCS levels IV and V).
The authors concluded that the HINE could be used to
identify infants with severe CP, with possible differences
between diplegia and quadriplegia not only in the global
scores but even in specific items such as tone (scarf sign,
popliteal angle, adductors, pull to sit, ventral suspension)
and posture (trunk and leg in sitting), with better scores
for infants with diplegia. Although infants with hemiplegia
scored much higher than those with diplegia and
quadriplegia in global scores and in all subsections, they
showed an overlap of scores with those infants with a normal outcome, demonstrating that the HINE is not a sensible tool in identifying unilateral impairment.

Accuracy of prediction of CP
The quantitative outcomes of accuracy of prediction of CP
(sensitivity, specificity, false positives, and false negatives)
from the studies are illustrated in Table I.
DISCUSSION
The review of the published studies suggests that the
HINE is a useful tool in infants at risk of developing CP,
in terms of predictive validity and description of early
signs. The examination has been used in two ways. First,
some studies mainly focused on the use of an optimality
score that proved to be a reliable tool in a research setting.
Specific cut-off scores for prediction of CP during the first
year of age have been reported both in preterm and in
term-born high-risk infants. Infants with global scores ≤56
at 3 months and ≤65 at 12 months showed a high (~90%)
sensitivity and specificity for the development of CP, with
scores <40 only found in association with severe CP.
Second, other studies used a more clinical approach,
providing information on the diagnostic and prognostic
value of individual clinical signs or identifying clinical patterns, predictive of abnormal outcome. The clinical signs
that were more often associated with severe CP were
abnormal posture, persistent abnormal axial (increased
neck and trunk extensor tone) and limb tone (flexed arms
and extended legs), and abnormal arm protection and forward parachute reaction during the second semester. These
abnormalities can not only predict the development of CP
but also provide an estimate of the functional level, as
these early abnormalities can predict those infants who will
not reach independent sitting and subsequent milestones.
Specific items in the tone (scarf sign, popliteal angle,
adductors, pull to sit, ventral suspension) and posture
(trunk and leg in sitting) sections also helped to distinguish
between diplegia and quadriplegia, with overall better
global scores for infants with diplegia.
The value of movement quality and quantity in the
HINE is, of course, limited compared with more detailed
244 Developmental Medicine & Child Neurology 2016, 58: 240–245

observation of movements, such as general movements.
However, when evaluated as part of a more general assessment of different aspects of neurological function, even a
simplified assessment of movements showed a high prediction of motor outcome in a high-risk population.11
No systematic comparison of the values of the HINE
and imaging was performed. This was because the aim of
the published studies was not to suggest that the clinical
examination should be a substitute for detailed MRI studies, but to show how the HINE can provide additional
information on the type and severity of different aspects of
neurological impairment associated with the patterns of
lesions generally observed in preterm and term infants with
hypoxic–ischaemic encephalopathy. Those infants with severe patterns of lesions, such a severe basal ganglia involvement, cystic periventricular leukomalacia, or severe
haemorrhages, showed severe patterns of neurological
impairment with persistent motor cranial nerve, visual, and
motor abnormalities during the first months of age, that
were predictive of similar impairment at 2 years and later.
The correlation between severity of MRI patterns and
distinct patterns of clinical abnormalities can be important, especially in centres where MRI may not be readily
available.
A meta-analysis of the predictive value of the studies
using the HINE showed excellent sensitivity. False-positive
results of the HINE were reported in few cases. These
infants, despite showing some abnormalities on the HINE
at 6 months, such as reduced axial tone or abnormal movements, did not develop CP. It is of interest, however, that
global suboptimal scores, when not associated with CP,
were found to be associated with minor neurological signs
or low psychomotor development.15
The integrated approach with imaging helped to identify
the subgroups at risk of false negatives. False negatives,
namely infants with optimal HINE scores and CP, were
also reported in a very low number of cases, mainly in
infants with diffuse white matter lesions but normal basal
ganglia. Children with hemiplegia were also difficult to
identify during the first year of age using the HINE,
as they reported scores similar to those with a normal
outcome.

CONCLUSION
Neurological assessment is one of the clinical tools used to
monitor development in infants with CP. Other methods
are available, such as the Amiel-Tison Neurological Assessment and the Touwen Infant Neurological Examination.3
The HINE is easily performed and accessible to all clinicians; it has good interobserver reliability, even in inexperienced staff. One of the benefits compared with other tools
is that the HINE not only identifies children at risk of CP
but also often provides additional information on the type
and severity of the motor sequelae. Furthermore, as the
assessment includes several aspects of neurological functions, including cranial nerve assessment, posture, movements, tone, reflexes, and behaviour, it often allows

identification of early abnormal signs related to other
aspects of neurological function such as cerebral visual
impairment or feeding abnormalities; it therefore also
allows better definition of the overall severity of CP, not
limited to motor impairment. This appears to be particularly important as the early identification of such disabilities can help in planning appropriate intervention
specifically aimed at the aspects of neurological function
involved, rather than a general indication of intervention
related to the presence of lesions.
The sequential use of the HINE allows clinicans to follow longitudinally high-risk infants during the first year of

corrected age, providing specific cut-off scores at different
ages and identifying early signs of CP.11,13–15
These results therefore strongly suggest that the HINE
should be used to assess infants at neurological risk, both
preterm and term born, from 3 months to 24 months.
Longitudinal assessments will allow differentiation of transient and more permanent abnormalities, and help in
planning appropriate intervention.
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