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The Alberta Infant Motor Scale (AIMS) stands as one of the most critical psychometric instruments in the field of
pediatric physical therapy and occupational therapy. Developed to measure the gross motor maturation of infants
from birth through the age of independent walking, the AIMS provides a non-invasive, observational framework for
clinicians to identify motor delays and monitor developmental progress over time. As a norm-referenced measure,

its utility is grounded in extensive longitudinal and cross-sectional research, originally conducted on a sample of
2,200 infants in Alberta, Canada. This guide provides an in-depth technical breakdown of the AIMS, exploring its
theoretical underpinnings, the architecture of the AIMS Score Sheets, and the precise methodology required for
accurate clinical implementation.

Theoretical Framework and Developmental Philosophy

The AIMS is rooted in the neuromaturational theory and the systems theoryof motor development.  Unlike
earlier assessments that relied heavily on eliciting reflexes or manipulating the infant to test muscle tone, the AIMS
emphasizes spontaneous movement. The core philosophy is that motor development is not merely a sequence of
hard-wired neurological milestones but an emergent property of the interaction between the infant, the
environment, and the task at hand.

Key theoretical components include:

¢ Observational Methodology: Clinicians observe the infant's natural movements in four distinct positions:
prone, supine, sitting, and standing. Minimal handling is required, which reduces the stress on the infant and
provides a more accurate representation of their functional capabilities.

e The "Motor Window": This concept is central to the AIMS scoring system. It identifies the range of motor skills
between the least mature and the most mature behaviors observed in an infant at any given time.

* Norm-Referenced Standards: By comparing an individual infant's performance against the established norms
of a large population, the AIMS provides percentile ranks that indicate where the child stands relative to their peers.

Technical Breakdown of the AIMS Subscales

The Alberta Infant Motor Scaleconsists of 58 items, distributed across four subscales. Each item represents a
specific motor milestone or a qualitative component of movement, such as weight-bearing, posture, and anti-gravity
movement.

1. Prone Position (21 Items)

The prone subscale is the most extensive, reflecting the critical role of tummy time in early development. It tracks
the progression from physiological flexion in the newborn to the mastery of the 4-point kneeling position and
crawling. Early items focus on head turning and forearm support, while more advanced items assess the transition
into the "swimming" position and reaching while weight-bearing on one arm.

2. Supine Position (9 Items)



The supine subscale focuses on the infant's ability to stabilize the trunk and move the extremities against gravity.
Key milestones include the transition from a symmetrical posture to midline orientation, the ability to reach for feet
(indicating abdominal strength), and the initiation of rolling to the prone position.

3. Sitting Position (12 ltems)

This subscale evaluates the development of postural control in a vertical orientation. It begins with supported sitting
and progresses through propped sitting, independent sitting without arm support, and eventually the ability to
transition from sitting to other positions (like prone or four-point kneeling).

4. Standing Position (16 Iltems)

The standing subscale tracks the trajectory toward independent ambulation. It assesses the infant's ability to bear
weight through the lower extremities, the emergence of the stepping reflex, pulling to stand at furniture, cruising,
and finally, walking independently without external support.

The Anatomy of the AIMS Record Booklet and Score Sheets

The Alberta Infant Motor Scale Record Booklet (Package of 50)is the primary tool for documentation. The 2nd
Edition score sheets have been refined to ensure clear data entry and longitudinal tracking. Each sheet serves as a
permanent clinical record, capturing both the raw data and the interpreted percentile ranks.

A technical analysis of the score sheet components reveals the following structural elements:

« Infant Information Header: Includes chronological age calculation, corrected age for prematurity, and date of
assessment.

e The Item Matrix: A visual grid where the four subscales are mapped. Each item includes a small illustration to
remind the clinician of the required postural criteria.

e The Scoring Table: A dedicated section for summing the scores from each subscale to arrive at the Total Raw
Score.

e The Percentile Graph: A standardized graph where the Total Raw Score is plotted against the infant's age to
determine the percentile rank.

Step-by-Step Scoring Methodology

To ensure reliability, clinicians must follow a rigid procedural workflow when using the AIMS Score Sheets.  Errors
in scoring can lead to false positives (misidentifying a delay) or false negatives (missing a child in need of
intervention).

Phase 1: Observation and ldentification

The clinician observes the infant in each of the four positions. For every position, the clinician identifies the "Motor
Window."

1. Identify the Least Mature Item: The simplest item the infant performs in that position.
2. ldentify the Most Mature Item: The most advanced item the infant performs.
3. The items falling between these two points, inclusive, constitute the motor window.
Phase 2: Point Allocation
The scoring follows a binary logic (O = Observed, NO = Not Observed):

* 1 Point is awarded for every item prior to the motor window (these are assumed to be mastered).
¢ 1 Point is awarded for every item within the motor window that is observed.



¢ 0 Points are awarded for items within the motor window that are not observed.
¢ 0 Points are awarded for items beyond the most mature item.

Phase 3: Calculating the Total Raw Score

The scores for Prone, Supine, Sitting, and Standing are summed to produce a subscale score. These four subscale
scores are then added together to determine the Total Raw Score (maximum possible score of 58).

Phase 4: Determining Percentile Rank

The Total Raw Score is plotted on the normative graph provided in the AIMS Record Booklet. The point where the
Raw Score intersects with the infant's age (in months) indicates the percentile rank. For example, a score in the
10th percentile suggests that 90% of infants of the same age demonstrate more advanced motor skills.

Comparison Matrix: AIMS vs. Other Motor Assessments

Clinicians often choose between different assessment tools based on the clinical setting and the specific needs of
the patient. The following table compares the AIMS with other gold-standard assessments.



Feature

Age Range

Primary Focus

Methodology

Testing Time

Handling

Best Use Case

Alberta Infant Motor
Scale (AIMS)

Birth to 18 months

Gross Motor Maturation

Purely Observational

20 - 30 Minutes

Minimal to None

Screening and tracking
motor delay

Bayley Scales of Infant
Development (BSID-1V)

1 to 42 months

Cognitive, Language,
Motor, Social-Emotional

Task-based / Performance

60 - 90 Minutes

Extensive Handling/
Instruction

Comprehensive
developmental overview

Peabody Developmental
Motor Scales (PDMS-2)

Birth to 5 years

Gross and Fine Motor Skills

Task-based / Criterion-
referenced

45 - 60 Minutes

Instructional / Physical
Cues

Qualifying for services
(Fine + Gross)

Clinical Interpretation and Intervention Thresholds

Interpreting the AIMSrequires clinical reasoning. A single assessment is a snapshot in time; however, the AIMS is
most powerful when used longitudinally to track a "slope" of development. The following thresholds are generally
accepted in clinical practice:

¢ Above 15th Percentile: Typically considered within the normal range of motor development.

¢ 5th to 15th Percentile: Represents a "gray area" or "at risk" zone. These infants should be monitored closely
and may benefit from home exercise programs or "watchful waiting."

e Below 5th Percentile: Strongly suggestive of a motor delay. These infants usually require a formal referral for
therapeutic intervention (Physical or Occupational Therapy).

Addressing Prematurity

When assessing infants born prematurely, it is imperative to use the corrected age (chronological age minus the
weeks of prematurity) until the child reaches at least two years of age. Failure to use corrected age on the AIMS
Score Sheetswill result in an artificially low percentile rank, potentially leading to unnecessary parental anxiety
and over-diagnosis.

Case Study: Applying AIMS in a Neonatal Follow-up Clinic

Subject: 8-month-old male, born at 32 weeks gestation (Corrected Age: 6 months).Reason for Referral:Parents
concerned he is not yet sitting independently.

Assessment Process:

The therapist utilizes the Alberta Infant Motor Scale Score Sheets (AIMS), 2nd Edition. The infant is placed in
prone, supine, sitting, and standing positions on a firm mat.

¢ Prone: The infant achieves "Extended Arm Support" (Item 10) but cannot yet pivot. Subscore: 10.

e Supine: The infant reaches for his feet and rolls from supine to prone. Subscore: 8.

 Sitting: The infant can sit with arm support (prop sitting) but collapses when reaching for a toy. Subscore: 5.

» Standing: The infant takes weight through his legs when held but requires significant trunk support. Subscore:



3.
Total Raw Score: 10+ 8+ 5+ 3 = 26.

Interpretation:

At a corrected age of 6 months, a Total Raw Score of 26 plots at approximately the 25th percentile. While the infant
is on the lower end of the "normal” distribution, he does not meet the 5th percentile cutoff for a definitive delay. The
recommendation is for a follow-up assessment in two months and parental education on encouraging sitting
balance through play.

Troubleshooting Common Operational Challenges

Even for experienced clinicians, certain factors can complicate the administration of the AIMS. Understanding these
challenges is key to maintaining the validity of the results.

1.The "State" of the Infant

If an infant is hungry, tired, or crying, they will not demonstrate their highest level of motor capability. The AIMS
should only be scored when the infant is in an alert, content state. If the state is suboptimal, the clinician should
note this on the score sheet and potentially re-evaluate at a later time.

2. Environmental Factors

The surface on which the infant is assessed matters. A surface that is too soft (like a plush bed) can inhibit
movement, while a surface that is too cold may cause the infant to increase muscle tone (physiological splinting). A
standard, firm therapy mat is the gold standard for AIMS assessment.

3. Scoring "Observed" vs. "Reported"

The AIMS is strictly an observational tool. Clinicians must only score items they personally witness during the
session. Parent reports of the child performing a skill at home are valuable for the clinical history but cannotbe
counted toward the Total Raw Score on the AIMS Score Sheets. This ensures the standardization of the test
remains intact.

Advanced Utility: The AIMS in Research and Global Health

Beyond individual clinical cases, the Alberta Infant Motor Scale is a vital instrument in research and public health. It
is frequently used as an outcome measure in clinical trials for new pediatric interventions, such as early-start
physical therapy programs for infants with Down syndrome or those born with very low birth weight (VLBW).

Furthermore, because the AIMS is largely non-verbal and requires minimal equipment (only the Record Booklets
and a mat), it has been cross-culturally validated in numerous countries, including Brazil, Turkey, and China. This
global applicability allows for the comparison of infant motor development across different cultures and child-rearing
practices, contributing to a more robust understanding of human ontogeny.

The Logistics of Procurement: Record Booklets and Editions

For facilities and private practices, maintaining an adequate supply of Alberta Infant Motor Scale Score Sheets
(AIMS) is essential. These are typically sold in packages of 50. It is important to ensure that the 2nd Editionis
utilized, as it contains updated formatting and clarifies scoring instructions that were occasionally misinterpreted in
the original 1994 release.



The physical quality of the record booklets is designed for clinical environments—they are typically printed on
durable paper that can withstand the rigors of bedside or home-visit use. Proper documentation involves keeping
these sheets as part of the patient's permanent medical record, often scanned into Electronic Health Records
(EHR) to maintain a longitudinal digital trail of the child’s motor trajectory.

Synthesizing the Clinical Impact of AIMS

The Alberta Infant Motor Scale remains an indispensable tool for the early detection of motor impairment. By
providing a structured, objective, and norm-referenced framework, it removes much of the subjectivity often
associated with pediatric assessments. For the clinician, the AIMS Score Sheetsoffer a clear roadmap of
development, highlighting not just what an infant cannot do, but precisely where they are within the "window" of
emerging skKills.

As early intervention becomes increasingly recognized as the key to optimizing neurodevelopmental outcomes, the
role of the AIMS will only grow. It allows for the identification of subtle delays that, if addressed in the first months of
life, can significantly change a child’s functional future. Whether used in a high-tech neonatal follow-up clinic or a
rural community health center, the AIMS provides a universal language for describing, measuring, and
understanding the complex journey of infant motor development. Mastery of this scale—from the theoretical
concepts of neuromaturation to the practicalities of the 58-item score sheet—is a hallmark of excellence in pediatric
clinical practice.
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