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Supplemental Table: Non-equilibrium coordination tests. Descriptions were modified for the purposes of the current study and based on published methods. Tests were described to be completed on patients in supine and administered in the order they are presented in the table..

	TEST
	METHOD OF ASSESSMENT
	DESCRIPTION

	Finger-to-nose1,2 
	Ordinal 
	Shoulder is abducted to 90 degrees, elbow is extended, wrist is neutral, index finger extended and rest of hand fisted. The patient is asked to bring the tip of the index finger to the tip of the nose and hold it there for 5 seconds.

	Finger-to-tester’s- finger1,3
	Ordinal 
	The examiner’s finger is held at patient’s arm length in front of the patient, at approximately patient eye level. The patient is asked to touch the examiner’s finger with their index finger and hold it there for 5 seconds. 

	Alternate finger-to-nose1,4
	Ordinal and Timed 
	The patient is instructed to touch the examiner’s finger (held in the position noted above), quickly touch the patient’s nose, and then return to the therapist’s finger for five cycles, as fast as possible. Patient is instructed that the target must be touched with the tip of the patient’s index finger in order for the test to be completed. 

	Finger-to-finger1,5
	Ordinal 
	Both arms are held in 90 degrees of abduction with elbows extended, wrists in neutral, hands fisted with index fingers extended. The patient is then asked to move hands toward each other, keeping shoulders abducted, approximating the fingers so they are pointing toward each other with about 1 cm of distance between them, maintaining this position for 5 seconds.

	Fixation/position holding (UE)1,3
	Ordinal 
	The patient is asked to keep the arm in a forward flexed position with elbow and finger extension, wrist in neutral, and maintain this position for 5 seconds.

	Pointing and past-pointing1,6
	Ordinal 
	The examiner places a finger at patient’s arm length in front of the patient, at approximately patient eye level. The patient is asked to reach arm forward to target, keeping arm and hand straight. Patient is then asked to alternate raising arm so that it is pointing toward ceiling and then returning arm to starting position (toward examiner’s finger). The patient should approximate the position of the examiner’s finger when eyes are open. Patient may touch examiner’s finger when eyes are closed.  

	Rebound phenomenon (UE)1,7
	Ordinal 
	Patient is asked to assume either arm forward flexion to 90 degrees with the elbow in extension and hand in a relaxed position, or the upper arm in a comfortable position at patient’s side or with slight forward flexion and elbow flexion to approximately 90 degrees with wrist neutral and hand fisted. The patient is asked to maintain the position while the examiner applies resistance (against shoulder flexion in the first position or elbow flexion in the second position). Examiner applies pressure for at least 3 seconds and then releases unexpectedly.

	Pronation/supination1,5,8
	Ordinal and Timed 
	The patient is asked to alternate placing palm down, up, and down again next to their upper leg, as smoothly and quickly as possible. This completes one cycle of the activity. The patient is asked to complete 5 cycles of the procedure and timing begins and ends in the palm down position. Placement of the palm up and down should make an audible sound as the limb touches the surface of the bed.

	Tapping (hand)1,2
	Ordinal and Timed
	The patient is asked to start with the hand flat on the thigh, lift the palm and fingers keeping the wrist in contact with the thigh, and tap the leg as fast and smoothly as possible five times.

	Mass grasp1, 9
	Ordinal and Timed
	The patient is instructed to begin with the fist in a closed position at a position comfortably in front of the patient (with some degree of elbow flexion). The patient is instructed to maximally open and then close the fist, completing one cycle of “mass grasp.” The patient is asked to complete the cycle 5 times, as fast as possible. Fingers must be moved through full range of motion – full extension to full flexion – for the test to be correctly completed.  Timing begins and ends with the fist in a closed position.

	Precision finger tap8,10
	Ordinal
	The patient is asked to tap the tip of the index finger to the interphalangeal crease of the thumb as quickly as possible. The tip of the finger should not deviate from the interphalangeal crease. Normal movement should occur too quickly to count.

	Finger opposition1,11
	Ordinal and Timed 
	The patient is instructed to touch each finger with the thumb, beginning with the index finger, in sequence to the 5th finger and then backward to the index finger (one cycle), 5 times, as fast as possible but accurately touching the tip of each finger. Each finger must be touched for the test to be completed correctly.

	Draw a circle (hand)1
	Ordinal
	The patient is asked to draw an imaginary circle in the air, three times clockwise and then three times counter-clockwise, with their finger. Their upper extremity should be off of the bed during the activity and elbow in relative extension.

	Alternate heel-to-knee/ankle1,5
	Ordinal and Timed 
	The patient is asked to touch the heel of one foot to the opposite leg, first to the anterior ankle and then to the knee and back to the ankle, completing one cycle of the activity. The patient is asked to complete 5 cycles. Timing begins and ends with the heel at the ankle. 

	Heel-on-shin1,4
	Ordinal and Timed 
	The patient is asked to slide the heel of one foot along the anterior aspect of the opposite lower leg from the ankle to the knee to the ankle 5 times.

	Toe-to-tester’s-finger1,12
	Ordinal and Timed
	The examiner holds a finger approximately 12 inches above the patient’s foot. The patient is asked to touch the examiner’s finger with the toe and return the leg to the bed. The patient is asked to complete the activity 5 times. Timing ends when the leg is returned to the bed after touching the examiner’s finger 5 times.

	Fixation/position holding (LE)1,12
	Ordinal 
	The patient is asked to keep the leg straight and lift it off of the bed so that the hip is at approximately a 30 degree angle. The patient is asked to maintain the position for 5 seconds.

	Rebound phenomenon (LE)1,13
	Ordinal
	The patient’s leg is supported under the knee by the examiner so that the thigh and heel are off of the bed. Patient’s leg is positioned in approximately 45 degrees of knee flexion and the patient is asked to hold the knee there against resistance. The examiner maintains resistance for at least 3 seconds before letting go unexpectedly.

	Tapping (foot)1,11
	Ordinal and Timed 
	The examiner’s clipboard is held to the bottom of the patient’s foot, with ankle at approximately neutral dorsiflexion. Patient is instructed to keep heel on clipboard and tap the ball of the foot as smoothly and quickly as possible five times.  Timing begins and ends with foot flat on the clipboard.

	Draw a circle (foot)1
	Ordinal 
	The patient is asked to draw an imaginary circle in the air, three times clockwise and then three times counter-clockwise, with their foot. Their lower extremity should be off of the bed during the activity and knee in relative extension.


Abbreviations: UE upper extremity, LE lower extremity
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