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Putting the Pieces Putting the Pieces 
Together:Together:

S k Ed iS k Ed iStroke Education at Stroke Education at 
Luther MidelfortLuther Midelfort

Stroke Expert Team Stroke Expert Team pp
WorkgroupWorkgroup

Multidisciplinary group led by ChampionMultidisciplinary group led by Champion--
Felix Chukwudelunzu, MDFelix Chukwudelunzu, MD

ResponsibilitiesResponsibilities

Responsible for the overall running of the Responsible for the overall running of the 
programprogram

Meets at a minimum of once q2Meets at a minimum of once q2--3 months3 months

Working groups meets more frequentlyWorking groups meets more frequently
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Long Term GoalLong Term Goal

Improve patients Improve patients 
care and outcome by:care and outcome by:

Reducing StrokeReducing Stroke
MortalityMortalityyy

Increase # of Increase # of 
Patients receiving tPatients receiving t--PA PA 

Reduce hospital Reduce hospital 
LOSLOS

Staff EducationStaff Education--RNsRNs

Content includes:Content includes:

Stroke Order SetsStroke Order Sets
Stroke MeasuresStroke Measures
Stroke GuidelinesStroke Guidelines
Frequently Asked Questions and Answers Frequently Asked Questions and Answers q yq y
Patient/Family EducationPatient/Family Education
Stroke ClinicStroke Clinic
Stroke Management ZonesStroke Management Zones
Audit ToolsAudit Tools
Roles and ResponsibilitiesRoles and Responsibilities
Stroke Integrated FlowsheetStroke Integrated Flowsheet
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Yearly Computer Based TrainingYearly Computer Based Training--
CBTsCBTs

“Use of Alteplase in Acute Ischemic Stroke”“Use of Alteplase in Acute Ischemic Stroke”
Identify common symptoms of ischemic strokeIdentify common symptoms of ischemic stroke
Identify rationale for tIdentify rationale for t--PA with indications/contraindicationsPA with indications/contraindications
Dosing and mixingDosing and mixingg gg g
Post tPost t--PA monitoringPA monitoring

“Dysphasia Screening 2009”“Dysphasia Screening 2009”
Sequence of normal swallowSequence of normal swallow
Common signs/symptoms of dysphasiaCommon signs/symptoms of dysphasia
How to administer bedside swallow screenHow to administer bedside swallow screen

BEDSIDE SWALLOW SCREEN

Assess-if “no” stop test, document, and consult ST

Yes No Able to follow commands?

Assess-if “no” stop test, document, and consult ST

Yes No Speech clear?

Yes No Able to speak or understand words?

Yes No Able to clench teeth?

Yes No Able to close lips?

Yes No Face symmetrical with movement?

Yes No Tongue midline?                                                   COMPLETED ON ALL

Yes No Uvula midline?                                                  STROKE/TIA PATIENTS

Yes No Gag reflex present?                                           INCLUDING ER PRIOR TO 

Yes No Able to cough with command x2?                             RECEIVING ANYTHING PO

Yes No Swallows own secretions?

Water Test: Give 5 ML (tsp) water via spoon
Assess-if “no” stop test, document, and consult ST

Yes No Swallows without choking?

Yes No Voice sounds clear?

Yes No Swallows without coughing?

Yes No Swallows without water dribbling out of mouth?

Water Test: Give 60 ML water via cup
Assess-if “no” stop test, document, and consult ST

Yes No Swallows without choking?

Yes No Voice sounds clear?

Yes No Swallows without coughing?

Yes No Swallows with out water dribbling out of mouth?

Nurse EducatorsNurse Educators

Evaluates educational needs of staffEvaluates educational needs of staff
Develops/presents educational programs. Develops/presents educational programs. 
Facilitates organizational quality improvement Facilitates organizational quality improvement 

i i ii i iactivitiesactivities
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Staff EducationStaff Education--ProvidersProviders

CME for acute stroke teamCME for acute stroke team

Presentations and discussionsPresentations and discussions

CBTCBT--Stroke tStroke t--PAPA

Staff meetings updatesStaff meetings updates--Ed Multidisciplinary Ed Multidisciplinary 
MeetingMeeting

Aid to Provider ManagementAid to Provider Management

Anticoagulation ClinicAnticoagulation Clinic--standardized coumadin standardized coumadin 
management using predetermined protocols.management using predetermined protocols.

S k Cli iS k Cli i l d l i hl d l i hStroke ClinicStroke Clinic--evaluates and consults with evaluates and consults with 
patients who have had a stroke or are at risk.patients who have had a stroke or are at risk.

EMSEMS
ESIC ESIC (Emergency Services Integration Committee) with members from (Emergency Services Integration Committee) with members from 
each regional site and Luther Hospital.  Meets monthly.each regional site and Luther Hospital.  Meets monthly.

Develop/Implement a plan for integrated emergency Develop/Implement a plan for integrated emergency 
services in Eau Claire region.services in Eau Claire region.

Develop/Implement a structure for responding to changes Develop/Implement a structure for responding to changes 
in emergency service environment.in emergency service environment.

Develop/Implement a system for measurement of  Develop/Implement a system for measurement of  
emergency services success & failuresemergency services success & failures
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ESICESIC

Treatment/Evaluation ProtocolsTreatment/Evaluation Protocols
Transfer guidelinesTransfer guidelines
CQI Evaluation toolsCQI Evaluation tools

Mayo One (Air)Mayo One (Air)
Gold Cross (Ground)Gold Cross (Ground)
Others (Local ambulances)Others (Local ambulances)

General Staff EducationGeneral Staff Education

Facility NewslettersFacility Newsletters

LEOLEO

Skills FairsSkills Fairs

Patient Education Patient Education 

Stroke binders forStroke binders for
Hemorrhagic StrokeHemorrhagic Stroke
and Ischemic Strokeand Ischemic Stroke

RNs (hospital)RNs (hospital)RNs (hospital)RNs (hospital)

ASA/AHA ASA/AHA 
PamphletsPamphlets

Stroke ClinicStroke Clinic
StaffStaff
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Stroke Zones for 
 Management Action Plan 

GREEN ZONE: All Clear 
     If: 

 You have NO NEW or WORSENING: 
Weakness or numbness on one body side 
Difficulty swallowing, speaking or 
changes in vision 
Loss of balance or dizziness 
Severe headaches, especially with 
vomiting 

 You have NO difficulty following 
             your medication regime. 

 You have NO blood in your urine or  
              stool if you are taking coumadin/warfarin 

 

Then: 
 

 Your symptoms are under control. 
 Continue taking your medications as 

      ordered. 
 Keep all physician appointments. 

 
 
 
 
 
 
 
 

 

YELLOW ZONE: Caution 
Work closely with your healthcare team if you are going into the yellow zone 

 If: 
 You develop mood swings or depression 
 Develop new or worsening pain 

Then: 
 Call your Neurologist or Primary Care  

doctor. p g p
 Develop excessive tiredness or sleepiness 
 Have questions about your medications or 

your recent stroke 
 

 
 

 
 Name _________________________ 
  
 Number ________________________ 

 
 

 
 

RED ZONE:  Danger 
Call 911 if you are going into the red zone 

If: 
You are experiencing NEW OR 
WORSENING: 
 Weakness or numbness on one body 

side 
 Difficulty swallowing, speaking, or 

changes in vision 
 Loss of balance or dizziness 
 Severe headache especially with 

vomiting 
 You are experiencing blood in your 

urine or stool if you are taking 
coumadin/warfarin 

 

Then: 
 Call 911 immediately 

 
 
 

 

Patient SupportPatient Support

Stoke Support GroupStoke Support Group

Aphasia Support GroupAphasia Support Group

Community EducationCommunity Education

Community NewslettersCommunity Newsletters

Aph i Gr pAph i Gr pAphasia GroupAphasia Group

Stroke ScreeningStroke Screening

Community OutreachCommunity Outreach
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ResourcesResources--Tools for StaffTools for Staff

LEOLEO--Intranet Web SiteIntranet Web Site

Stroke Reference Pocket CardStroke Reference Pocket Card
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Stroke Assessment/Treatment/Transfer 
Form

 

 
Demographics     Symptoms 
   Name: _________________________________      Chief Complaint:  ________________________ 
   Gender:   Male      Female      Date of Onset:  ___/___/20____ 
   Age: ______                   Time of Onset:  ____:____  AM   PM 
 
History / Cerebrovascular Risk Factors 

 HTN     DM     Previous Hx of Stroke     CAD    Afib       TIA     Carotid Stenosis    
 Current Smoker     Hyperlipidemia     PAD     OSA     Mechanical Heart Valve 

 
Medications 

Allergies:  __________________________________________________        No Known Allergies 
List Home Medications:  _____________________________________________________________ 
_________________________________________________________________________________
_________________________________________________________________________________ 

 
Vital Signs 

Arrival to ED Date/Time:  ___/___/20____  @  ____:____ AM   PM 
BP:  ____/____    P/HR:  _______    RR:  ______    O2Sat:  _______% 

 
DiagnosticsDiagnostics 

PT (INR):  ______    PTT: ______    Gluc: ______    EKG: _________________________________ 
Head CT Findings_____________  Date/Time of CT:  ___/___/20____  @  ____:____ AM   PM 

 
Brief Exam 

Cincinnati Pre-Hospital Stroke Scale: ________ 
Facial Droop:   Normal     Abnormal  (Instruction: Have patient show teeth or smile.) 
Arm Drift:   Normal     Abnormal  (Instruction: Have patient close eyes and hold both arms straight out with 
palms up for ten seconds.  Abnormal: One arm drifts or does not move.) 
Abn’l Speech:   Normal     Abnormal   (Instruction:  Have pt. say "You can't teach an old dog new tricks.”) 

 
Treatment Administered 

 ASA  325 mg       Heparin __________ @_____/hr 
 IVF (0.9% NS) __________ @_____/hr    O2 _______LPM 
 IV t-PA (refer to guidelines)  

Bolus_____________     Infusion __________ @_____/hr 
Date/Time t-PA Given:  ___/___/20____  @  ____:____ AM   PM 

 
Communications 

Verbal Report Called to ____________________at LH ED 715-838-3242 by ___________________ 
Date/Time Report Called to LH ED:  ___/___/20____  @  ____:____  AM   PM  

 
Transportation 

 Mayo One     Barron     Bloomer     Osseo     Gold Cross     Other: _________________ 
Date/Time Contacted:  ___/___/20____  @  ____:____  AM   PM  
Date/Time Departed:  ___/___/20____  @  ____:____  AM   PM  

TIA GuidelinesTIA Guidelines
Target populationTarget population:              :              All patients All patients ≥≥ 18 years old.18 years old.

Definition:Definition: A focal neurological deficit localizable to a defined cerebral vascular  A focal neurological deficit localizable to a defined cerebral vascular  
territory lasting territory lasting << 24 hours.24 hours.
Specific to this guideline, patients with persistent symptoms at the Specific to this guideline, patients with persistent symptoms at the 
conclusion of ED evaluation (even if the total time of symptoms is conclusion of ED evaluation (even if the total time of symptoms is 
<< 24 hours) should be treated as a Stroke.24 hours) should be treated as a Stroke.

Assessment:Assessment: The ED physician should:The ED physician should:
••Assess stroke risk factors, counsel, and initiate followAssess stroke risk factors, counsel, and initiate follow--up appointment with primary Doctor or Neurologist if up appointment with primary Doctor or Neurologist if 

admission to hospital is not indicatedadmission to hospital is not indicatedadmission to hospital is not indicated.admission to hospital is not indicated.
••Perform “ABCD” assessment and follow the TIA Algorithm for appropriate triaging.Perform “ABCD” assessment and follow the TIA Algorithm for appropriate triaging.
••Discuss case with the NeurologistDiscuss case with the Neurologist--onon--call call 
••Obtain appropriate laboratory/Radiological tests to include but not limited to   Electrolytes, CBC, Obtain appropriate laboratory/Radiological tests to include but not limited to   Electrolytes, CBC, 

PT/PTT, NonPT/PTT, Non--contrast Head CT and Carotid Duplex Ultrasound when indicated (if CUS not done contrast Head CT and Carotid Duplex Ultrasound when indicated (if CUS not done 
within the previous 6 months).within the previous 6 months).

TreatmentTreatment:   :   Give Aspirin (50Give Aspirin (50--325mg) in the ED, and discharge home on aspirin if  325mg) in the ED, and discharge home on aspirin if  
no contraindication and if not previously on Aspirin.no contraindication and if not previously on Aspirin.

Education:Education: Educate patients about their risk factors and warning symptoms of stroke.Educate patients about their risk factors and warning symptoms of stroke.
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Stroke GuidelinesStroke Guidelines
Target Population:Target Population: All patients ≥ 18 yearsAll patients ≥ 18 years--old presenting withold presenting with neurological symptoms neurological symptoms 

suggestive of:suggestive of:

Spontaneous Intracerebral Hemorrhage (ICH)Spontaneous Intracerebral Hemorrhage (ICH)

Clinical guidelines for Airway and Oxygenation, Imaging Clinical guidelines for Airway and Oxygenation, Imaging 
Studies, Hypertension, Stroke/Audit Forms/Fluid Management, Studies, Hypertension, Stroke/Audit Forms/Fluid Management, 
DVT Prophylaxis, Other Medical Issues such as Body Temp and DVT Prophylaxis, Other Medical Issues such as Body Temp and 
AgitationAgitationgg

Ischemic StrokeIschemic Stroke
Clinical guidelines for Imaging Studies, Thrombolysis, Stroke Clinical guidelines for Imaging Studies, Thrombolysis, Stroke 

Order/Audit Forms, Hypertension, AntiOrder/Audit Forms, Hypertension, Anti--Platelet Therapy, Platelet Therapy, 
Nutrition and Hydration, DVT Prophylaxis and EducationNutrition and Hydration, DVT Prophylaxis and Education

Protocols and Order SetsProtocols and Order Sets

Administration of tAdministration of t--PA for NonPA for Non--Hemorrhagic Stroke Hemorrhagic Stroke 
Order Set  ROOrder Set  RO--2120A2120A
Admission Order Set for Acute Ischemic Stroke  ROAdmission Order Set for Acute Ischemic Stroke  RO--
2120E2120E
Ad i i O d S f I i l H h NSAd i i O d S f I i l H h NSAdmission Order Set for Intracranial Hemorrhage  NSAdmission Order Set for Intracranial Hemorrhage  NS--
2120F2120F
Admission Order Set for Subarachnoid Hemorrhage  Admission Order Set for Subarachnoid Hemorrhage  
NSNS--2120G2120G
Emergency Dept Order Set  NSEmergency Dept Order Set  NS--21202120
Emergent Reversal of Warfarin Order Set  NSEmergent Reversal of Warfarin Order Set  NS--2120C 2120C 

Stroke Trigger Tool
 

This is not part of the permanent record 

Standard 

Red 
(standard 
not met) 

 
N/A 

Green 
(initial 
when 

standard 
met) 

1. Bedside swallow screen by RN documented in 
clinical notes-Bedside swallow screen, before 
pt. has anything po. 

   

2. DVT Prophylaxis ordered    

3. Patient and/or family was given a Stroke 
Binder, it was reviewed and it was so 
documented under the Stroke Education Tab 
in EMR, as follows: 

   

3a. a. Stroke binder given to pt    

Patient Sticker goes on  
the BACK of this form Stroke Trigger Tool 

g p
3b. b. Personal Risk Factors for stroke (“Risk 

Factors” tab) 
c. Warning signs and symptoms for stroke 

   

3c. d. Medications Prescribed (“Medications” tab 
and Discharge medications) 

   

3d. Discharge Instructions: (“Discharge” tab) 
e. Activation of EMS if experiencing signs and 
symptoms of stroke 
f. Importance of follow-up visits 

   

Comments:  
 
 
 
 
 
 
 
 
 
 
 
 
Return this form to the Unit Director. 
V:\Acute Care Redesign\Stroke Trigger Tool 02-06.doc    stf 09-08 

**1. Click on ad hoc  2. Pt. Education tab 
3. Education Stroke & check those that apply 
 

 ~Document the following:  
a) Stroke binder given 
b) Risk factors 
c) Medications Prescribed  
d) Signs and symptoms 
e) Activating EMS and 
 f) Follow-up. 

 
These are JCHAO requirements! 
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Future Education-NIHSS 2009
NIH Stroke Scale                                                               
Date________________ Time: ____________ 

Administer stroke scale items in the order listed.  Do not go back and change scores.  Scores should reflect what the patient 
does, not what the clinician thinks the patient can do. Record answers while administering and work quickly. Except where 
indicated, the patient should not be coached (i.e., repeated requests to patient to make a special effort). 

IF ANY ITEM IS LEFT UNTESTED, A DETAILED EXPLANATION MUST BE CLEARLY WRITTEN ON THE FORM.  

Instructions Scale Definition Score 

Level of Consciousness: Choose a 
ponse even if a full evaluation is prevented by 
tube, language, trauma, etc.   

     0 = Alert; keenly responsive. 
     1 = Arousable by minor stimulation to obey, answer, or respond.    
     2 = Requires repeated stimulation to attend, or is obtunded and requires 
strong or painful stimulation to make movements. 
     3 = Responds only with reflex responses or totally unresponsive. 

 
 

_____ 

LOC Questions: Ask the month and his/her 
. The answer must be correct - there is no 
ial credit for being close.  Do not “help” the 
ent.   

     0 = Answers both questions correctly. 
     1 = Answers one question correctly (or dsysarthria, intubated, foreign lang.)  
     2 = Answers neither question correctly.  

 
_____ 

LOC Commands: Ask to open and close 
s and to grip and release the non-paretic 
d. Substitute another one step command if 
hands cannot be used.  Task can be 

monstrated and then scored. 

     0 = Performs both tasks correctly (ok if impaired by weakness). 
     1 = Performs one task correctly. 
     2 = Performs neither task correctly. 

 
 

_____ 

Best Gaze: Horizontal EOM tested by 0 NormalBest Gaze: Horizontal EOM tested by 
ntary or oculocephalic maneuver (Doll’s).   

     0 = Normal. 
     1 = Partial gaze palsy. Abnormal gaze in one or both eyes.    
     2 = Forced deviation or total gaze paresis not overcome by the    
oculocephalic maneuver (Doll’s). 

_____ 

isual: Visual fields (upper and lower 
drants) are tested by confrontation, using 
er counting or visual threat as appropriate. 
ent must be encouraged, but if they look at. 

     0 = No visual loss. 
     1 = Partial hemianopia, quadrantanopia, extinction. 
     2 = Complete hemianopia. 
     3 = Bilateral hemianopia (blind including cortical blindness)  

 
 

_____ 

acial Palsy: Ask, or use pantomime to have 
w teeth, raise eyebrows and close eyes. 
re symmetry of grimace in response to 
ous stimuli in the poorly responsive or non-

mprehending patient.  

     0 = Normal symmetrical movement. 
     1 = Minor paralysis (flattened nasolabial fold, asymmetry on smiling). 
     2 = Partial paralysis (total or near total paralysis of lower face). 
     3 = Complete paralysis-1 or both sides (no  facial movement upper/lower 
face) 

 
 

_____ 

Motor Arm: Extend the arms (palms down) 
degrees (if sitting) or 45 degrees (if supine) 

the leg 30 degrees (always tested supine). 
t is scored if the arm falls before 10 seconds.  
 encourage using voice and pantomime.    

     0 = No drift for 10 seconds. 
     1 = Drift but does not hit bed or other support. 
     2 = Some effort against gravity, but can’t maintain-falls to bed.   
     3 = No effort against gravity, limb falls. 
     4 = No movement. 
     X = Amputation, joint fusion explain: 
_______________________________________________________  

5a. Left Arm 
5b. Right Arm  

 
 

_____ 
 
 
 

_____  

Motor Leg:   Leg extended 30 degrees 
ways test supine).  Drift is scored if falls before 
econds.  Can encourage using voice and 
tomime. 

     0 = No drift, leg holds position for full 5 seconds. 
     1 = Drift but does not hit bed. 
     2 = Some effort against gravity, but can’t maintain-falls to bed. 
     3 = No effort against gravity, leg falls to bed immediately. 
     4 = No movement. 
     X = Amputation, joint fusion explain: 
_______________________________________________________  

6a. Left Leg 
6b. Right Leg  

 
 

_____  
 
 
 

_____  

      

Questions???Questions???


