N\Z

e--}e

Revising Code Stroke Algorithms to Improve Use of IV t-PA and
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OBJECTIVES

CT consistent with acute ischemic stroke
-Consider alternative dlagnoses.

Review (T exclu -are any observed?
-Repeat neurcioglc exam: are deficits variable or rapidly improving?

-Review thrombolytic exclusion criteria: are any observed?
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contact VIR for IV/IA therapy

‘Review risks/benefits with patient and family: if acceptable,
=) | Begin thrombolytic treatment (goal< 60 min)

-Obtain 2°° IV access prior to beginning tPA
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If high suspicion of subarachnoid hemorrhage remains despite negative findings on CT scan, Danabilp Mt Attt ad S AR AR 1€ L Rt
perform lumbar puncture (lumbar puncture excludes use of thrombolytic therapy)

-Review timeling:is symptom caset now > 4.5 hours (for IV IPA) or > S hours (for 1A tPA)

If ischemic stroke, CTA thrombus, > 4.5 hours from onset, Bedrest

If "No" toall of the above, then patient remains cangidate for thrombolytic theragy -Revarse any anticcagulants

CTindicates Intracerebral hemorrhage

Consult Neurosurgery if patiant is in extramis

Perform GCS, ICH Score, FUNC Score; Document and k2epin chart
Type and Screen

Finrinogen PRN

O-dimer PRN

Drug abusa screen

Foley catheter
ICH Hypertension Protocal

-Reverse any bleeding disorder
Manitor neurologic condition

‘Monitor BP, treat as indicated

-ICU admission

-Initiate supportive therapy as indicated

ofull medical evaluation by [0, neurclogy

*Labs drawn

eldentification o potential contraindications to IV tPA
s Prefirmanary dacussion of tPA with patent and famiy

Pt oCT BRAIN ACUTE STROKE reveals no mass, hemorrhage or completed infarct
oOrder for tPA is placed, nurse prepares tPA
*Obtain consent for tPA
oConfirm neurologic exam

' oConfirm lack of contrandication to IV tPA
oNo recent procedure or hospitalization
*No history of warfarin use, thrombocytopenia or abnormal bieeding
oBP <18S/100
| *Glucose > 50 mg/dL

%/ Push IV tPA (goal <60 minutes)

Admission to hospital and ED departure (goal <180 minutes)

The pre-code stroke average DTN time was 78.3 minutes. During the code stroke extended protocol

era the average DTN time was 77.5 minutes, and the code stroke limited protocol era average is 73.9
minutes.

The DTN times were broken down to these time frames: door to physician contact, door to CT completion,
and CT completion to t-PA given.

In the pre-code stroke era there was an average of 5.9 minutes from door to physician contact, this
increased to 8 minutes in the code stroke extended protocol era, and further increased to 10.8 minutes

in the code stroke limited protocol era.

Door to CT time increased from 22.4 minutes in pre-code stroke to 32.7 minutes in code stroke-extended and
35.3 minutes in code stroke-limited era. This was statistically significant with a p value of 0.0003.

The time from CT completion to t-PA administration was 56.3 minutes pre-code stroke, with the code
stroke extended protocol, this decreased to 44.8 minutes, this time further decreased to the current 38.6
minutes during the code stroke limited protocol timeframe.

The drop from 56.3 minutes from CT complete to t-PA given in the pre-code stroke era to 38.6

minutes in the code stroke limited protocol era is statistically significant with a p value of 0.0111 by

the wilcoxon method and 0.0034 by the logrank test.

To evaluate the effectiveness of the “code stroke” system and Target: Stroke strategies in improving the
use of IV t-PA and door to needle times.

To show the effects of code stroke system modification in acute stroke treatment.

Identify factors which influence time to treatment in acute ischemic stroke.

Suggest ways to improve door to needle times.

Code Stroke Extended Protocol Code Stroke Limited Protocol
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Limitations of this study include its small sample size and retrospective design. In addition all 125 patients
evaluated received IV t-PA thus a selection bias inherently exists as not all patients who presented with acute
iIschemic stroke symptoms within the 0 - 4.5 hour window were studied.
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CONCLUSIONS
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