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Conclusions

Background Demographics

> 1996: IV tPA approved for use within 3 hrs e ; ; ; ; .
PP Characteristics » Care for patients with AIS is not impacted by the additional
» 2008: IV tPA window extended to 4.5 hrs Age, y, mean, (SD) 73.4 (14.6) responsibilities ED nurses have during transitions of care during
_ . . o . Sex, male, No. (%) 435 (47.4) shift change
> Earliest possible treatment is critical to functional outcome Barthel pre stroke, mean, (SD) 18.6 (3.2) |
» Use remains low (delayed presentation) Admission NIHSS, mean, (SD) 8.7(7.4) » Rates of IV thrombolysis are not reduced by off-hour arrivals
. . Previous medications , No. (%) i '
> In previous reports, door to needle times shown to be slower Aspirin 370 (40.3) specifically nights and weekends.
for patients arriving earlier — |
P 5 ACE inhibitor 238 (26) » While care is not delayed for those patients presenting early
> In-hospital mortality higher on weekend for both non- Statin 360 (39.3) enough for IV thrombolysis, it is delayed for those who miss the
neurological conditions and stroke in early studies Warfarin 140 (15.3) 3 or 4.5 hour window and require IA thrombolysis during night-
. . . Arrived During, No. (%) time hours
> Less data on how day/night and time of year impacts Shift change 159 (17.3)
outcome . |
| | Night 276 (30.1) » Patients arriving at night had a higher mortality rate and worse
g NO data on how nursing shift changes affect tPA use and Weekend 241 (26.3) clinical outcome at 3 months. Presentation during shift change,
patient outcomes July to September 258 (28.1) weekend, or during July through September had no negative

impact on outcome.

Goals Arrival during shift change

» To determine whether arrival with acute 1schemic stroke

Process times, minutes, median, (IQR) N Outside shift change N Shift Change Process times, minutes, median, (IQR) Day N Night

. e Ce e L . .
(AIS) durlng SpCClﬁC transition” times 1n ED such as shift Arrive to page stroke team 578 -1(-5.3,5) 132 -2 (-6, 3.8) Arrive to page stroke team -1 (-5, 5) 193
change affects stroke management and patient outcomes Arrive to perform head CT 678 27 (19,41.3) 151 26(20, 39) Arrive to perform head CT 26 (20, 39.3) 235 28 (19, 45)

Arrive to start IV tPA 231 63 (52, 83) 50 65(48,79.3) Arrive to start IV tPA 61.5 (50.3, 80.8) 69 69 (56, 85)

Arrive to TA catheter insertion 60 158.5(124.5, 208.8) 13 184 (124.5, 194.5) Arrive to IA catheter insertion 147 (115.3,176.8) 25 R14.3 (176, 211.5)***
Hospital outcomes, No. (%)

» Determine 1f the night/day, weekend, and time of year

Hospital outcomes, No. (%)

effect also takes place at Hartford Hospital Received IV tPA 1if eligible according to JCO 235 226 (96.2) >149096.1) Received IV tPA if eligible according to JCO 214 207 (96.7) 72 68 (94.4)
Received IA tPA if eligible 279 45 (16.1) 59 5(8.5) Received IA tPA if eligible 236 36 (15.3) 102 14 (13.7)
Patient outcomes Patient outcomes

Discharge disposition, No. (%) Discharge disposition, No. (%)
Methods s sas e S—— T

Discharged home 203 86 (42.4) 47 27 (57.4) Discharged home 183 82 (44.8) 67 31 (46.6)

» Retrospective, single-center database review NIHFS“S“ft‘O“a‘ 3“;“‘;‘; o 1661656 0 00 Functional Outcome

y T : . _ improved, No. (% : : NIHSS improved, No. (%) 201 137 (68.2) 82 59(72)

Time period: Jan .2005 NOV 2010 NIHSS unchanged, No. (%) 242 58 (24) 41 8(19.5) NIHSS unchanged, No. (%) 201 49 (24.4) 82 17(20.7)

> Included: all patients with AIS who presented <8 hours NIHSS worse, No. (%) 242 18 (7.4) 4 3(7.3) NIHSS worse, No. (%) 201 15 (7.5) 82 6(7.3)

from symptom onset Gain in Barthel at 3 months, mean, (SD) 239 2.6 (5.3) 51 3.9(5.4) 3.3(4.9) 85

> EXC]“ded: direCt admiSSiOnS, transfers, inpatients, key Gain in Barthel at 12 months, mean, (SD) 158 3 (5.3) 33 3.5(6.3) Gain in Barthel at 12 months, mean, (SD) 143 3.1(5.8) 48 3.0 (4.3)
*p<.05, **p<.01, ***p<.001 *p<.05, ¥*p<.01, ***p<.001

data unknown (arrival time, time of symptom onset, NIHSS)

» Parameters collected
» Age, Gender, Medications, Pre-stroke MBI, Last seen
well time, Admission NIHSS, Time and date of ED

arrival Weekend arrival References

» Independent variables

» Shift change

» Night

» Weekend Process times, minutes, median, (IQR) N Weekday N Weekend Process times, minutes, median, (IQR) N Oct - June N July-Sept * American Stroke Association. Impact of stroke.

) JU.ly th rou gh Se pt Arrive to page stroke team 526 -1(-5.25,4) 184 -2 (-6, 6) Arrive to page stroke team 516 -2 (-6,5) 194 -1(-6,5) http://www.strokee.lssociation.org/prgsentgr.ihtml?identiﬁer=1033 |

: Arrive to perform head CT 609 26 (20, 39) 220 28 (20, 44.8) Arrive to perform head CT 598 28 (20, 42) 231 26 (19, 40) *The Natlonal Iqstltute of Neurological Disorders and Stroke rtPA Stroke Study Group. Tissue
> Process times Arrive to start TV tPA 206 63(51,80.5) 75 66 (53,84) Arrive to start IV tPA 214 63.5(52,79.3) 67 63 (49, 93) plasminogen activator for AIS. N Engl J Med 1995.;333.: 1581-1587.
» Page stroke team Arive to IA catheter insertion 55 155(119,198) 18 1765 (155.8,242) Arive to 1A catheter insertion 54 158(124.8,200.8) 19 161 (124,243) "tacke W, Raste 1, Blohmkt b, ot al. Thrombolysis with alteplease 3 fo 4.5 hours after AT,
: 0 N Engl J Med 2008;359:1317-1329.
»Head CT Hospital outcomes, No. (%) Hosp,ltal Omcom_es’ NO (%) , *Hacke E, Donnan G, Fieschi C, et al. Association of outcome with early stroke treatment:
» Start TV or A tPA Received IV (PA if eligible according to JCO 209 20095.7) 77 75(97.4) Received IV tPA if eligible according to JCO 219209 (95.4) o7 66(98.5) pooled analysis of ATLANTIS, ECASS, and NINDS rtPA stroke trials. Lancet 2004;363:768-
. Received IA tPA if eligible 250 37 (14.8) 88 13 (14.8) Received IA tPA if eligible 250 38(15.2) 88 12(13.6) 774.
g HOSpltal oucome Patient outcomes Patient outcomes *The Paul Coverdell Prototype Registries Writing Group. Acute stroke care in the US, results
» TV and IA tPA treatment rate Discharge disposition, No. (%) Discharge disposition, No. (%) from 4 pilot prototypes of the Paul Coverdell National Acute Stroke Registry. Stroke
. i Expired 88 132 (27 186 [B5 (18.8)* 2005;36:1232-1240.
> Patient outcomes IE;plred V7128 (2:5) L9 : 0 E *Saver JL, Smith EE, Fonarow GC, et al. The ”golden hour” and acute brain ischemia,
» Mortalit ischarged home 169 79 (46.7) 81 34 (42) Discharged home 184 85 (46.2) 66 28(42.4) resenting features and lytic therapy in >30 000 patients arricing within 60 minutes of stroke
R Functional Outcome Functional Outcome onset, Stroke 2010:41:1431.1439, ’ :
: : - onset. Stroke 41: - :
: DlSChﬂI’gG dlSp osition NIHSS improved, No. (%) 205 143 (69.8) 78 53(67.9) NIHSS improved, No. (%) 198 134 (67.7) 85 62(72.9) Bell CM, R.edelmeier DA. Mortality among patients admitted to hospitals on weekends as
Change in NIHSS NIHSS unchanged, No. (%) 205 46 (22.4) 78 20 (25.6) NIHSS unchanged, No. (%) 198 49 (24.7) 85  17(20) compared with weekdays. N Engl J Med 2001;345(9): 663-668.

» Gain in Modified Barthel Index at 3 and 12 months NIHSS worse, No. (%) 205 16 (7.8) 78 5(6.4) NIHSS worse, No. (%) 198 15 (7.6) 85 6(7.1) *Saposnk G, Baibergenova A, Bayer N, Hachinski V. Weekend: a dangerous time for having a
Gain in Barthel at 3 months, mean, (SD) 205 2.9 (5.6) 85  2.7(4.5) Gain in Barthel at 3 months, mean, (SD) 210 3(5.3) 80 2.3(5.2) stroke? Stroke 2007;38:1211-1215.
Gain in Barthel at 12 months, mean, (SD) 135 3.1(5.5) 56 3.1(5.4) Gain in Barthel at 12 months, mean, (SD) 139 3.4(5.3) 52 2.4(5.8) *http:/northernrockiesneurosurgeons.com/brain.htm |
%p<.05, **p<.01, ***p< 001 #p<.05, **p<.01, ¥*¥*p<.001 http://www.strokeupdate.co.uk/2009/08/new-developments-in-hyperacute-stroke-

management/
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