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Operation Stroke
The Phoenix Experience

Establishing a Comprehensive Stroke
Program, Implementing a Primary Stroke
Center Matrix, and Developing a Quality
Assurance Program




Operation Stroke

* A nationwide American Stroke Association
initiative implemented in 1999.
* Two major goals:
Reorganize stroke services to provide
better acute stroke care across the USA.
Implement OS in the top 125 MSASs by
2003.



The Stroke Chain of Survival




Operation Stroke and
Primary Stroke Center
Classification in Phoenix




Primary Stroke Centers

PSC’s provide appropriate acute stroke management:
Rapid distinction between ischemic stroke and ICH
V tPA for appropriately selected patients

dentify, and manage, arrhythmia's, hypotension,
fever, and hyper & hypoglycemia

Dedicated care in geographically identified Stroke
Units has been shown to reduce stroke mortality
and morbidity

Initiate secondary stroke prevention treatment




Phoenix Primary Stroke Center Initiative

A collaborative effort between Operation Stroke
and Arizona Emergency Medicine Systems
(AEMS )

Regular meetings between members of
the OS Executive Committee and the
AEMS Categorization Committee




Recommendations for the Establishment

of Primary Stroke Centers

Tim VSI'I r_:phir d,

Marian Emr

ESEITE SIGNIFICANT AD-

vances in its diagnosis, treat-

ment, and prevention, strose

TN 8 CormEmen cisor-

7O0G00 to 730000

new and recurrent strokes occur each

r in the United Stares,** and

populati lht. number of

Lime ¢ e exceed $G0000 per
patient for and more
than $223000 for subarachnoid her-
orrhage. * The extreme sensiivit,

ronal tissuz to even briet peiic

c hum'! m.lndat ]

For editorial comment see p 21125.

3102 JAMA, Juue 21,

=83, Mo, 23 Reprinted)

Objective Tod mmendaticns for Lhe establishment and operation of gr-
mary stroke center: pproach o improve the medical care of patients with stroke.

Parlicipants Members of the Orain Attack Coalilion (BAC), a multidisc I[Jl\“d.l’ ¥ Ioup
of representatives tom major professional organizations involved with deli stroke

re. Suprlemental input was obtained from other experts involved in acute stroke
care,

Evidence A review of liturulure published from 1266 to Mareh 2000 was per-
formed using MEDLINE. Morc than 600 English-language articles that had evidence
fram randomized dinical trizls, meta-analyses, care guidelines, o other appropriata
srling =pecilic care recommendations for patlents with acute stroke that

srporaled into a stroke center model were selected

reviewed irntially oy 1 author (M. AL, Members

in the conlext of current practice para-
meters, with special attention to imp-oving the delivery of care to patients with acuts
stroke, cost veness, and logistical issucs relaled s tre establisnment of primary
stroke centers. Cnnsensus was reath'd among all BAC participarts before an element
was added to t nrnendations.

Conclusions Randomlzed dinical trials and chservat onal studies suggest that sev-
eral elements of a stroke center would improv: -arc and ou h:c»mes. Key ele-
ments ol primary stroke centars nelude ams, stroke units, written care
protozols, ard an Integrated emergency response systern. Important support services
include availability 2nd interpretation « mputed lomography scans 24 hois everyday
and rapid laboratory testing. Administrative supporl, strong leadership, zrd centinu-
Ing educatlon are - Tant elements for slioke cenlers. Adoption of thase rec-
ommendations may increase the use of appropriate diagnostic ard therapeutic mo-
dalties ard reduce peristroke complications. The establishment of primary stroke centers
has the pntFntlal ta improve the cary of patients with stroke.

JAN

Cansensus Process  Articl

did rnor have stra
cidd not have rapid idenrit nicians’ concer:
plications, and the inubility of some
med cal systems to triage and evaluale
-h palients rapidly *!-
One appreach for addressing the
neel for improvements in ¢

5 the establisament al stroke «

vel a recent study “n the Cle L1 Stroze centers could mirror the
Ohio, area found that only 1.8%
tients with ischemic stroxe reeeiv ecl this
agent? Nationally, only

lienis with = e being treated with
tPA. Reasons tor this low r:

palient prasentaticn bej

Author Affiliations and Members af the Brain
Attack Coalltion are isted at e end of i
Correspanding Authsr and Reprints: Mark J. Al
el [ PO Bux 3392, Byan Roscarc
E, ULke Uwversity Medical Cenler, Durkam, NC
mall: 2 ber002@mc ¢ ake ec L),

al association. Al ciglus o




1
Table 1. Major Elements of a Primary
Stroke Center

Patient care areas
Acute stroke teams
Written care protocols
Emergency medical services
Emergency department
Stroke unit*
Neurosurgical services
Support services

Commitment and support of medical
organization; a stroke center director

Neuroimaging services

Laboratory services

QOutcome and quality improvement activities

Continuing medical education

*A stroke unit is only required for those primary stroke cen-
ters that will provide ongaing in-hospital care for pa-
tients with stroks.




Modified Primary Stroke Center Criteria

* Physician experienced in giving tPA for
stroke present at the time that tPA Is
administered (this should preferably
be a neurologist).

» Neurologist available 24/7 to see
patient within 45 minutes of being
called.



Modified Primary Stroke Center
Criteria

* Ongoing stroke QA/QI process in
place.

» The Stroke Center has a steering
committee that oversees the
provision of stroke management
services, QA/QI processes, and
education programs.




Phoenix Primary Stroke Center
Initiative:

2001-2002

Stroke center surveys conducted by both
OS and AEMS based on modified PSC
criteria

Help provided to hospitals that needea
assistance to meet PSC criteria

Results of surveys presented to Phoenix
hospitals 3-02




Phoenix Primary Stroke Center Initiative

April 2003

Site visits commence for hospitals
requesting to be included in the AEMS
PSC Matrix

Site visit teams consisted of two members
of the OS Executive Committee (MD, Allied

Health) and a member of the AEMS
Categorization Committee




Phoenix Primary Stroke Center Initiative

« April — July 2003
Five hospitals classified as PSC's
* Auqust 2003

Proposal presented to, and accepted by, the
AEMS Board to implement a limited PSC
Matrix in early September 2003




Phoenix Primary Stroke Center Initiative

May 2006

Eight hospitals classified as Primary
Stroke Centers based on the local
certification process.




Phoenix Primary Stroke Center Matrix
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Phoenix Primary Stroke Center Matrix

* As of 7/1/2009 the Joint Commission PSC
certification and recertification process will be

used to certify and recertity all PSCs in the
Phoenix PSC Matrix

« PSC Matrix membership is conditional on
hospitals submitting tPA quality measures data.

« PSC Matrix hospitals are committed to sharing
JC quality measures data including secondary
prevention treatment measures.
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JOINT COMMISSION
2008 PSC Stroke Performance Measures

1. Antithrombotic therapy by end of
hospital day two

» % of iIschemic stroke patients who
receive antithrombotic therapy by the
end of hospital day two.

2. Discharged on antithrombotics

> % of Ischemic stroke patients prescribed
antithrombotic therapy at discharge



JOINT COMMISSION
2008 PSC Stroke Performance Measures

3. Discharged on cholesterol lowering
therapy

> % of ischemic stroke patients with lipid
disorders (LDL > 100 mg/dl or LDL not
measured or on cholesterol reducer
prior to admission) who are discharged
on cholesterol reducing therapy.



JOINT COMMISSION
2008 PSC Stroke Performance Measures

4. Patients with atrial fibrillation receiving
anticoagulation therapy administered

> % of Ischemic stroke patients with atrial
fibrillation (paroxysmal or persistent) on
anticoagulation therapy at discharge

5. Smoking cessation advice/counseling

~ % of Ischemic stroke patients with a history of
smoking cigarettes (any cigarettes in the last
year) who receive smoking cessation or
counseling at, or prior to, discharge.



JOINT COMMISSION
2008 PSC Stroke Performance Measures

6. Assessed for rehablilitation (a new ‘old’
measure)

> % of Ischemic stroke patients who were
assessed for, or received, rehabilitation
services at, or prior to, d|scharge

/. Stroke education

> % of ischemic stroke patients (or their
caregivers) who received education or
educational materials at, or prior to ,
discharge.




JOINT COMMISSION
2008 PSC Stroke Performance Measures

8. Thrombolytic therapy administered
(new measure)

> % of iIschemic stroke patients arriving
within 2 hours of stroke symptom onset
who receive thrombolytic therapy.




JOINT COMMISSION
2008 PSC Stroke Performance Measures

9. Deep vein thrombosis (DVT) prophylaxis

> Y% of non-ambulatory ischemic stroke patients
who start receiving DV'T prophylaxis by the
end of hospital day two.
10. Dysphagia screening

> % of ischemic stroke patients who undergo a
screen for dysphagia before receiving any
food, fluids, or medication by mouth.



Phoenix Stroke Initiative
Future Directions & Challenges

* |[ncrease the number of PSC & GWTG
hospitals in Phoenix

» Utilize collaboration between hospitals
to conduct best practices workshops to
Increase the number of hospitalized
stroke patients who receive appropriate
secondary stroke prevention
management.



QUESTIONS??




