
Will a Documentation Tool with Clear Visual Cues Improve Consistency, Accessibility, and Clarity in 
Nursing Neurological Documentation in Ischemic Stroke Patients who are Treated with Alteplase?

Purpose/Background: 
During a Stroke Certification evaluation, the Joint Commission (TJC) 

identified neurological assessment documentation as an issue to be ad-

dressed.

The purpose of this prospective study was to identify issues with incon-

sistency, accessibility, and clarity of frequent neurological assessment 

nursing documentation in patients with an ischemic stroke who re-

ceive Alteplase, and implement a documentation tool for Emergency 

Department (ED) and Intensive Care Unit (ICU) nurses to address 

those issues. An intervention in the form of a color coded documenta-

tion tool was developed and implemented.

Objective
To improve the consistency, location, compliance, and access to neu-

rological nursing assessment documentation in the ischemic stroke pa-

tient receiving an Alteplase infusion.
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Design Method: 
        

The stroke patient’s hybrid (paper and electronic) medical record had nu-

merous areas available for both electronic and paper nursing documentation 

options making them time consuming and confusing. 

A paper documentation tool was created utilizing a color coded form in-

dicating the timing and frequency of the neurological assessment following 

hospital Alteplase protocol for the first 24 hours post Alteplase infusion 

timeframe. The top time border is color coded red for every 15 minute neu-

rological assessment, purple for every 30 minute assessments, and blue for 

hourly documentation up to the 24 hours post infusion period. 

Thirty patients were evaluated in this study from January 2007 to July 2009. 

Fourteen patients from January 2007 to September 2008 were monitored for 

consistencies and compliance with our hospital’s neurological assessment 

protocol. Compliance with documentation time interval protocols was 

found to be 75%.

First and second drafts of the documentation tool were implemented from 

October 2008 to December 2008 in four ischemic stroke patients treated 

with Alteplase. Documentation improved to 82% compliance using the col-

or coded documentation tool. From January 2009 to present, the color cod-

ed documentation tool was fully implemented. Twelve patients were treated 

from January to July 2009. Documentation compliance improved to 100%.  
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Documentation Compliance of Neurological Assessment
with Alteplase Infusion for Ischemic Stroke
Using a Color-coded Documentation Tool
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Results: 

Visual cues and consistency of documentation location facilitate compliance with assessment protocol, access to patient information, and rapid 

identification of neurological deterioration.

Conclusion: 

Cerner- C 
Flow Sheet-FS
Monitor Print Out-MPO
Variances: Note location of documentation

RN Signature:______________________________ RN Signature:______________________________ RN Signature:______________________________ 

15”Time Bolus ________________

Enter Times
Pupils
0 - PERL
1 - Right Greater than Left
2 - Left greater than right
3 - nonreactive
Level of Consciousness
0 - Alert
1 - Arousable
2 - Stuporous
3 - Unresponsive
LOC Questions
(month, age)
0 - Answers both correctly
1 - Answers one correctly
2 - Incorrect
LOC Commands
(Open / Close eyes, squeeze and let go)
0 - obeys both correctly
1 - Obeys one correctly
2 - Incorrect
Best Language
0 - Normal / No Aphasia
1 - Mild to Moderate Aphasia
2 - Severe Aphasia
3 - Global Aphasia - Mute
Motor Arms & Legs
(Elevate extremity 30° and score any drift movement)
0 -  No drift in 10 seconds
1 - Drifts before 10 seconds
2 - Some effort against gravity 
3 - No effort against gravity
4 - No movement
UN-untestable (AMP, Joint Fusion)

Right Arm

Left Arm

Right Leg

Left leg

Blood Pressure
Heart Rate

Respirations
Spo2

Location of Vital Signs Documentation (Key Below):

30” 45” 1° 1°15” 1°30” 1°45” 2° 2°30” 3° 3°30” 4° 4°30”
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Cerner- C 
Flow Sheet-FS
Monitor Print Out-MPO
Variances: Note location of documentation

RN Signature:______________________________ RN Signature:______________________________ RN Signature:______________________________ 

5°Time Bolus ________________

Enter Times
Pupils
0 - PERL
1 - Right Greater than Left
2 - Left greater than right
3 - nonreactive
Level of Consciousness
0 - Alert
1 - Arousable
2 - Stuporous
3 - Unresponsive
LOC Questions
(month, age)
0 - Answers both correctly
1 - Answers one correctly
2 - Incorrect
LOC Commands
(Open / Close eyes, squeeze and let go)
0 - obeys both correctly
1 - Obeys one correctly
2 - Incorrect
Best Language
0 - Normal / No Aphasia
1 - Mild to Moderate Aphasia
2 - Severe Aphasia
3 - Global Aphasia - Mute
Motor Arms & Legs
(Elevate extremity 30° and score any drift movement)
0 -  No drift in 10 seconds
1 - Drifts before 10 seconds
2 - Some effort against gravity 
3 - No effort against gravity
4 - No movement
UN-untestable (AMP, Joint Fusion)

Right Arm

Left Arm

Right Leg

Left leg

Blood Pressure
Heart Rate

Respirations
Spo2

Location of Vital Signs Documentation (Key Below):

5° 30” 6° 6° 30” 7° 7°30” 8° 9° 10 11° 12°
             EVERY 30 MINUTES X 6 HOURS               EVERY 1 HOUR

TPA Flow Sheet Date & Time Bolus:____________ Date & Time Infusion:____________

Nurse Signature: ___________________________________________

Standard of Care: Vital signs and neurological assessment to be done every 15 minutes during 
and post infusion for 2 hours; Then every 30 minutes for 6 hours; then every one hour for 16 hours.

ALL TIMES MUST BE COMPLETED
Place Label

TPA Flow Sheet Date & Time Bolus:____________ Date & Time Infusion:____________

Nurse Signature: ___________________________________________

Standard of Care: Vital signs and neurological assessment to be done every 15 minutes during 
and post infusion for 2 hours; Then every 30 minutes for 6 hours; then every one hour for 16 hours.

ALL TIMES MUST BE COMPLETED
Place Label

During Infusion every 15 min. & Post Infusion X 2 hours                         EVERY 30 MINUTESTPA
ALTEPLASE 

DOCUMENTATION
TOOL
FOR

ACUTE
ISCHEMIC STROKE

COMPLETE DOCUMENTATION IS REQUIRED FOR JOINT 
COMMISSION PRIMARY STROKE CENTERS

**If systolic BP greater than 180 mmHg or diastolic BP greater than 
105 mmHg increase the frequency of the vital signs to every 15 minutes 
during and 2 hours post Alteplase infusion. Administer antihypertensive 
medications to maintain BP below these levels per protocol

Cerner- C 
Flow Sheet-FS
Monitor Print Out-MPO
Variances: Note location of documentation

RN Signature:______________________________ RN Signature:______________________________ RN Signature:______________________________ 
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13°Time Bolus ________________

Enter Times
Pupils
0 - PERL
1 - Right Greater than Left
2 - Left greater than right
3 - nonreactive
Level of Consciousness
0 - Alert
1 - Arousable
2 - Stuporous
3 - Unresponsive
LOC Questions
(month, age)
0 - Answers both correctly
1 - Answers one correctly
2 - Incorrect
LOC Commands
(Open / Close eyes, squeeze and let go)
0 - obeys both correctly
1 - Obeys one correctly
2 - Incorrect
Best Language
0 - Normal / No Aphasia
1 - Mild to Moderate Aphasia
2 - Severe Aphasia
3 - Global Aphasia - Mute
Motor Arms & Legs
(Elevate extremity 30° and score any drift movement)
0 -  No drift in 10 seconds
1 - Drifts before 10 seconds
2 - Some effort against gravity 
3 - No effort against gravity
4 - No movement
UN-untestable (AMP, Joint Fusion)

Right Arm

Left Arm

Right Leg

Left leg

Blood Pressure
Heart Rate

Respirations
Spo2

Location of Vital Signs Documentation (Key Below):

14° 15° 16° 17° 18° 19° 20° 21° 22° 23° 24°
EVERY ONE HOUR X16 HOURS

TPA Flow Sheet Date & Time Bolus:____________ Date & Time Infusion:____________

Nurse Signature: ___________________________________________

Standard of Care: Vital signs and neurological assessment to be done every 15 minutes during 
and post infusion for 2 hours; Then every 30 minutes for 6 hours; then every one hour for 16 hours.

ALL TIMES MUST BE COMPLETED
Place Label

Documentation Compliance of Neurological Assessment

with Alteplase Infusion for Ischemic Stroke 

Using a Color-coded Documentation Tool 


