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Web |mages Maps Mews Shopping Gmal more - Sign in
GOOS[Q [what is a stroke center 5 F——
Web Results 1- 10 of about 40,400,000 for what is a stroke center. (0.07 seconds)
Web |mages Maps MNews Shopping Gmail more -« Sign in
> ;
GD C)gle |state designated stroke center Search I Advanced Sedrch
Weh Results 1- 10 of about 177,000 for state designated stroke center. (0.28 seconds)
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NYS DOH Designated Stroke Centers

The Commissioner of Health is pleased to inform vou that it is the intent of the Department of Health to establish State
designated stroke centers statewide to improve the standard and access to guality of care for patients with a presumptive
diagnosis of stroke. The Emergency Medical Services community will play an important role in the implementation of these
stroke centers similar to the important role yvou now fill with state designated trauma centers.

The Bureau of EMS in collaboration with the DOH State Hospital Review and Planning Council will be posting on this page a
list of currently approved NYS DOH Designated Stroke Centers. The Stroke Canters are also tasked with the obligation of
communicating with the EMS community their new designation as a Stroke Center as well as conducting and supporting EMS
Continuing Medical Education with regards to stroke. The Regional EMS Council serving your county will also play a role in
education, implementation, and general communications with EMS agencies with regards to new Stroke Centers in your are.
Please visit this web page often to see if 3 hospital in your area has been designated as a Stroke Center.

The Bureau of EMS will also be providing, to each NYS BEMS Certified EMS Agency, a CME CD-Rom developed by the Americar
Heart Association to assist agencies in the training of their EMS providers in stroke education,

A naw version of the NYS EMT/AEMT BLS Stroke Protocol has been issued by the Bureau of EMS. The new Stroke Protocol can
be found by dicking on: NYS BLS Stroke Protocol , The new protocol replaces all previous versions of the Stroke Protacol, The
first two pages of this new protocol is a cover letter with further information pertaining to the protocol and its
implementation. The new protocol is in effect now. Please print the new protocol and place it in your protocol manual in-plac
of the orevious version,
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Home = Cedification Programs = Primary Stroke Certers

Primary Stroke Centers

Primary Stroke Center Certification

The Joint Commission's Cedificate of Distinction far Prirmary Stroke Centers recognizes centers that make
exceptional efforts to foster better outcomes far strake care. Achievement of cedification signifies that the
services you provide have the critical elements to achieve long-term success in impraving outcomes. [tis the
hest signal to your community that the quality care you pravide is effectively managed to meet the unigue and
specialized needs of stroke patients. In fact, demonstrating compliance with these national standards and
perfarmance measurement expectations may help abtain contracts from emplovers and purchasers
cancerned with cantrolling costs and impraving productivity.

The Joint Commission's Primary Stroke Center Cedification program was developed in collaboration with the

American Stroke Azsociation. [tis hased on the Brain Attack Coalition's "Recommendations for the
Establishment of Primary Stroke Centers.”
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Recommendations for the Establishment

of Primary Stroke Centers

Mark 1. Alberts, MDD

George Hademenos, PhiD

Bichard E. Latehaw, MDD

Andrew JJIFHIIJI. MDD

.luh:l R. Marler, MDY

Mare B Mavberg, MD

Fondman 13 starke, MDD

Harold W. Todd

Feenmeth M. Wiste, MDD

i 'ig}lun l:'u‘gllh

Tim Shephard, BN

Martan Emr

Pain Shwayder, MPA

Michael D Walker, M1

for the: Braon Attack Coalinion

ESPITE SIGHIFICANT AD-
vances in s diagnosis, reat-
ment, and prevention, strole
remains a common disor-
der. An estimated 700000 w 730000
new and recurrent sirokes oceur each
year in the United States," and as the
population ages, the numhber of pa-

.5 .666& .78 9.8:&
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Objective To develop recommendations for the establishment and operation of pri-
mary stroke centers as an approach to improve the medical care of patients with stroke.

Participants Members of the Brain Attack Coalition (BAC), a multidisciplinary group
of representatives from major professional organizations involved with delivering stroke
care. Supplemental input was obtained from other experts invelved in acute stroke
care.

Evidence A review of literature published from 1968 to March 2000 was per-
formed using PMEDLIME. More than 800 English-language articles that had evidence
from randomized clinical trials, meta-analyses, care guidelines, or other appropriate
methods supporting specific care recommendations for patients with acute stroke that
could be incorporated into a stroke center model were selected.

Consensus Process Articles were reviewed initially by 1 author (M.LAD. Members
of the BAC reviewed each recommendation in the context of current practice para-
meters, with spedal attention to improving the delivery of care to patients with acute
stroke, cost-effectiveness, and logistical issues related to the establishment of primary
stroke centers. Consensus was reached among all BAC participants before an element
was added to the list of recommendations.

Conclusions Randomized clinical trials and observational studies suggest that sev-
eral elements of a stroke center would improve patient care and outcomes. Key ele-
ments of primary stroke centers include acute stroke teams, stroke units, written care
protocols, and an integrated emergency response system. Important support services
include availability and interpretation of computed tomography scans 24 hours everyday
and rapid laboratory testing. Administrative support, strong leadership, and continu-
ing education are also important elements for stroke centers. Adoption of these rec-
ommendations may increase the use of appropriate diagnostic and therapeutic mo-
dalities and reduce peristroke complications. The establishment of primary stroke centers
has the potential to improve the care of patients with stroke.

JAMA. 2000:283:3702-3109 Wi AT com
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CERTIFICATION PROGRAM

Stroke
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Application for Certification
DSC Update
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National Patient Safety Goals

Executive Director

o New requirements for IV thrombolytic therapy

o Simplify your CMIP experience

NEWSLINE

: © 2009 National Patient Safetv Goals

Requirements o Franklin Award of Distinction 2009 application now availab

Franklin Award o Speak Up survey
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To Search for Products and
Services, click here

Products and
Services

Conferences and
Seminars

2008 Conferences
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Disease Specific Care Certification Workshop

Program Summary

Program Objectives and Target Audience

Confinuing Education

Date/l ocation/Registration Information for Oakbrook Terrace. IL Program

Sponsor and Hotel Information for Oakbrook Terrace, IL Program

Seminar Workbooks
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STROKE

DISEASE-SPECIFIC CARE STAGE Il PERFORMANCE MEASURES

Set No. Harmonized DSC Stroke Measure Name
STK-1 | Deep Vein Thrombosis (DVT) Prophylaxis
STK-2 | Discharged on Antithrombotic Therapy
STK-3 | Patients with Atrial Fibrillation Receiving

Anticoagulation Therapy
STK-4 | Thrombolytic Therapy Administered
STK-5 | Antithrombotic Therapy By End of Hospital Day
Two
STK-6 | Discharged on Cholesterol Reducing Medication
STK-7 | Dysphagia Screening
STK-8 | Stroke Education
STK-9 | Smoking Cessation / Advice / Counseling
STK-10 | Assessed for Rehabilitation
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Primary Stroke Center Work Plan

DSC Standard

Joint Commission
Expectations

Barrier/
Gap
Analysis

Responsible
Party

Due
Date

Date
completed
and
Comments

Program
Management
(PR)

Program defines leadership roles

-Orgamzational chart

-Job descriptions

-Evidence of mvolvement m design, plan, implementation
Program collaboration

-EMS through continuum

Meet needs of target population

-Define mission and scope of service

-Define target population and services

Program follows code of ethics: applicable laws/regs
Program has current reference and resource materials
-Identify consistent references for use throughout
COntimmin

-Identify process to ensure most current version available
for use

Facilities safe and accessible

Program delivers services on planned manner

-Identify method to capture elements stroke log

-Meet define TAT times for lab, imaging, personnel

Delivering or
Facilitating
Clinical Care

(DE)

Practitioners qualified and competent

-Primary source verification process for licensure
-Define education requirements and means to validate
competence

Climical Practice Gudelines

-All program tools developed from Current EBP
-Appropriate for target population-TIA. ATS ICH

g
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Disease-Specific Care Certification Manual

d Compliant
d Nat Compliant

B[0]1]2][NA]

B[o]1]2[na

B[0]1]2[NA

B[0]1][2[NA
Alo]1]2 [Na]

B[o]1]2][Na]
B[0]1][2][Na]

Standards, Elements of Performance, and Scoring

Standard PR.1
The program defines its leadership roles.

Elements of Performance for PR.1

L

The program leaders are qualified to meet the program’s mission, goals, and objectives.

Requirement Specific te Primary Stroke Center Certification
a. APrmary Stroke Center medical director is appointed.”

The program defines the accountability of its leaders.

Requirement Specific te Primary Streke Center Certification
a. Written documentation shows support of the Primary Stroke Center by hospital/health
system administration.

The leaders participate in designing, implementing, and evaluating care, treatment, and
SeIvices.

The leaders provide for the uniform performance of patient care, treatment, and services.

The leaders confirm that practitioners practice within the scope of their licensure, training,
and current competency.

The leaders develop a performance improvement plan for leadership qualicy.

The leaders set expectations for development of plans to manage and improve quality at the
program level.
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RXRECOMNCILE" winicanos il comciiatioe Genaral Hospital Home Medications

- Patient: Medraconly, Donotise Legend
. MRN: 000700340 DOB: 5151956
& Hedght: 175.26cm Weighe: T1.668kg
Allergies: nka
ou are legged m as David [ ke .'ﬁl: EIEI'. Hr-h ﬂm

#vou are not David | ke

| Add Medication |

To Be Addressed Discharged: 3252005 Active Medications Tnactive Madications
[Escitalopram Oxalate [Lexapro] [Fhuticasone-Sameterol [Advair Diskus) B foe iazide [] BE
10mg 1 tablet every day 500/50meg | puff aerosol Q2D 500/50meg | | !ablet aerosol every day (4]

spray LastDose Taken: 22406 Edit
Last Dose Taken: this moming Edst

325mg 1 capsule every day 1
Last Dose Taken: 272306 Edin

I0mg 1 tablet  every day [1]
Last Dose Taken: 272508 _E_E

[Combivent] &l [—

Ipff 2 puff aerosol Q6H PRIN for breathng m
troubls

Last Dose Taken: this ovorming Edat

Atorvastatin Caleium [Lipitor]
20MG 1 Tablet every day

Amlodipine Besylate [MNorvasc]
10mg 1 tablet every day

|[Prilosec ote]
20mg 1 tablet every day

[iZeswi]
10mg 1 tablet every day

E= (1) e= ()| &= (1 [E= (1) &= (1)




NHS Forth Valley

Falls Risk Assessment

Pateent's name

Ward

The physiotherapist should complete this chart if the

NHS

Forth Valley

patient has a history of falls in the past year. The
ﬁ fiates 1 physiotherapist will individually assess the frequency
Fernale 2 of re-negesemnent
| Age Mobility
60-70 L Full 1
;ifﬂ f Uses aids 2

Restricted 3
Gait Bed bound 1
Steady 0 Home
Hesitant L Staks 1
Foor transfer 3 Level acress 0
Unsteady 3 A = Risk Score
Sensory deficit
 Sight 2 3-8: Low 9-12: Medium
Hesaring i 13+: High
Balance 2
| Falls history Patient’s perception = ask the patient:
Nome 1] Hew likely co you think you are to fall while meving about in
At home 2 the next month?
In ward L Very: 4 Quite: 3 Slightly: 2 Not: 1
Baoth 3
Medication B = Patient's ﬂ'ﬁﬂi
Hypnotic 1
Tranquillisers L
Hypotensives i Total score
Diretics L AR
Medical history
Diabetes L Signature
Organic braln diseasef | L
confusion Print name
Fits L
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Prevewtignt = DON'T GET
THE FLU.
DON'T SPREAD

__d THE FLU.

GET VACCINATED.
cde.gov/flu :ﬁ
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Standards

The tollowing is a list of all standards for this chapter. They are presented here for vour convenience
without footnotes or other explanatory text. If you have a question about a term used here, please
checl: the Glossary.

Program Management (PR)

PR.1

PR.2

PR.3

PR.4

PR.5

PR.G

PR.T

PR.B

PR.O9

The program defines its leadership roles.

The program is designed, implemented, and evaluated collaboratively.

The program meets the needs of the target population and/or health care service area.
The program follows a code of ethics.

The program complies with applicable laws and regulations.

The program has current reference and resource materials readily available.

The program’s facilities are safe and physically accessible.

The program communicates to participants the scope and level of care, treatment, and serv-
ices it provides.

The scope and level of care, treatment, and services provided are comparable for individuals
with the same acuiry and type of diseases being managed.

PR.10 Eligible patients have access to the program.

PP The Joint Commission
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Steering Comunitiee Role/Responsibilities:;

Provide direction to the development and on-going Stroke Program at SIMC

Owversee and recommend changes/revisions/additions to neurological care and
interventions provided at SIMC

Act as Physician/Administration champions for the development and on-going nature of
Stroke care at SIMC

Participate, give recomunendations and approval documents and processes as needed to
the certification process for the JCAHO Stroke designation

Stroke Team Role/Responsibilities

Participate actively in Stroke team meetings

Act as a unit/department champion by providing input to team and team input to staff
Arrive at meetings prepared to provide direction and input

Complete allocated tasks/responsibilities to keep timeframes intact

Participate and give reconunendations as needed to the certification process for the
I AHO Stroks decionatinn

W The Joint Commission
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BRAIN ATTACK ALGORHYTHM EVIDENCE BASED PRACTICE

PATIENT CONTACT

If patient presents with positive “FAST™ within 6 hours onset of symptoms, call stroke team
for acute stroke treatment options.

TIA Signs & Symptoms
Omne-sided weakness, numbness or paralysis

Bluarred or decreased vision m one or both eyes
Shurred speech, difficulty speaking or understanding
Sudden severe or unexplained headache
Dizzmess or loss of balance

DETERMINE “TIMFE OF ONSET: (A) INTTTAT DTAGNOSTICS (B)

v

* IV tPA if presented less than 3 hours

and all criteria met. {C)
Eefer to critenia for adomnistration
Stroke Neurolegy Consult
tPA 0. 9mepkg
MAXN dose 90mg
10% IVP over | mioute with remainder
as contmuous infusion over 60 minutes
See tPA Standing Orders
*No Heparin/Warfarin' Anticoagulants
for 24 hours post tPA

\ |

NONTHROMBOLYTIC OUTPATIENT
ADMISSION (D} MANAGEMENT

—* -+ hemorthage
Consult Stroke Neurclogy
Neurssurgery

— Meds: 4——
Anticoagulant/antiplatelet B3

L J

» BP MANAGEMENT(F) +————

-+

I

L

* ADDITIONAL DIAGNOSTICS: ()
Carotid Doppler if no MEA
CT Angiography
Cerebral Angio
TTETEE
Holter Monitor
Additional Labs
Consults — Stroke Neurology
Cardielogy
Fehab Therapies

SECONDAEY PREVENTION/POST +—
DISCHARGE MANAGEMENT (H)
heds
Diet
Education
Labs
Therapies
Physician F/U

(A} Time of Onset — last time patient known to be normal (Symptom
free) or at usnal basefines.
Initial Diagnostics — goal is to establish diagnosis of TTA/Stroke:
MBIMEA with I'WT (nencontrast CT if unable to complete MEL
1.e. claustrophobic, metallic implants, pacemaker) EKG and CXR

Labs — CBC, CMF, PT, PTT, Sed Rate

W5 and Neuro checks every hour during workup
Thrombolytic Admission:

Refer to criteria for administration

MEI positive for ischenua or CT neg for hemorrhage

Omnset time less than 1230 minutes

WIHSS 4-22 with persistent sympioms
Nonthrombolvtic Admission:

Unresolved symptoms or Onset greater than 120 minutes or

need for anficoaguiation or antiplateles B3

MBIMEA or CT positive for hemorrhage — type and sereen
Outpatient Management - (See F, G & H)
E/P Management — to maintain cerebral perfusion (Choose
short acting agents easily controlled) Labetalol, Nicardipine,
Nitropaste
Pitor to recenving thrombelytics: Keep SBP less than 125, DEP
less than 110 (See tPA criteriz and preprinted orders)
Patients that have received thrembelytics: refer to the standmg
tPA crder set for BP management for the first 24 hours.
No thrombolytics: target SBP less than 220, DEF less than 120
timzes 24 hours, then, gradual reduction thereafter.
(G )Additional Diagnostics — (goal s to idennfy etiology of stroke for
secondary sttoke prevention)
Consider: 3-4 vessel cerebral angiogram for symptomatic caretid stenosis
greater than §0%: per ME.A or Doppler. TEE if TTE abnormal, age less
than 35 years without clear cause of stroke; known/suspected cardiac
myopathy
Additional labs: if age less than 55 years with possible hypercoaguable or
premature atherosclerstic condition, SPEP, Protein C&S level,
anti-thrombin IMT level. lupus anti-coagulants, activated Protem ©
resistance (APCR) (factor 5 Leiden screen), ANA | serum Homocysteine
level.
(H.)Secondarv Prevention Post Discharge Management-
Stroke Fask Factors — Smoking, Caroftid Bruit, DM,
Heart Dhgease, HIN, Prior hustory of Stroke and TIA,

(B)

(<)

(D

=

(E)
(F}

Form Mo 113-2240(Rev. 1207

Page | of 4
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Delivering or Facilitating
v o Clinical Care

Standards

The following is a list of all standards for this chapter. They are presented here for vour convenience

without footnotes or other explanatory text. It you have a question abour a term used here, please
checle the Glossary.

Delivering or Facilitating Clinical Care (DF)
DF.1  Practitioners are qualified and competent.

DF.2 The program develops a standardized process originating in clinical practice guidelines or
evidence-based practice to deliver or facilitate the delivery of clinical care.

DF.3 The program is designed to meet the participant’s needs.

DF.4 The program manages co-morbidities and concurrenty occurring conditions and/or
communicates the necessary information to manage these conditions to appropriate practi-
[IONETs.

W The Joint Commission
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ED Physician Stroke Education 2008

Additional
Stroke-
MIHSS Certification Related

Date of protocol review

Total Stroke education hours

(= |

—

-

|

I 12/10/2007
rJ T 200
T oo

Or. ™ KL,

Fa M

711872008

D

Dr. W 12M10/2007
Dr. L 118/2008 1273172007
Dr. G E.‘“IE.‘EDEIE 1210/2007
Or. B 711872008 1211072007
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APPROVED: Revisions to Disease-Specific
Care Certification Requirements for
Primary Stroke Centers

This article contains revisions to disease-specific care cer-
tification requirements for primary stroke centers, effective
January 1, 2009. Revisions include new requirements on the
use of IV thrombolytic therapy.

While the current requirements for primary stroke center
certification generally address IV thrombolytic therapy, The
Joint Commission believes that an increased focus on organi-
zational infrastructure, with specific IV thrombolytic therapy
requirements, is necessary to support the safe and effective
use of this therapy in certified primary stroke centers. To
become a Joint Commission—certified primary stroke center,
organizations must effectively treat the acute presentation of
stroke with IV thrombolytic therapy when indicated for eligi-
ble patients. The primary stroke center must have an organi-
zational infrastructure necessary to safely provide this therapy.
The revised IV thrombolytic therapy requirements focus on

W The Joint Commission

evaluating this necessary infrastructure.

There are six new requirements for primary stroke center
certification, focusing on “Program Management” (PR),
“Delivering and Facilitating Care” (DF), and “Performance
Measurement” (PM). The new requirements for primary
stroke center certification are located in the box on page 7
in underlined text; deleted texr is noted in strikeour.

Each new requirement in the box is listed with the asso-
ciated disease-specific care certification standard number and
associated element of performance number and lowercase let-
ter. For the full text of the disease-specific care certification
requirements, please see the 2009 Disease-Specific Care
Certification Manual.

Questions on these new requirements should be directed
to the Joint Commission’s Standards Interpretation Group at
630/792-5900. Continued on page 7






BRAIN ATTACK

FREFEINTED ORDERS
Form Ia. L113-2240 (Bev. 12070
Pape 2 of 4

FHYSICIANS ORDERS
BREAIN ATTACK

Fr:igh.l:

O Inpatiem Admi O Tremesfer ORCCT 00 OO NOCU Infemmedizse 03500 mash HWT
For: TIA Firoke
Per Do Allergies:
O MDD e complers NIHES docuesnmon ool (check wien compdened by playuucise)
Z Uss Brain Avtack Care Map

ASSESSAENT & AONITORING

Vitel mipms every 01 b C2hr C4hr

Weura checks every C1 e T2t Odhr

If temperabnae greater than 1085 degrees F, call BD
Connuuous cardiac moddlerang

Asrhyvibiman Manegement Protscol [I - See pre-prinnsd coders
Wean 02 Sy02 gremer tham o egpaal 1o 92,

ACTIVITY
T Bedresi wiith Head of Bed at leass 30 deprees O Chair [mpecify freq)
O Ambealabe (specify Feqd O Activity as mleraied ity assist

DIET: WPO il swallonr ireessmesnt perfomeed by PR oo PO seedicanons sweluded

O wpo ) Drywphags [ O Dvsphagia 11 C Drwsphagia 1T O Dwvsphagia IV
 Sofi [ Gemeral O Prudems

O CCHD O Low O Meadinm C High O Very High

T Lwgmds O Thin O Merciar comrriency C Honer commasieney

Vs

O NS il hour

] 145 vaih 30 mEq pomssivm chlonde m il hour

T b ml B

DIAGNOSTIC TESTS: Estahblish disguosis anil etiobsgy of Brain Aniack.

1= B2 = EE

Eadinlogy;

T STAT MEI of hend wath MEA of head aod neck per BB ainoke prosccol

T STAT CT of head waihomi coniress for pamenis mowhich MRI conraindicated (1#. clasirophabic. meiallic
1mpleis pacemakers)

T Carotd Dopplers O Transcransml Diopplers

1 T angicgraphy of head and neck [ Chest x-ray

4-veyne] corebual sngregraphy (conswder for patenis with srmpiomstic carohd sSenosis greajer tham S04

Dther:

12 Yead EEG (om admission of nat dane i ER)

| Transihorack Echecardiogram (TTE)

O Troeesophages] Echocardsograen (TEE} with saline agitation: Conssder for pabenis
& dge feer ghaw 55 peory ofd sidlond olear carese af simoler
5 Eppvnruspected cordranreprdilnye

L

Phy=icsan Sugnature: Dhctatioa &
Diwiee: Thame:

'y
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Glasgow Coma Scale for
Head Injury

Glasgow Coma Scale,
Eye opening
Spontaneous

To loud woice

To pain

Mone

Verbal response
Citiented

Confused, disoriented
Inappropriate words
Incomprehensible sounds
Mone

Best motor response
Obeys

Localizes

Withdraws (flexion)
Abnarmal flexion posturing
Extension posturing

Mone

— kDL M — DL

— kDL =M

O-alert and responsive

=arousable to minor stimulation
2=arousable only to painful stimulation
3=reflex reponses or unarousable

1b. LOC Questions--Ask pt’s age and month.
Must be exact.

{=Both correct
1=0me correct (or dysarthria. intubated. foreign lang)
2=Meither correct

le. Cormmands--opendel ose eyes, prip and releass
commands or

{J=Both correct (ok if impaired by weakness)

non-paretic hand, (Other | 1=One correct
mjrmE::H ok) [ R 2-Neither correct
2. Best Gaze--Horizontal EOM by voluntary or || (=Normal

Doall’s.

I-E.\'tialgaze alsy: abnl gare in | or both eyes
2=Forced eye :Ewiaiicm or total paresis which eannot be overcome by
Doll's.

3. Visual Field--Use visual threat if nec. If O=No visual loss

monocular, score field of good eye. 1=Partial hemianopia, quadrantanopia, extinction
2-Complete hemianopia
3-Bilateral hemianopia or blindness

4. Facial Palsy--If stuporous, check symmetry of || 0~Normal

grimace to paim.

1=minor paralysis. flat NLF, asymm smile
2—~partial paralysis {lower face=UMN)
3=complete paralysis (upper & lower face)

5. Motor Arm-arms outstretched 90 deg (sitting)
or 45 dé%(m.lpine) for 10 secs. Encourage best
effort. Cirele paretic arm in score box

0-Nodrift x 10 sacs

1=Drift but doesn't hit bed

2=Sorme antigravity effort, but can't sustain

3=No antigravity effort. but even miminal mvt counts
4=No movernent at all

X-tmable to assess due to amputation, fusion, f. ete.

Ler R

6. Motor Leg-raise leg to 30 deg supine x 5 secs.

O=Nodrift x 5 secs

1=Drift but doesn’t hit bed

2—-Some a.ntig:a\'it¥ effort, but can’t sustain

3=No antigravity e but even minminal mvt counts
4-No movernent at all

N=tmable to assess due to amputation, fusion, fx, etc.

Lar R

7. Limb Ataxia--check ﬁn%gr-mse-ﬁnger;
heel-shin; and seare only 1f out of proportion to

paralysis

0=No ataxia (or aphasic, hemiplegic)

1=ataxia in upper or lower extremity

2= ataxia in upper AND lower extremil

X=tmable to assess due to anputation, fusion, f. ete.

LorR

8. Sensory--Use safety pin. Check grimace or
withdrawal if stuporous. Score only
stroke-related losses.

O=Normal
1=mild-mod unilateral loss but pt aware of touch (or aphasic, confused)
2=Total loss, pt unaware oftou&l. Coma, bilateral loss

W The Joint Commission

9. Best Language--Descr ibe cookie jar picture,
narme objects, read sentences. May use repeating,
writing, stereognosis

O=Normal

1-mild-mod aphasia; (diff but partly comprehensible)
2—severe aphasia: (almost no info exchanged)
3=mute, global aphasia, coma. No 1 step commands

10. Dysarthria--read list of wards

0—Normal

1=mild-mod; slurred but mtelligible
2=severe: umintelligible or mute
X=intubation or mech barrier

1 1. Extinction/Neglect-- simultaneously touch
patient on bath hands, show fingers in i
fields, ask about deficit, left hand.

(~Normal. none detected. (vis loss alone)

1=Meglects or extinguishes to double simult stimulation in any modality
vis, aud, sens, spatial, body parts)

=profoumd neglect in more than one modality
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Supporting
Self-Management

Standards

The tollowing is a list of all standards for this chapter. They are presented here tor your convenience
withourt footnotes or other explanatory text. If you have a question abour a term used here, please

checl: the Glossary.

Supporting Self-Management (SE)
SE.1 The program involves participants in making decisions about managing their disease or
condition.

SE.2 The program addresses litestyle changes thar support self-management regimens.

SE.3 The program addresses participants® education needs.

PP The Joint Commission
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