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Appendix A1: Contact Information Form

Facility

Street Address / PO Box

City

State

ZIP Code

Telephone Number

Primary Contact person name, credentials, and title (print)

Primary Contact phone number

Primary Contact email

Secondary Contact person name, credentials, and title (print)

Secondary Contact phone number

Secondary Contact email

Stroke Medical Director

Stroke Registry/Data Entry person

Stroke Registry Reimbursement Contact person




Appendix A2: Acute Stroke Team Activation Log

Acute Stroke Team Activation Log

Instructions: We require tracking all activations of your Acute Stroke Team. If the activation results in a
non-stroke or stroke mimic, please document the non-stroke diagnosis and write N/A in the other fields.

Activation Date and Time of Stroke Diagnosis Treatment (if Discharge
Clock Time Team Response | (including non- stroke Disposition
to bedside stroke diagnosis) (admitted,
(clock time) activations) transferred,
home, other)
12/03/2015 | 14:05 14:10 Acute Ischemic IV Alteplase Transfer to

Stroke United




Appendix B1: Stroke Code Algorithm

Stroke Code Algorithm
EXAMPLE

Stroke Code Activated

Determine

NIH55- National Institute of Health Stroke Scale
tPA- Alteplase

/ tKWin time \

<4.5 hours from symptom onset ‘

imaging)

CT Head Non-Contrast
(Do not delay tPA for further

[
If CT negative for
hemorrhage, refer to tPA
Inclusion/Exclusion criteria

1

If CT positive for
hemorrhage,

transfer

|

Administer IV tPA if
indicated

Activate transport.

Refer to higher level of
care, see Transfer
Protocol

Symptom onset 4.5-24 hourswith NIHSS
> 6, or significant neurological disability

|

‘ CT Head Non-Contrast

Refer to higher level of
care, see Transfer
Protocol

LWK in time <15 minutes

Door to CT scan goal <25 minutes
Door to CT scan results <45 minutes
Door to needle <60 minutes
Door-in-door-out <120 minutes




Appendix B2: Stroke Code Protocol

MoRTH DAKOTA ACUTE STROKE READY HOSPITAL FProToCOLE SCPL100
STROKE CODE PROTOOOL

DATE DEVELOPED: APFROVED By:

DATE REWISED: DEVELOPED BY:

Protocol: 5troke Code Protocol

Purpose: To establish high-guality standards of care that are well-coordinated; for rapid recognition and
treatment of patients exhibiting stroke symptoms to improve cutcomes and decrease disability from

stroke.

Procedure:

1. Rapidly Identify 5troke Symptom
Inclusign Criteria:

a.

mooopoan o

Balance-sudden trouble walking, dizziness, loss of balance or coordination, continuous
wertigo.

Eyes-sudden double vision or trouble seeing out of one or both eyes.

Face-sudden drooping or numbness on one side of the face.

Arm-sudden numbness or weakness of the arm, especially on one side of the body.
Speech-sudden confusion, trouble speaking or understanding.

Time-consider transport options, document time of last known well, time is brain!
Severe headache that does not have obvious or known cause

2. Activation of Stroke Code

Definition: consistent term used throughout facility to activate response of designated
Acute Stroke Team to assist in rapid asseszment, treatment, and transport of patient
meeting inclusion criteria.

Acute Stroke Team: responds to Stroke Code Activation and includes; Administrative
aszistant, Emergency room RM with Mational Institute of Heath Stroke Scale (MIHS3)
certification, Provider on call for Stroke codes, Stroke Coordinator, Radiclogy technician,
Laboratary technician, Radiologist (notified of Stroke Code by Radiclogy technician], and
Meurclogist [paged separately as = consult to speak with provider)

Ambulance service activation-may activate Stroke Code prior to patient arrival
L EMS notifies the Acute Stroke Ready Facility that patient is en route and is
exhibiting inclusion criteria

L. EMIS to give report to Emergency Room nurse/receiving nurse including time of
lzst known well

1. Stroke Code Activated by receiving nurse or administrative assistant, activating
Acute Stroke Team

. Acute Stroke Team provider shall arrive at patient’s bedside <15 minutes of
Stroke Code Activation

. Recsiving nurse/zdministrative assistant will activate Radiclogy Response to
prepare CT



Appendix B2: Stroke Protocol (continued)

2. Emergency Depsrtment activation-
1. Stroke Code activated by triage nurse aor primary nurse when patient

exhibiting inclusion criteria
1. Acute Stroke Team provider shall arrive at patient’s bedside <15 minutes of
Stroke Code Activation
3. Impatient activation-
. Primary nurse activates Rapid Response Team when patient exhibiting
inclusion criteria
1. Stroke Code activated by Rapid Responze Team
1. Administrative assistant to notify Emergency Room of Stroke Code Activation
. Document last known well time (LKW), obtain vital signs, blood glucose, EKG,
current weight
W MIHSES certified nurse performs NIHES
VI Patient transported to Emergency Department sccompanied by primary nurse

3. Care and Treatment of a 5troke patient during 5troke Code Activation

1. Gowol: Acute Stroke Team provider to patient bedside <15 minutes

2. Obtain LKW time, assess vital signs every 15 minutes with neuro checks, blood glucose,
continuous cardiac monitoring, NIH3S on arrival, 02 to keep sats =54%, keep NPO,
establish IV access, Normal Saline @ TKO

3. Provider evaluates and orders CT, lab tests

4. Prepare for stat non-contrast CT scan. Consult Neurology. Gool: Door to CT scan <25
minutes

L. Consult with Tertiary Care Center for higher level of care, initiate Transfer Protocaol.

6. Gool: Door to CT scan results < 45 minutes

7. IfCT is negative for hemorrhage and time of last known well 0-2.5 hours refer to
Incluzion/Exclusion Criteria for IV Alteplaze for lschemic Stroke

Z. |f patient meets inclusion criteria for IV Alteplase [tPA) utilize Alteplaze Administration
Protocol. Goal: door to needle <60 minutes

9. By order of neuralogist and Acute Stroke Team provider, administer IV Alteplase bolus
and begin drip as directed.

10. Follow Transfer Protocol and prepare for transfer.

[ =]



Appendix B3: Bedside Dysphagia Screen

Bedside Dysphagia Screen

SCREEMN MUST BE COMPLETED BEFORE ANY ORAL INTAKE.
1 CHECK ONE: O IMTIAL SCREEN O RESCREEN
2 St petient upright with HOB slevaled 75-90 degrees,
a s patient alert, abla 1o open eyes, and focus? {Chaok Ona)
[0 ¥ES Continue to part 2b O MO, Tarminate screen, mske NPO, place SLP dysphagia aval order,
b Does paliant have any of the lollowing: (Chack all that apphy)

I O nabiity to handlo socrations, such ma drooling
il O wWeak, howrss, or absent vokca

1. 01 WES 1o aither of tha wbove, lermingts soreen, maks NPO, place SUP dysphagia eval ordar
2, [0 MO Comiinue o sap 3

8. Pravide the patlent with 80 mis o water o drink,
, Pt succossul with B0 mis of waber upimerupbed?

L Yen
1. O Padient has passed the screen

il Mo, Terminake screen, maks NPO, place SUP dyaphagis aval order
1. Chisck all thil spply

Mo attarmpls o awallow

Wiater kenks oul of the imaulh

Coughing or thios chearng

Wiatigurglng volos (hava patlant aay *ah")

Eftortful ar palnful swaliow

Patiant unabis bo comgksta B0 mis uninarpbed

Any oiher reascn you leal awallowing (s unaahe

ooooooo

Murgs's Sgeature I S

Data IR |- J—

1ol




Appendix C: EMS Feedback Form

Stroke Code Follow-up

Case Review

Age

Date

Mode of Arrival

ED Provider

Telestroke
Provider

Primary RN

ED Disposition

ED Dx

NIHSS

LOS

Dischage Dx

Discharge Dispo

LKW Clock Time

Door Time

Stroke Code

Goal Times

Met Time

Minutes

Door to Code

< 10 minutes

Door to Provider

< 10 minutes

Door to Stroke Team

< 15 minutes

Door to CT

< 25 minutes

Door to Decision

< 45 minutes

Door to Drug

< 60 minutes

Door to Transfer/
Door to Admit

<90 minutes
<120 minutes

Comments/Process Improvement




Appendix D: Education Plan
'—Il:lumtiun Plan
7/2018-6/2019 Content 7{2019-6/2020 Content 7/2020-6/2021 Content
houwrs hours hours
Ztroke Risk Factors, | 0.5 howurs | Stroke and Cardizc | 8 hours | Advanced Stroke 8 hours
Genetics, and Conference Life Support Class
Prevention -October 25 & 30, -Providers, nurses
-Schalarly article, 2015 when class
test svailable
Genentech Rep in- 1 hour Stroke Coordinator | 1 hour Mock Code Stroke 1 hour
service Education -August 12, 2020
-How to mix -Mew Guideline
slteplase Review
-October 17, 2013 -lanuary 15, 2020
Strokes Case Review | 0.5 hours | Z|M ND- Facizal 1 hour Stroke Protocol 0.5 hours
-March 13, 2019 droop -Review, test
=May 7, 2020
MNew AST Member Education Plan
Education Emiployee #1 Emiployee #2

Stroke Code Protocol

Date Completed

Date Completed

MIHES certification

Meuro checks and BF managemsnt

IV alteplaze administra

tion

Dwsphagia screen




Appendix E: Scope of Service

* Laboratory Services

Question Recommendation | Comments D/E
Lab available 247 Ability to complate E
asic lab tests at gl
times

STAT status for stroke alert
labs?

Ability to run coagulation E
studies

What iz your process for
getting labs done in a timely
manner?

Do you momtor turn-around
time for stroke code labs? What
1z the expectation?

Basic blood tests capability Capability w0 rn E

basic blood testz
Blood typing capakality
Comprehensive blood bank o
access to blood bank

wllw

* Diagnostic Imaging

[ Disgnosticlmaging(Appendix;) |
Question Recommendation | Comments D/E
What is your process for
getting the CT done and read
in a timely manner?

How are the CT results
reported to you?

If teleradiology, is the
consulting neurologist able
to review the CT?

Are vou capable to do
CTAz? How do you decide
who will have a CTA?
Radiclogy: What are your
rezponse times if on-call?
What does your protocol say
to do during a stroke alert?
How do you communicate a

STAT read with
radiologists?
Diagnostic Imagzing availzble | Acwe brain imaging E
2417 (CT) r_:apabiliﬁ.e_s and _

nterpretabion services

munst be available on a

247 baszis
Brain imaging with non- E
confrast CT performed and

read within 43 minutes
ECG capahility E




Appendix F1: Performance Improvement

+ Performance Improvement

Question Recommendation | Comments D/E
Formalized PI Hospitals muost revisw E
L dm.:P n 3 regnlarly
convened meeting.
Meeting may be
included as part of 2
pre-existing meeting.
This provides an
opporunity for all to
revieny care and
idemtify areas to
improve
Are there any stroke PT
activities you have been
mvolved in or are aware of7
Participation i NI State Wust be up-to-date an E
Stroke R.egislnr data subrmiszion to the
i WD State Stroke
Pegistry
Track stroke code times for QI | Zhould revisw Daor D
and follow-up with fall-outs to CT, Door t
Neadle, Dioor to
Transfer times. Take
thiz eppormmity to
call gut the great wark
people are doing
Stroke cases reviewed monthly E
Who joins PI meetings/case Should inchide AST,
review? and other providers
who touch stroke
patients (ED
physicians, nurses,
radiology, lab,
Tegistration)
Beview of hospital and pre- E
hospital stroke care




Appendix F2: Performance Improvement

Performance Improvement Progress Report

Department/Service Area:

Problemy/Indicator:

Goal:

Study Timeframe: Start: End:

Actions: Dutcome: Plan:




Appendix F2: Performance Improvement

Performance Improvement Action Plan

‘

Objective:

Analysis:




Appendix F4: Performance Review

Question Fecommendation | Timing Indicators
Arrival mode (EMS/Walk-In)
EMS pre-notification? (v/m)
Glucose obtained? (v/n)
ED Armival Time Door:
Last Know Well Clock LEW to Door:
Stroke Code Activation <= 15 minutes Dioor to Code:
Acute Stroke Team Aszembled < 15 minutes Dioor to AST:
Telestroke Activation Dioor to Telestroke:
CT Initiated = 25 minutes Dioor to CT:
CT Bead < 45 minutes Digor to CT read:
Transfer out of ED <= 2 hours Dioor to Tranzfer:
Question Fecommendation | Timing Indicators
Weight obtained (method) Arcurate method
such as a hed
scale
Diguble checked
Rizks, benefits, informed
consent
BP Prior to Infusion BEP and pulse
documented
within 5 mimites
of alteplaze bolus.
BP < 185/110
Bolus ime
Infusion time < G minutes Digor to Neadle:
Post-Alteplase monitoring BP maintained 2t [ VS 1515151515 151515153 13
<180/105 after N1515315151515151515151
alteplaze is
admmistered
Quests o Tt Timine mdi
Dyysphagia Screen documented
(v}

NIHSS documented (y/n)

F.eason no alteplase given (vin)

Conzidered for endovascular
treatment (y/n)




Appendix F4: Performance Review (continued)

Iz workflow m record
consistent with best practice,
consistent with their protocol
and consiztent within their own
documentation?

Are there any opportunities
noted for improvement?

Are there any concems for
patient safety?

Arrival date: Dizscharge Date: Alteplase Transfer?



Appendix F5: Performance Improvement

Performance Improvemsnt Project Log
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Appendix G: Transfer Protocols and Agreements

« Transfer Protocols and Agreements for Stroke Patients

Eecommendation | Comments VE

Question

If vou initiate IV alteplase on
patient, how are they typically
transported?

How 13 the infusion managed
during transport?

Do you have to transition the
mfusion to a different [V
pump? If so, how do you
engure that the patient gets the
entire dosa?

How do you decide what type
of transport will be uzed?
Which hospitals de you
typically tranzfer patients to?
Describe the transfer process? | =2 hours D
What information de vou
provide to ENMST

Do you call report to the
recerving hospital or hawve
specific paperwork you
provide?

Written agreement between E
heospital and = 1 hospital that
has neurosurgical coverage on
2 24/7 basis

For patients transferring to a D
stroke center, patients leave the
hospital withn 2 hours of ED
arrival or when medically
stable. The program includes
time parameters and transfer
procedures to stroke centers




Appendix G1: Transfer Protocol

MORTH DAKCTA ACUTE STROKE READY HOSPITAL PROTOCOLH S5TPLOO
STROKE SPECIFIC TRANSFER PROTOCOL

DATE DEVELOPED: APPROVED BY:

DATE REWISED: DEVELOPED BY:

Protocol: 3troke Specific Transfer Protocol

Purpose: To quickly and correctly recognize, stabilize, and transfer patients exhibiting stroke symptoms
whao will require a higher-level 5troke Center for further evaluation, intervention, and management.

Indications: Patients exhibiting stroke or stroke-like symptoms will be assessed and stabilized by the
Acute Stroke Ready Hospital's Acute Stroke Team. A CT scan will be performed and interpreted
<45minutes. The Acute Stroke Team Provider will consult with a neurologist at receiving stroke center
prior to transfer of patient. Once the order to transfer has been received, transfer will not be delayed.
Transportation method will be considered, tranzport plans will be establizhed, and Emergency Medical
Personnel will be activated for transfer. Patient will be stabilized by Acute Stroke Team, |V Alteplaze
infusion will be administered per protocal if patient meets Alteplase Inclusion Criteria. The goal of door
im to door gut for patient will be 120 minutes. Patient will then be transferred to a higher lavel of care
for further evaluation and management.

Procedure:

1. After being notified of a stroke patient en routs to your Acute Stroke Ready Facility, the Acute
Stroke Team will be activated.

2. The Acute 5troke Team Provider will conzult with a neurclogist at the receiving stroke center,
report given, and trestment prior to transfer determined.

3. The Acute 5troke Team Provider will order transfer and determine best transportation method.
Acwute Stroke Team nursing staff will activate the Emergency Medical Personnel with the
appropriate method of transportation.

5. The Acute 3troke Team primary nurse will call report to receiving facility.

6. The Acute 5troke Team will s2nd all the patient’s records and scans to the receiving facility.

7. Patient transported after stabilization and orders to be completed prior to transfer {i.e.:
initiation of IV Alteplase) are implemented. Patient will be transported via ordered
transportation method with qualified transport personnel to higher level of stroke care facility
within a goal of < 120 minutes.



Appendix G2: Stroke Specific Transfer Agreement

Stroke Specific Memorandum of Agreemeant

THIS MEMORANDUM OF AGREEMEMT (MOA) is made and entered in as of batwesn
[Your facility {Acute Stroke Ready Hozpital)] and [a Primary or Comprehenzive Stroke Center].

A, PARTIES: The parties in this agreement are [Your facility], an Acute Stroke Ready Hospital znd [z
Frimary or Comprehensive Stroke Center), 2 certified Primary [or Comprehensive) Stroke Center
with 24/7 neurosurgical and endovascular capabilities.

B. PURPOSE: The purposs of thiz MOA is 2 voluntary agreement amang the hospitals that
establishes a relztionship between [Your facility] 2nd [z Primary or Comprehensive Stroke
Center]. This MOA establishes an agreement of transfer for stroke patients requiring
neurosurgical or endovascular treatment and/or evaluation.

C. AGREEMENT: [Your facility] agrees to provide neurological assessment and dizgnostic
procedures, under supervizion of the Acute Stroke Team Provider and consulted neurclogist, to
determine neurcsurgical and/or endovascular intervention eligibility sccording to current
guidelines. [Your facility] agrees to an established transfer protocol to consult with [z Primary or
Comprehenszive Stroke Center] then quickly stabilize, and transfer patients in need of a higher
lewel of stroke care via determined method of transportation to [a Primary or Comprehensive
Stroke Center]. This zgreement includes but is not limited to:

1. Provider consultation through telestroke or phone consult

2. Providers from each hospital discuss patient status and through mutual
agreement will determine the most appropriate plan of care and transport
method.

3. [Your facility] will arrange the transport by the determined tranzportation
method.

4. [¥our facility] will provide copies of zll patient records needed to provide
continuity of care promptly and as requasted by [a Primary or Comprzhensive
Stroke Center].

D. TRAMSFER PROTOCOL: See [Your facility's] Stroke Specific Transfer Protocol

E. TERMS: The terms of this transfer agreement shall commence on the signature date and
continue for a period of three years. Each Party reserves the right to terminate or update this
agreement upon thirty (30) day written notice. No change will apply unless it is adopted in
writing and authorized by the officials of each facility.

F. Mothing in this Agreement will alter the independence of either facility. Mothing in this
agreement limits other affiliations or contracts with any other medical center.

Accepted and agreed upon:

[T fmotty] [a Primary or Comprehansive Strake Canter)

By L
S [ —

—— P

Dats Date



Appendix I: CEO Letter of Attestation

CED Letter of Attestation

Acute Stroke Ready Hospital

Maorth Drakota Department of Hezalth
Division of EM3

1720 Burlington Drive

Bizmarck, ND 53504

To the State Stroke System of Care Coordinator,

| hereby certify that [HOSPITAL MAME] has policies and procedures in place that comply with the
Acute Stroke Ready Hoszpital designation criteriz and up-to-date stroke care guidelines. | attest that our
facility's application is ccurate and current, and is a true representation of our processes, protocols,

and capabilities to the best of my knowledze.

Sincersly,

Signature of CED



