
Comprehensive Stroke Center Performance Measures 

 
***Include in Documentation for ALL Stroke Admissions *** 

 

ALL STROKE (Ischemic, IPH, SAH) 

• Venous Thromboembolism (VTE) Prophylaxis: SCDs/SQH/LMWH 

• Stroke Education: Education handout; Smoking Cessation 

• Rehab Assessment: PT, OT, SLP evals for swallow & cog 
 

+ISCHEMIC STROKE  

• Thrombolytic Therapy? Last known normal? Lytic given within 3 hours? If not, why? 

• Antithrombotic Therapy By End of Hospital Day 2? 

• Discharged on Statin? If not, why? 

• Discharged on Antithrombotic Therapy? If not, why? 

• NIHSS score documented w/ time stamp 

  

+ISCHEMIC STROKE WITH A-FIB 

• Anticoagulation Therapy for Atrial Fibrillation/Flutter Started? If not, why? Plan in place?   
 

+SAH/ICH 

• Severity measurement performed on admission: Hunt and Hess  
 for SAH and ICH score for ICH on admission 

• Procoagulant Reversal Agent: For ICH if INR >1.4 

• Nimodipine Treatment Administered: For SAH, within 24 hours of 
admission 

 

Blue + Green = ISCHEMIC stroke patients    ▪   Blue + Green + Red = ISCHEMIC stroke with A-FIB 
Green+ Purple: SAH/ICH 

HMC Contacts 

Stroke phone: 744-6789 
 
HMC Team Contacts 
NCCS Numbers: 
Team 1 (Sumi):  540-4233 (p) 
Team 2 (Copass): 540-1945 (p) 
Admission cell: 491-3068  
 

Neurology Resident Pagers: 
-ED consult: 663-0651 
-Inpatient consult: 663-0650 
 

Team Pulsara Phones: 
-Sumi/Copass: 744-7455 
-Consult: 708-3618 
 

HC Specialists: 714-2558 (c) 
-Anna Krumpe: 986-1911 (p) 
-Lynne Smith: 540-1319 (p) 
-Allison Walczyk: 314-4760 (p) 
-Holly Stone: 314-0429 (p) 
 

Neurology Pharmacist: 
-Pager: 540-9648  
-Cell: 948-8626 
 

Pharmacy: 4-3220 
STAT Pharmacy (lytics): 4-2241 
Team room #s: 4-2979/2144/4556 
Paging operator: 4-0147 
HMC operator: 4-3000 
 
Angio: 4-3381, 4-6506 
NeuroRads Reading Rm: 4-6143 
NeuroRads HOT Line: 4-8484 
(Code Stroke & Stroke STAT Reads)  
 
3W Charge RN: 4-7879 
3W desk: 4-3347 
3W fax #: 4-8576 
3W nurses stations 
  A: 4-5561, B: 4-5562, C: 4-5563 
NCCS nurses stations 
  A: 4-5361, B: 4-5362, C: 4-5363 
 
Stroke Office: 4-3975 
(Stroke@uw.edu) 
Anna Kwak-Callen (Manager) 4-2410 

Tammie (Stroke Resource RN):   
4-6093 
 

Shanteal (Stroke Clinic): 4-6155 
Stroke Clinic Back Line: 4-1712 
Stroke Clinic Front Desk: 4-0401 
 
Stroke Conference: send referrals 
to stroke@uw.edu by Thurs, 2 pm 
 
Neuro CCN: 405-9267 (p) 
Neuro floor SW: 626-2679 (p) 
NCCS SW: 4-2423, 540-125 (p) 
 
Room Codes 
3W Team room: 979 979* 

Neurology call room: 3113 3113* 

Supply / nutrition rooms: 731 731* 

EEG reading room: 10 10 84* 

Skybridge bathroom: 325 325* 

R1 call room (4MB 402): 6891 

6891* 
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Commonly Used Risk Calculators 

 CHADS2-VASC (Afib ischemic stroke risk) 

 CHF (+1) Stroke risk per yr 
1 point = 0.6% 
2 points = 2.2% 
3 points = 3.2% 
4 points = 4.8% 
5 points = 7.2% 
6 points = 9.7% 
7 points = 11.2% 
8 points = 10.8% 
9 points = 12.2% 

0 = “low” risk 

1 = “low-moderate” risk: consider antiplatelet or  

anticoagulation 

≥2 = “moderate-high” risk: anticoagulation candi-

date 

 HTN (+1) 

 Age: <65 (0), 65-74 (+1), ≥75 (+2) 

 Diabetes mellitus (+1) 

 Stroke, TIA, thromboembolism (+2) 

 Vascular disease history (+1) 

 Female sex (+1) 

 ABCD2 (stroke risk after TIA)  

 Age ≥ 60 yo (+1)   

 Initial BP: SBP≥140 or DBP≥90 (+1) 

 Clinical TIA 
 - Unilateral weakness (+2) 
 - Speech disturbance w/o weakness (+1) 
 - Other symptoms (0) 

 Duration of symptoms 
 - <10 min (0) 
- 10-59 mins (+1) 
- >60 min (+2) 

 Diabetes mellitus (+1) 

Score   2 day 
stroke risk 

7 day stroke 
risk 

90 day stroke 
risk 

0-3 1% 1.2% 3.1% 

4-5 4.1% 5.9% 9.8% 

6-7 8.1% 11.7% 17.8% 

 ICH score  

 GCS: 3-4 (+2), 5-12 (+1), 13-15 (0) ICH volume calculation: ABC/2 
 - A: largest diameter of ICH (cm) 
 - B: largest diameter 90 deg to 
measurement A on same slice (cm) 
 - C: (# CT slices on which ICH seen) x 
(slice thickness) 

HMC mortality (2005-2008) by ICH score* 
0 = 0.9% 
1 = 0.7% 
2 = 5.3% 
3 = 15.3% 
4 = 36.8% 
5 = 60.0% 

*Comfort care excluded 

 Age ≥ 80 yo (+1) 

 ICH volume ≥ 30 cc (+1)  

 Intraventricular hemorrhage (+1) 

 Infratentorial origin (+1) 

 GCS 1 2 3 4 5 6 

 Eye opening None To pain To sound Spontaneous — — 

 Verbal None Incomprehensible Inappropriate Confused Oriented — 

 Motor None Extending Abnormal 
Flexion 

Flexing Localizing Obeying 

  Total score: 3 (unresponsive) to 15 (best response) 
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MAMA 

TIP-TOP 

FIFTY-FIFTY 

THANKS 

HUCKLEBERRY 

BASEBALL PLAYER 

CATERPILLAR 

• You know how. 

• Down to Earth. 

• I got home from work. 

• Near the table in the dining 
room. 

• They heard him speak on 
the radio last night. 
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      Lytic Inclusion, Cautionary & Exclusion Criteria 
Rev 6/2023 

 
Inclusion 

• Diagnosis of ischemic stroke causing measurable neurologic deficit 
• Aged >18 yo 
• Onset of symptoms <3 hours 
•3h-4.5h time window criteria same, except for following cautionary criteria: 

•  >80 yo 
• Hx of both DM and prior stroke 
• Baseline NIHSS >25  
• Ischemic injury >1/3 of MCA territory 
• Oral anticoagulant use 

•Unknown LKN/ wake up stroke (without LVO) consider tPA administration if:  
• Per WAKE UP trial: MRI with diffusion/ FLAIR mismatch 

 
Exclusion Criteria 

• CT with evidence of hemorrhage 
• CT with extensive regions of clear hypoattenuation 
• Ischemic stroke within prior 90 days 
• History of severe head trauma within prior 90 days 
• Clinical presentation suggestive of SAH, even if CT normal 
• Intracranial or intraspinal surgery within prior 90 days 
• Elevated BP (SBP >185 or DBP >110) unresponsive to meds 
• Active internal bleeding 
• Hx of GI malignancy or recent GI or urinary tract hemorrhage within last 21 days 
• Acute hemorrhagic diathesis, including but not limited to: 

• Platelet count <100,000  (if no known hx of thrombocytopenia, can start tPA 
before labs return then stop if plt count <100,000) 

• Use of warfarin with prolonged PT >15sec, INR 1.7, or aPTT >40sec 
• Confirmed or suspected use of direct thrombin inhibitor or direct FXa inhibitor 

within 48h (assuming wnl renal function) 
• Abnormal values in emergency stroke panel: TT, PT, aPTT, anti-Xa 
• Use of treatment-dose heparin/LMWH in previous 24h 

• Blood glucose <50mg/dl 
• Arterial puncture at non-compressible site in last 7 days 
• Unruptured and unsecured intracranial aneurysm (>10mm) 
• Intracranial, intra-axial tumor (extra-axial tumors likely OK) 
• Symptoms consistent with infective endocarditis 
• Aortic arch dissection 
  Cautionary Criteria 
• Prior known non-traumatic intracranial hemorrhage 
• Vascular malformation unless severe neurological smx (ischemic risk outweighs ICH) 
• Pregnancy; risk to fetus and woman unknown—consult OB/GYN ASAP 
• Major extra-cranial surgery or trauma within 14 days 
• Acute or recent MI (within 3 months), depending on what type of MI 
• Acute pericarditis 
• Abnormal aPTT, TT, or anti-Xa activity with unknown use of direct thrombin inhibitor or 
factor Xa inhibitor (may be false positive due to lupus anticoagulant, consider tPA if able 
to reliably confirm pt is not taking one of these agents) 

• Cerebral microbleeds: >10 on prior MRI may increase risk for ICH 
 

TNK dose: 0.25mg/kg, max dose of 25 mg 
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IV thrombolysis CONSENT GUIDELINES 

•Neuro consents for lytic but not for thrombectomy (we help to get family contact) 

•Do NOT delay lytic, if pt can’t consent & family not available, OK to treat as stand-
ard of care 

•For lytic administration, document consent for ALL cases 

Key Risks/Benefits/Alternatives: 

lytic dissolves blood clots but bleeding is side effect 

If given w/in 4.5h of LNW, can increase chance of good outcome, smaller 
chance of brain bleed 

1 of 3-4 will have improved outcome / 1 of 8 will have excellent outcome 

1/16 can have brain hemorrhage as complication 

Despite lytic, significant disability is still possible, a good outcome is not guar-
anteed 

Alternative to lytic are standard treatments to try to optimize outcome from 
stroke, and though these may be safer, these treatments may not be as effec-
tive 

 
 

Thrombolytic Consent: “GIST” version 

“Getting this clot buster after a stroke reduces your risk of disability. People who get 

this to treat their stroke have a better chance of recovering without disability and 

getting back to the activities they love compared to people who do not receive the 

treatment. All medicines have some risk. With this medicine, there is a risk of serious 

bleeding. However, time is important as well. We have found the faster the med is 

administered, the greater the chance that patients will have the best possible out-

come. Do you have any questions?”  
 

Documenting Thrombolytic Consent 

If patient ABLE to consent, document discussion (example listed): 

“After establishing eligibility for IV thrombolysis thru a careful review of inclusion and 

exclusion criteria, I discussed the risks, benefits and alternatives to TNK treatment 

with the patient and/or their family. A good outcome was not guaranteed. They under-

stood the relevant issues, had a chance to ask questions and agreed to proceed.” 
 

If patient UNABLE to consent, document discussion (example listed): 

“After establishing eligibility for IV thrombolysis thru a careful review of inclusion and 

exclusion criteria, it was noted that the patient was not able to participate in a risks/

benefits/alternatives discussion due to stroke deficits, no family was available, and so 

we proceeded with TNK treatment as an evidence based and guideline endorsed 

standard of care.” 
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Endovascular Therapy 
Rev 6/2023 

• Thrombolytic candidates should still receive thrombolytic ASAP 
• Exclusion Criteria: intracranial hemorrhage, not consistent with goals of care 
 

Mechanical Thrombectomy Inclusion Criteria—ALL CASES* 
• Last known well to first puncture possible w/in 24h 

• Intracranial ICA , M1, prox M2, or basilar artery occlusion 

 Possible select distal M2/M3, ACA, PCA occlusions  
• Disabling symptoms (generally NIHSS > 6), no pre-existing disability 

• Call Stroke Phone to discuss 

* other factors to consider, but may not exclude, on a case by case basis: NIHSS < 6, age>90, pre-
existing disability, dementia, goals of care  
 

Anterior Circulation Thrombectomy 
• ASPECTS > 6: consider CTP (esp. > 6 hrs), usually qualify 
• ASPECTS 3-5: consider CTP, case by case carefully considered, may qualify 
• ASPECTS 0-2: CTP, might occasionally qualify if core 50-100 cc 
 

Basilar Artery Thrombectomy 
• No established time-window, any suspected basilar artery occlusion is a potential candidate 
• PC-ASPECTS > 6: many may qualify 

• Discuss with Stroke Phone if additional imaging needed, “Code Stroke MRI”  
            (includes DWI and FLAIR, w/ option of MRA TOF) 

 

Resident and Fellow Responsibilities 
• ABC’s, blood glucose, STAT emergency stroke panel, CBC, BMP 
• Confirm Last Known Normal/Well (LNW) 
• Perform NIHSS and enter into Pulsara 
• If presenting w/in 24h LNW (Code Stroke): NCHCT—> lytic if indicated  
• CTA Neck (includes head and neck) 
• Call stroke phone → provide 1 sentence summary of presentation, last known well, NIHSS (& 

disabling focal sx), lab results → discuss HCT, CTA findings + whether CTP/MRI needed 
• Expedite admin of lytic (enter lytic given time in Pulsara) * Obtain consent prior to lytics 
• Transfer to neuro-angio suite & conduct hand-off to neuro-IR + anesthesia (stay until proce-

dure time-out) 
• Notify NCCS of admission and admit to Neuro ICU w/ Neuro as Primary 
• Ensure Dual Energy HCT done (after EVT & before NICU admission) 
• MUST attend post-thrombectomy huddle on admit to Neuro ICU for hand-off w/ NICU team 

and anesthesiology 
• BP goals: During procedure >140mmHg (Neuroanesthesia responsible) 
 - After procedure, SBP 140-180 (same as post-lytics) 
• Repeat Head CT or MRI 24hr study should be done at 24h post procedure (+/- 6h) 
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Suspicion of ICH post IV thrombolytic for Ischemic Stroke 
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Or TNK 



BP MANAGEMENT 
Goals: 
Ischemic stroke : SBP <220, DBP <120 
After lytics: SBP<180, DBP <105 
After Thrombectomy: SBP <180, DBP <105 
Hemorrhagic: SBP<160, DBP <105 

 
Acute care: Ischemic:  

• Labetalol 10 mg IV, repeat q15 min until effective, increasing to 20mg, then 40 
mg, then 60mg (max bolus dose), max total dose: 300 mg in 2 hrs. 

• If BP refractory contact attending, consider move to ICU, notify attending 

 
ICU: Ischemic (no lytic)  

• Labetalol 10 mg IV, repeat q15 min until effective, increase to 20mg, then 40 
mg, then 60mg (max bolus dose), to total dose of 300 mg in 2 hrs. (if IPH & BP 
> 230/120 skip to 20 mg dose) 

• Unsatisfactory response: nicardipine IV 5 mg/hr, titrate by 2.5 mg/hr q 15 min to 
max 15 mg/hr OR nitroprusside IV 0.5 mcg/kg/min, max 10 mcg/kg/min.   

TIPS 
SQH 
Start SQ heparin 48 hours after IPH, 24 hours after lytic 
SCDs in the interim 
 
Other 

• Avoid dextrose/glucose (hypotonic solutions) containing IV solutions in stroke pts 

• NEVER give standing orders for hypotonic fluids for stoke patients, including D5 
(even if on an insulin gtt) 

TOM’S PHARM PEARLS 

• Ibuprofen and ASA: Ibuprofen binds receptors for ASA and decreases          
effectiveness.  Ibuprofen should be taken > 8 hours before or 4h after              
immediate-release ASA.   

• ACEI w/ renal dysfunction: Trial captopril before Lisinopril in patient’s w/ renal     
dysfunction to monitor for creatinine change given shorter half life.  

• Captopril in ICU also reaches steady state quicker so impact on BP is 
better. If patient has renal stenosis or you see a Cr jump you can re-
move quickly then once to floor can switch to Lisinopril. 

• Amlodipine: Best minimizes blood pressure variability. 

• Thiazide diuretics: chlorthalidone twice as potent as HCTZ and longer acting, 

• Starting dose 12.5mg and increase to 25mg (max dose). Do not start in 
ICU because of potential for sodium changes.   

• Clonidine: does not increase ICPs.  

• Hydralazine: can increase ICPs and may cause drops in pressure that may lead 
to ischemia.  
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Or TNK? 
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Or TNK? 
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