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TITLE:  Patient Care Protocol—Acute In-Patient Stroke
Keywords:  Stroke, t-PA, t-PA Exclusion criteria, t-PA administration, Stroke Team Activation,  NIHSS, Stroke Scale, Alteplase, Stroke 1
PURPOSE/SCOPE: To define the care and management of patients presenting with acute stroke signs and symptoms that are already within the acute care setting for treatment of a differing diagnosis. To provide safe and effective guidelines for administration and monitoring of t-PA in the treatment of acute ischemic stroke.

1.  INSTRUCTIONS: 
     A)  Patient is assessed by in-patient caregiver to be exhibiting signs of an acute stroke based on clinical presentation. Rapid Response is activated. X5555 (See Addendum #3 for roles and responsibilities)          
     B)  Sequence of Events with the time frames (See Addenda # 1& #3)   


Rapid Response Nurse to activate In House Stroke Alert x5555 PRN                                             
     C)  Communications will page the Stroke Team and identify patient room number. 
(See Addendum #3 for Stroke Team Activation List)
     D) If patient meets criteria for t-PA, follow the below guidelines:

(See Addendum #4 for t-PA exclusion criteria)
·  TREATMENT AND MONITORING
1. t-PA 0.9mg/Kg (maximum of 90mg). 10% of the total dose administered as an initial intravenous bolus over 1 minute.  Followed by the remaining 90% infused over 60 minutes

2. Infusion should be run in as a secondary IVPB with normal saline as the primary volume to insure that entire prescribed dose is given.  Do not leave the patient until you are sure the infusion is running in 

3. Do not move patient until infusion is complete unless absolutely necessary and only if monitoring is not interrupted.
4. Admit to ICU
5. Close Monitoring of Vital signs and Neuro checks to include LOC, Orientation, speech, GCS, Pupils, extremities strength and movement.
6. Vital signs and neuro checks will be monitored and documented at the following intervals:

a. Every 15 minutes for 1 hour after starting infusion
b. Every 30 mins for 1 hour
c. Q1 hour Vital Signs and Q4 hour neuro checks both for next 22 hours
7. Maintain SBP < 185 and DBP < 110 or per MD order. 
· Medicinal Blood Pressure Management Per Order
8. NURSING CONSIDERATIONS
9.  Insertion of indwelling Foley Catheter should be avoided during the infusion and for 30 minutes after infusion ends.

10. Insertion of a nasogastric tube should be avoided, if possible, during the first 24 hours.

11. Central Venous access, arterial punctures and Intramuscular injections should be avoided.

12. Monitor and document strict I and O.

13. Prophylactic H2 blockers strongly recommended.

14. No anticoagulants should be administered for 24 hours (including   

    ASA, NSAIDs)

15. IV Heparin and antiplatelet agents should not be used for the first 24 hours following t-PA administration.

E) If at any point you suspect Intracranial Hemorrhage during or post t-PA administration stop t-PA, immediately notify the identified neurologist and prepare patient for a STAT CT scan
(See Addendum #5 for management of Intracranial Hemorrhage Guidelines)
REFERENCES: 

1) Based on research supported by the National Institute of Neurological Disorders and Stroke (NINDS)

2) W22330 - Alteplase (Activase, TPA) dosing and use guidelines

3)  S28.1 Nursing Services: Standard of Care. Admission Through Discharge—CVA

4)  Guide to the care of the hospitalized patient with ischemic stroke, 2nd ed. Glenview (II).  American Association of Neuroscience Nurses. 2008

5)  National Collaborating Centre for Chronic Conditions, Stroke, Diagnosis and Initial Management and Clinical Excellence (NICE)  July, 2008. p. 37. 

ADDENDUM # 1:
In Patient Stroke 1 Algorithm


[image: image1.emf]Activation Sequence:

Ø

Acute onset of Neuro deficit, with concern for stroke.  

ACTIVATE STROKE 1: Dial X 5555on any phone 

and state "Stroke I" , Campus & Patient Room #

Ø

Stroke 1 Response Team:  Charge RN,  Responding 

Physician, Rapid Response Nurse, RN Stroke Coordinator ( if 

in house),  & Lab

Ø

Notification: alert via page: House Supervisor, Pharmacy, & 

Lead CT Tech, Clinical Supervisor, On-call Neurologist 

(available by phone within 10 minutes),

First 10 minutes after onset of symptoms:

·

Short Hx & PE: Onset time/last known well, 

quantify deficits with GCS and NIHSS (neurology 

or ED)

·

Enter radiology order for: "CT brain w/o or CT 

Stroke Evaluation"

·

TO STAT HEAD CT (non-contrast and CTA)

·

STAT: CBC, CMP, PTT & PT/INR, I-stat Creatinine 

& Troponin 

·

Finger stick blood glucose check

·

IV access 

·

12-lead EKG

·

BP, HR, Wt. and O2 to keep O2sat>92%

·

Fill out SCHS Stroke audit  sheet ( In Stroke 

Resource Binder)

·

Do NOT insert Foley Catheter(if possible)
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In Patient Acute Stroke 

Radiology/ED/Neurology in CT 

scanner reviewing images: 

Ø

Blood on Head CT? 

(determine by 30 min. from arrival)

YES Blood:(IPH/SAH) CT Head Only

NO Blood(Ischemic): CTA Neck 

(aortic arch thru circle of Willis)

NO Bleed

(Ischemic Stroke)

YES Bleed

IPH or SAH

(Hemorraghic Stroke)

Intraparanchymal Hemorrhage (IPH) 

o

Alert & consult w/Neurosurgeon

o

Bedside swallow screen before ANY 

oral intake, including meds

o

NPO if fail swallow screen

o

BP control (SBP goal ~160mmHg)

Subarachnoid Hemorrhage (SAH)

o

Alert & consult w/Neurosurgeon

o

Bedside swallow screen before ANY oral 

intake, including meds

o

NPO for possible procedure

o

BP control (SBP goal ~120mmHg)

IV tPA candidate (15 minutes to Rx)

(Symptom onset <4hrs?)

Neurologist:

Review Inclusion/exclusion criteria. 

If patient qualifies:

·

Provide IV tPA information form to patient/family 

to review; verbal consent if possible

·

Order/sign IV tPA orders and administer drug

RN:

·

Start 2

nd

IV

·

Call Pharmacy (7555) to obtain tPA

·

Administer tPA and follow tPA infusion work 

instruction (W22380) for BP management 

(BP<185/110), VS monitoring (q 15 mins.. 

during infusion), and tx of suspected intracranial 

hemorrhage.

·

Perform bedside swallow screen before ANY 

oral intake, including meds

·

NPO if fail swallow screen

Interventional Candidate

(Symptoms onset <6hrs or last 

known normal unknown)

·

NPO 

·

Neuro-Interventional alert and 

consult or transfer

·

Page On-Call Angio per MD orders

In Patient Stroke 1 

Algorithm
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ADDENDUM #2: 

NIH Stroke Scale
Interval: 
[ ] Baseline  [ ] 2 hours post treatment  [ ] 24 hours post onset of symptoms ±20 minutes [ ] 7-10 days   [ ] 3 months   [ ] Other ________________________________(___ ___) 

Time: ___ ___:___ ___ [ ]am [ ]pm 
Person Administering Scale _____________________________________ 

Administer stroke scale items in the order listed. Record performance in each category after each subscale exam. Do not go back and change scores. Follow directions provided for each exam technique. Scores should reflect what the patient does, not what the clinician thinks the patient can do. The clinician should record answers while administering the exam and work quickly. Except where indicated, the patient should not be coached (i.e., repeated requests to patient to make a special effort).
Instructions


       Scale Definition




   Score
	 1a. Level of Consciousness: The investigator must choose a response if a full evaluation is prevented by such obstacles as an endotracheal tube, language barrier, orotracheal trauma/bandages. A 3 is scored only if the patient makes no movement (other than reflexive posturing) in response to noxious stimulation. 



	
	0=   Alert: keenly responsive
1=   Not alert: but arousable by minor stimulation

       to obey, answer, or respond

2=   Not alert: requires repeated stimulation to 

       attend, or is obtunded and requires strong or

       painful stimulation to make movements

3=   Responds only with reflex motor or 

       autonomic effects or totally unresponsive, 

       flaccid and areflexic


	______

	 1b. LOC Questions: The patient is asked the month and his/her age. The answer must be correct - there is no partial credit for being close. Aphasic and stuporous patients who do not comprehend the questions will score 2. Patients unable to speak because of endotracheal intubation, orotracheal trauma, severe dysarthria from any cause, language barrier, or any other problem not secondary to aphasia are given a 1. It is important that only the initial answer be graded and that the examiner not "help" the patient with verbal or non-verbal cues. 

	0=   Answers both questions correctly

1=   Answers one question correctly

2=   Answers neither question correctly
	______

	 1c. LOC Commands: The patient is asked to open and close the eyes and then to grip and release the non-paretic hand. Substitute another one step command if the hands cannot be used. Credit is given if an unequivocal attempt is made but not completed due to weakness. If the patient does not respond to command, the task should be demonstrated to him or her (pantomime), and the result scored (i.e., follows none, one or two commands). Patients with trauma, amputation, or other physical impediments should be given suitable one-step commands. Only the first attempt is scored. 


	0=   Performs both tasks correctly

1=   Performs one task correctly

2=   Performs neither task correctly
	______

	 2. Best Gaze: Only horizontal eye movements will be tested. Voluntary or reflexive (oculocephalic) eye movements will be scored, but caloric testing is not done. If the patient has a conjugate deviation of the eyes that can be overcome by voluntary or reflexive activity, the score will be 1. If a patient has an isolated peripheral nerve paresis (CN III, IV or VI), score a 1. Gaze is testable in all aphasic patients. Patients with ocular trauma, bandages, pre-existing blindness, or other disorder of visual acuity or fields should be tested with reflexive movements, and a choice made by the investigator. Establishing eye contact and then moving about the patient from side to side will occasionally clarify the presence of a partial gaze palsy. 

	0=   Normal
1=   Partial gaze palsy: gaze is abnormal in       

       one or both eyes, but forced deviation for   

       total gaze paresis is not present

2=   Forced deviation: or total gaze paresis not

       overcome by the oculocephalic maneuver
	______

	3. Visual: Visual fields (upper and lower quadrants) are tested by confrontation, using finger counting or visual threat, as appropriate. Patients may be encouraged, but if they look at the side of the moving fingers appropriately, this can be scored as normal. If there is unilateral blindness or enucleation, visual fields in the remaining eye are scored. Score 1 only if a clear-cut asymmetry, including quadrantanopia, is found. If patient is blind from any cause, score 3. Double simultaneous stimulation is performed at this point. If there is extinction, patient receives a 1, and the results are used to respond to item 11. 
	0=   No visual loss
1=   Partial hemianopia
2=   Complete hemianopia
3=   Bilateral hemianopia (blind including 

       cortical blindness)
	______

	4. Facial Palsy: Ask – or use pantomime to encourage – the patient to show teeth or raise eyebrows and close eyes. Score symmetry of grimace in response to noxious stimuli in the poorly responsive or non-comprehending patient. If facial trauma/bandages, orotracheal tube, tape or other physical barriers obscure the face, these should be removed to the extent possible. 


	0=   Normal: symmetrical movements

1=   Minor paralysis: flattened nasolabial fold,

      asymmetry on smiling

2=   Partial paralysis: total or near total 

       paralysis of lower face

3=   Complete paralysis: one or both sides


	______

	5. Motor Arm: The limb is placed in the appropriate position: extend the arms (palms down) 90 degrees (if sitting) or 45 degrees (if supine). Drift is scored if the arm falls before 10 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic arm. Only in the case of amputation or joint fusion at the shoulder, the examiner should record the score as untestable (UN), and clearly write the explanation for this choice. 


	0=   No drift: limb holds 90 (or 45) degrees for a

       full 10 seconds

1=   Drift: limb holds 90 (or 45) degrees, but drifts down before full 10 seconds, does not hit bed or other support

2=   Some effort against gravity: limb cannot get to or maintain 90 (or 45) degrees, drifts down to bed, but has some effort against gravity

3=   No effort against gravity: limb falls

4=   No movement
5a.  Left Arm
5b.  Right Arm


	______

	6. Motor Leg: The limb is placed in the appropriate position: hold the leg at 30 degrees (always tested supine). Drift is scored if the leg falls before 5 seconds. The aphasic patient is encouraged using urgency in the voice and pantomime, but not noxious stimulation. Each limb is tested in turn, beginning with the non-paretic leg. Only in the case of amputation or joint fusion at the hip, the examiner should record the score as untestable (UN), and clearly write the explanation for this choice. 


	0=   No drift: leg holds 30-degree position for 

       full 5 seconds

1=   Drift: leg falls by the end of the 5- second 

       period but does not hit bed

2=   Some effort against gravity: leg falls to bed 

       by 5 seconds, but has some effort against 

       gravity

3=   No effort against gravity: leg falls to bed 

       immediately

4=   No movement
6a.   Left Leg
6b.   Right Leg


	______

	7. Limb Ataxia: This item is aimed at finding evidence of a unilateral cerebellar lesion. Test with eyes open. In case of visual defect, ensure testing is done in intact visual field. The finger-nose-finger and heel-shin tests are performed on both sides, and ataxia is scored only if present out of proportion to weakness. Ataxia is absent in the patient who cannot understand or is paralyzed. Only in the case of amputation or joint fusion, the examiner should record the score as untestable (UN), and clearly write the explanation for this choice. In case of blindness, test by having the patient touch nose from extended arm position. 


	0=   Absent

1=   Present in one limb

2=   Present in two limbs
UN= Amputation or joint fusion

     Explain:
	______

	8. Sensory: Sensation or grimace to pinprick when tested, or withdrawal from noxious stimulus in the obtunded or aphasic patient. Only sensory loss attributed to stroke is scored as abnormal and the examiner should test as many body areas (arms [not hands], legs, trunk, face) as needed to accurately check for hemisensory loss. A score of 2, “severe or total sensory loss,” should only be given when a severe or total loss of sensation can be clearly demonstrated. Stuporous and aphasic patients will, therefore, probably score 1 or 0. The patient with brainstem stroke who has bilateral loss of sensation is scored 2. If the patient does not respond and is quadriplegic, score 2. Patients in a coma (item 1a=3) are automatically given a 2 on this item. 


	0=   Normal: no sensory loss

1=   Mild to moderate sensory loss: patient 

       feels pinprick is less sharp or is dull on the 

       affected side, or there is a loss of superficial 

       pain with pinprick, but patient is aware of 

       being touched

2=   Severe to total sensory loss: patient is 

       not aware of being touched in the face, arm

        and leg
	______

	9. Best Language: A great deal of information about comprehension will be obtained during the preceding sections of the examination. For this scale item, the patient is asked to describe what is happening in the attached picture, to name the items on the attached naming sheet and to read from the attached list of sentences. Comprehension is judged from responses here, as well as to all of the commands in the preceding general neurological exam. If visual loss interferes with the tests, ask the patient to identify objects placed in the hand, repeat, and produce speech. The intubated patient should be asked to write. The patient in a coma (item 1a=3) will automatically score 3 on this item. The examiner must choose a score for the patient with stupor or limited cooperation, but a score of 3 should be used only if the patient is mute and follows no one-step commands. 


	0=   No aphasia: normal

1=   Mild to moderate aphasia: some obvious 

       loss of fluency or facility of comprehension,
       without significant limitation on ideas 

       expressed or form of expression. Reduction
       of speech and/or comprehension however 
       makes conversation about provided 
       material difficult or impossible. For 
       example, in conversation about provided 
       materials, examiner can identify picture or 
       naming card content from patient’s 
       response

2=  Severe aphasia: all communications is 
       through fragmentary expression, great need
       for inference, questioning, and guessing by
       the listener. Range of information that can 
       be exchanged is limited, listener carries 
       burden of communication. Examiner cannot
       identify materials provided from patient 
       response

3=   Mute, global aphasia: no usable speech or
       auditory comprehension 
	______

	10. Dysarthria: If patient is thought to be normal, an adequate sample of speech must be obtained by asking patient to read or repeat words from the attached list. If the patient has severe aphasia, the clarity of articulation of spontaneous speech can be rated. Only if the patient is intubated or has other physical barriers to producing speech, the examiner should record the score as untestable (UN), and clearly write an explanation for this choice. Do not tell the patient why he or she is being tested. 


	0= Normal
1=   Mild to moderate dysarthria: patient slurs 

       at least some words and, at worst, can be 

       understood with some difficulty

2=   Severe dysarthria: patient speech is so 

        slurred as to be unintelligible in the

        absence  of or out of proportion to any 

        dysphasia, or is mute/anarthric

UN=   Intubated: or other physician barrier
	______

	11. Extinction and Inattention (formerly Neglect): Sufficient information to identify neglect may be obtained during the prior testing. If the patient has a severe visual loss preventing visual double simultaneous stimulation, and the cutaneous stimuli are normal, the score is normal. If the patient has aphasia but does appear to attend to both sides, the score is normal. The presence of visual spatial neglect or anosagnosia may also be taken as evidence of abnormality. Since the abnormality is scored only if present, the item is never untestable. 


	0=   No abnormality
1=   Visual, tactile, auditory, spatial, or 

       personal inattention: extinction to bilateral

       simultaneous stimulation in one of the 

       sensory modalities

2=   Profound hemi-inattention or extinction 

       to more than one modality: does not 

       recognize own hand or orients to only one 

       side of space
	______










Total Score: _____________

ADDENDUM #3: 

In House Stroke Team Activation List
In House Activation: Stroke 1 Dial X5555

Specify Campus, Floor, Room Number
	Responding Physician
	· Verify assessment of potential stroke and initiate full patient workup (CT, labs, medications, etc.)         

· Enter all Stat CT & lab orders                                 

· Communicate with on-call neurologist as appropriate 

	On-Call Neurology
	· Be available by phone for stroke consultation within 10 minutes

· Report to room, review with responding physician & initiate/complete Stroke workup (Confirm Dx and treatment plan)

· Communicate plan/updates with Primary RN, Charge RN and RRT.

	Rapid Response Nurse 
	· Assist  RN with identified stroke patient

· Assist in obtaining labs, transport to CT, labs and medications.

	Stroke Coordinator
(If in House)
	· Report to patient room and assist with NIH Stroke Scale and swallow screen

· Facilitate project coordination and address process issues in the moment

· Follow up on stroke case and outcomes

· Perform data collection and analysis

· Present case to Stroke Committee

	ED Charge Nurse
	· Assist as needed

	Clinical Supervisor
	· Assist as needed

	Charge Nurse
	· Assist as needed

	Lead CT Tech
	· Clear Scanner for stroke patient                               

· Alert Radiologist Attending (days) & Radiologist On-Call (nights)                                                                     

	Pharmacy
	· If MD orders t-PA , pharmacy will mix medication and deliver it to primary nurse 
· Red phone x7555 for stat t-PA orders

	Lab
	· Report to patient location to draw labs

	House Supervisor
	· Assess ICU bed availability.
· Assist with transfers to higher level of care as needed.

	EKG
	· Perform STAT EKG if not already completed


ADDENDUM #4: 
t-PA Exclusion Criteria
	Contraindications (0-3hr & 3-4.5hr treatment window). Select all that apply

	[image: image2.wmf]
SBP > 185 or DBP > 110 mmHg despite treatment

[image: image3.wmf]
Seizure at onset

[image: image4.wmf]
Recent surgery/trauma [<15 days]

[image: image5.wmf]
Recent intracranial or spinal surgery, head trauma, or stroke [<3 mo.]

[image: image6.wmf]
History of intracranial hemorrhage or brain aneurysm or vascular malformation or brain tumor

[image: image7.wmf]
Active internal bleeding [<22 days]

[image: image8.wmf]
Platelets <100,000 PTT> 40 sec after heparin use, or PT > 15 or INR> 1.7, or known bleeding diathesis

[image: image9.wmf]
Suspicion or subarachnoid hemorrhage

[image: image10.wmf]
CT findings (ICH, SAH, or major infarct signs)



	
	Warnings (0-3hr & 3-4.5hr treatment window). Select all that apply

[image: image11.wmf]
Advanced age (>80)
[image: image12.wmf]
Care-team unable to determine eligibility

[image: image13.wmf]
Glucose < 50 or > 400 mg/dl

[image: image14.wmf]
Increased risk of bleeding due to comorbid conditions
[image: image15.wmf]
IV or IA t-PA given at outside hospital

[image: image16.wmf]
Left heart thrombus

[image: image17.wmf]
Life expectancy < 1 year or severe co-morbid illness or CMO on admission

[image: image18.wmf]
Pregnancy

[image: image19.wmf]
Pt./Family refused

[image: image20.wmf]
Rapid improvement

[image: image21.wmf]
Stroke severity too mild

[image: image22.wmf]
Stroke severity - Too severe (e.g. NIHSS > 22)



	

	

	Additional Warnings for patients treated between 3-4.5 hrs. Select all that apply

[image: image23.wmf]
Prior Stroke AND Diabetes

[image: image24.wmf]
Any anticoagulant use prior to admission (even if INR < 1.7)

[image: image25.wmf]
NIHSS > 25

[image: image26.wmf]
CT findings of > 1/3 MCA
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	Hospital-Related or Other Factors (0-3hr & 3-4.5hr treatment window). Select all that apply

[image: image28.wmf]
Delay in Patient Arrival
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In-hospital Time Delay
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Delay in Stroke diagnosis
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No IV access
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Addendum #5:

MANAGEMENT OF INTRACRANIAL HEMORRHAGE
Guidelines for suspected Intracranial Hemorrhage during /post t-PA administration













QUALITY RECORD
	Quality Record
	Location Kept
	Filing Order
	Duration Kept
	Disposition
	Comments

	
	
	
	
	
	

	
	
	
	
	
	


Suspicion of Intracranial Hemorrhage


Symptoms such as: Neurological Deterioration, New headache, Acute Hypertension, Nausea, Vomiting.





Stop TPA Infusion 


If Intracranial Hemorrhage is presumed


Notify Physician Immediately





Place order for Immediate CT Scan





Check with MD Prepare Platelets 6 to 8 Units





Check with MD Prepare Fibrinogen 6 to 8 Units Cryoprecipitate Containing Factor VII





Place Order for Blood Drawn PT, PTT platelet count, fibrinogen Type and Cross





Hemorrhage Not Present on 


CT Scan


	END ALGORITHM





Hemorrhage Present on CT Scan





Neurosurgeon Alert and Consult





Place order for Bleeding time





Evaluate Laboratory Results


Fibrinogen, Bleeding Time, PT, PTT





Second CT Scan


Assess Size Change





Consensus Decision


Plan Surgical and Medical Therapy
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First 10 minutes after onset of symptoms:

Short Hx & PE: Onset time/last known well, quantify deficits with GCS and NIHSS (neurology or ED)
Enter radiology order for: "CT brain w/o or CT Stroke Evaluation" 
TO STAT HEAD CT (non-contrast and CTA)
STAT: CBC, CMP, PTT & PT/INR, I-stat Creatinine & Troponin 
Finger stick blood glucose check
IV access 
12-lead EKG
BP, HR, Wt. and O2 to keep O2sat>92%
Fill out SCHS Stroke audit  sheet ( In Stroke Resource Binder)
Do NOT insert Foley Catheter (if possible)







Activation Sequence:

Acute onset of Neuro deficit, with concern for stroke.   

ACTIVATE STROKE 1: Dial X 5555 on any phone and state "Stroke I" , Campus & Patient Room #

Stroke 1 Response Team:  Charge RN,  Responding Physician, Rapid Response Nurse, RN Stroke Coordinator ( if in house),  & Lab
Notification: alert via page: House Supervisor, Pharmacy, & Lead CT Tech, Clinical Supervisor, On-call Neurologist (available by phone within 10 minutes),






Floor Staff Key Elements


In Patient Acute Stroke 


Interventional Candidate
(Symptoms onset <6hrs or last known normal unknown)
NPO 
Neuro-Interventional alert and consult or transfer
Page On-Call Angio per MD orders



In Patient Stroke 1 Algorithm



Radiology/ED/Neurology in CT scanner reviewing images: 
Blood on Head CT?  (determine by 30 min. from arrival)
 YES Blood: (IPH/SAH) CT Head Only
NO Blood (Ischemic): CTA Neck  (aortic arch thru circle of Willis)



NO Bleed
(Ischemic Stroke)


YES Bleed
IPH or SAH
(Hemorraghic Stroke)


Subarachnoid Hemorrhage (SAH)
Alert & consult w/Neurosurgeon
Bedside swallow screen before ANY oral intake, including meds
NPO for possible procedure
BP control (SBP goal ~120mmHg)


Intraparanchymal Hemorrhage (IPH) 
Alert & consult w/Neurosurgeon
Bedside swallow screen before ANY oral intake, including meds
NPO if fail swallow screen
BP control (SBP goal ~160mmHg)




IV tPA candidate (15 minutes to Rx)
(Symptom onset <4hrs?)

Neurologist:
Review Inclusion/exclusion criteria.  
If patient qualifies:
Provide IV tPA information form to patient/family to review; verbal consent if possible
Order/sign IV tPA orders and administer drug

RN:
Start 2nd IV
Call Pharmacy (7555) to obtain tPA
Administer tPA and follow tPA infusion work instruction (W22380) for BP management (BP<185/110), VS monitoring (q 15 mins.. during infusion), and tx of suspected intracranial hemorrhage.
Perform bedside swallow screen before ANY oral intake, including meds
NPO if fail swallow screen



< 4.5 hrs



