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Why Become an Arkansas Stroke Ready Hospital? 

Background 

The Arkansas Department of Health (ADH) recognizes that all hospitals do not have the capability to become a 
Joint Commission certified Stroke Ready, Primary Stroke Center or Comprehensive Stroke Center designated 
site.  However, by becoming an Arkansas Stroke Ready Hospital (ArSRH), a facility signals to its community that 
it is committed to standards of acute stroke treatment recognized by the state. Additionally, as an ArSRH, there 
is a minimum acceptable level of measure adherence to specific emergency stroke measures that are required 
at the time of re-designation.  An ArSRH provides immediate and time-critical care to the stroke patient.  This 
includes a comprehensive initial emergency evaluation, screening, stroke scale assessment, and immediate 
emergency care. Furthermore, if indicated, this also includes arranging for a transfer to a higher level of care for 
an assessment of the appropriateness of thrombolytic treatment and/or surgery. Using standardized and 
evidence-based protocols, an ArSRH provides the optimum level of emergency care to the acute stroke patient. 
To assist in this evaluation and decision-making, ArSRHs provide 24/7 access to the expert neurologic resources.  
The 24/7 resources may be onsite, or through tele-medicine services. Please review the ADH website 
(www.healthy.arkansas.gov) for the most updated list of ArSRHs and Joint Commission certified stroke hospitals 
in the state. 

The goal of the Arkansas Stroke System of Care (ArSSoC) is to provide quality, appropriate and timely care to 
every stroke patient in the state. This is accomplished through a multi-pronged approach. Beginning with public 
education to call 911 immediately for symptoms suggestive of stroke, the hope is to minimize delays in the 
patient’s assessment and care.  Through the 911-dispatch center and Emergency Medical Services (EMS) staff 
protocols, patients are screened, allowing dispatchers and medics to recognize and respond to possible strokes 
as a time-critical emergency. Expediting the recognition process supports optimal emergency stroke care.  By 
supporting hospital providers and staff with ongoing training, promoting the use of nationally recognized 
stroke protocols, and processes, enable a timely neurological consultation with stroke experienced physicians 
and/or neurologists either at the hospital or through tele-medicine.  An ArSRH demonstrates the structure and 
processes are in place and working well, supporting the best possible outcome, for acute stroke patients. 

This toolkit is designed to provide hospitals with requirements for earning and retaining the ArSRH designation.  It 
provides medical professionals and hospital administrators with the necessary information to improve their 
hospital’s acute stroke care and become a state stroke designated facility.  Each hospital is invited to review the 
information contained in this toolkit and plan its ArSRH implementation.  The ArSRH designation is awarded by the 
ADH.   

Note: All UAMS Institute for Digital Health and Innovation Telestroke sites and all Mercy Telestroke 
participating sites in Arkansas that have not yet received official ADH designation, but are capable of 
providing initial acute stroke care, have been provisionally designated as Arkansas Stroke Ready 
Hospitals (ArSRHs). The Arkansas Department of Health is in the process of completing the official 
designations for these hospitals. 

Initial Designation 

The purpose of initial designation is to verify the designated hospital has the systems in place to provide immediate 
care to the person suspected of having a stroke.  The re-designation process looks beyond the structure of the 
stroke program and considers the stroke performance measures.  Initial designation requires an ArSRH Application 
be submitted to ADH (see “Arkansas Stroke Ready Hospital Application and Checklist” within this document); this 

3



includes the hospital providing a list of required stroke protocols. A successful stroke program must have the 
protocols in-place.  Additionally, an onsite visit performed by the ADH team is conducted.  If successful, the term of 
designation is three years, after which a re-designation process is required to maintain designation.  The initial 
application is located on the following web page:  https://www.healthy.arkansas.gov/programs-
services/topics/stroke  

Re-designation 

Any facility requesting re-designation as an ArSRH must submit the Re-Designation Application to ADH every three 
(3) years. Hospitals may choose to seek higher levels of stroke designation such as Primary Stroke Center (PSC) or
Comprehensive Stroke Center (CSC) offered by The Joint Commission.  To begin the re-designation process, the
hospital must apply and submit the required documentation, within 60 days prior to the designation expiration
date. The application for re-designation is located on the web page:  https://www.healthy.arkansas.gov/programs-
services/topics/stroke.   Once ADH receives the application, a review of the document is completed by the audit
team. The ArSRH re-designation review process does not require an on-site visit; however, ADH reserves the right
to perform site visits as needed. Of note, the initial designation as an ArSRH by the ADH is a testament of the
hospital’s capacity and capability to provide the recommended stroke care based. Re-designation as an ArSRH
demonstrates a designated level of adherence to quality and performance measures.  Demonstrating a level of
measure adherence contributes to providing optimal stroke care in addition to demonstrating capacity and
capability. Note there are two categories of data points to be recorded within the application for re- designation:
“required” and “reporting.” While both categories are necessary for the hospital to disclose as part of this re-
designation process, only the required measures are being evaluated to determine eligibility for re-designation.
Reporting measures do not impact the hospital’s ability to be re-designated.  However, the reporting measures
may become required in the future.

Impact of Stroke 

Between 2016 and 2019, Arkansas’ cerebrovascular death rate per 100,000 fell from 45.6 to 40.7.1 Arkansas’ 
ranking in cerebrovascular death among all 50 states fell from #4 to #11 during this timeframe.1 However, in 
2019 there were still 1,561 deaths due to cerebrovascular disease in Arkansas which is the fourth leading 
cause of death in the state.   

Arkansas ranks high among U.S. states in acute stroke death, hospitalizations, and risk factors. In 2019, 
Arkansas ranked 11th in the United States in cerebrovascular disease mortality (ICD 10: I60-I69) with a crude 
rate of 51.7 per 100,000.1 Similarly, in 2015-2017 the rate of stroke hospitalization in Arkansas was 13 per 
1,000 Medicare beneficiaries compared to 11 per 1,000 nationally.2 Data from 2019 show Arkansas ranks 1st in 
the nation in heart attack mortality with a crude rate of 103.4 per 100,000, which is 28% higher than the next 
highest state.1 Additionally, the state ranks 3rd in obesity (prevalence of 37.4%), 4th in hypertension 
(prevalence of 41%), 5th in diabetes (prevalence of 13.6%) and 6th in smoking (prevalence of 41%).3, These 
issues impact the prevalence of stroke as well as other health issues.  One way to impact the population’s health 
is through changing lifestyle behaviors.  An ArSRH reaches out to the community, focusing on health education 
as well as early identification and treatment of stroke. 

Overview:  ArSRH Designation Process 

1. A hospital of any size and location that meets the criteria may apply to become an ArSRH.  For the initial
designation, the hospital completes the application and submits all required information.  As part of
the initial designation, the ADH team reviews the application for completeness and schedules an onsite
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hospital site visit. If all criteria are met, the hospital earns designation. All eligible hospitals are 
encouraged to complete the implementation and application process.   

2. During an ADH onsite visit, the organization’s readiness to become an ArSRH is evaluated. Upon
completion of the visit, the ADH reviews its findings with the hospital administrator and/or his or her
representatives. Those findings include the following:

 Stroke program strengths
 Care outcomes
 Areas for Improvement
 Recommendations pertinent to the site visit
 The decision regarding designation

3. Successful applicants will receive a letter from ADH identifying that the hospital has met ArSRH
requirements and earned the designation.  In addition, ADH provides a press release template that
may be customized as needed and shared to inform the local community about the designation
earned.

4. If the hospital does not meet the requirements for designation:

 A Corrective Action Plan (CAP) is required. The stroke team creates a plan to address the areas
for improvement and the action plan is submitted to ADH for review.  If needed, assistance is
available upon request.

 Once the hospital’s CAP is deemed acceptable by the ADH, the hospital’s program is ready for a
re-review. At that time ADH requires a status update and may require another onsite visit.  The
repeat visit is scheduled after a hospital representative indicates the deficiencies are corrected
and the stroke program is ready for reassessment.

5. Once the hospital has been designated by ADH, there is a process for re-designation, required every 3
years. To begin the re-designation process, the hospital must apply and submit the required
documentation, at least 60-90 days prior to the designation expiration date. A review of the
documentation is completed and if an onsite visit is indicated, the stroke coordinator is contacted to
schedule a date.

6. ADH contacts for the initial and re-designation processes:

Ms. Joanne LaBelle, RN, MS, CPHQ, HRM QI 
ADH Stroke Nurse Contractor                               
Joanne.LaBelle@arkansas.gov                                
774-230-7288

Ms. Lindsay Sterling, RN, BSN
ADH Stroke QI Nurse Coordinator 
Lindsay.Sterling@arkansas.gov
501-534-6251

Mr. David Vrudny, MPH, CPHQ
Section Chief, Stroke and STEMI
David.Vrudny@arkansas.gov
501-661-2096
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Resources:  Preparing for Designation/Re-designation 

EMS:  Education 
Perhaps the most critical element of pre-hospital stroke patient care is provider education.  Advances in stroke 
treatment have greatly improved survival rates over the past several years.  Tissue plasminogen activator (Alteplase) 
may reduce the risk of death or permanent disability if administered within 3 hours for patients arriving within 2 
hours of last know well (LKW) and 4.5 hours for patients arriving within 3.5 hours of LKW. Recent evidence suggests 
that intra-arterial interventions demonstrate even further improvement. Advances in surgical intervention may now 
increase survivability, with minimal impairment, if detected and treated early.   

Therefore, it is imperative that pre-hospital healthcare professionals, the emergency medical technician (EMT) or 
paramedic, possess the ability to quickly recognize that a patient could be experiencing a stroke. Emergency medical 
dispatchers, EMTs, and paramedics evaluate the information quickly and recognize patients who are potentially 
experiencing a stroke. To optimize the stroke system of care, it is important hospitals work with EMTs/paramedics 
to provide ongoing education and develop protocols for use in the pre-hospital setting. 

EMS:  Pre-hospital Care Considerations 
Acute stoke care is time sensitive.  When patients are transported via EMS, early identification of stroke in the field 
and pre-notification to the hospital is important to optimize patient outcome. It is important that the pre-hospital 
providers: 

 Recognize stroke signs and symptoms: A protocol listing possible signs and symptoms of stroke is valuable
to facilitate immediate recognition. As part of the listing, including the “sudden” acute symptoms that
may not be immediately identified as a stroke. Examples of vague but possible stroke symptoms include,
but are not limited to:

o Sudden and acute mental status change
o Sudden and acute gait disturbance
o Sudden and acute speech disturbance
o Sudden vertigo
o Sudden diplopia
o Sudden headache
o Sudden limb weakness and/or fall with unknown reason
o Sudden numbness/tingling
o Sudden syncope
o Sudden weakness

 Define the process for identifying the patient as a potential stroke patient, this includes using an accepted
stroke scale.  In Arkansas BE FAST (Balance, Eyes, Face, Arm, Speech, Time) is the recommended pre-
hospital stroke scale (Appendix A). As stroke treatment is time-limited, drilling-down to the patient’s LKW
time expedites care.

 Confirm a stroke, by “ruling-out” other potential diagnoses.  As hypoglycemia is one of the most common
stroke mimics, as well as easily treated in the pre-hospital setting, a blood glucose must be performed on
every suspected stroke patient.

 Obtain a brief history particularly related to ascertain if there is a history of: seizure disorder, head
trauma/seizure, cardia arrhythmias, recent/current bleeding, surgery, trauma, invasive procedure,
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bleeding disorder, and/or pregnancy. Include a list of the patient’s current medications especially those 
used for anti-coagulation as part of the patient’s history.  

 Transport the patient in an emergency mode to expedite the patient’s arrival to the hospital. Additionally,
if there are restrictions related to transporting patients to a hospital without the capacity to provide
immediate care to the stroke patient, a plan for transportation must be developed.

 Once the patient is identified as a potential stroke patient, the Arkansas pre-hospital provider applies a
stroke wristband. The band links the pre-hospital and hospital data statewide. Linking the data provides
an opportunity to follow the patient’s care and outcome, and ultimately identify strategies to improve
stroke outcomes. If the bracelet is not put on by EMS, it is expected that the Emergency Department
(ED) nurse applies the band when the patient is identified as a potential stroke patient. For patients
arriving by private vehicle, the triage nurse applies the band if identified as a potential stroke patient.
The stroke band ID is recorded by the pre-hospital provider in the ePCR record and by the hospital staff
in the Arkansas Stroke Registry.

 Pre-notify the ED with the pertinent information as soon as the patient is suspected of having a stroke.
During the call, indicate that the patient is a code stroke.  Additionally, it is expected that ED providers
prepare for the potential stroke patient.  Providing pre-notification as soon as the initial assessment is
completed, and the patient is identified as a suspected stroke patient allows for ED mobilization through a
stroke alert.  The pre-hospital provider must document the stroke pre-notification.

 At the time of patient hand-off from EMS to the ED nursing staff, use the Arkansas Department of Health
EMS Field Patient Care Record – Short Form (Appendix B).  This provides essential information to expedite
the patient’s assessment and care.

Hospital:  Emergency Care Considerations  

The ED is critical along the continuum of care.  The ED care is pivotal for early identification and timely care of 
the stroke patient. Early identification and treatment increase the potential for recovery.  

Key Considerations: 

 Hospital EDs are expected to develop a CODE STROKE alert process.  It is important to develop a
process that meets the needs of the organization.  Some organizations have a partial code and a full
code process.  The process is defined by the staffing within the ED and the critical disciplines needed
to mobilize for treating the suspected stroke patient.  It is expected that when EMS pre-notifies that a
suspected stroke patient is on-route, the ED nurse or physician calls a partial or full stroke code,
initiating the defined process(es).

 Tele-medicine services are a significant component of stroke care for many hospitals.  Because of the
need for expediting the tele-medicine consult, the following are important to consider:

o A protocol for the ED providers to use that guides and expedites the consultation. Include in
the protocol:

1. Timeframe for making the initial call re: a possible IV-alteplase patient has
presented.

2. Create a description of the patients that are appropriate for a consult.  For example,
is telemedicine used for are all possible stroke patients, or for patients within a
specific timeframe from LKW?

3. Delineate the roles and responsibilities of the ED physicians and nurses.
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4. If a hybrid model is used, the hours, circumstances, etc. re: the need to use tele-
medicine (for example, hours coverage is needed, coverage issues and the process
for securing  the need for coverage etc.).

5. Obtain the consult report from the tele-medicine physician and make it a
permanent part of the patient’s record.  Ensure the National Institutes of Health
Stroke Scale (NIHSS) is included in the assessment as well as the decision for IV-
alteplase.  If the patient is not appropriate for thrombolytics, the reason for
ineligibility must be documented by a physician.  If documented on the tele-
medicine consult report, and the report is part of the patient’s record, it may be
used for data collection.

6. If the ED is the only telemedicine connection, the process for use of the equipment
for inpatient strokes must be defined.

o To decrease the potential for technical issues, consider a protocol outlining:
1. Connectivity process as part of the ED nurse and physician orientation and ongoing

education.
2. Equipment checks every shift.
3. Mock codes for speedy and correct connection.
4. In the event of a technology failure, an alternative process is defined.
5. An emergency process to address unresolved delays is outlined.

 Alteplase can be lethal if administered to patients suffering a brain hemorrhage.  Therefore, every
suspected stroke patient must undergo an immediate computerized tomography (CT) scan prior to
receiving alteplase therapy.

Successful strategies for expediting the CT scan:
o As part of the CODE STROKE process, many organizations define a “straight to CT” process.  As

part of the process, whenever possible, EMS staff stop in the ED to have a provider assess if it
is safe to transport the patient directly to CT.  The patient is transported with EMS and ED
staffs, on the EMS stretcher, to begin the CT as quickly and safely as possible.

o For patients arriving by private vehicle, there needs to be a defined “straight to CT” process as
well.  Consider teaching registration and triage staffs the BE FAST stroke scale; have the BE
FAST stroke scale part of the triage process and if the outcome indicates a possible stroke,
expedite that patient’s move to treatment and CT.

 Perform the NIHSS. As part of the suspected ischemic patient’s initial assessment, a NIHSS must be
completed.  This is to be completed for all suspected ischemic stroke patients, including those
patients arriving outside of the alteplase therapeutic windows. The NIHSS may be conducted by the
nurse, ED physician or the tele-medicine provider.  It is recommended that the nurse and/or ED
physician conducting the NIHSS be certified/trained in the process.  The training may be a hospital run
or online trainings/certifications that are available.  The NIHSS is a helpful tool for both the initial as
well as ongoing assessment for monitoring the progression of neurological involvement.  Although
not required, conducting the NIHSS at discharge assists in evaluating the outcome of the patient’s
stroke.

 Evaluate the patient for alteplase treatment.  This is critical for timely administration of IV-alteplase.
Timely administration increases the potential for a favorable outcome, while decreasing the risk for a
complication.  As part of the assessment for alteplase administration, the patient’s time LKW, results
of tests conducted (CT) scan, lab test results, the NIHSS, patient history and current health status are
reviewed.  If the physician finds the patient-related contraindications and warnings render the patient
ineligible for administration, the reason why the patient is excluded must be documented by the
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physician.  If the patient is appropriate for administration, the patient and/or family is given informed 
consent.  If the patient/family consents, the medication is administered.  The time of the initiation of 
the medication is the time the bolus medication is given.  To ensure the correct time for 
administration is documented, some nurses “shout-out” the time of the bolus.  All providers needing 
to record the time will have the same time documented. 

 IV alteplase for mild stroke. For otherwise eligible patients with mild non-disabling stroke symptoms
(NIHSS score 0–5), IV alteplase is not recommended for patients who could be treated within 3-4.5 hours
of ischemic stroke symptom onset or patient LKW or at baseline state.

 IV alteplase time window. IV alteplase administered within 4.5 hours of stroke symptom recognition can
be beneficial in patients with AIS who awake with stroke symptoms or have unclear time of onset >4.5
hours from last known well or at baseline state and who have a DW-MRI lesion smaller than one-third of
the MCA territory and no visible signal change on FLAIR.

 Conduct a dysphagia screen.  Until the suspected stroke patient’s swallowing ability is assessed, the
patient must be maintained on strict NPO.  This includes NPO for oral medications.  Define a
reasonable but effective screening process.  Consult the Speech and Language Practitioner (SLP) to
approve the screening process.  As part of the process, institute a nurse-driven protocol.

Strategies for Success with Dysphagia (Swallow) Screening:
o Don’t reinvent the wheel.  It is likely there is already a swallow screen in the facility.  It may be an

ICU or nursing policy.  Review the swallow screen and modify it to meet the needs of the nursing
units as well as the initial ED dysphagia screen.  Use the language (dysphagia or swallow screen)
that your nursing staff is already familiar with.

o The dysphagia/swallow screening process is of value for other patients entering your ED.  Instead
of requiring a dysphagia (swallow) screen for just stroke patients, include patients with other
neurological symptoms as well.  Stroke patients may present differently as well.  It is easy to miss
a stroke patient initially.  Some hospitals have a list of presentation symptoms appropriate for
the screen.  Build the list into the electric medical record (EMR).  Build a screen with a list of
possible stroke signs and symptoms.  Require the nurse to check all presenting symptoms the
patient is exhibiting.” If the nurse checks ANY of the listed symptoms, indicate a dysphagia screen
is required.

o Complete the screen as part of the initial emergency nurse assessment.  The longer the screen is
delayed, the likelihood the screen will be omitted.   If the patient can’t participate in the
screening process, FAIL the patient.  Maintain the patient on strict NPO, initiate a SLP consult and
if the patient can participate later, conduct the screen and proceed based on the screening
outcome.

o Create the protocol with “yes” or “no” questions.  The “no” responses indicate difficulties in the
swallowing process.  If during the screen there is one “no,” stop the screening and place the
patient on strict NPO until a full SLP swallow assessment.  If the patient passes the questions,
some hospitals give a teaspoon of water, if done without difficulty give 3 ounces of water (no
straw); others use puree and then water.  The nurse observes the patient drinking for signs of
issues (hoarseness, sneezing, cough, nasal discharge).  If at any time there is a potential issue, the
patient is placed on strict NPO.
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o The screen is developed with input from the Speech and Language Pathologist (SLP). The SLP is
part of the screen development or, reviews the proposed screening process and approves its use.

o For patients arriving by private vehicle, there needs to be a defined process for dysphagia
screening.  Consider initiating the screening as part of the triage process.

o An area of challenge is the documentation time stamp and NOT the actual time of the screen.
This issue may be addressed by:

1. Building the screening process into the EMR and include a screen time space for the
nurse to document the time the screen was completed.

2. Including a statement in the screen with a “yes” and “no” response that must be
completed by the nurse. Example: “The patient was maintained on strict NPO status
until the screen was completed.”

3. If the screen does not have the above triggers, completing addendum notes may be if
the nurse forgets to state the time of the screen per hospital policy is allowed.

 For many hospitals, a transfer to a higher level of care may be needed.  The transfer may be for more
extensive monitoring, surgery, or mechanical thrombectomy.  To provide an opportunity for the best
possible outcome, timely care is critical.  This includes a timely transfer for patients that may benefit by a
transfer.  To expedite transfers, consider a:

o Transfer agreement in place with the closest tertiary care center.
o Transfer agreement may be needed for a hospital that provides a higher level of care but may

not be a tertiary care center.  This transfer would be appropriate for patients needing a higher
level of care, including post IV-alteplase monitoring, or neurosurgery, but NOT appropriate for
mechanical thrombectomy.

o Generic transfer agreement may be used IF it includes references to stroke patients, and
addresses transferring the patient:

1. For post IV-alteplase administration monitoring
2. For post IV-alteplase complication management
3. With a commitment to an immediate transfer respecting the stroke time targets
4. A timely transfer for patients considered for mechanical thrombectomy.

o To identify delays in the transfer process, create a transfer protocol listing the steps required to
prepare the patient.  TIME IS CRITICAL and each step in the process should be listed in the typical
order completed.  In the case of delays, use this process to improve the transfer process.

 Preparing a patient for transport to a higher level of care is critical.  With the advent of effective
mechanical thrombectomy, patients within 0-24 hours of last known well must be assessed for this
procedure.

o For patients 0 – 6 hours from onset of symptoms, criteria include: (must meet all)
1. Pre-stroke mRS score of 0-1
2. Causative occlusion of the internal carotid artery or MCA segment 1 (M1)
3. Age 18 years and older
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4. NIHSS score of 6 or less
5. ASPECTS of 6 or less
6. Treatment can be initiated (groin puncture) within 6 hours of symptom onset

o For patients 6- 24 hours from onset of symptoms:  criteria
1. In selected patients with AIS within 6 – 16 hours of last know well, who have LVO in the

anterior circulation and meet other DAWN or DEFUSE 3 eligibility criteria, mechanical
thrombectomy is recommended.

2. In selected patients with AIS within 16 – 24 hours of last know well, who have LVO in the
anterior circulation and meet other DAWN eligibility criteria, mechanical thrombectomy
is reasonable.

Hospital:  Quality Improvement Strategies 

Community Outreach  

Community outreach is critical.  Providing information to the public, the patient, and caregivers to identify the 
signs of stroke and importance of calling 911 is critical to optimize the system of care. To facilitate a successful 
outreach program, it is important to create an annual action plan. Community outreach content can include the 
following areas: 

 Stroke risk factors
 Stroke prevention measures
 Recognition of stroke signs and symptoms
 BE FAST
 Treatment of stroke
 The importance of EMS transport

Methods of community outreach, for example: 
 Newsletters/mailings (number sent)
 Newspapers public service announcements (estimated audience)
 Community health fairs (number of flyers/brochures distributed)
 School assemblies (number attending, may need to estimate)
 Presentations at senior centers
 Materials provided at flu and/or blood pressure clinics (number of flyers/brochures distributed)
 Education provided to area providers, such as nurses and staff at long term care facilities (number of

attendees)
 Stroke survivor sharing experiences (number of attendees)
 Speaker forums (number of attendees)

Documenting outreach is expected.  For non-profit organizations, it may be useful in supporting the non-profit 
status.  A log is helpful in maintaining the documentation.  An example of a log includes: 

 Method (note above)
 Date
 Facilitator/Responsible person
 Content delivered:

o Stroke prevention
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o Risk factors
o Signs and symptoms
o Stroke treatment
o Call 911

 Attendance:
o Actual
o Estimated

QI Strategies for Improvement  

A quality improvement (QI) guide has been developed (Appendix C).  This document was developed as a QI support 
tool for Arkansas hospitals treating acute stroke patients. Facilities designated as an ArSRH and applying for re-
designation are required to meet minimum adherence rates for specific performance measures. As part of the 
improvement process, the initial decision focuses on the origin for lack of adherence. The reason for lack of 
adherence may be patient care related, a documentation issue or both. This document addresses both potential 
issues. For questions on this document or other areas related to QI, please contact the Arkansas Stroke Registry 
program staff with the Arkansas Department of Health. 

Questions

Ms. Lindsay Sterling, RN, BSN                                                                                                                                                   
ADH Stroke QI Nurse Coordinator                                                                                                       
Lindsay.Sterling@arkansas.gov                                                                                                                                      
501-534-6251
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Hospital Name Address  

Administrator  

Designated Stroke Coordinator  Phone Number  

Email Address   

Number of Licensed Beds  

THE RESPONSES TO THESE QUESTIONS AND ALL SUBMITTED DATA WILL BE USED EXCLUSIVELY FOR STATE PERFORMANCE IMPROVEMENT 
PURPOSES. Please direct any questions to Lindsay Sterling (Lindsay.Sterling@arkansas.gov) 
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Arkansas Stroke Ready Hospital Application and Checklist

Yes No 

1. Is the Emergency Department staffed with an RN 24/7 Please include a copy of the roster/call schedule for nurses.

2 Is there a designated stroke coordinator/facilitator? Please include a short description of the role and function. 

3. Is the Emergency Department staffed with a physician 24/7? Please include copy of ER physician call roster.

• If not, is there is a requirement that a physician respond in 30 minutes or less?

• If not, is the RN authorized to initiate stroke protocol?

4. Is the Emergency Department staff trained in the use of a standardized assessment tool for stroke severity?

What assessment tool are they trained to use?  Please include a copy of the tool.
5. Does the hospital use a standardized acute ischemic stroke protocol? Please include a copy of the protocol used.

6. Is ACTIVASE stocked in hospital? Please include documentation verifying ACTIVASE is stocked.

Transfer and Transport Protocol 

7. Does the hospital have a transport protocol with contingency plans for bad weather, no bed availability, etc?
Please attach a copy of the transport protocol. 

Stroke Care and Treatment 

8. Is there a physician (ED or neurologist) readily available 24/7 trained to treat acute ischemic stroke? (telestroke
access qualifies if available) Please include a copy of the stroke physician call roster.

CT Availability 

9. Does the hospital have CT (with interpretation) available within 45 minutes of patient arrival? Please include
documentation verifying this for the past 6 months.
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     Arkansas Stroke Ready Hospital Application and Checklist
Appendix M 

Laboratory Availability 

Yes No 

10. Is the hospital laboratory staffed 24/7?  Please include a copy of the laboratory staff roster.

11. Are the following test results available within 45 minutes of patient arrival: Please include documentation showing test
results are available within this timeframe for the last 6 months.
• CBC
• BMP
• PT/PTT/INR

Quality Improvement Plan 

12. Will the hospital participate in the Arkansas Stroke Registry (ASR) and submit stroke patient data in accordance with program
guidelines? If no, please include proposed plan to participate.
13. Will acute stroke team staff participate in NIHSS training as well as participate in stroke education programs?

15. Will staff provide stroke education for local pre-hospital providers? (Highly Recommended)

Attachment Checklist: The following items should be returned as attachments to this application and each attachment should be labled by name and number: 

#1 Roster/Call Schedule for Nurses

#3 ER Physician Call Roster
#4 Stroke Assessment Tool
#5 Acute Ischemic Stroke Protocol
#6 Documentation verifying ACTIVASE is stocked
#7 Stroke Inter-hospital Transfer/Transport Protocol
#8 Stroke Physician Call Roster
#9 CT with Interpretation Documentation
#10 Laboratory Staff Roster
#11 Documentation verifying lab test result availability

16. Will staff provide stroke education for at least 2 outreach events per year in the local community? (Highly Recommended)

17. Will staff provide feedback to local EMS including final patient diagnosis/outcome each quarter? (Highly Recommended)

**SEE THE "ARKANSAS STROKE READY 
HOSPITAL APPLICATION EXAMPLES"  
DOCUMENT WHICH INCLUDES 
EXAMPLES OF ITEMS #1-#11

This document is located on this web page:

https://www.healthy.arkansas.gov/programs-
services/topics/stroke

13.-17. Please submit proposed plan for each of these items 

#2 Stroke Coordinator Description/Function
#12 [IF NEEDED] Plan to participate in stroke registry

#13−#17 Plan for each of these items

14. Will the hospital ensure stroke bands are applied to all confirmed stroke patients and record the stroke band ID in the
AR Stroke Registry? NOTE: Bands will be provided by the Arkansas Department of Health. EMS to apply the bands
on all suspected stroke cases. If stroke is not confirmed by the hospital the band is to be removed. The hospital will
ensure bands are applied to all confirmed stroke cases including POV arrivals. Stroke Band ID is recorded in the ASR.
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Appendix A: BE FAST 

Use the acronym BE FAST to remember the signs of stroke, and what to do if someone near you is 
experiencing them. 

https://www.dukehealth.org/blog/know-signs-of-stroke-be-fast 
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EMS Field HCP: Name & Title: Transfer of Care Time: ______ :  ______ 

Receiving HCP: Name & Title: ________ If checked, see back side

St
ro

ke

Prehospital Stroke Screen Performed:  Yes No Stroke Alert called to hospital by EMS:  Yes  No

Glucose 60-‐400  Yes No Last Known Well Time: : Date: __________

Balance - Sudden loss of balance?  Yes No Name providing well time:

Eyes - Sudden change in vision or trouble seeing?  Yes No Phone number: -‐ -‐

Face - Facial drooping?  Yes No Times (approximation -‐           in whole minutes)

Arms - Does one arm drift downward??  Yes No Dispatch to patient contact (goal<8): Minutes

Speech - Is their speech slurred or strange?  Yes No Arrival to first vital set (goal<5): Minutes

Time - Did you document last known well time?  Yes No Arrival to glucose check (goal<5): Minutes

Potential Stroke Patient?  Yes No Total time on scene (goal <15): Minutes

Stroke Band # - starts with "S" S Total transport time: Minutes

ST
EM

I 12, 15, or 18 Lead Obtained:  Yes No STEMI Alert called to hospital by EMS:  Yes  No

STEMI Indicated:  Yes No Elevation in leads:

Initial Rhythm: Depression in leads:

Was ECG transmitted to the receiving facility:  Yes  No

Tr
au

m
a

Trauma Band #: 
(starts with “A” or “B”)

ATCC Contacted:
Followed Rec?

Yes No Trauma Alert by EMS: Yes No

GCS

Eye  
Opening

Spontaneous  
To Speech  To 

Pain  None

4
3
2
1

Best  Verbal  
Response

Oriented  
Disoriented  

Monosyllabic  
Incomprehensible  

None

5
4
3
2
1

Best  Motor  
Response

Obeys Commands  
Localizes Pain  

Withdraws from Pain  
Abnormal Flexion  
Extension to Pain  

None

6
5
4
3
2
1

Initial:

Post:

MOI:

Injuries:

Agency Name ________________________  Phone ______________________  Receiving Hospital_____________________________

Patient Name ________________________________DOB ____ /____ / ____    Age ________  Gender _____ Date ____ /____ / ____ 

EnRoute  ____ :  ____  On Scene ____ :  ____   At Patient ____ : _____ 

  Alert   Verbal  Pain 

AR DEPARTMENT OF HEALTH EMS Field Patient Care Report – Short Form
All Pertinent Sections Should Be Completed for all Patients at Time of Care Transfer to ED Staff

Please print legibly. Complete this form and leave with the RN receiving the patient.

THIS FORM DOES NOT REPLACE THE OFFICIAL EMS PATIENT CARE REPORT

G
e

n
e

ra
l /

 T
re

at
m

e
n

ts

V
it

al
s

Time Blood Pressure Pulse BPM O2 Sat EKG  Airway

/ Oxygen NC  NRB BVM

/ OPA/NPA  Yes No

M
e

d
s

Time Medication/Fluid Dose Rate Total Administered Tube ETT  King Other

Size

Depth

PAI  Yes No

PMHx: Meds: Allergies:

Primary Impression and  Level of Consciousness:

Findings/Notes (If more room needed, check box at bottom-right and write additional on back of form):

Unresponsive

Depart Scene ____ :  ____  Arrive Hospital ____ :  ____   

Yes No

Appendix B
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Appendix C - Quality Improvement Support:  A Guide to Improve Measure Adherence 

This document was developed as a quality improvement (QI) support tool for Arkansas hospitals treating acute stroke patients. Facilities designated as an Arkansas Stroke 
Ready Hospital (ArSRH) are required to meet minimum adherence rates for specific performance measures. As part of the improvement process, the initial decision focuses 
on the origin for lack of adherence. The reason for lack of adherence may be patient care related, a documentation issue or both. This document addresses both potential 
issues. For some measures identifying a patient care or documentation issue may be answered by creating a “patient record” 1 report and others may require additional data 
collection. Additionally, with multiple improvement targets, prioritization of improvement activities may be needed. For questions on this document or other areas related to 
quality improvement, please contact the Arkansas Stroke Registry program staff with the Arkansas Department of Health. This document is divided into the following four 
sections which are color-coded: Required Stroke Performance Measures (pages 1-5), Reported Stroke Performance Measures (pages 5-7), Quality Improvement Support 
(page 8-10), and Appendix (page 10). 

REQUIRED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

Pre-notification  
Percent of cases of advanced 
notification by EMS for 
suspected stroke patients 
transported by EMS from 
scene. 

Patient Care – If non-adherence is patient-care 
related 

If EMS is not calling stroke pre-notification, it may be a(n): 

 Educational issue. Does EMS recognize the symptoms of stroke?  To be sure, educate EMS
and/or develop a protocol for EMS stroke pre-notification.2

 Confidence issue.  To be sure, educate EMS and/or develop a protocol.2

 NOTE: For all improvement strategies involving EMS, it is recommended the hospital
include EMS in its QA/QI process.

Pre-notification  
Percent of cases of advanced 
notification by EMS for 
suspected stroke patients 
transported by EMS from 
scene. 

Documentation – If non-adherence is 
documentation related 

If EMS is pre-notifying but there is not documentation: 

 Is EMS providing the Arkansas Department of Health (ADH) EMS Field Patient Care Report
Short Form, an ePCR, or other ADH approved documentation to the hospital? This must
be provided at the time of patient drop off for 100% of stroke patients transported by
EMS. Include in this documentation if a “CODE STROKE” is called to the hospital by EMS.
An ADH EMS hand-off form is available at:
https://www.healthy.arkansas.gov/images/uploads/pdf/ADH_Short_Form.pdf

 Ensure the EMS field hand-off form becomes a part of the patient record.
 Build pre-notification completion into the Emergency Department (ED) nurse’s

assessment documentation.
 Work with EMS to ensure stroke pre-notification was completed and documented on the

EMS field hand-off form.
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REQUIRED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

Stroke Bands ID  
Percent of stroke cases for 
which a stroke band 
identification number was 
recorded into the registry.  

Patient Care – The band allows for the linkage 
of patient’s pre-hospital and hospital data 
statewide to drive quality improvement.  
Linking the data provides an opportunity to 
follow the patient’s care and outcome, and 
ultimately identify strategies to improve 
outcomes.   

Applying the band: Hospital staff applies the band: 
 If EMS transports the patient without applying a stroke band and the provider suspects

stroke.
 The patient arrives to the hospital via a means other than EMS and the provider confirms

stroke.

Address issues by: 
 Identifying patients not banded by EMS, review for trends. Trends to consider include the

same agency, the same EMS provider etc.
 Consider an EMS educational program on identifying and assessing the stroke patient. 2

Stroke Bands ID  
Percent of stroke cases for 
which a stroke band 
identification number was 
recorded into the registry.  

Documentation – Ensure Band ID is entered in 
Get With The Guidelines – Stroke (GWTG-
Stroke).  

Documenting the band: 

 This number is required on all hand off forms and ePCR’s for patients suspected as stroke.
 Hospital staff input 100% of stroke band numbers for all stroke patient to Get With The

Guidelines-Stroke (GWTG-Stroke) “Stroke Band ID” field.

Door to CT Time <= 25 min 
or less 
Percent of patients who 
receive brain imaging within 
25 minutes of arrival. 

Patient Care – Using GWTG-Stroke, run reports 
of all time-sensitive activities.  Assess if they are 
meeting time targets. 3 If not, address the 
delays (NOTE: the Time Target attachment 
includes American Heart Association guidelines; 
your hospital’s specific targets may vary by 
telestroke system i.e. UAMS IDHI or Mercy).  

Run a report in GWTG-Stroke on this measure, 
filtering it by “mode of arrival.” 4   That will 
identify if there is a delay in patients arriving by 
EMS or by car. This information is important as 
the solutions are different.   

To accomplish this goal, review the activities leading-up to the CT scan to evaluate areas 
needing improvement.   

Time-sensitive activities: 
 Pre-notification done
 For EMS transported patients, the Stroke Band is applied
 With pre-notification, ED staff activates the “CODE STROKE” protocol
 For patients arriving by private vehicle, there is a process in place to expedite triage
 Once triaged, the patient arriving by private vehicle is rapidly assessed, the “CODE

STROKE” protocol is activated, and the stroke band applied.
 A direct to CT process is in place (after assessment for safety of immediate transfer to CT)
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REQUIRED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

Door to CT Time <= 25 min 
or less 
Percent of patients who 
receive brain imaging within 
25 minutes of arrival. 

Documentation – Assess if the previous time-
sensitive activities are documented accurately 
and timely.   

Data Collection: 
 It may be an entry issue; be sure to document the “scout” film as the time the CT began.

Time to intravenous 
thrombolytic therapy – 60 
minutes 
Percent of acute ischemic 
stroke patients receiving 
(alteplase) therapy during the 
hospital stay who have a time 
from hospital arrival to 
initiation of thrombolytic 
therapy administration (door 
to needle time) of 60 minutes 
or less. 

Patient Care – Using GWTG-Stroke, run reports 
of all time-sensitive activities.  Assess if they are 
meeting time targets. 3 If not, address the 
delays (NOTE: the Time Target attachment 
includes American Heart Association guidelines; 
your hospital’s specific targets may vary by 
telestroke system i.e. UAMS IDHI or Mercy).  

Using GWTG-Stroke, drill-down to identify the 
patient population at risk, use the creating 
reports, and/or filtering process if appropriate. 4 

Time-sensitive activities: 
 Check for EMS stroke pre-notification to expedite the assessment process.
 With pre-notification, ED staff activates a “CODE STROKE.”
 For patients arriving by private vehicle, there is a process in place to expedite triage.
 Once triaged, the patient arriving by private vehicle has an expedited assessment and

rapid activation of the stroke protocol.
 A direct to CT process is in place (with an assessment for safety of direct to CT). Include

radiology staff in mock drills.
 Timely CT reading.
 Timely blood draw and resulting for lab tests ordered.
 Glucometer check by either EMS or completed immediately on ED arrival.
 Scale on stretchers to obtain a quick and accurate weight.
 NIHSS completed and documented. This may be performed via telemedicine for hospitals

participating in a telemedicine stroke program.
 ED physician orders IV-alteplase and/or a timely process is in place for consultation.

Education to providers: 
 Work with EMS re: Pre-notification. 2
 Develop a document supporting EMS evaluation and response.
 Conduct mock “CODE STROKE” drills.  Include EMS and ED all ancillary staff in the drills.
 Address reluctance in giving IV-alteplase; offer the “treatment option.” If the patient is

eligible, it is not the provider’s role to make the decision for the patient/family.  All
patients eligible for IV-alteplase are given informed consent. Conduct a focused review to
identify if there are trends, highlighting providers that may be reluctant to administer IV-
alteplase.  Address issues identified.
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REQUIRED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

Time to intravenous 
thrombolytic therapy – 60 
minutes 
Percent of acute ischemic 
stroke patients receiving 
(alteplase) therapy during the 
hospital stay who have a time 
from hospital arrival to 
initiation of thrombolytic 
therapy administration (door 
to needle time) of 60 minutes 
or less. 

Documentation – Assess if the previous time-
sensitive activities are documented accurately 
and timely.   

To drill-down and identify the patient 
population at risk, using GWTG Stroke, use the 
report writing, filtering process if appropriate. 4 

Documentation: 
 Ensure the time stamp reflects the time tasks are completed, NOT the time they were

documented.
 Ensure a process is in place for a “shout-out” when the IV-Alteplase is given. Otherwise

the time may not be noted accurately. 
 If there is a “patient-related” reason for a delay in medication, indicate this within GWTG-

Stroke. However, to enter the patient-related delay, it must be documented by the
provider (physician, APN, PA). 5

IV alteplase Arrive by 2 
hours, Treat by 3 hours 
Percent of acute ischemic 
stroke patients who arrive at 
the hospital within 2 hours of 
time last known well and for 
whom IV-alteplase was 
initiated at the hospital within 
3 hours of time last known 
well. 

Patient Care - IV-Alteplase was administered, 
but the administration time exceeds the 3 hours 
from Last Known Well (LKW) target. To identify 
if it is patient care or a documentation issue, 
run a GWTG-Stroke report on this measure.   

In the GWTG – Stroke database, configurable 
measure report, change the type of report from 
“Bar Chart” to “Patient Record”1 within GWTG-
Stroke. The report states if the patient received 
IV-alteplase. If not, the ineligibility reasons
documented will be listed. If no IV-alteplase
was given and there are no reasons listed, it is a
documentation issue.  If the medication was
given, then it is a timeliness of administration
issue.

Time -sensitive activities: 
 Check for EMS stroke pre-notification to expedite the assessment process.
 With pre-notification, ED staff activates a “CODE STROKE.”
 For patients arriving by private vehicle, there is a process in place to expedite triage.
 Once triaged, the patient arriving by private vehicle receives a rapid assessment.
 A direct to CT process is in place (after an assessment for safety of direct to CT).
 Timely CT reading.
 Timely blood draw and resulting and/or point of care testing.
 Scale on stretchers to obtain a quick and accurate weight.
 NIHSS completed and documented.
 ED physician orders IV-alteplase and/or a timely process is in place for consultation.
 Identify presenting symptoms most often missed as a stroke and facilitate identification

and a process for a timely assessment.

Education to providers: 
 Work with EMS re: Pre-notification.2

 Develop a document supporting EMS evaluation and response.
 Conduct mock “CODE STROKE” drills which include EMS and all ancillary services.
 Address reluctance in giving IV-alteplase; offer the “treatment option.” If the patient is

eligible, it is not up to the provider to make the decision for the patient/family. Conduct a
focus review to identify if there are providers reluctant to administer IV-alteplase.
Address issues identified.
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REQUIRED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

IV alteplase Arrive by 2 
hours, Treat by 3 hours 
Percent of acute ischemic 
stroke patients who arrive at 
the hospital within 2 hours of 
time last known well and for 
whom IV-alteplase was 
initiated at the hospital within 
3 hours of time last known 
well. 

Documentation – If it is an issue of 
documenting the patient’s ineligibility, it may 
be a documentation issue, or it could be an 
issue of not identifying the patient may be 
having a stroke. A review of the patient record 
should reveal the issue. 

Assessment and Documentation of Stroke Evaluation: 
 Vague stroke symptoms may be missed.  Develop a method of identifying symptoms that

are often missed as stroke and facilitate an evaluation for stroke.
 With a tele-medicine consultation, a consult report is written and given to the hospital.

Ensure the tele-medicine consult is a permanent part of the patient record.
 Use the tele-medicine documentation in data collection.
 Use the concurrent review process; identify documentation issues prior to patient’s

discharge.7

 Use addendum notes, prior to the patient’s discharge, if it is a lack of documentation
issue.

 Conduct a focused review to identify any patterns in not identifying a patient may be
having a stroke and/or if there is a pattern to a lack of documentation.

REPORTED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

NIHSS reported 
Percent of ischemic stroke 
and stroke not otherwise 
specified patients with a 
score reported for NIHSS. 

Patient Care – The NIHSS is completed as part 
of the IV-alteplase eligibility assessment. All 
ischemic stroke patients, regardless of time of 
presentation must receive the NIHSS 
assessment. 

NIHSS is important to assess: 
 Stroke severity to evaluate for IV-alteplase.
 For post-IV-alteplase complications.
 Eligibility for thrombolytic therapies.
 Severity of illness for M and M review.

Patients presenting within 3.5 hours of LKW: 
 MUST be done in the ED as part of the initial assessment. NOTE: If telemedicine is utilized,

the initial NIHSS should be performed on video with the neurologist.
 A nurse or physician/APN/PA may conduct the NIHSS.

Patients presenting beyond 3.5 hours of LKW: 
 Conduct an NIHSS as part of the admission process.
 Ensure the hospitalist conducts an NIHSS if not done at the time of the history and

physical examination.

Hints for improvement: 
 Periodically, offer in-service educational sessions with NIHSS instructions on use.  Or,

expect the nursing and appropriate medical staff take the online certification.
 Introduce the NIHSS in the ED and the intensive care unit as the hospital standard for

ischemic stroke and stroke not otherwise specified assessment.
 Conduct the NIHSS at discharge; as an objective tool for assessing outcome.

23



REPORTED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

NIHSS reported  
Percent of ischemic stroke 
and stroke not otherwise 
specified patients with a 
score reported for NIHSS. 

Documentation – If done, is it documented? Possible documentation issues: 
 The consultant report does not have the NIHSS documented.  All consultants, assessing

for IV-alteplase eligibility, must complete the NIHSS as part of the initial assessment.
 If the consultant report has the NIHSS documented, ensure the report is a permanent

part of the patient record.

Early antithrombotics 
Percent of patients with 
ischemic stroke or TIA who 
receive antithrombotic 
therapy by the end of hospital 
day two. 

Patient Care - Ischemic stroke is caused by an 
obstruction of cerebral blood flow, often due to 
a blood clot or severe atherosclerotic plaque 
with ulceration or plaque rupture. An important 
part of treatment and prevention is the use of 
antithrombotic agents. 

Ordering: 
Include early antithrombotic therapy on a standard order set for an ischemic stroke patient. 

Early antithrombotics 
Percent of patients with 
ischemic stroke or TIA who 
receive antithrombotic 
therapy by the end of hospital 
day two. 

Documentation – Specifically for patients nor 
appropriate for early antithrombotics 

Documentation needed: 
 In the progress note, the attending/hospitalist needs to document the reason the patient

is not appropriate for early antithrombotics.
 If not documented on the progress note, document on the discharge summary.
 If applicable, it is important to document patient refusal as a reason for not ordering

antithrombotics.
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REPORTED STROKE PERFORMANCE MEASURES: Strategies to Address Measure Adherence 
Measure Origin Focus Improvement Strategies 

Door-in-Door-Out Times 
at First Hospital Prior to 
Transfer to Acute Therapy 
Percent of confirmed stroke 
patients for whom ≤ 90 
minutes was spent in the ED 
prior to transfer to a higher-
level stroke center (e.g. PSC, 
CSC, etc.) for time-critical 
therapy. 

Patient Care – It is critical to provide an 
expedited assessment and care enabling the 
patient to be transferred, if appropriate, for 
thrombolytic therapy. To expedite the 
assessment/care, each aspect of care needs to 
be timely. If not completed, the patient may 
lose the opportunity for life saving, disability 
limiting care. 

Using GWTG-Stroke, run reports of all time-
sensitive activities. Assess if they are meeting 
time targets.3 If not, address the delays (NOTE: 
the Time Target attachment includes American 
Heart Association guidelines; your hospital’s 
specific targets may vary by telestroke system 
i.e. UAMS IDHI or Mercy). It may be helpful to
drill-down to identify the patient population at
risk, use the report writing, filtering process if
appropriate.4

Time-sensitive activities: 
 With pre-notification, ED staff activates a “CODE STROKE.”
 For patients arriving by car, there is a process in place to expedite triage.
 Once triaged, the patient arriving by car has an expedited assessment and activation of

“CODE STROKE” protocol.
 A direct to CT process is in place (with an assessment for safety of direct to CT).
 Timely CT reading.
 Timely blood draw and resulting and/or Glucometer check by either EMS or immediately

on ED arrival.
 Scale on stretchers to obtain a quick and accurate weight.
 NIHSS completed and documented.
 ED physician orders IV-alteplase and/or a timely process is in place for consultation.

Door-in-Door-Out Times 
at First Hospital Prior to 
Transfer to Acute Therapy 
Percent of confirmed stroke 
patients for whom ≤ 90 
minutes was spent in the ED 
prior to transfer to a higher-
level stroke center (e.g. PSC, 
CSC, etc.) for time-critical 
therapy. 

Documentation - Assess if the previous time-
sensitive activities are documented accurately 
and timely.   

Documentation: 
 The time stamp reflects the time the tasks are done and NOT the documentation.
 A process is in place for a “shout-out” when the IV-alteplase bolus is given. Otherwise, the

time may not be noted correctly.
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Quality Improvement Support 
QI Approach Possible Issues Improvement Strategies 

Prioritization of QI Targets You may need to prioritize if you: 
 Have multiple measures needing

improvement.
 If multiple improvements need to be made

AND all are priorities, all must be
addressed.

Prioritization Recommendations: 
 Patient care issue or documentation issue – Address patient care issues first.
 Number of patients impacted.
 Seriousness of the outcome due to a lack of adherence to the guidelines.
 Organizational priority targets may impact prioritization.

Reasons to Establish a QI 
Improvement Team

Management or QI Team decision: 

An initial decision focuses on the need for a QI 
team.  A QI team may be appropriate if the: 
 Improvement target is complex.
 Outcome is not pre-determined.

Consider establishing a QI Improvement Team: 
The solution: 
 Is unknown.
 Requires creativity.
 Crosses disciplinary, departmental and/or organizational lines to include other agencies.

Staff/provider participation is needed for: 
 Expertise on the current process.
 Insight into possible solutions.
 Buy-in.

Don’t start a team if it …………… 
 Is an easy to resolve issue.
 Is a non-negotiable fix.
 Is management’s role to decide.

Establish / Reenergize a 
Stroke Committee6

You need a stroke team if you: 
 Would like to give better patient care
 Need help with your Stroke Program
 Are clinical and not a QI expert
 Would like key departments to take you

seriously
 Would like senior management’s buy-in to

your work

Work of a Stroke Team: 
 Protocols/standard order sets: Periodic review or oversight.
 Annual plan for community outreach: Development and oversight.
 Evaluate telemedicine: Assess quality and if meeting patient and provider needs.
 Provider education: Assess educational need, plan to address needs identified.
 Standard adherence: Discuss the data adherence and other methods of evaluating

adherence.
 Stroke QI oversight: Identify QI targets; team establishment and oversight.
 Case review: Forum for individual case review (if a Medical Staff Committee).
 Minutes: Document the work of the team.
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Quality Improvement Support 
QI Approach Possible Issues Improvement Strategies 

IV Thrombolytic Arrive by 
3.5 Hour, Treat by 4.5 
Hour 
Percent of acute ischemic 
stroke patients who arrive 
at the hospital within 210 
minutes (3.5 hours) of 
time last known well and 
for whom IV thrombolytic 
was initiated at this 
hospital within 270 
minutes (4.5 hours) of 
time last known well. 

Patient Care - IV-Alteplase was administered, 
but the administration time exceeds the 4.5 
hours from Last Known Well (LKW) target. To 
identify if it is patient care or a documentation 
issue, run a GWTG-Stroke report on this 
measure.   

Change the type of report from “Bar Chart” to 
“Patient Record”1 within GWTG-Stroke. The 
report states if the patient received IV-
alteplase. If not, the ineligibility reasons 
documented will be listed. If no IV-alteplase 
was given and there are no reasons listed, it is a 
documentation issue.  If the medication was 
given, then it is a timeliness of administration 
issue. 

Time -sensitive activities: 
 Check for EMS stroke pre-notification to expedite the assessment process.
 With pre-notification, ED staff activates a “CODE STROKE.”
 For patients arriving by private vehicle, there is a process in place to expedite triage.
 Once triaged, the patient arriving by private vehicle receives a rapid assessment.
 A direct to CT process is in place (after an assessment for safety of direct to CT).
 Timely CT reading.
 Timely blood draw and resulting and/or point of care testing.
 Scale on stretchers to obtain a quick and accurate weight.
 NIHSS completed and documented.
 ED physician orders IV-alteplase and/or a timely process is in place for consultation.
 Identify presenting symptoms most often missed as a stroke and facilitate identification

and a process for a timely assessment.

Education to providers: 
 Work with EMS re: Pre-notification. 2
 Develop a document supporting EMS evaluation and response.
 Conduct mock “CODE STROKE” drills which include EMS and all ancillary services.
 Address reluctance in giving IV-alteplase; offer the “treatment option.” If the patient is

eligible, it is not up to the provider to make the decision for the patient/family. Conduct a
focus review to identify if there are providers reluctant to administer IV-alteplase.

IV Thrombolytic Arrive by 
3.5 Hour, Treat by 4.5 
Hour 
Percent of acute ischemic 
stroke patients who arrive 
at the hospital within 210 
minutes (3.5 hours) of 
time last known well and 
for whom IV thrombolytic 
was initiated at this 
hospital within 270 
minutes (4.5 hours) of 
time last known well. 

Documentation – If it is an issue of 
documenting the patient’s ineligibility, it may 
be a documentation issue, or it could be an 
issue of not identifying the patient may be 
having a stroke. A review of the patient record 
should reveal the issue. 

Assessment and Documentation of Stroke Evaluation: 
 Vague stroke symptoms may be missed.  Develop a method of identifying symptoms that

are often missed as stroke and facilitate an evaluation for stroke.
 With a tele-medicine consultation, a consult report is written and given to the hospital.

Ensure the tele-medicine consult is a permanent part of the patient record.
 Use the tele-medicine documentation in data collection.
 Use the concurrent review process; identify documentation issues prior to patient’s

discharge.
 Use addendum notes, prior to the patient’s discharge, if it is a lack of documentation

issue.
 Conduct a focused review to identify any patterns in not identifying a patient may be

having a stroke and/or if there is a pattern to a lack of documentation.
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Quality Improvement Support 
QI Approach Possible Issues Improvement Strategies 

Develop a Concurrent 
Review Process7 

Patient care strategy: A practice that can assist 
in addressing measure adherence issues. But 
most importantly, this may assist in improving 
patient care. 

Current Review Process: 
 Data collection is retrospective. A retrospective review identifies patients receiving/not

receiving interventions. When patients, not receive therapeutic interventions are
identified retrospectively, it is too late to impact care.

 The concurrent data collection/care monitoring process are resource intensive and
require careful planning and implementation.  To maximize the benefit for all patients,
the concurrent review process should be a 24-hour 7-day a week endeavor; the stroke
coordinator must enlist others in the process.

 The concurrent review’s goal is to identify interventions, not provided, and change the
care for the current patient. Additionally, it provides a trigger to ensure appropriate
documentation is completed to accurately reflect that assessments were done, and the
care given and provided timely. If the documentation is not completed, in most cases,
including an addendum note completed by the provider involved is appropriate.

Appendix 
The following are referenced within this document. These documents are available on this web page:    
https://www.healthy.arkansas.gov/programs-services/topics/stroke 

1Creating a Patient Record Report 5IV-alteplase Patient-related Delays 

2EMS Stroke Toolkit 6Establishing a Stroke Committee 

3AHA Time Targets 7Concurrent Review Process 

4Filtering Reports  
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