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Mission Hospital

* Anchor hospital of Mission Health System

* Includes six hospitals plus an acute rehab hospital and
children’s hospital

* Regional referral center for western North Carolina
« Serving 1.5M+ people in 18 counties
« Mission Hospital: 763 Licensed Beds

« Centers of Excellence in Neurosciences, Heart,
Orthopedics, Oncology, Trauma, Pediatrics, and Womens

 UNC Medical School Clinical Satellite
Residency/Fellowship Programs

o
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Member Hospitals

“
|

FE~MISSION HEALTH

Angel Medical Center Blue Ridge Regional‘Hospital
Franklin, NC Spruce Pine, NC
— A lission Health Member Hospitals
» - -

— - ; Mission Hospital
i Angel Medical Center
Blue Ridge Regional Hospital
McDowell Hospital

3 : : Transylvania Regional Hospital
Transylvania Regional Hospital ~
Brevard, NG Highlands-Cashiers Hospital

CarelPartners

=

Highlands-Cashiers Hospital McDowell Hospital

Highlands,NC Marion, NC
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Neuroscience Service Line Structure

Mission Health Board of Directors

Mission President

Medical Executive

| L | Committee
VP & CNO VP Operations
|
Neuroscience Service Line
Neurosciences Executive |
Committee
[ | | ] ]
Epilebs Neuro- Neuro- Spine
St ro ke PIIEPSY Oncology degenerative P
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EXCELLENCE
IN THE
NEUROSCIENCES

25 Years of Leadership at Mission Hospitals
1980 to 2005 |

Neuroscience is Old as Time,
New as Tomorrow

37 Years

‘ 2011 Tele-Stroke

Nancy Marlowe J
r" Launched
X | 2007 TJC Primary
[ €
NI"I"?"S'LON : ‘ Stroke
f 004
Neurohospitalist
1999 NIR Program
‘ program
1995 Stroke Case { Care Process Model }
‘ Manager
1986 Neuro ICU Acute Ischemic Stroke
1980
Neurosciences
Service
"
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2016 AMC ASRH

2017 Mission CSC

American Heart Association
American Stroke Association
CERTIFICATION

2014 System Care f‘\
Process Model 1 ¥ ’
> A

Moets standaros for
Acute Stroke Ready Hospital

© @

American Heart Association
American Stroke Association
CERTIFICATION

Maats Marawos for

Comprehensive Stroke Center
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Who We Are Today @ v

« 24/7 on site Neurohospitalist N
« 24/7 Interventional Neuro-radiology coverage e dal AL,

— Ability to run 2 bi-plane Angio Suites if necessary
« 24/7 Neurosurgery coverage
« Radiology 24/7 coverage for system hospitals

— Real time communication with radiologist (Primordial)
« Tele-Stroke coverage for 8 western NC hospitals
* Regional Transfer Center coordination
« 65 Bed Emergency Department
« Dedicated 14 bed NTICU for complex stroke patients
« Dedicated 34 bed Neuroscience Stroke Unit
 Research - COMPASS COMprehensive Post Acute Stroke Services
« Post acute stroke clinic with dedicated NP and RN navigator

Maeets M wos for

Comprehensive Stroke Center
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VWestern North Carolina Hospitals
18-County Region
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= —— 99 Bads
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Hospital beds shown are staffed, acute care beds only.
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The Need for Standardized Stroke Care
In Western North Carolina
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WY IR s " e N N 4 ! T T
[ Hospitals

Urbanized Areas *
* 2000 U.S. Census Bureau Urban Areas
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Who We Serve
Stroke Volume (Trend by Year)
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Who We Serve

Demographics
FY 2016
100%
89.9%
90%
80%
70%
60%
[
50% " 49%
0
40%
30%
20%
10% 5.1%
1.0% 1.4% 2.3% 2.0%
0% - — — ] ]
Male Female White Black or Asian American UTD Hispanic
African Indian or Ethnicity
American Alaska Native
Gender Race and Ethnicity

o
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Who We Serve

Age and Co-Morbidities

FY 2016

100.0% - Admitting Comorbidities
90.0% Hypertension 68.10%

Dyslipidemia S 42.50%
80.0% Diabetes Mellitus T ) 7.30%

CAD/Prior M| e 21.60%
70.0% : Atrial Fib/Flutter m——————— 19.20%

(= 68.1% of Patients Previous Stroke mEEEEEE——————— 18.40%
60.0% Older than 65 Smoker T 16.90%
Depression s 11.30%
50.0% HF s 10.50%
Renal insufficiency (SCr>2.0) e 9.60%
40.0% None mms— 7.90%
Family history of stroke m— 7.40%
30.0% - Sleep Apnea mmmmmm 6.20%
Drugs/Alcohol Abuse mmmmm 5.30%

20.0% Obesity/Overweight mmmmm 5.20%

Previous TIA mmm 4.70%
10.0% Carotid Stenosis mmm 3.40%

PVD mmm 3.10%
0.0% Prosthetic Heart Valve mm 2.70%
1 HRT ® 0.90%
W<18 W18-45 M46-65 W66-85 W>85 0.00%  10.00%  20.00%  30.00%  40.00%  50.00%  60.00%  70.00%
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Who We Serve

Discharge Disposition

FY 2015- 2016

45.0%
o0 % 3.3% Decrease in Mortality and Hospice Discharge
40.0% : .
Equating to
35 0% 20% Overall Relative Reduction in Mortality Rate
30.0%
25.0% 25'0%24.2%
20.0%
20.0%
17.0%
15.0%
10.0% 8.5% 8.2% 8.2%
5.0%
1.0% 0.9% 0.2% 0.5% 1.0% 50, 1.0% (1o,
0.0% - .- - - -
Home Inpatient Skilled Nursing Hospice Expired Acute Care Facility  Left Against  Other Health Care Long Term Care
Rehabilitation Facility Medical Facility - Other ~ Hospital (LTCH)
Facility Advice/AMA

m2015 w2016
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Mission Stroke Program
A Continuum of Care Approach

1° prevention

Pre-hospital

ED

Hospital

‘ Care Process Model ’

Acute Ischemic Stroke

Rehabilitation

o :
. 2° prevention ------- >

¢« Mission
HEALTH

EDUCATION -- Professional and public

Continuous Quality Improvement

Mission Stroke: November 1, 2017 r(r"‘IIQ/IISSION
HoOSPITAL




The Start of the CPM-------- What’s a CPM?

Care Process Models strive to ensure that all
care delivered by the health system, regardless ALL POSSIBLE KNOWLEDGE
of a patient's location in the continuum, is
medically necessary, the leading edge in

medical science, and the appropriate treatment what you

intensity. Put into effect, these models will _~ know

systematize treatment processes across all

hospitals and practices, improving consistency what you

as well as effectiveness. don't KnowW whatyou
’

- Does everyone have what they need to be you don't know you

successful know don’t know
» |ttakes a village
 Data, Experts, Team

 Best practice in action and touching the
patient
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Define
Evidence
Based

Practice
Set Goals and

Determine
Metrics

Monitor for Neurosurgery

Compliance Neurology

Neurosurgery Nursing

Interventionalist Leadership

EMS

System
|Hospitals

Pharmacy
Rehab

Care
Management

Radiology
Hospitalists

Mission Direct
Nursing '

Informatics
Pl

Physician Leadership

Standardize
Best Practice
and
Implement
Improvements

&
5
|_
3
=
%))
-
3]
<
o
S
Q
&
o
O

|dentify
Variance and

Areas for
Opportunities

Regional Leadership

Mission Stroke: November 1, 2017 I{:‘MISSION

HoOSPITAL




Ischemic Stroke Care Process Model - Driver Diagrarmm
Sijnn Brimary Sepondary Metrics

Be wWell Framary Stroke Prewve nsom 4—|Slrnlua Educatiom |

Fre-haspital 4—|F'EI'E:E'I'IEEE of Code Stroks Prenotiicstion by EMS |

4-IL|EE of ED Code Stroke Powsrplan
4-1ED Arriwal to Imaging for Code Stroke Candidstes

4-1ED Arrival o IV itPA Trestrment for Code Strokse Candidstes
4-|LJ5E of Is=chemic Strokse PowsrPlan (Inpatient)

oubzormess

e il B [Tetemedicine Link is Inftiat=d WWithin 20 Minustes of Acute
SAEETET St |Stnnl-c.E Team Determmining it is Mecassany

Telestroks _—

Alpen:henmge of Tele Stroks Uilization for Acute Stroke |

Percantage of patients neceiving follows-up phone call |

EE Gn;;m = =7 Po=st dischangs follows up appointment ordered writhin 14 dsys=s |

Po=st dischange follows up appointmeant scheduled within 14 days |

Percentage of patients receiving depression scresming

_ Percentage of Patients Rec=wing Intaensive Ststin Therapy at
Prewvaent Complications Discharg=

Percentage of Patients Rec=swing Dysphagia Scresning Prhior o
Ay Ciral Intske

Percantage of patients wtilizing 30 day telermetry momitaring om
s=derted patisnts post discharges for A Fib

Prevent Secondsry Stroks —

IS‘IIBI-:EEd.l{'.Elﬁnn
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Acute Ischemic Stroke CPMs

Clinical Programs are agreed upon,
interdisciplinary, patient-centered, disease-
focused, care delivery systems that are
informed by a series of evidence-based Care
Process Models.

October 2014 Acute Ischemic Stroke CPM team was

{ Care Process Model } formed. Representatives from all Mission Health
Hospitals, physicians, allied health, nursing,
Acute Ischemic Stroke rehabilitation, outpatient and

emergency services

* Extensive literature review

* Agreed upon goals and quality metrics

* Incremental roll out of standardized order sets an

i, d electronic documentation tools

( igggng * CPM’s are reviewed annually and/or revisions as
evidence changes

-
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CPMs Interface with Continuous Process Improvement

Review
Standards and

align with

Control &y  Define

Trend to see if Map Data to
i provide better
o feedback and
has occurred "

trending

Improve Measure

Implement
Process
Improvement
where
standards don’t

Determine
areas where
deficits occur

align

Analyze
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Care Process Model
ACUTE ISCHEMIC STROKE @ 2017

5}

¢ MISSION
HFALTH

DIAGNOSIS & CLASSIFICATION ALGORITHM

(a) Signs and Symptoms - Think FAST (b) Basilar Thrombosis c) EMS
Sudden numbness or weakness of = Diplopia

Impairment in one or both eyes
Sudden trouble walking. dizziness
or loss of balance or coordination
Severe headache with no known
cause (not as stand alone
symptom)

Difficulty swallowing. dyshagia
Ataxia
Vertigo

* Use EMS suspected stroke

face, arm, or leg - especially * Major paralysis assessment tool by county
unilateral * Depressed level of consciousness protocol

* Sudden confusion or speech {progressive over time or waxing * Code Stroke preactivation
impairment and waning over short periods) protocol

pre-assessment and transport

Signs & Symproms

(2.b) of stroke

EMS ACTIVATED

PL Arrives POV |

EMS Triage and

INITIAL STROKE ASSESSMENT
+ Positive Stroke 5ign/Symprom

In-hospital pacienc
Omset of Stroke

. S,
Activate In-Hospital
Code Stroke (IHCS)

Tele-Stroke Activation

1
H
i
i T""""""" Mznape as a CODE STROKE
: : « Time of onset (last seen normal) (Stroke Assessment pg 10)
' : « Time of arrival In ED Regional Hospital initiate
! i Tele-5troke
o
H ! .
i :
: ! R !
; Code ' .i5 hrs i - Wake up stroke _ ) i e
! Stroke €---------4 sincetime ; | = Other undetermined time of onset | | time of onsat |
E Pre-arrival : of onsat : E - Clinical Uncertainty E : - :
I Motification ""_T_"" 1 = Basilar Thrombasis suspactad(b) : --------?--------
(] | e i
e I * :
i

Call Mewrologist on call for consul

and direction for D and Treatmeant

Manage as a CODE

w

STROKE (Stroke |
Assessmant pg 10) A
Repional Hospital initiate PR Meurclogist may order
Tele-5troke either option

Mission Stroke: November 1, 2017

Manage as a
SUB ACUTE
STROKE

IREETEERES J (page 11)

8|32

Care Process Model
ACUTE ISCHEMIC STROKE

r’

@ 2017 HEALTH

-~
¢ MISSION

CODE STROKE / TELE-STROKE ALGORITHM

{d) Stat Labs
= Glucose (CBG)
= CMF Magnasium, CBC widifi, PTIINR, aPTT, Troponin, &
ECG

i€} Srac Imaging
= Order Code Stroke CT non-contrast to rule out hemarrhage
= CTA (brain through aoruc arch) of available (unless concra-
indicaced)
= Should not delay administracion of IVrePA

() Incra-arrerial |A therapy: Consider intra-arcerial
revascularzacion (i.e. mechanical thrombecvomy) if large proximal
wassel occlusion is present. Consider clinical evidence and imaging:
Chinical evidence may include MIHSS =8, basilar syndrome. and
cortical syndrome.

Imaging: CTAJ/CT o evaluace for large vessel occlusion and
perfusion mismacch.

STROKE ASSESSMENT

Document Time of onset/
Last known normal
V5

HE&FP
Stat Labs

MNIH5S/Neuro Exam to

nfirm focal neurologic Regional Hospitals
dei contact
Keep NPO Mission Direct for
EKG Tele-5troke Activation
IV fluids (Mormal Saline)

Diagnose and Classify Stroks
Bazad on findings and time of onset

5 |5min from arrivall ' |
srmptam orsst ta | Clinical findings !
being seen by MO - T consistentwith |

i i
i i

ischemic stroke

Manage as a
Stroke hemorrhage

Manage as Tansient

Ischemic Attach (TIA)
R TRANSIENT —-@-'f Algorithm (page 12)

< 25 min fram :"_;g_h_r-sn- __--e-----p Manage Subacute Stroke
arrival’sr mptom temmem rom--- ! {page 11}
crisat to imaging @

I w

®

-+

Appropriate for IVrtPA --@»--b
per criteria

Sfmptom ansst to
completion of labs &

5 #min from arrhal |
imaging evaluaticn

Stroke Unit

transformation

=E0min from arrrall
syMpiom anset o
fraatment

Misslon Hospltal: Recommend Admission te hospltal ICU or

Reglonal hospital: Recommend transport to 2 certifled
stroke center with ability to closaly monitor and handle
complications such s selzures, brain edama, or hemorrhagic

Raview critaria for intra-artarial 1A}
revascularization{f}
e

Appropriate for
14 Treatment

Activate "|R Stroke Now® Alert

If appropriate, Meurclogist will
coordinate with neurcinterventional
speclalist to determine treatment

0] 32
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Care Process Model o

¢ MISSION
ACUTE ISCHEMIC STROKE © 2017 HEALTH

DIAGNOSIS & CLASSIFICATION ALGORITHM

Standardized

(2) Signs and Symproms - Think FAST (b) Basilar Thrombosis {|::| EMS5 pre-assessment and transport

» Sudden numbness or weakness of » Diplopia Use EMS suspected stroke
face, arm, or leg - especially = Major paralysis assessment tool by county -
unilzreral » Depressed level of consciousness prococol

= Sudden confusion or speach {progressive over time or waxing = Code Stroke preacoivation aS S e S S I I l e n rI a e
impairmant and waning over short periods) prowocol

= Impairment in one or both eyes = Difficulty swallowing. dyshagia

= Sudden trouble walking., dizziness = Araxia
or loss of balance or coordination = Vertgo L]

- Severe headache with no known o
cause (not as stand alone -
SYMpLom)

Signs & Symptoms .
(a.b) of stroke

EMS ACTIVATED

Tele-neurology

W— * Universal EMR
documentation forms

 Centralize data
S T, 1 abstraction and

<)

EMS Triage and
Destination {c)

INITIAL STROKE ASSESSMENT

= Positive Stroke Sign/Symptom
Manage a5 3 CODE 5TROKE

= Time of onset {last seen normal) (Stroke Assessment pg 10}

- +* +* +
ST VT e LT : -
| Code | i .{J h.'s [ = Wake up strake i 1 =5 hrs since i
! Stroke 1= J: since time i : . D?hc' undetermined time of onset : i time of onset i
' Pre-arrival | V' ofonset | © # Clinical Uncertainty [ H
i Maotification i ro==mam----<t 0w Basilar Thrombosis suspected(b) [ i ’
L e ; R pennenanennn s ' 5
e e i - ol :

Call Mevrologst on call for consuit i
H a5 2 CODE and direction for Dw and Treatment hd
STROKE (Strake ] Manape as a
Assmssment pg 10) +* SUB ACUTE
Regional Hospital mitate Neurclopist may order _________ N
Tele-5troke either opuion

L

Comprehensive Stroke Center H'I‘MISSION

HospPITAL

Opening Presentation 2017




Care Process Model -

« MISSION

ACUTE ISCHEMIC STROKE @ 2017 HEALTH

CODE STROKE / TELE-STROKE ALGORITHM

(d) Star Labs if) Imera-artarial A char; prC sider intra-arcerial
ravascular

* Glucosa (CRG) o larzacon [|e machanical thrombacomy) I1I g proximal
» CMP Magnesium, CEC wi/diff, PT/INR, aPTT, Troponin, & was on is prasent. Con ider clinical evidence and imaging:
ECG Clm nce may in | da NIHSS *B, basilar syn d roms:, and
cal syndroma.
[} JSr.:t Imaging Imu ng: CTA/CT o evaluata for largae vessel coclusicn and
Order Coda Stroke CT ni mtrast to rule h mDrrh age  perfusion mismacch.

ST T M
. CT.\il:brlm rhrnng,haaruc ll'th:l of availabla 1 I ra-

d?
. Sh Id ot delay adminiszrazion of IWrcP&

STROKE ASSESSMENT

= Document Time of onsec/ = NIH55/ Meuro Exam to

Last known normal confirm focal neurologic Regionzl Hospitals
- W5 deficic COMTAcT
-H&P - Kee Mission Direct for
= Star Labs (d) - E G Tele-5troke Activanion

= Stat Imaging (=)

i Clinical findings i . 1 S
‘"@"" consistent with :+-@_1 WCH r--@--) Eh’fe e
: ischamic stroke : __________ Strok maorrt

_______________

Manage as Tanslant

y Ischemic Attach (TI
PERSISTENT @ ------- 1 TRANSIENT }--@--+ “E'"'EI r:::genl-l?

% 25 min from I- --;B-HF-E ------ '@ - Manage Subacute Stroke
.1“ I. mrorr R EaL e ! (page 11)

+

Administer [ .hpprnprlale for
INCFavenous I‘u’rtFA Ul Treacment

Mission Hospital: Recommand Admission to hospital ICU or
StrokaUmt el

|
Reglonal hospital: Recommend transport to a certified e
stroke canter with ability to closely monitor and handle

complications such as seizuras, brain edema, or hamorrhagic Actvate IR Stroke Maow® Alert

transfarmation If appropriate, Maurclogist will
coordinate with newrointerventional
spacialist to determine treatmant

a [ Review Criveria for IVroPA -@» Mo IVrePA |' ------ 4 T criters for Intr-arterl{lA)
Sy at ta

gram are Appropriace for IrofA
::mF guion of kbs & pear criteria

imaping evalution

Comprehensive Stroke Center
Opening Presentation 2017

System wide
education for all ED
providers

Expanded NIHSS
procedure and
training
Standardization of
“Code Stroke” orders

Assessment and
standardization of
supplies & resources
(pharmacy formulary)
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ED Code Stroke Plan

Vi Lisplaged: sl sctve Urders | ol inactve Unders | Al Jrders S o taises] Show More Irders. .
- Orders for Signature
|-:29"-'| = | | e |Ordn.=-_r Mame Status Cretails o 9
= Plans - = |
{ Document In Plan A Admit To/Condition/Code Status - -
éMedical [~ = Code Status Cirdered 09,0516 16:17:00, Full Resuscitation, Full Resuscitation
: . A Vital Signs/Monitoring
EMTALA Pat t T =fer Pl Syt
Alt | E‘;C':" ';1&5;3 :” Lyh em) ctroke Total Ll = Neuro Checks Discontin... 03/05/16 16:17:00, As Directed, PRN Order, Per Protocol
EDE; E: o :E'Ffle S er D'_: s r: = lote s NIHSS Ordered 09,05/16 16:17:00, ONCE, Mursing, complete prior to tPA administ...
sndii i sl s s s LRl s Ll @ @ vital Sians Discontin... 09,05/16 16:17:00, Per Protocal
-Suggested Plans (0) i B9 CEG, Nsq Ordered  09/05/16 16:17:00, Stat
5| == Ll &= Continucus ECG Monitoring Discentin... 09/05/16 16:17:00, Yes, Critically Ill, Stat £
El Admit To/Condition/Code Status Ll & MNeuro Checks Discontin... 02/05/16 17:10:00, As Directed, PRM Order, Q15M x 2 hours, then Q...
- Vital Signs/Monitoring L1 &= Vital Signs Parameters Discontin... 0905716 17:10:00, Motify Provider, of SBP greater than 180 or DEP ...
|| Diet Ll E R vital Signs Discontin... 09/05/16 17:10:00, 15k x 2 howurs, then Q30MM x & howurs., Based o...
] Activity A Diet
T | Consults M [E= A MPO Diets Ordered 090516 16:17:00, NPO
[ Respiratory A  Respiratory
I |Rehab Services L1 & EKG [AMC) Completed 09,/05/16 16:17:00, Stat, Abnormal EKG/ Arrhythmia 1
|| Laboratory For ALL EKG's please use the fellowing beeper numbers:  MMH: ..
| Radiology A  Laboratory
I | Diagnostic Tests [ | Diff, Auto Completed Collected ¥/, Stat, 09/05,/16 16:21:54, Blood, 09,/05,/16 16:21:54, 09..,
[ Treatments/Nursing Ll & F‘rcthri:;r‘r'!l::m Time/ AN (PT/I... Completed Stat, 09,/05/16 16:17:00, Blood, 09,/05/16 16:17:00
] Medical Supplies Ll & CBC w/DNff Completed Stat, 09,0516 16:17:00, Blood, 09/05,/16 16:17:00
Medicats - Bl @ 2 APTT (PTT) Completed Stat, 09,/05/16 16:17:00, Blood, 09,/05,16 16:17:00
-'Co ) mnf[n{ . 1 = Magnesium (Mg), Serum Completed Stat, 09/05/16 16:17:00, Blood, 09/05/16 16:17:00
i ntinuous Infusions L] & Metabolic Panel Comprehens... Completed Stat, 08,/05,/16 16:17:00, Blood, 09,/05,/16 16:17:00
g SorErdals Bl B Trepenind Completed Stat, 09,/05/16 16:17:00, Blood, 09,/05,/16 16:17:00
- Sterile Processing A Radiclogy
" IMiscellaneous Ll &= D Portable Chest (DX Chest Completed Stat, 09/05/16 16:17:00, Portable, Respiratory Distress Syn, Rad Typ...
&l Mon Categorized Portable) Code Stroke
[+ Medication History I E B CT Code Stroke w/Contrast Completed Stat, 09/05/16 16:17:00, Stretcher, Mo COral Contrast / Yes IV Contra...
- Medication History Snapshot = Treatments/Mursing
=+ Reconciliation History M Review/Update Patient Ordered 09,/05/16 16:16:38
Drcforrad Dharema g : Orrdarcd e S oot
= Details

Mission Stroke: November 1, 2017 ¢ MISSION
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Alteplase/Activase for Ischemic Stroke

@ | A L Lomponent Status Letails
B AlteplasefActivase IV (tPA) for Ischemic S5troke Total Dose not to exceed 0.9 mg/kg (System) (Planned Pending)
A Admit To/Condition/Code Status
{@ Physician: Please refer to Reference Text for Criteria and Follow Up
A Vital Signs/Monitoring

v @ Vital Signs Parameters Motify Provider, of SBP greater than 180 or DBP greater than 105, Altepla...
v B @ Vital Signs Q15M x 2 hours, then Q30M x & hours, Based on Alteplase (tPA) start ti...

v @ Meuro Checks As Directed, Q15M x 2 hours, then Q30M x 6 hours. Based on Alteplase (...
v @ Tongue/COral Cavity Check Q15M, x 2 hours, then Q30M x 6 hours, Based on Alteplase (tPA) start ti...
A Medications

{@ May give labetalol prior to alteplase (tPA) for SBP greater than 185 or DBP greater than 110,
labetalol 10 maqg, Inj, IV Push, Q10M, T;M, Duration: 2 doses
IV Alteplase (tPA) - Full Dose for Ischemic Stroke: Labetalol 10 mg IV ov...
{% Full Dose: Total Dose 0.9 mg/kg (Max dose 90 mqg). Bolus is 10% of total dose.
{@ MD should enter a patient weight for dosing in the Comment Section of the med order.

|
g

7 S [ alteplase 0.09 mg/kg, Inj, IV Push, OMCE, STAT, Duration: 1 doses

IV Alteplase (tPA) - Full Dose for Ischemic Stroke: Bolus equals 10% of t...
v % @ alteplase 0.81 mg/kg, IVPE, IV Piggyback, ONCE, STAT, Duration: 1 doses

IV Alteplase (tPA) - Full Dose for Ischemic Stroke: Infusion dose equals 9.,
v @ Sodium Chloride 0.9% Duration: 2 hr, Infuse over 15 mins (see comment)

Infuse 50 mL over 15 minutes (200 mL/hr) x 1 after Alteplase (tPA) to ens...

Mon Categorized

@ SubPhase Initiator




ED Hemorrhagic Stroke (Non-Traumatic IC

Live August 2016 System Wide

| % ki

Component Status

ED Hemorrhagic Stroke (Non-traumatic ICH/SAH) Plan (System) (Planned Pending)

[SSE R Y HEH SR JEY i SET R EY HES HET B NEY ) NEA HEA JIEL I N

Vital Signs/Manitoring

B ¥
i
¥
Diet
B &
Laboratony
i
i
i
i
¥
Radiology
B 3
i
Treatments/Mursing
i
B 4
i
¥

Medications
Warfarin Reversal

B Physician/Provider must select and initiate a subplan.

Vital Signs
Maintain 5BP mmHg Less Than
Maintain DEP mmHg Less Than

MNPO Diets

CBC w/Diff

Metabolic Panel Comprehensive (CMP)
Troponinl

Prothrombin Time/INR (PT/INR)

APTT (PTT)

CT Angio Meck/Head (CTA Angic Neck/Head w/ IV C...
0¥ Portable Chest (CXR DX Portable)

Meuro Checks

Rapid Bedside Dysphagia Screening (Msq)

Bed Position (HOB Elevated)

Miscellaneous Mursing Order/ Communication

<% Without Bleeding or Minor Bleed
@ Vitarmin K should be used for patients in whom INR reverzal within 24 hours is acceptable,

E| @j Vitarnin K Subplan (System)
& Major Bleed

@ Factor IX Complex (Profilnine 5D should be reserved for patients who require emergent INR reversal to 1.4 or
lower within 30 minutes or for those who have a contraindication to FFP fluid velumes.

Details

Q15M, Until Stable.
140
90

MPO

Stat, Blood, Murse Collect
Stat, Blood, Murse Collect
Stat, Blood, Murse Collect
Stat, Blood, Murse Collect
Stat, Blood, Murse Collect

Stat, Stretcher, Mo Oral Contras...

Stat, Unlisted - please enter fre...

(1H, Motify Physician for decli...

Prior to anything by Mouth,
Other, Maintain HOB 30 degre...
Maintain Termperature less tha...

AR 13

-

Medications
Warfarin Reversal

@

9 Physician/Provider must select and initiate a subplan.

<§ Without Bleeding or Minor Bleed

{@ Vitamin K should be used for patients in whom IMNR reversal within 24 hours is acceptable.

@j Yitarmin K Subplan (System)
& Major Bleed

I/SAH) Go-

Ak 4p

e

{§ Factor IX Complex (Prefilnine 50) should be reserved for patients who require emergent IMR. reversal to 1.4 or

lower within 30 minutes or for thoze who have a contraindication to FFP fluid volumes,

FFP should be used for those patients in whom INR reversal within 12 hours is acceptable and those who can

tolerate FFP fluid volumes
B FFP Subplan (System)

& Qﬂ @j Profilnine Subplan (System)
Dabigatran Bleeding Mgmt/Reversal

E
E

@

@j Dabigatran (Pradaxa) Mild to Moderate Bleeding Subp...
@j Dabigatran (Pradaxa) Severe or Life Threatening Bleedi...

@ Provider Mote: Use of reversal agent should be reserved for patients requiring emergent surgery or other
invasive procedures that can not be delayed for at least & hours and for which normal hemostasis is required.
Patients should have also received a dose of dabigatran (Pradaxa) within the last 48 hours. Reversal is not

intended for use for elective procedures or surgeries,
@j Dabigatran (Pradaxa) Emergent Preoperative Reversal ...

Anticoaqulant Reversal

E|
%

Antiplatelet Reversal

@j Enoxaparin (Lovenox) and other LMWH Reversal for 4...

@j Rivaroxaban (Xarelto) Moderate to Severe Bleeding Ma...

@j Platelet Antagonist Bleeding Management Subplan, E...

Blood Pressure Management

E}
E

<% Goal BP < 140/90
@j Labetalol (Trandate) Escalating Dose Plan (System)
@j niCARdipine (Cardene), Intracranial Hemorrhage (ICH...




Care Process Model RISSION

) ncluded eV|dence_ ACUTE ISCHEMIC STROKE © 2017 HEALTH
O aS e d g u i d e I i n eS fo r Summary of Select Recommendations for Secondary Stroke Prevention

From the American Heart Association {AHA)MAmerican Stroke Association (ASA)

orimary & secondary
from 2011
- Hypertension Intiation of B therapy is indicated for Clarification of parameters
D reve n tl O n aC u te an d previously untreated patients with ischemic for initiating
] stroke or TIA who, after the first several days, | - resuming BP therapy
have an established BP = 40 mmHg systolic or
- = 90 mmHg diastolic (Class I level of evidence
q Osp Ita p ase O Care B). Inmtiation of therapy for patient with BP <
40 mmHg systolic and < 90 mmHg diastolic is
of uncertain benefit. (Class lb: level of
. Evidence C). Resumption of BP therapy is
Y E m b e d d e d < P G S I n indicated for previously treated patients with
known hypertension for bath prevention of
recurrent stroke and prevention of other
vascular events in those who have had an

rovider and patient schemic stroke or TIA and are beyond the
first several days (Class I; Level of Evidence A).
. - Dyslipidemia Statin therapy with intensive lipid-lowering Revised to be consistent
e u C a I O n a I I I a e rI a S effects is recommended to reduce risk of with werding in

stroke and cardiovascular events among the 2013 ACCIAHA
patients with ischemic stroke or TIA presumed | 4 olastercl suideline

. to be of atherosclerotic origin and an LDL-C
Y Standard Ized level = 100 mg/dl with or without evidence for
other ASCVD (Class I; Level of Evidence B).
- - Glucose Disorders | After a TIA or lschemic Stroke, all patients Mew recommendation
atl e n t/C are IVe r should probably be screened for DM with
testing of fasting plasma glucose, HBAIC or an
. oral glucose tolerance test. Choice of test and
timing should be guided by dinical udgment
e d u C atl O n b O O kI et and recognition that acute illness may
tempararily perturb measures of plasma
glucose. In general HBAIC may be more
accurate than other screening tests in the

immediate post event period (Class lla; Level of
Evidence C).

o

Comprehensive Stroke Center ("MISSION
Opening Presentation 2017 HOSPITAL
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Diagnosis

tedication Aeconciliation

Medication Instruchions

Glucoze Management

D/C Anticoagulation Therapy

Hozpital Courze

D/C PHYSICIAN

DIET

ACTIMITYCALL DR

School £ wark Excusze

Digcharge Orders

D/C QUALITY

Services Arranged

QOO0 QO OO0 000000

r

EIEEEIEEIEEIEE

Depart Quality Indicator
Ischemic Stroke

To be completed on all
Ischemic Stroke patients

Present an Admis

Present on Admission
AMI

CABG [ Hare O] tediastinitis

lschemic Stroke

Prieumania
2| Blood incompatibility

[ Falls

'F‘MISSION

HospPiTAL



*Performed on: 12/27/2016 % IZI 1108 % EST By: Jones RM, Robir

::mt on Admis: Quality Indicators for Stroke

CABG Did the patient receive Did the pt receive

CHE IV t-PA? endovascular treatment?
v o v

Pneumania 0 Mo © Mo

Valve

Select documented stroke eticlogy R |

) Crpptogenic stroke [Stroke of undetermined etiology]

) Large artery atherosclerosiz [Intra or extracranial large artery atherostenosiz > 50% proximal to infarct]

) Cardioembolizm [e.q.. arterial fibrillationflutter, prosthetic heart valve, recent 1]

) Smal Wessel / Lacunar Stroke [e.a.. subcortial or brain stem lacunar infarction <1.5cm)

) Stroke of other determined etiology [e.0.. diszection, vasculopathy, hypercoagulable or hematologic dizorders)

Hemorrhagic Complication After Acute Stroke Treatment on Imaging:

0 Symptomatic: Meuro worszening of MIHSS increazing > 4
) Asymptomatic

IF Parenchymal Hemorrhage CHOOSE ONE

1 HIT: Small Petechiae ‘Within Infarction

) HIZ: Mare Confluent Petechiae 'Within Infarction 'Without S pace Occupying Mass Effect

1 PH1: Hematoma Imvolving <30% of Infarcted Area Without Significant 5pace Occupying Mass Effect

) PHZ: Hematoma | revalving »30% OF Infarcted Area Witk Significant 5pace Occupving Mass Effect or Hematoma Outzide the [nfarction

Choose ALL That Apply

Cl vH
[l saH

] RIH [Remate site of intraparenchymal hemaorrhage outside of the area of infarction]

] Other:

-

¢ MISSION
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Final Product & Standardization

4 .. .
® Pharmacy e Clinical Practice
Formulary Guidelines
¢ Evidence Based ¢ Protocols/
e Costs Power Plans
e Policies
\ - Guidelines/ J
Medications
Protocols
/"eConsultations ePatient/Family )
eProcess Flow . : Education
ePaging Operatlonal Education Staff/EMS Education

eAlerts

eTele radiology
eTele stroke
eDepression screening

.

eDocumentation lview

*NIHSS
training/utilization

*Dysphagia screening

Mission Stroke: November 1, 2017 I{'l‘li/IISSION
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Creating the Advanced App

Owverall P Pre-Notity P Fre-Activate P CS Activate P Medical Provider [P Neuro Armive PP CS CT Begin ED CS
Encounters
CT-non Complete [P CT-non Interpret % Glucose [ PT/INR [P Platelets [ tPA [ CTA Complete 744
(IWiew) (iMView) (iIView)
I Average [ Median |
r:'lﬂ'Editan o, Pass Fail Ermres Median Mins: Door to
L= mredian bdins frorm Door tao:
EMS Arrivals wi Pre-Motification -12 87 .6% 474 57 541
o of Pre Notifications w/ Pre- - 55.5% 263 211 arT4 Pre-Motification -1z [
Code Stroke Activate Q 81.0% 603 141 T44 oS Activate o >
Door to Medical Provider <= 15 mins 5 852.T% 513 128 T4 Medical Pravider - 5 n
Door (or Neuro Called) to Meuro
Arrive == 20 mins i 3 89.0% 438 o4 482 Meuro Arrive | E H
Door to CS CT Exam Begin <= 20 17 59 394 441 303 Ta4 ) — o
mins _ ©8 CT Begin I
Door to CT-non Complete <= 25 mins 20 55 6% 395 174 AT O
(View) B ) CT-non Complete (iview) I o
[El\'{l::_or to CT-non Interpret == 45 mins 30 T7 7% 327 g4 471 3
(Riew) CT-non Interpret Gview) [
Door to Glucose Result <= 45 mins lu] 75.4% 560 183 T43 m
Glucose Result u}
Door to PT/INR Result <= 45 mins 37 653.3% 463 268 731
: PTANR Resul I - O
Door to Platelets Result <= 45 mins 30 T4 1% 550 192 T42 —
: : Platelets Result I o
Door to tPA Admin <= 45 mins 40 60.0% 96 64 160 Atelets esu (D
Door to tPA Admin Result <= 60 mins 40 80.0% 128 32 160 A —— <0
CTA Complete (View) 24 - - - 385 CTA Camplete (Wiew) I rinLtes D
-10 u} 10 20 20 40
Select a Summary By Account - m
Dimension Pre- Pre- CS Activate Medical Prov HNewuroc Arrive CS CT Begin CT-moin CT-non Glucose PTANR Platelets tPA inm 45 tPA im 60 CTA Compl H
Mccount Motification Activation fmins) (min=} (mins} (min=s} Compl (mins) Interp (mins)  (mins) {rmins) (mins} {mins) {mins) (mins}
(=] W (-4mins) [ 33 23 5 43 50 59 [a] 135 54 - - 115 m
— ¥ (—11mins) N - 4 - 18 - - o 36 24 - - -
@ Date (Median/ W (-10mins) M 15 21 23 23 33 - B4 as 38 B9 B9 -
Awg Mins) A LA 7 F:] [i] 16 - - 20 31 23 - - -
@ Date (% ¥ {(—18mins) ™ 7 ] 10 15 17 21 [a] 22 17 - - 21
Compliant) A A 8 10 5 16 20 24 14 43 38 - - 24
W {-13mins) ™ - 2 2 o 12 19 o 20 14 31 31 19
[N A 5 8 4 15 19 25 41 35 28 - 33
W (-12mins) N 5 4 1 31 20 38 a] 29 22 - 25
W (-Bmins) ™ 21 7 11 29 34 41 o 52 39 - - 38
W {-Smins) ~ 9 3 -3 10 13 29 o 27 23 40 40 24
[T A 1462 16 123 34 41 51 52 52 44 - - 46
W (-Bmins) ¥ -3 3 E] 13 16 25 28 17 - - 16
¥ (-Smins) ™ 17 12 - 39 43 56 94 53 52 - - 44
“ {-10mins) M 10 s 2 15 25 29 [a] a7 29 - - 28
[T A 12 4 15 16 20 27 50 42 34 - - 21

Mission Stroke: November 1, 2017 ( MSSION
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Reporting Out and Partnering With

« Weekly report out with continually
expanding data points to lay out where

process failures occurred disseminated
to

— ED Managers
— CT Managers
— Lab Managers
— Physician Leads

* Monthly system meetings to discuss
— Reoccurring process issues
— Lessons learned

— Celebrate best practice and times

Mission Stroke: November 1, 2017 I!"
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MOCK CODE STROKE SIMULATION
MCDOWELLHOSPITAL, MARION, NC

b s = Erika Prezas — EMS/Tele-stroke Coordinator
= Scenario | s R
e Hits the Road with Stroke Education

e colch. She had ass .-qr' Irg the patiert i
@95 than haf a mve away ard said it would te

= Péﬁénl Presentation

* Rignt-sided gare (eyes fixed to rghl, cannct move across midline)

EMS Summer Camp
Teaching Hip Hop Stroke

+ Carbled/shured speec
o Left-sded weaness (arm doee nol move or Mt a9 shows some
m=nt but cannet it

—_— Y % N
<
Want to join
us?

> 2 Erika Prezas@msj.org j/
= B " Y 5
¢ After CT scan, telesiroke with asurclagist 1 ',‘ { . .\- ./—

* Newologicsl assessmeni—Aght MCA occluson

ood thinnars and has hatory of HTN, GER

Y% on RA, HR €8 resps 18

1 candidate for t9A and endovascular therapy

¢ Neunlogist recelves consent from family Mock code Stroke
G rders ecmsrgency transport 10 Misson -
= = McDowell Hospital

ock Code Stroke education
Transylvania Hospital
Angel Medical Center
Highlands Hospital
Blue Ridge Regional
McDowell Hospital
IR Stroke Now Mission

Mission Stroke: November 1, 2017 rF‘MISSION
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AMC ASRH Process Improvement

Timeline

10/1/15 - 12/15/15
Staff Education:
LMS MModules

A

7222015
First AMC ASRH
Team Meeting

December 2015
Red ‘Expedite’ Lab Labels
Door Diraectly to CT per EMS
EDVEMS ‘push’ to CT
MDD Assesses PLt on EMS Gurney
Mission Meurclogy lschemic Stroke
Power Plan ‘go live' {Inpatient)
stroke IPOC ‘go-live’
Dysphagia Screening Initiated

February 2016
= Patient Labels for
Radiology Staff
= PowerPlan Education Push
Initiate Power Plan as
soon as Code 5troke Called

MNovember 2015
= EMS 'Tield draw' Stroke Labs
= Pre Motification Push by ERMS
= System Stroke CPM Published

March 2016

January 2016
= Lab Auto Verification
= Code Stroke Notebooks on Floors
= HL W Verification
= PowerPlan Education Push. .. Initiate Power
Plan as soon as Code Stroke Called
= Advanced App under developmeant

to Pyxis t-PA,

‘ Process Improvement Activities

‘ General Activities

Mission Stroke: November 1, 2017

Code Stroke Drill

= Dosing Chart Attached

&/10/2016
ASRH Certification
Site Survey

3/31/2016

ED Mock
e 6/1/2016

Inpatient Mock
Code Straoke Drill
May 2016
= Stroke EDVIP
Algorithms Published June 2016
s Primordial Communication
System for AMUC Radiology
= EDSIP Algorithms Updated
= IV -PA Administration
EM Education Refresher

o
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Door to Average

Angel Medical Center 4b
CHANGING THE CULTURE AROUND THE STROKE PROCESS W @

(N

CT Interpreted

- 29 30 3 o= .;,
. - },-1 ’-h ‘)_4 -),b Z.b 20 21 .),.a 22 :
’ ” Ro? 9 35

s, American Heart Association

l1an Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Jul Aug f \. v American Stroke Association

2016 2017 CERTIFICATION
Door to Average @ " Acute Stroke Ready Hospital
« Joint Commission Survey In
June 2016

Thrombolytic Use
 40% Growth in TPA use at
Angel
« 200% Growth at McDowell

s

Mission Stroke: November 1, 2017 ¢ MISSION
HoOSPITAL




Voice of the
Customer

« | was invited to the Community Relations Council at Angel recently to update them on the progress of a couple things I've
been involved in recently. They also used that opportunity to have me share about the success of the ASRH program. |
shared with these folks (all of which are community members) a story and they LOVED it! | thought | might send you the info
for the newsletter if appropriate.

« ED nurses for the most part are innately competitive. This past April Angel ED provided excellent and prompt care to a
patient presenting with stroke symptoms. This patient was brought in by EMS, evaluated by the MD, sent to CT and CTA,

word from Mission data analyst that that was the fastest door to TPA time for member hospitals! The nurse responsible was
awarded a “brain pin” for her excellent effort that day.

« Three months later 2 nurses had a similar experience and gave TPA within 34 minutes of the patients arrival. Knowing this
was an excellent door to needle time, they couldn’t wait to see me to brag!! | am thrilled that a little friendly
competition is driving our stroke care to excellence! Our stroke patients benefit greatly from this excellent, timely
care. Their outcomes are and quality of life are better because of these amazing Angel nurses and their competitive nature.

o
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Bringing it Back Home

Mission Stroke: November 1, 2017 ¢ MISSION
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Drilling Further

( Overall PP IR Table/Room PP Groin Puncture PP A tPA PP First Pass ] IR

Encounters

[ Average  [IIMSEESHIIN|

Median Minu Cases Median Mins from Door to: o L3
Croor to IR Table 50 59
IR Tahkle an
Door to Groin Puncture <= 90 mins (522 58
Dioor to L& tPA 123 [=3
rinutes
1] 20 410 B0 20 100 120 140
Selecta Summary Bv Account: Door to o (3
Dimension IR Table Groin Puncture -  First Pass 1A tPA Afflliate Transfer Neurologist
{mins) (mins) (mins) (mins) LOS (mins)
g Pccount 11 14 =0 - 51
. 5 20 - _
Date (Median/ =0 a3 &7 - .
Seg Mins) 26 40 72 - -
26 41 75 - 53
29 43 54 - _
32 45 - - -
=6 as Fi] - -

Mission Stroke: November 1, 2017 H('I‘MISSION
HospPITAL




Comtine ) KD
Ta plan it
Turiher
aidresed br|

-
i-Fh

ED — Interventional
vl Radiology

o kil I sk

i kin
rzed

-
TR

e

ED FH K
ptderinlk .,“__:m'
LALLE AwEiLTFL
b A,
Inuhsi= n 1
A
BT
ablir pay o
sl TR :':::" :'1'-':"'- r Recinmy iraraiured
o an kel [
A b ks M.hr._|. apikatia b
ez M ralals o
o Hiea IR
M, 0BT,
[T
i bl [ Ancilia ptaporsd
* midired —l w?‘"‘ IO BN o Awith D
'I_ o = Iniubmiszin Sl L]

bring pi P e AT or
I ard I ’:::‘:' with BN T
= 0 Al mai
r:::'::"' ] B
ot ing

ey el
poing disscily in

M or bk g2 [0

Mission Stroke: November 1, 2017 rr

¢ MISSION

HoOSPITAL



Checklist
initiated in ED
and continued in
Neurologist, IR MD, IR
ED MD have
BRg discussion to decide
when/location to "IR Ready"
intubate and Criteria met
intubation occurs per
Neurologist

Neurologist initiates
page “IR Stroke

Pt stabilized and
IR Criteria met
per Neurologist

Decision to
IR RN & IR Tech, will
call 213-1302 back
to notify they
received page and
are on way to
hospital. Anesthesia
will call Neurologist
back after page
received

R Now" by dialing 511
L t.o.be and places order for
administere IR procedure in

d per Cerner. Page goes
protocol to IR team (IR RN, IR
ASAP, Tech, IR MD), ED
regarAdIeSS of NUS, Anesthesia,
|ocation OR Control desk,

Pt transported to IR
with Core
Personnel, (ED
HS, Rapid RN/RR, Neuro
Response, and ED MD/IR MD,

RT Anesthesia)

Anesthesia begins
airway
management, BP
management, A-
line if necessary

Extubated in
Pt transferred to NTICU upon

NTICU with Neurologist
CRNA/IR RN /PACU order
staff

CRNA/IR RN/ PACU
RN calls report to
NTICU
Procedure

completed.
Post procedure

Is bed

debrief/timeout

ED RN handoff IR RN
Procedure
occurs once IR team . requests bed
present with HS

available?

Pt recovered/
extubated and
held in PACU

Pt transferred
to NTICU by
CRNA/PACU

Pt transported by

ED Checklist:
CRNA and IR staff to

(*=required)

ﬂR Ready" Criteria:
-Available IR Room and table

-Neurologist, IR MD, ED MD decide
intubation

-Anesthesia present in IR (will call
Neuro MD to notify when present
in IR)

-Core Personnel available (ED
RN/RR, Neuro MD/IR MD,
Anesthesia)

--pt deemed stable by Neuro MD
-Consent by Neuro MD and or IR
MD

Qpid Response RN if available /

Mission Stroke: November 1, 2017

*BP management: SBP: 140-180 and
DBP <105 (Neo and Cardene protocols
if needed)

*Clothes off, in a gown

*|V access x2

*NS KVO with ext. tubing

*BP control <180/105

*Agitation, seizure, vomiting
management

*tPA Documentation/
administration/handoff

-foley

-family to Radiology WR

-0G if intubated (IR)

PACU for recovery.

ﬂ! Checklist:

(*=required)

*BP management: SBP: 140-180
and DBP <105 (Neo and Cardene
protocols if needed

family to Radiology WR

*0G if intubated (IR)

*esophageal temp probe (IR)
*under body warming/bear hugger
(IR)

N

until bed
available

/F‘ost Procedure Debrief/Timeout:

-Set BP parameter

-Arterial Sheath Management
-Airway Management
-Disposition

-Process Improvement
-Family Update

- esophageal temp probe (IR)
deer body warming/bear hugger (Iy

(Anesthesia cartin IR and stocked/

o

staff

o
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Seeing the Results

Door to Groin Puncture and Case Load Case Compliance with Groin Puncture

Feb Mar Apr May Jun Jul Aug Sep Oct Nov Dec|Feb Mar Apr May Jun Jul Aug Sep
2016 2017 2016 2017

Cases Average of Door to Groin Puncture(mins) #==Groin Puncture in Less than 90 Mins Groin Puncture in less than 60 mins

Mission Stroke: November 1, 2017 rF‘MISSION
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Case Presentation

Multi-facility Patient: Patient arrived to tele-stroke hospital by EMS, ED MD eval at 5 min, CS activated
at 1 min, Neurologist called at 3 min. Dr. Taylor provided telestroke consult, on robot 15 mins after

call. CT Interpreted at 14 min NIHSS on arrival to McDowell was 25 Alteplase given at 30 mins and
patient transferred to Mission at 61 min Taken to IR with plans for embolectomy but per Dr. Taylor the first
pass shows that the left MCA is totally open. Patient discharged home with an NIHSS of 1.

-

Mission Stroke: November 1, 2017 ¢ MISSION
HospPiTAL




COMPASS - Comprehensive Post Acute Stroke Servuces

WHAT IS COMPASS
COMPASS clinic is held
weekly at Mission

* A grant funded trial to Investigate post-acute stroke care
models that are aimed at improving patient functional
outcemes and reducing readmissions.

* Improve secondary prevention

Neurology Outpatient

* Improve recovery and guality of life by linking the survivor and caregiver
to needed resources

* Encourage self- management of care

Q| UNC

All Stroke (Ischemic, ICH
and TIA) patients

Data Quality and Performance Measure Report for Mission Hospital discharged home are ‘ COMPASS TEAM ROLES
Report wudcsdlschotw!ruu 12172016 through 0331722017 ") I .
entered through 0411512017 eligible for COMPASS bl
Section A: Enroliment 1 * Provde edecationpnor b dischange
services + Cooedinate appomsttnenty with NP and PCF
S D e Debbie Stamey & Melissa T e S B ARSI PRO 2.9 4nd
DEC2016  JANZO1? FEB20TT MARZN? T Hanrahan are Mission — '“"3‘ :‘/f: ',:‘{::;::: e
Number paens scroened 98| 66 100 e 69 Hospital COMPASS
Number inelgitke a9 kL) 68 40 [ 340 J
: = = [ g - = coordinators

Mission Stroke: November 1, 2017 H("‘MISSION
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How are we doing

Began screening October 1, 2016
1056 patients screened for eligibility
642 no enrolled r/t discharge disposition or diagnosis

413 patients enrolled
— Receipt of 2-day call 81%
— Receipt of 7-14 day visit 45%
— 9% No-Show rate for year
* Reasons for no visit
— Prefer f/lu with PCP
— Did not want to travel back to Asheville

-
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\\W//// Mission Hospital
Comprehensive Stroke

///1‘\\ Certified
July 2017

American Heart Association
American Stroke Association

CERTIFICAIT ON

Comprehensive Stroke Center



Mission Health Stroke sponsors 4™ annual
e - B $ Retreat & Refresh Stroke Camp

B 2 W JERCUE GEE SN September 8-10 at Lake Junaluska Conference
| ' ; Center
For more info see a member of the Stroke
Team or www.strokecamp.org

Retrear & Refresh

STROKE CAMP

e TN,
GREAT FUN
GREAT CAUSE
MAY 24
STROKES 4
STROKE PAINT
NIGHT
FUNDRAISER

If | had to send a message to people who are not familiar with stroke or

F OR STROKE professionals who only deal with the clinical aspect of stroke, it would be to
: never put the “stroke” ahead of individual.
C AMP 201 7 Understand that we all have something to offer one another

o
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STROKES o STROKE

THANK YOU KAREN FOR YOUR
YEARS OF LEADERSHIP OF THE
NC S&C AND YOUR UNWAVERING
COMMITMENT TO IMPROVING
STROKE OUTCOMES IN NORTH
CAROLIN A&
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