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Stroke Care for Wake EMS
• Overview

• Screening

• Treatment and Transport

• Reporting, Follow-up, and Partnerships



Overview
• About 2000 patients per year that we/EMS consider 

to be “code strokes”
• About 1200 end up with a stroke diagnosis

• “Over-triage” is ok…

• ALL EMS destinations including FEDs are at least 
stroke-ready

• Three in-county hospitals provide interventional 
services (WakeMed Raleigh & Cary, UNC-Rex)



Screening
• “modified” LAPSS – we want to be overly sensitive

• “original” LAPSS: Facial weakness, arm weakness, grip 
weakness

• Also age >45 , ambulatory, no seizure hx

• CPSS: Facial weakness, arm weakness, speech difficulty

• VAN exam for possible Large Vessel Occlusion (LVO)



Screening
• LAPSS/CPSS combo?

• “modified” LAPSS:

- we want to be overly 
sensitive

- We have had many 
”atypical” strokes: 
mute, cortical hand 
syndromes, ?seizure.. 



Screening
• If “Step 1 screening” is positive for at least one exam 

criterion, the patient is considered a “code stroke”

• “Step 2 screening” is the VAN exam
• If the patient has arm weakness, do they also have:

• Visual Problems?
• Aphasia?
• Neglect?

• Screening and time Last Known Well (LKW) inform 
transport destination decisions



www.strokevan.com



Treatment and Transport
• “Stroke Bundle” of care

• Recognition/screening

• Scene time less than 10-15 minutes (when possible)

• Blood glucose

• 12 lead EKG

• Blood drawn prehospital to assist with TPA decision-making

• CBC
• Coagulation markers
• Type and Screen



Treatment and Transport
• Destination based on patient preference for hospital 

system, very strong recommendations made for location 
based on time since LKW, VAN results
• Any VAN-positive patient (at risk for LVO) should go directly to an 

intervention-capable facility (with 5 available in/near Wake County, 
transport time is not an issue for us)

• Any code stroke patient that is VAN negative and within the TPA 
window should go to the closest facility

• Any code stroke patient that is outside the TPA window should go 
to an intervention-capable facility

• Any doubt? Evolving/changing exam? Go to an intervention-
capable facility





Reporting, Follow-up, and Partnerships

• Three excellent and collegial hospital systems
• Duke, UNC, WakeMed

• Data and case sharing between EMS and hospitals

• Quarterly EMS Peer Review meetings (next slides)
• Hospital stroke committee meetings as well



Prompt
Compassionate
Clinically Excellent Care

STROKE

(Wake EMS Peer Review Stroke Slides)
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Stroke Intervention



Lessons learned
• The EMS and Hospital partnership is CRITICAL

• Same language ACROSS hospital systems

• Same processes (VAN, “Launchpad,” pt stays with EMS, etc.)

• GOAL: standardization for RAPID, excellent patient care

• EMS leadership can gather the continuum of care, 
can act as the “hub” or meeting point
• We see the patients first and initiate care and destination! 



Questions? 

Jeff.Williams@wake.gov

https://www.wake.gov/departme
nts-government/emergency-
medical-services-ems/public-
information/ems-system-
performance

mailto:Jeff.Williams@wake.gov

