
Stroke Advisory 
Council

November 12, 2025



Housekeeping

•Mute your microphones.

•Type your comments and questions in the Chat.

•Raise your hand if you’d like to speak.



Agenda

I. Welcome and Approval of Minutes

II. Leadership and Member Changes

• Chuck Tegeler, MD

• Amy Guzik, MD-SAC Vice Chair

• Anna Bess Brown-Executive Director

• Michael Erwin-Stroke Survivor

• Anthony Davis-NCOEMS



Agenda

III. Task Force Update

IV. Legislative Update

V. Coverdell Stroke Program Update

VI. Lessons from Target Stroke III: Improving 

Thrombolytic and Endovascular Care 



Coverdell Acute Stroke Program

 Improve equity and quality in stroke 

prevention and care

Enhanced data collection

Strengthen linkages between clinical and 

community resources

Prevent strokes through hypertension detection 

and control

Provide bi-direction referrals for patients’ social 

and clinical health needs



ATRIUM HEALTH – WAKE FOREST BAPTIST 

HOSPITAL

 Enhancing Data Collection:
 Collaborate health informatics team to develop real-time 

monitoring dashboards within the EHR

 Implement automated system within the EHR, flags 

hospitalized stroke or TIA patients with uncontrolled 

hypertension for post-stroke care coordination 

 Quality Improvement Project:
 Addressing SDOH needs in recently hospitalized stroke 

patients

 In partnership with the Piedmont Triad Regional Council Area 

Agency on Aging





MOOSE PHARMACY: Community Pharmacy 

Coverdell Program

 Patient Care Process
 Enhanced data collection

 Stroke Risk Assessment

 Social Needs Assessment

 Care Plan

 Social Drivers of Health Referrals

 Community Pharmacy & Continuity of Care
 Community Health Workers: Delivery Drivers, 

Technicians, Cashiers

 Health Screenings, Education, Case 

Management, Care Coordination & Navigation



UNC CHAPEL HILL: CREST Program

 Goals:
Optimize post-acute management

Follow-up appointments

Blood pressure and other stroke secondary prevention measures

Medication management

Addressing Social Drivers of Health (e.g., food and housing insecurity, substance use, 
transportation needs, access to healthcare) 

 Objectives:
 Develop a dashboard

 Identify clinical, social and support service needs

 Assess referrals and use of services through a bidirectional referral 
system

 Expand the multidisciplinary stroke care team

 Work with CSC to establish processes for improved care pathways 
and integrate measures and monitoring 

 Engage the community-based workforce



UNC REX: Hybrid Post-Stroke Clinic

 A hybrid stroke follow-up clinic to enhance access to & 

timeliness of post-discharge follow-up encounters for 

patients determined to be at high-risk for recurrent 

stroke

 Goal is to decrease wait time for stroke follow up post 

discharge to improve outcomes such as patient 

satisfaction, readmission rate, and LOS
 Community Engagement Strategies

 Bi-Directional Feedback

 Patient inclusion will target stroke patients with 

undiagnosed or uncontrolled hypertension 



BARRIERS:

Automation of processes (EMR speaking to 
referral processes)

Establish a referral repository that is bi-
directional

Screening of SDoH consistent across 
departments

terri.moore@dhhs.nc.gov

mailto:terri.moore@dhhs.nc.gov


2026 Meetings

Stay tuned for 2026 meeting schedule.

Stroke Coordinator Meetings on fourth Wednesdays 

at 2 PM will continue.

Justus-Warren Heart Disease and Stroke 

Prevention Task Force meeting Dec. 2 from 10:30-

12:30 at the new DHHS Headquarters, 1915 Health 

Services Way/3905 Reedy Creek Road. Email Anna 

Bess if you are attending in person or need the 

virtual link.


