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Objectives

Define the call taking and dispatch process for suspected stroke
Understand EMS assessment process

Describe EMS management of suspected stroke

dentify factors in determining optimum transport methods and
natient destination




Stroke Incidence

* >700,000 occur annually

* About 2% of all EMS calls
nationwide

* Acadian responded to > 8000
suspected stroke calls in 2015
(Includes Interfacility and scene
calls)




Detecting Stroke at Dispatch
is a Challenge

Phone Triage alone
U.K study showed <50% sensitivity
for identifying and prioritizing
stroke and need for improvement*
Pro-QA Process
Automated tool to guide the
dispatcher with prehospital patient
care instructions
San Diego County showed 83%
sensitivity and Positive Predictive
Value of only 42% for stroke at
Emergency Medical DispatCh 2 1Deakin, C. D., et al. "Isambulance telephone triageusing advanced medical priority dispatch protocols able to identify

patientswith acute stroke correctly?." Emergency Medicine Journal 26.6 (2009):442-445.

2Ramanujan, Prasarthi, et.al. G\cauracy of stroke recognition by emergency medicine dispatchers and paemedics-
San Diego experiences Brehogital Emeigency Care 12.3 (2008)307-313.



EMS Assessment

* EMS Assessment has significant variability

 Cincinnati Prehospital stroke scale or CPSS remains the most common EMS
assessment tool with a sensitivity of 79% but poor specificity at 24%*

* Takes less than 2 minutes to perform

* Miami Emergency Neurologic Deficit (MEND) and Los Angeles
Prehospital Stroke Scales

+ adds components of NIH exam to increase specificity but lowers overall
detection rates 2

1- Studnek, JonathanR.,et al. "Assessngthe validity of the Cindnnati prehospital stroke scale andthe medic ~ 2- Rudd, Matthew, et al. "A systematic review of stroke recognition instrumentsin hospital and prehospital
prehospital assessmentfor code stroke in anurbanemergency medical services agency." Prehospital settings." Emegency MedicineJounal (2015) emermed-2015
Ememgency Care 17.3 2013: 348-353.



Assessment outside the ED

F.A.ST. /Cincinnat Prehospitd Stroke

Scale e
F Facial droop il sl o
A" Arm drift _

Ask the person to raise both arms.
Does one arm drift downward?

g - Speech difficulty
1 - Time to call 911/ EMS =Time of Onset

SPEECH
Ask the person to repeat a simple
phrase. Is their speech slurred or
strange?

(Time last seen normal)

CPSS assessment identical to FAST but
with scoring system

TIME
If you observe any of these signs,
call 9-1-1 immediately.
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Image- AARP.com



The Future? Houston Mobile Stroke Unit




EMS Stroke Management

Definitive Diagnosis and treatment is not possible in pre-
nospital setting

Primary Goalsare rapid recognition of possible stroke
and need for immediate transport to MOSTappropriate
facility




EMS Stroke Management

Consiss of
Support for ABC's

Transport decision making process

LERN Notification

Stroke Alert —Variable notification processes
Facilitation of inter-facility transport when indicated
(Drip and Ship)
Suspected Large Vessel Occlusion Study

Southerland, Andrew M., et al. "Suspected LargeVessel Occluson Shoud Emergency Medical Sewices Transport to
the Nearest Primary Stroke Cente or Bypassto a Comprehasive Stroke Center With Endovascular
Capabilities?!" Stroke (2016): STROKENA-115.



EMS Stroke Management
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Management

» Suction as needed

* Basic Airway adjuncts as
indicated

* Supplemental oxygen titrated to
>p0O,

* Intubation if GCS < g with failure
to maintain airway

* Support of respiratory rate and
effort if indicated using EtCO, as
target



Assessment Tools and Targets
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* GCS determination (< g Airway )
* Oxygen Saturation —> g5%
* Respiratory rate 8-12 / min

* EtCO, -35-45 mmHg

* B/P > go systolic at all times
* CBG > 50-90 mg/d|

* ECG monitoring



Stroke Alert

* Follows Regional Alert Criteria
* Positive stroke indications from CPSS or MEND
« Time of onset less than 8 hours
No history of recent head trauma or seizure
CBG greater 5o mg/dl
Greater than 18 years of age



LERN Hospital Classification

* Four levels of classification

* 1-ComprehensiveStroke Center (CSC) 24/7 Neuro capable facility

* 2- Primaty Stroke Center (PSC) with or without endovascular capability
and neurosurgery within 2 hours of activation

* 3-Tertiary Stroke Center - 24/7 lab and CTimaging for Drip- and- ship
protocol

* 4,—NoCTorlab

* Louisiana protocol recommends closest Level 1,2 or 3 for rapid
access to thrombolytic therapy and rapid referral to Level 1 or 2 as
needed



Quality Assessment Tools and Targets

e Scene Time
* <10 Mminutes

* CBG measurement
* 100% compliance

* Future Measurements?
* FMC to Definitive Treatment
* Regional Protocol Compliance



Transport

* Transport Destination using
regional protocol if possible

* Air versus Ground
* Time/ logistics driven

* <than 2 hrs. transport time



