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Background

The American Heart Association and American Stroke Association released
TARGET STROKE Phase Il and Eleven Key Best Practice Strategies In
October 2014. The first of these key strategies Is Emergency Medical
Services (EMS) Pre-Notification. The aim of this strategy Is to reduce time
to brain imaging, reduce door-to-needle times and increase the number of
eligible patients treated.

The chart below displays average time in minutes of stroke alert patients
that arrived by EMS from May 2017 through January 2018. The blue bar Is
the average time for EMS patients that were alerted once arriving to the
ED. The red bar Is the average time for the EMS patients that were alerted
In the field. The time saved from ED arrival to CT ranged 1.2 minutes In
August to 22.5 minutes in October.

In February 2017, the proposal to develop a protocol for moving patients
directly to computerized tomography (CT) from Emergency Department
(ED) arrival was presented to the stroke committee by Dr. McDonnell, the

Door to CT Start - EMS Pts. Only
Alert in ED vs. Pre-hospital Alert

ED physician stroke lead. S0
E 25
Concurrently a process had been established with local EMS to begin E 50
drawing blood specimens after establishing IV access. =
o 15
A small subgroup of the stroke committee comprised of the ED physician k 10
stroke lead, ED manager, stroke coordinator and manager of Imaging E 5
worked on establishing an interdisciplinary team process for pre-activation
. . . 0
of the stroke alert and moving the patient directly to CT. May | June | July | Aug. Sep. Oct. |Nov.| Dec.  Jan.
G 0 al B Alerts in ED 2441105245122 19.2 280 |17.0|133 179
W Pre-Hospital Alerts | 7.5 | 1.5 | 6.0 |11.0 4.2 | 55 | 47 | 50 | 6.8

The goal of this project was to establish and implement a process for pre-
alert of stroke patients by EMS in order to take the patient directly to the CT

The chart below Is the average Door to Needle times for EMS patients with
pre-alert, ED alerts and patients that did not arrive by EMS. Though DTN was
not Impacted greatly by pre-alert, the process was successful and will build on
further process improvements for reduction in DTN and additional stroke
treatments.

scan. Reduction In the Door to CT time of stroke alerts could ultimately

Impact Door to Needle (DTN) times and improve time to decision and
treatment.

DTN times (minutes) ED alerts compared to Pre-alerts

The proposed process was presented to the ED physician group and the May 2017 — Jan 2018

EMS collaborative in April with an expected rollout of May 1, 2017.

EMS Pre-alerts

Below Is the SWRMC Direct to CT Parallel Process Protocol
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