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	Stroke and TIA Pathway
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	COVID Pre-admission screen (please ask all patients before admission or phone family or NOK to check

	
	Fever
	No / Yes (give detail )

	
	Cough
	No / Yes (give detail )

	
	Breathlessness
	No / Yes (give detail )

	
	Contact 
	No / Yes (give detail )

	
	COVID
	No / Yes (give date of diagnosis) 


	Stroke symptom onset 
	Date:
	Time:                                                   estimate / wake -up / not known

	Ambulance pre-alert 
	
	Yes  / No

	Arrival at RSUH
	
	Time:

	Referred to Stroke Team/Nurse
	
	Time:

	Seen by stroke team
	
	Time:

	CT Scan
	
	Time:

	Thrombolysis start time
	
	Time: 

	Reason for not thrombolysing


	
	· Arrived outside time window

· Unknown onset time / wake up stroke

· Stroke too mild / too severe 

· Co-morbidity / high bleeding risk

· Medication (warfarin/ NOACs)

· Other (specify): __________________

· None



	Arrival in Neurointervention 

(thrombectomies only) 
	
	Time: 

	Arrival on ASU
	Date:
	Time:


	Observations 
Resp ………    O2 Sat………   on oxygen / air      Temp..............        BPsystolic……….. BPdiastolic…….          Pulse ………. 
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	History of current condition
Relevant past medical history  

IHD/Heart failure: yes/ no   Stroke/TIA: yes/ no    Diabetes: yes/ no     Hypertension: yes/ no 

Known AF:                                      yes  /no  .                      
Past history of DVT/PE :                 yes  /no                         On warfarin or NOAC:  yes  /no  

Vision:  no problems/ needs glasses/ pre stroke visual problems 

Hearing: no problems / hearing aid / deaf 

Mobility:  walks independently/ sits independently/  needs help / needs hoist/ needs stick/ needs frame

Continence: no obvious problems / needs help / uses pads / 

SH  Living with:                      Next of kin:                         Paid carers: yes / no       Working yes / no        Driving: yes / no        

       Smoker yes / no/ ex        ETOH yes  /no  ____units/wk    Right / Left / Ambi handed    Rankin score:  0 / 1 / 2 / 3 / 4 / 5      

Full list of medication
Allergic to contrast agents: yes/ no
Other allergies:                     yes/ no 
Systems review
Respiratory:

Cardiovascular:
Gastrointestinal:

Urogynaecological:

CNS:  

Physical exam   

Nutritional status: obese / normal /thin /malnourished/ cachexic    

General impression:                   

Cardiovascular: 

Chest:

Abdomen:

Skin and Joints:                                                                                                        Page 2 


	GCS
	Eye opening
	None (1)   To pain (2)   To sound (3)   spontaneously (4)

	
	Verbal
	None (1)   incomprehensible (2)   confused (3)   fluent but confused (4)   orientated (5) 

	
	Motor 
	None (1)   ext. to pain (2)   abn. flex. to pain  (3) withdrawal   (3)  localizes to pain (5)   normal (6)

	Power:
Tone:

Sensation:

Coordination:
Reflexes:

Plantars:
Cranial nerves: 


	Visual fields normal / hemianopia/ other_____

Eye movements normal/ gaze deviation/ other________

Nystagmus:  yes/ no

Is their speech slurred? yes/ no

Can they follow commands? yes/ no

Can they name objects? yes/ no

Sick or vomiting? yes/ no

Headaches? yes/ no

Neck stiffness? yes/ no



	Swallowing assessment:  normal w. 50 ml water /  delayed / cough / absent swallow  Date:                     Time:
                                             Not done because of: 



	Working  Diagnosis



	· TACI

· PACI

· LACI

· POCI

· TAC haemorrhage

· PAC haemorrhage

· LAC haemorrhage

· POC haemorrhage

· TIA

· Uncertain 

· Not a stroke 

	Name of SEAT nurse…………………..……….                  Signature​​​​​​​​​​​​​​​​………………………..      Date/time     /     /     
Name of admitting doctor/ MNP……………………..  
          


	INVESTIGATIONS (*must be completed before direct transfer to ASU)

	HB
WBC
Platelets
INR
APTT

CRP   

Cholesterol

Liver Functions
Other tests     

	Na
K
U 
Crea
eGFR

Glucose

ECG

CXR

	CT brain Normal  y/n   Involutional changes y/n           SVD y/n   

 Acute ischaemia   y/n    Haemorrhage y/n         Old infarct/s  y/n

CTA: 
e-Aspects:
CT perfusion core: 
CT perfusion penumbra: 

Carotid Doppler:

MRI:
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	Date

Time 
	NOTES (nursing and medical) 
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	Date & time 

	
	
	
	
	
	
	
	
	  NIHSS Stroke Scale

Do on admission, at 24 hours, at one week, at discharge, and whenever the patient seems better/worse. 



	1 a 

Level of consciousness (LOC)
	
	
	
	
	
	
	
	
	0- Alert – keenly responsive

1- Drowsy – arousable by minor stimulation to obey, answer, or respond

2- Stuporous – requires repeated stimulation to attend, or is obtunded and requires strong or 

    Painful  stimulation to make movements (not stereotyped)

3- Coma – responds only with reflex motor or autonomic effects or totally unresponsive, flaccid

	1b 

LOC 

Questions
	
	
	
	
	
	
	
	
	0- Both correct

1- One correct

2- Both incorrect or no reply

	1c 

LOC Commands
	
	
	
	
	
	
	
	
	0- Both correct

1- One correct

2- Both incorrect or no reply


	2.
Best Gaze
	
	
	
	
	
	
	
	
	0- Normal

1- Partial gaze palsy – gaze is abnormal in one or both eyes, no forced deviation/total gaze paresis 

2- Forced deviation – or total gaze paresis not overcome by oculocephalic manoeuvre



	3. 

Visual Fields
	
	
	
	
	
	
	
	
	0- No visual loss          (or in coma)
1- Partial hemianopia   (or hemi inattention without hemianopia)
2- Complete hemianopia

3- Bilateral hemianopia – including cortical blindness



	4. 

Facial Palsy
	
	
	
	
	
	
	
	
	0- Normal

1- Minor -  flattened nasolabial fold, asymmetry on smiling

2- Partial – total or near total paralysis of lower face

3- Complete -  absent facial movement in upper and lower face on one or both sides



	5.

Best Motor

RIGHT ARM
	
	
	
	
	
	
	
	
	0- No drift – holds arm at 90 degrees for full 10 s

1- Drift -  drifts down but does not hit bed

2- Some effort against gravity

3- No effort against gravity

4- No movement



	6. 

Best Motor LEFT ARM
	
	
	
	
	
	
	
	
	0- No drift – holds arm at 90 degrees for full 10 s

1- Drift -  drifts down but does not hit bed

2- Some effort against gravity

3- No effort against gravity

4- No movement



	7. 

Best Motor 

RIGHT LEG
	
	
	
	
	
	
	
	
	0- No drift – holds leg  at 45 degrees for full 5 s

1- Drift -  drifts down but does not hit bed

2- Some effort against gravity

3- No effort against gravity

4- No movement



	8. 

Best Motor 

LEFT LEG
	
	
	
	
	
	
	
	
	0- No drift – holds leg  at 45 degrees for full 5 s

1- Drift -  drifts down but does not hit bed

2- Some effort against gravity

3- No effort against gravity

4- No movement


	9. 

Limb Ataxia
	
	
	
	
	
	
	
	
	0- Absent                       (or in coma)
1- Present in 1 limb

2- Present in 2 or more limbs


	10. 

Sensory
	
	
	
	
	
	
	
	
	0- Normal 

1- Partial loss – patient feels pinprick is less sharp or is dull on affected side

2- Dense loss -  patient is unaware of being touched on face, arm, leg (or in coma)


	11. 

Best 

Language
	
	
	
	
	
	
	
	
	0- No dysphasia

1- Mild – moderate dysphasia ​ obvious loss of fluency or comprehension, without significant limitation on ideas expressed or form of expression.
2- Severe dysphasia - all communication is through fragmentary expression; great need for inference, questioning, and guessing by the listener.
3- Mute ​ no usable speech or auditory comprehension (or in coma).

	12. 

Dysarthria
	
	
	
	
	
	
	
	
	0- Normal articulation

1- Mild – moderate dysarthria - patient slurs some words, can be understood with some difficulty.
2- Unintelligible or worse - speech is so slurred as to be unintelligible (absence of or out of proportion to dysphasia) or is mute/anarthric,( or in coma)

	13. 

Neglect
	
	
	
	
	
	
	
	
	0- No neglect               (or in coma) (or severe heminanopia and no tactile inattention)
1- Partial neglect - Visual, tactile, auditory, spatial, or personal inattention or extinction to bilateral simultaneous stimulation in one sensory modality.
2- Complete neglect - Profound hemi-inattention or hemi-inattention to more than one modality. Does not recognise own hand or orients to only one side of space

	Total

 (max 35)
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DIAGNOSIS and TREATMENT

Stroke PTWR:

            Date:................     Time:………

Diagnosis of stroke (day 1)    
 [image: image2.wmf]
possible = 1, probable = 2, definite = 3, TIA = 4,  not stroke = 5  
Diagnosis of stroke (at DC)      [image: image3.wmf]
possible = 1, probable = 2, definite = 3, TIA = 4,  not stroke = 5  
If Stroke: 

             [image: image4.wmf] 
Cerebral Infarct   (I) or  Intracerebral Haemorrhage (H)

NIHSS on admission 

[image: image5.wmf]
Bamford classification     
[image: image6.wmf]       TACS = 1, PACS = 2, LACS = 3, POCS = 4, uncertain = 5, not stroke = 0
Thrombolysis 

     
[image: image7.wmf]             Y / N  if yes, NIHSS 24 h after lysis    [image: image8.wmf]    
Complications of lysis    
[image: image9.wmf]     N (none)   or    [image: image10.wmf] symptomatic brain haemorrhage    [image: image11.wmf]   angio-oedema 




            



            [image: image12.wmf] extracranial bleed

        [image: image13.wmf]  other (specify) 
Thrombectomy 
     
[image: image14.wmf]  
Y / N
Complications if any:……………………………………
If TIA  ABCD2 score:
             [image: image15.wmf]
score or N (no TIA) 
Diagnosis of AF

[image: image16.wmf]    Y / N   If yes, anticoagulation started/ planned give date: 
If non-stroke give diagnosis here:  …………………………..
Included in research studies   [image: image17.wmf]      Which Studies?..............................................................................
Consider for enrolment in (name study) ……………………………………………………………………….  
ATTEST-2      TEMPO-2     TWIST    DASH        ELAN       SECRETO       CONVINCE      TRIDENT    DNAlacunar  
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NURSING / THERAPY/ MDT ASSESSMENTS
	
	Date 1ST Seen
	Time 1st Seen
	Date Discharged
	Pt refused
	Medically 

Unwell
	No Deficit/ risk

	1st seen by OT

	
	
	
	
	
	

	1st seen by PT

	
	
	
	
	
	

	1st seen by SLT language

	
	
	
	
	
	

	1st SLT swallow assessment

	
	
	
	
	
	

	Dietitian

	
	
	
	
	
	

	1st Seen by Psychology

	
	
	
	
	
	


Screened for mood:          [image: image18.wmf]       Y/ N     Date:  ...............................
      
Depressed Mood   
        [image: image19.wmf]  Y/ N / treated         
Screened for cognition:    [image: image20.wmf]      Y/ N     Date:  ...............................
Psychological support needed after DC ?   [image: image21.wmf]  Y/N   Not applicable (n/a) (if transferred to another ward)







                       If yes,  urgent or  routine
	
	PT
	OT
	SLT
	Psych 

	Did patient need this therapy at any point in this admission?
	Y / N
	Y / N
	Y / N
	Y / N

	Number days patient received this therapy
	
	
	
	

	Total minutes this therapy received
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Therapies Table  (Record time spent with patient in minutes)
	Date:
	Time:
	OT (minutes)
	PT (minutes)
	SLT (minutes)
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[image: image22.emf]

DISCHARGE CHECKLIST
Discharge NIHSS Score     [image: image23.wmf]    
Discharge Rankin
[image: image24.wmf]   
0 no symps   1 no disability  2 sl disabil indep ADL   3 mod disabil,  indep mobil    4 unable mob, dep ADL  5 req const care

	 Communication 
	Discussed with 

	Diagnosis  discussed 
	 Patient     .     Family            



	Risk factors discussed 
	 Patient          Family            



	Discharge Plans discussed 
	   Patient         Family            


	Driving Advice
	 Patient            Not applicable if non-driver    


	Discharge Leaflet  given?   

	 Yes                Not applicable  if not a stroke      



	Agreed to Stroke Association/ CST follow-up 
	 Yes             No             Not applicable if DC to the community)

	
	
	
	
	

	Risk factors
	YES
	NO
	Secondary prevention

	Hypertension 
	
	
	BP on discharge ………………..

	Chol  >3.5 mmol/l               
	
	
	Chol before/ on rx>…………….:  

	DM


	
	
	

	Smoker

	
	
	 advice given         nicotine replacement prescribed / NRT refused

	>14 u alcohol/wk
	
	
	 advice given

	AF/ embolism

	
	
	 anticoagulation started    anticoagulation arranged  for a later date 

	Lack of exercise 
	
	
	 advised to do regular exercise within limitations of stroke 

	Unhealthy diet 
	
	
	 eat 5 port. fruit/veg, fish 2x/week, low salt, reduce fatty foods   

	Oestrogen Tx
	
	
	 advice given 

	Young stroke 
	
	
	 Young stroke screening orders sent   

	

	Follow-Up

Stroke clinic (Stoke / Stafford  / Leighton)  ……………….….

Young stroke clinic ………………………………..

Anticoagulation clinic ………………………….. 

Smoking cessation …………………………..    Refused 

Psychological advice …………………………..   Refused   

Research clinic…………………………… 

Advice to GP ……………………………… 

Other…………………………………………..


	Actions/ Outstanding results? 
 24 h tape                                        Echo                              

 MRI  Young stroke bloods 

Other……………………………………………………..                                                                           PAGE 10


[image: image25.wmf]
Patient ID label


Name:





Unit number:





Ask patient to state the month & his/her age





Ask patient to open & close eyes and to grip & release normal hand
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