NURSING CARE                            STROKE (ISCHEMIC) MANAGEMENT PROTOCOL


TITLE:
ISCHEMIC STROKE MANAGEMENT: PROTOCOL & GUIDELINES

PURPOSE:   To outline the nursing management of patients with a new diagnosis of stroke, R/O 
                       stroke, or TIA (Transient Ischemic Attack).

LEVEL:   Interdependent (A physician’s order is required to execute all “*” items).

SUPPORTIVE DATA:   Stroke is the third leading cause of death in the US, the leading cause of brain injury in adults, and the leading cause of major disability. The effectiveness of organized stroke care in reducing mortality, institutionalization, and dependency in activities of daily living has been clearly shown. Organized stroke care is intended to facilitate the use of our best resources to minimize or prevent, when possible, the complications of a stroke through rapid identification of symptoms, appropriate interventions, and patient education.

There are 4 classes of stroke. Two (2) are caused by clots (ischemic stroke) and 2 by hemorrhage (hemorrhagic stroke):

Ischemic strokes are caused by blood clots, such as:

1. Cerebral thrombosis

2. Cerebral embolism

Hemorrhagic strokes are caused by ruptured blood vessels, such as:
       1.  Intracerebral hemorrhage
       2.  Subarachnoid hemorrhage

Note:  70-80% of all strokes are ischemic; ischemic strokes are the only type that may receive fibrinolytics (tPA) if the patient meets the criteria.

The National Institute of Health Stroke Scale (NIHSS) is considered the standard, routine in-hospital measure of neurologic function (Attachment A).

SCOPE OF PRACTICE:   Independent. A Registered Nurse initiates and oversees this protocol. Some specific functions may be delegated to LPN’s & NA’s according to their scope of practice.

ASSESSMENT AND CARE

1. Symptoms of stroke include: sudden numbness or weakness of the face, arm or leg; sudden confusion, trouble speaking or understanding; sudden trouble seeing in one or both eyes; sudden trouble walking, loss of balance or coordination and dizziness; and sudden severe headache.

2. Complete the NIHSS on all patients with the diagnosis of acute Stroke, r/o Stroke or TIA. It should be performed q 2-4 hrs. (*) or as ordered for 24 hrs. (Attachment A).

3. Obtain vital signs (including MAP-Mean Arterial Pressure) and pulse oximetry measurements every 2-4 hrs. (*) or as ordered for 24 hours on all patients with a diagnosis of acute stroke,  R/O Stroke,  or TIA.

Note:  

Mean Arterial Pressure (MAP) =
 2DBP + SBP 

3 

Diastole counts twice as much as systole because 2/3 of the cardiac cycle is spent in diastole. 

Usual range of MAP = 70 to 100mmHg.

A MAP of 60 mmHg is necessary to perfuse the heart, brain and kidneys.

4. Document baseline data on the NIH Stroke Scale template in CPRS or VA Form #516-118-312 in case of contingency.  

5. If patient cannot cooperate for NIHSS evaluation, assess and document level of consciousness, random movements, response to stimuli, eye contact, and speech.

6. All patients admitted with a diagnosis of acute stroke, R/O stroke, TIA will be placed on the remote monitor for 24 hours.  If no order has been received within 24 hours, consult the physician to obtain a “continue” or “discontinue” monitoring order.
7. Please refer to the Nursing Protocol on Remote Cardiac Monitoring for specific guidelines.

8. Assess swallowing reflex before allowing patient to eat or drink.

9. When a patient with new stroke symptoms presents to an area where nurses are not trained to perform the NIHSS, consult nurses on Neurology Unit, Unit 5A.

STANDARD OF CARE GUIDELINES: Recommended by the American Heart Association/American Stroke Association and Current Research Findings:

1. Patients who present within 48 to 72hrs from symptom onset of stroke need NIHSS, vital signs (including MAP), and pulse oximetry completed every 2 hrs for the first 24 hrs, every  4 hrs for the next 24hrs and then q shift:

Note: Physician orders should be obtained to verify the frequency required.

2. All patients must have at least one IV access site in the non-paralytic side.

3. Patients should have adequate hydration. IV fluid of D5W ½ NSS at 80cc/hr is recommended (*).

4. Increasing IV flow rate is the recommended intervention if MAP decreases more than 15% below baseline MAP (*). 
5. Hypertension is not routinely treated in patients with acute Ischemic Stroke. Treatment is recommended (*) for fibrinolytic candidates, and patients with specific medical indications such as: AMI, aortic dissection, severe left ventricular failure,  true hypertensive encephalopathy, and severe hypertension (SBP > 220 , DBP> 120 , MAP > 130mmHg).

6. Monitor the blood pressure closely especially if medications are administered because lowering a blood pressure too quickly can actually facilitate or extend a stroke.

7. Check for urinary retention with a bladder scan at least once within first 24 hrs.

8. Administer stool softeners and/or laxatives (*) if needed to prevent impaction.

9. Physical therapy needs be initiated (*) as soon as the patient is stable. Bedside therapy can be arranged if the patient is unable to travel to the physical therapy department.

10. Activity needs to be advanced as tolerated (*). Avoid immobility. Use a wheelchair instead of a Geri chair to promote muscle strengthening.

11. Apply knee high Ted hose (*) for patients with impaired mobility. (Be cognizant of DVT prophylaxis). 


12. Medications (*) for patients with Ischemic Stroke to include an antiplatelet or an anticoagulant agent. However, all anticoagulants and antiplatelets must be held for the first 24 hours after a patient receives tPA. 

Note: If the patient is ordered a Heparin drip, never bolus the patient. 

Cardiac and Pulmonary weight-based heparin protocols should not be used because of bolusing.

13. Initiate the Pressure Ulcer Prevention and General Skin Care Protocol, Immobility Management Protocol, and the Fall Prevention and Management Protocol.

REPORTABLE CONDITIONS: Alert Neurologist/designee (on-call attending) for the following conditions:

1. MAP decreases more than 15% from the baseline MAP for the first three days after a  Stroke or  TIA.

2. Neurological changes (note if changes occur concomitantly with change in BP).

3. Sustained headache unrelieved by prescribed medication.

4. Oral temperature exceeding 101 degrees.

5. Pulse oximetry measurement less than 89%.

6. Seizure activity

PATIENT/SIGNIFICANT OTHER INSTRUCTION/EDUCATION:

1. Arrange for patient/family to view “Stroke” videos on Osbourne system.

2. Give patient/family appropriate educational brochures. Provide explanations as needed.

3. Initiate Stroke Education referral.

DOCUMENTATION: Document the following in the patients medical record:
1. Assessment findings

2. Care/education provided.

3. Patient response to care/.education.

4. Initiate/evaluate/revise Plan of Care.
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RESCISSIONS:  None

AUTOMATIC RESCISSION DATE:  January 2012


APPROVAL:    Signature on file                                                      2/21/07
                          ________________________________               _______________
                          Joy Easterly, RN, MHCA                                       Date

                          Associate Director, Patient/Nursing Services

Distribution:    All patient care areas where nursing care is provided.


Prepared by:    Patricia Langhans, RN, MSN
                           Cheryl Howard, RN, MS, CCRN
                           Sally B. Zachariah, MD, Chief of Neurology

Appendix A

[image: image1.emf]
[image: image2.emf]
[image: image3.emf]
[image: image4.emf]
PAGE  
1

