
Sharp HealthCare
Physician and Provider Review 2021

In-Patient Stroke Care



Learning Objectives
• Verbalize the importance of management of the in-patient stroke patient in relation to 

Joint Commission and research.
• Identify prognosis of in-hospital stroke in morbidity and mortality.
• Verbalize time parameters for stroke care (stroke sx recognition to CT, stroke sx

recognition to tPA etc).
• Recognize new symptoms and worsening sx for reasons to call an in house stroke 

code.
• Specify the stroke order sets required by Joint Commission for management of the in 

patient stroke.
• Be knowledgeable of the requirements and core measures to be met at discharge. 
• Implement High Intensity Statin therapy at discharge, document thoroughly any 

contraindications as listed.



In-Patient Care of the Stroke Patient
Management of the stroke patient in hospital is a complex and highly intricate balance of 
care that demands physician and nurse attention to a variety of variables that can impact 
outcomes. 
• At Sharp HealthCare, every effort has been made to meet all Joint Commission 

Requirements through carefully written order sets and algorithms based on the 
American Heart Association and American Stroke Association Clinical Practice 
Guidelines.  This improves patient outcomes, and ensures support of nurses and 
physicians who care for them.  

• Research has shown that organized care provided to the stroke patient gives the 
patient a higher chance of survival, decreased deficits, can return home and regain 
independence.  By using the orders sets and algorithms available, and meeting the 
performance measures, Sharp HealthCare ensures the highest level of care for 
stroke patients.  



Morbidity and Mortality
Prognosis is worse for in-hospital strokes 
• Stroke severity higher 
• Longer hospital stays 
• Functional outcome worse 
• Less likely to return “home” 
• Mortality higher 
• In-hospital mortality 15-19% 
• Community stroke 2-7% 
• Death more often due to co-morbidities and complications 
• Higher complication rates (DVT, Pneumonia) 
• Infection 
• Respiratory



In-Patient Stroke Code
Between 4 and 17% of all ischemic stroke have symptom onset during hospitalization with 35,000 to 
75,000 stroke occurring annually in the hospital. (AHA 2015)

Large proportion of in-hospital strokes 
occur in patients with pre-existing 
cardiac conditions or recent cardiac 
surgery: 
• Atrial fibrillation 
• Acute Myocardial Infarction 
• Bacterial endocarditis 
• Cardiac thrombus 
• Coronary Artery Bypass Graft 
• Implantation/removal of pacemaker 
• Aortic repair

Pre-disposing factors: 
• Pro-thrombotic states 
• Interruption of antithrombotic therapy 
• Hypotension 
• Post TIA 
• Paradoxical embolism 
• Plaque disruption from vascular 
manipulation



In-patient STROKE CODES have the same work up and 
time parameters as an ED stroke code
• Stroke Recognition to physician arrival 

≤10 minutes
• Neurology assessment in person or by 

Telestroke in 30 minutes 
• Stroke Recognition to CT initiation 

≤ 20 minutes 
• Stroke Recognition to Alteplase

administration ≤ 30 minutes 
• Stroke Recognition to groin puncture for

endovascular care ≤ 60 minutes
• Stroke Recognition to recanalization of 

large vessel occlusion ≤ 90 minutes



In-Patient 
Stroke Code 
Algorithm

Note:
Once BEFAST, 
Neurologic deficit 
or worsening 
symptoms met, 
STROKE CODE 
called FIRST

Worsening symptoms 
defined as: change in 
speech or vision 
and/or increased 
NIHSS associated 
with increased 
unilateral weakness.

Update:



Inpatient order sets, required to be used by Joint 
Commission.  They contain most of the Clinical 
Performance Measures required:
Admission order sets:
• Stroke Ischemic/TIA admission set
• Intracranial Hemorrhage admission set (ICU and PCU)
• Subarachnoid Hemorrhage admission set  (ICU and PCU)

Interventions:
• IR Post Intra-Arterial Thrombolysis Mechanic Thrombectomy for

Ischemic Stroke, admission to ICU
• Post Alteplase order set (ICU)



Required by 
Joint 
Commission

Ischemic Stroke/TIA admission



Required by 
Joint 
Commission

Stroke Intracerebral Hemorrhage 
ICH admission

Remember to document the ICH 
score in consultation note. 



Required by 
Joint 
Commission

Stroke Subarachnoid Hemorrhage 
SAH Admission

Remember to document the 
Hunt and Hess score in 
consultation note. 



Required by 
Joint 
Commission

IR Post Intra-Arterial 
Thrombolysis
Mechanic Thrombectomy for
Ischemic Stroke

Note specific BP 
parameters per 
NIR or Neurology



Required by 
Joint 
Commission

Stroke Ischemic post Alteplase
admission to ICU



Order sets for emergency situations in ICU:
Angioedema post Alteplase Hemorrhage due to Alteplase



Clinical Performance Measures per Joint Commission
(measured on a monthly basis)

Program 
Concept

Acute Stroke Ready
Hospital (ASRH)
(SCOR)

Primary Stroke Center (PSC)
(SMH, SCVMC)

Comprehensives Stroke 
Center (CSC)
(SGH)

Clinical 
Performance 
Measures

ASR-I-1 Thrombolytic Therapy 
(IP)
ASR-OP-1 Thrombolytic 
Therapy (Drip And Ship)
ASP-OP-2 Door To Transfer 
To Another Hospital
ASR-IP-3 Discharged On 
Antithrombotic Therapy

STK – 1 Venous Thromboembolism (VTE) 
Prophylaxis
STK-2 Discharged on Antithrombotic 
Therapy
STK -3 Anticoagulation Therapy for Atrial 
Fibrillation/Flutter
STK-4 Thrombolytic Therapy
STK-5 Antithrombotic Therapy by End of 
Hospital Day 2
STK -6 Discharged on Statin Medication
STK-8 Stroke Education
STK-10 Assessed for Rehabilitation
STK-OP 1 Door To Transfer for Care
CSTK-1 NIHSS Score Performed for 
Ischemic Stroke Patients

In addition to PSC requirements:
CSTK -3  Severity Measurement for ICH and 
SAH
CSTK -4  Procoagulant Reversal Agent 
initiation for ICH
CSTK-5  Hemorrhagic Transformation
CSTK-6 Nimodipine Treatment Administered
CSTK-8 Thrombolysis in Cerebral Infarction 
Post treatment Reperfusion Grade
CSTK-9 Arrival time to Skin Puncture 
CSTK-10  Modified Rankin Score (mRS at 90 
days)
CSTK-11  Timeliness to Reperfusion: Arrival 
time to TICI 2B r higher
CSTK-12 Timeliness of Reperfusion: Skin 
Puncture to TICI 2B or Higher



Ensure That These Core Standards are Completed:

• Venous Thromboembolism (VTE) Prophylaxis
• Discharged on Antithrombotic Therapy
• Anticoagulation Therapy for Atrial Fibrillation/Flutter
• Thrombolytic Therapy
• Antithrombotic Therapy by End of Hospital Day 2
• Discharged on Statin Medication
• Stroke medication reconciliation
• Assessed for Rehabilitation
• NIHSS Score Performed for Ischemic Stroke Patients



High Intensity Statin Prescribed at Discharge
Ischemic Stroke and TIA patients (≤ 75 years of age) prescribed high-intensity statin 
therapy at discharge OR, if > 75 years of age, are prescribed at least moderate-intensity 
statin therapy at discharge. LDL <70 as a standalone reason for not prescribing statin 
dose (moderate/high intensity) is not considered a contraindication.

Included Populations: Ischemic Stroke and TIA 

Contraindications accepted for this therapy:
 Intolerant to moderate or great intensity (must document and relate issue to statin)
 No evidence of atherosclerosis (cerebral, coronary, carotid or peripheral vascular 
disease, documented and related to statin)
Patient, family or healthcare decision-maker refusal
Other documented reason (must document and relate issue to statin)



What can you do to ensure the highest level of care for 
stroke patients?

• Respond to in house stroke codes
• Use the order sets, they are the best way to ensure that stroke core 

measures are met and Joint Commission recommendations are followed.
• Know that if you do not call a stroke code, CT’s and other tests will be 

delayed
• Connect with Neurology as part of the process
• Validate documentation is complete
• Ensure all steps of the inpatient stroke code algorithm are followed
• Calling a stroke code is never the wrong thing to do, anyone can call a stroke 

code and ensure resources are available for further assessment. 



THANK YOU
Please contact your hospital stroke manager for any other questions:

Sharp Memorial Hospital Advanced Primary Stroke Center    Chris Sundby
Sharp Coronado Hospital Acute Stroke Ready Hospital Elisabeth Green
Sharp Chula Vista Hospital Advanced Primary Stroke Center Crystal Limonta
Sharp Grossmont Hospital Comprehensive Stroke Center Diane Royer
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