
Frontline staff suspect 
new neurological 

changes

Code Stroke Activated

Stroke Team Arrives

- Obtain Vital signs

-Obtain Glucose

- Ensure stability

- Obtain Van/BeFAST 

Primary team notified 
by frontline staff or TL

Establish timeline of 
symptoms and event

Complete NIHSS

Review patient history

Assess PIV location and 
function

Order CT scans

1) CT Head Stroke Protocol

- If no blood continue 

- If blood present 

See below*
2) CT Head Perfusion w 
Contrast

If NIHSS > 6 or clinical suspicion

3) CTA – Acute Stroke Protocol 
head and neck

If NIHSS > 6 or clinical suspicion

Decision made for TPA 
administration

- Consult Neurology

- ICU admission orders

Decision made for IR 
intervention

- Consult NeuroIR

- Call IR. IR to place case

- Notify Anesthesia

- Intubate prior to IR transfer

- Maintain SBP > 140

- ICU admission orders

Interventions

Thrombolytic Exclusion Criteria
- Hemorrhage, developed ischemic stroke or neoplasm on CT head

- Active bleeding
- Epidural or noncompressible arterial puncture within last 7 days

- BP > 185/110 despite treatment
- Significant stroke, head trauma, intracranial surgery, spinal surgery in last 3 months

- Use of Dabigatran, Rivaroxaban, Apixaban within 48 hours
- Use of therapeutic dosing of Enoxaparin within 24 hours
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CT scans

Blood on CT*
- Consult Neurosurgery
- Consider CTA
- Treat SBP to 140-160
- Repeat CT head in 6 

hours
- Consult ICU

TPA

Code Stroke 

Timeframe < 15 min Timeframe < 60 min

Timeframe < 45 min

Timeframe < 75 min

IR

Timeframe < 30 min


