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 Stroke Unit 
• Dedicated personnel trained in stroke management 

 

• Stepwise guidelines supported by explicit checklists 

 

• Continuous monitoring available 

 

• Stepwise guidelines for diagnosis and treatment 

 

• Early care and rehabilitation by multidisciplinary team 



Acute Stroke Unit: Functions (1) 

• Management and monitoring (as described for ER) 

• Confirmation of diagnosis and aetiology using 
stepwise approach 

• Therapy as appropriate experimental treatments 

• Prevention of early recurrence/progression of stroke 

• Prevention of complications 



Acute Stroke Unit: 
Functions (2) 

 

• Reassurance and support for patient and family  

• Assessment of risk factors for recurrence 

• Immediate start of early rehabilitation 

• Secondary prevention 

• Routine follow-up at outpatient clinics 

• Data bases for research 



Acute Stroke Unit: Multidisciplinary Team 

• Neurologist, on site 
– neurosurgeon,  

on duty 
– neuropsychiatrist,  

on call 

• Internist/cardiologist 
• Specialist nurses 
 
Other consultants as required 

 

• Physiotherapists 
• Speech and occupational 

therapists 
• Neuropsychologists 
• Social workers 
 



First day post stroke NB list 

• Clear airway 

• Adequate oxygenation 

• Swallowing ability  

• Hydration  

• Urinary incontinence 

• Fever – avoid/treat and investigate 

• Prevent:  DVT, pressure sores,    
 aspiration and trauma 

 



First day post stroke NB list 

• Concomitant disease  

• Review home medication 

• Protection of a flaccid shoulder/positioning  

• Information 

– FROM patient and family  

– TO 

• PATIENT 

• FAMILY 

 





Acute Stroke Unit Functions And Facilities 
Management throughout the  first three weeks... 

  





Stroke morbidity 





Stroke Units - Patterns of Death 



Outcomes after stroke unit care 





Stroke Treatment Year 2000 and Beyond 

Call 
emergency 

services 

ER stroke team 

Activated 
(15 minutes) 

Neuroprotective 
drug infused 
during transport 

Brain scan 

 
Drugs administered 
‘stroke-treatment’ 

cocktail 

Full recovery 

Stroke onset Secondary 
prevention 
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Secondary Prevention 

Antiplatelet agents 
 

• Aspirin  -Antiplatelet Trialists Collaboration 
  -25% RR for Stroke 
  -Dose 50 - 325mg 

• Combination Aspirin and Extended Release Dipyridamole 
  -Better than Aspirin (ESPS-2) 
  -23% RR over Aspirin for stroke 

• Clopidogrel (CAPRIE) 
  -8% RR over Aspirin for stroke 
  -Cost / Safer than Ticlopidine 

• Ticlopidine (TASS) 
  -21% RR over Aspirin for stroke 
  -Side effects 



New vs. Old 



Anticoagulation –Warfarin 
(Cardiogenic Embolism) 

• Atrial Fibrillation 
– Warfarin with INR 2.0 – 3.0 
– 70% risk reduction 
– Only reason NOT to use Warfarin is an absolute 

contraindication 
– Aspirin if Warfarin cannot be used 

 

• Acute MI or LV Thrombus 
 

• Cardiomyopathy 



Bloodpressure 

• Straight line relationship between level of BP and 
stroke risk  

• Post-Stroke Hypertension 
– 7 RCT’s 
– 15527 pt’s with stroke, TIA or ICH 
– Followed for 2 – 5 years 

Clear risk reduction of recurrent stroke, MI and vascular 
events – related to degree of BP lowering 

• HOPE – 24% ↓ stroke, MI and death 
• PROGRESS – 43% ↓ in recurrent stroke 

(Both HT and non HT pt’s) 



Bloodpressure 

AHA Guidelines 2006 

• All patients with stroke/TIA – need to be on anti 
hypertensive treatment 

 

• Both hypertensive and non hypertensive stroke 
survivors should be treated (≈ 10/5 ; < 120/80) 

 

• Lifestyle modifications 



Carotid Endarterectomy 

• Stroke/TIA with ipsilateral Carotid Stenosis  

 ≥ 70% SURGERY advised  

 

• MUST be done in 2 weeks 

 

• If surgery cannot be done – consider CAS 



Cholesterol lowering 

• Patients with stroke/TIA  with 

– Elevated cholesterol 

– Comorbid coronary artery disease 

– Evidence of atherosclerosis 

 

Manage according to NCEP III guidelines – 
includes statins; LDL-C < 2.6mmol/L 

 



Diabetes 

• Patients with stroke/TIA  
– Treat BP to <135/85 

– Usually combination therapy 

– ACEI or ARB have shown clear decreased renal 
disease progression 

 

• Glucose control prevents microvascular 
complications  

• HbA1C ≤ 7%  
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“Brain Attack” 

The 4.5 Golden Hours 

 



EUSI : Goal in Acute Management 

• To improve stroke outcome  

  through improved early 
management, 

  emergency treatment and  

  acute intervention 





Thrombolysis Status 2007 

• Meta – analysis of all thrombolytic Rx in 3h’s 
– Prim. Outcome CONTROL GP  = 68.3% 

– Prim. Outcome TREATMENT    = 55.2% 

– ARR                                             = 13.1%p=.00002 

– THUS NNT                                  = 7.7 

 

• SITS –MOST – 6483pt Rx by 31/8/06 
– Independence  = 54.3% 

– Mortality   = 11.3% 

– Symptomatic ICH  = 1.7% 



ORGANISATION 
OF STROKE 
SERVICES 

SECONDARY 
PREVENTION 

PRIMARY 
PREVENTION 

ACUTE 
CARE 

COMPREHENSIVE 
REHABILITATION 
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 Emergency Medical Services 

• Full partners in acute stroke care 

 

• Recognition of stroke using simple criteria 

 

• High priority code for stroke 

 

• Urgent transport to best-equipped hospital 



Multidisciplinary Team 
 

• Prevent complications - through vigilant 
delivery of care 

 

• Prevent avoidable disability - through early 
rehabilitation 

 

• Prevent recurrence - through appropriate 
secondary prevention 



Stroke Unit Essentials 

• Educating  
• Training 
 
• Weekly program 
• Formal education 1-6 days/year 
• Themes: 
  a)Team – pt’s + carers + multidisc. 
  b)Early + intensive rehab 
  c)Staff with special stroke interest 
  d)Active carer involvement 

Level 1 evidence 



Stroke Unit Staff 

• This is true ” 24 / 7 / 365 ” service ! 

• Educate , educate , educate 

 

• ENTHUSIASM and KNOWHOW 

 

INVEST IN PEOPLE  



Our Motivation 

  

 The patient like art, is bigger than we are. 

 He will have the last word.  He will outlast us. 

  

 His pain will be ours, and his terror, and his hopes, and finally, 
perhaps, his illness. 

 

 For what are we all, ultimately … but patients 

 

         
     John H. Stone M.D. 
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