Stroke Care — First week
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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
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Acute Stroke Unit Functions And Facilities
Management throughout the first three weeks...
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Fig. 10.4 Histogram showing the proportion of patients dving from
different causes at increasing intervals after a first-ever-in-a-lifetime
stroke (from Bamford et al. 1990b; Dennis et al. 1993).
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Comparison:  Organised stroke unit care vs conventional care
Outcome: Death or dependency by the end of scheduled
follow-up

Study Expt Ctrl OR OR

n/N n/N  (95%CI Fixed) (95%ClI Fixed)
Birmingham 8/29 9/23 o 0.59[0.18, 1.91]
Dover 65/116  79/117 —&— 0.61 [0.36, 1.04]
Edinburgh 93/155 94/156 —— 0.99 [0.63, 1.56]
Helsinki 47/121  65/122 0.56 0 33, 0.93]
lllinois 20/56 17/35 0 0.59 [0.25, 1.39]
Kuopio 31/50 31/45 o 0.74 [0.31, 1.73]
Montreal 58/65 60/65 i 0.69 [0.21, 2.30
New York 23/42 23/40 0 0.89 [0.37, 2.14]
Newcastle 26/34 28/33 - 0.58 [0.17, 2.00]
Nottingham 123/176 100/139 —a— 0.91 0 55, 1.48]
Orpington (1993) 101/124 108/121 —&=— 0.53 [0.25, 1.10]
Orpington (1995) 34/34 37/37 < e > 0.92[0.02, 47.65]
Perth 10/29 14/30 o 0.60 [O 21,1.72
Tampere 53/98 55/113 - 1.24 [0.72, 2.14]
Trondheim 54/110 81/110 0.35 [0.20, 0.61]
Umea 52/110 102/183 —o=— 0.71[0.44, 1.14]
Uppsala 45/60 41/52 0 0.80 [0.33, 1.95]
Total (95%CIl) 843/1409 944/1421 0.71 [0.60, 0.84]
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Outcomes after stroke unit care

Table 4.2 Absolute outcomes in the stroke unit trials

Outcome Stroke  Control  Odds ratio Absolute
unit (95% CI) difference
In outcomes
(95% CI)
Home (independent) 39% 33% 1.4 (1.2-1.7) +5(+1-+8)
Home (dependent) 18% 16% 1-:0 (0-7-1-4) 0(—4-+3)
Institutional care 20% 22% 0-8 (0-7-1-0) -1(—4-+1)
Dead 23% 28% 0-8 (0-7-1-0) -4 (—7-0)
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Fig. 10.15 ‘Failure to thrive’ after a stroke. Deviation from the
expected recovery pattern might be due to any number of factors,
including recurrent stroke, infections, depression, etc.



Stroke Treatment Year 2000 and Beyond
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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
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Anticoagulation —Warfarin
(Cardiogenic Embolism)

e 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

e Acute Ml or LV Thrombus

* Cardiomyopathy



Bloodpressure

e 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, Ml and vascular
events — related to degree of BP lowering

e HOPE —24% 4, stroke, Ml and death

e PROGRESS —43% J, 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 (= 1/ ; < 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

e Patients with stroke/TIA with
— Elevated cholesterol
— Comorbid coronary artery disease
— Evidence of atherosclerosis

Manage according to NCEP |l guidelines —
includes statins: LDL-C < 2.6mmol/L




Diabetes

e Patients with stroke/TIA
— Treat BP to <135/85
— Usually combination therapy

— ACEIl 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



Tissue at risk - Penumbra

CBF 15 to 40 mL/100g/min
CBF <10 mL/100g/min




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

e SITS —MOST — 6483pt Rx by 31/8/06
— Independence =54.3%
— Mortality =11.3%
— Symptomatic ICH =1.7%



PRIMARY SECONDARY

PREVENTION PREVENTION

ORGANISATION
OF STROKE
SERVICES

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



Stroke Unit Staff

e Thisistrue” 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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“ANGEL OF THE CRIMEA” DIES
AT ADVANCED AGE OF NINETY.

WORLD LOSES.

fices for Humanily.

Florence Nightingale. First Woman to Follow Modcrn
Army Into Battle as Nurse, Succumbs to Heart Trou-
ble in London—Her Life a Carcer of Unsclfish Sacri-

0xDON, Aug. 14.—Florence Night-

Ingale, the famous nurse of the

Cumean War amd the only wolnan
who ever received the order of Morit,
dicd yesterday afternoon at her Lon-
don home. -

Although sl had been an invalid
for a long time, rarely leaving her
room, her death was somewhat un-
capected A week ngo she waa qulte
sick, but then Improved and on Fri-
day waa cheerful. During that night
nlarming symptoms developed and she
gradunily sank until 2 o'clock Satur-
duy afterngon, when an attack of
heart fallure brought the end

Iler funeral will be as qulet as pos-
sible, in accordancée with her wishes.
Durlng recent years, owing to her
fochleness and advanced age, Miss
Nightingale had recelved Dbut few
A lsltors,

On May 12 last, =he celebrated her
nincticth birthidny. Florence Nightin-
kale was born AMay 12, 1820, She was
the first woman to follow a modern
army into battle As o nurse, and In
the CGerman War, gained the title of
“Angel of the Crimca.™”

FOUXDS NURSES SCHOOL.

At the close of the war she was en-
abled by o testimonial fund amount-
ing to $250,000, to found an institution
fur the training narses, the Night-
Ingale Home at g Thomns. She was
aleo the means of ealling attention to
l‘.:'m Iamsa.nltary conditlons of camp hos-

1nls.

In 1908, =he recelved the freedom of
the gity of London nnd Kinz Ddward
bestowed upon her the Onler of Merlt,
the most exeluzive di=tincilon in the

[ASSOCLA\TED PRESS NIGHT REFORT.]

bership of the order (8 limited to

twenty-four amd It Includes such men

as Lord Roberts, Lord Wolsaly, Flelld

Marshal Kuchener, James  Oryce,

Frince Yamagata and Admndal Togo
S ———

INCIDENTS IN CAREER
OF A NOBLE WOMAN.

(MY DIRGT WIRE T0 THE TIME= ]

Born of o gond family at Derlys
shire, Florenes XNightingale studied
nmsing with the Protestant Sisem™
of Mercy nt Kalseworth on the Rhinc
and e¢lsewhere, Accompanied by some
other devoted women she went to
Crimen during the allled war agalnst
Ruasia in J854.

In the Crimen men dled llke flies
Antiseptie surgery, the proper treat-
ment of typhold fever, ea sanita-
tlon and many other such life-saving
methods were unknown. Jiss Xight-
lngale's remarkable executive ability
enabled her to transform the nols¢-
soma barracks occupled by the wick
and wounded Into ctean and orderty
hoapitals, Her sweot disposition won
the soldlers”™ hearts. Some times a
convalescent man trled to kisy her
shadow ns she passed.

She originated modern Thosptal
nur<cx, The United States govern-
ment =cnt to her thanks and a tes-
timonial for her nngTeniuns for im-
proving military hoapitals during the
Civil War. Several natlons contrib-
uted to the 3230000 fond. which was
prexented to hwr after the Crimean
War. Unweelftably she founded the
XNlzghtingale Home for the traiming of
nurges with the money. She wrote
much and expertly on mursing and
hospitals,

In the chapel of Cornell University
I= a stained glass window lonoring

Elft of the Hritlsh severeign, The mem- fior
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Florence Nightingale (1820 — 1910)
The Dally error

THE MORMING JOUENAL SITH THE SECUND CANGEST MST SALE

LT I o NOWIWY, ALGAST A S L

MISS . FLORENCE NIGHTINGALE, “THE ANGEL OF THE CRIMEA," WHOSE DEATH IS
ANNODKCED, WITH SOME OF THE NURSES WHOSE PROFASSION SHE CREATED.






