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1. INTRODUCTION
The Acute Hospital Trusts in Cumbria and Lancashire (including Southport and Formby District
General Hospital), in collaboration with the Cardiac and Stroke Networks in Lancashire &
Cumbria, North West Ambulance Service (NWAS) and Scottish Ambulance Service (SAS), will
be implementing an out of hours Acute Stroke Thrombolysis Service. This will enhance the
existing
9 am – 5 pm Monday – Friday thrombolysis service, which is available on each hospital site.
The Acute Hospital Trusts in Cumbria & Lancashire (including Southport and Formby District
General Hospital) will utilise a Telestroke rotating ’hub’ model. This provides an out of hours
solution that will ensure all patients with suspected stroke will have rapid access to appropriate
specialist advice and treatment. This may include the provision of intravenous thrombolysis,
and subsequent monitoring.
This service development will be achieved by a combination of teleradiology and remote
consultation, essentially through image transfer and videoconferencing in the emergency
setting.
There are six Trusts that make up the Telestroke Network that operate across eight sites:
Blackpool Teaching Hospitals NHS Foundation Trust
East Lancashire Hospitals NHS Trust
• Royal Blackburn Hospital
Lancashire Teaching Hospitals NHS Foundation Trust
• Royal Preston Hospital
North Cumbria University Hospitals NHS Trust:
• Cumberland Infirmary
• West Cumberland Hospital
Southport & Ormskirk Foundation Trust
• Southport & Formby District General Hospital
University Hospitals of Morecambe Bay NHS Trust:
• Furness General Hospital
• Royal Lancaster Infirmary
Local Decision Support Providers will populate this rota and it is expected that an on-call
commitment of around 1 in 16 will be achievable.
North Cumbria University Hospitals NHS Trust will be the Lead Provider and NHS Central
Lancashire will be the Lead Commissioner for the Service.

Page 4 of 53

1.1 Definitions
Telemedicine
Telestroke systems consist of a digital network including a two-way video and audio
conference facility, plus brain scan image transfer using a high speed-data transmission up to
2 Mb/s.
Telestroke
Telestroke is a real-time audiovisual conferencing system that allows specialists in stroke care
to remotely assess patients and to view their CT brain scan images across the Network sites
Decision Support Provider
For the purpose of this document, a Decision Support Provider is defined as a consultant with
experience of acute stroke, who has demonstrable training, skills and experience in the
procedures used to diagnose, treat and advise on the management of patients who will benefit
from thrombolysis.
Patient Bedside Referrer
For the purpose of this document, the Patient Bedside Referrer is the local doctor who is
requesting advice from the Decision Support Provider. This person would usually be a middle
grade doctor or Consultant in Emergency Medicine or Acute Medicine.
Local
This is the site where the patient is situated.
Remote
This is the location of the advising Stroke Physician

1.2 Service Aims
The Cumbria & Lancashire Telstroke Service aims to provide the out of hours component of a
24 hours a day, seven days a week stroke thrombolysis service to the public. This policy will be
common to the six Trusts who will provide this hyper-acute service although it is recognised
that each individual site will have small local variations.

Please Note:
Stroke Thrombolysis is a time limited treatment option, which is suitable for approximately
10 - 15% of stroke admissions.

At present, the drug licence states that treatment with rTPa must be given within three hours of
symptom onset. It is therefore essential that suspected stroke patients are transferred to
hospital as soon as possible to ensure maximum potential benefit from stroke thrombolysis.
Recent trial data (SITS-ISTR) demonstrates efficacy of Alteplase (rTPa) for up to 4.5 hours
after stroke onset. ECASS 111, Lancet Neurol (2009)8. It was agreed (by clinical consensus
from clinicians on the Telestroke Rota) for the purposes of Telestroke that Thrombolysis will be
delivered up to 4.5 hours after stroke onset. See Appendix 2 Prescribing medicines for use
outside the terms of their licence (off-label) GMC Guidance (2006)
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2. Telestroke Pathway
2.1 Flowchart

Out of Hours: STROKE PROTOCOL
Initial presentation of
symptoms > 999 call
Other admission
methods, GP, self
referral, usually
No PRE ALERT

Via Ambulance
PRE ALERT
FAST
ED/A&E

Initial triage,
Confirm Time of Symptom Onset
Initial confirmation of stroke using of ROSIER tool (Appendix 1)

Urgent Medical Review & complete Initial Network Thrombolysis Checklist
included in Stroke Thrombolysis Pathway document (Appendix 1)

If patient considered suitable for Stroke Thrombolysis then Patient Bedside Referrer will:
• Contact on call Decision Support Provider to inform of patient’s admission, and
suitability
• Arrange urgent CT scan, get patient’s weight (if able), bloods, and initial medical history
• Set up Telestroke cart, for Telecart review with on call Decision Support Provider

Telecart review of patient’s suitability for stroke thrombolysis with on call Decision Support
Provider including NIHSS, review of CT head scan via PACS systems, and relevant medical
history (Appendix 1)

Decision reached to either thrombolyse or not
Verbal Consent gained if appropriate, and appropriate treatment delivered
Drug dose calculated using patient weight (if available), at 0.9mg/kg (Appendix 1)

Patient thrombolysed in a locally identified area; A&E, CCU, or ASU
followed by a period of close observation for 24 hours,
to include NIHSS review at 2 hours post thrombolysis, and 24 hour follow up CT scan

REMOTE TELECART LINK is available for patient assessment by on call Decision Support
Provider if required
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2.2 Pathway
Patients will be referred into the service by emergency call, GP or self referral. NWAS and SAS
have agreed to provide a Cumbria & Lancashire wide pre-alert for all suspected stroke
patients. The precise pathway may vary slightly at the individual sites depending on the
department the patient will be thrombolysed in and where they will monitored post
thrombolysis.
Upon arrival in A&E – STAFF WILL IMPLEMENT THE STROKE PATHWAY
NWAS/SAS team will perform a handover to A&E nursing staff informing them of FAST status.
If patients are self referred FAST trained A&E receptionists will alert the senior nurse to
expedite the thrombolysis pathway.
The following will occur:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•
•
•

•

•
•

Patient will be put into identified bed area in the Emergency Department
Triage observations will be recorded (blood pressure, pulse, O2 saturations, temperature,
GCS)
Blood glucose must be recorded
A thrombolysis documentation pack will be available (Appendix 1)
ROSIER assessment will be performed by nursing/medical staff to identify patients with a
high likelihood of stroke diagnosis (Appendix 1)
The time of symptom onset or the time when the patient was last known to be completely
well, will be identified
Documentation will be completed by A&E nursing and medical staff.
Bloods taken for Clotting, FBC, U&Es, CRP, Cholesterol, Glucose, ESR and Cross Match
ECG recorded
Patient is weighed (if equipment available)
Initial decision by A&E Medical staff to determine if patient meets thrombolysis inclusion
criteria (Appendix 1)
Telecart delivered to bedside in readiness for consultation
Switchboard to be contacted and asked to call the Decision Support Provider via their
mobile telephone.
Urgent CT scan ordered by A&E Medical Staff/Medical Registrar, which must be performed
with 60 minutes of initial request. (National Stroke Strategy 2007 1, National Institute of
Clinical Excellence 3 Royal College of Physicians 4)
Bed Manager informed of potential thrombolysis patient and identified area prepared
Commence remote consultation before CT scan (unless this delays the scanning
procedure). If CT scan is going to be delayed contact Decision Support Provider 20 minutes
prior to the scan. The timing for initial contact will be reviewed after a 16 week trial period.
Decision Support Provider to review the patient, this may include National Institute of
Health Stroke Scale (NIHSS) assessment (Appendix 1)
CT images will be reviewed by the Decision Support Provider along with associated
investigation results.
The on-call Radiologist at the local site should only be contacted for advice or second
opinion. At this stage they will be asked to provide a verbal report, a formal report should be
available within 24 hours.
Decision made as to further treatment, based on remote consultation. Decision Support
Provider will complete the joint decision making form and send through secure NHS mail
account to designated area, the Patient Bedside Referrer will retrieve the form and
complete their part and file in the patients health record.
If decision to thrombolyse, Decision Support Provider, in consultation with Patient Bedside
Referrer, will agree dose of rTPa and the Patient Bedside Referrer will prescribe it.
Drug dose calculated from patient’s weight and administered as 10% bolus over one - two
minutes and remaining 90% to be infused over one hour as per local agreed method.
Page 7 of 53

•
•
•

•
•

(Appendix 1)
Patient consent (verbal), should be obtained where possible
Patient should be transferred to a designated area to receive thrombolysis and appropriate
monitoring
Continuous observations for the first 24 hours are recorded on the Stroke Thrombolysis
Observation Chart (STOC) chart (Appendix 1). Suggested interventions on the
management of potential complications including Intra-cranial bleeding, extra-cranial
bleeding, allergic reactions and complications related to the stroke itself are available.
(Appendix 1)
On-going care is the responsibility of the local on-call medical team until transferred to the
care of the local Stroke physician.
Further consultation will be available via the Decision Support Provider if required for
advice on complications.

2.3 Video and Audio Recording of Consultation
Each remote consultation will be video and audio recorded for audit, performance, and training
purposes. Written consent should be sought as soon as possible, if the recorded consultation
is to be used for educational purposes. The responsibility of obtaining written consent lies with
the local Stroke physician. Should the patient refuse to give this consent, then the digital
recording must be stored as a medical record and labelled by the rota co-ordinator at NCUH as
consent not given for training and educational purposes.
Each site is to amend their existing video/audio policy to incorporate the Telestroke guidance in
line with GMC2 requirements (Appendix 2).

3

RESPONSIBILITIES OF RELEVANT STAFF GROUPS
The roles and responsibilities, and required training, of all relevant staff along the acute stroke
care pathway in relation to telemedicine are listed below. The precise pathway, and hence the
groups of staff involved, will vary from site to site. The following is provided as an illustration of
the relevant stages at one site. Please refer to Governance Policy Document no XXXXXXXX
for further details
Patient
pathway
Pre-hospital
care
Hospital prealert
and cascade
Arrival at A&E

Responsibility
NWAS/SAS

NWAS/SAS and
A&E staff
A&E
Receptionist

Clinical governance issues for healthcare
professionals
• Paramedics screen patients with FAST test
• All paramedics appropriately trained.
•
•
•
•
•
•

A&E/triage
nurse

•
•
•
•
•

Paramedics pre-alert A&E staff by telephone or radio.
Criteria for pre-alert all suspected stroke patients.
Handover to A/E staff
Trained in FAST assessment for patients who self
present
Alert triage nurse of FAST +ve patients
Telestroke consultation documentation to be retrieved
and put into the patients health care records from
secure NHS Net email address
A&E undertakes initial monitoring observations, inc
blood glucose
A&E recognises stroke by using the ROSIER validated
stroke screening tool (Appendix 1),
A&E alerts other relevant staff (e.g. A&E middle grade
or medical SPR).
Coordinates relevant investigations
A&E informs bed manager of potential stroke
thrombolysis patient
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•
•
•
A&E
Coordinator
Shift Leader

•
•

•
•
Assessment
of
patient for
thrombolysis

Patient Bedside
Referrer

•
•
•
•
•
•
•
•
•
•
•

Stroke &
A&E clinical
lead
CT scanning
of
patient

On-call
radiographer to
perform scan

•
•
•

PACS Manager
Radiology
Manager

•
•

Observations repeated every 15 minutes
All A&E staff to be appropriately trained.
Daily check of telecart equipment to ensure it is in
good working order. Any faults must be reported to the
helpdesk, documented and followed up.
Ensure there are at least 5 sets of thrombolysis
documentation packs available
Ensure there are at least 2 full doses of Alteplase
medication available in the A&E drug cupboard. (4 x
50mgs Vials)
Thrombolysis equipment is available (syringe
driver/pump)
Undertakes a joint handover of patient which includes
a full set of observations to ensure validity.
Follows agreed acute stroke protocol, ensuring all
initial assessments in thrombolysis pathway document
have been fully completed.
Confirms likely diagnosis of stroke
Confirms time of onset or time last seen completely
well
Completes inclusion and exclusion criteria for
thrombolysis for acute ischaemic stroke
Communication with patient and family to get further
information re medical background and medication.
Request CT scan ensuring timely response (60 mins).
Contacts the Decision Support Provider and initiates
the remote consultation
Following CT scan, fully completes clinical
assessments included in the thrombolysis pathway
document
Validated scale of physical impairment in acute stroke
NIHSS used and recorded.
Prescription & delivery of rTPa (Alteplase)
Remote consultation documentation to be retrieved
from A&E receptionist completed and put into the
patient’s health care records as soon as possible
(within 30 minutes). All entries must be dated and
timed.
All relevant medical staff appropriately trained.
Ensure request card written for 24hour post
thrombolysis repeat CT scan.
Emergency CT scanning for thrombolysis performed by
radiology team of the hospital where the stroke patient
is admitted, using non-contrast CT scanning as
standard technique. The scan needs to be completed
as soon as possible or within 60 minutes as per
National Guidelines
Agreement for Decision Support Provider to access
images via PACS at each Trust.
All relevant Radiographers and Radiologists familiar
with thrombolysis protocol
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Interpretation of
CT scan

Decision
Support
Provider

•

•
•

•

Communicating
decision to
thrombolyse
using
telemedicine

Decision
Support
Provider.

•

•
•
•

Immediate postthrombolysis
care

Medical on
call team

•
•

•
•

Postthrombolysis
care - the next
day

Local on-call
team/Stroke
consultant
and their team

•
•
•

Agreement that CT head scans will be interpreted by
the Decision Support Provider. The On call
Radiologist must only be contacted for advice and
second opinion if required.
Pre-agreed format for interpreting of scans in acute
stroke recommended (validated scaling system e.g.
ASPECTS)
Capacity restrictions prevent immediate interpretation
of CT by Neuroradiologist. Acute interpretation will be
made by Decision Support Provider/neurologist (who
have undertaken training/assessment). This does not
provide a substitute for interpretation by radiology but
is deemed to be in the best interest of patient
management so as not to delay treatment.
Responsibility for this process will reside with the
individual organisations.
A written report is to be formulated by the on-call
Radiologist and inserted into patient’s healthcare
records within 24 hours.
If advice is sought a verbal report is sufficient.
Decision to thrombolyse or not will be fully documented
with the reasons behind the decision on the joint
decision making form it will then be transferred via
email using secure NHS emailing system to the Patient
Bedside Referrer..
If email is not possible, for contingency purposes,
documentation will be done through immediate or
deferred fax or writing in patient’s notes.
Verbal consent obtained where appropriate
On weekends and Bank Holidays CT head scans of
patient’s thrombolysed the previous day are to be
reviewed by the local team.
Patient transferred to acute stroke unit bed (or locally
agreed appropriately staffed area) to receive stroke
specialist multidisciplinary care.
During out-of-hours period the patient will be under the
care of the medical consultant on-call at the hospital
where thrombolysis has taken place; who can contact
the Decision Support Provider for advice.
Medical on-call team to manage all aspects of postthrombolysis care.
Protocols for post thrombolysis care will be available
along with management of complications guidance
within the stroke thrombolysis pathway document
Appendix 1
The stroke patient will remain under the care of the
admitting physician until taken over by the local stroke
physician.
The patient’s neurological change should be reviewed,
global change( better, no change, worse) should be
recorded
CT head scans should be repeated approximately 2436 hours after the thrombolysis commenced. If patient
thrombolysed after midnight scan should be performed
in 1st available slot within next day normal working
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•
Network wide

Everyone

Trust
Responsibilities

Trust
Managers

•
•
•
•
•

hours.
The local team will be informed of the results by the
local Radiologist of the Day.
All patients to be entered into SITS-ISTR database 5
Clinical governance meetings at each trust
Network wide monthly Telestroke audit meetings.
Hyper-acute stroke specific bed must be available to
accept stroke thrombolysis patients at all times
Staff with appropriate skills and competences must be
available to deliver required care 24 hours per day.

3.1 Telestroke Rota Coordinator
The Telestroke Rota Coordinator is based at the
and can
be contacted by ringing
switchboard on
in office hours. This person is
responsible for the production of the rota which will be produced four months in advance.
Predicted study leave and annual leave should be communicated at least six weeks in
advance. The rota coordinator will ensure that the switchboard at each site receives a copy of
the rota in advance of the rota period commencing. Any proposed alteration to the rota must be
communicated to the Rota Coordinator; the minimum acceptable notice is one working day.
The Rota Coordinator will ensure that all switchboards receive an updated version of the rota
before the change is due to take effect, this service will only be available Monday – Friday
during normal office hours. All sites must inform the Rota co-ordinator of any impending
maintenance or breakdown of CT scans, so they can inform the relevant on call
physician. It is the individual Trusts responsibility to inform NWAS if the stroke patients need
to be transferred to another site for CT imaging, as per their local contingency plan.
At weekends/Bank Holidays or in an emergency where the rostered Consultant is unavailable,
it is the responsibility of the Trust where the Consultant is based to arrange cover for that slot
initially within own Trust first and to communicate this change to the switchboards at each site.
The rostered Consultant must be contacted by switchboard.
If emergency occurs out of hours and the Trust where rostered consultant is employed is
unable to find a replacement, then the Duty Manager at NCUHT will need to be contacted and
the responsibility to find a replacement will be transferred to them.
Any other changes within the period of the rota will be the designated on–call consultant’s
responsibility to inform the rota co-ordinator.
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3.2 Name of Consultants Participating in the Stroke On Call Rota
SITE

NAME
Dr
Dr Henry Woodford
Dr Olu Orugun
Dr Gill Cook

4 TELESTROKE EQUIPMENT INSTRUCTIONS
4.1 Telecart
Full instruction guides for the use of the telecart will be made available in the following
formats:
• Laminated easy user guide (flowchart) attached to each individual Telecart (Appendix 6)
• Embedded on the hard drive of each telecart along with example of patient pathway
• In DVD format for wider distribution
• A full directory of site users will be embedded into the HDD of the telecart
• Advice can be accessed through 24 hour helpline: Tel No xxxxxxxxxxxxx
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4.2 Laptop
A comprehensive user guide for remote laptop will be provided to each Consultant on the rota.
Laptop Dashboard
• Access to Burnbank web imaging facility and the individual PACS systems of each Trust
will be incorporated into the laptop. Information icons for user guides for each individual
PACS system are also available.
• Electronic documentation to be used during each consultation (NIHSS form and joint
decision making form) once completed will be sent via secure NHS Mail account to the
relevant A&E reception. This will be retrieved by A&E Reception staff, completed by
Patient Bedside Referrer and filed into the patient’s health care records.
• A full directory of site users including telephone numbers will be embedded into the HDD
of the Laptop
• Technical advice regarding equipment failure can be accessed through 24 hour helpline:
Tel No xxxxxxxxxxxxx
4.3 IT Support
IT support will be provided by the Helpdesk for both the laptop and telecart and this will be a
part of the managed end to end service provided by Virgin Media.
Local IT infrastructure, wireless LAN, firewalls, network points etc will be the responsibility of
each individual Trust sites.

5. CONTINGENCY PLANS
5.1 CT Scanning Facilities
Planned maintenance and expected downtime at each site that affects PACS systems or CT
scanning facilities, which may impact on the delivery and decision making of the Telestroke
process, must be communicated to the Rota Coordinator as a matter of urgency. The Rota
Coordinator will then inform the relevant on-call Decision Support Providers who may be
affected.
Each site will have local contingency plans in place to cover this eventuality. NWAS will be
contacted in the event that patient transfer is required.

5.2 Bed availability and appropriate staffing
Local contingency plans are also required in the event there are no stroke beds available or
there is insufficient appropriate staffing in the required location.
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Failure of any Telestroke equipment
Please refer to Troubleshooting section of the easy user guide (Appendix 6)
5.3 Failure of Laptop
•
•

Follow fault/failure guidelines as laid out by manufacturer
Turn off then reboot, if this fails to solve the issue:
 Contact 24hour helpdesk for advice, if unable to re-establish link then:
 Contact receiving site and advise them of your actions and estimated time and method
of next contact
 The on call consultant will then go to their local site as quickly as possible to use the
on–site telecart to perform cart to cart assessment.
 Managed service will provide next day repair/replacement of faulty equipment

5.4 Telecart equipment failure (this includes camera, phone, hand set etc)
•
•
•

Follow fault/failure guidelines as laid out by manufacturer
Turn off then reboot, if this fails to solve the issue:
Contact 24hour helpdesk for advice, if unable to re-establish link then:
 Contact on-call remote Decision Support Provider who will conduct a telephone
consultation, assessing further information as required from Patient Bedside Referrer.
In this situation any decision to thrombolyse cannot be fully supported by the Decision
Support Provider.
 Managed service will provide next day repair/replacement of faulty equipment
 Local policy for reporting of incidences/equipment failure should be followed
 If Handset inoperative change batteries in the Handset

5.5 Failure to access PACS system remotely
The Burnbank IEP web imaging facility is the proposed option for the viewing of CT head
images. It is a centralised solution for access to out of hours CT head scans which will only
require one ID and one password. An alternative strategy will be identified if Burnbank not
available,
•
•

If unable to view images during consultation, Decision Support Provider will liaise with
local on-call Radiologist for verbal opinion.
For those sites that out source their CT reporting, a contact number for the reporting
radiologist will need to be provided.

5.6 Network Failure
Technical failure is the key risk in the usage of telemedicine and remote consultation in the
emergency care of people with acute stroke. Contingency plans will be in place both at single
sites, and particularly across multiple networked sites, to mitigate risks ensuing from technical
failure.
Should the Decision Support Provider be unable to receive and/or transmit audiovisual
information during a consultation, then documented contingency procedures will exist. These
include:
•

Ringing the helpline for advice
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•

Consultation by telephone only, if both an attendant physician has experience in
thrombolysis in acute stroke and an opinion on the scan from a local radiology consultant
can be obtained. This may result in the patient not being thrombolysed if the Decision
Support Provider is unable to visualise or perform full patient assessment.

The Decision Support Provider will complete the joint decision making forms and send to
receiving site within 24hours by the most appropriate secure method. This technical failure
should be clearly recorded in the patient notes and on the joint decision making checklist.

5.7 Equipment Management and Technology
NCUHT has responsibility to;
•
•
•
•

Lead on asset management and allocations, contract maintenance and system monitoring.
Coordinate access to Burnbank for consultants on the telemedicine rota.
Lead on refresh of equipment at designated intervals.
Collaborate on development of operational and technical handbooks.

6 TRAINING PROGRAMME
Telestroke service is to be seen as an extension of existing 9am – 5pm stroke thrombolysis
service which will enable thrombolysis delivery 24 hours a day seven days a week. Skills and
knowledge have already been embedded in each site as a part of the existing service. The
Telestroke process has identified other additional training needs across the workforce.
•
•
•
•

Use of the Telestroke Equipment
Training of Nursing and Medical Staff on the out-of-hours thrombolysis pathway
Documentation
Decision Support Provider training and development for Telestroke

Proposed training standards for Decision Support Providers, Junior Medical staff and nursing
staff are in Appendix 5. It is essential that all staff involved in the Telestroke service have
undergone the training as specified in the training standards in Appendix 5.
It is the local site’s responsibility to ensure that all staff involved in the Telestroke service
attains the necessary skills, knowledge and competency levels.
Responsibility to achieve and maintain this standard will reside with person nominated at each
local site.
Documentary evidence will be required to ensure that staff competency assessments are
achieved and maintained. This evidence will be reviewed by person nominated at each local
site.
The telecart manufacturer will provide ‘Train-the-Trainer’ sessions for identified key staff at
each site, who will then cascade training to all the relevant staff. Additional training materials
will be available in electronic, written and DVD format, which will provide a sustainable training
resource for existing staff and new starters.
A competency checklist for the use of the Telecart will be completed and signed off by the
identified Key Trainer for all staff prior to using the equipment Appendix 7.
Laptop users (Decision Support Providers only) will be assessed by manufacturer trainers.
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Documentary evidence will be provided by the company.
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8 APPENDICES
Appendix 1
pendix 1

Cardiac and Stroke Networks in Lancashire & Cumbria

Stroke Thrombolysis Toolkit, for use in A&E and Acute Stroke Units

A thrombolysis service requires:
Rapid response and ‘blue light’ transfer by the ambulance service.
A receiving hospital with 24-hour access to a stroke specialist, urgent brain
scanning and expertise in interpretation.
Direct admission to an Acute Stroke Unit and sufficient specialist medical,
nursing and allied health professional staff to provide 24 hour support.
If 10 per cent of acute stroke patients were to receive thrombolysis, over
1,000 people per year would regain independence rather than die or be
dependent in the long term
(Stroke strategy 2007)

The following document contains the information required to facilitate the
assessment of suitable stroke patients, who may be eligible for thrombolysis.
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Cardiac and Stroke Networks in Lancashire & Cumbria

This Document is Private and Confidential
Visitors and members of the public must not view without the consent of the
patient.
Patient Information

• This is a Multidisciplinary Integrated Care Pathway (ICP).
• The pathway will be kept as a document that all members of staff will
refer to whilst providing your care.
• It contains a record of your planned treatment/management, if you want
to know more about your care please follow the pathway.
• If you have any questions please do not hesitate to ask one of the
nursing staff or doctors.
• Remember this pathway is a guide to your expected care.
• As an individual your health care requirements may vary from this
pathway.
• Do not worry if events do not occur at the exact time stated in the
pathway, patient’s progress at different rates and the team involved in
your care will use their professional judgement to adapt your care
accordingly.
• Any variation from the pathway will be recorded and explained to you at
your request.
• If you would like to know more about how we use your information
please ask a member of staff for the leaflet “How we use your Health
Records”
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Stroke Thrombolysis – Timing sheet (24hr clock)

EVENT

TIME
(24hr clock)

Stroke onset

Ambulance arrived at
scene

Ambulance departed
scene

Ambulance arrived at
A&E

Stroke team bleeped

Stroke team arrived in
A&E
Patient left A&E
department
CT scan completed

Thrombolysis started
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DELAYS

FOR THE ATTENTION OF ALL STAFF
This Integrated Care Pathway has been developed for use as a plan of care for patients: …………………………………………………………………………………………..
It is intended as a guide only; all staff must maintain professional responsibility and accountability
when using this pathway.
Decisions regarding an individual patient’s care remain at the discretion of the professional.
Please read instructions below and sign accountability section before using the pathway.

Instruction and information for staff

• This pathway is to be completed by ALL members of the
multidisciplinary team involved in the patients care and will form part of
the patients health record
• All sections (where relevant) must be completed
• All professionals using this pathway must complete all parts of the
accountability section
• It supports decision making but does not constrain your clinical
autonomy
• Where available the pathway is evidence-based
• When an activity has been completed, sign and record the time. If
responsibility for completion of an activity is shared all disciplines must
sign
• In exercising professional judgement alteration from the pathway must
be noted as a variance and must be recorded on the variance sheet
• Please note variances may be positive or negative
• Put a V in the box next to the activity and then record the variance on
the variance sheet
• Record an explanation of the variance on the variance sheet
• Record action taken as a result of the variance on the variance sheet
• There is a multidisciplinary notes/communication section to record e.g.
additional care given. These must be signed and dated
• Any additional documentation e.g. blood results must be filed with the
ICP in the patients case notes upon discharge
• If you have any queries about using the ICP please contact the
author/originator
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Acute Stroke Thrombolysis Pathway
Abbreviations used in this section to be listed
here with the full description:
•
•
•
•

GCS
NG
IM
NIHSS

•
•
•

BP
FBC
BG

Glasgow Coma Score
Nasogastric tube
Intramuscular
National Institute Health Stroke
Scale
Blood pressure
Full Blood Count
Blood Glucose

Write patient details or affix
Identification label
Hospital Number:
Name:
Address:
Date of Birth:
NHS Number:

ONCE COMPLETED PLEASE FILE ICP IN PATIENTS HOSPITAL CASENOTES
Accountability Section
All Staff must print name in full; sign using the signature/initials to be used throughout the
document and then sign the entry with your normal signature.
Printed Name
Designation
Signature to be used
Initials
(e.g. Doctor, Staff
Nurse)
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All Staff must print name in full; sign using the signature/initials to be used throughout the
document and then sign the entry with your normal signature.
Printed Name
Designation
Signature to be used
Initials
(e.g. Doctor,
StaffNurse)
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Abbreviations used in this section to be listed
here with the full description:
• ROSIER = Recognition of Stroke in the
Emergency Room
• BG = Blood Glucose
• GCS = Glasgow Coma Score
• BP = Blood Pressure

ROSIER

Date & Time of symptom onset

_________________

BP = _______/_______
*BG =
(* If BG < 3.5millimols treat urgently and reassess once blood glucose normal )
GCS
Best eye response =
Best motor response
Best verbal response=

Total Score =

Questions
Has there been any loss of consciousness or syncope?
Has there been any seizure activity?
Asymmetric facial weakness
Asymmetric arm weakness
Asymmetric leg weakness
Speech Disturbance
Visual Field Deficit
TOTAL SCORE

Score

YES =1

NO = 0

Sensitivity 91%
Specificity 75%

(-2 to +5)

Score > 0 indicates possible stroke

Completed by ………………………………………………………………………………..
Signature: ……………………………… Print Name:……………………………………
Designation: ……………………………. Date:
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/

/

Abbreviations used in this section to be
listed here with the full description:

A&E
Complete ROSIER

+ve ROSIER AND > 3.5
hrs of Symptom Onset

+ve ROSIER AND
<3.5 hrs of Symptom
Onset

-ve ROSIER.

Standard Care
Bleep Stroke Team on

Contact
Consultant
Decision Support
Provider

Sign CT request,
Follow local
referral process

Assess patient in A&E.
Complete inclusion/exclusion
criteria checklist

•

Alert Bed manager Need monitored bed

•

Alert Nursing Staff to
prepare infusion and
monitored bed

CT Scanner:
Review patient. Explain thrombolysis in terms
they can understand.
Obtain verbal consent

Commence Thrombolysis
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Accident and Emergency Acute
Stroke Thrombolysis

Abbreviations used in this section to be listed
here with the full description:

•
•
•

•

ROSIER= Recognition of Stroke in
the Emergency Room
Mmols= millimols
BG = Blood Glucose
FBC= Full blood count

The following MUST be answered YES before considering thrombolysis:

ROSIER > 0
Clear time of onset within the previous 3.5 hours
Age> 18 .
Patient NOT comatose or severely obtunded
NO seizure activity
Patient previously independent
Blood glucose between 2.8 and 22 mmols (BM sufficient)
Patient is NOT on warfarin (or anticoagulants)

YES
YES
YES
YES
YES
YES
YES
YES

IF the answer to the above questions are ALL YES then page the Stroke Team , insert
TWO cannulae and send URGENT bloods – FBC, biochemistry screen, glucose,
coagulation screen and group and save.
Weight if possible.

IF ALL YES CONTACT STROKE TEAM AND COMMENCE NURSING CARE PATHWAY
IF ANY ARE ANSWERED NO THEN PATIENT IS NOT SUITABLE FOR
THROMBOLYSIS

Signature:

Print name:

Designation:

Date:
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Thrombolysis for acute stroke
checklist

Stroke Team Assessment

The following must be answered YES:
Does the patient have symptoms of acute stroke?
Was the patient previously independent?
Age between 18 and 80?
Is there a clear time of onset within the last 120 minutes (2
hours)
Is there a measurable deficit on the NIH stroke scale? (<=25)
The following must be answered NO:
Was there a seizure at the time of symptom onset?
Is there a history of intracranial haemorrhage?
Is the history suggestive of SAH?
Is systolic BP > 185 mmHg
BP:
Is diastolic BP > 110 mmHg
Has any new BP treatment been given to attain these limits?
Has the patient been given anticoagulant treatment within the
last 48 hours, with an increased PTT?
Has there been arterial puncture at a non-compressible site
within the last 7 days?
Has the patient undergone major surgery within the last 2
weeks?
Has there been any GI or urinary tract haemorrhage within the
last 3 weeks?
Has the patient suffered a stroke within the last 3 months?
Has the patient suffered a head trauma within the last 3
months?
History of anaphylaxis to rtPA?
Is plasma glucose < 2.7 or > 22.2 mmols/L?
If available
Is PT > 15 seconds?
Is platelet count < 100,000?

YES
YES
YES
YES
YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO
NO

Following CT scan – must be answered YES
Has the CT brain scan since onset of stroke excluded
haemorrhage?
Has the CT scan been reviewed by the stroke consultant?
Has thrombolysis been discussed with patient and / or family?
Information sheet given and verbal consent / assent documented
Is there a monitoring bed available

Signed …………………………………………..
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YES
YES
YES
YES
YES

Date ………………

NIHSS- Stroke Scale - Page 1 of 2
before

TIME
1.a. Level of Consciousness
0 = Alert
1 = Not alert, but arousable with minimal stimulation
2 = Not alert, requires repeated stimulation to attend
3 = Coma
1.b. LOC questions (Ask patient the month and her/his age)
0 = Answers both correctly
1 = Answers one correctly
2 = Both incorrect
1.c. LOC commands (Ask patient to open/close eyes &
form/release fist)
0 = Obeys both correctly
1 = Obeys one correctly
2 = Both incorrect
2. Best gaze (only horizontal eye movement)
0 = Normal
1 = Partial gaze palsy
2 = Total gaze paresis or Forced deviation
3. Visual Field testing
0 = No visual field loss
1 = Partial hemianopia
2 = Complete hemianopia
3 = Bilateral hemianopia (blind including cortical blindness)
4. Facial Paresis (Ask patient to show teeth/ raise eyebrows &
close eyes tightly
0 = Normal symmetrical movement
1 = Minor paralysis (flattened nasolabial fold, asymmetry on
smiling)
2 = Partial paralysis (total or near total paralysis of lower face)
3 = Complete paralysis of one or both sides (absence of facial
movement in the upper and lower face)
5. Motor Function – Arm
Right
Left
0 = Normal (extends arms 900 (or 450) for 10 seconds without
drift)
1 = Drift
2 = Some effort against gravity
3 = No effort against gravity
4 = No movement
9 = Un testable (Joint fused or limb amputated) (do not add
score)
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2hrs

24hrs

7days
/disc

before 2hrs
TIME
6. Motor Function - Leg
Right
Left
0 = Normal (hold leg in 300 position for 5 sec
without drift)
1 = Drift
2 = Some effort against gravity
3 = No effort against gravity
4 = No movement
9 = Untestable (Joint fused or limb amputated) (do
not add score)
7. Limb Ataxia:
0 = No ataxia
1 = Present in one limb
2 = Present in two limbs
8.Sensory (Use pinprick to test arms, legs, trunk
and face- compare side
to side)
0 = Normal
1 = Mild to moderate decrease in sensation
2 = Severe to total sensory loss
9. Best Language (Ask patient to describe picture,
name items, read
sentences)
0 = No aphasia
1 = Mild to moderate aphasia
2 = Severe aphasia
3 = Mute
10. Dysarthria (Ask patient to read several words)
0 = Normal articulation
1 = Mild to moderate slurring of words
2 = Near unintelligible or unable to speak
9 = Intubated or other physical barrier (do not add
score)
11. Extinction and inattention (Formerly Neglect)
(Use visual or
sensory double stimulation)
0 = Normal
1 = Inattention or extinction to bilateral simultaneous
stimulation in
one of the sensory modalities
2 = Severe hemi-inattention or hemi-inattention to
more than one
modality
Total Score
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24hrs

7days/disc

NIH Stroke Scale testing card – picture description

NIH Stroke Scale testing card – naming list
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NIH Stroke Scale Testing Card – Word List

Mama
Tip-top
Fifty-fifty
Thanks
Huckleberry
Baseball Player

NIH Stroke Scale Testing Card – Sentences

You know how
Down to earth
I got home from work
Near the table in the dining room
They heard him speak on the radio last night
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Alteplase (t-PA) Dosage Schedule for Acute Stroke

Patient weight (Kg)

Vol. Of 1mg/1ml
Vol. Of 1mg/1ml t-PA
t-PA
Total dose 10%
90%
Patient Total dose 10%
at 0.9mg/kg Bolus
90%
weight at 0.9mg/kg Bolus Infusio
(mg)
(ml) Infusion (ml) (Kg)
(mg)
(ml)
n (ml)

40

36

3.6

32.4

70

63

6.3

56.7

41

36.9

3.7

33.2

71

63.9

6.4

57.5

42

37.8

3.8

34

72

64.8

6.5

58.3

43

38.7

3.9

34.8

73

65.7

6.6

59.1

44

39.6

4

35.6

74

66.6

6.7

59.9

45

40.5

4.1

36.4

75

67.5

6.8

60.7

46

41.4

4.1

37.3

76

68.4

6.8

61.6

47

42.3

4.2

38.1

77

69.3

6.9

62.4

48

43.2

4.3

38.9

78

70.2

7

63.2

49

44.1

4.4

39.7

79

71.1

7.1

64

50

45

4.5

40.5

80

72

7.2

64.8

51

45.9

4.6

41.3

81

72.9

7.3

65.6

52

46.8

4.7

42.1

82

73.8

7.4

66.4

53

47.7

4.8

42.9

83

74.7

7.5

67.2

54

48.6

4.9

43.7

84

75.6

7.6

68

55

49.5

5

44.5

85

76.5

7.7

68.8

56

50.4

5

45.4

86

77.4

7.7

69.7

57

51.3

5.1

46.2

87

78.3

7.8

70.5

58

52.2

5.2

47

88

79.2

7.9

71.3

59

53.1

5.3

47.8

89

80.1

8

72.1

60

54

5.4

48.6

90

81

8.1

72.9

61

54.9

5.5

49.4

91

81.9

8.2

73.7

62

55.8

5.6

50.2

92

82.8

8.3

74.5

63

56.7

5.7

51

93

83.7

8.4

75.2

64

57.6

5.8

51.8

94

84.6

8.5

76.1

65

58.5

5.9

52.6

95

85.5

8.6

76.9

66

59.4

5.9

53.5

96

86.4

8.6

77.8

67

60.3

6

54.3

97

87.3

8.7

78.6

68

61.2

6.1

55.1

98

88.2

8.8

79.4

69

62.1

6.2

56

99

89.1

8.9

80.2

100kg +

90

9

81
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Provisional CT Findings
TIME OF STROKE
_____________________
TIME OF CT SCAN___________________________
TIME OF STARTING rTPa ___________________
Restrictions for 24 hours (variants to this MUST be documented):
• Patient are ADVISED to be on Bed Rest
• AVOID Nasogastric tube
• NO central venous access, arterial puncture or IM injections
• NIL BY MOUTH– Except for medication
• NO anticoagulants, aspirin or non-steroidal anti-inflammatory drugs
• NO urinary catheter, but if ESSENTIAL wait until 30 minutes post commencing infusion

Measurements
/ Interventions
Intravenous
Recombinant
tissue
plasminogen
activator
(Alteplase)

Timing

Actions

10% is given as bolus.
The remaining over a
period of sixty minutes.

Dosage 0.9mg per Kg. Maximum
90mg.

Glasgow Coma
Score

Every 15 minutes for 1
hour before infusion

As per dosage schedule
NO OTHER INFUSIONS THROUGH
SAME CANNULA
If GCS < 2 points inform medics,
increase frequency and complete
NIHSS

Every 15 minutes for 2
hours after
commencing infusion
Then every 30 minutes
for the following 6
hours

NIHSS

Then hourly until 24
hours after starting
infusion
Prior to
commencement of
infusion

Deterioration > 4 points inform
medics – repeat CT scan
Repeat sooner if change GCS, as
indicated above

2 hours following
commencement of
infusion
24 hours following
infusion and at 7 days
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Signature

Heart rate and
rhythm

Continually via the
cardiac monitor

Rate < 50 or >120 inform medics
OR
NEW AF or arrhythmia. Do 12 lead
ECG and inform medics

Oxygen
Saturation

Continually via the
cardiac monitor

If saturations < 95%:
Check airway, reposition and suction
if necessary.
Check for obstruction:
Observe tongue for signs swelling or
excessive bleeding mouth teeth and
gums
Give O2 via mask or nasal cannula
24%.

Blood pressure

Every 15 minutes for 1
hour before infusion. If
RECORD using Bp > 185/110 repeat
a manual cuff
in 5-10mins if
remains high treat
Every 15 minutes for 2
hours after
commencing infusion

Inform medics for review
Maintain Bp BELOW 185mmHg
systolic and 110mmHg diastolic –
On 2 consecutive readings 5-10
minutes apart.

Labetalol 10mg IV over 2 mins then
10-20 every 10-15mins up to a
maximum 150 , stop when response
adequate)

Then every 30 minutes
for following 6 hours

Temperature

Then hourly until 24
hours after starting
infusion
Every 15 minutes for 1
hour before infusion

Core temp >37.8oc (using temporal
artery thermometer) Cool. Remove
clothing, use fans or tepid sponging.
Give Paracetamol 1gram 6 hourly.
Orally or PR
>38.5 oc. Infective process. Sputum.
MSU. Blood cultures. Inform medics.

Every 15 minutes for 2
hours after
commencing infusion
Then every 30 minutes
for following 6 hours
Then hourly until 24
hours after starting
infusion
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Blood Glucose

Record on admission.
If abnormal or diabetic
record 4 hourly

< 3 mmols – Inform medics and give
glucose as prescribed
>10 mmols – inform medics.
Consider insulin therapy.

Observe for:
Overt bleeding

Check patient for
Other bleeding – STOP rTPa.
external signs of
bleeding when carrying Compress site if possible
out observations.
Inform medics
Skin, gum and nose
bleeding usually do not Give fluid replacement
require action
Check clotting and fibrinogen
IF deterioration continue with fluid
resuscitation and give packed cells,
cryoprecipitate, fresh frozen plasma
and platelets, on the advice of a
haematologist.

Observe for:
Anaphylactic
reactions;
Hypotension
Bronchospasm
Rash
Angio-oedema

When carrying out
observations

STOP rTPa
Continue with O2 and IV fluids
Inform medics
Give Chlorphenamine 10 milligrams
and Hydrocortisone 200 milligrams
IV
IF SEVERE breathing problems or
hypotension give adrenaline IM 500
micrograms repeated if necessary
every 5 minutes. NOTE No other IM
injection can be given for 24 hours

Observe for:
STOP rTPa
Neurological
deterioration,
New headache,
vomiting or
acute rise in BP

Inform medics Repeat CT head
immediately
Bloods for FBC, fibrinogen and
clotting.

Follow up CT Scan at 24 - 36hours, MUST be done before commencing on aspirin
therapy
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STROKE THROMBOLYSIS OBSERVATION COMPLICATION (STOC) CHART
PATIENT NAME
DATE OF BIRTH

/

/

SINCE THROMBOLYSIS

.

0hrs

DATE TODAY

15

30

45

1hr

1hr15

1hr30

1hr45

2hr

/

2hr30

/

3hr

.

3hr30

TIME OF THROMBOLYSIS:

4hr

5hr

6hr

8hr

12hr

16hr

20hr

hrs

24hr

Arm

Speech

Conscious level

TIME (24 HR CLOCK)

IF FALL OF
1 SQUARE
OR MORE
SINCE 0hrs
SEE OVER
IF TOTAL

eyes open
sleepy but can be fully
awakend by voice
sleepy requiring painful
stimuli to open eyes
No response to stimuli
Normal no speech difficulty
Some speech difficulty

FALL OF 2

No speech

SQUARES

Can lift up
moves but cannot lift

OR MORE

Cannot move

Leg

Can lift up

SINCE 0hrs

moves but cannot lift

SEE OVER

Cannot move

Temperature

40
39
38
37
36
35
160

Heart Rate

140
120
100
80
60
40

IF SBP >

240
220

185mmHg

200

SEE OVER

190
180

Blood Pressure

170
160
150
140

IF DBP >
110mmHg
SEE OVER
.

130
120
110
100
90

IF SBP
<95mmHg
SEE OVER

80
70
50
40

IF <94%
SEE OVER

02 % OR L/MIN
O2 SATS
BM (Unless on GKI)
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Suggested Interventions
NEUROLOGICAL DETERIORATION SINCE THROMBOLYSIS
IF THERE IS A FALL IN CONSCIOUS LEVEL SINCE THROMBOLYSIS BY 1 SQUARE OR
MORE
OR IF SPEECH + ARM + LEG TOTAL FALLS BY 2 SQUARES OR MORE SINCE
THROMBOLYSIS THEN:









STOP ALTEPLASE INFUSION IF IT IS STILL RUNNING
CHECK BP AND BM
INFORM DOCTOR
DOCTOR CONSIDER URGENT CT HEAD
CONTACT DECISION SUPPORT PROVIDER ON CALL IF UNSURE
NIL BY MOUTH UNLESS ABLE TO REASSESS SWALLOW
CHECK CLOTTING
IF HAEMORRHAGE OR MASSIVE OEDEMA ON CT SCAN THEN
CONTACT NEUROSURGEONS
IF HAEMORRHAGE AND CLOTTING ABNORMAL THEN GIVE CRYOPRECIPITATE
HYPER / HYPOTENSION
IF SYSTOLIC BP ABOVE 185mm Hg OR IF DIASTOLIC ABOVE 110mm Hg AT ANY TIME
THEN:






CONFIRM WITH MANUAL MEASUREMENT (AND CONTINUE WITH
MANUAL MEASUREMENTS)
CHECK FOR PAIN AND TREAT CAUSE
IF STILL ABOVE RANGE RECHECK IN 5 MINUTES
INFORM DOCTOR
CONSIDER IV GTN (If GTN started then use GTN protocol and chart)

IF SYSTOLIC BP BELOW 95mmHg THEN:








STOP GTN INFUSION IF RUNNING
CHECK FOR EXTERNAL OR INTERNAL BLEEDING (SEE BELOW)
RECHECK IN 5 MINUTES
IF STILL BELOW RANGE
INFORM DOCTOR
GIVE IV FLUIDS IF APPROPRIATE
URGENT BLOODS FOR FBC / CLOTTING

HYPOXIA
IF OXYGEN SATURATION BELOW 94% THEN:




SIT THE PATIENT UP!
INCREASE O2 IF APPROPRIATE
INFORM DOCTOR






IF MAJOR BLEEDING STOP ALTEPLASE INFUSION
INFORM DOCTOR
GIVE IV FLUIDS
URGENT BLOODS FOR FBC / CLOTTING

BLEEDING
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VARIATIONS FROM THE PATHWAY
DATE/
TIME

VARIATION

ACTION TAKEN/EVALUATION
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SIGNATURE

VARIATIONS FROM THE PATHWAY
DATE/
TIME

VARIATION

ACTION TAKEN/EVALUATION
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SIGNATURE

Appendix 2
The video-consultation will be automatically recorded but for the purposes of training and
research (secondary purposes), then patients will be asked for their express written consent as
soon as practicable following the stroke. Signed consent from the patient for the use of
telemedicine consultation is not required. If a patient declines consent for training and
education then any recorded material will be stored as a Medical record and labelled consent
for education and training not given. The GMC guidance for making and using video and audio
recording for patients is contained in Guidance for Doctors (2002):

Recordings made for the training or assessment of doctors, audit, research or medicolegal reasons
1) You must obtain permission to make and consent to use any recording made for reasons
other than the patient's treatment or assessment.
2) Before the recording, you must ensure that patients:
a. Understand the purpose of the recording, who will be allowed to see it - including
names if they are known - the circumstances in which it will be shown, whether copies
will be made, the arrangements for storage and how long the recording will be kept.
b. Understand that withholding permission for the recording to be made, or withdrawing
permission during the recording, will not affect the quality of care they receive.
c. Are given time to read explanatory material and to consider the implications of giving
their written permission. Forms and explanatory material will not imply that permission is
expected. They will be written in language that is easily understood. If necessary,
translations will be provided.
3) After the recording, you must ensure that:
a. Patients are asked if they want to vary or withdraw their consent to the use of the
recording.
b. Recordings are used only for the purpose for which patients have given consent.
c. Patients are given the chance, if they wish, to see the recording in the form in which it
will be shown.
d. Recordings are given the same level of protection as medical records against improper
disclosure.
e. If a patient withdraws or fails to confirm consent for the use of the recording, any
recorded material will be stored as a Medical record and labelled consent for education
and training not given.
GMC website - hhttp://www.gmc-uk.org/guidance/ethical_guidance/prescriptions_faqs.asp#11
Accessed 01/02/11
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Appendix 3

Prescribing medicines for use outside the terms of their licence (offlabel)
ALTEPLASE (Cumbria and Lancashire to use up to 4.5 hours licensed for 3 hours)
You may prescribe medicines for purposes for which they are not licensed. Although there are a
number of circumstances in which this may arise, it is likely to occur most frequently in prescribing
for children. Currently pharmaceutical companies do not usually test their medicines on children
and as a consequence, cannot apply to license their medicines for use in the treatment of children.
The use of medicines that have been licensed for adults, but not for children, is often necessary in
pediatric practice.
When prescribing a medicine for use outside the terms of its licence you must:
a Be satisfied that it would better serve the patient's needs than an appropriately
licensed alternative
a.

b. Be satisfied that there is a sufficient evidence base and/or experience of using
the medicine to demonstrate its safety and efficacy. The manufacturer's information
may be of limited help in which case the necessary information must be sought from
other sources

b.

c. Take responsibility for prescribing the medicine and for overseeing the patient's
care, monitoring and any follow up treatment, or arrange for another doctor to do so
(see also paragraphs 25-27 on prescribing for hospital outpatients)

c.

d. Make a clear, accurate and legible record of all medicines prescribed and, where
you are not following common practice, your reasons for prescribing the medicine.

Information for patients about the licence for their medicines
21. You must give patients, or those authorising treatment on their behalf, sufficient information
about the proposed course of treatment including any known serious or common side effects or
adverse reactions. This is to enable them to make an informed decision (for further advice, see
Consent: patients and doctors making decisions together).
22. Some medicines are routinely used outside the scope of their licence, for example in treating
children. Where current practice supports the use of a medicine in this way it may not be
necessary to draw attention to the licence when seeking consent. However, it is good practice to
give as much information as patients, or those authorising treatment on their behalf, require or
which they may see as significant. Where patients, or their carers express concern you should also
explain, in broad terms, the reasons why medicines are not licensed for their proposed use. Such
explanations may be supported by written information, including the leaflets on the use of
unlicensed medicines or licensed medicines for unlicensed applications in paediatric practice
produced by the Royal College of Paediatrics and Child Health/Neonatal and Paediatric
Pharmacists Group Standing Committee on Medicines.
23. However, you must explain the reasons for prescribing a medicine that is unlicensed or being
used outside the scope of its licence where there is little research or other evidence of current
practice to support its use, or the use of the medicine is innovative.
GMC website - hhttp://www.gmc-uk.org/guidance/ethical_guidance/prescriptions_faqs.asp#11
Accessed 01/02/11
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Appendix 4

JOINT REMOTE DECISION-MAKING CHECKLIST
STROKE THROMBOLYSIS REMOTE DECISION MAKING
INCLUDING USE OF TELESTROKE JOINT ASSESSMENT CHECKLIST
To be used simultaneously by the middle grade doctor in A&E and
Consultant on-call for stroke thrombolysis
Patient’s Name:
Patient’s date of birth:
Consultant on-call for stroke thrombolysis:
Time of stroke onset:
The following must be cross-checked and signed off by both middle grade doctor and Consultant
Item to be cross-checked
Satisfied (√)
Variance?
Definite new diagnosis of acute stroke
<3 hours of stroke onset time
Inclusion/exclusion criteria
CT scan findings (no blood, <1/3 MCA)
Pre-dose NIHSS (<25)
Pre-dose BP (<185/110 mmHg)
Explained benefits/risks of thrombolysis
Patient +/family verbal consent
Patient’s weight + dosage calculation

Consultant’s decision for thrombolysis?

Yes

No

If not for thrombolysis, state reason(s):

Name of person prescribing:
Time of bolus given:
HDU/CCU/ASU bed available
Appointed person to do follow-up NIHSS
Requested follow-up CT at 24 hours
Signature:

Job Title:

Date:

Print Name:

Review case:

Yes
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No

Appendix 5
Training Competencies

Telemedicine Equipment Competency
Use of Telestroke cart competency document

Achieved

1 Knows where equipment is stored and plugged in to charge
2 Can plug in and position cart
3 Can turn cart on and launch software
4 Can find on call rota
5 Can move the camera, including zoom and resize windows
6 Can show a CT head image
7 Can explain the process to a patient or carer
8 Can shut down software and cart and return to storage
9 Knows how to seek help and advice on technical system
10 Knows how to report faults
11 Is aware of care and cleaning obligations
12 Understands need for regular checks on equipment
13 Understands process for checking server and software performance
Can follow process for repairing equipment contacting relevant
14 suppliers
15 Understands immediate course of action if system is not working
Use of remote laptop (On-call Physician only)
1 Can set up laptop, link to internet with appropriate VPN
2 Can launch IOCOM software
3 Can manipulate camera and window sizes
4 Can upload consultant record to system
I confirm that the above has completed the training required and obtained the
competencies for participation in the stroke thrombolysis pathway.

Signature ________________________
Name
________________________
Date
________________________
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Competencies for the use of the telestroke system DRAFT
A number of different members of staff will be required to use the telemedicine system. Here
competencies are divided up in to four key roles, nurse, medical staff, Train the Trainer, and on call
consultant. Different hospitals will use different staff groups to support the telemedicine service .
Competence has been graded on a scale of 1-5 as per the Stroke Specific Education
Framework –
1 - Basic – the criteria demand only a very limited and generalized understanding.
2 - Factual – the criteria call for a knowledge that is detailed, but does not involve any more than a
superficial understanding of any principles or theories.
3 - Working – the criteria call for the application of factual knowledge of widely understood
technical principles and implications within the field of practice.
4 - In-depth – the criteria demand a broad and detailed understanding of the theoretical
underpinning of an area of practice.
5 - Critical – the criteria call for the ability to evaluate and devise approaches to situations that
depend on the critical application of theories and conceptual constructs within the area of practice.
Clinical Competencies
Understands the technical background to the telemedicine
1 system
Demonstrate knowledge of thrombolysis for stroke patients
2
Discuss the inclusion/exclusion criteria for stroke thrombolysis
3 and be able to state where to find further information
Discuss and participate in consent process, acting as
4 patients' advocate if required
Demonstrate understanding of the thrombolysis pathway
5
Identify and co-ordinate investigations and assessments
6 needed prior to thrombolysis
Demonstrate ability to take a patient history from all available
7 sources
Demonstrate effective communication with key groups in
rapidly changing environment (patient, radiology, nurses,
8 doctors, bed managers)
Discuss the process of care for patients deemed not suitable
9 for thrombolysis, and the need for appropriate referrals
Have knowledge of how to calculate dose, and delivery of
10 bolus and infusion.
Be aware of possible complications of thrombolysis and
appropriate actions (including knowledge of laryngeal
oedema, Anaphylaxis, and need for neuro surgical opinion)
11
Discuss the plan of care for thrombolysed patients over the
12 next 24 hours
Demonstrate knowledge of CT scans and recognise obvious
13 abnormalities
Co-ordinate all further assessment points e.g. NIHSS
14
Understands decision making process when to initiate
15 contact with on call consultant
16

Able to carry out assessment of patient via telemedicine
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Nurse

Medical
Staff

Train the
Trainer

On call
consultant

3

3

5

5

3

3

4

5

3

3

4

5

4

4

4

5

3

3

4

4

3

4

4

5

3

4

3

5

3

3

5

5

3

4

3

5

3

3

4

5

3

3

3

5

3

3

5

5

1

3

2

4

3

3

3

5

2

3

5

5

3

3

3

5

17
18

Governance and documentation
Knowledge of process to document consultation
Can retrieve 'record of consultation' from the system

Understands importance of data collection and how this is
19 done

3

3

5

5

2

3

5

5

3

3

4

4

I confirm that the above has completed the training required and obtained the competencies for
participation in the stroke thrombolysis pathway.

Signature ________________________
Name
________________________
Date
________________________
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Cardiac and Stroke Networks in Lancashire & Cumbria

Proposed training for stroke and non-stroke specialist medical staffing for participation in
thrombolysis via telemedicine.
Where the stroke telemedicine service is being used to support decision making for stroke thrombolysis, it is
essential that the medical staff in the hospital who are responsible for the patients’ care are competent to
assess and care for acute stroke patients. This competence must be record and documented.
The following sets out the requirements for non-stroke medical staff to participate in the thrombolysis
pathway.
1. Requirements
 Individuals must be at Registrar level or above (eg A&E Consultants, A&E Registrar, Med Registrar,
Neurologists)
 Individuals must have completed and signed off the defined competencies (see competencies
documentation)
 Individuals must have completed the training requirements (see training checklist)
2. Composition of training
Element

Competencies
covered
14

Delivered by

Source

Online

NIHSS

2,3,6,10,11,12,13

Online

Advanced
thrombolysis module

2,3,6,10,11,12,13,14

Regional Training
Online

Introduction to local
thrombolysis pathway, local
protocol, roles and
responsibilities, consent
process.
Training on telemedicine
equipment

4,5

Network Study
Day
Locally delivered

1,17,18,19

Locally, Network.
Manufacturer

Core skills

7,8,9,10

No specific stroke
training needed

CT Interpretation and
Assessment Training

13

Neuroradiologist

NIHSS training
Advanced thrombolysis
training module

BASP training
Masterclass thrombolysis
training
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Masterclass module
Masterclass

Network
2 day course, 1
training day, 1
assessment day, RCP
accredited

3. Progress for sign off
 Medical staff should not be involved in stroke thrombolysis cases until they have completed their
training and competencies.
 Competencies and training should ideally be signed off by the stroke consultant
 In some cases self assessment of competencies could be agreed.
 Records of training and competencies should be held centrally by the stroke service, by lead
clinician or nominated deputy.

Example - Training checklist for medical staff
Name____________________________________________
Delivered by
NIHSS training

Online

Advanced thrombolysis
training module

Online

Masterclass thrombolysis
training

Online

CT Interpretation and
Assessment Training

Dr

Introduction to local
thrombolysis pathway,
protocol, roles and
responsibilities
Local protocol

Local

Date completed

Signature

Local

Local roles and
responsibilities

Local

Consent process

Local

Training on telemedicine
equipment

Locally, Network,
Manufacturer

I confirm that the above clinician has completed the training required and obtained the competencies for
participation in the stroke thrombolysis pathway.
Signature___________________ Name_________________________ Date______________
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Cardiac and Stroke Networks in Lancashire & Cumbria
Proposed training for Nurse involved in the Stroke Assessment Pathway which involves participation
in thrombolysis via telemedicine.
Where the stroke telemedicine service is being used to support decision making for stroke thrombolysis, it is
essential that the nursing staff in the hospital who are responsible for the patients’ care are competent to
assess and care for acute stroke patients. This competence must be a record and documented.
The following sets out the requirements for nursing staff to participate in the thrombolysis pathway.

1. Requirements
 Individuals must be at Registered Level 1 at Band 5 or above
 Individuals must have completed and signed off the defined competencies (see competencies
documentation)
 Individuals much have completed the training requirements (see training checklist)
2.

Composition of training

Element
FAST training

Competencies
covered
5

ROSIER training

3,4,5

NIHSS training

14

Additional Stroke
Thrombolysis Training

2,3,6,10,11,12,13

Network Study Day
Regional Training

Introduction to local
thrombolysis pathway,
local protocol, roles and
responsibilities, consent
process.
Training on telemed cart

3,4,5,15

Locally delivered

1, 17

Locally, Network.
Manufacturer

Core skills

7,8

No specific stroke
training needed

3.

Delivered by

Source

Network staff,
Local Train the
Trainer
Network staff,
Local Train the
Trainer
Online

Presentation provided by
the Cardiac and Stroke
Network
Presentation provided by
the Cardiac and Stroke
Network
NIHSS
http://nihssenglish.trainingcampus.net/

Local Trust policy &
procedures.

Progress for sign off






Nursing staff should not be involved in stroke thrombolysis cases until they have completed their
training and competencies.
Competencies and training should ideally be signed off by the stroke lead
In some cases self assessment of competencies could be agreed.
Records of training and competencies should be held centrally by the stroke service, by lead
clinician or nominated deputy.
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Example - Training checklist for nursing staff
Name____________________________________________

FAST training

Delivered by
Network
Local

ROSIER training

Network
Local

NIHSS training

Online

Introduction to local
thrombolysis pathway,
protocol, roles and
responsibilities
Local protocol

Local

Date completed

Signature

Local

Local roles and
responsibilities

Local

Consent process

Local

Training on telemedicine
equipment

Locally, Network,
Manufacturer

I confirm that the above nurse has completed the training required and obtained the competencies for
participation in the stroke thrombolysis pathway.
Signature___________________ Name_________________________ Date______________
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Cardiac and Stroke Networks in Lancashire & Cumbria
Proposed training for stroke and non-stroke medical staffing for participation in thrombolysis via
telemedicine.
Where the stroke telemedicine service is being used to support decision making for stroke thrombolysis, it is
essential that the medical staff in the hospital who are responsible for the patients’ care are competent to
assess and care for acute stroke patients. This competence must be a record and documented.
The following sets out the requirements for stroke and non-stroke medical staff to participate in the
thrombolysis pathway.
1. Requirements




Individuals must be at SHO level or above (eg A&E Junior Medical Staff, A&E Registrar, Med Registrar,
Medical SHO)
Individuals should have completed and signed off the defined competencies (see competencies
documentation)
Individuals should have completed the training requirements (see training checklist)

2. Composition of training
Element
ROSIER training

Competencies
covered
5

Delivered by

Source

Network or Local
Train the Trainer

Network presentations
provided

NIHSS training

14

Online

NIHSS
http://nihssenglish.trainingcampus.net/

Stroke Advancing
modules 1 & 2 only

2,3,4,6,10,11,12

Online

Additional Stroke
Thrombolysis Training

2,3,6,10,11,12,13

Introduction to local
thrombolysis pathway,
local protocol, roles
and responsibilities,
consent process.
Training on telemed
cart

3,4,5,7,8,9,10,14,15,16

1,17,18,19

Locally, Network.
Manufacturer

Core skills

7,8,9,10

No specific stroke
training needed

Masterclass module
Network Study
Day
Regional Training
Locally delivered

Masterclass
BASP training
Local Trust policy &
procedures.

3. Progress for sign off
 Medical staff should ideally not be involved in stroke thrombolysis cases until they have completed
their training and competencies.
 Competencies and training should ideally be signed off by the stroke consultant
 In some cases self assessment of competencies could be agreed.
 Records of training and competencies should be held centrally by the stroke service, by lead
clinician or nominated deputy.
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Example - Training checklist for medical staff
Name____________________________________________

ROSIER training

Delivered by
Network
Local train the
trainer

NIHSS training

Online

Stroke Advancing
modules 1 & 2

Online

Introduction to local
thrombolysis pathway,
protocol, roles and
responsibilities
Local protocol

Local

Date completed

Signature

Local

Local roles and
responsibilities

Local

Consent process

Local

Training on telemed cart

Locally, Network,
Manufacturer

I confirm that the above clinician has completed the training required and obtained the competencies for
participation in the stroke thrombolysis pathway.
Signature___________________ Name_________________________ Date______________
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Appendix 6
Easy Telecart Guide

S:\Cardiac_And_Stroke_Networks\Stroke\Projects\Implementation of Telestroke\Governance\Policies, Protocols & Pathways\Thrombolysis Operational
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Appendix 7

Telemedicine Equipment Competency
Use of Telestroke cart competency document
1 Knows where equipment is stored and plugged in to charge
2 Can plug in and position cart
3 Can turn cart on and launch software
4 Can find on call rota
5 Can move the camera, including zoom and resize windows
6 Can show a CT head image
7 Can explain the process to a patient or carer
8 Can shut down software and cart and return to storage
9 Knows how to seek help and advice on technical system
10 Knows how to report faults
11 Is aware of care and cleaning obligations
12 Understands need for regular checks on equipment
13 Understands process for checking server and software performance
Can follow process for repairing equipment contacting relevant
14 suppliers
15 Understands immediate course of action if system is not working
Use of remote laptop (On-call Physician only)
1 Can set up laptop, link to internet with appropriate VPN
2 Can launch IOCOM software
3 Can manipulate camera and window sizes
4 Can upload consultant record to system

I confirm that the above clinician has completed the training required
and obtained the competencies for participation in the stroke
thrombolysis pathway.
Signature ________________________
Name
________________________
Date
___________________________
_ ____________________________________________________
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Achieved

