
Running a stroke code
Dr Priscilla Abrafi Opare-Addo
Neurologist-KATH



Stroke

• Stroke is a sudden onset, focal neurological deficit resulting from 

spontaneous hemorrhage or infarction of the central nervous system 

with objective evidence of infarction irrespective of duration of 

clinical symptoms. (2009)



•Working (clinical) definition of stroke 
Sudden onset of focal neurological deficit (based on 
history or physiscal assessment).

• In the hyperacute phase, clinical judgement is key 
because CT only rules out hemorrhage. (You may be 
lucky to find hyperdense MCA or loss of insular 
ribbon sign)
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Stroke subtypes

1. Ischemic: 88% (in Africa 68-

70%)    

2. Hemorrhagic 12% (in Africa 30-

32%) 

• Intracerebral hemorrhage

• subarachnoid hemorrhage



Principles of Acute ischemic stroke 
management

REPEFUSION THERAPY

SPECIFIC MANAGEMENT

GENERAL MEASURES



Ischemic Penumbra
-brain tissue at risk of progressing  to infarction but 
is still salvageable  if re-perfused. generally located 
around an infarct core 
- infarct core: represents  the tissue which has 
already  infarcted or is going to infarct  regardless 
of reperfusion.



Natural History of an ischemic stroke



Rationale for rapid evaluation and 
treatment



(Time is of essence)



Timeline metrics

• Stroke thrombolysis is recommended within 3-4.5 

hours of symptom onset (Ideally 3 hours because even 

severe strokes with NIHSS>25 benefit during this time 

window).  

• For patients with wake-up strokes or  within 4.5-6 hours 

of last know well, MRI must be done to determine 

eligibility. [Call’s logs may be helpful]



Timeline metrics

• Onset to door time 2 hours (KATH).

• Door to physician assessment – 10 mins

• Door to CT or MRI – 25 mins

• Door to CT interpretation – 45 mins

• Door to needle time – 60 minutes (1 hour). 



• Stroke thrombolysis is a team effort
• Our aim is to beat time
• Not a one man show/ no superstars
•We all need to work together and in parallel
• Continuous evaluation and improvement is required









Summary of EMT tasks (During transfers)

• Prompt emergency dispatch
• Stroke screening (FAST)
• Pre-notification of Hospital 
• Immediate transfer
• ABCs
• Blood sugar
• IV assess
• Rapid medical history (including list of medications)



Summary of triage nurse tasks [to be completed 
within 10 mins- parallel assessment is preferred]

• Prompt activation of stroke code (inform emergency physician of duty, 
medicine team on duty, radiology unit, neurology team)
• Stroke screening (FAST)
• Checking of blood sugar and BP
• IV assess
• Control of high BPs/ correction of hypoglycemia
• Connect cardiac monitor
• Prompt transfer to CT
• Rapid medical history (including list of medications)



Summary of Physician tasks [parallel 
assessment is preferred]
• Prompt activation of stroke code (Communicate with the rest of the 

team including emergency physician of duty, medicine team on 
duty, radiology unit, neurology team ) if not aready done
• Coordination of all stroke code activities
• Stroke screening (FAST)
• NIHSS
• Control of high BPs/ correction of hypoglycemia
• Prompt transfer to CT
• Complete and handover the checklist (Important)



Neuroimaging 
• In cases where pre-notification has been received, the radiology unit 

must be informed in advance to allow adequate preparation and 
allocation of space for the patient’s arrival.
• In the absence of pre-notification, the radiology unit must still be 

notified immediately once an eligible patient is identified, and 
before the patient arrives at the CT or MRI suite, to enable timely 
preparation and facilitate rapid imaging.
• Also, note that patients transferred from peripheral hospitals may 

have a CT or MRI already. There should be no delay for additional 
imaging before thrombolysis is administered in eligible patients. 
• For patients who require an MRI, CT scans are not required prior to 

an MRI. Also, time shouldn’t be wasted to acquiring multiple MRI 
sequences other than FLAIR and DWI.



Neuroimaging 
Eligibility:  
• For otherwise eligible patients who are ready for 

neuroimaging within 3 hours of the onset of symptoms, an 
urgent non-contrast Head CT scan should be done to rule out 
hemorrhagic stroke, potential stroke mimics, and/ or confirm 
an ischemic stroke. 
• For otherwise eligible patients who are ready for 

neuroimaging within 4.5-6 hours of last known well or with 
wake-up strokes, MRI with DWI should rather be performed.





























Specific scenarios(The following scenarios should not prevent the 
administration of thrombolysis in otherwise eligible patients)
• Patients on antiplatelet therapy: Patients can be given thrombolysis therapy regardless of 

whether they are on monotherapy or dual therapy.
• Thrombolysis can be administered to patients with sickle cell disease.
• Thrombolysis is beneficial in patients with a hyperdense MCA sign.
• Dural puncture: Thrombolysis may be considered for patients who present with ischemic 

strokes, even in instances where they may have undergone a lumbar dural puncture in the 
preceding 7 days.

• Extra-axial intracranial neoplasms: It is reasonable to give thrombolysis in patients with 
extra-axial intracranial neoplasms.

• Acute myocardial infarction: For patients with concomitant acute MI, treatment with 
thrombolytic agents should be at a dose appropriate for the ischemic stroke, followed by 
percutaneous coronary angioplasty and stenting if indicated.

• Procedural stroke: Thrombolysis can be administered if the stroke is a complication of 
cardiac or cerebral angiographic procedures.

• Patients with illicit drug abuse can be given thrombolysis unless there is any other 
contraindication.



























Be sure to make a clinical diagnosis of stroke before you trigger the 
code (we don’t want to thrombolyse stroke minics)

Don’t abuse the priority line

Don’t abuse the stroke code for old stroke cases



• Stroke thrombolysis can fail
• Stroke thrombolysis should be ideally followed by assessment for 

thrombectomy
• Stroke thrombolysis should be followed by stroke unit care including 

general measures, secondary prevention and rehabilitation (early 
recurrence may occur is risk isnt mitigated)
• Stroke thrombolysis is a team effort and not a one man show (Quote 

from Prof Sarfo)
• Don’t wait till you or your loved one falls victim




