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What is a Clinical Pathway? et

An evidence-based guideline that decreases unnecessary variation and helps
promote safe, effective, and consistent patient care.
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Objectives of Pathway “="Childrens

* Recognize children with signs and symptoms of stroke

 Establish a standardized team approach for; rapid evaluation, immediate
treatment, and in-hospital management of acute stroke.
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Why is this pathway necessary? Children's

In 2013 there were 97,792 cases of ischemic stroke & 67,621 cases of hemorrhagic stroke in children, that is a
35% increase from 1990.2

« Pediatric stroke rates in developed countries range from 3 -25 per 100,000 children. ?

» Connecticut Children’s does not have a stroke protocol in place.

« The AHA/ASA developed a scientific statement in 2019; which provides updates on pediatric stoke. 2

« The American Academy of Neurology supports the new statement. 2

» Doctors and nurses should be able to recognize stroke symptoms. 2

» There are 2 major reasons for delay in diagnosis of pediatric stroke.
1) delayed consideration among frontline healthcare professionals
2) delay in accessing MRI. 2
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Background Childrens

« Stroke is a neurological injury caused by the occlusion or rupture of cerebral blood
vessels. Stroke can be ischemic, hemorrhagic or both.

A stroke usually implies some type of injury to the brain that carries lasting
consequences.

« Etiologies and risk factors for ischemic stroke include; cardiac abnormalities,
hematologic abnormalities, infections, head and neck trauma, genetic conditions,
va(sjculogathty, illicit drugs, pregnancy, hypertension, hypercoagulable states, infections,
and medications.

« Clinical presentation varies based on age, etiology, and stroke location.

* Knowing the sign and symptoms to facilitate early initiation of treatment will minimize
acute brain injury and maximize patient recovery.



CLINICAL PATHWAY: THIS PATHWAY
Ischemic Stroke Evaluation and Management

Emergency Department Management

SERVES AS A GUIDE
AND DOES NOT
Emergency Department Management ?SEF)’(L;“\ACEﬁLINICAL

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
within <24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

164 roke v —
Hemiparesis ED Triage . ’t‘r dTeam
Hemifacial Activate Stroke Team via Int k or Voalte group (“Stroke Team”)? leurology
weakness Vitals: 02, BP, HR, RR attendingand

o Speech/language *  Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke . :‘Zs(;‘i’;o“‘
deficit Scale (NIHSS) (Appendix A) 8y

o Visual Laboratory: Glucose, toxicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, : :Er’ma
disturbance pregnancy test : Ansm;syh

. Ataxia «  Additional orders: ECG, peripheral IV x2, NPO a

e Headache o Consider conditi imic strok infection, tumor, drug toxicity, *  EDattending
Altered mental pseudotumor, epilepsy, inflammatory disease, complex migraine : gll:; tech
P Management

. Seizure at stroke
onset criteri

N

Ifclinical concern for hemorrhagic stroke: obtain
head CT without contrast immediately
Ifnoconcernfor hemorhagic stroke: obtain MRI

Neurology consult
and treat off

pathway FAST/stroke without contrast
o IfMRIisnot readily available: obtain “CT
Stroke Protocol”

This is the Stroke Clinical Pathway.

stroke

It is divided into Emergency Department o

. Age >2 years
*  Positiveinfarct or arterial

Management and Inpatient Managemen s

. Note: do not need to wait for

/Admit to Neurology service
and treat off pathway

labs to give tPA if above criteria
met
tPA Contraindications:
A a *  Onset>6hours Intra-vascular (IV) tPA Intra-arterial (IA) tPA )
Mechanical
*  Age<2years candidate’ candidate’
We will review En 1ergency De pa rtment " Reoting et can s e irorbecomytobe

tPA if NIHSS 6+) ¥ ¥ "m_’m'"e“:_yl

o History of hemorrhage, '« Order tPA bolus 0.09 mg/kg bolus (max 9 radioleey

ateriovenous malformation *  tPAtobe dosed and

a meg) and infusion 0.81 mg/kg over 1 hr P
a n a e I I l e n I rS (AVM), aneurysm (max 81 mg). Total dose should not exceed given by the
. «  Glor GU bleed in last 21 days 0m interventional team

LAST UPDATED: 10.21.24

Cancer or cancer treatment
within last month

Significant bleeding disorder
Stroke due to sickle cell disease,
subacute bacterial endocarditis,
embolism, meningitis,
moyamoya

BP > 15% above 95" percentile
PedNIHSS <6 or >25

Glucose <50 or >400

Platelets <100K; PT >15 sec, INR
>14,

PTT > upper limit of normal
Anti-coagulants

Relative contraindications:
See Appendix B for list of
potential relative
contraindications

If present, will require further
discussion with team

8
o Note: TPAcan begiven before blood
work results.
. Neurology attending confirms tPA dose
o Dose will be mixed in the Emergency
Department by nursing.

Monitoring of infusion should include:
e 1:1nursing with RN in room with patient
for the entireinfusion
e Continuous CR monitor with vitals and
neuro checks q15 minutes
. Infuse tPA:
o Bolus 10% of total dose over 1 min
o Remainder of infusion over 60 min
o Discontinue infusion if signs of
neurologic deterioration or serious
bleeding

in the cath lab

e Patient will be
transferred back to
the floors after tPA
infusion complete

C follow Inpatient Stroke Pathway (page 2)

Transfer to PICU and

©2019 Connecticut Children’s Medical Center. All rights reserved.
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Emergency Department Management CLINICAL PATHWAY: Ry

= o SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT
Emergency Department Management e

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)*
within £24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

v
. ache
. tered mental
atus
. eizure at stroke
o

'Stroke symptoms:

e EDattending
*  MRitech

ial infection, tumor, drug toxicity, |

y disease, complex migraine

criteria
W i
. clinical c
ea i st i
.

° Hemiparesis
° Hemifacial

Per the AHA and ASA, stroke symptoms are the weakness
same in children as adults and should be managed

e  Speech/language

deficit
the same. e  Visual
disturbance Crime - s
[ AtaXla &:’i%ﬁﬂ?i’:ﬁ” o b:dmdand _ dm_’m'"e::i‘c{:wgv
tal dose should not exceed gien by the
Headache NS [ s
This pathway is exclusively for children 2 years and o Alteredmental Yoo || Gy
older with symptoms that present within 24 hours.’ status
e  Seizure at stroke
onset ose over 1 min
sm—
C o S )
(>

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD [ ) Connecticut
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Emergency Department Management

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management
Emergency Department Management

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)*
within £24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

Stroke symptoms are listed here.

Because treatment delay can cause irreversible

\

e EDattending
*  MRitech

o Bed
Management

ial infection, tumor, drug toxicity, |

ase, complex migraine

status
Seizure at stroke
onset

Aaxa TP 2

Headache *  Consider

Altered mental , epilepsy, i y di
N

criteria

Ifclinical concern for hemorrhagic stroke: obtain

Neurology consult head CT without contrast immediately
and treat off If no concern for hemorrhagic stroke: obtain MRI
pathway FAST/stroke without contrast

o IfMRIisnot readily available: obtain “CT
Stroke Protocol”

'Stroke symptoms:

brain injury, it is critical that timely recognition and .

activation of the pathway occurs.’

Hemiparesis
Hemifacial
weakness
Speech/language
deficit

Visual

H pascular (V) tPA Intra-arterial (1A) tPA .
d Ist ur b ance fandidate’ candidate’ throx:zgir:\v?l‘o be
. 3 ¥ determined by
i { radiology,
Ataxia R0° me/kg bolus (max «  tPAtobe dosedand

n 0.81 mg/kg over 1 hr given by the
Headache

tal dose should not exceed 8 t
interventional team

inthe cath lab

-an be given before blood i "
e Patient will be

s.
i transferred back to
Altered mental g e 2 o O
. infusion complete
status i icuce:
. \n room with patient
e  Seizure at stroke
es
onset ose over 1 min
over 60 min
° isconunue nfusion if signs of
Relative contraindications: ‘ neurologic deterioration or serious
. See Appendix B for list of bleeding
potential relative
contraindications
. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °
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Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT
REPLACE CLINICAL

DGMENT.

Emergency Department Management

’Stroke Team

* Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team”)’ _( o Neurology
Vitals: 02, BP, HR, RR o attending and
e Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke [\, | resi ‘_je nt
Scale (NIHSS) (Appendix A) .../ ¢ Radiology
e  Laboratory: Glucose, toxicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, i * PlcU -
pregnancy test B : Z:aers:::a cs\i/a
) Additional orders: ECG, peripheral IV x2, NPO
e  Consider conditions that mimic stroke: encephalopathy, intracranial infection, tumor, drug toxicity, e EDattending
pseudotumor, epilepsy, inflammatory disease, complex migraine : g/leljjl tech
e s Management

—c—| Caves oy |

With the first suspicion, activate the “Stroke Team”. Do NOT wait for confirmation.
Neurology: to do initial evaluation | ;;1,,
Radiology + MRI Tech: to complete MRI o
PICU and bed management: notification for continued treatment
Pharmacy: for tPA
Anesthesia: possibly required for imaging based on age of child

. PAmb dosed and

Transfer to PICU and
follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD
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Emergency Department Management CLINICAL PATHWAY: Ry

SERVES AS A GUIDE

Ischemic Stroke Evaluation and Management AND DOES NOT
Emergency Department Management S emenr
ED T ri age to zgiars ok:) P:s:nﬁrg witha su:f_eae? ;;roke (stm)ke symptoms)
. . . 2 e 221 years, ymptom et 524 haurs,resohing symptoms/defiis
Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team”) e S—
= age . leur
\litale: N2 RP HR RR e tlbich o Vose oue Sk oo saingond
.. . . - - - . . . . k: Neuro exam, calculate Pediatric National Institute of Health Stroke . :‘?‘;i;’;ﬂ
° Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke | |mesmcos e cec e wa sirnogen, cur,on s
. nesthesia
Scale (NIHSS) (Appendix A) Dt || B

° Laboratory: Glucose, toxicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, <’>

pregnancy test I
. Ifclinical, corlzirtn of;r: é)::;ui);‘r:vnaeg;c;rroke: obtain
° Additional orders: ECG, peripheral IV x2, NPO e e
° Consider conditions that mimic stroke: encephalopathy, intracranial infection, tumor, drug toxicity, e

pseudotumor, epilepsy, inflammatory disease, complex migraine !

Consult yand treat Acute ischemic i )
GALEY S0 R R S

THIS PATHWAY
SERVES AS AGUIDE

A basic evaluation of children with arterial ischemic
stroke should be done.
Calculate the Pediatric NIHSS. Appendix A has the
scoring. This should be done within 15 minutes upon PedNIHSS
arrival to the Emergency Department. N o , o ) ‘

. . . Administer stroke scale items in the order listed. Follow directions provided for each exam item. Scores
The NIHSS IS Used to aSSess the |mpaCt Of pOtentlaI should reflect what the patient does, not what the clinician thinks the patient can do. Modifications for

CLINICAL PATHWAY:

AND DOES NOT
REPLACE CLINICAL
JUDGMERNT.

Ischemic Stroke Evaluation and Management
Appendix A: Pediatric National Institute of Health Stroke Scale (NIHSS)

StrOkeS.4 children are shown in bold.

Stro ke Scales 25 UserI to ald and improve d IagnOStIC !lt:mlﬁ:er:t:i;r::s;;:::)n:ssnesr A 3 is scored only if zc-al:lgr:fill(:tei:;:r :::picr;:\i;g e

adacCcCu racy, determine the appropriateneSS Of treatment, the patient makes no movement (other than 1= Not .';Iert, but arousable by minor stimulation
. . reflexive posturing) in response to noxious to obey, answer, or respond

and to monltor neur0|oglca| defeCtS through the stimuli. 2 = Not alert, requires repeated stimulation to

Contin uum of care. 4 attend, or is obtunded and requires strong or

painful stimulation to make movements
3 = Responds only with reflexive motor or
autonomic effects or totally unresponsive

If It 12 pOS|t|Ve, _proceed Wlth pathway recommendatlons (do 1b. LOC Questions: The patient is asked the 0 = Answers both questions correctly
not need to wait for other lab results).

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD @ .
...Coqnecﬂcqt
Children's
LAST UPDATED: 10.21.24

©2019 Connecticut Children’s Medical Center. All rights reserved.




Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management S emenr
ED T ri age to 22{;an dx:) p:s:nﬁrg witha su:s_ecxe:i ;:oke (stm)ke ‘symptoms)
. . - 2 el gt Ttk epnsl SN N s
Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team”) e o e P e e

ED Triage

Vitals: 02, BP, HR, RR il s

fs: Neuro exam, calculate Pediatric National Institute of Health Stroke

° Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke | uwescos esn.as cac.verm wa siinogen . un

ral IV x2, NPO

-y PR I NTTRY.T.\ W VOSSsan Ly W

7 f ° Laboratory Glucose toxmology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, <’>
pregnancy test d on Peds NIHSS;

° Additional orders: ECG, peripheral IV x2, NPO e he:m"'g‘”;k“
° Consider conditions that mimic stroke: encephalopathy, intracranial infection, tumor, drug toxicity, e
pseudotumor, epilepsy, inflammatory disease, complex migraine I

At the same time, additional testing should be completed, including labs and
consideration of stroke mimics.

Hyperglycemia is common in adult stroke and likely a detrimental risk factor in | [ e Q s
children. ==

Drug toxicity can mimic stroke.
Thrombus composition is integral to determining susceptibility to mechanical and
pharmacological disruption and recanalization.’

Transfer to PICU and
follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD Connecticut

‘.'ch.ldrens

's Medical Center. Al rights reserved.




THIS PATHWAY

Emergency Department Management CLINICAL PATHWAY: TS ATHYAY

Ischemic Stroke Evaluation and Management AND DOES NOT
REPLACE CLINICAL

Emergency Department Management JUDGMENT.

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
within <24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

7
Stroke s g Zstroke Team
Hemiparesis o " Neurology
Hemifacial attending and
weakness °
dent

o Speech/language LY . :ae—,;sx;iology
deficit

o Visual k H H : iﬁmw

| dtubarce eets stroke criteria -

NG : At::a
T ased on Peds NIHSS?
'

onset
Ifclinical concern for hemorrhagic stroke: obtain

head CT without contrast immediately

If no concern for hemorrhagic stroke: obtain MRI

Management

Neurology consult
and treat off

pathway FAST/stroke without contrast
o IfMRIisnot readily available: obtain “CT
Neurology consult
I
and treat off .
Positive for
stroke
pathway
off pathway stroke /Admit to Neurology service)
and treat off pathway

*tPA Candidate:
*  Onset <6 hours
o Age>2years
. Positiveinfarct or arterial
occlusion on imaging

If the patient does not meet stroke criteria e

labs to give tPA if above criteria

based on the NIHSS scoring system, then " |

a neurology consult should be placed and B : ;

radiology
] ateriovenous malformation meg) and infusion 0.81 mg/kg over 1 hr *  tPAtobe dosedand
atient should be treated off the pathwa i |
. «  Glor GU bleedin st 21 days 20 mg. interventional team
*  Cancer or cancer treatment o Note: TPAcan begiven before blood in the cath lab
within st rmonth sy o Ppatient will be
*  Significant bleeding disorder «  Neurology attending confirms tPA dose transferred back to
*  Strokeduetosickle cell disease, «  Dose will be mixed in the Emergency the floorsafter tPA
subacute bacterial endocarditis, Department by nursing. infusion complete
embolism, meningitis,
moyamoya Monitoring of infusion should include:
©  BP>15%above 95" percentile e 1:1 nursing with RN in room with patient
*  PedNIHSS<6 or >25 for the entireinfusion
©  Glucose <50 or >400 «  Continuous CR monitor with vitals and
©  Platelets <100K; PT>15 sec, INR neuro checks 15 minutes
>14, o Infuse tPA:
PTT > upper limit of normal o Bolus 10% of total dose over 1 min
©  Anti-cosgulants o Remainder of infusion over 60 min
o Discontinue infusion f signs of
Relative contraindications: neurologic deterioration or serious
. See Appendix B for list of bleeding
potential relative
contraindications
. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD @ Connecticut

Childrens

LAST UPDATED: 10.21.24
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Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management TSS(L;?ACEEN(T"_UN'CAL

within 24 hours, persistent deficits, eligible for treatment options tPA, surgery)

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

Tstroke v
n “stroke T
Hemiparesis ED Triage , . ﬁ
Hemifacial Team via Intellidesk or Voalte group (“Stroke Team”] EM‘QV "
Vitals: 02, BP, HR, RR att . ing an
e Anitial assess Ye ate Pediatric National Institute of Health Stroke i
? deficit Scale (NIHSS) A) : Palc Uo logy
N ase on Pe s N I H SS Visual Laboratory: Guwse, wnicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, + pharmagy
: disturbance pregnancy test v
e Ataxia *  Additional orders: ECG, peripheral IV x2, NPO *  Anesthesia
Headache o Consider conditions that mimic stroke: encephal y, intracranial infection, tumor, drug toxicity, : ED attending

° If clinical concern for hemorrhagic stroke: obtain
head CT without contrast immediately

° If no concern for hemorrhagic stroke: obtain MRI
FAST/stroke without contrast

. . o  IfMRIlisnot readily available: obtain “CT

If the patient scores positive for stroke on the Stroke Protocol”

NIHSS, then imaging should be obtained —

.
. . .
immediatel S
- occlusion on imaging
.
.

NIHSS 6-25

Note: do not need to wait for
labs to give tPA if above criteria
met

O tPA Contraindications:
*  Onset>6 hours Intra-vascular (IV) tPA Intra-arterial (1A) tPA Mechanical
O NOot walt 1or 1abs 10 return. ¢ eaen ot o o

o Resolving deficits (can still give thrombectomy to be
tPAIf NIHSS 6+) ¥ v determined by

*  History of hemorrhage, '« Order tPA bolus 0.09 mg/kg bolus (max 9 radiology
ateriovenous malformation meg) and infusion 0.81 mg/kg over 1 hr *  tPAtobe dosedand
(AVM), aneurysm (max 81 meg). Total dose should not exceed given by the

«  Glor GU bleedin st 21 days 20 mg. interventional team

o i Cancer or cancer treatment o Note: TPAcan begiven before blood in the cath lab
Imaging type will depend on concern of g
*  Significant bleeding disorder «  Neurology attending confirms tPA dose transfemed back to
*  Strokeduetosickle cell disease, «  Dose will be mixed in the Emergency the floors after tPA
. . ags subacute bacterial endocarditis, Department by nursing. infusion complete
hemorrhagic stroke and availabilit
. moyamoya Monitoring of infusion should include:

*  BP>15%above 95" percentile e L:1nursing with RN in room with patient

*  PedNIHSS <6 or >25 for the entireinfusion

. Glucose <50 or >400 . Continuous CR monitor with vitals and

. Platelets <100K; PT>15 sec, INR neuro checks q15 minutes
>14, . Infuse tPA:
PTT > upper limit of normal o Bolus 10% of total dose over 1 min

. Anti-coagulants o Remainder of infusion over 60 min

o Discontinue infusionif signs of

Relative contraindications: neurologic deterioration or serious

e See Appendix B for list of bleeding
potential relative
contraindications

. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD
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Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management ?SEF)’(L;“\ACEﬁLINICAL

Inclusion Criteria: Patient >2 years (up to 21 years old) ing with a d stroke (stroke
within €24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
cits
“stroke Team

. If clinical concern for hemorrhagic stroke: obtain Neurdos
o

head CT without contrast immediately i ceoie Radology
PICU
e Ifno concernfor hemorrhagic stroke: obtain MRI - P

ED attending

FAST/stroke without contrast e Rt
o IfMRIlisnot readily available: obtain “CT
Stroke Protocol” K

lhemorrhagic stroke: obtain
e

ang treat off Ifnoconcernfor hemorrhagic stroke: obtain MRI
way FAST/stroke without contrast

T tf MRt s ot eadity avaitpble: obtain “CT
Stroke Protocol”

Management

Pasitive fol

Hemorrhagic stroke

Consult Neurosurgery and treat
off pathway
3tPA Candidate:

*  Onset <6 hours

o Age>2years

. Positiveinfarct or arterial
occlusion on imaging

If the imaging is negative for stroke despite having DR

labs to give tPA if above criteria

Ahwrs

. . met . .
a positive screen on NIHSS, consult neurology —— Admit to Neurology service
) . g;set;ﬁ hours Intra-vascular (IV) tPA
©  Age<2years candidate d ff h
«  Resolving deficits (can still give and treat o p athwa y
and treat off pathwa ;
N *  History of hemorrhage, e Order tPA bolus 0.09 mg/kg bolus (max 9
ateriovenous malformation mg) and infusion 0.81 mg/kg over 1 hr -
(AVM), aneurysm (max 81 mg). Total dose should not exceed gvenbythe
©  Glor GU bleed in last 21 days %0 me. interventional team
®  Cancer or cancer treatment o Note: TPAcan begiven before blood inthe cath lab
within last month work results, o Ppatient will be
Significant bleeding disorder ' Neurology attending confirms tPA dose transferred back to
«  Strokeduetosickle cell disease, «  Dose will be mixed in the Emergency the floors after tPA
subacute bacterial endocarditis, Department by nursing. infusion complete
embolism, meningitis,
moyamoya Monitoring of infusion should include:
*  BP>15%above 95" percentile e L:1nursing with RN in room with patient
. PedNIHSS <6 or >25 for the entireinfusion
©  Glucose <50 or >400 «  Continuous CR monitor with vitals and
. Platelets <100K; PT>15 sec, INR neuro checks q15 minutes
>14, o Infuse tPA:
PTT > upper limit of normal o Bolus 10% of total dose over 1 min
. Anti-coagulants o Remainder of infusion over 60 min
o Discontinue infusionif signs of
Relative contraindications: neurologic deterioration or serious
e See Appendix B for list of bleeding
potential relative
contraindications

. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)

NEXT PAGE °

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Emergency Department Management

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management

Emergency Department Management

° Ifclinical concern for hemorrhagic stroke: obtain
head CT without contrast immediately

If no concern for hemorrhagic stroke: obtain MRI
FAST/stroke without contrast

If MRl is not readily available: obtain “CT
Stroke Protocol”

*  Ifclinfcal concern for hemorrhagic stroke: obtain
Neurology consult’ head CT without contrast immediately
and treat off i

agic stroke: obtain MRI

Istrok
Hemiparesis
Hemifacial
weakness.

*  Speech/languagd
deficit [ ]
*  Visual
disturbance
e Ataxia
*  Headache
*  Altered mental
status O
*  Seizure at stroke]
onset

pathway FAST/stroke without contrast
©  IfMRIisnot readily available: obtain “CT
Stroke Protocol”

I

Pasitive for
stroke

Positive for
stroke

/Admit to Neurology service)
and treat off pathway

Acute ischemic
stroke

3,

*  Onset <6 hours
© Age>2years
* *  Positiveinfarct or arterial
occlusion on imaging
. NIHSS 6-25
. Note: do not need to wait for
labs to give tPA if above criteria

Hemorrhagic stroke e

/ —
ENK

Acute ischemic [~
stroke

If the imaging is positive for a stroke,

management depends on if the stroke
IS hemorrhagic vs acute ischemic.

. Onset >6 hours al (1A) tPA
Mechanical
©  Age<2years candidate’ candidate’
*  Resolving deficits (can still give thrombectomy to be
tPA if NIHSS 6+) v v determlned:_yl
*  History of hemorrhage, e Order tPA bolus 0.09 mg/kg bolus (max 9 radiology
ateriovenous malformation *  tPAtobe dosed and

me) and infusion 0.81 me/kg over 1 hr

(max 81 mg). Total dose should not exceed given by the

interventional team

(AVM), aneurysm

LAST UPDATED: 10.21.24

®  Glor GU bleed in last 21 days 90 mg. .
©  Cancer or cancer treatment o Note: TPAcan begiven before blood in the cath lab
within last month work results, o Patientwill be

Significant bleeding disorder
Stroke due to sickle cell disease,
subacute bacterial endocarditis,
embolism, meningitis,
moyamoya

BP > 15% above 95" percentile
PedNIHSS <6 or >25

Glucose <50 or >400

Platelets <100K; PT >15 sec, INR
>14,

PTT > upper limit of normal
Anti-coagulants

Relative contraindications:
See Appendix B for list of
potential relative
contraindications

If present, will require further
discussion with team

. Neurology attending confirms tPA dose
o Dose will be mixed in the Emergency
Department by nursing.

Monitoring of infusion should include:
e 1:1nursing with RN in room with patient
for the entireinfusion
e Continuous CR monitor with vitals and
neuro checks q15 minutes
. Infuse tPA:
o Bolus 10% of total dose over 1 min
o Remainder of infusion over 60 min
o Discontinue infusion if signs of
neurologic deterioration or serious
bleeding

©2019 Connecticut Children’s Medical Center. All rights reserved.

transferred back to
the floors after tPA
infusion complete

Transfer to PICU and

C follow Inpatient Stroke Pathway (page 2) )
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management
Emergency Department Management

Emergency Department Management

REPLACE CLINICAL
JUDGMENT.

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
within <24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

15t roke v —

Hemiparesis ED Triage . :‘r dTeam
Hemifacial Activate Stroke Team via Int k or Voalte group (“Stroke Team”)* leurology
weakness Vitals: 02, BP, HR, RR attendingand

o Speech/language *  Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke 4 ::::i’;o“‘
deficit Scale (NIHSS) (Appendix A) 2y

e Visual *  Laboratory: Glucose, toxicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, Y
disturbance pregnancy test

. Ataxa o Additional orders: ECG, peripheral IV x2, NPO

«  Headache o Consider conditi imic strok infection, tumor, drug toxici
Altered mental pseudotumor, epilepsy, inflammatory disease, complex migraine ) f
Positive for

©  Seizure at stroke
onset

criteria

o Ifclinicalconcern for hemorrhagic str
head CT without contrast immediately
If no concern for hemorrhagic stroke: obtain MRI

5
©  IfMRIisnot readily available: obtain “CT
Stroke Protocol”

Hemorrhagic stroke

Consult Neurosurgery and treat
off pathway
3tPA Candidate:

Onset <6 hours

o Age>2years
Positiveinfarct or arterial
occlusion on imaging
NIHSS 6-25
Note: do not need to wait for
labs to give tPA if above criteria

N

stroke

Neurology consult
and treat off

If the stroke is hemorrhagic, the patient
should be treated off pathway with
neurosurgery consultation.?

Consult Neurosurgery and treat
off pathway

Acute ischemic ) >
e /Admit to Neurology service)
and treat off pathway

Management goals include ensuring
cerebral perfusion.

met
Onset >6 hours Intra-vascular (IV) tPA Intra-arterial (1A) tPA .
©  Age<2years candidate’ candidate’ Mechanical
« Resolving deficits (can stil give thrombectomy to be
tPA if NIHSS 6+) v v dete_rmlned b.y
History of hemorrhage, « OrdertPA bolus 0.09 mg/kg bolus (max 9 radiolgy,
ateriovenous malformation me) and infusion 0.81 me/kg over 1 hr © tPAtobe dosedand

given by the

LAST UPDATED: 10.21.24

(AVM), aneurysm

(max 81 mg). Total dose should not exceed

interventional team

Gl or GU bleed in last 21 days %0 me i
Cancer or cancer treatment o Note: TPAcan begiven before blood in the cath lab
within last month work results. *  Patientuillbe

Significant bleeding disorder
Stroke due to sickle cell disease,
subacute bacterial endocarditis,
embolism, meningitis,
moyamoya

BP > 15% above 95" percentile
PedNIHSS <6 or >25

Glucose <50 or >400

Platelets <100K; PT >15 sec, INR
>14,

PTT > upper limit of normal
Anti-coagulants

Relative contraindications:
See Appendix B for list of

. Neurology attending confirms tPA dose
o Dose will be mixed in the Emergency
Department by nursing.

Monitoring of infusion should include:

e 1:1nursing with RN in room with patient
for the entireinfusion

e Continuous CR monitor with vitals and
neuro checks q15 minutes

. Infuse tPA:
o Bolus 10% of total dose over 1 min
o Remainder of infusion over 60 min
o Discontinue infusion if signs of

neurologic deterioration or serious

transferred back to
the floors after tPA
infusion complete

. bleeding
potential relative
contraindications

. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)

©2019 Connecticut Children’s Medical Center. All rights reserved.
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Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management TS;&&%%?UNICAL

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
within <24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

Positive for
stroke

T
Stroke k2
Hemiparesis ED Triage . %ﬁ"
Hemifacial Activate Stroke Team via Intt k or Voalte group (“Stroke Team”)* leurology
weakness Vitals: 02, BP, HR, RR at‘%;ﬂlnzand
. o Initial in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke ::5‘;_ el"‘
deficit Scale (NIHSS) (Appendix A) . adiology
s+ Laboratory: Glucose, toxicology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA, e PlU
pregnan . Pharma Ly
\ Additional ord heral IV x2, NPO *  Anesthesia
s Consider conditidfs that mimic stroke: encephalopathy, intracranial infection, tumor, drug toxicity, ¢ EDattending
erai ©  MRitech
lex migraine
. o o Bed
Acute ischemic ram—
riteria

stroke s “1

Ifclinical concern for hemorthagic stroke: obtain

‘Neurology consm head CT without contrast immediately
and treat off *  Ifno concernfor hemorrhagic stroke: obtain MRI
pathway FAST/stroke without contrast
o IfMRIis not readily available: obtain “CT
Stroke Protocol”
I
Pasitive for
stroke
If the stroke i te ischemi
€ Slroke Is an acute iIschemic — e
off pathway stroke

stroke, management depends on
the hours since onset.

6-24 hours
since onset

<4.5 hours
since onset

*  Positiveinfarct or a
. Note: do not need to wait for

e ”4.5-6 h
+ Onsef <5 hours .2-b hours
occlusion on imaging
labs to give tPA if above criteria

*  Age>2years
o NIHSS6-25 Si nce Onset

P
*  Onset>6hours Intra-vascular (IV) tPA Intra-arterial (IA) tPA i
o Age<2years candidate’ candidate’ m,o,ﬁ",fg;i,’,‘;,‘f"o be

©  Resolving deficits (can still give

tPA if NIHSS 6+) 2 3 determined :_yl
*  History of hemorrhage, e Order tPA bolus 0.09 mg/kg bolus (max 9 radiology
ateriovenous malformation me) and infusion 0.81 me/kg over 1 hr © tPAtobe dosedand
(AVM), aneurysm (max 81 mg). Total dose should not exceed given by the
©  Glor GU bleed in last 21 days 20 mg. interventional team

inthe cath lab

e Patient will be
transferred back to
the floors after tPA
infusion complete

. Cancer or cancer treatment
within last month

*  Significant bleeding disorder

*  Strokeduetosickle cell disease,

subacute bacterial endocarditis,

embolism, meningitis,

moyamoya

BP > 15% above 95" percentile

PedNIHSS <6 or >25

o Note: TPAcan begiven before blood
work results.
. Neurology attending confirms tPA dose
o Dose will be mixed in the Emergency
Department by nursing.

Monitoring of infusion should include:
. 1:1 nursing with RN in room with patient
for the entireinfusion

Glucose <50 or >400 «  Continuous CR monitor with vitals and
Platelets <100K; PT>15 sec, INR neuro checks q15 minutes
>14, o Infuse tPA:

PTT > upper limit of normal
Anti-coagulants

o Bolus 10% of total dose over 1 min

o Remainder of infusion over 60 min

o Discontinue infusion if signs of
neurologic deterioration or serious

Relative contraindications:
See Appendix B for list of

bleeding
potential relative
contraindications

. If present, will require further Transfer to PICU and
discussion with team follow Inpatient Stroke Pathway (page 2)
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CLINICAL PATHWAY: THIS PATHWAY

Emergency Department Management

= o SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT
Emergency Department Management e

Positive for

within 24 hours, persistent deficits, eligible for treatment options tPA, surgery)

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

If the stroke is an acute ischemic
stroke, management depends on
the hours since onset.
Reperfusion reduces ischemic
injury. 2

The optimal time window to
reduce ischemic injury is ideally
<6 hours from symptom onset.’
Treatment with IV tPA should
begin <4.5 hours from symptom
onset.

v
ED Triage
Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team”)’
Vitals: 02, BP, HR, RR
o Initial in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke

et HAppendix A)
e Laboratory: Gluco: icology, type and cross, ESR, ANA, CBC, PT/PTT, INR, fibrinogen, CMP, UA,
pregnancy test

y, intracranial infection, tumor, drug toxicity,

Acute ischemic  |[hian
stroke

st

rn for hemorrhagic stroke: obtain MRI
FAST/stroke without contrast

©  IfMRIisnot readily available: obtain “CT

<4.5 hours
since onset

. Note: do not need to wait for
labs to give tPA if above criteria

met

Treatment with |A tPA should . gl — m———— N
begin within 4.5-6 hours of 8 _
symptom onset. () | e[S el
From 6-24 hours, endovascular _ ‘ rg?tef;tﬁggz ¢
thrombectomy should be done, at : :" . interventional radiology
the discretion of the interventional e | | S N\
radiologist (generally completed s |
at Hartford Hospital) C s )

o

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD [ ) Connecticut

€=®Childrens
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Emergency Department Management

The tPA candidate should
be a patient with less than
6 hours since symptom
onset, older than 2 years,
positive imaging, NIHSS
score of 6-25.

tPA contraindications are
listed here.
* Note that patients with
resolving deficits may

still be given tPA if
NIHSS score is 6+

Relative contraindications
are listed in Appendix B.
The team will decide if tPA
can proceed.

TIME is BRAIN! Do not
wait to begin tPA infusion!

*tPA Candidate:
Onset <6 hours
Age >2 years
Positiveinfarct or arterial
occlusion on imaging
NIHSS 6-25
Note: do not need to wait for
labs to give tPA if above criteria
met

tPA Contraindications:
Onset >6 hours
Age <2 years
Resolving deficits (can still give
tPA if NIHSS 6+)
History of hemorrhage,
ateriovenous malformation
(AVM), aneurysm
Gl or GU bleed in last 21 days
Cancer or cancer treatment
within last month
Significant bleeding disorder
Stroke dueto sickle cell disease,
subacute bacterial endocarditis,
embolism, meningitis,
moyamoya
BP > 15% above 95™ percentile
PedNIHSS <6 or >25
Glucose <50 or >400
Platelets <100K; PT >15 sec, INR
>1.4,
PTT > upper limit of normal
Anti-coagulants

Relative contraindications:
See Appendix B for list of
potential relative
contraindications

If present, will require further
discussion with team

CLINICAL PATHWAY: THIS PATHWAY

= o SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT
Emergency Department Management e

within 524 hours,persistent defict, eligile for reatment options (tPA, surgery) Acute ischemic
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits|

v stroke

ED Triage ’ Nearoley
attending and
resident

*  Radiology

C-dusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptor

Istroke

. Hemiparesis

*  Hemifacial
weakness

*  Speech/language
deficit

*  Visual
disturbance

*  Ataxia

*  Headache

*  Altered mental
status

®  Seizure at stroke

onset

Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team”)*
Vitals: 02, BP, HR, RR
* Initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke
Scale (NIHSS) (Appendix A)
. L y: Glucose, toxicol oy, type-and-cross, ESR ANA-CBE P
pregnancy test
«  Additional orders: ECG, peripheral IV x2, NPO
«  Consider conditi i ial infection, tumor, drug toxicity,
pseudotumor, epilepsy, infl; atory disease, complex migraine

troke criteria Ye
Qeds NIHSS;

o Ifclinical concern for hemorrhagic stroke: obt:

head CT without contrast immediately

«  Ifnoconcernfor hemorrhagic stroke: obtain MRI

FAST/stroke without contrast

o IfMRIisnot readily available: obtain “CT
Stroke Protocol”

4.5-6 hours
since onset

<4.5 hours
since onset

Neurology consult’
and treat off
pathway

Iy \ =
Intra-vascular (V) tPA éi\i Intra-arterial (1A) tPA
candidate’® candidate’®
( Consult Neurosurgery and tr Acute ischemic
off pathway swoke |} S

T

/ L / A ». A
CLINICAL PATHWAY:

Ischemic Stroke Evaluation and Management

Appendix B: Potential Relative Contraindications for tPA

If present, discuss risks and benefits of treatment with team.

Minor or rapidly improving stroke symptoms
Major surgery or non-head trauma in past 14 days
Recent arterial puncture at non-compressible site
Recent lumbar puncture

Post myocardial infarction pericarditis
Pregnancy

History of prior strokes, diabetes

Active anticoagulant use

CT with infarction involving >1/3 of a hemisphere

L
L
L]
L]
L
L
L
L]
L]

LAST UPDATED: 10.21.24
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Emergency Department Management CLINICAL PATHWAY:

Ischemic Stroke Evaluation and Management
Emergency Department Management

riteria: Patj presenting with a suspected stroke (stroke symptoms)
v <4.5 h ours for treatment options (tPA, surgery)
ion nset > rs, resolving symptoms/deficits

o Intial assessment in 15 m) €iro am, calculate Pediatric National Institute of Health Stroke
Scale (NIHSS) (Appendix A)

<4.5 hours since symptom onset
If IV tPA is indicated, the dose should

be confirmed by neurology and will be

pseudotumor, epilepsy, inflanXgBtory disease, complex migraine

mlxedby the ED RNS tO be Intra-vascular (IV)tPA | ™
il s candidate’  [EEmiima
Do NOT wait to administer tPA for - R —
transfer onto the floors or for labs to * *  OrdertPA bolus 0.09 mg/kg bolus (max 9
mg) and infusion 0.81 mg/kg over 1 hr
return. (max 81 mg). Total dose should not exceed
d  coms famonesacsnsd

Once tPA starts, patient should be

o  Note: TPAcan be given before blood
work results.
. Neurology attending confirms tPA dose

continuous R monitoring with neuro
checks every 15 minutes. 2 e Dose willbe mixed in the Emergency
Infusion directions include giving a Department by nursing. T

determined by
interventional radiology

bOlUS, which is 10% of the total dose, Monitoring of infusion should include:

1 . t d th th . d . 1:1 nursing with RN in room with patient
over 1 minute, an en the remainaer for the entire infusion
Of the infUSion over 60 minutes . Continuous CR monitor with vitals and

: - neuro checks 15 minutes
If there are signs of neurologic o Infuse tPA:

- c c " o Bolus 10% of total dose over 1 min
deterioration of bleeding, it should be  Remainder of infusion over 60 min
Stopped . o  Discontinue infusion if signs of

neurologic deterioration or serious 3
bleeding
Y

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD

.
.:.Coqnecﬂcut
g
Childrens
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Emergency Department Management CLINICAL PATHWAY: Ry

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management TSSE?,.CE%‘{L'N'CAL

rs old) presenting with a suspected stroke (stroke symptoms)’
Ls, eligible for treatment options (tPA, surgery)
(mptom onset >24 hours, resolving symptoms/deficits

Inclusion Criteria: Patient >2

“stroke Team
o Neurology
attending and
resident
*  Radiology
. picu
o Pharmacy

deficit
*  Visual

:itsn{rbance *  Anesthesia
. axia "
T Headache i ial infection, tumor, drug toxicity, L maendng
e Altered mental pseudotumor, epilepsy, I ﬁlsease, complex migraine . Bed

status Management
®  Seizure at stroke

onset

4.5 — 6 hours since symptom onset ~
If IA tPAis indicated, it will be given by (™

'

o Ifclinical concern for hemorrhagic stroke: obtain
head CT without contrast immediately
o Jfnoconcernfor hemorrhagic stroke: obtain MRI

the interventional team in the cath lab. * .
. L, . Intra-arterial (IA) tPA
After the infusion is complete, the patient candidate’
will be transferred to the PICU. (o
: S;‘::iw& / * I
- &le  tPAtobe dosed and %
o given by the - _
g interventional team | m“‘ﬁ
| in the cath lab e
. Zle  Patient will be k..
e transferred backto [
. & the floors after tPA
L infusion complete
- = -
e e \ ( o )

NEXT PAGE °
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Emergency Department Management

CLINICAL PATHWAY: THIS PATHWAY

. . SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Emergency Department Management TSSE?,.CE%‘{L'N'CAL

Inclusion Criteria: Patient >2 years (up to 21 years old) presenting with a suspected stroke (stroke symptoms)
within <24 hours, persistent deficits, eligible for treatment options (tPA, surgery)
Exclusion Criteria: Age <2 years, age 221 years, symptom onset >24 hours, resolving symptoms/deficits

Tstroke v
- “Stroke Team
o Hemiparesis ED Triage 2 o " Neurol
= Activate Stroke Team via Intellidesk or Voalte group (“Stroke Team’ H e
Hemifacha Vitals: 02, BP, HR, RR i
. s initial assessment in 15 minutes: Neuro exam, calculate Pediatric National Institute of Health Stroke res

7/\( Transfer to PICU and
follow Inpatient Stroke Pathway (page 2)

Vieets stroke cr
‘Wa on Peds NIHSS;
.
head CT without contrast immediately

Ifnoconcernfor hemorhagic stroke: obtain MRI

Ves—l

Neurology consult
and treat off

pathway FAST/stroke without contrast
o IfMRIisnot readily available: obtain “CT
Stroke Protocol”

Pasitive for
stroke

Ce ft N d treat’ Acute ischemi
. . and treat off pathway
After tPA infusion or o i
*  Onset <6 hours

o Ages2years
. Positiveinfarct or arterial

mechanical thrombectomy, i

. Note: do not need to wait for
labs to give tPA if above criteria

the patient should be -

tPA Contraindications:
o Onset>6hours Intra-vascular (IV) tPA Intra-arterial (1A) tPA .
©  Age<2years candidate’ candidate’ Mechanical
ra n S e rre O e *  Resolving deficits (can still give thrombed_omvw be
. tPA if NIHSS 6+) v v dete_rmlned b.y
History of hemorrhage, « OrdertPA bolus 0.09 mg/kg bolus (max 9 radiolgy,
ateriovenous malformation me) and infusion 0.81 me/kg over 1 hr © tPAtobe dosedand
(AVM), aneurysm (max 81 mg). Total dose should not exceed gien by the
©  Glor GU bleed in last 21 days 0me interventional team
*  Cancer or cancer treatment o Note: TPAcan begiven before blood in the cath lab
within last month work results, o Ppatient will be
Significant bleeding disorder ' Neurology attending confirms tPA dose transferred back to
*  Strokedueto sickle cell disease, o Dose will be mixed in the Emergency the floors after tPA

subacute bacterial endocarditis, infusion complete

embolism, meningitis,

Department by nursing.

moyamoya
BP > 15% above 95" percentile
PedNIHSS <6 or >25

Glucose <50 or >400

Platelets <100K; PT>15 sec, INR
>14,

PTT > upper limit of normal
Anti-coagulants

Relative contraindications:
See Appendix B for list of
potential relative
contraindications

If present, will require further
discussion with team

Monitoring of infusion should include:
e 1:1nursing with RN in room with patient
for the entireinfusion
e Continuous CR monitor with vitals and
neuro checks q15 minutes
. Infuse tPA:
o Bolus 10% of total dose over 1 min
o Remainder of infusion over 60 min
o Discontinue infusion if signs of
neurologic deterioration or serious
bleeding

Transfer to PICU and

C follow Inpatient Stroke Pathway (page 2)

LAST UPDATED: 10.21.24
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Inpatient Management

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management

Inpatient Management

3tPA Candidat

Onset <6 hours
Age >2 years

. Positiveinfarct or arterial
occlusion on imaging
NIHSS 6-25
Note: do not need to wait for
labs to give tPA if above criteria
met

tPA Contr:
Onset >6 hours
Age <2 years
Resolving deficits (can still give
tPA if NIHSS 6+)
«  History of hemorrhage,
ateriovenous malformation

[ Admit to PICU

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Intra-vascular (IV) tPA
idate’

v

Intra-arterial (IA) tPA
candidate’®

v

(AVM), aneurysm v
Glor GU bleed in last 21 days e OrdertPA bolus 0.09 mg/kg bolus (max 9 mg) Mechanical
«  Cancer or cancer treatment and infusion 0.81 mg/kg over 1 hr (max 81 thrombectomy to be
within last month mg). Total dose should not exceed 90 mg. tPA to be dosed and given determined b}/
Significant bleeding disorder o Note: TPAcan be given before blood by the interventional team interventional
Stroke dueto sickle cell disease, work results. inthe cath lab 'Pad!""’gy," N
subacute bacterial endocarditis, «  Neurology attending confirms tPA dose Patient will be transferred D ekt
embolism, meningitis, e Dose willbe mixed in the PICU by nursing. back to the floors after tPA th":;lzg am;c o
moyamoya infusion complete e !
e BP>15%above 95" percentile Monitoring of infusion should include:
o PedNIHSS <6 or>25 e 1:1nursing with RN in room with patient for thrombectomy
o Glucose <50 or >400 the entireinfusion complete
e Platelets <100K; PT>15 sec, INR *  Continuous cardiorespiratory monitor with
>1.4, PTT > upper limit of normal vitals and neuro checks q15 minutes
«  Anti-coagulants o InfusetPA:
o Bolus 10% of total dose over 1 min
Relative contraindications: o Remainder of infusion over 60 min
«  See Appendix B for list of o Discontinue infusion if signs of
potential relative neurologic deterioration or serious
. . . . contraindications bleeding
W «  Ifpresent, will require further T
€ WIII next review tne inpatient management 1or o i
On-going PICU evaluation/treatment
stroke.
) - Labs/other
Nursing orders Medications ooors
v
v iftemps38C: + Maintenarce Ve
*  Monitoring: acetaminophen!V | | &:?,:;:I:.ﬁ:,l:,v:.;uw e Neurology o Determined based on
o Cardiorespiratory 15 mg/kggbhr(max | | oolsofteners *  Hematology/Oncology etiology
o Pulseoximetry 1000 mg/dose, max once takin e Cardiology (consideration
gPO
o Vital signs & Neuro checks: 75 mg/kg/day, not for
o ql5minx2 hrs, then q30 to exceed 4000 mg/ echocardiogram)
minx 6 hrs, then g1 hrx day) o Speech (swallow study)
16 hrs e Consider aspirin or . prjoT
+  VTE prophylaxis: SCD anticoagulation in
o Maintain HOB at ~30 degrees, discussion with
bedrest hematology and
o Additional orders if patient neurology; should
received tPA: not be started for at
least 24 hours after

o Avoid anti-platelet/ anti-

thrombotic agents within thrombolysis
24hrs o Statinand/or

o Avoid arterial sticks or antihypertensive
venipuncture at non- agents, ?5
compressible site within determined by
12 hrs cardiology

o Avoid indwelling ureteral
catheterization following

Discharge ariteria:
Clearance from speech/OT/PT/neurology;
Discharge medication plan in place per consulting specialists;
Follow up appointments should be made prior to discharge with appropriate consulting specialists

o Avoid NG tube placement
following tPA

Discharge instructions:
Individualized per neurology on a case-by-case basis

RETURN TO
THE BEGINNING

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD
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Inpatient Management CLINICAL PATHWAY: THIS PATHWAY

. M SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Inpatient Management AR GURIEAL

Admit to PICU

7tPA Cahdidate: I Admit to PICU |
*  Onset <6 houf i
*  Age>2year;
. ke I — e

or arterial @

for anite icch, ke if oot alpady started in the ED
| Continue/start care for acute ischemic stroke if not already started in the ED

[ oo | AN - A
et : \V/ Sincepns

tPA Contraindications:
. Onset >6 hours
o Age<2years
Resolving deficits (can still give
tPA if NIHSS 6+)
History of hemorrhage,

Intra-arterial (IA) tPA
candidate’®

<4.5 hours

’4.5-6 hours 6-24 hours

since onset ateriovenous malformation ¢
(AVM), aneurysm
. Glor GU bleed in last 21 days
. Cancer or cancer treatment
within last month *  tPAtobe dosed and given int e
o Significant bleeding disorder by the interventional team rodk O
ue to sickle cell disease, e cath lab . patient ill be
e bacterial endocarditis, b ent will be transferred tranS |
Jm, meningitis, . . to the floors after tPA the PICU after
Intra-vascular (1V) tPA - . L. Intra-arterial (1A) tPA  fsioncompete g
: 3 icve 9 ' percentlle : 3 thrombicto
candidate 5 <6 or>25 P candidate o
<50 or >400
<100K; PT>15 sec, INR .
IT > upper limit of normal
. ¢ \ *  Anti-coagulants o Infuse tPA: ‘
o Bolus 10% of total dose{over 1 min
Care should be continued as i | | e

. Mechanical

Started |n the ED . Order tPA bolus 0.09 mg/kg bolus (max 9 mg) thrombectomy to be

and infusion 0.81 mg/kg over 1 hr (max 81 q ined b
mg). Total dose should not exceed 90 mg. . tPA to be dosed and given . etermlnfe IV
o Note: TPA can be given before blood - by the interventional team 'rf;;e.;\;zgtlona

I Y

. work results. in the cath lab < . .
Agal n, tPA Shou Id be Sta rted . Neurology attending confirms tPA dose Ve ratiei(':ca\‘,viu ;etransferred s | Patient will be

transferred back to

Immedlately and Shouldn’t Walt o Dose will be mixed in the PICU by nursing. B back to the floors after tPA the PICU after

. . r |
Ifts infusion complete mechanical
B . . . . acef
f r tr n f r Monitoring of infusion should include: 15 y/0n thrombect
. . . . . 109 ( rombectom
) ansier. . 1:1 nursing with RN in room with patient for | S Y
>e . tod gram| com pl ete
the entireinfusion da allow
R R . . . Cov‘slder aspllrln.or s PT/OT
. Continuous cardiorespiratory monitor with et
vitals and neuro checks q15 minutes e ey ond
gy; should
. b rted fc
e Infuse tPA: s 24 howrsafir
o  Bolus 10% of total dose over 1 min §',‘;;’;‘;$fo,_
o Remainder of infusion over 60 min e
o  Discontinue infusion if signs of e
neurologic deterioration or serious Clarance from e oa iy neurology:
bl d Discharge medication plan in place per consulting specialists;
eeding Follow up agpointments should be made prior to discharge with appropriate consulting specialists
‘ Discharge instructions:
Individualized per neurology on a case-by-case basis
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Inpatient Management

Patient should be on continuous monitoring
with frequent vitals and neuro checks. 2

HOB should be placed at about 30 degrees.

Precautions to reduce bleeding should be
made if the patient received tPA — such as
avoiding anti-platelets/anti-thrombotic agents,
avoiding arterial sticks, avoiding indwelling
ureteral catheterizations, and avoiding NGT
placement.

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management

Inpatient Management

Oi

Ag

pgfateint rterial

otclusion on imaging
. NIHSS 6-25

*  Note: do not need to wait for

*  Onset>6 hours
o Age<2
*  Resolvin}

. History

------

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

N@!to PicU

Nursing orders >——‘ .
Stroke if not already started in the ED
LT

labs to give tPA if above criteria
met

tPA Contraindications:

tPAf N

ateriovel
(AVM),

° Monitoring:
o  Cardiorespiratory
o  Pulse oximetry

- 16 hrs
e VTE prophylaxis: SCD

__«ude  Maintain HOB at ~30 degrees,

bedrest
. Additional orders if patient
N\ received tPA:

o Avoid anti-platelet/ anti-

s Monioring thrombotic agents within [ + beterninedbasedon
o Cardioreg bg{iﬁ;::gion etiology
. sy 24 hrs o
o 15 min . . . i
jmsinhxsh o  Avoid arterial sticks or (swallon stuy)
A | venipuncture at non-
bedrest . . . .
Aadonalord compressible site within
recewedt.P:n
° et 12 hrs
24 hrs . . .
o noll o  Avoid indwelling ureteral
1‘2'::'“: catheterization following
o Avoiding brge criteria: ]
e tPA -
° WVOi . 0 discharge with appropriate consulting specialists
folowin o  Avoid NG tube placement [ errmeoninssecai

following tPA

o Vital sighs & Neuro checks:
o  gl1l5minx2 hrs, then 30
min x 6 hrs, then g1 hr x

rterial (1A) tPA
andidate®

*  Mechanical

thrombectomy to be
be dosed and given .dm"m"?d by

£ N interventional
interventional team radiolo;

ath lab 8y

*  Patient will be
transferred back to
the PICU after
mechanical
thrombectomy
complete

will be transferred
the floors after tPA
Jn complete
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Inpatient Management

Aspirin or anticoagulation shouldn’t begin
until 24 hours after thrombolysis to reduce
the risk of bleeding. 2
« Patient will be discharged home on
appropriate medications after

consulting neurology and hematology.

Antihypertensions may be needed if BP is
high; statins may be needed based on
stroke cause. Both will be determined by
cardiology.?

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management

Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

*  Note: do not need to wait for

met

tPA Contraindications:
*  Onset >6 hours
o Age<2years
*  Resolving deficits (can still give
tPA if NIHSS 6+)
. History of hemorrhage,
nf

labs to give tPA if above criteria

W!to PicU

Medications 2

tfa-vascular (IV) tPA
andidate’

Intra-arterial (IA) tPA
candidate’®

ateriovenous

.
*  PedNIHSS<60|
*  Glucose <50 orf
e Platelets <1004

>1.4, PTT > upg}
*  Anti-coagulant{

Relative contrd
©  See Appendix
potential relatf
contraindicatiq
«  Ifpresent, wil
discussion with)

minx 6 hrs, ther
16 hrs
e VTE prophylaxis: SCD
*  Maintain HOB at ~30
bedrest
e Additional orders if p]
received tPA:
o Avoid anti-plate|
thrombotic age
2hrs )
o Avoid arterial st|

o Avoid NG tube
following tPA

If temp >38° C:
acetaminophen IV
15 mg/kg gbhr (max
1000 mg/dose, max
75 mg/kg/day, not
to exceed 4000 mg/
day)

Consider aspirin or
anticoagulation in
discussion with
hematology and
neurology; should
not be started for at
least 24 hours after
thrombolysis

Statin and/or
antihypertensive
agents as
determined by
cardiology
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Inpatient Management CLINICAL PATHWAY: THIS PATHWAY

. M SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT

Inpatient Management AR GURIEAL

N

*tPA Candidate: N it to Picy ]
Onset <6 hours \
Age >2 years

*  Positiveinfar

N\oke f not already started in the ED

Note: it for,
labs to gij /e critel
met

Onset >6 hours
:ieui\firygeadr:rxits (can still give Intra-arterial (14) tPA
ateriovenous malformation
R T .
" Gnide  Maintenance IVF esmagen | | coomosey
e - e radioloy
sl @ NPO until swallow study e | | T
. . . . »=ile  Maintain euglycemia 1 “:W
The patient should remain NPO until i %o Consider stool softeners
cleared by OT/swallow study. " wamw| ___ONCetaking PO

potential relative neurologic deterioration or serious

Place on maintenance IVF. T -

discussion with team ¢

. See AppendiX BIGTTTIST OT ‘ 1 TS STETS OT ‘

On-going PICU evaluation/treatment

. - Labs/other
Nursing orders @ ‘ ’ orders.
A 4

« Maintenance VF
o Iftemp>38°C:
. © NPO until swallow study
itoring: etaminophen IV i
*  Monitoring: 51*; m;/“é:l;mf('max e Maintain euglycemia : :eum:::;v Joncol Determined based on
o Cardiorespiratory 1000 mefdose, max | |+ Consider soolsafteners | |7 IEED A8 TNENEL etiology
Vial '.’”"e;’;"’"e‘"’med( e ot oncetaking PO o8y
. al signs & Neuro checks: ke/day, for
o ql5minx2 hrs, then q30 to exceed 4000 mg/ echocardiogram)
minx 6 hrs, then g1 hrx day) o Speech (swallow study)
16 hrs e Consider aspirin or . pr/OT
+  VTE prophylaxis: SCD anticoagulation in
o Maintain HOB at ~30 degrees, discussion with
bedrest hematology and
e Additional orders if patient neurology; should
received tPA: not be started for at
o Avoid anti-platelet/ anti- least 24 hours after
thrombotic agents within thrombolysis
2 hrs o Statinand/or
o Avoid arterial sticks or antihypertensive
venipuncture at non- agentsas
compressible site within determined by
12 hrs cardiology
o Avoid indwelling ureteral Dicharge alteria:
catheterization following Clearance from speech/OT/PT/neurology;
Discharge medication plan in place per consulting specialists;
o Avoid NG tube placement Follow up appointments should be made prior to discharge with appropriate consulting specialists
following tPA
Discharge instructions:
Individualized per neurology on a case-by-case basis
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Inpatient Management

CLINICAL PATHWAY:
Ischemic Stroke Evaluation and Management
Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

N\ Admit to PICU

troke if not already started in the ED |
y

Consults

otclusion on imaging
. NIHSS 6-25

s Note: do not need to wait for
labs to give tPA if above criteria
met

tPA Contraindications:
*  Onset>6 hours
*  Age<2years
0 Resolving
tPA if NIHSS]
«  History of h{
ateriovenoy ¢

: ?fé"“ Neurology
: §”§";Z§h . Hematology/Oncology
el Cardiology (consideration
for transesophageal
echocardiogram)
Speech (swallow study)
PT/OT

Intra-arterial (1A) tPA
candidate’

*  Mechanical
thrombectomy to be
determined by
interventional
radiology

*  Patient will be
transferred back to
the PICU after
mechanical
thrombectomy
complete

tPA to be dosed and given
by the interventional team
in the cath lab

Patient will be transferred
back to the floors after tPA
infusion complete

embolism, | @
moyamoya

BP > 15% 2
PedNIHSS <
Glucose <50
Platelets <1
>1.4,PTT>
©  Anti-coaguld

Consults include neurology

heme/onc,
speech and PT/OT.

cardiology

Relative cor]
. See Append| Y
potential re
contraindicd
o Ifpresent,
discussion v}

|

orders.
A 4

o lftemps38°C: Maintenance IVF

Nursing orders

0
. il i
e Monitoring acetaminophentv | |° &:?r:;:"':ﬁv'::"f;“‘” o Neurology ©  Determined based on
o Cardiorespiratory 15 mefkgdshrimax | |, ¢ Ger ctoolsofteners | |* Hematology/Oncology etiology

o Pulseoximetry 1000 mg/dose, max *  Cardiology (consideration

r 7 of once taking PO
o Vital signs & Neuro checks: ke/day, n for
o ql5minx2 hrs, then q30 to exceed 4000 mg/ echocardiogram)
minx 6 hrs, then g1 hrx day) B o Speech (swallow study)
16 hrs e Consider aspirin or . prjoT

anticoagulation in

e VTE prophylaxis: SCD
discussion with

*  Maintain HOB at ~30 degrees,

bedrest hematology and
e Additional orders if patient neurology; should

received tPA: not be started for at

o Avoid anti-platelet/ anti- least 24 hours after
thrombatic agents within thrombolysis
24 hrs e Statinand/or

o Avoid arterial sticks or antihypertensive
venipuncture at non- agents, ?5
compressible site within determined by

12hrs cardiology

o Avoid indwelling ureteral
catheterization following

o Avoid NG tube placement
following tPA
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Discharge instructions:
Individualized per neurol

Discharge criteria

Clearance from speech/OT/PT/neurology;
Discharge medication plan in place per consulting specialists;
Follow up appointments should be made prior to discharge with appropriate consulting specialists

RETURN TO
THE BEGINNING

CONTACTS: MARK SCHOMER, MD | CONSTANDINA CONLEY, APRN | ERIC HOPPA, MD

on a case-by-case basis
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Inpatient Management CLINICAL PATHWAY: THIS PATHWAY

= = SERVES AS A GUIDE
Ischemic Stroke Evaluation and Management AND DOES NOT
Inpatient Management e

N\ \ Admit to PICU |

bS/Oth er \Qemiclsnoke if not already started in the ED |
La A
orders

Onset >6 hours
Age <2 years
Resolving deficits (can still give ntra-vascular (I;I) tPA Intra-arterial (I?) tPA
tPAif NIHSS 62) andidate candidate
«  Historyof
ateriovenou] ¢
(AVM), ane v
« Mechanical
. g;:;ﬁ:: thrombectomy to be
within last ] . tPA to be dosed and given determined by
Sinificantb| @ Determined based on by the nterventional team intere
stroke duet in the cath lab . Patientg\zill be
subacute ba H Patient will betransferred
b, o etiology bkt fooratur g | | tendemedbackto
moyamoya infusion complete Inechanical
- - o Bplaggy thrombectomy
o PedNIHSS < commicte
absS and otner orders In the Wi e \ Gl
©  Platelets<
A . >1.4, PTT > upper limit of normal VIEals and neuro checks 15 minttes
©  Anti-coagulants o Infuse tPA:
determined based on the etiology of the S otttz
Relative contraindications: o Remainder of infusion over 60 min
©  See Appendix B for list of o Discontinue infusion if signs of
potential relative neurologic deterioration or serious
stroke i v
- e Ifpresent, willrequire further T

discussion with team

On-going PICU evaluation/treatment

. - Labs/other
Nursing orders @ ‘ ’ orders.
A 4

« Maintenance VF
o iftemp>38°C:
; *  NPO until swallow study
itoring: etaminophen IV i
*  Monitoring: 51*; m;/“é:l;mf('max e Maintain euglycemia : :eum:::;v Joncol Determined based on
- Cadaeimon e e e e I
Vial '.’”'se;’;"’"e""d‘ed( = ot once taking PO o8y
. al signs & Neuro st kg/day, for
o ql5minx2 hrs, then q30 to exceed 4000 mg/ echocardiogram)
minx 6 hrs, then g1 hrx day) o Speech (swallow study)
16 hrs e Consider aspirin or o pr/OT
+  VTE prophylaxis: SCD anticoagulation in
o Maintain HOB at ~30 degrees, discussion with
bedrest hematology and
e Additional orders if patient neurology; should
received tPA: not be started for at
o Avoid anti-platelet/ anti- least 24 hours after
thrombotic agents within thrombolysis
2 hrs o Statinand/or
o Avoid arterial sticks or antihypertensive
venipuncture at non- agentsas
compressible site within determined by
12 hrs cardiology
o Avoid indwelling ureteral Discharge criteria:
catheterization following Clearance from speech/OT/PT/neurology;
Discharge medication plan in place per consulting specialists;
o Avoid NG tube placement Follow up appointments should be made prior to discharge with appropriate consulting specialists
following tPA
Discharge instructions:
Individualized per neurology on a case-by-case basis
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In patient Management CLINICAL PATHWAY: THiS PATHAY

Ischemic Stroke Evaluation and Management AND DOES NOT
Inpatient Management AR GURIEAL

3tPA Candidate: [ Admit to PICU |

. Onset <6 hours
e Age>2years

*  Positiveinfarct or arterial [ continue/start care for acute ischemic stroke if not already started inthe ED |

occlusion on imaging

*  NIHSS6-25 I
*  Note: do not need to wait for A A
A labs to give tPA if above criteria 2.5 hours 456 hound

i? Discharge criteria:
Clearance from speech/OT/PT/neurology;

Discharge medication plan in place per consulting specialists;
Follow up appointments should be made prior to discharge with appropriate consulting specialists

Discharge criteria:

« Patient should be cleared by all Discharge instructions:
departments involved in their care Individualized per neurology on a case-by-case basis
Subsequent appointments should be I L= v

Glucose <50 or >400 the entireinfusion I comprere

Relative contraindications: o Remainder of infusion over 60 min
o . e See Appendix B for list of o Discontinue infusion if signs of
made with each department prior to
contraindications bleeding

«  Ifpresent, will require further T
discussion with team

On-going PICU evaluation/treatment

discharge to avoid lapses in care.

[
Discharge instructions are ‘ ‘

. Maintenance IVF
®  NPO until swallow study
.

. . . .
n *  Monitoring: acetaminophen IV Maintain e i *  Neurology *  Determined based on
I I l l l l L. uglycemia e
I d I V I d u a I I Z e d fo r e a C p a tl e t y b a S e d 0 o Cardiorespiratory b ;%k;ﬂ: {max Consider stoolsofteners | |*  Hematology/Oncology etiology

o Pulseoximetry once taking PO ©  Cardiology (consideration

o Iftemp>38°C:

H o Vital signs & Neuro checks: 75 mg/kg/day, not for
e e o ql5minx2 hrs, then q30 to exceed 4000 mg/ echocardiogram)
S ro I O O . min x 6 hrs, then g1 hrx day) B o Speech (swallow study)
16 hrs «  Consider aspirin or . Por
e VTE prophylaxis: SCD anticoagulation in
e Maintain HOB at ~30 degrees, discussion with
bedrest hematology and
e Additional orders if patient neurology; should
received tPA: not be started for at

o Avoid anti-platelet/ anti- least 24 hours after

thrombotic agents within
24 hrs

o Avoid arterial sticks or
venipuncture at non- agentsas
compressible site within determined by
12 hrs cardiology

o Avoid indwelling ureteral
catheterization following

thrombolysis
*  Statinand/or
antihypertensive

Discharge ariteria:
Clearance from speech/OT/PT/neurology;

tPA Discharge medication plan in place per consulting specialists;
o Avoid NG tube placement Follow up appointments should be made prior to discharge with appropriate consulting specialists
following tPA

Discharge instructions:
Individualized per neurology on a case-by-case basis
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Review of Key Points Childrens

Time i1s Brain!

« The “Stroke Team” should be activated upon first suspicion of stroke. Do NOT wait for
confirmation!

« The Pediatric NIHSS scoring should be done within 15 minutes of presentation. If it is positive,
imaging should be done right away. Do NOT wait for labs to return.

 If tPAis indicated, it should be given right away.
o Do NOT wait for labs to return. Do NOT wait to transfer the patient to the floors.

» Reperfusion reduces ischemic injury, and the optimal time to reduce ischemic injury is <6 hours
from symptom onset.
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Quality Metrics Childrens

% patients with pathway order set utilization

Time to arrival to MD assessment (minutes)

Time from arrival to MRI/CTA (minutes)

Time from arrival to treatment (tPA; minutes)

* Average length of stay (days for inpatient; minutes for Emergency Department)
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« Constandina Conley, DNP, APRN, FNP-BC
o Connecticut Children’s Division of Neurology

 Mark Schomer, MD
o Connecticut Children’s Division of Neurology

* Eric Hoppa, MD
o Connecticut Children’s Emergency Medicine
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About Connecticut Children’s Pathways Program

Clinical pathways guide the management of patients to optimize consistent use of evidence-based
practice. Clinical pathways have been shown to improve guideline adherence and quality outcomes, while
decreasing length of stay and cost. Here at Connecticut Children’s, our Clinical Pathways Program aims to
deliver evidence-based, high value care to the greatest number of children in a diversity of patient settings.

These pathways serve as a guide for providers and do not replace clinical judgment.
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