























1) Patient calls ambulance / presents to GP with a suspected stroke / TIA / mini stroke (sudden onset of loss of power, speech, sensation, vision)





2)  Undertake FAST assessment i.e.


Facial weakness


Arm weakness


Speech problem


Test all three





4) Immediate urgent transfer to hospital 


i.e. Category A / within 8 minutes














3) GP or ambulance assessment- either:


Likely stroke or TIA without complete resolution of focal neurology


Or more than one TIA in a week


Or on warfarin or in atrial fibrillation


Or ABCD2 score 4 or more (see box B)


Or <50 years with prominent neck pain/ headache





5) TIA with ABCD2 score less than 4. Once all symptoms have resolved after TIA aspirin (at an initial dose of 150-300mg daily) should be prescribed immediately & continued at 75 mg on a daily basis until a definitive management plan is established – unless contraindications. 


Any further events instruct patient to attend A&E














6) Make an urgent referral for assessment & investigation in a rapid access TIA clinic within 7 days of incident i.e. 


 





7) The following management plan should be undertaken at a 1-stop TIA clinic, in discussion with the primary care team, within 7 days of onset:





Lifestyle advice and primary prevention measures (see box A).  Plus patient information folder.


Treat patients with ischaemic stroke or TIA and total cholesterol >3.5 mmol/L with a statin (40mg simvastatin as first line treatment) – unless contraindicated


Ensure patients with ischaemic stroke or TIA who are not on anticoagulation  are taking an antiplatelet agent 


Do not start anticoagulants until brain imaging has excluded haemorrhage & usually not until 14 days have passed from the onset of an ischaemic stroke





THEN:


Start anticoagulation in every patient with Paroxysmal, persistent and permanent AF unless contraindicated











8) Anticoagulation should not be used for patients in sinus rhythm unless there is a major source of cardiac embolism


Consider suitability for carotid endarterectomy & undertake Doppler scan as appropriate. 


If suitable, perform as soon as patient is fit for surgery, within 2 weeks of TIA  (2 weeks after clinic)


Treat high B/P persisting for over 2 weeks i.e. non-diabetics <140/85 mmHg and in diabetics the optimum goal should be 130/80 mmHg 





9) A&E


Stroke Assessment (FAST/Rosier as appropriate)





For high risk TIA: Brain imaging as soon as possible but not longer than 24 hours, Echocardiography, ECG and carotid intervention where clinically indicated within 48 hours


For Suspected Acute Stroke: Scanned in next scan slot within usual working hours and within 60 minutes of request out of hours, with skilled radiological and and clinical interpretation being available 24 hours per day


(Admission if thrombolysis may be required, nursing required, swallowing difficulties, uncertainty in diagnosis, unable to cope at home, profound & progressive disease                 


                      








13) All patients should be initially cared for on a unit which meets national standards for hyper acute and acute care


24 hour access to brain imaging, expert interpretation and opinion of consultant stroke specialist. Thrombolyis for those who would benefit (within 3 hours of onset of stroke)


High dependency care for first 24 hours


Specialist neuro-intensivist care including interventional neuroradiology / neurosurgical expertise rapidly available.


Specialist nursing for monitoring


Appropriately qualified clinicians able to address respiratory, swallowing, dietary, communication, position, cognition, handling and mood issues.


Rehabilitation on a stroke unit supported by professionals with stroke expertise as part of the rehab team





				  			                                                      





15) Discharge planning


Discharge summary emailed/faxed on same day


Patient/carer/family involvement/family clinic


Care plan after discharge is given


Single assessment folder (patient held record)


Post discharge follow-up


Keyworker should be identified, information pack given with telephone contacts including Stroke Assoc.


Refer for continuing treatment without delay to be provided by specialist stroke care & rehab teams experienced in neurological conditions.  These may be provided as an inpatient, in the community, day hospital or outpatients


Adult care services


Voluntary sector involvement


Pathway for accessing specialist rehab


All necessary equipment & support services should be in place


Carers should have received necessary training in moving, handling & the use of the equipment 


Patient and/or carer should be offered relevant information in an appropriate language & format











14) Secondary prevention measures


Lifestyle advice and primary prevention measures (see box 1)


Assess for carotid endarterectomy (max 2/52 to surgery)











16) Include patient on GP Practice stroke register (see box C)





Carers should receive:


Information in an appropriate language & format


Review of their psychosocial & support needs


All necessary equipment & training in moving & handling





On discharge from rehab. patient should receive:


Lifestyle advice


Review of their psychosocial & support needs


Information in an appropriate language & format





Any pt. with reduced activity at 6 months or later should be assessed for a period of further targeted rehab. and should include an assessment of residual disability or deterioration using a recognised tool e.g. BARTHEL . Assess patients for contracture or spasticity and refer for further management. 





Review at 6 months and then highlight for an annual follow-up by the primary care team or consultant.  This should include:


Annual flu vaccination & a ‘one-off’ pneumococcal vaccination


General medical review


Lifestyle advice


Reviews & treatment of risk factors for vascular disease for the remainder of the patient’s life








17) All stroke patients should have access to palliative care expertise when needed





11)  DO NOT ADMIT IF


Death is anticipated and family has strong desire for the patient to die at home or patient is already in appropriate residential/ nursing home 


Or


No significant disability and ABCD2 score less than 4, and;


Carer can provide appropriate support


Action


Refer to community rehab teams/ Day hospital/Rapid Response /OPD as required





Admit all other stroke patients








12) TIA with ABCD2 score less than 4 can be discharged. Once all symptoms have resolved after TIA aspirin (at an initial dose of 150-300mg daily) should be prescribed immediately & continued at 75 mg on a daily basis until a definitive management plan is established – unless contraindications. 


Any further events instruct patient to attend A&E
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