Onslow Memorial Hospital

Emergency Department

Standing Orders

Patient Label:

Date: ________  Time:________ Height: _______  Weight in kg:​​​​​​​​​​​​​​​_______ Breastfeeding:  Y  or  N     Pregnant:   Y  or  N

ALLERGIES:____________________________________________________________________________________
Please check all that apply:   Signature for below Nursing Assessment ____________________________________

	Y     N

□      □    
	Sudden onset of numbness, weakness or paralysis of the face, arm and/or leg on one side of the body



	Y     N

□      □
	Sudden loss of speech or slurred speech



	Y     N

□      □
	Sudden onset of confusion or problem with memory perception



	Y     N

□      □
	Sudden onset of severe headache accompanied  altered mental status



	Y     N

□      □
	Sudden onset of blurred vision or change in vision



	Y     N

□      □
	Sudden onset of loss of balance or altered coordination



	Patients Ambulatory status prior to onset of symptoms
□ Ambulatory    □ Bedridden    □ With Assist Device such as cane or walker


If YES checked for any of the above results, notify the physician that Stroke Standing Orders are being initiated. The only exception is if the physician immediately personally examines the patient and instructs the nurse otherwise in writing.
Stroke Protocol
1. Complete Alteplase Exclusion/Inclusion Criteria 

2. Strict NPO

3. STAT Non-Contrast CT scan of head.  (Time to CT________ Time CT results reported______
                                                                          Time from door to CT report___________

4.  12 Lead EKG 

5. Complete vital signs (BP, HR, RR, Temperature, SaO2), then BP, HR, SaO2, RR every 15 minutes X 4

6. Oxygen at 2L O2 via nasal cannula. Titrate to keep SaO2 93%.

7. Continuous cardiac monitoring

8. IV Normal Saline lock

9. STAT CBC, Chem 7, PT, PTT, CK, CKMB, Troponin I, HCG (if applicable) 

10. Portable chest x-ray

11. Head of bed greater than 30 degrees

12. Complete Dysphagia tool

13. MEND Exam every 30 minutes X 4. If Alteplase administered, NIH exam before and after Alteplase then as directed by provider.   

Emergency Physician

Date


Time
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Alteplase Inclusion/Exclusion Criteria

Date and Time patient last known to be symptom free: ________________

Date and Time patient arrived in Emergency Department: ______________

Check all that apply and chart last known dose, include medications administered by EMS.

Inclusion Criteria: 
Y  □     N  □     Patient presented to E.R. within 3 hours of acute ischemic stroke symptom onset?

Y  □     N  □     Did baseline CT exclude intracranial hemorrhage and or other risk factors?

Y  □     N  □     Is the age of the patient 18 years of age or greater?

If any of the above questions is answered “NO” then stop, patient is not a candidate for Alteplase, 

If all of the above questions are answered “YES” then continue with Exclusion Criteria.

Exclusion Criteria:
Y  □     N  □     Is there evidence of intracranial hemorrhage on baseline CT?

Y  □     N  □     Is there suspicion of subarachnoid hemorrhage (even if CT negative)?

Y  □     N  □     Is there a history of serious head trauma, recent previous stroke or MI within 3 

months?

Y  □     N  □     Does the patient have a clinical presentation consistent with MI or post-MI 

 pericarditis?

Y  □     N  □     Is there history of intracranial hemorrhage?

Y  □     N  □     On repeated measurement is Systolic BP greater than 185 mmHg or Diastolic BP

                         greater than 110 mmHg and is aggressive treatment needed to reduce blood

                         pressure to these limits (e.g. constant infusion of an anti-hypertensive)? BP_____                    
Y  □     N  □     Did the patient awake with stroke symptoms?

Y  □     N  □     Has the patient had a lumbar puncture or an arterial puncture at a non-

                         compressible site within 7 days?

Y  □     N  □     With in the last 14 days did the patient have surgery or major trauma?
Y  □     N  □     Is the patient pregnant or postpartum less than 2 weeks




Y  □     N  □      Was there a active bleeding or acute trauma

Y  □     N  □      Does the patient have intracranial neoplasm, arteriovenous malformation or

 aneurysm?

Y  □     N  □     Does the patient have abnormal glucose (less than 50 or greater than 400 mg/dl?



 Record here: ________mg/dl.

Y  □     N  □     Patient has rapidly improving symptoms at the time Alteplase is to be 

                        Administered
OMH-DO-121

1/3/11  Page 2

Alteplase Inclusion/Exclusion Criteria

Y  □     N  □     Does the patient have any risks for bleeding, including but not limited to:

                        □  Current use of Coumadin with PT greater than 15 seconds or INR greater 



      Than 1.7


                        □  Heparin administered within the past 48 hours and PTT elevated

                        □  Platelet count less than 100,000/ mm 



□  Major surgery or serious trauma within 14 days

                        □  Gastrointestinal or gynecological urinary bleeding within 14 days

                        □  Myocardial Infarction (MI) within 3 months

· If the answer to any of the above questions is “YES” then stop, the patient is not a candidate for Alteplase

· If the answer to all of the above questions is “NO” then patient may be eligible for

 Administration of Alteplase

If the patient is noted to have seizure activity at onset of Stroke symptoms Consult Neurologist      

                                                         For further evaluation.
The patient named above, based on the above criteria:


□ is included and eligible to receive Alteplase.

                 * Initiate bed placement at higher level of care*

□ is excluded and not eligible to receive Alteplase for the above exclusions.

□ is excluded and not eligible to receive Alteplase for other reasons (specify):​​​​​​​​​​​​____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________

                                                                                         __________________________



                                     

        Screening Physician Signature








       __________________________
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