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Catagory Scora/Dezcription CinCinnati Pre'hospital Sthke scale
= Alen 1. FACIAL DROOP: Have patiengats

StrOke Warning Sig ns Select Scale

— f— FAST-ED
3 E F A S

1a. Lavael of Consciousnaszs

Balance Eyes Face Arms Speech Time
== /._.\ Facial Palsy
o A | =@, T _
- O Arm Motor Function
— .4@
b Leg Motor Function
Sudden Change  Facelooks Armorleg Trouble Call 911 -3
loss of in vision uneven? weak or speaking, now! Gaze Deviation
balance? ortrouble hanging slurred
seeing? down? speech, Aphasia
or seem
confused?

Agnosia

[ M Facial Droop (show teeth or smile)
Abnormal - one side does not move as well as other
B Visual Fields (four quadrants)
B Horizontal Gaze (side to side)

LIMBS
M Motor-Arm Drift (close eyes and hold out both arms)
Abnormal-arm can’t move or drifts down |
Leg Drift (open eyes and lift each leg separately)

B Sensory-Arm and Leg (close eyes and touch, pinch)
B Coordination-Arm and Leg (finger to nose, heel to shin)

ooQds

If the person shows any of these
symptoms, CALL 911 or get to

— I o5 pital
C{;:} - immediately.
S -

EAS.T. information courtesy of the National Stroke Association.
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STROKE RECOGNITION & SEVERITY TOOLS

What's the difference?

* Recognition tools — taught to the public so they know when to call 911
« CPSS
« FAST
« BEFAST

» Severity tools — assignh a numerical value to assessment findings
« FAST-ED
« NIHSS
- MENDS
« CPSS



PROS & CONS

e« CPSS « FAST-ED

* Pro's e Pro's
« Most common -Idenﬂﬂesboﬂwarﬁeﬁorand
« Most familiar tool posterior strokes

e Con's - Identifies large vessel occlusions
. |dentifies only anterior strokes ) Egrpcpeorted by ND Stroke Task
« Misses posterior strokes ,

e Con's

e Less familiar tool
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e« CPSS « FAST-ED

* Pro's e Pro's
« Most common -Idenﬂﬂesboﬂwarﬁeﬁorand
« Most familiar tool posterior strokes

e Con's - Identifies large vessel occlusions
. |dentifies only anterior strokes ) Egrpcpeorted by ND Stroke Task
« Misses posterior strokes ,

e Con's

e Less familiar tool




STROKE RECOGNITION TOOL

BEFAST to stop stroke in its tracks

If you think someone is having a stroke, BE FAST and do these simple tests:

e © O L‘Jt‘vmm

)\

BALANCE EYES FACE ARMS SPEECH TIME
Is the person losing Is the person having Askthepersonto  Askthepersontoraise  Askthe personto If the person
his/her coordination  trouble seeingoutof  smile. Doesoneside  both arms. Does one repeat a sentence, shows any of these
or balance? Is he/ one or both eyes? of the face droop? arm drift down? Arethe words slurred?  symptoms, time is Terrible Headache
she having trouble Is he/she having important. Call 911
walking? trouble getting and get to the hospital
words out? fast. Brain cells
are dying.



WHY A SEVERITY TOOL?

FAST-ED: Field Assessment Stroke Triage for Emergency Destination

 Designed to help EMS providers predict large vessel occlusion strokes
IN the prehospital setting
e Scoring matrix is relatively easy
« High sensitivity, High specificity in identification of LVO
» Correlates to NIHSS, used in hospital setting (0-42)




WHY A SEVERITY TOOL?

Al::)rma! Or minor Paralysis
NOr or major Paralysis

FAST-ED: Field Assessment Stroke Triage
for Emergency Destination

* Facial Palsy — Picks up on right and left hemisphere No effort againer " 292Nt gravity 0
strokes St gravity or o movement y
. . Absent -
« Arm Weakness — Picks up on right and left Mild to Moderage
hemisphere strokes e 51 hasia o mut :
. . d DEVIAT
« Speech Changes - Picks up on left hemisphere
Partial
SF loRes Forced deviation ?
pime - . . . Absent 2
* Eye Deviation - Picks up on right and left hemisphere  Eincion t pjuge,
strokes one sensory m al stimulation jp, only 0
0€s not odaitly 1
€cognize own

 Denial and Neglect — Picks up on right sided strokes v°’"ononesmo'm';";:goronentation




FAST-ED

Facial Palsy — “Smile, show me your teeth”

d O = If upper and lower facial features are symmmetrical, they
score a zero

Q1= If one side of the face droops or is clearly asymmetric




Arm Weakness — “Hold your arms
out, palms up, for 10 seconds”

O O = If both arms remain elevated for 10
seconds or slowly drift down equally

O 1=Ifthe patient can raise both arms but
one arm drifts down in less than 10
seconds, score a 1.

O 2 = If one or both arms fall rapidly, cannot
be lifted or no movement occurs at all




FAST-ED

Speech Changes Say “It is showing In Fargo” (or some phrase)
To assess for slurred speech

Expressive “Name (3 things)”
O O = Understandable speech & correctly names 2-3 items
0 1= Names 0O-1items

Receptive ‘Show me 2 fingers” (a simple command)

O O = Follows commands
U 1=Unable to follow command



FAST-ED

Times

ULast Known Normal

dSymptom Discovery




NIHSS : Best Gaze

Eye Deviation

0 : Full gaze 1 : Do not cross midline 2 : Forced gaze deviation

d O = If your patient responds normally, with no deviation, their eyes moving to
both sides equally

Q1= If your patient shows a gaze preference and a clear difficulty when looking
to one side, either left or right

d 2 = If the patient shows forced deviation, their eyes are deviated to one side
and do not move to the other side, and cannot follow examiner's finger



FAST-ED

Denial/Neglect

Do not perform - if patient has expressive or receptive aphasia

Denial - “Do you feel weakness in this arm?”
d O = If patient recognizes weakness in their weak arm
Q1= Iif patient does NOT recognize weakness in their weak arm

Neglect - “Who's arm is this?”
d O = If the patient recognizes their arm
A 1=if the patient does NOT recognize their arm

O Total - 1= Extinct to bilateral simulation in only one sensory modality
O Total - 2 = Does not recognize own hand or orientation only to one side of the body



WHAT DOES THE SCORE MEAN?

 The FAST-ED scale has the advantage of providing 3 distinct groups
for the likelihood of Large Vessel Occlusion Stroke (LVOS)

= O -1score; 15% chance of LVOS
= D -3score;: 30% chance of LVOS

= >4 score. 60% or higher chance of LVOS

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4961538/



WHY DOES IT MATTER IF IT IS AN LVO?

 When a stroke Is Iin a large vessel a larger area of the brain is not receiving
blood flow:

« Strokes are more severe

» |INncreased risk of disability
« 3/5 of dependency

 Increased risk of death
+ 9/10 of mortality

* Treatment may differ:
» Alteplase is effective in only ~10% of LVO strokes
« Thrombectomy can be very effective

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5715197/



COMMUNICATING YOUR ASSESSMENT

] _ STROKE SCREENING TOOLS:
« Communicate neuro assessment using BE FAST and FAST-ED

STARTHERE |, sthepasenthaing a suoke? e ANY POSITIVE BE FAST FINDINGS? | ..

[ ] Balance Are their sympioms indicative of a large vessel siroke? ,L (=)
*  Perform bilarteral index finger-ro-nose test bitateral heei-to-shin test

" Doss he pasen v suen css of baanca o ccrdinton, e B
walking or dizziness? Ask if the patient is on any anticoagulant medications, such as:
e B i

eren o c S
[ ] F AS I - E D + Assess 4 quadkaris of visualfieid by having patient locate your index finger. E « Ellquisiapixaban + Heparin/Enaxaparin last taken:
« Does the patient have trouble seeing out of one or bath eyes or sudden

double vision? * Ay other anticoaguiants? (please list)

Facial Palsy (ask the patient to show their feeth r smile) Score:
E E | - 5o sies of the tace mave equally or not at &l o
One side of he tace draogs or s cleany asymmetric 1
on one side? 08 v
Arms Arm Weakness (with eyes closed, ask parient to hoid amms our with
"k the patent o raise and extend bot . their paims up and hold them there for 10 seconds) Score:
. o o § + Both arms remain up for nds ar slowly move down equall a
+ Dows one am trik dowwmrd? A A n y qually

* Rel ay inform a:t ion from a nyone w ho witnhessed or ek s s o e s |
found the Pa tient I e

+ Ask the pariant to say. "¥ou can' teach an it dog new ticks Names 010 1 item comecty 1
+ Does the patient have slurred speech, trouble spesking, understanding or Receptive Apfasia - ask the palient to perform a simple command
° seem canfused? (Example: "show me twn fingers”)
d + Normal - pabent can follow the simpie command o
) I me a S r ] Owr \ r ] O r r T ] a * Unatd 2 folln the simple comrand !
.
Time Time
° * What ime did the symptoms start? _: T T | ¢ whattime did the symptoms Sta? e———
o T N F O t f t & What time was the patient last known well (12st appeat nommal)? & Wnat tim was the patent last known wel (Iast appear normali? |
Ime: Found Nnset or symptoms EE— rerm—
+ No deviation; eyes move squally 1o both sides o
If these criteria are met, the patient qualifies for a stroke alert: E | - Pasent s cear ifiuty when ocking o one side e o ig) 1
« Patient received ane or more check marks (/); and * Eyes e deviaied © 00 ot mow ther side z
+ Glucose is over 80 mg/dl; and
« Last known well time is under 4.5 hours DenialiNeglect
Denial - show ihe patient heir alfecied arm and ask, Do you feel
BEFORE you request a stroke alert, obtain a FAST-ED score to see if weakness in ihis arm?” Score:
the patient is having symptoms indicative of a large-vessel occlusion. + Patient recognizes the weakne: a
+ If glucose is < 80, reat and then reassess BE FAST D | - Patent does NOT recognize the weakness in their weak anm 1

« If last known well is > 4.5 hours, obtain a FAST-ED score to see if Meglect - shaw the: paient their affected am and ask. "Whose am is

° (]
" this?*
 Patient histor oyt o e S S u
- Patent doss NOT recognias thelrwsak am 1

[ ] [ ] . . —_—D
« Medications on ... Especially blood thinners! oo ke A €
- Severe headache with no known cause may be a sign of a hemarrhagic « It any symptoms from BE FAST and within 4.5 hours = call 2 siroke alet regandless.

stroke. Continue your assessment but be sure (o report the headache 1o the of FAST-ED score
+ 1 FAST-ED score of 1 3 and within 4.5 hours = call a stoke alert

o o o .
D R recaiving hospital,
° - e =i e e S e S W FAST-£D score 2  ad within 28 ours = ca sk st nd s i sioke-
o m or I I I s I a . p, a r ]( :er . - tis important o ule outseizure actvity wihthe onset of sympiars. P L L e

If symptoms on BE FAST of FAST-ED score of 1- 3 and outside of 4.5 hours =

M discuss with receiving facility
a r I a C * M score > 4 and outside of 24 hours = Discuss vith receiving facily
gee

IMPORTANT PATIENT DEMOGRAPHICS

Patient Name Patient DOB:
Emergency Contact Name: Emergency Contact Phone:
Medical History:

Alergies:

« Get family contact information...

15 this patient on bload thinners? Yes No Incident Date:




STARTHERE ||  iste patient nving a stroke? o

ifyes

Balance
¢ Porform bilateral index finger-to-nose test and blareral heed-to-shin test B
+ Does the patient have sudden loss of balance or coordination, trouble
e walking or dizziness?
Eyes
*  Aszpss 4 guadrants of wisual field by having patient locate your index finger. E
« [Does the patient have trouble seeing out of one or both eyes or sudden
STROKE SCREENING TOOLS. diouble viskon?
BE FAST and FAST-ED
STARTHERE |, e patont havg  se? = Face
p— & Ask the patient to smile or show their teeth.
*  Perform bilateral index finger-ro-nose test and bilateral heei-to-shin fest B - - F
+ Does the paent have suctien oss of balance o coordinaton, rouble = Dpes the patient's face look uneven, have sudden drooping or numbness
waking o1 zziness? "
- on one side?
« Assess d quackants of visual field by having patient locate your index finger. E
. m;:h:q;‘u::n'hxvzvuumz seeing out of one or bath eyes or sudden + Ay e ami < (plense s)
F-“:.\u the parient io E Facial Palsy (ask the patient to show their testh or smile) Score: Arms
* et mare ston oopin o marbnss k& e sl of 4 e craops o B ety sy : *  Ask the patient fo raise and extend both arms with their paims up.
s vt eyes clsed ask pren 0 hod amns ut wih « Does one arm drift downward? A
+ sk the patient ta raise and extend both arms with their paims up their palms ug and haid them there for 10 seconds) Score: -
+ Does one arm i dowmward? A A | ¢ o ams remain up tor > secands ar sowly move donn equally o * [Dioes the patient have sudden numbness or weakness of the arm on one
* Doxs e padens hava Surden numiness o wekness of the am on on ¢ Pasenican ase i bt cne i difs down < Lo seconds |1 .
Do e et O or Lo s . cor e, o vt side of the body?
Speech Changes
Expressive Aphasia - ask the patient to name 3 common items Score:
Speech + Names 2103 items correctly a
+ Ask the patient ta say, “You can't teach an old dog new tricks”. S S | . nNamesom Litem comecty 1
* Does the patient speech, peaking. understanding or Recaplive ApNasia - 35K 1he BAIIEN (© PEA0I & SiMple command
seem confusad? (Example: "show me bag fingers”)
- et - paint ca ol h ke conmrand o
~ Unable o folot e simple cormmand :
e Time Speech
o o P P— . .. “ S
" ot e ok oottt st oy —— [ TR e e e e st s~ | —— * Ask the patient to say. "You can't teach an ofd dog mew tricks".
— PP — * [Dioes the patient have slurred speech, trouble speaking, understanding or
*  No deviation: ey ually 10 both sid
If these criteria are met, the patient qualifies for a stroke alert: E|. P:n:1:i;:":l:::\:w::x::r:«%n:xm-::‘Z sidi (eft o right) f seem confused?
. Patent iacawad tre o1 rora check marks (oY and . Eyes v teialod 10 one ide 4nd o ot ove 0 the clhr sids 2
« Glucose is over 80 mg/dl; and
« Last known well time is under 4.5 hours DenialiNeglect
Dol show he tent s alfcied am and sk, Do you el
BEFORE you request a stroke alert, obtain a FAST-ED score to see if weakness in this arm?” Score:
the patient is having indicative of a larg 1 lusi *  Patient recognizes the weakness in their weak arm o
+ If glucose is < 80, reat and then reassess BE FAST D | - Patient does NOT racognizs the weakness in their weak arm 1
+ I last known well is > 4.5 hours, obtain a FAST-ED score to see if ";fs?ff" show e patient their sfiected am and ask. Whose am iz Time
iney qualfyfor ather weatment p S —— "
. " NOT recognize their weak amm /_l_‘\ « What ime did the '5:|.'I'I'IF||ICII'I"I'5 stari? T
—— > * What ime was the patient last known well (last appear normal)? :
+ Minimize scene time as must as possibie. When to call a STROKE ALERT: ‘/
- Severe headache with no known cause may be a sign of a hemorrhagic I any symptoms from BE FAST and within 4.5 hours = call a stroke alert regardiess.
f&i‘:ﬁ;ﬂ;ﬂ;ﬂs’;;,_yw assessment but be sure o report the headache o the . ::::‘:—::::ull-:umminuhwn=calllsumalm GIIJl:uS& Iml =
) - PAST-ED score 2 4 and within 24 hours = callsrcke et and dscus il soke-
« Itis important to rule out seizure activity with the onset of symploms. e ] be taken tog )
- It symploms on BE FAST of FAST-ED score of 1- 3 and outside of 45 hours. = .
e e AR If these criteria are met, the patient qualifies for a stroke alert:
« I scors > 4 and outside of 24 hours = Discuss facility
IMPORTANT PATIENT DEMOGRAPHICS « Patient received one or more check marks ( ‘/ J; and
Patient Hame Patient D0: « Glucose is over 80 mgidl; and
Emergeney Contac e Emergenecy Contct P « Last known well time is under 4.5 hours
Medical History:
Alergies: )
Medatonn: BEFORE you request a stroke alert, obtain a FAST-ED score to see if
1s i patenton bood thiners? [ ves [ |No incident Date: the patient is having symptoms indicative of a large-vessel occlusion.

« If glucose is = 80, treat and then reassess BE FAST
« If last known well is > 4.5 hours, obtain a FAST-ED score to see if
they qualify for other treatment




ANY POSITIVE BE FAST FINDINGS?

Are their symptoms indicative of a large vessel stroke? ¢

SANFORD AMBULANCE FAST-ED [

= Pradaxa/Dabigatran + Savaysa/Edoxaban Time anticoagulant
* Eliquis/Apixaban *  Heparin/Enoxaparin last taken:

STROKE SCREENING TOOLS: * Any other anticoaguiants? (please isy):

BE FAST and FAST-ED

STARTHERE |, e paterthavng asuoker @ M ANY POSITIVE BE FAST FINDINGS? | ... Facial Palsy (ask the patient fo show their teeth ar smile) Score:
Baance e the sympcms indcaveof g vessd sucke? |, (3 F = Both sides of the face move equally or not at all [}
+ Perform bilateral index finger-ro-nose test and bilateral heei-to-shin test B . 0 id f the f d ~ I tri 1
. w f balans I
rl;:nlgemp::r‘\n::;?esuﬂﬂen lass of balance of coordination, trouble m;m”m“m“wmnmg“w edcations, such - ne side o & face droops or is © Early asymmetric
E-YE:ssEss.luuadfan.‘s of visual field by having patient locate your index finger. E 5 EliquisiApixaban c Heparin/Enaxaparin :g mn;.;
* Does the patient have trouble seeing out of one or bath eyes or sudden . o
doutie vigon? ° ’ Ay cther antcosguiant? (lease is) Arm Weakness [with eyes closed, ask patient to hold arms out with
Facial Palsy (ask te patient o show thef eeth o smi) Score: their padms wp and hold them there for 10 seconds) Score:
" o oo o s F F | - otn sies of he tace mave equally or ot a1 i o o
e e * * On s ofhetacecraogsor s clesey asymmetnc L A + Both arms remain up for > seconds or slowly move down equally
ams 4 yes closed, ask patent o ok arns ut wit * Patient can raise arms but one arm drifts down in < 10 seconds 1
i h a h their paims thei uf hi her 0 Score: .
vt o s s st s s v s A A e e e Goam ey o + One or both arms fall rapidly, can't be lifted, or no movement oocurs 2
+ Does the patient have sudden numbness o weakness of the am on one © Pabent can faise &1ms bt an amm diifis down i1 < ds .
side of the bady? . 3-:,;‘0 both arms fall rapidly, can't be lifted, o no ocours H at all
Speech Changes
Expressive Aphasia - ask the patient to name 3 common items Score:
pr O — s| s ey : Speoch Changen
. ths :nt have slurred h, i o finy tier 10 & Simple W 1
:s;u::‘.p:::v ave slurred spaech, trouble speaking, understanding or ‘“Jillmi!;rnpé o & simple command EIﬂf‘E‘SEIU\E .-"PII'IEEIE - ask the pa1|en1 to name 3 comman items ECHJIE!
2 Nl b can o oo connand o = Mames 2 to 3 items correctly i}
Time Time S = Mames 0to 1 item commectly 1
* What ime did the symptoms start? _: T T |+ whattime did the symptoms sta? e———— ;| . .
& What time was the patient last known well (1251 SppEsr nommal? — & Wnat time was the patent last known wel (1ast appear normali? | | ||-'|'I':'I:E'F|E||!"E' ﬂphasm - ask the pa“en‘] j1e] Fﬂﬂﬂrm a -5|mp|E command
Glucose level = Eye Deviation Score: [Example: “chimw me b f|nger5']
B | o covsin: e e sy v sies 5
1 these critera are met, the patient quales for a siroke alert: ent nas clar dificuity when ok = Geftor figh 1 « Mormal - patient can follow the simple command i
. Patent iacawad tre o1 rora check marks (oY and vt 10 on s a0 60 8 iow o s i i 2
- Glucose is over 80 mgd; and * Lnable to follow the simple command 1
« Last known well time is under 4.5 hours EE"‘B:‘"?:'!E:‘ - rocted sk Do -
BEFORE you request a stroke alert, obtain a FAST-ED score to see if wpaanq in qa’:m"' . ! - - Score:
the patient is having symptoms indicative of a large-vessel occlusion. *  Patient recognizes the weakness in their weak arm a .
» it glucose is < 80, treat and then reassess BE FAST D|- rjaueﬂhdoesnm ricnr?qizs’:he w;aknessiﬂ Ihenrw:a« am 1 Time
+ 1 last known wellis > 4.5 hours, obtain a FAST-ED score to see if hegiect - show the pasient thai aflected arm and ask. “Whose am = - . L .
they auaiyfor ather wsatment O et scogaies et vk am T « ‘What time did the symptoms start? = :
e * ‘What time was the patient last known well (last appear normal)? :
—_—
‘Remember:
+ Minimize scene time as must as possibie. When to call a STROKE ALERT: « .
- Severe headache with no known cause may be a sign of a hemonhagic = It any symptoms from BE FAST and within 4.5 hours = call a siroke alert regardiess E'!,I'E' Deviation Soore:
stroke. Continue your assessment but be sure o report the headache lo the of FAST-ED score : .
recaiving hospital + HFAST-ED scors of L 3 and within 4.5 hours = call a sucks st = Mo deviation; eyes move equally to both sides i}
It is important to rule out seizure activity with the onset of symploms. e e e E : 3 1 2
+ Htisimp v el veat hospic i - palient shauld be tken 1o frombectomy capeble siroke center = Patient has clear difficulty when looking to one side (left or ight) i
= If symptoms on BE FAST of FAST-ED score of 1- 3 and outside of 4.5 hours = .
e T i = Eyes are deviated to one side and do not mowe to the other side 2
« I scors > 4 and outside of 24 hours = Discuss wi iving facilty
IMPORTANT PATIENT DEMOGRAPHICS
Patient ame Paiient DOB: DenialiMeglect
Emergency Contact Name: Emergency Contact Phone: Denial - show the patient their affected arm and ask, “Do you feel
edteal st weakness in this arm ¥ Score:
Alergies: ] . . .
ot = Patient recognizes the weakness in their weak arm o
1o this paient on blood thimers? | ves || No ncidem Date: D *  Patient does NOT recognize the weakness in their weak arm 1
Neglect - show the patient their affectad arm and ask, "Whose arm is
this?

= Patient recognizes their weak amm
= Patient does NOT recognize their weak arm 1




ANY POSITIVE BE FAST FINDINGS?

mmmmdnnmml

Ask f the patient is on any anticoagulant medications, such as:
+ CoumBOnWarlen  + KSTEMMRIWMOKEDS

SANFORD AMBULANCE FAST-ED

STROKE SCREENING TOOLS:

BE FAST and FAST-ED S

3 comenon fiems Score.

START HERE J, Is the parien: having a stioke? ANY POSITIVE BE FAST FINDINGS? | .,
Balance Are thsi symptoms indicative of & largs vessel stioke? ,L fcirce}
+ Perform bilateral index finger-fo-nose test and hilateral hesi-to-shin fest B T
*+ Does the patient have sudden lass of balance or coordination, trouble

walking of dizziness? Ask it the patient is on any anticoagulant medications, such as:

- . i

Eyes . . e At .
+ Assess & quadkanis of isual ek by having patient locate your index finger. E + Ellquisiapiaban + HeparinEnaxaparin Iast takon:

+ Does the patient have trouble seeing out of one or both eyes or sudden

double vision? * Ay other anticoaguiants? (please list)

Face ’

po Facial Palsy (ask the patient to show ther teeth or smile) scare:
e "'J o F F | - 5o sides of the face move equally or not at ail o
:“7 One side of the face droogs or Is clearty asymmetric 1
o one side

recognizes te weakr
does HOT recagni

sudden drooping or numbiness

- - 1 recagrizes i o
Arms Arm Weakness (with eyes closed, ask parient to hoid amms our with 1L oes NOT recognize the weak arm 1
. - their paims up and hold them there for 10 seconds) Score:
+ Ask the patient (o raise and extend bo with their paims up. p ;
+ Bath arms remain up for > secands or siowly move down equally o
* Does one arm drift downward? A A L
.  ane arm drifts down in < ds 1

+ Does the patient have sudden numbness or weakness of the am on ane

side of th bocky? both arms fall 1 oceyr H dl
Speach Changes
Expressive Aphasia - ask the patient to name 3 common items Score
Speech + Names 2 1o 3 items correctly o
+ Ask the pariant to say. "¥ou can' teach an it dog new ticks S S | - names 0t 1 em comsary 1
+ Does the patient have slurred speech, trouble spesking, understanding or Receptive Apfasia - ask the palient to perform a simple command
seem canfused? (Example: “show me to fingers”)
* Nosmal - patent can follow the simple command i

+ Unable to follow the simple command 1

Time Time
* What ime did the symptoms stan? o T T | -+ whatime did the symproms stan? —— ] . W h t I I ST R o K E A E RT .
+ winat time was the patien last known well (last appear nomal? + What ime was the patient last knosn well (last apgear nomaly? |
en 1o call a L :
Glucose level = Eye Deviation Score:
+ No deviation: ayes move squall 1o both sides o
If these eriteria are met, the patient qualifies for a stroke alert: E|. eu lear dificulty when laaking 1o one side (ief

- Patient received one or more check marks (); and - Eyess v

_ A » If any symptoms from BE FAST and within 4.5 hours = call a stroke alert regardless
- Uitz e i i 45 e of FAST-ED score

BEFORE you request a stroke alert, obtain a FAST-ED score to see if ihis arm?” score:
the patient is having symptoms indicative of a large-vessel occlusion. ) their veeak arm o
+ If glucose is < 80, reat and then reassess BE FAST D vieakness in their weak arm

~ Wlas knowt wal 5.5 hurs, i FAST £5 st 0502 imoseams | e |f FAST-ED score of 1 - 3 and within 4.5 hours = call a stroke alert

* |f FAST-ED score > 4 and within 24 hours = call stroke alert and discuss with stroke-
ready hospital if the patient should be taken to a thrombectomy capable stroke center.

* If symptoms on BE FAST or FAST-ED score of 1 - 3 and outside of 4.5 hours =
discuss with receiving facility

1 recognizes the weak:

—_—
When to call a STROKE ALERT: «

« It any symptoms from BE FAST and within 4.5 hours = call a stroke alert regardiess
of FAST-ED scare

+ 1 FAST-ED score of 1 3 and within 4.5 hours = call a stoke alert

~ I FAST-ED scare 2 d and within 24 hours = call siroke alert and discuss wilh siroke-
ready hospitalif the paieni shuld be iaken io a ihrombeciomy capable siroke center,

~ 1t symplams on BE FAST of FAST-ED score of 1- 3 and outside of 4.5 hours =
discuss with receiving facility

+ 1 score > 4 and outside of 24 hours = Discuss with receiving facility

IMPORTANT PATIENT DEMOGRAPHICS

Remember:

ize scene Hime as must as possible.

- Severe headache with no known cause may be a sign of a hemorhagic
stroke. Continue your assessment but be sure o report the headache to the
receiving hospital,

- Itisimportant to rule out seizure activity with the onset of symploms.

» If score > 4 and outside of 24 hours = Discuss with receiving facility

Patient Name Patient DOB:
Emergency Contact Name: Emergency Contact Phone:
Medical History:

Allergies:

Medications:

15 this patient on bload thinners? Yes No Incident Date:




SANFORD AMBULANCE FAST-ED

STROKE SCREENING TOOLS:

BE FAST and FAST-ED

STARTHERE | e patont havg stk ey ANY POSITIVE BE FAST FINDINGS? | .

Balance e a ,L (Circle)

« Perform hilateral inciex finger-to-nose test and bilatersl heel-to-shin fest B
+ Does the patient have sudden Joss of balance of coordination, auble
walking or dizziness?

Ask if the patient is on any anticoagulant medications, such as:

. B

Eyes i

+ Assess 4 quachants of isualfiekd by having patient ocate your index finger. E = ElquisiApixaban + HepariEnaxaparin last taken: R ber:
i or ek At et e emember:

double vision?

o Ihe patient to s or show i n Facial Palsy (ask the patient to show teir feeth or smile) Score: e Mln/m/ze scene “me as must as pOSSIbIe

[ ——— « Severe headache with no known cause may be a sign of a hemorrhagic

Arms
i palms uy hi he 0 Score:
* Ask the patient ta raise and extend both arms with their paims up. their paims up and hold them there for 10 seconds)

LA essateamenone A A e e e | stroke. Continue your assessment but be sure to report the headache to the
Tall rapidly, AL bé fled, o6 10 Movement 0CEUrs H o e %
receiving hospital.

side of the bady?

Speach Changes
Expressive Aphasia - ask the patient to name 3 common tems Score!
Speech + Names 210 3 items correcth o i / : A H h h f
+ sk the it 0 Say, “You can' each an aid dog new vicks” S S | - Names oo Ltem canecty ' « [tis important to rule out seizure activity with the onset of symptoms.
+ Does the patient have slurred speech, trouble spesking, understanding or Receplive Apasia - ask e Balient 1o perorm & simpie command
seem canfused? (Example: “show e tao fingers)
* Normal - patient can follow the simple command a
+ Unable to folow e simple command 1
Time Time
* What ime did the symptoms start? _: T T | ¢ whattime did the symptoms Sta? e———

* WnaTtime was the patent last known well (1851 appesr nomal)? + Whnat time was the patient last known vell (1ast appear nomal)?

Glucose level = Eye Deviation
E | @ o e ses mose cqushy abom sies
If these criteria are met, the patient qualifies for a stroke alert: + Patient has clear dificuty when looking to one side (lef

- Patient received one or more check marks (); and * Eyes ae deviaied

« Glucose is over 80 mg/dl; and
« Last known well time is under 4.5 hours

DenialiMeglect

BEFORE you request a stroke alert, obtain a FAST-ED score to see if
the patient is having indicative of a larg i

+ If glucose is < 80, reat and then reassess BE FAST

+ 1 last known wellis > 4.5 hours, obtain a FAST-ED score to see if

they qualify for ather reatment N
S|
Remember: P

+ iz sconetmo a st a3 possio call a STROKE ALERT: € IMPORTANT PATIENT DEMOGRAPHICS

« Severe headache with no known cause may be a sign of a hemorthagic ‘from BE FAST and within 4.5 hours = call a stroke alert regardiess.
stroke. Continue your assessment but be sure o report the headache to the e

receiving hospital, -AST-ED score of 1- 3 and within 4.5 hours = call a stroke alen " . . .
= HPAST-ED:scorn 2 4 and within 24 howrs = ool ke let and s wit ek Patient Name: Patient DOB:
+ itisimportant to rule out seizure activity with the onset of symptams. e s e e
g of 1- 3 and outside of 4.5 hours =
e AR AR fenes Emergency Contact Name: Emergency Contact Phone:

+ I score > 4 and outside of 24 hours = Discuss with receiving facility

IMPORTANT PATIENT DEMOGRAPHICS

Medical History:

Patient Name patent DoB: lerai
Emergency Contact Name: Ermergsioy Gontact Phone: Allergies:

tedical J " 0

Medical History. Medications:

Allergies:

Wedications Is this patient on blood thinners? Yes No Incident Date:

15 this patient on bload thinners? Yes No Incident Date:




ND STROKE SYSTEM PROTOCOL
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ND STROKE TRIAGE AND TRANSFER GUIDELINE

Patient experiencing one or more of the following stroke signs and symptoms:

* Balance- Sudden trouble walking, dizziness, loss of balance or coordination. Perform bilateral index finger
to nose test and bilateral heel to shin test

« Eyes- Sudden double vision or trouble seeing out of one or both eyes. Assess 4 quadrants of visual field
* Face- Sudden drooping or numbness on one side of the face. Ask the person to smile or show teeth

« Arm- Sudden numbness or weakness of the arm, especially on one side of the body. Ask the person to close
eyes, raise and extend both arms with palms up. Does one arm drift downward?

* Speech- Sudden confusion, trouble speaking or understanding. Have patient a repeat phrase such as “You
can't teach an old dog new tricks".

« Time to dispatch transport- Consider timeliness of ground vs. air options

« Sudden severe headache with no known cause

Contact nearest tertiary hospital to consult with neurologist
regarding appropriate transfer destination. In most cases patient
will be transferred to closest stroke ready hospital.

PATIENT SHOULD BE TRANSPORTED AS SOON ASEMS UNIT IS AVAILABLE
Door-in to Door-out Goal <30 minutes

1. Obtain vital signs stat and every 15 minutes

2. Monitor pulse oximetry and administer oxygen as needed to maintain a SpO2 of >94%; starting at 2L/min
per nasal cannula. Oxygen is not recommended if patient able to maintain SpO2 >94% on room air

3. Assess bedside glucose. Treat if <60.
4. Perform neuro assessment and FAST ED scoring if able (consider utilizing FAST ED app)

5. Establish last known well (LKW)- the time when the patient was last known to be neurologically normal. If
the patient was sleeping and wakes up with symptoms, time last known well is the last time the patient
was seen to be normal (i.e. before bed)

Keep NPO (including ice chips and meds)
Keep HOB elevated at 30 degrees
Insert 1-2 large bore IV sites if able (AC preferred). Maintain IV patency with 0.9% Normal Saline at TKO.

© N O

Acquire medical history. Determine if patient takes anticoagulants or has previous history of stroke.
10. Obtain weight in kg if able

11. if time allows, complete Thrombolytic Alteplase (tPA) Therapy Guidelines checklist to determine IV
alteplase eligibility

Report the following to accepting provider or nurse:
Symptom onset/Last Known Well * Weight in kg if available
Results of neuro assessment * Blood glucose results (send with patient or fax)

Vital Signs « Medical History

Anticoagulant status « Contact information for family

Capy gt NV At 1 Mt Argagren, b 8 KVL 1)) 19 O jredt A8 w01 s Lt utusond sow AaNEnd




ND STROKE TRIAGE AND TRANSFER GUIDELINE

Patient experiencing one or more of the following stroke signs and symptoms:

de(j"f(] | Health s« Balance- Sudden trouble walking, dizziness, loss of balance or coordination. Perform bilateral index finger

Be Legendory.”

to nose test and biloteral heal to shin test.
ND STROKE TRIAGE AND TRANSFER GUIDELINE

SR O U8 MUAESE R ONC Y Vi S L S s Eyes- Sudden double vision or trouble seeing out of one or both eyes. Assess 4 quadrants of wsual field.

* Balance- Sudden trouble walking, dizziness, loss of balance or coordination. Perform bilateral in
to nose test and bilateral heel to shin test.

« Eyes- Sudden double vision or trouble seeing out of one or both eyes. Assess 4 quadrants of visua

e e A S S S Ao « Face- Sudden drooping or numbness on one side of the face. Ask the person to smile or show teeth.

« Arm- Sudden numbness or weakness of the arm, especially on one side of the body. Ask the person to close
eyes, raise and extend both arms with palms up. Does one arm drift downward?

A ——— « Arm- Sudden numbmness or weakness of the arm, especially on one side of the body. Ask the person to close

can't teach an old dog new tricks".

+ Tme o dspatch uansport Consider imliness o roundv. i optons eyes, raise and extend both arms with palms up. Does one arm drift downward?

« Sudden severe headache with no known cause.

R R RS T s Speech- Sudden confusion, trouble speaking or understanding. Hove patient a repeat phrase such as “You
regarding appropriate transfer destination. In most cases patient

will be transferred to closest stroke ready hospital. can It tEﬂch an ﬂ'l!d dﬂ'ﬂ' e !‘_I'.iq:kj

PATIENT SHOULD BE TRANSPORTED AS SOON AS EMS UNIT IS AVAILABLE

Doarin to Deor-out Goal <20 minutes « Time to dispatch transport- Consider timeliness of ground vs. air options

2. Monitor pulse oximetry and administer oxygen as needed to maintain a SpO2 of >04%; starting at 2L/min s Sudden severs headacke with no bnovwn couse.

per nasal cannula. Oxygen is not recommended if patient able to maintain SpO2 >34% on room air.

3. Assess bedside glucose. Treat if <60
4. Perform neuro assessment and FAST ED scoring if able (consider utilizing FAST ED app)

5. Establish last known well (LKW)- the time when the patient was last known to be neurologically normal. if
the patient was sleeping and wakes up with symptoms, time last known well is the last time the patient
was seen to be normal (i.e. before bed)

Keep NPO (including ice chips and meds)

e 8ottt 0 e Contact nearest tertiary hospital to consult with neurologist

6.
7
8. Insert1-2 large bore IV sites if able (AC preferred). Maintain IV patency with 0.9% Normal Saline at TKO.
9.

Acquire medical history. Determine if patient takes anticoagulants or has previous history of stroke.

e tacdavi ok regarding appropriate transfer destination. In most cases patient
MRS | will be transferred to closest stroke ready hospital.

alteplase eligibility,

Report the following to accepting provider or nurse:
+ Symptom onset/Last Known Well + Weightin kg if available

* Results of neuro assessment * Blood glucose results (send with patient or fax)

oo e PATIENT SHOULD BE TRANSPORTED AS SOON AS EMS UNIT IS AVAILABLE
Door-in to Door-out Goal <30 minutes




Door-in to Door-out Goal <30 minutes

DOkOtG | Health
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ND STROKE TRIAGE AND TRANSFER GUIDELINE

Patient experiencing one or more of the following stroke signs and symptoms:

* Balance- Sudden trouble walking, dizziness, loss of balance or coordination. Perform bilateral index finger
to nose test and bilateral heel to shin test.

« Eyes- Sudden double vision or trouble seeing out of one or both eyes. Assess 4 quadrants of visual field.
« Face- Sudden drooping or numbness on one side of the face. Ask the person to smile or show teeth.

« Arm- Sudden numbness or weakness of the arm, especially on one side of the body. Ask the person to close
eyes, raise and extend both arms with palms up. Does one arm drift downward?

+ Speech- Sudden confusion, trouble speaking or understanding. Have patient a repeat phrase such as “You
can't teach an old dog new tricks".

« Time to dispatch transport- Consider timeliness of ground vs. air options

« Sudden severe headache with no known cause.

Contact nearest tertiary hospital to consult with neurologist
regarding appropriate transfer destination. In most cases patien
will be transferred to closest stroke ready hospital.

PATIENT SHOULD BE TRANSPORTED AS SOON AS EMS UNIT IS AVAILABLE
Door-in to Door-out Goal <30 minutes

Obtain vital signs stat and every 15 minutes

N o=

Monitor pulse oximetry and administer oxygen as needed to maintain a SpO2 of >34%; starting at 2L/min
per nasal cannula. Oxygen is not recommended if patient able to maintain SpO2 >34% o room air

w

Assess bedside glucose. Treat if <60

>

Perform neuro assessment and FAST ED scoring if able (consider utilizing FAST ED app)

»

Establish last known well (LKW)- the time when the patient was last known to be neurologically normal. If
the patient was sleeping and wakes up with symptoms, time last known well is the last time the patient
was seen to be normal (i.e. before bed)

Keep NPO (including ice chips and meds)
Keep HOB elevated at 30 degrees

© ® N o

Insert 1-2 large bore IV sites if able (AC preferred). Maintain IV patency with 0.9% Normal Saline at TKO.

Acquire medical history. Determine if patient takes anticoagulants or has previous history of stroke.

3

Obtain weight in kg if able.

11. i time allows, complete Thrombolytic Alteplase (tPA) Therapy Guidelines checklist to determine IV
alteplase eligibility

Report the following to accepting provider or nurse:
+ Symptom onset/Last Known Well + Weightin kg if available
* Results of neuro assessment * Blood glucose results (send with patient or fax)
« Vital Signs « Medical History

+ Anticoagulant status « Contact information for family

e L N om

—_— i
—

Obtain vital signs stat and every 15 minutes

Monitor pulse cximetry and administer oxygen as needed to maintain a 5p02 of >84%: starting at 2L/min
per nasal cannula. Oxygen is not recommended if patient able to maintain 5p02 >84% on room air.

Assess bedside glucose. Treat if =60.
Perform neuro assessment and FAST ED scoring if able (consider utilizing FAST ED app)

Establish last known well (LKW)- the time when the patient was last known to be neurologically normal. If
the patient was sleeping and wakes up with symptoms, time last known well is the last time the patient
was seen to be normal (i.e. before bed).

Keep NPO (including ice chips and meds)
Keep HOB elevated at 30 degrees
Insert 1-2 large bore IV sites if able (AC preferred]). Maintain IV patency with 0.9% Normal Saline at TKO.

Acquire medical history. Determine if patient takes anticoagulants or has previous history of stroke.

. Obtain weight in kg if able.

If time allows, complete Thrombolytic Alteplase (tPA) Therapy Guidelines checklist to determine IV
alteplose eligibility.
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ND STROKE TRIAGE AND TRANSFER GUIDELINE

Patient experiencing one or more of the following stroke signs and symptoms:

* Balance- Sudden trouble walking, dizziness, loss of balance or coordination. Perform bilateral index finger
to nose test and bilateral heel to shin test.

« Eyes- Sudden double vision or trouble seeing out of one or both eyes. Assess 4 quadrants of visual field

Face- Sudden drooping or numbness on one side of the face. Ask the person to smile or show teeth.

Arm- Sudden numbness or weakness of the arm, especially on one side of the body. Ask the person to close
eyes, raise and extend both arms with palms up. Does one arm drift downward?

Speech- Sudden confusion, trouble speaking or understanding. Have patient a repeat phrase such as “You
can't teach an old dog new tricks".

Time to dispatch transport- Consider timeliness of ground vs. air options

Sudden severe headache with no known cause.

Contact nearest tertiary hospital to consult with neurologist
regarding appropriate transfer destination. In most cases patient
will be transferred to closest stroke ready hospital.

PATIENT SHOULD BE TRANSPORTED AS SOON AS EMS UNIT IS AVAILABLE
Door-in to Door-out Goal <30 minutes

Obtain vital signs stat and every 15 minutes

2. Monitor pulse oximetry and administer oxygen as needed to maintain a SpO2 of >34%; starting at 2L/min
per nasal cannula. Oxygen is not recommended if patient able to maintain SpO2 >34% o room air

3. Assess bedside glucose. Treat if <60

4. Perform neuro assessment and FAST ED scoring if able (consider utilizing FAST ED app)

5. Establish last known well (LKW)- the time when the patient was last known to be neurologically normal. if
the patient was sleeping and wakes up with symptoms, time last known well is the last time the patient
was seen to be normal (i.e. before bed)

6. Keep NPO (including ice chips and meds)

7. Keep HOB elevated at 30 degrees

8. Insert1-2large bore IV sites if able (AC preferred). Maintain IV patency with 0.9% Normal Saline at TKO.

9. Acquire medical history. Determine if patient takes anticoagulants or has previous history of stroke.

10. Obtain weight in kg if able

i time allows, complete Thrombolytic Alteplase (tPA) Therapy Guidelines checklist to determine IV
alteplase eligibility

Report the following to accepting provider or nurse:
Symptom onset/Last Known Well Weight in kg if available
Results of neuro assessment Blood glucose results (send with patient or fax,
Vital Signs Medical History

Anticoagulant status Contact information for family

Report the following to accepting provider or nurse:
« Symptom onset/Last Known Well * Weight in kg if available

* Results of neurs assessment * Blood glucose results (send with patient or fax)

« Vital Signs « Medical History

« Anticoagulant status « Contact information for family
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LEVELS OF STROKE CARE

Comprehensive Stroke Center

All TSC functions plus Neurosurgeon, Neuroendovascular, and full spectrum of hemorrhagic stroke care

Thrombectomy-Capable Stroke Center

All PSC functions plus Neurointerventionalist to perform thrombectomy

Primary Stroke Center

Stroke Unit, coordinator, Stroke Service, continuum of in-patient care

Acute Stroke Ready Hospital

IV tPA, CT scanner, acute stroke expertise (via TeleStroke if needed)

Basic Care Hospital

Assessment, identification, stabilization & transfer



ND STROKE SYSTEM
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North Dakota Stroke Centers
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WHY?

We can correlate their symptoms to their anatomy & different stroke
syndromes

STROKE SCREENING TOOLS:

BE FAST and FAST-ED

STARTHERE | smepsuent g s = ANY POSITIVE BE FAST FINDINGS? | ..,
(Cce)

iy

A e TR Sl <t g vssed Sk

sk fthe patient s on any anticoagulant medications, such as:

+ Eiqusiapeaban T — e

+ Ay ot aiosguants? (phease bt

Facka Pa
- B

Pl Visior,

r;:“wm-.m(/‘ and
S

BEFORE you request a stroke alort, oblain & FAST-ED seoro 1o sos i
the patieat is having symptoms. alarge-vessel occlusion.

+ M ghstose is < B0, rest ard the
noun ool 15 > 4.5 hours, oblain a FAST-ED seare fo see
iy for o eatimenn

When to call a STROKE ALERT: €=

o FRSTED 36100

Bacuss et roceren tacsey ‘)J

Diacuss i oo theiey

IMPORTANT PATIENT DEMOGRAPHICS

[ae— Pasee1 OB,

Emesgency Contact Nase: Emergency Contact Prone
Medieal History:
Alerges:

Mesicanons:
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LIFE AFTER STROKE
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BRAIN ANATOMY

« Cerebrum et
* Frontal, Temporal, Parietal & Occipital lobes B
Ri - e SO
 Right & Left Hemispheres s
» Cerebellum »

e Brain Stem

» Cerebral Vessels
« Anterior
* Right & Left Hemispheres
» Supplied by carotid arteries
» Posterior
« Cerebellum, Occipital lobe
« Supplied by vertebral arteries



STROKE SYNDROMES

« Anterior
* Right hemisphere VONY g7
« Left hemisphere p | L
« Posterior P oot A |
» Cerebellar Lo
4 LY h s
» Brain stem \ af:'k(‘cmf
h
« Hemorrhagic
* 13% of all strokes
 Higher mortality than ischemic
 TIA



LEFT HEMISPHERE STROKE

Most common of all strokes
Right sided weakness & visual field deficit
Expressive & receptive aphasia

Left gaze deviation

leftward gaze

<o Py W/@




RIGHT HEMISPHERE STROKE

Most commmon of all strokes
L eft sided weakness & visual field deficit

Left sided neglect, denial

Right gaze deviation

rehtward gaze




CEREBELLAR STROKE

 Balance issues ePainAssist.com
« Same sided limb ataxia (discoordination)
 Truncal or gait ataxia (wide base gait)

Symptoms Of Ataxic Gait

®m | ack of proper coordination

® Unsteady gait with a potential
to stumble and fall

®  Frequent falling episode
® | ack of muscle coordination@e

®  Ambulation difficulties




BRAINSTEM STROKE

SYNDROME Q

)
S

Can’t move

, , , Can’t talk
« Quadraparesis or hemiparesis Can only blink

e Sensory loss in all 4 l[imbs or hemi sensory loss
» Crossed signs (ex. Right face and left body)

* Decreased consciousness, hausea, vomiting, hiccups, abnormal
respirations

 Oropharyngeal weakness
* Vertigo, tinnitus

« Eye movement abnormalities — double vision, dysconjugate gaze, gaze
deviation



HEMORRHAGIC STROKE

« Headache, N & V, Decreased consciousness
* [CH —similar to ischemic, symptoms can be progressive

« SAH - “Worse headache of my life”, intolerance to light, neck
stiffness/pain




BETTY

« 76 yo female lives alone in senior housing

* She talks to her son on the phone at 1000 and he has trouble
understanding what she is saying

* He calls Betty's neighbor to check on her

» Betty is found slumped in her chair, seems weak and somewhat
drowsy



STARTHERE |, sthe patentnaving a suoke? Check

if yes

Balance

*  Perform bilateral index finger-to-nose test and bilateral heel-to-shin test B

« [Does the patient have sudden loss of balance or coordination, trouble
walking or dizziness?

BETTY'S ASSESSMENT

Eyes

*  Aszess 4 guadranis of visual feld by hawing patient locate your index finger. E

» [Does the patient have trouble seeing out of one or both eyes or sudden
double vision?

* Drowsy, does alert with e

= Ask the patient to smile or show their leeth. F

St i m u | a t i O n * [Does the patient's face look uneven, have sudden drooping or numbness

on one side?

« Speech is off - mumbling, very

* Ask the patient to raise and extend both arms with their paims up.

S | u r red + Does one arm drift downward? A

* Does the patient have sudden numbness or weakness of the arm on one

o o side of the body?
« Understanding most things/
commands 5
-pe.::r!he patiernt fo say, “You can't feach an ofd dog mew ricks". S

L J .Seems. genera | |y Wea k’ rig ht Side . ;J;:;T:;:E:;;have slurred speech, trouble speaking, understanding or
IS mMoving less

 Facial weakness on left

- Eye d eVi a t i O n npte.d to | .ef‘t’ b u t * ‘What ime was the patient last known well (last appear normal)?
able to cross mid-line with i |
encouragement . atent ecated one f more check ks (o' and

+ Glucose is over 80 mgidl; and
+ Last known well time is under 4.5 hours

BEFORE you request a stroke alert, obtain a FAST-ED score to see |f

the patient is having symptoms indicative of a large-vessel occlusion.
« [If glucose is = 80, treat and then reassess BE FAST

« [T last known well is = 4.5 hours, obtain a FAST-ED score to see if
they qualify for other treatment

T

Glucose level =




Test Item
STt cedvihl I

F- Facial Droop/Palsy

* Drowsy, does alert with stimulation A - Arm Motor Function 1
 Speech is off - mumbling, very slurred
P . _g’ b S — Speech o)
« Understanding most things/ Expressive/Receptive
commands T _ T 0
« Seems generally weak, right side is
moving less E — Eye Deviation O
 Facial weakness on left /
b D — Denial/Neglect O
* Eye dev!atlpn nojted to left, but able to Doesn't recognize
cross mid-line with encouragement weakness in arm (don't test if
Doesn't recognize weak aphasic)
arm
TOTAL 2



BETTY

 What is symptom onset?

« WWhat is her last known well?
e Determined LKW was 1900

» Outside window for alteplase
« FAST-ED =2, not likely LVO

 Where should Betty be taken?



WAYNE

« 78 yo male

 Went to hospital in the afternoon for stroke symptoms, which
resolved (TIA), and he returned home

* Went to bed at 2000, Gets up and falls at 0200

» Wife called 911, taken to hospital with similar symptoms as his TIA 12
hours prior




F- Facial Droop/Palsy T
A — Arm Motor Function 2

S - Speech
Expressive/Receptive

T-Time
E — Eye Deviation

D — Denial/Neglect
Doesn’t recognize
weakness in arm
Doesn’t recognize weak
arm

TOTAL

WAYNE'S FAST-ED

* Facial Palsy - "Smile, show me your
teeth
O O = If upper and lower facial features are
symmetrical, they score a zero

Q1= If one side of the face droops or is clearly
asymmetric

« Arm Weakness — "Hold your arms out,
palms up, for 10 seconds”

d O = If both arms remain elevated for 10
seconds or slowly drift down equally

1= If the patient can raise both arms but one
ar1m drifts down in less than 10 seconds, score
al

A 2 = If one or both arms fall rapidly, cannot be
lifted or no movement occurs at all



F- Facial Droop/Palsy
A — Arm Motor Function

S - Speech
Expressive/Receptive

T-Time
E — Eye Deviation

D — Denial/Neglect
Doesn’t recognize
weakness in arm
Doesn’t recognize weak
arm

TOTAL

WAYNE'S FAST-ED

Speech Changes Say “You can’t teach an old
dog new tricks” (or some phrase) To assess
for slurred speech

Expressive “Name (3 things)”

0 O = Understandable speech &
correctly names 2-3 items

d1=Names O-1items

Receptive “Make a fist” or “Show me 2
fingers” (a simple command)

1 O = Follows commands
O 1=Unable to follow command

Times
ULast Known Normal
dSymptom Discovery



F- Facial Droop/Palsy 1 NIHSS ¢ Bech Gaze

A — Arm Motor Function 2

S - Speech 0

Expressive/Receptive

_I_ _ Tl me O Eye Devi atio n 0 : Full gaze 1 : Do not cross midline 2 : Forced gaze deviation
A O = If your patient responds normally, with

E — Eye Deviation 1 no deviation, their eyes moving to both

sides equally

Q1= If your patient shows a gaze preference
and a clear difficulty when looking to one
side, either left or right

D — Denial/Neglect
Doesn’t recognize

weakness in arm (don't test if , A
Doesn't recognize weak aphasic) A 2 = If the patient shows forced deviation,
arm their eyes are deviated to one side and do

not move to the other side, and cannot
TOTAL follow examiner's finger



m WAYNE'S FAST-ED

F- Facial Droop/Palsy

A — Arm Motor Function 2

S - Speech 0
Expressive/Receptive

T-Time O

E — Eye Deviation 1

D — Denial/Neglect 2
Doesn’t recognize

weakness in arm (don't test if
Doesn’t recognize weak aphasic)
arm

TOTAL 6

Denial/Neglect

Do not perform - if patient has expressive

or receptive aphasia

Denial - “Do you feel weakness in this
arm?”

d O = If patient recognizes weakness in their
weak arm

Q1 =if patient does NOT recognize weakness in
their weak arm

Neglect - "“Who's arm is this?”

O O = If the patient recognizes their arm

d1=if the patient does NOT recognize their
arm



WAYNE

» Alteplase not administered as he was outside
window

« MRI positive for stroke and patient having
significant symptoms

» Post-thrombectomy he is doing better
* 12 hours later his FAST-ED =3
* In rehab a couple days later FAST-ED =1



TIME IS BRAIN

Brain Cells Number of
T Ye?rs the
e Brain Ages
aging one’s brain!
Per Hour 120 million 3.6 yrs
Per Minute 1.9 million 3.1 weeks
Per Second 32,000 8.7 hrs

https://bpac.org.nz/BP1/2010/March/strokel.aspx



TIME IS BRAIN

So thanks for

Recognize Stroke Warning Signs with B.E. F.A.S.T.

AW Call 9-1-1 IMMEDIATELY

3
o

BALANCE EYES
Sudden loss Sudden loss
of balance or ofvisionin one
coordination or both eyes

FACE ARM SPEECH TIME
Sudden Sudden arm or Sudden slurred CALL9-1-1
weakness on one leg weakness speech or trouble Every second
side of face or numbness speaking counts!

with our stroke patients!



