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DISCLOSURES

NONE
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OBJECTIVE

IDENTIFY POTENTIAL RESEARCH OPPORTUNITIES 
FOR YOUR PRACTICE
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TARGET: STROKE PHASE III

THE PRIMARY GOALS FOR TARGET: STROKE 
PHASE III ARE:

ACHIEVE DOOR-TO-NEEDLE TIMES WITHIN 
60 MINUTES IN 85 PERCENT OR MORE OF 
ACUTE ISCHEMIC STROKE PATIENTS 
TREATED WITH IV THROMBOLYTICS.

ACHIEVE DOOR-TO-DEVICE TIMES (ARRIVAL 
TO FIRST PASS WITH THROMBECTOMY 
DEVICE) WITHIN 90 MINUTES FOR DIRECT-
ARRIVING PATIENTS AND WITHIN 60 
MINUTES FOR TRANSFER PATIENTS IN 50 
PERCENT OR MORE OF ACUTE ISCHEMIC 
STROKE PATIENTS TREATED WITH 
ENDOVASCULAR THERAPY.

STARTING IN 2020, HOSPITALS WILL HAVE 
THE OPPORTUNITY TO BE RECOGNIZED 
WITH A NEW TARGET: STROKE HONOR ROLL 
LEVEL. THE HONOR ROLL LEVELS WILL 
INCLUDE: TARGET: STROKE HONOR 
ROLL, TARGET: STROKE HONOR ROLL-ELITE, 
TARGET: STROKE HONOR ROLL-ELITE PLUS, 
TARGET: STROKE HONOR ROLL ADVANCED 
THERAPY.

WEBINAR APRIL 29TH 1-2PM
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TELESTROKE

5

6



4

7

TELESTROKE
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MSU
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ENCHANTED

Anderson C,Huang Y, Lindley RI et al. Intensive bp reduction with IV thrombolysis therapy for

acute ischaemic stroke (ENCHANTED): Lancet. 2019; http://dx.doi.org/10.1016/S0140-6736(19)30038-8
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ENCHANTED
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ENCHANTED
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ENCHANTED
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EFFECT OF ALTEPLASE VS ASPIRIN ON FUNCTIONAL 
OUTCOME FOR PATIENTS WITH ACUTE ISCHEMIC 

STROKE AND MINOR NONDISABLING NEUROLOGIC 
DEFICITS:  PRISMS TRIAL

313 PATIENTS ENROLLED AT 53 US STROKE CENTERS 

(PLAN WAS TO ENROLL 948)

NIH STROKE SCALE 0-5 WITH NONDISABLING SYMPTOMS

STANDARD DOSE IV ALTEPLASE (0.9 MG/KG) VS ORAL 
ASPIRIN 325 MG GIVEN WITHIN 3 HOURS OF LAST KNOWN 
WELL

MEAN AGE 62, 46% WOMEN

MEDIAN TIME TO TREATMENT 2.7 HOURS

MEAN NIH STROKE SCALE AT BASELINE = 2

Khatri P, Kleindorfer DO, Devlin T, et al.  Effect of alteplase vs aspirin on functional outcome for patients 

with acute ischemic stroke and minor nondisabling neurologic deficits: the PRISMS randomized clinical 

trial. JAMA. 2018;320:156-166.
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PRISM

PRIMARY EFFICACY OUTCOME WAS FAVORABLE 
FUNCTIONAL OUTCOMES DEFINED AS A MODIFIED 
RANKIN 0-1 AT 90 DAYS

FAVORABLE OUTCOME – NO DIFFERENCE

• 78.2 % in subjects who received IV alteplase

• 81.5 % in subjects who received aspirin

• Adjusted risk difference, -1.1%; 95% CI (not statistically 
significant) 

SAFETY ENDPOINT: SYMPTOMATIC HEMORRHAGIC 
CONVERSION WITHIN 36 HOURS OF IV STUDY 
TREATMENT

• 3.2 % (5 subjects) in IV alteplase arm, 0% in aspirin arm 

• Risk difference 3.3%; 95% CI, 0.8% -7.4%
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“IT’S THE DATA THAT WE’VE GOT, AND IT’S 
UNDERPOWERED, BUT IT CERTAINLY HAS 
SWAYED ME TOWARDS TYPICALLY NOT 
TREATING THESE PATIENTS,” DR. KHATRI TOLD 
TCTMD. IN DISCUSSIONS WITH HER 
COLLEAGUES, SHE ADDED, IT’S “GENERALLY 
BEEN THE CONSENSUS THAT WHEN YOU SEE 
THESE DATA, WHEN YOU SEE THAT THERE’S A 
REAL HEMORRHAGE RISK AND THERE ISN’T 
ANY SIGNAL OF BENEFIT, IT’S TOUGH TO 
JUSTIFY TREATING THEM.”

POOJA KHATRI MD  PRINCIPLE INVESTIGATOR  UNIVERSITY OF 
CINCINNATI, OH

https://www.tctmd.com/news/iv-alteplase-no-help-minor-nondisabling-strokes-prisms-trial

PRISM
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“I’VE AGONIZED OVER THIS AT TIMES, AND I 
THINK THIS WILL MAKE ME MORE CONFIDENT 
IN MAKING THE DECISION NOT TO TREAT 
THESE PATIENTS.  FOR THESE PATIENTS, 
TREATMENT WITH ASPIRIN ALONG WITH 
CLOSE MONITORING MAY BE AN APPROPRIATE 
COURSE OF ACTION.”

WILLIAM POWERS UNIVERSITY OF NORTH CAROLINA AT 
CHAPEL HILL

Powers WJ. Intravenous alteplase for mild nondisabling acute ischemic 

stroke: a bridge too far? JAMA.2018;320:141-143.

PRISM
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WHAT ABOUT LOW NIHSS BUT DISABLING SYMPTOMS? 

THIS STUDY DOES NOT APPLY TO PATIENTS WITH 
DISABLING SYMPTOMS

AUTHORS STATE PATIENTS WITH LARGE VESSEL 
OCCLUSIONS REQUIRE FURTHER STUDY AS THEY 
MAY BE MORE LIKELY TO DETERIORATE
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COLLATERALS!
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TENECTEPLASE
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TENECTEPLASE
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SHINE
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BACK TO BASICS: ADHERENCE WITH GUIDELINES FOR GLUCOSE AND 
TEMPERATURE CONTROL IN AN AMERICAN COMPREHENSIVE STROKE 
CENTER SAMPLE

OBSERVATIONAL STUDY AT 5 CSCS

235 ACUTE STROKE PTS (87% AIS, 13% ICH)

1669 CONSECUTIVE GLUCOSE MEASUREMENTS

3782 CONSECUTIVE TEMPERATURE MEASUREMENTS

POOR GLUCOSE CONTROL IN 33% OF PATIENTS (DEFINED AS > 
180 MG/DL). MOST FREQUENT METHOD OF CONTROL WAS 
REGULAR INSULIN SLIDING SCALE WITHOUT BASAL DOSING

POOR TEMPERATURE CONTROL IN 10 % (DEFINED AS >38 
DEGREES C) AND  39% DID NOT HAVE TEMPERATURE 
RECORDED IN THE ED

LOWER NIHSS AND WELL-CONTROLLED GLUCOSE WERE 
INDEPENDENT PREDICTORS OF FAVORABLE OUTCOME 
(MODIFIED RANKIN SCALE SCORE 0-2) IN REPERFUSION 
PATIENTSJournal of Neuroscience Nursing: June 2018 - Volume 50 - Issue 3 - p 131–137

doi: 10.1097/JNN.0000000000000358
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BACK TO BASICS

“GLUCOSE AND TEMPERATURE CONTROL 
MAY BE OVERLOOKED IN THIS ERA OF 
RAPID STROKE DIAGNOSIS AND 
TREATMENT. ACUTE STROKE NURSES ARE 
WELL POSITIONED TO ASSUME 
LEADERSHIP OF GLUCOSE AND 
TEMPERATURE MONITORING AND 
TREATMENT”.

ANNE ALEXANDROV PHD, RN,-BC CCRN, ANVP NVRN-

BC, FAAN
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TELEREHABILITATION IN THE HOME VS 
THERAPY IN CLINIC FOR PATIENTS WITH STROKE 

Steven C Cramer MD ISC 2019 Presentation and ISC Abstract LB23: 

Cramer SC, Dodakian L, Le V, et al, for the NIH StrokeNet Telerehab

Investigators. Telerehabilitation in the home versus therapy in-clinic for 

patients with stroke.
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TELEREHABILITATION
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TELEREHABILITATION
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TELEREHABILITATION
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TELEREHABILITATION
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AHA/ASA CVSN STROKE

ARTICLE OF THE YEAR
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INADEQUATE CARE GIVER PREPARATION CREATES A SECOND 
CRISIS FOR SURVIVORS AND THEIR FAMILY CAREGIVERS AS THEY 
TRANSITION HOME

THIS GROUNDED THEORY STUDY ANALYZED 81 INTERVIEWS 
FROM 40 CAREGIVERS CARING FOR 33 STROKE PATIENTS 
DURING INPATIENT REHABILITATION AND UP TO 6 MONTHS 
AFTER DISCHARGE

CAREGIVERS DESCRIBED CRITICAL AREAS WHERE THEY FELT 
UNPREPARED TO ASSUME THE CAREGIVER ROLE

THESE EXPERIENCES ILLUSTRATED THE GAP IN ASSESSING AND 
ADDRESSING CAREGIVER READINESS TO MEET THE CARE NEEDS 
OF THE STROKE SURVIVOR AS THEY TRANSITIONED HOME, 
RESULTING IN ISSUES POST-DISCHARGE

LUTZ AND COLLEAGUES RECOMMEND A 3 STEP PROCESS TO 
IMPROVE PREPARATION FOR DISCHARGE

48

3 STEP PROCESS FOR ASSESSING AND PREPARING THE FAMILY 
CAREGIVER FOR ASSUMING THE CARE GIVING ROLE

CONDUCTING A SYSTEMATIC RISK ASSESSMENT OF THE DYAD, WHICH 
INCLUDES ASSESSING THE PATIENT’S NEEDS AND THE CAREGIVER’S 
COMMITMENT AND CAPACITY TO ADDRESS THOSE NEEDS

IDENTIFYING AND PRIORITIZING GAPS BETWEEN THE CARE RECIPIENT’S 
NEEDS AND CAREGIVER’S READINESS

DEVELOPING A PLAN TO ADDRESS THE GAPS
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“IN ORDER TO MINIMIZE CAREGIVER BURDEN AND 
IMPROVE OUTCOMES FOR STROKE PATIENTS AND 
THEIR FAMILY CAREGIVERS, WE MUST CONSIDER THE 
FAMILY UNIT AND INDIVIDUALIZE CARE PLANS TO 
ADDRESS THEIR SPECIFIC NEEDS. THE CRITICAL FIRST 
STEPS IN THIS PROCESS ARE TO CONDUCT A 
COMPREHENSIVE ASSESSMENT OF THE PATIENT’S 
NEEDS AND, EQUALLY IMPORTANT, THE CAREGIVER’S 
READINESS TO ASSUME THE CAREGIVING ROLE. THIS 
WILL ALLOW US TO IDENTIFY GAPS AND PRIORITIZE 
INTERVENTIONS THAT ARE APPROPRIATELY TAILORED 
TO THE NEEDS OF THE FAMILY TO ENSURE 
APPROPRIATE FAMILY-CENTERED CARE”                               

Barbara Lutz

50

NEW TECHNOLOGIES!

49

50



26

51
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NEW TECHNOLOGIES!
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THANK YOU

SHARON HEATON SHARON.HEATON@OSUMC.EDU

JEANIE LUCIANO 
JEANIE.LUCIANO@UPHS.UPENN.EDU

MARTHA POWER MPOWERSTROKE@GMAIL.COM
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