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1. Saver JL, et al. Time to treatment with intravenous tissue plasminogen activator and outcome from ischemic stroke. JAMA. 2013;309(23):2480-2488.
2. Lees et al. Lancet 2010;375:1695-1703 angela

NNT, Number needed to treat; OTT, Time from stroke onset to start of treatment; mRS, modified Rankin Scale



OTD: ONSET TO DOOR TIME (PHUT)
DTN: DOOR TO NEEDLE TIME (PHUT)
OTT: ONSET TO TREATMENT TIME (PHUT)
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PRE-HOSPITAL

1. Diagnose stroke

2. Choose hospital
3. Emergency transport ‘
)

4. Pre-notify team

Nhan dién Dot Quy

Chon Bénh vién

Chuyén bénh cép ctru
Canh bao trwdc nhap vién

S



PRE-HOSPITAL

1. Diagnose stroke

2. Choose hospital

3. Emergency transport ‘ 1. Nhén dlén 'D(St Quy

4. Pre-notify team '




_ NHAN DIEN PQT QUY
TRONG CONG PONG

ace drooping. TRANH THU TUNG GIAY - C'U NGAY DOT QUY

A fom s T D) o
> 25 -
, rm weakness. ‘h “ ;-
MEO cwoi  NGONG noi XUOI tay
Mau goi cap ctru, di ngay, dirng che

peech difficulty.

Né&u cé ngudi ddt nhién méo miéng (rd khi cwei, ha miéng), néi

ngong hodc khéng néi dworc, yéu (xudi) tay chdn mot bén khdng
gio' lén dwoc, ngudi do6 cé thé da bi POT QUY
Hay goi xe cap cliru dua ngay dén bénh vién dot quy gan nhat
_ ) BV DAI HOC Y DU'QC - DON V| DOT QUY hoan chinh
' ime to Cau 911- c6 thé tiép nhan diéu tri moi loai dot quy,
215 Héng Bang, Quén 5, BT cdp cliru DQ: 028 54051515

Spot a stroke F.A.S.T.
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buna StrokeAssociation.org Together to End Stroke”

angel2



CAC BANG KIEM CAP c’U NGOAI VIEN

Scale

Cincinnati Pre-Hospital Stroke Scale
[CPSS)

Face Arms Speech Test
[EAST)

Los Angeles Prehospital Stroke Screen
[LAPSS)

Lo=s Angeles Motor Scale
[LANMS)

Rapid Arterial oCclusion Evalunation
[RACE)

Miami Emergency Meuroblogical Deficit
[MENDY)

Pros

Easy o Conduct - 3 ltems < 1 MMin
Cerived from MNIHSS

Sensitivity &%

Specificity 7%

Easy to Us=

Can be used by Medical and MNon-Meadical

Takes < 3 mins to perform

Maore Sensitive & Specific than CPESS
Sensitivity 1%

Specificity F7%

Derived from MNIHSS

Assess Stroke Sewverity

Can ldentify Large VWessel Oocclusion
Sensitivity G156

Specificity 9%

Aszsess Stroke Sewverity

Can ldentify Large VWess=l Ooclusion
Sensitivity §3%

Specificity &99%

Comlbimes Cincinnati Scale with components of

MIHSS

Takes < 3 mins o perform

Cons

IJnable to measure
Postericor Circulation Strokes

Croes mot cssaess Stroke Sewverity

Croes not cissess Stroke Sewverity

Mine ltems o Assess

Croes mot cssaess Stroke Sewverity
Takes more tire o complete
Tokes more time o complete

Mo Pubklished Stoudies

angelz



CAC BANG KIEM CAP CU’'U NGOAI VIEN

LOS ANGELES Patient N ame:
PREHOSPITAL Rater Name:
STROKE SCREEN (LAPSS) Date:

Screening Criteria

4. Age over 45 years

5. No prior history of seizure dserder

6. New onset of nenrslogic symptoms in last 24 bours
7. FPatient was ambulatory at baseline (prier to event)

8. Bleod glucose between &0 amd 400

9. Exam: feok for ehvieny axymmetny

MNorminl

Right

Lefi

Fucinl smile | grimace: D

Grip: O

Arm weakmess: (]

Based om exam, paticnt hos only unilateral (and not bilateral) wenkness:

D Do

|:| Weak {inp
O e Grp

Drifis Down
Falls Rapidly

M I Yies (or anknown) to all items above LAPSS sereening criterin mei:

D Droop

|:| Weak Grip
O ®aGnp

Drrifts Dorwm
Falls Rapudly

Yis |:| Mo |:|

Yes D Mo D

11, If LAPSS eriterin for stroke met, call receiving hospital with “CODE STROKE™, if not then return to the

appropriate trestment protocol. (MNode: the patient may still be experiencing n stroke if even if LAPSS

criteris nre nob met.)

LAMS Score the Description Corresponding NIHSS score

Affected Side

Facial Droop |0 Absent Mo facial asymmetry. Facial Palsy 0-1

Normal.

1 Present Partial or complete lower Facial Palsy 2-3
facial droop

Arm Drift 0 Absent No drift. Normal. Motor Arm 0 (Normal)

1 Drifts down | Drifts down but does not hit | Motor Arm 1 (drift)
the bed within 10 sec.

2 Falls Arm cannot be held up Motor Arm 2-4

rapidly against gravity and falls to
the bed within 10 sec.

Grip Strength | 0 Normal Normal. Mo NIHSS for this. Scored 0 if
admission neuro exam rated grip
strength as 5 (normal)

1 Weak grip Weak but some movement. Admission neuro exam rated grip
strength as 4 (weak), 3 (some
movement against gravity), or
2(some movement, but not against
gravity)

2 No Grip No movement. Muscle Meuro exam rated grip strength as 1
contraction be seen but [muscle contraction but no
without movement. movement) or 0 (no muscle

contraction)

TOTAL =__ A score = 4 is highly predicted of

(Range 0-5) large artery occlusion

angelz



https://www.ucalgary.ca/quicr/files/quicr/los-angeles-motor-scale-lams-1.pdf

CAC BANG KIEM CAP C’U NGOAI VIEN

Item Instruction RACE score NIHSS score
> A M a equivalence
Cincinnati Prehospital Stroke Scale Facial palsy Ask the paticnt to show tecth  Absct (symmictrical movemcat) 0 0
Mild (slightly asymmetrical) 1 1
Moaderate to severe (completely 2 2.3
Facial Droop asymmetrical)
Instruction: Ask patient to smile Arm motor function ;(‘ereg.mc"s.::;‘ ::‘r:n:; !:’e“;;:bm ?1(;”:;]" lgs;mld (limb upheld more than 0 0-1
0O Normal: Both sides of face move equally degrees (if supine) Mod@;mc (limb upheld less than 10 1 2
secands
O Abnormal: One side of face does not move as well Severe ()plm'entdn not rise the arm 2 3.4
) against gravity)
Leg motor function Exteading the leg of the patent Normal to mild (limb upheld more than 0 0-1
30 degrees (in supine) § scoonds)
Arm Drift Moderate (limb upheld less than § 1 2
Instruction:  Ask patient to close eyes and extend both arms straight ::ﬁ:%aﬁm do not rise the leg 2 1.4
out for 10 seconds against gravity)
O Normal: Both arms move the same or not at all RS g foviston ?:m:nﬂ’foﬂsﬁmw Q:'&iiﬁ,;“&wﬁm?d:ﬁm ! !
O Abnormal: One arm does not move or drifts down was abserved) W
Present (eyes and cephalic deviation to 1 1.2
_one side was observed)
Speech A.ph_axia ) ) Afk 1be patieat wo verbal orders  Normal (performs both tasks correctly) 0 0
Instruction:  Ask patient to say “You can't teach an old dog new tricks." (R - “cn‘;:cy::s;y 2 Modgesto (pesiteme gewe tuak oorrectly) ! :
' JeT— : Severe (performs neither tasks) = 2 2
O Normal:  Patient says correct words without slurring Agnosia Asking: Normal (ne asomatognosia nor a 0
(if]cﬁ bcmimj’) « "Who is this arm”™ while mgn“ia)
0O Abnormal: Patient slurs words, says wrong words, or is unable to zxs;ﬂ:i hiwﬁ:)r the panctic TTM N arite (rsomatognosis or 1 1
sposk - "Can y:x.xmmw well this &m™ m&g) of thern) 2 2
(anosognosia)

RACE Score total 0-9

Developed in 1997 at the University of Cincinnati Medical Center for pre-hospital use.
The


http://racescale.org/

BANG KIEM DANH CHO DOI NGU CAP CU'U NGOAI VIEN

POI CAP CUU PHAN UNG NHANH

angele =

D_.',iu HIEU,, NH@N BIET FA ST Binga:mhgiha% |
BENH NHAN POT QuY 1.M.9.1. —— —

MEO MIENG = ACE s Bin i Bt thuime
Biéu hién rd khi bénh nhan cusi, F JR e e ———— M bén it Khng i dng
nhe réng J_‘

D Yéaroitay &mm:mT$MUm Mﬁtb&icinhmﬁgnﬁngm“ﬁbén
D _— mmmg:uﬁahd:mx“m Nmaummh::gc;ﬂmmm
YEU LIET TAY CHAN

Bénh gig bénh nhan ¢ bi yéu hotic
ligt mét bén hay khéng, bang cach yéu
ctiv bénh nhén dua hai tay lén cas.

[[] ctin dosn nens nes aée

I:‘ Chuyen bénh ngay lap tirc dén trung tim dot quy g;m nhit.

Théng bio cho bénh vién irén dwéimg rhu}'én bénh

H“" HG“’ “1 THMG [ ] Goibso cho bézh vién & toi.

bé I'Igl'il b'gl'lh nhan hp I'I;li mét cum PEECH @ [[] Dam bio dwoe thwe hisn chin dodn hinh anh ngay khi téi noi (CT hode MRI)
tir don gidn. Xem bénh nhén cé hiéu v ] e 5 ks g e e o i ks

kmng? m Iﬁp Igl_ dll.gc khﬁ'.lg? nhﬁn n & a0 ro ve la Nang can dieua oy Iy e 1

xét giong néi cé bj dé khéng?

Puing thé, nhip thé, tuin hoin (ABCsz)

D Lip duémg truyén tinh mach (6t nhit 13 2 dwéns truyén vei kim lnbn ¢ trung binh- lén (kim 18) va gii
kim bang nurée mudi sinh B) va bat diu truyén mrde mudi 0,9%.

KHI XUAT HIEN BAT KY CAC TRIEU [] ™im cao diu va thin tién
CHUNG TREN MOT CACH DOT NGOT "YrIME [E‘I [[] ©o 5902 cho tho Oy néu cin (thin trong trén bénh nhin COPD)
Hay goi cap civ 115 hogc nhanh —

chong dua benh nhan den benh vien

co dieu tri dot quy gan nhat. 2

Bwong lm)'(':t mao mach: mg/dL

|:| Ha dwémz huyét: =60 me/dL (=3_3 mmolL) = bolus tinh mach dextrose hode truyén Glucose 10-20%.

* Tiing dwéme buyét: =180 me/dL (10 mmol'L) -> truyén mudi ding freomg v trink ding dung dich
MPRVM-100013 co glucose. Héi chin bac 51 chuyén khoa chinh Liéu Insulin néu can.

angel2



Recognise S TIROK E Think FA_S_7T.

— =

e Yéu cau BN cuodi hodc nhe rang.
e Tim sy mat can xirng mat 2 bén: khi cwdi, nhdn mat, hodc & trang thai binh thuong.

e Nang 2 tay BN vi tri 90 do (néu ngdi), 45 d6 néu nam va yéu cau gilt nguyén vi tri trong 5 giay.
e Ghi nhan tay nao tréi hoac roi nhanh.

e Khi BN nd Iwc ndi, ghi nhan: cac thay ddi giong ndi, hdi ngudi than dé so sanh, tim xem cé ndi l1ap khong, cé
kho tim tir khong.

e C6 thé xac nhan bang cach: yéu cau BN goi tén cac d6 vat & gan nhu cai cdc, ghé, ban, chia khéa. Néu BN cd rdi
loan thi lwc, dat mot vat vao tay bénh nhén va yéu cau goi tén.

angelz



Thang diém doét quy
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KHONG DUQE:
/HUAN LUYEN VIEG
DANH GIA

iCAC THANG DIEW

", DOT QUY .

S pUge
SHUAN LUYEN VIEG
i DANHGIA !
)CAC THANG DIEWF
. pOTQUY

CONG CU DANH GIA BOT QUY GIUP BON V| CAP CU'U NGOAI
VIEN XAC DINH TRIEU CHUNG BOT QUY NHANH CHONG

TAP HUAN DANH GIA THANG DIEM DOT QUY GIUP TANG KHA
NANG NHAN DIEN POT QUY

NHAN VIEN QA'P clu NGOAI VIEN XAC NHAN PUOC BENH
POT QUY CHIEM 61-66% NEU KHONG DUOC HUAN LUYEN VA
86-97% NEU PU'QC HUAN LUYEN

DANH GIA VIEC HUAN LUYEN SU DUNG CAC CONG CU XAC DINH DOT QUY

angelz

Maggiore, W. A. (2012). 'Time is Brain' in Prehospital Stroke Treatment . Journal of Emergency Medical Services, 1- 9



Nghién ctru so sanh kha nang nhan dién dot quy gitra cap clru
ngoai vién va bac si dot quy: ‘
Ghi nhan cac dau chirng than kinh bang dau hiéu FAST

100 - 96 95

a0 79 77
< 68 /0
-
E 60 —
=
>
Q 40
A

20 —

PHIAN
0 ]

LIET MAT LIET TAY CHAN NOI KHO

angelz

FAST = Face Arm Speech Test
Nor AM, et al. Stroke 2004;35:1355-1359.



PRE-HOSPITAL

1. Diagnose stroke

2. Choose hospital

3. Emergency transport

4. Pre-notify team ‘ ). Chon Bénh Vién



Chon bénh vién

Lwa chon nhirng bénh vién c6 thé x& tri b&nh nhan bang cac liéu phap tai
twéi mau va co don vi dot quy

EVERY 30 MINUTES A STROKE PATIENT
WHO COULD HAVE BEEN SAVED,

DIES

OR IS PERMANENTLY DISABLED,

BECAUSE THEY WERE TREATED IN
THE WRONG HOSPITAL.

angelz



XAC PINH BENH VIEN GAN NHAT CO PIEU TRI TAI THONG

DOT QUY THIEU MAU NAO CAP
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TI LE BN PIEU TRI TAI THONG CO PIA CHI TAI TP HCM (%)
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12 Hospitals treating stroke in 2013
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PRE-HOSPITAL

1. Diagnose stroke

2. Choose hospital
3. Emergency transport ‘
|

4. Pre-notify team

3. Chuyén bénh cap ctru



TRUOC NHAP VIEN...

>90% BENH NHAN POT QUY KHONG SU DUNG DICH VU XE CUU THUONG PE PEN BENH VIENla



Van chuyén bénh cip ctru

thé dé giup rut ngan th&i gian bénh nhan duoc
diéu tri vi du thudc dung kem...

Khéng 13ng phi thoi gian dé ddm bao thoi gian
van chuyén bénh nhan cap ctru thap hon 15
phut.

EMERGENCY RESPONSE TEAM

FPATIENT HAME:

Initial assessment form

Time of symptom onset Time

Stroke screening

§|

I Abnormal
l:‘ Facial droop Both sides of face move equally Dnmaﬁea
Baoth ams move equally One arm drifts compared
(] arm dnft or not at ail to the other
l:‘ speech Patient uses correct words Slurred or Inappropriate
witth mo shurring words or miute
D Suspected stroke diagnosed
Symptom onset Symptom onset
<4 haurs ago I:‘:d.hursago Dﬂmeofutsetunlu'-cmn

Pre-notify hospital en route

| D Immediate transport to cosest stroke centre

[ ] Atert hospital
[ ] Ensure mmediate access to imaging on arrival (CT or MR

Make aware of potenttal need for thrombolytic therapy

B

rways, Breathing, Circulation (ABCE)

l:‘ Establish v access (preferably 2 medium-large bore cannulas with saline bock) and start 0.9% saline
— solution Infusion

Elevate upper body

Measure capillary oxygen saturation, and give 0= If necessary (caution In COPD patients)

EBlood sugar test magydL

l:‘ Hypoghycasmia: <60 mag/dl (<33 mmodL) — Iv dextrose bolus or infuskon of 10-20% glucose

Hyperghycaemia: 180 mag/fidl (10 mmal/L) —+ use v s3line and avold glucose solutions.
Consult a doctor as to the need for Insulin tiation.

Lin, C. B., Peterson, et al. (2012). Emergency Medical Service Hospital Pre-Notification is Associated with Improved Evaluation and Treatment of Acute Ischemic Stroke.

Journal of the American Heart Association, 1-9
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Khuyén cao AHA vé cap clru ngoai vién

/ THOI GIAN RA QUYET DINH Wl | THO!I GIAN BE DON V| CAP

: THOI GIAN VAN CHUYEN
' CU’ PON VI CAP CUU NGOAI | CU’U NGOAI VIEN PHAN HOI

VIEN DU'O' 90 GIAY DUOI 8 PHUT

BENH NHAN DEN BENH VIEN |
DUGI 15 PHUT

Jauch EC, Saver JL, Adams HP, Jr., et al. Guidelines for the early management of patients with acute ischemic stroke: a guideline for healthcare professionals from the American Heart Association/ American Stroke Association
Stroke. 2013;44:870-947.

Fonarow GC, Zhao X, Smith EE, et al. Door-to-needle times for tissue plasminogen activator administration and clinical outcomes in acute ischemic stroke before and after a quality improvement initiative. JAMA. 2014;311:1632-40
Berglund A, Svensson L, Sjostrand C, et al. Higher prehospital priority level of stroke improves thrombolysis frequency and time to stroke unit: the Hyper Acute Stroke Alarm (HASTA) study. Stroke. 2012;43:2666-70,

Mosley I, Nicol M, Donnan G, et al. The impact of ambulance practice on acute stroke care. Stroke. 2007;38:2765-70. a ngela
Patel MD, Brice JH, Moss C, et al. An evaluation of emergency medical services stroke protocols and scene times. Prehosp Emerg Care. 2014;18:15-21.

Nancy K. Glober et AlAcute Stroke: Current Evidence-based Recommendations for Prehospital Care Western Journal of Emergency Medicine 104 Volume XVII, no. 2 : March 2016



Lam nhiéu nhat c6 thé cho bénh nhan trwéc khi dén bénh vién

Thong tin bénh nhan
Do bao hoa oxy Huyét ap Du'o'ng truyén tinh mach Kiém tra d‘u'o'ng huyét trwdc nhap vién

Co gang dé phan viéc can lam con lai
sau khi bénh nhan nhap vién
la it nhat

Pua bénh nhan thang dén phong CT
angelz



& Dat 2 dwong truyén tinh mach (1 dwdng ding
cho lidu phap tiéu huyét khdi va dwong thir 2 dé
tiém thudc can quang dung cho bénh nhan can
thiép nGi mach )

Tuy nhién, viéc van chuyén khéng nén tri hoan
& cho viec nay.

Khéng cé bang chirng manh mé ting hd hoac
& bac bo viéc truyén dich cho bénh nhan dot quy.

Bénh nhan huyét ap tam thu thap va khéng co

chéng chi dinh nén dwoc truyén dich tinh mach.

ABC’s — Thiét 1ap dwong truyén tinh mach

Airways, Breathing, Circulation (ABCs)

D Establish iv access (preferably 2 medium-large bore cannulas with saline lock) and start 0.9% saline
solution infusion
D Elevate upper body

Measure capillary oxygen saturation, and give O: if necessary (caution in COPD patients)

Blood sugar test mg/dL

D Hypoglycaemia: <60 mg/dL (<3.3 mmol/L) — iv dextrose bolus or infusion of 10-20% glucose

Hyperglycaemia: >180 mg/dL (10 mmol/L) - use iv saline and avoid glucose solutions.
Consult a doctor as to the need for insulin titration.

/2 —
EMERGENCY RESPONSE TEAM
Blood pressure mmHg

Hypotension: SBP <120 mmHg (no signs of congestive heart failure) —= 500 mL electrolyte
solution or NaCl 0.9% iv

D Hypertension: SBP <220 mmHg 2120 mmHg — no action

Hypertension: SBP >220 mmHg; DBP >120 mmHg — Cautious blood pressure lowering
is recommended under close medical supervision. Avoid sublingual nifedipine.
Consider iv labetalol or urapidil.

angelz

Stoll M, Treib J, Seltmann A, et al. Hemodynamics of stroke patients under therapy with low molecular weight hydroxyethyl starch. Neurol Res. 1998;20:231-4.



ABC’s — P06 bao hoa Oxy

Airways, Breathing, Circulation (ABCs)

Establish iv access (preferably 2 medium-large bore cannulas with saline lock) and start 0.9% saline
solution infusion

& Danh gia ton thwong duong thd. Hay gap I_%a_w
Measure capillary oxygen saturation, and give O: if necessary (caution in COPD patients)
& bénh nhan I&n tudi, bénh nhan bj dot quy E— -

n a n g y h OaC n h U” n g be n h n h a n CO tl’l e U D Hypoglycaemia: <60 mg/dL (<3.3 mmol/L) — iv dextrose bolus or infusion of 10-20% glucose

Hyperglycaemia: >180 mg/dL (10 mmol/L) - use iv saline and avoid glucose solutions.

V 4
Ch lJJ n g kh O n u Ot . Consult a doctor as to the need for insulin titration.

: ;
Cung cap thém Oxy dé duy tri dé bao hoa

@ oxy trén 95%. Trén 95%, lién két OXYy Blood pressure -
h e m Og IO bi n d‘at m l:PC béo h Oé Vé kh 6 n g Cc’) gjﬁggin;?;;i?g-gé{i}vmmHg (no signs of congestive heart failure) = 500 mL electrolyte
th é m IQ’i I:Ch Vé th UJC thé . D Hypertension: SBP <220 mmHg 2120 mmHg — no action

Hypertension: SBP >220 mmHg; DBP >120 mmHg — Cautious blood pressure lowering
is recommended under close medical supervision. Avoid sublingual nifedipine.
Consider iv labetalol or urapidil.

angel2

Sulter G, Elting JW, Stewart R, et al. Continuous pulse oximetry in acute hemiparetic stroke. J Neurol Sci. 2000;179:65-9.
Branson RD and Johannigman JA. Pre-hospital oxygen therapy. Resp Care. 2013;58:86-97.



ABC’s — Kiém tra dwéong huyét

C et co thé gia dad
@Hadu’o’nghuyet co thé gia dot quy, s, Greathing, Crculation (ABCS)

Establish iv access (preferably 2 medium-large bore cannulas with saline lock) and start 0.9% saline

solution infusion

@ Danh gia duwdng huyét co thé gitip phan biét [ ] Elevate upper body

D Measure capillary oxygen saturation, and give O: if necessary (caution in COPD patients)

gIG’a dét quy va ha dU’C‘)’ng huyét Blood sugar test mg/dL

D Hypoglycaemia: <60 mg/dL (<3.3 mmol/L) — iv dextrose bolus or infusion of 10-20% glucose

@ Trléu Chl:l’,ng nhuJ Ilét nhe nl],a nguJC‘yl, Ilét nl],a Hyperglycaemia: >180 mg/dL (10 mmal/L) - use iv saline and avoid glucose solutions.
N . , o N ~ = ~ L. , Consult a doctor as to the need for insulin titration.
nguwoi, khd noi, nhin mo, lan I6n, phdi hop kém
c6 thé xuat hién & bénh nhan ha dwdng huyeét

. , 2 ~ > , 2 R 1/2 -
va co thé chira bang cach b6 sung dwdong.
Bb sung dwérng & nhirng bénh nhan cé dwdng
Blood pressure mmHg

huyét dwdi 60 mg/dL

Hypotension: SBP <120 mmHg (no signs of congestive heart failure) —= 500 mL electrolyte

solution or NaCl 0.9% iv
Hypertension: SBP <220 mmHg 2120 mmHg — no action

Pwdng huyét cao sé lam tram trong hon cac
X o o o ~ Hypertension: SBP >220 mmHg; DBP >120 mmHg — Cautious blood pressure lowering
ket Cu C tre N be N h N ha N dot q uy is recommended under close medical supervision. Avoid sublingual nifedipine.

Consider iv labetalol or urapidil.

] I

Jauch EC, Saver JL, Adams HP, Jr., et al. Guidelines for the early management of patients with acute ischemic stroke: a guideline for healthcare professionals from the American Heart Association/ American Stroke Association. Stroke. 2013;44:870-947. a n ela
Abarbanell NR. Is prehospital blood glucose measurement necessary in suspected cerebrovascular accident patients? Am J Emerg Med. 2005;23:823-7. g

Terakawa Y, Tsuyuguchi N, Nunomura K, et al. Reversible diffusion weighted imaging changes in the splenium of the corpus callosum and internal capsule associated with hypoglycemia case report. Neurol Med Chir. 2007;47:486-8.

Capes SE, Hunt D, Malmberg K, Pathak P, Gerstein HC. Stress hyperglycemia and prognosis of stroke in nondiabetic and diabetic patients: a systematic overview. Stroke. 2001 Oct. 32(10):2426-32.



ABC’s — Huyét ap

& Tranh 1am ha huyét ap mot cach dot ngdt.

Viéc ha huyét ap chi duoc khuyén cdo & cac bénh
& nhan cé huyét ap dac biét cao (>220/120 mmHg)
sau dugc do |3p lai nhiéu lan, hodc bénh nhan
suy tim nang, boc tach dong mach chu, bénh

nhan cé bénh ly ndo do tang huyét ap

Bénh nhan c6 huyét dp dat mirc cao nhat va thap
€ nhit trong 24h dau sau dot quy thudng gip phai
bién chirng vé than kinh s&m va du hiu té hon.

Huyét ap thudng tang nho vao su bdi phu nwéc
o phu hop bang dung dich tinh thé .

ESO Guidelines for Management of Ischaemic Stroke and Transient Ischaemic Attack 2008. Castillo J, Leira R, Garcia MM, Serena J, Blanco M, Davalos A: Blood pressure

Airways, Breathing, Circulation (ABCs)

D Establish iv access (preferably 2 medium-large bore cannulas with saline lock) and start 0.9% saline
solution infusion

Elevate upper body
D Measure capillary oxygen saturation, and give O: if necessary (caution in COPD patients)

Blood sugar test mg/dL

D Hypoglycaemia: <60 mg/dL (<3.3 mmol/L) — iv dextrose bolus or infusion of 10-20% glucose

Hyperglycaemia: >180 mg/dL (10 mmol/L) - use iv saline and avoid glucose solutions.
Consult a doctor as to the need for insulin titration.

/2 —
EMERGENCY RESPONSE TEAM
Blood pressure mmHg

Hypotension: SBP <120 mmHg (no signs of congestive heart failure) —= 500 mL electrolyte
solution or NaCl 0.9% iv

D Hypertension: SBP <220 mmHg 2120 mmHg — no action

Hypertension: SBP >220 mmHg; DBP >120 mmHg — Cautious blood pressure lowering
is recommended under close medical supervision. Avoid sublingual nifedipine.

Consider iv labetalol or urapidil.

angel2

decrease during the acute phase of ischemic stroke is associated with brain injury and poor stroke outcome. Stroke 2004;35:520-526.



Tw thé bénh nhan

& Ton thwong dau: ndm 30 do lam gidm sy gia
tang ap lwc ndi so .

& Bénh nhan dot quy théng thuwdng khéng co
tang ap lwc nbi so.

& Luu lvong mau ndo va ap lyc twdi mau nao &
bénh nhan doét quy dwoc cai thién & nhirng
bénh nhan nam nglra.

& Bénh nhan nén dwoc ndm trén mét phang,
ngoai tri trv&ng hop cac van dé 1am sang gap
phai nhw tinh trang hd héap, tiét dich, hoac cac
nguy co trong viéc hit vao.

Current and recent medical history
D Coagulation disorders
D Diabetes

D Heart failure

D Hypertension

D Malignancy

[ ]

Respiratory disease

Recent invasive or surgical
procedures

[]

Current medication (please list)

Especially anticosguiznts, piafelet aggregation inhibitors

Level of function and independence prior to onset of symptoms

Continued care of patient en route D Transport lying down
Development of systems

[ ] stable
|:| Unstable

[l Head raised 30° if not vomiting

|:| Improving

D Worsening

Feldman Z, Kanter MJ, Robertson CS, et al. Effect of head elevation on intracranial pressure, cerebral perfusion pressure, and cerebral blood flow in head-injured patients. J Neurosurg. 1992;76:207-11.
Ng I, Lim J, Wong HB. Effects of head posture on cerebral hemodynamics: its influences on intracranial pressure, cerebral perfusion pressure, and cerebral oxygenation. Neurosurgery. 2004;54:593-7. angela

Favilla CG, Mesquita RC, Mullen M, et al. Optical bedside monitoring of cerebral blood flow in acute ischemic stroke patients during headof-bed manipulation. Stroke. 2014;45:1269-74.
Schwarz S, Georgiadis D, Aschoff A, et al. Effects of body position on intracranial pressure and cerebral perfusion in patients with large hemispheric stroke. Stroke. 2002;33:497-501.



]
Current and recent medical history Current medication (please list)

@ Nhén Vién Cé’p CL’]’U C‘én IU’U |ai: |:| Coagulation disorders Especially anticoaguiants, platelet aggregation infibitors

€ Thoi gian gan nhat bénh nhan con binh thuwéng (] bt

& Danh sach thubc dang st dung, d&c biét luu y (] vtrency

Respiratory disease

cac thudc diéu tr roi loan ddong mau. Recent s or srga

& Bénh nhan co6 st dung ngdn nglr dac biét hay P T T e—————

khéng, tao diéu kién cho viéc giao tiép dwoc

EMERGENCY RESPONSE TEAM | Continued caroofpationtenroute | RN

[l Head raised 30° if not vomiting

Development of systems

PATIENT NAME: D Stable

|:| Unstable |:| Improving D Worsening
s o |

Time of symptom onset Time
Stroke screening

Hormal Abnormal
|:| Facial droop Both sides of face move equally an&‘!ﬁ,
Both arms mowve equally One arm drifts compared
[] arm dnft or nat at all to the other
I:‘ spasch Patient uses correct words Slurred of Inappropriate
with no slurring words or mute

[ 1 suspected stroke dizanased

angelz



PRE-HOSPITAL

1. Diagnose stroke

2. Choose hospital
3. Emergency transport ‘
|

4. Pre-notify team

4. Canh bao trudc nhap vién



Canh bao trwdc vién

Lol iCH LAM THE NAO?
GIUP BENH VIEN CHUAN B| SAN SANG VA KIP THOI HUY PONG CAC NGUON LUC SO DIEN THOAI PUONG DAY NONG CUA PHONG CAP cU'U

Vi DU CAC PHUONG TIEN CHAN DOAN HINH ANH TRUG'C KHI BENH NHAN DEN THONG TIN LIEN LAC CUA BENH VIEN DUQC LUU TREN XE CAP CUU

GIAM THO'l GIAN TRI HOAN TAI BENH VIEN
DOI DOT QUY SE CO MAT KHI BENH NHAN DEN CU’A PHONG CAP CUPU

THU THAP BU'QC NHI’PNG THONG TIN CAN THIET
(EMERGENCY RESPONSE TEAM FORM)

THONG TIN THU THAP BU'Q'C DUNG PE PANG KY NHAP VIEN CHO BENH NHAN

TRU'O'C KHI BENH NHAN BEN :
(BAO GOM: TEN, NGAY SINH, SO BAO HIEM Y TE, CMND) M

—— A SUSPECTED
STROKE PATIENT?
ETETr—

- e F.A.S.T. PRE-NOTIFY THE HOSPITAL
= A PO EASERE SIS
— ARM THEY RAISE THEIR ARM FULLY?
SPEECH THEY HAVING DIFFICULTY
—

™ GRS

!

———— FE (ife

A CHANCE.

DO YOU HAVE

o mofioofjo, oooo

THONG BAO TRUGC CHO BENH VIEN GIUP BENH NHAN DOT QUY PU'QC DIEU TR|
NHANH HO'N angek




Canh bao trwdc vién

NGHIEN CUU CHI RA: CANH BAO TRUGC VIEN

GIUP RUT NGAN THOI GIAN
TU LUC BENH NHAN KHOI
PHAT POT QUY BEN LUC
BENH NHAN PEN CUA PHONG
CAP CUU

LAM TANG SO LUONG BENH
NHAN CO THOI GIAN CUA —
CT TRONG KHOANG 25 PHUT

GIAM HON THOI GIAN KHOI
PHAT DEN CUA PHONG CAP
CUU

angel2

Lin, C. B., Peterson, et al. (2012). Emergency Medical Service Hospital Pre-Notification is Associated with Improved Evaluation and Treatment of Acute Ischemic Stroke.
Journal of the American Heart Association, 1-9



Két ludn

* Gido duc nhan dién D6t quy trong cong dong, song song nang
cao nhan thirc trong phong ngira dot quy, cap nhat kién thirc
vé phuong thirc diéu tri - phuc hoéi chirc nang cho bénh nhéan
dot quy.

e Xay dung hé théng cip clru- van chuyén bénh Dot quy ngoai
vién, dwoc huan luyén va cap nhat k¥ nang thuong xuyén.

e Xay dwng mang ludi lién két chat ché gitra dbi ngli cap ctru
dot quy ngoai vién va cac trung tam dot quy co diéu tri tai
thong dot quy thiéu mau nao cap.

angele
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