Confidential For Peer Review Purposes Only

GCRAC Regional Stroke Performance Indicators
Facility: ___________________Name of person completing
 form:___________________________

MR Number:___________________Admit date:_______________
Discharge date:_______________

 

Patient Age:____________
□ Male      □  Female   
Ethnicity:   □ Caucasian    □ African American      □ Hispanic     □ Other



Chief compliant:__________________________________________________________________ Physician(s) involved:

Past Medical History:______________________________________________________

ED: ____________________________

_________________________________________________________________________                Neurologist:_____________________                                         



                                                                                                                  Neurosurgeon:___________________
STROKE LEVEL:       □ Level A       □ Level B         □ Level C



Other:__________________________

	PI  FILTER
	YES
	NO
	COMMENTS

	1.  Was the EXACT time last known normal NOT documented?
	
	
	

	2. Was Stroke Alert NOT activated for an appropriate patient?
	
	
	

	3.  Was scene time > 15 minutes?
	
	
	

	3.  Was time to transfer the Level B stroke patient greater than 1 hour from referring hospital to appropriate certified stroke facility?
	
	
	

	4.  Was the Door to CT time 
             Level A or B greater than 25 minutes? 

             Level C greater than 60 minutes?
	
	
	

	5.  Was the Door to CT results for Level A or B greater than 45 min?  
	
	
	

	6.  Was the Door to lab results greater than 45 minutes?
	
	
	

	7.  Was the patient administered tPA?
	
	
	

	8.  Was the t-PA administered at > 60 min of door time? 
	
	
	

	9.  Was disposition of stroke patient affected by local EMS transportation? □ ground     □  air medical
	
	
	If so, list specific provider.

	10.  Was a Level A or Level B stroke patient transferred to a higher level of care after admission to a Support Stroke Center or non-certified facility?
	
	
	If so, where & why?



	11.  Was stroke patient transferred outside of TSA S?
	
	
	If so, where & why?


	12.  Was patient admitted within 72 hours of ED discharge?
	
	
	

	13.  Did patient die?
	
	
	

	14.  Was NIHSS NOT performed for an appropriate patient?

	
	
	

	15.  Was finger stick glucose < 50 or > 400?
	
	
	

	16.  Was t-PA given beyond the 3 hour window? 
	
	
	

	
	
	
	


**ALL “YES” RESULTS ARE FALLOUTS AND REQUIRE REVIEW

Physician reviewer signature:   _____________________________

Stroke Coordinator signature:  _____________________________

