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Preparing Your Stroke “One-Liner”

Good example:

o

“I'have a 68 yo m w/ cardiovascular risk factors and afib off of his warfarin who was found w/ aphasia.
Last known normal was 90 minutes ago. Glucose 126, BP 173/85, INR is 0.9. NIHSS is 22 primarily for
aphasia, confusion, and right sided weakness. He has no recent surgeries, bleeds, or other
contraindications to tPA."

A good stroke one-liner contains the following key components:

o

o

o

Limited, pertinent pmhx

Anticoagulation status (include significant hem issues: i.e. hemophilia)

Chief Neurologic Complaint

Last known normal (remember, in “wake-up stroke”, LKN is when they fell asleep)

Glucose (Glu < 50, > 400 = contraindication to tPA, likely is a mimicker)

Blood pressure (and other pertinent vitals)

INR, Creatinine, and platelets are all ideal but not necessary (INR here is good, given hx of warfarin use)
NIHSS score w/ pertinent sx that elevated the score

Statement on tPA contraindications
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Status Epilepticus Management Algorithm

1. Administer first benzo (L. 1-2mg Ativan)
2. If still seizing 3-5 minutes later, administer additional benzo. I vitals are stable, consider
slightly larger dose (i.e. 2-4 mg Afivan) up to total of 8mg
2. During this stage you should be ordering an AED load
3. Stillseizing? AED Load
a__Keppre 60 mo/kg (best olerated)
" “Valproic Acid 40 mg/kg (more effcacious for generaized, nepatotonic)
. Phenytoin 20 mo/kg (very effectve risk of hypotension)
4. Vimpat 400mg (well olerated but can cause heart block)
Stil seizing? Try a different AED load
5. Stillseizing? Move on to clV anesthetics for further suppression
2 Le Versed, propofol,or ketamine diips
b, Ptshould be intubated at this point
6. Continue to load w/ additional AED's, drips. Consider pentobarbital coma as last resort





