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Thrombolysis Pathway – First 48 hours


	Patients Name:                                                 Hospital Number:                         
Date:                                                                  Admitting ward: 
  

	Problem Statement:   

This patient has been admitted to the Acute Stroke Unit following a stroke and 

has received (circle as appropriate): 

-intravenous thrombolysis
-intra-arterial thrombolysis (i.a. lysis)
-mechanical thrombectomy

-angioplasty/ stent placement 
The patient is under the care of (circle as applicable): 
-Prof Roffe / Dr Anushka 
-Dr Sanyal
-Dr Natarajan
-Dr Chembala                                     

Signature of admitting RGN:  



	Goal:

For                                                 to make a safe recovery and for early identification and treatment of potential complications.

	General Comments:

· If any there are any concerns or queries, about anything relating to the management of this patient, contact the SEAT Team on bleep 101  

· Further information is available in the yellow thrombolysis folders assigned to each patient following randomisation. 

· This pathway is designed to guide and support clinical management not to replace clinical judgement.

	Name:                                                          Date:

Unit no:                                                       Time commenced:


All personnel completing the care pathway

Please sign below

	Name (print)
	Full signature
	Initials
	Professional Title
	Date

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Section 1:      Admitting Nurse Preparation and Initial Information

	Bed area
	Nurse in an acute monitoring electric profiling bed                           Yes No 

Nurse in a position that is most easily observable                            Yes No 
Cot sides attached to bed for use, if assessed as being required    Yes No 

Oxygen and suction equipment provided at the bedside                  Yes No 

Cardiac monitor in situ                                                                       Yes No 

BP monitoring and oxygen saturation equipment at bedside            Yes No 

If No completed in this section, provide rationale in progress notes section

	Nursing information
	· Do not pass an NG tube for 24 hours after thrombolysis treatment

· Can eat and drink once swallow has been assessed

· Pay particular care to procedures which may cause trauma eg mouth care, suctioning and avoid IM injections.
· Do not allow patient to walk without a nurse for the first 24 hours after treatment

· Avoid catheterisation. If essential and required, consult with thrombolysis physician.

· No arterial punctures or central lines

· Do not administer heparin, antiplatelet agents, warfarin or NSAIDS unless discussed with the thrombolysis Consultant.

· Do not administer aspirin until post treatment CT scan results have been reviewed.

· Do FBC, U&E, CRP, MSU if pyrexial and inform doctor 

	Name:                                                          Date:

Unit no:                                                       Time commenced:

	Section 2a :           Admitting Nurse Action upon arrival of patient to ward. 

	Admission Requirements
	· Welcome patient and family to the ward                                        Yes No 

· Provide ward environment information, e.g. toilet location, 

       Nurse call button etc.                                                                      Yes No    

· Explain observation and toileting procedure                                   Yes No 
· Attach patient to cardiac monitor, ensure continuous 

       cardiac monitoring to detect arrhythmias or abnormal 

       rhythms (tachycardia HR >100; Bradycardia HR < 40 )                  Yes No 

· Complete and record NIHSS, Glasgow Coma Score, and vital signs 

including  BP, pulse, temperature oxygen saturation
and respiratory rate as baseline readings upon admission             Yes No 
· Check for mouth and tongue swelling                                              Yes No 
· Check for signs of  bleeding / bruising

· Check femoral puncture site (in patients who had an intervention)  Yes No                                    

If No completed in this section, provide rationale in progress notes section

	Section 2b :           Admitting Nurse observation calculation upon arrival of patient to ward. 

	Initial Observation Assessment Data
	a)Time of stroke                                                   - - : - - 
b)Time rt-PA Treatment administered                  - - : - -

c)Time patient arrived on ward                             - - : - -

Calculate time since drug administered ie time from b to c   =        hrs.        minutes

Quick Look, ‘Observation Calculator’ calculates observation frequency at time of admission to the ward.




	‘Quick Look’ Observation Calculator

	Hour
	Observation frequency
	Hour
	Observation frequency
	Hour
	Observation frequency
	Hour
	Observation frequency

	1
	15 minutes
	13
	1 hourly
	25
	2 hourly
	37
	2 hourly

	2
	15 minutes
	14
	1 hourly
	26
	 
	38
	 

	3
	30 minutes
	15
	1 hourly
	27
	2 hourly
	39
	4 hourly

	4
	30 minutes
	16
	1 hourly
	28
	 
	40
	 

	5
	30 minutes
	17
	1 hourly
	29
	2 hourly
	41
	 

	6
	30 minutes
	18
	1 hourly
	30
	 
	42
	 

	7
	30 minutes
	19
	1 hourly
	31
	2 hourly
	43
	4 hourly

	8
	30 minutes
	20
	1 hourly
	32
	 
	44
	 

	9
	1 hourly
	21
	2 hourly
	33
	2 hourly
	45
	 

	10
	1 hourly
	22
	 
	34
	 
	46
	 

	11
	1 hourly
	23
	2 hourly
	35
	2 hourly
	47
	4 hourly

	12
	1 hourly
	24
	 
	36
	 
	48
	 


	Name:                                                          Date:

Unit no:                                                       Time commenced:

	Section 2c :           Admitting Doctor Action upon arrival of patient to ward. 

	Admission Requirements
	· Review blood results                                                                            Yes No 

· Complete SITS register and at 7 days or discharge or transfer to a different hospital or death whichever occurs first.                                  Yes No                                                                                  
· Order repeat CT Head scan to be performed 24 h after the treatment was given                                                                                         Yes No                                                                  

If No completed in this section, provide rationale in progress notes section

	Section 4:  General Nursing Care
	08.00
	20.00

	Codes (please enter in columns)   A = Achieved  V = Variance (not signature)

	Mobility / Pressure area care
	Goal: Patient is comfortable and in a safe environment

· Clinical assessment of:

Falls risk and application of appropriate measures; low bed, cot sides etc.

Walk with patient in first 24 hours

Skin integrity

Need for positional change

Need for special mattress

Personal hygiene, bed bath, eye care, mouth care needs
	
	

	Nutritional needs
	Goal: To provide appropriate nutrition to meet the patients daily requirements

· Assess swallow on admission to the ward

· Provide appropriate nutritional requirements                     according to swallow assessment

· Provide mouthcare according to policy if NBM

· Complete nutrition assessment

· Weigh patient 
	
	

	Bladder / Bowel care
	Goal: Patient is not constipated and passes at least 30ml of urine per hour.

· Do not catheterise in the first 24 hours

      Assess continence needs
	
	

	Psychological support
	Patient / Family /Other

Goal: Patient is fully informed of procedures and progress according to their receptive language ability.

· Provide information pack.
	
	

	Signature

	Health professional 

Signature                      

                                   Early: ……………………………. Late:………………………..Night ……………………...


	Name:                                                          Date:

Unit no:                                                       Time commenced:

	Codes (please enter in columns)   A = Achieved  V = Variance (not signature)

	Section 3
	Observations
	04:00
	08:00
	12:00
	16:00
	20:00
	24:00

	Observations:

Goal: Early detection of deterioration in neurological status.

· Neurological signs, GCS, BP, pulse, respiratory rate oxygen sats. and temperature recorded according to observation calculator.
· Do full NIHSS if GCS or neurological observations worse

· Call doctor if GCS drops by 2 points or NIHSS increases by 4 or more points. 
	
	
	
	
	
	

	Goal: Patient does not display signs of Raised intracranial pressure / intracranial bleeding.
· Drop in Glasgow coma Scale Score
· Drowsieness

· Nausea, vomiting, photophobia
· Unequal pupils (late sign) 

· Raising BP & falling pulse (late sign)
· In patients <60 years with NIHSS of 16 or more call doctor for any deterioration of conscious state or neurological status, as urgent hemi craniectomy may be needed. 

· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of extracranial bleeding.
· Oozing from groin puncture (in thrombectomy/ i.a.lysis patients)

· Drop in BP

· Clinical shock

· Evidence of blood loss eg haematuria, malaena. heamatemesis, nosebleed
· Other bleeding sites eg puncture sites 
· Do urgent full clotting screen 

· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of an allergic reaction to treatment.
· Rash 
· Urticaria

· Bronchospasm

· Swelling of  lips, mouth, or tongue
· Hypotension

· Shock
· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of abnormal cardiac rhythms on the cardiac monitor.

· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of pyrexia.

· If temperature is elevated above 37C do FBC, U&E, CRP, MSU 

· Report to medical staff
	
	
	
	
	
	

	Goal: Blood pressure is maintained between 110/60 and 185/110
· If BP is recorded outside of these readings contact medical staff
	
	
	
	
	
	

	Signature
	
	
	
	
	
	

	If you have charted ‘V’ against any goal above, please complete variance sheet on the back page.


	Multidisciplinary progress notes



	

	

	

	

	

	

	

	

	

	

	


Day 2

	Day 2: Section 1  General Nursing Care
	08.00
	20.00

	Codes (please enter in columns)   A = Achieved  V = Variance (not signature)

	Mobility / Pressure area care
	Goal: Patient is comfortable and in a safe environment

· Clinical assessment of:

Falls risk and application of appropriate measures; low bed, cot sides etc.

Walk with patient in first 24 hours

Skin integrity

Need for positional change

Need for special mattress

Personal hygiene, bed bath, eye care, mouth care needs
	
	

	Nutritional needs
	Goal: To provide appropriate nutrition to meet the patients daily requirements

· Assess swallow on admission to the ward

       Provide appropriate nutritional requirements                   according to swallow assessment

       Provide mouthcare according to policy if NBM

       Complete nutrition assessment

       Weigh patient 
	
	

	Bladder / Bowel care
	Goal: Patient is not constipated and passes at least 30ml of urine per hour.

· Do not catheterise in the first 24 hours

      Assess continence needs
	
	

	Psychological support
	Patient / Family /Other

Goal: Patient is fully informed of procedures and progress according to their receptive language ability.

· Provide information pack.
	
	

	Signature

	Health professional 

Signature                      

                                   Early: ……………………………. Late:………………………..Night ……………………...



	Name:                                                          Date:

Unit no:                                                       Time commenced:

	Codes (please enter in columns)   A = Achieved  V = Variance (not signature)

	Day 2: Section 2
	Observations
	04:00
	08:00
	12:00
	16:00
	20:00
	24:00

	Observations:
Goal: prevent stroke recurrence

· Check that 24 h CT has been done

· Check that aspirin or clopidogrel has been started if no bleed (note: some patients with minor haemorrhagic transformation may also be on aspirin or clopidogrel, if in doubt check with doctor)
	
	
	
	
	
	

	Observations:

Goal: Early detection of deterioration in neurological status.

· Neurological signs, GCS, BP, pulse, respiratory rate oxygen sats. and temperature recorded according to observation calculator, calculated from time of receiving rt-PA treatment.
· Do full NIHSS if GCS or neurological observations worse
· Call doctor if GCS drops by 2 points or NIHSS by 4 or more points.
	
	
	
	
	
	

	Goal: Patient does not display signs of Raised intracranial pressure / intracranial bleeding.
· Drop Glasgow Coma Scale Score 
· Drowsiness

· Nausea, vomiting, photophobia
· Unequal pupils (late sign)
· Raising BP & falling pulse (late sign)
· In patients <60 years with NIHSS of 16 or more call doctor for any deterioration of conscious state or neurological status, as urgent hemicraniectomy may be needed. 

· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of extracranial bleeding
· Oozing from groin puncture (in thrombectomy/ i.a.lysis patients)

· Drop in BP

· Clinical shock

· Evidence of blood loss eg haematuria, malaena. haematemesis, nosebleed
· Other bleeding sites eg puncture sites 
· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of abnormal cardiac rhythms on the cardiac monitor.

· Alert medical staff early if observed
	
	
	
	
	
	

	Goal: Patient does not display signs of pyrexia.

· If temperature is elevated above 37C do FBC, U&E, CRP, MSU 

· Report to medical staff
	
	
	
	
	
	

	Goal: Blood pressure is maintained between 110/60 and 220/120mmHg.

· If BP is recorded outside of these readings contact medical staff
	
	
	
	
	
	

	Signature
	
	
	
	
	
	

	If you have charted ‘V’ against any goal above, please complete variance sheet on the back page.

	Multidisciplinary progress notes



	

	

	

	

	

	

	

	

	

	

	

	


	Variance Analysis

	What Variance occurred & why?
	Action taken
	Outcome


	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………

	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………

	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………
	Signature ………………………..

Date / Time ………………………
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