Regional Stroke Program
Thrombolytic Monitoring Tool
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Today’ date Last Seen Normal Date & Time Presenting symptom
Weight kg Type of Thrombolytic given Total dose of thrombolytic given:
Time Bolus dose given: Time Infusion started: Time infusion complete:

[1Pre-med flush with 0.9% NS [1Order read back and verified
LIThrombolytic dosage verified and witnessed [] Post- med flush with 0.9% NS~ Waste
Verified RN 1 Verified RN 2

e Post thrombolysis, neurological assessment, vital signs and angioedema to be completed Q 15min x2hrs, then Q 30min x 6hrs, then Q 1hr x16hrs
(total of 24hrs).

e Document a full NIHSS pre-med, post-med, then 24 hours post med, every shift, or with any change in neurological status.

e Increase frequency of vital signs and physician notified if immediately if systolic BP stays>180mmHg or diastolic >105mmHg, Pulse <50 or >110/min,
Respirations >24/min, Temp>99.6F, new stroke symptoms, worsening of stroke symptoms or decline in neurological status (worsening of speech,
vision, weakness, headache, vomiting, nausea, level of consciousness, signs of bleeding). Stop infusion and prepare for a stat CT scan.

LIThrombolytic education was provided to the patient and/or family with risk and benefits prior to administration RN Initials
Pre-Th rombolytic Vitals and Neurological Assessment  *See keys Angioedema and Bleeding response yes=y or no=n
Strength Angio- Bleed |y
Time B/P HR RR O2sat| Temp | NIHSS| GCS Gaze |Vision [ooeT el R | LE Sensory Aphasial,jarmg [1N8 Initials

vital Signs Neurological Assessment  *See keys Angioedema and Bleeding response yes =y or no = n
Strength Angio |Bjeed RN
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Vital Signs Neurological Assessment *See keys Angioedema and Bleeding response yes =y or no = n

Strength
Time B/P HR RR 02sat | Temp | NIHSS | GCS Gaze | Vision |RUE| LUE | RLE | LLE Angio- [Bleed- RN
Sensory|Aphasial edema fing  [Initials

Q 30 minutes X 6 hours
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vital Signs Neurological Assessment *See keys Angioedema and Bleeding response yes =y or no = n
Strength
Time B/P HR RR |O2sat [Temp [NIHSS | GCS |Gaze |Vision [RUE |[LUE [RLE |[LLE (Sensory |AphasialAngio- [Bleed- RN
edema |fing |Initials
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Brain imaging should be
OUTCOME . NIHSS NIHSS | NIHSS eing
Any signs or symptoms of bleeding? Y / N Before ohrpost | 24hr post completed 24 hours post-
Treatment for blood pressure administered? Y/ N thrombolytic | infusion | admission thrombolytic therapy and prior to
starting any further
Comments antithrombotic therapy.

Free text for personalization

Note: Bedside report handoff includes 2 nurses verifying NIHSS and disabilities present and document both agree. 2 nurse NIHSS verification to be completed
with change of level of care and change of shift.

1=Partial Gaze (one or both eyes)
2=Forced deviation or total gaze

Vision

0=No visual loss

1=Partial

1= Partial hemianopia
2=complete blind

3=bilateral hemianopia (blindness)

Best Eye Response (4)
1=No eye opening.
2=Eye opening to pain.

3=Eye opening to command.
4=Eyes open spontaneously.

Best Verbal Response (5)
1=No verbal response.

2=Incomprehensible sounds.

3=Inappropriate words.
4=Confused.

5=COriented.

Best Motor Response (6)
1=No motor response.
2=Extension to pain.
3=Flexion to pain.
4=Withdrawal from pain.
5=Localizing pain.
6=0Obeys commands.

1=Drift-does not touch bed
2=Effort-drifts to bed
3=No effort-limb falls
4=No movement
UN=Untestable

Printed Name Initials | Date | Time Printed Name Initials Date | Time
Gaze Glasgow Coma Score (GCS is scored between 3 (worst) & 15 (best) | Strength Sensory
— 0=No drift 0=No sensory loss
0=Normal 1=Mild-moderate

loss 2=Severe-total
loss

Aphasia

0=No aphasia, normal
1=Muild, loss fluency
2=Severe, not understandable
3=Mute, global aphasia
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