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OBJECTIVES /TOPICS

® Interfacility transfer of stroke patients
® Posterior Circulation Strokes

® Secondary Stroke Prevention
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MebicaL DIRECTION OF INTERFACILITY TRANSPORTS

Steve L. Shelton, MD, Robert A. Swor, DO, Robert M. Domeier, MD, Ray Lucas, MD, for the
National Association of EMS Physicians Standards and Clinical Practice Committee

POSITION STATEMENT

Interfacility transport is defined as
the movement of a patient from
one health care facility to another
in a licensed ground or air ambu-
lance. The medical direction of an
interfacility transport is a shared
responsibility. The following state-
ments should serve as a guide to
promote a safe and effeclive trans-
port of a patient between facilities.

* The transferring physician, by
law, has the responsibility of
selecting the most appropriate
means of transport to include
qualified personnel and trans-
port equipment.

* The transport service and its
medical director are responsible

Dr. Shelton is in the Department of
Emergency Medicine, Palmetto Richland
Memortal Hospital, Columbea, South
Carolima; Dr. Swoe is in the Department of
Emergency Mediane, William Beaumont
Hospital Royat Oak, Michigan; Dr. Domcier
is In the of Emergency
Medicine, Samt Joseph Mercy Hospital,
Ann Arbor, Michigan: and Dr. Lucas s i
the Department of Emergency Medicine,
Ceorge Washington University, Washing-
ton, DC

Approved by the NAEMSP Board of
Directors February 27, 2000 Recelved
March &, 2000; accepted for publication

& 200

for ensuring that their transport
personnel can provide quality
care within their scope of prac-
tice and are skilled in the use of
the transport equipment.

The responsibility of online
medical direction during trans-
port should be established prior
to the transport based on mutual
agreement between the transfer-
ring physician, the transport ser-
vice medical director, and the
accepling physician.

Interfacility transport should be
defined by state statute/regula-
tion as a component of the emer-
gency medical services (EMS)
system.

* System or service protocols
should define the scope of prac-
tice of the transport service to
ensure an appropriate, safe, and
effective transport. Consultation
by the transferring physician
with the transport service med-
ical director and the accepling
physician may be necessary to
provide this assurance.

* The EMS system should educate
the medical community about
interfacility transport standards.

Discussion
The transfer of patients between

access to such care. The ability to
transfer patients between facilities
i5 crudal to society as a whole
because it potentially prevents
needless duplication of services
and decreases cost in the system. It
facilitates the existence of an inte-
grated health care system, such as
occurs in a trauma system. Trans-
fer of patients was originally iden-
tified as one of 15 essential compo-
nents of EMS system design.’
Transfers occur with the expecta-
tion that potential complications en
route may be adequately treated by
transporting personnel. For the
purposes of this paper, an interfa-
cility transport is defined as the
movement of a patient from one
health care facility to another
health care facility.

Emergency medical services sys-
tems and their medical directors
are knowledgeable regarding sys-
tem capabilities, but are unclear of
the system’s role regarding trans-
fer. Transferring and accepting
physicians know the problems and
needs of patients requiring trans-
fer, but are not always cognizant of
the capabilities of transport ser-
vices and personnel. As a result,
the authority of medical direction
for the care of patients during
transport is unclear. Several orga-
nizations have developed position
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Emergency Physicians®

ADVANCING EMERGENCY CARE _\/\,,

Appropriate Interfacility
Patient Transfer

Approved January 2016

The American College of Emergency Physicians (ACEP) believes that
quality emergency care should be umiversally available and accessible to the
public. For patients evaluated or treated in the emergency department (ED)
who require transfer from the ED to another facility, ACEP endorses the
following principles regarding patient transfer.

o The optimal health and well-being of the patient should be the
Onginally spproved principal goal of patient transfer.
m;zf_;’;f;z‘:f e Emergency physicians, advance practice providers, and facility
Appropraste Patient Transfer™ personnel should abide by applicable laws regarding patient transfer.

All patients should be provided a medical screening examination

(MSE) and stabilizing treatment within the capacity of the facility
before transfer. If a competent patient requests transfer before the
completion of the MSE and stabilizing treatment. these services should
be offered to the patient and informed refusal documented.

The transferrmg facility is responsible for informing the patient or
responsible party of the risks and the benefits of transfer and document
these. Before transfer, patient consent should be obtaned and
documented whenever possible.

The medical facility’s policies and procedures and/or medical staff
bylaws should identify the individuals responsible for and qualified to
perform MSEs. The policies and procedures or bylaws must define
who is responsible for accepting and transferring patients on behalf of
the hospital. The examining physician at the transfernng hospital will
usc his or her best judgment regarding the condition of the patient
when determining the timing of transfer, mode of transportation, level
of care provided during transfer, and the destination of the patient.

The mode of transportation used for transfers should be at the
discretion of the treating provider and based on the individual clinical
situation, available options. needed equipment and patient preference.
Options for transport include but are not limited to ambulance, air-
transport and private vehicle. Regardless of the method of transfer,
intravenous sccess may remain in place if deemed appropriate by the
referring provider.
Payment for transport should not be retrospectively denied by
INSurance companics.

Revised January 2016 with
current title. Febraary 2009,
February 2002, June 1997,

Agreement to accept the patient mn transfer should be obtained from a physician or responsible
individual at the receiving hospital in advance of transfer. When a patient requires a higher level
of care other than that provided or available at the transferring facility, a receiving facility with
the capability and capacity to provide & higher level of care may not refuse any request for
transfer.

All pertinent records and copics of imaging studies should sccompany the patient to the receiving
facility or be electronically transferred as soon as is practical.

When transfer of patients is part of a regional plan to provide optimal carc at a specialized
medical facility, written transfer protocols and interfacility agreements should be in place.




SET THE TEAM UP FOR SUCCESS

® Part of interfacility transfer is pre-hospital care, communication and protocols
®* Coordinate with EMS on pre-hospital process
®* What does your Stroke Code, Stroke Alert or Stroke Team Activation look like?
®* Develop a communication tool to support the patient handoff between EMS and hospitals
® What is the tool/run sheet? Where will it be left2 What information? '
® EMS part of the hospital team

® Feedback on performance improvement

® Invite EMS to stroke education opportunities.

volve in mock stroke codes that are put on by the hospi
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WHO IS BEING TRANSFERRED?

® Limited specialized neurovascular services require increased inte "8

transfer to access advanced stroke resources.

® Critical ischemic strokes — usually larger in size with significant deficits
® Hemorrhagic strokes
® Those requiring medication or procedure not available at that hospital

® Large vessel occlusion strokes (LVOs) 4

® Interhospital transfer for endovascular treatment (EVT) is increasing

associated with a significant delay in EVT initiation highlightir

s ems of care.



AVOID DELAY 3!

Before Transfer occurs

® Pl - Map out your processes Your' MCI n‘h‘q!

®* Walk through your stroke system from beginning to end

® Mock Stroke Activation — use stopwatch ?,\

During Transfer process

Maintain patient flow KEEP

® Call tertiary care facility EARLY — give heads up CALM
® CTA on front end to identify transfers AND

® Flow s'rc;ps at certain poin'rsfof care KEEP MOVING
® After patient returns from imaging FORWARD

® Now into transfer mode

® After transfer decision has been made

® Prepare documentation, supplies for transfer, call report

ﬁ_
vhen EMS arrives




TRANSFER PROCESS

® Decision to transfer:

® Direct communication between the transferring and receiving facilities

| - Labetalol 10-20 mg IV over 1-2 min, may repeat 1 time | 5/s), treatments/meds given,

- Nicardipine 5 mg/h IV, titrate up by 2.5 mg/h every 5-15
min, maximum 15 mg/h; when desired BP reached, adjust to
maintain proper BP limits

- Clevidipine 1-2 mg/h IV, titrate by doubling the dose every 2—
5 min until desired BP reached; maximum 21 mg/h

- Other agents (eg, hydralazine, enalaprilat) may also be

considered
AHA/ASA 2019 Guidelines

./ TOUGH
DECISIONS
AHEAD 4
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TRANSFER PROCESS CONT...

® Mode of transfer:

®* Most common are ground transport (ambulances and Mobile Intensive Care Units (MICUs))
and air transport (helicopter or fixed wing airplanes)

® Include patient/family if appropriate
®* What level of care is needed
® Consider distance, traffic, weather, availability (when can they arrive)

® Does receiving facility have their own teams to send

> - *®* Who accompanies:

ollow state /regional protocols

1ended to have at least two compete

%



TRANSFER PROCESS CONT...

® Equipment, Drugs and Monitoring:

* Meds/equipment for airway management, O2, ventilation, hemodynamic monitoring, IV
infusions and resuscitation
® Antihypertensives: labetolol, nicardipine, enalapril

® Anticonvulsants

® Establish supplies needed and start infusions (ie. tPA) before transfer

® Documentation/Safe Handover of patient:

®* Documentation at all stages of transfer.

ondition, reason to transfer, referring and

%



QUALITY — PERFORMANCE IMPROVEMENT

®* Meet with transport services to develop ongoing QA processes.

® Collaborate with tertiary care organizations
® Sharing images
®* Immediate accept (“just say yes” policy)

®* Transfer Agreements

® Competencies and education for crew and ED staff.

®* Promotes Pl, improves communication, reinforces protocol adherence
® Align protocols with the American Stroke Association guidelines.

pective chart review of protocol adherence and com

vith feedback to transport/EC



Northern New England Unified Guideline 2.21

Stroke — Adult DRAFT

SUSPECT STROKE: with any of the following new or sudden symptoms and/or complaints
Unilsteral motor weakness or paralysis to face, limb or side of body, inciuding facial droop
Unilateral numbness

Dizzinessivertigo

Acute wisual disturbance. loss of vision in one eye or one side of vision

Difficulty with balance or uncoordinated movements of 3 limb, gat disturbance

Dafficulty with speech understanding or production (slurred or inappropniate use of words)
Severe headache for no obvious reason

Altered mental state

T STANDING ORDERS

* Routine Patient Cars,
o Complete the Prehospital Stroke Screening Tool
o If Prehospital Stroke screen is positive. complete stroke severity score (2.9, FAST-
ED) to determine probability of 3 large vessal occlusion (LVO)
e Establish Stroke Alert Criteria and notify receiving hospital of “Stroks Alert” with findings
from the screening tools. thrombolytic chacklist and time last known well (TLKW)
® For symptomatic:
o Administer oxygen to maintain O, between 84% - 83%
Elevate head of stretcher to 30 * (unless patient requires spinal motion rastriction)
Minimze on-scene time; do not delay for ALS intercept
Acquire and transmit 12-lead ECG, if avalabls;
Correct glucose if < 60 mg/dL. See oglycemis Prot 2 28P
Rapid transport to the most agpropriate facility based on the destination guidance
utilizing your local stroke plan.

AEMT & PARAMEDIC STANDING ORDERS
e Establish IV (13 gauge catheter & right AC preferrad site) and administer 250 mL 0.8%
NaCl bolus

0O00O0O0
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stroke acrean Is positiva If any abnormal finding In facial droop, arm drift or spasch.

Time Last Known Well: | | {if patient awake with sypmprams, fime Jast Anown 1 be af hasefinv)
Witness: Best contact number foe witness: | |
Prehospital Stroke Scale Examination Picase check:  Nanmad  Ahncrmal

Facial Droop: Have the pabent smile and show teeth

Normal: Both sides of the face move equally well. ‘:
| Abpormal Cne side of the face does not move 3s well as the other.
Arm Drift: Hawe the patient close their eyes and hold snms exfended for 10 seconds

Normal: Both arms move the same, or both arms don't move at all :

| Abnormal One arm dossn't move. or one arm drifts down comparsd to the other
Speech: Ask the pshent to repest 5 phrase such 55 "You can't fesch an old dog new tnoks”

Normal: Patent says the correct words without slurring. I I
Aboormal Patient slurs words. says the wrong woed, or is unabie to speak.
Blood Glucose: L |

o thesn HE Protocod G hat ke exireme Gastion (0 svers 30 infermation & accuriee e |n sccerdisies with geofeasions! saa ndurdy
lnmm Fatioa, Thama rotsec:

time of pab ok, pelicies, or procaderes MAY NOT B35 slered or modtfied 2019




221 Northern New England Unified Guideline
» Stroke - Adult DRAFT

Pointas  Score

Assesamaont

NG Tacial 3roop Or ofdy MINGC PArys on one Akie of e face
Partial or complete parayss of one side of the face | 1 |
Arm Waakness (arms out with paims up for 10 sees) : ]
No @it or both arma slowly move down equaly
A drift or some eMort to Mt the affected amm agama! grarvidy
No offort againat gravity of PO mavement in one Of DO ams
mmmym-mammum-u-ntmﬁl
Abie to name at least 2 of ) abgects and folow commane
Names none, of ordy ! of he J tema cormecily
Unable to “show two f«g.r: o cemmand
Tirme « when was patient last know well?
Eye Doviatian : : — s
Able 0 look 10 bot sides without &fMouity
Able 10 move eyes honzontally in DOth drechons Dut NOt Wwihout Clear SMouly
Qaze » Nxed 10 one side and Goes NOt Move B
DoniakNeghoct (anty do If there is arm weakness AND commands followed) : —
‘(ocoqr @O0 WOAANESSE (N Thew whak A and recognaes NN weas am
Unable 10 recognas weakness ahen ashed ‘Ae you west anywhere !
C‘-En‘ N0l recognie own am whan ashed “Whase am s his 7

LZZ 1090j0ug [ESipay

Yotal

Establish Stroke Alert Criteria

Yes No Stroke Alert Criteria - Please check Yes or No:
[] [[] Bloed gluccse is or has been corrected to greatar than 80 mg/dL?
[] [ Deficit unlikely due to head trauma or other identifiable causes?
Positive Prehospital Stroke Screen
- and time st known wedl is less than 4.5 hours OR
- FAST-ED score is greater than or equal to 4 AND time last known well is less than
24 hours

Stroke Alert Criteria - If yes to all oriteria determine appropriate destination, contact
receiving hospital and report a STROKE ALERT with time last know well, FAST-ED score &
thrombolytic checklist results

Tt Maw Hatpih e unu of EMS 5ok abon axtrame coution to o mue 4 1 sformet ion b acowma and s sccomdince with ard | a0 derth v
oct at the Bane of pubiicatinn. These protocais, podces, ar precedurss MAY ROT B siteend ar m,



Northern New England Unified Guideline 2.21
Stroke — Adult DRAFT r

Destination Guidance for Possible LVO Stroke Patients

identification of Possible LVO Toew Lant Knowe Wk (TLIOW) Destination

TLEKW um" o
» 4.5 & <24 hours Endovascular

Center,
local siroke pian

5 5% hour | i pprren

<450t>2 s

' Foupitel (inchuding
atve Conter If ihis s the

L\’ggsomn clonast honpaa)

( Work with your regicnsl endovascular centar when developing your local stroke plan )

FAST-ED 2 4

FAST-ED« 4

v

Thrombolytic Checklist for patients eligible for thrombolytics (1-FA), try to complete the following
YES NO Has the patient had any of the following

(] [] 1. Severe head trauma or intraccanial or spinal surgery within the past 3 months?

E] El 2. Major non-cranial surgery or trauma within 14 days wath uncontrolied bleeding (¢ g
- ' Intarnal organs)?

[:J D 3. Spontaneous (non-traumatic) intracranial hamorrhage at any time i the past?

(7] [C] 4 15 the patient taking any anticoagulants, mobsdm oral of injectable mediations? If
yes, clarfy when last dose was taken (see P LS below)

PEARLS for Anticoagulants:

« Patents may recogniza anticoagulants as “blood thinners”. Ask about anticoagulants ncluding
warfarin (Coumadin or Jantoven), Heparin (IV/AM - including Lovenox), dabigatran (Pradaxa),
rivaroxaban (Xarelto), apixaban (Eliquis), betrixaban (Bevyoa) or adoxaban (Savaysa) and
nmmodlan?.commomcato 10 hospital staft

» Please note. medication manufacturars are producing new anticoagulants fraquently

(PEARLS: )

« Stroke requires time sensitive interventions, Time = Brain

» Every minutes of acute stroke = about 2 million neurons lost

¢  Transport witness, family or caregiver or obtain witnass best g{nono number for hospital staff to
verify time of symptom onset or Time Last Known Wall (TLKW)

¢ TLKW is the last time patient known to be at their neurclogical baseline If patient awakes with
symptoms, TLKW is time patient was last known to ba at their neurciogical baseline - Ask If
patient got up during the night and was at baseline!

« Consider stroke mimics including: migraine, hypoglycemia, sezures, Intoxication, sepsis
oerebral infectious process, toxic ngestion, neuropathies (Bell's palsy). necplasms. hyperensive

\___encaphalopathy )

WO ARers HE Prod (‘WMI LARas) 0t mv s et 08 110 estaurd o lndarmi dbina & acr i ane aad | coarduncs wif genfunguisl i mdards
In Ao U e of i B ation Thane protocir, palnies, or pimemdares MAT MGT BE afared o modfl sl 2010




POSTERIOR CIRCULATION STROKES (PCS)

®* Comprise about 20% of all strokes

* Often misdiagnosed due to atypical symptoms = delay in care /treatment

® EMS Screening Tools for PCS

Anterior Circulation

® S-A-V-E (Sudden, AMS, Vision, Equilibrium) = """ <

B T

® FAST-AV (ataxia and vision

AST-AB (ataxia and blindness)

[ 5 > LN Foreww

| 1 y{. v Pasterior Circulation
J

- P de—tew - Vertebrel-Basilar

———




POSTERIOR CIRCULATION STROKES

® Supplies blood to:
* Medulla . - ML TP

Superior
cerebellar artery

® Pons ok

nerve

Lateral

* Midbrain Fonie

arteries

Trigeminal — —

nerve V= ? w " . Superior

Raclarartery =~ @ : - cerebellar

®* Thalamus < e S L SRNYE ey
S -~ -

Labyrinthine artery

=
~
Anterior inferior
PY o cerebellar artery / silar ar
. HIppOCCImpUS 3 Basilar artery
- Abducent
nerve

Vertebral artery

Posterfor Inferior S Anterfor
cerebellar artery spinal artary

Anterior spinal artery and
paramedian branches
of the vertebral artery

Anterior inferior Posterior inferior
cerebellar artery cerebellar artery
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Other cortical regions (including medial
temporal and parietal lobes)

Blood supply—Supplied by posterior cerebral
artery in some but not all people

Ischaemia symptoms—Neuropsychological
such as memory deficits, alexia, acalculia,
agraphia, prosopagnosia

Thalamus
Blood supply—~Posterior cerebral artery
Ischaemia symptoms—Sensory loss or disturbance

. "
Occipital lobes — ability
Blood supply—Posterior cerebral artery q \
Ischaemia symptoms—YVisual field defects

: e agnosia - inability
Brainstem (midbrain, pons, medulla)

Blood supply——Basilar, superior cerebellar, and '  ' Cognize the faces of
anterior inferior cerebellar arteries S\ familiar peop|e

Ischaemia symptoms—Limb weakness, sensory g

loss, cranial nerve palsies; classical brainstemn Q
syndromes with crossed signs; “locked-in"
syndrome; "top of the basilar” syndrome

Cerebellum
Blood supply— Supenor, anterior inferior, and
posterior inferior cerebellar arteries

Ischaemia symptoms—Vertigo, ataxia, nystagmus,
and other cerebellar signs




S/S ISCHEMIC STROKE KEY CEREBRAL AREAS

® Left Hemisphere ® Brainstem

* Nausea/vomiting

* Diplopia, gaze palsy
Right visual field deficit * Dysarthria, dysphagia

® Left gaze preference

Right hemiparesis ® Vertigo, imbalance

®* Hemiparesis or quadriplegia
Right hemisensory loss o

Sensory loss in hemibody or all 4 lin

Speech deficits (95% have dominance) * Decreased LOC
® Issues with vital functions

® Right Hemisphere )

® Cerebellum
Right gaze preference * Gait ataxia - i

o

Id deficit °_Lmogh

%



Finger-to-Nose Test

Test for limb ataxia

Element of the NIH stroke scale

o Limb ataxia present in 30% of EMS unrecognized stroke cases
in our pilot registry

Reasonable inter-rater reliability
o Kappa 0.51' to 0.682

Easy to teach

Integrates well into existing prehospital stroke scale
(CPSS)

1. Brott et al. Stroke 20(7): 864-870.
2. Hansen et al. Acta Neurol Scand 90(3): 145-149.




WHO [S HAVING RECURRENT STROKE?

Proportion of patients with recurrent stroke in 5 years after first stroke.

30

25

N
o

Percent of Patients
7

-
o

White Men

White Women Black Men Black Women

m 45-64 years of age

m 265 years of age

* American
| B Heart Mozaffarian D et al. Circulation. 2015;131:e29-e322




WHO IS DYING FROM STROKE?

Proportion of patients dead 1 year after first stroke.

8
25
18
14

Whnite Men VWhite Women Black Men Black Women

Proportion of patients dead within 5 years after first stroke.

57
55
29
26

White Men White Women Black Men Black Women

25

Paorcont of Patients
> =

Peorcent of Pationts
@

oF

®45.-64 years of age w265 years of age m45-84 yearsof age w265 years of age 1

~
o Amencan
Heart flouﬂu‘unoﬂd Circulation. 2015,131:029-0322 ' H t Mozaftarian D ot al. Circulation. 2015;131:e29-322



RECURRENT STROKE

Conclusions: What was associated with
recurrent stroke...

Open Access R * High baseline NIHSS score

SVN Risk factors associated with 90-day
recurrent stroke in patients on dual : . Hyperfension with poor blood press

]

antiplatelet therapy for minor stroke or ?
high-risk TIA: a subgroup analysis of 7 control
the CHANCE trial . . i
¢ ¢ |CAS = intracranial arterial
Rungl Wangagn,' Xianwel Wang,” Yilong Wang,” Ying Xian, ~ Xingquan Zhao, 3
Liping Uy, Hao Xia Meng,” Yongjun Wang,” CHANCE investigators - ° o o
i AT - * No lipid-lowering therag

el * Suggesting that |

2 APV B Lo U

predictors

oy papeorisnog 10

oy L



FIND THE CAUSE — FIND THE TREATMENT (TOAST)

® Large Vessel Occlusion (LVO) (20%)
®* Small Vessel Disease (SVD) (25%)
® Cardioembolic (20%)

® Stroke of Other Determined Cause (5%)

®* Nonatherosclerotic vasculopathies

® Hypercoagulable states

. “2 rs




FIND THE CAUSE — FIND THE TREATMENT (TOAST)

® Stroke of Undetermined Cause — Cryptogenic (30%)

®* Two or more causes identified
®* Negative evaluation

® Incomplete evaluation
® Occult Paroxysmal Atrial Fibrillation
® OP monitoring
® Patent Foramen Ovale (PFO)
* AIS/TIA + PFO and no AC, start antiplatelets
® AIS/TIA + PFO + venous source of embolism — AC or IVC filter

® Inherited Thrombophilias

ess of screening unknown, AC or antip



HYPERTENSION 2014 GUIDELINE

® Previously untreated patients who, after the first several days, have BP >140 systolic or = 90
diastolic — initiate treatment

® Lifestyle modifications and single drug

®* BP > 160/100 - lifestyle and two drugs or combination med

® Resume therapy for previously treated patients with known hypertension and are beyond the
first several days '

® Goals uncertain, reasonable to achieve BP <140/90.

® For patients with a recent lacunar stroke, it might be reasonable to target BP of <130 ¢

® BP management more cautiously made in patients with advanced age, a long histe
extensive WMH, or cognitive dysfunction 2

ihypertensive therapy for previously untreatec

%



2019 GUIDELINE FOR MANAGEMENT OF AIS
IN-HOSPITAL INSTITUTION OF SECONDARY STROKE
PREVENTION

® Anti-thrombotic Treatment

®* Noncardioembolic acute ischemic stroke (AlS)
® antiplatelets, not AC
® If AlS on ASA may switch to alternate antiplatelet

® AIS or high-risk TIA, minor ischemic stroke or severe stenosis of a major intracranial artery, n
clopidogrel 75 mg/d to aspirin for 21 days ( load 300-600mg/dl)

®* DAPT in recent small vessel, lacunar stroke - no benefit, may be harmful

® Patients with AlS, Afib and CAD may consider adding antiplatelet to oral AC i

onary artery stenting

ial carotid or vertebral arterial diss

%



2019 GUIDELINE FOR MANAGEMENT OF AIS
IN-HOSPITAL INSTITUTION OF SECONDARY STROKE
PREVENTION

®* Hyperlipidemia

® 2018 ACC/AHA Cholesterol Guidelines

* Lifestyle modifications, dietary recommendations, medication recommendations
Y ’ Y

Patients <75 with clinical ASCVD (Atherosclerotic cardiovascular disease), high-intensity stati
aiming for >50% reduction in LDL

Contraindications to high-intensity start moderate-intensity aiming for 30-49% rec

® Max tolerated statin with LDL-C > 70 reasonable to add ezetimbe

risk, max statin and ezetimbe before PCSK?9 inhibitors (Repatha)

e , 1_ cost




PRIOR TO DISCHARGE

® Antithrombotics

® BP management

qulfdm

this courge?
M&Apposeo
.fO with ofl o{ t“s

® Statin

®* Diabetes management
®* Therapy
Appointments for PCP /Neurology

roke work up
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