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Progress Markers Toward Ideal Stroke Systems of Care:
A committee was formed to review the ASA Policy Statement - Recommendations for the Establishment of Stroke Systems of Care, Stroke, 2005;36:690-703  (http://stroke.ahajournals.org/cgi/content/full/36/3/690) and to identify the most appropriate components within to establish metrics and evaluate progress.  These State Stroke Systems Plan (SSSP) Progress Markers have been extracted from specific recommendations in the policy statement and will be utilized to determine progress within each state to implement the recommendations and improve the system toward the ideal environment for stroke care.  

Progress Markers - Development

The language of these markers has been pulled directly from the policy statement and, in instances in which a draft progress marker was similar to another AHA/ASA priority goal (i.e. Advocacy or Communications goals), the language was modified to maintain the intent of the policy statement and ensure consistency in the market measurement.  It is the expectation of the SSSP Progress Marker Committee that other nationally recognized metrics continue to gauge stroke care progress at the organizational and patient care levels; these markers are to maintain focus on the system components and the level of proficiency at the system coordination level.  Other priority stroke initiatives within the AHA/ASA will continue (i.e. AHA/ASA Advocacy Priority Initiatives) although they may not be particularly reflected in the listed progress markers if not specified within the original policy statement.  It is understood that there is great variability across the states with available resources, market readiness to change, and ability to achieve these markers.  
Progress Markers demonstrate close alignment with the Centers for Disease Control and Prevention National Heart Disease and Stroke Program Priority Areas, both National and Virginia-specific (ref:  http://www.cdc.gov/dhdsp/state_program/va.htm  and www.cdc.gov/).  
Virginia’s advances:
Virginia’s advances, and integration of Progress Markers with the Virginia Stroke Systems Workplan, are synopsized on the following pages.  Specific Workplan strategies have been cross-referenced with the Progress Markers to facilitate easy identification of linkages.   
Note: Some Progress Markers that are ‘met’ will require ongoing attention to maintain.
	Progress Markers - Summary List – VIRGINIA (updated 9/08)

	System Focus
	Progress Markers  (**= high impact)
	Measure & Notes
	Va met

	Overarching 
	1. Stakeholder Committee**
	100% completion 
	(/Ongoing

	Systems
	2. Stakeholder Committee Required 
	100% completion
	(

	
	3. State Plan With Stroke**
	100% completion
	In progress

	Primordial & 
	4. Annual Prevention Messaging**
	100% completion
	(/Ongoing

	Primary  Prevention
	5. Stroke Policy Agenda**
	100% completion
	(/Ongoing

	
	6. Hospital Prevention Education
	90% threshold or 5% increase/year
	

	EMS & 

Pre-hospital
	7. E911 Coverage 
	90% population covered
	(

	
	8. EMS Dispatch Protocols** 
	100% completion
	

	
	9. EMS Triage Assessment Tool** 
	100% completion
	In progress – add’l support may be needed

	
	10. EMS Treatment Protocol** 
	100% completion
	In progress – add’l support may be needed

	
	11. EMS Transport Protocols** 
	100% completion
	In progress – add’l support may be needed

	Acute Care
	12. Hospital Clinical Pathways
	100% compliance
	In progress – add’l support needed

	
	13. System Map of Hospitals** 
	100% of geographic regions mapped
	(/Ongoing

	
	14. Hospital Roles & Responsibilities**
	100% of map has roles identified & plan/policy 
	In progress – add’l support needed

	
	15. Geographical System Needs 
	100% of population within 1 hr of PSC 
	

	
	16. System Map Capabilities Re-assessed** 
	100% completion
	In progress

	
	17. Hospital Annual Report  
	100% compliance 
	

	Subacute & 
	18. Clinical Pathways for Stroke Patients** 
	100% compliance 
	

	Secondary
	19. Standardized Discharge Packet** 
	100% completion
	

	Prevention
	20. Standardized Protocols for Screening
	100% completion
	

	Rehabilitation
	21. Screening and Assessment Tool** 
	100% completion
	In progress – add’l support needed

	
	22. Rehabilitation candidates referred
	100% completion
	

	
	23. Rehabilitation guidelines compliance
	100% completion
	

	
	24. Post stroke resources** 
	100% completion
	

	Quality 
	25. QI Programs
	100% completion
	

	Improvement
	26. CEU Requirements
	100% completion
	


	Progress Markers - Detailed Definitions and Notes
· AHA/ASA guidelines at http://www.americanheart.org/presenter.jhtml?identifier=3004586
· Markers reported  as completed as met by minimal standard(s). 

	System Focus
	Progress Markers
	Progress Marker Definition
	Measure & Notes

	Overarching Systems
	1. Stakeholder Committee (VSS Workplan A-9)
	State stakeholder group established including (or convened by) AHA/ASA staff and volunteer representation and meeting minimum of two times per year.


	Yes/No or 100% completion .  
Met.  Third and standing leadership team being convened by Va Dept of Health (VDH) Summer 08.  Will meet quarterly to address workplan.  

	
	2. Stakeholder Committee Required (VSS Workplan A-9)
	Stakeholder group is legislatively mandated, structured, or appointed.

	Yes/No or 100% completion. 
Met. Joint Commission on Health Care (JCHC) requested formation of standing stroke task force by VDH.

	
	3. State Plan With Stroke
	State plan developed with stroke specific components, including implementation schedule with specific goals.


	Yes/No or 100% completion . 
In Progress.  Rewriting of state plan incl stroke should complete by Dec 08.  

	Primordial & Primary  Prevention
	4. Annual Prevention Messaging (VSS Workplan A-1&2)
	Minimum of one state-wide or regional messaging platform on stroke prevention provided each year.

· Increase visibility of stroke by promoting the message of stroke including primary prevention.  This can be accomplished by coordinating with state alliances (i.e. Department of Health) and/or PTES initiatives.  (Aligned with AHA/ASA Communications Priority Initiatives)
Measurement Note:  

AHA/ASA staff do not have to create a duplicative stroke prevention campaign if implemented by alliance organizations and includes stroke prevention consistent with AHA/ASA messaging.

	Yes/No or 100% completion. 
Met. VDH and other partners implement annually. 

	
	5. Stroke Policy Agenda (VSS Workplan A-9)
	The public policy agenda includes efforts to adopt policies that address risk factors for stroke.

· Examples of risk factors addressed through policy may include Clean Indoor Act, tobacco prevention programs, physical education in schools, nutrition in schools, and other policies identified in the AHA/ASA Public Policy Agenda. (Aligned with AHA/ASA Advocacy Priority Initiatives).
Measurement Note:  
Legislation not required to meet minimum standard, just inclusion on the “public policy agenda.”


	Yes/No or 100% completion. 
Met. Policy agenda established by stroke policy workgroup Summer 07, and being implemented by involved agencies in 2008, with report-back to JCHC.  Will require continued support for implementation, continual monitoring, and potential add’l policy action  

	
	6. Hospital Prevention Education (VSS Workplan A-1)
	Hospitals conduct at least 2 annual educational programs for the general public on prevention and recognition.

90% of counties in the state with minimum of one hospital (per county) providing community education on stroke:

If below 90% threshold, a minimum of 5% increase is achieved per year.

Measurement Note:  Documentation may not be required for PSCs that meet BAC minimal recommendations as it is monitored as a condition of certification (all PSCs should report 100% compliant).

	90% of counties or a minimum of 5% increase is achieved per year.

All 10 PSCs and many other hospitals provide this, but not known if all do or what percentage of the counties with at least one hosp do so.  

	EMS / Pre-hospital
	7. E911 Coverage (VSS Workplan B-2)
	E911 coverage (landline) is available for at least 90% of the state’s population and wireless E911 coverage is available for at least 75% of the state’s population (This information should be available from the National Emergency Number Association (NENA) or each state’s 911 administration office).


	90% population covered. 
Met.  93.3% of population (all bu t Bath, Buchanan, and Lee).   ALL have basic 911 coverage.  Further advancements progressing independently.  


	
	8.  EMS Dispatch Protocols (VSS Workplan B-3)
	Statewide implementation of established standards for Emergency Medical Dispatch (EMD) protocols that meet national guidelinesA established by AHA through ECC or policy papers.  Stroke specific guide cards included in implementation. 


	Yes/No or 100% implementation.  
Have not yet begun to address

	
	9.  EMS Triage Assessment Tool (VSS Workplan B-1)
	Statewide implementation that all EMS Response Systems utilize a stroke triage assessment tool that meets AHA/ASA guidelinesA (including Cincinnati Stroke Scale, LA, MENDS or other validated tool).


	Yes/No or 100% implementation

Cincinnati Stroke Scale approved for inclusion on the patient data sheet by OEMS Medical Direction Committee, but need to confirm whether actually implemented across state.  


	
	10. EMS Treatment Protocol (VSS Workplan B-1)
	Statewide implementation of a stroke treatment protocol that meets (at a minimum) AHA/ASA guidelinesA and ECC ACLS standards. 

	Yes/No or 100% implementation 
EMS legislation passed spring 2008 requires treatment plans - will be addressed at the regulatory level by OEMS and pushed out to Councils via their contracts. Will be a long process.  Also incorporated into EMS Training Course Stroke: Intracranial Hemorrhage available online thru OEMS but not required training.  


	
	11. EMS Transport Protocols (VSS Workplan B-2)
	Statewide implementation that all EMS Response Systems develop and implement stroke transport protocols with the intent to transport qualified acute stroke patients to a most appropriate treatment facilities (i.e. primary stroke center).

	Yes/No or 100% implementation 
EMS legislation passed spring 2008 requires transport plans - will be addressed at the regulatory level by OEMS and pushed out to Councils via their contracts. Will be a long process.     


	Acute Care


	12. Hospital Clinical Pathways (VSS Workplan C-3) 
	PSC and Acute stroke capable hospitals establish and consistently use clinical pathways that are based on national guidelinesA and standards of care. 

Measurement Note:  Documentation may not be required for PSCs that meet BAC minimal recommendations as it is monitored as a condition of certification (all PSCs should report 100% compliant).

	100% compliance

All 10 PSCs do, and many other stroke hosp as well – Fall ’08 resurvey will establish current numbers.  Policy request to VHHA to encourage voluntary compliance is already being proactively addressed, with progress to be reported back to JCHC.   


	
	13.  System Map of Hospitals (VSS Workplan C-1)
	An organized system and map of hospitals that are acute stroke capable and those that are certified, designated or licensed as such to meet minimal recommendations from the Brain Attack Coalition (i.e. The Joint Commission Primary Stroke Center Certification or state certification).  Acute care hospitals will be identified on the map as one of the following: Certified Primary Stroke Center (PSC), Non-Certified Acute Stroke Capable (ASC), Non-Acute Stroke (NAS) and Non Responder (NR).

Additionally, independent rehabilitation facilities may be mapped (optional) if currently certified, designated or licensed as such to meet minimal recommendations from the Brain Attack Coalition (i.e. The Joint Commission Primary Stroke Center Certification, state certified program or Commission on Accreditation of Rehabilitation Facilities Stroke Specialty Program).
Independent rehabilitation facilities can be optionally identified on the map as one of the following:  Certified Stroke Rehabilitation Program (CSRP), Non-Certified Stroke Rehabilitation Capable (SRC), and Non-Stroke Rehabilitation Hospital (NSR).

	100% of counties mapped 
Met, although mapped by different stratification system to identify distinct roles of the hospitals.  developed before these guidelines. 



	
	14.  Hospital Roles & Responsibilities  (VSS Workplan C-1&3)
	The system map includes the roles & responsibilities for each hospital within the system, and every hospital included in the map have a policy or plan in place with protocols for triage, treatment and transfer (via prearranged transfer agreements) of stroke patients outside their capabilities to a primary stroke center or another appropriate hospital institution; options may include telemedicine.

	100% of mapped hospitals have roles identified and plan/policy in place.  

Roles identified but not all have plans in place.  Fall ’08 resurvey will reveal current compliance rate, and enable follow-up.  Policy request to VHHA to encourage voluntary compliance is already being proactively addressed, with progress to be reported back to JCHC.   


	
	15.  Geographical System Needs (VSS Workplan C-1&4)  
	System includes distribution of hospitals to identify geographical gaps and strive to ensure every resident lives within 1 hour of an acute stroke capable hospital; options may include telemedicine. 

	100% of population within 1 hour of designated stroke center
HRSA Telemedicine Grant implemented 2008 in Bath County as pilot; add’l FCC grant will address further infrastructure development in the state.  



	
	16.  System Map Capabilities Re-assessed  (VSS Workplan C-3)
	Stroke treatment capabilities and capacities across the state are assessed at least once every 2 years.


	Yes/No or 100% completion

Initial survey done Fall  2006, so Virginia’s re-survey is due Fall 2008 – VHHA supporting redesign and launch Sept 08.  


	
	17.  Hospital Annual Report  
	PSC and ASC hospitals document compliance with national treatment guidelinesA /standards and core measure sets (including The Joint Commission, CDC Coverdell and GWTG-Stroke) in annual report.  

	100% compliance documentation

(actual rational behind this progress marker is driven by benefit of hospitals publicly documenting their compliance with standards)

	Subacute & Secondary Prevention
	18.  Clinical Pathways for Stroke Patients (VSS Workplan D-1)
	PSC and ASC hospitals establish and consistently use clinical pathways for all patients with a history or suspected history of stroke or transient ischemic events that are based on national guidelinesA and standards of care.
Measurement Note:  Different as “subacute” care pathway from PM12 (acute care pathways).  Documentation may not be required for PSCs that meet BAC minimal recommendations as it is monitored as a condition of certification (all PSCs should report 100% compliant).

	Yes/No or 100% compliance

Resurvey Fall ’08 will demonstrate levels of voluntary compliance

	
	19.  Standardized Discharge Packet  (VSS Workplan D-2)
	Hospitals use a standardized discharge packet that educates stroke patients and families on risk factors, medications, stroke warning signs, rehabilitation options and the availability of time sensitive therapy, as well as the appropriate method for activating EMS in their area.


	Yes/No or 100% compliance

Have not yet begun to address

	
	20.  Standardized Protocols for Screening (VSS Workplan D-1 & E-1)
	Hospitals adopt and consistently use standardized protocols that screen for and ensure timely transition from inpatient to appropriate next level of care (i.e. rehabilitation and/or outpatient care) consistent with The Joint Commission (TJC) standards for all patients with a history or suspected history of stroke or transient ischemic events.

	Yes/No or 100% compliance


	Rehabilitation
	21.  Screening and Assessment Tool  (VSS Workplan E-2)
	Statewide implementation of a standardized screening and assessment tool of functional status consistent with national guidelinesA for hospitalized stroke patients.


	Yes/No or 100% compliance

Screening and assessment tool developed by Va Rehab Workgroup and approved by AHA Science Review – distribution underway but we have not yet identified a viable systems-based method of tracking statewide usage and implementation.


	
	22.  Rehabilitation candidates referred  (VSS Workplan E-4)
	Mechanisms, such as policy and/or standards consistent with national guidelinesA, including The Joint Commission or Commission on Accreditation of Rehabilitation Facilities (CARF) standards, are implemented state-wide to ensure hospitalized stroke patients are referred for post-stroke care. 

	Yes/No or 100% completion



	
	23.  Rehabilitation guidelines compliance  (VSS Workplan E-3) 

	Rehabilitation providers develop programs to evaluate compliance with the national guidelinesA (& consistent with TJC or CARF standards) for post acute care and establish system performance measures for compliance. 

	Yes/No or 100% completion



	
	24.  Post stroke resources  (VSS Workplan E-5)
	Post stroke care resources and services are identified, published and shared throughout state on a periodic basis (minimum every 2 years) including a list of facilities providing comprehensive inpatient rehabilitation services, outpatient services, home care for stroke recovery, community based exercise programs and stroke support groups.


	Yes/No or 100% compliance

Have not yet begun to address.  Senior Navigator may be a resource for implementation 

	Quality Improvement
	25.  QI Programs  (VSS Workplan C-3)
	100% of primary stroke centers and acute stroke capable hospitals establish and consistently use stakeholder group approved (or state approved) quality improvement tools, such as GWTG Stroke. 

Measurement Note:  Documentation may not be required for PSCs or CARF certified centers that meet BAC minimal recommendations as it is monitored as a condition of certification (all PSCs should report as 100% compliant).

	Yes/No or 100% compliance



	
	26.  CEU Requirements  (VSS Workplan C-2 Acute, D-3 SubAc)
	Statewide implementation that all EMS and healthcare providers that care for stroke patients complete a minimum of two hours of stroke assessment education and care as a part of their licensure renewal requirements.  Educational material follows national guidelinesA that include AHA and ECC ACLS standards .
Measurement Note:  Documentation may not be required for PSCs or CARF certified centers that meet BAC minimal recommendations as it is monitored as a condition of certification (all PSCs should report as 100% compliant).

	Yes/No or 100% compliance

Note, no mechanism known in Va  to identify all stroke rehab providers.  
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**Bolded have been identified by national leadership steering group as the HIGHEST IMPACT Progress Markers; among those 1, 4, 5, 13, & 14 are indicated as CRITICAL.


