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	 TITLE:   Code “19” Procedure


PURPOSE:  To provide emergent care to in-house patients exhibiting stroke symptoms in a timely manner.

SCOPE OF PRACTICE: Registered Nurse with required credentials

RELATED GUIDELINES:  Emergency Department Stroke Protocols; Stroke Admission orders, Code 19 orders; Hemorrhagic stroke orders; IA and IV tPA administration protocols; stroke Call Policy for physicians; Nursing Stroke Education Plan; Rapid Response Team

Procedure:

I. All direct care personnel must be familiar with the Code 19 process and be educated on it on an annual basis through Educode.

II. Immediately upon witnessing any signs and symptoms of stroke in a patient or visitor 
 

a. Licensed personnel should initiate a Code 19

b. Non-licensed personnel should contact a licensed caregiver who will verify observations and initiate Code 19

III. Code 19 initiation: 

a. Direct care personnel will

i. Dial “3-4-5” 

ii. Ask operator to call Code 19

iii. Give operator location of Code 19

b. Operator will

i. Initiate the Stroke Response Team pagers

ii. Page overhead “Code 19 – (unit location); Code 19 – (unit location); Code 19 – (unit location)” 

iii. Repeat the overhead page twice.

IV. The Stroke Response Team 

a. Carries stroke pagers

b. Responds to the location of Code 19 pages within 10 minutes 

c. Complete the Stroke Response Team order set.

V. The team is comprised of 

a. Clinical House Supervisor (CHS)

b. RN in 3ICU North

c. RN in the Emergency Department (ED) or Interventional Radiology (IRA)

VI. The patient’s staff nurse should remain with the patient to assist with the code, provide patient history and provide ongoing care.

VII. Cardiorespiratory difficulties should be addressed prior to continuing with the Stroke Order set.

VIII. If the patient is exhibiting extreme or obvious deficits, the NIH Stroke Scale may be dispensed with and the patient should be taken to CT where the NIH Stroke Scale may be continued to completion.

IX. Notify MD per algorithm.
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Patient Flow for Stroke/Acute Neurologic Changes

CBH Code 19



* If CT scan unavailable and stroke onset < 3 hours, transfer to hospital with CT facilities available.

Assessment for focal neurologic changes


(may use Cinn. Pre Hospital Scale)


AND TIA’s





NIHSS (do NOT delay CT scan)





Follow Stroke Response Team Order Set











CT scan NEGATIVE for Hemorrhagic Stroke


or bleed





Call Admitting/Attending


MD for Neurosurgical Services Consult





Write orders for anything ordered by a physician that is different or not included in the protocols





**Document on Stroke/Code 19/tPA nursing flowsheet





If patient LESS THAN 6 hours after symptom onset and ischemic:  Call the stroke doctor on call


If patient LESS THAN 6 hours after symptom onset and hemorrhagic:  Call the attending to consult neurosurgeon on call





If patient GREATER THAN 6 hours after symptom onset:  Call attending physician 





Call 6325 with patient name, MRN and disposition





CT scan POSITIVE for Hemorrhagic Stroke or bleed





CT SCAN


Read by Radiologist*








