
STRIKING OUT STROKE:

The Southwestern Ontario 
Regional Stroke Strategy

The Integration Challenge: Coordinating 
Services across the Continuum for Improved Care

January 24, 2003



Objectives

1. Provide an overview of the purpose of the stroke 
strategy

2. Briefly discuss the current state, gaps and key 
evidence driving the strategy

3. Highlight one of the stroke strategy integration 
initiatives to maximize access to proven therapy

4. Questions and Answers



Why was the Ontario Stroke 
Strategy implemented?



Current State/ Demographics

INCIDENCE
15,000-20,000 new strokes/year in Ontario

• Approx. 20% die in 1st 30 days & 33% in 1st yr
• 4th leading cause of death
• 50,000 to 90,000 stroke survivors 
• Leading cause of adult disability & transfer from       
hospital to LTC
• Risk of stroke doubles every 10 years > 55

“Incidence projected to grow by 
up to 32%”



Evidence –The Good news!

STRONG EVIDENCE FOR THE EFFECTIVENESS OF 
STROKE PREVENTION AND Rx

• PREVENTION - e.g. anti-platelets, CE, anti-coagulation,            
cholesterol, High BP

• ER/ACUTE - e.g tPA, stroke unit care, BP management,            
glucose management, prevention of complications

• REHABILITATION - e.g. Early intense rehab = better               
outcomes, more severe strokes are best managed in a             
rehab unit, reduced institutionalization for more severe        
stroke managed in ”slow-stream” programs



Current State – The Bad News!
• Lack of public and provider awareness

-only 35% can name 2 or more signs and symptoms

• @ 90 days 25% of TIA pts seen in ED have an          
adverse event

• only 16% of Rx’d H/T patients are well controlled

• only 6% Ontario hospitals have a 2o prevention         
clinic

• only 4% hospitals report having a stroke unit
- Majority of Ontario hospitals do not have a CT scan
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What Is The Goal Of The Coordinated 
Stroke Strategy?

To improve access to best practice stroke care 
across the continuum of care…



Overview of an Integration Initiative to 
Maximize Access to Best Practice Rx

THE THAMES VALLEY ACUTE 
STROKE THROMBOLYSIS (tPA) 

PROTOCOL



What is tPA?

• tPA = Tissue Plasminogen Activator “clot 
buster”drug

• Same drug used in many heart attack pts. 



What is Required?

• Earlier Rx given better outcomes

“Time is Brain”
• Only 3-hour treatment window 

• Must establish time of onset

• Must have a CT scan 



Step 1

Determine what the ideal delivery 
system should be to maximize 

access



What is Required to Maximize Access: 
In Thames Valley?

Because “Time is Brain” & a CT scan is 
required

Every hospital that has the capacity to 
give the Rx should be enabled to do so

Eligible pts should not be taken to 
hospitals that cannot give the Rx



What is the Situation In 
Thames Valley?

• Only London Hospitals have the capacity 
to give tPA for stroke 

- therefore, eligible pts in Thames Valley 
should be bypassed to London (UC/LHSC)



Step 2

Develop best practice protocols, 
guidelines and educational 
materials for providers and 

patients



Step 3

Develop value proposition and 
obtain leadership support from all 

stakeholder groups 



Stakeholder Groups
• Counties

• Ambulance Service Providers

• MoH – Regional EHS Branch

• Base Hospital Program

• TV and adjacent hospitals (incl.Chief’s of Staff & MAC)

• TV DHC

• Patients/families

• Family Physicians

• Community agencies & LTC facilities



Thames Valley Acute Stroke
Protocol - Project Sponsorship

• Sponsored by the Thames Valley Hospitals
Planning Partnership

• Project endorsed by the Thames Valley Hospitals
Chief’s of Staff May 2001

• Recommended Working Group membership and
approved Terms of Reference



Step 4

Establish Working Group, develop 
patient care process



Thames Valley Acute Stroke Protocol:  
Care Process

• Paramedics use a “prompt care” for inclusion 
criteria for eligibility for treatment

• If criteria met, Thames Valley Hospitals 
(ex. London) are “bypassed” pt. taken 
directly to UC Emergency

• Repatriation Agreement developed by committee

• if admitted patient to be transferred to “Home Hospital”
within 48 hours (if stable) or to the ER if no bed available



Thames Valley Acute Stroke Protocol:  
Care Process

• Patient/family education brochure developed

(located in ambulance)

• “Community Provider” brochure developed
for family physicians, LTC, CCAC’s etc.
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