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ABSTRACT
Hypercholesterolaemia and diabetes are established 
modifiable risk factors for cerebrovascular disease. A 
baseline audit carried out on an acute stroke ward at a 
District General Hospital in East Kent showed variability in 
blood tests being requested on admission for patients who 
had a suspected stroke, in particular serum glucose and 
cholesterol levels. Our aim was to ensure that at least 80% 
of patients admitted to the stroke ward with a suspected 
stroke had blood glucose and cholesterol levels measured 
on admission, over an 18- week period.
The percentage of patients admitted with a suspected 
stroke on the ward who had the appropriate investigations 
requested on admission was measured weekly. Quality 
improvement methodology was used to formulate three 
interventions in the form of Plan- Do- Study- Act cycles: 
(1) an educational email sent to doctors regarding the 
assessment of patients who had a stroke and admission 
blood tests required; (2) adaptation of the ‘Stroke 
Admission Clerking Proforma’ to include a list of bloods 
to be requested; (3) production of an all- inclusive ‘Stroke 
Bloods Panel’ on the online system for requesting bloods.
At baseline, an average of 30% and 34% of patients had 
glucose and cholesterol levels requested on admission, 
respectively. These results increased to 43% and 40% 
after the first intervention; 71% and 61% after the second 
intervention; and after the final intervention, on average, 
82% and 85% of patients had glucose and cholesterol 
levels requested, respectively. We therefore achieved our 
aim of ensuring that more than 80% of patients who had 
an acute stroke had the appropriate blood tests requested 
on admission.
The modified stroke proforma and the blood panel were 
the most effective interventions. The changes were 
implemented in an additional hospital within the same 
Trust. We anticipate greater compliance with Royal 
College of Physicians (RCP), National Institute for Health 
& Care Excellence (NICE) and Trust guidelines regarding 
appropriate and timely prescription of antidiabetic 
and cholesterol- lowering medications for secondary 
preventative measures.

PROBLEM
Hypercholestrolaemia and diabetes are estab-
lished modifiable risk factors for cerebro-
vascular disease and are important targets 

in the primary and secondary prevention of 
ischaemic stroke.

The Royal College of Physicians (RCP)1 and 
National Institute for Health & Care Excel-
lence (NICE) guidelines2 highlight the impor-
tance of initiating statin therapy following 
ischaemic stroke and maintaining a moderate 
level of glycaemic control. These cannot be 
appropriately initiated and managed without 
baseline measures, thus introducing delays 
to suitable medical therapies. These investi-
gations are also recommended by local Trust 
guidelines.3

Experience of junior doctors working on 
an acute stroke unit at a District General 
Hospital (DGH) in East Kent over several 
months highlighted variability in the initial 
blood tests being requested and taken from 
patients who had a suspected stroke, partic-
ularly serum glucose and lipid profile. The 
stroke consultants in the hospital expected 
to have these results available prior to their 
first review of the patient on the ward. A lack 
of appropriate admission blood tests often 
meant key modifiable risk factors could not be 
appropriately reviewed, and important clin-
ical decisions could not be taken in a timely 
manner. This would impact on length of stay 
of patients, as decisions regarding secondary 
prevention were delayed pending the results 
of these discharge- dependent investigations.

East Kent Hospitals University NHS Foun-
dation Trust is located in South East England 
and is one of the largest Trusts in the country. 
It provides a hyper- acute stroke service with 
24- hour thrombolysis available. Approxi-
mately 1500 patients are admitted yearly 
following acute strokes across the three main 
hospitals encompassed in the Trust based in 
Ashford, Canterbury and Margate. The stroke 
services are registered under the Sentinel 
Stroke National Audit Programme. Our ward 
at The Queen Elizabeth The Queen Mother 
(QEQM) Hospital is a 27- bed acute stroke 
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unit, which accommodates for a diverse population 
within the local area. Through the implementation of 
several interventions, we hoped to improve the provision 
of optimal quality of care to our patients.

At QEQM, the first assessment of patients with a 
suspected stroke is carried out by medical on- call doctors 
and stroke nurse practitioners (SNPs) in the emergency 
department (ED) using a specific paper- based ‘Stroke 
Clerking Proforma’. Each blood test required is then 
individually requested on a computer system, and the 
results documented on the clerking proforma. The 
patient would then subsequently be transferred to the 
acute stroke ward to be reviewed by a stroke consultant 
within 24 hours of admission. This review would be docu-
mented using a separate ‘First Stroke Consultant Review’ 
proforma, which would have to be populated with infor-
mation from the initial clerking proforma by the junior 
doctors on the stroke ward, introducing delays to the 
morning ward round. We discovered that the majority 
of medical on- call doctors clerking patients who had an 
acute stroke in ED have not worked on the stroke ward, 
and therefore may not have been familiar with current 
RCP,1 NICE2 and Trust guidelines.3 We hypothesised 
that this was an important factor leading to a lack of 
appropriate blood tests being requested for patients who 
had a stroke, especially serum glucose and cholesterol 
levels, which were the two most infrequently measured 
parameters.

We discussed our observations with the stroke consul-
tants in the department and carried out a baseline audit, 
which showed that only 30% of patients on the ward had 
serum glucose and 34% of patients had total cholesterol 
levels requested within 24 hours of admission. We also 
conducted a survey among junior doctors and stroke 
consultants which highlighted dissatisfaction with the 
clarity and layout of the existing stroke clerking proforma.

Our aim was to ensure that over an 18- week period:
80% of patients admitted to the stroke ward with a 

suspected stroke have blood glucose and a full cholesterol 
profile measured within 24 hours of admission.

BACKGROUND
Glucose and stroke
Poststroke hyperglycaemia is very common and occurs 
in up to 50% of patients, regardless of diabetes status.4 
There is evidence to suggest that on admission, higher 
glucose levels in patients who had an acute stroke are asso-
ciated with larger lesions, greater mortality and poorer 
functional outcomes.5 Although there is no evidence that 
strict glycaemic control post- stroke offers significant clin-
ical benefit,6 The National Clinical Guideline for Stroke,1 
recommends a target range for blood glucose in acute 
stroke of 5–15 mmol/L. It is therefore important that 
blood glucose is measured on admission and maintained 
within this range with appropriate antidiabetic medica-
tion if required.

Lipids and stroke
Primary and secondary prevention studies suggest that 
lowering low- density lipoprotein cholesterol by 1 mmol/L 
reduces the relative risk of major vascular events by 19%,7 
total mortality by 9% and stroke (of any type) by 15%.8 In 
the Stroke Prevention by Agressive Reduction in Choles-
terol Levels(SPARCL) trial, the use of a high- intensity 
statin in patients with recent stroke or transient ischaemic 
attack (TIA) reduced the overall incidence of strokes and 
of cardiovascular events, despite a small increase in the 
incidence of haemorrhagic stroke.9 On the basis of this, 
The National Clinical Guideline for Stroke1 recommend 
that those presenting with an ischaemic stroke or TIA, 
unless contraindicated, should be initiated on a high- 
intensity statin such as atorvastatin 20–80 mg/day (or an 
alternative statin at the maximum tolerated dose, if the 
high- intensity statin is unsuitable or not tolerated). In 
addition, the RCP guidance1 also recommends that those 
presenting with primary intracerebral haemorrhage 
should avoid statin treatment unless it is required for 
other indications. The NICE guidelines (NG128)2 addi-
tionally state that statins should ideally be initiated after 
48 hours of an acute stroke.

It is therefore important to document a baseline choles-
terol profile in patients presenting with a stroke, and to 
initiate those with a confirmed ischaemic stroke on an 
appropriate statin after 48 hours of the acute event. It is 
also important to ensure that those with haemorrhagic 
strokes are not inappropriately prescribed statins.

A quality improvement project (QIP) assessing timing 
of initial investigations in stroke medicine10 found that 
updating a ‘stroke panel’ of blood requests on the Trust 
computer system significantly improved the proportion 
of patients admitted with a suspected stroke receiving 
correct blood tests while in the ED.

Although national guidelines highlight the importance 
of glucose and cholesterol in cerebrovascular disease, 
they do not specify precisely which blood tests need to be 
requested on admission as part of the initial assessment 
of patients who had an acute stroke. Local Trust guide-
lines3 however, recommend the following blood tests to 
be requested for all patients who have a suspected stroke: 
full blood count (FBC), urea and electrolytes (U&Es), C 
reactive protein (CRP), liver function tests (LFTs), clot-
ting profile, bone profile, thyroid function tests (TFTs), 
total cholesterol and serum glucose.

MEASUREMENT
Data was collected weekly over a period of 18 weeks from 
January to May 2020 on an acute stroke ward at QEQM 
Hospital. All patients with a confirmed or suspected stroke, 
presenting to the ED as a ‘stroke call’, and admitted to the 
stroke ward were audited each week, using a standardised 
data collection sheet (online supplemental file 1). Stroke 
was defined as acute neurological dysfunction persisting 
≥24 hours, with either clinical or radiological evidence of 
ischaemic or haemorrhagic cerebral lesions.
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Basic patient demographics including age, sex and type 
of stroke (ischaemic or haemorrhagic) were collected. 
Patients with pre- existing diabetes, and those previously 
prescribed statins were also identified. The primary 
outcome measured for each patient was whether blood 
glucose and total cholesterol levels were measured within 
24 hours of the time of admission. In order to assess 
whether our interventions achieved our aims, we used 
the same outcome measures and data collection sheet 
throughout the course of the project.

An initial baseline audit collecting data weekly over 
a 4- week period on the stroke ward showed that only 
30% of patients had serum glucose and 34% had total 
cholesterol levels requested within 24 hours of admis-
sion. A baseline survey among doctors to establish knowl-
edge of current stroke guidelines found that only 38% 
routinely requested glucose and cholesterol profiles 
while attending stroke calls. Furthermore, 90% found the 
existing clerking proforma unclear, and did not feel it 
highlighted the investigations required.

Following discussion with the stroke consultants and 
SNPs, we formulated potential interventions to improve 
our baseline results. We chose to evaluate the propor-
tion of patients receiving glucose and cholesterol profile 
measurements within 24 hours of admission to ensure that 
they were ready for the ‘First Stroke Consultant Review’.

DESIGN
Our interventions focused on improving staff education 
on current stroke guidelines and creating a unified and 
standardised process for the assessment of patients who 
had an acute stroke, including all the necessary param-
eters to be reviewed. A driver diagram demonstrates our 
process of connecting the interventions to our main 
aim (figure 1). It was hypothesised that an increase in 
the number of patients with glucose and cholesterol 
levels requested on admission would correlate with an 

improvement in the management of risk factors in the 
secondary prevention of strokes. We therefore hypothe-
sised that the most effective interventions would target 
the initial assessment of suspected patients who had a 
stroke in ED via the usual protocol.

The project team consisted of five junior doctors, 
all with experience of working on the stroke ward and 
undertaking medical on- call shifts. To ensure ongoing 
sustainability of the project, discussion forums were held 
with the stroke consultants and SNPs in the department 
and ED, due to the high turnover of junior doctors on 
the ward.

In order to improve the baseline results, we intro-
duced three interventions which we tested using Plan- Do- 
Study- Act (PDSA) cycles over the 18- week period:
1. Educational email to all doctors regarding the assess-

ment of patients who had an acute stroke and manda-
tory admission blood tests.

2. Adaptation of the ‘Stroke Admission Clerking Profor-
ma’ to include a reminder on bloods to be request-
ed, and combination of this document with the ‘First 
Stroke Consultant Review Proforma’.

3. Combination of several individual blood tests into a 
single ‘Stroke Bloods Panel’ on the computer system 
for requesting bloods.

Baseline data were collected weekly over 4 weeks, followed 
by the three interventions introduced at weeks 5, 9 and 
14, respectively.

During our second PDSA cycle, stroke services were 
re- located to a different hospital within the Trust as a 
result of the COVID-19 pandemic. All measurements 
were re- audited over a 6- week period in the new hospital 
to evaluate reproducibility and sustainability of any 
improvements from the changes made.

STRATEGY
Three PDSA cycles were used to measure and assess the 
impact of our interventions on our primary outcome: the 
percentage of patients with a suspected stroke who had 
both glucose and cholesterol profiles requested within 24 
hours of admission.

PDSA cycle 1
Following baseline data collection on the stroke ward, 
an educational email was devised and sent to all junior 
doctors and SNPs via the medical education department. 
This email contained information regarding local Trust 
guidance for the assessment of patients who had an acute 
stroke in ED, and included a list of the specific blood tests 
that need to be requested on admission.3 This method 
was chosen as the first intervention due to the ease of 
dissemination of information and the ability to reach 
the widest audience, including those doctors directly 
involved with the clerking of patients who had an acute 
stroke. We also included a note informing the doctors of 
the forthcoming modified stroke clerking proforma. This 
intervention led to a small increase in the percentage of 

Figure 1 Driver diagram to demonstrate process of 
linking change ideas with main aim. RCP, Royal College 
of Physicians; NICE, National Institute for Health & Care 
Excellence.
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patients having appropriate investigations requested on 
admission, however, the results were not sustained. This 
was thought to be due to the fact that some doctors do not 
regularly check emails, or perhaps would not have been 
on- call immediately after reading the email, therefore 
may not have recalled the information. Furthermore, as 
this intervention was introduced at week 5, the doctors at 
the new hospital site could not benefit from it.

PDSA cycle 2
For the second intervention, it was hypothesised that 
adaptation of the admission ‘Stroke Clerking Proforma’ 
would result in greater compliance with our aim. This 
was predicted due to the standardisation of the proforma 
across the Trust, and its mandatory use in the assess-
ment of all patients presenting to ED with a suspected 
stroke. In order to fully assess the limitations with the 
existing proforma and provide suggestions for change, 
we conducted an online survey among junior doctors 
regarding its different features. The following parameters 
of the proforma were surveyed using a 5- point Likert scale: 
content, layout, design, user- friendliness and conciseness 
(online supplemental file 2). We also assessed whether it 
was clear from the proforma which blood tests need to 
be requested on admission, and whether junior doctors 
routinely requested serum glucose and cholesterol levels 
during stroke calls. The results broadly highlighted 
dissatisfaction with the layout of the proforma (85% of 
participants rated it as ‘poor’), and lack of knowledge of 
relevant current guidelines. After review of the suggested 
changes, the layout and structure of the proforma was 
modified to make it more concise, structured and user- 
friendly, with approval from both stroke consultants and 
SNPs. We also altered the investigations section to include 
a list of mandatory blood tests for all patients who had a 
stroke, including serum glucose and cholesterol, and an 
area for these results to be documented clearly. Finally, 
we combined this initial clerking proforma with the ‘First 
Stroke Consultant Review’ proforma, to avoid duplication 
of work by ward doctors and to bridge the gap between 
the initial clerking, and reassessment of patients by the 
stroke consultant (online supplemental file 3). We antic-
ipated that this would result in increased efficiency of 
the ward round. The new proforma was finalised, and 
distributed across ED to replace the old proforma. SNPs 
and ED nurses were informed of the new proforma, and 
an email was sent to all medical doctors to inform them 
of the change. The modified proforma was also sent 
to the stroke team at the new hospital after transfer of 
stroke services during the COVID-19 pandemic. We had 
planned to arrange a formal face- to- face teaching session 
on the new stroke proforma and guidelines for junior 
doctors, however, were unable to do so due to restrictions 
on teaching and social distancing.

This intervention led to a greater improvement than 
the first PDSA cycle, perhaps because we had provided 
a permanent reminder to junior doctors on appropriate 
blood tests to request at their first point of contact with 

the patient. We found that reducing the workload of 
junior doctors improved their compliance with our inter-
ventions. However, we were still unable to achieve our 
overall aim.

PDSA cycle 3
In addition to the paper clerking proformas, our hospital 
uses an online computer system for requesting bloods for 
all patients. It was thought that an intervention targeting 
this online system could help us achieve our aim, as it 
would be the quickest way to ensure that all the correct 
blood tests were being requested with one click. A similar 
intervention in another QIP10 was found to significantly 
improve the proportion of suspected patients who had a 
stroke receiving appropriate blood tests.

We liaised with the Trust IT department to create a full 
‘Stroke Bloods Panel’ to include all necessary blood tests 
required during a stroke call, as discussed and agreed 
with the stroke consultants. The panel not only included 
serum glucose and cholesterol profile, but also a full set 
of bloods as per Trust guidelines (FBC, U&Es, CRP, LFTs, 
bone profile, clotting profile and TFTs).

It was hypothesised that this intervention would reduce 
the time taken for doctors to request each individual 
blood test, thus increasing efficiency and ensuring that all 
appropriate blood tests are requested. After the introduc-
tion of this final intervention, we successfully achieved and 
exceeded our aim of ensuring that 80% of patients with 
suspected stroke had glucose and cholesterol requested 
on admission.

RESULTS
Data from 156 patients were collected over an 18- week 
period. Among these patients, the mean age was 81 years 
and the gender distribution was 47% men and 53% 
women. Ninety- two per cent had ischaemic strokes and 
8% had haemorrhagic strokes. Thirty- one per cent of 
patients had a history of diabetes and 32% of patients 
were already prescribed statins prior to admission. The 
number of patients audited each week varied according 
to the number of new admissions, but was between 5 and 
16 patients per week.

The key outcome we measured was whether blood 
glucose and total cholesterol levels were requested and 
measured for each patient admitted with a suspected 
stroke within 24 hours of admission, on a weekly basis. 
Run charts were created to demonstrate these results 
(figures 2 and 3). We also recorded laboratory results for 
blood glucose and total cholesterol levels (table 1).

At baseline (weeks 1–4), an average of 30% and 34% 
of patients had glucose and cholesterol levels requested 
on admission, respectively. After the educational email 
(intervention 1; weeks 5–8), 43% and 40% of patients 
had glucose and cholesterol levels requested, respectively. 
This increased to 71% and 61% after the introduction of 
the adapted ‘Stroke Clerking Proforma’ (intervention 
2; weeks 9–13). Finally, after the implementation of the 
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‘Stroke Bloods Panel’ (intervention 3; weeks 14–18), an 
average of 82% and 85% of patients had glucose and 
cholesterol levels measured on admission, respectively.

Following the implementation of Intervention 1, 
though there were some improvements in both glucose 
and cholesterol measurements, on average, the changes 
were relatively insignificant, and the impact of the inter-
vention was limited, particularly for cholesterol levels. 
Interventions 2 and 3 seemed to produce more sustained 
changes as they were accompanied by shifts in the data. 
Specifically, there was a shift observed between weeks 5 
and 10 and another shift between weeks 11 and 18 in 
glucose measurements, and a shift in cholesterol measure-
ments between weeks 11 and 18. The results showed non- 
random variation demonstrated by ‘too few runs’ on the 
statistical table.

The relocation of Stroke services to a different hospital 
within the Trust during week 13 was accompanied by a 
slight decline in the proportion of patients having the 
appropriate tests requested on admission; however, this 
soon returned back to similar levels observed prior to the 
change in hospital.

Staff surveys, as well as formal and informal feedback 
indicated high levels of satisfaction overall with the new 
proforma and stroke panel, and improved knowledge 
of the necessary admission blood tests. Although not 
formally quantified, an improvement was also noted in 
other relevant blood tests being requested for example, 
FBC, U&Es, CRP, LFTs, bone profile, clotting profile and 
TFTs.

LESSONS AND LIMITATIONS
Through the implementation of three PDSA cycles, we 
were able to measure the impact of our interventions, 
and continue to strive towards our specific, achievable 
and realistic aim. We managed to exceed the objectives 
we had initially set, with more than 80% of patients 
having both glucose and cholesterol levels measured on 
admission. This represented an improvement of more 
than double compared with baseline. There were also 
significant improvements in staff satisfaction with the 
updated proforma and confidence in requesting appro-
priate investigations for patients who had an acute stroke. 
As we conducted weekly data collection over a four and 
half month period, we were able to obtain an accurate 
representation of the impact and sustainability of our 
interventions. We were also able to modify and improve 
our interventions based on the continuous results and 
feedback we had obtained.

The introduction of a modified ‘Stroke Clerking 
Proforma’ and ‘Stroke Bloods Panel’ appear to have had 
the greatest impact on achieving sustainable change, and 
were welcomed by both doctors and nursing staff involved 
in stroke calls. The modifications resulted in a stroke 
proforma which was shorter, clearer and more user- 
friendly than its predecessor, which we feel contributed 
to the success of this project. The fact that all of the neces-
sary individual blood tests were combined into a single 
panel accessible with one click saved time for doctors 
and promoted efficiency. The impact of the educational 
email was limited in effect and duration for the outcomes 
measured in this project. Nevertheless, throughout the 
project we sent numerous emails to staff members to 
alert them of the changes we had made, which we feel 
led to greater overall compliance. Ideally, we would have 
delivered a formal face- to- face teaching programme for 

Figure 2 Run- chart over an 18- week period to demonstrate 
the percentage of patients with blood glucose measured 
within 24 hours of admission with acute stroke.

Figure 3 Run- chart over an 18- week period to demonstrate 
the percentage of patients with cholesterol profile measured 
within 24 hours of admission with acute stroke.

Table 1 Average blood glucose and total cholesterol 
laboratory values in each PDSA cycle

Average 
blood glucose 
(mmol/L)

Average total 
cholesterol 
(mmol/L)

Baseline 7.09 4.51

PDSA cycle 1 7.57 4.61

PDSA cycle 2 7.64 4.83

PDSA cycle 3 6.99 4.91

PDSA, Plan- Do- Study- Act.
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clinical staff on the new proforma and acute stroke guide-
lines, which we anticipate would have impacted on their 
prescribing practices. Unfortunately, we were unable to 
organise this during our period of data collection due to 
the COVID-19 pandemic; however, this is something we 
endeavour to incorporate in the future.

We anticipated that the improvements we observed 
would equate to greater compliance with NICE, RCP 
and Trust guidelines1–3 regarding appropriate and timely 
prescription of antidiabetic and cholesterol- lowering 
medications for secondary prevention following an isch-
aemic stroke. Although we did not specifically measure 
these outcomes, we believe this would be a vital area to 
target in future studies.

Stroke services were relocated to a different hospital 
during the COVID-19 pandemic; however, the interven-
tions were implemented across both sites, and we liaised 
with the new team of doctors to ensure that data collec-
tion was not disrupted. Once the modified proforma 
and ‘Stroke Bloods Panel’ were established in the 
new hospital and accepted by the doctors, sustainable 
improvements from baseline continued to be demon-
strated, despite a brief initial reduction in both glucose 
and cholesterol levels being measured. Although unex-
pected, this provided us with an opportunity to prove the 
reproducibility and sustainability of our interventions. We 
attribute part of this success to liaising with the SNPs and 
stroke consultants throughout the project, who eventu-
ally moved to the new hospital site and were therefore 
able to ensure the ongoing implementation of changes 
we had made across sites.

CONCLUSION
Addressing NICE, RCP and Trust guidelines1–3 regarding 
the appropriate identification and management of 
glucose and cholesterol levels on admission bloods of 
patients who had a stroke, this QIP reviewed the prob-
lems resulting from initial investigations being inade-
quately measured at a DGH in East Kent.

Three PDSA cycles were completed over a four and 
a half month period. The interventions that were most 
effective towards achieving our primary aims included 
implementing a modified ‘Stroke Clerking Proforma’, 
and the introduction of a ‘Stroke Bloods Panel’ on the 
Trust IT system. These interventions improved efficiency 
and provided key reminders of guidelines to clinical staff 
attending stroke calls. The sustainability and reproduc-
ibility of our interventions was demonstrated when we 
successfully overcame the challenge of implementing our 
changes in another hospital during the pandemic.

Reviewing the evidence from our baseline audit and 
devising a sustainable strategy to improve this, we success-
fully managed to surpass our aim of achieving 80% 
compliance in the measurement of glucose and choles-
terol levels in suspected patients who had a stroke on their 
first presentation to ED. We would anticipate this to facil-
itate the appropriate management of these parameters 

during admission. Final outcomes showed a significant 
improvement, with a pattern of non- random variation 
demonstrated. Secondary parameters also showed signif-
icant improvements; including staff satisfaction and 
confidence in requesting appropriate investigations for 
patients who had an acute stroke.

The interventions implemented in this QIP have 
demonstrated sustainable changes which will aid in 
ensuring improved patient safety and standard of care. 
These changes can be introduced in other hospitals, 
and are both time- efficient and cost- effective methods 
of ensuring that patients have appropriate initial bloods 
tests requested following an acute stroke. As new doctors 
join the Trust, the IT system remains modified to facil-
itate appropriate measurement of glucose and total 
cholesterol, and the new proforma will continue to be 
used by on- call staff attending stroke calls trust- wide, thus 
enabling sustainable change.

In order for a sustainable change to be implemented, 
interventions using multiple methods should be used 
with the involvement of a multidisciplinary team. Our 
project highlights that in a busy working environment, 
it can be helpful to provide doctors with guidelines and 
prompts to improve efficiency and ease the burden on 
the healthcare system. Although our interventions specif-
ically targeted the assessment of acute stroke, they can be 
easily replicated in other areas. As most Trusts are now 
moving towards ‘paperless’ systems, creating shortcuts on 
online systems can help to improve efficiency and can be 
especially helpful for the prompt and accurate assessment 
of patients presenting with any acute illness; for example, 
a similar bloods panel can be created for patients 
presenting with an acute cardiovascular event. Further 
review, with scope for teaching will allow our outcomes to 
show even greater compliance, and future projects specif-
ically measuring changes in prescribing practices would 
be beneficial to add to the evidence base.
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Patient 

number 

# Age Sex 

Date and 

time of 

admission 

Diagnosis of 

confirmed stroke 

on stroke ward 

within last 2 

months? (Y/N) 

Type of Stroke: 

Ischaemic (I) or 

Haemorrhagic 

(H) 

Known 

Diabetic? 

(Y/N) 

Date and time 

glucose levels 

requested (A= 

Within 24 hours of 

Admission, L= Later, 

N= Not done) 

Glucose Level 

(mmol/L) 

Date and time lipid profile 

requested (A= Within 24 

hours of Admission, L= Later, 

N=Not done) 

Total Cholesterol 

Level (mmol/L) 

Statin Prescribed? 

(P=Previous, S= Started, 

N= not prescribed) 

1            

2            

3            

4            

5            

6            

7            

8            

9            

10            
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Survey on Stroke Clerking Proforma  

 

Please circle as appropriate  

 

Have you been involved in Stroke Calls as a part of your job? 

Yes/No 

 

Do you use the current Stroke Clerking Proforma? 

Yes/No 

 

How would you rate the proforma on a scale of 1 (Poor) to 5 (Excellent) 

Content (i.e. clinical relevance of sections) 1 2 3 4 5 

Layout of sections 1 2 3 4 5 

Design (i.e. font and space) 1 2 3 4 5 

User friendliness (i.e. ease of use/navigation) 1 2 3 4 5 

Conciseness 1 2 3 4 5 

 

Any specific comments on the aformentioned aspects? 

 

 

 

Do you feel any improvements are required in the following sections? 

History Yes No 

Examination  Yes No 

Investigations Yes No 

Plan  Yes No 

 

Please expand on what improvement(s) you feel would be beneficial? 

 

 

 

Is it clear from the current proforma which blood tests are necessary to request for stroke 

patients? 

Yes/No 

 

Do you routinely request the following blood tests during a stroke call? 

Serum Glucose Yes No 

Lipid Profile Yes No 

 

 

Are you involved in the Stroke Team First Review? 

Yes/No 

 

If yes, would you prefer the Stroke Team First Review to be combined with the clerking 

proforma? 

Yes/No 
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STROKE ADMISSION PROFORMA  
NHS No: 
 

Hospital No: 
 

Consultant responsible for patient: 

Name:  
 
 

Age: 
DOB:  
M/F            
 

 
GP’s Name: 
Address: 

Address:  
 
 

Tel:                 

Postcode:  Relative/Carer Tel No.: Tel: 

   

Admitting Doctor:  
Grade:  
Specialty: 

  Signature: 
 
Contact/Bleep: 

Date Admitted  Time Admitted: Source of referral (Self, 999, GP, A+E) 

Date of Onset  Time of onset:  Source of History (Patient, Relative, 
GP) 

Presenting Complaint:  
 
 
 

HPC: 

 
Past Medical History  

 

Known DNACPR in place? Yes / No (please circle as appropriate) 
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Name:      DOB:    Hospital No.                                    

 

 

 
 

 
Risk factors  

       

 Y  N Please specify 

Previous Stroke(s)   Date(s): 

Type of Stroke(s)(Haemorrhagic/Ischaemic):  

 

 

 Y  N Please specify  Y N Please specify 

TIA(s)    

 

Overweight/obesity    

Hypertension    Migraine    

Atrial Fibrillation    Oral contraception    

Cardiac disease  

e.g. MI/ CABG/ Valvular/ 

CCF 

   Anticoagulation/ 

Aspirin 

   

Diabetes  

 

  T1DM/T2DM/Other 

(please circle) 

Obstructive Sleep 

Apnoea 

   

Hyperlipidaemia    Alcohol intake   Units/week: ______ 

Peripheral Vascular 

Disease  

   Current smoker    

Malignancy    Ex smoker    

Family History     Recreational drugs    

Medications  

Drug, Dose and Frequency  Drug, Dose and Frequency 

  

  

  

  

  

  

  

  

 Allergies (specify nature of reaction): 

 

 

Medications stopped/withheld on admission (specify reason): 
 
Family History  
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Name:      DOB:    Hospital No.                                    

 

 

Premorbid State: Modified Rankin Score (mRS) 
Score  Description 

0 No symptoms at all 

1 No significant disability despite symptoms: able to carry out all usual duties and activities  

2 Slight disability: unable to carry out all previous activities but able to look after own affairs without assistance  

3 Moderate disability: requiring some help but able to walk without assistance  

4 Moderately severe disability: unable to walk without assistance and unable to attend to own bodily needs 
without assistance  

5 Severe disability: bedridden, incontinent, and requiring constant nursing care and attention  

6 Dead 

Total Score (0-6): ____/6 
 

NIH Stroke Score (please circle as appropriate) 

Level of 
consciousness 

0   Alert 
1   Drowsy 
2   Stuporous 
3    Comatose 

Best motor leg 
 
 

0   No drift 
1   Drift 
2   Cannot resist gravity 
3    No effort against gravity 
4    No movement 

Questions 
0   Answers both  correctly 
1   Answers one correctly 
2   Answers neither correctly  

Ataxia 
0   Absent 
1   One limb 
2   Two limbs 

Commands 
0   Performs both tasks correctly 
1   Performs one task correctly 
2   Performs neither task 

Sensory 
0   Normal 
1   Mild-moderate loss  
2   Severe-total loss 

Best gaze 
0   Normal 
1   Partial gaze palsy 
2   Forced deviation 

Language 

0   Normal  
1   Mild to moderate dysphasia  
2    Severe dysphasia  
3    Mute, global aphasia 

Visual fields 

0   No visual loss  
1   Partial hemianopia 
2   Complete hemianopia 
3    Bilateral hemianopia (blind) 

Dysarthria 
0   Normal 
1   Mild-moderate 
2   Severe 

Facial palsy 

0   Normal  
1   Minor paralysis 
2   Partial paralysis  
3    Complete paralysis 

Neglect 
0   No neglect 
1   Partial neglect 
2   Complete neglect 

Best motor arm 
0   No drift 
1   Drift 
2   Cannot resist gravity 
3    No effort against gravity 
4    No movement  

Total score (0-42)   ______ 

Social History: IF FULLY INDEPENDENT AND NO CONCERNS, PLEASE TICK HERE [   ] 
Occupation:  
Accommodation:  Nursing Home/Residential/Rest/Care Home/Supported Accommodation/Own Home/Other 
Lives alone? 
Carer(s)/POC: 
Mobility: Tendency to Fall: Y/N; Stairs at home: Y/N; No. of Falls/12 months ______; Mobility Aids:  
Driving:  

AMTS   

Age   Recognise 2 people  

Date of birth (Date/month)  Year WWII ended   

Year   Name of monarch  

Time (nearest hour)  Count backwards from 20-1  

Ask to remember 42 west street N/A Address recall (42 West Street)  

Name of hospital  Total Score (0-10): ____/10 

L ______ R ______  

L ______ R ______  
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Name:      DOB:    Hospital No.                                   
 

 

General Examination                                            Weight:                                         Height: 
                                                                                                                    
NEWS T HR BP RR O2 Sats  
 
 

     

Airway and C-Spine: 
 
Breathing:  
 
 
 
 
 
 
 
 
 
 
 
Breath Sounds: 
 
RR: 
 
Sats: 
 

Circulation  
 
BP: 
 
HR: ________bpm 
 
Heart sounds:  
 
CRT: 
 
JVP: 
 
Oedema: 
 
Hydration: 
 
Pacemaker/ICD: 
 
Carotid bruit 

- Right: 
- Left:  

 
Peripheral Pulses: 
 
Calves:  
 
Urine Output: 
 
BM:  

Abdomen  
 
 
 
 
 
 
 
 
 
 
PR:  Genitalia: 
 
Neurological Assessment 
Glasgow Coma Scale Score             /15 
Eye Opening                Verbal   Motor  
None                      1 No verbal response                1 None                                       1 
To pain                    2 Incomprehensible Sounds  2 Extend to pain                         2 
To sound                 3 Inappropriate Words             3 Abnormal flexion to pain       3 
Spontaneously 4 Confused                               4 Withdraws from pain               4 
  Oriented                                  5 Localises pain                         5 
    Obeys commands                   6 

 
Handedness: L Handed ____   R Handed ____ Both ____ Not known ____ 
Communication  
Can the patient communicate normally? Yes/No 
If not: Dysarthria? Yes/No  Dysphasia? Yes/No: Expressive[ ] Receptive[ ] Other[ ] 
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Name:      DOB:    Hospital No.                                   
 

 

 
 
 
 
 

 
  

Cranial Nerves  
 Right Left 
I (Smell)  
II (Optic Nerve) 
Visual fields  
 
 
 
Visual Acuity: 
Pupillary reflexes: 
Fundoscopy:  

 
 
 
 
 
 
 
 

 

III/IV/VI  
(Eye movements) 

  

V (Trigeminal) 
Sensory: 
Motor: 

  

VII (Facial) 
 

  

VIII (Hearing)   
IX/X (Palate) 
Uvula, cough, swallow 

  

XI (Sternomastoids)   
XII (Tongue)   

Peripheral System  
 Right Left 
UPPER LIMB 
Tone    
Power (MRC 0-5)   
Reflexes*(-/+/++/+++/c )   
Sensation  
Light touch 
Pin-Prick 
Vibration 
Joint position  

  

Coordination    
LOWER LIMB 
Tone    
Power (MRC 0-5)   
Reflexes*(-/+/++/+++/c )   
Sensation  
Light touch 
Pin-Prick 
Vibration 
Joint position  

  

Coordination    

Visuospatial (e.g. 
neglect, sensory or 
visual inattention, 
agnosia etc.):   
 
Is there evidence 
of dysfunction?  
Yes/No 
(please circle)  
 

Further neurological assessment  

 

*REFLEXES: -= Absent, += with potentiation, ++= Normal, +++= Increased, C= with clonus 

 

 

Gait 
Can the patient 
sit/stand/walk? 
(please circle)  
Is gait normal/ 
unsteady/ataxic/ 
unable to assess? 
(please circle) 
Walking aids? 
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Name:      DOB:    Hospital No.                                   
 

 

ANY CONTRAINDICATIONS TO MRI? 
Pacemaker, Aneurysm clips, heart valve, 
cardiac stent, other 
Please specify: 
 
 

 

 
Blood Results 
Bloods Baseline Day 1  

Date:   
Hb   
WCC   
PLTs   
Neut   
Na   
K   
Cr   
eGFR   
Urea   
Alb   
Bili   
ALT   
Alk Phos   
CRP   
PT   
APTT   
INR   
Glucose   
Total Cholesterol   
Calcium   
Magnesium   
Phosphate    
B12   
Folate    
TSH   
T4   
ESR    
Other   

 

ECG 

 

Chest X-ray 

  

 

CT Head  

 
 
 
 
 
 

Other investigations (e.g. CT Angio/CT Perfusion Study/MRI head)  

 
 
 
 
 
 
 
 
 
 

Please request the following blood tests: FBC, U+Es, CRP, LFTs, Clotting Profile (+/-INR) 
Glucose, Lipid Profile, Bone Profile, Mg, TFTs, B12/Folate (Stroke Panel on AllScripts). 

Investigations 
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Name:      DOB:    Hospital No.                                   
 

 

 

Summary of History, Examination and Neurological Deficit: 
 
PC:  
  
 
History:  
 
 
 
 

Neurovascular Risk Factors:  
 
 
Examination:  
 
 
 
 
 
 
NIH Stroke Score:  
Discussed with on call Consultant Dr: 
Time discussed:  
Summary of Discussion: 
 
 
 
 
 
Thrombolysed (please circle): Y/N 
If yes, what time? 
How certain is the diagnosis of stroke? (please circle): 
Definite/Probable/Possible/Other 
Diagnosis: 
Bamford Classification (please circle): TACS/PACS/LACS/POCS 

Plan:  
  
 
 
 
 
 
 
 
 
VTE prophylaxis prescribed:  
Date: 
Time: 

Signature: 
Bleep:  
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Name:      DOB:    Hospital No.                                   
 

 

 

Stroke Team First Review/Post Take Ward Round  
 
Name of Consultant : 
Date : 
Time : 
Patient Age: 
M/F:                      
Observations: 

NEWS Temp HR BP RR O2 Sats 

      

Presenting Complaint:  
 
 
Diagnosis:  
 
Neurovascular Risk Factors:   
 
 
Ward Round Review  
History:  
 
 
 
 
 
 
 
 
 
 
 
Examination:  
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Name:      DOB:    Hospital No.                                   
 

 

Investigations and imaging:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
VTE Prophylaxis: 
 
BMs within range? (5-15mmol/L) 
BP Targets  
Ischaemic Stroke: =<180/90 
Hemorrhagic Stroke: =<140/80 within 1 hour 
Plan: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Date: 
Time: 

Signature: 
Bleep: 
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