
Stroke Assessment for Nurses

Primary Assessment

Secondary Assessment

Patient Information

Name:

Date of Birth:

Medical Record Number:

Date/Time of Assessment:

1. ABCs

Airway:

Breathing:

Circulation:

2. Neurological Assessment

Level of consciousness (Glasgow Coma Scale):

Pupillary response:

Motor function:

Sensory function:

3. FAST

Facial droop:

Arm drift:

Speech:

4. Time of Onset

1. Vital Signs

Blood pressure:

Heart rate:

Respiratory rate:



Plan of Care

Temperature:

Oxygen saturation:

2. Medical History

Current medications:

3. Stroke Risk Factors

4. Blood Glucose Level

5. NIH Stroke Scale Score

6. Imaging and Lab Work

7. Differential Diagnosis

1. Consult with Neurology

2. Medication Administration

3. Monitor and Document



4. Patient and Family Education

5. Follow-Up


	Name: Mr. John Doe
	Date of Birth: 01/15/1955
	Med i cal Record Number: 123456789
	DateTime of Assessment: 01/05/2023, 10:30 AM
	Airway: Patent airway observed.
	Breathing: Respiratory rate 18 breaths/minute, oxygen saturation 98% on room air.
	Circulation:  Blood pressure 150/90 mmHg, heart rate 80 bpm, normal perfusion.
	Level of consciousness G l asgow Coma Scale: 15
	Pupillary response:  PERRLA
	Motor function:  Slight weakness in the right arm, otherwise symmetrical strength.
	Sensory function: Intact response to touch and stimuli.
	Fac i al droop: Absent
	Arm drift: Slight drift in the right arm
	Speech: Mild slurring of speech noted
	4 Time of OnsetRow1: The patient reports the onset of symptoms at 10:00 AM. 
	Blood pressure: 150/90 mmHg
	Heart rate: 80 bpm
	Respiratory rate: 18 breaths/minute
	Temperature: 98.6 °F
	Oxygen saturation: 98%
	2 Medical HistoryRow1: Hypertension, diabetes, and history of smoking.

	Current medications: Lisinopril and Metformin.
	3 Stroke Risk FactorsRow1: Addressed smoking cessation and dietary modifications.
	4 Blood Glucose LevelRow1: Blood glucose level within normal range.
	5 NIH Stroke Scale ScoreRow1:  6
	6 Imaging and Lab WorkRow1: CT scan ordered and pending.

CBC, coagulation profile, and comprehensive metabolic panel were ordered.
	7 Differential DiagnosisRow1:  Considered other causes of neurological symptoms, including transient ischemic attack (TIA).
	1 Consult with NeurologyRow1: Urgent neurology consultation is requested.

Await recommendations for further management.
	2 Medication AdministrationRow1: Tissue plasminogen activator (tPA) administered per protocol within the 4.5-hour window.
	3 Monitor and DocumentRow1: Continuous monitoring of neurological status and vital signs.

Documented response to tPA administration.
	4 Patient and Family EducationRow1: Educated patient and family on stroke risk factors, medications (tPA), and potential complications.

Emphasized the importance of rehabilitation and lifestyle modifications.
	5 FollowUpRow1: Scheduled follow-up assessments and rehabilitation planning.

Coordinated with the stroke coordinator for post-discharge care.


