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eFigure 1. Receiving Hospitals of the Chicago EMS System Showing Primary Stroke 
Centers and Comprehensive Stroke Centers  
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eFigure 2. EMS Policy and Protocol 
 

 

  
 

STROKE – ALS 

 
 

 

 

 

 

 

 

 

 

 
1 - Dextrose 50% 50ml IV OR 

Dextrose 10% as 100ml boluses until mental 
status improves or BS > 60 to a 
maximum of 500ml 

 

 

 

 

 

 

 

 

 

 

 

BS > 60 mg/dl 

 

 

 *Cincinnati Stroke Scale (CSS) 

Positive CSS = One or more  of the following 
are  abnormal: 

 

1. Facial Droop 

• Have patient show teeth or smile 
• Abnormal = One side does not move as 

the other 
 

2. Arm Drift 

• Have patient close eyes and hold arms out 
for 10 seconds with palms up 

• Abnormal = One arm does not move or 
drifts down 

 

3. Abnormal Speech 

• Have patient say, “You can’t teach an old 
dog new tricks” 

• Abnormal = Patient slurs word, uses wrong 
words or is  unable to speak 

 
 

If abnormal or unattainable CSS or FTN: 
Assess stroke severity with 3 Item Stroke Scale (3I-SS)*** 

 
 
 
 
 
 
 
 
 
 

 
≤ 6 hours 

 

 

 

 

 
Last known 

normal? 

 
 
 
 

3I-SS ≥ 4 

 

 

 
 

6-24 hours 
or unknown 

3I-SS ≤ 3 

And last known 
normal time of 

≤ 24 hours 

 **Finger-to-Nose  (FTN) 

Have the patient touch their nose and then the 
provider’s finger repeatedly, with each hand. A 
normal exam is one where the patient can 
smoothly touch their nose and the provider’s 
finger. 

 
An abnormal examis one where the patient 

demonstrates dysmetria (unable to touch 
finger following a straight path) on either side 
or both. 

 

 
 ***3-Item Stroke Scale (3I-SS) 

The 3I-SS is scored 0-6. Assign a score from 0 to 2 for 
each of the three parts of the assessment. Add each 
section for the total score. 

 

1. Level of Consciousness (AVPU) 

0 = Alert 
1 = Arousable to voice only 
2 = Arousable to noxious stimuli only or unresponsive 

 

2. Gaze Preference 

0 = Normal eye movements 
1 = Prefers to look to one side, but can move eyes to 

both sides 
2 = Eyes are fixed in one  direction 

 

3. Motor Function 

0 = Normal strength in arms and legs 
1 = Can lift arm or leg, but cannot hold arm/leg up for 10 

seconds 
2 = None or minimal movement of arm or leg 
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Contact Medical Control to provide pre-arrival notification 
Document time of onset and signs of stroke in report 

Cardiac monitor 
Establish vascular access 

Dextrose
1 
or 

Glucagon 1 mg IM/IN or 
Oral Glucose 1 tube PO 

 

Transport to closest 
stroke center 

 
Transport to closest 

stroke center 

 

Transport to closest 
Comprehensive Stroke Center 

 

Transport to closest 
stroke center 

Estimate transport time to closest Comprehensive 
Stroke Center (CSC) beyond the closest 

Primary Stroke Center (PSC) 

 

 
≤ 15 minutes 

 

 
> 15 minutes 
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TRANSPORT OF PATIENTS WITH 

SUSPECTED  ACUTE STROKE 

I. Patients with stroke symptoms s24 hours in duration or of unknown time of last known normal 
shall be assessed using the Cincinnati Stroke Scale (CSS – Facial Droop, Arm Drift, 
Abnormal Speech). Screening for additional stroke syndromes shall be performed using the 
Finger-to-Nose (FTN) test.  A severe stroke screen using the 3 Item Stroke Scale (3I-SS) 
shall subsequently be performed on all patients with an abnormal CSS (one or more  
abnormal CSS elements) or abnormal FTN test. 

 

II. Patients with a negative or unobtainable CSS, FTN or 3I-SS may be transported to a Primary 
Stroke Center (PSC) or Comprehensive Stroke Center (CSC) if acute stroke is suspected by 
the Base Station or Paramedics. 

 

ECRNs should seek consultation with an ECP for any situation in which there is a question as 
to the best receiving hospital for a patient with possible stroke symptoms. 

 

III. Patients who have a 3I-SS score of ≥4 and have a known last normal time of ≤6 hours should 
be transported to the closest CSC. Only if the closest CSC is >15 minutes travel time beyond 
the closest PSC, the patient should be transported to the closest PSC. 

 

Patients who have a 3I-SS score of ≥4 and have a known last normal time of 6-24 hours or 
have an unknown last known normal time should be transported to the closest stroke center 
(PSC or CSC). 

 

Patients who have a 3I-SS score of <4 and have a known last normal time of <24 hours or 
have an unknown last known normal time should be transported to the closest stroke center 
(PSC or CSC). 

 

IV. In the event the closest appropriate stroke center is on ALS bypass, the "T + 5 minute" rule 
should be followed, i.e. if the transport time to the next closest stroke center is greater than an 
additional 5 minutes, the patient should be transported to the closest appropriate stroke  
center (PSC or CSC) on ALS bypass (see Notification and Monitoring of Hospital Resource 
Limitation(s)/Ambulance Bypass policy, Section VI.) 

 

Patients with suspected acute stroke should not be transported to a stroke center which has 
notified Region 11 Base Stations regarding a temporary lack of CT scanners; they should 
instead be transported to the next closest appropriate stroke center. 

 

Patients with suspected acute stroke can be diverted to the closest comprehensive 
emergency department if the patient is deemed too unstable for the longer transport to a 
stroke center (e.g. inability to oxygenate or ventilate the patient). 

 
 arm or leg 
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CHICAGO EMS SYSTEM 

POLICY 
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eTable. Inclusion of Patients With Missing Mode of Arrival in Primary Analysis 

Using Interrupted Time-Series to Evaluate the Association of Policy Implementation 

With Endovascular Therapy Rate and Thrombolysis Rate Before and After 

Implementation 

 

 Parameter 

Estimate 

Standard 

Error 

P-value 

Endovascular Therapy Rate (%)    

b0, baseline (Dec 2017) 3.98 2.29 0.12 

b1, Pre-implementation trend 0.18 0.41 0.67 

b2, Level change immediately post-

implementation 

7.42 3.08 0.03 

b3, Post-implementation trend 0.10 0.57 0.87 

Intravenous Thrombolysis Rate (%) 
   

b0, baseline (Dec 2017) 39.89 8.42 <0.001 

b1, Pre-implementation trend -0.07 1.49 0.96 

b2, Level change immediately post-

implementation 

2.30 10.90 0.84 

b3, Post-implementation trend -0.47 2.13 0.83 

 


