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SPEAK FUNNY

Pahk Our Cahs

Come up from the cellah, 
suppah is done

We have wicked awesome 
idears

Drop Rs

Insert Hs

Insert Rs

Unique Accent



Corruption and Organized Crime





We’re small



Rhode Island





Stroke Systems of Care





History/Background of the RISTF

• Created in 2005
• Mandated by law in response to RIGL 23-78-1    

•Stroke Prevention and Treatment Act of 2009
• Stroke is a leading cause of death and long-term disability
• Prevention/Treatment reduces incidence
• Establishes a Stroke Task Force



Stroke Task Force

• Task force
–Noun

•A unit specially organized for a task



RISTF MEMBERSHIP

• Physicians Active in stroke Care
– Neurology
– Neuroradiology
– Neurosurgery
– Emergency Medicine

• RN/NP
• PA
• CSC Admin
• ASAB
• Public Health

• Rehab facility
• Quality Improvement Org
• American Stroke Assoc
• Stroke Survivor/Caretaker
• Minority Health Organization

• Currently have representative 
from ALL hospitals in RI



GOALS OF RISTF

• Identify/Monitor Stroke Incidence
– Highest risk populations

• Publicize/disseminate findings
• Promote Collaborative statewide system of care
• Make recommendations for EMS stroke related care
• Work with PCPs to promote Primary Prevention of Stroke
• Collect and analyze data to determine trends
• Promote/share best practices



Accomplishment

• All RI hospitals participate in GWTG
• National Database

– Performance feedback for CQI
– Hospital Performance Achievement Awards
– Clinical Tools
– Professional/Patient Education

• All RI Stroke Hospitals agreed provide hospital 
level data
– Identify and address strengths/weaknesses

• Quality of Care Metrics
• Racial/Ethnic Disparities



KEYS TO A SUCCESSFUL STROKE TASK FORCE
• Identify State Needs

• Consider Population, geography
• Secure Health System Buy In

• Especially EMS
• Access Data Systems for QI
• Recommendations built on Science
• Funded

• CHALLENGES in RI
• $$
• Currently Unfunded
• DOH Assets but lack data

2018
•Robust Data

2020
•COVID

2023
•Plans to 

Reconvene

2024 
•Re-

established



Keys to A Successful SSOC

Prehospital In Hospital

• Tiered Stroke Center Approach
• State CQI
• Data Reporting
• Certified CSCs, PSCs, ASRH
• Telestroke Program where appropriate



The Power of Data- Populations



The Power of Data-Prehospital



The Power of Data- Inhospital



Using Data to Facilitate Change



Using Data to Facilitate Change



Achieving Goals Through Legislation and Regulation

Establishes a 
Framework

Ensures a systematic 
Approach

Common Practices

Ensures that regulations 
are in place

Mandates adherence

How we operationalize Defines Specific Practice

Easy to update Adapts to specific needs 
of the state/region

LEGISLATION REGULATION



Field Transport DestinationRhode Island Stroke System of Care



Legislative Process

• Stroke Prvention and Treatment Act 2009
– Mandates Stroke Centers

• Acknowledges differences in Centers capabilities
• Recognizes CSCs

– Mandates EMS system to ensure transport to SCs with 
“Appropriate Programs”

• Stroke Assessment Tools
• Protocols for with plans for Triage/Transport to appropriate CSCs, 

PSCs, ASRH

– Mandates Participation in the RI Stroke Task Force



Regulatory 
Process

• RISTF: 2015
– Recommended SST: LAMS

• Easy, Reliable

• Protocol 2016 Bypass LAMS ≥ 4
– 30 Min Radius

• MI/Trauma





Early Results of Field Stroke Triage (2016-17)

232 Patients
144 to Closest Primary Stroke Center

88 met bypass criteria to RIH

Time Metrics
7 min additional drive time

Scene to tPA FASTER in bypass group
• 50.2 vs 62.3 min
Scene to Arterial Puncture FASTER in Bypass 
group
• 93 vs 152 min



Regulatory 
Process

• RISTF: 2015
– Recommended SST: LAMS

• Easy, Reliable
Protocol 2016 Bypass LAMS ≥ 4
– 30 Min Radius

• MI/Trauma
• RISTF 2020

– Recommended Elimination of Radius ASAB Addended the 
Protocol



Clinical Outcomes at 90 days, Matched Pairs

9.57%

20.51%

12.17%

17.95%

24.35%

16.24%

18.26%

16.24%
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STATE 2

STATE 1
0 1

2 3

4 5

6

OR for shift towards less disability in State 1:
1.4, 95% CI[1.06, 1.76], p=.0153

Field Triage to 
CSC

Closest 
Hospital first

Excluding those with pre-existing disability
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