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Outline

Concord Hospital 

Health System

NH EMS stroke 

care

Initial ED stroke 
evaluation

Challenges faced in 
our central NH 
location



• CH-Laconia (100 Beds)

• Acute Stroke Ready

• CH-Concord (295 Beds)

• Primary Stroke Center

• CH-Franklin (25 Beds)

• Critical Access



Non-profit, independent, charitable organization



CH-Concord 
(Primary 

Stroke Center)

Barriers to expansion: Volume, Resources, Expertise, Cost



CH-Concord Stroke Program
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CH-Concord Stroke Program
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CH-Concord Stroke Program

41

49 51

13

0

10

20

30

40

50

60

2023 2024 2025 YTD 2026

TNK Patients
CVAs receiving TNK = 

20%



Considerations: 
Rural Stroke 

Care

2024



Best Practices: Rural Stroke Care
Coordinated Stroke Care →  
complex interplay of systems



Addressing the 
Challenges



EMS Education

• “Brief Educational Intervention Improves Emergency Medical 
Services Stroke Recognition”; Stroke 2019

• EMS stroke recognition increased from 63.8% to 69.5%

• TPA delivery within 45 minutes went from 5.7% to 8.9%, 
p=0.042

• Changes not sustained after 3 months

• “Prehospital screening of acute stroke with the National 
Institutes of Health Stroke Scale (ParaNASPP)”; Lancet 2023

• More complex intervention did not change recognition

• Use of NIHSS increased scene time by 5 minutes





Regional Policy for Bypass Decisions



Challenges 
to the NNE 
Unified 
Protocol 

Geography, distance, 
resources and mutual aid



Challenges to the NNE 
Unified Stroke Protocol

• Resource utilization
• Over-triage (stroke mimics, ICH) 
• Weather
• Removing from community



Head of Bed at 0 for EMS 
Stroke Alerts?

• 2025 ZODIAC trial

• HOB: 0 degree vs 30 degree in LVO 
patients

• Primary outcome: neuro 
deterioration before thrombectomy

• 0 degree >>>> 30 degree 
• p<0.001

• 2026 AHA/ASA guidelines:
• 0 degree may have clinical utility 

with discrete types of AIS.

• What about EMS?



EMS Lab 
Draws
• Turn-around time 

improvement in 
lab results:

✓Concord 18 
min

✓Laconia 14.5 
min

✓Franklin 8 min



ED Stroke Alert



Hot Cot via EMS or “PIT”

STRUCTURED EMS 
REPORT IN CT HALLWAY

RAPID NEURO EXAM 
WITH TELEHEALTH

CT BRAIN W/O 
CONTRAST



Door to Needle (CH-Concord)
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Annual TNK administrations: 50
Annual LVO transfers out post TNK: 8
Annual LVO transfers out: 19



Best 
Practices: 

Rural Stroke 
Care



Thrombectomy Access at Concord Hospital

• 30% of the US population has 
access to thrombectomy-capable 
center within 30 minutes 

Perfect world: 

2 hours by 
ground

1.5 hour by air



Strategies 
to 
optimize 
transfers

Hospital-Based Protocols

EMR/Image Sharing

“Agreements” with comprehensive 
stroke centers

EMS transport contract

“Repatriation” to PSC



Should primary 
stroke centers 

perform 
advanced 

imaging for 
extended 
window 

thrombolysis?



Advanced imaging

• CTA: 

• CT perfusion vs MRI?

• 2026 AHA/ASA guidelines 
incorporating extended window 
(>4.5-24 hour) thrombolysis based 
on perfusion imaging. 



Extended 
Window 
Thrombolysis 
at a CHHS?

•Per Teleneurology:

•No clients using extended 
window.

•Not recommending at 
this moment.

•“Noone actually knows 
what to do with these 
new guidelines”.



Thank you!
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