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E15.2 - DAUPHIN REGIONAL HEALTH CENTER CONTINGENCY FOR ACUTE STROKE 

Version date: 2025-08-27 Effective date: 2025-09-01 (07:00) 

PCP = PCP- ACP ICP= ICP & ACP ACP = ACP only None = EMR - ACP 

 

 Standard clinical approach
 Determine when the patient was LKW
 Calculate the LAMS score (table 1)
 Perform the thrombolysis checklist (table 2)

 Minimize scene time 4
 Consider ECG 5

Have the symptoms / signs completely 
resolved before scene departure? 6

Initiate transport to the closest telestroke 
site & call VECTRS during transport 7

Transport to the closest 
open ED in Manitoba

Call VECTRS as 
soon as possible 8

No

Yes

Remain with the patient until 
released by VECTRS 11

 Consider proxy for collateral / consent 9
 ACP: Consider labetalol if the BP is greater 

than 185/110 mmHg
 Provide pre-arrival notification 10

3.5 hr

Yes

Is the answer “YES” to any question in 
the thrombolysis checklist (table 2)?

No
Can the patient arrive at any telestroke site 

(including YRHC) within 3.5 hours of stroke onset?

Yes

No

Does VECTRS advise transport 
to a telestroke site?

Transport as 
directed by VECTRS

Yes

No

 

VECTRS: (204) 949-4000 YRHC: 1 (306) 782-0470 
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TABLE 1: LOS ANGELES MOTOR SCALE (LAMS) 

- - - 0 1 2 

FACIAL DROOP absent present - - - 

ARM DRIFT absent drifts down falls down 

GRIP STRENGTH normal weak no grip 

 

TABLE 2: ERS THROMBOLYSIS CHECKLIST NO YES 

1. Is the patient on an anticoagulant? If so, which one (appendix B) & when was the last dose taken?   

2. Has the patient ever had an intracranial hemorrhage?   

3. Does the patient have / have they ever had an intracranial cancer, aneurysm or arteriovenous 
malformation? If so, when did this occur & what treatment was received?   

4. In the last 3 months has the patient had a stroke, intracranial / spinal surgery, or serious trauma 
involving the head or spine?   

5. In the last 21 days has the patient had an active gastrointestinal or genitourinary bleeding?   

6. In the last 14 days has the patient had major orthopedic / abdominal / cardiac / thoracic surgery  
or serious trauma involving the chest / abdomen / pelvis / femur? 

  

7. In the last 7 days has the patient had a lumbar puncture or an arterial puncture at a non-
compressible site? 

  

8. Has the patient had a recent myocardial infarction? If so, when did this occur and what treatment 
was received? 

  

9. Did the patient have a seizure at the onset of the stroke? If so, do they have a known seizure 
disorder, are they on anticonvulsant medication(s), and when was the last dose taken ? 

  

10. Is the patient known to be pregnant?   

 

INDICATIONS 

ALL MUST APPLY: 
• The patient has a known or suspected acute stroke. 
• The patient has been picked up from within the catchment area of the Dauphin Regional Health Center (DRHC). 
• The DRHC is not currently providing telestroke services, even if the ED is open. 
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CONTRAINDICATIONS 

• Instability of the airway, breathing or circulation that cannot be managed with available prehospital personnel, 
procedures, or equipment 

• Glasgow coma score equal to 8 or less 
• Symptoms or signs due to hypoglycemia and resolve with euglycemia 
• Health care directive or advanced care plan indicating comfort care only (ACP-C) 

 

NOTES 

1. For the purpose of this care map,  

a. Acute stroke means the onset within the last 23 hours of a new neurological deficit. This may include any of the 
following symptoms or signs.  
• unilateral motor weakness / paralysis (any of face / arm / leg) 
• unilateral sensory loss (any of face / arm / leg) 
• trouble speaking / understanding speech or slurred speech 
• vison loss or double vision 
• imbalance or an unsteady gait not due to a musculoskeletal condition or injury 
• altered level of consciousness 

b. Stroke onset means the time at which the neurological symptoms or signs first appeared, or the time at which 
the patient was last known or witnessed to be at their neurological baseline. Stroke neurologists often refer to 
this as the time that they were last known well (LKW). 

For example, if a patient was LKW when they went to bed at 10:00 pm, and was found to have a deficit at 4:00 
am, the onset of the stroke will be presumed to have occurred at 10:00 pm.  

c. Open (as in “closest open ED”) means that the Medical Transportation Coordination Center (MTCC) has not 
issued a redirection advisory for that emergency department (ED). 

d. Closest (as in “closest open ED”) means as the shortest estimated transport time from your current location. if 
two facilities have similar durations, go to the site in the direction of Winnipeg (travel in the opposite direction 
may lead to a delay if transfer to the comprehensive stroke center becomes necessary).  

NOTE: In some parts of the DRHC catchment area the York Regional Health Center (YRHC) will be the closest 
telestroke site, whereas a Manitoba facility will be the closest in some of the more easterly parts. 

2. When a patient is triaged by the Medical Transportation Coordination Center (MTCC) as possibly suffering an acute 
stroke, they may issue a pre-alert for an air response. You will need to provide an initial radio report to MTCC as soon 
as possible. They will relay this information to the Provincial transport physician to make the launch decision. 

3. Appendix A contains the minimum information that is required for the focused stroke assessment. 

a. The Los Angeles Motor Scale (LAMS) helps to identify the vascular territory of the stroke, determine its severity, 
and plan for the optimal therapy (table 1). 

b. The ERS Thrombolysis Checklist (table 2) contains some of the exclusion criteria from the Canadian Stroke Best 
Practices - Thrombolysis Protocol, and is used by ERS paramedics to determine their first priority. When 
performing it, obtain as much relevant detail as possible and review all “YES” answers with the VECTRS clinician. 9 

4. The patient requires an 18-gauge peripheral intravenous catheter in the antecubital fossa to inject contrast for the 
computed tomography angiogram (CTA). The right arm is preferred, but the opposite side can be utilized in the event 
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that the patient has had prior lymph node surgery, a dialysis fistula, or no available veins. If possible, this should be 
performed during transport to reduce scene time. 

5. Consider obtaining an electrocardiogram (ECG) if cardiac symptoms cannot be reliably excluded due to a disturbance 
of speech.  

6. If the patient’s symptoms / signs completely resolve before departing the scene, they should be evaluated for 
transient ischemic attack (TIA) at the closest open ED within Manitoba. If this occurs during transport, the patient 
should be transported to whichever site is closer to your current location, either YRHC or an ED in Prairie Mountain 
Health (PMH).  

7. Initiate transport towards the closer of YRHC or a Manitoba telestroke site, and call VECTRS as soon as possible. 

If a stroke victim is able to arrive at a telestroke facility within 3.5 hours of stroke onset and the answer to every 
question in the thrombolysis checklist is “NO” (all “green” in table 2), they are a candidate for thrombolytic therapy 
and must be transported there as quickly as possible.  

8. Call VECTRS first.  

NOTE: In some parts of PMH it may be prudent to initiate transport towards a less remote location while waiting for 
VECTRS. 

If a stroke victim patient cannot arrive at a telestroke facility within 3.5 hour of stroke onset or the answer to any 
question in the thrombolysis checklist is “YES” (any “red” in table 2) they are likely not suitable for thrombolysis, but 
may be eligible for EVT in Winnipeg. 

The VECTRS clinician will consult with the stroke neurologist at the Health Sciences Center (HSC). If accepted there 
VECTRS will coordinate the transport logistics and notify the HSC stroke team. VECTRS may direct you to a particular 
location for air intercept. Alternatively, you may be instructed to transport to a local facility for further assessment 
regarding suitability for EVT. 

9. If the patient has a speech disturbance, encourage their “proxy” to accompany them. If they cannot come with EMS, 
obtain a phone number and advise them to remain readily available.  

10. The VECTRS clinician will issue a stroke pre-alert to ED staff at the receiving hospital. Paramedics must give an 
appropriate pre-arrival notification (including an estimated time of arrival) and provide patient updates as requested. 
While this can be via radio to a Manitoba facility, it will require a phone call to YRHC (1-306-782-0470). 

11. You must remain at YRHC until the patient’s disposition is determined and you are released by the VECTRS clinician.  
If a determination has not been made by 60 minutes of your arrival, contact VECTRS and follow their instruction. 

If the patient has not had a stroke or has had one but will not be receiving treatment at YRHC or HSC, they will be 
promptly repatriated to a PMH facility which will be arranged by the Provincial Patient Flow team and VECTRS. 

 

LINKS 

• A01 - Standard Clinical Approach 
• M23.1 - Labetalol 
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APPROVED BY 

  

EMS Medical Director EMS Associate Medical Director 

 

VERSION CHANGES (refer to X05 for change tracking) 

• New 

 

APPENDIX A - STROKE ASSESSMENT 

Identifying information (required to access prior medical records): 
• Patient name 
• Date of birth 
• Personal health information number (PHIN) 

Initial information: 
• Patient age & gender 
• Stroke symptoms or signs 
• Time of onset or last known to be well (LKW)  
• Indicate if the patient is on an anticoagulant (appendix B) 
• Time to closest telestroke site 
• Advanced health care directive  

Physical examination: 
• Vital signs 
• Blood glucose  
• Focused neurological examination for stroke - note right or left: 

o Level of consciousness (alert, responds to voice, responds to pain or unresponsive) 
o Speech (normal, slurred, incomprehensible or mute) 
o Smile (normal, partial droop or complete droop) 
o Arm strength (normal, slow drift or rapid fall) 
o Leg strength (normal, slow drift or rapid fall) 

• Los Angeles Motor Scale (table 1) 
• ERS Thrombolysis Checklist (table 2) 
• Other significant medical history 
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APPENDIX B - ANTICOAGULANTS 

 ORAL  

GENERIC NAME CANADIAN NAME AMERICAN NAME 

Apixaban ELIQUIS ELIQUIS 

Betrixaban Not available in Canada BEVYXXA 

Edoxaban LIXIANA LIXIANA 

Rivaroxaban XARELTO XARELTO 

Warfarin COUMADIN (or generic) COUMADIN (or generic) 

 INJECTABLE  

Dalteparin FRAGMIN FRAGMIN 

Danaparoid ORGARAN ORGARAN 

Enoxaparin LOVENOX LOVENOX 

Fondaparinux ARIXTRA ARIXTRA 

Nadroparin FRAXIPARINE FRAXIPARINE 

Tinzaparin INNOHEP INNOHEP 

Unfractionated heparin HEPARIN (or generic) HEPARIN (or generic) 

 


