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Mitigating Potential Bias
(Provincial Stroke Rounds Committee)

The Provincial Stroke Rounds Committee mitigated bias by ensuring
there was no Industry involvement in planning or education content.

Objectives
1. Can we predict poor outcome after stroke?
2. What is the window of opportunity?
3. How can we work towards a good death?
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90 Female
Lives with family
Hypertension, dyslipidemia, osteoarthritis
Recent hip pain limiting ambulation
mRS = 2

LSW at 11:30 am, found at home 18:30 hours left hemiplegia
NIHSS = 19

49 male
Unknown history
No known medications

Found at 1400 hours, unknown LSW

Right hemiplegia and aphasia, drowsy

intubated

NIHSS = 19
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70 male
Hypertension, dyslipidemia
ASA 81, atorvastatin

November 10 vacationing in USA,
◦ Sudden right paresis and aphasia
◦ Stroke activation
◦ Rapid decrease in LOC – intubated – transferred to ICU
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Stroke rehabilitation

Life Curves

Life Timeline

modified
Rankin Scale (mRS)

Dr. John Rankin (1923—1981) is one of the many distinguished
alumni of the former University Department of Materia Medica
and Therapeutics, Stobhill Hospital Glasgow. While his varied
international career encompassed pulmonary physiology,
occupational medicine and public health, he remains best
remembered in the United Kingdom for his early stroke
publications. In a series of articles published 50 years ago in the
Scottish Medical Journal he described early rehabilitative stroke
medicine using a novel grading system. Half a century on
Rankin's eponymous stroke scale has become the endpoint of
choice in acute stroke trials. This paper describes Rankin's
remarkable career and the legacy of his work, with a particular
focus on his stroke research and grading system.
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The Window of Opportunity
Physicians sometimes refer to a “window of opportunity” for
withdrawing sustaining treatment in patients with acute severe brain
injury.
There is a period critical illness and physiological instability when
treatment withdrawal is likely to be followed by death. but prognosis is
less certain.
Delaying decisions is associated with greater prognostic certainty but at
the risk that the patient is not dependent on life support but survives
with very severe disability.
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Window of Opportunity in
Treatment Decisions
Negative connotation – withdrawal is never opportune
◦
◦
◦
◦

There is always uncertainty
There is minimal burden with a short period of ventilation
Patients with severe brain injury do not recover a respiratory drive
There is always an option of withdrawal of artificial nutrition

In some situations survival may be the greater misfortune than death
◦ It is sometimes permissible to withdraw treatment when the burden of life
will be great
◦ Patients with severe brain injury do recover respiratory drive
◦ Withdrawal of artificial nutrition may cause suffering
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Patient Outcomes
90 female - right MCA infarction
◦ mRS 5-6 = 55%, mRS 3-4 = 40%, mRS 0-2 = 5%
49 male – left MCA infarction
◦ mRS 5-6 = 25%, mRS 3-4 = 55%, mRS 0-2 = 20%

70 male – left ICH
◦ 30 day mortality = 25%, mRS 0-2 = 10%

8

2/3/2020

9

2/3/2020

10 - 15% of patients with ischemic stroke die as a result of the stroke
20 - 30% of patients with hemorrhagic stroke die as a result of the
stroke
62% of patients with stroke die in hospital
◦ 47% of cancer patients die in hospital

27% of patients with stroke die in nursing homes
◦ 14% of cancer patients die in nursing homes

9% of patients with stroke die in their own home
◦ 36% of cancer patients die in their own home

Where death was a possibility for patients,
no family members mentioned being
offered the possibility of bring the patient
home to die.
Perhaps inevitably given the stressful
situation family members were in, and the
potential for a lack of certainty about
patient outcome, communication between
family members and health professionals
emerged as a key theme in the analysis.

The Art of Dying Well
Most people don’t want to die in a
hospital, but many do, thanks to bad
luck, a sudden catastrophic turn for
the worse, or a lack of realism,
planning, or practical support. No
matter how unexpected the situation,
people do find ways to humanize
hospital deaths and create at least
some sense of a rite of passage.
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The Art of Dying Well
RESPECT protocol. All blood draws,
diagnostic tests, and taking of vital
signs are halted. Medical treatment is
limited to pain management. A sign is
put on the outside of the patient’s
door, so that staff doesn’t disturb the
family. Nurses are encouraged to make
sure that there’s a seat in the room for
every family member, and that
everyone is warm and comfortable.

The Art of Dying Well
We are still a long way from the
day when every hospital has
“dying rooms” as calm, pretty,
and homey as their “birthing
rooms.”

Things to consider:
1. Are we good at predicting a poor outcome and
offering a window of opportunity?
2. Are we approaching end of life care as
aggressively as other areas of acute stroke care.
3. Have we provided our patients and their families
with a good death?
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