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stroke. The majority of hospitals across the United States use CT scans to rule out hemorrhagic stroke. 
However, when the HFA fellows shadowed at MedStar Washington Hospital Center, they learned that MRI 
imaging is superior because it not only rules out cranial bleeding, but also helps identify the clot location 
accurately and precisely. 
 
Systematic Hospital Inefficiencies in Acute Stroke Care Coordination 
 
Communication, coordination, and workflow of emergency medical services (EMS) and the emergency 
department (ED) affect how quickly patients receive life-saving stroke treatment. The time from when patients 
enter the ED to when they receive treatment is often referred to as the “door-to-needle” time. Conversations 
with HFA physician mentors highlighted how door-to-needle time can be lengthened by communication 
inefficiencies, both in EMS delivering a patient to an appropriate stroke center, and in the ED team promptly 
coordinating a “Code 1” response. A lack of universal stroke protocols across hospitals further contributes to 
lengthened door-to-needle times. 
 
Challenges in Transitioning to the “New Normal” After Stroke 
 
As one of the stroke survivor caregivers the HFA fellows met said, “There is life after stroke.” While optimistic 
in tone, this statement hinges on the reality that life after stroke is significantly altered for many. The transition 
from inpatient care to a home setting can come as a shock. The “real world,” complete with unpredictable and 
overwhelming stimuli, contrasts sharply with the supervised, controlled environment of therapy. During the HFA 
fellows’ interviews, stroke survivors explained that putting activities of daily living into practice upon returning 
home was unexpectedly difficult—even after practicing them in a therapy setting. In addition to the fatigue and 
frustration stroke survivors experience as a result of the brain’s healing and rewiring process, they also face 
challenges with accessibility and transportation. Stroke survivors face the heavy burden of both navigating life 
with newly-acquired disabilities and recovering. 
 
Post-Stroke Psychological Health and Well-Being 
 
It is crucial to consider how stroke affects psychological well-being. A significant proportion of stroke survivors 
suffers from depression and anxiety, and often experiences changes in emotional responsiveness. The 
demanding nature of the recovery process itself can become unbearable when coupled with the weight of 
mood disorders, and rehabilitation specialists explained the combination can decrease patient motivation. 
Managing psychological health post-stroke with neuropsychological counseling, medications, and the support 
of care networks is essential for successful rehabilitation and recovery. 
 
Challenges in Implementing Stroke Innovation 
 
Implementing new, innovative technologies in stroke care can often be difficult. Discussions with HFA 
physician mentors underscored that factors such as stakeholder buy-in and interoperability can affect the 
success of new technologies. In telestroke care, for instance, hospitals may not have the resources to afford 
select teleconferencing equipment. Even with the right technology, medical personnel might not be able to 
utilize these resources if it drastically disrupts their workflow or if they are not reimbursed for virtual 
consultations. One comment the HFA fellows heard repeatedly from stakeholders was: “If you’ve seen one 
stroke…you’ve seen one stroke.” This insight demonstrates the challenge of treating and innovating for varied 
stroke incidences and outcomes. Additional design constraints come with patients who are older and/or poorer, 
whose technical savvy and access may be limited. 
 
 
 
 
More information, including citations, can be found in the HFA “Stroke Landscape Analysis,” finalized in 
November 2016. 


