Types of Stroke Centers
1. I. Level I Stroke Center
2. This designation carries minimum requirements. This type of center would provide minimum emergency or routine care to a patient with stroke. Anything more would be referred to the next-level stroke center. The basic elements of this center are as follows: 
3. An MD, neurologist, or a non-neurologist with interest in stroke care in charge of the stroke program.
4. 24-hour emergency room (ER) facility with an on-call neurologist available for a personal consultation.
5. 24-hour availability of CT or MRI equipment for an urgent scan within 30 minutes of a patient’s arrival to ER.
6. An active 24-hour program to deliver emergency intravenous therapies to appropriate stroke patients.
7. An inpatient facility to admit patients with stroke. An intensive care unit may not be present, and a patient may be transferred to an appropriate stroke center if necessary. 
8. 24-hour neuroradiology coverage.
9. The ongoing commitment of the hospital, reflected by the quality assurance measures for better stroke care.
10. Level II Stroke Center This designation carries the larger responsibility of providing comprehensive, though not all-inclusive, clinical care to most of the patients with stroke. Patients who require specialized services might be transferred to the next-level stroke center. Requirements are the following: 
11. Designated full-time or part-time stroke program director, who would be a neurologist with fellowship training or documented interest in cerebrovascular disease. 
12. Stroke nurse-coordinator, who could be an RN or PA.
13. Compilation of a stroke team to provide 24-hour emergency stroke care.
14. 24-hour on-call system to alert the stroke team.
15. 24-hour ER facility with an on-call or in-house neurologist available for a personal consultation.
16. 24-hour availability of a CT and/or MRI equipment for an urgent scan within 30 minutes of a patient’s arrival at the ER.
17. 24-hour availability of a vascular laboratory (eg, carotid ultrasound and transcranial Doppler) and cardiac imaging facility.
18. 24-hour cardiology coverage for a personal consultation.
19. Active 24-hour program to deliver emergency intravenous therapies to appropriate stroke patients.
20. Facility for on-site conventional cerebral angiography.
21. Intensive care unit that could admit patients with stroke.
22. 24-hour neuroradiology coverage.
23. 24-hour neurosurgery coverage for personal consultation.
24. Inpatient stroke unit operational under the direction of stroke director.
25. Continued quality assurance and stroke education programs (for medical staff and the community), overseen by the director of the program. 
26. Ongoing program for primary and secondary stroke prevention.
27. Stroke data bank to collect measures applicable to quality assurance and better patient care.
28. Stroke clinic to provide outpatient consultations for stroke care.
29. Close relationship with rehabilitation program(s) that specialize in stroke rehabilitation is expected.
30. Stroke research programs, clinical or basic, are optional.
31. This program might not accept pediatric patients.
32. Level III Stroke Center This would be the ultimum level of the stroke care center, providing all basic and specialized clinical services. It would also develop programs for basic and clinical stroke research, which can include varieties of stroke fellowship programs. It would provide the leadership role for the smaller centers in the vicinity. This level would include the following: 
33. Stroke program director, who would be a neurologist with at least 5 years of clinical experience in cerebrovascular disease in addition to the fellowship training or documented interest in cerebrovascular disease. 
34. At least 4 stroke-neurologists with varying interest in stroke care.
35. Stroke nurse coordinator, who could be an RN or PA.
36. 24-hour stroke response team.
37. 24-hour ER facility with an in-house neurology house staff and/or on-call neurologist for a personal consultation.
38. 24-hour availability of a CT and MRI equipment for an urgent study within minutes of a patient’s arrival at the ER.
39. 24-hour availability of a vascular laboratory and cardiac imaging facility.
40. 24-hour in-house cardiology coverage.
41. Active 24-hour program to deliver emergency intravenous therapies to appropriate stroke patients.
42. 24-hour facility for diagnostic and/or therapeutic conventional angiography.
43. 24-hour availability of a vascular intervention program to deliver pharmacological or mechanical therapeutic services.
44. Inpatient stroke unit directed by a stroke-neurologist other than the program director. The director of the stroke unit would be assisted by another stroke unit nurse-coordinator. 
45. 24-hour in-house neurosurgery consultation.
46. 24-hour in-house neuroradiology consultation.
47. Neurological intensive care unit headed by a neurointensivist with appropriate training to handle all stroke patients.
48. Continued quality assurance, community education, and medical education for local medical staff and other stroke centers in that area. 
49. Ongoing program for primary and secondary stroke prevention.
50. Stroke clinic.
51. Close relationship with rehabilitation program(s) that specialize in stroke rehabilitation.
52. Stroke data bank to collect data applicable for quality assurance, research, and better patient care.
53. Active stroke research (basic and/or clinical) programs.
54. This center would accept patients in all age groups.
55. A stroke fellowship program is optional.
Each stroke care center is directed by a designated person, the stroke director. Operation of the programs can vary depending on the situation or medical center. 
Minimum quality assurance criterion has to be provided to all stroke centers. In fact, certain peer review organizations and HCFA already have guidelines available that could be applicable to levels I and II stroke centers. Additional guidelines are probably required for level II and definitely for level III centers. 
Every stroke center should have a territorial relationship with the surrounding centers. This relationship, which would be the key to transition patient care and to providing better comprehensive stroke care to all residents of a region, would include the following: (1) a definite protocol for referral to the nearest stroke center; (2) 24-hour availability of a superior stroke care center if a need arises; (3) a referral system easy and reliable enough to be completed in minutes; and (4) extension of air medical transport coverage for patients that might need be transferred to a higher-level stroke care center. 
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