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Agenda

1. Review data from GWTG-Stroke
2. Review Mission: Lifeline stroke triage algorithm
3. Review region’s current protocol(s) & discuss next steps



Preview of GWTG-Stroke Data

Data by NECC State: Slides 5—-12
Data by New York Region: Slides 14 — 21

Stroke Diagnosis Type
Arrival Mode
Last Known Well to ED Arrival Times

Stroke Care Measures
e Pre-notification by EMS
* Doorto CT <25min
e |schemic Stroke patients who received IV tPA
* |schemic Stroke patients who received IA catheter-based reperfusion
* Time to IV tPA — 60min
* Time to IV tPA —45min

Notes:

e This data is a reflection of hospital documentation of pre-hospital care, and may
not be a true reflection of care provided by EMS.

e At the present time, GWTG-Stroke doesn’t collect data specific to LVO patients.




Data by NECC State



Stroke Dlagn05|s Type, 2016

Region
% of patients Ynumber of patients)
NECC States
||
ME,NH,&) o RI o NY NJ North- Nation
VT east
Ischemic Stroke 69.7% 66.8% 74.6% 71.5% 60.5% 62.2% 63.7% 67.7%
(2,824) (10,252) (1,743) (3,928) (29,546) (10,771) (83,004) (384,294)
TIA 6.6% 18.4% 7.1% 9.7% 20.1% 20.9% 18.7% 12.5%
(269) (2,819) (165) (534) (9,825) (3,620) (24,373) (70,985)
Subarachnoid 4.0% 3.0% 3.5% 3.8% 3.5% 3.5% 3.4% 3.8%
Hemorrhage (164) (459) (81) (207) (1,725) (600) (4,430) (21,812)
Intracerebral 13.1% 8.3% 13.4% 10.4% 10.2% 10.5% 10.1% 11.1%
Hemorrhage (532) (1,279) (312) (573) (4,990) (1,823) (13,143) (63,081)
Stroke, 1.1% 0.7% 0.4% 0.1% 0.4% 0.2% 0.5% 1.0%
nOt otherwise . (o] . (o] . (o] . (0] . (0] N (o] . (o] . (0]
specified (43) (102) (9) (7) (193) (31) (696) (5,848)
Tw:;::gs n 4,054 15,342 2337 5,497 48,815 17,315 130251 567,714

e The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania

* (Cases with a “missing diagnosis”, “no stroke related diagnosis” or “elective carotid
intervention only” are not listed here, therefore the sum of the number of patients

within each diagnosis may not equal the “Total cases in GWTG” for each region.



e The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania

Arrival Mode, 2016

. b Region . HECC
% of patients (number of patients)
NECC States
A 1
MA RI cT NY NJ North-— Nation
east

EMS from 54.6% 51.4% 53.1% 55.2% 53.6% 52.2% 45.8%
home/scene (7,994) (1,169) (2,735) (24,340) (8,856) (63,510) (245,777)

Private t t
rivate transport/ 29.0%  223%  27.3%  31.3%  38.0%  325%  33.8%

BRI el 4,250 507 1,406 13,793 6,275 39,585 181,265
home/scene (4,250) (507) (1,406) (13,793) (6,275) (39,585) (181,265)
Transfer from 15.4% 25.8% 18.4% 12.8% 7.0% 13.8% 18.3%
other hospital (2,262) (587) (948) (5,621) (1,162) (16,825) (98,298)
Not documented 0.8% 0.5% 1.1% 0.7% 1.4% 0.8% 0.8%
or unknown (124) (12) (57) (293) (236) (965) (4,447)
Total N 14,646 2,276 5,148 44,081 16,529 121,646 537,005

e Cases with a “blank” for Arrival Mode are not listed here, therefore the sum of the
number of patients for each arrival mode may not equal the “Total N” for each region.



Last Known Well to ED Arrival Times, 2016

(For patients who arrive by EMS from home/scene),
by Region
% of patients Ynumber of patients)

NECC States
MA RI cT NY NJ North- Nation
east

0-30 min 5.4% 3.7% 3.8% 3.4% 3.0% 3.7% 4.3%
(428) (43) (102) (830) (266) (2,307) (10,550)

31-60 min 14.2% 11.5% 13.9% 11.5% 13.4% 12.5% 12.9%
(2,229) (134) (378) (2,792) (2,271) (7,876) (31,238)

61-120 min 13.2% 10.7% 13.3% 13.3% 14.1% 13.5% 13.1%
(1,046) (125) (359) (3,214) (2,233) (8,535) (31,797)
121-180 min 6.2% 5.1% 4.5% 6.2% 6.0% 6.0% 5.8%
(492) (60) (122) (1,497) (524) (3,781) (14,299)

181-540 min 13.1% 15.3% 13.4% 13.4% 14.2% 13.3% 13.2%
(2,037) (279) (363) (3,259) (2,231) (8,428) (32,166)

> 540 min 13.5% 14.9% 10.8% 13.9% 14.3% 13.5% 13.3%
(1,075) (174) (294) (3,372) (1,249) (8,525) (32,310)

e onme 35.8%  39.1%  40.9%  39.6%  36.5%  38.7%  38.4%
Arrival >2 days after LKW (2,848) (455) (1,209) (9,595) (3,192) (24,430) (93,343)

Total N 7,958 1,166 2,713 24,205 8,755 63,071 24,280

e Cases with documented arrival and LKW time, and LKW to arrival > 2 days, will be

e The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania included in both the “>540 min” and “LKW or Arrival Time unknown, or Arrival > 2 days

after LKW” categories.



Pre-notification by EMS, 2011-2016

(For patients who arrive by EMS from home/scene),

by Region
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* The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania



Door to CT < 25 min, 2011-2016

(For patients who arrive by EMS from home/scene),

by Region
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e The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania



Stroke Care Measures, 2016

(For patients who arrive by EMS from home/scene),

by Region
% of patients Ynumber of patients)

Pre-notification
by EMS

Door to CT
<25 min

Region
E, NH, &
VT MA RI CT NY
48.6% 40.8% 44.4% 48.0% 42.2%
(632) (3,249) (488) (1,264) (10,263)
55.4% 46.7% 56.8% 39.7% 51.1%
(679) (2,917) (557) (866) (9,603)

e The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania

NJ
32.9%
(2,913)

54.4%
(3,806)

North-
east

44.4%
(27,914)

50.1%
(24,881)

Nation

59.0%

(141,001)

51.1%
(101,239)

10



Additional Stroke %are Measures, 2016
eglion
% of patients (n Y umber of patients)

ME, NH, & North- .
MA RI cT NY NJ or Nation
VT east
Ischemic Stroke
pa"e“‘sm‘gA’“e"’ed 8.9% 10.1% 11.5% 10.1% 10.6% 12.4% 10.1% 11.0%
(excluding patients with (251) (1,035) (200) (397) (3,114) (1,336) (8,376) (42,165)
stroke after arrival)
Ischemic Stroke
patients who received
IA catheter-based 1.8% 2.6% 8.4% 2.9% 3.4% 2.8% 3.2% 3.3%
reperfusion (51) (270) (146) (113) (986) (305) (2,622) (12,584)

(excluding patients with
stroke after arrival)

« The Northeast region benchmarki includes the 8 NECC stat qp vani e Patients who receive IV tPA or |IA catheter-based reperfusion at a non-GWTG hospital,
. |Ae tk?rt eabs re§|ton tenc t“?arl lgg grbOL;E |nhc uaes Ie i th Sba Iei'ar;h ennsy \(/janla who are subsequently transferred to a GWTG hospital, would not be captured in the 1
catheter-based treatment includes both pharmacologic thrombolytic therapy an measures for % of patients who received IV tPA, or IA catheter-based reperfusion.

mechanical devices.



Additional Stroke Care Measures, 2016

% of patients (n Y

ME, NH, &

VT MA
Ti to IV tPA -
Imeﬁ(;)min 63.9% 63.2%
(in eligible patients) (124) (494)
Time to IV tPA -
45mi 27.3% 33.5%
mn (53) (262)

(in eligible patients)

RI

82.1%
(124)

49.0%
(74)

Region
umber of patients)

CT NY
70.6% 81.4%
(202) (1,869)
34.6% 45.2%

(99) (1,037)

¢ The Northeast region benchmarking group includes the 8 NECC states and Pennsylvania

NJ

78.5%
(832)

48.6%

(515)

North-
east

76.3%

(4,801)

41.7%
(2,624)

Nation

78.4%
(25,233)

44.9%
(14,457)
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Maorthern Maine Med. Ctr.

Millinocket Regional Hespital

C.A, Dean Memaorial Hospital

Cary Medical Center

Aroostook Medical Center

Houlton Regional Hospital

Maine Coast Memorial Hospital

Androscoggin Valley Hospital
@ Critical Access Hospital Wiseks Medical Center oEE o P Mm..mm Calais Regional Hospital
@ Academic Medical Center s bt Penobscot Valley Haspital
@ Acute Care Community Hospital Morth Country Hospital Uppaer CT Valley Hospital Sebasticook Valley Health Maya Regional Hospital Down East
Cottage Hospital Littleton Reg. Hospital .. Community Hospital
. L]
«Fai .H A Dover-Foscraft
Northwestern Medical Ctr. N X Redington-Fairview Gen. Hosp
NE VT Regional Haspital i
" Franklin Mem. Hesp. ° . . =5t. Joseph Hospital
Pirtifieid *Eastern Maine Medical Ctr.
L alebyisk Skowhegon Bangor
Hospitals By State Newport Rurnford Hospital fw!ﬂm
*Inland Hospital "
State | Total | Comm. | €A | Spec . @ Hachios
SE Al Rumford m._ - “MaineGeneral Med. Ctr. mn.um M. Desert Island
NT 17 7 8 F] Fleteher Allen Copley Hospital . sar Harber Hospital
Health Care ™ ® MaineGeneral Med. Ctr. Bt @ [T ]
KH 1 13 13 5 orrirlle AP Elue Hill
™ ancester tephens Mem, Hosp, . Memorial Hesp
ME k-] 18 16 [] . [ 1 ] 5. dohbury g .
Parter Medical Ctr. | T, Contral "-I'T.I'-'ch. Ctr. . . PR—. Walda County Gen, Hosp,
M 116 % 3 ' L . A P—— Pen Bay Medical Ctr.
fern Bridgton Hasp.
CAsCritcel Agen: Comm.» Acule Lo Dommuniy Masptol Gitford Med, Ctr. 2 Miles M ial Hospital
S ¢ Sperialy Cave Mowpdal (Rehabifabcn Py hain Vietemas) . The Memarial Hosp *‘:1 . [ ] Rocthbay Harbor iles Miemaria =PI
M| o D
Rutland Regicnal e Rusdalph o ‘__. 5t. Andrews Hospital
Medical Ctr, vamed. cr Speare Mem. Hosp. Goodall Hospital *Mid Coast Hospltal
o/e Phomouth Fan— +51, Mary's Reghonal Med. Ctr, sParkview Adventist Med. Ctr.
Grace Cottage [ ] @ Alice Peck Day Huggins Hosp +Central Maine Med, Ctr,
Haspital . New London Hasp. g P Sauthern Maine Med. Cir, “Maine Medical Center
. Ascutney Hospug Locenis “8 .
i Mewlondsn  Froniin Yark Hospital *Mercy Hospital
ol Lakes Reglon Gen. Hosp.
Springfield Hospital [ eremene  Concord Hospital g\~ o
EBrattlebore Memarial Valley RegionalHosp. g Rochester ranklin Reglenal Hosp.
el ®
Hospital i Concond Frisble Memaorial Hosp.
H ® et Wentworth-Douglass Hosp.
,wg.m Cheshire Medical Cir,  Moscheirer L] Portsmouth Regional Hosp,
& B F Eypter Hospital +Catholic Medical Center
SW Vermant Med. Cr. ety Parkland Medical Ctr. i *Elliot Hospital
e 'E'hcg“m . Hosp. *51. Joseph Hospital

=Southern NH Medical Center
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Northern New England Unified Guideline 2.23

Stroke — Adult DRAFT

Stroke Screening Tool

Witness:‘ | Best contact number for witness:

(If patient awoke with symptoms, last time k

Last Time Known Well: ‘

Northern New England Unified Guideline 2923
Prehospital Stroke Scale Examination Please check: Stl’Oke - Adl.llt DRAFT :

Facial Droop: Have the patient smile and show teeth. Stroke Screening Tool
Normal: Both sides of the face move equally well.. |

Abnormal: One side of the face does not move as well as the other. == - B ber for wi 5
Arm Drift: Have the patient close their eyes and hold arms extended. 't"ess" | est contact number for witness: | ( ) _ |

Last Time Known Well: ‘ (If patient awoke with symptoms, last time known to be at baseline)

Normal: Both arms move the same, or both arms don’t move at all. Prehospital Stroke Scale Examination Please check: Normal Abnormal
Abnormal: One arm doesn’t move, or one arm drifts down compared to the d Facial Droop: Have the patient smile and show teeth.
Speech: Ask the patient to repeat a phrase such as, “You can’t teach an old dog Normal: Both sides of the face move equally well..
Normal: Patient says the correct words without slurring. Abnormal: One side of the face does not move as well as the other.
Abnormal: Patient slurs words, says the wrong word, or is unable to speak. | Arm Drift: Have the patient close their eyes and hold arms extended.
Blood Glucose: Normal: Both arms move the same, or both arms don’t move at all.
Yes No Stroke Alert Criteria — Please check Yes or No: Abnormal: One arm doesn’t move, or one arm drifts down compared to the other.
" ] Time from onset of symptoms is known to be less than 6 hours? Speech: Ask the patient to repeat a phrase such as, “You can't teach an old dog new tricks”.
| ] Blood glucose is or has been corrected to greater than 60 mg/dL? Normal: Patient says the correct words without slurring.
| 1 Anyabnormal finding on Prehospital Stroke Scale examination? Abnormal: Patient slurs words, says the wrong word, or is unable to speak.
| ] Deficit unlikely due to head trauma or other identifiable causes? Blood Glucose: [ 1
Stroke Alert Criteria — If yes to all criteria contact receiving hospital and report a STRq Yes No Stroke Alert Criteria — Please check Yes or No:

" | ] Time from onset of symptoms is known to be less than 6 hours?
| ] Blood glucose is or has been corrected to greater than 60 mg/dL?
L Any abnormal finding on Prehospital Stroke Scale examination?
[ Deficit unlikely due to head trauma or other identifiable causes?
Stroke Alert Criteria — If yes to all criteria contact receiving hospital and report a STROKE ALERT

T STANDING ORDERS

=
®
2
0
=
o

T STANDING ORDERS



Thrombectomy-capabilg .




Our Local EMS Stroke Triage Protocol(s)



Maine

* Maine Medical Center's (MMC’s) CSC survey on Nov 29-30t
e EMS education on using the LVO Race Score in Portland area

e EMS Direct — CT Activation at MMC — before EMS comes to our door, CT is
notified and bring patient direct to CT

* In talks department of public health, stroke workgroups, and management
gcrol_:,s ’E:he MaineHealth system to set up some sort of Statewide System of
troke Care

 Neurohospitalist program — building a Neurohos?italist Program and
almost complete; currently have 5 Neurohospitalists and may hire a 6th
one.

e TeleStroke Program - 6 hospitals, 8 sites gbecause two hospitals have two
EDs), we offer inpatient TeleStroke to 3 of the 6 hospitals and are
expanding next year.



an 180/105
Ischemic Stroke without TPA - less than 220/110

19



Vermont



New Hampshire

PLANNING FOR A NEW HAMPSHIRE

STROKE CARE SYSTEM

A report prepared by the
NH STROKE COLLABORATIVE

May 10, 2017

21
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Frisbie Memorial Hospftal

38 min to Huggins Hospital

10 min to Alice Peck Day Hospital

15 min to Wentworth-Douglass Hospital

64 min to Speare Memorial Hospital

28 min to Portsmouth Regional Hospital

86 min to Lakes Region General Hospital

Wentworth-Douglass Hospital

15 min to Frisbie Hospital

31 min to New London Hospital

21 min to Portsmouth Regional Hospital

63 min to Franklin Regional Hospital

Portsmouth Regional Hospital

28 min to Frisbie Memorial Hospital

37 min to Valley

58 min to Concord

21 min to Wentworth-Douglass Hospital

L{Japaij, METI, Es¥i China (Hong Kong), Esti (Thailand), TomTom

17 min to Exeter Hospital

7

ba ST
Sources:\Esri, DeLorme“,;LH”ERE, USGS, Intermap, increment P Corp., NRCAN, Esri
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Pelham, NH and Lah

Consider Stroke Mimics

Test blood sugar level, treat
as needed

Cincinnati Stroke Scale
consistent with a stroke

Last Known Well:
Less than 6 hours?

Modified Ranking Score:
2 or less?

RACE Scale:
5 or higher?

Arrive at
Primary Stroke Center
less than 3 hours of onset?

Comprehensive
Stroke Center:

Lahey MC

OO 7.02

Paga 2 AF11

Nashua area to Lahey approx 25-30 mins

23



CMC

e https://www.youtube.com/watch?v=Cpn3He3bW34

24


https://www.youtube.com/watch?v=Cpn3He3bW34

: regponding
g call,

arival- Provide any necded
ferventions, reguest
hir lesed of
urstabla
ik

alfoke Nt suspeched

SEVERITY-BASED STROKE
TRIAGE ALGORITHM FOR EMS

Perform and document
froem ily o
potential L
CSTAT, FAST-ED, alc.)

denlify and dociment
Timea | nowm well
of sympiom discaveny

Treal and lranspor
a8 indicated per
patignl presemation

Call siroke alert, pre-nofily
mosving fcdity and Fansport
I the closest appropriate
strike cenler (ASAM, PSC,
TSC, CSC) per your regional
stroke systems of care palicy

Cail Stk Abert, pre-naly neceiving faciity and
tmreport directly 1 an appropriately cerlified
CSC Mal s wilhin T acosplabie rareport fme,
I no CSC mests the eriieda then rangport 10 the
neares| desinaked Trrombechmy-capaie
simbke canler (TSC), oF closeslappm priale stk

center (ASRHPSE) per your regional stoke
ks of care plan

= e w pabenl, Bmiy members and ofer Wil io de Eming
Liast Known Wl (LKW lime and time of Symplom Discovery

= Alempllo idenBly possile siroke mimics (eg. Seiare, migraine,
iniomication) and dekerming il pabent fas pre-edsthg suslan il
disabilly (need for Pursing homecans o irabiily 1o walk without
help fom olfers).

= Encourage lamily 1o go dimcty b Emergency Department if not
Traresporie d with pabent and obfain maobis romber of necd of Kn

ard Wik i,
o [ Mobbe Stroke Unil awaiah e—iollow Moble Simke Linit Proioc,

« Each EMS agency shouid uliize a pubEshed and validald slioke scen
1o assess palkients wih non-raumatic onset of tocal neurdiogic deficits
and vaiidated tool 1 assess possiie Large Vessel Occusion [LV0)

* Patierits who are eigitie for |V Aliepiss if ransported to ne anest Aculs
Stroke Ready Hospital (ASRH) or PSC should not be rerouled toa CSC or
Thmmbectomy-capabis S¥oke Ceriter if doing 5o would resull in a deiay
el would maice them insiigiie for IV Alieplase.

« Callect a st of current medications (sspecialy anticoaguiants) and
abain patiert history including co-mirtid conditions (s, sarious kidnay
or liwer dise ase, recenl surgery, procedumes or siroke) (hat may impact
treatment decisions. CO017 American Heart Association, Inc. All 1




Severity-Based Stroke Triage

Algorithm for EMS

* What It Is:

“Mission: Lifeline Stroke presents the Severity-

From the webinar,

based Stroke Triage Algorithm for EMS”
Peter D. Panagos, MD, FAHA, FACEP
Lee Schwamm, MD, FAHA
Joe Acker, EMT-P, MPH

of currently available data for time-dependent

power and EMS Stroke Triage capabilities

* What It Is Not: ®

Evidenced-based best-practice, multi-specialty review

benefits of IV tPA and EVT, stroke scale predictive

Prescriptive template for every EMS region. Requires
customization to local resources and geography

4

Hoart | Stroke | LIFELINE],

MISSION:
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Key Assumptions

- __From the webinar, _
“Mission: Lifeline Stroke presents the Severity-

based Stroke Triage Algorithm for EMS”
Peter D. Panagos, MD, FAHA, FACEP
Lee Schwamm, MD, FAHA

* Balance access to EVT in suspected LVO patients
Joe Acker, EMT-P, MPH

with potential harm of delay in IV tPA
Minimal disruption in clinical work-flow to get EMS on board
More PSCs (N=1182) than CSCs (N=118) and ASRH (N=24)

Avoid overcrowding at CSC and reducing expertise at PSC

No single Severity Tool is superior. Aim for uniformity by region
Hemorrhagic stroke triage guided by symptom severity
Acceptable delay for re-routing still unclear. RCTs underway
Every 15 minute delay increases mortality and sICH

In rural settings, longer times (20-30 min?) may be reasonable

* X ¥ H¥ # H #* H ¥

Update algorithm when better evidence exists m”m MISSION:
Hoart | Suoe | LIFELINE)..

i i iy




Similarities and/or Differences with
National Mission: Lifeline Triage Algorithm



Next Steps as a Region?



New England Stroke System of Care
Workgroup

e Met Sept 29 and will meet Nov 17t" 9-10AM and then monthly

e Dan Wolfson (VT), Jim Suozzi (NH), Matt Sholl (MEB, Tim Lukovits (DHMC) joined
AHA staff and representatives of CT and RI. To include Guillermo Linares 6UVI\/I).

* Purpose

e Offer a forum for state medical directors to work collaboratively to improve the systems of
care for stroke patients in ME, NH, VT, RI, CT & MA

e Gain a better understanding of current systems and barriers to care

* Share best practices, protocols, how to build statewide consensus among stakeholders, how
to gain transparency into individual hospital capabilities, etc.

* Consensus on top 3 priorities

e Build off of the combined EMS protocol shared between New Hampshire, Vermont, and
Maine for the rest of New England states, as appropriate

* Identify hospitals’ capabilities and competencies for treating stroke; determine the minimum
necessary for a hospital to demonstrate to receive acute stroke patients

e Develop screening protocol for LVO patients and their transportation



ASRH or easier?

Stroke

Receiving

Facility
Toolkit

Utah State Stroke System

Utah Stroke Receiving F.

Laboratwory Availability

11, Is the hospital laboratory staffed 2477

12, Are the following test results available within 45 minutes of patient arrival:

* CHC
« BMP
« PTPTT/INR

Quality Improvement Plan

13, Can the hospital demonstrate a plan to collect and review standard stroke quality improvement date? Please aitack
copy af the plan and the dota elements

14, Will the hospital collect and report quality improvement data to the UDOH Stroke Progmm on aquarterly basis?

15, Will the hospital participate in stroke-specific training offered or approved by the Utah Depantment of Health?

Attachment Chechkdist; The following items should be returned as attachments to this application;

*  Stroke Physician Call Roster

& Stroke Assessment Tool

*  Acute Ischemic Stoke Protocol

+  Stroke Box Contents and Location

s Stroke Inter-hospital Transfer/Transport Protocol

& Stroke Quality Data Plan and Elements




"he Joint Commission announces a new Thrombectomy-
‘apable Stroke Center (TSC) certification program with
=quirements effective January 1, 2018. This advanced
ertification program was d:x’:lnpcd in collaboration with the
umerican Heart Association/American Stroke Association in
=sponse to the need to identify hospitals that meet rigorous
randards for performing endovascular thrombectomy (EVT)
nd caring for paticnts after the procedure.

The Joint Commission currently provides three levels
f stroke center certification—Acute Stroke Ready Hospital
ASRH), Comprchensive Stroke Center (C5C), and Primary
troke Center (PSC). One third of Joint Commission-
ertified PSCs perform EVT, a procedure that recent studies

s ApprovED: New Thrombectomy-

' Capable Stroke Center Advanced
e Certification Program

Table 1. TSC Certification
Eligibility Volume Requirements

Number of neuro- | Minimum number | or, Minimum
interventionists of thrombecto- number of
mies in the thrombectomies
previous 12 In previous 24
months months
1 12 24
2 24 48
3 36 12
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Dartmouth-Hitchcock Medical Cen...

3 mins | 0.8 mi | primary

Concord Hospital

59 mins | 59.6 mi | primary

Catholic Medical Center

1 hour 11 mins | 73.4 mi | primary

Parkland Medical Center

1 hour 23 mins | 85.3 mi | primary

Saint Joseph Hospital

1 hour 27 mins | 92.3 mi | primary

version 1.1 (2] Bata

Southern New Hampshire Medical...

1 hour 30 mins | 93.4 mi | primary
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Sending patient DICOM
already hospitalized in ICL

CHAT ROOM DICOM Viewer Video Conferencing
one-to-one or group chat
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Viz fuses artificial intelligence and
medical imaging to help doctors provide
efficient care independent of geography
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