Assessing Telehealth Accuracy in Prehospital Stroke Assessment and Bypass Triage
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TNK/MT rates, as well as the time frames from the ED door/911
call-to-treatment (p-values < 0.001)

e Video calls received a 90% overall success rate categorized by whether
sufficient virtual communication was established between EMS and the
neurologist

e Telemedicine utilization increased with each year starting in 2022 to the
projected number 1n 2026

e Metabolic Encephalopathy was the most frequently observed stroke mimic

treatment rates requires further investigation.

Figure 2: Video Call Success Rates by Hospital Destination
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