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280
ED code stroke activations

in adults aged ≥75 years

55% vs 33%
stood down before imaging

RACF vs community  (p = 0.001)

62% vs 14%
stand-down for functional status

RACF vs community  (p < 0.001)

18% vs 23%
Reperfusion among confirmed ischaemic strokes 

RACF vs community (p = 0.750)

Background & Aims

Code stroke activations mobilise hospital staff and 

resources for time-critical reperfusion therapy. Residents 

of residential aged care facilities (RACF) frequently 

trigger activations, yet the clinical utility of these 

activations, and how they progress through the hyper-

acute pathway is poorly characterised.

AIM   To compare diagnostic yield, pathway 

characteristics and in-hospital outcomes of ED code 

stroke activations between RACF residents and 

community-dwelling adults aged ≥75 years.

Hypothesis: RACF activations yield fewer 

confirmed strokes and fewer reperfusion 

therapies.

Methods

● Retrospective cohort of all ED code stroke activations at 

a single Australian metropolitan hospital during 2024

● Adults aged ≥75 years, stratified by residential status

● Primary outcome: diagnostic yield - confirmed stroke or 

TIA versus mimic

● Secondary: stand-down frequency and reason, 

neuroimaging, reperfusion, mimic aetiology, discharge 

mRS, in-hospital mortality

● Logistic regression adjusted for age, sex and dementia

Cohort

Community

n = 213

RACF

n = 67

76%24%Share of all activations

36%94%Baseline mRS 3–5

RACF residents were older and markedly more 

functionally dependent at baseline — near-

universal premorbid disability (mRS 3–5) 

compared with roughly one third of community 

patients.

Diagnostic Yield

Confirmed stroke or TIA (%)

● Primary outcome: diagnostic yield was lower in RACF 

residents, but the difference was not statistically 

significant. 

● Post hoc subgroup — activations within 4.5 h of known 

onset or last seen well (27 RACF, 86 community): yield 
was significantly lower in RACF residents.

Stand-Down Pathway

Proportion of activations (%)

● RACF activations were stood down before imaging far 

more often: 55% versus 33% (p = 0.001)

● Stand-downs were driven predominantly by premorbid 

functional status rather than symptom severity: 62% 

versus 14% (p < 0.001)

● Time since onset was cited as the reason in a similar 

proportion of both groups (19% and 17%)

Premorbid function appears to act as an 

informal filter applied after activation, at 

clinician discretion.

Limitations

● Single centre, single year; modest RACF sample limits 

precision

● Outcomes of stood-down activations were not captured

Mimic Aetiology

Mimic aetiology (%)

● Mimics in RACF residents were dominated by delirium 

and infection

● Community mimics were considerably more 

heterogeneous

These conditions carry their own time-critical 

imperatives — a stood-down code stroke is 

not a benign endpoint.

Reperfusion & Outcomes

Reperfusion among confirmed ischaemic stroke (%)

pComm.RACFOutcome

0.0518%17%28 Day readmission

0.2946.6%10%In-hospital mortality

Among confirmed ischaemic strokes, 

reperfusion rates did not differ.

Conclusions

● RACF and community activations diverged chiefly in 

pathway use rather than diagnostic yield

● Stand-downs were more frequent in RACF residents and 

were driven by premorbid function, not symptom severity

● Premorbid function is acting as an informal triage 

criterion after activation

● Larger studies of stand-down practice are needed, 

including outcomes of those stood down
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The principal divergence between groups was 

in pathway progression rather than in 

diagnostic yield


