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A transient ischaemic attack (TIA) is defined as a stroke 
that recovers completely within 24 hours of onset. 
TIA and stroke are the same disease and both need to be
treated with equal urgency. Patients with ongoing
symptoms and signs at the time of assessment, however
early after onset and even if improving, need to be
treated as stroke with rapid transfer to an inpatient stroke
service.

The assessment of TIA requires taking a careful history 
to determine the onset of symptoms: Are the neurological
symptoms focal? Are the neurological symptoms negative
rather than positive? Was the onset of the focal neurological
symptoms sudden? Were the focal neurological symptoms
maximal at onset rather than progressing over a period? 
If the answer to all four questions is yes the symptoms are
likely to be vascular in origin.

The overall risk of stroke following TIA is 2.1% at two days
and 5.2% at seven days. Patients at higher risk of subsequent
stroke include those with: motor symptoms; high blood
pressure; longer duration of symptoms and diabetes. 
The ABCD2 score is recommended to differentiate
between high-risk TIAs that need specialist assessment
and investigation within 24 hours of symptom onset and
low-risk TIAs that need assessment within one week. 
Any patient in atrial fibrillation (AF), on anticoagulants or
with two or more TIAs in a week should be referred for
urgent assessment, whatever their ABCD2 score.

Around 50% of people referred to specialist TIA clinics 
have the diagnosis confirmed. The differential diagnosis
includes: migraine; seizure; syncope, cardiac events
including Stokes-Adams attacks; hypoglycaemia and
tumour. 

The new National Clinical Guideline for Stroke, 
published in September 2012 by the Royal College of
Physicians,  recommends a loading dose of an antiplatelet
agent (aspirin 300 mg or clopidogrel 300 mg) followed
by aspirin or clopidogrel 75 mg od. A statin should be
started at the same time. Any patient in AF where brain
haemorrhage has been excluded and there are no other
contraindications should be anticoagulated with an agent
that has a rapid onset. Carotid imaging is essential for
anyone with anterior circulation symptoms who would
potentially benefit from carotid endarterectomy.

Useful information 

National Clinical Guideline for Stroke
Useful information for both patients and
healthcare professionals is available in
an easy access version online
www.rcplondon.ac.uk

The Stroke Association
Provides fact sheets on TIA and on
stroke prevention as well as all aspects
of stroke
www.stroke.org.uk

Cardiac and Stroke Networks
Provide advice to commissioners and
clinicians about the provision of services
www.improvement.nhs.uk/stroke/
StrokeNetworks.aspx

The Atrial Fibrillation Association 
www.atrialfibrillation.org.uk 

Blood Pressure UK
www.bloodpressureuk.org

Following confirmation of the
diagnosis in the TIA clinic, any patient in
AF where brain haemorrhage has been
excluded and there are no other
contraindications should be anticoagulated
with an agent that has a rapid onset.
Practitioners should consider the use of
treatment dose low molecular weight
heparin while establishing patients on
warfarin, or consider the use of one of the
new anticoagulant drugs which have
more rapid onset than warfarin. 

Individual risk factor assessment will
include review of fasting lipid and
glucose results, blood pressure and
resting ECG. There is good evidence that
the longer patients are monitored the
better the diagnostic yield for AF, so
Holter monitoring for 24 hours or longer
is of value in excluding paroxysmal AF. 

Carotid imaging is essential for any
patient with anterior circulation
symptoms who would potentially benefit
from carotid endarterectomy. 

If it is not clear from the symptoms
whether the lesion is due to anterior or
posterior circulation disease, a DWI MR
scan may be of value in determining the
site of the lesion. 

Carotid imaging is usually by carotid
Doppler ultrasound but CT angiography
or MR angiography may also be used. 

Carotid imaging should be performed
so that if necessary, carotid
endarterectomy can be undertaken
within seven days of symptom onset.
Patients with less than 50% stenosis,
using the North American Symptomatic
Carotid Endarterectomy Trials (NASCET)
criteria, should be offered best medical
management, while those with 50-99%
stenosis should receive best medical
management together with an urgent
referral for carotid endarterectomy
within seven days of symptom onset. 

CONCLUSION
Accurate, timely diagnosis of TIA by front
line staff including GPs allows immediate
commencement of treatment
(antiplatelet agent and a statin) prior to
rapid specialist assessment in a TIA clinic.
This saves lives by significantly reducing
the risk of subsequent stroke.1

GPs have a vital role to play. They need
to ensure that specialist rapid access TIA
clinics and supporting clinical pathways
to treatment are commissioned and
monitored; and that individual patients
with a diagnosis of possible or probable
TIA are managed and referred
appropriately. All patients will need
secondary prevention, follow up and
monitoring in primary care for life. 
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