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Management of patients with transient
ischemic attack in the emergency
department

An estimated 5 million people in the United States
have experienced a TIA.1 Most of these people visited
an emergency department for their immediate evalu-
ation and treatment. The decisions regarding what
investigations will be performed, what treatments will
be initiated, and in what setting these events will
occur vary greatly across the country.

Studies done in the 1990s found a 90-day stroke
risk of approximately 10%, with about half of events
within the first 2 days.2 Subsequently, researchers in
the United Kingdom and France found that very
rapid evaluation and treatment (i.e., within 24
hours) in specialty TIA clinics reduced the risk by
approximately 80%.3,4 Other groups in the United
States and Australia have implemented clinical
decision or TIA units in the emergency depart-
ment for the same purpose, using either CT- or
MRI-based protocols with neurovascular imaging
and cardiac evaluation all within a 24-hour
period.5–7 Outcomes at 90 days with emergency
department–based evaluation and management
appear to be similar to those of outpatient specialty
TIA clinics.

In this issue of Neurology®, Kapral et al.8 in
Ontario, Canada, searched a province-wide registry
of patients with minor stroke or TIA who presented
to the hospital from 2008 to 2011. Of 8,540 pa-
tients seen in the emergency department, about half
(47%) were admitted to the hospital. Among dis-
charged patients, 68% (3,076/4,509) were referred
to a stroke prevention clinic while 32% (1,433/
4,509) were not. Admitted patients were much
more likely to receive diagnostic evaluations as fol-
lows: brain imaging within 24 hours (more than
98% of the time, neuroimaging was a head CT
only), carotid imaging within 48 hours, echocardi-
ography within 30 days, cardiac rhythm monitor-
ing within 30 days, and assessment by a
neurologist. Admitted patients were also more
likely to receive stroke prevention treatments,
including antithrombotic therapy at discharge, an-
ticoagulation at discharge in those with atrial

fibrillation, antihypertensive therapy within 30
days, lipid-lowering therapy within 30 days, and
carotid revascularization within 14 days. At 1 year,
overall case-fatality was similar in admitted and dis-
charged patients. However, after adjustment for
age, sex, and comorbid conditions, discharged pa-
tients who were referred to specialty clinics had a
lower risk of death than those who were not
referred to specialty clinics (hazard ratio 0.49;
95% confidence interval 0.38–0.64). Stroke and
TIA rates at 1 year were 10.6%, 16.0%, and
17.9% in patients who were admitted, discharged
with specialty clinic follow-up, and discharged
without specialty follow-up, respectively. Median
length of stay among admitted patients was 4 days.

There are many strengths of this study, includ-
ing a large sample size, complete sampling of all
hospitals, and multiple data elements that were col-
lected. The authors acknowledge some limitations
of the study, including that the results were
observed within the context of a universal health
care system, which may not be generalizable to
other health care systems. In addition, clinical deci-
sion or TIA units were not part of the system of
care, so their potential effect on outcomes for pa-
tients who were discharged from the emergency
department is not known. The authors do not
advocate for admission of all patients, but rather
additional strategies to improve access to high-
quality outpatient TIA care.

Despite the known stroke risk after TIA, hospital
admissions are no longer routinely reimbursed in the
United States. As a result, there is interest in how best
to maintain quality care for TIA patients while bal-
ancing fiscal responsibilities. Depending on the
health system and available resources, clinical proto-
cols for TIA evaluation and management may include
facilitated workup and treatment in the hospital, in
emergency department observation units, or at spe-
cialty TIA clinics. The study by Kapral et al. does
not suggest that all TIA patients should be admitted.
Indeed, rapid evaluation and treatment regardless of
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environment in this population-based study seemed
to yield similar patient outcomes.
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