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I. Think	of	TIA	as	part	of	the	spectrum	of	acute	cerebrovascular	syndrome	

	
II. Cater	workup	to	focus	on:	

a. Differentiation	of	TIA	from	Stroke	&	non-ischemic	mimics	
b. Etiologic	Determination	
	

	
	

III. 	A	reasonable	etiologic	workup	in	the	ED	includes:	
a. Brain	Imaging	(CT	or	preferably	DW-MRI)	
b. Cerebrocephalic	vessel	imaging	(CTA,	MRA	of	carotid	ultrasound)	
c. Cardiac	(12-lead	ECG	&	referral	for	prolonged	rhythm	monitoring	+/-	TTE)	

	
IV. Two	more	points	about	brain	imaging:	

a. Diffusion-weighted	MRI	is	the	gold	standard	for	acute	ischemic	stroke	detection,	
but	may	be	falsely	negative	in	the	brainstem	for	the	first	24-48	hours	
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b. Perfusion	imaging	can	improve	your	diagnostic	accuracy	and	predict	progression	
and	early	recurrence	by	identifying	tissue	at	risk	

V. Risk	Stratification:	
a. Clinical	risk	scores	(ABCD2)	are	imperfect	and	should	not	be	used	to	exclusively	

to	determine	resource	allocation	and	disposition	of	TIA	patients	in	the	ED	
b. Imaging-enhanced	tools	(ABCD3-I)	have	far	more	predictive	ability,	but	require	a	

heavily	frontloaded	workup	
c. The	Canadian	TIA	score	appears	to	be	the	most	practical	tool,	but	awaits	

validation	
VI. Disposition:	

a. Rapid	Access	Clinics	and	TIA	observation	pathways	in	ED	Clinical	Decision	Units	
offer	safe	and	efficient	alternatives	to	hospital	admission	

b. Admission	is	still	indicated	for	certain	patients:	

	
	

VII. Management:	
a. Dependent	on	specific	etiology	–	generally	antiplatelet	unless	clear	

cardioembolic	source	identified	
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