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“The risk of a new stroke is highest in the first few hours and
days after a transient ischemic attack, where half of the
recurrent events occur...”

“Time is brain’ is not only a slogan for acute
stroke, but is as important in preventing
new brain attacks in patients experiencing
acute transient ischemic attack (TTA). TIA
is a warning symptom. The risk of a new
stroke is highest in the first few hours and
days after a TIA, where half of the recurrent
events occur, and 10-12% will experience
a new stroke within 3 months unless an
aggressive treatment strategy is chosen [1].
So ‘time is brain’ also in patients with tran-
sient neurological deficits of short duration,
and although symptoms have disappeared
at the time of call for attention, the condi-
tion is unstable and should be regarded as
an emergency, such as in the case of stroke
with ongoing symptoms where acute intra-
venous rtPA is considered. The time mes-
sage is simple but there is no consensus for
the most optimal organization, diagnostic
work-up and management.

Patients with the highest risk for a recur-
rence of stroke can be identified by clini-
cal criteria and a score of 0-7 points on
ABCD?, with alow risk of 1% (0-3 points),
intermediate risk of 4.1% (45 points) and
high risk 8.1% of (6—7 points) at 2 days
after the index event [2]. The risk strati-
fication, however, differs between studies
according to clinical setting, being highest
in population-based settings as compared
with neurovascular units or outpatient
clinics [3].

Prehospital selection appears significant
whether based on the ABCD? criteria or
not. Some guidelines have recommended

admission of patients under suspicion of
TIA with a cutoff point of 3 or more on
ABCD score. Although the sensitivity for
new stroke is very high using this cutoff,
the specificity is low. Using ABCD? scores
of more than five in patients presenting
themselves in an emergency department
setting showed a low sensitivity and speci-
ficity of approximately 30% for new stroke
at 7 and 90 days [4].

“Running awareness campaigns
and distinguishing between
symptoms that can ‘wait’ or not
are confusing.”

Another ‘admission’ concept published
recently focused on time criteria rather
than clinical criteria when determining
which patients should be admitted acutely
(5.6]. The idea is that all patients with a
recent TTA (within 2 days) have the high-
est risk for recurrence of stroke and should
be admitted in order to be able to treat
with intravenous thrombolytics if needed
in case of recurrent stroke symptoms.
This idea is simple and meaningful and
gives a unified message in awareness cam-
paigns: brain attack — ‘time is brain’ — act
now — emergency call dial 112. Running
awareness campaigns and distinguishing
between symptoms that can ‘wait’ or not
are confusing. If patients by mistake seek
their general practitioner more than 2 days
after index TTA then outpatient clinics
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may be a logistically ideal way to handle diagnostic work-up
within a few days, including imaging and ultrasound screening,
securing that an individualized secondary medical prevention can
start immediately and fast track surgery in case of carotid stenosis.

In the community study reported by von Weitzel-Mudersbach
et al., 58% of 306 TIA patients were seen within 24 h after their
TIA and 70% within 24 h after their call for attention [6]. At
1 week, 89% had been seen. A specialized stroke team took care
of all TIA patients disregarding their status as in- or out-patients.
The TIA clinic were an integrated part of a stroke unit, and
patients could easily be changed from an in- to an out-patient
status and visa versa, but all were seen by a senior neurologist and
all had a nurse-conducted health counseling telephone follow-up
after 7 and 90 days and a final face-to-face follow-up after 1 year.
Patients with index TTA within the last 2 days were admitted
acutely. The rest were seen as outpatients 1-3 days after referral.
All referrals were direct to the doctor on call in the stroke unit or
TIA clinic after telephone contact or by fax, which means that
the emergency room was bypassed.

“The specialized stroke team concept and the
integrated TIA clinic in the acute stroke unit, as well
as direct referral bypassing the emergency room,
suggest a highly effective organization.”

The average stay in hospital was 1 day and the recurrence of
stroke risk was low (1.6 and 3% at 7 and 90 days, respectively)
comparable to other TTA studies. Moreover, the l-year stroke
risk and a composite vascular end point were also very low (4.4
vs 5.2%). In this TIA cohort symptomatic stenosis was found
in 21.7%, and 8.5% had preventive carotid surgery within
10 days after index TIA (high-risk patients). All patients with
symptomatic stenosis had dual antiplatelet therapy for 3 months.
Cardioembolic TIA was found in 13.7%, which lead to anti-
coagulant treatment if indicated and no contraindications were
present. Cholesterol and blood pressure lowering treatment were
started if indicated and adjusted by their general practitioner
according to national guidelines.

The adherence to all antithrombotic treatment and other pre-
ventive medication and smoking cessation were seen in approxi-
mately half the cases after 1 year. This preventive strategy was
mostly achieved within the first 7 days and this compliance rate
is higher than in other study reports.

The specialized stroke team concept and the integrated TIA
clinic in the acute stroke unit, as well as direct referral bypassing
the emergency room, suggest a highly effective organization. All
patients have a systematic diagnostic evaluation (clinical examina-
tion, CT/MRI and ultrasound of precerebral arteries and tran-
scranial Doppler) on the day of admittance or in the outpatient
clinic followed by individualized aggressive antithrombotic treat-
ment and preventive carotid surgery if needed. In-hospital stay
is short in this organization and much shorter than reported in
another study [s], service is high and the cost of introducing a
trained nurse-counseling follow-up is likely to be cost-effective
in postponing or preventing new vascular events within the first
year of follow-up after TIA simply owing to better compliance,
although this has not been evaluated. The use of advanced tech-
nology, such as MRI, may further improve risk stratification after
TTA, as patients with a positive acute ischemic lesion have higher
rates of early recurrent strokes compared to TIA patients with
no lesion. Combining clinical scores and MRI gives the most
accurate risk estimation [7]. This may be valuable in defining
the pathophysiology in order to classify the TIA and shorten the
length of in-hospital stay further and thus turn out to be cost
effective.

More studies are needed to find the best organization of TTA
management in a modern society with high expectations to
healthcare systems at low costs.
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