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Transient ischaemic attack (TIA) is now defined as a transient episode
of neurological dysfunction caused by central nervous system ischemia
without acute infarction [1]. This tissue-based definition with a focus on the
absence of infarction has replaced the previous time-based definition. The
new definition highlights the importance of TIA as an opportunity for stroke
prevention, similar to the importance of urgent treatment of unstable angina
in preventing the tissue death of myocardial infarction. TIA is a major warning
of an impending stroke; 15-30% of ischaemic strokes are preceded by TIAs
[2-6]. The risk of stroke is highest in the immediate period following an index
TIA, with 42% of all strokes during the 30 days after a first TIA occurring
within the first 24 hours [6-8]. Therefore, optimal management of the first 24
hours following a TIA is critical in preventing a stroke.
Early assessment and treatment of TIA have been shown to reduce
recurrent stroke risk significantly. The EXPRESS study (Effect of urgent
treatment of transient ischemic attack and minor stroke on the early recurrent
stroke) showed a reduction of recurrent stroke risk by 80% at 90 days following
an index TIA with urgent assessment and treatment using available
medications. The study compared two different approaches to the
management of patients with TIA and minor stroke over two time periods
(phases 1 and 2). Both phases used the same treatment protocols, with the
only difference being that patients in Phase 2 received more urgent assessment
and treatment [9]. The median delay from symptom onset to assessment was
3 (IQR 2-5) days in phase 1 and 1 (0-3) day in phase 2. The median delay from
assessment to initiation of medications, mainly aspirin, was 20 (8-53) days in
phase 1 (started at primary care) and 1 (0-3) day in phase 2 (started at a TIA
clinic). This intervention showed a reduction in the 90-day risk of recurrent
stroke from 10.3% in phase 1 to 2.1% in phase 2. Similarly, the establishment
of a hospital clinic with 24-hour access for TIAs (SOS-TIA Paris) reported a
reduction of predicted 90-day stroke rate from 6.0% to 1.2% [10]. A systematic
review which studied early stroke risk following TIA again highlighted the
benefits of emergent management of TIAs [11]. Among 10126 TIA patients
studied in 18 independent cohorts, the 7-day stroke risk following TIA was
0.9% in studies with emergency treatment, compared to 11.0% in populationbased studies without urgent treatment. These studies emphasized the
importance of treating TIA as an emergency way back in 2008 [12], and led to
the implementation of emergency TIA clinics in many developed countries.
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The TIA registry.org project, which prospectively studied
TIAs or minor strokes from 2009 through 2011 after the
establishment of dedicated TIA clinics, reported lower
stroke rates (3.7% at 90 days and 5.1% at 1 year) [13] and
lower risk of all cardiovascular events (6.4% at 5 years)
[14]. These data highlight the importance of urgent
assessment and treatment of TIA as a medical emergency
[15].
Several scoring systems were traditionally used for
risk stratification of TIAs to guide patient selection for
early treatment [16-20]. However, more recent evidence
suggested that clinical risk scores alone without additional
data on cerebral and carotid imaging were poor at
discriminating low from high-risk TIAs. A systematic
review and meta-analysis of all TIA studies published
between 2005 and 2014 reported that the widely used
ABCD2 score had high sensitivity (86.7%) but poor
specificity (35.4%) in predicting recurrent stroke risk [21].
Further, it was noted that only 66% of true TIAs had an
ABCD2 score ≥4 (indicating moderate to high risk). Patients
with an ABCD2 score <4 (low risk), 20% had a major risk
factor for stroke (>50% carotid stenosis or atrial fibrillation),
and 35-41% were TIA mimics needing different pathways
of management [21]. The current National Institute for
Health and Care Excellence (NICE) guideline (2019)
recommends not to risk stratify patients using scoring
systems and to arrange all patients to be evaluated by a
specialist within 24 hours [22].
Early assessment and treatment of TIA depend on
the urgency of patients seeking medical assistance, and
this in turn is dependent on public awareness [23-26].
However, studies from many countries have shown that
awareness of TIAs is low among patients and the public.
A population-based study in Oxford, UK found that 70%
of patients did not recognize their TIA or minor stroke,
30% delayed seeking medical attention for >24 hours, and
30% of recurrent strokes occurred before seeking medical
attention [25]. Another survey of over 2,000 members of
the public in the UK revealed that 68% had never heard of
TIA, 68% did not recognize symptoms of a TIA, 74%
would not seek emergency medical help even if TIA was
recognized, and 40% were unaware that a TIA was a
warning sign of a major stroke [27]. In a Dutch study, only
33% of patients interpreted their symptoms as a medical
emergency, and less than half had correct general
knowledge about TIA [25]. A study of a Swiss urban
community reported only a third would seek immediate
medical help following a TIA [27]. In a qualitative study in
the UK, only four out of 20 patients were able to identify
symptoms as that of a TIA [26], and in an internet-based
survey among 11,121 Japanese individuals, only 22%
would consider an immediate visit to a hospital in a TIA
[28]. Timely management of TIA also depends on the
urgency shown by treating physicians in evaluation and
treatment, and this is influenced by their knowledge of
symptom recognition and management. A study in
Switzerland showed that knowledge of TIA was poor
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among general practitioners and hospital physicians, and
only 38% referred patients for emergency assessment [29].
More than 40% of French general practitioners and
emergency department physicians were unaware of the
current TIA definition, and more than one third were
unaware of the relevant national guidelines [30]. Clearly,
improving awareness at many levels is a key factor in
ensuring the timely delivery of optimal care in TIA.
TIA in Sri Lanka: where are we, and what can we do?
Stroke is the fourth leading cause of hospital mortality
and causes significant morbidity in Sri Lanka [31]. Its
contribution to the health burden of Sri Lanka is increasing
with the ongoing demographic and epidemiological
transition leading to an increasingly ageing population.
The proportion of Sri Lankans over 60 years is predicted
to double by 2040 [32]. However, acute treatment options
such as stroke units, thrombolysis, and endovascular
treatment are not widely available in Sri Lanka (33).
Therefore, prevention is the best way to minimize the
burden of stroke.
There are many things we can do to improve the
management of TIAs and to minimize stroke risk in the Sri
Lankan setting. Educating the public on recognition of
TIA symptoms and on the importance of seeking urgent
medical treatment is of paramount importance. There is no
data currently available on awareness of TIAs in Sri Lankan
patients or the public. Previous studies have shown low
levels of awareness of stroke among stroke victims,
patients at high risk of stroke, and in the community [34,
35], and it is likely that awareness on TIA is similarly low.
Awareness of diagnosis and emergency management of
TIAs among first contact Sri Lankan doctors is inadequate
[20], and efforts should be made to update their knowledge
of TIAs and the need for timely referral of patients for
specialist opinion. They should also be made aware that
immediate initiation of aspirin is recommended to all
suspected cases unless contraindicated even without
brain imaging, as the benefits outweigh the risks of
haemorrhage [15, 22].
The other key step is the establishment of fast track
clinics for rapid assessment and management of TIAs,
based on the experience of many developed countries.
Resources needed for such clinics, especially for emergent
evaluation (such as CT/ MRI scanning, carotid vascular
imaging, ECG, 2D Echocardiography and risk factor
assessment) are not readily available in most Sri Lankan
hospitals. However, innovative mechanisms such as
assessing all TIAs within 24 hours by an on-call medical
team or referral to a routine medical clinic on the given day
would be feasible and unlikely to pose a significant added
burden. Arranging relevant brain imaging after proper
assessment by a specialist will reduce the number of brain
scans done, leading to significant cost savings in addition
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to preventing patient exposure to unnecessary radiation.
Negotiating with radiology departments for dedicated MRI
and carotid doppler slots for TIAs will help in meeting
timelines for optimal TIA management.
Implementation of current international guidelines is
likely to be challenging with the limited resources at our
disposal. However, a collaborative approach and
restructuring of existing facilities would enable us to
develop acute TIA care pathways in our hospitals to
minimize the risk of stroke and the resultant death and
disability.
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