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What does this guideline say?
Bob: If you thought you knew what a tran-
sient ischemic attack (TIA) is, and how to 
evaluate for it, think again. This scientific 
statement snuck past a lot of us and its impli-
cations are far-reaching.

The guideline includes three game chang-
ers for all physicians: 

• It revises the definition of TIA

• It recommends that magnetic reso-
nance imaging (MRI) be performed within  
24 hours in patients presenting with TIA 

• It recommends that the ABCD2 (age, 
blood pressure, clinical features, duration, 
diabetes mellitus) score be used in the evalu-
ation of TIA

Let’s start with the change in definition. 
Many of us learned the classic 24-hour 
definition: if neurologic symptoms resolve 
within 24 hours of onset, it is considered 
a TIA. In 2002, the TIA Working Group 
recognized that an ischemic episode that 
improves at 23 hours is not biologically dif-
ferent from one that improves at 25 hours. 

Simply put, there was nothing magical about 
the 24-hour cutoff. The TIA Working Group 
recommended changing the definition to 
the following: a brief episode of neurologic 
dysfunction caused by focal brain or retinal 
ischemia, with clinical symptoms typically 
lasting less than one hour and without evi-
dence of acute infarction.1 

The big change in the current guideline 
is the elimination of reference to duration 
of symptoms. In other words, the “less than 
one hour” is gone. This is because one-third 
of patients whose symptoms abate within 
one hour have evidence of acute stroke on 
diffusion-weighted MRI. 

The new definition of TIA also states that 
there must be no evidence of acute infarction. 
This leads into the second recommendation, 
that patients with suspected TIA should 
preferably undergo diffusion-weighted MRI 
as a means of ruling out infarction within  
24 hours of symptom onset. 

Lastly, the guideline recommends that the 
ABCD2 score (Table 12) be used to deter-
mine which patients should be hospitalized: 
patients with a score of 3 or greater and 
patients with lower scores who may not fol-
low up within two days. 

What should we make of this 
guideline?
Bob: I don’t have a major problem with 
the change in definition. I understand that 
the authors of the guideline want to focus 
more on the pathophysiology of the disease 
than on the temporal course of symptoms. 
This is analogous to a patient who presents 
with chest pain—a biomarker (typically, tro-
ponin) is used to distinguish angina from 
myocardial infarction. In this guideline, the 
authors want to use MRI to distinguish 
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between a TIA and a cerebrovascular accident. This 
sounds good in theory, but MRI is different than a blood 
test. And there is a timing issue—how many institutions 
can get immediate MRI, or even MRI within 24 hours 
of symptom onset? How many insurance companies 
allow this? Even if you can get an MRI within the time-
frame recommended, does it make any difference in the 
long-term outcome of the patient who has returned to 
baseline?

Mark: The authors like MRI because it detects more 
lesions (i.e., infarcts) than computed tomography. But 
just because a small cerebrovascular accident was uncov-
ered, will it lead to a change in care (better or worse)? 
The authors of this guideline note that patients with a 
stroke diagnosed with MRI have a greater risk of having 
a more disabling subsequent stroke than those with a 
normal MRI result. Again, although this may be inter-
esting prognostic information, there is no evidence that 
an infarct identified on MRI will lead to more aggressive 
medical/surgical treatment or to better outcomes. This 
is another recommendation based on disease-oriented 
evidence, and not on patient-oriented evidence that 
matters. 

Andrea: Expanding the use of MRI also will invariably 
lead to the documentation of more strokes, thereby 
accelerating cerebrovascular accident rates to much 
higher levels than previously reported. This is the 
dilemma of having sensitive radiologic studies—they 

identify more lesions, but does this lead to improved 
outcomes? Case in point: from 1993 to 1998, the rate 
of pulmonary embolism diagnosis remained stable, but 
this rate nearly doubled in the eight years following the 
introduction of computed tomography diagnosis for 
pulmonary embolism. However, mortality rates did not 
improve with computed tomography diagnosis, and the 
rates of anticoagulation-related complications increased 
by 71 percent.3 

I believe we are going to have to face up to this com-
ing challenge: when increasingly sophisticated imaging 
technology enables us to see inside vessels millimeters 
in diameter and detect a clot or a few ischemic cells, 
what are we going to do? Will this actually represent 
disease, or will it represent incidentalomas or normal 
aging? Will treatment provide any benefit or just poten-
tial harm? 

Bob: That brings us to the second recommendation in 
the guideline: using the ABCD2 score to decide on hospi-
talization. The ABCD2 scoring system was developed to 
assess the short-term risk of TIA progressing to a com-
plete cerebrovascular accident. It is a combination of two 
earlier scoring systems: the California score, created by 
the Kaiser Group in 2000, and the ABCD score developed 
in Great Britain in 2005. The composite ABCD2 score was 
derived and validated in 2007 (Table 1).2 

Mark: Be careful here. The authors of the ABCD2 study 
say they “validated” their scoring system. How did they 
do that? They retrospectively applied this new score to a 
previous population of patients they themselves studied. 
In a previous AFP Journal Club on the San Francisco 
Syncope Rule, we made the point that before a clinical 
decision rule can be used, it needs to be externally vali-
dated.4 In other words, it needs to be “road tested” by 
other investigators in a completely new population 
before widespread use. 

Bob: Interestingly, many other researchers have subse-
quently tried to assess the prognostic accuracy of the 
ABCD2 score. Some find it accurate, whereas others 
don’t.5 The problem with all of these follow-up studies 
is their heterogeneity—some include emergency depart-
ment patients only, some include outpatients, some are 
retrospective, and some are prospective. I don’t think 
there is a definitive answer as to the prognostic accuracy 
of the score. 

Andrea: I am even more troubled by the recommenda-
tion that the ABCD2 score be used to decide whether a 
patient should be hospitalized. This recommendation 
has far-reaching consequences. If you were to hospitalize 

Table 1. ABCD2 Scoring System for the 
Evaluation of Transient Ischemic Attack

Clinical characteristics Points

Age ≥ 60 years 1

Blood pressure: systolic ≥ 140 mm Hg 
or diastolic ≥ 90 mm Hg

1

Clinical features  

Unilateral weakness 2

Speech impairment without 
weakness

1

Duration of transient ischemic attack  

≥ 60 minutes 2

10 to 59 minutes 1

Diabetes mellitus 1

NOTE: According to the guideline, it is reasonable to hospitalize patients 
with transient ischemic attack if they present within 72 hours and have 
an ABCD2 score of ≥ 3, indicating high risk of early recurrence, or if the 
evaluation cannot be rapidly completed on an outpatient basis.

Information from reference 2.
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patients with a score of at least 3 points in the original 
Kaiser study, 92 percent of all patients with TIA would 
be hospitalized.6 This recommendation is frustrating 
because there has never been a study showing that admis-
sion decisions based on ABCD2 scores result in better 
outcomes. The recommendation is based entirely on 
hypothesis and no evidence. 

Bob: That is the problem you have every time level C 
evidence is reported. There is no evidence—it is just the 
opinion of the authors of the guideline. 

Unfortunately, level C evidence recommendations are 
commonplace. A review of 16 current American Heart 
Association/American College of Cardiology guide-
lines produced from 1984 to 2008 revealed that only  
11 percent of recommendations were based on level A 
evidence (i.e., derived from multiple randomized tri-
als or meta-analyses), whereas 48 percent were level C 
(expert opinion).7 

What should the family physician do? 
Mark: Like Bob, I don’t have a major problem with the 
change in the definition of TIA. It is just unfortunate that 
we are being held to recommendations to obtain studies 
(in this case, MRI) and use scoring systems (ABCD2) 
without any evidence that their use improves patient 
outcomes. 

Andrea: Although the promise of guidelines is to 
deliver well-proven strategies of medical care, we have 
all too often seen these well-intentioned documents 
run amok. Here’s an example: give antibiotics within 
four hours of arrival for patients with pneumonia. 
Any evidence? No. Subsequently this recommendation 
was withdrawn after years of driving ourselves crazy to 
meet this standard. 

Bob: How organizations develop clinical guidelines has 
come under recent scrutiny. In an upcoming AFP Jour-
nal Club, we will take a look at how two organizations 
looking at the same question can publish guidelines with 
differing answers. 

If you conduct a journal club and would like to know the next article 
that will be discussed, please e-mail afpjournal@aafp.org with “AFP 
Journal Club notification” in the subject line.
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Main Points

• �The new definition of TIA no longer includes reference to dura-
tion of symptoms and is now a “tissue-based” definition. 

• �The American Heart Association recommends using the ABCD2 
score to determine the need for hospitalization in patients with TIA.

• �Be wary of clinical guidelines that are based on expert opinion. 

EBM Points

• �Remember the difference between disease-oriented evidence 
and patient-oriented evidence that matters. 

• �Clinical scoring systems should be externally validated (“road 
tested”) before widespread implementation. 

• �The level of evidence of clinical guidelines should be reviewed 
before widespread implementation. 


