
NI REGIONAL MODEL FOR TIA 
SERVICES 2024

WHAT’S NEW?
 

IVAN WIGGAM, INTERIM CLINICAL LEAD, NI STROKE NETWORK
16TH JANUARY 2025



Age Ageing, 2001 Sep;30(5):379-81



CUMULATIVE RISK OF STROKE AFTER A TRANSIENT 
ISCHAEMIC ATTACK (TIA) OR MINOR STROKE

Oxford Vascular Study, BMJ 2004; 328:326-30

Time    Risk of  Stroke %

 Minor stroke      TIA

7d   11.5%            8%

30d   15%                 11.5%

90d   18.5%           17.3%

N= 87 minor stroke,  87 TIA



THE EXPRESS STUDY

¢ Walk-in same day clinic 
(weekday)

¢ If diagnosis of TIA – 
� given aspirin 300mg in the 

clinic
� Antiplatelet, statin, BP 

reduction is SBP >130mmHg

� Dopplers / CEA if indicated

¢ 80% reduction in stroke risk, 
with same day clinic

Lancet 2007; 370:1432-42

Slow 
clinic

Same day 
clinic

P< 0.0001



Stroke/TIA
44%

Cervical root 9%
Epilepsy 

11%

Migraine 20%

Other 
12%

Unknown 
4%

FINAL DIAGNOSES AT RVH TIA CLINIC (2005)



ABCD2 SCORE

Age   60 years or older   1

BP    SBP >140 or DBP>90   1

Clinical features  unilateral weakness   2
    speech disturbance (no weakness) 1
    other     0

Duration/Diabetes >60 min    2
    10-59 min    1
    Diabetes    1
    
    Maximum    7

Lancet 2007;369:283-92



RISK STRATIFICATION

ABCD2 Score 7 day Stroke Risk

    < 4    1.2%

    4/5    5.9%

    6/7    11.7%



BUT NOT ALL PATIENTS WITH ABCD2 <4 ARE AT LOW 
RISK……

¢ About 1/5 of those with low score 
have wither AF or intra-extra-cranial 
vascular stenosis >50%

¢ Also at high risk
 

Amarenco et al. Stroke, 2011, 43 (3): 863-865



INITIAL MANAGEMENT OF SUSPECTED 
AND CONFIRMED TIA (2019)

1.1.4
Offer aspirin (300 mg daily), unless contraindicated, to people who have had a suspected TIA, to 
be started immediately. [2019]

1.1.5
Refer immediately people who have had a suspected TIA for specialist assessment and 
investigation, to be seen within 24 hours of onset of symptoms. [2019]

1.1.6
Do not use scoring systems, such as ABCD2, to assess risk of subsequent stroke or to inform 
urgency of referral for people who have had a suspected or confirmed TIA. [2019]

1.1.7
Offer secondary prevention, in addition to aspirin, as soon as possible after the diagnosis of TIA is 
confirmed. [2008, amended 2019]



2019 TIA AUDIT IN NORTHERN IRELAND 

1. Issues with participation and data completeness

2. All 5 Trusts provide a 5-day/week ambulatory service 

3. 39% of patients with a suspected TIA underwent specialist 
assessment within 24-hours following receipt of referral

4. 48% of patients were referred by their GP

5. 33% of patients referred with suspected TIA were not 
prescribed an anti-platelet prior to TIA clinic attendance. 

6. 41% of patients assessed were diagnosed with TIA.



MONITORING 2021



Priority 1 – Opportunities  

• Regional standardisation of TIA services to reduce risk 
of stroke

• Monitoring to identify areas for service improvement





TEAM EFFORT!



TIA ASSESSMENT PATHWAY



PATIENT SYMPTOMS

¢ FAST campaign has been used to raise public awareness - 
need to seek urgent medical advice, even if symptoms resolve

¢ NHS website lists other potential symptoms….. 
¢ complete paralysis of one side of the body
¢ sudden vision loss, blurred vision or double vision
¢ vertigo
¢ being sick
¢ dizziness
¢ confusion
¢ difficulty understanding what others are saying
¢ problems with balance and co-ordination
¢ difficulty swallowing (dysphagia)
…….However, there may be other causes for these symptoms.



CLINICIAN ASSESSMENT – TIA LIKELY

International Journal of Stroke, 2019, Vol. 14(2) 115–124



CLINICIAN ASSESSMENT  - TIA UNLIKELY 

International Journal of Stroke, 2019, Vol. 14(2) 115–124



CLINICIAN ASSESSMENT – RISK FACTORS

International Journal of Stroke, 2019, Vol. 14(2) 115–124



TIA SYMPTOMS

¢ Motor weakness
¢ Dysphasia
¢ Hemianopia
¢ Monocular visual loss

¢ Isolated diplopia
¢ Dysathria
¢ Vertigo
¢ Ataxia
¢ Sensory loss

Classic Non-consensus

But not including
• Loss of consciousness
• Headache
• Generalised weakness
• Bowel/bladder problems
• Confusion / amnesia



High vascular risk in patients 
with non-consensus symptoms 
which are: 

� Focal
� Negative
� Non-progressive



REFERRAL TO RAPID ACCESS TIA CLINIC
¢ Referrals from ED - generic Trust TIA email 

or ENCOMPASS

¢ Referrals from GPs should be made using 
CCG

¢ TIA referral inboxes and CCG referrals should 
be screened at least twice per day for new 
referrals. 

¢ Service remains Mon-Fri 9am – 5pm 
…..consider admission



TRIAGE OF REFERRALS

¢ all patients with suspected TIA should be assessed within 24 hours, regardless of 
risk assessment using ABCD2 score



TIA CLINIC ASSESSMENT
¢ Clinician (medical or nursing) 

experienced in the diagnosis of TIA and 
common mimics.

¢ The history may be taken virtually or in 
person.

¢ The diagnosis may remain uncertain!

 

¢ What investigations can you expect?



BRAIN SCAN 
¢ Don’t promise a scan – not everyone needs 

one!

¢ Scan is needed if
� Patient on anticoagulation – urgent scan 
� Any suspicion of ICH (can cause transient 

symptoms) 
� Patient needs anticoagulation eg AF
� DAPT being prescribed
� Recurrent events
� Diagnosis uncertain



EXAMPLE 
¢ 76 year old lady 
¢ Recurrent episodes of right sided tingling despite aspirin….







EXAMPLE 
¢ 80 year old lady with recurrent episodes right hand pins & needles 

and slurred speech

¢ Memory loss



MRI WITH SWI



MRI evidence of acute ischaemia
Clinical Diagnosis MRI +ve
Probable TIA 31%
Possible TIA 17%
Uncertain 20%

Stroke 2022; 53(11)3419-3428



Lancet 2021; 397: 902–12





OTHER INVESTIGATIONS TO ASSIST RAPID DIAGNOSIS & 
MANAGEMENT

Vascular imaging
� If carotid territory, but useful for all
� Increasingly *CTA used (dopplers for cervical carotids)

Cardiac investigations
� ECG (should already be done) 
� 72h monitor 
� ECHO if cardiac history / signs / abnormal ECG 

Bloods (should already be done)
� Routines
� Lipids, HbA1c 

*Coutts et al. CT/CT angiography and MRI findings predict recurrent stroke after transient ischaemic attack and minor 
stroke: results of the prospective CATCH study. Stroke 2012:43(4):1013-7



USEFULNESS OF CTA – EXAMPLE 
¢ Patient with posterior circulation minor stroke

• Free-floating 
thrombus in left VA

• Right VA missing



ANTIPLATELET THERAPY 



CLOPIDOGREL PLUS ASPIRIN VERSUS ASPIRIN ALONE 
AFTER MINOR STROKE AND HIGH RISK TIA – META-
ANALYSIS OF CHANCE, FASTER AND POINT

BMJ 2018; 363:k5108



TICAGRELOR + ASPIRIN V ASPIRIN ALONE 
IN ACUTE ISCHEMIC STROKE (NIHSS 5 OR LESS) OR HIGH-RISK 
TIA

THALES trial
N Engl J Med 2020;383:207-17



ANTIPLATELET THERAPY 

¢ Aspirin 300 mg at time of referral (unless contraindicated)

¢ DAPT when diagnosis confirmed (evidence for high risk TIA, 
National Clinical Guideline advises for all)

a) Usually: clopidogrel plus aspirin for 3 weeks, then lifelong clopidogrel 
(aspirin may be considered as alternative)

b) Alternative: ticagrelor (initial dose 180 mg followed by 90 mg twice 
daily) plus aspirin (300 mg followed by 75 mg daily for 30 days)

Note
1. PPI (lansoprazole also prescribed)
2. If intracranial stenosis, or other high risk situation, DAPT may be for 3 months or longer 



OTHER SECONDARY PREVENTION

¢ If AF – DOAC instead of antiplatelet 

¢ Statin therapy – usually atorvastatin 20-80mg

¢ Antihypertensive therapy (as per NICE guidelines). Care should be 
taken to avoid rapid blood pressure reduction if severe carotid 
stenosis.

¢ If symptomatic severe carotid stenosis (50–99%) referral for carotid 
endarterectomy to be performed as soon as possible within 7 days 
of the onset of symptoms

¢ Lifestyle advice



COMMUNICATION TO GP / RECORD OF 
ASSESSMENT
¢ Electronic record of the assessment completed within 24 hours, 

to be available to the patients GP or other practitioners.

¢ For patients not seen by the TIA service or diverted to another 
pathway, communication should be sent to the referrer 
containing advice to stop aspirin(if that is appropriate) and 
whether driving restriction remains





NEW GP REFERRAL FORM

Changes

Ø Guidance page at front of form

Ø ABCD2 score removed from referral information

Ø Old forms still being used by some GPs









¢ When did it happen?
¢ What symptoms? 
¢  Qualitative details?

¢ ?sudden onset
¢ ?focal
¢ ?Non-progressive
¢ ?<1 hour













SUMMARY

¢ If it may be a TIA – refer urgently
¢ If other diagnosis more likely (as per referral guidance) – don’t refer
¢ Start aspirin 300 mg on all referrals (unless contraindicated)
¢ Referrals will be triaged
¢ Expect prompt communication
¢ If TIA – DAPT likely for 3 weeks (3 months if intracranial stenosis)

¢ Service will be monitored – to feed back if areas for service 
improvement identified  



THANK YOU


