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Abstract
New clinical concept and therapeutic strategy for TIA

Takao Urabe, M.D., Ph.D.
Department of Neurology, Juntendo University School of Medicine

In the past, transient ischemic attack (TIA) was defined as any sudden, focal cerebral ischemic event with
neurological deficit lasting <24 hours. However, in several series of patients with TIA who underwent diffusion-
weighted magnetic resonance imaging, many ischemic episodes with symptoms lasting <24 hours are associated
with new infarctions. Therefore, TIA working group proposed a new tissue-based, rather than a time-based, defi-
nition of TTA: “a brief episode of neurological dysfunction caused by a focal disturbance of brain or retinal ische-
mia, with clinical symptoms typically lasting less than 1 hour, and without evidence of infarction”. The latest defi-
nition of TTA is “a transient episode of neurological dysfunction caused by focal brain, spinal cord, or retinal ische-
mia, without acute infarction”.

Recent studies have shown that stroke risk after TIA is high in the first few days. Two prognostic scores for
short-term risk of stroke after TIA have been proposed: the California score and the ABCD score. The ABCD*®
score has the same components as ABCD, but with diabetes mellitus added. This score was a more accurate pre-
dictor than either of the previous scores.

Antiplatelet therapy should be prescribed immediately for the secondary prevention of stroke in patients
with a noncardioembolic TIA.

(Clin Neurol 2010;50:910-912)
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