
INTRODUCTION
A transient ischaemic attack (TIA) is a 
temporary focal neurological disturbance 
due to an interruption in the blood supply 
to an area of the brain.1 The term ‘transient 
neurological symptoms’ is used to describe 
the broad range of symptoms that may 
occur following a TIA or another condition 
that may mimic TIA. There is no gold-
standard clinical test that can be used 
to diagnose a TIA or stroke based on 
symptomology; diagnosis of TIA is based on 
the assessment of symptoms and adequate 
investigation by a clinician. Historically, TIA 
symptoms would need to resolve within 
24 hours to be classified as TIA and not a 
minor stroke; however, in 2009 a tissue-
based definition of TIA was proposed: 

‘Transient ischemic attack (TIA): a transient 
episode of neurological dysfunction caused 
by focal brain, spinal cord, or retinal 
ischemia, without acute infarction.’1

In practice, the time-based definition may 
be the more-operable, working definition, 
because identification of infarcts requires 
imaging and not all TIA clinic attendees are 
imaged.

The incidence of transient neurological 
symptoms is high — estimated at 190 cases 
per 100 000 population2 — and clinic referral 
rates amount to approximately 16 per 

10 000 patients every year.3 Outpatient TIA 
clinics are well equipped to identify and 
treat TIA and minor stroke, but only a 
proportion of suspected TIA cases will be 
confirmed.4 Those patients not presenting 
with a TIA may, nevertheless, experience 
adverse health consequences.5 

The clinical assessment for TIA can 
be complex because the symptoms are 
transient and there are no persisting signs 
on examination to guide the referring 
clinician. Previously, a brief review of 
predictive values in TIA was undertaken,6 
but an update is timely as more data 
have been published to inform estimates 
of accuracy. Richer data now also exists 
on alternative diagnoses in this complex 
clinic population. The objective of this study 
was to evaluate the positive predictive 
values (PPVs) associated with first-contact 
healthcare referral — that is, those made 
by GPs or emergency department (ED) 
doctors — to a TIA clinic, and to describe the 
alternative diagnoses in referred patients.

METHOD
Data sources 
Four databases (MEDLINE, EMBASE, the 
Cochrane Database of Systematic Reviews, 
and the Database of Abstracts of Reviews of 
Effects) were searched from 1989 to week 
28 of 2016, using terms for TIA combined 
with a diagnostic filter (available from the 
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authors on request). The Bachmann filter 
(adapted to run on each database) was used 
— this has been identified as one of the most 
sensitive diagnostic filters available, with 
acceptable precision.7 Additional papers 
were sought by screening the citations 
of retrieved studies. All data screening, 
extraction, and full-text assessment were 
done by a single reviewer and checked in 
detail by a second.

Inclusion criteria
Primary studies of any design, conference 
abstracts, and systematic reviews reporting 
information necessary to derive PPVs of 
TIA diagnosis from first-contact health 
professionals (primarily GPs or ED doctors) 
were included. If PPVs were reported in 
more than one study, duplicate values were 
not reported. When there was a duplication 
of reporting, preference was given to full-
text studies that report the most detail with 
respect to the application of the index test 
and reference standard.

Data extraction and study quality 
assessment 
Data were extracted on the: 

• type of study;

• geographical location;

• method of patient selection;

• age of population; and 

• number of patients included in the study. 

Information was also collected on: 

• positive and negative diagnoses;

• frequencies of unverified diagnoses;

• which reference standard the study 

applied (TIA alone or TIA and minor 
stroke); and 

• what definition of TIA was used (tissue- or 
time-based definition). 

Systematic reviews were identified as a 
source of relevant studies. QUADAS-2 was 
used to assess the risk of bias and applicability 
of included studies.8 The frequencies of 
differential diagnoses for false-positive TIAs 
were also recorded, and the details of all non-
TIA/stroke diagnoses tabulated. 

Statistical analysis and synthesis
For each study, the PPV was calculated as the 
number of true positives divided by the sum 
of true and false positives (that is, the total 
number of patients referred to the clinic). 
The binomial exact standard errors were 
calculated if the standard error of the PPV 
was not reported. Due to high unexplained 
variation in the underlying prevalence of TIA, 
it was decided that a summary PPV would 
not be estimated. Forest plots were used 
to display the individual study estimates of 
PPV, with 95% confidence intervals (CIs) 
analysing the target conditions (TIA and 
the composite outcome of TIA and minor 
stroke) separately. Although the main 
analysis reports results for full texts only, 
a sensitivity analysis including conference 
abstracts was carried out to examine the 
robustness of the results. 

RESULTS
The search identified 3924 unique records. 
Of these, and a further three records 
identified by screening the references, 19 
full texts met the eligibility criteria (Figure 1). 
Eleven conference abstracts also met the 
inclusion criteria and were included in the 
sensitivity analysis. Study characteristics 
are presented in Table 1.

Ten studies were conducted in the UK, 
three in Ireland, two in Australia, two in 
Portugal, one in Spain, and one in France. 
All patients identified were TIA clinic 
referrals/attendees, using consecutive or all 
referrals within a given timeframe. In total, 
19 studies provided sufficient information 
to calculate the PPV for at least one of 
the reference diagnoses (TIA and/or the 
composite reference diagnosis of TIA and 
minor stroke). The number of suspected 
cases of TIA referred from, or including, 
GPs (18 of 19 studies) ranged from 52 to 
3533 (Table 1).9,10

Specialist diagnosis (reference standard)
In all cases, the reference standard was the 
clinical diagnosis of the stroke physician 
in clinic. Several studies reported that the 

How this fits in
The positive predictive value of a referral 
to a transient ischaemic attack (TIA) 
clinic has previously been described in 
selected populations in single studies. The 
systematic review presented here found 
that 12.9–72.5% of clinic referrals had 
a confirmed TIA; this was usually ≥50% 
when a composite (TIA or minor stroke) 
reference standard was used. Alternative 
diagnoses suggest that the total population 
with transient neurological symptoms may 
represent a susceptible population for 
further investigations and treatment that 
is not presently discussed in UK stroke 
and TIA guidance. Commissioners should 
ensure that TIA services can meet the 
needs of a heterogeneous patient group.
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assessment of TIA was standardised at their 
clinic and/or of additional retrospective notes 
review to confirm the diagnosis made by a 
senior stroke/vascular specialist. Studies 
dichotomised diagnoses into two outcomes: 

• TIA, which sometimes included minor 
stroke; and 

• not TIA. 

Almost all studies used the time-based 
definition of TIA, even when the later tissue-
based definition was available, but there 
was one exception: one conference abstract 
included in the sensitivity analysis24 used 
the tissue-based definition of TIA.

Differential diagnoses 
Twelve of the included studies reported on 
the final diagnoses received by patients, 
although one study did not report sufficient 
information to determine frequencies for all 
alternative diagnoses.25 The frequency of 
alternative diagnoses, where reported, are 
shown in Table 2. 

The range of conditions diagnosed 
includes those for which guidance from 
the National Institute for Health and Care 
Excellence recommends assessment by 
an appropriately trained specialist, such as 
for multiple sclerosis, epilepsy, and cardiac 
arrhythmias. The most common diagnoses 
were seizure, syncope, transient global 
amnesia, and migraine/tension headache 
(Table 2).

Unexplained diagnoses
The majority — 14 out of 19 — of studies 
did not provide clear information on the 
number of patients for whom there was 
no clear diagnosis following referral to a 
TIA clinic (Table 2). Several studies had 
a ‘possible TIA’ category18,26 featuring 
symptoms that were broadly consistent 
with, but not clearly diagnostic for, TIA, 
as well as a ‘non-TIA’ category when this 
was not the case. As the diagnosis was 
essentially unconfirmed in these cases, the 
analysis in this review treated possible TIA 
as essentially unexplained, that is, negative 
cases in the analysis of PPV.

PPVs of TIA from first-contact health care
The proportion of referred patients with a 
final diagnosis of TIA and/or minor stroke 
ranged from 22.0% to 77.9% (Figure 2), and 
from 12.9% to 72.5% of patients with a final 
diagnosis of TIA (Figure 3). The distribution of 
PPV estimates appeared to differ depending 
on the reference standard — 13 out of 18 
studies had a PPV of ≥50% for a combined 
TIA and minor stroke outcome, but only four 
of 18 studies had a PPV of ≥50% when the 
reference standard was just TIA. 

Assessment of study quality
Application of the QUADAS-2 checklist 
yielded similar results across studies, with 
all having a high risk of bias in the reference-
standard domain. The bias relates to the 
absence of a ‘gold-standard’ test and the 

Unique records identified
through database search

(n = 3924)

Additional records identified 
through reference screening

(n = 3)

Records included on basis
of title and abstract

(n = 128)

Full-text articles included
in review 
(n = 19) 

Records excluded (n = 109)
Insufficient details to determine PPV

(n = 84)
Non-original data (n = 11) 

Non-original data containing
new information  on alternative

diagnoses (n = 1)
Reference standard ambiguous and

possibly different from review (n = 2)
Conference abstracts with sufficient 

information to calculate PPVs (included in 
sensitivity analysis) (n = 11) 

Figure 1. Study selection process. PPV = positive 
predictive value.
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Figure 2. PPVs of first-contact healthcare diagnosis 
in TIA and stroke. CI = confidence interval. 
ED = emergency department. PPV = positive 
predictive value. TIA = transient ischaemic attack.

e873  British Journal of General Practice, December 2017



Ta
bl

e 
1.

 S
tu

dy
 c

ha
ra

ct
er

is
tic

s 
an

d 
ex

tr
ac

te
d 

da
ta

 (s
tr

at
ifi

ed
 b

y 
re

fe
rr

al
 ro

ut
e)

 fo
r 

cl
in

ic
ia

n 
ac

cu
ra

cy
a

 
 

 
 

 
 

 
  

To
ta

l n
um

be
r o

f c
as

es
 

PP
V 

fo
r 

PP
V 

fo
r r

ef
er

en
ce

 
 

 
 

Re
fe

rr
al

 
M

ea
n 

ag
e,

 
 

TI
A 

or
 

Di
ag

no
si

s 
of

 s
us

pe
ct

ed
 

re
fe

re
nc

e 
Dx

 o
f T

IA
 

St
ud

y 
Lo

ca
tio

n 
Ty

pe
 

so
ur

ce
(s

) 
ye

ar
s 

(S
D)

 
TI

A 
st

ro
ke

 
un

kn
ow

n 
TI

A,
 n

 
Dx

 o
f T

IA
 

an
d 

st
ro

ke

B
an

er
je

e 
et

 a
l, 

20
09

11
 

Lo
nd

on
, U

K 
Pr

os
pe

ct
ive

 c
oh

or
tb  

GP
 a

nd
 E

D
  

68
 (1

3.
5)

 
13

3 
21

3 
2 

(1
5 

un
av

ai
la

bl
e)

 
28

2 
47

.2
 

75
.5

B
ra

dl
ey

 e
t a

l, 
20

13
12

 
D

ub
lin

, I
re

la
nd

 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

60
 (1

4.
3)

 
49

 
56

 
N

on
e 

 
10

1 
48

.5
 

55
.4

 

Ca
m

er
on

 e
t a

l, 
20

11
9  

Gl
as

go
w

, U
K 

Pr
os

pe
ct

ive
 c

oh
or

t 
GP

 a
nd

 E
D

 
65

 (1
3.

6)
 

– 
18

90
 

N
on

e 
 

35
33

 
– 

53
.5

D
aw

so
n 

et
 a

l, 
20

09
13

 
Gl

as
go

w
, U

K 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

65
 (1

2.
8)

 
– 

23
58

 
N

on
e 

 
34

67
 

– 
68

.3

D
ut

ta
, 2

01
615

 
Gl

ou
ce

st
er

, U
K 

Pr
os

pe
ct

ive
 c

oh
or

t —
  

GP
 a

nd
 E

D
 

71
 (1

4.
0)

 
16

0 
23

6 
N

on
e 

 
52

5 
30

.5
 

45
.0

 
 

 
D

OT
 va

lid
at

io
n 

co
ho

rt

D
ut

ta
 e

t a
l, 

20
15

14
 

Gl
ou

ce
st

er
, U

K 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

72
c  (

IQ
R

: 6
0–

80
) 

33
7 

52
9 

N
on

e 
 

10
67

 
31

.6
 

49
.6

Fa
llo

n 
et

 a
l, 

20
06

16
 

D
ub

lin
, I

re
la

nd
 

Pr
os

pe
ct

ive
 c

oh
or

t 
ED

 (p
rim

ar
ily

) a
nd

 
75

.5
 (–

) 
56

 
72

 
18

 
11

7 
47

.9
 

61
.5

 
 

 
 

ot
he

r —
 n

ot
 s

pe
ci

fie
d

Fe
rr

o 
et

 a
l, 

19
96

10
 

Ce
nt

ra
l &

 s
ou

th
er

n 
Po

rt
ug

al
 

Pr
os

pe
ct

ive
 c

oh
or

t 
GP

  
– 

10
 

36
 

N
on

e 
 

52
 

19
.2

 
69

.2

Fe
rr

o 
et

 a
l, 

19
96

10
 

Ce
nt

ra
l &

 s
ou

th
er

n 
Po

rt
ug

al
  

Pr
os

pe
ct

ive
 c

oh
or

t 
ED

 
– 

4 
18

 
N

on
e 

31
 

12
.9

 
58

.1
l

Fo
ns

ec
a 

an
d 

Ca
nh

ão
, 

Li
sb

on
, P

or
tu

ga
l 

Pr
os

pe
ct

ive
 c

oh
or

t 
GP

 a
nd

 E
D

 
65

 (–
) 

25
9 

– 
10

9 
ca

se
s 

re
co

rd
ed

 
45

8 
–5

6.
6 

– 
20

09
26

 
 

 
 

 
de

fin
ite

 T
IA

 
 

as
 ‘p

os
si

bl
e’

 T
IA

Ka
ru

na
ra

tn
e 

et
 a

l, 
 

Sc
ot

tis
h 

 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

67
 (1

4)
 

31
 

64
 

7 
no

n-
TI

A 
w

ith
 n

o 
12

8 
24

.2
 

50
.0

 
19

99
17

 
B

or
de

rs
, U

K 
 

 
 

 
 

 
cl

ea
r d

ia
gn

os
is

La
ss

er
so

n 
et

 a
l, 

20
15

27
 

Ox
fo

rd
, U

K 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 

73
 (1

2.
8)

 
20

9 
– 

N
on

e 
 

51
3 

40
.7

 
–

La
va

llé
e 

et
 a

l, 
20

07
18

 
Pa

ris
, F

ra
nc

e 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

M
ed

ia
n 

ag
es

 re
po

rt
ed

 b
y 

64
3 

70
1 

14
4 

ca
se

s 
re

co
rd

ed
 

10
85

 
72

.5
 

77
.9

 
 

 
 

 
fin

al
 d

ia
gn

os
is

 a
lo

ne
 

de
fin

ite
 T

IA
 

 
as

 ‘p
os

si
bl

e 
TI

A’
 

Le
e 

an
d 

Fr
ay

ne
, 2

01
519

 
M

el
bo

ur
ne

,  
Pr

os
pe

ct
ive

 c
oh

or
t  

GP
 a

nd
 E

D
 

67
 (1

6.
9)

 
13

 
18

 
4 

no
n-

TI
A 

82
 

15
.9

 
22

.0
 

 
Au

st
ra

lia
  

 
 

 
 

 
w

ith
 n

o 
cl

ea
r d

ia
gn

os
is

M
ag

in
 e

t a
l, 

20
13

20
 

H
un

te
r N

ew
 E

ng
la

nd
, A

us
tr

al
ia

 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 

65
 (1

5)
  

29
 

50
 

13
 u

nc
la

ss
ifi

ed
 

12
7 

22
.8

 
39

.4

M
ag

in
 e

t a
l, 

20
13

20
 

H
un

te
r N

ew
 E

ng
la

nd
, A

us
tr

al
ia

 
Pr

os
pe

ct
ive

 c
oh

or
t 

ED
 

65
 (1

5)
  

46
 

66
 

9 
un

cl
as

si
fie

d 
10

4 
44

.2
 

63
.5

M
ar

tin
 e

t a
l, 

19
97

25
 

Li
ve

rp
oo

l, 
U

K 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

62
c  (

IQ
R

: 2
3–

94
) 

20
0 

– 
U

nc
le

ar
 

33
2 

60
.2

 
–

M
ur

ra
y e

t a
l, 

20
07

3  
Gl

as
go

w
, U

K 
R

et
ro

sp
ec

tiv
e 

co
ho

rt
 

GP
 a

nd
 E

D
 

Ag
e 

ra
ng

es
 g

ive
n 

21
7 

28
3 

N
on

e 
 

81
1 

26
.8

 
34

.9

Pa
lo

m
er

as
 S

ol
er

 e
t a

l, 
20

15
21

 B
ar

ce
lo

na
, S

pa
in

 
Pr

os
pe

ct
ive

 c
oh

or
t  

GP
 a

nd
 E

D
 

– 
28

2 
31

0 
N

on
e 

 
41

1 
68

.6
 

75
.4

Sh
ee

ha
n 

et
 a

l, 
20

09
22

 
D

ub
lin

, I
re

la
nd

 
Pr

os
pe

ct
ive

 c
oh

or
t 

GP
 a

nd
 E

D
 

69
 (1

3)
 

29
2 

33
7 

N
on

e 
 

25
7 

49
.2

 
56

.7

W
al

ke
r e

t a
l, 

20
12

23
 

Le
ic

es
te

r, 
U

K 
Pr

os
pe

ct
ive

 c
oh

or
t  

GP
 a

nd
 E

D
 

– 
– 

12
73

 
N

on
e 

 
24

52
 

– 
51

.9

a W
he

re
 th

er
e 

is
 m

or
e 

th
an

 o
ne

 d
at

a 
en

tr
y 

fo
r a

 s
in

gl
e 

st
ud

y 
th

is
 re

fle
ct

s 
th

at
 th

e 
st

ud
y 

pr
ov

id
ed

 s
uf

fic
ie

nt
 in

fo
rm

at
io

n 
to

 c
al

cu
la

te
 P

PV
s 

by
 d

iff
er

en
t r

ef
er

ra
l s

ou
rc

es
. b P

PV
s 

on
ly

 re
po

rt
ed

 fo
r s

us
pe

ct
ed

 T
IA

s 
th

at
 w

er
e 

se
en

 a
t a

n 

an
te

rio
r c

irc
ul

at
io

n 
TI

A 
cl

in
ic

. c M
ed

ia
n 

no
t m

ea
n 

re
po

rt
ed

. D
x 

= 
di

ag
no

si
s.

 E
D

 =
 e

m
er

ge
nc

y 
de

pa
rt

m
en

t. 
IQ

R 
= 

in
te

rq
ua

rt
ile

 ra
ng

e.
 P

PV
 =

 p
os

iti
ve

 p
re

di
ct

ive
 v

al
ue

. S
D

 =
 s

ta
nd

ar
d 

de
via

tio
n.

 T
IA

 =
 tr

an
si

en
t i

sc
ha

em
ic

 a
tta

ck
.

British Journal of General Practice, December 2017  e874



Ta
bl

e 
2.

 C
lin

ic
al

 d
ia

gn
os

es
 in

 s
us

pe
ct

ed
 T

IA
 a

nd
 s

tr
ok

e 
ca

se
s 

id
en

tif
ie

d 
by

 fi
rs

t-
co

nt
ac

t h
ea

lth
 p

ro
fe

ss
io

na
ls

: f
re

qu
en

cy
 a

nd
 p

er
ce

nt
ag

e 
of

 a
ll

 
su

sp
ec

te
d 

TI
A 

cl
in

ic
 re

fe
rr

al
s

 
 

 
 

 
 

 
 

 
 

 
Pa

lo
m

er
as

 
 

Ba
ne

rj
ee

 e
t a

l, 
Br

ad
le

y 
et

 a
l, 

 
Ca

m
er

on
 e

t a
l, 

 
Du

tta
 e

t a
l, 

 
Fa

llo
n 

et
 a

l, 
 

Fe
rr

o 
et

 a
l, 

 
Fo

ns
ec

a 
an

d 
K

ar
un

ar
at

ne
 e

t a
l, 

 
Le

e 
an

d 
M

ur
ra

y 
et

 a
l, 

 
So

le
r e

t a
l, 

Cl
in

ic
al

 d
ia

gn
os

is
 

20
09

11
 

20
13

12
 

20
11

9  
20

15
14

 
20

06
16

 
19

96
10

 
Ca

nh
ão

, 2
01

126
 

19
99

17
 

Fr
ay

ne
, 2

01
519

 
20

07
3  

20
15

21

 
n 

%
 

n 
%

 
n 

%
 

n 
%

 
n 

%
 

n 
%

 
n 

%
 

n 
%

 
n 

%
 

n 
%

 
n 

%

Ac
ci

de
nt

al
 fa

ll 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
1 

1.
2 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Ar
ry

th
m

ia
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

5 
0.

6 
0 

0

As
ym

pt
om

at
ic

 s
te

no
si

s 
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

3 
0.

4 
0 

0 
ca

ro
tid

 a
rt

er
y

B
ra

in
 tu

m
ou

r/
br

ai
n 

m
et

as
ta

se
s/

 
0 

0 
0 

0 
0 

0 
10

 
1.

9 
1 

0.
9 

1 
1.

2 
0 

0 
4 

3.
1 

0 
0 

9 
1.

1 
0 

0 
CN

S 
lym

ph
om

a 

Ca
ro

tid
 s

in
us

 h
yp

er
se

ns
iti

vit
y 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

3 
2.

3 
0 

0 
0 

0 
0 

0

Ca
ta

ra
ct

 re
la

te
d 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

8 
0 

0 
0 

0 
0 

0

Ce
nt

ra
l r

et
in

al
 ve

in
 o

cc
lu

si
on

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
1 

0.
8 

0 
0 

0 
0 

0 
0

Ce
rv

ic
al

 m
ye

lo
pa

th
y/

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
3 

2.
3 

0 
0 

14
 

1.
7 

0 
0 

sp
on

dy
lo

si
s 

an
d 

sp
in

al
  

co
rd

 s
te

no
si

s

D
eh

yd
ra

tio
n 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
1.

2 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

D
el

iri
um

/c
on

fu
si

on
al

  
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
2 

0.
4 

0 
0 

0 
0 

0 
0 

19
 

4.
6 

ep
is

od
e

D
em

en
tia

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
1 

1.
2 

0 
0 

0 
0 

0 
0 

11
 

1.
4 

0 
0

Ep
ile

ps
y 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

2 
0.

2 
0 

0

Ga
st

ro
en

te
rit

is
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
1.

2 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

H
yp

er
te

ns
io

n 
re

la
te

d 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
7 

5.
5 

0 
0 

0 
0 

0 
0

H
yp

er
ve

nt
ila

tio
n 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
1.

2 
0 

0 
1 

0.
8 

0 
0 

0 
0 

0 
0

H
yp

og
lyc

ae
m

ia
 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

9 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

H
yp

on
at

re
m

ia
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Is
ol

at
ed

 n
er

ve
 p

al
sy

  
1 

0.
4 

0 
0 

0 
0 

–a  
–a  

0 
0 

1 
1.

2 
0 

0 
4 

3.
1 

0 
0 

0 
0 

0 
0 

in
cl

ud
in

g 
B

el
l’s

 p
al

sy

La
by

rin
th

iti
s/

ve
st

ib
ul

ar
 n

eu
ro

ni
tis

 
0 

0 
3 

3.
0 

0 
0 

–a  
–a  

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Li
po

ed
em

a 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

M
ed

ic
at

io
n 

si
de

 e
ffe

ct
s 

0 
0 

1 
1.

0 
0 

0 
0 

0 
1 

0.
9 

0 
0 

1 
0.

2 
0 

0 
2 

2.
4 

1 
0.

1 
13

 
3.

2

M
id

dl
e-

ea
r d

is
ea

se
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

11
 

1.
4 

0 
0

M
ig

ra
in

e/
te

ns
io

n 
 

11
 

3.
9 

15
 

14
.9

 
63

 
1.

8 
13

9 
26

.5
 

2 
1.

7 
3 

3.
6 

4 
0.

9 
6 

4.
7 

17
 

20
.7

 
35

 
4.

3 
5 

1.
2 

he
ad

ac
he

M
ot

or
 n

eu
ro

ne
 d

is
ea

se
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

3 
0.

4 
0 

0

M
ov

em
en

t d
is

or
de

r 
0 

0 
0 

0 
0 

0 
0 

0 
1 

0.
9 

0 
0 

1 
0.

2 
0 

0 
0 

0 
3 

0.
4 

0 
0

M
us

cu
lo

sk
el

et
al

 
0 

0 
2 

2.
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

…
 c

on
tin

ue
d

e875  British Journal of General Practice, December 2017



Ta
bl

e 
2 

co
nt

in
ue

d.
 C

lin
ic

al
 d

ia
gn

os
es

 in
 s

us
pe

ct
ed

 T
IA

 a
nd

 s
tr

ok
e 

ca
se

s 
id

en
tif

ie
d 

by
 fi

rs
t-

co
nt

ac
t h

ea
lth

 p
ro

fe
ss

io
na

ls
: f

re
qu

en
cy

 a
nd

 
pe

rc
en

ta
ge

 o
f a

ll 
su

sp
ec

te
d 

TI
A 

cl
in

ic
 re

fe
rr

al
s

M
ul

tip
le

 s
cl

er
os

is
/ 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

8 
0 

0 
3 

0.
4 

0 
0 

de
m

ye
lin

at
io

n

M
ya

st
he

ni
a 

0 
0 

0 
0 

0 
0 

–a  
–a  

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Oc
ul

ar
 e

ve
nt

 (a
m

au
ro

si
s 

29
 

10
.3

 
3 

3.
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

7 
0.

9 
0 

0 
fu

ga
x/

oc
cl

ud
ed

 re
tin

al
 a

rt
er

y)

Ov
er

do
se

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
2 

2.
4 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Pa
in

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
3 

0.
7 

0 
0 

0 
0 

0 
0 

0 
0

Pe
rip

he
ra

l n
er

ve
 le

si
on

 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

Pe
rip

he
ra

l n
eu

ro
pa

th
y/

  
5 

1.
8 

1 
1.

0 
0 

0 
–a  

–a  
1 

0.
9 

0 
0 

2 
0.

4 
1 

0.
8 

0 
0 

17
 

2.
1 

6 
1.

5 
ra

di
cu

lo
pa

th
y

Pn
eu

m
on

ia
 a

nd
 e

ry
si

pe
la

s 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

Pr
ev

io
us

 s
tro

ke
/p

re
vio

us
  

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

2 
0.

4 
0 

0 
1 

1.
2 

4 
0.

5 
0 

0 
ne

ur
ol

og
ic

al
 d

ef
ic

it

Ps
yc

ho
lo

gi
ca

l/p
sy

ch
ia

tr
ic

 
4 

1.
4 

3 
3.

0 
56

 
1.

6 
–a  

–a  
0 

0 
2 

2.
4 

18
 

3.
9 

1 
0.

8 
7 

8.
5 

14
 

1.
7 

7 
1.

7

R
ad

ia
l n

er
ve

 p
al

sy
 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
1.

2 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

Se
co

nd
ar

y t
o 

tr
af

fic
 a

cc
id

en
t 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

8 
0 

0 
0 

0 
0 

0

Se
izu

re
/c

on
vu

ls
io

n 
1 

0.
4 

3 
3.

0 
48

 
1.

4 
–a  

–a  
3 

2.
6 

3 
3.

6 
19

 
4.

1 
12

 
9.

4 
0 

0 
16

 
2 

11
 

2.
7

Su
bd

ur
al

 h
ae

m
at

om
a 

0 
0 

0 
0 

0 
0 

–a  
–a  

0 
0 

0 
0 

0 
0 

0 
0 

1 
1.

2 
0 

0 
0 

0

Sy
nc

op
e/

pr
e-

sy
nc

op
e/

 
1 

0.
4 

10
 

9.
9 

0 
0 

–a  
–a  

12
 

10
.3

 
8 

9.
6 

22
 

4.
8 

5 
3.

9 
13

 
15

.9
 

44
 

5.
4 

23
 

5.
6 

po
st

ur
al

 h
yp

ot
en

si
on

/ v
as

ov
ag

al
 a

tta
ck

Te
m

po
ra

l a
rt

er
iti

s 
0 

0 
0 

0 
0 

0 
0 

0 
1 

0.
9 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0

Tr
an

si
en

t g
lo

ba
l a

m
ne

si
a 

0 
0 

0 
0 

35
 

1.
0 

17
 

3.
2 

3 
2.

6 
3 

3.
6 

6 
1.

3 
3 

2.
3 

0 
0 

8 
1.

0 
0 

0

Tr
ig

em
in

al
 n

eu
ra

lg
ia

 
0 

0 
1 

1.
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

1 
0 

0

U
ns

pe
ci

fie
d 

ca
rd

ia
c 

di
so

rd
er

 
0 

0 
0 

0 
14

4 
4.

1 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

U
ns

pe
ci

fie
d 

m
et

ab
ol

ic
 d

is
or

de
r 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

4 
0.

9 
0 

0 
4 

4.
9 

0 
0 

0 
0

Ve
rt

eb
ro

ba
si

la
r i

ns
uf

fic
ie

nc
y 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

2 
1.

6 
0 

0 
0 

0 
0 

0

Ve
rt

ig
o 

0 
0 

0 
0 

0 
0 

0 
0 

1 
0.

9 
3 

3.
6 

6 
1.

3 
1 

0.
8 

0 
0 

2 
0.

2 
0 

0

D
ia

gn
os

is
 s

ta
te

d 
as

 ‘o
th

er
’ 

0 
0 

3 
3.

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
7 

5.
5 

0 
0 

0 
0 

0 
0

D
ia

gn
os

is
 s

ta
te

d 
as

 ‘u
nk

no
w

n’
 

2 
0.

7 
0 

0 
0 

0 
37

3 
71

 
18

 
15

.4
 

0 
0 

0 
0 

0 
0 

4 
4.

9 
17

9 
22

.1
 

0 
0

D
ia

gn
os

is
 s

ta
te

d 
as

 ‘u
na

va
ila

bl
e’

 
15

 
5.

3 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0 
0 

0

To
ta

l n
on

-T
IA

 
69

 
24

.5
 

45
 

44
.6

 
0 

0 
53

9 
10

2.
7 

45
 

38
.5

 
32

 
38

.6
 

90
 

19
.7

 
64

 
2.

9 
49

 
59

.8
 

39
2 

48
.3

 
84

 
20

.4

a A
ut

ho
rs

 id
en

tif
y 

as
 p

os
iti

ve
 c

as
es

, b
ut

 d
o 

no
t p

ro
vid

e 
in

fo
rm

at
io

n 
on

 fr
eq

ue
nc

ie
s.

 C
N

S 
= 

ce
nt

ra
l n

er
vo

us
 s

ys
te

m
. T

IA
 =

 tr
an

si
en

t i
sc

ha
em

ic
 a

tta
ck

.

British Journal of General Practice, December 2017  e876



diagnostician knowing that the patients 
were referred as having suspected TIA.

Influence of referral source and referral 
criterion
The majority of studies — 15 out of 19 — 
included all referrals and did not report 
on the composition of referrals (GP or 
ED doctor) and/or provide sufficient data 
to calculate PPVs by referral source. It is 

plausible that studies may have included 
referrals from other sources such as 
ophthalmology and secondary care, but 
reporting on this issue was scant. 

Two studies10,20 provided sufficient 
information to calculate PPVs according 
to two referral routes (GP or ED doctor) 
and a further study provided information 
on PPVs for referrals purely from GPs.27 
One study gave PPVs predominantly from 
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Figure 3. PPVs of first-contact healthcare diagnosis 
in TIA. CI = confidence interval. ED = emergency 
department. PPV = positive predictive value. 
TIA = transient ischaemic attack.
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Figure 4. PPVs of first-contact healthcare diagnosis in 
TIA and stroke (sensitivity analysis including original 
data contained in conference abstracts). Letters
aConference abstracts not included in main analysis. 
CI = confidence interval. ED = emergency department. 
PPV = positive predictive value. TIA = transient 
ischaemic attack.
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an ED setting,16 whereas all other studies 
appeared to have largely comprised 
referrals from GPs. With the exception of 
one small study,10 the PPVs appear lower 
in GP referrals than in referrals from ED 
doctors (Table 1; Figures 2 and 3). Only one 
study, which restricted itself to suspected 
anterior circulation TIA events,11 described 
specific referral criteria.

Impact of including conference abstracts
In general, interpretation of the results 
did not change when conference abstracts 
were included (Figures 4 and 5),24,28–37 
although Kleinig et al24 had much lower 
PPVs compared with the other studies 
for both the combined outcome (16.7%, 
95% CI = 11.8 to 22.6, Figure 4) and TIA 
alone (7.1%, 95% CI = 3.9 to 11.6, Figure 5). 
This study was set in a magnetic resonance 
imaging-based referral clinic using the 
tissue-based reference standard.

DISCUSSION
Summary
This review has identified considerable 
variability in PPVs for TIA across studies. 
The subset of studies identified, which 
report on alternative diagnoses, highlights 
the predominance of additional neurological 
and cardiological diseases that are TIA 
mimics and require specialist assessment, 
either within the TIA service or at a 
subsequent specialty clinic attendance. 

Although the review demonstrates a 
variation in PPVs across studies, it could 
be that this is explained by a combination 
of referral source and diagnostic criteria, 
study age, and/or the cardiovascular event 
being diagnosed — for instance, some 
evidence was found to suggest that PPVs 
in primary care populations may be lower 
than in those whose referral was made by 
an ED doctor. However, inference about the 
possible influence of referral source and 
referral criterion is difficult because of other 
study differences. 

PPVs also tended to be higher in 
studies conducted in recent years, which 
might reflect a change in operation 
of the diagnostic criteria and improving 
recognition of symptoms by doctors over 
time. 

Studies that included stroke had higher 
PPVs; this might reflect the broader 
diagnostic criteria or that GPs and ED 
doctors may be more likely to correctly 
identify a stroke due to the persistent nature 
of the deficit.

Strengths and limitations 
As there was no assessment of patients 
who were not thought by first-contact health 
professionals to have experienced a TIA, it 
was not possible for the authors to ascertain 
how many people with TIAs were missed. 
As such, it was not possible to compute 
sensitivity or specificity. This means that it 
was also not possible to interpret whether 
high predictive values were associated with 
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Figure 5. PPVs of first-contact healthcare 
diagnosis in TIA (sensitivity analysis including 
original data contained in conference abstracts). 
aConference abstracts not included in main analysis. 
CI = confidence interval. ED = emergency department. 
PPV = positive predictive value. TIA = transient 
ischaemic attack.
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higher referral thresholds (which are likely 
to be associated with lower sensitivity — that 
is, more TIAs missed by first-contact health 
professionals). It also means the prevalence 
of TIA in the population seen by first-contact 
health professionals cannot be computed, 
which is a key determinant of predictive 
value. 

Although the authors believed the 
reference standard to be acceptable — in 
all cases it was analogous to how diagnoses 
are made in practice — specialists were not 
blind to the index GP/ED doctor diagnosis; 
this might have led to more non-TIAs being 
misclassified as TIAs. 

Although not limitations as such, there 
are some caveats to inference on the basis of 
PPVs. The PPVs reported are at study level. 
Each study reflects the practice of multiple 
clinicians, which may vary considerably. In 
addition, a PPV does not indicate whether 
the referral to the TIA clinic was appropriate 
for the patient, and/or whether a more 
appropriate action should have been taken.

The decision to explore potential 
publication bias via a sensitivity analysis of 
conference abstracts is a strength. Predictive 
values for TIA were similar, suggesting that 
publication bias is unlikely to be a major 
issue.

Comparison with existing literature
This is the first review of predictive values 
from first-contact health care and as such 
it summarises the literature. However, 
the PPV of a stroke referral from a review 
of the literature is about 74%,4 which is 
higher than any individual PPV for TIA. This 
may be due to easier recognition of stroke 
with both persisting neurological deficit 
and a more severe clinical phenotype. It 
is interesting to note that the PPVs in this 
study are higher than those for cancer, 
where there is an accelerated referral 

process in order to expedite diagnosis and 
treatment.38–40 However, the complexity of 
diagnosis and ongoing management of the 
other conditions that are found among TIA 
referrals mandates that other specialties 
are involved in service delivery, an issue 
that has less of an impact on organ-specific 
cancer referral pathways.

Implications for practice
PPVs are a key statistic used in predictive 
risk modelling and the planning of 
prevention services.41 The use of PPVs as 
statistics for planning TIA services has 
been contested42 because patients with 
transient symptoms that are not a result 
of TIA have been recognised as a similarly 
morbid population to those with true TIA.43–45 
Clinical need is, therefore, not limited to 
confirmed TIAs but to the broader populace 
with transient symptoms. The dual findings 
of this review — relatively high but variable 
predictive values and a predominance of 
cardiovascular pathologies — suggest that 
active risk-factor management, including 
early initiation of antiplatelet agents, is 
still appropriate to mitigate early recurrent 
stroke risk after initial suspicion of TIA.46 
This study shows that TIA specialist services 
need to handle a broad range of diagnoses, 
not only TIA. Many of the most common 
alternative diagnoses could benefit from 
appropriate specialty input — the challenge 
for service commissioners is how best to 
deliver comprehensive care for patients 
who present with transient neurological 
symptoms. Although the TIA clinic is 
well placed to manage the hyper-acute 
risk of recurrent stroke, it may not be the 
optimal configuration in terms of specialist 
assessment for the range of neurological, 
cardiological, and psychiatric conditions that 
also require ongoing care.
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