Patient ____________  (e.g. A 1)


Pre-specified scheme for investigators:
A. Documentation of the event
 (based on patient charts blinded for sex, age, medical history, diagnostic measures and results):
1. duration in time

1.1. exact



☐ note time _______
1.2. estimated (e.g. about 12 h)


☐ note time _______
1.3. not numerically documented (e.g. < 24h)

☐
1.4. not documented



☐
2. description of onset

2.1. sudden (within seconds)


☐
2.2. wake-up (symptoms present on awakening)
☐
2.3. gradually (within minutes/hours)

☐
2.4. march of symptoms


☐
2.5. not documented



☐
3. description of resolution
3.1. sudden (within seconds)


☐
3.2. gradually (within minutes/hours)

☐
3.3. not documented



☐
4. description of symptoms

4.1. Motor deficit (weakness/paralysis/poor use/clumsiness) ☐
4.1.1. part of body

4.1.1.1. face


☐
4.1.1.2. arm


☐
4.1.1.3. leg


☐
4.1.1.4. not specified

☐
4.1.2. side of body

4.1.2.1. right


☐
4.1.2.2. left


☐
4.1.2.3. bilateral


☐
4.1.2.4. changing


☐
4.1.2.5. not specified

☐
4.2. Sensory deficit (numbness/loss of sensation/paresthesia) ☐
4.2.1. part of body

4.2.1.1. face


☐
4.2.1.2. arm


☐
4.2.1.3. leg


☐
4.2.1.4. not specified

☐
4.2.2. side of body

4.2.2.1. right


☐
4.2.2.2. left


☐
4.2.2.3. bilateral


☐
4.2.2.4. changing


☐
4.2.2.5. not specified

☐
4.3. Aphasia



☐
4.4. Visuo-spatial dysfunction  (e.g. neglect)

☐
4.5. Monocular loss of vision


☐
4.5.1. Complete



☐
4.5.2. Partial



☐
4.5.3. Not specified


☐
4.6. Homonymous hemianopsia


☐
4.6.1. Complete



☐
4.6.2. Partial



☐
4.6.3. Not specified


☐
4.7. Bilateral loss of vision (e.g. bilat. homonymous hemianopsia) ☐
4.7.1. Complete



☐
4.7.2. Partial



☐
4.7.3. Not specified


☐
4.8. Ataxia



☐
4.9. Vertigo



☐
4.10. Imbalance, unsteadiness not associated with vertigo ☐
4.11. Diplopia



☐
4.12. Dysphagia



☐
4.13. Dysarthria



☐
4.14. Diminished consciousness alone (incl. unconsciousness/syncope) ☐
4.15. Tonic and/or clonic activity

☐
4.16. Incontinence of bowel or bladder

☐
4.17. Loss of vision associated with alteration of consciousness ☐
4.18. Confusion alone


☐
4.19. Amnesia alone


☐
5. Neurological examination on arrival
documented ☐  not documented ☐
5.1. Consciousness


normal ☐  not normal ☐




not documented ☐
5.2. Mental function


normal ☐  not normal ☐




not documented ☐
5.3. Speech and language

normal ☐  not normal ☐




not documented ☐
5.4. Visuo-spatial function (e.g. neglect) 
normal ☐  not normal ☐




not documented ☐
5.5. Vision (incl. visual fields)

normal ☐  not normal ☐




not documented ☐
5.6. Other cranial nerve function

normal ☐  not normal ☐




not documented ☐
5.7. Motor function


normal ☐  not normal ☐




not documented ☐
5.8. Sensation


normal ☐  not normal ☐




not documented ☐
5.9. Reflexes


normal ☐  not normal ☐




not documented ☐
5.10. Gait and/or balance

normal ☐  not normal ☐




not documented ☐
5.11. Neurological exam documented as normal but details not specified ☐
5.12. If positive findings on clinical examination

5.12.1. New?



☐
5.12.2. If new, another examination performed after resolution? ☐
5.12.3. Pre existing/habitual?


☐
5.12.4. Not specified if new or pre existing/habitual
☐
6. Is event compatible with TIA (likely/possible/unlikely[ref, 3])

6.1. Likely carotid TIA




6.1.1. Right hemisphere


☐
6.1.2. Left hemisphere


☐
6.2. Side not specified


☐
6.3. Likely vertebrobasilar TIA


☐
6.4. Likely TIA of uncertain vascular territory

☐
6.5. Possible carotid TIA

6.5.1. Right hemisphere


☐
6.5.2. Left hemisphere


☐
6.5.3. Side not specified


☐
6.6. Possible vertebrobasilar TIA


☐
6.7. Possible TIA of uncertain vascular territory
☐
6.8. Unlikely TIA



☐
6.9. Stroke (symptoms > 24 h)


☐
7. Please characterise the event’s transient neurological symptoms (TNA) [ref, 4]:

7.1. focal TNA



☐
7.2. non-focal TNA



☐
7.3. mixed TNA



☐
B. Documentation of demography, risk factors, neuroimaging and vascular evaluation (based on complete patient charts):

Please mark the box if these items are documented (e.g.  or ), if not leave the box empty (☐):
1. Age




☐
2. Gender




☐
3. Blood pressure on arrival


☐ value __________mmHg
Please mark the box if these items are performed or documented (1=yes, 2=no, 8=unspecified generalizing comment
, 9=not documented):
4. Atrial fibrillation (chronic or paroxysmal)

4.1. New onset AF



☐
4.2. History of AF



☐
4.3. Not specified if new or history of AF

☐
4.4. No AF (e.g. sinus rythm documented)

☐
5. Neuroimaging performed
5.1. CT without signs of acute ischemia

☐
5.2. CT with signs of acute ischemia

☐
5.3. MRI without signs of acute ischemia

☐
5.4. MRI with signs of acute ischemia

☐
5.5. None



☐
6. Vascular evaluation performed
6.1. ultrasound



☐
6.2. CT-angiography



☐
6.3. MR-angiography



☐
6.4. Catheter angiography


☐
6.5. None



☐
7. ABCD2-score

7.1. Documented



☐ score __________
7.2. Items documented (see box) but figure not stated 
☐

Please mark the box if the patient has a history of the following conditions (or if they are performed) and/or if following item is documented (1=yes, 2=no, 8=unspecified generalizing comment of healthiness
, 9=not documented):
8. Hypertension (on medication or history of HT)

☐
9. blood-glucose (on arrival)


☐
10. Diabetes mellitus (on medication or history of DM) 
☐
11. Smoking ((1 cigarette daily or quit within past 3 month)
☐
12. History of cerebrovascular event

12.1. Stroke

12.1.1. Primary intracerebral hemorrhage
☐
12.1.2. Ischemic stroke

☐
12.1.3. Stroke unspecified

☐
12.2. TIA (excluding current event; interval counted from current event)
12.2.1. Within past 7 days

☐
12.2.2. More than 7 days ago

☐
12.2.3. Time not specified

☐
13. General but unspecified comment that patient is healthy (e.g. “frisk”) ☐
TIA-criteria (modification of NINDS-criteria [ref, 1, 2])
1. Sudden onset (within seconds)


2. rapid resolution (“ordinarily within a few minutes”)
3. duration < 24 hours
4. attributable to a vascular territory
a. carotid TIA
i. motor defect (weakness , paralysis, poor use, or clumsiness of face and/or one or both extremities on the same side)
ii. sensory defect (numbness including loss of sensation or pareshesias involving face and/or one or both extremities on the same side)
iii. aphasia (speech and/or language disturbance which may be only a minor defect or may be global and may or may not include difficulty in reading, writing , or performing calculation)
iv. loss of vision In one eye or in part of one eye when vision in both eyes was intact (amaurosis fugax)
v. homonymous hemianopia
vi. combinations of the above
b. vertebrobasilar TIA
i. motor defect (weakness , paralysis, poor use, or clumsiness in any combination of face and/or extremities up to quadriplegia, sometimes changing from one side to another in different attacks)
ii. sensory defect (numbness including loss of sensation or paresthesias in any combination of extremities including all four or involving both sides of the face or mouth. This is frequently bilateral trouble or the distribution may change from side to side in different attacks)
iii. loss of vision, complete or partial in both homonymous fields (bilateral homonymous hemianopia)
iv. homonymous hemianopia
v. ataxia, imbalance, unsteadiness, or disequilibrium not associated with vertigo
vi. either vertigo (with or without nausea and vomiting), diplopia, dysphagia, or dysarthria is not to be considered as a TIA when any of these symptoms occurs alone, but in combination with one another or with any of the above (numbers i.,ii, iii, iv.) the attacks should be considered a TIA
vii. Combinations of the above
c. Uncertain vascular territory
i. Dysarthria
ii. Homonymous hemianopia
iii. Unilateral motor defect
iv. Unilateral sensory defect
d. Following symptoms in solitary fashion constitute a possible TIA
i. Vertigo alone
ii. Dysarthria alone
iii. Dysphagia alone
iv. Diplopia alone
5. Following symptoms are not to be included as TIA [ref, 4]
i. Unconsciousness alone (including syncope)

ii. Tonic and/or clonic activity (if not a limb-shaking TIA is diagnosed)

iii. March of motor/sensory defect

iv. Incontinence of bowel or bladder

v. Dizziness or wooziness alone

vi. Loss of vision associated with alteration of consciousness

vii. Focal symptoms associated with migraine

viii. Scintillating scotomata

ix. Confusion alone

x. Amnesia alone

Non-focal symptoms [modification of Warlow, Dennis et al, 4]
1. Generalised weakness and/or sensory disturbance

2. Light-headedness (yrsel)
3. Faintness

4. ‘Blackouts’ with altered or loss of consciousness or fainting, with  or without impaired vision in both eyes

5. Incontinence of bowel or bladder

6. Confusion

7. Any of the following symptoms, if isolated

a. a spinning sensation (vertigo)

b. ringing in the ears (tinnitus)

c. difficulty swallowing (dysphagia)

d. slurred speech (dysarthria)

e. double vision (diplopia)

f. loss of balance (ataxia)
g. amnesia
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Comment: Either vertigo (with or without nausea and vomiting), imbalance, diplopia, dysphagia, or dysarthria are to be considered as a possible TIA when any of these symptoms occurs alone, but in combination with one another or with any of the above (4.1.-8.) the attack should be considered a likely TIA.





Symptoms 4.14.-19. are to be considered as unlikely TIA (if not clearly stated, e.g. limb-shaking TIA) [ref 1, 2].








ABCD2-score items: Age, blood pressure on arrival, clinics (hemiparesis and/or speech impairment), duration, diabetes mellitus








� The suspected TIA that led to contact with health care facility. If multiple events have occurred as a rule the latest one is analyzed.


� e.g. ”utredning ua”


� e.g.: ”tidigare frisk”, ”hypertoni, f.ö. frisk”, etc.
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