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BACKGROUND: Patients with transient ischemic attacks
(TIA) are at high risk of subsequent vascular events. Hos-
pitalization improves quality of care, yet admission rates
for TIA patients vary considerably.
OBJECTIVES: We sought to identify factors associated
with the decision to admit patents with TIA.
DESIGN: We conducted a secondary analysis of a prior
study’s data including semi-structured interviews, ad-
ministrative data, and chart review.
PARTICIPANTS:We interviewedmultidisciplinary clinical
staff involved with TIA care. Administrative data included
information for TIA patients in emergency departments or
inpatient settings at VAmedical centers (VAMCs) for fiscal
years (FY) 2011 and 2014. Chart reviews were conducted
on a subset of patients from 12 VAMCs in FY 2011.
APPROACH: For the qualitative data, we focused on inter-
viewees’ responses to the prompt: “Tell me what influen-
ces you in the decision to or not to admit TIA patients.”We
used administrative data to identify admission rates and
chart review data to identify ABCD2 scores (a tool to clas-
sify stroke risk after TIA).
KEYRESULTS:Providers’ decisions to admit TIA patients
were related to uncertainty in several domains: lack of a
facility TIA-specific policy, inconsistent use of ABCD2

score, and concerns about facilities’ ability to complete a
timely workup. There was a disconnect between staff per-
ceptions about TIA admission and facility admission
rates. According to chart reviewdata, staff at facilitieswith
higher admission rates in FY 2011 reported consistent
reliance on ABCD2 scores and related guidelines in ad-
mission decision-making.

CONCLUSIONS: Many factors contributed to decisions
regarding admitting a patient with TIA; however, clini-
cians’ uncertainty appeared to be a key driver. Further
quality improvement interventions for TIA care should
focus on facility adoption of TIA protocols to address un-
certainty in TIA admission decision-making and to stan-
dardize timely evaluation of TIA patients and delivery of
secondary prevention strategies.
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INTRODUCTION

Patients with a transient ischemic attack (TIA) have a 3–10%
risk of stroke within 1 week of the event1,2 and an 8–17% 90-
day stroke risk.1,3 In addition to stroke risk following TIA,
patients have a 2.6% risk of cardiovascular events and 2.6%
risk of death within 90 days.4 Based on a 25.1% overall short-
term recurrent vascular event rate, TIA patients should be
considered as high risk for adverse events and their care
should be delivered urgently and directed toward identifica-
tion of index event etiology as well as risk factor management.
The American Heart Association/American Stroke Associa-
tion (AHA/ASA)5 and National Stroke Association (NSA)
guidelines recommend urgent evaluation of TIA patients in-
cluding admitting TIA patients if their workup cannot be
completed in a timely fashion in the outpatient setting.6,7

Although hospitalization of TIA patients has been shown to
improve the quality of TIA care,8–11 admission rates have been
declining. A study from the US Nationwide Inpatient Sample
(NIS) database demonstrated decreased hospitalization rates for
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TIA patients between 2000 and 2010 from 118 to 83 per 100,00
population.12 This reduction in hospital admissions for TIAmay
be due to: improved risk factor management resulting in a true
reduced incidence; the revised definition of TIA in 2009, chang-
ing from a time-based definition to a tissue-based definition,
thereby patients whowould have been classified as TIAs under a
time-based definition are now classified as strokes7; or new TIA
management alternatives (e.g., TIA clinics, observation units)
that obviate the need for hospital admission.12

Unlike acute stroke management, controversy exists regarding
whether all TIA patients require care as inpatients because neu-
rological symptoms have resolved.13 Many clinical and societal
variables may contribute to the decision-making process regard-
ing hospital admission14 and some clinicians advocate admission
of all TIA patients.15 Rationale in support of universal hospital
admission for TIA includes hospitalization allowing for timely
evaluation, opportunity for intervention if a subsequent vascular
event occurs, and rapid initiation of secondary prevention strate-
gies.15,16 Opponents to universal TIA admission argue that alter-
natives such as urgent TIA clinics or observation units can
provide care which is equivalent to inpatient services in terms
of timeliness and quality but at a markedly reduced cost and
potentially with enhanced patient convenience.17

Given these differences in opinion regarding whether or not
to admit patients with TIA, it is not surprising that a high degree
of variation exists in admission rates for patients with TIA.18

We sought to identify factors that were part of providers’
decision-making process regarding admitting patients with TIA.

METHODS

We conducted a secondary analysis of a FY 2011 study from
the Veterans Health Administration (VHA) which evaluated
quality of care for Veterans with TIA andminor stroke.8,19,20

We included three sources of data: qualitative data from
semi-structured interviews with facility staff members, ad-
ministrative data, and medical chart review. Indiana Univer-
sity Institutional Review Board and Roudebush VAMC
Research and Development Committee reviewed and ap-
proved this research.

Qualitative Interview Data

Interviews with stakeholders to evaluate TIA healthcare prac-
tices in the VHAwere conducted in 2013–2014.20

Sites. Fourteen interview sites from diverse geographic
regions (4 East, 4 Midwest, 2 Southwest, and 4 West) were
chosen based on annual volume of ≥ 25 patients with a TIA or
minor stroke and willingness to participate in site visits. An
adequate volume was needed to ensure sites’ interest in TIA
care processes, identify providers to interview who cared for
patients with TIA on a regular basis, and plan for a future
implementation project which would likely target sites which

routinely cared for TIA patients. All 14 study sites had at least
one neurologist on staff.

Participants. We interviewed clinical staff involved with TIA
care from a broad range of disciplines including emergency
medicine, neurology, hospitalist and medicine services, nursing,
radiology, ophthalmology, primary care, quality management,
cardiology, and pharmacy. The number of interviews per site
ranged from 2 to 9 with an average of 5.3 interviews per site.

Data Collection.Ourmethods have been described elsewhere.20

Briefly, we interviewed participants about TIA processes of
care—acute and follow-up—as well as facility characteristics,
using a semi-structured interview guide. We obtained written
permission to audiotape interviews. Audiotapes were profession-
ally transcribed verbatim, de-identified, and imported into a
single NVivo10 project file for data coding and analysis.

Data Analysis: Coding. For this secondary analysis, we
focused on the interview question: “Tell me what influences
you in the decision to or not to admit TIA patients.” We
compared information about influences on decision to admit
across sites and among providers. From coded interviews, we
identified emergent themes and patterns of factors cited by
providers in their decision whether to admit TIA patients into
inpatient care. We further categorized these factors as TIA
clinical characteristics, patient perspectives, provider
preferences, use of ABCD2 score, and uncertainty in three
areas (diagnosis of TIA and risk of recurrence, resources,
and practice). We illustrated these themes with quotations
from respondents.

Administrative Data

Administrative data’s purpose for the main study8 was to
identify Veterans with TIA or minor stroke, develop elec-
tronic quality measure algorithms, and assess 90-day and
365-day outcomes, including death and recurrent events.
Veterans with TIA or ischemic stroke who received care in
FY 2011 and 2014 in any VHA Emergency Department
(ED) or inpatient setting were identified (FY 2011, n =
3676 with TIA; FY 2014, n = 3264 with TIA). Final sample
size for the administrative data cohort was n = 697 (FY
2011) and n = 617 (FY 2014) patients from the 14 interview
sites. These data were used to identify the proportion of
patients with TIA at each of the 14 sites who were directly
admitted or admitted from the ED.

Chart Review Data

Chart review’s primary purpose for the main study8 was to
validate electronic process measure algorithms. We identified
a random sample of patients from participating facilities by
selecting a 35% random sample with a minimum of 25
patients per site. A total of N = 812 chart reviews for patients
with TIA or minor stroke was conducted at 39 different
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VAMCs for the main study. Chart reviews were performed at
12 of the 14 interview sites, but one site had no patients with
TIA. Therefore, ABCD2 scores were from a random subset of
patients with TIA from 11 sites, as the scores are only available
from chart review.
Chart review at these 11 sites was used to obtain the ABCD2

score, a tool to identify risk of an ischemic stroke after TIA,
based upon five criteria: age, blood pressure, clinical features,
duration, and history of diabetes.4,21 Scoring ranges from 0 to
7; higher scores indicate higher risk of recurrent vascular
events. Guidelines recommend admission based upon ABCD2

score (e.g., ≥ 3) and other factors (inability to complete work-
up within 48 h, focal findings).7

Analysis. Mean ABCD2 score was calculated at each facility
for patients who were admitted and compared to those who
were discharged from the ED. For each site, we compared
providers’ interview statements about use of the ABCD2 score
in decision-making with the mean facility ABCD2 scores
obtained from chart review data. We used t tests to compare
ABCD2 scores for patients who were admitted versus patients
who were discharged from the ED.

RESULTS

We completed 70 interviews with clinical staff involved with
TIA care at 14 facilities.

Factors Influencing the Decision Whether To
Admit

TIA Characteristics. Characteristics of TIA events such as
recent onset, presence of TIA symptoms while in the ED, or
crescendo TIAwere commonly cited by providers as reasons for
admission. Providers also cited utilizing theABCD2 score, which
includes TIA clinical features (e.g., muscle weakness), as well as
duration of symptoms. A delay in presentation (longer period
since symptom onset), resolution of symptoms before or during
ED stay, or a single TIA event (versus crescendo TIA) were
reported as factors related to the decision not to admit:

If a patient’s symptoms are already resolved, they are
lower on the priority list. (Site A-Emergency
Medicine)

Patient Perspectives About Admission. Clinician-
interviewees identified patient preference as a factor that
influenced whether the patient was admitted; that is,
providers reported that some patients did not want to be
admitted because, for example, they “felt fine.” Lack of
availability of services sometimes resulted in Veterans
refusing admission because of not wanting to wait over a
weekend or holiday for testing to begin.

Some patients leave after being admitted, or instead of
being admitted because they are asymptomatic, feel fine
and have other things to do. This is especially true over
the weekend, when some of the tests like echo and
ultrasound are not available until Monday. (Site B-
Neurology)

Provider Preferences. Respondents cited their gestalt
impression as influencing the decision whether to admit.

Admitting or not admitting a patient is more of a gut
decision even after taking into consideration many of
the health factors evaluated by the ABCD2 scale (age,
diabetes, etc.). (Site A-Neurology)

Services such as availability of magnetic resonance imaging
(MRI) and neurology consultation contributed to the decision
not to admit both if they were lacking (as noted above) or if
they were ample. Interviewees stated that when services were
readily available, a workup could be completed from the ED
and the patient did not need to be admitted Figure 1, Table 1 .
Availability of observation beds provided clinicians oppor-

tunity to monitor patients with TIA and conduct an expedited
evaluation. Providers at facilities that had observation units
cited this resource option in their decision not to admit
patients.

Due to our new 10-bed clinical decision unit, which is
located right next to the ED, we are able to admit TIA
patients who were previously sent home after testing.
(Site C-Emergency Medicine)

Another provider factor was a concern that patients who
live a long distance from a VAMCwould not be able to return
for outpatient testing due to lack of transportation, financial
means, or social support.

Our patient population tends to…have fewer resources
in terms of family support, transportation, etc. (Site D-
Neurology)

However, proximity of the patient’s residence to a VA
facility and strong patient support at home contributed to
providers’ comfort with discharging a patient from the ED to
home.

If a patient lives relatively close by and they had their
TIA a week ago we probably wouldn’t admit them.
(Site D-Neurology)

Interviewees stated that they were more likely to not admit a
TIA patient if the patient’s medical management was already
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maximized or if the patient recently had an evaluation for a
prior TIA or stroke event.

If…event was not very recent and they are on an
excellent secondary prevention regimen…they will
not be admitted. (Site E-Neurology)

ABCD2. Respondents at five facilities reported that a high
ABCD2 score was a driver of the decision to admit; a low
ABCD2 score was reported by participants at six facilities as a
factor in decisions not to admit.

Admittance is probably based upon ABCD2

score—very low percentile and a quick workup

means that the patient may be sent home instead of
admitted. (Site F-Neurology)

Diagnostic Uncertainty. In 2009, TIA’s clinical definition was
revised which may have contributed to increased diagnostic
uncertainty.7,22 To be definitive, the diagnosis of TIA requires
use of MRI, which is not always readily available. In addition,
stroke mimics (e.g., migraine, nerve compression) add to
uncertainty of diagnosis.

The ER doctors wouldn’t want to send a TIA
patient home and risk getting burned if it turns
into a full-blown stroke a day later. (Site
F-Hospitalist)

Figure 1 Acute TIA quality processes of care.

Homoya et al.: TIA Admission Decisions Driven by Uncertainty JGIM



Resource Uncertainty. Staff reported uncertainty in their
facility’s ability to complete workups within 24 to 48 h in the
outpatient setting, especially during weekends and holidays.

Discharging someone out of the ED for TIAwould require
figuring out how to get tests done within a very short
period of time, which suggests to me that it’s probably a
lot easier to just admit them. (Site A-Hospitalist)

Practice Uncertainty. Uncertainty about local practice was
cited as a factor by providers. Although VAMCs were
required to develop a stroke care policy after the 2011
Treatment of Acute Ischemic Stroke VHA National
Directive, TIA policy was not included. None of the
interviewed providers reported that their facility had a policy
guiding TIA care.

There is no standard policy for our facility and all
clinicians have their own style. (Site F-Neurology)

Belief That All TIA Patients Are Admitted

Staff at 12 of the 14 facilities reported that they admitted all or
most TIA patients, yet FY 2011 administrative data showed
that 9 of 14 sites (64%) admitted fewer than two thirds of TIA
patients (Table 2). Facility TIA admission rates for FY 2011

ranged from 45.5 to 84.1% with a mean admission rate of
66.9% (SD = 47.1%). For FY 2014, the range was slightly
higher, 51.6 to 89.5%. The facility with the lowest FY 2011
admission rate (45.5%) was second highest (87.5%) in FY
2014; in this case, the provider’s perception would be in
alignment with the more recent period. However, the highest
facility admission rate in FY 2011 (84.1%) was seventh high-
est (75.5%) in FY 2014, in which case the provider’s percep-
tion that all were admitted was less in alignment with the
observed admission rate for the more recent year. Overall,
the national rates were similar between the 2 years (67.7%
vs 72.2%); nonetheless, there were differences at the individ-
ual facility level. Among facilities in this study, admission
rates for TIA patients remained the same at five (36%) facil-
ities, were lower in FY 2014 at one (7%) facility, and were
higher at eight (57%) facilities in FY 2014 compared to FY
2011. In both FY 2011 and FY 2014, providers at facilities
with the lowest TIA admission rates reported that they admit-
ted “all” or “most.” Although the TIA admissions’ rate in-
creased for approximately two thirds of the facilities in FY
2014, none of the facilities admitted all of their TIA patients
and nearly three quarters admitted less than 80%.
In both years, perception by respondents that most TIA

patients who presented to their facility’s ED were admitted
was inconsistent with the observed facility TIA admission
rate.

TIAs all get admitted. (Site G-Emergency Medicine)

Use of ABCD2 Score

Table 3 illustrates providers’ use of the ABCD2 score from FY
2011 to guide admission decisions. Sites with higher admis-
sion rates reported greater reliance on use of the ABCD2 score.
One facility at which a staff member stated he used the
ABCD2 score had a TIA admission rate of 78.9%. Although
staff at nine (64%) facilities stated that they utilized the
ABCD2 in the decision to admit, many of the statements
included qualifying conjunctions (such as “but” or “al-
though”).

We use the ABCD2 score here sometimes, but not
always. (Site H-Neurology)

As noted previously, the ABCD2 score was cited as sup-
porting evidence in the decision not to admit. Specifically,
clinicians appeared to use the low ABCD2 score to validate
their decision to discharge ED patients when other factors
were present.26

Other uses of the ABCD2 score have been reported, includ-
ing for patient education about stroke risk.27

Some patients don’t want to stay in the hospital despite
neurologists telling them about their ABCD2 score.
(Site A-Neurology)

Table 1 TIA Risk Factors23–25

Non-modifiable Modifiable

Age
Gender
Race/ethnicity
Heredity/genetic
factors

Low birth weight
Socioeconomic
status

Physical inactivity*
Dyslipidemia*
Diet and nutrition*
Hypertension*
Obesity and body fat distribution*
Diabetes mellitus*
Cigarette smoking*
Atrial fibrillation*
Cardiac disease: CAD, CHF,
LVH/cardiomyopathy, MI, MVP/valvular heart
disease, PFO/ASA, cardiac tumors, aortic
atherosclerosis*

Asymptomatic carotid artery stenosis*
Sickle cell disease*
Migraine
Metabolic syndrome
Alcohol consumption
Substance abuse (e.g., alcohol, cocaine)
Obstructive sleep apnea
Laboratory abnormalities:
hyperhomocysteinemia, elevated Lp(a)

Hypercoagulability
Inflammation and infection
Ocular fundi abnormalities
Oral contraceptives
Peripheral vascular disease

CAD coronary artery disease, CHF congestive heart failure, LVH left
ventricular hypertrophy, MI myocardial infarction, MVP mitral valve
prolapse, PFO patent foramen ovale, ASA atrial septal abnormalities
*Well-documented and modifiable risk factors
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Eighty-two percent of facilities had a mean ABCD2 score >
4; only one facility had a mean ABCD2 score less than 3.
Except for one site, there was no statistical difference in mean
ABCD2 score among admitted versus not admitted patients,
but sample sizes were small (Table 3). Mean ABCD2 scores
for patients who were admitted (mean 4.3, standard deviation,
1.4) were not consistently higher thanmean ABCD2 scores for
patients who were discharged from the ED (mean 4.0, stan-
dard deviation 1.5; p = 0.2991; Table 3).

DISCUSSION

Our study includes a multidisciplinary assessment of
provider-reported considerations regarding the decision to

admit TIA patients. Uncertainty in clinical diagnosis, ability
of the facility to conduct timely workups, patient preferen-
ces as reported by providers, and facilities’ lack of a TIA
policy were all key drivers of the decision to either admit
patients with TIA to the hospital or discharge them from the
ED. These results are similar to a prior study which found
that because no gold standard diagnostic test for TIA exists,
uncertainty in the TIA diagnosis is present in all TIA stud-
ies.28 Uncertainty in the TIA diagnosis may lead providers
to rely more heavily on their gestalt clinical impression,29 a
factor cited by providers in our study as an element of the
admission decision-making process.
Although we identified several areas of uncertainties fac-

toring into a provider’s decision to admit a patient, somewhat
paradoxically, we regularly heard that all patients with TIA get

Table 2 Disconnect Between the Provider’s Belief That All TIA Patients Are Admitted and the Observed Facility TIA Admission Rate

Percentage of TIA patients who were admitted Illustrative quotations

FY11 FY14

n/N % n/N %

37/54 68.5 51/57 89.5 “Generally I think that they are identified in the ED and admitted.”
5/11 45.5 14/16 87.5 “I think we always admit them.”
27/42 64.3 51/59 86.4 “TIAs all get admitted.”
32/45 71.1 36/54 81.8 “If TIA is suspected in the ED, they will be admitted.”
25/43 58.1 15/19 78.9 “…because most of our population is over the age of 65, or have

other risk factors, they will be admitted.”
75/95 78.9 66/84 78.6 “The vast majority of TIA patients are admitted.”
53/63 84.1 40/53 75.5 “We admit the majority of TIA patients, because the patient cannot get

the procedures done as an outpatient in a timely fashion.”
42/66 63.6 32/45 71.1 “Discharging someone out of the ED would require figuring out how to

get tests done within a very short period of time … it’s probably a lot
easier to just admit them.”

30/48 62.5 24/34 70.6 “With ED providers, emphasize that TIAs and strokes should be lumped
together priority-wise—the event should still be considered acute and the
patient should be admitted”

18/28 64.3 31/45 68.9 “We err on the side of admitting…”
44/68 64.7 32/64 68.1 [Respondents from this site did not discuss admitting all TIA patients.]
27/51 52.9 27/40 67.5 “Most probably do get admitted.”
28/39 71.8 29/43 67.4 “General default is to admit a patient with TIA like symptoms.”
23/44 52.3 16/31 51.6 “Generally we admit if there’s any sort of residual symptom just to be safe.”

Table 3 Use of ABCD2 Score in Decision Whether To Admit Patient with TIA

Proportion of
TIA patients who
were admitted*

Mean ABCD2 score (FY 2011) Themes

Admitted Not admitted P value

n/N % (Mean 4.3; standard
deviation 1.4)

(Mean 4.0; standard
deviation 1.5)

(0.2991)

23/44 52.3 4.3 (1.6) 3.9 (0.7) 0.4622 Inconsistent use of ABCD2

27/51 52.9 4.6 (1.1) 4.0 (1.6) 0.4308 Use clinical judgment rather than ABCD2

25/43 58.1 3.8 (1.9) 3.8 (1.0) 0.9611 Inconsistent use of ABCD2

30/48 62.5 4.1 (1.4) 3.7 (2.0) 0.6513 Provider resistance to using ABCD2

42/66 63.6 4.5 (1.4) 5.4 (1.5) 0.2906 Use ABCD2

27/42 64.3 3.2 (1.9) 1.7 (0.6) 0.0513 No statements about ABCD2 score
44/68 64.7 4.2 (1.2) 6.0 (0) 0.1669
37/54 68.5 4.5 (1.7) 4.5 (2.1) 0.9735
28/39 71.8 4.6 (1.1) 5.4 (0.5) 0.1460 Use ABCD2

75/95 78.9 4.4 (1.3) 2.0 (0) < 0.0001 Use ABCD2

53/63 84.1 4.6 (1.4) n/a – Use ABCD2

*Chart reviews were conducted on 12 of the 14 sites where staff were interviewed. At one of the sites where chart reviews were conducted, no eligible
TIA patients were included in the chart review and therefore no ABCD2 scores are available at that site
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admitted. However, despite this repeated contention, we found
a disconnect between what was reported by providers and
actual admission patterns based on administrative data. Like
findings from another study,30 providers in our study stated
they admitted most or all TIA patients. Yet, when we exam-
ined the actual facility TIA admission rates, some facilities
admitted only about half of their TIA patients in both FY 2011
and FY 2014. It is unclear whether participants were stating
what they believed to be their facility’s admission practice or if
responses were influenced by a social-response bias.31 Poten-
tial reasons for a disconnect between providers’ perspectives
(to admit all TIA patients) and the observed facility TIA
admission rate may include neurologists were only aware of
patients for whom they cared and were not aware of patients
who were discharged from the EDwithout neurology care and
providers may have thought about their most recent TIA
patient with a definitive diagnosis, rather than considering
the full spectrum of TIA patients, including patients with
“uncertain” or equivocal symptoms.
Overestimation of admission rates and descriptions of other

details of TIA care could be influenced by recall bias because
individual staff members care for a relatively small number of
TIA patients per year. Low TIA patient volume may also
contribute to uncertainty with new or unfamiliar situations.
Availability of alternative management options may influence

provider decision-making regarding inpatient admission. Al-
though urgent TIA clinics and ED observation units may be
lower cost alternatives to hospital admission, these are not
presently available in many areas of the USA.29,32 Providers
may be more likely to admit patients if they have the option of
placing a patient in observation status.30 In the absence of
observation units or TIA clinics, providers may seek to obtain
diagnostic tests in the ED; however, constraints on ED resources
which may either be fixed (e.g., lack of MRI) or dynamic (e.g.,
during ED crowding) may increase the likelihood that a provider
will admit a TIA patient.33 Although many TIA patients can be
appropriately managed in alternative settings, multidisciplinary
care and certain testing services (e.g., telemetry) that are avail-
able routinely in inpatient settings (and less so in outpatient
settings) may be needed for patients with certain event etiologies
(e.g., cardioembolic events) or those with a higher degree of
comorbidity.14 Until that level of care is available routinely in
outpatient settings, hospital admission will be the “gold stan-
dard” in the USA for providing timely TIA care.5

We found that the ABCD2 score was not a major factor in
most providers’ decisions to admit TIA patients. Opinions
varied about this tool—some participants stated they did not
find it useful and some cited concerns about the reliability or
accuracy. These impressions are supported by existing litera-
ture suggesting that ABCD2 scores may not be accurately
calculated by non-stroke specialists34 and that they may be
less predictive of stroke risk than other patient characteris-
tics.35 McKesson’s 2014 InterQual36 TIA admission criteria
were based on the ABCD2 score, outpatient workup availabil-
ity within 2 days (computed tomography [CT] or MRI, carotid

artery imaging, and cardiac echocardiogram), resolution of
neurologic symptoms, and appropriate interventions.7 Appli-
cation of these criteria for TIA admission did not appear to be
consistent across sites, although, the VHA utilizes InterQual
criteria for admission decision-making.36 Lack of a facility
TIA-specific policy might have contributed to the inconsistent
decision-making regarding hospital admission for TIA
patients.
Strengths of this study included diversity of facilities and

participants who were interviewed and availability of admin-
istrative and chart review data to complement qualitative data.
The primary limitation of the study is that it was conducted in
VAMCs; generalizability of findings to non-VA facilities may
be limited. Although administrative data may contain errors in
coding, we previously validated the administrative data
against chart review for the purpose of identifying patients
with TIA; among patients identified as having a TIA by VHA
administrative data, 95.0% had a TIA by chart review, 4.1%
had a minor stroke by chart review, and 0.9% had neither TIA
nor minor stroke by chart review.19 The chart review data used
in the current study were obtained from a random sample of
patients per facility; not all patients at the study sites received a
chart review. Interviews were conducted at one point in time
(FY 2013–2014), so we are not able to identify trends over
time or to draw causal relationships. Another limitation was
that transcripts were not read by interviewees to confirm the
accuracy of their statements.
Our results indicate that many factors contribute to the

decision whether to admit a patient with TIA; however, a
key factor is uncertainty due to lack of guidance at sites
without a facility TIA-specific policy, as well as inconsistent
use of the ABCD2 score, patient’s relative lack of symptoms,
limited resources, and concerns about the ability of the system
to complete a timely workup. Further research and quality
improvement interventions for TIA care should focus on fa-
cility adoption of a TIA protocol to address key elements of
the admission decision-making process and to standardize
both evaluation of TIA and delivery of secondary prevention
strategies.
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