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Transient Ischemic Attacks as an Acute Cerebrovascular Syndrome

Shinichiro UCHIYAMA
Department of Neurology, Tokyo Women's Medical University School of Medicine

Transient ischemic attacks (TIAs) are well known as prodromal indicators of ischemic stroke. However, pa-
tients within the early period after TIA are insufficiently recognized to have a very high risk of stroke. There-
fore, TIAs in acute settings should be treated as medical emergencies. TIAs are not differentiated from acute
ischemic stroke (AIS), only by the duration of the symptoms. A TIA in an acute setting and an AIS is in the same
acute ischemic syndrome spectrum. Thus, we proposed a new concept, termed acute cerebrovascular syndrome
(ACVS) that includes TIA in acute settings and AIS. Immediate evaluation and treatment initiation in a TIA
clinic that can see patients 24 hours/day, 365 days/year has been reported to be very effective in reducing the
risk of stroke in the early period following a TIA. TIA patients with high clinical risk scores, including ABCD*
score; positivity by diffusion weighted imaging; intracranial or extracranial arterial stenosis; multiple episodes of
TIA, including crescendo TIA; and hypercoagulability, such as antiphospholipid syndrome, should be admitted,
and undergo immediate brain and vascular imaging. Blood tests and cardiac evaluations should also be per-
formed to detect vascular and cardiac risk factors. After immediate examinations, antithrombotic therapy and
risk factor management with antihypertensives, statins, and glucose-lowering drugs are required. Dual antiplate-
let therapy in patients with non-cardioembolic TIAs for aggressive inhibition of platelet activation, and novel oral
anticoagulants, for rapid inhibition of coagulation activation in patients with cardioembolic TIA due to atrial fib-
rillation, may be effective for preventing early recurrence of stroke. In addition, surgical or intravascular inter-
ventions, such as carotid endarterectomy, stenting, or bypass surgery, should be considered for patients resistant
to medical treatment.

Key Words: transient ischemic attack, acute cerebrovascular syndrome, ABCD? score, TIA clinic, medical emer-
gency
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535, TIA BRIEERSII EMEELRRET 5 ERME
BEVDOT, RMBEBRE L THLTELENDHS.
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A3 B OEERD 2. BEREHO TIA F2HEH
Bt A 2 (B M R % B & ) (acute ischemic
stroke : AIS) &E—ANRZ FS A EICHEHRET

Y, 2RI & REERE (acute cerebrovascular syn-
drome : ACVS) L WIHBEICEREL, TIAZ V=V
7D % 24 FFH - 365 HX LT X BB HEME
HOTICRHAZE - RENREREZITILENH L. £
B, TIA xS 5 A ZE IS T 55 O KBV
ELTEDLDTHENTHY, KELEREFDRD
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Fig. 1 Proportion of patients having an acute ischemic stroke within 2 weeks of TIA onset
Stroke risk is higher during the short period following a transient ischemic attack (TTIA).
Approximately 30% of patients experienced a stroke within 2 weeks after a TIA. (quoted

and modified from reference 2)

1. —AMREMBEEORKEREIRREE) 27

TIA BBEEORINKTH AL Z LT LS AHNT
W5, ER, EERE D 15~30% & TIA OBEED
# 5. Rothwell & & Oxford Vascular Study, Ox-
fordshire Community Stroke Project, UK TIA Aspi-
rin Trial, European Carotid Surgery Trial ® 4 #f %2
RN L, BEmMERMAEREBE O 23% 12 TIA ORE
BHolzbtHMEL TS,

—7, TIA X2 LICERPBRIEERLTL
T2, BELFRKICERD L VIZBHINDSD
ThHhb. FNETHD, TIA EFH BT 2EREDRM
Rk LTC—RERICS 2B LIS H
RPEFRHEC L2 —REREZHF L LIRAEIC L
niE, TIA BRMEFOBREFIC% 5 & ORRIZ
345% IR EX T, BIMUE (943%) REI VAT U —
WVILEE (764%) & 1135 0EW?, BAESEHE O
TIA BFFREE (FZERREE - iR —K) X5 —KRE
REGRICLREIC LI NE, SREBTERITEE
LTwa TIA BE#E L ICHMEFEMENENT
3 EDEEIZHTN 429% TH o727,

L Lah s, BIERRY O TIA B IMFEHFRE
FERPIEEITE . Oxford Vascular Study 12 & 5—
BERZMRIC LA TIA - 3BEREPROR
B ) A 27 BT A& LR, TIA BIER T
HiG, 1% AR, 37 BEoORERRERIZENTI
8%, 115%, 17.3% TH-o72". & 51T, TIA BER
2 3 B AP IR & B8 E L 72 B D 30% R R 13

EIC 4 BHMAICREL TV EHmESN TR
(Fig. 1)?. L7245 T, TIA ZBRERIRTE L EHED
DELHERBTHL EDRBVLETH 5.

2. —BMBEMEEOERDERE & SRR M
DFLVELE

TIA DEHRICOWTRERN I v AH
BohTwiwy, HAMLRZHEAE N 24
RERT LIS 2 B S 72 i3I O R AT 22 SR LI
LAMRERTHHEEHRINTVEY, L Leh
5, kED TIA FEEEEDOEFIT L AUE, TIA ExF
63 5 BILEEZ b v 1R ISR T 5
% 72 3B O R IMIE B & S S 72 £ Dk, KE
LDEHE & RKEREPHEE, FREHICIPDL
¥, BIHEZED RV, SR IIEEO—E
WO RBAHENEMBERTH L LHERL T
5°.

A2 EFRIC L B TIA BE O MRI 35 50H R &
1% (diffusion-weighted image : DWI) T Ok H
OB MFEEBERE X b 75 5PN EH»EE
L 72\ (Fig. 2)?. 10 ks THR & 17z 808 Bl TIA
BECBITAHEEMENTIC I NIE, DWIBESE I
33% T o705, Zh oD DWIHEHENE {1&, €D
B L7 T2 MmAE S FLAIR E{§ TEB 4 E M
WEICR o TV EWwH?, Lizd o T, TIA I3k
OFHIEE S S BMERREF EXFITELVEWY
2 5. #EF, TIA & AIS ZHRARERIZEIT 5 R
PREBER E LTR—AXZ M5 A RICH LB
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Combined data from 10 MRI studies (n = 818)
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Fig. 2 Duration of neurological symptoms and positivity of diffusion-weighted imaging
There is no correlation between diffusion-weighted imaging positivity and the duration of
a transient ischemic attack (TIA). Therefore, there is no meaning in differentiating a TTA
from an ischemic stroke by the duration of symptoms alone. (quoted and modified from ref-

erence 9)

Fig. 3 First steering committee of TIAregistry.org (2008, Paris)
From the right, Profs. Hennerici (Germany), Albers (US), Tiel (Canada), Uchiyama (Japan),
and Wong (Hong Kong), from the second next, Profs. Donnan (Australia) and Amarenco
(France, Principle Investigator); and from the left front, Prof. Morina (Spain).

ThrLHEMING.
EHOIL, EAFEROEES R FETZEIC

D TIA OERZENIFE (TIAregistryorg) (Www.’uareg
istry.org) Z{7- TWA7AS, 2008 EIZHE I N5
1EEESRICBWTRERREIO TIA &L AIS%
BHETHACVS E VIR EHWE L2 REL
72 (Fig.3). ACVS i3 2 EAEMBEHRE (acute coronary
syndrome : ACS) 25§ 28 TH 5 & HFT
Ebh»h 3w (Fig. 4)". BETAROPAZEIC X 1 X
RO AR ASE Uiud TIA TH Y, A1)
WA CE AIS TH 5. —F5, TEIRD

FELT X 0 ORISEBEME O W B R A U AUEA R
ESRLE (unstable angina : UA) TH Y, Al
BMAAE U2 05 % (acute myocardial
infarction : AMI) T&H 4. T bbb, TIAIZUA
WAEM L, AISIE AMIWZAHNST 5.

ACSIZ@HEE N5 UA & AMI AR EWIEDO#
e 7 R TERL & U5 /MR AS F 72 135 P9 I iE
W& BEEIROMZEL VY ﬁ@@fﬁﬁ A TR AR S A
AETHVN, ACVS OFRREIZEZH TH Y, ACS
DIFEL BT 7 T I — L MBEDOHAR LT,
BEHRNMERESR T 7 FRO/NIERDH S, AIST
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Fig. 4 Acute cerebrovascular syndrome and acute coronary syndrome concepts
Acute cerebrovascular syndrome is a concept comparable to acute coronary syndrome,
that is, transient ischemic attacks are comparable to unstable angina, and acute ischemic
strokes are comparable to acute myocardial infarctions.

Table 1 History of transient ischemic attack and subtypes of isch-
emic stroke!d

Stroke subtype TIA group Non-TIA group p value
Large artery atherosclerosis 43.9% 28.3% 0.002
Cardioembolism 25.4% 33.7% 0.097
Small vessel occlusion 16.7% 202% 0.407
Other causes 0.9% 6.1% 0.023
Undetermined cause 13.2% 11.7% 0.681

WA ABE U 7@t iE Bl D 1% 5 18]  FFZEIC X g,
77 u—AMEEREZETIE TIADBREOH 5 &
EVHAEOLVEZE LV ERIISE o705, LEME
B ZERAE CTld TIA OBFED D 5 BEVREAED 22
BELIVALVEIENEDY, 7 FEERE T
TIA DBAETHEDEZ R L holzZ &5, TIA
DAHZZANZT 50— A MBENS L, DB
BrntEZOENEHDOD, TIA OEFAEIZT 70—
LIARPERAEZE (439%) THROL VA, LEERNE
A (254%) 5 7 FHEZE (167%) TH oY AD
NHT ENnD, R3Y TIA DFHERERIEETHL LE
Z5N5 (Table )™, €512, ACSIZBITZLEN
RMERZVOLH BT LN v —H =0
ACVSIZIZFIEL W EDSBETH S, FhiZd
b 53, ACVS L) BB BESREO TIA
IZBWT AIS Ot 5s % T8 3 5 72 0 B 2 574 &
BRI ERATAIDICEDLOTHEHATHAHY. L
72h3o T, BIEREH O TIA X AIS & & 312, A
RETH S ACVS & LTHBIRETH 5.

3. AMBMBETERBICE T IEKZHOES
FE 5 O F e bR 2 DWI B R D A 5 TIA %
AIS L XFIT ADIEIEKRS 2V, Fig. 2 IZRL2Z &
AN, FHRRAER DR B 0 DWI B 3813 e
WTHY, HEDOH Y b T7RA VI DPRETER
WL, MRIBBHERIZBIED 4 I v 7k ) HEBX
N5, BREFHEIBENEFICHEELZY, Hik
CHBLAZDT5THAH. 12L& 21E, DWI B
1 TIA EERASHE L L TA S MRI % 24 B LIS
FaAT L7243 9 A% 24 BRI DR AT L 72356 & 0 38
BENEPo 2L ) HENDH S (37.1% 3t 29.8%
F v X1 1.39,95% {5 #E X 1.00~193)". — 4,
Morita 5™ 1& TIA # 24 B LLNIC 2 [/l @ DWI %
WAT L 72 TIA BE T2 1 M HICDWIEH?E 5 7-
31609 10 %1 (32%) X 2B H ® DWI A BEHETH -
72w, Lzdo T, DWLiE AISHFRDOEY X 2
X=H—L LTHWAERETHY, TIA # AIS L X
AT 572D HGBRE TR,

MRI % CT 12 & % ¥ it W 45 1 0 L% B o B ic
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ERTH5H. 20005808 TIA B#E O MRI it i#
T {§ (perfusion-weighted image : PWI) % RZ#%EH

CEME L CWwA. WEFREE D TIA BEO PWI B
B350 1LICED SN, DWIRKED RWREFT
PWI&%123~13% TholbwnH™? LiLik
A5, RETHY PWI R HSU] 38 0 2> A 0] 53 59 2> & F 3l
THZLIHFICHETHY, PWI BEDREHIH
BEERIC—HT 5 LIRS 2w, Ay 5213 TIA &
% 36 B 17 81 (50%) 1238\ C DWI LS5 HHRE
RRDOLEWMELTWS. INSDRED S BIER
WA EErREE T, FEOMERRL D> %
WRATEXALIXEZ V.

ACVS 28T MRI (3% BARZ B 0K~ —
H—I% Y D BH, ACVSiddH & I CHRENREET
Y, HEFEWNBHZ TIEI R, SBEREHO TIA
BAREZRMBMARETH D, BRI 7 ke
ERAXRYIPELBHIIRTH L. ACVS O
2, BEEREHO TIA 2 AIS L ABICKEREL
LTCHBTAZ LI ZEHRND 5.

4, —EHRELAEEDE L VEZE

TIA BHIZBEWNIGTHI21E, FFTIAZIEL
W52 LRIRICARSY. TIARELTH 24
R LIS HRIER ANH R LT L E H DT, BEIZ
DRMBICEBERZRZIDIENTET, MZOARIC
o TEW LT L% &%\, TIA ZHSEEIRR
LHEBRRBIRRIC T TR EEIMESN TS
DO, TIA L3 L TiZWiT 2 WEER & Bk I2%
FoRTWBY., LaL, ThSDOBRHERET—KE
KOMICIELTLIRELTELT, €072 TIA
DORBRIE—MITET L TR,

7ol 2, MR BRI A RIEL TIA OB EE
WKEIT SN TWA9%, TIA LBMT5EM»H %
M-z, TIA ERBPFGEIL (focal ischemia) (2 &
BIERTH Y, WHRBEFZBRVWTERER) Z
L, Bt k) 03elEm (global ischemia)
OEFETHY, LHHEMETT2.0EBTELS
BT, TIALXDETOEREZEIXRETH
D, FREAR L D EICERFENR ZZZT 5 LED
»5".

DEVDH TIA LEZ SN TVERTHS. ©F
W EERYE & FEIEDH B 05, wIThb ERDR
TTIA LML TIRWITRWT 225 TW5Y.
—7%, TIA THHBEC/MEDOBMZZ LD ETVWEET
LI lhHy, AETEEHFICERGLELRITT
MDD 5. D F VATV FAE S D E

Table 2 ABCD? score

A: Age =60 years (1 point)
B: Blood pressure >140/90 mmHg (1 point)
C: Clinical features

Unilateral weakness (2 points)

Speech disturbances (no weakness) (1 point)
D: Duration

=60 minutes (2 points)

10-59 minutes (1 point)
D: Diabetes (1 point)

KAV ML, HEBREBIIRR OMRSER (N -
BER) ZRiEoTwadtwnwdHZ bk, REYVDH S
WA SRR (PR HEEMERIRER GRAY
W) o ZIREOWEIEETHS. Ll
5, FEMEFIOL) RFTREZIERICEHTE
LIRS Vw0 T, MEMGERETFEZEY, i
HHOEFNDERWPALTHEHNITELZITEL H
BRARHCHERT RETH 5.
FREOLUTND TIA LEZ NPTV, MFR
MREALUONSE DI TIA Tk, thoiEBEzZ 2
72139 v, 2L, BER U ULISEBIRKE %
LONEERTLOTEEILETHS. HHEYY
IR EERREEE) A U T 24 BRI BINIC %
FTHUL TIA O EEHEIE . BO2TAREMD
TIA LB IR0, REERT TIA 25889 X &
O BERENREEETH LY. —EERNRE
FER—BECHENRZ 2L RHERTHY, =
D& BRIERD D - 72 LIRFHRE T2, MR
BBy LENDDH. HERWEICHKT 5 HEKEE
M X 2HEKRTHY, B RNEBHRR O TIA
FERZDSTHS. FEIFHTRATIWMETRAT
LRI OEGARITBERTH Y, ZDXH) RHE
BEEIMERETRITNIEZ DEL W,

5. —iEMRE MR EDERRE O
RIEBREIAD TIA i AIS #HRT AERMELIE
{, 37 AURND AIS 2 %ET % BE DK LA 2
HPNICRIET 5 DT, FRIHEY XA 7 OFW TIA
BEEELCRESARSETRYZY - RlBEL
TOVENDD. 2T, BIAZOTIA BE%E
N3 58 FSERFMPEVEREND, ZOFT
DHAERRCTHRD A AL TWSEHERHER 2
7H ABCD* 2 27 T 5 (Table 2)”. ABCD*Z
TR, MUE, JEMRE, FRBRER, BERWO 5 H
H25H 0, &FHriE 0~7 oM $ 525 TIA B
#90 HUNOBEHRRBEIEAREY A 713 ABCD* A
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Table 3 Patients with transient ischemic attack
(TIA) requiring hospitalization26)

1) High clinical risk scores, such as ABCD? score

2) Positivity of MRI diffusion-weighted image

3) Intracranial or extracranial arterial stenosis

4) Multiple episodes of TIA, including crescendo TIA

5) Non-valvular and valvular atrial fibrillation

6) Hypercoagulability, such as antiphospholipid syndrome

a7 EWEICHET AY. ABCD* A 2 73455k
EEHHRPEMMLFEEEE T2V E W) HTERL
A7 THY, HMERICLBETIA<Y—=FTIC
BR LA ZFMETH S, /2, ABCDPAA T
TIA DIEBER? LR T 5 AIS OEFEE?IZH AHE
THIENMEEN TS,

ABCDPA I T EHLICKEELZHD 572901
A GHEPREEINTWAS, & 21E, DWI®
CT OB R R % ABCD* 2 2 7 IZHBk L 72 ABCD?
IAa7i7 HUAORESY X7 L oBELNE L
L7zewa® F7, ABCD*Z a 712 KR M TIA
(dual TIA) Zf0Z72 ABCD* 2 a 7%, &5IZH{E
iR CHEIRD 50% LL bikz2 L DWI ) 2z
72 ABCDI 227 dRB I, ARREE DML L
LTCIEMEFORMREEY A7 0FRNZIZ L VER
TV EREINRTWAED, L LS, BRFTR
EMAIEFHRBESETOERL )OI L TH
D, ThHHDRIAT7TIE [BHELURATALl OB
HOT, EBEBREREZNEE LERAETEILTL
b ABCD*Z2a7 % ERAHDTiEBVwEDHRED
HY, T4V —=FrT7IBITALAFUARaTELT
313 Y ABCD’ Za 7 H B dbH#Rsh 5.

6. —EMERIE M RIEREDWEAXIT

RIEHRFE O TIA BEOHTHHIZ ABCD* 2 2
TESEERC4 A0 L), DWI BY, HEEAN TR
gk opkez 50% LLE), 7L v ¥ =¥ F TIA(TIA
BENKIBEL, FHRFMIRAICRRLHE) %
&t AN TIA (dual TIA), 1Y ~ IREHARE R
D & 5 7 M AR E R FE NP R REY X 7 28
BOOTRRAABRO M) 7T —VHBLETDH A
(Table 3)?92~2 = &DE) A 7 BETIEABRE
WODIMEERETF 2 MR T 5 7200 & & OE R
WA, MERE, DBOFEMASLETHS (Table
4)® BELRERICE, BEE ¥ T, MHERE
THE &b ISHIMAREESWLE L 72 5 (Table 3)%.

PriseEEIc B LT, FB0EYE TIA TERED
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Table 4 Radiological and physiological examinations
for initial evaluation of patients with transient isch-
emic attack in an acute setting?)

1) Brain magnetic resonance imaging, including diffusion-
weighted imaging

2) Intracranial and extracranial magnetic resonance angiog-
raphy or computer tomographic angiography

3) Carotid and vertebral ultrasonography

4) Electrocardiography with continuous monitoring

5) Transthoracic and/or transesophageal echocardiography
6) Transcranial Doppler ultrasound

M/ NRIEYEAL % 39515 5 72 D PUI/MIEE O —#| 6t
1% (dual antiplatelet therapy : DAPT) O & &k AH
s, DEMENC X 2.0EME TIA IKI3AE 0l
BT O 720 Rz R EEEL R IE T & 5
BroR & O P B B FE (new oral anticoagulant :
NOAC) D&Envsd 5%,

RiT, PETHEER 24 BEUAO TIA /2138
EAIS #XRRICLTCTAEY Y - 70 RT LIV
BRRBRE T A ) Y EMREOAIN L REHE
W ® 3 5% CHANCE (Clopidogrel in High Risk
Patients with Acute Nondisabling Cerebrovascular
Events)®”?Thh, TAEY v 7a¥ R LIV
XA DAPTH7AE ) VEMEEL ) HEFOH
BFHICAERTH Y, EX2HBMABREIXZED? %
Polz ) EIRE NIz, CHANCE Tit, #IH
I230mg VI RKEDZOE R L VEARLT
BIEEBZOREOM/MUENLZIH L2 &
DAPT # 3SBBEOAIICIED /-2 LI Y MY &
I EBRERL P oI EPRIOEREZEZ D
h BEBRILFIREGRHLILET VAo,

BRI DA A BT 4 2 Tid, BEFPREERD NOAC
R4 13612 HNV—NVIZL D RETHZ & %
WRLTWAEY, NBEBOBREICL ) ILREREIC
AR D ) 27 BSREBZE2ZEL, TIA
TIXMH, BEMEHTII3IHE, PHETIZ6H
H, BEEMEFTIZI2HE2HH6ET 52 & 2188
LTw5,

BEOEEIREZE DY, WEHHERICEIED
H 5 TIABE TIEHE RN B & BER (carotid
endarterectomy : CEA), SHER A 7 ~ P FEWN
(carotid artery stenting : CAS) D@L & ZET 5
VENHY, HENNEREIREAZEIC X 5 MATENRE
P TIA WG N A 2R A FER O @IS 5B 5% (Table
5).
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Table 5 Initial management of patients with transient ischemic attacks (TTAs)20

1. Management of risk factors
1) Single or dual antihypertensives
2) Lipid lowering, with statins
3) Blood glucose lowering drugs

2. Antithrombotic therapy

1) Dual antiplatelet therapy (DAPT) or single antiplatelet therapy
2) Novel oral anticoagulants (NOACs) or warfarin
3. Surgical or intravascular intervention for TIA patients resistant to medical therapy

1) Carotid endarterectomy
2) Carotid or vertebral artery stenting
3) Intracranial bypass surgery

With a history of TIA (n = 114)

Without a history of TIA (n = 392)

36.2

»  Antithrombotic therapy

® No antithrombotic therapy

Fig. 5 Antithrombotic therapy in patients with acute ischemic stroke with and without a

history of transient ischemic attack

Only one-third of 506 consecutive admitted patients with acute ischemic stroke, with or
without a history of transient ischemic attacks (TIAs) were treated with antithrombotics.
There was no difference in the use of antithrombotics between patients with or without
prior TIA (36.0% vs 35.2%, p=0.881). (quoted and modified from reference 13)

TIABREZEZ 24050 -365 HEZET A TIAZ Y
= 7 3RIEFRFE O TIA B3 %2 AF FHh L T
HERABBRTLOIEDLOTHHTH 5. ERE,
EXPRESS ( Effect of Urgent Treatment of
Transient Ischemic Attack and Minor Stroke on
Early Recurrent Stroke) ﬁﬁ%"ﬁb’ I, REEDZ

Bhsly, TIADPSELNAGEIZEMEERTH D
[TIA Z ) =» 2 ]I FAXVC*E ‘L, FRRZTS

VAT AR, FEHLOLWEFIIEBIZ[TIA 7Y =y
7] BELERELVATFLIRDIEA, BEFE
DFWEZ T A ETOHMMA 3B, BHREABETD
BRI 20 HCH o 2DIR L, BEMEOBE, HE
BtGE D12 1 H & KIBIZHME S, 90 HEAO ATS
RHERIT103% 2> 5 21% 2 FR L 727 F 72,
EXPRESS 22 Tld, T DX ) R FHHED
WEL, BERRHIOORAYF YOS, DAPT
DFEM, BERICLAEMYLMEOEEIZLD D
TebENFEGHLTWAEY,

L LaAsn, BRCIT5 72 AIS TARE L7238 f

FEBI DM A A & FEIC LU, TIA OBEED 2 H -
72 AISEBE O 3450 2 3B E»irbh T
Wipdpo 7278, TIA OB ENH -7z AISEETDH 3
SO2FMMBFEENITONL TV LR Do f’
(Fig.5). 2D X H1Z, BIRTIE TIA IZBET 5783
EMEFFHRBEIERZE LA THTHY, EHR

R MEFRITT T HERIEB © S O ITRBYICHEE
THULEMTREL TS

BFhUIC

TEREZDDE T, UA & AMI Z3FE3 5 ACS
DEEEDIN— b T v 7 F vy R=VIZHVLR,
HESEAFPEHRINTHGEOMEICKECE
kL7 AR OSEIRCTH ACVS O &IE T
TOREERTHCTE 2 EIFFREEORRDOER &
o TWBHRERZ P 5 KE/F#E L TRER
RRVEIRF SN DY,

ACVS B3 % #5719 T 5,000 B8k L, 5 F HEH
AT 5 EBRERABENFEONR—ATL v F—F L
HFREESEREZEATHE LB, RO MY S

—El4—
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Fig. 6 Poster for the International TIA/ACVS Conference
The International TIA/ACVS Conference was held on November 15 and 16, 2013 in To-
kyo. Baseline data and interim results from TIAregistry.org was presented and transient

ischemic attacks, as an acute cerebrovascular syndrome, was discussed.

)= F—2—HIZE L TACVS 2O A #EMBE Y
a9 % ERE TIA/ACVS &% 20134611 A 15 -
16 HICHER TERIIZRE L TER L (Fig.6).
7, COEBSFEIZERIT T [TIA as Acute
Cerebrovascular Syndrome ] (Uchivama S et al eds,
Kargar AG, Basel, 2013) & W) EE% L 72
AREIFACVS & LT TIA KHT 2%, Bk, &
&, KRR, R, 2w, R, T, AANTA v
DIEy 7 Z2TXCHEHFELTED, KFEIHRD
by T = EICHEN 0T —H LT
2R NIEENTH 5.
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