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Are the results of this prognosis study valid?

	Was a defined, representative sample of patients assembled at a common (usually early) point in the course of their disease?
	This study evaluated six separate groups of patients from two separate and diverse populations.  The subjects were from the San Francisco area of California and Oxford, England.  The six groups included two groups that were used for derivation of the California and ABCD rules for stroke risk after TIA.  The other four groups were used to validate the previous tools for stroke risk after TIA.  The six groups were used together to derive a new prognostic tool for 2 day stroke risk after TIA.  The vast majority of these patients (N=4809) presented within 1 day of symptom onset.

	Was patient follow-up sufficiently long and complete?
	The two populations of patients were followed up for short-term and long-term outcomes.  The Oxford patients were all evaluated by a study neurologist shortly after diagnosis of TIA.  These patients were then seen again at 1, 6, 12, and 24 months by a neurologist or a research nurse.  The California groups used review of medical records to track outcomes for their population of patients.

	Were objective outcome criteria applied in a “blind” fashion?
	The outcome of stroke was confirmed by a study neurologist in Oxford and by review of medical records in California groups.  This was not blinded.

	If subgroups with different prognoses are identified, was there adjustment for important prognostic factors?
	There were no specific subgroups of patients with different prognoses identified.  However, one of the weaknesses of the study was that patients presenting with TIA were given various treatments at time of initial evaluation.  The treatments included admission, anti-platelet therapy, or no therapy at all.  The outcome of patients receiving various treatments was not extrapolated.  

	Was there validation in an independent group (“test set”) of patients?
	Overall, six groups were used to validate the ABCD2 prognostic tool for stroke after TIA.  This included two groups from two previous studies.  The tool worked well for all groups taken as a whole and separately.


Are the valid results of this prognosis study important?

	How likely are the outcomes over time?


	The overall risk of stroke after TIA was 9.2% at 90 days, 7.5% at 30 days, 5.5% at 7 days, and 3.9% at 2 days.  These statistics included all study participants.  Of note, the risk of stroke after TIA is widely quoted as being greater than the incidence of MI after the presentation of chest pain.

	How precise are the prognostic estimates?
	Overall, the ABCD2 score accurately separated low risk patients from high risk patients for stroke outcome.  If the score is broken down to low risk (0-3), moderate risk (4-5), and high risk (6-7) the difference in outcomes becomes clear.  The low risk patients had 2 day, 7 day, and 90 day risk of stroke of 1%, 1.2%, and 3.1%, respectively.  The moderate risk patients’ likelihood of stroke increased to 4.1%, 5.9%, and 9.8% at 2, 7, and 90 days, respectively.  With a high risk score, 8.1%, 12%, and 18% of patients had ultimate outcome of stroke at 2, 7, and 90 days, respectively.


Can you apply this valid, important evidence about prognosis in caring for your patient?

	Were the study patients similar to your own?
	The Oxford patients (N=1071) were >95% white.  The California patients were more diverse with about 25% of their population made up of black, Asian, and Hispanic participants.  In separate analysis of the different ethnicities, the ABCD2 prediction tool performed well.  The California groups more closely resemble the population of the Tidewater, Virginia area.

	Will this evidence make a clinically important impact on your conclusions about what to offer or tell your patient?
	The results of this study help with risk stratification and allow the practitioner to give accurate feedback on the chance of poor outcome in the near future.  The results can also be used to offer those patients scored as low risk an outpatient plan for follow up.  At the same time, the risk of patients scored as moderate and high risk could be explained as being great enough that admission should be encouraged.  The benefit of admission for these patients would be timely access to thrombolytics in the advent that a stroke occurred.  In addition to thrombolytics, the inpatients would have ancillary studies performed sooner.  These studies include MRI, carotid duplex imaging, and echocardiogram.


Additional notes:  The two original authors of the landmark studies responsible for the two clinical tools collaborated and together created the ABCD2 tool using newly enrolled patients as well as data from previous their previous work. The result of this study is a new, easy to use prognostic tool for 2 day risk of stroke after TIA.  The tool combines elements from the California rule and the ABCD rule to form the ABCD2 rule.  The new tool includes the risk factors of Age >60 (1), Blood pressure >140/90 (1), Clinical features of focal weakness (2), speech impairment (1), Duration >60minutes (2), duration 10-59 minutes (1), and Diabetes (1).  Thus, the mnemonic ABCD2 represents a list of the risk factors for subsequent stroke after TIA and has a top score possibility of 7.






