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I HAVE NO RELEVANT 
DISCLOSURES

OBJECTIVES

• Discuss role of EDOU in managing TIA and atrial fibrillation

• Focus on high yield aspects of the protocol to improve performance

• Review relevant recommendations from ACEP clinical policy on TIA

TIA

DEFINITION

• Transient Ischemic Attack

• Cerebral ischemia without infarction

• Regardless of time element

• Assumes normal neuro exam

• Requires neuroimaging (eg MRI) to differentiate from small CVA

ED EVALUATION

• Emergent Imaging

• Early Discharge?
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ED EVALUATION

• Emergent Imaging

• ACEP Level C recommendation to obtain non-contrast HCT if MRI not readily 

available. 

• HCT will identify some TIA mimics (1.2%)

• HCT can’t be used to identify patients at high short-term risk for stroke

• Early Discharge?

ED EVALUATION

• Emergent Imaging

• Early Discharge?

• Level B recommendation – Don’t use ABCD2 score to determine who can be 

discharged from the ED. 

• Other risk scores (ABCD3, ABCD2-I) are not sufficiently sensitive to use as a risk 

stratification instrument

DISPOSITION - EDOU PATIENT CARE - EDOU

EDOU WORK-UP CONSIDERATIONS

• Cervico-cerebral vascular imaging

• Level C recommendation – Carotid US is as accurate as CTA/MRA

• Echo

EDOU WORK-UP CONSIDERATIONS

• Cervico-cerebral vascular imaging

• Echo

• Outpatient TTE OK for patients with 

• No previous cardiac disease or stroke

• Normal EKG and telemetry

• Normal cardiac exam
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DISPOSITION FROM EDOU TIA - CONCLUSIONS

• ABCD2 score not sensitive enough to identify low risk patients

• HCT recommended if MRI not readily available

• Echo not necessary for patients with no cardiac history/normal 

exam/diagnostics

ATRIAL FIBRILLATION

DECKER ET AL

• Ann Emerg Med 2008

• 153 ED patients randomized to EDOU vs 
hospital inpatient

• 85% of EDOU patients converted to sinus vs 
73% of inpatients

• Median LOS 10.1 vs 25.2 hrs

• 9 EDOU patients required admission

• 11% of EDOU patients had recurrence vs 10% of 
inpatients 

ED CARE

• Rate vs Rhythm control strategy

• > 65 – no difference in 5 year outcomes with rate vs rhythm control

• < 65 – benefit from rhythm control

• Atzema, CL. Ann Emerg Med 2015

• Cardioversion contra-indications

• Unknown time of onset

• Onset > 48 hours; not therapeutic on anticoagulation for 3 weeks

• TIA or stroke in 6 months

• Valve disease

ED CARE

• Rate control – everyone else

• Resting HR < 80 bpm ACC/AHA class IIa recommendation

• “Lenient Strategy” HR < 110

• For asymptomatic patients

• Preserved EF

• Class IIb recommendation

• Beta blocker vs Calcium channel blocker

• Fromm et al. J Emerg Med 2015

• Diltiazem more effective in achieving rate control in ED

• Convenience sample

• Stopped early

• Avoid crossing classes
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EDOU PATIENT SELECTION EDOU SELECTION PITFALLS

• HR prior to transfer

• <100-110 at rest

• <120-130 when ambulatory

• Co-morbid conditions

• Sepsis

• CHF

EDOU MANAGEMENT

• Continue rate/rhythm control strategy

• Cardiac monitoring

• Cardioversion

• Anticoagulation

• DOACs vs warfarin vs LMW heparin

• Echo

• Education

MANAGEMENT PITFALLS

• Ability to sedate in EDOU

• Involvement of cardiology

• Need/availability of TEE

AF + ANTICOAGULATION AF + ANTICOAGULATION
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DISPOSITION AF CONCLUSIONS

• Determine rate vs rhythm control strategy

• CCB or Beta blocker similar efficacy

• EDOU good location for continuing ED strategy

• Start anticoagulation in appropriate patients


