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Lo stroke criptogenetico rappresenta il 25-30% di tutti gli stroke

FA silente € ipotizzata come causa di ictus criptogenetico
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DOI 10.1007/511936-019-07864

Cerebrovascular Disease and Stroke (S Silverman, Section Editor)
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Dabigatran for Prevention of Stroke after Embolic Stroke of Undetermined Source

Hans-Christoph Diener, M.D., Ph.D., Ralph L. Sacco, M.D., J. Donald Easton, M.D., Christopher B. Granger, M.D., Richard A. Bernstein, M.D., Ph.D., Shinichiro Uchiyama,
M.D., Jérg Kreuzer, M.D., Lisa Cronin, M.D., Daniel Cotton, M.S., Claudia Grauer, Ph.D., Martina Brueckmann, M.D., Marina Chernyatina, M.D., Ph.D., et al., for the RE-
SPECT ESUS Steering Committee and Investigators™

Stroke embolico di origine non determinata:

stroke nonlacunare ischemico (diagnosticato con Imaging cerebrale)

NO aterosclerosi intra- o extracranica determinante stenosi > 50% di arterie
che irrorano 'area dello stroke. Diagnosi mediante imaging arteriole o doppler
cervicale e trasncranico

NO fibrillazione atriale > 6 min durante almeno 20 ore di monitoraggio

NO trombosi intracardiaca

NO altre cause specifiche di stroke
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Incidence, outcome, risk factors, and long-term prognosis of
cryptogenic transient ischaemic attack and ischaemic stroke:
a population-based study

Linxin Li, Gabriel S Yiin, Olivia C Geraghty, Ursula G Schulz, Wilhelm Kuker, Ziyah Mehta, Peter M Rothwell, on behalf of the Oxford Vascular Study

Cryptogenic (n=392) Small vessel disease (n=220)  Large artery disease (n=158) Cardioembolic (n=472) pvalue

Number % (95% CI)* Number % (95% Cl)* Number % (95% CI)* Number % (95% CI)*
Disability (mRS >2)
Premorbidt 58 15%% 18 8%t 17 11%% 146 32%% p<0-0001§
6 monthsq 89 23%% 50 23%% 51 32%% 305 66%% p<0-0001§
Mortality
1year 23 6-0% (3-6-8-4) 2 0-9% (0-0-2-1) 23 147% (92-202) 196 417% (372-46-2)  p<0-0001
5years 80 24-9% (20-0-29-8) 37 19-8% (13-9-257) 42 30-9% (22:.9-38-9) 280 64-6% (59-9-69-3)  p<0-0001
10years 114 45-5% (38-4-52-6) 64 44-9% (359-53-9) 56 54-9% (42:6-672) 317 833%(78-2-88-4)  p<0-0001
Vascular death
1year 1 2:8% (1-2-4-4) 2 0-9% (0-0-2-1) 12 7-8% (3-5-12-1) 155 34.0% (297-383)  p<0-0001
Syears 32 10-0% (6:7-13-3) 12 6-4% (2:9-9-9) 14 9-9% (4-8-150) 183 435% (38-6-48-4)  p<0-0001
10 years 39 15-4% (10-3-20°5) 17 122% (6-1-183) 18 217% (8-6-34-8) 195 53.4% (46-5-60:3)  p<0-0001
Any recurrent stroke
1year 35 9-1% (6-2-12-0) 27 123% (8:0-16-6) 21 14-0% (8-5-19-5) 54 15:1% (11-4-18-8) 011
Syears 76 24-0% (19-1-28-9) 41 20-5% (14-8-262) 31 24-1% (163-31-9) 79 27-8% (21-9-33-7) 025
10 years 85 31:9% (25-2-38-6) 47 26:9% (195-343) 32 26.9% (17:7-361) 87 40-0% (30-6-49-4) 013
Any recurrent ischaemic stroke
1year 34 8-8% (6-1-11.5) 27 123% (8:0-16-6) 20 13-4% (7-9-18-9) 50 14-0% (10-3-17-7) 019
Syears 73 23-2% (18:3-28-1) 40 20.0% (143-257) 30 23-4% (15-8-31.0) 72 25:3% (19-6-31-0) 049
10 years 79 28-6% (22:3-34-9) 46 26:4%(19-1-337) 31 26-2% (17-0-35-4) 79 36:3% (26-9-457) 0-32
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MEDICINE -

European Journal of Internal Medicine

ELSEVIER journal homepage: www.elsevier.com/locate/ejime

Original article o')

Oral anticoagulants vs antiplatelets in cryptogenic stroke with potential e

cardiac emboli: Meta-analysis

Wen-Yi Huang?, Bruce Ovbiagele ”, Meng Lee "

OACs Antiplatelets Risk Ratio Risk Ratio

Study or Subgrou| Events Total Events Total Weight M-H, Random, 95% Cl M-H, Random, 95% CI
1.2.1 Patent foramen ovale
CLOSE, 20171 3 187 7174 88% 0.40[0.10,1.52] —
NAVIGATE ESUS, 201813 7 259 13 275 18.9% 0.57[0.23,1.41] -
PICSS, 200210 2 42 8 56  7.0% 0.33[0.07,1.49] - 1
RE-SPECT ESUS, 202112 16 319 18 361 34.6% 1.01[0.52,1.94] —*—
Subtotal (95% CI) 807 866 69.3% 0.69[0.43, 1.11] R 4
Total events 28 46
Heterogeneity: Tau®= 0.00; Chi*= 3.00, df= 3 (P = 0.39); F=0%
Test for overall effect: Z=1.54 (P=0.12)
1.2.2 Left atrial diameter > 4.6 cm
NAVIGATE ESUS, 20194 3 187 1" 174 9.9% 0.25[0.07,0.89] e
Subtotal (95% CI) 187 174 9.9% 0.25[0.07,0.89] e
Total events 3 1
Heterogeneity: Not applicable
Test for overall effect: Z=2.13 (P = 0.03)
1.2.3 Heart failure with reduced ejection fraction
WARCEF, 201415 8 128 12 120 208% 0.63[0.26,1.48) ——<a
Subtotal (95% Cl) 128 120 20.8% 0.63[0.26, 1.48] -
Total events 8 12
Heterogeneity: Not applicable
Test for overall effect: Z=1.07 (P = 0.28)
Total (95% CI) 1122 1160 100.0% 0.61[0.41,0.91]
Total events 39 69 ) )

Heterogeneity: Tau®*=0.01; Chi*=5.16, df= 5 (P = 0.40); F= 3% '
Test for overall effect: Z= 2.43 (P = 0.02)
Test far suharnun differences” Chir= 214 df=2 (P=N 234 F=A A%

10 100
antiplatelets
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Prolonged Cardiac Monitoring to Detect Atrial
Fibrillation after Cryptogenic Stroke or Transient
Ischemic Attack: A Meta-Analysis of Randomized
Controlled Trials

Khagendra Dahal, M.D.,* Bikash Chapagain, M.D¥ Raju Maharjan, M.D.,t
Husam H. Farah, M.D.,} Ayesha Nazeer, M.D., Robert J. Lootens, M.D.,
and Alan Rosenfeld, M.D.#

9?2 Edizione

Dopo stroke criptogenetico, un monitoraggio a lungo-termine del ritmo
cardiaco € raccomandato?

The NEW ENGLAND JOURNAL of MEDICINE

ORIGINAL ARTICLE

Cryptogenic Stroke
and Underlying Atrial Fibrillation

Tommaso Sanna, M.D., Hans-Christoph Diener, M.D., Ph.D.,
Rod S. Passman, M.D., M.S.C.E., Vincenzo Di Lazzaro, M.D.,
Richard A. Bernstein, M.D., Ph.D., Carlos A. Morillo, M.D.,
Marilyn Mollman Rymer, M.D., Vincent Thijs, M.D., Ph.D.,
Tyson Rogers, M.S., Frank Beckers, Ph.D., Kate Lindborg, Ph.D.,
and Johannes Brachmann, M.D., for the CRYSTAL AF Investigators*

A Detection of Atrial Fibrillation by 6 Months

100-
s Hazard ratio, 6.4 (95% C1, 19-21.7)
10| P<0.001 by log-rank test e
80
= 70
2
; 60 5.
H
g so Control
ES 4
g2 t T T T T T )
E 0 1 3 5 6
2 20
10
0 1 2 3 4 5 6
Months since Randomization
No. at Risk
Control 220 214 200 198 197 197 194
™M 221 205 198 195 194 193 191

Longer monitoring <48 hours monitoring 0dds Ratio 0dds Ratio
Study or Subgroup __Events __ Total __Events Total Weight IV, Random, 95% CI IV, Random, 95% CI
1230 seconds duration
Gladstone 2014 45 280 9 277 676%  570(273,1191) ——
Kamel 2013 0 20 0 20 Not estimable
Sanna 2014 29 221 4 220 324%  816(282,2362) —_—
Subtotal (95% CI) 521 517 100.0%  6.40(3.50,11.73] -
Total events 74 13
Heterogeneity: Tau* = 0.00; Chi*= 0.29, df=1 (P = 0.59); I*= 0%
Testfor overall effect Z= 6.01 (P < 0.00001)
2 any duration
Gladstone 2014 56 284 13 277 746%  4.99(266,9.35] ——
Higgins 2013 2 50 5 50 254%  8.31(283,24.41) —_—
Kamel 2013 0 20 0 20 Not estimable
Subtotal (95% CI) 354 347 100.0%  5.68(3.30,9.77) -
Total events 80 18
Heterogeneity: Tau* = 0.00; Chi*= 0.64, df=1 (P = 0.42); I*= 0%
Testfor overall effect Z= 6.27 (P < 0.00001)
01 10 100
Favors shorter monitoring  Favors longer monitoring
Longer monitoring  Shorter monitoring 0dds Ratio 0dds Ratio
Study or Subgroup __Events __Total _ Events __Total Weight IV, Random, 95% CI IV, Random, 95% CI
‘Anticoagulation use
Gladstone 2014 52 280 £l 279 61.2%  1.82(1.13,295] ——
Higgins 2013 11 50 3 50 78%  44201.15,1697) —
Kamel 2013 0 20 0 20 Not estimable
Sanna 2014 2 m 13 220 310%  270(137,529) ==
Subtotal (95% CI) 571 569 100.0%  221[152,321] >
Total events 95 47
Heterogeneity: Tau® = 0.00; Ch*=1.97, df= 2 (P = 0.37); F= 0%
Test for overall effect Z= 4.13 (P < 0.0001)
Recurrent stroke or TIA
Gladstone 2014 1 280 1 277 60%  0.99[0.06,1589) _—
Sanna 2014 15 m 19 220 940%  0.77(038,1.56] t
Subtotal (95% C1) 501 497 1000%  0.78[0.40,155]
Total events 16 20
Heterogeneity: Tau®= 0.00; Chi*= 0.03, df=1 (P = 0.86); F= 0%
Testfor overall effect Z= 0.71 (P = 0.48)
Mortality
Gladstone 2014 1 280 1 277 206%  0.99(0.06,1589)
Sanna 2014 3 m 2 220 704%  150(0.25,9.07)
Subtotal (95% CI) 501 497 100.0%  1.33[0.29,6.00]
Total events 4 3
Heterogeneity: Tau® = 0.00; ChF= 0.06, df= 1 (P = 0.81); F= 0%
Testfor overall effect Z= 0.37 (P = 0.71)
001 100

0.1 10
Favors shorter monitoring Favors longer monitoring

B Detection of Atrial Fibrillation by 12 Months

100- 15
Hazard ratio, 7.3 (95% Cl, 2.6-20.8)
%0 P<0.001 by log-rank test Ic™
%0. -
70
60-
50- 3
Control
40.
3 o 2 4 & 8 10 1
20
o
o 2 4 6 8 10 12
Months since Randomization
No. at Risk
Control 20 00 197 194 184 18 167
ic™ 21 198 194 191 18 18 173

C Detection of Atrial Fibrillation by 36 Months

Hazard ratio, 8.8 (95% CI, 3.5-22.2)
P<0.001 by log-rank test

50 Control
40
36
30
20
10
0 6 12 18 24 30 36
Months since Randomization
No. at Risk
Control 220 194 167 114 72 36 7
Ic™M 221 191 173 102 57 29 8
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Stroke
Volume 50, Issue 12, December 2019; Pages e344-e418
hitps://doi.org/10.1161/STR.0000000000000211

AHA/ASA GUIDELINE

Guidelines for the Early Management of Patients With
Acute Ischemic Stroke: 2019 Update to the 2018
Guidelines for the Early Management of Acute Ischemic
Stroke: A Guideline for Healthcare Professionals From the
American Heart Association/American Stroke Association

6.3. Cardiac Evaluation

6.3.1. Electrocardiographic Monitoring COR LOE

1. Cardiac monitoring is recommended to screen for atrial fibrillation and other
potentially serious cardiac arrhythmias that would necessitate emergency
cardiac interventions. Cardiac monitoring should be performed for at least
the first 24 hours.

Further support for this unchanged recommendation from the 2013 AIS Guidelines is provided by 2 additional studies
published since the 2013 guidelines. Kallmiinzer et al*** prospectively monitored by cardiac telemetry 501 patients
with acute stroke (92% with cerebral ischemia) for a median of 73 hours after admission to a dedicated stroke unit.
A total of 139 serious arrhythmias were detected in 126 patients (25.1%). Atrial fibrillation accounted for 24 of 139
(17%) of the arrhythmias. Detection of arrhythmia led to direct antiarrhythmic treatment in 77.7%. In that study,
52.2% of all detected arrhythmias occurred within 12 hours and 74.4% within 24 hours after admission. Fernandez-
Menéndez et al**' prospectively monitored by cardiac telemetry for a minimum of 48 hours 332 patients admitted

to the stroke unit with a diagnosis of ischemic stroke, TIA, or intraparenchymal hemorrhage (90% with cerebral
ischemia) admitted within 48 hours of symptom onset. One hundred seventy-four significant cardiac arrhythmias
occurred in 98 patients (29.5%). Atrial fibrillation/flutter accounted for 23 of 174 (13%) of the arrhythmias. Thirty-
three of 98 (34%) patients were directly treated for the arrhythmia (excluding anticoagulation for atrial fibrillation).
Thirty-seven percent of all detected arrhythmias occurred on day 1, 29% on day 2, and 15% on day 3.*'

New, Revised, or Unchanged

Recommendation and COR unchanged
from 2013 AIS Guidelines. LOE amended
to conform with ACC/AHA 2015
Recommendation Classification System.

See Table LXXXI in online Data
Supplement 1.

2. The effectiveness of prolonged cardiac monitoring during hospitalization
after AIS to guide treatment selection for prevention of recurrent stroke is IIb C-LD
uncertain.

New recommendation.

In patients with TIA or ischemic stroke and atrial fibrillation detected by routine ECG at the time or within the preceding
24 months, oral anticoagulation begun within 3 months is superior to aspirin for the prevention of vascular death,
stroke, MI, and systemic embolism (HR, 0.60 [95% Cl, 0.41-0.87]).* With prolonged cardiac monitoring during
hospitalization, atrial fibrillation is newly detected in nearly a quarter of patients with stroke or TIA.*** No RCTs have
specifically evaluated the benefit of anticoagulation in patients with brief episodes of subclinical atrial fibrillation
detected in hospital after AIS. In CRYSTAL AF (Study of Continuous Cardiac Monitoring to Assess Atrial Fibrillation
After Cryptogenic Stroke), at 36 months, atrial fibrillation was detected in 30% of 221 patients with implantable
cardiac monitors and in 3% of 220 control subjects (P<0.001), but the occurrence of TIA or ischemic stroke was 9%
in the implantable cardiac monitor group and 11% in the control group (P=0.64).**** In Find-AF,, . ... (Finding
Atrial Fibrillation in Stroke—Evaluation of Enhanced and Prolonged Holter Monitoring), atrial fibrillation was detected in
14% of 200 patients with 10-day Holter monitoring at baseline, 3 months, and 6 months versus 5% of 198 patients
in the standard care group who had at least 24 hours of rhythm monitoring (P=0.002). There was no significant
difference in recurrent stroke at 12 months (3.7% versus 5.4%; P=0.46).**° Other smaller studies have also failed to
show a difference in outcomes.*’-* All of these studies were underpowered for the secondary clinical end points.
Randomized trials are ongoing to determine whether oral anticoagulation therapy compared with aspirin reduces

the risk of stroke or systemic embolism in patients with permanent pacemakers, defibrillators, or insertable cardiac
monitors who have subclinical atrial fibrillation or high-rate episodes and additional risk factors (NCT01938248,
NCT02618577).

See Tables LXXXII through LXXXIV in
online Data Supplement 1.
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ECG-Holter

In-hospital monitoring

Event recorder esterno Device cardiaco impiantabile
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@ ESC European Heart journal (2020) 42, 373 —498 ESC GUIDELINES

European Society  doi:10.1093/eurheartj/ehaaé 12
of Cardiology

AHRE, subclinical AF Refers to individuals without symptoms attributable to AF, in whom clinical AF is NOT previously detected (that is, there is no surface
ECG tracing of AF), see also section 3.3.
AHRE - events fulfilling programmed or specified criteria for AHRE that are detected by CIEDs with an atrial lead allowing
automated continuous monitoring of atrial rhythm and tracings storage. CIED-recorded AHRE need to be visually inspected

because some AHRE may be electrical artefacts/false positives.
Subclinical AF includes AHRE confirmed to be AF, AFL, or an AT, or AF episodes detected by insertable cardiac monitor or
wearable monitor and confirmed by visually reviewed intracardiac electrograms or ECG-recorded rhythm.

Device-programmed rate criterion for AHRE is >175 bpm, whereas there is no specific rate limit for subclinical AF.

The criterion for AHRE duration is usually set at >5 min (mainly to reduce the inclusion of artefacts), whereas a wide range of subclinical AF duration cut-
offs (from 10 - 20 seconds to >24 hours) is reported in studies of the association of subclinical AF with thromboembolism. The reported duration refers to
either the longest single episode or, more commonly, total duration of AHRE/subclinical AF during the specified monitoring period.

Although not completely identical, the terms AHRE and subclinical AF are often used interchangeably (in this document the amalgamated term AHRE/sub-
clinical AF will be used for practicality).>~° Whereas a large body of high-quality evidence from RCTs informing the management of AF patients pertains
exclusively to ‘clinical’ AF (that is, the ECG documentation of AF was a mandatory inclusion criterion in those RCTs), data on optimal management of AHRE
and subclinical AF are lacking. For this reason, AF is currently described as either ‘clinical’ or ‘AHRE/subclinical’, until the results of several ongoing RCTs

expected to inform the management of AHRE and ‘subclinical’ AF are available.
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«AF
burden»

episodes during a certain monitoring period. Intuitively, the best definition for AF burden

is the proportion of time an individual is in AF during a monitoring period, expressed as

a percentage. Literature on AF burden using the latter definition is sparse simply because
continuous ambulatory monitoring would be required to meet this definition. Consequently,

«Atrial Fibrillation Burden: Moving Beyond Atrial Fibrillation as a Circulation
. CY . e H Volume 137, Issue 20, 15 May 2018; Pages €623-e644
Binary Entity: A Scientific Statement From the American Heart i islo S0 8V CIRbO0000U6050585

Association» Lin Y. Chen et al.

e ey S

« Continuous monitoring of AF through cardiac implantable
devices has led to the concept of ‘AF burden’. Although
increasing AF burden is generally associated with an increasing
risk of stroke, the relationship is not well characterised with
respect to the Threshold value above which the risk increases.

Arrhythmia &
Electrophysiology
Review

«Impact of the Pattern of Atrial Fibrillation on Stroke Risk and AER
Mortality»
G. L. Botto et al.
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Clinical Presentation

AF-related OUTCOMES

@ E S C European Heart Journal (2020) 42, 373 -498

European Society doi:10.1093/eurheartj/ehaaé 12
of Cardiology

ESC GUIDELINES

economic).'** Regarding continuous device-based monitoring, ‘AF
burden’ is currently defined as the overall time spent in AHRE/sub-
clinical AF during a specified monitoring period (e.g. 1 day). Both the
time in AF and the monitoring period should be acknowledged when
reporting AF burden (most studies reported the maximum time
spent in AF over a 24-h period), but optimal measures are yet to be
determined."*? The term ‘AF burden’ is different from ‘burden of AF,

the latter referring to AF consequences.

{ \ Asymptomatic or
/| Silent (!)
Symptomatic

Palpitations, dyspnoea,
fatigue,

Chest tightness/pain,
poor effort tolerance,
dizziness, syncope,
disordered sleep, etc.

Haemodynamically
unstable

* Syncope

+ Symptomatic hypotension
* Acute HF, pulmonary

oedema

+ Ongoing myocardial
ischaemia

+ Cardiogenic shock

Haemodynamically stable

Death

1.5 - 3.5 fold increase

Excess mortality
related to:

* HF, comorbidities
* Stroke

ol

20-30% of all ischaemic
strokes, 10% of
cryptogenic strokes

* Cardioembolic, or
* Related to comorbid
vascular atheroma

LV dysfunction /
Heart failure

@

In 20-30% of AF
patients

* Excessive ventricular
rate

* Irregular ventricular
contractions

* A primary underlying
cause of AF

Cognitive decline
/Vascular
dementia

(&)

HR 14/ 1.6
(irrespective of stroke
history)

* Brain white matter
lesions, inflammation,

* Hypoperfusion,

* Micro-embolism

Depression

()

Depression in 16-20%
(even suicidal ideation)

* Severe symptoms
and decreased QoL
* Drug side effects

Impaired quality | >60% of patients * Related to AF burden,

of life comorbidities,
psychological
functioning and
medication

+ Distressed personality

type

Hospitalizations | 10-40% annual + AF management,

hospitalization rate

related to HF, Ml or

AF related symptoms
* Treatment-associated

complications
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Circulation le A

Volume 137, Issue 20, 15 May 2018; Pages e623-6644 frusingy
https://doi.org/10.1161/CIR.0000000000000568 Association.

CLINICAL STATEMENTS AND GUIDELINES

Atrial Fibrillation Burden: Moving Beyond Atrial
Fibrillation as a Binary Entity: A Scientific Statement From
the American Heart Association

Lin Y. Chen, MD, MS, FAHA, Chair, Mina K. Chung, MD, FAHA, Vice Chair, Larry A. Allen,
MD, MHS, FAHA, Michael Ezekowitz, MBChB, DPhil, FAHA, Karen L. Furie, MD, MPH,
FAHA, Pamela McCabe, PhD, RN, Peter A. Noseworthy, MD, Marco V. Perez, MD, Mintu
P. Turakhia, MD, MAS, and On behalf of the American Heart Association Council on
Clinical Cardiology; Council on Cardiovascular and Stroke Nursing; Council on Quality
of Care and Outcomes Research; and Stroke Council

Technologies, have used the 30-second cutoff to define presence of AF. It might be more
useful, however, to consider AF not as a binary state but rather on a spectrum of atrial
disease severity, defined in part by a factor of how much time or burden one is in this
state. As has been discussed thoroughly in this document, the amount of time spent in AF
has a direct effect on outcomes such as stroke. How one measures burden of AF beyond
paroxysmal or nonparoxysmal AF types, however, needs consensus.
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e Although increasing AF burden is generally associated with an increasing risk of stroke, the
relationship is not well characterized with respect to functional form (eg, threshold or

monotonicity) or duration of any transient risk.

Although there is compelling evidence to support an association of AF with greater
cognitive decline and risk of dementia,>Z there is a paucity of data on the relationship
between AF burden and cognitive performance. A small, cross-sectional study based on

vo

a greater risk for HF. In a global AF registry, prevalent HF was 33% in paroxysmal AF,
44% in persistent AF, and 56% in permanent AF, which suggests a higher burden of AF is
associated with a greater prevalence of HF.!3
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Cryptogenic Stroke & Atrial Fibrillation:
Establishing the Link Through Team Approaches to
Care

Implementing a Cryptogenic Stroke Pathway may help reduce recurrent strokes and
improve outcomes for stroke patients.

Paziente > 50 anni, Stroke criptogenetico

Imaging vascolare negativo, non trombi in atrio
‘  | NonPFO.
TEAM MULTIDISCIPLINARE: N ® Non controindicazioni a OAC
Neurologo
Cardiologo / ecocardiografista .
Elettrofisiologo Impianto ILR

Tecnico di cardiologia

Dimissione con monitoraggio remoto
Controllo a 10 giorni corrette trasmissioni
Se FA:- inizio OAC
- gestione clinica FA

REMOTE MONITORING
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127 pazienti affetti da stroke ischemico criptogenetico impiantati con loop recorder in
Cardiologia dell’AOUI Verona
(da Marzo 2015 a Gennaio 2022 - FU > 6 mesi)

Endpoint primario: Endpoints secondari:

> determinare la precocita del primo episodio
di FA (entro o dopo i primi 90 giorni
dall'impianto del loop recorder)

> il burden di FA

> Larelazione tra burden di fibrillazione atriale
ed la presenza di substrato atriale patologico
( dilatazione atriale sx; alterato pattern
diastolico)

> |a percentuale di pazienti in cui era stato riscontrato
almeno un episodio di FA subclinica
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| AF group: 50 pz I A

. orio
int rim
En/dM

L

[ NO AF group: 77 pz ]

Median CHA,DS,-VASc Score 5 [4 - 6]
38% segni ecografici di substrato atriale
patologico
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European Journal of Internal Medicine

ELSEVIER journal homepage: www.elsevier.com/locate/ejim

Contents lists available at ScienceDirect
INTERNAL

implantable cardiac monitors

Detection of subclinical atrial fibrillation after cryptogenic stroke using

A. Ungar et al., 2021

5. Conclusions

This multicenter real-world project confirmed that, during a two-
year follow-up period, ICM allows the detection of subclinical AF in
more than a quarter of CS patients, leading to a prompt anticoagulation

~ therapy prescription. We suggest that ICMs may be considered as part of
daily practice in the evaluation of CS patients, following failure of Holter
monitoring, according to guidelines. However, there is need to demon-
strate that shift to oral anticoagulation in patients detected with SCAF is
associated with reduced risk of recurrent stroke.

334 pazienti, eta
media 67 anni

FA diagnosticata in
27.5% dei pazienti
in 2 anni di FU

Primo episodio
asintomatico in
88% dei pazienti
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50 pz (AF group)

!

M 37 pazienti di cui era calcolabile il
Ee burden di FA

|
( |
64.8% (24 pazienti) ha avuto il 35.1% (13 pazienti) ha
primo parossismo di FA nei primi avuto il primo parossismo di

90 giorni dall'impianto del LR FA pitl tardi
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rio
endpoint secondd

= 12 minuti al giorno che corrispondono a
350 minuti al mese (quasi 6 ore/mese)
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rio
endpoint secondd

median AF
burden 0.1%
[0.03-0.6]
20% abnormal
_ atrial substrate

AF burden (%)

Q
Qs

40,0

)
=
o

20,0

10,0

p=0.002

*

AF onset > 90 days AF onset <= 90 days O
9 after LR after LR
implantation implantation

median AF
burden 3.25%
[0.65-16.45]
(46%
abnormal
atrial
sybstrat
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Published in final edited form as:
Stroke. 2016 March ; 47(3): 895-900. doi:10.1161/STROKEAHA.115.012004.

Atrial Fibrillation and Mechanisms of Stroke: Time for a New
Model

Hooman Kamel, MD, Peter M. Okin, MD', Mitchell S.V. Elkind, MD, MS2, and Costantino
ladecola, MD3
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European Society doi:10.1093/cvr/cvab147

Cardiovascular Research (2021) 117, 1-21

G. Boriani et al.

the perspectives of an advanced use of digital health care.?? Wearables
and devices for remote monitoring have been traditionally proposed for
AF detection, and for detecting signals that can help predict worsening

cardiac function. A new EersEective is to use these diﬁ'rtal tools for

assessinﬁ the severi’cz of AF burden and its temBoral chanﬁes, in an at-
teth to caBture the dznamic asBects of AF susceEtibil'g. *

AF time clock

AHREs U Minutes / Hours l Days ' Weeks / Months

Chronic Peripheral
kidney artery
disease Time spent in AF disease
ooocm
mEm
ssseEEEs AMI
Hypertension p— and
. IO - o
L
Obesity Obstructive

sleep

diabetes apnea

Figure 3 Atrial fibrilation time clock: the effect of a series of comorbidities affecting AF temporal pattern. AF, atrial firillation; AMI, acute myocardial
ischaemia; CAD, coronary artery disease.
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PLACEE Concludendo

* Stroke criptogenetico & fibrillazione atriale
* Monitoraggio ritmo cardiaco & AF burden

 Team multidisciplinare e percorso diagnostico-terapeutico
* Per |la prevenzione della recidiva tromboembolica
* Per la gestione di fibrillazione atriale e comorbilita
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