
Nouveautés en FA : aspects pratiques pour le 
neurologue

Luciano A. Sposato, MD, MBA, FRCPC
Head, Stroke Program| Western University 
London, ON, Canada



DISCLOSURES
RESEARCH FUNDING
● Kathleen & Dr Henry Barnett Chair in Stroke Research
● Edward and Alma Saraydar Neurosciences Fund
● London Health Sciences Foundation
● Heart & Stroke Foundation (Canada)
● Brain Canada
● Canadian Stroke Consortium
● AMOSO Opportunities & Innovation Funds
● Western University grants
● Lawson Health Research Institute grants
● Department of Medicine Research Competition, Western U.
● Boehringer Ingelheim, Alexion, Genzyme, Medtronic

SPEAKER AND/OR CONSULTING HONORARIA 
● Boehringer Ingelheim 
● Pfizer
● Bayer
● β Innovation
● Gore

EDITORIAL ROLES
● STROKE: Editorial Board Member & 
   Neurocardiology Section Editor 
● JAHA: Editorial Board Member & Associate Editor
● NEUROLOGY: Editorial Board Member



OVERVIEW

1 Device-detected AF in stroke patients (AFDAS) is a unique type of AF

2 Possible explanations

The Implications of Looking For and Finding AF in Stroke Patients

3 The role of anticoagulation



AFib is Bad
High-risk cardiac arrhythmia

StrokeAF 5x

Anticoagulants reduce stroke risk by 65%

Hart, Ann Intern Med 2007;146:857



Current Status of Cardiac Monitoring
Prolonged Cardiac Monitoring is the Key

Higher AF detection 
rates
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2014



AF Detected After Stroke (AFDAS)

Cerasuolo et al. Curr Opin Neurol 2017;30:28 |  Sposato et al.  Lancet Neurol 2015;14:377
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1.3 to 1.5 million

New AFDAS
each year

AF Detection post-Stroke or TIA
If all Patients Received Prolonged Cardiac Monitoring 

Sposato et al.  Lancet Neurol 2015;14:377, Sposato et al. Stroke 2022;53:e94-e103.



New vs. Known AF in Stroke Patients

Fridman et al. Cerebrovascular Diseases 2022      |       Sposato et al. Stroke 2022;53:e94-e103.

Lower burden of Risk Factors, Structural Heart Disease, and Risk Profile

)



Observational studies with analyses adjusted for multiple variables, including the use of OACs

SMD: standardized mean difference, OR: odds ratio

Fridman et al. Cerebrovascular Diseases 2022      |       Sposato et al. Stroke 2022;53:e94-e103.

New vs. Known AF in Stroke Patients
Lower burden of Risk Factors, Structural Heart Disease, and Risk Profile

AFDAS



Conclusion #1
AFDAS and KAF are different

Risk factors
Cardiovascular comorbidities

Structural heart disease
Stroke recurrence risk

But why?



Why is AFDAS different from other AFs?
The role of burden and vascular risk

Kaplan et al. Circulation 2019;20:1639

AF-related Embolic Stroke risk = AF burden * vascular risk * structural heart disease

21 768 nonanticoagulated patients with cardiovascular implantable electronic devices from the Optum electronic health record deidentified database (2007–2017) were 
linked to the Medtronic CareLink database
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AF-related Embolic Stroke risk = AF burden * vascular risk * structural heart disease



Why is AFDAS different from other AFs?
The role of burden and vascular risk

AF-related Embolic Stroke risk = AF burden * vascular risk * structural heart disease

Sposato & Andrade. Neurology 2022; 98(19):781-783.
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AFib is Bad
High-risk cardiac arrhythmia

StrokeAF 5x

Anticoagulants reduce stroke risk by 65%

Hart, Ann Intern Med 2007;146:857



From ECG-based to PCM-based AF Diagnoses
Historical Understanding of Atrial Fibrillation Risk

Wolf PA et al. Neurology 1978;28:973-977   |    Wolf PA et al.  Stroke 1991;22:983  |   
Petersen P et al. The Lancet 1989 ;1(8631):175-179   |   Singer DA et al. New Eng J Med 1990; 29:1505-11
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ECG-based AF diagnosis

Historical knowledge



From ECG-based to PCM-based AF Diagnoses
Historical Understanding of Atrial Fibrillation Risk

Wolf PA et al. Neurology 1978;28:973-977   |    Wolf PA et al.  Stroke 1991;22:983  |   
Petersen P et al. The Lancet 1989 ;1(8631):175-179   |   Singer DA et al. New Eng J Med 1990; 29:1505-11

ECG

Historical knowledge

3- to 5-year ILR

Most of the new AFibs we currently deal with

14-day Holter



Sposato, Field, Schnabel, Wachter, Andrade, Hill et al. Lancet Neurol 2023, published online on October 12, 2023

Subtypes of AFDAS
Based on Studies of Implantable Devices 



DELIMIT AF-STROKE
Differences in ECG- vs. proLonged cardIac 

MonItor-deTected Atrial Fibrillation in 
STROKE Patients

336 Ischemic Stroke or TIA patients without known AF
Device-detected AF (n=148) vs. ECG-detected AF (n=218)

Primary Outcome
Recurrent ischemic stroke

Alonso Alvarado Bolaños et al. Stroke 2023.



DELIMIT AF-STROKE
Results

Differences in ECG- vs. proLonged cardIac MonItor-
deTected Atrial Fibrillation in STROKE Patients NCT05822791

Primary Outcome
Recurrent Ischemic 
Stroke
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adjusted HR 5.06
95% CI 1.13–22.7
P=0.034

ECG-detected AF
16 events in 218 participants
7.3% event rate

PCM-detected AF
2 events in 148 participants
1.4% event rate 

Median follow-up 
17 [IQR 5-34] months 

Alonso Alvarado Bolaños et al. Stroke 2023.

5-fold higher risk



DELIMIT AF-STROKE
Results

Differences in ECG- vs. proLonged cardIac MonItor-
deTected Atrial Fibrillation in STROKE Patients NCT05822791

Alonso Alvarado-Bolanos et al. Submitted for publication



DELIMIT AF-STROKE
Results

Differences in ECG- vs. proLonged cardIac MonItor-
deTected Atrial Fibrillation in STROKE Patients NCT05822791

Alonso Alvarado-Bolanos et al. Submitted for publication

Time-varying Risk of Stroke Recurrence in 
Patients with ECG-AF compared to KAF



DELIMIT AF-STROKE
Results

Differences in ECG- vs. proLonged cardIac MonItor-
deTected Atrial Fibrillation in STROKE Patients NCT05822791

Alonso Alvarado-Bolanos et al. Submitted for publication

AFDAS

5
recurrent 
ischemic 
strokes5

OAC related 
intracranial 

hemorrhages

median follow-up of 23.4 months (IQR 4.5-38.9)



DELIMIT AF-STROKE
Results

Differences in ECG- vs. proLonged cardIac MonItor-
deTected Atrial Fibrillation in STROKE Patients NCT05822791

Alonso Alvarado-Bolanos et al. Submitted for publication



The Importance of Duration of Monitoring
The more we look, the less relevant AF?

Sposato, Lip, Häusler. Eur Heart J 2024, published online



Conclusion #2
AF-related risk of stroke varies in relation to the 

timing of detection and duration of cardiac 
monitoring



Heart Rhythm Classification 
in Stroke & TIA
Definition, Proposed Research Standards, 
& Knowledge Gaps 

Sposato, Field, Schnabel, Wachter, Andrade, Hill. 
Lancet Neurol 2024; 23: 110–22
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Sposato, Field, Schnabel, Wachter, Andrade, Hill et al. Lancet Neurol 2023, published online on October 12, 2023



Conclusion #3
AF detected on an ECG post-stroke is a high-risk AF, probably 

pre-existing and should not be considered AFDAS



Should we anticoagulate patients with AFDAS?
No differences between PCM and Usual Care in Randomized Controlled Trials

Modified from Sposato et al. Stroke 2022;53:e94-e103.

Minimum Device-detected AF duration of 2 min

PCM     ↑ Anticoagulation     No ↓ Stroke Recurrence

None of these trials was designed to show a 
reduction in recurrent stroke risk



Kirchhof et al. New Eng J Med; August 25, 2023

NOAH-AFNET 6
Device detected AF

Edoxaban vs. double dummy placebo (Aspirin if indicated or placebo if no 
indication for Aspirin) in ≥ 65-year-old patients with no history of AF, with 
AHRE ≥6 min on implanted devices and ≥1 additional risk factor for stroke.

Primary Efficacy Outcome Primary Safety Outcome

aHR 0.81 (0.60 to 1.08) aHR 1.31 (1.02 to 1.67)



Kirchhof et al. JAHA 2024;13:e036429.

NOAH-AFNET 6
Device detected AF

Edoxaban vs. double dummy placebo (Aspirin if indicated or placebo if no 
indication for Aspirin) in ≥ 65-year-old patients with no history of AF, with 
AHRE ≥6 min on implanted devices and ≥1 additional risk factor for stroke.

Subanalysis in Patients with a Previous Stroke or TIA

Median time between stroke occurrence and randomization 5 to 6 years



Kirchhof et al. JAHA 2024;13:e036429.

NOAH-AFNET 6
Device detected AF

Edoxaban vs. double dummy placebo (Aspirin if indicated or placebo if no 
indication for Aspirin) in ≥ 65-year-old patients with no history of AF, with 
AHRE ≥6 min on implanted devices and ≥1 additional risk factor for stroke.

Secondary Analysis in Patients with a Previous Stroke or TIA



ARTESIA
Device detected AF

Apixaban vs. double dummy Aspirin 81 mg in patients with subclinical AF 
lasting between 6 minutes and 24 hours detected on implantable devices.

Healey J et al. New Eng J Med 2023



ARTESIA
Device detected AF

Apixaban vs. double dummy Aspirin 81 mg in patients with subclinical AF 
lasting between 6 minutes and 24 hours detected on implantable devices.

Healey J et al. New Eng J Med 2023

INTENTION TO TREAT

ON TREATMENT



Shoamanesh et al. Presented at ESOC 2024

ARTESIA
Device detected AF

Apixaban vs. double dummy Aspirin 81 mg in patients with subclinical AF 
lasting between 6 minutes and 24 hours detected on implantable devices.

Secondary Analysis in Patients with a Previous Stroke or TIA
Primary Outcome: Stroke or SE (3.5 years follow-up)



Shoamanesh et al. Presented at ESOC 2024

ARTESIA
Device detected AF

Apixaban vs. double dummy Aspirin 81 mg in patients with subclinical AF 
lasting between 6 minutes and 24 hours detected on implantable devices.

Secondary Analysis in Patients with a Previous Stroke or TIA
Endpoint Apixaban

events (rate)
Aspirin

events (rate)
HR (95% CI) Interaction

p-value
Absolute risk reduction

(Apixaban - Aspirin)
Interaction 

p-value

Stroke 0.21 0.03
Previous stroke or TIA 7 (4.1) 18 (10.3) 0.40 (0.17-0.95) 0.07 (0.02-0.12)
No Previous stroke or TIA 48 (2.6) 66 (3.6) 0.71 (0.49-1.03) 0.01 (-0.00-0.03)

Ischaemic stroke or 
unknown stroke 0.43 0.02

Previous stroke or TIA 7 (4.1) 15 (8.6) 0.47 (0.19-1.16) 0.06 (0.01-0.11)
No Previous stroke or TIA 40 (2.2) 57 (3.1) 0.69 (0.46-1.03) 0.01 (-0.00-0.02)

Disabling or fatal stroke 
(mRS 3-6) 0.22 0.02

Previous stroke or TIA 3 (1.7) 12(6.9) 0.26 (0.07-0.93) 0.05 (0.01-0.09)
No Previous stroke or TIA 16(0.9) 25(1.4) 0.63 (0.33-1.17) 0.01 (0.00-0.01)



Conclusion #4
Patients with AFDAS should receive anticoagulants

BUT
A personalized approach is recommended based on

AF detection method and its duration
Risk factors, burden of cardiovascular comorbidities, and structural heart disease

Personalized estimate of bleeding risk
Patients’ preferences 



Natural History of Device-detected AF
Longitudinal Data from the LOOP Study: 
AF as a progressive disease  

Diederichsen SZ et al. JACC 2019;74:2771-2881

Adjudicated AF episodes lasting >6 min

24-hour 
threshold

24-hour 
threshold

24-hour 
threshold

16%
Progression to high burden 

(>24h)

22%
Complete remission: no 

recurrent AF episodes

62%
Recurrent AF but no 

progression to high-burden



Sposato, Field, Schnabel, Wachter, Andrade, Hill et al. Lancet Neurol 2024; 23: 110–22

Personalizing AF Management
Concept of Evolving Risk



Sposato, Field, Schnabel, Wachter, Andrade, Hill et al. Lancet Neurol 2024; 23: 110–22

Personalizing AF Management
BAD-RISK AFDAS Approach



Excitement
(one size fits all)

Exactness
(selecting the right patients)

Personalized Approach
Finding the balance based on risk profiles

Moving from Excitement to Exactness

Conclusion #5
We can do better!
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