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STROKE

=  cardiovasculaire aandoening met hersenen als eindorgaan 

• Stroke-consult : work-up naar etiologie 

• CV risicofactoren, trombo-emboligene aritmie, PFO, endocarditis, carotislijden 

• monitor, TTE, TEE, holter, duplex halsvaten 

• Cryptogene stroke : 30% 

• Voorkameraritmie als etiologie : 25% 

=> anti-aggregantia of anticoagulantia ?  
=> wie screenen naar VKF ?



Blind ontstollen dan maar ?

• Cryptogene stroke  
• + 45 j, carotisletsel < 50%, geen lacunair 

infarct, 24u holter, TEE 

• tekens van atriale ziekte  
• P top op ECG, NT proBNP, ↑ atria op TTE   

• Mean FU 1,8j

Arcadia. 2024;331;(7):573-581



Subklinische atriale tachy-arritmie (> 6 min)

Populatie : + 65 j, AHT, CIED 
- SVT in 10% na 3 maanden, in 35,7% na FU 2,5, waarvan 15,7 % VKF 

- risico op stroke/systemische embolie : x 2,5 indien SVT bij analyse CIED na 3 mnd 
onafh. van andere risicofactoren 

- relatie duur en event rate 
Assert trial. NEJM 366;2:120-9

T h e  n e w  e ngl a nd  j o u r na l  o f  m e dic i n e

n engl j med 366;2 nejm.org january 12, 2012126

chemic stroke or systemic embolism associated 
with a subclinical atrial tachyarrhythmia was 
nearly 4% per year. More than half of the pa-
tients were receiving aspirin at baseline, and 18% 

of patients with subclinical atrial tachyarrhyth-
mias received a vitamin K antagonist during the 
follow-up period. Both of these treatments could 
have reduced the risk of stroke and might have 
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Figure!1.!The!Risk!of!Clinical!Atrial!Tachyarrhythmias!and!of!Ischemic!Stroke!or!Systemic!Embolism,!According!!
to!the!Presence!or!Absence!of!Subclinical!Atrial!Tachyarrhythmias.

Panel A shows the risk of electrocardiographically documented clinical atrial tachyarrhythmias after the 3-month visit, 
according to whether subclinical atrial tachyarrhythmias were or were not detected between enrollment and the 
3-month visit. Panel B shows the risk of ischemic stroke or systemic embolism after the 3-month visit, according to 
whether subclinical atrial tachyarrhythmias were or were not detected between enrollment and the 3-month visit. 
The insets show the same data on an enlarged y axis.
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Subclinical Atrial Fibrillation and Risk of Stroke

n engl j med 366;2 nejm.org january 12, 2012 125

A table showing the adverse events that occurred 
during the randomized portion of the trial is pro-
vided in the Supplementary Appendix.

Discussion

A major finding of this study is that among patients 
65 years of age or older with a history of hyperten-
sion who had undergone implantation of a pace-
maker or ICD and were free from clinical atrial 
fibrillation, there was a substantial incidence of 
subclinical atrial tachyarrhythmias. Subclinical 
atrial tachyarrhythmias were detected in one tenth 
of the patients within 3 months after implantation 
and were detected at least once during a mean 
follow-up period of 2.5 years in 34.7% of the pa-
tients. Episodes of subclinical atrial tachyarrhyth-
mias were almost eight times as common as epi-
sodes of clinical atrial fibrillation. During the 
course of the study, clinical atrial fibrillation de-
veloped in only 15.7% of the patients with sub-
clinical atrial tachyarrhythmias, suggesting that 
there can be a lag between subclinical events and 
clinical detection. The median time to the detec-
tion, by means of continuous device monitoring, 
of the occurrence of subclinical atrial tachyar-
rhythmias within the first 3 months was 36 days, 

indicating that Holter monitoring even for sev-
eral days may fail to detect subclinical atrial fi-
brillation.

The second major finding of the study is that 
subclinical atrial tachyarrhythmias were indepen-
dently associated with an increase by a factor of 
2.5 in the risk of ischemic stroke or systemic em-
bolism and that this risk was independent of other 
risk factors for stroke and of the presence of clini-
cal atrial fibrillation. The population attributable 
risk of ischemic stroke or systemic embolism as-
sociated with subclinical atrial tachyarrhythmias 
before 3 months was 13%, which is similar to the 
attributable risk of stroke associated with clinical 
atrial fibrillation reported by the Framingham 
investigators.6 The results of our study suggested 
that the risk of stroke was higher when episodes 
of subclinical atrial tachyarrhythmias were of lon-
ger duration, but the study was underpowered for 
this analysis. Our study also did not analyze 
device-detected events of 6 minutes or less, which 
occurred frequently and which might be clinically 
important.

The risk of stroke with a device-detected atrial 
tachyarrhythmia was modulated by the patient’s 
risk profile for stroke. When a patient had a 
CHADS2 score of higher than 2, the risk of is-

Table!2.!Clinical!Outcomes!Occurring!after!the!3-Month!Visit,!According!to!Whether!Subclinical!Atrial!
Tachyarrhythmias!Were!or!Were!Not!Detected!between!Enrollment!and!the!3-Month!Visit.

Clinical!Outcome
Subclinical!Atrial!Tachyarrhythmias
between!Enrollment!and!3!Months

Hazard!Ratio!with!Subclinical!
Atrial!Tachyarrhythmias

(95%!CI) P!Value

Present 
(N = 261)

Absent 
(N = 2319)

no. of 
events %/yr

no. of 
events %/yr

Ischemic stroke or systemic embolism* 11 1.69 40 0.69 2.49 (1.28–4.85) 0.007

Ischemic stroke 10 1.54 36 0.62 2.52 (1.25–5.08) 0.01

Systemic embolism 1 0.15 4 0.07 2.24 (0.25–20.10) 0.47

Myocardial infarction 7 1.07 39 0.67 1.52 (0.68–3.42) 0.31

Death from vascular causes 19 2.92 153 2.62 1.11 (0.69–1.79) 0.67

Stroke, myocardial infarction, or death 
from vascular causes

29 4.45 206 3.53 1.25 (0.85–1.84) 0.27

Hospitalization for heart failure 20 3.07 131 2.24 1.36 (0.85–2.19) 0.20

Clinical atrial fibrillation or flutter on 
surface electrocardiogram

41 6.29 71 1.22 5.56 (3.78–8.17) <0.001

* Five cases of confirmed stroke for which the cause (ischemic or hemorrhagic) was undetermined are included. All five 
cases occurred in the group of patients who did not have an episode of subclinical atrial tachyarrhythmia between  
enrollment and 6 months.
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Internal loop recorder (ILR)

• locale anesthesie 
• subcutaan, parasternaal 
• batterij 
• radio-opaak 
• E-centrum



Dus iedereen een ILR ? 

LOOP substudie : Hypertension : 2022 Sep;79(9):2081-2090

ORIGINAL ARTICLE

Hypertension. 2022;79:2081–2090. DOI: 10.1161/HYPERTENSIONAHA.122.19333 September 2022  2087

Xing et al Blood Pressure and Atrial Fibrillation Screening

To date, only 2 randomized trials have evaluated the 
effects of AF screening on clinical end points. In the 
study STROKESTOP (Systematic ECG Screening for AF 
Among 75 Year Old Subjects in the Region of Stockholm 
and Halland, Sweden) with intermittent single-lead ECG 
screening of individuals aged 75 to 76 years twice daily for 
2 weeks, a marginal reduction of the composite end point 
of stroke, systemic embolism, hospitalization for bleeding, 
and all-cause mortality was reported,19 whereas the main 
analysis of the LOOP Study showed a nonsignificant 
20% decrease in stroke risk by ILR screening.7 These 
results highlight the need of more refined risk stratifica-
tion schemes with regard to screening for subclinical AF 
and subsequent anticoagulation. In the present analysis 
of the LOOP Study, SBP demonstrated promising results 
in predicting stroke prevention with ILR screening, as 
the screening benefits increased with increasing blood 

pressure. This suggests that blood pressure may influ-
ence the stroke risk of subclinical AF in similar way as 
that of clinical AF. Among participants with SBP ≥150 
mm Hg, ILR screening was associated with a significant 
reduction in stroke and systemic arterial embolism. This 
was primarily driven by a considerable decrease in isch-
emic stroke and systemic arterial embolism, which may 
be attributable to oral anticoagulation initiation upon AF 
detection. Indeed, it seems unlikely that the reduced risk 
of stroke in the ILR group was caused by potentially better 
blood pressure management, as no significant difference 
in SBP changes for 3-year follow-up versus baseline was 
detected between the randomization groups among par-
ticipants with SBP ≥150 mm Hg. Neither did the changes 
in the number of antihypertensive drugs during follow-
up differ significantly between the randomization groups 
among these participants.

Figure 3. Cumulative incidence of atrial fibrillation (AF) diagnosis and AF episodes lasting ≥24 hours according to systolic 
blood pressure.
Cumulative incidence curves for AF diagnosis in each randomization group (A and B), and for AF episodes ≥24 hours in the  implantable loop recorder 
(ILR) group (C) according to baseline systolic blood pressure <150 mmHg (dashed lines) or ≥150 mmHg (solid lines). HR indicates hazard ratio.

Subanalyse : 2 groepen : BDsyst  < of > 150 mmHg 
• In de ILR groep : meer 24u durende VKF in groep BD >150 mmHg 
• Stroke in ILR groep daalt in de groep met BD > 150 mmHg

• Populatie 70-90 j, + minstens 1 CV risicofactor :  ILR vs klassieke FU. Antico bij SVT > 6min. 
• ILR groep : # VKF x3, geen verschil in stroke 

Loop trial. Lancet 2021;398;1507-1516



ESC Richtlijnen AHT 2025

• 12-lead ECG  : routine work-up bij hypertensie 
• linkerventrikelhypertrofie  
• voorkameraritmie ! 

• Echocardiografie wordt aangeraden bij hypertensie  
• bij afwijkend ECG 

• bij souffle 

• cardiale symptomen  

• Echocardiography can be considered for all patients with newly diagnosed hypertension, if local 
resources and reimbursement policies allow.  

•



BD en stroke

BDsyst 120-130 mmHg, BDdia 70-79 mmHg



Take home

• Overlap tussen VKF en AHT 

• Na cryptogene stroke screenen naar trombo-emboligene aritmie op indicatie  
• Meerdaagse holter en interne loop recorder 

• Vergeet de secundaire preventiemaatregelen niet na diagnose VKF  
• bloeddrukcontrole !


