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MR incelemesinde sol kapsiila interna arka bacagi,
retrokapsuler bolge, posterolateral talamus , medial
globus pallidus ve serebral pediinkili tutan infarkt.
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Norokardiyolojik
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Kriptojenik inme % 30
Aterosklerotik Vaskuler Hastalik , _
Atriyal Fibrilasyon (Paroksismal-uzun sireli antikoagilasyon)

Intraserebral hemoraji



Kriptojenik Inme

MR veya CT
12-lead EKG
24-saat Holter
TEE

< 55 yas ise protrombotik durum
dederlendirmesi

Bas-boyun bélgesiicin CTA, MRA veya
konv anjiyo




Kriptojenik Inme

Paroksismal Sessiz Atriyal Fibrilasyon




AF Siniflama

First diagnosed AF | AF that has not been diagnosed before, irrespective of the
duration of the arrhythmia or the presence and severity of AF-
related symptoms.

Paroxysmal AF Self-terminating, in most cases within 48 hours. Some AF
paroxysms may continue for up to 7 days.

AF episodes that are cardioverted within 7 days should be
considered paroxysmal.

Persistent AF AF that lasts longer than 7 days, including episodes that are
terminated by cardioversion, either with drugs or by direct
current cardioversion, after 7 days or more.

Long-standing Continuous AF lasting for =1 year when it is decided to adopt a
persistent AF rhythm control strategy.
Permanent AF AF that is accepted by the patient (and physician). Hence, rhythm

control interventions are, by definition, not pursued in patients
with permanent AF. Should a rhythm control strategy be adopted,
the arrhythmia would be re-classified as ‘long-standing persistent
AF'




AF - Inme

Figure e-1 Proportion of ischemic stroke patients identified with NVAF, by study
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duration (days)

Douen 2007 1T HM 1.0
Schaer 2004 11 HM 10 [
Vandenbroucke 2004 11 HM 10 ——
Lazzaro 2012 1 HM 1.0 -
Rizos 2012°" I inptTele 27 -
Douen 2008 1l SEKG 30 el
Schuchert 1999 I HM 30 ——
Barthelemy 2003** I ELR 7.0 - :
Walimann 2007°"* I sELR 210 . S
Tayal 2008""" I MCOT 210 1
Bhatt 2011 10 MCOT 210
Miller 2013 1 MCOT 210 B e
Gaillard 2010° 1 phoneEKG 30.0 . ——
Flint 2012°" I ELR 300 ——
Jabaudon 2004* 1 sEKG, HM, ELR 300 —_—
Elijovich 2009 I ELR 300 -
Doliwa 2012% 11l HM 310 -

0.00 0.25

iliski %30’ a kadar cikiyor



Sessiz AF

* Oldukca sik- Bazi serilerde-%90
* Sessiz AF- Inme Riski



Ambulatuar Kalp Ritm Monitorizasyonu
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CRYptogenic STroke and underlying Atrial
Fibrillation (CRYSTAL AF):
Long-Term Follow-Up Results

Invaziv Loop Recorder Konservatif



CRYSTAL AF

Dahil Edilme:

* >40 years of age

Kripotojenik inme (klinik TIA), MR CT ile infarkt, altta yatan mekanizma
bulunamayan (AF dahil) Bu tetkiklerden sonra:

12-lead EKG

Minimum 24-h EKG monitorizasyonu (Holter)

Transozofajiyal ekokardiyografi (TEE)

Boyun CT ya da MR anjiyo ile aterosklerotik hastalik dislamasi
55 yasindan buyilk hastalarda hiperkoagulabilite taramasi

Dislama:

*AF - Atrial Flutter 6ykusu

*Kalici surekli antikoagllasyon Endikasyon ve Kontrendikasyonu
*Pacemaker — ICD Endikasyonu




CRYSTAL AF

e Hastalar iki kola ayriliyor :
— 1ay
— 6 ay
— 12 ay

 AF: 30 sn uzun irreguler p dalgasiz ritim



CRYSTAL AF

Enrolled (n=44T)

A

Excluded (n=6)
Eligibility criteria not met (n=4)
Subject withdrew consent (n=2)

Randomized (n=441)
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Allocation

Allocated to ICM (n=221)
ICM inserted (n=208)
ICM not inserted (n=13)
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Allocated to Control (n=220)

Received Standard Monitaring
(n=220)

Follow-Up

Crossed over to Control (n=12)
Exited from study (n=12)

Death (n=3)

Lostto follow-up (n=1)
Subject withdrew (n=5)
Investigator withdrew (n=3)

A 4

¥

Crossed over to ICM (n=86)
Exited from study (n=13)
Death (n=2)

Lost to follow-up (n=1)
Subject withdrew (n=T)
Investigator withdrew (n=3)

Analysis

Analysed by ITT (n=221)

e Excluded from analysis (n=0}
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Analysed by ITT (n=220)

e Excluded from analysis (n=0}




% Subjects with AF detected

# at risk
Control
ICM
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Hazard Ratio (95% CI) = 7.32 (2.57
log-rank p-value < 0.0001
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% Subjects with AF detected

# at risk
Control
ICM
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CRYSTAL AF 36 Ay

] Hazard Ratio (95% CI) =8.78)(3.47, 22.19)
log-rank p-value < 0.000
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CRYSTAL AF
Sonuc

* AF tesbiti 36. Ayda
*ICM %30
*Kontrol gurubunda %3

* |lk AF epizodu %75 asemptomatik

e Uzun Sireli Stirekli Monitorizasyon- Kriptojenik inme
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Heart Stroke

Prolonged Ambulatory Cardiac Monitoring Improves the Detection and
Treatment of Atrial Fibrillation in Patients with Cryptogenic Stroke: Primary
Results from the EMBRACE Multicenter Randomized Trial

Background: Detecting atrial fibrillation (AF) in stroke/TIA patients
can result in therapy to prevent recurrent strokes. However,
standard short duration monitoring (24-48 h) for atrial fibrillation
may not detect AF.

Purpose: This study is the first randomized trial to evaluate
whether longer non-invasive ECG monitoring after stroke/TIA
would produce beneficial results.

Methods: n=572 (age 73 % 9yrs;); recent ischemic stroke/TIA, no
known AF; 16 stroke centers; Randomized to wear either an event-
triggered cardiac monitor up to 30 days or a repeat 24 h Holter.

AF events automatically recorded.

Primary Outcome: 21 episodes of AF of at least 30 seconds within
90 days of randomization

Secondary Outcomes: monitoring adherence ; anticoagulation
status

Results: New AF detected among 16% of 30-day monitoring group,
vs. 3% in the Holter group (p<0.001). In the 30 day group three
quarters of AF events occurred within the first 2 weeks. 71% of all
patients were anticoagulated; anticoagulant use at 90 days > 30
day group (49/280; 18%) vs. Holter group (28/279; 10%; p=0.01).

18% P<0.001

16%

16%
14% —_—
12%
10% —
8%
6%

4%
2%

m 30-day
M Holter

New AF

Conclusion: Paroxysmal AF is undiagnosed and untreated in many
stroke/TIA patients ; in the post-stroke setting it is under-detected
by the Holter monitor. Prolonged continuous monitoring for 30
days is “feasible, more effective, and leads to clinically meaningful
changes in patient management. “



Subclinical Atrial Fibrillation
and the Risk of Stroke
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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.
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< 0.86 saat 1.23
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Device-detected atrial fibrillation and risk for
stroke: an analysis of >10 000 patients from the
SOS AF project (Stroke preventiOn Strategies
based on Atrial Fibrillation information

from implanted devices)

The aim of this study was to assess the association between maximum daily atrial fibrillation (AF) burden and risk of is-
maen'uc stroke.

Carciac mplanted elecm::-ruc dewces (CIEDS) enha."hce detecuon of AF pmwdlng a comprehenswe measure of AF

burden.

A pcoledanal}'sus nfm -:deua,l patlent dam from ﬁve prospectrve studles was pa'fon'ned. Patlenu wrthout perrmnent AF

previously implanted with CIEDs, were included if they had at least 3 months of follow-up. A total of 10016 patients
(median age 70 years) met these criteria. The risk of ischaemic stroke associated with pre-specified cut-off points of

AF burderl {5 min, 1, 6, 11, and 23 hrspecuvely}was assessed.

Durmg a mdan bllaw-up nf 24 rnonths 43% af10 016 patlents expenenced at least 1 da;.r wn.h at least 5 min afAF
burden and for them the median time to the maximum AF burden was 6 months (inter-quartile range: 1.3-14). A
Cox regression analysis adjusted for the CHADS, score and anticoagulants at baseline demonstrated that AF burden
was an independent predictor of ischaemic stroke. Among the thresholds of AF burden that we evaluated, 1 h was asso-
ualad wiﬂwd'-e Hglﬁtl'nzardraﬁn (HR)brischaemc sl:roke,i.e. 2.11 {9596(:!: 1 22 364 P 0{](]3)

Demcedetected AFburdenisassoc laled withan |ru:reasen:l nsknf lschaemu: strnkem a relatjvety u nsele: ted populatlm of

CIEDs patients. This finding may add to the basis for timely and clinically appropriate decision-making on anticoagulation
treatment.



Klavuzlar
Ne diyor?



2016 ESC Guidelines for the management of atrial
fibrillation developed in collaboration with EACTS



Cardiovascular morbidity and mortality associated
with atrial fibrillation

Event Association with AF

Death Increased mortality, especially cardiovascular mortality
due to sudden death, heart failure or stroke.
Stroke 20-30% of all strokes are due to AF. A growing number

of patients with stroke are diagnosed with 'silent’,
paroxysmal AF.

Hospitalizations

10-40% of AF patients are hospitalized every year.

Quality of life

Quality of life is impaired in AF patients independent of
other cardiovascular conditions.

Left ventricular dysfunction
and heart failure

Left ventricular dysfunction is found in 20-30% of all AF
patients. AF causes or aggravates LV dysfunction in
many AF patients, while others have completely
preserved LV function despite long-standing AF.

Cognitive decline and
vascular dementia

Cognitive decline and vascular dementia can develop
even in anticoagulated AF patients.

Brain white matter lesions are more common in

AF patients than in patients without AF.

www.escardio.org/guidelines

©

EUROPEAN
European Heart Journal - doi:10.1093/eurheartj/ehw210 CARDIOLOGY*




Diagnostic yield of different ECG screening techniques
for paroxysmal or silent atrial fibrillation

r 8760/8760 hrs (100%) monitored, continuous 1 Implanted device (100%)
6/8760 hrs (0.06%) monitored, 365 periods Daily short-term ECG (0.06%)
336/8760 hrs (4%) monitored, two periods Two 7-day Holters (4%)
144/8760 hrs (2%) monitored, six periods Six 24h Holter ECGs (2%)
24/8760 hrs (0.2%) monitored, one period One 24h Holter ECG (0.2%)

Time (years)

www.escardio.org/guidelines

European Heart Journal - doi:10.1093/eurheartj/ehw210

©

EUROPEAN
SOCIETY OF
CARDIOLOGY*




Screening for atrial fibrillation

Recommendations

Opportunistic screening for AF is recommended by pulse taking or ECG
rhythm strip in patients >65 years of age.

In patients with TIA or ischaemic stroke, screening for AF is
recommended by short-term ECG recording followed by continuous ECG
monitoring for at least 72 hours.

It is recommended to interrogate pacemakers and ICDs on a regular
basis for atrial high rate episodes (AHRE). Patients with AHRE should
undergo further ECG monitoring to document AF before initiating AF
therapy.

In stroke patients, iti itori -ter -
ECG monitors or implanted loop recorders should be considered to
document silent atrial fibrillation.

Systematic ECG screening may be considered to detect AF in patients
aged >75 years, or those at high stroke risk.

EURQPEAN
www.escardio.org/guidelines European Heart Journal - doi: 10.1093/eurheartj/ehw210 CARDIOLOGY®
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AF Recommendations

1. For patients who have experienced an acute isch-
emic stroke or TIA with no other apparent cause,
prolonged rhythm monitoring (=30 days) for AF is
reasonable within 6 months of the index event (Class
Ila; Level of Evidence C). (New recommendation)
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Prolonged Cardiac Monitoring for Detection of Paroxysmal Atrial Fibrillation After
Cerebral Ischemia
Alejandro A. Rabinstein

Stroke. 2014:45:1208-1214: oniginally published online March 11, 2014;

Table 1. Main Characteristics of Available Methods for Prolonged Ambulatory Cardiac Rhythm Monitoring

Device Location Duration Minimal Threshold Limitations
Holter Skin surface Usually 1-2 d Few seconds Short duration
External loop recorder Skin surface <30d Few seconds Requires patient action
Ambulatory telemetry Skin surface =30d Few seconds Patient compliance
Skin irritation
Cost
Implantable loop recorder Subcutaneous <ly 2 min Invasiveness (minimal)
Does not detect PAF<2 min
Cost
Dual-chamber pacemaker and Intracardiac Many years Seconds Only indicated for life-

defibrillator threatening arrhythmias



Mobil Kardiyak Telemetri 3 Kanalli
(MCT 3L)

Inme Tarama Programi



MCT 3L — Veri Transferi

= Bu sistemin beraberinde bulunan hiicresel bazli bir monitor ile veri transferi ve kaydi
yapilmaktadir. Bu sistem giinler ve hatta haftalar boyunca EKG monitérizasyonunu miumkun
kilmaktadir.

A/
'

Sensor Monitor Clinical Monitoring Center




MCT 3L

* Atrial Fibrilasyon/ Atrial Flutter
*Bradikardi (30 ve alti)
*Tasikardi (200 ve Uzeri)

*Pause (3 saniye ve (izeri)

W/ LifeWatch




Mobil Kardiyak Telemetri 3 Kanalli
MCT 3L)
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MCT Delivers Higher Diagnostic Yields
Physician Notifications by Symptoms
(~33,000 Patients)*

B Mobile Cardiac Telemetry  m Holter
31,6% 31,6%

26,5%

18,7%

14,7% 15,1%
13,3%

4,3% 4,4% 359 4,9%
1,6% 0,9% 1,5%

A-Fib A-Flutter Cardiac Dysrhythmia Dizziness Palpitations Sinoatrial Node Syncope
Dysfunction

*LifeWatch Internal data



MCT 3L - Klinik Monitdrizasyon

MCT 3L bir aritmi olustugunda yakalamak
veya gondermek icin hastanin midahalesini
gerektirmez.

MCT 3L Klinik izlem Merkezi EKG egitimi
almis saglik calisanlarindan olusur ve 7/24
hizmet verir.

MCT 3L, Atriyal Fibrilasyonu herhangi bir
hizda da dahil olmak Ulzere anormal kalp
ritimlerinin ~ baslangicini  ve  sonunu
otomatik olarak yakalar.

Gercek zamanli  olarak  degerlenme
raporlama
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MCT 3L OLAY 22/03/2017 14:48

BELIRTILER:
AKTIVITELER:
ON BULGULAR: Atrial Fibrilasyon
YORUMLAR: Empedans kontroli gorida.
OLAY KAYIT VERISI: Olay Oncesi Sire:  60sn Olay Sonrasi Siire: 30 n
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