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OAC for device-detected AF? 
The Issues

1. Are patients with device-detected AF at risk of stroke?  

2. Does OAC reduce stroke in these patients? 

3. Is the risk of stroke sufficiently high to justify OAC?

4. Is the bleeding risk acceptable?



Device-detected AF increases 
the risk of stroke

Healey JS et al NEJM 2012

hazard ratio, 2.49; 95% CI, 1.28 to 4.85; P=0.007

Device detected AF

No Device detected AF



OAC for device-detected AF? 
The Issues

1. Are patients with device-detected AF at risk of stroke?  
YES

2. Does OAC reduce stroke in these patients? 

3. Is the risk of stroke sufficiently high to justify OAC?

4. Is the bleeding risk acceptable?



Apixaban Reduces Stroke in Device-detected AF

HR 0.63 (95% CI: 0.45-0.88)

0.78% per year

1.24% per year

Mean  3.5 ± 1.8 years

Healey JS et al NEJM 204



14 McIntyre WF et al Circulation. 2024;149:981–988. 



The primary efficacy outcome was a composite of:
• cardiovascular death
• stroke
• systemic embolism

Kirchhof P et al NEJM 2023



~ 15% of All-cause death

~ 23% of Vascular death

~ 33% of Cardiac death

In AF Patients, A Minority of Deaths are
From DOAC Responsive Conditions

Gómez-Outes et al J Am Coll Cardiol 2016;68:2508–21

Consequence:

Including Death 

in a trial endpoint 

dilutes the effect of OAC
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OAC for device-detected AF? 
The Issues

1. Are patients with device-detected AF at risk of stroke?  
YES

2. Does OAC reduce stroke in these patients? 
YES

3. Is the risk of stroke sufficiently high to justify OAC?

4. Is the bleeding risk acceptable?



Eckman MH et al. Circulation Cardiovasc Qual Outcomes 2011;4:14–21

What annual rate of stroke justifies OAC?

Nothing

0.9%/year



For Clinical AF
Annual Stroke Rates >1% 

Warrant Consideration of OAC
Consistent Threshold in Europe and US



….following a patient-centred and shared care 
approach….

i.e. >2%

i.e. >1%

For Clinical AF
Annual Stroke Rates >1% 

Warrant Consideration of OAC
Consistent Threshold in Europe and US



The ESC Device-detect AF Recommendation 
is Not Internally Consistent 

with the Rest of the Guideline Document

i.e. >1%

>1%



Stroke Rates in Device-Detected AF Exceed 1%/year
An Identified Important Threshold

ARTESiA

NOAH-AFNET 6

>1%

>1%



OAC for device-detected AF? 
The Issues

1. Are patients with device-detected AF at risk of stroke?  
YES

2. Does OAC reduce stroke in these patients? 
YES

3. Is the risk of stroke sufficiently high to justify OAC?
YES

4. Is the bleeding risk acceptable?



ARTESiA Showed a Reduction in Fatal/Disabling Stroke
at the Expense of Non-fatal Major Bleeds

Apixaban
(N = 2015)

Aspirin 
(N = 1997)

Hazard Ratio
(95% CI)

Total Stroke 55 (0.78) 84 (1.21) 0.64 (0.46-0.90)

Modified Rankin Score 0-2 31 (0.44) 45 (0.65) 0.68 (0.43-1.07)

Modified Rankin Score 3-6 19 (0.27) 37 (0.53) 0.51 (0.29-0.88)

Major bleeding (ISTH) 106 (1.53) 78 (1.12) 1.36 (1.01-1.82)

Major Bleeding Events
Apixaban
(N = 2015)

Aspirin
(N = 1997)

Clinical course n (% of major bleeds)
1 - conservative measures 21 (22.6) 16 (32.7)
2 - supportive care, transfusion 54 (58.1) 22 (44.9)
3 - immediate measures needed to avoid death 9 (9.7) 4 (8.2)
4 - death unavoidable 3 (3.2) 6 (12.2)

Healey JS et al NEJM 204



McIntyre WF et al Eur Heart J Supp 2024 26 iv4–iv11 

1 to 3.4

1 to 2.1

1 to 2.9

1 to 2.8

1 to 2.2

1 to 2.8

Compared to Clinical AF, Device-Detected AF has 
Similar Stroke to Bleed Ratio on OAC

Lower Annual Rates of Bleeding on OAC



Devereaux PJ et al BMJ 2001;323:1–7

SA LaHaye et al Thromb Haemost 2014 111(3):465-73.

“Patients were willing to endure 4.4 major bleeds 
in order to prevent one stroke.”

“Patients at high risk for AF 
placed more value on the avoidance of stroke 
and less value on the avoidance of bleeding 

than did physicians who treat patients with AF.”

Many Patients Value Stroke Prevention 
Over Bleeding Risk



OAC for device-detected AF? 
The Issues

1. Are patients with device-detected AF at risk of stroke?  
YES - Consistent Evidence

2. Does OAC reduce stroke in these patients? 
YES - High Quality Evidence from 2 Concordant RCTs

3. Is the risk of stroke sufficiently high to justify OAC?
YES - Baseline risk >1%/yr, 
identified as meaningful by patients, guidelines and Markov models

4. Is the bleeding risk acceptable?
YES - OAC stops fatal/disabling strokes at expense of non-fatal bleeds
Patients tend to value stroke prevention over bleeding risk
Same Stroke/Bleed Ratio as clinical AF



If you only want to initiate OAC 
based on Class I Recommendations

i.e. Annual Stroke Risk > 2%

i.e. >2%

ESC 2024 AF GLs

AHA/ACC 2023 AF GLs



Patients with Device-Detected AF
And an Annual Stroke Risk > ~2%

2. CHA2DS2-VASc Score > 4: Risk 2.3%/year on Aspirin
Lopes et al JACC 2024

1. Prior Stroke: 3.4%/year on Aspirin
Shoamanesh A et al Lancet Neurol 2025

3. Implanted Cardiac Monitors: 2.6%/year on Aspirin
Xing L et al Heart Rhythm 2025 in Press

5. Vascular Disease: 1.9%/year on Aspirin/Placebo
Schnabel R et al European Heart Journal 2024

4. Meet DOAC Dose Reduction Criteria: 2.0%/year on Aspirin/Placebo
McIntyre et al ESC Congress Aug 29 2025



Sandhu et al ESC Congress Aug 31 2025
Simultaneous Publication Europace Lamy et al

Assessing Net Benefit
Cost-effectiveness of Apixaban

for Device-Detected AF

Lifetime Cost

• cost-effective at $4.35/day

• cost-saving at $3.59/day
• cost-effective



Device-Detected AF:
The Same OAC Decision 

As for Clinical AF

1. Baseline risk/benefit of OAC could be acceptable to anyone

• Worth discussing with every patient (~ Class IIa)

2. Subgroups at high risk (> 2.0% annual) of stroke (~ Class I)

•Prior Stroke

•CHA2DS2-VASc Score > 4

• Implantable Cardiac Monitors

•Meeting Dose Reduction criteria

•Vascular disease







Subgroups of Patients with Device-detected AF

With a High Baseline Risk of Stroke
CHA2DS2-VASc Score > 4: 2.25%/year on Aspirin

Lopes et al 

JACC 2024



Patients with Previous stroke or TIA (n=346) No Previous stroke or TIA (n=3666)

HR 0.40 (95% CI 0.17-0.95) HR 0.69 (95% CI 0.48-1.00)

ARR: 1.1%
(NNT: 91)

P-interaction for absolute risk =0.03

ARR: 6.2%
(NNT: 16)

Shoamanesh A et al Lancet Neurol 2025

Subgroups of Patients with Device-detected AF

With a High Baseline Risk of Stroke
Prior Stroke: 3.4%/year on Aspirin



Xing L et al Heart Rhythm 2025 in Press

Subgroups of Patients with Device-detected AF

With a High Baseline Risk of Stroke
Implanted Cardiac Monitors: 2.6%/year on Aspirin

P interaction for absolute risk =0.002

25% with prior stroke 9% with prior stroke



Incidence Rate Ratio
pinteraction=0.13

Schnabel R et al European Heart Journal 2024

Stroke or systemic embolism

Subgroups of Patients with Device-detected AF

With a High Baseline Risk of Stroke
Vascular Disease: 1.9%/year on Aspirin/Placebo



Incidence Rate Ratio
pinteraction=0.36

McIntyre et al ESC Congress Aug 29 2025

Stroke or systemic embolism

Subgroups of Patients with Device-detected AF

With a High Baseline Risk of Stroke
Meeting Dose Reduction Criteria: 2.0%/year on Aspirin/Placebo





AF Duration and CHA2DS2-VASc: Roles in risk stratification?

2020 ESC AF Guidelines





SCAF-Associated Stroke Risk Increases with Age:
The Treatment Effect is Consistent

Proietti M et al ESC 2024



SCAF-Associated Bleed Risk Increases with Age:
The Treatment Effect is Consistent

Proietti M et al ESC 2024



Absolute Risk: 
Subclinical AF Frequency

McIntyre WF et al Circulation. 2024

No Significant Difference 
In Treatment Effect



Stroke and Bleeding in ARTESiA patients 
who had SCAF Progression (observational) 

Oral Anticoagulation Aspirin

Relative  
difference 
on Aspirin

Open-label
Transitioned 

following 
progression

Blinded
Continued on

Blinded Apixaban 
following 

progression

Continued on
Blinded Aspirin 

following 
progression

Stroke/ S
ystemic 

Embolism

14/678
0.84% /pt-year

5/281
0.81%/pt-year 8/252

1.42% /pt-year 
+ 71.1%

Overall 19/959
0.83 %/pt-year

Major 
Bleeding

20/678
1.21% /pt-year

11/281
1.82% /pt-year 8/252

1.44% /pt-year 
+4.3%

Overall 31/959
1.38 % /pt-year

Boriani et al ESC 2024



AF Duration and CHA2DS2-VASc: Roles in risk stratification?

2023 AHA/ACC/HRS Guidelines





Device-Detected AF:
The Same OAC Decision 

As for Clinical AF

1. Baseline risk/benefit of OAC could be acceptable to anyone

• Worth discussing with every patient (~ Class IIa)

2. Subgroups at high risk (> 2.0% annual) of stroke (~ Class I)

•Prior Stroke

•CHA2DS2-VASc Score > 4

• Implantable Cardiac Monitors

•Meeting Dose Reduction criteria

•Vascular disease
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