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Table 1. Summary of study design and main outcomes in STROKESTOP and LOOP
STROKESTOP LOOP
Study design Prospective randomised Prospective randomised
Randomisation 1:1 1:3
Intervention Intermittent single-lead ECG ICM (AF = 6 minutes)
twice daily for 14 days

Enrolment




AF screening

The likelihood of detecting new AF during
screening depends upon screening intensity (single
time-point, intermittent, continuous), screening
strategy  (opportunistic, systematic) and the
demographics of the population being screened®4) .

In general, the longer the monitoring window and
intensity of screening, the higher the yield (Figure
1) @524) The detection rate of new AF in individuals
aged = 65 years was 1.4% in a meta-analysis of 19
studies using single time-point assessment vs. a
34% yearly detection rate in the ASSERT-II study
which used implantable cardiac monitors (ICM) ")
@3, Nevertheless, the cohort of patients diagnosed
with AF on single time-point screening are likely to
have a higher arrhythmia burden, and thus sit more
closely with patients who have clinically apparent
AF @5, Though extended screening with continuous
rhythm monitoring undoubtedly identifies more AF,
this includes short-lasting asymptomatic AF
episodes (i.e minutes) of unclear clinical
significance and the 2 11.04@Q 54071 0 0 1 25.56 434.35 Tm0.] TIET@MC /P <</MCID 148puncl



STROKESTOP(®) and LOOP®®) “ Headline
results

The STROKESTOP study randomised 28,768
Swedish residents aged 75-76 years to intermittent
AF screening or routine care (control group).
Individuals assigned to screening were required to
perform a 30-second ECG twice daily with a
handheld device (Zenicor) for 14 days. AF was
defined as an irregular rhythm without P-waves for
30 seconds or two episodes lasting 10-29 seconds
each. If AF was detected or previously untreated,
oral anticoagulation was offered. Notably, there was
no exclusion criteria. At baseline, the control group
had a slightly higher rate of AF than the screening
group (12.8% vs 12.1%) but after screening, 262
(1.87%) new AF patients were identified.

Over the course of the study, screening led to a
higher proportion of new AF diagnosis in the
intervention arm. Although oral anticoagulation
initiation in AF patients after one year was higher in
the screening



The LOOP investigators designed their study in line
with ASSERT study criteria, which showed an
association between subclinical AF episodes = 6
minutes and thromboembolism®%, However, a post-
hoc analysis of the ASSERT study published in
2017 demonstrated that only episodes longer than
24 hours were associated with ischaemic strokes,
and, in fact, there was no difference between
patients with subclinical AF lasting 6 minutes to 24
hours and those without subclinical AF®3. In the
LOOP study, the AF threshold that triggered oral
anticoagulation was likely too low; AF episodes =
24 hours were only seen in 16% of patients which
may help the non-significant reduction in ischaemic
strokes observed in the study.

STROKESTOP  screening  strategy  required
participants to monitor their rhythm for 14 minutes
during a 2-week period — approximately 0.07% of
the screening window. It therefore included patients
with a higher AF burden in whom the stroke risk
most closely resembles clinical AF. Moreover, one
should take into account that the intervention in
STROKESTOP was an invitation for screening and
only 51.3% participated. In this *as-treated” cohort,
which represents a younger and healthier group, the
results are more compelling with a 24% reduction in
ischaemic stroke (HR 0.76; 95% CI1 0.68 - 0.87; p <
.001).

Other factors, in addition to AF burden, may have
influenced the results of the LOOP study. The
control arm had an unusually high rate of AF
detected (12%); the authors had assumed a 3%
detection rate in keeping with other studies, such as
CRYSTAL-AF and EM BRACE_AF(ZO 540 780 reWnBT/F2 11.02 11.07.iCID 2776.
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