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•Est-ce un beau cadeau 
d’anniversaire à votre belle 
maman ?

Question



•La montre envoie une 
notification

Situation 1



Outils diagnostiques
Les smartwatches



Résultats: 

Notification de rythme irrégulier :

§ Suivi moyen : 117 jours

§ 50% après 38 jours d’inclusion 

§ 90% après 133 jours d’inclusion

Fibrillation atriale:

§ 153/450 patients ayant eu le patch ECG: 34%

§ 35% chez les ≥ 65 ans, 18% pour < 40 ans

§ FA persistante : 20%

§ FA < 50% du temps monitoré ++





Detection of Atrial Fibrillation in a Large 
Population using Wearable Devices: 

the Fitbit Heart Study
Steven A. Lubitz, MD, MPH; Anthony Z. Faranesh, PhD; Caitlin 

Selvaggi, MS; Steven J. Atlas, MD, MPH; David D. McManus, MD, 
ScM; Daniel E. Singer, MD; Sherry Pagoto, PhD; Alexandros 

Pantelopoulos, PhD; Andrea S. Foulkes, PhD



Novel irregular heart rhythm detection (IHRD) algorithm

• Echantillon continu

• 5 min

• 11/11 tachogramme irrégulier

• ≥ 30-minde rythme irrégulier

• Analyse uniquement si actif

• Reset si tachogram négatif



Study results



•ECG de la montre

Situation 2



• SMARTWATCH ECG FOR AF DETECTION



• False Negatives (missed AF):



• FALSE NEGATIVES (MISSED AF)



• False Positives (not AF)



• False Positives (not AF)

P waves

premature complexes



• Beyond Apple

Abu-Alrub S, Strik M et al, Front Cardiovasc Med. 2022













A randomized controlled trial of remote screening for asymptomatic 
atrial fibrillation

29 August 2025

Prof Louise Bowman, University of Oxford, UK
on behalf of the AMALFI trial investigators

AMALFI:
Active Monitoring for Atrial Fibrillation



Moderate-high risk people (≥65 years)
CHA2DS2VASc score >3 (men) or >4 (women)

No AF in primary care record

AF diagnosis

Sent 14-day ECG patch monitor

Recruit ~5000 people

Standard care

R

AMALFI trial design

Am Heart J. 290;2025: 310-324



1. How much more AF can we detect (at 2.5 years)?
– primary endpoint

2. How much actionable time do we gain to act on AF
(in a 5 year period)?

– long-term results

3. Is AF screening like this cost-effective in the NHS? 
– health economic analyses

AMALFI trial questions



Identification & 
invitation

• 27 UK primary care 
practices

• Electronic eligibility 
search, ~370,000 
records

• 22,000 invitations 
mailed; 5116 replied

• Patch mailed, self-applied, 
14-days, sent to iRhythm*

• Patch results sent by post

• Clinical care by GPs

*Zio® XT and the ECG software are 
UKCA marked (iRhythm Technologies, 

San Francisco, CA USA)

Intervention Data collection

• Data extracts from 
GP practices

• Central NHS data

• Mailed quality of life 
questionnaires 
(EQ5D)

A simple remote trial

No contact with healthcare 
professionals required



Baseline characteristics
Patch group
(N = 2,520)

Control
(N = 2,520)

Age (years) – mean (SD) 77.7 (5.9) 77.7 (6.0)
Female 1180 (47%) 1180 (47%)
CHA2DS2VASc score – median (IQR) 4 (3 - 5)  4 (3 - 5)
Hypertension 2255 (89%) 2273 (90%)
Stroke or TIA 485 (19%) 478 (19%)



Primary outcome: 
Rate of AF detection at 2.5 years

0.75 1 1.5 2
 

Ratio of proportions
(95% CI)

AF/Participants (%)
Patch group Usual care

Overall 1.26 (1.02, 1.57), p = 0.03172/2520 (6.8%) 136/2520 (5.4%)

Ratio of proportions
 (95% CI)

More AF in
usual care

More AF in
patch group



Time to first primary care record of 
AF by randomized allocation

7.0%

5.6%

Rate ratio: 
   1.29 (1.03 – 1.61), log-rank p=0.03 
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Number at risk

Original estimate 

4.4%

1.7%



Patch-detected AF (n=89): onset & burden
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Death and stroke by randomized allocation

0.5 0.75 1 1.5 2

0.74 (0.47, 1.17)

0.85 (0.62, 1.17)

0.82 (0.63, 1.06)

1.03 (0.72, 1.48)

1.94 (0.77, 4.90)

1.08 (0.77, 1.51)

Rate ratio
(95% CI)Outcome

Cardiovascular death

Non-cardiovascular death

Any death

Presumed ischaemic stroke

Haemorrhagic stroke

Any stroke

Events (%)
Patch group

N=2520

32 (1.3%)

71 (2.8%)

103 (4.1%)

60 (2.4%)

12 (0.5%)

69 (2.7%)

Usual care
N=2520

43 (1.7%)

83 (3.3%)

126 (5.0%)

58 (2.3%)

6 (0.2%)

64 (2.5%)

Rate ratio (95% CI)

Favours
Patch group

Favours
Usual care



Available at jama.com Scan to read the article

QR Code
for 

Position
Only

Wijesurendra R, Pessoa-Amorim G, Buck G, et al

Remote Screening for Asymptomatic 
Atrial Fibrillation
The AMALFI Randomized Clinical Trial

Published Online August 29, 2025
European Society of Cardiology Congress



Take Home Messages

• Le dépistage des troubles de rythme (FA ++) pour prévenir les complications reste un 

véritable enjeu

• La rentabilité diagnostique est fonction de la durée d’enregistrement (FA ++)

• Nouveaux outils diagnostiques validés scientifiquement et faciles d’accès :une amélioration 

très significative de la détection de la FA silencieuse (Sujets à risque *)

• Le rapport coût-efficacité du dépistage de masse, l’hétérogénéité des populations 

concernées et les considérations légales restent encore une limite importante.


