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Quelle place pour 

le moniteur cardiaque implantable 

en 2022 ?
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Moniteur cardiaque implantable

➢ 3 - 4 ans de longévité

➢ détection automatique sur critères 

programmés (pause > 3 sec, FC <

40 ou > 150/min, FA) ou manuelle 

(activateur, smartphone)

➢ Filtres et algorithmes

➢ Problème des faux positifs



Moniteur cardiaque implantable



MCI en France



Indications du MCI

➢Syncope

➢AVC cryptogénique, ESUS
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Test for heterogeneity: p=0.26

Study
ILR
n/N

Control
n/N

Relative 
probability 95% CI p

RAST
Circ 2001

14/27 (52%) 6/30 (20%) 2.6 1.2-5.8 0.01

EaSyAS
Eur Heart J 2006

43/101 (41%) 7/97 (7%) 5.9 2.8-12 0.001

Da Costa
Arch Card Dis 2013

15/41 (37%) 4/37 (11%) 3.4 1.2-9.3 0.01

FRESH
Arch Card Dis 2014

18/39 (46%) 2/39 (5%) 9 2.2-36 0.001

EaSyAS II
Europace 2016

62/125 (50%) 21/121 (17%) 2.9 1.9-4.4 0.001

Total 152/336 (46%) 40/324 (12%) 3.6 2.4-5.3 0.001

2018 ESC Guidelines on Syncope – Michele brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037

MCI et syncope
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Recommendations Class Level

Implantable loop recorder

4. ILR is indicated in an early phase of evaluation in patients with 
recurrent syncope of uncertain origin, absence of high-risk criteria 
(listed in Table 6), and a high likelihood of recurrence within the 
battery life of the device.

I A

5. ILR should be considered in patients with suspected or certain reflex 
syncope presenting with frequent or severe syncopal episodes.

IIa B

6. ILR may be considered in patients in whom epilepsy was suspected 
but the treatment has proven ineffective.

IIa B

7. ILR may be considered in patients with unexplained falls. IIb B

MCI et syncope: indications

2018 ESC Guidelines on Syncope – Michele brignole & Angel Moya
EHJ Doi:10.1093/eurheartj/ehy037
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Recommendations Class Level

Left ventricular systolic dysfunction

1.  ICD therapy is recommended to reduce SCD in patients with 

symptomatic heart failure (NYHA class II–III) and LVEF ≤35% after 

≥3 months of optimal medical therapy who are expected to survive 

for at least 1 year with good functional status

I A

2. An ICD should be considered in patients with unexplained syncope

with systolic impairment but without a current indication for ICD to

reduce the risk of sudden death

IIa C

3.  Instead of an ICD, an ILR may be considered in patients with  

recurrent episodes of unexplained syncope with systolic impairment 

but without a current indication for ICD

IIb C

Unexplained  syncope  is  defined  as  syncope  that  does  not  meet  a  Class  I  

diagnostic criterion defined in the tables of recommendations. In the presence of clinical 

features described in this section, unexplained syncope is considered a risk factor for 

ventricular tachyarrhythmias

Recommendations Class Level

Hypertrophic cardiomyopathy

1.  It is recommended that the decision for ICD implantation in patients with 

unexplained syncope is made according to the ESC HCM Risk-SCD score  

http://www.doc2do.com/hcm/webHCM.html
I B

2.  Instead of an ICD, an ILR may be considered in patients with recurrent 

episodes of unexplained syncope with systolic impairment but without a 

current indication for ICD.
IIa C

Arrhythmogenic right ventricular cardiomyopathy

3.  ICD implantation may be considered in patients with ARVC and a history of 

unexplained syncope.
IIb C

4.  Instead of an ICD, an ILR may be considered in patients with recurrent 

episodes of unexplained syncope with systolic impairment but without a 

current indication for ICD.
IIa C

Unexplained  syncope  is  defined  as  syncope  that  does  not  meet  a  Class  I  diagnostic 

criterion defined in the tables of recommendations. In the presence of clinical features described 

in this section, unexplained syncope is considered a risk factor for ventricular tachyarrhythmias.

Recommendations Class Level

Long QT syndrome

1.  ICD implantation in addition to beta-blockers should be considered in LQTS 

patients who experience unexplained syncopea while receiving an 

adequate dose of beta-blockers.
IIa B

2. Left cardiac sympathetic denervation should be considered in patients with 

symptomatic LQTS when:

(a) beta-blockers are not effective, not tolerated, or are 

contraindicated;

(b) ICD therapy is contraindicated or refused; or

(c) when patients on beta-blockers with an ICD experience multiple 

shocks.

IIa C

4. Instead of an ICD, an ILR may be considered in patients with recurrent

episodes of unexplained syncope with systolic impairment but without a

current indication for ICD.
IIa C

Unexplained syncope is defined as syncope that does not meet a class I diagnostic

criterion defined in the tables of recommendations. In the presence of clinical features described

in this section, unexplained syncope is considered a risk factor for ventricular tachyarrhythmias.

Recommendations Class Level

Brugada syndrome

1.  ICD implantation should be considered in patients with a 

spontaneous diagnostic type I ECG pattern and a history of 

unexplained syncope.

IIa B

4. Instead of an ICD, an ILR may be considered in patients with recurrent

episodes of unexplained syncope with systolic impairment but

without a current indication for ICD.

IIa C

Unexplained  syncope  is  defined  as  syncope  that  does  not  meet  a  Class  I  

diagnostic criterion defined in the tables of recommendations. In the presence of clinical 

features described in this section, unexplained syncope is considered a risk factor for 

ventricular tachyarrhythmias.
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MCI et syncope: avis HAS
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Indications du MCI

➢Syncope

➢AVC cryptogénique, ESUS



Pas de bénéfice des AOD vs 

aspirine chez les patients ESUS

NAVIGATE ESUS (Rivaroxaban)

RE-SPECT ESUS (Dabigatran)

Le diagnostic de FA est indispensable 

pour prescrire un anticoagulant



Détection de la FA en post AVC

Schnabel RA, et al. Circulation 2019;140:1834-50



Risque élevé de détection de FA 

après AVC ischémique

Schnabel RA, et al. Circulation 2019;140:1834-50



Détection de la FA après AVC
Plus le monitoring est intensif, plus on détecte de FA

Gladstone D et al. EMBRACE  NEJM 2014



Lau CP et al. Europace 2015     





Prise en charge 

pour l’indication « AVC cryptogénique »

AVC ischémique

5 400 à 10 800 patients par an

>> Remboursement MCI dans l’indication

>> Sélection des patients: neurologue et cardiologue

>> Procédure et environnement simplifiés



Stratégie de détection FA

Tous les patients

ECG, Télémétrie en hospitalisation en USINV

Holter ECG 24 à 72 h 

En cas d’AVC cryptogénique

Holter longue durée

ou

Moniteur cardiaque implantable



Sous-utilisation du Holter ECG

Edwards JD, et al. Stroke 2016;47:1982-9

Ontario stroke registry

2003-2013

n = 17 397

24-hr Holter : 30 %

Median delay 9 days

> 48-hr monitoring: 1%



Stratégie de détection FA dans la vraie vie

Tous les patients

ECG, Télémétrie en hospitalisation en USINV

Holter ECG 24 à 72 h 

En cas d’AVC cryptogénique

Holter longue durée si disponible

ou

Moniteur cardiaque implantable

depuis remboursement avec coopération Neuro/Cardio

Longs délais

Peu de patients ?



Stratégie de détection FA

Patients adressés pour monitoring

après évaluation initiale

Résultats du monitoring: FA ou pas FA?

Traitement

antithrombotique



Patients adressés pour monitoring

rapidement après évaluation initiale

Resultats du monitoring: FA ou pas FA?

Traitement

antithrombotique

Stratégie de détection FA

Long délai (liste d’attente)

Non exhaustif

Echanges d’information

Qualité d’analyse

Suivis manquants

Suivis manquants



Détection FA post AVC en pratique…

Adressage pour MCI

Résultats du monitoring: FA ou pas FA?

Traitement

antithrombotique

Neurologie Cardiologie

Patient

MCI: 50 par an

Suivi 

neurologique



Quelle technologie dans le futur 

proche ?



Marqueurs ECG en rythme sinusal ? 

Lancet 2019;394:861-9



DEPISTAGE de la FA plus large par MONITEUR ECG: 

Plus de FA, plus d’anticoagulant MAIS pas moins d’AVC !

The LOOP study Svendsen JH, et al. Lancet  29 Aug 2021

Sujets 70 – 90 ans, pas de FA connue

HTA, diabète, IC et/ou AVC



Conclusions

1 – Technologie miniaturisée, fiable

2 – Syncopes

- récidivantes, inexpliquées

- tôt si pas de cardiopathie, ECG Nl

- sinon après bilan complet

- réflexe, sévère si PM envisagé

- parfois: comitialité? chutes?

3 – Détection FA post AVC cryptogénique

- Neuro/Cardio, parcours patient +++


