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Yes—Mark Lown 
Atrial fibrillation (AF) is detected in around a third of all patients with ischaemic stroke, Data from stroke registries show that in these patients unknown, untreated, or undertreated AF is responsible for most of the strokes, which are often fatal or debilitating.1 AF screening has been the subject of much recent debate by international collaborations of experts and in the UK parliament because of the increasing prevalence of AF (the number of patients in the UK is predicted to rise from 700 000 in 2010 to between 1.3 and 1.8 million by 20602) and the potential to prevent AF related strokes with appropriate anticoagulation. 
Although data from randomised controlled trials are lacking, cohort studies indicate that screen detected AF is not a benign condition and, in the presence of additional risk factors, warrants consideration of anticoagulation. In a cohort study of 5555 asymptomatic patients with incidentally detected AF, anticoagulation therapy (n=2492) compared with no antithrombotic therapy (n=1460) was associated with significantly reduced adjusted risk of stroke from 4% to 1%, and risk of death from 7% to 4% in just 1.5 years.3 This suggests that screen detected AF responds to treatment similarly to that detected during routine care. 
An effective and economical screening programme could minimise the potential for harm in terms of inappropriate treatment (anticoagulation leading to an increased risk of major bleeding) and unnecessary investigations; maximising the diagnostic yield of AF that carries significant risk; and maximising the uptake of appropriate anticoagulation treatment in people with newly detected cases. 
Accurate detection 
Single lead electrocardiographic (ECG) devices are inexpensive, non-invasive, reusable, and convenient, and they have been shown to be cost effective for AF screening.4 Automated AF detection algorithms have been shown to have high sensitivity and specificity (>95%) for detecting AF, which can greatly reduce workload.5 Trained clinicians can confirm AF diagnoses from single lead ECGs with high accuracy and further reduce the risk of treatment of people with false positive results, which is the main risk associated with screening. Since single lead ECGs are not routinely used to detect previous infarctions or hypertrophy, their use would reduce the detection rate of “incidentalomas” compared with 12 lead ECGs. 
As a substantial proportion of AF is paroxysmal early in the disease course, intermittent screening together with repeated screening every few years could reduce the risk of false negative cases. There is likely to be an optimal screening duration and frequency for detecting paroxysmal AF, which is clinically important in at risk populations—for example, people older than 65. In the KP-rhythm cohort study, patients in the highest tertile of AF burden were three times as likely to have a thromboembolism than those in the two lower tertiles while not taking anticoagulants, after adjustment for CHA2DS2-VASc score.6 
Advances in wearable technology and algorithms, including machine learning techniques, are likely to yield inexpensive and practical options to determine AF burden and help stratify stroke risk.7 Indeed, “screening” for AF will become part of many people’s daily lives because of technology such as the latest Apple watch. 
Acceptability 
Crucially, the Strokestop screening study (7173 participants) showed that screening for AF twice daily, over 14 days, is well accepted (only 1% of participants recorded fewer than 15 single lead ECGs over two weeks); it detected new AF in 3% of the screened population, and more than 90% of those accepted anticoagulation treatment.7 In the UK, national database data showed that the use of oral anticoagulants in people with AF with a CHA2DS2-VASc score ≥2 increased from 48% in 2006 to 78.6% in 2016. (Suboptimal treatment was one of the key points raised by the UK National Screening Committee when it recommended against screening in 2014.) The increase in anticoagulation treatment from 2009 is estimated to have prevented over 75 AF related strokes resulting in hospital admission a week in England.8 
Comprehensive patient centred informed consent can ensure patients are made aware of benefits and harms of screening, including false reassurance. There is also the potential to manage reversible bleeding risk factors at scheduled reviews. 
The prevalence of AF is rising steeply and is associated with increased risk of heart failure, myocardial infarction, and death, and treatment with anticoagulation is associated with reduction in all these outcomes relative to placebo. Evidence is also growing that AF is associated with cognitive decline and dementia,9 and if the mechanism is vascular anticoagulation could mitigate the risk.
Current evidence provides a strong case for introducing AF screening now. The outcomes of large randomised trials of screening, such as that proposed by Mant and colleagues,10 would strengthen the evidence base. The UK screening committee is due to review its recommendations in the near future. 
No—Patrick Moran 
The case for making screening a central pillar of efforts to tackle the looming epidemic of atrial fibrillation is promising, but important gaps in the evidence base for this intervention remain. These include questions about the effect of screening on stroke outcomes; the optimal combination of screening test, screening strategy, and target population; and the opportunity cost of implementing population based programmes. The growing international momentum behind AF screening should be harnessed to ensure that these important gaps in knowledge are filled, rather than being overlooked as a result of an understandable eagerness to take action on a major challenge facing health systems globally.11 
AF seems to meet many of the criteria for disease screening developed by Wilson and Junger.12 It is an important health problem that can be diagnosed using a readily available test, and proved treatments exist to reduce the risk of AF related stroke. However, although experimental and observational evidence indicates that screening increases AF detection, we have no evidence from randomised controlled trials that screening reduces the incidence or severity of stroke in screened versus unscreened populations.13-15 

Risk profile assumptions 
In an era when the scale of overdiagnosis and overtreatment in modern medicine is becoming increasingly clear, any assumption that greater AF detection equates to improved health outcomes requires serious critical scrutiny.16 Such an assumption implies that the risk profile of screen detected patients—and by extension their propensity to use, benefit from, and be harmed by, anticoagulant treatment—is the same as those presenting clinically. 
Potential harms of AF screening include the negative consequences of being labelled with a serious health problem, the risk of bleeding from anticoagulation treatment, and the opportunity cost of the health benefits that would be forgone by choosing to allocate scarce resources to implementing this intervention. Central to estimating the scale of these harms is knowing the risk of stroke in untreated AF, and as recent research shows, there is considerable uncertainty surrounding this, even in clinically diagnosed patients.17 Given how little we currently know about the clinical risk profile of the cohort that would be identified through screening, we cannot be sure that improvements in stroke outcomes would sufficiently outweigh any harms to justify prioritising screening at the expense of other interventions. Although the balance of benefits and harms has been explored using simulation models that combine the best available evidence from multiple sources, the external validity of these types of studies is low.18 19 
Fortunately, clinical trials that seek to definitively answer these important questions are already under way, and we must wait for their results rather than push ahead with implementing a costly public health intervention that may prove difficult to withdraw if these studies do not show significant benefits of screening.20 21 
Screening strategy unclear 
From a policy perspective, there is considerable ambiguity about how screening would be scaled up and implemented in practice, given the high level of heterogeneity in the target population, screening test, and screening strategy used in previous studies. For example, the three trials that showed increased AF detection rates included different populations, different tests, and different ECG readers.22-24 The available evidence does not, therefore, present decision makers with a uniformly defined solution that can be transposed into policy. 
Furthermore, the rapid pace of development in ECG diagnostics—including the use of smartphone apps, wearable devices, and automated ECG interpretation—has the potential to diminish the applicability of previous research carried out using older technology. 
All screening studies to date have used one-off testing within a given population, so the effect of successive screening rounds on the detection of incident or paroxysmal disease is also unknown. The only available data on the comparative effectiveness and cost effectiveness of different start ages and screening frequencies, which is of crucial importance for the design of a screening programme, come from simulation modelling studies.18 19 25 
Coordinated, concerted efforts are required to combat the steep rise in AF associated with worldwide population ageing.11 However, in the absence of research that reliably confirms the health benefits of screening and provides sufficient information to guide successful implementation there remains considerable uncertainty about the potential for screening to reduce the burden of AF related morbidity and mortality in society.
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