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Abstract

Background: The most common type of arrhythmia in the United States and in the European
countries is atrial fibrillation (AF). The prevalence of AF is increasing worldwide with
advances in technology, better prediction methods and increased awareness among healthcare
physicians and patients.  Methods: This article summarises the literature on the
epidemiology of AF worldwide according to continents, age and ethnicity/race, and also
includes the prevalence of AF in stroke patients. Results: In Australia, Europe and the USA,
the current estimated prevalence of AF is about between 1-4%, with lower prevalence evident
in Asia (0.49%-1.9%). AF prevalence is highest among Whites. In Western Europe,
Australia and North America 70% of people with AF are aged >65 years whereas the average
age of AF patients in other geographical regions is often lower. Conclusions: Although the
prevalence of AF worldwide is increasing steadily, large variation can be seen between
studies and countries. Further epidemiological studies should be undertaken globally,
especially in Asian and African countries so that a better and more accurate picture of the
incidence and prevalence of AF can be captured, to enable stroke prevention strategies to be
appropriately implemented to prevent or reduce the risk of stroke, the most severe

consequence of AF.

Keywords: atrial fibrillation, epidemiology, prevalence, worldwide, continents, ethnicity, age,

stroke



Introduction

Atrial fibrillation (AF), the most common form of arrhythmia with clinical
significance is a major global health burden worldwide.> In the United States (US) and
European countries, one in every four middle-aged adults will develop AF. Most importantly,
AF is associated with a five-fold greater risk of stroke, increased risk of death and
development of heart failure, and a greater risk of hospital admission, with 10-40% of AF
patients hospitalised annually. Additionally, irrespective of other cardiovascular-related
conditions, AF patients have poorer quality of life and unfortunately, despite anticoagulation
for stroke prevention, they can still develop vascular dementia and a decline in cognitive
function.’

According to the Global Burden of AF,® worldwide, the projected number of people
with AF in 2010 was 33.5 million, consisting of 20.9 million males (Ul, 19.5-22.2 million)
and 12.6 million females (Ul, 12.0-13.7 million), with higher incidence and prevalence rates
in developed countries (Table 1). Mortality associated with AF globally is higher in females,
primarily driven by higher mortality among females in developing countries. (Figure 1). This
article summarises the literature on the epidemiology of AF worldwide according to

continents, age and ethnicity/race, and also includes the prevalence of AF in stroke patients.

Methods

A literature search was performed on PubMed using the following keywords alone or in
combination: “’atrial’’, “’fibrillation’’, “’incidence’’, “’prevalence’’, *’stroke’’, “’worldwide”’,
“’epidemiology’’, ’Asian’’, “’race’’, “’ethnicity’’. The bibliography from Rahman et al* was
checked and additional studies on the prevalence of AF worldwide were included. The
studies were collated according to the year of publication and country, and summarised in

Tables 2 and 3.



Worldwide prevalence of AF by continents

In Europe, AF currently affects eight million people and is expected to rise
drastically, 2.3-fold by 2060.*° In the United Kingdom projections from the Clinical Practice
Research Database suggest that AF will affect between 1.3 and 1.8 million people by 2060.°
In the United States, about 3-5 million people are currently affected by AF and by 2050 this
figure is expected to be greater than 8 million people.” In Australia, Europe and the USA, the
current estimated prevalence of AF is about between 1-4%." * Table 2 and Figure 2
illustrates the prevalence of AF in nine countries, stratified by continents worldwide.
Australia has the highest prevalence of AF i.e., 5.4% followed by Africa 4.6%, although the
prevalence was lower (0.7%) in another African study by Shavadiva et al®, followed by
Iceland (2.4%) and lowest in Asian countries (0.49%-1.9%).

A recent review® on AF epidemiology of 58 studies from five Asian (China, Japan,
South Korea, India, Malaysia) and eight Middle Eastern countries (Turkey, Bahrain, Qatar,
Kuwait, Saudi Arabia, Oman, United Arab Emirates and Yemen)® reported the annual
incidence of AF to be 5.38 per 1000 person-years mainly from Chinese, Japanese and Korean
studies (10 studies in total) **° conducted from 1991-2012, with study populations ranging
from 1485 to 471,446.12 Prevalence of AF varies between hospital-based and community-
based studies; being higher in the latter (0.37%-3.56% vs 2.8%-15.8%).”

Differences in the incidence and prevalence rates between studies is likely dependent
on the time the study was conducted, the design (nationwide studies, medical insurance
databases etc., retrospective, prospective, cross-sectional) and the study population (age of
patients, urban compared to remote areas as their risk factors may vary, for example the
prevalence of rheumatic heart disease is higher in rural populations in India)?® which in turn

effects the quality of data obtained.*



Ethnicity, age and prevalence of AF

The prevalence of AF across different ethnic groups differs, although most of the
studies investigating these differences have been conducted in the United States. For the
purpose of this review, ethnicity is classified as White, (European, American) Afro-
Caribbean, (Blacks, Black British, African-American) East Asian, (Chinese, Japanese,
Malaysian and other Asians) South Asian (Indian, Pakistani, Bangladeshi), Hispanics

(Hispanic or Latino), and others, as reported in individual studies.?* %

Table 3 shows the prevalence of AF by race and ethnicity according to 11 studies,***
conducted in the United States and one®® multicentre study conducted in North America,
Europe and Asia. In all studies, the prevalence of AF was highest among the Whites
compared to Afro-Caribbeans, East Asians and Hispanics, ranging from 42%% to 2.5%°
among the Whites, and 21%> to 1.7% * among Afro-Caribbeans. Only three studies® % %
reported AF prevalence among East Asians which ranged from 3.9%2° to 10.1%,% while only
one study reported AF prevalence among Hispanics (3.9%).% A meta-analysis of 10 studies
examining the prevalence of AF among African-Americans in the United States compared to
Whites, concluded that being African-American was associated with a ‘protective effect’
from AF (OR 0.51, 95% CI 0.44-0.59, p<0.001). Despite the lower prevalence of AF,
African-Americans in the US have twice the risk of first ever stroke compared to Whites. **

In addition to ethnic differences, age distribution of AF diagnosis may also differ
between regions. More than 70% of AF patients in Western Europe, Australia and North
America were aged >65 years.® A different pattern in the average age of AF diagnosis is
evident from other regions whereby AF patients are younger, for example; the mean age of
AF patients was 57+16 years in the Gulf-SAFE registry from Arabic population,® 41+13
years in an Ethiopian study,*® <65 years in 43% of the South Korean population detected with

37
l.

AF! and <50 years in 38% of patients from one South-African hospital.*” Results from the



RE-LY AF registry which enrolled AF patients from the 164 emergency departments
worldwide to evaluate the differences in the presentation and management of AF, also shows
some regional variation in terms of age at AF diagnosis; patients from America and Europe
countries were on average 10-12 years older than those from Africa, India and the Middle

East.®

Incidence and prevalence of AF in stroke patients

AF increases the risk of stroke approximately 5 times compared to those without AF.
An Italian study has shown® the presence of AF in 24.6% of patients (mean age
78.8+13.3years) with ischemic stroke in a population based study, where AF is more frequent
in women and patients 80 years or older. In this study, AF was an independent predictor of
30-day and 1-year mortality in Cox regression analysis.*°

Another prospective study in Germany reported an overall prevalence of AF slightly
higher than the Italian study, i.e., 28.6% in 692 patients with ischemic stroke or transient
ischemic attack, with prevalence increasing with age.”® Hanchate et al reported a similar
prevalence of AF in the USA in 2013 (i.e., 23% in acute ischaemic stroke patients from eight

states),*! in two European studies (24.6 and 28.6% respectively)®® %

and an Australian study
(25%; study population 26,960).* However, the prevalence of AF was reportedly lower in
some Asian countries, approximately 10% in China,* 5.8-6% in India,*> *® but higher in
Japan (32%).%

Sposato et al conducted a meta-analysis of 50 studies in 2015* to estimate the
proportion of newly diagnosed AF patients experiencing stroke or TIA after undergoing four
sequential phases of cardiac monitoring; phase 1. ECG at admission, phase 2: continuous

inpatient ECG, phase 3: Holter monitoring and phase 4: mobile cardiac outpatient telemetry.

In this study, they reported an overall presence of AF in 23.7% (95% CI 17.2-31.0) of their



post-stroke patients and an estimated prevalence of AF in post-stroke patients with either

known or newly diagnosed AF of about 39.0%, higher than previously reported studies.*®

Conclusion

The prevalence of AF worldwide is increasing steadily although large variation can be
seen between studies and countries. A larger proportion of ischemic stroke patients are also
found to have AF either during admission or upon investigation post- discharge that becomes
a major concern as AF related to stroke has poorer outcomes and prognosis.> # This increase
in the prevalence of AF may be explained by the fact that better prediction methods have

been used to detect AF: % %

and also greater awareness among physicians and other
healthcare providers who are able to detect patients with AF during routine check-ups, flu
injections and also during hospital admissions.

More epidemiological studies should perhaps be undertaken globally, especially in
Asian and African countries, in urban and rural areas, so that a more accurate picture of the

incidence and prevalence of AF can be captured, thereby allowing appropriate

implementation of stroke prevention strategies to reduce stroke risk and burden.



Authors contributions:

All authors contributed to the data interpretation, drafting the article and critical revision.

Acknowledgements:
None

Funding:

HHZ: Received funding from Malaysian Ministry of Education and Universiti Teknologi MARA for
her PhD but not directly for the work under consideration.



References

1.

2.

10.

11.

12.

13.

14.

15.

16.

17.

18.

Rahman F, Kwan GF, Benjamin EJ. Global epidemiology of atrial fibrillation. Nat
Rev Cardiol 2014; 11: 639-654.

Kirchhof P, Benussi S, Kotecha D et al. 2016 ESC Guidelines for the management of
atrial fibrillation developed in collaboration with EACTS. Eur Heart J 2016; 37:
2893-2962.

Chugh SS, Havmoeller R, Narayanan K et al. Worldwide Epidemiology of Atrial
Fibrillation: A Global Burden of Disease 2010 Study. Circulation 2013: 837-847.
Pistoia F, Sacco S, Tiseo C et al. The Epidemiology of Atrial Fibrillation and Stroke.
Cardiol Clin 2016; 34: 255-268.

Stefansdottir H, Aspelund T, Gudnason V, Arnar DO. Trends in the incidence and
prevalence of atrial fibrillation in Iceland and future projections. EP Europace 2011;
13:1110-1117.

Lane DA, Skjoth F, Lip GYH et al. Temporal Trends in Incidence, Prevalence, and
Mortality of Atrial Fibrillation in Primary Care. J Am Heart Assoc 2017; 6.

Colilla’ S, Crow A, Petkun W et al. Estimates of Current and Future Incidence and
Prevalence of Atrial Fibrillation in the U.S. Adult Population. Am J Cardiol 2013;
112: 1142-1147.

Shavadia J, Yonga G, Mwanzi S et al. Clinical characteristics and outcomes of atrial
fibrillation and flutter at the Aga Khan University Hospital, Nairobi. Cardiovasc J Afr
2013; 24: 6-9.

Bai Y, Wang YL, Shantsila A, Lip GYH. The Global Burden of Atrial Fibrillation and
Stroke: A Systematic Review of the Clinical Epidemiology of Atrial Fibrillation in
Asia. Chest 2017; 152: 810-820.

Kang S-H, Choi E-K, Han K-D et al. Underweight is a risk factor for atrial
fibrillation: A nationwide population-based study. Int J Cardiol 2016; 215: 449-456.
Li L-H, Sheng C-S, Hu B-C et al. The prevalence, incidence, management and risks
of atrial fibrillation in an elderly Chinese population: a prospective study. BMC
Cardiovasc Disord 2015; 15: 31.

Guo Y, Tian Y, Wang H et al. Prevalence, incidence, and lifetime risk of atrial
fibrillation in China: new insights into the global burden of atrial fibrillation. Chest
2015; 147: 109-1109.

Sano F, Ohira T, Kitamura A et al. Heavy Alcohol Consumption and Risk of Atrial
Fibrillation: The Circulatory Risk in Communities Study (CIRCS). Circ J 2014; 78:
955-961.

Chuang SY, Wu CC, Hsu PF et al. Hyperuricemia and incident atrial fibrillation in a
normotensive elderly population in Taiwan. Nutr Metab Cardiovasc Dis 2014; 24:
1020-1026.

Suzuki S, Sagara K, Otsuka T et al. Usefulness of Frequent Supraventricular
Extrasystoles and a High CHADS?2 Score to Predict First-Time Appearance of Atrial
Fibrillation. Am J Cardiol 2013; 111: 1602-1607.

Chao T-F, Hung C-L, Chen S-J et al. The association between hyperuricemia, left
atrial size and new-onset atrial fibrillation. Int J Cardiol 2013; 168: 4027-4032.
Rhee CW, Lee J, Oh S et al. Use of bisphosphonate and risk of atrial fibrillation in
older women with osteoporosis. Osteoporos Int 2012; 23: 247-254.

Watanabe H, Tanabe N, Yagihara N et al. Association Between Lipid Profile and Risk
of Atrial FibrillatioN: Niigata Preventive Medicine Study. Circ J 2011; 75: 2767-
2774,



19.

20.

21.

22.

23.

24,

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

Iguchi Y, Kimura K, Shibazaki K et al. Annual Incidence of Atrial Fibrillation and
Related Factors in Adults. Am J Cardiol 2010; 106: 1129-1133.

Sriharibabu M, Himabindu Y, Kabir Z. Rheumatic heart disease in rural south India:
A clinico-observational study. J Cardiovasc Dis Res 2013; 4: 25-29.

White E. Ethnicity and National Identity in England and Wales: 2011. In: Statistics
OfN, ed. 2011.

U.S. Census Bureau QUICK FACTS. In: Bureau USC, ed. 2016.

Lau C-P, Gbadebo TD, Connolly SJ et al. Ethnic Differences in Atrial Fibrillation
Identified Using Implanted Cardiac Devices. J Cardiovasc Electrophysiol 2013; 24:
381-387.

Lahiri MK, Fang K, Lamerato L et al. Effect of Race on the Frequency of
Postoperative Atrial Fibrillation Following Coronary Artery Bypass Grafting. Am J
Cardiol 2011; 107: 383-386.

Yuh-Jer Shen A, Contreras R, Sobnosky S et al. Racial/Ethnic Differences in the
Prevalence of Atrial Fibrillation Among Older Adults—A Cross-Sectional Study. J
Natl Med Assoc 2010; 102: 906-914.

Marcus GM, Alonso A, Peralta CA et al. European ancestry as a risk factor for atrial
fibrillation in African Americans. Circulation 2010; 122: 2009-2015.

Alonso A, Agarwal SK, Soliman EZ et al. Incidence of atrial fibrillation in whites and
African-Americans: The Atherosclerosis Risk in Communities (ARIC) study. Am
Heart J 2009; 158: 111-117.

Michael Smith J, Soneson EA, Woods SE et al. Coronary artery bypass graft surgery
outcomes among African-Americans and Caucasian patients. Int J Surg 2006; 4: 212-
216.

Ruo B, Capra AM, Jensvold NG, Go AS. Racial variation in the prevalence of atrial
fibrillation among patients with heart failure. J Am Coll Cardiol 2004; 43: 429-435.
Upshaw CB. Reduced prevalence of atrial fibrillation in black patients compared with
white patients attending an urban hospital: an electrocardiographic study. J Natl Med
Assoc 2002; 94: 204-208.

Go AS, Hylek EM, Phillips KA, et al. Prevalence of diagnosed atrial fibrillation in
adults: National implications for rhythm management and stroke prevention: the
anticoagulation and risk factors in atrial fibrillation (atria) study. JAMA 2001; 285:
2370-2375.

Afzal A, Ananthasubramaniam K, Sharma N et al. Racial differences in patients with
heart failure. Clin Cardiol 1999; 22: 791-794.

Winkelmayer WC, Patrick AR, Liu J et al. The increasing prevalence of atrial
fibrillation among hemodialysis patients. J Am Soc Nephrol 2011; 22: 349-357.
Hernandez MB, Asher CR, Hernandez AV, Novaro GM. African American Race and
Prevalence of Atrial Fibrillation:A Meta-Analysis. Cardiol Res Pract 2012; 2012:
275624.

Zubaid M, Rashed WA, Alsheikh-Ali AA et al. Gulf Survey of Atrial Fibrillation
Events (Gulf SAFE). Circ Cardiovasc Qual Outcomes 2011; 4: 477.

Maru M. Atrial fibrillation and embolic complications. East Afr Med J 1997; 74: 3-5.
Sliwa K, Carrington MJ, Klug E et al. Predisposing factors and incidence of newly
diagnosed atrial fibrillation in an urban African community: insights from the Heart of
Soweto Study. Heart 2010; 96: 1878.

Oldgren J, Healey JS, Ezekowitz M et al. Variations in Cause and Management of
Atrial Fibrillation in a Prospective Registry of 15 400 Emergency Department
Patients in 46 Countries. The RE-LY Atrial Fibrillation Registry. Circulation 2014;
129: 1568.

10



39.

40.

41.

42.

43.

44,

45,

46.

471.

48.

49,

50.

51.

52.

53.

54,

55.

56.

Marini C, De Santis F, Sacco S et al. Contribution of Atrial Fibrillation to Incidence
and Outcome of Ischemic Stroke. Stroke 2005; 36: 1115.

Rizos T, Wagner A, Jenetzky E et al. Paroxysmal Atrial Fibrillation Is More Prevalent
than Persistent Atrial Fibrillation in Acute Stroke and Transient Ischemic Attack
Patients. Cerebrovasc Dis 2011; 32: 276-282.

Hanchate AD, Schwamm LH, Huang W-J, Hylek E. Comparison of Ischemic Stroke
Outcomes and, Patient and Hospital Characteristics by Race/Ethnicity and
Socioeconomic Status. Stroke 2013; 44: 469-476.

Marcolino MS, Palhares DMF, Benjamin EJ, Ribeiro AL. Atrial fibrillation:
prevalence in a large database of primary care patients in Brazil. EP Europace 2015;
17: 1787-1790.

Gattellari M, Goumas C, Aitken R, Worthington JM. Outcomes for patients with
ischaemic stroke and atrial fibrillation: the PRISM study (A Program of Research
Informing Stroke Management). Cerebrovasc Dis 2011; 32: 370-382.

Gao Q, Fu X, Wei JW et al. Use of oral anticoagulation among stroke patients with
atrial fibrillation in China: the ChinaQUEST (Quality evaluation of stroke care and
treatment) registry study. Int J Stroke 2013; 8: 150-154.

Thakkar S, Bagarhatta R. Detection of paroxysmal atrial fibrillation or flutter in
patients with acute ischemic stroke or transient ischemic attack by Holter monitoring.
Indian Heart J 2014; 66: 188-192.

Mahajan SK, Kashyap R, Sood BR et al. Stroke at moderate altitude. J Assoc
Physicians India 2004; 52: 699-702.

Tagawa M, Takeuchi S, Chinushi M et al. Evaluating patients with acute ischemic
stroke with special reference to newly developed atrial fibrillation in cerebral
embolism. Pacing Clin Electrophysiol 2007; 30: 1121-1128.

Sposato LA, Cipriano LE, Saposnik G et al. Diagnosis of atrial fibrillation after stroke
and transient ischaemic attack: a systematic review and meta-analysis. Lancet Neurol
2015; 14: 377-387.

Mairesse G, Moran P, Van Gelder | et al. Screening for atrial fibrillation: a European
Heart Rhythm Association (EHRA) consensus document endorsed by the Heart
Rhythm Society (HRS), Asia Pacific Heart Rhythm Society (APHRS), and Sociedad
Latinoamericana de Estimulacion Cardiaca y Electrofisiologia (SOLAECE).
Europace 2017; 0: 1-35.

Lim CW, Kasim S, Ismail JR et al. Prevalence of atrial fibrillation in the Malaysian
communities. Heart Asia 2016; 8: 62-66.

Yap KB, Ng TP, Ong HY. Low prevalence of atrial fibrillation in community-
dwelling Chinese aged 55 years or older in Singapore: a population-based study. J
Electrocardiol 2008; 41: 94-98.

Phrommintikul A, Detnuntarat P, Prasertwitayakij N, Wongcharoen W. Prevalence of
atrial fibrillation in Thai elderly. J Geriatr Cardiol 2016; 13: 270-273.

Ball J, Thompson DR, Ski CF et al. Estimating the current and future prevalence of
atrial fibrillation in the Australian adult population. Med J Aust 2015; 202: 32-35.
Sturm JW, Davis SM, O'Sullivan JG et al. The Avoid Stroke as Soon as Possible
(ASAP) general practice stroke audit. Med J Aust 2002; 176: 312-316.

Quality and Outcomes Framework-Prevalence, Achievements and Exceptions Report.
In: Centre HSCI, ed. 2014-2015.

Naccarelli GV, Varker H, Lin J, Schulman KL. Increasing Prevalence of Atrial
Fibrillation and Flutter in the United States. Am J Cardiol 2009; 104: 1534-15309.

11



Table 1: Incidence and prevalence of AF and AF- associated mortality rate with 95% uncertainty intervals (Ul) (per 100,000) for males and
females (data extracted from Chugh 2014) *

Incidence of AF
Globally, all ages
Developed Countries

Developing Countries

Prevalence of AF
Globally, all ages
Developed Countries

Developing Countries

Mortality rate

1990

2010

1990

2010

Male

Female

60.7 (49.2-78.5)
78.4 (67.5-91.9)
50.0 (33.8-76.8)

569.5 (532.8-612.7)
608.2 (547.0-693.5)
546.6 (503.0-599.6)

77.5 (65.2-95.4)
123.4 (107.6-141.5)
53.8 (38.7-79.8)

596.2 (558.4-636.7)
660.9 (597.1-738.2)
656.7 (522.9-617.6)

43.8 (35.9-55.0)
52.8 (45.0-62.9)
36.0 (24.5-54.7)

359.9 (334.7-392.6)
362.5 (329.3-422.3)
358.2 (329.8-393.0)

59.5 (49.9-74.9)
90.4 (77.8-104.5)
40.0 (27.2-62.6)

373.1 (347.9-402.2)
387.7 (343.8-450.0)
366.1 (337.4-400.8)

Globally, all ages 0.8 (0.5-1.1) 1.6 (1.0-2.4) 0.9 (0.7-1.2) 1.7 (1.4-2.2)
Developed Countries 1.3(0.9-1.9) 2.7 (1.9-4.3) 1.1 (1.0-1.3) 2.4 (2.0-3.0)
Developing

Countries 0.4 (0.2-0.8) 0.7 (0.4-1.3) 0.7 (0.4-1.4) 1.0 (0.6-1.7)

AF= atrial fibrillation

12



Table 2: Worldwide prevalence of AF by continent

Study population

Years data o
Country Study obtained Sample size Age (SD) Prevalence (%) total,
. Data source [Men, women (men and women)
Study design
(%0)]
Africa
. . Hospital-based
. Sliwa et al 2006-2008 5328 cardiac . ’ 59 (18)
Africa 2010 Prospective cases single centre, urban [39, 61% AF] 4.6 (1)
population
One hospital
Kenya Shavadia et al ZRC;?r%szoelc?ive 44,144 admission in ?515 44% AF] 0.7 (1)
20138 P Nairobi P A
Asia
Malaysia ~ Limetal 2007-2014 10,805 18 urban, 22 rural ~ 52.6 (11.6) 0.49 ()
2016 % Prospective communities across
P Malaysia
Singapore Yap et al T 1,839 Community-based  >55 1.4 (T)
2008 Prospective study
. - T Cross section of >65
Thailand zlhE%Téng,lgnt'km et Prospective 1.277 Maerim District, [45.8, 54.2% 1.9()
Chiang Mai AF]
Australia
. Ball et al 7 international
Australia 20155 June 2014 6,140,651 epidemiology study > 55 years 5.35(5.97, 4.79)

13



Sturn et al

50 consecutive

Australia 2002 > 2000 14, 194 : >30 4.0 (6.0, 4.0)
. patients at 321
Prospective .
general practices
Europe
Health & Social National primary
Care Information 2014-2015 .
England Centre 2014-2015  Retrospective 56,939,507 care practice T 1.6 (1)
55 database
. UK Clinical >18 years
LIiinr:teddom IZ_(E)T$ gt ! 1R?e?r§)sz 0elc?ive 57,818 Practice Research [51.7, 48.3% lr§6[a$ 1e3:dtslt21 ?ﬁ::i%j%?](éeﬁt-
g P Datalink (CPRD)  AF] yrs (age-ad)
1987 -31 December 4905-AF The National
Iceland Stefansdottiretal 2008 University Hospital 20-99 years  2.4-age and sex standardised
5 . cases
2011 Retrospective of Iceland
North America
National databases
Naccarelli et al 2004-2005 of employer-funded
USA 2009 Retrospective 242,903 insurance and 220 L1
Medicare
South America
. Marcolino et al Jan-December 2011 658 municipalities, 50.3 (19.3)
Brazil 2015% Retrospective 262 685 primary Care [40.4, 59.6] 18(24,13)
+ Not reported

14



Table 3 Prevalence of AF by ethnicity and race

Country/State Study a) Study design Mean age Prevalence of AF (%)
b) Follow up study population (SD)  Whites Afro- East Hispanics
c) Sample size Caribbeans ~ Asians
North Lau et al a) Prospective Europeans: 76.2 (6.6) 18 8.3 10.1 N/A
America, 2013% b) 2.5 years Black African: 75.2 (6.2) Chinese,
Europe, Asia c) 2580 Chinese: 76.2 (6.7) 9.5
Japanese: 78.4 (7.0) Japanese
Michigan, Lahiri et al 2011** a) Retrospective African American: 29 19 N/A N/A
USA b) N/A 33.0% >70
c) 1001 European American:
35.4% =70
USA Winkelmayer etal a) Cross sectional 70.9 (11.8) 14 6.5 9.0* N/A
2011% b) 15 years
c) 2,483,199
California, Shen etal 2010 a) Cross-sectional White: 70 (64-77) 8 3.8 3.9 3.6
USA b) N/A Black: 68 (64-74)
c) 430,317 Asian: 67 (63-73)
Hispanic: 67 (61-71)
15 U.S states,  Marcus et al a) Combination of CHS CHS 23 15 N/A N/A
Washington, ~ 2010% and ARIC study African American: 73
DC b) — (6)
c) 19,784 Whites: 73 (6)

ARIC

African Americans: 53

(6)
Whites: 54 (6)
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Maryland, Alonso et al

Minnesota, 2009%
Muississippi, N.

Carolina, USA

Ohio, Smith et al
USA 2006 28
California, Ruo et al
USA 2004 %°
Georgia, Upshaw et al
USA 2002%
California, Go et al
USA 20013
Michigan, Afzal et al 1999%
USA

a)
b)

c)

a)
b)

c)
a)

b)
c)
a)
b)
c)

a)
b)
c)
a)
b)
c)

Prospective
228,976 person-years
15, 407

Prospective

9671

Retrospective and
prospective

1373
Retrospective

2123

Cross sectional
N/A

17, 974
Prospective

6 months

163

Whites: 54.4 (5.7) 7.9
African Americans: 53.6
(5.8)

- 24
73 overall 38
14% age 70-79 7.8

71.2 (12.2) whole cohort 2.5

Blacks: 63.8 (13.7) 42
Whites: 70.8 (13.1)

4.8

17

20

2.5

1.7

21

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Pt-yrs = patient years; *Asian Americans; N/A = not applicable
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Figure legends

Figure 1: AF associated mortality stratified by sex and region (developed and
developing countries)

Figure 2: Prevalence of AF by continents

17



Mortality per 100,000

151

—
i

05 -

27

24
" E)Male
L1
1 " Female
07 0.7
04 I
19%) 2010 1990 2010
Developed Countries Developing Countries

18



335

|

Australia

4.6

Africa

4

leeland  Australia

24

1.8 1.9
M il I

1.26

¥ Prevakace %
0.7

0.49
||l_.

s
4
3
o
|

(S102) neqa

0107) BMysS

(2007) vams

(1107) amopsugyng

(OLOT) IMDuIUo.IYy g

(S107) ouyjodaely

(S10T-FLOT) ) IHID0S 3 PO

(8007) dex

(L1027) 2uwry

(6007) NP1EDEN

(0102) Bipearys

(9102) wry

Thailand

Brazil

Singapore  England

USA UK

Kenya

Malaysia

19



