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Fig. 2. Age-specific incidence, prevalence
and mortality rates of IS per 100,000 people
per year by country development status in
2013 (shadowed area around solid lines
represents 95% UIs). IS incidence by age
and development status, 2013.
(For figures b and c see next
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OAC uptake 100%
10% in over 80 year-old individuals

4,7%*0,3=1,41
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Prevalence of AF
The prevalence of AF identified by screening was 6.7% (67/1,000)
(95% CI, 5.2–8.4%); comprising 15 with unknown AF, and 52 with
a history of AF and in AF when screened. Of the 52 participants
with known AF, only 38% reported palpitations ( Table 1). AF
knowledge in this group was poor: all 52 participants were known
to their GP as having a diagnosis of AF, but 23 (44%) were unaware
of this diagnosis despite 18 of them taking OAC.
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Prevalence of AF
The prevalence of AF identified by screening was 6.7% (67/1,000)
(95% CI, 5.2–8.4%); comprising 15 with unknown AF, and 52 with
a history of AF and in AF when screened. Of the 52 participants
with known AF, only 38% reported palpitations ( Table 1). AF
knowledge in this group was poor: all 52 participants were known
to their GP as having a diagnosis of AF, but 23 (44%) were unaware
of this diagnosis despite 18 of them taking OAC.
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