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Estimating the current and future prevalence of 
atrial fibrillation in the Australian adult population

  Atrial fibrillation (AF) is the 
most common sustained car-
diac arrhythmia observed 

in medical practice. It ranges in 
severity, from isolated and benign 
episodes of electrical disturbance 
to a chronic cardiac condition that 
results in cardiac remodelling and 
functional impairment. Typically, 
AF progresses from paroxysmal to 
more permanent forms, irrespective 
of management practices and inter-
vention, leading to a significant and 
independent risk of thromboembo-
lism, cardiac failure and mortality.1,2 
AF also adversely affects patients’ 
quality of life.3

AF has substantial economic impact, 
particularly due to AF-attributable 
stroke, the incidence of which is 
increasing in parallel with ageing 
populations as treatment remains 
suboptimal.

The evolving burden of AF has been 
influenced by a combination of pop-
ulation ageing, changing patterns of 
cardiac risk factors and improved 
survival rates in other, contributory 
forms of cardiovascular disease.1-5 
As such, reports from high-income 
countries have demonstrated that AF 
exerts a major and evolving public 
health, social and economic burden.

Previously, the overall population 
prevalence of AF (in all age groups) 
was reported to be 1.0% to 2.0%.6,7 
Recently, prevalence has been shown 
to be 2.5% to 4.0% in adult popu-
lations � 18 years.8-10 Prevalence of 
3.8% in adults � 60 years has been 
described, with AF not commonly 
reported in individuals aged < 55 
years (prevalence 0.1%).7

Much of the current literature 
describing AF epidemiology reports 
on statistics calculated from data 
derived from North American and 
European populations6,7,11-14 and, 
more recently, from Asian popu-
lations.15 The number of affected 
individuals is projected to increase 
exponentially over the next four 
decades.7 Large population-based 

epidemiological studies assessing 
the burden of AF in Australia are 
yet to be undertaken. Of signifi-
cance, a recent analysis of national 
data in Australia confirmed a 7.9% 
annual increase in hospitalisations 
due to AF (as a principal diagnosis), 
with around 45 000 hospitalisations 
attributable to AF per annum.16 
These data provide further impe-
tus to understand the underlying 
caseload of AF in Australia.

The primary objective of our study 
was to estimate the current preva-
lence of AF in Australian adults most 
commonly affected by AF (those 
� 55 years) using robust and reliable 
population data and international 
prevalence statistics. A secondary 
objective was to further estimate the 
likely prevalence of AF in Australia 
over the next two decades to 2034 
as the population continues to age 
and the natural history of AF, and 
therefore its prevalence, remains 
unchanged.

Methods

Applying international AF 
prevalence statistics

We have previously undertaken a 
comprehensive review of the epi-
demiology of AF in high-income 
countries.8 For our current analy-
sis, we assessed seven international 
epidemiological studies identified in 
the review and collated statistics to 
obtain estimates of AF prevalence 
that would be most applicable to the 
Australian population.6,7,11-15 We used 
data from studies that provided the 
most comprehensive age- and sex-
specific prevalence estimates (in-
cluding 95% confidence intervals) 
for individuals aged � 55 years. We 
included studies with a prospective 
study design that presented more re-
cent data for relatively large samples 
of relative similarity to the Australian 
population and with a rigorous meth-
od for definitive diagnosis of AF (ie, 
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Abstract

Objective: To estimate the current and future prevalence of atrial fibrillation 
(AF) in the Australian adult population according to age and sex.

Design: Application of international AF prevalence statistics to Australian 
adult population data (for people � 55 years) to estimate population 
prevalence; use of population projections to estimate potential future 
prevalence of AF.

Main outcome measures: Estimated prevalence of AF in 2014 and future 
prevalence projected to 2034.

Results: We estimated that at 30 June 2014 there would be 328 562 
cases of AF among people aged � 55 years (a prevalence of 5.35%; 
95% CI, 3.79%–7.53%), comprising 174 986 men (prevalence, 5.97%; 
95% CI, 4.11%–8.54%) and 153 576 women (prevalence, 4.79%; 95% CI, 
3.50%–6.60%). Without significant changes to the natural history of AF, 
by 2034 this figure is projected to rise to over 600 000 (prevalence, 6.39%; 
95% CI, 4.56%–8.90%), with a prevalence of 7.22% among men (95% 
CI, 4.99%–10.28%) and 5.64% (95% CI, 4.18%–7.64%) among women. 
The greatest projected regional increase in prevalence between 2014 and 
2034 is expected in Queensland, with a likely twofold increase (from 61 
613 cases to 123 142 cases), although New South Wales cases will remain 
predominant, with a 1.7-fold increase (from 110 892 to 191 578). We also 
predicted that between 2014 and 2034 the number of AF cases would 
double among older age groups (from 200 638 to 414 377 individuals aged 
� 75 years) and would increase 2.5-fold among men aged � 85 years (from 
29 370 to 71 582).

Conclusions: These data are indicative of a largely underappreciated AF 
prevalence in Australia. They mandate a more systematic effort to both 
understand and respond to an evolving AF burden.
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confirmed by electrocardiography). 
The Rotterdam Study11 most explicitly 
fitted these inclusion criteria.

Estimating current prevalence 
of AF in Australia

We obtained data representing the 
Australian population by single 
year of age as calculated on 30 June 
2014 from the Australian Bureau of 
Statistics (ABS).17 Data for all individ-
uals aged � 55 years were combined 
into 5-year age brackets (except those 
aged � 85 years, who were treated as 
one group). This was undertaken for 
the overall population and for each 
state and territory separately. We 
applied international AF prevalence 
statistics to each age group and to 
men and women separately. Ethics 
approval was not required for this 
research, as it involved the use of 
publicly available anonymised data 
and did not directly involve human 
participants.

Projecting future prevalence of 
AF in Australia

We obtained population projections 
for 2014 to 2034 from the ABS based 
on the last census (2011) and repre-
senting annual data as at 30 June. 
These projection data represent the 
growth and change in the Australian 
population that would occur if cer-
tain assumptions about future fertil-
ity, mortality and migration were to 

prevail over the projection period.18 
Projections for the total population 
and by sex were condensed into 
5-year age groups (for people � 55 
years). Conservatively, we assumed 
that AF prevalence would remain 
stable from 2014 to 2034 and, there-
fore, the same prevalence statistics 
were applied. Three main series of 
projection data were available for 
use. We chose the series that largely 
reflects current trends in fertility, life 
expectancy at birth and net overseas 
migration.18 We also undertook a sen-
sitivity analysis in which the upper 
and lower limits of prevalence CIs 
were applied to all data (Appendix 1).

Results

Estimated prevalence of AF 
in 2014

The estimated prevalence of AF in 
Australian adults aged � 55 years 
at 30 June 2014 was 5.35% (95% CI, 
3.79%–7.53%; Box 1) and was greater 
in men than in women (5.97% [95% CI, 
4.11%–8.54%] v 4.79% [95% CI, 3.50%–
6.60%], respectively). However, reflec-
tive of global patterns, the number of 
prevalent cases of AF among women 
aged > 80 years is likely to be greater 
than that among age-matched men. 
With the exception of men aged 70–74 
years and women aged 75–79 years, 
there was a consistent trend towards 

more AF cases in successively older 
age cohorts. Of note, our estimates 
suggest that among 60–64-year-olds 
there are currently 2.5 times as many 
men as women with AF, and among 
those aged 65–69 or 75–79 years, there 
are almost twice as many men as wo-
men with AF.

Appendix 2 shows the estimated 
prevalence of AF and case distribu-
tion within each Australian state and 
territory at 30 June 2014. New South 
Wales was expected to have the high-
est number of individuals affected by 
AF overall (110 892), and the Northern 
Territory was expected to have the 
lowest (1413).

Projected prevalence of AF 
in 2034

We estimated that by 2034 AF preva-
lence will have increased by 1.04% 
in the overall adult population aged 
� 55 years (to 6.39%; 95% CI, 4.56%–
8.90%). This comprises an increase of 
1.25% in men and 0.85% in women, 
to 7.22% (95% CI, 4.99%–10.28%) and 
5.64% (95% CI, 4.18%–7.64%), respec-
tively (Box 1 and Appendix 3). Thus, 
owing to population dynamics alone 
(ie, without any changes in incidence 
and survival rates), the number of in-
dividuals affected by AF in Australia 
will have almost doubled compared 
with 2014 — overall, from over 
300 000 to over 600 000, and for men 
and women, respectively, from about 

1 Australian adult population (aged � 55 years) and estimated prevalence of atrial fibrillation (AF) at 30 June 2014

Australian population, 
30 Jun 2014* Assumed prevalence,† % (95% CI) Population with AF at 30 Jun 2014, No. (95% CI)

Age (years) (a) Men (b) Women (c) Total (d) Men (e) Women (f) Total (i ÷ c) (g) Men (a × d) (h) Women (b × e) (i) Total (g + h)

55–59 704 608 722 388 1 426 996 0.80% 
(0.30%–2.10%)

0.60% 
(0.20%–1.50%)

0.70% 
(0.25%–1.80%)

5637 
(2114–14 797)

4334 
(1445–10 836)

9971 
(3559–25 633)

60–64 623 635 639 713 1 263 348 2.60% 
(1.60%–3.40%)

1.00% 
(0.50%–2.00%)

1.79% 
(1.04%–2.69%)

16 215 
(9978–21 204)

6397 
(3199–12 794)

22 612 
(13 177–33 998)

65–69 554 463 563 844 1 118 307 5.20% 
(3.70%–7.30%)

2.90% (
1.90%–4.40%)

4.04% 
(2.79%–5.84%)

28 832 
(20 515–40 476)

16 351 
(10 713–24 809)

45 183 
(31 228–65 285)

70–74 400 375 417 265 817 640 6.90% 
(5.00%–9.60%)

5.40% 
(4.10%–7.00%)

6.13% 
(4.54%–8.27%)

27 626 
(20 019–38 436)

22 532 
(17 108–29 209)

50 158 
(37 127–67 645)

75–79 288 732 321 994 610 726 13.00% 
(9.80%–17.10%)

6.50% 
(4.70%–8.90%)

9.57% 
(7.11%–12.78%)

37 535 
(28 296–49 373)

20 930 
(15 134–28 657)

58 465 
(43 430–78 030)

80–84 195 863 252 391 448 254 15.20% 
(10.50%–21.50%)

12.70% 
(9.70%–16.50%)

13.79% 
(10.05%–18.68%)

29 771 
(20 566–42 111)

32 054 
(24 482–41 645)

61 825 
(45 048–83 756)

� 85 164 078 291 302 455 380 17.90% 
(11.50%–26.80%)

17.50% 
(13.80%–21.90%)

17.64% 
(12.97%–23.67%)

29 370 
(18 869–43 973)

50 978 
(40 200–63 795)

80 348 
(59 069–107 768)

Total 2 931 754 3 208 897 6 140 651 5.97% 
(4.11%–8.54%)

4.79% 
(3.50%–6.60%)

5.35% 
(3.79%–7.53%)

174 986 
(120 357–250 370)

153 576 
(112 281–211 745)

328 562 
(232 638–462 115)

* Australian Bureau of Statistics population trends.17 † Based on international AF prevalence statistics.  
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175 000 and 150 000 in 2014 to about 
325 000 and 280 000 in 2034 (Box 1 and 
Appendix 3).

About double the number of individ-
uals aged � 75 years will be affected 
by AF by 2034 (414 377 compared with 
200 638). Similarly, the number of 
affected men aged � 85 years is pre-
dicted to increase by 2.5-fold (from 
29 370 to 71 582).

Appendix 2 also shows the pro-
jected number of affected individu-
als and prevalence of AF within 
each Australian state and territory 
in 2034. It is estimated that NSW 
will still have the highest number of 
individuals with AF (191 578), a 1.7-
fold increase, but Queensland will 
have the greatest increase (from 61 613 
to 123 142; twofold). All Australian 
states and territories are projected to 
have between 1.7–2.3 times the num-
ber of individuals with AF.

A steady increase in AF 
prevalence predicted between 
2014 and 2034

As shown in Box 2, the number of 
adults aged � 55 years with AF is 
predicted to increase steadily in 
Australia over the next two decades. 
The number of individuals aged 55–
74 years with AF is projected to rise 
at a slower rate than the number of 
affected individuals aged � 75 years. 
The difference between the estimated 
numbers of men and women with AF 
in 2014 is expected to continue and 
perhaps widen over time.

Discussion

Despite global recognition of an in-
creasing burden of AF within the 
ageing populations of high-income 
countries,8,19 there is a paucity of data 
to quantify the number of Australians 
affected by this potentially deadly 
condition. Using contemporary 
population data and conservative 
estimates derived from robust inter-
national studies, we estimated that 
5.35% of the adult population aged 
� 55 years (5.97% of men and 4.79% of 
women) are currently affected by AF.

Projected rise in Australia

This proportion is projected to rise 
to about 1.2 times this value by 2034, 
to 6.39%. We predict that between 
2014 and 2034 AF will continue to be 
more prevalent in older age groups 
and in men compared with women. 
Of all states and territories, NSW (be-
ing the most populous state) will ex-
perience the greatest increase in the 
number of cases (almost doubling, 
to just under 200 000), although the 
greatest increase in prevalence is ex-
pected in Queensland, most likely 
due to the ageing of an older resident 
population.

Overall prevalence of AF has risen 
substantially over recent decades, 
as shown by European, North 
American and Asian studies;6,7,11-15 
however, there have been no contem-
porary large-scale, population-based 
studies conducted to determine AF 
prevalence in Australia. The last pro-
spective Australian study collecting 

data specifically on the burden of AF 
was conducted in Western Australia 
between 1966 and 1981.20 Therefore, the 
contemporary epidemiological profile 
and cost burden of AF in Australia 
cannot be specifically described.

Global observations

Data from the our report contribute 
to exploring the size of the AF bur-
den, reflecting global observations 
of prevalence, including sex and pro-
jection patterns. Reported AF preva-
lence is higher in older individuals, 
illustrating the influence of ageing; 
and prevalence in men remains con-
sistently higher than in women, al-
though absolute numbers of affected 
women are greater.

Our recent pooled analysis of interna-
tional population data suggests that 
the prevalence figure (in the adult 
population � 20 years) is likely to be 
between 2.5% and 3.5%,8 supporting 
the prevalence estimates presented 
here. Studies have confirmed that 
the prevalence of AF in community-
based studies ranges between 0.1% 
and 4.0%9 in individuals aged � 15 
years and that overall prevalence 
of AF in Sweden was 3.0% (3.4% in 
men and 2.6% in women) in 2010.10 
The two previous studies assessing 
AF prevalence in Australia demon-
strate consistency with the conserva-
tive international estimates applied 
within our study, providing support 
for their use within the Australian 
context. Prevalence was reported to 
be 4.9% in WA adults � 60 years (5.6% 
in men, 4.2% in women) between 1966 
and 198120 and 4.0% in adults � 30 
years overall (6.0% in men, 4.0% in 
women) attending general practice 
in 2000.21 Our projections suggesting 
a pronounced escalation in AF cases 
in the coming decades match similar 
projections for European and North 
American populations.7,19

Perhaps the greatest impact of escalat-
ing AF prevalence will be economic. 
AF is associated with a five- to sev-
enfold increased risk of stroke and a 
threefold increased risk of heart fail-
ure.22 Within an ageing population, 
most costs will be driven by the need 
to manage stroke risk (via thrombo-
prophylaxis), prevent cardiac dys-
function and manage patients after 

2 Projected number of adults (55 years and older) with atrial 
fibrillation in Australia between 2014 and 2034
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events secondary to AF (via hospi-
talisation, provision of therapy and 
increased surveillance). Although 
current Australian projections predict 
that prevalent AF cases will almost 
double in 20 years, others have pre-
dicted doubling over 25–35 years in 
North America.7,23 This differential is 
likely reflective of Australian popula-
tion growth over the next two dec-
ades that will be shaped by increased 
international migration, urbanisation 
and population mobility.

Limitations

Some specific limitations of our work 
require comment. In order of impor-
tance: first, it is unknown whether 
the international prevalence statistics 
obtained from the Rotterdam Study 
are applicable to the Australian popu-
lation and what the implications are 
of applying them. AF is known to 
be more prevalent in individuals of 
European ancestry,8 so the applied 
statistics may not translate to the in-
creasingly multicultural Australian 
population. The prevalence of AF in 
Australian Aboriginal and Torres 
Strait Islanders remains unknown, 
but is potentially higher than in white 
Australians due to the increased car-
diovascular disease burden within 
this population.24 Consequently, 
the selection of these international 
prevalence statistics may result in the 
over- or underestimation of preva-
lence within this population.

Second, increasing disease aware-
ness, potential introduction of broad 
screening programs, and the ageing 
population will influence the inci-
dence of AF. For example, single 
time-point AF screening identified 
an overall incidence of previously 
unknown AF of 1.0% (1.4% in those 
� 65 years), of whom 67% were at 
high risk of stroke.25

Next, projections must be inter-
preted with some caution, given 
that certain factors may negatively 
or positively affect AF incidence and 
survival rates (fundamental drivers 
of prevalence). The current impact of 
antecedents and comorbidities of AF 
(eg, hypertension, obesity, obstruc-
tive sleep apnoea, diabetes, acute 
coronary syndrome) may change 
over time owing to increasing prev-
alence or improved therapies and 

management, suggesting that pro-
jections may potentially under- or 
overestimate prevalence, depending 
on the factors considered. The true 
prevalence of asymptomatic and par-
oxysmal forms of AF also remains 
unknown, potentially resulting in 
prevalence underestimation.

Finally, research will lead to acquisi-
tion of new knowledge on the natural 
history, treatment and progression 
of AF; for example, the development 
and introduction of novel therapeu-
tics for management, which will 
have positive influences on survival. 
Assumptions were made when popu-
lation projections were calculated; 
most critically, we assumed that AF 
prevalence remained static over time. 
Next, we chose population projec-
tions that largely reflect current 
trends in fertility, life expectancy 
and migration. We did not determine 
low and high estimates founded on 
alternative assumptions.

Conclusion

Our data provide a snapshot of the 
potential current and future impact 
of AF in Australia. They support 
the expectation that AF will reach 
epidemic proportions worldwide 
in the coming decades. Large-scale, 
population-based studies are re-
quired to ascertain the true bur-
den of AF, including social, health 
and economic (direct and indirect) 
costs. Understanding this burden is 
premised on the availability of high-
quality epidemiological studies. The 
increasing prevalence of AF will 
greatly influence health care systems 
and communities. Therefore, sub-
stantial integrated efforts to under-
stand the complex causes and clinical 
presentation of AF in Australia are 
required to attenuate the large eco-
nomic, social and individual costs 
associated with this potentially fatal 
cardiac condition.26
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