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Background: In Thailand, almost one-quarter of strokes are related to atrial fibrillation (AF), and many
could be prevented if AF were diagnosed and treated prior to the stroke. Therefore, we tested a novel
strategy to screen large numbers of community residents using village health volunteers and primary
care nurses.
Methods: Local primary care nurses and village health volunteers in Phetchaburi and Lopburi provinces,
Thailand were trained to perform AF screening using a blood pressure device with AF algorithm (Microlife
A200 AFib). 10% of residents aged � 65 years were randomly selected for screening during home-visits.
Participants with possible AF were given follow-up appointments for further testing, including 12-lead
ECG and echocardiogram.
Results: Over two-months, 9.7% (13,864/143,478) of the target population were screened: mean age 73.
2 ± 6.4 years, 32.4% male. The estimated AF prevalence (detected by Microlife A200 AFib) was 2.8% (95%
CI, 2.6–3.1%) for age � 65 years (i.e. 393/13,864 participants). Prevalence increased with age from 1.9%
(65–69 years) to 5.0% (�85 years) (p < 0.001). Only 58% (226/393) of participants with suspected AF
attended the follow-up appointment (1–3 months after initial screen): mean CHA2DS2-VASc score
3.2 ± 1.2; 86.3% (195/226) had Class-1 oral anticoagulation recommendation, and 33% (75/226) had AF
on 12-lead ECG.
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Conclusions: In Thailand, large-scale AF screening in the community is feasible using trained volunteer
health workers, allowing screening of large numbers in a short time-period. Further investigation of this
strategy is warranted, ensuring mechanisms to obtain a timely rhythm strip or 12-lead ECG locally, and a
designated pathway to treatment.
� 2020 Published by Elsevier B.V. This is an open access article under the CC BY-NC-ND license (http://

creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction

Atrial fibrillation (AF) is the most common cardiac cause of
ischemic stroke. Up to 33% of acute ischemic strokes are associated
with AF in Sweden [1], and ~ 22% in Thailand [2]. Patients with AF-
related stroke tend have more severe neurological deficits and
higher mortality [3]. However, as many patients with AF have
atypical or no symptoms [4], the initial presentation of AF may
be hospitalization for a devastating stroke. Early detection of
asymptomatic AF would offer an opportunity to initiate oral anti-
coagulant (OAC) therapy, warfarin or non-vitamin K antagonists,
which can significantly reduce the risk of stroke, systemic embo-
lism and all-cause mortality by two-thirds [5].

AF prevalence is known to be lower in Asian people compared
to Caucasians [6], but the burden of AF and AF-related stroke is
likely to increase in Asia in the coming decades. Globally the preva-
lence of AF is known to be increasing [6], and reported prevalence
in China has increased 20-fold over 11 years with a 13-fold
increase in AF-related strokes [7]. In Thailand, AF prevalence
ranges from 0.4% for ages � 30 years [8], to 1.9% for
ages � 65 years [9], with slightly higher prevalence of 2.2% in rural
populations � 60 years [10]. These studies have all utilized a 12-
lead electrocardiogram (ECG) to identify AF. However, it is not fea-
sible to screen a large population using 12-lead ECG, especially in
rural or remote community settings.

For a screening method to be efficient in a large population, it
must have a high positive predictive value, and be easy to perform
at low cost. Opportunistic AF screening using pulse palpation or
ECG rhythm strip is recommended in the European AF guidelines
for people aged � 65 years [11]. Lead-I ECG rhythm strip devices
provide, on average, 93.9% sensitivity and 96.5% specificity [12],
which is more accurate than pulse palpation. Automated oscillo-
metric blood pressure (BP) monitors with AF detection algorithms
also offer high sensitivity (97–100%) and specificity (89–93%) to
detect AF [13–15], and are recommended by the UK National Insti-
tute for Health and Care Excellence (NICE) for screening
patients � 65 years during routine BP measurement in primary
care [16]. Although these BP devices have been validated in many
settings, the use and generalizability of these devices to detect AF
in low-middle income countries remains unclear. Therefore, this
study aimed to investigate the use of a BP monitor with AF detec-
tion algorithm to perform mass screening for AF in a real-world
community setting in rural Thailand. The specific aims of the study
were to a) determine the prevalence of AF in the population aged
65 years and over; and b) assess the feasibility of screening in
the community in Thailand using a BP monitor with an AF detec-
tion algorithm.
Fig. 1. Site map - Lopburi and Phetchaburi provinces, Thailand.
2. Methods

2.1. Study design

This was a prospective multi-centre study investigating AF
screening of residents aged 65 years, conducted in two provinces
of Thailand: Lopburi province (March to May 2018) and Phetch-
aburi province (March to May 2019). The study was a collaboration
between Chulalongkorn Comprehensive Stroke Center, the Medical
2

Governance Certificate Program for Executives, King Narai Hospi-
tal, Ananda Mahidol Hospital, Phrachomklao Hospital, and the Pri-
mary healthcare unit, Ministry of Public Health, Lopburi and
Phetchaburi Province. Ethical approval was granted by the Institu-
tional Review Board of the Faculty of Medicine, Chulalongkorn
University (COA no. 373/2018; IRB no. 124/61) and the study pro-
tocol conforms to the ethical guidelines of the 1975 Declaration of
Helsinki.
2.2. Study population

The study recruited residents from Lopburi province in the cen-
tral part of Thailand, and Phetchaburi province in the southern part
of Thailand (Fig. 1). The study aimed to screen 10% of the
population aged 65 years and over. This equated to 8,400 residents
in Lopburi province (11 districts; population � 65 years = 84,318),
and 5,900 in Phetchaburi province (8 districts; population �
65 years = 59,160) (Population statistics sourced from
http://stat.dopa.go.th/stat/statnew/upstat_age_disp.php). In each
of the districts, a random selection of villages was chosen to partic-
ipate, ensuring a representation of rural and urban areas. Residents
in these villages were eligible to be screened if they were
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aged � 65 years and were able to provide informed consent. There
were no other exclusion criteria.

2.3. Screening intervention

2.3.1. Phase 1: Screening staff selection and training
The screening phase of the study was performed by local pri-

mary care nurses and village health volunteers in the provinces.
Village health volunteers are part of the primary health care sys-
tem in Thailand: they are selected by the villagers and trained by
the Ministry of Public Health. Village health volunteers provide
basic health services such as first aid, blood pressure monitoring,
health consultations, liaison between villagers and the formal
health sector, health promotion and sometimes transportation to
the hospital. In the rural area, the ratio of village health volunteers
is one per 8–15 households.

In collaboration with the study team, the Nurse Manager at the
governmental hospital in each province identified suitable primary
care nurses and Village health volunteers across the districts to
participate in the screening intervention. These primary care
nurses and Village health volunteers (185 from Lopburi and 202
from Phetchaburi) were invited to attend a 1-day training on AF
screening and the study protocol. Training sessions were delivered
by the research doctors and nursing staff and consisted of educa-
tion on AF, associated stroke risk, the study protocol and data col-
lection requirements (supplement 1); and practical sessions on
screening for AF using both manual pulse palpation and an auto-
matic oscillometric blood pressure monitor with AF detection algo-
rithm (Microlife A200 AFib). Practical sessions were run in small
groups (~10 people) to ensure each person was proficient in the
assessment techniques.

2.3.2. Phase 2: Screening
Screening was performed over a two-month period in each pro-

vince. The primary care nurses and village health volunteers
offered screening to all eligible residents from their case load over
the two-month study period. Written informed consent was
obtained from those recruited to the study. Screening was per-
formed in the participant’s home in combination with a routine
health visit or as a specific screening visit. Socio-demographic data
was collected including age, gender, past medical history, comor-
bidities, body mass index, alcohol intake, smoking status, physical
activity level, and activities of daily living (i.e. Barthel Index) (sup-
plement 1).

Following collection of demographic data, the radial pulse was
palpated for 1-minute and results were recorded as ‘normal’, ‘min-
imally irregular’ or ‘irregular’. Blood pressure measurements and
AF detection were then performed using the Microlife A200 AFib.
The Microlife A200 AFib takes three sequential measurements
and assesses pulse irregularity. The ‘Afib’ icon flashes on the screen
if at least two of the three readings indicate AF, with reported 97–
100% sensitivity and 89% specificity for AF detection [13,14]. All
participants with possible AF detected by the Microlife A200 AFib
were given an appointment day to attend the designated study
follow-up clinic for further testing. They were also given advice
about AF and stroke risk and the importance of attending the
follow-up review.

2.3.3. Phase 3: Follow-up assessment
The study follow-up clinic was located at Ananda Mahidol

Hospital, Lopburi Province and Phrachomklao Hospital, Phetch-
aburi Province. They occurred on three specified dates in each pro-
vince after completion of the screening phase. Thus, participants
with AF attended the clinic 1–3 months after their initial screen.
The clinic was run by a multi-disciplinary team consisting of neu-
rologists, nurses, and medical assistance from Chulalongkorn com-
3

prehensive stroke center together with cardiologists, internists,
and nurses from Ananda Mahidol Hospital and Phrachomklao
Hospital with the support of Foundation for Good Governance on
Medicine. The follow-up review included a 12-lead ECG, echocar-
diogram, blood tests (including cholesterol and blood sugar), phys-
ical examination including cardiac auscultation, assessment of
current medication including OAC, assessment of stroke risk
(CHA2DS2-VASc score [11]) and bleeding risk (HAS-BLED Score
[11]), and determination of eligibility for OAC therapy. Participants
with AF confirmed on the 12-lead ECG were referred to the hospital
specialist physician (internist or cardiologist) for further review
and treatment. These participants were provided with a compre-
hensive letter outlining their test results and summarizing their
stroke and bleeding risk and OAC eligibility.
2.4. Outcomes

The primary outcome was the prevalence of AF (i.e. both new
and known AF), with stratification according to age-group. Second-
ary outcomes were: a) The thrombo-embolic profile of those iden-
tified with AF: i.e. stroke risk calculated using CHA2DS2-VASc score,
and bleeding risk calculated using HAS-BLED Score [11]; b) Com-
parison of AF incidence between Lopburi province and Phetchaburi
province; and c) Accuracy of pulse palpation to detect AF in rural
community in Thailand, compared to the Microlife A200 AFib.
2.5. Statistical analysis

Data were collected and analyzed by the Statistical Package for
Social Sciences software (IBM� SPSS� Statistics version 25). Con-
tinuous variables are presented as mean ± standard deviation
(SD), and categorical variables as numbers and percentages. Preva-
lence of AF is presented as cases per 100 person-years with accom-
panying binomial 95% CI calculated using Clopper–Pearson
methodology. Comparisons between groups were assessed using
analysis of variance (ANOVA) for continuous data and Chi-square
tests for categorical data.
3. Results

Over a two-month period in each province, 9.7%
(13,864/143,478) of the population aged � 65 years were recruited
and screened: 7,957 in Lopburi province and 5,907 in Phetchaburi
province (Fig. 2). The mean age of participants was 73.2 + 6.4 years
and 32.4% were male (table 1). The main comorbidity was hyper-
tension (65%) (table 1), with a measured systolic blood
pressure > 130 mmHg in more than half the participants,
and > 140 mmHg in a third of all participants (supplement 2).
Additionally, dyslipidemia (49%) and diabetes mellitus (26%) were
prevalent in the sample.

Participant characteristics differed slightly between the two
provinces (supplement 3). Participants from Phetchaburi, com-
pared to Lopburi, were slightly older and had statistically higher
rates of hypertension (70% vs 61%), as well as diabetes (28% vs
25%), and dyslipidemia (53% vs 46%) (supplement 3). In Lopburi,
compared to Phetchaburi, there were higher number of male par-
ticipants (34% vs 30%); and significantly higher rates of heart dis-
ease (6.0% vs 4.8%), family history of stroke (9.6% vs 7.6%), and
more participants regularly drank alcohol (26.5% vs 18.8%) (supple-
ment 3).



Fig. 2. Study flow.

Table 1
Characteristics of participants (n = 13,864).

Total (n = 13,864) n (%) AF * (n = 393) n (%) No AF (n = 13,471) n (%) P-value

Age, years (mean ± SD) 73.2 ± 6.4 75.44 ± 6.75 73.12 ± 6.42 <0.001
65–69 4,989 (36) 94 (24) 4,895 (36)
70–74 3,628 (26) 93 (24) 3,535 (26)
75–79 2,726 (20) 94 (24) 2,632 (20)
80–84 1,665 (12) 69 (18) 1,596 (12)
� 85 856 (6) 43 (11) 813 (6)
Male 4,498 (32) 157 (40) 4,341 (32) 0.001
Hypertension 8,950 (65) 257 (65) 8,693 (65) 0.724
Diabetes mellitus 3,632 (26) 91 (23) 3,541 (26) 0.164
Dyslipidemia 6,801 (49) 183 (47) 6,618 (49) 0.316
History of heart disease 760 (6) 77 (20) 683 (5) <0.001
History of stroke 474 (3) 15 (4) 459 (3) 0.660
Family history of stroke 1,214 (9) 34 (9) 1,180 (9) 0.940
Smoker, current 3,047 (22) 108 (28) 2,939 (22) 0.940
Alcohol intake 3,220 (23) 99 (25) 3,121 (23) 0.349
Exercise, >3 days/week 4,724 (35) 115(29) 4,609 (34) 0.041
QOL, Barthel index � 60 12,887 (94) 360 (92) 12,527 (94) 0.081
BMI, kg/m2 (mean ± SD) 23.6 ± 4.2 23.45 ± 4.3 23.7 ± 4.2 0.370
SBP, mmHg (mean ± SD) 133.5 ± 18.6 134.2 ± 20.6 133.5 ± 18.5 0.459
DBP, mmHg (mean ± SD) 73.1 ± 10.5 75 ± 12.1 73 ± 10.5 <0.001
Resting heart rate, bpm (mean ± SD) 77.3 ± 12.5 78. ± 4.0 77.3 ± 12.5 0.094

AF = atrial fibrillation; * = detected during screening using the Microlife A200 AFib; SD = standard deviation; QOL = quality of life (Barthel index score interpretation: 0–20
‘‘total” dependency, 21–60 ‘‘severe” dependency, 61–90 ‘‘moderate” dependency, and 91–99 ‘‘slight” dependency); BMI = body mass index; SBP = systolic blood pressure;
DBP = diastolic blood pressure.
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3.1. Prevalence of AF

3.1.1. Microlife A200 AFib
AF was detected in 393/13,864 participants using the Microlife

A200 AFib, equating to a prevalence of 2.8% (95% CI, 2.6 – 3.1%) of
the population screened, aged � 65 years. Prevalence of AF signif-
icantly increased with age from 1.9% for age 65–69 years to 5.0%
for age 85 years and older (p < 0.001) (Fig. 3). A similar prevalence
was identified in Phetchaburi province (2.94%; 95% CI, 2.53 –
3.41%) and Lopburi province (2.75%; 95% CI, 2.40 – 3.14%) (supple-
ment 3).

3.1.2. Pulse palpation
Manual radial pulse palpation, by the village health volunteers,

detected an irregular pulse in 98 of the 393 cases detected by the
Microlife A200 AFib. An irregular pulse was also noted in 15 cases
where no AF was detected on the Microlife A200 AFib. The sensitiv-
ity of pulse palpation was 24.9% (95% CI, 20.7 – 29.5%), specificity
99.9% (95% CI, 99.8 – 99.9), positive predictive value 86.7% (95% CI,
79.3 – 91.8%), and negative predictive value 97.9% (95% CI, 97.7 –
98.0%).

3.1.3. AF follow-up clinic
Of the 393 participants with suspected AF, only 226 (58%)

attended the follow-up clinic appointment, which occurred 1–
3 months after the participants’ initial screen (Fig. 2). The 12-
lead ECG results confirmed 75/226 (33%) were in AF at the time
of the clinic visit, and these 75 participants were referred onwards
to a hospital specialist physician for review and management.

Additionally, 12/226 (5.3%) were identified with valvular heart
disease on the echocardiogram, of whom 4/12 were treated with
OAC. People with AF on the 12-lead ECG, compared to those with-
out AF on the 12-lead ECG, were statistically more likely to have
valvular heart disease (13.3% vs. 1.3%; p < 0.001), past history of
stroke (11% vs. 4%; p < 0.05), male gender (53% vs. 33%;
p = 0.003), and a higher resting heart rate (85 bpm vs. 75 bpm;
p < 0.001) (supplement 4).

3.2. Thromboembolic risk profile of people with AF

Stroke and bleeding risk were assessed on all 226 participants
attending the follow-up clinic review. The mean CHA2DS2-VASc
score of participants was 3.2 ± 1.2, and HAS-BLED score was
1.6 ± 0.8 (supplement 4 and supplement 5). In total, 195/226
(86.3%) had a Class-1 recommendation for OAC therapy (i.e. CHA2-
DS2-VASc score � 2 males and � 3 females); and 9/195 (4.6%) were
already taking OAC (supplement 4).

For the participants who were in AF on the 12-lead ECG (n = 75),
the mean CHA2DS2-VASc score was 3.3 ± 1.4, and the mean HAS-
BLED score 1.7 ± 0.9; slightly higher, but not significantly different
Fig. 3. Atrial fibrillation prevalence by age and sex.
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from those not in AF on the 12-lead ECG (supplement 4). Of these,
68/75 (91%) had a Class-1 recommendation for OAC therapy, and
8/68 (12%) were already taking OAC (supplement 4).
4. Discussion

This study demonstrates the successful use of a novel
community-based AF screening strategy in Thailand. Almost
14,000 people were screened within only 2-months by village
healthcare volunteers and local primary care nurses, equating to
10% of the registered population aged � 65 years in those regions.
The estimated prevalence of AF detected by the Microlife A200
AFib blood pressure device was 2.8%; and the majority (86%) of
people with suspected AF had sufficiently high stroke risk score
to recommend OAC therapy. Formal follow-up with 12-lead ECG
occurred between 1 and 3 months later, at which time only 1/3
of the suspected AF cases were AF-positive on the 12-lead ECG,
suggesting some cases may have been paroxysmal AF or false
positives.

Our study identified a slightly higher AF prevalence (2.8%) than
two earlier studies of community residents in Thailand which both
screened ~ 1,000 residents each using 12-lead ECG. One of these
studies identified an AF prevalence of 2.2%, however their partici-
pants were much younger than our sample, with a mean age of
69 years, and 56% of the sample aged only 60–69 years old [10].
The other study identified 1.9% prevalence, however their partici-
pants had substantially less comorbidities than our participants:
including hypertension (48% vs 65%), diabetes (11% vs 26%); heart
disease (2% vs 6%), and prior stroke (1% vs 3%) [9]. These sample
differences may partially explain the higher prevalence noted in
our study. In addition, hypertension is the most common risk fac-
tor for AF in Asian people, and diabetes is highly associated with AF
[17]. If AF screening is focused on patients with hypertension in
Thailand, a significantly higher prevalence of 3.46% is identified,
despite the younger mean age of 63 years [18]. Therefore, it could
also be argued that the high rate of hypertension (65%) in our sam-
ple may have also contributed to the higher AF prevalence identi-
fied in our study.

In Thailand, measurement of hypertension is a standard proce-
dure performed by Village healthcare volunteers and primary care
nurses during each home visit. Therefore, if health workers were
supplied with an automatic oscillometric blood pressure monitor
with an AF detection algorithm, a regular screen for AF could occur
on all residents without increasing the health worker’s workload.
Our study results indicate that using a blood pressure device for
AF screening is more accurate than pulse palpation, when per-
formed by a non-medical professional. Past research has shown
that pulse palpation has a sensitivity of 92% (95% CI 85–96%) and
specificity of 82% (95% CI 76 – 88%) to detect AF when performed
by experienced qualified medical professionals [19]. However,
the lower sensitivity of 24.9% (95% CI, 20.7 – 29.5%) noted in our
study is almost identical to the sensitivity of 25% (95% CI 20 –
30%) noted in studies where non-medical professionals (i.e.
patients) took their own pulse [20].

Although blood pressure devices have higher sensitivity and
specificity for detecting AF, they do not provide sufficient informa-
tion to confirm a diagnosis, and some false positives may be the
result of pulse irregularity caused by ectopic beats. Therefore, it
would be imperative to have an established pathway for all people
with suspected AF to have a single- or 12-lead ECG within a few
days, to obtain a timely confirmation of diagnosis, capture paroxys-
mal AF episodes, and enable early instigation of treatment. Because
a timely 12-lead ECG recording may not be feasible for many in the
community, recording of a single-lead ECG rhythm strip by the
health worker at the time of BP recordings [21] could be a viable
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alternative, as this can provide sufficient diagnostic information
due to the ability to review the presence of p-waves and identify
ectopic beats causing pulse irregularity. The 2020 ESC Guidelines
advise that a single- or 12-lead ECG is required if screening is
undertaken using pulse palpation or devices reliant on pho-
tophlesmography, and that a 30-second single-lead ECG is suffi-
cient to provide a definitive AF diagnosis [22].

Recently, the SMART-India study showed the feasibility and
acceptability of village health workers in rural villages screening
using a handheld single-lead ECG device [23]. In this study,
residents � 65 years from 50 rural villages received three screens
over a five-day period, with 2,074 people screened over 12-
months, finding a prevalence of 3.2% [23]. Screening multiple times
took more time than a single screen, but identified higher rates of
AF as only two-thirds of the AF cases were identified on the first
screen [23]. It is therefore possible that future screening models
in Thailand could consider using volunteer healthcare workers to
screen all residents with the blood pressure machine with the AF
algorithm, and then use a handheld ECG to collect a rhythm strip
on all suspected AF cases. This strategy would also facilitate a
timely specialist over-read of the ECG diagnosis. Further pilot stud-
ies would be required to determine if this is a feasible strategy to
implement within Thailand. Furthermore, to be successful in
reducing stroke risk, any future screening program would require
a streamlined pathway to appropriate medical review, appropriate
OAC treatment and ongoing management, which might again be
facilitated by a timely ECG diagnosis.

Stroke prevention relies on patients receiving and taking ongo-
ing guideline-based OAC treatment [11]. If Asian patients with AF
and a class-1 OAC recommendation are undertreated, their ischae-
mic stroke risk is increased significantly (Hazard ratio 1.9) [24]. In
general, OAC prescription rates are much lower in Asian countries
compared to Western countries [17], with reported rates of 30% in
Singapore [25], and only 4–28% in China in non-tertiary hospitals
[26]. In a hospital setting, OAC treatment rates in Thailand
are ~ 68% [24], however community rates are often significantly
lower than this, so there is still much room for improvement. Often
OAC is not prescribed in Asian patients due to fear of bleeding,
however it has been recently shown that less intracranial bleeding
is noted when using non-vitamin K antagonist OACs (NOAC) com-
pared to warfarin in Asian patients [27]. The cost and availability of
NOACs in low- and middle-income countries is a prohibitive factor
to prescription compliance worldwide [28]. In Thailand, NOAC use
remains limited (<10%) due to the high medication cost, with the
majority of patients prescribed warfarin [29]. Compliance with
warfarin follow up and INR testing is sub-optimal, leading to poor
INR control and thus ineffective stroke prevention [29,30]. There-
fore, this is also a need for research into better management of
stroke prevention strategies for those identified with AF in
Thailand.

4.1. Strengths and limitations

The main strength of this study was the successful screening
strategy which was able to screen 10% of the targeted population
in only 2 months. Our study screened almost 14,000 people, which
is the largest number screened in Thailand to date. This is a
promising screening strategy which could enable widespread
screening to be performed throughout Thailand in a limited
resource setting.

However, the prevalence of AF identified from the Microlife
A200 AFib in our study is an estimate. We are not able to calculate
the sensitivity and specificity of the device as an ECG rhythm strip
was not taken at the same time as the index test. Previous studies
of the Microlife A200 AFib accuracy were conducted in Western
countries, so we cannot assume these results are necessarily valid
6

in a Thai population. It is likely that the initial screen may have
identified some false positives. It is also likely that some cases of
paroxysmal AF will not have been detected during the single
screen.

Additionally, there was up to three-months delay between the
incident screening test and the follow-up 12-lead ECG which con-
firmed AF in 75/226 (33%) participants. This suggests some people
with paroxysmal AF may not have been in AF at the time of the 12-
lead ECG recorded some months later. It is not possible to deter-
mine the proportion with paroxysmal AF in this study, and the rate
in Thailand is not described in the literature. However, European
studies report that up to 40% of known AF cases are classified as
paroxysmal AF [31], and there are many additional cases of
unknown asymptomatic AF that are only identified with repeated
screening [32].

Although no participants withdrew from the study, only 58%
attended the follow-up appointment. The follow-up clinic was cen-
trally located, and thus some participants were required to travel
3–4 h to attend the clinic and travel issues precluded attendance
in many cases. Furthermore, as the clinic follow-up was a half-
day appointment (in addition to travel), this was a barrier to atten-
dance for a number of participants. Therefore, if a definitive ECG
test for AF could be performed locally in the village shortly after
the screening test, the number receiving the definitive test would
be higher and the accuracy of detecting AF would improve. These
factors should be considered in the logistical planning of any future
studies.
5. Conclusions

An estimated AF prevalence of 2.8% was identified through
trained volunteer health workers and primary care nurses screen-
ing with a blood pressure monitor with an AF algorithm during
home visits. This study demonstrates the feasibility of large-scale
screening for AF in Thailand. This strategy can screen very large
numbers of people in a very short time-period. Further investiga-
tion of this strategy is warranted, however future strategies need
to ensure a mechanism to obtain a timely 12-lead ECG, or 30 s
rhythm strip, and a clear pathway to treatment for those identified
with AF.
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