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Skip to main content Renew your Professional Membership before the June 30, 2025 deadline. Renew Today! Get the support you need by connecting online with others who are living with AFib. MyAFibExperience® is a place where people can share their real stories and make a real difference in people’s lives. Join My AFib Experience today Figure
1.. Temporal Trends in Counts and... Figure 1.. Temporal Trends in Counts and Age-Standardized Rates of AF-Prevalent Cases by Social Demographic... Figure 1.. Temporal Trends in Counts and Age-Standardized Rates of AF-Prevalent Cases by Social Demographic Index Quintile for Both Sexes Combined, 1990-2017. Trends in counts of AF-prevalent
cases by SDI quintile, 1990-2017. SDI was made up of the geometric mean of 3 common indicators: the lag distributed income per capita, mean educational achievement for those aged =15 y, and total fertility rate Figure 2.. Prevalence of AF Among Medicare... Figure 2.. Prevalence of AF Among Medicare Beneficiaries, 1993-2007. (A) In the overall
cohort, (B)... Figure 2.. Prevalence of AF Among Medicare Beneficiaries, 1993-2007. (A) In the overall cohort, (B) by age group, (C) by sex, and (D) by race. The dashed lines in panel A represent 95% CIs. Reproduced with permission from Piccini et al. Copyright 2012 American Heart Association, Inc. AF indicates atrial fibrillation. Figure 3.. Age-
Standardized Global Prevalence Rates of... Figure 3.. Age-Standardized Global Prevalence Rates of AF and Atrial Flutter per 100 000, Both... Figure 3.. Age-Standardized Global Prevalence Rates of AF and Atrial Flutter per 100 000, Both Sexes, 2020. During each annual GBD Study cycle, population health estimates are produced for the full-time
series. Improvements in statistical and geospatial modeling methods and the addition of new data sources may lead to changes in past results across GBD Study cycles. Modified with permission from Tsao et al. Copyright 2023 American Heart Association, Inc. Source: Institute for Health Metrics Evaluation. Used with permission. All rights reserved.
AF indicates atrial fibrillation; and GBD, Global Burden of Disease. Figure 4.. AF Stages: Evolution of Atrial... Figure 4.. AF Stages: Evolution of Atrial Arrhythmia Progression. *Heart failure, valve disease, coronary artery... Figure 4.. AF Stages: Evolution of Atrial Arrhythmia Progression. *Heart failure, valve disease, coronary artery disease,
hypertrophic cardiomyopathy, neuromuscular disorders, thyroid disease. Original figure created by the 2023 Atrial Fibrillation Guideline Writing Committee. AF indicates atrial fibrillation. Figure 5.. Pillars for AF Management. Figure 5.. Pillars for AF Management. AF indicates atrial fibrillation. Figure 5.. Pillars for AF Management. AF indicates
atrial fibrillation. Figure 6.. Types of Atrial Flutter and... Figure 6.. Types of Atrial Flutter and Macroreentrant Atrial Tachycardia. The typical, reverse typical, and... Figure 6.. Types of Atrial Flutter and Macroreentrant Atrial Tachycardia. The typical, reverse typical, and the lower-loop flutter all have the low right atrial isthmus incorporated in the
flutter circuit. Other macroreentrant flutters include scar-mediated reentrant tachycardia and left mitral isthmus flutter. Modified with permission from Wellens et al. Copyright 2002 American Heart Association, Inc. Fl indicates flutter; LA, left atrium; and MRT, macroreentrent. Figure 7.. Mechanisms and Pathways Leading to... Figure 7..
Mechanisms and Pathways Leading to AF. The pathways that contribute to the development... Figure 7.. Mechanisms and Pathways Leading to AF. The pathways that contribute to the development of AF create a substrate for reentry and provide triggers that can initiate arrhythmic activity. AF indicates atrial fibrillation; PAC, premature atrial
contraction; NLRP3, NOD-, LRR- and pyrin domain-containing protein 3; and RAAS, renin-angiotensin-aldosterone system. Figure 8.. Contemporary Summary of the Role... Figure 8.. Contemporary Summary of the Role of the ANS in AF. Figure 8.. Contemporary Summary of the Role of the ANS in AF. Original figure created by the 2023 Atrial
Fibrillation Guideline Writing Committee. AF indicates atrial fibrillation; ANS, autonomic nervous system; HRV, heart rate variability; and LA, left atrium. Figure 9.. Rates of Stroke by Stroke... Figure 9.. Rates of Stroke by Stroke Risk Score Levels in Different Cohorts. Figure 9.. Rates of Stroke by Stroke Risk Score Levels in Different Cohorts. Overall
stroke rate in atrial fibrillation cohorts in order of descending stroke rate (events per 100 person-years). Reproduced with permission from Quinn et al. Copyright 2017 American Heart Association, Inc. Figure 10.. Antithrombotic Options in Patients With... Figure 10.. Antithrombotic Options in Patients With AF. Colors correspond to Table 2. AF
indicates... Figure 10.. Antithrombotic Options in Patients With AF. Colors correspond to Table 2. AF indicates atrial fibrillation; and DOAC, direct oral anticoagulant. Figure 11.. DOAC Laboratory Monitoring. Figure 11.. DOAC Laboratory Monitoring. *HAS-BLED scoring (low risk=score 0, moderate risk=score 1-2, high risk=score... Figure 11..
DOAC Laboratory Monitoring. *HAS-BLED scoring (low risk=score 0, moderate risk=score 1-2, high risk=score =3): uncontrolled hypertension (systolic blood pressure >160 mm Hg)=1 point; abnormal renal (serum creatinine >2.26 mg/dL, dialysis, or kidney transplant) or hepatic function (bilirubin >2 times upper limit normal, alanine
aminotransferase/aspartate aminotransferase/alkaline phosphatase >3 times upper limit normal, or cirrhosis)=1 or 2 points; stroke (hemorrhagic or ischemic)=1 point; bleeding history or predisposition=1 point; labile INR (time in therapeutic range 3 mg/mL=3 points); albumin (>3.5 mg/mL=1 point, 2.8-3.5 mg/mL=2 points, 2.2=3 points). Original
figure created by the 2023 Atrial Fibrillation Guideline Writing Committee. CrCL indicates creatinine clearance based on actual body weight; DOAC, direct oral anticoagulant; and INR, international normalized ratio. Figure 12.. Consideration of Oral Anticoagulation for... Figure 12.. Consideration of Oral Anticoagulation for Device-Detected AHRESs
According to Patient Stroke Risk by... Figure 12.. Consideration of Oral Anticoagulation for Device-Detected AHREs According to Patient Stroke Risk by CHA2DS2-VASc Score and Episode Duration. A potential approach to patients with SCAF could consider both patient risk (as gauged by the CHA2DS2-VASc score) and SCAF burden/duration. Circle
A indicates patients at low risk or with short and infrequent AHRESs do not require anticoagulation; Circle B, patients with intermediate risk and AHRESs lasting >6 min to 24 h are an uncertain population but are currently under study in 2 prospective randomized controlled trials; and Circle C, patients at high risk with longer episodes could be
considered reasonable candidates for anticoagulation, although the precise threshold for SCAF duration remains uncertain. Reproduced with permission from Noseworthy et al. Copyright 2019 American Heart Association, Inc. Modified from Freedman et al. Copyright 2017 Springer Nature Limited. AF indicates atrial fibrillation; AHRE, atrial high-
rate episode; ARTESiA, Apixaban for the Reduction of Thrombo-Embolism in Patients With Device-Detected Subclinical Atrial Fibrillation trial; COMMANDER HF, A Study to Assess the Effectiveness and Safety of Rivaroxaban in Reducing the Risk of Death, Myocardial Infarction, or Stroke in Participants With Heart Failure and Coronary Artery
Disease Following an Episode of Decompensated Heart Failure; COMPASS, Cardiovascular Outcomes for People Using Anticoagulation Strategies; ECG, electrocardiogram; NOAH, Non-Vitamin K Antagonist Oral Anticoagulants in Patients With Atrial High Rate Episodes Trial; OAC, oral anticoagulation; and SCAF, subclinical atrial fibrillation. Female
sex is treated as a modifier in the computation of the CHA2DS2-VASc score. Figure 13.. Active Bleeding Associated With Oral... Figure 13.. Active Bleeding Associated With Oral Anticoagulant. Colors correspond to Table 2. PCC indicates... Figure 13.. Active Bleeding Associated With Oral Anticoagulant. Colors correspond to Table 2. PCC indicates
prothrombin complex concentrate. Figure 14.. Forms of ICH, Classified by... Figure 14.. Forms of ICH, Classified by Mechanism. ICH indicates intracranial hemorrhage. Figure 14.. Forms of ICH, Classified by Mechanism. ICH indicates intracranial hemorrhage. Figure 15.. Flowchart: Management of Periprocedural Anticoagulation... Figure 15..
Flowchart: Management of Periprocedural Anticoagulation in Patients With AF. Colors correspond to Table... Figure 15.. Flowchart: Management of Periprocedural Anticoagulation in Patients With AF. Colors correspond to Table 2. AF indicates atrial fibrillation; CHA2DS2-VASc, congestive heart failure, hypertension, age =75 y (doubled), diabetes
mellitus, prior stroke or transient ischemic attack or thromboembolism (doubled), vascular disease, age 65 to 74 y, sex category; DOAC, direct oral anticoagulant; ICD, implantable cardioverter-defibrillator; TE, thromboembolism; and TIA, transient ischemic attack. Figure 16.. Anticoagulation for Typical (CTI-Dependent) AFL Figure 16..
Anticoagulation for Typical (CTI-Dependent) AFL *Intraprocedural documentation of bidirectional block. tFor example, left... Figure 16.. Anticoagulation for Typical (CTI-Dependent) AFL *Intraprocedural documentation of bidirectional block. tFor example, left atrial enlargement, inducible AF, COPD, concomitant heart failure. Colors correspond to
Table 2. AF indicates atrial fibrillation; AFL, atrial flutter; COPD, chronic obstructive pulmonary disease; and CTI, cavotricuspid isthmus. Figure 17.. Acute Rate Control in AF... Figure 17.. Acute Rate Control in AF With RVR. * Contraindicated in patients with moderate-severe... Figure 17.. Acute Rate Control in AF With RVR. *Contraindicated in
patients with moderate-severe LV dysfunction regardless of decompensated HF. Colors correspond to Table 2. AF indicates atrial fibrillation; AV, atrioventricular; HF, heart failure; LV, left ventricular; and RVR, rapid ventricular response. Figure 18.. AF Long-Term Rate Control. Figure 18.. AF Long-Term Rate Control. Colors correspond to Table 2.
AF indicates atrial fibrillation;... Figure 18.. AF Long-Term Rate Control. Colors correspond to Table 2. AF indicates atrial fibrillation; LVEF, left ventricular ejection fraction; and NDCC, nondihydropyridine calcium channel blocker. Figure 19.. Patient and Clinical Considerations for... Figure 19.. Patient and Clinical Considerations for Choosing
Between Rhythm Control and Rate Control. Figure 19.. Patient and Clinical Considerations for Choosing Between Rhythm Control and Rate Control. Patient and clinical considerations for deciding between rhythm- and rate-control strategies in a patient with a high burden of AF. AF indicates atrial fibrillation; AV, atrioventricular; LA, left atrium; and
LV, left ventricular. Figure 20.. Flowchart for Treatment Choices When... Figure 20.. Flowchart for Treatment Choices When Required to Decrease AF Burden. Figure 20.. Flowchart for Treatment Choices When Required to Decrease AF Burden. *Younger with few comorbidities. Colors correspond to Table 2. AF indicates atrial fibrillation. Figure 21..
Patients With Hemodynamically Stable AF... Figure 21.. Patients With Hemodynamically Stable AF Planned for Cardioversion. Colors correspond to Table 2.... Figure 21.. Patients With Hemodynamically Stable AF Planned for Cardioversion. Colors correspond to Table 2. AC indicates anticoagulation; AF, atrial fibrillation; and LAAO, left atrial
appendage occlusion. Figure 22.. Treatment Algorithm for Pharmacological Conversion... Figure 22.. Treatment Algorithm for Pharmacological Conversion of AF to Sinus Rhythm. Figure 22.. Treatment Algorithm for Pharmacological Conversion of AF to Sinus Rhythm. *In the absence of preexcitation. tFirst dose administered in a facility that can
provide continuous electrocardiographic monitoring and cardiac resuscitation because of the potential for proarrhythmia or postconversion bradycardia. £IV amiodarone requires several hours for efficacy; ibutilide is generally effective in 30 to 90 min but carries a higher risk of QT interval prolongation and torsades de pointes. §Recommend
avoidance of IV procainamide for patients initially treated with amiodarone or ibutilide to avoid excessive QT interval prolongation and torsades de pointes. Rather, procainamide may be considered for patients for whom amiodarone and ibutilide are not considered optimal as first-line drugs. Colors correspond to Table 2. AF indicates atrial fibrillation;
HFrEF, heart failure with reduced ejection fraction; IV, intravenous; LV, left ventricular; LVEF, left ventricular ejection fraction. Figure 23.. Treatment Algorithm for Drug Therapy... Figure 23.. Treatment Algorithm for Drug Therapy for Maintenance of Sinus Rhythm. Figure 23.. Treatment Algorithm for Drug Therapy for Maintenance of Sinus
Rhythm. In each box, drugs are listed in alphabetical order. Significant structural heart disease with scar or fibrosis. Colors correspond to Table 2. HFrEF indicates heart failure with reduced ejection fraction; HF, heart failure; IV, intravenous; LV, left ventricular; LVEF, left ventricular ejection fraction; MI, myocardial infarction; and NYHA FC, New
York Heart Association functional class. Figure 24.. Management of Patients With HF... Figure 24.. Management of Patients With HF and AF. Colors correspond to Table 2. AF... Figure 24.. Management of Patients With HF and AF. Colors correspond to Table 2. AF indicates atrial fibrillation; AV, atrioventricular; CMP, cardiomyopathy; CMR, cardiac
magnetic resonance; GDMT, guideline-directed medical therapy; HF, heart failure; HFpEF, heart failure with preserved ejection fraction; HFTEF, heart failure with reduced ejection fraction; IV, intravenous; LVEF, left ventricular ejection fraction; NDCC, nondihydropyridine calcium channel blocker; and NYHA, New York Heart Association. Figure 25..
Prevention of AF After Cardiac... Figure 25.. Prevention of AF After Cardiac Surgery. Colors correspond to Table 2. AF indicates... Figure 25.. Prevention of AF After Cardiac Surgery. Colors correspond to Table 2. AF indicates atrial fibrillation; and CABG, coronary artery bypass graft. Figure 26.. Treatment of AF After Cardiac... Figure 26.. Treatment
of AF After Cardiac Surgery. Colors correspond to Table 2. AF indicates... Figure 26.. Treatment of AF After Cardiac Surgery. Colors correspond to Table 2. AF indicates atrial fibrillation; and HR, heart rate. Figure 27.. Unadjusted Cumulative Risk of AF... Figure 27.. Unadjusted Cumulative Risk of AF Recurrence. Unadjusted curves displaying
cumulative risk of recurrent... Figure 27.. Unadjusted Cumulative Risk of AF Recurrence. Unadjusted curves displaying cumulative risk of recurrent AF, generated using Kaplan-Meier method. (A) Overall risk of recurrent AF among individuals with and without acute precipitants. (B) Overall risk of recurrent AF among individuals with infection,
cardiac surgery, and noncardiothoracic surgery compared with no precipitant. These 3 precipitants were selected for display because the risk of recurrent AF was significantly lower compared with the referent group without precipitants in multivariable adjusted models. Individuals with other AF precipitants were excluded from this plot for clarity.
Reproduced with permission from Wang et al. Copyright 2020 American Heart Association, Inc. AF indicates atrial fibrillation; and CT, cardiothoracic. Figure 28.. Acute Medical or Surgical Illness. Figure 28.. Acute Medical or Surgical Illness. Adapted with permission from Chyou et al. Copyright... Figure 28.. Acute Medical or Surgical Illness.
Adapted with permission from Chyou et al. Copyright 2023 American Heart Association, Inc. AF indicates atrial fibrillation. Skip to main content Customer Service 1-800-AHA-USA-1 1-800-242-8721 Hours Monday - Friday: 7 a.m. - 7 p.m. CT Saturday: 9 a.m. - 5 p.m. CT Closed on Sundays Tax Identification Number 13-5613797 The newest clinical
guideline released by the ACC and the American Heart Association (AHA) provides new and updated recommendations for preventing and optimally managing atrial fibrillation (AFib). The 2023 ACC/AHA/ACCP/HRS Guideline for the Diagnosis and Management of Atrial Fibrillation updates two separate guidelines from 2014 and 2019, respectively,
and includes new recommendations addressing AFib and thromboembolic risk assessment, anticoagulation, left atrial appendage occlusion, AFib catheter or surgical ablation, as well as risk factor modification and prevention. Among the highlights, are a stronger, more prescriptive focus on healthy lifestyle habits to prevent or lessen the burden of
AFib across the disease continuum, including weight loss, physical activity, smoking cessation, alcohol moderation, hypertension and other comorbidities. Use of clinical care pathways, such as nurse-led AFib clinics, is also reasonable, according to the guideline, when it comes to "promoting comprehensive, team-based care and to enhance adherence
to evidence-based therapies for AFib and associated conditions." The guideline also sets forth a new way to classify AFib, using stages that reinforce the continuum of the disease and underscore the need to use a variety of strategies, including prevention, lifestyle and risk factor modification, screening, and therapy. Previously, AFib was primarily
classified based only on arrhythmia duration, which, although useful, tended to emphasize specific therapeutic interventions as opposed to a more holistic and multidisciplinary management approach, according to the authors. Early and more aggressive rhythm control in general is also addressed, along with upgraded recommendations for catheter
ablation as first-line therapy to prevent disease progression in select patients, including those with heart failure with reduced ejection fraction. The updated recommendation is the result of recent randomized studies that have demonstrated the superiority of catheter ablation over drug therapy for rhythm control. Flexibility in using clinical risk
scores and expanding beyond CHA2DS2-VASc for prediction of stroke and systemic embolism are also a focus of the new guideline, as is consideration of stroke risk modifiers that may inform shared decision-making conversations between patients and clinicians. Updated guidance on the management of heart rate and rhythm medications, use of
anticoagulants, and when to temporarily pause or stop these therapies is also a focus of the new guideline. Additionally, left atrial appendage occlusion devices receive higher level Class of Recommendation, based on new data showing safety and efficacy. "The new guideline reinforces the urgent need to approach AFib as a complex cardiovascular
condition that requires disease prevention, risk factor modification, as well as optimizing therapies and patients' access to care and ongoing, long-term management," says Jose Joglar, MD, FACC, chair of the writing committee. "This is a complex disease. It's not just an isolated disorder of the heart's rhythm, and we now know that the longer someone
is in AFib, the harder it is to get them back to normal sinus rhythm." Clinical Topics: Arrhythmias and Clinical EP, Atrial Fibrillation/Supraventricular Arrhythmias Keywords: Atrial Fibrillation, Guideline, Guidelines as Topic



