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Overview
Atrial fibrillation (AF), the most common cardiac 
arrhythmia, is associated with significant morbidity 
and mortality. However, the impact of AF varies 
substantially based on race, ethnicity, sex, and social 
determinants of health such as income, education, 
and access to care. Symptom burden, quality of life, 
and clinical outcomes are documented to be worse 
in women and among Black and Hispanic patients, 
as well as other underrepresented racial and ethnic 
groups (UREGs). 

Numerous studies have highlighted gaps in care 
that negatively impact women and individuals 
in UREGs. Patients in these groups are often not 
receiving standard-of-care treatments and guideline-
recommended management proven to enhance both 
clinical outcomes and quality of life. 

These findings indicate a critical need to address 
disparities (i.e., differences in health status between 
groups) and inequities (i.e., disparities that are related 
to social, economic, environmental, or healthcare 
access differences) in the care of patients with AF. Our 
task force has convened to identify priority areas for 
intervention, devise strategies to address disparities 
and inequities in AF care for affected populations, and 
drive change through action. By highlighting key issues 
and urgent needs, we are calling for specific actions 
to improve care for all patients, particularly those not 
receiving optimal care. 

This report highlights critical divides in care and 
opportunities to improve health equity in AF 
management. Concerted efforts are needed to 
address inequities in managing AF, so all patients 
have the opportunity to receive optimal care 
regardless of sex, gender, race, and ethnicity.

We recommend a targeted, multifaceted strategy 
that addresses multiple levels of healthcare delivery, 
including the need to:

• Promote awareness and encourage 
adoption of new clinical practice guidelines 
to address health inequities and barriers  
to AF management

• Target healthcare providers through 
educational outreach to improve awareness 
and knowledge of AF care disparities  
and inequities

• Promote racial, ethnic, and gender  
diversity in the healthcare workforce

• Facilitate implementation of training on 
implicit bias and cultural competency

• Adopt advanced patient care strategies 
(e.g., AF centers of excellence) to support 
underserved communities

• Support ongoing efforts to ensure clinical 
trials include a broad and representative 
range of patients by race, ethnicity, 
and gender

• Support research on drivers and 
determinants that lead to disparities and 
inequities in AF management

• Enhance shared decision-making and 
patient engagement for patients with AF
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Disease Impact and Outcomes
Approximately 7 million Americans are living with 
atrial fibrillation (AF).1 These individuals are at a 5-fold 
increased risk for ischemic stroke and are also more 
susceptible to other morbid conditions, such as heart 
failure and dementia.2 Each year in the United States, 
AF accounts for nearly 500,000 hospitalizations and  
is implicated in more than 150,000 deaths.3,4 

Although most common in men and individuals  
of White, European descent, AF is nevertheless  
the most prevalent sustained arrhythmia for both  
men and women in all racial and ethnic groups.5,6  
The estimated lifetime risk of AF in White patients  
is 1 in 3; the lifetime risk in women is 1 in 4  
and 1 in 5 for Black populations.2,7 Paradoxically, 
it has been reported that Black individuals have a 
lower rate of AF compared with White individuals 
despite a higher prevalence of cardiovascular 
risk factors.8

There is also increasing evidence that the impact  
of AF is more pronounced for female, Black, and 
Hispanic patients regarding adverse outcomes, 
including mortality.6,7,9-14 

Women and patients in racial and ethnic 
minoritized groups have longer-lasting and 
more frequent symptomatic episodes of AF, 
and worse quality of life.10,15 

Furthermore, patients in these groups may struggle 
with managing AF, especially when lacking social or 
community support.15-18

While Black and Hispanic individuals have a lower 
incidence of AF than White individuals, Black 
and Hispanic individuals with AF have a higher 
burden of comorbidities, including hypertension, 
cardiomyopathy, and diabetes, and a higher risk 
of adverse outcomes, such as stroke, heart failure, 
coronary heart disease (CHD), and death.12,13,19  

Women have a higher risk for adverse outcomes 
associated with the disease,9,11 which includes a  
higher incidence of stroke (increased by a factor of  
5.7, versus just 4.0 in men), heart failure (increased 
by a factor of 11.0, versus 3.0 in men), and death 
(increased by a factor of 3.5, versus 2.4 for men).6

Disparities and Inequities  
in AF Diagnosis and Care
Undiagnosed AF is a concern across all patient groups, 
given that the condition is frequently asymptomatic 
and thus may not be recognized until after the 
development of stroke or other complications.20 
However, it has been estimated that undiagnosed AF 
occurs with greater prevalence in women and Black 
or Hispanic individuals.20-22 In a community-based 
cardiovascular disease study, AF detection by standard 
clinical methods was much lower in African American 
patients (6.6%) as compared with White patients 
(11.2%). Taken together, these findings suggest that 
clinical detection of AF varies by race and ethnicity 
and could precipitate underdiagnosis and potential 
undertreatment of specific patient groups.21

Delayed diagnosis of AF is one potential explanation 
for the aforementioned paradoxically low rate of AF 
reported in Black individuals and women. Factors 
that may contribute to delays in diagnosis include 
socioeconomic status, lack of insurance coverage, the 
location where medical care is received (e.g., a hospital, 
primary care practice, community health center, or 
other venue), and cultural factors that impact how the 
patient perceives illness and reports symptoms.23 

The experiences of AF patients vary by sex, race, 
and ethnicity. Black patients have indicated that 
AF was unpredictable and challenging to manage, 
particularly without essential social and community 
support.17 Patients may also experience different 
levels of treatment burden, defined as the demands 
on a patient’s time and energy and its impact on 
patient function and well-being.24 Women with AF are 
more likely to experience a high treatment burden, 
often fueled by frequent physician visits, health 
insurance, and other administrative aspects of care.25 
Approximately 2 in 5 females with AF rate their 
treatment burden as unacceptably high, compared 
with 1 in 5 males with AF.26 High AF-related treatment 
burden may reduce quality of life and is linked to 
decreased mobility, increased discomfort, and higher 
anxiety/depression scores.25

Treatment disparities are especially concerning given 
the disproportionate impact of adverse outcomes 
from AF on women and racial and ethnic minoritized 
populations. Today, management of risk factors, 
rate and rhythm control, and stroke reduction are all 
considered essential cornerstones of care for patients 
with AF.27-29 
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However, women and those in UREGs may 
not always receive the same high-quality, 
guideline-directed treatment as their White 
and male counterparts. Inequities have 
been documented in the use of essential 
treatments, including oral anticoagulation 
for stroke reduction, and rhythm control 
strategies that are increasingly important  
in AF care.18,30-32

In particular, recent studies have documented 
differences, based on sex, race, and ethnicity, in the 
use of oral anticoagulation to reduce the risk of stroke 
in conjunction with rhythm control. In an analysis 
including more than 500,000 Medicare beneficiaries 
with newly diagnosed AF, the use of catheter ablation 
was 30% less likely in Hispanic versus White patients 
and 35% less likely in women versus men. Oral 
anticoagulation was also significantly less likely 
to be used in Black and Hispanic patients versus 
White patients and in female versus male patients.30 
Further research found that Medicare beneficiaries 
who are newly diagnosed with AF are less likely to 
receive oral anticoagulants if they are Black or female. 
Among those who do receive oral anticoagulants, 
Black patients are less likely than White patients to 
initiate direct-acting oral anticoagulants (DOACs).33 In 
one registry study, White patients more often were 
managed with rhythm control strategies, including 
antiarrhythmic drugs and catheter ablation, while 
Black and Hispanic patients were more often  

managed with a rate control strategy, despite being 
more symptomatic overall than White patients.18

Disparities and inequities in the use of catheter 
ablation and antiarrhythmic drugs are particularly 
concerning due to the increasing emphasis on rhythm 
control in AF management. Atrial fibrillation best 
practices are evolving to favor the early use of rhythm 
control therapy rather than the symptom-driven 
use of rhythm control therapy.31 Patients managed 
with early rhythm control had a lower risk of adverse 
cardiovascular outcomes compared with standard 
rate control therapy in the randomized EAST-AFNET 4 
clinical trial.32 

With the emergence of new and consistent evidence 
that early intervention with rhythm control may delay 
or prevent progression to persistent AF,31 an early 
rhythm control strategy is now highlighted in clinical 
practice guidelines. Recent AF management guidelines 
from the American College of Cardiology (ACC), 
American Heart Association (AHA), American College 
of Chest Physicians (ACCP), and Heart Rhythm Society 
(HRS) emphasize the importance of early management 
focused on maintaining sinus rhythm and minimizing 
AF burden.34 This evolving paradigm shift in AF 
management emphasizes the need to address 
inequities in access to rhythm control strategies.35 
As stated in the latest clinical practice guidelines, the 
differences or delays in therapy shown to negatively 
impact women and individuals from UREGs may result 
in worse outcomes, given that early rhythm control 
improves outcomes.34 



Numerous social determinants 
(such as income, education, 
employment, food insecurity, and 
more) can negatively influence health 
equity in cardiovascular disease.37
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Social Determinants  
of Health in AF
Social determinants of health are the factors that 
influence health outcomes, defined by the World 
Health Organization (WHO) as the conditions in which 
people are born, grow, work, live, and age.36

Social determinants may also play a specific role  
in AF-related inequities, such as the following:5,10,38-40

• Poor access to specialist physicians, screening, 
digital monitoring technology, and broadband 
internet access (referred to as the “digital 
divide”) may contribute to the underdiagnosis 
of AF and reduced treatment due to a lack of 
access to telemedicine and remote healthcare. 

• Poverty and low socioeconomic status may 
limit access to costly therapies such as oral 
anticoagulation and specialized procedures 
such as ablation. 

• Being uninsured, underinsured, and living in 
rural or urban areas with limited access to 
health care can also contribute to gaps in care.

• Language barriers and low literacy levels 
contribute to low health literacy and may 
complicate patient-provider communication 
and trust, limit the patient’s understanding 
of AF signs and symptoms and therapeutic 
choices, and confound referrals to specialists. 

Social determinants that increase AF risk can be 
clustered in susceptible individuals (e.g., Black 
race, female sex, and residing in a higher-poverty 
neighborhood) or certain geographic areas (e.g., 
rural environment with limited healthcare facilities). 
Throughout an individual’s lifetime, AF-related social 
determinants of health may “accumulate,” particularly 
among individuals who live in disadvantaged 
geographies.5 Furthermore, low household income and 
neighborhood poverty have been linked to significantly 
higher rates of AF and poor outcomes, suggesting a 
need to look beyond traditional risk factors such as 
smoking or obesity to ensure equitable care.7,41,42

In addition, conscious or unconscious racial 
bias contributes to or causes health inequities.43 
Discriminatory housing practices (historically described 
as “redlining”) may make it difficult for individuals 
in UREGs to live in healthy neighborhoods, access 
high-quality education, or obtain the best healthcare; 
likewise, bias at the institutional or individual level may 
widen the gaps in care and exacerbate poor outcomes 
in patients with cardiovascular disease.44 A clinician’s 
potential for bias, whether intentional or unintentional, 
likely contributes to race-related gaps in AF, although 
measuring the real-world impact of this bias  
remains challenging.30 

The AF-related impact of other specific social 
determinants, such as social support, geographic 
residence, and health literacy, is increasingly coming 
to light.45 Collectively, research suggests the causes 
of inequities are complex and multifactorial.43 More 
research is needed to confirm these findings and 
to investigate the impact of multiple, overlapping 
individual, societal, and institutional factors on AF 
detection and diagnosis, evaluation, management, 
and outcomes.45
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Strategies to Address lnequities in AF Patient Care
A multifaceted approach is needed to adequately address disparities and inequities in the management of AF and 
treatment outcomes. Our task force has identified opportunities to bridge these gaps. While not comprehensive, 
this list may serve as a framework for further discussions and developing actionable strategies to work toward 
health equity and high-quality medical care regardless of sex, race, ethnicity, and the social and environmental 
contexts in which patients with AF live and work.

 

Strategy Problem Solution

1.  
 Encourage 
adoption  
of new AF 
guidelines

Efforts are needed to 
ensure that individuals 
experiencing health 
inequities are receiving 
appropriate guideline-
directed medical 
treatments for AF 

• Integrate updated AF guidelines into training and education  
programs for healthcare providers, especially for those who work in 
underserved communities

• Collaborate with community organizations to help facilitate access to 
guideline-directed medical care

• Enhance patient education with educational materials that highlight best 
practices from AF management guidelines

• Support clinical practices and health systems in the selection  
of metrics to be tracked, implementation of reporting systems, and 
standardization of data collection 

2. 
Educate  
HCPs on 
inequities 
in AF

Many HCPs lack 
awareness of disparities 
in AF that may 
compromise health 
outcomes among 
vulnerable individuals

• Provide educational outreach to HCPs through conferences,  
workshops, online learning platforms, and publications in 
professional journals

• Prioritize education, outreach, and advocacy to address health equity  
and disparities in AF care at the leadership level of professional 
organizations and journals

• Conduct mixed methods research to characterize HCP attitudes, 
behaviors, and understanding of AF-related disparities 

3. 
Promote 
cardiology 
workforce 
diversity

Relatively few women 
and individuals from 
UREGs are in cardiology 
training programs, 
translating into a lack 
of diversity in the 
cardiology workforce

• Provide early financial and structural support, as well as mentoring,  
to high school and college students from UREGs to increase exposure to  
health careers

• Adopt practices from well-designed programs (e.g., inclusive selection 
committees, holistic review for admissions and selection) 

• Implement diversity, equity, and inclusion programs and strategies 
consistently in HCP education

• Consider alternate strategies for integrating these principles (in areas 
where there are barriers to implementation)

4. 
Facilitate 
implicit bias 
and cultural 
competency 
training

HCPs can hold implicit 
biases and possibly 
explicit attitudes 
or stereotypes that 
impact interactions 
with patients

• Implement ongoing training (i.e., not single-session training) to address 
implicit bias and promote cultural humility among a broad range of HCPs

• Advocate for training implementation at the health system and policy level

• Financially support the rollout of implicit bias training programs in  
resource-limited healthcare settings 

Strategies to Address Inequities in Afib Patient Care

Abbreviations: AF = atrial fibrillation; HCP = healthcare provider; UREG = underrepresented racial or ethnic group.
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5. 
Adopt 
advanced  
patient care 
strategies

There are significant 
disparities in the 
provision of evidence-
based treatments for AF, 
resulting in suboptimal 
clinical outcomes for 
women and individuals 
in UREGs

• Implement strategies to address unmet needs, such as establishing 
standardized protocols, order sets, and care pathways

• Address barriers to treatment initiation such as a lack of patient 
education, inadequate disease/treatment documentation, and 
administrative or cost issues

• Utilize registries to monitor quality of care and ensure AF treatment  
is equitable

• Enact policy initiatives to ensure AF patients have access to essential 
medications

• AF Centers of Excellence (CoEs) should be established in underserved 
communities, and existing CoEs should work toward demonstrating 
equitable care and eliminating disparities

6. 
Support  
efforts to  
improve 
diversity  
in AF 
research

Historically, AF clinical 
trials have had limited 
generalizability due  
to inadequate 
enrollment of  
women/UREGs

• Support continued efforts to improve the representation of women and 
UREGs in clinical trials and registries

• Design clinical trials to ensure diverse patient enrollment by age, gender 
and sex, race and ethnicity, and geography

• Consider simplified informed consent processes, financial incentives for 
patient participation, virtual follow-up options, and accessible clinical 
trial site locations (e.g., pharmacies or community centers) to bolster 
patient enrollment in studies

• Perform community-based outreach to build partnerships, trust, and reciprocity

• Train research teams to address implicit bias and promote cultural 
humility in the context of clinical research 

• Clinical trials should endeavor to include institutions that are recognized 
for serving minoritized populations, whether or not those institutions 
have a history of clinical research

7. 
Support 
research  
in AF care 
disparities

There is a significant 
gap in understanding of 
the factors underlying 
AF treatment inequities 
among women and 
UREGs; and SDoH is 
under-researched in AF 
as compared with other 
CV diseases

• Conduct qualitative and quantitative research studies of HCPs and  
AF patients to better understand the barriers and facilitators of  
equitable treatment

• Increase research efforts to elucidate the associations  
between SDoH and AF 

8. 
 Enhance 
SDM and 
patient 
engagement

Some patients are 
inadequately prepared 
for SDM and may not 
have input in treatment 
decisions

• Emphasize the importance of SDM in cultural competence training and 
other educational outreach initiatives for HCPs

• Implement strategies to improve the health literacy of patients with AF, 
such as providing access to accurate and accessible educational materials

• Create and use apps, multimedia, and other digital tools to improve and 
optimize patient education on AF

• Promote efforts to address the “digital divide” (i.e., poor access to 
technology among disadvantaged populations) and ensure that AF 
patients have equitable access to electronic health services and education

Abbreviations: AF = atrial fibrillation; CV = cardiovascular; CoEs = Centers of Excellence; HCP = healthcare provider;   
SDM = shared decision-making; SDoH = social determinants of health; UREG = underrepresented racial or ethnic group.
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1. Promote Awareness and  
Encourage Adoption of New  
AF Clinical Practice Guidelines

Problem: Until recently, AF clinical practice guidelines were 
largely silent on health inequities in AF care. The latest AF 
management guideline directly addresses health inequities. 
Now, efforts are needed to ensure that the guidelines 
are implemented effectively to ensure that individuals 
experiencing health inequities are receiving appropriate 
guideline-directed medical treatments for AF. 

Solution: The recently released 2023 ACC/AHA/ACCP/
HRS Guideline for the Diagnosis and Management of Atrial 
Fibrillation34 specifically focuses on addressing health 
inequities and barriers to AF management. The report states 
that all patients should be equitably offered guideline-
directed therapy. This includes stroke risk reduction, rate 
and rhythm control, and lifestyle/risk factor modification 
regardless of sex and gender diversity, race and ethnicity, or 
adverse social determinants of health, such as lower income 
or education, inadequate or no insurance, or rural residence. 
To ensure awareness and adherence to the updated AF 
guidelines, targeted clinical training and education programs 
are needed, particularly for healthcare providers who work 
in underserved communities. In addition, collaborative 
community efforts may help facilitate access to guideline-
directed medical care. Patient education can also be 
enhanced through the production of educational materials 
to improve understanding of AF management needs among 
individuals experiencing health inequities.

The guidelines state that clinical practices and health 
systems should be tracking the delivery of guideline-directed 
medical therapy and outcomes over time, and if this 
exercise identifies inequities, then barriers to optimal care 
should be identified and eliminated. While these goals are 
commendable, putting the recommendations into practice 
will be challenging. Efforts should be made to support 
clinical practices and health systems in the selection of 
metrics to be tracked, implementation of reporting systems, 
and standardization of data collection.

2. Target Healthcare Providers  
Through Educational Outreach

Problem: Many healthcare providers lack awareness of 
disparities and inequities in AF impact, diagnosis, and 
treatment that may compromise health outcomes among 
vulnerable individuals.

Solution: Educational outreach to healthcare providers 
through conferences, workshops, online learning platforms, 
and publications in professional journals will improve their 
awareness of health inequities, knowledge of the underlying 
evidence, and competence in addressing these issues 

at the patient level. To accomplish this, the leadership of 
cardiology professional organizations and cardiovascular/
electrophysiology journals must prioritize research, 
education, outreach, and advocacy to address health equity 
and disparities in AF care. To provide individualized care, 
healthcare providers should be aware of the differing 
symptom profiles of women and UREGs.18 Moreover, 
providers should consider the social contexts of individuals 
with AF to ensure tailored clinical strategies for self-
management.17 Of note, implementing specific training 
programs to address implicit bias and promote cultural 
humility also creates the opportunity to raise awareness of 
AF care disparities and inequities. To facilitate educational 
outreach, mixed methods research should be conducted 
to better characterize healthcare providers’ current 
understanding of AF-related disparities and inequities, 
knowledge gaps, and barriers to learning. 

3. Promote Diversity in the  
Cardiology Workforce

Problem: There are relatively few women and individuals 
from UREGs in cardiology training programs, translating  
into a lack of diversity in the cardiology workforce.46

Solution: Diversity, equity, and inclusion (DEI) programs  
and strategies must be implemented consistently and across 
the board at the level of healthcare provider education.  
In areas where there are significant challenges or barriers  
to adopting DEI efforts, alternative strategies may be needed 
to integrate the underlying principles and objectives of 
DEI into healthcare education. Additional diversity among 
healthcare providers could help reduce health disparities and 
inequities in AF by enhancing trust, improving quality of care, 
and fostering more research aimed at addressing health 
equity. With slow progress toward developing a diverse 
workforce, training programs must consider adopting best 
practices from well-designed programs (such as interviewer 
training in implicit bias, inclusive selection committees, and 
holistic review for admissions and selection) to improve DEI 
and ultimately improve healthcare outcomes.41 

In addition to workplace initiatives, there is a need for  
action at earlier stages, i.e., in educational settings. Proactive 
measures could include mentoring, educational programs, 
and funding of scholarships to support high school and 
college students from UREGs. Such initiatives will help 
students grasp the importance and need to diversify the 
medical field and may encourage them to pursue higher 
levels of education, including college and professional 
healthcare training. Perhaps the most important effect of 
funding such endeavors would be to alleviate economic 
stressors that discourage students from disadvantaged 
backgrounds from pursuing the long and arduous road 
of medicine.

Strategies to Address Inequities in Afib Patient Care
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4. Facilitate Implementation of Training on  
Implicit Bias and Cultural Competency

Problem: Most healthcare providers report holding views 
consistent with racial, ethnic, and gender equality, and thus 
do not have explicit biases. However, healthcare providers 
can hold implicit biases and possibly explicit (i.e., attitudes or 
stereotypes) that are applied unconsciously and involuntarily 
impact interactions with patients.47

Solution: Medical education needs to be enhanced so 
that training in concepts such as implicit bias and cultural 
humility reach all healthcare providers involved in managing 
patients with AF, including but not limited to physicians, 
advanced practice providers, nurses, physical and 
occupational therapists, social workers, and case managers. 
This training should not be limited to a single session, but 
rather, should be repeated over time to ensure that these 
important concepts are effectively integrated into day-to-day 
practice. To date, at least six states have mandated implicit 
bias training (California, Delaware, Maryland, Massachusetts, 
New Jersey, and Washington).48 Furthermore, training in 
cultural humility can improve awareness of cultural nuances 
and differences to help counter stereotypes and implicit 
biases that may affect clinical decision-making and patient 
management.43 Mandated training in implicit bias sends 
an important message about the need for health equity. 
Thus, health system leaders and policymakers should 
facilitate the implementation of implicit bias training for 
healthcare providers caring for patients with AF, support 
further research on the role of implicit bias in healthcare, 
and financially support the rollout of implicit bias training 
programs in resource-limited healthcare settings.49 

5. Adopt Advanced Patient Care Strategies

Problem: A pressing need exists to achieve equity in 
providing evidence-based treatments in the management  
of AF to improve clinical outcomes in women, the 
economically disadvantaged, and individuals from UREGs.50 
Regardless of their race, ethnicity, or sex, patients with  
AF must be promptly recognized, diagnosed, and provided 
with a consistent standard of care for control of AF through 
medical management or catheter ablation and oral 
anticoagulation for stroke reduction.30 

Solution: New care strategies should be adopted to 
ensure that women and individuals in UREGs are receiving 
optimal medical care and treatments that align with current 
clinical practice guidelines and expert recommendations.51 
Due to the growing importance of early rhythm control 
strategies in AF, initiatives that address inequities in access 
to antiarrhythmic drugs and catheter ablation should be 
prioritized.35 Overall, strategies should be established 
to reduce health inequities and improve outcomes. 
The AF Center of Excellence (CoE) model provides one 
such opportunity to enhance patient care by delivering 
high-quality, guideline-recommended treatment and 
management approaches. As such, AF CoEs are needed in 
underserved communities, and existing CoEs should work 
toward demonstrating that care is equitable, as eliminating 
disparities has been proposed as one of the core goals 
of this model.15 To aid in the implementation of AF CoEs, 
strategies must be developed to address unmet needs, 
such as establishing standardized protocols, order sets, and 
care pathways, addressing barriers to treatment initiation, 
enhancing patient education, improving documentation of 
AF and treatment status, and tackling administrative/cost 
barriers.51 In addition, registries are needed to track that 
the care provided to patients with AF is equitable. Similar to 
the American Heart Association’s Get With The Guidelines® 
AFib program, these registries could be used to monitor 
and improve the quality of care.52 Finally, it is worth briefly 
noting that the affordability of drugs, including DOACs, is a 
widespread issue that goes beyond gender, racial, and ethnic 
boundaries. Efforts are needed at the policy level to ensure 
that all AF patients have access to essential medications.

Strategies to Address Inequities in Afib Patient Care



Strategies to Address Inequities in Afib Patient Care10 StopAfib.org

6. Support Ongoing Efforts to Improve  
Diversity in Clinical Research

Problem: Historically, AF clinical trials have had limited 
enrollment of women and persons from diverse racial  
and ethnic backgrounds, limiting their applicability to 
broader, real-world patient populations.9,53 In several  
AF registry studies, Black individuals made up only 1%  
to 4% of the overall cohort.54-56 Of clinical trials cited in  
previous AF guidelines, only a third reported racial and 
ethnicity data; and in those that did report data, Black  
and Hispanic patients represented only 2% and 5.6%  
of total enrollment, respectively.57

Solution: Continued efforts should be made to improve 
the representation of women and UREGs in clinical trials 
and registries. Redoubled efforts are needed in this area. 
The FDA Revitalization Act of 1993 has had an important 
impact over the past several decades on the recruitment 
of women and racial and ethnic minoritized populations to 
National Institutes of Health (NIH)-funded trials; however, 
significant progress still needs to be made, particularly as 
only 6% of clinical trials are NIH funded, and due in part 
to cycles of distrust and bias, many clinical trials continue 
to overrepresent patients who are White and male.58 It 
is paramount that industry partners developing new AF 
treatment approaches think purposefully about how clinical 
trials can be better diversified. As they face a competitive 
landscape, industry partners may seek patient enrollment  
in centers and areas that historically have recruited well, 
but may not have ideal representation in terms of age, 
gender and sex, race and ethnicity, or geographic region.

Investigators should continue to advocate for the deliberate 
inclusion of women and individuals from racial and ethnic 
minoritized groups in AF studies through community-based 
outreach. To bolster study recruitment, investigators should 
consider simplified informed consent processes, financial 
incentives for patient participation, and virtual follow-
up options (or at least flexibility in follow-up schedules) 
for individuals who cannot consistently attend in-person 
follow-up appointments. Selecting clinical trial sites with 
inclusivity in mind (e.g., situating them in pharmacies, 
community centers, or other easily accessible locations) 
could help to ensure more diversity in clinical trial 
participation. Community-based outreach can be initiated 
to form partnerships, build trust, and ensure reciprocity 
(i.e., mutually beneficial for the research efforts and 
the community). 

Finally, it would be beneficial for research teams to receive 
training on implicit bias, including how it may impact patient 
engagement in clinical research and may serve as a barrier 
to achieving diversity in enrollment.43 Those funding the 
clinical trials should endeavor to include institutions that are 
recognized for serving minoritized populations, whether or 
not those institutions have a history of clinical research. Such 
centers have already established trust with communities 
of color and may be more successful in the recruitment of 
minoritized groups in clinical studies. These centers should 
also be given the support needed to ensure success, such as 
resources for patient education, transport, and staff training 
in clinical research. 

7. Support Research to Address Knowledge  
Gaps in AF Care Disparities and Inequities

Problem: More studies are needed to understand the 
complex and interrelated factors underlying inequities  
in the treatment of AF in women and UREGs. Furthermore,  
the role of social determinants of health has been 
increasingly well documented for several cardiovascular 
diseases, while by comparison, AF has received only  
limited consideration to date in these research efforts.5 

Solution: Studies incorporating methods that are 
both qualitative (e.g., interviews and focus groups) and 
quantitative (e.g., survey data) are needed to better 
understand the barriers and facilitators of equitable 
treatment in AF. This research should be conducted not  
only in cohorts of clinicians who treat AF, but also among 
patients with AF. This research would be complementary 
to other research needs (e.g., studies designed to better 
understand the association between social determinants  
of health and AF). Thus, efforts also should be taken to 
increase research inquiry on the association between  
social determinants of health and AF. 

Recently, an expert panel convened by the National 
Heart, Lung, and Blood Institute called for transformative 
integration of social determinants of health into AF research, 
highlighting multiple knowledge gaps and opportunities to 
accelerate research into socioeconomic status and access  
to care, health literacy, race and ethnicity and racism, sex  
and gender, shared decision-making, and the areas where 
people live.5 These priorities provided a roadmap that 
could be utilized by researchers, policymakers, and other 
stakeholders to close knowledge gaps and address  
inequities in the care of patients with AF. 
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8. Enhance Shared Decision-Making  
and Patient Engagement

Problem: Shared decision-making is widely recommended 
to ensure that patients with AF actively decide upon 
treatment that aligns with their values, preferences, and 
goals. Unfortunately, not all patients with AF are adequately 
prepared for shared decision-making due to challenges such 
as lack of health literacy, cultural/language barriers, and lack 
of relevant and accessible patient educational materials. 
Patients may not be fully engaged in shared decision-making 
with their healthcare providers, and in some cases, may 
have no input in treatment decisions.59 Moreover, there 
are inequities in the provision of patient education related 
to certain social determinants of health, including limited 
literacy, cultural norms, and language barriers.60

Solution: The importance of shared decision-making needs 
to be emphasized and modeled in cultural competence 
training and other educational outreach initiatives for 
healthcare providers. Efforts are needed to ensure that 
healthcare providers understand the meaning and value 
of shared decision-making in AF, and how to implement 
shared decision-making in busy clinic workflows using 
decision aids designed to operationalize this patient-centric 
approach. Importantly, these efforts should consider 
social determinants of health such as economic stability, 
education, and access to healthcare, which can serve as 
barriers to effective shared decision-making in patients 
with cardiovascular conditions.61 Shared decision-making 
should recognize and respect differences in culture, 
values, preferences, and language needs of diverse patient 
populations. All patients, including women and UREGs with 
AF, should be empowered to understand their condition 
better and make informed decisions regarding treatment 
and ongoing management in line with their preferences  
and values. 

Strategies are needed to improve the health literacy of 
patients with AF, such as providing access to accurate 
and accessible educational materials that can be read 
or viewed before the appointment. To ensure relevancy, 
patients should be actively involved in the creation of these 
educational materials (e.g., by providing their perspectives 
on the disease and the challenges they face). Healthcare 
providers should play an important role in promoting health 
literacy by contributing to the creation, development, and 
dissemination of these educational materials, encouraging 
patient engagement, and leveraging available technology 
to provide interactive learning experiences and potentially 
broaden the base of patients who are reached. Altogether, 
appropriate and accessible patient education is critical to 
supporting shared decision-making in the management 
of AF (see accompanying Resource listings for further 
information).62 

Using apps and multimedia represents an opportunity 
to improve and optimize patient education on AF while 
overcoming these barriers.62 Digital tools (such as monitoring 
devices) when used collaboratively by patients and their 
healthcare providers may help give patients a feeling of more 
control over their condition, potentially resulting in greater 
patient empowerment and more equitable care.63 However, 
at a broader level, there is a persistent “digital divide” in the 
U.S., where disadvantaged populations have less access 
to broadband and mobile technology that can facilitate 
advanced online health initiatives.45,64 Accordingly, there is 
a need to ensure that all AF patients have equitable access 
to technologies with the potential to overcome access-to-
care barriers.5 One resource that may help in that regard 
is the Stanford Guide to AFib Stroke Prevention (afibguide.
com and afibguide.com/clinician), a novel shared decision-
making toolkit with a patient and provider component. 
This brief educational intervention is enhanced by a low-
literacy approach (e.g., sparse text and effective visuals) 
and, importantly, was shown to be similarly effective across 
racial, ethnic, and educational subgroups.65 

Conclusion
Urgent action is needed to address disparities and 
inequities in AF, ensuring that all patients, regardless 
of background or circumstances, are offered high-
quality, guideline-concordant care. Action is needed 
to promote workforce diversity, improve healthcare 
provider awareness of health inequities and implicit 
bias, adopt new models of care, implement revised 
clinical practice guidelines, support ongoing efforts 

to improve clinical trial diversity and health equity 
research, and enhance shared decision-making and 
patient engagement. We offer this white paper as a 
starting point for considering multifaceted initiatives 
to optimize AF care, improve access to care regardless 
of factors such as socioeconomic status, and enhance 
clinical outcomes for patients with this common, 
burdensome, and potentially lethal arrhythmia.
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Resources for Patients 

StopAfib.org: 
A comprehensive resource to provide patients and 
caregivers with the information needed to take 
control of their AF, including: 

• Get Started Learning About Afib Guide 
https://www.stopafib.org/learn-about-afib/ 
get-started-learning-about-afib/

• Sign up (https://www.stopafib.org/ 
afib-resources/videos/) to access the  
What Patients Need to Know video course 
(https://stopafib.knowledgelink.tv/course/
atrial-fibrillation-what-patients-need-to-know), 
recordings from the annual  
Get in Rhythm. Stay in Rhythm.®  
Atrial Fibrillation Patient Conference  
(https://stopafib.knowledgelink.tv/course/
atrial-fibrillation-patient-conference-replays), 
the Afib Master Class  
(https://stopafib.knowledgelink.tv/course/ 
dr-prystowsky-masterclass),  
and the Get Back to Care Webinar series  
(https://stopafib.knowledgelink.tv/course/
stopafiborg-webinars-2).

• Discussion Forum to provide peer support 
https://forum.stopafib.org/

American College of Cardiology:  
Cardiosmart.org

American Heart Association:  
MyAfibExperience.org Forum  
(a collaboration with StopAfib.org)

Association of Black Cardiologists:  
Patient Assistance Center  
https://abcardio.org/patient-assistance-info/

Heart Rhythm Society: Upbeat.org

Stanford Guide to AFib Stroke Prevention: 
www.afibguide.com 
A novel shared decision-making tool with  
a healthcare provider companion site  
(see Resources for Clinicians).

Resources for Clinicians 
2023 ACC/AHA/ACCP/HRS Guideline for 
the Diagnosis and Management of Atrial 
Fibrillation: 
www.ahajournals.org/doi/full/10.1161/
CIR.0000000000001193

American Association for Thoracic Surgery: 
Diversity, Inclusion, and Equity Statement:  
https://www.aats.org/about-the-aats/governance/
diversity-inclusion-and-equity-statement

American College of Cardiology  
Diversity and Inclusion Initiative: 
https://www.acc.org//-/media/Non-Clinical/ 
Files-PDFs-Excel-MS-Word-etc/About-ACC/Diversity/ 
2018/03/Diversity-Inclusion-Strategy-Summary.pdf

American College of Cardiology  
Health Equity Resource Center: 
https://www.acc.org/healthequity

Shared Decision-Making and Cardiovascular 
Health: A Scientific Statement From the 
American Heart Association: 
www.ahajournals.org/doi/10.1161/
CIR.0000000000001162

Association of Black Cardiologists  
Roundtable: Improving Health Care Access  
for Minority and High-Risk Populations 
Summary Recommendations: 
https://abcardio.org/wp-content/uploads/2017/03/
Summary_of_Recommendations.pdf

Heart Rhythm Society: Statement of Diversity, 
Equity, and Inclusion [Video]: 
https://www.hrsonline.org/about-us/dei

Heart Rhythm Society CARDIQ:  
Quality Demystified: 
www.cardiq.org

Stanford Guide to AFib Stroke Prevention: 
www.afibguide.com/clinician 
A novel shared decision-making toolkit that has 
proven to achieve significantly lower decisional 
conflict compared with usual care in patients  
with AF.

Resources for Patients and Clinicians

http://StopAfib.org
https://www.stopafib.org/learn-about-afib/get-started-learning-about-afib/.
https://www.stopafib.org/learn-about-afib/get-started-learning-about-afib/.
https://www.stopafib.org/afib-resources/videos/
https://www.stopafib.org/afib-resources/videos/
https://stopafib.knowledgelink.tv/course/atrial-fibrillation-what-patients-need-to-know
https://stopafib.knowledgelink.tv/course/atrial-fibrillation-what-patients-need-to-know
https://stopafib.knowledgelink.tv/course/atrial-fibrillation-patient-conference-replays
https://stopafib.knowledgelink.tv/course/atrial-fibrillation-patient-conference-replays
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