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Summary Atrial fibrillation(AF) and heart failure(HF) commonly coexist. Both HF with preserved ejection
fraction(HFpEF) and HF with reduced ejection fraction(HFrEF) have complex mutual cause-and-effect interac-
tions in the development of AF,and their co-presence is associated with adverse outcomes. Currently, many clinical
studies have focused more on stroke prevention instead of HF prevention. Despite advances in medical therapy in
HF and AF,there is still uncertainty on the best management on the co-presence of HF and AF. Moreover, and
most of evidence on co-presence were from retrospective observational studies,subgroup analyses or post hoc anal-
ysis with methodological limitation. In surgical treatment, catheter ablation can reduce the risk of all cause mortali-
ty in patients with AF with HFrEF,but research evidence of the coexistence of HFpEF and AF is still limited. At
present, there is an urgent need for a full head-to-head randomized controlled clinical trials to clarify the optimal
prevention and treatment in the complex co-presence of AF and HF.
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