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Predictors of Left Atrial Low-Voltage in Atrial Fibrillation
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[ Abstract] Left atrial low-voltage can reflect left atrial fibrosis and increase the risk of atrial fibrillation recurrence after catheter

ablation. Recent studies have shown that some electrocardiographic indicators, cardiac ultrasound indicators, CT indicators and cardiac

magnetic resonance indicators which reflect atrial structure, function and electrical activity can predict left atrial low-voltage in atrial

fibrillation. The clinical characteristics such as increased age and female sex can also increase the risk of left atrial low-voltage in patients with

atrial fibrillation. Moreover, some scores have predictive value for left atrial low-voltage. This article reviews the research progress of predictors

of left atrial low-voltage in recent years.
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