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ABSTRACT

Introduction: The relationship between caffeine and arrhythmias is controversial. Several studies have been performed to 
evaluate the potential pro-arrhythmic effects of caffeine leading to opposite conclusion. The aim of the present commentary was to 
evaluate the relationship between arrhythmias and caffeine.

Materials and methods: The present review analyzes pre-clinical and clinical studies evaluating the relationship between 
caffeine and arrhythmias, with a look at the effects of highly caffeinated beverages.

Results: A difference has been reported between the effect of daily coffee consumption and  high acute caffeine intake as happened 
in energy drink ingestion. Caffeine might not be arrhythmogenic except at very high doses and in subjects with high sensitivity, however 
the mix of caffeine and other substances such as guaranine or taurine could enhance the trigger of arrhythmias.

Conclusions: In conclusion caffeine at regular dose is not associated with arrhythmias. On contrary intake of high quantity of 
caffeine (i.e. highly caffeinated beverages) could trigger the development of arrhythmias.
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Introduction

The relationship between caffeine and arrhyth-
mias is controversial. Several studies have been 
performed to evaluate the potential pro-arrhythmic 
effects of caffeine leading to opposite conclusion. 
The major bias is related to the source of caffeine 
in real-life. Many food and beverages contain caf-
feine and the source can influence absorption and 
bio-availability of the very active substances(1,2,3,4).

Coffee is among the most commonly con-
sumed beverages in Western Countries and is the 
main source of caffeine intake among adults(1,2). On 
the contrary the intake of caffeine in young people is 
mainly related to beverages like cola soda and ener-
gy drinks (EDs)(3,4,5).

The biological impact of coffee may be sub-
stantial and is not limited to the effects of caffeine 
(Table 1). Regular coffee consumption has been 
associated with a lower risk of cardiovascular risk 
factors such as of type 2 diabetes mellitus, obesity 
and depression(1). Furthermore, large observation-
al studies have found that habitual coffee drinkers 
have lower rates of cardiovascular and all-cause 
mortality(6).

The estimated caffeine from coffee consump-
tion in Mediterranean countries is about 198 mg/day 
per person, similar to that reported in USA, 210 mg/
day(3). Ingestion of a single cup of espresso coffee 
provides a dose of 0.4-2.5 mg/kg of caffeine (calcu-
lated as 80-90 mg/cup of espresso)(4). The variability 
in caffeine content in coffee is influenced by several 
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factors: the quality of coffee beans (Arabica or Ro-
busta), the roasting method, the modality of prepa-
ration (percolation, espresso, instant coffee) and 
length of brewing time. From chemistry, a longer ex-
traction time gives coffee more caffeine than a short-
er one (for e.g. an espresso vs an american coffee)(4).

The content of caffeine in food and beverages 
ranges from 4 to 180 mg/150 ml for coffee to 24 to 
50 mg/150 ml for tea, 15 to 29 mg/180 ml for cola, 
2 to 7 mg/150 ml for cocoa and 1 to 36 mg/28 mg 
for chocolate, more than 160 mg/355 ml for ener-
gy drinks(3,4). Compared to energy drinks, coffee is a 
poor source of caffeine (Table 2). 

Coffee, additionally to caffeine, contains many 
different substances, including high levels of phe-
nolic antioxidants consisting principally of chloro-
genic acids (CGAs). The total content of CGA in 
a ‘‘regular’’ cup of coffee (200mL) varies between 
70 and 350mg(7). Therefore, if coffee is consumed 
throughout the day, it may provide up to two thirds 
of total daily dietary antioxidants(8,9). While phenolic 
metabolites of CGA have been studied for potential 
bioefficacy, controversy remains as to how efficient 
those compounds actually are in reducing the risk of 
chronic disease(10,11). 

Lifestyle, nutrition and physical activity is a 
cornerstone in prevention of cardiovascular disease. 
Core components of a healthy diet include limiting 
intakes of saturated and trans fats, carbohydrate, al-
cohol, and sodium and increasing intakes of fruit, 
vegetables, (rich in antioxidants) and dietary fibers. 
The Mediterranean Diet meets these healthy diet 
requirements. The very recent Mediterranean Diet 
pyramid included at the basis the physical activity 
as well as moderate consumption of both coffee and 
wine(12,13). 

The recent Covid-19 pandemic and the forced 
collective quarantine of populations have had a pro-
found impact on lifestyle, food habits and have af-
fected the global coffee sector, including production, 
consumption and international trade(14,15).

In the short-term, out-of-home consumption is 
decreasing significantly as an effect of a full or par-
tial lockdown in several Countries. Offices, coffee 
shops and restaurants remain closed in order to re-
duce the spread of the CoV-19/SARS-CoV-2. 

On the other hand, retail- and supermarket-lev-
el data suggest that panic buying and stockpiling has 
led to increased consumer demand in some coun-
tries. However, this is unlikely to have a sustained 
effect on consumption. Following an initial spike in 
demand, there will be proportionally less demand in 
the coming weeks and months as consumers draw 
down stocks kept at home(16).

A recent paper analyzed the changes in food 
choice following restrictive measures due to 
Covid-19 and found an increase of 15.2% in coffee 
purchase(17).

Several experimental and clinical studies have 
sought to determine the impact of caffeine on cardi-
ac arrhythmias. 

Our search strategy was designed to inform this 
Review relating to effects of caffeine on arrhythmias. 
We searched MEDLINE, Scopus and Web of 
Science. In brief, we used a combination of terms 
relating to caffeine (eg, “caffeine” and “coffee”) 
and arrhythmias (eg, “ventricular arrhythmias” and 
“atrial fibrillation”) and “energy drinks” and “highly 
caffeinated beverages”. For studies to be included in 
this Review, they had to report on primary research, 
be published in peer-reviewed journals, be written 
in English and include data on the prevalence of 
arrhythmias. 

The present rapid review briefly analyzes the 
effects of caffeine on arrhythmias with a section 
specifically related to energy drinks, highly 
caffeinated beverages.

  Acute effects Chronic effects

Blood pressure       = or 

Arterial Stiffness       =

Insulin sensitivity  n.a.

Diabetes type 2 n.a. 

Heart rate       = or 

Table 1: Most common effects of caffeine on cardiova-
scular system.

Dose (ml) Caffeine mean (mg)

Espresso coffe (capsule) 30 60 (range 40 - 90)

Espresso  Coffee (Moka) 60 120 (range 90-150)

American Coffee 240 135 (range 102 - 200)

Instant Coffee 240 97 (range  27 - 173)

Decaffeinated  Coffee 240 4 (range da 3 - 9)

Espresso  Coffee decaffeinated 30 4 (range 0-4)

Tea 240 53 (range da 40 a 120)

Coka-Cola® (regular or sugar free) 355  Range  35 - 47

Pepsi® (regular or sugar free)) 355 Range 36 - 38

Monster Energy® 475 160

Red Bull® 245 80

Monster Energy® 475 160

5-Hour Energy® 60 215

Table 2: Caffeine in different beverages: [modified from 
Mattioli AV, 2007).
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Main body
 
Caffeine as a trigger for arrhythmias
Caffeine-rich beverages have been traditional-

ly considered the main nutritional trigger involved 
in symptoms like palpitations and heartbeat irreg-
ularities in clinical practice. However, these symp-
toms might be the signal of potentially dangerous 
arrhythmic events and need specific evaluation of 
heart. The 25% of patients presenting with palpita-
tions thought that coffee was the triggering-factor(18). 

Isolated case reports have suggested a direct 
association between caffeine consumption and sud-
den death, presumably mediated by severe ventricu-
lar arrhythmias(19) (Table 3).

However, studies carried to evaluate the ef-
fect of caffeine ingestion on ECG and arrhythmias 
concluded that although caffeine is probably not 
arrhythmogenic in normal subjects, moderate inges-
tion does produce a small but statistically significant 
prolongation of signal-averaged QRS complexes. 
Further prolongation caused by excessive caffeine 
intake may be a factor in the genesis of arrhythmias 
associated with caffeine toxicity due to high dosage 
ingestion(20-22). All these studies confirm that there 
is no physiopathological basis supporting a link be-
tween caffeine and arrhythmias at regular daily dose.

The metanalysis carried on by Zucchinali et 
al evaluated the risk for occurrence of Ventricular 
premature beats in 24 h attributed to caffeine in 7 
clinical studies(23).

Sensitivity analysis for study design, caffeine 
dose and subject condition (healthy and unhealthy 
status) was performed and no major differences were 
observed. Authors observed increased heterogeneity 
in subgroups. The highest caffeine dose was 450 mg 
(roughly equivalent to four to five cups of regular 
coffee) and the lowest dose was 175 mg (roughly 
equivalent to a single dose). These observations 
support the hypothesis that caffeine doses regularly 
consumed in a daily basis are not associated with 

increased risk of arrhythmia. There is no scientif-
ic data that supports a clinical recommendation to 
decrease or avoid caffeine consumption in patients 
with palpitations and without cardiac specific dis-
ease. Prospective clinical trials did not demonstrate 
an increase in clinically significant ventricular or 
supraventricular arrhythmias, even after exposure to 
high doses of caffeine(1). 

In addition, large epidemiologic studies did not 
demonstrate a significant association of caffeine in-
take with increased rates of arrhythmias, specifically 
Atrial fibrillation (AF). 

AF is the most common arrhythmias in adult 
population, but, despite the large number of studies 
available, triggers have not been completely 
identified. 

The Danish Diet, Cancer and Healthy, a wide 
prospective study, suggested that caffeine con-
sumption was not associated with hospitalizations 
for AF in a population with high caffeine intake 
(24) More recently, the long term follow-up analy-
sis of the Danish Cohort (median follow-up of 13.5 
years) found that compared with no intake, coffee 
consumption was inversely associated with AF inci-
dence, with multivariable-adjusted hazard ratios of 
0.93 (95% CI 0.74-1.15) for more than none to <1 
cup/day, 0.88 (95% CI 0.71-1.10) for 1 cup/day, 0.86 
(95% CI 0.71-1.04) for 2–3 cups/day, 0.84 (95% CI 
0.69-1.02) for 4-5 cups/day, 0.79 (95% CI 0.64-0.98) 
for 6-7 cups/day and 0.79 (95% CI 0.63-1.00) for 
>7 cups/day (p-linear trend = 0.02). Leading to the 
conclusion that higher levels of coffee consumption 
were associated with a lower rate of incident AF(25).

In a population-based study amongst men cof-
fee consumption was not associated with hospitali-
zation for AF(26). The Cardiovascular Health Study 
included a total of 1416 individuals and found no 
evidence that the frequency of Caffeinated beverag-
es (habitual coffee, tea, or chocolate) consumption 
was associated with cardiac ectopy(27). 

A similar conclusion was reported in the Wom-
en’s Health Study, where caffeine consumption was 
not associated with an increased risk of incident AF 
in healthy, middle-aged women. Women with high-
est caffeine consumption had a similar risk of devel-
oping AF during follow-up compared with women 
with lowest caffeine consumption.

Interestingly, women in the third quintile of 
caffeine consumption had a lower risk of incident 
AF (hazard ratio: 0.78; 95% CI: 0.64, 0.95), sug-
gesting that the consumption of small to moderate 
amounts of caffeine might even be beneficial(28).

Low dose High dose

Sinus bradicardia Sinus arrhythmias

Sinus arrhythmias Atrial ectopics

Sinus arrest Atrial tachycardia

Atrial ectopics Wandering of pacemaker

Wandering of pacemaker Ventricular premature contractions (unifocal 
64%, multifocal 32% versus control)

Ventricular premature contractions Ventricular tachycardia

Table 3: Most common effects of low dose and high dose 
of caffeine in pre-clinical studies.
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This is an important observation due to the 
known differences among women response to life-
style changes(29,30).

Several meta-analyses showed no overall asso-
ciation between caffeine intake and AF risk. (31,32) 

Interestingly, Cheng and coworkers showed 
that the risk of developing AF decreases by 6% for 
each increase of habitual intake of 300 mg of coffee, 
leading to consider that usual intake of caffeine may 
even be protective against arrhythmic outcomes. 
They suggested that habitual caffeine consumption 
might reduce AF risk by its antifibrosis effect(30). 
(31,32,33). Caffeine reduced hepatic fibrosis and inhib-
ited liver fibrosis by interfering with transforming 
growth factor b signaling(34).

Although there are few studies that evaluated the 
antifibrosis effect of caffeine on the heart, it is possible 
that caffeine also prevent cardiac fibrosis(35,36). At 
last, the protective effect of caffeine might be related 
to co-occurring phytochemicals because caffeine 
is normally consumed in the form of plant-derived 
products and extracts that invariably contain other 
potentially bioactive phytochemicals(37,38). 

The meta-analysis performed by Cheng found 
that low caffeine intake but not moderate and high 
intakes was associated with a reduced risk of AF(31). 
Caffeine exposure was not associated with an in-
creased risk of AF (OR 0.92, 95% CI 0.82 to 1.04, 
I2=72%). to 0.94; I2=39%). Authors concluded that 
low-dose caffeine may have a protective effect(31).

A recent analysis from the Malmö Diet and 
Cancer Study performed on 112 metabolites found 
that caffeine and acisoga were also associated with 
an increased risk (HR, 1.17; 95% CI, 1.06-1.28 and 
1.08; 95% CI, 1.00-1.18, respectively)(39). 

Authors underlined that the finding of caffeine 
being associated with new-onset AF was surprising, 
because caffeine exposure has not been shown to in-
crease the risk of AF in a systematic review of >100 
000 individuals(32). 

However, the potential association between 
plasma caffeine levels and AF was not linear. Caf-
feine quintile 5 displayed a significantly higher risk 
for AF compared with quintile 1, but other associa-
tions were not significant(39). 

A possible explanation is that there are numer-
ous factors influencing caffeine intake, absorption, 
metabolism, and physiologic and functional effects, 
which all could affect caffeine plasma levels, such as 
age, sex, hormonal status, diet, smoking, exposure to 
drugs, and genetic background(39). These recent data 
need further evaluation.

Energy drinks and arrhythmias
The effect of daily coffee consumption is not 

comparable with high acute caffeine intake as hap-
pened in energy drink ingestion. Caffeine might not 
be arrhythmogenic except at very high doses and in 
subjects with high sensitivity(40-43). Caffeine toxic-
ity could induce different arrhythmias: case report 
referred about supraventricular tachycardia, atrial 
fibrillation and ventricular fibrillation. In many cas-
es it has been suggest that high ingestion of energy 
drinks associated or not with alcohol could act as 
trigger of arrhythmias(44,45). 

Caffeine is a widely used energetic substance 
and many papers suggested great effects during 
endurance activities, leading to an increasing con-
sumption of caffeinated beverages in non-profes-
sional athletes and young subjects.

A meta-analysis was performed to evaluate the 
ergogenic effect of caffeine on endurance time-trial 
performance. Caffeine showed a small but evident 
effect on endurance performance when taken in 
moderate doses (3-6 mg/kg) as well as an overall 
improvement following caffeine compared to pla-
cebo in mean power output (3.03 ± 3.07%; effect 
size = 0.23 ± 0.15) and time-trial completion time 
(2.22 ± 2.59%; effect size = 0.41 ± 0.2). However, 
differences in responses to caffeine ingestion have 
been shown(46).

Consumption of energy drinks by both recre-
ational and competitive athletes has increased dra-
matically in recent years, for improving physical and 
mental performance. The reasons why these drinks 
are very diffuse within young people is probably 
mainly due to marketing campaign identifying it 
as safe and able to improve the physical and men-
tal performance(47,48). However, scientific literature 
shows contradictions about the capacity of energy 
drinks to enhance psychophysical results(49, 50).

Currently, there is not a common formula of 
commercial energy drinks. To date, there exists an 
abundance and variety of EDs on the market, with 
>200 brands in the United States alone(51). Howev-
er, only a few dominate the market, and there is not 
much difference in caffeine and sugar content when 
comparing the market leaders. They included many 
different substances, i.e. methylxanthines, taurine, cre-
atine, carnitine, B vitamins, maltodextrin, inositol, and 
glucuronolactone; there are also herbs such as guarana 
(containing caffeine), ginseng and ginkgo biloba(52-55).

The guarana plant and berry has one of the nat-
urally highest levels of caffeine and there are also 
traces of theophylline and theobromine.  In addition 
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caffeine and a possible combination of caffeine and 
taurine may negatively influence hemodynamic var-
iables, with increase of blood pressure and heart rate 
and increase in stroke volume(56).

About half of college student “ED users” con-
sumed EDs while studying or working on a major 
project(57). Specifically, 51% of college students con-
sume at least one energy drink per month and almost 
a third of students between grades 8 and 12 drink 
them(57). 

More than 70% of ED users were 18 to 22 years 
old and were mostly males (51.8). Working students 
are more likely to drink EDs (OR 1.5). The most of-
ten used combinations were ED containing alcohol 
(65.6%) and ginseng-coffee beverages (71.8%)(58).

Today many case report underline the role of 
energy drinks as trigger for arrhythmias(59,60). In ad-
dition 8 case reports found an association between 
large intakes of EDs and myocardial ischemia, with 
no additional triggers in the majority of cases(61). 
Among 855 documented "energy drink" exposures, 
the Texas poison centers determined outcome sever-
ity and revealed 291 with no/minimal effects, 417 
judged nontoxic or minor/not followed, 64 moderate 
and 4 major effects, and no deaths. Serious compli-
cations included 2 seizures and 1 episode of ven-
tricular tachycardia(62).

Directions for future research
With the increasing popularity of highly caf-

feinated beverage in the young population physicians 
should be aware of the arrhythmogenic potential as-
sociated with consumption and the Food Regulatory 
Agencies need to consider new regulation of these 
products but product specificity is needed to evalu-
ate safety(3, 42). A randomized trial evaluating health 
damages of energy drinks in young people is needed.

In conclusion caffeine at regular dose is not as-
soiated with arrhythmias. On contrary intake of high 
quantity of caffeine (i.e. highly caffeinated bever-
ages) could trigger the development of arrhythmi-
as. Coffee is a very diffuse source of caffeine and 
in several population studies shows to act positively 
on cardiovascular risk factors. The main important 
factor seems to be the dose of caffeine, however we 
cannot exclude that preparation and interaction with 
other food contribute to the final effect on the cardi-
ovascular system. 

References

1)	 O’Keefe JH, Bhatti SK, Patil HR, Di Nicolantonio JJ, 
Lucan SC, Lavie CJ. Effects of habitual coffee con-
sumption on cardiometabolic disease, cardiovascular 
health, and all-cause mortality. J Am Coll Cardiol 2013; 
62: 1043-1051. 

2)	 Mitchell DC, Knight CA, Hockenberry J, Teplansky R, 
Hartman T. Beverage caffeine intakes in the U.S. Food 
Chem Toxicol 2014; 63: 136-142 

3)	 EFSA, Panel on Dietetic Products, Nutrition and Aller-
gies (NDA). Scientific Opinion on the safety of caffeine: 
Safety of caffeine. EFSA Journal 2015; 13(5):4102 

4)	 Mattioli AV. Effects of caffeine and coffee consumption 
on cardiovascular disease and risk factors. Future Cardi-
ology 2007; 3 (2), 203-212 

5)	 Mattioli AV. Link between coffee and atrial fibrillation 
debunked? Expert Rev Cardiovasc Ther 2019; 17(2): 
75-77. doi: 10.1080/14779072.2019.1556096

6)	 Lopez-Garcia E, van Dam RM, Li TY, Rodriguez-Ar-
talejo F, Hu FB. The relationship of coffee consumption 
with mortality. Ann Intern Med 2008; 148: 904-914 

7)	 Clifford MN. Chlorogenic acids and other cinnamates –
nature occurrence and dietary burden. J. Sci. Food Agric 
2019; 79, 362-372. 

8)	 Svilaas A, Sakhi AK, Anderson LF, Svilaas, T. et al. In-
takes of antioxidants in coffee, wine and vegetables and 
correlated with plasma carotenoids in humans. J. Nutr 
2004; 134, 562–567 

9)	 Mattioli AV, Miloro C, Pennella S, Pedrazzi P, Farinetti 
A. Adherence to Mediterranean diet and intake of anti-
oxidants influence spontaneous conversion of atrial fi-
brillation. Nutr Metab Cardiovasc Dis 2013; 23(2):115-
21. doi: 10.1016/j.numecd.2011.03.005

10)	 Higdon, J. V. Frei, B. Coffee and health: a review of 
recent human research. Crit. Rev. Food Sci. Nutr 2006; 
46, 101-123. 

11)	 George, S. E., Ramalakshmi, K., Rao, L. J. M. A per-
ception on health benefits of coffee. Crit. Rev. Food Sci. 
Nutr 2008; 48, 464-486 

12)	 Nasi M, Patrizi G, Pizzi C et al. The role of physical 
activity in individuals with cardiovascular risk fac-
tors: An opinion paper from Italian Society of Car-
diology-Emilia Romagna-Marche and SIC-Sport. J 
Cardiovasc Med 2019; 20(10): 631-639. doi: 10.2459/
JCM.0000000000000855. 

13)	 Mattioli AV, Coppi F, Migaldi M, Scicchitano P, Ciccone 
MM, Farinetti A. Relationship between Mediterranean 
diet and asymptomatic peripheral arterial disease in a 
population of pre-menopausal women. Nutr Metab Car-
diovasc Dis 2017. 27 (11) 985-990. doi: 10.1016/j.num-
ecd.2017.09.011

14)	 Mattioli AV, Ballerini Puviani M, Nasi M, Farinetti A. 
COVID-19 pandemic: the effects of quarantine on cardi-
ovascular risk. Eur J Clin Nutr. 2020 Jun; 74(6): 852-855. 
doi: 10.1038/s41430-020-0646-z. Epub 2020 May 5. 

15)	 Mattioli AV, Sciomer S, Cocchi C, Maffei S, Gallina 
S. “Quarantine during COVID-19 outbreak: chang-
es in Diet and physical activity increase the risk of 
cardiovascular disease”, Nutr Metab Cardiovasc Dis. 
2020 Aug 28; 30(9): 1409-1417. doi: 10.1016/j.num-
ecd.2020.05.020. 



32			   Anna Vittoria Mattioli, Milena Nasi et Al

16)	 Impact of covid-19 on the global coffee sector: the de-
mand side. International Coffee Organization. Coffee 
Break Series, 1; april 2020 Available at http://www.ico.
org/

17)	 Bracale R, Vaccaro CM. Changes in food choice follow-
ing restrictive measures due to Covid-19. Nutr Metab 
Cardiovasc Dis. 2020 Aug 28;30(9):1423-1426. doi: 
10.1016/j.numecd.2020.05.027. Epub 2020 May 30. 

18)	 Hansson A, Madsen-Härdig B, Olsson SB. Arrhyth-
mia-provoking factors and symptoms at the onset of par-
oxysmal atrial fibrillation: a study based on interviews 
with 100 patients seeking hospital assistance. BMC Car-
diovasc Disord 2004; Aug 3;4:13. 

19)	 Jabbar SB, Hanly MG. Fatal caffeine overdose: a case 
report and review of literature. Am J Forensic Med 
Pathol 2013; 34: 321-4

20)	 Donnerstein RL, Zhu D, Samson R, Bender AM, Gold-
berg SJ. Acute effects of caffeine ingestion on signal-av-
eraged electrocardiograms. Am Heart J 1998; 136: 643-
646

21)	 Ammar R, Song JC, Kluger J, White CM. Evaluation of 
electrocardiographic and hemodynamic effects of caf-
feine with acute dosing in healthy volunteers. Pharma-
cotherapy 2001; 21(4): 437-442 

22)	 Caron MF, Song J, Ammar R, Kluger J, White CM. An 
evaluation of the change in electrocardiographic P-wave 
variables after acute caffeine ingestion in normal volun-
teers. J Clin Pharm Ther 2001; 26(2): 145-148. 

23)	 Zuchinali P, Ribeiro PA, Pimentel M, da Rosa PR, 
Zimerman LI, Rohde LE. Effect of caffeine on ventricu-
lar arrhythmia: a systematic review and meta-analysis 
of experimental and clinical studies. Europace. 2016; 
18(2): 257-66. doi: 10.1093/europace/euv261. Epub 
2015 Oct 5.

24)	 Frost L, Vestergaard P. Caffeine and risk of atrial fibril-
lation or flutter: the Danish Diet, Cancer, and Health 
Study. Am J Clin Nutr 2005; 81: 578-82. 

25)	 Mostofsky E, Johansen MB, Lundbye-Christensen 
S, Tjønneland A, Mittleman MA, Overvad K. Risk 
of atrial fibrillation associated with coffee intake: 
Findings from the Danish Diet, Cancer, and Health 
study. Eur J Prev Cardiol. 2016; 23(9): 922-30 doi: 
10.1177/2047487315624524. 

26)	 Wilhelmsen L, Rosengren A, Lappas G. Hospitaliza-
tions for atrial fibrillation in the general male popu-
lation: morbidity and risk factors. J Intern Med 2001; 
250(5): 382-9. 

27)	 Dixit S, Stein PK, Dewland TA, Dukes JW, Vittinghoff 
E, Heckbert SR, Marcus GM. Consumption of Caffein-
ated Products and Cardiac Ectopy. J Am Heart Assoc 
2016; 5(1). doi: 10.1161/JAHA.115.002503.

28)	 Conen D, Chiuve SE, Everett BM, Zhang SM, Buring 
JE, Albert CM. Caffeine consumption and incident atrial 
fibrillation in women. Am J Clin Nutr. 2010; 92(3): 509-
14. doi: 10.3945/ajcn.2010.29627.

29)	 Sciomer S, Moscucci F, Maffei S, Gallina S, Mattioli 
AV. Prevention of cardiovascular risk factors in wom-
en: The lifestyle paradox and stereotypes we need to 
defeat. Eur J Prev Cardiol 2019; 26(6): 609-610. doi: 
10.1177/2047487318810560

30)	 Mattioli AV, Sciomer S, Moscucci F et al. Cardiovascular 
prevention in women: a narrative review from the Italian 
Society of Cardiology working groups on 'Cardiovascu-
lar Prevention, Hypertension and peripheral circulation' 

and on 'Women Disease'. J Cardiovasc Med 2019; 20: 
575-583. doi:10.2459/JCM.0000000000000831.

31)	 Cheng M, Hu Z, Lu X, Huang J, Gu D. Caffeine in-
take and atrial fibrillation incidence: dose response me-
ta-analysis of prospective cohort studies. Can J Cardiol. 
2014; 30: 448-54. 

32)	 Caldeira D, Martins C, Alves LB, Pereira H, Ferreira JJ, 
Costa J.  Caffeine does not increase the risk of atrial 
fibrillation: a systematic review and meta-analysis of 
observational studies. Heart. 2013; 99: 1383-9. 

33)	 Burstein B, Nattel S. Atrial fibrosis: mechanisms and 
clinical relevance in atrial fibrillation. J Am Coll Cardiol 
2008; 51: 802-9. 

34)	 Molloy JW, Calcagno CJ, Williams CD, et al. Associa-
tion of coffee and caffeine consumption with fatty liver 
disease, nonalcoholic steatohepatitis, and degree of he-
patic fibrosis. Hepatology 2012; 55: 429-36. 

35)	 den Uijl DW, Delgado V, Bertini M, et al.Impact of left 
atrial fibrosis and left atrial size on the outcome of cathe-
ter ablation for atrial fibrillation. Heart 2011; 97: 1847-51. 

36)	 Arauz J, Moreno MG, Cortes-Reynosa P, Salazar EP, 
Muriel P. Coffee attenuates fibrosis by decreasing the 
expression of TGF-beta and CTGF in a murine model of 
liver damage. J App l Toxicol 2013; 33 :970-9. 

37)	 Mattioli AV, Migaldi M, Farinetti A. Coffee in hyperten-
sive women with asymptomatic peripheral arterial dis-
ease: A potential nutraceutical effect. J Cardiovasc Med 
2018; 19: 183-85. 

38)	 Mattioli AV, Bonatti S, Melotti R, Mattioli G. Atrial 
stunning, inflammation and nutritional status after car-
dioversion from atrial fibrillation. Int J Cardiol 2008; 
13; 129(3): 344-7 

39)	 Smith E, Fernandez C, Melander O, Ottosson F. Altered 
Acylcarnitine Metabolism Is Associated With an In-
creased Risk of Atrial Fibrillation. J Am Heart Assoc. 
2020 Oct 20:e016737. doi: 10.1161/JAHA.120.016737. 
Epub ahead of print. PMID: 33076748

40)	 Richardson T, Baker J, Thomas PW, Meckes C, Rozk-
ovec A, Kerr D. Randomized control trial investigating 
the influence of coffee on heart rate variability in pa-
tients with ST-segment elevation myocardial infarction. 
QJM 2009; 102(8): 555-561  

41)	 Lemery R, Pecarskie A, Bernick J, Williams K, Wells 
GA. A prospective placebo controlled randomized study 
of caffeine in patients with supraventricular tachycar-
dia undergoing electrophysiologic testing. J Cardiovasc 
Electrophysiol 2015; 26(1): 1-6. 

42)	 Newcombe PF, Renton KW, Rautaharju PM, Spencer 
CA, Montague TJ. High-dose caffeine and cardiac rate 
and rhythm in normal subjects. Chest 1998; 94(1):90-
94. 

43)	 Jabbar SB, Hanly MG. Fatal caffeine overdose: a case 
report and review of literature. Am J Forensic Med 
Pathol 2013; 34(4): 321-324. 

44)	 Mattioli, AV,  Pennella S,  Farinetti A,  Manenti A. Ener-
gy Drinks and atrial fibrillation in young adults. Clinical 
Nutrition 2018; 37: 1073-1074

45)	 Mattioli, AV, Manenti A, Farinetti A. Alcohol mixed 
with energy drinks and arrhythmias. Drug and Alcohol 
Dependence 2018; 185, 421-422.  

46)	 Southward K, Rutherfurd-Markwick KJ, Ali A. The Ef-
fect of Acute Caffeine Ingestion on Endurance Perfor-
mance: A Systematic Review and Meta-Analysis. Sports 
Med 2018; doi: 10.1007/s40279-018-0939-8



The complex relationship between caffeine and arrhythmias			              	 33

47)	 McCusker RR, Goldberger BA, Cone EJ. Caffeine con-
tent of energy drinks, carbonated sodas, and other bev-
erages. Analyt J Toxicol  2006; 30: 112-114. 

48)	 Mattioli AV, Pennella S,  Manenti A,  Farinetti A. Energy 
drink overconsumption can trigger atrial fibrillation. J 
Cardiovasc Med 2016; 17: 902-03 

49)	 Petrelli F, Grappasonni I, Evangelista D, Pompei P, 
Broglia G, et al. Mental and physical effects of energy 
drinks consumption in an Italian young people group: a 
pilot study. J Prev Med Hyg 2018; 59(1): E80-E87. doi: 
10.15167/2421-4248/jpmh2018.59.1.900.  

50)	 Fletcher EA, Lacey CS, Aaron M, Kolasa M, Occiano 
A, Shah SA. Randomized Controlled Trial of High-Vol-
ume Energy Drink Versus Caffeine Consumption on 
ECG and Hemodynamic Parameters. J Am Heart As-
soc. 2017; Apr 26;6(5). pii: e004448. doi: 10.1161/
JAHA.116.004448

51)	 Heckman MA, Sherry K, de Mejia EG. Energy drinks: 
an assessment of their market size, consumer demo-
graphics, ingredient profile, functionality, and regula-
tions in the United States. Compr Rev Food Sci Food 
Saf  2010; 9: 303-17. 

52)	 Emond JA, Gilbert-Diamond D, Tanski SE, Sargent JD. 
Energy drink consumption and the risk of alcohol use 
disorder among a national sample of adolescents and 
young adults. J Pediatr 2014; 165: 1194-2000 

53)	 Mattioli AV, Pennella S,  Manenti A,  Ballerini Puviani 
M,  Farinetti A. Influence of energy drinks on obesity: 
A preliminary experimental study. Progress in Nutrition 
2017; 19: 369-372. 

54)	 Waldron M. Energy Drink Doses Of Caffeine And Tau-
rine Have A Null Or Negative Effect On Sprint Perfor-
mance. J Strength Cond Res. 2017; Oct 23. doi: 10.1519/
JSC.0000000000002299.

55)	 Da Costa Krewer C, Ribeiro EE, Ribeiro EAM, et al. 
Habitual intake of guaraná and metabolic morbidities: 
An epidemiological study of an elderly amazonian 
population. Phytother. Res 2011; 25: 1367-1374. doi: 
10.1002/ptr.3437

56)	 Grasser EK, Miles-Chan JL, Charrière N, Loonam CR, 
Dulloo AG, Montani JP. Energy Drinks and Their Im-
pact on the Cardiovascular System: Potential Mecha-
nisms. Adv Nutr 2016; 15; 7(5):950-60. doi: 10.3945/
an.116.012526

57)	 Malinauskas BM, Aeby VG, Overton RF, Carpenter-Ae-
by T, Barber- Heidal K. A survey of energy drink con-
sumption patterns among college students. Nutr J 2007; 
6: 35. 

58)	 Majori S, Pilati S, Gazzani D, Paiano J, Ferrari S, San-
nino A, Checchin E. Energy drink and ginseng con-
sumption by Italian university students: a cross-section-
al study. J Prev Med Hyg 2018; 59(1):E63-E74. doi: 
10.15167/2421-4248/jpmh2018.59.1.813.

59)	 Di Rocco J, During A, Morelli PJ, Heyden M, Biancan-
iello TA. Atrial fibrillation in healthy adolescents after 
highly caffeinated beverage consumption: two case re-
ports. Journal of medical case reports 2001; 5:18. 

60)	 Osman H, Tabatabai S, Korashy M, et al.  Caffeinated 
Energy Drink Induced ventricular Fibrillation: The Price 
for Overexcitement. Cureus 2019; 11(12): e6358. DOI 
10.7759/cureus.6358

61)	 Lippi G, Cervellin G, Sanchis-Gomar F.  Energy drinks 
and myocardial ischemia: a review of case reports. Car-
diovasc Toxicol 2016; 6:207-12. 

62)	 Borron SW, Watts SH, Herrera J, Larson J, Baeza S, 
Kingston RL. Energy drink exposures reported to Texas 
poison centers: Analysis of adverse incidents in rela-
tion to total sales, 2010-2014. Regul Toxicol Pharmacol 
2018; 21: 97:1-14. doi: 10.1016/j.yrtph.2018.05.008. 
(Epub ahead of print)

–––––––––
Corresponding Author: 
Prof Anna Vittoria Mattioli

Department of Surgical, Medical, Dental and of Morphological 
Sciences related to Transplant
Oncology and Regenerative Medicine 
University of Modena and Reggio Emilia 
Via del pozzo, 71
41100 Modena
Email: annavittoria.mattioli@unimore.it
(Italy)


