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ABSTRACT 

This study is conducted to know the various clinical presentations in chronic atrial fibrillation, to detect 

various aetiologies of chronic atrial fibrillation, to know relation between chronic atrial fibrillation and left 

atrial size. The study involves 120 cases of atrial fibrillation, admitted in Medical wards of Mamata General 

Hospital, Khammam during 2014 September to 2015 August. Sixty cases are examined in detail with special 

reference to cardiovascular system. 120 cases of chronic atrial fibrillation (AF) are studied in detail.  Chronic 

AF due to rheumatic aetiology is more common in younger age group while that due to other causes like 

hypertension (HTN) and ischemic heart disease (IHD) common in older age. Females are more commonly 

affected than males. Rheumatic heart disease(RHD) is the commonest cause followed by IHD & HTN. 

congestive cardiac failure(CCF) , angina and embolic stroke are common complications. Most of the cases of 

chronic AF are associated with large left atrial size(>4cms). 
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Introduction 

Atrial fibrillation is the most common sustained 

cardiac rhythm disturbance increasing in 

prevalence with age. ECG demonstrates rapid 

fibrillatory waves with changing morphology and 

ventricular rhythm that is irregularly irregular
1. 

The overall prevalence of AF in general 

population is estimated to be 0.4% to 1%
2.

 The 

incidence of AF is 0.1% per year in the population 

below forty years and this increase to 2% in those 

over 80 years
3.

The incidence and prevalence of 

atrial fibrillation increases exponentially with 

aging
4.

 The adjusted incidence and prevalence of 

AF is roughly double for each advancing decade 

of life
5,6,7

. Atrial fibrillation is a supraventricular 

tachyarrhythmia characterized by uncoordinated 

atrial activation with consequent deterioration of 

atrial mechanical function. On the electrocardio-

gram (ECG) AF is characterized by the 

replacement of consistent p waves by rapid  

fibrillatory waves that vary in amplitude, shape 

and timing, associated with an irregular rapid 
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ventricular response when atrioventricular 

conduction is intact
1.
 

 

Materials and Methods 

The study involves 120 cases of atrial fibrillation, 

admitted in Medical wards of Mamata General 

Hospital, Khammam. All cases are examined in 

detail with special reference to cardiovascular 

system. Other systems were also examined in 

detail, whenever it was found necessary. In each 

case, history of present and past illness was 

carefully inquired into so as to obtain a complete 

historical background of case. Investigations like 

urine examination, complete Blood counts, 

Erythrocyte sedimentation rate, Blood urea, 

Serum creatinine, random Blood sugar, serum 

electrolytes, chest X-ray, electrocardiogram and 

echocardiography have been carried out. Blood 

for culture and sensitivity, CT Scan of Brain and 

Thyroid function tests were done whenever 

necessary. Echocardiography was done to know 

about the valvular lesions, mitral valve area 

(MVA) and enlargement of chambers particularly 

the left atrium size. Atrial fibrillation is diagnosed 

using 12 lead Electrocardiogram. On the surface 

ECG,P waves are absent and are replaced by rapid 

fibrillatory waves “f” that vary in size, shape and 

timing leading to irregular ventricular response. 

This study includes only chronic AF(persistent 

and permanent)
8,9

. New Onset / Acute AFis 

excluded from the study. 

 

Results A Clinical study of 120 cases of chronic AF 

Table 1 showing Age and sex distribution   

Age 

Group 

Male Female Total Percentage 

0-10 - - - - 

11-20 4 2 6 5% 

21-30 6 8 14 11.67% 

31-40 2 20 22 18.33% 

41-50 18 18 36 30% 

51-60 16 8 24 20% 

61-70 4 4 8 6.67% 

71-80 4 4 8 6.67% 

>80 - 2 2 1.67% 

 

Out of 120 cases studied 66 were females and 54 were males, showing female predominance. Age range is 

from 15 years to 90 years. 

 

Table 2  showing Clinical presentation in 120 cases of chronic AF 

 

Complaint No. of patients Percentage 

1. Dyspnoea 100 83.33 

2. Palpitations 62 51.67 

3. Pedal edema 32 26.67 

4. Chest pain 36 3 

5. Haemoptysis 2 1.67 

6. Paralysis 16 13.33 

 

In this study the main complaints are dyspnoea, palpitations, pedal edema, chest pain, haemoptysis and 

weakness of limbs. The duration of symptoms ranged from 15 days to 20 years. Shorter duration was 

noticed in cases of Ischemic Heart Disease (IHD) and longer duration in Rheumatic Heart disease (RHD). 

Aetiological incidence: In this study aetiology has been established by history, clinical examination, ECG, 

CXR and Echocardiography.  
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Table 3 showing aetiological incidence in 120 cases of AF  according to sex distribution 

Sl No Disease Total 

(Percentage) 

Male Female 

1 RHD 88(73.3) 32 56 

2 IHD 14(11.67) 10 4 

3 HTN 6(5) 4 2 

4 DCM 6(5) 4 2 

5 CHD 4(3.33) 2 2 

6 COPD 2(1.67) 2 - 

In this study RHD (73.33%) is the most common cause followed by IHD (11.67%) and Hypertension (HTN) 

(5%). Female predominance is seen in RHD and male predominance is seen in IHD. 

 

Table 4 showing age, sex incidence according to aetiology: Female group 

Age Group RHD IHD HTN DCM CHD COPD 

11-20 - - - - 2 - 

21-30 8 - - - - - 

31-40 22 - - - - - 

41-50 16 - - - - - 

51-60 6 - - 2 - - 

61-70 4 - - - - - 

71-80 - 4 - - - - 

>80   2    

 

 Table 5-Male Group 

Age Group RHD IHD HTN DCM CHD COPD 

11-20 4 - - - - - 

21-30 8 - - - - - 

31-40 2 - - - - - 

41-50 10 2 - 2 2 2 

51-60 8 6 - 2 - - 

61-70 - 2 - - - - 

71-80 - - 4 - - - 

>80 -      

The above table shows that AF commonly presented in 21-50 years age group. Rheumatic aetiology is most 

commonly seen below 50 years and IHD & Hypertensive heart disease commonly seen above 50 years, 

 

Table 6 showing (different) valvular affection in RHDwith  AF (88cases) 

Value No. of Patients Percentage 

1. MS 30 34.09 

2. MR 8 9.09 

3. MS + MR 28 31.81 

4. MS + MR + AR 6 6.81 

5. MS + AR 8 9.09 

6. MR + AR - - 

7. MS + MR + AS 2 2.27 

8. MR + AS + AR - - 

9. MS + MR + AR + AS 6 6.81 

Table 6 shows Mitral Stenosis(MS) is the commonest lesion. Out of 88 cases, 80 cases have MS.Only MS 

cases are 30 (34.09%), only Mitral Regurgitation(MR) are 8 (9.09%) cases. Other common valvular lesions 

are MS + MR 28 (31.81%).  
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Table7 showing Mitral Valve Area(MVA) in RHD associated with Mitral Stenosis (MS).(80 cases) 

MVA No. of patients Percentage 

Upto 1 Sq. cms 52 65 

1.1 – 2 Sq. cms 24 30 

>2 Sq. cms 4 5 

 

In this study, MVA ranges from 0.6 to 2.1 Sq. cms.Most of the cases have MVA <1 Sq. cms 

(Severe).Isolated MS have less MVA when compared to othervalvular lesions. 

 

Table 8 shows Left Atrium (L.A). size 120 cases 

L.A. size No. of patients Percentage 

<4 cms 12 10 

4 – 5 cms 74 61.67 

>5 cms 34 28.33 

 

In this study LA Size ranges from 3 cms to 6.8 cms.Most of the cases have LA size between 4 – 5 cms 

(61.67%).Large LA is commonly associated with Regurgitantvalvular lesions (MR-6.8cn). 

 

Table 9 showing LA size in different Valvular lesions with chronic AF: 

Valvular lesion No. of patients with L.A. size 

 <4 cm 4 – 5 cm >5 cm 

1. MS 6 16 8 

2. MR - 4 4 

3. MS + MR - 20 8 

4. MS + MR + AR - 2 4 

5. MS + AR - 4 4 

6. MR + MR - - - 

7. MS + MR + AS - - - 

8. MS + AS + AR - - - 

9. MS + MR + AR + AS - 2 2 

 

Most of the valvular lesions have LA size between 4 to 5 cms. Large LA size of 6.8 cms is seen in Mitral 

Regurgitation.  

 

Table 10 showing LA sizes in Chronic AF according to aetiology 

Aetiology L.A. Size 

 <4 cm 4 – 5 cm >5 cm 

1. Valvular lesions 6 50 32 

2. IHD 4 10 - 

3. HTN - 6 - 

4. DCM - 4 2 

5. COPD - 2 - 

6. CHD 2 2 - 

Valvular lesions are associated with large LA size. Most of the cases with chronic atrial fibrillation are 

associated with LA size greater than 4 cms. 

Clots in cardiac chambers L.A. / L.V. In this study, out of 120 cases 6 cases have clots. Out of 6 cases, 4 

cases are of Rheumatic aetiology and the clots are present in Left atrium. One presented with embolic 

stroke. The other 2 cases  are Ebstein’s Anomaly and the clot was present in Right atrium.  
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Table 11 showing complications in 60 cases of AF 

Complications No. of Patients Percentage 

1. CCF 48 40 

2. Angina 16 13.33 

3. Embolic stroke 16 13.33 

4. Haemoptysis 2 1.6 

5. Infective endocarditis 2 1.6 

CCF is the most common (40%) complication encountered. The incidence of stroke is also high 

(13.33%).Infective Endocarditis is seen in 2 cases.  

 

Discussion 

Age and sex distribution: In present study atrial 

fibrillation is seen more in the age group below 50 

years (21 – 50 years).According to Paul Wood and 

Lip Gy, Golding DJ
10

 majority of people had AF 

after the age of 50 years. These differences are 

because of differences in aetiology. In the present 

study RHD is more common but in their study 

HTN and IHD were common. In present study the 

sex ratio of female to male is 1.22 : 1. According 

to Lok NS, Lau CP
11

, the ratio is 1.8 : 1. In both 

studies female predominance is there. Few other 

studies showed male predominace
12,13,14

. 

Clinical presentation: In present study Dyspnoea 

(83.3%) and palpitations (51.65%) are most 

common presentations. Stroke is seen in 13.33% 

of cases. The symptoms are of longer duration in 

rheumatic aetiology and shorter duration in other 

causes. In Lok NS, Lau CP
11

study dyspnoea 

(38.1%) and palpitations (42.3%) were the most 

common presentations. Rheumatic heart disease is 

the commonest cause of chronic AF in our country 

where as in west Ischemic heart disease and 

Hypertension is the commonest cause. 

Valvular affection in RHD with AF :In the present 

study of AF, RHD is seen in 34.09%  of patients 

with isolated MS, 9.09% of patients with isolated 

MR. Combined lesions are seen in 31.81% with 

MS+MR , 6.81% with MS+MR+AR and 9.01% 

with MS+AR. In Diker et al
15

study, 29% of 

patients with isolated MS and 16% of isolated MR 

were seen. In our study combination of these 

lesions are common. 

MVA in RHD associated with MS: In present 

study MVA ranges from 0.6 to 2.1sq.cms.Most of 

the cases of AF are associated with MVA less  

than 1sq.cms (severe). Isolated MS have less 

MVA when compared to other valvular lesions. 

Left atrial size:In this study left atrial size ranges 

from 3cm to 6.8cm. In most of the cases LA size 

is between 4 to 5 cm (56.67%). 

Clots in cardiac chambers: In this study out of 120 

cases, 6 cases (5%) have clots .Out of 6 cases, 4 

cases are of rheumatic aetiology and the clots are 

present in left atrium. 2 cases presented with 

embolic stroke. The other cases are ebsteinsano-

maly and the clot is present in right atrium. 

Complications: In this study CCF (40%) is most 

common complication followed by angina 

(13.33%) & stroke (13.33%). Other major 

complications are haemoptysis (1.67%) and 

infective endocarditis (1.67%).In stroke patient’s 

14 out of 16 cases are of rheumatic aetiology. The 

other cases dilated cardiomyopathy. In Lip 

GyGodlging DJ
8
 study the common complications 

are CCF(30.6%) & stroke 18%. 

 

Conclusion 

120 cases of chronic AF studied in detail 

1. Chronic AF due to rheumatic aetiology is 

more common in younger age group while 

that due to other causes like HTN & IHD 

common in older age. 

2. Females are more commonly affected than 

males. 

3. RHD is the commonest cause followed by 

IHD & HTN. 

4. CCF, angina and embolic stroke are 

common complications. 

5. Most of the cases of chronic AF are 

associated with large left atrial size 

(>4cms). 
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