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ABSTRACT

BACKGROUND: Atrial fibrillation is the most common sustained arrhythmia in clinical practice. In India, rheumatic heart disease is the
commonest cause of atrial fibrillation, but in western countries it is the rarest cause of atrial fibrillation. This study was conducted to find out the
etiological and clinical profile of patients with atrial fibrillation.

MATERIAL AND METHODS: 100 cases of atrial fibrillation admitted in cardiology and general medicine OPD and IPD over a period of one
year were enrolled for the study. Detailed history and clinical examination were carried out.

RESULTS: out of 100 patients of atrial fibrillation 43 were male and 57 were female. Female to male ratio is 1:1.3. Majority of the patients were
aged between 51 to 60 years. Rheumatic heart disease (43%) was found to be the most common cause. Palpitation (32%) was the most common
presenting complaint. Among 43 patients with Rheumatic heart disease 13 were male and 30 were female.

CONCLUSION: In our study rheumatic heart disease was found to be the most common cause of atrial fibrillation followed by dilated
cardiomyopathy. Females were more affected as compared to males.
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INTRODUCTION

Atrial fibrillation is the most common sustained arrhythmia in day to
day clinical practice. It is associated with substantial morbidity and
mortality. It is characterized by uncoordinated atrial activation with
consequent loss of atrial mechanical function. ECG show rapid
fibrillatory waves with varying morphology and ventricular thythm
that is ilrregularly irregular with possibly changing QRS morphology
aswell.

Clinically, it is recognized by irregularly irregular pulse with rates
varying from normal to 200 beats per minute and pulse deficit of more
than 10 beats per minute. Absence of P wave with irregular rhythm is
the hallmark of atrial fibrillation.

Atrial fibrillation has been classified*’by American Heart Association/
American college of cardiology/ European Society of cardiologyinto
first detected episode recurrent (2 or more episodes), paroxysmal
(terminates within 7 days), persistent (persist more than 7 days) and
permanent (sustained for more than one year or has failed
cardioversion).

Cardiac comorbidities that are associated with atrial fibrillation
includes hypertension, coronary artery disease (CAD), valvular heart
disease (VHD), congestive heart failure (CHF), cardiomyopathy,
pericarditis, congenital heart disease (CHD) and cardiac surgery™.
Non cardiac comorbidities are acute pulmonary embolism, chronic
obstructive pulmonary disease (COPD), obstructive sleep apnea,
hyperthyroidism and obesity.*’

The life time risk of developing AF is approximately 25%, and it
mainly affects older persons.’Theoverall prevalence of AF in general
population is estimated to be 0.4% to 1%. "The incidence of AF is 0.1%
per year in the population below 40 years and increases to 2% in those
over 80 years."The incidence and prevalence of atrial fibrillation
increase exponentially with age." Men have an approximately 50%
higher incidence than women."

Cerebrovascular complications are further important cause of
functional limitation of such patients.""*

Although various studies have been conducted worldwide but limited
data is available. Hence this study was undertaken with the aim to find
out the clinical and etiological profile of atrial fibrillation patients in
tertiary care hospital.

MATERIALAND METHODS
This observational hospital based study was carried out in Department

of General medicine and Cardiology in SRMS IMS Bareilly from 1st
January 2016 to 31st December 2017 after taking ethical clearance
from the institution.

Clinical history and examination was done in detail where it was found
necessary. History of past illness was also taken. Routine
investigations along with electrocardiography and echocardiography
was done in all the patients.

RESULTS

TABLE 1: Sex distribution in Atrial Fibrillation

100 cases were taken in this study. Out of 100 cases 43 were male, 57
were female. Male to female ratio was 0.75: 1.

Sex Number of subjects (n) |Percentage (%)
MALE 43 43%
FEMALE 57 57%

TABLE 2: Age distribution of Atrial Fibrillation patients

In this study patients were in between 18 years to 89 years with mean of
52.4 +_ 5.2 years. The maximum number of cases (32%) found
between 51- 60 years of age.

Age Number of subjects (n) |Percentage (%)
16-20 5 5%

21-30 7 7%

31-40 15 15%

41-50 18 18%

51-60 32 32%

61-70 8 8%

71-80 7 7%

>80 8 8%

TABLE 3: Clinical profile of Atrial Fibrillation patients

The main presenting complaints were palpitation (32%), dyspnea
(18%), chest pain (12%), loss of consciousness (18%) and
hypertension (12%). 8% of cases were asymptomatic.

Symptoms Number of subjects (n)| Percentage (%)
PALPITATION 32 32%
DYSPNEA 18 18%

CHEST PAIN 12 12%

LOSS OF CONCIOUSNESS]| 18 18%
HYPOTENSION 12 12%
ASYMPTOMATIC 8 8%
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TABLE 4: Etiological profile of patients with Atrila Fibrillation

Valvular heart disease was found in 43% of cases and non- structural
heart disease were found in 12% cases.

Etiology Number of Percentage
subjects (n) (%)

VALVULAR HEART DISEASE [43 43%

DILATED CARDIOMYOPATHY |23 23%

IHD 14 14%

HTN 8 8%

COPD 5 5%

THYROTOXICOSIS 3 3%

LONE AF 4 4%

TABLE 5: Type of Atrial Fibrillation

Regarding the type of AF persistent AF was the most common (34%) in
our study, followed by permanent(24%), first detected episode (20%),
recurrent (12%), and paroxysmal (10%).

Type of AF Number of Percentage (%)
subjects (n)

First detected episode of AF |20 20

Recurrent episode 12 12

Paroxysmal AF 10 10

Persistent AF 34 34
PERMANENT AF 24 24
DISCUSSION

In our study AF was more common in the age group of 51- 60 years of
age. Our study is supported by Lip Gy, Golding DJ in which majority of
peoplefibrillated after age of 50 years.

In the present study sex ratio of female to male is 0.75:1. AF with
valvular heart disease being more frequent among women than men
which was similar to studies done by Lok NS, Lau CP in which the ratio
was 1.8:1."

In the present study palpitations (32%) was the most common
presenting complaint followed by dyspnea (18%) and chest pain
(12%). In the study by Lok LS, Lau CP dyspnea was seen in (38.1%)
and palpitation (42.3%) which was similar to our study results.’In the
study by Tischler et al he reported palpitation in 33% of patients which
is similar to our study.”

In our study valvular heart disease was the most common cause
followed by dilated cardiomyopathy, IHD, HTN, COPD,
thyrotoxicosis, lone AF.Our study is supported by Davis et al, Singh et
al, Kumar et al, Timane et al, Levey et al in which valvular heart disease
was the most common cause of AF."™"**"*

CONCLUSION

In our study palpitation was the commonest presenting complaint in
atrial fibrillation. Our AF cases were elderly with female
predominance. Persistent and permanent were the most common type
of AF seen in patients of our study. Valvular heart disease,
cardiomyopathy, IHD, HTN, COPD are the potential risk factors for
atrial fibrillation.
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