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Abstract:  

Introduction: Atrial fibrillation is the most commonly encountered arrhythmia in clinical practice. Atrial fibrillation occurs in 

association with a verity of disease states. A particularly strong association is found in patients of mitral value disease with the 

onset of this arrhythmia often precipitating and exacerbating the symptoms and signs of congestive heart failure. The present 

work was planned to study incidence of valve involvement in rheumatoid heart disease cases.  

Materials and Methods: All the patients underwent a chest X-ray and trans-thoracic echocardiographic (TTE) examination. 

Thyroid function tests were done if indicated. Ecology of AF was ascertained from the collected data.In 18 patients of AF 

transesophageal echocardiography (TEE) was done. 10 cases with severe MS underwent. LAA function and flow pattern studies. 

Results: In the present study, multivalular RHD was the most common finding observed in 49 cases (45.80%). Mitral valve 

involvement was observed in 57 cases (53.26%) and aortic valve in 1 case (0.93%). Isolated MS was observed 30 (28.04%) 

cases, MS with MR in 24 cases (22.42%) and isolated MR in 3 cases (2.8%) 

Conclusion: From present study it is concluded that mitral stenosis is most important in association of rheumatoid heart disease 

cases.   
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Introduction:  

Atrial fibrillation is the most commonly encountered 

arrhythmia in clinical practice.1 Atrial fibrillation 

occurs in association with a verity of disease states. A 

particularly strong association is found in patients of 

mitral value disease with the onset of this arrhythmia 

often precipitating and exacerbating the symptoms 

and signs of congestive heart failure.2 AF is usually 

precipitated by underlying cardiac or noncardiac 

disease. Non-cardiac conditions associated with AF 

include hyperthyroidism, diabetes, alcohol, use of 

cholinergic drugs, pulmonary disease, exercise, 

emotional stress, fever, electrocution, hypothermia 

and trauma.3 

Hypertension, congestive heart failure 

rheumatic and non rheumatic valvular diseases are all 

associated with a higher incidence of AF.4 In the 

Framingham Study, heart failure, myocardial 

infarction and rheumatic heart disease were the most 

common precursors of AF. AF also commonly 

follows cardiac surgery and acute myocardial 

infarction and may be self-limiting.4Left atrial 

enlargement is strongly correlated with increased 

incidence of AF as is mitral valve calcification in 

patients over 60 years of age.5The embolic events 

associated with AF may occur at the onset of the 

arrhythmia or shortly following conversion from AF 

to sinus rhythm. The incidence of embolic 

cerebrovascular accidents is reported to be as much 

as seventeen times greater than in unaffected 

controls. 6 The present work was planned to study 

incidence of valve involvement in rheumatoid heart 

disease cases.  
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Material and methods:  

The present prospective study was conducted at 

Government Medical College and Hospital, 

Aurangabad between January 2003 to August 2005. 

The cases sample collection was done by simple 

random sampling. The sample size was determined 

with the help of statistician.  The present work was 

completed as part of dissertation work.  

Patients of atrial fibrillation diagnosed on ECG were 

included in the study. AF was diagnosed as per the 

following ECG criteria (6) 

• Presence of fibrillatory (f) waves 

• ‘P’ waves not distinguished 

• Variable RR interval 

The History and findings on clinical examination 

were recorded in all the patients as per proforma. 

The patients not willing were excluded from present 

study. The written consent was obtained.  

All the patients underwent a chest X-ray and trans-

thoracic echocardiographic (TTE) examination. 

Thyroid function tests were done if indicated. 

Ecology of AF was ascertained from the collected 

data.In 18 patients of AF transesophageal 

echocardiography (TEE) was done. 10 cases with 

severe MS underwent. LAA function and flow 

pattern studies. The LAA functions and the flow 

patients were also studied in 10 cases of severe MS in 

sinus rhythm. 

 

 

Observations and Results:  

In our present study the nature of valve involvement was studied in 107 cases of RHD with AF . 

Table 1) SHOWING VALVULAR LESION IN 107 CASES OF RHD STUDIED 

Lesion No. of cases Percentage  

Mitral valve 57 53.26 

Multivalvular lesion 49 45.80 

MS 30 28.04 

MS+MR 24 22.42 

MR 03 2.80 

Aortic valve lesion 01 0.93 

 

In the present study, multivalular RHD was the most common finding observed in 49 cases (45.80%). Mitral valve 

involvement was observed in 57 cases (53.26%) and aortic valve in 1 case (0.93%). Isolated MS was observed 30 

(28.04%) cases, MS with MR in 24 cases (22.42%) and isolated MR in 3 cases (2.8%) 
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Table 2) Showing LA size in different etiologies of AF in the studied population (n=150) 

 

Etiology 

No. of 

cases 

LA size in mm 

Range Mean LA size 

RHD 107 31.20-93.00 54.7+12.04 

IHD 25 19.20-59.50 41.4+7.95 

Lone AF 04 23.10-36.40 30.15+ 6.28 

Hypertension 03 30.30-36.80 33.66 +3.25 

Pericardial disease 03 35.30-48.00 41.13+ 6.41 

Thyrotoxicosis 02 30.30-3.60 30.45+ 0.21 

Cardiomyopathy 02 40.40-65.30 52.85+ 17.60 

Congenital heart 

disease 

02 38.00-48.70 43.35+ 7.56 

Alcohol 01  36.00 

Sick sinus syndrome 01  42.90 

 

Mean LA size >40 mm was observed in patients of AF having RHD (54.7+12.04mm), cardiomyopathy (52.85+ 

17.60mm), congential heart disease (43.35+ 7.56), Sick sinus syndrome (42.90) IHD (41.4+7.95mm), Pericardial 

disease (41.13+ 6.41mm).Mean LA size was normal in atrial fibrillation when underlying etiology was alcohol 

(36.00mm) hypertension (33.66 +3.25mm), Thyrotoxicosis (30.45+ 0.2mm), and lone AF (30.15+ 6.28mm). 

 

Table 3) Showing LA size in different valvular Rheumatic Heart Disease cases 

 

Lesion 

LA size in mm 

Range Mean LA size 

Mitral valve 38.00-93.00 55.02+10.61 

Multivalvular  34.60-87.50 55.47+10.30 

MS 41.50-75.40 53.55+9.27 

MR 44.10-57.60 49.16+7.57 

MS+MR 38.00-93.00 57.61+14.68 

Aortic valve lesion 31.20 31.20 

 

Maximum mean LA size of 57.61+14.68mm was observed in combined mitral valve disease followed by LA size of 

55.47+10.30mm in multivalvular disease. Patients with MS had a mean LA size of 53.55+9.27mm while it was 

49.16+7.57mm in patients of MR. an isolated patient with aortic valve disease had a LA size of 31.20mm 

Mean of LA size was studied in patients with mitral stenosis of different severitives. 
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Table 5) Showing LA size in patients of AF with isolated MS 

   Mitral valve 

area                                                                                    

LA size in mm No. of 

patients 

(n=30) 

Range Mean 

 <1 41.50-75.40  52.20+1.29 17 

1-1.5 41.80-72.00 52.12+9.31 9 

>1.5 53.00-62.00 56.57+4.17 4 

 

Mean LA size was 52.20+1.29mm in patient with MVA< 1cm2, 52.12+9.31mm in patient with MVA 1-1.15cm2, 

and 56.57+4.17 mm in patients with MVA>1.5cm2. 

 

Discussion: Atrial fibrillation (AF) is the most 

commonly encountered arrhythmia in clinical 

practice.1 It frequently accompanies common 

conditions such as hyeprtension (HT), congestive 

heart failure (CHF), and valvular or ischaemic heart 

disease (IHD. Importantly, AF is associated with 

significant mortality and morbidity, particularly from 

thromboembolic stroke. In addition, AF may be 

associated with reduced functional capacity and 

impaired cardiac performance. Echocardiography has 

important role in the assessment of cardiac structure, 

function and in guiding the management of AF.8 

Out of 150 cases of AF, RHD was present in 107 

(71.33%) cases. Multivalvular involvement was the 

most common lesion observed in 49 cases (45.8%). 

Mitral valve involvement was seen in 57 cases 

(53.26%) and aortic valve involvement was seen in 1 

case (0.93%).There were 30 case (28.04%) with MS, 

24 cases (22.42%) with MS and MR while MR was 

observed in 3 cases (2.80%). 

Myler and Sander (1968) reported 1% rate of AF in 

aortic valvular disease, while Diker et al (1996) 

detected a rate of <5% in isolated and combined 

lesions of the aortic value. Kumar et al (2002) found 

RHD with MS in 10% patients, multivalvular in 20% 

patients with MS as dominant lesion. AR in 10% AS 

in 2% TR in 17% and PR in 12% patients of 

AF.9This work is based on incidences of valvular 

lesions in rheumatoid heart diseases. In future newer 

assessment techniques like data mining techniques , 

robotics application etc. will be more helpful in 

assessment, prediction in healthcare sector.10,11 

Applications of technology tools in medical practice 

will be really helpful to patients. Ease and pain 

releaving techniques increases moral in patients and 

decreases mortality rate.12 

Conclusion:  

From present study it is concluded that mitral 

stenosis is most important in association of 

rheumatoid heart disease cases.   

Abbreviations used:  

MS : Mitral stenosis  

LVF: Left ventricular failure 

MI : Myocardical infarction  
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