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ABSTRACT 

Background:  

Atrial fibrillation (AF) is the most common clinical arrhythmia worldwide and is expected to 

increase in the coming decades. It currently affects up to 3 % of Western populations aged 20 

years or older, and the number of affected individuals in the EU will increase from about 7 

million to almost 13 million by 2030. This growing epidemic is not only caused by the natural 

ageing of the population, but also by the accumulation of chronic cardiovascular diseases and 

risk factors, and thus at least in part is caused by inadequate lifestyle. AF is a chronic condition 

and is independently associated with increased morbidity and mortality, including ischaemic 

stroke, dementia, cognitive dysfunction, heart failure (HF), MI and all-cause mortality.              

Aim & Objective:1. To study Echocardiography finding in atrial fibrillation.2. To study various 

risk factors of atrial fibrillation.3. To study clinical profile of atrial fibrillation. Methods: Study 

design:  Prospective Observational Study.  Study setting:  Cardiology department of tertiary 

care centre. Study duration: from January 2016 to December 2016 Study population: The 

study population included all the cases with Atrial fibrillation admitted at a tertiary care center. 

Sample size: 100 Results: majority of cases were found in above 60 years group 34 (34%) 

followed by 46-60 years group 30 cases, 24 and 12 cases were found in 31-45 and 18-30 years 

age group respectively. majority of study participants were Males contributing 65 (65%) and 

Females 35 (35%). majority of cases had a history of Hypertension 86, followed by Smoking 

were present in 40 cases, Alcohol history reported by 37 cases, 23 cases were found with DM, 

Rheumatic heart disease in 17 cases and metabolic syndrome found in 15 cases. Ejection 

Fraction (EF) was found to be more than 44% in 72 cases (72%) and less than 44% in 28 cases 

(28%) as evaluated in the study. Left ventricular hypertrophy (LVH) was seen in 58 cases. 

Diastolic Dysfunction was seen in 24 cases (24%) out of 100. Regional wall motion 

abnormalities (RWMA) were present in 15 cases and LA (left atrial) clot was seen in 3 cases 
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(3%) and that too in cases of Valvular AF. majority of cases had a complaint of Dyspnea 76, 

followed by Palpitations in 67 cases, pedal edema were found in 35 cases, 17 cases complained 

chest pain and 8 cases were asymptomatic and diagnosed during other diseases investigations. 

majority of cases Discharged after treatment 65, followed by 27 cases DAMA and 8 cases Death 

during treatment. Conclusions:  Majority of cases were found in above 60 years group. Most of 

study participants were Males. Most common Risk factors were Hypertension. Majority of cases 

presented with Ejection Fraction (EF) was found to be more than 44%.The integrated use of 

echocardiography will be an important component in the optimal management of the looming 

AF epidemic 

Keywords: Echocardiography, HHD, Atrial Fibrillation , Ejection Fraction 

    

INTRODUCTION: 

Atrial fibrillation (AF) is the most common clinical arrhythmia worldwide and is expected to 

increase in the coming decades.
1,2

 It currently affects up to 3 % of Western  populations aged 20 

years or older, and the number of affected individuals in the  EU will increase from about 7 

million to almost 13 million by 2030.
3–5

  

This growing epidemic is not only caused by the natural ageing of the population, but also by the 

accumulation of chronic cardiovascular diseases and risk factors, and thus at least in part is 

caused by inadequate lifestyle.
5–7

 

AF is a chronic condition and is independently associated with increased morbidity and 

mortality, including ischaemic stroke, dementia, cognitive dysfunction, heart failure (HF), MI 

and all-cause mortality.
8–14

  

Stroke and HF can even be the first manifestation of AF. Although AF can be completely 

asymptomatic, about two-thirds of patients experience at least intermittent symptoms, which can 

be disabling and markedly impair health-related quality of life.
15,16 

 AF-related symptoms and complications, as well as underlying cardiovascular diseases, lead to 

unplanned hospital admissions in a substantial number of patients every year.
17,18

 Therefore, it is 

not surprising that inpatient AF care accounts for more than two-thirds of the annual direct costs 

of AF and is the major cost driver.
19–21

 

 

AIM AND OBJECTIVE 

OBJECTIVE: 

1. To study Echocardiography finding in atrial fibrillation 

2. To study various risk factors of atrial fibrillation 

3. To study clinical profile of atrial fibrillation 

 

MATERIAL AND METHODS 

Study design:  Prospective Study.    

Study setting:  Cardiology department of tertiary care centre 

Study duration: from January 2016 to December 2016 
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Study population: The study population included all the cases with Atrial fibrillation admitted 

at a tertiary care center 

Inclusion criteria: 

Clinically and electrocardiographically proven all cases  of atrial fibrillation 

Admitted in ward and ICCU of Department of Medicine in tertiary care center 

Exclusion criteria:  

Not willing to participate in the study 

Loss to follow up 

Approval for the study: 

Written approval from Institutional Ethics committee was obtained beforehand. Written approval 

of Cardiology and Related department was obtained. After obtaining informed verbal consent 

from all patients with the definitive diagnosis of Atrial fibrillation admitted to Medicine ward of 

tertiary care centre such cases were included in the study.  

Sample Size:  With reference to study by Mohan G et al (2017)
 23

 He found that the CHA2DS2-

VASc score of more than 2 was seen in 86% of the patients  

Formula for sample size = 4* P* Q / L2  

 

Where P = 86%  

Q = 100 -86 = 14 

 L = Allowable error = 10% (Absolute error)  

 

 Sample size = 4 * 86 * 14 / 70.56=68.25 

 

Sample size Rounded to = 100  

Sampling technique: 

Convenient sampling technique used for data collection.  All patients admitted in the Medicine 

department of tertiary care center from Jan 2020 to Dec 2021 with Atrial fibrillation were 

included in the study. 

Methods of Data Collection and Questionnaire: Predesigned and pretested questionnaire was 

used to record the necessary information. Questionnaires included general information, such as 

age, sex, religion, occupation of parents, residential address, and date of admission. Medical 

history- chief complain, past history, general examination, systemic examination 

Data on demographic profile of Atrial fibrillation patient, investigation, personal history, medical 

past history, treatment modalities, and clinical outcome data collected from patients admitted in 

medicine ward. 

All the procedures and investigations conducted under direct guidance and supervision of pg 

guide. Proforma of Atrial fibrillation notes maintained.  

Screening procedure: 

With the written informed consent, a detailed history was taken, and a physical examination was 

done. Twelve-lead electrocardiography (ECG) was taken and transthoracic echocardiography 
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with GE. Vivid seven was done to look for left atrium (LA) size, LVEF, and left ventricular wall 

thickness assessed in the parasternal long-axis view. The LA dimension of more than 40mm was 

considered dilated. 

The septal and posterior left ventricular wall was measured and considered abnormal if ≥10mm 

in females and ≥11mm in males. The LV function was calculated by M-mode or Simpson's 

method and was considered abnormal if below 55 percent; however severe LV systolic 

dysfunction was considered if LVEF was less than 30 percent. The valvular morphology, 

stenotic or regurgitant lesions, clots or any other defects were also noted. 

Data entry and analysis: 

The data were entered in Microsoft Excel and data analysis was done by using SPSS demo 

version no 21 for windows. The analysis was performed by using percentages in frequency tables 

and correlation of Atrial Fibrillation. p<0.05 was considered as level of significance using the 

Chi-square test  

 

Results and observations 

The present Cross sectional study was done among 100 Atrial Fibrillation cases admitted to 

tertiary care centre during study period. 

 

Table No. 1: Distribution of cases according to age (N=100) 

Age in years Frequency Percentage 

18-30 12 12% 

31-45 24 24% 

46- 60 30 30% 

>60 34 34% 

Total 100 100 (100%) 

Above table shows that majority of cases were found in above 60 years group 34 (34%) followed 

by 46-60 years group 30 cases , 24 and 12 cases were found in 31-45 and 18-30 years age group 

respectively. 

 

Table No.2: Distribution of cases as per sex (N=100) 

Gender Frequency Percentage 

Male 65 65% 

Female 35 35% 

Total 100 100 (100%) 

Above table shows that majority of study participants were Males contributing 65 (65%) and 

Females 35 (35%) 
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Table No. 3: Distribution of cases according to Risk factors (N=100) 

Risk factors Frequency Percentage 

Hypertension  86 86% 

Diabetes mellitus 23 23% 

Alcohol 37 37% 

Smoking 40 40% 

Rheumatic heart Disease 17 17% 

Metabolic syndrome 15 15% 

The above table shows majority of cases had a history of Hypertension 86, followed by Smoking 

were present in 40 cases, Alcohol history reported by 37 cases, 23 cases were found with DM, 

Rheumatic heart disease in 17 cases and metabolic syndrome found in 15 cases. 

 

Table no 4: Distribution according to various parameters assessed on echocardiography 

(N=100) 

Echocardiography No of Patients Frequency 

Present Absent 

EF<44%  28 72 100 

LVH 58 42 100 

Diastolic Dysfunction 24 76 100 

RWMA 15 85 100 

LA Clot 3 97 100 

 

The above table shows Ejection Fraction (EF) was found to be more than 44% in 72 cases (72%) 

and less than 44% in 28 cases (28%) as evaluated in the study. Left ventricular hypertrophy 

(LVH) was seen in 58 cases. 

Diastolic Dysfunction was seen in 24 cases (24%) out of 100. Regional wall motion 

abnormalities (RWMA) were present in 15 cases and LA (left atrial) clot was seen in 3 cases 

(3%) and that too in cases of Valvular AF. 

 

Table no 5: Distribution of cases according to Clinical manifestations (N=100) 

Clinical manifestations Frequency Percentage 

Dyspnea 76 76% 

pedal edema 35 35% 

Stroke 24 24% 

Palpitations 67 67% 

Chest Pain 17 17% 

Asymptomatic 8 8% 

The above table shows majority of cases had a complaint of Dyspnea 76, followed by 

Palpitations in 67 cases, pedal edema were found in 35 cases, 17 cases complained chest pain 

and 8 cases were asymptomatic and diagnosed during other diseases investigations.  
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Table no 6: Distribution of cases according to Outcome (N=100) 

Outcome Frequency Percentage 

Discharged 65 65% 

DAMA 27 27% 

Death 8 8% 

Total 100 100 (100%) 

The above table shows majority of cases Discharged after treatment 65, followed by 27 cases 

DAMA and 8 cases Death during treatment 

 

DISCCUSSION 

The present Cross sectional study was done among 100 Atrial Fibrillation cases admitted to 

tertiary care centre during study period. 

In present study Table No. 1: Distribution of cases according to age (N=100) majority of cases 

were found in above 60 years group 34 (34%) followed by 46-60 years group 30 cases , 24 and 

12 cases were found in 31-45 and 18-30 years age group respectively. Similar result found in the 

study conducted by In a study done by N Vidya et al 
22

  most of cases were found in above 60 

years and  mean age was found to be 47 yrs. Another study reported similar result by Mohan G et 

al 
23

 He found that the Among the total 100 patients with Atrial Fibrillation enrolled , Mean Age 

of the patients was 67.02±12.50 yrs and maximum were in the >50 yrs age group (n = 90; 90%). 

Table No.2: Distribution of cases as per sex (N=100) majority of study participants were Males 

contributing 65 (65%) and Females 35 (35%). Similar result found in the study by Farman MT et 

al 
24

 He reported there were 52 male and 48 female patients with the mean age of 39.20 ± 11.41 

years. similar result reported by Mohan G et al 
 23

 He found that the Males were predominant in 

study as 62 % (n = 62) and females were 38 % (n = 38).Contrast result observed in the study by 

Boonyasirinant T et al 
25

 He observed that the There were 77 men and 183 women in the present 

study. 

Table No. 3: Distribution of cases according to Risk factors (N=100) most of cases had a history 

of Hypertension 86, followed by Smoking were present in 40 cases, Alcohol history reported by 

37 cases, 23 cases were found with DM, Rheumatic heart disease in 17 cases and metabolic 

syndrome found in 15 cases. Similar result observed in the study by Shakya S et al
 26

 He found 

that the majority 68 (38.9%) had Rheumatic heart disease, 29 (16.6%) had Dilated 

Cardiomyopathy (DCM), 10 (5.7%) had congenital heart disease (included Atrial Septal Defect 

Ostium Secundum type, Ventricular Septal Defect and Pulmonary Stenosis), 13 (7.4%) had 

coronary artery disease (STEMI or NSTEMI), 5 (2.9%) had ischemic cardiomyopathy, 17 (9.7%) 

had hypertension only (in 16 patients hypertension was associated with other diseases), 16 

(9.1%) had degenerative valvular heart disease (DVHD), 2 (1.1%) had mitral valve prolapse 

(MVP), 2 (1.1%) had hypertrophic cardiomyopathy, 8 (4.6%). 

Similar result observed in the study by Benjamin EJ et al 
27

 In Framingham study also 

hypertension and diabetes were the significant independent predictors of atrial fibrillation after 

adjusting for age and other predisposing conditions. 
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Table no 4: Distribution according to various parameters assessed on echocardiography 

(N=100) The above table shows Ejection Fraction (EF) was found to be more than 44% in 72 

cases (72%) and less than 44% in 28 cases (28%) as evaluated in the study. Left ventricular 

hypertrophy (LVH) was seen in 58 cases. Diastolic Dysfunction was seen in 24 cases (24%) out 

of 100. Regional wall motion abnormalities (RWMA) were present in 15 cases and LA (left 

atrial) clot was seen in 3 cases (3%) and that too in cases of Valvular AF. Similar result observed 

in the study by Kannel et al 
28

 

Table no 5: Distribution of cases according to Clinical manifestations (N=100) The above 

table shows majority of cases had a complaint of Dyspnea 76, followed by Palpitations in 67 

cases, pedal edema were found in 35 cases, 17 cases complained chest pain and 8 cases were 

asymptomatic and diagnosed during other diseases investigations. Similar result found in the 

study by Tischler et al
29

 dyspnea was reported in 62% of patients, palpitations in 33% patients, 

and syncope in 12% patients, Flaker et al
30

 in his study observed that 78% patients had dyspnea 

and 11% had chest pain at presentation. 

Table no 6: Distribution of cases according to Outcome (N=100) majority of cases 

Discharged after treatment 65, followed by 27 cases DAMA and 8 cases Death during treatment. 

Similar result observed in the study by Mozaffarian D et al 
31

 Atrial Fibrillation increases the risk 

of stroke, heart failure, and overall mortality. 

 

CONCLUSIONS 

Majority of cases were found in above 60 years group.Most  of study participants were 

Males.Most common Risk factors was Hypertension.Majority of cases presented with Ejection 

Fraction (EF) was found to be more than 44%.The integrated use of echocardiography will be an 

important component in the optimal management of the looming AF epidemic 
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