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Abstract

Introduction. Atrial fibrillation (AF) represents the most common cardiac dysrhythmia.
AF is closely linked to multiple risk factors, such as hemodynamic stress, left ventricular
dysfunction, mitral or tricuspid valve disease, pulmonary or systemic hypertension,
myocarditis, atrial ischemia, pericarditis, pulmonary embolism, pneumonia, lung cancer,
and hypothermia. Alcohol and drug use; hyperthyroidism; diabetes; pheochromocytoma;
subarachnoid hemorrhage; stroke; family history of AF; anemia and chronic kidney disease.
Purpose. To study the causes of AF pattern in Maysan province.

Materials and methods. A retrospective cross-sectional study in the cardiac diseases and
surgery center in Maysan for a period of one year from February 2023 till February 2024,
the study involved 50 cases of AF.

Results. Patients mean age was (53.6+19.5) years, (58%) of sample are above the age of
50 years and of male gender, 21 patients (48%) were females. Permanent AF was the most
common type (68%). AF was controlled by DC cardioversion in 35 patients (70%). Ischemia
was the most common know etiology to AF with 19 patients (38%).

Conclusion. AF was prevalent among individuals aged over 40 years. A study with
further follow up to estimate the percentage of patients with AF who develop left atrial
enlargement and further studies with longer time period and multicentric approach to
provide sufficient evidence about the endpoint of left atrium enlargement a predictor of
prognosis and mortality in patients with AF.

Keywords: atrial fibrillation, arrhythmia, coronary artery disease, echo, left ventricular
dysfunction
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Penxa AnbBaH XacaH Anbxawumu, Xangep CaagyH Kacum Anbxundu D4,
Moxammep Tanun Tegxkun
MegnunHckmin konnepx, YHnsepcutet MucaHa, MucaH, Mipak

KnunHnyeckune npoaBneHnsa n KpaTKkoCpoUHble
pe3ynbraTtbl neyeHna Gnbpunnaummn npegcepanmn
B KapANONOrn4yeckoM LieHTpe TPeTbero YpoBHS:
pPeTPOCNEKTUBHOE UCCNeOBaHME

KOHNUKT MHTEpecoB: He 3asBnieH.

Bknap aBTopoB: Pefixa AnibBaH XacaH Anbxalummm — KOHLenuus, o6paboTka AaHHbIX, NPOBeAeHNe NCCIe[0BaHNii, METO[OSIO-
rvis, BU3yanu3aums, HanvrcaHne YepHOBOrO BapuaHTa CTaTby, pefakTupoBaHue; Xangep CaagyH Kacum Anbxundu — KoHuenums,
06paboTka AaHHbIX, POBEAEHE NCCIE[0BaHNI, METOAOMNON A, BEAEHME NPOEKTa, NPOrpamMmmHoe obecrneyeHue, Bu3yanmsaums,
Hanm1caHve YepHOBOrO BapuaHTa CTaTbl, pefakTupoBaHue; Moxammes Tanun Tefpkun — KOHUENUUA, NPOBeAeHre nccnenosa-
HWiA, 06paboTKa AaHHbIX, METOAONONA, MPOBEPKa NOAMHHOCTY MOYYEHHbIX AAHHbIX, BU3yanun3aLus, HanmcaHue YepHoOBOro
BapuaHTa CTaTby, PeAaKTUpPOBaHLE.

CraTbs ony6nKoBaHa B aBTOPCKOM peaakumi.

MopaHa: 06.07.2025
MpuHAaTa: 17.11.2025
KoHTakTbl: haider.mcm@uomisan.edu.iq

Pesiome

BeegeHue. Oubpunnauma npeacepaun (OMN) asnaetca Hanbonee pacnpoCTpaHEHHbIM
HapyleHnem cepgeuHoro putma. Ol TecHo cBf3aHa C MHOXECTBOM GaKTOpPOB PUCK],
TaKMX KakK reMoavMHaMUYecKuii cTpecc, AMCOYHKLMA NeBOro »enypoyka, 3abonesaHus
MUTPASIBHOTO WS TPUKYCNNAANbHOIO KNanaHa, IEroyHas Uam CUCTEMHas rmnepTeHsus,
MUOKapPAUT, UeMnsa Npeacepanii, nepukapamt, TPoMb60IMO0NMsA NIErOYHOW apTepun,
MHEBMOHMUA, paK Nerkoro v runotepmua. YnotpebrieHre ankorona U HapKOTWKOB, M-
neptupeos, anabet, GeoxpomounToma, cybapaxHouanbHoe KPOBOU3NMAHME, UHCYIbT,
HacnefCcTBeHHAA NpPefpacnoNoXeHHOCTb K Of1, aHemusA 1 XpoHMYecKaa 605e3Hb noyek
TaKXe ABNATCA pakTopaMum prcka Bo3HMKHOBeHMA OIT.

Lenb. ViccnenoBatb NpuyvHbl BO3HUKHOBEHUSA 1 KNMHUYeCcKue npoasneHna O B npo-
BUHUMK MaiicaH (Mpak).

Matepuanbl n meTofbl. PeTpocneKTMBHOE KPOCC-CEKLMOHHOE 1CCefjoBaHNe NpoBo-
ounu B LleHTpe ceppeyHo-cocyancTon xupyprim B MaiicaHe B TeUeHUe OJHOrO rofa, B
nepuog c despana 2023 no pespanb 2024 r. B uccnegosaHnmv NpuHANK yyacTtre 50 naum-
eHToB ¢ Or1.

Pesynbratbl. CpefHUI BO3pacT nauneHToB coctaeun 53,6+19,5 roga, 58% mcnbiTyemMbix
6b1IM My>KUnMHaMmuy cTapLue 50 neT, )XeHLWuH 6bino 21 (48%). Hanbonee yacto BcTpeyanach
yctonumasa O (68%). Ol KynupoBanu ¢ NOMOLLbIO dNEKTPOKapanosepcun y 35 nauu-
eHTOB (70%). Nwemusa 6bina Hanbonee pacnpocTpaHeHHOW U3BeCTHON STronornein O
(y 19 naymeHTOB (38%)).

3aknioueHune. O npeobnapgana cpean nuy crapiue 40 net. Heobxoanmbl fanbHelwme
nccnepoBaHuA ¢ nocaeayowmm HabniogeHem Ana yCTaHOBIEHNA NpoLeHTa NaLmneHToB
c Or, y KoTopbix pa3Bunacb rmNepTpodua NEBOro Npeacepans, a TakKe LOMNONHUTENb-
Hble nccnefoBaHus ¢ 6onee ANMTENbHBIM NEPUOLOM HabMOAEHMS Y MHOTOLEHTPOBBIM
NMOAXOAOM Af1A NMOMYYEHUA [OCTOBEPHBIX JOKA3aTeNbCTB TOFO, YTO YBENIMYEHME NIEBOTO
npefcepans ABNAeTCA NPeaMKTOPOM MPOrHO3a U CMEPTHOCTU Y NaureHTos ¢ O.
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KntoueBble cnoBa: GrbpunnaLma npeacepamnin, aputMms, uwemmnyeckas 6onesHb cepa-
ua, axokapavorpadus, AMcdyHKLNA NEBOro »KeslyfouKa

B INTRODUCTION

No matter how symptomatic or how quickly it resolves, the first identifiable episode is
what is used to categorize atrial fibrillation (AF). A group of specialists from the ACC, AHA,
and HRS have come up with guidelines for the treatment of AF that suggest classifying
the condition into three distinct patterns [1]. Thyrotoxicosis, electrolyte imbalances, and
acute ethanol intoxication are examples of reversible causes of AF that are not related
to this categorization paradigm. Acute pulmonary illness, pericarditis, sepsis, AF, acute
myocardial infarction, and cardiac surgery are all considered separate entities in clinical
practice [2].

Hemodynamic stress due to mitral or tricuspid valve disease, left ventricular dysfunction,
systemic or pulmonary hypertension, and other conditions are among the many risk
factors linked to AF [3]. Myocarditis, pericarditis, atrial ischemia, pneumonia, hypothermia,
lung cancer, and pulmonary embolism are some of the additional associated conditions.
Important considerations include hyperthyroidism, diabetes, pheochromocytoma,
subarachnoid hemorrhage, and stroke, in addition to substance usage (including drugs
and alcohol). An additional risk factor includes a history of AF, anemia, or chronic renal
iliness in the family.

If abnormal cardiac rhythms detected by auscultation are indicative of AF, a 12-lead
electrocardiogram (ECG) should be conducted. An irregularly irregular narrow complex
tachycardia is shown on the ECG [4]. The QRS complexes could show signs of enlargement.
It is crucial to keep an eye on electrocardiographic signs of related heart problems, such
pre-excitation and left ventricular hypertrophy (LVH) [5-71.

Guidelines for cardioversion of AF (AF) were issued in 2014 by the Heart Rhythm Society
(HRS), the American Heart Association (AHA), and the American College of Cardiology
(ACCQ) [8]. For individuals suffering from nonvalvular AF (AF), the American College of
Cardiology (ACC), American Heart Association (AHA), and Heart Rhythm Society (HRS)
have issued 2014 recommendations on anticoagulation [9].

AF (AF) catheter ablation and surgical procedures attempt to remove AF-related
substrates and/or eliminate AF-related triggers. Radiofrequency ablation and mapping
of AF is an intricate process. The cardiac electrophysiologist’s level of skill and the specific
features of AF dictate the method(s) used [10].

Ablation treatments that target the pulmonary veins are helpful in ending paroxysmal
AF, which often occurs from triggered or ectopic activity inside these veins. There is a lower
success rate in terminating persistent AF (AF) with ablation compared to paroxysmal AF
because of the need to thoroughly map and ablate the atrial tissue for triggering foci and
re-entry circuits [11].

Roux et al. found that anti-arrhythmic drug treatment for six weeks after ablation
of paroxysmal AF was well tolerated, significantly reducing the incidence of clinically
significant atrial arrhythmias and the need for cardioversion or hospital admission during
this period. Class IC agents were the primary therapeutic strategy, with sotalol being the
most commonly prescribed medication in cases of left ventricular dysfunction or coronary
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artery disease. The measured outcomes included atrial arrhythmias lasting more than
24 hours, those associated with severe symptoms requiring hospitalization, cardioversion,
or changes in antiarrhythmic drug therapy, and intolerance to antiarrhythmic medications
resulting in discontinuation [12].

Modification of the atrioventricular (AV) node may provide an alternative treatment for
patients with persistent AF (AF) who demonstrate an uncontrolled ventricular response
despite rigorous medical management. Catheter ablation of the atrioventricular junction
leads to a permanent interruption of conduction between the atria and ventricles [13].

A permanent ventricular pacemaker is indicated due to the presence of permanent
AV block. AF may persist; however, the pacemaker modulates the ventricular response.
The risk of thromboembolism persists, requiring ongoing anticoagulation for patients;
however, most report relief from symptoms. During the first 1-3 months, the pacing rate
should be maintained between 80 and 90 beats per minute to reduce the risk of torsade
de pointes, which may arise from slow ventricular rates and early after-depolarizations. In
patients with ventricular dysfunction, defined by a left ventricular ejection fraction below
50% and necessitating permanent ventricular pacing, the indication for a biventricular
device may arise [14].

Evidence indicates improvements in left ventricular size and function, functional class,
and quality-of-life scores [15].

B PURPOSE OF THE STUDY

To study the causes of AF pattern in Maysan province.

B MATERIALS AND METHODS

Study design

A retrospective cross-sectional study was conducted in the cardiac diseases and
cardiac surgery center for a period of one year from February 2023 till February 2024, data
collection continued for 3 months after approval of the research proposal was gained
by the Arab Board of health specializations / local Council of medicine / Irag. The study
included 300 patients that were admitted to the center for various reasons for a period of
3 months, all of them had underwent various investigations including ECG to confirm the
presence of AF, 50 patients had AF, the other 250 cases without AF were excluded from
further analysis.

Data collection

Following the acquisition of informed consent from all participating patients, the
researcher commenced data entry into a pre-structured paper questionnaire that
encompassed the subsequent elements:

1. Patients demographic data of Age, Gender, Residency and marital status.

2. Past medical history: history of AF, method of control, drugs history and any history
of risk factors and associated comorbidities including: hypertension, ischemic heart
disease, cardiomyopathy, thyrotoxicosis, pulmonary hypertension and dyslipidemia.
Laboratory examinations were conducted on the patients, including testing for

thyroid function, serum electrolytes, and random blood sugar (RBS). Additional imaging

modalities included chest X-ray, 12-lead electrocardiography, and echocardiography.
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Electrocardiogram

In order to detect AF, all patients had a conventional 12-lead ECG recorded. When the
ECG reveals irregular or undulating baseline, fibrillatory ‘F' waves, fluctuating R-R intervals,
and no P-waves, it is considered a definitive diagnosis of AF. All fifty patients diagnosed
with AF had their ECG results recorded on paper.

Chest X-ray
The patient underwent a chest X-ray with a postero-anterior (PA) view to look for signs
of left atrial enlargement, cardiomegaly, and pulmonary congestion.

Echocardiography

Every single occurrence of echocardiography followed the protocols set out by the
American Society of Echocardiography. In order to diagnose AF, pulmonary hypertension,
dilated cardiomyopathy, and any underlying structural heart disease, echocardiography
was used. The next step was to transform the data into an Excel file and send it off for
statistical analysis.

Statistical analysis

Version 24 of the Statistical Package for the Social Sciences (SPSS Inc., Chicago, IL,
USA) was used for the statistical analysis of the data. Common statistical tools used to
display the data were percentages, means, standard deviations, and frequencies. Using
the student’s t-test, paired t-test, ANOVA, and chi-square test, we determined if there were
statistically significant differences among the different means of the quantitative data.
Under the criteria of [16-20], a P value below 0.05 was considered statistically significant.

B RESULTS

The study included 50 patients with AF their mean age was 53.6+19.5 years, 58% of
the study sample are above the age of 50 years and of male gender, 21 patients (48%)
were females. Most of them (64%) live in urban areas with 32 patients and the other
18 patients (36%) liveinrural distinct. Most of the patientsare married (76%) with 38 patients,
3 patients are single (6%) and 9 patients are divorced or widowed (18%) (Table 1).

Permanent AF was the most common type (68%) with 34 patients having it, followed by
persistent type (22%) 11 patients and paroxysmal with 5 patients (10%). AF was controlled
by DC cardioversion in 35 patients (70%), cardiac ablation has been done in 6 patients
(12%) to controls AF, and only 9 patients (18%) restricted to medical treatment (Table 2).

Electrocardiograms (ECGs) were performed on all patients to confirm the diagnosis
of AF, with the absence of P waves and irregular R-R intervals observed in 100% of cases.
Thirty-two patients, representing 64%, exhibited coarse fibrillatory waves, the other
18 patients (36%) had fine fibrillatory waves. Left ventricular hypertrophy was present in
8 patients (16%) while right ventricular hypertrophy was more common with 12 patients
(24%). Left axis deviation was found in 6 patients (12%) and right axis deviation in
13 patients (26%). Ischemic change was presentin 10 patients (20%), myocardial infarction
combined AF in 12 patients (24%) (Table 3).

AP chest X-ray was done to all the patients to detect AF associated radiological signs,
cardiomegaly was found in 34 patient (68%), left atrium enlargement in 26 patients
(52%) and pulmonary congestion in 8 patients (16%), chest X-ray was relatively normal
in 15 patients (30%) (Table 4).

894 "Cardiology in Belarus', 2025, volume 17, No. 6



OpurrHasbHble NCCNefoBaHNs
Original Research

Table 1
Demographic characteristics of the study sample
Variable No. %
MeanxSD 53.6£19.5
<20 1 2
20-30 3 6
Age (years) 31-40 6 12
41-50 " 22
51-60 15 30
>60 14 28
Males 29 58
Gender
Females 21 42
. Urban 32 64
Residency
Rural 18 36
Single 3 6
Marital status Married 38 76
Divorced /widowed 9 18
Table 2
AF variables of the patients
Variables No. %
Paroxysmal 5 10
AF type Persistent 11 22
Permanent 34 68
DC 35 70
Control Ablation 6 12
Medications 9 18
Table 3
Electrocardiogram findings in patient with AF
ECG findings No. %
Absent P-wave 50 100
Irregular R-R interval 50 100
Coarse Fibrillatory waves 32 64
Fine fibrillatory waves 18 36
Left ventricular hypertrophy 8 16
Right ventricular hypertrophy 12 24
Left axis deviation 6 12
Right axis deviation 13 26
Ischemic changes 10 20
Myocardial infarction changes 12 24
Table 4
X-ray Chest findings in AF patients
Chest X-ray findings No. %
Cardiomegaly 34 68
Left atria enlarged 26 52
Pulmonary congestion 8 16
Normal 15 30
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Table 5
AF etiology among the study participants

Causes of AF No. %
IHD 19 38
Hypertension
Cardiomyopathy
Pulmonary hypertension
Thyrotoxicosis
Dyslipidemia

Lone AF
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Ischemia was the most common know etiology to AF with 19 patients (38%) having
a history of IHD, hypertension was the followed communist associated comorbidity
with 15 patients (30%), cardiomyopathy was found in 6 patients (12%), pulmonary
hypertension induced AF was diagnosed in 4 patients (8%), thyrotoxicosis in 2 patients
(4%), dyslipidaemia was the only cause in one patient (2%), no know etiology was found
in 3 patients (6%) (Table 5).

B DISCUSSION

The current study found that the average age of the participants was 53.6+19.5 years,
with 58% of the participants being over the age of 50. Previous research has shown that
ageis asignificant risk factor for AF, with older participants being more likely to experience
the condition, and younger participants appearing to be protected from stressors and
conditions that can increase the risk of AF. Nevertheless, the exact chemical processes that
underlie this correlation are still not well understood [21].

Similar to other risk factors for cardiovascular disease, men were more prevalent than
women (58% vs. 42%). Although AF (AF) is more often linked to men, a study conducted
by Michelena HI et al. found that women with AF had a greater mortality rate than
men with AF. In addition, the risk of stroke is higher in women with AF than in males.
Women suffering from AF can greatly benefit from anticoagulation treatment. Taking
warfarin carries a considerable risk of bleeding, however this risk is not different for
men and women. AF symptoms are more common in women than in males, and when
antiarrhythmic medicine is used as part of a rhythm-control approach, the results are
worse for women. Sotalol and dofetilide increase the risk of torsade de pointes in women,
while antiarrhythmic drugs increase the risk of bradyarrhythmias in women [22].

The majority of cases of AF are controlled by diaphragmatic cardioversion (DC), which
accounts for 70% of cases. However, a large-scale randomized clinical trial conducted by
Mogensen et al. on 15,415 patients admitted to the emergency department revealed that
paroxysmal AF was the most common type, present in 1,645 patients (30.0%). This finding
may be due to the fact that the trial was carried out in a tertiary cardiac center, where
patients with new-onset AF are typically admitted to the ED and managed with medication
before being discharged home. Patients who experience resistance to medication or DC
are referred to the cardiac center for conversion to DC and further management with
medication or ablation. As a result, the current study sample may not be representative of
the various types of AF [23].
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Several studies have shown that AF and heart failure (HF) coexist and share risk factors.
For example, a study by Prabhu et al. found that up to 30% of patients with AF [24]. The
higher percentage observed in the current study is also explained in the same way. The
study sample is based on cases that were not controlled at the emergency room and
referred to a cardiology center. The researchers Smit et al. looked at how patients’ AF and
heart failure episodes unfolded. For this study, researchers looked at two groups: one that
had AF before or at the same time as heart failure ("AF first"), and another that had heart
failure first ("heart failure first"). Most patients hospitalized for both diseases previously
suffered AF before heart failure, according to the study. In comparison to individuals
whose heart failure occurred before AF, these patients often had a better prognosis [25].

AF is most commonly caused by ischemic heart disease (38% of cases), according
to the present study. Afterwards, 30% of patients developed hypertension, 12% had
cardiomyopathy, and 8% developed pulmonary hypertension. A research done by
Pedersen et al. on 3587 patients similarly indicated that IHD is the most prevalent cause
of AF, notably in western nations [26]. Thyrotoxicosis and dyslipidaemia were detected
in 4% of patients, whereas lone AF occurred in 6% of patients. While hypertension was
identified as the leading cause of AF in a research by Verbiest-van et al,, it was followed by
coronary artery disease (16.6%) and cardiomyopathy (15.3%). One quarter of women and
eight percent of men cited rheumatic heart disease as the reason [27].

In 38 patients (54.28% of the total), rheumatic heart disease was identified as the
leading cause of AF in an Indian investigation by Eromosele et al. Possible explanations for
the contradictory results include differences in iliness prevalence among regions. Despite
the widespread use of antibiotics, the prevalence of rheumatic fever has decreased in Iraq,
making rheumatic heart disease the leading cause of cardiac problems in the country
(22% to 50% of all cardiac cases) [28].

B CONCLUSIONS

The most frequent kind of AF (AF), which is permanent and more common in males,
was AF, which was most common in those older than 40. Left atrial enlargement is a
predictor of prognosis and mortality in patients with AF; extra research with longer time
periods and a multicentric approach is needed to determine the percentage of patients
with AF who develop this endpoint.
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