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Abstract:
The rheumatic heart disease (RHD) is a common problem in developing countries like India with a prevalence rate
of 0.5 to 0.67 per 1000. Most common complication of RHD is Mitral stenosis (MS). Pure MS occur in
approximately 40% of all patients with RHD. The most common arrhythmia noted in MS is Atrial Fibrillation (AF),
atrial flutter, AF with aberrant conduction. MS as such does not give rise to Ventricular Tachycardia (VT). We are
presenting a case of 35 years old labourer having RHD with MS who presented with sustained VT.
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INTRODUCTION

The prevalence rate of rheumatic heart disease in India is reported as 0.5 to 0.67 per 1000. Mitral
stenosis is more common in females. Pure MS occur in approximately 40% of all patients with
RHD. Rheumatic Heart Disease (RHD) continues to be a serious health problem in the
developing countries. The severity of rheumatic mitral valve disease in the developing countries
differs in many ways from that in the industrialized countries. In studies from developed
countries mitral stenosis was considered a delayed manifestation and less common especially in
the first decade of life suggesting that it takes several decades to evolve. This inference was
supported by echocardiography-based longitudinal studies that have estimated the average
decline in valve area are as low as 0.09 cm2/year.
The most common arrhythmia noted in MS is AF, atrial flutter, AF with aberrant conduction.MS
as such does not give rise to VT. It is very unusual. So we are presenting a case of RHD with MS
presenting with sustained VT.

CASE PRESENTATION
A young male aged 35 years, labourer by profession a diagnosed case of Rheumatic heart disease
with critical Mitral stenosis, severe PAH, trivial MR presented in emergency department with
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shock, but no history of chest pain, fever, breathlessness, diarrhoea or vomiting. The patient was
advised balloon valvuloplasty/surgery 2 years back at PGI Chandigarh. Being from a poor and
weaker section, patient didn’t comply with the advice. The patient also did nottake any
medication nor was on any prophylaxis for infective endocarditis. General physical examination
revealed a moderately nourished individual with no pulse and non-recordable BP.

On examination, JVP: Cannon ‘a’ waves. Chest: clear, CVS: varying 1st heart sound. ECG
showed VT.In ECG, there was wide QRS complex, tachycardia with a rate of 200 bpm, AV
dissociation and P waves were seen and QT interval was not prolonged. Patient was shifted to
ICU, was put on oxygen, IV line was secured and ABG was done. His potassium was 4.5 mEq/L.
Patient was prepared for DC shock. A shock of 100 Joules was given. The patient was put on
anti-arrhythmic drug Amiodarone. The patient responded and his blood pressure came up and he
formed urine and patient was discharged on 3rd day and advised to go for
balloomvalvuloplasty/surgery as had been advised by PGI chandigarh earlier. The patient was
put on treatment.

DISCUSSION:
This is a rare case,we could not find any reported case in literature of MS presenting with VT.So
we are presenting this case. In RHD with pure MS, VT has not be reported, however AF, Atrial
flutter are commonly noted arrhythmias. The patients with rheumatic heart disease are usually
put on digoxin, diuretics. The VT may be recorded in case of digoxin toxicity (bidirectional VT)
or diuretic related hypokalemia may lead to torsades-de-pointes and present as VT. Our patient
was diagnosed RHD, critical mitral stenosis, and was advised to go for balloon
valvuloplasty/surgery 2 years back. Since the patient belongs to the weaker section of the
society, he was not taking any drug, nor was following any drug regime. We postulate that VT in
this case might have occurred because of fibrosis involving mitral annulus, extending to
myocardium leading to a sort of scar tissue which has given rise to ventricular tachycardia and
has presented in emergency department in a critical condition. Such postulation needs to be
elucidated in subsequent cases if encountered in future.
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