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Clinical Problem: A 12 years old child, a diagnosed 
case of rheumatic heart disease with mitral regurgitation 
with mitral stenosis with mild pulmonary hypertension 
presented to us with increasing breathlessness since 8 
days. There was no history of fever. On examination, 
he was afebrile with an irregularly irregular heart rate 
of around 160/minute, respiratory rate of 44/minute, 
blood pressure of 92/60 mm of mercury, cardiomegaly 
and hepatomegaly. Chest X-ray showed cardiomegaly. 
Pre treatment ECG Lead II (Figure 1) is depicted 
below. 2D Echo showed grossly dilated left atrium and 
left ventricle, severe mitral regurgitation, mild mitral 
stenosis, mild pulmonary hypertension.

What is the diagnosis?

Expert’s opinion: Atrial fibrillation (AF). AF is less 
common in children and rare in infants. The atrial 
excitation is chaotic and more rapid (300–700 beats/
min) and produces an irregularly irregular ventricular 
response and pulse. AF is most often the result of a 
chronically stretched atrial myocardium. It occurs most 

frequently in older children with rheumatic mitral valve 
disease. It is also seen rarely as a complication of intra-
atrial surgery, in patients with left atrial enlargement 
secondary to left AV valve insufficiency, in conditions 
producing atrial flutter, and in patients with WPW 
syndrome. Thyrotoxicosis, pulmonary emboli, and 
pericarditis should be suspected in a previously normal 
older child or adolescent with atrial fibrillation. Atrial 
fibrillation may be familial. The best initial treatment 
is digitalization, which restores the ventricular rate 
to normal, although the atrial fibrillation usually 
persists. Digoxin is not given if WPW syndrome is 
present. Normal sinus rhythm may then be restored 
with a type I agent (quinidine or procainamide), 
with amiodarone, or by DC cardioversion. Patients 
with chronic atrial fibrillation are at risk for the 
development of thromboemboli and stroke and should 
undergo anticoagulation with warfarin. Patients being 
treated by elective cardioversion should also undergo 
anticoagulation. 

From: Department of Pediatrics, JNMC, AVBR Hospital, 
Sawangi (Meghe), Wardha, Maharashtra, India. 

Address for Correspondence: Sachin G Damke, 
Assistant Professor, Department of Pediatrics, JNMC, 
AVBR Hospital, Sawangi (Meghe), Wardha, Maharashtra 
442004. Email: buntydamke@yahoo.com 

E-published: July 2011. Art#46

ArrhythmiA

SG Damke T Jagzape S Kulkarni B Lakhkar

TeachIng fIle (grand rOundS)

TeachIng fIle  (GrAnd rounds)

Ira Shah

hiV And VirAl loAd

Case report: - A 9 years old HIV infected boy was 
referred for further management. He had been tested 
for HIV as his brother was HIV infected. The patient 
was currently asymptomatic and CD4 count was 1078 
(30.5%). He was advised regular follow up. At 11 
years, his CD4 count was 473 cells/cumm. At 13½ 
years of age, his CD4 count was 1297 cells/cumm 
and at 15½ years of age, his CD4 count was 804 
cells/cumm but HIV viral load was 5,83,300 copies/
ml. He was still asymptomatic though his weight was 
31.3 kg and height was 144 cm and Tanners Stage 2 
of puberty.

should this child be started on antiretroviral 
therapy (Art)?

Expert’s opinion: - This child though has a good CD4 
count has growth failure in form of short stature and 
also has a high viral load. Thus, he should be started 
on ART as that would improve the growth. 

He was started on consisting of Zidovudine (AZT), 
Lamivudine (3TC) and Nevirapine (NVP). His height 
increased to 150.2 cm in next 6 months. Thus, in 
patients with HIV and normal CD4 count, the growth 
would be in an important parameter to decide 
regarding antiretroviral therapy. In case of growth 
failure and viral load more than 1,00,000 copies/ml, 
one may consider antiretroviral therapy. 
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PnEumoniA With PositiVE tubErCulin 
tEst

Case report: - A 2 year old girl presented with fever, 
cough and cold since 4 days. There was no refusal of 
feeds, loss of appetite. She had received 6 months 
of antituberculous therapy 1 year back in view of 
pulmonary tuberculosis (TB) in mother and a positive 
mantoux test of 10 x 10 mm. The child had received 
all routine vaccines including BCG. Diet and milestones 
were normal. On examination, she was well nourished 
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(weight = 12 kg, 50th centile, height = 80 cm) and 
had crepitations in right inframammary region. Other 
systemic examination was normal. Investigations 
showed right parahilar haziness on Chest X-Ray and 
hemoglobin of 10.4 gm/dl with WBC count of 10,400/
cumm (50% polymorphs and 50% lymphocytes) with 
ESR of 30 mm at end of 1 hour. She was treated with 
IV Amoxycillin-clavulanic acid antibiotic for 5 days but 
fever persisted. A repeat mantoux test was 15 x 15 
mm. A repeat WBC count showed 9,400/cumm (30% 
polymorphs and 70% lymphocytes)

should this child be treated with antituberculous 
therapy?

Expert’s opinion: - This child has presented with 
acute onset of fever with lower respiratory tract 
infection as well as rhinitis. Rhinitis in TB is unusual 
and is usually unilateral. Also TB in the lungs presents 
with low grade chronic fever and chronic cough. 
Though this child had a positive mantoux test it does 
not suggest active tuberculosis. The child also had a 
positive mantoux test 1 year ago and was treated for 
latent TB at that time adequately. A positive mantoux 
currently could suggest past TB infection, positivity 
due to previous BCG vaccination or even infection due 

to atypical mycobacteria. Thus, one cannot interpret 
mantoux test in this child. 

If the child had aggravation of TB this time, then the 
child should have had failure to thrive, loss of appetite 
and primary progressive TB which was absent. Thus, 
in this child, active TB seems unlikely. The pneumonia 
could be due to viral, bacterial or even atypical 
organism. Since the child seems to have crepitations 
unilaterally with lymphocytic predominance and normal 
WBC count, an atypical organism seems to be the 
cause. As a result amoxicillin-clavulanic acid may not 
show a response. Here a macrolide group of antibiotic 
may be useful. This child was treated with Azithromycin 
for 5 days following which fever, cough and Chest X-
Ray normalized. 

Thus, there is no need for antituberculous therapy 
in this child. 
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