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Abstract

Introduction:Acute rtheumatic fever (ARF) is caused by autoimmune effect of group A streptococcal infection (GAS).
Cardiac involvement is typically pancarditis. Valvular damage persists after the improvement of acute episode of ARF,
the persistent valvular defect and its sequel is called rheumatic heart disease (RHD). People with previous episode of
AREF are at increased risk of developing newer episodes of ARF and it increases the severity of valvular damage. Thus
RHD gradually worsens in patients with recurrent attacks of ARF. Frequent episodes of ARF can be prevented by
secondary prophylaxis.Methods and Materials:All diagnosed cases of RHD were includedand non RHD patients were
excluded from this study. Proper history, detailed physical examination, routine laboratory test, ECG and
echocardiography were done in all patients. Recurrent rheumatic activity was diagnosed on the basis of modified Jones
criteria’1992 and who criteria of 2004.Results:Among 100 patients studied, 45 cases were hospitalised because of heart
failure due to poor compliance of medications, 38 had acute attack of rheumatic fever, and 17 cases were having lower
respiratory tract infection. Thus the incidence of acute rheumatic activity in established RHD was 38%. 50% patients
were on penicillin prophylaxis and 10% were on oral tablets of penicillin or azithromycin for secondary prophylaxis. It
means 60% of the patient population was on secondary prophylaxis. Conclusion: Recurrent rheumatic activity is a
hidden cause of morbidity and mortality in established cases of RHD as penicillin prophylaxis is not adequate because of
poor compliance to the drug.
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Introduction

Acute rheumatic fever (ARF) is caused by autoimmune
effect of group A streptococcal infection (GAS). Joint
mainly large joints, cardiac tissues, skin and brain can
be involved in ARF.Any type of cardiac tissues can be
involved in ARF, means it is typically pancarditis.
Involvement of endocardium causes valvulitis,
involvement of myocardium leads to myocarditis,
which can ultimately cause myocardial failure,
involvement of pericardium leads to pericarditis and
pericardial effusion. However, valvular damage persists
even after the improvement of acute episode of ARF,
the persistent valvular defect and the sequel of ARF is
called rheumatic heart disease (RHD). People with
previous episode of ARF are at increase risk of
developing newer episodes of acute rheumatic fever and
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this kind of recurrent episodes of ARF can increase the
severity of damaged valves. Thus RHD gradually
worsens in these patients who develop multiple attacks
of ARF [1]. A recent study on group A streptococcal
infection suggested that globally 15.6 million patients
are having RHD, 470 000 new cases are being detected
each year, and 230 000 dies due to RHD each year [2].
Rheumatic heart disease develops in 30-45% of patients
who had suffered from acute rheumatic fever [3]. As
ARF and RHD both are high prevalent in developing
countries, the most common cardiac disease in
childhood is RHD in the developing world.The Jones
criteria is divided into major and minor manifestations
along with supporting evidence of
precedingstreptococcal infection [4], still it was difficult
to diagnose recurrent rheumatic activity in established

Available online at: www.ijmrr.in 353 | Page



March, 2016/ Vol 4/Issue 3

ISSN- 2321-127X

heart disease. In 2001, WHO provide guidelines for
diagnosing first and recurrent episodes of rheumatic
fever in such patients using Jones criteria [1]. Recurrent
ARF leads to gradually progressive form of RHD.
Detection of acute rheumatic fever early and
administering secondary prophylaxis with antibiotics is
very important aspect of prevention of RHD [5].

The incidence of acute rheumatic activity in diagnosed
cases of RHD is the most important factor in increasing
the severity of valvular damage and thus deteriorating
the patient’s status. Secondary prophylaxis for
prevention of recurrent rheumatic fever is also
paramount important factor for RHD prognosis in our
country. Our study will show the incidence of recurrent
rheumatic activity in RHD and it will also find out the
compliance of patients to secondary prophylaxis in
preventing recurrent theumatic activity.

Methods and Materials55

The study was done in Index Medical College Hospital
and Research Center for a period of one year from
January 2015 to December 2015. The Institute is a
tertiary care center in Indore, Madhya Pradesh, India
and it provides best available treatment in all fields by
qualified doctors of various subjects. A total of 100
patients were studied. All patients with already
diagnosed with rheumatic heart disease who visited
outpatient department(OPD) and who were admitted in
our hospital specially in ICCU and wards for their
problems related to their cardiac illness were included
for the study. Patients unrelated to cardiac symptoms or
signs that were not thought to be due to recurrent
rheumatic fever or RHD were excluded from the study.
Proper history and detailed physical examinations were
done in all patients. Females were always examined in
presence of a female nurse or a female attendant after
taking consent. Routine laboratory test were done in all
patients, particularly to look for leukocytosis, raised
ESR, and raised ASO titer. ECG was done in all
patients to look for prolonged PR interval.
Echocardiography was performed by expert cardiologist
for detailed evaluation of cardiac status. Special
attention was given to valve structure and function,
presence of any regurgitation or stenosis, any new
appearance of lesion compared with previous
echocardiography report, presence of pericardial
effusion and presence of any signs of heart failure. If
any one of the above abnormalities were present, it was
considered to be due to recurrent rheumatic activity
unless there were other causes for these changes were
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found. Recurrent rheumatic activity was diagnosed on
the basis of modified Jones criteria’1992 and who
criteria of 2004.

Result

The following results were observed from this study.
60% patients were female, 40% were male. Most
common age group of RHD was 20-30 years, a total of
44 patients were in this group, followed by equal
frequency in 10-20 and 30-40 years of age group, which
was 25% each and 10% cases were more than 40 years
of age. Reason for hospitalization was worsening heart
failure, lower respiratory tract infection, and recurrent
attacks of rheumatic fever. 45 cases had heart failure
mainly due to stoppage of medications, 38 had acute
attack of rheumatic fever, and 17 cases were having
lower respiratory tract infection. Based on modified
Jones criteria a total of 38 cases of recurrent rheumatic
fever cases were diagnosed. Thus the incidence of acute
rheumatic activity in established RHD was 38%.

50% patients were on IM injection of benzathine
penicillin and 10% patients were taking oral tablets of
penicillin or azithromycin for secondary prophylaxis. It
means 60% of the patients population was covered for
prevention of acute rheumatic fever and rests 40% were
unprotected. History confirmed that the compliance to
intramuscular injection of penicillin was the main
reason for not taking secondary prophylaxis. 32 cases of
recurrent rheumatic fever was found in those patients
who were not taking prophylaxis, it means, 80% cases
of ARF were in unprotected group, it suggest that
penicillin prophylaxis is very important in prevention of
recurrent attacks of rheumatic fever. Newer valvular
lesions were found in 25 patients, most commonly
severe MR, mild to moderate AR, pericardial effusion
was found in 8 patients, unexplained congestive heart
failure was present in 7 patients. ASO titer was raised in
all the 38patients with recurrent rheumatic fever. All the
patients with recurrent rheumatic fever had preceding
history of streptococcal infection in the form of sore
throat.

Discussion

Acute rheumatic fever is a disease of pediatric age
group, most commonly it is found in 5-15 years of age,
but the incidence of acute rheumatic fever has come
down dramatically because of improvement of hygienic
conditions and extensive use of broad spectrum
antibiotic. Still RHD is frequently encountered in our
country. Rheumatic heart disease (RHD) develops after
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cardiac involvement in acute rheumatic fever, is a very
common cause of cardiovascular mortality and
morbidity [6, 7, and 8]. 35% to 40% of hospital
admissions for cardiac causes are because of RHD, and
it is a very important indication for cardiac surgery in
developing countries [6]. In 80% of patients, ARF
resolves within 12 weeks [9].

Patients with past history of acute rheumatic fever need
long-term follow-up and the myocardium becomes
weak and susceptible for reinfection throughout life, but
it depends on the severity of carditis in previous
episode. But within 5 years of primary episode, most
recurrences occurs [10]. Severity of carditis in acute
rheumatic fever is directly proportional the severity of
chronic valvular disease in RHD and severecarditis is
associated with more frequent recurrence [11]. This
recurrent rheumatic fever can be prevented by adequate
implementation of secondary prophylaxis with either
intramuscular penicillin injection or oral penicillin
tablet or macrolide group of antibiotics. World Health
Organization (WHO) recommended that intramuscular
long acting penicillin (benzathinepenicillin) should be
given for secondary prophylaxis unless it is
contraindicated or compliance is poor, in these patients
oral tablets should be used [12]. If patients are not
willing to take intramuscular injection, then oral
penicillin tablet twice daily can be given as an
alternative, however intramuscular injection is better
than oral tablet in reducing recurrent rheumatic fever
[13]. Prophylaxis with oral penicillin tablet is associated
with poorer treatment adherence and it may lead to
inappropriate serum concentration [14].

Conclusion

This study confirmed the importance of penicillin
prophylaxis in prevention of recurrent attacks of acute
rheumatic fever in established RHD. The incidence of
ARF has decreased in recent time because of extensive
use of antibiotics and improvement in hyegenic status,
even in our country, it is still a hidden cause of
morbidity and mortality in established cases of RHD as
penicillin prophylaxis coverage is not adequate because
of poor compliance to the drug. From our study it can
be concluded that despite the incidence of acute
rheumatic fever has come down in our country, but
RHD is still prevalent in India because of high
incidence of recurrent rheumatic fever in these
established RHD cases and the high incidence of
recurrent rheumatic fever is because of poor compliance
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to penicillin. The recurrent rheumatic activity can be
prevented by secondary prophylaxis.
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