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Primary Prevention of Acute Rheumatic Fever

F Jarvesmr*

Summary

Jaiyesimi F. Primary Prevention of Acate Rheumatic Fever. Nigerian Fournal
of Pacdiatrics 19813 8: go. Levels of health consciousness among, and health facilities
available to 40 children with rheumatic heart disease were evaluated. Seventy-five
per cent of the patients had health facilities located within 15 kilometres of their
homes while the rest had such facilities located within 6o kilometres. However, ade-
quate health facilities were available to only 55%, of them. Ninety-five per cent of
the patients belonged to the low or middle socio-economic classes, and their levels of
health consciousness were generally low. It is suggested that strategies for primary
prevention of acute rheumatic fever and rheumatic heart discase should take cogni-
sance of these suboptimal socio-economic conditions. Thus, such strategies should
include health education, campaigns aimed at facilitating early recognition of
pharyngitis, improvement in health facilities, and a programme of penicillin therapy

for all cases of pharyngitis in children susceptible to acute rheumatic fever.

Introduction

ErrecTIvE prevention of acute rheumatic fever
and rheumatic heart disease depends on the
prevention or early detection and treatment of
Group A streptococcal pharyngitiS.l 2 It is
however, difficult to prevent streptococcal infec-
tion because there is no effective vaccine against
streptococci.” Farly recognition and treatment
therefore remain the only practical option. The
two most important pre-requisites for such a
therapeutic strategy are, first, a high level of
health-consciousness by patients who have phary-
ngitis and, secondly, provision of adequate health
facilities for prompt treatment of the condition.
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The present study assesses these pre-requisites in
the western part of Nigeria, and also examines
the implications of the findings with regards to
the primary prevention of acute rheumatic fever.

Materials and Methods

The study involved 40 randomly selected
children with rheumatic heart disease. They were
all resident in the western state of Nigeria and
attending the paediatric cardiac clinic, Univer-
sity College Hospital, (UCH), Ibadan. For the
purpose of the study, information was obtained
on four items. These included the type of health
facility routinely available to each patient,
ascertained by direct questicning as well as by
cross-checking with data published by the western

go



Primary Prevention of Acute Rheumatic Fever

v of Health,* and the proximity
- to the patient’s home. The level
of health consciousness was assessed from the time
lapse between the onsetof the illness and the first
hospital attendance. And, in view of its relevance
to the epidemiclogy of acute rheumatic fever,’
the socio-economic background of each patient
was determined using the criteria shown in
Table 1.

TABLE I
Socio-economic Classes of 40 Patients with Rheumatic Heart
Disease
Social i Noe.of  %af
Class Llesiosphian patients Total
1 University graduates, large-scale
business executives and equivalents 1 2.5
11 Diploma-level professionals, medium-
scale businessmen and equivalents I 2.5
111 Secondary school graduates, upper
cadre clerks and equivalents 4 10.0
v Modern school graduates, lower
cadre clerks and equivalents 2 5.
v Primary school graduates, office
messengers and equivalents 15 37.5
VI Illiterate rural farmers and unskilled
urban workers 17 42.5
Total 40 100.0
Results

Twentv-two (55%,) of the 40 patients normally
had access to the UCH while 16{40%,) had access
to health facilities in general hospitals; these latter
facilities were judged to be generally inadequate.
Meagre facilities of rural health centres were
available to the remaining 2 patients. These
health institutions were located within 15 kilo-
metres of the homes of 30 (75%,) of the 40 patients
(Table IT). However, 20 of these 30 patients were
from Ibadan while the remaining 1o were from
other major urban centres; this pattern was typi-
cal of the overall catchment areas of UCH. Three
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patients (7.5%) presented in hospital within a
few days of the onset of their illness (Table III),
but 23 others (57.5%) presented between one
and nine months. Fourteen (61%) of these 23
patients lived outside Ibadan.

TABLE 11

Distance of Health Institution to Palients’ Homes

Distance (km) ;Z};g;{; % of Total

Within 15 30 75.0

16—30 5 12.5

31—45 4 10.0

46-60 1 2.5

Total 40 100.0
TABLE 111

Time Interval between Onset of Illness and First Hospital Visit by
40 Children with Rheumatic Heart Disease

No. of

Interval patients %oaf Total
Less than T week 3 7.5
1—-4 wk 14 35.0
1-3 mon 1O 25.0
3—6 mon 5 12.5
over 6 mon 8 20.0
Total 40 100.0

Two patients were children of senior govern-
ment officials while the remaining 38 (95%)
came from either low or middle socio-economic
background (Table I). Two of the 3 patients
who reported sick promptly, were children of
parents with no formal education. However, 20
(839%) of the 24 patients who delayed for 1 week
to 3 months, and all the 13 who delayed for more
than g months, came from social classes V and VI.
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Discussion

The incidence of acute rheumatic fever in
developed countries has declined significantly
in recent decades as a result of general improve-
ment in living standards and early treatment of
streptococcal pharyngitis.®* 97 Indeed, the inci-
dence is currently so low that emphasis has now
shifted to precise recognition of streptococcal
pharyngitis and avoidance of unnecessary peni-
cillin therapy. Recently, it has even been sugges-
ted that penicillin therapy should be withheld
until a positive throat culture was obtained,® the
exceptions being patients with scarlet fever,
family or past history of rheumatic fever,” and
pharyngitis occurring during an epidemic of
rheumatic fever.!’ Since these measures have
succeeded in developed countries, there may be a
temptation to adopt them in the developing ones
where rheumatic heart disease remains a major
health problem.!!-14

The present study concerned hospital patients
drawn mainly from major urban centres. The
findings, especially in respect of available health
facilities, may therefore be over-estimates of what
actually obtain amongst the generality of Nige-
rians. Nonetheless, the study has shown that
practically all the patients were from poor homes,
the level of health-consciousness was low, and
only about half of them normally had access to
fairly adequate health facilities. These factors
could thwart attempts at primary prevention of
rheumatic fever in Nigeria if the conventional
criteria for the recognition of streptococcal infec-
tion (Table IV) and prevention strategies! were
to ‘be adopted. For instance, it would be futile,
from personal experience, to expect to see erysi-
pelas or scarlet fever before making a diagnosis of
streptococcal pharyngitis because both diseases
are rare in Nigeria. It is equally futile to rely on
laboratory facilities which are unavailable to
about half the patients. Perhaps, the greatest
problem is the low level of health-consciousness
because, if patients with pharyngitis do not
report promptly at health centres, early treatment
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TABLE 1V

Criteria_for the vecognition of Group A siveplococcal Infection
(World Health Organization)

1. Scarletfever

2. Pharyngitis with or without tonsillitis, but with fever

and enlarged regional lymph nodes; or positive throat
culture.

3. Complications of upper respiratory diseases that are
frequently due to streptococct, ¢.g. otitis media, mastoi-
ditis, erysipelas.

4. Upper respiratory tract infections in individuals living
in close contact with patients with streptococcal disease.

5. Symptoms suggestive of streptococcal disease in known
rheumatics or their family contacts.

of streptococcal pharyngitis will be impossible.
It would therefore be necessary to adopt preven-
tive strategies which will meet the peculiar
demands of developing nations.

There is a need to increase the level of health
consciousness in the community. Measures desig-
ned to increase national literacy rate should be
supplemented by health education campaigns
which could be conducted by all categories of
health workers, most especially those involved
in the national basic health service programme.!3
Such health campaigns should aim particularly
at school children and nursing mothers who
usually constitute a very receptive audience.
Recognition of pharyngitis by parents and health
auxiliaries could be facilitated by the use of
posters that depict its common features, such
posters being displayed at health centres, schools,
and other public places.

A modified therapeutic strategy is also needed.
The scarcity of laboratory facilities implies that
a positive throat culture should not be a pre-
requisite for drug therapy. Fortunately, penicillin
therapy of streptococcal pharyngitis is cheap,
effectively prevents rheumatic fever,?3 and is
rarely associated with any serious side effects. !
Furthermore, penicillin is usually available even
inrural healthcentres. Under these circumstances,
it may be simpler, and cheaper in the long run,
to prescribe penicillin for every case of pharyn-
gitis in children who are susceptible to acute
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rheumatic fever. The cost of the penicillin wastage
which is inherent in such a therapeutic strategy
will be small compared with the immense econo-
mic and human loss attributable to rheumatic
heart disease.
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