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Abstract  
 
 

Introduction: Rheumatic fever (RhF) and rheumatic heart disease (RHD) are recognized causes of morbidity and 
mortality in Nigerians. They are also the most common causes of acquired heart disease in Nigeria. It was therefore 
necessary to document the features in patients with these conditions and the number of these patients who had 
surgical repair from available record sat our Centre in University College Hospital (UCH), Ibadan, southwest 
Nigeria over 32 years Methods: The study was a retrospective review of 121 patients seen in the University College 
Hospital Ibadan from 1976 - 2008 (32 years).  Data on the symptoms, signs, and interventions in these patients were 
obtained.  Data was analysed using SPSS 16. Results: There were 42 males and 79 females with a mean age of 
41.87±16.02 years (range:3-85 years).The major symptoms in these patients were breathlessness (89.3%), tiredness 
(61.2%) and paroxysmal nocturnal dyspnoea (55.7%).   One hundred and fifteen patients (95%) had carditis, 51% 
had fever and 18.2% had arthralgia. Only 3.3% of the patients had primary prevention. The majority of the patients 
(44.9%) had secondary prophylaxis in the form of intramuscular benzathine penicillin.  One hundred and fifteen 
patients (95.04%) had rheumatic heart disease with single or multiple valvular involvements. The commonest 
valvular lesion was mitral regurgitation (86%) and the least common was aortic stenosis (5%). Only 12 (10.4%) of 
these patients had surgical intervention. Conclusion: Rheumatic fever and rheumatic heart disease are important 
causes of morbidity in Nigeria. The predominant clinical finding from the study was carditis (95%). Surgery was 
accessed by only 10.4% of the patients with valvular lesions that were amenable to surgery. 
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Introduction 
 

 

Rheumatic fever (RhF) is an inflammatory disease 

that occurs due to abnormal immunological response 

to pharyngitis caused by Lancefield group A β-

hemolytic streptococci (GAS)1,2 There is a complex 

interaction between the GAS, a susceptible host and 

the environment.3 The inflammatory illness caused 

by this response commonly affects the joints, brain, 

heart, or skin. It may cause cardiac damage which 

may be severe and permanent.  Rheumatic fever 

symptoms often occur 2-3 weeks after the 

pharyngitis3 and it tends to recur.1,3 The implicated 

serotypes of this organism are 1, 3, 5, 6,14,18,19 and 

24.1 

 

Rheumatic fever is a major public health problem in 

developing countries where it is the most common 

cause of acquired heart disease.1,4,5 The worldwide 

incidence of first attack of acute rheumatic fever is 5-

51/per 100,000 population.6,7 In developing countries 

it has an annual incidence of between 100- 200 per 

100,000 school children.2,6, 7 Acute Rheumatic Fever 

is rare in the United States and other developed 

countries.6 It usually occurs between the ages of 5 

and 15 years is rare before the age of 3 years1,7 and is 

commoner in females.1 

 

The revised (1992) T-Duckett Jones criteria are used 

to make the diagnosis of rheumatic fever.8 It is 

intended for the initial diagnosis of RhF. There are 5 

major criteria and 4 minor criteria and an absolute 

requirement of evidence of a recent GAS infection.  

Two major or 1 major and 2 minor criteria and 
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evidence of recent GAS infection are needed for 

diagnosis.8,9 The exceptions to this rule are the 

presence of chorea, late-onset or insidious carditis or 

recurrence of Rheumatic Fever (RhF).3,9 

 

Rheumatic heart disease (RHD) is a long-term 

complication of rheumatic fever. 10 Nearly 33 million 

people suffer from RHD worldwide and more than 

319,400 individuals died in 2015 while about 

471,000 new cases are diagnosed annually.11 The 

highest prevalence of RHD is in sub-Saharan Africa 

with more than one million children between the ages 

of 5-14 years affected.11   The prevalence of RHD in 

this age group is 5.7 cases per 1000 schoolchildren. 

[12] 

 

The mitral valve is the most frequently affected. 2,12, 13 

The aortic valve may also be affected. The heart 

lesions include mitral incompetence, mitral stenosis, 

aortic incompetence and aortic stenosis. Tricuspid 

valve and pulmonary valve involvement are rare. 2,12 

This paper is aimed at documenting the features in 

patients with RhF and RHD and the accessibility to 

surgery in cases amenable to surgery from available 

records at our Centre in southwest Nigeria over a 

period of 32 years. 

 

Materials and Methods 
 
 

The study was a retrospective review of 121 patients 

seen in the University College Hospital Ibadan from 

1976- 2008 (32 years).The case notes of all the 

patients seen in the adult and paediatric cardiology 

clinics, including hospitalised patients diagnosed 

with RhF and RHD, were recruited for the study. 

Several data including the age, sex, occupation, place 

of residence, symptoms, signs and interventions in 

these patients were obtained. Data was analysed 

using Software Package for Social Sciences 23 (SPSS 

23).   
 

Results 
 

One hundred and twenty-one (121) cases were 

studied.  Forty-two males and 79 females, with a ratio 

of 1:1.9 and the age range was 3-85 years, median 

age was 42 years. Table I shows the age distribution 

of the cases, with only 13 (10.7%) patients in the 

paediatric age group and 108(89.3%) patients in the 

adult range 

 

Table I: Age distribution of cases 

Age group (Years) No of cases 
<1 0 
1-5 1 

6-18 12 

19-35 32 

>35 76 

Total 121 

 
Table II shows the distribution of cases according to 

the year of presentation, while Tables III and IV 

show the clinical presentation using the Duckett-

Jones criteria. 

 

Table II: Cases according to the year of presentation 

Year Cases 

1976-1980 6 

1981-1990 63 

1991-2000 24 

2001-2008 28 

Total 121 

 

Table III: Distribution of Symptoms according to 

Jones Criteria 

Major/ Minor criteria Number of cases (%) 

Migratory  polyarthritis 4(3.3) 

Carditis 117(96.7) 

Chorea 0 

Erythema  marginatum 0 

Subcutaneous nodules 0 

Fever 62  (51.2) 

Arthralgia 22 (18.1) 

Prolonged  PR  interval 4 (3.3) 

Raised ESR 38 (31.4) 

 

Evidence of previous Group A β-hemolytic 

streptococcal (GABHS) infection was determined by 

ASO titre which was significant in only 6 (5%) of the 

cases. They had values >333 Todd units.   

 

Eighteen (14.9%) cases presented with Rheumatic 

fever using the Duckett-Jones criteria. Four (3.3%) 

cases had oral penicillins for the treatment of sore 

throat (primary prevention) while 53 (43.8%) cases 

were on secondary prevention(monthly intramuscular 

benzathine penicillin).  
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Table V shows other symptoms in the cases and 

Table VI shows the valvar lesions in the cases. A 

total of 115 cases had valvular lesions. 

 

Table IV: Distribution of other symptoms in cases 

Symptoms Number of cases (%) 

Breathlessness 108 (89.3) 

Tiredness 74   (61.2) 

Weakness 59   (48.8) 

Orthopnea 76   (62.8) 

Paroxysmal nocturnal 
dyspnea 

67   (55.4) 

 

Table V: Distribution of Valvular lesions in the cases 

One hundred and nine (90.1%) cases were managed 

conservatively, and only 12 (9.9%) had surgery and 

these cases were with mitral regurgitation (1), mitral 

stenosis (6) and mitral regurgitation and stenosis (5).  

 

Discussion 
 

This study documented the features in patients with 

RhF and RHD from available records over the study 

period in UCH.  It showed that more females were 

affected which is similar to reports from previous 

documentation2, 3, 11,14  but the study by Animasahun 

et al, and Akpa et al showed that more males were 

affected than females.12,14,15  This difference may be 

due to the variation in the age group of the subjects in 

the studies by Akpa and Animasahun and the fact that 

they studied patients with RHD only. A decrease in 

the number of cases over the years was not easily 

demonstrable in this study as reported in developing 

countries possibly because poverty and 

overcrowding, which are major predisposing factors, 

are still prevalent in Nigeria.16 

 

Similar to previous studies, rheumatic fever and 

rheumatic heart disease were rare in cases less than 5 

years of age.1,7 The highest prevalence was in the age 

group > 35 years. This is contrary to ages 5-15 years 

in previous studies of RhF and RHD.1,7,11,12  This 

maybe due to the fact that these patients(˃35yrs) 

presented more  with RHD than RhF. Rheumatic 

heart disease is the most important long-term sequel 

of RhF10 and is a major cause of morbidity and 

mortality.5,11,12 These morbidities would have caused 

the older cases to present in the hospital when 

alternative forms of management failed and as their 

last resort. It has also been documented that 

occasionally, acute RhF occurs in the older age group 

in epidemics in closed populations like military 

recruits, crowded living conditions and those in 

contact with school children.17,18 

 

Only 18 (14.9%) cases had features suggestive of 

Rheumatic fever at presentation in the hospital. Poor 

health-seeking behaviour in Nigerians may account 

for the cases of RHD than RhF. Only 3.3% had 

migratory arthritis contrary to >75% reported in 

literature,1,2,19 this may be due to the rampant use of 

non-steroidal anti-inflammatory drugs (NSAIDs) in 

Nigeria. 

 

One hundred and seventeen patients (96.7%) had 

carditis. Previous authors had reported an incidence 

range of 40-75% of carditisin RhF.1,2,19  The incidence 

is higher in this study possibly because patients with 

RhF, recurrence of RhF and  RHD were included in 

this study. No cases in this study presented with 

chorea or erythema marginatum. 

 

Evidence of previous Group β-hemolytic 

streptococcal (GABHS) infection was determined by 

ASO titre which was significant in only 6 (5%) of the 

cases.  Tani3 documented that about 80% of patients 

with acute RhF will have an elevated ASO titre 

which is >333 Todd units in children and >250 Todd 

units in adults. The six cases in this study had values 

>333 Todd units. The 5% incidence reported in this 

study may be because the cases were not all acute 

RhF cases and possibly because of the late 

presentation of the cases.  

 

Valvular lesions Number of cases (%) 

Mitral regurgitation(MR) 51 (44.4) 

Mitral stenosis (MS) 6 (5.2) 

Mitral regurgitation and  MS 42 (36.5) 

Aortic stenosis (AS) 2 (1.7) 

Aortic regurgitation (AR) and 

AS  

1 (0.9) 

MS and AR 1 (0.9) 

MR and AR 3 (2.6) 

MR, MS and AR 6 (5.2) 

MR, MS, AR and AS 3 (2.6) 

Total 115 (100) 
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The major valvular lesion was mitral regurgitation 

(44.4%) as reported by other authors.11,12  There were 

single andmultiple valvular lesions and altogether 

115 valvular lesions. Forty-two patients (36.5%) had 

MR and MS, 5.2% had MS, 5.2% had MR, MS and 

AR, 1.7% had aortic stenosis, and 1% had AR and 

AS. No patient had AR alone, while 2.6 % had MR, 

MS, AR and AS.  This is similar to the order of 

rheumatic valvular disease reported in the literature3 

but in contrast with the findings in the study in Kano 

by Abdullahi et al.20 No tricuspid and pulmonary 

lesions were documented in this study. This is similar 

to the findings by Abdullahi et al.20 

 In the present study, 3.3% of the cases had primary 

prevention (oral penicillin) during the episodes of 

sore throat. Primary prevention has been shown in 

Cuba and Costa Rica to reduce the incidence of RhF 

and RHD.21,22 Also in this study  43.8% had 

secondary prevention (intramuscular  Benzathine 

penicillin), which is believed not to affect the natural 

history of RHD.23 

 

Only 12 cases had access to surgical repair. This may 

be due to the unavailability of regular surgeries for 

cardiac lesions in UCH during the study period, the 

exorbitant cost of surgery in UCH and other centres 

in Nigeria and or the inability to pay for surgery 

abroad. The patients who had surgery all had mitral 

valve lesions. All the others were managed 

conservatively.  
 

Conclusion 

Rheumatic fever and rheumatic heart disease are 

important causes of morbidity in Nigeria. The 

predominant clinical finding from the study was 

carditis (95%). Surgery was accessed by only 10.4% 

of the patients with valvular lesions that were 

amenable to surgery. 
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