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Introduction
Rlreumatic fever is a multisystem disease

manifested by arthritis, carditis, chorea,

erythema marginatum @M) and subcutaneous

nodules with fever ard high ESR(I) Both acute

and recurrent attacks are riggered by gr,oup A
beta hemolytic steptcoccal infeclion ofupper
respirarory tract, (2).Less than l% ofpatiene
with streptococcal pharyngitis develop

rheumatic fever, (3). The rise in ASO titer with
positive TC are still important diagnostic tools

for diagnosis of recent infection with hemolytic

stseptococci, (4). Positive TC is fomd in
minority ofcases (15-207o), when rheumatic

fever manifest itself,(s) because the disease is a

post - st€ptococcal infection complication with
a lag period of2-3weeks.

Patients and methods
The sardy includes 30 patiena .18

females and 12 males with ages ranging from 5

- 20 years, the diagnosis ofARF was made by
applying the revised Jones criteria-(6)

Artkitis was diagnosed when the joint
was re4 ho! swollen and tender with limited
movement . carditis was diagnosed when one or
more ofthe following criteria was present for
the fint time: (5-10)
a-significant apical systolic murmur conducted
well to axilla , scored at least gra.de 2 intensity
on a scale of6.(l l-13)
b- apical mid diastolic murmur.( I d l5)
c- basal diasolic murmrn-
d- cardiomegaly.
e- congsstive heart failure.

For every patient the following
investigatiors were performed ESR, ASO titer,
hemoglobin level (Hb), chest x-ray,
electrocardiography @CG), and throar culhlre
for steptococci. For ASO titer estimation 2.5 ml
of venous blood was allowed to clot and
centrifuged, then clear sentrn was used, the sera
were tested for the presence ofASO titer by
using the direct lat€x agglutination test [Avitex -
Aso Omega diagnostics Limitedl.

bstra
A prospective sndy of 30 patients with acute rtrcumatic fever (ARF) as diagnosed by the revised

Duckett Jones criteria was conducted during the period fiom October 197- Febnrary 1998 in Mosul city-

Special emphasis on the clinical presentation and laboratory investigation including thrcat culnne (IC)
for streptococci and antistreptolysin O (ASO) titer were performed to assess the validity of both tests in

patients with and without fieumatic carditis-

Arthritis was diagnosed in 24 patients (80/o) most commonly involving bigjoints. Carditis was a

complication in 8 patients (26.6%). Fever. high erytfrmcyte sedimentalion rate (ESR), and high ASO titer
were common for all patients. Throat culture was positive in 8 patients (26.6%) all without carditis, Those

with carditis were negative for TC andlhere was no hisory of prior antibiotic administratioL It is
concluded that TC for patients with c€rditis is not essential as evidence ofprevious streptococcal infection

and raised ASO titer is enough.
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The test was repeated after a week for those
initially with low titer, a high titer in both
sinratiors above 300 Todd unis was accepted as

indication for recent sneptococcal.( I 3 )
Tlroat swab were inoculated on blood agar
plates under aerobic condition for 48 hours .

Diagnosis of bela haemolytic streptococci was
established by gram stain biochemical tests
including sensitivity to Bacikacin disc and
kncifield grouping.

Out of the thirty patients with ARF,
there were eighteen males and twelve females
ranging in age fiom 5-20 yearg as shown intable
l. Fever and arthritis were the most common
features . arthritis was present in 24 patients
involving mainly the big joins ofthe upper and
lower limbs like ankle, knee, elbow and wrist.
Ttr small joints were not affected (table 2). No
cases ofEM and SN were seen.

It is evident fiom table 3 that the overall
ASO mean is 578 Todd units / ml, which is
higher than normal level 300 Todd wtits / ml, in
comparing males and females there was no
significant difference in ASO titer.

Ilisory of sorc throat was found in 20
patients , antibiotic administration in fiom of
procaine penicilliq ampicillin, or erythrcmycin
were noted in l0 patients, all were without
carditis .

Table (4) shows tlnt carditis was pres€nt

in 8 patiens- Throat culhrre was negative in all
oftlrrn while it was positive in 8 patients
withou carditis.

Discussion
More than two third of patiens were

between 5- I 5 years of age, with a history of
preceding tonsillitis in 20 patiens, which goes

well with otlrer report arthritis was ofthe
classical migratory type affecting the big joins
mostly in the lower limbs EM & SN wer€ not
found in our series as they are usually rare
manifestafiom. Throat culture was positive in 8
patients only, all were without carditis. Tlre low
isolation rate is probably due to antibiotic

administered earlier or due to prolong period
between streptococcal infection and initial
features of rtreumatic fever.

Dfficulty also arise in assessment of
TC result because steptococci are normally
present in childr€n and normal individuals and
also the use ofsingle culture. These make TC is
less satisfactory than antiMy test as a
supporting evidence of rccent streptococcal
infection - As all our patierts with carditis has no
prior urtibiotic therapy, this will minimize the
possibility of negative result due to antibiotic
and might explain the presence of this serious
complication because the other l0 patients with
prior antibiotic therapy had no carditis

Mild synptoms of rlpumatic fever dose
not accuratelyreflect the severity ofthe disease
which can cause permanent heart disease with
certain mortality.

We conclude that due to negative culture
in patients with carditis that this test is not of
value as initial investigation ifcarditis is present,

an one should depend on increase ASO titer as

evidence of previo$ streptococcal infection.
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o/oMale TotalAgelyear Female
5 l5 505-10 t0

t0 JJ-J6 4lt-15
16.72 t 5t6 -20

Maior criteria No.of patients Yo

24 80

Carditis 8 26.6
Minor criteria
High ESR 30 100

Fever 30 r00

Mean ASO titer + SDNo, ofpatients
616+28-4l2 males
547 +22.6
578+24.230 total

Carditis TCNo. of patients
+8

+8

t4
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