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Rheumatic Heart Disease: Strategies for
prevention and control

The prevalence of rheumatic heart disease (RHD) has declined in the western
hemisphere but continues to be an important cause of cardiovascular morbidity in
India. I According to a survey by the Indian Council of Medical Research the
prevalence rate in school age children is 5.3 per 1000. The pattern of severe
juvenile RHD characteristically noted in India.' the expense of chronic drug
therapy, repeated hospitalization and high surgical costs make its prevention and
control a major public health priority.

Control of RHD entails the prevention of rheumatic fever (RF) and its antece-
dent streptococcal pharyngitis. While an improved socio-economic situation, with
alleviation of overcrowding and improvement of nutrition being the major factors
contributing to the decline of streptococcal pharyngitis and its sequelae (RF and
RHD), developing countries need to depend on anti-streptococcal drugs such as
penicillin for interim programmes of prevention.

Prophylaxis may be primary (prevention of the first attack of RF) or secondary
(prevention of the recrudescence of RF). Primary prophylaxis aims at the prompt
treatment of streptococcal pharyngitis with penicillin so that RF does not occur.
Secondary prophylaxis consists' of regular long term (preferably lifelong) periodic
administration of benzathine penicillin to persons who have RHD or have had an
attack of RF.3
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Primary prophylaxis is the ideal alternative but is often not feasible because a
large number of episodes of sore throat need to be treated if one attack of RF is to
be prevented. Only 10% to 20% of all sore throats are streptococcal in aetiology.
Culture methods in field conditions are either unavailable or expensive, and delay
the diagnosis. Of all streptococcal sore throats, only 0.3% to 3% (the laner in
epidemic conditions) result in RF. Rapid diagnostic tests, based on a coagglutina-
tion technique, for the diagnosis of streptococcal pharyngitis in field conditions"
are expensive and yet to be proven cost-effective in Indian conditions. The
suggested use of clinical scores for diagnosing streptococcal pharyngitis and basing
the decision on whether or not to administer presumptive primary prophylaxis,'
also needs to be validated in India. Attempts to develop a polyvalent non-cardiac
cross-reactive streptococcal vaccine are still at an experimental stage" and the
results of clinical trials are awaited.

The World Health Organization currently advocates secondary prophylaxis as
the basis of national programmes in developing countries.' Preventing the recur-
rence of RF avoids fresh damage to already affected valves and affliction of other
hitherto unaffected valves. A WHO study in seven countries demonstrated that a
secondary prophylaxis programme is effective in preventing the recurrence of RF
although, it must be remembered that secondary prophylaxis does not prevent the
first attack of RF. Reports from developing countries suggest that only 11.9%
(Egypt) to 13% (India) of murmurs acquired in the first attack of rheumatic carditis
disappear on long term follow Up.8 Furthermore, nearly 50% of cases of RHD
present with established RHD without a past history of diagnosed RF, that is, too
late for effective prevention. Thus, secondary prophylaxis alone cannot reduce the
national burden of illness due to RHD. Till cost-effective and feasible strategies of
primary prophylaxis are available, health education to promote increased referral
of children with sore throats for primary prophylaxis and strengthening secondary
prophylactic measures to prevent recurrence of RF need to be pursued as comple-
mentary. strategies.

In this issue of the Journal (pp. 268-71) an interesting study by Iyengar et al.
suggests ways of using the district primary school health services to improve
secondary prophylaxis through increased detection of patients with RF and RHD.
The' increased case detection rate in the intervention area is impressive even though
the contributory factors are not as clearly demonstrated as scientific rigour de-
mands. As the majority of the newly registered cases were detected by the medical
officers of the primary health centre and from school screening by these officers,
the benefits of training school teachers and school children are unlikely to be sub-
stantial. The motivational effects of repeated visits by the research staff (the
Hawthorne effect) on the performance of the primary healthcare personnel also
need to be assessed by evaluating the case-referral and case-detection rates in the
intervention area after the conclusion of the study. This will demonstrate whether
the benefits of training persist in operational conditions when the personnel are no
longer under observation. A replicable module for a national programme requires
such proof of sustained operational effectiveness. In addition, the cost-effective-
ness of the programme cannot be accepted as proven without examining the 'op-
portunity cost' of the other nationally relevant health programmes for which these
inputs could have been utilized.

Despite these reservations, the authors need to be congratulated on this innova-
tive intervention programme which seeks to harness the huge manpower of schools
to promote health education. Non-communicable diseases have traditionally been
ignored in primary health care because the multipurpose health worker is heavily
burdened by the tasks of communicable disease control, family planning and
maternal and child health. Enlisting school teachers and school children for case
detection and health education gives hope that the neglected programmes for
control of other non-communicable diseases will also be implemented.
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