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Acute Rheumatic Fever in the Elderly: A Case Report

Somchai Insiripong, M.D.*,

Buncha Sookananchai, M.D.**

Abstract: Acute rheumatic fever (ARF) is almost all diagnosed in children and young adolescents in developing
countries and it has been rarely recognized in the adults of more than 4™ decade of age. Herein, we report a case
67-year-old Thai man who presented with acute onset of acute dyspnea, orthopnea and fever for one day. He had
the history of poorly controlled diabetes for a few years. The physical examination revealed BP 198/130 mmHg,
P 130/min, crepitation of both lower lung fields, pansystolic murmur at the lower sternal border and edema of
both legs and scrotums. The initial blood sugar was 581 mg%. He responded well diuretic tests, vasodilatation
and insulin. On the third day of admission, he developed chorea of left hand with the rising of ESR and ASO
titer while his blood sugar was 235 mg%. The studies of cardiac enzymesand the EKG were unremarkable. The
echocardiogram showed dilated LV, global hypokinesia with moderate L'V function, ejection fraction of 34.6 %,
and mild MR without vegetation. The cardiac catheterization revealed only mid portion of LAD tubular 65 %
lesion.The CT of the brain was uneventful. The diagnosis of ARF was added. However he did notaccept further
treatments or investigatios. Our case seems to suggest that the ARF should not be forgotten in the case of fever
and heart failureof unknown etiology even in the elderly and thelife-long secondary prevention of recurrent
rheumatic fever with antibioticis valid if only one episode of ARF is established in the last few decades of life.
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Introduction

Acute rheumatic fever (ARF) is the clinical
syndrome that involves multiple organs. It is characterized
by Jones criteria which include 1), major criteriaconsisting
of carditis, migratory polyarthritis, Sydenham’s chorea,
erythema marginatumand subcutaneous nodules 2),
minor criteria consisting of fever, prolonged PR interval
on ECQG, elevated erythrocyte sedimentation rate or
C-reactive protein orleukocytosis, and polyarthralgia.
To diagnose ARF depends on any two of five major

criteria or one major criterion and two minor criteria,

with the supporting evidence of antecedent group A
streptococcal infection in the form of positive throat
culture or elevated or rising anti-streptolysintiter(l_3).
In fact, ARF is mostlly prevalent in children and young
adult population, the largest group age ranges between
10 and 14 years(4). In the adults, ARF has been rarely
diagnosed as the first presentation orthe recurrence
of the syndrome until it is frequently considered the

forgotten disease”™. Likewise, in the elderly group,

it has been occasionally reported(9). In Thailand, the
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prevalence of ARF and rheumatic heart disease has been

. . . . (0
declining as in other developing countries"” whereas

1(11)

AREF in the elderly is very unusual as well” . Herein,

we report one case of ARF in the elderly Thai patient.

Case Report

A 67-year-old Thai man presented with
marked fatigue and chest discomfort for one day
and he also had fever and orthopnea. He had prior
diagnosis ofdiabetes mellitus and was treated with
glipizide, metforminand simvastatin for a few years.

On the physical examination, BP 198/130
mmHg, P 130/min, BT 36.5 degree Celsius, he was
found to have mild pallor, distended jugular vein,
pansystolic murmur grade III at lower sternal border,
coarse crepitation at both lower lung fields, and pitting
edema of both legs and scrotums.

Blood tests: Hb 10.3 g%, Hct 34.0%, WBC
10,200/mm’, platelet 364,000/mm’, MCV 76.2 fL,
MCH 23.0 pg, RDW 17.4 %, ASO 249.0 IU/mL
(normal <125 IU/mL), CRP 4.0 mg/L (normal 0-5),
high sensitive CRP 4.0 mg/L (high cardiac risk >3.0
mg/L), ESR 38/hr, anti-HIV-negative,

Blood sugar 581 mg%, BUN 16 mg%,
cholesterol 178 mg%, normal liver and thyroid function
tests, creatinine 1.02 mg%, albumin 2.3 g%, globulin
3.2 g%, CK-MB mass 2.5 ng/mL (normal 0.6-6.3),
troponin-I 0.09 ng/mL (normal 0.03-0.5)

The chest film showed calcified aortic knob,
obvious cardiomegaly, pulmonary congestion, and
RLL infiltration.

The EKG: sinus tachycardia, no pathologic
Q wave, no ST-T change, no LVH

The echocardiogram: dilated LV, and global

hypokinesia with moderate LV function, ejection

fraction of 34.6 %, mild MR, no vegetation, Imp:
Dilated cardiomyopathy with moderately impaired
LV function.

The cardiac catheterization revealed mid
portion of LAD tubular 65 % lesion, Imp: single
vessel disease at mid LAD stenosis about 60-70 %.

The computerized tomography of the brain
revealed the cortical brain atrophy, small hypoat-
tenuated lesion at anterior temporal region, may be
artifact or small infarction.

He was diagnosed as having congestive heart
failure with the concurrent dilated cardiomyopathy,
hypertension with severe hyperglycemia. He responded
well to the treatment with diuretics, amlodipine
and insulin infusion. On the thirdday of admission,
he suddenly developed chorea of left hand while
hisimmediate blood sugar was 235 mg%, thediagnosis
of acute rheumatic feverwas most likely but the patient

did not accept any further treatments or investigations.

Discussion

Our patient was diagnosed as ARF based onthe
two major Jones criteria: carditis and Sydenham’s
chorea withadditional minor criteria including the
rising ESR, the high WBC count with the document
othigh titer of ASO". On the contrary, the diagnosis
of acute myocardial infarction can beably excluded
because the residual diameter of the LAD was still
>30 % left, the levels of cardiac enzymeswere not
rising and the EKG studydid not show the pathologic Q
wave or new onset of the left bundle branch block"?.

Most cases of acute rheumatic fever happen
in the people of less than 22 years old"?, therefore
ARF in the elderly may beeasily overlooked. The
document of the first episode of ARF at the 67"
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year of agein our case seems to remind us that ARF
should not have been forgotten, furthermore it should
be kept in mind as one of the differential diagnoses
of the fever of unknown origin even in the elderly(g).

In ARF, the younger the patients are, the more
prevalentthe abnormal movement is, for instance,
Sydenham’s chorea is mostly found in patients between
5 and 13 years of age(M). On the other hand, in the
review of ARF in 23 adults with the average age of
55 years, they have only arthritis (83%) and carditis
(35%) as the major criteria for the diagnosis(ls). Our
case still had chorea even though he was 67 years old.

In case of non-ketoticsevere hyperglycemia,
localized neurological manifestations including chorea
can be found'”. But our patient developed chorea
while the blood sugar waslowered to 235 mg%. He
neverdeveloped chorea whereas his blood sugar was
extremely high as 581 mg%, sothe chorea in our case
should be associated with ARF more than the simple
hyperglycemia.

According to the American Heart Association
recommendation, secondary prevention of recurrent
rheumatic fever with antibiotics in case of rheumatic
carditis should be practiced for ten years after the last
attack"”. If the episode of ARF is documented at the
67" year of age more or less, the prevention should

be life-long practice.

Conclusion

A 67-year old Thai man presented with
acute fever, chorea and congestive heart failure, rising
ESR and the high ASO titer, fulfilling the diagnosis
of ARF. In should be realized that ARF may not be
forgotten when the patients of any age with fever and

heart failure are encountered.
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