Case Report

An Old Condition Presents
New Challenges

Urgent message: Acute rheumatic fever is not common but it does
still occur, underscoring the need for head-to-toe examination in
patients with vague symptoms that seem unconnected.
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Introduction

atients with fever, sore throat, and malaise often pres-

ent in the urgent care setting and they typically are

worked up quickly with a rapid strep test or given a
diagnosis of a viral syndrome. The case described here
is an example of how important it is to listen carefully
to all patients with such straight-forward symptoms and
to evaluate them head to toe in order to draw connec-
tions between a range of common symptoms. It high-
lights the importance of thinking outside the box and
keeping in mind conditions that may not be as common
today as they were 50 years ago. The condition described
here is not often encountered in everyday medical prac-
tice in the United States as it used to be, but it is one that
should always considered in order to make an accurate
diagnosis and reduce adverse outcomes.

Case Presentation

EW is a 56-year-old male who presented to the urgent
care with low-grade fever ranging from 99.0°F to
101.0°F for 10 days, accompanied by malaise, myalgia,
and severe diffuse joint pain. His polyarthralgia was
noted to be most severe in both knees and wrists. He
reported noting a diffuse red raised rash on his chest,
back, bilateral legs, arms, and hands that was neither
pruritic nor painful. He complained of moderate sore
throat, intermittent headache, nasal congestion, and
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intermittent dyspnea on exertion as symptoms related
to the current presentation. After further questioning,
the patient revealed that he had noted a mild to mod-
erate sore throat intermittently over the past 3 weeks
but did not seek treatment. The remainder of the his-
tory was found to be unremarkable. The patient
reported no significant past medical history and no
daily medications.
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Figure 1.

Observations/Findings
Evaluation of the patient showed the fol-
lowing:
m T:98.9°F
RR: 18
P: 96 bpm
BP: 143/92
02: 96% RA
Weight: 210 b Height: 6’0"

Physical exam revealed a well-developed
male in no acute distress. Positive exam
findings included a diffuse maculopapular
rash with mild superficial excoriation noted
on bilateral arms, legs, hands, and trunk.
Pharynx and tonsils were severely erythe-
matous with mild swelling and no exudate
(Figure 1). Submandibular and anterior
cervical lymphadenopathy without tender-

Erythema of patient’s pharynx.

ness was noted bilaterally. Examination of
the extremities revealed mild swelling and erythema of
the patient’s left wrist and bilateral knees, without sig-
nificant tenderness, limited range of motion or
decreased strength. The heart was normal s1s2 without
murmurs or rubs. The patient’s lungs were clear bilater-
ally and there was no jugular venous distension. His
abdomen was soft, nontender and without
organomegaly.

Diagnostic Studies
Tests performed in the office included the influenza A/B
test, which was negative, and the Rapid Streptococcus
Type A antigen test, which was positive.
Diagnosis
Acute Rheumatic Fever
Based upon clinical suspicion for this diagnosis, further
testing was completed in the office. An electrocardiogram
(EKG) was performed which demonstrated a normal sinus
rhythm, with no acute ST changes and no evidence of
heart block (Figure 2). Blood was drawn and sent for
a complete blood count (CBC) and measurements of C-
reactive protein (CRP), erythrocyte sedimentation rate
(ESR), lyme antibody, apha-hemolytic streptococci
(AH), antistreptolysin O (ASO), and antideoxyribonucle-
ase b (ADB). The patient was given a prescription for an
outpatient echocardiogram to rule out involvement of
heart valves and to assess cardiac output.

Lab results demonstrated an elevated white blood count
(WBC) to 14.34 with bands, significantly elevated
hsCRP to >100.0, as well as elevated CRP, ASO, ESR, and
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rheumatoid factor.

An outpatient echocardiogram subsequently revealed
normal systolic function, overall normal valve function
with trace tricuspid and aortic insufficiency, and mild
mitral regurgitation.

Course and Treatment

The patient was prescribed amoxicillin 875 mg twice
daily for 10 days to treat the strep infection. He was put
on a prednisone taper for 10 days in order to treat the
generalized inflammatory process associated with this
condition. Acetaminophen and hydrocodone was pre-
scribed for severe joint pain. The patient was referred to
both an infectious disease specialist and a cardiologist
for further evaluation and management. His symptoms
completely resolved within 2 weeks after initiation of
therapy.

Discussion

Acute theumatic fever (ARF) is a systemic autoimmune
process that develops in response to an untreated group
A streptococcal pharyngitis infection. Strep pharyngitis
is the only streptococcal infection associated with ARF.
Streptococcal infections in other parts of the body have
not demonstrated the same connection with the onset
and development of ARF. ARF is characterized by
inflammatory lesions of the joints, heart, subcutaneous
(SQ) tissue, and the central nervous system. The likeli-
hood of developing ARF after an occurrence of strep
pharyngitis has been estimated at about 0.3% to 3%.
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Overall, the incidence of ARF in developed nations has
declined significantly over the past 50 years. This can be
attributed to improved hygiene and aggressive treat-
ment of strep pharyngitis, a clinical condition com-
monly encountered in the urgent care setting. ARF is
most commonly noted in children aged 5 to 15 years,
and is less common in those over 35. The symptoms of
ARF typically begin to develop 2 to 3 weeks after the
onset of pharyngitis. Symptoms include, but are not lim-
ited to, polyarthritis, carditis, chorea, erythema margina-
tum, fever, and sore throat. Signs include heart mur-
murs, cardiomegaly, rash, indications of congestive
heart failure or pericarditis. The most detrimental seque-
lae of ARF is rheumatic heart disease. Rheumatic heart
disease is the condition responsible for much of the
morbidity and mortality caused by this disease process.

The Jones Criteria have classically been used to make
a diagnosis of ARF. Major criteria include carditis, pol-
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yarthritis, chorea, erythema marginatum, and/or SQ
nodules located over bones or tendons. Minor criteria
include fever, arthralgia, previous rheumatic fever or
rheumatic heart disease, acute phase reactants (leukocy-
tosis, elevated ESR/CRP), and/or prolonged P-R interval
on EKG. For diagnosis of ARF using the Jones Criteria,
two major and two minor criteria must be met, in addi-
tion to evidence of a recent strep infection. It should be
noted that if a strong clinical suspicion remains, and not
all criteria have been satisfied, an appropriate work-up
and treatment plan should still be implemented. It is
important to keep this diagnosis in mind if a patient
presents with any of the above signs or symptoms,
even if the patient cannot clearly remember having a
sore throat prior to the onset of the presentation.

The work-up for a patient with possible ARF includes
measures to diagnose the condition, as well as those to
exclude and identify the potential complications asso-
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ciated with the disease
process. A throat culture
should be performed; howev-
er it should be noted that
only 25% of patients have a
positive throat culture at the
time of diagnosis of ARF.
Blood should be drawn to
include CBC, ASO titers,
deoxyribonuclease B, and
anti-hyaluronidase lab tests.
An EKG should be performed
in the office to evaluate for cardiomegaly or potential
heart block. An echocardiogram is essential to evaluate
the heart valves and rule out theumatic heart disease. The
most common abnormal findings on echo noted in RHD
are mitral regurgitation and aortic insufficiency.

Penicillin is the treatment of choice for treating the
underlying streptococcal pharyngitis associated with
ARF, because of its narrow spectrum of activity and the
decreased likelihood of Group A Streptococcus resistance.
For penicillin-allergic patients, a narrow-spectrum
cephalosporin, clindamycin or a macrolide can be used.
Anti-inflammatories including nonsteroidal anti-inflam-
matories or steroids are used to treat the inflammatory
response in ARF. Aspirin and other non-opiate or opi-
ate analgesics are used to reduce joint pain, which can
be severe. If a patient presents with chorea, valproate
sodium or haloperidol can be administered. The rash
and SQ nodules sometimes associated with the condi-
tion are usually self-limited and don’t require treat-
ment, however, antihistamines can be used if there is
any associated pruritus. A patients’ immediate family
and close contacts should have throat cultures per-
formed and be prescribed appropriate antibiotic treat-
ment if they test positive.

Acute attacks usually last about 12 weeks and usually
leave no long-term damage to the brain, joints or skin,
but cardiac effects may persist. ARF patients who
develop endocarditis usually require short-term follow
up with an infectious disease specialist, and long-term
follow up with a cardiologist. Patients who have had
ARF need to be counseled on the need for prophylaxis
during future illnesses and medical procedures in order
to decrease the likelihood of recurrence of the condition.
People who have had ARF in the past are much more
likely to develop ARF with future episodes of group A
streptococcal pharyngitis.

ARF can have a very variable presentation and be diffi-
cult to diagnose because of the lack of a specific diagnos-
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The patient revealed that he had
noted a mild to moderate sore
throat intermittently over the past
3 weeks but did not seek
treatment. The remainder of the
history was found to be
unremarkable.

tic confirmative test. ARF is a
strong example of the impor-
tance of taking a detailed his-
tory and performing a thor-
ough head-to-toe exam when
a patient presents with vague,
seemingly unconnected symp-
toms. The patient here present-
ed with a range of symptoms,
and eliciting a history of a sore
throat intermittently over the
course of a few weeks was
important in bringing the possibility of a diagnosis of ARF
to the forefront. Strong clinical suspicion based on signs
and symptoms, and appropriate work-up to identify and
treat potential complications associated with ARF are nec-
essary when managing a patient with this complex con-
dition. m
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Call for Articles

JUCM, the Official Publication of the Urgent Care Asso-
ciation of America and the Urgent Care College of
Physicians, is looking for a few good authors.

Physicians, physician assistants, and nurse practi-
ioners, whether practicing in an urgent care, pri-
jary care, hospital, or office environment, are
vited to submit a review article or original
research for publication in a forthcoming

issue.

Submissions on clinical or practice

management topics, ranging in length
from 2,500 to 3,500 words are wel-
come. The key requirement is that the
article address a topic relevant to the
real-world practice of medicine in the
urgent care setting.

Please e-mail your idea to JUCM Edi-
tor-in-Chief Lee Resnick, MD at
editor@jucm.com. He will be happy
to discuss it with you.
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