
Analysis of Idaho Case Registry
for Rheumatic Fever

WILLIAM C. BRANSCOME, M.D., JOHN A. MATHER, M.D. and W. W. BENSON, M.P.H.

THE IDAHO rheumatic fever control pro¬
gram, established in 1955 through the co¬

operative efforts of the Idaho Department of
Health and the Idaho Heart Association, rep¬
resents one of many such programs, both state¬
wide and local, jointly sponsored by govern¬
ment and voluntary agencies. The goal of
these cooperative efforts is to find and register
persons with rheumatic fever and rheumatic
heart disease and to prevent recurrent attacks
through prophylactic treatment.
Thus the Idaho program was designed pri¬

marily to provide service to the State's rheu¬
matic fever victims under age 21. However,
the case register system, through which this
goal is accomplished, serves other valuable
purposes. As a centralized information bank,
it provides:

1. Basic data reflecting the trends in rheu¬
matic fever and rheumatic heart disease in the
State of Idaho.

2. A current record of statistical data relat¬
ing to the effects of prophylaxis on the course

of the disease.
3. Data for critical evaluation of program

effectiveness and ways in which it may be
improved.
This paper describes such an evaluation of

the Idaho program made through tabulation
and analysis of data in the Idaho case registry
during 1961.

Scope of Program and Method of Analysis
Under the Idaho rheumatic fever control pro¬

gram, benzathine penicillin G, either oral or

injectable, is supplied without charge to medi¬
cally indigent patients under 21 years of age

with a history of rheumatic fever or with rheu¬
matic heart disease. The decision as to whether
a patient is medically indigent is made solely
by the attending physician. A modification of
the Jones Criteria is used to determine medical
eligibility for the program. To be eligible, a

child must have exhibited two major or one

major and two minor manifestations of rheu¬
matic fever within the past 5 years, or he must
have definite evidence of rheumatic heart
disease.
To obtain penicillin from the program, the

physician completes an application card, giving
name, address, birth date, sex, and race of the
patient, dates of first and most recent attacks of
rheumatic fever, number of attacks, diagnostic
symptoms, type of murmur in rheumatic heart
disease, previous therapy, and type of penicillin
desired. All this information is contained on

two sides of a card about 7V2 by 3% inches.
On receipt of the application card the program
staff mails the physician enough penicillin to
provide one 200,000-unit tablet a day or one in¬
jection of 1,200,000 units a month for 4 months.
Three weeks before the end of the 4-month
period, the physician is sent a renewal form
which he must complete and return before ad¬
ditional penicillin is supplied. This form asks
about reactions to the drug and recurrence of
rheumatic fever, in addition to whether the
physician desires more penicillin.
Dr. Branscome is a heart disease control officer of
the Public Health Service assigned to the Idaho De¬
partment of Health. Dr. Mother is director of the
preventive medicine division of the department, and
Mr. Benson is State registrar, bureau of vital
statistics.
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Physicians are encouraged to report to the
registry cases of rheumatic fever in patients
who do not require penicillin from the pro¬
gram, and provision is made for reporting these
cases on the application cards. At present,
however, the registry lists only patients receiv¬
ing penicillin from the program.
Machine punchcards were prepared to in¬

clude the information from the application and
renewal forms. Since some murmurs were

listed as "apical" or "basal" and others as

"mitral" or "aortic," for this analysis apical
murmurs were interpreted as being mitral in
origin and basal murmurs as being aortic in
origin.

Results
At the close of 1961, 1,244 cases were on the

active file (table 1). Of these patients, 658
have rheumatic heart disease. Four hundred
and ninety-six patients had had at least one re¬

currence of rheumatic fever before coming on

the program, 328 of them having had more than
one recurrence. Only 29 experienced a recur¬

rent attack in 1961 while on the program, a rate
of 2.3 percent. In all respects there was very
little difference by sex.

Table 1. Cases on Idaho rheumatic fever
registry, 1961

Distribution of cases on Idaho rheumatic fever
registry per 1,000 population under 21 years
of age, by county, 1961

| No cases

llill 1.00-2.80

2.80-4.30

4.30-5.80

More than 5.80

During 1961, 302 new cases were added to the
program. Of these patients, 119 experienced
their initial attack of rheumatic fever that year
and 158 have rheumatic heart disease. Only 78
of the 183 patients who experienced their initial
attack prior to 1961 had been on prophylaxis
previously.
The 1961 registry load was 4.29 cases per

1,000 population under 21 years of age. Dis¬
tribution of cases by county suggests some clus¬
tering of the higher rates along the northern
boundary (see figure).

Prophylaxis was discontinued for 135 pa¬
tients in 1961 (table 2). Although the services
of a public health nurse are available on request
by the attending physician for those patients
who fail to keep appointments, "moved away
and unable to locate" and "did not return to
physician and unable to locate" accounted for
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the largest number of dropouts. Included in
this group are those patients for whom followup
was not requested by the physicians and those
who moved out of State. Reactions to peni¬
cillin was the reason for discontinuing the drug
in only two cases.

Of the 763 patients with heart disease on the
registry at some time during 1961, 52 percent
had only a mitral or apical systolic murmur

(table 3). The mitral diastolic murmur was

the second most common murmur noted. There

Table 2. Number of cases on Idaho rheumatic
fever registry closed during 1961, by reason

for closing

Reason for closing

Total_

Moved away and unable to locate-
Did not return to physician and unable to locate
Discontinued by physician_
Discontinued by parents or patient-
Reaction to drug_
Diagnosis changed_
Over age_
Patient died_
Other_

Total

135

46
26
34
13
2
1
7
3
3

Table 3. Description of murmur in rheumatic
heart disease cases on Idaho rheumatic fever
registry, 1961

Table 4. Physician participation in the Idaho
rheumatic fever control program, 1961 1

Inter-
nists

Total number in State_
Number participating in pro¬
gram_

Percent of total participating
in program_

More than 25 patients en¬
rolled_

20-25 patients enrolled_
15-20 patients enrolled_
10-15 patients enrolled_
5-10 patients enrolled_
Fewer than 5 patients en¬

rolled_

Number of patients on pro¬
gram_

41

20

49

0
0
1
0

l 3

16

69

1 Includes all cases on registry at any time during
1961.

1Does not include out-of-State physicians, who
carry 181 of the patients on the registry.

seems to be remarkable agreement by sex in the
distribution of cases by types of heart murmur.
The number of physicians who participate

and the number of patients they have on the
program are summarized in table 4. Fifty-
four percent of the general practitioners and
73 percent of the pediatricians in the State
participated in 1961. Two general practitioners
each have more than 25 patients, one with 44
and the other with 28 patients.
Discussion
The low recurrence rate of 2.3 percent is evi¬

dence that the Idaho rheumatic fever control
program is accomplishing its prime objective,
that is, the prevention of recurrent attacks of
rheumatic fever. Recognizing the need for
further clarification of this figure, we attempted
to gather additional information on the recur-

rences reported during the first 6 months of
1962. We sought particularly to determine
whether prophylaxis was being faithfully
maintained in these cases. As shown in table
5, of the 15 reported recurrences, the physicians
attributed two to failure to take penicillin regu¬
larly, but they felt that six occurred despite
regular prophylaxis. The physicians did not
give an opinion as to the patients' faithfulness
in taking penicillin in seven cases. It might
be questioned whether some of these represent
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bona flde recurrences, particularly cases 12-15, Table 5. Recurrence of rheumatic fever among
all reported by the same physician. Therefore, patients receiving penicillin from the Idaho
it may well be that the true recurrence rate in tZ."^**. C°ntt°l W.' Janoary-
1961 was lower than 2.3 percent.

Feinstein and co-workers (1), in a well-con-
trolled study, found a recurrence rate of 5 per¬
cent for their group on oral penicillin. It could
be argued that our low recurrence rate is due
to a large number of cases in which the diag¬
nosis of rheumatic fever is in error. If this is
true, then other programs (2, 3) which have
reported an even lower rate could be experi-
encing the same problem. However, because of
many undefined variables, any conclusion on

this question is unjustified.
The placing on prophylaxis of 105 patients

who had their initial attack prior to 1961 but
who were not on prophylaxis before entering
the program is a valuable accomplishment. The
size of this group indicates that efforts toward
finding rheumatic fever patients and educating
them in the value of prophylaxis should be
continued.
Because the registry contains only cases oc¬

curring in medically indigent patients, it can¬

not definitely be established that the northern
and northeastern areas of the State have a

higher incidence of rheumatic fever. However,
it is unlikely that a greater proportion of medi¬
cally indigent patients in these areas accounts initial attacks of rheumatic fever in the 5-
for the higher incidence. since per capita income year period 1957-62. We believe that this rep-
does not follow a similarpattern. resents more complete reporting rather than
The reasons for discontinuing prophylaxis an increased incidence of the disease.

are remarkably similar to those noted by Dean This study indicates several ways in which
in the Michigan program (^). It should be the present program can be made more effective.
pointed out, however, that a number of the The large number of cases of rheumatic heart
patients who moved away moved out of State. disease suggests the need for additional evalua-
Interstate referrals have been made for these tion of these patients. Since the practicing
patients, but no replies have been received re- physician is justifiably inclined to give a patient
garding continuation of prophylaxis. with a murmur of questionable significance the
The rate of penicillin reactions is lower than benefit of prophylaxis, diagnostic and consulta-

is generally reported and might be explained by tive services should be available to assist him in
the physician's decision not to place on the pro- making this decision. A diagnostic service has
gram those patients with a known history of operated in Denver since 1944, and a recent re-

penicillin sensitivity. view of the experience in that program (5) has
An interesting sidelight is the increase in the shown that as many as 85 percent of the patients

reporting of rheumatic fever cases since the referred have innocent murmurs. Although
control program was instituted. Whereas 772 this figure for a diagnostic service would not
cases were reported to the State bureau of vital be completely comparable with a figure for the
statistics in the 10-year period 1947-56, 759 of present Idaho program, it does suggest that a

the 1,379 patients on the register in 1961 had large percentage of the patients we are carry-
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ing as having rheumatic heart disease have only
functional murmurs.

Since a large number of physicians in the
State have no patients enrolled in the program,
efforts should be made to insure that all physi-
cians are acquainted with the services available.
A significant number of physicians are mak-

ing the diagnosis of rheumatic fever much more
frequently than are other physicians. The rea-
son for this should be determined.

Efforts at followup of patients who move and
those who fail to keep physician appointments
should be intensified.
An alternate drug (for example, sulfadi-

azine) should be available for patients with a
history of penicillin sensitivity.

Physicians should be encouraged to report
rheumatic fever in patients who do not require
penicillin from the program.

Summary

Analysis of data from the case registry main-
tained by the Idaho rheumatic fever control
program, which supplies penicillin to medically
indigent patients on request from their physi-
cians, illustrates potential uses of case registry
data.
At the end of 1961, 1,244 cases were in the

active file. Three hundred and two cases were
added during the year, and 135 were discon-

tinued. Of the patients added, 119 had their
first attack of rheumatic fever that year. Only
29 of the 1,244 patients had a recurrent attack
in 1961, a rate of 2.3 percent.
The analysis indicates the need for diagnostic

services to assist physicians in diagnosing
rheumatic heart disease, better followup of
patients who move or fail to keep appointments
with their physicians, and increased efforts to
acquaint physicians with the control program.
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Examinations for Radiological Health Specialists
Examinations for the evaluation of radiological health specialists

are being developed for the Public Health Service by the Professional
Examination Service of the American Public Health Association.
The examinations will provide Federal, State, and local agencies with
standards for this professional category.
The examination service is being assisted by an advisory committee

of experts in public health and. radiation. The complete set of exami-
nations will take about 2 years to develop.
Further information, including details on how agencies will be

able to obtain the use of the examinations, is available from the Pro-
fessional Examination Service, 1790 Broadway, New York, N.Y.
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