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Diagnosis Criteria®

High-risk groups® All other groups
2 major or 1 major and 2 minor manifestations plus evidence of a preceding GAS

infection’ ARF DIAGNOSIS FLOWCHART

(Based on the 2012 Australia RHD Guidelines)

2 major or 1 major and 1 minor or 3 minor manifestations plus evidence of a
preceding GAS infection’

RHD:+ .

15 SYDENHAM'S CHOREA PREEM?

ARE OTHER CAUSES OF CHOREA EXCLUDED? £ 2

INITIAL EPISODE XE
ISTHERE EVIDENCE OF GAS INFECTION
(INCLUDING OF REPEAT TESTING|?

A clinical presentation that falls short by either one major or one minor
manifestation, or the absence of streptococcal serology results, but one in

which ARF is considered the most likely diagnosis. Such cases should be further
categonsed according to the level of confidence with which the diagnosis is made:

* highly-suspecied ARF

* uncertain ARF

NO TEST DONE /
AWAITING RESULTS

Carditis (including subclinical evidence of
rheumatic valvulitis on echocardiogram)

Carditis lexcheding subclinical
evidence of rheumatic vahaulitis on
echocardiogram)

Polyarthritist or aseptic mono-arthritis or

2MAJOR OR
1MAJOR + 2 MINOR

polyarthralgia
Choreat
Erythema marginatum?

Subcutaneous nodules

Polyarthritis™
Chorea®
Erythema marginatum®

Subcutaneous nodules

OR3 MINOR

e = - 15 ARF
Minor manifesta Monoarthralgia Fevert® CONSIDERED
TO BETHE
H- ; 2 MOST LIKELY

Fever Palyarthralgia or aseptic mono- o

arthritis
ESR 230 mmth or CRP 230 mg/l . |

, ESR 230 mmvh or CRP =30 mg/L M
Prolonged P-R interval on ECGE

UNCERTAIN

Uncertain

Prolonged P-R interval on ECGH

*High-risk grougs are those living in communities with high rates of ARF (incidencs =30/100,000 per year in 5-14 year olds) or RHD fallage e
prevalence =210000L Aboriginal peogle and Tornes Strait Islanders living in rural or remolte settings ane known to be at high risk. Data ane vy
specte

not available for other populations, but Aboriginal people and Torres Sirit lslanders living in urban ssttings, Maoris and Pacific ISanders,
and patentially immigmnts from developing countries, may also be at high risk. 'Elevated or rising antistreptolysin £ o cther stepiococeal
antibody, or a pasitive throat culure or apid antigen testfor GAS. A definite history of arthritis is sufficient 1o satisfy this manifestation.

T, 54 and WA

sl

HAS THE PATIENT HADAPKEV\UUSDEFIMITEI}XEFARFM? ki3

==

RECURRENT EPISODE i
IS THERE EVIDENCE OF GAS INFECTION
({INCLUDING OF REPEAT TESTING)?

NOTEST DONE /

AWAITING RESULTS. NEGATIVE TEST

Mote that if pohyarthritis is present as 2 major manifestation, polyarthralgia or assptic mono-arthritis cannot be considered an additional
minor manifestafion in the same person. SChorea does not requine other manifestations or svidenoe of preceding GAS infection, provided
other cuses of chorea are excluded. "Care should be taken not i label other rashes, particulardy non-specific viral exanthemas, as erythema
marginatum. " Oral, tympanic or rectal temperature 238%C on admission, or 2 reliably reporied fever documented during the curment illness.
59§ carditis is present as 2 major manifestation, 2 prolonged P-R interval cannot be considersd an additonal minor manifestation.

CRP. C-reactive protein; ECG, electrocardiogram; ESR, erythrocyte sedimentation rate.



12 year old female Pacific Islander, lives in a large country town:

* No previous known ARF

* No memory of recent sore throat
e Arthritis L knee

* Sydenham’s chorea

e ESR990

Risk group

Diagnosis

5 i..

RHD




Casestudy2 “¢,

14 year old aboriginal male, lives in a remote community:

ARF when 11 years old, on penicillin tabs, stopped taking a year ago:
* Erythema Marginatum

e Echo shows mild MR

* Fever 39.1%*

e ESR32

* ASOT 682

Risk group

Diagnosis

5 i..

RHD




Casestudy 3 “¢ 4

22 year old Caucasian male, lives in an inner city suburb:

No history of ARF

* Erythema Marginatum
* Fever 38.2*

* ASOT 800

Risk group

Diagnosis

> 3..

RHD*




,[u'nosis Calculatéty 4 o




8 year old Torres Strait male, lives in a small

community:

No history of ARF:

Risk group

Diagnosis

Recent sore throat (no swab)
Carditis

Polyarthralgia

Aseptic monoarthritis (R ankle)
ASOT 100, ADNB 300

Diagnosis

< Rk Calculator

IET

Possible ARF

(Uncertain)

UCIaycu PIESTlIauul, aliu 11U IPISLE HIial adSTEaa1 1 1T It

Such people may fit into the category of ‘probable ARF'

Further investigation may be required, such as
streptococcal serology and detailed medical history.

People with possible ARF should receive 12 months of
secondary prophyIaX|s and be referred for specialist

h diography) at that time. If
there has been no evidence of recurrent ARF, and no

ewdence of heart valve damage on echocardiography, the

list may ider ceasing dary prophylaxis.
Such people should be educated to monitor future sore
throats and identify symptoms of potential ARF and seek
prompt treatment.

Contact numbers

Northern Territory

Top End Region

Phone: (08) 8922 8454

Fax: (08) 8922 8277

Email: RHDDarwin.ths@nt.gov.au



6 year old aboriginal female, lives in a large
community:

Diagnosis
Calculator

History of ARF: Diagnosis

* Fever 38.9* Possible ARF

* P-Rinterval on ECG 0.19 seconds
*  Polyarthritis S

streptococcal serology and detailed medical history.

° AS OT 1 2 0’ ADNB 3 45 People with possible ARF should receive 12 months of

secondary prophyIaX|s and be referred for specialist
h diography) at that time. If
there has been no evidence of recurrent ARF, and no

< Back

ewdence of heart valve damage on echocardiography, the

list may ider ceasing dary prophylaxis.
Such people should be educated to monitor future sore
throats and identify symptoms of potential ARF and seek
prompt treatment.

:
Risk group e
Top End Region

Phone: (08) 8922 8454
Fax: (08) 8922 8277

Email: RHDDarwin.ths@nt.gov.au

Diagnosis




14 year old aboriginal male, lives in Cherbourg:

No history of ARF:

Recent sore throat (Swab taken, negative result)

ASOT 133, ADNB 294

Risk group

Diagnosis

87% [l 09:45

Diagnosis

< Rk Calculator

IET

Possible ARF

(Uncertain)

UCIaycu PIESTlIauul, aliu 11U IPISLE HIial adSTEaa1 1 1T It

Such people may fit into the category of ‘probable ARF'

Further investigation may be required, such as
streptococcal serology and detailed medical history.

People with possible ARF should receive 12 months of
secondary prophyIaX|s and be referred for specialist
h diography) at that time. If

there has been no evidence of recurrent ARF, and no
ewdence of heart valve damage on echocardiography, the

list may ider ceasing dary prophylaxis.
Such people should be educated to monitor future sore
throats and identify symptoms of potential ARF and seek
prompt treatment.

Contact numbers

Northern Territory

Top End Region

Phone: (08) 8922 8454

Fax: (08) 8922 8277

Email: RHDDarwin.ths@nt.gov.au

RHDS




