TABLE 381-3 Recommended Tests in Cases of Possible Acute Rheumatic
Fever

Source: Reprinted with permission from Menzies School of Health Research.

symptoms are substantially resolved, usually within the first
2 weeks, patients on higher doses can have the dose reduced to
50–60 mg/kg per day for a further 2–4 weeks. Fever, joint manifestations, and elevated acute-phase reactants sometimes recur up to
3 weeks after the medication is discontinued. This does not indicate
a recurrence and can be managed by recommencing salicylates for a
brief period. Naproxen at a dose of 10–20 mg/kg per day is a suitable
alternative to aspirin and has the advantage of twice-daily dosing.
CONGESTIVE HEART FAILURE
Glucocorticoids The use of glucocorticoids in ARF remains controversial. Two meta-analyses have failed to demonstrate a benefit of
glucocorticoids compared to placebo or salicylates in improving
the short- or longer term outcome of carditis. However, the studies
included in these meta-analyses all took place >40 years ago and did
not use medications in common usage today. Many clinicians treat
cases of severe carditis (causing heart failure) with glucocorticoids in
the belief that they may reduce the acute inflammation and result
in more rapid resolution of failure. However, the potential benefits
of this treatment should be balanced against the possible adverse
effects. If used, prednisone or prednisolone is recommended at a
dose of 1–2 mg/kg per day (maximum, 80 mg), usually for a few days
or up to a maximum of 3 weeks.
MANAGEMENT OF HEART FAILURE
See Chap. 280.
BED REST
Traditional recommendations for long-term bed rest, once the
cornerstone of management, are no longer widely practiced.
Instead, bed rest should be prescribed as needed while arthritis
and arthralgia are present and for patients with heart failure. Once
symptoms are well controlled, gradual mobilization can commence
as tolerated.
CHOREA
Medications to control the abnormal movements do not alter the
duration or outcome of chorea. Milder cases can usually be managed by providing a calm environment. In patients with severe chorea, carbamazepine or sodium valproate is preferred to haloperidol.
A response may not be seen for 1–2 weeks, and medication should
be continued for 1–2 weeks after symptoms subside. There is recent
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INTRAVENOUS IMMUNOGLOBULIN (IVIG)
Small studies have suggested that IVIg may lead to more rapid
resolution of chorea but have shown no benefit on the short- or
long-term outcome of carditis in ARF without chorea. In the absence
of better data, IVIg is not recommended except in cases of severe
chorea refractory to other treatments.

PROGNOSIS
Untreated, ARF lasts on average 12 weeks. With treatment, patients
are usually discharged from hospital within 1–2 weeks. Inflammatory
markers should be monitored every 1–2 weeks until they have normalized (usually within 4–6 weeks), and an echocardiogram should be
performed after 1 month to determine if there has been progression of
carditis. Cases with more severe carditis need close clinical and echocardiographic monitoring in the longer term.
Once the acute episode has resolved, the priority in management is
to ensure long-term clinical follow-up and adherence to a regimen of
secondary prophylaxis. Patients should be entered onto the local ARF
registry (if present) and contact made with primary care practitioners
to ensure a plan for follow-up and administration of secondary prophylaxis before the patient is discharged. Patients and their families
should also be educated about their disease, emphasizing the importance of adherence to secondary prophylaxis.

PREVENTION
PRIMARY PREVENTION
Ideally, primary prevention would entail elimination of the major risk
factors for streptococcal infection, particularly overcrowded housing.
This is difficult to achieve in most places where ARF is common.
Therefore, the mainstay of primary prevention for ARF remains
primary prophylaxis (i.e., the timely and complete treatment of group A
streptococcal sore throat with antibiotics). If commenced within 9 days
of sore throat onset, a course of penicillin (as outlined above for treatment of ARF) will prevent almost all cases of ARF that would otherwise have developed. In settings where ARF and RHD are common but
microbiologic diagnosis of group A streptococcal pharyngitis is not
available, such as in resource-poor countries, primary care guidelines
often recommend that all patients with sore throat be treated with
penicillin or, alternatively, that a clinical algorithm be used to identify
patients with a higher likelihood of group A streptococcal pharyngitis.
Although imperfect, such approaches recognize the importance of
ARF prevention at the expense of overtreating many cases of sore
throat that are not caused by group A streptococcus.
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Recommended for All Cases
White blood cell count
Erythrocyte sedimentation rate
C-reactive protein
Blood cultures if febrile
Electrocardiogram (if prolonged P-R interval or other rhythm abnormality,
repeat in 2 weeks and again at 2 months if still abnormal)
Chest x-ray if clinical or echocardiographic evidence of carditis
Echocardiogram (consider repeating after 1 month if negative)
Throat swab (preferably before giving antibiotics)—culture for group A
streptococcus
Antistreptococcal serology: both anti-streptolysin O and anti-DNase B
titers, if available (repeat 10–14 days later if first test not confirmatory)
Tests for Alternative Diagnoses, Depending on Clinical Features
Repeated blood cultures if possible endocarditis
Joint aspirate (microscopy and culture) for possible septic arthritis
Copper, ceruloplasmin, antinuclear antibody, drug screen for choreiform
movements
Serology and autoimmune markers for arboviral, autoimmune, or reactive
arthritis

evidence that corticosteroids are effective and lead to more rapid 2153
symptom reduction in chorea. They should be considered in severe
or refractory cases. Prednisone or prednisolone may be commenced
at 0.5 mg/kg daily, with weaning as early as possible, preferably
after 1 week if symptoms are reduced, although slower weaning or
temporary dose escalation may be required if symptoms worsen.

SECONDARY PREVENTION
The mainstay of controlling ARF and RHD is secondary prevention.
Because patients with ARF are at dramatically higher risk than the
general population of developing a further episode of ARF after a group A
streptococcal infection, they should receive long-term penicillin
prophylaxis to prevent recurrences. The best antibiotic for secondary
prophylaxis is benzathine penicillin G (1.2 million units, or 600,000
units if ≤27 kg) delivered every 4 weeks. It can be given every 3 weeks,
or even every 2 weeks, to persons considered to be at particularly
high risk, although in settings where good compliance with an every4-week dosing schedule can be achieved, more frequent dosing is
rarely needed. Oral penicillin V (250 mg) can be given twice daily
instead but is less effective than benzathine penicillin G. Penicillinallergic patients can receive erythromycin (250 mg) twice daily.
The duration of secondary prophylaxis is determined by many
factors, in particular the duration since the last episode of ARF
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