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Chapter 1. Introduction 

Classifications and definitions  

Acute rheumatic fever (ARF)  

Definite ARF: acute presentation which fulfils Jones diagnostic criteria for ARF. 

Probable ARF: acute presentation which does not fulfil Jones diagnostic criteria for ARF, 

missing one major or one minor criterion or lacking evidence of preceding streptococcal 

infection, but ARF is still considered the most likely diagnosis.  

Possible ARF: acute presentation which does not fulfil Jones diagnostic criteria for ARF, 

missing one major or one minor criterion or lacking evidence of preceding streptococcal 

infection, and ARF is considered uncertain but cannot be ruled out. 

Rheumatic heart disease (RHD)  

Borderline RHD: echocardiographic features in an individual aged ≤20 years which are 

abnormal but do not fulfil criteria for the diagnosis of RHD. 

Definite RHD: echocardiographic features in an individual of any age which are abnormal 

and fulfil criteria for the diagnosis of RHD. 

Classification of ARF / RHD severity  

Priority 1 (P1): severe RHD. 

Priority 2 (P2): moderate RHD. 

Priority 3 (P3): borderline RHD, mild RHD. 

Priority 4 (P4): History of ARF and/or RHD, secondary prophylaxis no longer required. 

RHD in pregnancy  

Level I: low risk of maternal mortality, low to moderate risk of morbidity (e.g. mild RHD 

with no mitral stenosis). 

Level II: elevated risk of maternal mortality or moderately increased risk of morbidity (e.g. 

bioprosthetic valve or mild mitral stenosis). 
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Level III: further elevated risk of maternal mortality or severe morbidity (e.g. mechanical 

heart valve, severe asymptomatic mitral / aortic regurgitation or severe asymptomatic 

aortic stenosis or moderate mitral stenosis. 

Level IV: extremely high risk of maternal mortality or severe morbidity (e.g. severe mitral 

stenosis or valve disease with pulmonary hypertension).  

Types of penicillin used in ARF  

Benzathine benzylpenicillin G: long-acting intramuscular formulation of penicillin.  

Phenoxymethylpenicillin: short-acting oral formulation of penicillin.  
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Chapter 2. Culture & Workforce 

There are many cultural and structural barriers for Aboriginal and Torres Strait Islander peoples 

requiring evidence-based care. Most, however, are poorly understood. If guidelines are to be 

successful, we need to move beyond the ‘evidence base’ – what is known and understood – to what we 

do not know. We need to understand the complex relationships between the social, cultural, political 

and economic situations in which people live.  

• Centrality of culture is the core component of clinical guidelines.  

• Cultural and structural competencies in healthcare are necessary to close the evidence-

practice gap.  

• An ethnomedical framework (respecting and incorporating traditional Indigenous 

medical practices) should be used to inform guideline development.  

• A socioecological model (understanding the personal and environmental factors - 

interpersonal, community, organisational and environmental – that determine health 

behaviours) can highlight the complex relationships that exist for Aboriginal and Torres 

Strait Islander peoples.  

• An adequately trained and supported Aboriginal and Torres Strait Islander workforce is 

the key driver for successful health programs.  

• The current health workforce will contribute to closing the evidence-practice gap. 
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Chapter 3. Burden of ARF & RHD 

• Since the early 1990s, ARF has occurred almost exclusively in young Aboriginal and Torres 

Strait Islander peoples, particularly in the 5-14-year-old age group. 

• During the same period, RHD has predominately affected young to middle-aged Aboriginal 

and Torres Strait Islander peoples as a consequence of the current era of endemic ARF 

among this population, and it has affected older non-Indigenous people due to a past era of 

endemic ARF. 

• Females are more likely to be diagnosed with ARF than males. 

• The number of Aboriginal and Torres Strait Islander peoples affected by ARF and RHD 

appears to be increasing. 

• The burden of disease often spans the majority of a person’s lifetime, starting with ARF in 

childhood, where ongoing active engagement with the healthcare system is needed for many 

years, and progressing in many cases to RHD and associated heart conditions during 

adulthood.  

• People with ARF are prone to a further episode, with one in five people having a recurrent 

episode of ARF within 10 years of their first. 

• There is a high risk of valvular damage (RHD) from a recurrent or single severe episode of 

ARF; more than half of those with ARF progress to RHD within 10 years of their initial ARF 

episode, and more than one-third of these people develop severe RHD. 

• More than one in 10 people with RHD are affected by atrial fibrillation or heart failure 

attributable to RHD. 

• Aboriginal and Torres Strait Islander peoples with RHD were more likely to die compared to 

non-Indigenous Australians with RHD; however, the death rates have decreased for both 

population groups over the past few decades. 
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Chapter 4. Primordial Prevention & Social Determinants of ARF 

• The socioeconomic and political factors that influence people’s lives can cause structural 

barriers and inequalities in health. These social determinants of health within an Indigenous 

cultural context have profound impacts on health and wellbeing. 

• The circumstances in which people live affect the risk of Group A streptococcus (Strep A) 

infections, ARF and RHD. Living in overcrowded conditions and having limited access to 

facilities to wash people, clothes and bedding increase the risk of Strep A infections, ARF and 

RHD.  

• Strep A is a human-only infection with no animal or insect hosts, therefore control strategies 

comprise modifications of human behaviours and environments.  

• Nine Healthy Living Practices were developed in the 1980s by the Nganampa Health Council 

in South Australia to help prioritise what people need in order to live healthy lives. There is 

evidence that the Healthy Living Practices can help reduce Strep A infections. 

• While not all Healthy Living Practices apply directly to Strep A, the approach to social 

determinants of health should be holistic rather than disease-specific.  

• There are several approaches to increase access to Healthy Living Practices to reduce the 

development of Strep A skin and throat infections which lead to ARF and RHD. 

• Interventions on living practices applied for ARF and RHD are likely to have an impact on 

other diseases and conditions. 
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Table 4.1. Healthy living practices and their association with Strep A infections. 
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Chapter 5. Primary Prevention (of ARF) 

• Primary prevention of ARF aims to interrupt the link between Strep A infection and the 

abnormal immune response to Strep A that causes ARF, by early identification and treatment 

of Strep A infections.  

• Strep A has been shown to be associated with up to 37% of throat infections. Strep A is only 

one cause for tonsillitis. Strep A is present in 10% to 40% of children presenting with a sore 

throat.  

• Treatment of the Strep A sore throat in those at risk of ARF can decrease the subsequent 

development of ARF by up to two-thirds. 

• Not everyone who gets exposed to Strep A becomes symptomatic with a sore throat. Some 

people may become Strep A carriers.  

• Strep A has been shown to be associated with up to 82% of impetigo episodes. Strep A 

impetigo is very common among Aboriginal and Torres Strait Islander children living in 

remote areas, with almost one in two affected at any one time. Identification, treatment and 

prevention of Strep A skin infections may help reduce the burden of ARF. 

• Individuals already receiving BPG secondary prophylaxis still need active treatment of sore 

throats or skin sores. This is necessary because the level of penicillin achieved by BPG wanes 

by about 7 days to reach a prophylactic level which is lower than a required treatment level.  

 

Table 5.1. Risk groups for primary prevention of ARF 
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† This refers to populations where community ARF/RHD rates are known to be high e.g. ARF incidence >30/100,000 

per year in 5–14-year-olds or RHD all-age prevalence >2/1000  

 

Figure 5.3. Assessment for sore throat 

 

 

 

Table 5.4. Symptoms and signs of a sore throat / tonsillitis 

 

Symptoms derived from the Aboriginal Sore Throat Story (Sampson C et al, Australasian Society for Infectious 

Diseases Annual Scientific Meeting 2019 poster presentation). Signs derived from the Modified Centor Score. 
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Table 5.2. Recommended antibiotic treatment for Strep A sore throat / tonsillitis† 

 
†Antibiotic treatment indicated for proven Strep A infection, and for people at high risk of ARF presenting with sore 

throat. 
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Table 5.3. Recommended antibiotic treatment for Strep A skin sores 
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Chapter 6. Diagnosis of acute rheumatic fever 

• For each episode, a final diagnosis should be reached and specified as either:  

o definite ARF (confirmed);  

o probable ARF (highly suspected);  

o possible ARF (uncertain);  

o definite ARF recurrence; 

o probable ARF recurrence; 

o possible ARF recurrence; or  

o not ARF. 

• Failure to diagnose ARF results in a missed opportunity for secondary prophylaxis with 

benzathine benzylpenicillin G (BPG), increasing the risk of recurrent ARF and cumulative 

heart valve damage. 

• If clinicians are expecting to find a collection of ARF diagnostic criteria simultaneously in one 

individual, they are likely to be missing people with mild ARF, such as those who present with 

joint pain and fever only. 

• Patients with sterile joint aspirates should never be treated speculatively for septic arthritis 

without further investigation, particularly in areas with a high ARF/RHD prevalence. 

• Over-diagnosis results in the individual receiving BPG injections unnecessarily and an 

increased use of health system resources. 

• Anyone suspected to have ARF should be admitted to a hospital within 24-72 hours for 

echocardiography and specialist review. 

• Echocardiogram is mandatory for all people with possible or confirmed ARF. Echocardiogram 

can enable a confirmation of ARF by demonstrating carditis which may not be clinically 

evident. It is also used to establish a baseline of cardiac status, and to determine whether 

valve damage (acute carditis or established RHD) is present and if so, to determine the 

severity. 

• Electrocardiogram is also mandatory for all possible or confirmed ARF. While first degree 

heart block (prolonged P-R interval) is most common, advanced conduction abnormalities 
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(second-degree heart block, complete heart block or accelerated junctional rhythm) occur in 

approximately 8% of those presenting with ARF. 

• The final diagnosis and age of the patient determines the subsequent management 

recommendations, including need for and duration of secondary prophylaxis with BPG; 

frequency of follow-up echocardiograms; and frequency of primary care and specialist 

reviews 

 

Table 6.1. Risk groups for ARF 

 

† This refers to populations where community ARF/RHD rates are known to be high e.g. ARF incidence >30/100,000 

per year in 5–14-year-olds or RHD all-age prevalence >2/1000. 
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Table 6.2. 2020 Updated Australian criteria for ARF diagnosis 
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Table 6.3. Suggested upper limits of normal (ULN) for serum streptococcal antibody titres in children and 
adults 

 

Anti-DNase B, antideoxyribonuclease B; ASO, antistreptolysin O; ULN, upper limit of normal 

 

 

Table 6.4. Upper limits of normal for P-R interval 

 
Source: Adapted from Park MK, Pediatric cardiology  

for practitioners, 2nd ed. Chicago: Year Book Medical; 1998. 
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Chapter 7. Management of ARF 

• People suspected to have ARF should be referred as soon as possible for investigations 

(including echocardiography), treatment and education. 

• Admission to a hospital with echocardiography services is strongly recommended in order 

to facilitate correct diagnosis. Echocardiographic findings inform the management plan 

including recommended duration of secondary prophylaxis. 

• While the diagnosis is uncertain, giving salicylate and non-steroidal anti-inflammatory drug 

(NSAID) therapy should be deferred because they might mask symptom evolution, and 

thereby impede correct diagnosis. 

• ‘Suspected ARF’ is a term that applies during diagnostic workup. For each ARF episode, a final 

diagnosis should be reached and specified as either: 

o definite ARF (initial or recurrence) 

o probable ARF (initial or recurrence)  

o possible ARF (initial or recurrence)  

o not ARF 

• For definite ARF, a ‘priority’ grade based on the presence and severity of any accompanying 

RHD should also be provided, using the revised priority classification. The priority determines 

which care plan to use, including frequency of medical reviews and echocardiograms.  

• People diagnosed with ARF should be  

o notified to the local Disease Control Unit or Public Health Unit in accordance with 

jurisdictional legislation. 

o registered with the jurisdictional RHD Control Program, with details of their secondary 

prophylaxis requirements. 

• The pillars of management are eradication of the inciting infection using penicillin (or an 

alternative if allergic to penicillin) and management of symptoms with analgesic/antipyretic 

agents as needed.  



 
 

KEY INFORMATION: From the 2020 Australian guideline for prevention, diagnosis and management of acute rheumatic fever and rheumatic heart disease (3.2 edition, March 2022) 

 19 

Table 7.1. Medications used for acute rheumatic fever 
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IMI, intramuscular injection; NSAID, non-steroidal anti-inflammatory drug; ACE, Angiotensin-converting enzyme   
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Chapter 8. Diagnosis of RHD 

• In Australia, approximately 87% of RHD occurs in Aboriginal and Torres Strait Islander 

peoples (depending on the dataset used). 

• RHD has a female predominance of 2:1 and the prevalence peaks in the third and 

fourth decade of life. 

• RHD should be considered in individuals from high-risk populations with reduced 

exercise tolerance or breathlessness noting that most RHD is asymptomatic. 

• Reduced exercise tolerance or breathlessness in a pregnant woman from a high-risk 

population should not be attributed to pregnancy or anaemia; consider and 

investigate for RHD. 

• Exercise testing or stress echocardiography is recommended when severity of 

symptoms and echocardiographic findings are discordant. 

• Transoesophageal echocardiography may help clarify valve morphology and severity 

to plan surgical intervention or when transthoracic echo is inconclusive  

• The World Heart Federation guidelines on echocardiographic diagnosis provide 

criteria to distinguish pathological RHD from physiological changes in children and 

adults. 

• The mitral valve is the most common valve involved in RHD. 

• Many adult patients will have mixed or multi-valvular disease. 

• Symptoms may not reflect severity of disease. Many patients will appear 

asymptomatic until advanced stages of disease develop. 

• Patients may present with complications of valve disease including stroke, heart 

failure or arrhythmia. 
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Table 8.1. Clinical features of common valve lesions 
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Table 8.2. Echocardiographic features of RHD 
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Table 8.3. Role of cardiac investigations in the diagnosis of RHD 
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Table 8.4. Morphological features of RHD 

 

 

Echocardiography machine settings 

1. Nyquist limits for colour Doppler should be set on maximum to avoid 

overestimation of jet length. 

2. Images for the assessment of valvular and chordal thickness should be acquired 

with harmonics turned off and probes with variable frequency set on ≥2 MHz. Low-

frequency settings and harmonics exaggerate valve and chordal thickness. 

3. The room should be as dark as possible for echocardiography, because it impacts on 

gain settings. Gain settings should be adjusted to achieve optimal resolution. Images 

acquired with an over-gained setting will not be suitable for objective valve thickness 

measurements. 

4. All other settings (including depth, sector size and focus) should be optimised to 

achieve maximal frame rate and resolution. 
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Table 8.5. 2012 World Heart Federation criteria for echocardiographic diagnosis of RHD 

 

 

Rheumatic mitral valve; appearance with Rheumatic mitral valve; appearance with 
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harmonics 'on', note anterior mitral valve 
thickness. Harmonics should be turned off. 

harmonics 'off', note anterior mitral valve 
thickness. 

 

Table 8.6. Criteria for pathological regurgitation 

 

 

 

 

Rheumatic mitral valve. Mitral regurgitant jet needs to measure at least 2 cm on colour 

doppler to meet RHD diagnostic criteria for pathological regurgitation (red arrow). 
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Chapter 9. Screening for Rheumatic Heart Disease 

• Echocardiographic screening for rheumatic heart disease (RHD) has been widely used 

internationally, often in a research setting or to estimate burden of disease. 

• Screening procedures have evolved over time, using different technologies and 

operators, with varying levels of expertise.  

• Population-based screening using auscultation is not accurate for detecting 

undiagnosed RHD so is not recommended. 

• Screening using echocardiography can accurately detect previously undiagnosed 

RHD.  

• Echocardiographic screening for RHD meets some, but not all, of the standard public 

health criteria for community screening for disease. In particular, the impact of 

secondary prophylaxis on disease trajectory is not well defined. 

• There remains insufficient evidence to support routine, population-level 

echocardiographic screening for RHD in Australia as a method of disease detection 

and control. 

• Targeted screening of particular highest-risk groups may be appropriate under 

certain circumstances; factors to take into consideration are presented in this chapter. 

• Screening activities may be effectively used to estimate disease prevalence, and have 

the potential to improve community awareness, foster local champions and galvanise 

support for better RHD control. 
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Chapter 10. Secondary Prophylaxis 

• Secondary prophylaxis of ARF is the consistent and regular administration of 

antibiotics to people who have had ARF or RHD, to prevent future group A beta-

haemolytic streptococcus (Strep A) infections and the recurrence of ARF.  

• Long-acting benzathine benzylpenicillin (BPG) used for ARF prophylaxis should not be 

confused with short-acting benzylpenicillin. 

• Strep A is fully sensitive to penicillin. Failures of penicillin secondary prophylaxis (i.e. 

breakthrough ARF recurrence despite receiving all prophylaxis with no days at risk) 

are not thought to be attributable to organism resistance but rather, to low serum or 

tissue concentrations of penicillin due to individual host differences in 

pharmacokinetic-pharmacodynamic properties. 

• BPG injections should be delivered no later than 28 days after the last injection (or 21 

days for those prescribed a 21-day regimen)  

• Doses of BPG for the treatment of Strep A infection differ slightly from doses of BPG 

for regular secondary prophylaxis. For example, small children under the age of five 

living in high-risk settings who frequently develop Strep A infections but rarely 

develop ARF, are recommended to receive weight-adjusted dosing to avoid 

excessively large BPG doses. A simpler strategy of two dose options with a single 

weight cut-off at 20 kg is used for secondary prophylaxis of ARF for pragmatic reasons. 

• Heart valve surgery does not affect the risk of Strep A infections or recurrent ARF. 

Therefore, secondary prophylaxis must be continued following surgery 
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Table 10.1. Recommended antibiotic regimens for secondary prophylaxis 

 

 

 

Figure 10.1 Strategies for managing injection pain, fear and distress. 
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Table 10.2. Recommended duration of secondary prophylaxis 

 



 

KEY INFORMATION: From the 2020 Australian guideline for prevention, diagnosis and management of acute rheumatic 

fever and rheumatic heart disease (3.2 edition, March 2022)  32 

 



 

KEY INFORMATION: From the 2020 Australian guideline for prevention, diagnosis and management of acute rheumatic 

fever and rheumatic heart disease (3.2 edition, March 2022)  33 

 Chapter 11. Management of RHD 

• Secondary prophylaxis is an integral aspect of the management of RHD.  

• RHD is a notifiable disease in Western Australia, South Australia, Northern Territory 

and Queensland. RHD is notifiable for people aged less than 35 years in Queensland.  

• All patients with RHD should have access to specialist paediatric and adult cardiology 

services. 

• Coordinated transition from paediatric to adult services is imperative for young 

patients with ARF and RHD. 

• Aboriginal Health Workers, Aboriginal Health Practitioners and remote-area nurses 

should be consulted prior to surgery to provide an understanding of the patient’s 

personal, social, economic and cultural situation that will likely determine which 

surgical option is best suited to that individual.  

• Early engagement of a multidisciplinary heart team is essential in determining the 

appropriate choice and timing of intervention for patients with RHD. 

• Mixed and multi-valvular disease is common in RHD and requires more frequent 

surveillance and follow-up. 

• Regular oral healthcare and education may reduce the long-term risk of infective 

endocarditis (IE) for patients with RHD. 

• Aboriginal and Torres Strait Islander peoples with RHD should receive IE antibiotic 

prophylaxis for high-risk procedures.  

• The decision between repair, bioprosthetic and/or mechanical valve replacement 

needs to take into consideration the age at first operation, risks of anticoagulation, 

adherence, future pregnancy, and durability of valve repair and prosthesis. 

• Choice of valve replacement for RHD: 

o Mechanical valve: proven durability, requires lifelong anticoagulation 

o Bioprosthetic valve: does not require lifelong anticoagulation, limited 

durability, may enable future valve-in-valve procedure. 
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o Complications of RHD include atrial fibrillation, heart failure, thromboembolic 

events, pulmonary hypertension, prosthetic valve thrombosis and death. 

Anticoagulation in RHD 

• Non-vitamin K antagonist oral anticoagulants (NOACs) are appropriate for patients 

with RHD and atrial fibrillation with an elevated CHA2DS2-VA score, except in those 

with moderate or greater mitral stenosis  

• For patients with moderate or greater mitral stenosis and atrial fibrillation, warfarin 

is currently the only indicated oral anticoagulant 

• Patients with a mechanical valve prosthesis require anticoagulation with warfarin, 

clexane or heparin. 

 

Table 11.1 The CHA2DS2-VA score is used to determine thromboembolic risk and guide use of 
anticoagulation in patients with non-valvular atrial fibrillation 
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Table 11.2. Priority classification and recommended follow-up 
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Table 11.3. Summary of medical and surgical management options that may be considered for 
specific advanced valve disease 
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Table 11.5. Cardiac conditions and procedures for which infective endocarditis prophylaxis is 
recommended 
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Table 11.6. Antibiotics for infective endocarditis prophylaxis 
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Chapter 12. Women & Girls with RHD 

• Effective multidisciplinary, community-centred care is age-appropriate, encompasses 

reproductive health as well as cardiac and other health care and continues through the 

lifespan. 

• Many women with RHD can safely conceive and have children. Women with mild RHD may 

be able to birth on Country.  

• Pre-conception diagnosis of RHD allows optimisation of management including surgical 

management, before pregnancy. 

• Recommended contraceptives are long-acting reversible contraceptives (intra-uterine 

contraceptive device or etonogestrel implant such as Nexplanon). Oestrogen-containing 

contraceptives are associated with elevated risk of thrombosis and should be avoided.  

• Women with RHD contemplating pregnancy or who are pregnant require coordinated 

health care. Aim to avoid multiple appointments incurring high travel costs and requiring 

time away from children and from community. 

• Anticoagulation is needed for all women and girls with mechanical prosthetic valves to 

prevent stroke and other thromboembolic disease and may be needed for atrial 

fibrillation depending on thromboembolic risk assessment. All anticoagulants pose risks 

in pregnancy. Risks to the mother include both antepartum and post-partum 

haemorrhage. Risks to the fetus include teratogenicity and stillbirth (warfarin). An 

approach to balancing risks and benefits is provided.  

• Women with valve lesions posing problems in pregnancy (moderate or greater mitral 

stenosis, severe mitral or aortic regurgitation, severe aortic stenosis, pulmonary 

hypertension or heart failure) are at high risk with elevated chance of cardiac events 

during pregnancy and adverse fetal outcomes. They require specialist care and close 

monitoring.  

• A left ventricular ejection fraction of <30% or reduced systolic function with NYHA class 

III/IV symptoms is associated with high risk of maternal morbidity or mortality, and 

pregnancy is strongly discouraged. 

• A pregnant or post-partum woman at higher risk of or diagnosed with RHD who presents 

with breathlessness, orthopnoea, wheeze or worsening fatigue should be investigated 

with an echocardiogram.  

• When low molecular weight heparin is used in pregnancy to replace warfarin, monitoring 

of anti-Xa levels and appropriate dose adjustment is essential. 
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• Normal vaginal delivery is preferred. Epidural anaesthesia - after appropriately-timed 

short-term cessation of anticoagulation – may be indicated to reduce tachycardia and 

hypertension that can precipitate acute heart failure during delivery. 
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Table 12.1. Summary – Care pathways for women with RHD 
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Figure 12.1. Care pathways and referral algorithm for pregnant women with RHD 
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Chapter 13. RHD Control Programs 

An Aboriginal and Torres Strait Islander workforce should be embedded into the RHD control 

program, to provide guidance and support to program activities, and to help translate health 

promotion into culture and practice. Further consideration should be given to partnering with 

local Aboriginal and Torres Strait Islander health programs and organisations to facilitate 

disease control across social and cultural pathways. 

• Comprehensive RHD control programs which span action on the social and 

environmental determinants of health, and primary and secondary prevention of ARF, 

can provide effective approaches to reducing the burden of RHD. 

• A key aim of RHD control programs is to maintain a register and recall system for 

secondary prophylaxis and clinical management. 

• RHD control programs:  

o support patient care by maintaining a skilled health workforce, promoting 

culturally appropriate care, supporting education and health promotion for 

patients and communities and working with patients and primary healthcare 

staff to optimise delivery of secondary prophylaxis  

o promote primary prevention aimed at preventing initial episodes of ARF 

o provide jurisdiction-wide data for epidemiological reporting. 
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Table 13.1. Evolution of ARF and RHD notification and RHD program establishment in Australia 

 

Table 13.2. Processes for notification and inclusion on registers, as at December 2019  
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Chapter 14. New Technologies 

• This chapter reviews research underway in Australasia which aims to discover better 

alternatives to benzathine benzylpenicillin G (BPG), develop a Strep A vaccine, and 

develop a diagnostic test for ARF. 

• Research is underway to determine whether a penicillin depot (implant) may be a 

future reality. Development is dependent on answering existing knowledge gaps 

relating to lowest effective dose of penicillin against Strep A and ideal route of 

delivery. 

• Funding initiatives, including a 2019 Australian Government grant, aim to fast-track 

development of a Strep A vaccine, with the goal of being able to commence field trials 

to assess efficacy and safety within 5 years from 2019. Challenges with Strep A vaccine 

development include the need to cover hundreds of different Strep A types, and to 

avoid immune complications that could trigger ARF-like outcomes.   

• Diagnostic tests for autoimmune disease usually rely on disease-specific antibodies 

and other immune markers such as complement levels, but no diagnostic test for ARF 

has yet been discovered. Research is underway to determine if biomarkers 

(measurable molecules, genes, immune or other markers which can identify a disease 

process) measurable in blood may be discoverable which distinguish ARF from non-

ARF presentations. If a distinguishing biomarker profile is discovered, then it may be 

possible to develop an ARF diagnostic test suitable for use in clinical diagnostic 

laboratories.  

 


