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In 2006 the Drakensberg Declaration on the Control of Rheumatic Fever and Rheumatic Heart

Disease in Africa (1) was published, launching the Awareness Surveillance Advocacy Prevention

(A.S.A.P.) program to control rheumatic fever (RF) and rheumatic heart disease (RHD) in

Africa. It is almost 20 years later and a good time to take stock of our progress in dealing with

this scourge on the African continent. Two articles appearing in this issue of the Journal, a]

serve as a reminder of the major knowledge and treatment gaps that remain in what is the most

important preventable cause of valvular heart disease on the continent of Africa; and b] shed

some light on areas of progress that are being made in the field to address them.

If the enormous morbidity and mortality that is still being caused by RHD in low- and

middle-income countries is to be addressed, there is reasonable consensus that a multi-

pronged attack (2–4) is required, including:

• Improvement in living conditions and health care programs in these communities

• Early detection and treatment of the precursors of RHD:
○ Group A beta-hemolytic streptococcal (GAS) pharyngitis
○ Acute rheumatic fever (ARF)

• Developing a protective vaccine to prevent GAS infection

• Early detection of RHD through screening programs

• Adherence to effective programs of prophylactic treatment

• Managing patients with advanced valve lesions requiring tertiary care and access to

valve replacement intervention.

• Continuing research to fill the gaps in our knowledge regarding ARF and RHD

The poverty, poor housing and overcrowding present in most African countries,

accompanied by a shortage of health care resources, are a reality that is likely to remain

a challenge for some time to come. This reality has prevented many health programs

across the continents from being able to diagnose and treat GAS and ARF, improve the

detection of latent or early RHD, and administer prophylactic treatment effectively in

order to prevent progression to symptomatic severe valve lesions and the debilitating

complications such as heart failure that follow.

An important aspect of the RHD focused articles in this issue of the journal is that they

remind us not to become overwhelmed by the enormity of the challenges preventing us from

putting in place ideal solutions. The article by Sulafa et al, whose work focusses on

developing reasonable strategies that may not be perfect solutions but are practical and

implementable in disadvantaged communities is an example. In it the authors provide a
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simplified approach to manage GAS and ARF which may be

particularly useful at primary and secondary care level where

access to echocardiography and laboratory tests required for

diagnosis is limited. Although developed specifically in and for

Sudan, the algorithm for ARF management, is accompanied by

detailed text on the administration of benzatine penicillin G (BPG)

and can be put to use in many other resource-limited African

countries with a similar ARF burden and health care limitation.

At the other end of the spectrum, the article from Egypt by

Kotit and Jacoub in this issue provides insight into what is

possible in Africa, with regard to management of advanced RHD

at a tertiary centre with appropriate funding, infrastructure and

expertise. Many of their patients presented with multivalvular or

mitral valve disease requiring balloon valvuloplasty or surgical

intervention and received their much needed percutaneous and

surgical interventions with excellent results. However, the

realization that very few countries on the African continent can

provide these services (5) to those that need it serves to stress the

need to identify latent or early RHD and prevent progression by

administering prophylactic treatment.

The World Heart Federation (WHF) guidelines for the

echocardiographic diagnosis of RHD, published in 2009 and

updated in 2023 (6) are used by most workers in the field who

are screening high risk populations in order to identify RHD

early in order to initiate prophylactic treatment. Whilst these

guidelines serve to drive a standardized approach to early case

detection, there are significant limitations in this approach,

including the complexity of the criteria and the expertise and

equipment needed to assess these criteria. Efforts have been

made to simplify these criteria such as the single parasternal-

long-axis-view-sweep of the heart (SPLASH) in two dimensional

(2D) and colour Doppler imaging proposed by Remenyi et al. (7).

The WHF guidelines have largely developed from epidemiological

data, expert opinion and end-user feedback and efforts to improve

the performance of the diagnostic criteria have been hampered by

the lack of a gold standard to diagnose RHD. A study by Hunter

et al. published in 2023 addressed this limitation by developing a

composite reference standard RHD-positive cohort ensuring the

highest possible likelihood of RHD and a cohort with a very low

risk RHD profile. They then developed morpho-mechanistic

screening criteria that outperformed the WHF criteria to detect or
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rule out RHD in these two cohorts. More importantly they

developed a simple two-step screening algorithm that will enable

non-expert screeners to effectively screen for RHD in the field (8).

It is probably fair to say that, at the present time, we have not

made enormous strides in Africa to eliminate RHD, a preventable

cause of heart disease that has been all but eliminated in many

high-income countries. It is likely that this will only be achieved

against a backdrop of decreasing poverty, improving living

conditions, improving education and developing well-funded,

well-functioning health care programs. However, there is no

need, until these objectives have been met, to not develop novel

solutions and local solutions that may not be perfect but are

feasible and practical in particular communities.
Author contributions

MN: Writing – review & editing. AD: Writing – original draft.
Funding

The author(s) declare that no financial support was received for

the research, authorship, and/or publication of this article.
Conflict of interest

The authors declare that the research was conducted in the

absence of any commercial or financial relationships that could

be construed as a potential conflict of interest.
Publisher’s note

All claims expressed in this article are solely those of the

authors and do not necessarily represent those of their affiliated

organizations, or those of the publisher, the editors and the

reviewers. Any product that may be evaluated in this article, or

claim that may be made by its manufacturer, is not guaranteed

or endorsed by the publisher.
References
1. Mayosi B, Robertson K, Volmink J, Adebo W, Akinyore K, Amoah K, et al. The
Drakensberg declaration on the control of rheumatic fever and rheumatic heart
disease in Africa. SAMJ. (2006) 96(3):246.

2. Zühlke L, Karthikeyan G, Engel M, Rangarajan S, Mackie P, Cupido B, et al.
Clinical outcomes in 3343 children and adults with rheumatic heart disease from
14 low-and middle-income countries. Two-year follow-up of the global rheumatic
heart disease registry (the REMEDY study). Circulation. (2016) 134:1456–66.
doi: 10.1161/CIRCULATIONAHA.116.024769

3. Kotit S, Phillips D, Afifi A, Yacoub M. The “Cairo accord”- towards the
eradication of RHD: an update. Front Cardiovasc Med. (2021) 8:690227. doi: 10.
3389/fcvm.2021.690227

4. Watkins DA, Johnson CO, Colquhoun SM, Karthikeyan G, Beaton A, Bukhman
G, et al. Global, regional, and national burden of rheumatic heart disease, 1990–2015.
N Engl J Med. (2017) 377(8):713–22. doi: 10.1056/NEJMoa1603693
5. Zilla P, Yacoub M, Zühlke L, Beyersdorf F, Sliwa K, Khubulava G, et al. Global
unmet needs in cardiac surgery. Glob Heart. (2018) 13(4):293–303. doi: 10.1016/j.
gheart.2018.08.002

6. Rwebembera J, Marangou J, Mwita JC, Mocumbi AO, Mota C, Okello E, et al.
2023 World Heart Federation guidelines for the echocardiographic diagnosis of
rheumatic heart disease. Nat Rev Cardiol. (2024) 21(4):250–63. doi: 10.1038/s41569-
023-00940-9

7. Remenyi B, Davis K, Draper A, Bayley N, Paratz E, Reeves B, et al. Single
parasternal-long-axis-view-sweep screening echocardiographic protocol to detect
rheumatic heart disease: a prospective study of diagnostic accuracy. Heart. Lung
Circ. (2020) 29:859–66. doi: 10.1016/j.hlc.2019.02.196

8. Hunter L, Doubell A, Pecoraro A, Monaghan M, Lloyd G, Lombard C, et al.
Morpho-mechanistic screening criteria for the echocardiographic detection of
rheumatic heart disease. Heart. (2023) 109:1241–7. doi: 10.1136/heartjnl-2022-322192
frontiersin.org

https://doi.org/10.1161/CIRCULATIONAHA.116.024769
https://doi.org/10.3389/fcvm.2021.690227
https://doi.org/10.3389/fcvm.2021.690227
https://doi.org/10.1056/NEJMoa1603693
https://doi.org/10.1016/j.gheart.2018.08.002
https://doi.org/10.1016/j.gheart.2018.08.002
https://doi.org/10.1038/s41569-023-00940-9
https://doi.org/10.1038/s41569-023-00940-9
https://doi.org/10.1016/j.hlc.2019.02.196
https://doi.org/10.1136/heartjnl-2022-322192
https://doi.org/10.3389/fcvm.2024.1485501
https://www.frontiersin.org/journals/cardiovascular-medicine
https://www.frontiersin.org/

	Eradicating rheumatic heart disease in Africa: have we made progress since the Drakensberg declaration?
	Author contributions
	Funding
	Conflict of interest
	Publisher's note
	References


