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1. INTRODUCTION

1. Opening

The joint WHO/ISFGC meeting on rheumatic fever/rheumatic heart disease
contrel, with emphasis on primary prevention, was organized to commemorate the
40th anniversary of the first WHO Expert Committee on Rhewmatic Disease (TRS
no. 78, 1954). In his welcoming address, Dr Ivan Gyarfas, Chief of the WHO
Cardiovascular Diseases Unit, drew attention to the efforts since then of both
WHO and the ISFC to develop public health programmes to prevent and contrel
group A streptococcal infections and RF/RHD.

The Chairman of the ISFC Ad Hoc Committee on Rheumatic Fever, Professor
A. Achutti, emphasized the significance of the meeting for further control of
rheumatic heart disease and stressed the important role of the ISFC and
national cardiac societies and foundations in supperting RF/RHD preventioen
measures at community level in all countries where the disease is a problen.

Election of officers

Dr E. Kaplan was elected Chairman and Dr R. Talbot was elected
rapporteur.

2. The 40th Anniversary Lecture

Dr P. Nordet, Medical Officer, CVD Unit, presented "The 40th Anniversary
Lecture”, with a review of the evolution of RF/RHD since the last century to
the present day, and the advances in its prevention and control, He stressed
that RF/RHD remained a significant health problem in most developing
countries, affecting an estimated 12 million people with more than 400 000
deaths annually, and resulting in hundreds of thousands of disabled people,
mainly among children and young adults. He also showed results from selected
programmes on the prevention and control of RF/RHD (see Apnex I}. This
experience has encouraged WHO and the ISFC to continue and extend the
implementation of .secondary prevention programmes in other interested
countries, and at the same time to intensify their efforts towards new RF/RHD
prevention and control approaches,

3. FEvaluation of the WHO Global Programme for the Prevention of
RF/RHD

Dr A. Achutti presented a report on the current WHO Global Programme for
the Prevention and Control of RF/RHD based on secondary prevention (case
finding, registration, secondary prophylaxis, training health personnel and
health education). The AGFUND-supported programme in sixteen developing
countries began in 1986 with a pilet study in a selected area of each
participating country; after four years, successful outcomes were achieved in
most centres, with a very small recurrence rate of acute RF (0.4%) and an
improvement in the quality of care for RF/RHD patients. Phase II, the
extension of the strategy to the whole of the selected community or to another
city/province or region is currently in progress in all countries (Annex II).
The ISFC-supported programme im seven countries started in 1992 to implement
pilot studies in five countries. (Annex III).
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II. OVERVIEW

The chalrman presented an overview of the subject and briefly introduced
some items of the agenda.

The meeting group reviewed the working papers for each subjecth
Fi
- Essential components for RF primary prevention

- New areas for research in primary prevention

- Update on diagnosis of rheumatic fever: Jones’ Criteria, and
secondary prophylaxis of RF/RHD

- Draft proposal for a community-based programme for the prevention of
RF/RHD, including primary prevention

IYI. CONCLUSIONS AND RECOMMENDATIONS

1. Essential components for primary prevention

1.1 Epidemiology

School-aged children should be the main target of the primary
prevention programme, also including other high rigk groups (teachers,
child care assistants, health workers, etc,) when feasible.

Focus should be directed to those areas where poverty, crowding,
inadequate medical care, increased incidence of RF ox prevalence of RHD or
other epidemiological risk factors are identified.

Such programmes should be operational all the year round with added
emphasis/intensity during perieds when an unuszual incidence of
streptococcal pharyngitis is known to exist.

1.2 Laboratory aspects of GABHS infections

a) Optimal management of Group A streptococcal pharyngitis requires
laboratory confirmation to ensure bona fide caszes are treated and
also to avold inappropriate use of antibiotics for patients who do
not harbour group A streptococci. z,

b) Currently in many areas of the world adequate microbiology
laboratory facilities are not available. In some of these areas
the diagnosis of strepteococcal pharyngitis has to be made using
defined clinical criteria and appropriate antibiotics prescribed
without microbielogical confirmation.

¢) Laberatory testing is mandatory for specific epidemiology and/or
clinical objectives, notably to assess regional streptocoeccal
epidemiology.

T Full texts are available in WHO/CVD Unit, WHO Geneva
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When microbiclegical laboratery testing is used, precise
guidelines and standards should be followed with regard to the
performance of throat swabs, their transpert to the laboratory,

culture procedures and/or microbiological identification,
(1-4)

Continued training to assure and maintain optimal standards in
these techniques is relatively simple and is attainable by most
countries. However, when minimal quality assurance cannot be met,
it is preferable that laboratory testing is not performed.

The rapld streptococcal antigen detection tests represzent a
promising development, allowing the identification of group A
streptococcl without culture. Since they are expensive and have
actually a relatively high specificity and low sensitivity rates
as well as high cost, they are unlikely to be used routinely in
many countries. ‘" Newer technology should improve their
performance and reduce the cost,

WHO Collaborating Centres for Reference and Research on
Streptococci support national laborateries through technical
advice, training, guality assurance, provision of reference
strains and diagnostic reagents that are currently not available
commercially, and alsc can transfer new laboratory technology. The
WHO Collaborating Centres can assist national public health
authorities in the establishment and evaluation of national
surveillance and prevention projects for GABHS infections and
their sequelae?,

It is highly recommended that newly developing primary RF
prevention programmes seek such consultation prier to their
initiation.

1.3 Diagnosis and Management of Group A Streptococcal Pharyngitis
{Diagram I)

All classical signs and symptoms of Group A streptococcal pharyngitis
or tonsgillitis are frequently neot present.

The clinical diagneosis, therefore, often is uncertain. However,
health workers should be aware of the more reliable clinical findings such
as exudative pharyngitis or tonsillitis and tender anterior cervical lymph
nodes, and use them to their advantape whenever possible, (see Appendix I)

Optimal management ideally requires laboratoery confirmation with
culture; as an adjunct, direct antigen detection can be used when
appropriate.

Penicillin (preferably a single injection of Benzathine penicillin G,
or altermatively a full 10-day course of oral penicillin V) remains the
drug of cheice for trearing Group A respiratory tract infections (Group A
streptococci remain uniformly sensitive to this antibiectic). The
repository injectable form of the drupg has important advantages for
assuring compliance.

2 Further information is available from the Progremme on Bacterial, viral Diseases and Immunology
Unit, WHO Geheva
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In the penicillin-allergic individual a 10-day course of oral
erythromycin is the recommended alternative (WHO Technical Report S5eries
764). Appropriate consideration should be given to the fact that macrolide
resistance has been noted in some parts of the world. In areas where this
is a documented clinically significant preblem, alternative antibiotics
should be chosen.

A number of other antimicrobial agents have been successfully used in
eradicating type A streptococci (cephalosporins, semi-svnthetic
penicillins, other macrolide ete). However, these agents are usually more
expensive and may not be available in some areas of the world.
Tetracyclines and sulfamides should not be used for treatment of Group A
streptococcal pharyngitis. (Appendix II)

1.4 Feasibility under different socioeconomic conditions

a) Key elements to determine if a primary prevention progtramme can be
initiated include:

- clinical features sufficient to make a reasonable diagnosis of
streptococcal upper respiratory tract infection can be
documented by adequately trained staff;

- penicillin, the drug of choice, is readily available for
adequate treatment;

- an adequate public health infrastructure exists;

- local human resources are avallable and easily trainable for
carrying out the programme; health education is especially
crucial;

- c¢lose collaboration among governmental agencies, public health
authorities, practitioners, health workers ete, can be assured.

Where these conditions exist, primary prevention of rheumatic
fever is feasible.

b) It is recommended that any primary preventien programme is part
of, or is compatible with, national health pelicy and can be
integrated inte the national health care system for primary health
care. (It may alsoc be integrated into other ongolng programmes,
eg. acute respiratory infections (ARI), scheol health programme
ete.)

1.2 Cost-effectiveness
a) Rheumatic fever/rheumatic heart disease often results in

significant, chronic morbidity for children and young adults,
manifesting as;

(i) Frequent out-patient visits as well as hospitalization,
with the resulting drain on already limited family
resources and there is increased work absenteeism while
family members accompany their patients to seek the
necessary continued medical care.
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Loss of educational opportunities (as many as 60% of
children debilitated due to rheumatic heart disease drop
out of school in some areas® with consequent negative
affects on intellectual development, =zchool achievement
and future productivity, as well as contribution to their
families and society.

Medical treatment for rheumatic fever/rheumatic heart disease 1is
not curative and usually has to be continued indefinitely. The
costs progressively inecrease, further adversely affecting the
cost/benefit balance in favour of prevention, Surgical treatment
is even more expensive and often unaffordable or unattainable.

The cumulative mortality due to RF/RHD is also unacceptably high,
up to 20% within 6 years of first presentation with rheumatic
heart disease.(¢®

Prompt treatment of streptococcal pharyngitis prevents rheumatic
fever/rheumatic heart disease and thus ocbviates its cost to
families and to society, as well as other suppurative and non-
suppurative complications. (1.9

A course of antibiotics for primary prevention has been documented
to be considerably less expensive - in some cases as little as one
fifth of the cost of medical treatment for rheumatic heart disease
for a single year. ®®

All these adverse effects support the need for prevention of firsc
attacks of rheumatic fever by eaxly diagnosis and treatment of
streptococeal pharypgotonsillitis.

1.6 Role of physicians, nurses and health workers

Effective organization of human resources for primary rheumatic fever
prevention programmes will remain a constant challenge in many developing
countries where there is the greatest need,

Significant problems include the chrenic shortage of medical
personnel and the clear need for other categories of health workers to
adapt to roles that may be wuncenventional but are dictated by specific
local needs and clrcumstances.

Physicians usually assume a directive role and have critical
responsibility in education of members of the health team. Appropriate
management skills are required for optimal Ilmplementation,

Nurses are the most vexrsatile of all health care professionals and
are the cornerstone of many disease prevention and control programmes.
Their role in primary prevention of RF should be redefined and expanded to
include broad responsibility in medical diagnosis and treatment, patients’
education and supervision whenever possible. Nurses are the most useful
human resource in developing countries with basic health needs most
appropriately met at the community level. This committee believes that the
involvement and support of the Internmational Council of Nurses is crucial
to successful design and implementation of an expanded role for nurses.
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Community and village health workers, and rural medical aides, with
lesz training often function under supervisien of the nurse, but must
assume an important role in home visits, education, recerding data and
referring sick individuals for advanced medical care when possible. Their
responsibility may well expand greatly depending on training competence,
aptitude and local circumstances.

1.7 Health educarien and information

It is recommended that WHO recognizes the need to compile and develop
health promotion and education resources for the primary prevention of RF
based on the principles of Alma Ata, Health for All and the Ottawa Charter
- promoting community involvement, empowerment and participation. WHO
should also continue close cellaboration with the International Society and
Federation of Cardioclogy (ISFC) and the United Nations Educational),
Scilentifie and Cultural Organization (UNESCO) for developing health
education material for RF/RHD prevention and healthy life style in
schoolchildren. Also, health education promoting primary prevention of RF
should be directed at teachers, childcare assistants and all community
health workers.

Highest priority must be given to health personnel infermation and
community health education programmes concerning Group A streptococcal
pharyngitis and prevention of RF and other suppurative and nonsuppurative
complications. These programmes should be aimed at increasing awareness at
community level of the importance and feasibility of early diagnosis and
treatment of streptococcal pharyngitis, and RF/RHD prevention and control,

2. New areas for research and primary prevention

2.1 Immnelogy of M protein and development of a safe and effective
streptococcal vaccine

Although, an antistreptococcal vaceine remains the hepe for the
future, there is not yet sufficient evidence to suggest that a safe and
effective Group A streptococcal vaccine will be available for mass
immunization scon. Nevertheless, this group urges the scientific community
to intensify their efforte towards further research for developing a safe
and effective antictreptococecal vaccine,

2.2 Genetic markers to identify people at high risk of
developing RF/RHD

There appears to be a genetic influence on development of rheumatic
fever, but the exact determination of which individuals are most
susceptible has not been precisely determined mor which Group A
streptococcl are more likely to initiate the pathogenic process of the
disease. There is not yet sufficient evidence to identify a penetic marker
for people at high risk of developing RF. Further research in this field is
recommended,

2.3 Group A beta-hemolytic streptococcal bactericvlogic
surveillance

WHO should increase its commitment to the understanding of Group A
streptococcal infections and also proactively promote increased
sutveillance of Group A streptococei in carefully selected populations
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where the risk of these infections appears to be high. The purpose of this
research is to identify the organisms most likely to lead to complications
and teo identify virxulence factors.

3, Rheumatic fever diaghnostic criteria and secondary
prophylaxis

3.1 Diagnostic criteria

It is a consensus of this meeting that the diagnestic criteria for
acute rheumatic fever presented in the 1988 WHO Study Group Report on
Rheumatic Fever (TRS 764,1988) which were emphasized in the AHA
Medical /Scientifie Statement "Guidelines for the Diagnosis of Rheumatie
Fever: Jones' Criteria 19927 are still appropriate and do not require
modification. (Appendix III). Echocardiography iz an important diagnostic
tool for evaluation of heart anatomy and performance; however, at present
there is insufficient information te document valvulitis in acute rheumatic
fever using echocardiography witheut auscultatory findings.

3.2 Secondary prophylaxis

This group endoxrses the secondary prophylaxis scheme as outlined in
the 1988 WHO TRS 764°. (Appendix II). Because of variations in blood level
and duration of bactericide level of penicillin from different brands of
benzathine G penicillin, it is recommended that gquality contrel of B.
Penicillin be a part of any national programm.

4. Draft proposal for a community-based programme for the

prevention of RF/RHD, including primary prevention

It is recommended that the WHO/ISFC should select areas from 4-5
interested countries with required laberatory and clinical expertise and
facilities to establish a pilot programme to test the feasibility of the
RF/RHD prevention and control programme with emphasis in primary
pPrevention”.

Planning for future rheumatie fever contrel programmes should be
carried out in accordance with the guidelines in Apnnex IV of this document
and with the assistance of the WHO.

Iv. FIINAL EECOMMENDATTON

Having considered the above points, this working group strongly
endorse the following recommendation with regard to the active involvement
of WHO and the ISFC in programmes for primary prevention of RF:

Programmes for the control of rheumatic fever/rheumatic heart disease
have been an important part of WHO Cardiovascular Disease Unit activities
for 40 years. The International Seciety and Federation of Cardiclogy has
promoted similar programmes for more than a decade. Yet rheumatic fever
and rheumatic heart disease continue to be very significant causes of
morbidity, premature disability and mortality around the world. In fact,
the recent documented resurgence of RF and other severe streptococcal
infections in some industrialized countries':” have demonstrated that this
is net only a problem of developing countries, emphasizing even more
strongly the need for a more intensive approach to public health preventive
programues.
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In the past, the emphasis of the WHO contral programme for rheumatic
fever/rheumatic heart disease has been centred on secondary prevention -
preventing recurrences of rheumatic fever. This approach has been
successfully implemented in many countries and has had a very pasitive
impact, improving quality of life in patients with rheumatie fever and
chronic rheumatic heart disease and reducing premature disability and
mortality. We recognize its value and strongly recommend its
continuation. However, it is clear that secondary prevention can have only
an indirect impact on the incidence of new cases.

1. While primary control programmesz may not prove to be feasible in all
situations, their implementation is strongly recommended whenever feaszible,

This is because it has been documented and is accepted that primary

prevention can reduce the risk of develeping RF and thus reduce its
incidence,

2. It I= the unanimous recommendation of this group that WHO should
support a more direct approach to the problem of rheumatic fever and its
crippling cardiovascular sequelae by emphazizing primary contrel measures
in addition to the secondary prevention programme.

3. There is an urgent need to formulate an information document for
policy and decision makers, which includes the goals and objectives of the
WHO/LSFC global programme, current informatien en rheumatic fever/rheumatic
heart disease and streptococecal infections, and data regarding the
effectiveness and comparative costs of primary and secondary prevention.

4, The challenge remains, using existing knowledge, to implement the
recommendacions from this Consultation on the prevention of rheumatic
fever/rheumatic heart disease (with emphasis on primary preventiom) by
establizhing cost-effective and efficient community-based primary
prevention rheumatic fever programmes where deemed feasible. It is clear
that this is best accomplished by utilizing each community’s unique
resources and by encouraging promotion and maintenance of such programmes
on a continuous, long-term bhasis.

5. To establish and fully implement such public health programmes, this
Consultation also strongly emphasizes that it is essential teo gain local,
national and regional cooperation, collaboration and support not only from
official pgovernmental agencies and health planners, and - when appropriate
- private industry, but alse from both the established and the potential
providers (which sheould include physicians, public health nurses and
community health workers) of medical care at the community level; this
aspect should include health education as well as actual delivery of health

cate,
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Appendix T
STREP THROAT

Some clinical characteristics of the "atrep' throat compared
with those of a nen-strep threoat (usually viral) infection

[ e—————— —
CLINICAL ETREP THROAT OTHER ETICLOGIC
CHARACTERIBTICS AGENTS
AGE 5-15 years (most All ages
COmMmon )
MODE OF ONSET Sudden' More gradually
INITTAL SYMPTOMS Sore throat with pain Mild sore throat
while swallowing
FEVER High {(usually greater Not se high (usually
than 38°) less than 38°)
APPEARANCE QF THE Redness, hyperemia, Redness of the pharynx
THROAT oedema and exudate Ulcerations
(yellow flecks) of the
Pharynx’
Enlargement of the
ronsils with exudate’
Hyperemia, cedema and
punctate hemorrhages
in the soft palate’
OTHER SIGNS Tenderness of the Coughz
anterior cervical Hoarseness®
Llymph nodes’ Watery nasal Secretion’
‘Qonjunctivitisz
Scabby evosions on the
edges of the nostrils!
Clinical picture of
scarlet fever>:

Characteristics manifestation of a Ystrep"throat

Non-characteristic manifestation of a "strep"throat
Red strawberry tongue, cutensous eruption particulerly en the throat, chest, axiltlae,
albows, groins and in the ipner surface of the thighs

The recent onset of the characterigtic clinical picture with some of the frequent caaracteristic
manifestations of a Ystrep” throat and note of the mon-strep throat manifestations™ makes a clinical
diagnosis of streptococcal pharyngitis or tonsillitis likely.

Modified from PAHO Scientific Publication N* 399, 1985, p. 49
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Appendix IT

SCHEDULE FOR PRIMARY AND SECONDARY
PROPHYLAXIS RF/RHD
Recommended treatment for streptococcal pharyngitis

Antibiotic Mode of Dose

administration
Benzathine Intramuscutar 1 200 000 units tor aduits and children weighing
benzyipenicilhin more than 30 kg

€00 000-800 000 units tor children weighing less than
30 kg {given as a singia \njection)

Phanqx_ymmhyl- Cral 250 mg. 4 times daily tor 10 days: very smail
peruciilin = = © children (weighing le4s than 20 kq) may be given
125 mg, 4 timea daily

The following drugs are effective but not usuaily recommended: argicitiin, cephalosporins,
dicloxacitlin, clindamyem, amoxicillin. The following are not effective or are contraindicated:
suttonanndes, tetracyclings, chioramphenicol, trimethopnm,

* Phanaxyeathyipamcithin is the prslermod oral formulaton oecause of 113 more relabia absorpoon:
Rowaver, i 1L s NOt avallable. DenzZyipamciiiin may be used.

*For patents A1rgIc 10 DEMICIIN, OFAl STYIRMOHTYCIN I3 AN REECA0led Riternahve. The racommanced dose
ot arythromycin 3 250 mo, 4 Himes & day. FOr children wiigning lass than 25 kg, the recommanded ddge 5
40 mo/kg ol boay wihgnt par day in 2—4 divided dORas: the toial dally Cose Bhouid NOt dxcemd 1 4. (h Avess
WIErg Srytromycin-resSmnt strang re DIOVAIONL. 80 Ordl CODNAIOEDONN 13 4N ACCADUALIN SUDSULITA:
RowsWer. (1 hauid bo Dorne i Mind that patents 2iEFOIC 10 DeMGHIR MAY AIAD be AIAIGIC 10 CADTRIaEOONING,

Antibiotic regimens for secondary (continuous} prophylaxis tor
rheumatic fever/rneumatic heart disease

Mode ot Penicillin Sulfadiazine
admihistration

Intramuscuyiar Benzathine benzyipenicitlin,
singla injeclion once a month*
For chitdren =30 kg:

600 000 units
For children 330 kg and aduits:
1 200 000 units
Oral * Phenoxymethytpanicillin, For children <30 kg:
250 mg twice daily 0.5 g daily
For chiidren =30 kg and aduits;
1 g daily

*In apacial circumatances or for Mgh=risk GANENtS, ONa INjaction MAay be given avery 3 waaks (o twxl).
*For pauants who are AHargic to panicniin gand sulionamides. erythromycin, 250 mg twick datly, 13
suggeated.

Source: WHO TRS No. 764, pages 22 and 24, 1988
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Appendix

IIL.

Jones criteria (revised) for guidance in the diagnosis of acute

rheumatic fever

Major manifestations

Minar manifestations

Garditis

Polyarthritis

Chorea

Erythema marginatum
Subgcutangous nodules

Clinical
Fever
Arthralgia
Previous rheumatic fever or
rheumatic heart disease
Laboratory
Agute-phase reactions:
abnormal erythrocyte sedimentation rate,
C-reactive protein, leukocytosis
Prolonged P-R interval

The presence of two major, or one major and two minor, manitestations pius evidence of a
preceding streptococcal infaction indicates a high probability of rheumatic fever. Previous
infection is Indicated by: increased antistreptolysin 0 or other streptococcal antibody, pogitive
thraat culture for group A streptococcus; recent scarlet fever. Maniftastations with a long latent
period, such as chorea and late-onset carditis, are exempted trom this last requiremant.

Note: The above is the recommendation of the American Heart Association (47), It has been
approved by the WHO Situdy Group, with the proviso that the failowing rheumatic fever
antities be dealt with separately and be exempted from fulfilling the Jones criteria:
"pure" chorea, late-onset carditis and rheumatic recurrence (see text for details).

Source: WHO TRS No. 764, 1988, page 20.
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Appendix IV

AGENDA

OPENING

- Election of officers

- Evaluation of 40 years’' experience on RF/RHD prevention

- Evaluation of the WHO Global programme for the prevention of RF/RHD
(AGFUND, WHO/ISFC)

SCIENTIFIC BASIS FOR THE PRIMARY PREVENTION APPROACH

Epidemiolegy of GABHS infections

Laboratory aspects of GABHS infections

Diagnosis and management of sore throat and strpetococeal
pharyngitiz (including clinical aspects)

Feasibility under different sociceconomic conditions

Cost-effectiveness

Role of physicians, nurses and health workers

Health information and health education

Recommendations for primary prevention approach

@ 8 B

& 9 & 8 B

NEW AREAS FOR RESEARCH IN FRIMARY PREVENTION

Genetic, immunclogy (vaccine)
Bacteriology (vigilance)
Antibiotic pharmacology
Rezearch recommendations

& 2 9 2

UPCATE ON DIAGNOSTIC CRITERIA
ROLE OF THE LABORATORY IN PRIMARY PREVENTION OF RHEUMATIC FEVER

PROPOSAL FOR A COMMUNITY-BASED PROGRAMME FOR THE FREVENTION OF
RF/RHD, INCLUDING PRIMARY PREVENTION

# Programme appreaches

® Organization and management

# Programme implementation

® Programme-related research
PRESENTATION OF THE FINAL DRAFT PROPOSAL
CONCLUSIONS AND RECOMMENDATIONS

FINAL DRAFT EEPORT




WHO,/CVD/94 . 1
page 16

Appendix V
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Dr A, Bayes de Luna, Hospital de la Santa Creu i Sant Pau, Faculcy of
Medicine of the University Hospital, $Sant Antoni M. Claret 167,
08025 Barcelona, Spain

Dr Ximena Berrios, Depto. de Salud Publica, Facultad de Medicina U.G.,
Casilla 114-D, SBantiago, Chile

Professor E, Bertrand, Chef du Service de Médecine Interne, Hopltal Nord
Marseille, 13326 Marseille Cedex 15, France

Ms . Ferrer 1 Casals, Member of the European Parliament, Diagonal 461
pral. ., 08036 Barcelona, Spain

Dr §.V. Guzman, Philippine Heart Center, East Avenue, Quezon City 1100,
Philippines

Dr Hiroshi Horibe, Department of Health and Psychosocial Medicine, Aichi
Medical University, Aichi-ken, Japan

Dr 0. Jaiyesimi, Pediatric Cardiolegist, Dept. of Child Health, Royal
Hospital, P.0O. Box 1331 CPO Seeb, Post Code 111, Muscat, Oman

Professor E,L, Kaplan, Division of Pediatriec Cardiology, Department of
Pediatrics, Variety Club Children’s Hespltal, Box 296, 420 Delaware
Street 5.E., Minneapolis, MN 55455, United States of America (Chairman)

Dr A.S5. Kassem, Pediatric Department, Faculty of Medicine, Alexandria
University, Alexandria, Egypt

Ms. B. Litchfield, Community Health Services, Tamaki/Maungakiekie,
22A Kalmia $t., P.0Q. Box 11-138, Ellerslie, suclkland, New-Zealand

Professor W.F.T. Muna, Hopital Général de Yaoundé, B.P. 5408, Yaoundé,
Cameroon

Professor J.-C. Péchére, Department of Genetics & Microbiolegy, Faculty
of Medicine, University of Geneva, Centre Médical Universitaire, 9, avenue
de Champel, 1211 CGeneva 4

Professor K.§5. Reddy, Department of Cardicleogy, Cardiothoracic Centre,
All India Institute of Medical Sciences, New Delhi 110 029, India

Dr Lily I. Rilantono, Head, Department of Cardiology, Faculty of
Medicine, University of Indonesia, National Cardiaec Center, "Harapan Kita"
Hospital, J1. Letjen 5. Parman Kav 87, Slipi - Jakarta, Indenesia
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Professor KMHS., Sirajul Hague, Project Director, Pilot Project for
Control and Prevention of BRheumatic Fever and Rheumatic Heart Disease,
Sher-e-Bangla Nagar, Dhaka-1207, Bangladesh

Dr Richard Talbot, Cardiclogist, Departments of Cardiclogy and Medicine,
Waikato Hospital, Hamilton, New-Zealand (Rapporteur)

Dr Warren Toews, Rocky Mountain Pediatyic Cardiclogy, B/SL -
Professional Plarza West, Suite 5600, 1601 E. 19th Street, Denver, Colorado,
80218, USA

Representatives from other Organizations:

Dr A. Achutti, Chairman, ISFC Committee on Rheumatic Fever/RHD,
Porto Alegre, Brazil

Mr T. Ghebrehiwet, Internaticonal Council of Nurses, Geneva
Dr 5. Van der Vynckt, UNESCO, Paxis, France

WHO Secretariat:

Dr 1. Gyarfas, Chief, Cardiovascular Diseases, World Health Organization,
Geneva, Switzerland

br ¢. Heuck, Medical Officer, Health Laboratbry Technology and Blood
Safety, World Health Organization, Geneva, Switzerland

Dr M.J. Hirschfeld, Chief Nursing, World Health Organizatien, Geneva,
Switzerland

Dr I. Martin, Medical Officer, Cardiovascular Diseases, World Health
Organlzation, Geneva, Switzerland :

Dr P. Nordet, Medical Officer, Cardiovascular Diseases, World Health
Organization, Geneva, Switzerland (Secretary) ‘

Dr D.J. O'Byrne, Chief Health Education and Health Promeotion, World
Health Organization, Geneva, Switzerland

Dr A. Pio, Senior Medical Officer, Diarrhoeal and Acute Respiratory
Disease Comtrol, World Health Organization, Geneva, Switzerland

Dr P. Shah, Chief, Child Health and Development, World Health
Organirzation, Genewa, Switzerland

Dr E. Tikhomirov, Medical Oficer, Programme on Bacterial, Viral Diseases
and Immunclogy, World Health Organization, Geneva, Switzerland

Dr 5.H. Yu, Medical Officer, Health Education and Health Promotion, World
Health Organization, Geneva, Switzerland.
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