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Introduction
Acute Rheumatic Fever (ARF) is an autoimmune disease that 
is a post-streptococcal infection due to group Aβ hemolytic 
streptococcal pharyngitis [1,2]. Joints, skin, subcutaneous tissue, 
heart and brain are affected by ARF [3]. ARF is considered as 
one of the most important etiological causes of cardiovascular 
morbidity and mortality especially in the low-income countries 
[4]. Recurrent episodes of ARF lead to Rheumatic Heart 
Disease (RHD). Patients with RHD are highly risk for infective 
endocarditis, stroke and death [3,5]. In 2004, WHO stated that 
ARF and RFD diseases are directly related to socio-economic risks 
and diseases of poverty, driven by malnutrition, poor sanitation, 
overcrowding, and limited access to medical and health care [5]. 

Globally, the mortality rate of RHD ranges from1-10% and affects 
approximately 40 million people, with 300,000 directly attributable 
deaths each year [1,6]. About 25-40% of all cardiovascular disease 
and 25-50% of all cardiac admissions are due to complications of 
rheumatic fever [2]. The prevalence of ARF is approximately 19 
per 100,000 population and ranges from 5-51 per 100,000 people 
worldwide in the age group of 5 to 15 years [7]. Although the 
incidence of ARF has decreased in high income countries over 
the past decades with increasing standards of hygiene and access 
to medical care and health facilities being the major determinants 
of this change, ARF remains one of the most important causes 
of heart disease in low income and middle-income countries 
[5]. Rheumatic fever remains a major global health problem, 
especially in low-income countries, where the incidence is 100 to 
200 times greater than that in high income countries [8]. RHD is 
preventable cause of mortality and morbidity among young adults 
and children in developing countries and at-risk populations living 
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ABSTRACT
Background: Acute Rheumatic Fever (ARF) is an important and preventable cause of morbidity and mortality in developing countries including Yemen. 
Jones criteria provided a standardized approach for the identification of Acute Rheumatic Fever and facilitated an improvement in early case detection. 

Aims: To determine the extent to which physicians rely on Jones criteria to diagnose acute rheumatic fever in patients attending Jiblah University Hospital, 
Yemen.

Materials and Methods: A hospital-based cross-sectional study was carried out at Jiblah University Hospital in Jiblah town, Yemen. Data of 71 convenience 
samples were collected through an open-ended questionnaire and analyzed using SPSS version 26.

Results: Of 71 clinically diagnosed cases of ARF who tested high ASO titer, only 10 (14.1%) met the revised Jones criteria.

Conclusions: The financial inability of patients to undergo Doppler echocardiography coupled with physician’s negligence about the importance of Jones 
criteria for diagnosing rheumatic fever and their reliance on high ASO titers for diagnosing rheumatic fever could lead to misdiagnosis of rheumatic fever 
in the study area.



Citation: Sadeq Kaid Mohammed Al Mohani, Baheeg Abdellwahed Almurisi, Noman Ahmed Yahya Al Hatemi, Rafed Abdullrzzaq Al Hendi, Qassim Ismail Al Hendi, 
et al. (2024) Revision of the Jones Criteria for the Diagnosis of Acute Rheumatic Fever at Jiblah University Hospital, Yemen. Journal of Pharmaceutical Research & 
Reports. SRC/JPRSR-182. DOI: doi.org/10.47363/JPRSR/2024(5)158

J Pharma Res Rep, 2024       Volume 5(4): 2-5

in developed countries [9]. In 2025, The World Heart Federation 
(WHF) aims to reduce mortality rate due to ARF and RHD by 
25% [10]. Early diagnosis of ARF is needed to initiate treatment 
with benzyl benzathine penicillin G that can prevent recurrent ARF 
and worsening of RHD [11]. The diagnosis of ARF is complex 
and there is no single diagnostic test for ARF. The Jones criteria 
have been the gold standard for ARF diagnosis since 1944 and 
reconfirmed in principle at an AHA-sponsored workshop in 
2000 [12,13]. Jones criteria consisting major and minor criteria. 
Supporting evidence of streptococcus infection becomes one of 
the diagnostic criteria used [14]. Major criteria such as chorea, 
erythema marginatum, subcutaneous nodules, polyarthritis, 
and carditis, while minor criteria involve polyarthralgia, fever, 
sedimentation rate at or more than 60 mm and/or C-Reactive 
Protein (CRP) at or more than 3.0 mg/dl, and prolonged PR interval 
[15]. Laboratory criteria and echocardiography are essential part 
of the evaluation of major and minor manifestations in the Jones 
criteria. In many low-income countries, these tests are simply not 
available at the community level, and the ability to detect ARF 
without them is not known [1].

Yemen is one of the poorest countries in the Middle East and 
North Africa. Since 2014, Yemen has been suffering from war and 
political conflict and is facing one of the worst humanitarian crises 
in the world, causing enormous economic and social costs to the 
country and its people. Instability in the country has made access to 
health care and medical services in Yemen very challenging. ARF 
and its sequelae RHD are a major public health concern and burden 
in Yemen. RHD remains a major public health issue and is still 
the most common cardiovascular cause of death among children 
and young adults [16]. Many studies conducted in Yemen reveled 
that incidence of ARF were 33.7% in Sana’a, 11.9% in Thamar 
and 8.5% in Aden [6]. Despite the acute rheumatic fever and its 
sequelae are the most important cardiovascular diseases seen in 
medical practice in Yemen, the diagnosis of ARF using Jones 
criteria as a guideline in diagnosing ARF represents a challenge 
for physicians in Yemen. Most physicians in Yemen depends 
on serological test as ASO test to diagnosis of ARF and neglect 
Jones criteria as a guideline in diagnosing ARF. Although a high 
ASO titer indicates group A streptococcal infection rather than 
ARF. According to the “Modified Jones Criteria”, the diagnosis of 
ARF does not require serological evidence of recent group A strep 
infection, but streptococcal infection documented by a positive 
throat culture and a high ASO titer are considered secondary 
criteria. According to WHO report 2003, ASO titer is more an 
evidence of group A streptococcal infection and is becoming a 
weak indicator to confirm ARF [17]. However, most physicians 
in Yemen rely on a high ASO titer to diagnose ARF. They neglect 
the Jones criteria as a guideline in the diagnosis of ARF [8]. To 
the best of our knowledge, there is a scarcity of information 
about the use of Jones criteria as a guideline in diagnosing ARF 
in Yemen. Therefore, this study aims to determine the extent to 
which physicians rely on Jones criteria to diagnose acute rheumatic 
fever in patients attending Jiblah University Hospital, Yemen.

Materials and Methods
A hospital-based cross-sectional study. A total of 71 convenience 
samples were collected from patients diagnosed with acute 
rheumatic fever based on clinical manifestations and ASO titer 
test positivity (lack of fulfillment to revised Jones criteria) at Jiblah 
University Hospital in Jiblah city, Yemen. Informed verbal consent 
from subjects was obtained before collection of data. Participants 
were interviewed through an open-ended questionnaire by the 
researchers. Clinical reasons and lab results are evaluated and 

discussed in target patients to identify the significance of each 
criterion to diagnose ARF that coincide with revised Jones criteria.

Statistical Analysis
Data will be analyzed using the Statistical Package for the 
Social Sciences (SPSS) V26. To assess the association between 
qualitative variables, the Chi-squared test was used. P values less 
than or equal 0.05 are statistically significant.

Results
The 71 subjects are included in this study. Of these, 50 (70.4%) 
were females and males represented 21 (29.6%). The mean age 
was19 ±8.6 and the age group of 14-27 years represented 24 
(33.8%); however, patients aged 35 years or more represented 
only 4 (5.56%). Patients from rural areas represented 37 (52.1%) 
and urban areas 34 (47.9%). The majority of the study population 
42 (59.2%) were given penicillin G (BPG) as prophylaxis for six 
months and only 1 (1.4%) of them were given the medication 
for more than one year. Patients mainly suffered from arthralgia 
accounting for 71 (100%), fever in 55 (77.5%), carditis in 7 (9.9%), 
major polyarthritis 7 (9.9%). Regarding laboratory results, 10 
(14.1%) were positive for CRP, 9 (12.7%) were leukocytosis and 
a high ESR test value accounted for only 3 (2.70%). 

Table 1: Frequency and Percentage of Patients Population
Frequency Percentage

Gender
Male 21 29.6
Female 50 70.4
Age (years)
7-13   23 32.40
14-20 24 33.80
21-27 15 21.10
28-34 4
≥ 35 5 5.60
Residence
Urban 34 47.9
Rural 37 52.1
Duration of use of BPG drug
3 Months 17 23.90%
6 Months 42 59.20%
1 year 11 15.5%
>1 year 1 1.4%
Clinical Characteristics
Arthralagia 71 100%
Fever 55 77.50%
Carditis 7 9.90%
Majratory polyarthritis 7 9.90%
Carditis and Majratory polyarthritis 4 5.60%
Laboratories Findings
CRP 10 14.10%
Leukocytosis 9 12.70%
High ESR value 3 2.70%
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In this study, it was noted that about 18 (23%) of the patients participating in this study met some of the major Jones criteria, distributed 
among 7 (9.9%) patients with carditis, 7 (9.9%) with migratory polyarthritis, and 4 (5.6%) had carditis with migrating polyarthritis. 
Regarding the relationship between these criteria and the age and gender of the participants, it was noted that most of the participating 
patients were between the ages of 14-20 years, of whom 4 (16.7%) suffered from carditis, while those over the age of 27 years did 
not suffer from carditis. There was no statistical association between age and carditis (P ≥ 0.655). Although 4 (19.4%) male patients 
had carditis, there was no significant association between gender and carditis (P ≥ 0.09) of the patients. Of the 23 (32.4%) subjects 
aged 7-13 years, 20 (87%) had fever, while only 1 (1.8%) of the subjects aged 28-34 years had fever. There is a marginal statistical 
relationship between fever and age (P ≥ 0.057). Of the 50 (70.4%) females, 12 (24%) had fever and there was no association between 
gender and fever (P ≥ 0.649). Although there was no statistical association between them (P ≥ 0.14), the ASO titer test result in 40 
(80%) of the female participants and more than half of the male participants was 400 IU/mL (P ≥ 0.14). Regardless, the ASO test titer 
in more than half of the 14–20-year-old was 400 IU/ml, there was no statistically significant relationship between them (P ≥ 0.18).

Table 2: Clinical and Laboratory Findings Regarding Gender and Age (in Years) among Study Patients
Variable Gender P value* *P value

Female Male 7-13 14-20 21-27 28-34 ≥35
NO. (%) NO. (%) NO. (%) NO. (%) NO. (%) NO. (%) NO. (%)

Major Jones criteria
  Carditis  0.09 0.66
  Yes 4 (19.04) 3 (6) 2 (8.7) 4 (16.7) 1 (6.7) 0 (00) 0 (00)
  No 17 (80.96) 47 (94) 21 (91.3) 20 (83.3) 14 (93.3)  4 (100) 5 (100)
  Majratory 
polyarthritis

0.95

  Yes 2 (9.5) 5 (10) 2 (8.7) 4 (16.7) 1 (6.7) 0 (00) 0 (00) 0.66
  No 19 (90.5) 45 (90) 21(91.3) 20 (83.3) 14 (93.3)  4 (100) 5 (100)
  Carditis and 
Majratory polyarthritis

0.84 0.46

  Yes 1 (4.8) 3 (6) 1 (4.4) 3 (12.5) 0 (00) 0 (00) 0 (00)
  No 20 (95.2) 47 (94) 22 (95.6) 21 (87.5) 15 (100)  4 (100) 5 (100)
Minor Jones criteria
 Arthralagia
  Yes 21 (100) 50 (100) 23 (100) 24 (100) 15 (100) 4 (100) 5 (100)
  No 0 (00) 0 (00) 0 (00) 0 (00) 0 (00) 0 (00) 0 (00)
 Fever 0.65 0.057
  Yes 4 (19.1) 12 (24) 20 (87) 18 (75) 13 (86.7) 1 (25) 3 (60)
  No 17 (80.9) 38 (76) 3 (13) 6 (25) 2 (13.3) 3 (75) 2 (40)
  ASO titer 0.14 0.18
     200 IU/ml 4 (19.1) 6 (12) 3 (13) 3 (12.5) 1 (6.7) 1 (25) 2 ( 40)
     400 IU/ml 12 (57.14) 40 (80) 18 (78.3) 16 (66.7) 13 (86.7) 2 (50) 3 (60)
     600 IU/ml 4 (19.1) 2 (4) 0 (00)  5 (20.8) 0 (00) 1 (25) 0 (00)
     800 IU/ml 1 (4.76) 2 (4) 2 (8.7) 0 (00) 1 (6.7) 0  (00) 0 (00)
CRP ≥30 mg/l 0.98 0.77
  Yes 3 (14.3) 7 (14) 4 (17.4) 4 (16.7) 1 (6.7) 0 (00) 1 (20)
  No 18 (85.7) 43 (86) 19 (82.6) 20 (83.3) 14 (93.3)  4 (100) 4 (80)
ESR ≥30 mm/h 0.15 0.21
  Yes 2 (9.5) 1 (2) 0 (00) 2 (8.3) 0 (00) 0 (00) 1 (20)
  No 49 (98) 49 (98) 23 (100) 22 (91.67) 15 (100)  4 (100) 4 (80)

*P-value of < 0.05 was considered statistically significant.

This study showed that most of the patients participating in the current study 61 (85.9%) who were diagnosed with rheumatic fever 
did not meet the Jones criteria for diagnosing rheumatic fever, but only 10 (14.1%) of the study population who were diagnosed with 
acute rheumatic fever met the Jones criteria.
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Table 3: Distribution of Patients’ Diagnoses with respect to Fulfillment of Jones Criteria
Approved diagnosis of ARF Unapproved diagnosis of ARF

Number of revised 
Jones criteria

1 Major 
and

2 Minor

2 Major 
and

2 Minor

2 Major 
and

3 Minor

2 Major 
and

4 Minor

NO.
(%)

1 Minor 2 Minor 3 Minor 4
Minor

5
Minor

NO. (%)

Frequency of criteria 6 1 2 1 10 (14.1) 14 35 9 2 1 61 (85.9)

Discussion 
ARF is still a major public health problem issue in developing 
nations. ARF can lead to RHD and it is a preventable disease 
[18]. The most risk factors of ARF are poverty, undernutrition, 
overcrowding, and limited access to health-care facilities and its 
burden represents a major challenge in undeveloped countries 
[19,20]. Early diagnosis of ARF leads to treatment of the disease 
and reduce its complication. The diagnosis of ARF is based on 
fulfillment to modified Jones criteria complemented by Doppler 
echocardiography. A major impediment in the diagnosis of AFR 
in developing countries is the lack of modern diagnostic tools, 
such as Doppler echocardiography, which represents economic 
burden on patients leading physicians to rely on serological tests 
and clinical features regardless of using Jones criteria to confirm 
the diagnosis of ARF. In the 1992, AHA revised Jones criteria 
reveled that, carditis is considered as a major manifestation of 
ARF. Doppler echocardiography has been reported to be far more 
sensitive than cardiac auscultation in screening for RHD [5].

Yemen is a developing country and has been suffering from war 
since 2014. As a result, the country’s health system has been 
destroyed and unable to cope with the major health problems 
in Yemen, including ARF and its consequences. The diagnostic 
tools and techniques needed to diagnose AFR are not available 
for poor patients, especially in rural areas. Therefore, physicians 
in Yemen do not use the Jones criteria for guidance in diagnosing 
acute rheumatic fever. They rely on diagnosing the clinical 
characteristics of rheumatic fever and the high titer of the ASO 
test, which leads to inaccurate diagnosis of rheumatic fever and 
the use of incorrect medications which may affect patients’ health, 
as well as, over-diagnosis results in the individual receiving BPG 
injections unnecessarily and an increased use of health system 
resources. This study showed that most cases diagnosed as 
rheumatic fever were misdiagnosed. Of 71 clinically diagnosed 
cases of ARF who tested high ASO titer, only 10 (14.1%) met 
the revised Jones criteria. Several studies conducted in Lebanon, 
Egypt and the Netherland, which stated that the Jones criteria are 
the gold standard for diagnosing Acute Rheumatic Fever (ARF) 
and that the ASO titer test has a weak predictive value for suspicion 
of acute rheumatic fever [2,8,17]. Misdiagnosis of ARF may be 
due to the lack of diagnostic facilities in the study area as well 
as the need for Yemeni physicians to have additional awareness 
regarding the importance of Jones criteria for the diagnosis and 
management of primary ARF. The current study showed that 
rheumatic fever disease is more common among females 50% 
(70.4%), which is consistent with other studies conducted in 
Ukraine [19]. The same results were also discovered in different 
regions in Yemen [16,18,21]. However, the results of this study 
differ from the study conducted in Lebanon [8]. Perhaps the 
reason for infection in females is greater than in males, because 
females are more sensitive to infection with Streptococcus A, or 
because females are responsible for caring for children, reside 
more in crowded homes, and are less likely to seek health care due 
to customs and traditions in some countries. The reason may be 
genetic predisposition. This study reported that ARF is a disease 
of young adults where the mean age of the target patients was 

14±8.6. The majority of target patients are in the age group of 14-
20 years 24 (33.8%). The result of the present study is consistent 
with recently published results in Nepal and Yemen [16,18,21,22]. 
These studies showed that the majority of patients were poor and 
belonged to the productive age group in their communities.

Limitation of the Study
The duration of the study and the sample collected were small 
and the study was limited to one hospital. Therefore, the results of 
this study cannot accurately reflect the general situation in Yemen. 
This study highlights how  physicians  diagnose acute rheumatic 
fever and it is necessary to follow the Jones criteria as the gold 
standard for diagnosing acute rheumatic fever.

Conclusion
The incidence of misdiagnosis and mismanagement of patients 
with acute rheumatic fever, overreliance on high ASO titers, 
and neglect of the use of Jones criteria in diagnosing acute 
rheumatic fever may indicate the financial inability of patients to 
undergo Doppler echocardiography as well as perhaps the need 
for physician awareness and education. The importance of Jones 
criteria for diagnosing rheumatic fever and not relying on the ASO 
test result to diagnose rheumatic fever.

Acknowledgements
The authors would like to thank Dr. Mohammed Abduh Khoshafah 
and the nursing staff at Jiblah University Hospital for their 
cooperation and participation.

Author’s Contribution: Al-Mohani SKM collected, supervised, 
planned, and wrote the final paper. Other co-authors contributed to 
data analysis and interpretation of the collected data. All authors 
read and approved the final manuscript.

Data Availability: Data will be made available on request.

Conflict of Interest: No conflict of interest is associated with 
this work.

References
1. Ndagire E, Ollberding N, Sarnacki R (2022) Modelling study 

of the ability to diagnose acute rheumatic fever at different 
levels of the Ugandan healthcare system. BMJ Open 12: 
e050478.

2. Kotby AA, Habeeb NM, El Elarab SF (2012) Antistreptolysin 
O titer in health and disease: levels and significance. Pediatric 
Reports 4: e8. 

3. Sato S, Uejima Y, Suganuma E, Takano T, Kawano Y 
(2017) A retrospective study: Acute rheumatic fever and 
post-streptococcal reactive arthritis in Japan. Allergol Int 
66: 617-620. 

4. Gewitz MH, Baltimore RS, Tani LY, Sable CA, Shulman ST, 
et al. (2015) Revision of the Jones Criteria for the diagnosis of 
acute rheumatic fever in the era of Doppler echocardiography: 
a scientific statement from the American Heart Association. 
Circulation 131: 1806-1818.



Citation: Sadeq Kaid Mohammed Al Mohani, Baheeg Abdellwahed Almurisi, Noman Ahmed Yahya Al Hatemi, Rafed Abdullrzzaq Al Hendi, Qassim Ismail Al Hendi, 
et al. (2024) Revision of the Jones Criteria for the Diagnosis of Acute Rheumatic Fever at Jiblah University Hospital, Yemen. Journal of Pharmaceutical Research & 
Reports. SRC/JPRSR-182. DOI: doi.org/10.47363/JPRSR/2024(5)158

J Pharma Res Rep, 2024       Volume 5(4): 5-5

Copyright: ©2024 Sadeq Kaid Mohammed Al Mohani, et al. This is an open-
access article distributed under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any 
medium, provided the original author and source are credited.

5. Noubiap JJ, Agbor VN, Bigna JJ, Kaze AD, Nyaga UF, et al. 
(2019) Prevalence and progression of rheumatic heart disease: 
a global systematic review and meta-analysis of population-
based echocardiographic studies. Sci Rep 9: 17022. 

6. Alzendani AS, Al Najjar AM, Alhaj AA, Al Hothi MA, Jayed 
D (2023) Prevalence and Risk Factors of Rheumatic Heart 
Disease and its Relation to Skin in Dhamar City, Yemen. Clin 
Exp Dermatol Ther 8: 213. 

7. Al Munibari AN, Nasher TM, Ismail SA, Mukhtar EDA 
(2001) Prevalence of rheumatic fever and rheumatic heart 
disease in Yemen. Asian Cardiovascular and Thoracic Annals 
9: 41-44.

8. Jawhar N, Chami I, Saliba Z, Chehab G (2015) False and 
True Acute Rheumatic Fever: A Lebanese Experience. J Med 
Liban 63: 198-202. 

9. Rwebembera J, Marangou J, Mwita JC (2023) World Heart 
Federation guidelines for the echocardiographic diagnosis 
of rheumatic heart disease. Nat Rev Cardiol 21: 250-263. 

10. Jaimes Reyes MA, Urina Jassir M, Urina Triana M, Urina 
Triana M (2022) Current Situation of Acute Rheumatic 
Fever and Rheumatic Heart Disease in Latin America and 
the Caribbean: A Systematic Review. Global Heart 17: 65. 

11. Haidong Wang, Mohsen Naghavi, Christine Allen, Ryan 
M Barber, Zulfiqar A Bhutta (2016) GBD. 2015 Mortality 
and Causes of Death Collaborators. Global, regional, and 
national life expectancy, all-cause mortality, and cause-
specific mortality for 249 causes of death, 1980-2015: a 
systematic analysis for the Global Burden of Disease Study 
2015. Lancet 388: 1459-1544. 

12. Pulle J, Ndagire E, Atala J (2024) Specificity of the Modified 
Jones Criteria. Pediatrics 153: e2023062624. 

13. Ferrieri P (2002) for the Jones Criteria Working Group. 
Proceedings of the Jones criteria workshop. Circulation 106: 
2521-2523.

14. Patriotika Ismail, Cecep Suryani Sobur, Cyntia Olyvia 
(2019) Recurrent Rheumatic Fever. Indonesian Journal of 
Rheumatology 2: 1-4.

15. Fakieha AY, Zafer DO, Alkalash SH (2024) Knowledge and 
Attitude of Rheumatic Fever and Rheumatic Heart Disease 
Among the Makkah City Population, Saudi Arabia. Cureus 
16: e51539. 

16. Al Kebsi MM, Al Wather N, Al Motarreb A, Saleh B, Al 
Fakih HA, et al. (2023) Patterns of Rheumatic Heart Disease 
Among Yemeni Patients in Cardiac Center of Al-Thawra 
General Hospital. Sana’a University Journal of Medical and 
Health Sciences 2: 34-42. 

17. Visser H, Speyer I, Ozcan B, Breedveld FC, van Ogtrop ML, 
et al. (2000) The diagnostic value of streptococcal serology 
in early arthritis: a prospective cohort study. Rheumatology 
(Oxford) 39: 1351-1356. 

18. Ba Saddik IA, Munibari AA, Al Naqeeb MS (2011) Prevalence 
of rheumatic heart disease among school-children in Aden, 
Yemen. Ann Trop Paediatr 31: 37-46. 

19. Boyarchuk O, Boytsanyuk S, Hariyan T (2017) Acute 
rheumatic fever: clinical profile in children in western 
Ukraine. J Med Life 10: 122-126.

20. World Health Organization (2020) cardiovascular diseases. 
https://www.who.int/healthtopics/. 

21. Saleh HK (2007) Pattern of rheumatic heart disease in 
Southern Yemen. Saudi Med J 28: 108-113.

22. Laudari S, Subramanyam G (2017) A study of spectrum of 
rheumatic heart disease in a tertiary care hospital in Central 
Nepal. Int J Cardiol Heart Vasc 15: 26-30.


