
Annex “P – RF/RHD” 

CLINICAL PATHWAY  
THE RHEUMATIC FEVER SUSPECT 

 

HOSPITAL NAME   
DEPARTMENT OF ________________ 

CLINICAL PATHWAY -THE RHEUMATIC FEVER SUSPECT 
(SYSTEMATIC CLINICAL AND MANAGEMENT PATHWAY) 

INCLUSION CRITERIA:  

 Age 3 -25 years of age 

 Chief complaint of any of the following: 
a) Recurrent Strep throat infection 
b) Joint pain/swelling with or without fever of < 2 weeks 
c) New unexplained murmur 
d) Heart failure: fast heart rate + tachypnea 
e) Motor instability/movement disorder  

EXCLUSION CRITERIA: 

 Presence of any focus of infection by Chest x-ray and/or urinalysis 

 Proven diagnosis of other immunologic disease, ie. SLE, Rheumatoid Arthritis of any type 

 
 

PATIENT’S NAME: 
__________________________________________________ 
LAST NAME                    FIRST NAME                  MIDDLE NAME 

BIRTHDATE 
___________ 
M____    F____ 

HOSPITAL 
NUMBER 
_________________ 

DAY 1: Pathway Activated: Date: __________ Time:_______     OPD     EMERGENCY ROOM    IN-PATIENT   

PHYSICIAN’S NOTES PHYSICIAN’S ORDERS VARIANCE SIGN 

Check subjective CHIEF 
complaints/symptoms: 
_________________________ 
 
_________________________ 
 
Vital signs: 

BP: HR: RR: 

Temp: Ht: Wt: 

BSA: BMI:  

O2 sat:   

 
Latest Clinical Findings: 
Skin: 
__pale __pink __jaundice 
__cyanotic 
 
Pupils (size/reactivity): _______ 
Conjunctivae (pink / pale ) 
Chest expansion: 
__________________________ 
Lung (breath sounds): 
__________________________ 
Heart (murmurs): 
__________________________ 
Abdomen: 

Liver edge:_______________ 
Peripheral and Central 
pulses:_____ 
Extremities: Warm / cold  
CRT: ___ <2sec    ___> 2 sec 
Neuro exam: 
_________________________ 
 
 
 
 

I. APPLY JONES CRITERIA AS FOLLOWS: 
A. Check / qualify symptoms at least any one of the 

following MAJOR MANIFESTATIONS 
1. IF with JOINT PAINS ,  CHECK IF at least 

ANY TWO of the following is true: 

 Migratory in nature 

 Large joints, asymmetrical 

 With tenderness , arthralgia  

 Pain on locomotion 

 Instantaneous relief with antipyretic/ anti-
inflammatory drugs 

 No joint deformity  
 

2. IF with CARDITIS ,  check if ANY ONE of 
the following is present: 

 Chest pain 

 Tachypnea for age 

 Tachycardia for age 

 Sleeping HR >100/min 

 Pallor at rest or with activity 

 Functional Classification: ______ 

 PE: with murmur : 
_________________________________ 
_________________________________ 
_________________________________ 
 
3. IF with ERYTHYMATOUS, NON-

PRURITIC RASH , Check if ANY ONE of 
the following is true: 

 Transient, serpiginous with irregular 
margins and pale center 

 More on trunks and limbs 

 Worsens with application of heat and 
disappears 

 With cold exposure 

 Unaffected by anti-inflammatory drugs 
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HOSPITAL NAME   
DEPARTMENT OF ________________ 

CLINICAL PATHWAY -THE RHEUMATIC FEVER SUSPECT 
(SYSTEMATIC CLINICAL AND MANAGEMENT PATHWAY) 

DAY 1 : Date: ________________ (page 2) 

PATIENT’S NAME: 
____________________________________________________ 
LAST NAME                    FIRST NAME                    MIDDLE NAME 

BIRTHDATE 
____________ 
M____    F____ 

HOSPITAL 
NUMBER 
_____________ 

PHYSICIAN’S NOTES PHYSICIAN’S ORDERS VARIANCE SIGN 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
NURSING ASSESSMENT: 
Braden Risk Score: 
________________ 
General Pain Assessment: 
__________ 
NIPS – FACES: 
____________________ 
Fall Risk Score: 
___________________ 
 
 

4. IF with unusual movement  disorder / 
CHOREA; Check if ANY ONE of the 
following is present : 

 Initial clumsiness, emotional lability,or 
grimacing of face 

 “St Vitus dance” during movement 

 Disappears at rest or during sleep 

 Check for  handwriting irregularity with 
strokes 

 Stretch out both hands and check if one 
hand falls versus the other hand  

 
5. IF with PEA SIZED SUBCUTANEOUS 

NODULES, check if ANY ONE of the 
following is true: 

 Hard and painless 

 Occur over extensor surfaces of joints, 
spine,  scapulae and scalp 

 Lasts for weeks 
      
B. Check for any one of  the following as     
MINOR MANIFESTATION/S:  

 Unexplained  fever at least 3 -5 days 

 Arthralgia , recurrent 

 Pallor 

 Loss of weight 
 
II.   Request for the following Laboratory: 

 CBC with platelet 

 Anti-Streptolysin O  (ASO) titer 

 ESR, CRP 

 ECG 

 2DEcho with CFDS 

 Chest X-ray (PA-L)  

 Anti-DNase, if available 

 Rheumatoid factor, if available 
 
III. DIAGNOSE AS RHEUMATIC  FEVER IF 
ANY of    
      the following is true and proceed with  
      pathway  (Section V): 

 Any TWO (2) Major Manifestations in IA 
(1-5)  

 Any One (1) Major Manifestation in IA (1-
5) PLUS any two (2) minor criteria in IB 
and II 

 Diagnosed case of RHD plus 2 Major OR 1 
Major plus 2 Minor OR 3 Minor 

 
 
 
 

A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 

 
A__ B__ C__ D__ 

 
A__ B__ C__ D__ 

 
 

 
 
A__ B__ C__ D__ 

 
A__ B__ C__ D__ 
 A__ B__ C__ D__ 

 
 
 

A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 

 
 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 
A__ B__ C__ D__ 

 
 
 
 
 
 

A__ B__ C__ D__ 
 
 

A__ B__ C__ D__ 
 
A__ B__ C__ D__ 

 

 

 

 



 

HOSPITAL NAME   
DEPARTMENT OF ________________ 

CLINICAL PATHWAY -THE RHEUMATIC FEVER SUSPECT 
(SYSTEMATIC CLINICAL AND MANAGEMENT PATHWAY) 

DAY 1 : Date: ________________ (page 3) 

PATIENT’S NAME: 
______________________________________________________ 
LAST NAME                    FIRST NAME                    MIDDLE NAME 

BIRTHDATE 
__________ 
M____   F____ 

HOSPITAL 
NUMBER 
_______________ 

PHYSICIAN’S NOTES PHYSICIAN’S ORDERS VARIANCE SIGN 

 IV. DIAGNOSE AS RHEUMATIC FEVER 
SUSPECT  
      If ANY of the following is true (Proceed to     
      discharge planning) 

 Symptoms/ clinical presentations do not 
completely fulfill criteria as Major 
Manifestation 

 Only minor manifestations are present 
 
V. MEDICATIONS (if needed) 

1. GIVE PRIMARY PROPHYLAXIS ( For 
ASO +) 

 Single dose deep IM Benzathine Penicillin 

 Oral PCN VK 50 mg/kg/day for 10 days:  
Dose: __________________________ 

 Erythromycin if allergic to PCN  50 mkd 
for 10 days: _____________________ 
_______________________________ 

 
2. Give anti-inflammatory If ACTIVE   for  
     4 weeks:  

 ASA 60-70 mg/kg/d max 3gms/day After 
meals IF ARTHRITIS is major symptom: 
Dose: __________________________ 
_______________________________ 

 Prednisone 1-2 mg/kg/day for 4 weeks 
then Taper in 2 weeks:  
Dose: __________________________ 
_______________________________ 
 

3. Treat CONGESTIVE HEART FAILURE if  
     present 

 Digoxin : _______________________ 
_______________________________ 

 Furosemide : ____________________ 
_______________________________ 

 Vasodilator (Captopril) ____________ 
_______________________________ 

 Others: ________________________ 
_______________________________ 

 
VI. Check if consults with following services are 
needed ( indicate name of specialist):  

 Nephrology ________________________ 

 Neurology _________________________ 

 Hematology ________________________ 

 Infectious __________________________ 

 Rheumatology _____________________ 

 Others __________________________ 
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HOSPITAL NAME   
DEPARTMENT OF ________________ 

CLINICAL PATHWAY -THE RHEUMATIC FEVER SUSPECT 
(SYSTEMATIC CLINICAL AND MANAGEMENT PATHWAY) 

 

DAY 1 : Date: ________________ (page 3) 

PATIENT’S NAME: 
______________________________________________________ 
LAST NAME                    FIRST NAME                    MIDDLE NAME 

BIRTHDATE 
__________ 
M____   F____ 

HOSPITAL 
NUMBER 
_______________ 

PHYSICIAN’S NOTES PHYSICIAN’S ORDERS VARIANCE SIGN 

 VII. Diet/Nutrition:______________________ 
 
VIII. Safety (see Nursing and Safety Protocol) 
 
IX. Provide Psychosocial/Spiritual support to: 

 Therapy appropriate for age 

 Inquire about the need for psychological 
evaluation (CHEERS protocol) 

 
X. Patient/Family Education: 

 Disease process, course of disease 

 Explain pathophysiology as non-infectious  

 Discuss Clinical Pathway with Family 
 
XI. PARENTS/GUARDIAN UNDERSTOOD, 

VERBALIZED, CONSENTED AND 
SIGNED THE RF CARE PLAN 

 Yes         

 No 
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XII. OUTCOME GOALS:  

 Vital signs stable 

 Admit if  in heart failure Or unable to 
ambulate  or Fever more than 7days 

 Pathway and procedures clear to 
parents/guardian 
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XIII. DISCHARGE PLANNING: 

 Estimated date of follow up with results: 
_______________________ 

 Observe for recurrence of Major and Minor 
Criteria and follow-up immediately 

 Discharged from OPD, terminate pathway 
and refer to General Pediatrician 
 

 
A__ B__ C__ D__ 
A__ B__ C__ D__ 

 

ACTIVATED BY: 
 
 

ATTENDING 
PHYSICIAN/FELLOW-ON-
DUTY 
Signature over Printed Name 
Date/Time ________________ 

ACKNOWLEDGED BY: 
 
_______________________________ 
NURSE-IN-CHARGE (AM SHIFT) 
Signature over Printed Name 
Date/Time _____________________ 

 
 
______________________________ 
NURSE-IN-CHARGE (PM SHIFT) 
Signature over  Printed Name 
Date/Time ________________ 
 

 


