Rheumatic Fever
New Zealand College of Public Health Medicine Policy Statement
Policy Statement
The New Zealand College of Public Health Medicine (NZCPHM) recognises that the incidence and
consequent burden of rheumatic fever in New Zealand are unacceptably high and contribute to
significant inequalities in health.
The NZCPHM supports the New Zealand Government’s Better Public Services target to reduce rates
of rheumatic fever by two-thirds by 20171, and considers that the ultimate goal is to eliminate
inequities in rheumatic fever altogether.2,3
NZCPHM supports a comprehensive approach to the elimination of the primary drivers of rheumatic
fever through measures to reduce household crowding and provide more appropriate and accessible
healthcare for New Zealanders who are at the greatest risk for rheumatic fever.
Background
Rheumatic fever is a serious but preventable illness. It is an inflammatory disease that can occur
after an autoimmune response to an untreated group A streptococcal (GAS) throat infection in
susceptible people. Up to 3% of untreated GAS infections can lead to rheumatic fever.4-6 Rheumatic
fever affects the heart, joints, brain and skin, and although most of the symptoms of rheumatic fever
disappear on their own, the inflammation of the heart valves can cause scarring, leading to
rheumatic heart disease.
In New Zealand rheumatic fever mainly affects Māori and Pacific children and young people aged 4
to 19 years living in low socio-economic areas of the North Island and/or in crowded households.1,7,8
In 2014, there were 153 people admitted to hospital with an initial attack of rheumatic fever – a rate
of 3.4 per 100,000. The majority of people were Māori (65 people, 9.3 per 100,000) and Pacific (78
people; 26.8 per 100,000).1 This inequity is unacceptable.
Rheumatic fever has been largely eliminated from most other OECD countries. Several countries
have successfully reduced their incidence of the disease with the use of comprehensive
programmes.9-12 With our longstanding high rates of rheumatic fever in vulnerable population
groups, New Zealand is a clear outlier among comparable nations.
The costs associated with rheumatic fever and rheumatic heart disease are significant and impact
the person themselves, their whānau, their community and New Zealand as a whole. These costs
result from repeated and prolonged hospitalisation, resources for medical prophylaxis and
treatment, surgical intervention, negative physical and psychological experience, disruption of the
lives of cases and their families, and often premature death.13
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Rheumatic Fever Prevention
In order to reduce the incidence of rheumatic fever it is important to reduce the transmission of GAS
throat infections and to ensure that any GAS throat infections that do occur are quickly assessed and
treated with appropriate antibiotics. A single episode of rheumatic fever can cause permanent and
lifelong damage to the heart (rheumatic heart disease) and recurrent episodes can further
exacerbate this damage. Therefore the prevention of recurrences is also an important component in
reducing the burden of rheumatic fever.
Sore throat management
It is difficult to differentiate between a viral or bacterial cause of a sore throat. Therefore it is
important that all sore throats in high risk populations (Māori and Pacific children and young people)
are assessed quickly by health professionals and appropriately managed. The 2013/14 New Zealand
Health Survey found that Māori and Pacific children were both 1.4 times as likely not to have
accessed primary health when they needed it during the previous 12 months as compared with nonMāori and non-Pacific children.14 The barriers to accessing primary health care services included
cost, lack of transport, lack of childcare for other children, and inability to get a timely appointment.
Measures to improve access to primary care services will contribute to sore throat management in
high risk populations. The implementation of sore throat clinics in schools and provision of free, no
appointment needed services in high risk areas are examples of services that increase primary care
access. The introduction of free general practice visits and prescriptions for children aged < 13 years
from 1 July 2015 will contribute to reducing the cost barriers associated with access to primary care
services. However, it is acknowledged that access to care is a complex concept and financial cost at
the time of consultation does not represent the only barrier for many families. Other important
barriers to primary care access also exist and it is necessary to address these, including ensuring that
any service provided is culturally appropriate.
Improving health literacy is also important in reducing the incidence of rheumatic fever. This
includes raising public awareness about the link between a sore throat and rheumatic fever, the
importance of getting sore throats checked quickly, and taking a full course of antibiotics as
prescribed.
Reducing transmission of GAS
Because up to 40% of people who contract rheumatic fever do not remember having a sore
throat15,16, a focus solely on sore throat management and treatment will not have a significant
impact on reducing rheumatic fever. Group A streptococcal infections (with or without symptoms of
a sore throat) are easily spread person-to-person via contact with respiratory tract secretions.17
Crowded living conditions facilitate the spread of infections from person to person, therefore
reducing household crowding is an important strategy for reducing the transmission of GAS.
Reducing crowding will also have an impact on reducing other infectious diseases.18
Preventing recurrences
The cornerstone of the prevention of further attacks of rheumatic fever and rheumatic heart disease
is antibiotic prophylaxis. Prophylaxis consists of the regular administration of antibiotics (usually
intramuscular penicillin) to prevent further GAS throat infections.
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This prevention is best practiced in an organised, coordinated way. Regular auditing of practice is
important to monitor late delivery of prophylaxis and loss to follow-up. Currently, there is no
consistent mechanism of delivery of secondary prevention services across the country. In some
areas, prophylaxis is delivered by the DHB/Public Health Service using a local disease register, and in
other areas, both by DHB/Public Health Service and general practitioners. The variation in service
delivery both within and between DHBs, and the lack of a national patient management system,
causes problems for auditing practice, timely delivery of secondary prophylaxis, and sharing of
information between health professionals. Urgently needed are systems that allow health
professionals to easily share information, both within and between DHBs, and ensure appropriate
follow-up and delivery of secondary prophylaxis, particularly for people who move frequently
between DHBs.
Monitoring, surveillance and research
Continued monitoring, surveillance and research are needed to understand the aetiology of
rheumatic fever and evaluate any changes in ARF incidence due to the implementation of primary
prevention activities.19 Screening programmes should meet screening best practice, as stated in the
NZCPHM’s screening policy statement.20
Summary
Rheumatic fever is a cause of unacceptable health inequity in New Zealand. To address and reduce
this inequity, a comprehensive approach is required that includes strategies to:
•
•
•
•

Increase awareness of the importance of getting sore throats checked in high-risk
populations
Reduce the transmission of GAS throat infections in high risk populations by reducing
household crowding
Improve access to primary care for high risk populations
Ensure health professionals manage high risk groups with appropriate antibiotics

In addition, the following actions are also recommended:
•
•
•

Ongoing surveillance and monitoring (including timely notifications)
Continued research into the causes of rheumatic fever and the effectiveness of prevention
programmes19
Investment in a national patient management system to allow health professionals to share
information to ensure appropriate follow-up of people with rheumatic fever

Links with other NZCPHM policies
Health Equity
Māori Health (forthcoming)
Pacific Peoples’ Health (forthcoming)
Child Poverty and Health
Housing
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