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Persistent rheumatic fever in New Zealand—a shameful 

indicator of child health 

Michael Hale, Norman Sharpe  

Rheumatic fever is a “Third World disease” related to poverty and overcrowding. It 

has been eradicated in practically all developed countries and in many developing 

countries, but has persisted in New Zealand over the past 30 years;
1,2

 it is also 

prevalent in our Pacific neighbour Samoa as outlined in an article by Viali and 

colleagues in this issue of the NZMJ.
3
 Rheumatic fever occurs alongside other 

childhood diseases including chest and skin infections which are also related to social 

deprivation.  

Rheumatic fever and resultant rheumatic heart disease reflect gross and intolerable 

health inequalities—being 23 and nearly 50 times more likely in Māori and Pacific 

people respectively than in European/other, and 29 times more likely in the most 

deprived socioeconomic groups (NZDep 9–10) compared with least deprived 

socioeconomic groups (NZDep 1–2).
4
 The local “hot spots” for occurrence, where 

recent clusters of cases have continued to occur—in the Northern, Midland and 

Central regions of New Zealand’s North Island—are well identified.  

This is a shameful situation, embarrassing and intolerable in the sense of our 

designation as a developed country. Rheumatic fever deserves topmost priority for 

eradication and should be regarded as a key indicator of child health and how we as a 

community value our children. The disease which is eminently preventable “casts a 

long shadow” with a large consequent adult disease burden and a high cost to 

individuals, families, the community and the health system. More broadly, as a 

measure of relative inequalities, social and economic conditions, it is a clear indicator 

of the need for urgent leadership and coordination for improvement.  

The rationale for monitoring child health even more closely during an economic 

recession through the development of a Children’s Social Health Monitor has been 

proposed recently.
5
 This should include rheumatic fever as a specific indicator 

amongst a number of indicators monitoring prevailing economic conditions, health 

and wellbeing.  

Rheumatic fever can indeed be eradicated as has been shown even in poorer countries 

through a comprehensive public health approach with open access to primary care.
6,7

 

In New Zealand, success has been achieved in Whangaroa county through a 

community-led, school-based clinic.
8
 A target for total eradication in New Zealand 

within 10 years is entirely realistic and achievable. 

The current work and dedication of many individuals and organisations in this area 

over a long period should be acknowledged. From this strong base, a more 

comprehensive and coordinated national approach across the continuum of prevention 

can now be established and coupled with higher levels of community empowerment 

to accelerate progress towards eradication.  
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Indeed, 2010 has seen the establishment of a national steering group to work 

alongside the Ministry of Health and with providers to raise the profile of rheumatic 

fever in the sector and in the community, coordinate linkages, and work to promote 

effective evidence-based interventions for accelerated improvement. 

What then should we do better? As previously stated, rheumatic fever is derived from 

conditions of social deprivation and crowding. Solutions involve multiple agencies 

working together in partnership with vulnerable families and communities as 

articulated in the Government’s Whanau Ora Approach. At the primordial level there 

is a need for ongoing support for housing improvement which has been shown to 

significantly reduce hospital admissions for infectious diseases.
9
 

Primary prevention through general child health clinics and more highly focused 

community and school-based sore throat clinics in areas of high prevalence could be 

very effective and rapidly reduce cases by more than half.
10

 Such clinics require high 

quality standards, ongoing monitoring and evaluation for success and need to be 

joined with heightened community awareness that “sore throats matter” and open 

access to primary care. An appropriate targeted approach for antibiotic treatment for 

Group A streptococcal pharyngitis in high-risk settings is outlined in existent Heart 

Foundation guidelines for rheumatic fever prevention.
11

  

Rigorous early identification, registration and follow-up of cases for secondary 

prophylaxis with appropriate household testing and treatment are complementary 

essentials for eradication. Preliminary echocardiographic screening studies in high 

risk communities in New Zealand indicate that for every known case there may be 

another unknown case of rheumatic heart disease with no known history of acute 

rheumatic fever that would benefit from penicillin prophylaxis.
12

 

At the moment there is optimism that rheumatic fever—an indicator of the most 

striking health inequalities in New Zealand children—can be eradicated in New 

Zealand. However, there are also other childhood diseases which show similar 

unnecessary and avoidable differences between population groups. For instance, in a 

2009 report from the Organisation for Economic Co-operation and Development 

(OECD), New Zealand ranked 29
th

 out of 30 countries for child health and safety.
13  

Significant improvement is unlikely for rheumatic fever or our other “Third World 

diseases” unless child health is given higher priority and there is an increased 

proportion of health sector spending on services for children.  

 If rheumatic fever is still existent in New Zealand in another decade the shame will 

certainly remain. Conversely, if we eradicate rheumatic fever, then we will have made 

New Zealand a better place for our children. 
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