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The rationale for action to end
new cases of rheumatic heart disease
in Australia

Closing the gap in cardiovascular health
n 25 November 2016, the Australian Medical

Association (AMA) launched their annual
OReport Card on Indigenous Health entitled A

call to action to prevent new cases of rheumatic heart disease
in Indigenous Australia by 2031.1 In 14 years of AMA
report cards, this is the first to focus on a single
pathology. The choice of rheumatic heart disease (RHD)
is telling: the disease is a striking marker of inequality, a
novel lens for considering health systems and a feasible
target for definitive disease control.

Stemming from childhood group A streptococcal (GAS)
infections of the throat, and likely of the skin, RHD is a
consequence of repeated episodes of acute rheumatic
fever (ARF). In some young people, abnormal immune
responses to GAS infection cause pathologic molecular
mimicry — resulting in fevers, malaise and symptoms of
the skin, synovium, brain and heart.2 The symptoms of
ARF resolve, but damage to the heart valves persists and
may be amplified with each subsequent GAS infection
and ARF recurrence. RHD is characterised by established
valve disease, which in turn causes heart failure,
arrhythmia, stroke and infective endocarditis and
increases cardiovascular risk in the peripartum period.2

In September 2016, the Australian Institute of Health and
Welfare (AIHW) published the 3rd Australian Burden of
Disease Study focusing on the health of Aboriginal and
Torres Strait Islander Australians in 2011.3 The study
measures burden in disability adjusted life years (DALYs)
to quantify the combined fatal and non-fatal impact of
individual diseases. Hidden in this report, covering some
200 specific diseases, are the datawhichdemand action on
RHD.

At a superficial level, in the Australian Burden of Disease
Study, the contribution of RHD to total disease burden
appears relatively small (5.1% of cardiovascular diseases
and 0.6% of total DALYs).3 Yet the RHDeDALY rate in
Indigenous Australians was 6.6 times higher than that in
non-Indigenous people. This was the single highest
differential among all other cardiovascular diseases and
the 5th highest differential of all specific diseases studied
(after pneumococcal disease, relative risk [RR] ¼ 10.3;
endometriosis, RR ¼ 8.0; pancreatitis, RR ¼ 7.6; chronic
kidney disease, RR ¼ 7.3). In addition, RHD burden was
dominated by mortality burden (83.6% of total RHD
burden).

The relative youth of Australia’s Indigenous community
amplifies this inequality.4 Forty-seven per cent of
Indigenous Australians are aged less than 20 years, when
the risk of ARF is highest; whereas only 25% of non-
Indigenouspopulation fall in this age category.5RHDwas
the highest contributor to the Indigenous cardiovascular
disease burden under the age of 20 years, and women
with RHD account for 61% of the total Indigenous RHD
burden.3 This compounds the effects of RHD on young
Indigenous women, who incur substantial risks from
valvular heart diseases during pregnancy and labour.
Indeed, RHD is one of the top 20 causes of fatal DALY
burden for Indigenous women.3

Once common throughout Australia, it is clear that ARF
and RHD now almost exclusively affect Indigenous
people, which is confirmed by notifications and
hospitalisation data in the Northern Territory, Western
Australia and Queensland, where 94% of cases of RHD
occur in Indigenous Australians.6 This predilection is
driven by the social determinants of health— inequality,
overcrowding, inadequate health hygiene infrastructure
and poor access to health services.7

Given that RHDeDALY estimates from the AIHW rely
entirely on hospital and mortality records, the burden is
likely to have been underestimated due to the pool of
undiagnosed cases in Indigenous communities,
particularly in remote areas. In northern Australia, 53% of
the cases identified in a screening study had not been
previously diagnosed.8 The importance of timely and
trackable data is increasingly clear. For example, the
AIHW report shows an 18% reduction in Indigenous
RHD age-standardised DALY rates between 2003 and
2011. Yet without information on ARF incidence, disease
progression rates or service delivery indicators
celebration would be premature. The AMA has called for
targets to prevent new cases of RHDanddeaths fromARF
by 2031— in linewith Commonwealth targets to close the
gap in life expectancy by 2031. Only with a living dataset
is it possible to track progress towards these targets and
the key performance indicators that will underpin them.
Anationalmechanism for quantifying the burden of RHD
and monitoring progress towards established goals
should be one of the first priorities.

It is the relative inequality of RHD, rather than the
absolute magnitude, which should compel Australia to
action. In doing so, we have the opportunity to address
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a broad array of health and service delivery challenges.
The frontlines of this disease are in primary care, where
skin sores and sore throats are treated, ARF diagnosed,
secondary prophylaxis delivered, anticoagulation
monitored and health education provided.9 These
diverse and complex tasks exemplify the breadth of
tasks of general practice, and are further amplified in
Indigenous settings. Only a stable and well supported
primary care workforce can achieve these goals — for
RHD and beyond. Integration with secondary and allied
services — to access echocardiography, dental services,
focused antenatal care and specialist review — is critical
to follow-up and timely interventions. Register-based
programs to support the delivery of secondary
prophylaxis remain essential to changing outcomes in
people with a history of ARF and RHD.10 In advanced
disease, transfer to tertiary and quaternary hospitals for
specialist surgery prolongs life. Navigating each of these
steps requires robust health information systems,
appropriate and well resourced processes, excellence in
cultural competence and patient engagement — offering
lessons and innovations applicable far beyond RHD.
Few other diseases span infectious aetiology and non-
communicable service models as comprehensively as
sore throats in remote primary care and cardiothoracic
units in capital cities. The breadth of GAS, ARF and
RHD pose tremendous challenges but offer substantial
and generalisable rewards if components can each be
optimised. Substantial financial and human resources
will be needed to achieve measurable outcomes in the
decade ahead, although the costs of inaction may well
be higher.11

Apart from strengthening clinical service delivery, RHD
is a powerful vehicle to address the social determinants
of this disease and others. Rectifying the primordial
causes of RHD demands collaboration between
stakeholders from community, health, housing and
education sectors. These same partnerships are a
prerequisite for managing other diseases of
overcrowding and deprivation, including respiratory
infections, soft tissue infection, infectious gastroenteritis,
otitis media and trachoma.12 Collective action to deal
with poverty, inequality, overcrowding, inadequate
housing infrastructure, insufficient hygiene
infrastructure and paucity of appropriate health services
would improve lives and a multitude of endpoint
metrics. RHD provides a tangible, urgent driver for
tackling these challenges. Few outcomes are as
confronting as the sternotomy scars of Indigenous
children who, for want of acceptable housing, have had
major surgery and face a lifetime of medical
intervention.

The AMA has made a powerful statement about the
importance of this disease and the opportunities for RHD
control. The National Health and Medical Research
Council-funded END RHD Centre for Research
Excellence (END RHD CRE) has already been charged
with delivering an Endgame Strategy by 2020: a set of
costed, stepwise interventions to end RHD in Australia.
The medical knowledge and technology to end RHD
largely already exists; the challenges now are
implementation, resourcing, engaging people and
communities living with RHD, and political will. The
priority is for a livingdataset to trackprogress, investment
in proven medical interventions and health systems that
change outcomes, a sustained effort to improve the social
determinants driving this disease, a partnership approach
with Indigenous people across all these areas and a
national conversation about how andwhy ending RHD is
a rightful national priority. To that end, six peak bodies
have announced the formation of the END RHD
Coalition. The AMA, the National Heart Foundation of
Australia, the National Aboriginal Community
Controlled Health Organisation, RHDAustralia,
Aboriginal Medical Services Alliance Northern Territory
and the END RHD CRE have committed to amplifying
acceptable and appropriate interventions for disease
control.

The end of RHD inAustralia is a feasible target. Control of
this disease has been achieved in Cuba and in the French
Caribbean and is showing increasingly promising results
from New Zealand.13 The New Zealand model has seen
government investment, widespread focus on primary
prevention measurable targets and community
engagement, which have contributed to a decline in
first episode hospital admissions for ARF by 23% over
5 years.14 Individually, no international example mirrors
the exact geographic, social or economic settings where
RHD flourishes in Australia. Collectively, however, they
show that ambitious goals for ending RHD can be
achieved with a comprehensive approach. Common
elements include a focus on community education,
engagement, tackling the social determinants of health
and governmental leadership. The Australian endgame
will necessarily draw on these global lessons, alongside
novel interventions for this unique setting. In turn, we
may be able to provide new leadership to low- and
middle-income countries with an ongoing scourge of
RHD. It is clear that Australia can dramatically reduce the
prevalence of this disease andhas amoral obligation to do
so. The differential in morbidity andmortality from RHD
in Australia is striking and shameful. With collective
action it is possible to end RHD and to develop
approaches relevant to other diseases of disparity.
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