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100,000 for non-Māori/non-
Pacific. Reducing rheumatic 
fever will reduce these deaths 
and contribute to achieving 
equity.  Not monetised 

Better birth 
outcomes 

Māori and Pacific pregnant women 
who have rheumatic heart disease 
and their babies 

Less preterm and low for 
gestational weight babies 
born to mothers with 
rheumatic heart disease 

High <5 years   

Improved oral 
health 

Māori and Pacific people with 
rheumatic fever and rheumatic heart 
disease 

Better quality of life, less 
dental procedures, less 
infective endorcarditis 

High <5 years, 
ongoing 

  

QALY gains Māori and Pacific people Number of QALYs gained High <5 years 

ongoing 

 Medium 

Fewer hospital 
visits, including 
fewer surgeries 

Government – District Health 
Boards 

High. Cost of hospital 
admissions in 2000-2009 for 
rheumatic fever and 
rheumatic heart disease 
across all age groups was 
$12 million.  Heart valve 
surgery accounted for 28 
percent of admissions and 71 
percent of the cost. If we 
were to half rheumatic fever 
diagnoses, we would save at 
least $6million. 

 

High <5 years 

ongoing 

  

Jobs and 

earnings 
Secondary 

Increased 
productivity and 
less time off lost 
work 

Parents of children diagnosed with 
rheumatic fever.  Adults who require 
prophylaxis (and need to take time 
off work to go to appointment) 

Low.  Care arrangements will 
vary, but often time off work 
by caregivers is needed while 
child is in hospital (sometimes 
for up to 6 weeks) and 
afterwards to take the child or 

Med 

 

<5 years 

ongoing 
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young person to 
appointments. 

Knowledge and 
skills 

 Secondary 

School 
attendance and 
learning 

Children with RF 

Government – schools 

Low, but less disruption of 
schooling for students 
diagnosed with rheumatic 
fever. Not monetised. 

Med 

 

<5 years 

ongoing 
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Appendix 1 – Rheumatic fever and rheumatic heart disease 
Rheumatic fever is an autoimmune response to a Group A streptococcal (GAS) throat infection.  In 
some cases the inflammation caused by rheumatic fever can cause rheumatic heart disease, where 
there is scarring of the heart valves.  Rheumatic heart disease is more likely to occur with recurrent 
episodes of rheumatic fever.  

While rheumatic fever is rare in most developed countries, New Zealand has a relatively high 
incidence, with high rates among Māori and Pacific children and young people aged 4–19 years living 
in the North Island of New Zealand.  

Rheumatic fever and rheumatic heart disease prevention strategies fall across four categories: 
a. Prevent the sore throat – primordial prevention.  This strategy consists of addressing the 

socio-economic conditions that lead to increased GAS transmission (such as household 
crowding).  

b. Treat the sore throat – primary prevention. This strategy consists of identifying and 
treating GAS throat infections quickly and effectively. Primary prevention also aims to raise 
awareness of getting sore throats checked and supports people to access treatment for 
them. 

c. Prevent further attacks of rheumatic fever and worsening heart disease – secondary 
prevention.  Secondary prevention consists of stopping further episodes of rheumatic fever 
by giving monthly penicillin injections for at least 10 years to those who have been 
diagnosed with rheumatic fever.   

d. Preventing complications of rheumatic heart disease – tertiary prevention.  Tertiary 
prevention focuses on managing the symptoms of rheumatic heart disease and preventing 
premature death.  It includes heart valve surgery, medication to manage heart failure, and 
preventing stroke.   

The Rheumatic Fever Prevention Programme (RFPP), established in 2011, focused on the primordial 
and primary prevention of rheumatic fever.  

The RFPP was expanded significantly in 2012 following the introduction of the rheumatic fever 
Better Public Services (BPS) target to reduce the rheumatic fever rate to 1.4 per 100,000 people by 
the end of June 2017.  

The RFPP was a comprehensive population health programme delivered in eleven DHBs
4
 that had a 

high incidence of rheumatic fever.  It had three main strategies to reduce rheumatic fever rates: 
• reduce household crowding and therefore reduce household transmission of GAS throat 

bacteria within households 
• improve access to timely and effective treatment for GAS throat infections in priority 

communities 
• increase awareness of rheumatic fever, what causes it and how to prevent it. 

The programme officially ended on 30 June 2017 with the retirement of rheumatic fever as a BPS 
target.  However, rheumatic fever continues to be a focus for the 11 DHBs with a high incidence of 
the disease.  

The government has allocated a total of $5 million per year until 2022 to these 11 DHBs so they can 
continue to deliver a balanced mix of rheumatic fever prevention activities to address rheumatic 
fever and reduce rheumatic fever rates.  

                                                
4 These DHBs were: Northland, Auckland, Waitemata, Counties Manukau, Waikato, Bay of Plenty, Lakes, 

Hauora Tairāwhiti, Hawke’s Bay, Hutt Valley, and Capital & Coast. 
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Dental care is not currently free for those 18 years and over, although it is subsidised at 
some DHBs. 

• Improving the management and experience of delivering and receiving intramuscular 
benzathine penicillin to those people diagnosed with rheumatic fever and rheumatic 
heart disease.   People who are diagnosed with rheumatic fever need to have 
intramuscular benzathine penicillin injections (prophylaxis) every 21 to 28 days to 
prevent recurrence and the progression of rheumatic heart disease.  It is important that 
prophylaxis is delivered in a timely way.   
A particular issue identified in the workshop was the difficulty managing the timing and 
delivery of prophylaxis if patients move from one DHB to another. Workshop participants 
identified that a national patient management system (PMS) would work towards 
addressing this issue.  A PMS could be used to keep track of secondary prophylaxis being 
given, as well as managing movement of patients across DHBs.  More detail on how the 
PMS could look like is provided in Appendix 3.  

The themes identified in the workshops are consistent with and confirm the lessons the Ministry has 
identified from implementing the RFPP.  These lessons include the importance of a comprehensive 
community-centred approach that allows communities to define problems and identify solutions. 
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Appendix 2 – Healthy homes initiatives  
Background 

The Healthy Homes Initiatives (HHIs) were established between December 2013 and March 2015 
and cover 11 District Health Boards (DHBs) with a high incidence of rheumatic fever. Initially, the 
HHIs targeted low-income families with children at risk of rheumatic fever who were living in 
crowded households. However, the breadth of the programme was expanded, with funding from 
Budget 2016, to focus more broadly on warm, dry and healthy housing for low-income families with 
0 to 5 year-old children and pregnant women5.   

The HHIs identify at-risk families, undertake a housing assessment and then facilitate access to a 
range of interventions to create warmer, drier, healthier homes, such as: insulation, curtains, 
beds/bedding, floor coverings, heating sources, and private/community/social relocation. They also 
educate families how to change their behaviour and practices to keep a house warm and dry, and 
reduce risks associated with household crowding. A flow chart that illustrates how the HHIs work in 
practice is attached as Appendix Four, along with a family case study in Appendix Five.   

HHIs do not use government funding they receive to directly purchase housing interventions for 
families. The HHIs’ role is to identify, coordinate and broker with existing services and agencies to 
maximise opportunities and impacts for eligible families.   

The HHIs complement and align with many of the Government’s strategic priority areas, including 
reducing child poverty, improving child wellbeing, improving Māori and Pacific health, improving 
equity of health outcomes, and ensuring warmer, drier and healthier homes.   

Since the inception of the HHIs, the Ministry has worked closely with key government agencies, such 
as HNZ, MSD, EECA and MBIE, to improve and streamline their processes (or develop new ones) for 
families most in need. For example, some families are eligible for the Rheumatic Fever Fast Track 
onto the social housing waitlist and families living in HNZ properties are able to access (usually 
within 90 days) key capital interventions6. 

The HHIs have a strong focus on improving child wellbeing and equity. The HHIs target those families 
that are low-income, are Māori or Pacific, and are living in areas of high deprivation. For example, 
families could be referred because they have a child that has had a past episode of rheumatic fever 
or a child that has been hospitalised with a housing-related condition.  

The Ministry believes that the HHIs complement the current Government’s housing initiatives. The 
HHIs take a holistic approach with the family at the centre and include, but are not limited to, the 
behavioural aspects of keeping a house warm and dry, advocating for families, and working with 
MBIE and others to ensure landlords are meeting their obligations.  

Healthy Homes Initiative evaluation 

The Ministry commissioned a process evaluation of the HHIs, which was published in July 2018 
(https://www.health.govt.nz/publication/healthy-homes-initiative-evaluation-final-report). The 
evaluation) found that the HHIs were exceeding expectations in one area and meeting expectations 
in the remaining four areas, as summarised below: 
• The HHIs are exceeding expectations in how whānau perceive their engagement with the HHI 

and the achievement of desired outcomes. Most whānau report that their involvement with the 

                                                
5 Expanded eligibility criteria include: 0-5 year olds hospitalised with a specified housing-related indicator condition; families 

with children aged 0-5 years old for whom at least two of the social investment risk-factors; or pregnant women and 
newborn babies.  

6  The HNZ five capital interventions include: curtains, a fixed form of heating in the living area, insulation, ventilation and floor 
coverings.  
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HHI had been positive and it increased their overall confidence in dealing with other health and 
social service agencies. The majority of whānau interviewed considered their homes were 
warmer, drier and healthier after their involvement with the HHI.   

• The HHIs are meeting expectations in establishing referral pathways to ensure the initiative 
reaches its priority population. For example, HHI providers have achieved a high level of 
confidence amongst referrers in most regions, but could do more to systematise referral 
processes and communications with referrers.  

• The HHIs are meeting expectations in using innovation to make the service more efficient and 
effective, particularly in sourcing and delivering interventions for families. However, challenges 
remain where the decision to provide interventions that will create warm, dry and healthy 
homes rests outside the service, such as the consent or finance required from private landlords 
or other agencies.  

• The HHIs are meeting expectations regarding effectiveness (including partnerships with relevant 
organisations, intervention delivery, the workforce and from families’ perspective). The 
evaluation found there is some inequity in the supply of interventions across the HHI regions, 
with few charitable organisations and philanthropic funds available to support HHIs in regions 
with dispersed populations.  

• The HHIs are meeting expectations in terms of providing value for money. The evaluation found 
that the HHI resources are mostly being spent fairly, wisely and well, and funding invested is 
likely to have a positive effect on whānau health. The evaluation shows that HHIs are actively 
seeking ways to enhance service efficiency by linking with existing programmes and services.     

The report includes 11 recommendations, which the Ministry is taking into account. Some 
recommendations the Ministry is considering include: working with cross-government partners to 
address barriers to the delivery of interventions and reviewing the current per-family funding model 
of  to better reflect the true cost of coordinating and delivering the service to at-risk families. 
Other recommendations are for the HHI providers to consider widening referral pathways and 
systematising communication with referrers. 

A cross-agency implementation plan is being developed with MSD, HNZ, MHUD and EECA that will 
respond to the recommendations and other opportunities raised in the HHI evaluation report.  This 
budget bid includes funding to support the delivery of these recommendations. 

  









BUDGET SENSITIVE 

Treasury:3998192v3  
Template 1: Budget Initiative template   |   22 

The following two alternative options were also considered in the development of this budget bid: 

1. Status quo – DHBs continue to use their regional registers / patient management systems to 
coordinate the delivery of prophylaxis. 

Advantages of this option: 

• No further investment required 
• No centralised intervention with work that is planned or is already undertaken for 

developing local registers by DHBs.  
 
Disadvantages of this option: 

• Regional registers only provide a limited, siloed view 
• Health professionals will not be able to view a patients’ prophylaxis history if they are not 

from the clinician’s region.  
• Does not address the underlying issues with the localised view of information, where a view 

of a patient’s history is lost when they move outside of the DHB region. 
 
2. Develop a stand-alone register / patient management system specifically for the management 

of rheumatic fever  

Advantages of this option:  
• A national register / patient management system allows the tracking and management of 

patients regardless of where they present themselves. 
• The scope is narrowed to focus specifically on rheumatic fever  
• The cost could be less than developing a register that would include other conditions.  

However, initial costs would be the same.  
• Development of a rheumatic-specific register / patient management system would be more 

focused and requirements would be narrower and easier to define 
  








