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Abstract

The Surveillance System for many Notifiable Diseases in Fiji is described by many as inadequate. This system includes the
reparting and recarding of Acute Rheumatic Fever (ARF) and Rhewmnatic Heari Disease (RHD). Prominent amongst the
inadequacies of this system is the under reporting and the diagnostic dilemma and classification of he cases. Under-reporting
was estimated at about 40% in Viri Levu, 44% in Vanua Levu, and 66% in the outer islands’. This paper reviews the Surveillance
System pertaining to ARF and RHI) and describes the trends and demographic distribution of ARF and RHD in Fiji during the
periad 1996-2000 while highlighting the problem of the system A retrospective review of admission records of the Pediatric Ward,
Colonial War Memaorial Hospital (PW/CWMH), Suva, Fiji, from 1996 1o 2000 was undertaken. Admission books were cross-
checked with patient folders, when required, to avoid inaccurate counring of cases. Dara obrained were analyzed and compared
with those obtained from the Ministry of Health (MoH) during the same period. Under-reporting of ARF was documented with
fewer ARF cases reported less than the acrual number of ARF cases admirted to PW/CWMH in 1998 to 2000. On average, 15
ARF cases were reported each year for a cumulative incidence af 2.3 per 100,000 population; 173 RHD cases were reported
each year for a cumulative incidence of abour 21 per 100,000 popularion during this 5-vear period. The problems seemed to
be more prevalent among the Fijians compared to Indians; children in the 5-9 age group were more affected by ARF and those
in the 10-14 age group were more affected by RHD. There was no statistically significant difference in the mean age between
Fijian and Indian cases for both ARF and RHD. Under-reporting was apparent in the surveillance of ARF and RHD in Fiji. The
cumulative incidence of ARF in Fiji appeared much lower than that reported from other Pacific countries. There is a definite
need 1o improve the Disease Surveillance Sysiem and ro susiain an effective ARFIRHD prevention programme are needed in Fiji,
{PHD 20006 Vol 13 No 2 Pages 39 - 47)

appraised the existing surveillance system and described
the pattern of ARF and RHD occurrence in Fiji over a
five year period (1996 — 2000). It also discusses ways
to improve the Notifiable Disease Surveillance System
and recommends public health measures for ARF/IRHD
prevention and control programmes.

Introduction Background
Many developing countries have been experiencinghigh  Acute Rheumatic Fever (ARF) is an inflammatory
rates of Acute Rheumatic Fever (ARF) and its sequalae  disease frequently affecting young school children and
Rheumatic Heart Disease (RHD). Since the causal young adults. It is a complication of upper respiratory
agent, group A Streptococcus (S. pyogenes) is easily  tract infections by group A beta-hemolytic Streptococcus
detected and controlled, and streptococcal pharyngitis  pyogenes, which possesses antigens that cross-react
is easily treated, ARF and RHD should be preventable.  with human connective tissue, particularly heart value
Although the incidence of ARF has decreased in  glycoprotein. ARF typically presents with fever, anorexia,
developed countries over the last decades, this is stil  |ethargy and joint pains. Migratory arthritis develops in
a major public health problem in developing countries.  about 70% of patients, usually involving the large joints
It is estimated that the annual incidence rate of ARF in  of the extremities and sometimes accompanied by signs
the developing world and the Western Pacificis 100 per  and symptoms of a febrile illness. Most of the patients
100000 children ** and that 30 million children worldwide  without arthritis have arthralgias, considered a minor
in least developed countries (LDCs) have RHD.* The  manifestation. About 50% to 60% of ARF patients exhibit
economic and social costs of ARF and RHD impose  evidence of pericarditis, myocarditis or endocarditis.
considerable burdens on LDCs. The joint symptoms are milder than the heart problems
in children, in whom the disease is said to "bite the heart
This paper reports a study done in 2001 of the routinely  and lick the joints™ It is often not a very easy and clear-cut
collected data on ARF and RHD in Fiji. The study  diagnosisto make. The “gold standard” for the diagnosis
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are the Jones’ Criteria, which include two or more major
manifestations (carditis, polyarthritis, chorea, erythema
marginaturn, subcutaneous nodules) or one major and
two minor manifestations (fever, arthralgia, previous
rheumatic fever, raised erythrocyte sedimentation rate,
leucocytosis). In both cases, the evidence of precading
streptococeal infection is essential. ARF epidemics have
been documented.

Rheumatic Heart Disease (RHD) is the damage to the
heart muscle and the heart valves caused by episodes
of ARF. When a susceptible person acquires a group A
beta-hemolytic streptococcal infection, an auteimmune
reaction may occur in the heart tissue,
resulting in permanent deformities of
heart valves or chordae tendineae.
Involvement of the heart may be evident
during ARF, or it may be discovered long
after the acute disease has subsided.
Rheumatic heart disease is considered
to be the most preventable of all
cardiovascular disorders and vet is a
leading cause of cardiac-related deaths
in the first four decades of life. ©

PublicHealth Surveillanceisanongoing
systematic collection, collation, analysis, interpretation
and dissemination, of data pertaining to the occurrence
of specific diseases or risk factors, for appropriate
public health actions. ” Public Health Surveillance does
not include administration of prevention and control
programmes but does include intended links with these
programmes. The objectives of surveillance include:
the description of the pattern and burden of diseases;
its links with public health actions, the description of
tha natural history and epidemiclogy of a disease; and
the provision of baseling data for the identification of
apidemics and trends. Surveillance can be carried
out actively or passively. Aclive surveillance includes
screaning, case investigations and sentinel surveillance.
It usually involves going out to search for cases and also
getting in touch with thosa who might know about cases.
Passive surveillance on the other hand consists of the
reporting of data reported by “providers™. The Natifiable
Disease System is an example of passive surveillance,
Population surveillance is of four main types: (i) vital
avents surveillance, which includes mortality and natality;
(i) morbidity surveillance, which includes notifiable
diseases and other health slatistics collected from
hospitals, doctors; (jii) exposurelrisk factor surveillance
is usually got information from active surveillance; and
(iv) utilization surveillance, which includes hospital
admissions and out patient attendances.

Notifiable Diseases Surveillance in Fiji - Fiji currently
requires weekly reporting of 46 notifiable diseases by

The objectives of
surveillance include:
the description of the
pattern and burden of

diseases; its links with

public health actions;

the description of the
natural history and

epidemiology of a

disease
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all medical officers of the Ministry of Health and private
medical practitioners.® These diseases are categorized
into Categories A, B and C. Category A includes
diseases to be notified immediately by telephone, such
as Acute Poliomyelitis, Cholera, Diphtheria, Typhoid
fever, Yellow fever, amongst others. Category B includes
diseases to be notified weekly with case details such
as name, address, age and ethnicity. Acute rheumatic
fever belongs to this B Category, together with Sexually
Transmitted Infections (STls), Tuberculosis, Leprosy
and others. Category C includes diseases to be notified
weekly by frequency, ethnicity and gender only. This
Category C includes diseases such as Dengue Fever,

Measles, Chickenpox, Influenza,
Whooping cough and others,
Previous studies and reports "% %" have

highlighted a number of problams with
this system in Fiji, such as an out-dated
Motifiable disease list; lack of standard
case definitions; incomplete reporting;
under-reporting; poor diagnostic capacity
of medical and nursing practitioners;
lack of consolidated guidelines for public
health actions and resources utilization;
and the unreliability of data.

Material and Methods

Ethical approval was sought from the Fiji Ministry of
Health and the Pediatric Ward at CWM Hospital prior
to data collection. The admission books for the period
1996-2000 were reviewed, as ARF and RHD arg more
common in the age group 5 to 14 years. The following
variables were tabulated for all ARF and RHD patients:
name, age, gender, ethnicity, religion, address, date
of admission, date of discharge, telephone contact,
name of diagnosing practitioner, and associated
syndromes andfor complications. For RHD, a patient
with recurrent episodes within a year was counted as
one “case” only. Individual folders of all the cases with
unclear or incomplete information in the admission
books were examined. Laboratory confirmation (culture
of streplococci and serology to confirm  previous
streptococcal infections) could not be reviewed.

Data collation and analysis were done using Microsoft
Excel. The relative frequencies of diagnosed cases of
ARF and RHD for each year were calculated based on
the total number of admissions for the year. The dates
of admission and discharge were used to calculate the
average duration of hospitalization. Distributions of
ARF and RHD admitted cases to PW/CWMH as well
as raported cases to Fiji MoH were described according
to athnicity, age group and administrative Fiji Division.
Comparisons were made to see if there were statistically
significant differences between the mean age of the two
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major ethnic groups amaong
ARF and RHD cases using
Student t-Test. A p-value <0.05
was considered significant,

Fa
t

The ARF and RHD data for Fiji
for the period of 1996 - 2000
wera ratrisved from the Ministry
of Health Motifiable Diseases
Records. These include the
number of cases and deaths
by gender, ethnicity and age
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CUMULATIVE INCIDENCE of ACUTE RHEUMATIC FEVER [ARF) and

RHEUMATIC HEART DISEASE (RHD)
FLJI (1996 - 2000)

groups, by  administrative s

Sub-divisions and Divisions. —_— -

An exception is the data for ol o - o
RHD for the year 2000, which 1956 1967 1808 1999 2000
was incomplete and reports I Yoar .
overdue. The two sources of |=—ARF ——RHD _ Linear (ARF) _Linear (RHD))

data from the Ministry of Health
and PW/ICWMH, was dona.

Estimates of the Fiji mid-year population for the years
1996 through 2000 were calculated using the 1996
MNational Population Census and an annual population
growth rate of 0.8%. These were used to calculate the
annual cumulative incidence rates (Cl) for ARF and
RHD.

Results

The cumulative incidence (Cl) for ARF ranged from
1.75 per 100,000 persons in 2000 to 3.23 per 100,000
in 1896, with small fluctuations in the years 1997, 1998
and 1999. On average, for ARF, 1B cases were reported

marked differences in the annual Cl. On average, 173
cases were reported each year and a Cl of about 21 per
100,000 was reported in Fiji during this 4-year period.
(see Table 1)

The trends of ARF and RHD reported cases are further
depicted in the following Figure 1

Although the rates fluctuated over the years, there were
general decreases observed for both ARF and RHD
cumulative incidences (showed by the linear trends).
In fact, a sharp decrease was recorded for the rates of
RHD from 1996 to 1999. There was no death recorded
for ARF. For RHD, however, there were 2, 6, 5, 4 deaths
in 1996, 1997, 1998 and 1999, respectively.

Table 1: Cumulative Incidence (Cl) of ARF and RHD, Fiji, 1996-2000

Average Cl
YEAR 1996 1997 1998 1999 2000 per 100,000
Estimated mid-year Population 775,077 781,277 787,527 793,827 800177
ARF No. of reported cases 25 16 19 16 14
Cl per 100,000 3.23 2.05 2.41 2.02 1.75 23
RHD No. of reported cases 154 218 166 115 ")
Cl per 100,000 19.87 27.90 21.08 14.49 (") 20.9 (*)

{*) year 2000 data for RHD was not available at the time of study; average Is for 1986-1999 anly.
Matural Population Growth Rate: 0.8% [Source: 1996 National Census, Fiji Bureau of Statistics]

each year and a Cl of 2.3 per 100,000 was recorded in
Fiji during this 5-year period. As for RHD, although data
for the year 2000 were not available at the time of study,
the number of cases reported between 1996 and 1999
seemed to be significantly different. This had resulted in

About 22% of the Fiji population was in the 5-14 year
age group during the period 1996-2000'2, giving an
average annual Cl of 9.8 per 100,000 for ARF and 85.9
per 100,000 for RHD in the 5-14 year age group during
this period.
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Figure 2 - ACUTE RHEUMATIC FEVER (ARF) and RHEUMATIC HEAR1
DISEASE (RHD) ADMISSIONS, PW/ CWMH,

FULI (1296 - 2000)
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and 0.32; and for RHD were 1.4, 1,
0.45, 0.76 and 0.44 for 1996, 1997,
1998, 1999 and 2000, respectively.
On average, ARF patients were
admitted for 8 days and RHD
patients for almost 11 days.

The age of ARF patients ranged
from 3 to 14 with the mean age of
8.3+ 2.7. The age of RHD patients
ranged from 1 to 17 with the mean
age of 10.3 £ 3.2, The difference of
the mean age between Fijlan and
Indian patients was not statistically
significant among the ARF and
RHD patients.

1997

1996 1998

YEAR

Data on ARF and RHD admitted cases to PW/ CWMH
were also collected for the same period: their patterns
are shown in Figure 2.

This pattern suggests an increase in the number of ARF
admissions and a marked decrease in the number of
RHD admissions to the PW/CWMH (shown by linear
trends). This is, howaver, only derived from the absolute
numbers of cases admitted during this period. More
demographic details are given in Table 2.

1999

Figures 3 and 4 shows the ethnic
distributions among ARF and RHD
admissions to PW/CWMH during
this S-year period.

There were more Indians among ARF cases admitted
to PW/CWMH in 1996 and 1997. In 1998, Fijian cases
were three times more than Indian cases. As for RHD
admissions, Fijians outnumbered Indians during this
five year period. For both conditions, there was only 1
case from the other ethnicities in 1998 and 1999.

Looking at the age distribution of among the admitted
cases, for ARF, the majority cases were in the 5-9 and

Table 2: ARF and RHD admitted cases by gender, ethnicity and age, PW/CWMH, 1996-2000.

ACUTE RHEUMATIC FEVER (ARF)

RHEUMATIC HEART DISEASE (RHD)

YEA TOTA TOTA
R GENDER ETHNICITY AGE GROUP L ETHNICITY AGE GROUP L
Fem Fijia India Othe 10- Fema Fijia India Othe 10- =1
Male ale n n rs <5 59 14 =15 Male le n n rs =5 5089 14 5
1996 5 3 3 5 0 0 5 3 0O 8 13 7 16 4 0 2 11 6 1 20
1997 2 4 2 4 0o 2 2 2 0 [ 12 9 14 7 0 0 B8 14 1 2
1998 6 7 9 3 1 0 9 4 0 13 & & 2] 2 1 0 4 7 1 12
1998 7 3 5 4 1 0 7 3 0 10 10 & 12 3 1 1 5 8 1 16
2000 6 2 4 4 0 0 5 3 0 8 2 8 8 3 0o 0 2 9 0 1
TOT
AL 26 19 23 20 2 2 28 15 0 45 43 37 59 19 2 3 28 45 4 80

Table 2: ARF and RHD admitted cases by gender,
ethnicity and age, PW/CWMH, 1996-2000.

The percentages of diagnosed cases pertotal admissions
to the Pediatric Ward for ARF were 0.56, 0.29, 0.49, 0.47

42

10-14 year age groups (63% and 33%, respectively).
There was no case above 15 years of age. For RHD,
the majority of the cases were in the 10-14 year age
group (56%); and 35% were in the 5-9 year olds. Five
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Figure 3: ARF cases by ethnicity, PW/CWMH,
1996-2000

ACUTE RHEUMATIC FEVER (ARF) CASE
BY ETHNICITY, PW/CWMH (1996 - 2000)

CASES
R U . JET -

1998
YEAR
@ FLIAMC INDIANE OTHERS

1996 1997 1999 2000

percent of the cases were above 15 years old. For both
conditions, 4% of the cases were less than 5 years old.
Figures 5 and 6 summarize these data.

The ethnic distribution of ARF and RHD cases reported
to MoH shows ethnic Fijians to be the predominantly
affected. For ARF, 56 (62%) ethnic Fijlan cases as
opposed to 28 (31%) Indian cases; the remaining 6
(7%) cases were of other ethnicities. For RHD, a similar
distribution was noted: 359 (55%) ethnic Fijians as

Figure 5: ARF cases by age groups, PW/CWMH, 1996-2000

PWICWMH, 1996-2000

ACUTE RHEUMATIC FEVER (ARF) CASE
BY AGE GROUPS, PWICWMH
(1996 - 2000)

0349

OlLesz than 5 85 to 9 10 o 14 7115 +

opposed to 261 (40%) Indians; the remaining 33 (5%)
cases were of other ethnicities. Overall, ARF and RHD
were more prevalent among ethnic Fijians than Indians.
The distribution of ARF reported cases by Division
during this peried is shown in Table 3.

The majority of the cases were reported from the
Central and Western Divisions. This may largely be
due to higher population density and greater access to
diagnostic facilities, and people living in major urban
centres having better knowledge and awareness of the
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Figure 4: RHD cases by ethnicity,
PWI/CWMH, 1996-2000

RHEUMATIC HEART DISEASE (RHD) CASI
BY ETHNICITY, PW/CWMH (1998 - 2000)

CASES

1986

1987 1688

YEAR

1988 2000

'm FIJIAN ) INDIAN® OTHERS)|
two conditions and thus more likely to seek medical
attention more frequently andfor earlier than those
alsewhere.

The MoH records showed higher numbers of RHD
cases than the CWMH records. For ARF, however this
was not the case, especially for the data reported from
the Central Division. In two instances, in the years 1898
and 2000, MoH figures were lower than those of PW/
CWMH (see Figure 7).

Figure 6: RHD cases by age group:

RHEUMATIC HEART DISEASE (RHL
CASES BY AGE GROUPS, PW/CWM

(1996 - 2000)
2% 4%
y, 35%
56%
Bless than 5 W3t % C10 to 14 ©15 +

Discussion

The average unadjusted annual Cl of 2.3 per 100,000 for
ARF in Fiji during the study period (1996-2000) appears
much lower than what was reported in the Federated
States of Micronesia during the period 1986-1988 (10.4
per 100,000)." The Fiji cumulative incidence in the age
group 5-14 years (9.8 per 100,000) was also markedly
lower than that in Samoan children 4-18 years living in
Hawaii (206 per 100,000) over the period 1980-1984 '
and that of New Zealand Maoris aged 5-29 (68.6 per
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100,000} over the period 1973-1986." Among 5-39 year
age group, Western Samoa had a Cl of 16.1 per 100,000
over the period 1982-1985 and French Polynesia, in
the same age group, reported 72.2 per 100,000 over
the period 1980-1984."% Although the above data refer
to age groups that are not identical, perhaps a broad,
anecdotic estimate may be proposed, as shown above.
The data cited above suggests that children of Fiji were
either unlikely to contract ARF or there was vasl under-
reporting. During the same period, the Cl of ARF in the
United States was 0.235 per 100,000,

Various factors could explain the high prevalence of
ARF and RHD among Fijian children than Indians and
‘other’ catergories. These might include: poor living
conditions, overcrowding, poor dental-oral hygiene
habits, and improper treatment for common upper
respiratory tract infections, such as cough, sore throat,
runny nase, ele. These are conditions which favour the
spread of streptococeal t infections. Other factors that
could have also contributed to the situation may include:
limited access to medical facilities; lack of awareness;
misdiagnosis; etc., which might have resulted in under-

Table 3 — Reported cases of ARF by Administrative Division, Fiji (1996 — 2000)

Division 1996 1997 1998 1999 2000 Total Percentage (%)
Central 17 8 12 10 6 53 58.9
Eastern 1 0 0 1 1 33
Northern 1 0 0 2 1 4 4.4
Western 6 8 7 J 6 30 33.3
Total 25 16 19 16 14 90 100

The RHD average annual Cl of 85.9 per 100,000 in the
5-14 year olds seamed lo be similar to the incidence
reported among 5-15 year age group for the entire Asia-
Pacific during the pariod 1986-1990d (70 per 100,000).'

Figure 7: ARF reported cases, Central Division - Fiji, 1998-2000

(PWICWMH data versus MoH data)

ACUTE RHEUMATIC FEVER (ARF) CASE
CENTRAL DIVISION, FIJI (1996 - 2000)

CASES

1998 1999

YEAR

A systematic review of RHD prevalence studies among
children in developing countries highlighted a high
prevalence in the Pacific region, and a lower prevalence
in the Indian subcontinent, Asia, sub-Saharan Africa,

reporting of cases among Indian children and other
athnicities.

Rheumatic fever is a result of immune reactions directed
against Strepfococcus. However, all known
types of immune response wvary in intensity
according to the susceptibility of the subject and
the frequency of stimulation. VWhat might have
caused the observed differences between the
ethnic groups requires further research. The
highest ARF occurrence happenedinthe 5to 9
age group, whereas the highest RHD occurrance
happened in the 10 to 14 age group. This
suggests that if ARF cases were not properly

s managed early, patients would progress to RHD

& when in the later age group.

Under-reporting - Data from MoH in 1998 and
2000 showed fewer cases of ARF than those
recorded in the Paediatric Ward.(see Figure 7).
The report from MoH is expected to comprise
all cases in Fiji. Ewven if it were assumed that
most of the cases referred to CWMH were from the
Central Division, the question then is apparent: as there
are other major hospitals in the other Fiji Administrative
Divisions, such as those in Nadi and Lautoka in the

heoMediirreaerrmcbaling Mmoot etdberbetffbtrnn  MoetstenDibivismm 2wttt Gl 2harm avinnipilalicn A oe
rwmmions: ' Howeve k- BoUBts may be raised-as to—the - —norhern Divisior—wWarethere-ria ARF-cases_there?

quality and numbers of surveys conductéd in these

This notion is presented as under-reporing-prablem of

credence to the hypethesis that the acfual prevalence
may be higher.

regions, gxgni %UHBHHC’]&I‘I subcontinent-This gives ARF cases. Also, during=those five years, almost all

ARF cases were reported from the-Central and Western
Divisions, whereas only few cases were reported from
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the Eastern and Northerm Divisions. In fact, no case
was reported in 1997 and 1998 from those 2 Divisions
(Table 3). Were there truly few cases, in the Eastern and
Northern Divisions? Was this due to a lack of access to
medical and diagnostic facilities? Or was it a matter of
misdiagnosis and thus under-reporting of ARF cases?

Under-reporting has been a persistent problem, among
others diseases in Disease Surveillance System in Fiji.
The reasons contributing to under-reporting also include
the lack of legislation requiring the reporting of notifiable
diseases from all health practitioners. Many at peripheral
health facilities are aware of their reporting obligations
but, due to the lack of sustained supervision and follow-
up from their ‘'managers’ (e.g. Medical Officer in Charge
at Sub-divisional, and Divisional levels), to ensure
accuracy, consistency and timeliness of routine reports.
Under the Public Health Act, medical practitioners are
meant to report notifiable diseases. In 2000, the Fiji
MoH reported that 579% of the government
health facilities did not file reporis on
notifiable diseases. In the first eight
months of 2000, the annualized reporting
rate among genaral practitioners was
only 0.02%." Past reports had raised the
issue of revenue and tax confidentiality
as one of the reasons for under-reporting,

The reasons
contributing to
under-reporting also
include the lack of
legislation requiring
the reporting of

and RHD, be identified and investigated immediately, ta
improve prognosis.

Lack of timeliness in the reporting of cases - this has
been documented in the RHD data for the year 2000 not
being available to MoH at the time this study in August
2001. These kind of delays subsequently delay the
“feed-back” practices of the MoH to the primary sources
of data. The poor “feed-back” loop could be one of the
contributing factors to the 57% under-reporting noted in
Fiji in 2000." This completes the vicious cycle of under-
reporting - poor data quality in Fiji lack of timely feedback
- lack of consistent, accurate reporting - poor data quality

The financial burden and the need to improve the
ARF/RHD prevention program - The average length
of hospitalization for ARF was 6 days and 11 days for
RHD. The two conditions require prolonged and costly
hospital management. These do not include ‘intangible’
costs, such as absence from schoal,
drug reactions and side-effects, disability,
etc. A decision analysis of the cost
effectiveness of pharyngitis management
and ARF prevention caried out by
Thompkins et al , estimated in 19772 the
cost of an ARF episode to be US$ 10,560
(FJD 17,952). This was based on 11

particularly among private practitioners’.  notifiable diseases days of hospitalization, 90 days of total
from all health disability, cost of penicillin prophylaxis,
Incomplete and imprecise recording: practitioners possible allergic reactions, and likelihood

patient information regarding age, sex,

race, date of admission, date of discharge, diagnosis,
etc., were for numerous cases either missing or not
clearly and adequately recorded in the admission
books of PW/CWMH. This led to a great deal of time
spent to scrutinize patient folders for data verification
and completion. In addition, no patient identity number
was entered in the ‘injection” record books, thus
making it difficult to track cases, and to monitor patient
compliance with benzathine penicillin injections. This
was compounded by the non-recording of dates of
diagnosis in the injection books. Perhaps the recent
introduction of the Patient Information System (PATIS)
in Fiji may help to improve this situation.

Lack of precise cases definitions - it is obvious that
the more complex the clinical syndrome, the greater the
difficulty in reaching consensus on a case definifion.
Laboratories, at present, are not directly invelved in the
notifiable disease reporting system. So far, the emphasis
has been on reporting only laboratory confirmed cases,
more clinically-oriented case definitions might possibly
enhance reporting practices. After all, one of the
important reasons for having a disease surveillance
system is to ensure that all suspected cases of diseasas
with serious public health implications, such as ARF

45

of recurrent ARF and class |V RHD. At
this rate the Fiji health system will benefit immensely
from early detection and appropriate management of

pharyngitis that would reduce the frequency of ARF or
RHD.

A prioritized step-wise program® .This was proposed
some years go, to provide a framework for discussion
and the health departments to determine their own
policies and participation. This program consists of six
steps:

1. Intramuscular benzathine penicillin  injection
given every 3-4 weeks to all persons who have
had one or more episodes of ARF or RHD, to
pravent recurrent episodes of ARF and RHD.
Screening of all children aged 5 to 18 years for
heart murmurs — this to be done by school-base/
primary health care workers; it would serve as
active surveillance for possible RHD and would
allow for referral to the secondary stage of the
prevention program; it could also be used as an
opportunity for health education action.
Education of parents and children to recognize
and seek care for all sore throat episodes, and
also for all arthralgia or arthritis symptoms — this
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calls for the need to understand community beliefs
and practices for active, appropriate public heaith
education: “Sore Throats make Sick Hearts”.

observed in both ARF and RHD cumulative incidence
during the study period may have reflected the collective
efforts of clinical and public health practitioners. Other

4. Treating all children with clinical pharyngitis (sore independent socioeconomic and demographic changes
throat) with a single dose of benzathine penicillin taking place in Fiji should also be taken into account.
I.M. —treat all sore throat episodes with antibiotics  These include: decreasing birthrates, increasing
without emphasis on determining whether there  child spacing, decreasing household and school size,
Is Streptococcus (no cultures or antigen tests).  improved nufrition, ventilation and sanitation, which are
use a single dose of benzathine penicillin 1.M. likely to contribute to a natural decline in the incidence
rather than a course of oral antibiotics. and transmission of streptococcal pharyngitis, and

5. Treating all contacts of ARF presumptively, witha  subsequently ARF and RHD. The chronic problem of
single dose of benzathine penicillin |.M. (contact!  under-reporting of ARF/RHD cases, highlighted in this
exposure based treatment) — the purpose of  study, might have been responsible for the relatively low
this being to reduce the presumed high rate of  incidences and variable trends reported here.
streptococcal infections and carriage among
close contacts of the person already known to  Public Health Surveillance is a tool for assessing and
have had recent streptococcal infection by virtue monitoring the health status of a population. It helps
of their now having ARF. The benefits include  to define priorities for health programs and policies,
(i) reduced likelihood of recurrent ARF from re-  and also to monitor and evaluate the effectiveness of
infection in the index case, (i) reduce prevalence  Public Health interventions. The Diseases Surveillance
of streptococcal infection and System plays a vital role in public
carriage in the population; (iii) RHD, remain serious  oaith programs ensuring appropriate
targeting-a cohort likely to have health problems in Fiji. health and disease services. Notifiable
a higher rate of Streptococcus The average annual Disease Reporting 3System needs
and a slra!n proven to be incidence per 100,000 continuing devalopmatnts in .its many
rheumatogenic. . . facets and mechanisms, including:

6. Presumptively treating of high during the period timeliness, completeness, accuracy
prevalence areas and groups 1996-2000 was 2.3 for and reliability of reports. For highly
with a single dose of benzathine ARF and 21 for RHD preventable conditions like ARF and
penicillin -~ M.  {community/ RHD, a coordinated programme
population based treatment) — similar to 5 above,  involving school and community health personnel is
but even more aggressive, the purpose being o desirable. This is however limited in countries where
reduce the population burden of streptococcal  ARF/ RHD are serious health concemns, the resources
carriage and infection. This in turn would reduce  are adequate to provide long-term follow up and care.
the number of cases of ARF or RHD. As Rheumatic Fever is inextricably linked to socio-

7. Of these six steps, steps 1 to 3 are universally  economic factors, itz gradual reduction and eventual

acknowledged as the minimal action that should
be part of any public health, community health
and primary care program. Steps 4 to 6 are
progressively more aggressive interventions,
which have been tried with success in specific
settings elsewhere. 21-24 Thease may also be
applicable in small and geographically scatterad
populations like those in the Pacific.

Conclusions

This study was undertaken to retrospectively determine
the incidence of ARF and RHD in Fiji. ARF and its
sequalae, RHD, remain serious health problems in Fiji.
The average annual incidenca per 100,000 during the
period 1998-2000 was 2.3 for ARF and 21 for RHD. The
ARF and RHD is marked because of the inadequate
access to appropriate medical care and a deficient
Motifiable Disease Surveillance System. The “true
incidence of ARF/RHD is probably several times larger
than what has been presented hera. The overall decline
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glimination from the major health problems of PICs
is depandent on alleviation of poverly, reduction of
overcrowding and elimination of urban “slums”.
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