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Dr Graham Tallis, Manager,
Communicable Diseases
Section

The year 2002 saw the continued rise
of notifications of sexually
transmissible infections, chlamydia,
gonorrhoea, infectious syphilis and
Human Immunodeficiency Virus (HIV).

There is an urgent need to revitalise
our efforts to reduce the transmission
of HIV by ensuring that programs and
campaigns that have been successful
in the past are re-focused to reach
individuals most at risk. A total of 234
new notifications of HIV were reported
in 2002, a 67 per cent increase since
1999. Among men who have sex with
men, notifications rose 104 per cent on
the 1999 figure. There was a 67 per
cent increase among those reporting
heterosexual contact, with many of
these being people from high
prevalence countries. Interventions
must include programs that target
these groups, are guided by the latest
findings in social and behavioural
research, and conducted in partnership
with the affected communities and
other stakeholders.

Notifications of genital chlamydia
infection continue to rise, as they have
done nationally since 1996, especially
in people aged less than 25 years. The
Department instigated a chlamydia
community awareness campaign, to
increase awareness of the condition,
its consequences, and most
importantly strengthening the safe sex
message. Similar campaigns were
conducted in other states, and it is
important that national synergies in
chlamydia control are developed as far

as possible. A national sexually
transmissible infection strategy is
needed to achieve this. Gonorrhoea
notifications rose again in 2002,
particularly among men who have sex
with men, and are unacceptably high.

Hepatitis B among those reporting
injecting drug use in 2002 highlighted
another area of concern. In response,
the Department continued to provide
free vaccine to those at increased risk
through injecting drug use and those in
juvenile justice centres. This program is
being extended to adult prisons in
2003 as a pilot. A notable change in
newly acquired hepatitis C notifications
in 2002 was the predominance of
young adult women aged 15-24 years.
The reasons for this are unclear and
warrant further investigation.

Notifications of invasive
meningococcal disease were at the
highest level for many years. Much of
the increase appears to have occurred
in serogroup C infection. Three
clusters of meningococcal disease
serogroup C were reported in Victoria,
one in a university, one in a child-care
centre, and the third was community
based. Two clusters comprised only
two cases, and the community
outbreak involved four cases. Contacts
were given antibiotic prophylaxis and
meningococcal group C vaccination. In
response to community concerns
about the increases in meningococcal
disease in Australia, the Australian
Government, in conjunction with the
States and Territories, approved the
National Meningococcal C vaccination
program, which commenced in January
2003.

Enhanced surveillance measures
resulted in a marked decline in the
2002 total for both mumps and rubella,
highlighting the importance of
obtaining laboratory confirmation
where possible. Measles continued to
occur in young adults, in particular
health workers. Vaccination is
recommended, and available free of
charge, for all persons aged 18-34
years who have not had measles
and/or do not have a documented
history of receiving two doses of a
measles containing vaccine.
Notifications of invasive pneumococcal
disease were higher than expected,
and the significant burden of this
disease in Victoria emphasises the
importance of achieving high
vaccination coverage in those age
groups most at risk and for whom the
vaccines are recommended.

Notifications of Legionnaires’ disease
continued to fall in 2002, although
remain higher than years previous to
2000, reflecting in part the greater
awareness and diagnostic testing
among doctors. Confirmed

L. pneunophila serogroup 1 infections
in particular fell, potentially due to the
greater environmental controls put in
place by the Department in 2001.

Despite a large outbreak in a childcare
centre, hepatitis A notifications
continued to decline, a trend reflected
nationally since 1991. The reasons for
this are not clear and may in part be
due to either a decline in travel to
endemic areas, or improved uptake of
the vaccine in at risk groups. As
reporting of gastro-enteritis outbreaks
continued to improve, the
Department’s capacity to respond was



greatly enhanced with the ongoing
collaboration with OzFoodNet. The
Communicable Diseases Section
manages this Australian Government
project in Victoria-the aims of which
are to improve surveillance and our
understanding of the causes of food-
borne disease. The Department
continued to work towards better
surveillance, reporting and prevention
of outbreaks of enteric disease.

Tuberculosis maintained a stable rate
of 5.8 cases per 100,000 population,
reflecting in part Victoria’s good work in
reducing transmission of this disease.
New guidelines for health care workers
in the management of tuberculosis,
released in 2002, will further enhance
the Victorian Tuberculosis Control
Program. While Q Fever notifications
appeared to rise, this may have
reflected better awareness and testing
of at risk populations as a result of the
national Q Fever management
program. The second phase of this
program was implemented in 2002,
and saw many farmers and other at
risk groups receiving the vaccine for
free. A lasting legacy of the program
will be the wider range of service
providers, through general practitioner
training, especially in rural and regional
Victoria.

There was a marked decline in Ross
River Virus disease (RRVd), possibly
due to the drought, yet Victoria
experienced its largest outbreak of
Barmah Forest Virus disease (BFVd)
since 1993. The outbreak investigation
revealed that residents in, and visitors
to, the areas affected infrequently took
precautions to prevent mosquito bites.
This is despite the commonality of

these diseases in those regions and
further work is needed to address
community awareness.

White powder incident reports were
received throughout 2002, reflecting
ongoing community concern about the
threat of bioterrorism. The Department
commenced several initiatives to
enhance our ability to rapidly detect
and respond to potential bioterrorism
incidents.

Finally, the Department would like to
thank all those doctors and laboratory
personnel who assisted us by notifying
infectious diseases in a timely and
conscientious manner. Without this
assistance, the ability to respond to
public health threats would be
significantly hampered. A special
thanks also to the staff of our partner
organisations, the Victorian Infectious
Diseases Reference Laboratory, the
Microbiological Diagnostic Unit Public
Health Laboratory, and the Macfarlane
Burnet Institute for Medical Research
and Public Health, whose expertise and
assistance were invaluable.



This report details the results of the
communicable disease surveillance and
investigations conducted by the
Department of Human Services (DHS)
in 2002. This work was carried out by
staff of the Communicable Diseases
Section of DHS, regional public health
officers, local government
environmental health officers, the
Macfarlane Burnet Institute for Medical
Research and Public Health, the
Microbiological Diagnostic Unit (MDU)
and the Victorian Infectious Diseases
Reference Laboratory (VIDRL). The team
included doctors, nurses, environmental
health officers, public health officers,
epidemiologists, scientists and
administrative staff. This work would not
have been possible without the
assistance of the myriad of health
professionals in laboratories, clinics,
hospitals and regions throughout the
state.

In 2002 there were 23,099
notifications received, representing a
three percent decline on notifications
in 2001. These data do not include the
multitude of notifications received,
which did not meet the case definitions
for surveillance or were duplicates. On
average, approximately 2.5 reports
were received for each disease
episode; hence the Department
processed approximately 60,000
reports during the year.

There were no notifications of anthrax,
botulism, diphtheria, donovanosis,
Japanese encephalitis, lyssavirus
infections, Murray Valley encephalitis,
plague, poliomyelitis, rabies, tetanus,
viral haemorrhagic fevers or yellow
fever.

Prompt notification of infectious
diseases is an integral component of
responsive public health action. It is

important that health professionals do
not delay. Doctors and laboratories can
notify infectious diseases by telephone
on 1300 651 160 or facsimile on
1300 651 170 .

General information on infectious
diseases appears on the Department
of Human Services web site

http: / /www.dhs.vic.gov.au/phd/snid,
which also includes specific details
about the notification and control of
infectious diseases, and daily, quarterly
and annual reports.




Surveillance for communicable
diseases occurs under the authority of
the Health (Infectious Diseases)
Regulations 2001. These Regulations
require medical practitioners and
pathology laboratories to notify the
Department when they diagnose
certain communicable diseases.

Notifiable diseases are classified in the
Regulations under four categories;
Groups A, B, C & D. Group A diseases
are those which require an immediate
public health response and all
notifications are followed up to confirm
the diagnosis, identify risk factors and
sources of infection, and to prevent the
further transmission of disease.

Responses to Group B diseases are
defined by disease specific protocols;
some diseases have enhanced
surveillance procedures, responses to
others may only occur if a cluster,
outbreak or other unusual event is
detected. Information may be collected
from either the patient, the notifying
doctor or both. Enhanced surveillance
systems implemented in Victoria are
reported in the relevant sections.

Group C diseases are the sexually
transmissible infections (excluding
HIV/AIDS). As complete identifiers are
not required for these diseases, further
information regarding the notification is

only obtained from the notifying
doctor. Group D diseases are HIV and
AIDS, for which contact tracers follow-
up all notifications.

Case definitions for each disease can
be found at the beginning of each
disease report. Analyses in this report
were based on notification date, that is,
the date on which the notification was
received at the Communicable
Diseases Section. For some analyses
of seasonal trends, notifications were
reported by month of onset. Onset
date may however, not be the actual
onset date of iliness as for many
diseases this may be uncertain or not
recorded. In those circumstances,
onset date was calculated on the
earliest date entered in the system.
Population notification rates were
calculated using the 2001 mid-year
estimated resident population (ERP)
obtained from the Australian Bureau of
Statistics (ABS).

Notifications were counted in the
Victorian dataset if the postcode of
residence of the diagnosing doctor was
in Victoria. Postcodes of residence of
the case and doctor do not, however,
necessarily reflect the place of
acquisition of infection and therefore
regional rates should be interpreted
with caution. This is particularly

important in small areas where the
actual numbers reported may be too
small for rates to be meaningful.

The DHS has nine health regions in
Victoria, four metropolitan and five
regional areas (Figure 1). Each region is
a composition of local government
areas (LGA). Notifications are
geocoded to LGAs by postcode and
then allocated to a DHS region. The
denominators for regional rates were
the 2001 mid-year ERP population from
the ABS for the combined LGAs.
Appendix 1 outlines the LGAs
contained within each DHS region.

Changes have occurred in the number
of notifications reported in previous
annual reports for some diseases. This
was due to the ongoing maintenance
and update of notification datasets as
new information became available, or
as errors were detected through data
cleaning processes. In addition, the
Communicable Diseases Network
Australia, in collaboration with States
and Territories, revised the surveillance
case definitions for nationally notifiable
diseases in Australia. Therefore some
changes in total notifications may
reflect a more sensitive or specific
case-definition.



Figure 1: Department of Human Services Health Regions, Victoria
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Table 1: Notifiable Infectious Diseases, Victoria, 1998...2002




Table 1: Notifiable Infectious Diseases, Victoria, 1998...2002 continued

NN - not notifiable

1. Notification of cryptosporidiosis was voluntary until 16 May 2001

2. Laboratory confirmed influenza became notifiable on 16 May 2001

3. Notification of invasive pneumococcal disease was voluntary from December 2000 to 16 May 2001



Hepatitis B

For surveillance purposes, hepatitis B
notifications are classified as either
acute or chronic infections. An
updated case definition for newly
acquired hepatitis B was adopted by
the Communicable Diseases Network
Australia in July 2002 and applied to
Victorian notifications from that date.
The case definition used prior to this
can be found in the 2001 Annual
Report.

Newly acquired hepatitis B is defined as:

The presence of hepatitis B surface
antigen (HBsAg) in a patient shown to
be negative within the last 24 months;
or

Detection of HBsAg and IgM to
hepatitis B core antigen, in the
absence of prior evidence of HBV
infection;

or

Detection of HBV DNA and IgM to
hepatitis B core antigen, in the
absence of prior evidence of HBV
infection.

Chronic hepatitis B infection is defined
as the presence of HBsAg together
with:

The presence of IgG antibodies to
hepatitis B core antigen (anti-HBc 1gQ)
but no anti-HBc IgM;

and

No clinical illness consistent with acute
viral hepatitis.

Due to a lack of information we could
not classify some cases of hepatitis B
as acute or chronic. In this report,
these were included with the cases of
chronic hepatitis B infection.

Number of notifications

Acute Hepatitis B

There were 196 notifications of acute
hepatitis B infection in 2002,
consistent with 2001. Of these, 127 (65
per cent) were for males and 69 (35
per cent) were for females. Notification
rates per 100,000 population were
highest for those aged 15-39 years
(Figure 2). Seventy-two percent of
persons notified were Australian born.

Notifications were most frequently
received from the Southern
Metropolitan region, however
notification rates per 100,000
population were highest for the
Gippsland region (Figure 3). While the
2002 total was consistent with the
number of notifications in 2001, it was
still approximately 70 per cent higher
than the annual average for the period
1998-2000 (Figure 4).

Co-infection with another blood borne
virus was reported in 59 cases (30 per
cent), of which 58 were hepatitis C and
one was hepatitis D. There was one

person notified with a concurrent
diagnosis of hepatitis A. Forty-one
persons (21 per cent) were
hospitalised, two with fulminant
disease who subsequently died.

In 2002, injecting drug use (IDU) was
identified as a risk factor in 114 cases
(58 per cent) (Table 2), compared to 48
per cent in 2001. Information acquired
during case follow-up suggested that
the risk behaviours of sharing of
needles, syringes and other equipment
amongst persons who inject drugs
continues.

During 2002 notifications for acute
hepatitis B were received for
population groups that would normally
be considered low risk. These groups
were children under 15 years of age
and pregnant women.

There were two children aged less than
10 years notified. In both cases, the

Figure 2: Acute Hepatitis B Notifications and Notification Rates per 100,000
Population, by Age Group and Sex, Victoria, 2002

35 5
— Female |
7 Male D 12
257 Rate T+||
5
20 o s
154 y 8
©
S
10 S
-3
5
0 -0
Q’b‘ ‘0’0\ N R R N N R A T U T UL B Ll as
N 42 o ‘503 I\ el N <,§3 N 6«) A /\93 B

Age group



Number of notifications

Figure 3: Acute Hepatitis B Notifications and Notification Rates Per 100,000,
by DHS Region, Victoria, 2002
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Figure 4: Acute Hepatitis B Notifications, by Notification Month, Victoria,
1998...2002
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Table 2: Risk Factors Identified ... Acute Hepatitis B Natifications, Victoria, 2002

*More than 1 risk factor may be identified

00000} Jad 218y

risk factor identified was thought to be
household contact with a family
member who was an injecting drug
user. Unprotected sexual contact with
an injecting drug user was identified as
the risk factor for a 15-year-old
adolescent. This person had previously
completed a course of hepatitis B
vaccination at school.

Five cases were epidemiologically
linked. The index case was an injecting
drug user who subsequently passed
the virus on to a friend via a needle
stick injury, a sexual partner and
another injecting drug user who in turn
infected their sexual partner.

For most of 2002, hepatitis B
vaccinations were free for injecting
drug users via methadone providers
and Needle Syringe Programs (NSP).
Children in the Juvenile Justice System
are now provided with hepatitis B
vaccine. Hepatitis B vaccination
should be offered to all susceptible
persons with risk behaviours and to
their household contacts.



Number of notifications

Chronic Hepatitis B

There were 1830 notifications of
chronic hepatitis B infection received
in 2002 for 961 males (53 per cent)
and 776 females (42 per cent). Sex was
not specified for 93 notifications.
Notification rates were highest for
those aged 20-55 years (Figure 5).

Hepatitis C

For surveillance purposes, cases of
hepatitis C are classified as either
newly acquired or not further specified.
National definitions of newly acquired
hepatitis C and hepatitis C - not
further specified were ratified by the
Communicable Diseases Network of
Australia in mid 2002.

Hepatitis C - newly acquired is
defined as:

The detection of anti-hepatitis C
antibody or HCV RNA from a person
who has had a negative anti-HCV

antibody test within the past 24
months;

or

The detection of anti-HCV antibodies in
a serological specimen from a child
aged 18 to 24 months;

or

Figure 5: Chronic Hepatitis B Notifications and Notification Rates per
100,000 Population, by Age Group and Sex, Victoria, 2002
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+ The detection of hepatitis C RNA in a

serological specimen using a nucleic
acid test, in a child aged 1 to 24
months;

or

The detection of anti-hepatitis C
antibody, or hepatitis C RNA, in a
serological specimen and the presence
of a clinically compatible illness.

Hepatitis C - not further specified is
defined as:

The detection of anti-hepatitis C
antibody, or HCV RNA, in a serological
specimen from a person aged more
than 24 months, where there is no
evidence that the case was recently
acquired.
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Hepatitis C ... Newly
Acquired

The majority of newly acquired
hepatitis C infections are
asymptomatic and, without serological
assays that distinguish between acute
and chronic infections, identification of
newly acquired cases is difficult.

In addition to the routine follow-up of
notifications that suggested newly

acquired infection, enhanced
surveillance was implemented early in
2001. Until mid-August 2002, a 10
percent random sample of all hepatitis
C notifications was selected and
followed-up with diagnosing doctors in
an attempt to identify unreported
newly acquired cases within the
sample. The proportion of notifications
found to be acute was then
extrapolated to estimate the expected

Figure 6: Newly Acquired Hepatitis C Notifications and Notification Rates per
100,000 Population, by Age Group and Sex, Victoria, 2002
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Figure 7: Newly Acquired Hepatitis C Notifications and Notification Rates per
100,000 Population, DHS Region, Victoria, 2002
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number of newly acquired cases if
underreporting did not occur.

This process ceased in mid-August
2002 and, in mid September 2002, was
replaced by active surveillance of
specific risk groups, namely persons
aged 20 years or less, prisoners and
military personnel.

There were 109 notifications of newly
acquired hepatitis C infection in 2002,
compared to 89 notifications in 2001
(an increase from 1.8 to 2.9 per cent of
all hepatitis C notifications). Of these,
62 (56 per cent) were for males, and
the median age was 27 years (range
0-62 years). Notification rates were
highest for those aged 15-39 years
(Figure 6). Five persons were reported
as being of Aboriginal and/or Torres
Strait Islander origin.

Notifications occurred sporadically
throughout the year and were received
from all health regions. The majority
were received from the Southern
region, however rates were highest for
the Gippsland region (Figure 7). These
data should be interpreted with
caution, as accurate residential
addresses are not always supplied.

Risk factor information was obtained
from the diagnosing doctor. Injecting
drug use continued to be the highest
reported risk factor for newly acquired
hepatitis C infection. (Table 3). Of the
two children notified who were aged
less than 10 years, one infection was
acquired perinatally and the other was
thought to be through household
contact with a HCV infected father.
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Hepatitis C (not further

specified)
There were no outbreaks identified.
Table 3: Reported Risk Factors for Newly Acquired Hepatitis C*, Victoria, There were 4059 notifications of
2002 hepatitis C (not further specified) in

2002, a 17 per cent decrease from
2001, which is likely to reflect a
decrease in the pool of persons
undiagnosed. Of these, 2489 were for
males and 1504 for females; sex was
not specified in 66 notifications.
Notifications rates were highest for
males aged 20-44 years (Figure 8).

Of note in 2002 is the higher
proportion of young women aged
15-24 years notified with newly-
acquired infections compared to
previous years. The reasons for this are
not clear and may warrant further
investigation. The two percent of cases
notified as newly acquired under-

*more than one risk factor may be reported for each notification

Figure 8: Hepatitis C (Not Further Specified) Notifications and Notification
Rates per 100,000 Population, by Age Group and Sex, Victoria, 2002
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pose major challenges in reducing
transmission within the Victorian
community.



The Victorian Hepatitis C Strategy
2002-2004 provides goals and
direction for necessary action in
relation to prevention, education,
treatment, care and support, for people
affected by Hepatitis C. The strategy
aims to help strengthen Victoria’s
response to the current and emerging
challenges of the hepatitis C epidemic.
A key priority area identified in this
document is research and surveillance.

For further information see the
Victorian Hepatitis C Strategy
2002-2004 at:

http:/ /www.dhs.vic.gov.au/phd/
hepc/downloads/hepc_strat2004.pdf

Hepatitis D

For surveillance purposes, hepatitis D
is defined as:

Being coexistent with hepatitis B virus
(HBV) infection;

and

Detection of antibody to hepatitis D
(anti-HDV) in serum;

or

Detection of antigen to hepatitis D in
serum;

or
Detection of hepatitis D RNA by PCR.

There were nine notifications of
hepatitis delta virus (HDV) infection in
2002, compared to seven notifications
in 2001, for eight males and one
female. The age range of persons
notified was 21-51 years.

Eight cases were reported as
superinfections and one as a co-
infection. Eight people were clinically
unwell. Reasons for testing for HDV
were: screening for a clinical trial,
clinical hepatic illness, hepatic
decompensation, history of other
hepatitis infections, and elevated
transaminase levels.

Eight notifications were for persons
with a history of injecting drug use.
Seven of the nine cases were also co-
infected with hepatitis C. The place of
birth of persons notified is presented in
table 4.

Table 4: Hepatitis D Notifications,
by Country of Birth and Sex,
Victoria, 2002

There were no outbreaks detected or
other investigations undertaken.

Hepatitis delta virus and hepatitis B
virus may co-infect (ie. be acquired at
the same time), or delta virus infection
may occur in persons with chronic
hepatitis B (ie. super-infection). Delta
virus can be misdiagnosed as an
exacerbation of chronic hepatitis B
infection. Prevention of hepatitis B
infection with vaccination therefore
prevents infection with delta virus.
Chronic carriers of hepatitis B can
avoid exposure to delta virus by
adopting safe sexual and injecting
behaviours.



Campylobacter Infection

For surveillance purposes,
Campylobacter infection is defined as:

+ The isolation of Campylobacter species
from a clinical specimen.

The Department accepts notifications
of Campylobacter infection from
general practitioners in the absence of
a laboratory report.

There were 4,941 notifications of
Campylobacter infection received in
2002, for 2,631 males (53 percent) and
2,239 females (45 percent); sex was
not specified in 71 notifications. The
median age of persons notified was 28
years (range: 1 day-100 years) and
notification rates per 100,000
population were highest for children
aged less than five years (Figure 9).

Figure 9: Campylobacter Infection Notifications and Notification Rates per
100,000 Population, by Age Group, Victoria, 2002
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Figure 10: Campylobacter Infection Notifications and Notification Rates Per
100,000 Population, by DHS Region, Victoria, 2002
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Notification rates were highest for the
Grampians region (Figure 10). As in
previous years, notifications were more
frequent during the warmer months.

Risk factor information was not
routinely collected.

There were no outbreaks of
Campylobacter identified in 2002. Data
collection for a multi-state case-control
study of risk factors for Campylobacter
infection, coordinated by OzFoodNet,
was completed in 2002 and data
analysis commenced. The results are
expected late in 2003.

Campylobacter is a major cause of
enteric disease and is thought to be
responsible for the majority of food-
borne disease in developed countries.
Prevention of infection is dependant on
good personal and food hygiene,
particularly adequately washing and
cooking raw meats and vegetables.



Cholera Cryptosporidiosis

For surveillance purposes, cholera is
defined as:

For surveillance purposes,
cryptosporidiosis is defined as:

The isolation of toxigenic Vibrio
cholerae serogroup O1 or 0139 from a
clinical specimen.

« |dentification of Cryptosporidium
oocysts in a faecal specimen or
intestinal biopsy.

There was one notification of cholera
in 2002 for a 70 year-old male who had
returned from visiting family in

There were 284 notifications of
cryptosporidiosis received in 2002, a
36 per cent decline on notifications for
2001. There were 153 males (53 per
cent) and 127 females (47 per cent)
notified; sex was not stated for four
notifications. The median age was five
years (range 0-76) and notification
rates were highest for persons aged

Figure 11: Cryptosporidiosis Notifications and Notification Rates per 100,000
Population, by Age Group, Victoria, 2002
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0-4 years (Figure 11). Total
notifications and notification rates
were highest for the Gippsland region
(Figure 12). Notifications were
received throughout the year however
were more common in the late
summer/early autumn months
(Figure 13).

Risk factor information was not
routinely collected.

There were two outbreaks investigated
in 2002. In February 12 confirmed and
four epidemiologically linked cases
were thought to be associated with
swimming in a public pool at a caravan
park in northern Victoria. The
investigation was not able to confirm a
source of infection. In May, three
confirmed and 36 suspected cases
were investigated at a school campus
in the Gippsland region. The source of
the outbreak was not positively

identified however was thought to be
due to contact with sick calves.

Major outbreaks of cryptosporidiosis
have been attributed to both
contaminated drinking water and
recreational water use. Sporadic
cryptosporidiosis can be avoided by
education about personal hygiene,
excluding persons with diarrhoea from
swimming in pools until symptoms
have subsided and ensuring swimming
pool owners are aware of pool hygiene
procedures.

Infection in rural areas appears to be
predominantly associated with contact
with farm animals, and is more
frequent during the calving season.

Figure 13: Cryptosporidiosis Notifications, by Notification Month, Victoria,
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Food- and Water-Borne
lliIness

Medical practitioners are required to
notify the Department of suspected
cases or outbreaks of ‘food-borne and
water-borne illness’, regardless of
aetiology. This allows for the early
investigation of possible sources of
illness where food or water is
suspected, which is important to
prevent further cases. These
notifications are classified as ‘Group A’
and must be notified within 24 hours.
Although originally intended for
situations where there are two or more
related cases, single notifications are
often received when a medical
practitioner suspects a particular food
or water source was associated with
the iliness. Local government
environmental health officers
investigate sporadic cases. Pathogens
that are not notifiable under the
Regulations, including rare
gastrointestinal infections, are also
recorded under this category.
Notifiable pathogens are covered in
separate sections of this report.

In 2002, there were 376 notifications of
specific organisms associated with
gastrointestinal illnesses potentially
due to food or water transmission
(Table 5).



Table 5: Food- and Water-Borne
lliness Notifications, by Causative
Organism/Agent, Victoria, 2002

A total of 223 outbreaks of
gastrointestinal illness affecting 5898
people were notified to DHS in 2002.
Of these outbreaks, 26 were
considered to be foodborne or
probable foodborne outbreaks with the
majority of the remainder being spread
by person-to-person transmission.
Settings where outbreaks were
reported included aged care

facilities /hospitals (155), restaurants
(22), private residences (11), child care
facilities (8), school/other camps (4),
play centres (4), takeaway foods
premises (3), commercial caterers (3),
caravan parks (3), sporting/other
clubs (2), accommodation facilities (2),
schools (1), workplace (1), swimming
pool (1), festival (1), prison (1) and a
military institution (1).

Number of notifications

Agents responsible for the outbreaks
were Norovirus (129), Salmonella (8),
Rotavirus (7), Clostridium perfringens
(3), Cryptosporidium (2),
Staphylococcus Aureus (2), Fish Wax
Ester (1) and hepatitis A (1). In 70
outbreaks the agent responsible was
unknown however 53 were suspected
to have been viral.

Seventy-two per cent (n=91) of the
Norovirus outbreaks were reported in
the second half of the year; 77 of these
occurred in aged-care facilities. Over
3000 residents and staff were
affected, with several outbreaks linked
across facilities through the movement
of permanent and casual health care
staff.

Salmonella, Campylobacter,
Cryptosporidium, hepatitis A and
Shigella outbreaks are discussed
further in the respective sections of the
report.

Giardiasis

For surveillance purposes, giardiasis is
defined as:

+ The isolation of Giardia duodenalis
cysts or trophozoites in stool, duodenal
secretion or small intestine biopsy.

There were 710 notifications of
giardiasis in 2002 (compared to 862
cases notified in 2001) for 366 males
(52 per cent) and 337 females (47 per
cent); sex was not specified in seven
notifications. Notification rates were
highest in the 0-4 years age group,
with a secondary peak in adults aged
30-40 years (Figure 14). Total
notifications were highest in the
metropolitan regions although
notification rates were highest in the
Gippsland region (Figure 15).

Risk factor information was not
routinely collected.

Figure 14: Giardiasis Notifications and Notification Rates per 100,000

Population, by Age Group, Victoria, 2002
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Number of notifications

No outbreaks were identified in 2002.

Giardiasis spreads rapidly in childcare
centres and institutions. Personal
hygiene, particularly hand washing
before eating, handling food and after
toilet use or nappy changing, is critical
to the control of disease.

Haemolytic Uraemic
Syndrome and Verotoxin-
Producing E. coli

Escherichia coli are common bacteria
normally found in the gut of warm-
blooded animals. There are many types
of E. coli, most of which are harmless.
Some types, however, can produce
toxins that are pathogenic in humans;
one type is known as verotoxin-
producing E. coli (VTEC), also referred
to as shiga-like toxigenic E. coli (STEC).
The most common symptom is
diarrhoea, which can range from mild
to severe, and may be bloodied and
accompanied by stomach cramps.
Symptoms can be severe in children
and people with reduced immunity.

Haemolytic Uraemic Syndrome (HUS)
is a rare condition affecting the
kidneys and bloodstream that can be
caused by VTEC. Abdominal pains and
bloody diarrhoea mark the onset of a
prodromal iliness, which progresses to
kidney failure and anaemia.

Figure 15: Giardiasis Notifications and Notification Rates per 100,000
Population, by DHS Region, Victoria, 2002
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Verotoxigenic E. coli (VTEC)

For surveillance purposes, VTEC is
defined as:

The isolation of verotoxigenic E. coli
(VTEC) or shiga-like toxigenic E. coli
(STEC) from a clinical specimen;

or

The isolation of VTEC or STEC toxin
from a clinical isolate of £. cof;

or

Identification of the gene associated
with the production of VTEC or STEC
toxin in E. coli by nucleic acid
amplification;

or

A positive PCR test for VTEC or STEC
on bloody diarrhoea.

There were five notifications of VTEC in
2002 for four females and one male,
ranging in age from 7 to 41 years
(median of 32 years). The various
serogroups and phage types are listed
in Table 6.

One person acquired their infection in
Afghanistan and one lived on a cattle
farm. One person had exposure to raw
pet mince and had eaten very raw beef
in the three days prior to onset of
illness.

Two cases were incidental findings in
investigations of outbreaks due to
other pathogens; one in a large
metropolitan outbreak of Bacillus
cereus and Staphylococcus aureus food
poisoning and the otherin a Norovirus



outbreak at an aged care facility. The
latter case was a mixed
VTEC /Norovirus infection.

There were no outbreaks identified and
no links between the cases were
identified. A source could not be
positively identified for any of the
cases.

Symptoms of VTEC infection can be
severe in children and people with
reduced immunity. Once a case is
identified, it is essential to prevent
person-to-person transmission through
personal hygiene and exclusion of
cases from food and beverage
preparation. Infection can be
prevented by adequately cooking meat
products (particularly minced beef)
and not consuming unpasteurised milk
and dairy products.

Table 6: Cases of HUS and VTEC by Serogroup and Phage Type, Victoria, 2002

Haemolytic Uraemic
Syndrome (HUS)

For surveillance purposes, HUS is
defined as:

Acute microangiopathic anaemia on
peripheral blood smear (schistocytes
burr cells or helmet cells);

and

Acute renal impairment (haematuria,
proteinuria or elevated creatinine level);

and/or

Thrombocytopaenia, particularly during
the first seven days of illness.

There were four notifications of HUS in
2002 for three females and one male.
Cases ranged in age from 15 months
to 62 years, with a median age of 23.5
years. VTEC was isolated in three of
the four cases, with serogroups and
phage types listed in Table 6.

One infection was acquired in Turkey
and two persons had known contact
with cattle or carcasses of dead
animals. No risk factors were identified
in the fourth case.

The cases were not epidemiologically
linked and a definitive source for each
of the infections was not identified.

Children under five years of age are at
the greatest risk of developing HUS,
and outbreaks have been associated
with consumption of food
contaminated with VTEC.
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Hepatitis A

For surveillance purposes, hepatitis A is
defined as:

The detection of anti-HAV IgM in blood,
in the absence of recent vaccination;

or

The detection of hepatitis A viral
nucleic acid in blood or other clinical
specimen;

or

The demonstration of a clinical case of
hepatitis (jaundice and/or bilirubin in
urine) without a non-infectious cause;

and

A clinically compatible illness and an
epidemiologic link to a laboratory
confirmed case within the infectious
period.

In 2002, there were 67 notifications of
hepatitis A, a 32 per cent decrease from
2001. There were 38 (57 per cent)
notifications for males and 28 (43 per
cent) for females; sex was not specified
in one notification. Notification rates
were highest for those aged 25-29
years (Figure 16). There were 17
hospitalisations and no deaths
reported.

Notifications occurred sporadically
throughout the year, with an increase
observed in September and October.
Notifications were highest in the
Southern region however notification
rates per 100,000 were highest in the
Barwon South-Western region

(Figure 17).

Overseas travel was the most
frequently identified risk factor,
accounting for 17 cases (Table 7).
Injecting drug use was identified in
only two cases for the year although
risk factors were unknown for 36 per
cent of cases.

In January 2002, an outbreak of
hepatitis A was identified in a child-
care centre in southern Victoria
following notification of a teacher from
the centre. Between 9 January and 3
April, 12 confirmed cases were
identified amongst teachers, siblings
and parents of children who attended
the centre, with onsets of illness

Figure 16: Hepatitis A Notifications and Notification Rates Per 100,000
Population, by Age Group, Victoria, 2002
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Figure 17: Hepatitis A Notifications and Notification Rates Per 100,000
Population, by DHS Region, Victoria, 2002
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extending back to 28 December 2001.
Control measures included providing
information to families, primary schools
and teachers in the area about the
outbreak and prevention measures,
and clean-up procedures at the centre.

Hepatitis A notifications continued to
decline both in Victoria and nationally.
The reasons for this are unclear and
may reflect either a decline in travel to
endemic areas, greater awareness
amongst travellers and other at risk
groups, and improved uptake of the
vaccine. Vaccination should be
encouraged for people intending to
travel overseas and those in high-risk
occupations such as childcare workers
and health care professionals.

Hepatitis E

For surveillance purposes, hepatitis E
(HEV) is defined as:

+ Anti-HEV IgM in serum collected less

than fours weeks since onset;
or

lgG seroconversion or four-fold rise in
paired sera;

or

+ HEV identified by PCR;

or

HEV detected in faeces by electron
microscopy;

or

Detection of IgG on a single specimen
in the presence of a clinically
compatible illness.

Table 7: Identified Risk Factors for Hepatitis A Infections, Victoria, 2002

There were two notifications of
hepatitis Ein 2002 - both for females,
aged 27 and 32 years. Both diagnoses
were confirmed by the detection of IgG
in serum by enzyme immunoassay in
the presence of a clinically compatible
illness.

Both persons acquired their infections
during travel to India.

There were no links between the two
cases.

Hepatitis E is an acute enteric illness
with a clinical course similar to
hepatitis A. Hepatitis E infection should
be considered in persons with acute
hepatitis and a history of travel to
endemic areas. Persons intending to
travel to endemic regions should be
advised to take particular care with
personal hygiene, and avoid the
consumption of undercooked foods
and untreated water.
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Listeriosis

For surveillance purposes, listeriosis is
defined as:

The isolation of Listeria monocytogenes
from a normally sterile site, including
foetal gastrointestinal contents.

A materno-foetal case is one in which
L. monocytogenes is isolated either
from a pregnant woman, her foetus or
neonate. In 2002, a pair consisting of a
mother and neonate was counted as
one case.

There were 15 notifications of
listeriosis in 2002 for five males and 10
females with a median age of 76 years
(range 0 days to 90 years). One
notification was a materno-foetal case
(the first in Victoria in approximately 20
months) in which L. monocytogenes
was isolated from a swab of a stillborn
baby’s umbilicus. There were four
deaths reported amongst the non
materno-foetal cases (case fatality
rate - 29 per cent).

Country of birth was recorded for eight
cases. These included three born in
Australia, two born in Greece and one
each in Malta, Serbia and lItaly.

For the non materno-foetal cases,
known risk factors were identified in 11
cases. These included cancer (6),
cardiac disease (2), renal failure (1),
diabetes (1) and liver failure (1).

High risk foods identified in case
follow-up included sliced cold meats,
soft cheese, and freshly squeezed fruit

and vegetable juices. One infant was

thought to have acquired her infection
from an environmental source as she
lived on a dairy farm.

To inform epidemiological
investigations, the Microbiological
Diagnostic Unit (MDU), University of
Melbourne routinely conducts
molecular typing using pulsed-field gel
electrophoresis (PFGE) on all isolates
from notified cases. PFGE is also
routinely done on any food samples
submitted in relation to the cases
where L. monocytogenes is detected.

Eleven different patterns were found in
the isolates from 14 cases; three PFGE
types were shared by six cases
however no epidemiological links
between them were identified. No
source was identified for any of the
cases notified.

It is important that advice on food
hygiene and diet be given to
susceptible groups, particularly
pregnant women, the elderly and the
immunocompromised. Current
information available includes the
National Health and Medical Research
Council (NHMRC) statement on Listeria
for medical practitioners. Pamphlets
available include the Australia and New
Zealand Food Authority’s (ANZFA)
pamphlet ‘Important Health Message,
Listeria and Pregnancy’ and the
Department of Human Services’ poster
and pamphlet, which are available in
seven languages.

Salmonellosis

For surveillance purposes,
salmonellosis is defined as:

The isolation of Salmonella species
(excluding S. Typhi and S. Paratyphi)
from any clinical specimen.

There were 1,207 notifications of
salmonellosis received in 2002, an
increase of 11 per cent from 2001. The
male to female ratio was 1:1 and the
median age was 22 years (range 5
days-93 years). Notification rates were
highest in the O to 4 years age group
(96 cases per 100,000 population),
accounting for 25 per cent of the total
notifications for the year (Figure 18).

The geographical distribution of cases
throughout the nine DHS regions is
shown in figure 19. Notification rates
were highest in the Barwon South
West, Hume and Loddon Mallee
Regions (30.9, 31.6 and 31.5 cases per
100,000 population respectively).
Rates for all other regions were lower
than the rate for the whole state (25.4
cases per 100,000 population).

Identification of Victorian isolates of
Salmonella is conducted at the
Microbiological Diagnostic Unit at
Melbourne University. In 2002,

S. Typhimurium 135 was the most
common serotype/phage type
identified (Table 8).
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Number of notifications
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Salmonella Enteritidis

Salmonella Enteritidis is not endemic in
Australia, with the exception of phage
type 26, which occurs in Queensland.
Enteritidis is a significant Salmonella
serovar in that there is vertical
transmission of the organism from the
chicken to the egg. It is common
overseas and has been responsible for
large outbreaks of disease associated

with undercooked eggs and products
containing eggs. In Victoria, all cases of
S. Enteritidis are followed up to
ascertain whether the infection was
acquired overseas.

There were 47 notifications of

S. Enteritidis in 2002, comparable to
the 51 notifications in 2001. As in
previous years, Indonesia was most
frequently reported as the country in

Figure 18: Salmonellosis Notifications and Notification Rates Per 100,000
Population, by Age Group, Victoria, 2002

300 100
Total []
2504 Ii Rate ||| g
200-] g
60 @
(]
150 g
o
40 ©
100+ 3
o
50 20
O b‘I T IO\I Io\lb‘lo\lb(l Ivlﬂlljllzllﬂll_lll:lll_ll _O
PN N N A G Ul S - A N G A\ BA LIS GRS S
TS S S S %\50\&0
Age group
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which infection was acquired,
accounting for 40 per cent of
notifications (Table 9).

There were four point source outbreaks
of S. Typhimurium 135 (39 cases)
during the year, one outbreak of

S. Typhimurium 170 (6 cases), one of
S. Typhimurium 9 (10 cases) and one of
S. Typhimurium U290 (10 cases) (Table
10). Summaries of these outbreaks
can be found in the Victorian Infectious
Diseases Bulletin at

http:/ /www.dhs.vic.gov.au/phd/snid.

In addition, 26 separate investigations
of clusters of Salmonella serovars were
conducted. In this report, clusters refer
to an unusual number of notifications
of a particular serovar either in time or
place and not, at the outset of the
investigation, clearly associated with a
point source. The 2002 serovars under
investigation included S. Newport,

S. Stanley, S. Typhimurium 170,

S. Infantis, S. Kottbus, S. Saintpaul and
a multi-state investigation of S.
Potsdam. A definitive source of
infection was not identified in these
investigations.

Salmonella Typhimurium 135
outbreak at a christening.

In March, the Communicable Diseases
Section received written notification
from a medical practitioner of a case of
salmonellosis. The doctor’s notification
form indicated that the affected person
had catered for her child’s christening,
that roast chickens had been
purchased from a fast food outlet and
multiple people who had attended the
function were sick. The local council
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Table 8: Ten most Common Types ofSalmonella Notified in Victoria, 2002

* Per cent of total Salmonella notifications in 2001

Table 10: Salmonellosis Outbreaks, by Salmonella Type, Setting and Source,

Victoria, 2002

had also received a complaint alleging
that the illness was through the
consumption of take-away chicken.

Sixty-seven people attended the
function following the christening. The
function was held at the home of the
case and was self catered. The host
and other attendees prepared some of
the food at home and the remainder
was purchased from retail outlets.
Take-away chicken had been
purchased on the day of the function.
A family member who was a chef
prepared a profiterole cake.

A total of 63 people who attended the
function were interviewed. Nineteen
(30 percent) of those interviewed had
been ill. Data analysis suggested a
statistically significant association
between illness and consumption of
the take-away chicken (attack rate 39
percent, RR indeterminate, p=0.02). All
those who were ill had eaten the roast
chicken. An additional two people were
identified as secondary cases.

Twenty-one faecal specimens were
collected, with Salmonella Typhimurium
135 (tetracycline and trimethoprim

Table 9: S. Enteritidis Notifications,
by Country of Source of Infection,
Victoria, 2002

resistant) isolated from eight
specimens.

Environmental health officers from the
local council conducted a site
inspection and interviewed the
proprietor in relation to food handling
practices. Particular attention was
given to the supplier of the chickens,
the preparation and storage of the
uncooked chickens, the procedure for
cooking chickens and the storage and
handling post-cooking, prior to
sale/pick up. Issues identified at the
time of the inspection were inadequate
monitoring of cooking temperatures
and the lack of sanitisers to clean food
preparation surfaces or equipment.
Inadequate re-heating of the cooked
chickens was also identified at the
function venue, with the host storing
the chickens for at least two hours in
an oven operating at 50 degrees.

Samples of raw and cooked chicken
and stuffing were obtained from the
premises but no left-over chicken from
the function was available for testing.
Samples of leftover tomato sauce and
mayonnaise were obtained from the



home of the case. Information was also
obtained regarding the preparation of
the profiterole cake. STM 135 was not
isolated from any of the food samples
collected however epidemiological and
environmental investigations suggested
the source of the outbreak was likely to
be the take-away chickens.

Since October 2000, DHS has been
collaborating in a national project to
improve the understanding of food
borne disease in Australia. The project
is titled “OzFoodNet - Enhancing
Foodborne Disease Surveillance across
Australia”, with the aims of estimating
the incidence and burden of food
borne disease, and identifying causes,
risk factors and opportunities for
prevention.

Number of notifications
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Table 11: Shigellosis Notifications
by Species and Types, Victoria,
2002

Shigellosis

For surveillance purposes, shigellosis is
defined as:

The identification of Shigella species in
faeces or other clinical specimen.

There were 66 notifications of shigellosis
in 2002, a 32 per cent decrease from
2001. Sh. sonnei biotype g was the most
frequently reported species (Table 11).
Of the 66 notifications, 42 (64 per cent)
were for males and 24 (36 per cent) were
for females. The median age of persons
notified was 31 years (range 0-81 years).
Notification rates were highest for those
aged 30-34 years (Figure 20).

Notifications occurred sporadically
throughout the year and no seasonal
patterns were identified. The highest
number of notifications was for
residents of the Southern region,
however rates were highest for the
Western region (Figure 21).

*NFS - Not further specified.

Figure 20: Shigellosis Notifications and Notification Rates per 100,000
Population, by Age Group, Victoria, 2002
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Number of notifications

Forty-one persons (62 per cent) were
known to have acquired their infection
overseas (Table 12) and one acquired
their infection interstate. Of the
remainder, six cases occurred in
homosexual men and one was
laboratory acquired. For the remaining
17 cases the source of infection was
unknown as seven could not be
contacted, one case had more than
one risk factor and nine had no obvious
risk factors.

There were no outbreaks identified.

Shigellae have a low infectious dose.
Infection spreads when a person
ingests bacteria through direct or
indirect contact with the faeces of a
human case. Awareness by travellers
of the need for increased personal
hygiene whilst travelling should be
encouraged.

Table 12: Shigellosis Notifications by
Risk Factor, Victoria, 2002

Figure 21: Shigellosis Notifications and Notification Rates Per 100,000
Population, by DHS Region, Victoria, 2002
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Typhoid and Paratyphoid

For surveillance purposes, typhoid or
paratyphoid infection is defined as:

The isolation of Salmonella Typhi from
any clinical specimen;

or

The isolation of Sa/monella Paratyphi
serotype A, B or C from any clinical
specimen.

There were 21 notifications of typhoid
and 14 notifications of paratyphoid
received in 2002. The age and sex
distribution of cases is outlined in table
13. Eighteen typhoid and 10
paratyphoid cases were hospitalised
and there were no deaths reported.

S. Typhi and S. Paratyphi are not
endemic to Australia and infection is
usually associated with travel to
endemic areas. Country of acquisition
for the cases is outlined in table 14.
Two cases acquired their infection from
a chronic carrier (refer to outbreak
report below).

Two cases of typhoid were linked to a
49 year old, asymptomatic, female
carrier. The first was in a male aged 20
years, who presented with acute
symptoms. Investigations revealed his
mother, who prepared all meals in the
home, was an asymptomatic typhoid
carrier. The family was of Vietnamese
origin and had lived in Australia since
1994 with no further overseas travel. A



review of refugee screening records
revealed she had not been a typhoid
carrier at the time of entry to Australia,
and it is unclear where and when her
infection was acquired. A third case
occurred in a two year old child who
visited the family daily. All three
persons were successfully treated and
no further cases were detected during
extensive contact tracing.

Medical practitioners should immunise
travellers intending to travel to high-
risk areas and advise them of the
importance of exercising care in what
they eat and drink, irrespective of
whether they have been immunised.

The source of all cases should be
actively determined including
screening of all household contacts
and travel companions.

Table 13: Typhoid and Paratyphoid Notifications, by Age Group and Sex,
Victoria, 2002

Table 14: Typhoid and Paratyphoid Notifications, by Country of Acquisition,

Victoria, 2002
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For surveillance purposes, legionellosis
is defined as a clinically compatible
iliness (fever, cough or pneumonia)
together with:

The isolation of Legionella species from
lung tissue, respiratory secretions,
pleural fluid, blood or other tissues;

or

The demonstration of Legionella
species antigen in lung tissue,
respiratory secretions, pleural fluid or
urine;

or

A four-fold or greater rise in titre
against Legionella species (to at least
128) between acute and convalescent
phase sera;

or

A stable high titre Legionella (at least
512) in convalescent phase serum.

There were 107 notifications of
legionellosis in 2002, a 10 per cent
decline on the 119 cases notified in
2001. Of the 2002 cases, 67 (63 per
cent) were male and 40 (37 per cent)
were female (male to female ratio:
1.7:1). The total notification rate was
2.26 per 100,000 population. The
median age of persons notified was 58
years (range: 29-89 years). Age-
specific notification rates rose steadily
with age from 0.2 per 100,000 in
people aged 20-24 years to 9.3 per
100,000 in people aged 70-74 years
(Figure 22).

There were 57 cases of L. pneumophila
serogroup 1 (53 per cent of total

notifications), making it the most
common species and serogroup
reported (Table 15). There were 28
notifications of L. pneumaophila of
indeterminate serogroup (i.e.
serological testing is unable to
distinguish between serogroups of
L. pneumophila). The method of
diagnosis is outlined in table 16.

Three deaths due to legionellosis

were reported (all in males) for a total
case-fatality rate of 2.75 per cent. One
death was due to L. pneumophila
serogroup 3; the remaining two deaths
were due to L. pneumophila of
indeterminate serogroup.

The highest notification rates were for
residents of the Western Metropolitan
region (4.0 per 100,000). Notification
rates for residents of non-metropolitan
regions ranged from 0.7 to 2.4 per
100,000 population (Figure 23).

Table 15: Legionellosis Notifications,
by Species/Serogroup, Victoria,
2002

Information on employment/
occupational status was available for
105 (98 per cent) cases. Forty-eight
cases (44 per cent) occurred in retirees
and/or pensioners and 44 (42 per
cent) occurred in employed persons.

Figure 22: Legionellosis Notifications and Notification Rates per 100,000
Population, by Age Group and Sex, Victoria, 2002
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Table 16: Method of Diagnosis by Causative Strain of Legionella, Victoria, 2002

Figure 23: Legionellosis Notifications and Notification Rates per 100,000

Population, by DHS Region, Victoria 2002
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There were four outbreaks investigated
in 2002:

Between 8 and 30 April there were
eight cases of Legionnaires’ disease in
visitors to the centre of Melbourne. No
case worked in or adjacent to the only
building identified with a tower positive
for L. pneumophila sg 1, although all
had been in the vicinity. As culture
isolates from the human cases were
not available, molecular sub-typing
could not be used for comparison with
environmental isolates.

Between 1 May and 16 May eight
cases of Legionnaires’ disease
occurred in visitors to an area in
Moonee Ponds. The source of the
outbreak could not be identified.

In September there were three cases
of L. pneumophila sg 1 associated with
the Brunswick area. The source of the
outbreak could not be identified.

In late October three cases occurred in
adult males who had been in the
Clayton area during their incubation
periods - two were workers in the area
while one was a local resident. A total
of six cooling towers tested positive for
Legionella, five of which were of the
same serogroup as the cases

(L. pneumophila sg 1).
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Table 17: Legionellosis Notifications,
by Employment/Occupation,
Victoria, 2002

Notifications of legionellosis have
declined since 2001. A contributing
factor may be the risk based approach
to the management of cooling tower
systems, which has legislated the
development of risk management plans
for every cooling tower system in
Victoria.



For surveillance purposes, invasive
meningococcal disease (IMD) is
defined as a clinically compatible
illness and/or:

The isolation of Neisseria meningitidis
from a normally sterile site;

or

The detection of meningococcal
antigen in synovial fluid, blood or
cerebrospinal fluid (CSF);

or

The detection of gram-negative
diplococci in synovial fluid, blood or
CSF;

or

The detection of meningococcal IgM in
a blood specimen.

A clinically compatible case is a
person in whom bacterial meningitis or
septicaemia was demonstrated,
meningococcal infection was the most
likely diagnosis on admission and for
whom no other plausible cause was
identified.

In 2002 there were 208 notifications of
IMD, 115 (55 per cent) for males and
93 (45 per cent) for females. There
were 13 deaths (case fatality rate, 6
per cent). Notifications by age group
are presented in Figure 24.

As usual, notifications peaked in late
winter and early spring, with 61 (29 per
cent) cases notified in August,
September and October. Notification
rates were highest for the Barwon
South Western and Western
Metropolitan regions (Figure 25).

More than three quarters of cases notification rate of 1.2 per 100,000,

(168, 80.7 per cent) were confirmed by with two deaths (case fatality rate -
laboratory tests. As in 2001, there were 3.5 percent). In addition there were
more serogroup C cases than four serogroup Y and six W135 cases.
serogroup B. Serogroup C was There were 14 further laboratory
confirmed by microbiology in 88 cases confirmed cases (for example gram

- an overall notification rate of 1.8 per negative diplococci identified in CSF)
100,000, with 10 deaths (case fatality of unidentified serogroup and 40

rate -11.3 per cent). Serogroup B was clinical cases. The majority of
confirmed in 56 cases, an overall serogroup C infections were due to the

Figure 24: Meningococcal Disease Notifications and Notification Rates Per
100,000 Population, by Age Group, Victoria, 2002
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Figure 25: Invasive Meningococcal Disease Notifications and Notification
Rates Per 100,000 Population, by DHS Region, Victoria, 2002
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subtype C2a:P1.7-2,4, which first
emerged in Victoria in 1999.

Serogroup C cases occurred in an
older age group (median 28 years) than
serogroup B (median 17 years). The
proportion of cases in persons aged
less than 15 years was higher for
serogroup B compared to serogroup C
(16 and 10 per cent respectively).

The risk of infection is highest for
infants, young children and teenagers,
and this is reflected in the high
notification rates in these age groups.
Over fifty percent of cases occurred in
children or students. Thirty-one cases
(15 per cent) occurred in children who
were cared for at home, 22 cases (11
per cent) in children who attended
childcare, and 57 (27 per cent)
occurred in students (Table 18).

There were three outbreaks of

serogroup C identified in 2002. Two
outbreaks involved two cases each,
one in a university and the otherin a

Table 18: Invasive Meningococcal
Disease Notifications, by
Employment Status, Victoria, 2002

childcare centre. Contacts were given
antibiotic prophylaxis and
meningococcal group C vaccination.
The third outbreak occurred in
southern Victoria in mid-December
2002, with five cases of
meningococcal disease reported within
one week. Four cases were confirmed
as serogroup C disease and were
associated with attendance at a local
nightclub on the same evening. The
fifth case was later diagnosed with
serogroup B disease. In response to
the outbreak, a mass vaccination
program was undertaken over a two-
day period of all residents in the area
aged 1-5 years and 15-30 years. Over
2300 people were immunised.

Early treatment of meningococcal
disease improves outcome, and
administration of antibiotics should not
be delayed for any reason. Whilst there
are no vaccines that protect against
Group B disease, there are effective
vaccines that cover against Group C for
all age groups. Conjugate
meningococcal serogroup C vaccines
are available free of charge for persons
aged 1-19 years. The polysaccharide
meningococcal serogroups ACWY
vaccine is recommended for persons
aged greater than two years who are
travelling to endemic areas.



Acquired Immunodeficiency
Syndrome

The current (1993) Australian AIDS
case definition is published in the
Australian National Council on AIDS
Bulletin (No 18) and is available at:

http://www.nohsc.gov.au/OHSInform
ation/Databases/PracticalGuidanceM
aterial/d/003708.htm

Notes

The AIDS report refers to the date of
diagnoses rather than the notification
date. Annual totals reported here may
differ from previous annual reports as:

a)There is often a time delay between
AIDS diagnosis and its subsequent
notification to the Victorian AIDS
Registry.

b)Annual active surveillance for AIDS
often results in the identification of
cases not previously reported to the
Registry.

There were 45 individuals diagnosed
with AIDS in Victoria in 2002- 42
males, and three females, compared to
52 cases in 2001. Caution must be
exercised when interpreting these
data, as there is often a time delay
between AIDS diagnosis and its
subsequent notification to the Victorian
AIDS Registry.

In 2002 the median age for males was
41 years (range: 22 to 75 years).
Twenty-nine percent of individuals
diagnosed were aged between 40 and
44 years, compared to 15 percent
between 1983 and 2002 (Table 19).

Table 19: AIDS Diagnoses by Age Group and Sex, Victoria, 1983...2002

'Includes 11 people whose sex was reported as transgender

In 2002, 26 people (58 percent) who
presented with AIDS were diagnosed
within 12 months of their HIV diagnosis.

Clinical Presentation of Those
Diagnosed with AIDS in Victoria in
2002

Approximately 60 percent of people
diagnosed with AIDS each year in
Victoria present with CD4 counts of
less than 100 per ml. This has been a
consistent finding over the last nine
years (Table 20).

Pneumocystis carinii pneumonia (PCP)
as an AIDS defining illness was
reported for 42 percent of those
diagnosed during 2002. Oesophageal
candidiasis was the next most
common, reported by 22 percent
(Table 21).

People Living with AIDS in Victoria
in 2002

At the end of 2002, there were an
estimated 533 people living with AIDS
in Victoria - 499 males, 32 females and
two transgender individuals. Of these,
429 (80 percent) resided in
metropolitan Melbourne, with the
largest number in the Southern
Metropolitan Region (Table 22).

Deaths Following An AIDS
Diagnosis

There have been a total of 1484 deaths
following diagnosis with AIDS notified
in Victoria since 1983-1417 males, 58
females and nine transgender
individuals. The number of deaths
following AIDS has steadily decreased
over the last decade from 175 deaths
in 1994 to 14.in 2002.
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Table 20: AIDS Diagnoses, by CD4 Count, Victoria, 1983-2002

Table 21: AIDS Diagnoses by AIDS Defining lliness, Victoria, 1993-2002

Proportion of all notifications with the AIDS defining illness. Individuals may have presented with more than one AIDS defining illness
% Included as an AIDS defining iliness in Australia from January 1993



Table 22: People Living with AIDS, by Sex and DHS Region, Victoria, 2002

"Includes two people whose sex was reported as transgender

Table 23: AIDS diagnoses, by Sex and Exposure Category, Victoria, 1983-2002

The proportion of all AIDS diagnoses in
which male-to-male sexual contact
(homosexual and bisexual) was
reported as the principal risk factor for
infection fell from over 86 percent prior
to 1994 to 60 percent between 1999
and 2002. The proportion of all AIDS
diagnoses attributable to origin from a
high prevalence country increased
from less than one percent prior to
1992 to nine percent between 1999
and 2002 (Table 23).

' Total includes 11 people whose sex was reported as transgender
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Human Immunodeficiency
Virus

For surveillance purposes, Human
Immunodeficiency Virus (HIV) infection
is defined as:

Confirmed Case

Any ONE of the following three
combinations of evidence:

Repeatedly reactive result on a
screening test for HIV-1 antibody
followed by a positive result on a
western blot. A positive result for a
western blot is defined by the presence
of a glycoprotein (gp) band (gp 41, gp
120 or gp 160) and three or more other
HIV-1 specific bands.

OR

2 BOTH OF THE FOLLOWING

2a) Repeatedly reactive result on a
screening test for HIV-1 antibody
followed by a group IV indeterminate
western blot. An indeterminate result
for a western blot is defined by the
presence of a glycoprotein band (gp
41, gp 120 or gp 160) and one or two
other HIV-specific bands,

AND

2b) Detection of HIV by at least one of
the following virologic assays:

* PCR test for proviral DNA;
or

« Test for HIV protein 24 (p24) antigen
with neutralisation;

or
« Virus isolation;
OR

3 Detection of HIV by at least two of the
above virological assays (PCR, p24 or
virus isolation) performed on at least
two separate blood samples.

Probable Case

Detection of HIV by virological assays
(PCR, p24 or virus isolation) in one
blood sample.

Notes

The HIV report refers to diagnoses
rather than notifications as the
surveillance system utilises the
specimen collection date for HIV
reporting.

The report describes annual diagnoses
from 1983 onwards, however makes
special reference to the time frame
between 1999 and 2000 as it includes
the nadir (140 notifications in 1999)
and the subsequent upturn in
notification numbers. Appendix 2
contains several tables of data not
included in the text.

In 2002, 234 cases of HIV were
diagnosed in Victoria. This is the
highest annual number of notifications
since 1994 and represents a seven per
cent increase over the total of 219 in
2001 and a 67 per cent increase on the
1999 total of 140 (Figure 26).

Of the 234 cases, 208 (89 per cent)
were males, 24 (10 per cent) were
females and two (1 per cent) were
transgender individuals. The median
age at diagnosis was 35 years for
males (range: 2 to 76 years) and 33
years for females (range: 18 to 74
years). The majority (46 per cent) of
diagnoses were among individuals
aged between 30 and 39 years (Figure
27). There was one HIV diagnosis in a
two-year-old child who acquired his
infection through mother to child
transmission. Both parents were
overseas born and were HIV positive.

Over three quarters of individuals lived
in Metropolitan Melbourne (Table 24),
with the largest number residing in the
Southern Region (n = 87, 37 per cent).

Figure 26: Number of Diagnoses of HIV and AIDS, Victoria, 1983-2002
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Table 24: HIV Diagnoses, by DHS Region and Sex, Victoria, 1983...2002

"Includes 19 people whose sex was reported as transgender and 25 people whose sex was unknown

Males Diagnosed With HIV in 2002

There were 208 males diagnosed with

60 HIV infection - seven per cent more

- Female Il — i than the 2001 total of 195 (Table 25).
Male [] Male-to-male sexual contact

] (homosexual and bisexual) was the

Figure 27: HIV Diagnoses, by Age Group and Sex, Victoria, 2002

40 L
3 - most common risk factor reported

%30— - (n=163, 78 per cent) - eight per cent
a,, more than the 151 males diagnosed in

2001 and 104 per cent more than the
80 males diagnosed in this category in
1999. There were 17 (8 per cent) males
' ' } who reported heterosexual contact as
a risk factorin 2002, consistent with
Age group 2001 (Table 25).

]



Of the 163 males with a history of
male-to-male sexual contact, 134 (82
per cent) reported they had acquired
their infection in Australia. Of the 17
males with a history of heterosexual
contact, 11 (65 per cent) reported they
had acquired their infection in
Australia.

There was an increase in the number
of males diagnosed who originated
from a high prevalence country. These
countries include those in sub-Saharan
Africa, the Caribbean and specified
countries in South-East Asia
(Cambodia, Myanmar and Thailand)
where HIV is transmitted
predominantly by heterosexual

Table 25: HIV Diagnoses, by Sex and Exposure Category, Victoria, 1983 to 2002

1 Includes 19 people whose sex was reported as transgender and 25 people whose sex was unknown

contact. Fourteen (7 per cent) such
males were diagnosed in 2002,
compared with six (3 per cent) in 2001.
This is the highest annual number of
diagnoses in males from a high
prevalence country since 1994,

Females Diagnosed with HIV During
2002

The number of new diagnoses among
females in Victoria increased in 2002,
with 24 females notified compared with
22in 2001, 20 in 2000 and 12 in 1999.
This increase was largely attributable to
a greater number of diagnoses in
women who reported heterosexual
contact as a risk factor and women from
high prevalence countries (Table 25).

Of the 13 females with a history of
heterosexual contact, the majority
(n=8, 62 per cent) reported they had
acquired theirinfection in Victoria. Of
the 11 females born in a high
prevalence country, the majority (n=7,
64 percent) reported they had acquired
their infection overseas.

HIV Among Sex Workers

In 2002, there were two cases
identified as sex workers (one male,
one transgender), both reported a
history of male sex work.

HIV Among Injecting Drug Users
During 2002 there were 12 individuals
(all males) diagnosed who had a




history of injecting drug use (Table 25).
Of these, eight also reported a history
of male-to-male sexual contact.

Of the four individuals with a history of
drug use only, two were born in
Australia and the other two in Asia.
Between 1999 and 2002, there were
31 individuals with a history of injecting
drug use only, of these 48 per cent
were born in Asia, 29 per centin
Australia and the remaining in various
other countries.

Between 1983 and 2002, 169 people
(129 males and 38 females) reported
injecting drug use as a risk factor for
infection, representing four per cent of
all HIV diagnosed in Victoria. Those
with a history of injecting drug use
without male-to-male sexual contact
tended to be younger than all others
diagnosed (a median of 27 years
versus 32 years).

Incident Infections

Notifications are classified as newly
acquired (incident infections) on the
basis of a previous negative HIV test
and/or a seroconversion illness within
the 12 months preceding HIV
diagnosis. Incident infections provide
information about who is currently
being infected with HIV.

In 2002, 79 cases were classified as
incident infections- an 18 per cent
increase on the 67 incident infections
in 2001. Seventy-six were in males, two
were in females and one in a
transgender individual. Of the 76
males, 67 (88 per cent) reported male-
to-male sexual contact.

The median age of persons with
incident infections who reported male-

to-male sexual contact was 35 years in
2002, compared to 34 years in 2001,
and 29 years in 2000.

Although these results suggest HIV
transmission in men reporting male-to-
male sexual contact has increased in
2002, the results should be interpreted
with caution. These data rely on a
history of a past negative test or
seroconversion illness which is
potentially biased by health seeking
behaviour and HIV testing practices in
clinics.

In response to the increasing number
of HIV diagnoses among men reporting
male-to-male sexual contact, a case-
control study commenced in 2002. The
aim of the study was to gain further
information about risk behaviour
among homosexual males recently
diagnosed with HIV. Recruitment was
completed in May 2003 and results
from this study will be available soon.

The 67 per cent increase in HIV
diagnoses between 1999 and 2002 is
of concern. During this period there
was a 104 per cent increase in new
diagnoses amongst men who have sex
with men and a 100 per cent increase
in heterosexual women. These figures
highlight the urgent need for current
prevention efforts to be augmented by
new strategies to reach those at risk of
HIV.
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Chlamydia

For surveillance purposes, chlamydia is
defined as:

The demonstration of Chlamydia
trachomatis from a clinical specimen
(genital, rectal or urine) by culture,
antigen detection methods or a nucleic
acid test.

There were 4846 notifications of
chlamydia in 2002, an 18 per cent
increase on the total for 2001. Of
these, 2054 (42 per cent) were for
males and 2791 (58 per cent) for
females. The median age for males
was 27 years (range 0-99 years) and
23 years for females (range 0-84).
Notification rates were highest for
those aged 20-24 years (Figure 28).
There were three children aged less
than 10 years notified, all were
diagnosed with chlamydial
conjunctivitis.

The highest notification rate was for
residents of the Western Metropolitan
region (Figure 29). These data should
be interpreted with caution, as
postcodes of residence are not always
provided.

For 86 per cent of notifications, DNA
amplification assays were the most
common testing method reported by
laboratories (Table 26). The reason for
testing was obtained through
enhanced surveillance methods for
2704 notifications (55 per cent) and is
presented in Table 27.
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Figure 28: Chlamydia Notifications and Notification Rates per 100,000
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Table 26: Testing Method Reported by Laboratories, Chlamydia Notifications,
Victoria, 2002

*There may be multiple tests performed on individuals



There were no outbreaks identified.

The Chlamydia Strategy for Victoria
(2001-2004) was distributed in late
2001. A copy is available at
www.dhs.vic.gov.au/phd/sti/
chlamydia.

The surveillance data support the
promotion of a safe sex message and
the importance of early detection and
treatment. It also further highlights the
importance of effective partner
notification practices.

Gonorrhoea

For surveillance purposes, gonorrhoea
is defined as:

A person from whom Neisseria
gonorrhoeae was isolated by culture, or
detected by nucleic acid amplification,
from one or more anatomic sites.

Multiple isolates or detections from
several sites from the one person
within 30 days were regarded as a
single episode of infection.

There were 802 notifications of
gonorrhoea received in 2002 (rate 17
per 100,000 population), a four per
cent increase in notifications on the
770 received in 2001.

Table 28: Gonorrhoea Notifications by Age Group and Sex, Victoria, 2002
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Seven hundred and thirty-one
notifications were for males (91 per
cent), 71 were for females (8.8 per
cent). The median age of males was 33
years; of females, 27 years. Seventy-
two per cent of males were aged 20 to
39 years (Table 28). Cases were
clustered in inner suburban Melbourne
with notification rates highest for the
Western Metropolitan region. (Figure
30). Of the notifications where country
of birth was reported (n= 713), 68 per
cent were for persons born in Australia.

For those cases in which the
information was available, almost all
diagnoses in men who reported a
sexual partner of the opposite sex were
based on urethral specimens (Table
29). Among males who reported a
male sexual partner, 52 per cent of
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isolates or detections were from the
urethra, 21 per cent from the rectum
and 12 per cent from the pharynx.

Antibiotic susceptibility of isolates
of N. gonorrhoeae

Table 30 describes the results of
routine antibiotic susceptibility testing
of isolates of N. gonorrhoeae at the
Microbiological Diagnostic Unit,
University of Melbourne. These data
include multiple isolates from one or

more anatomic sites during the single
episode of infection. Diagnoses made
only by nucleic acid amplification
methods (such as PCR) do not yield an
isolate for antibiotic susceptibility
testing.

Among isolates of N. gonorrhoeae
acquired in Australia by men who
reported a male sexual partner,
clinically significant resistance to
ciprofloxacin remained very rare in

Table 29: Site of Detection of N. gonorrhoeae (n=993), by Reported Sex and
Sexual Orientation of Individuals Notified, Victoria, 2002

1. N. gonorrhoeae may be detected from several sites per individual notified. These typically include the urethra or rectum
and pharynx.

Figure 30: Gonorrhoea Notifications and Notification Rates Per 100,000
Population, by DHS Region, Victoria, 2002
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2002 (less than one per cent). In
contrast, among infections acquired
heterosexually in Australia, the
prevalence of highly ciprofloxacin-
resistant strains was 19 per cent.
Sixty-two per cent of infections
acquired overseas involved highly
ciprofloxacin-resistant strains. Isolates
of N. gonorrhoeae remained almost
universally sensitive to ceftriaxone,
with only one isolate from a male with
unknown partner and place of
acquisition demonstrating reduced
sensitivity.

Additional epidemiological data on
cases of gonorrhoea were collected
with a questionnaire sent to notifying
doctors, and combined with
microbiological data from the
diagnostic specimen. In 2002, 707 (88
per cent) enhanced surveillance
questionnaires were returned however
data were not complete for all cases.

Gender of sexual partner was available
for 482 (65 per cent) male cases, of
which 65 per cent reported having a
male sexual partner, and 34 per cent
reported having a female sexual
partner. Gender of sexual partner was
available for 43 (60 per cent) female
cases - all were reported to be
heterosexual.

Data on the reported source of the
infection were available for 457 (57 per
cent) cases (Table 31). Of these, 75 per
cent of males who reported having a
male sexual partner acquired their
infection from a casual sexual partner,
as were 68 per cent of infections of
men who reported having a female
sexual partner. The majority of



Table 30: Antibiotic Susceptibility of N. gonorrhoeae by Reported Sex, Sexual
Orientation and Where Acquired, Victoria, 2002

41

infections of women were also
attributed to a casual sexual partner.

The resurgence of gonorrhoea that was
first noted in Victoria in 1998 was
maintained during 2002. Since 2001,
there was a moderate decline in the
number of cases attributed to men who
have sex with men, and an increase in
cases among heterosexual men and
women. However, men who have sex
with men continue to be at greater risk
of infection.

The near universal susceptibility to
ciprofloxacin of isolates of

N. gonorrhoeae acquired in Australia
by homosexual men supported the
ongoing use of ciprofloxacin to
presumptively treat gonorrhoea
infections in this particular population
in 2002.

However, the risk of treatment failure
due to ciprofloxacin resistance is
considerable among men and women
with infections acquired heterosexually
in Australia, and approaches 50 per
cent if the infection was acquired
overseas. Thus, presumptive therapy of
heterosexual men and women with
gonorrhoea necessitates considering
ceftriaxone, to which all isolates of

N. gonorrhoeae were sensitive.
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Table 31: Gonorrhoea Notifications by Sex, Reported Source Partner and
Where Acquired, Victoria, 2002

* Not stated

Syphilis ... infectious

For surveillance purposes, infectious
syphilis is defined as primary,
secondary or early latent syphilis.
Detailed descriptions of these
categories are available from the
Department.

In 2002, there were 383 notifications
of syphilis. Of these, 28 were classified
as infectious; a 75 per cent increase on
the 16 notifications received in 2001.
The median age of persons notified
was 34 years (range: 20-61 years), and
23 (82 per cent) were male. There were
no notifications for persons identified
as Aboriginal and/or Torres Strait
Islander. Symptomatic infection was
the most common reason for testing
reported by clinicians (Table 32).

Risk factor information was obtained
from treating clinicians. For 11 cases
(39 per cent) infection was reported as
acquired in Victoria, compared to 57
per cent of cases in 2001. Infection
was acquired overseas in thirteen
cases, and one was acquired
interstate. This information was not
available in three cases. Sexual
orientation was reported as
heterosexual for 14 cases (50 per
cent), and casual sexual partners were
reported as the source of 18 infections
(64 percent) - a 50 per cent increase
since 2001. Source partner was not
known for two cases.



Table 32: Infectious Syphilis
Notifications by Reason for Testing,
Victoria, 2002

No outbreaks were identified.

Increasing notifications of infectious
syphilis may indicate a resurgence of
the disease in Victoria. As with other
STls this increase reinforces the
importance of promoting a safe sex
message.
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Leprosy

For surveillance purposes, leprosy is
defined as:

The demonstration of characteristic
acid-fast bacilli in split skin smears and
biopsies prepared from the ear lobe or
other relevant sites;

or

A histopathological report from skin or
nerve biopsy compatible with leprosy
(Hansen’s Disease) examined by an
anatomical pathologist or specialist
microbiologist experienced in leprosy
diagnosis.

and

A clinically compatible illness defined
by:

Compatible nerve conduction studies;
or

Peripheral nerve enlargement;

or

Loss of neurological function not
attributable to trauma or other disease
process;

or

Hypo pigmented or reddish skin lesions
with definite loss of sensation.

There were two notifications of leprosy
in 2002, both for persons who
migrated to Australia from countries of
high leprosy incidence.

The first was a thirty-one year old
Indian born man who was diagnosed
while visiting India after he presented
with areas of hypopigmentation on his
lower left leg and buttock, then on the
right side of his face. He was
commenced on rifampicin, dapsone
and clofazimine for a period of 12
months. This therapy was
recommenced on his return to
Australia, with a plan to continue for at
least two years.

The second was a fifty-five year old
Filipino woman who has lived in
Australia for 10 years. She presented
with a four-year history of increasing
neurological symptoms in her hands
and recent painless burns. She was
referred for assessment of advanced
neuropathy and distal motor loss.
Histology was consistent with leprosy
and the patient was commenced on
rifampicin and dapsone with a plan to
treat for a minimum of six months.

Neither patient gave a history of past
contact with leprosy.

Tuberculosis

For surveillance purposes, tuberculosis
(TB) is defined as:

The isolation of Mycobacterium
tuberculosis complex (M. tuberculosis,
M. bovis or M. africanum) from a
clinical specimen by culture or nucleic
acid techniques;

or

The demonstration of acid-fast bacilli in
a clinical specimen or histopathological
changes consistent with tuberculosis
when a culture is not available;

or

Evidence of resolution of disease
where treatment with two or more
antituberculosis medications have
been prescribed;

or

DNA testing indicates M. tuberculosis
complex except where this is likely to
be due to previously treated or inactive
disease.

There were 279 notifications of
tuberculosis in 2002, a six per cent
reduction on the 2001 notifications,
and this reflected the stable rate of
tuberculosis in Victoria. The total
notification rate was 5.8 per 100 000,
consistent with the range of 5-7.5 per
100 000 for the past ten years.

Of the 279 notifications, 141 (51 per
cent) were for females and 139 (49 per
cent) were for males. Similar to past
years, the age distribution was bimodal
with peaks in the 25-29 and 80-84
year old age groups (Figure 31).



Notification rates in the 25-29 year age
group fell in 2002 to 10.5 per 100,000
(compared with 15 per 100,000 in
2001).

Most notifications were received from
metropolitan Victoria (94 per cent) with
the highest numbers of notifications
from the Eastern and Western
Metropolitan regions (50 per cent).

Notification rates were highest in the
Western region (Figure 32).

The most common manifestation was
pulmonary tuberculosis, accounting for
127 notifications (Table 33). Twenty-six
of these noted additional sites, other
than the lungs, with lymph node
involvement the most common
secondary site. Extra pulmonary

Figure 31: Tuberculosis notifications and notification rates per 100,000,

by age group, Victoria, 2002
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Figure 32: Tuberculosis Notifications and Notification Rates per 100,000
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disease was reported in 55 per cent of
notifications: the most common sites
were lymphatic and pleural.

The most significant risk factors for
tuberculosis in Victoria are increasing
age (over 65 years) and migration from
a country of high tuberculosis
prevalence (greater than 100 per
100,000). In 2002, 17 percent
(48/279) of notifications were for
Australian born persons, and of these,
57 per cent were aged 60 years or
over. Of the overseas born persons, 46
per cent were from five countries or
regions including: India (n=47),
Vietnam (n=34), the Philippines (n=17),
China (n=20) and the Horn of Africa
(n=33). In 2002, there were no
notifications of tuberculosis in people
of Aboriginal and /or Torres Strait
Islander origin.

One case in 2002 was known to be
HIV positive.

There were no outbreaks of
tuberculosis in 2002, however five
notifications were for contacts of TB
cases that were identified by contact
tracing.

Early detection and effective
treatment, along with identification and
appropriate management of latent
infection, are the key strategies for the
control of tuberculosis in a low
incidence country such as Australia.
Doctors should maintain a high index
of suspicion for pulmonary disease in



Table 33: Tuberculosis Notifications, by Manifestation and Site of Infection,
Victoria, 2002

patients from at risk groups such as
newly arrived migrants and refugees,
the elderly and people on
immunosuppressive therapy or infected
with HIV, who present with fatigue, a
persistent cough, fevers, night sweats
and weight loss.

The Tuberculosis Control Program
identifies and investigates contacts at
high risk of infection and disease
progression to reduce the risk of
further transmission.

The Department’s Management,
Control and Prevention of Tuberculosis:
Guidelines for Health Care Providers
(2002-2005) is now available from the
Communicable Diseases Section,
Department of Human Services, by
telephoning (03) 9637 4115 or visiting
the website at

http:/ /www.vic.gov.au/dhs/phd/tb.



Haemophilus influenzae
Type b (Hib) Infection

For surveillance purposes, Haemophilus
influenzae type b (Hib) infection is
defined as:

The isolation of Haemophilus influenzae
type b (Hib) from a normally sterile site
where typing has been confirmed at an
approved reference laboratory;

or

The detection of Hib antigen in
cerebrospinal fluid when other
laboratory parameters are consistent
with meningitis.

In 2002, there were two notifications of
Hib, a case of pneumonia/septicaemia
(age 86 years) and the other (age 11
years) had a submandibular abscess.
Notifications for those most at risk of
severe disease, children aged less than
five years, are now rare in Australia
(Table 34).

The Hib vaccine is a highly effective
vaccine (>95%) however vaccine
failures can occur. The 11 year-old who
developed a submandibular abscess
was age appropriately immunised.

The two cases in 2002 were not
epidemiologically linked.

The dramatic decline in Hib
notifications over the past decade can
be attributed to the introduction of the
conjugate vaccine. Hib is now a rare
disease and sustaining high
immunisation coverage rates is critical
to maintaining low levels of infection
and transmission in the community.

Early detection and treatment of the
rare cases that occur s critical in
preventing mortality.

Table 34: Haemophilus influenzae type b Notifications, by Year and Type,
Victoria, 1998...2002

Influenza (Laboratory
Confirmed)

For surveillance purposes, influenza is
defined as:

The isolation of influenza virus by
culture, or detection by nucleic acid
test, from an appropriate respiratory
specimen;

or

The detection of influenza antigen from
an appropriate respiratory specimen;

or

A seroconversion or rise in IgG level or
titre to influenza virus;

or

A single high titre.

There were 596 notifications received
for 298 females (50 per cent) and 298
males. The median age of persons
notified was 20 years (range: 0-100
years). Notification rates were highest
for children aged 0-4 years, with a
secondary peak in adults aged over 84
years (Figure 33). These data may
reflect health care seeking behaviours
and diagnostic practices of clinicians.

Three hundred and eighty-two
notifications (64 per cent) were
received between 1 July and 30
September. Notifications were received
from all health regions, with notification
rates highest in the Western
Metropolitan region (18 per 100,000)
and lowest in the Hume region (3 per
100,000). These data should be
interpreted with caution as
notifications may reflect access to
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Number of notifications

laboratory facilities capable of
conducting diagnostic tests.

Respiratory virus multiplex PCR
conducted at the Victorian Infectious
Diseases Reference Laboratory (VIDRL)
was the most common laboratory
method of diagnosis reported,
accounting for 249 notifications (42 per
cent).

Influenza virus type was reported for
596 (100 per cent) notifications. Of
these, 460 (77 per cent) were influenza
A and 136 (23 per cent) were influenza
B. These data are consistent with
information from the World Health
Organization Collaborating Centre for
Influenza Reference and Research,
which indicated 80 per cent of strains
identified were influenza A (H3N2) and
20 per cent influenza B." Subtype
information was available for 208
influenza A notifications, of which 207
(99.5 per cent) were influenza A H3N2
and one (0.5 per cent) was influenza A
HINT.

As not all notifications are followed up,
risk factor information was not available
for the majority of cases.

The Department of Human Services
investigated three outbreaks of
influenza A and one outbreak of
influenza B in 2002. The influenza A
outbreaks occurred at separate aged-
care facilities and at a Melbourne
secondary school and the influenza B
outbreak at a school camp. Summaries
of these outbreaks can be found in
Volume 5, issues 1 and 3, of the
Victorian Infectious Diseases Bulletin
(www.dhs.vic.gov.au/phd/vidb).

Sentinel influenza surveillance was
conducted between April and
September as a joint initiative of the
Department of Human Services, the
Victorian Infectious Diseases
Reference Laboratory and participating
general practitioners. One hundred
general practitioners from 27

Figure 33: Influenza Notifications and Notification Rates Per 100,000
Population by Age Group and Sex, Victoria, 2002
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metropolitan and 21 rural sites
participated. The results of this
surveillance are reported on the VIDRL
website (www /vidrl/org/au).

Influenza is a major cause of morbidity
and mortality, particularly for high-risk
groups such as infants, the elderly and
those with pre-existing medical
conditions. Annual influenza
vaccination is the most effective
method of prevention and is available
free of charge to all Indigenous persons
aged 50 years and over, all non-
Indigenous persons aged 65 years and
over, persons with certain chronic
disorders, and residents of nursing
homes and long-term care facilities.?

Influenza vaccination is recommended
for other high-risk groups such as
health care workers and other essential
services workers, staff of institutions,
travellers in large tourist groups and for
HIV infected persons. Influenza vaccine
may also be administered to any
person who wishes to reduce the risk
of infection, and can be given to
children as young as six months of age.

The Department of Human Services, is
undertaking development of the
Victorian Influenza Pandemic Plan as
part of the national preparedness
arrangements contained in the
Australian Action Plan for Pandemic
Influenza. The steering committee and
its various subcommittees (Vaccines
and Pharmaceuticals, Health and
Community Services, Surveillance,
Planning, Operations, Communications
and Recovery) represent a multi-
sectoral approach with many internal
and external key stakeholders.
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Number of notifications

Invasive Pneumococcal
Disease

For surveillance purposes, invasive
pneumococcal disease (IPD) is defined
as:

Streptococcus pneumoniae isolated
from, or detected by nucleic acid tests
in, blood, cerebrospinal fluid or other
normally sterile site.

Notifications are likely to
underestimate disease incidence due
to failure to detect the organism, failure
to collect specimens at all or failure to
collect specimens prior to
commencement of antibiotic
treatment.!

There were 454 notifications of IPD in
2002, for 243 males (54 per cent) and
201 females. Notification rates were
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highest among children aged less than
two years and the elderly (Figure 34).
Three notifications were for persons
identified as Aboriginal or Torres Strait
Islander, all males aged 17-39 years.
Indigenous status was unknown or not
stated for 64 notifications (14 per cent).

Information on hospitalisation was
know for 420 cases. There were 26
deaths due to IPD reported (CFR 6 per
cent). Of these 93 per cent were
hospitalised. The case fatality rate was
highest among persons aged 65 years
ormore (12 per cent). Notifications
were more frequent in the winter
months (Figure 35).

Pneumonia was the most common
clinical presentation among persons
aged 65 years or more whereas
bacteraemia without a focus of
infection was more common among
children aged less than two years
(Table 35).

Figure 34: Invasive Pneumococcal Disease Notifications per 100,000
Population, by Age Group and Sex, Victoria, 2002
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Table 35: Invasive Pneumococcal Disease Notifications, by Age Group and Clinical Presentation, Victoria, 2002

# CFR Case fatality rate

Number of notifications

contained in, or related to, those in the
23-valent-polysaccharide vaccine
(23vPPV).

Serotyping was available for 376
isolates (83 per cent), three isolates
(0.6 per cent) were not typable. There
were 60 isolates of a known serotype
from children under the age of two
years, 52 (87 per cent) belonged to
serotypes either contained in or related
to those included in the 7-valent
conjugate vaccine (7vPCV). For
persons aged two years and over, there
were 313 isolates of a known serotype
with 303 (97 per cent) being serotypes

Information was obtained on identified
risk factors for 274 notifications (60 per
cent). Of those aged less than 65
years, 62 (19 per cent) were either
immunocompromised or suffering from
a chronic illness for which
pneumococcal vaccination is currently

Figure 35: Invasive Pneumococcal Disease Notifications, by Notification
Month, Victoria, 1 Dec 2000...31 Dec 2002
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recommended. Even though the
notification rate was highest in children
under two years of age and serotyping
showed that 87 per cent of cases in
this age group were of a type included
in/or closely related to those in the
7vPCV, only one child had been
partially vaccinated. Disease in this
child was due to serotype 6B.

There were 34 vaccine failures among
persons vaccinated with the 23vPPV.
Nine of these infections were serotype
14, eight were serotype 23 F, five were
serotype 9V and the remainders were
serotypes 3, 4, 6B, 9N, 17F, 19A and
19F. Twelve vaccine failures occurred
in persons who were
immunocompromised.

IPD is a serious disease primarily
affecting the very young and the
elderly. Two vaccines are currently
available, a 7 valent conjugate vaccine
licensed for use in infants and children
and a 23-valent polysaccharide
pneumococcal vaccine licensed for use
in persons aged two years or more.



Notification data suggest these
vaccines could have prevented the
majority of cases in 2002.

In 2003, the 7-valent conjugate
vaccine was included on the Australian
Standard Vaccination Schedule as a
recommended vaccine for all Australian
children as a three dose series at 2, 4
and 6 months of age. The National
Immunisation Program funds this
vaccine for all Indigenous children up
to the age of two years, and children
up to the age of five years with some
specific medical conditions and
anatomical abnormalities.

In Victoria, the 23-valent
polysaccharide vaccine is available free
of charge to all adults aged 65 years
and over, all Indigenous persons aged
50 years and older, Indigenous persons
aged 15-49 years with certain health
risks, and for all public hospital
outpatients and inpatients at high risk
of complications from influenza.

1. Fedson DS, Anthony J, Scott G. The
burden of pneumococcal disease
among adults in developed and
developing countries: what is and is
not known. Vaccine 1999; 17 Suppl 1:
S11-8.

Measles

For surveillance purposes, measles is
defined as a confirmed case in the
presence of laboratory definitive
evidence or clinical evidence and
epidemiological evidence. A probable
case requires laboratory suggestive
evidence and clinical evidence.
Detailed descriptions of these
categories can be obtained from the
Communicable Diseases Section.

Enhanced measles surveillance has
been conducted in Victoria in
collaboration with the Victorian
Infectious Diseases Reference
Laboratory (VIDRL) since 1997. A
detailed description of this system has
been described elsewhere (see

http:/ /www.health.gov.au/pubhlth/c
di/cdi2302/cdi2302b.pdf).

There were 141 notifications of
measles in 2002, of which 13 met the
surveillance case definition. Laboratory
specimens were obtained for 119 (84
per cent) of the notified cases. Twelve
cases were confirmed on the basis of
laboratory definitive evidence; the
remaining case had a clinically
compatible illness and was
epidemiologically linked to a laboratory
confirmed case.

There were nine females (71 percent)
and four males notified. All but one
were adults aged 19-33 years, and
four were overseas born (United
Kingdom, Bangladesh, Ethiopia and
North-Western Europe). Eleven
persons were residents of the
Melbourne metropolitan regions.
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Of the 13 cases, none reported a
validated history of previous measles
vaccination. Four persons notified
were health care workers. The one
child, a three year old, was a recently
arrived immigrant from Ethiopia who
was unwell prior to departure.

There were four clusters identified
during the year, the index case was
identified in one instance- the infection
was acquired in the United Kingdom.

Enhanced measles surveillance in
Victoria continues to facilitate the early
identification and improved
management of measles clusters in the
community. Repeated outbreaks over
recent years clearly demonstrate that
young adults remain the group at
highest risk of measles infection in
Victoria. MMR vaccine is now available
free of charge to 18 to 37 year olds and
should be encouraged in high-risk
groups such as healthcare workers and
travellers.



Mumps

For surveillance purposes, mumps is
defined as:

The detection of the mumps virus in a
clinical specimen by culture, nucleic
acid or other appropriate test;

or

The detection of mumps specific IgM,
except following immunisation;

or

A significant rise in mumps antibody
level by standard serological assay,
except following immunisation;

or

A clinically compatible illness together
with an epidemiological link to a
laboratory confirmed case. A clinically
compatible illness is defined as
swelling of the parotid or other salivary
glands lasting two days or more
without other apparent cause.

There were 60 people notified with
mumps during 2002, only nine
however met the case definition for
surveillance. Of these, six (67 per cent)
were male and three (33 per cent)
were female. The median age for males
was 39 years (range: 1-56) and 32
years for females (range: 22-37 years).
There was only one child (a sixteen
month old male) notified - the
remainder were for persons aged over
22 years. All cases were laboratory
confirmed.

None of the persons notified had a
validated history of mumps
vaccination.

The system of enhanced surveillance
commenced in July 2001 continued
throughout 2002. A detailed
description of this system was
provided in the 2001 Annual Report.
There were no outbreaks identified.

Prior to enhanced surveillance, all
clinical notifications were counted in
the dataset. Enhanced surveillance has
shown that clinical notifications (based
on parotitis) are not a good indicator of
mumps activity in times of high MMR
coverage. Parotitis is likely to be due to
causes other than mumps. Without
laboratory confirmation, accepting
clinical diagnosis alone as a
notification overestimates the
incidence of mumps.

Pertussis

For surveillance purposes, pertussis
(whooping cough) is defined as:

A cough illness lasting 14 days or more
with one of the following: paroxysms of
coughing; inspiratory “whoop” or post-
tussive vomiting, without other
apparent cause;

or

A cough illness lasting 14 days or more
in a patient with Bordetella pertussis
specific IgA detected in serum;

or

The isolation of Bordetella pertussis
from a clinical specimen;

or

A positive polymerase chain reaction
(PCR) assay for Bordetella pertussis
undertaken in a laboratory with
established expertise in the areg;

or

A cough illness lasting 14 days or more
in a patient who is epidemiologically
linked to a laboratory confirmed case.
A person is considered
epidemiologically linked if he /she had
close contact with a confirmed case
during the incubation period (six to 20
days) and if onset of the cough for the
person was between 30 days before to
30 days after onset of the cough in the
confirmed case.

As not all notifications are followed up,
the Department accepts a notification
of pertussis from a doctor in the

absence of a laboratory report and/or
confirmation of the clinical symptoms.
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infants and children. Waning immunity

A total of 888 notifications for leaves tgenagers ar.wd young aduits
susceptible and a likely source of

pertussis were received in 2002 - a There were no outbreaks identified. ) | i

notification rate of 18 per 100,000 infection for infants. In September
oopulation. Of these, 466 (52 per cent) 20083, the DTPa booster at 18 months
were for females and 80 (9 per cent) Infants too young to be vaccinated are of age Yvas removed from.the'

were aged less than five years. those most at risk for severe disease Australian Standard VaCC|'nat|on
Notification rates were highest in and prevention is dependant on high SChedUl? and replaced with the adult
children aged less than one year (90 vaccination coverage levels in older formulation at 15-17 years of age.

per 100,000), and there were fifty-two
notifications for infants aged six
months or less (Figure 36). There was
one death reported in a six-week-old

. Total []
child who was too young to have been M

. Rate {1+

vaccinated.

Figure 36: Pertussis Notifications and Notification Rates Per 100,000, by Age
Group, Victoria, 2002
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In 2002 there were 80 notifications for
children aged less than 5 years. Figure 37: Pertussis Notifications and Notification Rates Per 100,000, by DHS
Twelve were aged less than two Region, Victoria, 2002
months and therefore ineligible for
vaccination. Forty children were
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pertussis containing vaccine.
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Treatment should not be delayed while
awaiting laboratory confirmation in
suspected cases. Laboratory
confirmation can be problematic but
should be sought where possible. A
nasopharyngeal aspirate is the best
specimen to obtain within 21 days of
cough onset but is likely to be falsely
negative after then or if effective
antimicrobial therapy has commenced.
Serology using B. pertussis specific I1gA
may be falsely negative but a positive
result is highly reliable in the presence
of appropriate symptoms.

Erythromycin should not be given more
than 14 days after first contact with the
infectious case (doses and duration as
for cases). In special circumstances,
such as a high-risk exposure for an
infant contact, antibiotics may be given
within 21 days of first contact with an
infectious case. Antibiotics rarely
prevent secondary transmission and
should be limited to household or
childcare contacts at high risk of
severe complications who have had
direct contact with an infectious case
including:

Infants less than 12 months of age who
have not received three documented
doses of pertussis containing vaccine
(maternal antibodies do not protect
against pertussis);

Any unvaccinated or partially
vaccinated person with chronic cardio-
respiratory illness;

Any women in the last month of
pregnancy.

Rubella

For surveillance purposes, rubella is
defined as:

A generalised maculopapular rash and
fever and an epidemiological link to a
confirmed case and one or more of:

-Arthralgia/arthritis, or
-Lymphadenopathy, or
-Conjunctivitis;

or

Demonstration of rubella specific IgM
antibody, except following
immunisation;

or

A significant rise in rubella antibody
level by any standard serological assay,
except following immunisation;

or

Detection of rubella virus from a
clinical specimen by culture, nucleic
acid test, or other appropriate test.

The system of enhanced surveillance
that was implemented in July 2001
continued throughout 2002. Details of
this system were reported in the 2001
Annual Report.

There were 78 notifications of rubella
received during 2002, of which 15 met
the case definition for surveillance. This
compares to 102 notifications in 2001,
reflecting the impact of obtaining
laboratory confirmation on all cases.
(Figure 38). Of the 15 notifications, 13
(87 per cent) were for males and two
(13 per cent) were for females.

The median age of the males was 24
years (range: 4-43) and the females
were aged 21 and 22 years. There was
only one child (an unvaccinated four
year old Ethiopian male) notified; the
remainder were for persons aged over
20 years. All cases were laboratory
confirmed and no cases of congenital
rubella syndrome were reported.

Figure 38: Rubella Notifications, by Notification Month, Victoria, 1998 to

2002
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Immunisation Coverage in before 12 months of age were included
Victoria. 2002 in the coverage calculation for the

That the majority of true cases of
former age group, and only those

rubella were adult males can be tad i thi

attributed to a selective rubella Jare oee ; thls‘report o basgd o vaccines administered before 24

vaccinstion strategy of adolescent the Australlan Childhood Immunisation months of age were included in the
hooleirls bet 1971 and 1994 Register (ACIR) Coverage Repgrt..The coverage calculation for the latter age

schoolgirls between an ACIR report measured immunisation ou

that left a large cohort of susceptible coverage at 31 December 2002 for group.

males. Measles-mumps-rubella vaccine children aged 12-<15 months and The following tables (Table 36 and 37)

is now available free of charge for all 24-<27 months at 30 September group immunisation coverage by DHS

adults aged 18-37 years old. 2002. Only vaccines administered Region for the two birth cohorts.

Table 36: Immunisation Coverage At 12...<15 Months of Age, by DHS Region,
Victoria, 2002

There were no outbreaks identified in
2002.

Enhanced surveillance has shown that
clinical notifications, especially in
children with high MMR coverage, are
not a good indicator of rubella activity.
The rash iliness is likely to be due to
other causes. Without laboratory
confirmation, accepting clinical
diagnosis alone as a notification over-
estimates the incidence of rubella.

*DTP = three doses of diphtheria-tetanus-pertussis vaccine received.

Table 37: Immunisation Coverage At 24...< 27 Months of Age, by DHS Region,
Victoria, 2002

*DTP = three doses of diphtheria-tetanus-pertussis vaccine received
*MMR = first does of measles-mumps-rubella vaccine received



The key influences on the increase in
coverage of the last year were the
continuation of parent and provider
incentives for immunisation and
submission of data, data cleaning to
reduce duplications and errors in the
data stored on ACIR, and targeted
outreach programs to offer
immunisation to those identified as
truly overdue for missed doses.

In June 2001, the Victorian Government
announced the establishment of
Regional Data Quality Officers to work
with providers at a regional level to
correct any data errors, and ensure
that those children who are truly
overdue for dose(s) are followed up
individually.

In 2002 this program continued with a
stronger collaborative approach
between local government authorities
and general practice divisions. This
program has seen not only the
correction of child records on the ACIR

but the education of providers both in
the public and private sector in respect
to data retrieval from the ACIR and the
ongoing evaluation of all records for the
purpose of child recall processes.

A proxy measure of coverage at school
entry has been the measurement of
immunisation status as recorded on
school entry immunisation certificates,
as required by the Health
(Immunisation) Regulations 1999. Each
year, data are collected via the routine
school census on the presentation of
certificates by children in the
preparatory year at government and
Catholic schools. Coverage reports for
2002 are presented in table 38.

On 19 August 2002 Federal Cabinet
gave approval for conjugate
meningococcal C vaccine to be funded
for all 12-month-old infants and all 15
year old adolescents. It was also

Table 38: Immunisation Coverage at School Entry, Victoria, 2002

*DTP = four doses of diphtheria-tetanus-pertussis vaccine received

announced that the vaccine would be
offered free to all 16 and 17 year olds in
the first full year of the program in
2003.

On 24 November 2002 the Federal
Government announced further
funding for an expanded National
Meningococcal C vaccine program.
The expanded, staged program targets
children and adolescents between one
to 19 years of age. The respective
stages of the program include:

2002/2003
1-5 yearold children

15-19 year old adolescents

2003/2004 and 2004/2005
6-14 year old children

2005/2006

‘catch-up’ for all those above who have
been previously missed

This program commenced on 1 January
2003 in Victoria.

Influenza vaccine is recommended by
the National Health & Medical
Research Council to be given routinely
every year to persons at high risk of the
complications of influenza. This
includes all persons aged 65 years and
over and Aboriginal & Torres Strait
Islanders aged 50 years or older.
Influenza immunisation has been
shown to reduce mortality and be cost-
effective.



There are four separate influenza
programs run in Victoria:

Persons aged 65 and over (funded by
the Commonwealth through the Public
Health Outcomes Funding Agreement);

Indigenous persons aged 50 and over,
and aged 15-49 with risk factors
(funded by the Commonwealth Office
of Aboriginal and Torres Strait Islander
Health);

Victorian hospital program for patients
under 65 with risk factors (funded
through the Winter Emergency Demand
Management Strategy);

Victorian hospital program for direct
care staff (funded through the Winter
Emergency Demand Management
Strategy).

In 2002 the Victorian influenza
coverage level for older persons was
81.4 per cent in comparison to the
Australian average of 77 per cent.
Victoria’s coverage level was the
second highest in Australia.

Again the State Government provided
free influenza vaccine to all public
hospital direct-care staff, and also free
influenza and pneumococcal vaccine
to patients in public hospitals who are
defined as high risk for the
complications of influenza. In 2002,
approximately 50 per cent of direct
care staff were reported as immunised
through this program.

57



Arbovirus Infections

In Australia, there are more than 70
different viruses spread by insects.
Only a few of these viruses are known
to cause illness in humans. The most
commonly reported arbovirus
infections in Victoria are the
alphaviruses (Table 39)-Ross River
Virus disease (RRVd) and Barmah
Forest Virus disease (BFVd). Both
these diseases are endemic
throughout much of the state and are
important because of their frequency
and the disabling rheumatic symptoms
they can cause.

Flavivirus infections include Murray
Valley encephalitis (MVE), Kunjin virus
encephalitis (KUN), Dengue fever (DF)
and Japanese encephalitis (JE). The last
case of MVE reported as acquired in
Victoria was in 1974. Three cases of
KUN have been reported since 1991.
No cases of DF or JE have ever been
reported as acquired in Victoria
although occasionally imported cases
of DF are notified.

Barmah Forest Virus
Disease

For surveillance purposes, Barmah
Forest Virus disease (BFVd) is defined
as:

The demonstration of a four-fold or
greater change in serum antibody titres
between acute and convalescent-
phase serum specimens obtained at
least two weeks apart and preferably
conducted at the same laboratory;

or

The demonstration of specific IgM
antibodies in CSF or acute-phase
serum;

or

The isolation of virus from blood, CSF
or tissue specimens.

As not all BFVd notifications are
followed up, notifications from doctors
for which there are no laboratory
notifications are included in the data
set. Clinicians are however encouraged
to confirm clinical suspicion by
serology.

Table 39: Arbovirus Notifications, by Year and Type, Victoria, 1998...2002

* NFS = Not Further Specified

There were 59 notifications of BFVd in
2002, including three cases notified by
medical practitioners for whom
laboratory confirmation was not
received. There were 29 females and
30 males notified (Figure 39) and the
median age was 49 years (range:

18- 74 years). Forty-seven notifications
(80 per cent) were for Gippsland
residents.

Risk factor information was not
routinely collected.

An outbreak of 42 laboratory confirmed
cases of BFVd linked to the Gippsland
region was detected in February 2002
(Figure 40). Of these, 38 lived in the
Gippsland area, 34 within the East
Gippsland Shire. Four cases resided in
other regions of Victoria, but visited
Gippsland between January and
February 2002. The outbreak was
associated with unusually high
numbers of Ochlerotatus
camptorhynchus mosquitoes. A full
report of the outbreak was published in
Communicable Diseases Intelligence
2002;26:600-604.

Prevention of BFVd is dependent on
the use of personal protective
measures to reduce the risk of
mosquito bites and minimising the
potential for mosquito breeding around
the home.



Figure 39: Barmah Forest Virus Disease Notifications and Notification Rates
per 100,000 Population, by Age Group and Sex, Victoria, 2002
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Ross River Virus Disease

For surveillance purposes, Ross River
Virus disease is defined as:

The demonstration of a four-fold or
greater change in serum antibody titres
between acute and convalescent-
phase serum specimens obtained at
least two weeks apart and preferably
conducted at the same laboratory;

or

The demonstration of specific IgM
antibodies in CSF or acute-phase
serum;

or

The isolation of virus from blood, CSF
or tissue specimens.

As not all RRVd notifications are
followed up, notifications from doctors
for which there are not laboratory
reports are included in the data set.
Clinicians are however encouraged to
confirm clinical suspicion by serology.

There were 33 notifications of RRVd
received, including five notifications by
medical practitioners in which
laboratory confirmation was not
obtained. This was the lowest annual
number of RRVd notifications since
surveillance began in 1991. Twenty-one
persons notified were female and 12
were male. The median age was 47
years (range: 17-79 years). Notification
rates were highest for those aged
55-59 years (Figure 41). There was no
evidence of the usual seasonal
increase over summer and autumn
months (Figure 42).
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Number of notifications

Cases of RRVd were reported from
most parts of Victoria (Gippsland-14,

The majority were however centred on
locations close to major waterways or
high irrigation districts. Excess water

levels caused by either river flooding,

Loddon Mallee-6, Southern metro-3, R T
over irrigation or high tides, coupled

Hume-4, Northern metro-3, Eastern
metro-3). The majority of notifications
from the metropolitan area of
Melbourne were followed up to
ascertain any travel history. All cases
contacted advised of travel outside
Melbourne prior to onset of symptoms.

ideal breeding sites for vector
mosquitoes. Mosquitoes are more

summer months when water
temperatures are ideal for mosquito

Figure 41: Ross River Virus Disease Notifications and Notification Rates per
100,000 Population, by Age Group and Sex, Victoria, 2002
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breeding. Exposure to mosquito bites
during these periods is also higher as
people tend to be outdoors more often
and wear clothing which exposes skin.

No outbreaks were detected.

The significant decline in notifications
in 2002 was observed elsewhere in
Australia and possibly due to the
widespread drought affecting most
regional areas.

Minimising exposures to mosquito
bites is the best prevention method.
Wearing long, loose fitting clothing,
preferably light in colour and using a
suitable mosquito repellent on any
exposed skin will decrease the chance
of being infected with a mosquito-
borne disease. Mosquitoes are most
active at dusk and dawn although there
are some species that are present
throughout the day.



Flavivirus Infections

For surveillance purposes, flavivirus
infection is defined as:

The demonstration of a four-fold or
greater change in serum antibody titres
between acute and convalescent-
phase serum specimens obtained at
least two weeks apart and preferably
conducted at the same laboratory;

or

The demonstration of specific IgM
antibodies in CSF or acute-phase
serum;

or

The isolation of virus from blood, CSF
or tissue specimens.

Specification of virus type is not
actively determined unless the case
history suggests infection was acquired
in Victoria.

There were 13 notifications of Flavivirus
infection in 2002, of which 11 were
identified as Dengue Fever. The
notifications were for six males and five
females with a median age of 26 years
(range 13-62 years).

Overseas travel within the incubation
period was reported for 11 cases
(Table 40). This information was not
available for two cases.

Table 40: Flavivirus Notifications, by
Country of Acquisition, Victoria,
2002

There were no outbreaks or
investigations of any significance.

It is important that people travelling to
endemic areas are aware of the risks
and take appropriate precautions.
Vaccinations are not available except
for Japanese encephalitis, and
preventive measures are the same as
for other mosquito borne diseases.
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Malaria

For surveillance purposes, malaria is
defined as:

The demonstration of malaria parasites
in a blood film;

or

A history of possible exposure in an
endemic area and a clinical response
to appropriate malaria treatment.

A total of 64 notifications of malaria
were received in 2002, compared with
87in 2001. Fifteen notifications were
for females, 49 (77 per cent) were for
males and the median age was 39
years (range: 17-66 years) (Figure 43).
Vivax was the most common type of
malaria notified, accounting for 39
cases (Table 41).

The most common countries where
malaria was acquired were Papua New
Guinea, followed by East Timor and
Indonesia (Table 42). No malaria was
acquired in Australia.

Table 41: Malaria Notifications by
Species, Victoria, 2002
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Number of notifications

Table 42: Malaria Notifications, by
Where Acquired, Victoria, 2002

Malaria prophylaxis of some form was
taken by 31 of the persons notified (47
per cent). Twenty-one (68 per cent) of
these took the prophylaxis regularly,
while 10 took it intermittently.
Information regarding prophylaxis was
not available in nine cases.

Three linked cases of malaria due to
infection with Plasmodium vivax were
notified in November 2002. These
three people were aged 51-59 years
and had recently returned from
volunteer work in a remote area of
Papua New Guinea. All three were
hospitalised. Each had received travel
medicine advice from a different clinic,
which in each case advised
doxycycline as malaria prophylaxis. The
World Health Organization guidelines
recommend mefloquine as the
appropriate drug for this region. Their
five travelling companions, who had
been prescribed combination therapy

Figure 43: Malaria Notifications, by Age Group, Victoria, 2002
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and adhered to preventative measures,
were not infected.

The best prevention is not to be bitten
by mosquitoes. All travellers to tropical
and malarious areas should cover
exposed skin with long sleeves and
long pants. Exposed areas of skin
should be treated with insect
repellents, which contain diethyl-
toluamide (DEET) or picaridin.
Impregnated bed nets and screening of
accommodation are also
recommended.

Travellers should seek reliable advice
regarding medications for malaria
prophylaxis prior to travel. No
prophylaxis is 100 per cent effective;
malaria may still occur and prompt
medical care should be sought if a
fever develops.

Any feverin a returned traveller, even
months after their return, should be
viewed as malaria until two separate
blood films, (preferably collected when
febrile) are examined to exclude the
diagnosis. Despite primaquine
therapy, relapses of vivax malaria
occur. Further testing for malaria
should be undertaken if symptoms
compatible with this disease develop
at a later date.

Up to date information on
recommended anti-malarial
chemoprophylaxis can be obtained
from specialist travel medicine clinics
or the World Health Organization
publication, International Travel and
Health 2002 (available at the website
http://www.who.int/ith/).



Brucellosis

For surveillance purposes, brucellosis
is defined as:

Isolation of Brucella species from a
clinical specimen

OR

Seroconversion for IgG or a fourfold or
greater change in Brucella agglutination
titres or complement fixation titres
between acute and convalescent
phase serum samples at least two
weeks apart (where possible both tests
should be conducted at the same
laboratory).

OR

A single high Brucella agglutination titre
(ie greater than or equal to 128).

There were two notifications of
brucellosis in 2002; both cases were
diagnosed by the isolation of Brucella
melitensis from blood cultures. Those
notified were a 61-year-old male
(confirmed as biotype 1) and a seven-
year-old female (subtyping not done).

Brucellosis is predominantly an
occupational disease of farm and
abattoir workers and veterinarians.
Infection can also occur through the
consumption of unpasteurised soft
cheeses and other dairy products.

The 61-year-old overseas born male
had no known local contact with
animals and travel and food histories
were not available from the family. The
seven-year-old female was a tourist
from Lebanon. Herinfection was
thought to have been acquired prior to
arrival in Australia.

Not applicable.

Brucellosis can be avoided by not
consuming unpasteurised dairy
products. Those in high-risk
occupations should be educated about
the disease and that appropriate
protective measures are required when
exposed to infected animals and/or
carcasses.

Leptospirosis

For surveillance purposes, leptospirosis
is defined as a clinically compatible
illness (fever, chills, headache, myalgia
and conjunctival suffusion) with:

Leptospires isolated from blood, CSF,
or urine;

or

Rising titres on repeat serology during
acute and convalescent phases.

In 2002 there were 17 notifications of
leptospirosis for 16 males and one
female. The median age of persons
notified was 33 years (range 23 to 72
years). L. hardjo was identified in
twelve cases, L. copenhagenii and

L. pomona in one case each and three
were unclassified. Seven people were
hospitalised and there were no deaths.

Leptospirosis is predominantly a
disease associated with the rural areas
(Table 43). Only one person was not a
resident of a rural area: a 29-year-old
male from the Northern Metropolitan
region with L. copenhagenii infection -
he had noticed rat droppings in his
home. Twelve cases occurred in
farmers and meat workers; occupation
was not stated for the remainder.

There were no outbreaks identified.
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Table 43: Leptospirosis Notifications and Notification Rates Per 100,000 Psittacosis
Population by DHS Region, Victoria, 2002

Farmers can minimise the risk of
infection by ensuring stock are
appropriately vaccinated. Vaccines are
currently available for dairy cows,
sheep, goats and deer. Calves over
three months of age and adult cattle
should receive two doses four to six
weeks apart, with annual boosters
thereafter.

Leptospirosis can be difficult to
diagnose and should be considered in
persons from high-risk populations
presenting with meningitis,
encephalitis, or influenza-like illness.

For surveillance purposes, psittacosis
is defined as a clinically consistent
illness, an epidemiological link to birds,
and the following serological criteria:

A fourfold rise in antibody titre against
Chlamydia psittaci as demonstrated by
micro-immunofluorescence (MIF) on
acute and convalescent sera (collected
at least 2 weeks later) tested in
parallel;

or

Detection of C. psittaci by NAT (or
culture) in clinical samples;

or

A single high total antibody level or
detection of IgM antibody to C. psittaci
by MIF;

or

A single high total antibody titre to
Chlamydia species demonstrated by
Complement Fixation (CF) test in at
least one sample obtained at least 2
weeks after onset of symptoms;

or

A fourfold rise in antibody titre against
Chlamydia species as demonstrated by
CF test.

There were 34 notifications of
psittacosis in 2002, a decrease of 51
per cent on 2001, reflecting an
increased specificity of the case
definition. The median age of persons
notified was 56 years (range 29-66
years) and 25 (74 per cent) were male
(Figure 44). Notification rates were



highest for the Eastern Metropolitan
region (1.0 per 100, 000) and
increased over the winter months
(Figure 45). Twenty cases (59 per cent)
were hospitalised for a median of 5
days (range 1-21 days). There were no
deaths directly attributable to
psittacosis reported.

All people notified reported an
exposure to birds either domestic or
wild. No specific occupational group
was more frequently represented.

There were no outbreaks of psittacosis

detected in 2002.

Figure 44: Psittacosis Notifications and Notification Rates per 100,000
Population, by Age Group and Sex, Victoria, 2002
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Mouth-to-beak contact with pet or wild
birds should be avoided and
precautions should be taken to avoid
the inhalation of dust and dried
secretions when handling birds and
cleaning cages and bird feeders.
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Q Fever

For surveillance purposes, Q Fever is
defined as acute or chronic:

Acute disease is defined as a clinically
compatible illness together with:

« a fourfold rise in specific antibodies by
complement fixation (CF) test to phase
Il antigen for Coxiella burnetii in blood
specimens collected 14 days apart;

or

+ A fourfold rise in enzyme linked
immunoabsorbant assay (ELISA) of
antibody to phase | or phase Il Coxiella
burnetii antigen;

or
+ An IgM fluorescent antibody titre of at

least 1:160 during the convalescent
period.

Chronic disease is defined as a
clinically compatible illness (eg.
endocarditis) together with:

A high complement fixation IgG or IgA
titres to Coxiella burnetii phase |
antigen;

or

Isolation of Coxiella burnetii in a clinical
specimen.

In 2002 there were 83 notifications of
acute Q Fever, 79 for Victorian
residents and a further four for
residents of New South Wales
diagnosed in Victoria. The median age
of persons notified was 34 years (range
16 to 78 years), and 73 (86 per cent)
were males. Sixteen persons were
admitted to hospital for their acute
illness. The median length of hospital
stay was four days (range 1 to 14 days)
and there were no deaths reported.

Q Feveris predominantly a disease
associated with abattoirs and farming,
and this is reflected in the areas where
those notified lived (Figure 46), and

Figure 46: Q Fever Notifications and Notification Rates Per 100,000

Population by DHS Region, Victoria, 2002
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their occupations (Table 44). Although
vaccine failures are known to occur
rarely there were no cases of Q feverin
vaccinated individuals reported.

An outbreak of Q Fever linked to
exposure at an abattoir in south-
western Victoria was identified in June
2002. Mass screening of the workforce
had occurred in 2001, however the
abattoir had subsequently taken on a
large number of new employees and
was receiving increased numbers of
animals from Q fever endemic areas of
New South Wales. A further mass
screening was undertaken and a total
of 28 cases were detected. There were
no reports of illness in previously
vaccinated workers.

Q fever vaccination is recommended
for all abattoir workers, maintenance
workers (such as engineers and
plumbers) and truck drivers who visit
abattoirs. About 20 per cent of people
who acquire acute Q fever will develop
a post Q fever fatigue syndrome or
have long-term consequences of their
disease, which may produce recurring
symptoms for years. It can also prove
costly for the abattoir through work
cover claims.

The National Q Fever programme,
commenced in 2001, continued
throughout 2002. The programme
includes vaccination of persons in
high-risk occupations and training of
doctors in screening and vaccination
procedures. During 2002 a total of
21,062 persons were screened, 19,594
vaccinated and 240 people found to be



positive for prior infection at the time of
testing. Across Victoria, the
programme has now trained over 350
immunisation providers.

Table 44: Q Fever Notifications by Occupation, Victoria, 2002
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Appendix 1: DHS Region by Local Government Area, Victoria.
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Appendix 2: Supplementary Data ... Sexually Transmissible Infections, Victoria, 2002

Table 45: Deaths Following AIDS Diagnosis, by Sex, Victoria, 1983...2002

1 Total includes nine people whose sex was reported as transgender

Table 46: Clinical Presentation at HIV diagnosis, Victoria, 1994- 2002

# Collected since 1994
1 Includes five people whose sex was reported as transgender and one person whose sex was unknown
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Table 47: HIV diagnoses by Sex and Reason for Testing, Victoria, 2002

1 Total includes two people whose sex was reported as transgender

Table 48: HIV diagnoses by Exposure Category and Probable Place Infection Acquired, Victoria, 2002

1 Total includes two people whose sex was reported as transgender
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Table 49: HIV Diagnoses in Injecting Drug Users, by Region of Birth and Sex, Victoria, 1999-2002

Table 50: Diagnoses of newly acquired HIV infection by year, HIV exposure category and sex, Victoria, 1983 to 2002

1 Total includes one individual whose sex was reported as transgender
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Table 51: Diagnoses of HIV by Time since Last Negative Test or Seroconversion lliness and Exposure Category,
Victoria, 2002

1 Includes two individuals whose sex was reported as transgender

Table 52: Total HIV tests performed and HIV rate per 100,000 tests by year, 1994 to 2002

11994 to 2001 Data Source: National Reference Laboratory - published in “National Centre in HIV Epidemiology and Clinical Research. HIV/AIDS, Hepatitis C and Sexually
Transmissible Infections in Australia Annual Surveillance Report 2000”
2 2002 Data Source: National Reference Laboratory: unpublished data
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