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Introduction 

In Australia, although the surveillance and prevention 
of communicable diseases is largely the legislative 
responsibility of the states and territories, a nation- 
ally consistent approach to communicable disease 
management is obviously desirable. This report 
aims to highlight the communicable disease chal- 
lenges that Australia faces, and the integral role the 
Communicable Diseases Network Australia (CDNA) 
plays in providing a cohesive national response to 
these threats. 

The report describes the activities of the CDNA 
in 2005. Section two provides some background 
to the Network and section three outlines the sig- 
nificant changes to the National Notifiable Diseases 
Surveillance System (NNDSS) and the notable com- 
municable disease activity for 2005. Section four 
gives examples of other important work that CDNA 
did in 2005, including its response to particular 
disease outbreaks and important policy questions, 
and also outlines some projects that are of strategic 
importance to CDNA, without CDNA being integrally 
involved in them. The achievements and challenges 
of CDNA’s working groups and subcommittees in 
2005 are highlighted in section five. 

The varied and complex work of the Network is evi- 
dent from this report, as is the increasing demand 
for CDNA’s contributions to communicable disease 
policy. With the emergence of new infections, the 
threat of antimicrobial resistance and bio-terrorism, 
climate change and the re-emergence of infections 
previously thought to be well controlled, communi- 
cable disease has become one of the highest public 
health priorities both in Australia and overseas. 
Although vaccination has reduced the morbidity 
and mortality associated with many diseases, the 
epidemiology of these diseases and their vaccina- 
tion coverage require enhanced monitoring, and 
intensified control efforts are required in the disease 
elimination phases. CDNA’s involvement extends to 
the international sphere, for example, advising on 
refugee pre-departure assessments for malaria. 

About the Communicable Diseases 
Network Australia 

Introduction 

In 1989, as part of a joint initiative of the National 
Health and Medical Research Council and the Aust- 
ralian Health Ministers’ Advisory Council (AHMAC), 
the Communicable Diseases Control Network was 
established. This network is now known as the 
Communicable Diseases Australia Network. 

CDNA reports to the AHMAC, formerly through 
the National Public Health Partnership (NPHP). 
On 30June 2006, the NPHP was restructured into 
two committees, the Australian Health Protection 
Committee (AHPC) and the Australian Health 
Development Committee. CDNA is now a subcom- 
mittee of the AHPC. 

Objectives 

The CDNA vision statement outlines the role of the 
network: 

‘The Communicable Diseases Network Aust- 
ralia will provide national public health lead- 
ership and co-ordination on communicable 
disease surveillance, prevention and control, 
and offer strategic advice to governments and 
other key bodies on public health actions to 
minimise the impact of communicable diseases 
in Australia and the region’ (CDNA, 2005). 

CDNA’s key objectives are to: 

• promote best practice prevention and manage- 
ment of communicable diseases;

• develop and coordinate national surveillance
programs for communicable diseases;

• develop policy and to provide policy advice on
the control of communicable diseases;

• support and strengthen training and capacity
building in the communicable disease field;
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• provide a resource for the investigation and con- 
trol of outbreaks of communicable disease; and

• liaise with and support other communicable dis- 
ease control agencies and programs in the region.

Representation 

The Network includes representatives from the 
Australian Government, state and territory govern- 
ments, key organisations in the communicable 
diseases field, representatives from New Zealand 
and the Secretariat of the Pacific Community (as 
observer members) and other individuals with rel- 
evant experience. 

Network meetings 

CDNA conducts fortnightly teleconferences to share 
and evaluate the latest developments in commu- 
nicable disease surveillance and holds additional 
teleconferences, as required, to obtain specialist 
assistance and coordinate actions when outbreaks 
or potential outbreaks occur. 

Subcommittees and working groups 

Increasingly, CDNA receives requests to provide 
comment on national policies or surveillance and 
control issues that have national implications, and 
issues public statements when appropriate. 

To ensure this capability, CDNA utilises the skills 
and expertise of a wide network of people through 
the formation of subcommittees and working groups 
that produce policies, practice guidelines and other 
outputs. The achievements of these committees and 
working groups in 2005 are presented in section five 
of this report. 

Highlights from the National Notifiable 
Diseases Surveillance System 

In 2005, there were significant improvements in 
the NNDSS. Most states and territories began daily 
transmission of data to NNDSS through the Data 
Acquisition System (DAS), whilst the remainder 
transmitted data three times per week. DAS is an 
automated system which provides a quality check 
on all incoming data. 

• In addition, the National Surveillance Commit- 
tee (NSC), a subcommittee of CDNA, worked
towards obtaining complete and consistent
reporting of data through NNDSS. During 2005
the completeness and quality of data improved,
particularly in the reporting of influenza type and
meningococcal serogroups. The improvement in
the timeliness and completeness of NNDSS data
has enabled CDNA to review national data each

fortnight at CDNA teleconferences since Janu- 
ary 2005. (See also the report from the NSC on 
page 312). 

In 2005, NNDSS reported on 61 diseases and 
conditions. Only three diseases were not notifi- 
able in all jurisdictions—campylobacteriosis (New 
South Wales), incident hepatitis C (Queensland) 
and in South Australia influenza was not notifiable, 
although reports were made to NNDSS. Syphilis 
notifications were reported by all jurisdictions in 
two categories—less than two years duration and 
greater than two years or unknown duration. The 
bioterrorist agents, tularaemia and smallpox, were 
made notifiable in all jurisdictions and added to the 
NNDSS. A list of the diseases that are currently 
nationally notifiable can be found on the Australian 
Government Department of Health and Ageing’s 
(DoHA) website at: http://www.health.gov.au/ 
internet/wcms/publishing.nsf/Content/cda-surveil- 
nndss-casedefs-distype.htm 

The major disease activities detected by NNDSS in 
2005 were increases in Chlamydia and gonococcal 
infections, continuing a trend evident for some 
years. There were high rates of pertussis in New 
South Wales and an increase in notifications of 
cholera, and hepatitis E acquired overseas. Analysis 
of NNDSS data also demonstrated a decline in 
notifications of meningococcal C disease, following 
the introduction of a meningococcal C vaccination 
program in January 2003. 

Enhanced (or additional) data collections in NNDSS 
for tuberculosis and invasive pneumococcal disease 
continued in 2005. Most states and territories were 
able to send enhanced data on these two diseases 
directly to NNDSS by the end of 2005. The report- 
ing and analysis of these data were improved by 
greater data timeliness and consistency. During 
2005, CDNA approved, in principle, the collection 
of enhanced data on three sexually transmitted 
infections: gonococcal infections, syphilis (of less 
than 2 years duration) and donovanosis. Enhanced 
surveillance data collection on meningococcal infec- 
tions has also been proposed for 2006. 

The DoHA website provides access to NNDSS data 
via a set of user defined queries which allow aggre- 
gated data to be viewed by disease, state and time 
period. 

Selected challenges 

The following section gives examples, listed in alpha- 
betical order, of the issues that CDNA dealt with in 
2005, outside of its subcommittees and working 
groups. Some of the topics are CDNA’s core busi- 
ness (for example, responding to changes in the 
epidemiology of pertussis and developing policy for 
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the management of health care workers infected with 
bloodborne viruses). Others are mentioned because 
the topics themselves are of strategic importance to 
CDNA even though CDNA may only be involved on 
the periphery (for example, antimicrobial resistance 
and the Biosecurity Surveillance System). 

Antimicrobial resistance 

The Joint Expert Technical Advisory Committee on 
Antibiotic Resistance (JETACAR) was established 
by the then Minister for Health and Aged Care, the 
Hon. Dr Michael Wooldridge and the then Minister 
for Primary Industries and Energy, the Hon. John 
Anderson MP, in April 1998. The JETACAR report, 
The use of antibiotics in food-producing animals: 
antibiotic-resistant bacteria in animals and humans1 

(1999) was presented to the Ministers in September 
1999. The JETACAR report itself proposed an anti- 
biotic resistance management program encompass- 
ing human and animal use of antibiotics. 

Progress has been made in addressing the recom- 
mendations of the JETACAR report. Major areas 
of concern continue to include: healthcare associ- 
ated infections caused by bacteria such as ‘golden 
staph’ (usually methicillin resistant Staphylococcus 
aureus), vancomycin resistant enterococci and 
multi-resistant gram negative organisms such as 
Acinetobacter species; community acquired infec- 
tions with resistant organisms; the use of antibiotics 
in animals, particularly in stock feeds; and the pos- 
sibility of resistant bacteria being transmitted from 
animals to humans, and contributing to resistant 
infections in humans. 

CDNA and the Public Health Laboratory Network 
(PHLN) have continued to provide advice and feed- 
back on antimicrobial resistance activities to the 
DoHA. CDNA and PHLN are also represented on 
antimicrobial resistance related committees such 
as the Expert Advisory Group on Antimicrobial 
Resistance, and via these channels, maintain a 
watching brief on this important issue. 

Avian and pandemic influenza 

The increasing number overseas of human cases 
of highly pathogenic avian influenza (H5N1) since 
December 2004 and the threat of an influenza pandemic 
has prompted the Australian Government to ensure 
effective planning and response at a national level. 

The CDNA has been providing specific policy advice 
to the Australian Government relating to planning 
and response processes, which includes manage- 
ment of human cases of avian influenza. CDNA has 
been working closely with the National Influenza 
Pandemic Action Committee (NIPAC) and the then 
Australian Health Disaster Management Policy 

Committee (AHDMPC) and has contributed to the 
development of the Australian Management Plan for 
Pandemic Influenza – June 2005.2 Together, these 
groups provide comprehensive national leadership 
and international linkage for the coordination of plan- 
ning and response to an influenza pandemic. 

CDNA has specifically assisted in the following areas: 

• epidemiological and disease control advice to
the Australian Government Chief Medical Officer,
NIPAC and the AHDMPC for the management
and containment of avian influenza to prevent a
pandemic;

• advice on methods, definitions and protocols for
national surveillance of human cases of avian
influenza and contacts of cases;

• advice on situational management according to
global and Australian phasing, and assistance
with the development of public health protocols
and guidelines to address the situation; and

• liaison with other networks such as the Public
Health Laboratory Network and infectious dis- 
eases sectors of Australia to ensure appropriate
clinical guidelines are in place for timely investi- 
gation and management of suspected and con- 
firmed cases.

The CDNA provides an operational resource for the 
investigation and control of suspected and confirmed 
cases of avian influenza and potential outbreaks of 
pandemic influenza in Australia. 

In late 2005, the CDNA also participated in Exercise 
Eleusis. This national exercise simulated an out- 
break of avian influenza and evaluated the industry 
and government’s national capability to manage a 
zoonotic disease outbreak. 

Biosecurity Surveillance System 

In the 2004–05 Budget, the DoHA received funding 
to improve national communicable disease surveil- 
lance through the development and implementation 
of the following information technology systems, 
which together, make up the Biosecurity Surveillance 
System (BSS): 

• a secure Outbreak Case Reporting System (OCRS);

• improvements to the NNDSS;

• development of a Sentinel GP Surveillance Sys- 
tem; and

• a secure communication system.
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In December 2005, the Australian Government pro- 
vided additional funding for the development of the 
Syndromic Surveillance System (SSS). The SSS 
is intended to strengthen national surveillance and 
provide early warning of an influenza pandemic in 
Australia. The SSS will build on the infrastructure 
and protocols developed for the BSS. 

Analysis and design of the surveillance systems 
commenced in 2005. The interim OCRS, NetEpi, 
was enhanced and trialled by OzFoodNet and the 
Jurisdictional Executive Group of CDNA, and subse- 
quently implemented in July 2005. NetEpi continues 
to be used by OzFoodNet and is available for use by 
jurisdictions and the DoHA National Incident Room. 

The Health Alert Network, the ‘in-confidence’ net- 
work allowing communication and collaboration 
amongst the health surveillance community, is being 
designed and built in-house and is due for imple- 
mentation in 2006. 

Jurisdictions and CDNA are represented on a num- 
ber of BSS Special Interest Groups (SIG) such as 
the Laboratory eNotification and Data and Coding 
Standards SIG and the Cluster and Outbreak Detec- 
tion SIG. Both of these SIGs conducted meetings in 
2005. The Cluster and Outbreak Detection SIG met 
with disease surveillance algorithm researchers from 
the Centre of Epidemiology and Research (New 
South Wales Health), the Centre for Mathematical 
and Information Systems (Commonwealth Scientific 
and Industrial Research Organisation), and the Aust- 
ralian Biosecurity Cooperative Research Centre. 

General information about the BSS is available 
on the DoHA website at: http://www.health.gov. 
au/internet/wcms/publishing.nsf/content/biosecurity 
%20surveillance%20system-1 

Bloodborne virus infection in health care 
workers 

On 22 September 2005, the Guidelines for Managing 
the Issues of Blood-Borne Virus Infection In Health 
Care Workers3 was endorsed by CDNA. 

With this endorsement, CDNA adopts the same 
rights-based, minimum compulsion approach to the 
problem of health care workers infected with HIV, 
hepatitis B or hepatitis C that has proved so suc- 
cessful in the containment of the general HIV epi- 
demic since the mid-1980s. The document identifies 
and supports the equal rights for health workers to 
privacy as their infected patients. 

The Guidelines for Managing the Issues of Blood- 
Borne Virus Infection In Health Care Workers con- 
tains the following recommendations: 

• Where restriction of a health care worker’s prac- 
tice may be necessary, psychological, financial
and other support must be provided to encourage
self-presentation to a physician with the neces- 
sary knowledge and experience in the field. Also,
physicians managing such health care workers
should be able to seek the advice of a jurisdic- 
tional expert advisory panel. Rather than instat- 
ing specific discriminatory regulations, including
compulsory testing, responsible behaviour by
both infected health care workers and their treat- 
ing physicians, to ensure patient safety, can be
enforced through the ordinary legal penalties for
unprofessional behaviour that already exist in all
the jurisdictions.

• With one exception, the restrictions that should
be placed on the practice of a health care worker
infected with a bloodborne virus, should depend
on the real risk of transmission and should be tai- 
lored to each individual case. The relevant risks
include the worker’s level of viraemia, the nature
of the practice (namely whether it involves expo- 
sure prone procedures and how invasive they
are) and the worker’s experience. The exception
is HIV infection, which should, at present, be an
absolute criterion for exclusion from perform- 
ing exposure prone procedures, even though
the likelihood of transmission from a health care
worker with low or undetectable virus during
an exposure prone procedure is most probably
close to zero.

• It is strongly recommended that anyone entering
into any undergraduate or postgraduate train- 
ing, which involves exposure prone procedures,
should be aware of their bloodborne virus status
and seek professional advice if infected since it
is recognised that training is a high risk time for
transmission.

• It is essential to ensure the involvement of the rel- 
evant jurisdictional registration boards, in order
to provide consistent management of infected
health care workers.

Dengue 

Outbreaks 

Two outbreaks of dengue occurred in 2005, both of 
dengue type 4. The first occurred in the Torres Strait 
and involved 56 confirmed cases and the second in 
Townsville, resulting in 18 confirmed cases. 

The Torres Strait outbreak, affecting Thursday, 
Darnley and Murray Islands, was controlled using 
the Dengue Fever Management Plan 2005–20104

(DFMP) developed the previous year. This required 
the rapid mobilisation of a large ‘dengue interven- 
tion force’ (comprising 20 health staff sourced from 
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Queensland Health’s Tropical Public Health Unit 
Network (TPHUN) and Torres Strait) for a two week 
period. Important factors contributing to the success 
of this operation included: 

• increased levels of awareness and cooperation
of residents and other government agencies;

• the Queensland Health funded campaign to
remove rubbish that may act as mosquito breed- 
ing sites on Thursday Island in 2004; and

• comprehensive repair of screening on rainwater
tanks on Thursday Island in 2004.

The Dengue Fever Management Plan 2005–2010 

The DFMP was revised and distributed by Queens- 
land Health to guide and coordinate the manage- 
ment of dengue fever by local and state government 
in north Queensland. 

The DFMP focuses on three central components of 
dengue management: disease surveillance; mos- 
quito control and surveillance; and education. 

There are three levels of dengue activity: 

• ongoing prevention: where there is no current
dengue activity in the zone;

• response to sporadic cases: where there is
no current dengue activity in the zone, but the
TPHUN is notified of an imported case of dengue
or a possible locally-acquired case; and

• outbreak response: where one or more locally- 
acquired cases occurs concurrently in the zone.

The DFMP also outlines ongoing research into 
dengue transmission and control. The DFMP is 
available on the Queensland Health website at: 
http://www.health.qld.gov.au/dengue/managing_ 
outbreaks/default.asp or the Dengue in North 
Queensland website at: http://www.health.qld.gov. 
au/dengue/default.asp 

Dengue prevention campaign 

In June 2005, Queensland Health’s TPHUN devel- 
oped a new dengue fever prevention campaign, 
after a survey revealed only one-third of Townsville 
and Cairns residents took steps to get rid of dengue 
mosquito breeding sites. The ‘Stop mozzies breed- 
ing’ awareness campaign features posters, post 
cards, brochures, bin stickers and fridge magnets. 

Dengue and CDNA 

The CDNA contributes to dengue control primarily 
through advice from the National Arbovirus and 
Malaria Advisory  Committee  (NAMAC).  During 

2005, NAMAC was involved in the Aedes albopictus 
delimiting survey and subsequent surveillance and 
control activities in the Torres Strait and the Tennant 
Creek Aedes aegypti eradication program. The 
possible spread or introduction of Aedes aegypti 
from its present distribution in Queensland is being 
closely monitored. Although the Aedes albopictus 
mosquito is not as good a vector as Aedes aegypti, 
the prevention of the introduction and establishment 
of Aedes albopictus remains a high priority because 
this mosquito has the potential to spread widely over 
Australia, including southern areas (see report from 
the NAMAC on page 310). 

Gastrointestinal and foodborne diseases 

Foodborne disease is an important part of the CDNA’s 
work, as contaminated food often causes multi-state 
outbreaks and requires a coordinated response. 
OzFoodNet—Australia’s system for enhanced food- 
borne disease surveillance—and Food Standards 
Australia New Zealand are both members of CDNA. 
In addition, all states and territories have responsibil- 
ity for investigating and controlling foodborne and 
gastrointestinal diseases. 

Each fortnight at their teleconference, the CDNA 
reviews notifications of potentially foodborne diseases 
to the NNDSS and reports of outbreaks in jurisdictions. 
This allows CDNA to monitor the status of foodborne 
diseases and detect multi-state outbreaks. OzFoodNet 
conducted several multi-state outbreak investiga- 
tions during 2005, under the auspices of CDNA. 
These included outbreaks of Salmonella Hvittingfoss, 
Salmonella Havana, Salmonella Typhimurium 44, and 
Salmonella Typhimurium 135a. 

CDNA considered papers on food safety and 
foodborne illness, including illness associated with 
chicken meat and eggs, and efforts to improve 
national outbreak coordination. At the CDNA 2005 
Communicable Disease Control conference two 
sessions on foodborne and enteric diseases high- 
lighted the work that states and territories conduct 
through CDNA. 

The recent Exercise Eleusis on avian influenza 
involved CDNA and touched on many food-related 
issues. CDNA made use of the membership of 
Food Standards Australia New Zealand to prepare 
advice relating to consumption of egg and poultry 
products. 

Investigation into an outbreak of desquamating 
rash among clients in treatment for opioid 
dependence 

In late 2004, the NSW Health Department received 
several reports of a desquamating rash among cli- 
ents of the methadone program. In response, NSW 
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Health, in collaboration with the CDNA, initiated a 
series of investigations to identify the likely cause, 
including active surveillance for cases, a survey of 
dosing points and a case control study. 

Over 380 cases were identified across Australia, 
largely in New South Wales. Almost all cases were 
identified among clients prescribed one form of 
methadone. No abnormality or contaminant was 
identified on testing suspected batches of metha- 
done. While the exact cause of the outbreak could 
not be determined, batches of methadone tempo- 
rally associated with the outbreak were quarantined 
from use, and the outbreak subsided. 

This investigation highlighted the importance of 
a coordinated approach to the investigation and 
response to national disease outbreaks. 

Pertussis 

Background 

Pertussis was first notifiable in South Australia in 
1909 and in most jurisdictions from the early 1930s. 
National compilation of pertussis data ceased in 
1949 and did not recommence until 1979.5 The cur- 
rent case definition allows for reporting of both labo- 
ratory-confirmed cases and clinical cases (with or 
without an epidemiologic link), although the majority 
of cases are laboratory-confirmed only.6

Diphtheria-tetanus-pertussis vaccine was intro- 
duced in 1953 and childhood immunisation pro- 
grams have included pertussis vaccine since that 
time. Pertussis is a cyclic disease. Epidemics occur 
every 3–5 years, although rates of notifications in 
current peak periods correspond with the troughs of 
pre-immunisation days. In 2004, Western Australia 
experienced an outbreak of pertussis in which 
notification rates slightly exceeded 100 cases per 
100,000 population. In 2005, the cyclic epidemic 
affected South Australia (95.1/100,000), New South 
Wales (86.6/100,000) and the Australian Capital 
Territory (96.3/100,000).6

Control strategies 

In the early to mid-1990s, a National Pertussis 
Working Party was convened to develop strategies 
to control pertussis in Australia. The Guidelines for 
the control of pertussis in Australia8 were developed 
and became an authoritative document on notifica- 
tion, investigation, case management and public 
health management of pertussis. 

Whilst information contained in the Guidelines is 
no longer current, the practice of supporting vac- 
cination programs, appropriate case management, 
chemoprophylaxis for defined contacts and other 

outbreak control measures remains a priority of 
CDNA. The objective of public health management 
of pertussis is to reduce outbreaks of disease and 
reduce morbidity and mortality, especially in infants 
who are at high risk of severe disease and adverse 
outcomes. Priorities for management of pertussis are 
also now contained in The Australian Immunisation 
Handbook.9 Public health authorities in most jurisdic- 
tions have inadequate resources to investigate all 
notifications of pertussis, but follow regularly reviewed 
practices in an aim to identify high risk contacts and 
identify and manage potential outbreaks. CDNA is 
also a focal point for scrutinising responses to the 
cyclical epidemic, and to provide support to general 
and specific outbreak control measures, such as 
those implemented during 2005. 

Vaccination 

Since 1999, the funded childhood schedule has 
included an acellular pertussis vaccine that is 
considerably less reactogenic than its whole-cell 
predecessor. In January 2004, the 15-year-old diph- 
theria-tetanus (dT) booster was replaced by dTpa, 
which includes an acellular pertussis component. It 
is anticipated that increasing uptake of this booster 
will reduce transmission of pertussis by reducing 
disease in adolescents and young adults, who 
are recognised as a significant reservoir of infec- 
tion. This vaccine is also recommended for adults 
who have contact with infants and young children 
– including parents, carers and child care workers.
CDNA continuously advocates and promotes uptake
of this vaccine among these groups.

Challenges 

Aspects of pertussis control remain a challenge. 
Members of the CDNA have in recent years con- 
ducted research to improve the efficiency of pertussis 
investigation and follow-up. During outbreaks, 
information alerts to clinicians and settings such as 
child care have been shown to increase detection 
of disease during the infectious period, enhancing 
the window of opportunity to identify and manage 
vulnerable contacts.10

Highlights from the subcommittees and 
working groups 

The following section describes the achievements 
and challenges of CDNA’s working groups and sub- 
committees in 2005, in alphabetical order. 
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Case Definitions Working Group 

Background 

The Case Definitions Working Group was convened 
in 2001 to revise or develop standard surveillance 
case definitions for all nationally notifiable diseases 
for reporting to the DoHA. The Working Group com- 
prises members representing all states and territo- 
ries, the DoHA, the PHLN, OzFoodNet, the National 
Centre in HIV Epidemiology and Clinical Research 
(NCHECR), the National Centre for Immunisation 
Research and Surveillance of Vaccine Preventable 
Diseases (NCIRS) and other communicable disease 
experts. Laboratory definitions previously developed 
by the PHLN formed the basis for the Surveillance 
Case Definitions, with clinical and epidemiological 
elements added, as appropriate. 

Major activities 

At the beginning of 2005 the Working Group was 
presented with 17 case definitions for which review 
had been requested. The definitions for review were: 

• Chlamydia;

• cholera;

• Creutzfeldt-Jakob disease – classical (cCJD);

• Creutzfeldt-Jakob disease – variant (vCJD);

• hepatitis E;

• human immunodeficiency virus (HIV) – newly
acquired;

• HIV – unspecified;

• influenza;

• Japanese encephalitis virus infection;

• Kunjin virus infection;

• meningococcal – invasive disease;

• pertussis;

• severe acute respiratory syndrome (SARS);

• syphilis – infectious (primary, secondary, and
early latent), less than 2 years duration;

• syphilis – more than 2 years duration;

• syphilis – congenital; and

• tularaemia.

The Working Group met three times, by teleconfer- 
ence, through 2005 and has submitted to CDNA 
final recommendations on all but three definitions 
from the review list. The recommended changes are 
unlikely to have a significant impact on the number 
of cases notified. 

Case definitions still under review include cCJD, 
vCJD and SARS. 

Communicable Disease Control Conference 
Organising Committee 

The 2005 Communicable Diseases Control 
Conference, convened by the CDNA and the PHLN 
was held at the Convention Centre, Sydney on 
2–3 May 2005. Because effective disease control 
and prevention demands close collaboration among 
experts in many different fields, and the conference 
aimed to bring these people together, the theme 
was Piecing Together the Jigsaw. 

Dr John Watson from the United Kingdom Health 
Protection Agency and Dr David Butler from the 
Canadian Public Health Agency were among the key- 
note speakers. Along with presentations (both oral and 
poster) from those who submitted abstracts, panel dis- 
cussions were held on ‘Avian influenza’, ‘Current and 
future challenges and opportunities in communicable 
diseases control in Australia’ and ‘Public health issues 
from the Asian tsunami disaster’. 

The conference was a great success with the high- 
lights being the oral presentations and keynote 
speakers. 

Improving Indigenous Identification in 
Communicable Diseases Reporting Project 
Working Group 

Background 

In late 2004, the DoHA received a report titled 
Improving Indigenous Identification in Communicable 
Diseases Reporting.11 The CDNA was requested to 
provide input to the DoHA response and consequently 
established the Improving Indigenous Identification in 
Communicable Diseases Reporting Project (IIICDRP) 
Working Group to prepare a written report. 

Improving the quality of Indigenous identification in 
communicable disease reporting will make a con- 
tribution to better health for Aboriginal and Torres 
Strait Islander peoples. Benefits identified arise 
from improved data collection leading to enhanced 
quality data and a clearer picture and understanding 
of communicable diseases in Aboriginal and Torres 
Strait Islander populations. This enables appropriate 
actions to address the identified issues and allows 
the measurement of change over time. One of the 
major contextual challenges to these identified 
benefits, especially for Indigenous people with com- 
municable diseases, is diagnosis and data capture 
at the outset. Improving Indigenous Identification in 
Communicable Diseases Reporting aims to provide 
some insight into how Indigenous identification can 
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be improved in communicable disease reporting 
and recommends a number of short, medium and 
longer term strategies. 

Standardising the process of collecting and report- 
ing Indigenous identification for all communicable 
diseases in all jurisdictions is the highest order 
recommendation made in the report. 

Major activities 

The IIICDRP Working Group will focus primarily on 
those recommendations which will be implemented 
by jurisdictions. The aim of the working group is to 
categorise the recommendations into those that: 

• are able to be implemented immediately without
the need for further funding;

• could be implemented with further funding; and

• are not feasible for implementation by jurisdic- 
tional health authorities.

The Working Group expects to have a written report 
for the CDNA’s endorsement finalised in 2006. This 
report will provide an analysis of the recommenda- 
tions in the original discussion paper and focuses 
on key recommendations which are likely to lead to 
maximum improvements in the Indigenous notifica- 
tion system. 

Infection Control Guidelines Working Group 

Background 

The Infection Control Guidelines Working Group 
was established to review components of the 
Infection Control Guidelines for the Prevention of 
Transmission of Infectious Diseases in the Health 
Care Setting12 (ICGs) relating to CJD (Chapter 31 
and Appendix 9) and the section on autoclaving of 
asthma spacers (Section 17.6.2 and 17.6.3). The 
Working Group is comprised of national experts from 
the fields of clinical infectious diseases, health care 
associated infection prevention and control units, 
infection management services, with representation 
from the Australian National CJD Registry and CJD 
Incident Panel, state and territory governments and 
the DoHA. 

Major activities 

The Working Group conducted two face-to-face 
meetings in 2005, which achieved the following 
outcomes. 

1. An approach to the review of the CJD compo- 
nents of the ICGs was established, including;

• major revision of the CJD chapter to exclude
non-essential information;

• consolidation of the CJD components into a
single chapter;

• inclusion of evidence for recommendations
made in the guidelines;

• development of risk levels arising from pos- 
sible exposure to CJD;

• inclusion of risk assessment tools and action
items for practitioners to use in the health
care settings; and

• recommendations on the infectivity of the tis- 
sues from the anterior eye.

2. Following consultation with the Therapeutic
Goods Administration, advice was provided to
the National Asthma Council regarding reproc- 
essing of single patient use spacers.

The following activities are planned for the 2006: 

• link the revised cCJD infection control docu- 
ment to separate infection control guidelines
for vCJD;

• seek input from dentists and maxillofacial
surgeons with regards to procedures consid- 
ered high risk in their profession and infection
control;

• consider management practices for surgical
instruments used during and after the diag- 
nostic and therapeutic procedures;

• agree on a clearance process for the updated
chapter on cCJD; and

• develop timetable for the revision of the
remaining ICG chapters.

Inter-Governmental Committee on HIV/AIDS, 
Hepatitis C and Related Diseases 

Background 

The Inter-Governmental Committee on HIV/AIDS, 
Hepatitis C and Related Diseases (IGCAHRD) is the 
key advisory body to the NPHP, through the CDNA, 
on policy and program issues and activities related to 
the response to HIV/AIDS, hepatitis C and sexually 
transmissible infections (STIs). The committee com- 
prises representatives from all states and territories, 
the DoHA, and community-based organisations which 
represent people affected by HIV, hepatitis C and 
STIs. Three subcommittees, which aim to improve 
data standardisation nationally and develop methods 
to improve national surveillance for HIV, viral hepatitis 
and STIs, also report to IGCAHRD. 
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Major activities 

During 2005, the IGCAHRD was involved in the 
development and endorsement of the National HIV/ 
AIDS, STI and Hepatitis C Strategies 2005–200813–15 

and the National Aboriginal and Torres Straits 
Islander Sexual Health and Blood-Borne Virus 
Strategy 2005–2008.16 All four of these strategies 
were officially launched by the Minister for Health 
and Ageing in 2005. Subsequent to the strategy 
launches, the IGCAHRD played a key role in the 
development and endorsement of Implementation 
Plans for each of the strategies. 

During 2005, representatives of the IGCAHRD were 
also involved in the following activities: 

• participation in the planning and implementation
of World AIDS Day 2005;

• the review of the national anti-retroviral guide- 
lines for treatment of HIV;

• co-chairing the review of the national HIV Testing
Policy;

• the process the National Pathology Accreditation
Advisory Council is undertaking at the request of
IGCAHRD to develop accreditation standards for
laboratories which perform HIV and hepatitis C
virus testing;

• the development of evidence-based guidelines
for hepatitis C treatment, care, support educa- 
tion and prevention in correctional settings;

• the revision of national projections for hepatitis C;

• the Hepatitis C Surveillance Strategy Review
Subcommittee;

• the reference group for the economic evaluation
of hepatitis C in Australia;

• the review of the work plans, terms of reference
and governance arrangements for the viral hep- 
atitis, HIV and STI surveillance subcommittees
of IGCAHRD;

• the development of a framework for mapping of
HIV, hepatitis C and STI-related prevention and
education activities;

• the Ministerial Advisory Committee on AIDS,
Sexual Health and Hepatitis C (MACASHH)
Research Round Table;

• observer at MACASHH and its three subcommit- 
tees; and

• the National Chlamydia Screening Pilot Program
reference group.

In addition: 

• The STI Surveillance Subcommittee has con- 
tributed toward the establishment of a minimum
national dataset for enhanced (or additional)
surveillance for STIs and conducted a national
review of laboratory testing data collected for
Chlamydia.

• The National Viral Hepatitis Surveillance Com- 
mittee has been likewise preparing a draft
dataset for newly acquired hepatitis B and has
also prepared an information sheet, which has
been used to promote enhanced surveillance of
newly acquired hepatitis C among GPs; and

• the National HIV Surveillance Committee is
working toward the establishment of surveillance
of HIV subtypes among cases of newly diag- 
nosed HIV infection, is carrying out an assess- 
ment of the completeness of AIDS notification
through linkage to the National Death Index and
is reviewing the content of national HIV/AIDS
notification forms.

During 2005 the IGCAHRD developed the Infra- 
structure Benchmarks for the Design, Implement- 
ation and Evaluation of HIV/AIDS, STI and Hepa- 
titis C Health Promotion Programs17 and submitted 
the document to CDNA for endorsement prior to 
release. 

IGCAHRD members continue to be involved in 
the on-going analysis of HIV, STI and hepatitis C 
notification and social research data; and the pro- 
gram response to the increases in HIV, gonorrhoea, 
Chlamydia and syphilis. The IGCAHRD will continue 
to work with all key stakeholders and DoHA to 
progress activities identified in the National Strategy 
Implementation Plans 2005–2008.18

Inter-pandemic Influenza Working Group 

Background 

The Inter-pandemic Influenza Working Group 
was formed in 2004 to develop guidelines for the 
management of influenza outbreaks in residential 
care facilities (RCFs). The Working Group consists 
of public health representatives from all Australian 
states and territories, with support from the DoHA. 

RCFs are considered to be high-risk environments 
for influenza due to communal living arrangements 
and the continual close proximity of residents. 
Nursing homes and hostels catering for the eld- 
erly are especially high-risk environments due to 
the older age of residents and high prevalence of 
chronic medical conditions.19,20
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Major activities 

In 2005, the Working Group developed the 
Guidelines for the Prevention and Control of 
Influenza Outbreaks in Residential Care Facilities 
in Australia.21

The purpose of the Guidelines is to provide 
national best practice guidelines for staff of public 
health units for preventing, defining and managing 
outbreaks of influenza in RCFs in Australia during 
inter-pandemic periods. 

The main strategies emphasised in the Guidelines to 
prevent and manage outbreaks are vaccination prior 
to the influenza season and during an outbreak, the 
use of antiviral therapy for treatment and prophylaxis, 
infection control measures including restriction of 
movement between affected and unaffected areas 
and minimising contact between affected and unaf- 
fected persons during an outbreak, and maintain- 
ing good surveillance in RCFS so that appropriate 
interventions can be promptly instituted. 

The Guidelines will be distributed to all public health 
units in Australia in 2006 and copies will be available 
to residential care facilities on request. They are 
also available on the DoHA website at: http://www. 
health.gov.au/internet/wcms/publishing.nsf/content/ 
cda-pubs-other-flu_guidel.htm 

Meningococcal Disease Working Party 

Background 

The terms of reference for the Meningococcal 
Disease Working Party are to consider current 
evidence in the epidemiology and management of 
meningococcal disease and submit recommenda- 
tions to CDNA as appropriate, which may include 
the following activities: 

• revisions to the Guidelines for the early clinical
and public health management of meningococcal
disease in Australia;22

• consideration of issues relating to the implemen- 
tation of the National Meningococcal C Vaccina- 
tion Program; and

• provision of advice on the management of out- 
breaks of meningococcal disease to health
authorities.

The Working Party is comprised of national experts 
from the fields of clinical infectious diseases, microbi- 
ology, surveillance, and public health; and represen- 
tation from public health units, state governments, 
the DoHA and the NCIRS. Ms Maureen Watson, 
representing the National Immunisation Committee, 
provides the important link with the routine vaccina- 

tion program. The Working Party has also benefited 
from the insights provided by Dr Diana Martin as the 
New Zealand representative, on the issues faced in 
the New Zealand situation of hyperendemic group B 
disease, and the specific vaccination program being 
rolled out in response. 

Major activities 

In 2005, the Working Party continued its review 
of the current guidelines, which commenced in 
2004. The group has met regularly by teleconfer- 
ence, and has almost completed draft changes to 
the Guidelines, mostly in relation to the use of the 
conjugate meningococcal C vaccine for contacts 
of cases, and for cases. Further consideration of 
new available evidence for the definition of contacts 
requiring clearance antibiotics has also been under- 
taken, along with updates of the case definition to 
take account of new technologies and new routine 
protocols in laboratories, and of the national surveil- 
lance dataset. It is expected that a draft will be ready 
for consideration by CDNA in 2006. 

The Working Party has noted, with pleasure, the 
excellent coverage attained for children 12 months 
of age with the meningococcal C conjugate vaccine, 
and the reasonable coverage achieved in children 
aged 2–6 years from the ‘catch up’ program, based 
on the Australian Childhood Immunisation Register. 
Parallel with these achievements, the overall inci- 
dence of meningococcal disease in Australia has 
fallen from 3.5 cases per 100,000 population in 2001 
to 2.0 cases per 100,000 population in 2004. During 
this period, the incidence of serogroup C isolates 
has decreased by 45 per cent. 

National Arbovirus and Malaria Advisory 
Committee 

Background 

The National Arbovirus and Malaria Advisory 
Committee, reporting through the CDNA, makes rec- 
ommendations on arbovirus and malaria surveillance, 
strategic arbovirus and malaria disease management 
and vector control. The Committee provides expert 
technical advice on malaria and arboviruses to assist 
in the detection, management and control of real or 
potential outbreaks of arboviral disease. The NAMAC 
includes individuals with expertise in surveillance, 
vector virology control, quarantine and clinical care, 
representing agencies with a substantial interest in 
this area. 

Major activities 

The NAMAC has been developing national flavivirus 
outbreak management guidelines (dengue virus, 
Japanese encephalitis virus, West Nile virus, Murray 
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Valley encephalitis virus). The Interim National Guide- 
lines for the Prevention, Management and Control 
of Murray Valley Encephalitis Virus23 was completed 
by NAMAC and endorsed by CDNA in 2005. Work 
on the guidelines for dengue, Japanese encephalitis 
and West Nile is progressing. 

During 2005, the International Organisation for 
Migration (IOM) and the Department of Immigration 
and Multicultural Affairs sought NAMAC clarification 
on the pre-departure malaria treatment requirements 
for refugees. The new requirements were clarified 
and CDNA endorsed the Recommendations for 
refugee pre-departure assessment/treatment for 
malaria prepared by the IOM. 

The NAMAC is also assisting the DoHAandAustralian 
Quarantine Inspection Service in the development of 
a memorandum of understanding (MOU). The MOU 
will detail Commonwealth and state and territory co- 
operative arrangements in relation to vector control 
and surveillance at Australian borders. The NAMAC 
provided advice on vector control and surveillance 
according to the Quarantine Act 1908. 

A delimiting survey of Aedes albopictus (dengue 
mosquito vector) in the Torres Strait and adjoining 
northern Cape York Peninsula was carried out in 
collaboration with NAMAC in May 2005. To address 
the Aedes albopictus mosquito incursion in north 
Queensland that was detected in the survey and the 
associated human health implications, a NAMAC 
working group, which included members of the 
Island Coordinating Council, met on June 2005. 
Subsequent recommendations which included ‘that 
intensive control and surveillance in the Torres Strait 
begin immediately to make use of the dry season 
and be continued for 3 years’ were subsequently 
endorsed by the full NAMAC on 16 June 2005 
and then CDNA. Australian Government funding 
assistance is being provided to Queensland Health 
to conduct a mosquito elimination program in the 
Torres Strait 

The Tennant Creek Aedes aegypti Eradication 
Project continues to progress. This is a joint Northern 
Territory Government Department of Health and 
Community Services and DoHA project. 

Mosquito incursions are a recurring problem in north- 
ern Australia. The DoHA held a meeting in December 
2005 with the Australian Government Department 
of Agriculture, Fisheries and Forestry (DAFF) and 
northern Australian jurisdictions to discuss issues 
concerning mosquito and disease control in northern 
Australia and strategies to address these emerging 
problems. It is anticipated that this will lead to longer 
term planning to respond to mosquito incursions. 

National Enteric Pathogen Surveillance Scheme 
Steering Committee 

Background 

Membership of the National Enteric Pathogen 
Surveillance Scheme (NEPSS) Steering Committee 
includes representatives from all state and terri- 
tory health departments, the DoHA, and DAFF, 
OzFoodNet and Food Standards Australia New 
Zealand. 

The primary task of the NEPSS Steering Committee 
is to ensure that the agreed key performance indica- 
tors in the contract with the University of Melbourne 
Microbiological Diagnostic Unit (MDU) Public Health 
Laboratory are met. This process is performed 
electronically, and if issues arise a teleconference 
is convened. 

The agreed key performance indicators for 2004–05 
related to the: 

• quality, amount and timeliness of data collected
and inputted into the database by the MDU;

• ease of stakeholders and other approved per- 
sons in accessing the data;

• quality of the analyses of the data undertaken by
the MDU;

• MDU’s compliance with the format for reports
and data request reports agreed with the Steer- 
ing Committee; and

• time and frequency of the reports and data
request reports.

Major activities 

For the 2004–05 contract period, the NEPSS 
Steering Committee acknowledged that the agreed 
key performance indicators were met. 

In addition, the DoHA funded Dr Diane Lightfoot 
of the MDU to attend the Enter-net Workshop and 
International Collaboration on Enteric Disease 
meetings in Madrid, Spain, from 1–4 June 2005. 

The CDNA Joint Executive Group endorsed the 
project proposal External review of the National 
Enteric Pathogens Surveillance Scheme in July 
2005. The NPHP agreed to fund the project pro- 
posal for $30,000 in November 2005. The review 
will occur in 2006. 
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National Immunisation Committee 

Background 

The National Immunisation Committee (NIC) was 
first established in 1993 and is the peak body 
responsible for overseeing the development, imple- 
mentation and delivery of the National Immunisation 
Program (NIP). 

Membership of the NIC during 2005 comprised of 
representatives from the Australian Government, 
the states and territories, the Australian Divisions 
of General Practice, the Royal Australian College 
of General Practitioners and the Australian Local 
Government Association. At the end of 2005 it was 
agreed to expand the membership of the NIC and 
invite additional representatives from the Rural 
Doctors Association of Australia, the Consumers 
Health Forum and the Australian Medical 
Association. 

Major activities 

During 2005 the NIC oversaw the implementation and 
delivery of both the National Childhood Pneumococcal 
Vaccination Program and the National Pneumococcal 
Vaccination Program for Older Australians which com- 
menced on 1 January 2005. Take-up for the National 
Childhood Pneumococcal Vaccination Program has 
been greater than anticipated with 76.6 per cent of 
children eligible for the catch-up component of the 
program up-to-date for pneumococcal vaccination as 
at 31 December 2005 and approximately 97 per cent 
of babies born in January 2005 having had their first 
scheduled dose of Prevenar, according to data from 
31 December 2005. 

Vaccine supply shortages, including influenza, were 
also managed by the Committee during 2005 to 
ensure continuity of supply to immunisation provid- 
ers and doctors. 

The NIC was also involved in the rollout of the 
National Varicella (Chickenpox) Vaccination Program, 
the replacement of oral polio vaccine with inactivated 
polio vaccine which commenced on 1 November 
2005, and the introduction of hepatitis A vaccine for 
Indigenous children under 5 years of age living in 
Queensland, the Northern Territory, Western Australia 
and South Australia. 

The National Vaccine Storage Guidelines – Strive 
for 524 was finalised and released by the NIC. The 
document is aimed at Australian vaccination service 
providers and gives them a concise, practical and 
user-friendly guide to vaccine storage as well as 
outlining the basic principles for safe vaccine man- 
agement. Understanding Childhood Immunisation25

was also revised and released. Understanding 

Childhood Immunisation is given to all new parents 
at the birth of their baby, and contains easy to 
understand information on vaccines funded under 
the NIP, the diseases that are protected against, and 
side effects caused by the vaccines and what to do 
about them. Both of these documents were sent to 
all general practices during 2006 and are available 
from the Immunise Australian Program website at: 
http://immunise.health.gov.au/ 

During 2005, the NIC convened a workshop to 
review vaccine safety and the reporting of adverse 
events following immunisation. The National Vaccine 
Safety Workshop made several recommendations 
which will be pursued by NIC in 2006. 

National Surveillance Committee 

Background 

The role of the National Surveillance Committee is to: 

• develop policy and processes relating to national
reporting of notifiable diseases;

• work toward national consistency in reporting of
notifiable diseases;

• identify and address deficiencies in current sur- 
veillance processes; and

• advise and respond to the CDNA, including the
subcommittees, on issues relating to strategic
planning and processes for the national surveil- 
lance of communicable disease.

The membership of the NSC consists of epidemiolo- 
gists and data managers from each state and territory 
and the Australian Government and representatives 
from OzFoodNet, the NCHECR and the NCIRS. 

Major activities 

Over the course of four meetings in 2005 the 
Committee agreed upon a nationally consistent 
process for dealing with cross-border issues in 
relation to disease notifications. The implementa- 
tion of enhanced (or additional) STI and invasive 
meningococcal disease surveillance also com- 
menced. Furthermore, NNDSS core data revisions 
have been completed and a new version of the data 
specifications is ready for endorsement by CDNA. 

National Tuberculosis Advisory Committee 

Background 

The terms of reference for the National Tuberculosis 
Advisory Committee (NTAC) in 2005 were to pro- 
vide strategic and expert advice to the CDNA on a 
coordinated national and international approach to 
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tuberculosis (TB) control and to develop and review 
nationally agreed strategic and implementation 
plans for the control of TB in Australia. 

The current membership of NTAC includes jurisdic- 
tional representation from those responsible for the 
TB programs in their respective jurisdictions. This 
representation includes nurse managers with TB 
expertise, public health physicians, clinicians prac- 
tising in TB clinics, thoracic physicians, infectious 
diseases physicians, a microbiologist and the DoHA 
secretariat. 

Major activities 

In 2005, the NTAC continued to push the TB 
agenda forward by endorsing a number of national 
guidelines as part of their key strategies under the 
National Strategic Plan for TB Control in Australia 
Beyond 2000.26

To date, NTAC has endorsed the following guidelines: 

• The BCG vaccine: information and recommen- 
dations for use in Australia;27

• Guidelines for Australian Mycobacteriology Ref- 
erence Laboratories;28

• Procedures for Health Assessments of Unau- 
thorised Fisherpersons Apprehended of the
North Coast of Australia;29 and

• National Guidelines for Overseas Travel for
Patients with Pulmonary Tuberculosis.30

In 2006, NTAC is working to revise its strategic 
plan and agenda for action for the next three years. 
The new draft strategic plan outlines the minimum 
requirements and resources for all jurisdictional 
TB services. Under the proposed plan, NTAC have 
identified the following issues for 2006–2009: 

• maintaining political commitment to eliminating
TB in Australia;

• maintaining current high level of diagnostic and
management services for TB;

• ensuring the free availability of drugs for first and
second line treatment;

• improving the management of latent TB;

• ensuring adequate pre-migration screening, in
particular, of health workers entering Australia
from countries with a high risk of TB; and

• encouraging research to improve diagnostic tools.

The role of the NTAC committee has become increas- 
ingly important over recent years as issues relating 
to the prevention and control of TB have emerged, 

including the recruitment of healthcare providers from 
high incidence TB and multidrug-resistant TB areas. 
Also, there has been considerable concern over the 
reduced availability of human tuberculin purified pro- 
tein derivative for tuberculin skin testing and TB drugs 
for the treatment of cases. NTAC continues to play an 
important role in ensuring that effective treatment is 
made available. 

Norovirus Guidelines Working Group 

The CDNA Norovirus Working Group was estab- 
lished in 2004 and to date has shared the guidelines 
that have been developed in each state and territory 
for the management of infectious gastrointestinal 
illness or viral gastroenteritis. The Working Group 
has recommended a project officer be contracted to 
develop national norovirus guidelines. A part-time 
project officer has been appointed (located in South 
Australia) to develop the first draft of these guide- 
lines for discussion by the Norovirus Working Group 
in 2006. 

Pneumococcal Working Party 

Background 

The Pneumococcal Working Party is a joint initiative 
of the CDNA and the Australian Technical Advisory 
Group on Immunisation formed in 2000, along with 
a number of subgroups. In 2005 the active subgroup 
was the Enhanced Invasive Pneumococcal Disease 
Surveillance Working Group (EIPDSWG). 

The EIPDSWG’s role is to continue and improve 
national enhanced (or additional) surveillance of 
pneumococcal disease, including the review of what 
should be included in the dataset and to provide 
reports on the status of pneumococcal disease in 
Australia and guidelines for control. 

The Working Group’s membership consists of rep- 
resentatives from the CDNA, the Surveillance Policy 
and Systems Section of the DoHA and each state 
and territory. A representative from the Immunisation 
Section of DoHA attends as required and the PHLN 
provides laboratory surveillance when needed. 

Major activities 

One of the EIPDSWG’s major achievements in 2005 
was that enhanced surveillance is now available 
nationally for all children aged less than five years. 
There have also been ongoing improvements in the 
amount and type of data collection including agree- 
ment to collect additional risk factor information on 
child care attendance and repeat episodes of IPD. 
In addition, more than 90 per cent of all isolates are 
serotyped in most jurisdictions. 
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During 2005, the EIPDSWG prepared the 2004 
annual report titled Invasive pneumococcal disease 
in Australia, 2004,31 for publication in Communicable 
Diseases Intelligence (CDI) and submitted an 
abstract for the 5th International Symposium on 
Pneumococci and Pneumococcal Diseases in Alice 
Springs to be held in 2006. 

Concerns raised and identified through the EIPDSWG 
have contributed to the development of a proposal 
by NCIRS to examine the efficacy of the 23-valent 
vaccine in Australia, particularly in Indigenous adults 
and those with underlying conditions. Data collected 
through the EIPDSWG will be used in the analysis. 

One of the challenges faced by the EIPDSWG is that 
although the Australian Government has negotiated 
individual contracts with the jurisdictions to assist in 
the collection of enhanced invasive pneumococcal 
disease surveillance data, the funds are inadequate 
for the amount of resources required to collect com- 
prehensive data in all jurisdictions. The importance 
of enhanced data has been highlighted in a recent 
NCIRS draft position paper on conjugate vaccine fail- 
ures in Australia and the need for serotype and antibi- 
otic resistance pattern information is well accepted. 

Public Health Laboratory Network 

Background 

The PHLN is a collaborative group of laboratory 
representatives from all jurisdictions in Australia. 
The aim of the PHLN is to provide strategic advice 
and share expertise at the national level in order to 
enhance the national capacity for the laboratory- 
based detection and surveillance of agents and vec- 
tors of communicable diseases in Australia. This is 
achieved by the sharing of knowledge and expertise 
within the PHLN; consultation with other laborato- 
ries, organisations and individuals with specialised 
expertise; and communication with other public and 
private laboratories in the jurisdictions. 

The PHLN was established in 1996 as part of the 
implementation of the National Communicable 
Diseases Surveillance Strategy to complement the 
CDNA. PHLN holds monthly teleconferences and 
has at least one face-to-face meeting per year. 

Major activities 

In 2005, the PHLN met monthly by teleconference 
to discuss ongoing issues surrounding laboratory 
diagnostics. Some key areas of discussion included 
laboratory biosafety, laboratory capacity (particularly 
in relation to dealing with a pandemic) and laboratory 
biosecurity. The PHLN worked to develop standard 

protocols and guidelines such as the Laboratory 
precautions for samples collected from patients with 
suspected viral haemorrhagic fevers.32

In March 2005, the PHLN hosted a Neisseria gonor- 
rhoeæ Workshop to: 

• review the current status of gonococcal nucleic
acid detection test in Australia;

• evaluate the accuracy of the existing tests;

• advise on further assessment of tests; and

• develop guidelines for monitoring of antibiotic
susceptibility.

A paper titled Guidelines for the use and interpre- 
tation of nucleic acid detection tests for Neisseria 
gonorrhoeæ in Australia: a position paper on behalf 
of the Public Health Laboratory Network33 was pub- 
lished in CDI. 

During 2005, the DoHA engaged the services of Dr 
Janice Lanser to focus on completing and revising 
the Laboratory Case Definitions (LCDs). This work 
continues to progress. 

The DoHA provided a range of equipment and test 
kits to allow the rapid detection (within 30 minutes) 
of biological agents and toxins, including anthrax, 
ricin and botulinum toxin. This equipment was dis- 
tributed to state and territory PHLN laboratories in 
June 2005 and have already proved valuable for the 
Australian Capital Territory public health laboratory 
which used the kits to rapidly discount the presence 
of anthrax in ‘white powders’ received by foreign 
embassies in early to mid-June 2005. 

PHLN held their annual face-to-face meeting on 5–6 
September 2005. The first day consisted of work- 
shops on ‘white powders’/suspicious substances 
plus a session on eNotification. The second day 
consisted of discussion on issues ranging through 
counter terrorism, laboratory capacity, classification 
of physical containment facilities, and molecular 
diagnosis of gonococcal infection. 

A bioterrorism workshop on laboratory capacity was 
held on 6 December 2005, which outlined a plan for 
public health pathology services and their capacity 
to handle health emergencies. In addition, laboratory 
capacity planning for pandemic influenza, SARS 
and biosecurity continued in 2005. 

The major challenge for PHLN in 2006 is to work 
with the Australian Government and relevant com- 
mittees such as CDNA to establish the Network as 
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a subcommittee under the new AHPC. In accord- 
ance with AHPC’s governance structure, PHLN has 
developed terms of references and a work plan 
which will maintain the collaborative network of 
pathology and microbiology laboratory leaders and 
continue to provide strategic advice to enhance the 
national capacity for the laboratory-based detection 
and surveillance of agents and vectors of communi- 
cable diseases in Australia. 

Through the agreed work plan and strategies, PHLN 
will continue to: 

• communicate and consult widely with govern- 
ment, microbiologists and other public health
professionals in public and private sector labo- 
ratories and to identify any need for additional
essential resources;

• ensure early warning of communicable dis- 
ease outbreaks through laboratory data shar- 
ing via laboratory reporting systems and regular
teleconferences; and

• provide a first point of contact for all jurisdictional
and national issues relating to laboratory diag- 
nosis or surveillance of communicable diseases
by identifying and utilising additional specialised
expertise as needed.

Trachoma Steering Committee 

Background 

The CDNA Trachoma Steering Committee was 
established in September 2003 to develop guide- 
lines to improve consistency in trachoma screening 
and treatment programs. 

Major activities 

During 2005, the Committee continued to prepare 
the guidelines. Comments were sought from CDNA 
members and key interest groups and all submis- 
sions received during the consultation were taken 
into consideration in finalising the guidelines. The 
CDNA endorsed the Guidelines for the Public 
Health Management of Trachoma in Australia,34 in 
September 2005. 

The Guidelines establish a minimal best practice 
approach for trachoma screening, diagnosis and 
treatment. They recommend that state and terri- 
tory population health units collect trachoma data 
in accordance with a minimal national trachoma 
dataset and report these to a national trachoma 
database. Monitoring of antibiotic resistance to 
treatment (azithromycin) is also recommended. 

In support of the trachoma management guidelines, 
the Minister for Health, the Hon. Tony Abbott MHR, 
announced in December 2005, a government com- 
mitment of $920,000 over the next three years to try 
to reduce the incidence of trachoma. 

A proportion of this funding will be allocated to 
establish a surveillance unit to monitor trachoma 
prevalence and control measures in regions where 
trachoma control activities are currently undertaken. 
Remaining funding will be allocated towards essen- 
tial training for health care workers to identify, treat 
and report incidences of trachoma. 

The CDNA will have continued involvement in the 
management of trachoma through membership of 
advisory groups that will oversee implementation of 
the Guidelines. 

Future directions 

With reporting lines having changed in 2006, CDNA 
will work closely with the new AHPC and related 
committees to ensure that suitable governance 
arrangements are in place for the Network to provide 
national public health leadership and co-ordination on 
communicable disease surveillance, prevention and 
control, and offer strategic advice to governments 
and other key bodies on public health actions. 

As well as the ongoing surveillance of communicable 
diseases, identified priorities for 2006–07 include: 

• finalising the revision of the Guidelines for the
early clinical and public health management of
meningococcal disease in Australia;

• developing national norovirus, pertussis, sea- 
sonal influenza and measles guidelines;

• progressing harmonisation of public health legis- 
lation across Australian jurisdictions;

• further contributing to the development of the
BSS; and

• continuing to contribute to pandemic influenza
planning, including participating in Exercise
Cumpston in October 2006.

Experience with SARS and avian influenza has 
highlighted that international collaboration is essen- 
tial for the prevention and control of communicable 
diseases. Projects with international linkages that 
CDNA has planned for 2006 include the develop- 
ment of pre-departure health screening for refugees 
from South Asia and the Middle East and protocols 
for people being deployed to disaster areas. 
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Due to issues such as the emergence of new 
infections and bio-terrorism, and the intensified 
efforts required for the monitoring and elimination 
of vaccine preventable diseases, CDNA’s workload 
continues to grow. One of its greatest challenges 
for the future will be ensuring workforce capacity for 
the consideration and progression of crucial com- 
municable disease policies to enhance Australia’s 
communicable disease capability. 
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Abbreviations 

AHDMPC Australian Health Disaster 
Management Policy Committee 

AHMAC Australian Health Ministers’ Advisory 
Council 

AHPC Australian Health Protection 
Committee 

AIDS acquired immunodeficiency syndrome 

AMRLN Australian Mycobacterium Reference 
Laboratory Network 

BSS Biosecurity Surveillance System 

cCJD classical Creutzfeldt-Jakob disease 

CDI Communicable Diseases Intelligence 

CDNA Communicable Diseases Network 
Australia 

CJD Creutzfeldt-Jakob disease 

DAFF Department of Agriculture, Fisheries 
and Forestry 

DAS Data Acquisition System 

DFMP Dengue Fever Management Plan 
2005–2010 

DoHA Department of Health and Ageing 

dT diphtheria-tetanus vaccine for use in 
adults 

dTpa adult/adolescent formulation 
diphtheria-tetanus-acellular pertussis 
vaccine 

EIPDSWG Enhanced Invasive Pneumococcal 
Disease Surveillance Working Group 

HIV Human immunodeficiency virus 
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ICGs Infection Control Guidelines for 
the Prevention of Transmission of 
Infectious Diseases in the Health 
Care Settings 

IGCAHRD Inter-Governmental Committee on 
HIV/AIDS, Hepatitis C and Related 
Diseases 

IIICDRP Improving Indigenous Identification 
in Communicable Disease Reporting 
Project 

IOM International Organisation for 
Migration 

JETACAR Joint Expert Technical Advisory Group 
on Antibiotic Resistance 

MACASHH Ministerial Advisory Committee on 
AIDS, Sexual Health and Hepatitis C 

MDU Microbiological Diagnostic Unit 

MOU memorandum of understanding 

NAMAC  National Arbovirus and Malaria 
Advisory Committee 

NCHECR National Centre in HIV Epidemiology 
and Clinical Research 

NCIRS National Centre for Immunisation 
Research and Surveillance of Vaccine 
Preventable Diseases 

NEPSS   National Enteric Pathogens 
Surveillance Scheme 

NIC National Immunisation Committee 

NIP National Immunisation Program 

NIPAC National Influenza Pandemic Action 
Committee 

NNDSS National Notifiable Diseases 
Surveillance System 

NPHP National Public Health Partnership 

NSC National Surveillance Committee 

NTAC National Tuberculosis Advisory 
Committee 

OCRS Outbreak Case Reporting System 

PHLN Public Health Laboratory Network 

RCFs residential care facilities 

SARS Severe Acute Respiratory Syndrome 

SIG Special Interest Groups 

SSS Syndromic Surveillance System 

STIs sexually transmitted infections 

TB tuberculosis 

TPHUN Tropical Public Health Unit Network 

vCJD variant Creutzfeldt-Jakob disease 
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