Communicable diseases surveillance
Highlights for 2nd quarter, 2004

Communicable disease surveillance highlights report on data from various sources, including the National
Notifiable Diseases Surveillance System (NNDSS) and several disease specific surveillance systems
that provide regular reports to Communicable Diseases Intelligence. These national data collections are
complemented by intelligence provided by State and Territory communicable disease epidemiologists and/or
data managers. This additional information has enabled the reporting of more informative highlights each
quarter.

The NNDSS is conducted under the auspices of the Communicable Diseases Network Australia. NNDSS
collates data on notifiable communicable diseases from State or Territory health departments. The Virology
and Serology Laboratory Reporting Scheme (LabVISE) is a sentinel surveillance scheme which collates
information on laboratory diagnosis of communicable diseases. In this report, data from the NNDSS are
referred to as ‘notifications’ or ‘cases’, and those from ASPREN are referred to as ‘consultations’ or ‘encounters’
while data from the LabVISE scheme are referred to as ‘laboratory reports’.

Please note: Figure 3 published in Commun Dis Intell 2004;28:409 was incorrect. The figure has been cor-
rected in this version.

Figure 1 shows the changes in disease notifications Gastrointestinal disease
with an onset in the second quarter 2004 compared

with a 5-year mean for the same period. Diseases
notifications outside the 5-year mean plus or minus
two standard deviations are marked.

Haemolytic uraemic syndrome

There were three cases of haemolytic uraemic syn-
drome (HUS) in the second quarter, two from New

During the second quarter of 2004, there were South Wales and one from Western Australia. The
increases in flavivirus NEC, cholera, chlamydial cases were unrelated and no enterohaemorrhagic
infections, haemolytic uraemic syndrome and Eschericia coli were isolated.

ornithosis. There were declines in measles, dengue
and influenza. Hepatitis E
There were nine cases of hepatitis E notified in the
second quarter, which takes the year to date to 20
cases, well above the 5-year mean. There was a
Figure 1. Selected* diseases from the National history of overseas travel to endemic areas (South
Notifiable Diseases Surveillance System, Asia, South America and China) in all cases.

comparison of provisional totals for the period

1 April to 30 June 2004 with historical data Typhoid

There were 15 cases of typhoid notified to the

Haamalytic urasmic syndroma i . . .

Hepattis £ National Notifiable Diseases Surveillance System
Saimoneliosis (NEG) (NNDSS) in the second quarter. This is also above
pme the 5-year mean for the quarter. Eight cases

Cholera
e were reported from New South Wales, three from
eiot Western Australia, two from Victoria and one each
Influenza in Queensland and South Australia. Of the 15 cases,
Leue overseas travel was confirmed in eight cases and

Flavivirus infection NEC
e three cases were born overseas. Of the overseas
Whitiorecora ifecton born, one case, born in China and who had no recent
SR aE Ay 5 ) overseas travel was thought to be a carrier. Of the
Ratio® remaining three cases, two occurred in spouses,

possibly co-primary and probably locally acquired,
since no travel or link to an overseas traveller could
be established. There was no information on travel
in the remaining two cases.

* Selected diseases are chosen each quarter according
to current activity.

T Ratio of current quarter total to mean of corresponding
quarter for the previous five years.
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Cholera

There were two cases of cholera reported in second
quarter, one in Queensland and one in Victoria. The
Queensland case occurred in a 50-year-old traveller
returning from Thailand and was a Vibrio cholerae
01. The case reported in Victoria was in a 33-year-
old traveller diagnosed with V. cholerae 01 Ogawa.

Sexually transmitted infections
Chlamydial infections

Notifications of chlamydial infections continued to
increase in the second quarter. There were 8,904
notifications and a rate of 179.3 notifications per
100,000 population. Increases in Chlamydia notifi-
cations since 1999 have been greatest in women
aged 15-24 years and men aged 20-24 years
(Figure 2). The annualised rates for the first half of
2004 reached 1,063 per 100,000 in 20—24 year-old
women, 935 per 100,000 in 15-19 year-old women
and 633 per 100,000 in 20—-24 year men.

Figure 2. Trends in notification rates of
chlamydial infection aged 10 to 44 years,
Australia, 1999 to 2004 (YTD), by sex
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Vaccine preventable diseases
Measles

There were seven cases of measles notified in the
second quarter of 2004 all in young adults aged
between 18 and 31 years. Four cases were reported
from Victoria and one each in New South Wales,
South Australia and Western Australia. Two of the
cases in Victoria were in an unvaccinated traveller
returning from Asia and a contact. The cases in
South Australia and Western Australia were also
overseas-acquired. In the latter, there was concern
that travel during the infectious period may have
caused secondary cases, but despite extensive fol-

low-up none were reported. The New South Wales
case occurred in a unvaccinated 31-year-old with-
out a history of overseas travel, but with possible
workplace exposure to infected travellers.

Flavivirus NEC

There were 29 cases of flavivirus NEC in second
quarter. Twenty-five of these were reported from
Queensland. Craig Davis from Queensland Health
reported that these were a mixture of imported
cases from China, the Philippines, East Timor and
Papua New Guinea and serological detection as a
result of extra screening as part of control efforts in
local dengue outbreaks.

Meningococcal infection

There were 120 notifications of meningococcal
infection in the second quarter of 2003. Provisional
meningococcal serogroup data up to the end of
June show that while the overall numbers had not
declined there had been a significant change in the
proportion of serogroup B and C. Serogroup C noti-
fications have fallen from 26 per cent in the first half
of 2003 to 17 per cent of notifications in 2004 (YTD).
Conversely, serogroup B notifications increased
as a proportion of all notification from 41 per cent
in 2003 to 52 per cent (Figure 3). While there is a
natural variation in the frequency of meningococcal
serogroups, the fall in serogroup C is likely to be
the result of the meningococcal serogroup C vac-
cination (MenCCV) program that commenced in
January 2003.

Figure 3. Notifications of serogroup B and C
meningococcal infection, January to June 2003
and January to June 2004, by jurisdiction
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Further analysis of three years data which examined
age specific rates of serogroup B and C disease
was performed. Figure 4 shows rates of serogroup
B and serogroup C meningococcal disease in the
first six months of 2002, 2003 and 2004. While a
decline in serogroup C disease was evident in all
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age groups under 25 years between 2003 and
2004, there were declines in the rates of serogroup
C disease between 2002 and 2003 in the under-
5s, 5-9 and 15-19 year age groups. An increase
in rates of serogroup B disease was seen in all age
groups under 20 years in 2003 and 2004. However
rates of serogroup B disease also increased in 2002
and 2003 in the under 5 years.

This analysis of rates by age group suggests that
some of the change in rates of serogroup B and
C disease preceded the implementation of the
MenCCV program. Changes in rates since vaccina-
tion commenced in 2003 should be interpreted in
the light of natural variation in different age groups
and jurisdictions.

Figure 4. Notification rates of meningococcal
infection, January to June 2002 to 2004,

by age group: Panel A, Serogroup C, Panel B,
Serogroup B
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LabVISE

Laboratory reports from the Virology and Serology
Laboratory Reporting Scheme (LabVISE) are shown
in Table 4. In the second quarter there were fewer
reports of influenza A and B viruses and an increase
in reports of respiratory syncytial virus compared
with the same period in 2003. The lower rate of
influenza reports confirms the low rate of influenza
notifications in NNDSS (Table 2) compared with the
last three years average (Figure 1).

There were 81 reports of Norovirus to LabVISE in
the quarter compared to 13 in the same period in
2003. This increase is likely to reflect increased
Norovirus activity in Australia during the quarter. An
outbreak of Norovirus affecting 140 passengers on
a cruise ship was reported in May*. An outbreak in
the Royal Hobart Hospital caused the postponement
of elective surgery and isolation of gastroenteritis
cases in June?. In New South Wales, widespread
outbreaks of Norovirus were reported in the central-
west of the State, that affected hospitals and aged
care facilities. OzFoodNet continued investigations
of food-borne outbreaks of Norovirus associated
with Japanese oysters (see OzFoodNet report).

The increase in norovirus outbreaks worldwide since
2002 has been associated with the emergence of
a new predominant variant of norovirus genogroup
I14. This variant was detected in nine of 10 European
countries® and in the United States of America.*
The Public Health Laboratory Network reported that
a local variant of the norovirus 114 genogroup has
been identified in recent outbreaks, distinct from the
European variant (Greg Smith, Queensland Health
Scientific Services, personal communication).

With thanks to: Mark Bartlett (NSW Health), Craig
Davis (Queensland Health) and Minda Sarna (Health
Department of Western Australia).
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Tables

Communicable Diseases Surveillance

There were 4,737 reports received by the Virology and Serology Laboratory Reporting Scheme (LabVISE) in

Tables

A summary of diseases currently being reported by each jurisdiction is provided in Table 1. There were
27,163 notifications to the National Notifiable Diseases Surveillance System (NNDSS) with a notification date
between 1 April and 30 June 2004 (Table 2). The notification rate of diseases per 100,000 population for each
State or Territory is presented in Table 3.

the reporting period, 1 April and 30 June 2004 (Tables 4 and 5).

Please note: The wrong data was published for tables 2 and 3 in Commun Dis Intell 2004;28:412-416. The
data has been corrected in this version.

Table 1. Reporting of notifiable diseases by jurisdiction

w +H —+

Disease

Bloodborne diseases
Hepatitis B (incident)
Hepatitis B (unspecified)
Hepatitis C (incident)
Hepatitis C (unspecified)
Hepatitis D

Hepatitis (NEC)

Data received from:

All jurisdictions

All jurisdictions except NT

All jurisdictions except Qld

All jurisdictions

All jurisdictions

All jurisdictions except WA

Gastrointestinal diseases

Botulism
Campylobacteriosis
Cryptosporidiosis

Haemolytic uraemic
syndrome

Hepatitis A
Hepatitis E
Listeriosis
Salmonellosis
Shigellosis
SLTEC, VTEC
Typhoid
Quarantinable diseases
Cholera
Plague
Rabies

SARS
Smallpox

Tularemia
Viral haemorrhagic fever

(NEC)
Yellow fever

All jurisdictions

All jurisdictions except NSW

All jurisdictions
All jurisdictions

All jurisdictions
All jurisdictions
All jurisdictions
All jurisdictions
All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions except ACT
All jurisdictions except ACT,

NSW, Qld, SA

All jurisdictions except ACT,

NSW, NT, Qld,
All jurisdictions

All jurisdictions

Sexually transmissible infections

Chlamydial (NEC)
Donovanosis
Gonococcal infection
Syphilis (unspecified)*

Syphilis < 2 years
duration

Syphilis > 2 years
duration

Syphilis - congenital

All jurisdictions
All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions except NSW, QId,

SA, Tas, Vic

All jurisdictions except ACT, NT

All jurisdictions except ACT, NT
Syphilis data from South Australia, Tasmania and Western Australia cannot yet be classified into less than 2 years and more than 2 years

SA

Disease

Data received from:

Vaccine preventable diseases

Congenital Rubella
Diphtheria

Haemophilus influenzae
type b

Influenza®
Measles
Mumps
Pertussis

Pneumococcal disease
(invasive)

Poliomyelitis

Rubella

Tetanus

Vectorborne diseases

Barmah Forest virus
infection

Flavivirus infection
(NEC)*

Dengue

Japanese encephalitis
Kunjin virus®

Malaria

Murray Valley
encephalitis®

Ross River virus
infection

Zoonoses
Anthrax

All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions
All jurisdictions
All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions
All jurisdictions
All jurisdictions

All jurisdictions
All jurisdictions

All jurisdictions

All jurisdictions

All jurisdictions except ACT

All jurisdictions

All jurisdictions except ACT

All jurisdictions

All jurisdictions

Australian bat lyssavirus All jurisdictions

Brucellosis
Leptospirosis
Lyssaviruses (NEC)
Ornithosis

Q fever

All jurisdictions
All jurisdictions
All jurisdictions
All jurisdictions

All jurisdictions

Other bacterial infections

Creutzfeldt-Jakob
disease

Legionellosis
Leprosy

All jurisdictions except, ACT,
NSW, NT, Qld, SA

All jurisdictions
All jurisdictions

Meningococcal infection All jurisdictions

Tuberculosis

duration, NSW classifies syphilis into < 1year and > 1 years or unknown duration.
Laboratory confirmed influenza is not notifiable in the ACT or South Australia but reports are forwarded to NNDSS.
Flavivirus (NEC) replaces Arbovirus (NEC) from 1 January 2004. Western Australian data cannot yet be classified.

In the Australian Capital Territory, Murray Valley encephalitis virus and Kunjin are combined under Murray Valley encephalitis.

All jurisdictions
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Table2.  Notifications of diseases received by State and Territory health authorities for the period 1 April to 30 June 2004, by date of onset*
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Table2. Notifications of diseases received by State and Territory health authorities for the period 1 April to 30 June 2004, by date of onset* continued
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1. Totals comprise data from all states and territories. Cumulative figures are subject to retrospective revision so there may be discrepancies between the number of new notifications and the
increment in the cumulative figure from the previous period.

Not reported from New South Wales where it is only notifiable as ‘foodborne disease’ or ‘gastroenteritis in an institution’.
Infections with shiga-like toxin (verotoxin) producing Escherichia coli (SLTEC/VTEC).

* Date of onset = the true date of onset. If this is not available, the ‘date of onset’ is equivalent to the earliest of two dates: (i) specimen collection date or (ii) the date of notification to a public
health unit. Hepatitis B and C unspecified were analysed by date of notification.

T Ratio = ratio of current quarter total to the mean of last 5 years for the same quarter.

s Notifiable from January 2001. Ratio and mean calculations are based on the last three years.
NN Not notifiable.

NEC Not elsewhere classified.
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Table 3. Notification rates of diseases by state or territory, 1 April to 30 June 2004.
(Rate per 100,000 population)

Commun Dis Intell Q Rep 2004;28 https://doi.org/10.33321/cdi.2004.28.47




Table 3.  Notification rates of diseases by state or territory, 1 April to 30 June 2004.
(Rate per 100,000 population) , continued

Rates are subject to retrospective revision.
Not reported from New South Wales where it is only notifiable as ‘foodborne disease’ or ‘gastroenteritis in an institution’.
Infections with Shiga-like toxin (verotoxin) producing Escherichia coli (SLTEC/VTEC).

NN Not Notifiable.

NEC Not Elsewhere Classified.
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Table 4.  Virology and serology laboratory reports by state or territory* for the reporting period
1 April to 30 June 2004, and total reports for the year?
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Table 4.  Virology and serology laboratory reports by state or territory* for the reporting period
1 April to 30 June 2004, and total reports for the year,? continued

State or territory of postcode, if reported, otherwise state or territory of reporting laboratory.

From January 2000 data presented are for reports with report dates in the current period. Previously reports included all data
received in that period.
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w

Totals comprise data from all laboratories. Cumulative figures are subject to retrospective revision, so there may be discrep-
ancies between the number of new notifications and the increment in the cumulative figure from the previous period.

No data received this period.

Table5.  Virology and serology reports by laboratories for the reporting period
1 April to 30 June 2004*

*

The complete list of laboratories reporting for the 12 months, January to December 2004, will appear in every report regard-
less of whether reports were received in this reporting period. Reports are not always received from all laboratories.

- No data received this period.
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Additional reports

Australian Sentinel Practice
Research Network

The Research and Health Promotion Unit of the
Royal Australian College of General Practitioners
operates the Australian Sentinel Practice Research
Network (ASPREN). ASPREN is a network of general
practitioners who report presentations of defined
medical conditions each week. The aim of ASPREN
is to provide an indicator of the burden of disease
in the primary health setting and to detect trends in
consultation rates.

There are currently about 50 general practition-
ers participating in the network from all states
and territories. Seventy-five per cent of these are
in metropolitan areas and the remainder are rural
based. Between 4,000 and 6,000 consultations are
recorded each week.

The list of conditions is reviewed annually by the
ASPREN management committee and an annual
report is published.

In 2004, nine conditions are being monitored, four
of which are related to communicable diseases.
These include influenza, gastroenteritis, varicella
and shingles. There are two definitions for influenza
for 2004. A patient may be coded once or twice
depending on their symptoms. The definition for
influenza 1 will include more individuals. Definitions
of these conditions were published in Commun Dis
Intell 2004;28:99-100.

Data from 1 April to 30 June 2004 are shown as the
rate per 1,000 consultations in Figures 5, 6, 7, and 8.

Figure 5. Consultation rates for influenza-like
iliness, ASPREN, 1 April to 30 June 2004, by
week of report
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Figure 6. Consultation rates for gastroenteritis,
ASPREN, 1 April to 30 June 2004, by week of
report
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Figure 7. Consultation rates for chickenpox,
ASPREN, 1 April to 30 June 2004, by week of
report
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Figure 8. Consultation rates for shingles,
ASPREN, 1 April to 30 June 2004, by week of
report
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Childhood immunisation coverage

Tables 6, 7 and 8 provide the latest quarterly report on
childhood immunisation coverage from the Australian
Childhood Immunisation Register (ACIR).

The data show the percentage of children fully
immunised at 12 months of age for the cohort
born between 1 January and 31 March 2003, at
24 months of age for the cohort born between
1 January and 31 March 2002, and at 6 years of
age for the cohort born between 1 January and 31
March 1998 according to the Australian Standard
Vaccination Schedule.

A full description of the methodology used can be
found in Commun Dis Intell 1998;22:36-37.

Commentary on the trends in ACIR data is provided
by the National Centre for Immunisation Research
and Surveillance of Vaccine Preventable Diseases
(NCIRS). For further information please contact
the NCIRS at telephone: +61 2 9845 1256, Email:
brynleyh@chw.edu.au.

Immunisation coverage for children ‘fully immu-
nised’ at 12 months of age for Australia decreased
marginally from the last quarter by 0.2 percentage
points to 90.9 per cent (Table 6). There were sub-
stantial decreases in ‘fully immunised’ coverage by
State and Territory in two jurisdictions, the Northern
Territory (-3.9%) and the Australian Capital Territory
(-2.3%), whilst all other jurisdictions experienced
very little change in coverage. Both jurisdictions
also experienced decreases in coverage for
diphtheria, tetanus, pertussis (DTP), poliomyelitis
(OPV), Haemophilus influenzae type b (Hib) and
hepatitis B (Hep B). Significant changes in cover-
age in jurisdictions like the Northern Territory and
the Australian Capital Territory, who have relatively
small populations, are likely to be the result of small
numbers of unimmunised children having large
impacts on the coverage percentages.

Coverage for children ‘fully immunised’ at 24 months
of age for Australia increased marginally from the
last quarter by 0.2 percentage points to 91.7 per
cent (Table 7). Coverage for individual vaccines for
Australia basically remained largely unchanged.
DTP coverage remained high for this age group for
all jurisdictions due to the removal of the 4th dose
of DTP (due at 18 months) from the immunisation
schedule from the December 2003 quarter onwards.
The only other significant jurisdictional change in
coverage for this age group was an increase in DTP
coverage in Tasmania (+1.7%).

Table 8 shows immunisation coverage estimates
for ‘fully immunised’ and for individual vaccines at
six years of age for Australia and by state or ter-
ritory. ‘Fully immunised’ coverage at six years of

age for Australia remained the same, however
there was a significant decrease in coverage in
Tasmania (-3.7%) and an increase in coverage in
Western Australia (+1.5%). Coverage for all indi-
vidual vaccines at six years of age remained largely
unchanged in most states and territories with the
only significant changes occurring in Tasmania
for DTP (-3.9%), OPV (-3.4%) and MMR (-3.8%).
Coverage for vaccines assessed at six years is now
over 85 per cent in the majority of jurisdictions, and
close to 85 per cent in most jurisdictions, although
coverage in Western Australia, Tasmania and the
Northern Territory for this age group remains well
below other jurisdictions.

Figure 9 shows the trends in vaccination coverage
from the first ACIR-derived published coverage esti-
mates in 1997 to the current estimates. There is a
clear trend of increasing vaccination coverage over
time for children aged 12 months, 24 months and six
years, although the rate of increase has slowed over
the past year for all age groups.

Figure 9. Trends in vaccination coverage,
Australia, 1997 to 2004, by age cohorts
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Acknowledgement: These figures were provided
by the Health Insurance Commission (HIC), to speci-
fications provided by the Australian Government
Department of Health and Ageing. For further infor-
mation on these figures or data on the Australian
Childhood Immunisation Register please contact
the Immunisation Section of the HIC: Telephone:
+61 2 6124 6607.
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Table 6. Percentage of children immunised at 1 year of age, preliminary results by disease and
state or territory for the birth cohort 1 January to 31 March 2003; assessment date 30 June 2004

Table 7. Percentage of children immunised at 2 years of age, preliminary results by disease and state
or territory for the birth cohort 1 January to 31 March 2002; assessment date 30 June 2004

Table 8.  Percentage of children immunised at 6 years of age, preliminary results by disease and state
or territory for the birth cohort 1 January to 31 March 1998; assessment date 30 June 2004
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Gonococcal surveillance

John Tapsall, The Prince of Wales Hospital,
Randwick NSW 2031 for the Australian Gonococcal
Surveillance Programme.

The Australian Gonococcal Surveillance Programme
(AGSP) reference laboratories in the various States
and Territories report data on sensitivity to an agreed
‘core’ group of antimicrobial agents quarterly. The
antibiotics currently routinely surveyed are penicil-
lin, ceftriaxone, ciprofloxacin and spectinomycin, all
of which are administered as single dose regimens
and currently used in Australia to treat gonorrhoea.
When in vitro resistance to a recommended agent is
demonstrated in 5 per cent or more of isolates from
a general population, it is usual to remove that agent
from the list of recommended treatment.® Additional
data are also provided on other antibiotics from time
to time. At present all laboratories also test isolates
for the presence of high level (plasmid-mediated)
resistance to the tetracyclines, known as TRNG.
Tetracyclines are however, not a recommended
therapy for gonorrhoea in Australia. Comparability
of data is achieved by means of a standardised
system of testing and a program-specific quality
assurance process. Because of the substantial
geographic differences in susceptibility patterns in
Australia, regional as well as aggregated data are
presented. For more information see Commun Dis

Intell 2004;28:100.
Reporting period 1 April to 30 June 2004

The AGSP laboratories received a total of 873
isolates in this quarter of which 851 underwent
susceptibility testing. The total received was about
10 per cent less than the 980 isolated or referred in
2003. About 31 per cent of this total was from New
South Wales, 23 per cent from Victoria, 18 per cent
from Queensland, 14.2 per cent from the Northern
Territory, 8.4 per cent from Western Australia and
4.4 per cent from South Australia. Isolates from
other centres were few.

Penicillins

In this quarter 21.2 per cent of all isolates exam-
ined were penicillin resistant by one or more
mechanisms—9.3 per cent penicillinase producing
neisseria gonorrhoeae (PPNG) and 11.9 per cent by
chromosomal mechanisms (CMRNG). The propor-
tion of all penicillin resistant strains is little changed
from the previous quarter, but is about five per cent
more than in the corresponding period of 2003.
The number of PPNG increased to 101 from the 72
seen in the same period in 2003, but the number
of CMRNG decreased to 79 from 88. The propor-
tion of all strains resistant to the penicillins by any
mechanism ranged from 8.3 per cent in the Northern

Territory to 30 per cent in New South Wales. In the
Northern Territory, nine of 10 resistant strains were
PPNG.

Figure 10 shows the proportions of gonococci fully
sensitive (MIC < 0.03 mg/L), less sensitive (MIC 0.06
— 0.5 mg/L), relatively resistant (MIC = 1 mg/L) or
else penicillinase producing (PPNG) aggregated for
Australia and by State and Territory. A high propor-
tion those strains classified as PPNG or else resist-
ant by chromosomal mechanisms fail to respond
to treatment with penicillins (penicillin, amoxycillin,
ampicillin) and early generation cephalosporins.

Figure 10. Categorisation of gonococci isolated
in Australia, 1 April to 30 June 2004, by
penicillin susceptibility and region
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FS Fully sensitive to penicillin, MIC <0.03 mg/L.
LS Less sensitive to penicillin, MIC 0.06—0.5 mg/L.
RR Relatively resistant to penicillin, MIC =1 mg/L.

PPNG Penicillinase producing Neisseria gonorrhoeae.

The highest proportion of PPNG was found in New
South Wales where the 50 PPNG were 18.5 per cent
of all isolates. Twenty-five PPNG representing 12.5
per cent of all isolates were found in Victoria and
10 (6.4%) in Queensland. Five PPNG were found
in Western Australia and two in South Australia. In
addition to the increase in PPNG in the Northern
Territory, PPNG numbers also rose markedly in New
South Wales from the 14 detected in this period of
2003. Victoria maintained a high rate of PPNG,
but numbers of PPNG were halved in other States.
Numbers of isolates resistant to the penicillins by
separate chromosomal mechanisms declined over-
all. This was mainly due to a decrease in numbers
in New South Wales (from 58 to 30). In other juris-
dictions, CMRNG numbers were unaltered or else
increased from 2003 data.
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Ceftriaxone

Three isolates with decreased susceptibility to
ceftriaxone were detected in New South Wales.
Small numbers of these strains have been seen for
a number of years, mostly in New South Wales, but
occasionally in other jurisdictions.

Spectinomycin

All isolates were susceptible to this injectable
agent.

Quinolone antibiotics

The total number (172) and proportion (20.2%) of
all quinolone resistant N. gonorrhoeae (QRNG) was
slightly less than in the first quarter of 2004 (188,
20.5%), but substantially higher than the corre-
sponding figures in the second quarter of 2003 (135
isolates, 14%). The majority of QRNG (155 of 172,
90%) exhibited higher-level resistance

QRNG are defined as those isolates with an MIC
to ciprofloxacin equal to or greater than 0.06 mg/L.
QRNG are further subdivided into less sensitive
(ciprofloxacin MICs 0.06 — 0.5 mg/L) or resistant
(MIC = 1 mg/L) groups.

QRNG were again widely distributed. The highest
number (76) was found in New South Wales (28%
of isolates) while 62 QRNG were 31 per cent of
gonococci in Victoria. In South Australia there were
six (16%) QRNG, in Queensland 19 (14%), and three
each in Western Australia (4.3%) and the Northern
Territory (2.5%) (Figure 11).

Figure 11. The distribution of quinolone
resistant isolates of Neisseria gonorrhoeae
in Australia, 1 April to 30 June 2004, by
jurisdiction
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High level tetracycline resistance

The number (121) and proportion (14.2%) of high
level tetracycline resistance (TRNG) detected
increased from the 2003 figures (92, 9.5%). TRNG
are also PPNG when the different resistance deter-
minants are both present on a single plasmid. The
increase in PPNG noted above thus helps to explain
the increase in TRNG. TRNG represented between
7.5 per cent (Northern Territory) and 20 per cent
of all isolates (Western Australia) in the different
jurisdictions.

Reference

1. Management of sexually transmitted diseases. World
Health Organization 1997; Document WHO/GPA/
TEM94.1 Rev.1 p 37.

Meningococcal surveillance

John Tapsall, The Prince of Wales Hospital, Randwick,
NSW, 2031 for the Australian Meningococcal
Surveillance Programme.

The reference laboratories of the Australian
Meningococcal Surveillance Programme report
data on the number of laboratory confirmed cases
confirmed either by culture or by non-culture
based techniques. Culture positive cases, where a
Neisseria meningitidis is grown from a normally ster-
ile site or skin, and non-culture based diagnoses,
derived from results of nucleic acid amplification
assays and serological techniques, are defined as
invasive meningococcal disease (IMD) according to
Public Health Laboratory Network definitions. Data
contained in the quarterly reports are restricted to
a description of the number of cases per jurisdic-
tion, and serogroup, where known. A full analysis of
laboratory confirmed cases of IMD is contained in
the annual reports of the Programme, published in
Communicable Diseases Intelligence.

Laboratory confirmed cases of invasive mening-
ococcal disease for the period 1 April to 30 June
2004, are included in this issue of Communicable
Diseases Intelligence (Table 9).
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Number of laboratory confirmed cases of invasive meningococcal disease, Australia,

Serogroup
C Y W135 ND All
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1 1 1 1 3 8
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Table 9.
1 April to 30 June 2004, by jurisdiction and serogroup
Jurisdiction Year
A B
Q2 ytd Q2 yid
Australian Capital Territory 2004 1 6
2003 5) ()
New South Wales 2004 1 1 11 23
2003 (0) (©) (9 (@17)
Northern Territory 2004 22 37
2003 (26) (37)
Queensland 2004 0 4
2003 © @
South Australia 2004 18 28
2003 8) (13)
Tasmania 2004 5 9
2003 @ ®
Victoria 2004 6 10
2003 (G) (@11
Western Australia 2004 0 2
2003
Australia 2004 1 1 63 119
2003 (0) (0 (57) (93)

® 13 @O & O @O © 1 @42 (©s
2 4 2 8

0) (0) (0) ()
5 9 1 3 0 O 1 2 25 42

® 2 0o 0O O O @ 6 @ @
0 0 5 9

© @ 4) 9)
1 2 7 12

o 6 O @ (1 (15
0 0 1 1 1 3 2 6

) i

19 37 4 6 5 5 7 17 99 185
24 5 @ @ @ @ @6 (25 (101 (179

Q2 = second quarter; ytd = year to 30/06/04; ND = not determined.

Numbers of laboratory confirmed diagnoses of IMD made in the same periods in 2003 are also shown in parenthesis.

Australian Paediatric Surveillance
Unit

The Australian Paediatric Surveillance Unit (APSU)
conducts nationally based active surveillance of
rare diseases of childhood, including specified
communicable diseases and complications of rare
communicable diseases in children. The primary
objectives of the APSU are to document the number
of Australian children under 15 years newly diag-
nosed with specified conditions, their geographic
distribution, clinical features, current management
and outcome. Contributors to the APSU are clini-
cians known to be working in paediatrics and child
health in Australia. In 2003, over 1,000 clinicians
participated in the surveillance of 14 conditions
through the APSU, with an overall response rate
of 96 per cent. The APSU can be contacted by tel-
ephone: +61 2 9845 2200, email: apsu@chw.edu.
au. For more information see Commun Dis Intell
2004;28:101.

The results for 1 January and 31 March 2004 are
shown in Table 10.

HIV and AIDS surveillance

National surveillance for HIV disease is coordinated
by the National Centre in HIV Epidemiology and
Clinical Research (NCHECR), in collaboration
with State and Territory health authorities and the
Commonwealth of Australia. Cases of HIV infection
are notified to the National HIV Database on the
first occasion of diagnosis in Australia, by either the
diagnosing laboratory (Australian Capital Territory,
New South Wales, Tasmania, Victoria) or by a com-
bination of laboratory and doctor sources (Northern
Territory, Queensland, South Australia, Western
Australia). Cases of AIDS are notified through the
State and Territory health authorities to the National
AIDS Registry. Diagnoses of both HIV infection and
AIDS are notified with the person’s date of birth and
name code, to minimise duplicate naotifications while
maintaining confidentiality.

Tabulations of diagnoses of HIV infection and AIDS
are based on data available three months after the
end of the reporting interval indicated, to allow for
reporting delay and to incorporate newly available
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Table 10. Confirmed cases of communicable diseases reported to the Australian Paediatric
Surveillance Unit between 1 January to 31 March 2004*

*

Surveillance data are provisional and subject to revision

—+

HIV infection through heterosexual contact

information. More detailed information on diagnoses
of HIV infection and AIDS is published in the quarterly
Australian HIV Surveillance Report, and annually in
‘HIV/AIDS, viral hepatitis and sexually transmissible
infections in Australia, annual surveillance report’.
The reports are available from the National Centre
in HIV Epidemiology and Clinical Research, 376
Victoria Street, Darlinghurst NSW 2010. Internet:
http://www.med.unsw.edu.au/nchecr.  Telephone:
+61 2 9332 4648. Facsimile: +61 2 9332 1837. For
more information see Commun Dis Intell 2004;28:99.

HIV and AIDS diagnoses and deaths following
AIDS reported for January to March 2004, as
reported to 30 June 2004, are included in this issue
of Communicable Diseases Intelligence (Tables 11
and 12).

Table 11. New diagnoses of HIV infection, new diagnoses of AIDS, and deaths following AIDS
occurring in the period 1 January to 31 March 2004, and reported by 30 June 2004, by sex and state

or territory of diagnoses

1. Totals include people whose sex was reported as transgender.
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Table 12. Cumulative diagnoses of HIV infection, A

IDS, and deaths following AIDS since the

introduction of HIV antibody testing to 31 March 2004 and reported by 30 June 2004, by sex and

state or territory

Sex
ACT NSW NT
HIV diagnoses Female 30 747 17
Male 247 12,413 121
Not reported 0 237 0
Total* 277 13,424 138
AIDS diagnoses Female 9 217 1
Male 93 5,077 41
Total* 102 5,309 42
AIDS deaths Female 6 126 0
Male 72 3,433 26
Total* 78 3,568 26

1. Totals include people whose sex was reported as transgender.

National Enteric Pathogens
Surveillance System

The National Enteric Pathogens Surveillance System
(NEPSS) collects, analyses and disseminates data
on human enteric bacterial infections diagnosed in
Australia. These pathogens include Salmonella, E.
coli, Vibrio, Yersinia, Plesiomonas, Aeromonas and
Campylobacter.

Communicable Diseases Intelligence NEPSS
quarterly reports include only Salmonella. Data are
based on reports to NEPSS from Australian labora-
tories of laboratory-confirmed human infection with
Salmonella. Salmonella are identified to the level of
serovar and, if applicable, phage-type. Infections
apparently acquired overseas are included. Multiple
isolations of a single Salmonella serovar/phage-
type from one or more body sites during the same
episode of iliness are counted once only. The date
of the case is the date the primary diagnostic labora-
tory isolated a Salmonella from the clinical sample.

Interpret historical quarterly mean counts cautiously
— these may be affected by outbreaks and surveil-
lance artefacts such as newly recognised and
incompletely typed Salmonella.

Reported by Joan Powling (NEPSS Co-ordinator) and
Mark Veitch (Public Health Physician), Microbiological
Diagnostic Unit — Public Health Laboratory, Department
of Microbiology and Immunology, University of
Melbourne. NEPSS can be contacted at the above
address or by telephone: +61 3 8344 5701, facsimile:
+61 3 9625 2689.

State or territory

Qld SA Tas Vic WA  Australia
215 81 7 292 159 1,548
2,347 800 85 4,624 1,049 21,686
0 0 0 22 0 259
2,571 882 92 4,957 1,215 23,556
58 30 4 89 34 442
952 383 47 1,828 407 8,828
1,012 414 51 1,927 443 9,300
40 20 2 58 22 274
622 257 32 1,350 277 6,069
664 277 34 1,416 300 6,363
Reports to the National Enteric Pathogens

Surveillance System of Salmonella infection for the
period 1 April to 30 June 2004 are included in Tables
13 and 14. Data include cases reported and entered
by 14 July 2004. Counts are preliminary, and subject
to adjustment after completion of typing and report-
ing of further cases to NEPSS. For more information
see Commun Dis Intell 2004;28:101-102.

1 April to 30 June 2004

The total number of reports to the National Enteric
Pathogens Surveillance System (NEPPS) of human
Salmonella infection declined to 1,980 in the sec-
ond quarter of 2004, 27 per cent fewer than in first
quarter of 2004, and nine per cent fewer than in the
comparable first quarter of 2003. Case counts to
14 July 2004 are approximately 97 per cent of the
expected final counts for the quarter.

During the second quarter of 2004, the 25 most
common Salmonella types in Australia accounted
for 1,363 cases, 69 per cent of all reported human
Salmonella infections.

Twenty-two of the 25 most common Salmonella infec-
tions in the second quarter of 2004 were among the
25 most commonly reported in the previous quarter.

S. Typhimurium phage type 170 (including the
similar S. Typhimurium phage type 108) has been
one of the most common serovars since 2002. This
quarter it was, for the first time, the most common
Salmonella in Australia. It was also the most com-
mon in New South Wales, the Australian Capital
Territory and South Australia, and among the most
common in Victoria.
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Reports of other common salmonellae with
counts well above historical averages include
S. Typhimurium phage type 12a (particularly in
Queensland and Victoria), S. Typhimurium phage
type 197 (in the eastern mainland states), S.
Typhimurium phage type 12 (in New South Wales)
and S. Virchow phage type 8, S. Hvittingfoss and S.
Weltevreden (in Queensland)
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Table 13. Reports to the National Enteric Pathogens Surveillance System of Salmonella isolated
from humans during the period 1 April to 30 June 2004, as reported to 14 July 2004

19 105

26 328

126

117 45 14 78 63 220
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Table 14. Top 25 Salmonella types identified in Australia, 1 April to 30 June 2004, by state or territory
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