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Background

Methods

The Australian Paediatric Surveillance Unit (APSU)
conducts national active surveillance of rare diseases of childhood, including infectious and vaccine
preventable diseases, genetic disorders, childhood
injuries and mental health conditions. The study
of communicable and vaccine-preventable diseases is supported by the Australian Government
Department of Health and Ageing through its communicable diseases program. This report is a summary of surveillance results for communicable and
vaccine preventable diseases studied through the
APSU in 2004.

APSU study protocols are developed with collaborating investigators and/or institutions and the
objectives and chief investigators for each study
are listed in Table 1. Conditions under surveillance
are listed on a report card sent monthly to practising paediatricians and other selected child health
specialists (APSU contributors). Over a half of the
contributors report via email. The system is efÞcient
and economical, enabling surveillance of up to
16 different conditions simultaneously. Contributors
respond whether or not they have a case to report.
This enables calculation of monthly response rates
and identiÞcation of non-responders. Each week the
APSU forwards positive reports to study investigators who collect de-identiÞed clinical and/or laboratory data from reporting clinicians by questionnaire.
A unique identiÞcation code for each case enables
identiÞcation of duplicate reports. Information
reported in the questionnaire is used to ensure that
case criteria are met.1,2

In 2004, seven communicable or vaccine preventable conditions were studied:
•

acute ßaccid paralysis;*

•

congenital cytomegalovirus infection;

•

congenital rubella infection;

•

perinatal exposure to HIV and HIV infection;

•

neonatal herpes simplex virus infection;

•

hepatitis C virus infection; and

•

non-tuberculous mycobacterium infection.

The APSU aims to provide epidemiological information that is representative of the Australian population and maximal case ascertainment is a high
priority. Despite a representative mailing list and
high response rates, complete case ascertainment
is unlikely. This is particularly relevant in remote
communities where children have limited access
to paediatricians. However, for most conditions
studied by the APSU no national data are available
to estimate completeness of ascertainment. APSU
encourages the use of complementary data sources
where available and reporting by a range of specialists to maximize cases identiÞed. Reported rates for
conditions ascertained through the APSU therefore
represent a minimum estimate of these conditions in
the relevant Australian populations.

*

Although the aim of this surveillance is to identify acute
ßaccid paralysis due to poliomyelitis or associated with
polio vaccination, there are many non-infectious causes
of acute ßaccid paralysis.
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To determine the vaccination status of mothers of infected infants;

To identify new cases of perinatal exposure to HIV, paediatric HIV
infection, and AIDS;

To describe the pattern of perinatal exposure to HIV in Australia;

Perinatal exposure to HIV and
HIV infection

Ann McDonald,
National Centre in HIV
Epidemiology and Clinical
Research
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To describe the natural history of paediatric HIV infection.

To monitor the perinatal HIV infection transmission rate and use of
interventions for reducing the risk of mother-to-child transmission;

To monitor the effectiveness of the current vaccination program.

To document the incidence of congenital rubella infection;

The epidemiology of congenital CMV prior to trials of vaccines and
antivirals.

Current therapy for congenital CMV infection; and

The genotypes of CMV which cause congenital disease;

The presenting features and clinical spectrum of disease due to
congenital CMV;

The incidence of congenital and suspected congenital CMV infection;

The study aims to determine:

Dr Cheryl Jones,
The Children’s Hospital at
Westmead, and Discipline of
Paediatrics and Child Health,
University of Sydney

A/Prof. William Rawlinson,
Virology Division, Department
of Microbiology, Prince of Wales
Hospital, Sydney

Congenital cytomegalovirus
(cCMV) infection

To determine whether AFP is caused by poliovirus infection and if so,
whether it is a wild, vaccine, or vaccine-derived strain of poliovirus;

A/Prof. Heath Kelly,
Victorian Infectious Diseases
Reference Laboratory

To determine other causes and the clinical picture of AFP in Australia.

In 2004, Australia exceeded the WHO AFP surveillance target of 1 case
per 105 persons aged <15 years, per annum.

To determine the notiÞcation rate of AFP in children aged <15 years;

Acute flaccid paralysis (AFP)

Supporting previously reported trends,6 the proportion of children with
perinatal HIV exposure who become infected, declined from 41.2%
(children born 1995–1996) to 2.4% (children born 2003–2004) due to
increasing use of interventions in women diagnosed antenatally.

All cases reported in 2004 were of perinatal exposure to HIV.
Consistent with our previous data 55% of these mothers were exposed
to HIV through heterosexual contact in a high HIV prevalence country
or in Australia with a partner from a high prevalence country and 32%
used IV drugs or had a partner who used IV drug.6

No new cases of HIV infection were identiÞed in children in 2004.

Travel to rubella endemic counties in the Þrst trimester by women
with no prior rubella immunity poses a risk to the foetus of congenital
rubella.

Women born in countries with poorly developed vaccination programs
should have serological testing for rubella after arrival in Australia, and
vaccination when appropriate.

The only reported case in 2004 was born to an unvaccinated woman
born overseas. We have previously documented this group as ‘at risk.’5

Universal neonatal hearing screening programs may also help identify
new cases.

cCMV remains under-diagnosed. Although most cases are diagnosed
by urine culture, use of polymerase chain reaction for urinary screening
for CMV may increase diagnostic yield.4

cCMV infection was not associated with maternal illness in 8/17 cases
in 2004 and should be considered regardless of maternal history.

This is the Þrst national study of cCMV in Australia, a major infectious
cause of malformations.

Continued surveillance is required to keep Australia polio free, especially
in view of recent reports of imported cases of wild poliovirus into
Indonesia.

40% of cases had 2 faecal specimens collected within 14 days of onset
of paralysis, below the 80% target level identiÞed by WHO.

The majority (approx. 70%) of AFP cases are due to Guillain-Barré
syndrome or transverse myelitis. All reported cases were classiÞed as
non-polio AFP.3

Key findings

Objectives

Summary of findings

Congenital rubella
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Condition and principal
investigator
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Dr Pamela Palasanthiran,
Paediatric Infectious Diseases
Specialist, Department of
Immunology and Infectious
Diseases, Sydney Children’s
Hospital Randwick, NSW

Non-tuberculous
mycobacterium
infection (NTM)

To describe the clinical presentation, investigation and management of
newly diagnosed HCV infection in Australian children;

Dr Cheryl Jones,
The Children’s Hospital at
Westmead, and Discipline of
Paediatrics and Child Health,
University of Sydney

To describe the management of NTM in Australia and the response to
treatment.

To describe diagnostic investigations used in Australia; frequency of
use of skin testing and the clinical utility of the test, including differential
skin testing;

To describe the epidemiology and spectrum of disease and document
known risk factors;

To estimate the incidence of newly diagnosed NTM infection in children
seen by child health specialists in Australia;

To determine the prevalence of co-infection with hepatitis B virus (HBV)
and/or human immunodeÞciency virus (HIV) in Australian children with
newly diagnosed HCV infection.

To document the presence of known risk factors for HCV infection in an
Australian paediatric population;

To determine the reported incidence of newly diagnosed HCV infection
in Australian children;

To determine whether there is delay between presentation, diagnosis
and initiation of treatment.

To determine its mode of presentation e.g. localised, disseminated or
complicated by encephalitis or pneumonitis and mode of transmission;

Hepatitis C virus
infection (HCV)

Dr Cheryl Jones,
Herpes Virus Research Unit,
The Children’s Hospital at
Westmead, and Discipline of
Paediatrics and Child Health,
University of Sydney

Neonatal herpes simplex virus To determine the incidence of neonatal HSV infection in Australia, its
mortality and morbidity;
infection (HSV)

Objectives

Summary of findings, continued

Condition and principal
investigator

Table 1.

Children with underlying conditions experience relapse regardless of
management.

Mycobacterium avium intracellulare and Mycobacterium fortuitum are
the commonest organisms isolated.

In accordance with the literature, this infection usually presents in
otherwise healthy children <5 years with lymphadenopathy. Surgery is
required in the majority.

The reported number of infected children is lower than predicted using
national laboratory notiÞcations. This may be due to under-diagnosis
and/or under-reporting.

Most HCV-infected children are clinically asymptomatic with mildly
elevated liver function test at diagnosis.

Most (>80%) HCV infection in Australian children is acquired
perinatally. In our study infants at risk were born to mothers who used
IV drugs (approx. 60%), had invasive procedures overseas or had
tattoos.7

Disseminated HSV infection in the newborn may be associated with the
early onset of pneumonitis in infants (in whom the chest X-ray may be
normal). This is highly lethal unless antiviral therapy is initiated.

Typical herpetic lesions of the skin, eye or mouth were not evident in
half of infants identiÞed with neonatal HSV infection, which makes early
diagnosis difÞcult.

Over a half of neonatal HSV infections in Australia are caused by HSV
type 1, in contrast to the USA where HSV type 2 predominates.

Key findings
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Cases are classiÞed according to the following
criteria:
Valid: A confirmed case is one that satisÞes the case
deÞnition criteria and a probable case is one that does
not completely meet the case deÞnition criteria but is
highly probable on the basis of available information.
Invalid: A duplicate case is one that has already been
reported and an error is a reported case that does
not fulÞl the case deÞnition criteria; or for which the
diagnosis was revised by the reporting clinician; or for
which the APSU report card was ticked by mistake.

Results
In 2004, 1,112 clinicians participated in the monthly
surveillance of 13 conditions, with an overall monthly
response rate of 91 per cent. Questionnaire return
rate is >80 per cent for most studies. Table 2 shows
the number of cases reported in 2004 and for
the whole study period and the reported rate per
100,000 population.2
APSU data contribute signiÞcantly to the national
surveillance effort, providing valuable information
for clinicians, policy makers and the community.
The APSU is often the only source of national data
that includes clinical and or laboratory details and
data from both inpatients and outpatients. The chief
investigator, objectives and key Þndings for studies
are summarised in Table 1.

Table 2.

Further information on the above studies may be
obtained by contacting the APSU: website www.apsu.
org.au; phone (02) 9845 3005; email: apsu@chw.
edu.au, or the Principal Investigator for each study.
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Confirmed cases identified for 2004 and for the total study period
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Date study
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In 2004 all reported cases were perinatal exposures to HIV infection. No new HIV infections were reported.
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A report from the Communicable Diseases
Network Australia,
1 July to 30 September 2005
The Communicable Diseases Network Australia (CDNA) consists of communicable disease authorities from
various Australian Government agencies and state and territory health authorities, in addition to expert bodies
and individuals in the specific areas of communicable disease epidemiology, clinical management, disease
control and laboratory diagnosis. The CDNA provides national public health leadership and co-ordination on
communicable disease surveillance, prevention and control, and offers strategic advice to governments and
other key bodies on public health actions to minimise the impact of communicable diseases in Australia and
the region.

Refugee health

Viral haemorrhagic fever

CDNA endorsed the Recommendations for refugee
pre-departure assessment/treatment for malaria
which were developed by the International Organisation for Migration based on advice provided by
the Australasian Society for Infectious Diseases.

The Laboratory precautions for samples collected
from patients with a suspected viral haemorrhagic
fever has been revised and updated by the Public
Health Laboratory Network and was endorsed by
CDNA. This paper consists of two parts. Only Part A,
Guidelines for laboratories that are not associated
with a designated isolation hospital was amended.
Part B remains unchanged.

Salmonella control in chicken meat and eggs
CDNA agreed the control of Salmonella is an important public health issue, with control of Salmonella
in eggs and chicken meat a possible means of
controlling Salmonella in humans. CDNA requested
that OzFoodNet collate and summarise available
data on Salmonella prevalence in both eggs and
chicken meat. The Network considered a presentation from OzFoodNet at a face-to-face meeting held
in Melbourne and noted Food Standards Australia
and New Zealand is currently developing a proposal
for primary production processing standards, a risk
assessment and a cost beneÞt analysis. CDNA
agreed to initiate dialogue between industry representatives, state and territory health authorities,
Animal Health Australia and the Department of
Agriculture, Fisheries and Forestry.
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Shigella notifications to the National Notifiable
Diseases Surveillance System
In response to the increasing number of cases being
reported, CDNA requested OzFoodNet provide information on Shigella notiÞcations in Australia, in particular subtypes and Indigenous status of notiÞed cases.
At the face-to-face meeting held in Melbourne, CDNA
considered a paper from OzFoodNet and noted some
problems exist with the National NotiÞable Diseases
Surveillance System (NNDSS) data as states and territories are not coding in a consistent manner when
entering notiÞcations data in NNDSS.
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