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1. Summary

Public health priority

Urgent

Case management

Laboratory confirmation should be sought for patients suspected to have invasive Haemophilus
influenzae type b infection (Hib disease) (see “Clinical presentation and outcome” below). The patient
requires immediate hospitalisation and treatment. If treatment does not include an effective clearance
antibiotic, the patient should also be given a course of rifampicin to eliminate nasopharyngeal
carriage. Isolate the case using standard and droplet precautions for 48 hours after initiation of
clearance antibiotic treatment.

Contact management

Defined contacts should receive rifampicin or other clearance antibiotics. Contacts receiving
clearance antibiotics may continue to attend school/preschool/childcare. Parents of contacts should
be advised to watch for signs and symptoms of Hib disease in contacts and to seek medical attention
early should these occur. Increase public health surveillance for cases among defined contacts for a
period of 60 days.

2. The disease

Infectious agent

H.influenzae is a Gram-negative coccobacillus that is a normal part of upper respiratory tract flora.
Strains are either non-encapsulated or encapsulated with a polysaccharide capsule. Encapsulated H.
influenzae isolates are classified into six serotypes (a to f) with the most common cause of invasive
disease being H. influenzae type b (Hib)

Reservoir

Humans are the only known reservoir. H. influenzae can be carried asymptomatically in the naso- and
oro-pharynx. Carriage rates in the pre-vaccine era ranged from 0 to 9%  with one study reporting
higher rates in children 2 to 3 years old. @

Mode of transmission

Hib is predominantly transmitted from asymptomatic carriers by direct contact with respiratory droplets
or discharges from the nose and throat. It can also rarely be transmitted from infected persons. ® Hib
does not survive in the environment on inanimate surfaces. @

Incubation period

The incubation period is uncertain, but probably from 2 to 4 days. ®
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Infectious period

The infectious period lasts as long as organisms are present in the nasopharynx. Carriage is
eliminated 48 to 72 hours after initiation of effective antibiotic treatment. ®

Clinical presentation and outcome

Hib causes meningitis, epiglottitis and a range of other infections such as septic arthritis, cellulitis and
pneumonia. Hib is rarely isolated from the blood without a focal infection such as one of the above-
mentioned being evident or developing subsequently. In older children meningitis more commonly
presents with typical signs such as neck stiffness and photophobia. In infants, such typical signs are
less common. @

Epiglottitis (inflammation of the epiglottis) presents with respiratory obstruction, evidenced by soft
stridor and often drooling, with the child remaining upright to maximise his or her airway, as well as
systemic signs such as pallor and fever. Before the introduction of Hib vaccines, epiglottitis in children
was almost always caused by Hib. ®

Before the introduction of routine Hib vaccination in Australia in 1993, the most common presentations
of Hib disease were meningitis and epiglottitis. The overall case fatality rate was approximately 5% ®
and one Australian study reported 17% of children surviving Hib meningitis had neurological sequelae
on discharge. ©

Without appropriate treatment, Hib meningitis and epiglottis are almost invariably fatal. @

People at increased risk of disease

Prior to widespread vaccination, significant associations were found between Hib disease and
household crowding and day-care attendance. ®

With current vaccination programs, unimmunised children younger than 5 years of age and
unimmunised household contacts and day-care classmates of a person with Hib disease remain at
increased risk of Hib disease. Aboriginal and Torres Strait Islander populations and people with
chronic disease (eg sickle cell anaemia, antibody deficiency syndromes, people living without a
functioning spleen, and malignancies, particularly during chemotherapy) are also at increased risk.

Disease occurrence and public health significance

There has been a marked reduction in the number of notified Hib disease cases in Australia since the
introduction of Hib vaccine. Invasive disease incidence declined dramatically from 1995 to 2005, and
has since remained steady at a rate of 0.1 cases per 100,000 population or less, with the majority of
cases in children aged less than 5 years. © Australia now has one of the lowest rates of Hib disease in
the world. However, the incidence remains disproportionately higher in Aboriginal and Torres Strait
Islander people (2010 rate 1.4 compared to 0.07 respectively; rate ratio 20:1). (0

Before the introduction of Hib vaccines to the routine immunisation schedule in 1993, Hib disease was
the most common cause of bacterial meningitis in Australian children ¢*.12, with an annual incidence
rate in 1985-1987 in non-Indigenous children of 25 per 100,000 and 150 per 100,000 for Aboriginal
and Torres Strait Islander children, under 5 years of age. @ Infection primarily affected children
younger than 2 years, although epiglottitis caused by Hib most commonly occurred in older children,
between 18 months and 5 years. ®

Aboriginal and Torres Strait Islander children acquired Hib infection at a much younger age than other
children and had a greater risk of death and disability.
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3. Routine prevention activities

Vaccination

Vaccination is the most effective means of preventing Hib disease. Hib vaccines are safe and
effective (4% and vaccination with a Hib-containing vaccine is recommended in a 4-dose schedule for
infants at 2, 4, 6 and 18 months of age. Additional doses are also recommended for other groups,
including people living without a functioning spleen. For further information on Hib vaccination refer to
Australian Immunisation Handbook?.

Clearance antibiotics

Hib disease case management aims to protect those at greatest risk of disease by interrupting
transmission via elimination of nasopharyngeal carriage in the case and also in contacts in defined
settings.

4, Surveillance objectives

e To promptly identify cases and their close contacts so that public health action can be taken to
prevent spread of disease

e To ensure careful observation of household and childcare contacts, especially those with
incomplete vaccination, and immediately refer for medical evaluation if illness develops

e To identify outbreaks in order that further appropriate public health action can be taken

e To monitor the epidemiology of the disease, including the effectiveness of immunisation, and so
inform better prevention strategies

e To monitor the effectiveness of current control measures and to provide an evidence base for
further review of national guidelines

5. Data management

Confirmed cases of invasive Hib disease are notifiable and should be entered onto the notifiable
diseases database ideally within one working day of notification.

6. Communications

Where applicable, public health unit to notify the state/territory communicable diseases agency of
confirmed cases as soon as laboratory results are received. Provide the case’s age, sex at birth, date
of onset, vaccination history, laboratory and clinical status, resident location, place of acquisition,
indigenous status and follow-up action taken.

Upon completion of case follow up, the PHU should ensure that required enhanced data fields
(clinical presentation, risk factors, gestational age for premature infants with Hib disease and other
medical risk factors) are entered to the jurisdictional database for transmission to the National
Notifiable Diseases Surveillance System (NNDSS).

' https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases/haemophilus-
influenzae-type-b-hib
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7. Case definition

The current national surveillance case definition can be found at the Department of Health web siteZ.

Conjunctivitis is not considered to be an invasive infection for Hib. ®

8. Laboratory testing

Testing guidelines

All patients with suspected Hib disease should have blood collected for bacterial culture (and/or
nucleic acid amplification testing (NAAT)) (also known as PCR) (see below) as soon as possible
before, or as soon as possible after, antibiotics are administered. If cerebrospinal fluid (CSF) is
obtained, microscopy can give earlier presumptive identification of Haemophilus species but definitive
identification must still await confirmation by culture and/or NAAT.

Even though the incidence of Hib disease has declined, laboratories should continue routine
serotyping of isolates obtained from normally sterile sites, which will usually require referral of isolates
to a reference laboratory.

Microscopy

Visualising small, Gram-negative, pleomorphic coccobacilli with polymorphonuclear cells in CSF or
specimens from other sterile sites is suggestive of H. influenzae but must be confirmed by
culture/PCR and gives no indication of serotype. The sensitivity of a Gram stain performed on culture-
positive CSF is reported to range from 50% to 86% but is decreased following antibiotic
administration. ¢

Culture

The sensitivity of CSF and blood culture for detection of Hib infection is high unless antibiotic therapy
has been started before sampling.'¢ Cultured isolates enable definitive typing.

Antigen Detection

Slide agglutination to detect Hib capsular antigen in CSF or blood is now seldom available in clinical
settings and has limitations as a test for early diagnosis. However further characterisation of a H.
influenzae isolate from a normally sterile site remains important (see below).

Nucleic acid testing

Isolates from sterile sites suspected to be H. influenzae should be always referred to reference
laboratories for typing where NAAT, which is required for definitive typing, is available. Their contact
details are provided in Appendix 4. Some reference laboratories may be able to perform NAAT on
blood or CSF specimens directly.

2 https://www.health.gov.au/resources/publications/haemophilus-influenzae-type-b-surveillance-case-
definition?language=en
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9. Case management

Response times

Begin follow-up investigation within 24 hours of notification of a confirmed case. Earlier response may
be appropriate if serotyping results are not likely to be timely.

Response procedure

Case investigation

The response to a notification will normally be carried out in collaboration with the case's health
carers. Regardless of who does the follow-up, public health unit (PHU)/public health agency staff
should ensure that action has been taken to:

e Confirm the onset date and symptoms of the iliness

e Confirm results of relevant pathology tests

e Advise the reporting doctor of the role of the public health agency in investigating the possible
sources of infection, and the identification and management of contacts. Advise them that public
health staff will need to contact the case or relevant care-giver

e |If possible, determine whether the case or relevant care-giver has been advised of the likely
diagnosis before contacting them

e Ensure that contacts are identified and nasopharyngeal clearance antibiotics offered as detailed
in Section 11. Contact management

e Collect clinical and epidemiological and laboratory data required to complete core and enhanced
data fields in the NNDSS.

e Obtain details and documentation of previous Hib immunisation, if any (date and batch number)

Case treatment

Public health personnel should ensure that clinical isolates (or specimens) are referred by the
diagnosing laboratory to a reference laboratory for typing.

Patients suspected to have Hib disease require immediate treatment. Refer to the current edition of
Therapeutic Guidelines: Antibiotic for treatment guidelines.

One Australian study reported positive throat swabs from 34% of patients not given rifampicin. ©
Rifampicin should be given to cases prior to discharge from hospital to ensure clearance of the
organism if ceftriaxone or cefotaxime has not been used for in hospital treatment (25). Dosing
regimens are the same as for contacts and provided below under “11. Contact Management”.

If the treated patient is less than 5 years of age and has not been immunised, age-appropriate catch-
up Hib vaccination should be given after discharge from hospital.

Education

The case or relevant caregiver should be informed about the nature of the infection and the mode of
transmission. Discuss the risk of infection of contacts.

Isolation and restriction

When Hib disease is suspected, standard and droplet precautions should be practised for cases until
=48 hours after initiation of clearance antibiotic therapy. @ .19
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Exclude cases from school, preschool, childcare or other settings where there are susceptible
individuals, especially young children and infants until completion of treatment, including clearance
antibiotics (25).

Active case finding

Contacts (see definition below) should be advised to immediately seek medical advice should they
develop symptoms. Contacts or caregivers should be asked to also inform the public health agency if
they develop symptoms.

10. Control of environment

None routinely required

11. Contact management

|ldentification of contacts

Secondary cases in families and early childhood education and care settings are now rare. ® Studies
conducted before widespread vaccination showed that secondary spread was uncommon ¢® but when
it did occur, household and day care contacts of index cases were at a significantly higher risk of
developing invasive Hib disease compared with the general population. ) These secondary cases
among close contacts generally occurred within the first week after onset of disease in the index case.

(18)

Prior to widespread vaccination, Hib carriage rates in contacts of an index case were much higher
than those in the general population. Carriage rates in day care contacts were also increased
compared to non-day care attendees of a similar age. (» Comparable information about carriage is not
available for the current era of widespread vaccination, but carriage would be expected to be much
lower.

Interview the case or the case’s carer as appropriate to identify household and childcare contacts.

Healthcare associated transmission of Hib infection between two children in an acute care hospital
has been reported. @ Direct contact with the respiratory secretions of a case is generally considered
significant. As appropriate, advise the case’s healthcare provider about contact definitions and
clearance antibiotic recommendations in the hospital setting.

Contact definition

Household contacts are those who had prolonged close contact with the index case in a household
type setting in the seven days prior to the index case developing Hib disease. Examples include living
or sleeping in the same house, boyfriends/girlfriends, and sharing a dormitory or flat with the index
case.

Childcare contacts are defined as any individual sharing with the index case any situation where
children under 5 years of age are cared for with other children away from home in the seven days
prior to the onset of disease in the case.

Contacts within the hospital setting are those people who have shared a hospital room with the case
or healthcare workers who are directly exposed to the case’s respiratory secretions prior to case
completion of 48 hours of clearance antibiotics.
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Prophylaxis

Clearance antibiotics

Rifampicin has been shown to eradicate pharyngeal carriage of Hib in 92 to 97% of contacts , and
consequently may decrease the risk of secondary cases. (® Rifampicin is of no value more than 30
days after initial contact with a case. An Australian study showed that ceftriaxone and cefotaxime
were effective alternatives for eliminating Hib nasopharyngeal carriage in cases. (» Others have
extrapolated this finding to recommend ceftriaxone as an alternative clearance antibiotic for contacts
unable to tolerate rifampicin (1).

Dosing regimens ®

Rifampicin

Children and adults: 20 mg/kg as a single daily dose (maximum daily dose 600 mg) for 4 days.
Neonates (<1 month of age): 10 mg/kg daily for 4 days.

Ceftriaxone
Children 12 years or older and adults: 1g IM or IV daily for 2 days
Children younger than 12 years: 50mg/kg IM or 1V daily for 2 days

Household

Clearance antibiotics are no longer routinely indicated unless the household contains a vulnerable
contact. A vulnerable contact is:

e aninfant <7 months of age (regardless of vaccination status), OR

e achild aged 7 months to 5 years who is inadequately vaccinated. To determine if child is
inadequately vaccinated, use the Hib catch-up table in current edition of the Australian
Immunisation Handbook?) OR

e an immunocompromised or asplenic person of any age, regardless of vaccination status.

¢ Inthese cases, all contacts in a household in which a case of Hib disease occurs should
receive rifampicin, with the exception of pregnant people or those with previous adverse
reaction or other contraindication to rifampicin, for whom ceftriaxone may be used.

Childcare facilities

Based on pre-vaccination evidence, the risk of disease is lower for childcare contacts, compared to
household contacts and approaches that of the general population when all contacts are older than 2
years. @2 Pre-vaccine studies showed rifampicin reduced the risk of secondary cases in childcare
groups, especially in those younger than 2 years. @224

Where a group of childcare contacts:

e have levels of contact approaching that of a household, 2 and

e atleast one of these close contacts is either:

e immunocompromised, OR

e achild less than 7 months of age (regardless of vaccination status) OR
e achild aged 7 to 24 months of age who is not adequately vaccinated,

3 https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases/haemophilus-
influenzae-type-b-hib
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offering clearance antibiotics to this close contact group should be considered. The intermingling of
children of different age/room groups at the beginning and end of the day is usually of short duration
and not sufficient to justify the use of clearance antibiotics.

Hospital / Health care facility
Clearance antibiotics are recommended for:

e vulnerable contacts (see definition under ‘Household’ above) who shared a hospital room with
the case prior to completion of 48 hours of clearance antibiotics by the case and

e healthcare workers who have had direct contact with the case's nasopharyngeal secretions
(eg undertaking intubation without a facemask; performing mouth to mouth resuscitation) prior
to completion of 48 hours of clearance antibiotics.

Vaccination

Because of the length of time necessary to develop antibodies, vaccination does not play a major role
in the immediate management of patients with Hib disease or their contacts. Nevertheless, Hib
vaccine is routinely recommended, according to the catch-up schedule in the current edition of the
Australian Immunisation Handbook?, for unvaccinated and inadequately vaccinated contacts less than
5 years old.

Education

PHU staff should manage the distribution of information to contacts or their carers (refer Appendices 2
and 3). Parents and carers of confirmed cases should be educated about the risks of secondary
cases in siblings and other close contacts under 5 years of age, and of the need to seek early medical
review if any close contacts develop symptoms consistent with Hib disease. Any suspect secondary
cases should be urgently reported to public health units. Parents of confirmed cases and directors of
childcare attended by a confirmed case should be informed of the need to observe children carefully
and to refer any symptomatic possible cases for urgent medical assessment.

Isolation and restriction

Contacts receiving clearance antibiotics may continue to attend school, preschool or childcare.

12. Special situations

Multiple cases among children in childcare settings

If more than one case has occurred in a childcare facility within a 60 day period and vulnerable
children (see above) attend, rifampicin should be offered to all children and staff who share the same
indoor space as the cases. Children and staff in other rooms are usually not at elevated risk and do
not require clearance antibiotics. (2225

The childcare centre director should strongly encourage all children entering childcare to be age-
appropriately immunised.

4 https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases/haemophilus-
influenzae-type-b-hib
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Outbreaks/Multiple cases in another defined population

Even before Hib vaccination was widespread, epidemics were considered rare. (® However, should 2
or more cases occur within 60 days of each other in a discrete population (e.g. a boarding school or
other institutional setting), the public health response should be based on the control principles
outlined above in contact management and may require increased contact surveillance, clearance
antibiotics and vaccination.

Cases in vaccinated children

Children with confirmed Hib disease or recurrent Hib disease after receiving 2 or more doses of PRP-
OMP Hib vaccine (Pedvax Hib) or 3 or more doses of PRP-T-Hib vaccine (eg Infanrix Hexa), may be
immunocompromised and should be referred for appropriate investigation and management .
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14. Appendices

Appendix 1: PHU Checklist for Hib disease cases

Contact the patient’s doctor to:

Obtain patient’s history

Confirm results of relevant laboratory tests

Confirm patient has been administered clearance antibiotics
Recommend patient vaccination as appropriate

Identify hospital / health care based contacts

Contact the patient’s care giver to:

Identify any known likely source of infection
Review vaccination status

Confirm onset date and symptoms of the illness
Recommend exclusions and restrictions
Identify contacts and obtain contact details
Provide with Hib Disease Factsheet

Contact Australian Immunisation Register (AIR) to:
Verify immunisation status

Contact patient’s contacts to:

Assess risk of Hib disease

Determine current symptoms

Recommend antibiotics or not

Explain symptoms and no need for restrictions if asymptomatic
Provide with Hib Disease Factsheet

Other issues:

e Assess and arrange best method for delivering clearance antibiotics to contacts, if required
o Where defined groups of people have been in contact with the case (eg, schools, childcare),
contact the person in charge to explain the situation and to provide letters as appropriate

e Enter case data onto notifiable diseases database.
e For a death, report details to state/territory central communicable diseases agency



Appendix 2: Fact sheet

Hib Disease: Information for the public

(This information sheet can be adapted to different settings)

What is Hib?

Haemophilus influenzae type B (Hib) is a bacterium which can live harmlessly in the upper respiratory
tract (windpipe, back of mouth and nose) of most people, but which can cause an infection most
commonly in young children less than 5 years of age. It is spread in the fine droplets that are shed
through coughing, sneezing and spluttering.

What is Hib disease?

When Hib invades the body from the throat or nose, this infection can cause meningitis (inflammation
of the membranes around the brain and spinal cord), epiglottitis (inflammation of a part of the lower
throat), joint infections/arthritis and pneumonia (lung infection). It can take between 2 and 4 days after
infection for symptoms to show.

What are the signs of Hib disease?

Babies with meningitis may have drowsiness, poor feeding, bulging fontanelles (the soft spot on the
top of a baby’s head) and high fever. Older children with meningitis typically have neck stiffness and
sensitivity to light. Children with epiglottitis may have breathing difficulties and be dribbling and
anxious. Both meningitis and epiglottitis can develop quickly and if left untreated, can rapidly cause
death.

How easy is it to catch Hib disease?

Hib disease is now very uncommon because most children are vaccinated. Although infection is
spread in droplets that are shed from the nose or throat, it is not easy to catch the disease.

In the general population, unvaccinated children under 5 years of age and elderly people (>65 years
of age) are at highest risk of acquiring Hib disease.

How can Hib disease be prevented?

The best way to prevent Hib disease is to ensure all children are vaccinated according to the National
Immunisation Program Schedule (see below).

People with Hib disease should not attend childcare or school until they are well and have completed
an appropriate course of antibiotics.

In certain circumstances, a short course of antibiotics may be recommended for those in very close
contact with someone who has Hib disease. The purpose of the antibiotic is to eliminate the Hib
bacteria from the nose or throat of those who may be carrying it and so prevent the bacteria from
being passed to those most susceptible to Hib disease. However, cases of disease may occur despite
taking the antibiotic so contacts must still be alert for symptoms.

Is there a vaccine against Hib disease?



Yes, Hib is a vaccine preventable disease. Hib vaccination is recommended as part of routine
childhood immunisation and is listed on the National Immunisation Program (NIP) Schedule® To
receive Hib immunisation, visit your local doctor or immunisation provider. Vaccination with a Hib-
containing vaccine is recommended in a 4-dose schedule for infants at 2, 4, 6 and 18 months of age.
Additional doses are also recommended for other groups, including people living without a functioning
spleen.. It is important to note that the vaccine is provided at no cost, however a consultation fee may
apply. For information about immunisation in your area contact your State or Territory Health
Department®. For technical information or information about vaccines, refer to the Hib section of the
Australian Immunisation Handbook”.

5 https://www.health.gov.au/topics/immunisation/when-to-get-vaccinated/national-immunisation-
program-schedule

6 https://www.health.gov.au/about-us/contact-us/state-and-territory-health-departments

7 https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases/haemophilus-
influenzae-type-b-hib


https://www.health.gov.au/topics/immunisation/when-to-get-vaccinated/national-immunisation-program-schedule
https://www.health.gov.au/about-us/contact-us/state-and-territory-health-departments
https://www.health.gov.au/about-us/contact-us/state-and-territory-health-departments
http://www.immunise.health.gov.au/internet/immunise/publishing.nsf/Content/Handbook10-home~handbook10part4~handbook10-4-3

Appendix 3:

Letter to childcare staff and parents regarding clearance antibiotics and vaccination
Dear Parents and Staff of [insert room identifier]

RE: invasive Haemophilus influenzae b infection (Hib )

A child attending [insert name of centre] has been diagnosed with invasive Haemophilus influenzae b
(Hib) infection. Hib infection is caused by a bacterium that is carried, usually harmlessly, in the nose
and throat by around 3% of people. The bacterium nay be spread to others by close contact. If
someone who is not vaccinated acquires the bacterium, they may get meningitis (inflammation of the
tissues covering the brain and spinal cord), epiglottitis (inflammation of a part of the lower throat), joint
infections or pneumonia (lung infection). Once exposed to the bacterium it may take up to four days
for those infected to show symptoms.

The bacteria are difficult to spread and are only passed from person to person by regular close,
prolonged contact. It is very unlikely that another child attending the centre will develop Hib disease.
However, children aged less than 7 months, and unvaccinated or incompletely vaccinated children
aged 7 months to 2 years, who have been in close contact with the child who was diagnosed, are at
an increased risk of developing Hib disease.

It is therefore recommended that children and staff in the [insert room identifier] room on [insert dates]
take a short course of antibiotics to help prevent any further cases of the disease. Children attending
the centre, but not in close contact with this child, (including those not in the [insert room identifier]
room and those in the [insert room identifier] room but not attending on the above dates), are not at
increased risk of developing Hib disease and will not need antibiotics.

The antibiotic, acts to clear the Hib bacteria from the back of the throat of those who may be carrying
it. The antibiotic does not always prevent disease in a person who is already developing the infection,
so it is important to be alert for any of the following symptoms over the next week:

e Meningitis - Babies may be drowsy, refuse feeds, have a high fever, and bulging fontanelles (the
soft spot on the top of a baby’s head). Older children typically have fever, neck stiffness and
sensitivity to light.

o Epiglottitis - Children with epiglottitis may have breathing difficulties and be dribbling and anxious.

In the event these symptoms develop, seek medical attention immediately and notify your doctor of
the contact with someone with Hib disease. Please take this letter with you to your doctor and ask
them to contact the public health unit.

Whilst on the antibiotics, as long as they remain well, children and staff may attend the centre and it is
not necessary for them to avoid contact with others.

[insert details of the arrangements made for the defined group of children and staff to access
rifampicin]

It is also important to ensure all children are up to date with their vaccinations including Hib
vaccination. Hib vaccine is included as part of the National Immunisation Program and provided free,
including catch up vaccination, for all Australian children aged 5 years and under. (Your doctor may
charge a consultation fee).

An information sheet on Hib disease is attached for your reference. Should you or your doctor have
further questions, please ring the public health unit on ph. [insert phone number].



Yours sincerely,
Director
Public Health Unit

Letter to childcare staff and parents regarding no need for clearance antibiotics (where other
children are being offered antibiotics)

Dear Parents and Staff
RE: invasive Haemophilus influenzae b infection (Hib )

A child attending [insert name of centre] has been diagnosed with invasive Haemophilus influenzae b
infection (Hib) infection. Hib infection is caused by a bacterium that is carried, usually harmlessly, in
the nose and throat by around 3% of people. Occasionally these carriers pass the bacterium on to
others who have been in close contact with them and who have not been vaccinated. Only a very
small number of people in contact with carriers develop Hib disease, which may present as meningitis
(inflammation of the tissues covering the brain and spinal cord), epiglottitis (inflammation of a part of
the lower throat), arthritis or pneumonia (lung infection). Once exposed to the bacterium it may take
up to four days for those infected to show symptoms.

The bacteria are difficult to spread and are only passed from person to person by regular close,
prolonged contact. Hib vaccination according to the National Immunisation Schedule affords a very
high degree of protection against Hib disease. It is very unlikely that another child attending the centre
will develop Hib disease.

Children and staff who have not had close contact with the child diagnosed with Hib disease are not
at increased risk of Hib disease, and will not require antibiotics. Public health staff have identified and
contacted those staff and families who require antibiotics.

Despite not having had close contact with someone with Hib disease, it is important to be aware of
the symptoms (as detailed in the attached information sheet), and seek medical attention promptly if
concerned.

It is also important to ensure all children are up to date with their vaccinations including Hib
vaccination. Hib vaccine is included as part of the National Immunisation Program and provided free,
including catch up vaccination, for all Australian children aged 5 years and under. (Your doctor may
charge a consultation fee).

Further information on Hib disease is available in the attached information sheet, or by ringing the
public health unit on ph. [insert phone number].

Yours sincerely,
Director
Public Health Unit

Letter to childcare staff and parents regarding Hib where no clearance antibiotics necessary for
any attendees

Dear Parents and Staff
RE: invasive Haemophilus influenzae b infection (Hib)

A child attending [insert name of centre] has been diagnosed with invasive Haemophilus influenzae b
infection (Hib). Hib infection is caused by a bacterium that is carried, usually harmlessly, in the nose
and throat by around 3% of people. Occasionally these carriers pass the bacterium on to others who



have been in close contact with them and who have not been vaccinated. Only a very small number
of people in contact with carriers develop Hib disease, which may present as meningitis (inflammation
of the tissues covering the brain and spinal cord), epiglottitis (inflammation of a part of the lower
throat), joint infections or pneumonia (lung infection). Once exposed to the bacterium it may take up to
four days for those infected to show symptoms.

The bacteria are difficult to spread and are only passed from person to person by regular close,
prolonged contact. Hib vaccination according to the National Immunisation Schedule affords a very
high degree of protection against Hib disease. It is very unlikely that another child attending the centre
will develop Hib disease.

It is important to ensure all children are up to date with their vaccinations including Hib vaccination.
Hib vaccine is included as part of the National Immunisation Program and provided free, including
catch up vaccination, for all Australian children aged 5 years and under. (Your doctor may charge a
consultation fee).

No other preventive measures are required in response to the case of Hib disease associated with the
centre.

Further information on Hib disease is available in the attached information sheet, or by ringing the
public health unit on ph. [insert phone number].

Yours sincerely,
Director
Public Health Unit



Appendix 4: Hib Reference Laboratories

Microbiological Diagnostic Unit Public Health Laboratory
Level 1, Peter Doherty Institute for Infection and Immunity,
The University of Melbourne

792 Elizabeth St Melbourne 3000

Phone: +61 3 8344 5701
Fax: +61 3 8344 7833

Institute of Clinical Pathology and Microbiological Research (ICPMR),
Centre for Infectious Diseases and Microbiology

PH Level 3, ICPMR, Westmead Hospital

PO BOX 533,

Wentworthville, Sydney NSW 2145

Phone: +61 2 9845 5555
Fax: +61 2 9893 8659

Queensland Health Forensic and Scientific Services
39 Kessels Road, Coopers Plains Queensland Australia
PO Box 594

Archerfield, Queensland 4108

Phone: +61 7 3274 9111
Fax: +61 7 3274 9119

Princess Margaret Hospital for Children (PMH)
Roberts Road, Subiaco

GPO Box D184,

Perth, Western Australia 6840

Phone: + 61 8 9340 8222
Fax: +61 8 9340 8111
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