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MENINGOCOCCAL
DISEASE

Epidemiology and public health response




Epidemiology — Tasmania

Notifications of IMD in Tasmania by serogroup, year and

Number of notifications/notification rate
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Presentation Notes
Tasmania
In 2017 there were 16 cases of IMD
8 W, 6 B, 1 Y, and 1 not typed.
9 cases in South, 2 in the N and 4 in the NW

One visitor from Western Australia died of serogroup W disease, and one Tasmanian resident died of serogroup B disease.

This echoed what was being seen nationally.
Notification rate hit a high of 5.5 per 100,000 in 2002 and fell to 0.8 per 100,000 population in 2008. 
With our small numbers, more likely to see fluctuations e.g. 2011 looks like an unusual year but of note the 3 cases of W (in blue) in that year were acquired overseas.

The emergence of locally acquired MenW in Tasmania, 2014 to 2017
2014 and 2015: single cases each year
2016: 4 out of 5 cases
2017 (YTD): 6 out of 9 cases Our cases of MenW are spread across all age groups (v.young to v.old); across the state but predominantly in the South




Implications for Tasmania 2017

Low case numbers

High population-based rate
Rapid rise in incidence
Wide geographical spread
Wide age range

No epidemiological links

No travel

Local transmission of the disease within Tasmania

Vaccination is the only intervention available
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Low case numbers
BUT population-based rate is higher than other jurisdictions 
Rapid rise in incidence 
Wide geographical spread  
Wide age range 
No epidemiological links between the cases 
Cases did not report recent travel
Likely represents local transmission of the disease within Tasmania. 
Vaccination is the only intervention available. 



Multiple jurisdictions undertook

same program in 2017

Meningococcal A, C, Y, W-135 conjugate vaccine funded by WA for grade 10-12
students and persons aged 15-19 years who no longer attend school

January

February Meningococcal A, C, Y, W-135 conjugate vaccine funded by NSW for grade 11-12
students and persons aged 15-19 years who no longer attend school

February Meningococcal A, C, Y, W-135 conjugate vaccine funded by VIC for grade 10-12
students and persons aged 15-19 years who no longer attend school

February Meningaococcal A, C, Y, W-135 conjugate vaccine funded by QLD for grade 10
students and persons aged 15-19 years who no longer attend school

July Meningococcal A, C, Y, W-135 conjugate vaccine funded by TAS for grade 10-12
students and persons aged 15-19 years who no longer attend school

Ref: NCIRS. History of immunisation in Australia. Meningococcal. http://www.ncirs.org.au/health-professionals/history-immunisation-australia


http://www.google.com.au/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwii-L3w-_jTAhWKpJQKHafSC8sQjRwIBw&url=http://www.meetmeningitis.com/hcp/vaccine-challenge&psig=AFQjCNFjaauMgd0GG3js3Rl6y6bwTYngKA&ust=1495180583771903

Tasmanian Immunisation

Program 2017

* School-based immunisation program

* Year 10,11 and 12

* Term 3,2017—-Term 1, 2018

* Also from GP or council vaccination clinic

il
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32,000 eligible 15-19 year olds      
DOB 1 August 1997 to 30 April 200
Rapid planning and implementation 
1 August 2017 to 30 April 2018



KEEP

Number of 15-19 yo immunised

Aug 2017 to April 2018
CALM -

AND

GET A FREE
MENINGOCOCCAL W 20000
VACCINE Program end

|

Are you aged 15-19?

g

Program v
Meningococcal W disease is a

A . start
severe infection and is spread

through regular close contact.

:

Mumberimmunised

Get your free vaccination
at school.

If not at school, you can
go to your GP.

Only one dose |
Is required u

Year and month of immunisation

www.dhhs.tas.gov.au/menw

—B—(.<24 months —d—2-lyears —H—g5g 01014 —®—q{5.qg -
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Between 1 January 2017 and the official program end in April 2018 (and we advised prescribers to keep vaccinating) ~13 000 15-19 yo and about 15 000 Tasmanians aged 6 weeks to 21 years had received a Men ACWY vaccine


IMD by serotype - 2016 to June 2018
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In 2018 there were no IMD cases in the first 6 months of the year and no W cases since October 2017.

Then I went on 2 weeks annual leave…
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In July 2018, we had 5 cases of IMD in the space of 14 days and 4 of these were W. 

Of these four serogroup W cases:
All diagnosed in a two week period
All in the South
3 were clustered in Glenorchy, Moonah and New Town 
No links were found between cases
The clustering in time and space met the national definition for a community outbreak 
N=5
Age range: 0-70yo - 3 months, 16, 36, 64, 70 yo
4 males
South (100%)
4/5 male
All in south
One death
Community outbreak: 
Three or more confirmed or probable cases 
No direct epidemiologic link between the cases
Onset in a 3 month interval among persons residing in the same area and the primary attack rate is at least 10 per 100,000. 




vVieningococca
Immunisation Program 2018

Aim:
Prevent cases of IMD
— Protect individuals
— Protect wider community

Objective:
Immunise 6 weeks to 21 years old

Announced 26 July 2018
Total cohort: 136,289
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Project Objective(s)
 Once an outbreak is either suspected or recognised there is an immediate need to initiate a coordinated response. 
The initial focus is to vaccinate the 9 000 eligible people in the greater northern suburbs of Hobart.
 
Our aim is for 115,000 eligible people across the State to be vaccinated over the three months of August, September and October, through GPs, pharmacies and special clinics.

This will:
Protect Tasmanian children and adolescents aged 6 weeks up to and including 20 years from meningococcal disease due to serotypes A, C, W & Y
Provide some indirect (‘herd immunity’) population-wide protection against these serotypes by vaccinating children and adolescents.
Arrest the re-emergence of meningococcal W disease in the Tasmanian population.

Project Outcomes
To reduce the prevalence and incidence of meningococcal A, C, W and Y in Tasmania.


Progress

® Across Tasmania, vaccination numbers by age group are as follows (as at 29 January 2019):

Age Group Number Number of Percentage Number yet
(years) vaccinated Tasmanians vaccinated to be
in the age (%) vaccinated
group
0 — under 2 10494 | 1944 88% 1450
2-4 13673 17915 76% 4242
5-9 23430 32258 73% 8828
10-14 23177 31232 74% 8055
15-19 22721 31790 71% 9069
20 2273 6338 3 4065
Total 95 768 131 477 ( 13% ) 35709
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A total of 131 477 Tasmanians are aged 6 weeks to 20 years and are eligible for immunisation under the current program. This total includes those eligible for the earlier state-funded 15 to 19 year old meningococcal immunisation program.
At 29 January 2019, a total of 95 768 (73%) Tasmanians in the eligible cohort have been recorded on the Australian Immunisation Register (AIR) as having received a vaccine since 1 January 2017.
In the immediate area included in the Urgent Response to the community outbreak (New Town, Moonah, Glenorchy); 89% of the eligible cohort have been immunised.
79% of the eligible cohort have been immunised in the South, 68% in the North and 63% in the North West.



National Immunisation Program Schedule

National
Immunisation

Awstralln Germmat Program
Department of Health B ot et veban Shat e berorp Germeme-d bibates

Age

Vaccine Brand

Birth = Hepatitis B (usually offered in hospital)® H-B-Wax*® Il Paediatric or
Engerix B* Paediatric
2 months = Diphtheria, tetanus, pertussis (whooping cough), Infanrix® hexa
Can be given from hepatitis B, polio, Hoemophilus influenzoe type b (Hib)
6 weeks of age » Pneumococcal Prevenar 13*
- Rotawirus® Rotarix®
4 months = Diphtheria, tetanus, pertussis (whooping coughl, Infanrix® hexa
hepatitis B, polio, Hoemophilus influenzoe type b (Hib)
= Pneumococcal Prevenar 13%
» Rotavirus® Rotarix®
& months - Diphtheria, tetanus, pertussis (whooping cough), Infanrix® hexa
hepatitis B, polio, Hoemaophiilus influenzoe type b (Hib)
Additional vaccines for Aboriginal = Pneumococcal Prevenar 13*
and Torres Strait Islander children
{QLD, NT, WA and SA) and
medically at-risk children®
12 months - Meningococcal ACWY Nimenrix®
= Measles, mumps, rubella M-M-R* Il or Priorix®
- Pneumococcal Prevenar 13®



April 2019
National
lmmunisation
Program schedule
changes
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hat are the changes?

Meningococcal ACWY vaccine - Nimenrix
e Given at 12 months of age (introduced July 2018)

1 April 2019 — All year 10 students and catch up for 15 -
19 year olds

State-funded Program Meningococcal Program

State funded program will continue while there is still
vaccine available to anyone from age 6 weeks to 20 years

e Children under 12 months will need more than one
dose

Pertussis in Pregnancy
e \accine now recommended from 20 to 32 weeks

able for pregnant women on the Au
website

|
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The vaccine used for the NIP is Nimenrix –  The majority of our year 10 students have received the vaccine, however the vaccine will be offered through the SBIP with a catch up program for 15 to 19 year olds through their GP.
State funded program – continue while vaccine available
Remember those children under age 12 months will need more than one dose.
There has been a change in the recommendation of pertussis vaccine for pregnant women.  The optimal time for receiving the vaccine in pregnancy is from 20 to 32 weeks gestation.  There are some great videos available on the Australian Government immunisation website for pregnant women which includes pertussis and influenza.

http://www.google.com.au/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwii-L3w-_jTAhWKpJQKHafSC8sQjRwIBw&url=http://www.meetmeningitis.com/hcp/vaccine-challenge&psig=AFQjCNFjaauMgd0GG3js3Rl6y6bwTYngKA&ust=1495180583771903

Meningococcal Fact Sheet

* National Centre for Immunisation Research and Surveillance

(NCIRS) — www.ncirs.org.au

FactSheet

ncirs@®

Meningococcal vaccines R

FREQUENTLY ASKED QUESTIONS
This i vaceines. More detailed
be found in the NCIRS fact

sheet Meningocooeal vageings.

Questions about meningococcal vaccines and vaccine schedules

- au 2018 regarding the National

Immunisation Program? What further changes are planned in 20197

- a2
. Q3 CWY vaccines
them?
. ol y
- Q5. Which MenB vaccines are avaiable in Ausiralia, and are there any differences between them?
« Q6. o are required?
recommendations for Bexsero®?
+ Q7. Which vaccine is more important to give. MenAGWY or Men8?
. Q8 isthers scheduls for pacple with

an increased risk of maningococeal diseasa?

+ Q8. Aremeningococcal vaccines safe?

. a. y

= Q1. Are MenACWY or MenB vaccines available for free?

- Q2. Canadifferent br (ie. are
the brands interchangeable)?

Q13 If achild received only the Hib-MenC vaccine at 12 months of age, should they receive an
‘additional dose of MenACWY vaccine?

.« ais be vaccines?
= Q6. | have inadvertently given Menactra with 13vPCV. What should | do?
+ QI7. | have a chid who requires Nimenrix or Menactra but they received Infanrix Hexa recantly. What

should | do?
. Q. For 10-19 yea of MenC vaceine,
with a dose of MenACWY vaccine sufficiant?
« Q19 An MenACWY the

and are now eligiie for @ dose of MenACWY vaccine through the stale-based or national
program. Should they receive this dose?

. 0z0. in the past y

disease. Do they need vaccination”

Meningacoccal vaccines - FAQ | NCIRS Fact shest Janusry 2013

ncirs@®

Meningococcal vaccines e SR

MENINGOCOCCAL VACCINES FOR AUSTRALIANS:
INFORMATION FOR IMMUNISATION PROVIDERS

This fact ides informat i ders i disease and the use of
in Australia. It conjuncticn with the NCIRS fct sheet Menmgococcal vaccines
frequeny] ™ parents or other individuals considering receiving

‘meningococcal vacines.

Disease and epidemiology
wwamuammmqummmm
[
serogroups A, B, c.wm\r

o e of
disease (IMD). The highest incidence of meningococcal disease s in children sged <2 years and
adolescents aged 15-19 years. Caniage rates of the bacteria are highest in older adobescents and young
aduts

+ The incidenc of meningocoocal disease fluctuates naturally over tme. Meningococeal B disease had
been dominant until 8 nise in the incidence of meningococeal W disease from 2013 resulted in the W
serogroup being mes! common in 2016. In 2017, serogroups B and W caused simiar numbers of
meningecoccal disease cases in Australia (37.5% and 38.1% respectively of cases with an identfied
serogroup). Following the inraduction of several state- and terriary-funded MenACWY vaccination

programs targeting the W and ¥ serogroup, serogroup B disease became dominant again in 2018.

8 the of IMD in children, adoescents and young
W and ¥ 2 more div range and may present wih less
Wdlnummmmmwmymw

Vaccines

« Three types of vacones iisbie in also Figure 1):
~ recombinant meningocaczal B (MenB) vaccines: Bexserc®, Trumenba®
= wedmr:.ml (A C.W, ¥) meningococcal (MenACW'Y) conjugate vaccines: Menactra®, Menveo®,

- m\w-c[mcjmm vaccine: Menftorix® (combination formulstion with the
Haemophilus influenzae type b vaccine). NeisVac-C® (-mmvm meningocaccal C vaccing)
Who should be vaccinated (Table 1

+ People in with increased D of N,

— Infants and young children aged <2 years: All ifants and children aged <2 years are recommended
10 raceive MenB and MenACWY vaccines. A routine single dose of Nimenrix (MenACWY vaccine) st
Imelﬂ:llguhlmnmmdmhldsdmmaNmmnllmunmlm Program mn
MuMWY ine infants e through private

of age, and requires more doses. Mmavm.u(m ﬂlylnlnsagsmjhnumnﬂad
under the NIF, but South Ausiralia has free MenB vaccine for infants in response o higher local rates
and predominance of Men8 disease (refer I Table 2).

- Adoleseents and some young adulis: Men8 and MenACWY vaczine are recommended for sl

adalemageu |&1ayuumeaurnommuymgmmwmmm\mmm
‘stucents Iving are

s In Apei 2018, mmummuncwvmau) Mllhalnmudnnmuw?'or
‘adolescents aged 14-19 years. Uil that time, for

Y vaccines. will b fundisct for 15-20-yser-olds n South Ausiralia
In 2019 (refer o Table 2).

Mauningacoccal vaceings for Austratians | NCIRS Fact shoat: January 2919 1
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Presentation Notes
We receive many questions relating to meningococcal disease particularly regarding the dose schedule.  These resources produced by the National centre for Immunisation Research and Surveillance provide up to date advice.  Remember to save the website to your favourites.  These fact sheets are updated regularly, so you need to make sure you have the latest version.  What I find hugely helpful is the dose schedules…next slide.

http://www.ncirs.org.au/

Meningococcal dose schedule

recommendations

MenACWY

Table 3: for using MenACWY vaceines, by age and vaceine
brand, the number of doses required and minimum intervals
Ageat MenACWY | Healthy individuals, including
g boriginal and ‘With any specified medical ﬂ.h-
of vaccine ‘brand Islander| dis Table 1)
course Y per
Menveo*
3 doses. 4doses. n
Gweeks-S months (8 weeks between Ist and 2nd doses; [ (8 wecks between doses; 4th dose at 12 months of IVI e B
. 3rd dose at 12 months of age) age or § wecks after 3rd dose, whichever is later)
Nimenrix:
Menveo” 3 doses
s %J.‘:l_;‘nc 12 months o nge) e
at
Nimenrix e is later) - i Table 4: Recommended brands and doses of MenB vaccine by age group in healthy individuals or those with any
specified medical conditions associated with increased risk of meningococeal disease
Menveo
2 doses Recommended
A (2nd dose at 12 months of age or 8 | 3 doses Brands Number of
Sl PR | e e ||ty Age at commencement of inferval
i) T registered for doses o Notes
Mosctr® use in Australia| required i
Memveo fﬁ“mﬂ _— 3 (healthy) 8 weeks between doses; last dose at 12 months
12-23 months 2 doses 2doses 6 weeks—3 months Bexsero® 4 {increased Bweeks Refer to footnote in Table | for conditions with
23 mont v ‘ A {8 wecks betwee doscs) risk) increascd IMD risk
Nimenrix. | 1dose 8 weeks between Ist and 2nd doses; 3rd dose at
Moo 6-11 months Hexsero® 3 Bweeks 12 months or § weeks after 2nd dose, whichever
22 years' Menactra® | 1 dose é“:‘hmﬂm} is later
Nimenrix 12-23 months Bexsero™ 2 Bweeks
Required anly for travellers and The recommended interval is 8 weeks. The
labo | facing ongoi ) ‘ . ' g
B i | Fahosevith angoing s sk o IMD 29 years Bexsero 2 Bwecks | o interval is 4 weeks.
i Y v;ho;mmm;x_ngp?ms;mun et : -
a s of age: 3 years afler completion o mmended
B |, [ Symolus bt | % SR S Hoxsero® 2 Swecks | The recommendad interval is § weeks. The
all ages Y completion of P"m"';ﬁ then every § years thereafler minimum interval is 4 weeks.
vy her ¥ 2 yanofuge ey Syan s For thase with specified medical conditions
b) 7 years of s cvery 5 years pl primary immunisation 510 . & months (2 ccific
afer completion of the primary | Pedule years . 2 [?‘ﬂlm’.") doses): sce note (refer to footnote in Table 1), 3 doses are
immunisation schedule Trumenba’ 3 {increased for 3 dose required (at least 4 weeks between 1st and 2nd
v Tor Tafios aged - e & primary T2 rmcaths. risk, see note) hedul doses; 3rd dose at least 4 months after 2nd dose
lm AT T e B SR | and at least 6 manths afier 1st dose)
‘months o * Bexsero” and Trumenba® are not interchangeable. The ssme vaccine should be used 1o complete the vaccination course.
# Do not co-administer Mensetra with 13PCY (Prevenar 13). Meally M Ienly

13VRCY should be given frst followed by Mensctr, with s i inerval of § weeks between the doseof 13vPCY and Menactr . I Mensetra Mote: The requireraent for bovster doses with MenB vaccine has not yet been determined, and af present booster daces are ot recomsmended

s inadvertanly co-admaistered, & epeat ofth | 3WPCV dose 28 weeks aferthe frs 13vPCV dose may be requine.
+ Menveo and Nimenrix are preferred, if available, in individuals aged 2 years. If unavailable, use Menactra.

§ There is no registered upper age limit foe use of Menveo oe Nimenrix. Altbough Menacies s registered for use up to 35 years of age only, it can be
iven o poople ober than 88 yeur, a5 pes The dustralion Inwmisaton Hadbook,
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These tables allow you to quickly and confidently determine the recommendations by age, vaccine brand and the number of doses required and the minimum intervals.


' Hepatitis A Vaccine for MSM .

Do you know {

HEPATITIS ‘ »

can be sexually !Y , \

transmitted?

It's caught from tiny amounts
of faeces getting into your
mouth during or after sex.

Ask about vaccination at your next
sexual health clinic or GP visit.

FOR MORE INFO

www.health.tas.gov.au or

1800 671 738

4
 Tasmanian

N
S
Department of Health P’ GOVernment
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I know we talked about this at last years session, however I just wanted to remind you to please continue to promote this vaccine as very little vaccine has been distributed to date. 


Hepatitis A vaccine for MSM

* Program initiated May 2018 as a result of a national
outbreak of Hep A in Men who have sex with men
(MSM)

* No reported cases in Tasmania

* Program will run until 30 April 2020

* Vaccine distributed to SHS and GP’s (order through
normal process) — continue to promote

Who is eligible?
~ All MSM aged 16 to 69 years of age
ity more likely in those bor
ailable on DoH websit
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Seropositivity is more likely in those born before 1950 which is why the age limit is capped at 69 years.


Hepatitis A vaccine for MSM

Which vaccine is being used?
Avaxim® (Sanofi Pasteur)

2 x funded doses

Administer at least 6 months apart

Single dose protects for up to 3
years before a booster is required

ion by day 14




Hepatitis B vaccine for High Risk Groups

Continue to offer Hep B state-funded vaccine to high

risk groups (Engerix B)

Household contacts of people with HBV
Sexual contacts of people with HBV
Migrants and refugees from these high HBV endemic regions:
Sub-Saharan Africa

Pacific Islands

East and South-East Asia (excluding Japan)
Men who have sex with men

Sex industry workers

People who have HIV infection

People who have hepatitis C infection
inject drugs

EEOS O O O O O O O
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This slide is just a quick reminder to continue to offer this vaccine to those eligible cohorts.  This program will continue at the moment.
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288 cases of laboratory-confirmed influenza since 1 January 2019
10 (4%) influenza B – 1/10 cases with influenza A co-infection
278 (96%) influenza A
65 A(H3)
46 A(H1N1)
120 A not typed
20 serology only
Regions
South                    218
North                      42
Northwest            25
Overseas visitors   3
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Number of Notifications
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Jan Feb Mar
Week of Specimen Collection

Statewide influenza PCR testing:
* testing activity increasing,
» detections stable (decreasing % positive)

Number of weekly Influenza PCR tests

Months in 2019:
Jan 60
Feb 88
March 132

Weekly activity chart:
* activity plateaued during March

Negative
200 m Positive

—% Flu Positive
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288 cases of laboratory-confirmed influenza since 1 January 2019
10 (4%) influenza B – 1/10 cases with influenza A co-infection
278 (96%) influenza A
65 A(H3)
46 A(H1N1)
120 A not typed
20 serology only
Regions
South                    218
North                      42
Northwest            25
Overseas visitors   3



Influenza vaccine 2019

* A(HIN1): an A/Michigan/45/2015 (H1N1)pdmO9 like virus

* A(H3N2): an A/Switzerland/8060/2017 (H3N2) like virus

* B: a B/Colorado/06/2017 like virus (not included in the trivalent vaccine)
e B: a B/Phuket/3073/2013 like virus

* New A strain (H3N2) and a new strain for the B Victoria lineage.

* The trivalent influenza vaccines (TIV) cover the same two influenza A viruses in
the QlVs; and one influenza B virus: B/Colorado/06/2017-like virus.

Influenza A — subtypes Influenza B - lineages

A/H1IN1pdmO09 Victoria

A/H3N2 Yamagata


Presenter
Presentation Notes
New A strain (H3N2) and a new strain for the B Victoria lineage.  
The trivalent influenza vaccines (TIV) cover the same two influenza A viruses in the QIVs; and one influenza B virus: B/Phuket



Influenza Vaccines

2019 INFLUENZA VACCINES AVAILABLE UNDER THE NIP, BY AGE

Before administering an influenza vaccine, CHECK you have the correct vaccine for the
person’s age

Trivalent
Quadrivalent Vaccines vaccine (for age
265 years only)
FluQuadri Fluarix . Afluria
. . FluQuadri
Registered age Junior Tetra 0.50mL Quad Fluad 0.50mL
group 0.25mL 0.50mL : 0.50mL (Seqirus)

(Sanofi)

(Sanofi) (GSK) (Segqirus)

<6 months oox X
(<3 years)
years
25 years to v
<65 years
265 years - v v v
(recommended)

*Note that Fluarix Tetra is a 0.50mL dose for children aged 6 to 35 months
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The new look Tasmanian influenza schedule will be similar to this table.  Note that this year Fluarix Tetra is now funded from 6 months of age on the NIP. FluQuadri Junior will not be available to order until possibly next week so in the meantime you can use Fluarix tetra for those aged over 6 months. However we  have procured Flu Quadri Junior vaccine for the 6 month to five year old cohort and it is preferable that this vaccine be used over Fluarix tetra so that we do not end up with a surplus of FluQuadri as Fluarix Tetra can be used from 6 months up to 64 years.


PRESCRIPTION ONI.Y ME DICINE

KEEPOUT“R
Eluarleetra_ 2019 Formulation

Government
Funded Program

Influenza Vaccines

Quadrivalent influenza vaccines for 6 months to under
3 years:

*  FluQuadriJunior® (Sanofi Pasteur) — 0.25 ml dose
*  Fluarix®Tetra (GSK) — 0.5 ml dose (previously from 3

years of age)

Q’quudd" ~Junior
Inactivated
Influenza Va
(Split Virion)
Influenzs v;

0 mic l’ngramyo e

Quadrivaleng
aCtine

rus Haemg, EE'IJ(I i




2019 Formulation
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AE uQuagyi~
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4 Quadrivaleny
Influenza Vaccine 5 X Single Pose

-5 ML) Syrimes

(Split Yition)
Influenzy Vi

e TS Haem,; Elutinip
&0 ml(rngrdms.-'O.S m:g
For 3 YEAFS apg over

Suspension lar inn—amus(ular injectin,

2019 Seasonal Influenza
Vaccines

Quadrivalent influenza vaccines for under 65 years:
. FluQuadri® (Sanofi Pasteur) — from 3 years
. Fluarix® Tetra (GSK) — from 6 months

i 18
Afluria Quad® (Segirus) — from 5 years (previously from
years)

PRESCRIPTION ONLY MEDICINE
= ;

KEEP OUT OF REACH OF CHILDREN

GOVERNMENT - FUNDER
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2019 Seasonal

Influenza Vaccines

Trivalent influenza vaccine for
people 65 years and older:

Fluad® (Seqirus)

Always check the barrel of
the vaccine before each
vaccination to ensure you
administer the correct
vaccine for the patient’s age.

As at today we have sent out

nearly 50 000 doses

PRESCRIPTION ONLY MEDICINE

MEEF OUT OF REACH OF CHILDREN

2019 Seazon

GOVERNMENT FUNDED
PROGRAM - 2019
For adults &5 vears
of age and older
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Influenza Vaccines

Points to note:

* Influenza vaccines are also available on the private
market.

* In 2019 Fluad is the only NIP funded vaccine for
those aged 65 years and over

* Fluzone High dose vaccine, which is also registered
for people aged 65 years and over is only available on
private purchase

e All Aboriginal and Torres Strait Islander people from
6 months are eligible for free vaccine



Presenter
Presentation Notes
You will note on the Fluarix tetra box that is says for use in 6 months and above


Timing of Flu vaccination

* Period of peak season for influenza circulation is typically June to
September

e Optimal protection occurs within the first 3 to 4 months following
immunisation

* Never too late to have a flu vaccine, however revaccination later in the
same year for those who may have already received a vaccine is not
routinely recommended, although not contraindicated

* Flu vaccine can be given to pregnant women at any stage of pregnancy
and can be given with pertussis vaccine

| ant woman received a flu vaccine in late 2018, r
9 influenza vaccine before the en
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6 month to less than five years flu

 Tasmanian State Government are funding free flu
vaccine for all children 6months to <5years of age

* Two doses (if first year of ever receiving flu
vaccine) are funded given at least a month apart
<9yrs

* If only one vaccine was received in the first year
of ever receiving the vaccine and missed second
dose, they only require one in subsequent years

e Children receiving their first lifetime dose should
be vaccinated as soon as possible to ensure they
get their second dose before the influenza
season commences

* Please remember vaccines are light sensitive —
keep in original packaging



Presenter
Presentation Notes
Tasmanian government is funding for the second year an influenza program for all children aged 6 months to less than 5 years.


Adverse Events Following Immunisation (AEFI)

e Contact Public Health Services for all AEFI’s relating to
Influenza vaccine received by Infants and children 6months -

<5years (PHS 1800 671 738)

* AEFI surveillance — TGA and AusVax Safety monitoring
incorrect administration of influenza vaccine given to children

* All other events should be reported directly to the
Therapeutic Goods Administration

https://www.tga.gov.au/form/national-adverse-events-following-immunisation-aefi-
reporting-form -



https://www.tga.gov.au/form/national-adverse-events-following-immunisation-aefi-reporting-form

Is the vaccine safe?

d Va CCi n eS a re reg i Ste re d a n d m O n ito re d INFLUENZA VACCINE SURVEILLANCE : 2018 REPORT NO. 4

ALL AGES 23-29 April 2018
b t h e I G A PREPARED BY: DATA PROVIDED BY:
Catherine Glover and Peter Jacoby, on behalf of AusVaxSafety’ SmarfVax
o CUMULATIVE Enrolled: Any adverse event:

PARTICIPATION 30,903 1,416 (6.5%)

* Adverse events are reported to the REER L e
TGA ‘ No safety signal has been detected.

DESCRIPTIVE PARTICIPANTS BY VACCINE BRAND
Fluuad Jurior [1.9%), Fuzone High-Dose (1 8%),
Female 12,606/21,679 (58.2%) ‘WMDTEV:NI;:;)IWW [ﬂ"“::m';wﬁtm o
Pregnant 365121,846 (1.7%) 1

* AusVaxSafety — national program e '

Fluarx Tetra
Concomitant vaccine  2,331121,846 (10.7%) o

06% W FluQuadri Junior

monitors unexpected events following sz e
immunisation and ensures prompt
public health actions. o, S

= et Envolled=814
Respondenis=T 15

X Enralled=2 490
Enrolled=4,147 " gespondents=1 508
Respondents=2 381

Enrolled=2075
Respondents=1,230
AUSVAXSAFETY INFLUENZA ALL AGE SURVEILLANCE 23-29 APRIL 2018; 2018 REPORT NO. 4
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Presentation Notes
Adverse events following immunisation in children under five years should be reported to Public Health Services on 1800 671 738.  
For all other AEFI please report to the Therapeutic Goods Administration (TGA) at:  https://www.tga.gov.au/
Data on the safety of influenza vaccines is continuously monitored by the TGA and AusVaxSafety. 
Weekly updates are available on the AusVaxSafety website at: www.ausvaxsafety.org.au
Flu Vaccine Safety
There is extensive surveillance that demonstrates that the influenza vaccines now used in Australia have an excellent safety profile, including AusVaxSafety data.
More information on AusVaxSafety is available at: www.ncirs.org.au/ausvaxsafety/current-ausvaxsafety-surveillance-data
Egg allergy is not a contraindication to influenza vaccine. People with an egg allergy, including anaphylaxis, can safely receive influenza vaccines. 
People with a history of anaphylaxis to egg should:
receive their influenza vaccine in a medical facility with staff experienced in recognising and treating anaphylaxis
remain under supervision in the clinic for at least 30 minutes after receiving the vaccine
receive a full age-appropriate vaccine dose; do not split the dose into multiple injections (for example, a test and then the rest of the dose)
For children with severe egg allergy, immunisation under medical supervision can also be arranged through the Paediatric outpatient clinic at the Royal Hobart Hospital.
Latex allergy: All vaccines supplied under the NIP in 2019 are latex free.
A flu immunisation decision aid is available in Appendix 1 to assist you with conducting a pre-immunisation assessment with your patients.
One vaccine per season


Influenza Vaccines

Influenza Vaccination Provider Toolkit — permission to reproduce from NSW
Health.

e Assist with roll-out and implementation of flu program
What does the Toolkit contain?

Information regarding NIP vaccines

Getting Prepared for 2019 Flu season:

How to order

Vaccine Delivery

Which patients to target for funded vaccine
Flu outbreaks in Aged Care Facilities
Optimum time for immunisation

Reporting to the AIR

Flu vaccine effectiveness and safety
Reporting AEFI

Cold chain management

‘ i

e 0 O O O O O O



Presenter
Presentation Notes
An influenza vaccination provider toolkit has been developed to assist you as a provider with managing roll-out and implementation of your flu immunisation program this year.  I have printed off some copies if you would like one, otherwise this is available on the website and a link was sent out in the fax stream last Friday.


Preparing for influenza outbreaks in

RCF - CDPU perspective

Facilities with a management plan:

e quick response, antiviral stock on hand, orders
in place, immunisation registers up to date

Facilities without a management plan:

Communicable

* delayed recognition and testing, late Diseases
implementation of infection control, poor network
documentation, low staff immunisation rates,

. . Guidelines for the Prevention, Control

poor communication and Public Health Management of

Influenza Outbreaks in Residential Care
Facilities in Australia

http://www.health.gov.au/internet/main/publishing.nsf/Content/cdna-flu-guidelines.htm



Preparing for influenza

outbreaks in RCF

Develop an outbreak management plan

Include a medical practitioner in the
development

Acquire adequate stocks of personal protective
equipment (PPE) and cleaning materials

Ensure at least 95% of staff and residents are
immunised

Encourage staff, family members and regular
visitors such as hairdressers etc to be
immunised

Keep immunisation records for staff and
residents up-to-date
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Presentation Notes
To protect the health of staff and residents and to ensure the RCF is well prepared to manage an outbreak of influenza, it is important to consider the following actions:
Plan for a possible outbreak:
Develop easily accessible internal policies and procedures on infection control and an outbreak management plan. 
Include a medical practitioner (or equivalent) in the development of the outbreak management plan; this is essential for consideration of use of antiviral medications.
Acquire adequate stocks of materials such as personal protective equipment (PPE) and cleaning materials.
Early in the year, plan to ensure at least 95% of staff and residents are immunised 
Encourage staff, family members and regular visitors such as hairdressers etc to be immunised. 
Keep immunisation records for staff and residents up-to-date, and ensure they are easily accessible when needed for an outbreak response.



Antiviral medications for treatment

Residents’ GPs are responsible for prescribing antiviral
medications

Early initiation (within 48 hours of symptom onset) reduces the
risk of secondary complications requiring antibiotic therapy, and
hospitalisation

In the context of an influenza outbreak, consider treatment on
syndromic grounds, particularly for individuals with underlying
chronic conditions
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Presentation Notes
Residents’ GPs are responsible for prescribing antiviral medications.
Early initiation (within 48 hours of symptom onset) in adults with confirmed influenza reduces the risk of secondary complications requiring antibiotic therapy, and hospitalisation. 
In the context of an identified influenza outbreak, consider treatment on syndromic grounds, particularly for individuals with underlying chronic conditions



Antiviral use for prophylaxis

 Widespread use in institutions supported by cohort studies
and one RCT

* Only use in addition to other outbreak control measures

unimmunised staff
e Commence within 24 hours
* Consider medication safety .;
e RCF staff - aware of the most common side effects

Note: Antiviral medications are generally costly and may not
be readily available, especially in bulk quantities, from
community pharmacies.
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Presentation Notes
The widespread use of antivirals in institutions is supported by observational cohort studies and one randomised controlled trial. Data are available to support the premise that this treatment/shedding reduction process prevents continued spread in the facility. (Appendix 16)
Antiviral prophylaxis should only be used in addition to other outbreak control measures. 
Should be given to ALL asymptomatic residents (regardless of vaccination status) and ALL unvaccinated staff.
Ideally, antivirals should be commenced within 24 hours, AND
Medication safety issues must be appropriately considered
RCF staff need to be aware of the most common side effects, e.g. for oseltamivir, nausea and vomiting.
Note: Antiviral medications are generally costly and may not be readily available, especially in bulk quantities, from community pharmacies.



Is the vaccine effective?

Influenza Season® Reference No. of Patients* Adjusted Overall 95% ClI

2004-05 Belongia 2009 762 10 -36, 40
2005-06 Belongia 2009 346 21 -52,59
2006-07 Belongia 2009 871 52 22,70
2007-08 Belongia 2011 1914 37 22,49
2008-09 Unpublished 6713 41 30, 50
2009-10 Griffin 2011 6757 56 23,75
2010-11 Treanor 2011 4757 60 53, 66
2011-12 Ohmit 2014 4771 47 36, 56
2012-13 MclLean 2014 6452 49 43, 55
2013-14 Gaglani 2016 5999 52 44, 59
2014-15 Zimmerman 2016 9311 19 10, 27
2015-16* Jackson 2017 6879 48%* 41, 55*

*Estimate from Nov 2, 2015-April 15, 2016. **As presented at June 21, 2017 ACIP meeting
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Presentation Notes
CDC data on flu vaccine effectiveness – varies widely:

Adjusted vaccine effectiveness estimates for influenza seasons from 2005-2016 Effectiveness 10-60% 

Flu Vaccine Effectiveness
Vaccine effectiveness refers to the reduction in clinical outcomes due to immunisation in the “real world”. These outcomes may include disease incidence, or other measures such as general practice attendance with disease, or hospital admission with disease. 
The effectiveness of the influenza vaccine varies from season to season because the vaccine viruses may not completely match the circulating influenza viruses that are infecting people. 
In general, influenza vaccine effectiveness has been found to vary between 30-60%. This implies that, on average, an immunised person is 30-60% less likely to experience the outcome being measured (e.g. influenza leading to attendance at a general practice or hospitalisation) than an unimmunised person. 
The estimated effectiveness of the vaccine may depend on several factors including the outcome being measured, the age group predominantly affected (vaccine effectiveness is generally lower in older people), and the match between vaccine and circulating influenza strains (generally protection against infection with A/H1N1pdm09 is greater than against A/H3N2).
More information is available at: www.health.gov.au/internet/main/publishing.nsf/Content/cda-surveil-ozflu-flucurr.htm 


http://www.ncbi.nlm.nih.gov/pubmed/19086915
http://www.ncbi.nlm.nih.gov/pubmed/19086915
http://www.ncbi.nlm.nih.gov/pubmed/19086915
https://www.ncbi.nlm.nih.gov/pubmed/21767593
https://www.ncbi.nlm.nih.gov/pubmed/21857999
https://www.ncbi.nlm.nih.gov/pubmed/22843783
https://www.ncbi.nlm.nih.gov/pubmed/24235265
https://www.ncbi.nlm.nih.gov/pubmed/25406334
https://www.ncbi.nlm.nih.gov/pubmed/26743842
https://academic.oup.com/cid/article/63/12/1564/2282808/2014-2015-Influenza-Vaccine-Effectiveness-in-the
https://www.ncbi.nlm.nih.gov/pubmed/28792867
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INFECTIOUS DISEASE

Why is the flu vaccine so mediocre:

?

The complex factors behind failure are coming into sharper focus

By Jon Gohen

he infleenz vins has yet to hit the

HMorthem Hemisphere, but flu vac-

el season i3 already in full swing

with baners outside planmacies wg-

ing: “Get Your Flu Shot Now” What's

not advertised, bowever, i just how
lackluster the vaccime is The most com-
monly used flu slots protect no more than
0% of people who meeive them; some years,
offec tive ness plunges 1o s low as 10%. Given
theat a bad flu season can kill 50,000 people
i the United States alomse, “30% to 60% pro-
tection is better txan nothing” says Miclel
Osterholm, an epidemiologia at the Univer-
sty of Minnesota in Minneapolis “But it's
a terribly inadequate vaccine for a serous
public health threat™ Now, researches are
ariving to understand why it fails so oiten—
and lvow to make a makedly better one.

They're questioning wlst was once -
ceived wisdom: that the vaccine fails when
manfacturers, working months abead of
flu season, incorectly guess which stmins
will end wp spreading. And they're leam-
ing imstead that the vaccine may falter even
whien the right strains were wsed to make
it, perhaps because of how it i produced or
quirks of individisal immune ydems “I's
muely more complicsted tan we thought "
Osterholm says. “1 know les about influ-
enza today than I did 10 vears ago”

The infleenza vaceine teaches the body
1o produce antibodies against the head of
the viruss surface protein, hemagglutinin
(HAL Those antibodies ideally prevent
HA from attaching to cellular

after infection. Then in the 1950,
sensitive polymerase clain eac-
tion tests emabled msearchers
to actually measure viml levels,
and they told a different story.
It twmed out that some people
who did not have the big anti-
body spike after exposure—and
wiere therefore counted s a vaceine
suecess—actually did show a jump
im viral levels signaling infection
Esarlier sssessments had exagger
at ed vaocine efficacy. Wiats more,
efficacy was sometimes low even
when the vaccine and circulat-
ing strains appeared well matcled
Something else was afoot.

The circulating stmins continwe to
mutate after the vaceine is made, and the
resulting “esca pe mutan ts* are often blamed
for wvaceine failure But Arpold Monio,
an epidemidogist at the University of
Michigan School of Public Health in Ann
Arbor, is sheptical tat escape mutants play
amajor mle. Ina preprint published 15 Au-
gust on bioRxdy his team reporls sequenc-
g influenza DNA from 240 vieal gecimens
eollected from people over five influenes
seasons. They found loads of HA mutations,
a expected, but most weakened the virms
making it “unfiL” meaning it could not
tranamit human 1o human Viable ecape
mutants, Monto concludes, are too rare o
explain the failures seen year after year.

Danuta Skowronski an epid emiologia
at the BC Centre for Disease Control in
Vaneouver, Canada, instead blames muta-

e ¥

Ween fla wirus s owen b egs tomake
the wacdine, mutrtins canocauria ey
paces () on the vl surface proein

tions in the vaceine strain
itsell The most common in-
fleenza  vaccine  eomtains  an

“inactivated” virus, which mams-

facture s grow in chicken eggs. As

Skowronskis team fist reported

in 2014, the vims can mutate

whiile it s growing in the eggs, -

sulting in 2 vaceine unable to block
eirenlating strains,

“I thik [these mutstions] play an
enormous role” says viral immuono-

logist Seott Hensley of the University of
Penmsylvania He has preliminary evidence
that egg-adapted mutations were behind
the weak protection seen with the vaceine
used in the 2006-17 sexson, e says. He dso
points 10 a recent study by another gmup
that compared an egggrown vaccine with
one tat contained genetically engineered
HA, which ddesteps the mutation isee
The engineered vaceine offered more solid
protection That suggests 3 way to improve
curent vaceines Hemsley sys “Td be
shocked in 15 years iTamy of our Mo vaceines
are Erown in egga”

Hensley notes another way 10 redeoce the
odds of faflure: improving the techniques
for choosing the vaccine stming Vaccine-
makers largely rely on an old techmigue that
expases ferrets—which differ from humans—
1o eandidate vaceine strains and

meceptors, thwarting  infee-
tion. But HAS bead is highly
mutable, which is why vaceine-

Loss of confidence
Fior decades, lefaay

makers must come up with a
new formula every year.
For many decades, researh-

LTl

15 e & bether teat reeaied many intecBon in eccinsted peoghe whow outd
preshiosty hane beendesmed protecied.

iy el st e past

then asemes whether they can
stop viml isolstes tom people
naturally infected with the cir-
culating Arains. Genetic eom-
parions, e says, would yield a
etter mateh.

ers believed the flu vaceine of-
ered solid protection if it was
a good mateh to the e ulating
sraing stedies from the 19408

100

o
=

Understanding the immune
responses that comelate with

protection eould  alse  help
refine vaceines. Immune re-

through the 1960s mutinely
owed an efficacy of 0% to

@
=

90%. But those studies relied
on a miskeading methodology
Without a simple way to detect

Vaccine efficacy (pement)
-
5

]

the virus in the blood, research-
ers measured antibody levels,

[

looking B a spike that oecurs 1940
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spanses 1o targts other than
HAS head, including HA'S stem
and asecond viml surface pro-
tein, meuraminidase, meceive
scant attention. Purther eom-
plicating the picture is the im-
munokgie legacy of multiple
expiaures to influenes each
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Presenter
Presentation Notes

Early in the 2017 season - reporting a good match of vaccine strains against circulating strains but given More antigenic diversity in type A and some uncertainty with H3N2 due to technical issues at the WHOCC – determining field effectiveness was going to be particularly against H3 will be important.
Rapid mutation and poor match reported in the media but data to support this was not available at the time.

Why is the vaccine so mediocre?
It’s complicated
Individual immune systems
Efficacy can be low even when vaccine matches circulating strains.
Circulating strains continue to mutate after vaccine is made
Mutations in the vaccine strain itself (whilst growing in the eggs)
Immunologic legacy of multiple exposures to influenza each year
We don’t understand enough – the best strategy remains to get a vaccine each year, especially if vulnerable

Holy grail is a universal flu vaccine
Target HA stem or NA
Improve techniques to choose vaccine strains
Genetically engineer vaccine rather than growing it in eggs



Influenza

www.flu.tas.gov.au
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New look Tasmanian

Immunisation Schedule

Arriving to your practice very
soon
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Presentation Notes
A new look immunisation schedule will be sent to you shortly.  The ATSI schedule has been incorporated into the adult and immunisation schedule and there is a separate schedule for flu.


Yellow Fever Accreditation
Changes




Yellow Fever — Accreditation changes

» Effective November 2018 — new training requirement for prescribers of the yellow
fever vaccine

« Commonwealth developed National Guidelines for Yellow Fever Vaccination
centres and Providers — available at www.health.gov.au

Who does this apply to?

* All medical practitioners and nurse practitioners prescribing yellow fever vaccine
are required to complete the online Yellow Fever Vaccination Course

e Course is available free to anyone who wished to complete for own learning and
development

How long do you have to complete the course?

e Currently prescribing the vaccine — you have three years to complete the course

e If you have never prescribed and intend to practice at a YF Vaccination Centre —
you need to complete the course before prescribing the vaccine
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Presentation Notes
This will not apply to all providers, however for those prescribing yellow fever vaccine at their practice this information will apply.
Course introduced to improve patient safety and clinical decision making in regards to YF vaccination bringing Australia in line with other countries across the world.

http://www.health.gov.au/

Yellow Fever — Accreditation changes

The Course:

* Hosted on the Australian College of Rural and Remote Medicine online
learning platform

* Accreditation is valid for three years, after which you have to complete the
course again

* The National Guidelines for Yellow Fever Vaccination Centres and Providers
provide a nationally consistent approach

* Accreditation of vaccination centres and providers is at the discretion of
the relevant state/territory health authority

How to become a Yellow Fever Vaccination Centre
e Applications made to CDPU
* Contact CDPU if you wish to apply — have our own policy/paperwork
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Presentation Notes
This will not apply to all providers, however for those prescribing yellow fever vaccine at their practice this information will apply.
A Course has been introduced to improve patient safety and clinical decision making in regards to YF vaccination bringing Australia in line with other countries across the world.


YF Administrative Responsibilities

Administrative Responsibilities for Individual Accreditation: Roles of Practitioners, Yellow
Fewver Vaccination Centres and State/Territory Health Authorities

Medical
Practitioner*®

Yellow Fever
Vaccination
Centre

State/Territory
Health
Authority

Complete Download/print
online _ Certificate of ; Yellow Fewver
Yellow Fever - Completion. Vaccination
Waccination Course Provide to: Centre
Maintain a list of
Ensure practitioners accredited
prescribing the vaccine - practitioners at the State/Territory
remain “accredited” - centre. Health
by completing the Add ar remove Authority
course every 3 years practitioners by
sending the change of
details form to:
Confirm that all Maintain a
Approve Yellow - practitioners - publicly available
- - list of

Fever Vaccination
Centres

prescribing the vaccine
at each centre hawve
completed
the course

Yellow Fever
Vaccination Centres




Australian

Immunisation Register




Australian Immunisation Register

* The AIR is now a whole of life register
* 3 ways to record information to AIR:

o Ensure you are using the latest version of your
practice management software to ensure you have up
to date vaccine codes-

o Use the AIR site. Record immunisation details using
the identify individual and record encounter
functions.

o Complete an AIR | unisation encounter form

* Providers are reminded toreport all vaccines given to
all people regardless of age to t = e o

 Upload regularly — ensure data sent e i
* AIR elLearning education modules '

includes a variety of statistical and detailed reports.
qgister.

Identify Individual

Payment Statements Menu A * Ideniify Individual allows youto r an individual,
Provider Menu + Payment Statements Menu Finan ent Statements. Statement Preference Update.

+ Provider Menu allows you to amend your Intemet contact details.
Lockup

Terms and Conditions

Privacy and Security
L]
N ote [ Secure Email (No new mail)
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Presentation Notes
AIR is now a whole of life register and can record any vaccines given.  There are three ways you can upload data to the AIR. Firstly, ensure you are using the latest version of your practice management software to have up to date vaccine codes.  If you are unsure you can contact your software vendor for further information. You can also report vaccines yourself manually to the AIR through the Health Professional online services website (show pic) or you can complete an AIR immunisation encounter form.  Please report all vaccines administered regardless of age to the AIR and remember to upload your data to the AIR on a regular basis.  The Department of Human Services has published five AIR eLearning education modules to assist providers understand how to access and use the AIR site and record immunisation episodes.  These can be found on their website.
Act-Hib being entered as dose 4 rather than dose 1.  It is the 4th Hib dose.


Vaccine Management




f  vecorevansgemen

Tasmania is measured on vaccine wastage and leakage —
* Ensure vaccines are not leaked

* Rotate vaccines regularly so they do not expire
Formula for ordering vaccine:

* Base the order on your usage for the previous month,
minus the amount in your fridge plus 10% of the
amount used in the previous month

. 20 used, minus 5 left in fridge plus 2 = 17



Presenter
Presentation Notes
Each State and territory is measured on 5 benchmarks under the National Partnership Agreement of Essential Vaccines.  Wastage and leakage is one of these benchmarks.
To assist us in meeting this benchmark please ensure vaccines are not leaked to those who are not eligible.  Rotating vaccines regularly especially on receiving a new order will ensure vaccines do not expire in your vaccine fridges. On review, we lose a lot of vaccine due to expiring in providers fridges.  
A formula for ordering vaccine is to base the order on your usage for the previous month, minus the amount in your fridge plus 10% of the amount used in the previous month.


Vaccine Management I

Check fridge Be careful not to
temperature x2 overstock your
per day fridge

Consider Ensure cold mark
purchasing data indicators are

loggers for your placed on all
fridges shelves

Keep vaccines
orotected Rotate stock

from light regularly



Presenter
Presentation Notes
Just a few things to remember and I apologise if I am stating the obvious, however I have based my presentation on common recurring themes and questions asked of us.  Vaccines are light sensitive therefore need to stay in their boxes.  Ensure you have a data logger in your fridge.  These are relatively inexpensive to purchase and are essential when considering vaccine viability following a cold chain breach.  They should be checked and cleared regularly.  Sometimes we hear that a provider has a data logger in the fridge but it is full as it has not been checked for months.
Overstocked fridges will lead decreased air flow and the potential for ice build up.  If you are unsure on how to stock a vaccine fridge please refer to Strive for 5 guidelines.  This is something to consider carefully as we come into flu season.


Australian Gov (DoH) Immunisation Website

# Australian Government Depart X =+ -

<« C {} @& nhtips//betahealthgov.au v O

Ordering resources
www.beta.health.gov.au

BETA  We are building this new website to better deliver information. Learn more about this site. Visit health.gov.au &'

About us Ministers News Contact us

Enter your search terms B

_ Australian Government
= ment of Health

Home Health topics Initiatives and programs Services Resources

The Department of Health is building better outcomes for all Australians in
health, aged care and sport.

About the department >

) = S
Browse by Search Learn about Check your Find health

topic conditions and Medicare symptoms services near
> diseases > > > you >
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Presentation Notes
Extra information that is useful in general practice


General Information

* Please remember to offer all ACF patients Zostavax and
pneumovax

* MMRYV is not licensed for use in over 14 years. Give MMR and
Varicella separately for those over 14 years

* FAX streams
* PH Hotline 1800 671 738 — manned 24/7

<« C 1Y @ Notsecure | wn raning-kr = st-immunisation
tralia’s trusted independent immunisation experts Qners © O
S KA I \( ))NC”:\)S “wo  Joimourteam Publications Contact  Suurcii. B
For health professionals For the public our work
.
Sharing Knowledge About %
- .
Immunisation
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NCIRS in partnership with the University of Sydney has developed a Sharing Knowledge About Immunisation website for parents.  SKAI contains information about every vaccine included on the NIP for children, and the diseases they protect children from.  It answers the questions parents ask eg what’s in a vaccine, how do vaccines affect immunity…


Personal Immunisation Record Card

* Personal Immunisation Record Cards have been developed

* You will receive these in the post with the Immunisation
Schedules and a copy of the Influenza Toolkit

Record of immunisation

Personal
Immunisation
record card

MName:

Vaccine records

Immunisation providers send the record of vaccination
to the Australian Immunisation Register (AIR).

View or print your records from your myGeov webpage
or comtact AIR on 1800 653 809.

Dateofbirtn: | | J [ J| [ [ ]|

Contact details:

™ 7l Tasmanian
P GOvVErnment
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Presentation Notes
NCIRS in partnership with the University of Sydney has developed a Sharing Knowledge About Immunisation website for parents.  SKAI contains information about every vaccine included on the NIP for children, and the diseases they protect children from.  It answers the questions parents ask eg what’s in a vaccine, how do vaccines affect immunity…


Notify Public Health Hotline, 1800 671 738 on clinical suspicion



Measles - one of the most

highly communicable
infectious diseases

Infectious agent

* Genus Morbillivirus (a paramyxovirus)
Mode of transmission
* Airborne droplets

* Direct contact with discharges from respiratory mucous
membranes

* Less common - articles freshly soiled with nose and throat
secretions

Incubation period
* Average 10 days (range 7 to 18 days)

Infectious period

* 4 days before until 4 days after the onset of rash http://www.immunize.or.
photos.asp
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Infectious agents
The measles virus, a member of the genus Morbillivirus (a paramyxovirus).
Reservoir
Humans
Mode of transmission 
Measles is transmitted by airborne droplets and direct contact with discharges from respiratory mucous membranes of infected persons and less commonly by articles freshly soiled with nose and throat secretions.(2) It is one of the most highly communicable infectious diseases. Measles virus has a short survival time (less than 2 hours) in the air or on objects and surfaces and is inactivated rapidly in the presence of sunlight, heat and extremes of pH.(3)
Incubation period
The incubation period is variable, averaging about 10 days (range from 7 to 18 days, occasionally longer) to the onset of fever and about 14 days to the onset of the rash. This period can be longer if immunoglobulin is given early in the incubation period.(2)
Infectious period
Cases are considered to be infectious from 24 hours prior to onset of prodromal symptoms until 4 days after the onset of rash. Where the prodrome is undefined, the onset of the infectious period should be considered to be 4 days before the onset of the rash.



FULLY

Clinical presentation e e
and outcomes

Invalvament
of circum=oral
region

Rash rather

diserate skin betweaen

Common complications: tamerms |

* middle ear infection e

* viral or bacterial bronchopneumonia

Rare complications:

e gcute encepha“tis Clinical Practice in Infectious Diseases
] e Harries and Mittman

* subacute sclerosing panencephalitis Fourth Ed, Livingstone, 1951
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1951: Measles commences very much in the manner of a common cold. There is an abrupt rise in temperature, with a corresponding rise in pulse rate. The demeanour of the child changes: he is cross and miserable and disinclined for play or food…The catarrhal manifestations increase and reach a maximum just before the appearance of the rash. The coryza becomes more marked: a short harsh cough is characteristic, and there may be considerable laryngitis. Conjunctival injection, associated with a varying degree of photophobia, is usual.

SoNG: The disease is characterised by a prodrome that usually lasts 2 to 4 days and includes fever, followed by conjunctivitis, coryza and cough. Koplik spots may be present briefly on the buccal mucosa. A characteristic maculopapular (non-itchy) rash appears about 2 to 7 days after the onset of the prodrome, begins on the face or upper neck, spreads to become generalised, and typically lasts 4 to 7 days. Cases are usually very unwell and miserable; other symptoms can include anorexia, diarrhoea (especially in infants) and generalised lymphadenopathy.(3) People who have received one or two doses of measles vaccine may develop attenuated infection with mild symptoms.

Common complications of measles include middle ear infection and viral or bacterial bronchopneumonia. Acute encephalitis occurs rarely and subacute sclerosing panencephalitis is a very rare delayed complication, occurring in about 1 per 100,000 cases.(5)


Persons at increased risk of disease

Unvaccinated or under-vaccinated people

Those at risk of more severe disease include:

* Immunocompromised people

* Malnourished children, particularly vitamin A deficiency
 Less than 5 years and 20 years and older

* Pregnant women


Presenter
Presentation Notes
Persons at increased risk of disease
Unvaccinated or under-vaccinated people (i.e. those who have not had two doses of measles containing vaccine) are at increased risk of measles.
Those at risk of more severe disease include(3):
Immunocompromised people, especially those with T-cell deficiencies such as certain leukaemias, lymphomas and acquired immunodeficiency syndrome (AIDS), in whom measles can be severe, atypical (e.g. without rash) and prolonged, with virus shedding for several weeks after the acute illness
Malnourished children, particularly those with vitamin A deficiency
Children younger than 5 years and adults 20 years of age and older, in whom complications of measles are more common
Pregnant women in whom infection is associated with increased risk of premature labour, spontaneous abortion and low birth weight infants. Birth defects have not conclusively been associated with measles virus infection.



Measles testing

Table 1. Recommended laboratory tests for measles diagnosis based on symptom onset

Time from onset of Recommended specimen collection Recommended laboratory test
rash
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Measles Nucleic Acid Testing
Laboratory confirmation by nucleic acid testing (NAT) or virus isolation is preferred for all sporadic cases and at least one case in each chain of measles transmission.
Respiratory specimens, first catch urine (collected up to 3 weeks after onset of the rash) or EDTA blood or sera collected early in the illness, should be referred to an approved reference laboratory for measles NAT on an urgent basis in sporadic suspected cases, and in at least one case in every chain of transmission.
The PHU should facilitate communication with and between the clinicians and laboratories involved concerning collection of suitable specimens and referral and transport arrangements. Where appropriate, and in consultation with the patient's doctor, arrange for a home visiting pathology service to expedite specimen collection for suspected cases.
Nasopharyngeal aspirates or nasopharyngeal swabs are the preferred samples for NAT. Throat swabs or nasal washes are also suitable. A dry sterile swab of the nasal passage combined with a similar swab from the back of the throat is the recommended specimen for detection of viral nucleic acid by NAT testing. Swabs should be flocked, cotton, rayon or dacron-tipped, plastic-coated or aluminium shafted swabs. They should preferably be placed into viral transport medium, and stored and transported at 4°C.
First catch urine samples should be stored and transported at 4°C.
EDTA blood for NAT should be stored and transported at room temperature.
Measles serology
A 5 mL tube of clotted blood is the preferred specimen for serological testing.
An IgM response will be present in approximately 75% of measles cases 3 days after rash onset, rising to approach 100% after 7 days. A measles IgG antibody test should be performed together with the IgM assay to aid interpretation.
Measles-specific IgM is a sensitive and specific marker of recent measles infection, but can also be detected for 1 to 2 months following immunisation.
There is poor negative predictive value of an IgM result early in the illness. A negative result does not rule out a diagnosis of measles if the sample was taken earlier than 72 hours after onset of the rash. When no measles IgM or IgG antibody is detected in a sample collected from a suspected case of measles within 3 days of rash onset, repeat testing is recommended after 7 days.
Where there is a suspected false negative or false positive IgM result, NAT testing is recommended. Repeating the IgM and/or testing for measles-specific IgG seroconversion by EIA on paired sera collected 10-14 days apart may also be helpful.
Note that persons with waning or partial immunity - for instance, those who may have received only one dose of measles-containing vaccine in the past - may experience an attenuated measles infection with a milder clinical course than is normally seen, and serology may be misleading, with false negative IgM and positive IgG. It is important that public health management of such cases is based on the likelihood of infection, and that they have nasopharyngeal swabs, EDTA blood specimens and/or urine specimens submitted for NAT testing.



‘ @ pnenoste ‘Nasopharyngeal Swab Collection Information Sheet
This Document is Controlled in Printed Form

. ART LAUNCESTOM NORTH WEST
PATHOLOG Y

FATHOLOGY FATHOLOGY

Nasopharyngeal Swab Collection

1. Label the outside of the specimen transport container with the
patient’s name, date of birth and the time and date of specimen
collection.

2. Don appropriate Personal Protective Equipment (PPE).

3. Tilt the patients head back slightly and immobilise by holding the
chin. Parents and / or carers may need to assist with young children.

4.  Gently insert the swab into a nostril until a slight resistance is felt.

= Insert the swab directly back,
not upwards.
The distance of insertion should
equal the length of the patient’s
index finger. Mark this distance
on the swab prior to insertion.

= If resistance is felt during
insertion of the swab, remove it
and attempt insertion in the
opposite nostril.

5. Once in place, rotate the swab 2 - 3 times and hold for 5 - 10 seconds
to ensure maximum absorbance.

6. Slowly remove the swab and place into the vial of liquid transport
media.

7. Break the shaft of the swab at the scored point and discard the
proximal end, leaving the swab itself in the liquid media.

8. Firmly secure the cap of the transport container and place the
container in a bio-hazard bag.

9. Remove PPE

10. Place the specimen request form in the outside pocket of the bio-
hazard bag and transport to the laboratory as soon as possible. If any
delay, refrigerate the specimen prior to transport.

[Approved | Ageroved - 2205 | Owner | Coia Meyne Hiective | 18122015 | DSFL-3C-GF00TB00 Pixt




Management

L

use If he patient all the time is slowed to breathe dirty
air, The practice of nursing o messles patient in & warm
stuffy room, with nll the windows chged, cannot be con-
demned too strongly. An open baleony facing the cast is
ideal.  In & Melbourne winter the piercing basts that coma
Iroan the other three quarters are 4 lttle too severs: never-
th_E|EHH. provided the patient iz well sheltered from driving
Fain, e¥en a western baloony is prefarable to o closed room.
The open air is not eontra-indicated by [ever, deliriam, or
bronehopmeamonia.

OFf all the hundreds of chiliten suffering from meosles
who have been nursed at Fairfleld on open biaileomios, the
namber who have contracted bronchopneumonia from any
tause, evan of a mild degron, can be counted on the fingers
of one hand, Az apninst his, hundreds have been admitted
wilh bromchopneumsonia, and it 2 quite safe to ssaqme that
many af them came from badly ventilated homes.

Diphtheria, Measles, Scarlatina
Frank V. G. Scholes
Second ed. Ramsay, 1927
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Modern management – Supportive only + education + isolation and restriction + active case finding

1927 - To avoid secondary bacterial infections – render all of the part clean and keep them clean until they have healed (eyes, teeth, lips, tongue, throat douches)




A large measles outbreak in Washington state has prompted officials to
declare a state of emergency (March 4 2019): 71 confirmed cases

shutterst ek

Rockland county declares state of emergency for
measles, bans unvaccinated minors from schools, houses
of worship, shopping centers

March 26, 2019: 153 cases since Octobel
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Measles occurrence and public health significance
Globally there are currently outbreaks in:
US – OBs in at least 6 states plus confirmed cases in 12 other states. Large OB in Washington state declared a state of emergency – majority of 71 cases in individual who had not received vaccine (US estimates it costs $142 000 per measles case depending on number and location of contacts, amount of PEP needed and number quarantined, staff overtime, public messaging – HR diverted from other health services)
Philippines 22 967 cases in 2019 including 286 deaths (majority deaths in children <5yo) – 60% cases not vaccinated (21 812 in 2018)
Madagascar 117 075 cases (including 751 deaths – again mostly children)
Japan 319 cases (282 in 2018) (Also a rubella outbreak)
Ukraine >21 000 cases (plus 54 481 in 2018)
OB in Mongolia – CFR of 2.31%



QCEAN

shutterstock.com = 156863276

Measles rate rises amid global outbreak but
Australia's immunity remains high

The Guardian 31 March 2019

2019 on track to have 300 infections, the second-
highest year for reports since 1997

Measles case involving Sydney baby two months
away from vaccination 'terrified' parents

ABC news 31 March 2019

New Zealand measles outbreak sparks delivery of
thousands of MMR vaccines to South Island

ABC news 11 March 2019
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Australia: NSW – 30 cases since Xmas, including secondary cases
NT: 24 cases (including third generation cases) all related to initial imported cases from Vietnam which was missed – most 20-50yo, partially immunised; 33% hospitalised with pneumonia and 16% fully immunised. 1100 contacts traced so far, likely further cases

NZ: 66 cases
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Measles SONG

Public health priority
* Urgent
* Notify on clinical suspicion

Case management

* Laboratory confirmation

* Isolation

* Determine source confirmed case
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Public health priority
Urgent
Case management
Laboratory confirmation should be sought in all suspected cases. Appropriate specimens for genotyping should be collected from at least one case in each chain of measles transmission and all sporadic cases where possible.
Cases, including suspected cases under investigation, should stay home (unless isolated in hospital) and should not attend school, early childhood education and care services or work from onset of symptoms to 4 days after onset of rash. Cases should avoid contact with susceptible persons, especially children <1 year old and immunocompromised persons.
The source of each confirmed measles case should be determined as: imported, import-related or unknown.(1) A thorough epidemiological investigation should be conducted to limit the number of cases with unknown source.



Measles — role of CDPU

Contact management

* Identify all potential contacts

Target those at particular risk of disease for intervention.

Individuals considered immune:
e 2 documented doses of MMR OR
* documented evidence of measles infection OR
* born prior to 1966

PEP: immunisation or normal human immunoglobulin

Exclude susceptible contacts from settings with high risk
contacts
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What does public health do – immediate and robust PH response
The objective of contact tracing is to identify all potential contacts and then to target those at particular risk of disease for intervention. Identifying contacts of measles cases is required to determine who has been potentially exposed to an infectious case, to assess their susceptibility to infection and to provide advice and implement post-exposure prophylaxis, where appropriate.
Active case finding

Individuals who are not immunocompromised with 2 documented doses of MMR OR documented evidence of measles infection OR born prior to 1966 are considered immune.
Individuals born during or after 1966 with <2 doses of MMR and who have no documented history of measles infection or serological markers of immunity are considered non-immune, i.e. susceptible.
Recommend either immunisation or normal human immunoglobulin (NHIG) to defined contacts where indicated.
Exclude susceptible contacts from school, early childhood education and care services, healthcare settings, and other settings with high risk contacts.
Ask contacts to be alert for signs and symptoms of measles and advise those who develop symptoms to telephone ahead before seeking medical review so as to avoid infecting others.
Ask hospital Emergency Departments (EDs), medical practitioners, school principals and early childhood education and care services directors to report new suspected cases promptly to the local public health unit.



Prevention - maintaining high rates of immunity (95%)

NIP funded MMR and MMRYV at 12 and 18 months

Two doses, given at least 4 weeks apart

Healthcare workers and administrative staff

People working with high risk persons (children <1
year; pregnant and immunocompromised persons)

* High exposure risk areas such as emergency
departments

* Early childhood education and care service workers

* Qverseas travellers
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WHO estimates that measles vaccine has prevented 21.1 million deaths worldwide between 2000-2017.
In Jan – WHO named vaccine hesitancy as one of the top ten global health threats for 2019.
Maintaining high rates of immunity to measles throughout the population is the mainstay of measles elimination in Australia. Measles vaccine, as MMR and MMRV, is currently recommended for all children at ages 12 and 18 months of age, respectively, as part of the National Immunisation Program schedule.(5) 
For persons born during or after 1966 who do not have documented immunity, two doses of measles-containing vaccine, given at least 4 weeks apart, are recommended. For those known to have received only one dose previously, a second dose is recommended. 
Health facilities should ensure that healthcare workers and administrative staff are fully vaccinated or immune to measles, particularly those working with high risk persons such as children <1 year; pregnant and immunocompromised persons; and in high exposure risk areas such as emergency departments. 
Immunisation recommendations for early childhood education and care service workers and overseas travellers should be promoted. 
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Australian Bat Lyssavirus (ABL)

Tasmanian Field Naturalists Club

dpipwe.tas.gov.au




dpipwe.tas.gov.au

Rhabdoviridae family, genus
Lyssavirus

Infectious agents

* Rabies virus, Australian bat lyssavirus, and others eg European bat lyssavirus
Reservoir

* All mammals

* Dogs principal reservoir in developing countries

* Australia is currently free of rabies in terrestrial mammals.

* ABLV infection documented in several species of flying foxes and insectivorous
microbats.

* Assumed that all Australian bat species (and bats anywhere in the world)
have the potential to carry and transmit lyssaviruses.

Mode of transmission
* Bite, scratch, or by contamination of mucous membranes or broken skin.

* Three known human cases of ABLV infection — all bitten or scratched by bats.
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Infectious agents
Rabies virus, Australian bat lyssavirus (ABLV), and other lyssaviruses such as European bat lyssavirus (EBLV) 1 and EBLV 2, are members of the Rhabdoviridae family, genus Lyssavirus. Twelve closely related but distinct lyssavirus species have been formally recognised.1 Rabies virus and other lyssaviruses cause the disease rabies.
Reservoir
All mammals are susceptible to infection with rabies virus and are therefore possible reservoirs. Dogs are the principal reservoir of rabies virus in developing countries and are responsible for 99% of human infections.2 Other reservoirs and important vectors of rabies virus include wild and domestic Canidae, including dogs, foxes, coyotes, wolves and jackals; and bats, cats, monkeys, skunks, raccoons, and mongooses. Other mammals may rarely be infected. Australia is currently free of rabies in terrestrial (land dwelling) mammals. However, evidence of ABLV infection has been documented in several species of flying foxes (also known as fruit bats) and insectivorous microbats. It is assumed that all Australian bat species have the potential to carry and transmit ABLV. ABLV has not been isolated from bats outside Australia. However, several lyssavirus species have been found in bats in other countries considered free of terrestrial rabies. It is assumed that bats anywhere in the world have the potential to carry and transmit lyssaviruses.
Mode of transmission 
Rabies virus is transmitted by the virus-laden saliva of an infected animal introduced via a bite or scratch, or by contamination of mucous membranes or broken skin. Person-to-person transmission via saliva is extremely rare and has not been well documented. There have been rare reports of rabies virus transmission by transplantation of infected tissues/organs 3, 4 and via inhalation of virus-laden aerosol in laboratory settings. 5, 6 Aerosol transmission in humans has not been proven in the natural environment but based on animal experiments it remains theoretically possible. 7, 8
The only three known human cases of ABLV infection occurred in people who had been bitten or scratched by bats. It is assumed that the mode of transmission for ABLV and other lyssaviruses is similar to that of rabies virus.



Incubation period

* Usually 3-8 weeks (rarely few days or
several years)

Infectious period
* Not known
Clinical presentation and outcome

* The term ‘rabies’ refers to disease caused
by any of the known lyssaviruses.

* Rabies is an almost invariably fatal, acute
viral encephalomyelitis.

Disease occurrence and public health
significance

» Australia - two imported human cases

* Worldwide, rabies virus is responsible for
more than 50,000 deaths per year
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Incubation period
The incubation period for rabies virus infection is usually 3-8 weeks, rarely as short as a few days or as long as several years.9 The length of the incubation period depends on many factors including wound severity, wound location in relation to nerve supply, proximity to the brain, size of inoculum of virus and the degree of protection provided by clothing and other host factors.9 The incubation period for ABLV and other lyssavirus infections is less certain but is assumed to be similar to rabies virus; the first two documented cases of ABLV infection had likely incubation periods of approximately 4 weeks and over 2 years, respectively.10 The likely incubation for the third case has not been confirmed.
Infectious period
The infectious period for rabies virus infection has been described reliably only in dogs, cats and ferrets, in which communicability usually commences 3-7 days before onset of clinical signs and persists throughout the course of the illness.9 The period of communicability of ABLV and other lyssaviruses is not known.
Clinical presentation and outcome
As the clinical disease caused by classical rabies virus and other lyssaviruses appears to be indistinguishable, the term ‘rabies’ refers to disease caused by any of the known lyssaviruses. Rabies is an almost invariably fatal, acute viral encephalomyelitis. Initial symptoms include fever and sensory changes (pain or paraesthesia) at the site of a preceding animal bite. Other reported prodromal symptoms include a sense of apprehension, headache and malaise. There are 2 clinical forms of rabies. Encephalitic or furious rabies presents in about two-thirds of cases, and is characterised by hyperactivity and aerophobia and/or hydrophobia followed by delirium with occasional convulsions. The second form, paralytic or dumb rabies, presents in about one-third of cases, with paralysis of limbs and respiratory muscles with sparing of consciousness.11 Phobic spasms may be absent in the paralytic form. Death from cardiac or respiratory failure occurs within a few days for furious rabies and within 1-2 weeks for the paralytic form of the disease. 2, 9



.

Australian bat lyssavirus infection: a second human case, with a long incubation
period. Hanna, et al. Med J Aust 2000; 172 (12): 597-599.

Second human case of
ABL infection

Emergence of Australian
bat lyssavirus (ABL)

Earliest known ABL
infection in 2 bat
(recoghized

retrosp ectively)

First isolation and
description of ABL

Bitten by fhing foxxr o

First known hurman case

of ABL infection Sought advice from

general practitioner i P
Guidelines for ABL I
preventicn first publizhed ! g : & -
I % Z Immunofiuorescent antibody stain of a brain
;@ impression smear, showing intense “gold dust”
Dimgne zed with ABL i fluorescence and several cytoplasmic (Negri-
infecticn 1 like) inclusion bodies {arrows), indicating the

presence of Australian bat lyssavirus,

—h

: Timeline of the emergence of Australian bat lyssavirus (ABL)
and the first and second humsan cases of ABL infecton.

ABLV is unique to Australia - first identified in 1996 in an encephalitic black flying fox.
Three human cases have subsequently been reported, in 1996, 1998 and 2013
All three cases developed fatal encephalitis after being bitten or scratched by bats.
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ABLV is unique to Australia and was first identified in 1996 in an encephalitic black flying fox. Three human cases have subsequently been reported, in 1996, 1998 and 2013 with all three cases developing fatal encephalitis after being bitten or scratched by bats.15, 16, 17, 18 To date, virological and/or serological evidence of ABLV infection has been found in all four species of flying foxes (megachiropterans) found in Australia, and at least seven genera of Australian insectivorous bats.19 Any Australian bat should be considered a potential carrier of the virus. The risk of human exposure to ABLV is related to the extent of human contact with Australian bats. In 2013 two horses from the same Queensland property were confirmed to be infected with ABLV. Both horses displayed neurological signs and were euthanased.20
Four human deaths have been documented following bat exposures in Europe (in Ukraine, the Russian Federation, Finland and Scotland). All presented with clinical features of rabies. The causative viruses were identified as EBLV 1a, EBLV 2a, EBLV 2b, and one untyped lyssavirus.21, 22 Spillover infections with EBLV have been reported in 5 sheep, 2 cats and a stone marten in Europe23, 25.



Routine prevention activities

Pre-exposure vaccination

e Bat handlers, veterinarians, wildlife officers; laboratory
personnel working with live lyssaviruses; travellers and
people working with mammals in rabies-enzootic
areas.

Don’t handle bats!!
Travel advice
* Avoid close contact with bats anywhere in the world.

* Avoid close contact with wild or domestic terrestrial
mammals (especially dogs, cats and monkeys) in
rabies-enzootic regions

* Advice if bitten or scratched by an animal while
abroad.

derwe uran
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People at increased risk of disease
The risk of infection after the bite of a rabid animal can range from less than 1% to over 80%, presumably related to the size of inoculum, severity of bite, nerve density in the area of the bite, proximity of the bite to the central nervous system, vaccination status and immunocompetence.12 People at increased risk of rabies are those whose occupational, volunteering, or recreational activities put them at increased risk of exposure, i.e. being bitten or scratched by animals in rabies-enzootic countries or by bats anywhere in the world. In Australia, therefore, risk is greatest in those who holiday or work in countries in which rabies is enzootic, and in those most likely to come into contact with bat species, including wildlife carers, wildlife officers, veterinarians and those who live in areas where bats are common.
Disease occurrence and public health significance
Australia is free from terrestrial rabies. Only two imported human cases have been reported in Australia in travellers returned from enzootic areas. Rabies virus is enzootic in Asia (including Southeast Asia where large numbers of Australians travel), Africa, North and South America and parts of Europe. Worldwide, it is estimated that rabies virus is responsible for more than 50,000 deaths per year, almost all in rural areas of Asia and Africa, with the highest incidence in children under 15 years.13 Rabies is estimated to have at least as much public health impact in tropical countries as dengue fever (when comparing disability-adjusted life years) and results in an estimated annual global financial burden of over US$ 1 billion. 13, 14 Most human deaths follow dog bites for which adequate post-exposure prophylaxis was not or could not be provided. Post-exposure prophylaxis initiated at an early stage using rabies vaccine in combination with rabies immunoglobulin may be 100% effective in preventing death. In Australia, rabies is subject to quarantine controls under Commonwealth biosecurity legislation - currently the Quarantine Act 1908.The primary concern is the prevention of the introduction of rabies virus to local dog and wildlife populations.
ABLV is unique to Australia and was first identified in 1996 in an encephalitic black flying fox. Three human cases have subsequently been reported, in 1996, 1998 and 2013 with all three cases developing fatal encephalitis after being bitten or scratched by bats.15, 16, 17, 18 To date, virological and/or serological evidence of ABLV infection has been found in all four species of flying foxes (megachiropterans) found in Australia, and at least seven genera of Australian insectivorous bats.19 Any Australian bat should be considered a potential carrier of the virus. The risk of human exposure to ABLV is related to the extent of human contact with Australian bats. In 2013 two horses from the same Queensland property were confirmed to be infected with ABLV. Both horses displayed neurological signs and were euthanased.20
Four human deaths have been documented following bat exposures in Europe (in Ukraine, the Russian Federation, Finland and Scotland). All presented with clinical features of rabies. The causative viruses were identified as EBLV 1a, EBLV 2a, EBLV 2b, and one untyped lyssavirus.21, 22 Spillover infections with EBLV have been reported in 5 sheep, 2 cats and a stone marten in Europe23, 25.
Pre-exposure vaccination
Current recommendations for pre-exposure vaccination include: bat handlers, veterinarians, wildlife officers, and others who come into direct contact with bats; laboratory personnel working with live lyssaviruses; expatriates and travellers (following a risk assessment) who will be spending time in rabies-enzootic areas; and people working with mammals in rabies-enzootic areas.
Handling bats
Only appropriately vaccinated and trained people should handle bats. 
Travel advice
Travellers should be advised to avoid close contact with bats anywhere in the world. Travellers to rabies-enzootic regions should also be advised to avoid close contact with wild or domestic terrestrial mammals (especially dogs, cats and monkeys). Travellers should also be advised what to do should they be bitten or scratched by an animal while abroad. This advice should include stressing the importance of obtaining as much written detail as possible on any post-exposure management provided overseas. Parents should ensure that their children are careful around animals as children are at optimal height for high-risk bites to the face and head. Rabies pre-exposure vaccination (or if appropriate, booster doses) should be advised pre-travel where indicated by a risk assessment, which should include ease of access to post-exposure prophylaxis (PEP) and likelihood of interaction with animals based on type of accommodation and planned activities.



Management of potential human exposure to

rabies or ABLV

Principles of post-exposure management
 Recommended for any person with a potential exposure
* Combination of rabies vaccine and human rabies immunoglobul_in (HRIG)

* Wound care
* Bats should be tested where possible
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Management of potential human exposure to rabies or ABLV (refer to algorithms in Appendices 2-3)
Definition of potential exposure
Any bite or scratch from, or mucous membrane or broken skin contact with the saliva or neural tissues of:
a bat in Australia or elsewhere in the world
a wild or domestic terrestrial mammal in a rabies-enzootic country – this includes Bali, Indonesia from August 2008 onwards
a wild or domestic terrestrial mammal in Australia, where there is laboratory confirmation of infection with any lyssavirus – refer also to Domestic animal exposed to a bat in Australia.
If there are concerns about other potential exposures, expert advice should be sought.
Principles of post-exposure management
Post-exposure management is recommended for any person with a potential exposure. Post-exposure management comprises wound care and administration of a combination of rabies vaccine and human rabies immunoglobulin (HRIG), depending on exposure category and prior vaccination or antibody status. Post-exposure management should generally commence as soon as possible following potential exposure. If a traveller presents more than 10 days after being bitten or scratched by a domestic dog, cat or ferret in a rabies-enzootic country, and it can be reliably ascertained that the animal remains healthy, then post-exposure management is not required. Note that this recommendation does not apply to exposures to other animals, including bats, that may be documented to be alive beyond 10 days after the exposure.
Bats involved in a potential ABLV exposure in Australia should be tested where possible, without placing others at risk of exposure. In such situations PEP can be delayed for 48 hours post-exposure to enable a result from the bat to be received. If results are not likely to be available within 48 hours of exposure then PEP should be commenced. If the bat tests negative, PEP is not required, and may be discontinued if already commenced.
top of page Wound care
Immediate cleansing of the wound is an important measure for minimising transmission risk.30 Animal studies have shown that immediate and thorough cleansing of the wound reduces the risk of infection.31, 32 All wounds should be washed thoroughly for at least 5 minutes with soap and copious water, as soon as possible after the exposure. A virucidal antiseptic solution such as povidone-iodine or alcohol should be applied.13 The wound should not be sutured unless unavoidable, and then should only occur after HRIG administration, where indicated. Consideration should also be given to the possibility of tetanus and other wound infections, and appropriate measures taken.



Key points

e ABL infection - rare but lethal

* Any bat in Australia must be assumed to have
the potential to transmit the virus

e Avoid handling bats

* Anyone bitten or scratched by a bat should
immediately wash the wounds thoroughly
with soap and water and promptly seek
medical advice

* Immediately notify Public Health Hotline:
1800671 738

Shie " am = 110447
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Tasmanian Immunisation Strategy

The guiding document for
publicly-funded vaccines in Tasmania.

It provides overview and direction
for service providers and consumers

within the context of the |

national immunisation policy.
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The Tasmanian Immunisation Strategy is the guiding document for the administration of publicly-funded vaccines in Tasmania.  The purpose of the Strategy is to provide a clear overview and direction for immunisation service providers and consumers in Tasmania, within the context of the National immunisation Strategy and national immunisation policy.

Higher order document regarding overall strategy across the state for all immunisation providers; in contrast to the SBIP which is document focused on implementation in specific settings

National Context: National Immunisation Strategy, National Immunisation Program, National Partnership of Essential Vaccines



AIM

increase immunisation coverage
for all Tasmanians across their lifespan and

reduce the incidence of vaccine preventable diseases
through collaborative action
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The Strategy is the product of cooperative engagement with Tasmanian stakeholders holding key roles in immunisation service provision.  It aims to increase immunisation coverage for all Tasmanians across their lifespan and reduce the incidence of vaccine preventable diseases through collaborative action.


Priority Areas

Improve immunisation coverage

Ensure an adequately skilled immunisation workforce

Enhance monitoring and evaluation of immunisation
programs

Strengthen governance and engagement with
partners

Maintain community confidence in immunisation
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5 Priority areas with a number of key actions.

Priority Area 1: Improve immunisation coverage
Priority Area 2: Ensure an adequately skilled immunisation workforce
Priority Area 3: Enhance monitoring and evaluation of immunisation programs
Priority Area 4: Strengthen governance and engagement with our partners
Priority Area 5: Maintain community confidence in immunisation


Sample
Key Actions

Achieve 80%
immunisation
coverage for HPV
for both males and
females

Implement strategies
_ to improve
immunisation

coverage in
geographical areas
where coverage is
ow

Maintain a wastage
and leakage rate of
5 per cent or lower
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Improve adolescent HPV immunisation coverage in both males and females
Achieve 80% immunisation coverage for HPV, for both males and females aged 15 years old
Maintain a wastage and leakage rate of 5 per cent or lower
Undertake activities that contribute to continuous improvement of the integrity, accuracy and timeliness of data held in immunisation registers.
Within existing resources, engage with partners to improve the availability of immunisation resources for immunisation providers and consumers



Tasmanian Immunisation Strategy
Coming to you soon
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Consultation with many stakeholder groups, including LGAT with a council representative from Glenorchy City Council
Currently in review state
Soon to be submitted for endorsement from a number of stake holder groups


Local epidemiology and public health response

PERTUSSIS




ON THE EPIDEMIC DISEASES OF TASMANIA.

By E. SWARBRECK HALL,

LICENTIATE IN THE SCIENCE AND PRACTICE OF MEDICINE ; M.R.C.S. OF ENGLAND ;
HON. MEMBER OF MED, SOC. OF VICTORIA; HON. COR. MEMBER OF THE
STATISTICAL 80C. OF LONDON ; FORMERLY OF THE IMPERIAL
MEDICAL STAFF IN TASMANIA; ETC.

(Read April 6Gth, 1863.)

epidemic in 1842, and at that time spread throughout the

island. But I find in the Hobarton Registry a death as-
cribed to the whooping cough in August, 1840. In the
epidemic of 1842 I was living in one of the healthiest
country districts, forty miles from Hobartén, and caught the
disease from a child I was attending, though I had gone
through it in early life. This child had been sent for change
of air from a district near to Hobarton. I communicated the
disease to every one of my own children, and it spread -
every where. Isolated cases have ever since this year oc-
curred, and in several years it has assumed an epidemic
character. In the last four months of 1855, the Hobarton
Registry gave thirty-one deaths from whooping cough,
though not a single death had been recorded from this
disease under three years of age for the previous four years.
As usual, the orphan schools had the lion’s share—seven out
of the thirty-one deaths. Only one death, it will be observed,
took place in 1857, and none in 1861. This year one oc-
curred last month, and the disease is at present assuming a
threatening aspect, and no doubt will become epidemic
should unfavourable meteorological phenomena arise—1858
was so charactised.




Bordetella pertussis

* Gram-negative bacteria

 Strict human pathogen (no known animal or environmental
reservoir)

* Pathogenesis
— Attachment
— Evasion of host defences
— Local damage
— Systemic manifestations

-


Presenter
Presentation Notes
1) Attachment – attaches to the cilia of epithelial cells of the upper respiratory tract. Various factors implicated in attachement, but of note there are no protein adhesins that contribute.
2) Evasion of host defences – 2 toxins predominate here, adenylate cyclase toxin (CyaA) and PT. CyaA enters neutrophils and catalyzes the excessive production of cAMP, which intoxicates the cells such that phagocytosis is compromised. PT inhibits the migration of lymphocytes and macrophages to areas of infection.
3) Local tissue damage of the ciliated epithelial cells due to various toxins including TCT, DNT and maybe CyaA. Local tissue damage is likely to be responsible for the development and pattern of cough – although there may be a contribution of  an unidentified toxin, given the duration of cough outlasts the expected time course of the usual cough.
4) Systemic manifestations – contrasting with most other serious bacterial diseases, Pertussis infection doesn’t have direct physically evident systemic events. Encephalopathy that occurs most likely is secondary to hypoxia secondary to coughing.


Date of chart: 23 September 2018
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“in the United States during the period 1940-
1948, whooping cough killed almost three tiems
as many infants less than one year of age as
measles, mumps, chicken pox, rubella, scarlet
fever, diphtheria, poliomyelitis, and meningitis
all together”

(Source: Rohani and Scarpino. Introduction to pertussis transmission and
epidemiological dynamics. In: Pertussis: epidemiology, immunology, and evolution.
Edited by Pejman Rohani and Samuel Scarpino: Oxford University Press (2019).)



Pertussis notification rate per 100 000
population, Tasmania 1998-2017
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Epidemic cycles

Peaks in:
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Baseline activity

* Median monthly rate outside of
“epidemic” periods:
— 0.68 notifications per 100 000
population per month
— Standard deviation 0.27
— Range 0.23 — .42




2019 progress:

Tasmanian pertussis notifications 1989 - 2019
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Current State-wide Outbreak

Notification rate (per 100 000 population) by region o
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Since 01 Jan, 2018:

notifications by age cohort
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Notifications in children < 6 months old vs > 6 months old

during epidemic circulation
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Key points for public health management -
transmission

Incubation:
* 9-10 days (range 6-20 days)

Transmission:

* Airborne transmission via respiratory droplets

— Demonstrated in laboratory conditions in 2012
(source:Warfel |, Beren J, Merkel, T. Airborne Transmission of Bordetella pertussis. JID 2012:206 (15 September)

— Dilution of aerosolised droplets as a function of distance “expected” to be important factor in transmission risk

* Contact definition
— Face-to-face exposure (i.e within | metre) for a single period of at least | hour

—  Family and household members or other people who have stayed overnight in the same room as the case
(source: CDNA. Pertussis Guidelines for Public Health Units. Accessed online at:
http://www.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-pertussis.htm)

_;
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Key points for public health management -
Communicability

Communicability:

* Highly infectious in catarrhal and early paroxysmal stages

— Household contact StUd)’ (Deen et al, Household Contact Study of Bordetella pertussis
Infections. CID 1995;21):
* 39 households examined associated with 40 index cases
* Total of 255 exposed subjects in the 39 households

* 114 subjects remained well, 53 had mild respiratory disease and 88 had
clinical pertussis.

* Laboratory evidence of infection in 46% of the subjects in the well group
* 90% of inadequately vaccinated children developed disease

* Infectiousness wanes thereafter to negligible by about three
weeks

* Non-communicable after 5 days of appropriate antibiotics

—




Key points for public health management -
Immunity

Immunity:
* Wanes approximate 4-20 years after natural infection

* Wanes approximately 4-12 years after vaccination

(source:Wendelboe et al, Duration of Immunity Against Pertussis After Natural Infection or Vaccination, Ped Inf
Dis J, 2005, 24 (5))

* Maternal antibodies actively transported across the placenta
High risk:

* Highest risk of severe morbidity and mortality is in infants

B—




Key points for public health management -
Immunity

* Maternal antibodies actively transported across the placenta

— Naidu et al. The optimal gestation for pertussis vaccination during pregnancy: a
prospective cohort study. American Journal of Obstetrics & Gynaecology. August
2016:

* Cord blood antibody levels significantly higher in vaccinated vs unvaccinated controls
* Vaccination between 28-32 weeks significantly higher antibody levels then vaccinated at 33-36
wks

— Eberhardt et al. Maternal Immunization Earlier in Pregnancy Maximizes Antibody
Transfer and Expected Infant Seropositivity Against Pertussis. CID 2016:62 (|
April)

* Anti-PT and anti-FHA GMCs higher following 2"¢ vs 3" trimester immunisation

* Expected infeant seropostivity rates higher following second vs third trimester immunisation
(OR 3.7 (2.1-6.5)

P———




Timing of maternal immunisation —AlH
updated

The optimal time for pertussis vaccination in pregnancy is between mid 2nd trimester and early 3rd trimester (between 20 and
32 weeks gestation). This is because:

levels of pertussis antibodies that are likely to be protective are detected in infants born to mothers vaccinated in the 2nd and
3rd trimesters

maternal antibodies are actively transported to the fetus from |3 weeks,?% with maximum transfer 30 weeks gestation onwards?'
pertussis antibody levels do not peak until about 2 weeks after vaccination'?

Pregnant women typically have a routine morphology scan by ultrasound at around 20 weeks gestation and present to a
maternity care provider in relation to this scan. Providers may use the 20 week scan as a prompt to provide pertussis vaccine or
schedule a vaccination visit. There are no safety concerns if a pregnant woman receives pertussis vaccine before 20 weeks
gestation.

If pregnant women are not vaccinated between 20 and 32 weeks, they should receive pertussis-containing vaccine as soon as
possible and at any time up to delivery. If given within 2 weeks of delivery, the newborn may not be adequately protected.??

If pregnant women receive the vaccine earlier than 20 weeks, they do not need a repeat dose during the same pregnancy.
Evidence shows transfer of pertussis antibodies to the infant in women who received dTpa vaccine as early as |3 weeks

i 22
gestation.




Infant vaccines

Routine (NIP) from 6 weeks,

immunisation vaccination in
3rd trimester of
pregnancy

Antibiotic treatment for
cases.

Test and treat symptomatic
contacts of cases

Isolation of cases
Prophylactic
antibiotics for high
risk contacts
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WHAT WE DO – 

This slide attempts to focus more on the functionality of the public health unit.

This diagram demonstrates both the epidemiological triad that is required for infection:
Agent
Environment
Susceptible Host

Together with the temporal phase of infection from a susceptible host, to an infected host and the final outcome.

Public health units take actions along this time-course to try and:
Reduce the incidence of communicable disease
Reduce the morbidity and mortality of communicable diseases

This is achieved, for example, through the following initiatives:
Decrease circulating agents:
This will include any initiatives to reduce the circulation of infectious diseases in the Tasmanian population and might include:
Promoting and maintaining high immunisation rates
Biosecurity measures to prevent disease arriving in Tasmania
Controlling environmental risks includes:
Food safety measures
Vector control
Decreasing susceptibility might include:
Ensuring at-risk individuals are vaccinated
Promoting health
Preventing or reducing infectivity:
The use of prophylaxis antibiotics
Preventing/reducing transmission
Promoting appropriate use of antibiotics/antivirals
Infection control practices


== Related Websites = Popular - Follow

The
Australian Government D e p ar—t rn e nt

Department of Health Of H e a| J[|/_\|

# Ministers - For Consumers « For Health Professionals ~ About us = Media Centre = Programs & Campaigns ~

Home | For Consumers | Conditions and Diseazes | Communicable Diseases Infermation | Communicable Diseases Surveillance

Communicable Diseases Metwork Australia (COMA)  Series of Mational Guidelines (SoNGs)

Pertussis
CDNA National Guidelines for Public Health Units

The Series of National Guidelines have been developed in consultation with the Communicable Diseases Netwark
Australia and endorsed by the Australian Health Protection Principal Committee (AHPPC). Their purpose is to provide
nationally consistent advice and guidance to public health units (PHUs) in responding to a notifiable disease event.
These guidelines capture the knowledge of experienced professionals, built on past research efforts, and provide
advice on best practice based upon the best available evidence at the time of completion.

2 Page last updated: 12 May 2015




Thank-you




Why 6 weeks to 21 years?

Meningococcal carriage by age: a systematic review and meta-

analysis
Hannah Christensen, Margaret May, Leah Bowen, Matthew
60 = Observed carriage prevalences
h —— Fitted data
Range of 95% CI
40 4

Carriage Prevalence (%)
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Carriage
Same date of 15 to 19 yo cohort – born after 1 August 1997
Next slides – 


IMD notification rate by serogroup and age
group, 2016-2017 @

12
—Total
10 - ~——MenB
—MenW
8 MenY

IMD burden highest in <2yrs, followed by adolescents.
MenB exceeds MenW in <2yrs and adolescents.
Increasing incidence in elderly, especially MenW and MenY.

IMD notification rate (per 100,000)
(o]

__/

0 T T T T T T T T T
<12 12-23 2-4 59 10-14 15-19 20-24 25-44 4564 265
months months years years years years years years years years
Age group
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affects anyone, anywhere, anytime BUT



Epidemiology - National

Notifications and rates of Invasive Meningococcal
Disease (IMD), Australia, 2002 to 2017 YTD*, by

carnarniin
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#Data extracted from the National Notifiable Diseases Surveillance System on 30 Sept 2017.
"The rate for 2017 YTD has been annualised
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Reminder it was the 1-19 yo age group targeted by Men C immunisation campaign which had a rapid, definitive outcome

This is data extracted from the National Notifiable Diseases Surveillance System showing 2002 to 2017 YTD (14 August). 
From 2002 to 2015, the predominant mening serogroup was B (in red) accounting for 43% and 78% of notifications per year.
2002 represents the previous peak in notifications which was due to strain C (green).
In 2003, the Men C vaccine was introduced and since then there has been a dramatic 99% decline in Men C cases reported

To recap:
Invasive Meningococcal Disease (IMD) is a rare but serious infection caused by the bacterium Neisseria meningitides. 
IMD is due to Neisseria meningitidis strains called ‘serogroups’ (named A, B, C, W, Y etc.)
There are 13 serogroups; but globally 6 serogroups cause majority of disease are A,B,C,W,X and Y.
The epi is dynamic, the incidence fluctuates naturally over time with continuing changes in serogroups and the emergence of new strains and currently we are witnessing the mergence of the W strain (in purple).

To update the numbers presented in Campbell Town earlier this year:
Between 2002 and 2013 there was also a decrease in the total number of IMD cases from 688 cases in 2002 to 149 cases in 2013. 
However, from 2014 the overall rate of IMD cases is increasing again 
And since 2014, there has been a large Australia-wide increase in the number and proportion of notifications of IMD due to the serogroup W (MenW) (purple)
Notifications of MenW doubled from 2014 to 2015, then more than tripled in 2016. 
Men Y has followed an increasing trend since 2011. Smaller numbers but numbers doubled between 2015 and 2016.
 
In 2017 (up to the 3 Oct) there have been 279 cases: (37% B, 34% W, 19% Y, 3% C, 7% not grouped). 
Rate = 1.2 per 100,000 (annualised rate 1.5/100,000)

14 Aug - 14 out of the 23 deaths were due to Men W. 




Why not vaccinate against Men B

disease?

* Epidemiology of serotypes

* Age groups with greatest burden
 Severity of disease

* Clinical presentation
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Historically B disease always higher – even back in late 1990s/ early 2000s when we had the Men C outbreak and vaccination response
2015 first noticed ^ in MenW nationally
2016 this was refelcted in Tas #
Rates also increased around this time Tas and national
Low pop in Tas = more volatile rates, but the ^ rate in 2017 led to intervention. 


Cases admitted to ICU, Jan 2016 to
Sep 2017 @

Serogroup Total no. of No. of cases % of cases
cases admitted to ICU admitted to ICU
B 196 86 43.9%
C 11 4 36.4%
w 208 82 39.4%
Y 92 26 28.3%
Total 526 200 38.0%

Total includes 3 non-groupable cases (1 admitted) and 16 ‘not grouped’
cases (1 admitted).

14 & 15 June 2018 Prepared for ATAGI #66 16
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Consider severity of each serogroup – first by ICU admissions – B and W pretty similar


Complications resulting from IMD,
Jan 2016 to Sep 2017 @

Serogroup Total number No. of cases % of cases No. of cases
of cases with 1 or more with 1 or more with 2 or more

complications complications complications

B 196 16 8.2% 0
C 11 2 16.7% 0
W 208 31 14.9% 3
Y 92 7 7.4% 1
Total 526 o7 10.8% 4

Total includes 3 non-groupable cases (0 with complications) and 16 ‘not grouped’
cases (1 with a complication).

MenW similar in severity to MenC; MenY similar to MenB (mirroring CFR trends)

14 & 15 June 2018 Prepared for ATAGI #66 17
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Complications arising from IMD are almost twice as high for W than B
Mortality is twice as high for W cw B



Clinical presentation of IMD cases O

Serogroup Typical, n Atypical, n Typical, % Atypical, %

B 192 4 98.0% 2.0%

C 11 1 91.7% 8.3%

w 163 45 78.4% 21.6%

Y 75 19 79.8% 20.2%

Not grouped 14 2 87.5% 12.5%
Total 458 71 86.6% 13.4%

Total includes 3 non-groupable cases (all with typical presentation)

Higher proportion of MenW and MenY cases presenting with atypical clinical
symptoms — consistent with cases seen overseas

14 & 15 June 2018 Prepared for ATAGI #66 18
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Another complicating factor is that the clinical presentation is more likely to be atypical in W and Y cases (20% of cases vs 2% of cases)
Expect to see Septicaemia or meningitis but W and Y can present as pneumonia, epilogottitis or septic arthritis
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