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Hepatitis C- Progress at Last

Continued from page 40

The new test measures antibody against a viral
protein which appears to be derived from a non-
structural part of a genome - it is not part of the
virus particle but is an enzyme needed for the
growth of the virus inside the infected cell.
It is perhaps not surprising that this test should
have some serious limitations. First, the antibody
measured by the current method rises rather slowly
and seroconversion was delayed - on average anti-
HCV appeared 15 weeks after the onset of
hepatitis. This limits its diagnostic power at the
time the patient presents with clinical illness.

Persistence of the antibody is also variable. Only
60 to 80 per cent of patients believed to have chronic
hepatitis C have tested positive in reported studies.
Preliminary analysis of tests on donated blood
suggests that continuing viraemia may persist
in the face of C-100 antibody production.

It is reasonable to expect that both the specificity
and sensitivity of the tests will be greatly improved
by future work, particularly if the glycoproteins of
the viral envelope can be used as antigens. At
present a high proportion of low-level and false
positive results are encountered and better
confirmatory tests are urgently needed.

What can be done with the test we now have? Blood
banks throughout the world are introducing the
new screening test for donated blood to supplement
or replace other measures such as testing for
elevated ALT levels or for anti-hepatitis B core
antibody. The availability of a specific HCV test
will make it possible to verify the different opinions
about the significance of post-transfusion hepatitis
for both donor and recipient.

On one hand there is much evidence that hepatitis
after transfusion is usually mild or asymptomatic,
and chronic liver disease has not been recognised as
a major problem in poly-transfused patients in the
past. However liver biopsy studies in patients with
persistent slight serum alanine transferase elevation
show disturbing features of cirrhosis. Even the
prevalence of hepatitis in recipients of banked blood
in different prospective studies has varied from as
low as 2 to 40 per cent or even higher.

Reassessments in the light of anti-HCV testing
have begun to appeat A study from the
Netherlands transfusion service clearly shows
the value of anti-HCV testing for identification
of infectious donors but suggests that only high
antibody levels reliably predict infectivity. As it
stands, the test cannot provide the final answer
to the problem since only about half the suspect
clinical cases in the Dutch series were anti-HCV
positive, and two of the nine hepatitis C cases
had not received an antibody positive donation.

More recently an English group using a sensitive
method for detecting the HCV genome using the
polymerise chain reaction (PCR), found that only
one in six of HCV antibody positive donors was
positive on this indicator of viraemia. These results
correlated well with the transmission of the disease
to recipients.

Studies reporting the prevalence of anti-HCV
in blood donors from around the world show
remarkably consistent results ranging from about
0.25 to 2 per cent in different countries. This is in
contrast to the much greater geographic variation
known for hepatitis B and to the variation in the
risk of post-transfusion hepatitis found in different
areas.

Results of testing of groups with a high risk of
blood-borne infections show hepatitis C infection
rates of 65 to 80 per cent in intravenous drug users
and haemophiliacs, 20 per cent in haemodialysis
patients, and 8 per cent in homosexual men.
These results suggest the epidemiological pattern
of hepatitis C infection is different to that of
hepatitis B and human immunodeficiency virus.

Investigation of patients identified as having
"cryptogenic" chronic liver disease has revealed
that a high proportion are anti-HCV positive,
although many lack a history of blood transfusion.
This hepatitis C group responds well to treatment
with interferon, though the disease usually returns
when treatment is stopped.

Until the natural routes of transmission are
elucidated it will be difficult to advise either
patients or blood donors with positive results
in the first-generation tests about their risks of
transmitting hepatitis to their contacts or about
the likely consequences for their own health.

Nevertheless, the long impasse in understanding
this disease has been overcome and rapid progress
should follow.

Yvonne Cossart
Pro fessoi
Department of Infectious Disease
University of Sydney

Fairley CC, Leslie DE, Nicholson 8, Gust ID. Epidemiology of hepatitis C
in Victoria. Med JAust 1990, 153,271.
Liddle C, Crewe EB, Swanson Nfl, et al. Does hepatitis C play a role in
"non-viral" chronic liver disease? Med J Aust 1990, 153, 265.
Kuo G, Choo GL, Alter IJJ, et al. An assay for circulating antIbodies to
a major aetinlogic virus of non.A non.B hepatitis. Science 1989,244,362.
Garson JA, Tedder RS, Briggs M, ot al. Detection of hepatitis C viral
sequences in blood donation by 'nested" polymerase chain reaction
and prediction of infectivity. Lancet 1990, 335, 1419.

EDIToRIAL COMMENT
An expert committee with representatives from
the Red Cross Blood Transfusion Service,
gastroenterologists, infectious disease specialists,
drug and alcohol workers and the NSW Health
Department will report on the epidemiology of
hepatitis C in NSW and develop a strategy to
reduce transmission of the disease.
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RENDS IN MORTALITY RATE
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T he health of Australians has improved over
the past 20 years. Evidence shows a fall in the

all-cause mortality rate and striking reductions in
the death rates from ischaemic heart disease, stroke
and injury

Although mortality is an important measure of
health status, there have been few co-orclinated
efforts in NSW to plot trends in death rates over
time. The most significant recent piece of work on
mortality in NSW was prepared by Bob Gibberd's
group from the Hunter Region

However that work concentrated on spatial
variations in the major causes of death for 1979-83
rather than on trends over time. The need for
a review of time trends in the major; causes of
mortality stimulated preparation of a report
by staff of the Epidemiology Branch of the NSW
Health Department.

Data were obtained from the NSW Registry of
Births, Deaths and Marriages death record for
the years 1971-1987. The analysis was coiifined to
changes in the age- and sex-specific mortality rates
for the major causes of death. For this report we
present 1) trends in the all-cause death rates and 2)
trends in selected cause-specific death rates, some
of which have not declined over time.

IHD AND CVD DEATH RATES. 1971-1987
BY SEX: 45-64 YEARS
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• CRUDE DEATH RATE
Since 1971 the total number of deaths has
remained constant, at around 40,000 a year. This
represents a fall in the crude death rate, as there
has been an increase in the population of around
1 per cent a year since 1971. The crude death rate
fell by 15 per cent in males (from 9.6/1000 in 1971
to 8.2/1000 in 1987) and 12 per cent in females
(8.1/1000 in 1971 to 7.1/1000 in 1987). Similar
trends occurred in all age and sex groups.

• I5CHAEMIC HEART DISEASE AND STROKE
The decline in the death rate from ischaemic heart
disease (IHD) in Australia began in the mid-1960s
and has continued. The analysis of mortality data
showed that all of the age- and sex-specific death
rates from IHD (ICD-9 410-414) and cerebrovascular
disease (CVD) (TCD-9 430-438) had fallen between
1971 and 1987. For example in the 45-64-year age
group the death rate from IHD fell by 48 per cent
in males and 55 per cent in females, and from CVD
by 55 per cent in males and 64 per cent in females
over the time period (see Figure 1).

The declining death rate has been linked to
changes in lifestyle, most notably improved diet and
a reduction in smoking. Despite these great strides,
IHD and CYD remain the single most important
cause of death in NSW (39 per cent of deaths in 1987).

1981 1984 1987

v IHD-male -E'- IHD-female • CVD-male CVD-female
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• INFANT DEATH RATE
The fall in the infant death rate since 1971 has
been astounding. The number of deaths dropped
from 1748 in 1971 to 747 in 1987 despite a
relatively stable birth rate. Figure 2 shows that
since 1971 the infant death rate has fallen by
55 per cent for males and 44 per cent for females.

Most of the decline occurred in the early and
mid-1970s and has continued to a lesser extent
since then. Reasons for this are not well understood,
although the greatest changes have occurred
during the neonatal period.

Of the many specific causes of death in the first
year of life, Sudden Infant Death Syndrome (SIDS)
(ICD-9 798.0) appears tobe one of groying importance.
SIDS was first recorded as a cause of death in NSW
during 1979, after the adoption of the ninth
revision of the International Classification
of Diseases, Injuries and Causes of Death in NSW

Against the trend, the death rate from SIDS has
increased by 47 per cent for males and 53 per cent
for females since 1979 (Figure 3). Reasons for this
apparent increase in incidence are not known.

.............................................
.

• LUNG CANCER
Lung cancer (ICD-9 162) is the leading cause of
death from cancer in men and the third commonest
cause in women. While death from lung cancer is

about four times more common among men than
women, the gap is narrowing. In people aged
65 years and older the mortality rate from lung
cancer rose between 1971 and 1987, doubling in
females and rising to a lesser extent (20 per cent)
in males. In the 45-64 age group the sex differences
are more pronounced: the death rate for females
increased nearly 50 per cent whereas the rate for
men remained static (Figure 4). This disparity
reflects the changing patterns of smoking.

It is probable that changes in smoking behaviour
will continue to influence trends in the lung cancer
death rate into the 21st century. Much of the decline
in smoking rates observed during the 1980s has
been attributed to the Quit For Life mass media
anti-smoking campaign3. Between 1983 and 1987 the
prevalence of smoking declined by 6 per cent in men,
from 39 per cent to 33 per cent, and 2.6 per cent
in women, from 31.6 per cent to 29 per cent34.

Predictions suggest the mortality rate from lung
cancer will begin to fall for men at the end of the
century, particularly in the 45.64 age group, as the
effects of the NSW anti-smoking campaigns become
apparent.

The outlook is not so bright for women smokers
who took up the habit in increasing numbers
20-30 years ago and now are moving into the
high-risk age groups for lung cancer.

INFANT DEATH. 1971-1987
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HEART DISEASE SCREENING

he June 1990 issue of the Public Health Bulletin U Recruitment strategies to ensure or improve
drew attention to the recent publication by theT utilisation of programs by the high-risk

NSW Department of Health of the monograph, Public population.
Screening for Risk of Heart Disease: Guidelines and • Risk-factor measurement and assessment
Procedures for Use by Area and Regional Health methods and feedback procedures.
Services in NSW (principal author: Karen Webb)'.

I The intervention components of screening -
The guidelines are part of the department's response content and process guidelines.
to the review of heart-disease prevention projects in
NSW. The review identified that, with the increasing • Procedures for referral to appropriate

involvement of public-health agencies in risk factor community and medical services for further

screening, there was a need to standardise screening assistance with risk reduction.

measurement and intervention procedures. • Follow-up risk assessment to identify changes,

Guidelines for Statewide application help to ensure encourage maintenance of positive change,
-

the public receives consistent and accurate advice and supply further intervention and referral

and appropriate intervention, and that heart- for those who have not made positive changes.

disease risk-factor monitoring is accurate and I Monitoring of the utilisation of a screening
consistent, both within NSW and nationally. program and change in risk status of high-

The guidelines are based on information from several risk participants.

sources. These include relevant policies from the USA, Denise Adams
the UK and Australia, expert opinion, contemporary Hazardous Substances Unit, Work Cover Authority

scientific knowledge of sound public screening (formerly Health Promotion Unit, Department of

procedures and associated services, and field Health, NSW)

workers' perceptions of opportunities and constraints ________

which influence the operation of screening programs. 1. Webb K, Leeder S Tupling H, Celvert B, Brown I, Carter B, Adams D.

Important recommendations include case-finding Public Screening for Risk of Heart Disease. Guidelines and Procedures
for Use by Area and Regional Health Services in NSW NSW Department

in clinical settings and screening for multiple (rather of Health, Sydney, 1990. State Health Publication No HP891096.

than single) risk factors. In the case-finding approach, __________________________________________________

diagnosis and monitoring of treatment requirements
and behavioural change can occur in a clinical
setting. One of the prime reasons for suggesting the We should see the lung cancer rates in women
case-finding approach is that 75-80 per cent of the continue to rise, a trend not likely to be altered
population visit general practitioners at least once dramatically in the short term by the moderate
a year; access could be obtained to a much larger decline in smoking among women since 1983.
number of people through general practitioners and

D Lyle G RubinSC Fuii M Roboccupational health services than would be possible ,
Epidemiology and Health Services Evaluationthrough public screening.
Branch, NSW Department of Health

Modifiable risk factors recommended for
Acknowledgementsassessment include elevated serum cholesterol,

elevated blood pressure, smoking, excess total The authors thank Mr Paul Lam, Hunter Health

dietary fat, saturated fat and cholesterol, obesity, Statistics Unit, for providing standardised NSW

and low levels of physical activity, mortality unit record data for 1971-88.

Information on the following non-modifiable risk EDITORIAL COMMENT
factors should also be obtained: age, sex, occupation These three examples highlight how information contained
and education, ethnicity/Aboriginality, and a personal in the mortality report can be used to; 1) focus attention

or family history of premature heart disease and/or on leading age-sex-specific causes of death, 2) take note of

diabetes meliitus. This information can be used causes of death where there have been static or increasing
trends, and 3) focus research and public health action.

to identify higher-risk groups, plan tailored
interventions and motivate behaviour modification The NSW Department of Health has made study of SIDS. one of its public health priorities. Accordingly, a Statewide

The guidelines emphasise that screening should SIDS surveillance system is being established.

be designed and conducted primarily as a strategy
aimed at detecting people with elevated risk, not as
a whole-population strategy (aimed at lowering the

_____

1. Health For All Australians. Report of the Health Targets and
Implementation Committea AGPS Canberra, 1988.

risk of the whole population). Screening should lead 2. O'Connell DL, LamP, Gibberd RW. Mortality in New South Wales
individuals identified as being at high risk of heart 1979-1983, A study of spatial variation in cause-specific mortality.

disease to reduce their modifiable risk-factor levels. Faculties of Medicine and Mathematics, University of Newcastle and
Hunter Health Statistics Unit, 1987.

To this end, the guidelines provide information and 3. Pierce Jl Macaskill P. Hill D. Long term effectiveness of mass media-

recommended procedures on the following essential led anti-smoking campaigns in Australia. Am J Pub Health 1990, 80,

components of risk-factor screening programs:
565-569.
4. Department of Health, NSW Quit For Life. i990 Community and
Workplace Resource Manual.
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MENTAL HEALTH STRATEGY

I n 1984, the then Federal Minister for Health,
Dr Neal Blewett, was advised of the need for a

national policy on mental health services through
reports provided by the Royal Australian and New
Zealand College of Psychiatrists and the Australian
National Association for Mental Health.

As a result of this a consultancy was commissioned
to report on mental health services in Australia.
The document, A National Mental Health Services
Policy (the EiseiilWolfenden Report), was submitted
to health ministers in March 1988.

The Australian Health Ministers' Advisory Council
(AHMAC) established a mental health working
party in May 1989 to develop a discussion paper
as the basis for consultation around Australia.
Consultation was held in all States and territories
in December 1989 and January 1990, and
consumers, carers, nongovernment organisations,
and professional staff from both private and public
sectors expressed support for the development of
national mental health policy goals.

The working party presented its report on guiding
principles and policy goals for a national mental
health policy to AHMAC in May 1990. The report
is called National Mental Health Sirategy Statement,
Policy, Goals and Action Pmposals'. Copies of the
statement are available from the Federal
Department of Community Services and Health.

The statement endorses the following principles:

UThe definition of mental health is as follows:
"Mental health embraces both inner
individual experience and interpersonal
group experience. Any definition of mental
health therefore must reflect the kind of
people we think we should be, the goals we
consider desirable, and the type of society
in which we aspire to live. Mental health
has not been considered in terms of presence
or absence of mental disorder?'

El The first priority in mental health policy
and service delivery is consumer outcomes
(consumers' needs and rights).

Fl Preventive approaches to health care should
receive high priority.

El Public sector mental health services should
give priority to the needs of those with
serious mental disorder and the socially
and economically disadvantaged.

U Mental health is an intersectoral issue,
and requires collaboration with such areas
as housing, social welfare and employment
and training.

El A comprehensive national mental health
data strategy should be developed.

Priority for action was identified in the following
areas:

• Moption of the National Mental Health
Strategy Statement.

• Development of a consumers' charter of
outcomes.

• Improvement of the range and quality of service
delivery.

• Development of a national mental health data
strategy.

• Renegotiated FederallState roles in mental
health.

The final version of the strategy statement is
expected to be presented to the Australian Health
Ministers' Conference in 1992.

CONCLUSIONS

The National Mental Health Strategy Statement
foreshadows important changes in the ways in
which mental health services will be delivered
in Australia. The emphasis is on prevention,
flexibility in service delivery, and consumer
satisfaction. The socially disadvantaged and the
most seriously mentally ill have been identified as
those most in need of public mental health services.

A national mental health strategy will enhance
cohesion in the provision of services in the
monitoring of areas of service deficiency, and
in encouraging more efficient co-operation across
public, private and voluntary sectors.

The delineation of respective Federal and
State roles in relation to mental health, and the
development of an adequate national mental health
data base, as well as the provision of services in
remote areas, are major issues which require
further definition and clarification.

It is encouraging, however, that Australia appears
finally to be in the process of developing an
integrated, nationwide policy in one of the most
neglected of all areas in health.

Christina Terpaj
Mental Health Services Unit,
Department of Health, NSW

1. AHMAC Mental Health Working Party. National Mental Health
Strategy Statement, Policy, Goals and Action Proposals May 199O
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INFECTIOUS DISEASES
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INFECTIOUS DISEASE
NOTIFICATIONS, NSW
September1990

T he current list of scheduled medical conditions
relates only to those notifiable by medical
titi It i t th th t d thi

N umber of Cases Notified
prac oners. s no ewor y a even un er s
arran ement laboratories contribute 2 3 e ce t f CONDITION

Period Cumulative
g . p r n o

the total notifications for the State. Six areas/regions
01-09-90 to
30•09•90

01-09-89 to
30•09•89 1990 1989

already register a higher laboratory notification rate
than medical practitioner notification rate. AIDS 12 27 191 226

Amoebiasis 1 2 9 6
With the proposed innovations for Statewide Ancylostomiasis - - -

laboratory-based communicable diseases surveillance, Anthrax
as approved by the Infectious Diseases Advisory Arboviral infection (N05) i i 1

Committee, notification rates can be expected to Bruce Ilosis 5 -

better reflect the pattern of infectious diseases- Campylobacter infection 120 60 1304 1353

related morbidity experienced in NSW. Chancroid - - -

The following important findings have been obtained Chlamydia infection NOS) 10 9 193 27

from the notifications for the calender month of
Cholera - - 1 -

September.
Congenital rubella syndrome - - - -

Diphtheria - - - -

• Notifications for some enteric infections are Donovanosis - - - -

higher than those received in the same period Encephalitis (NOS - - 1 1

last year: campylobacter 200 per cent, Food poisoning (NOS) - - 21 7

salmonella 425 per cent. Genital herpes 50 57 564 531
Gierdiasis 23 30 470 537

• Pertussis notifications continue to decline to the Gonococcal ophthainria rseo. - - - 1

lowest level since August 1988. This is probably a Gonorrhoea 11 38 315 463

result of the cyclical nature of whooping cough in Hepatitis A 1 1 18 53

Australia. Having experienced a major epidemic Hepatitis B 25 33 266 345

in the past 12 months, NSW can expect fewer Hepatitis C - N/A 9 N/A

notifications in the coming year, as we enter an Hepatitis unspecified - 1 3 12

inter-epidemic period. Indications are that the HIV N/A N/A N/A N/A

publicity associated with the previous outbreaks Hydatid disease - - 2 1

stimulated pertussis immunisation programs Infantile diarrhoea (NOS) 19 78 106 340

with the threat 'waning' immunisation rates Legionnaires' disease 1 - 23 47

have, in the past, lost momentum. The net result
Leprosy - 1 5 9

is our present situation, where the epidemiology
Leptospirosis 2 2 34 43

of this potentially fatal disease is unaltered.
Lymphogranulorna venereum - - - -

Malaria 8 15 132 64

• The zoonoses leptospirosis and Q fever continue Measles 12 7 71 21

to be a source of morbidity among meat workers. Meningococcal infection 10 5 71 44

Q fever will soon be preventable with the Non specific urethritis 85 90 1164 1287

impending release of a vaccine, for at-risk Ornithosis - - - 4

individuals. Pertussis 5 22 11 7 77
Plague - - - -

• Epidemiology and Health Services Evaluation Poliomyelitis - - - -

Branch is aware of major outbreak of measles in fever 4 4 113 81

the Hunter Area Health Service. Investigations Rabies - - - -

revealed that 64 cases of measles had been Ross River fever 1 13 244 378

diagnosed during September yet only three cases Rubella - 1 -

had been notified. This level of under-reporting Salmonella infection 68 16 1076 922

highlights the difficulty in determining the true shigella infection 2 - 103 57

incidence and determinants of communicable Syphilis 13 28 258 240

diseases under the current arrangements.
Tetanus - - - -

Trachoma - 1 -

• The number of hepatitis B notifications has Tuberculosis 16 34 304 310

fallen by about 23 per cent compared to 1989 Typhoid & paratyphoid 2 5 25 18,
this condition has been reported from all areas Typhus - - - -

and regions throughout the year with Orana & Vibrio infection (NOS) I - 9 14

Far West Region having the highest notification Viral haemorrhagic fevers - - -

rate of 38.1 per 100,000 population. Yellow fever - - - -

Yersinia infection 5 2 66

______________________________ NOS - Not Otherwise Specified
'The previously published cum ulativetOtal of4casesto August 1990 was due to
duplicate notification and has been corrected.
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INFECTIOUS DISEASE NOTIFICATIONS.
BY HEALTH AREA & REGION. NSW.
FOR MONTH OF SEPTEMBER 1990

CONDITION CSA ESA SSA SW5 W5A WEN NSA CCA ILL HUN NCR NER OFR CWR SWR SER IS U/K TOTAL

AIDS 2 5 - - 1 1 1 - - - - - - - - 1 - 1 12
Amoebiasis - - - - - - - - - 1 - - - - - - - 1
Canpyobacterinf. 10 8 9 10 11 25 7 3 1 7 4 12 2 1 - - 8 2 120
Chlarnydiainf. - 3 - - - - - - - - 2 5 - - - - - - 10
Genitalherpes - 43 - 1 - 2 - - - - 4 - - - - - - - 50
Giardiasis - 1 1 - 1 - 4 - - 2 10 3 - 1 - - - - 23
Gonorrhoea - 9 - 1 - - - - - - - - - - - - - 11
HepatitisA - - - - - - - - - - - 1 - - - - - - 1
HepatitisB - - 1 12 1 - 5 - 2 - 2 1 - - - 1 - - 25
Infantile diarr. (NOS) - - - 1 - - - - S - 10 3 - - - - - - 19
Legionnaires'dis. - - - - - - - - - 1 - - - - - - - - 1
Leptospirosis - - - - - - - - 1 - - - - 1 - - - 2
Malaria - - 1 1 1 - 2 - - 2 - - - - - 1 - 8
Measles - - - - - - 1 - 3 6 1 - - - - - - 12
Meningococcalinf. 2 - - 2 1 - - - 1 1 3 - - - - - 10
Mumps - - - - - - - - - - - 1 - - - - - 1
Nonspecific urethritis 1 71 - 10 - - - - - - 2 - - - - 1 - 85
Pertussis - 1 1 - - - I - - I - - - - - - - - 4
QFever - - - - - - - - - - 1 3 - - - - - - 4
RossRivervirus - - - - - - - - 1 - - - - - - - - - I
Salnionellainf. 2 4 7 10 6 2 tO 2 7 3 - 9 2 1 2 1 - - 68
Shigellainf. - - - - - - I - - 1 - - - - - - - - 2
Syphilis - 9 2 1 - - 1 - - - - - - - - - - - 13
Tuberculosis 2 2 1 1 - 1 7 - 1 - - - I - - - - is
Typhoid&paratyphoid - - - - - - 1 - - - - - - - - 1 2
Vibrio

Parahaemolyticus - - 1 - - - - - - - - - - - - - - 1
Yersiniainf. 1 - 1 - - 1 1 - - 1 - - - - - - - - 5

---------
- ---------
- --------

------------------
--- ------

------

--------
- ------
- ------

-------
-------------

- ---------

-

-----
----------

-
-------- ------
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INFECFIOUS DISEASE NOTIFICATIONS.
BY HEALTH AREA & REGION. NSW,
January 1, 1990 to September 30, 1990

CONDITION CSA ESA SSA SWS WSA WEN NSA CCA ILL HUN NCR NER OFIt CWR 5WR SER IS 05 U/K TOTAL

AIDS 45 85 14 5 5 4 18 1 3 2 1 2 1 5 191
Anioebiasis 2 1 1 2 3 9
Arboviralinf.(NOS) 1 1
Brucello5is 3 2 5
Campylobacterinf. 79 71 215 127 134 178 140 29 14 30 87 117 13 14 5 7 29 2 13 1304
Chlamydia inf. 1 40 2 5 3 25 10 54 42 3 2 1 5 193
Cholera I 1
Encephalitis(NOS} 1 1
FoodPoisoning(NOS) 1 5 1 3 1 10 21
Genital herpes 1 359 14 5 19 2 2 15 21 68 42 6 5 1 2 2 564
Giardiasis 13 19 45 17 23 24 36 25 28 185 30 6 7 2 1 9 470
Gonorrhoea 11 187 5 15 6 3 1 4 1 11 27 19 16 4 1 1 3 315
HepatitisA 1 2 2 1 5 1 1 2 2 1 18
Hepatitis B 5 24 6 60 13 5 12 6 5 4 32 30 53 3 3 3 2 266
HepatitisC 2 2 1 2 2 9
Hepatiti5 Unspecified 1 1 1 3
Hydatiddisease 1 1 2
Infantile darr. (NOS) 4 4 16 13 1 57 9 2 106
Legionnaires' dis. 1 4 3 2 4 1 3 1 1 1 2 23
Leprosy 1 1 2 1 5
Leptospirosi5 1 1 3 4 2 5 4 1 4 3 2 4 34
Malaria 9 18 3 5 9 2 37 3 4 7 4 4 1 4 6 1 1 1 13 132
Measles 17 3 2 1 1 2 6 33 4 1 1 71
Meningococcal inf. 4 1 9 8 5 4 3 1 5 11 13 4 2 1 71
Nonspecific urethritis 1 827 2 126 3 1 2 1 85 83 14 8 3 1 1 1 5 1164
Pertussis 15 2 6 12 8 14 9 10 4 9 18 4 3 1 1 117
OFever 3 4 1 1 2 1 24 22 7 39 4 1 2 2 113
Ross River virus 1 4 1 1 2 1 5 26 95 46 14 7 23 12 1 5 244
Rubella 1 1
Salnionellainf. 72 54 87 133 118 83 140 25 45 47 77 64 34 17 27 23 18 0 12 1076
Shigellainf. 4 14 3 8 3 2 11 2 3 3 18 11 8 4 1 6 1 1 103
Syphilis 12 101 11 24 1 3 6 9 13 11 62 2 3 258
Trachorna 1 1
Tuberculosis 51 53 35 39 37 7 31 3 10 14 1 8 3 3 2 2 1 4 304
Typhoid & paratyphoid
Vib i

1 6 1 1 1 3 3 1 6 1 1 25
r o

Paraheerniolyticus 2 1 1 - 2 6
VibrioSPP 1 1
VibnioVulnificus 1 1 2
Yersiniairif. 14 5 9 12 6 3 19 1 1 1 16 3 2 2 1 95

Abbreviations used in this Bulletin:
CSA Central Sydney Health Area, ESA Eastern 5ydney Health Area, SSA Southern Sydney Health Area, SWS South Western Sydney Health Area, WSA Western
Sydney Health Area, WEN Wentworth Health Area. NSA Northern Sydney Health Area, CCA Central Coast Health Area, ILL Illawarra Health Area, HUN Hunter
Health Area, NCR North Coast Health Region, NER New England Health Region, OFR Orana & FarWest Health Region, CWR Central West Health Region, SWR
South West Health Region, SER South East Health Region, IS Interstate, U/K Unknown, OS Overseas, NOS Not Otherwise Stated

Vol.1/No.11 47



_y_1 .
INFECTIOUS DISEASE NOTIFICATIONS*
BY HEALTH AREA & REGION. NSW,
January 1 to September 30, 1990

HEALTH AREAIREGION DOCTOR RATE** PER LABORATORY RATE** PER TOTAL RATE** PER
NOTIFICATIONS 100,000 NOTIFICATIONS 100,000 NOTIFICATIONS 100,000

Central Sydney Area 247 74.1 97 29.1 344 103.2
Eastern Sydney Area 625 193.4 1257 388.9 1882 582.3
Southern SydneyArea 274 52.1 206 39.1 480 91.2
South Western SydneyArea 415 67.7 210 34.3 625 102.0
Western Sydney Area 211 35.8 194 32.9 405 68.8
Wentworth Area 144 53.9 227 85.0 371 138.9
Northern Sydney Area 276 38.0 209 28.8 485 66.8
Central Coast Area 91 42.1 26 12.0 117 54.1
Illawarra Region 186 62.7 56 18.9 242 81.5
Hunter Region 252 52.9 71 14.9 323 67.8
NorthCoastRegion 234 68.6 618 181.1 852 249.6
NewEnglandRegion 182 74.0 332 134.9 514 208.9
Orana&Far West 158 113.6 83 59,7 241 173.3
Central West Region 63 38.3 57 34.6 120 72.9
South West Region 40 16.0 57 22.7 97 38.7
South East Region 23 12.1 28 14.7 51 26.8
Unknown 29 0.5 61 1.1 90 1.6

Totalt 3450 60.5 3789 66.5 7239 127.0

t Notifications on interstate and overse as residents visiting NSW accounted for an additional 88 cases
* Excludes I-IIV
** Rate per 100,000 population

- III.
INFECTIOUS DISEASE NOTIFICATIONS*
BY HEALTH AREA & REGION, NSW,
FOR SEPTEMBER 1990

HEALTH AREAIREGION DOCTOR RATE** PER LABORATORY RATE** PER TOTAL RATE** PER
NOTIFICATIONS 100.000 NOTIFICATIONS 100,000 NOTIFICATIONS 100,000

Central Sydney Area 15 4.5 5 1.5 20 6.0
Eastern Sydney Area 27 8.4 130 40.2 157 48.6
SouthernSydneyArea 18 3.4 7 1.3 25 4.8
South Western SydneyArea 37 6.0 14 2.3 51 8.3
WesternSydneyArea 7 1.2 15 2.5 22 3.7
WentwortFiArea 6 2.2 26 9.7 32 12.0
Northern Sydney Area 21 2.9 19 2.6 40 5.5
Central Coast Area 4 1.9 2 0.9 6 2.8
Illawarra Region 15 5.1 3 1.0 18 6.1
HunterRegion 16 3.4 5 1.0 21 4.4
NorthCoastRegioii 12 3.5 33 9.7 45 13.2
New England Region 8 3.3 34 13.8 42 17.1
Orana & Far West 0 0.0 4 2.9 4 2.9
Central West Region 2 1.2 2 1.2 4 2.4
South West Region 0 0.0 3 1.2 3 1.2
South East Region 3 1.6 2 1.1 5 2.6
Unknown 1 0.0 2 0.0 3 0.1

Totalt 192 3.4 306 5.4 498 8.7

t Notifications on interstate and overse as residents visiting NSW accounted for an additional 9 cases
Excludes HIV

** Rate per 100.000 population

UPDATES
The Computer Section of Epidemiology Branch has devised
a set of relational databases to facilitate the entry of disease
notifications and monitor public health responses. Public
Health Unit staff are urged to take advantage of this
development. Please contact Gavin Stewart for more
information on (02) 391-9212.

The proposed new Public Health Act contains provisions for
laboratory-based infectious disease notification. The list of
notifiable conditions has been reduced from 53 to 21.
The NSW Department of Health is collaborating with the
Royal Australian College of General Practitioners to devise
strategies to maximise education of general practitioners on
the new notification procedures.
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PUBLIC HEALTH ABSTRACTS

GUNS AND SUICIDE
Experience in Canada and the United States
indicates that gun control Legislation may have
led to decreased use of guns by suicidal men, but
the difference was apparently offset by an increase
in suicides by leaping.

However there does appear to be an advantage from
the prevention of suicide point of view, to control
availability of guns, particularly to people who have
been diagnosed as having mental disorders.

Rich CL, Young JG, Fowler RC, Wagner J and Black NA,
Guns and Suicide: Possible Effects of Some Specific
Legislation, American Journal of Psychiwiy 1990,
147, 342.

GUNS AND VIOLENCE IN AUSTRALIA
Guns are important because they make violence
more violent. Unless one is very expert it takes a
while to kill one with one's bare hands - there may
be time for a second thought - but with a firearm
intention becomes achievement in the blink of an
eye. The more guns there are in a community the
more shooting occurs, as for example, the homicide
rate in the United States which is several times
that of comparable but less heavily armed
populations.

Common sense suggests a number of measures
which might save lives. We should be more
concerned about alcohol abuse and there should
be more determined follow-up of the domestic
arguments which are significantly tumultuous
to attract the attention of the neighbours and
the police. Since guns kill, we should limit their
possession to those who can establish an iron-clad
need for them.

Ellard J, Guns and Violence in Australia, Med J Aust
1990, 152, 394.

TASMANIAN HEART ATrACKS
Mortality from coronary heart disease has fallen
by about 50 per cent in Australia over the past
20 years and now accounts for about 25 per cent
of all deaths.

In Tasmania the rate of decline in mortality is
significantly less for all causes and for coronary
heart disease. Analysis demonstrates that
Thsmanians have not been as prudent in adopting
healthy lifestyles as have other Australians. They
tend to smoke more and eat more fatty foods,
including butter, than other Australians.

Sexton P% Woodward DR, Gilbert N and Jamrozik K,
Interstate Differences in Trends in Coronary Mortality
and Risk Factors in Australia, Med JAust 1990, 152, 531.

waste sites on Australian residential communities.
Concern has been expressed by residents of
Kingston, a town near Brisbane, about chemical
wastes in three sites near their community.

Scientific examination of the health consequences
has found:

• That people living close to the chemical
waste site did not report an elevated level
of serious physical disease, cancer or death.

• People in Kingston reported poorer general
health, miscarriages, and considerably
higher levels of stress and anxiety.

• The reported symptoms of poor physical
health above correlate significantly with
measures of stress arising as a reaction to
the environmental problem and with the
belief about direct exposure to the chemicals,
but do not appear to be related to the
proximity of the site or duration of residence
in the area.

This lack of impact of chemical wastes in health,
as distinct from environmental, terms is a common
international finding.

Dunne MP, Burnett P, Lawton J and Raphael B,
The Health Effects of Chemical Waste in an Urban
Community, Med JAust 1990, 152, 592.

EARLY TREATMENT FOR HIV
Millions of people are infected with HI\T worldwide.
In about half, the acquired immunodeficiency
syndrome (AIDS) develops within a 10-year period.
Thus the full force of the epidemic has not yet been
felt.

Tn 1986 zidovudine (formerly AZT) was shown to
decrease the frequency and severity of infections
and the mortality rate in patients who had already
been given the diagnosis of advanced HW disease.
For patients in the late stages of the disease, the
hope of prolonged life has become a reality.

The next crucial question is whether it will be
beneficial in the earlier stages in slowing the
progression of HIV infection and prolonging health.
Large-scale testing of this strategy has been
undertaken in two major American trials, whose
results are now available. They show there is a
strong suppression of the effect of 11W infection
at relatively low doses of zidovudine therapy.

This finding represents a major and extremely
timely advance in the treatment of 11W infection
and has profound implications for patients,
physicians and health policy. In particula the
results should encourage people who may be at
risk for HIV infection to be tested for the virus.

EFFECTS OF CHEMICAL WASTE
Recent years have seen increased concern over
possible health effects of exposure to hazardous

Friedland GH, Early Treatment For HIV N Eng J Med
1990, 322, 14, 1000.
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SECOND PUBLIC HEALTH UNIT MEETING

T he second meeting of directors of the public
health units was held at Rozelle Hospital
on September 3, 1990. Some of the major

issues discussed at the meeting were as follows:

Public health units were introduced to the
concept of standardised reporting rates for
notifications. These data will be included
in the Public Health Bulletin.

Infectious disease reporting systems are
under review. The input of public health
units is necessary for a functional system
to be devised. The Infectious Diseases
Interest Group was formed at the meeting.
Members include Rod Kennedy, Steve
Christley, Julian Gold, Michael Stanford,
David Jeffs, Syd Bell and staff of the
Epidemiology and Health Services
Evaluation Branch. The first task of this
group will be to discuss details of
the transfer of infectious diseases data
from laboratories and medical
practitioners, through the PHUs, and on
to the Epidemiology and Health Services
Evaluation Branch.

Strategies to address the broad range of
important environmental health issues.
The meeting adopted the suggestion
that each public health unit develop a
particular area of environmental health
expertise which could then be called on
by other units as necessary. It was also
recognised that the department's central
office is the most appropriate body to
negotiate with the other principal
government agencies involved in
environmental health. A meeting of
representatives from all public health
units to discuss the co-ordination of
environmental health activities is being
convened this month.

. The department's executive information
system. An outline of the functions and
capabilities of this system was followed
by a demonstration.

MEDICAL OFFICERS OF HEALTH DIRECTORS
Revised contact information for publtc health units

Area/Region
Medical Officer
of Health

Director, Public
Health Unit

Northern Sydney Ares Health Service Dr David Campbell Michael Stanford
Royal North Shore Hospital Tel: 1w) 477 9400 Tel: 1w) 477 9400
Pacific Highway Fan: 482 1600 Fax: 477 2005
ST LEONARDS 206556

Eastern Sydney Area Health Service AiProf Sydney Bell Al Prof Sydney Bell
Mministratio Centre Tel: 1w) 399 4054
Edmund Btackett Building Fax: 398 1120
High end Avoca Streets
RANDWICK 203210

Southern Sydney Area Health Service Dr Julian Gold
St Gearge Hospital Tel: 1w) 332 1090
Bolgcavc Street Faa: 332 4319
KOGARAH 221710

Western Sydney Area Health Service Dr Andrew Wilson Dr Andrew Wilson
We,tcsead Hoapital Tel: 1w) 633 6677
Cur Darcy and Hawkesbury Roads Fax: 633 4964
WEOTMEAD 2145 20

Central Sydney Area Health Service Dr Robert Reatsik Dr Juliass Gold
Royal Prince Alfred Hcspitol Tel: 1w) 516 9014 Tel: 1w) 332 1090
Miasenden Road Fax: 550 2550 Fan: 332 4219
CAMPERSIOWN 205010 Pager: 925 3911 No 13745

South Western Sydney Dr Greg Stewart
Area Health Service Tel: 1w) 646 2166
Ward 24B Fax: 646 2337
Lidrorobe Hospital
LIDCOMBE 2141

Wentworth Area Health Service Dr Danny Briggs Dr Andrew Wilson
Parker Street Director of Health Tel: 1w) 690 6020
PENRITH 275020 Services Fax: 630 8107

Tel: 047320454
Fax: 047210610

Central Coast Area Health Service Dr Roderick Kennedy Dr Roderick Kennedy
Cnr Holden Street and Racecourse Road Tel: 1w) 043259111 Tel: 04323 5300
GOSFORD 2250 66 Fse: 043250566 Fax: 04323 6276

Hunter Area Health Srviee Dr John Stephenson Dr John Stephenson
Locked Bag No 1 Tel: 1w) 24929 1292
NEW LAMETON HEIGHTS 0035 Faa: 04900 1367

fliawarra Area Health Service Dr Laurie Noreen Dr David Jells
Private Bag 3, P0 Tel: 1w) 041709174 Tel: wI 204650
PORT KEMBLA 2505 Faa: 04276144? Fax: 264917

Central Western Region Dr Peter Christopher Dr Peter Christopher
Bathurot Government Office Tel: 1w) 363 31 2555
P0 Boos 148 Fax: 06332 1235
SATHIJRST 2795

Southern Eastern Region Dr Peter Hlavacek Dr Peter Hlavacek
P0 Box 300 701:1w) 040 230356
OOTJLBIJRN 2590 Fan: 040250202

North Coast Region Dr Gordon de Cean Ms Andrea Larkin
P0 Box 14 Tel: 1w) 066 211144 Tel: 1w) 06623 1122
LTSMORE 2430 Fax: 06021 7050 For: 060217272

Car: 010 665 842

New England Region Dr John Rooney Dr John Rooney
POBox597 'l'eI:(w)067 663223
TAMWORTII 2340 Fax: 567 66 1227

South Western Region Dr Stephen Christley Dr Stephen Christley
P0 Box 503 Id: 1w) 060 220160
ALBITRY 2640 Fax: 300210165

Orana & Far West Regions Dr Robert Arthurson Dr Mark Jacobs
POBax790 Tel:(w)0ll0 612232 Tel:)w)068812250
DIJBEO 2080 Fox: 56001 2225 Fax: 060012225

PUBLIC HEALTH EDITORIAL STAFF
The Bulletin's editorial advisory panel is at follows:

Dr Sue Morey, Chief Health Officer, Department of Health; Professor Stephen Leeder, Professor of Community Medicine, University of Sydney; Professor
Geoffrey Berry, Professor of Epidemiology & Biostatiatico, Univeraity of Sydney; Dr Robert Reznik, Acting Director, Department of Cononsunity Medicine, Royal
Prince Alfred Hospital; Professor Ia Wabster, Professor of Community Medicine, Ursiveraity of NSW; Dr Christine Bennett, Acting Associate Director, Service
Development, Department of Health; Dr Michael F'ronmaer, Epidemiologist, Epidemiology & Health Services Evaluation Branch; Ma Jane Hail, Research
Officer, Department of Community Medicine, Weotmead Hospital; and Mr Michael Ward, Manager. Health Pramotione Unit, Department of Health.

The editor is Dr George Rubin, Director, Epidemiology and Health Services Evaluation Branch, llepartsnent of Health, NSW

Design and Production - Health Public Affairs Unit, Department of Health, NSW.

Please send your articles, news, comments or letters to Dr George Rubin -Locked Bag 961, North Sydney NSW 2059 or Fax (02) 391 9295.

Suggestions for improving the reporting of infectious diseases are moot welcome.
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