
among persons from higher socioeconomic areas, with the
exception of 0 - 4 year olds, is unknown. It is possible that
elevated notification rates among higher socioeconomic
groups are related to factors such as a higher rate of travel,
greater use of medical services, or different food consump-
tion patterns. Further investigations into the possible
association between Campylobacter infection and socioeco-
nomic status would be of interest. 

In conclusion, this review of Campylobacter infection be-
tween 1991 and 1995 has shown that: the incidence in
Queensland was highest in children aged 12 - 23 months;
the distinct summer peak in incidence of the disease that
is reported in other developed countries was not seen in
Queensland; Campylobacter infection was reported more
frequently from urban areas and from high socioeconomic
areas of Queensland; and that factors which influence
notification rates in the general population do not neces-
sarily have the same influence on the 0 - 4 years age group.
Case control studies of Campylobacter infection in young
children are warranted to identify age-specific risk factors.
These factors would enable the development of interven-
tions to reduce the incidence of infection.
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OVERSEAS BRIEFS

Source: World Health Organization

Ebola haemorrhagic fever, Gabon
The government of Gabon and the World Health Organi-
zation (WHO) have confirmed that a virus of Ebola type
is responsible for the outbreak of haemorrhagic fever in
the Booué region of north-eastern Gabon. As at 19 October,
the total number of cases was 19, of which 11 were fatal;
86 contacts remained under surveillance. According to the
Ministry of Health of Gabon, the first case would have
occurred on July 24 in a hunter who probably became
infected in the forest and who later died.

An isolation ward has been prepared in Booué Hospital.
Samples for laboratory investigation have been collected

from patients and close contacts. The first analysis, done
with locally available reagents, confirmed that an Ebola-
like virus is responsible for the outbreak, but further tests
on blood and tissue samples collected from patients are
underway at the WHO Collaborating Centre for Haemor-
rhagic Fevers, the Centers for Disease Control and
Prevention in Atlanta, United States of America. An edu-
cation and information campaign for health workers has
been undertaken in regions where the epidemic has oc-
curred and in bordering areas where there have been no
reports of suspected cases.

An International Committee for Technical and Scientific
Coordination was established in Gabon with the collabo-
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ration of the WHO. It includes experts from the Gabonese
Ministry of Health, the International Medical Research
Centre in Franceville, Gabon, Coopération Française and
WHO.

The Ebola virus is one of the most pathogenic viral agents
known to man, causing death in 80% or more of infected
cases, but its natural host is still unknown. Scientific inves-
tigations have just begun in Côte d’Ivoire, in the Tai forest,
to identify the natural reservoir of the virus. This research,
which is coordinated by WHO, is being undertaken by
scientific teams from Belgium, Canada, France and the
United States of America, with the collaboration of scien-
tists from the United Kingdom.

The primary mode of transmission of the virus is contact
with contaminated blood and secretions of body fluids.
Contaminated needles and syringes were the cause of
transmission in previous cases in Zaire. The virus is not
easily transmitted however, and requires intimate contact

with an infected person, such as close nursing without
protective clothing, or with contaminated injection equip-
ment.

Last February, an outbreak of Ebola haemorrhagic fever
killed 21 persons, from a total of 37 cases, in the same
province of Gabon (Ogooué-Ivindo).

Cholera, Africa
Guinea-Bissau reported 143 cases with 7 deaths from 6 to
14 October in the districts of Bissau and Gabu. Senegal and
Togo also reported cholera cases in the past week.

Dengue, India
The National Institute of Communicable Diseases, Delhi
reported 5,930 cases of dengue and dengue haemorrhagic
fever up to 22 October 1996. There were 251 deaths. Re-
ports came from hospitals in Delhi. Dengue virus type 2
has been isolated.

COMMUNICABLE DISEASES SURVEILLANCE

National Notifiable Diseases Surveillance
System

The NNDSS is conducted under the auspices of the Communicable
Diseases Network Australia New Zealand. The system coordinates
the national surveillance of more than 40 communicable diseases or
disease groups endorsed by the National Health and Medical Re-
search Council (NHMRC). Notifications of these diseases are made

to State and Territory health authorities under the provisions of their
respective public health legislations. De-identified core unit data are
supplied fortnightly for collation, analysis and dissemination. For
further information, see CDI 1996;20:9-10.
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Figure 1. Selected National Notifiable Diseases Surveillance System reports, and historical data1

1.  The historical data are the averages of the number of notifications in 9 previous 2-week
     reporting periods: the corresponding periods of the last 3 years and the periods
     immediately preceding and following those.
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