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Summary: The NHMRC has released guidelines for the control of meningococcal disease in Australia.
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Norman Swan: Hello, and welcome to the program. Today, what various researchers think we can do to live longer or keep our minds intact - whether the answer's anti-oxidants like Vitamin E, having our genes twiddled with, or eating 30% fewer calories per day; also whether kids in childcare really catch more colds - and more - 

including how doctors need to be much more aware of a potentially catastrophic form of blood infection and meningitis, to save the lives of children and adolescents. And when a doctor thinks he or she has someone with the infection, aggressive treatment is in order.

These are among the recommendations in a set of guidelines on meningococcal disease just released by the National Health and Medical Research Council. The meningococcus is a bacterium which spreads very easily and particularly infects young people.

Professor Charles Watson led the review.

Charles Watson: Meningococcal infection with its long name, is not a common infection, perhaps about 300 or 400 cases a year in Australia. But is a very serious one when it does occur. It's one of the most frightening medical emergencies, particularly in children, because here you have a situation where a child can come home with a bit of a temperature one afternoon and looking a bit off-colour, and then die the next morning from blood poisoning from this bacterium. Because in most people, this infection will just cause a throat infection, would go completely unnoticed. But in a certain number, it results in blood poisoning or meningitis, which is an infection around the covering of the brain.

Norman Swan: It used to be called 'the new recruits disease' - people living in close quarters and dormitories and so on - is it a problem of boarding schools and day care centres, or can it happen anywhere?

Charles Watson: It really can happen anywhere. It's true that around the time of the Second World War when there were occasions where people were confined to barracks, that the throat infection seemed to spread fairly quickly, and for some reason a lot more people seemed to get susceptible. Perhaps it was just the overload of infection that did it in those cases. But these days, it occurs in preschools, in schools, in families, and in fact the majority of cases are sporadic, that is they just occur one at a time around the country.

Norman Swan: But there is a risk of spread, it is a highly infectious organism.

Charles Watson: There is, and of course because of its seriousness, if you start to get spread, its very frightening; it's one of the most serious public health emergencies.

Norman Swan: What are you suggesting then should be done in a situation where you child might have come in contact with another, or a member of your family has developed meningococcal disease?

Charles Watson: Well it really should be in the hands of the local doctor, and we'd actually prefer the local Public Health Medical Officer to be involved in making those decisions. But close contacts are normally given Rifanpicin, which is an antibiotic that can be given by mouth. But the issue really is in defining what is a contact. I've been associated with an outbreak in the town of Katanning in Western Australia where there are about 5,000 people, and where basically everyone in the town wanted rifampicin, and it would have been completely ridiculous. They also all wanted to be vaccinated. But in fact, the risk is for those people that are in very close contact, like kissing contact or the kind of contact that kids might have in a pre-school or something of that kind.

Norman Swan: When you talk about a more aggressive approach, what are you saying then?

Charles Watson: Well the issue is this, that if a doctor sees a child who's running a temperature, looks fairly seriously ill and has got some of the signs of meningococcal blood poisoning, that's septicaemia or meningitis, that in the past some have been cautious and said 'The first thing we should do is take some blood or cerebra spinal fluid for testing, and when we've got the test results then that would be the best time to give antibiotics rather than just do it blind.' We're saying no, in these cases if you have some reasonable degree of suspicion, it's better to give the intravenous antibiotic straight away and worry about the testing later, if you have to. Of course it's nice to take blood for testing and it would certainly help the management of the condition, but really the most important thing is to give the antibiotics early, in very adequate doses. And we also recommend giving one of the newer broad spectrum antibiotics, one of the so-called third generation cephalosporins, rather than plain penicillin because you can't tell early on which form of meningitis it might be.

Norman Swan: Aren't there risks from treating blind, such as you're recommending?

Charles Watson: There are. The fact is however, that in most cases, the doctor will be able to give the injection and take blood more or less at the same time. So in other words, in most cases they will in fact be able to take blood or even a cerebra spinal fluid sample, to enable that to happen. But in the most difficult case, where that's just not practically feasible and you've got a sick child with a high fever, perhaps the characteristic rash or a stiff neck, indicating meningitis, the situation is going to be much better with giving the antibiotics rather than waiting for the technically better result in a sense.

Norman Swan: And what are the tell-tale signs for a parent to watch out for?

Charles Watson: Well with the child who looks very sick, with a high fever, in the older child a stiff neck and signs of drowsiness and headache and nausea, which are the characteristic signs of meningitis, the serious signs; in a young baby the signs of meningitis and this funny rash, may not be present but the baby simply looks sick and floppy and is drowsy.

Norman Swan: And tell us about the classic rash of meningococcal disease.

Charles Watson: Well the rash occurs because little balls of bacteria in the blood clog up small arteries and then produce tiny haemorrhages which appear as like little red flea-bite spots around the body. It's often referred to as the petechial rash which means a flea-bite rash; and the rash develops quite quickly. People say that if you're looking at a child, you almost see it develop in front of your eyes, the spots start to appear. It's a serious sign, because it means that you've got very severe septicaemia, or blood poisoning.

Norman Swan: What is the role of vaccine here?

Charles Watson: Well unfortunately, the vaccine isn't suitable for protection of the community at large, but it's good for dealing with outbreaks. Most of the strains of this bacterium, you can get protection from the vaccine. But the problem is that the vaccine takes about ten days to two weeks to work, in other words to give you protection, so there's no immediate protection from it; secondly, it's not very useful for very young children like babies, and it doesn't last very long like it might last six months to a year or two.

Norman Swan: Now Aboriginal communities are particularly at risk here, are they not?

Charles Watson: Yes, they have a high rate. Paradoxically, the doctors that deal with those Aboriginal communities have a higher level of suspicion in relation to meningococcal infection because they tend to see more of it, and my experience in Western Australia was that early treatment in Aboriginal children was usually very appropriate and very quickly done.

Norman Swan: So doctors who are less used to seeing this problem, their index of suspicion isn't high and therefore they're not firing off quite as quickly as they would if they were working, say, in an Aboriginal community.

Charles Watson: Exactly. I calculate that your average GP would probably only see one case of meningococcal blood poisoning, or meningitis in a lifetime. And so it's a bit of a terrifying diagnostic problem, that when you miss the case, the child might die, and yet you don't know when it's going to turn up. And what we're recommending in our Report is that doctors now routinely carry the more advanced antibiotics as well as penicillin, for management of these cases.

Norman Swan: Professor Charles Watson is Dean of Health and Behavioural Sciences at the University of Wollongong.
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