
vaccines will directly challenge our existing concepts of new
vaccine use. When 1-2 million children die each year in poor
countries, having an effective vaccine that is not available
because of cost, is intolerable. Pneumococcal vaccination
regimens will need to be modified for developing countries,
from the point of view of age, serotype coverage and
affordability. One approach is maternal immunisation with a
23-valent unconjugated pneumococcal vaccine, to provide
the neonate with passive protection from maternally
transmitted antibodies. Another approach is neonatal
vaccination with a conjugate vaccine. At present the
pneumococcus remains a most significant cause of
paediatric mortality in the world; the conjugate vaccine has
not yet been extensively tested in children in the developing
world, although the existing published data suggest it is
protective.15,16

In Australia, conjugate vaccines are likely to be included in
the infant schedule. Combination vaccines may impact on
this, as may the need for boosting, either in childhood or
adulthood. It is clear that there is an unequivocal need for
conjugate pneumococcal vaccine to be delivered to remote
communities where there are high attack rates of invasive
disease and pneumonia. Indigenous Australians are the one 
population in the world who will most benefit from this
scientific advance, because they have a lot of disease and
we can afford the vaccine. Ear disease in indigenous
children is more difficult; early colonisation and early onset
of disease make it less likely that a vaccine started at
2 months of age will make a big difference. For otitis media,
vaccination schedules starting at birth and maternal
vaccination may need to be considered.
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Legionnaires’ disease outbreak in Victoria
The Victorian Department of Human Services has confirmed 
that as of 3 May 2000, the number of cases of Legionnaires’
disease from an outbreak associated with the Melbourne
Aquarium, has reached 58. Cases range in age from 26 to
89 years, and include two deaths. All except one had been at 
or near the Aquarium between the dates of April 11 and 21.
One case had visited the Aquarium on 25 April. Of the
58 confirmed cases, 57 had visited the Aquarium and the
other case had walked close by.

The Department is awaiting test results on a further
35 people who had been to the Aquarium and who have
developed respiratory symptoms. These include two
patients from New South Wales, four from Tasmania, one
from Queensland, two from New Zealand and one from the
United Kingdom. The Department established a
Legionnaires’ disease Hotline on 27 April; the first day that
the outbreak was identified. This call centre has taken in
excess of 5,000 calls, mainly from members of the public
with concerns about the disease. The Hotline number is
1300 365 677. 
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