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IN THE NEWS

Are you a Care Assistant, Home Help, Nurse, Doctor? 

As a healthcare worker you should get the seasonal influenza vaccine for two

reasons: to protect your patients and to protect yourself.  Healthcare workers may

have an increased risk of catching influenza.  You should get the seasonal influenza

vaccine so that you do not pass the virus to those at high risk for influenza-related

complications, such as those of any age with chronic medical conditions and

pregnant women (up to 6 weeks post partum).   

In addition it is important that you encourage all individuals in the recommended at

risk groups to avail of the seasonal influenza vaccine.  Further information on

influenza vaccine and recommended at risk groups is available at

www.immunisation.ie and www.hpsc.ie

Influenza in the South East

In the South East of Ireland, the cumulative number of lab confirmed human cases

of Influenza reported Public Health on 25th Jan 2011 is as follows: From Dec 2010 to

25th Jan 2011 there have been 156 confirmed cases, 83 of whom were hospitalised,

10 admitted to ICU, and 1 case resulted in death due to influenza. 

For ongoing up to date national figures go to www.HPSC.ie

Hand Foot and mouth disease in children

The advice on exclusion for cases of Hand Foot and Mouth disease as currently

recommended by the public health department has changed.

Exclusion: While the child is unwell he/she should be kept away from

school/nursery. If evidence exists of transmission within the day centre, exclusion

of children until the spots have gone from their hands may be necessary. This is a

change from previous guidance as given in the November 2010 newsletter.  Please

also note that it is recommended that outbreaks of hand foot and mouth disease

should be notified to the public health department. 

CDU Newsletter is going electronic-only format

We are planning to go in electronic-only format from our August CDU 2011 issue

onwards.  In the next few months we will contact everyone on our mailing list get

email addresses. 
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Chickenpox in pregnancy – Guidance on best practice in managing
pregnancy related chickenpox or shingles exposure in the community.

Varicella-Zoster Virus (VZV) causes two distinct clinical syndromes, chickenpox and shingles. Chickenpox is highly
contagious and is transmitted by respiratory droplets and by direct or indirect contact with the infectious vesicle
fluid. The incubation period of chickenpox is between 14 – 16 days (ranging between 10 – 21 days), and may be
prolonged up to 28 days in immunocompromised individuals.

VZV non-immune pregnant women are susceptible to chickenpox infection and the necessary precautions which
should be taken during the course of their pregnancy include:

● To avoid contact with chickenpox or shingles infected individuals;
● To seek immediate medical attention or advice if an exposure has occurred, or if there is a continuous home 

contact or anticipated near future exposure with an infectious case e.g. a household family member who recently
had a significant exposure.

Recognising susceptible pregnant women exposed to chickenpox or shingles early will afford a more timely delivery
of varicella-zoster immunoglobulin (VZIg) prophylaxis, where indicated. 

Definition of a significant VZV exposure
The risk of acquiring chickenpox depends on the type of VZV infection, timing of the exposure, closeness and
duration of contact with the index case. A careful history must be obtained to confirm the significance of the contact.
Definition of a significant VZV exposure is outlined below; 1,2

● Type of VZV infection in the index case – The risk of acquiring infection from an immunocompetent individual with
non-exposed zoster lesions is remote. An exposure is deemed significant in those in contact with chickenpox,
disseminated zoster, immunocompetent individuals with exposed lesions or immunosuppressed patients with
localised zoster on any part of the body (in whom shedding may be greater). 

● Timing of exposure in relation to onset of rash in the index case – The period of infectivity in cases of chickenpox
or disseminated zoster is between 48 hours before onset of rash until crusting of lesions. In shingles, this
infectious period begins on the day the rash appears and remains until crusting of lesions. 

● Closeness and duration of contact – The following should be used as a guide:
� Contact in the same room (e.g. in the same house or classroom) for a significant period of time 

(15 minutes or more).
� Face-to-face contact (e.g. while having a conversation).

Maternal chickenpox infection
Chickenpox infection in pregnancy can cause serious maternal morbidity and mortality. Pneumonia can occur in up to
10% of pregnant women with chickenpox3 and the severity of this complication seems increased in later gestation. 4

Depending on the timing of the maternal infection,5,6 the fetus may be at risk of fetal varicella syndrome (FVS) or
varicella infection of the newborn, conditions that although potentially life-threatening are very rare. These
complications can be prevented or modified beneficially by the administration of VZIg within the recommended
window period. 

 

 
               

                     
                       
 

 
                 

       
          
                      

                  
 

 
                 

       
 

      
                     
                      

     
 

                    
                
            

              
 

                        
                   

              
 

               
                       
        

 
   

                   
                    

                      
                 

          
 

              
                     

                
                      

 

♣ Chickenpox remains prevalent in our community.   
 

♣ Healthy pregnant women are usually no more susceptible 
to chickenpox than other members of the community 

 
♣ However if a non-immune woman acquires the infection 

during pregnancy,  it can have serious implications for 
both mother and the unborn child 

 

 

 
               

                     
                       
 

 
                 

       
          
                      

                  
 

 
                 

       
 

      
                     
                      

     
 

                    
                
            

              
 

                        
                   

              
 

               
                       
        

 
   

                   
                    

                      
                 

          
 

              
                     

                
                      

 



Risks to the fetus and neonate are related to the timing of maternal chickenpox.
● Maternal infection in the first 20 weeks of pregnancy – can lead to fetal varicella syndrome (FVS) which includes

limb hypoplasia, microcephaly, cataracts, growth retardation and skin scarring. The mortality rate is high. The
incidence is estimated to be less than 1% in the first 12 weeks and around 2% between 13 – 20 weeks of
pregnancy. 5

● Maternal infection at 20 – 37 weeks gestation – can cause herpes zoster in an otherwise healthy infant.
Occasional cases of fetal damage comprising chorioretinal damage, microcephaly and skin scarring following
maternal infection between 20 – 28 weeks gestation have been reported, but the risk is likely to be substantially
lower than that of the typical FVS which occurs after maternal infection in the first 20 weeks gestation. 

● Maternal infection acquired 7 days before to 7 days after delivery – carries a risk of severe and potentially fatal
vaircella infection in the newborn.

Identifying varicella susceptible pregnant women

Routine antenatal VZV screening is currently not recommended in Ireland. Over 90 % of the antenatal population in
the UK and Ireland are seropositive for VZV IgG antibody.7,8 A period prevalence study of pregnant women in a Dublin
maternity hospital in 2002 found that women from Sub-Saharan Arica had a higher prevalence of VZV non-immunity
compared with women from Ireland and Western Europe (21.7% versus 6.9% respectively).9

As a previous history of chickenpox infection is 97 – 99% predictive of the presence of serum VZV antibodies,10 the
Royal College of Obstetrics & Gynaecology (RCOG) 2007,11 states that:
● It is reasonable policy to ask about previous chickenpox or shingles infection and restrict advice and antibody

testing only to women with no history or uncertain history of previous infection.
● A history of chickenpox can be a less reliable predictor of immunity in individuals born and raised overseas and it

may be appropriate to undertake serum testing routinely in this group of women.12

Indications for serum VZV antibody testing

A pregnant woman with a significant VZV exposure requires VZV IgG antibody testing if:
● There is no previous history of chickenpox or shingles.
● Immunity to chickenpox is doubtful or unknown.
● Immunosuppressed regardless of previous chickenpox history.

Stored sera from booking antenatal bloods may be utilised for testing to avoid the inconvenience of collection and
transportation while reducing the turnaround time for availability of the result. This may facilitate a more timely
administration of VZIG prophylaxis if this is indicated. 

Waterford Regional Hospital Laboratory provides a 24 – 48 hour turnaround time for urgent VZV antibody requests in
the South East of Ireland. This service was recently audited in 2009 and demonstrated 100% compliance in providing
urgent VZV IgG results within 48 hours. This audit also highlighted the importance of a retrospective search of
previous antenatal serology results that may be relevant to the present VZV exposure, potentially avoiding
unnecessary bloody sampling or duplication of results. 
Detectable VZV antibodies in women who have been transfused or who have received intravenous immunoglobulin in
the previous 3 months may have been passively acquired. Although VZIg is not indicated, if antibody from other
blood products is detectable, re-testing in the event of a subsequent exposure will be required as she may have
become antibody negative.1, 2

VZIg prophylaxis

The rationale for the use of post-exposure VZIg prophylaxis in pregnant contacts is twofold:
1. To prevent or reduce the severity of maternal infection.
2. To prevent or reduce the risk of fetal complications.

VZIg prophylaxis is recommended in pregnant contacts (at any stage of their pregnancy) ideally within 96 hours1 but
is effective up to 10 days after VZV exposure2 if the following criteria are met:

1. Significant VZV exposure (as defined).

AND

2. The absence of VZV antibodies (or non-immune).



Administration of VZIg prophylaxis may be delayed until a confirmatory serology result becomes available (provided
VZV antibody result will be available within 24 to 48 hours) 11 and the administration of prophylaxis is not
compromised or delayed beyond the recommended window period.

VZIg is a blood product prepared from pooled plasma with suitably high titres of VZV antibody. The risks and benefits
of receiving a blood product should be explained to the recipient in order for an informed decision to be made. Rare
anaphylactoid reactions have occurred, but no case of blood borne infection has been reported with its use. 16

Effectiveness of post-exposure VZIg prophylaxis

VZIg prophylaxis does not always prevent infection, and severe maternal chickenpox may still occur. Maternal death
has been reported following the development of varicella pneumonia despite VZIg prophylaxis.13

● About 50% will develop clinical varicella after a house exposure to chickenpox, although the disease may be

attenuated.14

● A further quarter will be infected sub-clinically.15

If VZIg is given, the pregnant woman should be managed as potentially infectious from 8 – 28 days after VZIg (3 – 21
days if no VZIg was given). Exposed pregnant contacts (regardless of whether or not VZIg was given) should be asked
to notify their clinicians or GPs early if a rash develops.16, 17

A second dose of VZIg may be required if a further exposure is reported and 3 weeks have elapsed since the last
dose.11

When a pregnant contact develops chickenpox
Clinicians need to be aware of the excess morbidity associated with varicella infection: including pneumonia,
hepatitis and encephalitis, and occasionally, mortality.
● Pregnant women who develop chickenpox should contact their clinicians or GPs promptly.
● VZIg has no therapeutic benefit once chickenpox has developed.17
● Women who develop any of the following symptoms should be referred immediately to hospital:

Chest symptoms;
Neurological symptoms;
Haemorrhagic rash or bleeding;
A dense rash with or without mucosal lesions;
Significant immunosuppression (e.g. taking corticosteroids).

● Hospital assessment should be considered even in the absence of complications if she:
Smokes cigarettes
Has chronic lung disease
Is in the latter half of her pregnancy

● Appropriate treatment should be decided in consultation with a multidisciplinary team i.e. obstetrician,
paediatrician and microbiologist/infectious disease physician. _____________________________

1 Immunisation Guidelines for Ireland 2008, Royal College of Physicians of Ireland.
2 Immunisation Against Infectious Diesase 2006 (the Green Book), 3rd edition, DOH UK.
3  Harger JH, Ernest JM, Thurnau GR, Moawad A, Momirova V, Landon MB, et al. Risk factors and outcome of varicella-zoster virus pneumonia
in pregnant women. J Infect Disease 2002;185;422–7.

4 Tan MP, Koren G. Chickenpox in pregnancy: revisited. Reprod Toxicol 2005; 21: 410–20.
5 Enders G, Miller E, Cradock-Watson JE et al. (1994) The consequences of chickenpox and herpes zoster in pregnancy; a prospective study of
1739 cases. Lancet 343: 1548–51.

6 Miller E, Cradock-Watson JE and Ridehalgh MK (1990) Outcome in newborn babies given 
anti-varicella zoster immunoglobulin after perinatal infection with varicella-zoster virus. Lancet ii: 371–3.

7 World Health Organization. Epidemiology of chickenpox. Weekly Epidemiology Record. 1992; 67:118-19.
8 O’Riordan M, O’Gorman C, Morgan C, McCafferkey M, Henry G, McKenna P.  Sera prevalence of varicella-zoster virus in pregnant women in
Dublin.  Irish Journal of Medical Science 2000; 169: 288.

9 Knowles SJ, Grundy K, Cahill I, Cafferkey MT. Susceptibility to infectious rash illness in pregnant women from diverse geographical regions.
Communcable Disease and Public Health, Dec 2004. Vol. 7, No. 4.

10 Centers for Disease Control and Prevention.  Prevention of varicella: reommendations of the Advisory Committee on Immunization Practices.
MMWR 1996; 45:1-25.

11 Chickenpox in Pregnancy.  Royal College of Obstetricians & Gynaecologists.  Green-top Guideline No. 13, 2007.
12 MacMahon E, Brown LJ, Bexley S, Snashall DC, Patel D.  Identification of potential candidates for varicella vaccination by history:
questionnaire and seroprevalence study.  BMJ 2004; 329 (7465): 551-2.

13 Smego RA, Asperilla MO. Use of acyclovir for varicella pneumonia during pregnancy. Obstet Gynecol 1991;78:1112–16.
14 Enders G and Miller E (2000) Varicella and herpes zoster in pregnancy and the newborn. In: Arvin AM and Gershon AA (eds) Varicella-zoster
virus. Cambridge: Cambridge University Press.

15 Miller E, Marshall R and Vurdien JE (1993) Epidemiology, outcome and control of varicella-zoster infection. Rev Med Microbiol 4: 222–30.
16 www.dh.gov.uk/en/Policyandguidance/Healthandsocialcaretopics/GreenBook/DH_4097254
17 Nathwani D, Maclean A, Conway S, Carrington D. Varicella Infections in pregnancy and the newborn. J Infect 1998;36(Suppl 1):59–71.
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Statutory Notification of Infectious diseases

The table below shows cases of infectious diseases notified in the HSE/SE area only under Infectious Disease (Amendment
No.3) Regulations 2003 (S.I. No. 707 of 2003).
With the exception of TB, data has been extracted from CIDR (Computerized Infectious Disease Reporting). 

Disease 2008 2009 20101

week week week
1-52 1-52 1-52
Cases Cases Cases  

Acute infectious gastroenteritis2 470 721 742
Bacterial meningitis 
(not otherwise specified) 3 6 6
Brucellosis 0 0 0
Campylobacter infection 180 193 210
Chlamydia trachomatis3 NA 657 685
Creutzfeldt Jacob disease 0 0 0
Cryptosporidiosis 66 72 55
Enterohaemorrhagic E. coli 22 34 18
Giardiasis 8 2 4
Gonorrhoea3 NA 67 66
Haemophilus influenzae disease 
(invasive) 3 5 5
Hepatitis A Acute 7 3 1
Hepatitis B Acute 7 8 5
Hepatitis B Chronic 47 52 28
Hepatitis C 48 42 35
Herpes Simplex (gential)3 NA 41 38
Influenza (non-A/H1N1) 24 26 8
Influenza (A H1N1)4 0 399 8
Legionellosis 0 0 2
Leptospirosis 2 5 3
Listeriosis 0 2 3
Malaria 10 2 7
Measles 7 37 25
Meningococcal disease 25 15 18
Mumps 86 300 25
Noroviral infection 71 62 121
Paratyphoid 0 3 0
Pertussis 4 3 3
Rubella 6 4 5
Salmonellosis 43 37 33
Shigellosis 4 2 4
Streptococcus group A (invasive) 8 8 5
Streptococcus pneumoniae 
(invasive) 84 99 114
Syphilis3 NA 30 28
Tetanus 1 0 0
Toxoplasmosis 4 0 0
Trichomoniasis3 NA 13 10
Tuberculosis 30 37 27
Typhoid 1 1 0
Viral encephalitis 0 3 3
Viral Meningitis 9 15 19

Total 1280 3007 2369

1 Provisional data 

2 Since May 1st 2008 acute infectious gastroenteritis also now include Clostridium difficile cases

3 STI data shown is from laboratory only and does not contain data for ano-genital warts or non-specific          

urethritis.  NA= Validated data not available prior to 2009

4 Influenza A/H1N1 was only notifiable in its own right from April 2009
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The new primary immunisation schedule commenced in September 2008 for children born on or after July 1st,
2008 (see www.immunisation.ie for complete details).  The immunisation uptake rates presented in this report
for children at 12 months of age in Quarter 2-2010 are children born between 01/04/2009 and 30/06/2009 and
who have been immunized according to the new schedule.  They have received three doses of vaccines against
diphtheria (D3), pertussis (P3), tetanus (T3), Haemophilus influenzae type b (Hib3), polio (Polio3), hepatitis B
(HepB3), two doses of meningococcal serogroup C conjugate vaccine (MenC2), two doses of pneumococcal
conjugate vaccine (PCV2) and one dose of BCG vaccine. Uptake of immunisations for BCG in the South East at 12
months of age decreased by 1% compared with the same period in 2009. For children aged 24 months of age in
the South East in Q2 2010, immunisation uptake rates increased by between 1-4% compared with Q2, 2009.  The
target uptake rate of ≥ 95% was achieved by all LHOs for BCG at 12 months and for D3, P3, T3 Hib3, Hibb and Pol3

in  Carlow/Kilkenny at 24 months. Hibb uptake was 96% at 24 months in Wexford.

Infectious Disease Notification: contact information
Medical practitioners and Clinical directors of diagnostic laboratories are required to transmit a written or
electronic notification of a notifiable infectious disease to a Medical Officer of Health (the Infectious Diseases
(Amendment) Regulations, 2000 (S.I. No 151 of 2000)).  Printed copies of ‘Case Definitions for Notifiable
diseases’ which include a booklet of standard notification forms are available from regional public health
department offices, to which notifications should be returned.

Notifications can be phoned: 056 7784142, faxed: 056 7784599 or posted to:
Public Health Department, HSE South (SE), St Canice’s Hospital, Lacken, Dublin Road, Kilkenny

Immunisation uptake rates for children at 12 months and 24 months of age.  

Immunisation uptake in the HSE-SE and in Ireland
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 % Uptake at 12 months of age 
 BCG D3 P3 T3 Hib3 Polio3 HepB3 MenC2 PCV2 
HSE SE Q2 
2010 

96 89 89 89 89 89 89 89 89 

CW/KK 97 87 87 87 87 87 87 88 87 
TS 95 88 88 88 88 88 88 88 88 
WD 96 89 89 89 89 89 89 89 89 
WX 95 92 92 92 92 92 92 91 92 
National  
Q2 2010 

97 89 89 89 89 89 89 89 89 

HSE SE Q2 
2009 

97 89 89 89 89 89 - 87 - 

 
 

        
 

               
 

 
 
 
 % Uptake at 24 months of age 
 D3 P3 T3 Hib3 Hibb Pol3 MenC3 MMR1 
HSE SE Q2 
2010 

94 94 94 94 95 94 93 93 

CW/KK 95 95 95 95 95 95 94 94 
TS 94 94 94 93 93 94 92 94 
WD 93 93 93 93 94 93 92 93 
WX 94 94 94 94 96 94 93 92 
National  
Q2  2010 

94 94 94 93 87 94 91 90 

HSE SE Q2 
2009 

93 93 93 92 91 93 92 89 
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