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IN THE NEWS

European Shiga toxin-producing E. coli (STEC) outbreak  declared over
STEC is a type of E. coli strain capable of producing Shiga toxin. Also known
as VTEC or EHEC, it can cause illness ranging from mild intestinal disease to
severe kidney complications, including Haemolytic Uremic Syndrome (HUS). 

In May 2011, a large outbreak of STEC illness was identified from northern
Germany, associated with an unusual serotype – 0104:H4. Another unusual
feature was that the majority of cases presented in adults, mainly women,
and a higher proportion than usual developed HUS. This outbreak was
subsequently associated with consumption of bean sprouts from a local
producer. The production in this plant was discontinued. In late June, a
further small outbreak was identified in France, with a number of cases
confirmed as the same serotype as that from the German outbreak.

The current hypothesis is that fenugreek seeds used for sprouting were
contaminated, leading ultimately to contaminated sprouts destined for human
consumption. Currently an extensive food trace-back investigation in underway
in Europe, particularly of seed distribution, but, to date, there have been no
positive bacteriological results confirming contamination of seeds. While the
Food Safety Authority of Ireland can confirm that no batches of the likely
source seeds were imported into Ireland, it is advising that consumers should
continue not to eat raw bean sprouts or other raw sprouted seeds, including
sprouts grown by consumers for their own consumption, and the catering
sector should not serve raw bean sprouts or other raw sprouted seeds.

The last date of onset of a confirmed case that can be linked to this outbreak
was July 4th.  German Authorities have declared the outbreak over since the
onset date of July 4th means three weeks has elapsed since the last
confirmed linked case.  Three weeks was the interval chosen to cover the
organism’s incubation period, the diagnostic interval as well as any
secondary transmission period.

In total throughout EU/EEA, the cumulative number of confirmed VTEC cases
is 941. This includes 264 HUS cases and 677 non-HUS VTEC cases.
Additionally, there are 518 probable HUS and 2451 probable non-HUS VTEC
cases. In total, in the EU, 46 persons have died of confirmed or probable
VTEC infection. Of these, 29 were HUS VTEC cases and 17 were non-HUS STEC
cases.  All but one death took place in Germany. Six patients were tested for
O104 in Ireland; none were found to be infected with the O104 variant.

Measles outbreaks in Europe 
In 2010 and 2011 there have been multiple outbreaks of measles reported in
the European region. As of May 9th 2011, there have been 7026 cases reported
from the WHO European region in 2011. Over 95% of cases reported either no
measles vaccine, had no records or did not know their vaccine status.

In Ireland, we are seeing some imported cases from Europe but also
indigenous cases, including outbreaks associated with schools, including
schools for those with learning disabilities, where the MMR vaccine uptake
rate may be low.   

Guidelines for antimicrobial prescribing in primary care in Ireland (2011)
have just been published on the HPSC website (www.hpsc.ie) 
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TNF-alpha inhibitors (Anti-TNF drugs) and TB disease

TNF-alpha inhibitors (Anti-TNF drugs) include Infliximab and Adalimumab and are used in treating Rheumatoid arthritis,
Adult Crohn’s disease, Ankylosing Spondylitis, Psoriatic arthritis and Psoriasis. These drugs offer great promise to
patients suffering a number of immune-mediated diseases and have been used safely in many patients worldwide.  

Manufacturers of these drugs have indicated that TB is a possible side effect of treatment and a number of guidelines
for management of this risk have been issued. The Irish National TB Guidelines (’Guidelines for the Prevention and
Control of Tuberculosis in Ireland 2010’), recommend that prior to commencing Anti-TNF drugs, patients should be
thoroughly assessed by the treating physician for clinically active TB disease and for LTBI (latent TB infection, which
carries a risk of development of TB at a later stage). 

TB disease may still arise in patients treated with Anti-TNF drugs despite a negative initial assessment or LTBI
treatment. Therefore it is recommended that a high index of clinical suspicion for development of TB is exercised in
the setting of any clinical deterioration while patients are undergoing Anti-TNF drugs blockade.

BCG Vaccination contraindicated for infants born to mothers receiving Anti-TNF drugs
in pregnancy

IIn May 2011, The National Immunisation Advisory Committee advised that BCG vaccination is now contraindicated for
infants born to mothers receiving Anti-TNF drugs in pregnancy. 

Anti-TNF drugs given to pregnant women cross the placenta and exert an immunosuppessive effect on the foetus.
This can have detrimental consequences for the foetus when receiving BCG, a live vaccine, at birth.

For infants exposed to Anti-TNF drugs in utero, BCG vaccine is not recommended for 6 months following the mother's
last TNF-alpha inhibitor administration during pregnancy.

Dispensing of TB medications from Hospital Pharmacies

Patients on treatment for TB should be advised to have their prescription dispensed from the hospital pharmacy. The
reasons for this are as follows: Monitoring of compliance – If medication is not collected by patients, the designated
TB pharmacist contacts the Public Health SMO. This is a valuable safety net to alert public health and clinicians to
compliance problems. 
Community pharmacies do not usually stock TB medication. Waiting for delivery of orders may lead to breaks in
treatment.  All patients are entitled to free TB medication. This aspect is more complicated and more expensive to
fund when a community pharmacy dispenses. 

It is important that all HSE staff – including clinicians, OPD nurses, administration staff – are aware that TB patients
should be advised to go to the hospital pharmacy, so that patients are correctly informed. Language barriers must be
taken in to account in conveying this information as some TB patients are foreign nationals. 

The public health SMO discusses TB cases with the clinician including risk assessment with regard to compliance
with medication. Where DOT (Directly observed therapy), is considered necessary the SMO links with the public
health nursing service which delivers the DOT programme.

Compliance or concordance with prescribed medications for tuberculosis is of utmost importance for recovery of the
patient and in preventing the development of drug resistance. It is essential that anti-tuberculosis medication be
continued without interruption. Incomplete or incorrect treatment regimens may result in patients remaining
infectious, and bacilli may develop resistance to anti-TB drugs. The patient may then infect others with a resistant
strain. While drug resistant TB is generally treatable, it requires extensive treatment (for up to two years) and is more
toxic to patients. Multi-drug resistant (MDR-TB) and extensively drug resistant TB (XDR-TB) are major problems
throughout the world and are becoming more common in Ireland. 



Cryptosporidium

Introduction
Cryptosporidium is a protozoan parasite that produces a self limiting intestinal infection in healthy individuals.  Its
public health importance lies in its ability to generate large waterborne outbreaks and the severity of the disease in
immunocompromised individuals.  Cryptosporidiosis occurs throughout the world and among all age groups.  It is a
notifiable disease.

Causative Agent
Cryptosporidium hominus sp. and Cryptosporidium parvum sp. are the causative agents of the majority of cases.  The
parasite produces disease by attachment and reproduction in the epithelial lining of the intestinal tract. The parasite
multiplies in the gastrointestinal tract and tiny oocysts are shed in large numbers.  Contamination of the environment
can reach high levels in a short period of time.  Oocysts are resilient and can survive for long periods in a cool wet
environment and are resistant to routine chlorination.  Transmission is via the faecal-oral route (which includes
person-to-person, animal-to-person, waterborne, foodborne) and possibly airborne.  Person-to-person transmission
has been described particularly in family, daycare and healthcare settings.  Primary transmission is via ingestion of
contaminated food or water.  Previous infection may induce some degree of immunity.

Clinical features and management of cases
Cryptosporidium produces watery or mucoid diarrhoea that lasts between two days to four weeks (average two
weeks) in immunocompetent patients.  Symptoms may wax and wane before recovery.  
All persons with diarrhoea and/or vomiting should be excluded from work/school/crèche until asymptomatic for
48 hours.  Generally there is no need to retest the patient if they no longer have symptoms.  Food hygiene re-education
may be necessary for food handlers. The Department of Public Health should be notified and will carry out further
investigation and advice in prevention of transmission as necessary.  Where a private water supply is used for human
consumption public health will contact environmental health to arrange water testing and advice on disinfection and
care of wells. 

Infection in severely immunocompromised patients can lead to severe, prolonged potentially fatal disease with
chronic shedding.  Therefore, all such individuals should seek advice from the specialist caring for their
immunocompromising condition about whether they need to boil and cool all their drinking water, and water for ice,
irrespective of the source of the water.  

Epidemiology
In 2010, 55 cases, comprising 25 males and 30 females, of cryptosporidiosis were notified to the Public Health
Department, HSE South East.  This compares to 72 cases in 2009 (a 23% decrease).  Table 1 illustrates the month of
onset for all SE cases in 2010, March being the month with most notifications, although in four cases date of onset of
illness was unknown.  

Table 1:  HSE SE: Number of cases of cryptosporidiosis by month of onset of symptoms, 2010.  

Thirty three cases were under the age of five.  Eighteen persons were hospitalised.
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Table 2 shows the distribution of cases in the South East.  Carlow/Kilkenny LHO had the most number of cases, but
South Tipperary had the highest incidence per 100,000.  Waterford had a low incidence of cryptosporiosis.  

Table 3 shows risk factors identified.  Some cases had more than one risk factor identified.  Well water for human
consumption is considered to be a risk and 24 of the cases had consumed from a private well.

Meningococcal C (MenC) vaccine uptake rate drop

Children born on or after 1st July 2008 were offered a new vaccination schedule. 
This added hepatitis B and pneumococcal vaccine (PCV) into the schedule.

As a result, the schedule for the three doses of Men C vaccine was changed from 2, 4, 6 months to 4, 6, 13 months.
The Hib booster vaccine schedule was changed from 12 months to 13 months. So both these vaccines are now being
given at 13 months, at the 5th GP visit, which is an additional GP visit.

Immunisation uptake results for quarters 3 and 4, 2010 represent the first two cohorts of children being immunised
with the new schedule. The uptake rates for both MenC third dose and Hib booster vaccines (ie those given at 13
months), but in particular for third dose of MenC vaccine, seem to have been affected by the change in schedule. See
Figure 1 for uptakes rates at 24 months. 

Figure 1: Uptake rates at 24 months for third dose of MenC and for Hib booster vaccines for the South East and
Ireland, from Q3 2008 to Q4 2010

There has been a significant drop in MenC third dose uptake rates in the last two quarters of 2010, both for Ireland as
a whole and for the South East. A drop in Hib booster vaccine uptake in the last two quarters is also evident,
especially compared to the previous two quarters, although the South East has suffered less than Ireland as a whole.

There may be a need to remind parents of the new 5th GP vaccine visit, especially those whose older children were
vaccinated under the old schedule.  

Children who have received any dose of MenC at or after 12 months do not need a further dose of MenC vaccine, even
if they have previously received only one or no dose of MenC, as the maturity of the immune system after 12 months
allows sufficient protection from meningococcal C infection with only one dose of vaccine. See ‘Immunisation
Schedule for Late Entrants’ on the www.immunisation.ie website.

 
Table 2:  No of cases (incidence per 100,000) of cryptosporidiosis by Local Health Office area, 2010 
Carlow/Kilkenny S. Tipperary Waterford Wexford Total 
19 (15.8) 15 (17.0) 5  (4.1) 16  (12.1) 55  (11.9) 
 

 
Table 3: No of risk factors associated with cryptosporidiosis cases, 2010 
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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 2009 2010 20111
weeks weeks weeks
1-26 1-26 1-26
Cases Cases Cases  

Acute infectious gastroenteritis2 531 540 508
Bacterial meningitis 
(not otherwise specified) 4 6 4
Brucellosis 0 0 0
Campylobacter infection 96 103 164
Chlamydia trachomatis3 346 348 330
Creutzfeldt Jacob disease 0 0 1
Cryptosporidiosis 42 44 53
Enterohaemorrhagic E. coli 6 1 2
Giardiasis 1 0 1
Gonorrhoea3 31 37 17
Haemophilus influenzae 
(invasive) 3 4 3
Hepatitis A Acute 2 0 2
Hepatitis B Acute 6 3 3
Hepatitis B Chronic 23 18 6
Hepatitis C 18 21 27
Herpes Simplex (gential)3 19 22 25
Influenza4 33 8 239
Legionellosis 0 1 0
Leptospirosis 1 1 0
Listeriosis 1 1 0
Malaria 1 5 1
Measles 15 8 0
Meningococcal disease 12 12 9
Mumps 277 14 6
Noroviral infection 53 112 59
Paratyphoid 2 0 0
Pertussis 0 2 5
Rubella 2 4 2
Salmonellosis 15 11 11
Shigellosis 0 1 2
Streptococcus group A (invasive) 5 3 6
Streptococcus pneumoniae 
(invasive) 58 70 52
Syphilis3 17 16 9
Tetanus 0 0 0
Toxoplasmosis 0 0 0
Trichomoniasis3 7 4 5
Tuberculosis 20 16 16
Typhoid 1 0 1
Viral encephalitis 1 1 3
Viral Meningitis 6 2 4

Total 1655 1439 1576
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

4 Influenza figures contain all subtypes including A/H1N1 (which was only notifiable in its own right from April 2009)
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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 for children at 12 months and 
24 months of age in the South East and in Ireland

 
 

 
 
 % Uptake at 24 months of age 
 D3 P3 T3 Hib3 Hibb Pol3 HepB3 MenC3 PCV3 MMR1 
HSE SE Q4 
2010 

94 94 94 94 91 94 94 84 90 93 

CW/KK 94 94 94 93 87 94 93 80 89 92 
TS 97 97 97 97 96 97 97 89 94 96 
WD 92 92 92 92 92 92 92 84 89 91 
WX 94 94 94 94 90 94 94 83 90 92 
National  
Q4 2010 

94 94 94 94 84 94 94 82 89 90 

HSE SE Q4 
2009 

93 92 93 92 88 92  91  91 

 

 % Uptake at 12 months of age 
 BCG D3 P3 T3 Hib3 Polio3 HepB3 MenC2 PCV2 
HSE SE Q4 
2010 

95 90 90 90 90 90 90 90 91 

CW/KK 94 87 87 87 87 87 87 87 88 
TS 96 92 92 92 92 92 92 91 92 
WD 93 93 93 93 93 93 93 93 93 
WX 97 89 89 89 89 89 89 89 90 
National  
Q4 2010 

93 89 89 89 89 89 89 89 89 

HSE SE Q4 
2009 

95 90 90 90 90 90 90 90 90 

Immunisation uptake rates

• The sharp decline in the uptake of MenC3 at 24 months is noted for the second consecutive
quarter, with the rate for children who reached 24 months in Q4, 2010 7% lower than that for
children who reached 24 months in Q4, 2009.

• Immunisation uptake rates for other vaccines at 24 months in Q4, 2010 were 1 to 3% higher than
for the same quarter in 2009.

• There has been no change in the immunisation uptake rates for children who reached 12 months
in Q4, 2010 compared with those who reached 12 months in Q4, 2009. 

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
who were 12 and 24 months of age in Quarter 4-2010. 


