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IN THE NEWS 
 

New updates to Immunisation Guidelines for Ireland 

(September 2011) 
The following table outlines the updates that have been made to the Immuni-

sation guidelines for Ireland.  The full guidelines, with changes highlighted in 

RED can be downloaded from http://www.immunisation.ie/en/

HealthcareProfessionals/ImmunisationGuidelines2008/ 

 
 

Revised: Substantial changes to text and new date on side bar of chapter 

Updated: New text in RED dated September 2011 

Corrected:No change to text, deletions of references to other diseases 

New:   Disease not previously included 
 

Legionnaires disease 
There is currently a possible outbreak of Legionnaires disease associated with a 

Hotel in Calpe, Costa Blanca, Spain.  There are four confirmed cases and 17 

possible cases as of 19th Jan 2012. Clinicians are asked to consider legionnaires 

disease as a possible diagnosis in patients who may present with flu-like symp-

toms and/or lower respiratory tract symptoms and who have returned from 

Calpe, Costa Blanca since the beginning of January 2012.  It is advised that 

urinary antigen testing is carried out for all suspected cases and report to Pub-

lic Health.   

 

Recently published on www.hspc.ie 
• New Case Definitions for Notifiable Diseases 

• Guidelines for Antimicrobial Prescribing in Primary Care in Ireland 

• Health Protection Surveillance Centre Annual Report 2010 

• Guidelines for the Prevention of Catheter-associated Urinary Tract Infec-

tions 

• Vancomycin Resistant Enterococci (VRE) Information Leaflet for Patients  

• Extended Spectrum beta Lactamase (ESBL) Information Leaflet for  

 Patients 
 

 

Chapter Topics 

5 Hepatitis A Revised Post exposure prophylaxis 

6a Human  

Papillomavirus 

Updated Alternative schedule for bivalent vaccine 

Interchangeability 

7 Influenza Updated Inclusion of all pregnant women 

Vaccine dosage in children 

Egg allergy 

Co administration with PCV13 

9 Meningococcal Revised Epidemiology 

Conjugate quadrivalent (ACW 135Y)  

vaccine 

10 Mumps Corrected Deletion of references to measles 

13a Rotavirus New Epidemiology 

Vaccines 

Indications 

14 Rubella Updated Inclusion of seronegative women of child bearing age 

Deletion of references to measles 

16 Tuberculosis Updated Immunomodulators added to  

contraindications 

Low birth weight infants 

17 Varicella Revised VZIG products for post exposure  

prophylaxis 
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Pertussis (Whooping Cough) 

 

 

Pertussis, also known as whooping cough, is a highly contagious respiratory disease.  Pertussis can cause  

violent coughing, over and over, until the air is gone from the lungs and the patient is forced to inhale with a 

loud “whooping” sound.  Pertussis is caused by the bacterial pathogen Bordetella pertussis.  

Prompt notification to the Public Health Department of a possible case can help to prevent onward  

transmission.   

Increase in notifications of pertussis 

In the past year (2011) there has been an increase in notifications of pertussis nationally.  This increase is 

also reflected in the South East figures (see table 1). Of the 602 cases of pertussis in Ireland cumulatively 

from the 5 year period 2007-2011, 56% were confirmed by laboratory testing.   

 

Table 1: Number of Pertussis cases (confirmed or possible) from 2007-2011 in Ireland and the South East of 

Ireland. 

 

* total lab confirmed 

 

 

Pertussis is most likely to be diagnosed in those less than six months of age, as this age group is most likely 

to be hospitalised and to have more severe complications.  Figure 1 shows the cumulative number cases of 

Pertussis in the South East of Ireland over the five year period 2007-2011 broken down by age group.     

 

 

Figure 1:  Number of cases in the South east of Ireland from 2007-2011 by age group 

 

 

Source of infection 

While it is often babies or young children with pertussis who are notified to public health, because it is they 

who are most seriously unwell and/or admitted to hospital with the illness, pertussis is not confined to  

children. 

  2007 2008 2009 2010 2011 Total 

(*) 

Ireland 77 104 78 114 229 602 

(337) 

South 

East 

9 4 3 3 12 31 (18) 
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Key Points 

• Increased notifications of pertussis in past year (2011) 

• Neonates and small infants most at risk of serious complications 

• Adolescents and adults most likely to transmit to babies - due to waning immunity from  

      vaccination or natural infection 



 

In fact, the incidence of pertussis in adolescents and adults has increased in Europe and in the US in 

recent years and they are now the main reservoir of infection. In a household, adults are most often 

the source of infection for very young children. This is due to waning immunity in older persons, which 

can occur 4-12 years after vaccination and 4-20 years after natural infection. 

 

In Ireland, children are offered pertussis vaccination at 2, 4 and 6 months (as part of the 6 in 1  

vaccine) and at 4 to 5 years (as part of the 4 in 1 vaccine offered in primary school).  A fifth dose has 

recently been introduced into the Childhood Immunisation Schedule for first year students in second 

level schools. 

While this additional vaccine dose will reduce the risk of adolescents becoming infected and becoming 

a source of infection for babies who are too young to be fully vaccinated, adults will continue to be a 

source of such infection. 

 

Transmission 

Man is the only reservoir of infection. It spreads via droplets from person to person. Symptoms  

develop usually within 7-10 days after exposure (range 5-21 days).  

 

Signs and symptoms 

Initial presentation is often with symptoms similar to the common cold and may include a mild cough 

and fever. As the illness progresses, paroxysms of coughing begin, which increase in frequency and 

severity over time. The coughing can be violent and rapid and can lead to vomiting and cyanosis.  

Infants may get apnoea. 

 

Because pertussis in its early stages appears to be nothing more than the common cold, it is often not 

suspected or diagnosed until the more severe symptoms appear.  Infected people are most contagious 

during the early stages and up to 3 weeks after the cough begins. (See Figure 2) 

Symptoms slowly improve in the convalescent phase, which generally lasts for 2-6 weeks but can last 

for months.  

 

An atypical presentation of pertussis is more common in adolescents and adults and their symptoms 

tend to be less severe than in young children.  Up to 30% of adults with a cough lasting more than 2 

weeks may have pertussis. 

 

 

Figure 2 

 

 

 

 

 

 

 

 

 

 

Complica-

tions 

Pertussis can cause serious and sometimes life threatening complications in infants and young  

children, especially in those not fully vaccinated.  



Complications include : 

• Pneumonia 

• Convulsions 

• Apnoea 

• Encephalopathy 

• Death 
 

Laboratory Confirmation 

Culture: Laboratory confirmation can be obtained by culturing the organism from a nasopharyngeal aspi-

rate or perinasal swab.  Bordetella pertussis, however, is a delicate organism and difficult to culture. Posi-

tive results are less likely after 2 weeks from onset of the catarrhal stage, more than a few days after com-

mencing antibiotics or if there have been transport delays.  

 

Therefore a negative culture does not exclude pertussis. Despite this, it is worthwhile attempting to culture 

the organism if the patient presents in the early stages of the illness (up to 2 weeks post onset of  

symptoms) and especially in children less than 12 months of age. 

 

Serology: Serology testing for laboratory confirmation may be considered for patients over 12 months of 

age whose onset of illness is greater than 2 weeks and/or who have been on antibiotics for more than 48 

hours; who have not been immunised against pertussis in the previous year and who present with a cough 

lasting at least 2 weeks with at least one of the following: paroxysms of coughing; inspiratory ‘whooping’ or 

post-tussive vomiting.  

 

 

Management 

Management of the patient should be based on clinical presentation, vaccination history and epidemiological 

links - and should not be dependant on laboratory confirmation as this may take a number of days. 

 

Antibiotic therapy may limit ongoing transmission of the organism if given at an early stage in the illness 

but evidence for an effect of antibiotics on reducing symptoms is limited or lacking, especially when given 

late in the illness. For suspected or confirmed cases, antibiotic treatment should be given as early as  

possible but within three weeks of onset of illness.   

Erythromycin can be used for the management of pertussis, except for infants less than one month of age, 

but it is poorly tolerated. Azithromycin or clarithromycin are considered to be suitable agents for the  

management of pertussis and have improved side-effect profiles. Azithromycin is the preferred agent for 

infants under one month of age. Where macrolides are contra-indicated or not tolerated, co-trimoxazole 

may be used.  

 

 

Exclusion 

Children with possible, probable or confirmed pertussis should be excluded from schools or pre-school  

settings until they have had 5 days of antibiotics, or for 21 days from onset of illness if they have had no 

antibiotic treatment.  

 

Similarly, adults working in an educational, social or healthcare setting should avoid contact with vulnerable 

groups for 5 days after commencing antibiotic therapy or for 21 days from onset of illness if no antibiotic 

therapy. 

 

Immunisation 

Immunisation is the best way to prevent pertussis.  All pertussis containing vaccines now used in Ireland 

are accellular pertussis vaccines.  The recommended schedule for vaccination against whooping cough is at 

2, 4, and 6 months with booster doses at 4-5years of age and in first year of second level school.   

Unvaccinated and partially vaccinated cases should complete their course of primary immunisation and 

booster vaccines, once they have recovered from their acute illness. Further information available at 

www.immunisation.ie  

 

 

Further information on pertussis is available at www.hpsc.ie. A review of the guidelines for the management 

of Pertussis is currently taking place and will be available soon on the HPSC website. 

 



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). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

1 Provisional data  

 
2 STI data shown is from laboratory only and does not contain data for ano-genital warts or non-specific urethritis.   
 
3 Influenza figures contain all subtypes including A/H1N1 (which was only notifiable in its own right from April 2009).  The peak of the winter influenza season 2009/2010 occurred  

  in Dec 2009.  The peak of the winter influenza season 2010/2011 occurred in Jan 2011.   

 

 

 

Disease Weeks 1-52 

2009 

Weeks 1-52 

2010 

Weeks 1-52 

2011* 

Bacterial meningitis (not otherwise specified) 6 6 6 

Brucellosis 0 0 0 

Campylobacter infection 193 208 328 

Chlamydia trachomatis2 657 684 674 

Clostridium difficile infection 251 252 264 

Creutzfeldt Jacob disease 1 0 1 

Cryptosporidiosis 72 55 76 

Giardiasis 2 4 9 

Gonorrhoea2 67 66 39 

Haemophilus influenzae  (invasive) 5 5 4 

Hepatitis A (Acute) 3 1 3 

Hepatitis B Acute 8 5 6 

Hepatitis B Chronic 50 29 12 

Hepatitis C 42 35 43 

Herpes Simplex (gential)2 41 38 50 

Influenza3 425 16 239 

Legionellosis 0 2 3 

Leptospirosis 5 3 0 

Listeriosis 2 3 0 

Malaria 2 7 1 

Measles 37 12 2 

Meningococcal disease 15 18 10 

Mumps 300 25 12 

Noroviral infection 62 121 98 

Paratyphoid 3 0 0 

Pertussis 3 3 12 

Q fever 0 0 1 

Rotavirus 430 457 378 

Rubella 4 5 2 

Salmonellosis 37 33 35 

Shigellosis 2 4 3 

Streptococcus group A (invasive) 8 5 7 

Streptococcus pneumoniae (invasive) 99 113 87 

Syphilis2 30 28 23 

Tetanus 0 0 0 

Toxoplasmosis 0 0 1 

Trichomoniasis2 13 10 9 

Tuberculosis 37 27 32 

Typhoid 1 0 1 

Typhus 0 0 1 

Verotoxin Escherichia coli infection 34 17 23 

Viral encephalitis 3 3 4 

Viral Meningitis 15 18 19 

Total 2965 2318 2518 



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

The primary immunisation schedule is available at www.immunisation.ie.   

 

The immunisation uptake rates presented in this report are for children who were 12 and 24 months of age in Quarter 2-

2011, i.e. children born between 01/04/2010 - 30/06/2010 and 01/04/2009 - 30/06/2009.   The target uptake rate of ≥95% 

was achieved for BCG at 12 months in Carlow-Kilkenny, Waterford and Wexford LHOs.  For children aged 24 months, the 

≥95%  target rate was achieved for D3, P3, T3, Hib3 and Pol3 in Carlow-Kilkenny, South Tipperary and Wexford, for Hib4 in 

South Tipperary and Wexford LHOs and for HepB3 in Carlow-Kilkenny and Wexford LHOs.  Uptake of MenC3 in the South East 

at 24 months was 85%, 8% less than the same period in 2010.    
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 BCG D3 P3 T3 Hib3 Polio3 HepB3 MenC2 PCV2 

HSE SE Q2 2011 96 91 91 91 91 91 91 90 91 

CW/KK 95 88 88 88 88 88 88 87 89 

TS 94 92 92 92 92 92 92 92 92 

WD 96 92 92 92 92 92 92 92 90 

WX 98 92 92 92 92 92 92 91 92 

National Q2 2011 93 90 90 90 90 90 90 89 89 

HSE SE Q2 2010 96 89 89 89 89 89 89 89 89 

% Uptake at 12 months of age 

 

 D3 P3 T3 Hib3 Hibb Pol3 HepB3 MenC3 PCV3 MMR1 

HSE SE Q2 2011 95 95 95 95 95 95 95 85 90 92 

CW/KK 95 95 95 95 93 95 95 82 88 92 

TS 95 95 95 95 97 95 94 85 90 92 

WD 94 94 94 94 94 94 94 86 90 92 

WX 96 96 96 95 96 96 95 88 92 94 

National Q2 2011 95 95 95 95 87 95 95 83 90 91 

HSE SE Q2 2010 94 94 94 94 95 94 - 93 - 93 

% Uptake at 24 months of age 


