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    IN THE NEWS 
 

EURO 2012 Poland & Ukraine Travel Alert 

Travellers should ensure that all their routine travel vaccinations are up-to-date. 

It is very strongly recommended that those travelling are vaccinated against 

measles and rubella in sufficient time before EURO 2012. 

http://www.hpsc.ie/hpsc/News/NewsArchive/2012NewsArchive/

MainBody,13282,en.html 
 

Infection Prevention Society conference to be held in Dublin May 11th 

The Irish branch of the infection Prevention society (IPS) will hold its 2012  

conference in the City west Hotel and Conference Centre, Dublin on May 11th.  

The conference is open to anyone who wishes to attend.   

Topics up for discussion include: 

• Newly published HPSC guidelines 

• Wound management 

• HIQA compliance 

• HALT project 

• Aseptic non-touch technique 

• CRE outbreak management 

• Water contamination 

Details of the conference are available on the HPSC website at  

http://www.hpsc.ie/hpsc/A-Z/MicrobiologyAntimicrobialResistance/

InfectionControlandHAI/EducationConferencesrelatingtoInfectionControl/

InfectionPreventionSociety2012Conference/ 
 

 

Pseudomonas aeruginosa infections in neonatal care units 

The Regulation and Quality Improvement Authority in Northern Ireland  

published its interim independent review of the incidents of Pseudomonas 

aeruginosa infection in neonatal units on 31/03/2012.  The review contains a 

number of important recommendations to reduce the risk of pseudomonas  

infection in neonatal units and is available to download at  

http://www.rqia.org.uk  Additional guidance was also published in March 2012 

by the Department of Health in the UK and is available at www.dh.gov.uk/

publications   
 

 

Pertussis notifications continue to escalate 

High rates of pertussis notifications continue.  Most are among children under 5 

years of age.  Those most at risk are infants less than 6 months of age.  All  

parents should be encouraged to ensure their children are vaccinated against 

pertussis.  Pertussis should be considered in the diagnosis of adults with  

unexplained chronic cough.  Further information is available at www.hpsc.ie  

 

 

Narcolepsy and Pandemrix vaccine 

The final report from the National Narcolepsy Study Steering Committee was 

published on 19th April and is available at  

http://www.dohc.ie/publications/Nat_Narcolespy_Study_SC_Report.html 

The study found an increased incidence of narcolepsy from 2009 in children and 

adolescents.  A significantly higher risk of narcolepsy was found in those  

vaccinated with Pandemrix compared with unvaccinated children/adolescents. 
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TRANSMISSION OF BLOOD-BORNE VIRUSES IN HEALTHCARE SETTINGS 
 

 

Background 

The blood-borne viruses, hepatitis B (HBV), hepatitis C (HCV), and human immunodeficiency virus 

(HIV), can be transmitted in a healthcare setting through contact, direct or indirect, with contaminated 

body fluids including blood.  Transmission can occur from an infected patient to a healthcare worker 

(HCW) or from an infected HCW to a patient.  Infection may also be transmitted from patient to patient, 

either directly or indirectly, due to environmental contamination, infected equipment and lapses in  

standard precautions i ii iii iv.   Infection with HBV, HCV or HIV can result in significant acute and chronic 

illness.  Hepatitis B is the only blood-borne virus (BBV) against which an effective vaccine is available.   

 

 

Transmission in healthcare settings  

Until recently it was thought that transmission in healthcare settings occurred most often between  

patients and HCWs during the performance of exposure prone procedures (EPP)*.  The risk of such  

transmission is associated with the type of procedure the HCW is performing and the level of viraemia in 

the infected person’s blood v.  The highest risk of transmission is seen with HBV and the lowest risk with 

HIV.  The risk of transmission of infection is greater from infected patient to HCW than from infected 

HCW to patient.   

 

There is growing evidence of transmission from patient-to-patient by procedures that are not exposure 

prone, such as blood glucose monitoring vi, the use of multi-dose drug phials vii, and other poor  

practices viii.  Healthcare settings may be of much greater importance than previously recognised in the 

epidemiology of HBV and HCV infection in the developed world.  

 

 

Investigating possible exposures to BBVs in healthcare settings  

According to current national guidance ix, when an incident is uncovered that has the potential to expose 

individuals to blood borne diseases in a healthcare setting a local risk assessment is carried out to  

determine whether or not a patient notification exercise (PNE), one where patients are notified that they 

may have been exposed to a risk of infection, is required.  If a PNE is deemed necessary an  

investigation team is established.  Healthcare records are reviewed and a list of potentially exposed  

patients is compiled.  A large number of screening and / or diagnostic tests may be necessary.  These  

exercises are costly and resource intensive.  Considerable patient anxiety can be generated.  Exercises 

can be distressing for infected HCWs, particularly if confidentiality is breached. 

 

Current international evidence is uncertain about the value of PNEs.   The outcomes of many PNEs are 

not published.   It is unknown to what extent recommendations are implemented or lessons are learnt.  

There is a need for clearer guidance, based on experience and evidence, on when a PNE is most  

appropriate.   
 

* EPP:  include procedures where the HCW’s hands (whether gloved or not) may be in contact with sharp instruments, needle tips or sharp tissues inside a  

patient’s open body cavity, wound or confined anatomical space, where the hands or finger tips may not be completely visible at all times. 

KEY MESSAGES  

• Transmission of blood-borne viruses (BBV) can occur in any healthcare setting  

• Exposure prone procedures (EPPs) are not the only risk for BBV transmission in  

healthcare settings   

• Non-exposure prone procedures (N-EPPs), such as blood glucose monitoring and  

phlebotomy, can result in the transmission of BBVs  

• Rigorous adherence to infection control policies is essential to minimise risk 

• Staff undertaking EPPs and N-EPPs should be fully competent in aseptic techniques 

• All recommended actions to minimise risk of BBV transmission should be audited  

 regularly 

• All non-exposure prone procedures should be documented in healthcare records 



Review of PNEs carried out in Ireland 

A recent review was undertaken by the HSE Health Protection Directorate and the Health Protection  

Surveillance Centre (HPSC) of all PNEs carried out in Ireland in health care settings between 1997 and 

2011x.  Ten PNEs were identified; three investigated possible exposure to HBV, six to HCV and one to HIV. 

(Table I)  Nine occurred in acute hospital settings, including three in haemodialysis units, and one in a 

community setting. Three PNEs were undertaken because of the diagnosis of BBV infection in health care 

workers (HCWs) and five because of the diagnosis of infection in patients.  Two PNEs related to local  

hospital programmes which provided blood or blood products.  Despite testing over 2,300 patients, only 

one case of patient to patient transmission was identified by the PNEs.   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Prior to carrying out any PNE, in-depth initial local investigations were undertaken which involved  

detailed reviews of medical records, laboratory records, and public health infectious disease notifications. 

These investigations identified six cases of healthcare associated transmission and two secondary  

community acquired cases.  Molecular epidemiology was critical in providing evidence of linkages between 

patients.  The definitive cause for each healthcare associated transmission event was not identified.  

However, exposure prone procedures were ruled out in each case.  One investigation found that reusable 

needle/blood tube-holding devices were not decontaminated between patients which may have played a 

role in HBV transmission.  A second investigation could not exclude blood glucose monitoring as a possible 

cause of HCV transmission.  Additional evidence of failure to fully comply with infection control guidance 

was found. 

 

The review provided no supporting evidence for routinely undertaking a PNE in respect of a HCW who  

performs EPPs and who is diagnosed with blood-borne infection, in the absence of evidence of a  

transmission event. The review recommended initial in-depth local investigations of possible nosocomial 

infection to identify source patients, further episodes of infection, and lapses in processes and systems 

that may have contributed to transmission.   

 

 

Table I: Patient notification exercises carried out in Ireland between January 1997 and April 2011 

investigating possible exposure to blood-borne viruses (HBV, HCV, and HIV) in any healthcare setting 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

BBV, blood-borne virus; HBV, hepatitis B virus; HCV, hepatitis C virus; HIV, human immunodeficiency virus; HCW, health care worker. 

                                                           
*
 No additional transmission events were detected during the PNE.   

However four transmission events were detected during the initial local investigation 
†
 No additional transmission events were detected during the PNE.   

However the source patient was detected during the initial local investigation 
‡
 No additional transmission events were detected during the PNE.   

However evidence of transmission from one patient to another was detected during the initial local investigation 

BBV 

HEALTH CARE 

SETTING 

INCIDENT 

TYPE 

YEAR 

INCIDENT 

DETECTED 

PERSONS 

POTENTIALLY 

EXPOSED 

PERSONS 

OFFERED 

TESTING 

PERSONS 

TESTED 

CASES OF 

TRANSMISSIO

N  DETECTED 

3 Public & 2 

Private 

hospitals 

Infected 

HCW  

2001 542 Unknown 433 0 

Public hospital  Infected 

patient 

2005 307 306 295 0 

HBV 

2 Public 

hospitals 

Infected 

patient 

2006 1437 1028 973 0
*
 

 

Public hospital Autologous 

blood 

transfusion 

service 

2006 14 3 1 0 

Public hospital Platelet 

donor 

programme 

2006 78 76 62 0 

Public hospital  Infected 

patient  

 

2007 

 

36 36 36 0
†
 

Public hospital Infected 

patient 

2007 64 62 60 1 

3 Public &  2 

Private 

hospitals 

Infected 

HCW  

2009 531 460 394 0 

HCV 

Public hospital  Infected 

patient 

2010 12 12 12 0
‡
 

 

HIV Community 

services 

Infected 

HCW  

2006 66 65 61 0 



The findings and recommendations of the recent review will be incorporated into national guidance on 

prevention of transmission of BBVs in healthcare settings, which is currently under revision.   

 

 

Conclusion 

Surveillance of BBV notifications is critical in the identification of healthcare acquired infections and 

should be continued and enhanced where necessary.  There is a need for ongoing training of staff in all 

healthcare settings in infection control policies and practices, including aseptic techniques.  Ongoing  

audit of compliance is required to identify lapses.  All non-exposure prone procedures should be  

documented.  The information recorded should include patients’ details, ward/unit, date and time of 

procedure, and HCW(s) who undertook the procedure.  A central register of possible incidents of BBV 

transmission and the outcome of any investigations is needed.  
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TRAVEL AND INFECTIOUS DISEASES 
 

Overseas travel, whether for business or pleasure, is an important risk factor for a number of infectious 

diseases.   
 

Gastro-intestinal infections are common amongst holiday-makers.  In 2010 a significant proportion of 

cases of hepatitis A, giardiasis, shigellosis and salmonellosis (including typhoid and paratyphoid  

disease) were related to overseas travel.  In 2010 Ireland had the 3rd highest incidence rate for  

imported malaria of EU member States reporting data to the ECDC.  Over half of the 82 cases notified 

were amongst people visiting family and friends back home and included a significant number of  

children. Although no cases of Dengue fever were notified in 2010 it is an increasing problem globally, 

especially for travellers to tropical and subtropical destinations.   

 

It is important to remind travellers of the risk of food and water-borne infections and the simple  

measures they can take to reduce this risk.  Itineraries may indicate the need for hepatitis A and  

typhoid vaccination.  Travellers also need advice on how to avoid mosquito bites.  Appropriate malaria 

prophylaxis should be prescribed for travellers heading to high risk areas with clear instructions on how 

to complete a full course of prophylaxis.   
 

Sexually transmitted diseases and road traffic accidents continue to be a risk for travellers to  

destinations worldwide.  Other health risks may include rabies, yellow fever, Japanese B encephalitis,  

schistosomiasis, meningitis and polio. A detailed travel itinerary will indicate need for vaccination and 

advice on preventative measures.  

 

Chapter 19 of the Immunisation Guidelines for Ireland (http://www.immunisation.ie/en/

Downloads/NIACGuidelines/PDFFile_15493_en.pdf ) addresses immunisations and health information 

for travel.  Further information is also available at:  

http://www.hpsc.ie 

http://www.travax.nhs.uk/  

http://www.who.int/ith/en/index.html 



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 (Computerised 
Infectious Disease Reporting). 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
1 Provisional data  
2 Newly notifiable since 1st January 2012 
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).  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 2010 

Weeks 

1-15 

2011 

Weeks 

1-15 

20121 

Weeks 

1-15 

Bacterial meningitis (not otherwise specified) 
4 2 1 

Brucellosis 
0 0 0 

Campylobacter infection 55 72 60 

Chlamydia trachomatis3 
186 182 181 

Clostridium Difficile 76 106 58 

Cryptosporidiosis 25 26 38 

Giardiasis 0 0 1 

Gonorrhoea3 22 9 17 

Haemophilus influenzae  (invasive) 3 1 4 

Hepatitis A (Acute) 
0 2 1 

Hepatitis B Acute 3 1 0 

Hepatitis B Chronic 8 2 9 

Hepatitis C 13 12 8 

Herpes Simplex (gential)3 9 7 12 

Influenza4 8 238 52 

Legionellosis 0 0 0 

Leptospirosis 1 0 0 

Listeriosis 0 0 0 

Malaria 0 0 1 

Measles 7 0 3 

Meningococcal disease 10 5 1 

Mumps 8 3 4 

Noroviral infection 102 56 7 

Paratyphoid 0 0 0 

Pertussis 2 2 13 

Rotavirus 281 243 205 

Rubella 2 2 0 

Salmonellosis 7 5 4 

Shigellosis 0 0 1 

Streptococcus group A (invasive) 1 4 3 

Streptococcus pneumoniae (invasive) 40 26 42 

Syphilis3 12 5 13 

Tetanus 0 0 0 

Toxoplasmosis 0 0 0 

Trichomoniasis3 3 1 3 

Tuberculosis 5 8 7 

Typhoid 0 1 0 

Verotoxigenic E. coli (formerly Enterohaemorrhagic E. coli) 0 1 2 

Viral encephalitis 0 2 2 

Viral Meningitis 1 2 4 

Total 894 1026 924 

Chickenpox (hospitalised cases)2 
na na 3 

HIV2 na na 3 

Respiratory syncitial virus2 na na 161 



Immunisation uptake rates for children in the South East who reached 12 months of age in Q3, 2011 

ranged from 90 to 97%, a regional increase of 2% compared with the same period in 2010.  Uptake 

of BCG at 12 months was greater than the target uptake rate of 95% in each Local Health Area, how-

ever, only South Tipperary achieved ≥95% uptake for all vaccines at 12 months.  For children who 

reach 24 months of age in Q3, 2011, the target 95% uptake rate was achieved and surpassed for all 

components of the 6in1 vaccine in all Local Health Areas.  However, the uptake rates for 3 doses of 

MenC vaccine remained particularly low at <90% in all Local Health Areas.  The uptake rates for 3 

doses of PCV vaccine and one dose of MMR vaccine at 24 months were <95% in all Local Health     

Areas in the South East and uptake of the HiB booster vaccine was below 95% in Waterford. 

 
 
 

 
 
 
 
 
 
 

 

 BCG D3 P3 T3 Hib3 Polio3 HepB3 MenC2 PCV2 

HSE SE Q3 2011 97 93 93 93 93 93 93 93 93 

CW/KK 97 90 90 90 90 90 90 91 91 

TS 96 95 95 95 95 95 95 95 95 

WD 97 93 93 93 93 93 93 93 93 

WX 97 94 94 94 94 94 94 93 95 

National Q3 2011 79 91 91 91 91 91 91 90 90 

HSE SE Q3 2010 96 91 91 91 91 91 91 91 91 

% Uptake at 12 months of age 

 

 D3 P3 T3 Hib3 Hibb Pol3 HepB3 MenC3 PCV3 MMR1 

HSE SE Q3 2011 97 97 97 97 96 97 96 88 93 94 

CW/KK 96 96 96 96 97 96 95 87 91 94 

TS 98 98 98 98 99 98 98 89 94 94 

WD 96 96 96 96 94 96 96 88 93 94 

WX 98 98 98 97 97 98 98 88 93 94 

National Q3 2011 96 96 96 95 88 96 95 85 91 93 

HSE SE Q3 2010 95 95 95 95 92 95 95 84 90 94 

% Uptake at 24 months of age 

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 3-2011, 

i.e. children born between 01/07/2010 - 30/09/2010 and 01/07/2009 - 30/09/2009  
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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 disease to a Medical Officer of Health (the Infectious Diseases (Amendment) Regulations, 2000 (S.I. No 151 of 2000)).  ‘Case 
Definitions for Notifiable Diseases’ can be viewed and accessed from www.hpsc.ie  
 

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 

 
 

This report is produced with the data provided by the  
Senior Medical Officers, Environmental Health Officers, 
Waterford Regional Hospital Laboratory, Hospital  
Clinicians, Regional STI Clinics and General Practitioners.  


