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10th Anniversary  
Edition of the CDU 

Welcome to the 10th Anniversary Edition of the Communicable 
Disease Update. 
 
Since 2002, this quarterly newsletter has been circulated to all 
key health service staff in the South East Region, involved in the  
prevention, control and treatment of Communicable Diseases.  
The Department of Public Health aims to continue to improve 
the collection, collation and analysis of infectious disease  
notifications. This relies on excellent communication between 
General Practice, hospital clinicians, laboratory services and 
Public Health, both at community and regional level. This  
newsletter presents the collation and interpretation of notified 
data and aims to provide the best possible information on  
communicable diseases affecting the South East population. 
 
In the past ten years there have been a number of significant 
Public Health challenges including global SARS and Pandemic 
Influenza epidemics, as well as national and regional  
communicable disease outbreaks. Prevention of communicable 
diseases or outbreaks and optimisation of immunisation uptake 
rates have remained Public Health priorities.   
 
I am very appreciative of the data provided by the Senior  
Medical Officers, Environmental Health Officers, Waterford  
Regional Hospital Laboratory, Hospital Clinicians, General  
Practitioners and others. Your feedback is always welcome and I 
encourage you to respond to the annual evaluation survey and 
to submit topics that you would like to see covered in this  
newsletter. 
 
Finally, I would like to thank all contributors and the editorial 
team members of the past ten years, whose dedication is  
reflected in the quality of this publication. 
 
Dr. Orlaith O’Reilly,  
Director of Public Health. 
 

TENTH ANNIVERSARY EDITION 



VTEC & HUS: Dramatic increase in notifications in 2012 
Key Points 

• VTEC may cause severe illness, particularly in 

children and the elderly 

• Determine if case is aware of others with similar 

symptoms, suggesting the possibility of an  
   outbreak 

• Early notification of VTEC and HUS cases  

   allows early control measures to be put in place 

• Cases in high-risk groups must be excluded from 

work/crèche until they have microbiological 
clearance (i.e. two consecutive negative stool 
samples taken at least 48 hours apart) 

• All cases must be excluded from work/school  

   until symptom free and 48 hours after the first 
normal stool 

Verotoxigenic E. coli (VTEC) produce a potentially  
serious, highly infectious diarrhoeal and systemic  
illness. In about 10% of cases it causes Haemolytic 
Uraemic Syndrome (HUS). This is the most common 
cause of renal failure in children. It is thought that 
more than 90% of HUS cases are caused by VTEC.   
 

Surveillance, epidemiology and  
changing laboratory practice 
In 2012, 563 cases were notified, two to three times 
as many as previous years.  Even prior to this  
increase, Ireland has had the highest VTEC notification 
levels in  the EU.  In Ireland, infection has historically 
been most commonly identified as VTEC serogroup 
O157.   In addition to E. coli O157, serogroups E. coli 
O26, O103, O145 and O111 can produce verotoxins 
and have been shown to have a higher risk of causing 
HUS.  This year, there has been a pronounced  
increase in infections due to serogroups other than 
VTEC O157. This is partially due to changing  
laboratory practices, with a move to molecular  

methods and detection of  the verotoxins genes  by 
PCR rather than culture of E. coli O157 as a first line 
test on routine stool specimens.  The microbiology 
laboratory at Waterford Regional Hospital has just  
introduced this methodology. This may lead to  
increased detection and notification of non-O157  
serogroups. 
 

Transmission 
Primary transmission of VTECs to humans is through 
ingestion of food or water contaminated with infected 
faeces and by direct contact with an animal carrier.  
Person-to-person transmission is a secondary, but  
significant, mode of transmission.  Recently in Ireland, 
VTEC has been identified in a number of waterborne  
outbreaks and it is not infrequently found in untreated 
private wells.   
 

Clinical features 
Infection with VTEC causes abdominal pain which may 
often be severe (>90%), diarrhoea (severe in >60%) 
and haemorrhagic colitis (>25%).  Cases may be  
asymptomatic. Fever is not a common finding in  
children and is highly unusual in adults.  In children 
headache (50%) and myalgia (25%) are prominent. At 
all ages anorexia is invariable.  So close is the  
association between HUS and VTEC, that each case of 
HUS must be assumed to be caused by VTEC unless 
proven otherwise.  
 

Management of cases 
Diarrhoeal illness: 
The initial management of patients with gastroenteritis 
involves the use of general supportive measures 
(including rest if severe illness), alteration of diet 
(typically brief fasting) and maintenance of hydration. 

VTEC infection should be considered in the differential 
diagnosis of anyone presenting with diarrhoea.  VTEC 
may be suspected on clinical or epidemiological 
grounds (see Clinical Features and Transmission).  
Faecal specimens should be taken from cases with 
acute diarrhoea (whether bloody or not) who: 

• Are especially vulnerable (e.g. the young, the  

 elderly, the frail, the immunocompromised and the 
 pregnant). 

• Have severe or protracted illness. 

• May be part of an outbreak or household/extended 

family spread. 

• Have recently returned from abroad. 

• Have had a biologically plausible exposure. 
 

Acute bloody diarrhoea is a medical emergency  
especially in a child under 16 years of age.  VTEC  
infection should be suspected and faeces always sent 
for testing as quickly as possible in all cases of acute 
bloody diarrhoea without another explanation.    
 

In confirmed, probable or possible VTEC infection: 

• Antibiotics should not be administered.  Children 

and adults may suffer a higher rate of HUS when 
given antibiotics. 

• Anti-motility agents and opioid narcotics should be 

avoided as these have also been associated with a 
risk of HUS or neurological complications. 

• Non-steroidal anti-inflammatory drugs (NSAIDs) 

should be avoided because of their adverse effect 
on renal blood flow. 

 

In confirmed VTEC infection: 

• GPs and front-line clinicians should discuss case 

management, including the use and frequency of 
baseline blood tests with a specialist clinician. 

 

HUS 
Early identification and management of HUS can 
greatly improve the prognosis.  The cardinal features 
of HUS are: 

• Falling urinary output 

• Weakness 

• Lethargy/malaise 

• Sleepiness 

• Pallor 

• Purpura 

• Epistaxis 

• Oedema 
 

The appearance of such features in a case of VTEC 
(particularly if a child or elderly patient) should prompt  



Disease 
 

 
Cases1 

 
Disease 

 
Cases1 

Bacterial Meningitis (not otherwise  
specified) 

3 Measles 5 

Campylobacter infection 291 Meningococcal Disease 12 

Chickenpox – hospitalised cases2 11 Mumps 15 

Chlamydia trachomatis 648 Noroviral infection 75 

Clostridium difficile 191 Pertussis 54 

Cryptosporidiosis 98 Rotavirus 462 

Giardiasis 4 Rubella 2 

Gonorrhoea 59 Salmonellosis 33 

Haemophilis influenza (invasive) 6 Shigellosis 3 

Hepatitis A (acute) 2 Streptococcus group A (invasive) 16 

Hepatitis B acute and chronic 31 Streptococcus pneumoniae (invasive) 113 

Hepatitis C 33 Syphilis 27 

Herpes Simplex (genital) 57 Trichomoniasis 9 

Influenza3 61 Tuberculosis 25 

Legionellosis 0 Typhoid 0 

Leptospirosis 0 Verotoxigenic Escherichia coli infection 25 

Listeriosis 0 Viral encephalitis 2 

Malaria 6 Viral Meningitis 27 

Summary of infectious diseases notified in 2012  

The table above shows cases of infectious diseases notified in the HSE (SE) area only under Infectious  
Disease (Amendment) Regulations 2011 (S.I. No. 452 of 2011). 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. Case definitions for notifiable diseases are available at www.hpsc.ie 
and notification form booklets are available from regional public health department offices, to which  
notifications should be returned. 

1  Provisional data.  
2 Newly notifiable since 1st January 2012.  
3  Influenza figures contain all subtypes.  

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

 

an urgent paediatric/nephrological opinion.  Supportive 
therapy is still the mainstay during the acute phase.  
Antibiotics should be avoided.  
Fluid replacement is a necessity in patients who are  
volume depleted.  Electrolyte imbalance should be  
corrected.  Transfusion may be necessary if the anaemia 
is very severe.  Dialysis is only needed in the more  
severe cases.   
 

Notification of the case and advice on exclusion 
Because it is highly infectious and may lead to severe 
illness, all cases of VTEC, and HUS (even in the absence 
of bloody diarrhoea or other gastrointestinal illness) 
should be notified urgently to the local Department of 
Public Health.  
It is important to determine if the case is aware of  
similar cases suggesting the possibility of an outbreak 
and if the case is in a high risk category for onward 
transmission, i.e.: 

• High risk food-handlers.  

• Health care, preschool nursery or other  care 

staff. 

• Children under 5 years of age attending 

crèche, play groups or other similar groups.  

• Older children and adults who are unable to 

implement good standards of personal  
      hygiene. 
All cases of VTEC should be excluded from work/school 
until symptom free and 48 hours after the first normal 
stool.  Cases in high risk groups should be advised on 
diagnosis that they must not return to work/crèche until 
microbiological clearance is confirmed.   

Once a case has been notified to the Public Health  
Department, contacts of the case and possible  
transmission routes are investigated and managed  
according to national and local guidance on the public 
health management of VTEC infection.   



The uptake rates shown in the table below are for  

children who reached 12 and 24 months in Quarter 2, 

2012.  The uptake of MenC3 at 24 months remains up 

to 10% lower than the uptake of other vaccines at that 

age.  This continues to cause concern.  The target  

uptake rate of 95% was achieved or exceeded in all  

LHOs except Wexford for BCG1 at 12 months and in all 

LHOs for D3 at 24 months. Only Wexford LHO reached 

95% uptake for MMR1 at 24 months and no LHO 

reached 95% uptake rate for D3 at 12 months and PCV3 

at 24 months.  The primary immunisation  

schedule is available at http://www.immunisation.ie 

Public Health Department, 
HSE (SE), Lacken, Dublin Road, Kilkenny. 
Tel: 056 7784142 
© January 2013, Health Service Executive South Eastern Area 
Published by the Communications Department. Reference Number 10-02-0060 

*D3: Three doses of Diphtheria containing vaccine.  In this table, uptake of D3 is indicative 
of uptake of vaccines contained in the 5 in 1 or 6 in 1 combined vaccine.  

Immunisation uptake for children at 12 and 24 months of age  

Local Health 
Office 

% vaccine uptake, Q2 2012 

 BCG1 D3
*
  MenC3 PCV3 MMR1 

 12 
mths 

12 
mths 

24 
mths 

24  
mths 

24 
mths 

24 
mths 

Carlow - Kilkenny 98 90 95 84 90 94 

Tipperary South 98 94 98 88 94 94 

Waterford 96 93 96 86 94 94 

Wexford 94 91 97 89 93 95 

Ireland 80 92 95 85 90 92 

Latest News Useful Resources 
New recommendations for pertussis vaccination 
 

The National Immunisation Advisory Committee has 
issued new recommendations for pertussis vaccination 
of pregnant women and cocooning of pre-term infants 
to protect those who are too young to be fully  
vaccinated. 

Pregnant women who have not received a  
pertussis containing vaccine within the previous 10 
years should be offered Tdap (Boostrix) between 
28 and 32 weeks gestation. 

• Tdap may be offered to women later in pregnancy 

or to unvaccinated women in the week after  
delivery, although this may be less effective. 

• Tdap should be offered to close family contacts of 

infants born before 32 weeks gestation as they 
may not have received protection via maternal  
immunisation.  This includes: 

• Siblings in the household who should have all 

age appropriate vaccinations including Tdap at 
11-14 years 

• Older adolescents and adults who have not  

received a pertussis containing vaccine in the 
previous 10 years who should be offered Tdap 
ideally two weeks before beginning close  
contact with the infant. 

 

Tdap vaccine should be sourced privately for the 
groups outlined above.  This is currently under review 
nationally.  Further information is available at 
http://www.immunisation.ie/en/
HealthcareProfessionals/Pertussis/ 

 Interpretation Service to the HSE (South East) 
 

A telephone interpretation service is available to HSE 
staff and General Practitioners/Dentists in the South 
East who have direct contact with foreign nationals 
who cannot speak/understand/communicate in  
English. This service should be accessed in line with 
policy and procedure of HSE services, as  
established with Managers/Heads of Disciplines. 
 

The service is particularly effective where “hands free” 
telephones are available. In very exceptional  
circumstances it may be necessary to have an  
interpreter on site. However, the on-site service,  
is very costly and should be used only when  
absolutely crucial. 
 

The service in the South East is provided by: 

• Lionbridge Ltd. at Free Phone: (1800) 992 

992 or (01) 202 1200.  

• Access Translations Ltd. at either (021) 

4316022 or (087) 2266376. 
 

A person phoning either of these companies requiring 
an interpreter will receive a return call within  
approximately five minutes from an interpreter with 
the appropriate language.  
 

Lionbridge or Access should be asked to forward  
invoices for the service to: The Finance Manager, HSE 
Waterford Community Services, Cork Rd., Waterford.  


