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While the majority of cases occur in 
hospitals, there has been an increase 
in the number of cases occurring in 
nursing homes and in the community.  
 
Symptoms 
CDAD usually presents as watery 
diarrhoea, abdominal cramps, fever 
and leucocytosis, occurring after 
recent antibiotic therapy. Pseudo-
membranous colitis is the most 
severe manifestation of disease.  
 
Diagnosis and treatment 
Diagnosis should be suspected in any 
patient who develops diarrhoea within 
2 months of antibiotic use or 72 hours 
of hospital admission.  
 
Diagnosis is usually confirmed by 
stool (sample, not swab) assay for C. 
difficile toxin, although histological 
examination of the intestine may also 
help to confirm a diagnosis.  
 
Most pat ients improve once 
ant ib io t ics  are d iscont inued. 
Sometimes, specific treatment with 
metronidazole or vancomycin is 
required. 
 
Pathogenesis 
The primary reservoirs of C. difficile 
include colonised or infected patients 
and contaminated environments and 
surfaces within healthcare facilities. 
Colonic bacterial flora in a healthy 
adult is generally resistant to C. 
difficile colonisation. However, if the 
normal colonic flora is altered such as 
through antibiotic use, the risk for 
colonisation after exposure is 
increased.  
 
Although most antibiotics have been 
i m p l i c a t e d ,  c e p h a l o s p o r i n s 

(par t i cu la r l y  3 rd-genera t ion) , 
penicillins (particularly ampicillin and 
amoxicillin), clindamycin, and 
f luoroquinolones  (especia l l y 
moxifloxacin and gatifloxacin) pose 
the highest risk.  
C. difficile-induced colitis may also 
follow use of certain antineoplastic 
drugs. 
 
Transmission 
C. difficile is transmitted from patients 
symptomatic with CDAD either 
directly, via the hands of healthcare 
workers, through the accumulation of 
spores in the environment or on 
contaminated fomites such as 
commodes.  
 
C. difficile spores can also be found in 
the environment surrounding a patient 
including areas around their bed, the 
toilet areas, sluices, commodes, 
bedpan washers, floors etc.  These 
spores can survive in the environment 
for a long time.  
 
Prevention 
C. difficile can be prevented by 
sensible antibiotic prescribing, 
standard infection control procedures, 
isolation of patients with C. difficile 
and environmental cleaning of areas 
with cases of C. difficile with a neutral 
detergent and a sporicidal disinfectant  
(e.g. hypochlorite solution 1000 ppm).  
 
Importance of hand hygiene 
One o f  the  most  e f f ec t i ve 
interventions in the prevention of 
healthcare-associated infections 
including CDAD is good hand 
hygiene. It is important to note that 
none of the agents used in antiseptic 
hand-wash (including alcohols, 
chlorhexidine, idophors or triclosan) 

or antiseptic hand-rub preparations 
are reliably sporicidal against 
Clostridium species.   
Therefore after caring for a patient 
with CDAD the 
healthcare 
worker should 
wash his/her 
hands with soap 
and water.  
 
Further information 
The HPSC website (www.hpsc.ie) 
has an excellent section on C. difficile 
with useful fact sheets, presentations 
and articles on the management of 
patients with CDAD. 
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Activity Summary An invasive pneumococcal disease 
(IPD) typing project was established 
in April 2007, prior to the introduction 
of the 7-valent pneumococcal 
conjugate vaccine (PCV7) to the 
childhood immunisation schedule in 
September 2008. It is a collaborative 
project between RCSI/Beaumont, the 
Children’s University Hospital, Temple 
Street and the Health Protection 
Surveillance Centre (HPSC).  
 
Since PCV7 was introduced to the 
childhood immunisation programme, it 
has had a dramatic impact in reducing 
the incidence of IPD cases particularly 

in children <2 years of age. The 
incidence of the disease due to 
serotypes covered by PCV7 declined 
by 75% in children <2 years of age 
and by 42% in the remainder of the 
population. A fall in the overall burden 
of IPD (all serotypes included) both in 
young children and in the total 
population has also been seen. 
 
Two PCV7 vaccine failures have 
occurred; both in children <4 years of 
age. Nineteen percent of invasive S. 
pneumoniae isolates were penicillin 
non-susceptible (PNSP). Serotype 9V 
accounted for 30% of PNSP isolates. 

It is important that the Department of 
Public Health is notified of IPD cases 
to ensure prompt investigation and 
establishment of the vaccination 
status of the case.  
 
The IPD typing project continues in 
2010 and the Department of Public 
Health would be obliged for your 
continued efforts in forwarding S 
pneumoniae isolates to Beaumont 
Hospital for typing.  Alternatively you 
can contact Dr Imelda Vickers: 
Tel.: 01-8784854  or email:  
imelda.vickers@cuh.ie for further 
details.  

Serotype Distribution of Streptococcus pneumoniae in Ireland 

Disease Number Disease Number 
Acute infectious gastroenteritis 196 Malaria 2 
Bacterial meningitis (not otherwise specified) 1 Meningococcal disease 3 

Campylobacter infection 27 Mumps 4 

Chlamydia  36 Noroviral infection 5 

Cryptosporidiosis 9 Rubella 1 

Enterohaemorrhagic Escherichia coli 1 Salmonellosis 23 

Gonorrhoea 2 Streptococcus pneumoniae infection (invasive) 7 

Haemophilus influenzae disease (invasive) 1 Syphilis 4 

Hepatitis A (acute) 1 TB 4 

Hepatitis B (acute and chronic) 4 Toxoplasmosis 2 

Hepatitis C 20 Trichomoniasis 3 
Herpes Simplex - (Genital) 1 Viral meningitis 1 

* All data are provisional 

C. difficile is increasingly regarded worldwide as one of the commonest healthcare-
associated infections.  The spectrum of C. difficile infection ranges from asymptomatic 
colonisation to potentially fatal colitis. 



An outbreak of Salmonella Typhimurium DT8 has been 
ongoing in Ireland since the latter part of 2009.   
 
By the end of August 2010, 19 cases of DT8 were 
identified as part of this outbreak and 14 of these occurred 
since the beginning of the year. Initially it appeared that 
this outbreak was confined to Ireland, however, in the last 
month or so the UK also noticed an upsurge in DT8 cases.  
 
Symptoms 
The symptoms of Salmonella infection can include 
diarrhoea, stomach cramps, vomiting and fever. 
Occasionally, the illness can be severe, especially in 
children and the elderly.  
 
Suggested link to duck egg consumption 
Descriptive epidemiological investigations suggest a link 
with consumption of duck eggs.  
 
The Food Safety Authority of Ireland is working closely 
with the Department of Agriculture, Fisheries and Food, 
the Health Service Executive and various local authorities 
in an effort to trace the possible source of the infection and 
to control this outbreak and prevent further cases. They 
have put in place extensive control measures regarding 
duck egg production, including  distribution of point of sale 
notices to all duck egg retailers warning consumers to 
cook duck eggs thoroughly.  Similar notices were posted in 

nursing homes and hospitals.  
 
Advice to the public 
Press releases have been issued 
to the public advising consumers 
to only consume duck eggs that 
have been thoroughly cooked 
and to cease using raw duck 
eggs in any dishes that will not be 
cooked prior to eating.  
 
It is also recommended that good hygiene practices are 
followed, such as washing hands and preparation surfaces 
after handling or using duck eggs to prevent cross 
contamination. The risk posed by eating raw cake batter 
was also highlighted. 
 
Contact Public Health 
Clinicians are advised to contact the Department of Public 
Health (057 93 59891) if they become aware of cases of 
foodborne illness that could be caused by duck eggs. 
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Information leaflet on tick bites and Lyme disease  
What is Lyme disease? 
Lyme disease is caused by the bacterium Borrelia 
burgdorferi which is spread by the bite of a tick.  
 
Ticks are frequently found in woodland, 
moorland and other grassy areas, where 
they feed on the blood of mammals (e.g. 
deer) and birds. They are usually found 
close to the ground, especially in moist, 
shaded areas.  
 
Ramblers, campers, mountain bikers, and people who 
work or walk in forested/grassy areas are at greatest risk 
of being bitten. However, the risk of contracting Lyme 
disease is low.  
 
Symptoms 
The first symptom of Lyme disease is often a rash 
(erythema migrans) that is seen in about 80-90% of 
patients.  
 
This red, raised skin rash (often called a 
bull’s-eye rash) develops between 3 days 
and a month after a tick bite and spreads 
outwards from the initial bite site. This rash 
can last up to a month and be several inches 
in diameter. Most cases are mild but 
occasionally a severe form can develop with heart and 
nervous system involvement.  

Treatment 
Treatment usually consists of antibiotics such as 
doxycycline or amoxicillin which are effective at clearing 
the rash and helping to prevent the development of 
complications.  They are generally given for up to three 
weeks. If complications develop, intravenous antibiotics 
may need to be used. 
 
Awareness raising 
To increase awareness of Lyme disease 
the Health Protection Surveillance 
Centre (HPSC) published a poster 
and information leaflet on 'Protecting 
yourself against Tick Bites and Lyme 
Disease'. These are available on  
http://www.hpsc.ie/hpsc/A-Z/
Vectorborne/LymeDisease/
Publications/ 
 
Further information is available from the websites of the 
UK's Health Protection Agency and the US's Centers for 
Disease Control and Prevention. The  European Center for 
Disease Prevention and Control also has an excellent 
section on Lyme disease and has a very useful fact sheet 
for health professionals. 
 
Images:  
Tick isolated on white © Sergeytoronto | Dreamstime.com 
Bull’s eye rash courtesy of CDC/James Gathany 
Tick Bites and Lyme Disease courtesy of  www.hpsc.ie 
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Nationwide Salmonella Typhimurium DT8 outbreak linked to duck eggs 

This article reviews the evidence regarding the diagnostic 
value of the classic symptoms of pertussis – paroxysmal 
cough, posttussive emesis and inspiratory whoop.  The 
authors concluded that the presence of posttussive 
emesis and respiratory whoop modestly increase the 
likelihood of pertussis infection. 
 
The diagnosis of pertussis (caused by Bordetella 
pertussis) is often overlooked when an adult or teenager 
presents with a prolonged cough. While pertussis is 
predominately a childhood illness, in recent years there 
has been an increase in the number of cases in teenagers 

and adults due to waning immunity that can occur over 
time after vaccination. Infected adults may then spread the 
disease to un-immunised children and infants in whom the 
disease can be fatal.  
 
Diagnosis can be confirmed with the isolation of B. 
pertussis from a nasopharyngeal swab. Treatment with a 
macrolide antibiotic, such as erythromycin, begun early in 
the course of the illness can help reduce the duration and 
severity of illness and reduce the spread of infection. 
Close contacts should receive chemoprophylaxis and be 
vaccinated if un-immunised or partially immunised.  

In the News 
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Does this coughing adolescent or adult patient have pertussis?  (JAMA, August 25, 2010 - Vol.304, No.8) 

The seasonal influenza campaign will commence in October 2010. 
 
The 2010/2011 seasonal influenza vaccine is strongly recommended for: (the BOLD text below indicates new groups for 2010/2011) 

•     all those aged 65 years and older  
•     adults and children over 6 months of age with any of the following 

o  chronic illness requiring regular follow-up (e.g. chronic respiratory disease including cystic fibrosis, moderate 
or severe asthma, chronic heart disease, chronic neurological disease,  diabetes mellitus, chronic liver 
disease, chronic neurological disease including multiple sclerosis, hereditary and 
degenerative disorders of the central nervous system etc) 

o  those who are immuno-suppressed due to disease or treatment including 
those with missing or non functioning spleens 

•     children and teenagers on long-term aspirin therapy   
•     children with any condition (e.g. cognitive dysfunction, spinal cord injury, seizure 

disorder, or other neuromuscular disorder) that can compromise respiratory function 
especially those attending special schools/ day centres 

•     those with morbid obesity i.e. Body Mass Index over 40 
•     residents of nursing homes, old peoples’ homes and other long stay facilities  
•     healthcare staff  
•     carers who have direct patient contact 
•     pregnant women with chronic medical conditions requiring regular follow up or who are immuno-compromised due to 

disease or treatment at any stage of pregnancy 
•     ALL pregnant women at any stage of pregnancy and up to 6 weeks post partum who are not in a medically 

at risk group and who have not already received pandemic (H1N1) 2009 vaccine  
•     people who have close, regular contact with pigs, poultry or water fowl 

 
Please note that two doses of seasonal influenza vaccine (given 4 weeks apart) are recommended for  

o  children under 9 years of age in any of the above at-risk groups, who have not previously received seasonal 
influenza vaccine 

o  those aged over 6 months and older who are immuno-suppressed due to disease or treatment who have not 
previously received seasonal influenza vaccine 

 
Payment 
Seasonal influenza vaccine is provided free for all those aged 65 years and over, all those in the above at-risk groups and 
healthcare staff.  Those who do not have a medical card or GP visit card will be liable for your consultation fee.  Claims for 
the vaccination of medical card or GP visit card holders of the groups outlined above can be made through the PCRS. 
 
Further information 
Frequently Asked Questions for Healthcare Professionals administrating the seasonal flu vaccine can be downloaded from 
the Health Service Executive’s Immunisation Website (www.immunisation.ie).  This website will also have further information 
and materials available to download, so please continue to check it out during the course of the campaign. 
 

This year the seasonal flu vaccine will protect against the Pandemic H1N1 2009 virus 

Seasonal Influenza Campaign 2010/2011  
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While the majority of cases occur in 
hospitals, there has been an increase 
in the number of cases occurring in 
nursing homes and in the community.  
 
Symptoms 
CDAD usually presents as watery 
diarrhoea, abdominal cramps, fever 
and leucocytosis, occurring after 
recent antibiotic therapy. Pseudo-
membranous colitis is the most 
severe manifestation of disease.  
 
Diagnosis and treatment 
Diagnosis should be suspected in any 
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Diagnosis is usually confirmed by 
stool (sample, not swab) assay for C. 
difficile toxin, although histological 
examination of the intestine may also 
help to confirm a diagnosis.  
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Sometimes, specific treatment with 
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required. 
 
Pathogenesis 
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normal colonic flora is altered such as 
through antibiotic use, the risk for 
colonisation after exposure is 
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i m p l i c a t e d ,  c e p h a l o s p o r i n s 

(par t i cu la r l y  3 rd-genera t ion) , 
penicillins (particularly ampicillin and 
amoxicillin), clindamycin, and 
f luoroquinolones  (especia l l y 
moxifloxacin and gatifloxacin) pose 
the highest risk.  
C. difficile-induced colitis may also 
follow use of certain antineoplastic 
drugs. 
 
Transmission 
C. difficile is transmitted from patients 
symptomatic with CDAD either 
directly, via the hands of healthcare 
workers, through the accumulation of 
spores in the environment or on 
contaminated fomites such as 
commodes.  
 
C. difficile spores can also be found in 
the environment surrounding a patient 
including areas around their bed, the 
toilet areas, sluices, commodes, 
bedpan washers, floors etc.  These 
spores can survive in the environment 
for a long time.  
 
Prevention 
C. difficile can be prevented by 
sensible antibiotic prescribing, 
standard infection control procedures, 
isolation of patients with C. difficile 
and environmental cleaning of areas 
with cases of C. difficile with a neutral 
detergent and a sporicidal disinfectant  
(e.g. hypochlorite solution 1000 ppm).  
 
Importance of hand hygiene 
One o f  the  most  e f f ec t i ve 
interventions in the prevention of 
healthcare-associated infections 
including CDAD is good hand 
hygiene. It is important to note that 
none of the agents used in antiseptic 
hand-wash (including alcohols, 
chlorhexidine, idophors or triclosan) 

or antiseptic hand-rub preparations 
are reliably sporicidal against 
Clostridium species.   
Therefore after caring for a patient 
with CDAD the 
healthcare 
worker should 
wash his/her 
hands with soap 
and water.  
 
Further information 
The HPSC website (www.hpsc.ie) 
has an excellent section on C. difficile 
with useful fact sheets, presentations 
and articles on the management of 
patients with CDAD. 
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by 75% in children <2 years of age 
and by 42% in the remainder of the 
population. A fall in the overall burden 
of IPD (all serotypes included) both in 
young children and in the total 
population has also been seen. 
 
Two PCV7 vaccine failures have 
occurred; both in children <4 years of 
age. Nineteen percent of invasive S. 
pneumoniae isolates were penicillin 
non-susceptible (PNSP). Serotype 9V 
accounted for 30% of PNSP isolates. 

It is important that the Department of 
Public Health is notified of IPD cases 
to ensure prompt investigation and 
establishment of the vaccination 
status of the case.  
 
The IPD typing project continues in 
2010 and the Department of Public 
Health would be obliged for your 
continued efforts in forwarding S 
pneumoniae isolates to Beaumont 
Hospital for typing.  Alternatively you 
can contact Dr Imelda Vickers: 
Tel.: 01-8784854  or email:  
imelda.vickers@cuh.ie for further 
details.  

Serotype Distribution of Streptococcus pneumoniae in Ireland 

Disease Number Disease Number 
Acute infectious gastroenteritis 196 Malaria 2 
Bacterial meningitis (not otherwise specified) 1 Meningococcal disease 3 

Campylobacter infection 27 Mumps 4 

Chlamydia  36 Noroviral infection 5 

Cryptosporidiosis 9 Rubella 1 

Enterohaemorrhagic Escherichia coli 1 Salmonellosis 23 

Gonorrhoea 2 Streptococcus pneumoniae infection (invasive) 7 

Haemophilus influenzae disease (invasive) 1 Syphilis 4 

Hepatitis A (acute) 1 TB 4 

Hepatitis B (acute and chronic) 4 Toxoplasmosis 2 

Hepatitis C 20 Trichomoniasis 3 
Herpes Simplex - (Genital) 1 Viral meningitis 1 

* All data are provisional 

C. difficile is increasingly regarded worldwide as one of the commonest healthcare-
associated infections.  The spectrum of C. difficile infection ranges from asymptomatic 
colonisation to potentially fatal colitis. 
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