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Childhood Immunisation Uptake Rates

Welcome
To the sixth edition of our quarterly Infectious Disease Newsletter “ID NOW”. This newsletter consists of the
latest immunisation uptake stats and current up to date information on infectious diseases within HSE North
West. The target audience is GPs and other relevant health care professionals within HSE NW and other HSE
areas.

In the HSE NW uptake of all childhood vaccination at 12 and 24 months have increased substantially over the
last few years, rates are higher than the national uptake rates.

Contact details: Department of Public Health Medicine HSE North West

Bishop Street 3rd Floor Bridgewater House Old St Eunan’s Ward

Ballyshannon Rockwood Parade St Conals

Co Donegal Co Sligo Letterkenny

Co Donegal

Tel: 07198 52900 Tel: 07191 74750 Tel: 07491 04460

Fax: 07198 52901 Fax: 07191 38335 Fax: 07491 04461

The views expressed in this publication are those of the individual contributors and not necessarily those of the HSE NW. The Health Protection Unit (HPU) of the
Department of Public Health Medicine, HSE NW has made all reasonable efforts to ensure that all information in the publication is accurate at time of publication,
however in no event shall the HPU be liable for any loss, injury or incidental, special, indirect or consequential damage or defamation arising out of, or in
connection with, this publication or other material derived from, or referred to in, the publication.

Infectious Diseases in the North West
Volume 1, Issue 6, October 2008

Qtr 2 2007 & Qtr 2 2008 Uptake stats at 24 mths for HSE NW
(children aged 24 mths during this reporting Qtr)

Qtr 2 2007 & Qtr 2 2008 Uptake stats at 12 mths for HSE NW
(children aged 12 mths during this reporting Qtr)

Qtr 2 2008:
DT , Pertussis & Polio 96%, Hib95%, MenC3 &MMR1 93%

Qtr 2 2008:
DT , Pertussis, Hib & Polio all 92%, MenC3 91%
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Current Issues:
Influenza

Recent Outbreaks/Incidents

Influenza is an acute respiratory illness caused by infection with an influenza virus. The illness affects the upper

and/or lower respiratory tract, is usually self limiting with recovery in 2 - 7 days but it can be severe, especially

in the elderly. Complications of influenza can include pneumonia, ear infections, sinus infections, dehydration,
encephalitis and worsening of chronic medical conditions, such as congestive cardiac failure, asthma or

diabetes. Influenza can be fatal with the majority of deaths occurring in those aged over 65 years.

At Risk Groups - Those most at risk are older people and people of any age with a chronic medical condition,

particularly chronic respiratory or cardiac disease. Young children are also at a higher risk of being infected

because they will not have had the opportunity to develop immunity to the virus.

Influenza Vaccine - Influenza vaccine is an inactivated vaccine, containing dead influenza virus. The vaccine

is injected into muscles and stimulates the immune system to produce antibodies to the influenza virus.

Annual immunisation with influenza vaccine is strongly recommended for:

 All people aged 50 years and over.

 Adults and children over 6 months of age with any of the following:

Chronic illness requiring regular follow up such as chronic respiratory disease including cystic

fibrosis, moderate or severe asthma, chronic cardiac disease, diabetes mellitus, chronic liver disease

and chronic renal disease and Immunosuppression due to disease or treatment including those with

missing or non-functioning spleens.

 Children and teenagers on long-term aspirin therapy.

 Residents of nursing homes, old peoples' homes and other long stay facilities .

 Healthcare staff with direct patient contact.

 Carers of those in at risk groups.

 Poultry workers, veterinary inspectors, park rangers and those with likely contact with water fowl (as

this puts them at risk of co-infection with avian influenza).

When should the Influenza Vaccine be given? - The influenza vaccine should be given in
September or October each year. However, it can be given throughout the year. It will take 10 - 14

days for the vaccine to provide protection against influenza.

Can the Influenza Vaccine cause Influenza? No. The influenza vaccine contains no live virus and

therefore cannot cause influenza. Some people may experience mild influenza-like symptoms for up to 48

hours after immunisation as their immune system responds to the vaccine, but this is not influenza.

The influenza Vaccine is free for all the at risk groups but the administration of the vaccine is only
free to those with a medical card.

Source: www.immunisation.ie

Between July and September 2008 the Department of Public Health Medicine dealt with 4 AIG unspecified,

2 Campylobacter, 1 Cryptosporidiosis, 2 E. coli, 1 Norovirus and 1 Salmonellosis outbreak.

More recently incidents managed by the Department have included Mumps outbreaks in both Letterkenny and
Sligo Institutes of Technology. There has also been lead detected in water supplies in the Donegal area.

And finally a major TB contact screening programme was undertaken in Donegal.



What is MRSA?

MRSA stands for Methicillin-Resistant Staphylococcus aureus. MRSA is a subgroup of Staph aureus that is

resistant to a range of antibiotics, including penicillin antibiotics.

Is MRSA treatable?

It is not generally necessary to treat MRSA colonisation or carriage. MRSA are resistant to all “beta-lactam”

antibiotics (for e.g. penicillins and cephalosporins). Most MRSA strains can be treated with antibiotics such as

vancomycin and teicoplanin, and these are usually the drugs of choice for treating serious MRSA infections.

Recently some strains of MRSA have developed resistance to vancomycin and teicoplanin, though such strains

have not been seen in Ireland.

Who is at risk of MRSA infection?

MRSA infections usually occur in hospitals and in particular to vulnerable or debilitated patients, such as

patients in intensive care units, and on surgical wards. Some nursing homes have experienced problems with

MRSA. MRSA does not normally affect hospital staff or family members (unless they are suffering from a

severe skin condition or debilitating disease). In general, healthy people are at a low risk of infection with

MRSA.

How is MRSA spread?

It is most commonly spread via hands, equipment, and sometimes the environment. The most important

infection control measure and the easiest way to help prevent MRSA from spreading within the hospital (and

by extension in the community) is to foster strict adherence to hand-washing policies and other hygiene

practices for all staff and visitors.

How do patients know that they have MRSA?

The MRSA bacteria will have been identified from a swab or other specimen taken from the patient, typically

from the nose, groin or any surgical wound site. If the patient was MRSA-positive on a previous stay in

hospital, it is also possible that they are still MRSA positive.

What happens if a patient has MRSA?

Most patients who have MRSA are colonised and only about one in five will develop an infection. Once MRSA

has been detected, it is important that certain measures are taken to de-colonise the patient and to limit any

further spread of bacteria. Patients with MRSA are usually moved to a single room or dedicated isolation ward

to prevent the spread of the organism to other patients and staff. Staff will wear gloves and gowns to help

prevent contamination of their skin and clothes. Gloves and gowns should be changed for each patient

encounter. Staff and visitors alike should be careful to wash their hands thoroughly before and after visiting a

patient. MRSA is NOT a problem for people visiting sick relatives/friends.

In order to remove the MRSA bacteria from the skin or nose of affected patients, an antibiotic cream may be

applied topically. If a patient has and infection due to MRSA, appropriate antibiotic treatment will be started.

Swabs will be taken intermittently from sites where the bacteria are typically found (e.g. nose, throat, armpit,

wrist, groin, any wounds). These are tested for the presence of MRSA. Usually three consecutively clear sets

of swabs are required before a patient is considered to be free from MRSA.

How common is Staph aureus/MRSA infection in Ireland?

Staph aureus is one of the commonest causes of bloodstream infection (or bacteraemia). In Ireland, there

were 1,394 reports of Staph aureus bloodstream infection from 44 laboratories (covering 100% of the Irish

population) in 2007. Of these, 537 (or 38.5%) were MRSA. This represents a decrease on the 589 (or 42%)

of 1,402 Staph aureus isolates from 42 laboratories that were MRSA in 2006.

Source: www.hpsc.ie, www.hpa.org.uk

MRSA
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If you have any suggestions or items you wish
to see included in future newsletters please

email us at

infoid@hse.ie

*Donegal

Qtr 2 2008

*Sligo/Leitrim

Qtr 2 2008

*North West

Qtr 2 2008

North West

Qtr 2 2007

Acute Infectious Gastroenteritis 106 57 163 120

Campylobacter 19 12 31 29

Cryptosporidiosis 8 11 19 7

E. coli 3 3 6 4

Giardiasis 1 0 1 0

Hepatitis B (acute & chronic) 3 9 12 4

Hepatitis C 1 7 8 5

Influenza 5 4 9 2

Leptospirosis 1 0 1 0

Measles 0 0 0 1

Meningococcal disease 1 1 2 4

Mumps 3 1 4 10

Noroviral infection 14 8 22 2

Rubella 0 1 1 0

Salmonellosis 1 2 3 4

Strep group A infection 0 2 2 1

Strep pneumoniae infection 2 3 5 9

Toxoplasmosis 0 1 1 2

Tuberculosis 1 3 4 7

Viral meningitis 0 0 0 2

Yersiniosis 0 0 0 1

Total 169 125 294 214

* These data are provisional and may change when data is validated at end of 2008

There were no notifications to Public Health of the following ID’s in Qtr 1 2007 or in Qtr 1 2008: Acute Interior poliomyelitis, Anthrax, Bacillus
cereus food-borne infection, Bacterial meningitis (not otherwise specified), Botulism, Brucellosis, Cholera, Clostridium Perfingens (type A)
food-borne disease, Cretutzfeldt Jakob disease, Cretutzfeldt Jakob disease (new variant), Diptheria, Echinococcosis, Hepatitis A, Haemphilus
influenzae disease (invasive), Legionellosis, Listeriosis, Malaria, Paratyphoid, Plague, Q fever, Rabies, Severe Acute Respiratory Syndrome
(SARS), Shigellosis, Smallpox, Staphylococcal food poisoning, Trichinosis.


