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Childhood Immunisation Uptake Rates

Welcome
To the most recent 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 2, Issue 1, January 2009

Qtr 3 2007 & Qtr 3 2008 Uptake stats at 24 mths for HSE NW
(children aged 24 mths during this reporting Qtr)

Qtr 3 2007 & Qtr 3 2008 Uptake stats at 12 mths for HSE NW
(children aged 12 mths during this reporting Qtr)

Qtr 3 2008:
DT , Pertussis & Polio 96%, Hib 95%, MenC3 94% & MMR1 91%

Qtr 3 2008:
DT , Pertussis, Hib & Polio all 92%, MenC3 91%
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Lead

Current Issues
Recent Outbreaks/Incidents

Lead toxicity most frequently results from ingestion or inhalation and rarely from dermal or ocular exposure.

• Short-term exposure causes metallic taste, abdominal pain, sickness, loss of appetite, low blood pressure,
kidney and liver damage.

• Long-term exposure causes anaemia, headaches, irritability, tiredness, muscle weakness, paralysis, kidney
and liver damage and stomach upsets.

• In children, chronic exposure may lead to cognitive deficit, such as a decrease in IQ such effects do not
exhibit a threshold.

• Lead exposure may cause miscarriages or still births or fertility problems in males.

• Lead compounds are probably carcinogenic to humans.

With the decline in combustion of leaded fuel and the phasing out of lead in pipes and paints, industrial
emissions from mining, smelting, recycling or waste incineration are the major source of environmental lead.
Lead in water may result from industrial sources, but urban run off significantly contributes to the total burden
and solid wastes such as ammunition, leaded paints as well as industrial sources all contribute to the levels of
lead found in soil. Flaking paint, paint chips and powdered paint are major sources of lead exposure in young
children. Other domestic sources of exposure include the contamination of food and drink from contact with
utensils such as earth-glazed pottery. Occupational exposure to lead and inorganic lead compounds may
occur in a variety of occupations, including steel welding and spray coating, battery manufacturing or
plumbing. Most people are exposed to lead or lead compounds by eating or drinking contaminated food or
drink. Children are mainly exposed to lead from eating soil.

The harmful effects that may occur from lead largely depend on how much people have been exposed to and
for how long, therefore the amount of lead in the blood is often measured. Eating food or drink or breathing in
air contaminated with lead or lead compounds for a short period usually does not cause any ill effects. In rare
cases nausea, vomiting, diarrhoea or kidney damage may occur. If exposure continues for a long time people
may become anaemic, lethargic and irritable or show other symptoms such as headache, muscle tremors,
kidney or liver damage, nausea, vomiting or high blood pressure. Being exposed to lead for a long time can
also affect both male and female reproduction, leading to miscarriage, stillbirths or premature births. Children
exposed to lead when in the womb or during the first few years of life due to eating paint chips containing
lead, may have a lower IQ, behavioural problems or nerve damage. Children with high amounts of lead in
their bones may have delayed growth. Lead and its compounds are classified as probable carcinogens by the
International Agency for Research on Cancer as lung, bladder and kidney cancer was seen in workers
occupationally exposed to lead.

The recent issue in regard to lead has been in the water supply. Water leaving treatment works is lead free
but it can become contaminated in the supply pipes. The vast majority of main supply pipes, the large pipes
in the street, are either iron or plastic. A few towns may have old lead pipes but the population affected by
this is very small. When the water leaves the main supply pipe it goes into service pipes and ends at the
consumers tap. In some small instances the service pipe may be lead and the water pipes in the premises
may be lead. Properties built or renovated since the 1970’s should be lead free.

At present lead in water has to be less than 25µg/L and by the year 2013 it has to be less than 10µg/L.
Water is tested by taking a sample from the kitchen cold tap. If the lead level is less than 25µg/L the water
can be consumed. If the level is higher than this the supply cannot be used for consumption. The water can
be used for washing and hygiene purposes. If an individual in the premises has being consuming water with
high lead levels for a prolonged period then blood lead levels should be measured. For further advice
regarding lead in water please contact the Department of Public Health.

Source: www.hpa.org.uk

Between October and December 2008 the Department of Public Health Medicine dealt with 4 AIG unspecified,
5 Mumps, 3 Norovirus and 1 Varicella outbreak. The 5 mumps outbreaks includes the Sligo Institute of
Technology outbreak which is still ongoing. Recently there have been some cases of Influenza at a rate of
109.6 per 100,000 for the North West which is similar to that of the national rate. We have also seen a rise in
Streptococcus Pneumoniae infection secondary to influenza cases.



General advice - Diarrhoea and vomiting can be caused by infections or non-infectious agents. All cases of gastroenteritis
should, however, be regarded as infectious unless good evidence suggests otherwise. A liquid stool is more likely than a
formed stool to contaminate hands and the environment, and is consequently at greater risk of spreading faecal pathogens.
Vomit, like liquid stool, may be highly infectious. Treatment mainly consists of general supportive measures such as
maintaining hydration. With certain exceptions, specific treatment directed against the infective organism is usually not
appropriate. Cases at home should be nursed with enteric precautions (see below). Cases and excreters should always be
advised on personal hygiene. It is important to ensure that schools and institutions have adequate hand-washing facilities
(see below) and that the toilet hygiene of young children, people with learning disabilities and the elderly mentally infirm is
supervised.

Enteric precautions
Hand washing - Thorough hand washing with soap (preferably liquid) in warm running water, and drying, is the most
important factor in preventing the spread of gastro intestinal infections. Doctors, nurses, relatives, and other carers must
wash their hands after dealing with sick people, handling their clothes or bedding, having contacts with sick room
equipment, and after removing disposable gloves. Everyone (carers and sick people) should always wash their hands after
going to the toilet or changing babies’ nappies and before preparing or serving food or eating meals. Towels should not be
shared. All institutions and schools should be encouraged to use liquid soap and disposable hand towels or air dryers.
Alcohol hand gel may have a role in certain circumstances, particularly during outbreaks in institutional settings.

Disposal of excretions and soiled materials - At home, sick people should normally use a flush toilet. If a urinal,
commode pan or bedpan has to be used, carers should wear disposable plastic or rubber gloves and wash their hands
thoroughly after attending the patient, after removing the gloves. Ideally, disposable plastic aprons will also be used when
dealing with excretions and soiled materials or during cleaning. Aprons and gloves may be disposed of by placing them in a
plastic bag, sealing the neck and placing with solid waste. Soiled clothing and bed linen should be washed separately from
other clothes in a domestic washing machine at the highest temperature that they will tolerate (e.g. 60°C plus for linen).
If the amount of soiling makes it impractical to put the soiled items straight in, as much faecal material as possible should
be scraped off into the toilet bowl (before the laundry is placed in the washing machine). A pre-wash cycle of the washing
machine may then be used. Thorough hand washing is required after handling soiled linen or clothing.

Spillages - Any spillage or contamination with faeces, vomit, or urine should be dealt with immediately. Absorbent material
such as paper towels, tissues, or sawdust may be used to limit the spread of liquid soiling. Cleaning the soiled area with
hot water and detergent is usually adequate. Again, disposable plastic or rubber gloves and a disposable apron should be
worn if available. After clearing vomit or diarrhoea from carpets it is best to clean the area with a proprietary carpet
shampoo or steam cleaner, if available.

Decontamination - Toilet seats, flush handles, wash-hand basin taps, surfaces and toilet door handles should be cleaned
at least daily or more often, depending on use with hot water and detergent. Commercial sanitising sprays and cleaners or
alcohol based wipes may be used on toilet seats and other surfaces after visible soiling has been removed by thorough
cleaning. Household bleach (diluted 1:10 for soiled surfaces and 1:100 for other hard surfaces) is also highly effective. All
these precautions are especially important in schools, nursery schools and residential institutions. Ideally mops with
disposable heads should be used and mop heads should be disposed of at the end of the episode of illness.

Education - Everyone should be instructed in personal hygiene and in the hygienic preparation and serving of food. This
teaching should be reinforced in those suffering from, or who are contacts of sick people with, intestinal infections. As well
as verbal instruction, written material should be available for professional carers (e.g. managers of nurseries, residential
homes etc). Suitable written material should also be available for teachers, parents and carers in the home environment.

Exclusions from work, school and other institutional settings - The guidance given here may require the exercise of
discretion. The circumstances of each case, excreter, carrier, or contact should be considered individually and factors such
as type of employment, provision of sanitation, facilities at work school or other institution, and standards of personal
hygiene should be taken into account. In some situations it will be necessary to recommend temporary exclusion from work
or school (e.g. E coli O157) or transfer a worker temporarily to duties in which he/she does not pose a special risk, or to
make special sanitary arrangements in schools and institutions to reduce the risk. Once an individual fulfils the criteria for
clearance he/she should no longer be considered a risk and should be allowed to return to normal working. All such
decisions need to be justified, however, and particularly if they differ from the advice here, should be made only after a
careful assessment of the risk of further spread.

ALL cases of gastroenteritis should be regarded as potentially infectious and should normally be excluded,
from work, school or other institutional settings, at least until 48 hours after the person is free from diarrhoea
and/or vomiting.

Groups that pose an increased risk of spreading infection: It is particularly important to assess infected people who
belong to one of the four groups for whom special action should be considered.

Group A: Any person of doubtful personal hygiene or with unsatisfactory toilet, hand-washing or hand drying facilities at
home, work or school.
Group B: Children who attend pre-school groups or nursery.
Group C: People whose work involves preparing or serving unwrapped foods not subjected to further heating.
Group D: Clinical and social care staff who have direct contact with highly susceptible patients or persons in whom a
gastrointestinal infection would have particularly serious consequences.
People who do NOT pose an increased risk - People not in the above risk groups present a minimal risk of spreading
gastrointestinal illness and may return to any form of work from 48 hours after they have recovered clinically and their
stools have returned to normal consistency. With certain exceptions, most notably infections with Vero cytotoxin-producing
Escherichia coli and typhoid/paratyphoid, microbiological clearance is unnecessary. For further detailed advice please
contact your Community Infection Control Nurse.

Source:www.hpa.org.uk

Gastroenteritis Management
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*Donegal

Qtr 3 2008

*Sligo/Leitrim

Qtr 3 2008

*North West

Qtr 3 2008

North West

Qtr 3 2007

Acute Infectious Gastroenteritis 41 17 58 20

Bacterial Meningitis (not specified) 0 1 1 0

Campylobacter 14 12 26 31

Cryptosporidiosis 2 7 9 9

E coli 7 3 10 **59

Giardiasis 0 1 1 0

Hepatitis B (acute & chronic) 2 4 6 3

Hepatitis C 1 6 7 3

Leptospirosis 1 0 1 1

Listeriosis 0 0 0 1

Malaria 1 0 1 0

Measles 1 0 1 0

Meningococcal disease 1 0 1 3

Mumps 3 3 6 10

Noroviral infection 1 8 9 7

Pertussis 3 0 3 2

Salmonellosis 8 3 11 9

Shigellosis 0 2 2 0

Strep group A infection 0 0 0 1

Strep pneumoniae infection 3 3 6 0

Tuberculosis 1 0 1 4

Viral meningitis 0 0 0 1

Total 90 70 160 164

* This data is provisional and may change when data is validated during 2009. ** 51 (inc 47 probable cases) out of the 59 cases were
related to an E coil outbreak in August 2007.

There were no notifications to Public Health of the following ID’s in Qtr 3 2007 or in Qtr 3 2008: Acute Interior poliomyelitis, Anthrax, Bacillus
cereus food-borne infection, 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), Influenza,
Legionellosis, Paratyphoid, Plague, Q fever, Rabies, Rubella, Severe Acute Respiratory Syndrome (SARS), Smallpox, Staphylococcal food
poisoning, Tetanus, Toxoplasmosis, Trichinosis, Tularemia, Typhoid, Typhus, Viral encephalitis, Viral haemorrhagic fevers, Yellow fever,
Yersinosis.


