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More and more Irish people are enjoying holidays in far-
flung and exotic locations around the World. It should be
borne in mind that there is sometimes a requirement for
vaccination against specific diseases, depending on where
you go, e.g. Yellow fever. Some vaccinations are just
recommended for certain destinations, e.g. typhoid,
hepatitis A or B. For travel to other regions of the World,
some prophylactic measures are recommended, e.g. against
malaria. Good advice on avoiding the risk of some diseases
is also provided by Travel Health Clinics around Ireland.

A travel health brief is available from the Travel Clinic, Royal
College of Surgeons, Dublin who run an information line -
1560 147000 (Premium rate). Explore the recommendations
in good time before travelling as some vaccines require to
be administered well in advance of departure to provide full
protection.

At home and abroad, if you are sexually active, it is
advisable to take precautions to protect against sexually
transmitted infections.

Between January 2000 and May 2002, 458 cases of syphilis have
been notified to the National Disease Surveillance Centre1. Of
these, 323 were early (infectious) syphilis. Of these early cases,
six were reported from the MWHB. The majority of cases are
men who have sex with men. Regional figures should be
interpreted with caution as service varies and some people seek
testing outside their area of residence.

In recent months there has been concern expressed at the
apparent rise in levels of sexually transmitted infections (STIs) in
Ireland (see Figure 2). There may be a number of reasons for
this increase; more awareness, better diagnostic procedures and
routine services and a genuine increase in the incidence of
infection. Data on STI rates are interpreted with caution
because not all health board areas offer clinics. Data collected
from clinics and published by the NDSC illustrate the trend in
notifications of STIs in Ireland.

Figure 2: STI notifications in Ireland 1989-2000 (Source: NDSC)

In 2000, the MWHB reported 1146 of the 8869 STIs notified 
nationally. Rates of bacterial infection with chlamydia and
gonorrhoea are high and still rising. The single greatest cause of
STI notified was ano-genital warts in all regions providing
services. Many STIs may not be readily apparent with symptoms,
especially in women. The long-term consequences of infection
with specific human papilloma virus (genital warts) and
Chlamydia trachomatis can be very serious in women. Syphilis
continues to be a concern, especially in men who have sex with
men. Rotterdam is the latest European city to report an
outbreak of syphilis, occurring in the latter half of 2001.2

1 Domegan L et al. Enhanced surveillance of syphilis. EPI-INSIGHT 2002; 3: 7.
2. Eurosurveillance Weekly 28th March 2002.

A measles epidemic has been reported in the Campania
region of southern Italy 1. Like Ireland, surveillance of
measles in Italy is routinely through statutory notifications.
As under-reporting is common a Paediatric Sentinel
Surveillance System (SPES) was implemented starting in
January 2000. After four years of low incidence, SPES
detected an increase of measles incidence in February 2002.
The area most affected was Campania, where measles
vaccination coverage is poor. An estimated 24,000 cases of
measles occurred in the region between January and May of
2002. Thirteen children developed encephalitis, and three
children died. The highest incidence was among children
aged 5 to14 years. MMR vaccine was introduced in Italy in
the 1980s, but uptake has been low, 80% in 2000 at 24
months of age, and lower than 60% in many areas in the
south of the country. In the Campania region MMR coverage
was estimated to be 53% by two years of age. 
The outbreak may raise concerns about travelling to Italy.
The advice to all parents, whether or not they are taking
their children to Italy, is to have their children immunised
with the MMR vaccine. 

1. Epidemic measles in the Campania region of Italy leads to 13 cases of 

encephalitis and 3 deaths. Eurosurveillance Weekly [serial online] 2002
[cited 3 July 2002]; 6 (26): 1 July 2002. Available at
<http://www.eurosurv.org/2002/020627.html>.

The MWHB regional multi-disciplinary committee on the
Strategy for Control of Antimicrobial Resistance in Ireland
(SARI) met for the first time on June 10th 2002. Issues
relating to infection control, antimicrobial resistance
surveillance, antibiotic guidelines, healthcare associated
infection surveillance, measuring antimicrobial usage and
prescribing in the community and in hospital setting were
discussed.

The National Disease Surveillance Centre has published new
data on resistance in Escherichia coli and Enterococcus
faecium and Enterococcus faecalis isolated from blood for
the first three months of 2002. The results from 17
laboratories in Ireland, demonstrate low to moderate
resistance in E.coli, with the exception of ampicillin which is
consistently high across Europe (66%). Of 34 isolates tested
for extended spectrum betalactamases (ESBLs), none were
producers. Forty-two isolates of E. faecalis and 20 isolates
of E. faecium were analysed, 2.4% and 10% vancomycin
resistance, respectively, was reported, however, numbers are
small. Resistance in Staphylococcus aureus to methicillin
remains high at 41.6% and "non-susceptibility" in
Streptococcus pneumoniae to penicillin was 5.6%.

An historic decision to certify the European Region of the
World Health Organization (WHO) polio-free was announced in
Copenhagen in June 2002. For some 870 million people, this
decision is seen by some as the most important public health
milestone of the new millennium. The European Region (which
includes Ireland) has been free of indigenous poliomyelitis for
over three years. However, poliovirus from polio-endemic
countries remains a threat. Polio is a highly infectious disease
caused by a virus that mainly affects children under five years
of age. There is no cure, it can only be prevented. Polio
vaccine can protect a child for life from this disabling illness.

Head lice are small, six-legged wingless insects, which spread
from head to head. Children who have head to head contact,
either at school or during play, are most commonly affected.
As schools reopen in September the number of children
affected increases.  Head lice may be detected at routine hair
washing by using a wide toothed comb to straighten and
untangle the hair and then switching to a fine-tooth comb to
check the whole head for lice. Treatment should be
undertaken when live head lice are found. There are two
treatment options (neither will protect against re-infection).

Option 1: Medicated lotions and shampoos - available from 
pharmacies without prescription. Treat all family 
members found to have live lice at the same time.

Option 2: Physical Removal - Methodically combing through 
the hair and physically removing any lice found. 
Four sessions over two weeks are required to clear 
lice. If re-infection occurs, twice weekly sessions 
must continue.

In schools it is often helpful to adopt a whole-school
approach, where all parents check their children on the same
evening/week-end and treat as needed. School principals may
write to all parents advising them do so. All family members
should be checked at the same time and treated if necessary.

Some parents may feel that the issues around immunisation, in
general, and MMR in particular pose a real dilemma for them
about what is best for their child. The sustained negative
media coverage and high-profile public debates over the last
few years have also left many health professionals asking
searching questions about MMR. These concerns have
contributed to a decrease in the uptake of MMR vaccine and
the re-emergence of these diseases in our population. There
has been notification of three cases of whooping cough
(pertussis) so far this year - it is likely that this underestimates
the level of disease in the community. Vaccination uptake has
improved but still falls short of the target to contain the
disease, see Figure 1.

An MMR discussion pack aims to help professionals and
parents review the evidence around MMR and will help to
provide the basis for informed decision-making. It sets out the
facts about the most common concerns about MMR vaccine in
a way that helps them to explore these concerns together. Nine
main questions are covered and each question outlines the
basic facts plus Key Notes for parents, together with Additional
Notes for health professionals, which are fully referenced.
Whilst the Additional Notes are essentially for health
professionals, the information is presented in such a way as to
allow full discussion between health professionals and parents,
on each issue.

The format allows for exploration of all the issues. As much, or
as little, of the information can be photocopied to take away,
as desired. Contact the Department of Public Health if you
would like a copy. In the summer of 2001, the Department of
Public Health in the Southern Health Board carried out a study
looking into the attitudes and knowledge of parents and
professionals in regard to vaccination. The findings and
recommendations make interesting reading. It highlights
genuine fear, concern and mistrust in parents, confusion among
professionals and criticism of a lack of information and
logistical difficulties in providing vaccinations.

Europe Region is declared
polio free

Figure 1: Percentage uptake of DTP, Polio, Hib and MMR at
24mths in MWHB. (D3-Diphtheria T3-Tetanus P3=Pertussis 
(3 doses), Hib-H. influenzae b MMR=Mumps Measles Rubella).
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Seat Belts Saves Lives - Adults & Children

Table 1 shows a summary of the weekly notifications received to
the Department of Public Health for the first six months of 2002.
Clinicians and general practitioners are asked to notify the local
Senior Area Medical Officer in each community care area of all
occurrences of specific diseases, scheduled under infectious
disease legislation.

Table 1: Notifications of infectious disease in the Mid-Western
Health Board, January to June 2002 (excludes Tuberculosis B and
other hepatitis).

Disease Notifications

Acute viral meningitis 1 Malaria 1

Bacterial Meningitis* 10 Measles 8

Brucellosis 1 Rubella 2

Food Poisoning** 4 Salmonellosis**** 4

Gastroenteritis*** 17 Viral Hepatitis Type A 1

Infectious Mononucleosis 41 Viral Hepatitis Type B 19

Infectious Parotitis (Mumps) 1 Whooping Cough 3

Leptospirosis 1

Total 114

* (including meningococcal septicaemia)
** (bacterial other than salmonella)
*** (when contracted by children under 2 years of age)

**** (other than typhoid or paratyphoid)

There were 22 cases of campylobacter enteritis confirmed in the
MWHB between February and June this year. Nine cases of
salmonella gastroenteritis were confirmed, mostly Salmonella
Typhimurium in the same period. Two isolates of salmonella (S.
Dublin and S. Stanley) were isolated from blood culture in two
individuals. In June, PROMED reported an outbreak of
salmonellosis in the Catalonian region of Spain. So far this year,
no cases of verocytotoxin producing E. coli O157 have been
reported in the region.

Between April and June 2002, twenty cases of cryptosporidium
infection were detected in the MWHB - eleven were in county
Limerick and four were in county Clare (where addresses given).
February to June is the peak period for the incidence of
cryptosporidium.

A report on the epidemiology of tuberculosis TB was compiled for
cases notified in 2000. The report was presented to the Regional
TB Committee and then distributed to area medical officers,
laboratories, and consultant respiratory physicians, urologist and
paediatricians. Validation of the 2001 tuberculosis dataset is
nearing completion. It is hoped that a full report on all cases
notified in the region will be ready in August.

Weekly Notification of Infectious Diseases

Bacterial meningitis 
Bacterial meningitis (including meningococcal septicaemia)
Twelve cases of bacterial meningitis were notified between
January and June 2002, two cases did not get notified in weekly
returns. The causative organism in one case was Streptococcus
pneumoniae. In eight cases, diagnostic tests indicated the
causative organism to be Neisseria meningitidis, group B (three in
county Clare and five in County Limerick), four cases in males and
four in females. Seven on these cases occurred in children under
seven years of age and one was 12 years old. No case due to
group C meningococcus was confirmed. In three cases, a
causative organism was not established.

The notification rate for meningococcal disease in the MWHB in
2001 was 8.8/100,000 population (n=28), which was comparable
to the national rate for that year of 8.9/100,000 (n=326). The
trend in the rate of meningococcal disease for the MWHB and
Ireland is shown in Figure 3.

Figure 3: Notification rate (per 100,000 population) of
meningococcal disease 1997-2001.

The rate of group B and C disease show very different patterns
over the same period (Figure 4a and 4b). There was an unusually
high incidence of Group B disease in the MWHB in 2001.
Preliminary data for 2002 suggests that a Group B rate similar to
2000 is likely. The drop in Group C disease in Ireland and the
MWHB is due to the success of the targeted meningococcal
vaccination campaign in Ireland initiated in October 2000.

Figure 4a: Notification rate (per 100,000 population) of
meningococcal disease Group B, 1997-2001

Figure 4b: Notification rate (per 100,000 population) of
meningococcal disease Group C, 1997-2001.


