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Volume 6 Issue 1, February 2007

IN THE NEWS
National Pandemic Influenza Plan
The Health Service Executive (HSE) together with the Department of Health and Children have recently published-
‘The National Pandemic Influenza Plan and Pandemic Influenza Preparedness for Ireland’ - Advice of the
Pandemic Influenza Expert Group.  The purpose of the National Pandemic Influenza Plan is to: (1) inform the public
about pandemic influenza, (2) explain what the Government and the health services are doing to prepare for a
possible pandemic, and (3) give information on what members of the public need to do if there is a pandemic. This
plan is based on recommendations from the World Health Organization and the guidance of the Expert group set
up by the Department of Health and Children and the HSE to advise on planning for a pandemic. Over 200 senior
clinical and managerial staff across all parts of the HSE have been involved in the preparation of the plan and work
on implementation. Each Directorate within the HSE will shortly commence roll out of this plan at local level. The
Plan is available to download from the HSE website: http://www.hse.ie/en/Publications/ and the HPSC website:
http://www.ndsc.ie/hpsc/

Norovirus/Winter vomiting 
Recent evidence from Europe and the US is indicating that we should be instigating active control measures in
advance of a number of outbreaks of norovirus which are expected over the next few months.  In the US there appears
to be a more virulent stain of the virus emerging.  National Guidelines on the management of outbreaks of norovirus
infection in healthcare settings is available from the HPSC website: http://www.ndsc.ie/hpsc/Publications/
Further support, if necessary can be sourced from local Public Health Departments.  It is strongly advised that each
hospital actively advises staff, patients and visitors to take extra care and to avoid coming to hospital if they have any
potential gastrointestinal symptoms.

Emergency planning
A new document entitled ‘A Framework for major emergency management’ has just been published by the Inter-
agency Review Working Party group, supported by the Dept of the Environment, Heritage and local Government
Review Project Team.  This framework enables An Garda Siochana, the Health Service Executive and Local Authorities
to prepare and make a co-ordinated response to major emergencies resulting from events such as hazardous
substance incidents (including biological, chemical and radioactive agents), fires, transport accidents and severe
weather. The document is available to download at:
http://www.environ.ie/DOEI/DOEIPol.nsf/wvNavView/fsaep?OpenDocument&Lang=en#I21

Avian influenza
The cumulative number of lab confirmed human cases of avian influenza A/(H5N1) reported to WHO as of 27th
December 2006 is as follows: Since 2003 there have been 261 reported cases from 10 countries.  157 of these cases
have been fatal.

Documents published since last Newsletter
• The Report on the Epidemiology of TB in Ireland 2004 (HPSC website)
• The management of Invasive Group A Streptococcal infections in Ireland (HPSC website)
• National Pandemic Influenza Plan and Pandemic Influenza
• Preparedness for Ireland - Advice of the Pandemic Influenza Expert Group (HSE and HPSC website)

Weekly, quarterly and annual reports on Communicable Diseases are available on the HPSC website: www.hpsc.ie

Public Health Department, Health Service Executive South (SE)  



Skin Infestations
Scabies

Presentation and Cause

Scabies is an infestation of the skin caused by a little mite that burrows under the skin surface. Whilst
infection with the scabies mite is not life threatening, the symptoms include discomfort and intense itching,
and occasionally result in skin eruptions. The itching occurs a few days after infestation and affects the
limbs and trunk.  Itching is characteristically more severe at night.  

Diagnosis

Scabies burrows appear as tiny grey irregular tracks between the fingers and on the wrists.  Classicaly they
can also be found in armpits, buttocks, on the penis, insteps and backs of the heels.  Microscopic
examination of the contents of a burrow may reveal mites, eggs, or mite faeces (scybala).

To find the mite you need good light and good eyesight, a hand held magnifying glass is essential for this
purpose. You should look for the tell tale signs of burrows between the finger spaces, the sides of the
hands, around the flexural side of the wrists, on the sides of the feet or on the soles of the feet.  The scabies
rash is caused by an allergic reaction to the mite, its faeces or its eggs.  It causes a generalised itchy,
eczematous excoriated rash. 

Transmission

Scabies is passed from one infected person to another from contact with a person who has scabies.
Infected persons may be asymptomatic and still manage to pass the mite on to others. Scabies is not
transmitted via clothing or bedding.  The usual wash cycle can be used when these items are laundered.

Figure 1: Types of Scabies and Clinical Symptoms

Type

Classical

Crusted

Atypical

Healthy
Individuals

Close Skin
Contact

Persons at Risk Infectious Symptoms

Intense itching (worse at night).
Burrows seen.
History of close contact.

Immunosuppressed

Susceptible Groups:
The very young,
Downs Syndrome,
Elderly,
Alcoholics,
Immunosuppressed,
Those using Topical
Steroids.

Very Infectious

Very Infectious

May not have a generalised rash, and
may be less itchy. 
Areas of scaling and crusting often
confined to one area of body.
Infected for a long period of time.

No Rash.
No Itching.
No Scaling or crusting.
No classical areas affected.



Treatment

A scabicide should be used.  The development of resistance to treatments must always be considered;
therefore a pattern of treatment using all three preparations listed below should be considered when 
treating a large group of people.

Permethrin 
Malathion 
Quellada M

All preparations should be used as instructed and any contradictions noted.
In general aqueous preparations are preferable to lotions.

Oral Ivermectin is occasionally used to treat resistant, recurrent or Norwegian scabies particularly in
outbreaks, such as in nursing homes, but this drug has not got a licence for scabies. 

Day 1
Before ging to bed have a bath and especially clean the skin where the rash is, with ordinary soap and a
flannel or soft rubbing brush.  Dry the skin.  Then apply your cream/lotion from the neck down to every
square centimetre of the body, which must include the fingers and toes, under the arms and around the
genitals not missing a single area or the treatment will not be successful.
If you wash your hands the cream/lotion needs to be reapplied.

Day 2
Bath or shower as per usual.  Change underclothing, sheets and pillowslips.  Matrices and blankets need
not be changed.  The cuffs of all coats worn in the past 3 weeks must be ironed.

10 Days Later
Repeat the above treatment.

WARNING

After treatment the body can develop an allergic reaction to the dead mites causing the itch to persist for
up to 3 weeks on occasions.  Preparations such as eurax cream or calamine lotion should be used for
symptom relief.  Do not be tempted to apply further scabicidal cream as this may aggravate the irritation.

Molluscum Contagiosum
Presentation and cause

Molluscum Contagiosum is a skin condition caused by a poxvirus.  It causes small white, pink or flesh-
coloured raised bumps or growths with a dimple or pit in the centre.  The bumps may appear anywhere in
the body and are usually painless although they may be itchy, red, swollen and/or sore. 

Diagnosis

Diagnosis is based on presentation.  It can also be confirmed, if necessary, by histology.

Transmission

The virus that causes molluscum is spread from person to person by touching the affected skin. The virus
may also be spread by touching a surface with the virus on it, such as a towel, clothing or toys.  Once
someone has the virus the bumps can spread to other parts of the body by touching or scratching a bump
and then touching another part of the body.  Molluscum can be spread from one person to another by
sexual contact.  The best way to avoid molluscum is by following good hygiene habits.  



Treatment

You should discuss this with your general practitioner.  No treatment is necessary nor is it justifiable in
young children as all modalities involve pain. Reassurance is all that is required emphasising that complete
clearance will occur in 6-12 months, although this may take up to 4 years.  To prevent the spread of
molluscum to other areas of the body or to other people, it is important to keep every blister and bump
covered with clothing or a watertight bandage.  To promote healthy skin the bandage should be removed
at night and when there is no risk of others coming in contact with your skin.

Children attending day care or school

There should be no reason to keep a child with molluscum contagiosum home from school or day care.
Covering the bumps will protect other children and adults from getting molluscum and will also prevent the
child from scratching.  Remind children to wash their hands frequently.

Impetigo
Presentation and cause

Impetigo is a bacterial skin infection that presents as a red blistering, oozy and ultimately crusty rash which
most often develops around the nose and mouth but can occur on any part of the skin.  The oozy crust is
often honey-coloured.  Most often it is caused by group A Streptococcus and Staphylococcus aureus.

Anyone can get impetigo, however intact skin protects against bacterial infection.  Skin which is broken, by
cuts and scrapes, or is macerated, by runny noses and licking lips, is an ineffective barrier and bacteria can
get below the skin and set up an infection.

Diagnosis

GPs and other healthcare workers can usually diagnose impetigo by visual examination.  If necessary the
bacteria can be grown from swabs of the skin rash.

Transmission

An antiseptic soap and an antibiotic ointment can be used to treat it.  Sometimes an oral antibiotic is given.
Children should remain off school until they have been diagnosed and have had 24 hours of treatment 

Prevention

Look after skin; clean all cuts and abrasions with soap and water and dry thoroughly.  Keep runny noses dry.
If impetigo is noticed on a child during school, wash and cover the lesion.  Remember to wash your hands
well after touching the lesion.  Advise parents to bring their child to the doctor for treatment.



Statutory Notification of Infectious diseases
The table below shows cases of infectious diseases notified to the HSE/SE from HSE/SE areas only under Infectious Disease

(Amendment No.3) Regulations 2003 (S.I. No. 707 of 2003).
With the exception of STI, TB, Staphylococcus aureus bacteraemia, E. coli infection (invasive) and Enterococcal bacteraemia,

data has been extracted from CIDR (computerized infectious disease reporting). 

Acute infectious gastroenteritis   320 295 254 220 71
Ano-genital warts    7 5 8 0 8
Bacterial meningitis (not otherwise specified) 4 6 10 2 10
Brucellosis    0 1 2 2 0
Campylobacter infection   194 230 197 188 54
Chlamydia trachomatis infection (genital) 12 22 49 0 49
Clostridium Perfringens   1 0 0 0 0
Cryptosporidiosis    80 98 61 67 25
E. coli infection (invasive)   98 117 122 122 0
Enterococcal bacteraemia   33 31 38 38 0
Enterohaemorrhagic E. coli   6 17 10 13 11
Giardiasis    3 6 6 4 5
Gonorrhoea    0 1 3 0 3
Haemophilus influenzae disease (invasive) 5 2 5 3 2
Hepatitis A Acute    1 8 2 2 3
Hepatitis B Acute    2 9 10 82 37
Hepatitis B Chronic    51 53 43
Hepatitis C    31 61 42 51 21
Herpes simplex (genital)   1 4 0 0 0
Influenza     6 15 26 25 6
Legionellosis    2 1 0 0 0
Leptospirosis    2 2 5 5 3
Listeriosis    1 0 0 0 0
Malaria     5 2 4 4 1
Measles     9 7 5 0 5
Meningococcal disease    28 19 23 24 27
Mumps     9 29 20 11 19
Non-specific urethritis   1 0 0 0 0
Noroviral infection   45 52 65 57 23
Paratyphoid    1 0 0 0 0
Pertussis     4 2 6 3 5
Rubella     5 1 1 0 1
Salmonellosis    43 50 33 62 33
Shigellosis    18 4 0 0 0
Staphylococcus aureus bacteraemia  86 71 93 93 0
Streptococcus group A infection (invasive) 7 1 4 4 0
Streptococcus pneumoniae infection (invasive) 42 32 70* 68 6
Syphilis     2 12 8 0 8
Toxoplasmosis    2 9 1 1 0
Tuberculosis    34 37 53 † 53
Typhoid     0 0 1 1 1
Viral encephalitis    0 1 1 1 0
Viral Meningitis    1 6 15 10 6

Total         

Disease
2004
Total Notification Source2

2005
Total 1

Cases Cases Cases

2006
Total 1

ClinicalLab

2006

}{

1202 1319 1295 1163 495

1 Provisional data
2 Cases may be  notified from a clinical source or a lab source or  from both

sources. Therefore figures for clinical and lab notifications may not 
equal the total number of cases.

* Increased numbers due to introduction of a Streptococcus pneumoniae
urine antigen test.  

✝ Although TB is also notified by the lab, this information is not quantified.  

There were no notified cases of tetanus, diphtheria, acute anterior poliomyelitis, anthrax, cholera, ornithosis, 
plague, rabies, smallpox, typhus, viral haemorrhagic disease, or yellow fever.
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Immunisation uptake in the HSE-South
(SE) and in Ireland

Immunisation uptake rates for children at 12 months and 24 months of age.    

% Uptake at 12 months of age
BCG D3 P3 T3 Hib3 Polio3 MenC3

HSE SE Q2 2006 93 85 85 85 85 85 85
CW/KK 93 90 90 90 90 90 90
TS 92 90 90 90 90 90 90
WD 93 81 81 81 81 81 81
WX 93 83 83 83 83 83 83
National Q2 2006 92 86 86 86 86 86 86
HSE SE Q1 2005 97 87 86 87 87 87 86

% Uptake at 24 months of age
D3 P3 T3 Hib3 Pol3 MenC3 MMR1

HSE SE Q2 2006 90 89 90 90 90 89 87

CW/KK 96 95 96 95 96 96 91

TS 92 91 92 92 92 91 88

WD 85 85 85 85 85 84 83

WX 89 88 89 89 89 88 86

National Q2 2006 91 90 91 90 91 90 86

HSE SE Q2 2005 91 91 91 91 91 90 86

Prior to this quarter, BCG uptake was calculated on the basis of children born within the HSE (SE) area.  To
comply with national reporting requirements, BCG uptake is now calculated using the number of children
resident in the area on their first birthday.  This may include children who were vaccinated elsewhere and
whose records are not available to us.
In the HSE (SE) uptake of all other vaccines at 12 months and 24 months of age in Quarter 2 2006
decreased by 1-2% compared with Quarter 2 2005.


