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Chikungunya fever in Italy
An outbreak of Chikungunya fever, a viral infection carried by Aedes mosquitoes, has been reported in the small town
of Castiglione di Cervia (Emilia Romagna, Italy). Cases first appeared in mid July 2007. As of the 16th of October 2007
a significant number of people have now been affected, 233 supected or confirmed.  Illness generally follows 4-7
days after the bite of an infected mosquito and presents with sudden onset of fever, joint/muscle pain (that can at
times be very severe), headache and conjunctivitis. The joints of the wrists, ankles, hands and feet are most
commonly affected. Rashes on the chest and abdomen are common and there may be bleeding from the nose or
gums. Prevention: The ICGP and the ECDC has advised that GPs and physicians  warn pregnant women, patients with
weakened immune systems and people suffering from severe chronic illness prior to travel to Italy, or areas known
to be affected by Chikungunya. This is in an effort to assess their risk and obtain advice on personal preventive
measures and to take precautions against mosquito bites.

Sexually Transmitted Infection Foundation Course 
The Mater Misericordiae Hospital (MMUH) in conjunction with UCD, are running a 2-day Sexually Transmitted
Infection Foundation Course (STIF).  This is a multidisciplinary course aimed at doctors, nurses, health advisors, and
school nurses etc.   Course dates, locations and contact information are outlined below:

23rd & 24th November 2007 Off-site location, Limerick/Cork region

25th & 26th January 2008 Postgraduate medical centre, MMUH, Dublin

23rd & 24th March 2008 Postgraduate medical centre, MMUH, Dublin

23rd & 24th May 2007 Off-site location, Galway region

The course fee is e400.  Contact: Rita Marron, course co-ordinator, postgraduate medical centre, MMUH, Dublin
Tel: 01-8034383 or e.mail: rmarron@mater.ie

Avian influenza
The cumulative number of lab confirmed human cases of avian influenza A/(H5N1) reported to WHO as of October 12th
2007  is as follows: Since 2003 there have been 331 reported cases from 12 countries.  202 of these cases have been fatal.

MMR vaccination for 3rd Level Students (academic year 2007-2008)
MMR vaccination is now routinely recommended for all third level students aged 17-24 years of age who have not
received two doses of MMR.  Both the vaccine and the visit to the GP are free to students who need it.  The cost of
the programme is being supported by the HSE.  Students should be advised to speak wwith their GP or the Student
Health services at their college or university 

Documents published since last Newsletter
• The Health Protection Surveillance Centre has recently published recommendations for the management of the 

risk of TB associated with the use of Tumor necrotising factor · (TNFα·) antagonists in an Irish setting .
This can be accessed at;
http://www.ndsc.ie/hpsc/A-Z/VaccinePreventable/TuberculosisTB/Guidance/File,2503,en.pdf

• It has also published a briefing paper on behalf of the latent TB Infection subgroup of the National TB advisory 
committee on TNFα· antagonists and TB
http://www.ndsc.ie/hpsc/A-Z/VaccinePreventable/TuberculosisTB/Guidance/File,2504,en.pdf

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

IN THE NEWS
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Infection Control Guidance 
for General Practice Surgeries

By Gráinne Parker,

Communicable Disease Control Nurse,
Public Health Dept, HSE South (SE), Kilkenny

In recent years there has been a greater awareness of hygiene standards in all healthcare settings.  The General
Practice (GP) surgery is no exception, as it has a large throughput of patients with various illnesses and therefore has
the potential for transmission of infection.  To prevent cross infection, all healthcare personnel should comply with
standard precautions.  Standard precautions are a broad set of principles to minimise the risk of cross-infection
between patients and the risk of staff acquiring occupational infection from sharps injuries and blood-borne viruses.

Standard infection control precautions include: • Hand hygiene
• Protective clothing and equipment
• Decontamination
• Clean clinical environment
• Management of exposure to blood or body fluids

Hand Hygiene
Hand hygiene is the single most important measure to reduce the spread of disease.  Good hand hygiene is accepted
as an essential component of infection control.  It is an infection control practice with a clearly demonstrated efficacy,
and remains the cornerstone of efforts to reduce the spread of infection.  To enable staff to carry out effective hand
decontamination, adequate hand washing facilities must be available and easily accessible.  Hand wash basins
should have lever operated mixer taps and be provided with liquid soap dispensers, paper hand towels and foot
operated waste bins.
It is essential to decontaminate hands before direct contact with a patient and after any activity or contact that
contaminates the hands.  Hands that are visibly soiled or potentially grossly contaminated with dirt or organic
material must be washed with liquid soap and water and dried thoroughly.  Alcohol hand gels and rubs are a practical
alternative to soap and water.  The technique for using alcohol hand gels is the same as for soap and water.

Personal Protective Equipment (PPE)
Personal protective equipment is used to protect both the patient and the healthcare worker from potential risks of
cross infection.  GP practices should base their selection of PPE on an assessment of the risk of transmission of micro-
organisms to the patient, and risk of contamination of healthcare practitioners clothing and skin by contact with the
patient.

Decontamination
The need for scrupulous attention to decontamination of medical devices is as important in general practice as in any
healthcare setting.  The efficacy of decontamination, may be hindered at any stage of the process by poor choice of
method, poor technique, lack of maintenance of equipment, inadequate monitoring, poor handling or storage of
equipment.  To choose an effective method of decontamination, a practical approach to prevention and control of
cross contamination should be taken.  This should be achieved by using a risk assessment that determines the level
of risk associated with the procedure for which the equipment is to be used (see Table 1).

Table 1
Infection Risks to Patients from Equipment, Materials and the Environment

Category Indication Examples Level of Contamination Methods
High risk Items that penetrate

skin or mucous
membrane, or enter
sterile body areas

Surgical instruments,
needles

Sterilize Autoclave

Medium Risk Items that have
contact with mucous
membranes or intact
skin

Vaginal speculum,
endoscopes,

Disinfect or sterilize Autoclave (not in
packs) Chemically
disinfect

Low Risk Items used on intact
skin

Ophthalmoscope,
receiver

Clean and/or disinfect Wash with detergent
and hot water and
dry
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Cleaning
Cleaning is a process that uses water and detergent to remove visible contamination but does not destroy micro-
organisms. Effective cleaning is an essential prerequisite to both disinfection and sterilisation.

Disinfection
Disinfection is a process that uses chemical agents or heat to reduce the number of viable organisms. It does not
necessarily inactivate all viruses and bacterial spores. Disinfection should not be used as a substitute for sterilisation.

Sterilisation
Sterilisation is a process to render an object free from viable micro-organisms, including bacterial spores.  When
choosing a method of sterilisation for general practice there are two options, pre-sterilised, single use disposable
items or use a bench-top steam steriliser.  The advantage of single use items are their convenience, the lack of legal
responsibility by the user and their suitability for use in areas when decontamination could be difficult to achieve.

Use of bench-top steam steriliser
Saturated steam under pressure, at the highest temperature compatible with the product, is the preferred method for
the sterilisation of medical devices.  The simplest type of autoclave used in primary care is the downward
displacement or traditional gravity displacement autoclave.  This is suitable only for unwrapped and non-porous
items that can withstand temperatures up to 137ºC.
Items that should not be sterilised in a downward displacement steriliser are:

• Items with a lumen, where the diameter of the lumen is less than the outside length of the item
• Wrapped items or items in pouches
• Any porous material, e.g. swabs, drapes
• Medicinal products
• Aqueous fluids

Prior to loading the bench-top steriliser all items must be adequately cleaned, they should be arranged in such a
manner as to allow free circulation of steam and draining of condensate.  Items should not touch each other.
All staff using the steriliser should be trained in its correct use.  It is vital to maintain good quality records of every
sterilisation cycle performed.  These records should identify every cycle, the specific instruments sterilised in each
cycle and identify the patients upon whom each instrument was used.

Maintaining a clean clinical environment
Cleaning removes contaminants including dust, soil, large numbers of micro-organisms and the organic matter that
shields them, such as faeces, blood, pus, urine and other body fluids. Disinfection kills some micro-organisms but
does not leave surfaces and equipment completely free of contamination and is only effective if the equipment or
surface is thoroughly cleaned with a detergent solution beforehand.  In most situations, thorough cleaning and
rinsing with a freshly prepared solution of detergent and water is adequate.
Practices should have a regular planned and written cleaning schedule available that details the items and
environments to be cleaned before and after each clinic as well as daily, weekly, monthly and annually. Unlike other
equipment, toys in the waiting room are often omitted from routine cleaning schedules. Toys should be cleaned with
a freshly prepared detergent on a regular basis. All toys should be wipeable.  Soft toys are not recommended but if
they are used they should be machine washable.   
In addition there should be a schedule to ensure all cleaning equipment is cleaned and maintained properly.  Cleaning
schedules should be monitored regularly and information on recommended methods of cleaning and/or disinfection
should be available for staff.

Choice of cleaning product
• Select and use a good quality detergent. 
• Detergents classed as anionic and non-ionic have the best detergent activity (e.g. good quality washing-

up liquid).

Cleaning equipment
• Cleaning equipment should be stored clean in a dry lockable area
• To avoid cleaning equipment being used inappropriately it is advisable to colour-code equipment
• It is best to vacuum floors to prevent raising dust
• Cleaning cloths must be single use
• After cleaning, surfaces should be dried using paper towels
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Planning for a clean environment
If clinical areas are being designed or re-designed consideration should be given to the following

• Sizing and space
• Ventilation
• Clinical sinks for handwashing
• Storage needs
• Surface finishes of walls, floors and fixtures as they should be able to be easily cleaned and disinfected
• Decontamination
• Waste segregation and disposal
• Cloakroom facilities

Infection control in all healthcare settings has attracted heightened interest in recent years and general practice
surgeries are no exception.  There are many new infectious hazards as well as new procedures being carried out in
general practice surgeries. Clean clinical technique is universally recognised as central to safe practice.  All healthcare
professionals should be able to identify and minimise risks to staff and patients and create a safer working environment. 

Management of exposure to blood and body fluids
Such exposures include any accidental exposure to body fluids.  This can occur by percutaneous injury, exposure of
broken skin or exposure of mucous membranes. Although preventing inoculation injury (or other routes of exposure)
is the primary means of preventing occupationally-acquired blood borne viruses (BBV), appropriate post-exposure
management is an important element of workplace safety.

To minimise the risk of transmission of BBVs from infected patients to healthcare workers and from healthcare
workers to patients all staff should be informed and educated about:

• The application of good basic hygiene practices
• Using PPE as appropriate
• The possible risk and avoidance of occupational exposure
• Immediate first aid procedures should an event occur (see figure 1)

Figure 1. Management of a blood or body fluid exposure

IMMEDIATE ACTION
STOP WHAT YOU ARE DOING AND ATTEND THE INJURY

Encourage bleeding of the wound by applying gentle pressure
Do not suck

Wash well under running water

Dry and apply a waterproof dressing, as necessary

If body fluids splash into
eyes, irrigate with cold water

If body fluids splash into mouth, do not
swallow, rinse out several times with

cold water

Report the incident to your manager

Complete accident form

Initiate investigation as to the cause of the incident and risk assessment

Injury from clean/unused instrument
or needle – No further action likely.

Injury from used needle or instrument – 
Risk assessment in conjunction with G.P. or

A/E Department.

This advice is based on Infection Control Guidance for General Practice published by the Infection Control Nurses Association January 2003
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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).  

Disease 2005
Weeks
1-39

2006
Weeks
1-391

2007
Weeks
1-391

2007
NotificationSource2

Weeks 1-39

Cases Cases Cases Lab Clinical
Acute infectious gastroenteritis 284 240 403 347 168
Ano-genital warts 1 5 1 0 1
Bacterial meningitis (not specified) 2 7 6 0 20
Brucellosis 1 2 0 0 0
Campylobacter infection 168 151 141 139 75
Chlamydia trachomatis (genital) 11 26 36 0 36
Clostridium Perfringens 0 0 0 0 0
Cryptosporidiosis 87 44 68 110 141
E. coli infection (invasive) 93 87 91 91 0
Enterococcal bacteraemia 21 29 23 23 0
Enterohaemorrhagic E. coli 14 3 7 10 38
Giardiasis 3 3 8 3 13
Gonorrhoea 0 0 1 0 1
Haemophilus influenzae (invasive) 2 3 4 5 15
Hepatitis A Acute 5 2 3 3 8
Hepatitis B Acute 5 10 1
Hepatitis B Chronic 36 33 38

52 124

Hepatitis C 40 33 28 25 22
Herpes simplex (genital) 4 0 2 0 2
Influenza 15 26 31 27 50
Legionellosis 0 0 1 1 2
Leptospirosis 1 1 3 2 6
Listeriosis 0 0 1 1 4
Malaria 2 1 7 5 20
Measles 7 4 7 0 33
Meningococcal disease 17 16 17 13 60
Mumps 27 13 10 6 38
Noroviral infection 49 62 106 102 11
Paratyphoid 0 0 0 0 0
Pertussis 2 4 8 4 17
Rubella 1 0 2 0 4
Salmonellosis 43 30 29 57 74
Shigellosis 4 0 1 1 1
Staphylococcus aureus bacteraemia 54 69 58 58 0
Streptococcus group A (invasive) 1 3 8 8 3
Streptococcus pneumoniae (invasive) 31 53 69 76 44
Syphilis 4 6 5 0 5
Toxoplasmosis 8 1 7 7 2
Tuberculosis 26 38 23 † 23
Typhoid 0 1 0 0 0
Viral encephalitis 1 1 1 1 1
Viral Meningitis 4 12 4 3 11
Total 1074 1019 1259 1180 1073

2 Cases may be notified from a clinical source or a lab source or from both sources (multiple notifications included). Therefore figures for
clinical and lab notifications may not equal the total number of cases.
† 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.

1 Provisional data 

2 Cases may be notified from a clinical source or a lab source or from both sources (multiple notifications included). Therefore figures for clinical and 
lab notifications may not equal the total  number of cases.

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

This advice is based on Infection Control Guidance for General Practice published by the Infection Control Nurses
Association January 2003
--------------------------------------------------------------------------------------------------------------------------

Immunisation uptake in the HSE-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 Q1 2007 92 84 84 84 84 84 84
CW/KK 89 83 83 83 83 83 82
TS 94 88 88 88 88 88 88
WD 93 84 84 84 84 84 84
WX 93 84 84 84 84 84 84
National Q1 2007 93 86 86 86 86 86 86
HSE SE Q1 2006 97 86 86 86 86 86 86

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

HSE SE Q1 2007 90 90 90 90 90 89 85
CW/KK 92 92 92 92 92 92 86
TS 93 93 93 93 93 91 88
WD 86 86 86 86 86 86 81
WX 89 89 89 88 88 89 83
National Q1 2007 91 91 91 91 91 91 86
HSE SE Q1 2006 92 91 92 91 91 91 87

Disease 2005
Weeks
1-39

2006
Weeks
1-391

2007
Weeks
1-391

2007
NotificationSource2

Weeks 1-39

Cases Cases Cases Lab Clinical
Acute infectious gastroenteritis 284 240 403 347 168
Ano-genital warts 1 5 1 0 1

BCG data for the South East for Q1 2007 is not comparable with the data for Q1 2006 due to difference in the
way that this statistic is now being calculated.  With the exception of MMR1, uptake of all primary
vaccinations decreased by 1 – 2% in the South East for Q1 2007 compared to the same period in 2006.  MMR1
uptake at 24 months in the South East decreased by 2% in Q1 2007 compared to Q1 2006.  The target rate of
≥=95% coverage for all primary vaccinations has not been reached in the South East.
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