
ID Link Newsletter; Issue 29, March 2009

Item Type Other

Authors Health Service Executive (HSE) West (Mid-West), Department of
Public Health

Publisher Health Service Executive (HSE) West (Mid-West), Department of
Public Health

Download date 26/05/2023 18:06:00

Link to Item http://hdl.handle.net/10147/68373

Find this and similar works at - http://www.lenus.ie/hse

http://hdl.handle.net/10147/68373


Pneumococcal Conjugate Vaccine (PCV) Catchup Campaign
The Pneumococcal Conjugate Vaccine is part of
the routine Primary Childhood Immunisation
Programme for children born from 1st July 2008.
A PCV catchup campaign is in place for all
children born between September 2nd 2006 and
June 30th 2008.

Children born between 2nd September 2006 and
29th February 2008 should have one dose of
PCV vaccine from the age of 13 months. Children
born between 1st March 2008 and 30th June

2008 should have two doses of PCV vaccine, the
first at 6 months and the second at 13 months of
age. 

Invitation letters are not being issued to parents
for the PCV catchup campaign.
Parents of all children born between September
2nd 2006 and June 30th 2008, who have not yet
received the PCV vaccine, should contact their
GP and make an appointment to do so even if
they have passed their second birthday. The

catchup campaign will run until 31st October
2009. 

Further information is available at:
http://www.immunisation.ie/en/FAQs/Healthcare
ProfsFAQs/.

Queries relating to the PCV catchup campaign
will be dealt with by the National Immunisation
Office at 01-8676108.
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2008
Notifications

Over 2000 notifications
were validated in the Mid-
West Area in 2008.

Table 1: Number of
notifications received in
Mid-Western Area, 2008

Disease
Acute infectious gastroenteritis

incl. Clostridium difficile
Rotavirus
Other

Bacterial meningitis (not otherwise specified)
Brucellosis
Campylobacter infection
Chlamydia trachomatis infection (genital)
Cryptosporidiosis
Enterococcal bacteraemia
Enterohaemorrhagic Escherichia coli 
Escherichia coli infection (invasive)
Giardiasis
Gonorrhoea
Haemophilus influenzae disease (invasive)
Hepatitis A
Hepatitis B (acute and chronic) 
Hepatitis C 
Influenza
Leptospirosis
Listeriosis
Malaria
Measles
Meningococcal disease
Mumps
Noroviral infection
Pertussis
Q Fever
Salmonellosis
Shigellosis
Staphylococcus aureus bacteraemia
Streptococcus pneumoniae infection (invasive)
Syphilis
Toxoplasmosis
Trichomoniasis
Tuberculosis
Viral meningitis
Yersiniosis
All

Clare
63
34
23
6

47
99
25
13
7
39

1
1

20
17
35
1
2

3
13
39
5
2
11
3
24
11
6
2

7

496

Limerick
156
100
38
18

1
80
404
35
22
13
75
2
23
2
2
47
24
65
1
2
3
1
6
57
85
5

16
6
41
13
21
1
6
11
3
1
1230

Tipperary
53
24
24
5
1
1
36
52
7
7
5
25

2

5
3
15

1

2
27
22

1
5
1
13
10
3
1

4
1

303

MW Total
272
158
85
29
1
2
163
555
67
42
25
139
2
26
3
2
72
44
115
2
4
4
1
11
97
146
10
3
32
10
78
34
30
4
6
22
4
1
2029

Non-MW Total
4

5
18
4
2
3
4

1
2
4

2
6
3

1
1

2

2

64



National mumps outbreak ongoing

Bacterial gastroenteritis
Campylobacter: The incidence of
campylobacter in the Mid-Western Area has
decreased in recent months, in keeping with
the usual seasonal pattern of the disease. 

Salmonella: Five cases were laboratory-
confirmed in the last quarter of 2008 and two
in 2009, to date. These were mainly travel
associated.

Cryptosporidium: Five cases were laboratory-
confirmed in the last quarter of 2008. There is
usually a seasonal surge in cases of
cryptosporidium in the months from February
to May. Good hand hygiene and well-
maintained, protected drinking water sources
can reduce the risk of contracting the disease.

VTEC (EHEC): With 28 cases of verotoxigenic E.
coli (VTEC) infection, 2008 has seen the
highest crude annual incidence rate in the Mid-
Western Area since surveillance began. Many
cases occurred in family clusters. The most
common serotype confirmed was O157
followed by O26.

Clostridium difficile infection (CDI): In the last
three months there was an increase in the
number of cases in the Mid-Western Area.
Some of these cases were clustered in
community health care facilities and in the
acute hospital setting. Investigators have
confirmed the causative strain in one cluster to
be ribotype 027. Hospitalised elderly women
on antibiotics are mainly affected. Healthcare
professionals in community health care
facilities, private nursing homes and acute
hospitals should be aware of the precautions
necessary when caring for patients with
diarrhoea. Enteric precautions including the
wearing of gloves and aprons should be
observed. Isolation, with own bathroom
facilities, is ideal but, if there are several
patients with diarrhoea, a cohort ward may be
more practicable. Hand disinfection with soap
and water is essential, followed by alcohol

hand gel use. Where CDI is confirmed,
environmental disinfection (toilet, surfaces,
commodes) with bleach is needed (1000ppm
hypochlorite) as per national guidelines.
Prudent antimicrobial prescribing by clinicians
(fluoroquinolone and cephalosporins
especially) and awareness, appropriate
testing, reporting and treatment are effective
measures to prevent further cases of CDI.
Surveillance and communications must be
strengthened in both the acute hospital and
non-acute hospital setting to tackle the
continuing threat from CDI. 

Viral Gastroenteritis
Norovirus: Outbreaks of norovirus have
occurred in almost all acute hospitals in the
Mid-Western Area since December 2008.
Hospitals should be on high alert for this
pathogen. 

Rotavirus: In recent weeks, several cases of
rotavirus have been reported in children under
two years of age.

Meningitis
In 2008, the lowest crude annual incidence of
meningococcal disease in the Area was
recorded. Twelve cases of invasive
meningococcal disease were confirmed –
eleven group B and one group C. All twelve
confirmed cases recovered. 

Four cases of pneumococcal meningitis were
confirmed in the Mid-Western Area in 2008. In
total, 34 cases of invasive Streptococcus
pneumoniae disease were confirmed in the
Area. The disease is characterised by a
seasonal variation with a peak in winter. The
extremes of age are most affected. In
addition,in 2008 one case of bacterial
meningitis due to Fusobacterium necrophorum
and another due to Haemophilus influenzae
type f were confirmed. One case of suspected
TB meningitis in a female adult was also
notified.

Tuberculosis
Data from 2007 shows there has been a
sustained decrease in the rate of tuberculosis
seen in the Mid-Western Area since 2005.
Twenty-nine cases of TB were notified in 2007,
giving a crude annual incidence rate 8.0 per
100,000 population. Twenty cases were
pulmonary and nine were extrapulmonary. Like
previous years, the TB rate in males was higher
than in females. Incidence was similar in Clare,
Limerick and Tipperary North with Limerick
recording a substantial decrease compared to
recent years. Nine of the 29 cases were in
foreign-born nationals. No multi-drug resistant
isolates were detected. Outcome was recorded
on all cases, treatment was completed by 86%
of individuals and two cases had died,
although TB was not the cause of death.

S. aureus Bacteraemia
In 2008, the six acute hospitals of the 
Mid-Western Area (Network 7) recorded the
lowest number of MRSA bacteraemia cases
since surveillance began in 2001 Compared to
the first years of S. aureus bacteraemia (SAB)
surveillance, the 2008 data represents a
reduction of almost 50% in MRSA
bacteraemia.

Rubella
Nationally 13 cases of rubella were notified in
the first 12 weeks of 2009, as opposed to
seven cases in the same period in 2008. Only
one of these cases was laboratory confirmed.
These cases included two that were notified
from the Mid-West. Clinicians are asked to
notify suspected cases of rubella to the
Department of Public Health.

Full reports on the epidemiology of
tuberculosis and of bacterial meningitis and
meningococcal disease in the Mid-Western
Area will be available shortly on the HSE
website.

Mr. Dominic Whyte,
Surveillance Scientist

Figure 3: Number of mumps notifications by
week from 2004 to 2009*

*2009 data are for Weeks 1-12

Figure 1: Annual incidence rate (per 100,000 population) of all invasive
meningococcal disease (IMD) in HSE West (Clare, Limerick, Tipperary
North) and Ireland, 1997-2008, including 95% confidence intervals.

Figure 2: Crude annual incidence of TB in HSE West (Clare, Limerick,
Tipperary North) and Ireland, 1992 – 2007.
(rates used 1991, 1996, 2002, 2006 Census data where appropriate)

Surveillance Update

Large numbers of cases of mumps have been
occurring throughout the country since 2005.
During 2008, there was an almost ten-fold
increase in notifications nationally with a total
of 1375 cases reported to the Health Protection
Surveillance Centre (HPSC) in Dublin compared
with 142 cases in 2007. Since late 2008, there
has been a further dramatic increase in the
number of mumps cases being notified
nationally, with 1324 cases being notified in the
first 11 weeks of 2009. (Fig. 3)

Many of these cases are in teenagers and
young adults (15-24 year age group) with
smaller numbers occurring among younger and
older individuals. Many outbreaks are reported
in colleges and universities,where congregating
facilitates the spread of the disease among
non-immune individuals. It appears that the
majority of mumps cases are either
unvaccinated or only partially vaccinated
(having had only one dose of MMR). Full
vaccination requires two doses of MMR. 

Mumps should be suspected in anyone
presenting with parotid swelling, seen as a
swelling behind the angle of the jaw on one or
both sides, or swelling of the other salivary
glands, or with complications which may be
associated with mumps e.g. viral meningitis,
encephalitis, pancreatitis, orchitis or
oophoritis. Blood samples for mumps serology
may be sent to the Mid-Western Regional
Hospital Laboratory. Treatment is symptomatic
only. 

Suspected cases should stay off school, college
or work for 5 days from onset of the parotitis.
Close contacts should ensure that they have
had two doses of MMR. 

In an outbreak situation, the MMR vaccine is
specifically recommended for all persons
greater than 12 months of age and less than 25
years of age, who are household contacts of a
clinical or serologically confirmed case of
mumps, unless medically contraindicated or
unless the person is immune. Third level

students less than 25 years of age, who have
never received the MMR vaccine should have
two doses at one month intervals. Those who
have had only one dose of MMR should have a
second dose. This particularly relevant for
clinical science students, especially medical
and nursing students who may come in contact
with immuno-compromised patients. Where
vaccination status is unknown a third dose of
the vaccine is not harmful. 

More information about mumps is available at:
www.ndsc.ie/hpsc/A-
Z/VaccinePreventable/Mumps/Factsheets/

More information about the MMR vaccine, in
several languages, is available at:
www.immunisation.ie/en/LeafletTranslations/B
abiesbornonorafterJuly1st2008/Text_14124_en.
html

Dr. Rose Fitzgerald,
Specialist in Public Health Medicine

(Photo Courtesy of Centers for 
Disease Control and Prevention, USA)

“Drinking Water & Health”
This recently issued document has been
produced by the Population Health Water
Group in the HSE as a resource for all HSE staff
concerned with drinking water safety and may
be of interest to other health professionals. It
has been circulated to relevant agencies

[Environmental Protection Agency (EPA), City
and County Managers Association (CCMA),
Local Government Management Services
Board (LGMSB), Water Services National
Training Group (WSNTG), National Federation
of Group Water Schemes (NFGWS),

Department of Environment (DOE) and
Department of Health and Children (DOHC)].
The report is available on the HSE website at
http://www.hse.ie/eng/Publications/Health_Pr
otection

Emerging and re emerging infections: PART 1 - HIV
HIV infection and post exposure prophylaxis 
Infectious Diseases is a rapidly changing field
and more than 30 new pathogens have been
described in the last 30 years. In that time,
human behaviour has changed, as have our
interactions with each other, with other species
and with the environment. Technology and our
ability to treat these infections has also been
changing rapidly as well. This article will
summarise some of the current
recommendations in HIV care. 

HIV testing: 
Stigma and incorrect knowledge about the
disease remain significant barriers to diagnosis.
Lengthy counselling prior to testing is no longer
required. Written consent is not required. Opt
out testing is the current standard of care.
Worldwide, an estimated 1/3 of infected people
are not aware of their status. This is likely to be
responsible for >50% of transmission.
Mathematical modelling suggests that there is
benefit in screening all populations with a
prevalence of HIV infection >0.05% (WHO
estimate Irish prevalence is 0.6%).

The consequences of delayed diagnosis were
shown in a 2006 UK audit where 24% of deaths
from HIV/AIDS were directly attributable to late
diagnosis. Other data show that 25% of new
diagnoses have a CD4<250, a marker of late
disease. This results in greater health costs,
morbidity and mortality. The majority of late
diagnoses report recent medical review without
HIV testing. US and UK guidelines from 2008
suggest that best practice includes much more
extensive HIV testing than is presently offered
in Ireland. Data have also consistently shown
than targeting testing at ‘risk groups’ is a
source of bias and results in insufficient uptake
of testing.

International guidelines recommend HIV testing
be offered to all patients presenting with
tuberculosis, lymphoma, invasive cervical
cancer, pneumocystis jiroveci pneumonia (PCP)
or any STI, all pregnancies, all men who have
sex with men, female partners of men who
have sex with men, injecting drug users, people
who have had sex in any country with a HIV 

incidence >1% and patients with hepatitis B,
persistent cryptosporidium, progressive
multifocal leukoencephalopathy (PML),
recurrent pneumonia or recurrent bacterial
infections (this list is not exhaustive).
Essentially, testing should be offered in any
clinical scenario where HIV infection is in the
differential diagnosis.

Post exposure prophylaxis (PEP): 
Where a needlestick injury has occurred from a
source deemed possibly infected or where a
person has had sexual contact with someone
who is possibly infected, prompt referral should
be made to an Accident and Emergency
Department for assessment within 72 hours.
The PEP pack has been updated and Zidovudine
is no longer used for prophylaxis in this
context. All patients receiving PEP should be
seen by a HIV physician within 72 hours to
assess the need for continuing prophylaxis.
Where the source patient is already on
antiretroviral therapy, PEP will need to be
tailored to this.

Dr. Busi Mooka,
Infectious Diseases Consultant


