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IN THE NEWS
Human Avian influenza
The cumulative number of laboratory confirmed human cases of avian influenza A/(H5N1) reported to WHO as of 8 April
2008 is as follows: Since 2003 there have been 379 reported cases from 14 countries.  239 of these cases have been
fatal. 

Travel Alert: Mosquito borne disease
There have been a number of viral illnesses, transmitted to man via some species of mosquitoes, which have been in
the news recently.

Chikungunya fever
Last summer there was an outbreak of chikungunya fever in Ravenna in the Emilia-Romagna region of North-Eastern
Italy.  The illness is endemic in many countries bordering the Indian Ocean but this was the first local transmission of
the virus on the European continent.  The virus is transmitted to man via Aedes mosquitoes.  While Ireland has no
known pools of Aedes mosquitoes at this time, this vector is found in many parts of Europe.  The main clinical
symptoms of Chikungunya are sudden onset of fever, joint pain, muscle pain and headache.  Protection against
mosquito bites is recommended. 

Yellow fever vaccination
Yellow fever is endemic in ten countries in South America. During December 2007 and January 2008, significant
increases in the number of human cases were reported in Brazil prompting the declaration of an alert state.  Recently
some cases have occurred in Paraguay.  Although it is rare in travellers, it can cause serious disease and death in
those who have not been vaccinated.  Vaccination against yellow fever is recommended to travellers to South
America. 

Dengue fever in Rio de Janeiro, Brazil
Brazil is currently experiencing an epidemic of dengue fever, transmitted by Aedes mosquitoes, with 49 deaths in the
state of Rio de Janeiro this year, according to local health officials. Around 32,000 cases of dengue have been
reported in the state this year, most of them in the capital city Rio de Janeiro. Recent media articles have stated that
the capital registered 1,100 cases of dengue fever between March 17 and March 18 and that 80 cases of dengue are
being reported every hour. There is currently no vaccine to prevent dengue or dengue hemorrhagic fever. Protection
against mosquito bites is recommended.  

With the holiday season approaching, GPs are advised to advise their patients travelling to European, South
American or more remote countries to protect themselves against mosquito bites. 
Vaccination is recommended for all persons visiting countries where there is a risk of yellow fever virus transmission.

Measles outbreaks in Europe and the United States.
The HPSC has been informed about a number of reported measles outbreaks occurring in Europe and the United
States.  These outbreaks may place many unimmunised Irish travellers to these destinations at risk of this highly
infectious and potentially very serious disease.  Two doses of MMR vaccine are recommended for all children and
young adults to prevent infection with measles.  

Hepatitis B leaflets
Factsheets are now available to download from www.hpsc.ie on hepatitis B.  These are targeted at newly diagnosed
patients, disability services, pregnant mothers and information on hepatitis B vaccine.  They are available in English,
Irish, French, Chinese, Polish, Romanian and Russian.  

Immunisation note
In the previous issue of this newsletter, Vol 7, Issue 1: Feb 2008 there is an amendment to table 3: ‘Vaccine schedules
in European region countries’:  MMR II was introduced in 1992 and not in 1995 as stated. 

PPuubblliicc  HHeeaalltthh  DDeeppaarrttmmeenntt,,  HHeeaalltthh  SSeerrvviiccee  EExxeeccuuttiivvee  SSoouutthh  ((SSEE))    



PREGNANCY AND INFECTIOUS DISEASES:
PREVENTION AND CONTROL

Pregnant women and their unborn foetuses and newborn babies are a group who are particularly vulnerable to the
complications of some infectious diseases. There are, however, steps that can be taken both prior to, and during, a
pregnancy to prevent infection, or to minimise the consequences of potentially serious infections.

Pregnant women need to be particularly vigilant with regard to infection control precautions.  Hand washing is the
most effective way of controlling the spread of infection. Pregnant women should also be advised not to share forks,
cups, or food with young children as their saliva and urine might contain viruses.  In addition, pregnant women
should avoid people with infections, especially those who may have chickenpox and rubella, if they themselves are
non-immune.

This article outlines some of the areas that need consideration when assessing pregnant women, or women who are
planning a pregnancy, to ensure that they are best protected from infectious diseases or the complications thereof.
Table 1 summarises advice on protection of pregnant women from infectious diseases.

Table 1: Protecting pregnant women from contracting infectious diseases and from the complications of infectious
diseases, if contracted.



Vaccination
Health practitioners are advised to discuss the need for vaccination with women, preferably before they become
pregnant. However, women should wait at least three months before becoming pregnant after receiving the Measles,
Mumps, Rubella (MMR) vaccine.  Some vaccines can be given to the mother in the second or third trimester of
pregnancy, while others should only be administered at least three months before or immediately after the baby is
born (see Immunisation Guidelines for Ireland 2002).  If antenatal rubella serology shows that a woman is rubella
non-immune, then vaccination after delivery is recommended.

Infectious Rash illness
Infections which may present with a rash illness in pregnant women in Ireland may include rubella, measles, syphilis,

parvovirus B19, enterovirus, streptococcus, varicella-zoster virus, infectious mononucleosis and meningococcus.

There are also a range of other infections not endemic in Ireland and that only need consideration if there is a history

off recent travel to an endemic area.

In the cases of syphilis, streptococcus, meningocccus and imported infections, clinical and epidemiological
information would focus appropriate investigation and diagnosis. Table 2 outlines the effects on the foetus/neonate
of some of the other rash illnesses in pregnancy. It also outlines preventive measures that may need to be considered
if a susceptible pregnant woman is exposed to a contact with any of these illnesses.

Streptococcal illness
Group B streptococcal infection
Routine screening for GBS carriage is not recommended in Ireland or the UK at this time.  Group B streptococcus
(GBS) bacteria are often found in the vagina and rectum of healthy women. Some 25% of women are colonized with
GBS. Approximately 25% of infants born to GBS carrier mothers become colonized. Most pregnant women have no
symptoms when they are carriers for GBS bacteria. Sometimes, GBS can cause bladder infections during pregnancy,
or infections in the womb during labor or after delivery. 

Group A Streptococcal infection
Group A Streptococcus (GAS) pyogenes causes a range of diseases in humans, including pharyngitis, soft tissue
infection, scarlet fever, septicaemia, rheumatic fever and post streptococcal glomerulonephritis. Invasive Group A
streptococcal infection (iGAS), which includes necrotising fasciitis and bacteraemia, carries a significant mortality
especially when complicated by streptococcal toxic shock syndrome. 

Chemoprophylaxis should be administered to both mother and baby if either develops iGAS in the neonatal period

Table 2: Rash illnesses during pregnancy: foetal/neonatal effects and management of an exposed pregnant woman

Vaccine contraindicated during pregnancy but, if
non-immune, human normal immunoglobulin
(HNIG) within 6 days of exposure may attenuate
infection in the woman

No prophylaxis or treatment

Anti VZV immunoglobulin should be offered to
the non-immune woman at all gestations within
96 hours of exposure, but may modify the illness
if given within 10 days of exposure.  Seek expert
advice

If lesions are extensive discuss with Consultant
Microbiologist/Obstetrician

No specific preventive therapy

Increased risk of intrauterine death
Low birth weight

Cataracts and ocular problems,
deafness, patent ductus arteriosus,
microcephaly etc.
Risk is related to gestational age

Principle risk to neonates occurs
when a mother has active
chickenpox in the period 5 days
before and 2 days after delivery

No observed risk to the foetus or
neonate of localized maternal
herpes zoster.  

Intrauterine death.
Hydrops foetalis

Measles

Rubella

Varicella

Shingles

Parvovirus B19

Infectious Disease Effects on foetus/neonate Management of exposed
pregnant woman



(first 28 days of life).  If a mother develops a perinatal iGAS infection the baby should have full diagnostic evaluation.
The perinatal period is defined as the period from five months before birth to one month after birth.

Sexually transmitted infections (STIs)

Many people who have STIs are asymptomatic, so knowing if one has an STI or knowing the chances of having one
is important in reducing transmission to baby and sickness in both mother and baby. 

Bacterial STIs
There are a number of bacterial STIs which are readily treatable with antibiotics.  Some of these infections and
complications are outlined in Table 3.  Their main route of transmission to the baby is in the birth canal during
delivery, although syphilis can also cross the placenta.  

Viral STIs
Serology for both hepatitis B and HIV is taken routinely at booking in all public hospitals in the South-East hospital
network.  All viral infections can transfer in the birth canal during delivery and both herpes and HIV can cross the
placental barrier. 

Hepatitis B: About 90% of infants infected with hepatitis B during the first year of life develop chronic hepatitis B
infection. Therefore, to prevent the spread of infection from mother to baby, babies born to mothers with hepatitis B
should be given hepatitis B immunoglobulin (HBIG) and vaccination when they are born. The obstetrician should be
informed of their hepatitis B status as soon as it is known. In addition, if an antenatal patient is hepatitis B surface
antigen (HBsAg) negative but is at risk of HBV infection (core antibodies to hepatitis B negative), she may be
immunised during pregnancy. It is also advisable to offer hepatitis B vaccine to the newborn child of a mother at risk
of hepatitis B.

HIV: A HIV infected mother can transmit the virus to her child during pregnancy, delivery or breastfeeding. It has been
clearly shown that mother to child transmission of the virus can be dramatically reduced or prevented by treatment
of mother and child, management of the delivery and avoidance of breastfeeding. The combined effects of these
interventions is reported to reduce the transmission from 15-35% to 2% or less in some studies.

Herpes simplex infection in the first trimester of pregnancy can result in miscarriage.  Neonatal infections can be
divided into three clinical presentations: disseminated infections involving the liver, encephalitides and limited
infections (eye, skin, mouth). The first two forms are often fatal. Risk to the infant depends on stage of pregnancy and
whether infection is primary or secondary. Only active herpes at the time of delivery is dangerous to the newborn.
Primary infection raises the risk of infection by 3-30%. Management of women with active infection in the third
trimester may include treatment with antivirals and delivery by caesarean section.  

Warts can lead to genital cancer and may cause complications during delivery.  Warts can also develop in the baby’s
throat which may then require surgery.  Transmission can occur during delivery but is rare.  Warts can be treated
during pregnancy. 

Table 3: Some potential complications of bacterial STIs in pregnancy

Ectopic pregnancy
Premature delivery
Conjunctival and pneumonic infection in newborn

Ectopic pregnancy
Conjunctivitis and blindness in newborn

Abortion. Stillbirth. Preterm delivery
Death in newborn due to systemic disease
Deafness

Premature delivery
Low birth weight

Obstetric complications

Chlamydia trachomatis

Gonorrhoea

Syphilis

Bacterial vaginosis

Trichomoniasis

Infection Complications



Immunisation uptake in the HSE-South (SE) and in Ireland
Immunisation uptake rates for children at 12 months and 24 months of age.    

Overall, uptake of primary immunisations increased by 1 - 2%in the South East for Q3 2007 compared with the same
period in 2006.  However, there was no change in the uptake rate at 24 months for MenC3 and uptake of MMR at 24
months and BCG at 12 months decreased by 1% over the same time period.
The target uptake rate of ≥ 95% has not been achieved in the South East.

Foodborne and zoonotic infections
Several infectious diseases that can cause problems in pregnancy are foodborne or zoonotic (transmission between
animals and humans). These are best avoided by practicing good personal and food hygiene and by avoiding contact
with potentially infected animals, if possible.

Listeriosis
Listeriosis is caused by the bacterium Listeria monocytogenes and is commonly present in the environment and in
food.  Antibiotics given promptly to an infected pregnant woman can often prevent infection of the foetus or newborn.
Infected women may be asymptomatic. 
To avoid infection, in addition to practising good food hygiene, pregnant women should:
• Avoid eating high-risk food such as: 
• unpasteurised milk, or products made from unpasteurised milk
• soft or mould-ripened cheeses such as feta, Brie, and Camembert or blue-veined cheeses 
• pâtés
• smoked salmon 
• Avoid contact with lambing ewes.  If contact is unavoidable, washing of hands after handling animals should 

reduce any possibility of infection.
An information leaflet on Listeriosis and Pregnancy is available on the HPSC website at
http://www.ndsc.ie/hpsc/A-Z/Gastroenteric/Listeriosis/

Toxoplasmosis
Toxoplasmosis is caused by a parasite, Toxoplasma gondii. Primary maternal infection during pregnancy can be
transmitted to the foetus and result in serious sequelae. Although the rate of foetal infection is highest if the mother
is infected during the third trimester, the outcome for the baby is most severe if the maternal infection occurs during
the first trimester.  

A range of anti-toxoplasmosis drugs are available for treatment in pregnant women, neonates and infants.

Pregnant women should be advised of possible sources of infection.  
• The most common way to become infected is by consuming undercooked meat. Pregnant women should avoid all

rare and uncooked meat
• House cats can carry the toxoplasmosis parasite in their faeces
• Gloves should be worn while gardening and hands washed after working outside since the soil can be 

contaminated by cat faeces
• Toxoplasma is one of the main causes of abortion in sheep and people can become infected through contact 

with lambing ewes.  Pregnant women should avoid contact with sheep and areas where ewes are lambing at 
lambing time and should avoid handling dirty clothes used by those handling lambing ewes and newborn lambs

An information leaflet on Toxoplasmosis and Pregnancy is available on the HPSC website at
http://www.ndsc.ie/hpsc/A-Z/Zoonotic/Toxoplasmosis/

Article by: Ms J Costigan, Dr S Doyle, Dr M Mahon, Dr C O’ Hare, Ms G Parker, Public Health Dept, HSE South (SE).  Dr E O’ Donnell, Cons
Obstetrician, Waterford Regional Hospital.
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Statutory Notification of Infectious diseases
The table left shows cases of
infectious diseases notified in the
HSE/SE area 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). 

Clinical notifications are notifications
received directly from clinicians.
Laboratory notifications are those
received from the clinical director of a
diagnostic laboratory. STI figures are
shown for clinical notifications only.

* Provisional data 

^ 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.

Disease 2006 2007 2008 2007
Weeks Weeks Weeks Weeks^

1-13 1-13 1-13* 1-13
Cases Cases Cases Notification Source

Lab Clinical
Acute infectious gastroenteritis 
Ano-genital warts
Bacterial meningitis
(not otherwise specified)
Brucellosis
Campylobacter infection
Chlamydia trachomatis infection
(genital)
Clostridium Perfringes
Cryptosporidiosis
E. coli infection (invasive)
Enterococcal bacteraemia
Enterohaemorrhagic E. coli
Giardiasis
Gonorrhoea
Haemophilus influenzae disease 
(invasive)
Hepatitis A Acute
Hepatitis B Acute
Hepatitis B Chronic
Hepatitis C
Herpes simplex (genital)
Influenza
Legionellosis
Leptospirosis
Listeriosis
Malaria
Measles
Meningococcal disease 
Mumps
Non-specific urethritis
Noroviral infection
Paratyphoid
Pertussis
Rubella
Salmonellosis
Shigellosis
Staphylococcus aureus bacteraemia
Streptococcus group A infection
(invasive)
Streptococcus pneumoniae infection
(invasive)
Syphilis
Toxoplasmosis
Tuberculosis
Typhoid
Viral Encephalitis
Viral Meningitis
Total

90 105 78 69 31
2 0 3 0 3
1 4 0 0 0

1 2 0 0 0
37 44 28 27 10
11 12 15 0 15

0 0 0 0 0
11 12 10 17 22

26 20 43 43 0
10 6 15 15 0

1 0 1 2 5
0 3 2 0 7
0 0 1 0 1
2 1 2 3 4

0 3 0 0 0
3 0 1 14 27
5 17 13
9 10 10 9 16
0 0 1 0 1

19 31 22 20 40
0 0 0 0 0
1 1 1 1 3
0 1 0 0 0
1 1 1 1 1
2 1 1 0 5
9 10 11 16 59
5 4 2 0 12
0 0 0 0 0

48 37 39 39 1
0 0 0 0 0
2 3 0 0 0
0 1 0 0 0
3 3 8 14 25
0 0 1 0 1

23 22 28 28 0
2 3 3 3 5

30 35 21 21 18

2 0 1 0 1
0 4 1 1 0

15 8 12 † 12
1 0 0 0 0
0 0 0 0 0
1 1 2 1 1

373 403 377 344 326


