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STI 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Ano-genital Warts 1262 1471 1387 1638 1410 1941 1893 1588 1879 1813

Chancroid 3 0 0 0 1 13 1 1 0 0

Chlamydia Trachomatis 178 249 308 411 571 830 905 910 1278 1563

Genital herpes simplex 153 115 142 181 196 176 225 220 225 248

Gonorrhoea 76 65 64 77 92 186 240 120 106 189

Granuloma inguinale 0 1 0 0 0 0 0 0 0 0

Infectious Hepatitis B 10 27 30 58 57

Lymphogranuloma Venereum 0 0 5 0 2 0 0 1 0 0

Non-Specific Urethritis 568 511 472 612 486 970 723 630 975 1058

Trichomoniasis 43 55 67 31 27 58 43 49 37 25

Syphilis 6 13 7 13 4 35 230 243 172 0

Syphilis* 97

Total 2289 2480 2452 2963 2789 4219 4287 3792 4730 5050
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Sexually transmitted infections (STIs) are a
major cause of morbidity worldwide.
Although these infections generally occur in
younger age groups, the consequences may
be lifelong. Eleven STIs are currently legally
notifiable in Ireland. (Prior to January 2004,
14 STIs were notifiable). Epidemiological
information on STIs comes from a number
of sources. In the HSE Eastern Region most
notifications come from the genito-urinary
medicine clinics in St James’s and the Mater
Hospitals with the remainder coming from
private physicians, GPs and special clinics.
Until 2003 aggregate data, i.e. total
numbers of cases in a particular age group
or gender were reported to the Department
of Public Health on a quarterly basis. Since
2004 laboratory notification data on an
individual patient basis are received. Line
listings contain patient initials, date of birth,
treatment location, type of specimen,
organism and whether infection is acute or
chronic in the case of Hepatitis B.
The notifiable STIs are shown in Table 1
below.

Rising rates of STIs including HIV infection
have been recorded both nationally and
internationally since the early 1990s and
statistics in the Eastern Region reflect these
trends. 

STIs account for over 50% of all notifiable
infections in the HSE Eastern Region. Table 2
below shows the STI notifications for the
period 1995 to 2004. The numbers of
notifications have increased steadily each
year, increasing by 121% since 1995.
Nationally, between 1994 and 2004, an
increase of 174% in the number of
notifications was seen.

The three most commonly notified STIs in
2004 were ano-genital warts (1813), non-
specific urethritis (1058) and Chlamydia
trachomatis (1563).  Please note that the
number of notifications of Hepatitis B listed
below refers to those cases notified as an
STI, while Table 9 with notifications from Q2
and Q3 refer to notifications from sources
other than the genito-urinary medicine
clinics etc. as discussed above. 

Figures 1 to 3 on pages 2 and 3 show
trends in notifications for 1995 to 2004.
Table 3 shows the gender breakdown for
ano-genital warts, Chlamydia trachomatis,
non-specific urethritis and for all notifiable
STIs in 2004.

Sexually Transmitted
Infections
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Genital chlamydia Syphilis

Genital herpes simplex Trichomoniasis

Ano-Genital warts Lymphogranuloma venereum
(LGV)

Gonorrhoea Non-specific urethritis (NSU)

Hepatitis B Granuloma inguinale
Chancroid

Table 2 Notifications for 1995 to 2004

Table 1 Notifiable STIs

Syphilis* Records with enhanced forms only.
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Figure 1 Trends in STI notifications 1995 to 2004

Figure 2 Notification trends for Chlamydia, NSU and Ano-Genital Warts 1995 to 2004

Sexually Transmitted Infection (STI) Male Female Unknown Total 

Ano-genital warts 369 169 1275 1813

Chlamydia trachomatis 754 772 37 1563

Non-specific urethritis 1016 39 3 1058

All Notifiable STIs 2524 1198 1328 5050

Table 3 Gender breakdown of STI notifications 2004

Key Points
• Acute infections may lead to long-term complications such
as impaired fertility, adverse pregnancy outcome, reproductive
tract cancer and HIV transmission.
• The presence of an STI can be an indicator of sexual
behaviour that carries a risk or transmission of other STIs
including HIV.

• Some STIs increase the transmission rates of others, e.g.
ulcerating STIs increase the transmission rate of HIV.
• Burden of morbidity disproportionately affects groups such
as young people, minority ethnic groups and those affected by
poverty and social exclusion.
• Aspects of sexual behaviour, such as age at first sexual
intercourse, number of lifetime sexual partners, frequency of
partner change, concurrent partners and unsafe sex, are key
determinants of STI transmissionm

Sexually Transmitted Infections (contd.)
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Figure 3 Notification trends for Genital Herpes and Gonorrhoea 1995 to 2004

• Hep B is one of the commonest causes of serious liver
disease worldwide.
• The number of cases in the eastern region has increased
dramatically since the mid 1990s
• Acute infection is often asymptomatic (less than 10% of
children and 30-50% of adults develop symptoms)
• The risk of developing chronic infection varies inversely with
age, occurring in 90% of infants infected at birth, 20-50%
infected at 1-5 years and 1-10% of persons infected as older
children or adults
• Chronic infection leads to death from cirrhosis or
hepatocellalar cancer in 15-25% of cases

• The major routes of Hep B virus transmission are through
sexual intercourse or household contact with an infected
person, perinatal transmission from mother to infant, injecting
drug use and nosocomial exposure
• While diagnosis is based on clinical, laboratory and
epidemiological findings definitive diagnosis depends on the
results of serological testing
• Serological markers vary depending on whether the infection
is acute or chronic.
The following table provides an interpretation of HBV
serological markers.

Typical Serological Profiles for Hepatitis B

HBsAg HbeAg Anti-HBe IgM anti-HBc Anti-HBc Anti-HBs Interpretation

+ + - - - - Incubation period

+ + - + + - Acute Hepatitis B

+ + - +/- + - Chronic infection

+ - +/- +/- + - Chronic infection

- - + +/- + + Resolving infection

- - - - + +/- Past Infection

- - - - - + Immunisation without infection

Please note the above table represents typical serological profiles for Hepatitis B infection. Atypical result profiles require more
detailed interpretation. Source: Dr Jeff Connell, National Virus Reference Laboratory 2001 

Further information on Hepatitis B may be found at:  http://www.hpsc.ie/EPI-Insight/Volume42003/File,672,en.PDF

Hepatitis B Key Factors

Table 4 Serological Markers for Hepatitis B
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Hepatitis B
immunisation
Since 1996, the Immunisation
Guidelines for Ireland have
recommended hepatitis B vaccine for
those in high-risk groups who are not
already immune.  Ideally, immunisation
should be carried out before the risk of
exposure to hepatitis B, but it may also
follow exposure (post exposure
prophylaxis). The following groups
should be immunised if non immune:
1. Health care personnel
2. Patients and family contacts:

• Spouses, sexual partners, family and
household contacts of acute cases and
carriers of hepatitis B
• Families adopting children from
countries with a high prevalence of

hepatitis B
• Babies born to mothers who are
chronic carriers of hepatitis B or who
had acute hepatitis during pregnancy
Vaccinate as soon as possible after
birth   
• People with haemophilia and those

receiving regular transfusions
• Patients and carers in institutions for

those with intellectual disability
(including day care facilities and
school service)

• Patients with chronic renal failure
and those undergoing dialysis

3. Security and emergency services
personnel
4. Susceptible members of high risk
groups

• Individuals who change sexual
partner frequently, particularly
homosexual and bisexual men, and
men and women who are sex

workers
• Intravenous drug users
• Prisoners
• Tattoo artists
• Immigrants from, or travellers to,

areas with a high prevalence of
hepatitis B 

• Homeless people
Hepatitis B vaccine is available from
Cahill May Roberts along with primary
immunisation vaccines. 
The Immunisation Guidelines contain
details of post exposure prophylaxis:
specific hepatitis B immunoglobulin
(HBIG) is available for passive protection
and is normally used in combination
with hepatitis B vaccine to confer
passive/active immunity after exposure.
These guidelines and further
information on Hepatitis B may be
found on: www.hpsc.ie

Sexually Transmitted Infections (contd.)

What is MRSA?
Methicillin resistant Staphylococcus
aureus (MRSA) is a term use to
describe a bacterium called
Staphylococcus aureus, which no
longer responds to many commonly
used antibiotics such as flucloxacillin.
People who carry MRSA on their skin
or in their nose without signs or
symptoms of infection are described
as being colonised with MRSA. 

Infection with MRSA occurs when
bacteria manage to get through the
skin (eg. through a cut) or into other
parts of the body where they can

Antimicrobial Use – Antimicrobial Resistance
In Issue 5 of Closing the Loop, we introduced a section on antimicrobial resistance (AMR) and discussed how
the National Strategy for the Control of Antimicrobial Resistance in Ireland (SARI) was being implemented. 

In this issue we will discuss:
• MRSA in the community and long-term care facilities
• Staphylococcus aureus Bacteraemia trends 1999-2004

Documents and Guidelines
• The Control and Prevention of MRSA in Hospitals and in the Community. This is available at the following

website: http://www.ndsc.ie/A-Z/MicrobiologyAntimicrobialResistance/InfectionControlandHealthcare-
AssociatedInfection/File,1048,en.pdf

multiply and cause illness.
It can cause a wide spectrum of
infections ranging from superficial skin
infections to more life threatening
infections e.g. Pneumonia and
septicaemia. 

How is MRSA spread?
MRSA is spread from one person to
another primarily by the hands of
healthcare and social care staff, and
through contact with contaminated
equipment. Hand hygiene is therefore
one of the most important ways of
preventing spread of MRSA.

In acute hospitals precautions such as
isolation, barrier nursing, screening
and eradication regimens may be
used. These measures are necessary
due to the increased vulnerability that
people with an acute illness will have
to infection. While such strict control
measures are not required in the
community and long term care
settings where the risk of MRSA
infection is substantially lower,
adherence to Standard Infection
Control Precautions is at all times vital
to prevent the spread of any health-
care associated infection. 
Standard Precautions include

MRSA in the Community and Long-Term
Care Facilities
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measures such as hand hygiene, the
wearing of personal protective
equipment (gloves, aprons etc),
decontamination of equipment,
management of waste and laundry,
disposal of sharps and the
management of spillages. These
precautions were previously
summarised in Issue 2 of Closing the
Loop. 

MRSA in the
community

• People with MRSA do not present a
risk to the community and should be
encouraged to continue their normal
lives without restriction. 

• Normal social interaction with
relatives and friends both inside and
outside the home is recommended.

• People with a history of MRSA
colonisation or infection should
inform their hospital if they are
being admitted. 

• People with MRSA should not be
excluded from local day care facilities
or community health care centres.

• Good standards of basic hygiene are
very important and should be
actively encouraged. 

• Healthcare workers visiting a person
in their own home should adhere to
standard infection control
precautions.

MRSA in long-ter m
care facilities (nursing

and residential
homes)

• The presence of MRSA is not a
contraindication to admission to a
long-term care facility or a reason to
exclude an affected person from
normal activities within the facility.
Residents do not require isolation
and should be encouraged to live a
normal life without restriction. They
may share a room so long as the
person with whom they are sharing
does not have open sores or wounds
or invasive devices e.g. urinary
catheter.

• Residents should have access to
communal areas such as sitting or
dining rooms so long as any sores or
wounds are covered with a dressing.

• Residents may receive visitors and go
out of the home to see family and
friends.

• Strict standards of practice should be

maintained when managing wounds
and any type of invasive device e.g.
urinary catheter, gastrostomy tubes,
and intravenous/subcutaneous
catheters.

Key Points 
• A good standard of environmental

cleaning with daily damp cleaning
and vacuuming should be
undertaken, with particular attention
to cleaning frequently touched
surfaces.

• Blood and body fluid spillage should
be dealt with immediately. Always
follow local policy.

• Cutlery and crockery should be
washed after use in a dishwasher.
Disposable cutlery/crockery is not
required.

• Care equipment should be cleaned
with a general purpose detergent
and hot water before use and prior
to reuse on another resident/client

• Clothes and laundry do not need to
be segregated from that of other
residents/clients. A colour coded
bagging system for laundry, which
all staff recognise, should be in place
as routine.

• Clothes and bedding should be
washed in a commercial washing
machine preferably on a hot wash
setting. Clothes may be dry cleaned
if unsuitable for machine washing.

• Residents/clients should be
encouraged to practice good
hygiene and be assisted with this if
their physical or mental condition
makes this difficult.

• Healthcare risk waste (clinical waste)
should be discarded in accordance
with the Department of Health and
Children Guidelines [1]. 

MRSA and Healthcar e
workers

• There is very little risk of infection for
normal healthy members of staff. It
is not routine practice to screen staff
for MRSA carriage. 

• No special precautions beyond
Standard Infection Control
Precautions are necessary for the
care of people with MRSA in the
community and in long-term care
facilities.

Hand Hygiene
Effective hand hygiene is the single
most important measure for

preventing the spread of MRSA. Issue
5 of Closing the Loop dealt with hand
hygiene and provided key points from
the Guidelines for Hand Hygiene in
Irish Healthcare Settings [2]. 

For most routine client care activities,
hand washing with liquid soap and
water or with an alcohol gel/rub is
adequate. Good technique covering all
surfaces of the hands is more
important than the type of
soap/antiseptic solution used or the
length of time. 
• There is no set frequency for hand

washing, it is entirely dependant on
the actions taken or intended: for
example before handling food or
feeding a patient, after visiting the
toilet, before and after bathing a
patient and bed-making.

• Waterless alcohol hand rubs/gels are
a very effective alternative to hand
washing, but should not be used on
visibly soiled hands. They are
particularly useful for staff
performing home visits where hand
hygiene facilities may be sub
optimal. Cuts and breaks on the skin
of staff/residents/clients should be
covered with a waterproof dressing.

• Gloves are single use items and
should be changed between
residents/clients and between
different care activities on the same
resident/client. 

• Gloves are not a substitute for hand
hygiene. 

• Hand hygiene should be performed
after gloves are removed.

• Single use disposable plastic aprons
should be worn where there is a risk
that clothing or skin may become
exposed to blood, body fluids,
excretions or secretions. 

• Aprons should be disposed of when
the treatment is completed.

Key Points about
Gloves

Natural latex rubber (NLR) remains the
material of choice due to its efficacy in
protecting against blood borne viruses
[3, 4]. 
Neither powdered gloves nor
polythene gloves should be used in
health care activities.

Powder free latex gloves (or if a latex
allergy is present, an appropriate
alternative) should be worn for
anticipated exposure to:
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• Blood, body fluids, mucous
membranes, non intact skin,
excretions and secretions (except
sweat) 

• Handling sharp or contaminated
instruments and equipment.

• Invasive procedures e.g. Wound care,
urinary catheter management

A considerable body of evidence
suggests that cornstarch powder, used
to assist in the donning of gloves, is
harmful and is associated with latex
allergy and increasing risk of infection
associated with invasive devices
contaminated with cornstarch powder
[5].   As a consequence, expert opinion
strongly advises that powdered gloves
should not be used in health care. 

Screening for MRSA in
the community

• Routine screening of people in the
community is not indicated

• Hospitalised patients should not be
routinely screened prior to discharge
to a long-term care facility. However,
a positive screening result should be
conveyed to the receiving facility.

• If a person is discharged from
hospital with a prescribed MRSA
eradication regimen, this treatment
should be completed. 

• Repeat treatments should not be
attempted without prior consultation
with the discharging hospital. Repeat
treatments may be indicated if a
person is awaiting elective surgery or
if frequent readmissions to hospital
are anticipated.

• Indiscriminate use of MRSA
eradication treatment (eg. Nasal
ointments) can lead to the
development of antimicrobial
resistance. 

• Prolonged use of skin antiseptics may
cause skin irritation and discomfort.

• If a resident/client exhibits clinical
signs of infection, medical advice
should be sought and appropriate
laboratory specimens should be
obtained.

How is MRSA treated?
• Specific antibiotics are available to

treat clinical infection with MRSA.
• The presence of clinical signs of

infection and laboratory results will
determine whether antibiotic
treatment is necessary.

There is no justification for discriminating against people with MRSA in the community or long-term care
setting. People who are colonised or infected with MRSA should not be turned away from any long-term
setting simply due to their MRSA status.
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HiB Catch-up Booster Campaign
Since 1992, infants have been
routinely immunised at two, four and
six months against Haemophilus
influenzae type b (Hib disease).
Following the introduction of this
vaccine the number of cases of Hib
disease declined dramatically from
approximately 100 cases per year in
the late 1980s to 10 cases or less per
year by 2002. Therefore, Hib disease
has not disappeared completely and a
small number of cases continue to
occur.

Although a slight increase in total Hib
disease has been seen since 2003, the
number of Hib cases in children under

15 years of age only increased very
slightly, for example there were 7
cases in 2002, 10 in 2003, 9 in 2004
and 11 to date in 2005.  
The recent cause for concern has
been the steady increase in the
number children getting Hib disease
despite being been fully vaccinated
(referred to as Hib vaccine failures).
From 1996-2003, between 1- 4
children per year got Hib disease
despite being vaccinated, whereas in
2004 this rose to 6 and to date in
2005 there have been 10 Hib cases in
children who have been fully
vaccinated

In response to the small number of
children who have developed Hib
disease despite having been
vaccinated, the National Immunisation
Advisory Committee (NIAC) has
recommended that the a catch up HiB
booster dose be offered to children
aged between 6 months to four years
of age.
The exact timing of the campaign has
yet to be decided. In the meantime,
we would encourage all health
professionals to remain vigilant to the
range of diseases caused by Hib
infection including meningitis,
epiglottitis, pericarditis and
pneumonia.
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Staphylococcus aureus Bacteraemia
Trends 1999-2004

In the 1940s, penicillin
resistance developed
soon after its
introduction into clinical
practice. For a limited
period, the development
of ß-lactamase stable
penicillins, e.g.
methicillin, overcame this
problem. Methicillin
susceptibility was
subsequently used as the
laboratory test for
antimicrobial efficacy.
This led to the common
use of the term
methicillin-resistant S.
aureus, or MRSA. 

Methicillin is of limited
clinical use, as it is
inactivated by stomach
acid and has to be
administered by
injection. Nowadays,
oxacillin is generally used
for susceptibility testing
although the term MRSA
has been retained. 

As discussed in Issue 5 of
Closing the Loop, the
cornerstone of
antimicrobial resistance
surveillance in Ireland is
the European
Antimicrobial Resistance
Surveillance System
(EARSS). This
international network of
national surveillance
systems aims to assist in
the control of
antimicrobial resistance,
by performing
surveillance of
antimicrobial resistance
(AMR) at national and
European level. Standard

protocols are issued for
data collection on the
pathogens currently
included on the
programme, which are as
follows; Staphylococcus
aureus; Streptococcus
pneumoniae; Escherichia
coli; Enterococcus faecium
and Enterococcus faecalis.
For S. aureus, data are
collected on the first
isolate from blood per
patient per quarter, and

susceptibility data are
required for
methicillin/oxacillin. 

All MRSA isolates are
referred to the National
MRSA Reference
Laboratory (NMRSARL), at
St. James’s Hospital, where
minimum inhibitory
concentrations (MIC) of
oxacillin and vancomycin
are now performed.

Since 1999 the number of

hospital laboratories
participating in the
EARSS surveillance
programme has
increased nationally
from 11 to 41 and from
8 to 22 in the eastern
region. Over this same
period, the reported
number of S.aureus
bacteraemia and the
proportion that is MRSA
(%MRSA) has also
increased Table 5.

MMR for First Year Entrants to Third Level Colleges
As you are aware there has been an
ongoing Mumps outbreak for the last
number of months throughout the
country. Cases have been particularly
concentrated in third level institutions, as
many of these students have received
only one MMR vaccine. We now have a
cohort of students starting college this
autumn who are likely to be susceptible.
As an outbreak control measure we are

recommending MMR vaccination for first
year students aged less than 25 years
who have not previously had two doses
of MMR.
GPs will be paid the agreed rate for
booster MMR during this outbreak
period. Claims may be forwarded as usual
to the local office. It would be helpful if
would mark the form “O” for Outbreak in
the top left hand corner.

Table 5 National & regional data on S.aureus and MRSA 1999-2004. Source: HPSC

Year S.aureus MRSA %MRSA S.aureus MRSA %MRSA No. of No of Labs
(Irl) (Irl) (Irl) (ERHA) (ERHA) Labs (IRl) Labs (Irl) (ERHA)

1999 510 198 38.8 % 423 170 40.2 % 11 8

2000 639 249 39.0 % 447 172 38.5 % 18 10

2001 815 337 41.3 % 445 186 41.8 % 20 11

2002 1042 445 42.7 % 544 243 44.7 % 23 12

2003 1140 480 42.1 % 571 222 38.9 % 28 14

2004 1323 553 41.8 % 654 249 38.1 % 41 22

In 2004 S.aureus infections accounted for 1,575,070 bed days in ERHA hospitals, 245 of
which were MRSA related. Table 6 below gives a breakdown of bed days per quarter for
2004.

Table 6 Total bed days and rate per 1,000 bed days for S.aureus and MRSA 2004
Source: HPSC

2004 Bed days used S.aureus /1000 bed daysMRSA / 1000 bed days

Q1 387,394 0.41 0.15

Q2 383,896 0.42 0.18

Q3 403,479 0.37 0.16

Q4 400,301 0.42 0.14
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Immunisation Update Quarter 2 2005
Immunisation uptake rates are presented below for the area health boards and for
the HSE region. Rates at 12 months for children born between 01/04/04 and
30/06/04 are shown in Table 7 and rates at 24 months for children born between
01/07/02 and 31/12/02 are shown in Table 8. 

Cohort %DT %P %Polio %Hib % Men C

ECAHB 1102 80.0 80.0 80.0 80.1 79.2

SWAHB 2442 79.2 79.2 79.2 79.1 78.9

NAHB 2066 74.4 74.4 74.4 74.4 74.1

HSE-ER 5610 77.6 77.6 77.6 77.6 77.2

Cohort %DT %P %Polio %Hib % Men C %MMR

ECAHB 1148 88.7 88.4 88.6 88.6 87.7 80.8

SWAHB 2506 88.1 88.0 88.1 87.6 86.5 78.2

NAHB 2072 84.4 84.1 84.3 84.2 82.0 74.8

HSE-ER 5726 86.8 86.7 86.8 86.7 85.1 77.5

Community Care Areas
Area

1 Tivoli Road, Dun Laoghaire,
Co. Dublin.
Tel: 284 3579  Fax:  280 8785

2 Vergemount Hall,
Clonskeagh, Dublin 6.
Tel: 268 0300 Fax: 283 0002

3 21-25 Lord Edward Street, 
Dublin 2.
Tel: 648 6500 Tel: 648 6600

4 Old County Road, Crumlin, 
Dublin 12.
Tel: 415 4700 Fax: 415 4804

5 Cherry Orchard Hospital,
Ballyfermot, Dublin 10.
Tel: 620 6300 Fax: 620 6358

6 Rathdown Road, Dublin 7.
Tel: 868 0444 Fax: 868 0394

7 Westward House, Russell St,   
Dublin 1
Tel: 8014621 Fax: 8014603

8 Cromcastle Road, Coolock,
Dublin 5.
Tel: 816 4200 Fax: 847 9944 

9 Beech House, Dublin Road,
Naas  Co Kildare
Tel: 045 981 850 Fax: 045 981870

10 Glenside Road, Co. Wicklow.
Tel: 0404 68 400 Fax: 0404 69044

Vaccine News
A varicella vaccine, Varivax©, is now
licenced for use in Ireland. The
National Immunisation Advisory
Committee recommends Varicella
vaccination for hospital staff without a
definite history of chickenpox [6]. Staff,
particularly those working with
haematology, oncology, obstetric,
general paediatric or neonatal patients
should be routinely screened for VZ
antibody and vaccinated if
seronegative. Vaccination may also be
considered for other non-immune
staff. 
The following risk groups have been
shown to benefit from vaccination:
patients with acute leukaemia in
remission, patients receiving
immunosuppressive therapy, patients
with planned solid organ
transplantation and patients with
chronic disease such as metabolic and
endocrine disorders, chronic pulmonary
and cardiovascular disease, cystic
fibrosis or neurological abnormalities. 

References
6. National Immunisation Advisory
Committee, Immunisation Guidelines
for Ireland. 2002.

Acute infectious gastroenteritis 318 41
Bacterial meningitis (not otherwise specified) 1 5
Brucellosis 1 0
Campylobacter 159 193
Cryptosporidiosis 32 2
Creutzfeldt Jakob disease 0 2
Enterococcal bacteraemia 1 0
Enterohaemorrhagic E coli toxin producing 5 16
E coli infection (invasive) 1 1
Giardiasis 9 7
Haemophilus influenza disease (invasive) 4 1
Hepatitis A (acute) 7 1
Hepatitis B (acute & chronic) 133 149
Hepatitis C 289 289
Infectious parotitis (mumps) 98 38
Influenza 20 1
Legionellosis 0 5
Listeriosis 1 0
Malaria 4 5
Measles 16 12
Meningococcal disease 11 11
Noroviral infection (sporadic cases) 117 13
Pertussis 8 11
Rubella 2 6
Salmonellosis 23 48
Shigellosis 5 5
Staphylococcus aureus enterotoxigenic food poisoning 1 0
Streptococcus pneumonia invasive 28 23
Streptococcus pyogenes, group A infection (invasive) 4 6
Toxoplasmosis gondii 3 5
Tuberculosis 65 45
Typhoid (Salmonella typhi) 2 0
Viral meningitis 5 5
Yersinosis 1 0
Total 1374 946

The numbers of notifications of infectious diseases for Quarters 2 and 3 of 2005
(excluding sexually transmitted diseases) are shown in Table 9

Apr-Jun 2005 July - Sept 2005Disease

% Uptake at 12 months -  Cohort born 01/04/2004 – 30/06/2004

% Uptake at 24 months - Cohort born 01/07/2002 – 31/12/2002

Notifications quarter 2 and 3 2005

Table 7

Table 8

Table 9


