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 Tuberculosis in the Community:  
A Public Health perspective 

 

Introduction 
Tuberculosis (TB) is a disease that has been known about from antiquity. In the present 

era of antimicrobial resistance, increased movement of people and societal problems like 

homelessness and poly-substance abuse, TB is taking on a renewed importance in 21
st
 

century medicine. The aim of this article is to highlight the state of TB in Ireland today and 

the role Public Health doctors play in intervention, prevention and control of TB infection in 

the community.  
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Tuberculosis in Ireland in 2018 
The incidence rate of TB in Ireland for 2017 was 7.3 per 100,000 population. There has 

been a continuous and significant reduction in this rate since the 1950s when the rate was 

230/100,000 (1952).  There were 321 notifications of TB in Ireland in 2017 (29 in the SE). 

Figure 1 illustrates the incidence rates by HSE area. 
 

Highlight Statistics for Ireland 

 20.6% of cases aged 35-44 years, only 2.8% were less than 15 years. 

 Male to female ratio of 1.3:1 

 45% Irish born (mostly 65+ years); 43% foreign born (mostly 15-44 years) 

 Anti-microbial resistance reported in 19 cases, two MDR and two XDR cases. 

Key Messages 
 

 It is important that TB is considered in any patient presenting with otherwise 
unexplained productive cough for 3 weeks or more, with at least one of the 
following; fever, night sweats, weight loss or haemoptysis. 

 There have been two outbreaks of TB in the South East (SE) in recent years 
associated with Irish men in their 40s, 50s and 60s socialising in public  
houses. This is a particular risk group in whom TB should be considered 
when presenting with the above symptoms. 

 TB is statutorily notifiable, by clinicians and clinical directors of laboratories, 
to the Medical Officer of Health in the regional Departments of Public Health 
under the Health Act 1947 and the Infectious Disease Regulations 1981. 

 The presence of clinical symptoms or radiological findings suggestive of TB 
infection AND a decision to commence anti-tuberculosis medication means 
the case must be notified to the local Department of Public Health as a  
possible case of TB as soon as possible.  

 Treatment of TB should be directed by a consultant respiratory physician or 
consultant in infectious diseases with appropriate training in the manage-
ment and treatment of TB.  

 The main role of Public Health doctors in the management of TB involves 
the: 

 Identification and investigation of contacts of cases of TB 
 Management of contacts with Latent Tuberculosis Infection (LTBI). 
 Identifying and managing outbreaks of TB 
 Managing incidents of multi-drug resistant (MDR) or extraordinarily drug 

resistant (XDR) TB.   
 Gathering of enhanced surveillance on TB infection in order to under-

stand its epidemiology and to guide policy. 

http://www.hse.ie/publichealth


 

Role of Public Health in managing TB cases in the 
community 
 

Notification Procedures: 
TB is a notifiable disease in Ireland and therefore under 
the Infectious Disease Regulations 1948, all cases of 
TB, either confirmed or possible, must be notified to 
the local Medical Officer of Health (MOH) in the local 
Department of Public Health.  
 

TB Infectivity: 
According to the 2010 Guidelines, “patients aged 10 
years and over with suspected or confirmed pulmonary 
or laryngeal TB should be considered infectious” if they 
are coughing, undergoing sputum inducing procedures, 
have cavitations on Chest X Ray, are sputum AFB 
smear positive, or hoarseness in a setting of no or poor 
response to active treatment. Risk factors that increase 
the risk of TB transmission include: 
 

 Pulmonary/Laryngeal TB:  

 Smear positive case: 

 Cavitation on CXR: 

 Older Age Groups: 

 Susceptibility of contacts (especially in children 

under 5) 

 Immunosuppression 

 Indoor environment 

 Duration of exposure > 8hours. 
 

Role of Public Health Medicine in TB: 
The main roles of Public Health Medicine in the  
prevention and control of TB is to reduce the  
transmission of TB and to understand the epidemiology 
of TB in order to advise on policy options for the  
reduction of TB in Ireland.  
Once notified of a case of TB, public health doctors 
carry out the following actions: 
 

 Investigation to determine the source of infection in 

the index case. Possible recent infection in the 
index case may be due to contact with an  
unidentified infectious case in the community. This 
unidentified case, or other possible unidentified 
secondary cases, could continue to be a cause of 
transmission of TB unless identified as soon as 
possible. 

 Identification and investigation of contacts:  

 Individuals who have been in close contact 
with a case of pulmonary TB are at risk of  

becoming acutely infected themselves and 
developing active TB disease or latent TB  
infection (LTBI). Approximately 10-15% of 
LTBI cases will develop active TB disease 
later in their lives6.  

 Contacts of pulmonary TB cases are invited 
through interview with the case and invited for 
further evaluation and investigation. Those 
identified as having acute TB disease are re-
ferred to a consultant respiratory physician or 
consultant in infectious diseases with  
appropriate training in the management and 
treatment of TB. 

 Management of contacts with LTBI. 

 As there is a risk of reactivation, especially 
following recent exposure to active TB,  
contacts identified with LTBI are offered  
chemoprophylaxis, or X-ray follow up.  

 Completion of a TB surveillance form which  

gathers socio-demographic details along with  
information on the presentation and diagnosis of 
the infection. The aggregated surveillance  
information for all notified TB cases is used to 
identify the local, national and international  
epidemiology of TB and to inform policy. 

 

Challenges in future prevention and control of TB: 
 

With 43% of notifications of TB in Ireland in persons 
born outside of Ireland, communication with those 
whose first language is not English can be difficult.  
Frequently interpreters are used to ensure that patients 
fully understand what information is being asked of 
them and provided to them. With increasing numbers of 
imported cases of TB there is increasing risk of MDR 
and XDR TB which pose a significant challenge for 
treatment, and also for prevention of transmission.  
 

Increasingly TB is being identified in those suffering 
from alcohol and drug misuse, those who are  
homeless, with chaotic lifestyles or those who are, or 
who have spent time in, prison. The use of Directly  
Observed Therapy (DOT) by community nurses  
facilitates their management. 
 

There has been a lack of supply of BCG Vaccine for a 
number of years, and so the immunisation programme 
has had to be suspended. While the Health Information 
and Quality Authority (HIQA) has recommended  
moving from universal to selective BCG vaccination, as 
a more cost effective intervention, this needs to  
occur in the context of comprehensive and adequately 
resourced TB control measures. 
 

While much has been done over many years to protect 
the population from TB there is a need to remain  
vigilant as many challenges remain. 
 

Key document: 
Health Protection Surveillance Centre. ‘Guidelines on the 
prevention and control of tuberculosis in Ireland 2010’. 
Available at: https://www.hpsc.ie/a-z/vaccinepreventable/
tuberculosistb/publications/File,4349,en.pdf.  
 

References available on request. 
 

By  
Dr Kenneth Beatty, Specialist Registrar in Public Health Medicine, & 

Dr Sarah Doyle, Consultant in Public Health Medicine,  
HSE SE 

https://www.hpsc.ie/a-z/vaccinepreventable/tuberculosistb/publications/File,4349,en.pdf
https://www.hpsc.ie/a-z/vaccinepreventable/tuberculosistb/publications/File,4349,en.pdf


GP payment now available for pertussis vaccination of pregnant women 
 

 

Pertussis is circulating in the community and there have been life-threatening cases of infant pertussis infection nationally.  
In the South East, in the past three years, we have been notified of 19 cases of pertussis in infants, 16 of whom were  
hospitalised.  All were under 6 months of age – too young to have completed their primary immunisations against  
pertussis.   
 

In order to protect infants from pertussis infection the National Immunisation Advisory Committee (NIAC) advises that: 
‘Pregnant women should be offered Tdap as early as possible after 16 weeks and up to 36 weeks gestation in each 
pregnancy to protect themselves and their infant. Tdap can be given after 36 weeks gestation although it may be less 
effective in providing passive protection to the infant.  
 

From the 5th of November 2018, a GP payment will be made for pertussis vaccine administration to pregnant patients;  
private patients and those holding medical cards or doctor only cards. The outbreak payment fee will apply which is €28.50 
per vaccine given. The Tdap vaccine (Boostrix) will continue to be made available to GP surgeries through the National 
Cold Chain supply, as usual, for this purpose. The order must include the local outbreak code (SE-Pertussis-2019).  
 

Payment Mechanism:  
 Claim online from the PCRS by completing the Public Health Advised Vaccination Claim form. 
 Payment claim must include:  

 The outbreak code: SE-Pertussis-2019  
 Patient ID in the form of PPSN, medical or doctor only card number  
 Cold chain account number (mandatory on browser)  
 The risk factor AI (outbreak control measure)  
 Full details, including all of the vaccination details – batch, name, site, etc.  

 Submit the form to the PCRS in the usual way 
 

For those GPs who are not linked to PCRS for payment, they should use their normal manual payment method.  
 

Dr Catherine Lynch, Consultant in Public Health Medicine, HSE SE 

Change in national guidance for management of infection with  
Neisseria gonorrhoeae without cephalosporin allergy 

 

The nationally recommended treatment for uncomplicated anogenital and pharyngeal gonorrhoea without  
cephalosporin allergy has changed to 1g IM Ceftriaxone monotherapy.  
Dual therapy with ceftriaxone and azithromycin is no longer recommended.   
 

This advice has been prepared by the clinical subgroup of the National Forum on AMR in Neisseria Gonorrhoeae. The 
change is in response to concerns nationally and internationally about emerging resistance in N. gonorrhoeae to third gen-
eration cephalosporins, and a case of Ceftriaxone resistant gonorrhoea in Ireland last year. Three cases of extensively 
resistant N. gonorrhoeae were reported in 2018 in Australia and the UK. The Irish case, one of the  
Australian cases and the UK case had sexual exposure in South-East Asia. 
Within the past few weeks, the UK has reported two further cases of extensively drug resistant N. gonorrhoeae, this time 
with potential epidemiological links to Spain. 

 
KEY MESSAGES FOR CLINICIANS  
1. SEND BOTH NAAT AND CHARCOAL SWABS BEFORE TREATMENT AS THE FORMER DOES NOT GIVE  

SENSITIVITY, IT JUST CONFIRMS DIAGNOSIS.  
2. PERFORM A TEST OF CURE TWO WEEKS AFTER TREATMENT, TO ENSURE CLEARANCE OF INFECTION  
 

Indications for therapy: 
1. Identification of intracellular Gram-negative diplococci on microscopy; 
2. A positive culture of N. gonorrhoeae; 
3. A confirmed positive NAAT for N. gonorrhoeae; 
4. Sexual partner of confirmed case of gonococcal infection (within 14 days of exposure only). 
 

Treatment with ciprofloxacin is recommended only in circumstances where the isolate is known to be sensitive. 
 

Further information for GPs on the management of N. gonorrhoeae is available at https://www.hse.ie/eng/services/list/2/gp/
antibiotic-prescribing/conditions-and-treatments/genital/ 
 

The National Guidelines for the Prevention and Control of Gonorrhoea and for minimising the impact of AMR in N. gonor-
rhoeae will be updated to reflect this change. A note has been added to the HPSC website to that effect, and also outlining 
the updated recommended treatment: http://www.hpsc.ie/a-z/hivstis/sexuallytransmittedinfections/gonorrhoea/
amrgonorrhoea/guidance/ 
 
 

 

Dr Sarah Doyle, Consultant in Public Health Medicine. Chair National Forum on AMR in Neisseria gonorrhoeae 
Dr Nuala O Connor, ICGP Lead Antibiotic Resistance and Infection Control  

https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/conditions-and-treatments/genital/
https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/conditions-and-treatments/genital/
http://www.hpsc.ie/a-z/hivstis/sexuallytransmittedinfections/gonorrhoea/amrgonorrhoea/guidance/
http://www.hpsc.ie/a-z/hivstis/sexuallytransmittedinfections/gonorrhoea/amrgonorrhoea/guidance/
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Immunisation uptake for children at 12 and 24 months of age  

Local Health 
Office 

% vaccine uptake, Q2 2018 

 BCG1 D3
*

  MenC2 PCV3 MMR1 

 12 
mths 

12 
mths 

24 
mths 

24  
mths 

24 
mths 

24 
mths 

Carlow - Kilkenny 0.0 87 94 83 89 92 

Tipperary South 0.6 92 99 86 94 96 

Waterford 0.3 89 93 84 90 93 

Wexford 0.8 92 96 88 93 94 

Ireland 0.05 90 94 86 91 92 

Summary of infectious diseases notified in 2018  

 
Disease 

 

 
Cases1 

 
Disease1 

 
Cases1 

Bacterial Meningitis (not otherwise specified) 0 Listeriosis 5 

Campylobacter infection 392 Lyme Disease 5 

Carbapenem-resistant Enterobacteriaceae 
(invasive) 

5 Measles 13 

Chlamydia trachomatis 642 Meningococcal Disease 5 

Clostridium difficile 238 Mumps 34 

Cryptosporidiosis 85 Noroviral infection 43 

Giardiasis 41 Pertussis 15 

Gonorrhoea 125 Rotavirus 71 

Haemophilis influenza (invasive) 6 Respiratory syncytial virus 272 

Hepatitis A (acute) 7 Salmonellosis 36 

Hepatitis B acute and chronic 22 Shigellosis 9 

Hepatitis C 28 Streptococcus group A (invasive) 13 

Hepatitis E 5 Streptococcus pneumoniae (invasive) 49 

Herpes Simplex (genital) 126 Syphilis 11 

HIV 22 Tuberculosis 30 

Influenza 1948 Verotoxigenic Escherichia coli infection 190 

Legionellosis 1 Viral encephalitis 8 

Leptospirosis 4 Viral Meningitis 31 

*BCG: At the time of writing, the HSE continues to experience delays with the supply of BCG vaccine. 
†D3: Three doses of Diphtheria containing vaccine.  In this table, uptake of D3 is indicative of uptake of vaccines contained 
in the 5 in 1 or 6 in 1 combined vaccine.  

1Provisional data 


