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IRELAND
(15 April 2006)

0

The Permanent Mission of Ireland to the United Nations Office at Geneva presents its
compliments to the United Nations Office and has the honour to refer to the Final
Declaration of the Third Review Conference of the Convention on the Prohibition of
the Development, Production and Stockpiling of Bacteriological (Biological) and
Toxin Weapons and on their Destruction, and in particular to the agreement of the
states parties to the said Convention on the exchange of information and data on
measures to be taken by them to enhance confidence in their implementation of its
provisions.

C)

The Permanent Mission of Ireland has the honour to transmit herewith, pursuant to the .
said Final Declaration and using the revised forms, information and data in respect of
Ireland for the year 2005.

The Permanent Mission of Ireland avails itself of this opportunity to renew to the
UI).ited Nations Office at Geneva the assurances of its highest consideration.
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Measure A, Part 1:
Exchange oflnformation on Research Centres and Laboratories

Current Status

Ireland does not currently have maximum containment Biosafety Level 4 (BL4) or P4
equivalent laboratories. None are envisaged for the foreseeable future.

0

There are approximately 34 (BL3) laboratories distributed among the universities and
biotechnology companies in Ireland. These predominantly handle up to Category 3
pathogens or conduct genetic manipulations under regulation of the Environmental
Protection Agency.
A high containment Class 3 (+) laboratory has been commissioned at the University
College Dublin National Virus Reference Laboratory (UCD NVRL). The NVRL BL3 is
viewable on the web at:
http://www.clinical-virology.org/pages/dublin/pages/nvrl bl3.html

Training in High Containment Laboratory procedures organised by the Special Pathogens
Reference Unit, HPA (Porton Down) was completed in November 2004.

0

Molecular assays have been validated at the UCD NVRL for the detection of Orthopox
DNA in clinical samples. In addition, the testing protocol to investigate suspected
smallpox infection utilises an electron microscope which is situated at the Belfield
campus of UCD adjacent to the UCD NVRL. At the NVRL there is an ongoing
programme to introduce "best practice" molecular methods to investigate the viral agents
associated with biological weapons such as the viral haemorrhagic fevers ..
Both environmental and clinical specimens from suspected cases of deliberate release of
B. anthracis are investigated in a Class 3 containment laboratory at Cherry.Orchard
Hospital, Dublin. This establishment can also test clinical samples for Yersina pestis and
is currently introducing techniques to detect the Clostridium botulinum toxin.
Laboratory details:
Location

Laboratory Details and functions

University College Dublin
National Virus Reference Laboratory
Belfield
Dublin 4

BL 3(+) Laboratory facilities (floor area
of 28.3m 2 and a room volume of 8 5m3)
Core technology
Phylogenetic analysis
Molecular methodologies
Serological investigations
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Public Health Laboratory
Cherry Orchard Hospital
Dublin

Ireland

Cat 3 laboratory
Bacillus anthracis; botulinum toxin.

Responsibility for control of communicable diseases rests with Ireland's eight Directors
of Public Health (Medical Officers of Health). There are over 50 clinical laboratories
providing diagnostic microbiological services for humans, of which 7 are public health
laboratories, which provide specialist microbiological services in foods and veterinary
isolates in Ireland.
The Health Protection Surveillance Centre (HPSC), formerly known as the National
Disease Surveillance Centre, is Ireland's leading specialist centre for surveillance of
communicable diseases. HPSC provides expert assistance as required in the investigation
and management of outbreaks or incidents of communicable disease. The HPSC was
established conjointly by Ireland's eight Health Boards and with the approval of the
Minister for Health and Children in 1998. The HPSC works in partnership with health
service providers and sister organisations in other countries to ensure that up-to-date
information is available to contribute to the effective control of infectious diseases. Since
July 2000 the HPSC is statutorily responsible for the collation, analysis and issemination
of notifiable diseases in Ireland. A report is produced weekly and sent to key partners. It
is also published on the HPSC website. Reports are also published in the monthly
bulletin ofHPSC Bpi-insight.
Health Protection Surveillance Centre
25-27 Middle Gardiner Street,
Dublin l,
Ireland:
Tel: +353 1 8765300
Fax: +353 1 8561299
Email: info@ndsc.ie
The Interim National Salmonella Reference Laboratory (INSL), located at the National
University of Ireland, Galway, collects isolates of salmonella and data from all positive
human faecal and blood samples, food samples and veterinary isolates in Ireland.
The Irish Marine Institute, whose headquarters are in Dublin and which has five regional
fisheries laboratories, is the EU-designated National Reference laboratory for
the monitoring of marine biotoxins (Council Decision 1999/312/EC) and co-ordinates
the analysis of shellfish samples for the presence of marine biotoxins, as set out in
Directive 91/492/EEC.
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Measure A, Part 2:
Exchange oflnformation on National Biological Defence Research and Development
Programmes
Current Status

in

0

There are no organizations or institutions in Ireland currently directly involved
research and development into agents associated with biological and toxin weapons or the
development of diagnostics to detect these agents and no national programme to conduct
biological defence R & D in Ireland.
There have, however, been and continue to be many small programmes in Ireland aimed
at combating infectious diseases in humans, animals and plants. These research the
mechanisms of pathogenicity, the natural incidence and the possibilities for boosting host
defenses against them. These programmes are mainly funded by the Health Research
Board, Enterprise Ireland, Teagasc (the Irish Agriculture and Food Development
Authority), Bioresearch Ireland, the Department of Agriculture and Food, the Wellcome
Trust, the EU and a range of commercial interests.
The Department of Defence undertakes training in protection from bioweapons. This is
non-strategic, aimed at protecting lives of personnel on peacekeeping duties overseas.
Approximately 400 protective equipment units are maintained with the aim to increase
this to 1000. Training is undertaken in association with the Department of Health and
Children's Emergency Planning Unit.

0
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MeasureB:
Exchange of Information on Outbreaks of Infectious Diseases and Similar
Occurrences caused by Toxins
Current status
Ireland has had no outbreaks of infectious diseases and similar occurrence caused by
toxins of which we are aware, that deviate from the normal.
Data regarding human diseases and zoonoses have been collected and co-ordinated
methodically since 1998 under the auspices of the Health Protection Surveillance Centre.
This is reported to the World Health Organisation (WHO), Geneva, via the Department
of Children and Health.
The State Veterinary Services/Department of Agriculture reports animal diseases to the
OIE (International des Epizooties). Plant diseases are monitored nationally but are not
systematically reported in the same way.

There is no R & D programme in Ireland aimed specifically at defence against biological
and toxin weapons. The aim instead is to strengthen existing public health and laboratory
capacity to identify possible clusters of disease that deviate from the norm or suspected
deliberate release events (either in Ireland or in travellers from another jurisdiction). The
intention is of early identification to minimise human heath effects through effective
public health control and early clinical interventions. Thus, Ireland concentrated its
efforts on raising awareness of possible threats among first responders, clinicians and
public heath personnel, strengthening surveillance of communicable disease and in
expanding laboratory capacity to deal with potential threats, should they appear.
Outbreak investigations are performed by public health professionals along with
microbiology professionals, environmental health professionals,. infection control staff
and clinicians depending on the disease, using laboratory results generated by the UCD
NVRL or other microbiology laboratories. Research teams based at the UCD NVRL with
expertise in phylogenetic analysis of viral sequences will be used to determine the source
of a deliberate release agent by comparing the sequence of the agent to known sequences.
A single national data repository for rapid central electronic reporting of clinical and
laboratory information on infectious disease (CIDR) is in the process of being
established.
The Health Protection Surveillance Centre (HPSC) has a close and productive interaction
with the Health Protection Agency (CDSC), Colindale, London, UK and the Centers for
Disease Control and Prevention (CDC), Atlanta.
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The Health Services Executive carries out surveillance and control of infectious diseases
in Ireland. Notification data on infectious diseases and conditions are gathered and
collated by the HPSC. Throughout Ireland specified infectious diseases diagnosed by
clinicians and pathogens identified in clinical laboratories and outbreaks or suspected
outbreaks of infectious disease are notified to regional Directors of Public Health. This
information is in turn passed on to the HPSC on at least a weekly basis (immediately in
the cases of certain serious diseases). Notification data are then published on a weekly
basis by the HPSC. Subsets of the data are shared with a number of EU consortia and
several other non;..EU countries. The main data sets are forwarded to the WHO in
Geneva, via the Department of Health and Children.
The HPSC also collects zoonotic disease data in association with the Department of
Agriculture and Food (DAF) and the Food Safety Authority of Ireland. This information
is collected under the EU Zoonoses Directives 1992/117/EEC, 2003/99/EEC and
Regulation 2160/2003, and is fed into the EU Basic Surveillance Network and the
European Food Safety Authority. These data are available on the Internet.
The Food Safety Authority oflreland is involved in the coordination of the investigation
of national, cross-border and international outbreaks where foods are implicated and is
the Competent Authority for rapid food alerts. The Food Safety Promotion Board based
in Co. Cork is an all-island public health body. Among its key functions is the
surveillance of food-borne disease on an all-island basis.

0
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Measure C:
Encouragement of Publication of Results and Promotion of the Use of Knowledge

Current status

As no active programmes of research directly related to the Biological and Toxin
Weapons Convention exist in Ireland, there is no publication in the area.

All non-commercial research regarding biological science and infectious diseases is
published in national and international journals. In Ireland, Government policy is to
promote transparency and dissemination of knowledge in the biological sciences,
especially in the field of human epidemiology.
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MeasureD:
Promotion of Professional Contacts

Current Status

0

'While there are no active programmes of research· in Ireland directly related to the
BTWC, Ireland believes that international ·cooperation in the field of peaceful
bacteriological (biological) activities is important.
·

Most Irish microbiologists are members ofintemational microbiology and immunology
societies, which are in tum affiliated to the International Union of Microbiology Societies
(IUMS). There is a National Committee for Microbiology that is part of the Royal Irish
Academy, which arranges and facilitates international contacts. There are also many
medical and general scientific exchanges between microbiology institutions in Ireland
and abroad.
The UCD NVRL has a close collaboration with the Special Pathogens Reference Unit,
HPA Parton Down and also the Centre for Infection, Colindale in the UK. Samples,
either environmental or clinical, for which there are no diagnostic investigations currently
available in Ireland will be referred to one of the appropriate centres detailed above. The
UCD NVRL is a member of the European Network for Diagnostics of "Imported" Viral
Diseases (ENIVD) and this facilitates collaboration with member laboratories throughout
Europe.

0

Ireland participates in a number of European organisations and programmes such as
HELICS and HARMONY, which closely track infectious diseases and drug resistance
patterns.
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MeasureE:
Declaration of Legislation, Regulations and Other measures

·Current Status
Ireland is currently conducting a review of its national legislation to identify where
further legislation may be required to fulfill all of Ireland's obligations, as set out in the
Convention.

There are a number of pieces of national legislation in place in Ireland, which regulate the
use of biological materials. This legislation includes the following: Control of Exports
Act 1983; Control of Exports Order 2005; Importation of Pathogenic Agents Order 1997;
and the Safety, Health and Welfare at Work (Biological Agents) Regulations 1994, as
amended 1998. In addition, the export of biological toxins is covered by European
Community dual-use export legislation and domestic law, which controls the export of
military goods.
Ireland collects its human infectious diseases data under the 1947 Health Act, amended
by the 1983 Act. Furthermore, this is detailed in the Infectious Disease Regulations
1981, amended 1996.
The Department of Agriculture and Food (DAF) is responsible for the enactment of
legislation relating to zoonoses and for providing the necessary resources to ensure their
monitoring and control. Under the powers of the Diseases of Animals Acts (1966-2001),
veterinary inspectors inspect farms where animals and poultry are kept. As part of its
zoonoses control programmes DAF carries out surveillance programmes to test for the
presence of such pathogens on a wide range of animal products.
The Health and Safety Authority oflreland (HSA) covers the Safety, Health and Welfare
at Work (Biological Agents) Regulations, 1994 (Statutory Instrument No. 146 of 1994),
as amended in 1998 by S.I. 248 of 1998. S.I. No. 251/1989: European Communities
(Protection of Workers) (Exposure to Chemical, Physical and Biological Agents)
Regulations, 1989. The HSA's main function is to ensure that workers are not at risk
from exposure or potential exposure to biological agents while at work and/or performing
their work activities. Where there is intentional work, for instance, with biological
agents, e.g. research, teaching and diagnostic purposes and thus a potential for exposure
to biological agents (in particular Group 3 or 4 organisms), those employers are obliged
to notify the HSA 30 days in advance of work commencing. The HSA also can grant
permissions to work with pathogens at nominated locations.
There have been recent changes in Irish human infectious disease legislation. On 1
January 2004 an amendment to the existing infectious diseases Regulations established a
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revised list of notifiable diseases. The changes introduced are consistent with a European
Commission Decision on the communicable disease to be progressively covered by the
· European Community network (Decision No. 2000/96/EC, under Decision No.
2119/98/EC of the European Parliament and of the Council).
The key advances of the new legislation include:
•
•
•

0
•
•
•
•

•

0

A greatly expanded list of conditions and diseases (increased from 35 to 6.8)
A requirement for laboratory directors to report infectious diseases;
Food- and water-borne illnesses are now specified (e.g. campylobacter infection,
cryptosporidiosis, listeriosis), whereas previously there was merely a category of
food poisoning (bacterial other than salmonella);
The addition of potential biological threat agents, such as botulism and
tularaemia;
Hepatitis C are now specified;
Several pathogens that are important in the monitoring of antimicrobial resistance
became notifiable;
The use of case definitions for infectious diseases has been introduced, a set of
which has been drawn up, in line with standardised European case definitions;
and
Under the amended regulations, unusual clusters or changing patterns of illness
(including outbreaks) that may be of public concern must also be reported. This
was an important development, particularly in the context of any deliberate
release of biological agents.

Furthermore, under the new legislation there are a number of diseases which require
immediate preliminary notificati_on by telephone, e.g. poliomyelitis, typhus, botulism,
cholera, legionellosis, smallpox, paratyphoid, typhus, viral haemorrhagic fevers, SARS,
and where there is a serious outbreak of any infectious disease. The HPSC's 2004 report
and its quarterly reports for 2005 on notifiable infectious diseases in Ireland are attached
as annexes to this report.
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MeasureF:
Declaration of Past Activities in Offensive and/or Defensive Biological Research and
Development Programmes

Current status
No offensive or defensive biological R & D program.mes have been undertaken in Ireland
since 1 January 1946.

Ireland
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Measure G:
Declaration of vaccine production facilities

Current status
All human vaccine production is subject to licence by the Irish Medicines Board.
However, at present there are no human vaccine production facilities in Ireland.

0

There are, however, a number of veterinary vaccine production companies in the
biotechnology sector in Ireland. Fort Dodge Laboratories in Co. Sligo have the capability.
for manufacture of live vaccines.
Irish Medicines Board,
Earlsfort Centre,
Earlsfort Terrace,
Dublin 2,
Jreland.
Tel: 353-1-676 4971
Fax: 353-1-676 7836
Email imb@imb.ie

0
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Annual Report on Infectious
Disease Outbreaks in Ireland, 2004

Barbara Foley & Paul McKeown
Health Protection Surveillance Centre
25-27 Middle Gardiner St, Dublin 1
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Introduction
Outbreak investigations aim to identify the source of the outbreak, institute control
measures and prevent additional cases. The information gathered during outbreak
investigations can be used to determine possible ways of preventing future outbreaks.
The principal objective of the national outbreak surveillance system is to gain
information on the epidemiology of all outbreaks of infectious disease in Ireland.
More specific objectives include measuring the burden of illness caused by outbreaks,
identifying high-risk groups in the population and estimating the workload involved
in the management of outbreaks. The information gathered can be used to inform
public health professionals on the causes and factors contributing to outbreaks, to
· target prevention strategies and to monitor the effectiveness of prevention
programmes.
Outbreak definition

Methods

Since 1st January 2004, outbreaks or "unusual clusters of changing patterns of illness"
became notifiable under the Amendment to the Infectious Diseases Regulations. 1 (see
outbreak definition in box above). Since that date, medical practitioners and clinical
directors of diagnostic laboratories are required to notify to the medical officer of
health any unusual clusters or changing patterns of illness, and individual cases
thereof, that may be of public health concern.

In addition since 1st January 2004, all outbreak data are being entered into the CIDR
system database ( either directly by the HSE-region, if that region has gone live onto
CIDR) or indirectly by staff in HPSC.

0

Results
During 2004, 187 outbreaks of infectious disease were reported to HPSC, of which
169 were gastrointestinaV infectious intestinal disease (IID) outbreaks. The IID
outbreaks were responsible for at least 4008 people becoming ill, and there were 115
reported hospitalisations. -The regional distribution of all outbreaks of infectious
disease, and those specifically IID are detailed in Table 1. The highest number of
outbreaks was reported from the ERHA region (n=67), although the highest outbreak
rates were in the SHB and NEHB (both 6.9/100,000). The lowest rate was reported
from the Western health board region (1.8/100,000).

ERHA
MHB
MWHB
NEHB
WHB

67
9
8
21
12

4.8
4.0
6.1

1949
218
290
315

5.4

336

2.4

61
9

8

19
8

2
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SEHB
SHB
IWHB
rTotal

Ireland

23
40
7
187

5.4

390

21

6.9

569

36

1.8
4.8

85
4152

7
169

Causative Pathogen
The breakdown ofIID and non-IID outbreaks by pathogen are outlined in Tables 2
and 3 respectively. In 2004, as has been the trend since the year 2000, the !ID
outbreaks have been dominated by norovirus/ suspect viral outbreaks, comprising
81 % of all IID outbreaks in 2004 (Figure 1). The overall numbers of IID outbreaks
reported, increased compared with 2003.
After norovirus, the next most commonly reported outbreaks were EHEC and
Salmonella enterica.
There were ten outbreaks ofEHEC reported in 2004, one general and nine family
outbreaks. The general outbreak involved a significant investigation and occurred at a
sports event in June 2004. Four cases were confirmed as E. coli (VTEC) 0157 (VTl
and VT 2 positive) infection. Three cases were hospitalised. Cases ranged in age
from twelve to forty-nine years. Epidemiological, environmental and microbiological
investigations implicated the consumption of water from the sports club as the cause
of the outbreak.. Consumption of this water was prohibited as soon as it was
confirmed as a possible source of infection and this action effectively ended the
outbreak.
Interestingly, a microbiological and/or epidemiological link with waterborne
transmission was also found for a number oftbe family outbreaks/clusters of VTEC in
2004. In addition, contact with animals was also suspected for a number of the
waterborne outbreaks.
There were eight outbreaks of S. entetica reported, one general, six family outbreaks,
and one small outbreak was deemed to be travel-associated. The general outbreak
was caused by S. Typhimurium and occurred in a restaurant in the WHB region. Ten
persons became ill, and the food implicated in the outbreak epidemiologically, was
tiramisu dessert. The restaurant was closed during the investigation and subsequently
no additional cases were identified.
There were five outbreaks of cryptosporidiosis reported in 2004, four general and one
family outbreak. All the general outbreaks were reported as waterborne.
Two outbreaks of shigellosis were notified, one general and one family outbreak.. The
general outbreak occurred in a creche and eleven children were reported ill.
Eighteen outbreaks of non-IID/gastroenteric diseases were notified in 2004, which is
the highest numbers reported since we initiated surveillance of all infectious disease
outbreaks. Table 3 outlines the pathogens implicated and numbers ill. Further details
on the non-IID outbreaks are available in the individual disease chapters. It is hoped
that surveillance data on these outbreaks will improve in the coming years.
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Confirmed or suspec:t norovirus outbreaks v. other causes, 1998-2004
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Figure 1. Number of outbreaks by year and by pathogen, 1998-2004
(Data prior to July 2001 provided by FSAI)

ic Escherichia coli

0

59
10
8
5
2
1
1
1
1
3
169

1038
17
30
25
15
2
2
5
11
25
4008

Table 3. Non-11D outbreaks notified in 2004
Di_sease ', -

. . _·

·

:· ·

e atitis A acute
Measles
acute and chronic

f'lumber of outbreaks Number ill

3
2
2
1

8
7
16

1
1

5

1
1
1
1
1
1
1
Not identified

3
n/a
3

3
3
4

65
11
5
11

4

1
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Mode of Transmission
Similar to previous years, the pnncipal mode of transmission was reported to be
person-to-person spread in the majority of outbreaks of!ID reported in 2004 (Table
4). Most of these outbreaks were due to norovirus/ suspect viral.
There were twelve outbreaks where the primary mode of transmission was described
as foodbome, and six outbreaks were deemed to be waterborne in 2004, compared to
2003 when there no reports of waterborne outbreaks. There was also an increase in
the number of outbreaks reported to be due to contact with livestock compared with
2003.
Principal mode of transmission reported in outbreaks of 11D

6
3

12
169

Location
Similar to the trend which first emerged in 2002, the commonest location in which
outbreaks occurred in 2004 was healthcare settings (Table 5). 69% of all reported
outbreaks occurred in these settings. The greatest number of people ill was also
associated with outbreaks in the health-care sector.

5
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Seasonal distribution
When the IID outbreaks in 2004 are analysed by month of onset of illness of first
. case, it is seen that the majority of outbreaks occurred in the winter months of
November and December (Figure 2). This is not surprising as the majority of
outbreaks of norovirus occur during the winter season.

Number of 11D Outbreaks by Month, 2004
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Figure 2. Seasonal distribution ofIID outbreaks, 2004.

Discussion
In 2004, all outbreaks of infectious diseases became notifiable for the first time, under
the new Infectious Diseases Legislation. 1 There was an increase in the overall number
of outbreaks reported nationally in 2004, with 169 outbreaks ofIID notified,
compared to 102 in 2003. In addition, the highest number ofnon-IID outbreaks since
the surveillance system commenced was notified in 2004 (n=l8).

0

The 2004 outbreak data continues the trend in recent years of a predominance of
outbreaks of viral gastroenteritis, principally caused by norovirus (81 % of IID
outbreaks confirmed/suspected NV). Detailed molecular detection.and typing of
norovirus isolates was introduced by the National Virus Reference Laboratory
(NVRL) in 2003, which has enabled us to study in much greater detail the molecular
epidemiology of strains causing outbreaks in Ireland.
A one-year North-South study funded by FSPB, coordinated jointly between HPSC
and NVRL in the ROI, commenced in 2004. The aim of this study was to merge
epidemiological and virological data on norovirus outbreaks on the island of Ireland
by genotyping and obtaining sequence date from one sample of every outbreak
detected North and South for a one-year period. The study is due to be completed in
October 2005 and will be published shortly thereafter. Some interesting trends have
emerged from preliminary analysis of the data such as the emergence of the GII-4
(2004 variant) so-called "Jam" strain in the winter season of2004. 2
This strain was originally detected in Europe at an outbreak of NV at an international
3
scout jamboree held in the Netherlands in the summer of 2004 , but has subsequently
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been detected across Europe and in Japan and Taiwan. This variant had been
recognised in Australia during the 2004 southern. hemisphere winter season. 4

In 2004, Ireland also joined the European network 'Divine-net', which is an extension
of the previous network entitled "Foodborn.e Viruses in Europe". 5 This network aims
. to merge epidemiological and virological data on outbreaks of viral gastroenteritis,
including norovirus, across Europe.
Water was seen to be an important mode of transmission from analysis of the 2004
data, with a general cross-health board outbreak ofVTEC 0157, as well as a number
of smaller family outbreaks confinned/suspected to be waterborne. In addition, four
small general outbreaks of cryptosporidiosis were considered to be waterborne. With
the potential for a substantial number of people to be exposed in such outbreaks, the
message must be reinforced that untreated water supplies, particularly from private
wells, may pose a significant risk to public health.
Outbreak data has been entered into the CIDR system since the beginning of 2004,
therefore real time data on outbreaks is available to all CIDR users nationally as they
go-live on the system. It is hoped that as national roll-out on CIDR is achieved,
enhanced surveillance data on all outbreaks of infectious disease will be even more
timely and complete as users enter their own outbreak data.
This will enable epidemiological, microbiological and environmental data relating to
the outbreak to be shared locally and nationally, and should greatly assist in the
management and control of outbreaks, as well as allowing analysis of the national
data to inform future public health policies:
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SURVEILLANCE of INFECTIOUS INTESTINAL DISEASE {11D), ZOONOSES
and OUTBREAKS of INFECTIOUS DISEASE
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A quarterly report by the Health Protection Surveillance Centre in collaboration with the
Departments of Public Health

Th.is is the first quarterly report for 2005 produced by the Gastroenteric Unit of the Health Protection Surveillance
Centre,

In the News
Pregestimil, an infant formula preparation, used for premature infants who are allergic to cow's milk protein, was
linked in France to illness and the deaths of two infants in France due to Enterobacter sakazakii between October
and December 2004. The parent company, Mead Johnson Nutritionals initiated a voluntary recall on the infant
formula Pregestimil in December 2004. Although the implicated batches were not received in Ireland, the
company as precautionary measure recalled all batch codes of Pregestimil globally. In January 2005, the FSAl
became aware that some of the product may still have been on the market, and further action was taken to ensure
that all product was removed from the food chain. No cases of illness due to Enterobacter sakazakii were seen in
Ireland.
France also reported 61 cases of illness due to Salmonella Agona arising between January and April 2005. The
illness in all infants was associated with consumption of a brand of infant formula (Picot) produced in France and
sold in Europe, Russia and Africa (although not in Ireland). A recall of all product was undertaken and an alert
was posted on the European Early Warning and Response System.
An outbreak of cryptosporicliosis occurred in Perthshire, in Scotland associated with a wildlife centre. Sixty-two
cases had been confirmed by 25 April. None of the patients were seriously ill, although six children required
admission to hospital. Lambs, poultry, chicks, rabbits, cattle, ducks and other species were at the wildlife centre.
A temporary 'petting area' had been set up, where adults and children could touch young animals. There were no
handwashing facilities next to the petting area, although disinfectant hand cream dispensers were available. The
centre remained open but animal petting was stopped. About 4000 people may have visited the centre between 25
March and 18 April when the outbreak was detected.

*********************
The production of this quarterly report would not be possible without the valuable input and commitment from the Directors
of Public Health, Specialists in Public Health Medicine, Surveillance Scientists, Clinical Microbiologists, General
Practitioners, Hospital Clinicians, Infection Control, Environmental Health and laboratory personnel, and other professionals
who provide the data for HPSC's surveillance systems.
Note: Data are collected and analysed using the Computerised Infectious Disease Reporting (CIDR) system. The
data in this report are provisional and will not be regarded as final until all returns are received and data have
been vafidated.
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OUTBREAK SURVEILLANCE
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P-P denotes Person-lo-Person transmission; NK denotes Not Known

Since July 2001, outbreaks have been reported to
HPSC. Initial information is provided by a public
health professional using a preliminary notification
form (by fax or email). A full report is then
forwarded by the lead investigator once more
complete data are available. The data requested
includes information on the source of reporting of the
outbreak, the extent of the outbreak, mode of
transmission, location, pathogen involved, laboratory
investigation, morbidity and mortality data, suspect
vehicle and factors contn'buting to the outbreak. The
data provided on final reports is crucial in providing
information on the reasons why the outbreak occurred,
the factors that lead to the spread of disease and the
lessons that can be learnt to prevent further such
outbreaks.
Since the 1st January 2004, with the amendment to the
Infectious Diseases Regulations (2003), there is a
statutory requirement for medical practitioners and
clinical directors of a diagnostic laboratory to notify to
the medical officer of health 'any unusual clusters or
changing patterns of any illness, and individual cases
thereof, that may be of public health concern'.
Table 1 shows a line listing of all general and family
IID outbreaks reported to the HPSC in the first quarter

of 2005. There were 54 IID outbreaks reported during
this period, resulting in at least 1200 people being ill.
The most common cause of IID outbreaks was
norovirus with 49 outbreaks being either confirmed or
suspect norovirus (91 % of all outbreaks). There was
one suspect foodbome outbreak, a family outbreak of
salmonellosis. There was one suspect waterborne
outbreak reported, a general outbreak of
cryptosporidiosis. 46 outbreaks (85%) were reported
to have occurred in healthcare settings, i.e. hospitals
or residential institutions, during this period.
Table 2 presents the non-IID outbreaks reported to
HPSC in Quarter 1, 2005. There was one outbreak of
Influenza A and one outbreak of mumps reported.

Table 3. Rate of 11D outbreaks per HSE region
HSE area
E
M
MW
NE
NW
SE

s
w

No ofllD
outbreaks

Rate per 100,000
population

22
1
0
7
0
11
11

1.6
0.4

2

2.0

2.6
1.9
0.5

Ireland

NOTiFiCATiONS OF INFECTIOUS INTESTINAL AND ZOONOTIC DISEASE
The number of notifications of infectious intestinal and zoonotic disease by health board and month for the first
quarter of 2005 is shown in Table 4.

0

0

537

538
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SALMONELLA ENTER/CA
Human salmonellosis (S. enterica) is a notifiable
disease.
The National Reference Laboratory for
Salmonella (NSRL) in Ireland was established in 2000
in the Dept. of Medical Microbiology, University
College Hospital, Galway. This laboratory accepts S.
enterica isolates from all clinical and food laboratories
in Ireland for serotyping, phage typing and
antimicrobial sensitivity testing. Table 5 shows the
number of sahnonellosis notifications by health board
and month for the first quarter of 2005. The seasonal
trend is broadly similar to the same period for the past
three years as depicted in Figure 1 below.
Table 5. Salmonellosis Notifications by Health
Board and Month, Q1 2005

commonest human serotypes isolated were .S.
Enteritidis (n=21 [30%]) and S. Typhimurium (n=21
[30%]).
12 (18%) of S. enterica isolates were reported to be
associated with travel outside of Ireland during this
quarter.
S. Typhi and S. Paratyphi
There were no cases of typhoid or paratyphoid
reported during Quarter 1, 2005.
Outbreaks of Salmonellosis
2 small family outbreaks of salmonellosis were
reported during this period (see Table 1).

Table 6. Serotypes of S. enterica referred to
NSRL in Quarter 1, 2005 (Data are provided courtesy
of Prof. Martin Cormican and Dr Geraldine CorbettFeeney, NSRL).
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Figure 1. Seasonal Distribution of Human
Salmonellosis Notifications, 2001-2004 and to
end Q1 2005

Table 6 shows the S. enterica isolates typed by the
NSRL in the first quarter of 2005 (n"'68). The
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VEROTOXiGENIC E. COLI (VTEC)
Illness caused by enterohaemorrhagic E. coli (EHEC)
became a notifiable disease on January 1st 2004.
Under EHEC, all verotoxin positive E. coli, and E.
coli of serogroups 0157, 026, 0111, 0103, 0145
regardless of whether verotoxin producers, are
reported. Previously, VTEC were notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'.

0

The number of EHEC notified _in Q1 2005 is shown in
Table 4. Under the legislation, it is required that
information on EHEC be gathered and reported.
However, because of their clinical and public health
significance, it is important to distinguish between ·
those isolates that are verotoxin-producers and those
that are not.
Six EHEC were notified in this quarter; all were
verotoxin positive and all were serogroup 0157. Table

Enhanced information is collected by health board
personnel on all VTEC cases. One case reported in
this quarter developed Haemolytic Uraemic Syndrome
(HUS).
.
The HSE SWA Public Health Laboratory at Cherry
Orchard Hospital, Dublin provides a national E. coli
0157 and non-O157 diagnostic service for clinical
samples, including E. coli serotyping, verotoxin
detection and VTEC molecular typing. It is also NAB
accredited for detection of E. coli 0157 in food and
water samples.
Tables 8 and 9 show the phage types and VT types of
VTEC isolates referred to Cherry Orchard in Ql 2005.
The data reported here is based OI). date of receipt in
the laboratory and may differ from the notification
data reported opposite.

7 shows the number ofVTEC cases reported by health

board and month Ql 2005. All reported cases were
male. This compares with 9 VTEC cases reported in
Ql 2004 (Figure 2).

Table 8. Phage Types of VTEC 0157 isolates

Table 7. Confirmed VTEC Notified by Health
Board and Month, Q1 2005

(Data are provided courtesy of Dr. Eleanor McNamara and
Dr. Anne Carroll).

CJ

referred to the HSE SWA Public Health
Laboratory, Cherry Orchard Hospital in Q1
2005.

Table 9. Verotoxin typing results of VTEC
• isolates referred to the HSE SWA Public
Health Laboratory, Cherry Orchard Hospital in
Q1 2005.
(Data are provided courtesy of Dr. Eleanor McNamara and
Dr. Anne Carroll .
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CAMPYLOBACTER
Human campylobacteriosis became a notifiable
disease on January 1st 2004. Prior to this, human
campylobacter infection was notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'. The notifications for the first quarter of
2005 are shown in Table 10. The seasonal trend is
broadly similar to the same period for the last year as
depicted in Figure 3.
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Table 10. Campylobacter Notifications by
Health Board and Month, Q1 2005
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CRYPTOSPORIDIUM
Human cryptosporidiosis became a notifiable disease
on January 1st 2004. Prior to this, cryptosporidiosis
was notifiable in Ireland only in young children under
the category 'Gastroenteritis in Children Under 2'. In
Ql 2005, 82 cases of cryptosporidiosis were notified
(Table 11 ). This compares with 78 cases notified in
Ql 2004 (Figure 4).
Table 11. Cryptosporidiosis Notifications by
Health Board and Month, Q1 2005
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Outbreak of cryptosporidiosis
A general outbreak of cryptosporidiosis (28 cases)
was reported during this quarter in the HSE-South
East Region. The suspect mode of transmission was
waterborne (Table 1).

Figure
4.
Seasonal
distribution
of
cryptosporidiosis cases 2004 and year to date
2005
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NOROVIRUS
Human noroviral infection became a notifiable disease
on January 1st 2004. There were 537 cases reported
in the first quarter of 2005, as shown in Table 12.
These data are certainly an under-ascertainment of the
true burden of disease due to this pathogen.

0

during this period, and involving at least 1162 people
becoming ill, as outlined in Table 1.
Table 12. Norovirus Notifications by Health
Board and Month, Q1 2005

Norovirus outbreaks
Norovirus or suspect viral aetiology is the commonest
cause of outbreaks of acute gastroenteritis in Ireland.
In the first quarter of 2005 there were 49 outbreaks
confirmed or suspected to be caused by this virus,
representing 91 % of IID outbreaks reported to HPSC

LISTERIA
Human listeriosis became a notifiable disease on
January 1st 2004. Prior to this, listeriosis was notified
under the category of 'Food Poisoning (bacterial other
than Salmonella)' or 'Bacterial Meningitis' as
appropriate.

One case oflisteriosis was notified in Ql 2005 (Table
4), a non pregnancy-associated adult case.

SHIGELLA
On January 1st 2004, infection with Shigella spp.
became notifiable as 'Shigellosis'. Prior to this, it was
notifiable as 'Bacillary Dysentery'.
During quarter 1 2005, 4 cases of shigellosis were
notified (Table 4). This compares with 6 cases

notified as shigellosis in quarter 1 in 2004 and 7 as
bacillary dysentery in 2003.
One case was reported as S. sonnei, 2 as S. flexneri,
and the species was not specified for the remaining
case.

u

~\

ACUTE INFECTIOUS GASTROENTERITIS incl. ROTAVIRUS
Since l st January 2004, there is a notifiable disease
category termed 'Acute Infectious Gastroenteritis'.
This includes all unspecified causes of gastroenteritis
and also specifically, gastroenteritis due to rotavirus.
It should be noted that acute infectious gastroenteritis
is now notifiable in all age groups, unlike the former
notifiable disease category of 'Gastroenteritis in
children under 2 years'.
During quarter 1 2005, there were 857 notifications of
acute infectious gastroenteritis. 811 were reported as
rotavirus (Table 13) and 81 % of these were under 2
years of age.

Table 13. Rotaviral infections Notified under
the
Category
of
'Acute
Infectious
Gastroenteritis' by Health Board and Month,
Q1 2005
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GIARDIA
Human giardiasis became a notifiable disease on
January 1st 2004. Prior to this, giardiasis was
notifiable in Ireland only in young children under the
category 'Gastroenteritis in Children Under 2'.

During quarter 1 2005, 6 cases of giardiasis were
notified (Table 4). This compares with 4 notifications
in Ql 2004.

FOODBORNE INTOXICATIONS
Bacillus cereus foodborne infection/intoxication,
botulism, Clostridium perfringens (type A) foodborne disease and staphylococcal food poisoning
became notifiable diseases 011 January 1st 2004. Prior
to this, these diseases were 11otified under the category
of 'Food Poisoning (bacterial other than Salmonella)'.

Three cases of staphylococcal food poisoning were
reported in Ql 2005 (Table 4).

NON-11D ZOONOTIC DISEASES
Non-IID zoonoses now notifiable include: anthrax,
brucellosis, echi11ococcosis, leptospirosis, plague, Q
Fever, toxoplasmosis, trichinosis, typhus and rabies.
The QI 2005 notificatio11s of these zoonotic diseases
are reported by health board in Table 4.

Seven cases of toxoplasmosis were notified in this
quarter. This compares with 2 cases notified in the
same period in 2004.
One case of leptospirosis was reported during this
quarter; this compares with 5 cases in Q 1 2004 and 4
in QI 2003.

Report prepared by:
Ms Fiona Cloak
Dr Barbara Foley
Dr Patricia Garvey
Dr Paul McKeown
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SURVEILLANCE of INFECTIOUS INTESTINAL DISEASE (11D), ZOONOSES
and OUTBREAKS of INFECTIOUS DISEASE

Feidhmeannacht na Seirbhisc S!ainle
Health Se.nice Execative

0
A quarterly report by the Health Protection Surveillance Centre in collaboration with the
Departments of Public Health

This is the second quarterly report for 2005 produced by the Gastroenteric Unit of the Health Protection
Surveillance Centre.

News
There were a number of episodes earlier in the year of infant formula contamination, one of the most significant
being that due Salmonella Agona January and April 2005 involving Picot infant Formula, a French proprietary
brand. In April 2005, a number of cases of illness due to Salmonella Agona were identified, also in France.
Investigation of the production plant revealed that several batches of the infant milk formula produced by the
company Bledina had undergone part of the manufacturing process in the PICOT production plant and were
therefore likely to have been contaminated. On 7th April, Bledina recalled these batches and a RASSFF (Rapid
Food and Feed) alert was sent to DG SAN CO. Ireland was not listed among the export destinations of this
product

C)

The earlier part of the year saw an upsurge in cases of cryptosporidiosis in Ireland with several HSE Areas
reporting an increase in cases. Among the increase was an outbreak in the HSE-W (see Table 1).
In June the Rotunda and Temple Street Hospital established a national toxoplasrnosis screening programme on a
pilot basis for two years. It is intended that all neonates born in Ireland will be screened (with parental
permission) for congenital Toxoplasma infection from residual blood of Guthrie card sampling. It is intended that
a database of cases will be maintained and identified patients will be fully investigated and treated.

A:n. outbreak of shigellosis affecting over half the passengers on a flight from Luxor, in Egypt that arrived on the
evening of June 1st 2005, in Dublin Airport. More than half the passengers questioned on the flight were ill. The
Egyptian authorities and the tour operators were alerted and a review of the hygiene standards in locations
implicated with illness was undertaken.
The production of this quarterly report would not be possible without the valuable input and commitment from the
Directors of Public Health, Specialists in Public Health Medicine, Surveillance Scientists, Clinical
Microbiologists, General Practitioners, Hospital Clinicians, Infection Control, Environmental Health and
laboratory personnel, and other professionals who provide the data for HPSC's surveillance systems.
Note: Data are collected and analysed using the Computerised Infectious Disease Reporting (CIDR) system. The
data in this report are provisional and will not be regarded as final until all retums are received and data have
been validated.
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OUTBREAK SURVEILLANCE

Hospital
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0

P-P denotes Person-to-Person transmission

0

Since July 2001, outbreaks have been reported to
HPSC; Initial information is provided by a public
health professional using a preliminary notification
form (by fax or email). A full report is then
f01warded by the lead investigator once more
complete data are available. The data requested
includes information on the source of reporting of the
outbreak, the extent of the outbreak, mode of
transmission, location, pathogen involved, laboratory
investigation, morbidity and mortality data, suspect
vehicle and factors contributing to the outbreak. The
data provided on final reports is crucial in providing
information on the reasons why the outbreak occurred,
the factors that lead to the spread of disease and the
lessons that can ·be learnt to prevent further such
outbreaks.

people being ill. The most common cause of IID
outbreaks was norovirus with 32 (including the 3
mixed norovirus & C. difficile) outbreaks being either
confirmed or suspect norovirus (72% of all
outbreaks).
There were 4 suspect foodbome
outbreaks; two Campylobacter spp, one norovirus,
and one E. coli 0157. There were two waterborne
outbreaks reported, a general outbreak of
cryptosporidiosis and a family outbreak of E. coli
0157. 32 outbreaks (71 % ) were reported to have
occurred in health.care settings, i.e. hospitals or
residential institutions, during this period.

Since the 1st January 2004, with the amendment to the
Infectious Diseases Regulations (2003 ), there is a
statutory requirement for medical practitioners and
clinical directors of a diagnostic laboratory to notify to
the medical officer of health 'any unusual clusters or
changing patterns of any illness, and individual cases
thereof, that may be of public health concern'.

Table 3. No of 11D outbreaks per HSE region

Table 1 shows a line listing of all general and family
IID outbreaks reported to the HPSC in the second
quarter of 2005. There were 43 IID outbreaks
reported during this period, resulting in at least 754

There were 2 non-IID outbreaks (Influenza B and
probable varicella) reported during Quarter 2 - see
Table 2.

No of 11D
outbreaks

Rate per 100,000
population

E
M
MW

17
1

25.4
14.6

NE

3

NW

6.4
42.4

SE

7
10

s

5

w

2

HSE area

56.2
7.6
2.4
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NOTIFICATIONS OF INFECTIOUS INTESTINAL AND ZOONOTIC DISEASE
The number of notifications of infectious intestinal and zoonotic disease by health board and month for the second
quarter of 2005 is shown in Table 4.
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SALMONELLA ENTER/CA

·o

Human salmonellosis (S. enterica) is a notifiable
disease. The National · Reference Laboratory for
Salmonella (NSRL) in Ireland was established in 2000
in the Dept. of Medical Microbiology, University
College Hospital, Galway. This laboratory accepts S.
enterica isolates from all clinical and food laboratories
in Ireland for serotyping, phage typing and
antimicrobial sensitivity testing. Table 5 shows the
number of salmonellosis notifications by health board
and month for the second quarter of 2005. The
seasonal irend is broadly similar to the same period
for the past three years as depicted in Figure 1 below.

Table 5. Salmonellosis Notifications by Health
Board and Month, Q2 2005

commonest human serotypes isolated were S.
Enteritidis (n=21 [32%]) and S. Typhimurimn (n=l8
[28%)).
18 (28%) of S. enterica isolates were reported to be
associated with travel outside of Ireland during this
quarter.

S. Typhi and S. Paratyphi
There were 4 cases of typhoid reported during Quarter
2, 2005. Two were associated with travel to Pakistan;
information was not available on the other two cases.
Outbreaks of Salmonellosis
There was one family outbreak of S. Typhimurium
reported in Q2, 2005.

Table 6. Serotypes of S. enterica referred to
NSRL in Quarter 1, 2005 (Data are provided courtesy

of Prof. Martin Cormican and Dr Geraldine CorbettFeeney, NSRL).
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Table 6 shows the S. enterica isolates typed by the
NSRL in the second quarter of 2005 (n=64). The
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VEROTOXIGENIC E. COL! (VTEC)
Illness caused by enterohaernorrhagic E. coli (EHEC)
became a notifiable disease on January 1st 2004.
Under EHEC, all verotoxin positive E. coli, and E.
coli of serogroups 0157, 026, 0111, 0103, 0145
regardless of whether verotoxin producers, are
reported. Previously, VTEC were notified under the
category of 'Food Poisoning (bacterial other than
Salrnomflla)'.
The number of EHEC notified in Q2 2005 is shown in
Table 4. Under the legislation, it is required that
information on EHEC be gathered and reported.
However, because of their clinical and public health
significance, it is important to distinguish between
those isolates that are verotoxin-producers and those
that are not.
Twenty-one EHEC were notified in this quarter: 18
were culture confll1l1ed and verotoxin positive, and an
additional (HUS) case was confirmed by serology
alone. A further HUS patient was reported as a
suspected case of VTEC. This compares with 13
VTEC cases notified in Q2 2004 (Figure 2). Table 7
shows the number of cases reported by serogroup and
month Q2 2005.

Table

Notified

7.

Enhanced information was collected by health board
personnel on all VTEC cases. Three confll1l1ed cases
reported in this quarter developed Haemolytic
Uraemic Syndrome (HUS), one of whom died. An
additional HUS case was reported as a suspected case.
The HSE SW A Public Health Laboratory at Cherry
Orchard Hospital, Dublin provides a national E. coli
0157 and non-O I 57 diagnostic service for clinical
samples, including E. coli serotyping, verotoxin
detection and VTEC molecular typing. Tables 8 and 9
show the phage types and VT types of VTEC isolates
referred to this laboratory in Q2 2005.
Table 8. Phage Types of VTEC 0157 isolates
referred to the HSE SWA Public Health
Laboratory, Cherry Orchard Hospital in Q2
2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll .

by

,g, ., '

•one confirmod only by serology

Table 9. Verotoxin typing results of VTEC
isolates referred to the HSE SWA Public
Health Laboratory, Cherry Orchard Hospital in
Q2 2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll .
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Figure 2. Seasonal Distribution of Confirmed
VTEC cases notified 2004, and year to date

2005

Outbreaks ofVTEC 0157
There were 2 general and 2 family outbreaks of VTEC
0157 infection reported in Q2 (Table 1). One was
travel related and suspected to be foodborne, one was
suspected to be waterborne, one was reported as being
due to person-to-person spread/animal contact, and for
the remaining outbreak the mode of transmission was

unknown.
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CA.MPYLOBACTER
Human campylobacteriosis became a notifiable
disease on January !st 2004. Prior to this, human
campylobacter infection was notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'. The notifications for the second quarter
of 2005 are shown in Table JO. The seasonal trend is
broadly similar to the same period for the last year as
depicted in Figure 3.

Table 10. Campylobacter Notifications by
Health Board and Month, Q2 2005

JFMAMJJASONO

Month of notification

Figure
3.
Seasonal°
distribution
of
Campylobacter cases 2004 and year to date
2005
Outbreaks of Campylobacteriosis
·Toere were three family outbreaks of Campylobacter
spp reported during Q2, 2005. Two were reported as
fobdbome.

CRYPTOSPORIDIUM
Human cryptosporidiosis became a notifiable disease
on January 1st 2004. Prior to this, cryptosporidiosis
was notifiable in Ireland only in young children under
the category 'Gastroenteritis in Children Under 2'. In
Q2 2005, 329 cases of cryptosporidiosis were notified
(Table 11), a 70% increase on the number notified in
same period last year (193 cases. Figure 4).
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Table 11. Cryptosporidiosis Notifications by
Health Board and Month, Q2 2005
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Outbreak of cryptosporidiosis
A waterborne outbreak of cryptosporidiosis was
reported by the Western Region in Q2 ·2005. Seven
people were ill, of whom 2 were admitted to hospital.
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NOROV!RUS
Human noroviral infection became a notifiable disease
on January 1st 2004. There were 262 cases reported
in the second quarter of 2005, as shown in Table 12.
These data are certainly an under-ascertainment of the
true burden of disease due to this pathogen.

during this period, and involving at least 675 people
becoming ill, as outlined in Table 1.

Table 12. Norovirus Notifications by Health
Board and Month, Q2 2005

Norovirus outbreaks
Norovirus or suspect viral aetiology is the commonest
cause of outbreaks of acute gastroenteritis in Ireland.
In the second quarter of 2005 there were 32 outbreaks
conf=ed or suspected to be caused by this virus,
representing 72 % of IID outbreaks reported to HPSC

LISTERIA
Human listeriosis became a notifiable disease on
January 1' t 2004. Prior to this, listeriosis was notified
under the category of 'Food Poisoning (bacterial other
than Salmonella)' or 'Bacterial Meningitis' as
appropriate.

Two cases of listeriosis were notified in Q2 2005
(Table 4), both non pregnancy-associated adult cases.

SHIGELLA
On January 1st 2004, infection with Shigella spp.
became notifiable as 'Shigellosis'. Prior to this, it was
notifiable as 'Bacillary Dysentery'.

Four cases were reported as S. sonnet, 2 as S.jlexneri,
and the species was not specified for the remaining 3
cases.

During quarter 2 2005, 9 cases of shigellosis were
notified (Table 4). This compares with 10 cases
notified as shigellosis in quarter 2 in 2004 and 8 as
bacillary dysentery in 2003.

Outbreak of shigellosis
An outbreak of S. sonnet was reported associated with
travel to Egypt (Table I).

GIARDIA
Human giardiasis became a notifiable disease on
January !st 2004. Prior to this, giardiasis was
notifiable in Ireland only in young children under the
category 'Gastroenteritis in Children Under 2 '.

During quarter 2 2005, 13 cases of giardiasis were
notified (Table 4). This compares with 7 notifications
in Q22004.

FOODBORNE INTOXICATIONS
Bacillus cereus foodbome infection/intoxication,
botulism, Clostridium perfringens (type A) foodborne disease and staphylococcal food poisoning
became notifiable diseases on January 1st 2004. Prior
to this; these diseases were notified under the category
of 'Food Poisoning (bacterial other than Salmonella)'.

One case of staphylococcal food poisoning was
reported in Q2 2005 (Table 4), the same as the Q2
2004.

Ireland
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ACUTE INFECTIOUS GASTROENTERITIS incl. ROTAV!RIJS
Since 1st January 2004, there is a notifiable disease
category termed 'Acute Infectious Gastroenteritis'.
This includes all unspecified causes of gastroenteritis
and also specifically; ·gastroenteritis due to rotavirus.
It should be noted that acute infectious gastroenteritis
is now notifiable in all age groups, unlike the former
notifiable 'disease category of 'Gastroenteritis in
children under 2 years'.

0

Table 13. Rotaviral Infections Notified under
the
Category
of
'Acute
Infectious
Gastroenteritis' by Health Board and Month,
Q2 2005

During quarter 2 2005, there were 892 notifications of
acute infectious gastroenteritis. 840 were reported as
rotavirus (Table 13) and 77 % of these were under 2
years of age.
Outbreak of Rotavirus
One outbreak of rotavirus affecting 14 people in a
residential institution was reported during Q2, 2005.

NON-11D ZOONOTIC DISEASES
Non-IID zoonoses now notifiable include: anthrax,
There were 4 cases of brucellosis reported during this
brucellosis, echinococcosis, leptospirosis, plague, Q
quarter compared with none in Q2 2004 or 2003.
Fever, toxoplasmosis, trichinosis, typhus and rabies.
The Ql 2005 notifications of these zoonotic diseases
One case of Q fever was also notified.
are reported by health board in Table 4.
Eight cases of toxoplasmosis were notified in this
quarter. This compares with 9 cases notified in the
same period in 2004.

0
Report prepared by:
Ms Fiona Cloak
Dr Barbara Foley
Dr Patricia Garvey
Dr Paul McKeown
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This is the third quarterly report for 2005 produced by the Gastroenteric Unit of the Health Protection Surveillance Centre.

News
International Outbreak of Salmonella Goldcoast Infection in Tourists Returning from Majorca

An international outbreak control team is currently investigating an extensive outbreak of Salmonella Goldcoast infection.
The outbreak was first identified by Health Protection Scotland and an alert through Enter-Net and the European
Commission's Early Warning and Response system (EWRS) led to an international response with active case finding. A
total of 148 cases of S. Goldcoast meeting the outbreak case definition were reported from around Europe between J October
and l December 2005: England and Wales (66), Scotland (28), Germany (17), Sweden (12), Norway (8), Ireland (6),
Denmark (4), Finland (4) and Majorca (3).
Despite extensive trawling, no testable hypothesis about foods, outlets, or other potential sources of infection could be
generated. The outbreak was declared over on December J '',

********

North-South General Practice Food Safety Promotion Board Research Project

Two studies into Acute Gastroenteritis in Ireland, North and South, by the Food Safety Promotion Board (A Telephone survey
and A Study of General Practitioners) into the incidence qf gastroenteritis and its management by General Practitioners North
and South indicated that the burden of illness is great (3.2 million cases annually, accounting for almost 1 in every 20
consultations) and that there are variations in its management. The FSPB has funded a research project to implement
findings arising from these two important studies.
Two Research Fellows, one North and South, are developing the project in conjunction with the Department of General
Practice, Queens University Belfast, Irish College of General Practitioners, CDSC-NI and HPSC. Its principal aims are:
o To improve the clinical and public health management of food-borne disease and infectious gastroenteritis by Irish
General Practitioners
o To enhance the communication and exchange between the public health system and general practice, and the
laboratory services and general practice, in relation to gastrointestinal and other infections
It is intended that practice-based and training resources for use by GPs, GP registrars, medical students and other primary
care practitioners in the management ofIID will be developed, with feedback on their usefulness being gathered through
focus groups comprising GPs, public health physicians and laboratory staff. Intended outputs include decision-support
systems to allow a move towards more rationalised stool testing, reduced adverse effects from unnecessary/inappropriate
medication, reduced community acquired antibiotic resistance, improved GP and patient knowledge about IID, an enhanced
public health response to !ID outbreaks, better liaison between disciplines.

********

The production of this quarterly report would not be possible without the valuable input and commitment from the Directors
of Public Health, Specialists in Public Health Medicine, Surveillance Scientists, Clinical Microbiologists, General
Practitioners, Hospital Clinicians, Infection Control, Environmental Health and laboratory personnel, and other professionals
who provide the data for the HPSC's surveillance
Note: Data are collected and analysed using the Computerised Infectious Disease Reporting (CIDR) system. The
data in this report are provisional and will not be regarded as final untll all returns are received and data have
been validated.

Ireland

553

OUTBREAK SURVEILLANCE

0

CJ

Table 2. Non-11D Outbreaks in Quarter 3, 2005

P-P denotes Per.on-to-Person transmission
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Since July 2001, outbreaks have been reported to
HPSC. Initial information is provided by a public
health professional using a preliminary notification
form (by fax or email). A full report is then
forwarded by the lead investigator once more
complete data are available. The data requested
includes information on the source of reporting of the
outbreak, the extent of the outbreak, mode of
transmission, location, pathogen involved, laboratory
investigation, morbidity and mortality data, suspect
vehicle and factors contributing to the outbreak. The
data provided on final reports is crucial in providing
information on the reasons why the outbreak occurred,
the factors that lead to the spread of disease and the
lessons that can be learnt to prevent further such
outbreaks.

Ireland

Table 1 shows a line listing of all general and family
IID outbreaks reported to· the HPSC in the third
quarter of 2005. There were 29 IID outbreaks
reported during this period, resulting in at least 24 7
people being ill. The most common cause of IID
outbreaks was E. coli with 10 outbreaks (34% of all
outbreaks).
There were 6 suspect foodborne
outbreaks: 1 Campylobacter spp, 1 Shigella, 1 AIG, l
Salmonella, and 2 E. coli 0157. There was 1
waterborne outbreak reported, a family outbreak 0£ E
coli 0157, 7 outbreaks (24%) were reported to have
occurred in healthcare settings, i.e. hospitals or
residential institutions, during this period.
There were 4 non-IID outbreaks (2 Mumps, l
legionella and l TB) reported during Quarter 3 - see
Table 2.

Since the 151 January 2004, with the amendment to the
Infectious Diseases Regulations (2003), there is a
statutory requirement for medical · practitioners and
clinical directors of a diagnostic laboratory to notify to

Table 3. No of !ID outbreaks per HSE region

the medical officer of health 'any unusual clusters or

changing patterns of any illness, and individual cases
thereof, that may be of public health concern'.

HSE area

No of 11D

Rate per 100,000

M
MW
NE

outbreaks
14
5
1
0

population
1.0
2.2
0.3

NW
SE

4

s

5

E

w

0

0

0.9
0.9

Ireland

NOTIFICATIONS OF INFECTIOUS INTESTINAL AND ZOONOTIC DISEASE
The number of notifications of infectious intestinal and zoonotic disease by HSE-Area and month for the third
quarter of2005 is shown in Table 4.
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SALMONELLA ENTER/CA
Human salmonellosis (S. enterica) is a notifiable
disease.
The National Reference Laboratory for
Salmonella (NSRL) in lreland was established in 2000
in the Dept. of Medical Microbiology, University
College Hospital, Galway. This laboratory accepts S.
enterica isolates from all clinical and food laboratories
in Ireland for serotyping, phage typ-ing and
antimicrobial sensitivity testing. Table 5 shows the
number of salmonellosis notifications by HSE-Area
and month for the third quarter of 2005. Comparison
of trends with previous years is shown in Figure 1
below.

Enteritidis (n=73 [52%]) and S. Typhimurium (n=25
[18%]).
23 (16%) of S. enterica isolates were reported to be
associated with travel outside of Ireland during this
quarter.

S. Typhi and S. Paratyphi
There were no cases of typhoid or paratyphoid
reported during Quarter 3, 2005.
Outbreaks of salmonellosis
There were six small outbreaks (all family outbreaks)
of salmonellosis reported in Q3, 2005 (see Table 1).

Table 5. Salmonellosis Notifications by HSEArea and Month, Q3 2005
Table 6. Serotypes of S. enterica referred to
NSRL in Quarter 3, 2005 (Data are provided courtesy
of Prof. Martin Connican and Dr Geraldine CorbettFeeney, NSRL).
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Figure 1. Seasonal Distribution of Human
Salmonellosis Notifications, 2002-2004 and to
end Q3 2005

Table 6 shows the S. enterica isolates typed by the
NSRL in the third quarter of 2005 (n=l40). The
commonest human serotypes isolated were S.
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VEROTOXIGENIC E. COLI (VTEC)
Illness caused by enterohaemorrhagic E. coli (EHEC)
became a notifiable disease on January 1st 2004.
Under EHEC, all verotoxin positive E. coli, and E.
coli of serogroups 0157, 026, 0111, 0103, 0145
regardless of whether verotoxin producers, are
reported. Previously, VTEC were notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'.

0

The number ofEHEC notified in Q3 2005 is shown in
Table 4. Under the legislation, it is required that
information on EHEC be gathered and reported.
However, because of their· clinical and public health
significance, it is important to distinguish between
those isolates that are verotoxin-producers and those
that are not.

Enhanced information is provided by HSE-Area
personnel on all VTEC cases. Seven VTEC cases
notified in this quarter developed HUS.
The HSE SWA Public Health Laboratory at Cherry
Orchard Hospital, Dublin provides a national E. coli
0157 and non-O157 diagnostic service for clinical
samples, including E. coli serotyping, verotoxin
detection and VTEC molecular typing. Tables 8 and 9
show the phage types and VT types of VTEC isolates
referred to this laboratory in Q3 2005.
Table 8. Phage Types of VTEC 0157 isolates
referred to the HSE SWA Public Health
Laboratory, Cherry Orchard Hospital in Q3
2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll .

53 EHEC were notified in this quarter, 49 of which
were confirmed or probable VTEC (Table 7). This
compares with 29 VTEC cases notified in Q3 2004

(Figure 2). Table 7 shows the number of VTEC cases
reported by serogroup and month, Q3 2005.
Notified

by

one case confirmed by serology as 0157 but co-infected with E. coli 021
b one case confirmed only by· serology

0

Table 9. Verotoxin typing results of VTEC
isolates referred to the HSE SWA Public
Health Laboratory, Cherry Orchard Hospital in
Q3 2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll .
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Figure 2. Seasonal Distribution of Confirmed
VTEC cases notified 2004, and to Q3 2005

Outbreaks of VTEC infection
10 family outbreaks ofVTEC infections were reported
during Q3 2005, 8 due to E. coli 0157 and 2 due to E.
coli 026. The modes of transmission and numbers ill
in each outbreak are reported in Table 1.
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CAMPYLOBACTER
Human campylobacteriosis became a notifiable
disease on January 1st 2004. Prior to this, human
campylobacter infection was notified under the
category of 'Food Poisoning (bacterial other .than
Salmonella)'. The notifications for the third quarter of
2005 are shown in Table 10. The seasonal trend is
broadly similar to 2004 with a peak in cases noted in
June, as depicted in Figure 3.

300

.
"
lb
Ill

.

0

250

150

Ill

.Q

E

g

5

200

100

:I
C

50
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HSE-Area and Month, Q3 2005
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·Outbreaks of campylobacter infection
Two family outbreaks of Campylobacter infection
were reported in Q3 2005 (Table 1).

CRYPTOSPORIDIUM
Human cryptosporidiosis became a notifiable disease
on January 1st 2004. Prior to this, cryptosporidiosis
was notifiable in Ireland only in young children under
the category 'Gastroenteritis in Children Under 2'. In
Q3 2005, 74 cases of cryptosporidiosis were notified
(Table 11), compared to 86 in same period last year
(Figure 4).
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Table 11. Cryptosporidiosis Notifications by
HSE-Area and Month, Q3 2005
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Outbreak of cryptosporidiosis
A family outbreak of cryptosporidiosis was reported
by HSE-S; 2 people were hospitalised.
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NOROVIRUS
Human noroviral infection became a notifiable disease
on January 1st 2004. There were 41 cases reported in
the third quarter of 2005, as shown in Table 12. These
data are certainly an under-ascertainment of the true
burden of disease due to this pathogen.

involving at least 142 people becoming ill, as outlined
in Table 1.
.

Table 12. Norovin.is Notifications by HSEArea and Month, Q3 2005

Norovirus outbreaks
Norovirus or suspect viral aetiology is the commonest
cause of outbreaks of acute gastroenteritis in Ireland.
In the third quarter of 2005 there were five outbreaks
confirmed or suspected to be caused by this virus,

0
LISTERIA
Human listeriosis became a notifiable disease on
January I st 2004. Prior to this, listeriosis was notified
under the category of 'Food Poisoning (bacterial other
than Salmonella)' or 'Bacterial Meningitis' as
appropriate.

Five cases of listeriosis were notified in Q3 2005
(Table 4) compared to 4 in the same period last year,
all 5 were non pregnancy-associated adult cases.

SHIGELLA
On January 1st 2004, infection with Shigella spp.
became notifiable as 'Shigellosis'. Prior to this, it was
notifiable as 'Bacillary Dysentery'.

Eleven cases were reported as S. sonnei, 4 as S.
jlexneri, and the species was not specified for the
remaining case.

During Q3 2005, 16 cases of shigellosis were notified
(Table 4). This compares with 21 cases notified as
shige!losis in quarter 3 in 2004 and 9 as bacillary
dysentery in 2003.

Outbreak of shigellosis
A family outbreak of shigellosis was reported by the
Mid-West Area. Three people were reported ill and
the suspected mode of transmission was foodborne.

0
GIARDIA
Human giardiasis became a notifiable disease on
January 1st 2004. Prior to this, giardiasis was
notifiable in Ireland only in young children under the
category 'Gastroenteritis in Children Under 2'.

During quarter 3 2005, 16 cases of giardiasis were
notified (Table 4), the same as were notified in Q3
2004.

FOODBORNE INTOXICATIONS
Bacillus cereus foodbome infection/intoxication,
botulism, Clostridium perfringens (type A) foodborne disease and staphylococcal food· poisoning
became notifiable diseases on January 1st 2004. Prior

to this, these diseases were notified under the category
of 'Food Poisoning (bacterial other than Salmonella)'.
No cases of foodbome intoxication were notified in
Q3 2005 (Table 4).
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ACUTE INFECTIOUS GASTROENTERITIS incl. ROTAVIRUS
Since 1st January 2004, there is a notifiable disease
category termed 'Acute Infectious Gastroenteritis'.
This includes all unspecified causes of gastroenteritis
and also specifically, gastroenteritis due to rotavirus.
It should be noted that acute infectious gastroenteritis
is now notifiable in all age groups, unlike the fonner
notifiable disease category of 'Gastroenteritis in
children under 2 years'.

Table 13. Rotaviral Infections Notified under
the
Category
of
'Acute
Infectious
Gastroenteritis' by HSE-Area and Month, Q3

2005

During quarter 3 2005, thei::e were 146 notifications of
acute infectious gastroenteritis. l 10 were reported as
rotavirus (Table 13) and 75% of these were in children
under 2 years of age,

NON-11D ZOONOTIC DISEASES
Non-IID zoonoses now notifiable include: anthrax,
brucellosis, echinococcosis, leptospirosis, plague, Q
Fever, toxoplasmosis, trichinosis, typhus and rabies,
The QI 2005 notifications of these zoonotic diseases
are reported by HSE-Area in Table 4.
Ten cases of toxoplasmosis were notified in this
quarter. This compares with eight cases notified in the
same period in 2004.

There were 12 cases of brucellosis reported during
this quarter compared with 16 in Q3 2004 or 2003.
Seven cases ofleptospirosis were notified in Q3 2005;
this compares with one in Q3 2004 and one in Q3
2003.
Three cases of Q fever were also notified, compared
to one in Q3 2004.

Report prepared by:
Ms Fiona Cloak
Dr Barbara Foley
Dr Patricia Garvey
Dr Paul McKeown
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SURVEILLANCE of INFECTIOUS INTESTINAL DISEASE (11D), ZOONOSES
and OUTBREAKS of INFECTIOUS DISEASE
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This is the fourth quarterly report for 2005 produced by the Gastroenteric Unit of the Health Protection Surveillance Centre.

News
VTEC Outbreak in the Midwestern Area
During the final quarter of 2005, the Mid-West area experienced its and the country's largest outbreak of
infectious intestinal disease caused by Verocytotoxigenic Escherichia coli. In total, 18 cases ofVTEC (half of
which were asymptomatic) had been identified between October and December Most of the cases were in
preschool aged children; two were admitted with Haemolytic Uraemic Syndrome. A multidisciplinary team in the
Mid West Area investigated the outbreak. No definitive point source could be identified despite extensive
investigation, the most likely source being a contaminated local private Group Water Scheme (GWS) with
onward propagation by person-to-person spread. This outbreak has again highlighted the importance of
maintaining water quality standards in private GWSs, and the need for parents to be aware of how childcare
facilities are regulated.

0

All-Island Infectious Intestinal Disease Conference
The Food Safety Promotion Board hosted the "All-Island Infectious Intestinal Disease Conference: Sharing
strategies for control and prevention" on 18th & 19th January 2006 in the Europa Hotel, Belfast. An all-island
IID Collaborative forum comprising the HPSC (ROI) CDSC (NI) and sa/efood, the Food Safety Promotion Board
was set up in early 2005 as a network for Public Health professionals involved in the prevention and control of
foodborne disease. It was decided that an All-Island Infectious Intestinal Disease Conference would be an
important early undertaking of the Forum and that the Conference would have as its aims:
1. To provide an opportunity to highlight lessons learned and examples of good practice in the prevention
and control ofllD.
2. To explore opportunities for all-island collaboration in research and guidelines development.
3. To support the networking ofrelevant professionals from across the island of Ireland.
The Conference was very well attended with a range of guest speakers and submitted papers for oral and poster
presentation. A series ofrecommendations about further conferences and other aspects of training and
professional development in the area ofllD are due to be published soon by safefood.

********
The production of this quarterly report would not be possible without the valuable input and commitment from the Directors
of Public Health, Specialists in Public Health Medicine, Surveillance Scientists, Clinical Microbiologists, General
Practitioners, Hospital Clinicians, Infection Control, Environmental Health and laboratory personnel, and other professionals
who provi_de the data for the HPSC's surveillance
Note: Data are collected and analysed using the Computerised Infectious Disease Reporting (CIDR) system. The
data in this report are provisional and will not be regarded as final until all returns are received and data have
been validated.
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a
General Residential institution
P-P denotes Person-to-Person transmission, FB denotes foodborne, WB denotes waterborne
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Table 2. Non-1!D Outbreaks in Quarter 4, 2005

P-P denotes Person-to-Person transmission

0

0

Stnce July 2001, outbreaks have been reported to
HPSC. Initial information is provided by a public
·health professional using a preliminary notification
form (by fax or email). A full report is then
forwarded by the lead investigator once more
complete data are available. The data requested
includes information on the source of reporting of the
outbreak., the extent of the outbreak, mode of
transmission, location, pathogen involved,_ laboratory
investigation, morbidity and mortality data, suspect
vehicle and factors contributing to the outbreak. The
data provided on final reports is crucial in providing
information on the reasons why the outbreak occurred,
the factors that lead to the spread of disease and the
lessons that can be learnt to prevent further such
outbreaks.
Since the 1st January 2004, with the amendment to the
Infectious Diseases Regulations (2003), there is a
statutory requirement for medical practitioners and
clinical directors of a diagnostic laboratory to notify to
the medical officer of health 'any unusual clusters or
changing patterns of any illness, and individual cases
thereof, that may be of public health concern'.

Table 1 shows a line listing of all general and family
IID outbreaks reported to the HPSC in the fourth
quarter of 2005. There were 31 IID outbreaks
reported during this period, resulting in at least 293
people being ill. The most co=on cause of IID
outbreaks was E coli with 8 outbreaks (26% of all
outbreaks).
There were 8 suspect foodborne
outbreaks: 2 Campylobacter, 3 Salmonella, 2 E. coli
and 1 Norovirus. There was 2 suspected waterborne
outbreaks reported, both. E coli O 157. 10 outbreaks
(32%) were reported to have occurred in healthcare
settings, i.e. hospitals or residential institutions, during
this period.
There were 6 non-IID outbreaks (3 Mumps, 1 Hib, 1
Scabies and 1 suspected streptococcal infection)
reported during Quarter 4 - see Table 2.
Table 3. No of 11D outbreaks per HSE region
No ofllD
Rate per 100,000
HSE area
outbreaks
population
E
11
0.78
M
2
0.89
MW
2
0.59
NE
2
0.58
NW
0.45
SE
8
1.89
s
3
0.52
w
2
0.53
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NOTIFICATIONS OF INFECTIOUS INTESTINAL AND ZOONOTIC DISEASE
The number of notifications of infectious intestinal and zoonotic disease by HSE-Area and month for the fourth
quarter of2005 is shown in Table 4.

Table 4. lntestinai Infectious and Zoonotic Disease Notifications Quarter 4 2005 b
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SALMONELLA ENTER/CA

Human salmonellosis (S. enterica) is a notifiable

0

disease.
The National Reference Laboratory for
Salmonella (NSRL) in Ireland was established in 2000
in the Dept. of Medical Microbiology, University
College Hospital, Galway. This laboratory accepts S.
enterica isolates from all clinical and food laboratories
in Ireland for serotyping, phage typing · and
antimicrobial sensitivity testing. Table 5 shows the
number of salmonellosis notifications by HSE-Area
and month for the fourth quarter of 2005. Comparison
of trends with previous years is shown in Figure 1
below.

Table 5. Salmonellosis Notifications by HSEArea and Month, Q4 2005
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Figure 1. Seasonal Distribution of Human
Salmonellosis Notifications, 2002-2004 and to
end Q4 2005

Table 6 shows the S. enterica isolates typed by the
NSRL in the fourth quarter of 2005 (n=86). The
commonest human serotypes isolated were S.
Enteritidis (n=30 [35%]) and S. Typhimurium (n=21
[24%]).

20 (23%) of S. enterica isolates were reported to be
associated with travel outside of Ireland during this
quarter.

S. Typhi and S. Paratyphi
There were I case of typhoid (associated with travel to
India) and 1 case of paratyphoid (associated with
travel to Bangladesh) reported during Quarter 4, 2005.
Outbreaks of salmonellosis
There were 7 small outbreaks (4 family outbreaks) of
salmonellosis reported in Q4, 2005 (see Table 1).

Table 6. Serotypes of S. enterica referred to
NSRL in Quarter 4, 2005 (Data are provided courtesy
of Prof. Martin Cormican and Dr Geraldine CorbettFeeney, NSRL).
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VEROTOXIGENIC E. COLI (VTEC)
Illness caused by enterohaemorrhagic E. coli (EHEC)
became a notifiable disease on January 1st 2004.
Under EHEC, all verotoxin positive E. coli, and E.
coli of serogroups 0157; 026, 0111, 0103, 0145
regardless of whether verotoxin producers, are
reported.. Previously, VTEC were notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'.
The number of EHEC notified in Q3 2005 is shown in
Table 4. Under the legislation, it is required that
information on EHEC be gathered and reported.
However, because of their clinical and public health
significance, it is important to distinguish between
those isolates that are verotoxin-producers and those
that are not.

Enhanced information is provided by HSE-Area
personnel on all VTEC cases. Six VTEC cases
notified in this quarter developed HUS.
The HSE SWA Public Health Laboratory at Cherry
Orchard Hospital, Dublin provides a national E. coli
0157 and non-O157 diagnostic service for clinical
samples, including E. coli serotyping, verotoxin
detection and VTEC molecular typing. Tables 8 and 9
show the phage types and VT types of VTEC isolates
referred to this laboratory in Q4 2005.

Table 8. Phage Types of VTEC 0157 isolates
referred to the HSE SWA Public Health
Laboratory, Cherry Orchard Hospital in Q4
2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll).

56 EHEC were notified in this quarter, 50 of which
were confinned or probable VTEC (Table 7). This
compares with 10 VTEC cases notified in Q4 2004
(Figure 2). Table 7 shows the number of VTEC cases
reported by serogroup and month, Q4 2005.

Table

7. Confirmed VTEC
rou and Month, Q4 2005

Notified

5

by

3
'

Total

,

46

Table 9. Verotoxin typing results of VTEC
isolates referred to the HSE SWA Public
Health Laboratory, Cherry Orchard Hospital in
Q4 2005. (Data are provided courtesy of Dr. Eleanor
McNamara and Dr. Anne Carroll).
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Figure 2. Seasonal Distribution of Confirmed
VTEC cases notified 2004, and to Q4 2005

Outbreaks of VTEC infection
A general outbreak (18 confinned cases) of E. coli
0157 was reported by the HSE-MW; this is the largest
VTEC outbreak ever reported in Ireland. Six
additional outbreaks of VTEC infection (5 family and
one general) were reported during Q4 2005, all due to
E. coli 0157. The modes of transmission and numbers
ill in each outbreak are reported in Table 1.
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· CAMPYLOBACTER
Human campylobacteriosis became a notifiable
disease on January 1st 2004. Prior to this, human
campylobacter infection was notified under the
category of 'Food Poisoning (bacterial other than
Salmonella)'. The notifications for the fourth quarter
· of 2005 are shown in Table 10. The seasonal trend is
broadly similar to 2004, as depicted in Figure 3.
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Table 10. Campylobacter Notifications by
.HSE-Area and Month, Q4 2005
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Outbreaks of campylobacter infection
Two family outbreaks of Campylobacter infection
were reported in Q4 2005 (Table 1).

CRYPTOSPORIDIUM
Human cryptosporidiosis became a notifiable disease
on January 1st 2004. Prior to this, cryptosporidiosis
was notifiable in Ireland only in young children under
the category 'Gastroenteritis in Children Under 2'. In
Q4 2005, 61 cases of cryptosporidiosis were notified
(Table 11), compared to 51 in same period last year
(Figure 4).
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Table 11. Cryptosporidiosis Notifications by
HSE-Area and Month, Q4 2005
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Seasonal
distribution
of
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Outbreaks of cryptosporidiosis
Two small general outbreaks of cryptosporidiosis
were reported, one by the HSE-W and one by the
HSE-S (Table 1)
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NOROVIRUS
Human noroviral infection became a notifiable disease
on January 1st 2004. There were 39 cases reported in
the fourth quarter of 2005, as shown in Table 12.
These data are certainly an under-ascertainment of the
true burden of disease due to this pathogen.

involving at least 207 people becoming ill, as outlined
in Table 1.

Table 12. Norovirus Notifications by HSEArea and Month, Q4 2005

Norovirus outbreaks
Norovirus or suspect viral aetiology is the commonest
cause of outbreak.$ of acute gastroenteritis in Ireland.
In the fourth quarter of 2005 there were 8 outbreaks
confirmed or suspected to be caused by this virus,

LISTERIA
Human listeriosis became a notifiable disease on
January 1st 2004. Prior to this, listeriosis was notified
under the category of 'Food Poisoning (bacterial other
than

Salmonella)'

or

'Bacterial

Meningitis'

as

Two cases of listeriosis were notified in Q4 2005
(Table 4), the same as were reported in the same
period last year; both were non pregnancy-associated
adult cases.

appropriate.

SHIGELLA
On January 1st 2004, infection with Shigella spp.
became notifiable as 'Shigellosis'. Prior to this, it was
notifiable as 'Bacillary Dysentery'.
During Q4 2005, 7 cases of shigellosis were notified
(Table 4). This compares with 21 cases notified as

shigellosis in quarter 4 in 2004 and 12 as bacillary
dysentery in 2003.
Four cases were reported as S. sonnei, two as S.
flexneri and one as Shigella sp.

GIARDIA
Human giardiasis became a notifiable disease on
Outbreak of giardiasis
January 1st 2004. Prior to this, giardiasis was
A family outbreak of giardiasis was reported by the
notifiable in Ireland only in young children under the
HSE-E (Table 1).
category 'Gastroenteritis in Children Under 2'.
During quarter 4 2005, 18 cases of giardiasis were
notified (Table 4); this compares with 23 cases
notified in Q4 2004.

FOODBORNE INTOXICATIONS
Bacillus cereus foodbome infection/intoxication,
botulism, Clostridium perfringens (type A) foodborne disease and staphylococcal food poisoning
became notifiable diseases on January 1st 2004. Prior
to this, these diseases were notified under the category
of 'Food Poisoning (bacterial other than Salmonella)'.

Three cases of staphylococcal food poisoning were
notified in Q4 2005 (Table 4), compared to none in
the same period in 2004.
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ACUTE INFECTIOUS GASTROENTERITIS incl. ROTAVIRUS
Since 1st January 2004, there is a notifiable disease
category termed 'Acute Infectious Gastroenteritis'.
This includes all unspecified causes of gastroenteritis
and also specifically, gastroenteritis due to rotavirus.
It should be noted that acute infectious gastroenteritis
is now notifiable in all age groups, unlike the former
notifiable disease category of 'Gastroenteritis in
children under 2 years'.
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Table 13. Rotaviral Infections Notified under
the
Category
of
'Acute
Infectious
Gastroenteritis' by HSE-Area and Month, Q4

2005

During quarter 4 2005, there were 99 notifications of
acute infectious gastroenteritis. 79 were reported as
rotavirus (Table 13) and 76% of these were in children
under 2 years of age.

NON-11D ZOONOTIC DISEASES
Non-IID zoonoses now notifiable include: anthrax,
brucellosis, echinococcosis, leptospirosis, plague, Q
There were 9 cases of brucellosis reported during this
Fever, toxoplasmosis, trichinosis, typhus and rabies.
quarter compared with 13 in Q4 2004.
The Q1 2005 notifications of these zoonotic diseases
are reported by HSE~Area in Table 4.
Eight cases ofleptospirosis were notified in Q4 2005;
this compares with 8 in Q4 2004 and 4 in Q4 2003.
Twelve cases of toxoplasmosis were notified in this
quarter. This compares with 8 cases notified in the
same period in 2004.
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