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1996 REPORT OF THE DIRECTOR OF PUBLIC HEALTH - 



Acknowledgements. 

An important task of the Public Health Department of the South Eastern 

Health Board is to document the health of the population and to produce a 

Report on the peoplek health status. The Public Health Department was 

established in 1996, and I would like to thank the medical and secretarial 

staff for their hard work in collating such a comprehensive report in the 

limited time available. Existing health information systems in Ireland are 

not adequate to monitor health at a detailed level and we will continue to 

work with other sections of the Health Board, other agencies and the 

Department of Health to improve our information base. 
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This is the first Public Health Report on the health status of the population of the South 
Eastern Health Board. The Public Health Report is intended to measure and monitor the 
health of our population and to inform the people, the health board, health service staff and 
professionals about the importance and patterns of ill health in the community. It 
comments on important health issues and highlights areas for health and social gain action 
by the health services and other agencies. These issues will inform service plans for the 
following year. 

The 1996 Report is the first, therefore my emphasis is in broadly describing the health of 
the people and in setting a base line of information against which subsequent such Reports 
and service developments can be reflected. Importance is placed on the major causes of 
death identified in the region and by the National Health Strategy "Shaping a Healthier 
Future". Information on counties and health board regions is presented in a comparative 
format, which will be repeated in future years. Subsequent Reports will identify the 
progress achieved in addressing the Health and Social Gain issues highlighted and each 
year the Report will focus on particular client or patient groups. This year there is a focus 
on the Elderly and the Physically Disabled. 

The Report outlines the South Eastern region in terms of the Place and the People. The 
major causes of death and ill health are described by age groups, gender and county. 
Information on lifestyles is presented and detailed studies on the health status and health 
service needs of the elderly and the physically disabled are described. The Report 
concludes with the Important Issues identified and Recommendations for Health and 
Social Gain. 

The mission of the South Eastern Health Board is "to help the people we serve maximise 
their health and social well-being, using the resources at our disposal as effectively and 
efficiently as we can". 

This Report highlights the major causes of ill health for the people of the South East. This 
information will help the Board in developing priorities for Service Plans, subsequent 
Reports will evaluate our successes in implementing change and achieving a gain in health 
for our people. 

Dr. Orlaith O'Reilly 
Director of Public Health 





The South Eastern Health Board comprises the Counties Carlow, Kilkenny, Tipperary 
South Riding, Waterford & Waterford County Borough and Wexford. The total area of the 
Health Board is 9,405 square kilometres which is 13.5% of the area of the State. The 
Region has a population of 391,046 (1996 census) which is 11% of the national 
population. The overall population density is 41.5 persons per square kilometre compared 
to 5 1 persons per square kilometre in Ireland. 

2.1 The Place 

The Health Board is'situated in the South East of the Country and is the most proximate of 
a l l  Health Boards to mainland Europe. The Health Board borders on 4 other Health 
Boards, the Southern Health Board, the Mid-Westem Health Board, the Midland Health 
Board and the Eastern Health Board. The Irish Sea to the East separates the Health Board 
from Wales. 
The physical geography of the Region centres on the catchment area of the Rivers Barrow, 
Nore, Suir & Slaney. There are a number of mountain ranges in from the coast as part of 
the discontinuous mountain range around the periphery of Ireland. The two maritime 
counties, Waterford and Wexford have extensive coastline from Kilmichael point above 
Gorey to Youghal bridge on the Blackwater. 

As in the rest of Ireland the climate is temperate which is neither too hot in the Summer 
nor too cold in the Winter. The temperatures are fairly uniform throughout the Region 
with the warmest months in July & August while January & February are the coldest 
months, May & June are the sunniest months averaging 5-7 hours of sunshine a day. The 
average rainfall in the South Eastern area of the County is <750 millimetres (30 inches) 
compared to 1,500 millimetres (50 inches) in parts of the West. However in mountainous 
areas the average rainfall can exceed 2,000 millilitres (79 inches). 

One of the consequences of living in an equitable climate is that we are neither prepared 
for severe cold spells or very hot spells. Prolonged cold spells in the winter result in 
deaths from hypothermia in the vulnerable groups of the community especially the elderly. 

As in the rest of Ireland, the economy has traditionally been based on agriculture and up to 
the 1960's the population lived largely in rural areas. Recent years have seen the 
enlargement of urban areas and establishment and expansion of modern industry. The 
increased pace of economic development since the 1960s has been accompanied by 
significant changes in the composition of employment. The share of the agricultural sector 
in employment has been falling steadily in Ireland (I  l%), but in the South Eastern Region 
it remains higher than the national average. The Labour Force survey of 1996 shows that 
21,900 (17%) of the workforce were involved in the agricultural sector out of 132,200 at 
work. 

This is shown in Table 2.1 which shows persons at work in three broad economic sectors - 
Agriculture, Industry and Services. 



Table 2.1 Estimated labour force and population aged 15 years or over in the South- 
Eastern Region, showing those at work and unemployed, and analysing persons at 
work by broad economic sector - 1996 

Source: Labour Force Survey 

In the South East, farms tend to be larger than the average (26 hectares) in Ireland and of 
better land than in the West of Ireland. Further employment is provided in service 
industries, particularly in the towns servicing the agricultural heartland. 

Since our membership of the European Community in 1973 there has been a significant 
increase in the number of industries. An indication of the type of industry in the area is 
obtained from the Environmental Protection Agency (EPA) report on integrated pollution 
control licences, 1995 (Appendix 1). The EPA was established in 1992 and its 
Headquarters is in Ardcavan, Wexford. The Agency promotes and implements standards 
for environmental protection and management. From 1994 it has been responsible for 
licensing those categories of development which has the greatest potential to cause 
pollution. 

The largest extractive industry in the South East Region is the Arcon development at 
Galmoy at North West Kilkenny. This zinc lead deposit is one of three zinc-lead mines in 
Ireland, the other two are Europe's largest zinc & lead deposit in Tara Mines in Co. Meath 
and Lisheen, Tipperary North. It is important that the development of these mines is 
balanced with the environmental impact on the local area. 

Tourism revenue in 1996 contributed 228 million pounds to the South East. The 
development of tourism is possible for areas which are not suitable for agricultural or 
industrial development. This creates income and employment in areas that would 
otherwise become deprivation blackspots with a subsequent rise in morbidity and 
mortality. 



2.2 Demography 

There were 391,046 people living in the South Eastern Health Board (SEHB) region in 
April 1996 (1996 census). This was an increase of 2.05% in population in the south east 
compared to the 1991 census (Table 2.2) an4 in keeping with national data, there was an 
increasing trend to urbanisation, though the majority of people still live in rural areas. 

Table 2.2 Percentage increase in population from 1991 to 1996 census 

Detailed breakdown of age and sex for the region, for each county and community care 
area is available at present for the 1991 census and is shown in Appendix 2, Tables 1 and 
2. 
A high proportion of the population is concentrated in the younger age groups. 
Approximately 44% of the population is under 25 years, 28% is under 15 years and 12% is 
over 64 years. This is very similar to the national profile. Figure 2.1 shows a population 
profile of the population of the SEHB. 

Figure 2.1 Population Pyramid for South Eastern Health Board - 1991 census 
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The South Eastern Health Board has a relatively large number of urban centres. The 5 
major urban centres with populations of over 10,000 people as listed in the 1991 census 
are Carlow, Kilkenny, Clonmel, Waterford & Wexford. Only 27% of the population live in 
the major urban centres. 
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2.05% 

Carlow 

1.6% 

Kllkenny 

2.1% 

Wexford 

2.2% 



Town / city Population 

Waterford 41,853 
Kilkenny 17,669 
Clonmel 15,562 
Wexford 15,353 
Carlow* 13,233 

* the remainder of environs in Co. Laois are not included in total. 

There were five towns in the SEHB with a population between 5,000 and 10,000, in which 
8% of the population live. 

Town Population 

Enniscorthy, Wexford 7,655 
Dungarvan, Waterford 6,920 
New Ross,* Wexford 6,079 
Tramore, Waterford 6,064 
Carrick-on-Suir, Tipperary SR 5,143 

There were twelve remaining small towns in the SEHB with a population greater than 
1,000, in which 7% of the population live. 

Town Population 

Tipperary, Tipperary SR 
Gorey, Wexford 
Cashel, Tipperary SR 
Muinebeag, Carlow 
Tullow, Carlow 
Cahir, Tipperary SR 
Thomastown, Kilkenny 
Castlecomer, Kilkenny 
Graiguenamanagh,* Kilkenq 
Bunclody,* Wexford 
Callan, Kilkenny 
Portlaw, Waterford 
Dunmore East, Waterford 

* Total population includes environs when they are situated in an adjacent County of the SEHB 

The majority of the population (58%) of the region live in rural areas. 

The birth rate (i.e. number of live births per 1000 population) in Ireland and in the SEHB 
region has been falling in recent decades (Figure 2.2). However there has been a recent 
upturn, with a 3% increase in births in the SEHB from 1994 to 1996. 



Figure 2.2 Birth Rate per 1000 population: 1981-1995 

Source: Vital Statistics, CSO 

The fertility rate is the number of births per 1000 female population between ages 15 and 
44 years and is shown on Table 2.3. 

Table 2.3 Birth rate and fertility rate in Ireland, SEHB and counties for 1995 

Nationally the proportion of births to teenage mothers is approximately 5%. This has not 
varied much between 1991 - 1995. In the SEHB 6% of births in 1994-1 996 were to teenage 
mothers. 

While the birth rate has been falling, the proportion of births to single mothers has been 
rising (Figure 2.3). The proportion of births to single mothers in the SEHB, especially in 
recent years, has been similar to the national average but, when compared with other 
health boards, the SEHB has consistently had the second highest proportion of births to 
single mothers, 

Within the south east, Waterford and, to a lesser extent, Wexford have a higher proportion 
of births to single mothers. 
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Source: Vital Statistics. CSO 

2.3 Socio -Economic Data 

There have been many national and international studies linking poor health status and 
shorter life expectancy with low economic status and deprivation. The reasons for this are 
complex but include a higher proportion of risk factors, associated with increased ill- 
health, in areas of deprivation. 

Area deprivation indices, whlch were developed in other countries, are not immediately 
applicable to Ireland. However an indicator of economic status in Ireland is the proportion 
of the population within an area who hold general medical cards (Table 2.4). 

Table 2.4 Proportion of population who hold general medical cards 

1 Region* 1 % of population who were medical card holders on31/12/96** 1 
SEHB 37.8% 

Carlow 41.1% 

1 Kilkenny 1 36.3% 1 

Tipperary SR 36.1% 

Waterford 37.3% 

*Counties as in community care areas 
**Population as enumerated by 1991 census 

Figure 2.4 shows the proportion of the population in each county by social class. 



Figure 2.4 Proportion of Population in each Social Class - 1991 census 
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*Social class 1 = Higher professional, higher managerial, proprietors employing others 
and farmers farming 200 or more acres. 

Social class 2 = Lower professional, lower managerial, proprietors without employees 
and farmers farming 100-1 99 acres. 

Social class 3 = Other non-manual and farmers farming 50-99 acres. 
Social class 4 = Skilled manual and farmers farming 30-49 acres. 
Social class 5 = Semi-skilled manual and farmers farming less than 30 acres. 
Social class 6 = Unskilled manual. 
Social class 7 = Unknown. 

The South Eastern Health Board region has a slightly lower proportion of its population in 
social classes 1 & 2 (24%) and a slightly higher proportion of its population in social 
classes 5 & 6 (28%), compared to Ireland (25% and 25% respectively). Within the south 
east, Carlow is the county with the lowest proportion in social classes 1 & 2 and the 
highest proportion in social classes 5 & 6 while Kilkenny has the highest proportion in 
social classes 1 & 2 and the lowest proportion in social classes 5 & 6. 

A 

The proportion of the labour force who were unemployed is available by county from the 
1991 census and is shown in Table 2.5. The estimated unemplovment rate for the South 

A - 
Eastern Region from the Labour Force Survey in April 1996 was 14%. This compares to 
13% nationally. 

Table 2.5 Proportion of labour force who were unemployed by county 

Source: CSO - 1991 census 
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2.4 Education 

Educational status is often used as a proxy for socio-economic status within a population 

and also gives an indication of self confidence, skill learning capacity and the ability to 

take on new ideas. In the south east, just 14% of the population were older than 17 years 

on completion of their full time education compared to 17% of the national population 

(199 1 census). 

Figures 2.5 & 2.6 show the maximum educational attainment, for males and females, of 

the labour force. For both males and females, there was a lower proportion of the labour 

force in the south east who attained a third level education and a higher proportion who 

attained a lower secondary education or less, compared to the national population. Within 

the south east the population of Kilkenny had a higher level of educational attainment 

while the population of Wexford had a lower level of educational attainment. 

Only about half of the female population are included in these figures as many are 

occupied in home duties. It would seem that women with a higher educational attainment 

are more likely to remain working or to return to work, which accounts for the higher 

proportion of women presented who attained a third level education compared to men. 



Figure 2.5 Proportion of male labour force at level of completed education 
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Figure 2.6 Proportion of female labour force at level of completed education 
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3.1 Introduction 

In order for health services to improve peoples' health and well-being, it is necessary to 
deliver effective services to those areas, client groups andlor individuals who most need 
these services. 

The first step is to document the health status of the people within the region. It is 
important to know what are the causes of death and of ill-health so that services can be 
targeted to those areas or client groups who are most at risk or most affected. 

Information on the causes of death is available from death certification data. It is more 
difficult to get information on the causes of ill-health or on the chronic diseases, such as 
peptic ulcer, osteoarthritis, depression or diabetes. Information is available on hospital in- 
patient discharges (HIPE), psychiatric in-patient admissions, infectious disease 
notifications and from client group surveys. 

Some behaviours, such as smoking or the degree of exercise taken, increase or decrease an 
individuals risk of certain illnesses. Therefore information on such lifestyle characteristics 
is also useful to explain the levels of mortality or morbidity, to predict future ill-health and 
to target health promotion activities. 

Because the causes of ill-health differ in different age groups, information on mortality, 
morbidity and lifestyles will be presented separately for adults and for children and young 
people. 

3.2 Mortality (Deaths): 

The causes of death for people within the South Eastern Health Board who are older than 
14 years are shown for three age groups, i.e. 15-34 years; 35-64 years; 65+ years (Figures 
3.1, 3.2,3.3). 

Figure 3.1 Causes of Death for People aged 15-34 years in SEHB - 1995 

Dlseaser d Cinulatory System 
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There were 85 deaths in people aged 15-34 years in the SEHB region in 1995. Accidents, 
i.e. injuries and poisonings, were by far the largest cause of death in young adults. 



Figure 3.2 Causes of Death for People aged 35-64 years in SEHB - 1995 
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There were 537 deaths in people aged 35-64 years in the SEHB region in 1995. Cancer, 
followed by circulatory system diseases, were the major causes of death in those aged 35 
to 64 years. 

Figure 3.3 Causes of Death for People aged >= 65 years in SEHB - 1995 
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There were 2,894 deaths in people aged 65 years or over in the SEHB region in 1995. 
Disease of the circulatory system was the major cause of death in the elderly, followed by 
cancer and respiratory disease. 

Deaths in the SEHB for 1995 are presented in Appendix 2, Table 3 

National Health Strategy:- 

The National Health Strategy identified the three main causes of premature mortality in 
Ireland and it is on these that health promotion activities should be targeted. These are: 

Cardiovascular Disease 
Cancer 
Accidents 

Data is presented below for these three causes of premature mortality. When comparing 
mortality rates between populations, it is important to control for different age profiles, as 
a population with an older age profile, because of a higher death rate in this age group, 
may seem to have a higher overall death rate. The standardised death rate (SDR) is a 



method of comparing the mortality experience of one population with that of another, 
talung account of age differences between the two populations. It is also important, when 
looking at populations with small numbers of deaths, to take into account that one or two 
deaths could distort the rates considerably. The SDR data presented in this report is 
averaged over five years (1991-1995). SDRs for these and other causes of death are shown 
in Appendix 2, Tables 4 and 5. 

The standardised death rate for the three main causes of premature mortality for those less 
than 65 years for each of the health board regions is shown in Figure 3.4. Details are 
available in Appendix 2, Table 6. 

Figure 3.4 Deaths due to Diseases of Circulatory System, Cancer and Injury and 
Poisoning for People < 65 years - SDR 1991-1995 per 100,000 population 
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The SEHB lies about mid range among the health boards for each of these causes of 
premature mortality. 

Cardiovascular Disease:- 

There were 188 deaths due to diseases of the circulatory system (the majority of which are 
cardiovascular diseases) in the SEHB in the 15-64 year age group in 1995. This consists 
of 30% of all deaths in this age group. Standardised death rates (SDR) for males and 
females due to diseases of the circulatory system for ages 15 to 64 years are shown in 
Figure 3.5. 



Figure 3.5 Deaths due to Diseases of the Circulatory System for ages 15-64 years - 
SDR 1991-1995 per 10,000 population 
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Source: Vital Statistics, CSO 

Males have over two and a half times the SDR of females, in keeping with national and 
international figures. Overall in the South Eastern Health Board region the standardised 
death rate for males for circulatory system diseases are slightly lower than the national 
rate, while that for females is slightly higher. However when looking at the constituent 
counties, Carlow females have a high SDR for circulatory system diseases compared to 
Ireland or to the SEHB region as a whole. The same is true for males from Waterford. 

It is estimated that 30% of cardiovascular disease is caused by smoking. It is also 
influenced by diet and serum cholesterol, hypertension, high alcohol consumption and 
lack of physical exercise. It is interesting to link up the data on cardiovascular deaths with 
information on lifestyle characteristics for the different populations. Lifestyle data is 
presented in a later part of this section. 

There were 213 deaths due to cancer in the 15 to 64 year age group in the SEHB in 1995. 
Cancer was the cause of 34% of all deaths in this age group. The SDRs of this age group 
for cancer are shown in Figure 3.6. 



Figure 3.6 Deaths due to Cancer for ages 15-64 years - SDR 1991-1995 per 10,000 - 
population 

Male Female 

Source: Vital Statistics, CSO 

Again the SDR for cancer for males in the SEHB is slightly lower than the national rate, 
while that of females is slightly higher, especially in Co. Carlow. 

Smoking is the major causative factor in almost 90% of lung cancer deaths, the most 
common cause of death due to cancer in men, and the second and increasingly, a more 
common cause of cancer deaths among women. Smoking also increases the risk of other 
cancers. In fact if everybody stopped smoking in the morning, it would reduce the number 
of cancer deaths by 30%. Studies have shown that the consumption of animal fat is 
positively related to the risk of some cancers, e.g. breast and bowel, while increased fibre 
consumption and the consumption of fruit and vegetables will reduce the risk. Excess 
exposure to the sun increases the risk of both non fatal skin cancers and of a severe form 
of skin cancer called melanoma. 

Deaths due to accidents are classified, for death certification purposes, under a grouping 
called 'Injury and poisoning', which includes all accidental deaths, suicides and 
homicides. The two main causes of death in this group are suicides and road traffic 
accidents (RTA). There were 42 deaths due to suicide in the 15-64 year age group in the 
SEHB in 1995 (38% of 'Injury and poisoning') and 33 deaths due to RTAs (30% of 
'Injury and poisoning'). Figure 3.7 shows the SDRs for Injury and poisoning for the 
SEHB and constituent counties for this age group. Figures 3.8 and 3.9 show SDRs for 
suicides and for RTAs respectively. 



Figure 3.7 Deaths due to injury and poisoning for ages 15-64 years - 
SDR 1991-1995 per 10,000 population 
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Figure 3.8 Deaths due to suicide for ages 15-64 years - 
SDR 1991-1995 per 10,000 population 
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Figure 3.9 Deaths due to road traffic accidents for ages 15-64 years - 
SDR 1991-1995 per 10,000 population 
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The SDR for injury and poisoning for males is almost 4 times that for females. The 
difference between males and females is even greater when looking at suicide deaths. 
There are high SDRs, within the SEHB, for injury and poisoning, and of that, for suicide 
and for RTAs, compared to national rates, for this age group. Standardised death rates for 
males are highest due to suicide in Carlow and due to road traffic accidents in Wexford. 

Information provided by an Garda Siochana on road traffic accidents is compiled by the 
National Roads Authority and the results on road traffic deaths and injuries for the last 5 
years for which information is available, follow the same pattern as the CSO mortality 
data, i.e. Wexford with the highest death and injury rate (Table 3.1). 

Table 3.1 Death and injury rates due to road traffic accidents - 1991-1995" 

Death rate per 10,000 pop 

I Waterford 1 1.05 1 29.7 1 

Injury rate per 10,000 pop 

Kilkenny 

Wexford 

*Rate per 10,000 population (1991 census) 
**Includes North and South Riding 
Source: National Roads Authority 

1.39 

1.69 

26.9 

31.0 



Both suicides and accidents are particularly tragic because they often affect young, 
otherwise healthy people. especially young men. The reasons for the increasing number of 
suicide deaths has yet to be established hut there is a higher risk associated with mental 
and physical illness, alcohol and drug dependence, certain occupations, unemployment 
and bereavement. The report of the Task Force on Suicide, set up by the government in 
1995 to make recommendations about prevention strategies, is due to be published soon 
and should give some guidance to service providers about how best to tackle this problem. 
This is particularly relevant to the south east region as the SEHB has the highest average 
standardised death rate (1991-1995) of the eight health boards for suicide. Appendix 2, 
Table 6. 
Accidents are preventable. An accident prevention strategy involves tackling the causes of 
accidents by a combination of changing the environment, (e.g. traffic calming measures); 
legislation, (e.g. seat belt legislation) and education, (e.g. on the use of seat belts). An 
effective strategy requires a public and professional educational programme to promote an 
injury prevention culture and a multisectoral approach, with specific target setting by each 
of the agencies involved and the use of evaluated effective prevention strategies. 

3.3 Hospital Admissions 

Few systems apart from specific registers or surveillance systems (e.g. infectious diseases) 
are available to reflect the burden of ill health, as opposed to mortality in the community. 
One system is the Hospital In-Patient Enquiry (HIPE) which records admission episodes 
to the acute hospitals. The coverage of this system in 1994 was 92% and 96% in 1995. It 
is important to note that hospital admissions are not a complete reflection of ill-health in 
the community. 
Residents of the South Eastern Health Board had 71,126 acute hospital admissions in 
1995. In 1994, the figure was 64,220. Of these 56,565 (79.5%) were aged 15 years or 
older in 1995 and 50,677 (78.9%) in 1994. The most frequent diagnoses by disease 
systems for 1995 are shown in figure 3.10. 
The order was similar in 1994. (See Appendix 3). 

Figure 3.10 Hospital Admissions by Disease System: 1995 
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When these top six diagnostic groups of 1995 were examined by county, all had gastro- 
intestinal (GIT) problems as their most frequent cause of admission. For Carlow, Wexford 
and Waterford this was followed in descending order of frequency by circulatory 
problems, injurylpoisoning, neoplasms, genito-urinary (GU) problems and respiratory 
diseases. For Kilkenny and South Tipperary the order was slightly reversed, as shown in 
figure 3.1 1. 

Figure 3.11 Major Diagnostic Categories by County 
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In Ireland the life expectancy of females is greater then that of their male counterparts, yet 
females are more likely to consult with general practitioners. However, when comparing 
episodes of acute hospital admission, males in the SEHB had more hospital admissions 
than their female counterparts. In 1995, for example 10.1% of male admissions were for 
circulatory problems compared with 8.1% of female admissions. These differences were 
statistically significant. Within specific disease groups females had more admissions for 
gastro-intestinal, genito-urinary and neoplastic problems, while males had more 
admissions for circulatory problems, respiratory problems and as a result of 
injurylpoisoning. 

When examined by age groups the top six disease systems (excluding pregnancy et al) 
resulting in hospital admissions were as shown in figure 3.12. 



Figure 3.12 Admissions for Major Disease Groups by Age Group 
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As is evident from the above, injuryipoisoning are major causes of morbidity in adults 
under 35 years of age, while circulatory problems and neoplasms have a greater impact on 
the older age groups. 

Shaping a Healthier Future 

The strategy document for effective health care in the 1990s highlighted a number of areas 
of major concern for attention in the forthcoming years. The three main causes of 
premature mortality in Ireland cardio-vascular disease, cancer and accidents were 
identified as priority areas for the health services of the 1990s. These will be discussed in 
further detail. 

Cardiovascular Disease:- 

Diseases of the circulatory system were the second (11.0%) commonest cause of 
admission in 1995 and 1994 (1 1.7%). Among those aged 45 years and over, they featured 
among the top three most frequent main diagnoses and indeed were the most frequent 
diagnostic category for those aged 55 years and over. 

Cardiovascular diseases impact not only on premature mortality and morbidity but also on 
health service usage, with knock on effects on the economic and social life of the region. 
Many of the major cardiovascular disease risk factors, smoking, hypertension, diet, blood 
cholesterol, high alcohol consumption, and lack of physical exercise, are well known and 
open to modification. To achieve maximum health and social gain in this area the 
approach must range from health promotion to a comprehensive spectrum of care. 



Neoplasms, which include benign tumours and cancers (malignant tumours), were the 
primary diagnosis for 8.4% of acute hospital admissions in 1994 and 8.8% in 1995. For 
those aged 35 or older, neoplasms featured among the top four most common primary 
diagnoses. Examining these in further detail, the most frequent admission for 
malignancies were, in descending order of frequency:- 

Trachea/bronchus/lung 
Skin excluding malignant melanoma 
Female breast 
Rectumirecto-sigmoidianus. 

In 1994, the National Cancer Registry, recorded 873 cancers in males and 872 in females, 
among residents of the SEHB, which was lower than expected if national rates applied. As 
for the national picture, the top three most frequent sites for males were skin, prostate and 
lung, while for females, it was skin, breast and cervix. 

Compared with HIPE, the National Cancer Registry receives its information from a broad 
range of sources, i.e. not just acute hospital admissions, and so can more accurately reflect 
the true cancer picture. Despite lower than expected occurrence of most cancers in the 
South Eastern Health Board, the number of prostate cancers in males and lung cancers in 
females was higher than expected. 

Both the National Cancer Registry figures and those from HIPE affirm the need for the 
National Cancer Strategy and a Regional strategy for cancer services which will 
encompass a comprehensive approach incorporating health promotion, prevention, 
screening, treatment, cure and care. 

Road traffic accidents are by far the most common cause of accidental deaths. The risk 
factors include alcohol consumption, road and vehicle safety and driver behaviour. 
Accidental deaths also arise as a result of reducible risk factors in the home, in the 
workplace and in leisure activities. Over the past twenty years nationally there has been a 
decreasing trend in accidental deaths but as is evident from mortality and morbidity 
figures (SEHB: 1995: 10.5% of adult hospital admissions were due to accidents) much 
remains to be done. 

For all adults, injurylpoisoning were the third most common cause of acute hospital 
admissions for SEHB residents in 1995, and the commonest cause for both sexes in the 
age group 15 - 34 years (excluding pregnancy). Injury and Poisoning were the commonest 
cause in all adult male admissions. Only the most serious accidents are admitted to 
hospital, with approximately 10% of injured people needing treatment as in-patients. 

In 1995, fractures accounted for over one fifth of acute hospital admissions for 
injurieslpoisoning, followed by head injury and poisoning. Of 5823 adult injurylpoisoning 
admissions, in 1995, some of the causes recorded were: 

accidental falls 30.2% 
motor vehicle traffic accident 14.7% 
suicides 6.0% 
poisoning 5.3% 



3.4 Admissions to Psychiatric Facilities 

Information on admissions to psychiatric hospitals and units was collected for the South 
Eastern Health Board Region for 1995, from the National Report of Activities in Irish 
Psychiatric Hospitals. 

Table 3.2 and Figure 3.13 shows the trend in rate of admissions per 100,000 of the 
population to psychiatric facilities in the South Eastern Health Board Region and is 
compared to the National figures. There has been a steady decline in first admissions 
since 1975, and a slower decline in all admissions. In 1995 there were 766 first 
admissions in the region representing 25.5% of all admissions. 

Table 3.2 Psychiatric Hospitals and Units. First and all admissions 
1975-1995. Per 100,000 population 

Figure 3.13 Rate of First and All Admissions per 100,000 National and SEHB 
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Figure 3.14 shows all admissions by county, per 100,000 of the population, the figures for 
Tipperary include North Tipperary admissions. 

Figure 3.14 All Admissions by County, SEHB 1995, per 100,000 Population 
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* Includes North Tipperary. 

Figure 3.15 Admissions by Diagnosis, per 100,000 of Population - 1995 
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Waterford had the highest admission rate for most of the illnesses (Figure 3.15), with the 
exception of depressive disorders where Tipperary had the highest rate. Tipperary and 
Carlow had a higher rate of admissions for alcoholic disorders and Wexford had the 
highest rate for admissions of mentally handicapped persons. 



Treated Drug Misuse:- 

Data on treated drug misuse in Ireland for 1995, was collected from all the treatment 
centres. There were 11 1 patients from the South Eastern Health Board Region treated. 
Eighty one persons were treated in centres in the South Eastern Health Board, 27 were 
treated in the Eastern Health Board, 2 in the Midland Health Board and 1 in the Southern 
Health Board Regions. Data relates only to drug users who have attended for treatment, 
and does not include those patients who attend primarily for alcohol misuse, and who have 
a secondary drug problem 

Breakdown of the figures by county, show that 58.6% of the patients came from Co. 
Waterford, 16.2% from Co. Carlow, 11.7% from Co. Kilkenny, 8.1% from South Tipperary 
and 4.5% from Co. Wexford. 

Figure 3.16 Drug Misuse by type, South Eastern Health Board, 1995 

The primary drug of misuse is shown in the Figure 3.16. Cannabis was the commonest 
drug used followed by stimulants and opiates. 

Over 85% of the patients from this region who attended for treatment were in the 15 to 29 
year age group, with 27% in the 15 to 19 year age group and 40.5% in the 20 to 24 year 
age group. Ninety two per cent of the patients were male and eight per cent were female. 



3.5 Infectious Diseases 1996 

Infectious diseases are a cause of widespread morbidity and occasional mortality 
particularly in children and in the very elderly. Active surveillance of infectious diseases 
combined with information from the statutory notification of these diseases to the 
Directors of Community Care I Medical Officers of Health (DCCIMOH), with data from 
the regional laboratory and information from active case finding in outbreak situations 
provide a useful indicator of morbidity in the population. 

Vaccine Preventable Diseases:- 

Primary immunisation of infants continues to be a most effective programme resulting in 
just 22 cases of whooping cough and no cases of diphtheria, tetanus, polio or haemophilus 
influenza b (hib) disease being notified. 

A total of 55 ,cases of rubella were recorded of which 3 cases occurred in females, 2 in 
adult women and 1 in an infant. While almost all of the remaining cases of rubella 
occurred in males aged 15 - 30 who would not have been included in any immunisation 
programme, the high prevalence of the disease highlights the need to ensure that all 
females undergo vaccination in order to protect women against the risk of having rubella 
damaged babies. 

Just 6 cases of mumps and 4 cases of measles were notified throughout the year. 

The very few cases of measles and mumps, coupled with the fact that almost none of the 
cases of rubella occurred in the population of children who would have been included in 
the Measles I Mumps I Rubella (MMR) vaccination programme demonstrates how 
effective this programme has been. 

The vaccination uptake rates in children in the South Eastern Health Board which are 
described in chapter 4.3 demonstrate the level of protection against common childhood 
illness and are an indicator of the health of that population. 

There were 27 cases of Tuberculosis (1 1 in males; 16 in females) notified in 1996 
giving a rate of 6.9/100,000. 

This compares with 1995 in which there were 37 cases and a rate of 9SIlOO,OOO. 
The national rate for 1995 was 131100,000. Table 3.3 shows the incidence of Tuberculosis 
by Community Care Area (CCA). 

Table 3.3 Cases of Tuberculosis by Community care Area - 1996 

CCA 

1 No Cases 

KilkennyICarlow 

3 

I 
S. Tipperary ; Waterford 

! 

9 i 8  
I 

Wexford 

7 

TOTAL 

27 j 



Table 3.4 demonstrates the type and number of cases according to age groups and sex. No 
cases of Tuberculosis occurred in children under 15 years. 

Table 3.4 Cases of Tuberculosis by Age Groups & Sex - 1996 

Gastro-Intestinal Infection:- 

In 1996 information was received on 349 cases of gastro-intestinal infection. Most 
occurred in the under five year olds (58.9%) as shown in Figure 3.17. 

Figure 3.17 Age Distribution: Gastro-Intestinal Infection 
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Figure 3.18 Causative Organisms of Gastroenteritis 

Of these, 25 people (7.2%) were admitted to hospital. The top 6 diagnoses for the total 
group were as shown in Figure 3.18. 

Almost half (45.8%) of the Salmonellas were Typhimurium with an additional 24% 
Salmonella Enteritis. 

Hepatitis A:- 

The number of cases of infectious hepatitis (Hepatitis A) rose considerably in 1996 with 
119 cases being recorded. Most of these cases related to an epidemic of the disease which 
was largely confined to an area within Co Carlow. 

Out of 119 cases, 76% (91) were notified in Carlow/Kilkenny Community Care Area and 
43 of the cases occurred in two primary schools in one town. 

Routine procedures were put in place to help control the epidemic. However family 
contacts were unwilling to accept human normal immunoglobulin (HNIG) because of 
widespread fear of blood products. 

Following screening of school children and staff for pre-existing immunity to the virus, 
Hepatitis A vaccine was offered to susceptible children. 



Figure 3.19 Hepatitis A notifications Carlow - December 1995 - July 1996 
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Figure 3.19 demonstrates a number of cases according to the month of occurrence from 
December 1995 to July 1996. 

Meningitis:- 

Bacterial Meningitis and particularly meningococcal disease continues to cause serious 
illness especially in infants and children. In 1996, 39 cases and one death were recorded 
which compares with 30 cases with no deaths in 1995. 

Meningococcal disease accounted for 35 cases, the remaining 4 were caused by other 
forms of bacterial meningitis. 



Table 3.5 demonstrates the distribution of Meningococcal disease according to the 
serogroup in each Community Care Area. 

Almost all cases occurred in children with 15 cases occurring in children aged less than 2 
years and 18 cases in children aged 2 - 18 years. 

The management of this disease requires medical treatment and care of infected cases, 
contact tracing, arranging for the distribution of prophylaxis and in vaccinating controls of 
Group C cases. 

Viral Meningitis:- 

Ten cases of viral meningitis were notified. The cases were spread throughout the Region 
and affected young persons ranging in age from 6 months to 22 years. The mean age was 
8.9 years. Seven of the cases occurred in males. 

A Table of notified infectious diseases comparing 1995 with 1996 is included in Appendix 4. 

3.6 Lifestyle 

Information on lifestyle characteristics or behaviours which can influence health has been 
collected by the Kilkenny Health Project ' and the Happy Heart survey 

Data available from Kilkenny from 199011991 on 35 to 64 year olds showed that 27% of 
men and 25% of women were current smokers.' There was a 20% prevalence of raised 
blood pressure and a 12% prevalence of obesity in men and an 18% prevalence of raised 
blood pressure and a 16% prevalence of obesity in women. 

The Happy Heart survey was conducted in 1992 on people aged 30 to 69 years in many 
different areas of the country and which included two counties of the South East, Carlow 
and Wexford.' The results from the national survey and from these counties are 
summarised in Appendix 2, Table 7. 

The results show that: 

One third of the population in this age group nationally were current smokers 

Considerably more Carlow women were current smokers, especially younger women, 
compared to the national sample (39% v 29%) 

Wexford men had a higher rate of current smokers, especially older men (42% v 38%) 

A higher proportion of the Carlow sample had been told they had high blood pressure 
(Male 25% v 16%; Female 25% v 21%) 

Carlow women were less likely to be involved in vigorous physical activity outside of 
work (3% v 20%) and more likely to drink over the recommended upper limit of 
alcohol per week (9% v 4%) 

People in both SE counties ate fried food more frequently and men in the SE counties 
were more likely to eat meat over 6 times per week. 



3.7 Health Status of Adults - Summary: 

injury and poisoning, and in particular road traffic accidents and suicide, are the major 
cause of death and ill health in adults under 35 years of age. Heart disease and cancers 
have a greater impact on the older age groups. 

Injuries and poisonings are particularly tragic as they often affect young people. Within 
the South East the death rate from injuries and poisonings is higher than the national 
average and the south East has the highest rate of suicide of all the health board regions. 
Approximately one out of five hospital admissions in people between 14 and 35 years in 
the SEHB region, and two thirds of all deaths in this age group, are due to injuries and 
poisonings, with two out of five of these deaths due to motor vehicle accidents and two out 
of five due to suicide. This is a silent epidemic. 

The prevention of suicide is a difficult issue but guidance on prevention strategies should 
be provided to service providers by the Report of the National Task Force. 

Accident prevention is also a difficult but not impossible task. Targeted programmes have 
been shown to reduce accidents. An effective strategy would involve commitment by 
national and local agencies and would involve many agencies working together at local 
level. Health boards should be the agency which takes a lead in accident prevention. 

Over 50% of all deaths and over one in ten hospital admissions in people over 14 years in 
the SEHB region are due to heart disease. The death rate is higher in some areas within 
the region and this is consistent with the available data on lifestyle factors which influence 
the development of heart disease, such as the high incidence of smoking and of heart 
disease in Carlow women. Because nearly 50% of victims of fatal heart attacks die within 
the first 15 minutes, before any possible medical intervention, prevention of heart disease, 
by improving adverse lifestyles which cause it, is fundamental to reducing deaths and ill 
health from heart disease. 

It is estimated that 30% of cardiovascular disease is caused by smoking. It is also 
influenced by diet and serum cholesterol, hypertension, high alcohol consumption and lack 
of physical exercise. These are the lifestyle factors which need to be targeted in order to 
prevent cardiovascular disease. 

Cancer causes one third of the deaths in the 15 to 64 year age group and one fifth of the 
deaths in people over 64 years. Tumours were the cause of nearly one in ten hospital 
admissions in people over 14 years in 1995. Within the south east, while there is a slightly 
lower rate of cancer deaths overall compared to the national rate, there is a higher rate of 
death due to cancer among women, especially lung cancer, 

Smoking is a critical risk factor in the incidence of lung cancer. Smoking also increases 
the risk of other cancers. Diet is related to the development of some cancers, with the 
consumption of animal fat increasing the risk and increased fibre, fruit and vegetable 
consumption reducing the risk. Excess exposure to the sun increases the risk of both non 
fatal and fatal skin cancers. 



4.1 Introduction 

The causes of ill-health and of death in children vary in different age groups as the child 
develops and becomes more independent. Data is presented separately for infants and for 
children and young people. 

4.2 Mortality (Deaths): 

Figures 4.1 shows the causes of death in infants less than one year. 

Figure 4.1 Deaths in Infants < 1 year - Ireland 1995 
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There were 3 1 deaths in infants less than 1 year in the SEHB region in 1995 

The neonatal mortality rate is the number of deaths in infants up to four weeks of age per 
1000 live births. The main causes of death in this age group are perinatal factors and 
congenital abnormalities. 

The infant mortality rate is the number of deaths in all infants under one year per 1000 live 
births. While perinatal factors and congenital abnormalities are important causes of death 
for children soon after birth, the causes of death which affect older infants, such as sudden 
infant death (SIDS) and infections, are also important and are amenable to prevention. 

Figure 4.2 shows the neonatal and infant mortality rates for Ireland and for the SEHB for 
1984 to 1995. 



Figure 4.2 Neonatal and Infant Mortality Rates per 1000 live births for 

1200 r 
Ireland and for SEHB 1984-1995 

Source: Vital Statistics, CSO 

The infant, and the neonatal mortality rates for Ireland and for the south east have been 
falling. Both the average neonatal and infant mortality rates for the SEHB over this period 
(4.5 and 6.6 respectively) were less than the average national rates (4.8 and 7.2 
respectively). 

 re 4.3 shows the cause of death in children aged 1 - 14 years. 

Figure 4.3 Deaths in Children aged 1-14 years -Ireland 1995 

There were 23 deaths in children aged 1 to 14 years in the SEHB in 1995 



While congenital abnormalities and infections continue to be important causes of death in 
older children, the main cause of death in this age group is accidents. In the pre-school 
child most accidental deaths are due to falls and are mostly sustained at home. Accidental 
deaths in the 5 to 14 year age group are due mainly to falls and to road traffic accidents. 

4.3 Morbidity (I11 health) and Health Indicators: 

Birth weight:- 

Babies born with low birth weight (i.e. less than 2500 grammes) often suffer from more 
infections and perinatal problems than those of equivalent gestational age who are heavier. 
Birth weight is used in many countries as an indicator of neonatal morbidity. In the SEHB 
the proportion of babies born with low birth weigh from 1994 to 1996 was 5% (Source: 
Child Health System, SEHB). This proportion was the same for births to teenage mothers 
and to older mothers. In Ireland the proportion of low birth weight births was 4.2% in 
1991, the last year for which information is available (range 1985 to 1991 = 4.05% - 
4.2%). 

The pre-school child immunization schedule in Ireland consists of: 
BCG at birth (3 Community Care Areas) 
DiphtheriaiPertussisiTetanus (DPT) or DiphtheridTetanus (DT), Polio and 
Haemophilus influenza (Hib) at 2 , 4  and 6 months of age 
MeaslesiMumpsiRubella (MMR) at 15 months of age. 

High immunization uptake rates in children are vital to reduce mortality, morbidity and 
illness caused by these infections. 

The Department of Health has set targets for immunization rates in children - 
DPT or DTiPolioiHib at 12 months = 95% (completed 3 doses) 
MMR at 24 months = 95% uptake 

The SEHB is fortunate in having a computerised calllrecall system, which records details 
of immunization and from which immunization uptake rates can be calculated. 

The immunization uptake rates for DPT or DTIPolioiHib at 12 months are: 
1st dose DPT or DTIPolioiHib = 94% 
2nd dose DPT or DTIPolioEIib = 92% 
3rd dose DPT or DTlPolioiHib = 83% 

The uptake rates for MMR at 24 months are: 
MMR = 89% 

These rates are better than corresponding rates in all other regions in the country. 
However a rate of 83% of completed DPT or DTiPolioEIib vaccination is 12% below the 
national target, while the MMR rate of 89% is 6% below the national target. 



Hospital Admissions:- 

The Hospital In-Patient Enquiry system (HIPE) collects discharge data from most 
hospitals in the country (excluding obstetric, psychiatric and private hospitals). Each 
discharge is included but an individual could have a number of discharges for a particular 
illness episode. However the HIPE system does give an indication of the causes of 
morbidity which cause hospital admission and can be used for comparative purposes. 

There were 7,373 discharges from all HIPE hospitals for children aged less than 5 years 
from the SEHB region in 1995. The ratio of male to female discharges in this age group 
was 3:2. Figure 4.4 shows the main discharge diagnostic categories. 

Figure 4.4 Main Discharge Diagnostic Categories for Children < 5 years 
from SEHB - 1995 
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Diseases of Respiratory System include respiratory tract infections, pneumonias, tonsillitis 
and asthma. The ten most frequent diagnoses in this age group are shown in Table 4.1. 

Table 4.1 Main Diagnoses for Hospital Discharges for SEHB children 
< 5 yrs - 1995 

Intracranial injury 

Other 



There were 7,188 discharges from HIPE hospitals for children and young people aged 5 to 
14 years from the SEHB in 1995. The male to female ratio for this age group was 1.3:l. 
Figure 4.5 shows the main discharge diagnostic categories. 

Figure 4.5 Main Discharge Diagnostic Categories for Children from SEHB 
age 5 to 14 years - 1995 

Diseases of Respiratory 

Diseases of Nervous System and Sense Organs include otitis media and headache. The ten 
most frequent discharge diagnoses in this age group are shown in Table 4.2. 

Table 4.2 Main Diagnoses for Hospital Discharges for SEHB children age 
5 to 14 years - 1995 

A comprehensive study was conducted on hospital admissions due to accidents using 1993 
HIPE data.] The SEHB had the second highest overall admission rate due to accidents of 
all the 8 health boards and it had the highest age-specific admission rates for the 0-4 year 
and for the 5-14 year age groups. 



4.4 Lifestyles 

Information on behaviour which may affect health is important to document in order to 
target and to evaluate health promotion activities. 

Breastfeeding is the infant feeding method of choice because of the greater benefits for the 
child and for its mother compared to other methods of infant feeding. Ireland compares 
unfavourably with many other countries in terms of both initiation and of duration of 
breastfeeding. In 1994 a National Breastfeeding Policy for Ireland was launched by the 
Department of Health to promote breastfeeding. The following targets were set: 
An overall initiation breastfeeding rate of 35% by 1996 and 50% by the year 2000; 
A breastfeeding initiation rate of 20% among lower socio-economic groups by 1996 and 
30% by the year 2000; 
A breastfeeding rate of 30% at 4 months by the year 2000. 

In 1996 in the SEHB the overall initiation rate of breast feeding was 33%, with some 
variation between counties (Table 4.3). 

Table 4.3 Breastfeeding initiation rate - 1996 

*counties per CCA 

While the overall breastfeeding initiation rate for the SEHB is just 2% below the national 
target, no information is available on the proportion of women continuing to breastfeed at 
4 months. It will be necessary to gather this information, and information on 
breastfeeding in the different socio-economic groups, if interventions are to be planned to 
achieve the national targets by the year 2000. 

Smoking, alcohol and illegal drug use by young people:- 

Information on smoking, alcohol and illegal drug use by young people is not 
comprehensive but information is available from surveys conducted by various groups in 
the region over the past number of years. 
A survey was conducted on 617 school going young people4 in 1995-96 in Co. Tipperary 
(North and South Riding) and in 1992 a similar survey was conducted in Kilkenny.' The 
results are summarised in Figure 4.6. 



Figure 4.6 Cigarette, alcohol and illegal drug consumption in young people 
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* Regular smoker = smokes cigarettes at least once per week 
** Regular drinker = drinks alcoholic beverage at least once per month 
*** Regular drug user = takes illegal h g ( s )  at least once per month 

Two thirds of these young people had smoked cigarettes, with over one in five being 
regular smokers. Between two thirds and four fifths have had an alcoholic drink and 
between 40% and 50% were regular drinkers. Between one in five and one in seven young 
people had tried illegal drugs. This is lower than the 42% who had ever tried illegal drugs 
in a 1996 community-based survey of 14 to 20 year olds in Kilkenny. 
The level of experimentation correlates to the age of the adolescents. The drugs most 
commonly used in all surveys were solvents (glue) and marijuana (cannabis), followed by 
magic mushrooms, ecstasy and LSD. 

4.5 Health Status of Children and Young People - Summary: 

Infant mortality within the south east is similar to the national average. However there is a 
higher proportion of low birth weight infants born in the south east and the SEHB has the 
second highest rate of births to single mothers (22% in 1995) compared to other health 
boards. Both these factors can be related to subsequent health and social outcomes for 
children and highlight issues which need to be addressed within the SEHB region. 

Breastfeeding and immunization uptake rates are of relevance to the health of young 
children and the SEHB falls below the national target rates on both these parameters. 



Accidents cause over one in three deaths and one in seven hospital admissions in the pre- 
school and older child within the south east. In one survey the SEHB had the highest age- 
specific hospital admission rates for children less than 15 years for injuries caused by 
accidents compared to other health boards. 

In pre-school children accidents often occur at home. Evidence has shown that targeted 
advice to parents on hazard reduction in the home can effect a change in parental 
behaviour. The use of improved products, e.g. child resistant packaging for drugs and for 
corrosive cleaning agents, can also reduce death and injury caused by accidents. 

Accidents in older children often occur while at play outside the home, at school or at 
sports. Older children are also more likely to be involved in road traffic accidents, as 
pedestrians, as bicycle users or as passengers. Accident reduction in this age group 
requires co-operation between the gardai, local authorities, fire service, school, parental 
and community groups. 

Illegal drug use by young people is a worry to many parents. In the south east between 
15% to 42% of young people had ever taken illegal drugs. The most commonly used 
drugs were cannabis and solvents. However less than 5% took illegal drugs more than 
once a month. 

Alcohol consumption among young people was high, with over one third taking alcohol at 
least once per month. Cigarette consumption was similarly high with two out of three 
young people having ever smoked and one out of five being a regular smoker (i.e. at least 
once a week). These are issues which need to be addressed by providing young people not 
only with the knowledge, but also with the skills, to make healthy choices and it is an area 
where the health services need to work with schools, parents and youth groups. 



In determining the health status of the elderly, data relating to life expectancy, morbidity 
(ill health) and mortality are taken into account. 
The available mortality and morbidity data does not present an encouraging picture of the 
health of elderly people in Ireland and the data for the South Eastern Health Board Area is 
not significantly different from the National picture. 

Life expectancy refers to the number of additional years a person of a given age can be 
expected to live. In Ireland life expectancy at birth is 72.3 years for men and 77.9 years 
for women, this has increased by almost 8 years for men and 11 years for women since 
1950. However during this period life expectancy at age 65 has only increased by 1 year 
for men and 4 years for women. 

As Figure 5.1 below shows, life expectancy at 65 years does not compare well with that of 
our European Neighbours. 

Figure 5.1 Life Expectancy in Selected European Countries at age 65 years - 1991 

The trends in life expectancy at age 65 are shown in Figure 5.2. Life expectancy is 
improving in all countries, but the improvement in Ireland is not keeping pace with the 
other countries in Europe and the gap is widening. The higher gain in the younger age 
group reflects the improvements in child health, in contrast to the major causes of 
mortality in adults which has remained largely unchanged. 



Figure 5.2 Trends in Life Expectancy at age 65 years in Selected European 
Countries 
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The major causes of morbidity and mortality in the South Eastern Health Board Region 
have been outlined in chapter three. 

When considering life expectancy, the importance lies not just in the extension of life, but 
also on the degree of disability and illness experienced in old age. 

It is important to assess the functional capacity and activities of daily living of elderly 
people, as well as their physical illness. 

To determine the functional capacity of the elderly, a study of the health status of older 
persons in the Region was carried out, on a sample of the GMS population. Data was 
collected on the health status, mental health, disability, demography, housing standards and 
health service utilisation of the elderly population. This study was part of a collaborative 
study which was carried out at nine centres in six European countries. 



Survey data was collected and analysed on 617 elderly people. The sample was stratified 
to reflect the proportion of elderly in three age groups 65-74 years, 75-84 years and 85 
years and over. 

Health status was determined by the SF36 questionnaire, which is the short form of the 
medical outcomes study functioning and well being profile. The 36 items are used to 
compute 8 health concepts, and are scored to a maximum of 100. 

The South Eastern Health Board scored well with regard to health status, and the mean 
values were 64% for general health perception. 72% for bodily pain, 78% for mental 
health, 58% for physical function, 80% for social function, 65% for role limitations due to 
social problems, 75% for role problems due to emotional problems and 61% for vitality. 

Figure 5.3 below shows a comparison of health status, between the South Eastern Health 
Board and five other European centres. The region did well in most of the functions that 
were measured. 

Figure 5.3 Comparison of SF 36 with other centres 

The study also measured health in terms of function. The Barthel index of activities of 
daily living (ADL) was used to appraise the level of functional ability. 

The hc t iona l  capacity is used to measure potential care need for services by placing 
people into categories based on the frequency of help required. These were 'long 
interval', 'short interval' and 'critical interval' needs. This is based on the interval of time 
which elapses between necessary periods of help. For example tasks such as shopping and 
cleaning have to be carried out once a day or less are 'long interval'. In contrast a person 
who cannot get to the toilet has needs which occur at unpredictable times and therefore 
requires continuous help ('critical interval'). Tasks such as preparing food or drink have to 
be carried out every few hours, but are not critical are termed 'short interval' needs. 



Results of Barthel index of functional ability and potential care needs for help are 
summarised in Figure 5.4. 

Figure 5.4 Functional capacity and potential care needs of the elderly 
South Eastern Health Board 
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As expected dependency increases with age, 88% of persons aged between 65 and 74 
years are independent in the activities of daily living, while only 43% over 85 years are 
independent. 'Critical interval' need also increases from 2.1% in persons aged between 65 
and 74 years to 13.3% in persons aged 85 years and over. 

The survey included service needs and utilisation of various services by the elderly, and 
the results are set out in the Figure 5.5 which shows some of the services provided for the 
elderly. 

These include - 

consultations with the general practitioner within the last 3 months, 

visit by a nurse in the past 4 weeks, 

physiotherapy, 

occupational therapy, 

chiropody within the past 4 weeks, 

dental examination, 

vision and hearing tests within the past three years. 



Figure 5.5 Proportion of elderly, 65 years and over who have received selected 
services 

The following star graphs in Figure 5.6 show a comparative utilisation of services 
between the South Eastern Health Board and some of the European centres. These are 
standardised for age, cognitive impairment, and disability. 

The figures show that there is a greater utilisation of medical services in the South Eastern 
Health Board Region, vision testing is similar to the United Kingdom, but there is greater 
utilisation of the paramedical services such as physiotherapy, chiropody and audiology in 
the United Kingdom. The utilisation of the social services, such as provision of help with 
cooking and cleaning, and with washing and dressing is higher in the Scandinavian 
countries and the utilisation of these services is low in the South Eastern Health Board 
Region. The utilisation of the nursing services is highest in the Southern European 
countries. 



Figure 5.6: ' Comparison of Service Utilisation for Selected Services. 
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6.1 Introduction: 

The National Health Strategy document emphasised the reorientation of the health and 
personal social services towards health and social gain, thus improving the length and 
quality of life. Health services can provide health and social gain for people with physical 
and sensory disabilities by concentrating on the prevention of disability, (e.g. by 
encouraging pre-conceptual folic acid consumption to reduce the incidence of spina 
bifida), by providing adequate treatment facilities for those who develop a disease which 
causes a disability, and providing appropriate rehabilitation facilities. 

The Health Strategy four year action plan advised that, for people with physical and 
sensory disabilities, extra services should be based on locally assessed need. In 1995 two 
studies were conducted in the SEHB region to assess the health status of people with 
physical and sensory disabilities and to assess their need for services6,' 

6.2 Prevalence of Physical and Sensory Disability: 

Information on the incidence and prevalence of disability in Ireland is not routinely 
available at present. Some localised studies, which rely mainly on service provider 
records, have identified prevalence rates of disability of between 1.1 and 4.7 per 1000 
population." 

In 1986 the British Office of Population Censuses and Surveys (OPCS) in the UK 
conducted a survey of disability by screening a sample of the entire population for 
disabilities. They categorised the level of disability from a very slight (category 1) to a 
very severe (category 10) impairment of an individual's performance of activities. The 
survey estimated that within categories 3-10 the prevalence of disability in the population 
aged 16 to 69 years was 139 per 1000 population. There was a higher prevalence with 
increasing age. 

Because the study conducted in the SEHB region set out to assess the need for health 
services for people with disabilities, it was decided to only include those people whose 
physical or sensory disability caused them long-term limitations in meeting their activities 
of daily living. To this end only those meeting the OPCS criteria were included. 

As there was no database of people with disabilities in the SEHB region from which to 
select a sample, it was necessary to construct a database. Information on recipients of 
different allowances and of consumers of statutory and voluntary services were collected 
and cross-referenced. The database was difficult to achieve, because of time and data 
protection restrictions, and so it may be incomplete. This was particularly true of 
information on people with sensory disabilities. 

1603 people were identified as having a physical or sensory disability, i.e. a rate of 5 per 
1000 population less than 65 years in the SEHB region (Table 6.1). 



Table 6.1 Number of people with physical and sensory disability in the database, the 
rate of disability per 1000 population < 65 years and the number and proportion of !{ the database in the sample 

I 

CCA' 1 

Kilkenny 

Wexford 

TippSR 

Waterford 

T f  No.in % o f  1 N o h  
Physical / Sensory Disability Physical Total / Sensory 

Disability ~ i sab i lky  1 per 1000 I Disabled 1 Physical Disabled . - / pop<65 1 Sample l~isabled 1 Sample 
I 
I 

% of 
Total 

Sensory 
Disabled 

24 

14 

33 

22 

21 

*Community Care Area 

A systematic sample of those included in the database was taken. People were interviewed 
by personnel who were trained in interviewing techniques. The sample size of those 
eligible for inclusion in the study was 205 people (13% of the database). Twenty three 
people, or 11%, refused to participate and insufficient data was collected on a further 6 
people. Questionnaires from 160 people with physical disabilities and 16 with sensory 
disabilities were included in the analysis. 

Health Status:- 

Tables 6.2 and 6.3 show the age and sex profiles and diagnoses of people with a physical 
disability in the sample. 

Table 6.2 Age and sex of sample with physical disability 

Age group 

0-9 yrs 

10-19 yrs 

20-29 yrs 

30-39 yrs 

40-49 yrs 

% of Total 

-7 

Total 



Table 6.3 Diagnoses of sample with physical disability 

Diagnoses 

Cerebral Palsy 

Multible Sclerosis 

Spina Bifida 

Rheumatoid Arthritis 

Stroke 

Spinal Injury 

Other 

No. 

3 1 

24 

20 

17 

15 

14 

39 

% of total 

19 

15 

13 

11 

9 

9 

24 

/ Total 1 160 1 100 ! 

In order to estimate the level of help needed by an individual to carry out tasks of everyday 
living and to correlate this with the amount of care which the individual was getting or felt 
that he or she needed, each person was classified into four categories of potential care 
 need^.^,'^ These categories were based on the interval between episodes of help needed for 
the performance of tasks, which the individual could not perform because of their 
disability, for the maintenance of an acceptable degree of sustenance, warmth and 
cleanliness. 

These categories are: 

1. no potential care need; 

2. "long interval" care need - basis care tasks which are required to be performed 
once every 24 hours or less, such as shopping or cleaning the house; 

3. "short interval" care need - care tasks required to be performed at regular 
intervals each day, such as help with dressing and undressing or help with 
feeding; 

4. "critical interval" care need - care tasks required at short and unpredictable 
intervals, necessitating continuously present help, such as help attending the 
toilet. 

In the sample, of those who were physically disabled, there were 5 people in the first 
category (3% of sample), i.e. with no care needs. There were 51 (32%), 69 (43%) and 35 
(22%) people with short interval, long interval and critical interval care needs respectively. 

The SF-36 form is a well-validated generic instrument used to assess health status. It 
measures 8 parameters of health and social well-being, i.e. physical functioning, social 
functioning, role physical, role emotional, mental health, vitality, bodily pain, general 
health, and these are scored to a maximum of 100. The mean scores for the 134 people 
who completed this aspect of the questionnaire are shown for the 8 parameters in Figure 
6.1. 



Figure 6.1 Mean SF-36 scores of disabled and elderly in SEHB, of elderly in WHB 
and of adults in West Glarnorgan 
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There have not been similar studies of disabled people either in Ireland or abroad with 
which to compare the mean scores. This sample population has lower mean scores on 
most parameters compared to those obtained in studies of elderly people in the South 
Eastern and Western Health Boards and of adults in West Glamorgan in Wales, especially 
in the physical and social hc t ioning parameters. 

Health Service Needs:- 

A major objective for the services for people with disabilities is to improve quality of life. 
Quality of life is often related to services meeting people's perceived needs. 
The needs for certain services, as they are perceived by people with disabilities, are 
shown in Table 6.4 and Figure 6.2. 

Significant numbers of disabled people had unmet service needs. The main health service 
needs perceived by people with disabilities were counselling, information, day activation, 
day care and respite care. Therapy, in the form of physiotherapy and occupational therapy, 
was also perceived to be inadequate, with approximately a quarter of those who felt the 
need of these therapies not receiving them, while the provision of appropriate aids and 
appliances, and their proper maintenance, was another important issue. 



Table 6.4 Column A: Proportion of sample with physical and/or sensory disability 
who perceived the need for services; 

Column B: Proportion of those whose need was unmet and number 
whose need was unmet 

Service 
Column A 

% who perceived 
need of service 

% of those whose 
needs were unmet 

(No.with unmet need) 

Stress Counselling 

Information 

Day CareiActivation 

Respite Care 

Physiotherapy 

Aids and Appliances 

Occupational Therapy 

Social Work 

Public Health Nursing 

Chiropody 

Home Help 

Speech Therapy 

Psychology 

Opthalmic 

Hearing 

Figure 6.2 Numbers in sample who perceive they have an unmet need for services 
and the potential interval of need 



The numbers requesting extra opthalmic and hearing services were small, possibly 
reflecting the small numbers of people with sensory handicap in the sample. The issues 
which were particularly relevant to those with sensory disabilities were information and 
counselling, both of which should be accessible to those with sensory disabilities e.g. the 
provision of a designated contact person in the health service; improved social contact in 
their own communities and local access to specialist services. 

Over half (56%) of the sample group had a carer living with them who helped them with 
their personal needs. This proportion varied in the interval care groups (29% of "long 
interval"; 71% of "short interval" and 95% of "critical interval" care group). Sixty six 
percent had no back-up carer (46% of "long interval"; 76% of "short interval" and 65% of 
"critical interval" care groups). Thirteen percent of carers were over 65 years while a 
further 3 1% were from 5 1 to 65 years. Almost one in five carers who responded (1 8%) 
felt that they were not able to cope with the level of care that they had to provide and 
almost a half (47%) felt that they did not have enough support. 

Children with disabilities have particular needs. These were specifically addressed in a 
study carried out in one area in the region.' The needs which were revealed by this study 
were: 

early diagnosis, establishing good communication with parents and counselling, 
including genetic counselling of parents, of siblings and of the child; 

improving co-ordination of care, including ensuring that all appropriate services are 
accessed; 

the provision of adequate therapy, in particular occupational therapy, and aids and 
appliances, in view of the changing needs of these children as they get older and 

that the issue of schooling and the provision of access, transport, personal assistance 
and aids be addressed jointly by health and education authorities. 

Two reports on the status of and services for people with disabilities, commissioned by the 
government, have recently been p~blished.~." While the Report of the Commission on the 
Status of People with Disabilities dealt with the broader aspect of living with a disability 
in our society, the Report of the Review Group dealt with health and personal social 
services. 

The issues which are addressed in the Review Group Report are similar to those identified 
by the two regional studies. From these locally-based studies we have information on 
which to base concrete proposals for the expansion and improvement of services for 
people with disabilities in our region. 

The recommendations of the two SEHB reports and the Review Group Report are 
summarised in Appendix 5. Public Health annual reports in subsequent years will review 
the outcome of the implementation of these reports. 



Small Area Coding of Health Information 

The population of the South East is mainly rural with a number of significant populations 
centres, the trend is towards further urbanisation. Some locations within the region 
experience poorer health status and greater levels of deprivation. These factors need to be 
further analysed at smaller area units to allow the targeting of services. Health is 
influenced by a number of factors including; lifestyle, genetic makeup, services, the 
environment and socio-economic status. People from those areas which experience lower 
socio-economic status and deprivation have poorer health than others. 

It is recommended that small area coding of health information be developed through 
joint work between health boards. 

Health and Social Gain for Children and Young People 

Teenage Pregnancies:- 

The population structure of the region is similar to the country as a whole but the South 
East has the highest proportion of births to single mothers of the rural health boards (i.e. 
except the Eastern Health Board) and has a high proportion of teenage pregnancies. This 
is a particular issue in our biggest urban area, Waterford. 

Babies born to young single mothers tend to be at increased risk of ill health and 
premature death. Single mothers themselves are more likely to suffer from stress and 
depression and to be disadvantaged socially, financially and educationally. Births to single 
mothers are an increasing trend in Ireland particularly in urban centres. 

It was recommended that the South Eastern Health Board develop health promotion 
programmes and health services targeted at this group. 

The major causes of death and serious disability in young people in the South East are 
injuries and poisonings. The South East has the highest hospitalisation rate for accidents 
involving children, in the country. One in three children who die in childhood do so 
because of an accident. In the South East this accounted for 23 deaths in under 14 year 
olds in 1995. 

Wexford had the highest death rate from road traffic accidents in the region, this is 
particularly an issue in young men. 



Accidents are preventable and are by far the greatest cause of potential years of life lost, 
because they effect young people. In pre-school children accidents occur in the home. 
Research has shown that programmes targeted to parents on hazard reduction can effect 
accident rates, as can the use of childhood safety products, e.g. safety containers, fire 
guards, stair gates etc. Older children are more likely to be involved in road traffic 
accidents either as pedestrians, cyclists or passengers. Road traffic accidents are a major 
cause of death, serious injury and hospitalisation in young adults, and accidental falls in 
the elderly are often fatal. 

An accident prevention strategy involves tackling the cause of accidents by a combined 
approach often called "The three E's". These are - 

Environmental change 

Education 

Enforcement of legislation. 

An effective strategy requires the promotion of an injury prevention culture using multi- 
sectoral and multi-agency co-operation. Such a strategy should be led by the health 
services, as the consequences of accidents impact greatly on health services. Research has 
shown that effective accident prevention programmes are developed by local communities 
in co-operation with statutory agencies. 

It is recommended that the South Eastern Health Board take the lead in developing a 
regional accident prevention strategy with the involvement of key agencies. This strategy 
will reflect in local accident programmes being developed at community level. 

Unfortunately the South Eastern Health Board has the highest suicide rate in the country. 
This again is particularly an issue in young men. This tragic event has consequences for 
the whole family and many years of potential life are lost. The death rates from suicide 
were highest in Co. Carlow and in Co. Kilkenny. The National Task Force on Suicide is 
shortly to publish their Report with recommendations on addressing this important area. 

Substance Abuse:- 

Approximately one in five young people in the region have experimented with illegal 
drugs. One in twenty young people take illegal drugs at least once a month. The 
commonest used drug is cannabis, while the use of injectable hard drugs is very 
uncommon in the region. The use of ecstasy and cannabis is a great worry to parents. 
There were 11 1 people from the South East treated for drug abuse in 1995. Most of those 
were male and the majority came from Waterford. The Regional Committee on Drug 
Abuse has been set up to develop programmes to combat this problem. 



Health and Social Gain for Adults 

The major causes of death and ill health in adults are cancer and cardiovascular disease. 

Cancer was the commonest cause of death in adults under 65 years with over one in three 
premature deaths being caused by cancer. Cancer death rates were highest in women in 
Co. Carlow and in men in Co. Tipperary. Cancer of the lung in women and cancer of the 
prostate in men were higher relative to the rest of the country. The National Cancer 
Strategy has recently been launched and a National Cancer Forum as well as Advisory 
Committees for Breast and Cervical Screening have been established. A Regional 
Director of Cancer Services has been appointed and a plan for comprehensive cancer 
services for the people of the South, East will be drawn up. This would cover health 
promotion, prevention, treatment and care services. Each hospital in the region will have a 
co-ordinator of cancer services. A regional Steering Committee for Cancer Services has 
been formed involving a multi-disciplinary group from around the region. 

It is recommended that development and co-ordination of a comprehensive spectrum of 
cancer services be given priority. Two major priorities will be the ensuring of equitable 
access to services and the development, adoption and clinical audit of effective treatment 
protocols. 

Cardiovascular Disease:- 

Cardiovascular Disease is the commonest cause of death in those aged over 65 years, 
accounting for almost one in two deaths in this age group and one in three deaths in adults 
under 65 years. Deaths from cardiovascular disease were highest in women in Co. Carlow 
and in men in Co. Waterford. Cardiovascular disease is strongly linked to lifestyle, 
particularly smoking. Promoting healthy lifestyles is a vital component of disease 
prevention. The South Eastern Health Board is currently strengthening its health 
promotion programme and developing health promotion strategies. There is a need for 
updated comparative information on lifestyles for the various age groups for each county 
in the South East. 

Zi is recommended that the South Eastern Health Board develop and implement health 
promotion programmes focusing on priority areas in each county. In order to target and 
evaluate these programmes it is recommended that updated comparative information on 
lifes?yles for the various age groups is collected for each county in the South East. 



Health and Social Gain for People with Special Needs 

The Elderly :- 

A study on the elderly in the South East showed that, while the elderly have a good quality 
of life compared to many of our European neighbours, they have a shorter life expectancy, 
and that this difference in life expectancy has widened in recent decades between Ireland 
and our European neighbours. Therefore the elderly are a priority group for health and 
social gain. The particular needs identified in the study were for strengthening of social 
and support services. The South Eastern Health Board Review of Elderly Services is 
targeting the provision of a seamless delivery of service for the elderly at risk. 

It is recommended thatprioriq is given to developing a seamless client based service for 
elderly at risk and that social and support services in the region are strengthened. It is 
recommended that the health and social gain areas identified in the Elderly Review 
Report be implemented across the region. 

The Physically Disabled:- 

The studies carried out in the region document the unrnet needs experienced by people 
with varying levels of disability in the region. They set a base line of health status 
information for future assessments and make important recommendations on co-ordination 
of services, strengthening home support, day care therapy and appliances' services. The 
important issue of carers under stress is highlighted. Standard health service and quality 
of life data for the general population in the region is necessary to compare to information 
on special client groups for future assessments. 

It is recommended that the recommendations of the Needs Assessment studies for the 
physically disabled be implemented in the region, in particular recommendations on co- 
ordination and strengthening of home support, day care therapy and appliances' 
services. In order to target and evaluate services it is recommended that standardised 
health services and qualiq of life data are collected for the general population of the 
region. 
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Appendix 1 

The distribution of integrated pollution control licence applications (July 1994 - December 
1995) in the South Eastern Health Board Region is shown in the table below:- 

First 
schedule 

classification 
I 

5.2 I 1 

5.3 1 1 

No. of 
4 2 7 

Total 

Source - EPA, Report on IPC Licensing 1995. 

Glossary of applications in First Schedule ofthe EPA Act, 1992 

Chemicals 
The manufacture of olefins and their derivatives or of monomers and polymers, 
including styrene and vinyl chloride. 
The mantlfacture, by way of chemical reaction processes, of organic or organo- 
metallic chemical products other than those spec~jied at 5.2. 
The manufacture of inorganic chemicals. 
The mantlfacture of pesticides, pharmaceuticals or veterinary products and their 
intermediates. 
The manufacture ofpaints, varnishes, resins, inks, dyes, pigments or elastometers 
where the production capacity exceeds, 1,000 litres per week. 

Food and drink 
The manufacture offish-meal andfish-oil. 
The rendering of animal by-products. 

Wood, paper, textiles and leather 
The manufacture of paper pulp, paper or board (including fibre-board, particle 
board and plywood) in installations with a production capacity equal to or 
exceeding 25,000 tonnes ofproduct per year: 

Waste 
The incineration of hazardous waste. 

The manufacture or u,se of coating materials in processes with a capacity to make 
or use at least 10 tonnes per year of organic solvents, and powder coating 
mnntrfirct~cre with a cflpacih to produce nt least 50 tonnes per year. 





0-14 yrs 

15-24 yrs 

25-44 yrs 

45-64 yrs 
-- 

>=65 yrs 
-- 

Total 

Appendix 2 - Table 2: Population Profile of each Community Care Area 1991 census 

Carlowlfl(i1kenny Wexford 

Male 

No (%) 

Female Male 

No (%) No (%) 

Female 

No (%) 

Tipperary SR 

Male 

No (%) 

Female 

No (%) 

Waterford 

Male 

No ( O h )  

Female 

No (%) 



Appendix 2 - Table 3: Mortality by Cause in the South Eastern Health Board Region for 1995 

Cause 

All causes 
Diseases of Circulatory System 
Ischaenzic heart disease 
Cerebrovascular disease 
Malignant neoplasms 
of trachea, bronchus, lung 

colon,rectum,anus 
female breast 
cervix uteri 
prostate 

Respiratory disease 
Bronchitis,emphysema,asthma 
Asthma 
Injury & poisoning 
Motor vehicle accidents 
Suicide 
Accidental falls 
Diabetes mellitus 
Chronic liver disease,cirrhosis 
Tuberculosis 

ICD code 

I Total Deaths 

Male Female 

Source: CSO 

Number of Deaths 

Male 
0-14 15-64 65+ 

37 400 1470 
2 140 691 
0 111 429 
0 I3 127 
1 114 326 
0 31 78 
0 19 48 
0 0 0 
0 0 0 
0 6 55 
4 19 284 
2 9 I32 
2 0 0 

11 82 24 
5 21 4 
1 33 6 
1 5 8 
0 3 19 
0 3 2 
0 0 1 

by Age Group 

Female 
0-14 15-64 65+ 

17 222 1424 
0 48 697 
0 26 351 
0 I1 189 
1 99 253 
0 14 39 
0 8 33 
0 26 32 
0 5 
0 0 
0 15 

0 I 
267 ' 

0 7 86 
0 1 3 
4 28 16 
2 12 
1 9 1 ,  1 
0 2 Y 
0 3 2 1 
0 2 3 
0 0 0 ,  



Appendix 2 - Table 4: Standardised Death Rates - 1991-1995" 

L11 Causes 
)iseases of Circulatory System 
schaemic heart disease 
:erehrovascular disease 
&alignant neoplasms 
ftrachea, bronchus,lung 

colon 
rectum 
female breast 
cervix uteri 
prostate 

lespiratory disease 
?ronchitis,emphysema,asthma 
lsthma 
njury & poisoning 
dotor vehicle accidents 
hicide 
lccidentalfalls 
Iiabetes mellitus 
:hronic liver disease,cirrosis 
ruberculosis 

ICD 

Code 

Ireland 

Male Female Total 

SEHB 

Male Female Total 

* Direct standardisation, using the WHO European standard population as standard population, per 100,000 population 
Source: Public Health Common Data Set 



Cause 

- 

All Causes 

Diseases of Circulatory System 

Ischaernic heart disease 

Cerebrovascular disease 

Malignant neoplasms 

Respiratory disease 

Injury & poisoning 

Motor vehicle accidents 

Suicide 

Appendix 2 - Table 5: Standardised Death Rates (1991-1995)" 
Selected Causes of Death, age 15-64 years 

Carlow 

Male Female 

332.9 243.6 

108.9 65.7 

82.6 30.3 

13.8 23.6 

88.0 116.0 

20.0 13.5 

81.9 23.2 

24.4 9.9 

38.8 6.6 

Kilkenny 

Male Female 

Wexford 

Male Female 

Tipperary SR 

Male Female 

363.5 195.8 

129.4 47.5 

99.5 22.2 

13.5 16.1 

104.6 92.4 

23.2 18.9 

64.0 17.0 

23.7 9.0 

22.4 1.7 

Waterford 

Male Female 

* Direct standardisation, using the population of Ireland, 1991 census, as the standard population, per 100,000 population 
Source: CSO 



Appendix 2 -Table 6: Standardised Death Rates for Selected Causes of Death for each Health Board Region for 
People aged < 65 years* - 1991-1995 

Neoplasms 
Health 
Board 

Eastern Health Board 

South Eastern Health Board 

Southern Health Board 

Mid Western Health Board 

Western Health Board 

Midland Health Board 

North Western Health Board 

North Eastern Health Board 

Diseases of 
Circulatory 

System 

83.8 

83.0 

85.8 

85.2 

79.0 

87.9 

82.1 

81.6 

Suicide 
Injury & 
Poisoning 

24.9 

37.3 

35.1 

35.9 

36.0 

39.5 

38.3 

37.4 

*SDRs calculated using WHO European standard population, per 100,000 population 
Source: Public Health Common Data Set. 

Motor 
Vehicle 

Accidents 
.- 

7.4 

11.9 

8.6 

11.3 

10.2 

14.6 

12.0 

16.5 



Appendix 2 - Table 7: Risk Factor Profile for Coronary Heart 
Disease - Results of the Happy Heart Communities Survey in 

Two Counties of the South Eastern Health Board 

Current smoker: 
All ages 
30-49 yrs 
50-69 yrs 

% who ever had a 
bbod pressure check: 

Of those checked, 
% told BP high: 

Of those told BP high, 
% treated at some time: 

Physical activity 
outside of work: 
No activity 
Light activity 
Vigorous activity 

Hours spent watching 
television per day: 

2-3 hours 
>= 4 hours 

Diet: 
>=4 portions of 
fruitlveg. per day: 

Meat (excl.poultry) >= 
7 per week: 

Fried foods >= 2 per 
week: 

Alcohol: 
Current: 
Greater than 
recommended upper 
limit unitslweek(2): 

Body mass index (self- 
reported): 
Overweight 
Obese 

Ireland 

Male Female Male Female 

Wexford 

Male Female 

(1) Sample size: Ireland:M=907;F=891. Carlow:M=73;F=77. Wexford:M=77;F=75. 
(2) Recommended upper limits of alcohol consumption per week:Males=2lunits;Females=14units 



Appendix 3 

Hospital Admissions by Disease Systems for patients 2 15 years 
1994 / 1995 (Source: HIPE) 

Infectious Diseases 

Neoplasms 

Blood/Blood organs 

Mental Disorders 

Nervous systems/sense organs 

Circulatory system 

Respiratory System 

Gastro-Intestinal 

Genito-Urinary 

Pregnancy et a1 

Skinlsub cutaneous 

Musculosketali connective tissue 

Congenital abn. 

Perinatal conditions 

SignsiSymptoms/I11 defined 

Miscellaneous 

Total 



Appendix 4 

Notified Cases of Infectious Diseases 

1 I REGIONAL TOTAL - 1996 REGIONAL TOTAL - 1995 

3UR CBO TOTAL 

0 0 0 

0 0 0 

r I URB RUR CBO / T o T A i  TOTAL 

I A.A. Poliomvelitis 1 0 0 0 0  IA. Encephalitis 

;o 1 ; 1 ; 1 io A. Vir. Meningitis 

Anthrax 

Bac. Dysentry 

Brucellosis o l o l o  

i~~~~ poisoning i ;2 1 ;o 1 ; 1 Gastro Enteritis (under age 21) 

1nfect.Mononucleosis 

1 InfectParotitis (Mumps) w o i o  o l o l o  I lnfl. Pneumonia 

l~eoionnaires Disease I O i O i O / O  

I Leotosoirosis I 1 0 0 1  

1 Drnithosis 1 0 / 0 / 0 0  

Rabies 

1 Tuberculosis 1 1 3 1 1 4 1  0 1 2 7  

Tvohus 0 0 0 0 

Viral Haem. Diseases 0 0 0 0 

Viral Hepatitis -Type A 84 35 0 119 

Viral Hepatitis - Type B 0 0 0 0 

Viral Hepatitis - Unspec. 0 1 0 1 

Whooping Cough 22 0 0 22 

Yellow Fever 0 0 0 0 
! 

TOTAL 312 / 161 j 0 473 



Appendix 5 

Recommendations of the Report on the Needs of People with Phvsical and Sensory 
Disabilities in the South East are: 

The development of a comprehensive care system responding to user's needs. 
To engage in strategic alliances with the voluntary sector and other providers with 
physical and sensory disabilities. 
To achieve more comprehensive information about clients and their needs. 
To facilitate the implementation of individual care plans for users. 
To focus the work of service providers on the achievement of Health and Social Gain. 
To empower people with disabilities in the delivery of health care services 
To develop Day Care services for people with physical and sensory disabilities in each 
Community Care Area. 
To develop personal and home support services to people with disabilities. 
To develop additional and appropriate residential facilities for the disabled in the 
community, both for long-term and short-term use. 
To develop and enhance professional and therapy services available to the disabled in 
the community. 

Recommendations of the Committee on Needs Assessment of Children with Special 
Needs in Waterford' are: 

The Early Intervention Team should work to a standard model. 
The Early Intervention Team should work with all children with special needs up to the 
age of 18 years. 
A specialised regional assessment centre should be developed. This would act as an 
Assessment Referral Centre for each Early Intervention Team. It would include multi- 
disciplinary assessments and act as a focus of expertise and integration for diagnoses 
and assessment of children. 
A comprehensive repair service for appliances and equipment should be developed on 
a regional basis. 
Regional seating clinic should be developed and staffed by a trained seating technician, 
supported by physiotherapists and occupational therapists within the regional centre. 
A computer based stocWsupply system should be introduced to adequately log the 
inventory of aids and appliances on loan to patients in the community. 
Each community care area should have a minimum of 3 - 4 occupational therapists. 
An additional physiotherapist should be employed in the community care services, who 
would develop a special interest in child disability. 
An additional speech therapist should be employed in the community care service to 
take special interest in disabled children. 
There should be an additional nurse, counsellor or counsellor employed to work with 
children with physical or mental disabilities. 



The community psychology services should be strengthened with one psychologist 
taking a special interest in disabled children. 
Occupational therapists should visit normal schools for the disabled children on a 
periodic basis. 
Special footwear should be provided on a more frequent basis. The existing procedure 
for assessing a child's needs for such footwear should be examined. 
Support services should be developed further to cater for: 
- recreational opportunities 
- respite facilities (residential) 
-home support 
- parent and sibling support 
- "break away" opportunities to be developed 
Parent support groups of pre-school children with disabilities should be facilitated and 
supported. 
Transport services be reviewed as to adequacy. Policy on transport to services outside 
the Board area be published. 
Develop a comprehensive "Information Guide to Entitlements and Services". 
Provide training to key staff on information and entitlements for those with a disability. 
Establish a Unit at community care level to deal with disability issues, staffed by a 
disabled person employed as an Information Officer. 
Appoint "Key Workers Case Manager" to each disabled client. 
Appoint a Manager of Services to the Disabled for the Community Care Area. 

In addition the Report of the Review Group on Health and Personal Social Services for 
People with Phvsical and Sensory Disability8 recommended: 

the establishment of a database on the health service needs of people with disabilities; 
that the Department of Health develop a policy on physical and sensory rehabilitation, 
and that in the interim each health board review their services for people with head 
injury; 
that personal assistance services be developed, initially by the Department of Health 
and health boards; 
the establishment of regional co-ordinating committees in each health board area for 
people with physical or sensory disabilities, which would include statutory and 
voluntary service providers; 
the appointment of a Regional Director of Disability Services in each health board 
area; 
that current residential homes be refurbished; 
that extra independent living units and appropriate residential places be made available, 
including places for people with long term disabilities requiring constant nursing care; 
that adequate aids be provided for those with hearing and visual impairments. 
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