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Preface 

law to public 

1')'~ ~ ( q x ~ r t  on P u b l ~  Health in South Ea\t Region 

The South Eastern Health Board is now required by 
actil ities. 

jh reports annually on its 

To this end, the Board publishes a number of documents, viz, a general report, its annual 
accounts, and a specific report on child care services. 

The Board also established a department of public health, whose function it is to monitor 
and report on the health status of the population of the region and to advise on the 
appropriate response to be adopted to the problems revealed. 

This report herewith, compiled by Dr. Orlaith O'Reilly, Director of Public Health and her 
staff; for the year 1997, sets out the Board's main concerns in relation to the health status 
and problems of the Region's population. 

The problems identified in the report will now be taken up by the ~ d a r d  and shaped into 
proposals for action by either the development or re-direction of exis'ting services or the 
introduction of new services. They will then be pr-oritised by the Board and submitted, 
where appropriate, for approval and funding by the Department of Health. 

Progress on the implementation of any solutions agreed upon will obviously depend on 
the extent to which extra funding is necessary and available, having regard to economic 
development generally in the county and the economic policies approved from time to 
time by the Government of the day in relation to the health services. 

The report sets out the changes in the populations size and general characteristics. It also 
commences an evaluation of the social and economic factors that can be an important 
determinant of health. It continues its previous evaluations of major diseases affecting 
the people or problems that have grown in our awareness during the year because of 
events or significant changes in patterns of activity. 

The Report is an important part of the overall management process of delivering the 
health services and provides important insights and alerts on how our services are 
meting the needs of patients and society generally. 

The Board wishes to thank Dr. O'Reilly and her staff of the Public Health Department for 
this very important and useful contribution to our affairs. 

.John A. Cooney, 
Ch~ef Executive Officer. 
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Glossary and Abbreviations 

Age-Standardised Rate Rate which has had the effect of differences i n  age hetween 
populations removed by application of a statistical process. 

Child Health System Database set up in the SEHB, the first phase of which records 
details of all childbirths and immunisations in the r e~ ion .  

Contidence Interval 

Demography 

Epidemiology 

Health Gain 

Hospital In-Patient En 
(HIPE) 

Incidence 

Infant Mortality 

Morbidity 

Perinatal Mortality 

Premature Mortality 

Prevalence 

Screening 

Social Gain 

Surveillance 

Years of Potential Life 
(YPLL) 

quiry 

Lost 

The computed interval with a given probability (in this instance 95%) 
that the true value of the variable is contained within the interval. 
Confidence limits are the upper and lower boundaries of the interval. 

The study of populations, especially with reference to size and density, 
fertility, mortality, age-distribution and vital statistics and the interaction 
of all these with economic and social conditions. 

The study of the distribution and determinants of health related states or 
events in specified populations. 

Concerned with health status, both in terms of increases in life 
expectancy and improvements in quality of life through the cure or 
alleviation of illness or disability or through any other general 
improvement in the health of the individual or the population at whom 
the service is directed. 

A computer based health information system designed to collect 
medical, and administrative data regarding discharges and deaths From 
acute hospitals (excluding private hospitals). 

The number of new cases of a disease in a defined population over a 
specific period of time. 

Death in children up to the first year of life 

Any departure, subjective or objective from a state of physiological or 
psychological well-being. 

Deaths in children within the first seven days of life including stillbirths 
from the twenty-eight week of gestation. 

Death before 65 years of age 

The number of cases of a disease existing in a given population at a 
specific period of time. 

The presumptive identification of disease or defect by the application of 
tests, examinations or other procedures which can be applied rapidly. 

Concerned with the broader aspects of the quality of life. I t  includes. 
for example, the quality added to the lives of dependent elderly people 
and their carers as a result of the provision of support sel-vices, or the 
benefit to a child of living in an environment free of physical ;md 
psychological abuse. 

The process of continuous collection and analysis of data and it, 
subsequent dissemination to those who need to know. 

A measure of the relative impact of various diseases and lethal 
forces on society. YPLL highlights the loss to society as a I-esult of 
youthful or early death. The figure for YPLL due to a particular cause 
is the sum, over all persons dying from that cause, of the years that 
these persons would have lived. 



~ ~ q u e l l t l y  Used Abbreviations 

CCA Cummunity Care Area 

cCU Coronary Care Unit 

CHD Coronary Heart Disease 

CHS Child Health System 

CPH Cardiopulmonary Resuscitation 

CSO Central Statistics Office 

DED District Electoral Division 

ESHI Economic and Social Research lnstitute 

GMS General Medical Service 

HIPE Hospital In-Patient Enquiry 

HPU Health Promotion Unit 

JCD International Classification of Diseases 

SI<HB South Eastern Health Board 

WRH Waterford Regional Hospital 



Members of Public Health Department 

Director of Public Health 
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Introduction 

This is a second Public Health Report on the health of the people of the South Eastern 
Health Board region. The aims of the Public Health Report are to monitor the health of 
the population and inform all concerned about important health issues. The Report 
recommends action, influences annual Service Plans and reviews progress on health gain 
areas. 

This Report builds on base line health information presented in the first Report in 1996, 
updating core information on demography, mortality and morbidity in 1997. The 
recommendations made in 1996 are reviewed and progress in achieving health and social 
gain in  these areas identified. 

A number of issues identified last year as major health problems are focused on in greater 
detail. e.g. cancer, coronary heart disease and teenage pregnancy. Chapteys on 
communicable disease and environmental aspects of health continue to emphasise the 
importance of these areas to the public's health. 

In addition the Report highlights the new areas of women's health and health inequalities. 

An evaluation of the first Public Health Report was carried out by a consumer survey. 
The Report was considered informative, useful for planning and highlighting health 
issues. Feedback on content and presentation has been incorporated into this Report's 
presentation. 

The 1997 Report continues the cycle of health status measurement, information for 
service planning and evaluation of progress on health and social gain. 

Dr. Orlaith O'Reilly 
Director of Public Health 



Chapter 1: Demography 

1.1 1q P Census 

There m r e  391,046 people living in the South Eastern Health Board (SEHB) 1 

April 1096. The population profile is shown in Figure 1.1. 

Figure 1.1 Population Pyramid for South Eastern Health Board region 
1996 census 
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There was an increase in population of 2% from the 1991 census to the 1996 census . . 

Data for the 1996 census is shown for the SEHB region, for the counties and for the 
community care areas in Appendices 1-3. 

The trend to increased urbanisation continued from the 1991 to the 1996 census. Table 1.1 
shows the proportion of the population living in towns of 1,500 population or over for 1991 
a n d  1996. 



Table 1.1 Proportion of the population of Ireland, SEHB region and counties 
living in towns of 1,500 population or over for 1991 and for 1996 

*Kilkenny includes one town with 2 1,500 population in 199 1 but two towns with 2 1,500 population in 1996 

Table 1.2 shows the change in the population in towns of 1,500 population or over in the 
region from the 1991 to the 1996 census. 

Table 1.2 Population of towns of 1,500 people or over in the SEHB region and the 
percentage change from 1991 to 1996 

Towns 

Co.Carlow 
Carlow 
Muineheag 
Tullow 

Co.Kilkenny 
Kilkenny 
Thomastown 

3.Wexford 
Wexford 
Enniscorthy 
New Ross 
Gorey 

?o.Tipperary SR 
Clonmel 
Carrick-on-Suir 
Tipperary 
Cashel 
Cahir 

zo.Waterford 
Waterford 
Dungarvan 
Tramore 

Source . CSO 



1.2 Pqsulation changes 1971 to 1996 

There bas been a 19% increase in population in the South Eastern Health Board region from 
1971 to 1996. However the trends in the different age groups and in each county vary, as 
can be scen in Figures 1.2- 1.5. 

Figure 1.2 Population aged 0-14 years in each county of SEHB region, 1971-1996 

Despite an increase in the 19801s, the population of 0 to 14 year olds in the south east has 
fallen in the 25 years from 1971 to 1996 by 9%. This fall is greatest in South Tipperary 
(16%) and least in Kilkenny and Wexford (3% and 7% respectively). 

Population aged 14-44 years in each county of SEHB region, 1971-1996 



The young adult population (14-44 years) in the south east has increased by 46% over the 
past 25 years. The percentage increase is greatest in Carlow (54%) and least in South 
Tipperary (35%). 

Figure 1.4 Population aged 45-64 years in each county of SEHB region, 1971-1996 
10 

I 

The population of middle aged people in the south east remained static from I971 to 1986 
but has increased in the past 15 years so that there is an overall increase in this age group 
from 1971 to 1996 of 1 5 %  South Tipperary has remained static in this age group over the 
25 years while Waterford and Wexford have had the greatest increases (23% and 20% 
respectively). 

Figure 1.5 Population aged 65 years or older in each county of SEHB region, 1971- 
1996 

: CSO 



The older adult population in the south east has been increasing steadily over the past 25 
years I+ ~ t h  an overall increase of 23%. The relative increases vary in the counties from 18% 
and I %  in Wexford and South Tipperary to 27% and 28%, and 22% in Waterford, 
Kilkenrly and Carlow respectively. 

1.3 Slousehold composition, 1996 census 

While the proportion of lone parents not living with another adult is similar in the south east 
to Ireland as a whole, the proportion of people aged 65 years or older and living alone in 
the community varies between the counties of the south east. See Table 1.3. 

Table 1.3 Lone parents not living with another adult as a proportion of all 
households and people aged 65 years or older living alone as a 
proportion of private households with people aged 65 years or older. 

Ireland 
SEHB 
Carlow 
Kilkenny 
Wexford 
Tipperary SR 
Waterford 

Bolh of these groups are at risk of social deprivation and require support services targeted 
to lneet their needs. 

4.9 Women in the Workforce 

Women have traditionally taken on the role in society as unwaged carers of children and of 
dependant disabled people. However as more women become involved, either full or 
part-time, in the formal workforce, their ability to continue to provide informal support will 
decrease. 

In the 25 years from 1971 to 1996 the number of women at formal work in Ireland grew by 
21 2.000, which compares with a growth of 23,000 in male employment over the same 25 
years.' These changes have particularly involved married women. See Figure 1.6. 



Figure 1.6 Numbers of women at work, 1971 to 1996 

In  1091. a quartcr of' al! mothers (i.e. with one or more dependant children) we]-e in the 
lahour force. This rose to 37% in 1096. 

In 1096. using the International Labour Office classification. 41 r/c of Irish women aged 15 
t>r over were in the laholir f o m .  This compares with an EU average of 45%. The highest 
f'cinale participation rates are in the Scandinavian countries (Denmark 59%, Sweden 57%, 
Finland 55'7)  and the lowest rates ill Mediterranean countries (Italy 35%, Spain 36%, 
Greece 3 7 % ) .  See Figure 1.7. 

Figure 1.7 Women's Labour Force Participation - EU Comparisons 



The relevance of these facts can be seen in a recent study of elderly people in 6 European 
The proportion of care given to those living in the community who required help 

with xtivities of daily living by informal caregivers (i.e. family and friends) was highest 
(over 90%) in the Mediterranean districts and lowest in the Scandinavian districts (from 
45% to 56%). The districts from the British Isles, which included the SEHB, had 
intermediate rates (77% to 85%). 

Withrn the south east, one can expect that this trend towards greater female participation in 
the uorkplace to continue. This should be taken cognisance of when planning support 
servwx for dependant sectors of the population. 



Chapter 2: Health Inequalities 

2. : Introduction 

Thc man in the street knows that poverty is bad for health. In addition, the international 
evidence on inequalities in health between different sections of society is compelling. 
People who live in disadvantaged circumstances have more illness and disability and 
shorter lives than those with a better standard of living.' As far back as 1981, Nolan2 showed 
thai Irish men in higher professional positions had a mortality ratio in middle age which was 
one third that of men in unskilled occupations. The proportion of adults reporting chronic 
illness was twice as high for unskilled as for professional occupations. Lyons et al' 
confirmed this finding in their study in Dublin. Johnson4.' showed higher death rates in 
electoral wards in disadvantaged areas in Dublin. 

Thc size of the differences in health status varies between countries and between different 
time periods, and this would suggest that there is nothing fixed or inevitable about having 
such a health divide. Greater overall prosperity and improved living standards have led to 
significant health gains in this century. However inequalities in health remain and the gap 
between socio-economic groups is widening particularly for young m a 6  

The explanations as to the causes of inequalities in health are complex and it can bp difficult 
to \eparate the various causes. A combination of factors; including peoples living and 
working conditions, their economic and personal resources, their social relationships and 
life<tyles are likely to contribute. Much health related behaviour is socially determined. 
The cumulative effect over a lifetime, of health damaging or health promoting physical and 
social environments may be the main cause of the differences. 

Deprivation influences health from conception through childhood, into adulthood and old 
age. Davey Smith7 showed the cumulative effect of socio-economic factors over a lifetime. 
The socio-economic classification of occupations was divided into manual occupations, 
non manual occupations, managerial and professional occupations; class 1V and V being 
manual and class I or 11 being professional and managerial. Men who were born to fathers 
with manual jobs and who were in manual jobs themselves, had age adjusted standardised 
mortality ratios 70% higher than those who themselves, and their fathers, had non manual 
jobs. For those who moved between the occupational classes over the course of their 
lifetime, their mortality experience lay somewhere in between. Several studies have been 
reported which link socio-economic conditions at birth and in childhood with a range of 
ailult diseases. Davey Smith 1998,X attempted to separate these effects from the effect of 
continuing deprivation in adult life. Social class in childhood had a specific effect on 
mortality from stroke and stomach cancer and had an additive effect on deaths from 
coronary heart disease and lung diseases. For other diseases and cancers it was the risk 
factors present in adult life that were more important. 

2 Material Deprivation 

Irr general, the lower the material standard of living (measured by indicators such as 
income, car ownership, etc.) the worse, the level of health. There is growing evidence that 
the relative distribution of income matters in its own right, for population health. The 
cvperience of relative poverty means that people go short of things considered essential or 
normal by others around them. It excludes people socially and materially from the normal 



life of society. This sense of being at a relative disadvantage may be an important indirect 
influence on health in developed countries by increasing the likelihood of behavioural risks 
e.g. smoking, drinking, "comfort" eating.9 

Mortality is related more closely to relative income within countries than to absolute 
income between them. National mortality rates tend to be lowest in countries with smaller 
income differences. 

2.3 Social Deprivation 

A society with greater income equality improves social cohesion and reduces social 
divisions and marginalisation. Integration within a social network benefits health. 
Socially isolated people die at 2-3 times the rate of people with a network of social 
relationships. Kawachil" puts forward the theory that this could equally apply to 
communities. He demonstrated an association between mortality and low levels of 
participation in community activities and measures of civic distrust in 39 states of the U.S. 
These were in turn highly correlated with the degree of income inequality in each state. 

2.4 Deprivation in the South East 

A number of indicators of material deprivation have been formulated internationally. The 
Directors of Public Health of the eight Health Boards requested the Small Area Health 
Research Unit to develop a suitable deprivation measure for Ireland. The index is 
statistically calculated from census data for small geographical areas on; unemployment, 
social class, proportion of rented accommodation, over crowding and car o ~ n e r s h i p . ~ '  

It should be noted that this index is a mathematical calculation, which shows the ranking of 
areas from most affluent to most deprived. It does not measure the deprivation level of 
individuals or imply that individuals in such areas experience extreme hardship. 

The following maps outline the South Eastern Health Board and gives the 518 district 
electoral divisions (DED) for the region. The deprivation index level was calculated for 
each DED population. The index ranges from level one (most affluent) to level five (most 
deprived). 

The following maps show the deprivation level for each DED in the region, by county. 
Because rural district electoral divisions are larger than urban ones, rural deprived areas 
tend to stand out visually more than the urban ones. 

District Electoral Division areas classified as level four or five can be considered as 
deprived areas. Table 2.1 shows the number of DEDs in each county. 



Table 2.1 Number of DEDs in each County 

Carlow 
Kilkenny 
Tipperary South 
Waterford 
Waterford CB 
Wexford 

Soarcc: Small Area Research Unit 

Table 2.2 shows the number 
the total that this represents. 

of DEDs each 

Number of DEDs 

54 
113 
98 
96 
34 
123 

deprivation index level and the proportion 

Table 2.2 No. and Proportion of DEDs at each deprivation level. 

It cm be seen that 20% of the DEDs in the South East are categorised as deprived areas. 

Table 2.3 shows the proportion of the population in each county who live in deprived areas 
(level four or five district electoral divisions). Not everyone living in these areas is 
deprived, but rather represents the average level of material deprivation. 

Table 2.3 The Proportion of the Population in each county that live in Deprived 
Areas (Levels 4 + 5) 



This shows that overall 20% of the population of each county living in the most deprived 
areas (level 5) and that this varies considerably between counties from 9% in Kilkenny to 
26% in Waterford and South Tipperary. The table also shows the proportion in each county 
living in deprived areas (level 4), which again varies considerably. 

Table 2.4 shows the proportion of people in each county that live in deprived areas, (level 
4 and 3, and also shows the proportion of the population of the South Eastern Health Board 
region as a whole, that live in deprived areas in each county. 

Table 2.4 The proportion of the population in each county that live in deprived 
areas (Level 4 + 5, Column 3) and the proportion of the population of 
the SEHB region that live in deprived areas in each county 
(Column 4) 

Source: Small Area Research Unit 

It can be seen that while Carlow (50%) and South Tipperary (49%) have the largest 
proportions of people living in deprived areas within their counties, Wexford (11%) 
followed by South Tipperary (9%) have the highest proportions of the population of the 
region living in deprived areas. 



Figure 2.1 Material Deprivation Index for Carlow by DED 

Suurcc: Small Area Research Unit 

Figure 2.1 shows the material deprivation index for Carlow. Five DEDs had deprivation 
level 5, i.e. the "most deprived". These were; Rathvilly, Graigue urban. Bagenalstown 
u h n ,  Tullow urban and Hackettstown. A total of 8,112 people live in the "most deprived" 
areas, which represents 20% of the population of the county. A further six DEDs had 
deprivation level of 4 which is also "deprived". These were Myshall, Clogrennan, Carlow 
urban, Fenagh, Coonogue and Borris. A total of 20,569 people lived in these deprived DED 
areas, (level 4 and 5). This represents a large proportion (50%) of the population of County 
Carlow. 

T h s  high proportion of the population of the county, living in deprived areas and the 
k~lotvledge that average health status of the people of Carlow is poorer than the rest of the 
region, warrants particular resources to be targeted at Carlow. 



\ Figure 2.2 Material Deprivation Index for Kilkenny by DED 

1 

1 Least Depnved 

2 

3 

4 

Source Small Area Re~earch Unit 

Figure 2.2 shows the deprivation index for Co. Kilkenny. There were three DED levels 
with index level 5, the most deprived. These were Urlingford, Kilkenny No. 1 urban and 
Callan urban. A total of 6,906 people live in the "most deprived" areas, which represents 
9% of the population of the county. There were nine DEDs with the deprived index of 4. 
These were Castlecomer, Freshford, Jerpoint Church, Pollrone, Graiguenamanagh, 
Ballyragget, Goresbridge, Johnstown and Clogh. A total of 17,241 people lived in these 
deprived areas (level 4 and 5).  This represent 23% of the population of Co. Kilkenny. 



Figure 2.3 Material Deprivation Index for Waterford by DED 

Scvruc: Small Area Research Unit 

Figure 2.3 gives the deprivation index for Waterford. There were twenty one DEDs with 
index level 5, the most deprived. These were; Ballybeg North, Larchville, Roanmore, 
Morrison's Avenue West, Morrison's Road, Shortcourse, Lisduggan, Mount Sion, Custom 
House B, The Glen, Military Road, Grange South, Newport Square, Morrison's Avenue 
East, Centre A, Slieve Keale, Custom House A, Kilmeadan, Dungarvan No. 1 ,  
Kiirnacthomas and Portlaw. Seventeen of these twenty most deprived areas were within 
Waterford County Borough. A total of 23,737 people live in the "most deprived" areas, 
which represents 26% of the population of the county. There were thirteen DEDs with a 
deprivation index of 4. These were; King's Meadow, Ballybricken, Poleberry, Fenybank, 
Park, Garden Morris, Clonea, Carrigcastle, Ardmore, Comeragh, Kinsalebeg, Kilmacomma 
and Newtown. Four of these twelve areas in level 4 were within the county borough. A 
tctid of 32,014 people lived within the deprived areas in Waterford City and County (level 
4 n d  5 This represents 34% of the population of the Waterford. 



Figure 2.4 Material Deprivation Index for South Tipperary 

Source 

Figure 2.4 shows the material deprivation index for South Tipperary Riding. There were 
seven DEDs with a deprivation index of 5. These were; Carrick-on-Suir urban, 
(Tipperary East urban, Clonmel West urban, New Birmingham, Ballingarry, Fethard, and 
Cashel urban). A total of 17,084 people live in the "most deprived" areas, which represents 
23% of the population of the county. There were a further 18 DEDs with a deprivation 
index of 4. These were Carrickbeg urban, Killenaule, Mullinahone, Ballyphilip, Tipperary 
West urban, Ardfinnan, Buolick, Farranrory, Bansha, Kilcommon, Newtown, Clonmel 
rural, Lisronagh, Ballykisteen, Clogheen, Golden, Peppardstown and Cappagh. A total of 
36,373 people lived within these deprived areas (level 4 and 5) within the county. This 
represented 39% of the population of Tipperary South. 



The information presented identifies specific small areas which experience the highest 
levels of material deprivation in the South Eastern Health Board region. The link between 
deprivation and health and well being is well established. Therefore socio-economic 
inequalities are important in planning services to achieve health equalities and health and 
social gain. 

It is recommended that: 

The provision of health senices to deprived areas be reviewed to ensure equality of access 
and to begin to address health inequalities. Services which have been shown to inzpnct on 
health inequalities should be identified and targeted to deprived areas. 



Chapter 3: Cardiovascular Disease 

3. i Introduction 

Cardiovascular disease is the single most common cause of death in Ireland, and in the 
South Eastern Health Board. In those aged under 65 years, Ireland has nearly twice the 
average death rate from heart disease in the European Union (60.7 per 100,000 v. EU 
avcmge of 32.6 per 100,000), despite the fact that the rates have fallen since 1981 .' Shaping 
a Healthier Future? the National Strategy document for Health in 1994 set a "medium term 
target to reduce the death rate from cardiovascular disease in the under 65 year age group 
by -30% in the next 10 years. This compared with the approximate 30% reduction achieved 
in the preceding 20 years". The Department of Health intends to produce a Coronary Heart 
Dihease strategy document in 1998. 

3.3 Background 

3.2.1 Mortality 
Mortality rates from coronary heart disease have decreased in Ireland in recent years 
(Figure 3.1). In males the rate of decline accelerated in the mid 1980s (Figure 3.2). For 
females the rate of decline has been more gradual (Figure 3.3). The decrease in mortality is 
likely to he due, at least in pm, to declining levels of risk factors and improved treatments.' 

In general, the pattern in the SEHB parallels that of the national situation but as shown in 
Fgures 3.1, 3.2 and 3.3, the match is not perfect. Although, caution must be used in 
interpretation, in view of the smaller numbers, it is evident that for the populations of Sth. 
Tipperary and Carlow both females and males in the former and females in the latter, do 
le\r well than their peers in other counties." 

Figure 3.1 All Ischaemic Heart Disease (Males & Females) Direct Standardised 
Rate per 100,000 population 

Source: Public Health Information S y s t m  (Version 2 )  



Figure 3.2 All Ischaemic Heart Disease (Males) Direct Standardised Rate per 
100,000 population. 

Source: Public Health Information System (Vrnion 2) 

%ure 3.3 All Ischaemic Heart Disease (Females) Direct Standardised Rate per 
100,000 Population 

Source: Public Health InCormation Systern (version 2) 



3.2.2 Morbidity (Hospital In-Patient) 

Morbidity data is limited to that available from the hospital in-patient enquiry (HIPE) i.e. 
ill people treated as inpatients in public hospitals. The 1997 data is based on that available 
to ESRl on 31/05/98. The conlpleteness of coding compared with actual number of 
discharges was Waterford Regional Hospital 95.9%, St Luke's Kilkenny 87.1%, Cashel 
99.9%. Wexford General 90.0%, Kilcreene Orthopaedic 26.6%, St. Joseph's Clonmel 
56.1%. The completeness for non SEHB hospitals is unavailable. In terms of cardio- 
vascular disease, the 1997 figures for the region and especially Sth. Tipperary are likely to 
be an under-estimate. 

Despite these caveats, ischaemic heart disease is a significant cause of morbidity for the 
population of the South Eastern Health Board and has a major impact on the health services. 
This is reflected in part by the fact that HIPE recorded 2,085 discharges for ischaemic heart 
disease in 1995 which used 13,651 bed days, 2,123 discharges in 1996 which used 13,561 
bed days and 2,046 discharges in 1997 which used 13,576 bed days. Table 3.1 shows the 
in-patient discharge rate per 100,000 by county for ischaemic heart disease averaged for the 
two year period 1995-1996 (in view of the incomplete data for 1997, it was excluded). 

1 
Table 3.1 Ischaemic Heart,Disease In-Patient Discharge Rate per 100,000 

population (ICD 410-414) HIPE 1995 - 1996 

Source: HIPE Database ESRl 

Two thirds (66.0%) of those in-patient discharges with ischaemic heart disease in 1997 
were males. The age distribution of the total group as evident in figure 3.4 indicates the 
impact ischaemic heart disease has on those aged fifty. 



Source: HIPE datahase ESRI 

3.2.3 Epidemiology 

The death rate from heart disease has fallen in Ireland and internationally over the past 
decade, albeit at different rates.' There has been an increase in the prevalence of coronary 
heart disease in older age groups."ncreased survival, increasing numbers with chronic 
disease and co-morbidities and an increase in the number of older people in the population 
impact both on prevalence, service needs and service demands. 

Shaping a Healthier Future2 emphasised the concepts of health gain, social gain and 
appropriate care. Given the relatively large numbers involved, nowhere are these concepts 
more important than in the primary, secondary and tertiary prevention and treatment of 
coronary heart disease at national and Health Board level. 

3.3 Health Promotion and Primary Prevention 

3.3.1 Introduction 

In view of the numbers affected by coronary heart disease in Ireland and the South Eastern 
Health Board a strategy is needed for the total population with additional strategies for 
those groups and individuals known to have an increased risk of coronary heart disease. 
Lifestyle factors, including smoking, alcohol, nutrition and diet, exercise, cholesterol and 
blood pressure are known to be major risk factors for coronary heart disease. People with 
diabetes, the prevalence of which is rising, are at high risk, as are those with a family 



approaches are required to decrease the prevalence of coronary heart disease. One is 

the approach i.e. the aim is to reduce the risk of disease for everybody in the 
the other which compliments this, is the high risk approach i.e. those known to 

have a particular risk of the disease are targeted e.g. people with a positive family history 
or those with diabetes mellitus. 

AS part of the population approach, the World Health Organisation, and more locally the 
Irish Heart Foundation, have encouraged the development of networks of health promoting 
hospitals, health promoting institutions, health promoting communities, health promoting 
schools, health promoting workplaces and health promoting cities. The aim of these is to 
provide a health promoting environment for all involved and can include aspects such as 
provision of healthy food choices in restaurants/canteens, walking ways, smoking cessation 
programmes, stress management programmes and training in cardio-pulmonary 
resuscitation (CPR). A number of hospitals, schools and workplaces in the south east have 
joined these networks. 

3.3.2 Risk Factor Targets 

For many of the specific risk factdFs for ischaemic heart disease, the Department of Health1 
in  its health promotion strategy set national targets: 

* A reduction in the percentage of cigarette smokers in the population by at least 1 % per 
annum so that more than 80% of the population aged 15 years and over are non-smokers 
by the year 2000. 

Alc: hl/Substance Misuse 

* The development of a national policy to promote moderation in alcohol consumption 
and reduce risks to physical, mental and family health associated with alcohol misuse 

* Ensure that 75% of the population aged 15 years and over knows and understands the 
recommended sensible limits for alcohol consumption (14 units a week for a woman 
and 21 for a man) within the next 4 years. (These limits are subject to ongoing review, 
based on research findings). 

* Reduce substantially over the next 10 years the proportion of those who exceed the 
r recommended sensible limits of alcohol consumption. 

" All pupils leaving school will have received information and education programmes on 
the dangers of substance misuse in the context of a comprehensive health education 
programme. 

1;'uod Pressure 

* To achieve a situation where 75% of the population in the 35-64 age group will have a 
blood pressure of less than 140190mm Hg by the year 2005. 



Cholesterol 

* To achieve a reduction in mean serum cholesterol in the 35-64 year age group from a 
present level of 5.6mmollL to 5.2mmollL by the year 2005. 

* A 30% increase in the proportion of the population aged 15 years and over who engage 
in an accumulated thirty minutes of light physical exercise most days of the week, by 
the year 2000. 

* A 20% increase in the proportion of the population aged 15 years and over who engage 
in moderate exercise for at least 20 minutes, 3 times a week, by the year 2000. 

Nutrition 

The national targets set in this area include the on-going implementation, within the next 
five years, of the Department of Health's Healthy Eating Guidelines including:- 

* Educating and &tivating Irish people to eat a wide variety of foods in line with current 
recommendations as illustrated in the Food Pyramid. 

* The encouragement of the achievement and maintenance of a healthy weight through 
healthy eating and regular exercise. 

* The encouragement of a reduction in total fat intake (to no more than 35% of energy as 
fat) by the year 2005 and to attain an appropriate balance of fats. 

*The achievement of a moderate reduction of 10% in the percentage of people who are 
overweight and a reduction of 10% in the percentage of people who are obese by the 
year 2005. 

Infortnation relating to the South Eastern Health Board 

Detailed baseline data on risk factors for coronary heart disease for the population of the 
SEHB is available from the Happy Hearts National Survey in 1994"hich included 
populations in Wexford and Carlow and the Kilkenny Health Project in 1992 .These  
studies provide data on factors such as smoking, alcohol, blood pressure, cholesterol, 
weight, exercise and nutrition. As important as the overall figures are from the point of view 
of prevention, there are differences between social categories (see Chapter 2), gender and 
age groups. An example of this is shown in table 3.2. However, the pattern is the same for 
most of the other risk factors. 



Table 3.2 Average Daily Physical Activity" for those in paid employment 
Carlow, Wexford Happy Hearts 1994 

Moderate:. Walking eic. > 4 houn per week. 
Active:. Running etc. > 3 hours per week. 
V Active:. Regular training, competitive sports 

Source: Happy Hearts 

More recent data on smoking behaviour and attitudes is available from the staff of the South 
Eastern Health Board who were surveyed in the past year about their smoking behaviour 
and attitudes. Over 25% were current smokers, the largest proportion of whom were aged 
under 25 years. Over a third of the smokers regularly smoked at work with an additional 
one third who smoked occasionally at work. Over half the staff, (smokers and non smokers 
alike) were exposed to smoke in their work area. Over two thirds were exposed to smoke 
in their canteen. The majority (90%) of respondents agreed that non smokers had a right to 
>make free work, and restleating areas, and 70% of smokers felt that support at work would 
help them quit. 

More recent data will be available from the questions included in the Folic Acid survey in 
1997 (See Chapter 5.5.3) whose 300 participants - all postpartum - were asked in addition 
to questions on folic acid, about their smoking habits especially during pregnancy. Pregnant 
women are a particular target group in view of the known health effects of cigarettes not 
just on themselves but also on the foetus. 

Both the Kilkenny Project and the Happy Hearts survey provide a baseline against which 
Lo measure the achievements of the national targets. Additional baseline information will be 
provided by the school lifestyle survey of 1998. The achievement of the targets require the 
co-operation not just of the health services but of other agencies, voluntary and statutory, 
including educational, recreational and employment. 

High risk groups include those with a family history of ischaemic heart disease, those with 
high blood pressure and those with abnormal lipid patterns. Baseline data on many of these 



were obtained during the Happy Heart SurveyX and the Kilkenny Health P r o j e ~ t . ~  Another 
high risk group are those with diabetes mellitus. The health promotion strategy' document 
set the following national targets: 

* Diabetes is an important public health problem which causes prolonged ill-health, 
increases the risk of heart attack and stroke and leads to premature death. 

* General goals include improving life expectancy in terms of quality and quantity and the 
prevention and cure of diabetes and its complications. 

The precise number of persons with diabetes in any particular population is influenced by 
the age and sex structure and ethnic mix. Estimates of the age adjusted prevalence of 
clinical diabetes of all types in England range from 0.05% to I .36%. In the U.S.A., it is 
estimated that 6% of people aged over 65 years have diabetes. 

In 1990, the Kilkenny Health Project reported a prevalence of Diabetes Mellitus of 1.6%. 
Based on prescription records, in the SEHB, 1.2% of the population in 1996 were known 
to be on drug treatment for diabetes (insulin or oral hypoglycaemics), suggesting at least a 
similar number unknown or on dietary treatment. People with diabetes, in view of the 
multi-organ nature/ of the disease, are at risk from many complications including cardio- 
vascular disease. , 

As is evident from the above, much baseline data is available. Although this is on two 
community care areas, there is no reason to believe that the populations of South Tipperary 
and Waterford are any different. To fill these information gaps and act on the information, 
data needs to be gathered in a comprehensive co-ordinated manner at local and regional 
levels to provide a total risk factor profile rather than each in isolation. 

For the population as a whole and for those in the high risk categories, at regional and local 
level specific targets must be set, which take account of this baseline data, and local plans 
to achieve these targets should be implemented. 

3.4 Secondary & Tertiary (Prevention, Diagnosis, Treatment, 
Rehabilitation) Services 

3.4.1 Introduction 

During recent decades the increased understanding of the epidemiology of coronary heart 
disease (facilitating effective prevention, the growth in scientific knowledge, development 
of investigative techniques, drug therapy, medical and surgical interventions, the increasing 
emphasis on documented evidence based health care), has resulted in dramatic 
improvements in the care of people with coronary heart disease. Reference was made 
earlier to the falling death rate internationally from coronary heart disease and the increased 
numbers of survivors with a now chronic disease. 

All patients with coronary heart disease (CHD) require secondary prevention to modify 
lifestyle, e.&. avoid all tobacco, modify diet as appropriate, improve physical fitness, to 
modify risk factors e.g. optimal blood sugar and reduction of thrombotic tendencies and 
may need prophylactic medications e.g. Aspirin, Beta blockers, ACE Inhibitors, 
Anticoagulants. 



In addition to these secondary preventive factors, is the diagnosis, treatment and care of 
people in the acute stages, the chronic stages and those with complications. Shelly et 211~ 

these as follows: 
. cardiopulmonary resuscitation (CPR) / care in the community, 
. medical treatmenusecondary prevention, 
. interventions - percutaneous transluminal coronary angioplasty (PTCA), coronary artery 

bypass graft (CABG), 
. rehabilitation. 

3.4.2 Cardiopulmonary resuscitation (CPR) /care in the community 

Training in CPR is included in many of the health promoting networks mentioned earlier. 
Ambulance personnel are also trained. The effectiveness of such skills in terms of lives 
saved is unclear unless a substantial proportion of the population has been trained.' 
However, as training is linked with education on factors associated with the development 
of coronary heart disease, training may provide the necessary impetus to lifestyle change in 
those trained. 

I 
Access to care includes recognition of symptoms - Bury et all0 reported a "comprehensive 
grasp of risk factors, signals and appropriate actions in heart attack among members of the 
general public in Dublin". There is no reason to believe the knowledge of the people of the 
south east is any different. Yet there are delays in summoning help and reaching care which 
is all the more important given the potential benefit from agents such as aspirin and 
thrombolytic agents. O'Riordan et al" in 1991 in South Tipperary reported an average delay 
time from onset of pain to admission to CCU of 6.65 hours (range 0.3 - 18 hours, median 
6 hours) and identified a number of factors, both outside and inside the hospital, which 
required attention if this was to be improved. These factors include patient factors, public 
awareness factors and health care practitioners factors. 

3.4.3 Medical treatmentkecondary prevention 

There is evidence that low dose aspirin is effective in secondary prevention for those with 
established coronary heart disease? Beta blockers, ACE inhibitors, anticoagulants and 
\tatins also have roles in selected patients. All patients who are suitable should be on aspirin 
at time of hospital discharge, but there is no systematic way of knowing ongoing 
compliance, of this or other drugs. 

With regard to lifestyle and risk factor change, two hospitals have specific cardiac 
rehabilitation units while the other two provide required services through general hospital 
and community care services. At a regional level its not known the percent change in risk 
factors post MI, e.g. number still smoking six months later, likewise other factors such as 
lipid profile, exercise level and psychological profile. 



Many studies have reported on and compared coronary artery bypass grafts (CABG) an< 
percutaneous coronary angioplasty (PTCA).'3~21 In clinical practice both techniques have 
advantages and disadvantages: technical considerations and the clinical status of the patient 
determines the treatment choice for the individual patient. Neither treatmcnt cures the 
underlying conditions but does impact on symptom control, quality of life and in some 
cases prognosis. 

The British Cardiac S ~ c i e t y ? ~  have advocated waiting times targets for coronary disease 
investigation and treatment as follows: one month for an initial consultation, three months 
for diagnostic tests and six months for treatment. The Audit Commission in 1995 '?stated 
that the waiting time from the decision to intervene to revascularisation should not exceed 
one year. For services available in the SEHB, these targets are being achieved but for those 
senices provided by tertiary centres, the waiting times are more variable. 

The Irish Cardiac Society believes that 3,000 diagnostic investigations per million 
population are needed.23 Internationally it is recognised that approximately twice the 
number of cardiac ptheterisation procedures are required to provide the diagnostic support 
for a given number of patients destined for cardiac surgery." A CABG rate of 600lmillion 
population and a PTCA rate of 300Jmillion population has been suggested. "'.2q.'s In the 
SEHB this would translate as 228 CABGs, 114 PTCAs and 700 catheterisations. 

The total number of PTCAs and CABGs procedures carried out on residents of the SEHB 
in public hospitals, i.e. excludes private hospitals such as Mater Private and Blackrock 
Clinic, for the years 1995 - 1997 are shown in table 3.3. Three quarters (76%) were males, 
24% females. 

Table 3.3 HIPE: Public Hospitals: PTCAs & CABGs (ICD 360-369). 1995-1997 

Source: HlPE dambase ESRI 1997 DaVa base as availiibie to ESRI 31105198 



r- 
1, the absence of data from the two relevant private centres definitive conclusions cannot 
be drawn from the above, but it strongly suggests that the recommended procedures norms 
are not heing achieved for the population of the south east. 

3.4.5 Rehabilitation 

~ehabilitation has many objectives, including improving compliance with secondary 
prevention medication, encouraging lifestyle changes, as well as providing social and 
psychological support for the patient and family. In addition to hospital based programmes, 
a network of patient support groups exist around the country, for those who have completed 
formal rehabilitation programmes. At present in the SEHB, the provision of these services 
vary. 

3.5 Recommendations 

The aim of the South Eastern Health Board's cardiac service is to reduce the incidence, 
prevent recurrence and improve quality of life together with the provision of effective 
services. In order to achieve this it is recommended that: 

I 

The SEHBjbcus on coronury heart disense by developing a regional coronary heart disease 
.str~ilrgy with service plans agreed locally to i~nylement the strategy. 

Iny~mve and co-ordinate the provision of information; on risk factors (primary and 
sc.cvndary prevention for the general population, individual and high risk groups), on 
morfnlity and morbidity, on service use, clinical audit and outcome data. 

Dcwelop, adopt, and audit protocols for prevention, diagnosis, medical and surgical 
in l~rven t io~  rehabilitation ,for all sewices which impact on. coronary heart disease. 

D(,~.elop specific cardiac services in each general hospital. 

? h Conclusion 

In the South Eastern Health Board much is being done to combat coronary heart disease. 
[~nproved co-ordination between programmes, services, and service providers matched 
with accurate timely data ranging from health promotion to rehabilitation will ensure the 
achievement of best practice. 



Chapter 4: Cancer 

4.1 Introduction 

The 1996 Public Health Report identified cancer as the most common cause of death in 
adult\ under 65 years in the South Eastern Health Board region.' The Report recommended 
that the development and co-ordination of a comprehensive spectrum of cancer services be 
givcii priority. During 1997 a comprehensive plan for the development of cancer services 
has hcen developed.* The goal of the National Cancer Strategy is to ensure the provision 
of an equitable and uniformly high quality service throughout the country, and the target is 
to reduce cancer deaths by 15% by the year 2004.' 

In 1997 a regional Director of Cancer Services was appointed supported by a multi- 
dis~iplinary steering committee and the Dept. of Public Health. 

In formulating the Cancer Plan it was decided to concentrate on the eight main cancers 
w h ~ h  effect the population. These cancers are: lung, colorectal, breast, prostate, cervix, 
s k ~ n ,  oesophagogastric, and blood. In addressing these common cancers consideration has 
becn given to how the Board can become more self-sufficient in providing the appropriate 
treatment within the region. Where supra-regional services are at present required then i t  
uld\ proposed that this Board would establish supra-regional links which will best meet the 
needs of those patients. 

4 . Epidemiology of  Cancer in the South East 

Cancer 1s the most common cause of death in adults under 65 years in the South Eastern 
Health Board region. There were 215 deaths in people aged under 65 from cancer in 1995. 
Cmcer is also a significant cause of death in those aged 2 64 years accounting for 20% of 
deaths in this age group. A total of 579 people aged 2 64 years died of cancer in 1995. 
Figure 4.1 shows cancer is the most common cause of premature death in the region. 

Figure 4.1 Major Causes of Premature Death (Ages 15 - 64 years) - SEHB, 1995 
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The standardised death rate from cancer for those aged less than 65 years was 80 per :, 
100,000 population in the South Eastern Health Board. This lies in the mid range of \'slues 2: 
between health board regions, as outlined in Figure 3.2. 

Figure 4.2 Standardised Death Rate for all Cancers for population < 65 years* 
for Ireland and the Health Boards, 1991-1995 
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Source: Public Health Infunnation System (Version 2) 

Ireland including the South Eastern Health Board, has higher death rates from cancer than 
experienced in the EU on average. 

In particular Ireland experiences higher death rates in men from colorectal and prostate 
cancer, and in women from cancer of the trachea, bronchus and lung, cancer of the 
colorectum and cancer of the breast. 

As outlined. cancer is a major cause of premature death in middle age. This is highlighted 
by the shorter life expectancy experienced in middle age by Irish men and women 
compared to their European partners. 

There are a number of major cancers which cause death in men and women. In men the 
most common cancer that causes death is cancer of the trachea, bronchus or lung, 
accounting for 20% of deaths. The next most common cause of cancer death is cancer of 
the large intestine i.e. the colon or rectum accounting for 13% of cancer deaths. This is 
followed by cancer of the prostate at 12% of deaths and cancer of the stomach and 
oesophagus at 9% of deaths. Lymphatic and haemopoietic cancers account for 7% of 
deaths in men. Non melanomatous skin cancer is the most common cancer to occur 
however it rarely causes death and only accounts for 1% of deaths in men. 
Figure 4.3 shows the proportions of the various fatal cancers in men. 



Figure 4.3 
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The most common cause of cancer death in women is cancer of the breast (17% of deaths). 
This i s  followed by cancer of the trachea, bronchus and lung accounting for 15% of cancer 
deaths in women. Cancer of the large bowel i.e. colon and rectum accounts for 12% of 
cancer deaths in women. Lymphatic and haemopoietic cancers account for 10% of cancer 
deaths and 8% of cancer deaths are caused by cancer of the stomach and oesophagus. 
Cancer of the cervix, while only accounting for 2% of cancer deaths in women is important 
because of its preventability. As in men non-melanomatis slun cancer accounts for 1% of 
deaths in women. Figure 4.4 shows the proportions of fatal cancers in women. 

Figure 4.4 Proportion of Deaths in Females due to Main Cancers - SEHB 
(1991- 1995) 
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Cancer causes a significant proportion of years of potential life lost. It accounts for 12% 
of the years of life prematurely lost in men under 65 years of age and 27% years of life Iosl 
for women. Lung cancer causes approximately 4% of premature years of life lost in men 
and 3% in women. Breast cancer is the major cause of premature years of life lost by 
cancer in women, causing 10% of the years lost under 65 years old in women. 

The eight cancers described above account for approximately two thirds of deaths due to 
cancer and strategies for prevention, diagnosis, treatment and care of people suffering frorn 
cancers are being developed based on the best available scientific evidence. These 
strategies for the South East are the foundation of the South Eastern Health Board cancer 
plan. 

Figure 4.5 shows the trend in standardised death rates for the major cancers for the last 
fifteen years in men in the South Eastern Health Board and for Ireland as a whole. 

Figure 4.6 shows the standardised death rate for the major cancers for the last fifteen years 
in women in the South Eastern Health Board. and Ireland as a whole. 

The trends in the South P s t  are similar to lreland except for differences in lung cancer and 
prostate cancer deaths. , 

Figure 4.5 Average Standardised Death Rate for Males in Ireland and SEHB 
for Selected Cancers per 100,000 population 
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Figure 4.6 Average Standardised Death Rate for Females in Ireland and 
SEHB per 100,000 Population (for Selected Cancers) 
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Figure 4.7 Standardised Death Rate (1991-1995) for All Neoplasms for Males 
and Females per 100,000 population with 95% Confidence Intervals 
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Figure 4.7 shows the standardised death rate for all neoplasms for both sexes for countie, 
of the South Eastern Health Board region as a whole and for Ireland, giving the 95% 
confidence intervals. Although there are different trends between individual counties in 
the South East, the differences are not significant. 

4.3 The Cancer Plan 

The South Eastern Health Board Cancer Plan2 addresses each of the major cancers 
identified above, describes the prospects for prevention of each cancer, the nature of 
diagnosis and treatment applicable to each cancer, the current existing services for Board 
residents and recommends how the service can be developed to achieve quality and equity. 
It also addresses the need to develop oncology services, radiotherapy services, palliative 
care services, histopathology and cytology services within the Board area. 

The Plan emphasises the need to strengthen health promotion, as the burden of illness due 
to cancer within the South East would be reduced if life style factors could be changed. It 
is estimated that cigarette smoking causes 90% of lung cancer and probably one third of all 
cancers. Alcohol and diet contribute to approximately one third of cancers while the risk 
of skin cancer is reducedby adequate protection from the sun. The Plan recommends that 
the Board must act to ,reduce smoking, and highlights two specific initiatives; the 
development of a smoke free policy throughout the health board and the support of smoking 
cessation interventions by general practitioners. 

The Plan highlights the importance of links with tertiary centres and the ongoing need to 
improve links between primary and secondary care. It emphasises the need to encourage 
and support voluntary support groups in each local area and to develop comprehensive 
information and consumer feed back communication with patients and their families. 

A major priority for cancer services, identified in the 1996 public health report, was the 
development, adoption and audit of evidence based effective treatment protocols for cancer 
diagnoses and treatment. The cancer plan proposed the development of the services 
structured to achieve best medical outcomes as evidenced by scientific research. One of the 
responsibilities of the Director of Cancer Services, the hospital co-ordinators and the 
steering committee is to promote the use of treatment and care protocols and the auditing 
of the region's cancer services on an ongoing basis. 

Guidelines for care and treatment of various cancers are being developed nationally, and 
their implementation will be facilitated locally. Detailed audit and outcome information 
will be required by professionals undertaking clinical audit. Within the South East the 
development of clinical information systems, audit support systems and linkages to 
epidemiological data will be essential for this purpose. These developments will require the 
support of an audit facilitator in each general hospital, information technology support staff 
and public health epidemiological and statistical support. 

The Cancer Plan provides a vision and practical recommendations for the development of 
equitable and quality cancer services for the people of the South East. A number of the 
recommendations are being implemented, e.g. the appointment of a medical oncologist, 
palliative care physician and histopathologist. 



4.4 itecommendations 

~t is recommended that: 

The i~~~plementation of the plan be prioritised and additional resources sought as part of 
the / 999 Service Plan. 

Clini(,ul guidelines and audit systems be initiated by clinicians in the region, and these be 
supported and resourced by additional funding. 



Chapter 5: Women's Health 

women have health needs for all the major diseases and have needs associated with 
rnembcrship of particular vulnerable groups, as do men. In addition women have special 
needs associated with their reproductive and social functions. Women are the most frequent 
consumers of health services, both for their own needs and in their roles as parents and 
carers. 

In May 1997 the Department of Health published a document entitled "A Plan for Women's 
Health".' The plan was developed following a widespread consultative process in each of 
the hcalth boards. It provides a national strategic framework for developing women's health 
services. Under the plan each health board is required to establish an advisory committee 
on women's health and to prepare a regional plan for women's health, which is to be 
considered by the board's advisory committee on women's health. 

This chapter looks at the health status of women in general, and explores in more detail 
issues which are particularly relevant to women. 

5.2 Health Status of Women in the South East 

5.2.1 Births 

The birth rate (which is the number of live births per 1,000 population) in Ireland and in the 
south east region has been falling in the past two to three decades.' There has been a recent 
upturn in the years 1994 to 1996. The birth rate in 1996 in Ireland and in the south east 
was 14 per 1,000. 

5.2.2 Life Expectancy 

The life expectancy for lrish women is almost two years less than the European average. 
Life expectancy at birth is influenced disproportionately by infant and perinatal mortality 
rates. In recent decades Ireland has improved its infant and perinatal mortality rates 
considerably and has hence made gains in life expectancy. However, life expectancy for 
those in middle age, and older women, has experienced less dramatic improvements in the 
past two and a half decades. Indeed life expectancy at 45 years or at 65 years for Irish 
nomen is more than two years below the European average, and the trend is that this gap 
i s  widening. This premature death rate in Irish women is an area for priority action. It is 
largely due to premature mortality from cardiovascular disease and cancers experienced by 
lrish women. 

The death rate from circulatory disease for Irish women is 20% higher than that for 
European women. The average standardised death rate for Irish women from circulatory 
\ystem diseases during the years 1992 to 1996 was 295 (per 100,000 female population). 
Women in the south east region experienced a slightly higher death rate of 306 (per 100,000 
female population). 

lrish women experienced a death rate approximately 13% higher from cancer than do 
European women on average. The average standardised death rate from all malignant 
neoplasms for Irish women in the years 1992 - 1996 was 179 (per 100,000 female 



population). Women in the south east region experienced a slightly higher rale in the same 
years of 184 (per 100,000 female population). The major cancers which cause deaths in 
women are cancer of the breast, which causes 17% of female cancer deaths, cancer of the 
lung which causes 15%, cancer of the large bowel which causes 12% and cancer of the 
cervix which causes 2% of female cancer deaths. 

Women in the South Eastern Health Board region experience similar death rates as women 
in  the rest of the country from cancer of the large bowel and cancer of the breast. However, 
they experience slightly higher rates for cancer of the lung and cancer of the cervix. 

Respiratory disease is an important burden of ill health and mortality in middle aged and 
elderly people. Women in the South Eastern Health Board area experience a significantly 
higher standardised death rate (I 14 per 100,000 female population) from respiratory disease 
compared to women in the rest of the country (98 per 100,000 female population). 

Lifestyles, in particular smoking, is known to cause circulatory disease and respiratory 
disease and is the cause of 90% of lung cancer. In Ireland, according to the Happy Heat's 
study, 29% of adult females smoke. The counties of Carlow and Wexford within the South 
Eastern Health Board werg: surveyed as part of this study. In Carlow 39% of women 
smoked and in Wexford 29% of women smoked. It is clear that targeting smoking in 
women within the South East is a priority issue. Changing dietary habits, increasing 
exercise and identifying and treating high blood pressure would also improve the quality 
and length of life of women. 

Death and injury from accidents is an important burden of ill health. In Ireland the 
standardised death rate for women from injuries and poisonings in the years 1992 to 1996 
was 21 (per 100,000 female population). Among women in the South Eastern Health Board 
region this rate was also 21. Women in the south east had an excess of deaths from road 
traffic accidents, 8 per 100,000 versus 6 per 100.000 nationally. These are areas where 
preventive campaigns can be effective. 

It is I-ecommended that: 

Priority be given to interventions which reduce or prevent smoking in women. 

Interventions aimed at changmg the other lifestyle factors which cause cardiovascular 
disease and cancer be especially targeted at women. 

Interventions aimed at preventing,f~dls in older women be introduced. 



5.3 .d - rrening Services for Female Cancers 

Cancer i j  the most common cause of death in adults under 65 years in the South Eastern 
Health Board region. Ireland, including the South Eastern Health Board has higher death 
rates from cancer than experienced in the EU on average. Irish women experience higher 
death rates from cancer of the trachea, bronchus &r lung, colon & breast, than other 
European women in general. Breast cancer is the major cause of premature years of life lost 
by cancer in women, causing JO% of the years lost under 65 years of age in women. 

5.3.1 Breast Screening 

In order for screening services to be effective, they must reach the targeted population at 
the recommended intervals, achieve quality, so as to reduce factors such as false negatives 
and false positives, and have accessible back-up diagnostic and therapeutic services. The 
Eccles Street pilot project identified means of achieving this for a relatively small group of 
Irish females. Based on a national planned approach, breast screening is now in the process 
of being introduced on a wider basis. The South Eastern Health Board population will be 
included in the programme after it has been successfully implemented in the first phase area 
of thc North Eastern, Midland and Eastern Hezlth Board. In the interim, mammography 
screening in Waterford, Dublin & Cork is available to the population of the south east on 
an 3d hoc basis. 

It is recommended that: 

The South Eastern Health Board implement the national breast screening programme when 
it is ez-tended to the whole country. 

Di~cgnostic mammography services be strengthened. 

5.3.2 Cervical Screening 

Cancer of the cervix accounts for approximately 2% of cancer deaths among Irish women. 
The risk factors for the disease are multifactorial. Cervical smears screen for the precursor 
of cervical cancer, which is asymptomatic, rather than the disease itself. Treatment of this 
precursor stage is almost completely successful in preventing cervical cancer, whereas 
treatment of cancer of the cervix only has an overall five year survival of 57%. At present 
cervical screening for cervical cancer is not effective as it is neither structured nor co- 
ordinated. Smear taking is done on an ad hoc basis. As for breast screening, a national pilot 
project is underway to identify the most effective means of providing an effective cervical 
screening service, which will then be spread on a planned basis nation-wide. In the interim, 
ad hoc screening will continue to he available to the residents of the South Eastern Health 
f3oard. 

I t  is recommended that: 

The South Eastern Health Board inzplement the national cervical screening prograntme 
when it is extended to the whole country and prepare by developing the capacit)i of the 
regional laboratory to process cervical cytology as finding is made available. 



5.4 Hepatitis C 

Anti-D blood products are given to mothers who are rhesus negative to prevent rhesus 
haemolytic disease among babiesffoetuses who are rhesus positive. In the late 1970s and 
early 1990s anti-D manufactured by the Blood Transfusion Service Board (BTSB) became 
infected with Hepatitis C viruses l b  and 3, respectively. 

In 1994, screening for Hepatitis C antibodies was offered to anti-D recipients in a nation. 
wide programme. Positive antibody tests suggest at least previons infection, Additional 
tests are then done to test for the actual virus (viraemia and viral load). Approximately 
65,000 people were tested. To date in Ireland, 1,016 rhesus negative women have tested 
positive for Hepatitis C antibodies (i.e. previous exposure), of whom approximately 500 
have tested positive for the actual Hepatitis C virus (HCV). The approximate figures for 
the South Eastern Health Board are 150 patients with antibodies of whom 75 patients have 
detectable levels of the virus. In addition, country-wide, approximately 300 blood 
transfurion and other blood product recipients, both men and women, have been diagnosed 
positive for HCV antibodies of whom approximately 50 live in the South Eastern Health 
Board area. 

There are also a small nuqaber of patients who have contracted Hepatitis C after 
haemodialysis or organ transplantation. By far the largest group of HCV antibody positive 
and viraemic patients in Ireland are to be found in the injecting drug addict community 
(5,000 - 10,000) mainly based in Dublin. HCV is not spread eabily by close physical 
contact among families or by sexual intercourse. 

A comprehensive health care package for those infected by blood products supplied by the 
BTSB was put in place by agreement with representative groups and Department of Health 
in 1994. The Health Amendment Act, 1996 which came into effect in September of that 
year gave statutory entitlement to a range of primary health care services free of charge to 
persons who have contracted Hepatitis C from BTSB supplied products. Each Health 
Board appointed a liaison officer to ensure the smooth delivery of services and to serve as 
a contact point for affected individualslorganisations. In addition to the liaison officer, in 
the SEHB specialist medical needs are provided and co-ordinated through the Consultant 
Hepatologist at St. Luke's Hospital Kilkenny, two Hepatitis Nurse Counsellors and a 
Hepatology Secretary. Future plans include the provision of an outpatient hepatitis clinic 
at Waterford Regional Hospital, St. Joseph's Hospital, Clonmel and Wexford General 
Hospital serviced by the above staff from St. Luke's Hospital, Kilkenny. To facilitate the 
provision of integrated care in 1998 the Department of Health established a pilot project in 
the SEHB, co-ordmated by the SEHB G.P. Vocational Training Scheme and the Primary 
Care Unit SEHB, to facilitate and to enhance the education and training of GPs in Hepatitis 
C and related viral hepatitides. If successful the new programme may be devolved on a 
national basis. 

Future strategies for the control of Hepatitis C will include public health measures, 
educational programmes targeted to high risk groups, screening of bloodftissue banks, 
interferon treatment combined with other specific antiviral agents and ultimately 
vaccination. 

It is recommended that: 

I f  successful the pilut scheme be implemented throughout the region. 



5.5 - amily Planning Services 

5.5.1 lntroduction 

Each Health Board was asked by the Minister of Health in 1995, to evalwdte the current 
provision of Family Planning Services and submit proposals for the development of the 
services. The 1995 review in the SEHB conducted detailed surveys of general practitioners, 
public health nurses and GMS patients on the provision and adequacy of services.' This 
information will serve as a base line against which improvements in the service can be 
measured. The Health Board adopted the recommendations of the review which were:- 

]. Information should be made available on both fanzily planning and availability of 
services. It was also agreed that special information packs would be produced for 
teenagers. It was envisaged that the Health Promotion Unit would play a key role 
in this. 

2. Training at basic and specialised level should be provided for PHNs, GPs and 
Practice Nurses. 

/ 

3. GPs should be encouraged to provide a full range of family planning services. 
Where this was not possible an inter referral system should be established among 
GPs for all the family planning services and particularly for Intrauterine Devices 
and vasectomies. 

4. A Health Board Jizmily planning clinic providing a comprehensive range of family 
planning services should be established in each community care area. This clinic 
could be established in either a health board premises or a GP practice. The 
preferred option was that a general practitioner would be recruited on a sessional 
basis to run these clinics. 

i . . The Health Board management should enter into discussions wifh the 
gynaecologists to provide services such as tuba1 ligations which require use of 
hospital facilities particularly where such services are under provided at present. 

5.5.2 Service Developments 

Progress has been made in the community care programme on public health nurse training 
and information dissemination to clients. This needs to be continued. 

The Primary Care Unit developed a scheme to encourage general practitioners to employ 
family planning trained doctors to provide gender choice in the provision of family 
planning and vasectomy services in general practice. Health Board clinics have not yet 
been established. 

There have been some improvements in the provision of female sterilisation services. In 
1995, 171 women were provided with this service in the region, and in 1997 this had 
increased to 251. However, the average waiting time for surgery is 1.5 years, the service is 
not available in each hospital in the region and 32% of women have to travel outside the 
SEHB region to receive the service. 



5.5.3 Service Review 

The implementation of the recommendations approved by the health board should no 
reviewed, and the provision of an equitable and comprehensive family planning ser 
throughout the region evaluated. 

It is recommended that: 

The Prinmr.y Care Unit scheme be reviewed. 

The provision of information dissemination and stczff training be expanded. 

Adequate and accessible fernale and nzcrle sterilisution services be provided equitab 
across the region. 

Services be targeted at vulnerable groups. 

A repeat survey of consumers should be curried out in 1999, to evaluate the 
comprehensiveness, accessibility pnd equity of family planning services. 

! 

5.6 Teenage Pregnancy 

5.6.1 Introduction 

Teenage pregnancy was identified as an important public health issue in the 1996 Report of 
the Director of Public Health. In this report the issue is further explored and the progress 
made to date on the subject is outlined. 

i t  

The objective of highlighting this issue is its importance for the health of young women and 
their children. The data and research evidence presented is the factual position relating to :> 
current behaviour. The Health Board does not advocate a moral philosophy on this subject, ;j 
but confines its role to the duty of improving health and social gain, particularly prevention, , 

reducing the rate of abortion and support to families. 

1 
Pregnancy for a teenager is not always an unplanned or an unhappy event. Where the j 
pregnancy is unplanned, in most cases the young mother will cherish their child when it is 
born. I 

However, for many of those for whom the pregnancy is unplanned, the pregnancy 
constitutes a major crisis in their lives. It may force them down a path in life which they 
may not have chosen had they not become pregnant and where their educational, 
employment and social opportunities are limited as a result of having to care for their child. 
Overall teenage pregnancy is associated with an increased risk of poor social, economic and 
health outcomes for both mother and child.' 



5.6.2 Teenage pregnancy in the South East 

There is a public perception that the numbers of teenage mothers have been increasing over 
the past 20-30 years. However, the rate of births to teenage mothers aged 15 to 19 years in 
lre]and has been falling from a high in the early 1 9 7 0 ' ~ ~  despite evidence that young people 
are sexually active at an earlier age ' (See Figure 5.1). The majority of these births are to 
women aged 18 and 19 years. 

The nu~nber of births to very young teenagers (i.e. aged less than 15 years) is small and has 
remained constant over this time. 

Figure 5.1 Birth Rate for 15-19 year old women in Ireland (1970-1996) per 1,000 
female population 15-19 years 

What has changed in this time is that teenagers are less likely to be married, as the average 
age at marriage has increased, or to get married when they become pregnant, or less likely 
to allow their child to be adopted. Instead they are more likely to choose to rear their baby 
themselves, sometimes with the help of their parents or their partner. 

In 1970, 24% of births to teenagers in Ireland were to single women.3 In 1996, the 
proportion had risen to 95%. There were 337 births to teenage women in the South East in 
1996. The rate of births to mothers 15-19 years in the South Eastern Health Board in 1996 
was 20 (per 1,000 female population in that age group) while the rate in Ireland was 16. 
In the South East 98% of births to teenagers in 1996 were to single women. 

Another option chosen by women with crisis pregnancies is abortion. The number of Irish 
teenagers who were reported to have had abortions in the UK has increased over the last 20 
years, from a rate of 0.2 per 1,000 female population aged 15 to 19 years who had an 
abortion in England and Wales in 1970 to a rate of 4.6 in 1996.4 The UK data refers to 



women giving Irish addresses and may, therefore, be an underestimate. The data is 
available at a regional level but, extrapolating from national rates, it is assumed that a 
average of 82 women aged 15-19 years from the SEHB region may have travelled t 
England or Wales in 1996 for an abortion. 

Studies in the UK, where abortion is available free of charge on the NHS, have shown that 
pregnant teenagers who opt for abortion were more likely to be from higher socio-economic 
groups than those who choose to continue with their pregnan~y.~ 

The rate of births to teenagers in Ireland lies mid-way between the very high rates in the 
US and the UK and lower rates of other European countries, such as Denmark, France, Italy 
and the Netherlands, while the abortion rate lies very much towards the lower end, along 
with Italy, the Netherlands and Germany6 (Table 5.1). 

Table 5.1 Live births to women aged < 20 years and abortions in 15-19 year olds - 
per 1,000 Female Population 15-19 years, 1994 

1 = 1993 4 =I980 
2 = 1992 5 = In England and Wales to women giving Irish sddrei*. 
3 = 1991 NIA = not available 

Source: Drrnngiaphic Yearbook 1995. U.N. 

Jones et al, in their comparative study of 37 industrialised countries, identified several 
factors which contributed to high teenage conception rates, including early marriages, lack 
of openess about sex in society, a high degree of religiosity, restrictions in teaching about 
birth control in schools and restrictions in teenagers' access to contraception.' 

The rates of teenage pregnancy in the US and UK are some of the highest in the developed 
world and, while there have been many attempts to tackle this problem, many experts 
believe that these have been ineffective because the major emphasis is on postponing sexual 
activity and denying or suppressing teenage sexuality. 



The Netherlands, on the other hand, which has roughly the same proportion of teenagers 
active as the US, has one of the lowest teenage birth rates and the lowest teenage 

abortion rates in the developed world. The main difference seems to be the acceptance of 
teenage {exuality in the Netherlands so that young people feel less ashamed and guilty in 
their bchaviour and, therefore, feel more confident to discuss their needs for contraception 

peers, parents and service  provider^.^ 

5.6.3 Teenage sexual activity within the South East region 

In a w v e y  in 1995 in the south east region almost two thirds (64%) of the 47 women aged 
15 to I9 years who answered this question said that they were sexually a c t i ~ e . ~  In Galway 
in 1994 in a large survey of 15 to 18 year olds, 21% had ever had sexual intercourse"l while 
in the Midland Health Board in 1996,32% of 16 to 18 year olds said that they had ever had 
sexual intercourse." 

There is no current information within the south east of the knowledge and source of 
information about fertility and pregnancy prevention, and of the knowledge and the use of 
contraceptives, among teenagers. In the Midland Health Board study" only a quarter of the 
males and a half of the females surveyed knew the most fertile time in a monthly cycle. 
Thirty percent of sexually active respondents had not used contraceptives on their first 
sexual encounter and 20% of those who engaged in regular sexual activity did not use 
conlraception at all. 

There has been little research in Ireland on teenagers' attitudes to sexuality, contraceptives 
and pregnancy and no research has tried to describe the whole spectrum of attitudes and 
experiences which surround the complex issue of teenage pregnancy. 

A recently published study commissioned by the Department of Health and carried out by 
a group of researchers in Trinity College, Dublin, set out to identify the factors which impel 
women of all ages to have abortions and also to look at the broader experience of pregnancy 
among Irish women of all ages.'' In-depth interviews were conducted with women, most 
of whom were in their late teens and early twenties, who were experiencing 'crisis 
pregnancies' and many interviews were with women who travelled to the UK to have an 
abortion. Many of the women were ignorant about fertility cycles and about effective 
contraception. The secrecy and embarrassment surrounding sexuality made them reluctant 
to discuss contraception with a doctor and some young women were worried that their 
doctor would inform their parents. Some doctors refused to prescribe the pill because of 
their moral objections to their patients' sexual activity on the basis of their age or single 
\tatus. Refusing access to contraception did not result in a cessation of sexual activity but 
increased the likelihood of having intercourse without effective contraception. 

The study described the problems single women with crisis pregnancies had when it came 
to counselling and information about the options available to them i.e. marriage, lone 
parenthood, adoption and abortion. Some women, because they did not know with whom 
they could consult when they were considering abortion as an option, contacted English 
clinics themselves and did not, therefore, have any opportunity to discuss their decisions 
until they had travelled to England. 

The findings showed that there was a lack of information available to women about the 
option of adoption and the availability of the services that facilitate adoption, including 
residential homes. 



For women who choose to rear their child themselves, the support of their partner and 
their parents was very important to them. Parents, with emotional, financial and prac 
support, were particularly helpful in a wornen's adjustment to maternity and motherhoo 
Women were aware of and encountered the stigma attached to their non-marital statu 
They described the impact that the pregnancy had on their social life, that i t  set them ap 
from their friends and left them marginalised socially. 

5.6.4 Evidence of effective interventions to reduce teenage pregnancy and to supper 
pregnant teenagers, teenage mothers and their children. 

Strategies to prevent teenage pregnancy have been tried in many countries. These are base 
on one, or a combination of, (a) education-based approaches, (b) provision of contraceptiv 
services and (c) improving life options or job prospects for young people. 

Strategies which are based on abstinence have not been found to delay sexual activity o 
to reduce pregnancy.!"' 

- School-based skill building, based on improving self esteem, exploring issues around 
relationships and communication, in particular when combined with factual information on 
fertility and pregnancy prevention, contraceptives and on where to access them, have been 
shown to be successful in reducing teenage pregnancy.15~" 

Omitting guidance on contraceptives and where to access them appears to reduce 
effe~tiveness.'~ 

There is consistent evidence that providing sex and contraceptive education does not lead 
to an increase in sexual activity or an increased incidence of pregnat~cy.l~-?~ 

+ Increasing the availability of contraceptive clinic services for young people is associated 
with reduced pregnancy  rate^.'^ 

The costs of providing contraceptive and counselling services to young people is less then 
the health and social costs of an unplanned pregnancy." Studies have shown that effective 
services include those that are well-advertised, accessible, informal, confidential and 
staffed by people trained to work with young people. 

Strategies based on vocational development, when combined with sex education, have 
shown some success in reducing pregnancy  rate^,"^^" but it is difficult to identify the 
separate component of vocational training. 

In comparative studies of industrialised countries, lower rates of unintended teenage births 
and teenage abortions were found in countries which had a greater degree of openness :, 

4 about teenage sexuality, together with broad based sex and relationship education and ,$ 

access to counselling and contraceptive  service^.'.^' 7 
,>: 
> 

As well as strategies which prevent unplanned teenage pregnancies, services are needed to j 
support pregnant teenagers, teenage mothers and their children. 

The health and development of teenage mothers and their children has been shown to 
benefit from: 
- programmes promoting access to antenatal care, 
- targeted support by public health nurses, social workers and 'lay mothers', and 
- the provision of social support, educational opportunities and pre-school education.' 



5.6.5 Re-view of the initiatives on teenage pregnancy in the SEHB region in 1997198 

The SEHR hosted a seminar on the subject of 'Teenage Pregnancy in the South East' in May 
1998 which invited service providers from the health, educational, social service, local 

youth and community group sector$, as well as some young people themselves, 
to work together at integrating services, identifying the gaps and developing responses to 
the service needs. 

Some o S  the ideas generated included: 

developing a directory of preventive, counselling and support services at local level, which 
would provide details of the services available in the area and the contact person in each 
service. This would be made available to all the local service providers, which includes the 
school\ and youth services, to those to whom young people would turn for help and to the 
younz people themselves; 

providing a link person in each area between the schools and the health services, so that 
the schools could avail of, if and when they required it as part of the Relationship and 
Sexuality Eaucation (RSE) programme, a speaker from the health services who would talk 
to pupils, teachers or parents on agreed topics; 

standardisation of services and of practice in each local area; 

training for parents in discussing relationship and sexuality issues with their children; 

providing support for parents of teenage parents; 

developing support groups for young fathers; 

improving access for teenagers to contraceptive and counselling services: 

developing support services which encourage pregnant teenagers and young mothers to 
continue their education; 

providing child care facilities for any initiatives 

The seminar supported the RSE programme which is being introduced into schools by the 
Department of Education and Science. It charted a way forward in the integration and 
development of services in the region. 

The Regional Co-ordinator for Child Care Services in the Health Board has since 
undertaken to set up a core group in each county to look at the issues involved and to invite 
anyone working with young people in the area to work with them in addressing the issues 
which arose from the seminar. 

Funding has been obtained from the Health Research Board to undertake a pl-oject, in 
conjunction with the Department of General Practice in University College in Cork, on 
teenagers' attitudes to pregnancy prevention and teenage pregnancy. 



It is recommended that: 

The Health Board continue to support schools as they introduce the RSE programme 

The Health Board review the comprehensiveness and accessibility of contraceptive an0 
counselling services available to teenagers in the region. 

The Regional Advisory Committee on Women's Health include recommendations in the 
Womenk Health Plan about further service developments in contraceptive and counselling 
services. 

Support be given from heulth service personnel to the county-based working groups on 
teenage pregnancy. 

Research be conducted on teenagers' attitude to and knowledge of contraception and 
contraception services, pregnancy prevention, pregnancy and the reasons for decisions in 
relation to unplanned pregnancy, the services and supports that they need and how to 
improve access to the services. 

i 

5.7 Folic Acid 

In Ireland each year approximately seven or eight babies are born with neural tube defects 
(Spinabifida or Hydrocephalus). The link between neural tube defects and inadequate 
intakes of folic acid havebeen known for some years. Taking folic acid before conception 
and in early pregnancy is known to prevent about 50% of neural tube defects. The current 
number of babies being born with neural tube defects could be reduced to 3 or 4 per year if 
women took adequate levels of folic acid prior to conception and in early pregnancy. 

The Department of Health in 1994' issued a recommendation that women who might 
become pregnant should take an extra daily dose of 0.4mg of folic acid before pregnancy 
and during the first 12 weeks of pregnancy. Compliance with this recommendation has 
been examined in many studies in Ireland during 1995 and 1996 and was found to be 
disappointing. In one study in Dublin periconceptual folic acid was taken by 5% - 7% of 
public patients and 20% of private patients.' It was unknown of t h o ~ e  who took folic acid 
periconceptually what proportion actually took it before becoming pregnant, how many 
were taking it during the key sixth week of pregnancy, what dose they were taking and what 
was their understanding of why they mere taking it. 

In view of this apparent poor compliance and in consideration of measures taken in other 
countries to achieve a more acceptable level of folk acid intake, i.e. food fortification, the 
South Eastern Health Board as part of a wider Irish study in 1997, examined women's 
behaviour in terms of folic acid intake, their knowledge of why they took it during 
pregnancy and their source of information. A total of 300 women. post delivery. 
participated in the study in the South Eastern Health Board. The preliminary results show 
that 60% of women had not planned their pregnancy and less than 25% of women took folic 
acid in the three months leading up to becoming pregnant. Overall knowledge of the 
benefits of folic acid in preventing neural tube defects was high. The challenge remains in 
empowering women to plan pregnancies and consume folic acid prior to becoming 
pregnant, either through food fortification or oral dosage. 



~t is recommended that: 

The rc,c,ommendations arisin 

5.8 Breastfeeding 

g from this study be implemented at regional and local level. 

The National Breastfeeding Policy for lrelandl launched in 1994 provided a framework to 
encourage more women to breastfeed their babies and to do so for longer. The targets set 
in the Health Promotion document2 are: 

An overall breastfeeding initiation rate of 35% by 1996 and 50% by the year 2000. 
An overall breastfeeding rate of 30% at 4 months by the year 2000. 
Among lower socio-economic groups a breastfeeding initiation rate of 20% by 1996 
and 30% by the year 2000. 

Information relating to the SEHB: 

/ 
, Intention to breast or bottle feed is recorded on the birth notification form completed within 
36 hours of birth by the midwife. Based on data from the Child Health System of the 5,707 
lice births during 1997, an average of 33% of mothers intended to breast feed their babies 
( i t .  27% in Carlow, 37% in Kilkenny, 30% in South Tipperary, 34% in Waterford, and 35% 
in Wexford). Clearly the results fall short of the target of a breast-feeding initiation rate of 
35% by 1996 in some counties (Table 5.2). 

Table 5.2 Breast Feeding intention (36 hour Birth Notification Form) by place of 
Birth 1997 (for SEHB births) 

Llospital/Health Board 

Waterford Regional Hospital 
Wexford General Hospital 
St. Joseph's Hospital Clonme 
St. Luke's, Hospital Kilkennq 
EHB 
MHB 
NWHB 
WHB 
NEHB 
SHB 
MWHB 
Home Births 
Other 

Total 

1567 
1291 
843 
1064 
44 1 
18 
1 
1 

3. 
172 
111 
14 
42 

Breast Fed 

545 
420 
243 
315 
186 
5 

1 
1 

67 
17 
10 
19 



I 

As part of the 1997 Folk Acid study mentioned in section 5.7, post partum mothers we, 
asked how they intended to feed their babies and for how long, if their intended method wa 
breast feeding. The results of this, will help in identifying areas which need furthe 
attention. 

Breast feeding is a particular item in the community care service plan for 1998. As part of 
an overall response to the national strategy, data on the four month breast-feeding rate 
being gathered by the PHNs. However, it is evident from the "intention to breast feed" rate 
in Table 5.2, that to achieve real changes, the ante-natal and indeed pre-conception period 
are of immense importance. 

It is recommended that: 

The breast feeding policy of the health board should spec$cally target the peri-conceptual 
and ante-natal periods and should be a feature of hospital and community service plans. 

The health board re-emphasise the importance of breast feeding and co-ordinate activities 
between programmes to achieve improved rates. 



Chapter 6: Communicable Diseases 

6.1 Introduction 

Communicable Diseases include infectious diseases which are usually spread from person 
to person and those diseases which are generally spread through contaminated food or 
watcr. 

A Regional Infectious Disease Committee was established in March 1997 to advise the 
Board on all matters relating to infectious diseases. This Committee took on the duties of 
the existing Regional AIDS Committee and that of the Regional Tuberculosis committee 
required by the Working Party Report on TB.' 

It was also required to implement the National Guidelines relating to bacterial meningitis 
and tuberculosis and to develop and implement local guidelines relating to other 
communicable diseases. 

Working Groups of this committee have been very effective in developing and 
implementing national and local guidelines for the management of such diseases. 

2 Vaccination and Vaccine Preventable Diseases 

Vaccination against childhood infectious diseases is implemented by general practitioners 
with public health doctors in community care being responsible for school booster 
vaccinations. The success of the vaccination programme is reflected in part by the reduced 
level of notified infectious diseases in 1997 (Appendix 8). 

The vaccination uptake for the first primary vaccination throughout the region at twelve 
~nonths is 94%. The uptake of completed primary vaccinations is as follows: 86% at one 
year, 88% at fifteen months. Primary vaccination protects children against diphtheria, 
tetanus, whooping cough, polio and haemophilus influenza h (Hib disease). Analyses of 
more recent cohorts of children demonstrates that the receipt of first primary vaccinations 
is being maintained at a satisfactory level throughout the region, however improvement is 
needed in uptake of the completed course to achieve the target of 95%. Children are 
immunised against measles, mumps and rubella at fifteen months of age. The uptake for 
the MMR vaccination at twenty four months is 86% while the national target is 95%. 

These figures demonstrate a 5% improvement in completion of primary vaccinations over 
those recorded in the 1996 Report. 

6.3 Whooping Cough (Pertussis) 

Just twelve cases of whooping cough were recorded in 1997 compared with twenty two in 
1996. At the request of the Department of Health, data was collected on notified cases of 
whooping cough in the last quarter of 1997. Within the region only four cases were 
notified, three in children under the age of three and one in a young adult male. As part of 
this study the vaccination status of any case occurring was checked. None of the four cases 
had been vaccinated against whooping cough. One child had refused to accept vaccinations 
and the other three although fully vaccinated against other illnesses had refused to accept 
the whooping cough vaccination. 



6.4 Rubella (German Measles) 

Rubella is usually not a serious infection in children, however if contracted by a pregna 
woman rubella can result in the birth of an extremely handicapped child with congeni 
rubella syndrome. At present in Ireland, Rubella Vaccine is provided to children as part 
their measles, mumps and rubella (MMR) vaccine at 15 months and again at the age of 
before leaving primary school. 

Prior to the MMR vaccine becoming available, Rubella Vaccination was offered to girls 
prior to leaving primary school at the age of approximately 11 years old. This latter 
vaccination programme has been available in Ireland since the 1960s. Despite this however 
a significant percentage of women at antenatal care test as non-immune for rubella. This is 
likely to be due to a number of factors; including never previously vaccinated, failure to 
sera-convert and possibly a waning of immunity or at least of detectable antibodies. 

In a retrospective review of 1,700 laboratory samples sent from antenatal clinics in the 
region, approximately 3% were non immune. These figures are in keeping with the number 
of rubella vaccines supplied to post natal women in two hospitals from hospital pharmacies 
and would be in keeping with other figures available in Ireland. 

The major purpose for aiming for 100% rubella immunity in the chlld-bearing population 
is to reduce the risk of babies being born with congenital rubella syndrome. Unfortunately 
a number of babies continue to be born with congenital rubella in the region. A 3% level of 
possible non immunity in women in the child bearing age in the South Eastern Health 
Board indicates a need to focus on this area, to identify factors for achieving closer to 100% 
immunity. 

6.5 Gastro-intestinal Infection 

During 1997 the Working Group on Enteric Diseases developed draft guidelines for the 
surveillance of enteric diseases of public health significance based on those developed by 
the Working Party of the PHLS Salmonella Committee (U.K.).' 

In 1997 information was received on 412 cases of gastro intestinal infection in the SEHB. 
This compares with 349 in 1996. Some of this increase was due to improved reporting and 
data capture. Over half (60%) of cases occured in those under 5 years. Figure 6.1 shows 
the distribution by age group of gastro-intestinal infection in the SEHB. 



Figure 6.1 Age Distribution: Gastro-Intestinal Infection, SEHB 1997 

Swrcs :  llifeclious Disease Notification Systern. SEHB 

Of these 412 cases, 30 people (7.3%) were admitted to hospital. 

The most frequent causative organisms, as shown in figure 6.2, were 
Rotavirus W%),  Salmonella (21 %), Cryptosporidium (10%) and Adenovirus 
five accounted for almost 95% of cases. 

Figure 6.2. Causative Organisms of Gastroenteritis, SEHB 1997 

Source: Infectious Disease Notitication System, SEHB 
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Table 6. 1 'hberculosis, by Age, Sex and Type, SEHB 1997 

Age Years 

0- 14 years 

15-44 years 

45-64 years 

h5+ years 

Total 

Pulmonary Non-Pulmonarv I 

The frequency of tuberculosis by age, sex and type is shown in table 6.1, which 
denyonstrates that almost half of the cases occur in people over the age of 65 years. The 
table also shows that 72% of pulmonary tuberculosis cases occurs in males. 
Non-pulmonary tuberculosis is more evenly spread through the age groups with roughly 
equal numbers of males and females being affected. 

6 ! Sexually Transmitted Diseases (S.T.D.) 

Sexually transmitted diseases are notified by the Regional STD Clinic based in Waterford 
Regional Hospital. The geographical distribution of STD infections, as reported by the 
Regional STD clinic is an indication of the proportion of patients attending from different 
counties and is shown in Figure 6.4. 

Figure 6.4 Proportion of STDs by County, SEHB 1997 



In 1997 notified cases of STD exceeded notifications in 1996 by 76%. Details 
notifications for the two years, 1996-1997, are shown in figure 6.5. Over 50% of cases 
occurred in persons between 20 - 30 years. In 1997 the number of females slightly. 
exceeded that of males. Just 17% of new cases were diagnosed by contact follow up. ., 

Figure 6.5 Notified Cases of Sexually Transmitted Diseases in SEHB 1996-1997 

6.8 Bacterial Meningitis 

Bacterial meningitis is an infectious disease which can have very serious consequences. 
One form of bacterial meningitis - haemophilus influenza b (Hib) has been virtually 
eliminated through immunisation included in the primary vaccination programme. No 
cases have been recorded in the SEHB in the past two years. 

A total of 58 cases of bacterial meningitis were notified in 1997 of which 53 were cases of 
meningococcal disease (meningitis or septicaemia). 

As meningococcal disease is seasonal, having a greater prevalence in the winter months, 
analysis by the twelve month period from July 1st to June 30th is more meaningful than by 
calendar year. 

Analysis of the incidence of disease on this basis demonstrates that in the period July 1996 
- June 1997, there were 53 cases of meningococcal disease with four deaths and from July 
1997 - June 1998 there were 40 cases with no deaths. 

There was a significant outbreak of meningococcal disease in the winter of '96 - '97 which 
is shown in the epidemic curve over the two year period (Figure 6.6). 



Figure. 6.6 Meningococcal Epidemic Curve July '96 - June '98, SEHB 

- 
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I n  this figure it is demonstrated that between October 1996 and April 1997 there were 
41 cases of meningoccal disease. Of the thirty six for whom Grouping was obtained, 21 
were Group C and 15 Group B. Most of the cases of Group C occurred in children and 
young adults in schools or other educational institutions. 

As evident from Figure 6.7 most of the outbreak was located in Waterford CCA. The 
increase in cases was largely due to excess cases of Group C Meningococcal Disease. 

Figure. 6.7 Meningococcal Outbreak by Group and CCA, SEHB 
Oct. '96 - April '97 



6.9 Recommendations 

The protection of the public from communicable diseases is a core public health function, 
As is evident form the preceeding chapter, communicable diseases continue to impact on 
the health of the public and the work load of the health services. 

It is recommended that: 

South Eastern Health Board policies support, through regional and local policies, the 
attainment of national vaccination targets ,for the population as a whole and  spec*^ 
vuheruble sub~r(~ups .  

For all communicable diseases including those where vaccination is not available or not 
appropriate, that the South Eastern Health Board at regional und local level continue to 
support and strengthen the development of protocols, based on best evidence, for 
surveillance, prevention, control and treatment. 



Chapter 7: Drinking Water and Public Health 

/1 
I 7.1 1 iroduction 
I' 
/ The prescnce of safe and reliable source of water is an essential prerequisite for a healthy 

/ ,nvironrnent. Clean water is a resource that has often been taken for granted. Pure water 
; is necesstry for growing food, manufacturing goods, disposing of wastes, and for 
: consumption. The objective of water treatment is to produce an adequate and continuous 
1 ,apply of pure and palatable water that must be - 

Clean - no fine mineral or organlc matter in suspension, 
Colourless and odourless, 
Palat&k - no unpleasant taste, 
Safe - no harmful organisms nor undesirable dissolved content, 
Reasonably soft - no excessive amounts of soap-consuming mineral salts. 

National and EU bodies with the purpose of protecting the health of the population, have 
prepared air water and food quality standards and guidelines. The main objective of this 
chapter is to compile a picture of the present state of drinking water (water intended for 
human consumption) in the South Eastern Health Board. 

/ 

It is the'duty of each of the seven Sanitary Authorities, which include County Councils and 
Urban District Councils, in the SEHB to take the necessary measures to ensure that, water 
intended for human consumption meets the quality standards of the EU Regulations. This 
refers both to drinking water and to supplies intended for use by food premises. Although 
the Sanitary Authority has the primary responsibility for the management of water 
resources, the Health Board, as part of its preventive health and infection control duties has 
a direct interest in the continuing purity of drinking water. The SEHB through its public 
health role has a major part in identifying threats to health, in responding to them and it 
becomes involved in dealing with health problems once they have occurred. 

Over the years the pollution load of most receiving waters has increased. In addition to 
pollution from point sources, pollution from non-point (diffuse) sources, for example 
leaching and run off from agricultural areas, has become increasingly important. 

Gross pollution (point source) of the nation's water ways is occurring less frequently. It is 
clear that to continue the progress made over the past decade, efforts must now focus on 
non-point source (NPS) pollution. The task of controlling NPS pollution is in many 
respects more difficult than controlling pollution from point sources. Non-point source 
pollution is quite diffuse, both in terms of its origin and in the manner in which it enters 
ground and surface water. It results from a variety of human activities that take place over 
3 wide geographic area, perhaps many hundreds or thousands of acres. Unlike pollutants 
from point sources - which enter the environment at well defined locations - pollutants from 
non point sources usually find their way into surface and ground water in sudden surges, 
often in large quantities, and are associated with rainfall, thunderstorms and snowmelt. 

7.2 Water source types in the SEHB 

There are three categories of source Nater for drinking water: groundwater, surface springs 
and surface water. In Ireland approximately 75% of the main public supplies are abstracted 
from surface water and 25% from ground sources. In the SEHB, four fifths (78%) of the 
public water supplies, are abstracted from surface sources and a fifth (22%) from ground 



1). Waterford and Wexford County Councils source 
the highest percentage of their public water supply from ground water sources which 
accounts for nearly a third of their supply. The other Sanitary Authorities abstract 
approximately 10% of their supply from groundwater sources. 

Table 7.1 Source of Drinking Water for Public water supplies in the SEHB 

Area 

Carlow Co. 
Council 
Kilkenny Co. 
Council 
Clonmel 
Corporation 
Tipperary SR. 
Waterford Co. 
Borough 
Waterford Co. 
Council 
Wexford Co. 
Council 

Population 

30,300 

36,750 

15,125 

43,691 
42,450 

22,381 

55,442 

258,969 

water 
% 

90% 

80% 

100% 

75% 
100% 

54% 

71% 

79% 

Source: EPA report: The quality of drinking water in Ireland, 1996 

Public and private supplies 

Approximately four fifths of the SEHB population are served by water from public supplies 
(Figure 7.2). A percentage of group supplies receive water from the local Sanitary 
Authority but are not under the control of the Sanitary Authority. This is the case in Carlow, 
Kilkenny, Wexford and Tipperary SR while in Waterford County Councils the majority of 
supplies are under control of the Sanitary Authority. 

Table 7.2 Percentage of population of each Sanitary Authority supplies by 
public water supply 

Waterford Co. and 
Waterford Co. Bor. 

Source: EPA irpon: The quality af drinking water in  !r$i?nd, 1996 & Tipperary SR County Coi~scil. - 



~ ~ ~ i t o l . i l l g  and the extent of sampling is a function of the size of a population served by a 

g i "en supply - the greater the number of consumers the more frequent and extensive must 
be the analysis. For supplies serving 1,000 persons and upwards there are a stated number 
of samplcs required to be taken in the year. However for supplies to consumers numbering 
less thm 1,000 the degree of sampling and analysis is at the discretion of the Sanitary 
~~thor i l ies .  The population of each Sanitary Authority on water supplies greater than 
5,000. water supplies serving 1,000 - 5,000, and water supplies serving less than 1,000 
persons is shown in table 7.3. 

In the SEHB 25% of the population is supplied with drinking water from supplies which 
serve less than 1,000 persons, of which less than one fifth are under the control of the local 
Sanitary Authority. This water commonly only receives rudimentary treatment and many 
small private water supplies have been shown to fall below microbiological standards so 
presrnting a risk of faecal-oral disease transmission. However, these supplies are unlikely 
to produce a large scale risk, given the small number of consumers supplied from each 
source. 

Drinking water supplied by group water schemes, or supplies to individuals families or to 
sm:dl gr6ups of consumers are less likely to have disinfection (chlorination) equipment or 
if available may not be maintained or in use. These supplies are at risk of being 
contaminated from such sources as improperly sited septic tanks andlor animal slurry pits. 
This situation should improve as grants are now been provided to improve group schemes. 

Table 7.3 Population of each Sanitary Authority served by size of water 

5mitary ~uthority 

Carlow Co. 

Clonmel Corp. 

Kilkenny Co. 

Tipp. SR 

Waterford Co. Bor. 

Waterford Co. 

Wexford Co. 

~SEHB Total 

- - 

ly 
Population 

<1,000 

2,100 
(5%) 

- 
. 

200 
(0.27%) 
2.971 
(5%) 

8,991 
(17%) 
4,398 
(4%) 

18,600 

rivate 
'opulatior 
< 1,000 

7,916 
(19%) 

29,236 
(39%) 
1,911 
(3%) 

11,053 
(21%) 
26,173 
(25%) 

76,286 

htal 
'opulation 

41,616 

15,215 

75,336 

60,299 

42,540 

52,140 

104,371 

391,517 



7.3 Contamination of water supply 

The essential role of water in supporting human life means that, if contaminated, i t  h 
potential for transmitting a wide variety of disease and illnesses. 

It depends both on the original quality and also how water is protected at source, in tra 
in storage, and in distribution as to whether or not water will reach the consumer in 
condition. Heightened public concerns over environmental pollution has increasi 
focused on drinking water quality. The main source of potential contamination 
industrial, agricultural and sewage. 

The main pollution threats to water are - 

A wide range of inorganic and organic contaminants from point source in urban, 
industrial, mining and landfill areas, 
Leaching of nitrates, 
Leaching of pesticides, 
Acidification, 
Microbiological Contamination, 

7.4 Microbiological Contamination 

Contamination of drinking water with microbiological agents can be a source of a variety 
of communicable diseases. With few exceptions, the major water borne diseases are 
transmitted by contamination of water supplies with infected human faeces or urine, so for 
practicable purposes a safe water supply is one protected from contact with human or other 
excreta and treated to destroy any pathogenic organisms inadvertently introduced. 
Infectious disease caused by contaminated drinking water is rare in the South Eastern 
Health Board. 

7.4.1 Total & Faecal Coliforms 

It is self-evident that water intended for drinking water must not contain agents of 
waterborne disease. However many pathogens, including bacteria, viruses and parasites, 
are difficult or even impossible to detect. Microbial indicators of water quality i.e, bacteria 
indicating either the potential for faecal pollution or that such pollution has occurred, are 
used, since their presence shows that pathogens could also be present. The most numerous 
of the faecal indicator bacteria is the colifonn group, and the most suitable member of this 
group is the Escherichia coli (E.Coli), since it alone is derived exclusively from the faeces 
of humans and warm blooded animals. In practice E. coli should not be detectable in any 
100 ml sample of any water intended for drinking. 

Table 7.4 shows the number of exceedances for total and faecal coliforms in each Sanitary 
authority in 1996. Many of supplies showing coliform exceedances are from sources where 
chlorination has been installed. Stricter control of all existing chlorination facilities would 
bring about a substantial improvement in drinking water. It is important for Sanitary 
Authorities to maintain sufficient levels of residual chlorine at the consumers tap and also 
avoid elevated chlorine levels with resulting taste and odour problems. 



Examples of micro-organisms known to have caused water borne infection jnclude - 
Campylobacter species, 
Escherichia coli (certain serotypes), 
Salmonella species (including S. typhi), 
Shigella species, 
Streptobacillus moniliformis, 
Vibrio species, 
Crytosporidium species, 
Hepatitis A. 

Table 7.4 Analysis of results of monitoring of Total I Faecal Coliforms Units No I 

Carlow Cq. 
Kilkenny Co. 
Clonmel Corp. 
Tipp. SR 
Waterford Corp. 
Waterford Co. 
Wexford Co. 

SEHB Total 

Jumber 
upplies 

9 
I5 
2 

24 
I 

105 
57 

213 

lumber of 
amples 

161 
553 
53 

3 20 
109 
267 
458 

1,921 

btal 
oliform 

7 
40 

1 
18 
0 

17 
33 

116 

Source: EPA report: The quality of drinliing water in Ireland, 1996 

The South Eastern Health Board and Kilkenny County Council have developed a protocol 
for responding to microbiological incidents affecting water intended for human 
consumption. The protocol outlines clearly the steps to be taken when an infringement 
occurs. A timely response to infringements is essential and further investigation is 
instigated when residual chlorine levels are low or on when 'presumptive' coliforms are 
detected in any sample. If these investigations show evidence of actual or potential 
microbiological contamination, then effective remedial action is instituted immediately to 
ensure that satisfactory microbiological conditions are restored. 

Efforts are continuing to gain acceptance by other local authorities of this protocol so that 
a 'Best Practice' approach can be implemented. 

7.4.2 Cryptosporidium 

Cryptosporidium is a microscopic, single celled parasite, which if swallowed can cause 
diarrhoea in animals and humans. Over the past ten years the public health significance of 
crytosporidium in water supplies has become much clearer, with several major outbreaks of 
waterborne crytosporidiosis being characterised, particularly in the UK and the USA. The 
cysts are normally removed by sand filtration, but this cannot be guaranteed and they are 
highly resistant to chlorine so that norm31 disinfection methods are unlikely to kill the 
organisms. 



It is important, in the case of river or surface water abstraction, that specific allowanc 
made for this risk in any water treatment process. About 10% of isolates of diarrhoe 
(Figure 6.2) in the SEHB are caused by Crytosporidium, although the majority of these ar 
due to direct infection from animals, including human transmission. 

7.5 Chemical contan~ination 

The potential health hazards of chemical water pollution are also significant. Because of 
the solvent properties of water many substances may be found in solution in natural waters 
and some of them are potentially hazardous to human health. Fortunately the 
concentrations of most potentially harmful impurities in natural water are normally very 
low but there are thousands of compounds used in agriculture, in the home and in industry 
which can find their way into surface and ground waters. 

There are two types of chemical effects - (1) acute effects where the consequences of 
consumption of the contaminated water are immediately apparent, and (2) chronic effects 
where continued ingestion of the contaminated water products produces a long-term 
hazard. 

7.5.1 Nitrates 

Nitrate nitrogen occurs naturally in many soils and is thus found in most groundwaters and 
in many surface waters. Increased use of artificial nitrogen fertilizer has raised the level of 
nitrate run off from farm land. As a result the levels of nitrates in water supplies have 
increased, particularly in areas subject to intensive arable farming. Sewage effluents also 
contain sufficient amounts of nitrogen which is often in the nitrate fonn. 

Nitrates in drinking water can be dangerous for bottle fed babies up to the age of about six 
months. Below this age babies do not have the normal bacterial flora in their intestine, and 
they are unable to deal with the nitrites produced by the reduction of nitrate in the stomach. 
Elevated levels of nitrates can cause methaemoglinaemia or 'blue baby syndrome', a rare 
blood condition. 

There is thought to be an elevated risk of cancer due to high levels of nitrate, but 
epidemiological studies have failed to support this contention. Recent epidemiological data 
has suggested an association between developmental effects in offspring and maternal 
ingestion of nitrate from drinking water, but a definite correlation of the cause and effect 
relationship cannot be drawn.' 

To prevent unnecessary exposure, regulatory standards and advisory levels have been ,. 
',<: 

established in the EU drinking water guidelines. Monitoring data of nitrates in groundwater . . 
is supplied by each sanitary authority. Alternate sources of supply may be necessary when I 
drinking water sources contain nitrate at levels higher than the maximum allowable ':,, 

concentration (MAC). 

In the SEHB in 1996, analysis of the results of monitoring of nitrates in 166 of the public j 
water supplies in the seven sanitary authorities in the SEHB, showed that less than 1% (4 ~ 

out of 486 tests) showed exceedances, (Table 7.6). , . 

I 



7.5.2 Fluoride 

Fluoride occurs naturally in some waters and its presence in drinking water has been shown 
to be inhibitory to tooth decay, particularly when young children are exposed. Under the 
Health (Fluoridation of water supplies) Act 1960, fluoride is added to public water supplies 
to reduce dental cavities. The practical and scientific evidence leaves no room for doubt on 
the benefits to dental health arising from fluoridation to a concentration of 1 mg/l. 

While the EPA report highlights the number of exceedances based on Irish MAC value of 
1 mg/l, this level is stricter than the EU Directive, which gives a MAC of 1.5 mg/l. At 
lebels of fluoride above 1.5 mg/l there is a possibility of yellow staining of teeth and at 
much higher levels there is a danger of bone damage through fluorosis. 

From the dental benefit of fluoridation, the health Board is concerned that Sanitary 
Authorities maintain adequate levels in the PWS (0.8 - 1 mgll). There are far more 
incidences of inadequate fluouridation of water supplies than of exceedances. The number 
of exceedances of fluoride by Sanitary Authority is shown in table 7.6. 

Fluoride mowh washing is helpful in providing fluoride to the children who live in areas 
with non flubridated water. 

Table 7.5 Fluoride Mouth Rinse programme SEHB 

Area 

Tipperary SR 

Waterford 

Wexford 

*I996 Census 

Number of 
Schools on 
programme 

In the SEHB a mouth wash scheme operates in areas where supplies are not fluoridated. 
The numbers of children in this shown is shown in table 7.5. 



7.5.3 Lead 

Lead levels in untreated natural waters are normally very low and the lead in drinking wa 
is almost entirely due to lead pipes in household plumbing, especially in combination ,,,, 
soft water. Excess levels of lead may slow mental development in children. 

In 1996, Of 150 samples determined for lead only one was in excess of the MAC. 
It is proposed in the revised drinking water directive by the EU commission to reduce fr 
50 mgll to 10 mg/l the maximum permitted concentration of lead in drinking water. 

7.5.4 Aluminium 

Aluminium occurs naturally in some raw water sources and it is commonly used as 
coagulant in water treatment processes. In normal circumstances the aluminium 
converted to an insoluable form and is thus removed from the water. It is important tha 
residual levels remain well below the maximum admissible concentration of 0.2 mg 11. 

It has been suggested that there might be an association between aluminium in water 
supplies and dementia; however there is no firm evidence to support this. A specialised 
health hazard arising from the presence of aluminium in the water is that patients on kidney 
dialysis machines can be fatally affected if the supply to the machine contains soluble 
aluminium. 

In 1996, in the SEHB, 104 samples were checked for aluminium in 34 supplies. Of these 
21 (20%) exceeded the MAC (Figure 7.6). Most of these exceedances were in the 
concentration band just above the MAC and thus not greatly over the limit. 

Seven of the exceedances were in the Borris supply in Carlow, which is largely due to high 
background levels of aluminium in the raw water. Ten of the exceedances were in the three 
PWSs that use coagulation in the treatment process in South Tipperary. 

Under the Environmental Protection Agency (EPA) Act 1992, the EPA is responsible for 
preparing a report each year, on drinking water quality in Ireland for the Minister for 
Environment. The data in the report are based on data provided by the Sanitary Authorities. 
The latest report from the EPA is for the year 1996. Exceedances by parameter in each 
Sanitary Authority are shown in table 7.6. 



Table 7.6 Analysis of exceedances by Parameter in Public Water Supplies in Local 
authorities in SEHB - 1996 

Number of 
Supplies 
Number of 
Samples 

Aluminium 
Ammonium 
Coliforms 

Colour 
Fluoride 

1 
Iron 

Manganese 
Nitrates 
Nitrites 

Odour 
PH 
Taste 
Turbidity 

- 
Carlo! 

Co. 
Counc 

9 

173 

7 
- 
9 

4 
3 
- 

1 
- 

18 
2 
- 
- 

- 
:Ionme 
Corp. 

2 

54 

. 

3 

6 
10 
2 

- 

- 
- 

Source: EPA report: The Quality of Drinking Water in Ireland - 1996 

7.6 Pesticides 

Approximately 600 pesticides (as broadly defined to include herbicides as well as 
fungicides and insecticides) are applied in agriculture, silviculture and horticulture. On their 
passage through the sub-surface environment, these 600 active ingredients are transformed 
into an (unknown) number of degradable products (residues). The effects of active 
ingredients and their residues on non-target terrestial organisms (side effects), their fate in 
the soil and their undesired effects in groundwater are far from known with certainty for 
every substance. Only a few pesticide measurements in groundwater are available for a 
restricted number of constituents. Out of approximately 600 pesticides, only about 30 have 
been monitored. These 30 pesticides are neither the most mobile, nor representative of all 
pesticides. 

The results of a preliminary survey of Pesticides in Drinking Waters in 1994-1995, by the 
Environmental Protection Agency%as reported in 1996. Taking the results as a whole. 
there was no significant background level of any of these compounds in Irish drinking 
waters. Five positive residues (over 0.1 ugll) were obtained from a total of over 3.300 
analytical results. However these five results indicate that there is a real possibility of 
intermittent short-term contamination which needs to be considered. 



7.7 Conclusion 

The maintenance of wholesome drinking water supplies requires the commitment 
individuals from many different disciplines: professionals in Sanitary Authorities, pub 
health specialists, environmental health officers, public analysts and hospit 
microbiologists. Good communication and liaison between all these individuals is essenti 
to enable appropriate action to be taken whenever water quality problems occur. 

It is recommended that: 

That a protocolfor responding to infringements in water quality be agreed with all Sanitary 

Aurhorities in the SEHB region. 



Chapter 8: Review of Recommendations for Health 
t and Social Gain 1996. 

8.1 introduction 

This chapter reviews progress in the areas for Health and Social Gain highlighted in the 
1996 Public Health Report. The topics of Teenage Pregnancy, Coronary Heart Disease and 
Canccr have been the focus of separate chapters in 1997. 

8.2 Small Area Coding 

The 1996 Public Health Report identified the need to code health information by small 
geographical areas to enable the targeting of services more effectively. 

In 1097 this recommendation was progressed by joint work between the health boards in 
commissioning the Small Area Health Research Unit of Trinity College, Dublin to develop 
a tnaterial deprivation scale for Ireland. This information has been made available at small 
area level and is presented in Chapter 2 of the Report on Health Inequalities. Further 
progress on Small Area Coding of health information will be pursued in the coming years. 

The 1996 Public Health Report highlighted accidents as the major cause of death, years of 
Iltes lost and serious disability in young people. Accidents remain the important public 
hcalth issue in the South East. 

I n  1996 the Chief Executive Officers working conjointly set up a National Accident Forum. 
The Forum formed two sub-committees in 1997 to work on the priority areas of 
unintentional injuries in children and the elderly. The committees are preparing repolts, 
identifying the main injury prevention priorities and proposing co-ordinated strategies to 
prevent accidents in each age group. Each region should compliment the national plans 
Ibrmulated by developing local implementation plans and a local focus for action in 
accident prevention. 

8.3 The Elderly 

The 1996 Public Health Report for the South Eastern Health Board recommended that 
priority be given to developing a seamless client based service for the elderly at risk and 
that social and support services in the region be strengthened. In addition it is 
recommended that health and social gain areas identified in the Elderly Review Report be 
implemented. In the last year the Elderly Review Report 'Towards the Golden Years' has 
been approved by the Health Board.' The aims of services for the elderly are to promote 
and maintain the health of elderly people in their homes, enabling at least 90% of people 
over 75 years of age to reside in the community and to provide high quality treatment and 
care to people who become ill and dependent. The Report focuses on three major objectives 
for service development, (i) to develop an integrated spectrum of services for older people, 
(ii) to ensure that the level of treatment and care of elderly people will be assessed in a 
structured way and (iii) to co-ordinate services to meet individual elderly people's needs. 

The Report outlines the necessary spectrum of services and management structures that are 
required to implement these objectives at community case area level during 1998199. It also 
identifies target areas for health and social gain and programmes to deliver these gains. 



8.5 People with Physical and Sensory Disabilities 

The 1996 Public Health Report highlighted the unmet needs experienced by people wi 
physical and sensory disability in the region. During 1997 considerable development to 
place to strengthen the disability services. 

A regional advisory committee for physical and sensory disability has been set up and 
regional Director of Disability Services appointed. Work has progressed on identifyin 
local service needs and including the views of disabled people and their carers in this 
process. Services are being co-ordinated at regional and local level to ensure th 
development and implementation of individual care plans for users. Services to improve 
information available to clients have been established and services to improve carer and 
client support and social contact have been expanded. There has been an increase in para- 
medical resources for people with disabilities and plans have been progressed to develop a 
regional assessment facility. 

.. , 

These developments in structure and services have greatly enhanced the provision, co- ? 
": 

ordination and client focus of services in the last year. Further work and resourcing for ! 
residential, day and respite care together with aids and appliances is needed with ongoing 
improvements in areas which have already been addressed. 

8.6 Suicide 

8.6.1 Introduction 

Suicide is a major public health problem. Since 1987 the suicide rate has been rising. 
Although there has been no significant increase in suicides in women, suicides in men have 
shown a significant increase particularly in young and middle-aged men. It is the second 
most common cause of death in 15 to 24 year old males. The reason why suicide has 
increased is not clear, although several suggestions have been made including an alteration 
in social cohesion and changes in the social fabric of society. 

8.6.2 Information relating to the South Eastern Health Board 

The position in the South Eastern Health Board region was highlighted in the 1996 Report 
of the Director of Public Health. The suicide rate in the South East is one of the highest in 
the country. The trends for deaths from suicides from 1981 to 1995 are shown in the 
following figures. These trends are similar to the rest of the country, with male suicide rates 
rising considerably and female suicide rates remaining almost constant. 



Figore 8.1 Standardised Death Rate from Suicide in Males 1981 -1996 
per 100,000 Population 
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Source: Public Health Information System (Version 2 )  

Figure 8.2 Standardised Death Rate for Suicide in Females 1981-1996 
per 100,000 Population 

Souice: Public Health Information System (Version 2) 



- :d by the Chief Execu 
Officeis of the Health ~ o a r d s .  This study commenced on the 1'' of January 1997 and 
continue until the end of 1998. The aims of the study are: 

To establish the incidence and associated factors of suicide nationally - on a Health 
Board basis and to inform the present knowledge base on suicides. 

* To provide information in order to facilitate future planning for a suicide prevention 
programme. 

Preliminary analysis has been carried out on 40 deaths that occurred in th SEHB region, i 
1997 which have been notified to the Public Health Department and the results are 
follows: 

The age group 15-24 accounted for 25% of the deaths,l8% of the deaths were i n  the 
25-34 age group, 25% of the deaths in the 35-44 age group, 10% of deaths in the 
45-54 age group, 7% in the 55-64 age group and 15% over 65 years of age. 

Male suicides accounted for over 87% and females nearly 13% of the total. Over 40% 
had a primary education or less, 27% had secondary education and 12% had third level 
education. In cases where the employment history was known, 28% were unemployed, 
10% unskilled workers, 10% skilled workers, 15% farmers, 7% students, 7% 
homemakers and 5% were professional or managerial. 

With regard to medical intervention: 75% had attended their family doctor but only 
44% had attended the doctor with a relevant complaint and 35% of the patients had 
attended a psychiatrist. Of those attending the psychiatric services, 70% were being 
treated for depression, 20% were being treated for drug or alcohol dependency and 
10% for other psychiatric illness including schizophrenia. 

The main mode of suicide was hanging in 37% of the cases, followed by drowning, 
shooting, car exhaust fumes, and poisoning. Consumption of alcohol preceded the 
event in 25% of the cases. The other factors involved were break up of 
marriage/relationship in 15% of the cases followed by alcohol and drug abuse, 
financial difficulties and trouble with the law. 

At the end of the survey more detailed information will be available to enable the board to 
plan facilities for prevention1 reduction measures. 

Following on the report of the National Task Force on Suicide,' a multi disciplinary group 
has been set up by the Chief Executive Officer to review the recommendations set out in 
the report and to make recommendations on the prioritisation of their implementation in the 
South Eastern Health Board Region. This Report will provide the framework of the 
response of the South Eastern Health Board. 

It is recommended that: 

Following tlze completion of tlze study the national group will report and it is recommeczded 
that the South Eastern Health Board devise local plans for prevention and reduction 
measures. 



TI?? Chief Executive Oflcer has established a multi-disciplifzaq group to underrake u 
reg~onal review of mental health service prvvisior~. It i~ recorrm~ended that this report will 
prmide the framework for the futurr developnrent of rnental health services in the South 
Ec~~terr? Health Board. 

8.7 Substance Abuse 

8.7.1 Introduction 

During its presidency of the European Union in 1996, the government prioritised the 
campaign against drugs. The updated European Action Plan to combat drugs was agreed by 
the heads of state. This plan seeks to combat drug misuse, firstly, by introducing measures 
to reduce the supply of illicit drugs and secondly to reduce the demand for these drugs. 
lntemational action and the pooling and sharing of information and knowledge among 
policy makers, professionals and citizens of the European Union is essential for success. 

Implementation of the strategy for the reduction of supply of illicit drugs is the 
responsibility of the Department of Justice and is implemented through the Gardai and 
Customs. I 

The measures to be put in place for the reduction in the demand for illicit drugs are a 
responsibility of the Health Boards. The South Eastern Health Board has established a co- 
ordinating committee made up of statutory, community and voluntary organisations to 
advise the Board on a strategy for demand reduction measures for drug usage, and to act as 
a forum for joint planning between the various agencies and the voluntary community 
sector. 

8.7.2 Information =elating to drug misuse in the SEHB Region 

Table 8.1 shows the numbers of persons prosecuted for possession (Section 3 of the Misuse 
of Drugs Act) or supply of drugs (Section 15). Carlow is part of the Eastern Region and the 
South Eastern Region includes North Tipperary. 

Table 8.1 Persons Prosecuted for Possession or Supply of Drugs 

';Includes North Tipperary 

Total 

114 
61" 
152 
10 

3,626 

Information was obtained from the Gardai Report for 1996 on convictions for drug offences 
in the Region (Figure 8.3). 



Northern I ,?., 

A survey was conducted by the South Eastern Health Board on children aged 15 to 17 years 
attending school and youth centres in Waterford City and County. The size of the sample 
surveyed was 637 adolescents, with approximately twice as many boys (438) as girls (199). 
A self-administered questionnaire was completed under supervision. 

In relation to the question on illicit drug usage, 37% of boys and 27% of the girls stated that 
they had taken drugs. Of these, 57% stated that they had taken drugs only once (17.6% of 
the total sample), but 35.5% of those who had taken drugs said that they had taken drugs 
weekly or more often (12.7% of the sample). 

With regard to alcohol consumption, 84% of boys and 78% of girls stated that they had 
consumed alcohol. Of these 52% reported that they had drunk alcohol only once (42% of 
the sample), whilst 35% stated that they consumed alcohol at least once a week or more 
often (29% of the sample). These children are under the legal age for alcohol consumption. 



Figure 8.4 Drug Usage by type, SEHB Survey, Children Aged 15-17 

omer 

Over 57 % of the children stated that drugs had been offered to them. The results of the 
survey are similar to other surveys carried out in the South East and in other parts of Ireland. 
However there is a shift in the drugs being used, with a greater usage of cannabis and the 
proportion of children using solvents, stimulants and hallucinogens has dropped (Figure 
8.4). 

The second national report on treated drug m i s u ~ e , ~  shows an increase in the number of 
persons from the South Eastern Health Board region treated for drug misuse from 113 
persons in 1995 to 128 persons in 1996. The most common drug for which treatment is 
sought continues to be cannabis, with over 70% of the patients treated for cannabis misuse. 
Treatment for opiate misuse has almost doubled from 5.4% to 10.7% but remains small. 
Fourteen persons from the region were treated for opiate usage compared to 3,771 in the 
Eastern Health Board Region (Figure 8.5). 



Figure 8.5 Treated drug misuse in the South Eastern Health Board Region, 
1995-1996 

8.7.3 Initiatives in the South Eastern Health Board Area 

The South Eastern Health Board provides preventive and treatment services either directly 
or in partnership with voluntary and community groups. A Drugs Co-ordination Officer has 
recently been appointed to the Board. His remit is to reach agreement with community 
groups and with the local authorities in the four community care areas, to develop 
community based drug initiatives which would increase their awareness of drug related 
issues and to help develop strategies to reduce the demand for drugs within communities. 

Waterford Drug Helpline provides a telcphone information and counselling service and is 
supported by the Health Board. 

The Health Promotion Unit (HPU) of the Health Board through their Social, Personal and 
Health Education Programme, provides drug awareness training to teachers and health 
workers. The training is being expanded to provide programmes for regional youth service 
providers. 

The HPU and the addiction counsellors, through the 'Drug Questions Local Answers' 
Programme, have provided training to local groups. 

The Health Board has counselling services for drug and alcohol addiction in each of the 
counties in the Region. 

Inpatient treatment for addiction is provided by the psychiatric hospitals and additional 
support is given to voluntary organisations in Wexford and South Tipperary which provide 
inpatient services. 

It is recommended that: 

Drug Education Oficers/Outreach workers be appointed to all the community care areas 
to develop drug awareness campaigns in the commur~ity and to support the local 
communities in developing measures for reduction of drug misuse. 



DL'\ dop  a database of the known extent of the problem, which includes indirect evidence 
and services being provided by voluntary and statutory agencies. 

Thc co-ordination and co-operation be increased between regional groups and agencies 
inldved in the reduction of the supply of illict drugs. 

Thc. addiction services provided by the Health Board should be enhanced and a low 
thr-eshold of referral service should be developed. 

7iciining of health professionuls in the management of drug misuse be provided. 

Iluta collection is uniform and services are evaluated. 

il protocol for Methadone replacement therapy be developed and training of generul 
practitioners in the treatment and care of opiate misusers be improved. 

7hat developments take place to provide inpatient services for adolescents and young 
odults. 

/ 





Chapter 9: Conclusion - Opportunities for Health and Social Gain 

5 I Introduction 

Progress has been achieved in each area highlighted in last yeac's Report, ranging from 
substantial progress in services in the area of physical and sensory disability and substance 
abuse, in comprehensive regional strategy developments in services for the elderly and in 
cancer services, to national fora working on accidents and suicides. 

This Report highlights important issues for health and social gain, and makes 
recommendations within each chapter for action. The following priority areas are 
emphasised. 

9.2 Health Inequalities 

Groups of people within our population experience a poorer health status than most of our 
residents. Health status is determined by genetic factors, environmental influences, 
lifestyles, as well as social and economic circumstances. People experiencing material 
deprivation have been consistently shown to have poorer health status. Research into the 
effectiveness of health and social services to impact on health inequalities is being 
conducted. In order to achieve health and social gain for all our population, health 
inequalities must be addressed effectively and appropriate services targeteil at deprived 
individuals and areas. 

It is recommended that: 

The provision of health services to deprived areus be reviewed to ensure equality of access 
and to begin to address health inequalities. 

Services which have been shown to impact on health inequalities should be identified and 
turgeted at deprived areas. 

9.3 Cardiovascular Disease 

Cardiovascular disease, and particularly coronary heart disease, is the major cause of death 
in the south east. Much work is being done throughout the Health Board to combat this 
disease. It is timely to develop a co-ordinated approach between all service providers. A 
strategic plan to address coronary heart disease should be developed jointly between health 
professionals and the managers within the service. This plan should range from health 
promotion through primary and secondary care to rehabilitation, and should be underpinned 
by accurate timely data and based on best evidence. Such a disease orientated strategic plan 
would focus service developments throughout the region and complement forthcoming 
national initiatives on coronary heart disease. 

It is recommended that: 

The Health Board should act to focus on coronaly heart disease by developing a regional 
coronary heart disease strategy, with service plans agreed locally to implement the 
strategy. 



Inzprove and co-ordinate the provision c?f information on risk factors on mortaliry 
morbidity, service use, clinical audit and outcomes. 

Develop, adopt, and audit protocols for the prevention and diagnosis of coronary hea 
disease and for medical, surgical and rehabilitation services which impact on cornn 
heart disease. 

Develop specific cardiac services in each general hospital. 

9.4 Cancer 

Cancer is the most common cause of premature death in the South Eastern Health Boar 
region, accounting for over 800 deaths in the region each year. Services to combat cancer 
include health promotioni early detection, diagnosis, treatment, rehabilitation and palliativ 
care services. The National Cancer Strategy has targeted a reduction in cancer deaths 
15% by the year 2004. The National Cancer Strategy recommended that health boar 
draw up a strategic plan for cancer services in their region to ensure the provision of an 

?d equitable and uniformly high quality servicc. The South Eqtern Health Board Cancer Plan :q 
outlines how cancer services should be developed by strengthening health promotion, 'g 

3 including general practictioners and local voluntary support groups and improving ,!,: 

11 
secondary care treatment facilities. The Plan proposes the. development of services ;$ 
structured to achieve best medical outcomes as evidenced by scientific research and 2 

1 promotes the development and audit of evidence based protocols throughout the region. 

It is recommended that: 

The implementation of the SEHB Cancer Plan be prioritised and additional resources 
sought. 

Clinical guidelines and audit systems be initiated by clinicians in the region, and these be 
supported and resourced. 

9.5 Women's Health 

The National Plan for Women's Health was published in 1997. This requires each Health 
Board to establish an advisory committee on women's health and prepare a regional plan. 
The regional advisory committee for the SEHB has been formed and has begun the 
planning process. Therefore, it is timely that the Public Health Report on health status 
highlight issues of particular importance for women's health. Two areas have been focused 
on; the major causes of death i.e. cardiovascular disease and cancer in women and women's 
reproductive health. 

9.5.1 Health Status 

Areas within the South Eastern Health Board region experience higher than expected death 
rates in women from cardiovascular disease and cancer. Therefore a focus on lifestyle risk 
factors, particularly smoking in women, should be given a priority. 
It is recommended that: 



priont\ he given to interventions which reduce or prevent smoking in women. 

~ ~ ~ t e r ~ ~ ~ r i o n s  aimed at changing the other lqestyle factors which cause cardiovascular 
disens? und cancer be especially targeted at women. 

~nterwntions aimed at preventing,falls in older women be introduced. 

The Report examines reproductive health and focuses on family planning, teenage 
pregnancy, folic acid to prevent spinabifida and breastfeeding. 

9.5.2 Family Planning 

The Health Board is required to provide comprehensive and equitable family planning 
services, which are targeted to meet the needs of vulnerable groups. Anumber of initiatives 
have taken place which aim to provide this, and it is timely that the effectiveness of these 
services now be evaluated. 

It is recommended that: I 

7%e provision of an equitable and comprehensive family planning service throughout the 
region be evaluated. 

9.5.3 Teenage Pregnancy 

Teenage pregnancy was identified as an important public health issue in 1996. A region- 
wide initiative has been taken by the Health Board in partnership with voluntary 
organisations, to strengthen preventive and support services for teenagers. 

It is recommended that: 

The Health Board supports schools as they introduce the Relationship and Sexuality 
Education (RSE) programme. 

The Health Board review the comprehensiveness and accessibility of contraceptive and 
counselling sen~ices available to teenagers in the region. 

Support be given from health service personnel to the county based working groups on 
teenage pregnancy. 

9.5.4 Screening Services 

Pilot breast and cervical screening programmes are been developed nationally. 

It is recommended that: 

The SEHB implement the national screening programines when they are extended to the 
whole country. 

Cervical cytology and diagnostic mammography services be strengthened. 



5 Breastfeeding 

The importance to the health of a newborn child of breastfeeding cannot be over 
emphasised. The Health Board drew up a breast feeding policy in 1995, and progress has 
occurred in improving support and encouragement to women on breast feeding. However 
the initiation rates for breastfeeding in each area of the Board still fall short of the national 
target. 

It is recommended that: 

The Heul?h Board re-emphasise the importance of breast feeding and co-ordinate activnies 
between programmes to achieve improved rates. 

The breastfeeding policy of the Health Board should specijkally target the peri-conceptual 
and antenatal periods and should be a feature of hospital and community service plans. 

9.6 Communicable Diseases and Environmental Health 

The control of communicable and infectious disease continws to be a challenge for health 
services. Considerable progress has been made in developing standard regional policies 
and protocols for the surveillance. prevention and control of communicable diseases. 
Gastrointestinal and waterborne illness are of particular public concern, and joint work with 
sanitary authorities is essential in controlling these public health risks. 

It is recommended that: 

South Eastern Health Board policies support, through regional and local policies, the 
attainment of national vaccination targets for the population as a whole and speciJic 
vulnerable subgroups. 

For all comnwnicable diseases including those where vaccination is not available or not 
appropriate, that the South Eastern Health Board at regional and local level, continue to 
support and srrenghten the development of protocols, based on best evidence, for 
sunleillance, prevention, control and treatment. 

A protocol for responding to infringements in water quality be agreed with all Sunitary 
Authorities in the South Eastern Health Board region. 



r 

Q.7 Suicide 

Suicide is an issue of increasing public health concern. A number of national initiatives 
have occurred on suicide within the last year and regional structures are being set up to 
make recommendations and local plans for prevention and reduction measures. 

I t  is recommended that: 

Mental heulth services ranging from volunrury services, through primary care services to 

! secondary level cure he co-ordinuted and focused to address the problem of suicide. 
j 
z 

j 
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70-74gears 

75-79years 

? 80years 

Total 

SEHB 

Males Females Persons 

13929 13323 27252 

16287 15446 31733 

18792 17816 36608 

Appendix 1 

Population of South Eastern Health Board Region and Counties, 1996 Census 

Carlow 

Males Females Persons 

Kilkenny 

Males Females Persons Males 

3752 

4420 

5052 

5030 

3885 

3612 

3615 

3575 

3448 

3316 

2893 

2400 

2135 

1878 

1502 

980 

939 

52432 

Wexford 

Females Persons 

Tipp SR 

&tales Females Persons 

Waterford 

Males Females Persons 
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0-4 years 

5.9 years 

10-14 years 

15-19 years 

' 20-24 years 

25-29 years 

30-34 years 

35-39 years 

40-44 years 

45-49 years 

50-54years 

55-59years 

60-64years 

65-69y ears 

70-74years 

75-79years 

s 8Oyears 

Total 

Males 

13929 

16287 

18792 

19292 

14883 

13196 

13637 

13600 

13203 

12473 

I0606 

8864 

7896 

7164 

5940 

4096 

3418 

197276 

. -- 
Population of South Eastern Health Board Region and Community Care Areas, 1996 Census 

SEHB CarlowKilkenny Wexford TippSR Waterford 

Females Persons Males Females Persons Males Females Persons Males Females Persons Males Females Persons 

13323 27252 3642 3489 7131 3752 3632 7384 2868 2748 5616 3667 3454 7121 

15446 31733 4430 4126 8556 4420 4149 8569 3340 3188 6528 4097 3983 8080 

17816 36608 5000 4752 9752 5052 4879 9931 405 1 3697 7748 4689 4488 9177 



Appendix 3 

Population Profile of South Eastern Health Board Region and Counties: 0-14 years, 15-64 years and 65+ 

1 Age Group SERB 

~ - ~ -  

Carlow Kilkenny 

- - 
Wexford TippSR Waterford I 

Males Females Persons Males Females Persons Males Females Persons Males Females Persons Males Females Persons Males Females Persons 

0-14 years 49008 46585 95593 5275 5009 10284 9540 9100 18640 13224 12660 25884 9578 8980 18558 11391 10836 22227 

15-64years 127650 121684 249334 13752 13018 26770 24417 23037 47454 33909 32500 66409 24449 22844 47293 31123 30285 61408 

65+ years 20618 25972 46590 2059 2503 4562 4187 5055 9242 5299 6779 12078 4285 5378 9663 4788 6257 11045 

Total 197276 194241 391517 21086 20530 41616 38144 37192 75336 52432 51939 104371 38312 37202 75514 47302 47378 94680 

Population Profile of South Eastern Health Board Region and Community Care Areas: 0-14 years, 15-64 years and 65+ 

I Age Group 

0-14 years 

15-64 years 

6 5 i  years 

Total 

SEHB CarlowIKilkenny Wexford TippSR Waterford 
~. . 

Males Females Persons Males Females Persons Males Females Persons Males Females Persons Males Females Persons 

49008 46585 95593 13072 12367 25439 13224 12660 25884 I0259 9633 19892 12453 11925 24378 

127650 121684 249334 33317 31676 64993 33909 32500 66409 26098 24337 50435 34326 33171 67497 

20618 25972 46590 5395 6625 I2020 5299 6779 12078 4592 5693 10285 5332 6875 12207 

197276 194241 391517 51784 50668 102452 52432 51939 104371 40949 39663 80612 52111 51971 104082 



. -- Appendix 4 

I I I I I I 
Source: Puhlic Health Infurmaiion S y w m  (Version 2 ) .  Drpr. of Health. 

Mortality by Cause in the South Eastern Health Board Region for 1996 

Cause 

All causes 
Diseases of Circulatory System 

Ischaemic heart disease 

Cerebrovascular disease 

Malignant neoplasms 

of tmchea,branchus,lung 

colon,recfum.anas 

female breast 

cervix uteri 

prostate 

Respiratory disease 

Bronchitis,emphyserna,asfhma 

ICD 
Code 

390-459 

410-414 

430-438 

140-208 

162 

153-154 

174 

180 

185 

460-519 

490-496 

Total Deaths 

Male Female 

1845 1714 

765 775 

482 383 

137 220 

412 385 

98 52 

64 53 

75 

I5 

65 

276 299 

143 102 
Astlmm 

Injury & poisoning 

Motor vehicle accidents 

Suicide 

7 6 

142 30 

54 11 

46 3 

14 I I 

35 20 

4 6 

1 0 

493 

800-999 

E810-819 

E950-959 

Number of Death 

Male 
0-14 15-64 65+ 

28 420 1367 

0 159 606 

0 127 355 

0 16 121 

3 86 323 

0 16 382 

0 19 45 

0 2 63 

2 25 249 

0 10 133 

by Age Group 

Female 
0-14 15-64 65+ 

17 232 1465 

0 56 719 

0 26 357 

0 12 208 

1 115 269 

0 14 38 

I 10 43 

0 37 38 

0 I I 4 

1 16 282 

0 8 94 

0 1 6 

3 107 32 

2 44 8 

0 4 1 5 

0 6 8 

0 5 30 

0 3 1 

0 0 1 

Accidental falls 

Diabetes mellitus 

Chronic liver disease,cirrhosis 

Tuberculosis 

0 2 4 

3 14 13 

1 8 2 

1 2 0 

0 I 10 

0 2 18 

0 4 2 

0 0 0 

E880-888 

250 

571 

010-018 



Appendix 5 

Standardised Death Rates - with Confidence Intervals - 1992-1996" for Ireland and SEHB 

Cause 

Ireland 1CD 

code 

SEHB 

Male Female Total Male Female 
k - Total 

869 (864,873) All Causes 

Diseases of Circulatory Syste 
Ischaemic heart disease 
Cerebrovasc~rlnr r/iserise 

Malignant neoplasms 
of trachea, bronchus,lung 

colon 
rectum 
female breast 
cervix uteri 
prostate 

Respiratory dise: e e  
Bronchitis,emphysema,asthma 
Asthma 

Injury & poisoning 
Motor vehicle accidents 
Suicide 
Accidental falls 

Diabetes mellitus 
Chronic liver disease,cirrosis 
Ihberculosis 

* Direct standardisation, using the WHO European standard population as standard population, per 100,000 population 
Sourse: Public Health Information System (Version 2.1) ,  Dept. of Health. 



. -- Appendix 6 

Standardised Death Rates (with confidence intervals) for Selected Causes of Death for each Health Board Region and 
Ireland for People aged <65 years - 1992 - 1996 

Eastern Health Board 
South Easter Health Board 
Southern Health Board 
Mid-Western Health Board 
Western Health Board 
Midland Health Board 
North Western Health Board 
North Eastern Health Board 
Ireland 

- 
Diseases of 
Circulatory System 

67 (65,70) 
69 (65,74) 
70 (66,74) 
67 (62,72) 
67 (62,72) 
74 (67,81) 
68 (61,70) 
63 (58,90) 
68 (66,70) 

Malignant 
Neoplasms 

Injury & 
Poisoning 
- 
22 (21,24) 
34 (30,37) 
32 (29,34) 
31 (28,34) 
34 (30,371 
34 (29,38) 
31 (27,36) 
34 (30,37) 
29 (28,30) 

Motor Vehicle 
Accidents 

Suicide 

SDRs calculated using WHO European standard population, per 100,000 population 
Source: Public Health Information System, Version 2.1 Dept. of Health 



SEHB l All 

Appendix 7 (a) 

Hospital Inpatient Discharges, 1997 
South Eastern Health Board Residents 

Major Diagnostic Categories (1-25) - 1996 

Digestive System 
Mucoskeletal System & Conn Tissue 
Circulatory System Disorders 
Ear,Nose,Mouth & Throat Disorders 
Respiratory System Disorders 
Skin, Subcutaneous Tissue And Breast 
Disorders Of Nervous System 
Pregnancy, Childbirth & The Pueperium 
Myeloproliferative, Neoplasm 
Female Reproductive System Disorders 
Kidney & Urinary Tract Disorders 
Disorders Of Eye 
Factors On Health Status 
Male Reproductive System Disorders 
Hepatohiliary System & Pancreas 
Injuries, Poisoning & Toxic Of Drugs 
Endocrine,Nutrional & Metabolic Disorder 
Blood, Blood Forming, Immununolog 
Infectious & Parasitic,Systemic Or USPE 
Newborns & Other Neonates 
Mental Diseases & Disorders 
Alcohol/Drug Use & Indused Mental Diso 
Burns 
Multiple Significant Trauma 
HIV Infections 

No. % 
13561 7.60 
7112 9.23 
6359 8.25 
5940 7.71 
5711 7.41 
5134 6.66 
5041 6.54 
4750 6.16 
3437 4.46 , 
3 144 4.08 , 
3086 4.01 
2436 3.16 
2417 3.14 
1612 2.09 
1606 2.08 
1380 1.79 
1124 1.46 
1005 1.30 
982 1.27 
449 0.58 
321 0.42 
208 0.27 
130 0.17 
9 1 0.12 
20 0.03 

No. % 
13604 18.22 
6500 8.71 
6159 8.25 
5713 7.65 
5801 7.77 
508 1 6.80 
4623 6.19 
5074 6.80 
320 1 4.29 
3214 4.30 
3121 4.18 
2086 2.79 
2052 2.75 
1549 2.07 
1429 1.91 
1427 1.91 
1057 1.42 
854 1.14 
868 1.16 
489 0.65 
363 0.49 
168 0.22 
142 0.19 
82 0.11 
1 I 0.01 

Totals 77,056 100 

* drla as available lo ESRl : 31/5/91 



Appendix 7 (b) : Hospital Inpatient Discharges (WIPE) : 1997 
SEHB RESIDENTS Top 7 Major Diagnostic Categories By Age Group 

rs 1 Maior Diaenostic Cateeories 

Ear, R'iKe, Mouth &Throat Disorders 
~espir.itory System Disorders 
Digestive Syslem 
Sewhorns & Other Neonates 
Disoriicrs Of Nervous System 
Factors On Health Status 
Mvluca.kelctal System & Cmw Tissue 
Etc ............ 
Totals : 

m ) i r s  I Maior Diaenostic Cateeories 

Edr, hose Mouth &Throat Disorders 
Digr\live System 
Muc~mkeletal System & Conn Tissue 
Disorders Of Nenrous System 
Skin. Subcutaneous Tissue & Breast 
Respmtory System Disorders 
Myrli~~roliferative, Neoplasm 
Etc ............. 
Totals : 

X 4  Yrs 1 Maior Diaenostic Cateeories 

Prepancy, Childbirth & The Puepperium 
Diprive System 
Muc,~skeletal System & Conn Tissue 
Skin. Subcutaneous Tissue & Breast 
Disorders Of Nervous System 
Fe~nale Reproductive System Disorders 
Ear. Nose, Mouth & Throat Disorders 
Etc ............. 
Totals : 

6 6 4  Yrs I Maior Diaenostic Cateeories 

Digcctive System 
Circulatory System Disorders 
Mucoskeletal System & Conn Tissue 
Myeloproliferative, Neoplasm 
Skin, Subcutaneous Tissue & Breast 
Female Reproductive System Disnrders 
Respiratory System Disorders 
Etc ............. 
Tufals : 

65+ 1 Maior Diagnostic Cateeories 

D~gestive System 
Circulatory System Disorders 
Rcrpiratory System Disorders 
Mucoskeletal System & Conn Tissue 
Disorders Of Eye 
1)isorders Of Nervous System 
Myeloproliferative, Neoplasm 
.tC ............. 
rotals : 

1996 - 
No. 
1580 
1123 
1067 
442 
419 
392 
345 

7435 

EE& 
No. 
1757 
1187 
78 1 
623 
539 
396 
292 

7277 

rn 
No. 
4730 
4597 
2697 
2191 
1922 
1782 
1711 

26269 

rn 
No. 
3351 
2275 
1579 
1221 
1078 
10% 
966 

16.135 

rn 
No. 
3359 
3072 
247 1 
1710 
1385 
1145 
I055 

19740 

No. 
1471 
1068 
1086 
480 
393 
327 
312 

7134 

No. 
I664 
1334 
726 
512 
529 
413 
I89 

6889 

No. 
5055 
4517 
2581 
2200 
1727 
1834 
1771 

26200 

No. 
3351 
2148 
1399 
1295 
1013 
1078 
976 

15687 

No. 
3316 
3057 
2524 
1482 
1172 
1136 
916 

18758 

* Dalabase As Available To ESRl : 31154)s 



Appendix 7 (C) : Hospital Inpatient ~ i ~ ~ h ~ ~ ~ ~ ~  
CARLOW TOP 7 Major Diagnostic categories 

,411 : Maior Diaenostic Catepories 
1996 - 

No. % 
1619 18.95 

Circulatory System Disorders 76 1 8.91 732 
Ear, Nose, Mouth & Throat ~ i ~ ~ ~ d ~ ~ ~  8.57 

Disorders Of Nervous system 
666 7.79 

Respiratory System Disorders 
604 7.07 
534 6.25 
512 5.99 

8545 100 

< 5 Yrs 1 Maior Diaenostic cateeones rn 
No. 

Ear, Nose. Mouth & Thmat Disorders % 
140 I .64 

Respiratory System Disorders 131 1.53 
Disorders Of Nervous system 76 0.89 
Infectious & Parasitic, Systemic 0, u ~ p ~  60 0.70 
Mucoskeletal System & c o n n  i-issue 42 0.49 
Skin. Subcutaneous Tissue & B~~~~~ 40 0.47 34 0.40 

716 8.38 

5-14 Yrs I Maior Diaenostic categories rn 
No. 

Ear. Nose. Mouth & Throat ~ j ~ ~ ~ d ~ ~ ~  % 
233 2.73 

Mucoskeletal System & corm i-issue 150 1.76 
Disorders Of Nervous system 104 1.22 
M~eloproliferative. Neoplasm 68 0.80 
Skin, Subcutaneous Tissue & B~~~~~ 67 0.78 47 0.55 

38 0.44 

904 10.58 

15-44 YrS 1 Maior Diaenostic cateeories m 
No. % 

Pregnancy, Childbirth & The puePperiuln 
603 7.06 

Mucoskeletal System & corm ~i~~~~ 
508 5.94 

Disorders Of Nervous system 
282 3.30 

Skin. Subcutaneous Tisme & &Breast 
257 3.01 

Ear. Nose, Mouth &Throat ~ i ~ ~ ~ d ~ ~ ~  
230 2.69 

Female, Reproductive System ~ i ~ ~ ~ d ~ ~ ~  
212 2.48 
208 2.43 

3101 36.29 

45-64 Yrs 1 Maior Diaenostic cateeories 1996 - 
No. % 
410 

Circulatory System Disorders 249 4.80 
Mucoskeletal System & con, i-issue 2.91 

Female Reproductive System ~ i ~ ~ ~ d ~ ~ ~  173 2.02 
Myeloproliferative, Neoplasm 123 1.44 
Respiratory System Disorders 119 1.39 
Disorders Of Nervous system 115 1.35 

109 1.28 

1802 21.09 

65+ Yrs I Maior Diaenostic cateeori 
l$&i 

No. % 
397 

Circulatory System Disorders 338 4.65 
Respiratory System Disorders 248 3.96 
Mucoskeletal System & corm ~i~~~~ 2.90 

I62 1.90 

Disorders Of Nervous system 153 1.79 
110 1.29 
105 1.23 

2022 23.66 

i (HIPE) :I997 
BY Age Group 

No. % 
116 1 42 
110 
93 

1 15 
114  

64 
36 

0 78 
0 44 

16 0 44 
5 1 0 62 

Ep 
No. 9% 
195 2 39 

A57 1 92 
8 60 0 73 
68 0 81 

l%p 
No. % 
637 7.80 
218 2.67 
262 3.21 
26 1 3.20 
214 2.62 
216 2.64 
220 2.69 

1997* - 
No. % 
434 5.31 
230 2.82 
135 1.65 
135 1.65 
23 1 2.83 
93 1.14 
94 1.15 

l%p 
No. 0% 



Appendix 7 (dl : Hospital Inpatient Discharges (HIPE) : 1997 
KILKENNY Top 7 Major Diagnostic Categories By Age Group 

All : Maior Diaenostic Cateeories 

Digestive System 
Mucoskeletal System & Conn Tissue 
Circulatory System Disorders 
Pregnancy, Childbirth & The Puepperium 
Disorders Of Nervous System 
Ear, Nose, Mouth & Throat Disorders 
Respiratory System Disorders 
Et c ............. 
Totals : 

< 5 Yrs I Maior Diaenostic Cateeories 
No. 
Ear, Nose, Mouth &Throat Disorders 
Digestive System 
Respiratory System Disorders 
Disorders Of Nervous System 
Infectious & parasitic, Systemic Or USPE 
Skin, Subcutaneous Tissue & Breast 
Mucoskeletal System & Conn Tissue 
Etc ............. 
Totals : 

5-14 Yrs I Maior Diagnostic Cateeories 
No. 
Ear, Nose, Mouth &Throat Disorders 
Digestive System 
Mucoskeletal System & Conn Tissue 
Disorders Of Nervous System 
Skin, Subcutaneous Tissue & Breast 
Myeloproliferative, Neoplasm 
Male Reproductive System Disorders 
Etc ............. 
Totals : 

15-44 Yrs I Maior Diaenostic Categories 
No. 
Pregnancy, Childbirth &The Puepperium 
Digestive System 
Mucoskeletal System & Conn Tissue 
Disorders Of Nervous System 
Skin, Subcutaneous Tissue & Breast 
Female Reproductive System Disorders 
Ear, Nose, Mouth &Throat Disorders 
Etc ............. 
Totals : 

45-64 Yrs 1 Maior Diaenostic Cateeories 

Digestive System 
Circulatory System Disorders 
Myeloproliferative, Neoplasm 
Mucoskeletal System & Conn Tissue 
Female Reproductive System Disardcrs 
Disurders Of Nervous System 
Skin. Sobcutimeous Tissuc & Brro\t 
Etc ............. 
Totals : 

65+ Yrs I Maior Diaenthtic Categories 
No. 
Digestive System 
Circulatory System Dirr)rdcrk 
Respiratory System Disorders 
Mucoskeletal System & Conn Tissue 
Myeloproliferative, Neoplasm 
Disorders Of Eye 
Disorders Of Nervous System 
Etc ............. 
Totals : 

El% 
No. 
2612 
1268 
1202 
1177 
1004 
928 
910 

14298 

199(; 
% 

225 
174 
171 
114 
78 
73 
53 

1262 

1996 
% 

288 
256 
137 
134 
106 
67 
60 

1358 

1996 - 
% 

1177 
928 
495 
370 
342 
316 
270 

5060 

1996 - 
No. 
636 
427 
304 
277 
202 
183 
182 

3027 

El% 
% 

618 
592 
410 
306 
270 
208 
203 

3591 

% 
18.27 
8.87 
8.41 
8.23 
7.02 
6.49 
6.36 

100 

No. 
1.57 
1.22 
1.20 
0.80 
0.55 
0.51 
0.37 

8.83 

No. 
2.01 
1.79 
0.96 
0.94 
0.74 
0.47 
0.42 

9.50 

No. 
8.23 
6.49 
3.46 
2.59 
2.39 
2.21 
1.89 

35.39 

% 
4.45 
2.99 
2.13 
1.94 
1.41 
1.28 
1.27 

21.17 

No. 
4.32 
4.14 
2.87 
2.14 
1.89 
1.45 
1.42 

25.12 

1997* 

No. % 
2602 19.20 
1168 8.62 
1177 8.68 
62 1 4.58 
989 7.30 
935 6.90 
899 6.63 

1997* 
No. % 
645 4.76 
392 2.89 
330 2.43 
259 1.91 
241 1.78 
153 1.13 
138 1.02 

*Data As Available To ESHl : 3U5M 



All : Maior Diaenostic Cateeories 

Digestive System 

Totals : 

Yrs 1 Maior Diaenostic cateeories 

Disorders Of Nervous system 
Infectious & Parasitic, Systemic or USPE 
Newborns 8: Other Neonates 
Skin, Subcutaneous Tisme & &Breast 
Etc ............ 
Totals : 

5-14 YrS I Maior Diaenostic Categories 

Ear, Nose, Mouth &Throat Disorders 
Digestive System 
Mucoskeletal System & con" ~i~~~~ 
Skin, Subcutaneous Tissue & B~~~~~ 
Disorders Of Nervous system 
Respiratory System Disorders 
Myeloproliferative, Neoplasm 
Etc ............. 

Circulatory System Disorders 
Mucoskeleta! System & con,, ~i~~~~ 
M~eloproliferative, Neoplasm 
Skin, Subcutaneous Tissue & B~~~~~ 
Disorders Of Nervous system 
Female Reproductive System ~ i ~ ~ ~ d ~ ~ ~  
Etc ............. 
Total : 

Digestive System 
Circulatory System Disorders 
Respiratory System Disorders 
Mucoskeletal System & corm rissue 
Skin, Subcutaneous Tissue & B~~~~~ 
Disorders Of Eye 
Di~orders Of Nervous system 
Etc ............. 
rota1 : 

2946 
1455 
1237 
1166 
1134 
1022 
985 

14975 

rn 
No. 
250 
240 
190 
73 
65 
61 
59 

1267 

rn 
No. 
262 
246 
186 
145 
109 
81 
53 

1389 

rn 
No. 

m 
No. % 

1967 
No. 9% 

9 72 
2744 2240 

8 26 
1129 9 22 

7 79 
1224 9 99 

7 57 
1076 8 78 

6 82 
907 7 40 

6 58 
695 5 67 
835 6 82 

97 1 
544 
496 
413 
105 
385 
295 

4669 

rn 
No. 
708 
415 
311 
308 
224 
193 
I83 

3279 

EY4 
No. 
83 1 
577 
534 
368 
313 
306 
234 

4371 

12251 100 

E3p 
No. % 
216 1.76 
191 1.56 
177 1.44 
55 0.45 
34 0.28 
65 0.53 
35 0.29 

1090 8.90 

E3p 
No. % 
917 7.49 
416 3.40 
533 4.35 
245 2.00 
349 2.85 
422 3.44 
266 217  

No. % 
674 5.50 
277 2.26 
243 1.98 
106 0.87 
237 1.93 
139 1.13 
157 1.28 

E3p 
No. % 
736 6.01 
513 4.19 
535 4.37 
290 2.37 
294 2.40 
243 1.98 
20 1 I .64 



Appendix 7 
WATERFOR] 

All : Maim Diaenostic Catearies 

.......... 
Totals : 

< 5 Yrs I Maior Diaenostic Categories 

Digestive System 
Disorders Of Nervous System 
Newborns & Other Neonates 
Mucoskeletal System & Conn ~ i s s ~ e  
Infectious & Parasitic, Systemic or USPE 

............. Etc 
Totals : 

5-14 Yrs I ~ a i o r  Diaenostic Categories 

Ear.Nose,Mouth & Throat Disorders 
Digestive Svstem , ~ - - - -  
Mucoskeletal System & corm rissue 
Respiratory System Disorders 
Disorders Of Nervous system 
Skin, Subcutaneous Tissue And ~ ~ e a ~ t  
Endocrine,Nutrional & Metabolic 
Etc ....... ....... 
Totals : 

15-44 Yrs I Maior Diaenostic Cateeories 

P ~ ~ c Y ,  Childbirth & The Pueppefium 
Digestive System 
Mucoskeletal System & Conn ~ i s s ~ e  
Ear,Nose.Mouth & Throat Disorders 
Disorders Of Nervous System 
Skin, Subcutaneous Tissue ~~d 
Female Reproductive System Disorders 
Etc ............. 
Totals : 

45-64 Yrs I Maior Diaenostic Cateeories 

Digestive System 
Circulatory System Disorders 
Mucoskeletal System & Conn rissue 
Respiratory System Disorders 
Skin, Subcutaneous Tissue & ~ ~ e ~ ~ t  
Disorders Of Nervous System 
Female Reproductive System Disorders 
Etc ............. 
Totals : 

65+ Yrs / Maior Diagnostic Cateeones 

Circulatory System Disorders 
Digestive System 
Respiratory System Disorders 
Mucoskeletal System & Conn ~ i s s u ~  
Disorders Of Eye 
Disorders Of Nervous System 
M~eloproliferative, Neoplasm 

............. Etc 
Total : 

' (0 Hospital inpatient Discharges (HIPE 
Top 7 Major Diagnostic Categories BY 

El% 
No. 

El% 
No. 0" 

1996 - 
No. % 
319 1.73 
194 1 .05 
I84 1 .oo 
122 0.66 
119 0.64 
69 0.37 

1996 - 
No. % 
1561 8.45 
960 5.19 
656 3.55 
423 2.29 
409 2.21 
425 2.30 
398 2.15 

2% 
No. 9" 

m6 
No. 0- 



Appendix 
WEXFOR flai\ All : Maior Diagnostic Catego, 

Mucoskeletal System & corm rissue 
Circulatory System Disorders 
Respiratory System Disorders 
Skin, Subcutaneous Tissue & ~~~~~t 

<5 Yrs I Maior Diaenostic Cateeories 

Ear. Nose, Mouth & Throat Disorders 
Respiratory System Disorders 

Factors On Health Status 
Kidney & Urinary Tract Disorders 

5-14 Yrs I Maior Diagnostic Categories 

Ear. Nose. Mouth & Throat Disorders 

Mucoskeletal System & Conn  is^^^ 

15-44 I Maior Diaenostic categories 

Pregnancy, Childbirth, & The Puepperium 
Mucoskeletal System & Conn 
Skin, Subcutaneous Tissue & ~~~~~t 
Em, Nose, Mouth & Throath 
Disorders Of Nervous system 

45-64 Yrs I Maior Diaenostic Categories 

Circulatory System Disorders 
Mucoskeletal System & con, ~i~~~~ 
Skin. Subcutaneous Tissue & &east 
Respiratory System Disorders 

65+ Yrs 1 Maior Diagnostic Categories 

Circulatory System Disorders 

Mucoskeietal System & Conn rissue 

Disorders Of Nervous System 

7 (g) : Hospital Inpatient Discharges (HIPE) : 1997 
:D Top 7 Major Diagnostic Categories BY G,.,,,,,, 

m 
No. % 
3350 16.14 
2000 9.64 
I813 8.74 
1736 8.36 
1722 8.30 
1545 7.44 
1258 6.06 

No. % 
567 2.73 
333 1.60 
285 1.37 
205 0.99 
180 0.87 
122 0.59 
1 04 0.50 

2291 11.04 

m 
No. % 
655 3.16 
341 1.64 
193 0.93 
172 0.83 
170 0.82 
103 0.50 
90 0.43 

rn 
No. 0, 

m 
NO. 07. 

4300 20.72 

m 
No. % 
813 3.92 
768 3.70 
733 3.53 
438 2.11 
369 1.78 
311 1.50 
262 1.26 

1997* - 
No. 7% 

3410 16.28 
1970 9.41 
1738 8.30 

l2p 
No. % 
522 2.49 

2182 10.42 

B p  
No. 9% 

1126 5.38 
1273 6.08 
743 3.55 
674 3.22 
553 2.64 
463 2.21 
490 2.34 

1997% - 
No. % 
793 3.79 
610 2.91 
382 1.82 
294 1.40 
344 1.64 
274 1.31 
376 1.80 

4393 20.98 

l2p 
No. 9% 
847 4.04 
790 3.77 
739 3 53 
358 1.71 
312 1.49 
247 1.18 
253 1.21 



Appendix 8 

Notified Cases of Infectious Diseases 1996 - 1997 

A.A. Poliomyelitis 

A. Encephalitis 

A. Vir. Meningitis 

Anthrax 

Bac. Dysentery 

Bact. Meningitis (incl. MS) 

Brucellosis 

Cholera 

Creutzfeldt Jakob Disease 

Nv Creutzfeldt Jakob Disease 

Diphtheria 

*Food Poisoning 

*Gastro Enteritis (under age 2) 

Infect. Mononucleosis 

Infect. Parotitis (Mumps) 

Inf. Pneumonia 

Legionnaires Disease 

Leptospirosis 

Malaria 

Measles 

Ornithosis 

Plague 

Rabies 

Rubella 

Salmonellosis 

Tetanus 

Tuberculosis 

Typhoid & Paratyphoid 

Typhus 

Viral Haem. Diseases 

Viral Hepatitis - Type A 

Viral Hepatitis -Type B 

V~ral Hepatitis - Unspec. 

Whooping Cough 

Yellow Fever 

Total 

Regional Total - 1997 

Urban 

0 

0 

1 

0 

0 

37 

0 

0 

0 

0 

0 

0 

27 

0 

2 

0 

0 

0 

0 

2 

0 

0 

0 

I 

62 

0 

26 

0 

0 

0 

11 

4 

0 

12 

0 

185 

Rural 

0 

0 

1 

0 

0 

21 

0 

0 

0 

0 

0 

0 

5 

0 

2 

0 

0 

0 

0 

0 

0 

0 

0 

1 

18 

0 

24 

0 

0 

0 

1 

0 

0 

0 

0 

73 

County 
Borough 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

Total 

0 

0 

2 

0 

0 

58 

0 

0 

0 

0 

0 

0 

32 

0 

4 

0 

0 

0 

0 

2 
0 

0 

0 

2 

80 

0 

50 

0 

0 

0 

12 

4 

0 

12 

0 

258 

Regional Total - 1996 

Urban 

0 

0 

I0 

0 

0 

29 

0 

0 

0 

1 

52 

3 

4 

0 

0 

1 

0 

3 

0 

0 

0 

35 

55 

0 

13 

0 

0 

0 

84 

0 

0 

22 

0 

312 

Rural 

0 

1 

0 

0 

0 

10 

1 

0 

0 

0 

50 

2 

2 

0 

0 

0 

0 

1 

0 

0 

0 

20 

24 

0 

14 

0 

0 

0 

35 

0 

1 

0 

0 

161 

Counfy 
Borough 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

0 

*These are notified diseases only as opposed to notifiable diseases. The section on Enteric Diseases refers 
diseases of public health significance. 

Total 

0 

1 

10 

0 

0 

39 

1 

0 

0 

1 

102 

5 

6 

0 

0 

1 

0 
4 

0 

0 

0 

55 

79 

0 

27 

0 

0 

0 

119 

0 

1 

22 

0 

473 

; t o  


