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Good Health is treasured. It's what everyone wants for

themselves, their family and friends. It is opportune, as we

enter a new millennium to take stock of our current health

status; to identify how it might be sustained and to strive for

improvement.

To compare health status today to health a thousand years ago

is to compare apples and computers. A thousand years ago,

women routinely died in childbirth, most people did not live

to see the age of 40, minor injuries often led to disability, and

minor illnesses often meant death. The difference between

then and now is so great as to be practically unfathomable.

It is perhaps easier to think about a hundred years ago.

Looking back at the high death rates for tuberculosis,

diphtheria, measles, small-pox, “diseases of the nervous

system" and “acute respiratory diseases" and the extremely

low rates of death from cancer and heart disease we see the

extraordinary strides made in science and the concomitant

shift to chronic diseases and diseases of old age.

Today, we can understand our good fortune to live in a time

when life expectancy and infant and maternal mortality are

dramatically improved, when some diseases have been

eradicated entirely and when technological advances occur

with increased frequency and speed.

We look forward to the day when cancer is eradicated and

babies are born without birth defects. We justifiably look to

the next millennium with the expectation of new advances

and breakthroughs some that we can anticipate and some that

we, like our ancestors a 1000 years ago, cannot even imagine.

However, there is no room for complacency! We have major

opportunities to improve people's health. Yet far too many are

still falling ill and dying sooner than they should.

Almost 1000 people in Cork and Kerry die every year before

they reach their 65th birthday. Of these 320 die of cancer and

300 die of heart disease, stroke and related illnesses. Many of

these deaths could be prevented.

F O R E WO R D
Inequalities in health status are widening. Poor people are

ill more often and die sooner.

Poor health has complex causes. Some are fixed - ageing

for instance or genetic factors. On others we can all make

an impact. These include factors to do with how we all live

our lives - diet, physical activity, sexual behaviour,

smoking, alcohol and drugs.

Social and economic issues play a part too - poverty,

unemployment, educational and social exclusion. So too

does our environment, - air and water quality and

transport and housing. So does access to good services.

There is a danger however, that in our fixation with health

services we lose sight of the major determinants of the

health of our population.

We must not equate health with health care and imagine

that health services alone make a substantial contribution

to the health of the population.

Investment in good health means fostering those things

that generate good health in addition to tackling those that

cause ill health.

This report attempts to give a picture of the patterns of

health and illness in Cork and Kerry. It highlights

unacceptable levels of premature death and preventable

illness. It points to inequalities in health status that must

be tackled.

Ultimately, improvements in the health status of our

population are the yardstick by which all investment in

health and health care must be measured.

Dr. Elizabeth Keane,

Director of Public Health
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THE DEMOGRAPHY
OF OUR PEOPLE

c h a p t e r o n e

The Southern Health Board aims to improve the health

and quality of life of the people of Cork and Kerry.

There are features, which are unique to our region, that

affect how health care is delivered. These features

include population size and distribution, age structure,

and eligibility for health services. 

part  one



OUR POPULAT I O N

The national census is carried out every 10 years with a mini

census every 5 years. It gathers information on population

numbers, age structure, employment, level of education and

social class. Data for the next major census will be collected in

2001. The information currently available is based on figures

from the 1996 mini census. The mini census does not include

variables such as overcrowding or car ownership, which help

in the categorisation of levels of deprivation within the region.

There has been a change in the population trend in the Southern

Health Board over the last century. We note a decline in numbers

of people until 1961, with a sharp rise until 1980. A gradual

increase in population (Fig 1.1) has continued since 1980.

The Irish population has increased by almost three quarters of

a million people over the past 30 years. The population of Cork

and Kerry has increased by 94,152 persons (Fig 1.2). Eighty per

cent (75,766) of this increase has occurred in Cork County.

However, most of this growth is due to the development of the

suburbs of Cork City.



The population is not spread uniformly throughout the

region. Population density is lowest in Kerry at 68

persons / square mile. On the other hand Cork City is

very densely populated with over 8,000 persons per

square mile. This profile creates challenges in the

provision of services to our people (Table 1.1).

Table 1.1

Cork City Cork County Cork City Ke r r y S H B
& Co

Population 127187 293323 420510 126130 546640

Area (sq. miles) 15.3 2880.4 2895.7 1855.9 4751.6

Population 8335 102 145 68 115
Density

Source: CSO '96

P O P U L ATION PYRAMID

The shape of the SHB population pyramid is characteristic of

developed countries with decreasing birth rates and ageing

populations. Figure 1.3 demonstrates a broad but narrowing

population pyramid base, reflecting the recent decline in birth

rate, with a significant widening of the pyramid between 10-

24 years of age, reflecting earlier high birth rates. This type of

pyramid demonstrates a large proportion of the population

between the ages of 10-24 years of age. As life expectancy

increases and more people age, the number of people at the

top of the pyramid increases. This graph demonstrates the

predominance of women in the older age groups, with a ratio

of more than two to one in the over 85 year age group. 



CHANGES IN POPULAT I O N

There has been a significant decrease in the number of

children in the Cork-Kerry region in recent years, Cork City

has the largest drop proportionately (11.3%), since 1991. This

trend is in line with the national picture. In contrast to the

national trend Kerry has had a slight decrease in the overall

numbers of those over the age of 65 years, while the number

of older people living in Cork City has increased (Fig 1.4).

Looking more closely at our older people, the picture in Kerry

shows that while the overall number of old people has fallen

slightly the numbers of very old i.e. those over 85 years have

increased. Cork City has increased numbers in all over 65 age

groups (Fig 1.5).

BIRTH RATE

The number of births fell dramatically over the first half

of the last decade but has been increasing since 1996.

However this trend appears to have changed in the past

year. The pattern in the Southern Health Board is almost

identical to the national picture (Fig 1.6).



P O P U L ATION PROJECTIONS

Population projections are based on the most recent census

data available. Various assumptions are made based on

fertility rates and migration. They are usually reasonably

accurate if the projection is not too far into the future. The

overall picture for Ireland predicts a decrease in the numbers

in the younger age groups but, as people survive longer there

will be more middle aged and older people in the population

(Fig 1.7). This will have implications for the provision of

health care in age groups that have increasing risks of

cardiovascular disease and cancer.



M ATERIAL DEPRIVATION OF 
OUR PEOPLE

Deprivation indices allow us to measure socio-economic

deprivation more precisely and to better determine its effect on

mortality and morbidity. The Small Area Health Research Unit

(SAHRU) has developed a Deprivation Index for the Irish

context using five census based variables. These variables are

car ownership, social class, unemployment, overcrowding and

living in rented accommodation - thus the level of deprivation

of people in different sectors within the region can be

determined. Level 1 is the least deprived and level 5 the most.

Both levels 4 and 5 are deemed deprived. This information will

have application in the planning of services within the health

board and in targeting the promotion of health and social gain

in areas of high deprivation in order to reduce inequalities. 

Figure 1.8 demonstrates that a quarter of the population of the

Southern Health Board are deemed to be deprived. However on

closer examination this is not uniform across the board area.

The most profound levels of deprivation occur in Cork City

with over half its population in the deprived category. This

represents the largest percentage (42%) and highest actual

numbers of persons deprived anywhere in the health board

(Fig 1.9). However, even within the City, this deprivation is

concentrated in small pockets.

Source: SAHRU,1997

Proximity to or distance from urban areas, as well as

issues of geographic remoteness and isolation, affect

living standards in rural areas. The more remote rural

areas are more deprived than those rural areas with

easy access to a large urban centre. Overall rural a r e a s

in Kerry are more deprived than rural areas in Cork.



There were 5,029 deaths in Cork and Kerry in 1998, 100 less

than the previous year. 2,639 of these were men (Table 2.1).

The death rate was slightly higher in Kerry at 10.6 per 1,000

compared to Cork and Ireland.

Table 2.1 Numbers and Death Rates for 

Males and Females, SHB and Ireland - 1998

Males Females Total
no.  rate/1,000 no. rate/1,000 no. rate/1,000

Cork 1888 8.8 1774 8.2 3662 8.5

Kerry 751 11.5 616 9.7 1367 10.6

SHB 2639 9.5 2390 8.6 5029 9.0

Ireland 16482 9.0 14870 8.0 31352 8.5

Source: PHIS V4.01 beta

M O R TA L I T Y
A N D
M O R B I D I T Y

c h a p t e r t w o



P R I N C I PAL CAUSES OF DEAT H

The main causes of death differ very little from one year to the

next, both locally and nationally. However, it is important to

acknowledge what the main killers of our people are (Fig 2.1).

Diseases of the circulatory system account for almost half of

all our deaths.



P R E M ATURE MORTA L I T Y

Deaths in persons under 65 years of age, often called

“premature" deaths, are important because they help us

identify unnecessary and often preventable deaths.

Such information is helpful in guiding further

investigation and into development of treatment and

preventative services. In the Southern Health Board,

cancer and diseases of the circulatory system are the

major cause of premature deaths. Deaths attributable to

respiratory disease are the least common cause of death

among those less than 65 years of age. The regional

picture mirrors the national picture (Fig 2.2).

CODING THE CAUSE OF DEAT H

When the medical practitioner certifies a death, a cause of

death is recorded on a death certificate. A specific “cause of

death" code is assigned to it by the Central Statistics Office.

There is potential for variation in the practices between

professionals in different regions and countries as to how the

cause of death is certified. Research has shown considerable

variation in identification and coding when it comes to

specific diseases. This has implications for comparisons in

mortality rates. An apparent excess of deaths in one region

may, in part, reflect variation in cause of death recording

rather than a true excess of the disease.

This practice is more likely to become important when making

international rather than national comparisons. Indeed any

variation within Ireland is more likely to be systematic as it is

probable that Irish doctors will record the principal causes of

death in a uniform pattern. It is unlikely that doctors in a

particular region would differ greatly from their colleagues in

this regard.

S TA N DARDISED MORTA L I T Y
R AT E S

Crude death rates for different populations cannot be properly

compared because of the different age profiles. One method

used to allow for this is the use of direct methods of

standardisation. Age specific mortality rates of a region are

compared to the corresponding age groups in a standard

population. This yields the number of deaths that would occur

in that standard population if it were subject to the mortality

rates prevailing in each region. Usually the national

population is used as the standard population. Comparisons in

direct standardised mortality rates (DSMR) can then be made

more easily.



TRENDS IN MORTALITY - 
ALL AG E S

The death rate in Cork and Kerry is falling. Males have higher

death rates than females. The age standardised death rate for

men decreased by 14.5% between 1988 and 1998 (Fig 2.3).

However we still have higher rates than nationally or other EU

countries.

The trend in women for all ages is also falling. But again we

have higher rates than nationally (Fig 2.4).

P R E M ATURE DEATHS - 
ALL CAUSES

Comparing trends in premature mortality for all causes,

the decrease is over 20% for all causes in men and

women in the Cork Kerry region. Kerry has slightly

lower rates than those seen nationally but the trend in

Cork City remains higher and this discrepancy is

widening (Fig 2.5).



The main causes of cancer deaths differ in males and females.

Breast cancer is the main cause of cancer death in women

followed by lung cancer (Fig 2.7).

Lung cancer was responsible for over 700 male cancer deaths

in the period 1994-1998. Prostatic cancer killed 338 men in

this period (Fig 2.8).

C A N C E R

The trend remains fairly stable for all malignant

neoplasms throughout the 10 year period 1988-1998.

Kerry has consistently lower mortality rates than other

regions with the trend in Cork remaining higher than

the national picture (Fig 2.6).



R E S P I R ATORY DISEASES

There has been a downward trend in mortality from

respiratory illnesses in both Cork and Kerry over the past

decade. The mortality rate remains lower than the national

picture. Kerry had the lowest mortality until recently. Its

mortality rate was similar to Cork in 1998 (Fig 2.9).

INJURIES AND POISONINGS

Men have higher mortality for all types of injuries particularly

road traffic accidents and suicide (Fig 2.10). These two causes

of death predominantly affect our young men.

M O R B I D I T Y

Hospital admission rates give a limited indication of the

level of ill health in the community. They do not, of

course, describe the level of ill health that is managed

at home in the community. However, admission to

hospital is a significant event in the life of an individual

and his or her family. It is hoped that only those with

more serious illnesses are admitted to hospital.

Therefore it is important to identify the most common

reasons for admission to attempt a reduction in the rates.

The Public Health Information System (PHIS) includes

information from the Hospital Inpatient Enquiry system

(HIPE) from all public hospitals in the country.

Information is based on one year's activity and every

discharge from the hospital is counted. It is episode

rather than patient based. The number of discharges

therefore reveals nothing of the underlying condition.

This important limitation of the HIPE system must be

considered when interpreting the data.



AV E R AGE LENGTH OF STAY

The average length of stay for patients in acute hospitals in the

Southern Health Board in 1998 was 6 days, which is

comparable with other health boards. Patients admitted to

acute hospitals in the Eastern Health Board remained in

hospital for more than eight days on average (Fig 2.12).

On average, females have slightly shorter lengths of stay than

males, throughout Cork and Kerry (Fig 2.13).

ACUTE HOSPITA L
D I S C H A R G E S

Males were admitted more often than females for all the

major diagnostic categories, with the notable exception

of genitourinary diseases in 1998. Diseases of the

digestive system were responsible for the highest

number of admissions in Cork and Kerry. Our hospital

admission rate is similar to the national picture (Fig 2.11 ) .



c h a p t e r t h r e e

I N F E C T I O N S
Death and illness from infectious diseases have declined

dramatically since the turn of the century. Improved

economic and social conditions, together with public

health action, have virtually eliminated the pandemics

of communicable diseases. However, we must remain

vigilant and attend to surveillance and control. 

part  two



In 1997, the Meningitis Reference Laboratory was established

in Dublin. This is a specialist laboratory providing a range of

tests to assist in the diagnosis of meningococcal disease. This

has improved our ability to confirm meningococcal disease in

suspected cases, which in turn has improved the monitoring of

levels of infection in the community.

The meningococcus organism has three main strains - A, B and

C. In 1999, Group B was the commonest group, comprising

61% of cases, with Group C comprising 39% of cases. The

proportion of cases caused by the Group C strain is higher in

Cork and Kerry than the national average, which is 32%.

Meningococcal disease tends to occur more commonly in

Winter and Spring months and this pattern was evident in

1999 (Fig 3.2).

Young children are most at risk of acquiring meningococcal

disease. Fig 3.3 shows the age breakdown of cases, with 48%

of cases occurring in the under 5 year olds.

MENINGOCOCCAL DISEASE -
THE PICTURE FOR 1999

MENINGOCOCCAL DISEASE AND CONTROL

Key Features

* Meningococcal Disease up again in 1999

* 24 cases (39%) were Group C strain

* New vaccine introduced Autumn 2000

* New vaccine not effective against the 
Group B strain

* Cases will continue to occur 

The figures for 1999 show an increase in meningococcal

disease compared to 1998 (Fig 3.1). There were three

deaths in 1999 compared to one in 1998.



NEW VAC C I N E

A new vaccine has been developed against Group C

meningococcal disease. A national vaccination campaign

commenced in Ireland in the Autumn 2000. The UK was the

first country to introduce the vaccine and Ireland is amongst

the first countries to follow suit. The overall target group is

the population under 23 years of age - potentially up to 1.3

million persons. Within that population the first groups to be

targeted will be those under 5 years and those aged 15 to 18

years. These have been identified as the most at risk age

g r o u p s .

The vaccine is expected to confer prolonged protection against

Group C meningococcal disease. Unfortunately the vaccine

will not protect against the Group B strain of the organism,

which was the commonest strain in 1999. Health professionals

and the public will need to maintain high levels of vigilance

to ensure early recognition of the signs of symptoms of

meningococcal disease, as cases of Group B disease will

continue to occur.

OTHER TYPES OF BAC T E R I A L
M E N I N G I T I S

Meningococcus is now the commonest cause of bacterial

meningitis in Ireland. However other bacteria can cause

meningitis. In 1999 there were six cases of bacterial

meningitis, other than meningococcal. Three were

pneumococcal, two Group B streptococcal and one E. coli

meningitis. There were no deaths from these strains.

Vaccine preventable infections

Key Features

* Low levels of notifications of infection in 1999

* Low uptake (73%) of MMR vaccine - cause for concern

* Early indications for 2000 show a significant 
national outbreak of measles

Disease prevention is the key to public health. It is always

better to prevent a disease than to treat it. Vaccines help

prevent infectious diseases and save lives. Vaccines prevent

disease in the people who receive them and protect those who

come into contact with unvaccinated individuals.

Vaccines are responsible for the control of many

infectious diseases that were once common, including

polio, diphtheria, tetanus, pertussis (whooping cough),

rubella (German measles), measles, mumps and

Haemophilus influenza type b.

Vaccine preventable diseases have a costly impact,

causing ill health often necessitating hospitalisation

and even causing deaths.



I M M U N I SATION UPTA K E
L E V E LS

Monitoring of the immunisation uptake levels in the

Southern Health Board area indicates that 86% of

children are immunised against polio, Haemophilus

influenza type b (Hib) and diphtheria, pertussis, tetanus

(DPT) or diphtheria, tetanus (DT) by their second

birthday. This is considerably less than the national

target of 95% uptake.

The uptake of measles, mumps and rubella (MMR)

vaccine is lower still at 73% by age two years. MMR

vaccine is recommended for children at 15 months of

age.  It is a concern that recent adverse publicity

regarding the alleged link between measles, mumps and

rubella (MMR) vaccine and inflammatory bowel disease

and autism has caused undue anxiety and confusion

among parents and a decrease in the uptake of the

vaccine. 

In early 2000 an increase in measles cases was reported

in the Eastern Regional Health Authority area. An

increase subsequently occurred in Kerry and Cork from

March 2000. The main factor allowing this outbreak to

occur is the low levels of uptake of MMR vaccine in

Ireland. The Department of Health and Children has

clearly stated that there is no evidence to support any

link between MMR vaccine and the subsequent

development either of chronic inflammatory bowel

disease or of autism. The MMR is a highly effective

vaccine and parents are strongly advised to continue to

have their children immunised.

If children are denied immunisation they are at risk of

contracting these potentially serious vaccine

preventable infections.

The number of pertussis (whooping cough) cases

increased in 1999 with 35 notifications compared to 24

in 1998. The age range was one month to 43 years, but

the majority of cases (54%) were in children under five

years and 28% were in infants under one year. Of those

whose immunisation status was recorded over two

thirds (68%) had not been immunised or had incomplete

immunisation against pertussis (Fig 3.4).

There were 13 mumps notifications in 1999 compared to 6

notifications in 1998 (Fig 3.5). Eight of these occurred in

Kosovar refugee children within a short time of arriving at a

reception centre in Kerry. Mumps was almost certainly

contracted before arrival. The immunisation of refugees,

including immunisation with MMR vaccine, was completed

speedily in the centre involved. No further spread occurred

either to other centres or to the local population.

There were only five notifications of measles in 1999, a

decrease from 25 in 1998 (Fig 3.6). All the cases were aged

under five years. Two cases were under one year, too young

for immunisation, and the other three were reported to have

had MMR vaccine. Measles is a difficult clinical diagnosis,

especially in the absence of an epidemic. The accuracy of the

diagnosis in these cases must therefore be in doubt.



There were only 4 notifications of rubella in 1999 (Fig 3.7).

The immunisation status was recorded in only 1 case, who had

not been vaccinated. 

There was one case of Haemophilus Influenza type b (Hib)
infection in a child in 1999. This was a case of osteomyelitis

(infection of the bone). Prior to the introduction of the Hib

vaccine in 1992 this organism was the commonest cause of

bacterial meningitis in children in Ireland. Figure 3.8

dramatically shows the effect of a vaccine against a serious

childhood infection causing a rapid decrease in cases.

PNEUMOCOCCAL INFECTION

The pneumococcus organism is a common cause of

pneumonia. It is a major cause of illness and death

especially among older people. Overall mortality rates

of 30-40% can occur in older patients with severe

infections. A vaccine is available against pneumococcus

and is now recommended for all those aged 65 years

and over. If is also recommended for those under 65

years with certain chronic conditions, making them

more susceptible to pneumococcal infections. 



I N F L U E N Z A

Influenza is a seasonal infection, tending to occur

between October and March. National surveillance by

the National Disease Surveillance Centre of influenza

during the winter of 1999/2000 indicated there was

moderate to severe influenza activity in Ireland. Cases

of influenza-like illness in the community increased

from the middle of December up to the middle of

January and then began to decrease. Both influenza A

and B strains were identified, all of which were covered

by the vaccine available for the season. The pattern in

Ireland mirrored that of other countries in Europe.

Annual immunisation of people at risk reduces illness

and deaths from influenza. Immunisation is

recommended for all persons aged 65 years and over

and those under 65 years with chronic diseases.

K O S OVAR REFUGEES

Key Points

* 448 Kosovar refugees received in Cork and Kerry in 1999

* Health screening offered to all refugees

* Uptake excellent at 99%

* Low prevalence of infectious diseases 

In March 1999 armed conflict broke out in the Kosovo

province of the Federal Republic of Yugoslavia. As a result, it

was estimated that approximately 900,000 ethnic Albanians

sought refuge in neighbouring countries. In response to this

massive refugee movement many countries, including Ireland,

accepted refugees. In total 945 refugees came to Ireland over

the summer of 1999, of whom 448 were housed in centres in

Cork and Kerry.

The Kosovar population enjoyed good health until 1989 when

autonomy was withdrawn and the ethnic Albanians boycotted

the Yugoslavian public health system. This consisted of

primary care being provided in the health centres by day, with

emergency and specialist services provided in hospitals. Health

care coverage in large cities was more extensive than in rural

areas. In 1990 many doctors and other professionals of

Albanian origin lost their jobs. Serb doctors were not trusted

and in particular Albanian women feared that they might be

sterilised against their will if they delivered in the State-run

maternity hospitals. An alternative system set up for the ethnic

Albanians provided reasonable but intermittent basic health

care until 1996 when, as a result of rising ethnic tension, the

health system began to collapse. 

This humanitarian crisis, leading to almost one million

Kosovar refugees in neighbouring countries, generated many

concerns including that of addressing the health needs of the

refugees. This included the issue of communicable diseases.

The World Health Organisation warned that “communicable

diseases will be the main threat to the refugees currently

fleeing Kosovo". Health services, including an immunisation

programme, were rapidly established in the camps. All

refugees being evacuated from the camps were screened prior

to departure by the International Organisation of Migration.

Their overall health status was reportedly good with little

evidence of infectious disease.



The refugees received in Cork and Kerry were housed in 6

centres. A programme of health screening was offered to all

refugees in each of the centres. The uptake of screening was

excellent with an uptake of 99%. The results of the screening

programme mirrored the experience of screening in the camps

prior to departure, with a low prevalence of infectious disease.

The incidence of tuberculosis is reported to be high in Kosovo

and Albania. However, no case of active TB was detected in

any of the refugees in the Cork and Kerry centres.

The prevalence of Hepatitis B is reported to be moderately high

(5-6%) in Kosovo and Albania. Screening showed a carriage

rate of 3% (chronically infected).  A further 15% were immune,

almost certainly indicating previous infection, as Hepatitis B

immunisation was not standard practice in Kosovo. All those

who were not immune to Hepatitis B were offered vaccination.

The refugees had been living in camps prior to coming to

Ireland. The health screening included a question on

diarrhoeal disease. All those with symptoms had a stool

specimen taken. Only four people had positive results, one

giardia, two shigella and one shigella and campylobacter.

There were eight cases of Mumps in children in one centre in

K e r r y. These occurred shortly after the children arrived

indicating that they had contracted the infection before they

arrived in Ireland.

Routine immunisation against infectious diseases such as

whooping cough, diphtheria, tetanus, polio, Hib, measles,

mumps and rubella were offered when indicated and again the

uptake was excellent.

FOODBORNE INFECTIONS -
THE YEAR OF 1999

Key Features

* Campylobacter - 1 case per day notified

* Fall in Salmonella cases

* Only 4 foodborne outbreaks

Predictions of the “Millennium tummy bug" were

greatly exaggerated. Indeed reports of both isolated and

outbreak associated cases of foodborne disease for 1999

were somewhat down on previous years in the Cork and

Kerry region. However, the high level of Campylobacter
infections emerged as a prominent concern.



C A M P Y L O BAC T E R

It is now well documented that Campylobacter is the

leading cause of bacterial diarrhoeal illness in the

developed world. The bacterium itself has some

interesting features: it has a low infectious dose (only

500 cells can cause illness): it multiplies at 370C - 420C

i.e. above room temperature; it is relatively fragile and

difficult to isolate from food samples and is readily

destroyed by thorough cooking. Many animal sources

of infection have been identified but undercooked

poultry ranks highest on the list of suspects - others

include infected pets, raw milk and farm produce.

A large proportion of Campylobacter cases are sporadic (not

associated with outbreaks). The illness is generally of mild -

moderate severity with fever, abdominal pain and diarrhoea.

In most instances the infection resolves within a week and

antibiotic treatment is rarely indicated.

There is now however increasing awareness of the unusual but

serious complications of Campylobacter infections. In 10 -

20% of patients a relapse of the original gastroenteritis occurs,

while in 1% of cases there is a reactive arthritis affecting

particularly the knee joint which can persist for 6-12 months.

It is now recognised that in 0.1% of cases of Campylobacter a

condition known as Guillian Barré Syndrome (GBS) results.

This is a progressive neurological condition characterised by

muscular weakness and paralysis, which in 2.8% of cases can

result in respiratory muscle failure and death.

The level of confirmed Campylobacter in Cork and Kerry

reached an all time high in 1999 (Fig. 3.9) with almost 1 case

notified for each day of the year (350 cases in all). There was

little seasonal variation with 80, 101, 99 and 70 cases in each

of the 4 quarters of the year. Campylobacter infection was

commonest in the 0 to 4 year olds with a second peak in

young adults in the 20 - 24 year age group.

The incidence rate of Campylobacter in the Southern Health

Board region in 1999 was 93 cases per 100,000 population. It

is useful to view this in the E.U. context for 1999, when the

reported incidence rate per 100,000 varied from 9.5 in Spain

to 108 in Scotland. A major review of the situation is due to

be undertaken by the Food Safety Authority of Ireland during

the year 2000.



SA L M O N E L L A

The level of reported S a l m o n e l l a infections was down slightly on

that of the last 5 years with 104 cases in all in 1999 (Fig. 3.10). 

There was considerable seasonal variation with the expected

peak in the late Summer/early Autumn months. However, this

trend persisted somewhat into the early Winter (Fig. 3.11).

With increasing availability nationally of further

discriminating testing for Salmonella isolates, we are now

getting a more detailed picture, which assists in targeting

preventative measures as different serotypes of Salmonella
have distinct animal origins. For 1999 over 80% of the human

isolates were made up of two serotypes, 44% Salmonella
typhimurium and 37% Salmonella enteritidis.

The main animal sources of Salmonella typhimurium are

cattle and pigs while that of Salmonella enteritidis is poultry.

Foreign travel further complicates the picture and 21% of our

S a l m o n e l l a cases had a history of recent foreign travel

indicating that they had acquired their infections abroad.

E.COLI 0157 (VTEC)

The number of cases of VTEC in 1999 for the Southern

Health Board region was down from 16 cases in 1998

to 9 cases, 7 of whom were children. All of these cases

occurred in the three-month period August to October,

with 6 of them occurring in the first fortnight in August

involving four different families. Despite extensive

investigations there were no other apparent links

between the cases.

FOODBORNE OUTBREAKS

Only 4 outbreaks were detected in 1999 (Table 3.1)

Table 3.1  Outbreaks of Gastro Enteritidis, 
Southern Health Board 1999

MonthCases Micro-organism Setting Probable 
Source

M a rc h 1 9 U n i d e n t i f i e d H o t e l C h i c k e n

J u l y 8 S . Ty p h i m u r i u m R e s t a u ra n t C ro s s -

C o n t a m i n a t i o n

A u g us t 1 3 S . E n t e r i t i d i s H o t e l E g g

S e p t 3 S . Ty p h i m u r i u m Residential U n i d e n t i f i e d

I n s t i t u t i o n

A national review of outbreaks was conducted for the

three year period 1997-1999 and similar features to our

own experiences were noted - Salmonella was the

pathogen in 53% outbreaks, over 40% were in hotels or

residential homes and ham, chicken and egg were the

most frequently implicated sources.

There are immediate and more long-term benefits

associated with thorough investigation of cases and

outbreaks of foodborne disease. Information and advice

for the public and the food industry is the short-term

goal, while in the long-term these investigations yield

practical recommendations for improvements and

preventative measures that can be imparted to those

responsible at the different stages of the food chain,

from the farm through to the consumer.



T R ACKING TUBERCULOSIS

TB SURVEILLANCE & CONTROL 1999

Key Features

* Continuation of downward trend

* North Cork school cluster

* BCG

H OW WE COMPA R E

There has been a steady fall in TB notifications in the

Cork/Kerry region over the latter half of the 1990's. This

descending course continued last year, notwithstanding a

cluster of cases in the North Cork area. Nationally, the crude

notification rate was 11.7 per 100,000 in 1998; by comparison,

our rate last year was 13.7 per 100,000 (Fig 3.12).

In April 2000, the National Disease Surveillance Centre

produced its first report on the epidemiology of Tuberculosis

in Ireland. The Southern Health Board ranked third highest

among the eight Health Boards in terms of notified cases of TB

for the year in question (1998), following on the Western and

Mid-Western Health Boards. 



SURVEILLANCE ASPECTS

AGE & SEX
Just under half of cases notified in 1999 were under 35 years

of age (Fig 3.13). Most of the teenage cases were associated

with the North Cork cluster, detailed in the next section. Males

slightly outnumbered females, with a ratio of 1.2:1. 

E T H N I C I T Y

Ireland is reported to have one of the lowest proportions of TB

cases in foreign-born patients in the EU. In 1999, only three

foreign-born cases of TB were notified in this region: one from

the UK and two from the Indian sub-continent. 

D I AGNOSTIC & CLINICAL
D E TA I LS

Of the 75 cases notified, 67% were diagnosed with

pulmonary or combined pulmonary and

extrapulmonary TB (Fig 3.14).

Patients with pulmonary, or lung TB, are considered

infectious if they cough up infected sputum (i.e. with

sufficient TB organisms to be seen on direct microscopy

of the sputum). Twenty-one cases (28% overall) were

found to be infectious prior to commencement of

treatment - underscoring the need for immediate

notification of all newly diagnosed cases to enable early

commencement of contact tracing.

Three cases of TB meningitis were notified. However,

only one of these cases was definitely proven; the

others were presumptive diagnoses. 

ANTIBIOTIC RESISTA N C E

There were no cases of multi-drug resistance among the

1999 TB notifications for this region. 



A SCHOOL CLUSTER

The largest school cluster of TB cases over the last

decade in Ireland presented in Autumn 1999, and

centred on a secondary school in North Cork. The

investigation and management of the cluster of 13

teenage cases presented a considerable public health

challenge over an extended period.

The first school case (school population 300) was

notified in mid-August 1999. Screening of contacts,

which comprised tuberculin skin tests (and chest x-rays

as necessary), was done in stages. Those deemed to be

most at risk i.e. closest contacts, were screened first.

Review of screening test results at each stage indicated

whether extension of screening to those with less

contact was necessary. Screening was subsequently

extended to the whole school population, to the two

other secondary schools in the area and to the

associated school buses. In all, over 1,000 pupils and

school staff were screened. TB cases were referred to

hospital based physicians for treatment. A course of

preventive antibiotic treatment was indicated for a

substantial number of teenage contacts on the basis of

screening test results. These contacts were followed up

at public health clinics.

It is crucial to quickly identify and systematically

investigate any cluster of TB in order to establish

effective control and prevention measures. An Outbreak

Control Team was convened early, with the role of

directing and co-ordinating all activities conducted

during the investigation and control of the outbreak.

These included:
•Co-ordination of case finding, contact tracing and 
follow-up.

•Agreeing control measures.
•Identification of resources necessary.
•Informing and ongoing liaison with the Regional 
Collaborative TB Committee, the National TB 
Committee, the Department of Health & Children, 
the National Disease Surveillance Centre and 
adjoining Health Boards.

•Organising ongoing communications (including 
parents, teachers, media, the general public, relevant
professionals within the Health Board and General 
Practitioners). 

Prior to this cluster, the incidence of TB had been declining in

the North Cork area, with seven cases in total notified in 1998.

Previous school clusters in the Southern Health Board region

occurred in 1997 (3 cases), 1986 (6 cases) and 1982/3 (12 cases).

BCG VAC C I N AT I O N

In recent times, there has been much debate concerning the

question of BCG vaccination policy locally, nationally and

internationally.

Unlike many other infectious diseases the control of TB relies,

not on vaccination, but on the early diagnosis of cases, prompt

contact tracing and adherence to antibiotic treatment. The

Report of the Working Party on Tuberculosis (1996)

emphasised that these methods will achieve earlier eradication

of TB in Ireland than use of BCG vaccination.

BCG vaccine has long been, and continues to be, a

controversial vaccine. Expert opinion varies on its

effectiveness. This is reflected in the variation in vaccination

policy both within this country and internationally. In

addition, BCG interferes with the interpretation of the

tuberculin skin test and hence can make screening and

accurate diagnosis more difficult.

Current Southern Health Board policy provides for vaccination

of ‘at risk' groups throughout the Board's area. Recent

international guidelines for discontinuing routine neonatal

BCG (for babies) have been developed. Routine neonatal BCG

was stopped in much of the greater Cork area in 1972. Routine

BCG continues to be given to schoolchildren in West Cork and

to babies in Kerry.

Our BCG policy is under active review by the Regional

Collaborative TB Committee, which is committed to focusing

on an evidence-based strategy oriented towards maximising

public health protection. 



H E A LT H Y
HEARTS 

c h a p t e r f o u r

Key features

* Cardiovascular disease is a major cause of 

death in Irish men and women

* Higher death rates than EU colleagues

* Downward trend regionally and nationally

* Fall in mortality greatest in under 65 years of age 

* Highest mortality rates from heart attack 

in Kerry men

* Cardiac interventions on increase

part  three



I N T R O D U C T I O N

"Cardiovascular disease eventually kills half of the Irish

population" 

The Report of the Cardiovascular Health Strategy Group. 

This stark statement puts the implications into

perspective - yet these deaths are not inevitable.

Cardiovascular disease can be prevented through

changes in lifestyle, through personal decisions and

through choices that we all make.

It is the number one killer in Ireland today. In 1998, it

accounted for 45% of all deaths and was the main cause

of death in men under 65 years (Fig 4.1). In the same

year £44 million was spent nationally on prescriptions

for patients with cardiovascular disease.

Cardiovascular disease encompasses a number of

diseases and conditions - coronary heart disease, stroke,

angina, heart failure, diseases of the arteries,

hypertensive disease and rheumatic heart disease. While

the average non-medical person will not be able to

describe any one of these in detail, most can point to

those life choices, characteristics or circumstances that

put us at risk of heart disease. 

RISK FAC T O R S

We know that the risk of a person developing heart disease is

dependent on a number of factors. Some such as age and sex

cannot be changed, others can most certainly be changed.

These include the association between poverty and ill health

and also those that deal with lifestyle choices.

Those risk factors over which we have no control include:

Personal Characte r i st ics :-

• Age - the risk of developing any disease increase with age

and this includes heart disease.

• Sex- men are more likely to suffer from heart disease than

women.

• Family history- a person is more likely to suffer from heart

disease if there is a family history of it.

• Personal history - those who have already suffered some 

type of cardiovascular disease are more likely to suffer 

further such episodes in the future.

There are two sets of risk factors over which we have some

control:

Lifestyle  Choices: -

• Smoking - smokers are much more likely to suffer heart 

disease than non-smokers.

• Alcohol - excessive alcohol consumption contributes to 

the likelihood of developing heart disease but a little is 

probably better than none.

• Diet - an unhealthy diet and consumption of foods high in

animal fats can lead to heart disease.

• Exercise - heart disease is more common in those who lead

a sedentary lifestyle and take little or no physical exercise.

• Stress - the ability to manage and cope with stress is 

essential in maintaining a healthy lifestyle.



Physiological  Character ist ics :-

• Cholesterol level - those with a high cholesterol level are

more likely to develop heart disease.

• Obesity - excess weight can put strain on the heart and 

lead to heart attacks.

• Blood pressure - high blood pressure also puts extra strain

on the heart and leads to heart disease.

The Human Genome Project has made considerable progress in

understanding genetic factors that increase the risk of

developing heart disease. This will be an important component

in risk assessment and patient management in the future. We

know that for most of us it is the combination of genetic

makeup and lifestyle, which is important in determining risk.

The increased risk of heart disease due to family history can be

reduced by lifestyle change and some preventative therapies. 

The burden of coronary heart disease is not distributed evenly

throughout the population. In 1982, a WHO Expert Committee

stated that the main elements leading to heart disease were “an

inappropriate diet aggravated by physical inactivity,

overweight and cigarette smoking." In Ireland, the Kilkenny

Health Project found that there was a strong association

between social class and smoking, blood pressure, prevalence

of obesity and the knowledge of coronary heart disease risk

factors. The national 1999 SLÁN survey found that those in

the lower socio-economic groups were more likely to be

smokers, less likely to take physical exercise and have a more

unhealthy diet than those in the higher socio-economic

groups.

THE SITUATION IN CORK 
AND KERRY

There is some scope for optimism in that cardiovascular

disease has been on the decline in Ireland, as it has been

throughout the Western World. But it remains a major cause

for concern as it is still the single largest cause of death in

Cork and Kerry - 46% of all deaths. This is similar to the

national picture. Within this group coronary heart disease is

the major killer being responsible for one in four deaths in this

group, while stroke accounts for 9% of all deaths.

Over one third of deaths in men under 65 years of age

is due to heart disease (Fig 4.2).

One fifth of deaths in women under 65 years of age is

from cardiovascular disease (Fig 4.3). This is broadly in

line with the national trend. 

However, Irish men and women in this age bracket have

higher death rates from cardiovascular disease than any

of our EU colleagues (Fig 4.4).



For the past 15 years (Fig 4.5) Cork and Kerry have had

consistently higher Standardised Mortality Ratios (SMR)

for cardiovascular disease than the national average.

Kerry has a higher SMR than Cork. (The SMR is the

ratio of the actual number of deaths in a population to

the number of deaths one would expect if the population

had the same death rate as the standard population. The

national SMR for all Ireland that is used as a standard is

100. A figure over 100 is worse than the national average

and a figure less than 100 is better. It is a good simple

measure to compare areas at a point in time.)

Age specific coronary heart disease rates start to

increase at a younger age in men compared with

women and death rates are higher at all ages in men

compared with women (Fig 4.6). Nevertheless, the rise

is also steep in women.

The Southern Health Board has the highest SMR compared to

all other health boards (Fig 4.7).

TRENDS IN DEATH RATES 

The continuing improvement in mortality from heart disease is

seen here with a decrease of almost 25% over the past two

decades both nationally and regionally (Fig 4.8).  



Death rates were 22% lower in men and 18% lower in women

in 1998 compared to 1980 (Fig 4.9).

The fall in deaths from coronary heart disease has been mainly

in the younger age groups (0-64 years). Death rates for males

under 65 years have fallen by over 40% in Cork and Kerry

from 1980-1998 (Fig 4.10). 

The fall has been even more dramatic in females, with

a 54% reduction in death rates of Cork women and 55%

in Kerry during the same period (Fig 4.11).



MORBIDITY FROM HEART
D I S E A S E

There is evidence that the decline in death rates from

heart disease is due to both a reduction in the incidence

of the disease and a better survival rate in those who

develop the disease. In the United States it has been

estimated that 25% of the reduction in cardiovascular

mortality can be attributed to primary prevention, 50%

to treatment of acute conditions and cardiological and

surgical intervention, and 25% to secondary prevention

in those with the disease.

Treatments and interventions in cardiology have

improved dramatically over the past 25 years. Many

more people are now surviving from heart attacks and

are thus living longer. There are direct costs involved

here in terms of ongoing medicines and cardiac

interventions. However there are also wider social and

economic impacts - cardiac illness forces thousands out

of work each year. In turn, partners and children often

have to stay at home to care for them. 

ACUTE MYOCARDIAL INFA R C T I O N

About one half of deaths from myocardial infarction in the

community occur within the first two hours. This emphasises

the importance of a rapid response after the onset of

symptoms. Treatments are now available that will re-establish

blood flow through the blocked coronary arteries. However,

despite important developments in recent years the Southern

Health Board still has the second highest standardised

mortality rate in both males and females in Ireland (Fig 4.12).

Males in Kerry have higher standardised mortality rates for

acute myocardial infarction at all ages (Fig 4.13).



Premature death from heart attack is also higher in Kerry men

in the premature age bracket (0- 64 years of age) (Fig 4.14)

compared to men living in Cork or Ireland as a whole.

INTERVENTIONS IN THE
ASSESSMENT AND TREATMENT OF
HEART DISEASE

Many patients who develop heart disease need rapid and

specialist assessments; frequent investigations and

interventions are needed.  In many of this group of patients,

assessment must be carried out in hospitals that have the

facilities to provide such a service. As more patients present

for treatment, the demand for angiography, interventional

cardiology and cardiac surgery increases. The following is a

description of some of the specialist services that may be

performed when a patient presents with angina or heart attack.

CORONARY ANGIOGRAPHY

Dye is inserted into the arterial system of the heart and its

route visualised and recorded by radiographic techniques. It is

used to assess the extent and distribution of obstructive lesions

in the coronary arteries. This information is then used to make

decisions on the further intervention or treatments required.  

P E R C U TA N E O U S
TRANSLUMINAL CORONARY
ANGIOPLASTY (PTCA)

The purpose of PTCA is to widen a stenosed artery by

introducing and then inflating a balloon catheter.

Frequently, a device known as a stent, (a metal tube or

coil), is inserted in the coronary artery during the PTCA

procedure. The aim is to prevent abrupt closure of the

artery after the procedure and also to prevent restenosis

in the longer term.

CORONARY ARTERY BY PA S S
SURGERY (CABG)

In a CABG operation a section of artery or vein is used

to reroute the blood supply around the obstructed

segment of the coronary artery or arteries. This is a

major surgical procedure requiring several days in

hospital post surgery and several weeks convalescence. 

Information on procedure rates is available from the

Hospital Inpatient Enquiry System (HIPE). However, this

data is not complete as private hospitals do not provide

data. Hospital data pertaining to discharge diagnosis

and uptake of cardiac procedures may reflect regional

referral patterns and availability. There is substantial

variation in the rate of cardiac procedures carried out

throughout the country. Some people may have their

procedures carried out locally as where others may

travel outside their own health board. Angiography is

carried out in a number of hospitals but cardiac bypass

surgery is only performed in a number of hospitals in

Dublin and at Cork University Hospital.



A N G I O G R A P H Y

Coronary angiography is carried out in seven public

hospitals and two private hospitals in the country. There

were 12,961 such procedures carried out in hospitals

reporting to HIPE in 1998. However there is a wide

degree of variation both between and within health

boards in the rate of these performed. Men have this

procedure carried out more often than women (Fig 4.16). 

P E R C U TANEOUS TRANSLUMINAL
CORONARY ANGIOGRAPHY (PTCA)

Since it's introduction in 1977 angioplasty procedures have

increased exponentially. PTCA now exceeds the frequency of

CABG surgery (Fig 4.16). The increase in the numbers of this

procedures performed is largely due to important

developments in the technique itself and in lesion selection.

The use of stenting has markedly reduced the need for

emergency bypass surgery.

There were only 36 PTCA procedures carried out on persons

from Kerry in 1998 and only 8 women had this procedure (Fig

4.17). Some of the lower provision of this service to women in

the younger age groups may be as a result of a lesser need. In

the older women it may be due to the higher threshold of

referral. This picture holds true for coronary bypass surgery.



CORONARY ARTERY 
BY PASS SURGERY (CABG)

Compared to medical therapy available in the past, CABG has

been shown to improve symptoms of angina and in the quality

of life. The benefits have been found to be longterm. The

Southern Health Board had the second highest number of

operations carried out in 1998 (Fig 4.18). In general, the closer

a residence is to a tertiary centre the more likely a person is to

have a cardiac intervention.

Only 15.5% of cardiac procedures performed in the Southern

Health Board are on persons from Kerry (Fig 4.19). 

S U M M A R Y

The incidence of coronary heart disease is decreasing

throughout the Western World, as it is in Ireland.

However, set against a rise in population numbers it is

still a cause for concern. For both Irish men and women

under 65 years of age, the death rate from

cardiovascular disease is higher than any other

European country.

There are geographical variations relating to heart

disease in Ireland. The Southern Health Board has an

above average incidence. Even within the Southern

Health Board compared to Cork, Kerry men and women

have higher mortality rates and are less likely to have

cardiac procedures or surgery.

Many of the risk factors causing heart disease are

within the scope of the person themselves to tackle.

Small lifestyle changes can have big impacts on

outcomes. Damage to coronary arteries begins in the

teenage years and therefore education and good habits

must be taught early.



THE S E X U A L
H E A LTH O F
OUR PEOPLE

c h a p t e r f i v e

Key features

* Birth rates on the increase 

* Teenage pregnancies and births

outside marriage rising

* Increasing numbers of sexually 

transmitted diseases 

* More younger people attending 

the GUM clinic

* HIV a heterosexual problem

* Addressing these problems require 

the commitment of a range of

agencies and professionals

A healthy enjoyment of one's

sexuality is an integral part of the

human experience. The last three

decades have seen a number of

unprecedented social changes, which

have had a profound bearing on attitudes

towards and the expression of sexuality.

These changes have had profound effects on

the Irish population, such as declining family

size and a rise in births outside of marriage.

The growth in women's rights and gay right

movements has resulted in legislative changes in

the area of contraception, homosexuality and the

provision of information on termination of

pregnancy.



SEXUAL ACTIVITY AND
C O N T R ACEPTIVE USE IN IRELAND
AND THE SHB REGION

Accurate information on sexual activity is difficult to obtain.

We must rely on self-reported activity via questionnaires,

which are open to bias. With this proviso in mind, there have

been a number of surveys carried out on sexual activity in

Ireland.

A study of Galway school going teenagers in 1994 found that

21% stated that they had had sexual intercourse, the mean age

for first activity being 15.5 years. 28% of those surveyed had

not used contraception at first intercourse. A more recent

survey in Cork, which surveyed teenagers from mixe d

backgrounds (though predominantly third level or early school

leavers) in 1997, found that 22% of females and 32% of males

had had sex by the age of 16 years. A quarter of these had not

used any form of contraception at last intercourse.  These

surveys indicate that a significant proportion of our young

people are having sex earlier and without adequate protection.

A national survey of the health needs of 2,988 women, aged

between 18 and 60 years, was carried out by the Economic and

Social Research Institute (ESRI). In this study, two out of every

three women were sexually active. Ninety percent of married

women were active, compared to 26% of single women and

18% of those who were separated, divorced or widowed. Thirty

one percent of these women did not use any form of

contraception. However this varied by marital status, where

one third of sexually active married women did not use any

family planning, compared with one-tenth of sexually active

single women. 

Three times as many married women as single women do not

use any form of contraception. The use of natural methods is

almost non-existent in single women. Regardless of marital

status, the older the woman, the more likely she is to use

natural or no method of contraception. Of those who used a

method of family planning, condoms were the preferred

method (Table 5.1). 

Table 5.1  

Method of Family Southern Health All Ireland
Planning Used Board

Natural 13.6 14.1

Coil/IUD 3.0 2.2

Diaphragm 0.1 0.9

Withdrawal 1.4 1.4

Combined Pill 15.1 16.6

Mini Pill 4.8 5.4

Condom 23.7 22.4

Sterilisation 9.8 5.9

None 28.5 30.9

Source: Women and Healthcare in Ireland, 1996

Drug and alcohol use have been shown to increase the

chance of unprotected sexual activity, which may lead to

unwanted pregnancy and sexually transmitted infection.

A study carried out in the Southern Health Board (1996)

on drug and alcohol use in young people, showed that

44% of the under 18 age group were current drinkers and

72% of these had ever been drunk. The SLÁN (1999)

Survey reported a shift in drinking patterns. 34% of boys

and 24% of girls were current drinkers. More than 50%

of children surveyed had drunk alcohol prior to the ages

9 - 11 years old.



B I R T H S

Both regional and national birth rates declined up to 1995 (Fig

5.1). However, since 1995, rates have begun to climb again.

There were 7,743 babies born in Cork and Kerry in 1998,

which was 14% of the total number of babies born that year

in Ireland. 

The best measure of fertility over time is the Total Fertility

Rate (TFR), which is the expected number of births per woman,

if the age specific rates applicable to a given year were to

remain unchanged throughout a woman's fertile years. The

replacement of the population requires a TFR of 2.1. There has

been a dramatic drop in TFR over the past two decades and the

TFR is currently running below the replacement rate both

regionally and nationally (Fig 5.2).

The changes in social attitudes and behaviour have led to an

increase in the number of unplanned pregnancies in Ireland

and elsewhere. 



T E E N AGE PREGNANCY

Young mothers and their babies are at a higher risk of both

social and health problems. Teenage birth rates have been

falling since the early 1980s, both locally and nationally (Fig

5.3). In 1997, Ireland had the 4th highest rate of teenage births

in the European Union (12.7 per 1,000 girls). The United

Kingdom has the highest rate (22.9 per 1,000 teenage girls)

and Switzerland has the lowest (4.0 per 1,000 teenage girls).

Rates for the Southern Health Board are lower than the

national rates.

However, there is little room for complacency.  Table 5.2 shows

that between 4 and 6 babies are born every year to a mother

that is under 16 years old in the SHB and over 4% of births

are to 16-19 year olds.

Table 5.2. Births to Teenage Mothers by Age Group, 

SHB, 1992-1996

S H B S H B Total births
< 16 years (%) 16-19 years (%) S H B

1 9 9 2 6 (0.08) 296 (4.0) 7 3 91

1 9 9 3 6 (0.08) 294 (4.1) 71 3 3

1 9 9 4 6 (0.08) 263 (3.7) 7101

1995 4 (0.06) 309 (4.3) 7080

1996 4 (0.05) 333 (4.5) 7396

Source: Report of the MWHB Department of Public

Health, 1997



T E R M I N ATION OF PREGNANCY (TOP)

The number of Irish women travelling to the U.K. for

termination of pregnancy is difficult to quantify. Only those

who give an Irish address are recorded by the U.K. Office for

National Statistics as being of Irish origin.  Therefore, the

figures reported are probably a significant underestimate of

the true situation. 

Table 5.3  Number of women giving Irish addresses 

who had terminations in Great Britain, 

by age group between 1989-97

Year All Ages Under 20 20 -34 35+ Unstated

1989 3,721 588 2,624 509 --

1990 4,064 667 2,881 516 --

1991 4,152 700 2,876 576 --

1992 4,254 716 2,994 544 --

1993 4,400 659 3,162 579 --

1994 4,592 628 3,388 579 --

1995 4,529 698 3,264 567 --

1996 4,894 766 3,586 541 1

1997 5,336 822 3,862 652 --

Source: UK Office for National Statistics cited in IFPA

submission to the Interdepartmental Working Group on

Abortion 1998

BIRTHS OUTSIDE MARRIAG E

While there has not been a significant increase in

teenage births in Ireland over the last two decades,

there has been a major increase in births outside

marriage (Fig 5.4).  In 1947, the annual report on vital

statistics reported 2,348 “illegitimate" births, equivalent

to 3.4% of total births. The proportion of births outside

marriage has now risen to over 25% of all births and

the proportion born outside marriage to women under

20 years is over 95%. Cork City, as is common in urban

settings, has a significantly higher proportion than the

national average.



S E X U A L LY TRANSMITTED
INFECTIONS (STIs)

In line with international trends, there has been a large

increase in the numbers attending the Southern Health Board

Genitourinary medicine (GUM) clinic, which is based in Cork

(Fig 5.5). A GUM clinic opened in Kerry in 2000.

Some of these increased attendances may be explained by

developments in the clinic in the late 1990s such as the

appointment of an Infectious Disease Consultant, an increase

in the number of clinics on offer and in the number of

ancillary para-medical staff. However, these improvements are

unlikely to have resulted in the doubling of numbers seen

since 1993.

The age profile of attendees has remained fairly constant until

the latter half of the 1990s. The age range has shifted

downward with more of the attendees now in the 20 - 29 year

age group (Fig 5.6). There has been a fall of 10% in the 30-39

year age group.



This change can also be seen at national level (Table 5.4). In

1989, genital warts comprised of 19% of the total notifications

to the Department of Health and Children. This had risen to

39% in 1998. Unlike international trends, however, there has

not been a drop in the proportion of gonorrhoea notified to the

Department. 

Table 5.4  Notifications of all infectious diseases to the

Department of Health and Children, 1989-1998

Disease 1989 1992 1995 1998

N o s.    (%) N o s.    (%) N o s.    (%) N o s.    (%)

Genital wart 505    (19) 1066    (27) 1972    (38) 2886    (39)

HSV 78     (3) 125    (3) 198    (4) 243    (3)

Gonorrhoea 27     (1) 51    (1) 91    (2) 125    (2)

Chlamydia 174    (7) 192    (5) 245    (5) 646   (9)

Syphilis 12    (0.5) 20    (0.5) 11  (0.2) 15   (0.2)

Other 1,785 (69.5) 2,450  (63.5) 2,642  (50.8) 3,521  (46.8)

Total 2581  (100) 3904  (100) 5159  (100) 7436  (100)

Source: DOHC, 1999

The World Health Organisation (WHO) reports that worldwide

one in 20 teenagers contracts a sexually transmitted infection

(STI) each year. They cite reasons which include earlier

physical maturation and sexual activity, less condom use and

higher incidence of prostitution. Problems include onset of

STIs during years of experimentation (and higher rate of

partner change), asymptomatic nature of many STIs leading to

lack of awareness of infection, and association of increased

HIV transmission with some STIs.

The number of new cases of chlamydia fell in the early

nineties but have increased dramatically in the past

three years. The number of cases of gonorrhoea fell

from the mid eighties but has been increasing recently

(Fig 5.7). No case of syphilis was diagnosed in the clinic

in 1999.

As seen internationally, there has been a substantial

increase in the numbers of new viral cases, particularly

genital warts, presenting to the clinic (Fig 5.8)



H I V

Surveillance figures suggest an increasing prevalence of HIV

infection in the heterosexual population in Ireland.  Figure 5.9

shows the number of new HIV infections per year in Ireland

by mode of transmission. A shift in the mode of infection from

intravenous drug use to sexual spread is apparent. Young men

are more likely to take risks and are thus more likely than

young women to get infected. 

There is a significant increase in the numbers of men diagnosed

with HIV between the ages of 26-45 years with almost five

times as many positive male cases as female (Fig 5.10). 

The national anonymous HIV testing programme of

pregnant women shows an increasing prevalence of

infection while the numbers of those found to be

infected remains low overall (90 cases diagnosed up to

4th Quarter 1998) (Fig 5.11). The unlinked screening

programme gives an indication of the prevalence of

HIV infection in the heterosexual population in Ireland.



CERVICAL CANCER

Eighty-two Irish women died from cervical cancer in

1996 and 999 were diagnosed as having cervical

cancer, 21% having invasive disease.  Almost a third of

all those women diagnosed with invasive cervical

cancer were less than 40 years of age. All of the

evidence so far, suggests that cervical cancer is

essentially a preventable disease. Early age of first

intercourse, multiple sexual partners, cigarette smoking,

the use of the contraceptive pill and the presence of a

sexually transmitted disease increase the risk of cervical

cancer.

The overall mortality from cervical cancer has remained

steady over the current decade.

Rates in the Southern Health Board region are lower

than the national rates (Fig 5.12).

Looking at the incidence of cervical cancer, the rates in

Cork and Kerry are again lower than the national rates.  

Table 5.5  Yearly average age adjusted incidence rates of

cervical cancer, 1994 - 1996 (European standard population)

Average Invasive cases Average all All cancer
invasive cases per 100,000 cancer cases cases per 
1994 - 1996 1994 - 1996 100,000

Cork 19 10 94 46

Kerry 7 12 24 42

Ireland 178 10 922 50

Source: National Cancer Registry, Ireland, 1996 

CHALLENGES 

Unfortunately, the conclusions that emerge suggest that many

of our behaviours may be a cause for concern, as disease and

pregnancy result from unsafe practices. Surveys suggest that a

significant proportion of our young people are having sexual

intercourse younger, often without adequate protection. This is

borne out by the rising numbers of new cases of sexually

transmitted diseases and in the number of women travelling

abroad for terminations. Births outside marriage have also

soared. Cervical cancer, which is a longterm sequel of unsafe

sexual practices, is currently stable, but this may change as the

current cohort of young women age. Sexually transmitted

diseases cause significant morbidity, such as pelvic

inflammatory disease and infertility, which cannot be

overlooked. The rising trend for heterosexual transmission of

HIV is also worrying. 

Sexual activity among our young people cannot be

approached from one perspective alone. In order to address the

issues of unplanned pregnancy and sexually transmitted disease

the commitment of a range of agencies and professionals is

n e c e s s a r y. A clear focus on the reduction of one or more sexual

behaviours is needed. This needs to be appropriate to the age,

sexual experience and culture of young people. Relationships

and Sexuality Education (RSE) programmes are currently being

introduced into primary schools. However, a significant number

of young people have already left school having received little

or no sex education. There are also a number of young people

who are potentially at risk of leaving school early and therefore

will not complete the RSE programme. Secondary preventive

measures such as screening for cervical cancer, adequate

treatment and contact tracing of sexually transmitted diseases

are also important. Health care services should be constantly

reviewed and developed so that they are accessible and

acceptable to young people.



H E A LTHY 
M I N D S

c h a p t e r s i x

Key features

* Change in admission pattern

* Depression, alcohol and schizophrenia - 
68% admissions

* Men higher admission rates than women

* Marriage is protective

* Development of community services



I N PATIENT PSY C H I ATRIC CARE

In 1998 there were 25,295 adult admissions to Irish psychiatric

hospitals. Twenty eight percent of these were first admissions. 

The pattern of admissions has changed somewhat in recent

decades. The doubling of admissions experienced between

1965 and 1985 has declined somewhat since. However, first

admissions have increased slightly since the mid sixties (Fig

6.1).

Depressive disorders, alcoholic disorders and schizophrenia

combined made up 68% of all admissions in 1998 and the

pattern of illness varied by gender, age group, marital status

and occupation.

Most admissions are short term with 29% of patients being

discharged within one week, and 70% within one month.

I N T R O D U C T I O N

We tend to take mental health for granted in our daily

life. Yet there is a range of mental conditions, that bring

distress both to ourselves, and to others. These range

from personality traits and anxiety states to serious

psychoses such as depression and schizophrenia, and

ultimately to brain failure in the dementias. These are

classified as mental illness. They are distinct from

learning disabilities, which used to be called mental

handicap and require separate services, although 30%

of those with learning disabilities may show disturbed

behaviour.

This chapter details aspects of mental health in the Cork

and Kerry region. The Health Research Board Report on

in-patient and community psychiatric services is

summarised; results of suicide research conducted by

the Department of Public Health and data from the Cork

and Kerry Drugs and Alcohol services are presented.



Admission rates were highest in the NWHB and least in the

NEHB (Fig 6.2).

Internationally it is well recognised that patterns of psychiatric

illness vary depending on a number of factors. Both national

and SHB regional in-patient admission levels reflect this.

Gender is the first variable (Fig 6.3). We can see that males

have higher admission rates than females. This trend holds

true for all ages.

All admission rates were highest for ages 45-54 years

while first admission rates were highest for ages 25-34

years (Fig 6.4).

Being married is protective against admission to a

psychiatric hospital, with single people being between

twice to three times as frequently admitted compared to

those who are married. This is particularly true for

single men. The level of admission for widowed people

lies in between that of married and single people. 



A person's life circumstances obviously impact on their mental

wellbeing. This is clearly illustrated in admissions to

psychiatric hospitals in Cork and Kerry (Fig 6.5). Admission

rates were highest for unskilled occupations and lowest for

employers and managers, with the former being five times

more frequent than the latter. In general poor financial means

and status are related to mental ill health.

The relationship of occupation to mental illness is a complex

one. Table 6.1 illustrates that the burden of more debilitating

conditions falls disproportionately on those who are less

privileged socio-economically.

Table 6.1  SHB Psychiatric Admission Rates.  

1998  -  Socio-Economic Groups

High risk Low risk

Schizophrenia Unskilled Employer/Manager

Depression Non-manual Employer/Manager

Neuroses Higher professional Agricultural workers

Self-employed

Alcohol Unskilled Farmers/Lower pro f e s s i o n a l

Source: NPIRS,1998

The main diagnoses in the SHB area were depressive disorders,

alcoholic disorders, schizophrenia and mania. This is broadly

in keeping with the national picture (Fig 6.6). Admissions

categorised as alcoholic disorder may be lower than the

national norm because of alternative outpatient options in

Cork and Kerry.



There were almost a quarter of a million attendances at

outpatient departments in Ireland in 1998. There was some

variation between health boards with the highest attendance

for the Eastern Health Board and the lowest in the Mid

Western Health Board. The Southern Health Board had the

second lowest rate of clinic attendance.

COMMUNITY PSY C H I AT R I C
S E R V I C E S

Psychiatric illness is now being dealt with in the community

and at primary care level. The rates of out patient attendance

are 10-12 times greater than for hospital admission.

The principles of an effective Community Mental Health

Service include:

•Community Mental Health Centres, which are locally 

accessible to patients and carers. 

•Multidisciplinary teams provide a range of services, which 

include crisis intervention, long term support of severely 

mentally ill in their own homes or in group homes 

or hostels. 

•Active patient participation in developing the services. 

It is essential that there is cooperation between all agencies

and this is made possible by using care plans and a “key

worker" for each case.

DRUG AND ALCOHOL SERVICES



In the SHB drug and alcohol services have been

developed in the last 10 years, based on the Minnesota

Model where patients entering the programme must be

drug free and must remain so throughout the treatment.

The SHB has a computerised data collection system,

which records the characteristics of the service.

In 1999, 645 clients were treated with a male: female

ratio of 2 : 1.

The major drugs of abuse are shown in table 6.2.

Alcohol was responsible for almost 70% of patients

admitted to these centres.

Table 6.2  Admissions to Drug Treatment Centres 

in SHB - 1999

Number of admissions Percent

Alcohol 440 68.2%

Cannabis 111 17.2%

Stimulants 51 7.9%

Hypnotic/Sedation 19 2.9%

Opiates 18 2.8%

Inhalants 6 0.9%

Total 645 100%

Source: Substance Abuse Database, SHB 1999

SUICIDE IN 
SOUTHERN HEALTH BOARD 

Suicide is the principal cause of death in men aged 15 to 35

years, surpassing in recent years, the number of deaths from

road traffic accidents. Data from the Central Statistics Office

indicates that 400 to 500 suicides occur nationally per year.

These are events which bring great sadness and shock to

families and communities.

Preliminary information relating only to the Southern Health

Board, is available on a detailed analysis of suicides in 1997

and 1998. There were 95 deaths in Cork and Kerry in 1997 and

91 deaths in 1998. 

Of the 186 deaths by suicide, 80% were in males. Figure 6.7

indicates the pattern of male predominance in this cause of

death. This mirrors the national picture.

There is some variation within Cork and Kerry with the highest

rates for Cork City (Fig 6.8) and the lowest rate for South Cork,

excluding the city.



Thirty percent of men were aged 16-25, and 56% of men were

aged under 36. The peak age groups for women were 26-35

and 46-55 (Fig 6.9). This is clearly a problem that is centred

especially in young men, facing stress, isolation, and

experiencing hopelessness.  They may see no effective sources

of help, and act on impulse using lethal methods.

TAKING ONE'S  OWN LIFE

While means of suicide vary somewhat from males to

females, hanging and drowning account for three

quarters of male suicides and two thirds of cases in

women (Fig 6.10). Overdoses of medication then

account for another 25% of female suicides.

SUICIDE PREVENTION

The National Task Force Suicide Report was published

in 1998. This made a number of recommendations for

change in existing structures and policies in the health

services. The aims of the strategy are to intervene at

three levels

•Prevention
•Intervention
•After Care 

This is being implemented by suicide prevention teams

throughout Cork and Kerry.



THE DEMOGRAPHY OF
OUR PEOPLE

The population of the Cork Kerry region has

increased by almost 95,000 people in the past

three decades. There has been a significant drop in

the numbers of children, with an increase in the

older age groups. Population projections suggest

that this trend is set to continue at least into the

first quarter of the 21st Century.

D E P R I VAT I O N

Twenty five percent of the population is deemed

to be deprived, but there is great geographical

variation in levels of deprivation. Half of the

people of Cork City are deprived with this group

concentrated in certain small pockets within the

City. People living in rural parts of Kerry are more

deprived than their Cork County neighbours.

M O R TA L I T Y

The death rate is falling in Cork and Kerry as it is

n a t i o n a l l y. Despite this favourable downward

trend we remain above the EU average. The main

causes of death remain diseases of the circulatory

system and cancer. Kerry people also have better

mortality figures for deaths from cancer and the

trend has remained fairly stable in the Southern

Health Board over the past decade. Lung cancer is

responsible for 22% of cancer deaths in men and

breast cancer for 20% of female cancer deaths.

Premature mortality is also improving in the

region, with figures for Kerry consistently below

the national average. Suicide and Road Traffic

Accidents are a worrying cause of premature

deaths especially in young males.

C O N C L U S I O N S
c h a p t e r s e v e n

part  four



I N F E C T I O N S

Infectious diseases continue to be a cause for concern with an

increase in notifications of meningococcal disease. This is a

cause of significant morbidity and half of the cases occurred

in children under 5 years old. The introduction of a vaccine

against Group C meningococcal disease in the Autumn of

2000 is encouraging as one third of cases in Cork and Kerry

last year was caused by this strain. Vaccine preventable

illnesses continue to be a challenge and we note that uptake

of MMR was low at 73%. Fortunately, notifications of vaccine

preventable diseases such as measles, mumps and rubella were

also low during 1999.

Campylobacter infection has increased while there has been a

decrease in the notification rate for Salmonella. Eighty percent

of human salmonella isolates were made up of two serotypes,

Salmonella typhimurium and Salmonella enteritidis. We had

only four foodborne outbreaks in 1999.

The incidence of Tuberculosis continues to fall in the Southern

Health Board despite a school cluster in North Cork. This

cluster was managed by an Outbreak Management Team and

preventative measures that were put in place succeeded in

effectively controlling further spread. 

K O S OVARS 

The Southern Health Board accommodated a large group of

Kosovar refugees and provided health screening to this

population. Health screening uptake was excellent and the

incidence of disease identified was low. An immunisation

programme was offered and again uptake was in the high

90%. Almost all refugees have now returned to their own

country.

H E A LTHY HEARTS 

Life expectancy has increased dramatically over the past

century and mortality from all causes has fallen. However,

death and especially premature death from heart disease,

remains a major cause for concern. Heart disease kills

approximately half of the population and is a major cause of

morbidity. Men develop heart disease younger than women,

and death rates are higher for men of all ages.  Kerry

males have a significantly higher fatality rate from

heart attack than their Cork neighbours. 

A decrease in incidence and better survival has resulted

in the reduction in death rates due to heart disease.

Primary and secondary prevention are successful and

require lifestyle change and preventative therapies in

those with identifiable risk factors. 

Treatments and interventions in patients with heart

disease are improving. There has been an exponential

increase in the number of cardiac procedures carried

out on people from Cork and Kerry since the beginning

of the last decade. However, there is considerable

geographical variation with only 15.5% of these cardiac

procedures performed on Kerry men and women. 

The Southern Health Board has developed a 5 year

Action Plan to address the above average morbidity and

mortality from heart disease in Cork and Kerry.



SEXUAL HEALTH 

Attitudes towards and expressions of sexuality have

changed greatly over the past thirty years. The birth

rate had fallen until recently but it has risen over the

past five years. The number of births outside marriage

is increasing with 25% of all births in the Southern

Health Board to unmarried women. A dramatic increase

in teenage births has also occurred. Increasing numbers

of women are travelling abroad for terminations of

pregnancy but detailed information on these is difficult

to obtain. 

We do not have precise information on sexual activity

of our young men and women. We do know that there

has been an increase in the numbers of people

attending the GUM clinic in Cork, with sexually

transmitted infections. The number of people in the

younger age groups has increased, with a decrease in

attendance of persons in their thirties. Infections such

as chlamydia and gonorrhoea, which appeared to be on

the decline are again on the increase. HIV is increasing

in prevalence in our heterosexual population. Young

men appear to be at a greater risk than young women,

probably due to the fact that they are more likely to

engage in unsafe practices.

Cervical cancer, which is essentially preventable, causes

significant morbidity and mortality in women. One

third of cervical cancer deaths occurred in younger

women. 

Sexual activity among our young people cannot be

approached from one perspective only. In order to

address the issues of unplanned pregnancies and

sexually transmitted infections the commitment of a

number of agencies and professionals is necessary.

H E A LTHY MINDS

Much emphasis is placed on physical wellbeing and morbidity

and mortality data is fairly comprehensive. A healthy mind is

equally important as a healthy body. However, information is

only available on severe mental illness. Many psychiatric

illnesses go undiagnosed and may cause significant stress to

the individual or his/her family. The family GP deals with

mental illnesses in his/her practice on a daily basis and we do

not have information on this. Information is available only if

a person attends a psychiatric service as an in-patient or out-

patient. 

Men are admitted to psychiatric hospitals more often than

women. Single and widowed men are at an increased risk of

developing a psychiatric illness. The highest admission rates

are for alcoholism, schizophrenia and depression. Admissions

to hospitals have decreased over the past 15 years while

community psychiatric services have developed. The provision

of day centres and support units has allowed earlier hospital

discharges. 

S U I C I D E

Tragically ninety-one people took their own lives in the

Southern Health Board in 1998. It is the principal cause of

death in young men aged 20-35. They are four times more

likely to commit suicide than women and they tend to choose

more violent methods.

The reasons why a person chooses to end one's own life are

often not known. Families find it difficult to cope and come to

terms with the death. The National Task Force Suicide Report

has made a number of recommendations to change policies

within Health Boards in an attempt to intervene and prevent

suicide.



Mortality (1998) SHB Ireland

Total deaths 5,029 31,352

Crude death rate 9.0 8.5

(deaths per 100,000 population)

Standardised Mortality Ratios

All causes, all ages 102.99 100

All causes, 0-64 102.41 100

Circulatory diseases, all ages 106.45 100

Cancer, all ages 100 100

Respiratory diseases, all ages 97.74 100

Injuries and poisonings 110.21 100

YPLL* Per 10,000 Equivalent Population (1998)

All causes, males 0-64 per 10,000 male 

population 0-64 years of age 498.5 485.1

All causes, females 0-64 per 10,000 

female population 0-64 years of age 239.79 257

*YPPL = a measure of the extent of avoidable mortality.
Death at an age less than would be expected means a loss of
potential years of life. YPLLs measure the number of years
lost by an individual had he or she lived their full life span.

Childhood Mortality Data (1998) SHB Ireland

Neonatal mortality rate 3.23 4.33

(deaths in the first month of 

life per 1,000 live births)

Infant mortality rate 5.3 6.16

(deaths in the first year of 

life per 1,000 live births)

Morbidity Data SHB Ireland

Crude hospital discharge rate - all ages 181.27 184.88

(per 1,000 population)(1998)

Incidence of cancer, all ages 613.2 591.5

(crude incidence rate per 

100,000 population) (1997)

Incidence of tuberculosis, all ages 14.3 (1998) 11.7 (1997)

(notified cases per 

100,000 population)

Incidence of meningococcal disease, all 11 11.6

ages (definite cases per 100,000) (1999)

KEY HEALT H
DATA

c h a p t e r e i g h t

SHB Ireland

Population (1996)

Cork 420,510

Kerry 126,130

Total 546,640 3,626,087

0-14 years of age 128,006 859,424

Over 65 years of age 66,127 413,882

Dependency ratio* 0.55 0.54

* Dependency ratio = the ratio of the population aged under 15 and over

65 to the rest of the population (aged between 15 and 64).

Socio-Economic Data SHB Ireland

% %

% Social Class 5 + 6 21.3 21.3

% Unemployed (Nov 98) 6.3 6.4

Birth Data (1998) SHB Ireland

Total births 7,743 53,551

Crude birth rate 14.2 14.5

(live births per 1,000 population)

Total fertility rate 1.93 1.92

(expected number of births per woman if age specific rates in 1998 were

to remain unchanged)

Teenage birth rates 14.59 18.55

(live births among females < 20 years

of age per 1,000 corresponding population)

Lone parent families with children 

< 15 years of age as a percentage 

of all families (1996) 13.1 13.8
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