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FOREWORD
The health of each man, woman and child in Cork and Kerry

is precious. Our health needs to be protected, it needs to be

promoted, it needs to be restored, and it needs to be

maintained.

This health status report documents trends in our

population’s health. It compares us with other regions and

populations. It identifies the major threats to our health and

how we might prevent or diminish morbidity and mortality.

As a population we face new threats and familiar foes: the

emergence and resurgence of infectious diseases. The ever

increasing burden of chronic diseases means thousands of

people in Cork and Kerry are living each day with chronic

disease. The impact this has on affected individuals, their

families and health services is enormous.

Heart disease, cancer, diabetes and other chronic conditions

now account for 70% of all deaths here and for one third of

the years of potential life lost. These rising rates of heart

disease, cancer and diabetes reflect the impact of tobacco

use, alcohol consumption and poor dietary habits.

High-risk behaviours also rob our children of healthy futures.

Intentional and unintentional injuries/poisonings (including

suicide) account for approximately 42% of deaths among

young people under 35 years of age. This tragedy is

compounded by the fact that these deaths are largely

preventable.

Health is valued but rarely fully appreciated. The return on

the large investment of financial resources and human effort

in the field of health cannot be measured in monetary terms

but can, and should be, measured in terms of improvement

in population health status.

This report highlights key issues affecting our health and

presents challenges, which must be met if we are to improve

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

Dr. Elizabeth Keane,

Director of Public Health.
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c h a p t e r o n e

part  one

POPULATION
HEALTH AND
DEMOGRAPHY
This chapter outlines the characteristics of the Southern Health

Board population, the main causes of ill health (morbidity) and

the major causes of death (mortality). 

POPULATION DATA

Population data are provided regularly by the Central Statistics

Office (CSO). The last comprehensive census was undertaken in

1991. An interim census was undertaken in 1996 and the next

complete census will be undertaken during 2002. Population

information is also collated by the CSO in an ongoing manner

using routine data sources such as vital statistics (births and

deaths), immigration and emigration information, as well as other

national sources. Utilisation of this data allows the CSO to update

its information annually and to make population estimates. 

THE POPULATION PYRAMID

The population pyramid is used to graphically demonstrate the

distribution of males and females by age group in the

population. The relatively narrow lower sections of the

pyramid, when compared to the 15-30 year old age group

sections, reflect the decreasing birth rate in the region over the

past couple of decades. In the older age groups (the top of the

pyramid) females outnumber males. This difference is associated

with longer life survival of women in general (Fig 1.1). 

Fig 1.1 Population Pyramid SHB April 2000*
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POPULATION GROWTH

The population growth of the Southern Health Board region

brings new challenges. Some of this growth is related to an

increase in birth rate as well as immigration into the region

since the mid 1990s. The Southern Health Board region has

experienced an increase in birth rate since the mid 1990s. The

crude birth rate for 2000 was 13.9/1000 populations, slightly

less than that reported nationally (14.4/1000). 

CHANGING DEMOGRAPHICS

The Southern Health Board region has seen a marked change

in the demographic characteristics of the population,

particularly in age profile, over the past 50 years. Our older

population continues to increase. Even over the past 5 years

there has been a 15% increase in the proportion of the

population aged 85 years and older. The increase in the elderly

population has long-term implications relating to health and

social service needs in the region (Fig 1.3).

POPULATION PROJECTIONS

Population projections for the year 2031 estimate that

an additional 120,254 people may be living in the

region, an increase in population of just over 25% from

current levels. The proportion of those in the 65+year

age group is estimated to increase from the current 12%

level to 21% in 2031. The proportion of children under

15 years of age is expected to decrease to 16% from the

current level of 23%. Such a dramatic shift will have

major implications for health service provision (Fig 1.4). 

DEPENDENCY RATIO

Up until recently, many older people were looked after

by younger family members. This may change in the

future. Falling birth rates and smaller family sizes mean

fewer young people are likely to care for the elderly.

Additionally, the increase in separation and divorce

rates, increased numbers of adults in full-time

employment and increased mobility all mean fewer

people to care for the elderly. 

The dependency ratio is used to measure the ratio of

dependent persons (children < 15 years of age and

adults > 64 years of age) to non-dependent persons in

the community. The higher the ratio the more

dependents there are in that population. The

dependency ratio in the SHB is 0.55 (national 0.54). The

ratio in Kerry is higher at 0.6. It is estimated that by

2031 the dependency ratio for the region will increase

to 0.61.
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Fig 1.2 Crude Birth Rate, Ireland and SHB, 1988-2000
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Fig 1.3 Percentage Population Change 1996 to April 2000*
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Fig 1.4 Population distribution by age groups, SHB,1996-2031*

*Provisional Data Source: CSO
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CHANGES IN IMMIGRATION
PATTERNS 

Irish immigration and emigration patterns have

dramatically changed over recent years. Since 1996 the

majority of immigrants to Ireland have come from the

United Kingdom. However most recent provisional data

from the year 2001 reported an increase in the number

of immigrants from EU countries and other parts of the

world (Fig 1.5). 

The number of people seeking asylum in Ireland has

increased dramatically in recent years (Fig 1.6). In

August 2001, 972 asylum seekers were in receipt of

direct provision (by the state) in Cork and Kerry.

However, most recent data from 2001 indicates that the

number of people seeking asylum is decreasing. 

MORTALITY 

5,275 people died in the SHB in 1999, giving a crude death

rate of 9.34/1,000 populations. This rate is slightly higher than

the national figure of 8.46/1,000 (Table 1.1).

Table 1.1 Numbers and Death rates for Males and Females, SHB

and Ireland - 1999

Males Females Total
No. Rate/1,000 No. Rate/1,000 No. Rate/1,000

Cork 1979 9.16 1869 8.56 3848 8.86

Kerry 781 11.86 646 10.06 1427 10.97

SHB 2760 9.79 2515 8.9 5275 9.34

Ireland 16480 8.86 15203 8.06 31683 8.46

Source: PHISV4 2001

The overall mortality experience in the SHB region is similar

to the national experience. The direct standardised death

(mortality) rate in Cork and Kerry has been falling over the

past decade, in line with the decrease seen nationally (Fig 1.7).

The direct age-standardised death rates (DSMR) are calculated

using the World Health Organisation's European standard

population figures. The calculation of death rates in this

manner takes into account the difference between populations

with respect to other variables, including age and sex, thereby

making comparisons between different geographical areas

more accurate.

There has been a downward trend in the premature death rate

(deaths under 65 years of age) over the past 10 years. While

Kerry has somewhat lower rates than those seen nationally,

Cork has marginally higher rates (Fig 1.8). 
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Fig 1.5 Immigration to Ireland by Region of Origin,
          1996 & 2000*

*Source: CSO, 1996-2001(provisional data)
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Fig 1.6 Asylum Applications in Ireland, 1992-2000

*Source: Integration Agency, Dublin, 2001
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Fig 1.7 Trends for all Causes of Mortality 
           Males (all ages) 5-Year Moving Averages 1989-1999

Source: PHISV4 2001
* DSMR: direct age standardised death rates standardised to World Health 

Organisation's European standard population, based on a 5-year moving average
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Ireland has a consistently higher standardised death rate for
mortality (all ages) as well as premature mortality (0-65 years
of age) compared to the respective EU national average. This
difference is found in both males and females (Fig 1.9). 

For the major disease categories, Ireland has higher

standardised death rates than the EU average. This is

particularly evident among deaths related to respiratory and

circulatory system diseases (Fig 1.10). 

PRINCIPAL CAUSES OF
DEATH IN CORK, KERRY 
AND IRELAND

The principal causes of death in the SHB region are

demonstrated in Fig 1.11. The principal causes of deaths

in Cork and Kerry are circulatory system diseases,

cancer, diseases of the respiratory system and

injuries/poisonings. The proportion of deaths related to

these diseases is similar to that found nationally 

(Fig 1.12). 
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Fig 1.8 Trends for all Causes of Mortality (0-64 Years)
           5-Year Moving Averages 1989-1999

Source: PHISV4 2001
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Fig 1.9 WHO Comparison of Ireland with EU national
           average for standardised death rates, 1996
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CIRCULATORY DISEASE

Circulatory disease accounts for the majority of deaths

both nationally and in Cork and Kerry. Although the

death rate associated with circulatory disease has been

decreasing country-wide since 1989, death rates in the

SHB are higher than those seen nationally (Fig 1.13). 

CANCER 

Cancer is the second most common cause of death in

the SHB region. Standardised death rates in Cork exceed

national figures while rates in Kerry are substantially

lower than national rates (Fig 1.14). Cancer morbidity

and mortality are discussed in greater detail in a later

chapter of this report. 

RESPIRATORY DISEASES

Deaths associated with respiratory disease account for 15% of

deaths in the SHB region. Rates in both Cork and Kerry are

lower than national figures. Since 1995 the rate in Kerry has

increased, and is nearing the national rate (Fig 1.15).

INJURIES AND POISONINGS

Deaths from injury or poisoning, although accounting for a

minority of deaths (5%) in the Southern Health Board region,

are important because all are potentially preventable. The

current standardised mortality ratio (SMR -see note *) for this

category of death in Cork and Kerry is high at 107.65. However

the rate in Kerry far exceeds that of Cork (SMR 113.62 vs.

105.8 respectively). The SMRs for both men and women in the

region are higher than those seen nationally.

* SMR refers to the ratio of observed to expected deaths multiplied by
100. A ratio of more than 100 indicates a poorer mortality in the
observed population compared to the standard population 
(e.g. national population), an SMR less than 100 indicates a better
mortality. 

During the 5 year time period of 1995-1999 suicide was the

most common cause of death in the injury/poisoning category

(416 suicide deaths), followed by deaths related to road traffic

accidents (300 deaths) and falls (212 deaths). Deaths associated

with injury or poisoning are more common among males than

females. In particular, deaths related to suicide and road traffic

accidents are higher among males (Fig 1.16). Suicide is

discussed in Chapter Six. 
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Fig 1.13 Trends for All Circulatory Diseases Mortality 
(ICD 390-459) All Ages (5-year moving averages) 1989-1999

Source: PHISV4 2001
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Fig 1.14 Trends for All Malignant Neoplasms Mortality
(All Ages) 5-Year Moving Averages 1989-1999

Source: PHISV4 2001
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Fig 1.15 Trends for all Respiratory System Diseases Mortality
(ICD 460-519) (All Ages) 5-Year Moving Averages 1989-1999

Source: PHISV4 2001
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In 1999 there were 62 deaths associated with road traffic

accidents in Cork (44) and Kerry (18). The majority of these

were related to injuries sustained by passengers in, or drivers

of, involved vehicles (43 deaths). Ten pedestrians were killed

by vehicles during this time period (Fig 1.17).

The death rate associated with occupants in vehicles involved

in road traffic accidents in the region exceeded the national

rate in 1999 (Fig 1.18).

Not only do road traffic accidents result in deaths; they

also cause immediate multiple injuries and long-term

disability. According to National Roads Authority (NRA)

a total of 1679 injuries occurred as a result of road

traffic accidents in Cork and Kerry in 1999 (1251 and

428 respectively). Addressing death and disability

associated with injury is a public health challenge that

requires a multi-sectoral approach. 

MORBIDITY

HOSPITAL SERVICE UTILISATION 

Many factors influence the health status of a

population, including access to health care. Linking

health status to health service utilisation helps us

measure the demand on services, to suggest where

additional resources may be required, to help identify

unequal distribution, and to question why regions may

differ in hospital service utilisation. Such information

can also be linked into population projection data to

anticipate future health care needs. 

In the following section we compare just some of the

data, which looks at information relating to hospital in-

patients. This information is collected through the

Hospital In-Patient Enquiry (HIPE) system. Data is

available on all patient admissions to acute public and

voluntary hospitals (including private patients), with

the exclusion of the private hospitals and Bantry

General Hospital (i.e. includes CUH, Mercy, St. Finbarr's,

St. Marys' Orthopaedic, Erinville, South

Infirmary/Victoria, Mallow General, Tralee General).

Differences are found between regions, the reasons for

which are not always clear. 
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Fig 1.16 Mechanism of Fatal Injury, SHB: Number of 
Deaths in the most common categories, 1995-1999
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HOSPITAL LENGTH OF STAY

Females in all health boards consistently have a shorter

stay in hospital than males. The average length of stay

for both men and women in the SHB region was lower

than the national equivalent in 1999 (Fig 1.19).

The average length of hospital stay in Cork for both

men and women is shorter than that found in Kerry 

(Fig 1.20). 

MAIN DIAGNOSTIC DISCHARGE
CATEGORIES IN 1999

The four major diagnostic categories among hospital

discharges are shown (Fig 1.21). The highest discharge rates

among both males and females were related to digestive

system diseases. The discharge rates for all digestive,

respiratory and circulatory system diseases were higher among

males than females. Females however, had higher discharge

rates for genitourinary disease. Among Cork and Kerry

patients, hospital discharge rates for each disease category

were lower than the corresponding national rates.

MOST COMMON HOSPITAL
SURGICAL PROCEDURES IN 2000

Although not all hospitalisations result in surgical procedures,

it is possible to review procedures undertaken in public

hospitals using HIPE. Information relating to principal surgical

procedures and up to three secondary procedures in all

patients hospitalised is reported. The following tables present

data of the 10 most common procedures/operations done for

SHB residents in 2000 (Table 1.2).
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Fig 1.19 Average Length of Hospital Stay in 1999, 
            All Health Boards
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Fig 1.20 Average Length of Hospital Stay in 1999, 
            Southern Health Board
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Fig 1.21 Main Diagnostic Categories: 
Hospital Discharge Diagnosis, Cork/Kerry/SHB/Ireland. 1999
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Table 1.2 Principal Procedures for Residents of the SHB region

(ICD-9-CM Procedure codes 01-86) during 2000

Principal procedure Total no. cases % Cases

Gastroscopy (EGD) 2707 5.3

Removal of skin lesion 2058 4

Colonoscopy 1926 3.8

Cystoscopy 1443 2.8

Spinal anaesthetic 1263 2.5

Venous puncture 1249 2.4

Small bowel endoscopy 1192 2.3

Caesarian section 1146 2.2

Foetal monitoring 991 1.9

Cataract operation 834 1.6

Sub-total 14809 29

Source: HIPE, 2000 ESRI

As seen above, three gastrointestinal investigations were

among the ten most frequent operations/procedures,

accounting for 11% of all principal procedures (gastroscopy

(5.3%, colonoscopy 3.8%, small bowel endoscopy, 2.3%). The

majority of these procedures were done on day case patients

(3579 [61%]). The average age of patients undergoing these

procedures was 54 years (Table 1.3). 

Table 1.3 HIPE data associated with most frequent

Gastrointestinal Procedures, 2000

Gastrointestinal Total % Total Av. LOS Bed Day % All Average 
procedures Days Cases Cases Age (yrs.)

Gastroscopy (EGD) 2707 5.3 8.096 7497 1781 65.8 52.7

Colonoscopy 1926 3.8 4.417 3233 1194 62 54.6

Small bowel 
endoscopy 1192 2.3 6.276 3690 604 50.7 55.7

Total 5825 11 14420 3579 61 54

Av. LOS = Average length of stay (in hospital)
Source: HIPE, 2000 ERSI 

Two procedures within the maternity services (caesarian

section [2.2%] and foetal monitoring [1.9%]) accounted for

4.1% of all principal procedures done in HIPE participating

hospitals. The average age of women having caesarian section

was 30.4 years and the average length of stay in hospital for

these women was 6.9 days. (Table 1.4). 

Table 1.4 HIPE data associated with most frequent

Obstetric Procedures, 2000

Maternity Total % Total Av. LOS Bed Day Average
services Days Cases Age

Caesarian 
section 1146 2.2 6.9 7938 0 30.4

Foetal 
monitoring 991 1.9 2.6 2546 0 28.7

Sub-total 2137 4.1 9 10484 0 29.5

Source: HIPE, 2000 ESRI

The remaining miscellaneous procedures among top 10

surgical procedures included local excision/destruction

of skin lesions (4%), cystoscopy (2.8%) or veno-

puncture (2.4%). The majority of these were done on

day case patients (92%, 62%, 95% respectively).

Cataract operation, the 10th most commonly performed

principal procedure, was carried out on 834 patients

(1.6%), of which 31% were done on day case patients,

the average age of whom was 72.9 years (Table 1.5).

Table 1.5  HIPE data associated with other commonly

reported Surgical Procedures, 2000

Miscellaneous Total % Total Av. LOS Bed Day %Total Average
Procedures Cases Days Cases Cases Age

Removal of 
skin lesion 2058 4 4 660 1896 92 44

Cystoscopy 1443 2.8 4.4 2317 915 62 59.405

Spinal 
anaesthetic 1263 2.5 4 4776 57 5 30.3

Veno-puncture 1249 2.4 7.8 499 1185 95 52.1

Cataract 
operation 834 1.6 3 1728 262 31 72.9

Source: HIPE, 2000 ESRI

This data is presented to highlight how HIPE data can

be used and demonstrates how it can measure health

service utilisation. It is only recently (2001) that

hospital procedures data have been made available

through the Public Health Information System (PHIS V4

2001). Therefore, information presented here is

preliminary and further analysis is needed. However, it

is clear that HIPE data can be useful for health service

planning and as a tool for monitoring and comparing

surgical procedures in different regions. By linking

HIPE data with epidemiological data it may be possible

to identify where services need to be developed in the

future to meet anticipated need.

11



INTRODUCTION

Many people in our community are now living with chronic

diseases. Diseases such as coronary heart disease,

cerebrovascular disease, cancer, diabetes mellitus, neurological

disease (e.g. multiple sclerosis) or injury (e.g. head injuries)

often give rise to chronic ill health and disability. These

diseases require complex treatments, patient self-management,

close medical monitoring and supportive environments. 

Increasingly, the health care services are required to diagnose,

treat and provide optimum after-care, rehabilitation or palliative

care to these people. This can best be achieved through the

provision of integrated and coordinated health care, with close

collaboration between health professionals, the chronically ill

individuals, their carers and the wider community.

There is an awareness of best clinical practice and necessary

supports, but achieving this is difficult. Many of the

chronically ill people are unable to access the best available

treatments, and after-care and supports are often sub-optimal.

This may arise because of lack of adequate services or facilities

in their area, or because of barriers, which prevent their ability

to access them (socio-economic, disability or other co-morbid

conditions). A good quality of life focus is essential.

To effectively address the chronic disease challenge facing us

a comprehensive approach is required to:

1. Decrease the prevalence of chronic illness (through health 

promoting lifestyles) 

2. Provide prompt access to diagnostic and high quality 

treatment

3. Provide appropriate after care and supportive environments 

to maximise quality of life (rehabilitation services, 

aids and appliances) 

4. Provide palliative care that meets the needs of the patient 

and the carers.

This year's chapter on chronic disease will focus on two

diseases, cancer and diabetes mellitus. 
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LIVING WITH CANCER

INTRODUCTION

Cancer is the second most commonly reported cause of death

in Cork and Kerry, accounting for 1131 (23%) deaths in 1999.

Mortality data on cancer is easily available from the Central

Statistics Office and cancer diagnoses are available from the

National Cancer Registry. However, little information is

available on the morbidity associated with cancers - Years of

Potential Life Lost (YPLL), loss in income due to ill health,

costs associated with treatment or the impact on families. 

Lifestyle factors (e.g. smoking, alcohol consumption, exercise

and diet) are identified as having an important role to play in

the causation of cancers - it is estimated that around 30% of

all cancers are due to smoking. Recent national surveys, the

National Health and Lifestyle Survey (SLÁN) and the Health

Behaviour in School-aged Children (HBSC) have identified a

high prevalence of unhealthy lifestyles among children

(smoking, alcohol consumption) which may contribute to high

cancer incidence rates in the future. 

CANCER IN CORK AND KERRY

The impact of cancer on the health status of the population of

Cork and Kerry is striking. Cancer is the cause of over 1,100

deaths in this region each year. It is a significant cause of

premature mortality, accounting for about one-third of all

deaths in those aged under 65 years. 

An average of about 3,500 cases of cancer among men and

women in Cork and Kerry is registered annually with the

National Cancer Registry. The most commonly registered

cancers are: Non-Melanoma Skin Cancer (NMSC) 37%,

Colorectal (9%), Breast (8%), Lung (6%), Prostate (5%) and

Cervix (4%). The breakdown for this region reflects the

national picture.

The most frequently occurring cancers among our male

population are NMSC, Prostate, Colorectal and Lung (Fig 2.1).

Those most frequently occurring among our female population

are NMSC, Breast, Colorectal, Cervix and Lung (Fig 2.2).
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PROSTATE CANCER

HOW COMMON IS IT?

Prostate cancer presents a growing health problem in Western

societies as longevity increases. Ireland is no exception. 

Much debate currently surrounds the detection and

management of the disease. If the cancer is detected early, it

can be treated successfully. It is characteristically a disease of

elderly men. In countries where prostate awareness and early

detection programmes have become more widespread, as in

North America, there is an increasing incidence of patients

diagnosed with early disease. Prostate cancer is now the most

frequently diagnosed male malignancy in the US. The Nordic

countries, excepting Denmark, all have high incidence rates of

prostate cancer - probably indicating active screening for the

disease. 

In Ireland in 1997, there were 1,118 new cases of prostate

cancer, comprising almost 11% of all cancers diagnosed in

men in Ireland in that year. It ranks as the second most

commonly diagnosed cancer in Irish men, after non-

melanoma skin cancer (Fig 2.3). It vies with colorectal cancer

in being second only to lung cancer in mortality from cancer

in men, with 536 prostate cancer deaths in 1997 (Fig 2.4). 
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Fig 2.3 Incidence of Cancers in Men in Ireland 1997

Source: Cancer in Ireland, 1997:
Incidence & Mortality. NCR
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A FOCUS ON MEN

MALE CANCERS

There has been a relatively low public profile offered to

cancers specific to men as compared with women's

cancers over recent years. A number of factors might be

considered responsible. Cancers of the breast and cervix

are relatively common, effective screening tests exist

and screening programmes are already established. On

the other hand, cancers specific to men - those of the

prostate and testes - do not have established screening

programmes. 

This section concentrates on epidemiological aspects of

these two cancer sites that affect men - looking at the

extent of the problem nationally and regionally.

Preventative aspects are highlighted (Box).                  

FACTS 

Prostate Cancer Testicular Cancer 

Common Uncommon

Older men Younger men

Early detection possible Early detection possible

Medical screening Self screening



The incidence of prostate cancer has increased in Ireland since

1994 at an annual rate of 1.6%. Whether this is due to better

case-finding, more incidental diagnoses or a true increase in

incidence is unknown. It is likely that improved case finding

is primarily responsible for this increase.

While the largest number of new cases diagnosed is among

men in their early 70s, the highest relative age-specific

incidence rate is in those aged 80-84 years. This reflects the

largely elderly age profile of prostate cancer patients.

RISK AND SURVIVAL 

In this country, a man has approximately a one in twenty risk

of developing prostate cancer before the age of 75 (the

incidence increases in men over 50). Men have a 1.6% chance

of dying from prostate cancer before reaching their 75th

birthday.

The National Cancer Registry, in its most recent report, has

examined survival rates for those cases diagnosed in the 1994-

1997 period. Overall, survival at five years was 72%. With

twice as many cases of prostate cancer registered annually

compared to deaths, this indicates the survival rate for the

disease.

Survival was also investigated by stage and grade of the

cancer. The five-year survival for Stage 1 cases was 80%,

while survival for Stage 4 cases was 29%. Five-year survival

for Grade 1 cases was 93% while survival for Grade 4 cases

was 43%. Survival for ungraded cases was much poorer than

graded cases.

CORK AND KERRY

There were 177 cases of prostate cancer diagnosed in

this region in 1997 (Table 2.1). The period 1994-1997,

did not show a higher than expected incidence rate for

prostatic cancer in Cork and Kerry compared to the

national average.

Table 2.1  Prostate Cancer: Incidence SHB and Ireland, 
1997

Cork Kerry SHB Ireland

New Cases* 143 34 177 1118

Deaths† 63 16 79 540

Source: *Cancer in Ireland 1997: Incidence & Mortality. NCR.
† PHISV4, 2001

RISK FACTORS?

The cause of prostatic cancer is very poorly understood.

Possible risk factors that may be associated with an

increase in the incidence of prostate cancer continue to

be investigated internationally. There is evidence that

endocrine/hormonal factors play a significant part.

Environmental, genetic and dietary factors are also

under scrutiny. 

15

Fig 2.4 Male Deaths from Cancer - Ireland 1997
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SYMPTOMS

As men get older, the prostate gland can increase in

size. This is usually due to a non-cancerous condition

known as benign prostatic hyperplasia. Most

enlargements of the prostate are not cancer and can be

easily treated. The symptoms of both benign prostatic

enlargement and malignant tumours are similar and

may include the following:

* Difficulty in passing urine

* Passing urine more frequently than usual, especially 

at night

* Pain on passing urine/blood in the urine - both of

these symptoms are rare in prostate cancer.

Cancer of the prostate is often a slowly growing cancer,

particularly in older men, and symptoms may not occur

for many years. Occasionally, the first symptoms are

pain in the back, hips or pelvis caused by the metastatic

spread of cancer. 

Diagnostic tests may include digital rectal examination,

a blood test (PSA - Prostate Specific Antigen), an

ultrasound scan or biopsy. The digital rectal

examination and blood test are quite often included as

part of a 'full physical' examination for men between

the ages of 50-70 years. 

TREATMENT

Prostatic cancer is a very common tumour that can respond

well to treatment even when widespread and may be cured

when localised. Several factors are considered when deciding

on the best treatment options for prostate cancer for any

individual patient. These include age, general health, the grade

and stage of the cancer and the likely adverse effects of the

treatment. Possible treatments for prostate cancer include:

surgery, radiotherapy, hormone therapy, chemotherapy or no

treatment (but with regular check-ups). 

Treatments for prostate cancer in Ireland most commonly

include surgery alone, hormone treatment alone or

combinations of treatment (Fig 2.5). 

EARLY DETECTION OF PROSTATE
CANCER

Early detection of prostate cancer is possible but the ideal test

is not yet available. In Ireland, screening for cancer of the

prostate is not offered on a regular basis. The issue of screening

for asymptomatic prostate cancer continues to be the subject

of research, debate and controversy. Rectal examination is not

particularly sensitive, while ultrasound and/or biochemical

markers such as Prostate Specific Antigen (PSA) are associated

with high false positive rates and may identify some tumours,

which will not threaten the patient's health. 

The latter is a very pertinent point. There have been concerns

that, because of the high prevalence of latent prostate cancer,

early detection programmes may uncover much disease that

does not need to be treated. A balance must be drawn between
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Fig 2.5 Prostate Cancer Treatment (Ireland). 
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morbidity and anxiety caused by unnecessary investigation

and the likely clinical benefit to those men found to have

prostate cancer. What is required is a rigorously performed

study including a population control study to assess the size

of benefit on prostate cancer mortality. 

The unresolved issue of population screening programmes for

prostate cancer should not detract from the importance of

male health education programmes in raising awareness about

early symptoms of the disease and the importance of early

investigation of those symptoms. 

TESTICULAR CANCER

HOW COMMON IS IT?

Overall, testicular cancer is not a frequently occurring cancer.

It accounted for only 0.8% of all cancers diagnosed in the Irish

male population in 1997. 

Very significantly, however, testicular cancer has increased in

incidence in industrialised countries over recent decades. It is

a disease of young males. It is also the most common form of

cancer diagnosed in our younger adult male population aged

between 15-44 years (excluding NMSC). 

Most testicular cancers occur before 40 years of age. Of the

testicular cancers newly diagnosed in Ireland in 1997, nearly

three-quarters were in men under 40 years (Table 2.2). 

Table 2.2  Testicular Cancer Cases by age-group, 1997 (Ireland)

Age group 0-24 25-39 40-54 55-69 70+

% 17% 55% 23% 2% 2%

Source: Cancer in Ireland 1997: Incidence & Mortality

Note: Sums to less than 100% due to rounding.

There were five deaths among young men in Ireland from

testicular cancer in 1997 - four of these were in men under 35

years of age.

SURVIVAL

Survival for testicular cancer is very good, a reflection

of the major advances in the treatment of this cancer.

For cases of testicular cancer diagnosed among men in

Ireland in the 1994-7 periods, the National Cancer

Registry indicates that the overall survival at five years

was 90%. 

INC IDENCE OF  TEST ICULAR
CANCER IN CORK AND KERRY

There were 86 cases of testicular cancer diagnosed in

Ireland in 1997, eighteen of which were among men

from Cork and Kerry (Table 2.3). 

Table 2.3 Testicular Cancer: Incidence 1997

Area New Cases

Cork 13

Kerry 5

SHB 18

Ireland 86

Source: Cancer in Ireland 1997: Incidence & Mortality

RISK FACTORS

No reason has been found for the tenfold increase in

incidence of testicular cancer in industrialised countries

during the twentieth century. Environmental causes

have been debated. However, a large case control study

conducted recently showed that the greatest risk factor

for testicular cancer was hereditary. Several other

factors were found to have a small effect: testicular

maldescent, early onset of puberty, increased sexual

activity, sedentary lifestyle, reduced exercise and being

a first-born child.

Possible links between testicular cancer and both

infertility and undescended testes remain unclear. A

recently published study strengthens the link between

infertility and cancer of the testis, but it is important to

note that the increased risk of 1.6 fold is small. It
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nevertheless adds to other risk factors, of which the

most important is the link with undescended testes and

infantile hernia; these result in, respectively, a fourfold

and twofold increase in cancer of the testis, found in a

large case-control study. Interestingly, the authors of

this latter study noted that the increased risk of

testicular cancer disappeared if orchidopexy was

performed before 10 years of age. 

SYMPTOMS

The most common symptom of testicular cancer is

swelling in part of one testicle. This is usually painless.

Some individuals may notice an ache in their lower

abdomen or in the affected testicle. There may be a

feeling of 'heaviness' in the scrotum.

TREATMENT

Initial treatment for testicular cancer is usually surgical

removal of the abnormal testicle or orchidectomy. The

most common treatments for testicular cancer in

Ireland are surgery, chemotherapy and radiotherapy

alone or in combination (Fig 2.6). 

IS  PREVENTION POSSIBLE?

Almost all cases of testicular cancer can be treated successfully

if found early. Awareness of possible presenting symptoms, the

practice of regular self-examination and the importance of

early investigation can assist in timely diagnosis of the

disease.

In this context, the importance of ongoing public awareness

programmes, targeted particularly at our younger male

population, is self-evident. 

PALLIATIVE CARE SERVICES 

Palliative care is needed for patients when cure is no longer

the expected outcome of a disease (for both cancers and non-

cancerous diseases). Currently palliative care services are not

comprehensively developed at a national level. The Report of

the National Advisory Committee on Palliative Care (2001)

recommended the development of a national palliative care

service. The key elements of the report were:

* A structured approach to the planning and delivery of 

required services

* The provision of specialist palliative care services at health 

board level

* Access to palliative care for people with non-malignant 

disease (e.g. diseases such as multiple sclerosis, motor 

neurone disease)

* The integration of the palliative care approach to all clinical 

practice.

In line with these recommendations, the Department of Public

Health is currently assisting in a needs assessment of palliative

care services in the region. The results of this assessment will

assist in the development of a comprehensive palliative care

service in Cork and Kerry.
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Fig 2.6 Testicular Cancer Treatment (Ireland), 1997
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Key Points

CANCER
* Cancer is the second most common cause of death among 

people in Cork and Kerry, accounting for 23% of all deaths.

* Non-Melanoma skin cancer (NMSC) is the most common 

cancer in both men and women (39% and 35%, respectively)

* Cancer of the prostate (11%) and cancer of the breast (15%) 

are the second most common cancers in men and women 

respectively.

PROSTATE CANCER
* The incidence of prostate cancer increases with age 

* Research continues to improve screening tests for prostatic 

cancer

* Early diagnosis improves patient outcomes

* Patients should be educated about potential prostatic 

symptoms and be advised to seek medical attention when 

they occur.

TESTICULAR CANCER
* Testicular cancer, although uncommon, is the most common 

form of cancer diagnosed in our younger adult male 

population aged between 15-44 years (excluding NMSC)

* Prompt diagnosis and treatment improves patient outcomes

* Adolescents and young men should be advised to seek 

prompt medical attention if they notice a scrotal abnormality. 

L IVING WITH DIABETES
MELLITUS

INTRODUCTION

The prevalence of Diabetes Mellitus (DM) is on the

increase throughout the developed world, including the

Southern Health Board region. Untreated and

uncontrolled diabetes can leave the patient in poor

health and with a shorter lifespan. 

This report presents epidemiological data relating to the

impact of diabetes mellitus in the region as well as a

summary report of patient satisfaction with diabetic

care services that was undertaken by the Department of

Public Health. The importance of involving patients and

their families in the management of their illness is

highlighted, as well as the need for an integrated

approach to delivery of services. The information from

such research assists in the development of appropriate

and user-friendly diabetic services - and assists in

achieving the goal of providing responsive and

appropriate care for the population.

IMPACT OF DIABETES
MELLITUS ON THE SOUTHERN
HEALTH BOARD POPULATION

It is estimated that within the Southern Health Board

region there are 11,000 patients with diabetes, 2,000 of

whom are insulin dependent. 

Local data is based on information collected from the

Central Statistics Office (CSO) and the Public Health

Information System (PHIS), incorporating the Hospital

Inpatient Enquiry System (HIPE). The Cork and Kerry

Diabetic and Heart Disease Study has provided very

valuable local information. As there is no register of

patients and no routine primary care database,

information on these aspects is limited to

extrapolations from elsewhere.

The most reliable information in relation to diabetes in

Ireland is based on the numbers of patients that die

from, or with, the disease each year.
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MORTALITY FROM DIABETES
MELLITUS

Information on mortality is available from death

certification. This can create some difficulties in

relation to death rates from diabetes as patients often

die from associated complications, which are the

recorded cause of death. However, coding methods tend

not to vary enormously throughout a country or

between professionals and thus this information can be

used for comparison purposes and to examine trends

over time.

The mortality rate for diabetes mellitus for all ages in

Kerry is higher than for Cork or nationally, and this

difference is increasing (Fig.2.7).

Males have higher mortality rates than females. Kerry

has higher rates than Cork or nationally (Fig 2.8).

Premature mortality from diabetes is higher in Kerry and has

increased notably in recent years (Fig 2.9).

Diabetic patients over the age of 65 years who live in Cork

have a lower mortality than nationally. The mortality of this

group of Kerry people is higher (Fig 2.10).
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Fig 2.7 Diabetes Mellitus Direct Age-Standardised 
           Mortality, Rate per 100,000 pop all ages 
           (5 year moving averages), 1989-1999

Source: PHISV4 2001
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Fig 2.8 Standardised Mortality Ratio Diabetes Mellitus
           Males/Females 1995-1999

Source: PHISV4 2001
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Fig 2.9 Diabetes Mellitus Direct Age-Standardised 
           Mortality, Rate per 100,000 0-64 Yrs 
           (5 year moving averages), 1989-1997

Source: PHISV4 2001
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Fig 2.10 Diabetes Mellitus Direct Age-Standardised 
            Mortality, Rate per 100,000 64+ Yrs 
            (5 year moving averages), 1989-1999

Source: PHISV4 2001
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MORBIDITY ASSOCIATED WITH
DIABETES MELLITUS

Information on mortality alone does not capture the full extent

of the burden of this disease. Hospital data provides the

information on the numbers of patients admitted to hospitals

with illness but tells us nothing about those living in the

community. Information obtained from other studies has been

used to estimate prevalence of disease complications in the SHB.

The estimated number of people living with diabetes mellitus in

Cork and Kerry and the annual prevalence of associated late

complications of disease is shown here (Table 2.4).

Table 2.4  Biomedical impact of late complications of Diabetes 
Mellitus

Potential complications Proportion of SHB DM No. of SHB DM persons
among persons with DM population affected (%)* affected annually (no.)**

Diabetic patients 
requiring renal 
replacement treatment 5

Incidence of sight 
threatening retinopathy 1.5 150

Prevalence of foot 
ulceration 3.3 330

Incidence of lower 
extremity amputation 0.6-1 60-100

Incidence of new 
ischaemic heart disease 
in type 2 DM persons 3.2 320

Cardiovascular disease 
as a cause of death 55 550

Number of people 
with DM -- 11,000†

* Source: St. Vincent's UK Workgroup 1996, based on UK prevalence studies
** Estimates based on extrapolations from Irish Census 1996

† Based on an estimated prevalence of 2%

The Cork and Kerry Diabetes Heart Study, carried out by

Creagh et al in 1998, provides valuable information on the

local pattern of the disease. In their study, carried out in 17 GP

practices, they interviewed 1,018 randomly selected patients in

the 50-69 year age group and found a high prevalence of

diagnosed diabetes, a high prevalence of undiagnosed diabetes

and a high prevalence of risk factors. Their findings are

summarised as follows:

KEY FINDINGS AMONG STUDY
PARTICIPANTS IN CORK AND
KERRY DIABETES HEART STUDY

AMONG STUDY PARTICIPANTS:
• Almost 4% had type 2 DM, of whom 30% were 

undiagnosed

• Almost 50% were overweight and a further one-

quarter met current international criteria for obesity*

• 40% reported minimal levels of activity

• 47% had blood pressure levels consistent with a 

diagnosis of hypertension but only 38% were known 

to be hypertensive

• 80% had a total cholesterol concentration of 5mmol/1 

or greater

• 19% smoked cigarettes.

* This obesity prevalence is one of the highest recorded in a 
European population sample.

Current recommendations to prevent the complications

associated with diabetes mellitus include early

detection, prompt diagnosis, patient education and

regular high quality clinical review. 

DIABETES CARE-THE PATIENTS'
VIEWS

In any attempt to improve the provision of the health

service for a population, it is important to seek the

views of the patients. The Department of Public Health

undertook a qualitative study among diabetic patients

to determine the perception of patients regarding

integration of existing diabetic care into health

services, to identify any gaps in existing service

provision and to ascertain the level of knowledge that

patients have about the disease.
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SUMMARY OF FINDINGS 

* Overall integration of the service is considered poor

* Patients want the diabetic service delivered locally

* There have been some improvements in services

* Extension of the Diabetic Nurse Specialist service is 

sought.

HOW THE STUDY WAS DONE

Thirty patients were interviewed from throughout Cork

and Kerry. They were selected based on age and

location. Care was taken to ensure rural and urban

areas were represented. Patients living in close

proximity to main diabetic centres, and those remote

from such centres, were selected from a list of patients

with diabetes in GP surgeries and from the Diabetes

Federation of Ireland in Cork and Kerry. Interviews

lasted an average of one and half hours. Results were

analysed using qualitative methods.

SERVICE INTEGRATION 

The integration of the health service for people with

diabetes is poor. The service overall is disjointed. There

is no consistent liaison between different professionals

or communication of an integrated service to the

patients. Diabetic patients feel that they are not given

information about new methods or innovations.

SERVICE ACCESSIBILITY

Patients feel that the service should be delivered close to them;

locality and familiarity are important. A desire to receive

different aspects of diabetes care/follow-up on the same day

was also requested.

SERVICE DELIVERY

Service delivery is seen to be improving, with some hospitals

contacting patients to remind them of appointments. This

service is appreciated. There are, however, inconsistencies in

the service.
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"They tell me that I'm not 
to walk about barefoot and to see a
chiropodist regularly but what I don't

know is where to meet one"

"felt caught between GP and

specialist……..GP concerned but

specialist wasn't"

"in and out there three years, 

saw the consultant himself 

only once"

"I loathe it, you need it 

at hand, local people are easier to

talk to, you'd be very tempted to

cancel appointments when they 

are so far away"

"if you could see them on 

the day 'twould be fine but if you 

go to Cork 'tis a day, 200 miles 

round trip"

"the service is getting 

better in that they're following up

people….they are ringing you up

which is a great service, I don't think

that was there last year"



"dropped off

list in

(hospital

nago for 

One of the biggest issues patients have with the delivery of the

service is the amount of time they have to wait at clinics to be

seen. 

KNOWLEDGE

The patients have different levels of knowledge of the disease,

its management and potential consequences. Knowledge was

obtained through a combination of self-learning, from other

patients and from the professional services (especially the

Diabetic Nurse Specialists). Patients felt that there was much

ignorance of the disease. Some also felt that nurses in

hospitals have limited knowledge. 

INFORMATION

Information was identified as a need by the patients.

However, many patients reported receiving confusing

or conflicting messages from their doctors. 

Patients want more information that is up-to date in

answer to specific and usually day-to-day questions,

but they also want to have a better understanding. They

want information which is more easily accessible and

that is relevant to them at changing periods in their

lives. Adolescents in particular have questions

concerning their social lives. Young adults need

answers as they enter employment. Most of the patients

seek out information additional to that provided by the

clinics or doctors at the time of their initial diagnosis. 

L IVING WITH DIABETES

Patients find it difficult to come to terms with diabetes.

They find it traumatic and frightening and report that

little information on coping with the psychological

aspect of diabetes is available.
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"dropped off list in 

(hospital name) didn't go for

appointment and don't get 

letters now"

“aware that the ordinary 

person on the street knows 

nothing about it....”

“Silly things…they’d give 

the other patients toast and 

give me bread”

“one doctor came at one 

stage, can I drink milk, yeah I can

drink milk away, another doctor says

only a glass of milk; change in

themselves” 

“I know a fair bit but not really

enough I’d say”

“I was hiding it because 

I though it might stop promotion 

and things at work”



Living with diabetes has meant many adjustments in

lifestyle for patients and many different issues were

identified. One of the biggest issues was that of having

to travel long distances for clinics appointments as well

as for more specialist services.

DOCTOR-PATIENT RELATIONSHIP

The relationship patients have with their consultants varied.

Some are dissatisfied with consultants’ manner and attitude.

Others have good relationships with them. The ability to relate

to patients of different ages, but particularly adolescents, is

seen to be important.

DIABETIC NURSE SPECIALIST -
PATIENT RELATIONSHIP

The patients' relationship with the Diabetic Nurse Specialist is

excellent. They are praised without exception for a wide range

of attributes. This respect is uniform across all age groups. The

Diabetic Nurse Specialists are seen to be understanding.

Patients perceive that they have a realistic approach to the

care of diabetes and living with it. Patients are however

conscious of how busy the nurses are and may be hesitant to

contact them for support.
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“ ‘hypos’ are worrying…..

put the heart sideways in me…”

“no cardiologist in 

Tralee…. see him every three 

months in Cork (privately)….

awful sense of insecurity when 

have to travel out of the county, 

you don’t seem to be in control, 

it’s the only concern 

I have” “I have such faith in him, 

if he left….I’d follow him”

“my sister, diagnosed 

20 years ago doesn’t go to 

the clinic, put off waiting 4 or 5

hours and seeing a different doctor

every time, she developed 

no rapport with them”

“They are good to explain a thing, 

it takes a bit o’ getting used to.”



CONCLUSIONS

The results of this important qualitative study suggest that the

level of diabetic service integration is poor throughout the

region. However, it is to be noted that patients are happy to

praise the service when it is delivered well. 

Key Points
* Diabetes mellitus is common in Cork and Kerry - with an 

estimated 11,000 persons with the disease. The disease 

causes substantial morbidity

* Many of those with type 2 diabetes mellitus are undiagnosed 

* Obesity and lack of exercise, risk factors for the development 

of diabetes, are common in our population

* Mortality rates for diabetes mellitus are higher in Cork than 

in Kerry

* Patients have expressed the need for a more accessible, 

supportive and integrated diabetic care service

* It is recommended that services are enhanced to allow early 

detection, prompt diagnosis, patient education and regular 

high quality clinical review of diabetic patients

* The importance of an integrated, accessible diabetic service 

which emphasises communication between patient and 

health care provider is highlighted.
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INTRODUCTION

A new concept has entered the arena of infectious disease -

that of newly emerging and re-emerging diseases. Many of the

diseases which were thought to be disappearing, such as

tuberculosis, measles, diphtheria and rubella, continue to

haunt us despite improved living conditions, appropriate

treatments (anti-tuberculosis drugs) and preventive measures

(vaccines). Newly recognised agents such as prions, which

have been associated with variant Creutzfeldt-Jacob disease

(vCJD) have become known. Both anthrax and smallpox,

previously considered essentially eradicated from Western

Europe, are now seen as potential threats to our health within

the domain of ‘bioterrorism'. Other infectious agents,

identified in recent years, such as ‘Small Round Structured

Virus' (SRSV), also known as ‘Norwalk-like virus', are now

recognised as causing substantial illness in the community.

Sexually transmitted diseases, and some vaccine preventable

diseases, are increasing because of changing sexual

behaviours and decline in vaccination rates respectively. 

In the following sections, successes in controlling the most

common infectious diseases in the Southern Health Board area

are highlighted. Areas where increased efforts are needed to

reduce unnecessary illness are identified. Our aim is to prevent

these known diseases from re-emerging and to identify and

respond rapidly to newly emerging disease threats. 
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MEASLES OUTBREAK

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.

Nationally, over 1600 cases were reported; 86 of these were

reported in the SHB region. This was a significant increase in

reported cases in comparison with other years (Fig 3.1). 

The majority of cases occurred among children under five

years of age. The median age was sixteen months (range 1-29

years). A large proportion, thirty nine (45%) children, were

under fifteen months of age (below the age at which MMR

vaccine is usually administered to children in Ireland).

Therefore, for the duration of the outbreak, the recommended

age for MMR vaccination was lowered to twelve months of age

to increase coverage among these children. After the outbreak,

the age recommended for routine MMR vaccination reverted

to fifteen months of age (Fig 3.2). 

Although there were three child deaths associated with

measles in the Eastern Regional Health Authority,

fortunately no deaths associated with measles occurred

in the SHB region. However, there was significant

morbidity, with thirty eight (49%) cases requiring

hospitalisation (Fig 3.3).

SUMMARY OF MEASLES
OUTBREAK

* Large measles outbreak in SHB during 2000 

- Eighty-six cases reported

* Pre-school children predominantly affected

- Median age 16 months (range: 1 month - 29 years)

* Significant morbidity associated with illness 

- Thirty-nine (49%) cases hospitalised. 
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Fig 3.1 Measles Notifications, SHB, 1988-2000
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Fig 3.2 Age Distribution of Measles Cases, SHB, 
          2000 (n=86)
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Fig 3.3 Measles cases, SHB, by Area and Site of 
          Medical Care (n=86)
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IMMUNISATION UPTAKE
LEVELS

Monitoring of vaccination uptake levels in the Southern

Health Board area indicates that 86% of children are

immunised against Polio / Hib / Diphtheria / Pertussis /

Tetanus or Polio by their second birthday. This is

considerably less than the national target of 95%

uptake.

The uptake of Measles, Mumps and Rubella (MMR)

vaccine increased from 73% at the end of 1999 to 82%

by the end of 2000. This is below the national

recommendation of 95% MMR uptake considered

necessary to prevent outbreaks of measles, mumps or

rubella. Table 3.1 shows the percentage of two year olds

who received MMR vaccine for each quarter of 1999

and 2000.

Table 3.1  MMR Uptake

1999 2000

1stQtr. 2ndQtr. 3rdQtr. 4thQtr. 1stQtr. 2ndQtr. 3rdQtr. 4thQtr.

75% 72% 70% 73% 72% 76% 77% 82%

There is no doubt that a major factor in the recent

measles outbreak was due to low uptake of MMR

vaccine. Low uptake has been attributed to the adverse

publicity regarding the alleged link between Measles,

Mumps and Rubella (MMR) vaccine and inflammatory

bowel disease and autism. This controversy has caused

undue anxiety and confusion among parents. 

All parents want the best for their children, but deciding

what is best can sometimes be difficult. Facts such as

those opposite may help parents in their decision.

FACTS ABOUT MMR VACCINE
AND THE DISEASES IT PREVENTS

* MMR vaccine protects children and their families against 

measles, mumps and rubella. 

* In nearly thirty years, 500 million doses of MMR have been 

given in over ninety three countries. The vaccine has an 

excellent safety record. 

* There is no evidence of any link between MMR and autism 

or bowel disease.

* Giving separate vaccines may be harmful because children 

are left open to the risk of catching measles, mumps or 

rubella.

* No country where MMR is available recommends giving 

each of the vaccines separately.

* Measles is a highly infectious disease, which can kill and 

disable children.

* In 2000, an outbreak of measles in Ireland resulted in three 

child deaths.

* Mumps was the leading cause of viral meningitis in children 

under fifteen years before the MMR vaccine was introduced. 

Now it is virtually eliminated.

* Rubella damage to unborn babies is devastating - in many 

cases, pregnant women catch rubella from their own or their 

friend's children. 

The main factor responsible for the measles outbreak in 2000

was the low level of uptake of MMR vaccine in Ireland. If

children are denied immunisation, they are at risk of

contracting potentially serious vaccine preventable infections.

STATEMENT FROM THE
DEPARTMENT OF HEALTH AND
CHILDREN ON MMR

* 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 of either 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.
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MENINGOCOCCAL DISEASE

There was a decrease in cases from ninety one notifications in

1999 to eighty four in 2000. There was one death in 2000

compared to three in 1999 (Fig 3.4).

MENINGOCOCCAL GROUP C
IMMUNISATION PROGRAMME

INTRODUCTION

In October 2000, the Department of Health and Children

introduced a national immunisation programme to protect

against Meningococcal Group C infection. This programme is

being carried out on a phased basis and aims to protect those

most vulnerable, i.e. all those under twenty three years of age. 

Meningococcal infection is the most common cause of death

from infectious disease in children and young people up to the

age of twenty years. Although at least thirteen groups of

meningococcal disease are known, just two groups account for

almost all cases in Ireland: Groups B and C. Nationally, Group

B accounts for about two-thirds of cases and Group C accounts

for about one-third of cases. However, in the year 2000, Group

C accounted for 65% of cases in Cork and Kerry, the highest

percentage in recent years. In that year, thirty four cases of

Meningococcal Group C infections were confirmed in the

Southern Health Board area and, tragically, one death occurred. 

Meningococcal Group C vaccine offers us the chance to

protect our young people against this serious and life

threatening disease. The vaccine protects specifically

against the Group C strain disease. It does not protect

against the other types of meningococcal infection,

including the Group B strain, which is common in

Ireland. Therefore, it is still important to be vigilant and

aware of the signs and symptoms of the disease.

LOGISTICS OF THE
VACCINATION PROGRAMME

The Meningitis C programme has been a mammoth

undertaking. More than 205,000 people in the Southern

Health Board area are being offered the vaccine on a

phased basis. During the first six months of the

programme, approximately 80,000 doses of vaccine

were distributed in Cork and Kerry.

Phase one of the programme, targeting those at highest

risk (under the age of five years and those aged fifteen

to eighteen years), commenced in November 2000 and

is now complete. Phase two, targeting primary school

children, particularly those aged five to six years,

commenced in March 2001. Phase three, targeting

children aged twelve to fourteen years and young

adults aged nineteen to twenty two years, has already

commenced. The immunisations are being carried out

by GPs, by Student Health Services in the Third Level

Institutions and by Health Board Immunisation Teams

in schools.
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Fig 3.4 Meningococcal Disease in SHB, 1995-2000
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UPTAKE OF THE VACCINE

The vaccination programme has been very well received

by the public. The uptake of the vaccine has been high,

although final figures are not yet available. In

secondary school children, aged fifteen to eighteen

years, over 85% have been vaccinated so far. Third level

students remain a cause for concern. Phase one of the

campaign targeted first year students in these

institutions. Indications are that the uptake in this

group is poor. A study in one-third level institution in

Cork found that only 60% of the respondents had been

vaccinated. The main reason given for not having the

vaccine was that "it was not a priority/they were too

busy or not bothered". This unvaccinated group are at

risk of meningococcal Group C disease.

Third level students were targeted again in the autumn

2001. It is hoped that a higher uptake will be attained.

S IDE EFFECTS OF THE
VACCINE

The Irish Medicines Board monitors side effects

occurring after any drug or medication. While some

suspected side effects have been reported following the

Meningococcal C vaccine, in general these have been

mild. They have occurred in all age groups and include

nausea, vomiting, headache and a feeling of general

malaise or aches and pains. Such side effects are

expected and the balance of risk and benefit is

overwhelmingly favourable. 

IMPACT OF THE PROGRAMME ON
GROUP C DISEASE

In the first six months of 2000, there were thirty two definite

cases of meningococcal disease, twenty four (75%) Group C

and eight (25%) Group B, in Cork and Kerry. The

corresponding figures for the first six months of 2001 were

twenty definite cases, 6 (30%) Group C, 13 (65%) Group B and

one (5%) Group Y. Cases of Group C disease decreased from

twenty four to six, a 75% reduction. There was a small

increase in cases of Group B disease from eight to thirteen, a

38% increase. Overall, cases are down from thirty two to

twenty, a 38% decrease. All cases of Group C disease in 2001

occurred in people who had not been vaccinated. 

The initial national data for the first six months of the

programme show a decrease in Group C disease, with an

overall reduction of 65%. Group B disease also showed a slight

reduction nationally (Fig 3.5). 

Key Points
* Group C meningococcal vaccine is safe and effective

* The first six months of 2001 have seen a 75% reduction in 

Group C disease in Cork and Kerry and a 38% reduction in 

meningococcal disease overall.

* The vaccine is only effective against Group C disease. Cases 

of Group B will continue to occur and the public needs to 

continue to be aware of the signs and symptoms of 

meningococcal disease. 
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Fig 3.5 Effect of Men C Vaccine on Meningococcal
           Disease Nationally.
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VACCINE PREVENTABLE
DISEASES - AN EMERGING
CRISIS

WHOOPING COUGH (PERTUSSIS)

The number of pertussis (whooping cough) cases increased last

year with forty one notifications compared to thirty five in

1999 (Fig 3.6).

MUMPS

There were eight Mumps notifications in 2000 compared to13

notifications in 1999 (Fig 3.7). 

There were only six notifications of rubella in the

Southern Health Board in 2000 (Fig 3.8).

HAEMOPHILUS INFLUENZA
TYPE B

There has been a marked decline in incidence of

(Haemophilus Influenza) type B since the introduction

of routine childhood Hib vaccination in 1992. There

were two cases of (Haemophilus influenza) type B (Hib)

in 2000 compared to one in 1999. Both children

recovered (Fig 3.9). 
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Fig 3.6 Whooping Cough Notifications, 
           SHB 1988-2000
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Fig 3.7 Mumps Notifications, SHB 1988-2000
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Fig 3.8 Rubella Notifications, SHB, 1988-2000
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Fig 3.9 Childhood Hib Infection, SHB, 1992-1999
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TUBERCULOSIS

Most recent figures for tuberculosis have shown a slight

increase in our incidence rate. In 2000, 80 cases were

reported (incidence rate 14.6/100,000). There were more

male than female cases reported. The majority of cases

were Irish nationals. Cases occurred in all Community

Care Areas (Table 3.2) 

Table 3.2  TB cases reported in Cork and Kerry 

TB patient characteristics Number (%)

Gender

Males 48 (60)

Females 32 (40)

Country of birth

Irish born 75 (94)

EU born 2 (2)

Non- EU born 3 (4)

Place of residence

North Lee 28 (34)

South Lee 18 (23)

North Cork 16 (22)

West Cork 7 (8)

Kerry 11 (13)

Total number of cases 80 (100)

The distribution of sites affected by TB is shown in

figures 3.10 and 3.11 respectively.

BCG VACCINATION POLICY

The last Report of the Director of Public Health (Nov 2000)

heralded the fact that the Southern Health Board BCG policy

was under active review by the region's Regional Collaborative

TB Committee. 

Committed to focusing on an evidence-based strategy to

maximise public health protection, the review process

undertaken by the Committee included lengthy debate on the

well-acknowledged strengths and limitations of BCG vaccine.

Taking account of (a) the ‘Immunisation Guidelines for Ireland

1999', produced by the National Immunisation Committee of

the Royal College of Physicians of Ireland, (b) the practice in

most other Health Boards - some of which have recently

standardised their approach, (c) the need for standardisation

within this region and (d) new local information supporting

the protective effect of BCG in younger age groups, the

following policy was recommended by the Committee:
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Fig 3.10 TB Sites SHB 2000
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RECOMMENDED BCG
VACCINATION POLICY

1. To extend Neonatal BCG Boardwide (currently Kerry only)

2. To extend routine BCG Policy to schoolchildren between the 

ages of 10-13 years (currently West Cork only) 

3. To continue with the BCG Policy for at risk groups.

An Implementation Group was subsequently appointed to

recommend on how best the policy might be progressed. It is

planned that implementation will commence with extension of

the neonatal BCG programme Board-wide, with subsequent

phasing in of school BCG programme. 

It is important to highlight this change in policy. In doing so,

however, it is also important not to lose sight of the fact that

the control of TB infection within the community relies mainly

on the early diagnosis of cases, prompt contact tracing and

adherence to antibiotic treatment. 

FOOD RELATED OUTBREAKS
- 2001

UPWARD TREND

We read and hear more these days about outbreaks of

foodborne infection. There are many contributory factors

involved in this phenomenon: the interested mass media,

improvements in laboratory technology, sophisticated

infectious disease surveillance systems, mass production and

global distribution of food, more eating outside the home and

regrettably poor hygiene practice in domestic and commercial

kitchens. Much of this trend reflects a real increase, although

enhanced medical detection of cases and heightened

awareness has brought the increase to greater professional and

public prominence.

AN OUTBREAK - DEFINED

The term outbreak has a precise technical definition -

an incident in which two or more people, having had a

common exposure, experience a similar illness or

proven infection. Outbreaks may involve large numbers

of cases either nationally or internationally or may be

confined to a small family grouping. The causative

organisms may be spread in a number of ways - by

food, water, air, or by person-to-person spread. In many

instances, a mix of food and person-to-person or

environmental contamination is involved.

There is an increasing level of outbreak preparedness at

Health Board and national level. The effective public

health investigation of foodborne outbreaks involves a

wide range of personnel (professionals within the health

service, other agencies and the food industry-“from

farm through to the table"). Close collaboration

between all the public health professionals in Cork and

Kerry, using agreed standardized operational

procedures, has contributed greatly to this

development. National co-ordination has been

facilitated by two recently established agencies -

F.S.A.I. (Food Safety Authority of Ireland) and the

N.D.S.C. (National Disease Surveillance Centre).

Although never to be welcomed in themselves,

outbreaks provide unique challenges and learning

opportunities. They help to inform the relevant

inspection agencies and all levels of the food industry.

Public education programmes are also fine-tuned based

on lessons learned.
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TREND ANALYSIS

In Cork and Kerry over the past 3 years, we have

experienced a fifth of the national total of foodborne

outbreaks. This level is slightly greater than that which

would be predicted on a population proportion basis

(we represent approximately a sixth of the national

population). However, the large urban centres, the

tourist industry and a sophisticated regional

computerised Infectious Disease Surveillance System

may well explain our apparently generous share of

these outbreaks (Table 3.3).

Table 3.3  Food-Borne Outbreaks in Ireland Summary

1998-2000

YEAR S.H.B. AREA NATIONALLY

1998 5 37

1999 6 29

2000 10 33

TOTAL 21 99

A review of foodborne outbreaks over the final 2 years

of the millennium is detailed in Table 3.4. A number of

features are evident.

Table 3.4  Food Related Outbreaks S.H.B. 1999-2000

Date Location Event No. Cases Pathogen

Mar-99 Cork Hotel - 13 None isolated

Aug-99 Restaurant - 8 Salm. 
Co.Cork Typhimurium

Aug-99 4 Domestic Houses - 6 VTEC

Aug-99 Hotel Co. Cork. Wedding 13 Salm. Enteritidis

Sep-99 Community Hosp. - 5 Salm. 
Typhimurium

Feb-00 Domestic House Christening 10 None isolated

Mar-00 Hotel Co. Kerry - 9 None isolated

Mar-00 Restaurant Cork - 4 None isolated

Apr-00 Restaurant - 18 Salm. Enteritidis
Co. Kerry

Jun-00 Domestic House Party 9 Clos. Perfringens
Co. Cork

Jun-00 Restaurant Cork - 4 None isolated

Jul-00 Restaurant - 5 Salm. Enteritidis
Co. Cork

Jul-00 Hotel Co. Kerry - 33 SRSV

Jul-00 Bus Tour Co. Kerry - 10 SRSV

Dec-00 Hotel Co. Kerry - 350+ SRSV

SEASONALITY

Two thirds of incidents occurred in the summer holiday

months of June-September.

LOCATION

Only 3 reported outbreaks occurred as a result of eating in a

domestic setting. This is likely to be an underestimate. We

often suffer gastroenteritis symptoms philosophically, writing

them off as a "24 hour tummy bug" if the incident is confined

to the family and particularly if we dined at home. These

small-scale domestic outbreaks are often not investigated.

Only one outbreak was reported in a longstay hospital and this

was quickly controlled with only five cases in total. The vast

majority of incidents (73%) were reported after dining in a

hotel or restaurant.

SPECIAL OCCASIONS

Contrary to what might be expected, most (80%) outbreaks were

not related to events such as weddings, birthday parties etc.

PATHOGEN

The causative organism is of particular importance to the food

industry and inspecting agencies as each behaves somewhat

differently and requires a particular preventative and control

strategy.

Table 3.5  Causation Organisms of Food-Borne Outbreaks in

S.H.B. 1998-2000

Organism Number

Small Round Structured Virus 4

Verocytoxin Producing E.Coli 3

Salmonella Typhimurium 3

Salmonella Enteritidis 3

Salmonella Infantis 1

Unknown 6

Clostridium Perfringens 1

TOTAL 21
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It can be seen from Table 3.5 that Salmonella (of varying

subtypes) represented a third of outbreaks and a viral cause

(the small round structured virus [SRSV]) was the next most

frequent. While livestock (cattle, pigs and poultry) act as the

reservoir for salmonella, humans are the reservoir for SRSV.

The control measures relating to salmonella therefore rely

heavily on animal husbandry, meat processing and thorough

cooking. In contrast, the control of SRSV relies heavily on

good personal and kitchen hygiene and the effective cleaning

of environments contaminated with vomitus from a case.

These SRSV pathogens are very difficult to detect in food and

require sophisticated electron microscopy for detection in

human faecal samples. They are highly infectious and persist

in the environment for up to 2 weeks. The importance of these

agents in terms of gastroenteritis is not yet fully understood

either regionally, or indeed globally.

OUR LARGEST OUTBREAK IN
2000 - A BRIEF REPORT

SRSV: A HOTEL OUTBREAK

Small Round Structured Virus (SRSV) was responsible for the

largest outbreak in the SHB region during 2000/2001. This

pathogen was identified as the cause of an extensive outbreak

of gastroenteritis which affected both guests and staff at one

of the region's busiest hotels over the Christmas / New Year

2000-2001 period. 

An Outbreak Control Team co-ordinated the investigation.

Epidemiological, environmental and microbiological

investigations were conducted involving collaboration

between the relevant Southern Health Board Departments. 

Nearly 500 people, adults and children, were found to have

been symptomatic. The infection proved to be a particularly

nasty one, not very typical of SRSV, which usually tends to be

a mild illness of short duration. Symptoms, which lasted for

several days in very many cases, generally included vomiting,

diarrhoea, cramps, fever and headache. Over one-third of cases

consulted a doctor, and eleven cases were hospitalised. SRSV

infection was eventually confirmed on virology testing by

polymerase chain reaction (PCR) of stool samples (Fig 3.12). 

Overall, descriptive epidemiological findings strongly

suggested multifactorial spread of infection within the

hotel, including spread from person-to-person by

vomiting and by the faecal-oral route. With SRSV,

vomitus can represent a major source of infection. This

is most likely caused by widespread aerosol

dissemination of virus particles, with infection by

inhalation and subsequent ingestion of the virus

particles. Vomitus also results in environmental

contamination and the possibility of subsequent

indirect person-to-person spread. It has been estimated

that over 30 million virus particles can be liberated

during vomiting, compared to an infectious dose of 10-

100 virus particles. 

The hotel closed voluntarily for a period. The Outbreak

Control Team recommended rigorous control measures,

based on published expert advice reported by the Public

Health Laboratory Service (PHLS) in Bristol, UK. These

included very specific recommendations on

environmental decontamination of the premises, with

cleaning and disinfection of all hard surfaces and steam

cleaning of carpets. The control measures undertaken

were deemed to have been effective in breaking the

cycle of transmission within the hotel environment. 
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Fig 3.12 Onset of Illness among Guests and Staff
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SOUTHERN HEALTH BOARD
ASYLUM SEEKER INFECTIOUS
DISEASES SCREENING
DATABASE, 2000

Asylum seekers may come from countries where certain

infectious diseases are more prevalent than in Ireland and

where vaccination programmes are less well developed. Thus,

it is important that screening for indicated diseases and

appropriate vaccinations are offered to asylum seekers.

Asylum seekers are encouraged to avail of the screening and

vaccination process and participate on a voluntary basis. The

screening programme offered is in accordance with

recommendations issued by the Department of Health and

Children. Initial screening may take place at reception centres

in Dublin where asylum seekers may reside for five days or

more. The screening process should then continue when

persons are relocated to other centres. 

In the Southern Health Board area data gathered during the

screening process are inputted into the SHB Asylum Seeker

Infectious Diseases Screening Database.

Data were extracted on all those on the database who had

entered Ireland during the period 1/1/2000 to 31/12/2000. In

total 1211, asylum seekers were identified on the database. Of

these, 991 (82%) were recorded as attending at least once for

Southern Health Board screening services. Of those who did

not attend the Southern Health Board screening services 139

attended the Eastern Health Board services while

accommodated in Dublin. In total 93% of asylum seekers in

the Southern Health Board area in 2000 were recorded as

attending a screening service, at least once. Some findings

from the screening programme are presented below (Fig 3.13).
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Key Points
Food and waterborne outbreaks are commonly reported

* Outbreaks of gastroenteritis are likely to continue. The 

specific characteristics of the causative organisms 

pose challenges for the control of outbreaks. 

* The organisms most commonly reported in recent 

outbreaks are Salmonella and SRSV.

* The outbreaks associated with SRSV have affected 

many individuals - the largest outbreak of 2000/2001 

was caused by SRSV, affecting nearly 500 people.



GENDER

Two thirds (66%) were male (Fig 3.13).

AGE

There were similar numbers of males and females in the under

20-year age group. However, men outnumber women by more

than two to one in the 20 to 49 year age group (Fig 3.14).

COUNTRY OF ORIGIN

In 67 cases, the country of origin was not recorded. A

further 57 were infants who were born in Ireland. Of the

remaining 1087, 49% were from the former Soviet

Union or Eastern Europe and 48% from Africa, with a

small number from other areas of the world (Fig 3.15).

One county alone, Nigeria, accounted for 29% (313) of

all asylum seekers. Five countries together accounted

for 61% (658) of asylum seekers (Table 3.6).

Table 3.6  Asylum Seekers, SHB, 2000, Top Five Countries

of Origin

Country Number Percentage

Nigeria 313 29%

Romania 160 15%

Czech Republic 77 7%

Russia 57 5%

Congo 51 5%

37

Fig 3.13 Refugee/Asylum Seekers, SHB, 2000 - Gender
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Fig 3.14 Refugee/Asylum Seekers, in SHB 2000-Age Breakdown
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Fig 3.15 Refugee/ Asylum Seekers in the SHB, 2000 - 
             Regions of Origin
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PRINCIPAL LANGUAGE

English was the principal language of 40% of all

asylum seekers. Figure 3.16 below shows the principal

language. Those categorised as "Others" include:

Albanian (31), Arabic (30), Polish (27), Lithuanian (18),

Bulgarian (17), Portuguese (8), Armenian (8),

Yugoslavian (7), Georgian (6), Estonian (5), Spanish (4),

Moldavian (4), Ordu (4), Nigerian (3), Persian (3), Igloo

(3), Toy (3), Ewe (3), Tamil (2), Yurt (2), Kikuyu (2), Edo

(2), Turkish (2), Thai (1), Maeyalean (1), Urdu (1),

Ugandan (1), Yruba (1), Serbo-Croatian (1), Binin (1),

Libyan (1) and Kosovan (1).

The wide range of languages spoken demonstrates the

difficulty in providing services to this population 

(Fig 3.16).

ACCOMMODATION

Asylum seekers in Cork and Kerry are housed in various ways.

These include centres specifically set up to accommodate

them, hostel type accommodation, bed and breakfast, which

can accommodate a small number, and private rented

accommodation.Those living in private rented accommodation

tend to be those who came to Ireland before April 2000 (when

direct provision was introduced), those who have Irish born

children or those with certain health problems. Sixty-eight

percent of asylum seekers were living in centres, with only

15% living in rented accommodation (Fig 3.17). 

Asylum seekers are being accommodated in all five

community care areas in the Southern Health Board. Figure

3.18 shows the breakdown by community care area (Fig 3.18).
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Fig 3.16 Refugees/Asylum Seekers SHB 2000 
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INFECTIOUS DISEASE SCREENING

As previously mentioned, the vast majority of asylum seekers

are initially accommodated in reception centres in Dublin.

Where possible, the infectious disease screening process is

commenced there. One third of asylum seekers were reported

to have commenced screening in Dublin (see Fig 3.19).

SCREENING FOR TB

As part of asylum seeker TB screening in 2000, a chest x-ray

(CXR) was offered to all asylum seekers. In addition, tuberculin

testing (Mantoux) was offered to those under 25 years with no

BCG scar, to those with a history of TB contact and to those

with symptoms which might be suggestive of TB.

The following findings relate to those for whom data records

are complete:

* 79% had a BCG scar, indicating previous BCG vaccination.

* 87% agreed to CXR screening (with 48 refusals)

* Two cases of non-infectious TB were detected, both 

extrapulmonary (sites: intrathoracic lymph nodal 

involvement and genitourinary). (Mycobacterium 

tuberculosis was isolated from one of these cases; the 

organism was fully sensitive.

The prevalence of TB disease in this cohort is reassuringly low,

with no infectious cases detected. Challenges with regard to

optimising screening uptake and ensuring compliance with

anti-TB treatment will be ongoing. 

SCREENING FOR HEPATITIS B 

Of 1211 asylum seeker / refugee arrivals to the SHB in

2000, 950 (78%) were recorded as having screening for

hepatitis B. Over a quarter of those screened (28%)

showed evidence of past infection with hepatitis B. The

percentage of persons who had evidence of past

infection varied by the country of origin. Thirty percent

of those from Africa and seventeen percent of persons

from the former Soviet Union / Eastern Europe had

been infected with hepatitis B. While the number of

persons from the Middle East was low, 23% had been

infected with HBV in the past.

The results of screening confirmed that the majority of

those who had been infected with hepatitis B in the past

had fully recovered from their infection. Unfortunately,

between a fifth and a quarter had not been so lucky and

these continue to carry the virus. Overall, 7% of those

screened were found to be carriers of the hepatitis B

virus. One percent carry hepatitis B e antigen. Carriers

of the hepatitis B e antigen are at increased risk of liver

damage and are at greater risk of transmitting the

infection to others. 

Hepatitis B infection may be transmitted through the

sharing of needles, as in intravenous drug abuse. It may

also be transmitted sexually. Homosexual practices pose

an increased risk of transmission. An infected mother

can transmit the infection to her baby around the time

of birth. Treatment given to the baby at birth can

greatly reduce this risk. All blood transfusions in this

country are screened for hepatitis B. Health care risk is

controlled by the use of single use disposable needles

and syringes in health care facilities along with

standard sterilisation procedures for equipment. Needle

stick injuries are an important source of infection of

health care workers. Health care workers positive for

hepatitis B are banned from the performance of

procedures that could pose a risk for transmission of the

infection to patients. 

It can be seen from the above that catching hepatitis B

infection is not easy. It requires sexual or blood

exposure to an infected person. The usual form of blood
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Fig 3.19 Asylum Seekers in SHB 2000 Screened in Dublin
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exposure found is through the sharing of infected

needles, as in intravenous drug abuse. However

unnoticed blood exposure can result from the sharing

of razors or of toothbrushes. One should never share a

toothbrush or razor with others. Condom use can reduce

the risk of all sexually transmitted infections, including

hepatitis B.

The numbers of asylum seekers and refugees found to

have evidence of past infection with hepatitis B is as

expected. In their countries of origin the prevalence of

hepatitis B infection is high. In these countries the most

common mode of transmission of hepatitis B is from

mother to child at the time of birth. Unfortunately, the

risk of becoming a chronic carrier of hepatitis B

infection is greater the younger the age at which one is

infected. Babies infected around the time of birth have

a 90% risk of becoming chronic carriers of the

infection. The risk reduces to 20-50% at age 1-5 years.

Older children and adults have a 90-95% chance of

making a full recovery from the infection. 

In Africa, Asia, parts of South America and the Middle

East 8-20% of the population are chronic carriers of

hepatitis B. Between 2-7% of the populations of South

and East Europe, the former Soviet Union, Central Asia,

Japan, Israel and parts of South America are chronic

carriers of hepatitis B. Many more in these populations

will have been infected with hepatitis B at some time of

their lives and will have recovered from the infection.

SCREENING FOR HEPATITIS C

The Department of Health and Children recommendations on

communicable disease screening for asylum seekers in 2000

included a recommendation to screen all those aged over 15

years for hepatitis C. This recommendation was subsequently

changed in 2001 and hepatitis C screening is no longer carried

out as a routine. In 2000, 927 asylum seekers were recorded as

having screening for hepatitis C of whom 19 (2%) were

positive for hepatitis C. The prevalence of infection with

hepatitis C is estimated at 0.1% of the Irish population.

Transfusion was the commonest mode of transmission of

hepatitis C in the past. Now all blood transfusions are screened

for hepatitis C. Hepatitis C is less infectious than hepatitis B.

Sexual transmission of hepatitis C infection can occur but is

less common than with hepatitis B. Condom use can reduce the

risk of all sexually transmitted infections including hepatitis C.

SCREENING FOR IMMUNITY TO
RUBELLA

Rubella (German Measles) is usually a mild infectious disease,

most common among children aged four to nine years.

Although it is a mild illness in children, maternal rubella

infection in the first eight to ten weeks of pregnancy results in

damage to the unborn child in up to 90% of cases and multiple

defects are common. 

Screening for immunity to rubella is carried out routinely in

antenatal clinics. Therefore, all pregnant asylum seekers would

have this screening carried out as part of their routine

antenatal care. Non-pregnant women of childbearing age are

offered a rubella screen as part of the infectious disease

screening process. The results for 205 women show that 36

(18%) were not immune to rubella. This is considerably higher

than the levels found in the Irish antenatal population. In the

Cork University Hospital the non-immune rate for all

antenatal testing was 2.2% in the year 2000. 

Those who are found to be not immune are offered vaccination. 

It is of concern that a significant proportion of asylum seeker

women are not immune to rubella. They are at risk of

contracting rubella during pregnancy, with a resulting risk to

their unborn children.
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VACCINATION STATUS

Asylum seekers may come from countries where vaccination

programmes are less well developed than Ireland. A history of

vaccination is taken as part of the screening process. Those

who need further vaccination are identified and the Area

Medical Officer commences vaccination or the person is

referred to the GP, depending on the particular circumstances.

The Area Medical Officers recorded 308 people as receiving at

least one vaccination. 

REFERRAL FOR OTHER SERVICES

In total 205 people were reported as having been referred for

other health services. The most common referral (63 cases) was

for hospital maternity services, see Fig 3.20.

SUMMARY

* The vast majority (93%) of asylum seekers in the Southern 

Health Board in 2000 attended screening services on at least 

one occasion. 

* Only two non-infectious cases of TB were detected

* 28% had evidence of past hepatitis B infection and 7% had 

evidence of carrier state

* 18% of women of childbearing age were not immune to 

rubella.
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Fig 3.20 Refugee/Asylum Seekers in SHB 2000 -
              Consultant Referrals
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Key Points of this chapter
* Recently introduced vaccines (meningococcal C and 

haemophilus influenzae type B) have dramatically 

decreased illness and deaths associated with the 

respective diseases. 

* There has been a decline in MMR uptake; more 

children are now at risk of measles, mumps and 

rubella. Unless MMR vaccination coverage increases, 

we will see more of these diseases. 

* BCG vaccination policy will be extended to include all 

neonates and school children (10-13 years of age). 

* Outbreaks of gastroenteritis are likely to continue. The 

specific characteristics of the causative organisms 

pose challenges for the control of outbreaks. 

* In the last 3 years, the emergence of outbreaks of viral 

foodborne disease caused by SRSV is noteworthy. 

Such outbreaks are often extensive, may cause 

considerable human suffering and economic 

consequences. 

* Screening asylum seekers for vaccine preventable 

diseases allows those at increased risk of infection to 

be identified and therefore recommended the 

appropriate vaccinations or treatment.



The last three decades have seen a number of unprecedented

social changes, which have had a profound bearing on

attitudes towards sexuality, and the expression of sexuality.

The growth of the women's rights and gay rights movements

has resulted in legislative changes in the areas of

contraception, homosexuality and the provision of abortion

information. Changing attitudes and behaviours have resulted

in a dramatic fall in the birth rate and thus, family size.

This section will concentrate on sexually transmitted

infections. The increasing number of infections and the

potential for long-term reproductive and overall health

sequelae are discussed.

SEXUALLY TRANSMITTED
INFECTIONS (STIS )

There has been a large increase in STIs in Ireland. This trend

is also seen internationally. The numbers attending the

Southern Health Board STI/Genitourinary Medicine (GUM)

clinics (based in Cork since 1993 and in Tralee since 2000)

have increased. Since 1993, attendance at STI clinics has

doubled. (Fig 4.1). 
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Fig 4.1 Number of STI Clinic Attendances 1990-2000
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Such an increase in STIs has long-term implications for the

affected individual, his/her partner and society. Latent infection

with some STIs may have long-term sequelae on the

reproductive or overall health of the individual, her infant or

partner. STIs have been implicated in increasing rates of

cervical cancer, have been shown to facilitate transmission of

HIV and to increase the risk of infertility and ectopic pregnancy. 

BACTERIAL INFECTIONS

CHLAMYDIA AND GONORRHOEA

The incidence of gonorrhoea and chlamydia has increased

rapidly in recent years, returning to the high levels of the mid

to late 1980s. Chlamydia infection, often asymptomatic, can

be easily treated if diagnosed, but it requires specific screening

tests for diagnosis. The importance of preventing and treating

chlamydia is because of its potential to cause pelvic

inflammatory disease, which may cause infertility among

women or result in ectopic pregnancies (see Fig 4.2).

SYPHILIS

In 2000, four cases of syphilis were diagnosed in the Southern

Health Board area. This number is an increase over previous years

but is still low. However, in response to a recent outbreak of

syphilis in Dublin, enhanced surveillance, increased information

and awareness programmes aimed at prevention, and additional

treatment facilities have been launched in an effort to prevent

ongoing transmission in Cork and Kerry (Fig 4.2).

AGE DISTRIBUTION OF CASES

Over the years, young adults between the ages of 20-29

years have consistently been the age group most

frequently seen at STD clinics. The proportion of

patients within this age group attending STD clinics is

increasing (Fig 4.3).

STI  VIRAL INFECTIONS

As in the rest of Europe, there has been a substantial

increase in the numbers of new viral STI cases,

particularly genital warts, presenting to the Cork

STI/GUM clinic. This change is also occurring at

national level (Fig 4.4).
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Fig 4.2 Number of new cases of syphilis, gonorrhoea 
          and chlamydia presenting to the Cork STD clinic, 
          1985-2000
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Fig 4.3 Age distribution of new patients (%) attending 
           the STD clinic
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Fig 4.4 Number of new cases of genital warts and herpes 
           simplex virus presenting to the Cork STD clinic, 
           1985-2000
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TRANSMISSION - RISK BY
GENDER AND AGE GROUP

As seen in Fig 4.6, the number of males identified as HIV

positive outnumbers females. The age distribution of new HIV

infections suggests that women are infected at a younger age

than the males; 25% of newly diagnosed HIV infections

among women in the 21-25 year age group, in comparison to

7% of males (Fig 4.6). 

FACTS ABOUT STIs IN CORK AND
KERRY

* Transmission of sexually transmitted disease, particularly 

chlamydia and genital warts, is increasing 

* Young adults are most at risk for sexually transmitted 

diseases 

* The long term sequelae of sexually transmitted infections are 

many and may include pelvic inflammatory disease, 

infertility, ectopic pregnancies and even death 

* Chlamydia, an important STI, with long term sequelae, can 

be diagnosed with appropriate screening tests and 

appropriate treatment given

* Heterosexual HIV transmission is now the most frequently 

reported risk factor for HIV infection

* To prevent transmission of sexually transmitted disease 

increased efforts are needed to raise awareness and change 

sexual practices of sexually active persons.

Particular thanks to Dr. Mary Horgan, Infectious Disease Consultant,
and the staff of her Department for providing data on sexual health.
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TRANSMISSION - A
CHANGING TREND IN RISK
GROUP

Surveillance figures suggest an increasing prevalence

of HIV infection in the heterosexual population in

Ireland. Fig 4.5 shows the number of new HIV

infections per year in Ireland by mode of transmission.

A shift in the main source of infection from intravenous

drug use to sexual spread is apparent. Although

heterosexual transmission now accounts for the

majority of newly diagnosed HIV infections, injection

drug users and homosexual men are still considered to

be at most risk of infection (if rates could be calculated). 

Fig 4.5 Newly diagnosed HIV infected by risk group, 
           1992-2000*
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Fig 4.6 Age Distribution of New HIV Diagnoses by Sex, 
          1988
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ENVIRONMENT
AND HEALTH
INTRODUCTION

Our environment is a major determinant of our health status.

In recognition of the impact of the environment on our health

there has been an increase in public debate, introduction of

new legislation, and changes in industrial, agricultural and

construction practices. As a nation, we are only starting to

seriously address this. The new National Health Strategy,

“Quality and Fairness" (2001), has specifically recognised the

need to address the impact of the environment on our health. 

This chapter will provide a definition of what is meant by

environmental health and discuss some topical environmental

issues of particular interest in the Cork and Kerry area. 

WHAT IS MEANT BY
ENVIRONMENTAL HEALTH?

Environmental health refers to ‘those aspects of human health

that are influenced by chemical, physical, biological, social

and psycho-social factors in the environment. It also refers to

the theory and practice of assessing, correcting and preventing

those factors in the environment that can potentially affect

adversely the health of present and future generations' 

(WHO 1999). 
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PROTECTING US AND OUR
ENVIRONMENT

At a national level, the government is to prepare an

implementation plan for the National Environmental

and Health Action Plan (NEHAP, 1999). Additionally,

health impact assessment (a process used to identify the

factors which may have a potential impact on health,

including environmental factors) will be introduced as

part of public policy development. 

Locally, the topic of environment and health was

addressed during the 2001 Cork Zoonoses Committee

conference "Zoonotic Disease and Environmental

Links". The participation of 200 delegates from a

variety of disciplines (public health doctors,

environmental health officers, veterinarians, engineers,

microbiologists, chemists), working with various

agencies, highlighted the importance of a multi-

disciplinary approach to address this issue. 

ENVIRONMENTAL CHALLENGES
IMPACTING ON HEALTH

FOOD AND WATER

Monitoring and prevention of food and water contamination

with agrichemical or microbiological agents (fungi, viruses,

bacteria, parasites) is a continuing challenge in view of

changing practices in agriculture, food storage, processing,

distribution and preparation. Recent international and

national waterborne outbreaks of illness have demonstrated

how “safe" water supplies can become contaminated and cause

illness and death among communities. The potential for

similar outbreaks to occur in Cork and Kerry exists - of

particular concern are “private" water supplies (e.g. group

water schemes) that often serve less than 1000 people and are

therefore subject to the minimum level of monitoring (e.g.

once per year). 

WASTE DISPOSAL

Waste disposal is a major issue for all of us. It is becoming

increasingly important as we are confronted with increasing

amounts of waste generation. The challenges surrounding

household and industrial waste disposal include: 

* How to dispose of it (landfill, incineration)

* Where to put it (landfill or incinerator sites) 

* Protection of surrounding environment and water sources 

* Waste minimisation 

* Recycling.

SAFER AND HEALTHIER
ENVIRONMENTS 

There is a range of solutions to make our environment safer

and healthier. Maintaining safe roads, buildings, water

supplies and sewage disposal is as important for achieving

good health as hospitals. Examples of how environmental

changes positively benefit health include such simple

measures as placing road “rumble strips" or “speed bumps" to

slow cars and decrease traffic injuries; changing housing

construction to provide warmer houses; and decreasing

emissions; and decreasing exposure to naturally occurring

radiation such as radon. 
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RADON

Radon is a naturally occurring radioactive gas that is found in

varying amounts throughout the country. Lung cancer is

uncommon among non-smokers who are exposed to radon.

However, exposure to radon at increased concentrations leads

to a greater risk of lung cancer among smokers. Householders

in high radon areas can have their homes tested for radon by

the Radiological Protection Institute of Ireland (RPII) at a

minimal cost per household. 

Where levels of radon are found to be high (in excess of 200

Bq/m3) practical measures can be taken to reduce the level

(ventilation modification). The Department of the Environment

operates a grant scheme to help cover the cost of the structural

repairs needed in houses with high radon levels. A maximum

grant of £800 or 50% of the total cost - whichever is less - is

available per dwelling. 

It is reassuring for the future to know that only houses

built before 1997 are at risk of high radon levels.

Guidelines introduced in 1997 under the Building

Regulations require builders to incorporate measures to

prevent the accumulation of radon in houses built in

low radon areas; or prevent the entry of radon into the

house from the ground in high radon areas. 

The RPII undertook a radon survey in Ireland between

1992 and 1999. Dwellings all around the country were

checked. Overall the level of radon in houses in counties

Cork and Kerry was found to be low. The average in

Cork was 76 Bq/m3 and in Kerry it averaged 70 Bq/m3.

The study found that 6% of houses surveyed in both

counties had levels in excess of the Reference Level of

200 Bq/m3. Areas designated as high radon areas in

Cork were those along the southern coastline, Mallow

and Mitchelstown. In Kerry, a small number of areas

north of Tralee were high for radon. The following maps

show the situation for Cork and Kerry (Figs 5.1 and 5.2).
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Fig 5.2 Map of County Kerry
showing the percentages of dwellings predicted to exceed 200 Bq/m  in each 10km grid square
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Fig5.1 Map of County Cork
showing the percentages of dwellings predicted to exceed 200 Bq/m  in each 10km grid square3

Grid: Irish National Grid
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CLUSTER INVESTIGATION

A number of cases of one condition occurring over a

short time period in a relatively confined geographical

area is sometimes noted and reported as a “cluster".

Potential clusters may relate to the occurrence of acute

or chronic diseases, injuries or birth defects. There are

two possible explanations for a cluster - has it occurred

by chance or is a common exposure responsible? A

number of such reports arise each year for investigation

in the Southern Health Board region. Often, when a

cluster is investigated, it is found that there is not a true

excess of the disease or a plausible relationship with a

known exposure. 

REPORTING AND INVESTIGATION

In the case of such concerns arising in the Cork-Kerry area,

reports of suspected clusters are referred to the Director of

Public Health who is responsible for monitoring and co-

ordinating the investigation of clusters. A cluster notification

form, available from the Department of Public Health, is

completed. 

Unfortunately, anonymous reports are difficult in that they are

often impossible to follow up thoroughly. The person making

the report is therefore asked to include details of known cases

(names, addresses, diagnoses, names of their medical

practitioners), along with information on any exposure that

the complainant believes is of concern. Following

investigation, a written report is sent to the concerned

individual/group. 

In the public health investigation the first step is to confirm

the diagnosis - the name, address, date of birth and actual

pathological diagnosis is needed for each case. The precise

date of diagnosis is important as memory may be unreliable.

With this initial information the geographic area and time

period of concern can be determined, which is necessary to

calculate the rate of occurrence. The length of time each

reported case was resident in the area is ascertained. In

particular, the time of residence in the area prior to the date of

diagnosis is noted (Table 5.1). 

Table 5.1 Ist Step in Cluster Investigation - Confirming the

Diagnosis

Patient information needed Reason for requesting information 
Name Identifies the patient so we can 

contact him/her for further details

Address To initiate contact
To calculate area specific disease rates

Date of birth As an identifier (e.g. medical records)
To calculate age specific disease rates

Confirmed medical diagnosis Do all the ill people have the same diagnosis?
Is a link to “exposure” biologically plausible?
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PUBLIC HEALTH COMMENT

Cluster investigations may involve reports of increased cancer

rates in a community. But cancer is common and there are

over 200 different types, the causes of which are very

different. Similarly for asthma, which is common throughout

the developed world. However, an increase in any disease

,whether real or perceived, is of understandable concern to the

public. It is therefore important that such concerns be

communicated to the Department of Public Health. Public

health doctors are alerted and an investigation can start.

Where initial assessment reveals no scientific basis to a cluster,

public fears may be put to rest. Fortunately, this is usually 

the case.

If the presence of a true cluster (an unusual aggregation of

health events grouped together in time or place) is

demonstrated following initial assessment, then a more

comprehensive investigation is required. In such

circumstances the Department of Public Health collaborates

with other agencies such as the Environmental Protection

Agency (EPA). This brings together needed expertise and

information that can inform the cluster investigation. Such an

activity is often complex, and requires much time and

resources. In general, cluster investigation has been found to

rarely confirm the presence of a true cluster. 

Key Points
* Our environment has a major impact on our health 

* A multi-agency approach is needed to monitor and limit the 

impact of environment on health 

* Environmental impact on health is complex and notoriously 

difficult to measure in the short term because the effects may 

not be obvious until many years later 

* Investigation of “Clusters" is often complex, time-consuming 

and resource intensive and may not demonstrate any excess 

of the condition or establish any link with an environmental 

exposure 

* Improving environmental health surveillance is an ongoing 

public health challenge. 
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INTRODUCTION

"Health" is defined as the complete social, mental and physical

well-being of the individual. Therefore a report on the health

of the people in the Southern Health Board area would not be

complete without a chapter on mental health. 

Suicide is an important public health problem. “Suicide in

Ireland - a National Study" was published in 2001 and

identifies the epidemiological factors associated with suicide

and provides information that can assist in suicide prevention

programmes. The most recent National Health Strategy

“Quality and Fairness - A Health System For You (2001)"

emphasises the need to improve mental health services and

promote awareness of mental health. The strategy includes

intensifying suicide prevention programmes, introduction of

programmes to promote positive attitudes to mental health

and investment in community care services and acute

psychiatric services. It is therefore appropriate and timely to

dedicate this chapter to suicide, the most tragic and untimely

cause of death related to mental health. 

SUICIDE IN SOUTHERN HEALTH
BOARD

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

years in recent years, even surpassing the number of deaths

from road traffic accidents. It is also a major problem

worldwide. 

The SHB Department of Public Health participated in the

national suicide study relating to the years 1997-8. Suicide

deaths were identified using Gardaí reports notifying the

coroner of non-certifiable deaths. Coroners’ reports were

checked, possible suicides identified and additional

information was requested (using a structured questionnaire)

from the deceased person's GP and/or psychiatrist if known. A

suicide death was defined as one that was self-inflicted and

intentional. All information collected was treated

confidentially. Only data relating to the Southern Health Board

area is presented in this report. 

SUICIDE
c h a p t e r s i x

part  three
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During 1997-1998 the Southern Health Board had 187 suicide

deaths (95 in 1997 and 92 in 1998); 154 (82%) of suicide deaths

were male, 33 (18%) were female. The suicide rate and sex ratio

in the SHB is similar to that seen nationally (Table 6.1).

Table 6.1 Suicide death rates in SHB and Ireland 1997 - 1998

Region Males Females
Suicides/100,000 Suicides/100,000

SHB 28 6

Ireland (national) 24 6

*Source DPH SHB and Suicide in Ireland National Study

RISK FACTORS BY AREA 

Overall, the SHB suicide rate was 17/100,000. There were

considerable urban and rural differences, with urban

populations at highest risk. Cork City had the highest suicide

rate at 24.8/100,000, in comparison to the much lower rate of

10.6/100,000 in the southern and rural part of county Cork

(Fig 6.1).

RISK FACTORS BY AGE

Suicide occurred most often in young men; a quarter of

suicide deaths were in males under 25 years of age, and

over half of the men were under 35 years of age. Only

7% of men were over 65 years of age. However, the age

rate for women was more equally distributed, with the

highest rates in the 25-44 year age groups (Fig 6.2).

MODE OF SUICIDE

Overall, the most frequent method of suicide was

hanging, followed by drowning. However, there are

gender differences in the selected mode of suicide. More

than half of male suicide deaths were caused by

hanging (53%) versus less than a third of deaths in

females (30%). Drowning was the most common mode

of suicide among females (36%) (Fig 6.3).

Fig 6.1 Suicide Rates in SHB n=187
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The timing of suicide cases was analysed in an attempt

to decipher patterns. Although the cases are fairly

evenly distributed throughout the week, midweek

features less frequently than the rest of the week (Figure

6.4). Similarly, cases are distributed fairly evenly

throughout the year (data not shown).

MARITAL STATUS

The statistics give us some insight into the relevance of

marital status in protection against suicide: only 22% of

the men were married compared with 40% of women.

This suggests that marriage is protective against suicide

in men, but less so in women (Fig 6.5).

SEEKING MEDICAL ATTENTION
PRIOR TO SUICIDE

Nearly half of those who committed suicide had consulted

with a GP in the month prior to their death (42%), and one in

five had attended a GP in the week prior to this (Table 6.2). The

most commonly presenting complaint related to

“psychological symptoms". Nationally, a quarter of

consultation diagnoses were related to depression. 

Table 6.2  Seeking medical attention prior to suicide, SHB (n=150)

Time period between suicide and last Suicide cases (%)
GP consultation

< 1 week 19

1week – 3 weeks 23

1 month – 5 months 26

6 months – 12 months 6

> 1 year 21

Unknown 5

Total 100

*Source DPH SHB

RECENT SIGNIFICANT EVENT 

In hindsight, it seems that over two-thirds of suicide cases had

a significant life event or difficulty in the time leading up to

their death. Relationship break-up and death of someone close

were cited most frequently. Men seemed to be particularly at

risk after a separation. Male suicide victims were more likely

to have experienced a relationship break-up prior to suicide

than female suicide victims (24% vs. 14% respectively). These

statistics suggest increased vulnerability of men following

disruption to a relationship (Fig 6.6).

Fig 6.4 Day of week of Suicide
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OTHER FACTORS 

Compared to the general population, unemployment levels

were quite high amongst people committing suicide. More

than one third of male suicide victims and more than a quarter

of female suicide victims were classified as unemployed. 

The role of alcohol among victims of suicide is of concern. A

history of alcohol abuse was frequent among those

committing suicide, almost a quarter of whom were known by

their doctor to have a history of alcohol abuse. Consumption

of alcohol by the victims immediately prior to death was

reported in approximately a fifth of cases (data not

shown).KY POINTS

Key Points
* There were 187 suicide deaths in Cork and Kerry between 

1997-1998

* Suicide was the principal cause of death for men aged 15-35 

years - five times more men died from suicide than women

* Hanging and drowning were the most frequent modes of 

suicide

* A recent significant adverse life event prior to suicide was 

reported in almost half of cases - relationship or marriage 

breakdown was the commonest event

* Almost a quarter of cases had a history of alcohol abuse

* Just over 40% had attended their GP in the month prior to 

death

* Almost a third of men were classified as being unemployed.

RECOMMENDATIONS

The National Suicide Study highlights the importance of

addressing the issues of life skills and coping mechanisms,

particularly among young males who demonstrate an

increased vulnerability after relationship break-up. The high

consultation rate with GPs demonstrates the importance of

primary care and the need to integrate services to address this

issue. Ongoing research is needed to identify the underlying

contributory factors associated with suicide. Improving our

understanding of the reasons for suicide will assist in the

development of preventive programmes in our community.
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INTRODUCTION

Qualitative research is increasingly being conducted in the

health services. This chapter provides an introduction to

qualitative research and gives some examples of qualitative

studies on various topics conducted by our Department in the

year 2000/2001.

QUANTITATIVE VERSUS
QUALITATIVE RESEARCH

Traditionally, clinical and biomedical research have used

experimental, quantitative methods to provide quantified and

measurable answers to research questions. Quantitative

research seeks to provide answers through the measurement of

specific variables determined at the onset of research studies

(using surveys, databases etc.). Qualitative research, on the

other hand, focuses on the development of concepts which

help us to explore, describe and understand social phenomena

in natural settings, giving due emphasis to the meanings,

experiences and views of all the participants. They are seen as

complementary methodologies, each with their own strengths

and limitations.

“THE PEOPLE'S VOICE"
THE ROLE OF QUALITATIVE
METHODOLOGIES IN HEALTH
SERVICE RESEARCH

c h a p t e r s e v e n

part  three
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TECHNIQUES USED IN
QUALITATIVE RESEARCH

Qualitative research uses a variety of techniques, such as

observation, in-depth interview, focus groups, and consensus

techniques. Use of such techniques allows us to understand the

factors that influence people’s behaviour and what people

actually mean when they describe their experiences, attitudes

and behaviours. The reasoning implicit in qualitative work is

held to be inductive, (moving from observation to hypothesis)

rather than hypothesis testing (deductive). These techniques

provide more flexibility, allowing the researcher to modify

direction (i.e. as a result of findings during the course of the

research study). Quantitative research is more fixed/pre-set

and not as flexible.

ROLE OF QUALITATIVE
RESEARCH

Both quantitative and qualitative methods are used in health

services research, complementing each other to provide a

complete picture as outlined here:

1. Qualitative work can be conducted as an essential 

preliminary phase to quantitative research, providing a 

description and understanding of a situation or behaviour, 

e.g. to identify most comprehensible terms to be used in a 

subsequent survey on sexual practices among teenagers.

2. To supplement qualitative work. This can be part of a 

validation process, as in “triangulation", where three or 

more methods are used (e.g. survey, focus groups and 

observation). It can also be used as a multi-method 

approach which examines a particular phenomenon or topic 

on several different levels, e.g. to explore the findings of 

previous research showing variation in surgical practice.

3. To explore complex phenomena or areas not amenable to 

quantitative research, e.g. looking at beliefs and 

perspectives of health care users/providers in times of 

reform or policy change. 

Brief synopses of qualitative work recently undertaken in the

Department of Public Health are given, illustrating why they

were done and how they were useful.

Key Points About Qualitative
Research
* Helps to understand what people say, not how many 

say it

* Complements quantitative research

* Can add substantially to health services research.
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SMOKING AND TOBACCO
CONTROL AMONG SHB
STAFF

INTRODUCTION

Smoking tobacco is a known risk factor for heart

disease, stroke and cancer. It has been estimated that

21% of deaths in Ireland are related to smoking.

Numerous national strategies have identified the need

to decrease tobacco consumption in our community.

Having a smoke-free work environment has been

shown to be effective in decreasing cigarette

consumption among workers and may discourage

initiation of smoking. A smoke free work environment

is a basic legal and human right in Ireland today, thus

protecting workers from environmental tobacco smoke.

In 1995 the smoking prevalence among SHB staff was

17%. Since 1996 the SHB has implemented a policy of

non-smoking within its facilities. 

SHB SMOKE FREE POLICY

Smoking by staff, service users and visitors is

prohibited in all health board facilities with the

exception of clearly designated "smoking areas".

* Smoking is prohibited in all interior work places

- In doorways and near entrances

- In common rooms

- In areas where food is eaten

- At meetings held in SHB premises

- In transport used by SHB 

* Designated “smoking areas" will be

- Clearly marked

- Have adequate ventilation

* Advertisement or sale of tobacco

- The advertisement or sale of tobacco is prohibited in 

SHB premises (with the exception of some long stay 

facilities).

STUDY OBJECTIVES

This study was carried out during 2000 in a variety of SHB

facilities with the aim of assessing the current state of our

tobacco control policy amongst staff. The objectives of this

study were to determine the experiences of staff relating to

this policy, how they perceived the policy and the ease or

difficulty encountered both at an individual and corporate

level in adhering to or supporting this policy.

METHODOLOGY

Focus groups were held at 11 SHB locations. A variety of units

(hospitals and administrative or support services), and

employees were involved (medical and non-medical

personnel). Both smokers and non-smokers participated. The

participants were asked a series of questions about the

Southern Health Board Smoke Free Policy and the issue of

smoking in the workplace.

RESULTS

One hundred and one SHB staff participated in the eleven focus

groups. The majority of participants were non-smokers (70%). 

Overall, awareness of the Southern Health Board Smoke Free

Policy was low (the majority of the respondents were unaware

of the details of the 1996 Southern Health Board Smoke Free

Policy itself) and that the Smoke Free Policy was easier to

implement within smaller locations.



57

PERCEIVED BARRIERS TO A
SMOKE FREE WORKPLACE

The respondents highlighted lack of consistent staff support of

the Smoke Free Policy, the lack of new and updated “No

Smoking” signs and smoke alarms as barriers to the

implementation of the “Smoke Free" Policy (Fig 7.1). 

OVERCOMING THE BARRIERS

When questioned as to how the barriers to a smoke free

environment could be overcome the participants identified the

following (Fig7.2).

* Greater staff involvement in implementation of Smoke Free 

Policy. 

* Smoking cessation assistance to staff. 

* More designated smoking rooms with proper ventilation and 

extraction facilities, separate for Southern Health Board staff 

and the general public. 

EXPERIENCE OF SMOKING IN
THE WORKPLACE

Areas where smoking continued to occur were

widespread and included wards, corridors, coffee rooms

and toilets. Where smoking rooms existed they were

reported to be unpleasant in appearance and odour. 

Barriers to implementing a smoke free zone included

the low awareness of visitors of the smoke free policy,

the "gifts" of cigarettes, and staff smoking while in

uniform in public places. 

This study identifies a number of areas that need to be

addressed to improve adherence to the smoke free

policy; policy awareness, patchy policy implementation,

lack of staff, patient, and visitor support and difficulties

with enforcement. 

Key Points and Recommendations
From This Study
* Smoking in SHB facilities continues despite a smoke 

free policy

* Better awareness of smoke free policy amongst service 

providers and users is needed

- During staff induction

- Before patient admission/attendance      

* Use of positive messages and provision of supportive 

environment was recommended

* Provide staff with the skills needed to support and 

implement the policy 

* Undertake disciplinary measures against staff 

disregarding policy.

Fig 7.1 Barrier to a "Smoke Free" policy in SHB sites
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RAW MILK CONSUMPTION
STUDY - WHY DO FARMING
FAMILIES CONTINUE TO
USE UNPASTEURISED MILK?

INTRODUCTION

Quantitative research has shown that 70-80% of Irish

farming families consume unpasteurised or ‘raw' milk,

in spite of public health messages advising them that it

may be unsafe to do so. 

STUDY OBJECTIVES

The objectives of the study were to establish why

farmers continue to use unpasteurised milk, to assess

their perception of the risks and benefits of using raw

milk, and to establish why some farmers change to

using pasteurised milk.

METHODOLOGY

The study was conducted using a structured open-

ended questionnaire. This formed the basis of the

interviews with 18 farmers.

RESULTS

The study found that farmers have very strong reasons

for continuing to use their own unpasteurised milk.

They have confidence in the quality and safety of their

milk, it is cheaper and more convenient, it has better

quality and taste than pasteurised milk and they

traditionally always used it.

The study also found that the farmers were aware of potential

risks of illness or disease from the milk but that they perceived

themselves as removed from the risk, having acquired

immunity over years of drinking it. In addition they see no

reason to change from using raw milk unless a problem with

it arises.

The farmers are aware that children and old people are at

greater risk of illness or disease from drinking raw milk but

believe that visitors to the farm might be susceptible to illness.

The milk is offered to everyone however.

Although the majority of farmers occasionally buy pasteurised

milk none of those interviewed had any plans to change to

using pasteurised milk in the future.

Five of the farmers interviewed had changed to using

pasteurised milk. Four were buying it because it was more

convenient than pasteurising it. One was pasteurising his milk

“....never refused the tea!”

“won’t be as hygienic, maybe

my system is more used to it”

“no, always drank it as 

a child, never got TB or anything

from it”

“always drank it, 

strapping health”

“ guaranteed with milk 

recording that it’s ok, herd is clean”

“more convenient, 

go to town, forget the 

blasted milk”
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because it is cheaper to do this than buy it. These farmers

changed from using unpasteurised milk because they were

afraid of the risks of using it.

These farmers felt that they are “only as good as the last test".

They have no plans to change from using pasteurised milk in

the future.

The conclusions of the study show that farmers mistakenly

believe that their milk is safe to use when routine milk tests

are clear. The study also established that immune mechanisms

are not well understood and that there is limited knowledge of

emergent and antibiotic resistant pathogens.

HOW DOES THIS STUDY HELP US?

The study is useful to health service planning because the

results challenge the clarity and perceived relevance of the

public health message advising farmers to use pasteurised

milk. The study findings provide a clearer insight into the

continuing high prevalence of unpasteurised milk

consumption in the Southern Health Board region. It identifies

frequent misconceptions held by the farmers. This will allow

for a more targeted and credible public health message.

Key Points in Milk Study
* Many farming families continue to use raw milk

* Farmers believe the milk is safe, that they are immune, it is 

cheaper, tastes better, and it is a tradition.

TRAVELLERS' HEALTH 

INTRODUCTION

The Traveller Health Unit in the SHB is based on a

partnership, with equal representation of Travellers and

Health Board staff. Its purpose is to monitor the delivery

of health services to Travellers, to identify where and

how services can be improved and to improve

communication and relations between health board

staff and travellers.

STUDY OBJECTIVES

This purpose of this study, which took place in 2000,

was to identify Travellers' experiences of SHB health

services. Focus groups were organised and discussions

were jointly facilitated by a traveller and a SHB staff

member. This shared participative method ensured

successful meetings. 

METHODOLOGY

Ten women's focus groups were held in different

regions of Cork and Kerry. Participants were asked to

identify and comment on health services that they had

used in the last 6 months. These were explored in a

theme framework of benefits, access, understanding of

travellers' needs by health board staff, communication,

adequacy of equipment and facilities. Participants were

also encouraged to discuss other areas influencing

their health.

“[vet] putting the fear 

of God in us”

“feel safer....never especially 

liked it myself, but I miss the cream,

children mainly”
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RESULTS

The most frequently discussed services were public

health nurse services, general practice, community

welfare offices, dental services, and hospitals. These

services were explored under the categories of positive

and negative experiences. Recommendations were

made to improve such services.

This study provided valuable insight into the positive

and negative experiences of this group. Some of the

findings were similar to those experienced by the rest of

the community (reported in other studies), but other

findings, such as discrimination, are specific to this

population.

The services criticised were also praised and the key

points are detailed in “Key Points”. 

Issues that are not formally part of the Health Board

brief, but yet have huge impact on health related issues,

are poor accommodation giving rise to ill health.

Facilities in "Halting Sites", often perceived as

transient, are often permanent, with Travellers living

there for many years. The focus groups reported that the

facilities provided at such sites were often grossly

inadequate. The situation is even worse for

“unaccommodated families" (those living by roadsides),

many of whom have also often lived in the area for

years. Improved living conditions are seen as a priority

to improve the health of this minority ethnic group.

Another area highlighted by the groups was the lack of

a consistent postal service (with implications for

appointment information sent by hospitals).

Key Points Regarding Health Services For
Travellers
* Services were both criticised and praised by the participants

* Positive experiences included

- Friendly staff 

- Efficient services 

- Respectful treatment 

* Negative experiences included

- Discrimination against travellers

- Disrespect

- Receiving conflicting information

- Absence of user-friendly terminology

* Inadequate living accommodation is considered a great 

obstacle to good health.



TOWARDS “GROWING
CONFIDENT CHILDREN"

INTRODUCTION

A major piece of research was conducted to document the

views and experiences of both providers and consumers of the

Child Care Services in Cork and Kerry.

Early childhood years are now recognised as being pivotal in

the promotion of health (emotional, social and physical).

Furthermore, health related strategies in Ireland now recognise

that poverty and social deprivation impact particularly on

children's well-being.

In this context the Southern Health Board (Cork and Kerry) has

devised a strategy for the early childhood years. There is a

deliberate focus on 0-6 year olds: preventative approaches,

social and emotional health and disadvantaged families.

STUDY OBJECTIVES

A qualitative study was undertaken using discussion or focus

groups. In this study we wanted to explore parents and

providers’ beliefs and perceptions of Child Care Services.

Experts in community development and group facilitation

conducted the groups.

METHODOLOGY

Broad spectrums of parents were recruited (those with children

with special needs, lone parents, travellers and parents of

children attending local pre-schools/crèches). Equally, relevant

service providers from the voluntary sector and the state

services were included.

The themes used in the focus groups were derived from the

criteria for quality in services for young children laid down by

the European Commission Childcare Network.

RESULTS

Thirteen focus groups involving parents from the

community, 49 voluntary agencies and 10 professional

disciplines were held. The main findings were: existing

prevention programmes for young children make a

positive difference; locally-based and family friendly

projects are favoured; services are poorly co-

coordinated; information for both parents and

professionals is a problem; attitude and respect

problems exist and there is a strong need for change. 

There was a remarkable degree of like-mindedness in

the views expressed by both the parents and the service

providers. This exercise contributed greatly to the

development of the strategy. In all, upwards of 200

people were consulted and this strengthened the

credibility of the approach that was ultimately followed

in the strategy document.

Key Points Regarding Child Care
Services in SHB
* Prevention programmes for young children make a 

difference

* Locally-based and family friendly projects are 

favoured

* Services are poorly co-ordinated

* Information for parents and professionals is 

inadequate

* Attitude and respect problems exist and there is a 

need for change.
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KEY HEALTH
DATA 

Explanatory note 

NATIONAL AND LOCAL SOURCES
OF HEALTH DATA

National health related information is obtained from the
Public Health Information System (PHIS) and the Hospital In-
Patient Enquiry (HIPE) system. 

PHIS 
PHIS is a common dataset of reliable baseline data for
assessment of health at National, Health Board and County
level. The Directors of Public Health established this system in
1996 in consultation with the Information Management Unit,
Department of Health and Children. PHIS provides reliable
standardised comparative data which is used for health service
planners and evaluators. PHIS data includes information on
population, fertility, mortality and morbidity. The data is
provided from a number of sources, predominantly the Central
Statistics Office (CSO), the Hospital In-Patient Enquiry (HIPE)
system and the National Cancer Registry.  

HIPE
Morbidity data on PHIS is derived from the Hospital In-Patient
Enquiry (HIPE) system. HIPE is a computer based health
information system which collects medical and administrative
data on all patients (private and public) discharged from any
of the acute  public and voluntary hospitals in the country (32
hospitals). Most private hospitals and a few public hospitals do
not participate, which limits the ability of HIPE to provide
complete population information. Population based rates in
HIPE are therefore understated and there is a bias in reporting.
Because HIPE data reports each hospital discharge (persons
hospitalised several times during the course of the year are
counted separately), this data cannot be used as a proxy for
prevalence rates because it measures events, not cases.

HIPE data is collected by trained coders in each participating
hospital. Information is sent to the Economic and Social
Research Institute (ESRI) who manage the system on behalf of
the Department of Health and Children.
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c h a p t e r e i g h t
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Table 8.1 Population data (Census data 1996)

SHB Ireland

Cork 420,510 -

Kerry 126,130 -

Total 546,640 3,626,087

0-14 years of age 128,006 (23%) 859,424 (24%)

Over 65 years of age 66,127 (12%) 413,882 (11%)

Dependency ratio* 0.55 0.54

*Dependency ratio = population < 15 years and > 64 years of age
population between the ages of 15-64 years 

Table 8.2 Socio-economic Data (CSO, 1996)

SHB % Ireland %

% Social class 5&6 21.3 21.3

Unemployment rate* 4.1 4.3

* QWHS Nov 2000

Table 8.3 Birth data 

SHB Ireland EU average*

Total births (2000*) 7,600 54,239 -

Crude birth rate (2000*) 13.9 14.4 10.7
(live births per 1,000 population)

Total fertility rate (1999) 1.84 1.88 1.53
(expected number of births per 
woman if age specific rates in 2000 
were to remain unchanged)

Teenage birth rates (1999) 14.23 19.78 -
(live births among females 
< 20 years of age per 1,000 
corresponding population)

Percentage of live births born 
to single mothers (1996) 13.33 14.25 -

Lone parent families with 
children < 15 years of age as a 
percentage of all families (1996) 13.1 13.8 -

Data source: PHIS 4.04
* Source: Eurostat

Table 8.4 Mortality data 

SHB Ireland

Total deaths (CSO, 2000) 4,998 31115

Crude death rate 9.1 8.2

(deaths per 1,000 population)*

The Standardised Mortality Ratio (SMR) is used to

compare mortality outcomes of different populations.

The SMR is the ratio of observed deaths in the study

population to the expected deaths in that population if

this population experienced the same mortality as a

standard population. SMR takes into account the effect of

differences in age and sex distribution between the study

and standard population. It is expressed as a percentage.

SMRs over 100 represent an excess of "average"

mortality experience and SMRs below 100 show

relatively favourable mortality experience. (Table 8.5)

Table 8.5 Standardised Mortality Ratios 1999*

Disease categories SHB Ireland

All causes, all ages 104.73 100

All causes, 0-64 years of age 100.92 100

All causes, over 64 years of age 105.65 100

Circulatory disease, all ages 111.92 100
(ICD 390-459)

Cancer, all ages (ICD 140-208) 95.69 100

Respiratory disease, all ages 99.65 100
(ICD 460-519)

All infectious and parasitic 119.2 100
disease (ICD 001-139)

Diabetes Mellitus, all ages (ICD 250) 113.26 100

All injuries and poisonings, 104.16 100
all ages (ICD 800-999)

Tuberculosis ICD (010-018) 78.42 100

Mental disorders (ICD 2980-319) 95.29 100

*PHIS 4.04 
ICD is the International 

Classification of Disease (version 9) coding system.
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Years of Potential Life Lost (YPLL) is another mortality

index and is used to demonstrate avoidable deaths and the

impact of early death on the population. Years of Potential Life

Lost (YPLL) reported here measures difference between the age

at death and the age of 65 years and is calculated for each

individual death in persons aged < 65 years of age. Using YPLL

is another way of identifying those causes of mortality where

preventive measures or better clinical management might have

avoided deaths and is particularly useful when looking at the

impact of specific diseases on YPLL of a population.

Table 8.6  Years of Potential Life Lost (YPLL*) per 10,000
equivalent population (1999)

SHB Ireland

All causes, males 0-64 years of age, 455.02 444.52
per 10,000 male pop 0-64 years of age

All causes, females 0-64 years of age, 263.08 252.35
per 10,000 female pop 0-64 years of age

Source PHIS 4.04

Table 8.7  Childhood mortality data (2000)

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)

Sudden Infant Death rate (ICD 789) 0.4 0.52
(deaths in the first year of life 
per 1,000 live births)

Congenital anomalies death rate (ICD 740-759) 1.46 2.14
(deaths in the first year of life 
per 1,000 live births)

Source PHIS 4.04
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Table 8.8 Summary of mortality and morbidity data (focus on diseases highlighted in report)

Disease type (ICD code), All causes All infectious and Diabetes Mellitus All injuries and All malignant
all ages parasitic diseases poisonings neoplasms

(ICD 001-139) (ICD 250) (ICD 800-999) (ICD 140-208)

SHB Ireland* SHB Ireland* SHB Ireland* SHB Ireland SHB Ireland

Total number of deaths 25,932 158,622 36 192 82 453 238 1492 1131 7454

Total mortality rate (1999) 934.57 846.08 6.38 5.13 14.53 12.1 42.17 39.84 200.38 199.05
per 100,000 population

Health service utilisation

Total hospital discharge rates 184.47 201.35 4.87 5.36 1.39 1.12 14.51 16.72 9.39 11.45
per 1,000 population

Direct hospital standardised 18851.95 20459.09 513.32 547.43 142.13 113.99 1403.53 1624.21 964.65 1222.08
discharge rate† per 100,000, all ages

Number of hospital 104,123 749,271 2225 14836 535 3751 8191 62625 3575 24718
in-patient discharges (episodes)

Number of bed days 413,240 3,190,573 12,839 84,070 4,118 32,338 43,878 292,707 36,115 307,861

Number of day cases (episodes) 34,072 246,349 525 5249 247 414 197 2306 1725 18149

Median length of stay (days) 3 3 3 3 4 6 2 2 7 8

Source: PHIS 4.04. HIPE 1999 data
Ireland: Irish residents

* Excluding non-residents
† Direct standardised rates have been standardised to the World Health Organisation’s European standard population

Table 8.9  Mortality, morbidity and health service utilisation  related to unintentional injury (ICD 800-949)

Disease type Motor vehicle accident Occupant injury Motor cycle injury Pedal cyclist injury Pedestrian injury

ICD 810-819

SHB Ireland SHB Ireland SHB Ireland SHB Ireland SHB Ireland

Total number of deaths 61 398 43 251 6 29 2 10 10 103

Total mortality rate (1999) 10.81 10.63 7.62 6.7 1.06 0.77 0.35 0.27 1.77 2.75
per 100,000 population

Health service utilisation

Total hospital discharge rates 1.31 1.83 0.92 1.31 0.19 0.21 0.04 0.04 0.14 0.24
per 1,000  population

Direct hospital standardised 122.43 171.75 85.87 117.87 16.94 18.2 3.39 4.16 13.32 23.45
discharge† rate per 100,000, all ages

Number of hospital in-patient 738 6811 517 4675 106 769 21 165 77 899
discharges (episodes)

Number of bed days 4484 41350 2637 26004 855 5147 88 805 626 6033

Number of day cases (episodes) 2 36 1 17 1 5 0 0 0 2

Median length of stay (days) 2 2 2 2 4 3 2 2 3 2

Source: PHIS 4.04 1999 data
† Direct standardised rates have been standardised to the World Health Organisation’s European standard population
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This report provides an opportune and worthwhile review of

major issues concerning the health and quality of life of the

population of Cork and Kerry.

THE CHALLENGES POSED
SUGGEST DIRECTIONS FOR 
THE FUTURE.

We are faced with a changing demography. A substantial rise

in our older population (65 years of age and older) is forecast:

from 12% to 21% of the total population by 2031.

Accompanying this is a projected fall in the number of

children (under 15 years of age) from 23% to 16%. Such a

dramatic shift will have major implications for our health

services.

Immigration patterns are changing radically. Increasingly,

immigrants and those seeking asylum come from diverse

ethnic, cultural, religious and socio-economic backgrounds.

Problems of poverty, social exclusion, racial and religious

discrimination have the potential to have a negative impact on

their health status. Assessment of their health care needs is

crucial. Providing for these needs poses daunting challenges in

terms of service planning, delivery and resourcing.

In general terms, our health status is typical of developed

countries in the western world. We have experienced a

significant improvement over the past 50 years. Life

expectancy has increased from 59 to 72.3 years for men and

from 61 to 77.9 years for women. Infant mortality has dropped

from 54/1000 to 6/1000 live births. 

Even though it is encouraging that deaths from heart disease

and cancer have shown a steady decline over the past 10 years,

nevertheless they are our biggest killers and continue to pose

significant challenges. 

Almost one in every two people in Cork and Kerry will die

from cardiovascular disease. Approximately 2,300 people died

from cardiovascular disease in 2000, including nearly 300

WAY FORWARD
c h a p t e r n i n e

part  four



67

prematurely (i.e. under the age of 65 years). In addition, many

thousands of people here live each day with the consequences

of this disease. There is a continuing need to take prevention

seriously - most particularly in terms of smoking control. The

scope for the prevention of this killer disease is immense. 

The impact of cancer on the health status of the population of

Cork and Kerry is striking. Cancer is the cause of over 1,100

deaths in this region every year. It is a significant cause of

premature death accounting for about one third of all deaths

in those under 65. In addition, approximately 3,500 new cases

of cancer are diagnosed in Cork and Kerry each year. So many

thousands of us live each day with cancer. Although the

prevention of cancer is the ideal, provision of appropriate and

timely treatment, rehabilitation and palliative care is

fundamental to a comprehensive cancer service.

Cancer in men has had a low public profile relative to women’s

cancers. This report focuses on male cancers. The commonest

cancer in men is lung cancer accounting for approx. 120

deaths annually, i.e. one fifth of all male cancer deaths in the

Southern Health Board each year. Cancer of the prostate, with

177 new cases identified in 1997, is the second commonest

cancer (11%) in men. 

Prostate cancer presents a growing health problem in western

societies as longevity increases. Ireland is no exception. Much

debate currently surrounds the detection and management of

the disease. If the cancer is detected early it can be treated

successfully. The unresolved issue of population screening

programmes for prostate cancer should not, however, detract

from the importance of health education programmes for men

in raising awareness about early symptoms of the disease and

the importance of early investigation of those symptoms. 

Overall, testicular cancer is not a frequently occurring cancer.

It accounted for only 0.8% of all male cancers diagnosed in

1997. Very significantly however, testicular cancer has

increased in incidence in industrialised countries over recent

decades. It is also the most common form of cancer diagnosed

in men aged 15 - 44. Almost all cases of testicular cancer can

be treated successfully if found early. In this context the

importance of public awareness campaigns, targeted

particularly at young men, is self-evident.

The burden of injury and death resulting from accidents

in the Southern Health Board is alarmingly high, most

especially among younger males. Our road traffic

accident statistics, both local and national, are a cause

of grave concern. During 1999 there were 62 deaths

associated with road traffic accidents in Cork and Kerry.

Road accident prevention demands a major multi-

sectoral assault and urgent targeting of preventive

measures is essential. 

Diabetes Mellitus is on the increase throughout the

developed world and the Southern Health Board area is

no exception. It is estimated that there are 11,000

people with diabetes in Cork and Kerry, 2,000 of whom

are insulin dependent. Untreated and uncontrolled

diabetes can leave the patient in poor health and with a

shorter lifespan.

Obesity and lack of exercise, risk factors for the

development of diabetes and also for cardiovascular

disease, are far too common in our population and must

be tackled. Because diabetes mellitus can have such a

substantial impact on health it is vital that care is

integrated, easily accessed and appropriate to patients

and their families.

The emergence and resurgence of communicable

diseases is a continuing public health concern. Many of

the diseases which we thought were disappearing, such

as tuberculosis, measles, diphtheria and rubella,

continue to haunt us despite improved living

conditions, appropriate treatments and preventive

measures. Both anthrax and smallpox, previously

considered eradicated, are now seen as potential threats

to our health within the domain of bioterrorism. Other

infectious agents, recently identified, such as Small

Round Structured Virus (SRSV), Verocytoxin producing

E. Coli (VTEC) and Campylobacter are now recognised

as causing substantial illness. Sexually transmitted

diseases, once in decline, are again increasing. 

Protecting our children by immunisation against

serious preventable infectious diseases remains a

powerful and cost effective weapon of modern

medicine.
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There are success stories. We have seen a dramatic fall

in Meningitis following the introduction of

Haemophilus Influenza Type B (HIB) and

Meningococcal C vaccine. Yet, our uptake of primary

immunisation and particularly MMR, is continuing to

fall short of the national target. The devastating effects

of low levels of vaccination were shown by the

outbreak of measles in 2000 when more than 86

children were affected. Fortunately, there were no

deaths associated with this outbreak in Cork and Kerry

but there was very significant illness with 38 children

requiring hospitalisation. Every parent wants the best

for their child. Deciding what is best can sometimes be

difficult. However, if children are denied immunisation

they are at risk of contracting these potentially serious

vaccine preventable infections.

Environmental exposures influence health. Concern

about pollen counts, oil spills, air pollution, ozone

warnings, fish kills and red tides have foundation. It is

becoming common practice to sue for compensation for

health effects caused by exposure to environmental

tobacco smoke.

People want to know about environmental risks. The

topic is wide, the issues are complex and the evidence

patchy. Yet, there are solutions to make our

environment safe and healthier. Maintaining safe roads,

buildings, water supplies and waste disposal can be as

important for achieving good health as hospitals. A

multi-sectoral approach is needed to monitor and limit

the impact of the environment on health.

Suicide is a tragic occurrence. It is the principal cause

of death in young men, surpassing road traffic accident

deaths. Approximately 90 people die each year as a

result of suicide. Men are five times more likely to

commit suicide than women and tend to choose more

violent methods. Mental health disorders, especially

depression, remain the highest risk factor for suicide.

Recent adverse events and misuse of alcohol are also

significant risk factors. Suicide is a societal problem. A

comprehensive approach to prevention involving all

sectors is essential.

Important areas identified include the need to improve the

skills of young people, particularly males, in dealing with

emotional and other problems in life. Other areas identified

are: the high prevalence of depression, the need for easy access

to health and social services, the role played by GPs and the

mental health services, and the need to develop seamless care

plans based on agreed shared-care protocols. Specific

attention should be paid to those who deliberately self-harm

and those who declare their intent to commit suicide. The

important role that alcohol plays in suicide needs to be

recognised and addressed at both local and national level.

This report has highlighted a number of key issues relating to

the health of the population of Cork and Kerry. Information

presented here identifies the challenges we face to improve the

health and well-being of our people by appropriate, effective,

accessible and quality preventative and health services.

Addressing the root causes of heart disease, cancer, diabetes

and other chronic conditions mean challenging and

influencing tobacco use, alcohol consumption and poor

dietary habits of our population. Addressing these challenges

will not be easy but is worthy of our best efforts.
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