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FOREWORD
This sixth report on the health status of the people of Cork and

Kerry builds on our previous reports – providing a profile of

population characteristics such as births, immigration, patterns

of health and quality of life, disease, disability and death.

It illustrates the impact of wider social, economic,

environmental and political determinants on our health status.

It emphasises the need for protection of health from

environmental threats both chemical and biological. It

demonstrates the importance of tackling health determinants

through health promotion and disease prevention.

This report has a particular focus on the health status of men.

The past two decades have seen considerable activism by

women to improve the quality of their health and healthcare.

Almost by default, the strong emphasis on women’s issues has

revealed areas of men’s health that require just as much

attention. One of the most puzzling is the difference in life

expectancy between women and men. Despite having had

most of the social determinants of health in their favour, men

have higher mortality rates for all of the leading causes of

death and a life expectancy of about 5 years shorter than

women’s.

Traditionally men have been reluctant to use preventive

services. There are acknowledged high levels of psychosocial

disorders in men, including alcohol and substance misuse,

suicide, and injuries due to violence. Clearly, men’s health

suffers from lack of awareness and promotion.

This report now provides the stimulus to focus on men’s health

and the strategies that will be required to improve and

maintain men’s health in a rapidly changing world.

Today, early 2003, we cannot consider the health status of the

people of Cork and Kerry, without reference to the impending

threats to world peace and the devastating effects war will

have on health. By 2020, the World Health Organisation and

the World Bank predict that war will be one of the top 10

causes of disability and death. Recent events may bring this

date forward. Is there anything that health professionals can

do to prevent this? Some of us will care for those wounded in

war. But the cost of war goes beyond the direct health effects

of bombs and bullets. Economic and social systems are

disrupted, famine and epidemics may follow and resources are

diverted to military rather than health goals – all of which

make war a public health problem.

Dr. Elizabeth Keane,

Director of Public Health.

February 2003.
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POPULATION

The sharp decline in population of the Southern Health Board

in the first half of the 20th century was due mainly to the

effects of emigration. It was not until the second half of the

twentieth century that population levels started to rise again

and are continuing to do so (Fig 1.1). 

Source: CSO Vol.1 1996 & Preliminary Report Census 2002
^2002 provisional data

The most recent census of the Irish population took place in

2002. Preliminary figures on this census are now available. The

population of the Southern Health Board has increased by

6.2% between 1996 and 2002 (Table 1.1). This is slightly less

than a national increase of 8%. 

Table 1.1 Population by County Census 2002

1996 2002 Change in Population 

1996-2002

Persons Males Females Actual Percentage

Cork City 127187 123338 59356 63982 -3849 -3

Cork 293323 324843 163002 161841 31520 10.7
County

Kerry 126130 132424 66524 65900 6294 5
County

SHB 546640 580605 288882 291723 33965 6.2

Ireland 3626087 3917336 1945187 1972149 291249 8

Source: CSO, Preliminary Report Census 2002

Cork City has experienced a decline in population and is the

only area in the country to have done so (Fig 1.2). The decrease

of 3% is confined to the 74 Electoral Divisions (EDs, formerly

Wards) of the City Council area (formerly Cork County Borough). 

Considerable growth is evident in the wider suburban

environs. Cork City as currently defined excludes much

of the larger and fastest growing suburbs such as

Douglas and Glanmire. Riverstown ED, for example,

which is enumerated in Cork County, has seen an increase

of 52.7% since 1996. This growth reflects some of the

development and expansion in Glanmire. The dormitory

town of Carrigaline has grown by a third.

The population of Kerry grew by 5% since 1996.

Source: CSO, Preliminary Report Census 2002

BIRTH RATES

The crude birth rate in the Southern Health Board for

2001 was 14.4/1000 live births compared with 15.1/1000

nationally (Fig 1.3). The trends in the Southern Health

Board mirror the national picture with a fall in birth

rate from the late 1980s up to the mid 1990s. Birth rates

have been increasing since then.

Source: Annual Reports 1992-2000 and Yearly Summary 2001
*2001provisional data
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Fig 1.2  Percentage Population Change in the SHB  
            by County 1996-2002
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Most morbidity information is from the Hospital In-Patient

Enquiry Scheme (HIPE). Data is collected on the number of

discharges and the number of procedures performed in publicly

funded hospitals since 1994. 

In 2001 4,785 people died in the SHB. The crude death rate was

872.48 per 100,000 population for men and 781.49 per 100,000

for women, slightly higher than the national average (Table 1.2).

Table 1.2

AREA No. 2001 Rate 2001*

Male SHB 2524 872.48

Female SHB 2261 781.49

Male IRELAND 15408 807.72

Female IRELAND 14404 745.66

* Death Rate per 100,000 Pop

Source: PHIS V6 Beta 2002

Crude death rates fail to account for the different age and sex

distributions across populations. To allow for the age difference

a method called Direct Standardisation is used. The age-specific

mortality rates of the study population/region are applied to a

standard population (usually the national population). This

gives the expected number of deaths that would occur in the

standard population if it had the same mortality experience as

the study population. This then allows for direct comparison

between different regions. 

PRINCIPAL CAUSES OF DEATH

Diseases of the circulatory system, cancer, respiratory diseases

and injuries and poisonings are the principal causes of death

in the SHB region (Fig 1.6).

Source: PHIS V6 Beta 2002

Circulatory disease is the leading cause of death both

nationally and in Cork and Kerry. Within the circulatory

system diseases, ischaemic heart disease results in the

largest number of deaths, accounting for approximately

54% of all deaths from cardiovascular diseases (Fig 1.7).

Myocardial infarction alone accounts for 36% of all

cardiovascular deaths. Stroke (Cerebrovascular disease)

accounts for 20% of all cardiovascular deaths.

Source: PHIS V6 Beta 2002

Cancer is the second commonest cause of death in the

SHB region. Lung cancer is the most frequent among

males causing 1 in 5 cancer deaths (Fig 1.8).

Source: PHIS V6 Beta 2002

7

There has not been a significant increase in teenage

births in Ireland or the Southern Health Board in recent

years. However, a large number of teenage births are

outside marriage (Fig 1.4). For example in 2001, of babies

born to females aged 18 years or under, 95% were to

unmarried mothers. Being an unmarried/unsupported

mother can result in social isolation. They may not be able

to complete their education leading to poor employment

prospects, financial difficulties and lack of social outlets.

Source: CSO Vital Statistics

POPULATION PROJECTIONS

Population projections are based on the most recent

census data available. Various assumptions are made

based on fertility rates and migration. 

An emerging factor in Ireland in recent years is the

increasing number of non-nationals who are here on

work permits or seeking asylum. There were 40,189

immigrants to our shores in 2001, 91% of whom were

here on work permits.

In 2001, the Central Statistics Office (CSO) projected

that the population of the Southern Health Board would

increase at its highest estimate to 580,500 in 2006.

Preliminary data from the 2002 census shows that this

figure has already been slightly exceeded at 580,605.

Source: CSO Regional Population Projections 2001-2031

Current population projections by age cohort for the SHB region

are based on the 1996 census. These show that the population

of the Southern Health Board is set to increase further by 2031.

The number of people aged over 65 years will increase by an

extra 59,700 (90%) to 125,800 (Fig 1.5). Conversely, in those aged

under 15 years, it is estimated that the numbers will decrease from

128,000 to 96,000 in 2031. 

The dependancy ratio is used to measure the ratio of dependant

persons (adults aged > 64 years and children aged < 16 years)

to non-dependant persons in the community. This ratio is

estimated to increase from the current level in the Southern

Health Board of 0.55 to 0.61 by 2031. There is a combination

of factors, which will lead to a situation where there will be

fewer people available to care for the increasing elderly

population in the future. These factors include falling birth rates,

increasing numbers in employment and more social mobility.

This has implications for health service planning for the future.

MORTALITY AND MORBIDITY

To plan, monitor and evaluate our healthcare we need objective

indicators of our health status. These include mortality

(information on deaths) and morbidity (information on illness

and disability).

Our mortality data is derived from death certificates and the

quality of the information is dependent on accurate completion

of these certificates by the doctors.
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Source: PHIS V6 Beta 2002

The large number of young people who die from injuries and

poisonings has a devastating effect on their families but also

has implications for our society as a whole. Years of potential

life lost (YPLL) measure the number of years lost by an

individual if he/she had lived a full life span. Figure 1.13

demonstrates the impact injury and poisoning related deaths,

especially suicide, has in terms of the number of years of

potential life lost. For instance, in 2001, in men, 2,470 years of

potential life were lost in the Southern Health Board due to

suicide.

Source: PHIS V6 Beta 2002

For all the major causes of death due to fatal injuries, the

number of years of potential life lost is greater for men than

women. This is especially true for suicide and road traffic

accidents (RTAs).

9

In women, breast cancer is the leading cancer causing

death (19%). However, lung cancer now accounts for

13% of all cancer deaths among women (Fig 1.9).

Source: PHIS V6 Beta 2002

The main respiratory conditions causing death are seen

in Fig 1.10. Deaths from pneumonia are usually age-

related as older people are more vulnerable to dying

from pneumonia. Asthma which is often a mild condition

can be fatal in some instances with 2% of deaths

attributed to it.

Source: PHIS V6 Beta 2002

INJURIES AND POISONINGS

Injuries and poisonings account for a minority of deaths in the

SHB region (5%). However, they are an important minority

because each death is potentially preventable. In men the risk

of death from injuries and poisonings is highest in the 25-29,

45-49 and 65-69 age groups, with another peak after 80 years.

These are mostly attributable to motor vehicle accidents and

suicides. The highest risk for women is in the 35-39, 60-64 and

80+ age groups. In elderly women who sustain hip fractures

secondary to underlying osteoporosis, falls are especially fatal.

The main mechanisms of fatal injuries for the period 1997-

2001 are seen in Fig 1.11 34% of all deaths in this category were

due to suicide.

Source: PHIS V6 Beta 2002

Motor vehicle accidents (MVA) caused over one-fifth of the

injuries and poisonings related deaths. In the majority of cases

an occupant of the car is fatally injured (62%). However, a

considerable number of pedestrians are also killed in road

traffic accidents (23%). Motorcyclists are killed in 10% of cases

and pedal cyclists in 3% of cases.

The most common mode of fatal injury among males is suicide

and among women is falls (Fig 1.12). Over twice as many men

as women die from fatal injuries and poisonings. 
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Fig 1.10  Deaths due to Respiratory System Diseases,
             All Ages,1997-2001, SHB
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MORBIDITY

Information on disease is collected from the Hospital-

In-Patient Enquiry (HIPE) system. This has been in

operation since 1994. Data is collected on the number

of discharges and the number of procedures performed

in publicly funded hospitals. These hospitals include

Cork University Hospital, St. Finbarrs Hospital, St. Mary’s

Orthopaedic Hospital, Mallow General Hospital, Erinville

Hospital, Mercy Hospital, South Infirmary/Victoria

Hospital and Tralee General Hospital. Private hospitals

and Bantry General Hospital are not included in HIPE.

However, care must be taken when interpretating this

data. HIPE rates will be understated because not all

hospitals participate in HIPE. Also HIPE is event based

rather than person based. This means that a person who

is hospitalised several times during the year with the

same condition will be counted separately in the

statistics for each episode of hospitalisation. Therefore

HIPE provides an indicator of public hospital utilisation

rather than a proxy for prevalence.

The commonest diagnosis on discharge from hospital

for both males and females is that of a digestive system

disease. This is followed by disorders of the circulatory,

respiratory and genito-urinary systems (Fig 1.14 and 1.15).

Source: PHIS V6 Beta 2002

Fig 1.14  Main Diagnostic Categories, Hospital Discharge 
             Diagnosis, Cork/Kerry/SHB/Ireland, Males 2001
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MORBIDITY DUE TO INJURIES
AND POISONINGS

Admissions due to injuries and poisonings have implications for

the health services. Hospitalisation due to an injury or

poisoning is common in the 15-24 year age group (particularly

for males) and in the over 75 age group. 

The top 10 injuries and poisonings resulting in hospitalisation

for males and females are seen in Figure 1.16 and 1.17.

Source: PHIS V6 Beta 2002

Source: PHIS V6 Beta 2002
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Source: PHIS V6 Beta 2002

Rates of hospital discharge are lower in the SHB when

compared to the national average. Women have higher

discharge rates for genito-urinary disease whereas men

have higher discharge rates for both respiratory and

circulatory diseases.

AVERAGE LENGTH OF STAY

The average length of stay (ALOS) in hospitals in the

SHB for 2001 was 6.33 days for males and 5.91 days for

females. The SHB has the second highest ALOS when

compared with other health boards. The number of days

spent in hospital increases with increasing age.
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Fig 1.15  Main Diagnostic Categories, Hospital Discharge 
             Diagnosis, Cork/Kerry/SHB/Ireland, Females 2001
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Fig 1.16  Top 10 Injury and Poisoning Hospital Discharges 
             Males SHB 2001
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Falls account for approximately one third of injury and

poisoning related admissions for both males and females. Twice

as many men are admitted with a motor vehicle related injury

compared to women. A disturbing figure is the number of men

admitted with an injury intentionally inflicted by other persons

(304 in 2001). More women than men are admitted with a

fracture of the neck or femur (11% versus 4%). Osteoporosis,

which is more common in women than men, is known to be a

contributory factor in hip fractures. 

Key Features
• The population of the Southern Health Board has 

increased by 6.2% between 1996 and 2002

• Birth rates have increased since the mid-1990s

• In recent years, a large number of babies are born to 

teenage mothers who are not married. This can give rise 

to social isolation

• Population projections estimate that there will be an 

increase of 90% in the population aged over 65 years in 

the Southern Health Board over the next 30 years. This 

requires consideration in planning for future health 

services

• Circulatory disease is the leading cause of death in the 

Southern Health Board and nationally

• Cancer is the second commonest cause of death

• Injuries and poisonings account for 5% of deaths within 

the region

• In 2001, in men, 2,470 years of potential life were lost 

due to suicide alone in the Southern Health Board area

• The commonest diagnosis on discharge from hospital 

in the HIPE scheme is that of diseases of the digestive 

system

Fig 1.17  Top 10 Injury and Poisoning Hospital Discharges 
             Females SHB 2001
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MENINGOCOCCAL C VACCINE:
THE GOOD NEWS STORY

INTRODUCTION

In October 2000 the Men C vaccine was introduced in Ireland

and the national Men C immunisation campaign commenced.

Over an eighteen month period vaccine was offered to everyone

up to the age of 23 years, a total of 1.3 million people in Ireland.

Meningococcal disease is a serious infectious disease, which

can present as meningitis or septicaemia (blood poisoning).

The disease can be caused by at least 13 different groups of the

meningococcal bacteria. In Ireland, prior to the introduction of

the Men C vaccine, two groups accounted for almost all cases.

These are Group B, which accounted for approximately two

thirds of cases, and Group C, approximately one third of cases. 

Prior to the introduction of the Men C vaccine, Ireland had the

highest level of meningococcal disease in Europe. This new

vaccine has been the first major breakthrough in the prevention

of meningococcal disease. Since the introduction of the vaccine

we have seen a dramatic reduction in cases of meningococcal

C disease. 

EFFECT OF MEN C VACCINE IN
CORK AND KERRY

The decrease in cases of Meningococcal Group C disease in

Cork and Kerry is shown dramatically in Fig 2.1. Only 7 cases

occurred in 2001, compared to 34 cases in 2000 and 23 in

1999. All cases in 2001 were in people who had not had the

Men C vaccine. There were no cases in 2002. However, cases of

meningococcal disease due to other strains continue to occur.

*Provisional figures.

UPTAKE OF VACCINE IN
CORK AND KERRY

The uptake in general was very good, especially in

school age children (Table 2.1).

There was a rapid fall off in uptake in late teens, with only

8% of 22 year olds recorded as receiving the vaccine.

Table 2.1 Percentage Uptake 1 to 22 years, SHB

Age in yrs 1yr 2yrs 3yrs 4yrs 5yrs 6yrs 7yrs 8yrs

% Uptake 82% 81% 79% 80% 98% 95% 98% 96%

Age in yrs 9yrs 10yrs 11yrs 12yrs 13yrs 14yrs 15yrs 16yrs

% Uptake 96% 95% 93% 93% 93% 92% 90% 87%

Age in yrs 17yrs 18yrs 19yrs 20yrs 21yrs 22yrs

% Uptake 79% 57% 38% 27% 17% 8%

SUMMARY

The introduction of the Men C vaccine has led to a

dramatic decrease in Meningococcal Group C disease.

The Men C vaccine is only effective against the Group C

strain of the meningococcal bacterium so cases of

meningococcal disease due to other strains will continue

to occur. People need to be aware of how this disease

presents so they can seek medical help promptly.
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INTRODUCTION

Communicable disease control, along with disease prevention,

health protection and health promotion remains a fundamental

aspect of public health. Historically infectious diseases, tackled

so successfully by public health actions in the latter half of the

nineteenth century and the first half of the twentieth century,

had almost disappeared. In some cases, they are re-emerging as

new threats.

Infectious agents include VTEC (E. coli 0157) and Norovirus /

Norwalk-like Virus (winter vomiting bug) have been recognised

relatively recently. Bacterial resistance to antibiotics is an

increasingly common phenomenon. Foodborne and waterborne

infectious intestinal disease outbreaks, (mainly zoonotic animal

diseases which are transmissible to humans) are frequent

occurrences.

We face challenges to the uptake of immunisation programmes

which results in upsurges in vaccine preventable diseases, like

measles, often with dire consequences. We live in the shadow

of bioterrorism with the potential renaissance of smallpox and

anthrax – infections that have been virtually eradicated in the

Western World.

Vigilance and preparedness are key elements in tackling

infectious diseases. Regional surveillance systems are used to

identify trends and risk factors. Protocols for the management

and control of outbreaks remain the focus of ongoing review.

Monitoring of immunisation uptake, including research into

factors adversely affecting it and devising strategies for

improvement, command constant attention.

The dramatic decrease in Meningococcal C disease, following

the introduction of the vaccine, is a recent example of what a

very effective public health intervention can achieve.
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NEW POLIO VACCINE

In July 2001, Inactivated Polio Vaccine (IPV) replaced Oral Polio

Vaccine (OPV) in the childhood immunisation programme. The

inactivated polio vaccine contains inactivated virus, whereas

the oral polio vaccine contains a live but weakened virus.

No wild polio virus has been reported in Ireland since 1984.

However, there are still risks of polio in Ireland. Wild virus can

be imported from countries or areas where polio still occurs. The

oral polio vaccine virus can, on rare occasions (1 in 2.4 million

doses), cause vaccine associated paralytic polio. Although the

risk of developing polio illness from the polio vaccine is

extremely small, a decision was taken to remove this risk

altogether by changing to an inactivated polio vaccine. As the

IPV is inactivated it cannot cause polio illness.

The IPV vaccine is given by injection and is usually given in

combination with other vaccines, either diphtheria, tetanus,

pertussis (whooping cough) and Hib (a 5 in 1 product) or

diphtheria, tetanus and pertussis (a 4 in 1 product).

FLU VACCINE AND FLU
SURVEILLANCE

An annual shot of flu vaccine is recommended for all aged 65

years and older and also for those at risk of complications

should they contract flu. Those at risk include people with

chronic illnesses, such as chronic heart and lung disease. The

vaccine is ideally given in September or October each year.

It is also recommended that healthcare workers should consider

having flu vaccine both for the protection of their patients and

for their own protection, as they are likely to come in contact

with influenza during outbreaks. 

In the autumn/winter of 2001/2002 in Cork and Kerry 56% of

those with medical cards, aged 65 and over, had a flu shot. 

The National Disease Surveillance Centre coordinates a national

surveillance system for influenza illness. The purpose of this

surveillance system is to decrease the level of illness and death

from influenza in Ireland. It provides an early warning of an

increase in cases of influenza, thus allowing appropriate

preventative actions to be taken. 

Every week, from October to early May, data is gathered

from a number of general practices around the country

on the number of patients presenting with an influenza-

like illness. The Departments of Public Health in each

Health Board also gather data from hospitals and

schools. In the Southern Health Board data is collected

weekly on the number of hospital medical emergency

admissions in Cork University Hospital and the number

of children absent from school, in a representative

sample of eight schools in Cork and Kerry. 

Information from the surveillance system indicates that

influenza activity was low in Ireland for the 2001/2002

winter season. 
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MEASLES,  MUMPS AND
RUBELLA (MMR) VACCINE
DISCUSSION PACK

In 2002 a discussion pack on MMR was produced by the

Department of Public Health, Southern Health Board, the

National Disease Surveillance Centre and the Health Boards

Executive (HeBE). This pack will help professionals and parents

review the evidence around MMR and will help to provide the

basis for informed decision making. It sets out the facts on the

most common concerns about MMR vaccine in a way that helps

health professionals and parents to explore these concerns

together. 

Nine main questions are covered and each question outlines the

basic facts plus Key Notes for parents, together with Additional

Notes for health professionals, which are fully referenced. Whilst

the additional notes are essentially for health professionals, the

information is presented in such a way as to allow full

discussion between health professionals and parents, on each

issue. The format allows for exploration of all issues in any

order and as much, or as little, of the information can be given

to the parents to take away, as desired.

The Measles, Mumps and Rubella (MMR) Vaccine discussion

pack is available on the Southern Health Board internet site at

http://www.shb.ie/content-603222889 1.cfm

NEW IMMUNISATION
GUIDELINES FOR IRELAND

The Immunisation Guidelines for Ireland (2002 Edition) are

published by the Immunisation Advisory Committee of the

Royal College of Physicians of Ireland. These guidelines contain

extensive information concerning current immunisation policy

in Ireland. It also contains a section on immunisation and health

information to those travelling abroad. 

This document is not designed to be restricted to the medical

profession alone and may be of interest to a broad section of

the community, including those involved in the medical,

paramedical and tourist industry, and parents seeking detailed

information on childhood immunisations.

This document is available on the National Disease

Surveillance Centre’s internet site at www.ndsc.ie 
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IMMUNISATION 

IMMUNISATION UPTAKE
LEVELS

Both nationally and in the Southern Health Board area

immunisation uptake levels continue to fall well below

the 95% target, the level considered necessary to

prevent outbreaks of these diseases. Figure 2.2 shows

the uptakes in Cork and Kerry from1999 to 2002. A

large national outbreak of measles occurred in the year

2000, with over 1,600 cases, 86 of whom lived in Cork

and Kerry. This outbreak resulted in three deaths in

children in the Eastern Regional Health Authority area.

It is likely that the publicity regarding this outbreak

contributed to the increase in uptake of MMR vaccine

during the year 2000. However, since then the uptake

has again fallen significantly. 

If the uptake of MMR vaccine continues at the current

low levels, outbreaks of measles, mumps and rubella

will inevitably occur. 
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IMMUNISATION: THE VIEWS OF
PARENTS AND HEALTH
PROFESSIONALS

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

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

infectious diseases and save lives. Vaccines are responsible for

the control of many infectious diseases that were once common

in Ireland. The current national recommendation in Ireland is

that children are vaccinated against ten infectious diseases:

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

Haemophilus influenza type b, meningococcal group C, measles,

mumps, rubella (German measles) and tuberculosis. The national

target for vaccine uptake is 95%, the agreed level needed to

prevent outbreaks of disease. At present the uptake of childhood

vaccinations falls far short of this target, especially for the

measles, mumps and rubella (MMR) vaccine.

It is vital that health professionals and health service managers

have an understanding of the factors influencing parents’

decision on whether or not to have their child vaccinated. This

decision was perhaps never simple, but in recent times has

become increasingly difficult and stressful due to the confusing

and conflicting information parents are receiving regarding

immunisation. Within the health services there is a need for an

understanding of parents’ concerns and of the factors, both

positive and negative, which influence them. Only then can

these concerns be addressed and parents be assisted in their

decisions.

The Department of Public Health in the Southern Health Board

completed a study in 2002, to improve our understanding of

factors influencing vaccination rates. This study used both

quantitative and qualitative methodologies. The study looked

at both parents’ and health professionals’ perceptions and

knowledge of vaccines and their experiences with the vaccination

system. It sought to identify how and why parents make their

decisions about vaccinating their children. 

This study was done in three stages, each of which complements

the findings in the other components.

The first step was to identify what the main issues were – for

this, selected GPs’ opinions were sought. They articulated the

extent and type of parental concerns regarding childhood

vaccination that confront GPs routinely. The need to

effectively address these concerns was also highlighted. 

The second part of the study used focus groups to

explore the issues raised by GPs among parents and

nurses. The parents came from diverse backgrounds and

represented a wide range of socio-economic groups in

the region. The nurses – public health nurses, midwives,

and practice nurses – all had extensive dealings with,

and provided health information to, parents. These

groups were considered key providers of vaccine and

child health related information for parents in the

region and their input was considered essential. The

views expressed by both parents and health professionals

confirmed what GPs had highlighted and provided

greater insight into the determinants of decisions to

vaccinate or not vaccinate children.

For the final part of the study, we carried out a survey

of GPs to determine if our findings were representative

of the experiences of GPs in the region. The results of

the survey confirmed that the issues are widespread and

similar throughout Cork and Kerry.

In essence this study gives a voice to the views and

concerns of both parents and health professionals on

vaccination. It is only with a greater understanding of

these concerns that we can begin to address them.
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VACCINE PREVENTABLE
DISEASES

WHOOPING COUGH

The number of whooping cough cases decreased last year

with 23 notifications compared to 41 in 2000 (Fig 2.3).

MUMPS

There were only two mumps notifications in 2001

compared to eight notifications in 2000 (Fig 2.4). 

MEASLES

The number of measles cases decreased from 86 in 2000 to 17

in 2001, (Fig 2.5). The increase in cases in 2000 was associated

with a national outbreak, which commenced early in that year. 

RUBELLA

There was only one notification of rubella in the Southern

Health Board in 2001 (Fig 2.6).
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Fig 2.3  Whooping Cough (Pertussis) Notifications, 
            SHB 1988-2001
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Fig 2.4  Mumps Notifications, SHB 1988-2001
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Fig 2.6  Rubella Notifications, SHB,1988-2001
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“The whole polio scare… the 
vCJD concerns…it undermines trust”

(health professional)



Many health professionals themselves feel poorly equipped to

answer the concerns of parents.

Those health professionals who are most involved in

immunisation demonstrate most knowledge. 

Parents seek and expect information from many health

professionals, even those not directly involved in immunisation

services. 

Midwives were identified, by those delivering the service, as

having a key information role. However, midwives themselves

considered that their role was unclear and that they lacked

adequate information.

Parents need time to assimilate information provided on

vaccines and related issues.

Health professionals consider ‘negative media’ to be

the most important factor affecting uptake. This is not

only by means of a direct influence on the parents but

also indirectly through family and friends, who also

influence parents’ decisions. 

Parents have more mixed views on information from

the media but consider that it is a useful source of facts

on vaccines.

Health professionals consider that there was an

insufficient response from authoritative national bodies

and the health boards to negative, often inaccurate,

information in the media.

The health professionals involved in immunisation

services show great commitment to attaining high uptake

levels, often at personal cost. Parents do not always

appreciate their efforts. 
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SUMMARY OF MAIN
FINDINGS

The decision of parents on whether or not to vaccinate

their children is influenced very strongly by fear; fear if

they do and fear if they don’t.

Parents expressed considerable mistrust of the health

services and intimated a fear of issues being covered up. 

Health professionals recognise this parental mistrust.

Parents expressed concern that the ‘population approach’

to vaccination appears to disregard their child’s

individuality. Their desire for the health services to

regard each child as an individual was highlighted.

Many parents feel guilty if they choose not to vaccinate

their child – their child might become seriously ill and

then they would be considered bad parents.

Parents feel under considerable pressure to have their children

vaccinated, with pressure coming from society and the health

services. 

Parents are receiving confused messages from a variety of

sources, including the health services, for example, the frequent

changes in vaccination schedules. The reasons for which are

unclear to parents and to many health professionals.

Parents feel that they are given insufficient information about

vaccination.

Many parents are poorly informed about the diseases that

their children are being vaccinated against.
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“you could cause other 

children to get ill if your 

child spread it to them…” 

(parent)

“there’s a choice but at the 

same time you’re told this is the

time… it’s not actually your 

own choice” 
(parent)

“I don’t feel that I made an 

informed choice” 

(parent)

“if you know more about 

the diseases… you don’t 

see them anymore” 
(parent)

“We need up to date 
information and research … 

if health professionals had better
information they would be better

able to promote” 
(health professional)

“my physio gave me a lot 
of information” 

(parent)

“no one is giving information 
at antenatal checks” 
(health professional)

“Some mothers ate the head 
off me [when practice nurse phoned
to follow up delay in immunisation]” 

(health professional)

“…parents can’t absorb all 

the information on one day…” 

(health professional)

“biggest problem is adverse 

publicity in press” 

(health professional)

“Headlines scare” 

(health professional)

“You could spend an hour 

talking with them … and they would

say ‘obviously there’s money in it 

for you’” (health professional)

“I had a terrible fear about 
giving the MMR” 

(parent)

“I don’t trust the 
health board” 

(parent)

“…your thing is the
population…that’s your job..you 
don’t see us as flesh and blood”

(parent)

“you feel guilty…he gets it 
[illness] and ends up in 

hospital … it’s your fault” 
(parent)



IMMUNISATION
Key Features

• The introduction of the Men C vaccine has led to a 

dramatic decrease in Meningococcal Group C disease. 

No cases of Group C disease occurred in Cork and Kerry 

in 2002

• Immunisation uptake levels continue to fall well below 

the 95% uptake required to prevent outbreaks of these 

serious infectious diseases

• Only 17 cases of measles were notified in Cork and 

Kerry in 2001. However, if the current low levels of 

uptake for MMR vaccine continue, a further outbreak 

of measles will inevitably occur

• A Southern Health Board study showed that parents are 

concerned about the side effects of vaccines and some 

express fear and mistrust about vaccines and those 

advocating them

The Way Forward
• The Men C vaccine is only effective against the Group C 

strain of the meningococcal bug, so cases of

meningococcal disease due to other strains will continue

to occur. People need to be aware of how this disease 

presents so they can seek medical help promptly

• Parents require information on vaccines to allow them 

to make informed choices for their child’s immunisation.

This information needs to be in different formats to suit

different needs and different education levels

• Today many people turn to the internet to access 

information. We need to ensure there is easy access to 

relevant, evidenced based information on immunisations

and the diseases they prevent. A list of useful internet 

sites is given in chapter 7
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The immunisation process is taking more and more time

to inform and reassure parents about vaccines.

The vaccines, other than MMR, routinely administered

to children are generally of less concern to parents. 

The health professionals’ experience is that parents who

do not have their children vaccinated are not a uniform

group and come from all socio-economic groups and levels

of education. 

Parents commented that many health professionals did

not take seriously their reports of adverse events
occurring in their children after vaccination.

Health professionals involved in this study identified

several logistical problems in the primary childhood

immunisation system, which need to be addressed to

improve uptake. 

CONCLUSIONS OF RESEARCH

On the whole, the levels of knowledge and information of

many parents on vaccines is poor and confused. This is not

acceptable. Communication of information that is unambiguous

and honest is vitally important. Parents are unclear on the

concept of population immunisation and the diseases their

children are being vaccinated against. 

Parents are concerned about the side effects of vaccines. Parents

expressed fear and mistrust about vaccines and about those

advocating them. This level of fear and mistrust will not be

overcome lightly. The decision to have their children

vaccinated is as much emotion based as science based; the

hesitation and the ultimate decision whether or not to

vaccinate is decided by fear of the consequences of this action. 

Health professionals feel that they are ill equipped to properly

inform parents about vaccine related issues. They consistently

expressed a need for timely and accurate information to help

them address parental concerns.

It must be recognised that we are living in an information era

and an increasingly questioning era. If media campaigns, for

example, are to be used, then messages from studies such as

this must be taken on board. Otherwise, it has been a waste of

time asking parents for their views. We must be ready to

respond and to use this same information era to adequately

inform parents of the facts in a balanced and clearly transparent

manner.

The information gained in this study is assisting us in preparing

appropriate information for both health professionals and the

public to address the concerns expressed.
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“takes more and more time 
to do vaccinations” 
(health professional)

“You feel that everything that 
is adverse is hidden under 

the carpet” 
(parent)



VIRAL INFECTIVITY AND SPREAD

Infection resulting from NLV is usually associated with relatively

mild and short-lived symptoms. However, symptoms can be

more severe and prolonged. Vomiting is the prominent symptom,

although occasional clusters of cases occur where vomiting is

infrequent or absent. Diarrhoea tends to be shortlived. Other

symptoms include nausea, abdominal cramps, headache, muscle

pains, chills and fever. 

The virus is highly infectious. It has been estimated that 30

million virus particles can be released during vomiting. The

infectious dose is just 10-100 particles. The virus can spread

from person to person by a variety of means (Table 2.4). Because

of its infectivity and ease of spread, controlling the spread of the

virus is notoriously difficult. 

Table 2.4 Possible Modes of NLV Spread

• faecal-oral transmission (less than optimal hand 

hygiene following toilet use facilitates subsequent 

transfer from person to person)

• environmental contamination (from vomiting or 

diarrhoea e.g. in toilet areas)

• aerosolisation (following a vomiting episode when the 

virus spreads through the air and can be inhaled)

• contaminated food

• contaminated water

CONTROL MEASURES

As soon as NLV was suspected as the cause of this hotel

outbreak series, controls were instituted without delay

in a concerted effort to contain viral spread. Hotel-

specific guidelines on the control of NLV outbreaks,

produced in 2002 in the UK, were consulted and

followed. 

Control efforts of the Southern Health Board’s Outbreak

Control Team prioritised the prevention of spread by

advice on: 

- careful attention to hand-washing after toilet use 

and before food handling

- environmental cleaning and decontamination of 

affected areas

- containment of ill and exposed people where 

feasible

PERSONAL HYGIENE: Guests and staff were advised both

verbally and in writing on personal hygiene measures,

most crucially hand-washing. 

CONTAINMENT: Measures were taken to limit contam-

ination of unaffected bedrooms / hotel areas / coaches

by symptomatic guests. Affected staff were advised not

to work if symptomatic and to remain off work until 72

hours after resolution of symptoms. 

ENVIRONMENTAL DECONTAMINATION: Environmental

decontamination involved rigorous cleaning of areas

contaminated by vomitus / diarrhoea, followed by specific

decontamination procedures. The recommended disinfectant

for hard surfaces is hypochlorite (bleach) solution containing

1000ppm chlorine. As many soft furnishings and carpets are

not bleach resistant, it was recommended that they be

cleaned thoroughly with hot soapy water and then steam

cleaned. Increased frequency of cleaning of all bathroom and

toilet areas was conducted. Similar procedures were followed

for coaches.

Hotel management, tour group operators and coach

operators were advised on all control aspects; there was

close cooperation with the Outbreak Control Team

throughout. As it became clear early on that this was a
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INFECTIOUS
GASTROINTESTINAL DISEASE
OUTBREAKS 2002

NORWALK-LIKE VIRUS: A
VIRUS ON TOUR IN 2002

OUTBREAK TRENDS

The recognition of outbreaks of Infectious Intestinal

Disease (IID) caused by Norwalk-like virus (NLV) is

becoming increasingly common. In Ireland, as well as

the UK, the number of cases of infection associated with

recorded outbreaks has increased in recent years. This

group of viruses is now generally accepted as being the

most important cause of epidemic non-bacterial gastro-

enteritis in man. 

Compared with the first six months of 2001, Ireland

experienced a six-fold increase in reported IID outbreaks

of confirmed or suspected viral aetiology compared with

the same period in 2002 (Table 2.2). Many of the viral

outbreaks nationwide in 2002 occurred in hospitals,

residential institutions and, particularly over the summer

/autumn period, hotels. Some, but not all, of this increase

may be explained by improved surveillance. 

Table 2.2 Outbreaks IID: Confirmed / Suspected Viral

Aetiology

Ireland: Jan-Jun 2001/ 2002

Jan-Jun 2001 Jan-Jun 2002

No. Outbreaks 15 90

No. Cases (known/suspect) 700 3,630

Source: NDSC: EPI-INSIGHT 3(10); Oct 2002

All of the IID outbreaks investigated in Cork and Kerry

in 2002 were suspected or confirmed as viral in origin

(Table 2.3). Seven were hotel associated. Other locations

identified included hospitals (5), nursing homes (2), a

secondary school (1), a hostel (1) and a special needs

centre (1). The largest single outbreak involved the

main acute hospital in the region. 

Table 2.3 Outbreaks IID

Southern Health Board: 2002

Month County Location No. ill Pathogen

Feb Cork Community Hospital 8 Suspect viral

Feb Cork Long-stay Hospital 8 Suspect viral

March Cork Secondary School 132 Suspect viral

March Cork Acute Hospital 336 NLV

April Cork Nursing Home 8 Suspect viral

June Cork Community Hospital 19 Suspect viral

June Kerry Hostel (holiday centre) 29 NLV

June Kerry Hotel 20 Suspect viral

June Cork Nursing Home 15 Suspect viral

July Cork Special Needs Centre 28 Suspect viral

Aug/Sept Kerry Hotel/Tour Groups 45 NLV

Sept Cork Community Hospital 20 NLV

Sept/Oct Kerry Hotel/Tour Groups 135+ NLV

Sept/Oct Kerry Hotel/Tour Groups 145+ NLV

Sept Cork Hotel 13 NLV

Sept Cork Hotel/Tour Group 4 NLV

Sep/Oct Kerry Hotel/Tour Groups 37+ NLV

Source: Dept. of Public Health, SHB 2002

HOTEL-ASSOCIATED OUTBREAKS

The phenomenon of NLV as an increasing problem in the

package holiday industry is now recognised. Movement of

tourists by bus is very common in Ireland during holiday

periods, and overseas visitors often travel between hotels as

part of their itinerary. Tours tend to criss-cross the country,

congregating at larger hotels in popular tourist destinations.

Viral outbreaks were experienced with dramatic effect in the

hotel sector in this region in Autumn 2002. Over a 7-week

period, between late August and mid-October 2002,

approximately 400 cases of NLV were reported in association

with hotels, with a concentration in the regional tourist capital

– Killarney (Fig 2.7). The movement of tourists on holiday

packages, between hotels, made control of the outbreaks

difficult. Considerable numbers of symptomatic and exposed

groups of holidaymakers, mainly older people, travelled on

tour coaches – moving into, out of and around the region.

There was much holiday disruption.
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Fig 2.7  Cases Reported: Hotel Associated outbreaks 
            (Early Sept to Mid Oct, 2002)
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PREVENTING WATERBORNE
DISEASE

Clean water is fundamental to public health. A large part of

the increased life expectancy and improved health of humans

in the last century has been due to improvements in sanitary

conditions. Today, however, many of us take the provision of

clean water for granted.

A primary source of potential waterborne pathogens is faecal

contamination by animals, birds or man, of raw water that is

subsequently inadequately treated. Similar contamination of

potable water after treatment is another source. Ground water

sources are especially vulnerable to contamination with

agricultural effluent. Waterborne pathogens include bacteria

such as Campylobacter and E.coli 0157, viruses such as

Norwalk-like virus and Hepatitis A, and protozoa such as

Cryptosporidium (Table 2.5).

Table 2.5 Known Waterborne Pathogens

BACTERIA ENTEROVIRUSES

• Campylobacter • Hepatitis A

• E.coli • Hepatitis E

• Shigella • Norwalk-like virus

• Clostridium perfringens • Rotavirus

• Pseudomonas • Polio

• Yersinia

• Salmonella typhi PROTOZOA

• Salmonella paratyphi • Cryptosporidia

• Vibrio species • Giardia

• Entamoeba histolytica

• Blue/Green Algae

• Legionella

Contaminated water supplies have the potential to place entire

communities at risk as disease can be transmitted quickly and

widely via drinking water. Unlike food, there is little or no

opportunity to recall the ‘product’ if it is found to be

microbiologically contaminated. Waterborne disease can have

devastating consequences for vulnerable population subgroups

such as the very young, the very old, pregnant women and

those with compromised immune systems. 

CURRENT IRISH SITUATION

A review of reported water-related outbreaks of

Infectious Intestinal Disease (IID) in Ireland from 1998-

2001, undertaken by the Food Safety Authority of

Ireland (FSAI) in collaboration with the National Disease

Surveillance Centre (NDSC) and the Health Boards, is

outlined (Table 2.6). These outbreaks highlight how

vulnerable we are to problems in our water supplies.

In all, twelve outbreaks were reported, with 1,102 people

affected. Four of the outbreaks were of suspect viral

aetiology and one was confirmed Norwalk-like virus. The

remaining outbreaks where a pathogen was confirmed

involved Cryptosporidium and E.coli 0157:H7. While

some of the outbreaks involved small numbers of people,

extensive outbreaks occurred in Mayo with over 400

cases and in Offaly with nearly 200 cases. 

Two water-related outbreaks occurred in the Southern

Health Board region over the 4-year period. Both occurred

in 2001. One was a suspect viral source which resulted in

145 people suffering gastrointestinal symptoms.

Cryptosporidium was responsible for the other. 

Table 2.6 Water associated outbreaks of IID

Ireland: Jan1998-Dec2001

Year Month Health Location No. Pathogen Evidence
Board ill

1998 Aug NEHB Film set 48 Unidentified Circumstantial

2000 Jun NWHB Hotel 110 Unidentified Circumstantial

2000 Dec NWHB Hotel 19 Suspect viral Epidemiological

2001 Jan SHB Hotel 4 Cryptosporidium Circumstantial

2001 Jun SHB Restaurant 145 Suspect viral Epidemiological
/Jul /function & Circumstantial

2001 Jul NEHB Family 2 Cryptosporidium Circumstantial

2001 Jul NEHB Sports/leisure 31 Suspect viral Circumstantial
facility

2001 Aug NEHB Community 80 Unidentified Circumstantial

2001 Aug WHB Hotel 462 NLV Epidemiological 
& Circumstantial

2001 Oct MHB Hotel 192 Suspect viral Circumstantial

2001 Dec SEHB Household 6 E.coli 0157 Circumstantial

2001 Dec SEHB Household 3 E.coli 0157 Circumstantial

Total 12 1,102

Source: FSAI 2002 
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national issue, with hotels in several other parts of the

country experiencing difficulties, close ongoing liaison

was maintained between the Outbreak Control Team

and the National Disease Surveillance Centre. 

The outbreaks experienced presented a substantial,

resource-intensive, control challenge to the collaborative

efforts of public health and environmental health

professionals in association with hotel management and

tour/coach operators. The guidelines that were followed

represent good practice using best available scientific

knowledge. Unfortunately, there is no guarantee that the

implementation of such guidelines will always result in

the prevention or control of an NLV outbreak. Much

remains to be learned about the control of NLV

infections. 

SUBSEQUENT NATIONAL
INITIATIVE

Since this outbreak series a national Viral Gastroenteritis Sub-

Committee, under the auspices of the National Disease

Surveillance Centre, has been established. A key objective of the

subcommittee is the development of guidelines to assist

Specialists in Public Health Medicine, Environmental Health

Professionals, Microbiologists, Hospital Clinicians, General

Practitioners and Infection Control Professionals in the

surveillance, diagnosis, definitive laboratory identification,

management, prevention and control of illness caused by NLV

and other similar type viruses. There is representation from the

Department of Public Health, Southern Health Board (SHB) on

the national committee. The experience gleaned from the

investigation and management of recent NLV outbreaks in this

region should make a significant contribution to the committee’s

deliberations.

NORWALK-LIKE VIRUS

Key Features
• Recorded outbreaks of Norwalk-like virus are on the 

increase

• Hotel/Tourism Sector involvement in 2002 featured 

prominently and repeatedly

The Way Forward
•The control of NLV outbreaks presents multi-fold 

challenges

•Agreed national guidelines in 2003 will contribute to 

strengthening surveillance and control measures
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in the affected human cases was found in cattle on the farm

where the borehole supplying water to the town was located.

The outbreak had disastrous consequences. It resulted in

1,346 people becoming ill, with twenty-seven cases of

Haemolytic Uraemic Syndrome and seven deaths. Outbreaks

of cryptosporidiosis in Northern Ireland over a sixteen-month

period were also described, with 476 people affected and 68

people hospitalised. Two of the outbreaks were linked to

contamination of the water supply with human sewage. The

third was believed to have been caused by agricultural

effluent contaminating the public supply.

REGIONAL WATER LIAISON
COMMITTEE

In Ireland, the Department of Environment and Local

Government, local authorities and the Environmental Protection

Agency (EPA) are key players in the provision of clean water.

At local level, it is crucial that formal channels of

communication exist between local authorities and health boards

so that information can be exchanged when water supplies are

found to be contaminated and when incidences of human

disease are identified that may be waterborne. Human illness

may be the first sign that there is a problem with the water

supply. More often, indicator organisms are identified in the

supply; if corrective action is taken, human illness can be

prevented. 

On foot of the Cork Zoonoses Committee’s Conference, and the

immediacy of the issues raised, a concerted intersectoral effort

is now underway in this region to address issues of mutual

concern. A Regional Water Liaison Committee has been

established. This development has coincided with the

highlighting of the necessity for such action in the NDSC’s

recently circulated draft report on Waterborne Cryptosporidiosis

and by communication from the Department of Health and

Children urging the formal establishment of such committees

locally. Representatives from the Southern Health Board, Cork

County Council, Cork City Council and Kerry County Council

have come together on the Committee. Southern Health Board

representation includes public health doctors, environmental

health officers and a consultant microbiologist. 

A STATE OF READINESS

With the establishment of the Regional Water Liaison

Committee, a concerted regional effort is underway to

agree on key aspects including the public health

significance of deviations in water monitoring results; the

content and modes of exchange of relevant information

from a human health perspective; the identification of key

personnel and contact points; and the development of

protocol/s for the investigation and management of

waterborne infectious disease outbreak/s. Significant

challenges lie ahead. The protection of the public’s health

with the prevention and control of waterborne human

disease is the goal. 

FOODBORNE DISEASES

Foodborne infections transmitted through food and

water merit ongoing monitoring. Modern food

production methods and widespread distribution of food

products mean that high numbers of people can be

potentially exposed to pathogens from a single source.

The most common of these diseases include salmonellosis

and campylobacteriosis. 

SALMONELLOSIS

The number of notifications of human salmonellosis

has decreased in recent years with only 85 infections

reported in 2001 (Fig 2.10). Of these, the majority (50)

were reported to be S. Enteritidis and 23 were S.

Typhimurium (Fig 2.11). It is important to note that two

thirds of the S. Enteritidis cases were travel associated.

The principal source of S. Enteritidis is undercooked

chicken and egg products. The usual source of S.

Typhimurium is pig meat and beef.
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CRYPTOSPORIDIUM AND VTEC: 
A COMMENT 

CRYPTOSPORIDIUM

Cryptosporidium is a protozoan parasite found in

humans and many animals. The parasite multiplies in

the intestine and produces eggs (oocytes). The oocytes,

which are infectious, are then shed in the stools – they

are hardy and can survive in moist environments for

many months. Cryptosporidium can spread from person

to person, from animal to person, or from contaminated

food and water by means of the oocytes shed in the

stools. Soil contaminated with human or animal faeces

and the water that drains through it into rivers, streams

and shallow underground wells are potential sources of

cryptosporidial infection. Cryptosporidia are not killed

by chlorination. 

Most reports of human cryptosporidial infection in this

region are sporadic (i.e. not outbreak related). Between

50-80 cases have been reported annually since 1998.

(Fig 2.8). The origin of infection in sporadic cases is

unlikely to be proven; it is likely, however, that a

proportion are water-related. 

*2002 provisional
Source: Dept of Public Health, SHB 2002

VEROCYTOTOXIN-PRODUCING
E.COLI (VTEC) 

Verocytotoxin producing Escherichia coli (VTEC), of which

E.coli 0157: H7 is the most common member, is a serious

public health concern globally. Diarrhoeal symptoms can

range from mild diarrhoea to bloody stools. The most feared

clinical manifestation is haemolytic uraemic syndrome (HUS),

which can result in kidney failure or even death. While

transmission of this pathogen occurs mainly by ingestion of

contaminated food, waterborne transmission is also possible.

The role of animal contact and environmental sources is

increasingly being recognised. Beef products, particularly

minced beef in the form of hamburgers, have been recognised

for some years as potential sources. In 2001, nine cases of

VTEC infection were reported in this region (Fig 2.9). As with

human cryptosporidiosis, the origin of VTEC infection in

sporadic cases is difficult if not impossible to establish.

Source: Dept of Public Health, SHB 2002

EXPERIENCES ELSEWHERE

The Cork Zoonoses Committee’s Conference in October 2001,

Zoonotic Diseases & Environmental Links, highlighted the fact

that a safe water supply is something that cannot be taken for

granted. The outbreaks presented by experts involved in their

investigation and control detailed the issues addressed and the

lessons learned.

Canada’s experience of a large waterborne outbreak of

Verocytotoxin-producing E.coli (VTEC) in 2000 in Walkerton,

Ontario was detailed. It was associated with an inadequately

chlorinated municipal water supply. The same strain of VTEC

26

Fig 2.8  Reported cases of Cryptosporidium SHB,
           1998-2002*
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Fig 2.9  Reported cases of VTEC SHB,1998-2001
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TUBERCULOSIS

TB Surveillance and Control 2001 
Aspects Highlighted

• Continuation of downward trend

• Key Features 2001

• Maintenance of controls

• Supervised therapy

• Antibiotic resistance

MAINTAINING VIGILANCE

Tuberculosis (TB) is a common infectious disease in world

terms, featuring prominently among populations of many

poorer countries across the globe. It has been estimated that

TB accounts for about one-quarter of all avoidable adult

deaths in less developed countries.

Public health services can never become complacent about TB.

Although the numbers of newly notified cases continue to fall

in this country, we ignore its capacity to spread at our peril.

We live in what has been described as a ‘global culture

medium’. Germs know no geographical boundaries. The extent

of human travel has never been greater. Ample opportunity

exists for TB to spread within countries, between countries and

between continents. Control measures remain of paramount

importance. As a limited store of antibiotics exists to treat the

disease, we can ill afford to deal with the spectre of antibiotic

resistance – an entity which is increasingly recognised, and

which now plagues many countries including parts of Eastern

Europe. Vigilance on all fronts therefore remains a key factor

in the battle against TB. 

NATIONAL AND REGIONAL TRENDS

The overall decline of TB in the Cork/Kerry region continues, in

keeping with the national trend. A steady fall in TB notifications

was observed in this region over the latter half of the 1990s. In

2000 there was a slight increase, which reverted again in 2001.

Nationally, the crude notification rate in 2000 was 10.9/100,000

(finalised national data for 2001 is not yet available). The rate

for the Southern Health Board for 2001 was 13.2/100,000

(Fig 2.13), our lowest TB incidence in the last decade.    

Sources: Dept. of Public Health, SHB 2002 & NDSC

The National Disease Surveillance Centre (NDSC)

produces an annual report on the epidemiology of TB in

Ireland, enabled by the collection of standardised

surveillance data on each case by public health doctors

in each community care area. This data is forwarded

regionally to the Department of Public Health where it is

collated, computerised and forwarded to NDSC quarterly.

In the NDSC’s most recent TB report ‘A Report on the

Epidemiology of Tuberculosis in Ireland 2000’, the

Southern Health Board ranked second highest among

the eight Health Boards in terms of TB notification rate

for 2000.
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Salmonella control strategies in Ireland have focused on

reducing the burden of salmonella infection in the food

chain, in particular during poultry and egg production,

so it is reassuring that the majority of S. Enteritidis

cases are of foreign origin. In addition, information and

education campaigns for both the catering sector and

consumers have been provided in a user-friendly

manner, particularly since the establishment of the

Food Safety Promotion Board (an all Ireland initiative)

in 2000.

CAMPYLOBACTERIOSIS

In many countries (including Ireland) the number of

Campylobacter infections has exceeded that of Salmonella (Fig

2.12). While some of this is likely to reflect a real increase in

the incidence of campylobacteriosis in Ireland, improvements

in ascertainment and reporting of cases has undoubtedly

contributed significantly to the increase seen. Undercooked

poultry meat and cross contamination in fridges and on

kitchen surfaces are the major contributors to the spread of

this infection.

WATERBORNE AND FOODBORNE
DISEASE

Key Features
•Clean water is fundamental to public health and cannot 

be taken for granted

•A contaminated water supply has the potential to put 

large numbers of people at risk

•Notifications of human salmonellosis have decreased in 

recent years. 

The Way Forward
•The establishment of a Regional Water Liaison 

Committee, with robust interagency linkage, serves to 

formalise and underpin collaborative efforts aimed at 

addressing the surveillance, investigation and control of 

waterborne pathogens in the Cork/Kerry region 
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Fig 2.12  Notification of Human Campylobacteriosis, 
             SHB, 1996-2001

0

100

200

300

400

2001
2000

1999
1998

1997
1996

N
o.

 o
f N

ot
ifi

ca
tio

ns
 

Year

200

247

142

199

350

252

Fig 2.10  Notifications of Human Salmonellosis, 
             SHB, 1996-2001
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Fig 2.11  Salmonella Notifications by serotype, 
             SHB, 2001
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LOOKING AHEAD

Very good surveillance systems are now in place which assist in

monitoring our progress in tackling TB and in highlighting

areas where controls might need to be tightened. It is reassuring

that the downward trend in TB notifications continues. The

control of TB essentially centres on the early identification of

cases, efficient tracing of contacts, and compliance with

prescribed treatment. Treatment compliance and alertness to

the potential problem of drug resistance demand our

unwavering attention. 

Table 2.9 Summary of Epidemiology of TB

Southern Health Board 2001

Parameter Number

Total number of cases 72

Notification rate per 100,000 13.2

Male:Female 42:30

Cases in indigenous population 64

Cases in non-nationals 8 

Smear positive pulmonary cases 21

Culture positive cases 47

Drug resistant cases 3 

Supervised therapy 5

Source: Dept. of Public Health, SHB 2002

TUBERCULOSIS

Key Features
•The downward TB notification trend continues

•Three cases of antibiotic resistance were identified in 

this region in 2001

The Way Forward
•Concerted, ongoing focus on early case identification, 

contact tracing and treatment compliance remain the 

essential aspects of TB control. Their further strengthening 

will be the mainstays of progress in the fight against TB
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REGIONAL FEATURES 2001 

AGE/SEX: Seventy-two newly diagnosed cases of TB

were notified in 2001. Males outnumbered females by a

ratio of 1.4:1. Fifty percent of cases were under 35 years

of age, with just over one in ten in the 65year+ category

(Table 2.7). 

Table 2.7 Age Groups TB Cases SHB 2001

Age Group No. Cases %

0-4 - -

5-14 6 8%

15-24 13 18%

25-34 17 24%

35-44 12 17%

45-54 6 8%

55-64 9 12.5%

65+ 9 12.5%

Total 72 100%

Source: Dept. of Public Health, SHB 2002

DISEASE SITE: While most cases of TB were pulmonary,

39% were either extrapulmonary or had an

extrapulmonary component (Table 2.8). Extrapulmonary

TB can present a diagnostic challenge, and clinical

awareness of the significant proportion of such cases is

important. Extrapulmonary sites included pleural (11),

lymph glands (6), meningeal (2), genitourinary (1),

spinal (1), ileocaecal (1), perianal abscess (1) subphrenic

abscess (1), skin lesion (1) and unknown (3). 

Table 2.8 Diagnostic Categories of TB Cases SHB 2001

Diagnosis No. Cases %

Pulmonary 44 61

Pulmonary & Extrapulmonary 7 10

Extrapulmonary 21 29

Total* 72 100

*Diagnostic category of 1 case unknown

Source: Dept. of Public Health, SHB 2002

INFECTIVITY: An infectious case of TB is one where TB

organisms can be seen on direct microbiological examination of

the sputum, with an increased risk of spread to others while

untreated. Twenty-one cases (29% overall) were found to be

infectious, highlighting the absolute need for immediate

notification of all newly diagnosed cases to enable early

commencement of treatment and contact tracing.

ETHNICITY: The vast majority of TB cases notified are indigenous

to this country. While non-nationals accounted for a small

proportion of cases in this region in 2001, vigilance needs to be

maintained. A slight rise has been noted in recent years with

three notifications in 1999, five in 2000 and 8 in 2001 (11% of

total). Given the increase in asylum seeker arrival in Ireland in

recent years, many from countries with high incidences of TB,

the maintenance of effective enhanced TB surveillance in these

and other high-risk groups is ever necessary to enable effective

monitoring. 

DRUG RESISTANCE: Three cases of antibiotic resistance were

identified in 2001, all indigenous. Two were multi-drug resistant

(i.e. resistant to two or more anti-tuberculous drugs including

rifampicin and isoniazid), a cause for concern. No multi-drug

resistant cases were reported in 2000 or 1999. Given the limited

number of antibiotics available to treat TB, treatment options

are restricted. Drug resistance is an issue that demands intensely

close surveillance, and underpins the importance of full patient

compliance with prescribed treatment.

SUPERVISED THERAPY: The importance of compliance with anti-

tuberculous treatment is central to establishing good cure rates

from the infection. Particular emphasis is given to compliance

strategies, where deemed appropriate, in this region. Supervised

therapy involves the giving of medication to patients and seeing

that it is swallowed. As TB treatment continues over many months,

supervised therapy requires a well-organised infrastructure,

energetic administration, creativity and flexibility. It is a resource

intensive exercise, much demanding of the professionals

involved. Five cases underwent supervised therapy in 2001 to

ensure treatment compliance. 
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In order to address men’s health issues in the Cork and Kerry

region, information on the current health status of our male

population requires prior consideration. This report outlines

relevant demographic data and epidemiological data as well as

findings from specific surveys, which have been undertaken.

In doing so, the report gives focus to priority areas for policy

development in tackling men’s health issues regionally.

OUR MALE POPULATION 

SOCIO-DEMOGRAPHIC FEATURES

Many factors influence and determine how healthy we are,

whether at an individual or external level. At an individual level,

factors such as age, sex, hereditary factors and lifestyle choices

are important. Social, economic and environmental factors are

the main external or structural determinants of health. Socio-

economic and environmental factors impact hugely on health

inequalities. Most social factors seem to affect health by affecting

the degree to which people are able to control their actions in

different spheres of their lives (work, home, leisure). This chapter

reviews socio-demographic factors that impact on men’s health,

age, marital status, social class and employment. 

( i )AGE
Men comprise half of the population. There are 272,978 males

out of a total population of 546,640 in the Sothern Health

Board (SHB)4. Age is a major determinant of health status. The

age distribution of the male population is demonstrated (Fig

3.1). As people get older they are more likely to develop chronic

illness such as cardiovascular disease, arthritis and cancers.

This has implications for the provision of health services.

Source: CSO SAPS 1996

Males are now living longer. Eleven percent of the male

population in the region are over 65 years of age, of

which 6% are over 85 years of age. Current population

projections indicate that the numbers of elderly will

increase in the future. It is projected that the percentage

of males over 65 years will increase to 21% by 2031

based on 1996 Central Statistics Office (CSO) data. Thus,

there will need to be increased emphasis on development

of services for older people. 

One quarter of males in the Southern Health Board are

aged under 14 years of age. The greatest numbers of

males are aged between 15 and 44 years of age (Fig 3.2).

Source: CSO SAPS 1996

More than three quarters (209,177) of SHB males live in

Cork. This includes our largest centre of population, Cork

City; where a quarter of the population of the region lives.

Proportionally, the age breakdown throughout the region

is similar (Fig 3.3). 

Source: CSO SAPS 1996
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INTRODUCTION

Differences in men’s and women’s health experience and

behaviour are well recognised. Men have higher rates of

mortality and morbidity for most of the leading causes of

death, including cancer, cardiovascular disease and accidents.

These are the result of men’s behaviours (smoking, drinking,

contact sports and driving), which leave them more vulnerable

to certain illnesses1. Men tend to smoke more, drink more and

drive faster than women. More men play contact games and

pursue more dangerous sporting activities than women. Men

are less likely to see themselves as ill or susceptible to disease

or injury, when they are in fact more susceptible to both1.

Masculinity is expected to rule men’s decision making

processes, and has far reaching implications for men’s health

and well being2. In aiming to improve men’s health it is not

only the impact of behaviour and biology that needs to be

addressed but also society’s expectations of males. These

expectations make it more difficult for men to recognise

physical illness and emotional distress and to seek help. 

Heretofore, men’s health issues have been less well defined

than those of women. Women’s health has been a focus of

policy makers for a number of years. Until recent times interest

in men’s health has tended to concentrate on male-specific

illnesses, such as diseases of the prostate and testis. Increased

emphasis is now being put on men’s health in the wider

context. The National Health Strategy “Quality and Fairness”

proposes the development of a policy for men’s health, in

addition, to a male health promotion strategy3. A more

expansive view needs to be adopted and must include an

assessment of how the psychological pressures within modern

society impact on men’s health.

MEN’S HEALTH
IN THE CORK
AND KERRY
REGION

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

part  three
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removal of barriers to work for parents with dependent

children should increase the chances of health enhancing

employment. In addition this would have other beneficial

effects on health and its determinants such as income.

MEN IN THE SOUTHERN HEALTH
BOARD - SOCIO-DEMOGRAPHIC
FEATURES

Key Features
• Men are living longer

• 11% of males are over 65 years of age. Increases are 

projected in this age category

• One quarter of males are under 14 years of age which 

has implications for programmes to modify their risk 

taking behaviour and thus reduce premature mortality

• There is an urban concentration of males

• More single and separated males live in Cork City than 

elsewhere in the region

• One third of our male population is disadvantaged

• Currently, we have very low levels of unemployment

The Way Forward
• Any policy on men’s health must be informed by 

socio-demographic features, most importantly age, 

marital status, social class and employment status, 

impacting or likely to impact on health

LIFE EXPECTANCY AND DEATH

LIFE EXPECTANCY

Men can expect to live shorter lives than women. In

North America and Western Europe women’s expectation

of life at birth has exceeded men’s since the 18th Century

or before13. In non-industrialised countries, men also

have higher mortality rates; however, the gender

differences in non-industrialised countries are generally

smaller in magnitude. 

Life expectancy at birth has improved substantially for

Irish males over the past four decades. This is due partly

to better health and social provision for infants and

children. An Irish male can expect to live 73.4 years.

This is more than 5 years less than a female child at

birth. Life expectancy has also increased in older age

groups but this increase is relatively small. For

example, the increase between 1970 and 1997 was 1.7

years for males. However, when compared to their male

EU counterparts, Irish male life expectancy at birth

ranks 14th of 15 countries (Fig 3.5). Life expectancy in

Europe has increased at a greater rate than in Ireland,

especially for older ages. Consequently, in Ireland men

aged 65 years and older have the lowest life expectancy

of all 15 EU countries. 

Extrapolations from the Central Statistics Office data4

indicate that 

•Irish male life expectancy is 5.6 years less than that 

of Irish females

•Life expectancy for men has improved by 11 years 

over the 35 years from 1925-1960 and only 5 years 

over the next 35 years (1960-1995) 

•Life expectancy at 60 has improved by 11/2 years 

over the 70 years from 1925-1995

•In 2002, the projected life expectancy for a 60 year 

old man is 18 years and is projected to increase to 

20.6 years by 2030

( i i )  MARITAL STATUS
Of adult men (> 15 years old) living in Cork and Kerry,

one half (103,683) are married. Forty five percent

(92,846) are single. This is similar to the national picture.

There are more single and separated men living in Cork

City than elsewhere in the region (Table 3.1). Marital

status has implications for the health of men. Married

men have lower rates of psychiatric illness, and are less

likely to take their own lives than single men5,6. This is

relevant to health prevention services targeting men in

urban areas. Men are now living longer; consequently

more older men live alone. Many of these elderly males

live in rural areas, with resultant implications for the

provision of community services and supports.

Table 3.1 Marital Status Adult Males in SHB Region 

SHB Cork City Cork County Kerry

Married 50% 46% 52.2% 49.3%

Single 45% 48% 43% 45.5%

Separated 2.2% 3% 2.2% 2.1%

Widowed 2.8% 3% 2.6% 3.1%

Source: CSO SAPS 1996
n=207,371

( i i i )  SOCIAL CLASS
Social Class is an indicator of personal circumstances.

Those in social classes 1 and 2 are more privileged with

5 and 6 being more disadvantaged. Social class 7

represents those who are in gainful employment but

whose social class is unknown. Lower social classes are

a risk factor for health. Being in a lower social class

increases a man’s risk of dying from all the major

causes of death including heart disease, stroke, lung

cancer, and suicide7. In most rich countries, all lifestyle

factors such as smoking, excess drinking and obesity all

combine to explain about one-third of the differences

in health outcome between the upper and lower social

classes8. Most of the remaining difference is explained

by differences in exposure to social factors, such as

parental occupation, education, income, housing and

transport, and political stability9. A poor social

environment adversely affects health by making it more

likely that the people will smoke, drink and eat to

excess and be exposed to environmental hazards10. 

A quarter of the male population in the SHB are in social

classes 5 and 6 (Fig 3.4). There is little difference in the social

class distribution throughout the region. Urban areas generally

tend to contain more people in the lower social classes. A

quarter of males living in Cork City are in social classes 5 and

6, which accounts for 153,135 males. Policy development must

take cognisance of those factors that determine social class.

Source: CSO SAPS 1996

( iv )  UNEMPLOYMENT
Employment plays a fundamental role in our society. People

are often defined by what they do for a living. Traditionally,

employed men have been the main sources of income in

households. This has changed dramatically in recent decades.

There are now more women in the workforce, competing for

jobs that were once male dominated. Unemployment is

potentially a major risk to health for the population of

working age and their families7. It has significant adverse

effects on both physical and mental health. When people are

unemployed, particularly long-term unemployed, they are

more likely to be depressed. The long-term unemployed are

five times more likely to have a heart attack11,12. 

During the Celtic tiger boom years, unemployment figures fell.

This is reflected in the findings of the Quarterly National

Households Survey; the last quarter of 2001 shows that 6,081

men aged 15-64 in the SHB were unemployed4. This mirrors

the national picture of 3.4%. However, the economy is

changing and this will be reflected in employment figures.

Short-term improvements in employment figures will not

impact on the health status of the population. Policies aimed

at the continued creation of employment opportunities,

improved levels of education and training for young men, and

Fig 3.4  Social Class Distribution of Males in SHB, 1996

Unknown

Social Class 5+6

Social Class 3+4

Social Class 1+2

41%

26%

10%

23%



3736

PREMATURE MORTALITY

Most deaths annually occur in persons over the age of 65

years. Deaths in those under 65 years are termed “premature”

deaths. They are often preventable, thereby meriting unrelenting

focus. Information on such deaths is helpful in guiding further

development of treatment and preventative services. 

For males living in the Southern Health Board area, diseases of

the circulatory system are the main cause of premature

mortality, accounting for one-third of deaths (Table 3.2). This

regional picture reflects national data. Cancer is responsible

for a quarter of all premature male deaths. Accidents are a

major feature of premature mortality. In 2001, in this region,

67 men took their own lives and 43 males died on the roads.

The two national health strategies “Shaping a Healthier Future”

(1994)3 and “Quality and Fairness” (2001)14 have identified these

three areas as requiring special attention if we are to achieve

our national objective of moving, over a period of time, to the

higher levels of life expectancy which are enjoyed by our

European neighbours15.

Increases in life expectancy at birth contrast with the

relatively small increases for older people, for whom the

prevention and management of chronic conditions

continue to pose major challenges for the health service. 

Source: First results of the demographic data collection for 2000 in Europe
Theme 3- 15/2001; Eurostat

.

OVERALL MORTALITY 

Mortality level is a good indicator of the health status

of a population. It looks at causes of death and trends

in death rates over periods of time. It allows

comparisons to be made regionally, nationally and

internationally. 

In the Southern Health Board, 2,593 males died in 2000

(the last year for which complete registered data is

available). This gives a crude death rate of 9.09/1000

population, higher than the national crude death rate

(8.47/1000 population). However, taking the regional

age profile into consideration, the age specific death

rate is similar to the national picture (10.24/1000

population for SHB and 10.58/1000 population for

Ireland in 2000). 

The trends in mortality over a period give a clear

picture of whether the health of the population is

improving or not. The mortality trend for all causes of

death in males has been falling over the past decade.

This downward trend mirrors the national trend (Fig

3.6). Improvements in mortality in the under 65 age

group are the primary factor. Although Irish male

mortality rates have been falling, they are still high in

European terms. Our age-standardised death rate for men is

higher than the European average. 

Source: PHISV5 Beta 1.01, 2001

There have been considerable changes in the major causes of

mortality over the decades. Chronic diseases such as heart

disease and cancer continue to be major causes of mortality.

Infectious diseases, perinatal and childhood mortality have

been reduced dramatically. The main challenge today lies with

tackling mortality from chronic diseases. 

Currently, the most common cause of death for males of all

ages relates to diseases of the circulatory system, i.e. heart

disease and strokes, which account for 44% (5,913) of male

deaths. Cancer comes a significant second at 23% (Table 3.2).

Together, circulatory disease and cancer are responsible for

two-thirds of male deaths regionally. 

Table 3.2 Most Common Causes of Death in SHB Males, 

1996-2000

Males All Ages Males < 65 years

Cardiovascular Disease 5913 (44%) 1055 (32%)

Cancer 3138 (23%) 856 (26%)

Accidents 872 (6%) 672 (21%)

Respiratory Disease 1903 (14%) 151 (5%)

Others 1699 (13%) 507 (16%)

Total 13525 (100%) 3241 (100%) 

Source: PHISV5 Beta 1.01, 2001
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MEN IN THE SOUTHERN HEALTH
BOARD - MORTALITY

Key Features
• Men live shorter lives than women

• Although Irish men now live longer, they 

compare poorly with their counterparts in other 

EU countries

• There has been a relatively small increase in life 

expectancy for older Irish males due mainly to 

mortality from chronic diseases

• Mortality from all causes of death in males in 

this region has been falling over the past decade, 

but is still higher than the national and EU average

• Diseases of the circulatory system and cancer 

eventually kill two-thirds of men; together they 

are responsible for nearly half of premature male 

deaths

• Accidents are an increasingly significant cause of

premature male mortality; most notably suicide 

and RTAs

The Way Forward
• The future development of treatment and 

preventive services must be guided by information

on the main causes of all cause mortality and 

premature mortality

• Factors pertinent to premature mortality demand 

unrelenting focus

• Interagency collaboration and planning is critical 

to the development of any strategy focusing on 

improving male mortality, particularly premature 

mortality
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Almost half (48%) of males living in the SHB consume the

recommended daily servings of cereals, breads and potatoes

compared with 35% of females. Males in the SHB consume

more fruit and vegetables daily than the national average for

males (Table 3.3). However, they compare unfavourably with

females in the region where 75% consume the recommended

daily servings of fruit and vegetables. Furthermore, 17% eat

fried foods more than four times a week and almost two thirds

use butter daily. Higher percentages of medical card holders

used butter daily. Fifty eight percent reported using low fat

spreads daily and this was predominantly older men.

Table 3.3 Percentage Consumption of Foodstuffs, Males, SHB and

Ireland

Foodstuff SHB Ireland

% %

6 + servings/daily of cereals, breads and potatoes* 43 44

4 + servings/daily of fruit and vegetables * 61 52

Up to 2 servings/daily of meat, fish and poultry * 57 56

Fried foods more than 4 times per week 17 17

Percentage consuming butter daily 63 63

Source: The National Health and Lifestyles Survey 1998
* Recommended daily allowance

Only 30% of boys in the 9-17 age range reported eating fruit

more than once a day. Eighteen percent ate vegetables more

than once a day while 59% reported eating high fat or sugar

foods three or more times a day.

EXERCISE

Regular exercise benefits health, and 20-30 minutes exercise

four or five times weekly is recommended17. The evidence

suggests that males in the SHB, as elsewhere in Ireland, do not

take enough exercise. Sedentary rates were similar for males

and females in the SHB. Nineteen percent of males, in the SHB,

report taking no exercise at all compared with 22% of males

nationally. Twenty eight percent of males engage in mild

exercise most days of the week compared with 24% nationally

(Table 3.4). More females engage in moderate physical exercise

in the SHB than males, 37% versus 26%. Males take more

exercise in all other categories.

Table 3.4 Percentage Males engaging in Different Levels of

Exercise, SHB & Ireland

Activity SHB Ireland
% %

Mild physical exercise for at least
20 minutes most days of the week 28 24
Moderate physical exercise for at least  
20 minutes 3 days of the week 26 26
Strenuous physical exercise for at least 
20 minutes 3 days of the week 12 13

Source: The National Health and Lifestyles Survey 1998

In the HBSC survey, children were asked how often they

usually exercise in their free time. Boys were more likely

to report exercising four or more times a week. In the

SHB, boys aged between 12-14 and 15-17 years report

more frequent exercise than girls, 64% versus 52% and

48% versus 28% respectively. It is interesting that these

young people appear to become less active as they get

older, girls much more so than boys. 

The consequences of increased calorie intake and

reduced physical activity will impact on the future

health of the population. In Ireland, two thirds of men

are overweight or obese. Since 1990, obesity has

increased 2.5 fold in men and they have overtaken

women in the obesity stakes18. The high prevalence of

obesity has significant health implications. It is strongly

related to diabetes, and is also linked with increased risk

of heart disease, hypertension, gall bladder disease,

bone joint disorders and certain cancers. A proactive

public health approach is needed to address this

growing problem. Targeted health education and the

provision of healthy, safe environments that allow our

young people to work, play and socialise are first steps.

HOW HEALTHY A LIFESTYLE?

A high proportion of mortality and morbidity suffered

by the population is caused by chronic diseases such as

cardiovascular disease, cancer and respiratory disease.

While genetic or familial factors (age and sex and

family history) play a significant role in the aetiology

of these conditions, modifiable factors such as smoking,

diet, exercise, drug use and sexual practices are also

extremely important. Lifestyle choices can have a direct

impact on physical and mental well-being. These choices

can be influenced by many factors such as age, sex,

social class, income, education, work and living

conditions, peer pressure, mental health and access to

information. 

We are largely reliant on surveys to obtain information

about these determinants of health on the general

population. The National Health and Lifestyle Surveys

(SLAN and HBSC) were carried out in 199816. They

provided baseline information on health-related

behaviours among adults (18 years plus) and school-

going children (9-17 years) across the Republic of

Ireland. The key objective of the surveys was to provide

reliable baseline data for a nationally representative

cross-section of the Irish population, which would

inform future policy and programme planning in the

area of health promotion nationally. The following

information regarding lifestyle and behaviour of males

living in the SHB region has been extracted from the

report.

SMOKING

Smoking is a behaviour that is strongly related to age.

Both experimentation and current smoking increases with

age. Smoking rates in SHB males are similar to the

national picture. Overall, 32% of adult males in the SHB

smoke. Boys aged 9-17 years, in the SHB, reported

smoking rates of 22% compared with 21% nationally.

Younger boys (age 9-11) are more likely to have ever tried

tobacco (33%) than girls in the same age group (14%). 

ALCOHOL

Higher percentages of males than females consume alcohol

regularly and this is similar for all health boards. Males in the

SHB are second to the Eastern Regional Health Authority

(ERHA); 83% consume alcohol on a regular basis (Fig 3.7). 

Source: The National Health and Lifestyles Survey 1998

One unit of alcohol = one standard drink (1/2 pint of beer, 1/2

pint cider, one glass of wine, one glass of sherry, one measure

of spirits). The recommended sensible weekly limit for alcohol

consumption is 21 units for males. Over one quarter (28.3%) of

males in Cork and Kerry consume more than the recommended

weekly limits for alcohol. Eighty nine percent of boys in the 9-

17 age bracket report having had an alcoholic drink at some

stage and 37% drink alcohol at least monthly. Younger boys

(9-11 years) are more likely than girls to have tried alcohol in

the SHB (boys 82%, girls 59%), and 12% of boys in this age

group report having been drunk.

EATING HABITS

Using self-reported height and weight, the body mass index

(BMI = weight/height2) was calculated and used as a measure

of normal weight (BMI 20-25), overweight (BMI 25-30) or

obesity (BMI >30). In the SHB region, 12% of adult males

(similar to the national figure) and 9% of females (8%

nationally) were classified as obese. Only 4.5% of men were on

weight reducing diets compared with 18% of women. Four

percent of boys in the SHB stated that they were on a weight

reducing diet while 19% felt that they should be on a diet.

Twice as many girls (9%) were on a weight reducing diet while

30% felt that they should be on a diet.

Fig 3.7  Regular Alcohol Drinkers, Male and Female,
            All Health Boards
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MEN IN THE SOUTHERN HEALTH
BOARD - HOW HEALTHY A LIFESTYLE? 

Key Issues
• Men’s health is influenced by their lifestyle and behaviours

• One third of males in the SHB region are current smokers

• 83% consume alcohol on a regular basis

• 12% of adult males are obese

• Men have less healthy diets than females

• Men consume less fruit and vegetables and more fried foods

• Men do not take enough exercise

• Men expose themselves to more risky behaviour than women

• There has been a significant increase in the incidence of 

sexually transmitted diseases including HIV among males

Actions for Health Gain
• The work of the Health Promotion Department must be 

supported and developed

• Information and education are key to altering behaviour

• Low physical activity levels and increased calorie intake 

will result in obesity related illnesses and must be 

tackled through a multidisciplinary approach

• Sexual education and treatment services must be 

provided in an environment that is appropriate to 

young people

MEN AND HEART HEALTH

Cardiovascular disease (disease of the heart and blood

vessels) is a major cause of ill health and mortality.

Heart attacks and strokes are responsible for the deaths

of 2 in every 5 men in this region annually. Men start

to develop cardiovascular disease at a younger age than

women. Age specific mortality rates from cardiovascular

disease rise steeply from the age of 60 years (Fig 3.9). 

Source: PHISV5 Beta 1.01, 2001

SEXUAL HEALTH

Men expose themselves to higher risks in relation to

sexual behaviour than women. They are sexually active at

a younger age and have a greater mean lifetime number

of sexual partners19. An increase in the rate of non-marital

intercourse in industrialised countries corresponds with

the decrease in the age of first sexual intercourse20. A

1997 study among Cork youths from mixed backgrounds

revealed that 32% of males who took part in the study

had sexual intercourse by the age of 1621. 

Sexually Transmitted Infection (STI) can pose a serious

health risk to those who are infected and untreated STIs

can facilitate transmission of Human Immunodeficiency

Virus (HIV). The incidence of STIs has continued to rise

steadily over the last decade. In particular, there has

been a significant rise in notifications of ano-genital

warts and chlamydia (Fig 3.8). More recently, there has

been a noticeable increase in the numbers of syphilis

cases presenting for treatment. This is an increasing

problem among the gay community but there is also an

increase in the heterosexual population. 

Source: Cork STI/GUM clinic database, 2001

Surveillance figures suggest an increasing prevalence of

HIV in the heterosexual population in Ireland22. There

has been a shift in the mode of infection from

intravenous drug use to sexual spread. Young men are

more likely to take risks and are thus more likely than

women to become infected.

Sexual activity among young people cannot be approached

from one perspective alone. A clear focus on the reduction of

one or more sexual behaviours is necessary. This needs to be

appropriate to the age, sexual experience and culture of the

young people. Secondary preventative measures include

adequate treatment and contact tracing of sexually transmitted

diseases are important. Services, which are young people

friendly and available with other health/social services, are

more likely to be used by this age group.

CHANGING BEHAVIOUR

There is much work to be done to tackle those lifestyle

behaviours that negatively impact on men’s health. This can

be achieved through a strategy, which involves information,

education, training and development of services appropriate to

the population targeted. Some initiatives that have been put in

place by the Health Promotion Department in the SHB include: 

• Promotion of Health Promoting Schools 

• Training of key professionals to support Social 

Personal and Health Education (SPHE) in schools

• GP exercise on referral programme

• Appointment of Smoking Cessation Officers

• Establishment of a Community Nutritionist Service

• Training in Brief Interventions for GPs, Public Health 

Nurses and other professionals

• Establishment of Sexual Health Forum
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Source: PHISV5 Beta 1.01, 2001

Inter-county differences in deaths from heart attacks are notable

in this region. Men, and especially younger men (under 65

years), living in Kerry are more likely to die from heart attacks

than either Cork or Irish men (Fig 3.13). This may be related to

access difficulties for cardiac treatment services. 

Source: PHISV5 Beta 1.01, 2001

About one half of deaths from heart attack in the community

occur within the first two hours. This emphasises the importance

of a rapid response after the onset of symptoms. Research, in

Ireland, on patients with suspected heart attack has shown that

valuable time may be lost before a decision is made to call an

ambulance25. The ‘Report of the Cardiovascular Health Strategy

Group’ makes a number of recommendations including

community cardiopulmonary resuscitation (CPR) training

programmes and development of pre-hospital cardiac care

projects in areas remote from hospitals23. The SHB is currently

implementing the recommendations of this group. 

STROKE

Strokes killed 181 men in the SHB region in 2000.

Incidence rates of stroke rise exponentially with age. First

stroke accounts for three quarters of all strokes. While

four out of ten stroke patients return home from hospital,

many making a good recovery, one in ten remains heavily

dependant on long-term care26. The risk of a second stroke

is high, ranging from one third to a half of those who

survive a stroke. On average, patients who suffer and

survive a stroke have longer stays in hospital, and require

higher supports when discharged home.

STROKE - OVERALL TRENDS 

There has been a substantial decline over a number of

decades in stroke mortality throughout the developed

world, including Ireland27. In the SHB male mortality

from stroke has fallen by 43% over the last twenty

years. Men also have consistently lower incidence of

stroke than women (Fig 3.14). Women outlive men,

which may account for their higher mortality rates. The

overall decline in mortality is likely to be a reflection of

changed lifestyles and diet, particularly a population

reduction in salt intake and better detection and

treatment of raised blood pressure.

Source: PHISV5 Beta 1.01, 2001

HEART DISEASE – OVERALL
TRENDS

There has been a marked drop in the number of men dying from

heart disease over the past decade (Fig 3.11). This is mainly due

to a reduction in premature mortality. Part of the reduction can

be attributed to improved treatment services. Interventional

cardiology procedures have revolutionised the management of

patients presenting with chest pain and heart attacks. 

Source: PHISV5 Beta 1.01, 2001

HEART DISEASE –
GEOGRAPHICAL COMPARISONS

Deaths from heart attack (myocardial infarction) for males

living in the SHB compare unfavourably with the national

average. Men living in the SHB have higher mortality rates for

older age groups than nationally. Mortality rates for men

living in Cork have shown a greater drop than for their Kerry

neighbours. Kerry men continue to have higher mortality rates

than men nationally (Fig 3.11). In general, the closer a man

resides to a tertiary centre, the more likely he is to be referred

for treatment. This may account for the difference in mortality

between Cork and Kerry men. Men living in the SHB compare

unfavourably with those living in most other health boards

where our men have the second highest Standardised

Mortality Ratio (cf Glossary) (Fig. 3.12).

Fig 3.13  Mortality from Heart Attacks, Males (0-64 yrs)
             Cork/Kerry/SHB/Ireland, 1996-2000
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Fig 3.12  Mortality from Heart Attack, Males (all ages),
              Health Boards, 1996-2000
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Fig 3.14  Mortality Rate from Stroke, Males and Females 
             all ages, SHB, 1990-2001
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Fig 3.11  Mortality from Heart Disease, Males 0-64 years, 
             Cork/ Kerry/ Ireland,1990-2000
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RISK FACTORS FOR HEART
ATTACK AND STROKE

The risk of developing heart disease is dependent on a
number of factors. Smoking, raised blood pressure and
high serum cholesterol are regarded as the three ‘classic’
risk factors for cardiovascular disease23. Factors which
alter the risk may be classified as personal characteristics
which are not modifiable, and lifestyle and physiological
factors which may be amenable to change (Fig 3.10).
When a number of risk factors are present, the increase
in risk is multiplicative. 

Fig 3.10

No Control Some Control

Personal characteristics Lifestyle choices
• Increasing age • Tobacco and smoking
• Male sex • Excessive alcohol consumption
• Positive family history • Diet high in saturated fat,
• Previous personal history cholesterol and calories

• Physical inactivity
• Stress

Physiological characteristics
• High cholesterol
• Excess weight
• High blood pressure

The Cork and Kerry Diabetes and Heart Disease Study24,

carried out by Creagh et al in 1998, provides valuable

information on the local patterns of heart disease and

associated risk factors. In their study, carried out in 17

GP practices, they interviewed 1,018 randomly selected

patients in the 50-69 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:
• Almost 4% had type 2 diabetes mellitus, of whom 

30% were undiagnosed
• Almost half were overweight and a further quarter 

met the current international criteria for obesity. This 
obesity prevalence is one of the highest recorded in 
a European population sample

• 40% reported minimal levels of physical 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/l or greater
• One fifth were current smokers
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MEN AND CANCER

Cancer is the second most common cause of death among Irish

men after cardiovascular disease. It represents a major burden

for individual sufferers, their families and the health system3.

A combination of factors plays an important role in the

development of cancer. Genetics, viral infections, environmental

factors as well as lifestyle behaviours, all play key roles29. It is

estimated that tobacco, alcohol and diet contribute to two-

thirds of all cancers in Europe. Since 1994, mortality from

cancer has reduced but our rates remain higher than our EU

neighbours. 

OVERALL TRENDS - INCIDENCE

Overall, men and women have similar risks of developing

cancer. Older men are more likely to develop cancer than

younger men, with the risk doubling in every successive

decade of life. The most commonly occurring cancers in men

are non-melanoma skin cancer (NMSC), accounting for one-

third, followed by prostate and colorectal cancers (Fig 3.15).

NMSC is treatable and is rarely a cause of death. 

Source: Cancer in Ireland, Incidence, Mortality, Treatment and Survival, 1994-
1998. National Cancer Registry30

OVERALL TRENDS -
MORTALITY
Men are more likely to die from cancer than women. In

Cork and Kerry, about 600 men die annually from cancer.

Lung cancer is by far the most common cause of

cancer-related death in men in the SHB region, as it is

nationally. It is responsible for one-fifth of male cancer

deaths (approximately 130 deaths per annum). Colorectal

cancer currently accounts for 14% of cancer deaths and

prostate cancer for 13% (Fig 3.16).

Source: PHISV5 Beta 1.01, 2001

GEOGRAPHICAL COMPARISONS

Cancer is the second leading cause of death in Europe. It

accounts for about a quarter of all deaths. Ireland’s

mortality compares unfavourably with that of the EU

average despite improving trends14. Nationally, male

cancer death rates have been falling since the mid 1990s.

Cork rates are in line with the national rate; the rate for

Kerry is slightly below the national average (Fig 3.17). 

Source: PHISV5 Beta 1.01, 2001

STROKE – GEOGRAPHICAL
COMPARISONS

Many patients die in the community shortly after the

occurrence of a stroke and are not admitted to hospital.

The proportion of such cases may vary from region to

region, depending on the services available. Therefore,

it is not possible to use hospital discharge rates as

proxies for the incidence of stroke or make realistic

comparisons. However, stroke mortality in men in the

SHB region mirrors the national picture.

CONCLUSION

Heart attack and stroke remain a major cause for

concern, despite improving trends. They are responsible

for the premature death of approximately 211 men each

year in this region. Death from both these causes can be

prevented through changes in lifestyle, through

personal decisions and through the choices one makes.

The implementation of the recommendations from the

‘Report of the Cardiovascular Health Strategy Group’23

and the National Health Promotion Strategy 2000-

200528 should be reflected in improved mortality trends

in the future.

Prevention is the key element in the fight against heart

disease and stroke. Unhealthy lifestyle choices, over

which the individual has varying degrees of control, are

key areas requiring sustained focus. The complex

interrelation between social class, lifestyle and

cardiovascular disease requires ongoing consideration. 

MEN IN THE SOUTHERN HEALTH
BOARD – HEART HEALTH

Key Features
• There has been a marked drop in mortality from heart 

disease and stroke over the past decade

• Male death rates fell by 24% between 1980 and 2000 

• Premature male death rates fell by over 40% in the 

same time period

• Heart attack and stroke still kills over 2/5 of the male 

population

• Men are more likely than women to develop heart 

disease

• Men develop heart disease at a younger age than 

women

• Men in the SHB have the second highest SMR for heart 

disease of all health boards – accounted for mainly by 

Kerry premature mortality

• Mortality and morbidity from stroke has fallen over 

recent decades

The Way Forward
• Lifestyle changes, personal decisions and the choices 

men make may determine their risk of developing and 

dying of the disease

• Important developments such as the National Health 

Promotion Strategy and the Cardiovascular Strategy 

must be implemented and the outcomes evaluated

• Further local surveys similar to The Cork and Kerry 

Diabetes and Heart Disease Study are needed to allow us 

a better understanding of the epidemiology of 

cardiovascular disease in the region

Fig 3.15  Common Male Cancers, SHB 1994-1998
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Fig 3.17  Death Rates from All Cancers, Males (all ages), 
             Cork/ Kerry/ SHB/ Ireland,1990-2000

D
SM

R/
10

0,
00

0

Fig 3.16  Mortality from Cancer, Males, SHB 1996-2000
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Early detection of prostate cancer is possible but an 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 and debate. 

COLORECTAL CANCER

Colorectal cancer is the third most frequently occurring cancer

in males in the SHB and in 2000 was the third most common

cause of male cancer death. Of the 636 males who died from

cancer in 2000, colorectal cancer accounted for 80 deaths.

Colorectal cancer includes cancer of the colon and cancer of the

rectum. Cancer of the colon is more common and the incidence

rate is higher in Cork males than Kerry or nationally (Table 3.6). 

Table 3.6 Incidence of Colon cancer in males, 1994-1997

EASR /100,000 population

Cork 43.96

Kerry 34.39

SHB 41.48

Ireland 37.23

Source: Cancer in Ireland, 1997: Incidence & Mortality. NCR.

TESTICULAR CANCER

Overall, testicular cancer is not a frequently occurring cancer.

It is the most common form of cancer diagnosed in our

younger adult male population aged between 15 and 44

(excluding NMSC) (Table 3.7). 

Table 3.7 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, NCR

Despite the low incidence rates for this cancer, it is important

because it occurs in young men and if diagnosed and treated

early survival is very good. For cases of testicular cancer

diagnosed among men in Ireland in the period 1994-1997, the

National Cancer Registry indicates that overall survival at five

years was 90%30. 

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. The most

common symptom of testicular cancer is swelling in

part of one testicle. This is usually painless. Some men

may experience an ache in their lower abdomen or in

the affected testicle and ‘heaviness’ in the affected

testicle. It is important that young men are targeted and

this can be done using public awareness programmes.

REDUCING CANCER
MORTALITY

Tobacco, alcohol and diet are the big contributors to

cancer risk. A range of preventative initiatives and

tackling such factors can reduce the risk of developing

and dying from cancer. This requires collaboration of

many disciplines and agencies. Initiatives underway in

relation to tobacco include fiscal policies on the sale of

tobacco, legislation on the sale of cigarettes, and

initiatives to support smoking cessation. The

implementation of the National Health Promotion and

National Cardiovascular Strategies will tackle many of

those lifestyle factors that contribute to the

development of cancer.

LUNG CANCER

It is estimated that smoking alone is responsible for

around 30% of all cancer deaths3. Furthermore, smoking

is a major causative factor in 95% of lung cancer deaths.

Passive smoking has been shown to increase the risk of

lung cancer in non-smokers by 17-39%31,32. The National

Health and Lifestyles survey (SLAN)16 report that 32% of

SHB males are current smokers. A study undertaken by

the Department of Public Health in 199633 found that

38% of males in Cork and Kerry aged between 15 and

24 years were current smokers. Males started smoking at

14.6 years and this did not vary significantly for social

class, region within the health board or material

deprivation. Males reported smoking an average of 18

cigarettes per day. 

The estimated lifetime risk of developing lung cancer is

about 1 in 19 in men. The risk of dying from lung cancer

before the age of 75 is about 1 in 20 for men. The

incidence rate for lung cancer in males in Cork and

Kerry was lower than the national rate over the period

1994-1997 (Table 3.5).

Table 3.5 Incidence of lung cancer in males, 1994-1997

(EASR /100,000 population)

(cf Glossary)

Cork 58.43

Kerry 51.59

SHB 56.48

Ireland 62.22

Source: Cancer in Ireland, 1997: Incidence & Mortality. NCR.

However, lung cancer is the most common cause of

cancer death accounting for one fifth of male cancer

deaths. It killed 134 men in 2000. Mortality from lung

cancer has declined over the past decade with SHB men

having consistently lower mortality rates than

nationally. There has been a significant drop (23%) in

mortality for Cork men since 1996 (Fig 3.18). 

Source: PHISV5 Beta 1.01, 2001

Lung cancer mortality is largely preventable with the focus on

preventative programmes that encourage young people not to

start smoking and helping current smokers to stop. 

PROSTATE CANCER

Prostate cancer is predominantly a disease of elderly men with
the largest number of new cases diagnosed among men in
their early 70s. The highest relative age-specific incidence rate
is in those aged 80-84 years. This is likely to become an
increasing problem in the future as life expectancy improves.
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 increase30. About 90 men die
each year in the SHB as a result of cancer of the prostate.

The incidence of prostate cancer for Cork compares with the
national picture. However, the incidence rate in Kerry is much
lower (Fig 3.19). Reasons for this may be due to a combination
of factors; older men may not be presenting for diagnosis or
may not be referred for investigation. 

Source: Cancer in Ireland, 1997: Incidence & Mortality. NCR.

Fig 3.19  Prostate Cancer, Males, SHB/Ireland, 1994-1997
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Source: PHISV5 Beta 1.01, 2001

ACCIDENTAL DEATH

Age specific mortality for accidents is different to that found

for the other major causes of death, which tend to show an

exponential rise in mortality in the older age brackets. For

unintentional injury in males, age specific mortality increases

from the age of 15 years. This is likely to be due to deaths from

suicide and motor vehicle accidents. The steep rise from age 70

onwards can be attributed predominantly to falls. Males in the

SHB have higher age specific mortality rates for the older age

groups than nationally (Fig 3.22).

Source: PHISV5 Beta 1.01, 2001

MEN TAKING THEIR OWN LIVES

Suicide presents a major social concern. It is the principal

cause of death in males aged 15-36 years of age. It

surpasses the number of deaths from road traffic accidents.

The death rate from suicide has risen both regionally and

nationally since 1990 (Fig 3.23). Very worryingly, the

suicide rate in Cork and Kerry males has remained higher

than nationally and the gap is widening.

Source: PHISV5 Beta 1.01, 2001

An in-depth national suicide study was recently

undertaken relating to the years 1997 and 1998
5
. All

Departments of Public Health actively participated. In

the SHB region, 187 people took their own lives over

that two-year period. The majority (82%) were males. 

The study concluded that in the Southern Health Board:
•Urban populations were at highest risk - Cork City 

suicide of rate 24.8/100,000 population compared to 
rural rate of 10.6/100,000 population

•Over half of the males were under 35 years of age, 
with one quarter under 25 years (Fig 3.24)

•More than half (53%) of the male suicide deaths were by hanging
•Most were single (60%)
•The majority (69%) lived at home with others
•A relationship break-up prior to suicide was common (24%)
•Males were less likely than females to have attended 

mental health services
•Young people, particularly males, were less likely to 

have attended their GP
•The timing of the suicide was not significantly 

related to any day of the week but mid-week featured 
less frequently 

•Ten percent of male suicide deaths were related to 
alcohol or substance abuse

ACCIDENTS AND INJURIES

Accidental deaths include road traffic accidents, drowning, falls,

fires and other unintentional injuries. They also include suicide.

Accidents are responsible for 6% of all male deaths but they

account for over one fifth of premature male deaths in the SHB

region. Suicide is an increasing cause of premature male

mortality. It is an important cause of preventable death.

Accidental deaths are more common among males than

females. This is because men, and particularly young men, are

more likely to engage in risk taking behaviour. In particular,

deaths related to suicide and road traffic accidents are higher

among males than females. Data is available on the numbers

of males dying as a result of accidents but there are many

more surviving accidents, often with significant disability,

requiring rehabilitation and support. Information on the burden

of accident-associated morbidity is not routinely collected and

this has implications for developing treatment and

rehabilitation services. 

Suicide was responsible for the deaths of 355 men between

1996-2000. Road traffic accidents accounted for 203 deaths

over the same period. Falls are the third most common cause

of accidental death in SHB, killing 130 males over the same

period (Fig 3.20). 

Source: PHISV5 Beta 1.01, 2001

Since the mid 1990s males in the SHB have had consistently

higher mortality rates from accidents compared with the

national average. Rates for Kerry remain significantly higher

than for Cork or nationally (Fig 3.21). Suicide has certainly

contributed to the high rate in this region.
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Fig 3.23  Trends in Suicide Mortality, Males, SHB/Ireland,
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Fig 3.21  Accidental Death Trends, Males (all ages), 
             1990-2000
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Unintentional Injury includes: Suicide, Motor Vehicle Accidents, Poisonings, Falls,
Fire and Flames, Drowning, All Other Unintentional Injury

Age Group

Fig 3.20   Accidental Death, Males (all ages), SHB, 1996-2000
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MEN IN THE SOUTHERN
HEALTH BOARD – CANCER

Key Features
• Overall, men and women have similar risks of 

developing cancer

• Older men are more likely to develop cancer than 

younger men

• Cancer is the second most common cause of 

death in men, after cardiovascular disease

• 636 males died from cancer in 2000 in this region

• Non-melanoma skin cancer is the most 

commonly occurring cancer

• Lung cancer, though decreasing in incidence, 

remains the main cancer related killer of men

• Prostate cancer is increasing in incidence and 

killed 90 men in 2000

• Colorectal cancer is the third most common cause 

of cancer death

• Testicular cancer is mainly a disease of young 

men where early detection and treatment results 

in high survival rates

The Way Forward
• Lifestyle and behaviour are major factors that 

influence the risk of developing cancer 

• Education and information can help in reducing 

mortality and morbidity

• Progression of initiatives already in train in the 

SHB to tackle risk factors include: 

• Health Promoting Hospitals

• Smoking Cessation Policy

• Training in Brief Interventions

• Community Nutritionist Programme
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FALLS

Mortality from falls increases with age. The age-specific

mortality increases dramatically from age 70 onwards (Fig 3.21)

and is mainly accounted for by falls. Many of those older people

who survive a fall end up in hospital for long periods and require

rehabilitation. Those who survive the fall often develop

complications, which may result in death or long-term disability. 

MEN IN THE SOUTHERN HEALTH
BOARD – ACCIDENTS AND INJURIES

Key Issues 
• Accidents are a significant cause of preventable death in men

• Accidental deaths start to increase from about the age of 

15 onwards

• The most common cause of accidental death is suicide, 

RTAs and falls

• Suicide is the main cause of death in young males 

• Urban male populations are at highest risk

• Men use violent means to take their own lives – hanging 

and shooting

• Men who take their own lives are less likely than females 

to have sought help

• Road traffic accidents are a significant killer of young 

men; 32 males died on roads in Cork and Kerry in 2000

• Falls are the major cause of accidental death in our older men

• The impact of injuries sustained in accidents has long-

term consequences for the individual and society

The Way Forward
• A multi-agency, multidisciplinary approach is needed to reduce

this significant cause of preventable mortality and morbidity

• The regional implications of the National Suicide Report 

need to be addressed urgently as a primary means of tackling

one of the major health challenges for our male population

• Legislative controls and continued environmental 

improvements are necessary to reduce deaths on the roads

MEN’S MENTAL HEALTH

AN OVERVIEW

Mental health is recognised increasingly as a major

challenge facing the health services today. Mental health

conditions, manifest as mental illness, can bring distress

to both the person themselves and to others. These range

from personality traits and anxiety states to serious

psychoses such as depression and schizophrenia, and

ultimately brain failure in the dementias. 

Comprehensive data on community mental health services

is currently not available. However, reliable statistics on

in-patient mental health services are regularly produced.

In 2000, there were 24,282 admissions to Irish psychiatric

hospitals and units, a rate of 901/100,000 population

aged 16 years and over. Males tend to have higher

admission rates than females, a trend which holds true

for all ages. Males accounted for over half (53%) of all

admissions. There were 7,290 first admissions

(270.5/100,000 population). A high re-admission rate is a

feature - 630.5/100,000 population representing 70% of

all admissions (Fig 27). The proportion of re-admissions

has increased since 1965, pointing very much to a

‘revolving door’ phenomenon in in-patient psychiatric

services6. 

Males, in the SHB, ranked second among the Health

Boards in 2000 for first admissions to psychiatric

hospitals. However, in the same year, SHB males had

the third lowest re-admission rate of all health boards

at 63.5% (Fig 3.26). The national rate is higher at 70%.

Source: Activities of Irish Psychiatric Services 2000

In 2000, 32 men lost their lives in RTAs in this region. Precise

information is not available on the numbers injured. The extent

of the injuries or resultant morbidity is unknown. Limited

information is available on injuries from road traffic accidents

that require hospital admission. In the SHB region, males aged

between 15 and 34 years account for the majority of hospital

admissions relating to motor vehicle accidents (Fig 3.25). This is

similar to the trend nationally. The impact of injuries sustained

can have long-term consequences for the person themselves,

their family and the community in general. Many injuries are

serious and require rehabilitation and /or long-term care. 

Source: PHISV5 Beta 1.01, 2001

A major concern around road safety is drink driving. The

National Health and Lifestyles survey found that men were

significantly more likely to drink and drive than women14. In

the SHB, the survey found that twice as many men as women

reported drinking and driving after having consumed two or

more alcoholic drinks (31% vs 15%). Significantly fewer men

than women reported always wearing a seatbelt in the front of

a car. Only 56% of males living in Cork and Kerry reported

always wearing a seatbelt in the front of a car compared with

72% of women. Thirty five percent of boys (aged 9-17) in the

region said that they always wear their seatbelt. The National

Health and Lifestyles survey is due to be repeated. Legislative

changes over recent years, including the introduction of a

penalty point system in 2002, are already having an impact. 
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Fig 3.25  Hospital Discharge Rates, Males (all ages), 
             Road Traffic Accidents, SHB/Ireland, 1999
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Source: Suicide in Ireland, A National Study 2001

As many of these suicides occur in younger age groups,

the number of years of potential life lost (YPLL) is

highly significant. Males in the SHB lost 1,881 years of

potential life (YPLL) in 1999 due to suicide. This

compared with 1,167 YPLL for males from road traffic

accidents in the same year. 

The National Suicide Study5, an undertaking of major

public health importance, highlights the necessity of

addressing the issues of life skills and coping

mechanisms relating to alcohol and substance abuse

and use of health services. This is particularly important

among young men who demonstrate an increased

vulnerability after relationship break-up. Ongoing

research is needed to identify the underlying

contributing factors associated with suicide.

ROAD TRAFFIC ACCIDENTS

There are 10,666 miles of road throughout Cork and

Kerry (includes national primary, national secondary,

regional and local). In 2000, there were almost a quarter

of a million vehicles (211,470 licensed private cars,

32,560 goods vehicles and 4,713 motorbikes) registered

to people living in the SHB region34. At the beginning

of the 21st century there are more vehicles on the roads

than ever before. More young people are now driving.

The number of provisional licences held in 2000 was

73,804. Of the 9,413 males who underwent a driving test

in that year, 39% failed34. Thus, we have large numbers

of vehicles on the roads with a significant number being

driven by people who do not have full licences. 

Fig 3.26  All and First Inpatient Male Psychiatric Admissions,
              Health Boards, 2000
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Fig 3.24  Age Profile of Male Suicides in SHB, 
            1997 and 1998
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Internationally, it is well recognised that patterns of

psychiatric illness vary depending on a number of

factors. Such factors include gender, age, marital status

and socio-economic group. Both national and SHB

statistics reflect this. 

AGE

Overall, admission rates for SHB males are highest in

the 45-54 age group. This is similar to the national

picture. The highest rate of first admissions occur in a

younger age group (25-34 years) (Fig 3.27). 

Source: Activities of Irish Psychiatric Services 2000

MARITAL STATUS

Being married is protective against admission to a

psychiatric hospital. Single people, particularly males,

are twice to three times as frequently admitted

compared with those who are married. The level of

admission for widowed people lies in between that of

married and single people. 
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centres. The service is provided by a number of centres

throughout the region. In 2001, 974 males received treatment.

The numbers attending have doubled since 1999, which is

mainly due to the increase in service provision. Alcohol was

responsible for nearly two-thirds of those treated (Table 3.9). 

Table 3.9 Drugs of Misuse for Males attending Drug Treatment

Centres, SHB, 2001

Drug Number Percent

Alcohol 571 58.6

Cannabis 277 28.4

Stimulant 63 6.5

Opiates 23 2.4

Hypnotics/sedatives 22 2.3

Vol Inhalant 9 0.9

Others 9 0.9

Total 974 100

Source: Drug and Alcohol Database, SHB, 2001

In 1996, the Department of Public Health undertook a study of

tobacco, alcohol and drug use in the SHB region33. A sample of

1,500 males and females aged between 15-24 years old were

interviewed. In summary, the findings among males were:

Alcohol
•81% were current alcohol drinkers compared to women at 75%

•54% under the legal drinking age claimed to be current drinkers

•23% drank more than the recommended weekly intake (21 units)

•CAGE (a scoring system to identify risk of alcoholism) 

positive scoring was 8% in males of all ages, 4 times higher 

than in women

•CAGE scoring was higher for those in lower social classes 
•Those aged 20-24 years old had higher CAGE scores, at 13%

•Men living in urban areas scored highest at 23%

•Men who were CAGE positive showed a mean alcohol 

intake of 33 units per week

Drugs
•Almost a quarter of males (23%) admitted to ever taking an 

illegal drug, twice the rate of women (12%)

•Cannabis (16.5%), hallucinogens (5%) and stimulants (5%) 

were the most frequently used drugs

•Regionally, the highest drug use was in Cork City

•There was a strong association between drug use, smoking 

and drinking (including frequency of drinking and 

frequency of drunkenness)

Smoking and alcohol use precede drug use and are highly

associated with increased drug use. Preventative and

education programmes need to be put in place and

community surveys such as this must be repeated

regularly to monitor substance use within the community. 

MEN’S OWN VIEWS ON HEALTH

Information on the views of Irish males regarding their

own health is sparse. A qualitative survey, conducted in

the North Eastern Health Board in 2001, redresses this

imbalance. It documents the health beliefs, attitudes and

perceptions of men living in the region2. These important

findings are likely to reflect the values and insights held

by most Irish men. Reliable baseline data has been

provided. The health specific views of males need to be

understood if progress is to be made in improving their

health status. The following are some of the views held:

How does being male impact on health?
•Masculinity rules men’s decision making processes 

and behaviours

•It has far reaching implications for men’s health and 

well-being

•Being male makes one more susceptible to illness 

and accidental death

•Although men recognise this, it seems they are 

powerless to change it

How do men define health?
•Health equates with an ability to work and carry out 

normal roles and tasks

•Men describe health in terms of being fit and active

•Younger men equate good health with not being overweight

•Emotional health is given less priority than physical health

How do men define illness and when do they seek help?
•Few are concerned with preventative health 

behaviour

•Health screening is only done as part of school 

medicals, pre-employment checks or following an illness

•Men equate illness with weakness

•Only the ‘fright’ of impending serious illness 

motivates them to seek help 

SOCIO-ECONOMIC STATUS

A person’s life circumstances impacts on their mental health

and well-being. Admission rates to psychiatric hospitals in this

region are highest for unskilled occupations and lowest for

employer/managerial categories. Unskilled workers are five

times more likely to be admitted. The relationship between

occupation and mental illness is a complex one but those in

lower socio-economic groups suffer the burden of the more

debilitating conditions notably schizophrenia, alcoholic

disorders and depression (Table 3.8).

Table 3.8 Psychiatric Admission Rates by Socio-economic groups, SHB

High risk Low Risk

Schizophrenia Unskilled Employer/Manager

Depression Non-manual Employer/Manager

Neuroses Higher professional Agricultural workers
/self-employed

Alcohol Unskilled Farmers/Lower 
professional

Source: Activities of Irish Psychiatric Services 2000

DIAGNOSIS

Depressive disorders, schizophrenia and alcoholic disorders are

responsible for 69% of psychiatric admissions. The male rate

of admissions for alcoholic disorders is almost three times that

of the female rate. Males also have higher rates of admission

for schizophrenia compared with females. In contrast, males

have lower rates of admission for depressive disorders

compared with females. This pattern is similar for both first

and readmissions to psychiatric hospitals.

DRUGS AND ALCOHOL

There is a paucity of information on the current level of usage

of drugs and alcohol among males living here. Drug and alcohol

treatment services have been developed in the region over the

past ten years. This service development is based on the

Minnesota Model where persons entering the programme must

be drug free and remain so throughout the programme. Data

from this service gives a limited picture of the problem as it only

provides information on those admitted to drug treatment

Fig 3.27  Age Profile of Male Psychiatric Admissions, 
             All and First, SHB, 2000
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CONCLUSION

Half of our population is male. Gender differences in mortality

feature as a fundamental inequality in health. In Ireland, males

have a five and a half year disadvantage in life expectancy

over females. Up to the 1940s, women had little or no advantage

in life expectancy over men (life expectancy for both was about

58 years). During the second half of the 20th Century, Irish

women have gained a substantial and widening life expectancy

over men35. 

Today, men have higher death rates from all the leading causes

of death. Premature mortality is higher for men.

Cardiovascular disease and cancer kill more men every year

than women. Men’s attitudes and behaviours are the main

cause of men’s shorter lives. Younger men, particularly in the

15-24 age group, are much more likely to die than their female

counterparts. High accident rates are a prominent feature.

Much premature mortality is preventable. Lifestyle behaviours

are crucially important. Males have less healthy diets than

females, are more likely to be overweight or obese, drink more

alcohol and are more likely to become involved with substance

abuse. Suicide in young men is an increasingly worrying

problem, with more men living in this region taking their own

lives than elsewhere. Road Traffic Accidents also claim many

young lives each year with significant losses in years of

potential life. Men also experience considerable mental health

problems, the most common causes of admission to psychiatric

hospitals are depressive disorders, schizophrenia and alcohol

dependency. 

Men are more likely to take risks in relation to their sexual

health. Sexually transmitted infections are increasing among

the male population, particularly syphilis and HIV. There are

serious health implications for those affected.

Men take few preventative health measures. They are less likely

than women to seek medical help. Developing awareness of

men’s health issues and encouraging men to present earlier for

investigation, treatment, and support, is an important element

in any initiative to improve the status of men’s health.

The current health status of men living in the Cork and Kerry

region has been highlighted. The findings confirm that the

health status of men living in the region is worse than

that of women. There are also some unfavourable national

comparisons. Action to improve men’s health demands a

multi-faceted approach, developed in consultation with

men. A focus on those lifestyle factors and behaviours

resulting in men’s increased levels of morbidity and

mortality should be a priority. 

What do men see as barriers to seeking healthcare?
•Lack of awareness as to when they should attend for 

screening

•Current health services are not male-friendly 

•Men believe, unlike women, that they are not 

socialised into the health culture from an early age

•Men are less likely to interpret their symptoms as 

arising from physical symptoms

Do men see their health put at risk by their
behaviours?

•Men accept the risk of ‘speeding’ because they enjoy 

it and feel they are invincible

•Drinking and driving was something spontaneous 

rather than premeditated

•The risk of “getting caught” appears to be the 

greatest motivator to reducing risk-taking behaviour 

in young men

How do men view their emotional health and 
well-being?

•Traditionally, men have defined the very essence of 

their masculinity in terms of work

•They have prided themselves on the work that only 

they could do

•Men experience emotional rejection when they separate 

•Men find it difficult to talk to their sons about 

emotive subjects and often feel absent from their 

lives because of their work

The roles of men and women are in a state of flux. While

men acknowledge and, to a great extent, accept the

changing role of women, the findings reveal that men

are having difficulty letting go of traditional male roles. 

It is no longer sufficient to describe patterns of illness. We

also need models of understanding to allow us to explore

the socio-cultural meanings attached to illness. National

health campaigns raising men’s awareness, while

worthwhile, must be reinforced with a concerted effort by

governments, academic departments, and health research

bodies in challenging current male ideologies. 

MEN IN THE SOUTHERN HEALTH
BOARD – MENTAL HEALTH

Key issues
• Males are more likely to be hospitalised with a 

psychiatric illness than females

• Single men are especially vulnerable

• Men in lower socio-economic groups suffer the burden 

of mental illness

• Drugs and alcohol use is an increasing problem 

especially among young men

• Drug treatment services are being developed resulting in 

increasing numbers attending

• Men feel they are unable to change many of their risky 

behaviours

• They take risks because they enjoy it and feel invincible

• Men equate illness with weakness

• Men are less well able to express their emotions than 

women

• They are unlikely to seek preventative medical care

The Way Forward
• Life skills and coping mechanisms must be addressed to 

protect the mental health and lives of young men 

• Drug and alcohol treatment services must continue to 

be developed and resourced

• Health promotion, disease prevention and treatment 

services must be developed, based on an understanding 

of the male psyche and their concepts of health and illness

• A multidisciplinary, interagency approach is needed 

with community participation
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Crude death rate is the simplest measure of mortality. It is

defined as the number of deaths in a particular period (usually

a year) per 1000 population. For analytical purposes, crude

death rates are of limited usefulness and may be misleading if

used for comparisons. Comparisons must take into account the

age distribution of the population. A way of neutralising the

effect of age distribution on the crude death rate is to calculate

separate death rates for each age group in the population.

These are called Age specific death rate. They are defined as

the number of deaths in a specific age group in a particular

period (usually a year) per 1000 population. 

Standardised Mortality Ratio (SMR) is the ratio of the

actual number of deaths in a population to the number of

deaths one would expect if the population had the same death

rate as the standard population. The national SMR for all

Ireland that is used as a standard is 100. A figure over 100 is

worse than the national average and a figure less than a 100

is better. It is a good simple measure to compare areas at a

point in time.

Direct Age-Standardised Mortality Rates (DSMR) are

calculated using the World Health Organisation’s European

standard 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.

Years of Potential Life Lost (YPLL) is another mortality

index and is used to demonstrate avoidable deaths and the

impact of early death on a population. Death at an age less

than would be expected means a loss of potential years of life.

YPLLs measure the number of years lost by an individual had

he or she lived their full life span.

Age-specific rate is the number of cases per person in a

specific age class, usually for five-year age classes up to age

85+, generally expressed per 100,000 persons per year.

European Age-standardised incidence rate (EASR) is the

incidence rate that would have been found if the population

being studied had the same age composition (proportion of

total population in each five year age class) as a hypothetical

European population. The rates are calculated by applying the

age-specific rates for Ireland (or any subdivision

thereof) to a theoretical European population; usually

expressed per 100,000 persons per year. 

CAGE scoring based on CAGE screening questions:

Have you ever felt that you should Cut down on your

drinking?

Have people Annoyed you by criticising your

drinking?

Have you ever felt bad or Guilty about your drinking?

Have you ever had a drink first thing in the morning to

steady your nerves or get rid of a hangover (Eye-
opener)?

5958

GLOSSARY FOR
CHAPTER 3

part  three



6160

THE HEALTH 
OF TRAVELLERS
Traveller health has been studied for many years and in many

ways. The most definitive study exploring key vital statistics of

Travellers in Ireland was made by the Health Research Board

(Barry) in 1987. Since then further studies have explored Traveller

use and experience of health services, but none have examined

the health status of Travellers in such detail as the 1987 report.

BIRTHS

Travellers tend to have big families. The most detailed

information on this issue dates from the 1987 study. In

Travellers overall, the birth rate was twice that of the settled

population (Fig 4.1). In Unhoused Travellers, the rate was three

times that of the settled population and younger Traveller

women had up to five times the rate of the settled population.

In 1996 the general population birth rate was 14/1000

population, and the estimated rate for Travellers had slightly

decreased to 32.

In 1996, the average number of children per family in
Travellers had decreased from 5 to 4 (Fig 4.2).

INTRODUCTION

Ireland is becoming an increasingly multicultural society. In

addition to the familiar ethnic subgroups in the Irish

population, such as Travellers, there are now over 150

different nationalities living and working throughout Ireland.

There are many legal, economic and political issues associated

with this aspect of modern life in Ireland. Definitions of and

distinctions between different groups such as economic

migrants, asylum seekers, and the indigenous Travellers are of

value in some respects. However, they fall short of capturing

the health aspects of ethnic minority communities which are

now an evident feature of modern Irish life.

There is a well recognised inter-relationship between culture,

health and illness. Many factors contribute to the health

disadvantage that ethnic minorities suffer, including a highly

mobile uncertain existence; a disease and infection profile that

differs from the majority population; poor living conditions;

unemployment; low income and social stigmatisation.

There is a growing body of international epidemiological

evidence that death rates from all causes for nearly all migrant

groups is higher than average. High specific disease and

infection rates are related to a variety of factors including

social habits, genetic make-up and living circumstances in the

past and currently. This chapter provides information from

research conducted by the Department of Public Health in

Cork and Kerry on the specific health needs of Travellers and

Asylum Seekers in the region.

We now know that material poverty, insecurity and social

isolation lead to chronic psychological stress and ultimately to

physical disease. This damage lasts through generations.

CULTURAL
DIVERSITY AND
HEALTH

part  four

c h a p t e r f o u r

part  four

Fig 4.1  Birth Rates in Travellers 1987
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Fig 4.2  No. of Children per Family
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CONCLUSIONS

There is a dearth of health status information on Traveller

health because of the manner in which statistics are currently

collected. Ethnicity and Traveller status (housed and unhoused)

is not routinely recorded.

However, all the available information indicates stark contrasts

between Traveller health and that of the general population.

This is particularly marked for Traveller women and for those

who are unhoused and living in caravans.

Travellers represent a group in society who are disadvantaged

socially, economically, educationally and consequently healthwise.

INTERVENTIONS

There are many ways in which Travellers can be helped to

improve their health status. 

Improve Delivery of Services
There is now increased funding available for partnership projects

with Local Authorities and Travellers Organisations, and this is

administered through the Southern Health Board Traveller

Health Unit. It is important that partnership with Travellers is

recognised and applied in developing any new schemes.

Remove Barriers to Services 
Systems should be devised to end any discrimination in the

health service, e.g. a Traveller - based Home Help Service.

Ante-natal services should cater for Travellers’ needs and

help access Family Planning services.

Acknowledge Traveller Culture and Identity 
Health Services need to become more Traveller friendly. Peer-

led support systems for Travellers should be developed such

as the Primary Health Care Training project.

It is worth remembering that seeking improved health status for

Travellers has a long and difficult history. The 1986 ESRI Report stated:

The circumstances of the Irish Travelling people are intolerable.

No decent or humane society, once made aware of such

circumstances, could permit them to exist.

Too little has changed fifteen years later. One quarter of

Traveller families are currently living without access to water,

toilets and refuse collection.

DEATHS

In the 1987 Study, Travellers had high mortality rates relative

to the general population (Fig 4.5). Female Travellers had

especially high mortality rates compared to settled women,

and to their own men. Genito-urinary, respiratory, and accidental

deaths were particularly high in Traveller women.

In addition the report documents that unhoused Travellers had

even higher mortality rates than housed Travellers (Fig 4.6).

Women had higher mortality ratios than men in almost all

categories, especially if unhoused. Accidents for unhoused

women were 14 times that of housed Travellers.

L IFE EXPECTANCY &
POPULATION STRUCTURE

Life expectancy at birth for Travellers was less than that

of the settled population as documented in the 1987

study. Men lived almost 10 years less and women

almost 12 years less. This was a situation similar to 

that of the settled population in the 1940s in Ireland. In

the 1996 Census, when the Travellers were analysed by

age group, they showed a “Developing Country” type

population structure with 50% under 14 years of age,

which is twice that of the general population (Fig 4.3).

Only 1% of Travellers are over age 65 years, compared

to 11% of the total population.

MORTALITY - EARLY LIFE

In the 1987 study, there was evidence that Travellers

begin to experience excess mortality even before birth:

stillbirths, perinatal mortality and infant mortality rates

were up to three times that of the general population

(Fig 4.4). 

Fig 4.4  Foetal and Infant Mortality 1987
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Fig 4.3  Age Structure of Population 1996
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Fig 4.6  Mortality Ratio and Housing 1987
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TRAVELLERS’  HEALTH

Key Features
• There is a lack of current information on 

Traveller health because ethnicity is not routinely 

recorded

• The last detailed study of Traveller vital statistics 

at national level was in 1987

• Male Travellers live almost 10 years less than the 

settled population, while Traveller women live 12 

years less

• Unhoused Travellers have even higher mortality 

rates than housed Travellers

• Women have higher mortality ratios than 

men,especially if unhoused

The Way Forward
• The delivery of health services for Travellers 

needs to be improved

• There is increased funding for partnership 

projects with Local Authorities and Travellers 

Organisations which is available through the 

Southern Health Board Travellers Health Unit

• Systems should be devised to end any 

discrimination in the health service

• Health services need to become more Traveller 

friendly

Fig 4.5  Mortality Ratios to General Population 1987
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MAJOR FINDINGS OF RESEARCH

•This is predominantly a young population (51% aged 26-

35 years), with more males than females in the group. Most 

of the males are single and 62% of the women are 

accompanied by children, with another sizeable proportion 

pregnant. This is a very diverse group coming from 35 

countries.

•Prior to coming to Ireland the majority have been 

employed (90% Africans and 75% Eastern Europeans in the 

study group). They are generally well educated (Table 5.1). 

Overall, half speak English well and only 9% report having 

no English.

Table 5.1 Education Level of Respondents (n=197)

Percent

Primary education 12.2

Second level 50.8

Third level 37.0

Total 100.0

•The physical health of asylum seekers is reported by GPs to 

be generally good, although a quarter of this young group 

take medication daily. Their self-reported quality of life is 

much poorer than that reported by the general population 

and only 22% rate their quality of life as good or very good 

(Fig 5.1).

•There are indications of significant mental health problems 

and 40% of the study group reached scores on a mental 

state measure that indicates poor mental wellbeing.

•There are early indications that the worst aspects of the 

western diet (high fat and refined sugar) are being adopted 

by immigrants (Fig 5.2) and 40% report eating fries daily. 

A third smoke (mostly males and those from Eastern 

Europe) and alcohol consumption is low.

‘A BETTER 
WORLD
HEALTHWISE’
This report has been published to distill the learning from five

separate studies carried out by the Southern Health Board

Department of Public Health on the health issues and needs of

immigrants and asylum seekers in Cork and Kerry.

It explores the aspects of immigrants lives in Ireland that

influence their wellbeing and mental health. It also seeks to

identify what asylum seekers and their health service providers

perceive as necessary to maintain and enhance their health

and wellbeing. It records the personal experiences of asylum

seekers relating to their health and the experiences of health

professionals in providing services to this emerging population

subgroup.

The review contains recommendations that will equip the

health services for the multicultural world in which we live.

There are major recommendations relating to language

barriers and cultural differences and the provision of a

flexible, accessible service that is inclusive.

BACKGROUND:

Ireland is now part of the “global village”. We have

experienced an influx of non-nationals in recent years. In

2001, there were 10,325 applications for asylum in Ireland and

40,189 immigrants. The majority of immigrants (36,436) are

here on work permits. 

Much has been written in Ireland about the legal and

administrative issues relating to this phenomenon. However,

the Southern Health Board recognised the necessity to capture

the health aspects of immigration into our community.

In Ireland, attention was initially directed at the immediate

health issues such as maternity and infectious diseases

services. However, this report seeks to broaden the focus to

include a wider concept of mental, physical and social health.

Fig 5.1  Quality of Life Rating (n=203)
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•Maternity service use is very high and 86% of those 

who had a baby in Ireland were in various stages of 

pregnancy on arrival here. All are entitled to a 

medical card and GP service usage is very high.

The report also highlights the perspectives of the

immigrants and that of health service providers. It

provides insight into the daily lives of asylum seekers

and the challenges faced by the health services.

•A major issue for asylum seekers was control over 

their lives. Most find it difficult to go from leading an 

active productive life to one of waiting and inactivity.

•Asylum seekers and service providers expressed 

dissatisfaction with aspects of the direct provision 

system and delays in the asylum process. There were 

experiences of isolation from the general Irish 

population, compounded by the isolated location of 

some centres.

•Food was also central to all discussion groups. 

Nutrition analysis of the food provided in centres 

indicated that the quality was satisfactory, in 

general, but catering for a wide variety of tastes 

posed major difficulties. Attempted solutions do not 

really solve the basic problem. Complaints about 

food were also seen as a means of getting out of the 

centres and generate a lot of time-consuming 

requests for doctors’ letters etc.

•High levels of satisfaction were reported by asylum 

seekers with health services but culturally different 

approaches to health and illness were evident, such 

as differing birth practices.

•Communication difficulties are experienced even by 

those who reportedly speak English. Service 

providers called for more resources and support.

part  three
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Fig 5.2  Weekly Consumption of Fried Foods
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KEY RECOMMENDATIONS OF
THE REPORT

FOR HEALTH SERVICES

•The development of an Ethnic Minority Health Unit 

is proposed to support and co-ordinate health 

related services for immigrants.

•This unit would bring together a number of agencies 

(such as Local Authorities, Department of Justice, 

Equality and Law Reform and local voluntary 

groups), with the various diverse teams within the 

health service (from hospitals and community). It 

would facilitate planning, the co-ordination of 

existing services and a broad based approach to 

immigrant health. Involvement of the immigrant 

community themselves is a critical success factor.

•In addition extra resources and training (e.g. in 

cultural sensitivity) are required as a priority for 

three services in particular: General Practice, 

Maternity Services and Infectious Disease Services.

FOR OTHER AGENCIES

•The report focuses on immigrant health and 

recommendations that include agencies and 

departments not primarily charged with a health 

remit are made in the context of their influence on 

health either directly or indirectly.

•A collaborative approach in which the health 

implications for immigrants of new and existing 

policies and services is proposed. This relates for 

example to the asylum process, to special 

educational needs and to multicultural community 

initiatives.

ASYLUM SEEKER HEALTH

Key Features
• Asylum Seekers in the Southern Health Board area are 

young, mostly single males and originate from 35 

different countries

• 62% of women are accompanied by children, with 

another sizeable proportion pregnant

• They are generally well educated 

• 40% of the study group reached scores on a mental 

state measure that indicates poor wellbeing

• A third smoke, 40% report eating fries daily. However, 

the physical health of asylum seekers is reported by GPs 

to be generally good

• Usage of maternity services is high

The Way Forward
• The development of an Ethnic Minority Health Unit is 

proposed to co-ordinate health related services for 

immigrants

• The involvement of the immigrant community 

themselves in such a unit is critical to its success

• Extra resources are required for three services in 

particular: General Practice, Maternity Services and 

Infectious Disease Services
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THE WAY
FORWARD
The compilation of a report on the health status of a

population is a complex and multifaceted endeavour. The

definition of health and health status is not clear-cut. In

addition, current information systems are not sufficiently

developed to give a comprehensive picture of our population’s

health on a regional or national level.

We must, however, attempt to describe the health of our

population including population subgroups. Understanding

the causes and consequences of differences in health allows us

to assess the needs of the population. It also helps to determine

the quality of care and measure the efficiency and

effectiveness of healthcare interventions.

This 6th report on the health status of the population of Cork

and Kerry builds on and complements previous reports. It

provides updates on core features and a more comprehensive

profile on men’s health. Significant challenges have been

highlighted.

POPULATION AND HEALTH

The most significant feature of our population, outlined in

Census (2002), was an increase of 34,000 (6.2%) between 1996

and 2002. The population of the Southern Health Board area

has now reached 580,605. This increase has major

consequences for service planning and provision in an era of

economic restraint and diminishing resource allocation. The

detailed census report will be available during 2003 and is

eagerly awaited.

In general terms, our health status is typical of developed

countries in the western world. Even though it is encouraging

that deaths from heart disease and cancer have shown a steady

decline over the past 10 – 15 years, these diseases remain our

biggest killers, accounting for about 70% of all deaths.

Ireland is increasingly, a multicultural society. In

addition to familiar ethnic subgroups in the population

such as Travellers, there are now over 150 different

nationalities living in the region. There is a well

recognised interrelationship between culture, health

and illness. Problems of poverty, social exclusion, racial

and religious discrimination have the potential to have

a negative impact on health status. Providing for these

needs presents daunting challenges in terms of service

planning, delivery and resourcing.

INFECTIOUS DISEASE

Infectious disease control, along with disease

prevention, health protection and health promotion

remains a fundamental aspect of public health. Many

infectious diseases such as tetanus, polio and

diphtheria, tackled successfully by public health actions

in the late 19th and early 20th century, have virtually

disappeared. Others are re-emerging as new threats.

Vigilance and preparedness are key elements in tackling

all infectious diseases.

Surveillance systems for the identification of trends and

risk factors must be continually developed and

supported. Protocols for the management and control of

outbreaks remain the focus of ongoing review.

We face challenges to the uptake of immunisation

programmes. Upsurges in vaccine preventable diseases

like measles and whooping cough are problems

associated with sub-optimal vaccine uptake rates, often

with dire consequences. Monitoring of immunisation

uptake - with research into factors adversely affecting

it, and devising strategies for improvement, command

constant attention.
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KEY HEALTH
DATA
Table 7.1 Population data 
County SHB Ireland
Cork 448,181
Kerry 132,424
Total 580,605 3,917,336

Source: CSO Preliminary Report Census 2002

Table 7.2 Population data – Community Care areas SHB
% change

CCA 1996* 2002^ 1996-2002
West Cork 48324 50884 5.3
North Cork 71234 73533 3.2
South Lee 156430 167638 7.2
North Lee 144522 156126 8.0
Kerry 126130 132424 5.0
SHB 546640 580605 6.2
Ireland 3626087 3917336 8.0

Source: CSO Preliminary Report Census 2002

* Actual population 1996 census
^ Preliminary figures 2002 census

Table 7.3 Socio-economic data
SHB % Ireland %

% Social class 5+6* 21.3 21.3
Unemployment rate^ 4.5 4.6

*Source: CSO 1996 Census Report 
^Quarterly National Household Survey Nov 2002

Table 7.4 Birth data
SHB Ireland

Total Births 2001 7868 57882
Crude Birth Rate 2001 (live births per 1,000 Pop) 13.6 15.08
Total Fertility Rate 2001 1.85 1.97
Birth Rates of Women aged 15-19 Years 2001 13.67 19.51
Birth Rates of Single Mothers All Ages 2001 14.83 17.87

Source PHISV6Beta

Table 7.5 Mortality data
SHB Ireland

Total Deaths 2001 4785 29812
Death rates per 1,000 Pop 8.3 7.8

Source PHISV6Beta

Table 7.6 Standardised Mortality Ratios 2001*
Disease Categories SHB Ireland

All Causes, all ages 102.35 100
All Causes, 0-64 years of age 99.86 100
All Causes, over 64 years of age 102.98 100
Circulatory disease, all ages (ICD 390-459) 107.53 100
Cancer, all ages (ICD 140-208) 97.81 100
Respiratory Disease, all ages (ICD 460-519) 97.49 100
All Infectious and Parasitic Disease (ICD 001-139) 94.73 100
All Injuries and Poisonings, all ages (ICD 800-999) 108.12 100

Source PHISV6Beta

* Standardised Mortality Ratio (SMR) is the ratio of the

actual number of deaths in a population to the number

of deaths one would expect if the population had the

same death rate as the standard population. The national

SMR for all Ireland that is used as a standard is 100. A

figure over 100 is worse than the national average and a

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

to compare areas at a point in time.

Table 7.7 Years of Potential Life Lost (YPLL)* per 10,000

Equivalent population 2001
SHB Ireland

All Causes, Males 0-64 Years 509.4 445.06
All causes, Females 0-64 Years 245.08 254.86

Source PHISV6Beta

* YPLL is a measure of the extent of avoidable

mortality. Death at an age less than would be expected

means a loss of potential years of life. YPLLs measure

the number of years lost by an individual had he or she

lived a full lifespan.

Table 7.8 Childhood Mortality Data 2001
SHB Ireland

Neonatal Mortality Rate (deaths in the 

first month of life per 1,000 live births) 4.83 4.06
Neonatal Mortality Rate (deaths in the 

first month of life per 1,000 live births) 6.99 5.82
Sudden Infant Death Rate (ICD 789)

(deaths in the first year of life per 1,000 live births) 1.02 0.79
Congenital Anomalies Death Rate (ICD 740-759)

(deaths in the first year of life per 1,000 live births) 2.54 1.97

Source PHISV6Beta
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MEN’S HEALTH

This report highlights the current health status of men living

in the Cork and Kerry region. The findings confirm that the

health status of men is worse than that of women. Men have

a shorter life span than women: five and half years shorter on

average. 

Men have higher death rates from all the leading causes.

Cardiovascular disease and cancer kill more men every year

than women. Premature deaths are higher. Men’s attitudes and

behaviours are the main cause of men’s shorter lives and

earlier deaths.

Many premature deaths are preventable. Men, generally, tend

to have less healthy diets, are more likely to be overweight or

obese, smoke more, drink more alcohol and are more likely to

become involved with substance misuse. Younger men,

particularly in the 15 – 24 age group, are much more likely to

die than young women. High accident rates are a prominent

feature.

Men experience considerable mental health problems. Suicide

rates in young men are very worrying. Men are more likely to

take risks in relation to their sexual health. Sexually

transmitted infections are increasing with serious health

implications for those affected. Men take fewer preventative

health measures and are less likely than women to seek help.

Action to improve men’s health demands a multi-faceted

innovative approach. A focus on those lifestyle factors and

behaviours contributing to illness and premature deaths must

be a priority.

The return on the large investment of financial resources
in human effort in the field of health cannot be measured
in monetary terms, but can and should be measured in
terms of population health. The issues and challenges
presented in this report must be met if we are to impact
positively on the health and quality of life of the people of
Cork and Kerry.
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The dramatic decrease in Meningococcal C disease,

following introduction of the vaccine, is a recent

example of what a very effective public health

intervention can achieve.

The downward trend in tuberculosis (TB) notifications is

welcome. Concentrated ongoing focus on early case

identification, contact tracing and compliance with

treatment remain the essential aspects of TB control.

We live in the shadow of bioterrorism with the threat of

smallpox, anthrax and plague. It is unlikely that this

threat will recede in the foreseeable future. While it is

assumed that Ireland is not a direct target for such

attacks, there is a need to build capacity and

preparedness for such events. This balance must

maximise the public health response and minimise any

further fuelling of public concerns.

WATERBORNE DISEASE

Clean water is fundamental to the health of the

population. A large part of the increased life

expectancy and improved health of humans in the last

century has been due to improvements in water and

sanitary conditions. 

Today, however, many of us take the provision of clean

water for granted. There is no room for complacency.

Contaminated water supplies have the potential to place

entire communities at risk. Waterborne disease can have

devastating consequences for vulnerable population

subgroups such as the very young, very old, pregnant

women and the immunocompromised. The recent

establishment of a Regional Water Liaison Committee

for Cork and Kerry, with robust interagency linkage,

will serve to formalise and underpin collaborative

efforts to address the surveillance, investigation and

control of waterborne disease in the area.

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

part  f ive



USEFUL
INTERNET SITES
ON
IMMUNISATION
Today many people turn to the internet to access information.

It is sometimes difficult to sift through the vast amounts of

information on the net, to separate the wheat from the chaff

so to speak. To help you get started, the following are useful

sources of information on immunisation.

http://www.shb.ie/class3.cfm
The Southern Health Board Department of Public Health

provides information on vaccines and vaccine issues.

http://www.ndsc.ie
The National Disease Surveillance Centre provides national

figures on vaccine preventable diseases, vaccine uptake levels

and various immunisation advice and information.

http://www.doh.gov.uk/mmr/
A UK Department of Health website which aims to provide

accurate, scientific information on MMR vaccine.

http://www.immunize.org
Website of the US Immunization Action Coalition, a non-profit

organisation whose mission is to boost immunisation rates and

prevent disease. The Coalition promotes physician, community,

and family awareness of, and responsibility for, appropriate

immunisation of all children and adults against all vaccine-

preventable diseases.

http://www.cdc.gov/nip
The National Immunization Programme (NIP) is part of the

Centers for Disease Control and Prevention in the US. This site

contains extensive information on vaccines and immunisation

for both health professionals and the public.

7170

part  f ive



First Progress Report of the Committee to Monitor and

Coordinate the Implementation of the Recommendations of

the Task Force on the Travelling Community.

Department of Justice, Equality and Law Reform 2001.

Health Service Provision for the Travelling Community in

Ireland.

O’Donovan O, McKenna V, Kelliher C et al.

Centre for Health Promotion Studies, University College

Galway 1995.

Immunisation Guidelines for Ireland

Immunisation Advisory Committee, Royal College of

Physicians in Ireland 2002.

Immunisation: The views of parents and health professionals.

Cotter S, Ryan F, Hegarty H, McCabe TJ, Keane E.

Department of Public Health, Southern Health Board, 

May 2002.

Public Health Information System, version 6 Beta (2002).

Information Management Unit.

Department of Health and Children.

Task Force on the Travelling Community

Government Stationery Office, 1995.

The Traveller’s Health Status Studies.

Vital Statistics of Travelling People, 1987.

Barry J, Herity B, Solan J.

Health Research Board, 1987.

Traveller Health – A National Strategy

Department of Health and Children 2002.

The above is not an exhaustive list. Other references are

available on request from the Department of Public Health.
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