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Introduction 
The hepatitis C virus (HCV) is a blood-borne RNA virus which was first identified in 1989. It is now 
recognised as a significant public health problem world wide with the WHO estimating that some 170 
million people are chronically infected. 
While the epidemiology of hepatitis A and B is well established, data about HCV are limited. Many 
aspects of HCV infection remain unclear including the prevalence and natural course of the disease. 

Transmission 
HCV is known to be transmitted by blood and body fluids and risk factors strongly associated with 
infection include intravenous drug misuse (IVDU) and receipt of contaminated blood products. Vertical 
transmission (mother to child in perinatal period) can occur but is uncommon. Sexual transmission is 
also possible but, unlike HBV, is uncommon. Transmission can occur through medical and dental 
procedures, tattooing and body piercing where infection control is inadequate. Health care workers 
(HCW) may be at risk from occupational exposure. 

Incubation 
The incubation period ranges from 2 weeks to 6 months but is usually 6 to 9 weeks with specific 
antibody usually present by 3 months (but may be up to 6 months before detection). 

Clinical Course 
Acute hepatitis C infection is generally asymptomatic and no laboratory methods exist to differentiate 
between acute (recent) or chronic (long-standing). Over 90% of cases are asymptomatic in the acute 
phase, 50 to 80% progress to chronic infection and of these 10 to 20% develop cirrhosis and 1 to 5% 

hepatocellular carcinoma. 

Tests 
Most tests are performed as part of 
investigation of liver disease or 
known risk groups or as part of 
screening. Hence the number of 
reports and notifications reflect the 
numbers being tested rather then the 
incidence of infection and those 
infections may well have been 
acquired years earlier. 

HCV in Cork and Kerry 
In Ireland, hepatitis C first became 
a notifiable disease in 2004. 
Enhanced information has been 
collected in Cork and Kerry since 
the end of February 2007.  
There were 67 cases of hepatitis C 
notified in Cork and Kerry in 2007, 
giving a crude incidence rate of 
10.8 cases per 100,000 population. 
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Hepatitis C in Cork and Kerry, 2007 

Table 1. Number and Crude incidence rate /100,000 population (CIR) of 
hepatitis C in Cork, Kerry, Cork/Kerry and Ireland  2004-2007 (data as 
of 25/04/2008) 

 Cork Kerry Cork/Kerry 

Year N CIR N CIR N CIR N CIR 

2004 45 9.3 0 0.0 45 7.2 1130 26.7 

2005 56 11.6 6 4.3 62 10.0 1433 33.8 

2006 60 12.5 10 7.2 70 11.3 1222 28.8 

2007 49 10.2 18 12.9 67 10.8 1572 37.1 
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Figure 1. Hepatitis C notifications in Cork and Kerry, 2007, by age and 
sex (data as of 25/04/2008) 



 

We continue to see cases of malaria in Cork and Kerry, with 8 cases this year up to the end of October.  Of these, 7 were Plasmodium 
falciparum contracted in Nigeria, and 1 Plasmodium vivax contracted in Thailand. Figure 1 shows the number of cases for the last 5 
years. 
Much of the increase in the last number of years has been in non-nationals resident in Ireland, who returned for a holiday to their 
country of origin in malaria endemic regions. This group often takes inadequate or no prophylaxis. Of the 8 cases to date in 2008, 5 

had recently returned home to an endemic area, 1 was a new arrival from 
an endemic area and 2 had travelled for business/holiday. Only one case 
was reported to have taken malaria prophylaxis. 

Often, people who have previously lived in endemic areas consider 
themselves “immune”. However, this apparent immunity is due to the 
development of tolerance to the ongoing parasite burden and is not true 
immunity, as infection continues to occur but with little clinical illness. As 
early as 6 months after leaving an endemic area tolerance wanes.  

Malaria prophylaxis should be offered to all persons travelling to high-risk 
areas, even if they have previously lived there. They should also be given 
advice on decreasing their exposure to insect bites.   

The following websites are useful sources of information: 
Travel Medicine Bureau: http://tmb.exodus.ie   Fit for Travel, UK: http://www.fitfortravel.scot.nhs.uk 
WHO: http://www.who.int/ith/en     CDC, USA: http://www.cdc.gov/travel 

Remember Malaria Prophylaxis 
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The rate in HSE  South has remained relatively stable for the 
period 2005 to 2007. Most (61%) of the cases notified in Cork 
and Kerry  in 2007 were new diagnoses of hepatitis C. However 
as indicated above this may not reflect incidence rates. 

Age and sex 

Figure 1 outlines the age and sex profile of notified cases. 
Numbers are higher for males (54%) than females (46%) and 
peaking in the 25 to 34 age group for both sexes. 

Risk Factors 

The most common risk factor was injecting drug use, which 
accounted for 29% of new diagnoses and 32% of previously 
diagnosed cases (30% of all cases). The next most common risk 
factor was having received blood or blood products. Over a 

quarter (27%) of cases had no known risk factor, however most 
of these were people who were likely to have acquired hepatitis 
C in a country other than Ireland. 
Discussion 

Comprehensive epidemiological data on HCV is limited. 
However, statutory notifications are a valuable information 
source. Since HCV became notifiable in 2004 and with the 
addition of enhanced surveillance in early 2007 we are now in a 
position to begin to construct a profile of HCV in the region. 
The number of notifications has tended to be around 70 per 
year, with slightly more males than females, a peak  in the 25 to 
34 year age group and the most common risk factors being 
injecting drug use (30%) and contaminated blood/blood 
products (19%). 
Some 67% of cases were likely to acquired infection in a 
country other than Ireland. 
Surveillance data must be interpreted with caution given the 
nature of the disease, i.e. with acute infection generally 
asymptomatic: the inability of laboratory methods to 
differentiate between acute (recent) or chronic (long-standing), 
and the fact that most testing is done as part of disease 
investigation or a screening of known risk populations  (which 
include IVDUs and asylum seekers). 
Continuing improvements in the quality of  notification data in 
terms of completeness and accuracy will provide a greater 
understanding of the epidemiology of this condition - an 
infection which has become an ‘important public health issue 
because of its prevalence, severe liver complications, ongoing 
transmission among IVDUs, risk of iatrogenic transmission and 
the availability of prevention measures and 
treatment’ (Eurosurveillance). 

Table 2. Most likely risk group by new or previous diagnosis, 2007 (data as 
of 01/05/2008) 

Injecting Drug User 12 8  20 

No known risk Factor 14 4  18 

Rec’d blood/blood products 7 6  13 

Possible sexual exposure 2 2  4 

Accidental needlestick/
occupational exposure 

1 1  2 

Other 1 1  2 

Surgical or dental 1 1  2 

Sexual contact with case  1  1 

Tattooing/body piercing/
acupuncture 

1   1 

Vertical transmission 1   1 

Not specified 1 1 1 3 

Total 41 25 1 67 
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Figure 1. Number of notifications of Malaria in Cork and Kerry 
2004-2008 to date 


