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IIIG·WISTERN HEALTH BOARD 

foreword 
The child health theme of this Public Health Annual Report demonstrates the many 
factors which determine the present and future health of children - the report 
shows the current limitations in measuring children's health status and outlines 
the commitment of the Mid-Western Health Board towards promoting the health of 
children and future adults. 

In June 1999 the Mid-Western Health Board became the first health board to 
approve a strategy for child health. The reasons for taking this step included: 

• Demographic changes in our population due to increasing birth rates and 
inward migration to the Mid-West. 

• The fact that services for children are provided right across the spectrum of 
health services including acute, primary, community and voluntary sectors. 

• Recognising the importance of consumer participation in healthcare. 

• Support for the concept of the basic entitlement of a child to grow and 
develop in health as defined by the United Nations Declaration on the Rights 
of a Child. 

Across the developed world a change in the approach to delivering child health 
services is taking place as a result of: 

• Inequalities in health status linked to parental circumstances or ethnic 
• groupmg 

• A shift in emphasis from physical health problems to emotional and 
psycho-social difficulties 

• The need for an evidence base for intervention. 

This is reflected in a number of Irish initiatives, which have begun in recent years. 
The first was the launch of Best Health for Children - Developing a Partnership 
with Families in December 1999. This was commissioned by the Chief Executive 
Officers of all health boards to develop a core child health surveillance 
programme, which recognised the effectiveness of parents in detecting problems 
with their children. 

The second was the decision by the government to develop an inter-departmental 
children's strategy, which was published in December 2000. This recognises the 
changing nature of childhood in Irish society and the need to plan and implement 
change in existing services. 

The health boards went on to commission 'Get Connected - Developing an 
Adolescent Friendly Health '- this plan for developing adolescent health services in 
Ireland was published m May 2001. 

Our children are our future. Our interest in their health and wellbeing is an 
investment in the future quality of their adult lives. 

St1ofim de Burca 
Priomh 01figeach Feidhmeachain 

Dr Kevin Kelleher 
Stiurth6ir Slainte Poibli (DPH) 

• 





Figure 1.1 : Population Profile 

of 0-18 year olds in Mid-West 

by sex, 1996 

Source: CSO 

• 

The Population 

Figure 1.1 shows the distribution of age and sex of the population aged 0-18 in the 
Mid-West. The male:female ratio is constant throughout these younger age groups. 
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While the population and the birth rate in the Mid-West continues to increase, the 
relative number of those aged 18 or less is decreasing owing to the rapid drop in 
birth rate experienced in the 1980's. This is in line with national trends, as shown 
in Figure 1.2 . 
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Figure 1.3: Population trends in 

0-18 year olds in the Mid-West 

Source: CSO 
* 1999-2001 figures estimated 
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Figure 1.3 shows the change in the distribution of the population within the 0-18 
years age band in the Mid-West. 
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Population projections 

Figure 1.4 shows how long term population predictions, based on current trends, 
(M 1F2) suggest that after an initial increase in the population aged 0-14 years 
the numbers in this age group will then start to fall. Caution is advised when 
interpreting these figures as the quoted predictions are based on current 
economic and demographic influences, which are subject to change. 
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Births in the Mid-West 

There were 4, 789 births in the Mid-West representing 8.8% of total births in 
Ireland in 2000, Figure 1.5. The number of live births per thousand gives a Crude 
Birth Rate. The Crude Birth Rate for the Mid-West based on estimated population 
data is 14.5 live births per thousand population. Figure 1.6 illustrates the trend in 
birth rates within the Mid-West since 1991. 
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Figure 1.4: The projected population 1996-
2031, aged 0-14 years for the Mid-West 
Regional Authority under the M1 F2 scenario 
Source: CSO 

figure 1.5: Total births m each 
Health Board 1999, 2000 
Source: CSO 



Figure 1.6: Three-Year Moving 
Average Crude Birth Rate 

Source: PH 154 

Table 1.1: Young Dependency 
Ratio for the Mid-West, for 

each county area and Ireland 
Source: PHIS 4 

Figure 1.7: ProJected Young 
Dependency Ratio for the 

Mid-West Reg1onal Authority 
Area 1996-2031 

Source: CSO 
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Young Dependency Ratio 

The young dependency ratio refers to the ratio of the population aged less than 
15 expressed as a percentage of those aged 15 to 64. lt is a method of 
determining what proportion of the population will have the greatest need for 
health care services. The greatest need for health care is at the extremes of age. 

Table 1.1 outlines the young dependency ratio for each of the areas within the 
Mid-West and the country as a whole for 1999. 

AREA Population aged 0 - 14 Population aged 15 - 64 Young DR 

Limerick 37065 114940 32.25% 
• 

Clare 22621 62389 36.26% 
Tipp NR 13468 38517 34.97% 

• 

Mid- West 73154 215846 33.89% 
Ireland 829150 2493750 33.25% 

Figure 1.7 demonstrates the predicted decrease in the Young Dependency Ratio in 
the Mid-West over the next thirty years. 
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Babies Names 

Jack and Aoife were the most popular names in Ireland last year while Jack and 
Sarah were the most popular names in the Mid-West. 

Year I Boys I Girls 

Name o/o Name o/o 

1998 Jack 2.98 Chloe 3.28 

1999 Jack 3.19 Ciara 3.4 

2000 Jack 4.19 Sarah 2.99 

• 

Table 1.2: Most popular names in the Mid-West 
Source: Results are based on analysis of the first 
names recorded on birth 
returns for Registration and vital statistics 
begun by the CSO in 1998 
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Introduction 

There is a growing body of knowledge as to what determines health and 
inequalities in health, and how these determinants can be influenced so as 
to improve health. Poverty is the single most important determinant of an 
abnormal developmental score (Millar 1999). There is also a body of 
international evidence in relation to the healthiest nations not being the 
richest nations but the nations where there is the smallest gap between the 
rich and the poor. (Wilkinson 1996) e.g. Nordic countries & Japan. 

The National Anti Poverty Strategy acknowledges this and points to the fact 
that the experience of poverty and associated poor health in childhood can 
have long term consequences and sets the following targets: 

• By 2002, establish a national standard for an adequate income for children 
that ensures that every child has a standard of living adequate for the child's 
physical, mental, and social development. 

• By 2007, the numbers of children living in households in income poverty 
(below the 50% relative income poverty line) should be reduced by 50%. 

• By 2004, no child should live in a household experiencing consistent poverty -
this means that no child should live in a household below 50% average 
income and experiencing basic deprivation. 

The 2000 Annual Report of the Chief Medical Officer concluded that some of the 
determinants of child health are: 

genetic 
· biological 
· social 
· environmental 
· cultural 
· behavioural 

Many measurements of health demonstrate a persistent social gradient for health 
~nd lifestyle measures. International evidence would suggest that the burden of 
111 health falls mainly on children from low-income families. Unfortunately Ireland 
differs from most other Western Countries in its cultural reluctance to adopt 
geo-coding and unique personal identifiers. Therefore it is not yet possible to link 
actual health experience and social circumstances from routinely collected data. 

This chapter explores the social, economic and environmental circumstances of 
children in the Mid-West. 

Areas of Deprivation in the Mid-West 

Geographical areas of deprivation can be identified at both national and local 
health board level. Two deprivation indices are under development in Ireland, 
Small Are~s Health Research Unit (SAHRU) and Hase. Both draw on information 
gathered m the census, which is collected every five years and will be updated by 
the 2002 census. 

The SARHU deprivation index considers unemployment figures and the 
percentage of the population in the lower socio-economic groups. 

~igure. 2.1 illu.strates areas of deprivation as defined by the SAHRU deprivation 
mdex tn relation to the norm in the Mid-West. 
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National Deprivation 

The Hase index on the other hand is constructed using data collected in the 
census by scoring components categorised as 'social class', 'urban' and 'rural' 
disadvantage. 

Both indices have achieved a high degree of consensus about the relative degree 
of disadvantage experienced by different areas and have made an important 
contribution to the effective targeting of resources. 

Deprivation appears to be concentrated in urban areas, though not exclusively so 
and it is here that many initiatives are targeted. One such programme is the 
Operational Programme for Local Urban and Rural Development (OPLURD 1994-
1999). This is part of an area-based approach to combat long-term 
unemployment and target social exclusion through local development. Currently 
funding is provided to 38 Partnership Companies and 33 Community Groups 
throughout the country. In the Mid-West the areas covered are Limerick City and 
Limerick West. Designation of partnership areas was made on 'The Hase Index 
of Relative Deprivation'. 

In addition to this programme, Rapid, a fast-track system aimed at delivering 
existing resources to areas of maximum need is being introduced nationally. The 
programme is in operation here, in the Mid-West, since early 2001 and is as yet 
confined to three areas of Limerick city. 

Unemployment 

In recent times the trend in unemployment has been downward. The 
unemployment rate is the number of people unemployed expressed as a 
percentage of the total labour force. Figure 2.2 shows the est imated trends in 
self-declared unemployment rates in the Mid-West compared with national 
trends between April 1996 and November 2000. In 1996 the national rate was 
11.9% while the Mid-West rate was 9%. In November 2000, the rate in the Mid
West had fallen to 3.9%, similar to the national rate. 
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Figure 2.1: Deprivation 1996 - Mid-West 
Source: (SAHRU) 

Figure 2 2: Trends in Mid-Western reg1onal and 
national unemployment rates 
Source· CSO Quarterly National Household Survey; 
First Quarter 1996 to Fourth Quarter 2000 



figure 2.3: Proportion of the 
population aged 0-14 in 

Mid-West in each 
Socio-Economic Group (SEG) 

Source: Census 1996 

Table 2.1: The 
Socio-Economic Groups 

Source: CSO 
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Socio-economic Status 
A child's socio economic status is defined either by the Socio-Economic Group 
(SEG) or Social Class to which the parentis belong. 

The SEG of persons aged 15 and over who are at work is determined by their 
occupation and employment status. Table 2.1 defines the Socio-Economic Groups. 
Figure 2.3 shows the proportion of those aged less than 15 in the Mid-West in 
each SEG. Social Class is defined on the basis of occupation. lt is determined in 
a similar way to the SEG, but with an ordinal scale. 
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Education 

lo~ educational attainment is associated with unemployment, homelessness, 
social exclusion and poor health experience. 

De~artment ~f Education and Science figures suggest that overall educational 
a~hleve_ment m the Mid-West is in line with national rates. Table 2.2 illustrates 
t e achievements of the cohort of pupils who entered the second level system in 
1993 and 1992. 
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National Mid-West 

Junior Cycle Year3 95.7% (95.1 %) 95.7% (95.0%) 

Junior Cert Exam 'Sits' 93.4% (92.3%) 93 .7% (91.6%) 

Senior Cycle Retention 78.1% (78.0%) 79.9% (79.8%) 

Junior Cycle Year 3: This identifies the percentage rate of pupils from the 
initial cohort who were retained in the system and 
entered year 3 of the junior cycle 

Junior Cert Exam 'Sits': A 'sit' is defined as a person who was graded in at 
least one junior cert subject 

Senior Cycle Retention: This identifies those who have completed the 
leaving cert. 

Within the Mid-West the Department of Education and Science has identified 
areas of low educational achievement and early school leaving. These schools are 
the focus of the 11Stay in School Retention Initiative" at Second Level. 

Funding of up to £40,000 per annum is being granted to targeted schools, on the 
basis of plans that they were helped to design themselves. The purpose of this 
initiative is to prevent early school leaving and increase senior cycle completion 
rates. Schools were selected for invitation based on themr overall enrolment 
figures and the number of their pupils failing to remain in school up to the 
completion of the senior cycle. 

The Department has carried out a detailed analysis of data from individual 
schools for some time, which has allowed a more complete picture of early 
school leaving to be developed than was ever previously the case. The method 
of selection was designed to direct resources available under the initiative to 
schools through! which they would reach the greatest possible number of young 
people at risk. Five schools in the Mid-West are participating in the scheme and 
1,713 pupils at risk have been targeted. 118 schools have been involved 
nationwide. 

Table 2.3 shows schools and numbers of pupils in the Stay in School Retention 
Initiative at Second level. 

School Address No of pupils targeted 

Ennis Community Ennis 492 
• 

" 

Edmund Rice College Shelbourne Road Limerick 136 

St Enda's Comm School Crossagalla limerick 355 ·-
Vocational School Gortboy Newcastle West 395 

Vocational School Abbeyfeale 335 

The MWHB is also involved in support of ongoing education of vulnerable young 
people, specifically young parents and children in care. 

• 

• 

Table 2.2: Educational 
achievement at school leaving for 
1993 (1992) cohort of pupils 
Source: Department of Education 
& Science (2001) 

Table 2.3: Stay in School Retention 
Initiative Schools located in the 
Mid-West 
Source Dept. of Educat1on & SCience 



Table 2.4 : Children in Care 
M1d West Region 2000 

Source: Children in Care 
report MWHB 2000 

Table 2 5: Group of Homeless 
persons m l1menck applymg 
for accommodation in 2000 

Source MWHB 

MID-WESTERN HEALTH BOARD 

Homelessness 

Indicators in the Mid-West show a general increase in the homeless population, 
especially in the larger urban areas in recent times. In limerick City where a 
Homeless Persons Unit has been established since 1997, this trend is evidenced by 
the numbers presenting as homeless, expected to reach approximately 770 by the 
end of 2001 as opposed to approximately 700 in the year 2000 and 394 in 1999. 

An analysis of these figures shows that the majority of people presenting are 
single but an increasing number of parents with children are presenting as 
homeless as a result of family disputes, domestic violence, alcohol/drug 
addiction. 

Available data in limerick County, North Tipperary and Clare show the problem to 
be far less acute. However, close proximity to limerick City, where there is an 
existing developed infrastructure for the delivery of services to the homeless is 
significant in this context. 

A regional strategy and 3 year plan which sets out to tackle homelessness in the 
Mid West and the values and principles which underpin it, has been developed. 

Within this strategy children have been identified as a priority group. 

Within this group young people leaving care are considered amongst the most 
vulnerable. According to a Focus Ireland report, "Out on their own -young 
people leaving care in Ireland", a significant number of children leaving care 
become homeless within 2 years. Figure 2.4 shows the number of 13-18 year olds 
in care in the Mid-West. Furthermore the data available for young people leaving 
care shows significant mental health and learning difficulties which impact on 
their ability to find accommodation and in particular to keep it. Family support 
does not exist in most cases. 

County I Number 13 - 18 yr olds as a % in care 

limerick 173 34% 

Clare 87 30% 

Tipperary NR/East Limerick 145 28% 

In Limerick city last year, 697 persons presented as homeless. Of the female 
applications, 160 had child dependants with them. This involved a total of 407 
children. Table 2.5 indicates the age profile of the group. 

I • I 

Under 18 yrs 18-24 yrs 25-34 yrs 35-44 yrs 45-64 yrs 
f-

65+ 

41 163 207 143 126 17 - ' • f-- .. f~ 
6% 23% 30% 21% 18% 2% 

• 



SOCIAL DETERMINANTS OF CHILD HEALTH 

Children in Care 

The Mid Western Health Board operates a child care and family support service 
which aims to ensure that every child grows up in a safe and nurturing 
environment which enables him or her to reach their full potential. 

Services encompass 

• Community development and family welfare services 

• Protection and treatment services 

• Alternative care services. 

More detailed information on the child care and family support services provided 
by the board is available in the Review of Child Care and Family Support Services 
2000. Table 2.6 is taken from that report. 

During 2000 there were 695 referrals to the child protection notification system 
of which 44 % were confirmed cases of child abuse. 

Children in Care on 31 December 2000 

Type of Care Umerick 

Foster Care - General 111 

Foster Care - Special 10 

Foster Care - Relative 31 

Pre-adoptive Foster Care 2 

Residential - General 8 

Residential - Special 3 

At Home under supervision 5 

Other 

TOTAL 

'At Change on 1999 

In Care per '000 
Child Population 

Legal Basis for 
Admission to Care 

Children in Care 

by Age Group 

3 

173 

-16% 

4.8 

Emergency 
Care Orders 

23 

Under1 

27 

Length of Stay in Care Up to 1 Year 

111 

Clare npperary NR Total 

32 

11 

28 

3 

1 

2 

2 

2 

87 

+14% 

3.0 

Other 
Care Orders 

157 

94 

10 

16 

3 

11 

2 

8 

1 

145 

+16% 

4.9 

237 

31 

75 

8 

26 

1 

15 

6 

405 

-0.5% 

4.3 

Voluntary 

225 

1-5 Years 6-12 Years 13-18 Years 

84 169 125 

1-5 Years 

165 

Over 5 Years 

129 

• 



Table 2.6: Statist ics for 
children in care Oec 2000 

Source: MWHB 2000 

MID-WESTERN HEALTH BOARD 

Children in Care on 31 December 2000 Contd' 

family Type 

Place of Care 

In Care per CCA 

In Care per 
Type of Care 

In Care by Gender 

family Type 

In Care by Reason 

Admissions 

Married/Cohabiting Couple 

33% 

MWHB 

393 

lone Parent/Other 

67% 

Outside the MWHB 

12 

As in other years, the highest proportion (43%) of the in 
care population was in the limerick CCA. The limerick 
figure was a decrease on 1999 figures whereas the 
overall regional figures remained constant reflecting 
increases in the other CCAs. 

68% of the in care population were in Foster Care with 
an additional 19% of children in Foster Care with 
Relatives; 8% were in residential care. 

The gender breakdown of children in care was 54% boys 
and 46% girls. 

The proportion of children in care from 'lone 
Parent/Other' families (67%) decreased on 1999 figures. 

'Parents unable to cope I parents' illness' (35%) and 
neglect (19%) were the primary reasons children were in 
care. 

There were 151 admissions to care in 2000, which was a 
20% decrease on 1999 figures. There was an average of 
50 admissions in each CCA in 2000. 

Children from Minonty Groups 

Asylum Seekers 

People seeking asylum are not a homogenous population. They come from 
different countries and cultures; they have had, in their own countries, a wide 
range of experiences that may affect their health. In Ireland they may face the 
effects of relative poverty through lack of access to the workforce and lack of 
cohesive social support. All these factors undermine both physical and mental 
heal1h. 

A total of 61 people aged 18 years and under reside in 'direct provision 
accommodation' and 270 in private rented accommodation in the Mid-West at 
the present time, Table 2.7. 

Children of asylum seekers present specific health, communication and social 
needs. They may be living in a fragmented family or have arrived alone. They may 
have experienced or witnessed atrocities. They may show anxiety, withdrawal or 
hyperactivity. 
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Support for children needs to be multifaceted, aiming to provide as normal a life 
as possible, imparting a sense of security, promoting education and self-esteem. 
Becoming part of a school community, learning and making friends is 
fundamental to the successful integration of refugee children. 

Region 

Limerick 

Clare 

Tipperary NR. 

TOTAL 

Traveller Children 

Total no of Asylum Seeker Children in 
Direct Provision Accommodation 

31 

13 

17 

61 

Traveller children are a minority within a minority, suffering all the ill effects of 
inadequate accommodation, poor living standards and discrimination 
experienced by their parents. In addition children are especially vulnerable to ill 
health and poor physical development and are also subject to disadvantages in 
emotional and cognitive development. The National Anti-Poverty strategy states 
that infant mortality is three times higher for traveller children and life 
expectancy among travellers is significantly lower than that of settled people. 
The majority of travelling children live in conditions far below the minimum 
required for healthy child development. 

Figures from the 1996 census identified that the travelling community has a 
markedly different age structure from the population in general, with the high 
birth rate in the travelling community reflecting in high proportions in the 
younger age groups. Over half the traveller population is under 15 years of age 
and over 40% are under 10 years of age. 

The distinctive age structure of the travelling community results in a median age 
of 14, compared with a national median of 31. At the time of the 1996 census 
1,133 travellers were reported as living in the Mid-West which would imply that 
the population of traveller children aged <15 was approximately 570, Table 2.8. 
However health board experience estimates the figure to be double that number. 
Absence of an accurate database creates difficulty in esbmating access to 
services for traveller children; however new guidelines as a result of the Task 
Force on the Travelling Community will improve this situation over time. 

Area Persons Males Females Travellers per 1,000 

-~ 

total population 

Clare 317 161 156 3.4 

268 124 144 5.1 
-· 

Limerick Co Borough 
1-- r-- ,, - - ~ 

. Limerick County 227 115 112 2 
* ~ 

- , -~ 

Tipperary NR 321 174 147 5.5 
-~ - 1- -· 

Total 1133 574 559 3.6 

Table 2.7: Asylum Seeker 
Children in the Mid-West in 
October 2001 
Source: MWHB 2000 

Table 2.8: Number of Travellers in 
Mid-West classified by sex and the 
rate per 1,000 total population 
Source: CSO 



Table 2.9: Details of cautions by 
region (1999 Referrals) 

Source: Garda Annual Report 1999 
* F1gures for Tipperary NR estimated 
to be 50% Tipperary county figures 

fable 2.10: Details of prosecutions by 
region (1999 Referrals) 

Source: Garda Annual Report 1999 
* F1gures for Tipperary NR estimated 

) be 50o/o of Tipperary county figures 

MIDWESTERN HEALTH BOARD 

• 
• 

A research project commissioned by the MWHB in 1999 examined travellers 
'Perceptions and Experiences of Maternity and Child Health Services'. This report 
identified that traveller women became pregnant at a younger age, had more babies, 
were less likely to attend ante-natal classes and were less likely to breast feed than 
non-traveller mothers. A study of traveller children living on an unserviced site, 
identified hospital admission rates for these children up to seven times higher than 
for the general child population. 

Children and Crime in the Mid-West · 

The Juvenile Liaison programme was introduced in 1963 to provide an opportunity to 
divert juvenile offenders (age <18 years) from criminal activity. The programme 
provides that if certain criteria are met, a juvenile offender may be cautioned as an 
alternative to prosecution. The nature of the crime committed determines whether 
formal or informal cautions are delivered. Informal cautions are normally given at the 
offender's home in the presence of a parent or guardian while formal cautions are 
given in the Garda Station again in the presence of a parent or guardian. Tables 2.9 
and 2.10 show cautions and prosecutions respectively by region (1999 Referrals) . 

These figures underestimate the true rate of juvenile offenses as not all crimes are 
reported and not all juvenile offenses that come to the attention of the Gardai are 
reported to the Juvenile Liaison Officer (JLO). 
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limerick 13 12 120 103 133 115 2.2 - - i- ' - • -Clare 12 11 64 42 76 
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53 2.4 ·- - -· ,__ -Tipperary 6 6 28 22 34 28 1.5 

NR* 

All Ireland 1282 851 2684 2068 3966 29190 2.6 



SOCIAL DETERMINANTS OF CHILD HEALTH 

The age distribution and number of offenses committed for the country as a 
whole is shown in Figure 2.4. lt is understood that this pattern is reflected in the 
Mid-West though local data is not available. 
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Figure 2. 5 illustrates the category of offense involving juvenile offenders. 

• The total number of referrals for 1999 decreased when compared to 1998 
however there were increases in referrals for larcenies, vehicle offenses, 
traffic offenses and drink related offenses 

• Taken together, larcenies, criminal damage and burglaries comprise slightly 
less than ha If of the total offenses 

• The majority of offenses involve alcohol either in the form of drink related 
offenses or public order offenses 

The male:female ratio of juvenile offenses is 5:1 

· Activity is highest between 8pm and 10pm. 

Criminal damage 14% larceny 21% 

Burglary 8% 

Public Order 7% 

Vehicle offences 9% 

Other 31 % 

Drink Offences 10% 

Figure 2.4: Age distribution 
and number of offenses in 
Ireland by those under 18 
Source: Garda Annual Report 
1999 

Figure 2.5: Offenses 
involving Juvenile Offenders 
Source: Garda Annual 
Report 1999 







Introduction 

For the vast majority of young people, childhood and adolescence are 
characterised by relatively good health. However, the pattern of behaviour 
established at this stage can have a profound effect on morbidity and 
mortality in later life. Attention is often directed towards negative 
behaviours such as smoking, alcohol misuse and illicit drug use; however, a 
focus on positive lifestyle behaviours such as eating a healthy diet and 
taking regular exercise is important. The Global Burden of Disease study 
puts physical inactivity and smoking among the top ten risk factors that 
threaten global health. 

Breastfeeding 

The Mid-Western Health Board is committed to promoting breastfeeding for the 
reasons outlined below: 

• The evidence of benefits to child health where breastfeeding is maintained for 
4-6 months 

• The social gain for those mothers who are successfully supported in 
breastfeeding and find their first major encounter with health services as an 
adult a positive experience 

· The divergence between Ireland and neighbouring countries with similar 
cultures in breastfeeding rates. 

Women in Britain are twice as likely to breastfeed as Irish women as shown in 
Figure 3.1, while 9 out of 10 Norwegian women breastfeed. Until formula milk 
became available in the middle of the 20th century our society depended upon 
breast milk for its continuance - it has taken many years of research showing the 
benefits of breastfeeding for both mothers and infants and the environment, to 
begin the reversal of this trend. 

The Mid-Western Health Board has made significant progress during the last year 
in implementing the National Breast Feeding Policy for Ireland (1994). 

1. A Regional Strategy Statement on Breastfeeding was launched in October 
2000 along with a pocket-sized handbook providing professional guidance for 
midwives, doctors, public health nurses, practice nurses, voluntary 
breastfeeding counsellors and all groups involved with breastfeeding 
mothers. 

2. At a hospital level St. Munchin's Regional Maternity Hospital has been 
awarded a Certificate of Commitment for its participation in the Baby Friendly 
Hospital Initiative (BFHI) -full BFHI accreditation will be sought in Spring 
2002. A Clinical Nurse Specialist post in Breastfeeding has been created in the 
Regional Maternity Hospital in 2001, which allows a dedicated resource for 
breastfeeding support for the first time. The 18-hour course on Breastfeeding 
Management for Health Professionals is held in the Maternity Hospital at 
regular intervals for staff across the Mid-West. 

3. Outside the hospital the National Parent Support (Mid-West) has established 
first-time mothers groups in limerick, which also support breastfeeding 



- Cuidiu (Irish Childbirth Trust) is now established in Limerick and 
complements La Leche league in providing support to mothers. 

4. Information on breastfeeding rates is set to improve shortly with the 
introduction of the Pilot Project ·on Personal Child Health Records in Limerick 
since 01 /05/01 and in Clare and Tipperary N R/East limerick since 01/09/01. 
Through this initiative Public Health Nurses (PHNs) record information on 
breastfeeding uptake and duration, which is available through the record, 
held by the parent and on a central database. 

5. Facilities for breastfeeding in hospitals and health centres are improving- all 
new buildings for patient use in the health board have breastfeeding facilities 
included in the specification. lactation breaks in the workplace are available 
for health board staff returning from maternity leave in a number of 
hospitals. 

6. At a national level 

• The Department of Health and Children has recently appointed a National 
Breastfeeding Co-ordinator 

• The extension of maternity leave provision is a welcome support for working 
mothers who wish to breastfeed 

• The extension of facilities for lactation breaks on returning to work similar to 
the MWHB initiative has been recommended for all employers as part of the 
same legislation. 

More detailed data on breastfeeding rates in the Mid-West are available in the 
2000 Report of the Director of Public Health for the Mid Western Health Board. 
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People's Park Playground, 
Limerick, opened 2001 

Playgrounds in the Mid West 

Play is a vital process by which children develop their intellectual, physical, 
creative, and social skills. Play is central to the healthy growth and development 
of the child and as such should be recognised as a basic human right for all 
children. This right is stated by the United Nations Convention on the Rights of 
the Child, Article 7 which states: 

"The child shall have full opportunity to play and recreation, which should be 
directed to the same purposes as education: society and the public 
authorities shall endeavour to promote the enjoyment of this right" 

(Sugradh: Celebrating the Child's Right to Play) 

There are varied considerations involved in the running of playgrounds not least 
public liability insurance. A study of playground provision by local authorities 
undertaken by Sugradh in 1997 revealed that only half of all local authorities in 
Ireland provide children's playgrounds. 

The definition of what constitutes a playground varies depending on its location 
and governing body. Our enquires identified few playgrounds in the region under 
the control and management of the relevant local authority, although further 
developments are planned. There are a number of other play facilities organised 
through a combination of voluntary and community efforts. However, the 
provision of play facilities is inequitable and an overall strategy needs to be 
developed. 

leisure time activity among children in the MWHB 
area 

Physical activity is protective against cardiovascular disease, hypertension, 
obesity, anxiety, depression, osteoporosis and certain cancers. In particular, there 
is a suggestion that exercise may be protective against breast and colon cancers. 

Such findings should be used to influence public health policy. However society 
has moved in the opposite direction with an increasing emphasis on 



mechanisation, information technology and convenience. Nowhere is this more 
evident than in childhood where the trend towards habitual inactivity is 
exacerbated by multi media entertainment and often ill-founded security 
concerns. 

Physical inactivity coupled with poor eating habits have caused obesity levels to 
reach epidemic proportions among children and youth in the United States, 
where surveys indicate that the number of overweight children aged 6 to 17 years 
has doubled within three decades. lt is suspected that similar trends are 
emerging in this country, though computerised child health information systems 
will be necessary to establish this conclusively. 

Sohun and Mac Donncha (2001) carried out an extensive survey of Physical 
Education provision in limerick schools and the physical fitness and activity 
patterns of limerick adolescents. 

Important study findings are: 

• The adolescent population in Limerick is at risk from the adverse effects of 
inactivity 

• Almost half of the population are not active enough for health enhancement 

• Physical fitness levels are lower than age matched counterparts in other 
nations 

• The level of Physical Education provision in Limerick is generally inadequate 
and under resourced 

• All adolescents reported that they watch television daily 

• 41.3% of males and 50.4% of females watch between 2-3 hours television 
each day 

• 26.2% of adolescents watch more than 3 hours television each day 

• Males spent more time playing computer games than females 

• 13.3% of males spent between 7-10 hours and over playing on computers 

• The favourite leisure time pursuit reported by 40.3% of male adolescents was 
'playing sport or being physically active' 

• Chatting with friends' was the preferred leisure time activity of 47% of 
females 

• 42% of adolescents were engaged in part-time employment of up to 6 hours 
per week 

• The majority of adolescents (88%) perceived • having friends· as the most 
important positive lifestyle factor 

• The majority of females did not perceive exercise as an important lifestyle 
factor. 

The development of a Quality Physical Education programme and continued 
health promotion campaigns on the part of the health boards are essential 
components in the nurturing of a healthier adolescent population in the future. 



Teenage Smoking, Drug & Alcohol Use in the Mid-West 

(Based on a survey of 3,594 second level students, carried out by the MWHB in 1998) 

Alcohol 
• Alcohol was the main "drug" used by students in this region; most of this was underage 

drinking 

· 81.5% of students had drunk alcohol at least once in their lifetime. This lifetime rate was 
notably higher than in other regional studies 

• Rates of lifetime and current use of alcohol was higher among boys than girls 

• Beer was the preferred drink of male students, alcopops were the preferred drink of females. 
Alcoholic lemonades appeared to be an attractive alternative to traditional drinks for younger 
students and for female students 

· Drinking increased systematically with age. Although the highest consumption rates were in 
the older age groups, 45.5% of 13-year-olds and 54.4% of 14-year-olds were current drinkers. 
53.8% of the teenage sample had been drunk at least once. 

Smoking 

• 28.6% of the sample were current smokers. 58% of students had smoked in their lifetime; this 
was lower than rates reported by regional and national studies 

· Unlike alcohol use, lifetime and current rates of smoking were higher among girls than boys 

• For the sample, smoking rates increased with age, the most rapid increase was from 15 to 16 
years of age 

• 46.5% of the sample perceived smoking as ·a little dangerous· and 7% as •not dangerous·. 

Drugs 

• Other than alcohol, cannabis and inhalants were the main drugs of used by students in the 
• reg1on 

• Almost 30% of the sample had used at least one drug in their lifetime and 12.2% were 
current users 

· Like alcohol use, lifetime drug use in the Mid-West was higher than elsewhere in the country 

· Pre-Leaving Cert. year students were twice as likely as 2nc1 year students to use drugs 

· While lifetime use of all other drugs increased systematically with age, inhalant use was more 
prevalent among younger age groups 

· For each of the drugs surveyed, perception of danger was inversely related to drug use 

· Heroin, cocaine and ecstasy were perceived as equally dangerous by students and although a 
large proportion of students had been offered ecstasy (20.3%), most decided not to take it 
because they perceived it as "very dangerous" 

• Students were more likely to use a drug if their friends had used it 

• Students who smoked and/or drank were significantly more likely to have used drugs 

• Lifetime and current rates of drug use were higher in urban areas. 



Counselling Services 

The MWHB operates a counselling service 'Siainte', for individuals and families 
with concerns in relation to substance use. They explore and clarify means of 
living in more satisfying and resourceful ways, thus reducing the risk of alcohol 
and/or drug use. The service is available Monday to Friday 9.30am to 5.00pm 
with evening appointments on Tuesday until 8pm to facilitate those working, at 
school or at college. Crisis appointments are offered. The target group are 
young people from 14 years upwards and their families. The number of referrals 
to the service, which was started by the health board, in 1999, is increasing as 
can be seen from Figure 3.2. 
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Teenage Pregnancy 
Teenage pregnancy has been identified as an important health issue, associated 
with the future possibility of adverse health, social, educational and welfare 
consequences for both mother and child . When pregnancies occur in teenagers 
who lack family support or are socially and educationally disadvantaged, there is 
an even higher risk of a negative outcome. 
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Figure 3.2: Clients attending Slainte 
counselling Service, 1999, 2000 
Source: The Counselling Service, 
Slainte, 2001 

Figure 3.3: Five Year Moving 
Average Teenage Birth Rates 
Source: PH IS Version 4 



A detailed summary of a study of teenage pregnancy undertaken by the 
Department of Public Health in 1999 was published in last years report. 

Subsequent to the findings of this report two local initiatives are underway: 

• The Prevention of Teenage Pregnancy Programme 

• Teenage Parenting Support Project, which is part of the boards 'Parent 
Support Programme'. 

The Prevention of Teenage Pregnancy Programme 

The prevention of teenage pregnancy programme was initiated with the 
appointment of a teenage pregnancy co-ordinator for the region. The purpose of 
the programme is to facilitate the right of all young people to reduce the risks 
associated with sexuality, through promoting informed choices, with the aim of 
reducing the number of teenage pregnancies and contributing to safer sexual 
health. 

Raising self-esteem, building confidence within relationships and developing a 
sound knowledge base through provision of user-friendly accessible relevant 
information are means to achieving the goals. The programme works closely 
with a diverse number of agencies and personnel involved with the welfare of 
young people, particularly parents, schools, GPs, youth workers, voluntary 
agencies, residential centres and the MWHB. 

Parent Support Programme 

There are three main strands to this programme, which works closely with public 
health nurses, social workers, home school liaison officers and other relevant 

• agenc1es. 

• The Community Mothers Programme 

• The Young Parents Support Programme 

• lifelong Parenting Information and Support. 

The community mother is a local mother who is trained to visit parents of new 
babies in their own home, usually monthly, for the first year of life. Information 
on a wide range of issues is shared, including feeding, teething, talking and 
listening to your child, and how to enjoy your child more. The community mother 
has a good knowledge of activities and services in the area also, which she 
shares free of charge. 

The Young Parents Support Programme is a programme for young people who are 
pregnant or are parents. lt offers support and information before and after the 
birth of the baby, including group peer support, grind support in school and 
childcare support. The programme will support the young person to remain in 
education through pregnancy and after the birth. Grandparents are also offered 
information and support as part of the programme. 

lifelong Parenting Information and Support provides information and support on 
all issues relevant to parenting, including breastfeeding and linking with other 
local support groups. 





Figure 4.1: Infant 
mortality rate m Ireland 
and MWHB. 1989 - 1999 

Source: PHIS 4 

Introduction 

Childhood mortality rates in the Mid-West and in the country as a whole are 
low, particularly when compared to times past. Causes of death vary 
significantly with age. Congenital anomalies and perinatal causes 
predominate in very young children while accidents and cancer become 
more significant as children get older. The number of deaths in children 
under 15 has averaged between 25 and 30 per year during the 1990s. 
Therefore, numbers are too low to allow for local area analysis by cause. 

Infant Mortality Rate 

The infant mortality rate is defined as the number of deaths occurring in the first 
year of life per 1000 total births occurring over the same time period in the same 
population. lt is a key indicator of the social well being of a society and more 
specifically reflects the standard of antenatal care afforded to women. As can be 
seen from Figure 4.1 infant mortality rates in Ireland and in the Mid-West 
continue to fall. 
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Sudden Infant Death Syndrome (SIDS) 

In li.ne with national trends the SIDS mortality rate in the Mid-West is falling. 
NatiOnally th~ r~te is now about one third of the rate that was seen throughout 
the 1980s. Thts IS due largely to increased awareness and a prevention campaign. 
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Morbidity in Childhood 

The collection of morbidity data in childhood, in common with that for other age 
groups, is not uniform. Registers exist which can provide useful information for 
certain categories, such as hospital admissions and certain infectious diseases, 
but there are other categories of morbidity for which little or no data are 
available. 

Although it is collected manually, developmental information on children was 
until now not routinely available; the MWHB introduced a new computerised 
Child Health system in May 2001, which has been extended to Clare and 
Tipperary NR since September. This is part of the "Personal Held Child Health 
Record Project" piloted by the board on behalf of the DoH& C. 

Hospital Admissions 

As may be seen in Figure 4.3, hospital admission rates for children have fallen 
consistently in recent years. This is due largely to a drop in inpatient admissions 
as the number of day case admissions is relatively unchanged. This reflects the 
efforts made to manage chronic childhood conditions on an outpatient basis. As 
the number of admissions fall the relative proportion made up of children in the 
0-4 year age group increases, Figure 4.4. 
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Figure 4.2: Deaths from Sudden 
Infant Death Syndrome in Ireland 
and MWHB 1989 - 1999 
Source: PHIS4 

Figure 4.3: Hospttal admissions of 
0-14 year olds to Regional Hospttal 
Dooradoyle, (RHO) 1995 - 2000 
Source: H.I.P.E. RHO 2001 



Figure 4.4: Percentage of 
admissions to RHO by age 

group 1995-2000 
Source: H.I.P.E. RHO, 2001 

Figure 4.5: Proportion of 
surgery for undescended testes 

by health board in children 
before 5th birthday 

Source. ESRI 
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Child Health Outcome Indicators 

Outcome indicators 

• Are defined as •the attributable effect of an intervention (or lack of change 
when change is expected) in health, health related status, or risk factors 
affecting health. • 

• Are usually expressed as an aggregated statistical measure, describing a 
group of patients or a whole population, compiled from measures or 
assessments made on people in the group or the population. 

Hospital admission data were used to look at the following conditions 

• Age at which surgery for undescended testes (orchidopexy) is performed 

• Proportion of children with a diagnosis of asthma remaining in hospital >72 
hours 

• Percentage (%) of children admitted as day cases for 

a) Grommet surgery (Myringotomy) 

b) Hernia repair (Herniorrhaphy) 

c) Squint correction. 

Figure 4.5 shows that although the MWHB has the lowest proportion of surgery 
compared to other health boards for undescended testes, before their 5th 
birthday, this proportion doubled to over 30% in 2000. 
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Figure 4.6 displays rates of admission in children who have spent more than 72 
hours in hospital because of asthma. The rate per 1,000 children living in the 
MWHB, although higher than the average in 1996, reduced steadily in 1997 and 
1998 to become one of the lowest in the country. {The change in child 
population over the last few years makes more recent calculation of rates 
unreliable} . Internationally, the incidence of Astma has increased in recent years, 
but improved preventative management and advances in Out-Patient care explain 
the overall drop in admission rates shown in Figure 4.7. 
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Figures 4.8-4.10 indicate the level of day surgery for children in three surgical 
procedures where it is recommended that day surgery should be the norm unless 
contra-indications exist. lt is evident that for all three, day surgery levels vary 
widely. The MWHB has consistently had one of the highest proportions of day 
surgery for grommet surgery from 1996-2000 and has demonstrated an upward 
trend in the other two procedures in comparison to other health boards. 

f igure 4.6: Rates of admission >72 
hours for asthma in children 1-15 
years by health board 
Source: ESRI 

f1gure 4.7: Hosp1tal admissions in 
Ireland for asthma under 16 years 
Source: ESRI 



Figure 4.8: Proportion of 
grommet surgery 0-15 
years as day cases by 

health board 
Source: ESRI 

Figure 4. 9: Proportion of 
hernia repair 0-15 years 
as day cases by health 

board 
Source: ESRI 

Figure 4.10: Proportion of squint 
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Communicable Disease 

The World Health Organisation aims to eliminate polio and measles within the 
next five years. This report highlights the fact that Ireland has not achieved the 
immunisation uptake target level of 95% necessary to achieve this. Failures in 
immunisation campaigns elsewhere have shown the dangers of complacency in 
childhood immunisation. A disruption to the immunisation campaigns in Russia 
and Ukraine in the mid-1980s resulted in 15,000 and 3,000 cases of diphtheria 
respectively, being reported in 1993. In 2000, there was a major outbreak of 
measles in Ireland with over 1,500 cases and two deaths. Mumps, measles, 
diphtheria and polio are not rare tropical diseases and are very much a concern 
for public health in Ireland. We need to improve immunisation uptake levels if we 
are to protect the population from serious, potentially fatal diseases. 



Weekly Notification of Infectious Disease in 2000 

Many of these illnesses are commonest in childhood (measles, mumps, whooping 
cough etc) . In 2000, there was a large outbreak of measles in Ireland, 
concentrated mainly in the Dublin area, where there were 1,253 measles 
notifications. The MWHB was also affected with 22 notifications in 2000, 
compared to four in 1999. 

Total notifications of infectious disease in the MWHB almost halved in 2000 
compared to 1999. Infectious intestinal illness remains a significant proportion of 
disease and associated morbidity, notified in the MWHB. This illness accounted 
for 229 out of 366 (63%) total notifications in the region, almost the same as last 
year. 

Table 4.1 shows the more common diseases notified in 1999 and 2000 for MWHB 
and nationally. 

Acute Viral Meningitis 

Bacillary Dysentery 

Bacterial Meningitis 

Brucellosis 

Food poisoning* 

Gastroenteritis** 

Infectious mononucleosis 

Influenza! pneumonia 

legionnaires Disease 

leptospirosis 

Malaria 

Measles 

Rubella 

Salmonellosis*** 

Tetanus 

Viral hepatitis A 

Viral hepatitis B 

Whooping cough 

2000 

MWHB 

4 

2 

39 

5 

40 

138 

32 

4 

1 

1 

2 

22 

15 

29 

1 

20 

7 

4 

* (Baderial not salmonella) 

Ireland 

98 

30 

586 

15 

1554 

2796 

151 

20 

9 

7 

19 

1603 

97 

640 

1 

309 

187 

152 

•• 
(contracted by children <2 years old) 

*** (not typhoid or paratyphoid) 

1999 

MWHB Ireland 

1 27 

1 116 

40 587 

3 19 

68 1673 

259 2917 

198 

10 15 

2 

6 

17 

4 147 

7 62 

41 962 

1 

15 323 

3 160 

26 179 

Table 4.1 : Selected infectious 
disease in 1999 and 2000 m 
Ireland and MWHB 
Source: NDSC and MWHB 



Figure 4.11 : Crude 
mcidence rate of IMD by 
health board, 1999,2000 

Source: NDSC and MWHB 

Bacterial Meningitis in 2000 

Data from the European Bacterial Meningitis Surveillance Project and Public 
Health laboratory Service (PHlS) for 1998/9 shows Ireland had the highest crude 
rate of invasive Meningococcal disease (IMD) (10.5/100,000) in Europe. The 
incidence of IMD is highest in children under five years of age in Ireland. 

In Ireland there were 513 cases of IMD notified in 2000 (14.2/100,000 population). 
Thirty-one of these cases were detected in the MWHB region . In comparison to 
other regions in Ireland, the MWHB had a low rate of disease (9.8/100,000) in 
2000, (Figure 4.11 ). This is a decrease on the rate detected in 1999 (12.3). 
Mortality rate for IMD was half the national rate in the MWHB. 
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Early data from the Meningococcal Reference laboratory indicates progress in the 
national immunisation programme against N. meningitidis group C. This has 
resulted in a large reduction in disease attributed to this group. (Cafferkey, M et 
al. Irish Medical News, May 8th 2001 ). In October 2001, the Minister for Health 
and Children reported a 71 % reduction in cases of Group C Meningococcal 
disease in children under 5 years of age reflecting the positive role of the vaccine 
in reducing morbidity and mortality from the disease. Data from Northern Ireland, 
where the MenC immunisation campaign began earlier, reveals a reduction of 
87% in serogroup C incidence in all age groups between the first six months of 
2000 and the same period in 2001 and from July 2000 to June 2001, there were 
no serogroup C cases in children under two years of age (Communicable Disease 
Monthly Northern Ireland Edition September 2001; 10 (7)). 

Tuberculosis in 1999 

Of 469 cases of tuberculosis (TB) notified in 1999 in Ireland, 54 (11.5%) were 
nottfied by the MWHB. The incidence of TB in the Mid-West (12.9/100,000) is 
h1gher than it is nationally (17/1000,000) though not significantly so. 
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The MWHB had a particularly high incidence rate in the 15-24 year old age group 
in 1999. 

Though the incidence rate in the 0-4 year old age group is lower than many other 
age groups the rate for the MWHB was one of the highest in Ireland in1999, 
figure 4.13. 
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Infectious Intestinal Disease 

~scan be seen from the weekly notification data (Table 4.1 ), gastrointestinal 
Infections account for a significant proportion of all notifications. 

• Campylobacter in 1999 

Wit~in the notification data are cases of gastroenteritis and food poisoning 
~ttnbuted to campylobacter. The burden of illness in the youngest age groups 
IS very high and there appear to be differences between the sexes in some 
age groups (Figure 4.14). 

Figure 4.12: Annual crude 
incidence of TB in MWHB 
and Ireland 1992-1999 
Source: NDSC and MWHB 

Figure 4.13: Age speciftc 
incidence rate of TB for MWHB 
in 1999 
Source: NDSC and MWHB 



Figure 4.14: Age and sex 
specific incidence rates of 

campylobacter by age 
group 

Source: NDSC 
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• Verocytotoxin producing E. coli 0157:H7 in 2000 

Verocytotoxin producing E. coli (VTEC} is an emerging global public hea.lth 
concern. Serious conditions such as haemorrhagic colitis and haemolytiC 
uraemic syndrome (HUS} have been linked to this group of organisms. 
VTEC 0157:H7 is one of the more common members of the group and has 
been the subject of enhanced surveillance in Ireland. Infection is transmitted 
commonly by contaminated food or water. In 2000, there were 35 cases 
notified in Irish residents giving a crude incidence rate of 1/100,000 
population. This compared to 51 in 1999 and 76 in 1998. In the MWHB, there 
were seven cases notified in 2000, 6% of all cases in Ireland. This compares 
with 12 (3.8/100,000) in 1999. 

As with campylobacter, the greatest burden of disease falls on those aged 
less than five years. Thirty-nine percent of all cases in Ireland occurred in 
children under five years of age 

Immunisation 

Aspects of the immunisation programme in Ireland were placed under intense 
scrutiny in 2000. The Oireachtas Committee on Health and Children heard 
submissions on childhood vaccination in Ireland. The Committee recommended 
that "the achievement of a 95% uptake in the Primary Childhood Immunisation 
programme while respecting the rights of parents to make an informed choice on 
immunisation should be a key priority of the Department of Health and Children 
in view of its potential to protect the health and well being of children and to 
provide considerable return on resources invested. 11 The report stated that the 
"Joint Committee considers that: 

• There is no evidence of a proven link between MMR and autism. 

• There is no evidence to show that the separate vaccines are any safer than 
the combined MMR vaccine. 

• 
Babies are very susceptible to measles, mumps and rubella, which are killer 
diseases, so they must be protected as soon as possible and this can only be 
done with the MMR vaccine. 

• Giving separate measles, mumps and rubella vaccines would leave children 
unnecessarily exposed and vulnerable. 11 

Immunisation is a safe and effective way to prevent many potentially fatal 
childhood illnesses. Immunisation uptake in the MWHB is below the national 
average. In 2000, as in 1999, national uptake, at 24 months, of diphtheria and 
tetanus (03, T3- three doses) and Haemophilus influenzae b (Hib) and oral polio 



vaccine was around 86% in Ireland P3 uptake was 82%. In the MWHB, the 
uptake rates were 6% lower. Uptake of Mumps, Measles, Rubella (MMR} vaccine 
increased in 2000 to 79% nationally, from 77% in 1999 and in the MWHB uptake 
had reached 83% at the end of 2000 (Figure 4.15}. Overall MMR uptake in the 
MWHB was 2% lower than the national average in 2000. 
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Oral Health 

Figure 4.16 details treatments performed by the dental services in the Mid West 
for 2000. More detailed analysis of oral health will be available when The Survey 
of Oral Health in Children and Adolescents in the MWHB (2000) is published later 
this year. 
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The purpose of the Child and Adolescent Psychiatric service is to promote the 
mental health of children, young people and their families by prevention, 
assessment, diagnosis and treatment of psychiatric disorders. 

The aims and objectives of the service are twofold: 

1. To provide a service that is patient focused and appropriately resourced to 
cater adequately for patient needs and is integrated between hospital and the 
community ensuring that the majority of children are based within the family 
and the communitv. 

Figure 4.15: Percentage 
uptake of MMR in MWHB 
and Ireland in 2000/2001 
Source: NDSC and MWHB 

Figure 4.16: Dental treatment 
type in the Mid-West 2000 
Source: Dental Services Activity 
Report 2000 
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Table 4.2: Total no of 
referrals to child and 

adolescent Psych1atry 
for 2000 

Source: MWHB 
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2. To act as a secondary or tertiary referral source for young people and their 
families who require multi-disciplinary team assessment or treatment where 
the psychiatric disorder is severe or persistent. 

Some of the conditions, which are assessed, diagnosed and treated within the 
department, include: 

• Eating disorders {e.g. anorexia nervosa, bulimia) 

• Depression 

• Intentional self-harm {including suicidal threats or actions) 

• Psychosis 

• Obsessive-compulsive disorders 

• Attention Deficit Hyperactivity Disorder (ADHD) 

• Psychosomatic disorders (e.g. soiling, recurrent abdominal pain) 

• Post Traumatic Stress Disorder 

• Behavioural problems (including Oppositional Defiant Disorder) 

• Pervasive Developmental Disorder (including Asperger's Syndrome} 

• Liaison Psychiatry (paediatric patients with psychological difficulties). 

Table 4.2 details referrals to child psychiatry services in 2000. These numbers 
may underestimate the true morbidity, as this is a relatively recent service in the 
Mid West. UK data would suggest that up to 10 % of the child population 
experiences psychological/psychiatric difficulty. 

No of Referrals Referral rate 
per 1000 population 

Limerick (city and county} 370 7.2% 
-- f-

Clare 130 4.2% r-
North Tipp 50 2.7% 

Suicide 

In recent years, one of the most striking features of suicide epidemiology 
co~.mon to all developed countries, including Ireland, has been the rising rate .of 
SUICide among male youths. Ireland has one of the fastest rising suicide rates m 
the world. 

As a cause of death among young Irish people, suicide exceeds both deaths due 
to .c~nce~ and road traffic accidents in the past decade. In the Mid West 26 % of 
SUICides m 1999 and 22 % of suicides in 2000 were of persons in the 15 -24 year 
age grou~, Table 4.3. The Regional task group on suicide prevention has a 
strategy m place which aims to address problems in this age group in particular. 



CHILDHOOD MORBIDITY AND MORTALITY 

1999 

MWHB 

National 

MWHB 

National 

MWHB 

1999 
Male 

37 

349 

2000 
Male 

37 

341 

1999 
15-24 age 

12 

Childhood Cancer 

1999 
Female 

9 

90 

2000 
Female 

8 

72 

2000 
15-24 age 

10 

Total 

46 

439 

2000 
Total 

45 

413 

Diffence %Change 
1999-2000 

-1 -2% 

-26 -6% 

Between 1994 and 1998, there were 53 cases of cancer in children under 15 years 
in the MWHB, as notified to the Irish National Cancer Registry, (28 male and 25 
female). Of these 53 cases, 17 were notified in Clare, 25 in Limerick and 11 in 
Tipperary NR. The single most common type of cancer notified was lymphoid 
leukaemia, which was found in 14 children. In the same period there were six 
deaths from childhood cancer. 

• 

• 

Table 4.3: Suicide frequency and 
relative changes for the 
Mid-West for 1999 and 2000. 
Source: MWHB Suicide 
prevention project Annual 
Report 1999-2000 







Introduction 

Accidents are a major cause of preventable morbidity and mortality in the 
Mid-West, particularly in younger and older age groups. This chapter 
highlights the main types of accidents involving young people in the region: 
Home and Leisure accidents and Road Traffic Accidents. 

Home and Leisure Accidents 

Injuries account for approximately one-third of deaths in chi ldren over one year 
of age (Clover et al. 1982). They account for a greater proportion of potential life 
lost than either cancer or heart disease combined (The National Committee for 
Injury Prevention and Control 1989). 

Injury is also a major cause of morbidity in young people. This is illustrated in the 
recently published European Home and Leisure Accident Surveillance System 
Report (EHLASS) the major findings of which are summarised below. 



Accidents by Age Group and Sex 

The male to female ratio of accidents in the report was 68.5% (5467) male to 
31.5% (2513) female. A large portion of accidents occurred to people in the age 
groups below the age of 25 years. 

Accidents by Month, Day and Time 

Fewer accidents were recorded during winter months. More accidents are 
reported early in the week. 

Accident Mechanism 

The age distribution for falls shows significantly higher risks in the very young 
and very old age-groups for both sexes. 

Place of occurrence of Accidents 

Most frequently reported place of accidents were Sports Areas, in the 15-24 age 
group, approx. 77% of male and 41% of female accidents happened in a Sports 
Area. However, for the very young and very old in and around the home are the 
more common accident sites. 

Activity at Time of Accident 

Again sports rank as the most frequent activity associated with accidents. 
Sporting activities were involved in over 53% of all accidents to females and for 
over 76% of males in the 15-24 age group. Play and leisure category accounts 
for most accidents among the very young. 

Type of Injury Sustained 

Contusions/bruises account for around one in four injuries sustained and this is 
consistently high in all age groups for both sexes. 

Part of Body Injured 

Injuries to the limbs accounted for nearly 70% of the total for all age groups and 
for both sexes, except for children under five that suffered more head and face 
injuries. 

Type of Treatment 

Around 35% of home and leisure accidents were categorised as minor while 
fewer than 11 % required hospitalisation. 

Over 53% received some treatment and were then released. 

The percentages hospitalised are higher for the younger and older age groups. 
No deaths were reported in 1999. 

Hospitalisation 

Over 53% of hospitalised patients were discharged after only 1 day giving a 
median length of stay of one day. The mean length of stay was 2.6 days. 

Products Involved in Accidents/Causing Injury 

Sports articles, sports products (tennis, wind-surfing, swimming etc) and house 
building elements (doors, glass, stairs, etc) combined, were involved in a third of 
all accidents and caused nearly a third of all injuries. Injuries caused by 
medicines and medical devices had the highest hospitalisation rate. 



figure 5.1: Standardised death rates 
from Motor Vehicle Accidents in 

MWHB, 1990-99, Age Group 0-19 
Source: PHIS4 

figure 5.2: Number and 
single years for Age
Specific Mortahty in 

MWHB region Motor 
Vehicle Accidents (MVA) 

years 1989-1999 
Source: PHlS4 
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Road traffic Accidents 

In 1999 Road Traffic accidents accounted for 34 deaths in the Mid-West of which 
five were of persons aged <18 years. Figure 5.1 shows the trend in such death 
rates over 10 years from 1990-1999. Nationally young adults account for one third 
of all road deaths. 

National mortality statistics for 1999 show; 

· 54% of all passengers killed were aged 15-24 

· 27% of all drivers killed were aged 15-24 

· 64% of all male passengers killed were aged 15-24 

· 29% of all male drivers killed were aged 15-24 

· 41% of all female passengers killed were aged 15-24 

· 29% of all female drivers killed were aged 15-24. 

Figure 5.2 illustrates the types of Motor Vehicle Accidents (MVA's) involving 
young people and shows 

· Almost 28% of all MVAs involved the group 15-19 years and Occupant Injured 
category 

· 17% of all MVAs involved the group 15-19 years and Motorcyclist Injured 
category 

· 20% of all MVAs involved the groups 10-14 and 15-19 and the Pedestrian 
Injured category. 
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Figure 6.1: Prevalence rates of 
Childhood Intellectual Dasability 

m each of the Health Boards, 
2000 

Source: Annual Report of the 
National Intellectual Disability 

Database, Ireland 2000 

Introduction 

Disability is defined as any restriction or lack (resulting from an impairment) 
of ability to perform an activity, in the manner or within the range, 
considered normal for a human being. Childhood disability is a disability, 
which is present at birth or acquired before the age of 18. 

Disabilities include: 

• Intellectual disability 

• Physical and Sensory disability 

Their environment determines the degree to which an individual's 
performance is impaired by their disability. Environmental modification and 
provision of adequate support can help to overcome even the most 
profound disability. 

Data on Intellectual disability is available at national and health board level 
while the development of a national physical and sensory disability register 
is underway. 

However collection of data on congenital anomalies is not routinely 
undertaken in the Mid-West. 

Intellectual Disability 

Intellectual disability results in greater than average difficulty in learning and can 
occur with or without any other mental or physical disorder. World Health 
Organisation classif ication of intellectual disability is according to Intell igence 
Quotjent (IQ), and grades disability as: 

• Mild (IQ 50-69) 

• Moderate (IQ 35-49) 

• Severe (IQ 20-34) 

• Profound (IQ <20). 

As can be seen in figure 6.1 intellectual disability rates in the Mid-West are 
similar to those nationally. 
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Physical and sensory disability 

Physical and Sensory Disabilities are defined as physical deficit (e.g. Paraplegia) 
or a sensory deficit (e.g. Blindness) resulting from disease, disorder or trauma. 
Because a national register of such disabilities is as yet at the developmental 
stage accurate data for the Mid-West is not available. 

The development of such a register will provide valuable information on the 
incidence and prevalence of disability. lt will aid current service provision, the 
future planning of services and will facilitate health promotion and disease 
prevention programmes, e.g. folic acid supplementation before and during early 
pregnancy, to prevent neural tube defects. 

Cystic Fibrosis 

Cystic Fibrosis (C.F.) is the most common recessively inherited disease in the 
Caucasian population. The incidence is 1 in approximately 1,800 live births in 
Ireland; CF is usually diagnosed in early childhood and requires a multi
disciplinary approach to care over many years. Figure 6.2 demonstrates the age 
distribution of patients availing of services in 2000 within the board's area, of 
which the majority are aged 16 years and under. However, major therapeutic 
advances in recent decades are changing cystic fibrosis from a mainly paediatric 
condition to one which will be equally distributed between adults and children. In 
2001 there are 70 MWHB children aged less than 18 years receiving services for 
Cystic Fibrosis; this represents a significant increase since 1998 when 51 children 
under 18 years received services. 
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Routine data collection of congenital anomalies is not undertaken in the Mid
West. Other Health Boards e.g. the SHB and the WHB are part of the European 
register EUROCAT, which collates data throughout Europe providing valuable 
epidemiological information. Plans to extend this database to the Mid-Western 
Health Board area are under review at the present time. 

Figure 6.2: Age-range of 
Patients with Cystic Fibrosis 
availing of MWHB Services 2000 
Source: MWHB 







Conclusion 

This snapshot of health in children and adolescents in the Mid-West has many 
positive features. Falling hospital admissions and low rates of childhood death, 
coupled with an overall reduction in the population under 18 in recent years 
would appear to reduce the need for children's services. The opposite is true: the 
shift in emphasis shown in this report from predominantly physical health 
problems to psycho-social and lifestyle-related problems in young people reflects 
the situation in most developed countries. Inequalities in child health are now 
clearly linked to parental circumstances and ethnic grouping. 
This challenge needs to be addressed by the concerted efforts of many agencies; 
it is outside the scope of the health services alone as recognised by the 
framework set in place by the National Childrens' Strategy. This report provides 
an opportunity to outline specific elements which would enhance childhood 
experience in the Mid-West -the recommendations are not exhaustive but provide 
an initial and workable basis for action. 

Recommendations 

The priorities for child health are: 

a) Reliable, accurate, complete, up-to-date and secure information is critical to 
the delivery of a high quality, effective service to children and adolescents. 
Although many excellent developments have been described in the report a 
number of gaps remain: 
- A congenital anomaly register is re qui red to provide an accurate reflection 

of the rate of congenital abnormalities occurring in the Mid-West to allow 
comparison with other areas and to monitor trends in relation to 
environmental and other concerns 
Trends of childrens' use of local out-patient services including emergency 
and General Practice cannot be examined readily because current 
information systems concentrate on admissions to hospital beds and day
cases. True levels of childhood morbidity for chronic conditions, e.g. 
diabetes and asthma, need to be established 

- local variation in child health is difficult to assess because of the absence 
of a national system of geo-coding e.g. postcode/zipcode. lt is strongly 
recommended that this issue is pursued at a national level to allow health 
inequalities to be identified and addressed. 

b) low exercise levels in young people in the Mid-West are a potential source of 
ill-health in future adults 
- A framework is required at regional level which will provide age

~ppropriate recreational opportunities and facilities for young people 
Irrespective of where they live or their family circumstances 

- The development of a quality physical education programme and continued 
health promotion campaigns are essential components in the nurturing of 
a healthier adolescent population in the future. 

c) ~ontinu~d monit~ring of smoking, alcohol and illicit drug use in young people 
~n the M1d-West 1s essential to establish the effectiveness of the programmes 
m place to address these issues and to examine trends. 

d) As injury is. a major preventable case of mortality in childhood its impact at 
local level m terms should be examined. 

e) The .health ex~erience of vulnerable groufPs should be monitored to reduce 
thP lmn..:lrt nf '""'-··-• :._: __ · , . .. . 



The help and support of many individuals, groups and organisations contributed to 
the production of this report and could not have been complied without the 
information provided by the following: 

• Acute Hospitals Service, MWHB 
• Asylum Seekers Programme, MWHB 
• Child and Adolescent Psychiatry Service, MWHB 
· Childcare and Family Support Directorate, MWHB 
• Cystic Fibrosis Service, MWHB 
• Disability Services Directorate, MWHB 
• General Practitioners, MWHB 
• Health Officers, MWHB 
• Health Promotion Centre, MWHB 
• H.I.P.E. Unit, MWHB 
• Microbiology Service, MWHB 
• Prevention of Teenage Pregnancy Programme, MWHB 
• Primary Care Unit for Travellers, MWHB 
• Principle Dental Surgeon, Limerick Dental Health Services, MWHB 
• Public Health Nurses, MWHB 
• Slainte, Health and Advice Centre 
• Senior Area Medical Officers and Area Medical Officers, MWHB 
• Services for Homeless people, MWHB 
· Suicide Preventative Co~Ordinator, MWHB 

• Central Statistics Office 
• Clare County Council 
• Combat Poverty 
• Department of Education and Science 
• Department of Health & Children 
• Dept. of Physical Education and Sports Sciences, University of Umerick 
• E.S.R.I. 
• Focus Ireland 
· Juvenile Liaison Officer, Garda Siochana, limerick 
• limerick Corporation 
• limerick County Council 
• National Cancer Registry 
• National Disease Surveillance Centre 
· S.A.H.R.U. 
• Sugradh 
• Tipperary (North Riding) County Council 

A special thank you to all the 
Helpers from Children in Hospital, Ireland and FAS, and the patients from the Playroom in the Childrens Ark, Mid-Western Regional Hospital 

and the Fostering children and teacher at the Mount, limerick 
for allowing us use their fabulous art Md crafts featured in this publication. 
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