
Causes of Illness in Ireland

Key Points

• Over one third of the Irish population report having a chronic illness, including heart 
disease, respiratory disease, cancer, and diabetes. The proportion reporting a chronic 
illness increases with age.

• There were over one and a quarter million discharges from acute hospitals in Ireland in 
2006. The most common acute illnesses for inpatients in Irish hospitals are circulatory 
disease, respiratory disease, cancer, and diseases of the digestive system. Hospital use 
increases with age.

• Much of the burden of chronic and acute disease in our population can be reduced by 
lifestyle changes, lifestyle choices such as vaccination, and risk factor modification. Where 
disease does occur, the burden can be reduced by receiving timely, accessible, evidence-
based treatment and follow-up.

• Despite the many advances in public health and medicine, communicable diseases remain 
a major threat to human health. The falling incidence of vaccine-preventable diseases has 
shown the effectiveness of vaccination.

• Health care associated infections appear to be more common in recent times. Recent 
surveys have shown that Ireland has a lower rate than England, Scotland, Wales, and 
Northern Ireland, but rates vary depending on the type of hospital.  

• There have been major improvements in dental health over the years. The goals for oral 
health in the health strategy Shaping a Healthier Future have been achieved for adults, but 
not for children.  

• While most people report good mental health, 14% have experienced mental health 
problems in the past year. The majority of people are willing to seek help, with a GP being 
the preferred source of help.
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5. Causes of Illness in Ireland

5.1 Health

Health is defined by the WHO as the 'state of complete physical, mental and social wellbeing and not merely the
absence of disease or infirmity'. Good health contributes to the quality and enjoyment of life. While not everyone
achieves the perfect health suggested by this definition, there is a range within which a person would be
considered healthy. How people view their health can vary over time and can depend on their expectations,
which in turn can be influenced by education, age, culture, and other variables. An individual's perception of his
or her own health may not always match that of a medical practitioner.  

• In Ireland, 87% of the population consider their health status to be good or very good. 

• When asked, approximately one-tenth (11%) report a long-term illness, health problem or disability that 
limits their daily activity. This increases to 25% in people over 65 years of age.

5.2 Illness & Disease

Disease entails a set of signs and symptoms which can be objectively diagnosed. Illness is said to relate to the
way a person experiences a disease. Once an individual becomes aware that they may be unwell, various steps
can be taken, including inaction, self-care or consultation with a health professional or alternative practitioner.  

There are a range of settings (public and private) and types of care that people in Ireland may receive, including
hospital and primary care, rehabilitation, palliative care, and long-term care. The majority of people who become
ill are treated in their community. Some attend hospital and a small proportion of people require admission. Most
people who become acutely or suddenly ill will recover.  For some, the condition may recur or may persist,
resulting in chronic ill health. Thanks to medical advances, some conditions, which at one time would have led to
early death, can now be controlled.  

5.3 Acute Illness

In healthcare, an acute disease is one with a rapid onset and/or a short course, and need not be severe. A minor
illness of sudden onset and/or short duration is also defined as 'acute'. The vast majority of people who become
acutely ill and seek medical help are diagnosed and cared for in the community, principally by their GP. The 
SLÁN survey found that 74% of people had attended a GP in the previous 12 months. A small proportion of
these patients will need evaluation in a hospital setting, with a proportion of these requiring admissions. Some
people who become acutely ill present directly to a hospital setting or are brought there by ambulance.

This chapter addresses the key areas of illnesses or morbidity experienced by the Irish population. Some of
these conditions involve one or multiple acute episodes, with normal life continuing afterwards, or in between,
while others involve chronic conditions with varying degrees of illness or disability throughout. Acute conditions
caused by injury usually involve no underlying disease, but nevertheless, may result in chronic 
conditions after the initial acute episode.

The level of health and ill health that is experienced within the population is difficult to quantify accurately based
on currently available information systems. There is little information available from community services,
including general practice. Data are available, however, in relation to acute public hospital usage for both public
and private patients. 
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5.4 Chronic Disease

Chronic diseases are those long-term conditions which can be treated and controlled but not cured. These
diseases or conditions may involve some level of impaired function or disability. One may be born with the
condition, but generally they have a gradual onset. Chronic diseases such as heart disease, cancer, and diabetes
are leading causes of death and disability in Ireland.  

In Ireland, there is a lack of epidemiological data on the prevalence of chronic diseases. However, data from
secondary sources such as hospital data and survey data show that there is a considerable burden placed on
both the population and health services by chronic illness:

• Over one third (38%) of the Irish population report that they have a chronic illness. This increases with 
age. Sixty-two per cent of persons aged 65 years and over report having a chronic illness.

• Almost 21% of persons with a chronic illness or health problem are at risk of poverty. 

• Chronic diseases are responsible for about 60% of deaths.

Examples of conditions that result in chronic illness include heart disease, respiratory disease, asthma, some
cancers, dementia, mental health problems, and musculoskeletal diseases. The Quarterly National Household
Survey (Q3, 2007), found that the most commonly reported health problems were hypertension, high cholesterol,
back conditions (chronic), asthma, anxiety (including depression), arthritis, bronchitis, angina, cancer and
diabetes. For the majority of conditions, a higher prevalence was found among older persons. 

People with diagnosed chronic illness can be divided into three categories depending on the level of complexity
of their illness. Individuals may move between each of the levels as they improve or disimprove.  

• Level one, which accounts for 80% of patients, describes people with a single chronic illness which is 
well controlled by the patient, with primary care support.

• Level two patients (15% of patients) have more complex illness, possibly with more than one condition, 
but they are well managed in the community and do not require hospitalisation.  

• Level three describes patients with complex conditions, often associated with complications, who require 
specialist care. 

The main databases used to inform this chapter are the Hospital Inpatient Enquiry system (HIPE), the Public
Health Information System (PHIS) and the National Cancer Registry of Ireland (NCRI). The key conditions
covered are:

• Circulatory disease
• Cancer 
• Lung disease
• Injury
• Diabetes mellitus 
• Communicable diseases
• Oral health 
• Mental health

These key conditions will be set in context by firstly looking at all usage in Ireland's public hospitals, as
described by HIPE. The leading causes of morbidity will then be addressed individually.
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5.5 Illness in Acute Hospitals

The HIPE data system collects data on all patients who are discharged from public acute hospital services as a
day case or inpatient, including private patients in public hospitals. It does not gather information on persons
attending Emergency Departments (EDs), outpatient departments or private hospitals. Data are collated at the
time of discharge and reported as 'discharges'. The discharges relate to episodes of care rather than to
individual patients. If an individual is admitted on multiple occasions, all admissions are entered as separate
episodes. Consequently, in the absence of a unique patient identifier, it is not possible to determine exactly how
many individuals have used the service in a particular year. It is only possible to enumerate the number of
individual episodes.

• There were 1,231,346 discharges from acute hospitals in Ireland in 2006, (including for the first time, renal 
dialysis day cases). 

• Of these, 577,955 (46.9%) were male and 653,391 (53.1%) were female. 

• Inpatients accounted for 575,542 (46.7%) discharges and used 3,634,824 bed days.

• Inpatients had an average (mean) length of stay of 6.3 days (median=3 days). 

Figure 5.1 illustrates the rate of discharges per 1,000 population, by age groups, for males and females. With the
exception of childhood, females have a higher rate of discharges than males up to the fifth decade of life.
Thereafter, males have a higher rate of discharge.

Figure 5.1  Rate of discharges for males and females across age groups, 2006

Source: Public Health Information System (PHIS), version 10. 2008

Figure 5.2 shows that the average length of stay increases dramatically after middle age, with the average stay
for those over 85 years being three times that of persons between 0 and 45 years of age.
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Figure 5.2  Average length of stay across age groups, 2006

Source: Public Health Information System (PHIS), version 10. 2008

Table 5.1 shows the five conditions using most bed days during 2006. While those admitted as a 
result of diseases of the digestive system had the most encounters, those with diseases of the 
circulatory system consumed the highest number of bed days (n=531,169). Cancer patients have 
the longest average length of stay (mean length of stay=12.3 days).

Source: Public Health Information System (PHIS), version 10.  2008

The number of inpatient and day case discharges rose from 693,391 in 1998 to 1,086,824 in 2006 (excluding
renal dialysis day cases from the 2006 data), as illustrated in Figure 5.3. The increase in day cases has been
more marked than for inpatients.

Table 5.1  Conditions using greatest number of bed days, 2006

Condition (ICD-10-AM Code)     All                                Day         LOS Bed
Discharges                        case       (mean)      days           

Disease of the circulatory system (I00-I99) 71,511 52,025 19,486 10.2 531,169
Disease of the respiratory system (J00-J99) 63,904 59,050 4,854 6.9 408,775
Malignant Neoplasms (Cancer) (C00-C97) 75,101 31,003 44,098 12.3 382,344
Disease of the digestive system (K00-K93) 116,337 52,157 64,180 6.4 333,716
Injury & poisoning (S00-T98) 59,639 56,333 3,306 5.8 329,005
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Figure 5.3  Day cases and inpatients in public hospitals in Ireland, 1998 to 2006

*Day cases do not include renal dialysis patients 

Source: Public Health Information System (PHIS), version 10. 2008

Figure 5.4 shows the trend in hospital inpatient discharges for selected conditions from 1998 to 2006. While
there has been a reduction in discharges from injuries, there has been an increase in discharges for cancer. 

Figure 5.4  Inpatient discharges for selected conditions, 1998 to 2006

Source: Public Health Information System (PHIS), version 10. 2008
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Figure 5.5 illustrates day case discharges across the years, with the most noticeable trend being the marked
increase for cancer, and the less dramatic, but nonetheless noticeable rise for circulatory disease.

Figure 5.5  Day case discharges for selected conditions, 1998 to 2006

Source: Public Health Information System (PHIS), version 10. 2008

Between 1998 and 2006, bed days used increased by 53.0% for diabetes, 22.1% for cancer, 6.1% for injury, and
5.4% for respiratory illness, but remained almost unchanged for circulatory disease. Hospital activity for some
individual conditions is described later in this chapter.

5.6 Individual Conditions

5.6.1. Circulatory Disease

Circulatory diseases include coronary heart disease (CHD) (heart attacks and angina), cerebrovascular disease
(stroke), elevated blood pressure, peripheral artery disease, rheumatic heart disease, congenital heart disease,
and heart failure. Circulatory disease is the most common cause of death in Ireland, accounting for over one-
third (35%) of all deaths. It is also a major cause of illness, accounting for 14.6% of all bed days used in acute
hospitals. Circulatory disease is both acute and chronic in nature. Patients present with acute episodes, such as
a heart attack or stroke, but also live with conditions such as angina and heart failure and the debilitating
consequences of stroke. In addition, in many cases, progressive deterioration over time will see further acute
episodes and increasing levels of debilitation. 

CHD, heart failure, and stroke are the major conditions within the circulatory group causing a considerable
burden of illness on the population and on the health services. The major risk factors for heart disease and stroke
are tobacco-use, physical inactivity, elevated blood pressure, an unhealthy diet, high cholesterol, and hereditary
factors. All these risk factors, with the exception of hereditary factors, can be reduced through lifestyle changes.  
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The SLÁN 2007 survey showed that: 

• Six out of ten Irish adults aged 45 years and over, have elevated blood pressure. The vast majority were 
either not on treatments or the treatment was not adequate to control the condition.

• Eight out of ten Irish adults aged 45 years and over had raised cholesterol. Most of these (62%) were not 
on treatment, and for 20% of those who were, the treatment was inadequate.

• One in three Irish adults aged 45 years and over, was obese.

Figure 5.6 illustrates the manner in which hospital usage for these conditions increases with age, with this trend
occurring earlier and much more dramatically for CHD. 

Figure 5.6  Hospital discharge rates for CHD, heart failure and stroke across age groups, 2006

Source: Public Health Information System (PHIS), version 10. 2008

(a) CHD

CHD is the leading cause of death in the developed world. The disease is characterised by reduced blood supply
to the heart muscle, usually due to coronary artery disease (atherosclerosis of the coronary arteries). The
condition may result in angina pectoris or an acute myocardial infarction (heart attack).  The risk increases with
age, and risk factors include smoking, high cholesterol levels, diabetes, and elevated blood pressure.  It is more
common in men and those who have close relatives with CHD.

The exact prevalence of CHD in Ireland is not known, as there is no comprehensive population register for the
condition. However, several studies have estimated the prevalence. Bennett et al., using GMS prescribing data
showed that:

• There was a significantly increasing prevalence of CHD from 1990 to 2002 in both men and women, from 
24.6 to 66.7 per 1,000 GMS population in men and 12.2 to 40.0 per 1,000 for women.
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A Cork and Kerry diabetes and heart disease study of 50 to 69-year-olds estimated that: 

• The overall prevalence of circulatory disease (for example, angina, or a history of heart attack or stroke) 
was 13.5%.

• Prevalence was higher in males than in females (17.8% versus 9.5%), and increased with increasing age.

CHD is a major cause of inpatient care in acute hospitals. The numbers of inpatient discharges in 2006 was
17,766, which was a decrease of 0.8% on the number of inpatient discharges in 1997. However, over the same
time period the number of day cases doubled to 5,679. The reduction in inpatient discharges at a time when the
population was increasing is a reflection on both the changing epidemiology of heart disease and the availability
of a wider range of treatments. 

The direct age-standardised inpatient discharge rate for CHD in 2006 was 570 per 100,000 population. Twelve
counties have statistically significantly higher inpatient discharge rates for CHD than the national rate: Sligo,
Donegal, Laois, Cavan, Monaghan, Louth, Kildare, Carlow, Wexford, Waterford, Roscommon, and Westmeath.

(i) Access to cardiac interventions

Coronary angioplasty is a surgical procedure where a blocked coronary artery is unblocked by inflating a small
balloon device within the artery. The technical name for coronary angioplasty is percutaneous transluminal
coronary angioplasty (PTCA). In most, but not all cases, a stent is also inserted to keep the arteries open.
While there has been a marked increase in coronary angioplasty over the last ten years, data from HIPE show
that there is a statistically significant geographical variation with, residents of Dublin having the highest rates of
PTCA. The standardised rate for PTCA for the residents of Dublin is significantly higher than the rate in all other
counties in Ireland other than Offaly, Westmeath, Longford and Carlow. The standardised procedure rate for
PTCA for Dublin residents in 2004 (PHIS) was 159 per 100,000 population (95% CI:152-167) compared to an
overall rate of 112 per 100,000 (95% CI:109-116) for Ireland. This would suggest that people outside of the
Dublin area have significantly less access to cardiac interventions.  It is noteworthy that all the counties with
significantly high CHD discharge rates, with the exception of Westmeath, have significantly low rates for PTCA.

(ii) Drug treatments

There has been a two to three-fold increase in prescriptions for beta-blocking, renin-angiotensin system and
antihypertensive agents from 2000 to 2005, and more than a four-fold increase in serum lipid reducing agents.
These are therapies used in the primary treatment of hypertension and high cholesterol, and in the secondary
prevention of CHD. This rise in use of prescription medications underlines the extent and growing chronic nature
of heart disease.

(b) Heart Failure

Heart failure is a condition in which the heart loses its ability to pump blood efficiently throughout the body. The
three most common causes of heart failure are CHD, elevated blood pressure, and diseased or enlarged heart
muscle (cardiomyopathy). Accurate data regarding the prevalence of heart failure in Ireland are not available.
Using estimates from other populations with a similar risk factor profile, for example, Scotland, the level can be
estimated as follows:

• The prevalence of heart failure in Ireland is approximately one per cent of the total population, and up to 
four per cent among those over 70 years of age.

• Using this information, it is estimated that up to 45,000 people have heart failure in Ireland.

Patients with heart failure use considerable hospital resources. In 2006 there were 5,652 inpatient discharges of
patients with a principal diagnosis of congestive heart failure. These patients used 70,835 bed days, or the
equivalent of approximately 200 acute hospital beds in the year. 
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(c) Stroke

Stroke is the third leading cause of death and a major cause of disability worldwide. A stroke is caused by a
blockage of an artery supplying blood to the brain (cerebral thrombosis) or a bleed into the brain from a burst
blood vessel (cerebral haemorrhage). The major risk factors for stroke are tobacco use, elevated blood pressure,
existing heart disease, diabetes, high cholesterol, and physical inactivity. Elevated blood pressure and smoking
are the most significant modifiable risk factors.

Stroke is mainly a disease of the elderly and is uncommon in people under 40 years of age. A person's chance of
having a stroke more than doubles for each decade of life after age 55. In 2006, there were 7,033 inpatient
discharges from acute hospitals in Ireland with stroke as a principal diagnosis. This is an 8.6% increase on the
number of inpatient discharges in 1997. Stroke patients used 151,395 bed days in 2006, or the equivalent of over
400 beds in the year.  

It is estimated that around one in five patients die within the first year of having a stroke, with the remainder
returning to their families and communities. It is also estimated that there are currently over 30,000 people living
with a stroke-related disability in Ireland. One-fifth of these cannot walk as a result of their stroke, and half
require assistance with daily living activities, such as washing and dressing.  

(i) Access to treatment

Given the high mortality and disability rates that result from stroke it is essential that evidence-based
management and treatments are available to stroke patients. The recent report from the National Audit of Stroke
Care (2008) found that:

• Just one out of 37 Irish hospitals (2.7%) has a fully resourced stroke unit, compared with 91% of similar 
UK hospitals. Stroke units reduce mortality and disability and are the recommended standard to deliver 
optimal care for acute stroke. It has been estimated that between 350 and 500 lives could be saved 
annually if stroke units were introduced to Irish hospitals.

• Provision of thrombolysis was almost non-existent in Irish hospitals (only 1% of Irish stroke patients 
received thrombolysis).

• Optimal acute care improves patient status at discharge but only 28% of Irish patients were assessed as 
independent in activities of daily living when discharged from hospital compared to 39% in the UK.

• There was little or no organised system of care for the prevention and management of stroke in primary 
care in Ireland. 

Unless stroke care is addressed in an organised and systematic way, from prevention to continuing care, the
burden placed on patients, their families, and the health services will increase markedly with our ageing
population.

5.6.2  Cancer 

Cancer is a term used to describe a group of illnesses where there is an overgrowth of tissue cells. All of these
illnesses have individual risk factors and treatments. One in three Irish people will develop cancer during their
lifetime. In the last 30 years our understanding of the prevention and treatment of cancer has increased greatly,
with consequent improvements in overall cancer survival. Half of all cancers are preventable by changes to
lifestyle. Tobacco-use, poor diet and obesity, low physical activity, excess alcohol, and excess exposure to
sunlight are the major preventable causative factors. Information is available on new cancer cases from the
National Cancer Registry of Ireland (NCRI), and on hospital activity related to cancers from HIPE.  

There are approximately 25,000 new cancers, including non-melanoma skin cancer (NMSC), diagnosed each
year in Ireland. After NMSC, the most common cancers are prostate (9.0%), breast (8.9%), colorectal (8.2%) and
lung cancer (6.9%). Table 5.2 shows the number of cancers and the rate of new cases per 100,000 population
for males and females in 2005.
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Source: National Cancer Registry Ireland, Cancer in Ireland 1994-2005, A Summary

The number of cancers diagnosed in Ireland is increasing each year. By the year 2020, the number of new cancer
diagnoses is expected to double that of those diagnosed in the period between 1998 and 2002. This upward
trend is mostly due to the increase in population numbers and the increasing proportion of elderly persons. The
trend is also influenced by the increase in breast and prostate cancer cases detected as a result of organised
breast screening and opportunistic prostate specific antigen (PSA) testing.  

(a) Access to Treatment

In 2006, there were 69,218 discharges from hospital with a principal diagnosis of malignant cancer (excluding
NMSC). The largest proportion (29.4%) were due to haematological cancer (leukaemia, lymphoma, multiple
myeloma), followed by colorectal cancer (11.6%), breast cancer (11.4%) and lung cancer (8.6%). Figure 5.7
shows discharges for the four most common cancers, across ages for 2006. The discharge rate increases
dramatically after 35 years of age for all cancers, and peaks among the 75 to 84 year age group. 

Figure 5.7  Standardised discharge rate per 100,000 population for the most common cancers, 2006

Source: Health Atlas Ireland, Health Information Unit, HSE.  2008

Table 5.2  Number of cancers and the rate of new cases per 100,000 population by gender, 2005

Female                           Male            Total
n              rate              n          rate               n           

All cancers 13,901 577.9 12,875 646.6 26,776
All invasive cancers except non-melanoma skin cancer 8,001 343.1 8,578 429.9 16,579

Non-melanoma skin 2,860 123.0 3,336 175.3 6,196
Prostate - - 2,407 102.7 2,407
Breast 2,352 105.7 27 0.9 2,379
Colorectal 936 40.5 1,248 65.0 2,184
Lung 750 30.3 1,092 62.7 1,842
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The number of cancer-related discharges rose between the years 1998 to 2006. This increase has 
occurred across all age groups, but is more marked in the older age group. There were 75,312 
discharges of patients with cancer in 2006 compared to 39,981 in 1998. The number of day cases 
increased dramatically (44,188 day cases in 2006 versus 15,214 in 1998) compared to a modest 
increase in inpatient activity (31,124 inpatients in 2006 versus 24,767 in 1998). While the number of 
cancer discharges almost doubled between 1998 and 2006, the number of bed days has risen by only 
30%, indicating improved efficiencies during that time period. Table 5.3 shows hospital activity for 
selected cancers in 2006, with haematological cancers having the greatest numbers of episodes. 

Source: Health Atlas Ireland, Health Information Unit, HSE.  2008

Patients with haematological cancers also used the greatest number of bed days in 2006, followed closely by
colorectal cancer. A large proportion of bed days are emergency rather than elective (planned) admissions. A
number of factors explain dependence on emergency bed days, including late presentation, suboptimal 
bed-utilisation, leading to poor access to elective beds, and longer lengths of stay for unplanned admissions.

Although cancer is predominantly a disease of older people, older people are less likely to receive treatment. 

• An NCRI report found that older women were less likely to receive treatment for cancer than their younger
counterparts. 

• A national lung audit in England and Wales found that older people were less likely to receive radical 
treatment. 

• An Irish study on oesophageal cancer found that patients aged 60 to 69 years were 25% to 43% less 
likely to be treated than those under 60 years. 

A number of changes in treatment have occurred in Ireland in recent years:

• Between 1997/1998 and 2005/2006, for example, there has been an increase in surgical activity for lung 
cancer (up 25%), colorectal cancer (up 24%), breast cancer (up 31%), and prostate cancer (up 717%).

• The increase in prostate cancer surgical activity is paralleled with an increase in PSA testing in the same 
period.   

• Expansion of radiotherapy services in Dublin, Cork, and Galway has made radiotherapy treatment more 
accessible to people with cancer throughout Ireland.  

• The National Cancer Control Programme (NCCP) is working to reorganise cancer services in Ireland to 
provide the best outcomes for people with cancer.

Table 5.3  Hospital activity for selected cancers in 2006

Type of cancer     All              Inpatient Standardised        LOS Bed 
Discharges                         Discharge Rate    (Mean)        Days         

All Cancers (C00-C96) 75,312 31,124 762.5 13.8 428,706
All Cancers excl NMSC 69,218 30,158 740.9 13.8 416,084

Haematological Ca (C81-C96) 20,321 4,175 102.4 16.6 69,102
Colorectal Ca (C18-C21) 8,049 3,734 90.7 15.8 59,128
Lung Ca (C34) 5,976 3,293 82.0 14.0 45,973
Breast Ca (C50) 7,871 3,084 77.3 10.6 32,715
Prostate Ca (C61) 2,788 1,437 35.1 15.9 22,853
Non-melanoma skin Ca (C44) 6,094 966 21.6 13.1 12,622
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Internationally, there is a strong relationship between socio-economic deprivation and cancer outcomes. This is
also found in Ireland:

• In women with cancer, treatment and survival rates are lowest amongst disadvantaged women. 

• Men in the lowest occupational class have a significantly higher mortality rate from cancer (over 110%) 
than those in the highest class.

(b) Commentary

• It is important to recognise that while many survivors put their illness behind them and return to normal 
life, others will require ongoing support of a medical or psychological nature, or both.

• Much of the success in dealing with cancer over the past twenty to thirty years can be attributed to 
reduced smoking rates in adults. However, the gains in the prevention of tobacco-related cancers run a 
risk of being offset by the increase in obesity rates, rising alcohol consumption and excess exposure to 
ultraviolet rays from sun holidays and use of cosmetic tanning salons.

• Advances in medical science present great opportunities to improve cancer care, but will also present 
cost and capacity obstacles. Surgical techniques continue to improve with the introduction of minimally 
invasive techniques. Progress in imaging is improving cancer staging and provides hope for a reduction in
invasive diagnostics. New therapies for cancer with the advent of targeted treatments continue to be 
developed.  

• Timely accessible information is essential to monitor and improve cancer services. The NCRI has 
pioneered the development of very good quality information on cancer incidence, mortality, survival, and 
treatment patterns. However, a proper surveillance system with a broader scope needs to be established. 
The process of development has begun through the National Cancer Control Programme and the NCRI.

The NCCP plans to reconfigure cancer centres to ensure an equitable service in terms of standards of care and
outcomes to all cancer patients. To this end, care that can be delivered locally to the patients will be kept local,
and where necessary to improve outcomes, services will be centralised. By the end of 2009, it is envisaged that
90% of surgery for cancer will be transferred to eight designated centres. There is also the challenge of
reorienting cancer services into an ambulatory model along the lines of international best practice.

5.6.3 Lung Disease

(a) Respiratory Diseases (excluding cancer)

Respiratory diseases are responsible for one in every seven deaths in Ireland, and are a major cause of
morbidity, either as an acute illness such as pneumonia or influenza, or a chronic condition such as bronchitis or
asthma. 

• There were 59,050 inpatient discharges from acute hospitals in Ireland in 2006 as a result of respiratory 
illnesses. This represents 10.3% of all inpatient discharges, and is the largest proportion for any single 
group of conditions.

• More than one-tenth (11.2%) of all beds used in acute hospitals are for the care of patients with 
respiratory disease.

Figure 5.8 shows that the standardised discharge rate for respiratory illness from acute hospitals has remained
consistent over the last ten years.
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Figure 5.8  Trends in hospital discharge rates for disease of the respiratory system, 1997 - 2006

Source: PHIS, Version 10, 2008

In 2005, discharge rates in Ireland for respiratory system diseases were ranked 10th among 27 countries, as
illustrated in Figure 5.9. 

Figure 5.9  Discharge rates for all respiratory diseases in OECD countries, 2005

Source: OECD Health Data 2005, version June 2008

(b) Chronic Lung Disease

Chronic lung disease includes chronic obstructive pulmonary disease (COPD) and asthma. The exact number of
people with chronic lung disease in Ireland is not known. However, a 16-country survey showed that Ireland was
second only to Spain in terms of the prevalence of chronic bronchitis (approximately 8% versus a median
prevalence of 2.6% for all centres).  

0

500

1,000

1,500

2,000

Female

Male

Total

2006200520042003200220012000199919981997

Di
sc

ha
rg
e 
ra
te
 p
er
 1
00

,0
00

 p
op

ul
at
io
n

0

5,00

1,000

1,500

2,000

2,500

Mex
ico

Neth
erl

an
ds

Ca
na

da

Sw
itz

erl
an

d

Po
rtu

ga
l

Jap
an

Ko
rea

Ice
lan

d

Sw
ed

en
Ita

ly
Sp

ain

Unit
ed

 Ki
ng

do
m

Unit
ed

 St
ate

s

Germ
an

y

Fra
nc

e

Cz
ec

h R
ep

ub
lic

Aus
tra

lia

Ire
lan

d

Den
mark

Be
lgi

um

Lu
xe

mbo
ur

g

Nor
way

Po
lan

d

Fin
lan

d

Slo
va

k R
ep

ub
lic

Aus
tri

a

Hun
ga

ry

Di
sc

ha
rg
e 
ra
te
 p
er
 1
00

,0
00

 p
op

ul
at
io
n

VIS72592 Health Status 063-098:Layout 1  19/03/2009  21:34  Page 94



Health Status of the Population of Ireland 2008 95

Chronic lung disease is a major cause of ill health: 

• In 2006 there were 30,118 inpatient discharges of patients with a principal diagnosis of COPD or asthma.
These patients used 126,395 bed days, or the equivalent of over 340 acute hospital beds. 

• In the 18 to 44 year age group, respiratory disease is the most commonly reported long-term illness, with 
asthma more common in this group than any other long-term condition.

• Eight per cent of adults report chronic airways disease (combining asthma with chronic bronchitis).

• In the phase one ISAAC study, Ireland was amongst the four countries with the highest 12-month 
prevalence of asthma symptoms in children aged 13 to 14 years of age. The highest prevalence was 
about 20 times higher than the lowest prevalence. 

• A follow up study (ISAAC phase three) again showed a very high prevalence of asthma symptoms in 13 to
14-year-old children in Ireland. There was a small decline in prevalence from 29.1% in phase one to 
26.7% in phase three. Ireland remained in the top four countries, however. 

The burden of ill health and the cost to the health services in respect of respiratory diseases can be reduced
using systematic and evidence-based strategies. For example:

• Smoking is a major factor in chronic lung disease. Increasing taxes has been shown to be the most 
effective policy to reduce smoking. The evidence-base shows that a 10% price increase could effect a 
4% reduction in adult smoking prevalence which would result in a reduction in the number of smokers in 
Ireland by 37,600.

• Vaccination against influenza and pneumonia both reduce hospitalisation and mortality.

Such strategies would also reduce health inequalities. Chronic bronchitis in persons from Social Classes 5 and 6
(lowest socio-economic groups) is almost four (3.9) times (95% CI: 2.56-5.90) more common than in persons
from Social Classes 1 and 2 (highest socio-economic groups). The prevalence of asthma was not shown to be
related to social class.  

5.6.4 Injury 

Injuries, which are in the main, preventable, create a substantial burden on the health service and society. By
focussing only on deaths that result from injury, there is a serious underestimation of the overall burden of injuries
on the health service. Unintentional and intentional injuries are estimated to be the main cause of chronic
disability in the young, leading to an enormous loss of potential years in good health. Among people over 65
years of age, accidents and injuries are a major cause of death and disability, and are often the trigger for a fatal
deterioration in their health.

The vast majority of accidental injuries are unrecorded. While data on injuries are gathered at some locations,
there is no comprehensive surveillance system, and good information is not available on the prevalence of injury
in Ireland.  It is estimated that for every death caused by injury, there are 40 inpatient admissions, 150 visits to
the EDs, and 400 GP consultations.  

• The SLÁN survey (2007) found that nine per cent of people experienced injuries requiring a medical 
consultation in the past year. Over half (51%) of those injured required three or more days off work. 

• Injuries were more common in younger people (14% in 18 to 29-year-olds, compared to five per cent in 
over 65-year-olds). 

• The HBSC found that 43% of children (boys 51%, girls 34%) suffered an injury requiring treatment in the 
past year.

• Children were more likely to sustain an injury during a sports activity or cycling. 
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More than 1.2 million people attend Ireland's EDs every year, an average of 3,300 each day. A recent Irish survey
found that 39% of these attendances are due to injury. In 2006, there were a total of 56,333 hospital discharges
due to injury, accounting for 329,005 bed days.

• Males have higher rates of hospital discharges due to injury than females. 

• There has been a reduction in inpatient discharges for injury in recent years. 

• Ireland's hospital discharge rate for injuries and poisonings at 1,383.7 per 100,000 is lower than 
the EU average (1,507.0 per 100,000).

The most common mechanisms of injury among inpatients in 2006 were falls (39.5%), road traffic collisions
(RTCs) (11.1%), self-harm (5.7%), and assault (5.0%). Table 5.4 sets out the top five injury categories 
resulting in hospital discharges in 2006, with 22,391 fall-related discharges resulting in 158,638 bed days.
Assault and self-harm accounted for approximately 10,000 bed days each.  

* E830-E845 - involving water, air, and space transport accidents     
E890-E929 - fire   
E959 - late effects of self-inflicted injury
E969 - late effects of injury purposefully inflicted by other
E970-E978 - Effects of injury due to legal intervention
E990-E999 - Injuries resulting from operations of war

Source: Public Health Information System (PHIS), version 10.  2008.

The majority of discharges after assault (2,556, 87.0%) were male, and almost three-quarters (n=2,126, 72.4%)
were under 35 years old. While relatively small in number, poisoning and burns are important, as a substantial
proportion occur in children:

• In 2006, there were 935 discharges due to poisoning, with 41.3% being 14 years of age or less.

• There were 903 discharges due to burns, with 43.1% aged 14 or less. There was an average length of 
stay of 8.9 days resulting in 7,996 inpatient bed days.

Many individuals who suffer an injury are left with a residual disability. Falls and injuries due to RTCs will be dealt
with in this section, while self-harm will be dealt with in the mental health section.

(a) Fall-Related Injuries 

Figure 5.10 shows hospital discharges due to falls in the context of all admissions due to injury. Falls account for
the largest numbers of bed days used in the injury category (n=158,729) and are more common in children and
older people. While the biggest number of accidental falls occurs in those aged 14 or less, the highest number of
bed days is used by those in the 75 to 84 age group. Bed days used as a result of falls increase across age and
decrease slightly for those aged 85 years and over.  

Table 5.4  Top five reasons for inpatient admission for accidents and injuries, 2006

All                                     LOS             Bed 
Discharges     Inpatient       (Mean)          Days

Accidental Falls (E880-E888) 22,391 21,838 7.2 156,638
Other External Causes * 15,575 14,086 3.5 48,978
Land Transport Accidents (RTCs) (E800-E848) 6,132 6,064 5.9 36,101
Intentional Self-Harm (E950-E958) 3,196 3,193 3.2 10,098
Assault (E960-E968) 2,937 2,807 3.2 9,109

Principal Diagnosis (E-Code)
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Figure 5.10  Age-specific inpatient discharges for the main types of injury, with fall-related bed days, 2006

Source: Public Health Information System (PHIS), version 10.  2008.

The Strategy to Prevent Falls and Fractures in Ireland's Ageing Population reported that one in three older people
fall every year, and two-thirds fall again within six months. Injuries resulting from falls represent a large expenditure
to the health service, with most of these falls being preventable. Figure 5.11 illustrates the discharge rate for those
hospitalised due to falls over 65 years of age, with the rate decreasing slightly for those aged 65 to 84 years, but
increasing in 2006 for those over 85 years. In total, these hospitalisations amounted to 7,559 in those over 65 years
of age in 2006.

Figure 5.11 Inpatient hospitalisations due to accidental falls among people aged 65 years and over, 1997-2006

Source: Public Health Information System (PHIS), version 10. 2008
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Hip fractures are among the most serious injuries resulting from a fall (approximately 2,800 hospital admissions
each year). Eighty per cent of admissions after hip fracture are in those over 75 years of age, with these older
patients having an average length of stay of 18 days. Less than one-third of hip fracture patients go directly
home after their hospital treatment. The inpatient cost of treating a hip fracture is E12,600.

• The inpatient cost of fall-related injury hospitalisations among older persons is currently estimated at E59 
million. Inpatient hip fractures cost is estimated at E35 million.

• The full picture of the impact of falls is greater than the data above indicates, as figures are not readily 
available from hospital EDs, primary care, and convalescent care facilities.

• With people living longer, if rates remain at current levels, by 2031 the number of deaths and hospital 
admissions from fall-related injuries among older people could double, having a huge impact on health 
services. 

• Fall-related injuries in older people currently cost E402 million to the economy.

• It is estimated that the cost of dealing with falls will escalate dramatically, and by 2030 the cost will be 
E1,587 to E2,043 million.

The falls strategy document also showed that osteoporosis is the most common metabolic bone disease in
Ireland. It is characterised by bone fragility due to low bone mass. One in three women and one in five men in
Ireland over the age of 50 may have the condition. Many of them do not know they have this condition, as it is
generally not apparent until the first fracture occurs. This means that up to 300,000 Irish people aged 50 years
and over may have osteoporosis. The prevalence is rising as the population ages.

(i) Risk factors for falls and osteoporosis

• There are many risk factors for falls. These can be broadly classified as intrinsic (for example, muscle 
weakness), extrinsic (for example, medication), or environmental (for example, hazards in the home). 

• For osteoporosis, modifiable risk factors include, amongst others, smoking, low calcium intake, sedentary
lifestyle, and low body weight. Non-modifiable risk factors include age, female gender, and family history 
of osteoporosis. 

(ii) Prevention of falls

The burden of ill health and the cost to the economy resulting from falls can be reduced by a population health
approach where there is a multi-agency involvement in prevention and care, with all relevant agencies and
professions working together. The falls strategy calls for (i) prevention to be a priority and, (ii) the systematic use
of evidence-based interventions that are used in an equitable manner, and available to all. Much of the pain,
disability, and cost resulting from falls can, and should be prevented by the implementation of such a strategy

(b)  Injury Due to RTCs

According to Garda Síochána road collision statistics, 8,575 people were injured in RTCs in 2006. The Road
Safety Authority estimates that for every one road fatality, eight serious injuries occur. This in the context of
international evidence which indicates that RTC statistics are liable to suffer from under reporting. 

The number of serious injury collisions has been steadily falling since 1996. Injuries per million vehicles
registered have fallen from 9,950 in 1996 to 3,734 in 2006. Injuries per million population have fallen from 3,670
in 1996 to 2,020 in 2006. Young men are consistently over represented in statistics relating to the number of
injuries from road traffic collisions. Older men are also at risk, particularly as pedestrians. As a proportion of their
age group, more older men are killed. Ireland ranks 7th lowest for RTC deaths, with a rate of 144 per 100,000
population - well below the EU average of 264 per 100,000. Table 5.5 sets out hospital activity for RTCs, with
these patients consuming over 36,000 bed days in 2006. Males have twice the discharge rate from hospital due
to RTCs as females (males=184.6 per 100,000, females=96.6 per 100,000).
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Source: Public Health Information System (PHIS), version 10. 2008

Figure 5.12 illustrates rates for RTC-related discharges from Ireland's public hospitals, with rates for both genders

falling since 1997. Rates have now begun to level off.

Figure 5.12  Hospital discharge rates for RTCs, 1994 - 2006

Source: Public Health Information System (PHIS), version 10.  2008

Table 5.5  Hospital activity in relation to RTCs, 2006
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Total hospital discharge rate per 1,000 corresponding 1.45
population for inpatients and day cases combined
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5.6.5 Diabetes Mellitus

Diabetes is a condition that results from a lack of or resistance to insulin, a hormone produced by the pancreas.
Lack of insulin means that the body cannot effectively harness glucose from food or control sugar levels in the
blood. There are two types of diabetes. Type I (insulin dependent diabetes) most commonly occurs in young
people. Type II (often but not always, non-insulin dependent) most commonly develops in adults. Diabetes is the
leading cause of blindness, renal failure, and non-traumatic amputation of the lower limbs. It is a major risk factor
for circulatory disease. The actual prevalence (number of cases) of diabetes in Ireland is not known.  

It is known, however, that the number of people affected by Type II diabetes is increasing rapidly due to the
increasing levels of obesity. It is thought that one in 20 people in Ireland may have diabetes, with half still
undiagnosed. A report published by the Institute of Public Health provides the best available estimates of the
population prevalence of diabetes (diagnosed or undiagnosed) in Ireland. This report estimates that: 

• In Ireland, 141,063 persons have adult diabetes (Type I and II combined), that is, 4.7% of all adults aged 
20 years and older. Type 2 diabetes accounts for approximately 90% of all cases of diabetes.  

• Females have a higher prevalence of diabetes than males.

• Prevalence of diabetes increases with age from 0.6% for persons aged 20 to 29 years, to 3.0% for 
persons aged 30 to 59 years, and 13.8% in those aged 60 years and over.

• The prevalence of diabetes is projected to rise unless preventive action is taken.

• It is estimated that the prevalence of diabetes in 2015 will be 5.6% (194,000 adults with diabetes), 
representing an increase of 37% over ten years. This will be largely due to an increase in the incidence of 
Type II diabetes owing to the increases in childhood and adolescent obesity.

People with diabetes are five times more likely to require hospital admission. In 2006, there were 8,418 hospital
discharges where the principal diagnosis was diabetes. This is a 56% increase compared to the 5,391
discharges in 1997. Inpatients increased by 38% compared to an 18% increase for day cases. Bed days used by
diabetes-related admissions increased from 34,661 in 1997 to 54,601 in 2006. People with diabetes have a two
to four times higher risk of coronary heart disease, and 75% to 80% die from circulatory disease. The risk of
cerebrovascular disease and peripheral vascular disease is significantly higher in Type II diabetes. It is estimated
that 5% to 15% of healthcare spending is related to diabetes care, with 60% of this cost being spent on treating
complications.

• The risk of major medical complications for people with diabetes is up to 11 times that for people without 
diabetes.  

• Many of the complications of diabetes can be prevented. Even the onset of Type II diabetes itself can be 
prevented.  

• Foot complications, which are the most costly diabetes outcomes, are preventable in 80% of cases.  

• Secondary prevention is the core of clinical diabetes care.  

• Good primary care has a hugely beneficial effect on the mortality and morbidity from diabetes.  

• There is also a large role for the patient and their family in diabetes care.  

• If left unchecked, the cost of caring for people with diabetes will increase by up to 25% by 2040.
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5.7 Communicable Diseases

Communicable diseases are diseases that result from infections caused by micro-organisms (viruses, bacteria,
and protozoa/parasites) that have the potential to be transmitted from an infected person or animal to another
person or animal. Despite the many advances in public health and medicine, communicable diseases remain a
major threat to human health. Prevention of these diseases remains a significant public health priority, both in
Ireland and internationally. The main communicable disease problems in Ireland today are:

• Food-borne illnesses.

• Vaccine-preventable diseases. 

• Sexually transmitted infections.

• Blood borne infections. 

• Healthcare acquired infections and emergence of antimicrobial resistance. 

There is also concern about vector-borne diseases (transmitted by an animal), new and emerging diseases such
as Severe Acute Respiratory Syndrome (SARS), as well as the threat of an intentional release of a biological
agent.  

This section focuses on communicable diseases that are designated notifiable under the 1981 Infectious Disease
Regulations. Notifications of communicable diseases in Ireland (with the exception of the sexually transmitted
infections, the organisms reported through the European Antimicrobial Resistance Surveillance System (EARSS)
and tuberculosis) are collated on the national Computerised Infectious Disease Reporting (CIDR) system and
reported nationally by the Health Protection Surveillance Centre (HPSC). Unless otherwise stated, the figures
presented in this section are based on data extracted from the CIDR system on the 21 August 2008 and may
differ from those published previously, due to ongoing updating of notification data on CIDR. The focus of this
section will be data for the years 2004 to 2007 inclusive, where available. Incidence rates were calculated using
2006 Census of Population as denominator data. 

(a) Disease Notifications

Table 5.6 overleaf shows the number of cases of notifiable diseases* in Ireland for the years 2004 to 2007
inclusive. The table is ranked according to numbers of notifications in 2007. For most infections, the numbers
notified are likely to be a fraction of the true number occurring since not all cases attend GPs or hospital. Even
when patients do attend GPs or hospitals the disease may not be notified to the relevant authorities.
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* 1. Ano-genital warts, chancroid, Chlamydia trachomatis infection (genital), gonorrhoea, Granuloma inguinale, herpes simplex (genital), Lymphogranuloma venereum, 
non-specific urethritis, syphilis and trichomoniasis notifications are notifiable but not included in Table 5.6. 

2. Enterococcal bacteraemia, Escherichia coli infection (invasive) and Staphylococcus aureus bacteraemia are notifiable but not included in Table 5.6.

3. Streptococcus pneumoniae is another term for Pneumococcus 

Table 5.6  Number of cases of each notifiable disease notified in Ireland, 2004 to 2007

Notifiable Disease     2004           2005          2006      2007
Acute infectious gastroenteritis 1,897 2,398 2,306 2,520
Campylobacter infection 1,705 1,801 1,812 1,891
Hepatitis C 1,130 1,432 1,220 1,558
Noroviral infection 1,123 1,045 1,635 1,317
Hepatitis B (acute and chronic) 715 874 811 863
Cryptosporidiosis 431 568 367 609
Salmonellosis 415 347 422 456
Tuberculosis 432 450 NA NA
Pneumococcus  infection (invasive) 175 271 293 361
Influenza 79 316 276 280
Enterohaemorrhagic Escherichia coli 67 134 174 192
Meningococcal disease 198 203 209 179
Mumps 420 1079 427 142
Pertussis 92 83 62 78
Malaria 27 44 96 71
Giardiasis 52 57 65 62
Streptococcus group A infection (invasive) 35 49 61 57
Measles 330 93 83 53
Toxoplasmosis 33 45 44 49
Viral meningitis 23 35 148 46
Shigellosis 56 36 54 43
Bacterial meningitis (not otherwise specified) 36 29 46 33
Hepatitis A (acute) 47 56 39 32
Haemophilus influenzae disease (invasive) 38 34 38 31
Brucellosis 60 53 29 28
Leptospirosis 14 15 20 22
Listeriosis 11 12 7 21
Rubella 49 17 14 19
Q fever 7 10 12 17
Legionellosis 4 9 13 16
Typhoid 5 5 9 9
Viral encephalitis 5 6 16 8
Yersiniosis 6 3 1 6
Paratyphoid 4 0 1 4
Creutzfeldt Jakob disease 4 4 6 3
Trichinosis 0 0 0 2
Tetanus 1 0 0 1
Acute anterior poliomyelitis 0 0 0 0
Anthrax 0 0 0 0
Bacillus cereus food-borne infection/intoxication 1 0 0 0
Botulism 0 0 1 0
Cholera 0 0 0 0
Clostridium perfringens (type A) food-borne disease 5 1 0 0
Creutzfeldt Jakob disease (variant) 0 2 1 0
Staphylococcal food poisoning 3 6 0 0
Diphtheria 0 0 0 0
Echinococcosis 0 0 0 0
Plague 0 0 0 0
Rabies 0 0 0 0
Severe Acute Respiratory Syndrome (SARS) 0 0 0 0
Smallpox 0 0 0 0
Tularaemia 0 0 0 0
Typhus 0 0 0 0
Viral haemorrhagic fevers 0 0 0 0
Yellow fever 0 0 0 0
Total 9,735 11,622 10,818 11,079
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Disease notifications - Key Points:

• Acute infectious gastroenteritis is the most commonly notified disease. In 2007, 2,520 cases of acute 
infectious gastroenteritis were notified, the highest number for the four-year period 2004 to 2007.  

• Increasing numbers of cases of the food-borne illnesses salmonellosis, campylobacteriosis, and 
enterohaemorrhagic Escherichia coli (EHEC) are being notified. 

• In 2007, there was a 66% increase (n=242) in the number of cases of cryptosporidiosis notified when 
compared to 2006, most likely attributable to a large water-borne outbreak of cryptosporidiosis that 
occurred in Galway during the spring/summer of 2007.  

• In 2007, the number of cases of noroviral infection notified was down on the number of cases notified for 
the previous year, but increased on the number notified for 2004 and 2005. The majority of noroviral 
infections notified are associated with hospital outbreaks. 

• In 2007, there were 1,558 cases of hepatitis C notified, an increase of over 400 notifications from 2004 
(n=1,130). In 2005, 1,432 cases were notified, with a decrease in notifications to 1,220 in 2006. 

• There was a notable increase in the number of cases of viral meningitis notified in 2006: 148 cases were 
notified in 2006 compared to 23 cases in 2004, 35 cases in 2005 and 46 cases in 2007.  

(b) Disease Outbreaks

An outbreak of infection may be defined as two or more linked cases of the same illness. It may also be defined
as a situation where the observed number of cases exceeds the expected number. During 2007, there were 260
outbreaks of infectious disease notified and 4,714 associated cases of illness. Eight hundred and ninety cases
were reported to have been hospitalised (it is unknown if the pathogen was acquired while an inpatient or if a
case was hospitalised as a result of their infection). 

General outbreaks accounted for 73.9% (n=192) of all outbreaks notified. The remaining outbreaks were
considered family/household outbreaks (26.1%, n=68). One hundred and seventy eight (68.5%) outbreaks were
gastrointestinal/ infectious intestinal disease (IID). These resulted in at least 4,595 people becoming ill.
Norovirus/suspected viral outbreaks continue to be the most prevalent cause of IID outbreaks, continuing the
trend observed in previous years. Figure 5.13 shows the number of outbreaks notified for the years 2001 to 2007,
along with the associated number of people experiencing illness.

Figure 5.13  Number of outbreaks and persons ill, notified by year and type, 2001-2007

Source: HPSC
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Most outbreaks are due to gastrointestinal or IID. The most common cause of IID is norovirus infection. After
norovirus (n=111), the next most commonly reported IID outbreaks were acute infectious gastroenteritis (n=53),
enterohaemorrhagic Escherichia coli (EHEC or toxin-producing E.coli) (n=21), cryptosporidiosis (n=16),
salmonellosis (n=10) and campylobacter (n=9). Investigation of outbreaks is an important function for both public
health and environmental health departments. It is important that the source of the outbreak is identified and that
control measures are initiated as soon as possible to prevent additional cases.

(c) Food-borne Illnesses

(i) Campylobacter

Campylobacter is the most commonly notified bacterial cause of gastroenteritis in Ireland and the world, with the
incidence rates increasing, as seen in Table 5.6. Most raw poultry meat has campylobacter on it, and eating
undercooked chicken, or other foods contaminated with juice drippings from raw chicken, are considered as the
most frequent sources of infection. Campylobacteriosis is the human illness associated with this bacterium. In
2007, 1,891 cases of campylobacter infection were notified, the highest number since 1999. In 2007, of the
cases where age was provided, 25.7% (n = 483) were less than five years of age. It is likely that the higher rates
observed for these children are attributable to higher numbers of specimens being submitted for testing from this
age group. Campylobacter has a well-documented seasonal distribution, with a peak in cases seen every year in
early summer. 

(ii) Salmonella

Salmonella are a major group of bacteria commonly found in eggs, milk, pork, beef, and poultry. These bacteria
cause salmonellosis in humans. The bacteria can easily be passed from the intestinal tract to the hands and onto
food. In 2007, 456 cases of salmonellosis were notified in Ireland, the highest number reported for the four-year
period 2004 to 2007 (see Table 5.6). In 2007, of the 456 cases notified, 23.7% (n=108) of the cases were less
than five years of age. 

(d) Vaccine-preventable Diseases

(i) Notifications of vaccine-preventable diseases

Table 5.7 shows the number of cases of vaccine-preventable diseases that were notified in Ireland, 
and the corresponding crude incidence rates per 100,000 population, for the years 2004 to 2007.

Table 5.7  Number of cases of vaccine-preventable diseases notified and crude incidence rates (CIR)
per 100,000 total population, 2004 to 2007

2004     2005       2006        2007      2004       2005       2006       2007
Disease                                            n           n              n             n          CIR         CIR         CIR        CIR   
Pertussis 92 83 62 78 2.2 2.0 1.5 1.8
Measles 330 93 83 53 7.8 2.2 2.0 1.3
Mumps 420 1,079 427 142 9.9 25.5 10.1 3.4
Rubella 49 17 14 19 1.2 0.4 0.3 0.5
Meningococcal Group C 5 4 4 2 0.1 <0.1 <0.1 <0.1
Haemophilus influenzae Type B 18 18 14 7 0.4 0.4 0.3 0.2
Tetanus 1 0 0 1 <0.1 <0.1 <0.1 <0.1
Diphtheria 0 0 0 0 0 0 0 0
Polio 0 0 0 0 0 0 0 0
Tuberculosis 432 450 NA NA 10.2 10.6 NA NA
Pneumococcus  (invasive) 175 271 293 361 4.1 6.4 6.9 8.5
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Table 5.7 highlights the following:

• The number of cases of pertussis notified in Ireland has varied little in recent years. 

• Although a slight increase in the number of cases of rubella was noted in 2007, the number of cases 
notified in recent years has declined.  

• The number of cases of meningococcal serogroup C notified has decreased dramatically since the 
introduction of the MenC vaccine in Oct 2000. In 2007, only two cases of meningococcal serogroup C 
were notified, compared to 139 cases in 2000.

• Measles notifications in Ireland have declined in recent years. In 2007, 53 cases were notified, and this is 
the fewest number since measles was specified as a notifiable disease under the Health Act, 1947.  

• In 2007, the number of cases of mumps (n=142) notified decreased substantially when compared to the 
previous three years. The higher numbers notified from 2004 to 2006 were consistent with a national 
outbreak that began in November 2004, continued throughout 2005, and waned in the latter half of 2006.    

• In 2007, seven cases of H. influenzae type b were notified, the fewest number for the four-year period 
2004 to 2007. This decrease is likely to be attributable to the booster catch-up campaign for children 
under four years of age that was run in November 2005.  

In 2007, 361 cases of pneumococcus (invasive) were notified, the highest number reported for the four-year
period 2004 to 2007. Over half of all cases notified in 2007 were in the very young or elderly, with 18.8% (n = 68)
of cases in children less than five years of age, and 41.6% (n = 150) in cases 65 years and over. In September
2008, a new pneumococcal conjugate vaccine was added to the Primary Childhood Immunisation schedule for
infants born on or after 1st July 2008. For many years, persons at risk and those over 65 years old have been
offered a polysaccharide pneumococcal vaccine (PPV).

(ii) Tuberculosis

Tuberculosis (TB) is a communicable disease, caused by the micro-organism Mycobacterium tuberculosis. It
usually affects the lungs, however, it can also attack other body organs. Transmission is through inhalation or
ingestion of bacteria. Tuberculosis continues to be a major public health concern today. BCG is a vaccine made
from a weakened form of TB bacteria and is recommended for all newborn children as it protects against the
serious consequences of TB infection especially during childhood.

Figure 5.14 illustrates these numbers and incidence rates across time in Ireland. The overall incidence rate in
countries of the EU was 18.7 per 100,000 in 2005, ranging from 4.4 per 100,000 in Cyprus to 75.0 per 100,000 in
Lithuania. The rate in Ireland in 2007 of 11.2 per 100,000 has been gradually increasing since the lows reached in
2000 (10.1 per 100,000) and 2001 (9.7 per 100,000).
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Figure 5.14  Number of cases of tuberculosis notified and crude incidence rates per 100,000 total population, 
1991 - 2007

Source: Report on the Epidemiology of Tuberculosis in Ireland 2005 - HPSC.  2006 and 2007 figures provisional

The highest age-specific rate for TB in 2007 occurred among those aged 65 years and over (n=87, 18.6 per
100,000 population) and was similar to the rate observed in this age group in previous years. There were 45
cases in children under 15 years of age, giving an age-specific incidence rate of 5.2 per 100,000 population. The
rate among males (n = 287) was higher than for females (n = 184) and the male-female ratio (1.56:1) reported in
2007 was consistent with the rate reported in 2006 (1.5:1). In 2007, 36.9% (n = 175) of TB cases notified were in
people born outside of Ireland, an increase on the 33% (n = 151) notified in 2006, 33.8% notified in 2005, 30%
notified in 2004 and 21.9% notified in 2003. Of these notifications, the highest number of non Irish-born persons
infected was from India (n=25), followed by Nigeria (n=19) and Pakistan (n=10).    

In 2007 there were ten drug resistant cases of TB notified, and of these four were multi-drug-resistant (MDR-TB).
In 2005, one case of extensively-drug-resistant TB (XDR-TB) was notified, and was the first XDR-TB case to be
notified in Ireland. The Global Plan to Stop TB 2006-2015 was launched in 2006, and aims to reduce the global
prevalence of, and deaths due to TB, by 50% in 2015 relative to 1990. In addition, the plan proposes to eliminate
TB as a public health problem (<1 case per million population) by 2050.  

(iii) Meningococcal Disease

Meningitis is the term used to describe inflammation of the protective membranes covering the brain and spinal
cord, which are called the meninges. The condition may develop as a result of infection with bacteria, viruses
and other infectious agents, but also as a result of injury, cancer or certain drugs. Some forms of meningitis are
mild and little intervention needed. However, meningitis infection is a potentially life threatening condition due to
proximity of the brain and spinal cord. Bacterial meningitis requires close observation and treatment with
antibiotics. Some forms of meningitis, such as those caused by Group C meningococcus, mumps virus,
Haemophilus influenzae type b, or pneumococcus may be prevented by vaccination.

Invasive meningococcal disease is a significant cause of morbidity and mortality in children and young adults in
Ireland, and therefore continues to be treated as a serious public health concern. In 2007, 179 cases of invasive
meningococcal disease (IMD) were notified in Ireland, of which 90% were laboratory confirmed. This was the
fewest number of cases notified for the four-year period 2004 to 2007, as set out in Table 5.6. Since the
introduction of the MenC vaccine in October 2000 incidence rates of IMD have decreased substantially. Prior to
its introduction, incidence rates in excess of 14 cases per 100,000 total population were occurring annually,
compared to 4.2 per 100,000 total population in 2007.

The peak age-specific incidence rate for IMD is in infants under one year of age, with a second, albeit much
lesser peak, occurring in teenagers. The age-specific incidence rate of IMD cases notified per 100,000
population, by age group, for the years 2004 to 2007 is illustrated in Figure 5.15.
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Figure 5.15  Age-specific incidence rate of IMD cases notified per 100,000 of population, by age group, 
2004 - 2007

Source: CIDR system 21 August 2008

Currently in Ireland, Neisseria meningitidis serogroup B is the pathogen most commonly associated 
with IMD, accounting for over 80% of all annual notifications. Table 5.8 sets out the IMD serogroups 
for the period 2004 to 2007. In 2007, two serogroup C cases (0.05 per 100,000 total population) were 
notified, the smallest number since IMD became notifiable. This contrasts with incidence rates of 3.5 
cases per 100,000 population for the years prior to the introduction of the MenC vaccine, and reflects 
the successful impact of this intervention.  
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Table 5.8  Number of cases of invasive meningococcal disease notified and crude incidence rates per 
100,000 total population, by serogroup, 2004 - 2007

Type of Infection 2004     2005       2006        2007       2004       2005       2006      2007 
Serogroup                                        n           n             n              n          CIR         CIR          CIR        CIR      
Group B 163 169 168 157 3.8 4.0 4.0 3.7
Group C 5 5 4 2 0.1 0.1 0.1 <0.1
Other Serogroups 4 8 6 2 <0.1 0.2 0.1 <0.1
No Organism Detected 26 21 31 18 0.6 0.5 0.7 0.4
Total 198 203 209 179 4.7 4.8 4.9 4.2

Age Group
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There were 28 IMD-related deaths notified in Ireland for the four-year period from 2004 to 2007. Seven of these
deaths occurred in 2007 (case fatality ratio of 3.9%). The case fatality rate (CFR) was highest in the one to two
year old age group at 10.2% (4 deaths out of 39 cases). Six of the deaths in 2007 were laboratory confirmed and
related to serogroup B disease. No serogroup C deaths occurred in 2005, 2006 or 2007.  Since 2001, no young
person has died in Ireland from serogroup C disease.     

Although significant advances have been made in the control of meningococcal disease, until an effective MenB
vaccine suitable for use in infants comes on the market, IMD remains a significant public health concern.

(e) Sexually Transmitted Infections (STIs)

The surveillance of STIs in Ireland is largely based on notifications to departments of public health from 
STI clinics, and to a lesser extent from laboratories and GPs. Aggregate data on STIs are collated 
quarterly by the HPSC. Table 5.9 outlines the type and number of STIs notified, and the corresponding 
crude incidence rates per 100,000 total population for the years 2004 to 2006.  

Source: Sexually Transmitted Infections 2006 - HPSC

• In 2006, 9,892 STIs were notified, an apparent 3% decrease compared to 2005. The apparent decline 
was, however, largely attributable to the inability of one particular STI clinic to provide aggregate data.

• Despite the decrease in STI notifications noted in 2006, STI notifications have almost trebled between 
1995 (n=3,365) and 2006 (n=9,892).  

• During 2006, three STIs accounted for 89% of all notifications: Ano-genital warts (35%, n=3,494); 
Chlamydia trachomatis (32%, n=3,144); Non-specific urethritis (22%, n=2,161).

• The total number of notifications among males generally exceeds that of females. In 2006, men 
accounted for 63% (n = 6,198) of STI notifications, women 37% (n = 3,652), and unknown gender 0.4% (n
= 42).

• In 2006, young adults aged 20 to 29 years accounted for 65% (n=6,376) of STI notifications.  

Table 5.9  Notifications of sexually transmitted infections (n) and crude incidence rates (CIR) per 100,000 
total population, 2004 to 2006

2004      2005       2006         2004       2005      2006       
Type of infection                                                          n            n             n            CIR         CIR        CIR      
Ano-genital warts 4,174 3,456 3,494 98.4 81.5 82.4
Chlamydia trachomatis infection (genital) 2,803 3,353 3,144 66.1 79.1 74.2
Non-specific urethritis 2,746 2,106 2,161 64.8 49.7 51.0
Herpes simplex (genital) 411 441 455 9.7 10.4 10.7
Gonorrhoea 270 342 431 6.4 8.1 10.2
Syphilis 144 282 134 3.4 6.7 3.2
Trichomoniasis 60 83 52 1.4 2.0 1.2
Hepatitis B (acute or chronic) 85 80 20 2.0 1.9 0.5
Chancroid 1 0 1 0.0 0.0 0.0
Granuloma inguinale 1 0 0 0.0 0.0 0.0
Lymphogranuloma venereum 0 1 0 0.0 0.0 0.0
Total 10,695 10,144 9,892 252.2 239.3 233.3
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These data highlight the burden of disease due to STIs in Ireland and are suggestive of considerable risk-taking
behaviour. Disease prevention is a primary objective of public health, and the data presented suggest that there
is considerable scope for improvement in the provision of services for both STI diagnosis and prevention in
Ireland. 

(f) Blood-Borne Viruses

The most common serious viruses carried in human blood are hepatitis C, hepatitis B and human
immunodeficiency virus (HIV). Hepatitis C became notifiable in 2004, and since then the number of cases notified
each year has been high, with 5,357 cases notified between 2004 and 2007. Approximately three-quarters of
these cases were notified by the HSE Eastern region. The largest risk group for Hepatitis C infection are injecting
drug users (IDUs).  

The number of hepatitis B notifications to HPSC increased almost 30-fold between 1997 (n=31) and 2007
(n=863). Some of this increase can be attributed to mandatory laboratory notification since 2004 and some to
new screening programmes. In September 2008, hepatitis B vaccine was added to the primary childhood
immunisation schedule for infants born on or after 1st July 2008. 

HIV is not a notifiable disease. Data on HIV in Ireland are obtained from the national HIV case-based reporting
system, a voluntary anonymous surveillance system. By the end of 2006, 4,419 diagnoses of HIV were reported
in Ireland. The number of newly diagnosed HIV infections increased considerably to a peak of 399 cases in 2003,
followed by a decrease to 318 cases in 2005. A 6% increase to 337 newly diagnosed HIV infections occurred in
2006. However, these trends must be interpreted with caution. There has been a decrease in heterosexually-
acquired cases primarily due to a decrease in infections diagnosed in people born in Sub-Saharan Africa. New
infections in heterosexuals born in Ireland and IDUs remain steady. In addition, there has been an increase in
new infections in men who have sex with men.  

(g) Healthcare Associated Infections

When a person contracts an infection while receiving medical treatment in a hospital, an outpatient clinic, nursing
home, or other health care setting, it is known as a healthcare associated infection (HCAI). HCAI is not new and
has always been a potential complication of medical treatment. The prevalence or frequency of HCAI varies
depending on, amongst other things, the type of patient and the hospital or healthcare facility's environment and
infection control practices. In the acute hospital setting, approximately 1 in 10 (10%) to 1 in 20 (5%) patients
develop HCAI following admission.  

There are many reasons why HCAI appears to be more common at present including:

• More 'high-risk' immuno-compromised patients, for example, those receiving treatment for cancer.  

• Increased movement of patients between wards due to pressures on hospital beds.

• Hospital infrastructure with a lack of suitable isolation facilities for patients with HCAI. 

• Improved diagnosis, recognition, and reporting of HCAI.

Data derived from recent prevalence surveys across the EU-25 suggest that 3,000,000 patients acquire a HCAI
annually. Approximately 50,000 deaths are estimated to occur every year as a consequence of such infections.
Across the EU, the most frequent infections are urinary tract infections (28%), followed by respiratory tract
infections (25%), surgical site infections (17%), bacteraemia (10%), and others (including diarrhoea of which
Clostridium difficile accounts for an increasing proportion). 
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A recent prevalence study of HCAI in hospitals was carried out by the Hospital Infection Society (HIS) within
England, Northern Ireland, Ireland, and Wales from February to May 2006, and by an NHS task force in Scotland
between October 2005 and October 2006. The prevalence rate for all HCAIs was:

• Scotland 9.0%.

• England 8.2%.

• Wales 6.3%.

• N. Ireland 5.4%.

• Ireland 4.9%.

Although the overall HCAI prevalence rate was 4.9% in Ireland, the rate was dependant on the type of hospital
surveyed; 6.0% in regional/tertiary hospitals, 4.2% in general hospitals, and 2.0% for specialist hospitals.

Approximately 20% to 30% of HCAIs are considered to be preventable by intensive infection prevention and
control programmes, including surveillance. Surveillance data on a number of target areas are now being
published on a regular basis which allows hospitals to identify quality improvements in relation to reducing
HCAIs. The HSE is committed to preventing and controlling HCAI and minimising antimicrobial resistance by
building on pre-existing initiatives and utilising the expertise and commitment of all healthcare workers. The HSE
is also availing of the assistance and cooperation of the public in improving the quality of patient care.

The HSE has set the following targets and have developed a strategy to achieve this:

• Reduce all HCAI by 20% over five years.

• Reduce MRSA infections by 30% over five years.

• Reduce antimicrobial prescribing by 20% over five years.

A targeted action plan has been put in place which will address areas such as education and increasing public
awareness, surveillance, developing and improving antibiotic stewardship programmes, improving infrastructure,
making best practice available, and ensuring appropriate governance arrangements are in place throughout the
system.

5.8 Oral Health

There have been major improvements in dental health in Ireland over the years. Water fluoridation, which was
introduced in Ireland in the 1960s, is recognised as a major contributing factor to the reduction in dental decay.
Currently, an estimated 71% of the population receive fluoridated domestic water supplies. In addition, the
introduction and increased use of fluoride toothpaste in Ireland since the mid 1970s is a contributory factor to
dental health improvements in fluoridated and non-fluoridated areas.  

Data on oral health are available for this section from two main sources:
• National surveys of children (1984 and 2000-2002) 

• National surveys of adults (1989-1990 and 2000).  

Tooth decay levels are described using a measurement called the DMFT index. This measurement counts the
number of teeth which are either decayed (D), missing (extracted) due to decay (M), or filled due to decay (F).
The level of natural teeth (edentulousness) is described using mean number of natural teeth present or 18 or
more sound untreated natural teeth (18+ SUNT).
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5.8.1 The Current Situation 

The goals for oral health by 2000 set out in the health strategy Shaping a Healthier Future (1994) have been
achieved for adults. In spite of declining caries (tooth decay or cavities) levels over time in children, the goals for
5-year-olds and for 12-year-olds in fluoridated areas were not attained. Dental caries is the most common
chronic dental disease:  

• Dental caries affect 79% of 15-year-olds in Ireland.

• The level of dental caries increases with age and is almost ubiquitous among adults.

• Children in fluoridated areas have 41% less decay in their primary teeth (1.3 teeth)  than those in non-
fluoridated areas (2.2 teeth).

There is a high level of periodontal inflammation and disease in the adult Irish population. Among 16 to 24-year-
olds, 35 to 44-year-olds, and those over 65 years, the percentage with shallow and deep pocketing is 11.9%,
40.2%, and 49.6% respectively.

Retention of natural teeth is an important goal in dental health because of the role of natural teeth in the basic
functions of daily living. Where teeth are lost, there may be a significant effect on diet, nutrition, general
wellbeing, and quality of life. Residents of non-fluoridated communities are more likely to have no natural teeth.
The proportion of adults with 18 or more sound untreated natural teeth is less in non-fluoridated compared to
fluoridated communities:

• In 16 to 24-year-olds (non-fluoridated: 87.0% versus fluoridated: 92.7%)

• In 35 to 44-year-olds (non-fluoridated: 25.2% versus fluoridated: 47.0%).

Traumatic injury can lead to loss of teeth. Traumatic injuries to permanent incisors occur in 6% of 8-year-olds,
20% of 12-year-olds, and 22% of 15-year-olds. A high proportion of traumatic injuries to the permanent incisors
remain untreated.  

Dental health has improved in Ireland over the past 30 years:

• The proportion of adults with no natural teeth has fallen since 1979.

• The level of dental caries in children and adults has fallen since 1984. 

• Between 1984 and 2000/02, the mean number of DMF permanent teeth for 15-year-olds fell by 49% (from
4.1 to 2.1) in fluoridated areas and by 41% (from 5.4 to 3.2) in non-fluoridated areas. 

• In adults, the mean number of DMF permanent teeth for 35 to 44-year-olds fell by 30% (from 18.9 to 13.3).

• The prevalence of dental fluorosis in children rose since 1984.

5.8.2 International Comparisons

The oral health of Irish children living in fluoridated areas is favourably ranked (DMFT 1.2 teeth) compared to the
average of 16 European countries and the USA (DMFT 1.1 teeth). The HBSC (2006-2007) survey of 41 countries
found that Irish children have risk factors, which if tackled, could result in improved dental health:

• Daily (or more often) soft drink consumption among Irish adolescents were similar to the average for the 
whole HBSC survey.

• For both boys and girls in Ireland, higher levels of soft drinks consumption were associated with lower 
family affluence.

• Tooth brushing frequency (twice daily or more often) among Irish girls is lower than the HBSC average for 
girls (67% compared to 73%), with the rate for Irish boys similar to the HBSC average for boys (54% 
compared to 52%), as displayed in Figure 5.16.
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Figure 5.16  Rates of tooth brushing twice daily or more often in 11, 13 and 15-year-olds

Source: Inequalities in young people's health.  Health Behaviour in School-aged Children International Report 2005/2006.  WHO 2008

Given these relatively unfavourable habits, the level of dental caries in Ireland is remarkably low. This is likely to
be due to the fluoridation of water supplies.

5.8.3 Inequalities in Dental Health

Disparities exist in oral health between sub-groups of the population:

• In general, caries levels are higher among the less well off.  

• Medical cardholders are more likely to have no natural teeth.  

• Dependents of medical cardholders are less likely to have had orthodontic treatment than those without 
medical cards (17% versus 26%).

• Adults eligible for PRSI dental treatment benefit scheme have the greatest number of teeth present and 
lowest treatment needs overall.

• Males are more likely to have no natural teeth.  

• In children, the prevalence of traumatic injuries to permanent incisors is higher among males than among 
females.

5.8.4 Dental Visiting & Treatment

Much of the unmet treatment need could be either prevented or remedied, by greater utilisation of services:

• Among the 65+ age group, only 2% of those with no teeth, and 38% of those with some natural teeth 
attend the dentist for regular check ups.

• Seventy per cent of those with no teeth and 24% of those with some natural teeth report that they have 
not visited a dentist within the last three years, citing 'no need' as their reason.

• Thirty-six per cent of 12-year-olds and 29% of 15-year-olds are recorded as having definite need for 
orthodontic treatment.

• Among 15-year-olds, 23% have undergone or are currently undergoing orthodontic treatment.
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5.8.5 The Future

Recent reports of a link between oral health and general health underscore the importance of a common risk
factor approach to health promotion and disease prevention among children and adults. An inter-sectoral
approach targeting a small number of risk factors has the potential to impact on a wide range of diseases
including oral health. While there have been improvements in dental health in recent decades, there are a number
of areas that could be addressed in order to achieve further gains including prevention of oral disease,
improving access to services, and health promotion initiatives. There are also some challenges, particularly in
relation to disadvantaged groups, children, and adults with special needs, and smokers. 

5.9 Mental Health

The WHO defines mental health as 'a state of wellbeing in which the individual realises his or her own abilities,
can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution
to his or her community'. Therefore, mental health refers to more than just 'the absence of disease', but includes
'a state of complete physical, mental and social wellbeing'.  

Psychological distress is viewed as an emotional condition that involves negative views of oneself, other people
and of the world we live in. Those experiencing psychological distress can experience feelings of tension,
anxiety, worthlessness, and irritability. These feelings can interfere with the person's ability to manage the normal
range of life experiences such as sadness, psychological pain, and disappointment. People who experience
psychological distress may be well most of the time, but experience repeated episodes throughout life, often of
worsening severity as time goes on. While many people experience psychological distress and go on to live full
and happy lives afterwards, others are born with, or develop more severe mental illness and distress.

5.9.1  Prevalence of Mental Health Problems

In order to address the gap in knowledge regarding psychological wellbeing and distress in the general Irish
population, the Heath Research Board commenced the National Psychological Wellbeing and Distress Survey
(NPWDS) in 2007, and surveyed by telephone a nationally representative random sample of 2,711 adults aged 18
years and over, living in private households.  

Baseline results showed that:

• The majority of the respondents reported 'good' or 'very good' mental health in the past year, with 15% 
reporting 'less than good' mental health. 

• Those aged 50 to 64 years were most likely to report less than good mental health. 

• A total of 14% (one in seven) of respondents reported experiencing mental health problems in the 
previous year, with females more likely to report mental health problems, and the youngest and oldest age
groups least likely to report such problems. 

• Current psychological distress was evident in a total of 12% of the sample (one in eight). 

• Females reported that they were more willing to disclose distressing information to others than males, but
this willingness decreased with increasing age.

Further analysis of the data in 2008 (HRB, 2008) revealed that:

• Almost 10% of the sample had spoken to a GP about mental health problems in the previous year, with 
an average of 4.4 visits per person recorded. More than two-thirds (71%) had attended a GP for 
physical health problems, with an average of 3.9 visits per year. Of those who reported mental health 
problems, almost 60% had discussed mental health problems with a GP in the previous year.
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• The projected figures from the total population aged 18 years and over suggest that 320,381 people will 
attend a GP for mental health problems, 160,190 people will attend outpatient clinics, 51,261 will attend 
day centres, and 19,222 will use inpatient mental health facilities over a one-year period.

• The most frequently reported barriers to attending a GP were cost of visits, the length of time involved in 
visits, and embarrassment/feeling awkward. Barriers were present for 16% of the sample.

• Approximately 6% of the adult population surveyed reported having been prescribed medication for 
mental health problems in the previous year, and this increased for females across age groups. 

• For males, the highest proportion reporting use of prescribed medication for mental health problems was 
in the age group 30 to 39 years. Few males aged 65 years and over reported using prescribed 
medication. 

• Antidepressants were more frequently prescribed than tranquillisers. The majority of respondents reported
that they had been prescribed the medication by a GP. 

• Ninety-three per cent of respondents were willing to seek help for mental health problems if required, and 
a GP was the preferred source of help, followed by a psychiatrist, counsellor, or psychologist. While 
almost 90% were willing to contact a GP, only 31% to 48% were willing to contact a psychiatrist, 
counsellor, or psychologist.

The HRB Mental Health Unit have extrapolated findings from this and other available sources of 
information on mental health to the general population, and Table 5.10 illustrates the findings.

Source of data 1 NPIRS, census and yearly data
Source of data 2 HRB NPWDS

*Estimated from sample

Table 5.10  Summary of available statistics in Ireland for point prevalence and prevalence of mental health 
problems and use of mental health facilities, rate per 100,000 population aged 18 and over

Description of data       Number in      Rate per Data            Date of 
population      100,000       Source           Study 

Point prevalence - psychological distress at any 384,457 11,999 2 Dec '05, Jan
point in time & Apr '06
Residents in private and public psychiatric units 3,839 106 1 31 Mar '06
and hospitals on census date
Residents in 24 hour nursed community residential 1,412  44 1  31 Mar, '06
facilities on census date
Self-reported mental health problems in previous year 448,533 13,999 2 Dec '05, Jan 

& Apr '06
Self-reported attendance at GP over previous year 320,381   10,000 2 Dec 2005, Jan
for mental health problems & Apr 2006
Self-reported attendance in inpatient services over 19,222 600 2 Dec 2005, Jan
the previous year & Apr 2006
Admissions to private and public psychiatric units 20,288 633 1 Jan to Dec
and hospitals 2006

* *

* *

* *

* *
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5.9.2  Utilisation of Acute Psychiatric Services by Children & Adults

In Ireland, information is collected on all patients admitted to 56 general hospital psychiatric units, psychiatric
hospitals, private hospitals, child and adolescent units, and the Central Mental Hospital (CMH). The data, which
are obtained from the National Psychiatric Inpatient Reporting System (NPIRS) are collated by the Mental Health
Research Division of the HRB, and published annually. 

(a) Hospital Inpatient Activity - Children & Adolescents 

• There were 398 admissions for children and adolescents (under 18 years of age) in 2006 and 271 of these
were first admissions. Males accounted for over half (55%) of all and first admissions.  

• Forty-two per cent of all admissions were aged 17 years at admission, one-quarter were aged 16 years, 
18% were aged 15 years, 8% were aged 14 years, and a further 8% were aged 6 to 13 years.  

• Depressive disorders accounted for 29% of all, and 30% of first admissions for persons under 18 years of
age. Ten per cent had a diagnosis of schizophrenia, 8% had a diagnosis of neuroses, and 8% had a 
diagnosis of behavioural and emotional disorders of childhood and adolescence. 

• Thirty-nine per cent of children and adolescents admitted in 2006 had been discharged within one week 
of admission, 14% were discharged within one to two weeks, and a further 20% were discharged within 
two to four weeks.  

• The average length of stay for children and adolescents admitted and discharged in 2006 was 23.2 days.
Average length of stay was longest in child and adolescent units, at 37.7 days, followed by private 
hospitals (19.0 days), general hospital psychiatric units (15.7 days), and psychiatric hospitals (14.0 days). 

(b) Hospital Inpatient Activity - Adults  

• There were 20,288 adult admissions (478.5 per 100,000 population) to acute psychiatric hospitals in 
Ireland in 2006. Of these, 5,601 were first admissions (132.1 per 100,000), with the balance (72%, 
n=14,687, rate 346.4 per 100,000) being repeat admissions.  

• Figure 5.17 illustrates all and first admission rates (per 100,000 population) since 1965. While all 
admissions have reduced substantially from a high in the 1970s, first admissions have seen a less 
dramatic reduction. The dramatic fall in all admissions reflects, in part, emphasis on treatment in the 
community, with consequent reductions in the numbers of readmissions to acute facilities.
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Figure 5.17  All and first admission rates (per 100,000 population) to psychiatric hospitals, 1965 - 2006

Source: NPIRS, HRB, 2007

• Males accounted for over half of all (51%) and first (55%) admissions and had higher rates of all (483.6) 
and first (144.1) admissions compared with females (473.4 and 120.1, respectively). The 45 to 54-year-old
age group had the highest rate of all admissions, at 763.1 per 100,000, while the 18 to 19 age group had 
the highest rate of first admissions, at 194.7 per 100,000.  

• Divorced persons had the highest rate of admissions. Single males had higher rates of all admissions 
compared to females, while females who were married, widowed, or divorced had higher rates of 
admission than their male counterparts.  

• Figure 5.18 illustrates the rates per 100,000 population of all admissions to psychiatric hospitals by socio-
economic group, with the unskilled occupational group having the highest rate of all (1,050.0) and first 
(212.6) admissions, while own-account workers (self-employed without employees) had the lowest rates, 
at 75.9 and 27.1 per 100,000, respectively.

Figure 5.18  Rates per 100,000 population of all admissions to psychiatric hospitals by socio-economic group, 2006

Source: NPIRS, HRB, 2007
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• Nationally, depressive disorders accounted for almost one third of admissions, schizophrenia accounted for 
20% of all and 13% of first admissions, while alcoholic disorders accounted for 14% of all and 15% of first 
admissions.  

• Figure 5.19 illustrates the diagnosis of all and first admissions. Schizophrenia had the second highest rate of 
all admissions nationally, while alcoholic disorders had the second highest rate of first admissions nationally.

Figure 5.19  Diagnosis of all and first admissions, 2006

Source: NPIRS, HRB, 2007

• There were 20,098 discharges from and 161 deaths in, Irish psychiatric units and hospitals in 2006. Of the
161 deaths, 87 (54%) were male and 74 (46%) were female. Sixty-one per cent of deaths were aged 75 
years and over. 

• Forty-one per cent of those who were discharged with alcoholic disorders, 27% who were discharged 
with depressive disorders, and 19% with schizophrenia, were discharged within one week of admission. 
Almost all discharges for alcoholic disorders (98%), schizophrenia (86%), and depressive disorders (95%) 
occurred within three months of admission.

• The increasing trend towards shorter episodes of inpatient care continued, with 47% of discharges in 
2006 occurring within two weeks of admission, 68% within 4 weeks, and 93% within three months of 
admission. Just two per cent of discharges occurred after one year or more in hospital.  

• The average length of stay was 27.5 days. Almost one-third of discharges from general hospital 
psychiatric units (31%), and 34% from psychiatric hospitals occurred within one week of admission, 
compared with 10% from private hospitals. Private hospitals had the longest average length of stay, at 
34.7 days. However, the proportion of re-admissions to private hospitals was slightly lower (67%) than 
that to general hospital psychiatric units (72%) or to psychiatric hospitals (76%).
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5.9.3 High Support Community Residences 2006 

A census of high support community residences in Ireland was carried out on the night of the 31 March 2006. All
residences operating under the provisions of the Mental Health Act (2001) were reviewed. Excluded were
residences which catered only for patients with intellectual disabilities or learning disabilities.

• There were 113 residences with 1,412 people resident (46.6 per 100,000 population). 

• All residents were aged 16 years or more.

• There were more males than females.

• The majority of male residents were diagnosed with schizophrenia.

• About half of the residents were aged between 45 and 65 years.

• Just over one third of the residents were aged 65 years or over.  Just 18% were under 45 years of age. 

• Less than 17% of the residents had lived in their current accommodation for under a year, with almost 
half (45%) having been resident in the high support facilities for five years or more. 

• Few residents were employed, either in sheltered or mainstream employment. The majority were 
attending day centres. 

5.9.4  Deliberate Self-harm

In 2007 the National Registry of Deliberate Self-harm recorded approximately 11,100 deliberate self-harm 
presentations to hospital, made by approximately 8,600 individuals. 

• The female rate in 2007 was one-third higher at 215 per 100,000 compared to 162 per 100,000 for males.

• Deliberate self-harm was largely confined to the younger age groups. Almost all (88%) were by people 
aged less than 50 years. The majority of these were by people under 30 years of age.

• The highest rate for females was in the 15 to 19 years age group (600 per 100,000) and for males in the 
20 to 24 year age group (392 per 100,000).

• Almost a quarter (23%) of all deliberate self-harm presentations were due to repeat acts, with these 
repeats more common for males than females.

• Drug overdose was the most common method (74%) of self-harm, and was more common in females 
(80%) than males (65%). 

• Self-cutting was the second most common method of self-harm, used by a fifth (21%) of cases, with 
these cases being more likely to repeat their actions. This method was more common in males (26% for 
males versus 18% for females). 

• Alcohol was consumed in 41% of all incidents of deliberate self-harm, more commonly for males (44%) 
than females (38%). Alcohol may be one of the factors underlying the pattern of presentation with 
deliberate self-harm, which shows peaks late at night and at weekends.

• Admission to psychiatric inpatient care directly from the emergency department was most common for 
cases where hanging (34%) and attempted drowning (28%) were used. However, one in three of these 
cases were not admitted following emergency treatment and the emergency department was the only 
treatment setting for more than half of all deliberate self-harm patients.
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Figure 5.20 illustrates deliberate self-harm rates per 100,000 population for males and females in 2007, along
with suicide rates. Self-harm and acts of parasuicide far exceed the suicide rate, especially so for females aged
15 to 19 years of age.

Figure 5.20  Deliberate self-harm (DSM) and suicides per 100,000 population, males and females, Ireland, 2007

Sources: National Registry for Deliberate Self-Harm & CSO
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