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INTRODUCTION 

This report is about the first two years of the Kilkenny Health 

Project . During that time we have learned a great deal about 

Kilkenny, about the way people live their lives and the manner in 

which they are at risk of developing coronary heart disease. Here 

we present some of the background to the Project, some of the 

results of the baseline survey and some of the activities of the 

health promotion programme. 

This report does not however contain details of the future work 

of the Project. Now that there is a greater awareness of the 

extent of the problem of coro nary heart disease, it is hoped to 

elicit the active support of a wide range of people in Kilkenny 

to draw up such plans. 

It would be desirable to develop poli c ies appropriate to Kilkenny 

in relation to healthy eating, smoking, physi c al activity and 

high blood pressure. Ideally, such policies would be adopted by 

the South-Eastern Health Board, by Kilkenny Corporation and 

Kilkenny County Council, by schools and by commercial and other 

groups in Kilkenny. This would represent a commitment by such 

organisations to make the changes which are necessary in order to 

help people make healthy choices. 



It would be impossible to name all those who have already 

demonstrated their goodwill and support and who have assisted the 

Project in 80 many ways . However all of us associated with the 

Project here in Kilkenny would wish to acknowledge with gratitude 

the help received from Professor Pekka Puska, Dr. Jaakko 

Tuomilehto and Dr. Aulikki Nissinen of the North Karelia Project 

in Finland, from Dr . Alun Evans of the Belfast Moni ca Project, 

Professor John Cat ford of Heartbeat Wales and Dr. June Flora of 

the Stanford Five City Project . We also greatly appreciate the 

support of Dr . Zbynek PiaB and Dr . Siegfried Dothig of the 

Cardiovascular Disease Section of the World Health Organization 

In Geneva. 

We have been greatly encouraged by the interest in the Project 

which has been expressed by people of all ages and from all walks 

of life in Kilkenny . That is why we are confident that over the 

years to come the people of Kilkenny will rise to the challenge 

to " Take Care of Your Heart" with the Kilkenny Health Project . 

• 



1. SETTING THE SCENE 

1. 1. Health for All by the Year 2,000 

In Hay 1977, the Thirtieth World Health Assembly resolved that 

t'the main social target of governments and WHO in the coming 

decades should be the attainment by all citizens of the worl d by 

the year 2,000 of a level of health that will permit them to lead 

a socially and economically productive life". 

In the European Region , this goal was considered urgent for two 

main reasons. Firstly, despite the financial resources devoted 

to the health sector and the development of new drugs and medical 

techniques in recent decades, people's level of health is far 

lower than it could be. Secondly, despite the overall high level 

of development in the Region and the scientific, economic and 

educational level of most countries, the massive challenge of 

i nequalities in health still has to be met . 

Health for all in Europe deals with four dimensions of health 

outcomes: 

To ensure equity in health by reducing the present gap 

in health status between countries and groups within 

countries; 

To add life to years by ensuring t he full development 

and use of people's integral or residual physical and 

me n tal capacity to derive full benefit from and to cope 

with life in a healthy way; 

To add health to life by reducing disease and 

disability; 

To add years to life, by reducing premature deaths, and 

t he r eby increasing life expectancy . 
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In the context of the Kilkenny Health Project, it is of interest 

to examine the main causes of premature death a mong middle-aged 

Iris h men and women. Fr om the above , it is clear that premature 

death is but one measure of health outcome. However, with the 

exception of diseases such as chronic arthritis, mortality 

statistics also act as a crude indicator of the burden of 

disability carried by a community from chronic non-infectious 

diseases. Mortality statistics have the advantage of being 

routinely collected and allow for comparison over time and 

between co un tries . 

1.2 Causes of Death in Ir eland 

Examination of the death rates of Irish men du r ing the past 

century shows that t he r e has been a dramatic decrease i n death 

rates in those aged under 5 years. In ca mparison, reduction in 

mortality in those aged 55 to 64 years has been modest . Despite 

increasing expenditure on medical services, improvement in life 

expectancy in middle-aged Irish men has been modest (Table 1). 

Table 1. Expectation of life at selected ages for 
Irish males and females in 1950 - 52 and in 1982 

Nu.ber of additional years a person can expect 
to live at a particular age. 

fellales Male s 
1950-52 1982 1950-52 1982 

Age 0 

1 

25 

45 

64.5 

66.9 

44.8 

27.0 

2. 

70.1 

69.9 

46.9 

28.1 

67.1 75.6 

68.8 75.4 

46.6 51.9 

28.9 J2.6 



The "standardis ed mortality ratio" (SHR) takes account of changes 

ove r time in the proportions of the population in different age 

groups. Figure 1 shows how the total mortality rates would have 

altered from 1961 to 1983. if the changing mortality rates had 

applied to a population with the structure of the 1981 

populat ion. There was a net reduction in the SMR for all causes 

of death in those aged 40 to 69 years which was greater in 

females than in males. 

Examination of the causes of death shows that for men and women 

of all ages, heart disease, stroke and diseases of other blood 

vessels are the largest single cause of death, causing 50% of all 

deaths in Ireland (Tables 11 and 111). For men aged 25 to 64 

years, heart disease, stroke and related diseases cause 47% of 

all deaths. Among women aged 25 to 64 years, all cancers 

combined are t h e largest category of deaths. Heart dis ease, 

stroke and diseases of other blood vessels cause 1 in 3 of all 

deaths of women in this age group. 
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Table 11. Causes of death 
those aged 25-64 year s. 

• >n 

All Ages 

Heart disease 
stroke, etc. 

Cancers 

Chronic chest 
di sease 

Infections 

Accidents and 
posioning 

All other causes 

Total 

49.9: 

19.5: 

7. 1~ 

6.7: 

5.8: 

11 : 

100 : 

1983 In Men at all ages and In 

25-64 Years 

Heart disease 
stroke, etc. 

Cancers 

Accidents and 
• • poJSOfung 

Chronic chest 
disease 

Infections 

All other causes 

Total 

47.~ 

2S.S~ 

11.~ 

4.9~ 

3.3% 

8.3~ 

100 % 

Table Ill. Causes of death In 1983 In w~n at all ages and in those aged 
25-64 years . 

• 

All Ages 

Heart disease 
stroke etc. 

Cancers 

Infections 

Chronic chest 
disease 

Accidents 
and poisoning 

All other 
causes 

Total 

50.5: 

19.7: 

9.1: 

4.2~ 

13.D: 

100 : 

4. 

25-64 years 

Cancers 

Heart disease 
stroke, etc. 

Accidents 
and pois oning 

Chronic chest 
disease 

Infections 

All other 
causes 

Total 

41.6~ 

32 .1:1 

4.6~ 

3.6~ 

10.8% 

100 :I 



1.3 Death Rates from Heart Disease and Stroke 

From 1968 to 1983 death rates from coronary heart disease 

increased in men aged 55 to 64 years (Figure 2). There was also 

an increase in death rates in men aged 45 to 54 years in the 

early 1970s, followed by a very slow decline (Figure 3). During 

the 1970s there was little evidence of change in death rates from 

coronary heart disease in Irish women aged 55 to 64 or in those 

aged 45 to 54 years . 

Examination of the SMR standardised to the age structure of the 

1981 population shows an increase in the male SHR for those aged 

40 to 69 years from 1968 to 1974 (Figure 4). It is possible that 

the male SHR has started to decline since 1978. During this time 

there was a decrease in the SMR for females. This was associated 

with a decrease in death rates from corona ry heart disease in 

women aged 65 to 69 years. 
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Death rates f r o m stroke have d ecreased s inc e t h e late 19606 in 

those aged 55 to 64 years (Figure 5). This decline was greater 

in females than in mal es . Redu ct ion in st r oke mortality also 

occurred from 1977 onwards in thos e aged 45 to 54 years (Figure 

6) . 

The SHR for cerebrovascular disease s h o ws that for women aged 40 

to 69 years there ha s b ee n 8 s u staine d reduction in death rat es 

from stroke s ince the early 19608 (Figure 7) . There ha s also 

b ee n a de c line in the SHR for stroke in men in thi s age g r o up. 

following 8 peak in 19 70 . 
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1.4 Some International Comparisons 

Life expectancy at birth for the Member States of the Council of 

Europe is shows in Table IV. Turkey has by far the lowest life 

expectation (14 years less than Iceland). For the ot her Member 

States the minimum is at present arou nd 69 to 71 years for males 

(Portugal, Ireland, Austria, Malta and Belgium) and around 74 to 

76 years for females (Malta, Ireland). 

Table IV . Life expectancy at birth for Memb er States of the 

Council of Europe. 

Country 

Austria 

BelgilMn 

Cyprus 

Demark 

France 

Germany r R 

Greece 

Iceland 

Ireland 

Italy 

Life expectancy at birth Country 
(in years) 

Period Males Females 

1983 69 . 53 76.61 Luxerrbourg 

1979/82 70.04 76.79 Malta 

1978/03 72.31 76.98 Netherlands 

1982/83 71. 5 77.5 Norway 

1982 70.71 78 .85 Portugal 

1981/83 70.46 77.09 Spain 

1980 72.15 76.35 Sweden 

1981/82 73.9 79.4 Switzerland 

,Q1;;u ~O ' I "15· 1<> Turkey 

1977/79 70.61 77.19 United 
Kingdom 

Life expectancy at birth 
(in years) 

Period Males Females 

1980/82 70.0 76.7 

1983 70.38 73.82 

1982/83 72.75 79.48 

1982/83 72.69 79.54 

1979/ 82 69.1 76.7 

1980 72.5'" 78.59 

1982 73.4 79.4 

1982/83 72.8 79 . 5 

1980/ 85 60.6 65.6 

1980/82 70.8 76 .9 

In 1980 the mortality rates from coronary heart diaease s ho wed 

Irish men and women to have had the fourth highest rates of 27 

developed countri es which provide reliable mortality statistics 

(WHO 1985). The age-standardised mortality rates used took 

account of differences in the age structure of populations in 

different countries. 
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An interesting pattern emerges whe n we examine the mortality 

rates, standardised for age, for males aged 40 to 69 from 1961 to 

1982 for the United States of America, Australia , England and 

Wales and Ireland (Figure 8). The rates in the United States and 

Australia were higher during the 1960s than those in the British 

Isles . However, a decline in mortality rates started in 1968 and 

has continu ed into the early 1980s. During the 1960s the 

coronary heart disease death rates in England and Wales were 

consistently higher than those in Ireland. However , an increase 

in the Irish rates during the 1960s and 1970s has resulted in the 

Irish rates in the early 1980s being the highest of the four 

countries examined here. 

Mortality rates from coronary heart disease also declined for 

women in the United States and Australia since the late 1960s 

(Figure 9) . Death rates for women in England and Wales were 

consistently lower during the 1960s and 1970s than for Irish 

women . Despite a reduction in mortality among Irish women during 

this time, their death rates in the early 1980s are the highest 

of the four countries examined . 

Comparison of age-sta n dardised mortality rates from stroke in 

1980 in developed countries places Irish men mid-way between the 

countries with the highest and lowest death rates . The Irish 

rates were only one-third those of the country with the highest 

death rates . Nevertheless, the Irish rates were twice as high 8S 

those in the country with the lowest death rates. 

Similarly, death rates from stroke in Irish women aged 40 to 69 

years were ninth highest of the countries studied. The Irish 

rates were less than half the rates of the country with the 

highest death rate, but were more than twice as high as the 

country with the lowest rates . 
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1.5 Summary 

There has been little improvement in life expectancy for 

middle-aged Irish men in recent decades. Life expectancy for 

women has increased. Life expectancy at birth for Irish males 

and females is among the lowest in Europe. Heart disease and 

stroke are the largest single category of deaths for Irish men 

and women. 

There was an increase in mortality rates from coronary heart 

disease in middle-aged Irish men in the early 1970s. It is 

possible that these rates have now plateaued. There has been a 

decrease in mortality rates from coronary heart disease in Irish 

women. Mortality from stroke has declined for both men and women 

in recent decades. 

Irish men and women are towards the top of the world league for 

death rates from heart disease . This situation becomes more 

urgent in the light of the reductions in coronary heart disease 

mortality which have occurred in recent decades in countries such 

as the United States and Australia. 

2. PREVENTION OF CORONARY HEART DISEASE 

2 .1 What is Coronary Heart Disease? 

Coronary heart disease is a term used for impairment of heart 

function due to inadequate blood flow. This is caused by 

obstruction to the coronary arteries by the build-up of fatty 

deposits. This is associated with hardening of the walls of the 

arteries and is referred to as "atherosclerosis". 
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Inadequate blood supply can result in chest pain, or tightness, 

which comes on with exercise and is relieved by rest. This is 

known as '·angina". While disabling, the the chest pain can be 

relieved by drugs and by attention to factors which are 

associated with the development of coronary heart disease. 

A sudden disruption of blood supply to the heart muscle, such as 

by clot formation in a blood vessel with walls which are damaged 

by atheroscleroais, can result in more prolonged chest pain or 

discomfort. This is known as a "heart attack". 

For some people this is the first warning that their coronary 

arteries are diseased. Unfortunately, a first coronary attack 

can prove fatal within minutes of onset. For those who survive, 

a rehabilitation programme can help to reduce the risk of a 

recurrence of the heart attack. 

• 

The extent of build-up of atherosclerotic material and of 

blockage of the heart's blood vessels can now be estimated uaing 

special X-ray techniques. If such a coronary arteriogram shows 

important blockages of the coronary arteries in a person who has 

symptoms of heart disese, coronary artery surgery may be 

recommended. Again, rehabilitation will usually be advised after 

surgery so that the person can reduce his or her risk of a 

further onset of symptoms of heart disease. 

2.2 Prevention of Coronary Heart Disease 

There has been great interest in the steps which can be taken to 

prevent coronary heart disease because it is so common in 

middle-aged people in developed countries, because it can be 

fatal before medical help is available and because it can cause 

chronic disability. 
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Heart disease is a twentieth century epidemic. In recent years, 

however, there has been a dramatic reduction in deaths from heart 

disease in countries such as the United States, Canada, 

Australia, New Zealand and Finland. The decline has been 

associated with changes in health care, in health behaviour and 

in distributions of coronary heart disease risk characteristics . 

Clinical observation, laboratory research both in animals and 

man, and population studies, b oth natural and experimental, have 

provided useful knowledge concerning the factors which are 

associated with the develoment of coronary heart diseas e . There 

are some factors over which we exert little control, such as 

increasing age and male sex. Fortunately there are other factors 

involved which can be changed. 

The World Health Organization ' s Expert Committee on the 

Prevention of Coronary Heart Disease refers to the " Co mponents of 

Lifestyle" which are associated with the development of coronary 

heart disease . Three of these characteristics contribute greatly 

to its mass occurrence and explain much of the po pulation and 

individual differences in coronary risk - a habitual diet which 

is high in saturated fats and cholesterol, associated with a high 

prevalence of raised levels of cholesterol in the blood; 

cigarette smoking habit and elevated blood pressure. Other 

factors associated with development of co ronary heart disease 

include obesity, physical inactivity, and excess alcohol 

comsumption. 

Response to stress, as indicated by a competitive "type A" 

behaviour pattern wa s associated with corona ry heart disease. 

However, when allowances have been made for other factors such as 

a high fat diet, raised blood pressure and cigarette smoking, 

there has not been consistent evidence that stress of itself is 

an "independent" risk factor. 
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The WHO Expert Committee concluded that "with regard to several 

key preventive measures, the balance of evidence indicates 

sufficient assurance of safety and a sufficient probability of 

major benefits to warrant action at the population level". 

2 . 3 Community Prevention Programmes 

The WHO Expert Committee on the Prevention of Coronary Heart 

Disease considered than in countries where the disease is most 

frequent that the majority of people have levels of risk factors 

which are too high . Most cases of coronary heart disease occur 

among the large number of people in whom risk factors are 

moderately elevated. A mass (population) approach is necessary 

to help t his large gruop . 

A reduction in risk factors should also be sought in those at 

highest risk. Such sn approach, however, while beneficial for 

this smaller group, would not of itself be sufficient to 
• alleviate t he problem in the population as a whole. 

The WHO Expert Committee therefore recommended that preventive 

approaches should be aimed at whole communities. It also 

recommended involvement of all age groups, including children, 

because atheroscleosis starts at a young age . Behaviour 

patterns, including eating and smoking habits. are also commonly 

established in childhood. 

A community programme involves the provision of information in an 

appropriate and consistent way and in a variety of locations and 

settings. In order to communicate such information effectively, 

it is necessary to know the level of knowledge and the attitudes 

of the group to whom the message is targeted . 
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It is not sufficient to provide information on the risks to 

health associated with certain habits. It is also necessary to 

equip pe o ple with the skills necessary to change those habits and 

to motivate them to learn and to apply these skills. The 

psychological, social and environmental factors which help people 

to maintain the new behaviour must also be co nsidered. 

It is easier for individuals to adopt new behaviours if others in 

their h o usehold, workplace or school, also act in this way. 

Conversely, it is more difficult to change if most of those with 

whom one comes in contact continue with less healthy behaviours. 

Thus to be effective in helping individuals to change their 

habits, it is ne cessa ry to encourage the development of a society 

and a culture which favours the new behaviours. 

In any society there are people who by their nature, or the 

position which the y hold, are recognised as leaders of opinion. 

The co-operation and support of such people is necessary for the 

success o f the community programme to promote health. 

People can be categorised by their willingness to ad o pt new 

behaviours. Thus some people who experiment with new ways of 

living are termed early innovators. New ideas are taken up by 

these people, who are frequently opinion leaders. The majority 

of the community is then influenced by contact with them. In 

this way, changes in behaviour spread throughout the community. 

Community support for change is most likely if such change has 

been actively sought by the community. Direct involvement of 

community organisations in the planning and implementation of 

programmes helps to develop and maintain such support. 

17. 



It is also necessary to ensure that the environment is conducive 

to making it easier to make a healthy choice rather than an 

unhealthy one. Such an envionment would, for example. provide a 

wide variety of foods and would have easily accessible exercise 

facilities. 

The development of a society and culture which favours healthy 

behaviours, supported by community networks, together with the 

development of an environment conducive to healthy behaviour 

would facilitate individuals in making changes to promote their 

health and wellbeing. 

These theoretical concepts have been developed and tested in 

Finland and in the United States of America. A simple model of a 

community programme derived from these theories is presented in 

Figure 10. 

COMMUNITY 

Groups 
Opinion 
leaders 

PROJ[CT Individuals 

1 
Altered Behaviour 

j. 
Risk factors 

! 
Morbidity/Mortality 

[NVIRONM[NT 

Social 
Cultural 
Physical 

figure 10. ModeJ of a cOI'l'lUnity progran."c to promote health. 
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In North Karelia, in Eastern Finland, a community cardiovascular 

disease prevention progrsmme was started in 1972. At that time, 

coronary heart disease rates were very high in North Karelia. 

Since the community prevention programme, started, there have 

been reductions of 3% per annum in coronary heart disease death 

rates in men. Mortality in North Karelian men started to 

decrease steeply two years after the Project started. There has 

also been a 5% per annum reduction in coronary heart disease 

death rates in women in North Karalia. 

Similar preventive activities were later launched in the rest of 

Finland, partly based on the experience gained from the North 

Karelia Project. There have also been reductions in coronary 

heart disease mortality in the rest of Finland, thogh not as 

great as in North Karelia. 

The experiences of the North Karelia Project and of similar 

programmes in the United States, in Stanford and in Minnesota 

have been used in the development of the Kilkenny Health Project. 
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3.0 KILKENNY 

Kilkenny has been chosen 88 the county in which to implement 8 

community programme to reduce the risk of heart disease. 

Kilkenny was chosen because of its history of community 

development and its well-known civic spirit and county pride. 

There is 8 mixture of urban and rural communities in the co unty. 

It is accessible to the academic and other institutions in 

Dublin, which is necessry for the develoment of this type of 

programme. The South-Eastern Health Board, in which Kilkenny is 

located. was enthusiastic in its support of the proposed Proje ct . 

The county is located in the South-Eastern Region of Ireland 

(Figure 11). County Kilkenny had a population of 70,806 at the 

1981 census of population. Aproximately 25% of the population 

live in Kilkenny city and environs. There are five further towns 

with populations of 1,000 to 1,500 people, seven towns with 

populations between 500 and 1,000 and nine villages with 

populations less than 500. The remaining approximately 50% of 

the population live in a completely rural setti ng. 

The age structure of the population is very similar t o that for 

the country as a whole (Table V). In 1981, 47% of the population 

were aged under 25 years. A further 42% of the population were 

aged between 25 and 64 years, while 11% were aged 65 years or 

o lde r. Such a large proportion of young people in the population 

has obvious implications for a health promotion programme. 

At the 1981 census of population, it was estimated that 29% of 

the total male labour force were involved in economic activities 

relating to agriculture, 35% wer e in industry and 27% were in the 

service and other sectors. At that time, almost 9% of the male 

labour force were unemployed. In 1981, 24% of the female 

population aged 15 years and over were at work outside the home. 

Agriculture and related industries sre clearly important economic 

activities in Kilkenny. Avonm ore Creameries are major producers 

of liquid milk, processed c heese and butter. Kilkenny farmers 

also produce beet for the sugar factory in nearby Carlow. 
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rigure 11. 

TABLE V 

Age Group 

0.4 

5. 14 

1 5. 24 

25. 34 

33. 44 

45. 54 

55. 64 

65. 74 

75+ 

TOTAL 

*Estlmated 

••• 

o 

D 

Ireland 

o 
Dublin 

Kilkenny 

South Eastern Health Board 

Kilkenny is located in the South-East Region 
of Ireland. 

Populati on of Ireland and of County Kilkenny as 
estimated at the 1981 census of population 

IRELAND 
Number 

347600 

690300 

606400 

461400 

357900 

303700 

266200 

237760-

130120-

3443400 

% 

10. 1 

20. 0 

17. 7 

14. 0 

10. 4 

6.6 

6. 3 

6. 9 

3. 6 
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CO. KILKENNY 
Number 

7466 

14373 

11613 

9745 

7292 

6167 

6373 

5016 

27 1 7 

70606 

% 

10. 6 

20. 3 

16. 4 

13 . 6 

10. 3 

6. 7 

9.0 

7. 1 

3. 6 



Kilkenny also has a large brewery. Many of those working in the 

service sector live at h ome on the family farm. It will be 

important for the Kilkenny Health Project to develop good working 

relationships with local agricultural producers, processors and 

retailers. 

Between 1981 and 1985, t he total number of persons out of work in 

the county increased by approximately 40%. The proportion who 

are unemployed is less than the national average. Nevert heless, 

those who are out of work will require special consideration in 

the developme nt of the Pro ject . 

The total (all causes) mortality rate for County Kilkenny is very 

similar to the national r ate and to the rate for Leinster (Figure 

12 ) • Leinster is the most heavily populated of the four 

provinces of Ireland a nd is the province in which Dublin and 

Kilken ny are located. 

In 1983 there were 100 deaths in males and 57 deaths in females 

aged 25-64 in Kilkenny Co unty. There were a further 1 24 deaths in 

males and 64 in females aged 65-74. Of these 345 deaths, 122 

(35%) were caused by ischaemic and other forms of heart diease, 

there were 4 deaths attrib u te d to hypertensive disease, 32 were 

caused by ce rebr ovascular disease and a further 11 deaths were 

due to " other diseases of the circulatory system". 
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figure 12. Crude total mortality rates for 
Ireland and standardised rates for leinster and 
County Kilkenny 1976 to 1983. 
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4. THE KILKENNY HEALTH PROJECT 

4.1 Aims 

By the early 1980s it was realised that important reductions in 

death rates from heart disese had occurred in countries such as 

the United States of America. Australia. and Finland. A large 

body of evidence had been amassed on factors which are associated 

with the development of the disease. Expert groups were in 

agreement that a change In the eating, smoki ng a nd activity 

patterns of the population were likely to be associated with a 

redu c tion in death rates in coronary heart disease. In Ireland, 

despite the efforts of many organisations and professionals, 

death rates from heart disease continued at a high level . 

It was against this background, that the Department of Health, in 

response to a request from the Irish Heart Foundation, set up the 

Kilkenny Health Pr o ject with the following aims: 

1. To undertake a community health programme whi c h aims at 

altering the environment and behaviour of a defined population, 

in order to modify risk factors for co ronary heart disease. 

2. To evaluate the impact of the pr og ramme in altering 

knowledge, attitudes , and behaviour, in relation to specific risk 

factors for co ronary hert diease and stroke i . e. smoking, 

hypertension, diet (i ncluding lipid levels) and alcohol 

co nsumption, body weight and physi ca l activity . 

3 . To evaluate the impact of the progamme in altering the 

specific risk factors for coronary heart disease and stroke. 

4. To monitor the incidence and prevalence of cl inical coronary 

heart disease, and the incidence of stroke througho ut the period 

of the programme and to co mpare this with available reference 

da ta . 

5. To assess the programme which will be developed. as to its 

feasibility (including cost) as a model which could be used to 

promote health nationwide. 
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4.2 Methods 

The overall plan of the Kilkenny Health Project is set out in 

Figure 13. Changes over time in behaviour and in risk factors 

will be measured in Kilkenny and compared with changes which 

occur in the reference area. 

Kilkenny 

February 1985 

February 199 0 

Survey 

Health 
Promotion 
Programme 

Survey 

Referen ce Are a 

D Survey 
December 1985 

D Survey 
December 1990 

Figure 13. Proposed methods a nd time schedule for Kilkenny 

Health Pr oject. 

The Kilkenny Health Project started in October 1984 and was 

officially launched by the Minister for Health, Mr. Barry 

Desmond, in March 1985. The baseline survey started in Kilkenny 

in February 1985 and was finished in the reference area in August 

1986. The health promotion programme started in Kilkenny in 

September 1985. 

4.3 The Baseline Survey: Methods 

The purpose of the baseline survey was to estimate the knowl edge, 

attitudes and behaviour relevant to the development of coronary 

heart diseas e and to measure the levels of risk factors for 

coronary heart disease, in a sample of the population of County 

Kilkenny. A post-programme survey of an independent (different) 

sample will allow estimation of changes which occur during the 

Project. The baseline survey also provides information which will 

facilitate the development of an appropriate health promotion 

programme. 
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A sample of the population of County Kilkenny was chosen by the 

Economic and Social Research Institute. The RANSAM computer 

programme was used to generate a random sample of the population 

from the electoral registers for County Kilkenny. The people were 

contacted initially by letter. Non-responders were contacted by 

an interviewer. 

Survey methods used were similar where possible to those being 

used in the Monica Project (International Monitoring of 

Cardiovascular Diseases). One of the collaborating centres is in 

Belfast. Invaluable help was received from the Belfast Monica 

Project in designing the Kilkenny survey questionnaires and in 

staff training. 

When the subject arrived at the survey centre, the procedures 

involved were explained and written consent to participation was 

obtained. The survey included the following: 

• 

Identification and demographic data 

A self-administered Questionnaire on Health Knowledge and 

Attitudes 

The Main Survey Record, administered by a survey nurse 

Past history of myocardial infarct (heart attack) 

stroke/jaundice 

Current diabetes/hypertension 

Drug therapy 

Family history of co ronary heart disease 

Current angina / peripheral vascular disease / dyspnoea or 

shortness of breath 

Physical a c tivity 

Diet 

Smoking 

Al co hol 
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Height was measured using 8 two metre rule taped vertically to a 

wall and weight was recorded using 8 set of SECA 708 digital 

weighing scales . 

Blood pressure was recorded twice using a liawks1ey Random Zero 

sphygomanometer. The systolic and fifth phase diastolic were 

recorded . An electroca~diogra m (ECG) was recorded using a 

Cardiovit 3 - Automatic Microprocessor Electrocardiograph. 

A sample of venous blood was taken to measure total cholesterol 

and high density lipoprotein (HDL). 

Par ticipants were requested to complete a Food Frequency Record 

and to return it by post. Subjects were also given some health 

education literature before leaving the survey centre . 

Participants were asked to nominate the general practitioner to 

whom they wished their results to be sent . Participants also 

received notification of their own results. Those surveyed were 

ref erred to their general practitioner If they complained of 

chest pain suggestive of angina, if they were found to be obese , 

t o have a systo1ic blood pressure greater than 160mm Hg or a 

diastolic greater than 100mm Hg, if the blood cholesterol was 

greater than 250 mgs / d1 or if the ECG was reported as abnormal. 

The survey was carried out by two specially-trained survey nurses 

and a receptionist . The main survey base was located in the 

South-Eastern Health Board's health centre in the Kilkenny 

Shopping Centre in Lougllboy . South-Eastern Health Board health 

centres in Clogh , Thomastown, Callan and Ferrybank were also 

used. 
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4.4 The Baseline Survey: Results 

A total of 770 people were surveyed (Table VI). This represented 

a response rate of 77% of the original sample. The response rate 

was higher among men than among women and was lowest among the 

women in the 55-64 age group. 

As would be expected the majority (84%) of those surveyed were 

married (Table VII). The remainder were single (11%), widowed 

(3%) or divorced or separated (2%). One- quarter of the group 

lived in Kilkenny City and environs (Table VIII). Three-quarters 

lived either in small villages or in the countryside. 

Of the males who were surveyed, 84% were in employment and 6% 

were unemployed (Table IX). A further 2% were engaged in domestic 

duties and J% were retired. Almost a quarter of the women 

surveyed were at work outside the home. 

The social class grouping was determined either by the person's 

present occupation or by the occupation in which they were last 

employed. Housewives were classified according to their husband's 

occupation. The largest group surveyed were in the lower 

professional category (28%), followed by those in the "skilled 

manual" (21%) and " other non-manual" categories (Table X) . 

In general the group surveyed displayed the social and 

demographic characteristics which would be expected of a random 

sample representative of the population of the county as a whole. 

The exception to this was in the percentage unemployed. This is 

possibly because of a lower response rate to the survey among 

those who were unemployed. It is also possible that some of those 

who stated that they were engaged in domestic duties or who were 

retired, are registered as unemployed for the purpose of 

obtaining Social Welfare payments. 

Over 50% of those surveyed had a family history of heart disease 

(Table Xl). This meant that either a parent or sibling had a 

heart attack. 
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Table VI. Population Surveyed 

Age Males Females TOTAL 
35 -44 175 157 332 

45 - 54 117 113 230 

55 -64 114 94 208 

TOTAL 406 364 770 

Table VII. MARITAL STATUS Table VIII. RESIOCNCE 

Single 11~ Kilkenny City and • 
24~ enV.lroos 

Married 84~ Other urban 1 2~ 

Widowed 3~ Rural 64~ 

Divorced/separated ~ TOTAL 100% 

TOTAL 10~ 

Table IX. EMPLOYMENT STATUS 

MALES rEMALES 
At work 84.0% 24.2% 

Unemployment 6.4~ 0.5~ 

DonK::s tic duties 2.2~ 74.7~ 

Retired 2.5~ -
Permanent disability 4.4~ 0. 5% 

Other 0.5~ -
TOTAL 100.~ 100.~ 

Table X. IRISH SOCIAL CLASS 

I Higher professional 1J~ 

Il lower professional 28~ 

III Other non-ntanual 18~ 

IV Skilled manual 21~ 

V Semi-s killed manual 11~ 

IV Unskilled manual or. 

TOTAL 10~ 
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The presence of angina was determined according to the "Rose 

Que stionnaire" which was developed in 1962 at the London School 

of Hygiene and Tropical Medicine. It is based on the 

characteristics of ischaemic pain - occurrence usually on 

walking, in certain chest sites, usually causing the subject to 

slow his or her pace or stop and promptly relieved by rest. The 

prevalence of angina increased with age (Table XII). It was 

higher at all ages in females compared with males. Chest pain on 

exercise and relief by rest was most frequent (9%) in women aged 

55-64 years. 

The World Health Organization's Expert Committee on the 

Prevention of Coronary Heart Disease considered that the optimum 

average population total cholesterol level for adults was less 

than 5.17 mmol/l (200 mg / dl). Women aged 35-44 years came closest 

to achieving this average level of blo o d cholesterol 5.43 mmol / l; 

214 mg / dl) (T.bie XIII). 

Those surveyed were referred to their general practitioner if 

their blood cholesterol level was higher than 6.48 mmol / l (250 

mg / dl). Almost 34% of those surveyed were referred (Table XIV). 

The average level of blood cholesterol was highest in women aged 

55-64 years, of whom 59% were referred to their general 

practitioner. 

The percentage of those surveyed who were on treatment for high 

blood pressure increased, as would be expected, with age (Table 

XV). Almost one in four of men and of women aged 55-64 years had 

taken medication to reduce their blood pressure levels during the 

two weeks prior to their being surveyed . The average level of 

systolic blood pressure was lowest in women aged 35-44 years 

(Table XVI). The average level in males aged 35-44 years was 

136 mm Hg. Including those taking drugs to reduce their blood 

pressure, the average systolic blood pressure level in those aged 

55-64 years was 156 mm Hg. 
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lablc XI FAMILY HISTORY OF HEAR I DISEAS[ 

AG[ 

}~ - 44 

4~ - ~4 

~~ - 64 

AGE 

3~ - 44 

4~ - ~4 

~~ - 64 

AGE 

3~ - 44 

4~ - 54 

5~ - 64 

Table XIV 

AGE 

3~ - 44 

45 - 54 

55 - 64 

HAlE :; 

45 

49 

57 

Table XII. PREVALENCE 

fCMALE :; 

54 

56 

~4 

(Rose questionnaire) 

MALE :; 

-
2.6 

4.4 

rEMAL[ :; 

2.5 

6.2 

8.5 

Table XIII SERUM ~HOl[ST[ROL 

Mean values (mmol/l) 

MALES 

~.94 

6.26 

6.04 

FEMALES 

~.43 

6.18 

6.70 

SERUM ~HOl(STEROl > 6.48 mmol/I (2~0 mg/ dl) 

HALE :; 

32 

43 

27 

30. 

rEMALE :: 

16 

39 

59 



AGE 

35 - 44 

45 - 54 

55 - 64 

AGE 

35 - 44 

45 - 54 

55 - 64 

AGE 

35 - 44 

45 - 54 

55 - 64 

Table XV. 

(Medication in previous 2 weeks) 

HALE ~ 

3 .1 

4.5 

24.1 

fEMAlE ~ 

2.6 
8.8 

24.7 

Table XVI. SYSTOlIC BLOOD PRESSURE 

Mean values (Iml Hg) 

MALES 

1}6 

145 

156 

fEMALES 

126 
145 

153 

Table XVII. REfERRED fOR HIGII BLOOD PRESSURE" 
(> 160 systolic or > 100 diastolic) 

MALES 

7 

24 

42 

fEMALES 

1 

25 

40 

Table XVIII. 

AGE 

35 - 44 

45 - 54 

55 - 64 

HALE: 

5 

21 

26 

31. 

fEMALE ~ 

1 

20 

28 



The percentage who were referred to their general practitioner 

either with a systolic blood pressure greater than or equal to 

160 mm Hg or a diastolic blood pressure of greater than or equal 

to 100 mm Hg is shown in Table XVII. Table XVIII shows the 

percentage referred who were not taking medication for high blood 

pressure at the time of the survey. 

The prevalence of cigarette smoking was 27.6% for males and 26.6% 

for females (Table XIX) . Regular cigarette smoking was most 

frequent in males aged 35-54 years (35%) . The percentage of 

eX-Cigarette smokers was higher in males than in females (Table 

XX). Over 50% of males aged 55-64 years had given up a regular 

cigarette smoking habit. 

At the highest levels of body weight there is an increased risk 

of coronary heart disease. Weight reduction helps to lower 

elevated levels of blood cholesterol and blood pressure . For both 

males and females, the highest average body weight was in the 

45-54 year age group (Table XXII). According to the criteria for 

obesity set down by the Royal College of Physicians in 1983, 

approximately one in five of those surveyed were in the obesity 

category (Table XXIII). This was highest at 27%, in women aged 

45-54 years . 

Electrocardiogrms were reported as normal for over 97% of those 

surveyed . Left bundle branch block was found in 0.6%, right 

bundle branch block in 0 . 4% and other abnormalities in 1.7%. This 

is in keeping with other population surveys where the prevalence 

of abnormality on ECG has been low, even in the presence of 

important levels of risk for coronary heart disease . 

Approximately 25% of the men were sitting down while working or 

during an average working day (Table XXIV). Levels o f activity 

during leisure time were low (Table XXV). 43% of men and a 

similar percentage of women only took part in sedentary 

activities such as reading, watching television or hobbies which 

did not require physical activity. 
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Table XIX. Table XX. EX-CIGARETTE SMOKERS 

AGE: 

35 - 44 

45 - 54 

55 - 64 

AGE: 

35 - 44 

45 - 54 

55 - 64 

HAlE ~ fEMALE ~ AGE: HALE : FEMAlE: 

35 27 35 - 44 29 26 

20 33 45 - 54 50 22 

25 23 55 - 64 54 30 

Table XXI. CURRENT ALCOHOL DRINKERS 

AGE: 

35 - 44 

45 - 54 

55 - 64 

Table XXIII. 800Y Ij[IGHT 

Mean values (Kg.) 

HALES 

79.0 

80.8 

79.3 

AGE 

35 - 44 

45 - 54 

55 - 64 

AGE: 

35 - 44 

45 - 55 

55 - 64 

fEHALES 

64.9 

67.6 

66.0 

Table XXIV. 

Table XXV. 

33. 

MAlES : 

78 

68 

74 

FEMAlES: 

Table XXIII. 

75 

70 

52 

(Royal College of PhYSicians 1983). 

AGE HAlE ~ 

35 - 44 8 

45 - 54 18 

55 - 64 18 

fEMAlE: 

13 

27 

21 

*Hales : OHI > 30.0 
FemaJes: BMI > 28.6 

EXERCISE 

HALE : 

25 

25 

24 

HAlE: 

39 

50 

43 

fEMALE : 

5 

4 

4 

fEMAlE % 

38 

47 

55 



In summary, the baseline survey confirmed that average levels of 

blood cholesterol are high in Kilkenny, as are blood pressure and 

body weight. Cigarette s moking prevalence was similar for men and 

women, 27%. Participation in physical activity was low. 

4.5 Registers 

A register is being established to record fatal and non-fatal 

coronary heart disease and stroke in persons whose chief 

residence is in County Kilkenny or in the reference area . Methods 

used will comply with the protocol in use by the WHO Monica 

Project. This will provide accurate estimates of the incidence of 

coronary heart disease and stroke and of changes over time . It 

will also allow comparison of the incidence of coronary heart 

disease and stroke in the Irish registers with other Monica 

locations. 

Data collection is now being piloted. It is intended to start 

registration in January 1987. 

4 . 6 Seven Day Dietary Survey 

A more detailed study of diet was undertaken in July and August 

1985. Thirty men (M) and thirty women (F) aged 35-44 years, 

randomly chosen, participated in a dietary survey using the seven 

day weighed intake method. The purpose of the survey was to 

obtain more detailed information on diet than could be obtained 

from the much larger group in the baseline survey . Participants 

were visited in their homes by dietitians who explained how to 

complete special food diaries. All food and drink consumed over a 

seven =ay period was weighed, measured and recorded. 

H 

F 

ENERGY 

(HJ) 

12. 5 

8 . 4 

FIBRE 

(g) 

24. 1 

20 . 4 

FAT 

(X energy) 

36.0 

39. 1 

J4. 

CARBOHYDRATE 

(X energy) 

43 . 3 

43 . 8 



When a comparison was made between groups with low, medium and 

high intake of fat, there was an inverse relationship between the 

percentage of energy consumed as fat and that consumed as 

carbohydrate . Those with the lowest intake of fat had the highest 

intake of bread, potatoes and "table" sugar i.e. sugar added to 

foods. The main sources of fat in the diet were butter, fresh 

meat, milk, cakes and biscuits and margarine. 

Twenty five of the thirty women were consuming less than the 

Recommended Daily Allowance of iron . Sources of iron in the Irish 

diet include liver, kidney, red meat, wholegrain cereals, eggs 

and green vegetables. (The Vitamin C in green vegetables also 

aids iron absorption . ) 

Of the thirty women, eighteen had less than the Recommended Daily 

Allowance of calcium . Sources o f calcium are milk (including 

low-fat and skimmed milk) , cheese, yoghurt, tinned fish and green 

vegetables. 

These findings demonstrate the importance of encouraging people 

to use low-fat dairy products and lean meat, so as to ensure 

adequate intake of calcium and iron, while keeping fat 

consumption at an acceptable level. 

A report is being prepared by Dr . Hichael Gibney of the 

Department of Clini c al Nutrition, St. James's Hospital, Dublin, 

on the detailed findings of the dietary survey and the 

implications of the findings for a public health programme. 

4.7 The Inistioge Study 

In order to develop an appropriate education programme, a small 

study of attitudes to coronary heart disease was done in 

Inistioge, in the South-East of County Kilkenny, in the Autumn of 

1985. No community is completely typical of an area . Our aim was 

to use local people as informants rather than to interview them 

as research "subjects". We therefore asked people about typical 

local beliefs and practices, as they saw them, as well as asking 

questions about the person's own beliefs and practices. 
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In general, people named cancer and arthritis as the most common 

serious illnesses . Heart disease was not seen as a frequent 

disease or 8S a major cause of premature death . 

People were able to identify diet (fats, salt and obesity), 

sMoking, lack of exercise and alcohol as reputed risk factors . 

No-one mentioned hypertension . However , belief in the 

effectiveness of changing these factors was low . This was 

associated with a view of acute coronary heart disease as the 

"natural " and abrupt failure of the heart as a pump . 

The finding of this study have been of value in planning the 

content of the health promotion programme in Kilkenny . 
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5 . THE HEALTH PROMOTION PROGRAMME 

5.1 Health Education and Health Promotion 

Health education is a term used to represent consciously 

constructed opportunities for learning which are designed to 

facilitate changes in behaviour towards a pre-determined goal. It 

involves some form o f communication designed to improve 

knowledge, and develop understanding and skills which are 

con ducive to health. 

Health promotion involves the whole population in the context of 

its everyday life . It is the process of enabling individuals and 

communities to increase control over the determinants of health 

and thereby improve their health. Health promotion is not only 

concerned with enabling the development of lifeskills and 

individual competence to influence factors determining health, 

but is also concerned with environmental intervention to 

reinforce fa cto rs supporting healthy life sty les and to change 

those factors preventing o r prohibiting such lifestyles. 

5.2 Goals, Objectives, Outcome Targets 

The g oals , objectives and outcome targets of the health promotion 

programme were developed in the context of WHO's Expert Committee 

Reports on the Prevention of Coronary Heart disease and WHO's 

Targets for Health for All for the European Region. The 

experiences of public health and community prevention programmes 

in o ther co untries were also considered, together with modern 

concepts of health promotion. 
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The main goal of the Kilkenny Health Project will be to reduce by 

20% over 10 years the mortality rates from coronary (ischaemic) 

heart disease (I.C.D .• Codes 410-414) and from cerebrovascular 

disease (430-438) in those aged 35-64 years. 

To reduce by 15% over 10 years the mortslity rates from all 

causes in those aged 36-645 years. 

SMOKING PREVENTION 

Objectives (1985-1991) 

1. To encourage non-smokers not to start to smoke. 

2 . To help those who smoke to cease smoking. 

3 . To promote an environment which is conducive to non-smoking. 

Outcome Targets 

1. A reduction of 3% per annum on average in the proportion of 

12-18 year-olds who are regular cigarette smokers. 

2 . A reduction of 1% per annum on average in the proportion of 

35-64 year-olds who are regular cigarette smokers . 

3. An increase of 5% per ann um on average in the proportion of 

35-64 year-olds who are aware of smoking as an important risk 

factor for coronary heart disease. 
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4. An increase of 5% per annum on average in the proportion of 

35-64 year-olds who are aware of the health effects of passive 

smoking. 

5. That smoking cessation programmes be available, as part of a 

comprehensive health education programme in schools, to all those 

aged 10-14 year old. 

*International Classification of Diseases. 

CONTROL OF HIGH BLOOD PRESSURE 

Objectives (1985-1991) 

1. To redu ce the mean population systollc and diastolic blood 

pressure. 

2 . To have the blood pressure of adults measured by a health 

professional, at least once in 5 years. 

3. To make advice available on risk factor modification to adults 

whose blood pressure is raised. 

4. To start and maintain adequate treatment to control blood 

pressure in those in whom it is severely raised. 

5. To make the public aware of high blood pressure as a 

modifiable risk factor for coronary heart disease. 
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Outcome Targets 

1. A reduction of 1% per annum on average in the mean population 

systolic and diastolic blood pressure in those aged 35-64 years . 

2 . An increase of 2% per annum on average in the proportion of 

those aged 35-64 years who have had their blood pressure measured 

in the previous 5 years . 

3 . An increase of 2% per annu m on average in those aged 35-64 

years who can state that their blood pressure is normal, 

intermediate or hi gh, as appropriate. 

4. An increase of 2% per annum on average in the proportion of 

those aged 35-64 years who are aware t hat their blood pressure is 

raised and in whom it i s adequtely controlled . 

5. An increase of 5% per annum on average in those aged 35-64 

years who are aware of hypertension as an important risk factor 

for arterial disease. 

6 . An increase of 5% per annum on average in those aged 35-64 

years who are aware of the behaviours which can lead to the 

maintenance of a normal level of blood pressure. 

7 . An increase of 5% per annum on average in the proportion of 

adults who are aware that raised blood pressure can be 

asymptomatic and that it is recommended that adults have their 

blood pressure measured by a health professional at least once 

every 5 years . 
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HEALTHY EATING 

Objectives (1985-1991) 

1. To promote eating habits in the general population accordIng 

to the dietary guidelines re commended by the Food Advisory 

Committee of the Department of Health. 

(1) A wide and varied range of foodstuffs. 

(2) Balance in energy intake and expenditure. 

(3) Total fat to contribute 35% or less to dietary ene rgy. 

(4) Protein intake of Ig / kg body weight / day. 

(5) Sugar intake of less than 10% of dietary energy. 

(6) Alcohol intake of less than 5% of t o tal energy intake. 

(7) S~lt intake less than 9g / day. 

(8) Dietary fibre of 30g / day on average. 

2. To promote eating habits in those identified 8S being at risk 

of heart disease, according to the guidelines recommended by the 

Food Advisory Committee of the Department o f Health. In addition 

to the guidelines for the general adult population:-

(1) Redu c tion of total fat intake to 30% of 

dietary energy. 

(2) Substitution of polyunsaturated fats for 

some saturted fat to approach a 

polyunsaturted /s aturated (pis) ratio of 1. 

(3) Reduction of cholesterol intake to less than 

300 mg / day. 

41. 
An Leabharlanu 

H.E.B. 



3. To encourage the avoidance of obesity. 

4 . To reduce the mean population level of total serum cholesterol 

towards the World Health Organisation's optimum level of less 

than 5.17 mmol / l (200 mg / dl). 

5. To improve the availability of healthy food from retail 

outlets and in canteens, restaurants etc. 

Outcome Targets 

1. An increase of 1% per annum o n average in t he proportion of 

those aged 35-64 years whose diet is consistent with the Food 

Advisory Committee's recommended guidelines for the general 

population. 

2. A reduction of 1% per annum on average in the proportion of 

those aged 35-64 years who are obese . 

3 . A reduction of 1% per annum on average in the mean population 

level of total serum cholesterol in those aged 35-64 years. 

4. An increase of 2% per annum on average in the proportion of 

those aged 35-64 years who have had their total serum cholesterol 

measured within the previous 5 years . 

5. A reduction of 2% per annum on average in the proportion of 

those aged 35-64 years who routinely add salt to food at table. 

6 . To increase by 5% per annum on average the proportion of those 

aged 35-64 years who are aware that being overweight and diets 

which are high in fat and low in fibre are important risk factors 

for coronary heart disease. 
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PHYSI CA L ACTIVITY 

Objectives (1985-1991) 

1. To encourage the development and maint enance of 

cardiorespiratory fitness. 

2. To encourage participation in recreational activities which 

involve physical movement. 

3. To create a physical environment which facilitates safe 

physical activity. 

Outcome Targets 

1. An increase of 1% per annum on average in the proportion of 

those aged 35-64 years who und ertake physical activities which 

cause them to become short of breath and to perspire, for at 

least 20 minutes on at least 3 occasions per week, e . g . running, 

cycling, swimming. 

2 . An increas e of 2% per annum on average in the proportion of 

those aged 35-64 years who undertake leisure time activities 

which cause them to become a little short of breath and to 

perspire a little, on at least 2 to 3 occasions per week, e.g. 

walking, golf or gardening . 

3 . An increase of 5% per annum on average in the proportion of 

those aged 35-64 years who are aware of the type of exercise 

which maintains cardiorespiratory fitness. 

4. To start and maintain adequate treatment to control blood 

pressure in those in whom it is severely raised. 
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5.3 1985-1986 

The aims of the first year (1985-1986) of the health promotion 

programme were to increase awareness of coronary hear t disease, 

to increase awareness of the KiJkenny Health Project and to 

increase basic knowledge of the risk factors for coronary heart 

disease. 

Activities included work with the mass media, with health and 

education professionals and with a wide range of commercial and 

voluntary organisations. 

Mass Media 

Since November 1985, the Kilkenny Health Project has a weekly 

column in the Kilkenny People newspaper ("Healthy People"). 

CATCH, the Project newsletter, was first published in Hay 1986. 

It is distributed with the Kilkenny People and through other 

outlets around the county. 

Health Professionals 

Seminars were held for doctors , dentists, public health nurses 

and other health professionals. Workshops were hel d to focus on 

the potential for preventive activities in everyday practice. 
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Education 

In October 1985, a lecture series for adults was held as part of 

the adult eduction programme of Kilkenny V.E.C. 

Seminars were held for post-primary school principals, 

post-primary teachers, and primary school principals. 

A working party was set up to develop a health education 

programme suitable for first year students at post-primary level. 

Co mmunity Groups 

Lectures and talks were h e ld for all parishes in Co . Kilkenny in 

conj uncti on with the Irish Countrywomen's Association. The work 

of the Project was presented to Kilkenny Corporation and to the 

Local Health Committee. Talks were presented to a wide range of 

other groups throughout the county. 

Special Events 

There were drop-in centres in Kilkenny and in Thomastown to 

provide information ahout s moking. A Seafood Promotion Week was 

held in conjunction with Bord Iascalgh Mhara. The Project had a 

stand at the Kilkenny Trade Fair. A cookery competition was held 

for members of the Irish Countrywomen's Association. A five Hile 
• 

Road Run was organised with Kilkenny City Harriers and was 

preceeded by training sessions for beginners. The Road Run was 

sponsored by Avonmore Creameries . 
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5.4 Planning Meeting 

A meeting of all those involved in Project Committees was held on 

April 30th 1966. Presentations were made on the activities of the 

Project. Workshops followed on "Prioritie s : Activities and Target 

Groups". The reports from the three workshop groups were 

integrated and the following priorities were outlined: 

1. Development of education material s as appropriate to a variety 

of settings and target groups. 

2. Development and support of a screening programme o r health 

assessment programme by general practitioners. 

3. Support of work of other health professionals including public 

health nurses, community medicine doctors and dentists. Special 

efforts to develop health education for socially deprived via , 
social service centres and health board social workers. 

4. Development and support of health education programme in 

primary and post-primary schools; also education for adults via 

V.E.C. 

5. Development of health education with voluntary organisations 

particularly farming snd rural organisations . 

6. Promotion of a more healthy environment. Smoking , food 

(i n cluding labelling) and physical activity. 

7. Widespread publicity of a small number of campaigns and 

special events. 

Using the ahove guidelines, the results of a postal survey 

evaluation and the experiences of the past year, the health 

promotion programme for 1966-1967 was planned. 
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5 . 5 1986-1987 

Media 

The Kilkenny People column continues as in 1985-1986. CATCH 

newsletter is published three times per annum. Avonmore 

Creameries have agreed to distribute information about the 

Project to farmers. 

Healthy Eating Leaflet 

A Healthy Eating leaflet was produced based on the nutritional 

guidelines of the Food Advisory Committee of the Department of 

Health. This leaflet was supported by the National Dairy Council . 

Post-Primary Schools 

A co-ordinated health education programme has been started in ten 

post-primary schools . The programme, for first-year pupils, is 

based on that developed in North Tipperary . The Teachers ' Working 

Party meets every six weeks to plan and evaluate the programme . 

V.E.C. Adult Education 

A four week Autumn series of cookery demonstrations included 

information on reducing fat, sugar and salt and increasing fibre 

in the diet. These took place in the Vocational Schools in 

Slieverue, Ballyhale, Thomastown, Kilkenny, Graignamanagh and 

Johnstown. 
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Heat for Health Week 

This week was organised in co-operation with CBF, the Heat and 

Livestock Board. Kilkenny butchers provided special displays of 

lean meat. Butchers who reached certain standards of hygiene and 

of lean meat were awarded certificates. 

A recipe leaflet was produced and cookery demonstrations were 

held. one of which was organised by the Kilkenny Rotary Club . 

Professor John Catford, Director of Heartbeat Wales, addressed a 

meeting of those involved in agriculture and in the meat trade. 

Women's Health Week 

Kilkenny Health Project staff worked with the Women's Health Week 

Committee in Kilkenny, along with members of the Community Care 

Team and representatives of womens' organisations. There was a 

comprehensive programme of events including workshops, outdoor 

pursuits and a keep fit day. Two hundred women attended the main 

workshop day. 

Community Groups 

The Project is now working with a variety of community groups, 

including Ossory Alcohol and Drugs Awareness Gro up, Grow , 

neighbourhood exercise groups and women's studies groups . Tslks 

have also been held with a variety of orga n isations including 

Foroige, the Irish Farmer's Association Farm Family Group and 

Acot. 

• 
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6. CONCLUSION 

During the first two years of the Kilkenny Health Project, 

research has been carried out to examine the knowledge, 

attitudes, behaviour and levels of risk factors at the start of 

the Project, in Kilkenny and in the reference area. 

The groundwork has also been laid for the health promotion 

programme, relationships have been established with local 

professionals. The media, meetings snd special events have been 

used to raise awareness of CHD and of the Project. 

The co-operation of health and local authorities and of 

commercial organisations will now be sought to formulate and 

implement health promotion policies in relation to healthy 

eating, smoking, physical activity. etc. 

The future work of the Project will include the development of 

educational materials appropriate lto Kilkenny, training of 

health and education professionals and of the publi c , support of 

the work of health and education professionals, work with 

community organisations and the promotion of a healthy 

environment. Special efforts will be made to reach the unemployed 

and those who are in the lower income groups. 

A great deal of interest, goodwill, support and co-operation has 

been forthcoming from many organisations and individuals in 

Kilkenny . This will greatly facilitate the development of a 

comprehensive and genuinely community-based health promotion 

programme. 

• 
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APPENDIX 

ORGANISATION 

The Project is managed by a Board of Directors, with supportive 

Scientific, Steering, Education and Finance Committees. 

The major sources of finance for the Project are the Department 

of Health, the Irish Heart Foundation, an d the Voluntary Health 

Insur ance Board. Other organisations which help and s upport the 

Project are the Hea lth Education Bureau, the Medico-Social 

Research Board and the South-Eastern Health Board. 



BOARD OF DIRECTORS 

Prof R Hulcahy 
Chairman 
St Vincent's Hospital 
Dublin 

Or J Coonolly 
Community Care Kilkenny 

Or G Dean 
Dublin 

Or P Faul 
St Luke's Hospital 
Kilkenny 

Or C A KeUy 
Community Care 
Waterford 

Hea A Kie1y 
Bennettshridge 

Hr M V Millet< 
South-Eastern Health Board 

Comdt F Hanshen 
Irish Heart Foundation 

Mr P G HcQuillan 
South-Eastern Health Board 

Hr T Ryen 
Voluntary Health Insurace 
Board 

Dr A Walsh 
Department of Health 

Mr J O'Gorman 
Research Board 

Or I Graham 
Heath & Adela ide Hospitals 

PATRONS OF KILKENNY HEALTH PROJECT 

The Rt Rev N Willoughby 
Bishop of Caahel & 08S8CY 

The Host Rev Or L Forriets! 
Bishop of 0980ry 

Ms Hargaret Tynen 
Hayor of Kilkenny 

Clle A Cotterel1 
Chairman 
Kilkenny County Council 

Cllr P Brennan 
Chairman 
Kilkenny Health Committee 

STAFF 

Or Emer Shelley 
Project Leader 

Ms Nora Brennan 
Health Education Officer 

Ms Marie Therese Crotty 
Administrative Officer 

Hs Hade Ayres 
Secretary 

REGISTERS 

Or Hary O'Hahony 
Hedical Officer 

Ha Grainne Horton 
Secretary 



'IRANCE COKHIttEE 

Dr G Dean 
Chairman, Dublin 

Hr E Halley 
South-Eastern Health Board 

Hr H V Hlllett 
South-Eastern Health Board 

Comdt F Honahan 
Irish Heart Foundation 

Hr J C'Gorman 
Medico-Social Research Board 

Dr E Shelley 
Kilkenny Health Project 

SCIENTIFIC COMMITtEE 

Or I Grabam 
Chairman 
Meath & Adelaide Hospitals 

Dr J ConnoUy 
Community Care Kilkenny 

Dr L Daly 
Dept of Community Medicine 
University College 

Dr H Gibney 
Dept of Clinical Nutrition 
Trinity College Dublin 

Or N Hickey 
St Vincent's Hospital 

Or 0 lUcoyne 
Irish Heart Foundation 

Or B Lee 
Kilkenny 

Prof R Hulcahy 
St Vincent's Hospital 

Or T O'Owyer 
Oept of Health 

Or A Radic 
Hedico-Social Research Board 

Or E Shelley 
Kilkenny Health Project 

EDUCATION CQHHIltEE 

Hs Nora Brennan 
Kilkenny Health Project 

Hr Ronan Conroy 
St. Vincent's Hospital 

Hs Harie Therese Crotty 
Kilkenny Health Project 

Hs Kathleen Kirwan 
Irish Heart Foundation 

Ms Betsan Bradley 
Health Education Bureau 

Or E Shelley 
Kilkenny Health Project 

Ha 8arbara Wallace 
Public Relations Consultant 
Wexford 

STEERING C(lIIIITTEE 

Or J ConDoUy 
Community Care Kilkenny 

Or P Faul 
St Luke's Hospital 

Hs Hary Keogh 
Community Care Kilkenny 

Or C A Kelly 
Community Care Kilkenny 

Dr D Kllcoyne 
Irish Heart Foundation 

Dr P Hagnier 
Thoaastown 

Dr T O'Owyer 
Dept of Health 

Or E Shelley 
Kilkenny Health Project 

Mu A Twolley 
Community Care Waterford 
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